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Abstract 
This paper proposes a framework for measuring the association or relation-
ship between health provider status and social interaction with patients. It 
makes two assumptions. The first is that health providers engage in social in-
teraction with patients. The second is that more involved providers have 
stronger relationships with patients. For example, because doctors have a sig-
nificant role to play in caring for patients, they should have more interaction 
with patients than clerks and receptionists. Furthermore, this framework hy-
pothesizes that: 1) health provider status is directly associated with their social 
interaction; and, 2) the sex of the health provider moderates the strength of 
this association. This conceptual framework defines three concepts: health 
provider status, social interaction (ordinal measures), and sex of health pro-
viders (a nominal measure). The main limitation is that the theory to be es-
tablished will be restricted to one independent and one moderator variable 
and will be appropriate for studying the perspectives of health providers only. 
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1. Background and Significance 
1.1. Background 

Studies on patient satisfaction provide a lens through which health provider and 
patient interaction could be examined. A simple definition of patient satisfaction 
is: a patient’s attitude towards physicians and medical care. It is the individual’s 
evaluative judgment concerning the quality of medical care received (Hulka, 
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Zyzanski, Cassel and Thompson, 1970 [1]). However, their definition does not 
take account of the health provider’s perspective. I contest that the study of a full 
theory of patient satisfaction must include the health provider perspective. 

Primary provider is the main theory used in the study of patient satisfaction. 
Aragon (2003 [2]) identifies two main factors in patient satisfaction: 1) satisfac-
tion with doctors/surgeons; and, 2) satisfaction with waiting times. In a study of 
emergency medicine, Guarisco (2008) [3] confirmed that satisfaction with the 
primary provider and satisfaction with waiting times were critical to patient sa-
tisfaction. It is argued that satisfaction with social interaction lies at the heart of 
patients’ satisfaction with primary providers. Asnani (2009 [4]) and Schneider et 
al. (2004 [5]) point out the significance of physician-patient relationships. Asna-
ni (2009 [4]) argues that patient-physician interaction or communication is sig-
nificant to good health outcomes. He suggests that communication is the most 
widely performed procedure in a physician’s professional life. However, he be-
moans the fact that physicians have not mastered the skill of patient communi-
cation. Schneider et al. (2004 [5]) in a study of 554 HIV infected persons, found 
that better physician-patient relationships produced greater adherence to an-
ti-retroviral treatment.  

1.2. Significance 

The significance of this framework lies in its intention to construct an instru-
ment for measuring health providers’ perception of social interaction and the 
relationship between the status of the health provider and their social interaction 
(with patients). Moreover, it proposes a hypothesized model that can comple-
ment primary provider theory and so produce a full understanding of patient sa-
tisfaction. In other words, we will know about patient satisfaction from two 
perspectives—the patient and the health provider’s. 

2. Purpose Statement 

This framework proposes a way health care providers (doctors, dentists and 
pharmacists) non-medical staff, e.g., nurses and clerical workers) could rate their 
social interaction with patients. In addition, it proposes that there may be a rela-
tionship between the status of health providers and social interaction with pa-
tients. In addition, it presupposes that the sex of the health provider moderates 
this hypothesized relationship. It is not intended to measure patient satisfaction 
as primary provider theory does. Also, it will support the argument that the 
study of patient satisfaction must take account of patients’ assessment of health 
providers and health providers’ assessment of their interaction with patients. I 
intend to outline briefly the following issues: influence of patient satisfaction 
studies, relationship between health provider status and social interaction: a hy-
pothesized model, factors associated with social interaction, conceptualizing so-
cial interaction: the dependent variable, conceptualizing sex of health providers: 
the moderating variable, conceptualizing health provider status: the independent 
variable, and limitations. The conclusion will summarize succinctly what was 
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theorized and suggest the benefit of the framework. 

3. Influence of Patient Satisfaction Studies 

In this paper, it is important to examine patient satisfaction studies. Some re-
search shows that satisfaction with primary providers is about patient satisfac-
tion with interaction or relationships with health providers. The importance of 
patient satisfaction studies is supported by Thompson-Banko (2009 [6]). She 
argues that it is significant to understand the customer. He/she should be treated 
with dignity, respect and concern. She emphasizes that customer service is key to 
patient satisfaction. However, this framework will not examine some of the fac-
tors identified as significant to patient satisfaction. They are health and care 
products, pharmaceuticals, gift and plant shops and markets for healthy snacks 
and beverages. 

