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Abstract

Objective: To explore socioeconomic status (SES) differences in patterns of doctor-
patient communication within head and neck cancer clinics and why such differences
exist.

Methods: Thirty-six head and neck cancer review appointments with five Physicians
were observed and audio-taped, along with follow-up interviews involving 32 pa-
tients. Data were analysed using Thematic Analysis, and compared by patient SES
(education, occupation and Indices of Multiple Deprivation).

Results: Three main themes were identified: (a) Physicians used more humour and
small talk in their consultations with high SES patients; (b) Low SES patients were
more passive in their participation, engaged in less agenda setting and information-
seeking, and framed their clinical experience differently; (c) Low SES patients had
different preferences for involvement, defining involvement differently to high SES
patients and were seen to take a more stoical approach.

Conclusion: Low SES patients take a more passive role in medical consultations, en-
gage in less relational talk and are less likely to raise concerns, but were satisfied with
this. Physicians may adapt their communication behaviour in response to low SES
patients’ expectations and preferences.

Practice Implications: A question prompt list may help low SES patients to raise con-
cerns during their consultations. This may reduce inequalities in communication and
health.

KEYWORDS
communication, doctor-patient relationship, inequalities, patient participation, socioeconomic
status
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1 | INTRODUCTION

Effective doctor-patient communication contributes to better
treatment outcomes.' Its importance makes it the ‘heart and art’
of medicine.® Good doctor-patient communication is characterized
by a two-way dialogue between patient and doctor, rather than a
situation where one party dominates the conversation.” Effective
communication is therefore seen where patients actively partici-
pate in consultations by asking questions and expressing opinions
and concerns; and doctors involve patients by encouraging them
to ask questions and express opinions or preferences.7 Such input
from patients is necessary in order for shared decision-making to
occur.”

Studies show that there are socioeconomic status (SES) differ-
ences in doctor-patient communication. Patients from low SES back-
grounds tend to participate less actively in their consultations by
asking fewer questions and are less likely to volunteer information
unprompted or express their opinions or emotions.?? Observations
also show that clinicians give less information, spend less time build-
ing rapport, and listen less attentively to these patients.®! Thus, a
patient's socioeconomic position affects both the way in which they
communicate with doctors, as well as how doctors communicate
with them. This is likely to contribute to socioeconomic inequalities
in health.

There are a number of theories which have been proposed to
explain these socioeconomic differences in doctor-patient com-
munication. Status characteristics theory posits that patients’ and
doctors’ perceived differences in social status influence how much
they participate in the consultation, and the value placed on their
contributions. Status is determined by characteristics such as ex-
pertise, qualifications, SES, ethnicity and gender. The higher an indi-
vidual's status, the more opportunities they are given to participate
and the more their participation is valued.*?>*3 Thus, patients who
believe their status to be low may deny themselves participation,
and doctors perhaps unconsciously deny participation to patients of
lower status. Lay theories of social class provide a slightly different
perspective. Low SES individuals who believe their social status is
biologically determined and unchangeable may experience more
shame, anxiety and negative affect than those who do not because
of fatalism, thus reducing participation in consultations.**

However, there has been a lack of research to explain these so-
cioeconomic differences. Furthermore, the impact of SES on the ef-
fectiveness of the doctor-patient relationship and communication in
head and neck cancer has not been well studied.'® Malignancies of
the head and neck are the 8th most common cancer in the United
Kingdom; approximately 4000 die annually from the disease.!®
Previous work has demonstrated an association between low SES
and unfavourable health-related quality of life outcomes after a di-

agnosis of head and neck cancer,!*8

although there has been little
attention in the doctor-patient communication literature. To fill this
knowledge gap, the objective of this study was to explore differ-
ences in doctor-patient communication practices based on patient

SES and why any differences exist using a qualitative design.
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2 | METHODS

The setting for the study was head and neck oncology review clin-
ics. After obtaining ethics board approval, patients over the age of
18 years who had previously completed treatment for cancer of the
head or neck during the previous 12-24 months were recruited for
study participation from one of five specialty clinics at a tertiary care
hospital in the North-West of England. Each of these clinics was run
by male physicians, and 36 patients were recruited in total. Non-
English-speaking patients, those unable to provide informed con-
sent, and those whose SES could not be determined were excluded.

