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Abstract

Objective—African American patients with systemic lupus erythematosus (SLE) are at high risk 

for poor outcomes. Both patient characteristics and the severity of the disease may influence 

physician-patient interactions, which in turn can impact disease outcomes. We aimed to examine 

whether patient perceptions of interpersonal processes of care (i.e. physician-patient interactions) 

varied by demographic characteristics, disease activity, and/or depression in African American 

patients with SLE.

Methods—The Georgians Organized Against Lupus (GOAL) is a cohort drawn from a 

population-based registry of people with SLE. We conducted a cross-sectional analysis of patient-

reported data collected in 2016–17 among 698 African American participants (out of 863 GOAL 

participants). We assessed physician-patient interactions (communication, patient-centered 

decision making, and physician interpersonal style) through the Interpersonal Processes of Care 

survey (IPC-29), disease activity through the Systemic Lupus Activity Questionnaire, and 

depression through the Patient Health Questionnaire-9. Mean scores of the IPC-29 scales were 

compared by gender, age and educational attainment with Wilcoxon rank-sum 2-sample test or 

Kruskal Wallis test. We conducted linear trend test to examine demographic-adjusted scores of 

IPC across severity of disease activity and depression, and multivariate logistic regression analyses 

to examine the association of disease activity and depression with suboptimal IPC scores.
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Results—Overall, the lowest mean scores were observed for the patient-centered decision 

making domain, and specifically about how often doctors assessed patients’ problems to follow 

recommendations and treatment among females compared with males (mean scores 3.13 ± 1.42 

and 3.64 ± 1.38, respectively; p=0.015). Mean scores for the assumed socioeconomic level 
subdomain (how often doctors make assumptions about a patient’s socioeconomic level) were 

worse in individuals aged 18–34 (mean score 1.59 ± 0.94), compared to those aged 35–55 (mean 

score 1.47 ± 0.94; p=0.033). Patients with some college or higher educational attainment reported 

poorer mean scores for most communication and interpersonal style scales than those who 

reported high-school or less. We found significant linear trends of poorer scores for all 

communication scales across more severe disease activity and depression symptoms, and poorer 

scores for all interpersonal style scales across more severe disease activity. Multivariate models 

revealed that while depression was associated with suboptimal quality of both communication (OR 

1.20; 95% CI 1.04–1.39) and interpersonal style (OR 1.12; 95% CI 1.01–1.25), disease activity 

only increased the odds of suboptimal interpersonal style (OR 1.13; 95% CI 1.03–1.25).

Conclusion—In the African American population with SLE, suboptimal interactions with 

providers may be explained in part by the mental and physical symptoms of the patient, regardless 

of age, gender and education. In addition to standard of care treatment, SLE patients with more 

severe disease activity and depression might need provider-based interventions focused on 

communication and interpersonal style.

Introduction

A growing body of evidence indicates that physician-patient interactions have a substantial 

impact on patient satisfaction, as well as self-management and outcomes of chronic 

conditions (1, 2). Moreover, patient-reported interpersonal processes of care are increasingly 

utilized as quality measures for health plans, clinics, and providers (3, 4).

Recent studies have shown that the quality of interpersonal processes of care vary across 

sociodemographic groups, suggesting that health disparities in people with chronic 

conditions can be explained in part by those processes (5–7). Moreover, a growing body of 

research suggests that patient’s health condition can also influence individual perceptions 

and expectations about providers’ interactions. For instance, findings from several studies 

indicate that depression, a frequent and often underdiagnosed problem among patients with 

chronic diseases(8), influence patients’ perceptions of provider interpersonal style(9), 

patients’ disposition to discuss self-management(10), and patients’ satisfaction with 

care(11). Moreover, people with chronic conditions and depression have been found to 

perceive their encounters differently than those without depression(12). As an example, HIV 

patients with depression have reported a less personable style by their providers than those 

without depression(13). Providers, on the other hand, have reported lower positive regard for 

patients with more depressive symptoms compared to those with less depressive 

symptoms(13). Moreover, patients from socioeconomically disadvantaged groups are more 

likely to experience communication challenges with their providers as result of multiple 

factors, including complex health problems, depression, low self-efficacy, and health 

literacy(14). Figure 1 depicts the relationships between disease, individual factors and IPC 

that support the theoretical framework for this study.
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SLE is a multisystem chronic disease that disproportionately strikes women of childbearing 

age and people of color(15, 16). The severity of SLE ranges from mild to life-threatening 

and its course is characterized for a wide variety of symptoms that wax and wane often 

unpredictably. Compared to whites, African Americans with SLE have more severe 

phenotypes and worse outcomes, including more active disease, poorer physical and mental 

health, and lower life expectancy(17–19). Although psychiatric morbidity is high in SLE, 

