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Physician implicit racial bias has been found to predict racial minority patients’ reports of satisfac-
tion and trust immediately after engaging in racially discordant medical interactions. This suggests 
physician implicit racial bias is somehow manifested in physician communication behaviors and no-
ticed by patients during the medical interactions. However, it is unclear exactly how physician implicit 
racial bias manifests behaviorally during racially discordant medical interactions. The authors argue 
that such lack of understanding might be due to several limitations with the existing patient-physician 
coding systems. In order to further advance research on patient-physician communication during ra-
cially discordant medical interactions, new coding systems tailored for racially discordant medical in-
teractions are required. Specifically, it is suggested that these coding systems need to be capable of as-
sessing physician nonverbal/paraverbal communication behaviors that were found to be positive or 
negative by racial minority patients themselves. This likely requires innovative research approaches, 
such as a mixed-methods approach. 
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DeShawn, a 50-year-old Black American, and Ethan, a 50-year-old White American, 

have both been having severe sinus infections for the past few weeks and have decided to go to a 

local urgent care clinic. After several Q & A’s and a physical exam, they each received a pre-

scription for an antibiotic for 10 days. Before leaving the clinic, they were told to come back in 

10 days for a follow-up appointment. Will DeShawn and Ethan both take the antibiotic for 10 

consecutive days? Will they both go back to the clinic for a follow-up appointment as recom-

mended by their physicians? Clearly, the answer is “it depends.” However, recent research pro-

vides convincing evidence that one major factor that can help researchers and clinicians predict 

whether patients will follow their physicians’ recommendations is patients’ satisfaction with and 

trust in their physicians (Epstein & Street, 2007; Nguyen et al., 2009; Schoenthaler et al., 2014). 

It follows that if DeShawn and Ethan left the clinic feeling satisfied and feel like they could trust 

their physicians, they would both be more likely to adhere to their physicians’ recommendations. 

Unfortunately, prior research suggests that DeShawn is less likely than Ethan to have a pleasant 

medical interaction with his physician because of their different racial backgrounds. Conse-

quently, DeShawn is also less likely than Ethan to report satisfaction with and trust in his physi-
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cian. This, in turn, can result in DeShawn not taking the antibiotic for the entire 10 days and not 

returning to the clinic to see his physician for a follow-up, ultimately resulting in the maintenance 

of the existing racial health disparities.  

In the first part of this review paper, we will review the current literature of racially dis-

cordant medical interactions in order to demonstrate why DeShawn is less likely than Ethan to 

have a satisfying medical interaction and to adhere to physician treatment recommendation. In 

this section, the role of physician implicit racial bias in patient short-term (e.g., self-reported sat-

isfaction with and trust in physicians) and long-term outcomes (e.g., adherence, healthcare utili-

zation) will be particularly highlighted. Next, we will discuss several methodological challenges 

researchers face when investigating the role of physician implicit racial bias in patient outcomes, 

particularly in racially discordant medical interactions between racial majority physicians and ra-

cial minority patients. In this section, we will underscore the need for new patient-physician 

communication coding systems. Finally, we will conclude this review by suggesting some inno-

vative methodological approaches that may facilitate the development of such coding systems. It 

should be noted that this review paper primarily focuses on Black-White racial disparities in the 

quality of patient-physician communication as there are more literature on this specific form of 

racial discordance than any other forms (e.g., Asian-White, Black-Latino; Cooper-Patrick et al., 

1999; Meghani et al., 2009; Penner et al., 2013; Schoenthaler, Allegrante, Chaplin, & Ogedegbe, 

2012). There is some evidence suggesting that the nature and consequences of racially discordant 

medical interactions are different based on patient race (Blair et al., 2013; Eggly, Barton, Winck-

les, Penner, & Albrecht, 2015; Gordon, Street, Sharf, & Souchek, 2006). Therefore, although 

some of the findings and limitations reviewed in this paper are likely be applicable to racially 

discordant medical interactions other than non-Black physicians-Black patient interactions, the 

determination of the applicability of the current review should be made cautiously. 

 

 

PATIENT-PHYSICIAN COMMUNICATION  

DURING RACIALLY DISCORDANT MEDICAL INTERACTIONS 

 

Patients, regardless of their race, generally prefer seeing same-race physicians (Garcia, 

Paterniti, Romano, & Kravitz, 2003; Gerbert et al., 2003; LaVeist & Nuru-Jeter, 2002; Saha, 

Taggart, Komaromy, & Bindman, 2000). For Ethan described in our demonstration, this is not an 

issue: if he wanted to see a White physician, he could easily find a White physician, and it is like-

ly that he would see a White physician. In contrast, for DeShawn, it is not that simple. If he 

wanted to see a Black physician, he would have to seek out a Black physician and still not may 

be able to find one. This is mainly because there are very few physicians who are self-identified 

as Black/African Americans. According to the 2010 Current Population Survey published by the 

U.S. Census Bureau of Labor Statistics, only 5.8% of physicians and surgeons self-identified as 

Black/African Americans in 2010 (U.S. Census Bureau of Labor Statistics, 2011). This number 

decreases even more when looking at specialty fields, such as oncology, neurology, and emer-

gency medicine (Castillo-Page, 2010). In the same year, the U.S. Census reported that 12.2% of 

the U.S. population self-identified as Black/African Americans (Humes, Jones, & Ramirez, 

2011). These statistics clearly demonstrate that Black physicians are under-represented in the 

USA. Although the exact numbers vary depending on the sources of statistics, research has gen-

erally shown that approximately 80-90% of Black Americans see physicians who are not Black 
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(i.e., non-Black physicians, particularly White or Asian physicians) when they seek medical help 

(Chen, Fryer, Phillips, Wilson, & Pathman, 2005; LaVeist & Carroll, 2002; Stevens, Shi, & Coo-

per, 2003; Traylor, Schmittdiel, Uratsu, Mangione, & Subramanian, 2010).  

It is now well documented that, generally, the quality of patient-physician communica-

tion is poorer in racially discordant medical interactions than in racially concordant ones. For ex-

ample, physicians and patients in racially discordant medical interactions spend less time on rela-

tionship-building (Siminoff, Graham, & Gordon, 2006), exchanging health information (Eggly et 

al., 2011; Gordon, et al., 2006), and treatment planning (Oliver, Goodwin, Gotler, Gregory, & 

Stange, 2001). Racially discordant medical interactions have also been found to be less positive 

in affective tone than racially concordant medical interactions (Cené, Roter, Carson, Miller, & 

Cooper, 2009; Johnson, Roter, Powe, & Cooper, 2004). Returning to our demonstration with De-

Shawn and Ethan, these findings from prior research on racially discordant medical interactions 

strongly suggests that DeShawn is likely to engage in a racially discordant medical interaction 

with either a White or an Asian physician, which tends to involve less positive patient-physician 

communication. This less positive communication is likely to adversely affect DeShawn’s reports 

of satisfaction with and trust in his physician. 

These disparities in the quality of patient-physician communication between racially dis-

cordant and concordant medical interactions pose serious public health challenges because pa-

tients’ satisfaction and trust can further impact their subsequent health-related behaviors, such 

adherence and healthcare utilization (Cooper et al., 2009; Dovidio et al., 2008; Epstein & Street, 

2007; Thom, Kravitz, Bell, Krupat, & Azari, 2002; see Blair et al., 2014 for a counterargument). 

For example, Thom and colleagues (2002) demonstrated that patients who reported lower, as op-

posed to higher, levels of trust in their physicians (i.e., family physicians, general internists, and 

cardiologists recruited from two managed care settings) were less satisfied with their care, less 

likely to intend to adhere to their physicians’ recommendation, and less likely to report symptom 

improvement at their two-week follow-up. The association between patient short-term and long-

term outcomes have also been documented in a wide range of patient groups, such as hyperten-

sion (Cuffee et al., 2013; Ogedegbe, Harrison, Robbins, Mancuso, & Allegrante, 2003; Schoen-

thaler et al., 2012), diabetes (Bauer et al., 2014; Heisler, Cole, Weir, Kerr, & Hayward, 2007; Lee 

& Lin, 2009), HIV/AIDS (Murphy, Roberts, Martin, Marelich, & Hoffman, 2000; Roberts, 2002; 

Schneider, Kaplan, Greenfield, Li, & Wilson, 2004), and primary care, in general (Penner et al., 

2009; Safran, Montgomery, Chang, Murphy, & Rogers, 2001; Wroth & Pathman, 2006). In sum, 

the racial disparity in the quality of patient-physician communication is one key factor contribut-

ing to the creation and the maintenance of the racial disparities in health status. Therefore, in or-

der to reduce the pervasive racial health disparities, researchers must address the racial disparities 

in the quality of patient-physician communication. An important research question is then, “Why 

do racial disparities in the quality of patient-physician communication exist?” 

