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Which patient and doctor behaviours make a 

medical consultation more effective from a patient 

point of view. Results from a European multicentre 

study in 31 countries 

HIGHLIGHTS 

• Assessments of patient views on how doctors and patients can improve 

communication. 

• Representative samples of primary care patients from 31 European countries. 

• Multilevel exploration of the joint contribution of patient and country 

information. 

• Being treated as a person and partner is universally considered of great 

importance. 

• Patients attribute more responsibility to doctors for a more effective 

consultation. 

ABSTRACT 

Objective 

To assess European patients' preferences regarding seven aspects of doctor-

patient communication. 

Methods 

6049 patients from 31 European countries evaluated 21 doctor and 12 patient 

behaviours, through a patient-generated questionnaire (PCVq). Multilevel 

models explored the effects of patient characteristics, contextual and cultural 

dimensions on preferences. 

Results 

Patients attributed more responsibility to doctors, by giving greater importance 

to doctor than to patient factors, in particular to Treating the patient as a partner 

and as a person and Continuity of care. 

Gender, age, education, the presence of chronic illness and two of Hofstede’s 

cultural dimensions, Individualism and Indulgence, showed differential 

evaluations among patients. Women gave greater importance to all seven 

communication aspects, older patients to being prepared for the consultation, 

lower educated patients to Treating patient as a person and Thoughtful 

planning. Patients from countries with an indulgent background rated all seven 

communication aspects of greater importance. A more individualistic orientation 
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was related to lower importance regarding the four doctor's factors and the 

patient factor Open and Honest. 

Conclusions 

Treating the patient as a person and providing continuity of care emerged as 

universal values. 

Practice implications 

The findings should represent a landmark for the adaptation of patient-generated 

communication guidelines and programs in Europe. 

1. INTRODUCTION 

Primary care consultation deserves to be considered a “meeting between experts”  

[1], where the doctor’s and patient’s perspectives should be synergistically balanced 

and integrated  [2]. In this view, the effectiveness of the medical encounter relies on 

the shared responsibility that both parties assume for making the communication 

fruitful. Patients, who were asked to express their opinion on reciprocal duties in the 

consultation, indicated that it was equally important for doctors as well as patients to 

communicate honestly, to be open about treatment and information, and to manage 

time effectively  [3]. 

In the last decades, doctors have included these requirements among their goals  [4]. 

However, patient health beliefs, preferences and emotions have hardly been explored 

yet and doctors sometimes fail to acknowledge the complexity of patient preferences 

 [5,6]. 

The heterogeneity of patient needs is linked to numerous factors, which comprise 

personal characteristics such as socio-demographic status, health conditions, 

personality or health literacy  [[7], [8], [9], [10]]. The development of personal 

preferences in healthcare seems to be affected by the environmental context  [11,12], 

and cultural background in terms of dominant value systems  [[13], [14], [15]]. 

Characteristics represented by national healthcare systems, public resources allocated 

to financing prevention and health education, service access and organization in 

terms of continuity of care, general practitioners’ role and their workload and 

waiting-times, have also been identified as potential mediating factors  [[16], [17], 

[18]]. 

Healthcare providers, who deal with this heterogeneity daily in their clinical practice 

have to rely on the indications given by official guidelines in order to decide which 

are the most appropriate behaviours to assume in the interaction with patients. In the 

last years, many international guidelines on doctor-patient communication, patient 

empowerment and shared decision making have been produced  [[19], [20], [21]]. 

However, these recommendation are often developed in a specific national context 

and then spread worldwide, based on implicit assumptions of “interpersonal” and 

“cross-cultural” generalizability of what to consider an appropriate doctor-patient 

communication. 

Until now, the few studies which have explored the potential effects of these 

individual and contextual factors analysed data using one-level models which are 

unfit to assess the joint effect of such characteristics  [14,22]. 

In order to overcome this limitation, we present a multilevel approach aimed to 

assess the effect of individual and contextual variables on patients' preferences 

regarding the respective responsibilities of doctors and patients for an effective 
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medical consultation. Patient preferences were collected using a patient-based 

questionnaire (the Patient Consultation Value questionnaire - PCVq), administered to 

a sample composed of patients in 31 European countries. 

 

More specifically, the research questions are: 

 which of the specific behaviours of doctor and patient are indicated by 

patients as most important? 

 are these preferences shared by all patients or are there different preferences 

according to specific socio-demographic profiles? 

 are cultural dimensions and environmental conditions, at country level, 

relevant for explaining cross-national differences in patient preferences? 

2. METHODS 

2.1. Study design and sample 

The data base of the present study is part of the data collected in a multicentre 

international survey named QUALICOPC (Quality and Costs of Primary Care in 

Europe). General Practitioners (GPs) and patients from 31 European countries and 

three non-European countries (Australia, Canada, New Zealand) were invited to 

participate. The aim was to obtain a nationally representative sample of GPs in each 

country. Data collection took place between October 2011 and December 2013. 

Ethical approval was acquired in accordance with the legal requirements in each 

country. 

Details about the study protocol and recruitment procedure have been published 

elsewhere  [23,24], as well as the results of several parallel sub-studies  [[25], [26], 

[27], [28], [29]].  

For the present study only the 31 European countries were considered, corresponding 

to 6129 patients who filled out the PCVq. The participation rate was 97%. Eighty 

patients with incomplete data were excluded so that the final sample consisted of 

6049 patients. The patient characteristics are shown in Table 1; the sample size per 

country is displayed in Table 2. 

