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ABSTRACT

Effective communication in the doctgratient relationship is an essential component to
proper diagnosis and treatment (Gordon & Gerber, 20¥Bjle a greater focus on improving
doctorpatient communication needs to be addressed, nowhere is it more important than in
interactions between geriatric patients and general practitidrgssstudy analyzes and
synthesizes the findings of @lectedsocio-medical journal articles that report on the views of
geri atr i c gnddesires whers idteractmmgwitts general practition€he findings of
this studycontibute a geriatric perspective to the current detegardingpatientcentred care
and also identify communication barriers and facilitators that can be avwideedoy
physicians when interanfy with geriatric patientsBy bringing together multiple socimedical
gualitative studies that (thiereskarch seekgte craataénr i ¢ p a

evidence base that is valued by both medical practitioners and-padicsrs
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CHAPTER 1z INTRODUCTION

Effective communication in the doctpatient relationship is an essential component to
proper diagnosis and treatment (Gordon & Gerb
identification ofte pat i ent 6 s xv is thafissestep if elf€ctivély, tregbing a
patientds illness and relies heavily on the p
experience. According to Sanders (2009), anywhere from 70 to 90 percentrat@dtagnoses
are made on the basis of the patientds story
the consistent practice of physicians interrupting patient narratisresh occurgnore than 75%
of the time, and within less than 20 secondthefpatient beginning their story (Sanders, 2009;

Jagosh, Boudreau, Steinert, MacDonald, & Ingram, 2011; Lussier & Richard, 2006; Menz & Al
Roubaie, 2008). As a result, many patient concerns go unvoiced, potentially hindering the ability
of the doctor to rake an accurate diagnosis. Sanders (2009) indicates that this is a widespread
problem, with between 105 per cent of patients in the United States alone receiving inaccurate
diagnoses, 17 per cent of which result in adverse outcomes for the patient.

While a greater focus on improving docfeatient communication clearly needs to be
addressed, nowhere is it more important than in interactions between geriatric patients and
gener al practitioners. Currentl vy, dwver @,0piud at
projected to increase from 4.2 million to 9.8 million over the next three decades (Turcotte &
Schellenber g, 2007, p.12). By 205¢6tal,ZD@m adads
With the proclivity of geriatric patients to be lasgling to actively participate during the
doctorpatient interaction (Strauss & Tinetti, 2009), mastery of communication skills, and in

particular, communication skills geared toward working with the geriatric patient, will be




essential for all generalactitioners, especially with regard to the wider cultural and social

factors involved.

Purpose of Study

This study analyzes drsynthesizes the findings of $6lectedsociomedical journal
articles that report on tehires,tips, anvminters whener i at r i
interacting with general practitioners. The information derived from these articles is
contextualized and supported with further researchhenhistory of the doctepatient
relationshipthe current medical contewtithin which physicians practice, the natural aging
process (e.g. signs and symptoms of hearing loss) experienced by geriatric phtd¢htee
main theoretical models of doctpatient communicatiorgndcurrent educational practices used
in North Americanand EureWesternmedical schools

The paper will begin by discussing the selistorical context that has shaped the
doctorpatient relationship experienced today, followed by a brief description of the medical
context that currently influences theskatienships. The paper will then outline the basic
characteristics of the geriatric patients that physicians and physioitmagning will encounter
over the nextecade. Next the paper will discugsriatric content and the use of communication
skills training in medical schoal$Vithin this section, the paper will outline the three main
theoretical models of doctgratient interaction and will demonstrate the importance of good
doctorpatient communication with particular consideration for communicatitngeriatric
patients. Finally, a brief literature review will situate my research, and the importance thereof, in
the greater dialogue regarding patieahtred communication (with geriatric patients in

particular) and communication skills training.




Overall, thegoal of this research is tdentify communication techniques and strategies
that will be integrated intaninteractivetraining module designed to teach undergraduate school

of medicine students how to better communicate with their gergmtients.




CHAPTER Z CONTEXTAND REVIEW OF LITERATURE

Socio-Historical Context

The doctopatient relationship has been a fluid and changing one that has developed over
a long period of time. The @1700s marked a strong adherence to spiritual aigiaes$ beliefs,
and because medicine and the functioning of the body were not well undearstood
institutionalized as it is todayhe doctor was seen as someone filled with magical pqRetter
& McKinlay, 2005;Kaba & Sooriakumaran, 200Regardles®f the high mortality rates, short
life expectancy, and the inadequacy of many medical practices (Brosco, 2004), the doctor
retained authority over the patients fanomthey cared, establishing a largely paternalistic
relationship similar to that of prisssand members of their parish.

Enter the 18th century,gfe of Enlightenment and the induatrevolution. Fuelled by
the iise ofempiricism in the 1600s, medicine began to mgiaind as a social authoritgnd
reliance on scientific explanations of lifess opposed to religious explanatippecame
increasingly common. The Age of Enlightenment saw the invention of vaccines and the
development of germ theory to explain disease and illness (Brosco, 2004). Sanitation became a
major contributor to the practl and effective practice of medicine as well. Due to medical
inventions, cleanliness, the increasing ease of production, and increasing access to a diverse
array of inexpensive products, daillfe exi stenc
expectacy was greatly increased

Though an interest in the services provided by medical professionals begardtwinge
this time relativelyfew people were trained as doctors, leaving a large discrepancy between the
number of patients in need or desirofisnedical services, artie number of trained medical

professionals available to provide them. In addition to the lack of trained doctors, the




Enlightenment fuelled ideas of independence, freedom, and liberty within the general populace,
effectivelyaltering the revered position doctors helghre-1700 society{Crawford, 2006) With
rudimentary medical knowledge such as the emphasis on sanitation slowly becoming accessible
to the general populace, and science and reason replacing spiritual and bedigitsa society

no longer thought of doctors as possessors of magical powers. As a result, power dynamics
within the doctotpatient relationship shifted.

Other cultural factors that served to enhance the growth of patient power included the fact
that,at the start of the 1700s, patients were still treated in the t®noe. friends and family
members were generally present during t-he doc
making regarding diagnosis and treatment, at times evendicectim t r adi cting t he d
recommendations (Wilde, 2007). As well, the s
the minimal number of available physicians to attend to a growing number of patients often
meant that doctors were not able to see @pétintil several hours, or even several days after
their presence was requested; this meant that the responsibility for treating the illness fell to the
family, local midwives or healers, and the sick individual themse&iesethe doctowas
unable tdbea consistent and reliable source of healthcare information, their authority over
patients was diminished in favour of the treatment experience gained by family mdodzdrs
midwives and healerand the patients theselvesFinally, physician authoitwas also
diminished due to the patients for whom physicians cared: Their main clients were members of
the nobility and the wealthy elif€rawford, 2006)As reputation was thehief means by which
doctorsremainedn business, pleasing their clients @&s® more important than asserting their
authority(Kaba & Sooriakumaran, 20Q7)hus patients retained far greater power within the

doctorpatient interaction.




The development of the biomedical modémedicineduring the 1800gvas one of the
most importat developmentsor modernmedicine, as well as one of the most significant
determinants of theisedstatus of physiciaswithin society. With the biomedical model came
the use of technologies such as stethoscopes and thermometers that privilpbgsidtze:
controlledexamination of the patient over the patient narrative (Wilde, 2007).

The rise of hospitals beginning in the late 1700s also impacted the-gattmt
relationship, slowly moving the realm of the doepatient interaction away fromtmeat i ent 6 s
home and to the doctor 6s t Eoughiamang the eliteBdoctossc o, 2
continued to suffer from medical powerlessness (Wilde, 2007), the type of clientele that
frequented hospitals, namely those of lower classes whomane passive when interacting
with authority figures, meant thebctorswere ablego assert medical authority over their patients
(Kaba & Sooriakumaran, 2007); this lead tesurgence of the paternalistic modgl
interaction.

By the end of the 1800#)e biomedical model was entrenched in society through the
professionalization of medicine and the requirement that all physicians receive formal training
(Will, 2011a). In America alone, more than 130 medical schools opened to train doctors (Will,
2011a)Due to the necessity for medical training,-fagople had to finally resign themselves
completely to medical authority.

The1900s aw t he start of what is known as ndthe
2006).The medical profession began to thri$nae the demand for doctors outstripped supply,
doctors gained a monopoly over the healthcare econéhie doctors still provided services to
the general population through hospitals, they no longer made house calls, insteadonoving

private practiceandrequiring patients to come to them (Wilde, 2007).




Many governmentsn developed countrigeok note of this monopoly and began to
invest in healthcare, both by funding the provision of healthcare access for the populace as a
whole, as well as through tifending of medical schools to encourage the training of larger
numbers of medical profession@®otter &McKinlay, 2005) World War | and Il served to
increase the demand for the training of medical professiohaterding to BenoitZadoroznyj,
Hallgrimsdottir, Treloa& Taylor (2010), the 1940s especially saw a huge increase in
government spending on medicine geared towards improving public healthcare. This increase in
spending enhanced the medical authority of doctors by providing them with unchallenged state
support (Benoit edl, 2010).As a result, doctecentred medical practice was common
(Hildebrand, 200yand largely uncontested

As psychoanalysis began to gain popularity in the 1950s, the interactions between doctors
and patients in everglay medical encounters startedavour patient narratives once again. The
emphasis on therapeutic methods used by psychologists and psychoasatiisés asking
openended questions and listenjiggan tdransfer toother parts of medicine as well (Kaba &
Sooriakumaran, 20QHildebrand, 2000

Civil rights movements advocating for citizen rights in the political sphkse played a
roleinalteringppeopl eés attitudes towards authority. T
1980s caused social mawment spilover to occur (Epsin, 1996), encouraging the emergence of
the patientsd rights movement , a,ibahotwhieh womeno
emphasized the idea of patier@ntred healthcare (Hildebrand, 200Fhese movements
significantly impacted the doctgratient relationship by undermining medical authority in favour

of patient autonomy, and by further shifting the patient role to that of a consumer.




From the 1970s onward, the number of malpractice lawsuits being filed increased
exponentially, forcing thereation of the Informed Consent Doctringhe United States of
Americawhi ch required that, fApatients beandi ven t
that they be provided with all information material to a decision to consent to or to refuse
heal thcaredo ([emphasis in original] Dolgin, 2
doctorpatient relationship from one similar to the relationship shared by family members and
characterized by trust, loyalty and grounded relationships (Rd@i10) to one characterized by
hyperindividualization and autonomy, the consumer patient emerged, complete with an

expectation to consume medical services to which they felt er(ftster &McKinlay, 2005)

Current Canadian Context
The context withirwhich physicians and the healthcare system operate continues to
influence the doctepatient relationship, particularly with respect to geriatric patients. In
Canada, the healthcare system functions within a-per@te, sempublic context. While many
see the Canadian system as a publiehallyded healthcare system, Health Canada defines it as a
medicare system, which is a publidlyndedinsuranceprogram (Health Canada, 20185 an
insurance progranpayment for most basic medical servieegansfered to a publiclyowned
insurance agency that is funded through taxes (Anonymous,. 20€frding to Health Canada,
t he healthcare insurance plan Ais designed to
access to medically necessary hospitdl gimysician services on a prepaid basis, and on uniform
terms and conditionso (Health Canada, 2011)
While the healthcare system is partially funded by the Federal government, the majority
of services are administered by each individual province antbtgyrnwhich results in different

service coverage across the countdgaré Stacey, Forest Coutu, 2011) The Canadian




Health Actrequires that provinces publicallysure hospital services (for both snd out
patients)services that are medically necessary for maintaining health, preventing disease, or
diagnosing and treating umy, iliness, or disabilityand medicallyrequired physician services
(Health Canada, 2011¥1any otherservicessuch as dental care or eye@ecare not publically
funded(Anonymous, 2005).

In the case of seniorprovinces generally provideoverageor partial coverage for
certainamenitiesIn Ontariofor instancethe OntarioHealthlnsurancérogram (OHIP)
provideshealth coverag® senias for one eye exam per year (OHIP, 2003s previously
stated however,average differdy province, and in many cases, only provides access to
medicallynecessary serviceBor exampledental services, excluding medicatigcessary
surgery provided itmospital, are not coverdry OHIPdespite the role that dental integrity can
play in helping seniors maintain adequatgrition levels

The twotiered healthcare system in Canada inevitably serves to geimagarlities in
healthcare delivery (Anonymeu2005) Canada currently faces a shortage of doctors,
particularly inrural areasndnorthern communitiesThe lack of physicians directly impacts wait
times and consultation times, encouraging physicians to emphasize the need for patients to
present only onproblem per visit (Frank, 2010)\s a system that focuses primarily on acute as
opposed to preventag or chronic caréKane, 2007)the oneproblempervisit mantra does not
significantly impede healthcare delivery for younger patients; howe\dwed notllow for
efficient or effective caréor geriatric patientsvho often suffer from multiplecompicatedand
inter-influential chranic conditions. Unfortunately,ilbng codesare not very flexible, preventing

physicians from being able to accommodateger, more interdisciplinary visits (Frank, 2010)




Thoughpatients frequently complain that medicahsultations are too short (Luss&er
Richard 2006), consultationrhes have actually increased fr@mn average a6 minutes in
1989 to 22 minutes in 2009 (Sanders, 2009jesponse to thegerceivedime crunch, however,
doctorsoften resort to pataalistic methods of doctgatient interactionspenang more time
reviewing patient history than focusing on the presenting problem (Potter & McKinlay, 2005)
and usng targeted questions that can inhibit patient participation and increase the chance of
miscommunication and misdiagnosi&oter, 2000Sanders, 2009Also notable is the lack of
time spent on discussing so@motional aspects of cé&reaspects that can be very important to a
geriatric patientédés quality of |ife (Roter,
Due to an increasg number of interdisciplinary healthcare centres (Reuben & Rosen,
2009), geriatric patients can also suffer from lack of continuity of cametirility of care for
patients with chronic illnesses helps patients feel in control of their illness, prevemtérom
using hospital services as often, and allows doctors to know when treatment changes are needed
(Potter &McKinlay, 2005). A lack of continuity can mean a greater number of hospital visits for
elderly patients, or even an inability to continueive independently
Finally, interventions by the statsdother institutionswhich occurfrequently in the
United Statescanpressurghysiciango cut costanddistribute resources evenlihis pressure
often translates to shorter doctor visits, fewer refe(tdddlin, 2002; Potter & McKinlay, 2005)

and everhealth care rationing based on patient age (Mueller, Hook & Fleming,.2004)

A Portrait of the Geriatric Patient
In the 1920s and 1930seniors accounted for approximately 5% of the Canadian
population (Turcotte & Schellenberg, 2007). Since then, life expectancy has increased

dramatically. Today seniors comprise arounel3oof the populationmore than 4000f
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which arecentenarians @. seniors 100 years of age or old@rcotte & Schellenberg, 2007;
Frank, 2010)T hough most of Canadads senior popul ati c
Quebec, which is largely due to the fact that these provinces are the most populous, it is the
Atlantic Provinces that are projected to see the largest increase of seniors in the near and distant
future (Turcotte & Schellenberg, 2007).
Many of the seniors coming of age today are World War Il baby boomers. These
individuals are very diverse, having exipaced backgrounds, lifestyles, and upbringings that
were very different from those of their parents (Roter, 2000), ultimately altering the ways in
which they view doctepatient interactionsSince women usually live longer than memmen
make up the marity of seniors over thageof 80. Despite their longevity, women more often

suffer from worse health and higher rates of disali@yralnik& Ferruccj 2009)

Chronic Conditions

Treating geriatric patients can be very complicated. Disease presgterendy in older
adults than in younger patients due to multiple and compounding problems, which make new
diseases hard to identifhdelman, Greene, & Ory, 2008ane, 2007; Strauss Tinetti, 2009).
In addition, many signs and symptoms experiencegkloiatric patients are the result of the
stress that illness can put on aging bodies, and not necessarily a symptom of the illness itself
(Kane, 2007). Many seniors suffer from comorbidity, which is the presence of multiple chronic
conditions (Canadian Ititute for Health Information, 2011Hingle and Robinson report that
Afor every decade of | ife after age 40, pati e
p.1). The more chronic conditions a senior has, the more they make use ofskedlths This

use is NOT dependant on agegportby the Canadian Institute for Health Informatimm

geriatric healthcare useund thatit ot a | heal th care use increase:

11

—
| —



chronic conditions across all senior age graups,( 1208} therefore, healthre use among
seniors is more dependentthre presence of chronic conditions tltwma s e n i (€ané&d&an a g e
Institute for Health Information, 2011).

