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Research indicates that up to 15% of all women may suffer from 

endometriosis, a painful chronic disease that leads to infertility and premature 

hysterectomy.  Women with endometriosis experience painful menstruation and 

pelvic pain, sexual dysfunction and infertility.  The patient-physician relationship of 

these women is an important determinant in these women’s successful adaptation to 

life with endometriosis.  This study examines variables that lead to the development 

of the Therapeutic Alliance which measures the patient-physician relationship.  A 

random sample of women with endometriosis was obtained through the 

Endometriosis Association (n=215, 90.5% were white, 70.6% had a bachelor’s or 

above, and 78% had employer paid insurance).  Structural equation modeling (SEM) 

analysis revealed a model (R2=0.15) for the Therapeutic Alliance.  The model 
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suggests that knowledge of endometriosis (β = 0.13) and information seeking 

preference (β = 0.14) were positively correlated. This concurred with the literature.  

Behavior involvement was negatively correlated (β = -0.36) to Therapeutic Alliance, 

a finding contrary to the literature.  A possible explanation lies in the number of 

physicians the women had seen for their endometriosis (1 physician 10.8%, 2-3 

physicians 39.4%, 4 or more 49.7%).  Seeing a greater number of physicians might 

suggest that there was at least one opportunity for a negative experience that might 

have led them to possess a higher degree of behavior involvement; in turn, this might 

have had a negative effect on the Therapeutic Alliance.   The negative correlation 

between Behavior Involvement and the Therapeutic Alliance is the most significant 

finding of this study since there is a possibility that this might carry over to people 

with other chronic diseases.  Communication Self-efficacy with the physician was 

found to have a multicollinear relationship (correlation =0.82) to the Therapeutic 

Alliance.   Examination of the items showed Communication Self-efficacy was 

measured very similarly to items in the Therapeutic Alliance and need to be worded 

significantly different in order to determine its effect on the Therapeutic Alliance.   

The other variables that were examined included: control over treatment, length of 

time with physician, frequency of utilization of care, health insurance source, age, 

race, and highest level of education.  These variables were not significantly correlated 

with the Therapeutic Alliance.  
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Chapter One: Introduction 

 

Background of the Problem 

Longer life spans bring an increased potential of chronic diseases.  Among the 

more common ones are heart disease, diabetes, cancer, and arthritis.  These diseases 

have received a great deal of attention and research because celebrities and high 

profile governmental figures afflicted by them have influenced funding and media 

surrounding their diseases. Currently approximately 100 million Americans, 45 

percent of the population, now suffer from chronic conditions such as arthritis, 

asthma, cancer, heart disease, multiple sclerosis, Alzheimer's, Parkinson's and 

diabetes.  The cost of these chronic illnesses, both in terms of medical spending and 

in lost productivity, is now calculated at $659 billion a year and rising (Gruman & 

Von Korff, 2000).  We can no longer deny that chronic diseases are a population-

wide problem.   

People with chronic diseases must visit their physicians more frequently, 

follow long treatment regimes, and must often deal with constant pain (Klang, 

Bjovell, & Clyne, 1999; Rothert et al., 1997).  Given the increase in the number of 

potential chronic disease patients in our population, it is important that we understand 

the factors that create strong Therapeutic Alliances between patients and physicians.  

These relationships play a critical role in the patient’s lifelong health (Anderson et al., 
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1996; Robinson, 1996).  The Therapeutic Alliance is an interactive and dynamic 

process in which a patient and his/her physician interact as equal partners in the 

patient’s care (Kim, Boren, & Solem, 2001).   

One chronic disease that is seldom mentioned is endometriosis.  One reason 

for this may be that this disease affects only women, and traditionally the majority of 

research is done on middle-aged men.  Yet the literature indicates that 5 – 15 percent 

of all women are affected by endometriosis (Ross, 2002; Morris, 2001; Damewood et 

al., 1997; Garner, 1997). Women with endometriosis experience painful menstruation 

and pelvic pain, sexual dysfunction and infertility (Garner, 1997).  Given the lack of 

research about endometriosis, it was appropriate to study women living with 

endometriosis in order to examine the factors that help create strong Therapeutic 

Alliances between patients and their physicians. 

 

Conceptual Framework 

The President’s Advisory Commission on Consumer Protection and Quality in 

the Healthcare Industry (1997) in the Consumer Bill of Rights clearly communicates 

that it is the patient’s right and responsibility to be allowed to make decisions related 

to his or her healthcare. The Consumer Bill of Rights also states that achieving the 

best health outcome is greatly improved when the patients’ level of involvement in 

their healthcare is increased.  These federal mandates recognize the importance of 
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patient participation in their healthcare.  Participation should no longer be considered 

an option, but rather a right. 

This is different from the predominant paternalistic relationship in which the 

patient assumes a passive role and simply follows physician’s orders and instructions 

(Czaplyski, 2002; Beaver et al., 1996; Rotter, 1987). Other patient-physician 

relationship theories include social consumerism (Haug & Lavin, 1983; Reeder, 

1972) and mutualism (McWhittney, 1992; Engle, 1970), which vary with respect to 

the amount of control or collaboration that patients would like to have in their 

treatment decision-making.   

Researchers propose two different ways to view the patient-physician 

relationship.  One way is to view the archetypical forms of the patient-physician 

relationship - paternalism, consumerism, mutuality and default (Glanz, Lewis, & 

Rimer, 1997)- as four quadrants representing high to low physician control and high 

to low patient control as seen in Figure 1.  But, most researchers agree that all patient-

physician relationships can be found somewhere on a continuum between paternalism 

and consumerism with mutualistic relationships in the middle of the continuum as 

shown in Figure 2 (Charles, Whelan, & Gafni, 1999; Cahill, 1998; Chewning & 

Sleath, 1996).  

.  



 4

Figure 1. Four quadrant model of the Patient-physician relationship prototypes 
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Figure 2. Patient-physician relationship continuum 
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The underlying theory for the present research is that mutualism, which is also 

expressed as patient empowerment and patient-physician partnership in the literature, 

originates from these patient-physician relationship theories.  Mutualism is 

characterized by an equal cooperative relationship between the patient and the 

physician with the goal of producing optimal patient health (Emanuel & Emanuel, 

1992).  Whether it is called mutuality, mutualism, patient empowerment, or patient-

physician partnership, the construct is the same.  Regardless of the name, mutualism 

is the platform upon which the Therapeutic Alliance can most readily develop.  It is 

the effect of this alliance on the long-term health of the patient that is important.   
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It has long been known that one of the key factors of the patient-physician 

relationship that drives adherence to treatment is the amount of information that 

patients receive about their medical condition, its treatment, and the expected 

outcomes of the treatment (Hall, Rotter, & Katz, 1988).  Possible theoretical bases for 

this are Goulder’s (1960) reciprocity theory and Emerson’s (1976) social exchange 

theory, which focus on the trade of valuable resources exchanged during a medical 

interaction.   

Another theoretical base can be found in the coping literature. In this case, 

gathering information can be a precursor to successful coping strategies.  Information 

seeking is the base of problem-focused coping that drives individuals to seek 

information in order to gain control of their situation (Miller, 1987); this is a very 

common coping strategy aimed at mastering stressful situations (Klang, Bjovell, & 

Cronquist, 1996; Derdiarian, 1987; Miller 1987; Cohen & Lazarus, 1979).  Gaining 

control increases one’s locus of control, which in turn increases one’s self-efficacy 

and adherence to a treatment protocol (Glantz et al., 1997).  Moreover, increased 

patient knowledge facilitates involvement in the decision-making process (Grumke & 

King, 1994). 

Self-efficacy is the central concept of Bandura’s social cognitive theory 

(1982).  Self-efficacy refers to the individual’s belief in her ability to successfully 

execute a specific behavior required to produce a given outcome.  Bandura (1982) 

points out that self-efficacy is not a global trait or a personality characteristic; instead, 
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it may vary across behaviors and contexts.  In this dissertation, Communication Self-

efficacy with her physician is proposed as a critical element in developing the 

Therapeutic Alliance.   Communication Self-efficacy with her physician is thus 

defined as the woman’s assessment of her effectiveness or competency to 

communicate with her physician.  It is the woman’s belief in her ability to 

communicate with her physician that will lay the foundation for the development of 

the patient-physician relationship and thus influence the Therapeutic Alliance.  

Patient-physician relationships are important contributors to treatment 

adherence (Klang et al., 1999; Rothert et al., 1997), treatment outcome (Larsson, 

Svardsudd, Wedel, & Saljo, 1992), psychological adjustment to the disease (Street, 

Voight, Geyer, Manning, and Swanson, 1995; Meredith, 1993; Fallowfield, et al., 

1990; Morris & Royle, 1988), and, ultimately, patient satisfaction with the healthcare 

experience (Street & Voigt 1997; Peszenecker & Zerwekh 1989; Ashworth, 

Longmate, & Morrison, 1992; England & Evans, 1992; Clayton, 1988; Dennis, 

1987).  Adherence to treatment is becoming more critical as we move from a society 

that was plagued by acute illness to one in which chronic illness prevails.   

 

Statement of the problem 

An increasing number of people diagnosed with chronic diseases must make 

permanent lifestyle changes in order to delay the onset of disability associated with 
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their disease.  The Therapeutic Alliance between the patient and her physician plays a 

critical role in the success of patient adherence to treatment regimes and thus lifestyle 

changes.  Endometriosis changes the lives of women afflicted by it.  Endometriosis 

causes women to experience severe pelvic pain, strong menstrual cramps, and 

infertility.  This pain is experienced over a great part of the woman’s life as for many 

the pain does not usually subside until after menopause.  

 

Significance of the Study 

This dissertation explored factors that help create a strong Therapeutic 

Alliance between patients and physicians.  Strong Therapeutic Alliances result in 

improved patient adherence to treatment regimens which is essential for the long-term 

health of people with chronic diseases.  More specifically, the population examined in 

this dissertation was women with endometriosis.  Ultimately the intent was to add 

knowledge to the existing literature about the Therapeutic Alliance and its key role in 

the transformation of healthcare delivery to people with chronic diseases.   

The dissertation begins by reviewing the literature obtained through a search 

of Cinahl, Medline, Biosis, and HealthStar in which the following terms were 

combined: patient-physician relationships, Therapeutic Alliance, treatment decision-

making, Control over Treatment, Communication Self-efficacy, Information Seeking 

Preference, Behavior Involvement, Length of Relationship with Physician, Utilization 
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of Care, Knowledge of endometriosis and Internet Use.  The articles obtained initially 

through these means are condensed in a literature review that covers endometriosis as 

a chronic disease, patient-physician relationships and chronic diseases, the 

Therapeutic Alliance, the patient’s expectation of her role, the patient’s expected 

Control over Treatment, the patient’s Information Seeking Preference, and her desire 

for Behavior Involvement. 

 

Description of the Model 

In order to explore the factors that may have contributed to the development 

of a strong Therapeutic Alliance, a model was created utilizing the Therapeutic 

Alliance as the dependent variable.  The literature researched provided the variables 

included in the model.  The independent variables used in this study were Knowledge 

of endometriosis, Desire for Control over Treatment, Communication Self-efficacy 

with physician, Information Seeking Preference, Behavior Involvement, Length of 

Relationship with Physician, Frequency in Utilization of Care, Education, Family 

Income, Access to Health Insurance, and Age. 

The review of the literature did not provide straightforward and obvious 

relationship pathways between these variables.  Therefore, it was up to the researcher 

to develop an initial educated model to examine the therapeutic relationship. 
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The initial model is illustrated in Figure 3.  Demographic variables are located 

in the left side of the model since they set the stage for the relationship to occur.  The 

patient’s Knowledge of endometriosis, Desired control over her treatment, her 

Communication Self-efficacy with her physician, her Information Seeking 

Preference, and her Behavior Involvement desire were thought to directly predict the 

strength of the Therapeutic Alliance.   The Length of relationship with a physician 

and Frequency in utilization of care were also thought to have a direct effect on the 

Therapeutic Alliance.  

 

Figure 3. Model of the Therapeutic Alliance 
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Research Questions and Rationale 

The specific aims of this study was: a) to examine factors that contribute to a 

strong Therapeutic Alliance of women with endometriosis, b) to examine which 

variables predict low and strong therapeutic alliances, and c) to test a model 

predicting the Therapeutic Alliance.  

The research questions examined were:  1) what are the demographic 

characteristics of women with strong therapeutic alliances?  2) what behavioral and 

medical experience variables (Knowledge of endometriosis, Control over Treatment, 

Communication Self-efficacy with physician, Information Seeking Preference, 

Behavior Involvement Desire, Length of Relationship with Physician, and Frequency 

of Utilization of Care) are related to strong Therapeutic Alliances of women with 

endometriosis? and 3) which variables best predict strong Therapeutic Alliances? 

Generally, when a structural equation model will be performed to answer 

these questions, it is not a requirement that all hypothesis related to the research 

questions which will be answered by the model be specified.  It is implicit in the 

nature of the structural equation model that these hypothesis are being examined by 

the nature of this statistic.  Nonetheless, some hypothesis were developed. 

Several hypothesis were developed to assist in the testing of research question 

one which asks about the demographic characteristics of women with strong 
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Therapeutic  Alliances.  The hypothesis were: a) Higher family income will be 

correlated with higher level of education; b) Higher family income will be correlated 

with an employer paid source of insurance; c) Higher level of education will be 

positively correlated to endometriosis knowledge; d) Higher level of education will 

be positively correlated to higher level of control over treatment, e) Higher level of 

education will be positively correlated to better communication self-efficacy with 

their physician; f) Higher level of education will be positively correlated to the 

patient’s information seeking preference; g) Higher level of education will be 

correlated to a higher desire for behavior involvement; h) Having insurance will be 

positively correlated with the length of the patient-physician relationship; i) Having 

insurance will be positively correlated with the frequency of utilization of care; j) Age 

will be positively correlated with the length of the patient-physician relationship; and 

k) Age will be positively correlated with the number of physician visits. 

 

Operational Definitions 

The purpose of this study was to explore factors that may contribute to the 

development of a strong Therapeutic Alliance.   Variables used in this study are 

operationalized in Chapter 3.  Other definitions of interest in this study include: 
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Collaboration: the shared responsibility that the patient and the physician 

have to ensure they equally contribute to identifying and deciding on treatment plans 

and goals (Kim et al., 2001).  

Communication: the nonjudgmental attitude, acceptance, warmth, and 

empathy that enhance the relationship between the patient and the physician (Kim et 

al., 2001). 

Consumerism: the patient-physician relationship in which patients have high 

control over their treatment decision-making while physicians have low control 

(Elwyn, Edwards, Gwyn & Grol, 1999; Emanuel & Emanuel, 1992).   

Cooperation: patients and their physicians working together to find the best 

care for the patient. 

Coping: the manner in which an individual deals with stressors.  Coping 

consists of utilizing a specific set of strategies to mediate stressors.  There are two 

main types of coping: problem-focused and emotional-focused coping (Cohen & 

Lazarus, 1979). 

Empowerment: the enabling process through which individuals take control 

of their lives and their environment (Rappaport, 1984).   

Expression of concerns: the ability that patients have to present their point of 

view whether it is positive or negative in a non-confrontational and non-judgmental 

environment (Kim et al., 2001). 
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Integration: refers to the equalization of social power between the patient and 

the physician which occurs through an exchange of information in which the 

physician shares expert knowledge about the patient’s condition and the patient 

shares her experience (Kim et al., 2001). 

Internet user: anyone with access to the Internet. She does not necessarily 

need to own a personal computer as long as she can access the Internet at work, any 

public place, or through a friend’s computer.  To be considered a user, she must 

access the Internet at least once per week or spend a minimum of thirty minutes 

online per week. 

Mutualism or mutuality: the patient-physician relationship in which both the 

patient and the physician share the control over the decision making process.  This 

control lies somewhere along the continuum between paternalism and consumerism 

and may vary depending on the severity of the illness (Elwyn et al., 1999; Emanuel & 

Emanuel, 1992).  

Negotiation: the exchange of information that exists between the patient and 

her provider in efforts to come to an agreement over the patient’s treatment.  

Participation: the patient taking part in the healthcare process. 

Patient: any female with endometriosis over the age of eighteen who is not a 

healthcare provider and who is in a relationship with a physician.    
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Paternalism:  the patient-physician relationship in which the physician has 

high control over the treatment decision-making process while the patient has low 

control (Elwyn et al., 1999; Emanuel & Emanuel, 1992).   

Patient-physician relationship: the relationship that exists between the 

patient and her physician.   

Patient empowerment: interchangeable term with mutualism and mutuality 

in the patient-physician partnership. Patient empowerment refers to the sharing of 

power over treatment decision-making between the patient and the physician; the 

patient has the power to participate in this decision-making process (Berger et al., 

1997). 

Patient’s expectation of her role: a measure of the extent of control the 

patient perceives she should have in the treatment decision-making process.  It is 

hypothesized that control over the treatment decision must be shared between the 

patient and her physician; each taking on a percentage of the total 100% control over 

the decision. 

Physician: the obstetricians and gynecologist, women’s health physician, 

general practitioner or fertility specialist who is treating the patient/woman with 

endometriosis who participated in this study.  