Recently, several researchers have shown that Black patients’ reports of dissatisfaction 

and mistrust are particularly magnified after interacting with non-Black physicians with higher 

levels of implicit, automatic racial bias (but not explicit, deliberate racial bias), as compared to 

lower levels of implicit racial bias (Blair et al., 2013; Cooper et al., 2012; Penner et al., 2010). 

Additionally, a recent study has shown that both Black and White female observers, after watch-

ing video-recorded racially discordant medical interactions, reported more negative impressions 

of non-Black physicians who fit an aversive racist profile (i.e., high levels of implicit racial bias 
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and low levels of explicit racial bias) compared to other non-Black physicians when the physicians 

were interacting with Black patients who have reported experiencing racial discrimination in the 

past (Hagiwara, Dovidio, Eggly, & Penner, 2016). These findings suggest that physician implicit 

racial bias plays a more direct, critical role than physician explicit racial bias in determining the 

quality of patient-physician communication.  

Because non-Black physicians with higher levels of implicit racial bias can be differenti-

ated from other physicians by both Black patients (who were actually engaged in the medical inter-

actions) and independent observers (who simply watched video-recorded medical interactions), it 

is strongly suggested that physicians’ implicit racial bias is behaviorally manifested during ra-

cially discordant medical interactions. These physician communication behaviors that reflect 

physician implicit racial bias can ultimately contribute to Black patients’ low adherence and un-

der-utilization of healthcare (Figure 1). Therefore, in order to facilitate improved Black patients’ 

health outcomes, such as adherence and healthcare utilization, it is essential to address non-Black 

physicians’ implicit racial bias. However, changing people’s fundamental racial attitudes requires 

time (Kawakami, Davidio, Moll, Hermsen, & Russin, 2000; Rydell & McConnell, 2006; Shelton, 

Richeson, Salvatore, & Trawalter, 2005; Wood, 2000). Because numerous racial/ethnic minori-

ties’ lives are currently affected by the racial disparities, interventions that produce more imme-

diate outcomes, such as communication skills training, are also needed. In order to develop effec-

tive communication skills trainings that are designed to target and improve physician communi-

cation behaviors, which reflect physician implicit racial bias, it is crucial to understand how ex-

actly physician implicit racial bias is manifested in communication behaviors during racially dis-

cordant medical interactions (Path A in Figure 1) and how Black patients react to these behaviors 

(Path B in Figure 1). Currently, there is little understanding of the associations between physician 

implicit racial bias, physician communication behaviors, and patient outcomes. We suggest that 

one potential reason for the limited understanding of Paths A and B in Figure 1 is the lack of ap-

propriate patient-physician communication coding systems for racially discordant medical inter-

actions. 

 

  

 

 

  

 

 

 
FIGURE 1 

A conceptual model of the role of physician implicit racial bias  

in the racial minority patients’ outcomes. 

 

 

CHARACTERISTICS OF THE EXISTING PATIENT-PHYSICIAN COMMUNICATION CODING SYSTEMS 

 

Given the crucial role patient-physician communication plays in patient outcomes, many 

coding systems that are designed to assess the overall quality or some aspects of patient-physician 

communication have been developed in the past few decades (see Boon & Stewart, 1998; Schirmer 
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et al., 2005 for systematic reviews). Identifying every existing patient-physician communication 

coding system and conducting systematic review of them is outside the scope of this paper. In-

stead, Table 1 summarizes characteristics of some of the existing coding systems that have been 

widely utilized in prior patient-physician communication research. Although each coding system 

listed in the table has been well-validated, we argue that they fall short in two important ways: a) 

inability to assess the impacts of racial majority physicians’ implicit racial bias on their commu-

nication behaviors during racially discordant medical interactions (Path A in Figure 1) due to 

their lack of focus on nonverbal/paraverbal behaviors, and b) inability to identify physician com-

munication behaviors that are directly associated with racial minority patients’ reports of satisfac-

tion/trust (Path B in Figure 1) due to the absence of racial minority patients’ perspective. 

 

 

Lack of Focus on Nonverbal/Paraverbal Behaviors 

 

We argue that the reason why physicians’ implicit racial bias has been found to play a more 

direct role than explicit racial bias in determining racial minority patients’ outcomes in the previous 

studies (Blair et al., 2013; Cooper et al., 2012; Hagiwara et al., 2013; Penner et al., 2010) is the dif-

ferent degree of controllability of each form of bias. It has been well documented that the activation 

of implicit racial bias is rather automatic and spontaneous (Wilson, Lindsey, & Schooler, 2000). 

Thus, it is relatively difficult to monitor and self-regulate the expression of implicit racial bias. 

Consequently, implicit racial bias can often “leak out” during interracial interaction even if people 

are motivated to be egalitarian (Devine, Plant, Amodio, Harmon-Jones, & Vance, 2002; Mann & 

Kawakami, 2012). Additionally, some individuals are not even aware of their implicit racial bias 

(Dovidio, Kawakami, & Gaertner, 2002; Greenwald & Banaji, 1995). In these cases, their implicit 

racial bias is expressed uncensored. In contrast, people can, and usually do, engage in a deliberate 

appraisal of their explicit racial bias; thus, explicit racial bias is subjected to self-monitoring and 

regulation (Wilson et al., 2000). It follows that even if individuals hold negative explicit racial bias, 

they can consciously decide whether they express or inhibit the manifestation of such bias by study-

ing the specific situation that they are in (e.g., surrounded by egalitarian vs. racist people). Taken 

together, prior social psychology research of intergroup bias provides substantial evidence that, 

when the situations necessitate egalitarian thoughts or behaviors, expression of explicit racial bias is 

less likely, whereas the expression of implicit racial bias is still likely. 

Importantly, research has shown that these two forms of racial biases are manifested in 

different types of behaviors (Dovidio et al., 2002; Dovidio, Kawakami, Johnson, Johnson, & 

Howard, 1997; Ferguson, 2007; see also Dovidio & Gaertner, 2004 for a review). Specifically, an 

individual’s explicit racial bias is often manifested in one’s verbal behaviors (i.e., what one actu-

ally says), whereas implicit racial bias is often manifested in one’s nonverbal (i.e., how one 

communicates without the use of spoken language, such as gesture, facial expression, and body 

posture) and paraverbal behaviors (i.e., how one delivers speech, such as pitch, speed, and tone). 

For example, Dovidio et al. (2002) found that White participants’ explicit racial bias was associ-

ated with more positive verbal behaviors and friendliness toward White confederates, relative to 

Black confederates. In contrast, White participants’ implicit racial bias was associated with more 

positive nonverbal friendliness toward White confederate than to Black confederate. Furthermore,  
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TABLE 1 
A list of some of the existing patient-physician communication coding systems (in an alphabetic order) 

 

Instrument 
Analysis of  

verbal behaviors? 

Analysis of nonverbal/ 

paraverbal behaviors? 

Developed inductively 

or deductively? 

Decision Analysis System for Oncology (DAS-O) Yes No Deductive 

Detail of Essential Elements and Patients in Shared Decision Making (DEEP-SDM) Yes No Deductive 

Empathic Communication Coding System (ECCS) Yes Yes (Global ratings) Deductive 

Eurocommunication Scale Yes (Global ratings) Yes (Global ratings) Deductive 

Four Habits Coding Scheme (4HCS) Yes Yes (Global ratings) Deductive 

Informed Decision Making Coding System Yes No Deductive 

Medical Interaction Process System (MIPS) Yes Yes (Global ratings) Deductive 

Missed Opportunities for Advance Care Planning Communication Yes No Inductive 

Nonverbal Accommodation Analysis System (NAAS) No Yes Deductive 

Nonverbal Communication in Doctor-Elderly Patient Transactions (NDEPT) No Yes (Global ratings) Deductive 

Observing Patient Involvement in Decision Making (OPTION) Yes No Deductive 

Patient-Centered Behaviour Coding Instrument (PBCI) Yes (Global ratings) Yes (Global ratings) Deductive 

Process of Interactional Sensitivity Coding in Healthcare (PISCH) Yes No Deductive 

Relational Communication Scale for Observational Measurement (RCS-O) No Yes (Global ratings) Deductive 

Roter Interaction Analysis System (RIAS) Yes Yes (Global ratings) Deductive 

Verbal Response Mode Coding System (VRM) Yes No Deductive 

Verona Medical Interview Classification System (VR-MICS) Yes No Deductive 
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they found that participant implicit bias, but not explicit bias, was significantly associated with 

confederates’ and independent observers’ perceptions of the participants’ friendliness. These find-

ings suggest that physicians’ implicit racial bias would likely be manifested in physicians’ nonver-

bal and paraverbal communication behaviors rather than verbal behaviors during racially discordant 

medical interactions (Elliott, Alexander, Mescher, Mohan, & Barnato, 2016; Stepanikova, Zhang, 

Wieland, Eleazer, & Stewart, 2012). Thus, analyses of nonverbal and paraverbal behaviors are es-

sential in order to fully investigate the impacts of physician implicit racial bias on physician commu-

nication behaviors during racially discordant medical interactions.  