Patients were approached to take part in the study while waiting
for their consultation. Informed consent about the study was taken.
A researcher observed and audio-taped the patient's head and neck
review appointment with their Physician, sitting in the corner of the
room. The researcher's field notes were kept to record phenom-
ena not available to audio recording. In particular, notes were made
on body language such as eye contact, whether the patient and
Physician shook hands, facial expressions, etc Appointment length
was timed from introduction to closing statements by either patient
or surgeon. A semi-structured interview with the patient was ar-
ranged a few days later, which was undertaken by telephone or face-
to-face. The consultation recordings were used to derive questions
for each follow-up interview and personalize the topic guide, so that
the interviewer could ask each patient about specific things which
happened during their appointment (eg, You mentioned you were
having difficulty swallowing, how did you feel about the physician's
response to that?). The researcher engaged in specific training in
qualitative observation and coding at formal workshops and though
private study.

Thirty-two patients participated in post-consultation interviews.
Three patients could not be contacted by the researcher following
the appointment, despite repeated attempts, and one patient de-
clined to be interviewed following their consultation. There were
consequently 68 data sources (36 appointments and 32 linked in-
terviews). Recruitment was stopped when a spread of participants
by SES characteristics was achieved, and when saturation of data
was reached.

We collected multiple datapoints on each patient to describe
SES, including indices of multiple deprivation (IMD) based on
postcodes, patient occupation mapped to the Office for National
Statistics standard occupational classifications (SOC), and pa-
tient-reported education data and employment status. IMD decile
one represents the most deprived postcodes.'” SOC is a commonly
used classification of occupational data which is collected and rou-
tinely updated by the UK government, and has been used as an
SES measure by a number of studies.?%?? It consists of nine groups,
with group 9 representing the lowest SES.%>%4 These data were ag-
gregated for each patient, as available, to categorize study subjects
into ‘low’ or ‘high’ SES. Details regarding patient SES categorization
are available in Table 2.

Audio recordings of appointments and interviews were tran-

scribed and, with fieldnotes, organized using the NVivo 10 software,

85U8017 SUOWIWIOD BAEa.D 8|qel|dde 8Ly Aq pausenob ae ssppie YO ‘88N JO Sa|nJ 1o} Aiq18UlUO AB|IAA UO (SUORIPUOD-PUR-SWIBIAL0D A8 1M AeIq U1 |UO//SANY) SUORIPUOD PUe SWe | 3U88S *[2202/TT/0g] uo Arigi]auliuo (1M ‘pueibua meN JO AISIBAIUN Aq E9TET XU TTTT OT/I0P/L00 A8 | ARelq1jeuljuo//Sdny wouy pepeojumod ‘T ‘TZ0Z ‘SZ9.69ET



“ | wiLEy

analysed using thematic analysis. This analysis involved identifying
common conversational characteristics that were combined into
themes and sub-themes, which together addressed the research
questions. Differences by SES background were identified using
a process of constant comparison between low SES and high SES
cases. This involved seeking out contradictions in themes and sub-
themes as cases were added to the analysis, and amending themes
until adding new cases to the analysis did not result in any reframing
of the emergent themes. A researcher (SA) undertook initial coding
and generated an initial thematic framework which was refined fol-
lowing discussion with other authors (RH, SB). Analysis took place
alongside data collection. Each patient was assigned a number to
anonymize the data. These codes used are to denote participants in
the results below.

3 | RESULTS
3.1 | Sample characteristics

Although 36% of participants lived in IMD decile 1, there was also
a spread of participants across the SES gradient. The majority
of participants were men (n = 24, 66.7%), with the most common
primary treatment being surgery alone (n = 13, 36.1%), closely fol-
lowed by chemoradiotherapy alone (n = 10, 27.8%). Average age was
64.9 years (Table 1). Table 2 shows the distribution of patients across

SES categories.

3.2 | Overview

We identified three main differences by SES in patterns of com-
munication, which were sub-divided into seven sub-themes in all
(Table 3). We noted that consultations differed by SES in firstly the
extent of relational talk; secondly in the extent to which patients ap-
proached the consultation taking either an active or a passive role;
and thirdly in the preferences (both expressed and demonstrated)
of patients for information about their condition, and the extent of

involvement in decisions about their care.

3.3 | Relational talk
3.3.1 | The use of humour

We observed that the tone of consultations was warmer and more
familiar when patients from higher SES groups were seen. Doctors
were friendly and talkative towards patients in higher occupational
classes, spending time to recognize and build rapport in the rela-
tionship between the two. The use of humour in these interactions
was particularly characteristic, with banter usually initiated by the
doctor. In Table 4 (Theme 1, sub-theme 1.2), we give an example of

banter during the farewell sequence involving higher SES Patient 25,

TABLE 1 Patient characteristics

Characteristics
Gender

Male

Female

Mean age

Mean appointment length (minutes:
seconds)

Indices of Multiple Deprivation (IMD) decile
1 (most deprived)

VO 0N O BAW N

10 (least deprived)

Mean age leaving education
(Information not available, n = 4)