Provision of information: the patient’s perception of her physician actually 

providing her with information she needs in order to participate in the healthcare 

encounter (Kim et al., 2001). 
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Treatment decision-making or Decision-making: used interchangeably to 

describe the process of making decisions about what treatment is best for the illness 

or ailment in question (Czaplyski, 2002).  This is the key independent variable used in 

this study to identify the type of relationship that exists between the patient and her 

physician. 

Limitations 

The study has the following identifiable limitations: 

1. All subjects were females diagnosed with endometriosis; therefore, the results 

might not be generalizable to women who do not have endometriosis, others 

with chronic diseases, or the general population. 

2. Utilization of self-report for the variables studied always involves the risk of 

subjects providing socially desirable or defensive answers, thus distorting the 

findings. 

3. The design of the study might have posed a risk for several threats to internal 

and external validity.  Internal validity threats included the characteristics of 

the sample used in this study, testing effects and instrumentation bias.  

External validity threats included population validity or generalizability to the 

larger population due to the convenience sample used in this study. 

4. This study uses a sample of women with endometriosis who were randomly 

selected from the membership rosters of the Endometriosis Association. There 
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might be characteristics that are unique to the women in this sample. 

Therefore, results may not be generalizable to other women with 

endometriosis. 

5. The results from this study many not be generalizable to women who do not 

have access to healthcare whether it be due to lack of insurance or other 

accessibility issues. 

Chapter Two: Literature Review 

Introduction 

Examining the complex elements that might be indicative of strong patient-

physician relationships will produce a better understanding of what can be done to 

strengthen this relationship and reap its many benefits.  People suffering from chronic 

diseases that require them to make life-long changes benefit from strengthening their 

relationship with their physicians.  Research has shown this relationship to be a good 

indicator of treatment outcome, treatment adherence, patient satisfaction, and 

psychological adaptation to their disease (e.g., Lewis & Abell, 2002; Rothert et al., 

1997; Street & Voigt, 1997; Street et al., 1995; Larsson et al., 1992; Ashworth, 

Longmate, & Morrison, 1992; England & Evans, 1992; Peszenecker & Zerwekh, 

1989; Morris & Royle, 1988).  These factors are necessary for making a successful 

lifestyle adjustment and living with a chronic disease. This is important information 
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for the more than 45 percent of the American population currently living with a 

chronic disease (Gruman & Von Korff, 2000). 

There are numerous chronic diseases that could have been chosen for 

researching the factors that produce strong patient-physician relationships.  Examples 

include, diabetes, cancer, and arthritis.  However, endometriosis, a chronic disease 

that has not received much attention, was chosen as the focus of this study because of 

its prevalence and disabling nature. 

 

Scope of the Problem: the Predominance of Endometriosis 

Endometriosis is an ideal disease to study in order to understand the elements 

that help create strong therapeutic alliances.  Endometriosis affects a large number of 

women – 5- 15 percent of all women (Damewood et al., 1997; Ross, 2002; Morris, 

2001; Garner, 1997; Haney, 1990). Moreover, endometriosis is the chronic disease 

that afflicts the greatest number of women.  It is an enigmatic disease, the cause of 

which is unknown (Ballweg, 1995). It is the leading cause for infertility among 

women of childbearing age, the second leading indicator for hysterectomies, and the 

most common reason for hospitalization of women (Ross, 2002; Garner, 1997; 

Kjelruff, Erickson, & Langenberg, 1996; Olive & Schwartz, 1993; Garner & Webster, 

1985). 
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Women with endometriosis have endometrial tissue growing outside of the 

uterus.  The endometrial tissue can be found just about anywhere in the body, but 

most commonly it is found in the pelvic area, ovaries, and perianal regions.  When a 

womean menstruates and her hormone levels change, not only do the endometrial 

cells in the uterus develop, breakdown, and bleed, but so do the endometrial cells 

located elsewhere in the body; this can lead women to experience pelvic pain, 

dysmenorrhea (pain prior to or during menstruation), heavy and/or irregular bleeding, 

pain during sexual activity, diarrhea or constipation, and infertility (Hawkins, 1999; 

O’Leary, 1998; Damewood et al., 1997). 

The gynecological nature of this disease can cause a woman to experience 

numerous emotional, social, and psychological.  A woman who experiences multiple 

endometriosis symptoms may withdraw from a variety of social activities because she 

is limited by the pain she experiences; even everyday normal activities can be 

difficult to manage as endometriosis consumes her time and energy (Jones et al. 2001; 

Weinstein, 1988).  Painful sexual encounters and infertility can lead to relationship 

problems that leave her lonely, depressed, and devastated (Dorfman et al., 1995; 

Ballweg, 1987). Ultimately the woman can feel like her body is betraying her 

(Ballweg, 1995). 

The treatment for endometriosis may only treat the symptoms, while causing 

other undesirable side effects, these may include delayed ovulation through hormonal 

therapy, or may lead to a premature hysterectomy and infertility (Ross, 2000; 
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Hawkins, 1999; O’Leary, 1998; Garner, 1997). The outcome of this chronic disease 

will depend on multiple factors, the most important of which may be the woman’s 

relationship with her physician.   

 

Patient-Physician Relationships  

The patient-physician relationship has evolved dramatically since the middle 

of the last century (Czaplyski, 2002; Sabatini, 1998).  A number of factors have led to 

changes in the patient-physician relationship and have now facilitated the 

development of a true Therapeutic Alliance between the patient and her provider. Yet 

little is known about how the current patient-physician relationship facilitates the 

Therapeutic Alliance and what effect this might have on the future of health care.  

This section summarizes the history of the patient-physician relationship and the 

current research in this area. 

Paternalism 

Paternalism is the term used to describe the earliest form of patient-physician 

relationships.  Paternalism is characterized by the “father like” or “paternal” 

physician who assesses the patient’s condition and determines the best treatment.  

This gives the patient comfort as the physician takes on a father figure role, caring for 

the patient and telling her what to do to get better.   
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In the paternalistic model, the physician has the responsibility to provide 

interventions to promote the patient’s health and well-being.  The physician assesses 

the patient’s condition and determines the best procedure to follow to restore the 

individual’s health.  The physician then provides selective information to influence 

the patient to agree on the treatment protocol.  The patient’s role in this interaction is 

minimal and passive.  In the paternalistic model, the assumption is made that the 

shared objective is to make the patient well.  This allows the physician to decide what 

is best for the patient with limited patient participation (Emanuel & Emanuel, 1992).  

Patients enjoy this type of relationship because the supportive nature of paternalism 

provides relief from the burden of worrying about their illness. Paternalism is widely 

regarded as the traditional type of patient-physician relationship and is still seen as 

the most common form (the President’s Commission, 1982; Szasz & Hollender, 

1956; Parsons, 1951).  

Consumerism 

The 1960’s were characterized by a change in the business world called 

consumerism.  During the post World War II period, individuals realized that their 

purchasing habits were no longer driven by product availability, but rather by 

consumer preference.  The surplus production of consumer goods shifted the 

purchasing power from manufacturers and retailers to consumers.  Simultaneously in 

the healthcare arena, focus was shifting from curative to preventative medicine.  
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Shifting to preventative medicine placed more power over healthcare issues in the 

hands of the patient. Together, the consumer movement in business and the healthcare 

shift to preventative medicine resulted in a cross over of consumerism into healthcare 

as patients became more aware of their own healthcare purchasing power (Emanuel & 

Emanuel, 1992). 

This new found purchasing power created many changes in the patient-

physician relationship.  More and more physicians found themselves having to 

convince patients that they needed to become consumers of their services and that 

they needed routine check ups even if they were feeling fine.  Patients became 

somewhat reluctant to continue accepting the physicians’ authority at face value and 

began demanding more information and decision-making power over their treatment.  

This marked the birth of consumerism in healthcare and the move away from 

paternalism (Haug & Lavin, 1983; Reeder, 1972). 

Consumerism is characterized by high patient control and low physician 

control.  In this relationship, the physician becomes a resourceful informant who 

analyzes the patient’s symptoms, codetermines a diagnosis, educates the patient about 

the treatment alternatives including their pros and cons, and allows the patient to 

make the decision.  As technical experts, physicians are under the obligation to 

provide quality information and maintain competence in their area of expertise and to 

consult with others when their knowledge or skills are lacking (Emmanuel & 

Emmanuel, 1992). 
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Mutualism 

Mutualism represents the middle ground of the continuum between 

paternalism and consumerism.  In this model, patients and physicians establish a 

partnership in order to maximize the patient’s health.  The Oxford English Dictionary 

(1995) defines a partner as “a person who shares or takes part with another or others.”   

This is a good definition for what occurs in the mutualistic model.  The adoption of 

this model of care was most pronounced in the late 1980s when the Department of 

Health and Human Services recommended that the views and preferences of 

consumers be taken into account when planning and delivering healthcare (Cahill, 

1998). 

In the mutualistic model, patients and physicians share all stages of the 

decision- making process simultaneously.  There is a two-way exchange of 

information where both doctor and patient reveal their treatment preferences, give 

rationale for these preferences, and agree on the decision to implement (Beaver et al., 

1996).  Respect is retained for the physician’s knowledge and authority, as physicians 

are the ones providing the information upon which all the medical decisions are to be 

made.  Yet there is also a respect for the patient’s needs and values.  Consideration is 

given to the individual patient’s lifestyle and the impact that this treatment will have 

on her life (Berger, Anderson-Harper, & Kavookjian, 1997).   

The challenge for doctors using this model is to create an environment in 

which the patient feels comfortable expressing his or her treatment preferences 
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(Charles et al., 1999).  Only if this is achieved can there be communication that 

allows for an effective sharing of information. In this model, the patient and physician 

together make the best treatment decision; this is the development of the Therapeutic 

Alliance.    

There are problems associated with attempting to build this type of 

relationship.  The main problem is that building a Therapeutic Alliance takes time, 

and time in the healthcare industry means money.  In our current healthcare industry 

of Health Maintenance Organizations (HMOs), Point of Service (POS), and Preferred 

Provider Organizations (PPOs), there are disincentives and funding constraints that 

affect the patient-physician relationship. Insurance companies leave physicians no 

choice but to reduce the amount of time they spend with each patient.  Nonetheless, 

vast research now exists that supports the benefits of mutualistic relationships 

between patients and their physicians. 

Patient satisfaction (Ashworth et al., 1992; England & Evans, 1992; 

Peszenecker & Zerwekh, 1989; Clayton, 1988; Dennis, 1987), treatment outcome 

(Larsson et al., 1992), treatment adherence (Hopkins, 2002; Ciechanowski, Katon, 

Russo & Walker, 2001; Klang et al., 1999; Rothert et al., 1997), and psychological 

adjustment to the disease (Street, Voight, Geyer, Manning, & Swanson, 1995; 

Meredith, 1993; Fallowfield, et al., 1990; Morris & Royle, 1988) are some of the 

benefits of patient-physician relationships in which the patient is an active participant.  
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Mutualistic relationships provide the ground upon which the Therapeutic Alliance can 

occur.    

 

The Therapeutic Alliance 

The Therapeutic Alliance is a complex process that allows a patient and her 

physician to work together as a partners.  Kim, Boren, and Solem (2001) describe the 

Therapeutic Alliance as a dynamic interactive process that helps transform the patient 

from a previously passive partner into an active participant.  The Therapeutic 

Alliance consists of four major concepts: communication, collaboration, integration, 

and empowerment.  

Communication is the foundation upon which relationships are established.  

Good communication between the patient and her physician is facilitated by the 

nonjudgmental attitude, acceptance, warmth, and empathy of the physician (George, 

1997).  These subtle factors are important when initially creating the bond between a 

patient and her physician.  The trust and respect within such a bond nurtures a safe 

environment in which the patient can express her concerns, points of view, and 

values. This allows for a free exchange of information and lays the foundation for 

collaboration (Maguire & Pitceathly, 2002; Kim et al., 2001; Davison & Degner, 

1997; Neufeld, Degner & Dick, 1993). 
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Patient collaboration refers to how the patient and her physician work together 

in pursuing the mutually negotiated goal of patient health (Kim et al., 2001).  This 

process requires them to work together in establishing health care goals through 

negotiation of what is best for the patient and what the patient believes she can adhere 

to and incorporate into her lifestyle.  Patient participation in both establishing goals 

and cooperation in the decision making process achieves patient collaboration. 

In order to facilitate patient collaboration, there must be an integration of 

power (Kim et al., 2001).  The physician’s medical knowledge, skills, and experience 

places the physician in a position of power with respect to the patient.  As the 

physician shares information with the patient about her health, treatment choices, 

possible treatment complications, and expected outcomes, the patient’s level of power 

begins to equal the physician’s.  Initially, the patient’s power is based solely on her 

personal experience with the disease and its symptoms. The sharing of information by 

the physician helps to increase, and eventually equalize, the power held by the patient 

with respect to her physician.  This sharing of information is the foundation of 

successful integration. 

The fourth facet of the Therapeutic Alliance is patient empowerment (Kim et 

al., 2001).  When patients are empowered, they share the treatment decision-making 

power with their physicians, become active participants in their health, and take on 

responsibility for the outcome.  A higher level of patient empowerment can help a 

patient feel less like a victim of disease, and more like an active participant in 
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controlling the outcome. Patient empowerment can not occur without initial 

communication, sharing of information, integration, and collaboration with the 

physician. 

These four intricately related concepts make up the Therapeutic Alliance.   A 

more in-depth look at the literature concerning communication with the physician and 

patient empowerment follows. Collaboration and integration are not reviewed in 

depth due to their overlap with communication and empowerment.  

 

The Therapeutic Alliance: Communication with the Physician 

One key factor in the creation of a Therapeutic Alliance is the amount of 

information patients receive concerning their medical condition, its treatment, and the 

expected treatment outcomes (Czaplyski, 2002; Stewart, 1995; Hall et al., 1988).  The 

information exchanged through communication with the physician is critical for the 

patient.  Obtaining information is a precursor that enables coping, mastering of 

stressful situations, and gaining control (Klang et al., 1996; Miller, 1992; Derdiarian, 

1987; Cohen & Lazarus, 1979).  It can also have a direct effect on the patient’s level 

of adherence to treatment and lifestyle changes.  Information has been identified as 

the major source of personal control for patients with chronic illnesses (Davison & 

Degner, 1997).  Gaining control increases one’s locus of control, which in turn 

increases one’s self-efficacy and adherence to a treatment protocol (Glantz et al., 

1997; Haynes, McKibben, & Kanani, 1996; Lowe et al., 1995).   
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Moreover, increased patient knowledge facilitates involvement in the 

decision-making process (Grumke & King, 1994).  Lack of understanding and 

knowledge can be a major factor contributing to poor adjustment and anxiety 

(Rodgers et al., 2002; Nitz & Shayman, 1986).  Understanding what will happen 

reduces the sense of uncertainty and provides a better sense of control (Miller, 1992), 

especially when the relationship with the physician is such that the patient can freely 

express her concerns, values, opinions, and point of view (Bensing, 2000).  

Communicating with patients is important because it provides them with 

information that allows for increased participation in the decision-making process 

(Cassileth, Soloway, & Vogelzang, 1989), increased satisfaction with the medical 

encounter, a stronger ability to cope with the stress of diagnosis, and more control 

(Davison & Degner, 1997).  Informed patients are more satisfied with their healthcare 

and are more likely to comply with treatment and medication regimes (Gabello, 

1997). Information becomes one of the greatest resources that patients use for coping 

with their illness.   

In addition to the benefits that providing patients with information can have 

on their health, there are also legal reasons for providing this exchange. Every patient 

has a right to full and accurate information about his or her medical condition (Davis, 

1992).  This legal principle arose primarily through court decisions concerning 

informed consent, but over time physicians recognized that most patients prefer to 

learn the truth about their condition (Hasting Center Report, 1999).  
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In the patient-physician encounter, communication is more than simply the 

sharing of information; it is a continued dialogue, a series of important interactions. 

The patient should be confident asking questions, expressing her opinions, sharing 

her values, and communicating her concerns.  When the patient feels comfortable 

expressing her treatment preferences, there can be a flow of information that allows 

the patient and her physician to make the best decision about treatment (Charles et al., 

1999).   

Physicians often overlook one of the most important patient concerns in 

respect to chronic diseases – how the disease affects a patient’s lifestyle.  Gruman and 

Von Korff (2000) indicate that physicians rarely ask patients questions about how 

their chronic illnesses affect their work and home life because they are untrained and 

unable to do anything about this aspect of the chronic illness.  This can negatively 

affect the communication that facilitates the partnership development in the patient-

physician relationship.  Asking these questions, or at least being open to discussing 

them, is very important for the development of strong Therapeutic Alliances (Berger 

et al., 1997).  Sherrie H. Kaplan and colleagues (1996) indicate that patients who ask 

questions, elicit treatment options, express opinions, and state preferences about 

treatments during office visits with physicians have measurably better outcomes than 

patients who do not.  Physicians who have participatory styles appear to be more 

popular with patients and have less patient turnover (Kaplan et al., 1996). 
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In addition to the verbal exchange of information during medical encounters, 

physicians can also provide patients with written patient education materials. 

Research on patient needs has revealed that patients would like to have more written 

information made available to them (Donovan & Blake, 1992; Caughey, 1989). 

Klang, Bjorvell, and Clyne (1999) studied patient education of predialysis patients 

and found that patients who received patient education materials had less anxiety and 

were better adjusted to the treatment than those who received only routine 

information. 

Ultimately, communication and exchange of information, whether it be 

written or verbal, results in patients who are better able to take care of their health.  

