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Abstract
Under-treatment of pain is a worldwide problem. We examine how often pain was addressed and
the factors that influence how much time was spent on treating pain.

We analyzed 385 videotapes of routine office visits in several primary care practices in the
Southwest and Midwest regions of the United States. We coded the visit contents and the time
spent on pain and other topics. Logistic regression and survival analyses examined the effects of
time constraint, physician’s supportiveness, patient’s health, and demographic concordance. We
found that discussion of pain occurred in 48% of visits. A median of 2.3 minutes was spent on
addressing pain. The level of pain, physician’s supportiveness, and gender concordance were
significantly associated with the odds of having a pain discussion. Time constraints and racial
concordance significantly influenced the length of discussion.

We conclude that despite repeated calls for addressing under-treatment for pain, only a limited
amount of time is used to address pain among elderly patients. This phenomenon could contribute
to the under-treatment of pain.

Keywords
chronic pain; under-treatment; elderly; primary care; videotape

INTRODUCTION
Chronic pain is a persistent, life-altering condition with significant health and quality-of-life
connections and socioeconomic implications (Green et al., 2003; McNeill, 2003). Poorly

© 2011 European Federation of Chapters of the International Association for the Study of Pain. Published by Elsevier Ltd. All rights
reserved.
Corresponding author: Ming Tai-Seale, PhD, MPH, Palo Alto Medical Foundation Research Institute, Ames Building, 795 El Camino
Real, Palo Alto, CA 94301-2302, Phone: 1-650-853-4779, Fax: 650-853-4835, tai-sealem@pamfri.org.
Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Eur J Pain. Author manuscript; available in PMC 2012 November 1.

Published in final edited form as:
Eur J Pain. 2011 November ; 15(10): 1087.e1–1087.e8. doi:10.1016/j.ejpain.2011.06.012.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



treated pain has significant consequences, including physical disability, long term
impairments, and emotional disorders such as depression (Lavasky-Shulan et al., 1985; Reid
et al., 2003). Under-treatment and under-recognition of pain are well-documented with an
emerging literature verifying wide variations in chronic pain care across healthcare settings
and among racial and ethnic groups (Todd et al., 1993; Luggen, 1998; Vallerand and
Polomano, 2000; Bonham, 2001; Green et al., 2003; Wojtasiewicz, 2006). Despite
imperatives directed towards improvement of pain treatment and national and international
calls for open and accurate dissemination of pain amelioration, under-treatment of pain
remains a serious problem in the United States (American Association of Hospice &
Palliative Medicine (AAHPM), 2002) and Europe (Müller-Schwefe et al., 2011).

The apparent gap between best practice guidelines and the actual practice of pain
management urged us to look for barriers to provision of guideline-concordant services. We
have identified from the literature three main barriers. The first relates to reluctance to
discuss chronic pain, which is attributed in part to patients’ tendency to accept pain as a
natural, “to be expected,” or an inevitable consequence of aging or disease as well as
aversion to be labeled as a ―complainer‖ (McNeill, 2003; Pautex, 2006). Unwarranted fears
of addiction and side effects were additional patient concerns. These concerns and
misunderstandings resulted in patients’ reluctance to report pain or comply with a pain
treatment regimen that involves opioid medication (Ward et al., 1993; Ward and Gatwood,
1994).

The second barrier is attributable to gender and racial disparities. Review of medical records
from post-appendectomy operation patients revealed that female patients were given
significantly lower initial doses of opioid analgesics than male patients (McDonald, 1994).
A study of end-of-life pain management found that minority patients were much less likely
to receive analgesics (Bernabei et al., 1998). Physicians’ perceptions about minority patients
and drug-seeking behavior has also been suggested to attribute to the withholding of narcotic
pain relief among minority patients with long-bone fractures (Martin, 2000).

The third barrier could be due to the so-called interpersonal hot-cold empathy gap that
occurs when one tries to make sense of the behavior of another who is in an affective state
different from one’s own (Loewenstein, 2005). Unless physicians are able to share the pain
of others, physicians who medicate for pain are in a relatively cold, pain-free state, treating
patients who are in a hot state of pain, which could result in underappreciation of patients’
pain and hence undertreat it (Loewenstein, 2005). Thus it is important to have patients alert
physicians to their pain concerns.