However, as can be seen in Table 1, the majority of the existing patient-physician commu-

nication coding systems are designed to analyze physicians’ (and patients’) verbal behaviors. For 

example, the Roter Interaction Analysis System (RIAS), which is one of the most widely used pa-

tient-physician communication coding system (Roter & Hall, 1992; Roter & Larson, 2002), is de-

signed to assess patient-centeredness. It codes verbal behaviors by sorting each utterance between 

patient and physician into approximately 40 mutually exclusive categories, which can generally fall 

into two broad categories — care-oriented (e.g., reassurance, reflection) versus task-oriented behav-

iors (e.g., giving directions, asking medical questions; Kissane, Bultz, Butow, & Finlay, 2011). For 

another example, the Process of Interactional Sensitivity Coding in Healthcare (PISCH) is designed 

to assess one specific aspect of patient-physician communication — physician’s interactional sensi-

tivity (Sabee et al., 2015). In PISCH, coders are instructed to first unitize audio-recorded medical 

interactions based on certain identifiable activities (e.g., exercise, insurance, and social talk) and 

then to code each unit on interactional sensitivity. In general, researchers use transcriptions when 

they use these coding systems, suggesting that they do not have access to physician nonverbal/ 

paraverbal behaviors and that they are solely focused on verbal behaviors. 

There are some coding systems that are also designed to assess nonverbal and/or paraverbal 

behaviors (e.g., RIAS, 4HCS, and MIPS). However, they generally rely on global affective rat-

ings. Coders make global ratings by taking into account all available behavioral cues, including 

nonverbal and paraverbal behaviors. For example, in addition to the categorization of utterances, 

RIAS instructs coders to rate the overall affective impressions of both the physician and patient. 

Coders use a 5-point scale to provide their ratings on: anger/irritation; anxiety/nervousness; 

dominance; assertiveness; interest/engagement; and friendliness/warmth (Roter & Hall, 1992; 

Roter & Larson, 2002). In the Four Habits Coding Scheme (4HCS), coders are first required to 

identify 23 discrete behaviors, which can be divided into four different behavioral categories (i.e., 

four habits), by taking into account both nonverbal and verbal signs (Krupat, Frankel, Stein, & 

Irish, 2006). Specifically, the four habits are: 1) Investment in the beginning; 2) Elicitation of the 

patient’s perspective; 3) Demonstration of empathy; and 4) Investment in the end. Next, coders 

are instructed to rate how much the physician engaged in each of the four habits by using a Lik-

ert-type scale. For example, with “Investment in the beginning,” a scale ranges from Level 1 (The 

clinician needed to continually refer to familiarize self with the case or was unable to relate the 

current visit to patient’s history or past visits) to Level 5 (The clinician has indicated clear famil-

iarity with the patient’s history or chart). 

The global rating approach is also utilized in the Nonverbal Communication in Doctor-

Elderly Patient Transactions (NDEPT), which is specifically designed to assess nonverbal behav-

iors. NDEPT is designed to assess three categories of attributes: static, dynamic, and kinesic 

(Gorawara-Bhat, Cook, & Sachs, 2007). Particularly relevant to the present review (i.e., physi-
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cian nonverbal/paraverbal communication behaviors during medical interactions) is the dynamic 

and kinesic attributes. Dynamic attributes referred to the characteristics of the physical relations 

between the physician and patient (i.e., interaction distance, vertical height difference, physical 

barriers, and the angle of interaction), whereas kinesic attributes referred to physicians’ bodily 

movement (e.g., stance, eye contact, facial expression, gestures, and touches). In NDEPT, coders 

are first instructed to identify discrete nonverbal behaviors in each category (e.g., “the shoulder-

to-shoulder shortest distance between physician and patient” and “open or closed physician 

stance” for dynamic and kinesic, respectively). However, the actual coding of each identified 

nonverbal behavior is done based on the coders’ overall impression. More specifically, coders are 

instructed to rate each identified behavior in the dynamic category on a 3-point Likert-type scale 

ranging from 0 (worst) to 2 (best) and those in the kinesic category on a 5-point scale ranging 

from 0 (lowest) to 4 (highest) (Gorawara-Bhat et al., 2007).  

Obviously, these global ratings are helpful in assessing people’s overall impression of 

the physicians. In fact, there is some evidence that more abstract trait judgments provided by 

coders (e.g., warm, anxious, friendly) are better than concrete, quantified behaviors (e.g., fre-

quency of nodding, duration of smile, duration of eye contact) at predicting certain outcomes, 

such as teacher evaluations (Ambady & Rosenthal, 1993). This is because people often form 

impressions of others based on the unique configuration of multiple nonverbal/paraverbal be-

haviors (Ambady & Weisbuch, 2010). However, there is also evidence suggesting that certain 

aspects of nonverbal/paraverbal behaviors, such as voice tone, can predict outcomes in certain 

contexts (e.g., sales effectiveness, physicians’ malpractice status; Ambady, Krabbenhoft, & Ho-

gan, 2006; Ambady et al., 2002). With only global ratings, researchers cannot address exactly 

which physician communication behaviors are detrimental to patient outcomes or how particular 

physician nonverbal/paraverbal communication behaviors are interacting with one another to in-

fluence racial minority patients’ overall ratings of satisfaction or trust. That is, in order to further 

facilitate the advancement of the patient-physician communication literature, researchers must 

also examine and quantify different aspects of nonverbal/paraverbal behaviors, such as eye con-

tact, voice tone, and distance between a physician and a patient, in addition to assessing global 

judgments of physicians.  

To the best of our knowledge, there is only one coding system that is explicitly designed 

to assess different aspects of physician nonverbal/paraverbal behaviors during the medical inter-

actions: the Nonverbal Accommodation Analysis System (NAAS). Specifically, NAAS enables 

researchers to quantify 10 aspects of nonverbal/paraverbal behaviors: talk time, pause, simulta-

neous speech, speech rate, interruption frequency, smiling, laughing, gesturing, nodding, and eye 

contact (D’Agostino & Bylund, 2011). In NAAS, coders are instructed to identify and quantify 

each of the 10 discrete nonverbal/paraverbal behaviors during the first two minutes and the last 

two minutes of a given patient-physician communication in appropriate coding units (e.g., dura-

tion, amount, frequency). Although NAAS is superior to other existing coding systems in quanti-

fying specific aspects of nonverbal/paraverbal behaviors, the utility of this coding system in as-

sessing the quality of patient-physician communication during racially discordant medical inter-

actions has not been tested. Thus, it is unclear whether those 10 aspects of nonverbal/paraverbal 

behaviors specifically coded in NAAS would be relevant when differentiating physicians with 

higher versus lower levels of implicit racial bias in racially discordant medical interactions. 
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The Absence of Racial Minority Patients’ Perspective 

 

Given the lack of patient-physician communication coding systems that enable research-

ers to assess a wide range of physicians’ nonverbal and paraverbal communication behaviors, 

several researchers have used the deductive approach in order to identify a few specific aspects of 

nonverbal/paraverbal behaviors that may reflect physician implicit racial bias during racially dis-

cordant medical interactions. For example, Cooper et al. (2012) examined the association be-

tween physician implicit racial bias and physician verbal dominance in both racially discordant 

and concordant medical interactions. In this study, verbal dominance was operationalized as the 

number of utterances, which is one aspect of paraverbal behaviors. They found that physician 

with higher levels of implicit racial bias exhibited more verbal dominance than physicians with 

lower levels of implicit racial bias. Hagiwara et al. (2013) replicated the association between non-

Black physicians’ implicit racial bias and their verbal dominance found in the Cooper et al.’s 

study (2012) by using another operationalization of verbal dominance — the amount of time a 

physician talked relative to their patient in a given interaction, which is another aspect of para-

verbal behaviors. Hagiwara et al. (2013) also extended Cooper et al.’s study showing that talk 

time was associated with non-Black physicians’ implicit, but not explicit, racial bias.  

A recent study has shown that non-Black physicians’ implicit racial bias is also associ-

ated with variability in their word use (Hagiwara, Slatcher, Eggly, & Penner, 2016). This study 

drew on the previous research demonstrating substantial variability in people’s word use when 

conveying the same message, which often reflects their emotions, attitudes, and perceptions 

without their conscious awareness (Chung & Pennebaker, 2007; Tausczik & Pennebaker, 2010). 

