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ABSTRACT 

 This study aimed to assess the relationship between perceived quality of patient-

centered care (PCC) and various patient health outcomes at the student health service in 

relation to potentially stigmatizing mental health concerns.  In a mixed method study, 

students (n=134) completed an online survey which assessed dimensions of perceived 

quality of PCC and health outcomes such as trust, satisfaction, and adherence.  

Subsequently, a representative sample of students who completed the survey, and visited 

the student health service for a mental health concern (n=8), were chosen to participate in 

in-depth interviews, which provided contextual backdrop for certain properties of 

perceived quality of PCC at the student health service.  Quantitative results showed there 

is a significant positive relationship between perceived quality of PCC and health 

outcomes, where perceived stigma and patient activation were not significant moderators.  

Qualitative results show patients seek to develop relationships with their providers to 

improve various aspects of perceived quality of PCC.  The discussion highlights the 

theoretical, methodological, and health care practice implications of the study, along with 

potential avenues for future study.     

 Keywords:  Patient-centered communication, perceived quality of care, trust, 

satisfaction, adherence, health outcomes, stigma, stigma management communication, 

emerging adulthood, mixed method  
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CHAPTER 1 

 

Introduction 

 

 Emerging adulthood (Arnett, 2016) is the period of development from the ages of 

18 to 30 characterized by several developmental tasks: identity exploration, instability 

due to that exploration, gaining independence, a transition period, and an age of 

possibility (Arnett, 2016). Due to the nature of these tasks several potentially sensitive 

health issues are particularly salient for emerging adults and largely center around mental 

health concerns (Sussman & Arnett, 2014).  Quality patient-provider communication 

about these topics is critical for improving emerging adults’ health outcomes in this 

delicate time (Arnett, 2016; Goodman, Henderson, Peterson-Badali, & Goldstein, 2015; 

Hill, Jackson, Roberts, Lapsley, & Brandenberger, 2011).    

 The Theory of Stigma Management Communication (SMC) is a framework in 

which communication surrounding stigmatized behaviors can be explored (Meisenbach, 

2010).  Stigma is defined as social construction of perceived prohibited acts and the 

subsequent devaluation of a person for engaging in those acts (R. A. Smith, n.d.). 

Additionally, stigma is “an attribute that is deeply discrediting [and that reduces the 

bearer] …from a whole and usual person to a tainted, discounted one” (Goffman, 1963).  

SMC begins with discursive action surrounding stigmatized behaviors, explores the 

possible outcomes of that discursive action, and looks at the reactionary behavior to that 

action (Meisenbach, 2010).  Simplified, SMC explores the behavioral reactions 

individuals have as a result of the stigmatizing messages they perceive, or when they 

perceive others see them in a way that is lesser than, or are judgmental of them. Various 

stigmatized health concerns such as mental health may fall into this category. People can 
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perceive stigma about their mental health concerns, perceive stigma from others, and 

have a behavioral reaction to that stigma.  

 Patient-Centered Communication (PCC) is a model of care that emphasizes the 

patient voice in the medical interaction (Epstein & Street Jr., 2007). PCC has the 

potential to facilitate patient-provider communication regarding these topics as it 

emphasizes exploring the patients’ reasons for the medical visit, understanding emotional 

and medical aspects of patient needs, and working together to create treatment plans that 

increase patient outcomes (M. Stewart, 2001) 

In a university setting, the student population is composed primarily of emerging 

adults who visit the student health service (SHS). Yet, little is understood about students’ 

perceptions of patient-provider communication, particularly surrounding mental health 

concerns. This study aims to investigate the nature of student perceptions of PCC 

regarding potentially sensitive mental health topics and evaluate how those perceptions 

are related to students’ health outcomes. The following review of the literature will 

introduce the developmental phase of emerging adulthood and outline the common 

mental health concerns for emerging adults.  It then discusses how these concerns may be 

stigmatizing, and introduces the theory of stigma management communication, and a 

model of care, patient centered communication, which can facilitate our understanding of 

patient-provider communication in a mental health context.  
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CHAPTER 2 

Literature Review 

Health Concerns in Emerging Adulthood  

 

 Emerging adulthood, the period between ages 18-30, includes patterned 

developmental features including identity exploration (ex: joining new social circles), 

instability due to that exploration (ex: rejection of individuals in that social circle), 

gaining independence (ex: the possibility of making the choice to stay or leave that social 

circle), a transition period (ex: the assimilation associated with joining that social circle, 

or choosing to leave the social circle), and an age of possibility (ex: the social circle can 

forward a person’s network, as well as initiate further exploration of identity) (Arnett, 

2016). This is also period of life in which individuals establish lifelong health care 

practices and beliefs. Emerging adults often experience health issues that are linked to 

these developmental tasks (exploration, social acceptance/rejection, independence). 

These behaviors include: nutrition and weight management, drug/alcohol/tobacco use, 

sexual and reproductive health practices, and mental health. For the purposes of this 

study, mental health concerns will be the primary focus, due to its prevalence on college 

campuses, where mental health contexts consist of four of the top ten impediments to a 

student’s academic success (American College Health Association, 2008).   

These mental health contexts include both mental health illness and mental health 

concerns.  The distinction between mental health illness and mental health concerns lies 

in a clinical diagnosis (Kitzrow, 2003). Due to under diagnosis of mental health 

conditions (Kitzrow, 2003), students who have been diagnosed with a mental health 

illness and students who have mental health concerns, but are undiagnosed will be 
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included in this study. These concerns include:  Eating disorder (Anorexia, Bulimia, 

Binge Eating Disorder), Anxiety/Stress, Attention Deficit and Hyperactivity Disorder, 

Bipolar Disorder, Depression, Insomnia/ Other Sleep Disorder, Obsessive Compulsive 

Disorder, Panic Attacks, Schizophrenia, Substance Abuse or Addiction, and Other Mental 

Health Concern (American College Health Association, 2016). 

 It can be challenging to communicate about the potentially stigmatizing mental 

health concerns. 

Stigma and Health Communication 

 Stigma is defined as “the situation of the individual who is disqualified from full 

social acceptance” (Goffman, 1990).  Stigmatized topics are considered those which are 

taboo and carry with it a sense of disgrace or a notion of a prohibited act, as defined by 

society (R. A. Smith, n.d., p. 453).  Stigma as a society construction affects health care 

patterns.  As such, stigma is considered a leading barrier to health care initiatives and 

contributes to delays in individuals seeking treatment, prolonged risk, and poor treatment 

adherence (Smith, n.d., p. 453).  Certain issues, as mentioned above, for a college 

population, are based on social constructs relating to differences in social morays and 

ethics in a specific time and place. What is considered risky health behavior has the 

potential to be stigmatized due to its association with “risky” or otherwise not socially 

appropriate behavior. Persons with stigmatized attributes carry an undesirable “identity 

maker” (Goffman, 1990). Once a person has been labeled that person may be seen as less 

than or outcast from their social circles (Goffman, 1990; R. A. Smith, n.d.). Generally, 

people deal with stigmatized health issues in one of three ways: withdrawal, secrecy, 
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an/or education (R. A. Smith, n.d., p. 460).  However, it is important to understand and 

combat the stigmatization for the safety and health of the student population.  

Stigma and Mental Health 

 Mental health concerns, especially in a university setting, are common and 

stigmatized (King et al., 2007; Sussman & Arnett, 2014).  Often, information seeking to 

help individuals with mental health concerns contributes to that stigma (Kim & Stout, 

2010; Klin & Lemish, 2008; Nawková et al., 2012).  This information can look like 

pamphlets and group therapy, where certain stigmas associated with carrying information 

for mental health treatment options can also contribute to the stigma (Ciszek & Gallicano, 

2013).  For emerging adults in a university setting, mental health concerns can run the 

contextual gamut, where they can be seen as an excuse to miss class or to gain extensions 

on assignments, or be severe to the point where they require the student to medically 

withdraw from the university (Arnett, 2016).  Mental health concerns are difficult to 

diagnose unless the patient is willing to disclose information about that specific context.  

As such, stigmatized health contexts can limit the communication which occurs between 

patient and provider.   

Several studies have been done on stigma and mental health, which reflect the 

salience of mental health concerns to a university environment. In a 2014 study, 

researchers evaluated substance abuse as it was related to mental health status in 

emerging adults, via a questionnaire.  This study found that high achieving emerging 

adults were more likely to recognize their problematic substance abuse behavior, and 

therefore seek treatment for their mental health concerns as well (Goodman et al., 2015).  

In a high-achieving university setting, students who exhibit risky behavior, will see the 
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problems with their behaviors and seek help for the underlying mental health issue.  

Another study from 2015 examined the stigma associated with students seeking help 

from their university mental health service, via an online survey.  Results indicated that 

students who felt a strong connection with the university demonstrated a higher stigma 

associated with seeking help from the university mental health service (Kearns, Muldoon, 

Msetfi, & Surgenor, 2015).  In a university setting, students may feel stigma associated 

with their university’s mental health resources, therefore inhibiting the quality of health 

care available to them.  In a 2013 study evaluating the stigma associated with eating 

disorders in mental health, interviews were conducted with bloggers in a community 

eating disorder support group.  Results indicated the bloggers felt both relief and anxiety 

when blogging about their eating disorders (Yeshua-Katz & Martins, 2013).  The results 

of these studies indicate that emerging adults may feel relief and/or anxiety about seeking 

help for mental health concerns.  These feelings likely influence the way emerging adults 

communicate about mental health concerns and their interpretation of conversations they 

have with their health care providers.  

Theory of Stigma Management Communication (SMC) 

 It is important to explore how students experience and communicatively manage 

the stigma associated with mental health concerns. The theory of stigma management 

communication (SMC) provides a framework for how stigma is discussed and formed.   

 The model of SMC beings with perception of a stigmatizing message—a 

stigmatizing message typically marks something as stigmatized, creates a recognizable 

label for it, indicates who is responsible for the mark, and notes how much danger the 
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mark carries for the marked and others— and ends with some kind of stigma 

management outcome (which include health care outcomes) (Meisenbach, 2010).   

 The theory suggests that discursive actions surrounding stigma influence a 

person’s attitude and those attitudes influence a person’s stigma management strategies. 

The strategies of stigma management are organized by an individual’s acceptance or 

denial of a) public perception of the stigma’s existence and b) the stigma’s applicability 

to them individually (Meisenbach, 2010). Stigma management strategies include, but not 

limited to: anxiety, non-disclosure, avoidance, or denial (Meisenbach, 2010).   These 

strategies influence important outcomes for people experiencing stigma. 

 It is important to note that perceptions of stigma vary. Different people 

understand and experience stigma in a variety of ways. In addition, stigma management 

strategies vary across different groups of people (Meisenbach, 2010). The stigma 

management communication is proportional to the degree variation of that stigma.  This 

means that each person responds to stigma differently, and uses different strategies to 

cope with and behave around that specific stigmatized behavior.  

Several studies have been done which assess the theory of stigma management 

communication and how it relates to health outcomes.  Stigma related to mental health 

has been shown to reduce the level of comfort that college students have when disclosing 

their mental health status, as well as reduces their compliance with health treatment plans 

(Jennings et al., 2015; Kearns et al., 2015).  The stigma associated with lung cancer-- 

which usually arises from the stigma associated with how people generally get lung 

cancer by smoking cigarettes—has shown to decrease health related outcomes for 

patients due to their lack of comfort in disclosing accurate information about their health 
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habits as well as lack of compliance with their treatment plans (Shen, Hamann, Thomas, 

& Ostroff, 2016).  Additionally, patients who were diagnosed with HIV/AIDS showed 

higher levels of social distance and a lack of disclosure due to the stigma surrounding 

HIV/AIDS, as well as the stigmatized activity surrounding how an individual can 

contract the disease (Pittam & Gallois, 2000).  In this study, the theory of stigma 

management communication can be applied mental health concerns in a college health 

setting, because the stigma surrounding these behaviors can lead to fundamentally 

different patient-provider interactions, as opposed to medical interactions due to non-

stigmatized conditions.  If a patient feels as though they are somehow less than, or the 

provider will judge him or her based on their stigmatized health condition, the patient’s 

sense of identity can be altered. Additionally, the students’ perception of these 

stigmatizing behaviors can affect their health outcomes, by their lack of disclosure to the 

provider, lack of adherence to the medical treatment, or complete avoidance of the topic 

altogether.   

This study adds to the conversation surrounding stigma related outcomes due to 

the population the study is focusing on.  The questions are designed to be answered by an 

emerging adulthood population more specifically, whereas other research has been 

applied to adults more broadly.  This study will provide a multi-dimensional view of 

stigma communication in a student health setting, allowing researchers to be highly 

specific in data analysis and the conclusions drawn.  

Patient-Centered Communication 

 PCC is a framework of care uniquely suited to facilitating communication about 

potentially stigmatizing topics like mental health concerns because PCC emphasizes 
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building relationships; being respectful of and responsive to patient preferences, needs 

and values; and ensuring that patient values and comfort levels guide all clinical decision 

(Thompson, Parrott, & Nussbaum, 2011).  In order to combat some of the hesitation 

patients may feel when discussing stigmatized mental health concerns, health care 

providers can implement patient-centered care (PCC) techniques. 

 PCC become the shorthand reference to the inclusion of patients’ perspective  in 

care, as well as the provision of as much information to patients as they need in order to 

participate to the extent they would like in medical decision making (Thompson et al., 

2011).  PCC encourages constructive conversation between health care providers and 

patients to reach a consensus to ensure the needs and wishes of the patient are 

maintained.  The idea is that patients and providers work together to discuss potentially 

uncomfortable topics and reach a treatment path together (Hanyok, Hellmann, Rand, & 

Ziegelstein, 2012).  As such, PCC includes four communication domains: the patient’s 

perspective, the psychosocial context (stigmatized behaviors in this case), shared 

understanding, and sharing power and responsibility (Epstein et al., 2005).   