African American patients are less likely than their white counterparts to be diagnosed with 

depression(20). Moreover, in African American patients with SLE, depression has been 

found to be associated with greater perceptions of racism in the healthcare encounter(21). 

SLE patients with depression might be less likely to perceive personable or effective 

communication as a a consequence of their depression, or may recall communication with 

their physicians differently than those without depression. Moreover, SLE patients with 

active disease might experience pain and emotional distress related to their flare symptoms, 

and their expectations might focus primarily on emotions and symptoms relief, whereas 

physicians may focus on assessment of the cause of patients’ symptoms. Differences in 

physician and patient perceptions or expectations may lead to poor physician-patient 

interactions(22, 23).

Little is known, however, about the extent to which depression, disease activity and 

sociodemographic characteristics may influence physician-patient interactions in the African 

American population with SLE.

Because studies focused on high-risk populations can advance our understanding of the 

relationship between an individual’s characteristics and healthcare services, we aimed to 

examine physician-patient interactions across demographic subgroups in a large African 

American SLE cohort from the Southeastern US. Moreover, we explored the association 

between both disease activity and depression with physician-patient interactions. We 

hypothesized that among African American patients with SLE, more severe self-reported 

disease activity and depression symptoms would have a greater negative impact on patients’ 

interactions with their providers.

Methods

Study Design and Population

We used a cross-sectional design to describe the demographic differences of physician-

patient interactions within African American patients with SLE, and to analyze the 

associations of increasing severity of disease activity and depression symptoms with 

physician-patient interactions in that population. Data were obtained from the ongoing 

Georgian Organized Against Lupus (GOAL), a predominantly African American cohort of 

individuals with SLE. Details of GOAL recruitment and data collection have been published 

previously(24). Briefly, the primary source of GOAL participants is the Georgia Lupus 

Registry (GLR). GLR is a retrospective population-based registry funded by the Centers for 

Disease Control and Prevention designed to more accurately estimate of the incidence and 

prevalence of SLE in Atlanta, Georgia, where there is a large and socioeconomically evenly 

distributed black/white population. The GLR was implemented through a pivotal partnership 

between the Georgia Department of Public Health (GA DPH) and Emory University, which 
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enabled Emory investigators to use the state public health surveillance exemption to the 

Health Insurance Portability and Accountability Act to acquire access to protected health 

information without requiring individual patient consent, minimizing case ascertainment 

bias (25). In 2007 the GA DPH allowed Emory University investigators to contact GLR 

ascertained SLE patients for further recruitment into a longitudinal (GOAL) cohort. Thus, 

adult lupus patients who received medical care at community- and university-based practices 

were recruited by mail, by telephone, and in person to complete annual self-administered 

surveys. Eligible participants were adults (aged ≥18 years) with a documented diagnosis of 

SLE [≥4 revised American College of Rheumatology (ACR) criteria (26), or 3 ACR criteria 

with a diagnosis of SLE by the patient’s treating board-certified rheumatologist].

The population-based cohort was further enriched through recruitment of community 

patients (via internet, the Lupus Foundation of America GA Chapter, and referrals by partner 

community rheumatologists). In addition, GOAL enrolled patients receiving treatment at the 

Emory Rheumatology Clinic and the Lupus Clinic located at the Grady Memorial Hospital. 

While Emory and community practices serve predominantly insured patients, Grady 

Memorial Hospital is the only safety net hospital for a large indigent population from 

metropolitan Atlanta and the state of Georgia.

