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The contradictions of health service through reitecof
the doctor-patient relationship

Péter Kuba — Eva Malovics

In spite of the fact that the concepts of markeing competition are considered to be an
unrelated trend in health provision, the medicalmtounity has been forced into the
competition. This competition has even widenetiédHungarian Health Service to preserve
basic working conditions such as devices, instrumend the battle to overcome the lower
wages (Lantos—Simon 2005).

The fact that it is worth taking marketing aspedate consideration when analyzing
the doctor-patient relationship can be considerecelatively new matter of consideration.
The independent parameter of the research model isgbe putative competence of first the
provider, and then the consumer. The providershef gervices are typically experts, who
estimate risks according to professional aspectsmethods (or how they define tasks). The
dependent parameter is the perceived risk whidbil&eral concerning the service (Veres
2003). One of the arbitrating factors is trust, ainican be considered as an inclination to
risk-taking behaviour and the other is patient'sgtive competence.

The following conclusions were proven in this reskgaper:

1. In Hungary, the trust-level of the doctor-patiealationship is low; therefore the

perceived risk is high.

2. The level of trust in the system is also lowceoning health service.

3. Due to the above mentioned factors; both paréinis are dissatisfied with the

level of communication, cooperation and of the pars social competences.

During this research, focus group interviews anthisstructured personal interviews
were used to prepare quantitative analyses. Thalte®f these qualitative investigations
will also be presented.

The benefit of this research can be established,tdithe fact that bilateral risk can
be reduced by appropriate risk communication. Cqasatly, communication can be a risk—
managing instrument if the participants of the saation decide to take advantage of it.
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1. Introduction

As members of a research team of the Instituteusirigss Studies at the University
of Szeged, the chain of competenatsk-communication by a comparative research
is examined. Three types of services are compdredith care, education and
project engineering. In this study, the presentltef the examination of medical
services are summarized.

The goal of this paper is to discover and introdebaracteristics of the
perceived risk in the process of services, and thlsmpportunities of the reduction
and treatment of this risk with the help of comnmation.

2. Different approaches concerning the research oisk

Defining risk is not easy because researchers weesd definitions based on the
research goals and scientific backgrounds. Commspéaking, it can be derived
that risk usually refers to an activity based onartainty. Uncertainty results from a
state of insufficient knowledge. It can be stathdt tby enlarging the amount of
obtainable information, the chance of success caimag certain activities can be
increased.

According to often used definitions, risk is prolhifp of the outcome of a
potentially unfavourable event. Powell (1996) definisk as the combination of an
undesired and uncertain thing. This definitionametimes expanded by saying that
the probability of the event's outcome is multiglidy the rate of the caused
damage. According to Emblemsvag and Kjglstad (2008k is interpreted as a
systematic method of how to fight with danger. Bhse the above mentioned facts,
the main point of the risk definition is the followg:

a) Either the possibility of the occurrence of samévourable event,

b) Or the possible default of some favourable event

Based on Renn’s taxonomical approach, risk defingican be ranked into
four big groups.

— By risk, technical approachingresearchers mean the failure of different
devices and systems and they aim at treating tfaeimful physical, chemical
and biological effects and these effects give thené for their analysis and
evaluation.

— While economic approachease the dimension of negative consequences,
satisfaction-dissatisfaction instead of the moredively measured but more
narrowly interpreted “damage” dimension.
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— Howevercollective and social approachésociological, social psychological,
anthropological approaches) put emphasis on tkeafathe reference groups.
When constructing the elements of reality, andetfege that of the risk, they
widen the individual focus of the psychological eggch (Renn 1992).

— Cognitive psychological approacheput emphasis on risk perception.
Concerning the definition of risk, the significanoé subjective judgement
formation is huge. In the definition of risk, whiléaking subjective
perceptions into consideration in addition to thedicted one-dimensional
values, different quantitative and qualitative f@as are also taken into
account and they interpret risk as a subjectivejyeeted term (Slovic et al
1998).

Perceived risk in everyday life differs from spdisia’ opinion. People can
overestimate certain dangers (flying), and undemesé others (driving).
The following factors play roles in perceived risk:

a) Availability bias: the judgement of an event elegls on how easily one

can bring it to mind.

b) Overconfidence: not realising the limits of aewn knowledge.

¢) Demanding certainty: reduction of exaggerated t@used by uncertainty

(Radnéti—Faragd 2005).

The representatives of the psychometric approatchapuemphasis on the
necessity of measuring risks. First of all, theglgped risk perception in connection
with modern technological devices, methods andvities. One of their main
methods is using questionnaires because within ftaene of psychometric
paradigm, people have to make quantitative valaggments on the riskiness of
different risk-bearers’ existing and desired ratesaddition to the ideal level of
regulation. At this point, these judgements areateel to other judgements
concerning other features.