Graham (2009 [7]) states that health providers should be concerned with im-
proving the quality of care delivery and patient safety. He believes that reducing 
medical errors and waiting times will go a long way toward the creation and 
maintenance of a leanly managed and organized health system. Graham (2009 
[7]) implies that excellent patient care will result in higher levels of patient satis-
faction. I reiterate the point that this framework will not consider management 
of health facilities, medical errors or waiting times. 

In Trinidad and Tobago Singh, Mustapha and Haqq (1996 [8]) in a national 
study of 1500 health center users found that patients expressed high levels of sa-
tisfaction with the courtesy and consideration, skills and competence; and advice 
of doctors, nurses and pharmacists. Satisfaction levels for comfort of health cen-
ters and access to health centers were relatively high (73 and 81 percent respec-
tively). In this framework only courtesy will be employed and will be associated 
with social interaction. 

Another study by Joseph and Nichols (2007 [9]) tested eight factors in quality 
of care at two clinics in South Trinidad. Their major finding was that one third 
of their sample rated the quality of services and overall clinic experience as unsa-
tisfactory, i.e. some patients were unhappy with communication with staff. On 
the other hand, Joseph and Nichols (2007 [9]) confirmed that their sample rated 
the physical conditions of health facilities much higher than communication 
with staff. It must be emphasized that physical conditions will not be included in 
this framework. 

With regard to the Trinidad and Tobago studies, I make no attempt to eva-
luate the reliability of findings on patient satisfaction with health providers. This 
is the case since there are no matched data sets to compare satisfaction levels 
between 1996 and 2007. Alternatively, I cannot claim that between these years 
(1996 and 2007) that satisfaction with primary and other health care providers 
had declined. One comparison that stands out is that satisfaction with physical 
facilities has remained consistently high i.e. above 50 percent. 

In an article, The Anatomy of Poor Health Care, it was stated that ineptitude 
plagues Trinidad and Tobago’s health sector (Rigsby, 2011 [10]). He notes that 
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in the country’s three major health institutions, innocent lives were snuffed out. 
His claim was supported by evidence that two mothers and three unborn babies 
suffered avoidable deaths (Rigsby, 2011 [10]). Similar to the two studies cited, 
Rigsby’s underscores the need for the inclusion of health provider perspective. I 
argue that health providers should be given the opportunity to reflect on their 
practice. 

4. Relationship between Health Provider Status and Social  
Interaction: A Hypothesized Model 

This paper attempts to understand social interaction between health providers 
and patients from the perspective of the health provider. The framework consists 
of three variables: an independent variable, a moderator variable and an inde-
pendent variable. Each variable would be explained in ensuing sections. Figure 1 
illustrates that the hypothesized relationship between the independent (health 
provider status) and dependent (social interaction) variable may be moderated 
by the sex of health providers.  

5. Factors Associated with Social Interaction 

Joseph and Nichols’ (2007 [9]) data collection instrument contained several 
items for measuring social interaction. Three of their items related to being 
treated courteously, being greeted and attended to properly and being spoken to 
positively. Two items sought to determine the extent to which staff (office and 
nursing) was polite and helpful. One item inquired about the extent to which 
nurses and physicians explained to patients their illness and treatment options 
adequately. One question inquired about whether physicians and nurses took 
enough time to explain adequately what they needed to know and whether their 
questions were answered thoroughly. Another asked respondents to explain 
whether the pharmacist, doctor or nurse explained the medication prescribed 
adequately. Lastly, one item sought to determine whether the receptionist or 
clerk explained any delay in their care. In this hypothesized model, these items 
will be modified as follows: interaction before care or treatment, interaction  

 

 
Figure 1. Relationship between health provider status and social interaction: a hypothe-
sized model. 
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during care or treatment and interaction after care or treatment. 
The significance of the sex of a health care provider in patient care studies is 

illustrated by Roter, Hall and Aoki (2002 [11]). They found that female biomed-
ical physicians engaged in significantly more active partnership behaviors, more 
positive talk, more psychosocial counseling, more psychosocial question asking, 
and more emotionally focused talk. In addition, they noted that females spent 
two minutes longer with clients than male physicians (Roter, Hall and Aoki, 
2002 [11]). These two findings will be used to measure interaction during care. 