These patients will require less costly medical attention because they will develop 

healthier lifestyle habits, and detect illness sooner, and the interventions to treat their 

illnesses will be less costly (Beaver et al., 1996). 

Communication is an integral part of establishing the Therapeutic Alliance.   

The benefits of informed patients whose physician empathizes with them are evident 

in the literature reviewed. Health communication lays the foundation for 

collaboration during the patient-physician encounter. 
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The Therapeutic Alliance: Patient Empowerment 

Patient empowerment has been broadly defined as the enabling process 

through which individuals or communities take control over their lives and their 

environment (Berger et al., 1997).  Empowerment is defined as moving decision-

making to the lowest level where competent decisions can be made. This requires an 

environment of autonomy where mutual trust and respect are encouraged (Szaloczy, 

1998).  Empowerment results in enhanced patient care, increased satisfaction and 

self-esteem, fewer sick days, and decreased employee attrition (Szaloczy, 1998). 

Czaplyski (2002) explains the principle of patient autonomy which he defines 

as the empowerment of the patient over the medical decision-making process.  He 

cites the court case, Cantebury vs. Spence, which defines informed consent as 

providing patients with the opportunity to knowledgeably make decisions over their 

medical treatment by being informed of all options and risks.  He indicates that today, 

court rulings continue to support the notion that even though physicians have medical 

expertise, the patient makes the final treatment decision.  Thus, even the court system 

is encouraging patient empowerment. 

Patient empowerment assumes that patients are making important and 

complex decisions about their healthcare, that they experience the consequences of 

both having and treating the illnesses, and that the final determination of the treatment 

is the right and responsibility of the individual patient.  From this point of view, it 

becomes the patient’s responsibility to make informed decisions about her own 
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medical care (Berger et al., 1997).  Funnell et al. (1991) state that patients are 

empowered when they have sufficient knowledge to make rational decisions, 

sufficient control and resources to implement their decisions, and sufficient 

experience to evaluate the effectiveness of their decisions. The patient needs both 

knowledge and self-awareness about her values, needs, and goals and aspirations 

regarding the illness. 

When individuals are empowered, their health self-efficacy expectations are 

strengthened (Davison & Degner, 1997).  They see themselves as more capable of 

doing what is necessary to protect their health. Likewise, should they be suddenly 

diagnosed with an illness or disease, they are usually better able to cope with the 

diagnosis and are quicker to reintegrate into normal life functions than patients with 

low health self-efficacy expectations. 

In order for a patient to feel that she has the ability to participate in the 

decision-making process, she must first believe her physician is prone to soliciting or 

to at least allowing patient participation (Cooper-Patrick, 1999).   The communication 

that exists between the patient and physician will indicate whether the physician is 

responsive to patient participation.  The patient should feel encouraged to ask 

questions and play an active role in the medical encounter.  This sets the stage for an 

information exchange which will help educate the patient, therefore allowing her 

greater capability to make solid informed decisions about the treatment.  
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D’Alessandro & Dosa (2001) and Bruegel (1998) indicate that information is the key 

to patient empowerment. 

Richard Grol’s (2001) review of literature indicates that greater patient 

involvement and control lead to better treatment adherence and ultimately to better 

health.  He also found that physicians who were more patient centered and involved 

their patients in the treatment decision-making process were more satisfied with the 

medical encounter.  But he also found that, although the majority of literature 

indicated that all patients wanted information, not all desired to be involved in the 

treatment decision. 

In a strong Therapeutic Alliance, both the patient and the physician participate 

in the decision-making process (Charles et al., 1999; Emmanuel & Emmanuel, 1992).  

The physician remains the authority figure who explains the treatment options with its 

pros and cons, so that together, they make the final decision.  This allows for 

consideration to be given to the patient’s values and additional factors that influence 

decision-making such as clarity, simplicity and consistency of treatment 

recommendations, advice from family and friends, availability to speak to others, and 

whether the physician is honest and caring (Fergusson et al., 1998; Kelly-Powell, 

1997). These factors ultimately ensure that the final decision is best for the patient 

(Berger et al., 1997).  

 



 33

 Making a Case for the Therapeutic Alliance 

In this era of chronic disease, it is important to understand the mechanism for 

developing strong therapeutic alliances.  When a serious illness or life threatening 

illness exists, the patient-physician relationship becomes more important.  A patient’s 

values and preferences should be known and respected.  It is the physician’s 

responsibility to initiate this exchange (Charles et al., 1999).  The Therapeutic 

Alliance is even more important when the illness is an extended one that will affect 

every facet of the patient’s life.  Many chronic diseases require extensive lifestyle 

changes. The patient’s values and treatment preferences can determine the success of 

adherence to the treatment protocol and the lifestyle change (Ciechanowski, Katon, 

Russo, & Walker, 2001; Klang et al., 1999; Kelly-Powell, 1997; Rothert et al., 1997).  

Given the number of Americans who currently have some form of chronic 

disease, recognizing a shift in the development of patient-physician relationships will 

help healthcare providers to maximize the potential impact of the Therapeutic 

Alliance.   Currently some 100 million Americans, about 45 percent of the 

population, now suffer from chronic conditions such as arthritis, asthma, cancer, heart 

disease, multiple sclerosis, Alzheimer's disease, Parkinson's disease, and diabetes 

(Gruman & Von Korff, 2000). In the case of endometriosis, 5-15 percent of all 

women might be affected.  Following are some studies of patient participation in 

treatment decision-making in chronic illness. 
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Beaver et al. (1996) studied treatment decision-making in women newly 

diagnosed with breast cancer to find out whether patients want more control over the 

decision-making process.  The result was that women newly diagnosed with 

malignant cancer were more likely to want to play a passive role, whereas women 

with benign tumors were more likely to want to play a collaborative role in the 

decision-making process.  Some of the women diagnosed with cancer later became 

more active participants in their healthcare decision-making.  This occurred as they 

gained more information and began coping with the diagnosis.  Bilodeau and Degner 

(1996) also found similar results.  Patients have a tendency to want their physicians or 

someone else to make the decisions for them when they are faced with an acute and 

possibly terminal illness. Yet research indicates that they fare much better if they 

eventually assume a role of high responsibility in the decision-making process.  This 

has been observed in studies such as those of Degner (1992) and Fallowfield, Hall, 

Macquire, and Vaum (1990).   

Reaby (1998) also studied women with breast cancer in an attempt to 

understand the role of decision-making and information about the treatment 

alternatives.  She found that there is a need for women to be informed and encouraged 

to participate in treatment decision-making because it plays such a big role in their 

health outcomes.  She found that patients who are better informed and educated about 

their healthcare alternatives have a better sense of control and a better overall health 

outcome.  Reaby indicates that physicians need not merely inform their patients about 
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treatment alternatives, but also ensure that they encourage questions, involve their 

patients in the decision-making, clarify facts, and ensure that the patients know how 

the various decisions will impact their lives. 

Neufeld, Degner, and Dick (1993) studied Canadian women with breast 

cancer. Their intervention consisted of providing the women with counseling, such as 

helping them develop questions to ask the physician, and helping them to obtain the 

information they wanted. This nursing intervention to increase patient’s ability to 

participate in the decision-making process resulted in greater patient participation and 

better treatment outcome.    

Davison and Degner (1997) studied a group of men newly diagnosed with 

prostate cancer.  Their premise was that providing these men with access to 

information about their illness would enable them to assume a more active role in the 

treatment decision-making.  They also examined whether this intervention would 

decrease the anxiety and depression associated with the illness.  Although the 

majority of men preferred to delegate decisional responsibility to their physicians, 

they wanted to be informed about treatment options, stages of the disease, and the 

likelihood of being cured.  The more recent the diagnosis, the more likely the patient 

preferred a passive role.  These findings concur with Reaby (1998), Beaver et al. 

(1996), and Bilodeau & Degner (1996).  The patients who were assisted in getting 

information about prostate cancer had lower levels of state anxiety at six weeks 
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following the diagnosis and intervention and played a more active role in the 

treatment decision. 

Given the findings of these researchers concerning the role of information on 

health outcome of chronic disease, it is easy to recognize the importance of 

information exchange.  Women with endometriosis who are actively involved in the 

treatment decision-making will benefit from better treatment outcome, greater 

integration of the treatment into their lifestyle and lower levels of anxiety.  

Information will serve to empower them. 

Kelly-Powell (1997) studied a small sample of adults with heart disease, 

cancer, or renal failure who recently had to make decisions about their treatment.  The 

patients based their decisions on past events, present life circumstances and future 

plans.  This research supports the need for healthcare providers to be more receptive 

to individuals’ values and to understand the nature of their perceptions.  Furthermore, 

she found that fully informed decision-making required healthcare providers to 

understand how the treatment would affect patients’ bodies, their lives, and their 

relationships with significant others.  Since endometriosis affects each woman 

differently, it is important that physicians listen to the woman’s concerns about how 

this disease affects her and help her find the treatment that best suits her unique 

situation and lifestyle. 

Harvey, Kazis, and Lee (1999) used the data from the Veterans Health Study 

to examine decision-making preference and decision-making opportunity.  They 
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found that patients with less severe illnesses prefer to play more active roles in the 

decision-making, while patients with severe illnesses prefer to play a more passive 

role.  The younger the persons, the more they desired to be active participants.  

Mansell et al. (2000) found similar results.  Participation was highly positively 

correlated with patient satisfaction. 

Rothert et al. (1997) studied a group of menopausal women (n=379) and 

found that educating women through lecture/discussion about menopause increased 

their adherence to treatment more than just supplying only a brochure.  There was 

greater satisfaction and self-efficacy among the women who participated in the 

groups.  All three interventions were found to be successful in affecting patient 

decision-making (Kelly-Powell, 1997; Harvey, Kazis, & Lee, 1999; Rothert et al., 

1997).  These studies provide support for patient decision-making and the necessity to 

understand the patient’s decision and plan. They found that informed patients are 

more satisfied with the medical encounter and adhere better to treatment.   

Sillimman, Dukes, Sullivan, and Kaplan (1998) asked the question: where do 

older women get information regarding breast cancer care and how helpful do they 

perceive each of these sources to be?  Women obtained information from a variety of 

sources, but primarily from their physicians.  The breast cancer information was rated 

very or somewhat helpful.  Women desired to know what questions to ask their 

physicians about breast cancer and treatment options.  Poor communication with their 
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physicians impeded their involvement in the decision-making process.  An inability to 

participate resulted in a negative impact in the individual’s emotional well-being. 

Street et al. (1995) examined information impact and decision-making in 

elderly breast cancer patients.  Individuals who were better educated desired a larger 

role in the treatment decision-making process.  The better educated the individual 

was, the more active the role desired in the treatment decision-making process.  

Patients whose physicians encouraged involvement were more likely to be active 

participants.  Of the two methods of patient education used, women who viewed the 

multi-media program were more involved in the decision-making than those who read 

a brochure. More active patients believed that they had greater control over their 

health, which in turn contributed to better health and quality of life.  When patients 

were given a choice over the treatment and they perceived their physicians to 

genuinely care, there were fewer complications with the treatment outcomes.  

Providing patients with preconsultation education was a successful strategy. It 

increased patient participation and understanding of the treatment options. The 

physician’s predisposition to patient involvement was positively correlated with 

greater patient participation.  

Weeks et al. (1998) studied patients with metastatic cancer of the colon and 

lung. Enhanced communication between patients and physicians ensured that patients 

were better informed about their treatment alternatives and prepared them to make 
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decisions that were aligned with their values.  Better communication led to less 

patient suffering at the end of life. 

It is evident that information is key to greater patient participation in the 

decision-making process.  Women with endometriosis might thus benefit from greater 

information by being more confident in their ability to participate in the decision-

making process, experiencing greater satisfaction with the medical encounter, and 

experiencing greater control regarding her health. 

Overall, patients who have chronic illnesses benefit from being active 

participants in the treatment decision-making process.  Patients who have been newly 

diagnosed often prefer to let their physicians make treatment decisions, but once the 

shock of the diagnosis wears off, they desire a more active role in all decision-making 

processes.  The majority of patients want to be informed about their disease, its 

treatment, and expected outcomes (Guadagnoli & Ward, 1998).  The patients who are 

more active participants overall tend to fare better because they adhere more readily 

to treatment, are more satisfied with the medical encounter, and have an overall better 

health outcome. This makes a strong case for the potential importance of the 

development of strong Therapeutic Alliances for women with endometriosis. 
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Patients’ Communication Self-efficacy with Their Physicians 

Self-efficacy refers to an individual’s beliefs in her ability to do or have 

control over something.  It is the central concept in Bandura’s social cognitive theory 

(1986), which attempts to predict and explain human behavior.  He proposes that self-

efficacy is the most important prerequisite for behavioral change.  It affects how 

much effort a person invests in a given task and how successful they are at mastering 

it.  Communication Self-efficacy with her physician is thus defined as the woman’s 

assessment of her effectiveness or competency in communicating with her physician. 

 One important thing that Bandura (1986) points out is the fact that self-

efficacy is not a global trait or a personality characteristic; instead, it may vary across 

behaviors and contexts.  For example, a person might have high self-efficacy for 

exercising regularly, but low self-efficacy for passing physics.   

Bandura (1982) explains self-efficacy as consisting of two elements which he 

calls efficacy expectations and outcome expectations.  Feeling that I communicate 

well with my physician is an efficacy expectation, while feeling that if I communicate 

well with my physician, he/she will give me the best treatment possible is an outcome 

expectation.  Since physicians are traditionally viewed as authority figures who are 

knowledgeable and distant, many women might not feel confident in communicating 

with their physicians.  

Strecher et al. (1986) indicate that the appraisal of the efficacy information is 

important because the manner in which information is weighted and interpreted by 
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the individual influences perceived self-efficacy.  Therefore, it is important that 

boundaries for the efficacy item being studied be well defined.  In this study, general 

Communication Self-efficacy with her physician will be studied.   

Since little research is available in Communication Self-efficacy, looking at 

studies on health self-efficacy is appropriate; after all, it is a woman’s search for 

health that will drive her Communication Self-efficacy with her physician.  Several 

health self-efficacy studies indicate that individuals with high self-efficacy in various 

preventative behaviors are more likely to be involved in preventative care, will seek 

early treatment, and are more optimistic about the outcome expectancy (Grembowski 

et al., 1993; Sherer et al., 1982).  Individuals with high health-self efficacy are likely 

to rate their overall health as better.  They get sick less often, are better able to 

recover from illnesses, and can better maintain healthy behaviors than people with 

low self-efficacy.  They are more likely to control behaviors, adopt and maintain 

healthy behaviors, and stop counterproductive behaviors. Overall, high health-self 

efficacy has a positive result on the individual’s health and well-being. A woman’s 

Communication Self-efficacy with her physician may be instrumental for health self-

efficacy and thus, may produce similar positive results. 

A reciprocal relationship exists between efficacy expectations and 

performance.  When a woman is successful at communicating with her physician, it 

increases her efficacy expectations and in turn increases her Communication Self-

efficacy.  This relationship is bi-directional.  Individuals with high self-efficacy tend 
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to persist at a task until they have successfully mastered it, while individuals with low 

self-efficacy tend to give up prematurely. Successful performance provides the 

greatest reinforcement to self-efficacy.   

In the communication literature, the concept of communication competence is 

the closest match to the Communication Self-efficacy concept of this study.  

McIntyre, Babin and Clement (1999) examined perceived communication 

competence which by their description appears synonymous with Communication 

Self-efficacy.  They describe communication competency as the patient’s perceived 

competence pr ability to communicate with their physician.  They indicate that when 

an individual perceives herself to have poor communication competence she is less 

willing to communicate.  This perception might be accurate or inaccurate because a 

person might in fact be a good communicator, but perceive herself as a poor 

communicator due to other factors such as having poor self-esteem.  Their research 

concurs with that of other researchers they cited indicating that perceived 

communication competence is a direct indicator of actual communication activity. 

McNellis (2002) defines communication competence slightly different from 

McIntyre, Babin and Clement (1999). He describes communication competence as 

the actual ability to communicate and not as the person’s perception of their 

communication skill level.  Nonetheless, McNellis (2002) provides information to 

help conceptualize what is deemed in this study as Communication Self-efficacy.  His 

didactic explanation of communication competence stems from its strong foundation 
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in information exchange and relationship building.  He found information exchange 

to carry the greatest weight in determining competence. He explains that information 

exchange is composed of the patient’s Information Seeking Preference, the 

physician’s information giving role, and the verification of the validity of the 

information.  Relationship development includes whether the physician is caring, his 

expression of concern, detachment, and empathy with the patient.   

McNellis (2002) found that patients play the role of information giver more 

than they seek information which is contradictory to the components of the 

communication competence theory he utilizes.  Perhaps this is due to the physician’s 

role in asking informational questions about the patients’ current ailments.  Patients 

tend to embed questions within their responses rather than answering directly.  Then, 

it is up to the physician whether to answer the statement as a question or continue the 

conversation and his/her information gathering.  If patients expect their physicians to 

answer these embedded questions and they do not, they see their physicians as not 

very competent communicators. Physicians who don’t answer patients’ questions may 

deter further attempts to ask questions. 