We aim to examine the effects of the above-mentioned barriers on whether pain is discussed
and the amount of time spent addressing pain during routine office visits. We are aware of
one study reporting the use of direct observation to study patient-physician interaction with
respect to the treatment of cancer pain (Street, 2010), and another study on the content of
primary care visits for back pain (Turner et al., 1998).

METHODS
Conceptual Framework

We apply an ecological approach to communication in medical encounters (Street, 2003;
Aita et al., 2005) with the Institute of Medicine’s definition of health disparities (Institute of
Medicine, 2003) as our conceptual framework for this research. The ecological approach
proposes that what unfolds during the interaction is a function of the complex interplay of
multiple physician, patient, and contextual factors. The primary context within which
physician-patient interactions occurs is the interpersonal context. That is, what unfolds
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during the encounter depends on the interactants’ goals, perceptions, and communicative
skills and on how they coordinate their respective contributions to move the interaction
forward. Other elements of context are important (e.g., culture, organizational, media) but
only to the extent that they affect interpersonal communication processes. In this study, we
focus on three main sources of potential influence on the way physicians and elderly patients
discuss pain—the patients’ characteristics (demographic and health status), physician
demographic characteristics and supportiveness in communication style (Teresi et al., 2005),
and the relational history between physician and patient (length in year(s) patient has seen
the physician).

First, variability in physician-patient communication about pain may be uniquely related to
the patients’ characteristics and health status. For example, advanced age was associated
with progressively lower probability of receiving analgesics for pain (Bernabei et al., 1998).
Further, African Americans and other minorities were less likely to receive treatment for
pain (Bernabei et al., 1998). Unique variation related to the extent to which patient
characteristics and health status are discussed in these consultations may be due to one of
two factors. One important factor is that, physicians may assume that pain is a more salient
issue for certain patients (e.g., women, white patient) and thus will be more likely to initiate
discussion of pain with these patients. If this is the case, this suggests evidence of either bias
or presumption about the needs of some patients relative to others (Institute of Medicine,
2003). The second important consideration is that, variability in talk about pain may be a
function of patient initiative to bring up the discussion, which may be associated with patient
characteristics. For example, a patient who is experiencing pain is more likely to bring up
the topic than one who is not. Therefore, we can expect that the severity of pain – measured
by SF36 bodily pain scale (McHorney et al., 1994) – to be associated with the likelihood
that a discussion about pain may occur during an office visit as well as the amount of time
spent on that. Further, some patients may initiate discussion of pain because they are
generally more inclined to be actively involved in expressing their opinions, questions, and
concerns. These include patients who are more educated (Arora and McHorney, 2000; Street
et al., 2005), white (Siminoff et al., 2006; Wiltshire et al., 2006), and female (Street et al.,
1993; Hall and Roter, 1995).

Second, how a physician discusses pain with a patient may be related to the physician’s
style, which can be related to the physician’s demographic characteristics. In addition,
behavioral manifestation of being supportive of patients could be related to empathy. We
expect that communications between more supportive physicians and their patients
experiencing pain would have less hot-cold empathy gap (Loewenstein, 2005). All else
being the same, we expect that physicians who are generally more supportive of their
patients through their verbal and non-verbal behaviors during office visits to be more likely
to address pain.

Finally, the relational history between physician and patient may influence discussion of
pain. The length of the patient-physician relationship is sometimes referred to as continuity
of care, measured by the number of years the patient had seen the physician (Waitzkin,
1985). We hypothesized that a long relationship may affect the chance that pain would be
discussed and the length of time spent on discussing pain.

Empirical Analysis
This paper analyzes videotapes containing physician-elderly patient communications on pain
management based on a convenience sample of office-based physicians and their older
patients (Cook, 2002). The aim of the original study was to test the Assessment of Doctor-
Elderly Patient Transactions (ADEPT) system and to examine the relationship between
physician communication behavior and patient outcomes (Cook, 2002). The medical

Tai-Seale et al. Page 3

Eur J Pain. Author manuscript; available in PMC 2012 November 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



practices included an academic medical group in the Southwest, a private managed care
group in a Midwest suburb, and a number of fee-for-service solo practitioners in a
Midwestern inner city in the United States. Only elderly patients were recruited due to the
focus of the original study on the elderly population (Cook, 2002). Physicians and patients
were informed that the videotapes would be used to study and improve patient-physician
interaction, and that they would be archived for use by future researchers. Written informed
consent was obtained from all participants involved in this study. All relevant institutional
review boards approved the research protocol.