[TABLE 1][TABLE 2] 

2.2. Dependent variables: Doctor and patient roles and responsibilities 

The patients’ preferences regarding doctor and patient communicative behaviours 

before, during and after the medical encounter were collected with the PCVq. The 

PCVq data were reduced into four doctor and three patient factors, corresponding to 

different roles and responsibilities in the relationship building process. 

Briefly, doctors should: 

1. treat the patient as a partner, for example by facilitating patients’ questions 

and exploring their treatment preferences; 

 

2. treat the patient as a person, for example by listening attentively, being 

respectful and without prejudice; 

 

3. guarantee continuity of care and promote self-management, by clear 

instructions for aftercare and by remaining in touch after the consultation; 
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4. deal with new media and other sources of information (abbreviated: 

additional information): give leaflets, point to websites, avoid telephone 

interruptions and avoid pre-collection of information by receptionist. 

Patients should: 

1. be open and honest about health problems, self-medication, other treatments 

and psychological problems; 

2. be prepared for the consultation by preparing questions, keeping a symptom 

diary or preparing a list of topics to be discussed; 

3. plan thoughtfully, for example by making arrangements such as bringing a 

companion or keeping appointments. 

The PCV questionnaire showed good properties of reliability, with an ordinal-alpha 

value of 0.95 (0.88 and 0.93, respectively for patient and doctors behaviours), 

calculated on the 31 country sample   [30]. More detailed information, such as the 

PVCq item list and the procedures regarding the reduction into factors, are reported 

in Appendix A in Supplementary material. 

2.3. Potential predictors at individual level (micro) 

The patient characteristics which could explain the heterogeneity of patient 

preferences were: age, gender, education (low: no qualification to lower secondary 

education; medium: upper secondary level; and high: post-secondary or higher level), 

household income (below, around or above perceived country average), perceived 

health (answer to “How would you describe your own health in general?” from very 

good to fair or poor) and chronic conditions (yes or no answer to “Do you have a 

longstanding disease or condition?”). 

2.4. Potential predictors at country level (macro) 

The EU country characteristics comprise information on healthcare organization, 

derived from administrative sources, and on society value systems. 

The structure of healthcare systems was measured by Health Expenditure per capita, 

the percentage of public expenditure on total health expenditure, the numbers of 

physicians, nurses and midwives per 1000 people  [31], the health financing systems 

classified as National Health Service - NSH, Social Security Health service - SSH, 

and “In transition” to SHI, which describes the countries of the former Soviet Union  

[32]. 

 

Values, believes and habits were explored using the cultural dimensions of 

Hofstede’s model  [33]. The model empirically describes the national organizational 

cultures through six perspectives defined as: 

 Power Distance (PDI): related to the perception and acceptance of the power 

inequality in the society; high scores indicates a culture in which people pay 

attention to gap between the different levels of the hierarchy. 

 Uncertainty Avoidance (UAI), related to the level of tolerance for uncertainty 

and ambiguity; high scores indicate a culture where stability, structured rules 

and social norms are appreciated. 

 Individualism versus Collectivism (IDV), related to the integration of 

individuals into primary groups; high scores define a society where 

individuals tend to take care of only themselves and their immediate relatives. 
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 Masculinity versus Femininity (MAS), related to the division of roles 

between women and men; high scores refer to a culture oriented to 

differentiate competencies and positions. 

 Long Term versus Short Term Orientation (Ltowvs), related to the cultural 

perspective of time, the importance attributed to traditions and perseverance 

values; high scores fit a pragmatic approach to problem-solving and to plan 

for future. 

 Indulgence versus Restraint (IVR), related to the different level of 

“gratification of basic and natural human desires related to enjoying life”; 

high scores are linked to indulgent values. 

 

Despite its many limits in terms of information quality and methodological rigour  

[34], Hofstede’s model is one of the most frequently used systems designed to 

evidence cross-country differences. It has the advantage of quantifying the 

differences among countries in terms of distances among people groups and its 

indices propose themselves for cross-national research. In the field of doctor-patient 

communication the model was applied by Meeuwesen et al.  [14], who found that 

differences in communication patterns of European countries could be linked to 

Hofstede’s cultural dimensions. 

 

In order to better interpret the regression values, the country scores of the Hofstede’s 

cultural dimensions for the 31 countries are reported in Table 1B of Appendix B in 

Supplementary material. 

2.5. Statistical analysis 

The dataset has a two-level hierarchical structure with questionnaire scores and 

socio-demographic variables of patients at level 1 (micro), cultural and 

environmental conditions of each country at level 2 (macro)  [35]. Since each level is 

potentially a source of variability to be explained, an approach which parcels out the 

variance into the two levels was adopted in order to identify which set of explanatory 

information deserved exploration. Intra-class Correlation Coefficient (ICC) was 

calculated to disentangle the percentage of variance due to countries (variance 

between cluster on total one) and patients (variance within cluster on total one). 

A set of two-way ANOVA and a Pearson’s correlation matrix were used, 

respectively at micro and macro level, to explore bivariate relationships and select 

the main predictors of the multilevel analysis (see Appendix B in Supplementary 

material for intermediate explorations). 

The combined effects of patient and country characteristics on each PCVq factor, 

were estimated using a set of three multilevel models. The model (a), called 

“intercept only”, was designed without explicative variables (not shown and used as 

base of comparison) in order to estimate the heterogeneity due to country-level. 

Model (b) estimated the joint effects of micro information on each factor. In the 

model (c), the country-level variables were added to those included in the previous 

model, estimating the contribution of macro information. Following the 

decomposition of variance approach 

 [36], level-specific pseudo-R
2
 was calculated to compare the models and estimate 

the global contribution of each set of micro and macro information, considering the 

explicative variables at each level as a whole. Akaike information criterion (AIC) 
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and Bayesian Information Criterion (BIC) were also performed as goodness of fit 

statistics and to assess competing models (following an empirical rule based on 

differences: the most favourable model is linked to the lowest value). 

