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Abstract

Objective—We sought to gain a better understanding of the relationship between patients’ 

serious psychological distress (SPD) and their perception of interactions with health care providers 

and their ratings of the health care quality.

Methods—We analyzed data from 6286 adult respondents to the 2007 Health Information 

National Trends Survey. We conducted cross-tabulations to compare sociodemographic 

characteristics between those with SPD and those without SPD. Using odds ratios and 95% 

confidence intervals from logistic regression models, we assessed the association between 

psychological status and indicators of perceived health care communication and the overall health 

care quality after controlling for sociodemographic variables.

Results—Patients with SPD were less likely to report that their provider “always” paid attention 

to their feelings and emotions, “always” ensured their understanding of the needed care, and 

“always” assisted them dealing with uncertain feelings. These distressed patients were also less 

satisfied with the overall health care quality.

Conclusions—Patients’ psychological distress is negatively associated with their perceived 

quality of communication with health providers. Further knowledge on the health care need of 

patients with SPD would be important in improving health service delivery and optimizing the 

psychological care of medical patients.
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Communication between patients and health care providers is a central element of a medical 

visit. Effective communication with health care providers on diagnosis, treatment, and 

prognosis may enhance patients’ health outcomes.1–4 A systematic review of studies on 

patient-doctor communication revealed significant relationships between positive aspects of 

communication and patient improvement of psychological and functional status and 
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recovery from emotional problems.5 In addition, optimal patient-physician communication 

may lead to high rates of patient satisfaction with care.6,7

Unfortunately, problems in doctor-patient communication are very common.5,8 Both 

outpatients and hospitalized patients report problems of diagnosis, a lack of patient 

involvement in decision making, inadequate time talking with their care providers, or the 

insufficient provision of medical information to the patient.9–11 A survey among more than 

2000 insured patients in the ambulatory setting showed that most patients (78%) reported at 

least 1 type of problems with interpersonal aspects of medical care. These negative 

experiences were strongly related to lower trust, and several were associated with lower 

ratings of overall experiences with their physician.8

Mental illnesses are a major source of morbidity within primary care settings and have been 

increasingly targeted for improving the quality of health services.12,13 According to the 2005 

National Survey on Drug Use and Health, an estimated 24.6 million American adults 

reported experiencing serious psychological distress (SPD) during the past year.14 SPD is a 

nonspecific indicator of mental health problems that can be “severe enough to cause 

moderate to serious impairment in social, occupational, or school functioning.”15 Evidence 

has consistently indicated negative associations between patients’ psychological distress and 

their health care experience and satisfaction of care.16–18 Greenley and associates found 

psychologically distressed people who did not recognize emotional or personal problems 

were especially likely to be dissatisfied with health care and related services.16

There is a need to better understand the role of patients’ psychological distress in 

communication in health care settings. According to findings from a qualitative study, 

people with anxiety and depression wished for the general practice’s encouragement of 

disclosure of emotional or psychological problems and expected providers being more active 

in referrals.19 In the current study, we used data from the Health Information National 

Trends Survey (HINTS), a nationally representative sample of the US noninstitutionalized 

civilian population, to examine how patients’ SPD is related to their perception of the 

interaction with their health care providers and their ratings of the health care quality.

METHODS

Data Source

We used data from HINTS, a national, biennial survey designed to collect nationally 

representative information on the American public’s need for, access to, and use of cancer 

information. The 2007 HINTS used 2 separate sample frames to draw the sample: one from 

a random-digit-dial telephone survey, using a computer- assisted telephone interview format; 

the other from a list of addresses from the US Postal Service administrative records.20 Each 

household received 3 questionnaires. Each adult was asked fill out a questionnaire. The 

house-hold response rate was computed based on those cases where at least 1 completed 

survey was returned from a household, after adjustment of the undeliverable addresses. The 

within-household response rate was calculated by comparing the number of household 

returns to the number of adults in the household (as recorded in the survey). The overall 
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response, computed by taking the product of the household and the within-household 

response rates, was 30.99%.

A total of 7674 participants completed the 2007 HINTS. Only those who had visited a health 

professional during the past 12 months answered questions concerning perceived health care 

communication. Therefore, we excluded those who answered no or did not provide an 

answer to the question of the previous year’s medical visit (n = 926). We also excluded 

respondents who did not have a score for psychological distress and those who did answer 

any of the health care communication questions (n = 462). Thus, the final sample included in 

the study was 6286 adults. This study met the eligibility criteria of institutional review board 

exemption because it involved secondary data analysis on data that were publicly available.

Measures

We assessed SPD by responses to Kessler’s 6-Question Scale (K6), which measures 

symptoms of SPD in the general population over a 30-day recall period.15,21,22 This scale 

asked participants about 6 manifestations of psychological distress: “During the past 30 

days, how often did you feel…: (1) so sad that nothing could cheer you up, (2) nervous, (3) 

restless or fidgety, (4) hopeless, (5) that everything was an effort, and (6) worthless.” 

Frequency responses ranged from: (1) all of the time; (2) most of the time; (3) some of the 

time; (4) a little of the time; and (5) none of the time. The total score range is 0 to 24. 