The recruitment effort resulted in a sample of 35 physicians, all of whom had completed
their training at the time of the initial study. The focus of the study was mainly on primary
care physicians which includes family medicine and internal medicine in the US. Among the
physicians who participated in the study, 63% were internists, 29% were family
practitioners, and 9% were in geriatrics and palliative medicine. Also, eligible patients were
at least 65 years of age, identified the participating physician as their usual source of care,
and prior to recorded interviews provided informed consent in accordance with the
Institutional Review Board approved protocol. Patients participating in the study were
identified from their primary care physicians’ patient panels, however, patients’ experience
with pain was not a factor in their selection. When these patients came to the participating
clinic for a visit, regardless of the nature of the visit (e.g., acute upper respiratory infection,
routine checkup for diabetes), they were invited to participate in the study. If they expressed
willingness to participate, informed consent was obtained and their visits were taped. Tapes
with poor audio or video quality were excluded. As a result, we retained 385 videotaped
visits. Nineteen of the visits were multiple visits between a few patient-physician dyads.
Sensitivity analyses excluding these visits obtained similar results as the full sample. The
analyses are based on all 385 visits.

Videotape Coding
Videotaped visits were coded to identify topics, determine talk time, and analyze the
dynamics of talk. Coders were unaware of the purpose of this study. Further, several steps
were taken to prevent coder drift and ensure reliability. Details on coding and assurance of
reliability have been provided elsewhere (Tai-Seale et al., 2007).

Identifying Topics
We identified topics with an adapted multidimensional interaction analysis (MDIA) system,
which codes an interaction directly from an audio- or video-recording of the visit based on
topics sequentially introduced by patient or physician (Charon et al., 1994). Coders first
carefully reviewed the entire video to determine the nature and number of topics raised. A
topic was regarded as an issue that required a specific response by either party (Charon et
al., 1994). We identified 36 mutually exclusive topics pertaining to six major content areas:
biomedical, mental health, personal habits, psychosocial issues, patient-physician
relationship, or other topics. Table 1 provides the list of major content areas and topics
within each area. Figure 1 illustrates the conversation flow in a sequential topic map of one
visit and the grouping of discussions into topics.

Talk Time, Topic Length, and Dynamics
The unit of analysis was topic. Talk time was the length of time a person spoke on a topic.
Each person’s talking time before the other started talking was recorded and then summed to
form the total length of time each person spoke. Topic length was measured by the total time
– either in talking or in silence as long as both parties were in the room – elapsed between
the beginning and the end of all instances of a topic. Further, if they went back to a topic
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later in the encounter, that discussion would be counted as an additional instance of the same
topic that had been initiated earlier.

Supportiveness of Physician
The original study developed factor scales based on coding of the video recordings (Cook,
2002). Through factor analysis, several scales were formed. We use one of them that
measures supportiveness of the physician based on our hypothesis that more supportive
physicians may have smaller hot-cold empathy gaps with their patients and that they would
be more likely to address patients’ pain as well as create communicative environments that
encourage patient expressions of concerns. Items in that scale included the following:
physician touches patient, expresses emotion, elicits patient’s feelings, gives support to the
concerns of patient, makes empathic statements, and expresses compassion for patient’s
difficult situation. The pattern matrix coefficients ranged from .22 to .70 for the factor, with
about two thirds of the items with correlations of .40 and above. Most items related to the
way in which the physician elicited information about the patient’s needs. Details on the
development and psychometric properties of the factor have been reported elsewhere (Teresi
et al., 2005).