In order to facilitate the interpretation of regression coefficients the continuous 

predictors, i.e. Hofstede’s cultural dimensions and patients’ age, were rescaled by 

subtracting their sample average. Doing so, the regression intercept (“constant” in 

Table 3, Table 4) can be interpreted as the expected value of dependent variable 

when the predictor values are set to their means. 

[TABLE 3] 

All analyses were performed using STATA 14.2. 

3. RESULTS 

3.1. Which of the specific behaviours of doctor and patient are indicated by 

patients as most important? 

Overall, the distributions of four doctor and three patient PCVq factors were 

negatively skewed (index range: −0.55;−0.14), presented no floor effects (the 

frequencies of 1, “not important” anchor-point, are less than 1.5%), but moderate 

ceiling effects (range: 3–18%, “very important”). Three quarters of the patients 

highly valued the doctor factors: Treating the patient as a partner (mean = 3.3) and 

as a person (3.2) and Continuity of care (3.3). The last factor, Additional 

information, was less appreciated (2.7) and only a quarter of patients expressed a 

mean score higher than 3. The three patient factors tended to assume lower values: 

Being open and honest (3.2), Thoughtful planning (3.0) and Being prepared for the 

consultation (2.8) (Table 2, Total row). 

3.2. Are these preferences shared by all patients or are there differences 

according to specific socio-demographic profiles? 

The set of models (b) modulates the joint effects of individual patient characteristics 

on each factor (Table 3, Table 4). A parsimonious criterion in selecting the 

explanatory variables was adopted so that only the significant ones are included in 

the final models. The intermediate ANOVA explorations among patient subgroups 

are reported in Table 2B of Appendix B in Supplementary material. 

The final findings show that female gender was associated with a greater attributed 

importance to all the seven communication aspects. Suffering of a chronic condition 

promoted a positive orientation of patients towards Thoughtful planning, and Being 

treated as a partner and as a person by the doctor. Similar evaluations were 

expressed by low educated patients. Older more than younger patients value their 

Being prepared for the consultation, while younger patients seem to appreciate 

Additional information in terms of website information and leaflets. 

The heterogeneities of the phenomena investigated were mainly due to individual 

differences, as estimated by ICCs of “intercept only models” (range: 6–11%), which 

means that about one-tenth of variation is between countries. The contribution of our 

micro-level variables can explain only a small part of heterogeneity (pseudo-R
2
 of 

patient level range: 1–2%), even if the comparisons between “intercept only” (a) and 

“micro-info” (b) models, in terms of goodness of fit statistics, are always favourable 

to the latter. 

http://www.nivel.eu/


Mazzi, M.A., Rimondini, M., Zee, E. van, Boerma, W.G.W., Zimmermann, C., Bensing, J.M. Which 
patient and doctor behaviours make a medical consultation more effective from a patient point 
of view. Results from a European multicentre study in 31 countries. Patient Education and 
Counseling: 2018, 101(10), 1795-1803 
 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

3.3. Are cultural dimensions and environmental conditions relevant for 

explaining cross-national differences in patient preferences? 

Table 2 shows the distribution of the PCVq factors across Europe. As confirmed by 

the intra-class correlation coefficient (ICC), the heterogeneities among countries are 

moderate and vary from 11% (Patient preparation to the consultation) to 6% 

(Thoughtful planning). The mean values differ little between countries, although 

some cross-national differences become more important when interpreted using the 

original item scale scores. For instance, the Czech, Italian and Bulgarian patients 

gave the lowest scores to Being prepared for the consultation (mean values around 

2.3, corresponding to ‘somewhat important’) while the patients from Cyprus, Sweden 

and Spain gave the highest scores (3.0–3.3; corresponding to important). A similar 

trend can be observed for Additional information (ICC = 9%), to which Italy, Latvia, 

Belgium and the Czech Republic assigned least importance (mean values were 

around 2.3) compared to Turkey, Slovenia and Cyprus (close to 3.1). 

Moving to specific national characteristics the preliminary analyses, which explore 

the relationships among the macro-information and the seven PCVq factors (Table 

3B, Appendix B in Supplementary material), showed a generally weak correlation 

between PCVq factors and some Hofstede’s dimensions, which are: The Indulgence 

versus Restraint, Long term perspective and Individualism. The structure of 

healthcare systems, in particular the number of health workers, such as physicians, 

nurses and midwives, and health financing systems, marginally affects doctor and 

patient roles and responsibilities. The amount of health expenditure appeared not 

informative, with the exception of the positive relationship between expenditure per 

capita and the Open and honest patient role (Pearson correlation = 0.4). 

The joint effects of the macro-level information on the PCVq factors, which were 

explored using model (c), were confirmed for two of the Hofstede dimensions: 

Restraint (IVR) and Individualism (IDV). All doctor factors and the patient factor 

Openness were more positively evaluated in countries with a prevalently 

collectivistic culture; while the significant IVR coefficients confirm the effect of an 

indulgent society system on all seven PCVq factors (Table 3, Table 4). 

The overall contribution of the information at macro level (model c) is relevant, 

although modest, for two doctor factors, which are Patient as a partner and as a 

person (level two Pseudo R
2
 = 55% and 52%; explaining 5% and 8% of the total 

variance, respectively) and one patient factor, Open and honest (Pseudo R
2
 = 55%, 

corresponding to 6%). 

