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The patient's failure to cooperate effectively in the

patient/physician (patient and physician) interaction has

been shown to be a problem of significant magnitude. In

the present study, an attempt was made to identify specific,

patient behaviors which might be related to physician

judgment of a good patient and progress of treatment. A

checklist of 37 behaviors was compiled. A series of 100

patients was observed during their interaction with physicians

and occurrences of behaviors from the checklist were noted by

an experimenter. Physicians also indicated whether the

patient was considered to be a good patient and whether

treatment was progressing as expected. For every third

patient, physicians noted the occurrence of behaviors from

the checklist. An association was found between some behav-

iors from the checklist and the physicians' judgment. There

was also shown to be a difference in the ability of the

experimenter and the physicians involved to detect these

behaviors.
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PATIENT BEHAVIORS: DEVELOPMENT OF A RATING SYSTEM

The patient's failure to cooperate effectively in the

patient/physician (patient and physician) interaction, or in

following the prescribed medical regimen, has been shown

to be a major barrier to the delivery of effective medical

care (Brook, Appel, Avery, 1971; Hofmann & Rockart, 1969;

Lasagna, 1973). This lack of cooperation has curtailed

the benefits that could accrue to patients from the therapy,

produced incalculable unnecessary costs (both economic and

human), and provided considerable frustration for physicians

(Gillum & Barksy, 1974).

Groves (1978) .stated in his article on the hateful

patient, "Emotional reactions to patients cannot be simply

wished away, nor is it good medicine to pretend that they

do not exist." The magnitude of the problem was evident from

the fact that estimates of a rate of noncooperation of

15-97% were reported, with most sources agreeing that at

least one-third of the patient population was in this cate-

gory (Davis, 1968; Stimson, 1974). Various terms have been

used to label and investigate this situation, such as good

patient versus bad patient, compliant patient versus non-

compliant patient, defaulters versus nondefaulters, and

hateful patients (Davis, 1971; Gillum & Barksy, 1974; Groves,

1978; Lasagna, 1973; Lorber, 1975; Porter, 1969).
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Research efforts have been directed toward what differ-

entiates the good patient from the noncooperative patient.

Much of this research has attempted to discover character-

istics which will identify the good patient. However, the

results of these studies are inconsistent and inconclusive.

Few differences between patient groups have been found des-

pite the testing of numerous social and demographic variables.

Certain factors have been reported to be linked with good

patient behavior in various ways such as age (Cobb, Clark, &

McGuire, 1954; Davis & Eichborn, 1963; Schwartz, Wong, &

Zeitz, 1962), sex (Dixson, Stradline, & Wooten, 1957; Luntz,

Austin, & Austin, 1960; Wynn-Williams, & Arris, 1958), educa-

tion (Berkowitz, Malone, & Klein, 1963; Mizruchi & Perrucci,

1962), and marital status (Curtis, 1961). However, other

studies have reported no relationship between these factors

and the good patient (Charney, Bynum, Eldridge, Frank,

MacWhinney, McNab, Scheiner, Sumpter, & Iker, 1967; Maddock,

1967; Willcox, Gillian, & Hare, 1965).

One study focused on behavioral components that might

constitute the good patient, rather than these broad social

and demographic characteristics. Lorber (1974) investigated

which behaviors have led to the labeling of patients as good,

average, or bad by the hospital personnel. She found that

patients who did not interrupt the smoothness of medical

routines were likely to be considered good patients. These

are patients who did not make trouble, but did speak up about
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troubling symptoms and side-effects. Average patients were

those whose complaints were medically warranted and who

responded to regular routines for handling these complaints.

They took up the amount of time expected by hospital person-

nel for their illnesses. Problems patients were of two kinds.

The first group consisted of those patients who were seriously

ill and complained a great deal. These patients needed a

lot of reassurance, and were anxious, very emotional. The

medical staff found them "forgivable" because of their ill-

ness. It was the extra amount of time they required that

made them "problem patients." The second type of problem

patients was those who were not seriously ill, but neverthe-

less complained a great deal. They also refused to cooperate

with medical routines.