Highest qualification
None
GCSE or equivalent
Advanced level (A level) or equivalent
Undergraduate
Postgraduate
Information not available
Office for National Statistics (ONS) group
1 (highest)
2

N oo o bW

8

9 (lowest)

Information not available
Employment status

Employed

Retired

Sick leave

Unemployed

Information not available

Primary treatment

ALLEN ET AL.
Total (N = 36)
N (%)
24 (66.7%)
12 (33.3%)
64.9 years
(SD =11.30)

8:03 (SD = 3:56)

13 (36.1%)
2(5.6%)
3(8.3%)
5(13.9%)
2 (5.6%)
2(5.6%)
2 (5.6%)
2(5.6%)

4(11.1%)

1(2.8%)

16.9 years (SD = 3.80)

14 (38.9%)
10 (27.8%)
3(8.3%)
3(8.3%)
2(5.6%)
4(11.1%)

5(13.9%)
3(8.3%)
2(5.6%)
2 (5.6%)
5(13.9%)
7 (19.4%)
2(5.6%)
6(16.7%)
0 (0%)
4(11.1%)

9 (25%)
21 (58.3%)
1(2.8%)
1(2.8%)
4(11.1%)

(Continues)
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TABLE 1 (Continued)

Total (N = 36)
Characteristics N (%)
Surgery 13 (36.1%)
Radiotherapy 6(16.7%)
Chemoradiotherapy 10 (27.8%)
Surgery with radiotherapy 6(16.7%)
Surgery with chemoradiotherapy 1(2.8%)

which contrasts with a much more formal, and shorter appointment
ending with lower SES Patient 6. A contrast in formality is also seen
here, where the Physician addresses Patient 6 as ‘Mr., but Patient 25
as ‘mate’, following their ‘joke’.

In total, there were 103 ‘jokes’ between patients and Physicians
across 32 observed appointments (excluding the four interactions
where we did not have information on patient education or occu-
pation). Of these jokes, 50 took place during consultations with pa-
tients from high SES (median jokes per consultation = 3, IQR = 2-5),
while 53 jokes were observed with patients in lower SES (median
jokes per consultation = 2, IQR = 0.75-3.25). We did not use a stan-
dardized way of defining a joke or teasing, as jokes and teasing are
often a product of context, so in line with this subjective interpre-
tation of whether jokes were made or not, we did not perform any
statistical analysis.

3.3.2 | Small talk

In contrast, doctors seemed much colder in their interactions with
lower SES patients, providing very little space for patients to speak
and not attempting to initiate or encourage any sort of rapport in
the same way. Physicians did much of the talking, most of which
was centred around the medical aspects of the consultation with
very little small talk or attempts at humour. In Table 4 (Theme 1),
we give contrasting examples by patients’ SES background of small
talk in both opening and farewell sequences of consultations. This
shows that the discourse involving Patient 6, with a relatively low
SES background, is much more focused on the functional (medical)
rather than the relational aspects of the interaction, than for Patient
25, where the doctor drives the level of conversational familiarity
and the patient responds appropriately.

Medical discourse is known to involve a dialectic between in-
stitutional (eg medical) frame and socio-relational frame for talk.?’
Thus, the consultation can be divided into task (instrumental) talk
and relational (small) talk.?> We found that a lower proportion of the
appointment was given to relational talk for low SES patients. This
difference in proportion of time spent on small talk could in part
be due to differences in total appointment time. Table 5 shows the
mean appointment lengths for each IMD decile. Barring a few out-
liers, patients from less deprived areas appear to generally tend to

have longer appointments, although because the sample size of this

WILEY-®

qualitative study was relatively small, it was not appropriate to use
statistical tests to investigate this further.

3.4 | Active or passive participation

We observed that low SES patients were comparatively passive
in consultations: Physicians generally took the lead, with low
SES patients raising relatively few questions and new topics of
discussion. This pattern appeared to be influenced by three fac-
tors: firstly by patients’ with knowledge and experience gained
in higher education or in their occupation consciously applying
this to ‘oil the wheels’ of the interaction; secondly by higher SES
patients coming to the consultation with their own agenda; and
thirdly because lower SES saw it as the Physician's responsibility
to give information—rather than it being the patient's responsibil-

ity in obtaining it.

3.4.1 | Education and occupation as a cultural
frame of reference

Eleven patients referred to their education and occupation dur-
ing interactions. This was spread evenly across SES. However,
SES differences were seen in the ways in which they referenced
education and occupation. More educated patients and those with
insights into the workings of health services by virtue of their oc-
cupation appeared to consciously apply this knowledge to help
navigate the healthcare system and to reduce the doctor-patient
difference in status. The example given in Table 4 (Theme 2, sub-
theme 2.1, Patient 12) is from an interview with a patient who
previously worked as a microbiologist in the NHS, and who clearly
felt his background enabled a more equal partnership; facilitat-
ing a positive interaction in the consultation for the sake of the
Physician's satisfaction with the appointment, and not just their
own satisfaction.