4. DISCUSSION AND CONCLUSIONS 

4.1. Discussion 

In the present study, European patients' preferences on seven aspects of doctor-

patient communication were assessed through the application of multilevel 

methodology. This approach enabled the joint exploration of the relationship 

between compositional differences, using explicative information both at individual 

and contextual level (within and between countries). To our knowledge, this 

represents an innovative contribution to the existing evidence, which until now has 

been based on studies where the impact of individual and contextual variables on 

patient preferences were explored separately through association measures or one 

level analysis of variance  [14,37]. 
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Our results reveal a cross-national and inter-individual appreciation of the doctors’ 

and patients’ responsibilities, as indicated by the ceiling effect shown in the Table 2, 

the low intra-class correlations and the small differences demonstrated by the 

regression models at both levels, contextual and individual. The factors assessed 

were patient generated – that is, they were derived from patients’ tips collected in 

focus groups   [38,39] – which, as confirmed in the sample of the present study, are 

well-founded. It is therefore reasonable to conclude that this set of roles and 

responsibilities of doctors and patients, which in the view of patients contribute to an 

effective consultation, represent a milestone for the development or adaptation of 

patient-generated European clinical guidelines and healthcare training programs. 

Special attention deserves the issue of reciprocal engagement and commitment of 

doctors and patients during the consultation. Participants attributed greater 

responsibility for an effective consultation to doctors; for example patients want to 

be recognized as partner but, at the same time, they attribute less importance to their 

own preparation to the consultation. It might be surprising that our results suggest 

that not all patients are willing to take an active role in the preliminary phase of the 

consultation. 

However, in the last few years, several studies have underlined how personal and 

cultural patient variables can modulate patient preferences regarding the degree of 

involvement  [9,40,41]. The impact of such variables on active preparation to the 

consultation has been confirmed by our regression model which identified gender, 

age and other contextual information as explanatory characteristics, suggesting 

caution in the implementation of this communication aspect to different settings and 

populations. A final reinforcement comes indirectly from a slight but potentially 

meaningful trend, which is that suffering from a chronic condition predisposes 

patients to invest more in the partnership and to assume a proactive attitude, 

embodied by their personal involvement in planning thoughtfully their contribution 

to the therapeutic process. Interestingly, patients show awareness that dealing with a 

long-lasting condition necessarily implies their concrete commitment to preserving 

their health, and that this role cannot be completely delegated to their healthcare 

providers. 

Although doctors’ contributions were ‘universally’ appreciated by the sample, one 

role ‘dealing with additional information’, gathered less consensus than the others. 

Using a receptionist as a filter, avoiding disturbances (i.e. telephone calls during the 

consultation), suggesting other sources of information (leaflets and website) were 

considered important but not among the priorities of the doctor. This implies that 

generally patients consider essential the achievement of the core functions of the 

consultation (i.e. being treated as a person, continuity of care etc.), and show a more 

tolerant attitude towards the use of filters and a lower interest in alternative sources 

of information and telephone interruptions. An exception to this trend is represented 

by younger patients who particularly valued the dimension ‘additional information’, 

probably because they are more familiar with alternative sources of information that 

triangulate the traditional dual model of doctor-patient communication, like e-

communication or web-based sources of support. Our results instead seem to confirm 

the findings of Dearden et al.  [42], who reported that only a few patients (18%) had 

negative feelings about interruptions while the majority had no problem in 

continuing the consultation after being interrupted. 
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Concerning the explicative power of the cultural and environmental characteristics 

selected in order to explain their influence on patients’ preferences, only two of the 

Hofstede dimensions proved to be partially informative: Indulgent vs Restrained and 

Individualistic vs Collectivistic. Participants who live in countries characterized by a 

more indulgent and collectivistic cultural background, for example Ireland and 

Iceland, appreciated doctor-patient roles and responsibilities more than those coming 

from nations such as Latvia and Italy, characterized by a more restrictive and 

individualistic cultural orientation. Indulgent societies are characterized by a positive 

and optimistic attitude towards life, active participation and perception of personal 

life control  [33]. It is reasonable to suppose that all these characteristics foster 

patients’ attitude to playing an active role in the management of their health and 

facilitate their engagement in the consultation, making them feel involved and co-

responsible for its effectiveness. 

The interpretation of the individualism/collectivism effect is less self-evident. 

Former studies have adopted this dimension as a framework for assessing cultural 

influences on communication  [13]; some of them suggested that an individualistic 

culture leads people to act on their own, make their own choices and refer to 

themselves as separate individual entities. In contrast, a collectivistic society relies 

on mutual interdependence  [43], where citizens are group- oriented and pursue the 

common interest. For this reason they might be more oriented towards a doctor-

patient partnership where both protagonists collaborate for the common goal of 

patients’ health and well-being. 

The explanatory variables of the present study were selected on the basis of the 

existing literature. However, their exploratory power proved to be limited, since only 

a minimal part of the moderate variance among countries and patients was explained. 

Future research should look for additional patient and contextual characteristics 

which might influence patient preferences. Examples of other potentially explicatory 

patient variables whose impact on communication has been checked by previous 

studies are personality traits (extra-introversion)  [44], state and trait anxiety  [45], 

trust  [46], attachment style  [47], and health literacy  [10,48]. Contextual 

characteristics could include for instance the accessibility, continuity of care, 

coordination with other levels of health care and comprehensiveness, which describe 

the quality of healthcare systems  [49,50]. 

4.2. Limitations and strengths 

The main strengths of this study are threefold: the involvement of patients as partners 

in the research process, the application of multilevel methodology in this setting and 

the sample size, which included almost all the European countries. 