In a study by Malcolm, Foster, and Smith (1977), physi-

cians were asked to rate problem patients on a variety of

descriptive traits in order to assess the patient/physician

relationship, and it was found that some categories of

behavior appear consistently in problem patients. The most

highly scored terms in their study were "frustrating,"

"manipulating," and "depending."

In the present study, an attempt was made to identify

patient behaviors in the patient/physician dyad associated

with patients who were considered by physicians to be good.

It was believed that by identifying specific actions exhibited

by patients, a more precise assessment of the interaction
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would be possible than by using physician's reflective trait

judgments alone, since it has been shown that physician pre-

diction in this area was poor (Mushlin & Appel, 1977). The

situation investigated was the patient/physician dyad, and

it was hypothesized that a pattern of observable actions would

be associated with the physician's judgment of "good patient"

versus uncooperative.

Method

Subjects

Subjects were 100 outpatients (98 males, 2 females) from

the Veteran's Administration Clinic of Charleston, South

Carolina. The outpatient clinic primarily served the purpose

of doing intake examinations. Subjects age range was 18-86,

with a mean age of 49.4. Half of the sample were black. All

subjects were veterans, 27 were service-connected, and 88

had been previously treated at the Charleston facility.

Material

In the initial phase of the project, a checklist of

good patient behaviors was compiled. Items were drawn from

three sources. Ten physicians were asked to dictate attri-

butes of good patients. Observations of patient/physician

interactions were made, with experimenters noting behaviors

which seemed to be associated with patients whom physicians

described as good. Lastly, process terms from the Malcolm

study of problem patients were, when possible, used to

suggest specific behaviors to be included. This led to the

deve opment of 37 behavior descriptions used to make the
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observation rating forms (Appendices A and B) utilized in

the data collection.

Procedure

During each interval of observation, the first patient/

physician pair available was selected for observation. The

experimenter recorded the occurrence of behaviors on the form

during the examination. An interval sampling procedure was

used to determine the patients for whom the physicians

recorded their recollection of the behaviors on the form;

every third examination was selected for physician rating.

For all of the examinations, physicians were instructed to

state if the subjects were good patients and if the treatment

was progressing as they had expected.

Results

Programs from the Statistical Package for the Social

Sciences were used for statistical analysis (Nie, Hall,

Jenkins, Steinbrunner, & Bent, 1975). Frequency tabulations

and descriptive statistics were done for all items. Two-way

contingency tables were constructed to calculate a phi coeffi-

cient to study the associations between the physicians' ratings

of "good patients" and progress of treatment and the behavioral

ratings made by the experimenter and the physicians.

Table 1 shows a listing of significant observations (for

other observations, see Appendix C). According to the obser-

vations of the experimenter, good patients were those who

showed an interest in their illnesses and treatment by asking

questions, and also were able to report on their medical



Table .

Results from Analyses Having Significance Levels
Less Than .05

Good Patient Items Phi p

Rater

5. Show interest, asks questions 3.84 .26 .05
11. Remembers medical history 5.39 .27 .02
14. Does not give numerous, diffuse

symptoms 4.66 .25 .03
17. Does not seek to extend visit

beyond necessity 14.88 .34 .0001
20. Does not demand lengthy, repeated

explanations 3.84 .26 .05
23. Does not interrupt physicians

explanations 3.84 .26 .05
35. Does not complain about clinic

procedure 10.14 .38 .001
37. Does not come up with additional

symptoms 7.90 .32 .004

Physician

1. Responds readily to questions 4.27 .430 .03
2. Does not give unnecessary infor-

mation 5.36 .46 .02
17. Does not seek to extend visit

beyond necessity 4.27 .43 .03

Progress of Treatment Items

Rater

24. Does not express doubt about the
efficacy of physician's suggestions 6.84 .32 .008

28. Does not dramatize symptoms 6.84 .32 .008

Physician

1. Responds readily to questions 4.27 .43 .03
2. Does not give unnecessary informa-

tion 5.36 .46 .02
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histories. They did not demand lengthy, repeated explana-

tions and did not interrupt explanations of illness and

treatment being given by the physician. Recitation of

numerous, diffuse symptoms was not a behavior of a good

patient. Patients who present additional symptoms after

treatment of their initial complaint were not rated as "good"

by the physicians in this study. There was a high association

between patients seeking to extend their visits beyond what

was necessitated by their illnesses and whether or not they

were rated as good patients. A patient who complained about

clinic procedures (such as forms and rules over which the

physician has no control) was not seen as a good patient.