Thus, word use is considered as another aspect of paraverbal behaviors. This study has shown 

that non-Black physicians with higher levels of implicit, but not explicit, racial bias used first 

person plural pronouns (i.e., we, our, us) more frequently than other non-Black physicians during 

the racially discordant medical interactions with Black patients. It should be noted that physicians 

were referring to the patient and themselves when using first person plural pronouns in general 

(e.g., “We’re going to keep the [Dyalin] at one dose. Okay?”). This finding is consistent with a 

prediction derived by bridging two lines of research: a) social dominance orientation document-

ing a sense of social dominance over racial minorities among individuals with higher levels of 

racial bias (Levin, Federico, Sidanius, & Rabinowitz, 2002; Pratto, Sidanius, Stallworth, & 

Malle, 1994; Sidanius & Pratto, 1999), and b) linguistic analyses showing that people with higher 

social status tend to use first person plural pronouns more frequently than people with lower so-

cial status (Dino, Reysen, & Branscombe, 2009; Hancock et al., 2010; Scholand, Tausczik, & 

Pennebaker, 2010). The study has also shown that non-Black physicians’ implicit racial bias was 

positively associated with their use of anxiety-related words (e.g., worried, afraid, nervous), but 

not other negative emotion words, such as anger and sadness. This finding is consistent with the 

intergroup anxiety model, which posits that people often experience anxiety when interacting 

with people from different social groups (Plant & Devine, 2003; Stephan & Stephan, 1985).  

The major strength of these empirical studies reviewed above is that they are theoreti-

cally-grounded. That is, they examined whether the nature of the associations between physician 

implicit racial bias and physician communication behaviors they found in their studies were con-

sistent with the predictions driven by existing research and theories. These theory-driven studies 

clearly demonstrate that physician implicit bias is indeed reflected in physician communication 



 

 

 

Hagiwara, N., & Dent, R. 
Patient-physician communication  

coding systems 

TPM Vol. 23, No. 4, December 2016

511-529 – Special Issue
© 2016 Cises

520 

behaviors during racially discordant medical interactions. However, they are not without limita-

tions. First, to date, researchers have only examined a small set of paraverbal behaviors as a func-

tion of physician implicit racial bias (e.g., number of utterances spoke, talk time, word use) by 

drawing on different theories and research lines that they think are likely to be relevant to racially 

discordant medical interactions. This piecemeal approach is somewhat inefficient in identifying 

many more aspects of nonverbal/paraverbal behaviors that may potentially reflect physician im-

plicit bias during racially discordant medical interactions (e.g., eye contact, physical distance be-

tween physicians and patients, tone of the speech). Second, and more importantly, none of the 

paraverbal behaviors that have been found to be associated with physician implicit racial bias is 

associated with racial minority patients’ reports of satisfaction or trust. In other words, these phy-

sician communication behaviors have no significant clinical implications at this point. However, 

as mentioned earlier, several studies have shown the significant association between physician 

implicit racial bias and racial minority patients’ reports of dissatisfaction/mistrust (Blair et al., 

2013; Cooper et al., 2012; Dovidio et al., 2008; Penner et al., 2010). This indicates that research-

ers are still missing some important aspects of physician nonverbal/paraverbal communication 

behaviors to which racial minority patients react negatively. We argue that this lack of clinical 

implication in the findings reported in the previous studies is partially due to the absence of the 

racial minority patients’ perspective. 

In fact, we argue that the racial minority patients’ perspective is largely absent from the 

existing patient-physician communication coding systems. This absence, we believe, is mainly 

reflected in two stages of coding system development: 1) item selection, and 2) validation. First, 

items included in the existing coding systems are generally selected based on the researchers’ 

perspective (as opposed to patients’ perspective) on what positive patient-physician communica-

tion should look like, which is informed by prior research and/or theories. For example, NAAS, 

which was reviewed earlier as the only coding system that we know of as being specifically de-

signed for assessing physician nonverbal/paraverbal behaviors, was developed based on the 

Communication Accommodation Theory (CAT). Specifically, CAT focuses on nonverbal com-

munication between two people that can be classified into four accommodation strategies: ap-

proximation, interpretability, discourse management, and interpersonal control (Coupland, Cou-

pland, Giles, & Henwood,1988). For another example, RIAS was developed based on social 

exchange theories, particularly in regard to interpersonal influence, problem solving, and reciproc-

ity (Ben-Sira, 1980; Emerson, 1976; Roter & Hall, 1992).  

We argue that this theory-based approach is one major strength of these coding systems. 

However, it may not be sufficient when researchers want to predict patients’ outcomes as a func-

tion of patient-physician communication. This point has been illustrated in a systematic literature 

review of shared decision making (Shay & Lafata, 2015) as well as a series of empirical studies 

that showed that researchers and patients conceptualize positive physician-patient communication 

differently (Lafata et al., 2013; Lafata et al., 2015; Shay, Dumenci, Siminoff, Flocke, & Lafata, 

2012). For example, qualitative interviews with primary care patients revealed that how patients 

conceptualized “shared decision making” was different from how researchers generally concep-

tualize it (Shay & Lafata, 2014). More specifically, one of the most commonly used conceptuali-

zation of “shared decision making” among researchers consists of four key characteristics: both 

physicians and patients 1) are involved in all phases of patient-physician communication, 2) share 

information, 3) express treatment preferences, and 4) reach an agreement (Charles, Gafni, & 
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Whelan, 1997, 1999; Makoul & Clayman, 2006). However, the interviews revealed that a con-

ceptualization of “shared decision making” among patients consists of different four characteris-

tics: physicians and patients 1) share information, 2) are being open-minded and respectful, 3) 

patients advocate for the self, and 4) physicians personalize a recommendation (Shay & Lafata, 

2014). Consistent with these findings, Wunderlich et al. (2010) have found that even though 47% 

of 363 patients reported that they worked with their physicians to come to a shared decision about 

colorectal cancer screening, only one out of 62 physicians was rated by observers as containing 

all four elements of shared decision making. Kasper, Heesen, Köpke, Fulcher, and Geiger (2011) 

have also found that observations of patient involvement in shared decision making judged from 

physician’s behavior was unrelated to patients’ self-reports of involvement. Taken together, these 

findings provide ample evidence that there is a discrepancy between patients’ and researchers’ 

conceptual definitions of positive patient-physician communication and that coding systems de-

veloped solely based on researchers’ perspectives may not be as effective in predicting patient 

outcomes as they were intended to be. 

Second, we also posit that the racial minority patients’ perspective is missing from the 

coding system validation — the validation of the coding systems was often done with the major-

ity being racially concordant medical interactions involving White patients. Social psychology 

research has demonstrated that the exact same behaviors can be viewed in different, sometimes 

opposite, ways in intraracial versus interracial interactions. For example, in their longitudinal 

study, West, Shelton, and Trail (2009) have demonstrated that an interpretation of a roommate’s 

anxiety is likely to be different between same-race and other-race roommate dyads. In this study, 

White freshmen, who were randomly assigned to live with either another White freshman (i.e., 

same-race roommate) or a freshman from a different racial background (i.e., other-race room-

mate) at the beginning of an academic year, completed measures of their interaction anxiety and 

of their interest in living with the same roommate again in a subsequent year. Participants’ 

roommates also completed the same set of measures. They found that participants’ willingness to 

live with their same-race roommates again in a subsequent year increased as their same-race 

roommates’ interaction anxiety also increased. In contrast, participants’ willingness to live with 

their other-race roommates decreased as their other-race roommates’ interaction anxiety in-

creased. West et al. argued that these differential results between same-race and other-race dyads 

are likely due to the tendency to attribute partner’s anxiety to factors that are outside of their rela-

tionship (e.g., “She must be feeling anxious because of her work”) in intraracial interactions, but 

to the relationship itself (e.g., “She must not like me”) in interracial interactions. 

These findings suggest even if a patient-physician communication coding system is vali-

dated in racially concordant medical interactions, researchers cannot assume that the coding system 

can be also used in racially discordant medical interactions. This point was demonstrated in a study 

conducted by Hagiwara et al. (2013). Prior research of patient-centered care has shown that greater 

patient talk reflects patient empowerment and is a characteristic of positive patient-physician com-

munication (Epstein & Street, 2007; Hahn, 2009). However, Hagiwara et al. have shown that Black 

patients with higher levels of perceived discrimination reported lower levels of trust in their non-

Black physicians as compared to Black patients who reported lower levels of perceived discrimina-

tion. This lower level of trust in physician, in turn, resulted in the greater amount of talking during 

racially discordant medical interactions. This is consistent with findings from a previous study 

showing that patients, regardless of their race, tended to engage in more active participation during 
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medical interactions when they reported mistrust of their physicians (Trachtenberg, Dugan, & Hall, 

2005). At the first glance, these findings seem inconsistent with the patient-centered care literature. 