Beginning in 2011–2012, participants completed annual surveys, which collect self-reported 

data on sociodemographics, disease outcomes, and healthcare. Surveys were designed for 

individuals with limited health literacy and targeted an eighth-grade reading level. Flexible 

administration modes (self- or interviewer-administered) and delivery methods (mail, 

telephone, and in-person) were available. As in similar studies(27), the average time to 

complete the GOAL survey was below 1 hour. In this study, we focused on self-reported 

African American respondents of the 2016–2017 GOAL survey, coincident with the 

introduction of a tool to measure physician-patient interactions. The Emory University 

Institutional Review Board, Grady Health System Research Oversight Committee, and the 

Georgia Department of Public Health Institutional Review Board approved the study 

protocol. All GOAL participants gave informed signed consent.

Measures

Physician-patient Interactions—Physician-patient interactions were measured using 

the 29-item Interpersonal Processes of Care (IPC) survey(6). The IPC-29 is a patient-

reported instrument that measures three general domains (communication, decision making, 

and interpersonal style) through 12 subdomains (first-order factors), which in turn are 

classified in 7 scales (second-order factors) (Table 1). Scales and subdomains represent 

either ‘positive’ (e.g. elicited concerns, responded) or ‘negative’ (e.g. lack of clarity) 

constructs. For each item, participants are asked how often that type of care had been 

provided, using a 5-point Likert scale (1=never; 2=rarely; 3=sometimes; 4=usually; 

5=always). Each scale and subdomain is scored separately by adding the total score within 

the scale or subdomain and dividing by the number of questions. Possible scores range from 

1 to 5. A higher score indicates higher frequency of the labeled construct (e.g. more frequent 

reports of elicited concerns, responded [positive construct], or more frequent reports of lack 
of clarity [negative construct]. The tool has been validated in socioeconomically and 
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ethnically diverse populations of adults from general medicine practices, and has been used 

to measure quality of care in ethnic minorities with chronic conditions(1, 6, 28). The IPC-29 

has rendered unbiased mean comparison across groups and moderate to high reliability 

(range 0.61–0.91) for within groups comparisons(6).

Sociodemographic Characteristics—Demographics (age, gender, educational 

attainment and insurance status) were collected using self-reported questionnaires.

Disease Activity—Disease activity was assessed with the Systemic Lupus Activity 

Questionnaire (SLAQ), a validated tool used extensively to measure patient-reported disease 

activity in SLE populations (23). The SLAQ includes 24 questions that are scored from 0 to 

3 based on symptoms rated as “no problem”, “mild”, “moderate”, or “severe”. SLAQ 

scoring ranges from 0 to 47 with higher scores indicating greater SLE-related disease 

activity. Cutoff scores to categorically classify disease activity have not been previously 

defined; consequently, we measured severity of disease activity as an ordinal variable using 

three ranges of SLAQ scores that were evenly distributed in our sample as follows: (i) none 

to mild activity (SLAQ score 0 to10; n=219); (ii) moderate activity (SLAQ score 11 to 19; 

n=246); and (iii) severe activity (SLAQ score 20 or higher; n=233).

Depression Symptoms—Depression symptoms were assessed with the 9-question 

Patient Health Questionnaire (PHQ-9), a tool that has been validated among individuals with 

rheumatologic disorders (29). The PHQ-9 has been extensively used in epidemiology to 

measure depression and severity of depression symptoms (30, 31). PHQ-9 scores range from 

0–27. We assessed depression symptoms as an ordinal variable using previously established 

categories of minimal (PHQ-9 score 0–4), mild (PHQ-9 score 5–9) and moderate to severe 

(PHQ-9 score ≥10).

SLE-related Factors—We assessed disease duration and organ damage, which can 

potentially be confounders in the association between interpersonal processes of care and 

disease activity or depression. Disease duration was assessed as a continuous variable (in 

years since diagnosis). Organ damage accumulated over time as consequence of disease 

activity, comorbidities or side effects of medications used to treat lupus, was measured with 

the self-administered version of the Brief Index of Lupus Damage (SA-BILD) survey, which 

has been validated in our own cohort (32, 33).

Statistical Analysis

For descriptive analyses, patient characteristics were summarized using frequency and 

percentage for categorical variables, and mean and standard deviation (SD) for continuous 

variables. We used the Wilcoxon rank-sum 2-sample test or Kruskal Wallis test to compare 

the mean scores of the major domains of the IPC-29 by gender, age and educational 

attainment.