PCC and Health Outcomes 

 High levels of quality of PCC have shown to positively affect health outcomes.  

The higher quality of PCC, the higher quality relationship a patient has with the provider 

and coordination of care (Epstein & Street Jr., 2007; Epstein & Street, 2011).  

Additionally, with high levels of quality of PCC, patients have been shown to have 

stronger therapeutic alliances, emotional self-management, and ultimately, have higher 

rates of disease survival, and higher health related quality of life (Epstein & Street Jr., 

2007; Epstein & Street, 2011).  In a 2004 study, Robin DiMatteo discusses the 
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implications of PCC in cancer treatment, where patients are more likely to adhere to 

medical prescriptions if their care providers promote a high level of quality of PCC 

(2004). A 2016 study showed increased levels of PCC lead to increases in health status 

for people with chronic heart illness (Bekelman et al., 2016).  Furthermore, a 2015 study 

showed patients who underwent transplants experiences greater success with their organ 

reception if they were treated with high quality levels of PCC (Bevans et al., 2016).  

There are several relationships between quality of PCC and different outcomes, 

including: trust, competence, satisfaction, and adherence (Thompson et al., 2011, Chapter 

11, p. 418-19).  Health communication scholars link effective relational communication 

between providers and patients with patient satisfaction regarding the encounter, and the 

following likelihood of adherence with health care instructions (Gary L. Kreps & O’Hair, 

1995, p. 73).  Additionally, higher competency at patient-centered functions by the 

physician resulted in higher levels of trust the patients had in their physician (Hanyok et 

al., 2012).  With these relationships in mind, several outcomes of high quality of PCC can 

be assessed.   

In order for patients to accept a recommended treatment regimen, their 

communication with physicians must be based on trust, and they must have a sense that 

their physicians are operating in their best interest (Smith C, 1983).  Additionally, in 

order for that acceptance, a patient must feel as though the provider is qualified and able, 

namely in a communication context (Quintana et al., 2006).  Patients generally accept 

that their provider is technically competent, but a provider’s communication competence 

can determine if a patient agrees to and follows through with care recommendations 

(Quintana et al., 2006).  Research also indicates that patients are generally satisfied with 
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the care they receive, but are not necessarily satisfied with the communication within that 

health care interaction (Ray & Donohew, 1990).  Again, the health care outcome is 

contingent on the quality of the communication interaction, rather than the quality of 

physical care the patient receives.  Finally, adherence is the ultimate outcome of a health 

care interaction.  Ultimately, providers seek the patient’s adherence to any health care 

treatment prescribed.  Adherence behavior is broken down into intention and action 

(Hennessy, Bleakley, & Fishbein, 2012).  Additionally, patient satisfaction is shown to 

increase compliance with treatment plans (Ray & Donohew, 1990).  And like the other 

health care outcomes, patient adherence is heavily depended on the quality of the 

provider-patient relationship, which is in turn dependent on the quality of communication 

in those interactions (Duffy & Jackson, 1998, p. 76).  These patterns are important to note 

in every health care context, especially a potentially stigmatized mental health context.  

The patient’s perceptions of the quality of care in the interaction with their provider will 

influence their patient outcomes, and in a mental health context, the patient outcomes are 

tied to the stigma associated with their mental health concern (Sherman, Gangi, & White, 

2010). 

Contextual Factors 

 PCC is a framework which emphasizes that certain contextual factors influence 

the nature and interpretation of patient-provider communication as well as patient 

outcomes (Epstein et al., 2005; Epstein & Street Jr., 2007; Epstein & Street, 2011).  PCC 

states that individual features of the patient population and the health context influence 

the relationship between PCC and outcomes and should be considered by health care 

providers and researchers seeking to improve outcomes (Aita, McIlvain, Backer, McVea, 
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& Crabtree, 2005; Bowman & Neale, 2014; Epstein & Street Jr., 2007).  Certain 

contextual factors which affect the relationship of quality of PCC and health care 

outcomes, relevant to this study include: demographic factors and patient activation. 

Demographics. Evidence suggests that when the provider and patient are from 

different backgrounds, the interaction can negate the personhood of the patient, while 

confirming the dominance and power of the provider (Duffy & Jackson, 1998, p. 59).  

This factor can be extrapolated to mean that demographic factors play a significant role in 

determining the quality of PCC in an interaction.  Research has shown that age, race, and 

sex have the most moderating effects on health care outcomes (Kreps & O’Hair, 1995, p. 

58).   

Patient Activation. Within a college population, the establishment of health 

practices looks different from the general emerging adulthood population because college 

students tend to have higher health efficacy and patient activation (Arnett, 2016).   In 

order for a patient to want to adhere to a provider’s recommendation, the patient must 

view themselves to be self-determining in order to be intrinsically motivated to comply 

(Kreps & O’Hair, 1995, p. 58).  This means that patient-activation may also be a 

moderating factor in the relationship between PCC, stigma, and health care outcomes.  

The theory of stigma management communication will be used to explore these 

differing mental health contexts as well as various health outcomes related to patient-

provider communication.  

 The overarching goal of the study is to enhance our understanding of PCC and 

potentially stigmatizing mental health issues among emerging adults as well as the 

implications for patients’ health and wellbeing. Additionally, in the healthcare industry, 
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college educated emerging adults are often blended in with adults in the general 

population.  This study hopes to highlight the developmental needs of college educated 

emerging adults, and their unique position in the healthcare industry. With the highly 

interactional and complex nature of the study and patient’s experiences in general, the 

research questions will be assessed both quantitatively and qualitatively.  The mixed-

method design allows for rich contextual data to supplement quantitative data, and create 

an otherwise unseen picture of how various factors surrounding mental health stigma can 

influence patient provider relationships, and those key health outcomes. In order to 

examine how PCC is related to various health outcomes, the following research questions 

are posed:  

RQ1: How are students’ perceptions of PPC related to patient satisfaction, trust, 

and adherence? 

RQ2: Does patient perception of mental health stigma or patient activation 

moderate the relationship between PCC and patient satisfaction, trust, and 

adherence?  

To create a more robust picture of PCC and patients' health concerns, the following  

 

questions were posed. 

 

RQ3: What factors influence patients’ comfort level communicating about 

potentially stigmatizing mental health concerns with health care providers?  

RQ4: What provider communication behaviors do students find helpful and/or 

unhelpful when discussing mental health concerns in the patient-provider 

interaction at the SHS? 
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CHAPTER 3 

Method 

 The nature of the study requires a mixed method approach, where the quantitative 

data allows for components of the model to be statistically related, but the qualitative 

portion of the data collection allows for rich contextual data. Humans are storytelling 

creatures where “people tell stories to recount and account for their experiences, using 

narratives to organize and share with others their personal version of social reality 

(Fisher, 1984). The mixed method approach allows for a broader, fuller picture of the 

data to develop, where raw data can be translated into usable and valuable information to 

aid the student health service being evaluated in its health care endeavors (Kreps, 2012, 

p. 8). 

 The concurrent triangulation strategy (Creswell, 2009, p. 213) was used as the 

specific mixed methodology for the study.  The concurrent triangulation strategy is 

applied when the researcher collects both quantitative and qualitative data concurrently, 

and compares the two data sets to determine if there is convergence, differences, or a 

combination of the two (Creswell, 2009, p. 213).  Generally, this method is used to offset 

the inherent weaknesses of a study with solely quantitative or qualitative methodology 

(Creswell, 2009, p. 213). The goal of the study was to triangulate the quantitative and 

qualitative portions and determine where data from each portion supported the other, and 

where discrepancies lay. The mixed method study design and methodology (recruitment, 

sampling, participants, procedures, and plan for data analysis) are presented in 

accordance with the components of each method design.  
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Quantitative Method 

 The quantitative phase established the perceived quality of PPC by the 

undergraduate students at Wake Forest University.  The quantitative phase also 

established the presence and level of relationships among the quality of PCC, perception 

of mental health stigma contextual factors, and patient outcomes. 

Sample 

 A convenience sample of undergraduate students, between the age of 18 and 22 

(M = 20.19, SD = 1.1), were asked to participate in this study. A total of 154 surveys 

were administered with only the 134 completed surveys used for data analysis.  

According to the findings reported by the American College Health Association, college 

students experienced a wide percentage of mental health concerns.  These findings 

included that on average 51.2% of college students felt things were hopeless at one point 

or more in the last 12 months, as well as 86% of college students felt overwhelmed at one 

point or more in the last 12 months (2016). This means that on average, anywhere from 

roughly 51% to 86% of college students who participated in the study have experienced a 

mental health concern within the last month.  Additionally, participants who have not 

visited the student health service in the last 12 months were excluded from the 

quantitative data analysis because they did not have the recall needed to accurately take 

the survey; but, they were asked a qualitative question regarding why they chose not to 

visit the student health service. 

Recruitment  

Undergraduate students were recruited to answer a 74-item survey via email. A 

recruitment email was dispersed to various academic departments including the 
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departments of Communication, Psychology, Theatre & Dance, among others.  

Additionally, a recruitment email was sent out to individual classes with a participating 

professor.  An incentive of the possible receipt of one of two $25 gift cards was offered to 

the participants.   

Procedures 

 The study was approved by the Wake Forest University Institutional Review 

Board. Data collection began on February 20, 2017 and surveys were sent to interested 

participants who have lived on the Reynolda Campus of Wake Forest University in the 

last 12 months.  Upon receipt of the online survey link, the first question was the 

informed consent (See Appendix A for informed consent).  Once the participant read the 

informed consent, they indicated ‘yes’ or ‘no’.  If the participant indicated ‘no’, the 

survey ended.  If the participant indicated ‘yes’ to the informed consent, they were taken 

to the beginning of the survey. Survey data is private and confidential. At no time were 

participants required to submit their names or other identifying information. At the end of 

the survey participants were thanked an asked if they would like to provide an email 

address to be entered into the drawing for a $25 gift card. Lastly, participants were asked 

if they would be willing to participate in an interview about their experiences. If 

interested, they provided their name, telephone number, and email address at that time. 

All of the data linking their medical condition with their email address was kept private.   

Measures 

 The survey used versions of existing measures (indicated with each measurement 

item) and newly created items to answer the specific research questions. The following 

survey items and scales were used to gather demographic information and operationalize 
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PCC, moderating, and outcome variables. The full survey measure, with full scales and 

subscales can be found in Appendix B. Table 1 contains all demographic information 

gathered. 

Table 1 

   Demographic Information 

Variable   N (%)  Mean (SD) 

Age 
  

20.19 (1.1) 

 
18 9 (6.7) 

 

 
19 27 (20.1) 

 

 
20 44 (32.8) 

 

 
21 38 (28.4) 

 

 
22 16 (11.9) 

 
Race 

   

 
White 112 (83.6) 

 

 
Black 6 (4.5) 

 

 
Asian 9 (6.7) 

 

 
Hispanic 4 (3.0) 

 

 
Other 3 (2.2) 

 
Sex 

   

 
male 32 (23.9) 

 

 
female 102 (76.1) 

 

SES 
  

Middle to Upper-

Middle (.98) 

 

Lower [$0-$18,000 

annually] 
1 (.7) 

 

 

Low-Middle [$18,000-

$75,000 annually]  
17 (12.7) 

 

 

Middle [$75,000-

$150,000 annually]  
21 (21.6) 

 

 

Upper-Middle 

[$150,000-$500,000 

annually]  

57 (42.5) 
 

 

Upper-Middle 

[$500,000+ annually] 
30 (22.4) 

 

 

 

 



18 

 

Patient-Provider Communication Variables  

 Patient-Centered Communication. Patient Centered Communication is the domain 

of health care, which focuses on the needs, desires, and values of the patient, which work 

in conjunction with providers’. PCC is measured through a modified version of the 

Interpersonal Processes of Care (IPC) scale (A. L. Stewart, Nápoles-Springer, Gregorich, 

& Santoyo-Olsson, 2007).  It is a 5-point Likert-like scale which ranges from always to 

never.  The study uses six of the seven subscales specified in the IPC:  1) Hurried 

communication (α=.65). 2) Elicited concerns, responded (α=.80). 3) Explained results, 

medication (α=.81). 4) Patient-centered decision making (α=.75). 5) Compassionate, 

respectful (α=.71).  6) Discrimination (α= not measured) (Hudon, Fortin, Haggerty, 

Lambert, & Poitras, 2011).  Sample items in include (labeled sequentially with the afore 

mentioned subscales): 1) “How often did the providers speak too fast?” 2) “How often 

did providers let you say what you thought was important?” 3) “How often did providers 

tell you about side effects you might get from a medicine?” 4) “How often did you and 

your providers work out a treatment plan together?” 5) “How often did providers treat 

you as an equal?” 6) How often did providers pay less attention to you because of your 

race or ethnicity?”  

Moderating Contextual Factors 

 Patient Activation. Patient Activation is the self-belief and responsibility a patient 

has towards their health and is comprised of four major parts: 1) believing the patient role 

is important. 2) Having the confidence and knowledge necessary to take action. 3) 

Actually taking action to maintain and improve one’s health. 4) Staying the course even 

under stress. (Hibbard, Mahoney, Stockard, & Tusler, 2005).  The short form, 5- point 
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Likert-like scale (strongly disagree – strongly agree) Patient Activation Measure (PAM)- 

13 (α=.87) is used to measure patient activation (Hibbard et al., 2005). Sample questions 

include: “When all is said and done, I am the person who is responsible for managing my 

health condition” and “Taking an active role in my own health care is the most important 

factor in determining my health and ability to function”.  

 Potentially Stigmatized Mental Health Concerns.  Potentially stigmatized mental 

health concerns will be assessed by gathering participant responses from interactions in 

which potentially stigmatizing mental health concerns were discussed and comparing 

them to participant responses from interactions in which routine issues were discussed. 