Patients’ involvement in the development of the items and in the application of the 

questionnaire is in line with what has been advocated during the last decades by 

several sources who emphasized the importance of user involvement in clinical 

research  [51,52]. This effort is particularly valuable in a setting where often the 

definition of what is “patient-centered” is incongruently based on the indication 

given by a pool of experts, from which patients are excluded. 

The multilevel framework made it possible to quantify the effect of a set of 

contextual information measured at macro level, on some outcomes of interest 

measured at micro level. If on the one hand this represents an advantage, on the other 

hand it was hard to discern the appropriate information at the macro-level and to 

harmonize data coming from different sources, such as administrative and survey 
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datasets. Another potential limitation is that we targeted our contextual variables at 

the country level, thereby excluding from the analysis other potentially more 

explicative variables – in terms of micro-cultures – collectable at a lower level, like 

for example rural vs urban area  [53]. 

4.3. Conclusions 

Our results reveal a cross-national and inter-individual appreciation of doctors’ and 

patients’ responsibilities as defined by the PCVq. These might therefore represent a 

landmark for the development or the adaptation of patient-generated clinical 

guidelines and healthcare training programs for European countries. The 

implementation of some specific communication aspects, such as for example 

patients’ active participation in the consultation, has to be tuned according to some 

personal and contextual variables. Future studies might further explore the role 

played by contextual variables, which according to our results seems only partially 

explained by national differences. 

4.4. Practice implications 

This dataset might be the basis for the elaboration of guidelines for a more effective 

consultation. Rating scales assessing doctors’ communication style might also be 

developed on the basis of the PCVq factors. The material collected could also be 

included both in training programs for medical students and health providers and in 

seminars dedicated to patients themselves in order to encourage behaviours which 

from the patient perspective help to make the consultation more effective. The 

implementation of some specific communication aspects, such as for example 

patients’ active participation in the consultation, should be tuned according to some 

personal and contextual variables. 

Funding 

This article is based on the QUALICOPC (Quality and Costs of Primary Care in 

Europe) project, co- funded by the European Commission under the Seventh 

Framework Programme (FP7/2007-2013) under grant agreement 242141. 

Conflict of interest 

The authors have no potential conflict of interest related to the subject of the paper. 

Acknowledgements 

The authors would like to thank the partners from the QUALICOPC project for their 

role throughout the study and their coordination of the data collection: P. 

Groenewegen and W. Schäfer (coordinating team NIVEL, the Netherlands), J. De 

Maeseneer, E. De Ryck, L. Hanssens, A. Van Pottelberge, S. Willems (Belgium), G. 

Capitani, S. De Rosis, A.M. Murante, S. Nuti, C. Seghieri, M. Vainieri (Italy) and C. 

Sirdifield, N. Siriwardena (UK). The authors would also like to thank all persons 

who have supported the national coordinators in the data collection in their countries. 

The authors are grateful to Marta Garcia-Granero (University of Navarra, Spain) for 

providing the Stata routine ordinal alpha. 

APPENDIX A. SUPPLEMENTARY DATA 

The following are Supplementary data to this article: 

 

http://www.nivel.eu/


Mazzi, M.A., Rimondini, M., Zee, E. van, Boerma, W.G.W., Zimmermann, C., Bensing, J.M. Which 
patient and doctor behaviours make a medical consultation more effective from a patient point 
of view. Results from a European multicentre study in 31 countries. Patient Education and 
Counseling: 2018, 101(10), 1795-1803 
 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

REFERENCES 

 
[1] A.W. David Tuckett, Mary Boulton, Coral Olson, Meetings Between Experts: An Approach 

to Sharing Ideas in Medical Consultations, Routledge, London, 1985. 
 [2] S. Cheraghi-Sohi, P. Bower, N. Mead, R. McDonald, D. Whalley, M. Roland, What are 

the key attributes of primary care for patients? Building a conceptual “map” of patient 
preferences, Health Expect. 9 (2006) 275–284, doi:http://dx. doi.org/10.1111/j.1369-
7625.2006.00395.x. 

 [3] M.A. Mazzi, M. Rimondini, W.G.W. Boerma, C. Zimmermann, J.M. Bensing, How 
patients would like to improve medical consultations: insights from a multicentre European 
study, Patient Educ. Couns. 99 (2016), doi:http://dx.doi. org/10.1016/j.pec.2015.08.009. 

[4] D.J. Kiesler, S.M. Auerbach, Optimal matches of patient preferences for information, 
decision-making and interpersonal behavior: evidence, models and interventions, Patient 
Educ. Couns. 61 (2006) 319–341, doi:http://dx.doi. org/10.1016/j.pec.2005.08.002. 

 [5] R.L. Street, P. Haidet, How well do doctors know their patients? Factors affecting 
physician understanding of patients’ health beliefs, J. Gen. Intern. Med. 26 (2011) 21–27, 
doi:http://dx.doi.org/10.1007/s11606-010-1453-3. 

 [6] K. Cox, N. Britten, R. Hooper, P. White, Patients’ involvement in decisions about 
medicines: GPs’ perceptions of their preferences, Br J. Gen. Pract. 57 (2007) 777–784. 

 [7] B. Mavis, P. Vasilenko, R. Schnuth, J. Marshall, M.C. Jeffs, Female patients’ preferences 
related to interpersonal communications, clinical competence, and gender when selecting a 
physician, Acad. Med. 80 (2005) 1159–1165, doi: http://dx.doi.org/10.1097/00001888-
200512000-00022. 

 [8] S. Willems, S. De Maesschalck, M. Deveugele, A. Derese, J. De Maeseneer, Socio-
economic status of the patient and doctor-patient communication: does it make a 
difference? Patient Educ. Couns. 56 (2005) 139–146, doi:http://dx.doi. 
org/10.1016/j.pec.2004.02.011. 