By cognitive psychological methods, they tried@geaal the risk attitudes and
perceptions present in a society or culture anddtagving of their cognitive maps
was also attempted.

Slovic (1987) carried on research about the charatits of laypeople’s risk
perception, as he found lay interpretations of iisiportant. Some of his most
important questions are:

— What are the defining factors of the perceived (bnceptual features, the
influential strength of emotional factors, and #fikequate notion of methods)?

— How accurate is the perception of an average p@rébo distortions come
from the insufficiency of information or from thadt that skills are limited?)

— What steps must be taken in order to develop eapbay attitude towards
risk?
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— How can experts appreciate where the limits ofrtb@inpetence are?

His results show that despite less information #medpossible mistakes, lay
knowledge concerning risk reflects a steady comatidm that is typically missing
from the experts’ risk evaluation (Slovic 1987).€Bk thoughts, in connection with
risk perception and communication, play a cruade iin scientific literature (Table
1).

Table 1.Different aspects of risk perception concerningegigand lays

Experts Lays
Risk valuation is based on previous
experience only in small amount

Control and predictability of risk

Obijective risk identification, evaluation

LU Risk cannot be perceived by senses
and minimisation

There are no data, no statistics, the
usage of these is not evident for them
The role of assumptions and
Efforts made for providing general rulgsindividual concepts is more significant
— individual value judgement

It would serve as the basis of rational | They do not rely on unambiguously

Scientific approach

decision concerning risk mechanical or economical aspects
Emphasis on qualitative risk features,
Probability risk predictions significance of the role of subjectivity,
fear
Mixed usage of the above mentioned
Risk comparisons aspects-the inconsistence of

judgement and action
Source:own construction based on Haller (2003)

3. Why “healthcare” specifically?

State health provision could not follow the “pribeom” in health service which
was caused by the improvement of medical sciendepharmaceutical industry and
the rising public needs worldwide. Related to tiséng prices, besides the costs of
the direct health provision, the expenses of tlieviding factors have also appeared:
— insurances companies and
— management.
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In addition to the rising quality of the hospitacommodations — mostly
based on the insurance system — and other typeotafction, the consequences of
malpractice suits have been reduced. During thé®4 97 Hungary, as a result of
falling rates of the economy and the indebtedndéshe state, variance could be
perceived between the “medically possible and tomemically affordable” terms.

Citizens have claimed to be informed of the intrichn of the new, although
expensive, medically possible methods of treatmbotshave had no or lessened
chances to attain them. It is an interesting andertstandable paradox, that as a
result of the present effect of the slogan: “freel &igh quality”, citizens do not
connect the necessity of contribution payment whthexpenses of health provision,
or at the same time, payment of taxes with thedipgron health care.

The developmental limits of the health provisiorsteyn and the problems
around its operation have appeared as politicalesdecause if it is a state-run
system. Therefore, it is not surprising that attihee of the change of the regime,
the politically acceptable choice became the hesdtivice based on an individual
insurance system. This change found its shape imnsurance system without
consequence.

Health service is a huge system which definesitheof a society. It is the
sum of those individual and social actions whictm & preserve and re-establish
health and to provide its specifications. Its asntd reach the best health state
possible in the widest layer of the population.

The 3 main areas of health services:

— basic provision
— out-patient service
— in-patient service.

As a fourth factor, the pharmaceutical industry etso be listed here as an
active participant. In our opinion, risk perceptiam health services has been
outsized by the present “war psychosis” of healtvigion.

The interest towards the study of economics andagement has risen
dramatically among health services in comparisoth whe previous situation.
Earlier, even economists dealt little with the emwmit problems of the health
services, despite the fact that it is the foundivggnber of the non-profit sector.

It is a global problem, even the most developedntiges fight financial
difficulties; the principle which says: “providingverything for everybody” has
become unmaintainable (E¢e2002).

Doctors must possess a great deal of skills, @sliand professional
knowledge in order to be good experts. Trust isemibran necessary in health
services; moreover, the rate of risk is also tlugést here in this sector (Hajdu—
Bagi 2004).
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Health care as a service sector seems an obvieasHrne industrial era came
to an end, and now lives the era of informationtiWeference to Garai (1997), in
this new era, in the time of the second moderropati..we must take spiritual
phenomena into consideration of economic factohs.the era of information,
hastening is one of the most important featuregeoiple and society. Today, more
qualification is possessed, but less intelligencegre knowledge, but less
comprehension; there is more professionalism, batenproblems arise; more
medicine is available, but health conditions assdmed. People drink and smoke
too much, they are too fat, they are stressedtloey, watch television far too much
and they do not exercise enough.