Potentially stigmatized mental health concerns and routine health issues, are divided into 

separate dropdown lists.  The potentially stigmatized conditions are:  Eating disorder 

(Anorexia, Bulimia, Binge Eating Disorder), Anxiety/Stress, Attention Deficit and 

Hyperactivity Disorder, Bipolar Disorder, Depression, Insomnia/ Other Sleep Disorder, 

Obsessive Compulsive Disorder, Panic Attacks, Schizophrenia, Substance Abuse or 

Addiction, and Other Mental Health Concern (American College Health Association, 

2016). Routine ailments include Cough/cold, Flu/respiratory infection, Skin 

rash/irritation, Digestive issues, Urinary infection, Fatigue, Bone/muscle injury, and 

Pharmacy (“Educational and Community-Based Programs | Healthy People 2020,” n.d.).   

Stigma with Mental Illness. Stigma as it is related to mental illness is measured 

using the Self-Stigma of Seeking Help Scale, a 10-item measure on a 5-point Likert-like 

(strongly disagree - strongly agree) scale (α=.83) (Vogel et al., 2013), and the Stigma 

Consciousness Scale, a 5-item measure on a 5-point Likert-like (strongly disagree – 

strongly agree) scale (α=.77) (Pinel, 1999).  Measure items on the Self-Stigma of Seeking 
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Help Scale include: “I would feel inadequate if I went to a professional for help with my 

mental health concern,” and “I would feel okay about myself if I made the choice to seek 

professional help with my mental health concerns” (Vogel et al., 2013).  Measure items 

on the Stigma Consciousness Scale include: “Stereotypes about people with mental 

health concerns have not affected me personally,” and “I think that people are often 

unfairly accused of being biased against people with mental health concerns” (Pinel, 

1999).   

Patient Outcomes. 

 Patient Satisfaction. Patient satisfaction is a patient’s positive evaluation of his or 

her overall interaction with the provider (Linder-Pelz, 1982).  Based on previous studies, 

which used one measure item on satisfaction as an outcome, the researcher generated two 

items which assess satisfaction (Alemi & Hurd, 2009; Cheng, Yang, & Chiang, 2003). 

The items which assess satisfaction are: “I am satisfied with the quality of care I received 

on that particular visit to the student health service” and “I am satisfied with the 

communication my provider demonstrated at this particular visit to the student health 

service.” 

 Patient Adherence. Adherence is the intention to comply with and the action of 

compliance with medical treatment plans.  The researcher generated questions to assess 

patient adherence based on previous studies which cite adherence as a health outcome, 

and use two measurement items to assess adherence (DiMatteo, 2007; G. L. Kreps, 

O’Hair, & Clowers, 1994; Smith C, 1983). Measure items which assess adherence 

include: “After this conversation with the provider at the student health service, I carried 
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out the provider’s instructions” and “I stopped carrying out the provider’s instructions 

once I started feeling better, but before the provider told me I could stop the treatment.” 

 Patient Trust. Trust is the comfort level a patient has with a provider, the patient’s 

perceive ability and desire to return to the student health service, and their desire to 

recommend the student health service to other students (Cheng et al., 2003).  The 

researcher generated item which assess trust based on studies which assess trust as a 

health outcome, and use one item to assess trust (Hupcey & Miller, 2006; Thom, Hall, & 

Pawlson, 2004). Sample measure items include: “After this conversation with the 

provider, I trust my provider to treat me to the best of his or her ability” and “The 

conversation with my provider made me feel like I could come back to the student health 

service to seek treatment for any issue I had.” 

Data Analysis 

 Data analysis was conducted using SPSS. To answer the first research question—

How are student’s perceptions of PPC related to health outcomes such as satisfaction, 

trust, and adherence?— bivariate correlation statistical tests were conducted, to assess the 

relationship between PPC and each outcome variable individually. To answer the second 

research question-- Do factors such as patient activation and patient discomfort with 

topics discussed, moderate the relationship between PCC and patient satisfaction, trust, 

and adherence?— hierarchical multiple regression statistical tests were conducted.  With 

this, I analyzed the results from the statistical tests from the second research question, and 

determine if the moderating variables created interaction effects, and assessed the extent 

to which each moderating variable influences patient health outcomes.  
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Qualitative Method 

 The qualitative phase sought to gather rich accounts of student perceptions of 

PCC during conversations about mental health concerns, what influenced those 

perceptions, and how it shaped students’ health outcomes. A copy of the interview script 

can be found in Appendix C. 

Recruitment 

Upon completion of the quantitative portion of the study, each participant was 

prompted with a request to participate in the qualitative phase of the study—which they 

were informed of upon agreeing to the informed consent at the beginning of the survey.  

Each participant was informed that if they chose to participate in the qualitative phase, 

they would be provided a $10 gift card. Upon agreeing to participate, participants were 

asked to provide their email address.  They were then emailed with available times to 

conduct the interview, and each participant chooses one, 45-minute block.  The goal of 

recruitment was to conduct enough interviews so the data reached saturation. Saturation 

is defined as the point in which the data is not yielding any new information or new 

codes. There is no definite number of interviews required to reach content saturation 

(Creswell, 2009) 

Participants 

Eight participants completed semi-structured interviews. Purposive sampling was 

used to conduct interviews with participants who reported mental health concerns in their 

survey responses.  The goal was to interview the same number of men and women, as 

well as gather a data from participants who experienced a wide range of mental health 

concerns.  Their age, sex, and race/ethnicity were recorded.  They were then asked to 
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give detail to the medical condition they sought treatment for, and what specific condition 

they had in mind while answering the survey.  Of the 134 survey participants, 75 

indicated they agreed to participant in the interview portion of the study.  Eight men 

(n=3) and women (n=5) were chosen to complete the interview portion.  They ranged in 

age from 18 to 22 years old, with the average age of 19.88 (SD= 1.1).  The sample was 

predominantly White (n=5) with a smaller number representing other races: Black (n=1) 

and Asian (n=2).  

Procedures 

 The interviews took place in person (on WFU’s Reynolda Campus) or over the 

phone, according to the participant’s preference.  During the interview, the participant 

was reassured that all data collected would be completely confidential. Their names and 

identification markers were not collected.  They were assured that all names and other 

identifiers would be changed in the transcription of their interview for confidentiality 

purposes. The entirety of the interview was recorded on an Olympus WS-852 model 

digital recorder. Each participant interview was given a unique identifier to track 

responses.  The interviews are transcribed by an external transcriptionist who is HIPAA 

certified, who was not informed of any participant’s identifying information.   The 

interviews began with the participant giving a brief introduction about themselves, except 

their names.  Their scholastic year, majors and minors were recorded as well as age, sex, 

and race/ethnicity.  They were then asked to give detail to the medical condition they 

sought treatment for, and what specific condition they had in mind while answering the 

survey.  The participants were asked to provide a detailed story of their interaction with 

the provider with regard to their specified visit to the student health service. They were 
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asked to elaborate with as much information as possible, to provide the researcher with a 

representation of the participant’s thoughts and feelings in that interaction. The 

interviews moved into what expectations each participant had of the provider and the 

provider’s communication.  They were then asked open ended questions about any action 

the provider took which was particularly helpful or unhelpful.  

 In order to accommodate the flexible nature of conversational interviews, the 

researcher did not interrupt the participant if the conversation when off script, or if the 

participant answered multiple questions in one line of dialogue.  Instead, the researcher 

recorded what time the conversation went off script.  If participants consistently 

answered a question in a similar manner, which required a follow-up questions by the 

researcher, or combined two questions into one answer, the researcher had the flexibility 

to change the script altogether.  All changes made to the interview script were recorded 

for documentation and analysis purposes.      

Data Analysis 

 Transcripts for all data collected resulted in 29 single-spaced pages of data.  A 

separate thematic analysis for each research question was conducted (Glaser & Strauss, 

2009; Strauss & Corbin, 1998). To become immersed in the data, the transcripts were 

read over, in full, several times, and the transcript data was discussed at length between 

researcher and adviser.   

 Subsequently, the three analytical steps outlined by Strauss and Corbin (1998) 

were used to analyze the data.  The first was the discovery of concepts present in the data 

and assigning those concepts to a specific code. Then codes were grouped into themes. 



25 

 

As analysis continued the data associated with each recurring theme was constantly 

compared to ensure themes were distinguishable and succinct.   

Verification strategies to ensure the trustworthiness of the findings were used. 

They included: sampling adequacy (to ensure a representative sample was measured), 

investigator responsiveness and flexibility (which gave the researcher the flexibility to 

alter the interview script to suit the needs of the interview process, without being 

restricted to a performative script), and analytical and operational memos (consisting of 

documenting those changes made to the script and/or interview process) (Creswell, 

2009). At the conclusion of data collection quantitative and qualitative data were 

systematically compared to highlight where the data converged diverged, and explored 

how viewing quantitative and qualitative data in conjunction can deepen our 

understanding of the results.  
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CHAPTER 4 

Results 

Quantitative Results 

 This mixed method study was conducted in two phases to serve the larger goal of 

assessing the relationship between students’ perceived quality of care surrounding 

potentially stigmatizing mental health concerns and patient outcomes.  The goal of the 

quantitative portion, was to investigate significant relationships between various research 

variables, and determine correlations between patient’s perceived quality of care and their 

health outcomes.  Research questions one and two were answered quantitatively.  

Table 2  

 

 

 

 

Mean Values for Study Variables  

 

Mean  SD α 

Quality of Care 3.88  .65 .90 

Activation 4.2  .56 .88 

Stigma 3.36  .51 .78 

Trust 3.61  .94 .89 

Satisfaction 3.45  1.42 n/a 

Adherence 4.1  .86 .88 

The study variables were measured on a 5-point Likert like scale.  

 

RQ1: How are students’ perceptions of PPC related to patient satisfaction, trust, and 

adherence? 

To test RQ1, 1-tailed bivariate correlations were conducted between the 

independent variable (quality of patient-centered care), and the dependent variables (trust, 

competence, satisfaction, and adherence).  The results are presented in Table 2. 
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Table 3 

Correlations among Study Variables 

  V1 V2 V3 V4 V5 

V1: Quality of Care 
     

V2: Provider Competence .64* 
    

V3: Trust .76* .62* 
   

V4: Satisfaction .68* .57* .8* 
  

V5: Adherence .45* .32* .59* .54* 
 

*p<.01 

      

Results indicate strong direct correlations between each of the independent and 

dependent variables.  As students’ perception of quality of care increased, so did each of 

the outcome variables.  Additionally, as the rate of one outcome variables increased, so 

too did each of the other outcome variables.  

RQ2: Does patient perception of mental health stigma or patient activation moderate 

the relationship between PCC and patient satisfaction, trust, and adherence? 

 To test RQ2, a series of hierarchical regression analyses were conducted.  RQ2 

inquired if perceptions of mental health stigma and patient activation had significant 

moderating effects on the relationship between quality of care and trust, satisfaction, and 

adherence. 

To test if mental health stigma had a moderating effect on the correlation of 

perceived quality of patient centered care and trust, a hierarchical regression analysis was 

conducted.  On step one, trust was regressed onto perceived quality of patient centered 

care and mental health stigma, F(2, 82) = 64.50, p<.001, adjusted R2=.60.  On step two, 

the interaction between perceived quality of patient centered care and mental health 

stigma was added to the model, F(3, 82) = 42.19, p<.001, ΔR2 = .006, p = .27.  Results 
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showed that mental health stigma did not have a significant moderating effect on the 

correlation between perceived quality of patient centered care and trust.  

To test if mental health stigma had a moderating effect on the correlation of 

perceived quality of patient centered care and satisfaction, a hierarchical regression 

analysis was conducted.  On step one, satisfaction was regressed onto perceived quality 

of patient centered care and mental health stigma, F(2, 82) = 40.34, p<.001, adjusted 

R2=.49.  On step two, the interaction between perceived quality of patient centered care 

and stigma was added to the model, F(3, 82) = 27.92, p<.001, ΔR2 = .012, p = .16.  

Results showed that mental health stigma did not have a significant moderating effect on 

the correlation between perceived quality of patient centered care and satisfaction.  

To test if mental health stigma had a moderating effect on the correlation of 

perceived quality of patient centered care and adherence, a hierarchical regression 

analysis was conducted.  On step one, adherence was regressed onto perceived quality of 

patient centered care and mental health stigma, F(2, 82) = 10.46, p<.001, adjusted 

R2=.19.  On step two, the interaction between perceived quality of patient centered care 

and mental health stigma was added to the model, F(3, 82) = 8.16, p<.001, ΔR2 = .03, p = 

.09.  Results showed that mental health stigma did not have a significant moderating 

effect on the correlation between perceived quality of patient centered care and 

adherence. 

To test if patient activation had a moderating effect on the correlation of quality of 

patient centered care and trust, a hierarchical regression analysis was conducted.  On step 

one, trust was regressed onto perceived quality of patient centered care and patient 

activation, F(2, 97) = 74.55, p<.001, adjusted R2=.60.  On step two, the interaction 
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between perceived quality of patient centered care and patient activation was added to the 

model, F(3, 97) = 50.07, p<.001, ΔR2 = .004, p = .31.  Results showed that patient 

activation did not have a significant moderating effect on the relationship between 

perceived quality of patient centered care and trust.  

To test if patient activation had a moderating effect on the correlation of 

perceived quality of patient centered care and satisfaction, a hierarchical regression 

analysis was conducted.  On step one, satisfaction was regressed onto perceived quality 

of patient centered care and patient activation, F(2, 97) = 40.32, p<.001, adjusted R2=.45.  

On step two, the interaction between perceived quality of patient centered care and 

patient activation was added to the model, F(3, 97) = 26.70, p<.001, ΔR2 = .001, p = .68.  

Results showed that patient activation did not have a significant moderating effect on the 

correlation between perceived quality of patient centered care and satisfaction. 

To test if patient activation had a moderating effect on the correlation of 

perceived quality of patient centered care and adherence, a hierarchical regression 

analysis was conducted.  On step one, adherence was regressed onto perceived quality of 

patient centered care and patient activation, F(2, 97) = 14.29, p<.001, adjusted R2=.22.  