This is in contrast with a patient with lower SES (Table 3,
Theme 2, sub-theme 2.1, Patient 8) who was an auto-electrician
working on motorway signage; who also made reference to his oc-
cupation, but in a different way. Patient 8 made this reference to
his occupation when talking about the extent to which he trusted
the information and was reliant on the Physician's superior knowl-
edge and expertise. This patient takes a less opinionated and more
passive stance than the patient who had a more professional occu-
pational background, in recognition of their different domains of

knowledge and expertise.

3.4.2 | Agenda setting

In the interviews, about a third of patients (13 of 36) reported want-

ing specific concerns clarified in the appointment. These were evenly
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TABLE 2 Patient SES

IMD
Patient decile
1 9
2
3 3
4 1
5 8
6 1
7 3
8 4
9 9
10 1
11 1
12
13
14
15 4
16
17 5
18 1
19 10
20 2
21 1
22 7
23 6
24 1
25 6
26 1
27 1
28 1
29 1
30 5
31 9
32 7
33 4
34 1
35 3
36 8

Age leaving formal
education

35

NA
16

15
16
15
15
16
16
16

15

22
15
16

15
20

15

16
15
17

15
NA
16

16
16

17
NA
NA
20

16

22
17

15

15
15
15

Highest qualification

Postgraduate

NA
Undergraduate

None
GCSE or equivalent
None

None
GCSE or equivalent
Undergraduate
GCSE or equivalent

GCSE or equivalent

Undergraduate
None

None

None

A level or equivalent

None

GCSE or equivalent
None

A level or equivalent

None
NA
GCSE or equivalent

GCSE or equivalent
GCSE or equivalent

None
NA
NA

A level or equivalent

GCSE or equivalent

Postgraduate

None

None

None
None

GCSE or equivalent

ONS major
group

6

NA

W =, U NN O

NA
NA

Employment
status

Employed

NA
Employed

Retired
Retired
Sick leave
Retired
Employed
Retired
Retired

Retired

Retired
Retired

Employed

Retired
Employed

Retired

Unemployed
Retired
Employed

Retired
NA
Employed

Employed
Retired

Retired
NA

NA
Employed

Retired

Retired
Retired

Retired

Retired
Retired
Retired

Overall SES

High SES education,
low SES occupation

Insufficient information

High SES education,
low SES occupation

Low SES both domains
Low SES both domains
Low SES both domains
Low SES both domains
Low SES both domains
High SES both domains

Low SES education,
high SES occupation

Low SES education,
high SES occupation

High SES both domains
Low SES both domains

Low SES education,
high SES occupation

Low SES both domains

High SES education,
low SES occupation

Low SES education,
high SES occupation

Low SES both domains
Low SES both domains

High SES education,
low SES occupation

Low SES both domains
Insufficient information

Low SES education,
high SES occupation

Low SES both domains

Low SES education,
high SES occupation

Low SES both domains
Insufficient information
Insufficient information

High SES education,
low SES occupation

Low SES education,
high SES occupation

High SES both domains

Low SES education,
high SES occupation

Low SES education,
high SES occupation

Low SES both domains
Low SES both domains
Low SES both domains
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TABLE 3 Overview of themes and

sub-themes Main themes

WILEY-*

Sub-themes

Relational talk (Talk used to develop interpersonal relations  The use of humour (High SES

between clinician and patient)

Active or passive participation (in the consultation by

patients)

patients were more likely to
make jokes, banter and sarcastic
comments during conversation
in the appointment)

Small talk (High SES patients were
more likely to engage in more
lengthy polite conversation not
relating to the main purpose of
the appointment)

Education and occupation as a
cultural frame of reference

Patients with an agenda (High
SES patients came to their
appointments with a list of
things to discuss)

Responsibility for obtaining
information (High SES patients
felt it was their responsibility to
get information)

Preferences for involvement (in conversation and decision-  Defining involvement in decision-

making during the consultation)

distributed by SES, but we found more highly educated patients ap-
peared confident about raising concerns they had about their quality
of life. Most reported asking about something at every visit, al-
though we did not triangulate this by counting how many questions
they raised during their consultation. Interview data from Patient 3
(Table 4, Theme 2, sub-theme 2.2) illustrate this, as an example of a
higher SES patient who consciously set out to make the most out of
their follow-up appointment. Higher SES patients seemed less de-
terred from discussing their topic of interest if initially ignored by
the physician and were not concerned that they would be made to
feel stupid. Pursuing a matter of concern when the Physician initially

ignores the patient is illustrated here:

Physician: ‘Any problems’?