Linear trend tests were conducted to examine the means of IPC-29 scores within 

communication, decision-making and interpersonal style scales, across severe disease 

activity and depression symptoms. For the linear trends analyses, we calculated both crude 

and adjusted means. Adjustment variables included sociodemographics (age, gender, 
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education, disease duration, insurance), organ damage, and either depression symptoms 

(when disease activity was the testing group) or disease activity (when depression symptoms 

was the testing group).

Furthermore, we conducted multivariate logistic regression analyses to evaluate the impact 

of disease activity and depression on “suboptimal” quality of physician-patient interactions. 

We summarized scores of each of three broad IPC domains: communication, patient-

centered decision making, and physician interpersonal style using 16 out of the 29 IPC 

questions, as depicted in the appendix and suggested by Stewart and colleagues(6, 7). 

Reverse codes were calculated for ‘negative’ constructs, such as lack of clarity, 

discriminated due to race/ethnicity. To be consistent with prior studies in patients with 

chronic conditions, scores of 5 were deemed to represent “optimal” quality of IPC, and 

scores 1–4 represented “suboptimal” quality of IPC (28). For each model, the outcomes 

were “suboptimal” communication, patient-centered decision making and provider’s 

interpersonal style. Disease activity and depression were analyzed as continuous variables 

and the three models were adjusted for sociodemographics (age, gender, education, and 

insurance status), and disease-related factors (disease duration and cumulative organ 

damage). We reported the adjusted odds ratio for each model with 95% confidence intervals 

(CIs). An increment of 0.5 SD (4 units for SLAQ and 3 units for PHQ-9), which is a 

commonly-used definition of minimal important difference in patient-reported outcomes 

(34), was used to estimate the adjusted ORs in the models. P values ≤ 0.05 were considered 

statistically significant for all tested associations. Additionally, we conducted sensitivity 

analyses by adding healthcare facility to the set of control variables used in the trend and 

multivariate analyses. All statistical analyses were performed with SAS software, version 9.4 

(SAS Institute, Cary, NC, USA).

Results

Description of the Study Population

Out of 863 respondents to the 2016–17 survey, 698 (80.9%) who self-identified as African 

Americans were selected for this study. Of these 698 individuals, 359 (51.4%) were 

recruited directly from the population-based GLR. The remaining 339 participants were 

recruited from the Grady Lupus Clinic, the Emory Rheumatology Clinic, or community 

rheumatology practices. We did not find significant differences in age at diagnosis between 

GOAL participants consented through GLR (mean 32.2, SD 11.7 years old) and those 

further enrolled from other sources (mean 32.3, SD 11.7 years old). However, because those 

participants enrolled from GLR have been in the cohort for a longer time, the proportion of 

individuals younger than 35 years old at the time of this study was 8.6% and 34.8% for GLR 

and other sources, respectively (p<0.0001). Similarly, GLR-enrolled participants reported 

significantly longer disease duration (mean 21.0 years, SD 9.1) compared to those recruited 

from other sources (mean 9.3 years, SD 7.4), p< 0.0001. We did not find any significant 

differences in gender, educational attainment, or unemployment between participants 

enrolled from GLR compared to other sources. However, patients recruited from GLR were 

less likely to be uninsured (n=23, 6.4%) compared to those from other sources (n=65, 

19.3%), p <0.0001.
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As shown in Table 2, the mean age of our overall sample was 47.5 (SD 13.7) years and 650 

(93.1%) participants were women. Educational attainment was evenly distributed; 12.7% of 

the sample was uninsured. Unemployment or disability was reported by 284 participants 

(42.0%). Mean disease activity was moderate with a score of 16.0 (SD 8.6) and 608 (87.1%) 

participants had some organ damage (SA-BILD ≥1). Mean PHQ-9 score was 7.6 (SD 6.1), 

with 212 (30.4%) participants endorsing mild depression symptoms and 225 (32.2%) 

moderate to severe depression symptoms.