On step two, the interaction between perceived quality of patient centered care and 

patient activation was added to the model, F(3, 97) = 9.94, p<.001, ΔR2 = .01, p = .28. 

Results showed that patient activation did not have a significant moderating effect on the 

correlation between quality of patient centered care and adherence.  

Although not part of any research question, data were collected to determine if 

various demographic factors moderated the relationship between perceived quality of 

patient-centered care and trust, satisfaction, and adherence.  Some interesting results 
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emerged.  Though most of the demographic factors did not show a significant moderating 

relationship to their various outcomes, sex presented as a moderating factor between 

perceived quality of patient centered care and satisfaction, as illustrated below.  

To test if sex had a moderating effect on the correlation of perceived quality of 

patient centered care and satisfaction, a hierarchical regression analysis was conducted.  

On step one, satisfaction was regressed onto perceived quality of patient centered care 

and sex, F(2, 97) = 41.56, p<.001, adjusted R2=.46.  On step two, the interaction between 

perceived quality of patient centered care and sex was added to the model, F(3, 97) = 

30.11, p<.001, ΔR2 = .02 p = .04.  Results showed that sex has a significant moderating 

effect on the correlation between perceived quality of patient centered care and 

satisfaction, such that being female had a significant correlation to higher satisfaction (β 

=1.05, p=.04) but being male did not have a significant correlation to satisfaction (β=.05, 

p=.88).  

Qualitative Results 

 The qualitative portion of the study was conducted through a series of interviews 

to provide rich contextual data to complement the quantitative data.  Research questions 

three and four were answered qualitatively to reach these ends.   

RQ3: What factors influence patients’ comfort level communicating about potentially 

stigmatizing mental health concerns with health care providers?  

 Analysis for research question four expands our understanding of factors that 

influence patients’ comfort level discussing mental health concerns and how that shaped 

their perception of the patient-provider interaction.  Themes emerged according to two 
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broad categories: relative comfort and relative discomfort (n=8).  See table 4 for further 

reference.  

 Relative comfort.  Only women participants stated they were comfortable 

discussing their mental health concerns with their providers. Through the description of 

the patient-provider interaction, two themes emerged which contribute to their relative 

comfort discussing the potentially stigmatizing topic of mental health: 1) beliefs about the 

provider’s comfort level, and 2) students’ familiarity with mental health concerns.  

Participants gave examples of what contributed to them feeling more comfortable in the 

interaction. 

 Patients were able to feel more comfortable when they felt their providers were 

comfortable with them and with the conversation. As participants sensed that each of 

them (patient and provider) grew more comfortable, the topic of mental illness was easier 

to discuss. When discussing her comfort conversing about her mental health concern with 

the provider, one participant stated: 

I recognized his personality type very quickly, and I recognize in order for me to 

feel comfortable, I had to say certain things in a certain way, so that's why I was 

laughing, I was joking, I was like "This is what it is." but I think he was receptive 

once he started to realize my personality and how open I was being, he was a little 

more receptive (FD2) 

 

 

She continued to discuss how she was able to overcome her discomfort to make the 

environment in the room more comfortable as a whole. She did this by drawing 

conclusions about the providers’ comfort level with mental health issues. In this case, her 

perception of the provider’s credibility was related to her beliefs about his comfort level 

discussing mental health concerns: 
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I think with any conversation, the people you're speaking to, like if you're going 

to talk about race with someone, you can test their level of knowledge or their 

level of comfort and your comfort is going to reflect off of that. So I knew in 

terms of credibility, I know this man had credibility, he works at Wake Forest and 

he's a psychiatrist, so I knew he had comfort with talking about mental 

health…(FD2) 

 

 Additionally, when participants were discussing their comfort with talking about 

their own mental health concerns with the provider, patients who were more familiar with 

mental health concerns, based on length of time they have been experiencing the mental 

health concern or awareness of the prevalence of the problem as a whole reported a 

higher level of comfort with the topic. This participant discussed how the fact that she’s 

been talking about her mental health concern for many years contributed to her openness 

with her provider: “I've been talking about it my whole life, so I'm open about it with her 

[the provider]. I feel like I can be honest with her and she's not going to call my parents   . 

. . and if she's worried she'll send me follow-up emails.” (FED1) 

Another participant discussed how his perception that ADD/ADHD is common 

influenced his comfort level.: 

 

I definitely felt it wasn't too embarrassing at all because ADD/ADHD is so 

prevalent, especially with my generation, and especially on a college campus. 

Definitely if I had been talking about something like anxiety or depression, I 

would have felt a lot more embarrassed or timid, but since it's so common on this 

campus, the use and abuse of Adderall is so common on this campus, I was not 

timid at all in talking about it. I was open to talking to him about my history of 

concussions, and my tutors for studying for the SATs and ACTs in high school 

told my parents that they thought I had some mild attention problem so I was very 

open about letting him know. (FADD3) 

 

 Relative discomfort. All of the male participants described a certain level of 

discomfort in discussing their mental health concerns with their provider and others.  

That is not to say female participants did not feel discomfort, but the males did not 
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describe any level of comfort in discussing their mental health concerns. The participants 

who described a level of discomfort had a difficult time articulating the cause of their 

discomfort, however two themes emerged with illustrate reasons for their discomfort: 1) 

patient’s personality traits and 2) patient’s continued unfamiliarity with mental illness.  

Participants gave examples of how their discomfort impacted their patient-provider 

interaction.  

 Participants indicated they were private people, and more “walled off” and 

“closed off” and that these personality factors influenced their unwillingness to openly 

speak about their mental health concerns, especially to people they did not know very 

well.  One self-proclaimed “shy” participant discussed how her reserved personality 

made it difficult to open up to providers:  

It's difficult {to open up to people}, it's becoming easier and I don't know if that's 

a good thing or a bad thing, but the reason I went to her was because my regular 

doctor left. It was hard opening up all over again to a new physician and hoping 

they would understand. (FD1) 

 

 She goes on to describe challenges she has had with discussing depression, 

because her stutter and shy personality make it difficult to clearly communicate what she 

is thinking and feeling, “For me it's challenging to articulate exactly what goes on in my 

head and to really convey how I feel with depression and how it affects me. So really 

articulating that to Dr. B was a challenge but she was really patient and allowed me to 

stutter and get my way through what I was feeling.” (FD1) 

When asked about his comfort level speaking about mental illness, one participant 

said it was, “Always awkward. Whether with a professional or with a friend. It's not a 

common topic. It's I don't like tearing down walls, especially if I don't know the person, 

but normally I don't like breaking down walls and talking to people about things that are 
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that personal.” (MSAA1) 

 Another participant discussed how his anxious feelings were more difficult to 

manage with a provider he did not know: 

 

I mean I’ve always, not always, but sort of known I was an anxious person, but 

this was a particular moment where I had close to a panic attack and it never had 

happen at the level of stress I had been at {and it had never happened before}.  

Going in and talking to a stranger about this issue was a little weird for me, but I 

feel like I communicated what it was {he did his best to communicate his struggle 

with a panic attack}, and in the moment he responded.   

 

 Additionally, a factor in a patient’s discomfort discussing mental health concerns 

was their general lack of knowledge about mental health in general and the provider’s 

inability to educate them further.  This ignorance led to discomfort in disclosing 

information about their mental illness with their provider and others around them.  When 

pressed further about why he was uncomfortable talking about his mental illness, the 

participant stated: 

But I didn’t feel that I wasn’t responded to, but that I got the response that was 

expected, which was that this happened did you try these things. It felt 

medicalized {not personal}.  It didn’t feel like I learned anything knew about how 

to deal with it. (MPA1) 

 

Another participant talked about what she perceived to be her provider not helping her 

understand the drug he prescribed for her:  

I felt confused because all of these things, my experiences, have led up to this 

person saying I’m going to prescribe this drug that’s going to help you. He was 

like, “do you know what serotonin is?” It was just really weird.  Just the way he 

was describing it. I think asking the person if they know something isn’t a good 

method. I think you should just tell them. Like endorphin levels, just talk about it.  

Instead of saying, “do you understand endorphins?” The person is already in a 

vulnerable position and they’ll feel like great, I don’t even know about my own 

body. If he just says what it is, it makes it easier… (FD2) 
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Table 5     

Patient Experience with Potentially Stigmatizing Mental Health Concerns 

This 

percentage of 

patients 

describe these 

communication 

behaviors 

which are characterized by the 

following themes 

(n=4), or 50% Relative comfort 
Beliefs about the provider’s comfort 

level (n=1)   

Familiarity with mental illness (n=3) 

(n=4), or 50% Relative discomfort 

Patient’s personality traits (n=3)         

Patient’s or provider’s unfamiliarity 

with mental illness (n=2) 

 

RQ4: What provider communication behaviors do students find helpful and/or 

unhelpful when discussing mental health concerns in the patient-provider interaction 

at the SHS? 

 Analysis for research question explored behaviors provider exhibit which students 

find either beneficial to their care, or detrimental to their care. Themes are organized 

under the two broad categories: positive provider behavior and negative provider 

behavior.  Themes were presented in an order to emphasize the importance participants 

placed on providers demonstrating specific behaviors the participants deem beneficial 

(n=8), followed by behaviors the participants describe as unhelpful in a medical 

interaction (n=8).  See table 3 for further reference.   

 Positive provider behavior.  Participants identified behaviors a provider may 

demonstrate which are helpful to the medical interaction and offered concrete examples 

of how these constructive behaviors impacted their experience of care when discussing 

mental health concerns.  Four themes characterize positive provider behaviors: 1) 
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Demonstrates attentive body language, 2) Develops relationship between provider and 

patient, 3) Collaborates with the patient, and 4) Normalizes mental health concerns.  

 When describing what attentive body language, one participant recounted a 

positive encounter she had with the student health service: 

 

Her body language, it was welcoming I guess, and when I was talking it was clear 

she was listening to me, that she was focused on me the entire time, wasn't 

looking around or looking at the clock. Her attention was entirely on me. When 

she was talking, she kept making sure that I was keeping up pace with her and 

that I was focused and that it was a conversation between us. (FD1) 

 

 Patients reported that it was helpful to develop a relationship with their providers 

where their providers got to know them, and they got to know more about their providers. 

The primary mode in which patients wanted to build relationship with providers was 

through meaningful small talk.  Participants described this desire in the interviews. One 

student said:  

One is to familiarize themselves with you in a way that you at least can know 

something about them.  Make small talk.  When they just show up what’s going 

on with you, it doesn’t feel like I want to tell you about the condition I’m facing.  

To move away from treat first then speak, versus a speak then treat sort of thing 

(MPA1). 

 

Though not technically a provider behavior, the participant continued to suggest a 

possible mechanism for patients to get to know their providers better:  

Lastly, this may not be a thing, but diversifying the doctors a little bit.  Maybe it’s 

not a campus med thing, but from back home, I only ever saw Indian doctors, and 

I did feel Wake tends to have more white men, I just think having a variety of 

people you can choose to see, that makes you more comfortable. Because when 

you sign up for a doctor, it tells you nothing about them, as I remember. I could 

be wrong about this, but I don’t remember it having any information about who 

you’re seeing, just a name, this is who you’re seeing. (MPA1) 

 

The significance of collaboration emerged in the data. The majority of the 

interview participants spoke about wanting to develop a plan of care with their providers, 
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where both provider and patient voices were heard and acknowledged.  These 

participants explained the importance of collaborative behavior:  

I felt like something was accomplished. Steps were being taken in the right 

direction {to develop a plan for care} and so I felt confident that meeting wasn't a 

waste of my time…and that this is a process that we are going to go through 

together, and that it's not just going to be her telling me what to do, that it's going 

to be more a conversation between us. So I'm going to have an active role in my 

health improving (FD1). 

 

Another participant described what she viewed as collaborative communication:  

 

Phrasing the language of the blood test to be one of option. {Say} “If you want to, 

or we think there could be a risk, this is recommended and this is not. Would you 

perhaps be willing to [do this option]?  . . . as opposed to we are going to [do 

this].  (MPA1) 

 

 Lastly, participants stated that providers are often overly sensitive and somewhat 

evasive when communicating about mental health concerns and that they should 

normalize mental health concerns as soon as possible.  They said there should be honesty 

involved in the process, rather than tiptoeing around the issue at hand.  The following 

passage illustrates this theme:  

And I think with issues of mental health there's this expectation that everyone is 

going to be super sensitive and super caring and I don't think that needs to 

happen. I think there needs to be honesty involved like "Hey, I think something's 

wrong." . . . Generally speaking, methodology they could do a better job about 

having an open and honest conversation about the mental illness early. Just call it 

what it is. . .  We're not helping by not talking about it. (FD2) 

 

Negative provider behavior. Participants reported certain behaviors, which 

providers demonstrated or could possibly demonstrate that would be detrimental to the 

patient-provider relationship and therefore shape their view of quality of care regarding 

mental health.   Three themes emerged from participants’ perspectives: 1) Demonstrating 

verbal and nonverbal behaviors which are perceived as dismissive and/or disengaged, 2) 

Neglecting to collaborate with other providers and 3) Neglecting to collaborate with the 
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patient.  

Participants described negative provider verbal and nonverbal communication 

behaviors, which gave participants the impression he/she was dismissive of the patient’s 

concerns and disengaged from the patient.  Patients reported they seek to be validated by 

the provider and taken seriously. This participant described her experiences:  

 

He didn't really make eye contact with me. He didn't ask me any personal 

questions really. It seemed to be an annoyance for me to be there almost. He was 

just overall uninterested. Not asking personal questions is not helpful at all. Not 

telling you about the drug is not helpful at all. Not examining your behavior, 

attitudes, emotions, body language is not helpful at all, being kind of dismissive. 