However, the behaviors associated with patient-centeredness may differ between racially discordant 

and concordant medical interactions (Hagiwara et al., 2013). Because many of the existing coding 

systems have been validated with majority White patients, the predictive validity of these coding 

systems in racially discordant medical interactions is still unclear.  

In sum, there is no patient-physician communication coding system, to our knowledge, 

that enables researchers to identify non-Black physicians’ communication behaviors during ra-

cially discordant medical interactions that both a) reflect physician implicit racial bias and b) re-

liably predict racial minority patients’ outcomes. Without such coding system, researchers cannot 

develop effective communication skills training and interventions that are designed to facilitate 

improved patient outcomes by targeting physician communication behaviors, which are affected 

by physician implicit racial bias. Clearly, development of such coding systems requires innova-

tive approaches that integrate the patients’ perspective into theory-driven approach. One such ap-

proach may be a mixed-methods approach. 

 

 

THE POTENTIAL UTILITY OF A MIXED-METHOD APPROACH 

 

A mixed-methods design integrates the strengths of inductive and deductive reasoning 

(Johnstone, 2004). This allows researchers to both explore racial minority patients’ narratives on 

racial majority physicians’ communication behaviors (i.e., inductive reasoning) and, at the same 

time, identify theoretically meaningful behaviors by drawing on prior research (i.e., deductive 

reasoning). In this section, we will provide one example to demonstrate how researchers may be 

able to use the mixed-method approach to develop new coding systems that are designed to iden-

tify physician communication behaviors during racially discordant medical interactions that both 

a) reflect physician implicit racial bias and b) predict racial minority patients’ outcomes.  

We believe that an exploratory sequential mixed-methods design would be particularly 

useful for the development of a new patient-physician communication coding system for racially 

discordant medical interactions. The intent of the exploratory sequential design is to create new 

contextualized variables, instruments, or interventions. Typically, an exploratory sequential de-

sign consists of three stages (Creswell, 2014). In Stage 1, researchers explore a research question 

through a lens of the individuals affected by the problem of the interest. This is done by collect-

ing and analyzing qualitative data (e.g., interviews, focus groups, written documents) in a form of 

quotes from the participants. In Stage 2, researchers transform the quotes obtained from the par-

ticipants in Stage 1 into new variables, instruments, or interventions. This is achieved by first ag-

gregating individual quotes into codes and then hierarchically organizing codes into themes. The 

quotes, codes, and themes will each inform what variables are important in addressing the prob-

lem of the interest, what categories need to be included in the new instrument, and what areas the 

new intervention needs to target. Finally, in Stage 3, researchers validate the new variables, in-

struments, and interventions they identified/developed in Stage 2 by collecting and analyzing 

quantitative data. For instance, if researchers identified a new variable that may play an essential 

role in addressing their research question, they can measure the new variable and the outcome 

variable of their interest to test its predictive validity. If researchers have developed a new in-
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strument in Stage 2, they can administer the scale in a form of survey to test its validity and reli-

ability (e.g., factor analysis, internal consistency, test-retest reliability). If researchers developed 

a new intervention, they can assess the outcomes before and after they administer the intervention 

to test its effectiveness. Figure 2 provides a visual display of the overall flow of the exploratory 

sequential mixed-methods design. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FIGURE 2 

Three stages of a general exploratory sequential mixed-methods design. 
 

 

In the context of the development of a new patient-physician communication coding sys-

tem in racially discordant medical interactions, in Stage 1, researchers can interview racial minor-

ity patients who engage in racially discordant medical interactions and explore which particular 

physicians’ communication behaviors are perceived negatively and positively by the patients. In 

Stage 2, researchers develop a new instrument that allow them to quantify non-Black physicians’ 

negative/positive communication behaviors based on thematic analysis. In Stage 3, researchers 

validate the system by assessing which non-Black physicians’ communication behaviors included 

in the new coding system are significantly associated with both physicians’ implicit racial bias 

and Black patients’ outcomes. This example demonstrates integrating complementary qualitative 

and quantitative methods provides a more comprehensive understanding of the links between 

physicians’ implicit racial bias, physician communication behaviors during racially discordant 

medical interactions, and racial minority patients’ outcomes.  

It should be noted that the exploratory sequential design is just one of many different de-

signs in mixed-methods approach, including, but not limited to, convergent design, explanatory 
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sequential design, and intervention design (Creswell, 2013; Creswell & Plano Clark, 2011). A 

comprehensive review of different types of mixed-methods research designs is beyond our scope. 

For such review, we refer interested readers to Creswell and Plano Clark (2011) and Creswell 

(2014) and encourage them to explore other potential approaches to the development of new pa-

tient-physician communication coding systems in racially discordant medical interactions. 

 

 

CONCLUSIONS 

 

Research has increasingly started to show that physician implicit racial bias plays an im-

portant role in predicting racial minority patients’ short-term (e.g., satisfaction with and trust in 

physicians) and long-term outcomes (e.g., treatment adherence, healthcare utilization) and in ul-

timately contributing to the maintenance of the racial health disparities. In this review, we aimed 

to discuss how researchers can further advance their understanding of the role of physicians’ 

communication behaviors during racially discordant medical interactions as a mediator linking 

racial majority physicians’ implicit racial bias and racial minority patients’ outcomes. In doing 

so, we highlighted two major limitations in the currently available patient-physician communica-

tion coding systems (i.e., lack of focus on nonverbal/paraverbal behaviors and lack of patient per-

spective in development of coding systems) and demonstrated how innovative research approaches, 

such as a mixed-methods approach, may facilitate the development of new coding systems that 

are specifically tailored for racially discordant medical interactions. With the help of new coding 

systems, researchers will be able to identify physician communication behaviors during racially 

discordant medical interactions that can link physician implicit racial bias and patient outcomes. 

This will allow for the development of communication skills trainings that effectively and effi-

ciently target those key physician communication behaviors. 

 

 

REFERENCES 

 
Ambady, N., Krabbenhoft, M. A., & Hogan, D. (2006). The 30-sec sale: Using thin-slice judgments to evalu-

ate sales effectiveness. Journal of Consumer Psychology, 16, 4-13. doi:10.1207/s15327663jcp1601_2 

Ambady, N., LaPlante, D., Nguyen, T., Rosenthal, R., Chaumeton, N., & Levinson, W. (2002). Surgeons’ 

tone of voice: A clue to malpractice history. Surgery, 132, 5-9. doi:10.1067/msy.2002.124733 

Ambady, N., & Rosenthal, R. (1993). Half a minute: Predicting teacher evaluations from thin slices of 

nonverbal behavior and physical attractiveness. Journal of Personality and Social Psychology, 64, 

431-441. doi:10.1037/0022-3514.64.3.431 

Ambady, N., & Weisbuch, M. (2010). Nonverbal behavior. In D. T. Gilbert, S. T. Fiske, & G. Lindzey 

(Eds.), Handbook of social psychology (5th ed., pp. 464-497). Hoboken, NJ: John Wiley & Sons. 

Bauer, A. M., Parker, M. M., Schillinger, D., Katon, W., Adler, N., Adams, A. S., . . . Karter, A. J. (2014). 

Associations between antidepressant adherence and shared decision-making, patient-provider trust, 

and communication among adults with diabetes: Diabetes study of Northern California (DISTANCE). 

Journal of General Internal Medicine, 29, 1139-1147. doi:10.1007/s11606-014-2845-6 

Ben-Sira, Z. (1980). Affective and instrumental components in the physician-patient relationship: An addi-

tional dimension of interaction theory. Journal of Health and Social Behavior, 21, 170-180. doi:10. 

2307/2136736 

Blair, I. V., Steiner, J. F., Fairclough, D. L., Hanratty, R., Price, D. W., Hirsh, H. K., . . . Havranek, E. P. 

(2013). Clinicians’ implicit ethnic/racial bias and perceptions of care among black and Latino pa-

tients. The Annals of Family Medicine, 11, 43-52. doi:10.1370/afm.1442 



 

 

 

Hagiwara, N., & Dent, R. 
Patient-physician communication  

coding systems 

TPM Vol. 23, No. 4, December 2016

511-529 – Special Issue
© 2016 Cises

525 

Blair, I. V, Steiner, J. F., Hanratty, R., Price, D. W., Fairclough, D. L., Daugherty, S. L., . . . Havranek, E. 