Patient: ‘Erm no, er a niggling problem. Err just like
when I'm breathing, it’s like an irritation on the back of
me throat like, you know like when you used to have

croupe when you were a kid-*

Physician: ‘Mmm (writing notes during problem
presentation)’.

Patient: ‘-and you know that sort of wheezy breathe

that doesn’t have anything to do with anything. It just

making (High SES prefer
knowing and being involved

in determining the which
treatment options are taken up)

Stoicism (Low SES patients had a
more stoic attitude)

makes me want to clear me throat all the time. (3-sec-
ond silence while Physician continues to write) | don’t
know if it’s the air or you know sensitive or...’

Patient 3, Physician 2, Consultation

This was in contrast to low SES patients, who took a more passive
approach as illustrated in sub-theme 2.2 in Table 3 (Patient 7): waiting
for the Physician to set the agenda which was then focused on medi-
cal, or task aspect of the appointment. Low SES patients also appeared
to be relatively more reticent in raising emotional concerns as an ap-

pointment agenda item.

3.4.3 | Responsibility for obtaining information

When asking whether they received sufficient information, we
found that higher SES patients actively sought information from
the Physician, even outside of the consultation if they had forgot-
ten to ask something during their appointment—seeing this as their
responsibility: if someone has not received sufficient information
then this was seen as their fault (see Patient 3, Theme 2, sub-theme
2.3, Table 3). This contrasted with lower SES patients who saw it
as the Physician's role to provide them with information which the
Physician deemed to be important (see Patient 6, Table 3, Theme 2,
sub-theme 2.3).
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TABLE 4 Contrast between high and low SES patients in communication content

Themes and
sub-themes

1. Relational talk

1.1 Relational talk
in the opening
sequence

1.2 Relational talk
in the farewell
sequence

Patients with high socioeconomic backgrounds

Physician: ‘No problems’?

Patient: ‘No | feel great now. | feel back to normal’.

Physician: ‘Yes? Still doing charity races and things like that’? (eye
contact, sat closer)

Patient: ‘I did erm... | did a hike for Macmillan Cancer in June... so | am
minus about 6 toe-nails at the moment because it's a marathon hike
in the Lake District. So it took 14 hours’.

Physician: ‘Oh right. Not the right shoes and all that’?

Patient: ‘No... | had, it was just, you know, the terrain’.

Patient 23, Physician 1, Consultation

Patient: ‘Thank you very much’ (shake hands, both sitting).

Physician: ‘So see you in 3 months’.

Patient: ‘Alright, thank you'.

Physician: ‘Yeah, so for the person recording - he is very grateful he
said!!’’

Patient: ‘l am extremely grateful’.

Physician: ‘| know you are’.

Patient: ‘Superb expertise’.

Physician: ‘Cheers mate. | know you mean that by the way. Thank you
very much’.

Patient: ‘Thank you'.

Patient 25, Physician 1, Consultation

2. Active or passive participation

2.1 Education and
occupation as a
cultural frame of
reference

2.2 Patients with an
agenda

Patient: ‘| know a lot of patients going in they are probably quite
nervous when they go to see a Physician like, you know what | mean,
or any doctor, not just because of the iliness but because of they see
them as somebody quite powerful and very professional and very
different. But having worked in that environment over the years | can
converse with them much easier. | know the system | know how the
system works and make it easier for myself and them as well’.

Patient 12, Physician 3, Interview

Patient: ‘Any concerns and you can bring anything up, | don't feel it's
going to be a stupid question.”

Interviewer: “Yeah. So, there wasn't anything else which you wanted
to ask but didn't get out’?

Patient: ‘No, | generally have a question every time | go...(chuckles)...|
generally bring something up’.

Interviewer: ‘You seem very comfortable to ask the questions you
want’.

Patient: ‘Yeah, Yeah | do, as | say in the past usually at every
consultation that | have had | have asked something about some part
of my mouth, throat, tongue...

Patient 3, Physician 2, Interview

Patients with low socioeconomic
backgrounds

Physician: ‘How are you'?

Patient: ‘Fine’.

Physician: ‘Good. No problems’?

Patient: ‘No none at all’.

Physician: ‘That's what we like to hear. Shall
we have a little look down'?

Patient: ‘Yeah yeah'.

Patient 18, Physician 3, Consultation

Physician: ‘Alright Mr (patient)..... | can't
see anything (Facing patient, making eye
contact). We'll just get the scans to look at
the tissues inside. | think, | think it's just the
result of the surgery of the radiotherapy
causing scarring in there, but we will get the
scan and it will also act as a baseline for us.
Now, I'll see you back on the 7th June.