(FADD3) 

 

This participant discussed an interaction in which she felt her provider wasn’t focused on 

her and didn’t think her concerns were “serious”: 

 

I was bubbly and energetic, and I almost did that to make up for his seeming lack 

of concern . . . he [the provider] was looking around a lot and not really making 

eye contact with me, which I didn’t like.  Because it felt like I didn’t matter in that 

moment.  And I knew that it {my concern} wasn’t the most serious thing, but I 

don’t want to be in a consultation trying to help myself, I didn’t want him to say 

it’s not that serious. Because I feel like that’s why people don’t seek help, because 

they feel it’s not that serious. (FD2)  

 

In line with data from the helpful communication behaviors category, which 

illustrated that collaboration among providers was beneficial; patients reported that a lack 

of collaborative behaviors was upsetting. Participants described scenarios where the 

provider was unaware of several pieces of information about the patient, which should 

have been communicated to the provider.  This lack of collaboration between providers is 

detrimental because the patients are required to recount pieces of their backstory, and 

medical history.  Several participants expressed frustration and concern with this lack of 

collaboration.   
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This participant said:  

I don't know if there was communication between the counselor and him, but it 

seemed as if he didn't know anything about my situation. I think a lot of his 

questions were things he should have known, so I felt myself explaining a lot of 

things like "This is my background, this is where my parents are from, I did this, 

this is what I'm thinking about." A lot of the time was spent with me almost 

making this story for him so he could understand me, whereas I think that could 

have been something he had prior to meeting with me, so our interaction could 

have been more smooth, because so much of it was me thinking "how much can I 

say about myself in this initial consultation." (FD2) 

 

Another participant discussed her negative experiences, which she reported resulted in 

part from a lack of communication between her current and previous provider: 

Dr. A, who's a psychiatrist, I saw him for a little bit sophomore year and I just 

didn't really like him, because I felt like he didn't read my chart and didn't read 

my history, and yes I'm an adult and I should have been open with my past 

history, but he had all that information. My psychiatrist from back home faxed 

him everything. He started prescribing me {medications}. I would say I had 

anxiety or I would say I had insomnia, because I do have insomnia and I do have 

anxiety, but I didn't think I needed the Xanax and then I got kind of addicted to 

that, so that was a problem. And then he saw that I had borderline personality 

disorder, One of the key issues with that is you have substance abuse problems, 

and then why would you prescribe several narcotics, looking back at it, it was too 

easy to get drugs from him . . . I actually asked Dr. B to step in and talk to him 

about my history and stuff. I just wished they had talked more, and I gave them 

the okay to do that. Because I'm used to the collaborative efforts of doctors to 

work together to achieve the best outcome, but maybe that's just not the way they 

do it here. But it's not Dr. B's fault, she's reached out to all my other doctors. 

(FED1) 

 

Finally, patients expressed a frustration with the provider’s lack of collaboration 

with them. Patients reported they did not feel a sense of agency or balance in the patient-

provider dynamic, and expressed malcontent with those behaviors.  Patients said they felt 

an imbalance of power in the patient-provider interaction, where patients either felt the 

onus was on them as patients to make the decisions about their care or they were not able 

to take part in the decision-making process at all.  This patient discussed her frustration 

with feeling like too much of the decision-making responsibility was placed on her. She 
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said, “Dr. A, he was like ‘What do you think for medications?’ And I'm like ‘I don't 

know, that's why I'm coming to you.’ Like I don't know what milligrams I'm supposed to 

be on. I have no idea.” (FED1) This student expressed her irritation about a situation in 

which she felt the onus was on her to decide what medications she was supposed to take 

instead of the provider offering his expertise, then working with her to choose a 

medication which was right for her. One participant discussed his frustration with the 

provider’s lack of collaboration with him in deciding what tests to run.  Instead of 

working with the patient to decide what tests were necessary, the provider informed the 

patient that these tests were going to be run, as if the patient had no agency or choice in 

the matter: 

At first, naturally I asked why do I need to have additional tests. And I think this 

is the second part to your question, the response was “we just want to make sure”.  

I thought that was not a sufficient enough reason for me to ask for additional tests.  

Because I had gone in for a panic attack and had been told to take a blood test.  

Instead of just taking medication or a potential prescription. Or a suggestion for a 

prescription for anxiety reducing medication and I thought that was odd. (MPA1) 

 

Table 6     

Helpful or Unhelpful Provider Behaviors 

This 

percentage of 

patients 

describe these 

communication 

behaviors, 

which are characterized by the following 

themes 

(n=8), or 

100% 

Helpful provider 

behavior 

Demonstrates attentive body language (n=2) 

Develops relationship between provider and 

patient (n=3)  

Collaborate with patient (n=6)  

Normalizes mental illness (n=4) 

(n=8), or 

100% 

Unhelpful provider 

behavior 

Demonstrating verbal and nonverbal 

behaviors which are perceived as dismissive 

and/or disengaged (n=4)                                         

Neglecting to collaborate with other 

providers (n=2)                                                           

Neglecting to collaborate with the patient 

(n=7) 
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CHAPTER 5 

Discussion 

The goal of this study was to gain a full picture of the relationship between 

student’s perceived quality of care and health outcomes of trust, satisfaction, and 

adherence, within a potentially stigmatized mental health context, at a student health 

service.  To achieve that goal, a mixed methodology was used, where the data from each 

portion, quantitative and qualitative, were triangulated to determine congruent and 

divergent patterns.  This section will explore the quantitative and qualitative portions of 

the study separately, then discuss them in conversation with each other to articulate the 

full picture.   

Quantitative Discussion 

 RQ1 inquired about the relationship between perceived quality of care and 

various patient outcomes.  The significant results (PCC and quality of care, trust, 

satisfaction, and adherence) are congruent with research conducted in clinic settings 

wherein a positive relationship were found between quality of patient centered care and 

patient health outcomes (Aita et al., 2005; Cheng et al., 2003; Thom et al., 2004).  These 

studies found that as quality of care increased, so too did all patient health outcomes; and, 

the higher one patient health outcome, the more likely the other outcomes were to be 

achieved.  This study expands those findings from health care centers and clinics serving 

the general population to the student health center population. 

 RQ2 sought to determine if patient activation and/or stigma had an interacting 

effect on the relationship between perceived quality of patient centered care and patient 

health outcomes.  Neither moderating variable demonstrated significant interactions to 
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the main effect.  Patient activation not serving as a significant moderating variable could 

be due to the student population being measured.  If everyone measured had a high level 

of activation, then there is no variance in the population to measure and analyze.  The 

same applies to stigma.  If there is a relatively low level of stigma, in the population 

measured, when it comes to mental health concerns then there is little to no variance to 

demonstrate significant relationships.  The population measured in particular could 

perceive less mental health stigma than others because mental health concerns are so 

prevalent on particular population measured.  Additionally, emphasis is placed on student 

well-being on campus, where mental health well-being is a major tenet (“Mission 

Statement | Student Health Service | Wake Forest University,” n.d.).   

However, one interaction was close to reaching significance.  Stigma showed a 

close to significant (p=.09) interaction between perceived quality of care and adherence.  

This is an interesting relationship to evaluate because adherence is a key health outcome, 

where providers need patients to adhere to their medical treatment pathways to 

successfully provide medical care in the future.  If stigma about a mental health concern 

impacts the patient’s adherence to a medical treatment plan, the provider cannot do his or 

her job effectively in administering care.   

The non-significant result of stigma could also be due to measurement error. 

Perceived stigma is highly contextual and difficult construct to operationalize. Previous 

research has suggested employing multiple methodological approaches when examining 

stigma (Shehan et al., 2005). 

In evaluating the demographic factors as potential moderating variables, only one 

group came back as a significant interaction. Sex was a significant moderating variable 
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on satisfaction, where if a participant was female, she was more likely to be satisfied with 

her care, but being a male had no significant relationship to satisfaction.  This result plays 

into a larger conversation of internalized misogyny in the medical field.  Historically, the 

paternal approach to the medical field saw that patients would subjugate their needs and 

wants in a medical interaction to the needs and wants of their, often male, provider 

(Beisecker & Beisecker, 1993; Gray, 2011).  With that paternalistic model, several biases 

based on sex arose, where the male providers made decisions for their female patients 

with little regard for their individual needs, and that power dynamic is still evident in 

present day (Gray, 2011).   

Though patient-centeredness has moved as the new standard for care in the 

medical field, there are themes from the historic paternalism, which remain.  Beisecker 

asserts that fundamental changes in the medical field, like the change from the 

paternalistic view of medicine to a more patient-centered view, can alter the perceptions 

of the medical interaction where both providers and patients view their relationship goals 

and positions differently (and less codified) than the clearly defined roles of the past 

(1993).  This incongruence is where the propagation of the paternalistic power dynamic 

in the medical field asserts itself.  Gray suggests, and is supported by various literature, 

that physicians develop their medical identities in medical school; thus, the implication is 

that older physicians, who were taught in a time prior to the adoption of the patient-

centered model, could (and do) still propagate the paternalistic model of care (2011).  The 

paternalistic model of medical practice is still engrained in our social psyche, regardless 

of the moves to various models of medical practice.  The results from the study support 
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that embeddedness, where women still feel as though they must be satisfied with their 

care regardless of the actual quality of care they received.   

Additionally, these findings support the results from several studies conducted in 

which sex played a significant role in the quality of care female patients received, which 

in turn impacted their health outcomes (Ommen et al., 2008; Pomerantz & Rintel, 2004a; 

Taylor, 2009). A 2008 study found that women preferred both a paternalistic and 

participatory model of care (Ommen et al., 2008).  This means that women wanted to 

have enough of a say in the medical interaction to feel heard, but have the provider have 

the ultimate final say of the decision made in the interaction.  Another study found that 

there is a tendency for the medical field to not incorporate the diverse needs of the 

population it serves, acting more as a totalitarian model.  Various upgrades to the medical 

interaction need to be made, including the overwhelming need to incorporate values of 

patients (namely women and racial minorities) into the interaction (Taylor, 2009). The 

power dynamic between providers, especially male providers, and their female patients 

reflects the power dynamic in society at large, where women are expected to behave in a 

way deemed acceptable to their sex (Hall, Roter, Blanch-Hartigan, Mast, & Pitegoff, 

2015; Ports, Reddy, & Barnack-Tavlaris, 2013; Roter & Hall, 2004).   This may extend to 

women’s satisfaction levels with care, where a woman is more likely to feel satisfied with 

her care, even if her actual quality of care was not high quality.  It is possible that women 

are more likely to conflate satisfaction with acceptability, where their perceived quality 

of care is deemed satisfactory if its ‘not that bad’ or ‘fine’, rather than ‘exceptional’ or 

even ‘good’ (Hall et al., 2015).  Hall et al. found that patient outcomes for perceived 

quality of care varied based on sex, where societal definitions of what is appropriate for 
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men and women dictated various health outcome levels for men and women (2015).  The 

results from this study support these findings as well.     

Qualitative Discussion  

RQ3 sought to examine stigma management strategies connected to factors that 

influence patients’ comfort discussing their mental health concerns with health care 

providers.  The students who reported more comfort discussing their mental health 

concerns described their general comfort with their individual provider and an 

understanding of mental health concerns on a broader scale.  This speaks to the 

importance of patient-provider relationships, mental health education, and the 

significance of normalization of that mental health concern.  If providers can limit the 

stigma associated with the mental health concern in the interpersonal interaction with the 

patient, then the patient grows more comfortable discussing their mental illness in 

general, and the stigma surrounding mental illness may be reduced overall, both within 

and outside of the clinical setting.   

Consequently, patients who described a relative discomfort discussing their 

mental health concern with their providers were either unfamiliar with mental illness as a 

whole, or contributed some of their discomfort to their reserved personalities.  This 

personality factor is interesting to address, because even relative comfort can be 

attributed to a personality factor to a certain extent.  However, patients with a more 

reserved or private personality find it particularly difficult to speak to new providers 

about a stigmatized mental health concern because of that stigma.  Results would suggest 

that patients may find it easier to overcome their reserved nature to discuss a non-

stigmatized health concern with their provider.  This is where providers who normalize 
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mental health concerns, rather than perpetuating the stigma, are particularly important.  

When providers normalize mental health concerns, otherwise reserved people could more 

easily overcome their nature to discuss their health care needs.  Also, normalizing the 

mental health concern could develop the relationship between provider and patient, where 

the provider feels less like a stranger, and more like a friend when discussing a mental 

health concern.   

RQ4 sought to determine the provider behaviors which patients deemed either 

helpful or unhelpful in a medical interaction.  Patients provided insight as to behaviors 

they deem positive or negative in the interaction.  Patients’ described attentive body 

language, developing relationship with their provider, and collaboration with their 

provider as helpful behaviors.  These behaviors reveal that these patients sought agency 

in the interaction. That agency is built through strong, equitable relationships.  They 

described helpful provider behaviors as similar behaviors to how a friend or close 

colleague would treat them in any interpersonal interaction.  Although a provider is not a 

patient’s friend, patients wanted the relationship with their provider to be friendlier, 

where both parties have equitable power in the relationship. This is supported by various 

research conducted where younger patients seek a more equitable and collaborative role 

with their provider in a patient-centered model of care (Gray, 2011; Pomerantz & Rintel, 

2004b; Taylor, 2009).  

Additionally, patients found it most helpful when providers normalized their 

mental illness, as a perfectly natural occurrence, and that they will work together to come 

up with a plan of care that works for both patient and provider.  This normalization 

speaks to a larger conversation about the education of emerging adults.  Providers at a 
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student health center are charged with the education of health practices and improving 

agency in a medical interaction, for emerging adults, where student health centers are 

often the first time students are taking care of their own health care needs (Arnett, 2016).  

Subsequently, as providers normalize the mental illness of the patient, the patient is more 

likely to seek help for that mental illness, thereby deepening the education they receive 

on the medical issue and increasing their agency in subsequent medical interactions.   