There are different active participants of headitviee who are the subjects of
analyses. Their characteristics vary accordingpédr toncern in the health field.

1. Doctors: they must possess a great deal of skills, alslitiprofessional
knowledge and competence. They have a “certificatedical degree) and
they participate in continuous trainings (specialesxamination, score
collection), that is how they become qualified. €dering the present social
(and within it, health care) conditions, it is ddished that they are
overburdened, tired and exhausted.

2. Patients: They pay the Social Insurance without really knayvivhat is is,
and still, health provision is not free. They feldfenceless, although they
have guaranteed rights and health care represa#afrhey are constantly
struggling with weight problems, they do not exeecenough and they eat in
a very unhealthy way. They are afraid of treatmefitsey do not have
complete trust in their doctors and make reportires the doctor if the
‘broken part’ cannot be replaced or fixed.

3. Holistic health practitionersMost do not have degrees and their accreditation
is not possible. This is an area overwhelmed hydralthough, many of them
have been proven skilful in their area of specialihey do not cure the
patient; only help the organism cure itself. Theref responsibility is not
theirs either. They are often consulted when thentlis desperate and
hopeless and sometimes it has even become fashdotmlyisit a holistic
health practitioner.

Taking into consideration the above mentioned faitis is why the health
system has been chosen as the focus of study. &&léhhsystem is a high-risk
sector, where everybody is affected and, thereftgserves research.
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4. Problem statement

The structure elements of the 19th, 20th and 2Ar#ucy can be found in the present
structure of the Hungarian Public Health. It is ©idered to be a relatively new
aspect that it is worth taking marketing factortigonsideration when analyzing
the health care.

The notions of competition and marketing were nateated in the public
health of the USA until the 1980's. It was takenaastrange idea in the area of
health care that business matters push their wagsthe structure of public health
and generate unworthy competition of healing.

According to Kotler, most institutions in the publiealth have no choice to
avoid competition because there are institutionthénsame field of supply and they
have to compete with each other for demand. Iropision, competition is forced
not from outside, but it is formed inside of puldiealth. Management methods and
marketing tools can be used in this field, too.

Leisen and Hyman (2004) emphasize three elemermtdar to give a reason
on the research based on marketing concerningeiiéhhservices.

First of all, there has been a process lately, hathat the activity of doctors
and other assisting organizations has been analyenad such statistics which were
used only in business life before.

According to Peyser, the following statistics canshressed:

— the behaviour of the consumers (patients)
— reputation or “good name”
— economic motivating factors (income, income overages)

The competition between services is getting pragvely significant in the
medical system; therefore, traditional marketingthrods get increasingly more
important roles in health services.

In addition, the doctor-patient relationship isoad-term relationship. Health
services are essential from a personal aspecthagdcompel high rate commitment.
Most consumers (patients) prefer continuous, lamgit relationships with their
doctors.

Moreover, trust is the crucial point of the dogbatient relationship. The
more expenses that accompany the damage causéeé bycompetent service (for
instance: malpractice suit), the bigger the rolewsdt is when evaluating the service.
It becomes clear from research of Swan et al. (199@&t most patients are not
experts in medical sciences; that is why they atiged to believe that their doctors
treat them well.
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Based on the above-mentioned arguments, it cartavedsthat the doctor-
patient relationship can be considered as an iateregketing relationship (Leisen—
Hyman 2004).

Johnson and Grayson (2005) put an emphasis onotreétive and affective
dimension of trust in the relationship between isey and consumers. By the
consumer’s cognitive aspect of trust, it is meamtard belief and deep conviction
towards the competence of the service provider. ddgnitive dimension of trust
makes it possible to predict the probability raftehow the service provider will
complete the promised engagements. On one hasdkribivledge originates from
the observation of the supplier when acting ineddht situations. On the other
hand, it is based on news coming from other sesviGdviously, the consumer can
never be absolutely sure concerning the resulhefservice, therefore trust in the
competence of the provider always remains an impoffactor. This is particularly
true concerning health systems.

The affective dimension of trust is based on tHfeséings which were arisen
by the quality of the service and the interest erpeed by the supplier. Certain
pieces of information coming from others might irgihce the affective dimension of
trust, but what counts considerably is personaleggpce towards the service.
Besides information, it is based on emotions. Ast@mnal raillery is getting deeper
and deeper, the trust in the service provider mayeed the rate justified by the
consumers’ knowledge. Since emotions have such residerable role, these
relationships cannot be analysed well with the hmipthe economists’ objective
risk-evaluation models.