Survey Data
Prior to the visit, patients were surveyed for demographics and the purpose of the visit.
Following the taping of the visit, patients were given the SF-36 (Ware et al., 1995).
Physicians completed the sociodemographic survey at the beginning of the study. Physicians
were not informed of the patient’s SF36 bodily pain results nor did they have access to
patient survey data. Racial and gender concordance variables measure the potential of racial,
gender- and age-based disparities. We also explored the role of age concordance because of
its potential to approximate empathy gap, with the assumption that individuals with similar
ages may have similar experiences with pain and illness events.

Empirical Approach
We used a logit regression model to examine the probability of having a discussion on pain
during a patient visit. The right hand side variables included the following: patient
characteristics: SF36 bodily pain scale, (Bertakis et al., 1993; McHorney et al., 1994;
Bertakis et al., 2004), education (whether patient had more than high school education)
(Waitzkin, 1985); physician characteristics: specialty (family medicine versus other), years
in medical practice, and supportiveness (Teresi et al., 2005); demographic concordances as
measured by gender, race, and age concordance. Age concordance was defined as 1 if the
age difference between patient and physician was less than or equal to 10 years. We also
controlled for the presence of patient’s companion and the years of patient-physician
relationship (Waitzkin, 1985).

A survival model analyzed the likelihood that the pain topic would end, given its initiation
and time spent on it. To test duration dependence, we used the Weibull proportional hazard
function (Cleves et al., 2004). This approach allows the analysis of the influence of changes
in key explanatory variables on length of time spent on a pain topic in a visit (Tai-Seale et
al., 2007). In addition to the right hand side variables used in the logit model, we also
included some topic-level variables in the survival model. To test the effect of time
constraints, we introduced several variables for the order in which the pain topic was
initiated during the visit. Assuming that the time constraint was lowest for the first topic in a
visit, we used that as the control variable. Three binary variables captured whether a topic
was the second or third topic, the 4th to 6th topic, or the 7th or higher topic, respectively. To
account for patient initiative, we used a binary variable for patient-initiated topics. We also
included a variable for the number of instances in a topic.
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RESULTS
Table 2 shows the characteristics of study populations and descriptive information on visits
and pain topics. The average age of patients was 74 years (minimum, 65; maximum, 91).
Sixty-six percent of patients were female, and 80% were white. Regarding racial
concordance, 79% of the patient-physician pairs were both white; 9%, white physicians and
non-white patients; 2%, non-white physicians and white patients, and 10%, non-white
patients and physicians. Regarding gender matching, 49% of the dyads contained a male
physician and female patient; only 4% had a female physician and a male patient. Of
physician-patient dyads, 18% were both females; 29%, both males. Of the dyads, 15% were
age concordant, i.e., the patient and physician were within 10 years of each other’s age.
Patient companions were present in 20% of the visits. Forty-three percent of the patients had
at least high school education, and 26% of the physicians were in family medicine.

Due to the skewness of the distributions of the time variables, we report their median values.
The median length of visit was 15.7 minutes. The average number of topics in a visit was
6.5 (median, 6; minimum, 1; maximum, 12). The median length of discussion on pain was
2.3 minutes; average, 3.4 minutes (standard deviation, 3 minutes, minimum, 6 seconds;
maximum, 15.4 minutes). The median length of physician’s talk time was 0.8 of a minute
(average, 1.5 minutes). The median length of patient’s talk time on pain was 1 minute
(mean, 1.48 minutes). A large proportion of visits contained discussions of pain. Of 385
visits, 48% involved at least one discussion of pain: 139 visits contained one pain topic, 38
visits had two pain topics, and 7 visits had three pain topics. The multiple pain topics
involved pain in different locations in the body, e.g., shoulder, abdominal, and knee. Patients
initiated 55% of the discussions on pain. Of all pain discussions, 24% occurred as the first
topic of the visit, 31% as the 2nd or 3rd topic, 31% as the 4th, or 5th, or 6th topic, and 14% as
the 7th or later topic. The average value of the supportiveness scale was 41 (minimum, 16;
maximum, 71; s.d., 8). Bivariate analyses revealed that, on average, visits with at least one
pain topic lasted significantly longer (19 minutes) than visits without any pain topic (16
minutes, p<0.01) (not tabulated).