Inversely, patients reported various unhelpful behaviors, which was described a 

provider who acted like a “bad friend.”  Demonstrating behaviors participants perceived 

as dismissive or disengaged and lack of patient collaboration fall under this category.  

Participant perceptions of these behaviors may point to the complex nature of power 

dynamics in the clinic, where a provider may attempt to assert his or her authority in the 

interaction, rather than operating from a more equitable power structure with the patient.  

Participant reactions to these perceptions suggest the importance of learning about the 

patient, building rapport through relevant informal talk and declarations of caring, and of 

assessing patients’ preferences for collaboration (both tasks are important elements of 

PCC).  

Another important factor which could be informing patients’ preferences for 

collaboration (in addition to the generational features of the current emerging adult 

population discussed earlier) is that patients who are members of an educated student 

population may be more likely to find an unbalanced power dynamic with their provider 

unhelpful. People who have access to higher education can demonstrate and expect more 

agency in everyday life (Holmström & Röing, 2010; Ledford et al., 2010).     
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Patients also noted another problematic provider behavior that is critical to PCC: 

access and review of a patient’s medical history. Several patients reported their providers 

simply did not read their patient history to gain a full perspective of their health care 

concerns and needs.  Patients’ reported this communicated a lack of respect and 

engagement and this can dissuade students from seeking help for their mental health 

concern at the student health service.   

Comparing Quantitative and Qualitative Results 

 Portions of the qualitative results support quantitative results. They also offer 

potential explanations to the insignificant relationships in the quantitative portion.  The 

interview participants were able to describe various behaviors their providers 

demonstrated which were helpful and unhelpful, and how these behaviors shaped 

perceptions of the quality of care the patient received.  This means there are a variety of 

provider behaviors present in the student health center, where some providers are 

perceived by the patients to demonstrate higher quality of care.  This supports the 

quantitative results where there were positive correlations between perceived quality of 

provider communication and various health outcomes.   

The qualitative results suggest additional details about the agency level of 

participants in the overall study. Results show that the majority of qualitative participants 

seek agency in their medical interaction. Though this study uses a small qualitative 

sample, their perspectives contribute to the argument that the college student population 

on this campus may not have provided the patient activation variance needed to find 

significant results in the quantitative data.  
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 The qualitative results may also shed light on the influence of sex and race as 

moderators between perceptions of PCC and health outcomes in the quantitative portion 

of the study.  Patients sought to build relationships with their providers.  If a patient can 

identify with their provider (either having similar medical values, or find racial common-

ground), they are more likely to have a positive assessment of the perceived quality of 

care they receive in the interaction, and in turn have higher patient health outcomes.   

 Sex played a significant role as a moderator when it comes to satisfaction with 

care, as women were more likely to be satisfied than men, in the quantitative portion.  

The qualitative results showed that women were more comfortable discussing their 

mental health concerns than men were.  Therefore, an additional explanation for the 

variance in sex can be due to comfort levels in talking about potentially stigmatized 

mental health concerns between men and women. This furthers the argument about 

internalized misogyny in the medical field, where men are supposed to be able to handle 

their own problems, without the aid of others (including medical professionals) (Ports et 

al., 2013). 

Implications 

Theory Implications 

 This study adds to a larger conversation of stigma management theory and about 

the emergent responses students had towards managing the stigma associated with their 

mental health concerns.  Given a student population high on agency, the results show a 

pattern of help-seeking behavior for their potentially stigmatized mental health concerns, 

rather than a typical avoidant behavior for people in other populations (Meisenbach, 

2010).  This revelation is interesting to explore because emerging adults in a college 
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population may not exhibit typical patterned behavior than those patterned behaviors of 

the general populations, due to their relatively high levels of education, higher socio-

economic status, and high levels of agency (Arnett, 2016).  Even with the participants 

who exhibited high levels of stigma in both their survey and interview responses showed 

the tendency to seek help for their mental health concern, choosing to manage their 

stigma in a productive manner which suits their ultimate ends.  They sought to educate 

themselves on the potentially stigmatized mental health concern, and sought 

normalization of their concern by the provider.  The quantitative results support these 

findings strongly; however, the qualitative results were not as rich in terms of anecdotal 

evidence, and were therefore not included.  

However, this management does fall into line with the idea that individuals 

manage their stigma differently based on the negative outcomes associated with that 

stigma.  Meisenbach articulates positive negative outcomes of stigma as prejudice, 

stereotyping, and discrimination (2010).  It is possible that emerging adults in a college 

population perceive failure as a result of a potentially stigmatizing mental health concern 

as a negative outcome, and therefore manage that stigma by seeking help for that mental 

health concern, to prevent that outcome as much as possible.  

Methodological Implications 

 The study contributes to a larger conversation about the multi-faceted relationship 

between patients and providers in any medical interaction.  The direct positive 

relationship between perceived quality of care and various patient health outcomes is an 

established pathway for PCC scholars.  What this study adds is the qualitative 

component, where patients were able to articulate the thought process, which goes behind 
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their perceptions of high or low quality of care.  The mixed method nature allows the 

qualitative and quantitative methodologies to seek and answer different aspects of a 

single construct.  For example, perceived quality of PCC was assessed quantitatively to 

determine if certain PCC principles were present in the interaction, and qualitatively to 

determine what impact those principles had on the interaction for the patient.  

Additionally, the study design allows for differences in populations studied, 

where emerging adults in a college setting approach health care in a different manner 

than other emerging adults in the general population.  Therefore, the results from this 

study may not be generalized to the general patient population, but the quantitative results 

may be generalizable to student populations on similar college campuses.   

Health Care Practice Implications 

 This study highlights the importance of PCC on various patient outcomes such as: 

developing direct communication strategies which consist of attentive body language and 

clear communication, emphasizing provider behaviors which cultivate trusting 

relationships and perceptions of partnership with the patient (rather than an overreliance 

on the paternalistic model), and an understanding of various contextual factors (race, sex, 

activation, and perceived stigma) which may influence the power dynamic of the 

interaction or a patient’s comfort level with the provider.  All of these components add to 

the conversation surrounding the importance of PCC in a medical interaction.  While 

tested in a general population, PCC has worked as a valuable tool for achieving patient 

outcomes, this study shows that college emerging adult populations behave similarly to 

general populations in terms of needs and wants in a patient-provider interaction, and 

show that positive PCC practices lead to positive health outcomes.  
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However, emerging adults in college are learning how to manage their health 

care, and providers at a student health service are often their patient’s first foray into the 

health care field.  Even though emerging adults show a similar pattern in how PCC 

affects their health outcomes, they are still developing what they need and desire in a 

medical interaction.  Learning the behaviors students seek in providers at this 

developmental stage allows for future providers to develop their provider styles to suit 

the needs of the population they serve.  Additionally, teaching tools can be developed to 

assist providers in educating their populations in healthy practices.  This will then 

continue a pattern where patients will feel more comfortable seeking help from a student 

health service if their providers are giving care in a way that works for the patient.  In 

turn, that patient will learn how to be a better patient for the providers, therefore 

becoming responsible patients in future medical interactions. 

Limitations 

The implications of the study are constrained by the limitations of the study’s 

methods, including the sample population.  The sample size limits the power to some 

degree, where there is always a statistical probability the results are a coincidence, rather 

than ultimately significant.  The quantitative sample size and sample demographics make 

the study difficult to generalize to a larger emerging adult population; however, the racial 

demographic breakdown of the study reflects the WFU population at large, which shows 

the university has a 27.1% diverse student population (“Diversity | Undergraduate 

Admissions | Wake Forest University,” n.d.).  The unbalanced breakdown of men and 

women who participated in the study limits the generalizability of the study.  Women are 

more likely to participate in studies, as referenced by several research studies (Covell, 
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Frisman, & Essock, 2003; Markanday, Brennan, Gould, & Pasco, 2013; G. Smith, 2008). 

Additionally, the relatively homogenous student population studied limits the variance in 

race and sex, so the results do not reflect some of the moderating effects of those 

variables.  Furthermore, the student population could be looking to discredit the student 

health service in some attempt to delegitimize their quality of care administered, or their 

patient outcomes.  The self-report nature of the survey opens up the study to bias in this 

way.  As such, students may have been harsher in answering the survey than how they 

truly felt about the quality of care they received and the level of patient outcomes they 

had. Also, recall is an important part of the study, and the length of time between the 

medical interaction and the time of the survey can influence the results.  

Additionally, it is important to interpret the results with caution in terms of 

causality.  The correlations can be read the opposite way where the participant’s 

perception of the outcome can be influencing their perception of the quality of care they 

received.  The primary issue here is time effects, where patients are more likely to 

remember the general feeling they had about the interaction, and not necessarily the cause 

to those feelings.  A way to remedy this issue is to eliminate the time between the 

medical interaction and the survey participation.  This can be done by administering an 

exit survey for patients, immediately after receiving care at the student health center.  

Finally, in terms of the interview portion of the study, there is a possibility for 

bias between the participant and the provider.  In this study, the researcher and 

participants were of similar age.  There could be less information provided by the 

participant because they may have assumed the researcher would just “get it”, rather than 

going into explicit detail about their experiences with the student health service.   
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Future Research 

 Overall, this study highlights the elements of a student health service, which seem 

to work, and other elements which need more research to achieve better patient health 

outcomes.  The direct positive relationship between perceived quality of care and various 

patient health outcomes parallels findings from other studies in PCC.  The qualitative 

portion of the study supplements the quantitative findings, and elucidates various 

relationships between patient and provider interactions, which can be used to train 

providers in the future, to administer healthcare to emerging adults.  

Additionally, future studies, which should seek to build on of the current study, 

should aim to use a larger qualitative sample size.  Purposeful sampling should be used to 

examine a sample of students with a range of mental health concerns.  The stratification 

of a sample of future participants could allow the researcher to learn more about how 

patient-provider communication and stigma may vary by type of mental health concern.  

An example of this stratification can be that participants with an eating disorder may have 

different preferences and perceive stigma related to their mental health concern 

differently than participants with depression, or panic attacks, or drug and alcohol abuse, 

etc.   

 The next step in the study progression would be to further study emerging adult 

populations at a student health service, but study a different, more diverse, student 

populations to determine various sex, racial, and other demographic factors which 

moderate the relationship between perceived quality of care and patient health outcomes.  

Also, the results from each of these studies can be translated to teaching tools for 

providers to implement in their student health centers to improve patient outcomes, 



55 

 

improve patient comfort, and reduce stigma.  Additionally, a study which focuses on the 

improvement of medical education training for providers who serve emerging adult 

populations would be valuable in furthering the research.  This is important to better 

articulate the goals of the medical field with respect to the education and specific health 

outcomes of emerging adult populations.  

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



56 

 

REFERENCES 

Aita, V., McIlvain, H., Backer, E., McVea, K., & Crabtree, B. (2005). Patient-centered 

care and communication in primary care practice: what is involved? Patient 

Education & Counseling, 58(3), 296–304. 

https://doi.org/10.1016/j.pec.2004.12.008 

Alemi, F., & Hurd, P. (2009). Rethinking satisfaction surveys: time to next complaint. 

Joint Commission Journal on Quality and Patient Safety / Joint Commission 

Resources, 35(3), 156–161. 

American College Health Association. (2008). American College Health Association- 

National College Health Assessment Spring 2007 Reference Group Data Report 

(Abridged). Journal of American College Health, 56(5), 469–479. 

American College Health Association. (2016). American College Health Association-

National College Health Assessment II: Undergraduate Student Reference Group 

Executive Summary Spring 2016. Hanover, MD: American College Health 

Association. 

Arnett, J. J. (2016). College Students as Emerging Adults The Developmental 

Implications of the College Context. Emerging Adulthood, 4(3), 219–222. 

https://doi.org/10.1177/2167696815587422 

Beisecker, A. E., & Beisecker, T. D. (1993). Using Metaphors to Characterize Doctor--

Patient Relationships: Paternalism Versus Consumerism. Health Communication, 

5(1), 41. 

Bekelman, D. B., Allen, L. A., Peterson, J., Hattler, B., Havranek, E. P., Fairclough, D. 

L., … Meek, P. M. (2016). Rationale and study design of a patient-centered 



57 

 

intervention to improve health status in chronic heart failure: The Collaborative 

Care to Alleviate Symptoms and Adjust to Illness (CASA) randomized trial. 

Contemporary Clinical Trials, 51, 1–7. https://doi.org/10.1016/j.cct.2016.09.002 

Bevans, M., El-Jawahri, A., Tierney, D. K., Wiener, L., Wood, W. A., Hoodin, F., … 

Syrjala, K. L. (2016). National Institutes of Health Hematopoietic Cell 

Transplantation Late Effects Initiative: The Patient-Centered Outcomes Working 

Group Report. Biology of Blood and Marrow Transplantation: Journal of the 

American Society for Blood and Marrow Transplantation. 

https://doi.org/10.1016/j.bbmt.2016.09.011 

Bowman, M. A., & Neale, A. V. (2014). Investigating Patient-Centered Care. The 

Journal of the American Board of Family Medicine, 27(2), 169–171. 

https://doi.org/10.3122/jabfm.2014.02.140009 

Cheng, S.-H., Yang, M.-C., & Chiang, T.-L. (2003). Patient satisfaction with and 

recommendation of a hospital: effects of interpersonal and technical aspects of 

hospital care. International Journal for Quality in Health Care, 15(4), 345–355. 

https://doi.org/10.1093/intqhc/mzg045 

Ciszek, E. L., & Gallicano, T. D. (2013). Changing cultural stigma: A pilot study of 

LGBT and mental illness organizations. Public Relations Review, 39(1), 82–84. 

https://doi.org/10.1016/j.pubrev.2012.09.011 

Covell, N. H., Frisman, L. K., & Essock, S. M. (2003). Rates of Refusal to Participate in 

Research Studies Among Men and Women. Psychiatric Services, 54(11), 1541–

1544. https://doi.org/10.1176/appi.ps.54.11.1541 



58 

 

Creswell, J. W. (2009). Research design: qualitative, quantitative, and mixed methods 

approaches (3rd ed). Thousand Oaks, Calif: Sage Publications. 