P. (2014). An investigation of associations between clinicians’ ethnic or racial bias and hypertension 

treatment, medication adherence and blood pressure control. Journal of General Internal Medicine, 

29, 987-995. doi:10.1007/s11606-014-2795-z 

Boon, H., & Stewart, M. (1998). Patient-physician communication assessment instruments: 1986 to 1996 

in review. Patient Education and Counseling, 35, 161-176. doi:10.1016/S0738-3991(98)00063-9 

Castillo-Page, L. (2010). Diversity in the physician workforce: Facts & figures 2010. Association of Ameri-

can Medical Colleges, Diversity Policy and Programs. Retrieved from https://www.aamc.org/download/ 

432976/data/factsandfigures2010.pdf 

Cené, C. W., Roter, D., Carson, K. A., Miller III, E. R., & Cooper, L. A. (2009). The effect of patient race 

and blood pressure control on patient-physician communication. Journal of General Internal Medi-

cine, 24, 1057-1064. doi:10.1007/s11606-009-1051-4 

Charles, C., Gafni, A., & Whelan, T. (1997). Shared decision-making in the medical encounter: What does 

it mean? (or it takes at least two to tango). Social Science & Medicine, 44, 681-692. doi:10.1016/ 

S0277-9536(96)00221-3 

Charles, C., Gafni, A., & Whelan, T. (1999). Decision-making in the physician-patient encounter: Revisit-

ing the shared treatment decision-making model. Social Science & Medicine, 49, 651-661. doi:10. 

1016/S0277-9536(99)00145-8 

Chen, F. M., Fryer, G. E., Phillips, R. L., Wilson, E., & Pathman, D. E. (2005). Patients’ beliefs about ra-

cism, preferences for physician race, and satisfaction with care. The Annals of Family Medicine, 3, 

138-143. doi:10.1370/afm.282 

Chung, C. K., & Pennebaker, J. W. (2007). The psychological function of function words. In K. Fiedler 

(Ed.), Social communication: Frontiers of social psychology (pp. 343-359). New York, NY: Psy-

chology Press. 

Cooper, L. A., Roter, D. L., Bone, L. R., Larson, S. M., Miller III, E. R., Barr, M. S., . . . Levine, D. M. 

(2009). A randomized controlled trial of interventions to enhance patient-physician partnership, pa-

tient adherence and high blood pressure control among ethnic minorities and poor persons: Study 

protocol NCT00123045. Implementation Science, 4. doi:10.1186/1748-5908-4-7 

Cooper, L. A., Roter, D. L., Carson, K. A., Beach, M. C., Sabin, J. A., Greenwald, A. G., & Inui, T. S. 

(2012). The associations of clinicians’ implicit attitudes about race with medical visit communica-

tion and patient ratings of interpersonal care. American Journal of Public Health, 102, 979-987. 

doi:10.2105/AJPH.2011.300558 

Cooper-Patrick, L., Gallo, J. J., Gonzales, J. J., Vu, H. T., Powe, N. R., Nelson, C., & Ford, D. E. (1999). 

Race, gender, and partnership in the patient-physician relationship. JAMA, 282, 583-589. doi:10. 

1001/jama.282.6.583 

Coupland, N., Coupland, J., Giles, H., & Henwood, K. (1988). Accommodating the elderly: Invoking and 

extending a theory. Language in Society, 17, 1-41. doi:10.1017/S0047404500012574 

Creswell, J. W. (2013). Research design: Qualitative, quantitative and mixed methods approaches (4th 

ed.). Thousand Oaks, CA: Sage publications. 

Creswell, J. W. (2014). A concise introduction to mixed methods research (1st ed.). Thousand Oaks, CA: 

Sage Publications. 

Creswell, J. W., & Plano Clark, V. L. (2011). Designing and conducting mixed methods research (2nd ed.). 

Thousand Oaks, CA: Sage Publications. 

Cuffee, Y. L., Hargraves, J. L., Rosal, M., Briesacher, B. A., Schoenthaler, A., Person, S., . . . & Allison, J. 

(2013). Reported racial discrimination, trust in physicians, and medication adherence among inner-

city African Americans with hypertension. American Journal of Public Health, 103, e55-e62. doi: 

10.2105/AJPH.2013.301554 

D’Agostino, T. A., & Bylund, C. L. (2011). The Nonverbal Accommodation Analysis System (NAAS): 

Initial application and evaluation. Patient Education and Counseling, 85, 33-39. doi:10.1016/j.pec. 

2010.07.043 

Devine, P. G., Plant, E. A., Amodio, D. M., Harmon-Jones, E., & Vance, S. L. (2002). The regulation of 

explicit and implicit race bias: The role of motivations to respond without prejudice. Journal of Per-

sonality and Social Psychology, 82, 835-848. doi:10.1037/0022-3514.82.5.835 

Dino, A., Reysen, S., & Branscombe, N. R. (2009). Online interactions between group members who differ 

in status. Journal of Language and Social Psychology, 28, 85-93. doi:10.1177/0261927x08325916 



 

 

 

Hagiwara, N., & Dent, R. 
Patient-physician communication  

coding systems 

TPM Vol. 23, No. 4, December 2016

511-529 – Special Issue
© 2016 Cises

526 

Dovidio, J. F., & Gaertner, S. L. (2004). Aversive racism. In M. P. Zanna (Ed.), Advances in experimental 

social psychology (Vol. 36, pp. 1-51). San Diego, CA: Academic Press. doi:10.1016/S0065-2601 

(04)36001-6 

Dovidio, J. F., Kawakami, K., & Gaertner, S. L. (2002). Implicit and explicit prejudice and interracial in-

teraction. Journal of Personality and Social Psychology, 82, 62-68. doi:10.1037/0022-3514.82.1.62 

Dovidio, J. F., Kawakami, K., Johnson, C., Johnson, B., & Howard, A. (1997). On the nature of prejudice: 

Automatic and controlled processes. Journal of Experimental Social Psychology, 33, 510-540. 

doi:10.1006/jesp.1997.1331 

Dovidio, J. F., Penner, L. A., Albrecht, T. L., Norton, W. E., Gaertner, S. L., & Shelton, J. N. (2008). Dispari-

ties and distrust: The implications of psychological processes for understanding racial disparities in 

health and health care. Social Science & Medicine, 67, 478-486. doi:10.1016/j.socscimed.2008.03.019 

Eggly, S., Barton, E., Winckles, A., Penner, L. A., & Albrecht, T. L. (2015). A disparity of words: Racial dif-

ferences in oncologist-patient communication about clinical trials. Health Expectations, 18, 1316-

1326. doi:10.1111/hex.12108 

Eggly, S., Harper, F. W., Penner, L. A., Gleason, M. J., Foster, T., & Albrecht, T. L. (2011). Variation in 

question asking during cancer clinical interactions: A potential source of disparities in access to in-

formation. Patient Education and Counseling, 82, 63-68. doi:10.1016/j.pec.2010.04.008 

Elliott, A. M., Alexander, S. C., Mescher, C. A., Mohan, D., & Barnato, A. E. (2016). Differences in 

physicians’ verbal and nonverbal communication with Black and White patients at the end of life. 

Journal of Pain and Symptom Management, 51, 1-8. doi:10.1016/j.jpainsymman.2015.07.008 

Emerson, R. M. (1976). Social exchange theory. Annual Review of Sociology, 2, 335-362. doi:10.1146/annurev. 

so.02.080176.002003 

Epstein, R. M., & Street, R. L. (2007). Patient-centered communication in cancer care: Promoting healing 

and reducing suffering. Bethesda, MD: National Cancer Institute. 

Ferguson, M. J. (2007). On the automatic evaluation of end-states. Journal of Personality and Social Psy-

chology, 92, 596-611. doi:10.1037/0022-3514.92.4.596 

Garcia, J. A., Paterniti, D. A., Romano, P. S., & Kravitz, R. L. (2003). Patient preferences for physician 

characteristics in university-based primary care clinics. Ethnicity and Disease, 13(2), 259-267.  

Gerbert, B., Berg-Smith, S., Mancuso, M., Caspers, N., Danley, D., Herzig, K., & Brand, R. (2003). Video study 

of physician selection: Preferences in the face of diversity. Journal of Family Practice, 52(7), 552-559.  