Physicians in this study rated ready response to ques-

tions without giving unnecessary information as a quality of

the good patient. According to their observations, a good

patient also did not seek to extend the treatment session

beyond necessity.

Experimenter behavior ratings associated with physicians'

judgments of adequate progress of treatment pointed towards

patients who did not express doubt about the efficacy of the

physician's suggestions and patients who did not dramatize

symptoms. Physician ratings indicated that patients who

were progressing as expected responded readily to questions

and did not give unnecessary information.

Discussion

it appears from the results of this study that physi-

cians view good patients as those who expedite contact, e.g.,
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responding rapidly to questions and not extending the visit

beyond necessity. Good patients respond rapidly to measures

aimed at defining illness and treatment--and, in turn allow

the physician to respond rapidly to their problems. They are

able to recite their medical histories and symptoms accurately

and concisely--and allow the physician the opportunity to

discuss their treatment without interruption and argument.

Overall, the physicians in this study rated behaviors related

to cooperation as their conception of the good patient.

The results indicate that specific behaviors are observ-

able as being preferred by physicians. One possibility that

this suggests for improving physician/patient relationships

is design and implementation of patient effectiveness train-

ing programs. This type of training could well be integrated

into health education classes in schools and family clinics.

In view of the scope and expense of this problem, it appears

that it would be well worthwhile to educate potential patient

populations in a manner aimed at achieving more effective

medical interactions. Patient effectiveness training might

also be useful as an adjunct to therapy in the treatment

plan of chronic patients. Since these patients will most

probably be spending a great deal of time in medical settings,

it would be profitable to enable them to do it in the most

productive way possible. A referral to psychological services

for this training could be considered a standing order for

newly diagnosed chronic diseases.



9

It is also shown that there are differences in the

degree of the perception of these behaviors between physi-

cians and an independent observer. There seems to be a need

for research aimed at further description and elucidation

of differences in the point of view of physicians and others.

It may be that the nature of the physician's involvement in

the interaction precludes his observation of some of the

listed behaviors. This may be particularly true of subtle

behaviors which psychologists are trained to detect. On the

other hand, physicians are more likely to detect behaviors

which are related to actual diagnosis and treatment of the

patient's medical condition. This, again, would most likely

be due to the differential training received by physicians

and psychologists and the differing ways they are taught to

consider ]behavior of ill persons. Thus, there appears to

be a need for interaction and exchange of information between

these two groups of professionals in order to enhance their

effectiveness in dealing with patients, particularly those

considered to be problem patients.

The patient rating scale should be investigated further,

to enlarge and improve it. This should be done by using a

more heterogenous sample, including more female patients,

inpatients as well as outpatients, and patients from a wider

variety of clinical settings. In future research, it is

suggested that a larger patient population and a larger

checklist of possible patient behaviors be used. Another
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potentially fruitful area for further study would be to

examine the effects of physician characteristics (such as

age and sex) on judgments of behavior, and investigation of

possible interaction effects of these variables with factors

such as age and sex of the patient.
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Appendix A

Physician' s Checklist

Please check any of the following behaviors which occurred
during your session with the patient:

Pt. did not respond readily to questions.
Pt. gave unnecessary information.
Pt. did not volunteer pertinent information.
Pt. did not follow instructions for examination (i.e.,
had to be asked more than once to breathe deeply, relax,
be still).
Pt. did not show interest, ask questions about illness
and treatment.
Pt. did not know medications/dosages he is currently on.
Pt. digressed when asked for information.
Pt. complained about having to wait for Dr.
Pt. argued about performance of necessary tests or exams.
Pt. expected family members to be allowed present during
physical exam.
Pt. did not remember past medical history.
Pt. gave minor symptoms.
Pt. asked Dr. for nonmedical advice.
Pt. gave numerous, diffuse symptoms.
Pt. asked permission to see Dr. at home, after hours, etc.
Pt. attempted to see Dr. before next scheduled appointment
or pressed for an earlier appointment.
Pt. attempted to extend visit beyond necessity.
Pt. attempted to get unneeded medication.
Pt. demanded lengthy explanations.
Pt. expressed dissatisfaction with Dr.'s crednetials.
Pt. interrupted exam.
Pt. interrupted Dr.'s explanations.
Pt. expressed doubt about the efficacy of Dr.'s suggestions.
Pt. told Dr. what to do for treatment.
Pt. refused to follow orders.
Pt. made sexual overtures.
Pt. dramatized symptoms.
Pt. touched Dr. inappropriately.
Pt. minimized symptoms or condition.
Pt. blamed others for medical problems.
Pt. blamed Dr. for lack of improvement.
Pt. blamed Dr. for medical condition.
Pt. made personal criticism of Dr.
Pt. complained about hospital or clinic procedures (rules,
forms, etc.).
Pt. was condescending.
Pt. came up with additional symptoms when told treatment
was complete.



Appendix A---Continued

Was this patient a "good patient"? yes

Was treatment progressing as expected? yes

Comments:

12

no

no
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Appendix B

Rater's Checklist

Pt. did not respond readily to questions.
Pt. gave unnecessary information.
Pt. did not volunteer pertinent information.
Pt. did not follow instructions for examination.
Pt. did not show interest, ask questions about illness
and treatment.
Pt. did not know medications/dosages he is currently on.
Pt. digressed when asked for information.
Pt. complained about having to wait for Dr.
Pt. argued about performance of necessary tests or exams.
Pt. expected family members to be allowed present during
physical exam.
Pt. did not remember past medical history.
Pt. gave minor symptoms.
Pt. asked Dr. for nonmedical advice.
Pt. gave numerous, diffuse symptoms.
Pt. asked permission to see Dr. at home, after hours, etc.
Pt. attempted to see Dr. before next scheduled appointment
or pressed for an earlier appointment.
Pt. attempted to extend visit beyond necessity.
Pt. attempted to get unneeded medication.
Pt. attempted to get unneeded tests.
Pt. demanded lengthy or repeated explanations.
Pt. expressed dissatisfaction with Dr.'s credentials.
Pt. interrupted exam.

___Pt. interrupted Dr.'s explanations.
Pt. expressed doubt about the efficacy of Dr.'s suggestions.
Pt. told Dr. what to do for treatment.
Pt refused to follow orders.
Pt. made sexual overtures.
Pt. dramatized symptoms.
Pt. touched Dr. inappropriately.
Pt. minimized symptoms or condition.
Pt. blamed others for medical problems.
Pt. blamed Dr. for lack of improvement.
Pt. blamed Dr. for medical condition.
Pt. made personal criticism of Dr.
Pt. complained about hospital or clinic procedures (rules,
forms, etc.)
Pt. was condescending.
Pt. came up with additional symptoms when told treatment
was complete.



Appendix B--Continued

Pt. # Age:.

Length of interaction

Presenting complaint

Service connected

Previous visits

14

Sex: Dr.

Diagnosis

Treatment



15

Appendix C

Table 2

Results from Analyses with Significance Levels
Greater Than .05

Good Patient Items x2 Phi p

1. Responded readily to questions .02
2. Did not give unnecessary informa-

tion .27
3. Volunteered pertinent information .24
4. Followed instructions for exmaination .02
6. Knew medications/dosages currently

taking .03
7. Did not digress when asked for

infomration 1.51
8. Did not complain about having to

wait for Dr. .44
9. Did not argue about performance

necessary tests or exams .44
10. Did not expect family members to be

allowed present during physical
exam a

12. Did not give minor symptoms 1.56
13. Did not ask Dr. for nonmedical

advice .06
15. Did not seek permission to see Dr.

at home after hours, etc. .43
16. Did not attempt to see Dr. before next

scheduled appointment or press for an
earlier appointment .17

18. Did not attempt to get unneeded medi-
cation 3.25

19. Did not attempt to get unneeded
tests .76

21. Did not express dissatisfaction
with Dr.'s credentials

22. Did not interrupt exam .17
24. Did not express doubt about the

efficacy of Dr.'s suggestions 2.30
25. Did not tell Dr. what to do for

treatment 1.36
26. Did not refuse to follow orders .17
27. Did not make sexual overtures ---