6. Conceptualizing the Variables 
6.1. Conceptualizing Social Interaction: The Dependent Variable 

This conceptual framework proposes a number of issues for measuring social 
interaction before, during and after patient care. The first three, related to before 
care, seek to find out whether health providers greet patients politely, whether 
they explain any delay in care and whether they lead patients to their care hos-
pitably. 

Items measuring interaction during care or treatment will require providers to 
rate the extent to which they treat patients courteously and properly, provide 
appropriate and adequate information on illness, provide appropriate and ade-
quate advice on treatment including prescribed drugs, provide psychosocial 
counseling, engage in emotionally focused talk and spend an “appropriate” amount 
of time with patients. Questions relating to interaction after care will include the 
following: invited to leave politely, escorted outside the office or facility hospita-
bly and advised to return for follow-up visits. All items will utilize a five point 
Likert scale where the third choice will be “not applicable”. 

6.2. Conceptualizing Sex of Health Providers: The Moderating  
Variable 

Baron and Kenny (1986 [12]) argue that a moderator variable will influence the 
direction and or strength of the relationship between an independent variable 
and a dependent variable. Based on sex differences between medical providers, 
Roter, Hall and Aoki (2002 [11]), this framework hypothesizes that sex should 
moderate the relationship between health provider status and social interaction. 
One question would be used to categorize the sex of a health provider; that is, 
are you male or female? 

6.3. Conceptualizing Health Provider Status: The Independent  
Variable 

In this hypothesized model, health provider status is the lone independent varia-
ble. It will be measured as a rank-order/ordinal variable such that “medical” will 
be ranked highest and receptionist/clerk ranked lowest. In other words, provid-
ers whose interaction is most significant for effective diagnosis and treatment of 
patients will be ranked highest. In general, it is expected that receptionists and 
clerks play little to no role in the direct care and as a result will be ranked lowest. 
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I argue that education and training is irrelevant to this rank order. The general 
rank order is as follows: 1) medical and related providers (doctors, physicians, 
dentists and pharmacists etc.); 2) nurses and social workers and; 3) non-medi- 
cal, e.g., ward assistants, receptionists and clerks. 

7. Limitations 

Three significant limitations have been identified. First, there is only one inde-
pendent variable. However, in this model factors like patient health status and 
family support will be controlled to minimize their confounding effects on the 
relationship to be measured. Second, it does not consider factors like physical 
work conditions and availability of medical technology that may also moderate 
the strength of association between the independent and dependent variables. 
Third, since variables are at the nominal and ordinal levels, only non-parametric 
tests of association like the Spearman’s rho and Chi-square can be performed on 
survey data. In instances when differences between/among provider groups are 
to be measured, the Mann-Whitney or the Kruskal-Wallis tests will be performed. 

8. Conclusion 

The paper outlines a framework that consists of three main concepts: health 
provider status, sex and social interaction. The first and the third will be the or-
dinal measures. The second, sex, will be a nominal variable. Therefore the theory 
to be developed is limited to association or relationships. However, whenever the 
moderator test is to be performed, the Adjusted Rank Transformation Test (ART) 
developed by Leys and Schuman (2010 [13]) should be employed. As an episte-
mological tool this framework is practical for use among health providers. With 
the use of data collected by this model, they will be able to reflect on their impact 
on patient satisfaction, i.e., appreciate that better interaction (communication) 
with patients will produce better health outcomes and increased patient satisfac-
tion. Data analyzed using this model can be applied to health providers in public 
and private health institutions. However, when the theory is tested and accepted, 
it will pave the way for a holistic understanding of patient satisfaction which has 
been measured from the perspective of patients only. This proclivity is evident in 
Aragon’s (2003 [2]) primary provider theory. The time has come for a comple-
mentary theory that marries the perspectives of the patient with those of primary 
providers. 
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