Efficacy can be strengthened through vicarious experiences and emotional 

arousal (Bandura 1986).  Vicarious experiences occur when an individual watches the 

actions of another person and sees the reinforcements that person receives.  One has 

to be careful with emotional arousal in order to not arouse the emotions that cause 

fear and can negatively affect the desired behavior.  For example, soliciting positive 
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emotions about being healthier, looking better, and having more energy due to weight 

loss might help increase one’s efficacy towards successful weight loss.  Another way 

to solicit emotional arousal is through creating empathy with individuals who have 

succeeded, which is a form of vicarious experience.  Both vicarious experience and 

emotional arousal can play a role in the woman’s Communication Self-efficacy.  In 

this study, the effect of Communication Self-efficacy on the Therapeutic Alliance will 

be examined.  

 

Patient’s Expected Control over Treatment 

The degree to which a patient expects to have control over the final treatment 

decision will play a role in the Therapeutic Alliance by determining her level of 

participation in the decision-making process and her sense of empowerment.  

Patient’s expected Control over Treatment is influenced by how recently they were 

diagnosed (Beaver et al., 1996; Bilodeau & Degner, 1996; Degner, 1992; Fallowfield, 

Hall, Macquire, & Vaum, 1990).  Women who are recently diagnosed are more likely 

to want less control over their treatment (Beaver et al., 1996).  The severity of the 

illness also affects the desire for control; individuals with less severe illnesses have a 

greater desire for control (Bensing, 2000; Harvey, Kazis & Lee, 1999; Davison & 

Degner, 1997; Reaby, 1998; Beaver et al., 1996; Bilodeau & Degner, 1996).   Where 

a woman is on the continuum between illness and wellness plays a role in the amount 
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of control she wants to have over the decision-making process (Davison & Degner, 

2002). The closer the woman is to being well, the more control she desires to have 

over the decision-making.  Besides the role that time since diagnosis, severity of the 

diagnosis, and being well, there are other factors that influence the patient’s expected 

Control over Treatment.   

Education is positively correlated with an individual’s expected Control over 

Treatment (Street et al., 1995).  The younger the person, the more likely they are to 

desire more control over the treatment (Harvey et al., 1999; Williams, 1994).  Patients 

whose physicians encouraged involvement were more likely to expect to have more 

control (Street et al., 1995). 

Mansell et al. (2000) found that patients wanted more control over the major 

treatment decisions, but did not want as much control over the minor decisions.  

Patients also wanted to have control over any decisions that involved lifestyle 

changes such as diet and exercise. 

Miller (1997) found that individuals seek information in order to gain control 

of the situation. Gaining control over stressful situations is a very common coping 

strategy (Klang et al., 1996; Miller, 1992; Derdiarian, 1987; Cohen & Lazarus, 1979).  

Gaining control increases one’s locus of control, which in turn increases one’s self-

efficacy and adherence to a treatment protocol (Glantz et al., 1997).  Information has 

been identified as the major source of personal control for patients with chronic 

illnesses (Davison & Degner, 1997).   
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Patients expect their physicians to provide them with information in order to 

gain control over their disease.  Patients who frequently receive information from 

their physicians are likely to desire greater control over their treatment.   

Factors that influence a patient’s expected Control over Treatment include: a 

recent diagnosis, the severity of illness, education, age, and physicians’ 

predisposition.  How actively a woman expects to control her endometriosis treatment 

will predict the amount of control she will actually have. Examining whether this 

predisposition for control will drive the Therapeutic Alliance remains to be seen. 

 

Patient’s Knowledge of Endometriosis  

Patients today are better informed than ever before.  This may have occurred 

for many reasons: the information age, media attention to healthcare issues, 

healthcare information and programs available via mass media (Meredith, 1993), 

government investment in health promotion programs (Beaver et al., 1996), a shift in 

the healthcare funding mix, and the explosive adoption of the internet.  All of these 

together have created a greater awareness in the general public that they need to 

assume responsibility for their health and well-being.  

Many patients are seeking answers to their medical questions.  They are trying 

to become more educated about their illnesses and desire to interact more with their 

physicians (Biermann, Golladay, Greenfield & Baker, 1999; Caughey, 1989).  



 47

Patients who are better informed have better health outcomes (Kaplan, 1996).  

Increased knowledge can lead to better coping and adaptation to their illness (Carver, 

Shriver & Weintraub, 1989; Folkman & Lazarus, 1980). 

Based on this information, the amount of knowledge that a woman has about 

endometriosis will affect her Communication Self-efficacy with her physician.  When 

a woman feels she understands her ailment and has acquired the terminology 

associated with her disease, she should be more confident in communicating with her 

physician, i.e., have higher Communication Self-efficacy, than patients without this 

knowledge. 

A woman’s Knowledge of endometriosis can come from a variety of sources.  

Most likely the initial source will be her physician upon diagnosis of the condition 

(Sillimman, Dukes, Sullivan, & Kaplan, 1998).  From here, she will probably begin to 

seek other sources of information.  If a woman’s condition remains undiagnosed, she 

might turn to other sources to discover the potential source of her condition (Ballweg, 

1987).  All sources that the woman turns to for information will shape her Knowledge 

of endometriosis.  Since one of these sources is the Internet, it is appropriate that this 

study examine some preliminary information about the impact of the internet. 
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Health information available on the Internet 

Current research indicates that 40 percent of the more than 50 million Internet 

users worldwide are seeking medical information (Grol, 2001; Bell, 1999).  

According to the 1997 Internet Industry Almanac (Englebrandt, 1998), U.S. citizens 

make up 54.7 percent of all Internet users.  In September 1997, of the 53.2 million 

Internet users, 44.2 million used the World Wide Web. Patients are seeking answers 

to their medical questions (Mandl, Kohane, & Brandt, 1998; King, 1997).  They are 

trying to become more educated about their illnesses and have a greater desire to 

interact more with their physicians (Biermann et al., 1999; McLelland, 1998; Myrick 

& Sabella, 1995; Caughey, 1989).  

Individuals query healthcare professionals on the Internet (Apgar, 1997).  One 

medical information site, Talk to a Physician, reported more than 200 million requests 

for information in 1998 (Graber, Roller & Kaeble, 1999).  Currently, both patients 

and physicians who are early adopters of the Internet technology are using the 

Internet to select or understand therapy for an established diagnosis, to understand 

prognosis of an established diagnosis, and to obtain patient information about a 

disease or medication (Feguson, 1998; Widman & Tong, 1997). 

The vast amount of health information available on the Internet is driving 

people to use the Internet as a research tool.  Several peer review health journals are 

available free online or for a fee. One example is the Journal of the American Medical 

Association.  Many abstracts and full text articles are also available through search 
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engines such as Medline, Biosis, Cinahl, and HealthStar, easily accessed through 

university libraries via the Internet.  The annual number of Medline searches alone 

soared from 800 thousand in January 1997 to 30 million in January 2002 (National 

Library of Medicine 2003).  This vast increase in searches includes an increased 

number of searches by patients.  The result of these searches will provide the most 

credible health information available on the Internet, but unfortunately these are not 

the sources that the average person turns to when investigating a health problem.   

The majority of Internet users utilize popular search engines such as Yahoo, 

Go.com, Altavista, Google, and Webcrawler.  These lead to a variety of sites that are 

sponsored by individuals, organizations, and businesses that may not provide the  

most accurate health information.  Nonetheless, these sites are being accessed by 

patients who are using the information to make critical healthcare decisions 

(Golladay, Greenfield, & Baker, 1999; DeGeorges, 1998; Englebrandt, 1998).    

Other Internet users go to popular medical websites such as DrKoop, 

Healthonline, Global Health Network, Cliniweb, BioMedNet, WebDoctor, PubMed, 

MedSurf, WebMD, MedicalMatrix, and Rx. Internet users also search for medical 

information on university, government agency, and non-profit health organization 

websites. Some of these sites contain accurate information about healthcare, but often 

provide links that may route the surfer to information that may be questionable.   

One of the incredible things about the health information available on the 

Internet is the quantity of information that patients can obtain quickly (Hersh, 1999).  
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Ten years ago, getting the same information would have taken days or weeks.  Such 

quick access to information may interfere with a patient’s evaluation of it. This is of 

great concern due to the questionability of the information’s accuracy (Mair & 

Whitten, 2000; Biermann et al., 1999; DeGeorges, 1988b; Jadad & Gagiliardi, 1998), 

lack of credible information (Englebardt, 1998; Silberg, Lundberg, & Musacchio, 

1997), and the high readability level of on-line medical information (Graber, Roller, 

& Kaeble, 1999). 

On the other hand, the Internet might soon become the most useful tool in 

enhancing the patient-physician relationship.  The Internet provides a rich source of 

patient education materials (Helwig et al., 1999) and a platform for health 

interventions (Glasgow et al., 1999).  It contains a rich source of medical facts, advice 

and support for patients. It is evident that some physicians do indeed use online 

information as patient education materials (Bell, 1999).  This may enhance the 

Therapeutic Alliance because patients cannot possibly retain all the information 

shared during the medical encounter, so written patient education materials are an 

appropriate supplement (Helwig et al., 1999; Sandrick, 1998).   

Newsgroups, listservs and chat rooms are another way for people to 

participate in receiving health information via the Internet (Peters & Sikorski, 1997).  

Each of these are targeted to a specific topic.  Newsgroups are created with the 

purpose of providing people with the latest information from various news sources in 

the topic area.  Listservs are interactive settings in which the list members participate 
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by answering questions related to the topic.  These lists are one way in which Internet 

users can interact with others and share information about their diseases, lifestyles, 

treatments, adherence, and treatment outcomes.   Conference, live interactive 

interviews, and chat rooms offer an opportunity to learn about and share expertise 

(Giffords, 1998; Lambert, 1997).  Giffords indicates that the Internet is a new way to 

communicate that affords the user access to a vast amount of information that can add 

to their expertise. The bottom line is that access to health information through the 

Internet is easy and the amount of information available is vast.  The patient must be 

able to filter between the accurate and the inaccurate. 

                                                                                                                                                   

Patient’s Information Seeking Preference 

 Information seeking refers to the degree to which an individual seeks out 

information and their desire to ask for information. It is a precursor to problem-

focused coping that drives the individual to seek information in order to gain control 

of the situation (Miller, 1987); this enables very common coping strategies that are 

aimed at mastering stressful situations (Klang et al., 1996; Miller, 1992; Derdiarian, 

1987; Cohen & Lazarus, 1979). Seeking information gives patients a better 

understanding of risks, alternatives, treatments, and outcome (Klang et al., 1996; 

Miller, 1992; Cohen & Lazarus, 1979).  Living with a chronic disease such as 

endometriosis is a stressful situation that must be mastered in order for the patient to 
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remain functional. Information has been identified as the major source of personal 

control for patients with chronic illness (Davison & Degner, 1997).  Information 

becomes one of the greatest resources that patients use for coping with their illness.  

Coping skills allow a patient to manage various stressors so that excessive 

stress does not interfere with the decision-making process. Folkman and Lazarus 

(1988) define coping as the cognitive and behavioral process used to manage various 

internal and external demands appraised as taxing or beyond the skills or capacity of 

the individual.  The coping literature indicates that coping is comprised of various 

styles.  

Folkman and Lazarus (1988) classify strategies as problem-focused or 

emotional-focused.  Billings and Moos (1981) suggest that coping consists of active 

behavioral strategies, active cognitive strategies, and avoidance strategies.  Active 

behavioral strategies are changes in behavior that are used to address the problem.  

Active cognitive strategies are used to change the individual’s perceptions, beliefs, 

and appraisal of the problem.  Avoidance strategies are the strategies that the 

individual engages in either in a cognitive or behavioral fashion that result in the 

avoidance of the stress associated with the problem.   

Carver, Scheier, and Weintraub (1989) suggest that coping is much more 

complicated than Folkman and Lazarus’ subdivision of problem-focused coping and 

emotional-focused coping.  They propose an instrument than contains thirteen 



 53

conceptually distinct subscales.  The subscales include active coping, planning, and 

seeking social support for instrumental reasons.     

Active coping is very similar to the main idea behind Folkman and Lazarus’ 

problem-focused coping and consists of taking active steps to try to remove or 

circumvent the stressor or ameliorate its effects.  This is seen as a proactive and 

adaptive form of coping.  Planning is another problem-focused coping strategy, that 

entails thinking about how to cope with a stressor.  When a patient plans, he or she 

generates action strategies, thinks about the steps to take and how best to solve the 

problem at hand. Seeking social support for instrumental reasons consists of seeking 

advice, assistance, and information.  The key element among these functional coping 

strategies is the need to seek and obtain information. 

Information seeking ultimately leads to active coping.  When one engages in 

active coping, one seeks more information about the problems, its implications, and 

ways to change the problem.  Likewise, when one is utilizing a planning coping 

strategy, one must first collect all the information about the problem and then make 

the plans to work through the problem.  If one does not seek out information prior to 

planning, all plans are less likely to be successful.  When one seeks social support for 

instrumental reasons, one is seeking advice.  Advice is information; information is 

what patients get from their physicians.  Without information seeking, none of the 

problem-focused coping strategies can be carried out.  Therefore, information seeking 

is inherent to the problem-focused coping strategies (Carver et al., 1989). 
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Biermann et al. (1999) found that patients have become more informed 

regarding their care and are seeking an increased amount of information regarding 

their diagnosis. Healthcare consumers are looking for and demanding more 

information about their health; they want to learn strategies to reduce risks and 

maintain or improve current health.  Patients are demanding to learn about their 

treatment choices and wanting to be active participants in the healthcare decision-

making process (Rothert et al., 1997).  

Lambert (1997) indicates that patients no longer see their physicians as just 

providing them with information, but more as consultants who guide them on the 

search for understanding.  In this role, patients expect their physicians to guide them 

to additional sources of information and subsequently help them interpret what they 

find. 

Since the Internet is a source of patient information, it is expected that the 

patient’s use of the Internet for health information will affect the individual’s 

Information Seeking Preference (Bell, 1999).  The premise is that the more 

information one has, the more questions that arise, thus the more one seeks 

information. 

The relationship between Information Seeking Preference and the Therapeutic 

Alliance is only apparent by the final impact that the Information Seeking Preference 

has on the health of the patient and her ability to cope with her illness.  In this study 
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an examination of the direct relationship between an individual’s Information Seeking 

Preference and the Therapeutic Alliance will be examined.   

 

Desire for Behavior Involvement 

 A patient’s attitude towards self-treatment and active behavior involvement in 

her medical care composes the patient’s desire for Behavior Involvement. A well-

informed woman who embraces self-treatment because she is practicing preventative 

measures will experience a positive effect on her health. These women know when to 

seek medical advice and pursue it.  On the other hand, attempting to practice self-

treatment when the problem really needs medical attention can be detrimental to the 

woman’s health.   

In order to achieve lifestyle changes, it is necessary to practice active 

behavioral involvement.  One must actively participate in behaviors that promote 

good health.  Active behavioral strategies are changes in behavior that are used to 

address the problem (Billings & Moos, 1981).  It is obvious that these behaviors must 

be adopted for better health. 

Past studies indicate that individuals with high self-efficacy in various 

preventative behaviors are more likely to be involved in preventative care, will seek 

early treatment, and are more optimistic about the outcome (Grembowski et al., 1993; 

Sherer et al., 1982).  Individuals who take more control of their health are likely to 
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rate their overall health as better.  They get sick less often, are better able to recover 

from illnesses, and can better maintain healthier behavior than people with lower 

control over their health.  They are more likely to control behaviors, adopt and 

maintain healthy behaviors, and stop counterproductive behaviors. 

The time since diagnosis and severity of the illness both affect a patient’s 

desire for behavior involvement.  Newly diagnosed patients with a life threatening 

disease desire to be less involved initially, once they have accepted their diagnosis, 

they are more likely to want to be more actively involved in their healthcare (Beaver 

et al., 1996).  Severity of the diagnosis also affects the patient’s desire for behavior 

involvement (Harvey, Kazis, & Lee 1999, Mansell et al., 2000). 

Patient’s age might also affect their desired level of behavior involvement.  

Younger patients have been found to have a greater desire to be active participants in 

their health care (Harvey, Kazis, & Lee, 1999; Mansell et al., 2000).   

Patients who have active behavioral involvement are likely to have a higher 

information seeking preference (Krantz, 1980).  In the Internet era, active behavior 

involvement might mean seeking out information on the Internet and becoming more 

knowledgeable about their illness.  This might be especially more prevalent among 

younger women who are more familiar with this new technology. 

Physicians also play a role in their patient’s desire for behavior involvement.  

Physicians who encourage their patients to be more active participants in their 

healthcare by educating and empowering them provided them with greater control 
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and better treatment outcome; these patients tended to be more behaviorally involved 

in their healthcare (Reaby, 1998). 

The alternate reality is that many chronic disease sufferers have to see 

multiple specialists and do not have adequate time to develop relationships with them.  

This can leave the patient with a sense of distance and mistrust for the physician with 

who they are not very familiar (Chaitin et al., 2003). Furthermore, if patients have 

seen multiple physicians with out receiving validation for their pain or a diagnosis, 

there might be a breakdown in the patient-physician relationship. 

Behavior involvement is a complex variable that can be affected by prior 

experience, knowledge, information seeking preference and the patient’s desire to 

take an active role in her health.  Active patient participation has been positively 

correlated with a good health outcome, better treatment adherence and patient 

satisfaction (Mansell et al., 2000; Guadagnoli & Ward, 1998; Degner, 1992; 

Fallowfield et al., 1990).  It is important to explore the relationship between Behavior 

Involvement and the Therapeutic Alliance because it plays a role in health outcome. 