The public health system in Hungary has severatiapeharacteristics. The
indexes of statistics concerning the Hungarian iEublealth mainly meet the
requirements of the development of the Hungariamewy. The expenses of Public
Health in GDP in Hungary are almost equal to OE@Brage. However, expected
life spans of people are lessened, risks of gettiraye increased, and chances of
recovery are worse than most other developed deantr

It can be stated that there is competition for weses in the Hungarian Public
Health. The main reason of this competition is gheat lack of resources, and the
main purpose of it is to ensure better circumstarioe medical treatments. “This
usually goes together with self exploitation, whigeduces personal and
organisational effectiveness. This kind of compmtitis basically not useful on a
social level; but, at present, this ensures thekingrability of the Public Health in
Hungary” (Lantos—Simon 2005, p. 45.).
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5. Research model

The independent parameter of this research is ipeitabmpetence, which is the
judgement about the savvy of, first, the providerd then the client. The suppliers
of the services are usually experts, who estimites raccording to professional
aspects and methods (namely, how they define tasks)

Figure 1.Research model

Perceived/putative - -
Perceived risk
competence
. /L 1T
I How is it reflected in
) ) | communication?
Relationship (trust)

The putative (limited) competence of the
patient (information asymmetry)

Source:own construction

6. The results of focus group interviews

In this particular research, focus group intervidthsee of them were prepared: one
with doctors, one with holistic health practitios@nd one with pharmacists — being
“qualified patients”) and semi-structured persdntdrviews (with subjects who — as
many members of our society — already had expeggeit the Hungarian public
health system: had been patients) were used taé¢ipe quantitative analysis. The
main topics of the interviews are the followingrgmved competences, perceived
risk, and communication in the process of the hezdte service.

While defining the competence of a physician, intpiotr differences were
found. Patients said that the main elements ofditetor's competences are their
social competences:
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— the quality of the information
— the manifestation of the empathy of the doctors
— the personality of the doctors

However, in the doctor groups, the overall expeaéeis that doctors consider
the criteria of the profession when judging theamocompetence. The knowledge
and the observance of the rules of the professienadequate expertise, the ability
of making decisions, qualification, and firmnesg aill important aspects. The
interviewed doctors are aware of the fact thatribeiice and friendly means a lot to
the patients; although, according to them, it hashing to do with being
professional”.

The doctors are much more aware of their infornmatiGuperiority and often
look down on the patients’ information resourcesug@lly obtained through the
media). This information is accepted only by certparts of the patients’ history
and experience.

The patients judged the medical interventions ridkgcause “a life is at
stake”... they identified the following risks:

— improvement does not occur in the state of the=pati
— the state of the patient deteriorates after thanrent
— malpractice

— Death.

Among competence factors reducing the perceived oither organizational
aspects also appear concerning the patient graush, as the reputation of the
hospital and its equipment. Patients are highljuerfced by good experiences and
stories of other patients. Furthermore, the peetki@ompetence of the healthcare
staff also plays a significant role by means ofratiily the communication and the
judgement of their professional activity as detewmi by:

— the reputation of the doctor

— his medical costume or uniform

— the doctors ability to make contact with the pédtiamd therefore helping the
patient venture to make contact

— the expertise of the nurses and how much time dleay with the patients

— the superiority of the preparations before an dpmra

In the perception of the competence elements istrgaisk, there was also
difference between the two groups:

— The patient groups emphasized the lack of inforomationcerning the doctors
as one of the most important risk factors.

— As for the doctors, the lack of time, the uncetiaiand the limits of risk
communication (“all risks must be told beforehartbeowise we might be
sued, but it is impossible to tell about all treks") were emphasized.
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One question was presented on how to communic&eeltments of the
medical competence in different healthcare sitmatid\ccording to certain research
(Maryn 1998), most complaints concerning medicalises are not in connection
with clinical competences, but with communicatiomidems. The most frequent
complaint is that the doctor does not pay enoutgntibn to the patient.

The two groups gave diverse answers concerningjtlastion. Doctor groups
put an emphasis on:

— education,

— direct interactions,

— the role of agreement declarations,
— And on an overall information.

As for the verbal and formal elements of the depitient communication,
the importance of the doctor-patient communicati@s in part appreciated by the
physicians. Some of them recognised the signifieaot communication in the
improvement of the doctor-patient relationship (igats prefer being treated as
partners”). What is more, informational asymmettyoaappeared (“if the doctor
informs the patient well, then the patient's expgons are down-to-earth” “the
doctor knows what to do in certain situations wifile patient does not”).