IPC-29 by Demographics

Table 3 depicts mean IPC-29 scores, overall and by demographic characteristics. Overall, the 

lowest (best) mean scores within negative constructs were observed in discriminated due to 
race/ethnicity (1.32, SD 0.71) and the highest (worse) in lack of clarity (1.89, SD 0.89) of 

the interpersonal style and communication domains, respectively. Overall, the lowest (worse) 

and highest (best) mean scores within positive constructs were found in asked patient (3.16, 

SD 1.42) and respectful interpersonal style (4.27, SD 0.94).

When IPC-29 mean scores were analyzed by demographics (Table 3), we found that females 

reported significantly higher mean scores for all negative communication constructs (hurried 
communication [F: 1.75, SD 0.76; M: 1.44, SD 0.61], lack of clarity [F: 1.90; SD 0.90; M: 

1.64, SD 0.83] and hurried, distracted [F: 1.64, SD 0.81; M:1.31, SD 0.54]), compared to 

males. All positive constructs of the patient-centered decision-making and interpersonal 

style domains were also significantly lower in females compared to males, with the 

exception of the emotional support subdomain. Significantly higher mean scores for the 

discriminated due to race or ethnicity subdomain were observed in females (1.34, SD 0.70), 

compared to males (1.17, SD 0.72).

IPC-29 scores did not show significant differences by age groups, except for the assumed 
SES subdomain within the discrimination scale. The youngest (18–34) group reported 

statistically significant higher mean score (1.59, SD 0.94) for assumed SES (patient 

perceived that doctors made assumptions about his/her education or income) compared to 

those aged 35–54 (mean score 1.47, SD 0.94).

Significant differences of mean scores by educational attainment were observed for both 

positive and negative constructs of the communication and interpersonal style domains, but 

not for patient-centered decision making. Compared with participants who reported some 

college or higher education, those with high school or less showed significantly higher mean 

scores in the explained results and medications scale, the compassionate, respectful scale, 

and the respectful subdomain. The lowest scores within positive constructs were for the 

patient-centered decision making domain. In contrast, the respectful subdomain showed the 

highest mean scores, with a significant higher mean among those who achieved lower 

education (mean score 4.49, SD 0.77), compared to those with some college (mean score 

4.16, SD 1.03), and college or higher (mean score 4.12, SD 0.96). Participants who achieved 

greater educational attainment reported highest scores for the discrimination constructs.
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IPC-29 by Disease Activity

IPC mean scores across disease activity categories are depicted in Table 4. When crude 

scores were analyzed, a significant trend of increasingly higher mean scores from mild to 

moderate and to severe disease activity was found for all negative IPC-29 scales and 

subdomains. A significant association in the opposite direction was found for all positive 

constructs, with the exception of decided together in the patient-centered decision-making 

domain.

We then adjusted the scores by sociodemographic characteristics, organ damage and severity 

of depression symptoms. Adjusted mean scores were slightly lower for moderate and severe 

disease activity categories. The increasingly higher scores across more severe disease 

activity categories remained significant for most negative constructs of the communication 

and interpersonal style domains, except for the lack of clarity subdomain and the 

disrespectful staff scale. The highest scores within negative constructs were for hurried 
communication, with means of 1.49, 1.63, and 1.78 for patients with mild, moderate and 

severe disease activity, respectively (p=0.0008); followed by assumed socioeconomic status 
(SES), with means of 1.42, 1.50, and 1.68 in those with mild, moderate and severe disease 

activity, respectively (p=0.017). The trend of increasingly greater mean scores for positive 

constructs across less severe disease activity categories remained statistically significant for 

all communication scales and subdomains, except explained medications. Similarly, all 

interpersonal style constructs showed a trend of increasingly higher scores in those 

individuals with milder disease activity, compared with those in the moderate and severe 

categories. Patient-centered decision-making scales showed the lowest means for positive 

constructs of the three major domains, but the linear trend test did not show any statistical 

significance across activity severity.

