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atient-centred medicine is a term much bandied about. It is used 
as a marketing slogan on billboard advertising in America and is 
discussed by diabetologists in Thailand. It is employed by primary 
care doctors in patient-centred medical homes, and specialists 

such as orthopaedic surgeons are increasingly  using this mode of care 
as well. Over the last few decades, patient-centred care has been clearly 
defi ned in the medical literature, and it is a promising and expanding type 
of care delivery. It has been shown to improve patient satisfaction rates 
and treatment outcomes and, moreover, can be employed by physicians 
working across diff erent specialties. Patients everywhere in the world ap-
pear to respond well to patient- centred practitioners.

Patient-centred care replaces our current physician-centred system 
with one that revolves around the patient. Eff ective care is generally de-
fi ned by, or in consultation with, patients rather than by physician-de-
pendent tools or standards. As an example, the Harris hip score (HHS), 
one of the better and most widely employed tools for evaluating surgical 
results, does not include any evaluation of patients’ satisfaction with their 
operative results. The HHS is now widely used by many orthopaedists to 
evaluate outcomes following hip arthroscopy. The inherent limitations 
of this approach are perhaps best illustrated by example. About a year 
ago, I assumed care of a middle-aged woman who had undergone hip 
arthroscopy for femoro-acetabular impingement (FAI). She continued to 
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be symptomatic and was dissatisfi ed and dis-
appointed with her surgical results. Her assess-
ment of the arthroscopy was markedly diff erent 
from that of her surgeon. In his offi  ce notes, her 
surgeon judged that the surgery was a success 
mostly due to a good HHS. While the score re-
corded was reasonably accurate, it in no way 
correlated with the experience of this patient. 
After years of use, it was not until 2012 that a 
study undertaken in Cambridge, UK actually 
compared HHS results with patient satisfaction 
rates from hip arthroscopy.1 The results of the 
study were decidedly mixed with many satis-
fi ed patients scoring fair or poor results and 
some unsatisfi ed patients scoring good or ex-
cellent results.1 While it may seem self-evident, 
the point here is that, as a profession, doctors 
should recognise that patients themselves 
know best how well their health providers are 
meeting their needs. It is therefore the patient’s 
opinion of his or her care that best assesses out-
come and satisfaction. Traditional physician-de-
rived tools often fail to fully capture the patient 
experience.

This fundamental tenet of patient-centred 
care was tested by Stewart et al2 in Canada in 
2000. Experts studied audio taped doctor-pa-
tient interactions while patients also rated these 
same interactions. Expert opinion could not be 
correlated with positive outcomes, but patient-
perceived patient-centred care correlated with: 
‘better recovery from their discomfort and con-
cern, better emotional health two months later, 
and fewer diagnostic tests and referrals.’2 This 
same phenomenon can be seen when studying 
physician empathy. For instance, in one Ameri-
can study, there was no signifi cant agreement 
among patients and therapists when they both 
used the same scale to rate therapist empathy, 
and only the patients’ ratings of their care cor-
related signifi cantly with outcome measures.3 
Similarly, researchers at Thomas Jeff erson Uni-
versity developed the Jeff erson Scale to test 
physician empathy. Physicians rated their own 
empathy, and the scale could not be corre-
lated with improvements in patient care. The 
scale was deemed a good fi rst step and has 
value to categorise doctors, but was not suc-
cessful enough. The researchers then further 

developed their scale and refi ned the concept 
by developing the Jeff erson Scale of Patient Per-
ceptions of Physician Empathy. A similar study 
was undertaken with a scale administered to 
patients. Suddenly, by scoring patient percep-
tions instead of relying on provider-generated 
data, the scale became useful for predicting 
outcomes.4 