 

Length of Relationship with Physician and the Therapeutic Alliance 

The Therapeutic Alliance might be strengthened by the length of time that a 

relationship has existed between the patient and her physician.  A woman who has 

seen the same physician for a number of years would be expected to have a higher 
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degree of trust in that physician than the same woman might have in a physician that 

she has known for only a few months.  Longer relationships with physicians might 

help facilitate strong therapeutic alliances. 

There are many reasons why women might not have a long relationship with 

their physicians.  Traditionally, women follow their husbands when a job transfer 

occurs, and therefore often relocate away from their physicians.  In any given month, 

7 million Americans change jobs or become employed (U.S. Bureau of Labor 

Statistics, 2004).  This leads to a significant disruption of choice, communication, and 

continuity (Emanuel & Dubler, 1995). Also, women might have relocated seeking a 

different career opportunity.  Often, the woman will relocate to help take care of her 

elderly parents or in-laws, or to move closer to her grown children.  Sometimes, the 

physician retires or relocates.  In many instances, health insurance coverage can 

dictate the length of the relationship.  If a physician is no longer covered by the 

patient’s plan, this often ends the relationship. Women who do not have insurance are 

even less likely to have opportunities to develop a relationship with a physician 

(Armstrong, 2002). Emanuel & Dubler (1995) indicate that the current managed care 

system negatively affects the patient-physician relationship.  About 75 percent of 

primary care physicians in managed care systems say they feel pressured to see more 

patients (Grumbach, et al. 1998). Barry (1999) concurs, stating that the managed care 

era simply does not provide physicians enough time to develop good relationships nor 

involve patients in the decision-making.  Developing good relationships takes time, 
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and the current medical system rewards physicians who limit their time with each 

patient.   

 

Frequency of Utilization of Care and the Therapeutic Alliance 

There are many factors that influence an individual’s utilization of care: her 

relationship with her physician, the chronic nature of her disease and active 

symptoms, access to care, and finances (her access to insurance and her own 

economical status).  The relationship that exists between a patient and her physician is 

a complex one, but when there is a strong Therapeutic Alliance, a woman is more 

confident that she will receive good care from her provider.  The visitation frequency 

and length of the relationship with physicians have a positive correlation with the 

confidence and trust that women feel towards their physicians. This might in turn 

translate into a strong Therapeutic Alliance.  

A woman experiencing active pain due to endometriosis is more likely to visit 

her physician frequently.  More visits mean there is more time for a stronger 

relationship to develop.  Likewise, someone who has visited the same physician on a 

less frequent basis, but over a number of years, will also have the opportunity for the 

same familiarity with her physician to develop. 

Access to care reduces the Frequency of Utilization of Care (Widman & 

Tong, 1997). Access to care can be limited due to the physical location of her 
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physician, the woman’s ability to make it to scheduled appointments, or due to 

financial constraints. Women who do not have adequate insurance or financial 

resources may not be able to get all the care they need (Ferguson et al., 1998; James 

et al., 1984).  Transportation to and from the physician’s office can also result in 

reduced utilization.  Inadequate access to care will keep a woman from developing a 

strong Therapeutic Alliance with her physician. 

 

Demographics and the Therapeutic Alliance 

Demographically, this study examines four variables: education, ethnicity, 

access to health insurance, and age.  Women with higher educational levels are more 

likely to feel confident in communicating with their physicians as the educational and 

social gap is diminished (Beisecker, 1989).  Thus, women who are better educated are 

more likely to have a strong Therapeutic Alliance.     

It is well known that an individual’s ethnicity and minority status is highly 

correlated with her socio-economic status and thus access to healthcare (Weng et al., 

2001). Hispanics and African Americans are less likely to have access to health care 

and thus have less of an opportunity to forge good Therapeutic Alliances with their 

physicians (Blackhall et al., 1995).   

Access to insurance is key to health care utilization (Ferguson et al., 1998; 

James et al., 1984).  Emanuel and Dubler (1995) indicate that 37 million Americans 
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are uninsured.  High healthcare costs make it very difficult to see a physician.  

Women with insurance are more likely to have a regular physician who takes care of 

their endometriosis. They also have a greater opportunity to develop a relationship 

with this physician.   

Finally, age is a factor in forging the Therapeutic Alliance.   Older women 

with endometriosis are more likely to have been diagnosed as young women and have 

had more time to develop the patient-physician relationship than young women who 

have recently been diagnosed.  A longer-term relationship with a physician to deal 

with endometriosis will likely be positively correlated to the strength of the 

Therapeutic Alliance.   Harvey, Kazis, and Lee (1999) and Mansell et al. (2000) 

found that the younger the person, the more they desired to be active participants.  

This might also influence the Therapeutic Alliance.  
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Chapter Three: Methods and Procedures 
 

This chapter presents the methodology and procedures used in studying the 

patient-physician relationship of women with endometriosis.  The chapter includes 

the design of the study, a description of the sample, procedures for data collection, a 

description of the instruments, a description of the data analysis, and information on 

the protection of human subjects. 

Prior to beginning this study, permission was obtained from the University of 

Texas Institutional Review Board for Human Subjects (see Appendix A). Each of the 

requirements and procedures set forth by this committee were met. 

 

Design of the Study 

A cross-sectional survey of women with endometriosis provided the data for 

this study.  This design provides a one-time “snapshot” of how these women view the 

patient-physician relationship.    

 

Description of the Sample 

The population for this study included any woman, eighteen years of age or 

older, who had been diagnosed with endometriosis.  A convenience sample of women 

with endometriosis was obtained through random selection of 500 women from the 
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membership rosters of the Endometriosis Association.   There are no race, education, 

nor social-economical discriminating factors for this study.  

 

Procedures for Data Collection                                                                          

The Endometriosis Association agreed to randomly select 500 of their 

members to receive a survey packet.  The survey packet contained a letter of 

informed consent, a survey and a self-addressed stamped return envelope (see 

Appendix B).   The envelopes were addressed to the researcher’s mailbox at the 

University of Texas at Austin. 

The letter of informed consent explained how the women were randomly 

selected and how the Endometriosis Association ensured their anonymity.  The letter 

explained that the researcher provided the Endometriosis Association with stamped 

survey packets to label and mail directly to them.  The researcher never obtained a list 

of the participants.  There is no way to connect the participants to the study nor to the 

surveys they completed and returned.   

Participation in this study was completely voluntary and totally anonymous. 

Women were asked not to provide any information that could connect them to the 

survey they returned.  The letter explained that returning the survey implied consent 

to participate in the study. It was expected that a minimum of 200 surveys would be 

returned.  All returned surveys were included in the data analysis.   
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Participants were advised that the results of the study could be obtained by 

contacting the researcher.  The contact information for the researcher and the doctoral 

advisor were included in the cover letter.  Potential risks to the participants were 

considered to be very low, and only the risk of a possible psychological discomfort in 

considering the characteristics of their patient-physician relationship was identified as 

a result for this study.       

   

Description of the Instruments 

The following section describes the measures used in this study.  The majority 

of these scales were used in previously published and validated research.     

 

The Therapeutic Alliance 

The Kim Alliance Scale was used to examine Therapeutic Alliance (Kim et 

al., 2001).  The Therapeutic Alliance is the dependent variable for this study.  The 

Kim Alliance Scale was developed to measure the quality of the Therapeutic Alliance 

between the patient and the physician from the patient’s perspective (see survey Part I 

in Appendix B).  The 30-item Kim Alliance Scale (alpha =0.94) consists of four 

dimensions of the Therapeutic Alliance: collaboration (8 items, alpha =0.80), 

communication (11 items, alpha = 0.87), integration (5 items, alpha =.80), and 
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empowerment (6 items, alpha =0.71).  Confirmatory factor analysis and scale 

reliabilities were performed.  According to Burns and Grove (1993), alpha 

coefficients above .7 are acceptable. Items are measured on a 4-point Likert scale 

(1=never, 2=rarely, 3=sometimes, 4=always).  High scores on these subscales 

indicate that patients perceive a high Therapeutic Alliance with their physician.  High 

scores on the whole scale indicates a strong Therapeutic Alliance.  

Patient collaboration refers to how the patient and the physician work together 

in pursuing mutually negotiated goals.  Examples of patient collaboration measures 

are:  “I am allowed in the decision making process.” And “I participate in 

establishing goals.” Communication is measured by the nonjudgmental attitude, 

amount of information provided, acceptance, warmth, and empathy that enhance the 

relationship between the patient and the physician.  Some sample statements that 

measure communication are: “I have a good rapport with my provider.” And “I feel 

my provider gives me enough information.” Integration is a measure of the balance of 

power that exists in the patient-physician relationship.  Integration is with items such 

as “I feel involved in my healthcare.” And “I feel my provider supports my point of 

view.” Empowerment is a measure of the sharing of the power between the patient 

and the physician in the mutual decision making process.  Empowerment is measured 

with items such as: “My provider encourages me to make decisions.” And “I have an 

active partnership with my provider.”  The sum of these subscales measures the 
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Therapeutic Alliance.   Permission to use the Kim Alliance scale was obtained from 

the author.   

Communication Self-efficacy with Physician 

This scale was developed specifically for this study and is found in the survey 

Part II (see survey part II in Appendix B).  The Communication Self-efficacy with 

Physician questions are designed to measure how confident the patient feels about her 

ability to communicate with her physician.  The scale is composed of seven items.  

Sample items include: “How confident are you that you can ask your physician 

questions?” and “How confident are you that you can understand what your 

physician is telling you?”  The self-efficacy for communicating with physician scale 

is a seven-item 4-point Likert scale ranging from “not at all confident” (1) to “very 

confident”(4).  Scores for this scale can range from 7 –28.  A high score indicates the 

woman has high Communication Self-efficacy with her physician.  Factor analysis 

and scale reliability were obtained for this scale (α=0.93). 

 

Behavior Involvement 

Behavior Involvement was measured using the desire for behavioral 

involvement subscale from the Krantz Health Opinion Survey (1989) (see survey Part 

III in Appendix B).  The desire for Behavior Involvement subscale measures the 

patient’s attitude towards self-treatment and active behavioral involvement in her 
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medical care.  This subscale was originally measured using an agree-disagree 

dichotomous answer, but this study utilized a four-point Likert scale ranging from 

strongly disagree (1) to strongly agree (4).  The Behavior Involvement subscale 

consists of nine items (range: 9-36).   

Sample questions include: “Except for serious illness, it is generally better to 

take care of your own health than to seek professional help.” and “It is better to rely 

on the judgments of doctors (who are experts) than to rely on ‘common sense’ in 

taking care of your own body.” The higher the score the more the patient is involved 

in her healthcare and the greater her desire to be an active participant in her care.   

Krantz reports the overall reliability of the Health Opinion Survey as .77 and 

Behavior Involvement subscale as .74.   Confirmatory factor analysis and scale 

reliabilities were preformed on this subscale. 

 

Information Seeking Preference 

The Krantz Health Opinion Survey (1989) was also used to measure 

Information Seeking Preference (see survey Part III in Appendix B).  The Information 

Seeking Preference subscale measures the patient’s desire to ask questions and her 

desire to be informed about medical decisions.  The original agree-disagree answer 

choice was also modified into a four-point Likert scale ranging from strongly disagree 

(1) to strongly agree (4).  This seven-item modified subscale can result in scores from 
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7-28.  Some sample measures include: “I usually don’t ask the doctor or nurse many 

questions about what they are doing during the medical exam.” and “It is better to 

trust the doctor or nurse in charge of a medical procedure than to question what they 

are doing.” The higher the score, the greater a patient’s desire is to ask questions and 

be informed.   

Krantz reports the overall reliability of the information seeking subscale as 

0.76.   Confirmatory factor analysis and scale reliabilities were performed on this 

subscale. 

 

Knowledge of Endometriosis 

Knowledge of endometriosis was assessed through a single question that 

asked women to indicate the extent of her endometriosis knowledge.  The potential 

responses were: very little, some, enough and a lot (see question 9 of survey Part V in 

Appendix B). 

 

Descriptive Variables 

Descriptive variables related to this study included: Length of Relationship 

with Physician, Frequency of Utilization of Care, access to health insurance, whether 

patients participate in an endometriosis support group, and internet use (see survey 

Part IV and V in Appendix B). 
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Due to the success and prevalence of answering generalized questions for 

health purposes (Greiner, Snowdon, & Greiner, 1996), a single general self-report 

question was asked about how much control over the final treatment decision a 

woman should share with her physician. This question provides ten choices with ten 

percent differential of involvement of each, which add to 100 percent.   

 

Demographic Variables 

Several demographic variables were requested as part of the survey: age, 

income, education, family income, race, and nationality (see survey Part VI in 

Appendix B).    

 

Data Analysis 

The data were analyzed utilizing SPSS 12.0 and AMOS (Analysis of MOment 

Structures) Software version 5.0.  Descriptive statistics (frequency distributions, 

means, and percentages) were obtained for each variable in order to check the data for 

completion, accuracy, skewness and kurtosis. 

A test for normality was conducted for all variables in the model; path 

analysis requires that all continuous variables be normally distributed.  In order for a 

variable to be considered normally distributed, the absolute values for both kurtosis 

and skewness should be less than a 1.5 absolute value (Fraenkel & Wallen, 1990). 
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Additionally, tests for multicollinearity were performed.  The path analysis 

requires that there be no multicollinear relationships.  When the relationship among 

variables is particularly strong, there is a collinear relationship.  This makes it 

difficult to determine which variables are important in path analysis.  Testing for 

multicollinearity requires the examination of bivariate correlations between the 

independent variables, the variance inflation values (VIF) and tolerance.   

Utilizing bivariate correlations provided information on Pearson’s correlation, 

Spearman’s Rho, and Kendall’s tau-b with their significant levels.  Pearson’s 

correlation, a measure of linear association used with normally distributed variables, 

has values from –1 (negative linear association) to +1 (positive linear association); the 

larger the number, the greater the linear relationship.  Spearman’s Rho and Kendall’s 

tau-b are scaled the same as the Pearson’s correlation, except they are used to 

measure the association between rank ordered categories.  

Variance Inflation Factor (VIF) was also used to diagnose multicollinearity; a 

value over 10 suggests multicollinearity.  VIF and Tolerance are reciprocal variables.  

Tolerance is used to determine which independent variables are linearly associated 

with one another. Usually tolerance scores smaller than 0.1 suggest collinearity 

(SPSS Inc., 1999). 

Path analyses was used to examine the hypothesized causal relationship 

between variables in the model.  This analysis was accomplished utilizing AMOS 5.0 
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(Arbuckle, 1999).  The analysis utilized the maximum likelihood method of 

parameter estimation and was performed on the variance-covariance matrix.   

When examining any model, one must examine the goodness of fit of the 

model.  The goodness of fit for this model was examined using the Chi-square, 

normed fit index, Tucker-Lewis Index, Comparative fit index, and the root mean 

square error of approximation (RMSEA). The Chi-squared test examines how well 

the observed data fit the model.  Small significance values under 0.1 indicate there is 

not a good fit and result model rejection.  The RMSEA compares the Chi-squared 

statistic to the degrees of freedom. For goodness of fit, the RMSEA should be below 

0.8 for acceptable fit, and below 0.5 for better fit (SPSS inc., 1999). 

The Normed fit, Tucker-Lewis, and comparative fit index compare the 

goodness of fit of the current model and one in which all the variables are assumed to 

be independent and uncorrelated.  The discrepancy between these two models 

provides the value for the index.  The greater the discrepancy, the greater the value.  

Values more than 0.96 are most desirable although a value of 0.9 indicates an 

acceptable fit (SPSS inc., 1999). 
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Chapter Four: Results 
 

This chapter presents the results of this study of the patient-physician 

relationship of women with endometriosis.  The chapter begins with a description of 

the demographics of the sample.  This is followed by frequency distributions of the 

main variables, reliability and validity analysis of the scales, and a description of the 

findings of the structural equation modeling. 

 

Demographic Characteristics of the Sample 

The sample consisted of 215 women with endometriosis from 48 states 

throughout the United States.  Women ranged in age from 19 to 57. The majority of 

women were white (90.5%), and 70.6% had at least a bachelors’ degree. The majority 

of women were either married (53.7%) or remarried (10.7%).  About one fourth 

(23.4%) of women had never been married.  Family income seemed to be relatively 

normally distributed among all $25,000 brackets with 9.2% indicating under $25,000 

and 9.2% indicating over $150,001, and all in between ranges being selected by 

approximately 20% of all women. Table 1 summarizes the demographic 

characteristics of age, marital status, race, education, and family income. 
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Table 1. Demographic characteristics of the sample of women with endometriosis 

Age (n=214) %
19-29 20.6 
30-39 34.0 
40-49 34.0 
50-57 11.2 
  
Marital Status (n=214) %
Never been married 23.4 
Married (still in first marriage) 53.7 
Remarried 10.7 
Living with a partner or significant other 4.2 
Divorced or separated 7.0 
Widowed .9 
  
Race (n=211) %
American Indian or Alaska Native .5 
Asian 2.4 
Black or African American 2.8 
Native Hawaiian or other Pacific Islander .5 
White 90.5 
Hispanic 3.3 
  
Highest education level (n=214) %
High school or GED 14.5 
Associates 15.0 
Bachelors 41.6 
Masters 24.8 
PhD, MD or above 4.2 
  
Family Income bracket (n=206) %
under $25,000 9.2 
$25,001-$50,000 23.3 
$50,001-$75,000 16.5 
$75,001-$100,000 22.8 
$100,001 - $150,000 18.9 
over $150,001 9.2 
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Description of women’s experience with endometriosis 

The majority of women had been diagnosed with endometriosis for more than 

five years (60.9%) as can be seen in Table 2. The number of years with endometriosis 

pain ranged from several months to more than 21 years.  The distribution of women’s 

years with endometriosis pain was 37.2% experienced pain for 0-5 years, 21.8% for 

5.5-10 years, 20.5% for 10.5-15 years, 11.6% for 15.5-20 years and 7% for 21 or 

more years. The level of endometriosis pain ranged from 0 – 10.  This level of pain 

was experienced most frequently on a monthly basis (37.7%). Table 3 contains 

additional information on women’s experience with endometriosis pain. 