The most frequently reportethronicconditionsexperienced by senions Carada
include high blood pressure, arthritis, heart disease dabetegCanadian Institute for Health
Information, 2011)When seniors suffer frommultiple conditions, they are most likely to
experience the following chronic condition combinatidngh Hood pressurand arthritis; high
blood pressure and heart disease; high blood pressure and diagsatedisease and arthritis;
and high blood pressuesmd cance(Canadian Institute for Health Information, 201Q@jher
condi ti ons t h atvities ofdaiby bving (DL 3),ii.e0 selkaie tasksGuralnik&

Ferruccj 2009), or theinstrumentaA DLs, ftasks that are physical
more complicated and difficult than selhre tasks and are necessary for independent living

t he ¢ o m@Aualnik& etrucgj 2009, p.10), includdéalance andhobility problems;

weightissues in North Americancommunitydwelling adults, weight is usually too high

(Reuben & Roser2009, however seniors also suffer framalnutrition andextensive weight

loss} sensory loss (discussed belowgortinence, which isnore common in women; and

sexual difficuly, which is more common in men.

For many reasons, the existence of chronic conditions can have a huge impact on
healthcare spendiné.ccording to a study conducted in 2000 by the Public Health Agency of
Canada, the total burden of cardiovascular healthcare spending alone was $22.2billion (Canadian
Institute for Health Information, 2011). Currently, seniors account for approximatelp#4%
public healthcare costg/hen their chronic conditions are not well managed, seniors make

greater use of hospitad/ithhos pi t al s responsi bl e for the maj

12
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accounting for fAmore than e7a0 % ho fs ptehned itnogt a In
2004, p.7)jt is clear that seniorfisave the potential tdirectly impact our healthcare system

through such things as hospital usanding ways to improve geriatric care is therefore essential.

Prescription Drug Compli cations

According to Rochon, Tjia, Gill and Gurwitz (2009), there are four types of prescribing
problems that can occur within any medical encounter; these include the use of inappropriate
dosags, duplication of therapies by m®than one healthcare prder, neglecting to predt
potential drug interactionand inappropriate duration of prescribed therapies. Further
complicating these issues is the fact that seniorefter excluded from drug trialdetermining
appropriate drug therapies can therefoe very difficult (Rochoet al, 2009).As well, the
more conditions from which a senior suffers, the more medicati@ysre prescribedseniors
who sufferfrom three or more health conditiotakean average of six dérent prescription
medicationd doublethat of a senior suffering from only one health condi{Ganadian
Instituted of Health Information, 2011)

The use of five omore medications is known aslgpharmacy. Polypharmacy is
associated with adverse drug reactighiBRs), reduced adhence, and inappropriate medication
usage (Reuben & Rosen, 2009). Approximately 28% of hospital admissions in the United States
are caused by druglated problems, over 70% of which are attributedRs (Rochoret al,
2009).Despite the fact that the more prescription medications a senior is on, the more likely they
are to suffer from ADRs, seniors on multiple medicationdesmgikely to receive drug and side
effect information from their physicians (Canadian Institutd-fealth Information, 2011 ps

well, very few have their medications reviewed by a doctor

13

—
| —



Prescriptiorrelated complications can be the result of the four types of prescribing
problems indicated above, however, they can also occur as the result cbfaiadequate
communication between a doctor and their geriatric patient. Studies have shown that patient
recall for complex medical regimens is especially difficBliefvart, Meredith, Brow& Galajdg
2000). More information about the purpose and useedfications has been shown to improve
adherence among older adulBdwartet al, 2000). In addition, the more a physician
understands their patientodés personal context,

to develop a clear and mutuatatment plathat will help improve patient adherence.

Sensory Loss

Communication is very important for sharing information, building relationships, and
understanding the behaviour of otherspecially within the clinical encount&hen older
aduls exgerience sensory loss, communication breakdown occurs more often; this can have a
profound i mpact on a seniords quality of [|ife
loss are more likely to withdraw from communication situations and that thezy fef|
vulnerable, depressed, insecure, exhaysiadl unable to adjust to their sensory loss (Heine &
Browning, 2004).

Natural aging often presents with the following sensory losses:

Presbycusis

Presbycusis occurs when a person experiences asedrability to hear higher
frequency sound@delmanet al, 200Q. Presbycusis is the most common type of hearing loss,
and for seniors, it is the most common sensory chamyewhl experience as they age.
Audiological evaluations of older adults hawarbnstrated thadtearing loss is experienced by

up to 50% ofadults aged0+ and up to 90% ohdults age®0+ (Fowler & Leigh-Paffenroth,

14
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2007). Despite these percentages, studies show that only around 20% atlaltsewith hearing
impairmentwear hearing aids (Claf&otton, Williams, Goral & Obler, 2007; Fowler & Leigh
Paffenroth, 2007). Men, more often than women, experience greater levels of heart@ioss
earlier ageusually reporting it during their mi@0s; however, around age 70Qmen and men
suffer from hearing loss moegjually(Fowler & Leigh-Paffenroth, 2007).

Impaired hearing can have a profound impactonasesior abi | ity .t o commu
Research demonstrates that even a minor loss of hearing can be associated witioa mreduct
cognition and working shoterm memory (Fowler & Leigiiraffenroth, 2007). Hearing loss can
alsocause seniors to withdraw from communication, or employ coping strategies that hide their
hearing loss, such as pretending to understand a communigattoer(\Wallhagen & Pettengill,

2008).

In the healthcare context, providers must be aware of hearing loss in their patients.
According to a study conducted by Wallhagen & Pettengill (2008), 85#eskniorssurveyed
by the researchetsad not been asleor screened for hearing lassless they had asked about
screeninghemselves. The studiemonstratethat this lack of screening occurred regardless of
the patientodos | evel of hearing |l oss. Further
completely disregarded hearing impaent. This disregardr lack of concern can have serious
health consequences for seniors who experience hearing impairment since failing to recognize
and accommodate hearing loss for patients can lead to miscommunicasdagnoses, and

increased séss(Wallhagen & Pettengill, 2008).

Vision Loss
Often, due to natural agingprocessesl ul t s age 65 or ol der expe

vi sual acuity, contrast s ensiAtdamanetaly200Qg!l ar e i n
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p.5).Many seniors also experience major vision |@gsch can beaused by cataracts (lens
opacities that affect vision), or agelated diseases such as glaucomacular degeneratioor
diabetic retinopathy

Decreased vision has bothetit and idirect impacts on communicatioRirectly, vision
loss impairs communication by preventsfferersfrom easily reaihg nonverbal cuesand by
compromising their ability toead and wre (Clark-Cottonet al, 2007).Vision loss is associated
with functional and cognitive decline, indirectly impacting communication abilities. It is also
associated with an increased risk of falls, immobility, and depression (Reuben & Rosen, 2009),
all of which can indirectly impact conumication through decreased communicative abilities

and decreased communication opportunities

Cognition

While aging generally comes haidhand with a decline in processing speed, working
memory, executive functi on tallowagersornitdduecessudyt o f
pl an and e x e c-Gadtanetal, 2002, p.6)j@nd @t@htierspan, all of which make
language tasks more difficult (Clatkottonet al, 2007), longitudinal studies have demonstrated
that older adults do not pgrience much change in their verlmdélligence This intelligence can
be affected (or can appear to change) as a result of declines in motor and processing speed;
however, forgetfulness, and severe memory loss as seen with such diseases as dementia and
Al zhei mer 6s, i s NOT part of nor mal aging (Gal
learn for as long as they remain cognitively healthy, and many continue to show increases in
vocabulary, narrative and social skills, and world knowledge aneriexge (Small, 2007).

In some cases though, seniors can display signs and symptoms of serious cognitive

decline.While these signs and symptoroan point to potentialepression, which can incluttee
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patient feelingncreasednxiety, fearfulness, ir@ability, cognitive impairment, apathgnd

dependencythey can also indicate a cognitive illness, the most common of which are dementia

and Al z.bememiasrian acquired disordaf cognitive and selmanagement abilities,
characterizedh many irstances by progressive declifeintellectual function involving

impairment ofmemory, judgment, and abstract thinking, aswel changes i n perso
(Goral, ClarkCotton,& Albert, 2007, p.17).

Dementia of the Alzheimer type, also known as Alzhetm®@r i n it s more prog
stages, is more recognizable by the barrier to communication that patients face as opposed to
general forgetfulness and cognitive decline. When patients with dementia of the Alzheimer type
attempt to communicate, they are ablerate accurate and intelligible sounds, words, phrases,
etc., however the meaning of these combinations is distorted and often does not make sense.

These patients also have a difficult tine¢rieving words (ClariCotton et al.2007).
In the clinical enounter, cognitive decline of any typanimpact the communication

process.

Other Socio-Cultural Geriatric Characteristics

Literacy
According to Vandenberg (2001), differences in class and sociolinguistic components
within the doctotpatient relationship can lmausegor communication failures between patient
and doctor. Literacy is a key amblpesandecah of an
play a major role in patient communication and understanding during the-gatimt
interaction. Often, lowiteracy is difficult to detect, however, studies have shown that
unrecognized low literacy can resultunfavourable healthnd health servicesutcomes (Wolff

& Roter, 2008)Wh i | e pwath ai highert educaiion are apt to receive more information
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during the medical e np2b)l mtwed 0 t eVardgemeraug.es2 @
to convey healthelated descrpt i ons and 1 s al s o(ortagkltharecoBad t o a
understand verbal communicati(fRoter, 2000)

A National Adult Literacy Survey conducted in the United States reported that almost
half of adults age 65+ could not read at even acbesel (Roter, 2000). Though this statistic is
not necessarily representatiweNorth American or WesterBuropean populatiait does shed
light on the potentiaior North American and Westeiuropean physicians to encounter

geriatric patients withow literacy levels.

Religion/Spirituality

Unsurprisingly, spirituality (whether religious or rogligious) has been found to have
an important influence on health (Reuben & Rosen, 2009). At times, spirituality can tetfyispa
with the healing processt others, spiritual beliefs can cause patients to refrain from using
healthcare services (Reuben & Rosen, 2009).

In 2001, Statistics Canada published their Canadian Community Health Survey findings.
This study assessed the overall health of the Canadmamugbity, but also revealed that many
Canadianstate thatheir spiritual beliefs help them find meaning in life, help tHeoe
difficulties with strengthor help them understand their difficulties in life (Turcotte &
Schellenberg, 2007). In other wordgjritual and/or religious beliefs were important to many
Canadians. This finding is important with regard to interactions betwegsic@ns and geriatric

patients sincenanyseniorswere raised wit some form of spiritual belief

Passivity
Passivity within the medical encounter is a trait that is often attributed to geriatric

patients. In many studieslder patients have been found to ask fewer questions, interrupt less
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often, give more socially desirable responses, show more gratiudi@re less likely to express
complaints than younger patien&déwartet al, 2000;Hildebrand, 2007Strauss & Tinetti,
2009 Gordon & Gerber, 2010/andenberg, 2001

There are many possible explanations for the passivity displayed by geriatric patients
The most cited is that most geriatric patient
Medicineo (Crawford, 2006), when doepttents r et a
relationship. As a result, it is assumed that geriatric patientsoftereprefer a paternalistic
relationship with their physici@gone in which the doctor askuestions and prescribes
treatments and the patient simply obeys. In fact, some research has demonstrated that elderly
patients become unodortable when they nedd askquesions during medical encounters
(Stewartet al, 2000) theyfrequentlyhave @i d on 6t ask, dondét tell o r el
providerso (Nat i @008 p.23), esmediallytragdrding semsitivé gubjects such
as such unary incontinence or sexualititlong the same veingsearcherbave found that
elderly patients are unlikely to raise the topic that is of utmost concern to them during an
encounter with their physician (Vandenberg, 2001) and others confirm that teptmerof the
doctor as an authority figure can be a deterrent to active patient participation (Gordon & Gerber,
2010).

Despite this research, there are other potential reasons for geriatric patient passivity. For
example, while there seems to be a catieh between age and dependency on physicians (i.e.
preference foa paternalist style), this preference is also correlated for patients with lower
income, lower levaof occupation, and higher illness severity (Roter, 2000). As well, research
demonstrags that thesickera patient is, the more they are likely to prefer a paternalistic doctor

(Ong, de Haed100s& Lammes 1995).
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The attitude of the physician can also i mp
When patients feel that they do not aashnot understand or influence their medical condition,
they can become more passive (Gordon & Gerber, 2010). Their belief in their own personal
power can be facilitated by physician behaviours that reinforce patiecosdiience,
motivation, anda postive view of their health statu©n the other handhgsician behaviours
such as interrupting the patient, asking cleeded gestions, and failing to listen caause
patients to feel unvalued and lacking in personal power over their ilBesause
communication is dynamic, both patient and physician can influence each other, with the
physician being capable attively involvingthe patient and the patiem¢ing capable of
encouragindghe physician tgrovide more informatiofGordon & Gerber, 2010Yhe more
positive but also honest and accurate the physicjianfise mor e posi ti ve the paé
be Stewartet al, 2000).
Overall, it is important to remember that all patients are diverse. As Vandenberg (2001)
poi nt the Swind genafion, those born between 1933 and 1945, appears more
knowledgeable about medicine. They ask more questions and demand more answers of
physi cipa0f)sRétér (2000) also confirms the idea that patients are diverse, indicating
that post WWII baby boomg have been raised with very different backgrounds and
experiencesand therefore have different attitudes towards participation in the guatient
encounterWhile patient passivity may becaaracteristiof some geriatric patients, painting the

whole demographic with the same brush is unwise.

Companions
Anywhere betweef0-50% of geriatric patients are accompanied bgraganion during

medical visits Clayman, RoteWissow& BandeerRoche 2009. In general, these companions
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are either the pat i ¢éWotff& Rotes, B008 IHaring a third pexson ad ul t
involved in the medical ierview can serve to complicate thing$ere is some evidence that

suggests patients become more passive and less involved inmetaimg when a companion

is presentClaymanet al, 2005). Other research shows ttieg presence of companions is

beneficial to the patient, resulting in more information regarding diagnosis and treatment, and
higher levels of patient satisfactio@la@ymanet al, 2005; Wolff & Roter, 2008).

The presence of a companion also creates a grey area when it comes to patient privacy;
sometimes patients become reluctant to discuss intimate issues when a companion is present. As
well, there exists the potealkfor physicians and companions to mistakenly assume that patients
have delegated their decistomaking authority to the companio@laymanet al, 2005).

The presence of companions is a growing occurrence within dget@tric patient
interactions ad can present interesting challenges for all three pantredsed; it is therefore an

important factor that physicians must consider when working with geriatric patients.

Medical Schools

As of 2011, fewer thaf,000 medical professionals were certifiadyeriatric medicine in
the United States, however, there were over 40 million seniors aged 65+ (Besdine, Shield,
McNicoll, Campbell & Wetle, 2011 Similarly, in Canada, there are fewer than 200 physicians
with Care of Elderly (COE) training (Frank, 2010hese low numbers have various causes,
including low interest in medical specializationggeriatric care, a dearth of medical school
faculty trained to teach geriatric care, and a lack of incentive since departments of family
medicine do not usually pa focus on hiring doctors with COE training (Frank, 2010).

Already-practicing physicians also face barriers to COE training, such as human

resources shortages that prevent them from getting time away from work, or the requirement to
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pay for retesting &kr leaving medical service for too long (Frank, 2010). While there is evidence
that medical schools in particular are attempting to encourage more doeti@ising to pursue
a specialization in geriatric care, what is currently necessary due to ittty gagpwing geriatric

demographic is the training afl physicians in geriatric care.

Geriatric content

At the momentmany medical schools WesternEurope andNorth America lack a
sufficient amount of geriatricontent in their medical curricultn acontinentwide study on
geriatric education in Europe conducted in 2006, the researchers fouraf thatl7 Westemn
European countries surveyed, in which 221 medical schools were estaldgbédred
geriatrics content in at least one medical scimelhchnation However,only sevencountries
taught geriatrics in eversinglemedical schooin the nationMichel, Huber & CruzJentoft
2008, p.1538). The study also found that only two schmai®f 221taught core competencies
based on those recommended by the European
undergraduate teaching hours devoted to geriatrics varie[d], with a maximum of 100 hours of
teaching in Norway to less than 10 hours in Ireland [and] eumb o u r g @t al{ 2008¢c h e |
p.1539).