This dichotomy between patient percep-
tions of their own care and that of their doctors 
extends to orthopaedics and surgical results. 
This phenomenon is vividly illustrated in a re-
cent study of complications after spine surgery 
by Mannion et al.5 It has long been known that 
patients report surgery complications at rates 
far greater than those reported by their sur-
geons. This has been observed for both hernia 
and spine surgery.6,7 The recent Swiss study5 of 
patients undergoing lumbar surgery has con-
fi rmed this gap, but it has also shown some-
thing much more peculiar. This study reveals 
that patients and their surgeons see complica-
tions and surgical results quite diff erently. In 
this particular study, both surgeons and their 
patients individually reported surgical compli-
cations and their severity. Of the patients who 
reported complications, 71% of the time the 
surgeon did not report one, while in 61% of pa-
tients for whom the surgeon reported a compli-
cation, the patient did not report one.5 In other 
words, patients and their surgeons had very 
poor agreement on the fundamental question 
of whether a surgery had resulted in a compli-
cation. Furthermore, just over half of patient-re-
ported complications, including many that the 
surgeon did not recognise as a problem, were 
ranked by patients as very or extremely both-
ersome. There were some areas of agreement 
however; surgeons focused on technical occur-
rences, such as a dural tear, while patients fo-
cused on symptomatology, for example, post-
operative sensory disturbances were the most 
common patient-reported complication. As one 
would expect, patient-reported complications 
showed a signifi cant correlation with outcome 
and patient satisfaction. 

Reaction to this study has varied, but at least 
some authors suggest that patients are too sub-
jective to report ‘genuine, operative complica-

tions’.8 However, it is widely held that patients 
are the best judge of the success of elective sur-
gery, especially a surgery performed for pain 
relief. Mannion et al5 expressed caution that 
‘these [patient reported] complications are nei-
ther infrequent nor inconsequential as far as the 
patient is concerned.’

COMPONENTS OF A PATIENT-CENTRED 
APPROACH
The fi rst step in understanding patient-centred 
care is understanding that patients must be 
asked to rate or judge their health care; we as 
providers often believe that we know every-
thing about our patients and their care. The 
truth is that we are simply unable to accurately 
assess our patients’ perceptions of their care 
– what is important to them, how well we are 
delivering the care they need, and what factors 
in our care improve outcomes – without asking 
our patients directly for their feedback. There is 
a foundational and inevitable diff erence in out-
look between those of us wielding the scalpel, 
medication or stethoscope and the patients 
who are subject to their eff ects. We need to at-
tempt to evolve from ‘what’s the matter’ with 
our patients to ‘what matters’ to our patients.

The second fundamental tenet of patient-
centred care concerns the relationship and in-
teraction between doctors and our patients. A 
few years ago, a young well-educated woman 
asked for my help in treating a metastatic lesion 
of her femur. Her primary malignancy was lung 
cancer. During the course of treatment, she re-
lated to me that she had, early on, seen a respir-
atory physician for her symptoms. He had per-
formed pulmonary function tests, prescribed 
inhalers, and told her to return if her symptoms 
did not improve. She never went back, and 
the cancer was later found by another doctor, 
by which time it was metastatic. In such situa-
tions, patient advocates tend to blame the doc-
tor for his treatment and inability to diagnose 
the problem while physicians point to the pa-
tient’s not following up despite instructions to 
do so. However, the underlying problem in this 
tragic example is the lack of a relationship be-
tween the patient and her doctor. This patient 
never felt any personal connection with her 
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 physician. From her point of view, the visit was 
nothing more than an expensive waste of time, 
and therefore she did not return for further 
treatment. This lack of relationship signifi cantly 
infl uenced her health decisions in the same way 
it impacts all patients.

In reality, the relationship between a patient 
and his/her doctor greatly determines both the 
patient’s treatment outcome and a patient’s sat-
isfaction with their care. Any attempt to ignore 
this relationship when measuring the eff ects of 
care is necessarily artifi cial and causes incom-
plete results. What matters to patients is good 
communication from their doctor, a feeling of a 
personal relationship with their physician, and 
a degree of empathy regarding their medical 
problems. 