IPC-29 by Depression Symptoms

IPC-29 crude and adjusted scores across severity of depression symptoms are depicted in 

Table 5. We observed a statistically significant trend of progressively higher crude means of 

all negative IPC-29 constructs as the severity of depression symptoms increased. For 

instance, means for lack of clarity were 1.70, 1.82, and 2.17 for patients with minimal, mild, 

and moderate-to-severe depression, respectively (p<0.0001). We also found a significant 

association in the opposite direction for all positive constructs, with the exception of the 

subdomain decided together, in the patient-centered decision-making domain. The positive 

constructs that showed the lowest means were also those in the patient-centered decision 

making domain and it was a significant trend of lower scores in patients with more severe 

depression (p=0.049).

When means were adjusted for socio-demographics and disease-related factors, 

communication scores of most positive and negative constructs remained statistically 

significant as depression symptoms increased in severity, with the exception of the explained 
medications subdomain. (Table 5). Adjusted mean scores within the decision-making 

domain were not statistically significant between the different levels of depression. After 

means were adjusted, the inverse trend of greater severity of depression symptoms and 

positive interpersonal style constructs remained statistically significant only for the 
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compassionate/respectful scale and the emotional support subdomains. Within the 

interpersonal style domain, severity of depression symptoms remained statistically 

associated with adjusted scores of the discrimination due to race subdomain and the 

disrespectful staff scale, but not for the assumed SES subdomain.

Effect of Depression and Disease Activity on Suboptimal IPC

Table 6 depicts the independent effects of depression and disease activity on suboptimal 

communication (Model 1), shared decision making (Model 2) and interpersonal style 

(Model 3). Model 1 rendered a statistically significant association of depression but not 

disease activity with suboptimal communication. After adjustment for potential confounders, 

per 3-unit increase of the depression score, the odds of suboptimal communication increased 

in 20% (OR 1.20; 95% CI 1.04–1.39; p=0.012). Neither depression nor disease activity had 

a significant effect on suboptimal patient-centered decision making (Model 2). However, 

both disease activity and depression were found to be significantly associated with 

suboptimal interpersonal style (Model 3). After adjustment for confounders, per 4-unit 

increase of the disease activity score, the odds of interpersonal style increased in 13% (OR 

1.13; 95% CI 1.03–1.25; p=0.014), and per 3-unit increase of the depression score, the odds 

of interpersonal style increased in 12% (OR 1.12; 95% CI 1.01–1.25; p=0.03).

Sensitivity Analyses

We added healthcare facility (Grady, Emory, private practices, and multiple facilities) as a 

control variable in the trend and multivariate analyses. The trends of increasingly worse IPC 

with either more severe disease activity or more severe depression remained the same after 

controlling for facility (Supplementary Tables 1 and 2). Similarly, the significant association 

between disease activity and suboptimal interpersonal style, as well as between depression 

and suboptimal communication and interpersonal style remained the same after controlling 

the analysis for healthcare facility (Supplementary Table 3).

Discussion

This study examined patient perceptions of interpersonal processes of care (IPC) amongst 

African American individuals with SLE. Our findings underscore substantial differences of 

IPC by gender and educational attainment, and suggest that the severity of both disease 

activity and depression might impact specific processes during medical encounters in this 

population.

Compared to men, women reported more frequent negative experiences related to their 

provider’s communication (e.g. hurried, lack of clarity, distracted). Moreover, more women 

than men reported that their providers engaged less frequently in patient-centered decision 

making, and were less compassionate and respectful. As prior data suggest that female 

doctors engage in more positive and longer discussion with their patients than male doctors 

(35, 36), further research is needed to determine whether gender differences in 

communication scores in the African American SLE population might be mediated by 

unmet expectations related to the gender of the physician. Women in our study also reported 

more discrimination or inattentiveness of providers due their race or ethnicity than males, 
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which raises the question about whether African American females perceive more 

discrimination or they are more exposed to objective experiences of healthcare 

discrimination. An alternative explanation is that physicians spend more time with men 

because outcomes in this group are deemed to be worse.

With the exception of a worse mean score for assumed socioeconomic status (interpersonal 

style domain) in younger individuals, no substantial differences were observed across IPC 

by age. Our data are consistent with those from a predominantly white SLE cohort(37), 

which reported no significant differences by age in patient-reported quality of 

communication. Further research is needed to examine whether younger African American 

subjects with SLE may perceive more discrimination, or be more frequently exposed to true 

experiences of discrimination in the healthcare, compared to their white counterparts(38).