 [9] J.E. DeVoe, L.S. Wallace, G.E. Fryer, Measuring patients’ perceptions of communication 
with healthcare providers: do differences in demographic and socioeconomic 
characteristics matter? Health Expect. 12 (2009) 70–80, 
doi:http://dx.doi.org/10.1111/j.1369-7625.2008.00516.x. 

 [10] L.A. Cohen, A.J. Bonito, C. Eicheldinger, R.J. Manski, R.R. Edwards, N. Khanna, 
Health literacy impact on patient-provider interactions involving the treatment of dental 
problems, J. Dent. Educ. 75 (2011) 1218–1224 75/9/1218 

 [pii]. 
 [11] S. Macintyre, A. Ellaway, S. Cummins, Place effects on health: how can we 

conceptualise, operationalise and measure them? Soc. Sci. Med. 55 (2002) 125–139. 
 [12] R. Eckersley, Beyond inequality: acknowledging the complexity of social determinants 

of health, Soc. Sci. Med. 147 (2015) 121–125, doi:http://dx.doi. 
org/10.1016/j.socscimed.2015.10.052. 

 [13] B.C. Schouten, L. Meeuwesen, Cultural differences in medical communication: a review 
of the literature, Patient Educ. Couns. 64 (2006) 21–34, doi:http://dx. 
doi.org/10.1016/j.pec.2005.11.014. 

 [14] L. Meeuwesen, A. van den Brink-Muinen, G. Hofstede, Can dimensions of national 
culture predict cross-national differences in medical communication? Patient Educ. Couns. 
75 (2009) 58–66, doi:http://dx.doi.org/ 10.1016/j.pec.2008.09.015. 

 [15] J.P. Mackenbach, Cultural values and population health: a quantitative analysis of 
variations in cultural values, health behaviours and health outcomes among 42 European 
countries, Health Place 28 (2014) 116–132, doi:http://dx.doi.org/ 
10.1016/j.healthplace.2014.04.004. 

 [16] A. van den Brink-Muinen, P.F. Verhaak, J.M. Bensing, O. Bahrs, M. Deveugele, L. 
Gask, F. Leiva, N. Mead, V. Messerli, L. Oppizzi, M. Peltenburg, A. Perez, Doctor- patient 
communication in different European health care systems: relevance and performance 
from the patients’ perspective, Patient Educ. Couns. 39 (2000) 115–127, 
doi:http://dx.doi.org/10.1016/S0738-3991(99)00098-1. 

 [17] A. van den Brink-Muinen, P.F.M. Verhaak, J.M. Bensing, O. Bahrs, M. Deveugele, L. 
Gask, N. Mead, F. Leiva-Fernandez, A. Perez, V. Messerli, L. Oppizzi, M. Peltenburg, 

http://www.nivel.eu/


Mazzi, M.A., Rimondini, M., Zee, E. van, Boerma, W.G.W., Zimmermann, C., Bensing, J.M. Which 
patient and doctor behaviours make a medical consultation more effective from a patient point 
of view. Results from a European multicentre study in 31 countries. Patient Education and 
Counseling: 2018, 101(10), 1795-1803 
 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

Communication in general practice: differences between European countries, Fam. Pract. 
20 (2003) 478–485, doi:http://dx.doi.org/ 10.1093/fampra/cmg426. 

 [18] E.M. Zantinge, P.F.M. Verhaak, D.H. de Bakker, J.J. Kerssens, K. van der Meer, J.M. 
Bensing, The workload of general practitioners does not affect their awareness of patients’ 
psychological problems, Patient Educ. Couns. 67 (2007) 93–99, doi: 
http://dx.doi.org/10.1016/j.pec.2007.02.006. 

 [19] W. Veldhuijzen, P.M. Ram, T. van der Weijden, C.P.M. van der Vleuten, 
Communication guidelines as a learning tool: an exploration of user preferences in general 
practice, Patient Educ. Couns. 90 (2013) 213–219, doi: 
http://dx.doi.org/10.1016/j.pec.2012.10.002. 

 [20] F. Dwamena, M. Holmes-Rovner, C.M. Gaulden, S. Jorgenson, G. Sadigh, A. Sikorskii, 
S. Lewin, R.C. Smith, J. Coffey, A. Olomu, Interventions for providers to promote a patient-
centred approach in clinical consultations, Cochrane Database Syst. Rev. 12 (2012), 
doi:http://dx.doi.org/10.1002/14651858. CD003267.pub2 CD003267. 

 [21] A. Boissy, A.K. Windover, D. Bokar, M. Karafa, K. Neuendorf, R.M. Frankel, J. Merlino, 
M.B. Rothberg, Communication skills training for physicians improves patient satisfaction, 
J. Gen. Intern. Med. (2016) 1–7, doi:http://dx.doi. org/10.1007/s11606-016-3597-2. 

 [22] L.A. Shay, L. Dumenci, L.A. Siminoff, S.A. Flocke, J.E. Lafata, Factors associated with 
patient reports of positive physician relational communication, Patient Educ. Couns. 89 
(2012) 96–101, doi:http://dx.doi.org/10.1016/j. pec.2012.04.003. 

 [23] W. La Schafer, W.G. Boerma, D.S. Kringos, J. De Maeseneer, S. Gress, S. 
Heinemann, D. Rotar-Pavlic, C. Seghieri, I. Svab, M.J. Van den Berg, M. Vainieri, G.P. 
Westert, S. Willems, P.P. Groenewegen, Study protocol: QUALICOPC, a multi-country 
study evaluating quality, costs and equity in primary care, BMC Fam. Pract. 12 (2011) 115, 
doi:http://dx.doi.org/10.1186/1471-2296-12-115. 