Results from the logit regression and duration model analysis are shown in Table 3. At the
conventional statistical significance level, only three factors were significantly associated
with the odds of having a discussion about pain: physician’s supportiveness, gender
concordance, and the severity of pain patient was experiencing measured by the SF36 bodily
pain scale. An incremental increase in the supportiveness scale was associated with a 3%
higher likelihood of having a discussion on pain. Dyads with different gender were 64%
more likely than dyads with same gender to have a discussion about pain (p<0.05). Less
suffering from bodily pain (higher SF36 bodily pain score) was associated with a slightly
lower odds (OR=0.97, p<0.05) of having a pain discussion.

The duration analysis model illustrated, given an occurrence of a discussion about pain, the
factors associated with the length of the discussion. We present both hazard ratios and the
percent age differences calculated from the hazard ratios. The conversion from hazard ratios
to percent differences was delineated elsewhere. The results reveal that time constraints
were significantly associated with the length of discussion. Compared with pain topics that
were the first topic of the visit when time pressure is presumably lower, pain topics
occurring as the 2nd or 3rd topic were 32% shorter (or had a 68% higher hazard of ending,
HR=1.68, p<0.05). Pain topics that occurred as the 4th to 6th topics were 44% shorter
(p<0.01); those as the 7th or later topic. 68% shorter (p<0.01). Each increment in the number
of instances of the topic was associated with a 30% increase in the length of discussion.
Severity of the pain as measured by the SF36 pain scale did not have a significant effect on
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the length of the discussion. Regarding racial concordance, the length of discussion among
different race dyads was 24% shorter (p<0.05) when compared with same-race dyads.

DISCUSSION AND CONCLUSIONS
This study contributes to the literature in three main areas. The first contribution is the
finding on the short amount of time spent on discussing chronic pain with older adults – the
median length is only 2.3 minutes (standard deviation= 3 minutes, minimum=6 seconds,
maximum=15.4 minutes) for the combined talk time by physician and patient. When we
separate out the time spoken by physician versus patient, we find that physicians spoke for
less than a minute (0.8 minute) whereas patients spoke for 1 minute. This is the first
evidence of time spent on pain management which can explain the under-treatment of pain
in primary care settings. The second contribution is the high prevalence of chronic pain
discussion among older patients in usual office visits in primary care – 48% of the visits
involved at least one pain topic. The third contribution is the priority given to discussing
chronic pain – 55% of the chronic pain topics were raised during the first three topics of the
visit with older patients. Despite the importance of chronic pain that can be inferred from the
prevalence and the priority, the actual amount of time spent on chronic pain is quite
minimal.

The probability of having a discussion of pain was influenced to the largest extent by gender
concordance, whereas racial concordance influenced the length of discussion. The positive
effect of physician’s manifested supportiveness on having a discussion about pain, though
modest, still has implications for medical education and future research. Empathy and
supportiveness should be and can be developed through training so that physicians can
empathize with a patient’s pain (without being overwhelmed) and effectively address the
pain, as well as use supportiveness to encourage patient discussion of pain issues (Street,
2010). We note that the greater and more significant effects on pain discussion were
associated with race or gender. It is interesting that gender discordant dyads were more
likely to discuss pain. Approximately half of the dyads were male-physician–female-patient.
This result may suggest that male physicians are more likely to show concern to female
patients, or that female patients are more likely to discuss pain with male physicians. While
it is encouraging that racial discordant dyads were as likely as concordant dyads to discuss
pain, it is potentially concerning that racially discordant pairs spent far less time on pain.

The severity of pain patients suffered had a small but significant effect on the probability of
pain discussion though not on the length of pain discussion. The lack of relationship
between the severity of pain and the length of discussion deserves more research. It may
suggest that the amount of information exchanged was independent of the severity of
patient’s pain. Future research should examine further the content of conversations about
pain, e.g., was a pain scale used for assessment? Were non-pharmacological strategies
recommended?