Although, problems also occurred like lack of edioca(we have not been
taught this) and doubts concerning the importafi@@mmunication.

Based on the interviews, the doctor-patient compatiin seems rather
authoritarian. When doctors talk about patient dianpe, they mean that patients
should follow the doctors’ orders (“...He must gosee a doctor and he must take
the doctors’ words”).

Compliance or adherence to health service providenmmendations is
widely considered to be a remarkable factor inthealitcomes, and several aspects
of it are found to be affected by factors that ggah the consulting room (Vajda
2009). However, according to the doctors interviegmanly patients are responsible
for patient compliance. This statement was empbddiy all of them, and they all
considered the level of the patient compliance [otis typical phenomenon could
be sensed, and as for the doctors’ interpretati@@émed “...as if many devoted
experts wanted to do good to the patients dedpétie willingness” (Lantos—Simon
2005, p. 47.). It is a pity that patients interptetompletely differently. How is it in
reality according to the statistics? According tifedent surveys concerning
different diseases, in every case, the long tegattnent patient takes even less than
half of the prescribed medicines. The worst resatisurred in the treatment of
asthma, where patients take only one in four fliltos—Simon 2005, p. 48.).

A separate chapter is devoted in connection with ldss of trust. In the
patient groups, the effects of the media and diegperience could be shown. The
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media has a significant role in spreading bad exesnand malpractices. Patients
consider doctors incompetent based on their bebayfthe doctor gives the same
medicine for everything, my state is getting wossel worse... the doctor is not
available when he is needed... and | have to watbfamuch...”)

In the doctor groups, the following statements weegle:

— the loss of trust is rooted in the circumstancetheftreatment
— physical condition of the institute itself

— lack of attention towards the patient

— lack of the nurses' activity

The doctors being exhausted and tired were memtiamesach and every
interview (“to be on over-duty”) and as a resuliey make mistakes. The question
about who is responsible for this was raised, kag never answered.

According to the patients’ opinion, delineating theks is the occupational
duty of the doctor; whereas, they add that detaifddrmation depends on the
seriousness of the problem. Dentistry, family dostcservices, dermatology,
ophthalmology, and orthopaedics were appointed dtess risky field”. They
considered surgery and obstetrics risky and fielldsre prompt decisions have to be
made and aggressive intervention is needed. Thegupre that the longer the
medical intervention is, the higher risk thereQm the part of the patient, risk can
by reduced by prevention, gathering informatiounstr keeping to the instructions of
the doctor, a positive approach and belief in #@very, a solicitous choice of the
doctor and collaborating with her/him. On the pdrthe doctor, risk can be reduced
by: less acute patients, identifying diseaseswme tiempathy and due experience.

The service is considered successful by the patigmtincipally, if the
recovery is univocal, although they see that it bandifferent depending on the
seriousness of the problem. Secondary, but eskentfee aspect of success is if: the
treatment is rapid and effective, it is accomparbgdless inconvenience, pain is
minimal, there is scarce risk and the durationhdirt recovery fits to what they
anticipated. According to some opinions, even flgatrdiagnosis is an essential
peculiarity of success — although it can’t be w$te the patient. If the patient meets
with failure — lack of recovery — his/her attitudecomes distrustful with the doctor
and his/her fear rises. Patients are content willea: treatment meets their
expectations or it is even better, the doctor usedern technology, the patient is
recovered, they get fast, accurate and effectivédicakattendance, they see that the
doctor does her/his best in order to promote theipated results. A participant
noted that contentment depends on the seriousrietb®e @isease. They consider
more important to raise the quality of the senbgamproving the provision rather
than the doctor. The staff should “handle patiest$iumans” and the equipment of
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hospitals should be improved. Patients respondat feedback is still necessary
when a patient is content because the experiensgcotss reinforces the doctor.

7. Conclusions

To highlight the conclusion of this research, theme significant differences
between doctors and patients in the expectatidateteto perceived competences,
risk-perception and communication. The differenicethese approaches contribute
significantly to the fact that the level of confid is low and the perceived risk is
relatively high in the doctor-patient relationshipese reduce the patient compliance
and the efficiency of the service. It is also cléarus that the evaluation of the
quality of health care services is deeply influehdey the above mentioned
variables. The communication between doctors artéemda should contain the
characteristics of the risk communication to ratise level of the trust and the
satisfaction in the health service. Henceforthultesshould be obtained by using
quantitative methods. It is also illustrated insthiesearch that the methods of
service-marketing might contribute to enhancing ligpaf health care services
effectively.
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