.02 .88

.08 .60

.08 .62

.07 .84

.02 .85

.15 .21

.19 .50

.05 .50

.16 .21

.05 .80

.06 .51

.01 .67

.22 .07

.14 .38

.01 .67

.21 .12

.17 .24
.10 .67
- - -c - --R M I~

Rater



Appendix C--Continued

Good Patient Items Phi p

28. Did not dramatize symptoms ---
29. Did not touch Dr. inappropriately .007
30. Did not minimize symptoms or con-

dition .44
31. Did not blame others for medical

problems ---
32. Did not blame Dr. for lack of

improvement .007
33. Did not blame Dr. for medical

condition .007
34. Did not make personal criticism

of Dr. ---
36. Was not condescending 17.59

Physician

3. Volunteered pertinent information 1.50
4. Followed instructions for examina-

tion .12
5. Showed interest asked questions about

illness and treatment .53
6. Knew medications/dosages currently

taking .00
7. Did not digress when asked for

information .21
8. Did not complain about having to

wait for Dr. .34
9. Did not argue about performance

necessary tests or exams 2.82
10. Did not expect family members to

be allowed present during physical
exam .34

11. Remembered past medical history .34
12. Did not give minor symptoms .38
13. Did not ask Dr. for nonmedical

advice 2.83
14. Did not give numerous, diffuse

symptoms 1.94
15. Did not seek permission to see Dr.

at home, after hour, etc. ---
16. Did not attempt to see Dr. before

next scheduled appointment or
press for an earlier appointment ---

18. Did not attempt to get unneeded
medication .38

19. Did not attempt to get unneeded
tests 2.82

.10

.19

.10

.10

.93

.50

.93

.93

.47 .00

.27

.17

.20

.14

.15

.29

.42

.10

.10

.00

.42

.32

.20

.42

.22

.72

.46

1.0

.64

.55

.09

.55

.55

.54

.09

.16

.54

.09

16



Appendix C--Continued

Good Patient Items x2 Phi p

20. Did not demand lengthy explana-
tions

21. Did not express dissatisfaction
with Dr.'s credentials

22. Did not interrupt exam
23. Did not interrupt Dr.'s explana-

tions
24. Did not express doubt about the

efficacy of Dr.'s suggestions
25. Did not tell Dr. what to do for

treatment
26. Did not refuse to follow orders
27. Did not make sexual overtures
28. Did not dramatize symptoms
29. Did not touch Dr. inappropriately
30. Did not minimize symptoms or condi-

tions
31. Did not blame others for'medical

problems
32. Did not blame Dr. for lack of

improvement
33. Did not blame Dr. for medical

condition
34. Did not make personal criticism

of Dr.
35. Did not complain about hospital

or clinic procedures
36. Was not condescending
37. Did not come up with additional

symptoms when told-treatment
was complete

2.82

.34

2.82

.00

.00

.00

.34

.34

.34

.34

1.09
.34

.38

.42 .09

.10 .55

.42 .09

1.4 1.0

1.4

1.4
.29

1.0

1.0
.55

.29 .55

.29 .55

.29 .55

.29 .29

.29 .55

.20 .54

Progress of Treatment Items

Rater

1. Responded readily to questions
2. Did not give unnecessary informa-

tion
3. Volunteered pertinent information
4. Followed instructions for examina-

tion
5. Showed interest, asked questions

about illness and treatment
6. Knew medications/dosages he is

currently on

.02 .02 .88

.27 .08 .60

.003 .02 .95

.023

.54

.04 .87

.14 .46

.53 .12 .46

17



Appendix C--Continued

Progress of Treatment Items 2 Phi p

7. Does not digress when asked for
information

8. Does not complain about having to
wait for Dr.

9. Did not argue about performance
of necessary tests

10. Did not expect family members to
be allowed present during physical
exam

11. remembered past medical history
12. Did not give minor symptoms
13. Did not ask Dr. for nonmedical

advice
14. Did not give numerous, diffuse

symptoms
15. Did not seek permission to see Dr.