Patients who achieved some college or higher education were more likely to report worse 

scores for physician-patient communication and interpersonal style, compared to those with 

high school or less. These findings contrast with prior reports of less effective 

communication between providers and patients of lower educational level(39). Our data 

suggest that in the African American population, the balance between patient’s expectations 

and satisfaction about healthcare interactions may be more difficult to obtain among the 

more educated patients. Whether a provider’s subconscious bias about “lower” education 

level within this racial group might play a role on those findings warrants further 

investigation. Although patient-centered decision making scales also tended to be worse in 

patients who achieved higher education, no significant differences were observed by 

education attainment.

Our results also indicate that patient’s perceptions of IPC can be influenced by disease 

activity and depression symptoms. We found statistically significant trends of increasingly 

worse adjusted scores for most communication and interpersonal style constructs across 

mild, moderate, and severe disease activity. Greater severity of depression symptoms was 

also significantly associated with increasingly worse adjusted scores of IPC for the hurried 
communication, explained results/medications, and disrespectful office staff scales.

Disease activity and depression were independently associated with suboptimal quality of 

overall provider’s interpersonal style, and depression was also associated with suboptimal 

quality of overall physician-patient communication, after adjusting for demographics, 

permanent organ damage and disease duration. Interestingly, neither disease activity nor 

depression were significantly associated with suboptimal quality patient-centered decision-

making.

To our knowledge, this is the first study of IPC in a large African American cohort with 

SLE. Our data indicate that, as in other chronic conditions, depression in SLE may have a 

negative impact on physician-patient communication(12, 28). Because depression is highly 

prevalent in African American patients with SLE, depression screening and proper 

management may result not only in better mental outcomes but may also contribute to 

improve physician-patient interactions. Moreover, we found that both disease activity and 

depression are related to patients’ negative perceptions about physicians’ interpersonal style. 
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These findings suggest that in addition to standard of care treatment, SLE patients with 

depression and active disease might need provider-based interventions focused on 

communication and interpersonal style. Our results also indicate that there is room for 

improvement in the decision-making process, which on average was reported to be shared 

only ‘sometimes’ between providers and patients, throughout all demographic and disease 

severity subgroups.

Our study has limitations. First, the cross-sectional design does not allow one to establish a 

cause-effect relationship and we cannot rule out that poor quality of physician-patient 

interactions leads to worse outcomes in the African American population with SLE, as it 

was described in predominantly white populations(37, 40). However, findings from studies 

in people with other chronic conditions support an influence of both sociodemographic and 

disease-related factors on IPC, possibly mediated by patient’s perceptions and 

expectations(10–13). Second, IPC responses are subject to social desirability bias, and 

participants cared for at Grady or Emory facilities, which are affiliated with the Emory study 

investigators, might be more susceptible to that bias than those cared for at other practices. 

However, those biases have been minimized by several methodological strategies, including 

the IPC questions that assess patients’ experiences with their doctors in general without 

pointing to any specific provider or clinical setting, the use of mail as the primary delivery 

mode of the GOAL survey, and the lack of participant’s identifier in the survey. Moreover, 

results from sensitivity analyses remained the same after controlling for the source of care. 

Third, we were not able to take into account physician and patient factors that might play a 

role in patient-reported IPC, such as demographic characteristics of the provider, length and 

complexity of encounters, or patient health literacy and trust in the healthcare system.

Conclusion

This study indicates that in the African American population with SLE, patient perceptions 

of providers’ communication and interpersonal style vary widely by demographics and 

disease characteristics. Among African American patients with SLE, women and those with 

higher educational attainment reported poorer communication and less interpersonal style of 

care. Moreover, African American individuals with SLE who had greater disease activity 

and more severe depression symptoms reported poorer communication and less personable 

involvement by their doctors. These findings suggest that patients with more severe disease 

may need more attention, effective communication and agreeable style by providers. 

Recognizing areas for improvement, as well as demographic and disease-related disparities 

in patient’s perceptions of IPC are fundamental to design tailored interventions to provide 

better quality of healthcare and improve outcomes in high-risk populations with SLE.
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Figure 1. 
Conceptual model of the relationships between disease-related and individual factors with 

interpersonal processes of care.
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Table 1.