Patients desire and respond to a personal 
relationship. Researchers in Oregon, USA,9 
have shown an association between patients 
who generally see the same doctor and better 
outcomes, better preventive care and fewer 
hospitalisations. Little et al10 demonstrated that 
a personal relationship between patient and 
doctor and a feeling of partnership led patients 
to feel more satisfi ed and reduced their symp-
tomatology. Based on their results they warned 
that: ‘If doctors don’t provide a positive, pa-
tient centred approach patients will be less 
satisfi ed, less enabled, and may have greater 
symptom burden.’10

Another component of patient-centred care 
is provider empathy. It too improves  results and 
leads to better outcomes. A common outcome 
measure in patient-physician interaction is 
diabetes control which can be measured objec-
tively by evaluating Hb A1c levels. Researchers 
in Philadelphia, USA,11 showed that patients of 
physicians with high patient-evaluated empa-
thy scores enjoyed signifi cantly better control 
of their diabetes, as measured by haemoglobin 
A1c, than patients of physicians with low empa-
thy scores did. Not only can empathy improve 
objective outcomes, it also improves patient 
satisfaction. A Korean study of 550 patients 
demonstrated an association between physi-
cian empathy and both better patient compli-
ance and higher patient satisfaction rates. They 
found that patient-perceived provider empathy 
correlated with perception of physician exper-
tise, trust, and information exchange. In ad-
dition to the expected increased levels of trust 
that empathic physicians engender in their pa-
tients, patients also perceived them to be more 
expert, and they also felt more satisfi ed with the 
care that they received.12 This result is similar to 

that found in studying patients affl  icted with 
cancer. Researchers in Paris, France have found 
that physician empathy is associated with great-
er patient satisfaction and lower levels of emo-
tional distress.13 While the disease under study 
here was cancer, from a personal perspective, 
speaking as a cancer survivor myself, I believe 
the eff ects of empathy seen in this study would 
also be evident in any group of patients saddled 
with long treatment courses marked by emo-
tional ups and downs. Multiple severe injuries 
in trauma patients, those patients coping with 
signifi cant operative complications, such as an 
infected total joint replacement or failed spinal 
surgery, undergo similar treatment burdens 
of multiple clinic visits and operative episodes 
as well as the socioeconomic eff ects of receiv-
ing long-term medical care. Finally, empathy 
should not be seen as an inviolable personal-
ity trait. Diff erent empathy training techniques 
are being developed for doctors, and a group 
in Boston, USA, has developed a series of short 
training modules. They recently studied medi-
cal residents, including orthopaedic surgeons, 
and found signifi cant improvement in patient-
perceived provider empathy after a relatively 
brief training course.14 We can all learn to be 
empathic.

COMMUNICATION: AT THE HEART OF 
PATIENT-CENTRED CARE
No aspect of the doctor-patient relationship has 
been as intensively studied as has physician-
patient communication. According to a recent 
report from the Institute of Medicine, over 80% 
of patients strongly agree that they want their 
provider to listen to them and want full infor-
mation about their care, no matter how uncom-
fortable or unpleasant. Unfortunately, this same 
survey found that fewer than half of all patients 
feel that their doctor takes the time and asks the 
necessary questions to understand their goals 
and concerns.15 Furthermore, according to this 
report, patients whose providers listen to them, 
elicit their patients’ goals and concerns, and 
fully explain all available options, are, among 
other things, three to fi ve times more satis-
fi ed with their treatment and doctor. However, 
much more is at stake than patient satisfaction 
rates. Henbest and Stewart16 from South Africa 
report that patients whose physicians ascertain 
the specifi c reason for their visit and then spe-
cifi cally check to be sure that their patients’ con-
cerns have been resolved experience a reduced 
symptom burden. Researchers in Thailand have 
shown good communication and provider em-

pathy result in better diabetes control, greater 
compliance with the treatment regimen, and 
reduced symptoms.17 Interestingly, no new ex-
pensive drugs or monitoring equipment were 
needed to make this improvement; rather, a 
better doctor-patient relationship delivered 
results. A further study of 750 US patients re-
vealed that physicians’ failure to discuss patient 
diagnosis and their prognosis was the most 
common cause of unmet patient expectations 
and resulted in poorer symptom relief and func-
tional outcomes.18 Researchers in Seattle, USA, 
studied over 1000 patient encounters, includ-
ing many involving orthopaedic surgeons, and 
concluded that fully informed consent for treat-
ment only occurred in 9% of the studied doctor-
patient interactions.19. With surgical patients, 
often there were misunderstandings regarding 
such basic concerns as the risks and goals of 
proposed surgery.