at home after hours, etc.
16. Did not attempt to see Dr. before

next scheduled appointment or press
17. Did not seek to extend visit beyond

necessity
18. Did not attempt to get unneeded medi-

cation
19. Did not attempt to get unneeded

tests
20. Did not demand lengthy explanations
21. Did not express dissatisfaction

with Dr.'s credentials
22. Did not interrupt exam
23. Did not interrupt Dr.'s explana-

tions
25. Did not tell what to do for treat-

ment
26. Did not refuse to follow orders
27. Did not make sexual overtures
29. Did not touch Dr. inappropriately
30. Did not minimize symptoms of condi-

tion
31. Did not blame others for medical

problems
32. Did not blame Dr. for lack of

improvement
33. Did not blame Dr. for medical

condition

2.94

.44

.44

.88

.003

.06

1.09

.43

.17

.62

3.253

.20 .08

.05 .50

.05 .50

.13

.04
.34
.95

.10 .80

.13 .29

.06 .51

.01 .67

.12 .42

.22 .07

.004 .04 .94
.24 .01 .62

.47

.54

.02

.17

.007

.44

.007

.12 .49

.14 .46

.07 .87

.1 .67

.1 .93

.19 .50

.10 .93

.007 .10 .93

18



Appendix C--Continued

Progress of Treatment Items 2 Phi p

34. Did not make personal criticsm
of Dr.

35. Did not complain about hospital
or clinic procedures

36. Was not condescending
37. Did not come up with additional

symptoms when told treatment was
complete

.007

.24
1.35

.35

.10 .93

.01 .62

.17 .24

.08 .93

Physician

3. Volunteered pertinent information
4. Followed instructions for examina-

tion
5. Showed interest, asked questions

about illness and treatment
6. Knew medications/dosages he is

currently on
7. Did not digress when asked for

information
8. Did not complain about having

to wait for Dr.
9. Did not argue about performance of

necessary tests or exams
10. Did not expect family members to

be allowed present during physical
exam

11. Remembered past medical history
12. Did not give minor symptoms
13. Did not ask Dr. for nonmedical advice
14. Did not give numerous, diffuse

syptoms
15. Did not seek permission to see

Dr. at home, after hours, etc.
16. Did not attempt to see Dr. before

next scheduled appointment
17. Did not seek to extend visit

beyond necessity
18. Did not attempt to get unneeded

tests
19. Did not attempt to get unneeded

tests
20. Did not demand lengthy explanations
21. Did not express dissatisfaction

with Dr.'s credentials

1.50

.12

.06

.00

.21

.34

2.82

.34

.34

.38

.00

.08

1.06

.38

.. 00
.00

.27 .22

.17 .72

.12 .80

.14 1.0

.15 .64

.99 .55

.42 .09

.10

.10

.20

.14

.55

.55

.54
1.0

.14 .78

.26 .30

.00 .54

.14 1.0

.14 1.0

19



Appendix C--Continued

Progress of Treatment Items Phi p

22. Did not interrupt exam
23. Did not interrupt Dr.'s explana-

tions
24. Did not express doubt about the

efficacy of Dr. 's suggestions
25. Did not tell Dr. what to do for

treatment
26. Did not refuse to follow orders
27. Did not make sexual overtures
28. Did not dramatize symptoms
29. Did not touch Dr. inappropriately
30. Did not minimize symptoms or

condition
31. Did not blame others for medical

problems
32. Did not blame Dr. for lack of

improvement
33. Did not blame Dr. for medical

condition
34. Did not make personal criticism

of Dr.
35. Did not complain about hospital

or clinic procedures
36. Was not condescending
37. Did not come with additional

symptoms when told treatment
was complete

.34

2.82

.00

2.82

.00

.34

.34

.34

.34

.12

.34

3.38

.10 .55

.42 .09

.14 1.0

.42

.14

.29

.09

1.0
.55

.29 .55

.29 .55

.29 .55

.06 .72

.29 .55

.41 .06

aThese items were never scored.

20
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