DiMatteo, M. R. (2004). Social Support and Patient Adherence to Medical Treatment: A 

Meta-Analysis. Health Psychology, 23(2), 207–218. https://doi.org/10.1037/0278-

6133.23.2.207 

DiMatteo, M. R. (2007). Chapter 5: Communication, Adherence, And Outcomes of 

Cancer Prevention and Treatment: Recommendations for Future Research. In 

Handbook of Communication & Cancer Care (pp. 69–78). Hampton Press. 

Retrieved from 

http://go.libproxy.wakehealth.edu/login?url=http://search.ebscohost.com/login.as

px?direct=true&db=ufh&AN=70220370&site=ehost-live 

Diversity | Undergraduate Admissions | Wake Forest University. (n.d.). Retrieved April 

26, 2017, from http://admissions.wfu.edu/campus-life/diversity/ 

Duffy, B. K., & Jackson, L. D. (Eds.). (1998). Health communication research: a guide 

to developments and directions. Westport, Conn: Greenwood Press. 

Educational and Community-Based Programs | Healthy People 2020. (n.d.). Retrieved 

June 17, 2016, from https://www.healthypeople.gov/2020/topics-

objectives/topic/educational-and-community-based-programs 

Epstein, R. M., Franks, P., Fiscella, K., Shields, C. G., Meldrum, S. C., Kravitz, R. L., & 

Duberstein, P. R. (2005). Measuring patient-centered communication in Patient–

Physician consultations: Theoretical and practical issues. Social Science & 

Medicine, 61(7), 1516–1528. https://doi.org/10.1016/j.socscimed.2005.02.001 



59 

 

Epstein, R. M., & Street Jr., R. L. (2007). Patient-Centered Communication in Cancer 

Care: Promoting Healing and Reducing Suffering. National Cancer Institute, (07-

6225), 203. 

Epstein, R. M., & Street, R. L. (2011). The Values and Value of Patient-Centered Care. 

Annals of Family Medicine, 9(2), 100–103. https://doi.org/10.1370/afm.1239 

Fisher, W. (1984). Narration as a Human Communication Paradigm: The Case of Public 

Moral Argument. Communication Monographs, 51, 1–22. 

Glaser, B. G., & Strauss, A. L. (2009). The Discovery of Grounded Theory: Strategies for 

Qualitative Research. Transaction Publishers. 

Goffman, E. (1963). Stigma; notes on the management of spoiled identity. Englewood 

Cliffs, N.J.: Prentice-Hall. 

Goffman, E. (1990). Stigma: notes on the management of spoiled identity. London: 

Penguin. 

Goodman, I., Henderson, J., Peterson-Badali, M., & Goldstein, A. L. (2015). The 

Relationship Between Psychosocial Features of Emerging Adulthood and 

Substance Use Change Motivation in Youth. Journal of Substance Abuse 

Treatment, 52, 58–66. https://doi.org/10.1016/j.jsat.2014.12.004 

Gray, J. B. (2011). From “directing them” to “it”s up to them’: The physician’s perceived 

professional role in the physician-patient relationship. Journal of Communication 

in Healthcare, 4(4), 280–287. https://doi.org/10.1179/1753807611Y.0000000013 

Hall, J. A., Roter, D. L., Blanch-Hartigan, D., Mast, M. S., & Pitegoff, C. A. (2015). How 

Patient-Centered Do Female Physicians Need to Be? Analogue Patients’ 



60 

 

Satisfaction With Male and Female Physicians’ Identical Behaviors. Health 

Communication, 30(9), 894–900. https://doi.org/10.1080/10410236.2014.900892 

Hanyok, L. A., Hellmann, D. B., Rand, C., & Ziegelstein, R. C. (2012). Practicing 

Patient-Centered Care. The Patient, 5(3), 141–145. 

https://doi.org/http://dx.doi.org/10.2165/11599530-000000000-00000 

Hennessy, M., Bleakley, A., & Fishbein, M. (2012). Measurement Models for Reasoned 

Action Theory. The Annals of the American Academy of Political and Social 

Science, 640, 42–57. 

Hibbard, J. H., Mahoney, E. R., Stockard, J., & Tusler, M. (2005). Development and 

Testing of a Short Form of the Patient Activation Measure. Health Services 

Research, 40(6 Pt 1), 1918–1930. https://doi.org/10.1111/j.1475-

6773.2005.00438.x 

Hill, P. L., Jackson, J. J., Roberts, B. W., Lapsley, D. K., & Brandenberger, J. W. (2011). 

Change You Can Believe In: Changes in Goal Setting During Emerging and 

Young Adulthood Predict Later Adult Well-Being. Social Psychological and 

Personality Science, 2(2), 123–131. https://doi.org/10.1177/1948550610384510 

Holmström, I., & Röing, M. (2010). The relation between patient-centeredness and 

patient empowerment: A discussion on concepts. Patient Education & 

Counseling, 79(2), 167–172. https://doi.org/10.1016/j.pec.2009.08.008 

Hupcey, J. E., & Miller, J. (2006). Community dwelling adults’ perception of 

interpersonal trust vs. trust in health care providers. Journal of Clinical Nursing, 

15(9), 1132–1139. https://doi.org/10.1111/j.1365-2702.2006.01386.x 



61 

 

Jennings, K. S., Cheung, J. H., Britt, T. W., Goguen, K. N., Jeffirs, S. M., Peasley, A. L., 

& Lee, A. C. (2015). How are perceived stigma, self-stigma, and self-reliance 

related to treatment-seeking? A three-path model. Psychiatric Rehabilitation 

Journal, 38(2), 109–116. https://doi.org/10.1037/prj0000138 

Kearns, M., Muldoon, O. T., Msetfi, R. M., & Surgenor, P. W. G. (2015). Understanding 

help-seeking amongst university students: the role of group identity, stigma, and 

exposure to suicide and help-seeking. Frontiers in Psychology, 6. 

https://doi.org/10.3389/fpsyg.2015.01462 

Kim, H., & Stout, P. A. (2010). The Effects of Interactivity on Information Processing 

and Attitude Change: Implications for Mental Health Stigma. Health 

Communication, 25(2), 142–154. https://doi.org/10.1080/10410230903544936 

King, M., Dinos, S., Shaw, J., Watson, R., Stevens, S., Passetti, F., … Serfaty, M. (2007). 

The Stigma Scale: development of a standardised measure of the stigma of mental 

illness. The British Journal of Psychiatry, 190(3), 248–254. 

https://doi.org/10.1192/bjp.bp.106.024638 

Kitzrow, M. A. (2003). The Mental Health Needs of Today’s College Students: 

Challenges and Recommendations. NASPA Journal, 41(1), 167–181. 

https://doi.org/10.2202/1949-6605.1310 

Klin, A., & Lemish, D. (2008). Mental Disorders Stigma in the Media: Review of Studies 

on Production, Content, and Influences. Journal of Health Communication, 13(5), 

434–449. https://doi.org/10.1080/10810730802198813 

Kreps, G. L. (2012). Translating Health Communication Research Into Practice: The 

Importance of Implementing and Sustaining Evidence-Based Health 



62 

 

Communication Interventions. Atlantic Journal of Communication, 20(1), 5–15. 

https://doi.org/10.1080/15456870.2012.637024 

Kreps, G. L., & O’Hair, D. (Eds.). (1995). Communication and health outcomes. 

Cresskill, N.J. : Annandale, Va: Hampton Press ; Speech Communication 

Association. 

Kreps, G. L., O’Hair, D., & Clowers, M. (1994). The influences of human 

communication on health outcomes. American Behavioral Scientist, 38(2), 248–

256. https://doi.org/http://dx.doi.org/10.1177/0002764294038002006 

Ledford, C. J. W., Villagran, M. M., Kreps, G. L., Zhao, X., McHorney, C., Weathers, 

M., & Keefe, B. (2010). “Practicing medicine”: Patient perceptions of physician 

communication and the process of prescription. Patient Education & Counseling, 

80(3), 384–392. https://doi.org/10.1016/j.pec.2010.06.033 

Linder-Pelz, S. (1982). Toward a theory of patient satisfaction. Social Science & 

Medicine, 16(5), 577–582. https://doi.org/10.1016/0277-9536(82)90311-2 

Markanday, S., Brennan, S. L., Gould, H., & Pasco, J. A. (2013). Sex-differences in 

reasons for non-participation at recruitment: Geelong Osteoporosis Study. BMC 

Research Notes, 6, 104. https://doi.org/10.1186/1756-0500-6-104 

Meisenbach, R. J. (2010). Stigma Management Communication: A Theory and Agenda 

for Applied Research on How Individuals Manage Moments of Stigmatized 

Identity. Journal of Applied Communication Research, 38(3), 268–292. 

https://doi.org/10.1080/00909882.2010.490841 

Mission Statement | Student Health Service | Wake Forest University. (n.d.). Retrieved 

October 10, 2016, from http://shs.wfu.edu/home/mission-statement/ 



63 

 

Nawková, L., Nawka, A., Adámková, T., Rukavina, T. V., Holcnerová, P., Kuzman, M. 

R., … Raboch, J. (2012). The Picture of Mental Health/Illness in the Printed 

Media in Three Central European Countries. Journal of Health Communication, 

17(1), 22–40. https://doi.org/10.1080/10810730.2011.571341 

Ommen, O., Janssen, C., Neugebauer, E., Bouillon, B., Rehm, K., Rangger, C., … Pfaff, 

H. (2008). Trust, social support and patient type—Associations between patients 

perceived trust, supportive communication and patients preferences in regard to 

paternalism, clarification and participation of severely injured patients. Patient 

Education & Counseling, 73(2), 196–204. 

https://doi.org/10.1016/j.pec.2008.03.016 

Pinel, E. C. (1999). Stigma consciousness: The psychological legacy of social 

stereotypes. Journal of Personality and Social Psychology, 76(1), 114–128. 

https://doi.org/10.1037//0022-3514.76.1.114 

Pittam, J., & Gallois, C. (2000). Malevolence, stigma, and social distance: Maximizing 

intergroup differences in HIV/AIDS discourse. Journal of Applied 

Communication Research, 28(1), 24. 

Pomerantz, A., & Rintel, E. S. (2004a). Practices for reporting and responding to test 

results during medical consultations: enacting the roles of paternalism and 

independent expertise. Discourse Studies, 6(1), 9–26. 

Pomerantz, A., & Rintel, E. S. (2004b). Practices for reporting and responding to test 

results during medical consultations: enacting the roles of paternalism and 

independent expertise. Discourse Studies, 6(1), 9–26. 



64 

 

Ports, K. A., Reddy, D. M., & Barnack-Tavlaris, J. L. (2013). Sex Differences in Health 

Care Provider Communication During Genital Herpes Care and Patients’ Health 

Outcomes. Journal of Health Communication, 18(12), 1436–1448. 

https://doi.org/10.1080/10810730.2013.798377 

Quintana, J. M., González, N., Bilbao, A., Aizpuru, F., Escobar, A., Esteban, C., … 

Thompson, A. (2006). Predictors of patient satisfaction with hospital health care. 

BMC Health Services Research, 6, 102. https://doi.org/10.1186/1472-6963-6-102 

Ray, E. B., & Donohew, L. (Eds.). (1990). Communication and health: systems 

perspective. Hillsdale, N.J: L. Erlbaum Associates. 

Roter, D. L., & Hall, J. A. (2004). Physician Gender and Patient-Centered 

Communication: A Critical Review of Empirical Research. Annual Review of 

Public Health; Palo Alto, 25, 497–519. 

Shehan, C. L., Uphold, C. R., Bradshaw, P., Bender, J., Arce, N., & Bender, B. (2005). 

To Tell or Not to Tell: Men’s Disclosure of Their HIV-Positive Status to Their 

Mothers. Family Relations, 54(2), 184–196. 

Shen, M. J., Hamann, H. A., Thomas, A. J., & Ostroff, J. S. (2016). Association between 

patient-provider communication and lung cancer stigma. Supportive Care in 

Cancer: Official Journal of the Multinational Association of Supportive Care in 

Cancer, 24(5), 2093–2099. https://doi.org/10.1007/s00520-015-3014-0 

Sherman, D. K., Gangi, C., & White, M. L. (2010). Embodied cognition and health 

persuasion: Facilitating intention–behavior consistency via motor manipulations. 

Journal of Experimental Social Psychology, 46(2), 461–464. 

https://doi.org/10.1016/j.jesp.2009.12.008 



65 

 

Smith C. (1983). Achieving patient compliance: The psychology of the medical 

practitioner’s role. JAMA, 250(17), 2376–2376. 

https://doi.org/10.1001/jama.1983.03340170098042 

Smith, G. (2008). Does gender influence online survey participation?: A record-linkage 

analysis of university faculty online survey response behavior. ERIC Document 

Reproduction Service No. ED 501717. Retrieved from 

http://scholarworks.sjsu.edu/elementary_ed_pub/4 

Smith, R. A. (n.d.). Stigma, Communication, and Health (pp. 453–463). 

Stewart, A. L., Nápoles-Springer, A. M., Gregorich, S. E., & Santoyo-Olsson, J. (2007). 

Interpersonal Processes of Care Survey: Patient-Reported Measures for Diverse 

Groups. Health Services Research, 42(3 Pt 1), 1235–1256. 

https://doi.org/10.1111/j.1475-6773.2006.00637.x 

Stewart, M. (2001). Towards a global definition of patient centred care. BMJ, 322(7284), 

444–445. https://doi.org/10.1136/bmj.322.7284.444 

Strauss, A. L., & Corbin, J. M. (1998). Basics of qualitative research: techniques and 

procedures for developing grounded theory (Second edition.). Thousand Oaks: 

Sage Publications. 