 [24] P.P. Groenewegen, S. Greß, W. Schäfer, General practitioners’ participation in a large, 
multicountry combined general practitioner-patient survey: recruitment procedures and 
participation rate, Int. J. Fam. Med. 2016 (2016) 4929432, 
doi:http://dx.doi.org/10.1155/2016/4929432. 

 [25] S. De Rosis, C. Seghieri, Basic ICT adoption and use by general practitioners: an 
analysis of primary care systems in 31 European countries, BMC Med. Inf. Decis. Mak. 15 
(2015) 70, doi:http://dx.doi.org/10.1186/s12911-015-0185-z. 

 [26] L.G.M. Hanssens, J.D.J. Detollenaere, A. Van Pottelberge, S. Baert, S.J.T. Willems, 
Perceived discrimination in primary healthcare in Europe: evidence from the cross-
sectional QUALICOPC study, Health Soc. Care Commun. (2016), doi: 
http://dx.doi.org/10.1111/hsc.12353. 

 [27] D.R. Pavli9c, M. Sever, Z. Klemenc-Ketiš, I. Švab, Process quality indicators in family 
medicine: results of an international comparison, BMC Fam. Pract. 16 (2015) 172, 
doi:http://dx.doi.org/10.1186/s12875-015-0386-7. 

 [28] J. Rumball-Smith, W.P. Wodchis, A. Koné, T. Kenealy, J. Barnsley, T. Ashton, Under 
the same roof: co-location of practitioners within primary care is associated with specialized 
chronic care management, BMC Fam. Pract. 15 (2014) 149, 
doi:http://dx.doi.org/10.1186/1471-2296-15-149. 

 [29] T. van Loenen, M.J. van den Berg, M.J. Faber, G.P. Westert, Propensity to seek 
healthcare in different healthcare systems: analysis of patient data in 34 countries, BMC 
Health Serv. Res. 15 (2015) 465, doi:http://dx.doi.org/10.1186/ s12913-015-1119-2. 

 [30] A.M. Gadermann, M. Guhn, B.D. Zumbo, Estimating ordinal reliability for Likert-type 
and ordinal item response data: a conceptual, empirical, and practical guide, Pract. 
Assess. Res. Eval. 17 (2012) 1–13. http://pareonline.net/ getvn.asp?v=17&n=3. 

 [31] The World Bank, Worldbank2.15healthSystem.htm, Health Nutr. Popul. Stat. (2016). 
(Accessed 14 April 2016) http://databank.worldbank.org/data/reports. 
aspx?source=Health%20Nutrition%20and%20Population%20Statistics#. 

 [32] D.S. Kringos, W.G.W. Boerma, J. van der Zee, P.P. Groenewegen, Political, cultural 
and economic foundations of primary care in Europe, Soc. Sci. Med. 99 (2013) 9–17, 
doi:http://dx.doi.org/10.1016/j.socscimed.2013.09.017. 

 [33] G. Hofstede, G.J. Hofstede, M. Minkov, 3rd ed., Cultures and Organizations, Software 
of the Mind: Intercultural Cooperation and Its Importance for Survival, vol. 1, McGraw Hill, 
2010, pp. 279, doi:http://dx.doi.org/10.1016/j. cede.2012.04.002. 

http://www.nivel.eu/


Mazzi, M.A., Rimondini, M., Zee, E. van, Boerma, W.G.W., Zimmermann, C., Bensing, J.M. Which 
patient and doctor behaviours make a medical consultation more effective from a patient point 
of view. Results from a European multicentre study in 31 countries. Patient Education and 
Counseling: 2018, 101(10), 1795-1803 
 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

 [34] B. McSweeney, Hofstede’s model of national cultural differences and their 
consequences: a triumph of faith—a failure of analysis, Hum. Relat. 55 (2002) 89–118, 
doi:http://dx.doi.org/10.1177/0018726702551004. 

 [35] J. Merlo, M. Yang, B. Chaix, J. Lynch, L. Råstam, A brief conceptual tutorial on 
multilevel analysis in social epidemiology: investigating contextual phenomena in different 
groups of people, J. Epidemiol. Commun. Health 59 (2005) 729–736, 
doi:http://dx.doi.org/10.1136/jech.2004.023929. 

 [36] T.A.B. Snijders, R.J. Bosker, Multilevel Analysis: An Introduction To Basic And 
Advanced Multilevel Modeling, SAGE Publications Ldt, London, 1999. 

 [37] B.C. Schouten, L. Meeuwesen, F. Tromp, H.A.M. Harmsen, Cultural diversity in patient 
participation: the influence of patients’ characteristics and doctors’ communicative 
behaviour, Patient Educ. Couns. 67 (2007) 214–223, doi:http:// 
dx.doi.org/10.1016/j.pec.2007.03.018. 

 [38] J.M. Bensing, M. Deveugele, F. Moretti, I. Fletcher, L. van Vliet, M. Van Bogaert, M. 
Rimondini, How to make the medical consultation more successful from a patient’s 
perspective? Tips for doctors and patients from lay people in the United Kingdom, Italy, 
Belgium and the Netherlands, Patient Educ. Couns. 84 (2011) 287–293, 
doi:http://dx.doi.org/10.1016/j.pec.2011.06.008. 

 [39] M.A. Mazzi, M. Rimondini, M. Deveugele, C. Zimmermann, F. Moretti, L. van Vliet, G. 
Deledda, I. Fletcher, J. Bensing, What do people appreciate in physicians’ communication? 
An international study with focus groups using videotaped medical consultations, Health 
Expect. 18 (2015), doi:http://dx.doi. org/10.1111/hex.12097. 