In the United Stateshere are over BXully accredited medicadchools (Liaison

Committee on Medical Education, 201B).2000, 89% of these schools began to reghie

medical students bexposed taeriatricscontenth owever , t hi s fAexposur eo

nor was it the same across the nation (Hamrick, KenMalgne & Barba, 2008, p.383).
Though nursing and pharmacy studies have built geriatrics care training into their progeams as
matter of prioriy, most schools in the United States do not have a department of geriatric

medicine, merely seeing geriatrics asuaspecialtfNussbaum & Fisher, 2009). Akssociation
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of American Medical Colleges (AAMC) review of 40 schotbiatreceived funding undehé
AAMC/Hartford Geratric Curriculum Programonfirmed this lack oferiatrics content
provision indicatingthatonly one thirdof these 40 schoolsere striving to include concepts and
current practices of geriatrics their curricula (Anderson, 2004).

Canaddas geriatrics content prtleewedsal Bdocatiors n ot
Committee of the Canadian Geriatrics Society (CGS) developed core competencies in geriatric
care that were designed to be includethe curriculeof all 17 medical schools across Canada
(Parmar, 2009)Though theseompetenciesere submitted in 2008 to the Committee on the
Accreditation of Canadian Medical Schools/Liaison Committee on Medical Education, to the
Medical Council of Caada, and to the directors of all 17 medical school programs, the
competencies have yet to be approved for integration into Canadian medical school curricula
(Monette, 2012). Thysn terms of the geriatric content taught, there car@s to be a lot of
variability (Frank, 2010).

A survey conducted in 20683009 of geriatrics content in Canadian medical schools
confirms this spotty and variable geriatrics exposteeponstratinghat, whileall 16 of thel7
medical schools in Canadarveyedhavegeriatricscontent in the preclinical years, the number
of hours devoted to this content r dGoglens Afrom
2011, p.35). Added to the clerkship rotations required by only seven of the 16 schools, and
assuming each clerkshipi appr oxi mately 40 hours, fithe tota
teaching ranged between 10 and 299 wi,th a mea
2011, p.35). In comparison to a 262405 surveyn Canadian medical school exposure to

geriatrics the number of hours devoted to geriatgositent hasncreased; however, the content
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and the number of teaching hours continue to remain inconsistent across the country (Gordon,
2011).

There are also differences in opinion regarding whethegrated curncula or stand
alone courses are more effective in conveying subject material (Hirst, Lane, & Stares, 2012)
One survey conducted in the UK found that teaching geriasi@sseparate course (or program)
was favoured (O06Nei | lotha&ese¢trch deraonstrate 2ffedivenesswh er e a
of weaving geriatrics content throughout all medical school course®iforalizinggeriatrics as
a learning subject (Anderson, 2004; Besdihal, 2011). A study analyzing the geriatrics
curriculum at the WarreAlpert Medical School of Brown University found that integrating
geriatrics content into all parts of the curr
develop skills for working wih geriatric patients (Besdine et,&011).

One thing that may researchers seem to agree on is the importance of timing in the
introduction of geriatrics contenthe earlier the better they say, suggesting that content should
be introduced to first year students and continue to be taught throughout medical school
(Adelman Capello, LoFaso, Greene, Konopasek & MarZ2007; Anderson, 2004; Shue &
Arnold, 2009). Another study also stresses the importance of incorporating communication skills
training for working with geriatric patients as there is currently a deétts type oftraining

when geriatrics content is present (Kedlyal, 2012).

Communications training strategies

As early as the 1970s, Aclinical competenc
knowledge, physical examination, and medical ol s ol vi ngo ( Kurt z, 2002
current emphasis on communication skills training is recent, though not unjustified.

Communication skills are invaluable for the general practitioner, who is estimated to conduct

24

—
| —



between 120,000 and 160,000 medicamiewsover the course of their carg&rown, 2008).
Communication skills are used for tagipatient history; explainingformation, procedure
etc; exploringpatient illnessesdiscussing informed consent; breakimgyvs; negotiating
treatment plas) passing on accurate information to colleagaestpresentingase histaes
(Brown, 2008)

While many doctors and docteirs-training are apt to consider communication skills
innate (Kurtz, 2002), researchfa® und t h at [hdvelmotuhdertaEn commonication
skills training[have beenpinable to demonstrate important basic communication skills, even
after 10 yearsormoreof peste gi st rati on <c¢l i ni c aBtudiephave also( Br ow
demonstrated the imp@ance of ongoing commuratonskills training(Street, Gordon &

Haidet, 2007)showing thathe longer students continue through residency, the worse their
communication skills are rated by patierA$ Qdhayani & Ratnapalar201]). As they say,
practice makes perfect and mamgearchers recommend ongoing professional communication
training throughoutoctor®entire career (Kellet al, 2012; Dawson, 2012; Gruber & Frugone,
2011).

According to the National Institute on Aging (2008)mmunication training improves
medcalstident s6 abilities t o c oanagetime adiassess patientsl d r €
(National Institute on Aging, 2008y here are manglifferent ways of teaching communication
skills. Traditional communication skills trainingsed to meanbsering teachers and preceptors
and receivingactive coaching in family medicine settingg@wever, research has demonstrated
that these methods inspirele change in learer behaviourAl Odhayani & Ratnapalar2011).
Other methods include teaching communicaskifis in workshops with simulated practice

sessions; videotapy medical students during practice consultations and allowing students to
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watch and assess their communication skills along with instructors or other classmates
(Hildebrand, 2007%)interviewing real patientsr trained actors who provide feedback to students
following the interview andgroup work which has been shown émhance knowledge and skill
retention(Al Odhayani & Ratnapalgr2011).Many advocate for the inclusion of interactive
exerises in communication training courses, emphasizing actilikesole-playing, which
Ahas been shown to be effect AlDdhajam& enhanci ng
Ratnapalan2011, p.1217Sutin, Rolita, Yeboah, Taffel & Zabar, 2011; Shue & Arn@aI09;
Anderson, 2004; Gruber & Frugone, 2011

Somewhat new to communication skills training within medical schools is the use of
electronic learning. Electronic learning is mean¢etbance not r epl ace, the st
experience and is usefidr extending learning and training beyond specific course times and
places Al Odhayani & Ratnapalan 2011) . Virtual masebasednt s ( VPs)
computer programs that simulate real f e c¢ | i n iallowirg stedenés mogpnadtice s O
diagnosing and recommending treatment pléhan, Mulhausen, Smith & Ruiz, 2010 p.164d)e
one method of electronic learningPs allow students to gain exposure to multiple medical cases
and can potentially assist trainees with their -@gttihering and clinicalasoning skills. While
current VP use for geriatric education is not widespre&g are increasingly being integrated

into American and Canadian medical school curricula @tal, 2010).

The Importance of Communication

Onget al.(1995) identify threenain purposes of doctgratient communicatiort.
Building a relationship; 2. Exchanging information (information giving and seeking), and 3.
Making decisions regarding treatment(s). The first, building a relationship, is ame{tted

part of healtlrconsultations today, but it is a prerequisite for effective medical Cargdt al,
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1995). While researchers differ in terms of w
trust is a particularly important componég@iordon & Gerber, 2010; Hingl& Robinson, 2009;

Muelleret al, 2004), especially since healthcare interactions require significant personal

disclosure and vulnerability on the part of the pati&kirpbekk, Middelthon, Hjortdah: Finset,

2011; Gruber & Frugone, 2011).

Patients withrchronic illnesses often require more open relationships with their physicians
before they are willing to trust their doctor completely. They need to feel that the physician is
interested in them as a person, and does not see them as merely a bundl¢oofis¥kpbekk
et al, 2011; Gruber & Frugone, 2011). Good communication is key to building a relationship
with these patients since more complicated diseases require more complicated consultations, and
therefore more open trust between patient and dd@émause chronic diseases impact lifestyle
more significantly than acute, the patient must feel comfortable discussing these impacts with
their physician in order to receive the best treatments possible. If the patient feels they have
made a connection watthe physician on a more personal level, the patient will be much more
willing to put faith in their physicianSkirbekket al, 2011).

By focusing on building a relationship wit
ability to accurately diagnosed treathem When a trusting relationship has been established
through effective communication, patients become more likethéoe symptoms and concerns,
follow-through with physician recommendations, follow medication and/or treatment regimens,
and s&é-manage their illnesses more effectively (Hingle & Robinson, 2@@&jtors also gain
i nsi ght icuoltural oriprdationse healtls kelief systems, and psychological orientations
towards their conditions, which allows them to create more indilrmghand informed

treatment plans (Langer & Ribarich, 2009).
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In terms of empirical evidence, research showsdpetific benefits of good doctor
patient communication include: better treatment adherence (Fenton, Jerant, Bertakis. & Franks,
2012), bettetreatment outcomes, fewer malpractice lawsuits, and greater patient satisfaction
(Ommenet al, 2008; Langer & Ribarich, 2009; Kurtz, 2002; Robinson, White, & Houchins,
2006). These results are | ikely aclpostveed beca
influence not only on the emotionaalth of the patient but also on symptom resolution,
functionaland physib o gi ¢ st atus and pain co-b47)rVeherd0 ( Shue
patients feel caretbr, they are more likely to believe they wgiét healthy again (Gruber &
Frugone, 2011), thus they are more likely to folthwough with treatment plans that will help
them attain good health.

Of course, there exists a wide variety of physicians and each has a different preferred
style of communici@on (Streetet al, 2007). This communication style may be the result of
repeated experiences with certain types of pa
regarding health care, their gender socialization, and their medical training é5aee2007).
What is undeniable is that physician communication style influences pateedgaftet al,

2000; Gordon & Gerber, 2010).

Three Main Theories of Communication

With the diversity of aggroups that are represented in our population today comes a
diversity of preferences and views regarding medical authority and interaction style. To date,
three main models of interaction have been articulated in the theory that discussepatmstor
communication. These models include the Paternalistic mbgeCansumer model, and the

Mutual model.
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The Paternalistic Model of Doctor -Patient Interaction

The paternalistic model is characterized by guidaromgperation roles of the doctor and
patient respectively; as such, an overwhelming pealifégrential exiss between the doctor and
the patient (Morgan, 2003; Potter & McKinlay, 2005). This power differential consists of high
physician control and low patient control. Due to this power differential, the doctor retains
authority over the patient as a parentifigdoes over a child. The patient is therefore required to
cooperate and go along with whatever diagnosis and treatment strategies the doctor recommends
(Morgan, 2003).

Trust within this model of doctgpatient relionship exists in two realmsheé patent

trusts that the doctor will diagnose and treat the illness properly, and the doctor trusts that the

patient will cooperate and comply with treatm
for authority, the education of the doctor, the patie6 s f ai t h in the doctorod
doctordos desire to serve the best interests o

Communicatiorunder this modeak characterized by the doctor dominating the
conversation througclosedended and specificaligiirected questions, adas on the physical
aspects of the patientds illness to the exclu

controlled medical interview.

The Consumer Model of Doctor-Patient Interaction

Under the consumer model of docpmtient interactionthe doctor is seen as the provider
of services thaare consumed by the clierthé patient). The consumer modsethe opposite of
the paternalistic model and is characterized by high patient power and low physician power
(Morgan, 2003). Instead of beingen as a relationship that is developed around mutuality, trust,

and growth over time, the consumer relationship is seen as a contractual exchange whereby the
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patient sets the agenda, directs the medical interview, and often comes to the doctor armed with
greater scientific and medical knowledge than traditionally possible (Heritage & Maynard,

2006). As a result, the patient narrative is favoured; patient valuekaréhough not

necessarily discussed (Heritage & Maynard, 2006); the patient makes rtiestietisions

regarding their treatment (Hellin, 2002; Heritage & Maynard, 2006); and the patient pursues a
particular end such as a diagnosis or a prescription, directing the interaction in order to meet this
end.

In turn, the doctor takesnamorepasi ve r ol e, acceding to the
information, referral, second opinion, and the provision of diagnosis and treatment. Overall, the
doctordos function is to help the patient appr
therefore seen astechnical consultant (Heritage & Maynard, 2006).

Trust within the consumer model seems largely absent; if it does exist, it is built around

the doctorés trust that the patient -reldedprovid

informatonand t he patientds willingness to trust t
recommendati ons based on the doctordéds ability
and results.

The Mutual Model of Doctor -Patient Interaction

The mutual model isften referred to as the patiesgntred model (see Heritage &
Maynard, 2006)or the biopsychosocial mod@&rgith, Dwamena, GroveGoffey, & Frankel
2010) Within this model, both parties are expected to hold equal or almost equal power over
diagnosif{ t hr ough each partyds ability to contribu
and experience of the pat iaddsgeca)tegtmeptaso ms , I

such, interaction between doctors and patients who engage under teldswvaaly cooperative,
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with the agenda and goals of the meeting being set by both parties (Heritage & Maynard, 2006).

The goal is to bring together two different knowleggespectiveso solve the mystery of the

illness afflicting the patient, includiigh e pati ent 6s knowl edge of his
il Il ness, and the doctordés skills, clinical k n
preventative strategies (Morgan, 2003). Within this model, the doctor is seen less as a parental

figure and much more as an advisor (Heritage & Maynard, 2006).

Due to the mutual nature of the relationship, doctors generally spend more time actively
listening to their patients. Communication becomes characterized by patient narratives and
exploratory oopenriended questions asked by the doctor (Morgan, 2003). Patients also
participate by asking questions, sharing their narratives, yamaiking towardan understanding
of the diagnosis and treatment options.

Trust in this r el @aknowtdygs dfthepatiers ant their Vatueson a i
mutual confidence, and effective feormmunicati o
relationship that is developed over time also contributes to the trust built between patient and

physician (Potter & McKinlay2005).

Review of Literature
Recently, there has been a shift toward a focus on pagetted communication as the
main model of interaction taught to medical students (Sanders, R@igk & Dingwall, 2011;
Smith et al., 2010). While many researchsas thishift as a positive step toward improving
accurate diagnosis and treatment for all patients (e.g. Bensing et al., 2011; Kurtz, 2002; Sanders,
2009), some authors argue that there is limited evidence to support the claim thatpatiewait
careis the solution to the need for better medical treatment (Pilnick & Dingwall, 2011; Smith et

al., 2010 Fentonret al, 2012. Others argue that physicians must be flexible in their
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communication abilities, adjusting their interaction styles dependingegonthat i ent s 0
method of interactiorv@n den BrinkMuinenet al, 2006;0mmen et al.2008;Street, Gordon,
Ward, Krupat, & Kravitz 2009; this is especially true when working with geriatric patients, who
represent a very heterogeneous group tépts with unique medical needdgcher, Fried,
Agostini, & Tinetti, 2006 Kruger, Prohaska, & Furner, 200These divergent opinions

regarding patiententred communication point to a need for further research into the
communication needs and desirépatients, and the impact that meeting these needs can have
on patient satisfaction, compliance, and wellbeing.

In addition to the diverse array of opiniaegjarding the benefits of patiecéntred
communication, many of the studies assessing the qoélityctorpatient communication are
gualitative. As a resulthey often fail to effectively influence policy. In the field of medicine,
evidencebased studies are usually valued over qualitative insight when outlining and
implementing policyDefinedasit he conscientious, explicit,
evidence in making decisions about the <car
evidencebased medicine derives its credibility from the integration of systematic clinical
resarch trials and individual clinical expertise. Thus, any and all healthcare practices, from the
guestions used during the physicjaatient interview, to administering certain drugs and
treatments, must be supported by scientific research sdudiese speifically, randomized
control trials (Grypdonck, 2006) . Due to (

analysis and the difficulty associated with exactly replicating qualitative research studies, the

pref

an

e o

ual

evidence derived from qualitative researchir el egat ed t o the | owest ru

evidenceo | adder ( G$stgrgiodkatay Shiaw, Kirdh) & Rappal0e8k u r t z
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Despite the lack of legitimacy attributed to qualitative research, healthcare providers, and
nurses in particulagcknowledge the importance of qualitative research for understanding
human interaction and for complimenting quantitative research findings (Zimmer, 2006). As a
result, there has been a greater push for a qualitative methodology that can amalgamate the
findings of qualitative studies and make them more accessible for evidas®ee practice,
namely, qualitative metaynthesis (Finfgeld, 2003).