According to scoring criteria established by Kessler, individuals with a score of 13 or greater 

are likely to be experiencing severe mental illness,22 so we classified people with a score of 

13 or greater as seriously psychologically distressed.

We used 5 indicators of communications to assess perceived health care communication. 

Among those who reported that they went to a health professional during the past 12 

months, they were asked “How often did doctors, nurses, or other health professionals? (a) 

give you the chance to ask all the health-related questions you had; (b) give the attention you 

needed to your feelings and emotions; (c) involve you in decisions about your health care as 

much as you wanted; (d) make sure you understood the things you needed to do to take care 

of your health; (e) help you deal with feelings of uncertainty about your health or health 

care. An additional question evaluated the perceived reliability of patients’ health care 

providers. Participants responded to the question, “In the past 12 months, how often did you 

feel you could rely on your doctors, nurses, or other health care professionals to take care of 

your health care needs?”

Participants rated communication and reliability measures on a 4-point scale, including 

always, usually, sometimes, and never. For the analysis purpose, we dichotomized the 

responses as “always” and “not always” (including “usually,” “sometimes,” and “never”), 

which allowed us to have approximately equal sample sizes in each group. In addition, since 

it is optimal for the provider to always communicate well with patients, isolating “always” 

would be a desirable approach to examine the health care communication.1 Similar ways of 

dichotomy of responses related to communication in health care settings have been used in 

previous published studies.1,23
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We assessed patients’ perception of the overall health care quality based on participants’ 

rating of the quality of health care received in the last 12 months on a 5-point scale, 

including “excellent,” “very good,” “good,” “fair,” and “poor.” We then dichotomized the 

responses as “very good-excellent” and “poor-good.”

Sociodemographic variables included gender; age (18–34 years, 35–49 years, 50–64 years, 

≥65 years); education (lower than high school, high school, higher than high school); race 

(Hispanic, non-Hispanic white, non- Hispanic black, Asian, and other races); household 

income (<$20 000, $20 000 to <$50 000, $50 000 to <$75 000, ≥$75 000); insurance 

(insured, uninsured); and usual source of care (not including psychiatrists and other mental 

health professionals, whether or not having a particular doctor, nurse, or other health 

professional that they see most often).

Statistical Analyses

We conducted cross-tabulations to compare those with SPD and those without SPD in 

sociodeomographic characteristics and perception of health care experiences. We used odds 

ratios (ORs) and 95% confidence intervals from logistic regression models to assess 

associations between psychological status and indicators of perceived health care 

communication and the overall health care quality after controlling for sociodemographic 

variables. We conducted all analyses with SUDAAN 10.0, which allows for weighting of the 

estimates of the US adult population by taking into account the complex sampling design. 

All p values are 2-tailed, with values less than .05 considered statistically significant.

RESULTS

Table 1 presents the distribution of demographic variables for the sample in HINTS 2007 by 

psychological status. Compared with people who did not have psychological distress, people 

with SPD had lower levels of education and income. In addition, people who reported SPD 

were more likely to be women and to be at younger age (18–34 and 35–49 years) but were 

less likely to be Asian American, have health insurance, or have a usual source of care.

All bivariate analyses results comparing perceived medical communication and health care 

qualities among people with and without SPD were statistically significant. People with SPD 

were less likely to respond positively to all 5 aspects of health care communication than their 

counterparts who did not have SPD (Table 2). In addition, the former group gave less 

favorable response to whether they could rely on their providers to take care of their health 

care needs and how they would rate the overall health care quality.

Table 2 also shows the adjusted ORs from logistic regressions for medical communication 

and other health care indicators while controlling for patients’ age, gender, marital status, 

race, education, household income, health insurance, and usual source of care. SPD was 

negatively associated with patients’ rating of overall health care quality. Patients with SPD 

were less likely to report that providers “always” gave the attention needed to patients’ 

feelings and emotions, “always” made sure they understood the things they needed for their 

health care, and “always” helped them deal with feelings of uncertainty about their health or 

health care.

Ye and Shim Page 4

J Natl Med Assoc. Author manuscript; available in PMC 2018 May 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



DISCUSSION

Findings from HINTS data show important demographic differences across individuals with 

and without SPD. Consistent with a previous report,24 we found that the rate of SPD 

decreased with age, and was lower among men and Asian Americans. Moreover, lower 

education level, lower income level, being uninsured, and having no usual source of care 

were all associated with higher risk of SPD. Our findings indicated that patients’ 

psychological distress was associated with their perception of the communication with their 

health care providers. In particular, individuals with SPD responded less favorably to 3 

major aspects of health care communication: providers paying attention to their feelings and 

emotions, ensuring their understanding of the needed care, and assisting them dealing with 

uncertain feelings. These distressed patients were also less likely to be satisfied with the 

overall health care quality.

The less-positive perception of health care communication and the lower level of satisfaction 

in health care quality may be simply due to the general negative outlook held by patients 

with SPD;25 however, there could be other reasons for these results. The mental status of 

patients can directly influence their understanding and recall of the health information and 

instruction given by the provider.26 Patients with mental distress may also be more sensitive 

to the negative cues given unconsciously by the health provider.25 All these barriers could 

result in difficulties in interacting with their providers. Moreover, individuals with SPD may 

have higher expectations for their health care than individuals without SPD.19 In addition to 

needs of physical care, individuals with SPD may require increased attention and help from 

their providers to address their mental health issues.