SHARED DECISION MAKING IN 
ORTHOPAEDICS 
Due to concerns regarding informed decision 
making and communication, signifi cant work 
in orthopaedic surgery has been undertaken 
on shared decision making. Shared decision 
making incorporates the idea that patient pref-
erences and values must be explicitly included 
in clinical decisions. Physicians bring clinical 
expertise to the discussion while patients bring 
their unique goals, risk tolerance, and personal 
situation to that same conversation. Shared de-
cision making has been shown to be eff ective 
in clinical settings ranging from primary care 
to cancer treatment, bariatric, and orthopae-
dic surgery. Patients, after making shared de-
cisions, feel empowered, suff er from reduced 
anxiety, and reach what they perceive as better 
decisions.20 In orthopaedic surgery, evidence-
based sources of health information presented 
in a patient accessible format are frequently 
used to encourage shared decision making. 
Such aids were used by orthopaedic surgeons 
working in Group Health, a large health system 
in Washington State, USA, and Idaho, USA, 
for all patients with a diagnosis of hip or knee 
arthritis. They report the use of these aids re-
duced the overall number of hip and knee re-
placements while secondary analyses of the 
data suggest that the decision aids encouraged 
good candidates for the procedures to proceed 
with the surgery.21 Another study from San 
Francisco, USA, using both decision and com-
munication aids specifi cally targeted patients 
who were candidates for joint replacement 



Bone & Joint360 | volume 3 | issue 1 | february 2014

5

surgery. These authors demonstrated both 
greater surgeon satisfaction with patients’ vis-
its involving the aids and greater patient em-
powerment through the use of decision aids.22 
Use of these aids did not aff ect overall rates of 
surgery undertaken. An orthopaedic surgeon 
interested in using decision aids can easily fi nd 
them on the internet; they do not need to in-
vent their own. Sources for obtaining surgical 
decision aids, such as those used in these stud-
ies, include the Health Foundation in London, 
UK, and the Informed Medical Decisions Foun-
dation in Boston, USA. 

PATIENT FEEDBACK
No discussion of patient-centred care would be 
complete without discussing the importance of 
measuring patient satisfaction and treatment ef-
fects by gathering patient feedback. The diffi  culty 
faced by physicians when attempting to predict 
patient satisfaction or patient responsiveness to 
treatment is signifi cant. Medicine is a service pro-
fession, and doctors understand the technical side 
of our treatments very well. However, patients are 
far better at assessing the service side of our craft, 
and, importantly, we must remember that pa-
tient perceptions, not physician beliefs, have been 
shown time and again to correlate with improved 
outcomes. Successful patient-centred practition-
ers, therefore, must regularly gather data from 
their patients. In the United States, payors are in-
creasingly linking payment to patient-reported 
outcomes and satisfaction rates, while in Europe 
the NHS is already gathering patient-reported 
outcomes on a national scale for a range of pro-
cedures such as hip and knee replacement. Remu-
neration is linked to successful collation of data, 
and it is likely only a matter of time before poor 
outcomes will result in lower payments.