 [40] E. Tambuyzer, C. Van Audenhove, Is Perceived patient involvement in mental health 
care associated with satisfaction and empowerment? Health Expect. 18 (2015) 516–526, 
doi:http://dx.doi.org/10.1111/hex.12052. 

 [41] A. Delgado, L. Andrés López-Fernández, J. de Dios Luna, N. Gil, M. Jiménez, A. Puga, 
Patient expectations are not always the same, J. Epidemiol. Commun. Health 62 (2008) 
427–434, doi:http://dx.doi.org/10.1136/ jech.2007.060095. 

 [42] A. Dearden, M. Smithers, A. Thapar, Interruptions during general practice 
consultations—the patients’ view, Fam. Pract. 13 (1996) 166–169. 

 [43] H.R. Markus, S. Kitayama, Culture and the self: implications for cognition, emotion, and 
motivation, Psychol. Rev. 98 (1991) 224–253, doi:http://dx.doi. org/10.1037/0033-
295X.98.2.224. 

 [44] K.E. Flynn, M.A. Smith, Personality and health care decision-making style, J. Gerontol. 
62 (2007) P261–P267 doi:62/5/P261 

 [pii]. 
 [45] E. Giroldi, W. Veldhuijzen, A. Mannaerts, T. van der Weijden, F. Bareman, C. van der 

Vleuten, Doctor, please tell me it’s nothing serious”: an exploration of patients’ worrying 
and reassuring cognitions using stimulated recall interviews, BMC Fam. Pract. 15 (2014) 
73, doi:http://dx.doi.org/10.1186/1471- 2296-15-73. 

 [46] A.L. Camerini, P.J. Schulz, Patients’ need for information provision and perceived 
participation in decision making in doctor-patient consultation: micro-cultural differences 
between French- and Italian-speaking Switzerland, Patient Educ. Couns. 99 (2016) 462–
469, doi:http://dx.doi.org/10.1016/j. pec.2015.10.018. 

 [47] L.M. Hooper, S. Tomek, D. Roter, K.A. Carson, G. Mugoya, L.A. Cooper, Depression, 
patient characteristics, and attachment style: correlates and mediators of medication 
treatment adherence in a racially diverse primary care sample, Prim. Health Care Res. 
Dev. 17 (2016) 184–197, doi:http://dx.doi. org/10.1017/S1463423615000365. 

 [48] L. McCormack, T. Veronica, M.A. Lewis, R. Rudd, Improving low health literacy and 
patient engagement: a social ecological approach, Patient Educ. Couns. 100 (2017) 8–13, 
doi:http://dx.doi.org/10.1016/j.pec.2016.07.007. 

 [49] J.L. Haggerty, R. Pineault, M.D. Beaulieu, Y. Brunelle, J. Gauthier, F. Goulet, J. 
Rodrigue, Practice features associated with patient-reported accessibility, 

continuity, and coordination of primary health care, Ann. Fam. Med. 6 (2008) 116–123, 
doi:http://dx.doi.org/10.1370/afm.802. 

 [50] D.S. Kringos, W.G.W. Boerma, Y. Bourgueil, T. Cartier, T. Hasvold, A. Hutchinson, M. 
Lember, M. Oleszczyk, D.R. Pavlic, I. Svab, P. Tedeschi, A. Wilson, A. Windak, T. Dedeu, 

http://www.nivel.eu/


Mazzi, M.A., Rimondini, M., Zee, E. van, Boerma, W.G.W., Zimmermann, C., Bensing, J.M. Which 
patient and doctor behaviours make a medical consultation more effective from a patient point 
of view. Results from a European multicentre study in 31 countries. Patient Education and 
Counseling: 2018, 101(10), 1795-1803 
 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

S. Wilm, The European primary care monitor: structure, process and outcome indicators, 
BMC Fam. Pract. 11 (2010) 81, doi:http://dx.doi.org/ 10.1186/1471-2296-11-81. 

 [51] J. Royle, S. Oliver, Consumers are helping to prioritise research, BMJ 323 (2001) 48–
49. 

 [52] K. Staley, Exploring Impact: Public Involvement in NHS, Public Health and Social Care 
Research, (2009) . http://www.invo.org.uk/wp-content/uploads/ 
2011/11/Involve_Exploring_Impactfinal28.10.09.pdf. 

 [53] L.S. Wallace, J.E. DeVoe, I.M. Bennett, S.E. Roskos, G.E. Fryer, Perceptions of 
healthcare providers’ communication skills: do they differ between urban and non-urban 
residents? Health Place 14 (2008) 653–660, doi:http://dx.doi.org/ 
10.1016/j.healthplace.2007.10.010. 

 

TABLES 

 
Table 1. Characteristics of patient participants (N = 6049). 

Socio-demo and clinical characteristics* N % 

Gender: female 3714 62% 

Age: mean (sd) 49 (17) 

18–29 834 14% 

30–49 2281 38% 

50–69 2099 34% 

> 70 788 13% 

Living: alone 1019 17% 

with adults and children 1996 33% 

only adults 2721 46% 

Only children 231 4% 

Education: pre-primary 1407 23% 

upper secondary 2514 42% 

post-secondary 2061 34% 

Occupation: employed 3389 55% 

Retired 1416 23% 

Unemployed 551 9% 

homeworker 409 7% 

Other 345 6% 

Birth place: this country 5607 93% 

Another Eu country 197 3% 

Outside EU 213 4% 

Health: very good 863 14% 

Good 2945 49% 

Fair or poor 2135 35% 

Chronic disease 2638 44% 

*1% missing values. 
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