When women were asked about their knowledge of endometriosis, the 

majority (51%) indicated they knew a lot about endometriosis. Only two women 

reported that they have very little knowledge about endometriosis.  Table 4 shows the 

distribution of self-reported knowledge of endometriosis. 

 

Table 2. Time since diagnosis with endometriosis 

Time since diagnosis (n=215) %
Less than 6 months 2.8 
7 months to one year 3.7 
Between 1 and 2 years 9.8 
Between 2 and 5 years 22.8 
More than 5 years 60.9 
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Table 3. Women’s experience of endometriosis pain 

Years with pain (n=215) %
Two or less 18.3 
2.5 – 5 18.9 
5.5-10 21.8 
10.5-15 20.5 
15.5-20 11.6 
21 or more 7.0 
  
Level of pain (n=213) %
.00 11.7 
1.00 8.5 
2.00 12.2 
3.00 6.1 
4.00 3.3 
5.00 9.8 
6.00 7.5 
7.00 10.8 
8.00 13.1 
9.00 4.7 
10.00 12.2 
  
Frequency of pain (n=209) %
Daily 20.1 
Weekly 16.7 
Monthly 38.8 
Other 13.9 
Not applicable 10.5 
 

Table 4. Women’s self-reported knowledge of endometriosis 

Level of Knowledge of endometriosis (n=200) %
Very little .9 
Some 19.1 
Enough 21.9 
A lot 51.2 

 

Women were asked if they participated in an endometriosis support group.  

Only 21.4% indicate participating in a support group at least once a month.  Of these, 
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60.7% indicated the support group was an online support group. Table 5 provides 

additional information. 

 

Table 5. Frequency of endometriosis support group participation 

 
Frequency of participation in an endometriosis 
support group (n=307) 

%

Never 76.8 
Once a month 18.4 
Weekly 3.4 
Daily 1.4 
 

 

Description of women’s experience with endometriosis physicians 

As seen in Table 6, the majority of the women had known their current 

physician for at least three years (61.2%).  In the last two years, 49.8% had visited 

their physician four times or less, 21.9% had visited their physician 5-9 times, 14.5% 

had visited their physician 10-19 times and 10.7% had visited their physician 20 or 

more times (see Table 7). 

 

Table 6. Time with current endometriosis physician 

Time with current endometriosis physician (n=211) %
Less than 6 months 11.4 
7 months to one year 11.4 
Between one and two years 14.2 
Between three and five years 23.2 
More than five years 39.8 
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Table 7. Frequency of physician visits in prior 2 years 

Frequency of physician visits in the last 2 yrs (n=208) %
0-4 51.4 
5-9 22.6 
10-14 13.0 
15-19 1.9 
20-24 2.9 
25-29 1.9 
30 or more 6.3 

 

As seen in Table 8, women most frequently reported the number of physicians 

they had seen about their endometriosis as 2-3 (39.1%).  Almost half (49.3%) 

indicated they had seen four or more physicians about their endometriosis.  Most 

women (71.4%) had male physicians.  Some women had both male and female 

physicians (1.9%). 

 

Table 8. Number of endometriosis physicians 

Number of endometriosis physicians (n=210) %
1 10.8 
2-3 39.4 
4-5 19.7 
more than 5 30.0 
 

Description of women’s insurance source 

The majority of women had some or all of their insurance paid for by an 

employer (78.0%).  There is no way to distinguish the percentage paid for by the 

employer nor whether the employer was their own or that of their spouse. Table 9 

provides a summary of these data. 
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Table 9. Insurance source 

Insurance Source (n=214) %
None 3.3 
Public or Medicaid 14.5 
Private insurance (paid by employer) 78.0 
Private Insurance (paid by self or family) 4.2 

 

Control over Treatment 

There was a bimodal distribution of patient’s perceived preferred amount of 

Control over Treatment.  The two most prominent choices were 50 to 59% patient 

and 41 to 50% physician (32.1%) and 90 to 100% patient and 0 to 10% physician 

(31.1%) (see Table 10). 

 

Table 10. Perceived patient preference of control over final treatment decision 

How much control should each the patient and the physician 
have over the final treatment decision making? (n=212) 

%

20 to 29% patient and 71 to 80% physician 2.4 
30 to 39% patient and 61 to 70% physician 1.9 
40 to 49% patient and 51 to 60% physician 9.9 
50 to 59% patient and 41 to 50% physician 32.1 
60 to 69% patient and 31 to 40% physician 4.7 
70 to 79% patient and 21 to 30% physician 6.6 
80 to 89% patient and 11 to 20% physician 11.3 
90 to 100% patient and 0 to 10% physician 31.1 
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Internet use 

The impact of health information accessible through the Internet is not very 

well known.  This section of the survey attempted to obtain an informal snap shot of 

reasons for Internet use, the frequency of Internet use for health information, and the 

impact of that information. 

 There was a relatively even split between the women who used the Internet to 

connect to other people at least on a monthly basis (53.6%) and those who did not 

(approximately 47%).  The majority of women had used the Internet to look up health 

information on at least a monthly basis (91.2%).  Only 7.5% indicated they had never 

searched for health information on the Internet. These results are displayed in Table 11. 

 

Table 11. Self-reported frequency of Internet activities 

% Never Monthly Weekly Daily Several times 
per day 

Connect to other people on 
line (n=211) 

53.6 27.0 10.4 5.7 3.3 

Look up health information 
(n=212) 

7.5 54.7 29.2 6.6 1.9 

 
 

Of the women who used the Internet to obtain health information, 82.8% had 

done so for at least one year. It is thus not surprising that 83.7% indicated they had 

looked for information about endometriosis (see Table 12). 
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Table 12. Women’s experience of using the Internet to look up health information 

How long have you been using the internet to look 
up Health Information (n=215) 

%

Never 7.0 
Less than 6 months 3.3 
7 months –1 year 7.0 
1-2 years 16.7 
2-5 years 37.7 
More than 5 years 28.4 

 

Table 13 displays self-report data about the impact that the health information 

the women obtained from the Internet had on various aspects of their health.  These 

questions were asked in an attempt to explore areas for future research.  The most 

interesting finding of this section is that the majority of women reported that the 

information they obtained from the Internet had some or a lot of influence on their 

knowledge and understanding of their ailment, control over their ailment or 

interaction with their provider, and health related behaviors and prevention. 

 

Table 13. Impact of Internet based health information on aspects of health 

Indicate how the health information 
you get from the Internet has 
influenced each of the following: 

Not at all Very 
little Some A lot 

more 

 % % % % 
Knowledge (alpha=0.77)     
I understand my ailment better (n=195) 1.0 4.6 45.6 48.7 
I am more knowledgeable and better 
prepared to communicate (n=195) 1.5 5.2 35.6 57.7 

Control (alpha=0.87)     
I have more control over my health 
(n=195) 2.1 13.8 41.5 42.6 

Control during interaction with my 
healthcare provider (n=195) 2.6 10.8 40.7 45.9 
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Not at all Very 
little Some A lot 

more 
Indicate how the health information 
you get from the Internet has 
influenced each of the following: % % % % 
Behavior (alpha=0.87)     
I have adopted healthier behaviors 
(n=194) 1.5 21.6 51.0 25.8 

I am practicing preventative medicine 
(n=194) 5.7 16.5 54.1 23.7 

I am trying some form of alternative 
medicine (n=195) 25.1 21.5 30.8 22.6 

I am taking a more active role in my 
healthcare (n=195) 2.1 6.2 40.5 51.3 

I use it to prepare myself for what will 
come as a result of an illness or disease 
(n=195) 

5.6 14.9 47.2 32.2 

I share the information that I find with 
my healthcare provider (n=192) 7.8 13.0 43.8 35.4 

I use it to discover treatment alternatives 
(n=194) 5.2 19.6 43.3 32.0 

I use the information for self-medication 
(n=194) 34.0 32.0 24.2 9.8 

I use the information for self-evaluation 
or self-diagnosis (n=193) 14.0 25.9 44.6 15.5 

I use the information for self-care 
(n=195) 6.2 22.6 52.3 19.0 

Total Scale alpha = 0.89     
 

Scale Reliability Analysis 

The reliability of all scales was analyzed utilizing SPSS 9.0.  Table 14 shows a 

comparison of the standardized scale reliabilities obtained for the study sample as 

compared to the scale reliabilities in the literature.  Every scale reliability for this 

study was better than that indicated in the literature. All scale reliabilities were above 

0.75 which is above the acceptable alpha coefficient (Burns & Grove, 1993). The 

Communication Self-efficacy scale that was created for this study had a reliability of 

0.93.  The Internet impact scale also had an alpha coefficient of 0.89.   
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Table 14. Comparison of study scale reliabilities to those reported in prior literature 

Scale Study Reliability Reliability reported in 
prior literature 

Therapeutic Alliance 0.96 0.94 
Communication subscale 0.90 0.87 
Collaboration subscale 0.86 0.80 
Empowerment subscale 0.75 0.71 
Integration subscale 0.88 0.80 

Communication Self-efficacy  0.93 New scale 
Behavior Involvement 0.82 0.74 
Information Seeking Preference 0.77 0.76 
Krantz Scale 0.82 0.77 
Internet Impact 0.89 New scale 
 

 

Factor Analysis of the Communication Self-efficacy scale 

Factor analysis was performed on the Communication Self-efficacy scale that 

was created for this study to ensure that, in addition to its high reliability (0.93), all 

items factored into one component.  A KMO and Bartlett’s test of sphericity were 

performed to ensure the items were adequate candidates for factor analysis.  A high 

KMO score (above 0.5 and close to 1) indicates that it is adequate to perform factor 

analysis on the items of this scale.  The number provided in the KMO (0.90) indicates 

the proportion of the variance in the variables which is a common variance (SPSS 9.0 

Help files).  This is further supported by Bartlett’s test, which examines the variables 

to ensure they are related, had a significance level of 0.000.  A significance level of 

less than 0.5 on the Bartlett test indicates that there is a probable relationship between 

the variables.   
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Eigen values were obtained utilizing principal component analysis with 

varimax rotation. The initial Eigen values for the principal component was 71.45 % 

which is the amount of variance accounted for by this factor.  This indicates that there 

is only one predominant factor. This is supported by the findings in the component 

matrix that indicate that all items scored between 0.77 and 0.90. 

 

 

Distribution of Variables 

The mean, standard deviation, and range for each scale are summarized in 

Table 15. 

 

Table 15.  Distribution of variables 

Scale Number 
of Items 

Possible 
Range 

Range of 
Answers Mean Standard 

Deviation 
Therapeutic Alliance 30 30-120 40-120 105.61 176.79 

Communication subscale 11 11-44 15-44 37.77 28.88 
Collaboration subscale 9 9-36 11-32 28.67 12.39 
Empowerment subscale 6 6-24 8-24 21.27 7.23 
Integration subscale 5 5-20 6-20 17.57 7.96 

Communication Self-efficacy  7 7-28 9-28 23.05 22.04 
Information Seeking Preference 7 7-28 13-28 22.16 10.71 
Behavior Involvement 9 9-36 10-36 23.31 19.88 
Control over Treatment 1 0-9 2-9 6.56 4.30 
Knowledge of endometriosis 1 1-4 1-4 3.33 0.69 
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Test of Normality 

Path analysis requires that all continuous variables be normally distributed.  In 

order for a variable to be considered normally distributed, the absolute values for both 

kurtosis and skewness should be less than 1.5 (Fraenkel & Wallen, 1990).  As can be 

seen in Table 16, the Therapeutic Alliance and 3 of its subscales (collaboration, 

empowerment and integration) have kurtosis above 1.5.  This required bootstrapping 

to be performed during the path analysis in order to account for non-normal data. 

 

Table 16. Test for normality: examining skewness and kurtosis 

Scale Skewness Kurtosis 
Therapeutic Alliance -1.35 2.71 

Communication subscales -1.10 1.42 
Collaboration subscales -1.54 3.26 
Empowerment subscales -1.37 2.88 
Integration subscales -1.38 1.79 

Communication Self-efficacy  -0.74 -0.31 
Information Seeking Preference -0.00 -0.56 
Behavior Involvement 0.01 0.21 
Control over Treatment -0.12 -1.31 
Knowledge of endometriosis -0.78 -0.80 
Items in bold are non-normally distributed. 

 

Correlations and Multicollinearity 

Pearson correlations were examined on the scaled variables.  Table 17 

contains this information. As expected, the subscales for the Therapeutic Alliance 

were all very highly correlated and significant (ranging from 0.90 to 0.96). Scales 

significantly correlated with the Therapeutic Alliance were: Communication Self-
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efficacy (0.82), Behavior Involvement (-0.32), and Knowledge of endometriosis 

(0.16).   Communication Self-efficacy had significant correlations with the 

Therapeutic Alliance (0.82), Information Seeking Preference (0.18), Behavior 

Involvement (-0.23), and Knowledge (0.22).  

 

Table 17. Pearson correlations of variables in the initial conceptual model 
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0.82 0.81 0.76 0.75 0.76 0.22 -0.02 Communication 
Self-efficacy  0.00 0.00 0.00 0.00 0.00 0.00 0.76 C
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m
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n 
Se
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0.04 0.03 0.06 0.14 0.01 0.20 0.21 0.19 Information 
Seeking 
Preference 0.57 0.64 0.42 0.05 0.92 0.01 0.00 0.01 In
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-0.32 -0.33 -0.28 -0.22 -0.34 0.05 0.24 -0.22 0.30 Behavior 
Involvement 0.00 0.00 0.00 0.00 0.00 0.50 0.00 0.00 0.00 B
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r 

In
vo
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t 

0.10 0.11 0.10 0.12 0.12 0.14 -0.06 0.10 0.05 0.01 Length of time 
with current 
physician 0.17 0.13 0.15 0.09 0.09 0.06 0.36 0.16 0.50 0.86 L
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of
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  p
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0.07 0.09 0.05 0.03 0.08 -0.06 -0.05 -0.01 0.03 -0.14 -0.06 Frequency of 
Care  0.30 0.21 0.46 0.68 0.28 0.44 0.51 0.84 0.68 0.05 0.43 
Shaded area indicates subscales of the Therapeutic Alliance.  
Items in bold indicate that the correlation is significant at the 0.05 level (2-tailed). 
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Behavior Involvement had a significant negative correlation with all scales 

that ranged from –0.22 to –0.35 except for a 0.30 positive correlation with 

Information Seeking Preference.  Knowledge was significantly correlated with the 

Therapeutic Alliance (0.16), Communication Self-efficacy (0.22) and Information 

Seeking Preference (0.21). Control over the treatment decision was not significantly 

correlated with the Therapeutic Alliance nor Communication Self-efficacy.  Control 

over Treatment had a significant correlation with Behavior Involvement (0.239) and 

Knowledge (-0.136). 

The correlations between the demographic variables that were included in the 

model and the variables in the model are presented in Table 18. Highest level of 

education, Race, Source of Insurance, Family Income, and Age (measured by Bachelors 

plus, White, Employer paid insurance, Family Income, and Age respectively) were not 

significantly correlated with the Therapeutic Alliance.  Highest level of Education was 

negatively correlated with the Frequency of Care (-0.20).  Race was significantly 

correlated with Communication Self-efficacy (0.21), Information Seeking Preference 

(0.18) and Knowledge of endometriosis (0.17).  Source of Insurance was negatively 

correlated with Information Seeking Preference (-0.18) and positively correlated with 

Highest Level of Education (0.16). 
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Table 18. Pearson correlations of demographic information with scales 
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-0.01 0.07 0.00 0.16 0.11 0.06 0.12 -0.20  .02 Bachelors plus 
(n=199) 0.92 0.33 0.99 0.02 0.14 0.41 0.07 0.00  .80 

0.10 0.21 0.18 0.09 0.17 -0.02 0.10 -0.01 0.01 -.17 White (n=199) 0.16 0.00 0.01 0.19 0.02 0.81 0.16 0.85 0.92 .04 
-0.01 -0.02 -0.18 0.01 -0.02 0.07 0.09 -0.02 0.16  Employer paid 

insurance (n=199) 0.83 0.75 0.01 0.88 0.83 0.29 0.19 0.75 0.02  
0.19 0.19 0.12 0.02 0.04 0.00 -0.07 0.18 0.18 .06 Family Income  0.01 0.01 0.10 0.73 0.62 0.96 0.34 0.01 0.01 .49 
0.03 0.05 0.16 0.28 0.16 0.00 0.37 -0.33 0.17 -.05 Age (n=199) 0.69 0.50 0.02 0.00 0.02 0.95 0.00 0.00 0.02 .51 

Items in bold indicate that the correlation is significant at the 0.05 level (2-tailed). 