Sussman, S., & Arnett, J. J. (2014). Emerging Adulthood Developmental Period 

Facilitative of the Addictions. Evaluation & the Health Professions, 37(2), 147–

155. https://doi.org/10.1177/0163278714521812 

Taylor, K. (2009). Paternalism, participation and partnership—The evolution of patient 

centeredness in the consultation. Patient Education & Counseling, 74(2), 150–

155. https://doi.org/10.1016/j.pec.2008.08.017 



66 

 

Thom, D. H., Hall, M. A., & Pawlson, L. G. (2004). Measuring Patients’ Trust In 

Physicians When Assessing Quality Of Care. Health Affairs, 23(4), 124–32. 

Thompson, T. L., Parrott, R., & Nussbaum, J. F. (Eds.). (2011). The Routledge handbook 

of health communication (2nd ed). New York: Routledge. 

Vogel, D. L., Armstrong, P. I., Tsai, P.-C., Wade, N. G., Hammer, J. H., Efstathiou, G., 

… Topkaya, N. (2013). Cross-cultural validity of the Self-Stigma of Seeking Help 

(SSOSH) scale: Examination across six nations. Journal of Counseling 

Psychology, 60(2), 303–310. https://doi.org/10.1037/a0032055 

Yeshua-Katz, D., & Martins, N. (2013). Communicating Stigma: The Pro-Ana Paradox. 

Health Communication, 28(5), 499–508. 

https://doi.org/10.1080/10410236.2012.699889 

 

 

 

 

 

 

 

 

 

 

 

 



67 

 

APPENDICES 

Appendix A Informed Consent 

INFORMED CONSENT 

 

 

Evaluating the relationship between quality of patient-centered care and perceived 

patient satisfaction at Wake Forest University’s student health service 
 

Please read this consent document carefully before you decide to participate in this study. 

This research has been approved by the WFU Institutional Review Board.  

 

Purpose of the research study: 

The purpose of this study is to evaluate the relationship between quality of patient-

centered care and perceived patient satisfaction at the Wake Forest University student 

health service.  

 

What you will be asked to do in the study: 

You will be asked to recall a specific visit to the WFU student health service for any 

health related treatment.  With that specific visit in mind, you will be asked to complete a 

survey.  Once you complete the survey, your participation in this phase of the study is 

complete.  Depending on the answers you give in the survey, you may be contacted to 

participate in a voice recorded interview, which will gather more in depth data to provide 

more context for the survey data collected in the first part of the study.  

 

Time required: 

Survey: 20 minutes, Interview: 45 minutes 

 

Risks and Benefits: 

Due to the personal nature of the survey questions, there is a small risk to your privacy.  

The research team will do all that is necessary to help ensure your privacy is maintained. 

Upon completion of phase 1 of the study, your name will be included in a raffle for one 

of two $25 gift cards.  Upon completion of the interview portion of the study, you will 

receive a $10 gift card.  

 

Confidentiality: 

The study team will take the following steps to protect your data: your identity will be 

kept confidential and information will be assigned a reference number. The list 

connecting your name to this number will be kept on a password protected computer. 

When the study is completed and the data have been analyzed, the list will be destroyed. 

Your name will not be used in any report. If chosen to participate in the interview 

process, you will be given a pseudonym, and any named person or place in your 

interview will also be given another name.  Once the study is completed and the data 

have been analyzed, the voice recordings of the interview will be destroyed.  
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Voluntary participation: 

Your participation in this study is completely voluntary. There is no penalty for not 

participating. You can choose to not answer any question on the survey, you do not wish, 

for any reason. 

 

Right to withdraw from the study: 

You have the right to withdraw from the study at any time without consequence.  Should 

you wish to withdraw, close your web browser.  

 

Whom to contact if you have questions about the study: 

Serena Daya (dayasm11@wfu.edu| Campus Box 7183).  

Agreement:  

I have read the procedure described. I voluntarily agree to participate in the procedure 

and I have received a copy of this description.  

-- 

For further information regarding questions, complaints, about the research or your rights 

as a research study subject, please contact the Wake Forest Institutional Review Board 

(IRB) to speak to an informed individual who is independent of the research team (336)-

758-5888, email at irb@wfu.edu or write to IRB, c/o ORSP, 306 Reynolda Hall, Wake 

Forest University PO Box 7528, Winston-Salem, NC, 27109.   

 

IRB Reference Number: IRB00022329  
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Appendix B Survey Measure 
  

1. What is your age? (18, 19, 20, 21, 22) 

2. What is your race? (White, Black, Asian, Hispanic, Native American, Other) 

3. What is your sex? (Male, Female, Other) 

4. What is your family’s socio-economic status? (Lower, Low-Middle, Middle, 

Upper-Middle, Upper) 

5. Below is the patient-activation measure which will be used.  It is on a scale from 

(Strongly Disagree – Strongly Agree) 

1. When all is said and done, I am the person who is responsible for managing my health 

condition 

2. Taking an active role in my own health care is the most important factor in 

determining my health and ability to function 

3. I am confident that I can take actions that will help prevent or minimize some 

symptoms or problems associated with my health condition 

4. I know what each of my prescribed medications do 

5. I am confident that I can tell when I need to go get medical care and when I can handle 

a health problem myself 

6. I am confident I can tell my health care provider concerns I have even when he or she 

does not ask 

7. I am confident that I can follow through on medical treatments I need to do at home 

8. I understand the nature and causes of my health condition(s) 

9. I know the different medical treatment options available for my health condition 

10. I have been able to maintain the lifestyle changes for my health that I have made 

11. I know how to prevent further problems with my health condition 

12. I am confident I can figure out solutions when new situations or problems arise with 

my health condition 

13. I am confident that I can maintain lifestyle changes like diet and exercise even during 

times of stress 

 

6. How many times have you received treatment from the WFU Student health 

service in the last 12 months? (0, 1-2, 3-5, 5-10, 10+) 

 

7. Within the past year have you had a conversation with a health care provider at 

the WFU student health service that included any of the following topics? (Check 

all that apply) 

First Drop down menu that appears: 

 

Eating disorder (Anorexia, Bulimia, Binge Eating Disorder) 

Anxiety/Stress 

Attention Deficit and Hyperactivity Disorder 

Bipolar Disorder 
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Depression 

Insomnia/ Other Sleep Disorder 

Obsessive Compulsive Disorder 

Panic Attacks 

Schizophrenia 

Substance Abuse or Addiction 

Other Mental Health Concern 

None of the above 

 

If they choose none of the above, the next list is: 

 

Cough/cold 

Flu/respiratory infection 

Skin rash/irritation 

Digestive issues 

Urinary infection 

Fatigue 

Bone/muscle injury 

Pharmacy 

 

8. Thank you for selecting the topics you discussed at WFU student health. Now we 

would like you to think about one specific conversation with a provider during a 

WFU student health visit that stands out to you or that you can remember. What 

was that conversation about? (The same drop down list appears as in question 7 

9. I prepared a great deal for this specific health care interaction (strongly agree – 

strongly disagree) 

10. Where did you get your health information in preparation for this interaction?  

An online health database (WebMD, etc.) 

Blog/ Online social support networks 

Parents/ Primary caregivers 

Peers 

Other 

Not applicable 

11. Was the topic of that conversation your primary reason for your visit to student 

health or did the topic come up during a visit about another issue? (Primary 

reason, secondary issue) 

12. Who initiated the discussion about the topic you indicated in the previous 

question? (Provider, patient) 

INSERT INSTRUCTIONS: for the remainder or survey, please think about this one 

conversation with your provider at WFU student health and NOT your experiences 

for more broadly.  

 

13. How long ago was the interaction you are using for the remainder of the survey? 

(Less than a day, Less than a week, Less than a month, Less than 3 months, Less 

than 6 months, Less than 12 months) 
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14. Below is the Interpersonal Processes of Care scale.  Answer choices are on a scale 

from (Strongly Agree to Strongly Disagree) 

1. Your provider spoke too fast 

2. Your provider used words that were hard to understand 

3. Your provider ignored what you told them 

4. Your provider appeared to be distracted when they were with you 

5. Your provider seemed bothered if you asked several questions 

6. Your provider really found out what your concerns were 

7. Your provider let you say what you thought was important 

8. Your provider took your health concerns very seriously 

10. Your provider clearly explained the results of your exams or tests 

11. Your provider told you what could happen if you didn't take a medicine that they 

prescribed for you 

12. Your provider told you about side effects you might get from a medicine 

13. Your provider asked if you would have any problems following what he/she 

recommended 

14. Your provider asked if you felt you could do the recommended treatment 

15. You and your provider worked out a treatment plan together  

16. If there were treatment choices, your provider asked if you would like to help decide 

your treatment 

17. Your provider was compassionate 

18. Your provider gave you support and encouragement 

19. Your provider was concerned about your feelings 

20. Your provider really respected you as a person 

21. Your provider treated you as an equal 

22. Your provider made assumptions about your ability to understand medical 

information 

23. Your provider made assumptions about your income 

24. Your provider paid less attention to you because of your race or ethnicity 

25. You felt discriminated against by the provider because of your race or ethnicity 

 

 

Answer choices are on a scale from strongly agree to strongly disagree. 

1. I would feel inadequate if I went to a professional for help with my mental health 

concern.  

2. My self-confidence would NOT be threatened if I sought professional help for a 

mental health concern.  

3. Seeking help for my mental health concern would make me feel less intelligent.  
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4. My self-esteem would increase if I talked to a professional about my mental 

health concerns.  

5. My view of myself would not change just because I made the choice to see a 

professional about my mental health concerns.   

6. It would make me feel inferior to ask a professional for help with my mental 

health concerns.  

7. I would feel okay about myself if I made the choice to seek professional help with 

my mental health concerns.  

8. If I went to a professional with my mental health concerns I would be less 

satisfied with myself.  

9. My self-confidence would remain the same if I sought professional help for a 

problem I could not solve.  

10. I would feel worse about myself if I could not solve my own problems 

 

Answer choices are on a scale from strongly agree to strongly disagree. 

1. Stereotypes about people with mental health concerns have not affected me 

personally. 

2. Most people do not judge someone on the basis of their having mental health 

concerns. 

3. My having mental concerns would not influence how people act with me. 

4. I almost never think about the fact that I have a mental concern when I’m around 

others.  

5. I think that people are often unfairly accused of being biased against people with 

mental health concerns. 

 

INSERT INSTRUCTIONS: Please continue answering the following questions with the 

one interaction you have in mind, not your experiences with the student health service as 

a whole.  

Please indicate the extent to which you agree with the following statements: (strongly 

agree to strongly disagree) 

15. My provider demonstrated competent communication behavior. 

16. I felt comfortable talking to my health care provider about the topic we discussed. 

17. I disengaged from the discussion with my provider.  

18. I am satisfied with the quality of care I received on that particular visit to WFU’s 

student health service. 

19. I am satisfied with the communication my provider demonstrated at this particular 

visit to WFU’s student health service.  

20. After this conversation with the provider I intended to follow the provider’s 

instructions 

21. After this conversation with the provider at WFU student health service, I carried 

out the provider’s instructions  

22. I stopped carrying out the provider’s instructions once I started feeling better, but 

before the provider told me I could stop the treatment.  

23. After this conversation with the provider, I trusted my provider to treat me to the 

best of his or her ability 
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24. The conversation with my provider made me feel like I could come back to 

WFU’s student health service to seek treatment for any issue I had 

25. After this conversation with the provider, I would recommend this provider to any 

of my friends or family members.  
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Appendix C Interview Guide 

 

I. Thank you for participating in this interview portion of the study.  I am trying 

to understand your experience with the Wake Forest University’s student 

health service.  I want to take a moment to reiterate that your privacy and 

confidentiality is completely protected.  None of the information you share 

with me will be seen by anyone linked to you, and once the study is complete, 

the data will be destroyed.  If you have any questions, please feel free to ask.   

a. This is participant # 

b. Date/time of interview 

II. Hey <name>.  Would you please start off by telling me a little about yourself? 

Where are you from, your majors/minors, etc?  

III. Thank you for agreeing to participate in the interview portion of this study.  If 

you remember back to the survey portion, there was a question which asked 

you to focus on one particular visit to the student health service about a mental 

health concern. Will you tell me the story of that particular visit to the best of 

your ability?  

a. What happened? 

b. What did your provider say or do during the interaction? 

c. What did you do in response?  

d. What were you thinking/feeling during the interaction? 

e. How did you feel after the interaction? 

IV. What was it like to talk about mental health with your provider? 

a. Was anything challenging about it? Why or why not? 

b. Can you describe your comfort level in talking about mental illness with 

your provider? 

i. What made you feel that way? 

ii. How did you handle that? 

V. Thinking back to that conversation, was there anything the provider did or 

said that was particularly helpful, or made things easier for you?  

a. Why? What does that look like? 

b. Was there anything they did or said that was unhelpful or made things 

more difficult for you?  

i. Why? What does that look like? 

c. How did you feel about that interaction overall?  

i. Were you able to follow through with the provider’s 

recommendations?  

VI. In general, is there anything that providers do or say in an interaction that 

could make things more helpful and easier for you?  

a. What about something they could do or say that would be unhelpful for 

more difficult for you?  

b. What does that look like?  

VII. I really appreciate you telling me about your experiences x,y,z.  So I can have 

a comprehensive view of your experience, is there anything else that was 

challenging for you in that conversation with the provider at the student health 

service?  
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VIII. Are there things you wished were different about the student health service 

and why?  

IX. Is there anything else you would like me to know that I may have missed, or 

that you think is important? Thank you for your participation. If you have any 

questions or concerns, you have my contact information, please feel free to 

ask.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



76 

 

CURRICULUM VITAE 

EDUCATION 

 Wake Forest University, Winston-Salem, NC 

  Master of Arts in Communication May, 2017 

  GPA: 4.0 
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Primary Investigator                                                                                       Summer 2016 

 - Created a 62 item survey measure 
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