My research seeks falfill three main purposega) tocontinue the discussion regarding
geriatric patient needmd desiesduringthe medical encounter (b) to contribute to the growth of
geriatric content within medical school curricula and (c) to inform the creation of a
communication skills training tool, a VP, in order to amalgamate VP use with geriatric content.
By bringing tog¢her multiple socieme di cal qual i tative studies the
perspectives, my research also seeks to create an evidence base that is valued by both medical

practitioners and polieynakers.
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CHAPTER 3 META-SYNTHESIS

Research Questions
According to JuniudValkeret al.(2011), despite the emphasis on communication skills
training in medical education programs, general practitica@isgeriatric patientsontinue to
prioritize treatment and health concerns differently. Many researafjsrs that the most
effective means of ascertaining the needs and priorities of patients is by asking patients directly
(Kurtz, 2002; Sanders, 2009; Bensing et al., 2011). As such, this study seeks to answer the
following questions:
1. What commorcommunicatbn barriersandbr facilitatorsdo geriatric patients identify
whenreflecting ontheir interactions with doctors?
2. What suggestions, tips, or pointarg offered byeriatric patients and the literature
regarding ways doctors can improve gig/sicianrgeriatric patient interaction?
3. What sociecultural factors exist within physicigmatient communication that could

present further barriers to communication between physicians and geriatric patients?

Delimitations

This study is limited to 16 carefully seledtpeetreviewed socianedical journal articles
written using qualitative methods including case studies, ethnographies, phenomenologies (i.e.
studies that focus on the lived experiences of individuals in order to understand a specific event
(Jackson, Gill, & Verberg, 2007)), mixed methods studies, and grounded theory studies. The
articles are all written in English and all focus on geriatric patient perspectives. To keep the

study relevant, only articles that have been published between 2000 and 2idtRidesl.
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CHAPTER 4 METHOD

Research Design

Thisstudyisametaynt hesi s, which, according to Fin
across multiple qualitative reports {0 create
synt hesi s iuslwegamwiegsandfinteiprgtmg tloe findings (versus the raw data) of a
number of qualitative research studies using
producing a new interpretation of the findings.

The findings of this metaynthesis Wi inform the creation o& VPthat will serveasan
interactive training moduldesigned to facilitate student insight into the perspectives of geriatric
patients, as well a® provide an opportunitfor studentso apply the knowledge they gain
regarding improved communication practicése first part of the training module will require
students to watch three separate deptirent interactions, each of which will be followed by a
gui z that t edlty® idéntifyeconsmoruconenmmuniodteon barriers and facilitators.
This section will be followed by an information sheet that will provide students with strategies
on how best to communicate with geriatric patients. The data for this document willveel der
from this metasynthesisOnce students have had the opportunity to review this document, they
wi || be directed to the second part of the mo
your-ownra d v e nt ur e will abloa the stutlemtdotimplaent the new knowledgley
havegainedThe vi deo wi | | be filmed from the physici

direct the consultation with the proper communication practices in mind.
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Data Collection

Due to the interdisciplinary nature ofthopic, extensive searching through multiple
databases was required. Research was conduc2®d 2,between June 26 and July 15
inclusively. Appendix1 outlines each database searched, with corresponding keyaraithe
number of articles per databaseracted for further reviewAppendix2 includes the saved
search historie®r someof the searched databases.

The following keywords were the most comrhonsedkeywords to obtain the articles
for this studycommunication* OR interaction AND senior* O#der* OR geriatric OR old*

AND doctor OR physician OR practitionBND qualitative OR focus group OR
phenomenology OR interview* OR grounded theory OR ethnography OR case study.

Limitationsincluded: peereviewed, publication dates between 2@0012, se of a
gualitative research method (this includes ethnography, case study, phenomenology, mixed
method, and grounded theory), articles written in the English language, and artigheeius
the geriatric patient perspective.

After several searches multiple database485 articles pertaining to physicipatient
communication were selected based on article titlgally, articles were only included if they
focused orNorth Americancommunitydwelling, naturallyaginggeriatric patientgi.e. patents
that were only diagnosed with common chronic conditions such as heart disease, diabetes, or
limited sensory impairment and excluding diseases that impair communication abilities such as
dementia, aphasia, etc.); however, not enough studies includjedtsuhat met this criteria as
most medical research focuses on patients suffering from specific diseases and very few medical
studies feature geriatric patients as subjects. Instead, the inclusion criteria was expanded to

include studies conducted witommunitydwelling geriatric patients, mostly experiencing
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natural aging processfhis could include diseasspecific articles as long as the disease was

part of common illness/diseases experienced by geriatric patienté (Bedrait of the Geriatric

Patienton page 10 of this repgft and living in Western countries where culture and population

demographics are similar to those in North America (i.e. European and Scandinavian countries).
Upon review ofthe remainingbstractsthe list of 185 articlewasculledto 30options

meriting further investigationAfter reading each article, Iere selected fdinal inclusion in

this study.

Inclusion criteria
1 Only peefreviewed articles
1 Only articles published betwe&0062012
1 Only articles following ayualitative method
1 Only articles relevant to the topic
1 Only articles written in the English language

1 Only articles focused on the views of geriatric patients

Exclusion criteria
1 Atrticles that were not peeeviewed
1 Atrticles published before the year 2000
1 Articles that did not follow a qualitative method
1 Articles not relevant to the topic
1 Atrticles not written in the English language
1 Atrticles focused on the views of doctors

1 Articles that looledat communication between geriatric patients and pharmacists
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Exclusion criteria continued

1 Atrticles that asseesl hospitalized geriatric patients

M Articles that dedlwith endof-life issues

Data Analysis
Data found in the remaining selected artislescoded according to theme, as is
common in many qualitative studies.docordance with a process described by Finfgeld, the
data analysis of the selected articles inctlldlee gi nni ng wi th fAa | ist of
each study in isolation before synthesizing
A basic coding legend was cted, detailing various categori@sith some examplesf
communication barriers and facilitators (see Appelix his legend was used to assess and
colour-code the 16 selected articles. As the articles were reviewed, subcategories and related
subthemesvere extracted and added to the coding legend. Once the first analysis was complete,
the articles were assessed again. This time, information from the articles was categorized within
the various identified subthemes and subcategories. The informatioiste@dsn the chart found
in Appendix4. Once this step was complete, the articles were assessed one final time to ensure
coding consistency. Any new/missed data was inputted into the chart (Apggindike colour

red in order to provide transparencytioé coding process.

Considerations of Trustworthiness

To enhance the trustworthiness of this study, only-pmeewed articles were included
Also, only articles that made multiple references to raw data in their findings sections were
included. Finally, the detailed datallection section andccompanying@pendcescreats an

audit trail that can be followed and verifiehhancinghe credbility of this study.
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CHAPTER 5 FINDINGS

The articles in this study afforded rich insight into the needs and wants of geriatric
patients. Though each study assessed the opinions of a unique set of participants, combined,
these studies bring togeth&etfindings andliscussions of 16 qualitative articles representing
the views of 1,199 patients, 434 of which were male and 765 of which were female. The majority
of these studies were conducted in the United States (@6dte rest were conducted in
Western Europe and Canada. While a few of the studies included participants from lower socio
economic backgrounds, most assessed the views of elderly patients with middle to high
economic backgrounds who had an average of high school to some collegeesityni
education. Some cultural and ethnic diversity was represented in a few of the studies, but the
majority identified participants as Caucasian and/or whiteHigpanic white.

Many themes became apparent during the analysis of the 16 articleshThesig
themes are clearly interlaced when painting the bigger picture of epetiatric patient
communication, the themes have been represented in the findings according to the type of
communication barrier or fadiator under whichthey fell While the list of themes was
extensive, only themes that were mentioned in 50% or more of the articles are highlighted in the
findings sectionThe discussion section of this paper will provide greater insight into the
connections between the findings well aghe connections these major themeswald some

of the less frequently cited themes.

Structural and Contextual Barriers and Facilitators
For the purposes of this study, structural or systemic barriers were defipadias to
communication that ardue to issues inherent in the overall medical and/or greater-soltioal

system (Westerworld). These barriers are not the result of specific, individual, or isolated
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factors. If the structure, organization, or policies of a system were to changeyuleeglteviate
the systemic problenContextual facilitators were identified as specific situational
circumstances that enhance physiguatient communication. These situational circumstances
were seen as specific to the relationship held betweantiaular patient and his or her physician
as it was not productive to assume that the facilitator was the result of aisyststructural

situation.

Time (Barrier and Facilitator)

Time was a major theme throughout the majority of the articles. Wherecshstiltation

times were seen as a barrier to active patient participation, longer consultation times were
considered desirable for facilitating patient participation and building the pptigaician
relationship. Many participants across studies notatsifiort consultation times prevented them
from grasping information provided by the physician (Bastiaens, Royen, Pavlic, Raposo &
Baker, 2007) and developing mutual respect with physicians (Bedtlé&r20®). Time played
a fundamental role indetermim g pati entso6 experiences with th
negative, with patients indicating that a perceivedatuallack of consultation timerevented
patients from being able twild relationships with their providerand also prevented themom
discussing sensitive matters with their physicians (Evans & Robertson, 2009; Tannenbaum,
Nasmith & Mayo, 2003; Gantert, McWilliam, W&Griffin & Allen, 2008; SchumanGreen,
Naik, Bradley, McCorkle & Bogardus, 2006). Only one patient mentioned sgeomt
consultation times as positivedicatingthat he took comfort from the fact that a short
consultation meant he was doing okay (Bungay & Cappello, 2009).

Longer consultations, on the other hand, were viewed positively by the majority of

patients. ih order to have more time with physicians, some patients requested double
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consultations (Berkelmans, Berendsen, Verhaak, & van der Meer,, 200 )ans and

Robertson iterated in their study, fAone visit
the need to make multiple offi ceatentsstedt s and a
feelinghappier and more confident with their treatment plans when they feth#haphysician

had takertime to adequately addregeeir concerns. Longer cenltation times facilitated this

process, preventing both the physician and patient from feeling rustiesiome patients, taking

time was associat with the physician taking anterest in (Bastiaenst al, 2007) and caring

about the patient (Tannenbmet al, 2003). Patients also appreciated when caregivers allowed

time for simple conversation to occur as patients leilt inutual knowing was an important

aspect of their relationship with their providers (Garegedl, 2008; Woolheaét al, 2006)

Continuity VS Lack of Continuity and the Doctor -Patient Relationship

Almost all the articles mentioned the importance of continuity of care as a facilitator of
communication. According to Bayliss, Edwards, Steiner & Main, continuity consisted of
Aknowiamg being known by) their providers for
was seen as more important to patients than convenience, with many participants indicating that
they had chosen to follow their providers to new cities rather than fuegdvdocal provider
(Baylisset al, 2008; Tannenbauset al, 2003). Continuity was said by patients to séwve by
preventing patients from having tepeatedly reeducate providers on their complex healthcare
needs andhedical historyGantertet al, 2008) Patients also mentioned the importance of
continuity of other healthcare providers at t
receptionists (Baylisst al, 200§. This continuity provided patients with a sense of safety and
trustinboththepy si ci an and the physiciands hetalthcar

al.. AA familiar voice, face or name when [pati
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i mportantéand is used in combinati oniwebb ter
(2010, p.6)Several patients mentioned wishing that their general practitioner could still attend to

all their needs instead of sending them to specialists, valuing the safety and trust they felt due to
their ongoing relationship with thegeneasl practitioner Patients who reported longer continuity
relationships with their providers appeared more satisfied with their doatie@nt interactions

than those who did not have continuity (Shapiro, Mosqueda & Botros,;2833)vas partly

attributedt o patientsd opportunity to build trustin
them to feel more comfortable interacting with their care providers (Gantal;t2008).

As an extension of continuity of care, letegm and personal relationgliin which the
physician knew the patient well, was considered a facilitator to communication. For the elderly,
the personal relationship to their doctor was seen as extremely img8aatinenst al, 2007),
particularlyfor the development of trusB(ingay & Cappello, 2009; Tannenbaetral, 2003).
A few patients indicated that, while some patients may feel a connection with their physician
right away, most times a good rapport, and even friendship, is built over time (Evans &
Robertson, 2009; Gantest al, 2008). Patients also indicated that they were not able to talk to
their physician about more sensitive topics such as personal guidlsapport had been
developed (SchaolanGreenet al, 2006). One patient in particular illustrated the imaace of a
long-term relationship with providers through his experience working with an African American
caregiver. Initially, the patient was unwilling to cooperate with the provider due to his prejudice,
but over time, he grew to kw her as a person abécame much more comfortable with her as
his provider(Gantertet al, 2008)

Frequently, patients mentioned wanting to be known by their providers (Getragrt

2008; SchuhanGreenet al, 2006). Patients expressed wanting their physician to know wha
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made theniticko, so they would recognize when a patient was feélfif (Shapiroet al,

2003). Being remembered by physicians was an important aspect of being known; when
physicians remembered a patient Oovideninafey even
years, patients felt valuedéh et al. 2009). Patients placed a high priority on having a

meaningful relationship with providers and particularly wanted to feel as if the physician
understood them as a persdeli et al. 2009). Patientalso mentioned that the best interactions
between themselves and their physicians occurred when both parties knew each other well
(Tannenbaunet al, 2003).

Alternatively, lack of continuity, found in places like group practices (Bastigiesls
2007;Berkelmanst al, 2010), orin situationsvhen patients had multiple specialists, was seen
as a communication inhibitor. Not only did lack of continuity cause difficulty for patients in
terms of their participation (Belchet al, 200), leavingthem to feel uncomfortable having
intimate discussions (Schulm&reenet al, 2006 but it also made dealing with worrisome or
scary health situations more stressful and confusing (Berkeletahs2010). In one study,
patients even indicated that theneferred to have no contact with providers they did not know
(Berkelmanset al, 2010).Lack of continuitywas also said thinderthe relationship
development and trust between patients and physicians (Bungay & Cappello, 2009;ebantert

al., 2008).

Attitudinal Barriers and Facilitators
Attitudinal barriers ad facilitators were defined geerceptios, prejudics, beliek or
desires held by the patient or physician that either hinder or facilitate communication. The most

commonly cited attitudinal barfies surrounded patientsdé belief
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superior, authoritarian attitudes and were not interested in patient care. These perceptions were

further compounded by some patea 6 vi ews of the doctor as God.

Authoritarian Physicians and P atient Attitudes toward Authority

Many patients indicated that they did not like it when physicians atégitgptake the
lead during consultations (Price, Bereknyei, Kuby, Levinson, & Braddock, 2012). Patients who
encountered physicians with rude, abrapigl unfriendly attitudes felt Hireated, describing their
treatment as akin to being a piece of meat, or an object, that physicians simply waeted to
of as soon as possible. As a reqpéttients ofterielt unwilling or very unhappy about visiting
thesephysicians (Bungay & Cappello, 2009Yhen physicians acted in an authoritarian manner,
patients often resisted by either refusing treatment outright (Ganed;t2008) or subverting
treatments by failing to adhere to treatment plans. Somenfsatemplained about having
doctors who were unwilling to work with them to achieve an agreeable treatment out@me (
et al, 2009) while others complained about frustrating interactions with physicians who were
dismissive or patronizing (Shapieb al, 2003). Authoritarian attitudes held by physicians that
emphasized the exclusion of patient participa
dignity, especially i etai20Byp36@er e scol dedo ( Wo

A perceived lack of interesin behalf of a physician was also seen as a deterrent to
patient participation. Lack of interest in the patient was acutely perceived and often led to
patients withholding information (Gantest al, 2008 Bastiaen®t al, 2007; Belcheet al,
2006). One patient felthat an ageist attitude was a particuldodyl attitude for physicians to
project because it madhe patients feel uncared {@ungay & Cappello, 2009such attitudes
also caused patients to lose trust in their physicians (Shetpatp2003. Another patient

discussed feeling as if her physician lacked concern for her need of a knee replacement, which
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was especially evident through his reluctance to refer the patient to a surgeon (Evans &

Robertson, 2009). When patiefé#t that theircaregivers did not appreciate the struggles they

were enduring, they became frustrated with themselves and witlptbeiders(Gantertet al,

2008) Patients also complained of feelagift hey meant nothing to thei
the older partipants had the impression that they were not considered as persons nor were they
respected for their etpl2006,pR8&). or viewso (Wool h

Further compounding the issue of authoritarian physicians were patients who saw their
physician as aauthority figure not to be questioned. Many patisebelieved that the doctor
knew best and thahepatient should simply adhere to whatever decision the dowde
(Belcheret al, 2006. In one study, patients saw doctors as experts and professiodas a
such, they were unwilling to question their physisiéBungay & Cappello, 2009). A positive
side to this view of authority was that some patients saw physicians as authority figures that
could provide adequate information for patients to make haatthireatment decisions (Bungay
& Cappello, 2009); however, most patients saw physician authority as unquestievable
seeing themselves as passive objects to be cared for by their providers whose status and expertise
gave them greater authority oveedical decisiormaking (Ganterét al, 2008).