Time constraints consistently influenced the length of discussion on pain. Perhaps
physicians became increasingly more aware of the limited amount of time left, prompting
them to end the discussion. Clearly, the scarcity of clinical time is indisputable, and
physicians must carefully manage the amount of time they spend with each patient. We need
to look beyond the visit per se, however. Decline in health status could result in more
frequent visits to physicians, which translate to increased spending of health care resources
(Parchman et al., 2007). Financial incentives should be removed that reward physicians for
more frequent visits rather than more effort in any one visit following evidence-based
practices. Effective pain management is an integral and important aspect of quality medical
care. Team-based care for patients with chronic conditions (Katon et al., 2010) may be
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applicable for treating patients with chronic pain. The care manager (a nurse, for example)
could assess the severity of patient’s pain with a pain scale and apply pain behavior
assessment tools (Keefe, 2000; Keefe and Smith, 2002) before the physician sees the patient
in the office. Such a team approach could enable physicians to have the necessary
information to provide effective treatments, rather than postponing to future visits when
professional ability to engage with the patient may again be under time constraints.

Under-recognition and under-treatment of pain is not an isolated phenomenon, however. A
large literature documents the similar under-recognition and under-treatment of depression
(Tai-Seale et al., 2007), sleep (Gibson, 2004), and anxiety among patients (Kroenke et al.,
2007). The lack of emphasis in the medical school curriculum on these subjects may be one
reason for the deficiency. A 2000-2001 survey by the Association of American Medical
Colleges found only 3% of schools had a separate, comprehensive course in pain
management (Lukachko, 2009). In a survey of ten major Canadian universities with health
science faculties, only one-third of the sample could identify time designated for teaching
mandatory pain content (Watt-Watson et al., 2009). The Undergraduate Education
Committee of the American Academy of Pain Medicine (AAPM) issued a position
statement in 2000 (Chang et al., 2000) advocating a well integrated educational program on
pain medicine, end-of-life-care, and palliative care in the core medical school curriculum,
delivered by qualified multidisciplinary faculty. Future studies should examine if such a
position statement has had any impact on curriculum and practice and take appropriate
actions based on the findings.

This study has several limitations. First, we only had data on the reason for the visit (e.g.,
annual checkup, diabetes follow-up care, etc.), which does not provide information on the
acuity of the chief complaint. Second, we do not have data on the number of chief
complaints voiced by the patient, nor do we have explicit documentation of patient beliefs
and expectations about their pain (Main et al., 2010). Both of these could affect the
probability of and the length of discussion about pain. Third, the largely cross-sectional data
does not contain information on the number of previous visits the patients have had with
their primary care physicians. Although this limitation is shared by many studies using
patient-physician encounter data, it is nevertheless a limitation that is only partially
addressed by the variable on the number of years the patient has seen the physician. The
fourth limitation is the location of the study. The observations were made in the Southwest
and Midwest regions of the United States. Geographical variations in practice styles and
culture could influence the generalizability of the findings to other parts of the US, let alone
international practices such as in Europe where primary care is effectively equivalent to
family medicine. We are mindful to note that the findings are only reflective of the
behaviors of the study participants. The fifth limitation is the time of the study which took
place between 1998 and 2000. The practice of pain management could have improved since
then. The sixth limitation is related to how patients and physicians might have behaved
differently due to the influence of video recording (Jones, 1992). While it is often thought of
as a threat to validity, empirical research has shown the impact of video or audio recording
to be rather minimal in affecting how patients and physicians behave for several reasons.
First, being observed has increasingly become a routine part of medical training in the U.S.
(Goodwin, 2001; Goodwin, 2003). Second, the literature consistently reports that both
physician and patient subjects acclimate quickly to having an observer or recording device
present (Coleman, 2000). A large number of studies support the validity, reliability and
acceptability of direct observation for the evaluation of communicative and medical
performance in daily practice (Beckman and Frankel, 1984; Siminoff et al., 1989; Siminoff
and Fetting, 1991; Suchman et al., 1997; Marvel et al., 1999; Goodwin, 2001; DiMatteo et
al., 2003; Goodwin, 2003; Heritage and Maynard, 2006). A systematic evaluation of direct
observation has found satisfactory content validity, reliability, and acceptance among both
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physicians and patients (Steward and Roter, 1990). Lastly, if being observed would make
physicians behave more empathically or supportively, the results of this study would reflect
a more favorable depiction of pain management than it actually is. The extent of under-
treatment for chronic pain in real clinical practice would be even more pronounced than
what has been reported in this study.
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Figure 1.
Illustration of conversation flow in a sequential topic map of one visit and the grouping of
discussions into topics.
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Table 1