  
Utilizing correlations is one way to examine multicollinearity.  If the 

correlation is significant and above 0.85 there is a possibility that multicollinearity 

might exist among two variables (SPSS 1999); although another source stated 

correlations above 0.80 to be possible indicators of multicollinearity.  In this study, 

only the subscales of the Therapeutic Alliance showed significant correlations above 

0.85 which was expected since together they measure the Therapeutic Alliance.   

Communication Self-efficacy had a correlation of 0.82 with the Therapeutic Alliance 

which might be indicative of multicollinearity. 

Another measure of multicollinearity is the Variance Inflation Factor (VIF).  

When VIF is greater than 10, it suggests a multicollinearity problem.  The VIF 

analysis of all scales ranged from 1.13 to 1.24 which indicates that there does not 

Correlation  
Significance 
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seem to be a multicollinearity problem.  Tolerance was used to confirm the VIF 

results.  Tolerance values smaller than 0.1 suggest multicollinearity.  All the tolerance 

values for the scales were above 0.8. The VIF and Tolerance (VIF=1.0 and Tolerance 

=1.0) values for Communication Self-efficacy and the Therapeutic Alliance indicated 

that there was no multicollinearity.   

The conflicting indications for multicollinearity indicated the need to perform 

a scale comparison between Communication Self-efficacy and the Therapeutic 

Alliance.   Both scales were combined and a factor analysis was done to confirm that 

there was a difference between the items in the scales.  Although the result indicated 

six factors, it was evident that the majority of the loading was on the first factor (see 

Table 19).  This confirms the suspicion of multicollinearity. 
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Table 19.  Factor analysis of Communication Self-efficacy and Therapeutic Alliance 

as one scale to confirm multicollinearity 

 Component Matrix Component 
 (highest factor loading is in bold) 1 2 3 4 5 6
My provider and I work well together .80 -.16 0 .14 .11 0
Plain language is used by my provider .46 0 -.31 .49 .24 0
I have good rapport with my provider .77 -.29 0 .12 0 0
I do what my provider and I have agreed .37 -.27 .31 .18 -.50 .22
I am allowed in the decision-making process .63 0 .25 -.28 .34 0
I feel my provider criticizes me too much .57 -.33 -.26 -.22 -.12 .34
My provider spends lots of time educating me .64 -.12 -.11 .23 .19 -.23
I can express my negative feelings freely .69 .15 .14 -.21 0 -.13
I make suggestions on what works best for me .42 .47 .36 .10 0 0
I have an active partnership with my provider .78 0 0 0 .22 -.19
My provider listens to me without judgment .75 -.22 0 -.14 -.10 .13
My provider respects me .78 -.37 0 0 0 0
My provider and I have the same goals .74 -.12 .11 0 0 0
I feel my provider gives me enough information .75 -.10 0 .28 .12 0
I respect my provider .74 -.45 0 0 0 0
I participate in establishing goals .70 .12 .42 0 0 -.21
I am committed to reach the goals .44 .12 .56 .28 -.34 0
We have mutual goals for my care .73 -.20 .24 .11 -.11 0
I feel involved in my healthcare .67 0 .26 .12 0 .19
My provider weighs my suggestions as equal to his/hers .79 -.13 0 0 0 0
I feel my provider does not listen to me .82 -.11 -.11 0 -.13 0
My provider respects my wishes .83 -.15 0 -.13 0 0
I am free to refuse my providers recommendations .41 .19 .24 -.44 .41 .25
My provider does not allow me to state my opinion .60 0 0 -.32 -.15 .17
I cannot really care for my own health .33 .42 .19 .21 .21 .56
It is easy to understand my providers instructions .61 0 -.13 .35 .20 .21
My provider encourages me to make decisions .71 0 .12 0 .23 -.25
I feel my provider supports my point of view .82 -.12 0 -.12 0 0
My provider gives me positive feedback .83 0 0 0 0 -.18
I am able to talk to my provider about anything .77 0 0 0 0 -.16
That you can ask your physician questions .69 .40 -.20 -.10 -.12 .14
That your physician will answer your questions .82 0 -.24 0 0 0
That you can communicate with your physician .85 .20 -.23 0 0 0
That you can understand what your physician is telling 
you 

.55 .45 -.39 .21 -.11 0

About asking your physician for treatment alternatives .69 .47 -.12 0 0 0
About providing your physician with your point of 
view 

.65 .54 -.13 0 -.24 -.19

That you can ask your physician for clarification when 
you need it 

.71 .39 -.13 -.19 -.12 0

Extraction Method: Principal Component Analysis.  6 components extracted. 
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The Structural Equation Model 

Path analysis requires all variables to be normally distributed and not show 

multicollinearity.  Previous analysis indicated a possible multicollinear relationship 

between Communication Self-efficacy and the Therapeutic Alliance.   Structural 

equation modeling requires that one of the multicollinear variables be eliminated 

from the model.  Communication Self-efficacy was omitted from the model. 

Although normality analysis indicated that the dependent variable, Therapeutic 

Alliance, was not normally distributed, this was taken into account and a bootstrap of 

the model was performed. 

 

The initial conceptual model 

The initial conceptual model is found in Figure 3 on page 9. As explained in 

Chapter 1, this model was created based on available research and was intended to 

provide a comprehensive model of the Therapeutic Alliance.   Communication Self-

efficacy was eliminated from this model due to multicollinearity.  Additionally, some 

of the demographic variables were ordinal and needed to be dummy coded before 

being used in the structural equation model.  The dummy coded variables were 

Education level into bachelors’ degree or above vs. associates or below, and Source 

of insurance into employer paid insurance vs. other sources.  The model reflecting 

these changes is depicted in Figure 4. 
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Figure 4. Initial model with modified variables 
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This resulted in a final sample size of 181.  The overall fit of the model was analyzed 

utilizing the Chi-squared test. 

The Chi squared test for model fit (χ = 96.20, df= 31, p=.00) indicated this 

model was not a good fit.  Chi squared fit measures must be above 0.1 to deem the 

model a good fit.  Examination of additional fit measures concurred that this was not 

a good model (Tucker Lewis Index (TLI) = 0.34, Comparative Fit Index (CFI) = 0.55, 
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RMSEA = 0.121). Good fit of the TLI and CFI are indicated by scores above 0.95 

and RMSEA is indicated by scores below 0.5. 

When using bootstrapping, the Bollen-Stine bootstrap probability value 

becomes critical in examining the goodness of fit.  Like the Chi-squared statistic the 

Bollen-Stine bootstrap probability level above 0.05 indicates a good fit. The Bollen-

Stine bootstrap probability for this model was 0.00 which confirms that this model 

does not fit. 

 

The search for an alternate model 

When the initial Structural Equation Model is not a good fit, the researcher 

has the ability to make both statistically based and theoretically based changes to the 

model.  The first step taken in creating a new model to test was to examine the 

demographic characteristics of the sample. 

Upon examining the demographic variables of the sample of women with 

endometriosis, it became evident that the sample was very homogeneous.  This 

immediately confirmed that the initial model would have problems. Race had to be 

removed from the model because 88.8% of subjects were White.  Education also was 

removed since 70.6% of the women had at least a bachelors’ degree.  Insurance 

source was also eliminated because 77.7% of women received at least some form of 

employer subsidiary. The elimination of these variables from the model was 
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supported by the critical ratios provided by the Structural Equation Model statistical 

output.  Critical rations between 2 and –2 generally indicate that these variables do 

not contribute well to the model (see Table 20). 

 

Table 20. Regression weights of variables in the initial conceptual model  

Predicted Variable  Predicting Variable Unstandardized
Estimate 

Standardized 
Estimate S.E. C.R. 

Bachelor’s plus  Income 0.12 .16 .06 2.05
Employer paid 
insurance 

 Income .03 .07 .04 .90

Knowledge  Bachelor’s plus .09 .11 .06 1.45
Information seeking   Bachelor’s plus -.05 -.017 .24 -.21
Behavior Involvement  Bachelor’s plus .99 .24 .31 3.16
Time with Physician  Employer paid 

insurance -.30 -.14 .16 -1.93

Frequency of Care  Employer paid 
insurance -.01 -.01 .18 -.08

Frequency of Care  Age -.07 -.37 .01 -4.96
Time with Physician  Age .06 .38 .01 5.31
Therapeutic Alliance  Information Seeking  .67 .16 .31 2.14
Therapeutic Alliance  Knowledge 2.07 .13 1.19 1.74
Therapeutic Alliance  Frequency of Care .16 .02 .25 .80
Therapeutic Alliance  Time with Physician 1.24 .13 1.74 .08
Therapeutic Alliance  Behavior Involvement -1.03 -.33 .23 -4.47
Therapeutic Alliance  Control .00 .00 .47 .00

 

Since Education and Income had appropriate critical ratios, a model was run 

with just these variables on the left most side of the model in order to ensure that they 

were not eliminated from the model without testing the model first.  This model was 

not a good fit.  The critical ratios that resulted indicated that education should be 

eliminated from the model and the model be retested.  This model was not a good fit.  

Because the model with income was not a good fit, even though income had a 
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significant correlation to the therapeutic alliance and had appropriate critical values, it 

was eliminated from the model.   

The alternate model that resulted is depicted in Figure 5.  Covariances were 

added based on theoretical relationships between the variables.  The covariances 

included were between Knowledge of endometriosis and Information Seeking 

Preference, Knowledge of endometriosis and Behavior Involvement, Information 

Seeking Preference and Behavior Involvement, Length of Relationship with 

Physician and Frequency of Care. 

The Chi squared test for model fit (χ = 16.13, df= 6, p=.01) and Bollen-Stine 

bootstrap probability for this model (p=0.02) indicated this model was not a good fit.  

The Tucker Lewis Index (TLI= 0.46), Comparative Fit Index (CFI = 0.79), and 

RMSEA (RMSEA= 0.10) concurred with this finding.  

 

Figure 5. Alternate model for the Therapeutic Alliance 
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Since this model was not a good fit, the critical ratios and correlations of the 

variables in the model were examined.  The critical ratios are presented in Table 21.  

The correlations are found in Table 17.  Length of Relationship with Physician and 

Frequency of Care were omitted from the next model based on the combination of 

information provided by the correlations and the critical ratios.  Knowledge of 

endometriosis was retained in the model because it has a significant correlation with 

the Therapeutic Alliance (α=0.16, p<0.05) as seen in Table 17.    

The resulting model was saturated, so the relationships between variables 

were reanalyzed from a theoretical point of view.  The result was the elimination of 

the covariance between Knowledge and Behavior Involvement.  This omission 

allowed the testing of the model.   

 

Table 21. Regression weights of variables in secondary model  

Predicted Variable  Predicting Variable Unstandardized
Estimate 

Standardized 
Estimate S.E. C.R. 

Therapeutic Alliance  Information seeking .558 .137 .308 1.812
Therapeutic Alliance  Knowledge 1.732 .110 1.143 1.515
Therapeutic Alliance  Frequency of Care .151 .019 .571 .265
Therapeutic Alliance  Time with Physician 1.200 .125 .690 1.738
Therapeutic Alliance  Behavior Involvement -1.046 -.352 .222 -4.714
 

 

The alternate model is presented in Figure 6.  The Chi squared test for model 

fit (χ = 0.43, df= 1, p=0.51) indicated this model was a good fit.  The Bollen-Stine 

bootstrap (p = .59) also indicates this model is a good fit. The Tucker Lewis Index 
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(TLI= 1.09), Comparative Fit Index (CFI = 1.00), and RMSEA (RMSEA= 0.00) 

concurred with this finding.  

 This model describes the relationship between some of the variables 

examined for this study and the Therapeutic Alliance.   The magnitude of the effect of 

all variables on the model is shown by the R2 value which is 0.15. This means that the 

final model accounted for 15% of the variance associated with the Therapeutic 

Alliance.  All path coefficients were significant at a p < 0.05. It is important to 

mention that bootstrapping requires examination of two different p values.  One 

utilizes the percentile method and the other is a bias corrected percentile method.  

Both of these resulted in very similar p values and all variables were significant at a p 

value of 0.05.  Table 22 shows the critical ratios for this model. 

 

Figure 6. Alternate model for the Therapeutic Alliance 
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The model depicts a covariance between Behavior Involvement and 

Information Seeking Preference (β = 0.27) and between Information Seeking 

Preference and Knowledge of endometriosis (β = 0.15). The three direct paths to the 

Therapeutic Alliance are Behavior Involvement (β = -0.36), Knowledge of 

endometriosis (β = 0.13) and Information Seeking Preference (β = 0.14).   

 

Table 22. Regression weights for the alternate model  

Predicted Variable  Predicting Variable Unstandardized
Estimate 

Standardized 
Estimate S.E. C.R. 

Therapeutic Alliance  Behavior Involvement -1.079 -.360 .224 -4.829
Therapeutic Alliance  Information seeking .590 .143 .310 1.900
Therapeutic Alliance  Knowledge 2.089 .132 1.151 1.814

 

 

Answers to the Research Questions 

The research questions examined were:   

1) What are the demographic characteristics of women with strong therapeutic 

alliances?   

The sample for this study does not allow the identification of demographic 

variables associated with the development of a strong Therapeutic Alliance.   This is 

mainly due to the fact that the majority of women were White (88.8%), had at least a 

Bachelors degree (70.6%), and had Insurance that was partially or totally covered by 

an employer (77.7%).  
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In exploring the answers to the hypothesis posed for this research question, 

the following was found: 

a) Higher family income will be correlated with higher level of education. 

There was a significant correlation between family income and highest level 

of education attained (α=0.18, p<0.5). 

b) Higher family income will be correlated with an employer paid source of 

insurance. 

There was a not significant correlation between family income and employer 

paid insurance. 

c) Higher level of education will be positively correlated to endometriosis 

knowledge. 

There was not a significant correlation between level of education and 

knowledge of endometriosis. 

d) Higher level of education will be positively correlated to higher level of 

control over treatment. 

There was not a significant correlation between level of education and control 

over treatment. 

e) Higher level of education will be positively correlated to better 

communication self-efficacy with their physician. 

There was not a significant correlation between level of education and 

communication self-efficacy. 
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f) Higher level of education will be positively correlated to the patient’s 

information seeking preference.  

There was not a significant correlation between level of education and the 

patient’s information seeking preference. 

g) Higher level of education will be correlated to a higher desire for behavior 

involvement. 

There was a significant correlation between highest level of education and 

desire for behavior involvement (α=0.16, p<0.5). 

h) Having insurance will be positively correlated with the length of the 

patient-physician relationship. 

There was not a significant correlation between having health insurance and 

the length of the patient-physician relationship. 

i) Having insurance will be positively correlated with the frequency of 

utilization of care. 

There was not a significant correlation between having health insurance and 

the frequency of utilization of care. 

j) Age will be positively correlated with the length of the patient-physician 

relationship. 

There was a significant correlation between age and the length of the patient-

physician relationship (α=0.37, p<0.5). 
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k) Age will be positively correlated with the number of physician visits. 

Age has an inverse significant correlation with the number of physician visits 

(α=-0.37, p<0.5). 

  

2) What variables (Knowledge of endometriosis, Control over Treatment, 

Communication Self-efficacy with physician, Information Seeking Preference, 

Behavior Involvement desire, Length of Relationship with Physician, and Frequency 

of Utilization of Care) are related to strong Therapeutic Alliances of women with 

endometriosis? 

Knowledge of endometriosis, Information Seeking Preference, and Behavior 

Involvement were shown by the structural equation model to be related to strong 

Therapeutic Alliances of women with endometriosis.  Knowledge of endometriosis, 

and Information Seeking Preference were positively correlated with the Therapeutic 

Alliance.   Behavior Involvement was negatively correlated with the Therapeutic 

Alliance.  

Communication Self-efficacy and Therapeutic Alliance had a multicollinear 

relationship as indicated by the high correlation and a subsequent confirmatory factor 

analysis. Item comparison confirmed the possible existence of a multicollinear 

relationship among these variables. 

Length of relationship and Frequency of Utilization of Care were not 

significantly related to the Therapeutic Alliance.   This was shown by the rejection of 
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the initial structured equation model that contained them and by the results of 

bivariate correlation analysis with the Therapeutic Alliance.   

 

3) Which variables best predict strong Therapeutic Alliances? 

The most interesting result of the structural equation model was the strong 

negative path between Behavior Involvement and the Therapeutic Alliance (β = -

0.36). This indicates that Behavior Involvement is also a good predictor, although 

with an inverse relationship, to the Therapeutic Alliance.   

Knowledge of endometriosis and Information Seeking Preference both had 

similar path correlations with the Therapeutic Alliance (β = 0.13 and β = 0.14 

respectively).  Together with Behavior Involvement, these helped predict 15% of the 

Therapeutic Alliance.  
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Chapter Five: Discussion 
 

The purpose of this study was to examine factors that lead to the development 

of good Therapeutic Alliances between patients and their physicians.  The scope of 

this study was limited to examining the relationship of a random sample of women 

with endometriosis who were members of the Endometriosis Association.  These 

women served as representatives of a sample afflicted with this chronic disease.   This 

chapter discusses the results of studying the patient-physician relationship of women 

with endometriosis.   