Seniors cited being Aéoccasionally intimid
not al ways forthcoming about their own needs,
(Gantertet al, 2008, p.30). Oter s fNexpected the clinician to b
in the relationship, so[papiest 9 gmakc s sweoa |
Greenet al, 2006, p.147). Some patients indicated that they would never disagree ormuestio

t heir doct Dehéal2009), whiah was anyattitlde that caused one patient to almost

45

—
| —



lose her life (Evans & Robertson, 2009). As a result of this situation, the patient was unable to

develop a trusting relationship with any other healthgaoviders.

Caring Doctors seeing Patients as Individuals

Patients valued physicians they perceived to genuinely care for them. This genuine care
was demonstrated through such behaviours as Kk
perspective oropii on, and Ataking timeo during medical
2009).A particular aspect of caring for some patients was a physician who took an interest in
geriatric care; this was demonstrated throplyissicianpatience, enjoyment of their wigranda
determination tdearn about geriatric issues afivtd the correct diagnosis and treatm&nhelp
their patient (Bungay & Cappello, 2009). Patieatsovalued physicians who were interested in
| ear ni ng a brmusdiseasastandalisbires (§hapireet al, 2003)and any kndness
displayed by physicians waaid toalwaysbe cherished (Woolheagt al, 2006). Overall, older
patientsvale d fAa car i ng achadctarised byrtrast support, doranhuni¢atson,
taking aninteresdnd aperscs ent r ed at t ietalh20@7pp.40)Bast i aens

This caring attitude on the part of physicians also shone through when patients perceived
that physicians savhém as individualgvith unique illness needs. Many patients indicated an
interest in physicians that provided individual attention and care (Evans & Robertson, 2009).
They valued physicians who went beyond the signs and symptoms and took into consideration
t he p a e costextasdiperdomafvalues (Petal, 2012; Berkelmanst al, 2010; Gantert
et al, 2008;Teh et al. 2009). Patients also valued patieahtred communication (Baylies$ al,

2008; Tannenbauret al, 2003).
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Mutual Trust and Respect

Trust was sen by patients as both a facilitator of communication as well as a barrier. Too
much trust in the doctor was seen to hinder communication as patients would not ask questions
or discuss treatment, instead r elrystanag sol el y
facilitator, and even a prerequisite, to communication, stating that trust allowed patients to learn
better from their physicians, especially if they perceived their physician to be caring (Bungay &
Cappello, 2009). Patients often felt that adeq time andespectvere necessary for them to
feel comfortable with speaking freely with their general practitioners (Berkeletahs2010)

Ot hers indicated that trust coul d-umoverthebe bui |
courseoinany mont hs or ykah 20830p.9]; Whemtrus wals achieved,

however patients felthatit allowedthemto more comfortablyiscuss intimate matters with

their physiciangSchumanGreenet al, 2006).

Actions on the part of the physicia t hat hel ped to increase pat
within the relationship included seeing things that patients could not see themselves, taking
illness seriously, and providing quick referrals when necessary (Berkeéhah<2010).

Patients also saferms of address as indicators of respect and did not respond well when
physicians addressed them with cute names, or on a first name basis, unless the patient had
specifically introduced themselves by first name (Woolretaad, 2006).

Oftentrustmeart r usting the physiciands opinion. P
comfortable asking for, and following their p
that their physician would never steer them wrong. (Bungay & Cappello, 2009¢Paice
2012). While an overabundance of faith in the doctor@ed, as seepreviously was gpotential

hindrance to doctegpatient communication, patients indicated tleasonablérust was
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necessary to have a good, productive relationship with a physician (&Rwoisertson, 2009).

Mutual respect was seen as important for facilitating a good relatioashvell, withpatients

indicaingt hat they needed to respect providersod wa
needed to respect the views and opinidrgatients (Gantert al, 2008).A trusting and

mutually respectful relationship was deter min
with their care Teh et al, 2009).Lack of a trusting relationship was perceived to sometimes be

the cause gbhysicians and patients not providing enough information during consultation (Price

et al, 2012).

Desire for Health Information and Desire to Participate

Patients differed in their preferences for involvement within the deetbent
relationship. Onedrm of involvement the majority seemed to prefer was receiving health
information regarding their conditions so the
treatment recommendations,lmatter able tgarticipate within the medical encountstany
patients wanted information regarding their illness andrtreat, particularly with regar diet,
exercise, and other lifestyle practices tt@aild improve lifewith their conditions (Xie, 2009;
Tannenbaunet al, 2003; Evans & Robertson, 2009;mjay & Cappello, 2009). Information
was said to help patients cope with the stressful situation of being sick (Xie, 2009). Patients
valued physicians who explained what was wrong with them and who answered their questions
(Bungay & Cappello, 2009).

Some ptients described searching for their own health information on the Internet, or
asking friends who had experienced similar conditions (Evans & Robertson, 2009;aleh
2009). Other patients suggested that physicians or healthcare facilities sgpaip grqups

within the communityto help educate patients on the natural aging process, lifestyle aids and
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hindrances to maintaining good health, and information regarding certain specific diseases and
conditions. In one study, some of the participantsaisghdyset up a health group where they
could discuss the health issues they were all experiencing as theyhigegtoup offered
patientsa way to share héh information and experiencés make the process of aging less
difficult and scary (Evans &obertson, 2009)

As an extension of desiring health information, many participants felt that the patient
could, and shouldarticipate in the doctguatient interaction (Belchet al, 200). Patients saw
such behaviours as gathering information |y ttould help participate in decisiomaking
(Bastiaenst al, 2007; Xie, 2009), asking questions regarding diagnosis and treatment, and
providing information to the doctor regarding signs and symptambghaviours thaissisted
with accurate diagnos{8elcheret al, 200).

Many patients indicated wanting participate in their healthcaror examplethe
women interviewed by Evans and Robertson watitenl needs andesirediscussed, and they
wanted to help make decisions regarding their tredatplans (Evans & Robertson, 2009); they
were fNseeking participatory spaces in which
p.423). They saw these spaces being created when the physician participatietbigua
offering choices to the paint and allowing the patient to participate in the discussion (Evans &
Robertson, 2009).

Patients most often indicated that they wanted their preferences heard and acknowledged
by the physician as the extent of their participation in decisiaking (Prie et al, 2012; Evans
& Robertson, 2009). One patient indicated that, even when the physician knew the answer, it was
appreciated when the physician would ask the pat&antertet al, 2008).Doing so made the

patient feel that their ideas were impottand that they were still valuable (Gantetraal, 2008).
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Behavioural Barriers and Facilitators
Behaviaural or specific communicatierelated facilitators and barriers were defined as
actions that enhanced or hindered the transmission, translatioor, emiahprehension of a

message communicated either +vanbally or verballypy the physician or the patient

Appearing Rushed

When participants felt the doctor was too busy, they became frustrated (Evans &
Robertson, 2009) and were reluctant to partieipathe interaction (Bastiaeesal, 2007). This
theme was mentioned in several of the articles, with patients often complaining that their
physician was always in a hurry to get through appointments (Ste@p2003; Baylist al,
2008). Actionghat portrayed a sense of hurry included clesded questioning, inching for the
door upon entering the consultation room (Bungay & Cappello, 2009), and failing to address
patient questions and concerns. When the doctor looked as if s/he was in pdtianys
mentioned feeling intimidated and unwilling to bring up information (Tannenledwaiy 2003).
One patient even emphasized how detri ment al
watches could be. To patients, glancingg 0 n e hdicatedtndt thehphysician was not
interested in them, was not listening, and overall, did not believe the patient was important

(Bungay & Cappello, 2009).

Patient Participation

Some patients believed themselves to be primarily responsible for thefrealth. They
saw it as their responsibility to contribute to their care by becoming informed, and asking their
physician questions (Gantert al, 2008; Shapir@t al, 2003). This sense of responsibility did

not emerge out of spite for physicians, but of a recognition that doctors were only huraad
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werecapable of making mistakgsatients therefore saw a need to avoid simply relying on
physicians for all their health information and negsisapiroet al, 2003).

Many patients indicated that they asked questions regarding treatment, sometimes
challengingheirp hy si ci an 6 s Patrers aldonkl their phpysiceams siow they wanted
to be involved, with one patient indicating tisdewould be the one teell thedoctor if she
needed a hip replacement (Prateal, 2012) Many older adults with chronic pain actively
participatel in treatment decisions. They frequently askeddorefused certain treatments, and
spoke up for themselves when they felt they weteorong treated properly (Tedt al, 2009).

Patients also sought their own health information, which allowed them to feel more
confident when speaking with their physicians. One patient talked about gathering the names of
knee replacement surgeons froer friends at church so that she could get her doctor to finally
provide her with a referral (Evans & Robertson, 2009). Overall, being involved and assertive
during their healthcare interactions was seen as a positive behaviour for patients in a large

numker of articles assessed.

A Doctor Who Listens

Many patients said they valued a physician who listéBedkelmanset al, 2010;
Bastiaent al, 2007) and that listening was an important aspect of interactions with their
physicians (Pricet al, 2012; Shpiroet al, 2003) Listening was equated with caring and taking
an interest in the patie(Bungay & Cappello, 2009). Listening helped patidatd valued
(Woolheadet al, 2006) andhlso helped patientsel thatthey were participating in their
healtlcare.

Patients wanted physicians who listened to their needs and concerres &r,eh009

and they mentioned that physician listening was confirmed when physicians accurately
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addressed these concerns (Tannenbeteth 2003).Listeningwas also saidotpreclude trust

(Tehet al, 2009)and allowed patients to value the treatment recommendations of their

physicians. When patients perceived that their physician was not listening, patients were apt to
believethat theirdoctor didnot understand the patis complicationthis lead to patients failing

to adhere to physiciansdé treatment recommenda

misdiagnosed or mistreated their condition.

Providing Adequate and Clear Information

Patients wanted physiciansaoswer all their questions and provide detailed and
comprehensible explanations (Shamtal, 2003). Patients indicated that, in order for patients
to be involved in their care, they needed clear information and treatment choices that were
explainedusig | aymanodos | «&a,@00éBpmest 8,2006; Bungay &
Cappello, 2009). Patients recommended the use of tools to assist in explaining complicated
conditions and/or treatments (Bastiasre, 2007). Trust was also equated with receiving

adequate and clear information (Preteal, 2012).

Physical Barriers
Only one physical barrier was mentioned enough to merit inclusion in the findings
section of this paper. Phigal barriers were defined barrieis to communication that wedele
to bodily or spaceelated complications on the part of the physician or the patient. Physical
barriers included such things as hearing loss, vision loss, and mobility difficulties as well as
access issues suchlask of handicap parking or accessible entesrto physician offices. The
physical barrier that was mentioned in 50% of the articles was that of memory loss.
Forgetfulness was frequently mentioned as a hindrance to gmttent communication

(Woolheadet al, 2006; Barnest al, 2006; Baylis®tal., 2008; Bastiaenst al, 2007). Many
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patients indicated a need to receive information in writing to help counter this difficulty with
their memory (Bayliset al, 2008). For heart failure patients, confusion and short term memory
loss made communicag with providers extra difficult (Barnex al, 2006). In many of the
studies, patients either indicated the need to take compamiitbnhem or recommended for
others to take companions to their doctor visits in order to help remember important health
information (Priceet al, 2012; Bungay & Cappello, 2009). Common problems that also
influenced patient involvement within the medical encounter included poor hearing or vision,

and being less mobile (Bastiaestsal, 2007).

Tips and Pointers

Many of the articles offered tips and pointers either from the mouths of the participants,
or through t hsefth informationofterecdby paltigipards. Tihes most
frequently cited in the studies includée recommendation that:

1 Physiciansshouldrecognize patiest Rnowledge of theibodies and the uniqueness of
each patientds experience with illness.
method of communication on common expectations and boundaries, which can only be
gained byasking the patient directlyhat type of information they want, how much
informationthey want, and how they want to participate in the degédient interaction
An individual and flexible approachtisereforeneeded with each and every patient

1 Physicianshouldusetools and diagramt® help patients remember information
Physicians also need to remembeprovide patients with clear written directives using
laymen's terminology

1 Patients often wanted information tlwto manage their chronic illnesses, how to

identify the difference between natural aging aatéptial illnessand how to maintain a
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healthy lifestyle Many reommended offering wellness seminars or couna#sn the
communityto help patients learn abithhe natural aging process. Others thought that
support groups would be usefBlatientdelt that doctors should know abasitnilar
services offezd by community centreso they could direct patients them

Further tips and pointers derived from thisdy, as well as the greater body of literature, lman

found in Appendix 5
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CHAPTER 6 DISCUSSION

Interpretation of Findings

One of the most significant findings of this study is the factrtiaaty of thepatients
interviewed indicated that they wadtt participate in their healthcare encountétss finding
directly contradicts the notion of the passive patient discussgg@revious section of this paper
titled A Portrait of theGeriatric PatientWhile this sense of participation differed deg@g on
the patientsometimes being partially developed though the act of simply seeking health
information, and at other times through active decisi@king most patients felt that
participating in some form was important for good communication wiih phgsicians.
Participation took the form of asking questions, seeking health information both within the
clinical encounter as well as through varialternative resourceand being assertivegarding
expression of opinions. This finding is interegtoonsidering the fact that many studiesnd
that older patients ask fewer questions, interrupt less often, give more socially desirable
responses, show more gratitude, and are less likely to express com@iaEnartet al, 2000;
Hildebrand, 2007Strauss & Tinetti, 2009Gordon & Gerber, 2010/andenberg, 2001

The major exception to this desire for participation rested with male prostate cancer
patients, who felt that the physician was an expert and authority figure not to be questioned. A
few patients also indicated an unwillingness to participate, eitheff éeeiroof being provided
with information that would scare or upset them, or due to the perception that thehedattor
godlike authority and therefore one must simply obey.

Regarding patient participation, many patients agreed that the desire tqpgetici
precluded participation. However, they also conceded that patient participation did not solely rest

on adesireto participate, but also dependedamtha supportive context aralsupportive
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physician.This notion is supported by the literatundyich indicates that the attitude of the
physician and the patient can i(Goplen&tGerbehe pat i
2010)
Many of the patients suggested that trust was a necessary component of thpaligctor

relationship that allowegatient participatin to occur When patients trusted their physicians
and felt that their physicians cared about them, they were more willing to ask questions and to
discuss sensitive matters. However, trust relied on several other components in degeldp,
including continuity ofa care provider over a longer period of time, the perceptioat one 6 s
physician cared aboatn d was i nvested in improving the pa
available for each ¢ on stutdlook past herdiseasertodseettiee p hy s
individual that existed within a particular context and carrying a unique history of experiences.
These findings are echoed in the literature on trust between patients and physiciaegk 8ki
al. outline five elenents that have been associated with open trust, inctuding

(a) the physiciashowing an early interest in the patiéaig. demonstrating

knowl edge of ,[fopthephgsitiandsisowihgisensitivity to )

patient emotion, (c) thehysician giving lhe patient and the relationship time

(both in each consultation, and over history of relationship/contin(ity)

establishing alliances against a common advefgagy against illnessand

(e) instances of bracketing normal role behaay,,through a shared sense

of humor(2011, p.1186).