Characteristics of Visits and Study Populations (35 Physicians and 366 Patients in 385 Visits)

% or Mean or Median

Pain Topic Characteristics (n=236)

Topic on pain (of _# of topics) 9.4%

Patient initiated pain topic (n=129) 54.7%

Pain topic occurred as the 1st topic of the visit 23.7%

Pain topic occurred as the 2nd or 3rd topic 31.4%

Pain topic occurred as the 4th, or 5th, or 6th topic 30.5%

Pain topic occurred as the 7th or later topic 14.4%

Length of discussion on pain (minute) 2.3 (median)

Length of discussion on pain by pysician (minute) 0.82 (median)

Length of discussion on pain by patient (minute) 1.0 (median)

Patient Characteristics (n=366)

Female 66.1%

White 80.0%

More than high school education 42.9%

Age 74.4 (mean)

SF36 bodily pain scale 41.4 (mean)

Physician Characteristics (n=35)

Family medicine practice 25.7%

Years in practice 20.0 (mean)

Visit or Dyad Characteristics (n=385)

Length of visit (minute) 15.7 (median)

Number of topics in a visit 6.5 (median; min=l, max=12)

Pysician’s supportiveness factor scale 40.9 (mean)

Years of patient-pysician relationship 6.5 (mean)

White pysician and wite patient 78.7%

White pysician and non-white patient 9.4%

Non-white pysician and white patient 2.3%

Both non-white 9.6%

Male pysician with female patient 49.1%

Female pysician with male patient 3.9%

Both females 18.4%

Both males 28.6%

Visit with at least one patient’s companion 20.0%
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Table 2

Factors Associated With Probability of Having a Pain Discussion and Length of the Discussion

Probability of
Having a Pain

Discussion

Length of
Discussion on Pain

OR Hazard
Ratio

%
Diff

Topic order (2nd or 3rd) NA 1.68 * −32

Topic order (4th, 5th, or 6th) NA 2.22 ** −44

Topic order (≥7th) NA 4.62 ** −68

Patient had more than high school education 0.91 0.73 * 25

SF36 bodily pain 0.97 * 1.01

Pysician practiced family medicine 0.75 1.14

Pysician’s years in practice 1.00 1.00

Pysician’s supportiveness 1.03 * 1.00

Years of patient-pysician relationship 0.98 1.03 ** −2

Number of instances per topic NA 0.73 ** 26

Patient initiation of pain topic NA 1.05

Presence of patient’s companion 1.10 0.91

Patient and pysician from different race
 (control: same race)

1.08 1.46 * −24

Patient and pysician of different gender
 (control: same gender)

1.61 * 0.91

Patient and pysician of dissimilar age
 (control: ≤10 years of age difference)

1.51 0.83

Shape parameter NA 1.35

N 364 227

Note:

NA: topic-level variables, not included for visit-level analysis

*
P<0.05

**
p<0.01
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Table 3

Factors Associated With Probability of Having a Pain Discussion and Length of the Discussion

Probability of
Having a Pain

Discussion

Length of
Discussion on Pain

OR Hazard
Ratio

%
Diff

Topic order (2nd or 3rd) NA 1.68 * −32

Topic order (4th, 5th, or 6th) NA 2.22 ** −44

Topic order (≥7th) NA 4.62 ** −68

Patient had more than high school education 0.91 0.73 * 25

SF36 bodily pain 0.97 * 1.01

Pysician practiced family medicine 0.75 1.14

Pysician’s years in practice 1.00 1.00

Pysician’s supportiveness 1.03 * 1.00

Years of patient-pysician relationship 0.98 1.03 ** −2

Number of instances per topic NA 0.73 ** 26

Patient initiation of pain topic NA 1.05

Presence of patient’s companion 1.10 0.91

Patient and pysician from different race
 (control: same race)

1.08 1.46 * −24

Patient and pysician of different gender
 (control: same gender)

1.61 * 0.91

Patient and pysician of dissimilar age
 (control: ≤10 years of age difference)

1.51 0.83

Shape parameter NA 1.35

N 364 227

Note:

NA: topic-level variables, not included for visit-level analysis

*
P<0.05

**
p<0.01
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