Surveys are the instrument most often used 
to gather patient information by hospitals, health 
systems and physicians. Numerous studies have 
found that patient surveys can accurately predict 
outcomes, such as hospital re-admission rates,23 
when the surveys focus on specifi c aspects of 
the patient experience, such as communica-
tion with doctors and nurses, rather than focus-
ing on a patient’s general feeling of well-being. 
Satisfaction rates, as measured by surveys, have 

even been demonstrated 
to correlate with inpatient 
mortality rates, suggest-
ing that ‘patient-centred 
information can have 
an important role in the 
evaluation and manage-
ment of hospital perfor-
mance.’24 When using surveys, physicians should 
be careful to employ validated instruments. The 
Consumer Assessment of Healthcare Provid-
ers and Systems surveys are validated tools that 
are free to use. These are the most commonly 
used survey instrument available today and are 
the result of an initiative from the Agency for 
Healthcare Research and Quality, a branch of the 
US Department of Health and Human Services. 
There are several surveys available to meet diff er-
ent clinical needs.25 While these surveys are in the 
public domain, users outside the United States 
should request permission to reproduce these 
materials. Physicians using these surveys will 
gain actionable knowledge of their patient inter-
actions, such as the quality of their communica-
tion skills. While we may all feel that we commu-
nicate well, if our patients don’t understand our 
explanations or instructions, then we have work 
to do. Surveys give us the feedback necessary to 
improve, even if that feedback can be humbling 
at times. Surveys allow us to understand the pa-
tient experience and give our patients the care 
that they need and want. Within the UK, patient 
experience surveys from a large cross section of 
patients have started to become a mandatory 
part of a physician’s revalidation process. 

Patients often ask themselves whether their 
doctors care about them or not. Researchers in 
Massachusetts, USA, addressing this profound 
question summarised their results as follows: ‘The 
most important element of caring may not be the 
set of behaviours but a set of underlying abilities 
that include taking the patient’s perspective and 
refl ecting on the patient’s responses.’26 Patient 
feedback gives us the patient’s perspective and al-
lows us the opportunity for such refl ection.

CONCLUSION
Patient-centred care advances medical practice 
in two distinct, but complementary, ways. First, 

a great deal of research has resulted in our under-
standing the ways the relationship between a pa-
tient and his/her provider can change treatment 
outcomes. As doctors, we have traditionally been 
taught that the surgery, the prescription, or the 
physical therapy is medical care. However, pa-
tients see their care much more holistically, and 
their views are the ones that aff ect results. Pa-
tients want more than proper prescribing. They 
want a personal relationship with an empathic 
physician who shares decision making with them 
and communicates well. This type of interac-
tion results in improved patient outcomes and 
greater patient satisfaction with care. Second, we 
now recognise that we must systematically and 
regularly obtain feedback from patients them-
selves, in order to understand patient goals, ef-
fectiveness of treatment, and judge the success 
or failure of our work. Doctors have traditionally 
used physician-centred measurement tools or 
our personal judgments to measure outcomes. 
Now, more than ever, we are asking patients to 
judge the eff ectiveness of our treatments. After 
all, medical care is given for the benefi t of our pa-
tients; they, therefore, are in the best position to 
judge its eff ectiveness. Patient-centred medicine 
can be practised by all types of doctors, and its 
use is spreading across the world. Orthopaedic 
surgeons are embracing it in greater and greater 
numbers as we strive to deliver better and more 
eff ective care in our individual communities.

REFERENCES
1. Aprato A, Jayasekera N, Villar RN. Does the modifi ed Harris 

hip score refl ect patient satisfaction after hip arthroscopy? Am J Sports 

Med 2012;40:2557-2560.

2. Stewart M, Belle Brown JB, Donner A, et al. The impact of 

patient-centered care on outcomes. J Fam Pract 2000;49:796-804.

3. Free NK, Green BL, Grace MC, Chernus LA, Whitman RM. 
Empathy and outcome in brief focal dynamic therapy. Am J Psychiatry 

1985;142:917-921.

5

Shared decision making has been 
shown to be eff ective in clinical settings



Bone & Joint360  | volume 3 | issue 1 | february 2014

4. Kane GC, Gotto JL, Mangione S, West S, Hojat M. Jeff erson Scale of Patient’s Perceptions of 

Physician Empathy: preliminary psychometric data. Croat Med J 2007;48:81-86.