In addition to having a trusting relationship with their physicians, patients needed to

know that their physicians were supportive of patient involvement. This support was said to be
demonstrated in marways. The masfrequentlycited means of supporting patient involvement
was listening. Physicians who listened attentively to patient concerns helped patients to feel

valued and validated. When patients felt heard and understood they were more likediy to tr

their physiciands diagnosis and treatment sug
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treatment plandatients felt that physiciassipported patient involvement when physicians
provided detailed health information in clear and understantiaioies. Many patients alluded to
the helpfulness of physicians who explained diseases and treatment plartdaasiagd
comprehensibldiagrams, written information, aradhertools. These findings areonsistent

with the literature, demonstrating tramtive listening, informatiofgiving and offering emotional
support are trugbuilding behaviours for physiciarnisat can serve to reduce anxiety experienced
by patiens (Ommenet al.,2008 Hildebrand, 200). Finally, patients felt more apt to be involved
when physicians provided them with cha@cBy providing patients with choices, physicians
wereactivelys eeking the patientds opinion and input
patients feel involved in the clinical encounter, providing them wiglatgr confidence in the
treatment decisions made.

Interestingly, patients indicatedat they did not alwaysant to make final treatment
decisions. While they wanted physicians to offer choices so they could provide their input on
how they felt about eh choice, they often wanted the physician to make the final dedisisn
could be due to the positive trust patients may have built with their physicians, allowing them to
feel comfortabl e rel yi ng withthdbkliefhatthep ghysigianci an 6 s
would take their individual needs and interests into account.

Patients also identified a number of communication barriers, including those related to
authoritarian physician attitudes, patients withholding information, physicians appeestiegl
during the clinical encounter, not having enough time during consultation, lack of physician
continuity, and patients forgetting important health information due to cognitive decline. All
these factors serve to hinder the communication betweeatrgepatients and physicians, and

should therefore be avoided if possible. Obviously some of these barriers need structural changes
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to occur before they can be altered, such as the problem with short consultation times, but
physicians can strive to achebehavioural and attitudinal change in the meantime.

Surprisingly, a communication barrier that seems to be discussed often within the
literatureéd ageisn® was only mentioned in four of the 16 studies assegsggism is defined as
Ainegati ve pndprgudiqetagaiosht dder@doplea which can significantly influence
the care and t r e aAdereanetal, @007, pl1446k Withip the literatare, s 0 (
ageism is said to crop up frequently in the attitudes of physicians and medical stadediseat
result of the ageist ideology that is rampant throughout our society. As Hammerschlag iterates,
ikt he idea of the aged or aging is anathemaéYo
olderpeopletéigr ey | eper 0 st amWgp6l) (Hammer schl ag,

Negative stereotyping and the cultural influence on perceptions of aging and the elderly
issaidtgper vade doctorso interactions wRdasdarch hei r ¢
demonstrates thalder patientérequentlyreceive les health educatigmnformation and health
counselling than younger patierkdingle & Robinson, 2009 ndstudies show thahany
doctors perceive older adults as weak, poor, incompetedtn need of helfNussbaum &
Fisher, 2009)Ageism is reflectedh behaviours andctionssuch astrivializing medical
problemsusingcondescending language, providing less education and preventative regimens,
offering little treatment for mental health issues, using derogatory names, spending less time on
psychosoal issuesand stereotyping elders (Hingle & Robinson, 208®vell as through
physiciars feluctance to workvith older adults and their propensity to recommfsvaer
aggressive treatments or theragi@eter, 2000)

Despite the prevalence of researcimdastrating the continuing existence of ageism

within medical encounterthere are many potential reasons as to why ageism was not mentioned
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in the majority of the studies assessed. Perhaps patients were not aware or were unable to
identify ageism as suclr perhaps, as Roter (2000) has shown, ageism does not appear to be a
systemic issue in the routine communication that occurs between physicians and their elderly
patients. Regardless, the lack of commentary on ageism within the assessed studiestiagnter
considering the prevalence of research on ageism that continues to demonstrate its persistent
existence.
Another interesting finding was that only one study mentioneditevacy as a barrier to
patient communication. As mentioned earlier,dteracycawr educe a patient o6s a
convey healtr el at ed descriptions and is also relate
understand verbal communication (Roter, 200@¢racy isthereforea key component of an
i ndi vi dual 0 sapabibtiesiandlcanmplgylwaimajdr iole in patient communication and
understanding during the docfpatient interactionPerhaps low literacy was mentioned in only
one of the articles due to the educational max®f mos of the patients interviewedhe
majority reported having achieved education at a-siool levebr higher Further research
into the opinions and views of elderly patients with low literacy levels might therefore provide
more insight into the ways in which this barrier can impadt tenmunication with physicians.
Finallyya f ew of the studies cited physicianso
treatments, particularly with regard to geriatric illnesses, as a barrier to communication; these
findings point to a need for thiecorporation of geriatric content medical school curricula.
Ultimately, what can be gleaned from this study is that geriatric patéfesvastly in
their desirdor and abilityto participatan the clinicalencounter This difference is supported by
the literature available regarding geriatric patient preferences for denisikimg (Lally &

Tullo, 2012;Robinsoret al, 2006 Adelmanet al, 200Q Guralnik& Ferruccj 2009;Belcher et
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al., 2005; Barneset al, 2006;van den BrinkMuinenet al, 2006; Ommen et al., 2008; Street
al., 2005 etc.). Due to these differences, many of the authors of the adagdessefbr this
metasynthesis recommended that physicians ascertain patient preferenivestyasking
paientshow they want to be involved in their cafaithors alscadvocate for shared decisien
making, which is defineddast he i nvol vement of both patient a
information by both parties taking steps to build a consensus about péfesnent and
reaching an agreement abavhich treatment to implement ( Lal Iy & Tul |l o, 201:
With regard to th@ngoingdebate concerningatientcentred care, the findings of this
research suppoaneed for diverse methods and means for ioterg with geriatric patients.
Some patients clearly demonstrate a preference for a paternalist type of interaction with
physicians though most in this study indicated a preference for a mutual interchigint of
the indication that patients prefer want to participle in interactions with their doctors, it may
be useful for physicians to adopt a mutual means of interacting with their patients, extending so
far as tamplement shared decisianaking strategies during medical encounters with gegiatri
patient® strategies thakeflectthe goalsof patientcentred care.
Stewart et c#ddmadslofpatientgniredrcdrd eynphasizes the following
practices for enhancing interactions between patients and physicians: exploring both the disease
and illness experience (i.e. uvmthiheheislifeeontexi ng pa
as well agecognizinghe disease symptontisrough a medical lefjisseeing the patient as a
whole persorand acknowledging their lifeontext, living siuation, etg finding common ground
regardingmanagemenaf illness incorporating prevention and health promotsbrategies when
dealing with the illnessenhancing the doctgratient relationship; and being realistic

(Hildebrand, 2007)Patientcentredcarethereforefocuses on 4 dimensions of illness experience:
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thepati ent 6 s t hou gthdrielimsnandMeass about the illnesg thegimpact of
the illness on their functioning, and patient ideas on what should be done (Hildebrand, 2007)
Shared decisiemaking works as a tool to enhance patiegnitred care by providing specific
stepsthat helpinvolve patients in decisions about their care. These steps include: 1. Clarifying
the decision(s) needing to be made; 2. Outlining the avaitgitiens; 3. Informing the patient of
the potenti al ri sks and benefits of treat ment
and values; and 5. Determining which treat men
and health goals (Lall& Tullo, 2012).
As mentioned in many of the studies assessed, patientslatariedhealth information
that is explained using comprehensible languabeyprefer to be offeremeatmenthoices by
their physicians anthey also wanphysiciansvho see tam asuniqueindividuals with unique
illness experience®atients indicated wanting and appreciating physiciditgistened to them
and tookinto account their views and preferencésey want physiciansho appeamterested
in creating and maintainirg positive and comfortable lorigrm relationshipThey alsovant
physicians wharesupportive of, and who facilitate, patient involvement in healthcare decisions.
Patientsin this studycanthereforebe said to desira mutual mode of interaction withetin
physicians angatientcentred care that implements sowreall aspects of shared decision

making strategies.

Limitations of Study

One limitation of this study is the lack of ethnic and s@gonomic diversity represented
by the 16 synthesized studies. While some of the studies did include interviews and focus groups
with geriatric patients from different income and educational levels, most interviewed patients

that had digh-school to college/university educatiandthatwere from middleto-high income
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backgrounds. Most of the studies also failed to include interviews with geriatric patients from
ethnicallydiverse backgrounds. Further research with patients from these missingdaagial
and economicontextswvould theefore be useful for painting a more comprehensive picture of
the needs and wants of geriatric patiergs whole

Another limitation of this study could be the fact that patients who are willing to take part
in research studies might also be more asseaind willing to participate in interactions with
their physicians. Thus, this study could potentibfyless representative thie needs and wants
of patients who are less aptor desirous of participating in clinical encounters. However, the
findingsof this study do point to the need for physicians to base their interaction styles on the
wantsand needsf their patients. In so doing, physicians could still provide the care desired by
patients who are less eager about participating in their heathcar

Though some authors suggest that fAthemes a
research methods can be ¢tala009,p.B27)rneostwithio ot her
clinical practicesvould be apt to only sdegitimatetransferabilityderived fromrandomized
control trials. Thus, the themes and concegssilitingfrom this study may or may not be
transferrable to other settings. The numidgratient views representéa this metasynthesis
may, however, provide a stronger basis from Whaproducegeneralizations than single

gualitative articles caprovideon their own

Recommendations

This study recommends that future research focus on (a) assessing the outcomes of
implementing shared decisionaking strategies and patietgntred cag within physician
geriatric patient encounters (b) assessing the communication needs and desires of geriatric

patients from lower socieconomic backgroundmd (c) assessing potential medical system
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alterations (e.qg. billing codes) to accommodate propsnic and preventative care alongside

acute careDue to the rapidly increasing population of seniors in Canada, it is also recommended
that medical schools further increase the amount of geriatrics content efféredtheir

curriculum so that futurphysicians will be able to work with this heterogeneous population no

matter what their specialization.

Significance of Study

This study brings together the views of over 1000 geriatric patients regarding their needs
and wants with respect to communicatisith their physicians. The study contributes to the
debate surrounding the use of patieahtred care, and it also provides a takay tips and
pointers sheet that brings together the suggestions of geriatric patients and the greater literature
tohelpi mpr ov e pcommsiiicationaith ther geriatric patients.

As an extension of this research, this study also attempts to contribute to increasing
geriatric content offered in undergraduate school of medicine curriculums by informing the
creation ofaninteractivetraining modulehat will serve the purpose of providing medical

students with insight into the peexctives of geriatric patients.

1 To access a copy of this training module, please contact Nicole Bedford at geriatricsedu@gmail.com
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CHAPTER 7- CONCLUSION

Effective communication in the doctpatient relationship is an essenttamponent to
proper diagnosis and treatment (Gordon & Gerber, 20¥Bjle a greater focus on improving
doctorpatient communication needs to be addressed, nowhere is it more important than in
interactions between geriatric patients and general practisioBg attempting to understand the
needs and wants of geriatric patients with respect to communication with their general
practitioners, barriers and facilitators to communication have been identified that aawidexl
or used during clinical encounters. As this study has demonstpatiéehts want to participate in
their healthcare. They want physicians who are able to provide them with detailed health
information that is explained using comprehensible language. Patiant$o receive treatment
choices from their physicians and they also want physicians who take their unique illness
experiences into account when recommending treatment plans. Patients vaheerfong
relationships with their physicians in which trasnbe built. Trust was seen as a major
facilitator of communication in the doctpatient encounter.

Barriers to communication identified in this study included authoritarian physician
attitudes, patients withholding information, physicians appearing rushiedydhe clinical
encounter, not having enough time during consultation, lack of physician continuity, and patients
forgetting important health information due to cognitive decline.

The information derived from this study can serve to enhance physjgiatric patient
communication if taken into consideration during clinical encounters. If anything is to be
remembered after reading this study, it is the fact that geriatric patients are a heterogeneous
population who fall on a continuum regarding the sypecommunication practices they value

and the amourdf participation theywantduring interactions with their providen$ physicians
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truly wish to enhance their interactions with geriatric patients, they need only ask their patients

how they want to & involved.
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search.proguest.com.proxy.queensu.ca/cv_714579/printviewfile?accountid=6180
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S8

s7

S6

S5

S3

S2

s1

search.proquest.com.proxy.queensu.ca/cv_714579/printviewfile?accountid=6180

PATENT RELATIONSHIPS")
OR SU.exaci("PHYSICIAN
PATENT RELATIONSHIP") OR
SU.exact{"PHYSICIAN
PATENT RELATIONSHIP") OR
SU.exact{"DOCTOR PATIENT
RELATIONSHIP™))) AND
peer(yes)

(SU.exact{"COMMUNICATION")
AND (SU.exact("PHYSICIAN
PATENT RELATIONSHIPS")
OR SU.exaci("PHYSICIAN
PATENT RELATIONSHIP") OR
SU.exact{"PHYSICIAN
PATENT RELATIONSHIP") OR
SU.exact("DOCTOR PATIENT
RELATIONSHIP™)))

("doctor-patient communication™
AND geriatric OR elder*) AND

peer(yes)

((communication OR interaction
AND elder* OR geriatric OR
old* AND doctor OR physician)
AND qualitative NOT psych* OR
youth OR child*) AND (peer{yes)
AND stype.exact("Scholarly
Joumals" OR "Reports" OR
"Books")) AND pd(>20001231)

{(communication OR interaction
AND elder* OR geriafric OR
old* AND doctor OR physician)
AND qualitative NOT psych*)
AND (peer(yes) AND
stype.exact("Scholarly Journals"
OR "Reports” OR "Books"))
AND pd(>20001231)

((communication OR interaction
AND elder* OR geriatric OR
old* AND doctor OR physician)
AND qualitative) AND
(peer{yes) AND
stype.exact("Scholarly Jounals”
OR "Reporis" OR "Books"))
AND pd(>20001231)

(communication OR interaction
AND senior* OR elder* OR
geriatric OR old* AND doctor
OR physician OR practitioner)
AND qualitative AND (peer{yes)
AND stype.exact("Scholarly
Joumals" OR "Reports” OR
"Books")) AND pd(>20001231)

(communication OR interaction
AND senior* OR elder* OR
geriatric OR okd* AND doctor
OR physician OR practitioner)
AND (peer(yes) AND
stype.exact("Scholarly Jounals"
OR "Reports" OR "Books"))

AND pd(>20001231)

(communication OR interaction
AND senior* OR elder* OR
geriafric OR old* AND doctor
OR physician OR practitioner)
AND peer(yes) AND
pd(>20001231)

CBCA Business,CBCA Reference & Curent Events

CBCA Business,CBCA Referance & Cument Events

CBCA Business,CBCA Reference & Current Events

CBCA Business,CBCA Reference & Curent Events

CBCA Business,CBCA Reference & Curent Events

CBCA Business,CBCA Reference & Current Events

CBCA Business,CBCA Reference & Curent Events

CBCA Business,CBCA Education,CBCA Reference & Current Events

search.proquest.com.proxy.queensu.ca/cv_714579printviewfile?accountid=6180
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EBSCOhost

To continue, in Internet Explorer, select FILE then SAVE AS from your browser’s toolbar above. Be sure to
save as a plain text file (.bxt) or a 'Web Page, HTML only' file (.html). In FireFox, select FILE then SAVE
FILE AS from your browser's toolbar above. In Chrome, select right click (with your mouse) on this page
and select SAVE AS
Search History

Search Search Terms

ID#
S6

S5

S4

(MM "Communication/ED/EV") OR
"communication” OR (MH
"Nonverbal
Communication/ED/MT/ST/TD/UT")
OR (MH "Communication Methods,
Tota/H/MT/NU/ED") OR  (MH
"Communication Skills
Training/UT/HVED") OR  (MH
"Communication Barriers/ED/HI")
OR (MM
"Geriatrics/ED/HVPF/ST/TD/UT™)
OR (MH "Gerontologic
Care/ED/EV/HVMT/PF")

(MM "Communication/ED/EV") OR
"communication” OR (MH
"Nonverbal
Communication/ED/MT/ST/TD/UT™)
OR (MH "Communication Methods,
Tota/H/MT/NUW/ED") OR (MH
"Communication Skills
Training/UT/HVED") OR  (MH
"Communication Barriers/ED/HI")
OR (MM
"Geriatrics/ED/HVPF/ST/TD/UT")
OR (MH "Gerontologic
Care/ED/EV/HIMT/PF")

(MM "Communication/ED/EV") OR
"communication” OR (MH
"Nonverbal

Communication/ED/MT/ST/TD/UT™)
OR (MH "Communication Methods,
Tota/H/MT/NUW/ED") OR (MH

Search Options

Limiters - Published Date
from: 20000101-20121231
Expanders - Apply related
words

Search modes -
Boolean/Phrase

Expanders - Apply related

words
Search modes -
Boolean/Phrase

Expanders - Apply related

words
Search modes -
Boolean/Phrase

web.ebscohost.com.proxy.queensu.ca/ehost/delivery?sid=eed903f5-c897-4de9-8cdb-1f5b5885¢cfbe. ..