Gorawara-Bhat, R., Cook, M. A., & Sachs, G. A. (2007). Nonverbal Communication in Doctor-Elderly 

Patient Transactions (NDEPT): Development of a tool. Patient Education and Counseling, 66, 223-

234. doi:10.1016/j.pec.2006.12.005 

Gordon, H. S., Street, R. L., Sharf, B. F., & Souchek, J. (2006). Racial differences in doctors’ information-

giving and patients’ participation. Cancer, 107, 1313-1320. doi:10.1002/cncr.22122 

Greenwald, A. G., & Banaji, M. R. (1995). Implicit social cognition: Attitudes, self-esteem, and stereo-

types. Psychological Review, 102, 4-27. doi:10.1037/0033-295X.102.1.4 

Hagiwara, N., Dovidio, J. F., Eggly, S., & Penner, L. A. (2016). The effects of racial attitudes on affect and 

engagement in racially discordant medical interactions between non-Black physicians and Black pa-

tients. Group Processes & Intergroup Relations, 19, 509-527. doi:10.1177/1368430216641306 

Hagiwara, N., Penner, L. A., Gonzalez, R., Eggly, S., Dovidio, J. F., Gaertner, S. L., . . . Albrecht, T. L. 

(2013). Racial attitudes, physician-patient talk time ratio, and adherence in racially discordant medi-

cal interactions. Social Science & Medicine, 87, 123-131. doi:10.1016/j.socscimed.2013.03.016 

Hagiwara, N., Slatcher, R. B., Eggly, S., & Penner, L. A. (2016). Physician racial bias and word use during ra-

cially discordant medical interactions. Health Communication. Advance online publication. doi:10.1080/ 

10410236.2016.1138389 

Hahn, S. R. (2009). Patient-centered communication to assess and enhance patient adherence to glaucoma 

medication. Ophthalmology, 116, S37-S42. doi:10.1016/j.ophtha.2009.06.023 

Hancock, J. T., Beaver, D. I., Chung, C. K., Frazee, J., Pennebaker, J. W., Graesser, A., & Cai, Z. (2010). 

Social language processing: A framework for analyzing the communication of terrorists and au-

thoritarian regimes. Behavioral Sciences of Terrorism and Political Aggression, 2, 108-132. doi:10. 

1080/19434471003597415 

Heisler, M., Cole, I., Weir, D., Kerr, E. A., & Hayward, R. A. (2007). Does physician communication in-

fluence older patients’ diabetes self-management and glycemic control? Results from the Health and 

Retirement Study (HRS). The Journals of Gerontology. Series A, Biological Sciences and Medical 

Sciences, 62(12), 1435-1442.  



 

 

 

Hagiwara, N., & Dent, R. 
Patient-physician communication  

coding systems 

TPM Vol. 23, No. 4, December 2016

511-529 – Special Issue
© 2016 Cises

527 

Humes, K. R., Jones, N. A., & Ramirez, R. R. (2011). Overview of race and Hispanic origin: 2010. Washington, 

DC: US Census Bureau. Retrieved from http://www.census.gov/prod/cen2010/briefs/c2010br-02.pdf 

Johnstone, P. L. (2004). Mixed methods, mixed methodology health services research in practice. Qualita-

tive Health Research, 14, 259-271. doi:10.1177/1049732303260610 

Johnson, R. L., Roter, D., Powe, N. R., & Cooper, L. A. (2004). Patient race/ethnicity and quality of pa-

tient-physician communication during medical visits. American Journal of Public Health, 94, 2084-

2090. doi:10.2105/AJPH.94.12.2084 

Kasper, J., Heesen, C., Köpke, S., Fulcher, G., & Geiger, F. (2011). Patients’ and observers’ perceptions of 

involvement differ. Validation study on inter-relating measures for shared decision making. PLoS 

ONE, 6, e26255. doi:10.1371/journal.pone.0026255 

Kawakami, K., Dovidio, J. F., Moll, J., Hermsen, S., & Russin, A. (2000). Just say no (to stereotyping): 

Effects of training in the negation of stereotypic associations on stereotype activation. Journal of 

Personality and Social Psychology, 78, 871-888. doi:10.1037/0022-3514.78.5.871 

Kissane, D. W., Bultz, B. D., Butow, P. N., & Finlay, I. G. (2011). Handbook of communication in 

oncology and palliative care. New York, NY: Oxford University Press. 

Krupat, E., Frankel, R., Stein, T., & Irish, J. (2006). The Four Habits Coding Scheme: Validation of an in-

strument to assess clinicians’ communication behavior. Patient Education and Counseling, 62, 38-

45. doi:10.1016/j.pec.2005.04.015 

Lafata, J. E., Morris, H. L., Dobie, E., Heisler, M., Werner, R. M., & Dumenci, L. (2013). Patient-reported 

use of collaborative goal setting and glycemic control among patients with diabetes. Patient Educa-

tion and Counseling, 92, 94-99. doi:10.1016/j.pec.2013.01.016 

Lafata, J. E., Wunderlich, T., Flocke, S. A., Oja-Tebbe, N., Dyer, K. E., & Siminoff, L. A. (2015). 

Physician use of persuasion and colorectal cancer screening. Translational Behavioral Medicine, 5, 

87-93. doi:10.1007/s13142-014-0284-x 

LaVeist, T. A., & Carroll, T. (2002). Race of physician and satisfaction with care among African-American 

patients. Journal of the National Medical Association, 94(11), 937-943. 

LaVeist, T. A., & Nuru-Jeter, A. (2002). Is doctor-patient race concordance associated with greater 

satisfaction with care? Journal of Health and Social Behavoir, 43, 296-306. doi:10.2307/3090205 

Lee, Y. Y., & Lin, J. L. (2009). The effects of trust in physician on self-efficacy, adherence and diabetes 

outcomes. Social Science & Medicine, 68, 1060-1068. doi:10.1016/j.socscimed.2008.12.033 

Levin, S., Federico, C. M., Sidanius, J., & Rabinowitz, J. L. (2002). Social dominance orientation and in-

tergroup bias: The legitimation of favoritism for high-status groups. Personality and Social Psy-

chology Bulletin, 28, 144-157. doi:10.1177/0146167202282002 

Makoul, G., & Clayman, M. (2006). An integrative model of shared decision making in medical encoun-

ters. Patient Education and Counseling, 60, 301-312. doi:10.1016/j.pec.2005.06.010 

Mann, N. H., & Kawakami, K. (2012). The long, steep path to equality: Progressing on egalitarian goals. 

Journal of Experimental Psychology: General, 141, 187-197. doi:10.1037/a0025602 

Meghani, S. H., Brooks, J. M., Gipson-Jones, T., Waite, R., Whitfield-Harris, L., & Deatrick, J. A. (2009). 

Patient-provider race-concordance: Does it matter in improving minority patients’ health outcomes? 

Ethnicity & Health, 14, 107-130. doi:10.1080/13557850802227031 

Murphy, D. A., Roberts, K. J., Martin, D. J., Marelich, W., & Hoffman, D. (2000). Barriers to antiretroviral 

adherence among HIV-infected adults. AIDS Patient Care and STDs, 14, 47-58. doi:10.1089/1087 

29100318127 

Nguyen, C. G., LaVeist, T. A., Harris, M. L., Datta, L. W., Bayless, T. M., & Brant, S. R. (2009). Patient 

trust-in-physician and race are predictors of adherence to medical management in inflammatory 

bowel disease. Inflammatory Bowel Diseases, 15, 1233-1239. doi:10.1002/ibd.20883 

Ogedegbe, G., Harrison, M., Robbins, L., Mancuso, C. A., & Allegrante, J. P. (2003). Barriers and facilita-

tors of medication adherence in hypertensive African Americans: A qualitative study. Ethnicity & 

Disease, 14(1), 3-12. 

Oliver, M. N., Goodwin, M. A., Gotler, R. S., Gregory, P. M., & Stange, K. C. (2001). Time use in clinical 

encounters: Are African-American patients treated differently? Journal of the National Medical As-

sociation, 93(10), 380-385. 

Penner, L. A., Dovidio, J. F., Edmondson, D., Dailey, R. K., Markova, T., Albrecht, T. L., & Gaertner, S. 

L. (2009). The experience of discrimination and Black-White health disparities in medical care. 

Journal of Black Psychology, 35, 180-203. doi:10.1177/0095798409333585 



 

 

 

Hagiwara, N., & Dent, R. 
Patient-physician communication  

coding systems 

TPM Vol. 23, No. 4, December 2016

511-529 – Special Issue
© 2016 Cises

528 

Penner, L. A., Dovidio, J. F., West, T. V., Gaertner, S. L., Albrecht, T. L., Dailey, R. K., & Markova, T. 

(2010). Aversive racism and medical interactions with Black patients: A field study. Journal of Ex-

perimental Social Psychology, 46, 436-440. doi:10.1016/j.jesp.2009.11.004 

Penner, L. A., Gaertner, S., Dovidio, J. F., Hagiwara, N., Porcerelli, J., Markova, T., & Albrecht, T. L. 