Patient: ‘Alright, thanks very much’.

Physician: ‘Alright, take care now. (shake
hands both sat down, Physician lifts up a bit
off his chair). Bye'.

Patient: ‘Bye’.

Patient 6, Physician 2, Consultation

Patient: ‘See | am in the motor trade as an
auto-electrician and erm, mechanics, and so
I am mechanically minded. So, so, | know if
someone is saying something is right, then
it's got longevity at least’.

Patient 8, Physician 1, Interview

Interviewer: ‘You mentioned your problems
with swallowing to Mr (Physician) in the
appointment’?

Patient: ‘I didn't | thought | would wait
for the outcome, get the camera down
and | will wait for the outcome and then
if it was that the cancer had progressed
then | would tell him how | felt about it
beforehand'.

Interviewer: ‘Yeah'.

Patient: ‘But | didn't mention it’.

Interviewer: ‘Okay, | think erm...you
mentioned it a bit after he had given you
the kind of...

Patient: ‘He said ‘All clear’ and | said ‘Thank
goodness for that’.’

Interviewer: Laughs...

Patient: ‘That's all | said. | didn't say | had
been worried or anything’.

Patient 7, Physician 1, Interview

(Continues)
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TABLE 4 (Continued)

Themes and

sub-themes Patients with high socioeconomic backgrounds

Patient: ‘Yeah...occasions erm...I have phoned up and said look | forgot
to ask this or forgot to ask that, erm and | have done that with my
doctor as well and someone phones me back or | phone back when
they tell me to phone back or | get a letter or whatever. | think if you
ask you will get the information’.

Patient 3, Physician 2, Interview

2.3 Responsibility
for obtaining
information

3. Preferences for involvement

3.1 Defining
involvement in
decision-making

Patient: ‘Yeah | like to be involved ‘cause | like to know what is going
on. Erm...I have always been explained to me why they are doing
things and initially when the treatment was. When | was diagnosed
and they said to me, “Well there is two courses of treatment,” he said
“There is the tried and tested one or there is a new erm...one that
they are trialling”... But obviously its not as, they do not know the
results, so he said: “What do you want to do?”, he said “It's got to be

your decision”.
Patient 3, Physician 2, Interview

3.2 Stoicism Patient: ‘l am comfortable like about expressing things, like you know
what | mean like. | like to talk things through, I like to get to the
very bottom of things. | like to get to understand it myself, like you
know, because of my science, medical background I like to know and
understand anything, you know what | mean? If there's something |
don't know about, tell me more about it, | want to know’.

Patient 12, Physician 3, Interview

Patients with low socioeconomic
backgrounds

Interviewer: ‘Do you feel like you get enough
information from them’?

Patient: ‘Yes yeah'.

Interviewer: ‘Erm and do you find that you
get reassurance as well'?

Patient: ‘Yeah yeah. | mean especially with
Mr (Physician), | mean he is straight with
you'?

Interviewer: ‘Yeah'.

Patient: ‘I mean he won't try and kid you or
nothing’

Interviewer: ‘Mmm’

Patient: ‘If he thinks there is something
wrong he tells you he thinks there is
something wrong’.

Interviewer: ‘Yeah’

Patient 6, Physician 2, Interview

Patient: ‘Erm...well | expect to be 100%
involved...You know if, say he was going to
operate on me or things like that...I would
like to be involved. You know | would
want to know everything about it before
it actually happened...And like | say | have
only had the one operation you know when
he took the tumours out and he explained
everything about that you know before it
got done and then after it had been done,
the first time | seen him afterwards...

He went through everything with me, he
explained it all. He was very good, he really
is.

Patient 6, Physician 2, Interview

Patient: ‘But | keep it to myself, | don't say
it to my daughter as | don't like to upset
her, you know, worry her. | wouldn't like to
worry her and she says to me’ ‘Have you got
any pains? Don't forget to tell the doctors,
tell them everything, write everything
down.' | say, ‘I'm Okay, Okay’. | just keep on
saying to myself that it's the chemo or the
radio because a lot happens to the inside of
your body so this is why this is happening
and things like that and thinking about
everything that he says to you and | just...
you just have to get on with it’.

Patient 13, Physician 4, Interview

WILEY-—¥

3.5 | Preferences for involvement
3.5.1 | Defining involvement in decision-making

When patients were asked how involved they were in deciding
what cancer treatment to undergo and whether they were happy
with that level of involvement, we found that there were SES dif-
ferences in how patients defined involvement. Lower SES patients

interpreted ‘involvement’ as being fully informed of any decisions

the Physician made regarding their healthcare (see Table 3, Patient
6, Theme 3, sub-theme 3.1). They seemed uninterested in being in-
volved in making decisions, which was also reflected our observa-
tional data: Physicians made generally decisions for them without
consulting them, and they seemed happy with this.