[92

Last Run Via

Interface -
EBSCOhost
Search Screen
- Advanced
Search
Database =
CINAHL

Interface -
EBSCOhost
Search Screen
- Advanced
Search
Database -
CINAHL

Interface -
EBSCOhost
Search Screen
- Advanced
Search
Database -

Results

413

447

7458
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83

8§82

S1

EBSCOhost

"Communication Skills
Training/UT/HVED") OR  (MH
"Communication Barriers/ED/HI")
OR (MM
"Geriatrics/ED/HVPF/ST/TD/UT")

OR (MH "Gerontologic

Care/ED/EV/HVMT/PF")

(MH "Communication") AND (MH
"Geriatrics")

S1

(MM "Communication/ED/EV") OR
"communication” OR (MH
"Nonverbal

Communication/ED/MT/ST/TD/UT™)
OR (MH "Communication Methods,
Tota/HVMT/NU/ED") OR (MH
"Communication Skills
Training/UT/HVED") OR  (MH

"Communication Barriers/ED/HI")
OR (MM
"Geriatrics/ED/HVPF/ST/TD/UT")

OR (MH "Gerontologic

Care/ED/EV/HVMT/PF")

CINAHL

Expanders - Apply related Interface -

words
Search
Boolean/Phrase

Expanders - Apply related

words
Search
Boolean/Phrase

Expanders - Apply related

words
Search
Boolean/Phrase

modes

modes

modes

EBSCOhost
Search Screen
- Advanced
Search
Database -
CINAHL

Interface -
EBSCOhost
Search Screen
- Advanced
Search
Database -
CINAHL

Interface -
EBSCOhost
Search Screen
- Advanced
Search
Database -
CINAHL

EBSCO Publishing Citation Format: APA (American Psychological Assoc.):

web.ebscohost.com.proxy.queensu.ca/ehost/delivery?sid=eed903f5-c897-4de9-8cdb-1f5b5885¢cfbe. ..

[93

35

60396

60396
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7112 Ovid: Search Results

Database(s): Embase 1980 to 2012 Week 27
Search Strategy:

# |Searches Results
{({((communication or interaction) and senior*) or elder* or geriatric or old*) and doctor) or physician or practitioner).mp. [mp=title,

1 | abstract, subject headings, heading word, drug trade name, original title, device manufacturer, drug manufacturer, device trade name, 384129
keyword]

2 {Qualitative or "focus group” or interview* or eth aphy or pher log* or "case study”).mp. [mp=title, abstract, subject headings, 412422
heading word, drug trade name, original title, device manufacturer, drug manufacturer, device trade name, keyword]

3 ([1and2 29322

4 {physician-patient communication and geriatric*).mp. [mp=title, abstract, subject headings, heading word, drug trade name, original title, 20
device manufacturer, drug manufacturer, device trade name, keyword]

5 |from4 keep 1-5,7 6

6 |from 4 keep 1-5, 7, 11, 15-18 1

7 | find similar to Physician-patient and phamacist-patient communication: Geriatrics' perceptions and opinions 11

8 |from 7 keep 1 1

9 | find similar to Communication and informed consent in elderly people 328

10 | find similar to Deciphering the physician - Older patient interaction 1

11 | find similar to Medical students' knowledge about and attitudes towards aging and the impact of geriatric training: A review 10102

12 | from 11 keep 1, 10 2

13| 6or8or12 14
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Ovld: Search Form

®‘Wolters Kluwer | OvidSP

Health

My Account | 7 Ask a Queen's Librartan | Support & Training | Help | Logoff

Search Journals Books My Workspace Primal Pictures  OvidMD

ovidsp.b.ovid.com. prooy.queensu.ca/sp-3.5. 1alovidweb.cgi

Search History (11 searches) (Click bo clase) [viowsem ||
=] ¥V |Sewches Rasults Search Type Actlons 1
E 1 {commundcation or mp. [mpstitle, orfginal 513445 Advenced | Display S

title, name of substance word, subjact heading word, protocol % Delete %
pplementary concept,rare dease supplementary concep aoe sl
unique identifier] ore: 1=
B 2 {dector or physician or practitioner).mp. [mp=title, abstract, 220511 Advanced =] Display
original title, name of substance word, subject heading word, % Delete
protocol supplementary concept, rare disease supplementary
concept, unique identifier] Rora >
= i {geriatric or elder?).mp. [mp=tftie, abstract, orfginal title, name 185739 Advanced | Display
of substance word, subject heading word, protocol Deleta
supplementary pt, rare disease suppk ¥ P *x
unique {dentifier] Hore >
= 4 1and2and 3 512 Advanced 4= Display
More »
B 5 exp Qualftative Researchs 13422 Advanced | Display
More »
B & 4and 5 16 Advanced -~ Display
More »
E 7 find similar to Problems after discharge and understanding of 10 Baskc | Display
communication with thefr primary care physicians among More
hespitalized a mixed methods study.
] ] find similar to "They do what they think fs the best for me." Frail 1 Baskc | Dmplay
elderly patients’ preferences for participation in their care More >
during hospitalization.
] 9 find similar to Specfalist physician approaches to discussing ] Baskc 3 Delste
diepul yr for frafl older adults: a qualitative More >
study.
[ 10 (dector-patient communication and gerfatric).mp. [mp=titie, 2 Advanced ] Dasplay
abstract, original title, name of substance word, subject heading Deleta
word, protocol supf Yy pt, rare disease *®
supplementary concept, unique identifier] Maore >
[} 11 | (physiclan-patiant relatians and garlatric).mp. [mp=title, 07 Advancad | Display
abstract, ariginal title, nama of substanca ward, subject o Delete
heading word, protecal supplamantary cancapt, rara dissase X
supplementary concapt, uniqua idantifiar] More >
s | o | Comone e v | | =
Save Semrch Hutory |
Advanced Search | Find Citation | Search Tools | Search Fields | Basic Search | Multi-Field Search
1 Resource selected | Hide | Chanse
(D Ovid MEDLINE(R} 1346 to July Week 1 2012
Enter keyword or phrase @ Keyword  CAuthor U Title ) Journal
(* or § for truncation) | ]  Seach
Umits (Cikck to sxpend) (V] Map Term to Subject Hending
T
IR 1o Ortons 14| 1 au | [ Saloct Renge Order  Prit  Emal  Export  AddtolMyProjects & Kesp Selected
Soarch Mfviation Clewr Selected  View: Title | Ckation | Abstract | 100 PorPage  |~| |1 T Next »
You searchec 1. [[JLung cancer chemotherapy decislons in older patients: the role of patient & AbiFact Relrince
(physician-patient relations preference and interactions with physiclans. « Complete Reference
and geriatric).mp. [mp=tte, Girones R. Torregrosa . Gomez-Codina J. Mestu |, Tentes Ji. Rosel R.

1721




7812 PaycNET - Racant Searches

Login
F AMERICAN PSYCHOLOGICAL ASSOCIATION Adrin Center Help Contect Us Feedbeck
Search Browze Subjacts My PsycNET
Easy Search Athanced Search Cltation Finder Cited References Recent Searches My List
=}
Combine Chocked Searches @ AND  ©J0R  OnoT [l
[T] SuisctAl [ | Gear A1
] Quary Detabases Resuhlte Actions
1. [7] | ((AmyFisid:{sanior* OR eider* OR geriairic ORpid*)  PaycTESTS, " e Sava Dalats
AND AnyFlaid:{docks OR praciiiorsr OR phyulclan) FaycARTICLES Sat Alart Gat RIS Faad
AND AnyFlald:{conmunication OR interaction} AND  FaycTHERAPY , ©at Permabink
AnyFaki:{qualiteiiva OR “focus group™ OR PaycINFO

Inerviaw * OR ethnography OR "case Study” OR
phenomenciog®) AND { OR TeatYear{2000 TO
2012]) PublicationTypeFit"Peer Feview od
Joumner) ) AND {ArryFlekd:{senior” OR sider” OR
goriatrin OR oki*) AND AnyFlekh{dootor OR
practiioner OR physician) AND ArryFiskt
{eommunicaian OR intaraction) AND AryFlekk
{qualiativa OR “facus group® OR Inferview * OR
athnagraphy CR"caes Study® OR phenomanolog”)

AND ( OR TeafYear{2000 TO 2012

PublkeationTypeFit{"Peer Review ad Jounal”} }

2. [7] Benkr OR ekder OR geriatric OR old™-Any Fleid AND PsycTESTS, 1 Bt Ram [ ] Dulata
dorior OR practioner OR physiclancAny Fisikd AND  PsycARTICLES , Sot Abort Gt RY Paad
oommunkation OR ireraction:Any Feld AND PsyoTHERAPY , Gok Fiormeg el

qualtutive OR*focus group” OR Iniscview OR | FaycNFO
athnography OR"case Sudy” OR
phenamanaog®™Any Fald:Any Fleld and [2000 TO
2012]:PublicarionY ear and Peer-Review od
3. [7] senkr* ORekler* OR gerlairic ORokd“Any Fieid  PaycTEBTS, 1 BlR Rm  Bovu  Delte

AND dockor OR praciitioner OR physiclancAny Feld  PeycARTICLES , Sat Adurt But RES Feud

ann — Blald AR PecoTLETIA S [ PO Pu—
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AN COMITUMNICAN0N UK INeracuon:Any riexa AnNU FSYC I ACeArY
qualitative OR "focus group” OR interview * OR PsycNFO
ethnography OR "case Study" OR
phenomenolog*:Any Field:Any Field and [2000 TO
2012J:PublicationY ear and Peer-Review ed
4. [7] (AnyField:(senior* OR elder* OR geriatric ORold*)  PsycTESTS, 1
AND AnyField: (doctor OR practitioner OR physician) PsycARTICLES ,
AND AnyField:(communication OR interaction) AND PsycTHERAPY ,
AnyField:(qualitative OR "focus group" OR PsycNFO
interview * OR ethnography OR “case Study” OR
phenomenolog*) AND ( OR TestY ear:[2000 TO
2012]) PublicationTypeFilt:("Peer Review ed
Journal') )
5. [] |senior* OR elder* OR geriatric OR age* ORold*:Any PsycTESTS, 1
Field AND communication OR interaction:Any Field  PsycARTICLES ,
AND doctor OR physician OR practitioner:Any Field PsycTHERAPY ,
AND qualitative OR "focus group” OR "case study” PsycINFO
ORinterview * OR ethnography OR
phenomenolog:Any Field and [1990 TO

2012]:PublicationY ear

6. [] |senior OR geriatric OR elder OR old:Keyw ords AND PsycTESTS, 3
communication OR interaction:Any Field AND doctor PsycARTICLES ,
OR practitioner OR physician:Any Field AND PsycTHERAPY ,
qualitative OR "focus group” OR "case study" OR | PsycNFO
ethnography OR phenomenology OR interview :Any
Field and [1990 TO 2012]:PublicationYear and Peer-

Review ed

7. [] senior OR geriatric OR elder* OR old*:Keyw ords PsycTESTS, 3
AND commmunication OR interaction:Any Fieki AND  PsycARTICLES ,
doctor OR practitioner OR physician:Any Field AND ' PsycTHERAPY ,
qualitative OR "focus group” OR "case study" OR  PsycINFO

ethnography OR phenomenolog* OR interview *:Any
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Fald and [1990 TO 2012] Publication’year arud Peer-

Reviowad
8. [ senkir* OR akiar* OR gerlolric ORokd“Any Flold  PaycTESTS, > ER  Am

AND docior OR precitionsr OR physiclarAny Fleid | PsycARTICLES , Bat Alert

AND commuricaion CR InteractiorcAny Fleld AND | PeycTHERAFY , ©st Parmalink

qualistive OR “focus group® OR Interview " OR PsyciNFO
sthnagraphy OR “osse Shudy™ OR

phanomanalag®:Arry Reld and [2000 TO
2012]:Publication e and Pewr-Review sd

[7] SelactAl [ Claar Al

Combine Checked Seercies @ AN ok Onor IS
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T2 Wab of Knowladge [v.5.6] - Waeb of Sclence Search History

NOWLEDGE ‘ DISCOVERY STARTS HERE {. } THOMSON REUTERS

Signin | |/ Marked List{84) | MyEndNoisWsb | MyResearcherD | MyCltaion Alerts | MySsvad Semrches | LopCut |
Help

: all Databases _ Select a Database N web of Science ‘ _Additional Resources ‘
Search AuthorFinder Clind Reference Search  Adwanced Search  Search History

Web of Sclence®

Search History

Combine Bets Dulete Sets
8ot Rosulis Save History / {reate Alert Open Saved History CIAND T7OR Salact All

Lombine X Delete

#11 322  {TS=(senior" OR skier* OR geriatio OR old*) AND TS={oommunication OR
interaction) AND TS={dockyr OR praciiioner OR physician OR health OR
medical) AND TS={qualitaiive OR shnography OR "case study” OR "ocus group”
OR Intarviow™ OR phencmenolog®) NOT TS=child*) AND Language={English)
AND Document Types={#ricle OR Absiract of Published lsm OR Book OR Book
Chapier OR Proceedings Paper)

Refined by: Rublicarion Yaers={ 2010 OR 2012 OR 2000 OR 2011 OR 2004 OR 2008 OR

2005 OR 2008 OR 2003 OR 2007 OR 2001 OR 2008 OR 2002 ) AND Fublication Years={ ]
2010 GR 2007 OR 2011 OR 2008 OR 2008 OR 2012 OR 2009 ) AND Subject Areas=(

GERATRICS GERONTOLOGY OR HEALTH CARE SCENCES SERVIEES OR NURSING OR

GENERAL NTERNAL MEDICINE OR DEMOGRAFHY OR SOCKL SCENCES OTHER TORGS

OR EDUCATION EDUCATIONAL RESEARCH OR REHABLITATION OR MECICAL

INFORMATICS OR PHARMACCLOGY PHARMACY OR COMMUNICATION OR SOGIAL

[BSUES ) AND Courtiries/ Terrtiories={ LUSA OR CANADA )

Databrases=SCHEXFPANDED, SSTI, ABHCS, CPCHS, CPUHSSH TimesparAll Years
Lammatizaton=0n

#10 B57  {TS={eenkor OR ekler OR geriakic OR old*) AND TS={communication OR
Inwraction) AND TS={docior OR praciioner OR phyzsician OR health OR
medical) AND TS={qualltaive OR efinography OR "case etudy" OR "ocus group”
OR Inlerview* OR phenomenclog®) NOT TS=child*) AND Language={English)
AND Document Typee={#ricie OR Abeimctof Publighed Nem OR Baok OR Bagk
Chapier OR Procesedings Paper)

Rafined by: Rubliaaion Years={ 2010 OR 2012 OR 2000 OR 2011 OR 2004 OR 2008 OR

2005 OR2009 GR2004 OR 2007 OR 2001 OR 2008 OR 2002 ) AND Fublication Years={ [ El
2010 GR2007 GR2011 OR 2006 OR 2008 OR 2012 OR 2009 ) AND Subject Argam={

CERATRES GERONTOLOGY OR HEALTH CARE SCENCES SERVECES OR NURSING OR

GENERAL INTERNAL MEDENE OR DEMOGIRAPHY OR SOCKL SCENCES OTHER TORCS

OR EDUCATION EDUCATIONAL RESEA RCH OR REHABL TATION OR MELICAL

INFORIA TS OR PHARMACOLOGY PHARMACY OR COMMUNEATION OR SOCIAL

BaUes

a

)
Databases=S0- EXPANDET, SSCY, ABHCS, CPCHS, CPCHSSH TimespanAll Years
Lamrmatization=On

#9 ara {TS={asnior* OR ekier” OR geriairic OR old™) AND TE={communication OR
Ineraction) AND TB={docior OR pmciioner OR phyalcian OR health OR
medical) AND TS={qualliaive OR ethnegmphy OR "cass atudy® OR "ocus group®
OR Imerview™ OR phencomenciog™) NOT T8=chlld") AND Language={English)
AND Document Typea={#ride OR Abeimct of Publlahed fem OR Book OR Book .
Chapier OR Procesdinga Paper) O
Rafinad hy: Publication Yeare={ 2010 OR 2012 OR 2000 OR 2011 OR 2004 OR 2008 OR
2005 OR 2009 OR 2003 OR 2007 OR 2001 OR 2006 OR 2002 ) AND Publication Yeara={
2010 OR 2007 OR 2011 OR 2006 OR 2008 OR 2012 OR 2008 )

Databasea=SCH-EXPANDED, 8301, ARHCI, CPCI-S, CPCLSSH Timespan=All Years
Lemmatization=0On

¥ 214  {TS=(aenlor* OR akiar* OR gera¥ric OR old*) AND T8={cornmunication OR

Inisraction) AND TS={dockor OR praciicner OR physidan OR health OR

medical) AND TS={qualliaive OR sthnography OR "case study® OR "ocus group”

OR Inisrview™ OR phencmenclog®) NOT TS=child*) AND Language={English})

AND Document Types={Aride OR Absiact of Published kem OR Baak OR Book

Chapier OR Procsedings Paper) O ]
Rafinad by: Publicadion Yeare={ 2010 OR 2012 OR 2000 OR 2011 OR 2004 OR 2008 OR

appa.webofknowladpe.com proxy.quaensu.ca/OS_CombineSearches_Input do?product=WOSASID=...