5. Mannion AF, Fekete TF, O’Riordan D, et al. The assessment of complications after spine surgery: 

time for a paradigm shift? Spine J 2013;13:615-624.

6. Grob D, Mannion AF. The patient’s perspective on complications after spine surgery. Eur Spine J 

2009;18(Suppl):380-385.

7. Fränneby U, Sandblom G, Nyrén O, Nordin P, Gunnarsson U. Self-reported adverse events after 

groin hernia repair, a study based on a national register. Value Health 2008;11:927-932.

8. No authors listed. Roundup 360 Research. Bone Joint 360 2013;2:29-31.

9. Saultz JW, Lochner J. Interpersonal continuity of care and care outcomes: a critical review. Ann Fam 

Med 2005;3:159-166.

10. Little P, Everitt H, Williamson I, et al. Observational study of eff ect of patient centredness and 

positive approach on outcomes of general practice consultations. BMJ 2001;323:908-911.

11. Hojat M, Louis DZ, Markham FW, et al. Physicians’ empathy and clinical outcomes for diabetic 

patients. Acad Med 2011;86:359-364.

12. Kim SS, Kaplowitz S, Johnston MV. The eff ects of physician empathy on patient satisfaction and 

compliance. Eval Health Prof 2004;27:237-251.

13. Lelorain S, Brédart A, Dolbeault S, Sultan S. A systematic review of the associations between 

empathy measures and patient outcomes in cancer care. Psychooncology 2012;21:1255-1264.

14. Riess H, Kelley JM, Bailey RW, Dunn EJ, Phillips M. Empathy training for resident physicians: a 

randomized controlled trial of a neuroscience-informed curriculum. J Gen Intern Med 2012;27:1280-1286.

15. No authors listed. Institute of medicine of the national academies. http://www.iom.edu/global/

perspectives/2012/~/media/Files/Perspectives-Files/2012/Discussion-Papers/VSRT-Evidence.pdf (date last 

accessed 8 October 2013). 

16. Henbest RJ, Stewart M. Patient-centredness in the consultation: 2: Does it really make a diff erence? Fam 

Pract 1990;7:28-33.

17. Prueksaritanond S, Tubtimtes S, Asavanich K, Tiewtranon V. Type 2 diabetic patient-centered 

care. J Med Assoc Thai 2004;87:345-352.

18. Jackson JL, Kroenke K. The eff ect of unmet expectations among adults presenting with physical 

symptoms. Ann Intern Med 2001;134:889-897.

19. Braddock CH 3rd, Edwards KA, Hasenberg NM, Laidley TL, Levinson W. Informed decision 

making in outpatient practice: time to get back to basics. JAMA 1999;282:2313-2320.

20. Stacey D, Bennett CL , Barry MJ, et al. Decision aids for people facing health treatment or 

screening decisions. Cochrane Database Syst Rev 2011;10:CD001431.

21. Arterburn D, Wellman R, Westbrook E, et al. Introducing decision aids at Group Health was 

linked to sharply lower hip and knee surgery rates and costs. Health Aff  (Millwood) 2012;31:2094-2104.

22. Bozic KJ, Belkora J, Chan V, et al. Shared decision making in patients with osteoarthritis of the 

hip and knee: results of a randomized controlled trial. J Bone Joint Surg [Am] 2013;95-A:1633-1639.

23. Boulding W, Glickman SW, Manary MP, Schulman KA, Staelin R. Relationship between 

patient satisfaction with inpatient care and hospital readmission within 30 days. Am J Manag Care 

2011;7:41-48.

24. Glickman SW, Boulding W, Manary M, et al. Patient satisfaction and its relationship with 

clinical quality and inpatient mortality in acute myocardial infarction. Circ Cardiovasc Qual Outcomes 

2010;3:188-195.

25. No authors listed. Agency for healthcare research and quality. https://cahps.ahrq.gov (date last 

accessed 8 October 2013).

26. Quirk M, Mazor K, Haley HL, et al. How patients perceive a doctor’s caring attitude. Patient Educ 

Couns 2008;72:359-366.

6