In contrast, patients with higher education levels were more in-
terested in being a part of the decision-making process. Physicians
also involved them in this process, talking through the various op-

tions available to them and the pros and cons of each so that these
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patients could make an informed decision. This is illustrated in data
from Patient 3, Table 3, Theme 3, sub-theme 3.1 where the patient
talked about the conversation which took place with her Physician
when she was diagnosed where both discussed two alternative

treatments, one of which was undergoing a clinical trial.

3.5.2 | Stoicism

Stoicism is the endurance of pain or hardship without the display of
feelings and without complaint.? In terms of complaint, all patients
brought concerns to physicians’ attention and the degree of stoicism
did not appear to differ across SES. Few complained about pain or dis-
comfort in their interviews or appointments. However, while no higher
SES patients referred to their own stoicism, several low SES patients
explicitly referred to stoicism as a positive and self-defining value. This
in illustrated by data from Patient 13 (Table 3, Theme 3, sub-theme
3.2) who had an outlook on life that “You just have to get on with it".
This contrasted with patients with higher education levels who were
keen to talk through any issues with Physicians in order to help them
deal with these problems. They not only wanted to make the Physician
aware of their problems but also to understand them for themselves
(Patient 12, Table 3, Theme 3, sub-theme 3.2). Low SES patients, on
the other hand, appeared almost proud of delaying raising concerns
or seeking help. One such patient very briefly mentioned swallowing
problems in her appointment but vehemently denied it later:

Patient: ‘l am not a worrying type, if something happens
in life get on with it, deal with it. That's how | am made’.

Patient 7, Physician 1, Interview

This stoicism seems to be an important part of their identity for
low SES patients. One such patient spoke about it being passed down

from their parents:

Patient: ‘And my mother was quite a strong woman. You
know she, we were never mollycoddled as children and

TABLE 5 Mean appointment length by IMD decile

Mean appointment length

IMD decile (minutes: seconds) [SD]

7:52 [4:11]
6:29 [0:09]
6:19 [2:41]
7:06 [2:36]
13:55 [4:08]
5:54 [0:46]
7:29 [0:51]
15:52 [7:31]
9:01 [5:35]
7:34[0]

VO 0O N O AWN e
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we were expected... They were loving parents but we
were expected to err...to get on with it. As they had,
they came from a different generation obviously. Which
isn't a bad background to be perfectly honest, it's it's...I
don’t know it spells out to you what is important in life
and what's the priorities. So | appreciated all that. And |
think you do inherit some of that’.

Patient 14, Physician 3, Interview

This is supported by other studies showing low SES identity in-
cludes experience of facing and surviving adversity and in this, avoid-

ing being labelled as a victim.?”?8

4 | DISCUSSION AND CONCLUSION
4.1 | Discussion

In summary, firstly we found SES differences in sociable talk, that is,
relational communication between Physician and patient. Although
relational talk is recognized to be an important activity in itself, since
the cocreation of a ‘relational climate’ promotes patient cooperation
with care 2%; our study found Physicians appeared to spend more
time engaged in this, where patients were closer to their own so-
cial position. We particularly identified differences in the amount
of humour within consultations. Previous research has found that
individuals use humour and teasing to create power and solidarity
within an interaction, with teasing particularly used in interactions
between individuals of the same gender,%° although since our study
involved only consultations with male Physicians we recognize that
there may be gender differences, possibly in line with gender con-
cordance between doctor and patient, and so further studies of this
would be helpful.

Our finding that patients from less deprived areas had longer ap-
pointments is consistent with the findings from our previous study
which also showed a significant positive correlation between ap-
pointment length and SES as measured by IMD decile.®! This may
reflect the lack of much relational talk which occurred between
Physicians and low SES patients. Coupland et al®? report that both
patients and doctors work to sustain the relational portion of the
consultation which can delay the instrumental portion.3? However,
in our study we found that the relational portion appeared relatively
reduced in consultations involving low SES patients, and instead,
there was a prioritizing of the instrumental aspects of the consul-
tation. Because of the qualitative nature of the study, with a limited
sample size, we did not use statistical methods to investigate differ-
ences in relational talk by socioeconomic gradient, and so further
(quantitative) studies would be needed to investigate the pattern
which emerged in the data.

The finding from the sub-theme ‘stoicism’ that patients with
lower education levels seemed to prefer to deal with problems on
their own in private as a way of coping with their condition is sup-

ported by previous research. For example, a study conducted with
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breast cancer patients found that low SES patients raised signifi-
cantly fewer concerns during consultations with their oncologist.”
Some studies have found that individuals from low SES backgrounds
tend to expect negative outcomes, which can lead to hopelessness
and chronic stress.®® They engage in more fatalism and avoidance, as
opposed to instrumental coping behaviours such as talking through
issues with their doctor, displaying lower perceived control over
events.>*%° This is in line with the SES differences in the patterns of
doctor-patient communication we observed in our study too.