712 Web of Knowledge [v.5.6] - Web of Science Search History

2005 OR 2009 OR 2003 OR 2007 OR 2001 OR 2006 OR 2002 ) AND Publication Years=(
2001 OR 2005 OR 2002 OR 2003 )

Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH Timespan=All Years
Lemmaltization=On

#7 43 {TS=(senior* OR elder* OR gerialric OR old*) AND TS=(communication OR
interaction) AND TS=(doctor OR practitioner OR physician OR health OR
medical) AND TS=(qualitative OR ethnography OR "case study" OR “focus group"”
OR inteniew® OR phenomenolog*®) NOT TS=child*) AND Language=(English)
AND Document Types=(Article OR Abstract of Published ltem OR Book OR Book
Chapter OR Proceedings Paper) O ]
Refined by: Publication Years=( 2010 OR 2012 OR 2000 OR 2011 OR 2004 OR 2008 OR
2005 OR 2009 OR 2003 OR 2007 OR 2001 OR 2006 OR 2002 ) AND Publication Years=(
2000)

Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH Timespan=All Years
Lemmatization=On

#6 1,196 (TS=(senior* OR elder* OR geriafric OR old*) AND TS=(communication OR
interaction) AND TS=(doctor OR practiioner OR physician OR health OR
medical) AND TS=(qualitative OR ethnography OR "case study" OR "focus group”
OR interview* OR phenomenolog*) NOT TS=child*) AND Language=(English)
AND Document Types=(Article OR Abstract of Published ltem OR Book OR Book | [l
Chapter OR Proceedings Paper)
Refined by: Publication Years={ 2010 OR 2012 OR 2000 OR 2011 OR 2004 OR 2008 OR
2005 OR 2009 OR 2003 OR 2007 OR 2001 OR 2008 OR 2002 )
Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH Timespan=All Years
Lemmatization=On

#5 1,408 (TS=(senior* OR elder* OR gerafric OR old*) AND TS=(communication OR
interaction) AND TS=(doctor OR practitioner OR physician OR health OR
medical) AND TS={qualitative OR ethnography OR "case study"' OR "focus group”
OR inteniew* OR phenomenolog*) NOT TS=child*) AND Language=(English) E [l
AND Document Types=(Article OR Abstract of Published Item OR Book OR Book
Chapter OR Proceedings Paper)
Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH Timespan=All Years
Lemmatization=On

#4 0 {8U=(senior* OR elder* OR geriatric OR old*) AND SU=(communication OR
interaction) AND SU=(doctor OR practiioner OR physician OR health OR
medical) AND SU=(qualitative OR ethnography OR "case study’ OR "focus
group” OR interiew* OR phenomenolog*) NOT SU=child*) AND Language= [ M
{English) AND Document Types=(Article OR Abstract of Published Item OR Book
OR Book Chapter OR Proceedings Paper)
Databases=SCI-EXPANDED, SSCi, A&HCI, CPCI-S, CPCI-SSH Timespan=All Years
Lemmatization=On

#3 7,659 Topic=(senior* OR elder* OR geriatric OR old*) AND Topic=(communication OR
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Appendix 3

Coding Categories:
Barriers to communication:
1 Systemic = a barrier to communication that is due to issues inherent in the overall
medical and/or greater soetnltural system (Westewworld). These barriers are not the
result of specific, individual, or isolated factors. If the structure, organization, or policies
of a system were to change, they could alleviate the systemic problem
Time (billing codes donodét all ow for | on
Acute structure (Zproblem per visit)
Power inequality/asymmetry
Lack of continuity of care/multiple physicians
Physician trained to focus on disease, symptoms, etc/treats numbers, not person
(e.g. treating someoneb6s BP Mbhaspdr 0nd $
Aregul ar
91 Physical = a barrier to communication that is due to bodily or spgdated complications
on the part of the physician or the patient
0 Hearing loss
o Cognitive decline
A Forgetfulness
Vision loss
Physical disability (preventing patient from going to doctor)
Physical structuring of officepace
Low lighting
Proximity during communication
0 Use of computer
1 Attitudinal = a perception, prejudice, desire or belief held by patient or physician that
impedes communication
0 Ageist attitude (Patient or Physician)
0 Insensiivity
o Fear of iliness (Patient)
A Not wanting diagnosis information
A Not wanting prognosis information
o Desire to abstain from participating
A In decisioamaking (treatment)
A Withholding information (regarding concerns, symptoms, etc)
A Failure to ask questior{Patient)
o Feeling powerless
A Lack of knowledge
A Unable to articulate/express
Patientds belief that p
Patientds belief that p
Physician authoritative, abrupt, superior attitude
Lack of trust (Patient gohysician)

O O O0OO0Oo

O O O0OO0Oo

ian | acks i
ian i s not

© O 0o
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1 Specific communicatiomelated barriers = behaviours/actions that skew the transmission,
translation, and/or understanding/comprehension of a message communicated either non
verbally or verballypy the physician or patient.

(0]

O 0O O0OO0OO0Oo

(0]

Failure to provide dequate information (Physician)

Information provided is too complex/Use of medical jargon

Confusing norverbal communication

Low literacy/education (Patient)

Prognosis not discussed

Failure to verify patient understanding

Failure to demonstrate respec(enappropriate forms of addressing patient)
Physician lack of information or knowledge regarding treatments/disease etc

Communication Facilitators
1 Attitudinal = a perception, prejudice, belief or desire held by patient or physician that
facilitatescommunication

o

O O0OO0OO0OO0OO0O0O0

(0]

Desire to participate (Patient)

Desire for health information (Patient)

Supportive of patieninvolvement (Patient or physician)

Physician sees patient as an individual

Physician perceived to be caring

Openmindedness

Patient feels heard

Avoidance of assumptions/stereotypes

Physician respects patient/Patient respects physician (not reveres as god)
Trust between patient & physician

1 Specific communicatiomelated facilitators = behaviours/actions that enhance the
transmission, translationnd/or understanding/comprehension of a message
communicated either neverbally or verballypy the physician or patient.

(0]

o O

O O0OO0OO0OO0OO0O0O0o

Patient asks questions/seeks knowledge/information

Physician ascertains patient understanding/encourages patient questions
Physician mquires about patient goals/seeks clarification/asks for patient
preference

Physician expresses/explains opinions/reasoning

Use of tools/diagrams

Physician listens to patient

Physician provides clear information/Lay terminology

Patient is Honest/Providesformation (symptoms/signs)

Patient Participates in decisiomaking/is assertive

Physician is competent (knows treatment and disease information)
Sense of humor/jokes
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1 Contextual = specific situational circumstances that enhance phypatiamt
communi@tion

Longer consultation times

Continuity of care

Long-term/good relationship

Convenient access to healthcare provider (distance, physical access)

Prompt appointments

Use of companions

Good communication between providers

Physician knows patient history

O O0OO0OO0OO0OO0O0O0

Tips, suggestions, pointers highlighted by patients for themselves or physicians (for the purpose
of improving doctofpatient communication)
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Appendix 4

*Due to size, this section simply represents a sample of the coding chart for this rpsaieth

Category

Bastiaens, H., Van Royen, P., Rotar Paviic, 0., Raposo, V., &
Baker, R. (2007). Older people’s preferences for invotvement in
their own care: in11

Bastiaens, H., Van Royen, P., Rotar Pavlic, 0., Raposo, V., &
[Baker, R. (2007). Older people's preferences for involvement
in their

Bayliss, €. A, Edwards, A. €, Steiner, . F,, & Main, .S,
(2008). Processes with

Bayliss, E. A, Edwards, A. €., Steiner, J. F., & Main, D. 5.

& ind Counseling, 68, 33-
42

1

. 68,
3342,

. 25(4), 287293,

(2008). P pa
| multimorbidities. Family Practice, 25(4), 287-293.

X = from third round of coding

number of participants 406 26
mean age/age range 76-81 65-84

most common education range n/a high school - some college
income levels n/a n/a

male VS female 183:223 13:13
Ethnicities European USA

Barriers to Communication

Systemic = a barrier to communication

that is due to issues inherent in the overall medical and,

or greater socio-cultural su

stem (Western-world). Thes

Time (billing codes; not enough time
during consultation)

X (repeated often)

lack of physician continity (group
practices, not knowing physician,
having to see multiple specialists)

1 problem per visit

power inequalities/asymmetry

physician trained to focus on
disease/block treatment

physician lacking comms training

X (repeated often)

lack of access to physicians

X

overloaded practices/too long to wait
for appt (in waiting room as well as
time)

Physical = a barrier to communication
that is due to bodily or space-related
complications on the part of the
physician or the patient

hearing loss

cognitive decline (forgetfulness)

X (repeated often)

vision loss

X

Mobility difficulties (preventing patient
from going to the doctor

X (repeated often)

patient is very ill/chronic conditions

physical structuring of office
space/physical accessibility

Lack of
transportation/parking/access/distanc
e

<

use of computer

Attitudinal = a perception, prejudice,
desire or belief held by patient or
physician that impedes
communication
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Bames, S, Gott, M., Payne, S, Seamark, D, Parker, C.,
[ Gatiballa, S., & Small, N. (2006) Communication in heart

Belcher, V.N., Fried, T.R., Agostinl, ).V, & Tinetti, M.E. (2006]. Views of older aduits on patient

Berkeimans, P.G 1., Berendsen, A, Verhaak, P.£.M., & van

[Bungay, H. & Cappeio, . (2009). ‘As long as they know

Category i ekl e Bl o [ sy
14(6), 482490
X = from third round of coding
number of participants 44 51 13 19
mean age/age range 77 (median) 65-89 65-91 76-88
most common education range n/a low education - very high primary - college/uni n/a
income levels n/a poor-affluent (very distributed) n/a n/a
male VS female 23:21 19:32 6:07 19:00
Ethnicities UK US; white (40); black netherlands UK
Barriers to Communication

Systemic = a barrier to communication

e barriers are not the result of specific, individual, or isolated factors.

Time (billing codes; not enough time
during consultation)

X (one patient preferred
short time...understood it
as good sign of no
problems)

lack of physician continity (group
practices, not knowing physician,
having to see multiple specialists)

X (repeated often)

1 problem per visit

power inequalities/asymmetry

physician trained to focus on
disease/block treatment

physician lacking comms training

lack of access to physicians

X (repeated often;
especially lack of access
by phone)

overloaded practices/too long to wait
for appt (in waiting room as well as
time)

X

Physical = a barrier to communication
that is due to bodily or space-related
complications on the part of the
physician or the patient

hearing loss

cognitive decline (forgetfulness)

vision loss

Mobility difficulties (preventing patient
from going to the doctor

patient is very ill/chronic conditions

physical structuring of office
space/physical accessibility

Lack of
transportation/parking/access/distanc
e

use of computer

Attitudinal = a perception, prejudice,
desire or belief held by patient or
physician that impedes
communication
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Category

Calvin, A.0., Frazier, L, & Cohen, M.2. (2007). Examining older
adults’ perceptions of health care providers ~ Identifying

Evans, K., & Robertson, S, (2009). *Dr. right": Elderly women in

and nurses: Older ted, and

pur

informed. Journal of Gerontological Nursing, 33(5), 6-12.

. 14(3), 409-432

(Gantert, T.W., McWilliam, C.L, Ward-Griffin, C., & Allen, N.J.
(2008). The key to me: Seniors’ perceptions of relationship-
bullding with in-home service providers. Canadian Journal on

Agine. 27(1), 2334,

X = from third round of coding

number of participants

mean age/age range

78

75-90

most common education range

Gr. 4 - masters

some college

6:09

during consultation)

income levels n/a affluent
male VS female 3:20
; bl hi
Ethnicities US; black, white and us
hispanic groups
Barriers to Communication
Systemic = a barrier to communication
Time (billing codes; not enough time X

X (lack of time to build
relationship)

lack of physician continity (group
practices, not knowing physician,
having to see multiple specialists)

1 problem per visit

power inequalities/asymmetry

physician trained to focus on
disease/block treatment

physician lacking comms training

lack of access to physicians

X (hard to find new GP)

overloaded practices/too long to wait
for appt (in waiting room as well as
time)

Physical = a barrier to communication
that is due to bodily or space-related
complications on the part of the
physician or the patient

hearing loss

cognitive decline (forgetfulness)

vision loss

Mobility difficulties (preventing patient
from going to the doctor

patient is very ill/chronic conditions

physical structuring of office
space/physical accessibility

Lack of
transportation/parking/access/distanc
e

use of computer

Attitudinal = a perception, prejudice,
desire or belief held by patient or
physician that impedes
communication

—
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Category

X = from third round of coding

number of participants

mean age/age range

most common education range

income levels

male VS female

Ethnicities

Barriers to Communication

Systemic = a barrier to communication

Time (billing codes; not enough time
during consultation)

Price, €. L., Bereknyel, 5., Kuby, A, Levinson, W., & Braddock, C. H. (2012). New elements for informed
z emntem

v adults’ views. Patient Education & Counseling, 86(3), 335-341.
d0i:10.1016/].pec.2011.06.006

schulman-Green, ., Naik, A. D., Bradley, E. H., McCorkle, R.,
& Bogardus, S. T. (2006). Goal setting as a shared decision
Imaking strategy among clinicians and their older patients.
Patient Education & Counseling, 63(1-2), 145-151.

59 42
65-84 75-89
high school diploma + well-educated
n/a n/a
20:39 14:28
US; White, black, hispanic us

X (repeated)

lack of physician continity (group
practices, not knowing physician,
having to see multiple specialists)

1 problem per visit

power inequalities/asymmetry

physician trained to focus on
disease/block treatment

physician lacking comms training

lack of access to physicians

overloaded practices/too long to wait
for appt (in waiting room as well as
time)

Physical = a barrier to communication
that is due to bodily or space-related
complications on the part of the
physician or the patient

hearing loss

cognitive decline (forgetfulness)

vision loss

Mobility difficulties (preventing patient
from going to the doctor

patient is very ill/chronic conditions

physical structuring of office
space/physical accessibility

Lack of
transportation/parking/access/distanc
e

use of computer

Attitudinal = a perception, prejudice,
desire or belief held by patient or
physician that impedes
communication

—

X (repeated)

X (repeated)

X
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