Description of the Interpersonal Processes of Care (IPC-29)

Scales/subdomains How frequently…

1. Communication

Hurried communication (−) Doctors are hard to understand, ignored patient’s concerns, were bothered by patient’s questions, or 
distracted

 Lack of clarity (−) Doctors spoke quickly/used complex words

 Hurried, distracted (−) Doctors ignored patient’s concerns, were distracted or bothered

Elicited concerns, responded (+) Doctors heard patient’s concerns and took them seriously

Explained results, meds (+) Doctors explained results and medications

 Explained results (+) Doctors explained tests and physical examination results

 Explained medications (+) Doctors explained what would happen without the medicines and their side effects

2. Decision Making

Patient-centered decision making (+) Doctors asked patient and worked out treatment together

 Asked patient (+) Doctors asked about patient’s difficulties to follow up recommendations

 Decided together (+) Doctors asked patient’s preferences about treatment and worked out together treatment plan

3. Interpersonal Style

Compassionate, respectful (+) Doctors provided emotional support, were compassionate and respectful

 Emotional support, comp (+) Doctors were compassionate and expressed concern about patient’s feelings

 Respectful (+) Doctors respected and treated patient as an equal

Discrimination (−) Doctors made assumptions or discriminated

 Assumed socioeconomic status (−) Doctors made assumptions about patient’s level of education or income

 Discriminated due to race (−) Patient perceived discrimination or inattentiveness of doctors due to patient’s race or ethnicity

Disrespectful office staff (−) Office staff were negative or rude, gave patient a hard time, talked down to patient

Domains are underlined, scales are in italic font, subdomains are indented
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Table 2.

Description of the African American Cohort (n=698)

Characteristic Statistic

Age at survey (years), mean ± SD 47.5 ± 13.7

Age group (years), n (%)

 18–34 149 (21.3)

 35–54 322 (46.1)

 55+ 227 (32.5)

Disease duration (years), mean ± SD 15.3 ± 10.2

Gender (female), n (%) 650 (93.1)

Education (years), mean ± SD 14.3 ± 2.8

Educational attainment, n (%)

 High school or less 241 (34.8)

 Some college 243 (35.1)

 Some college 208 (30.1)

Uninsured, n (%) 88 (12.7)

Insurance*, n (%) 607 (87.3)

 Medicaid 122 (17.6)

 Medicare/Medicaid 85 (12.2)

 Medicare 172 (24.7)

 Private insurance 228 (32.8)

Unemployed or disabled, n (%) 284 (42.0)

Disease activity score, mean ± SD 16.0 ± 8.6

Severity of disease activity, n (%)

 None-mild (SLAQ score 0–10) 219 (31.4)

 Moderate (SLAQ score 11–19) 246 (35.2)

 Severe (SLAQ score ≥20) 233 (33.4)

Depression (PHQ score), mean ± SD 7.6 ± 6.1

Severity of depression symptoms, n (%)

 Minimal (PHQ-9 score 0–4) 261 (37.4)

 Mild (PHQ-9 score 5–9) 212 (30.4)

 Moderate to severe (PHQ-9 score >10) 225 (32.2)

Organ damage (SA-BILD score), median (IQR) 3 (1–4)

Organ damage ≥ 1, n (%) 608 (87.1)

*
3 cases with missing data.
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Table 6.

Multivariate Models of the Effect of Disease Activity and Depression on Suboptimal Quality of IPC in African 

American Patients with SLE

Variable

Model 1 Model 2 Model 3

Suboptimal Communication Suboptimal Patient-centered Decision 
Making

Suboptimal Interpersonal Style

OR (95%CI) P Value OR (95%CI) P Value OR (95%CI) P Value

Disease activity (per 4 
unit↑)

1.09 (0.96–1.24) 0.18 1.09 (0.98–1.22) 0.12 1.13 (1.03–1.25) 0.014

Depression (per 3 unit↑) 1.20 (1.04–1.39) 0.012 1.08 (0.96–1.21) 0.22 1.12 (1.01–1.25) 0.03

Proportional odds ratios (ORs) are adjusted for age, gender, disease duration, education, insurance status, and accrual organ damage
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