Within the ‘Defining involvement in decision-making’ theme, we
also identified that patients with less education were not only less
likely to be involved in making decisions about their care, but that
they defined involvement as being fully informed of decisions made
rather than making decisions themselves. They seemed content
with this. For example, a low SES patient explained: ‘...I expect to be
100% involved...You know if, say he was going to operate on me or
things like that...I would like to be involved. You know | would want
to know everything about it before it actually happened...’ (Table 3).
Although previous studies which have also found that people from
low SES backgrounds are less likely to seek information or have a
preference for active involvement in decision-making,3¢-38 few have
identified that SES differences in the patients’ preferences for par-
ticipation may contribute to this. Our finding that low SES patients
defined involvement as being fully informed of decisions which the
Physician made is reflected in other studies findings.>**° For exam-
ple, a Swedish study of frail elderly patients found that patients had a
similar definition of ‘involvement’ (wanting information from health-
care staff but still taking a relatively passive role).®? This finding was
in relation to age differences however, and so our study highlights
that these differences are pertinent to differences by SES too.

There are two systematic reviews which have looked at SES dif-
ferences in doctor-patient communication, finding that low SES pa-
tients both receive more directive consultations from doctors, but
also participate less actively themselves.2*' Currently, these con-
clude that doctors provide low SES patients with less information
because they assume that such patients do not want as much in-
formation; however, our findings challenge this. Our study suggests
that these doctors may be correct in their assumption that patients
across the socioeconomic gradient prioritize different aspects of
their care, resulting in differing behaviours, preferences and levels
of participation. Patients and doctors can have different perceptions
of the communication behaviours which are utilized by the doctor in
the interaction®?; however, in the context of our findings, this dis-
agreement does not necessarily mean dissatisfaction on the part of
the patient. Since low SES patients take a more passive approach to
information exchange, they may be satisfied with not being encour-
aged to ask questions in the consultation.

Nevertheless, increasing patients’ control over their own health-
care is increasingly seen as a good thing,*® and something which
contributes to better treatment outcomes.! Therefore, even if not
driven by the need to satisfy low SES patients’ expectations, there

may still be a need to ensure that information exchange during

WILEY-¥

consultations is more equitable by socioeconomic status. That our
previous study found no SES differences in the number of concerns
raised in head and neck cancer clinics when using a question prompt
list®! suggests that a pro forma approach might be an effective in-
tervention to reduce socioeconomic inequalities in this area. The
Patient Concerns Inventory (PCl) is a question prompt list which al-
lows patients to select what topics they wish to discuss with their
Physician, prior to their appointment. This is then used to streamline
the consultation.** Studies have found that it is feasible to use with

4546 and cur-

both elderly patients and those with little education,
rently, a trial is being conducted to examine whether its long-term
use may improve patients’ quality of life.*’

While patients’ control over their own healthcare has increased
over time,*3 researchers and clinicians should be mindful that not
all patients are interested in taking a more active role in their care.

Our study has a number of limitations. Firstly, our observation
of the consultations may have altered the way in which they were
conducted. Both patients and Physicians may have acted differently
than they usually would have, because they were aware of being ob-
served and recorded. In some consultations, references were made
by both patients and Physicians to the recording equipment being
used, so this is a possibility, although one which many qualitative
studies of this nature experience. We could have also used vid-
eo-recording equipment to collect more data from the consultations
themselves, however, that may have potentially influenced partici-
pants’ behaviours even more.

It is also important to acknowledge the impact of our own ex-
pectations and experiences on the analysis. The researcher grew up
in a lower/middle class household, but has since received training
as a healthcare professional and researcher and objectively sits in a
higher SES bracket. These experiences are likely to have led to un-
conscious biases within the analysis.

5 | CONCLUSION

In conclusion, there are a number of socioeconomic differences in
communication behaviours during head and neck oncology follow-
up consultations. This is through the use of relational talk, patients’
active or passive participation, and patients’ preferences for involve-
ment. Patients from low SES backgrounds seem to take a passive
role within the consultation, which may cause the Physician to alter
their communication style accordingly.

5.1 | Practice implications

Given that patients from lower socioeconomic backgrounds seem to
be reluctant to raise concerns with Physicians, the PCI may be a use-
ful way to facilitate raising of concerns for such patients. This may
help to reduce SES differences in this aspect of doctor-patient com-

munication, and potentially reduce health inequalities in this group.
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