It should also be noted that the comparison of perception of health care communication 

between SPD and non-SPD groups was confounded by all the demographic variables 

included in the analysis, even though most OR estimates did not change by more than 5% 

after controlling for covariates. Unmeasured personal and contextual factors such as 

patient’s medical history and the continuity of care relationship may be potential 

confounders and need further exploration.

Health providers, especially primary care providers, play an important role in the 

management of patients with nonspecific psychological distress.27 However, in clinical 

practice, there are multiple challenges to providing optimal health care to people with severe 

psychological distress. Evidence28 has shown that the success of health providers in 

detecting psychological distress among their patients is lower than 50%. Many barriers exist 

in the detection and management of psychological distress among primary care providers, 

including lack of appropriate knowledge for recognizing psychological symptoms12 and 

limited examination time.28,29 Because of cultural barriers and stigma, some patients are 

simply reluctant to express psychological distress to their health care providers.30,31

Studies on health services have suggested that both verbal and nonverbal communication 

skills of providers are directly related to patients’ perception of their medical visit 

experience.25,32,33 Feelings of providers toward patients are not only reflected by what they 

actually talk to patients but also by how they talk to patients, such as their tone of voice and 
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eye contact.34 More sensitive and expressive providers interact with patients in a way that 

can effectively communicate empathy and address needs of patients. These skills are very 

important when interacting with patients with SPD considering their higher emotional needs.
25 Systematic training in communication for providers’ can lead to great improvement of 

interaction skills in defining problems and handling emotional issues in health care settings.
35

Several limitations of this study need to be noted. First, our data did not provide information 

on the type of health professionals for whom the respondents were evaluating on their health 

care experience. In addition, the cross-sectional nature of the HINTS data cannot illuminate 

whether patients with SPD simply receive less satisfactory care or whether patients’ 

psychological distress adversely affects their perception of their health care experience even 

though they receive comparable care service. The low response rates may limit the 

application of the results to the whole population. Furthermore, unmeasured patient 

characteristics may confound the perception of health care communication and offer an 

alternative explanation for our findings.

Findings from this study underscore the importance to examine the health care need of 

patient with SPD. Future studies need to determine whether the lower rating of health care 

communication of patients with SPD is just a result of their personal perception or is due to 

the fact that providers actually communicate poorly with them. It is also important to 

investigate what communication styles/methods are most effective with patients with SPD, 

and what educational efforts and interventions can improve providers’ detection of 

psychological distress of patients.

The importance of psychological dimension of medical practice has been increasingly 

recognized. Many patients’ medical illnesses are accompanied by psychological distress that 

requires particular attention. Our study demonstrates that patients’ psychological distress is 

negatively associated with their perception of the quality of communication experiences with 

health providers. At the practice level, providers need to be especially aware of patients with 

SPD and their needs and adjust communication style accordingly.
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Table 1

Sociodemographic Characteristics by Psychological Status

Characteristics

People With Serious Psychological Distress
People Without Serious Psychological 

Distress

P Values

N = 368 N = 5918

% (SE) % (SE)

Gender .03

 Men 36.5 (4.2) 45.7 (0.5)

 Women 63.5 (4.2) 54.3 (0.5)

Age .03

 18–34 32.1 (4.2) 28.5 (0.6)

 35–49 33.4 (4.1) 28.0 (0.6)

 50–64 24.8 (3.0) 25.1 (0.4)

 ≥65 9.6 (1.5) 18.4 (0.3)

Marital status .006

 Married/living as married 46.2 (4.3) 59.4 (0.6)

 Divorced/widowed/separated 23.6 (2.5) 17.2 (0.4)

 Single, never married 30.3 (4.4) 23.4 (0.6)

Race .02

 Hispanic 12.2 (2.8) 10.6 (0.6)

 Non-Hispanic white 72.2 (3.7) 73.0 (0.6)

 Non-Hispanic black 9.5 (1.9) 10.5 (0.4)

 Non-Hispanic Asian 1.6 (1.1) 4.2 (0.3)

 Other 4.5 (1.0) 1.8 (0.5)

Education <.001

 Lower than high school 23.0 (3.4) 11.0 (0.6)

 High school 34.8 (3.6) 24.8 (0.6)

 Higher than high school 42.2 (3.6) 64.2 (0.7)

Household Income, $ <.001

 <20 000 38.0 (4.8) 15.2 (0.8)

 20 000–49 999 37.8 (5.2) 29.9 (1.0)

 50 000–74 999 6.9 (1.5) 21.0 (0.8)

 ≥75 000 17.4 (3.3) 33.9 (1.0)

Health insurance .049

 No 18.4 (3.7) 10.4 (0.6)

 Yes 81.6 (3.7) 89.6 (0.6)

Usual source of care .02

 No 31.4 (4.3) 20.9 (1.0)

 Yes 68.6 (4.3) 79.1 (1.0)
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