(2013). A social psychological approach to improving the outcomes of racially discordant medical 

interactions. Journal of General Internal Medicine, 28, 1143-1149. doi:10.1007/s11606-013-2339-y 

Plant, E. A., & Devine, P. G. (2003). The antecedents and implications of interracial anxiety. Personality 

and Social Psychology Bulletin, 29, 790-801. doi:10.1177/0146167203029006011 

Pratto, F., Sidanius, J., Stallworth, L. M., & Malle, B. F. (1994). Social dominance orientation: A personal-

ity variable predicting social and political attitudes. Journal of Personality and Social Psychology, 

67, 741-763. doi:10.1037/0022-3514.67.4.741 

Roberts, K. J. (2002). Physician-patient relationships, patient satisfaction, and antiretroviral medication ad-

herence among HIV-infected adults attending a public health clinic. AIDS Patient Care and STDs, 

16, 43-50. doi:10.1089/108729102753429398 

Roter, D. L., & Hall, J. A. (1992). Doctors talking with patients/patients talking with doctors: Improving 

communication in medical visits. Westport, CT: Auburn House. 

Roter, D., & Larson, S. (2002). The Roter Interaction Analysis System (RIAS): Utility and flexibility for 

analysis of medical interactions. Patient Education and Counseling, 46, 243-251. doi:10.1016/S0738- 

3991(02)00012-5 

Rydell, R. J., & McConnell, A. R. (2006). Understanding implicit and explicit attitude change: A system of 

reasoning analysis. Journal of Personality and Social Psychology, 91, 995-1008. doi:10.1037/ 0022-

3514.91.6.995 

Sabee, C. M., Koenig, C. J., Wingard, L., Foster, J., Chivers, N., Olsher, D., & Vandergriff, I. (2015). The 

process of interactional sensitivity coding in health care: Conceptually and operationally defining 

patient-centered communication. Journal of Health Communication, 20, 773-782, doi:10.1080/ 

10810730.2015.1018567 

Safran, D. G., Montgomery, J. E., Chang, H., Murphy, J., & Rogers, W. H. (2001). Switching doctors: Pre-

dictors of voluntary disenrollment from a primary physician’s practice. The Journal of Family Prac-

tice, 50(2), 130-136. 

Saha, S., Taggart, S. H., Komaromy, M., & Bindman, A. B. (2000). Do patients choose physicians of their 

own race? Health Affairs, 19, 76-83. doi:10.1377/hlthaff.19.4.76 

Schirmer., J. M., Mauksch, L., Lang, F., Marvel, M. K., Zoppi, K., Epstein, R. M., . . . & Pryzbylski, M. 

(2005). Assessing communication competence: A review of current tools. Family Medicine, 37(3), 

184-192.  

Schneider, J., Kaplan, S. H., Greenfield, S., Li, W., & Wilson, I. B. (2004). Better physician-patient rela-

tionships are associated with higher reported adherence to antiretroviral therapy in patients with 

HIV infection. Journal of General Internal Medicine, 19, 1096-1103. doi:10.1111/j.1525-1497. 

2004.30418.x 

Schoenthaler, A., Allegrante, J. P., Chaplin, W., & Ogedegbe, G. (2012). The effect of patient-provider 

communication on medication adherence in hypertensive black patients: Does race concordance 

matter? Annals of Behavioral Medicine, 43, 372-382. doi:10.1007/s12160-011-9342-5 

Schoenthaler, A., Montague, E., Baier Manwell, L., Brown, R., Schwartz, M. D., & Linzer, M. (2014). Pa-

tient-physician racial/ethnic concordance and blood pressure control: The role of trust and medica-

tion adherence. Ethnicity & Dealth, 19, 565-578. doi:10.1080/13557858.2013.857764 

Scholand, A. J., Tausczik, Y. R., & Pennebaker, J. W. (2010). Social language network analysis. Proceed-

ings of the 2010 ACM Conference on Computer Supported Cooperative Work, 23-26. doi:10.1145/ 

1718918.1718925 

Shay, L. A., Dumenci, L., Siminoff, L. A., Flocke, S. A., & Lafata, J. E. (2012). Factors associated with 

patient reports of positive physician relational communication. Patient Education and Counseling, 

89, 96-101. doi:10.1016/j.pec.2012.04.003 

Shay, L. A., & Lafata, J. E. (2014). Understanding patient perceptions of shared decision making. Patient 

Education and Counseling, 96, 295-301. doi:10.1016/j.pec.2014.07.017 

Shay, L. A., & Lafata, J. E. (2015). Where is the evidence? A systematic review of shared decision making 

and patient outcomes. Medical Decision Making, 35, 114-131. doi:10.1177/0272989X14551638 

Shelton, J. N., Richeson, J. A., Salvatore, J., & Trawalter, S. (2005). Ironic effects of racial bias during 

interracial interactions. Psychological Science, 16, 397-402. doi:10.1111/j.0956-7976.2005.01547.x 



 

 

 

Hagiwara, N., & Dent, R. 
Patient-physician communication  

coding systems 

TPM Vol. 23, No. 4, December 2016

511-529 – Special Issue
© 2016 Cises

529 

Sidanius, J., & Pratto, F. (1999). Social dominance: An intergroup theory of social hierarchy and oppres-

sion. New York, NY: Cambridge University Press.  

Siminoff, L. A., Graham, G. C., & Gordon, N. H. (2006). Cancer communication patterns and the influence 

of patient characteristics: Disparities in information-giving and affective behaviors. Patient Educa-

tion and Counseling, 62, 355-360. doi:10.1016/j.pec.2006.06.011 

Stepanikova, I., Zhang, Q., Wieland, D., Eleazer, G. P., & Stewart, T. (2012). Non-verbal communication 

between primary care physicians and older patients: How does race matter? Journal of General In-

ternal Medicine, 27, 576-581. doi:10.1007/s11606-011-1934-z 

Stephan, W. G., & Stephan, C. W. (1985). Intergroup anxiety. Journal of Social Issues, 41, 157-175. 

doi:10.1111/j.1540-4560.1985.tb01134.x 

Stevens, G. D., Shi, L., & Cooper, L. A. (2003). Patient-provider racial and ethnic concordance and parent 

reports of the primary care experiences of children. Annals of Family Medicine, 1, 105-112. doi: 

10.1370/afm.27 

Tausczik, Y. R., & Pennebaker, J. W. (2010). The psychological meaning of words: LIWC and computer-

ized text analysis methods. Journal of Language and Social Psychology, 29, 24-54. doi:10.1177/ 

0261927X09351676 

Thom, D. H., Kravitz, R. L., Bell, R. A, Krupat, E., & Azari, R. (2002). Patient trust in the physician: Rela-

tionship to patient requests. Family Practice, 19, 476-483. doi:10.1046/j.1369-6513.2000.00091.x 

Trachtenberg, F., Dugan, E., & Hall, M. A. (2005). How patients’ trust relates to their involvement in med-

ical care. Journal of Family Practice, 54, 344-352. 

Traylor, A. H., Schmittdiel, J. A., Uratsu, C. S., Mangione, C. M., & Subramanian, U. (2010). The 

predictors of patient-physician race and ethnic concordance: A medical facility fixed-effects approach. 

Health Services Research, 45, 792-805. doi:10.1111/j.1475-6773.2010.01086.x 

U.S. Census Bureau of Labor Statistics (2011). The current population survey. Washington, DC: U.S. 

Government Printing Office. Retrieved from http://www.bls.gov/cps/aa2010/cpsaat11.pdf 

West, T. V, Shelton, J. N., & Trail, T. E. (2009). Relational anxiety in interracial interactions. Psychologi-

cal Science, 20, 289-292. doi:10.1111/j.1467-9280.2009.02289.x 

Wilson, T. D., Lindsey, S., & Schooler, T. Y. (2000). A model of dual attitudes. Psychological Review, 

107, 101-126. doi:10.1037/0033-295X.107.1.101 

Wood, W. (2000). Attitude change: Persuasion and social influence. Annual Review of Psychology, 51, 

539-570. doi:10.1146/annurev.psych.51.1.539 

Wroth, T. H., & Pathman, D. E. (2006). Primary medication adherence in a rural population: The role of 

the patient-physician relationship and satisfaction with care. Journal of the American Board of Fam-

ily Medicine: JABFM, 19, 478-486. doi:10.3122/jabfm.19.5.478 

Wunderlich, T., Cooper, G., Divine, G., Flocke, S., Oja-Tebbe, N., Stange, K., & Lafata, J. E. (2010). Incon-

sistencies in patient perceptions and observer ratings of shared decision making: The case of colorectal 

cancer screening. Patient Education and Counseling, 80, 358-363. doi:10.1016/j.pec.2010.06.034 
 