The aim of the study was to examine a structural equation model that 

explained the relationship that various constructs have on the Therapeutic Alliance.   

In order to address the research questions, information was collected to examine 

Knowledge of endometriosis, Behavior Involvement, Communication Self-efficacy 

with physicians, Control over Treatment, Information Seeking Preference, and the 

Therapeutic Alliance.   Descriptive statistics, scale reliabilities, scale factor analysis, 

correlations, multiple regression and AMOS (Analysis of MOvement Structure) 

analysis for structural equation modeling were used.  The following discussion is 

based on the current research findings. The implications of the study and 

recommendations for future research follow the discussion of findings. 
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Findings of the study 

This study found a structural equation model that explains the Therapeutic 

Alliance of women with endometriosis and their physicians.  The final model was 

supported by significant correlations.  The final model accounted for 15% of the 

variance associated with the Therapeutic Alliance.    

The model depicts a covariance relationship between Information Seeking 

Preference and Knowledge of endometriosis and between Behavior Involvement and 

Information Seeking Preference. It also shows Knowledge of endometriosis 

Information Seeking Preference and Behavior Involvement, as having direct 

correlation paths to the Therapeutic Alliance.    

 

Knowledge of endometriosis and Information Seeking Preference 

Knowledge of endometriosis and Information Seeking Preference display a 

covariance that is explained by the nature of knowledge.  In this study, knowledge 

was measured by a single self-report item in which the women indicated the amount 

of knowledge they felt they had about endometriosis.  Knowledge of their specific 

disease goes hand in hand with their desire to ask questions and be informed.  It is 

kind of a chicken and the egg scenario; it is difficult to determine whether knowledge 

precedes desire for information and question asking behavior.  Therefore, showing a 

covariance between these two variables is appropriate.   



 104

Knowledge of endometriosis is important because patients who are more 

informed about their medical condition are more likely to comply with their treatment 

and medication regimes (Cassileth, Sologay, & Vogelzang, 1989; Gabello, 1997; 

Rothert et al., 1997). Knowledge provides them a sense of control and reduces 

uncertainty (Grol 2001, Reaby, 1998; Miller, 1992).  This leads to a sense of patient 

empowerment (D’Alessandro & Dosa, 2001; Bruegel, 1998).  Increased knowledge 

leads to a better health outcome (Klang et al., 1999).  When patients have sufficient 

knowledge, they are better able to make decisions and adhere to treatment, especially 

if they have considered their lifestyle into the equation (Grumman & VonKorff, 2000; 

Funnell et al., 1991).   

There are many ways by which the women acquire their endometriosis 

knowledge.  They might obtain knowledge from their physicians (Silliman et al., 

1998; Lambert, 1997), support groups, past experiences, mass media (Meredith, 

1993), online health websites (Golladay et al., 1999; DeGeorges, 1998; Englebrandt, 

1998), and chat rooms (Peters & Sikorski, 1997).  Their desire to ask questions and be 

informed is what drives them to obtain this information.  Patients who ask questions 

and desire to be informed about their healthcare options have better health outcomes 

than those who do not ask questions (Kaplan et al., 1996). 
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Behavior Involvement and Information Seeking Preference 

The covariance between Behavior Involvement and Information Seeking 

Preference concurs with prior research.  Patients are seeking information to become 

more educated about their illnesses and have a greater desire to interact with their 

physicians (Biermann et al., 1999; Caughey, 1989).  Increased patient knowledge 

allows them to participate more actively in the decision making process over their 

treatment (Grumke & King, 1994). Increased access to information about their 

medical condition increased patient’s ability to participate in the decision making 

process (Rothert et al., 1997, Davison & Degner, 1997; Neufeld, Degner, & Dick, 

1993). 

 

Knowledge of endometriosis and the Therapeutic Alliance 

Knowledge of endometriosis presented a direct correlation with the 

Therapeutic Alliance.   Having at least some Knowledge of endometriosis allows the 

women to communicate with their physician in an educated manner by providing a 

common platform from which to communicate.  Knowledge is essential to 

understanding her current medical condition and the treatment alternatives (Reaby, 

1998).  This knowledge allows the woman to interact intelligently with her physician 

and develop the Therapeutic Alliance (Beisecker, 1989).  Reaby (1998) indicates that 

information and involvement in the decision making process are critical to health 
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outcome. This requires communication and patient empowerment which are aspects 

of the Therapeutic Alliance.  

There is much research on the impact that increasing knowledge about a 

disease has on the decision-making preference of patients (Davison & Degner, 1997; 

Street et al., 1995; Neufeld et al., 1993). Knowledge empowers women to be involved 

in the decision making process (Reaby, 1998), leads to greater patient participation 

and better treatment outcome (Neufeld et al., 1993), decreases anxiety and depression 

(Davison & Degner, 1997; Bilodeau & Degner, 1996), increases adherence to 

treatment (Rothert et al., 1997), provided a higher sense of control over their illness 

(Street et al., 1995), and increases patient satisfaction (Rothert et al., 1997). 

 

Information Seeking Preference and the Therapeutic Alliance 

Given the impact that knowledge has on health outcome, it is no surprise that 

Information Seeking Preference also was positively correlated with the Therapeutic 

Alliance.   Information Seeking Preference is a precursor to problem-focused coping 

that provides patients with a better understanding of their disease (Miller, 1992; 

Folkman & Lazarus, 1988; Cohen & Lazarus, 1979).  One way for women to increase 

their knowledge about endometriosis is for them to ask their physician questions 

(Kaplan, 1996).  Lambert (1997) found that patients expect their physicians to 

provide them with information and guide them to additional sources of information.  
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Patients are seeking out greater amounts of information about their disease (Biermann 

et al., 1999).  This is evident by the numerous patients desiring written information 

about their disease (Donovan & Blake 1992; Caughey; 1989). Several studies 

indicated that asking questions and wanting to be informed lead to greater 

participation in the decision making process (Silliman et al., 1998; Kaplan, 1996; 

Neufeld et al., 1993).  This can be expected since information has been identified as 

the major source of personal control for patients with chronic illness (Davison & 

Degner, 1997). 

Information Seeking Preference, which includes the desire to ask questions 

and be informed, leads to communication between the patient and her physician.  The 

exchange of information leads to collaboration.  Through the further exchange, the 

integration of power is achieved.  Ultimately, the result is patient empowerment.  

These steps are the process through which the Therapeutic Alliance develops (Kim et 

al., 2001).  Information Seeking Preference might serve to initiate the cycle that leads 

to the development of the Therapeutic Alliance.   This is supported by the findings of 

the structural equation model. 

 

Behavior Involvement and the Therapeutic Alliance 

The negative correlation between Behavior Involvement and the Therapeutic 

Alliance was initially surprising and contradictory to the literature, but when 
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considered in the context of chronic disease and the demographics of this sample it 

made sense.  The majority of women had been diagnosed with endometriosis for 

more than five years, had experienced more than five years of pain, and experienced 

pain on at least a monthly basis.  Of great concern is the fact that half indicated they 

had seen four or more physicians about their endometriosis and the other 39 percent 

had seen 2-3 physicians.  This means that the majority of these women had likely 

seen more than one physician before being diagnosed with endometriosis.  Given 

these women’s length of time with endometriosis and the number of physicians that 

they had seen, it is not unreasonable to consider that the negative relationship found 

in the model was due at least in part to these two facts even though they were not 

significantly correlated to the Therapeutic Alliance.  

Women who have experienced a chronic disorder for five or more years have 

most likely moved into utilizing a more proactive coping approach to their 

endometriosis. These women might have started to take more control of their health, 

feel that they know their bodies better than any physician, and have started to use 

some form of alternative or preventative measure that helps them.  The result is that 

they might have become more behaviorally involved in their health.   

Some women might have had negative experiences in getting answers from 

their physicians and might have become more independent.  Others might have felt 

that their physician thought they were exaggerating the level of pain they 

experienced. George (1997) found that when the patient perceives a nonjudgmental 
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attitude, acceptance, warmth and empathy on behalf of the physician, she experiences 

good communication with her physician. When the patient feels that her physician 

does not believe her complaints about her pain, the communication and the patient-

physician relationship suffer.  If this is the case, there might be a slight negative effect 

on the Therapeutic Alliance as their level of trust and communication with their 

physician goes down.  

Trust and respect in a safe environment allow the women to express their 

concerns, points of view, and provide information about their lifestyle that might be 

critical to treatment selection for improved adherence (Maguire & Piceathly, 2002; 

Davison & Degner, 1997).  In the Therapeutic Alliance, it is the trust and respect that 

allows patients to express their concerns, points of view and values to their physician 

(Besing, 2000). Without trust, there is limited communication which hinders the 

Therapeutic Alliance (Kim et al., 2001). All indications of the findings suggest that 

this explanation might account for the negative effect of Behavior Involvement on the 

Therapeutic Alliance.  

 

Communication Self-efficacy with physician and the Therapeutic Alliance 

There was a multicollinear relationship between Communication Self-efficacy 

and the Therapeutic Alliance.   This was indicated by a high correlation (0.82) 

between the two variables. In fact, the correlations between Communication Self-
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efficacy and the subscales of the Therapeutic Alliance were also high (between 0.75 

and 0.81) which corroborates with the initial suspicion of multicollinearity.  Further 

comparison of the items in the scales showed that the items were very similar.  Thus 

it was concluded both statistically and theoretically that the Communication Self-

efficacy scale was very similar to the Therapeutic Alliance scale.  This caused 

Communication Self-efficacy to be eliminated from the model. 

Even though the evidence of this research indicated that the Communication 

Self-efficacy scale be dropped from the model, the scale itself was a good scale, 

having a scale reliability of 0.93. This Communication Self-efficacy scale merits use 

in future studies.   

Bandura’s Social Cognitive Theory (1986) indicates self-efficacy as the 

central moderating variable that produces behavior outcome.  Following this theory, 

Communication Self-efficacy with the physician should have an effect on the 

Therapeutic Alliance, if the Communication Self-efficacy scale is theoretically and 

conceptually different from the Therapeutic Alliance.   A Communication Self-

efficacy scale should be created that is conceptually different and independent from 

the variables contained in the Therapeutic Alliance in order to allow testing for an 

effect between them.  Further study in this area is needed. 
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Implications of the findings 

The negative correlation between Behavior Involvement and the Therapeutic 

Alliance has many implications.  The most important implication is the need for 

additional research.  The findings of this study were contrary to what is known in the 

literature.  Perhaps it is because patients with chronic diseases have characteristics 

that influence the relationship between Behavior Involvement and the Therapeutic 

Alliance.    

Perhaps people with chronic diseases, or at least women with endometriosis, 

feel they are being required to take a more active role in their health care and 

sometimes are doing so out of desperation to find answers that the medical 

community cannot readily provide.  Others might be developing independent 

behavioral qualities that challenge the authority and reliance on the physician. This 

self-reliant independence might be producing both a negative impact in their 

relationship with their physician and a negative impact in their health.  There is an 

apparent aspect of Behavior Involvement that might account for the negative patient-

physician relationship.  Future research should examine Behavior Involvement in 

depth to determine the traits that produce this negative effect.  Once this trait is 

identified, Behavior Involvement can be promoted in a way that minimizes the 

negative effect on the patient-physician relationship.   

Being able to promote Behavior Involvement without producing a negative 

effect on the patient-physician relationship is important because healthcare workers 
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and the government have been promoting self-care since the early 1960’s. Now, a 

majority of patients are subscribing to the notion of self-care and preventative 

medicine.  These patients are now becoming more behaviorally involved in their 

healthcare.  The findings of this study raise the concern that some aspect of the 

Behavior Involvement might have a negative effect in women’s relationship with 

their physician.  This in turn can have a profound effect on their health outcome. 

It is known that developing relationships in which the patient is an active 

participant result in greater treatment adherence (Hopkins, 2002; Ciechanowski et al., 

2001; Klang et al., 1999; Rothert et al., 1997), psychological adjustment to the 

disease (Street et al., 1995; Meredith, 1993; Fallowfield, et al., 1990; Morris & Royle, 

1988) and treatment outcome (Larsson et al., 1992).  It would be very unfortunate to 

continue health promotion interventions that will result in decreasing the Therapeutic 

Alliance.   Identification of the aspect of Behavior Involvement that produces the 

negative effect can allow health educators and healthcare workers to focus on 

developing only those Behavior Involvement traits that strengthen the Therapeutic 

Alliance.  

Patients with chronic illnesses such as endometriosis depend on long-term 

relationships with their physicians to deal with their disease.  It is important that as a 

healthcare community we do our best to help them develop good Therapeutic 

Alliances with their healthcare providers.  It is important that physicians be 

sympathetic to the pain caused by chronic conditions and empathize with the patient 



 113

even if they are not able to come up with a final diagnosis. Almost all of the women 

in this study saw two or more physicians for their endometriosis.  This disease has a 

history of being undiagnosed or difficult to diagnose.  This leaves women in pain 

with no explanation for what they are feeling and usually without a physician as an 

ally. The result of the patient-physician encounter plays a critical role in the final 

outcome of the Therapeutic Alliance, whether with this physician or another, and on 

the patient’s health. It is this aspect of the patient-physician relationship that can most 

likely influence the relationship of not only women with endometriosis, but of all 

patients with an undiagnosed or under diagnosed chronic disease. 

Information Seeking Preference and Knowledge of endometriosis were 

positively correlated with the Therapeutic Alliance.  This concurred with the 

literature.  Patients need information about their disease in order to adapt to new 

lifestyles and have positive health outcomes.  Interventions should continue to be 

researched that increase patient knowledge and encourage information seeking.  Since 

little is known about the impact of health information available to patients through the 

Internet, additional research in that area is recommended. 

 

Limitations 

The results of this study might only apply to other women with endometriosis. 

In fact, they might only apply to other women with endometriosis who belong to the 
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Endometriosis Association as this group may have unique characteristics. This 

sample is a good representation of the general membership of the Endometriosis 

Association which is predominantly white college educated females.  These women 

might have additional unique characteristics such as overall having a higher level of 

behavioral involvement and a higher desire to seek information which is what might 

have initially lead them to join the Endometriosis Association.  Therefore, these 

results might not be generalizable beyond the membership of the association. 

It may not be possible to generalize these results onto people afflicted by other 

chronic diseases.  There is no way to tell if prior physician experiences have biased 

the results of this study.  There is a possibility that now that there is more knowledge 

about endometriosis and there are techniques to diagnose it, that the results of this 

study many not apply to future generations of women with endometriosis.  Cross-

sectional designs present limitations in generalizing the findings beyond the sample 

examined. 

These limitations are further compounded by the lack of a central location that 

maintains statistics on endometriosis.  There is not a national system where 

information on the racial distribution of endometriosis is tracked.  This is one of the 

reasons why it is impossible to know how many women are actually affected by 

endometriosis nor whether it affects all races.  For this reason, it is not possible to 

make generalizeable statements of these findings onto women with endometriosis 

from other racial backgrounds.  There is a definite need to gather this information. 
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Recommendations for future research 

The findings of this study only begin to scratch at the surface of the patient-

physician relationship.  It is a beginning point that indicates that much future research 

is needed.  Given the fact that 40% of the U.S. population is living with some chronic 

disease, understanding what impacts the patient-physician relationship is important.  

Since this relationship plays a critical role in health outcome, there is a need to further 

examine many issues related to the patient-physician relationship of people with 

chronic diseases.  Following are some suggestions for future studies. 

1. This study should be replicated with another sample of women with 

endometriosis. A larger sample of women with more varied demographical 

characteristics should be used. 

When replicating this study, some changes should be made to the survey. 

First, the survey should ask women whether they had any kind of surgery to correct 

the pain related to endometriosis.  The answer to this question might have provided 

critical information that would have explained the answers to some of the other 

survey issues.  The question about length of time with endometriosis pain should be 

clarified.  In hindsight, asking a question about the level of disability experience by 

this pain would have provided a better understanding of the implications of 

endometriosis in their lifestyle. Also asking the time from which they first started 

experiencing the pain until diagnosis might have helped understand the experience 

these women had with their physicians. The question about the amount of control 
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over the final treatment decision needs to be clarified to ensure all subjects perceive it 

the same way.  Finally, a Communication Self-efficacy scale should be created that is 

conceptually different from the Therapeutic Alliance in order to eliminate the 

multicollinear relationship and to allow the testing of the role of Communication Self-

efficacy with the physician on the Therapeutic Alliance.  

2. This study should be replicated with people who have other chronic 

conditions.  

It was interesting to find the negative correlation between Behavior 

Involvement and the Therapeutic Alliance.   Examining other samples of people with 

chronic conditions can serve two purposes: a) to further examine the relationship 

between Behavior Involvement and the Therapeutic Alliance; and b) to examine 

whether the structural equation model found in this study applies across other chronic 

disease groups.  Knowledge of the disease being studied should be examined in place 

of Knowledge of endometriosis.  It would be interesting to see if the model applies to 

the disease being studied.  If the model applies, interventions to improve the 

Therapeutic Alliance might be a source of future research. 

3.  The model should be tested with individuals who do not have any chronic 

diseases.   

Examining if the model has a good fit with individuals who do not have a 

chronic disease might provide insight into the aspects of Behavior Involvement that 

negatively contribute to the Therapeutic Alliance.   General health knowledge might 
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be used instead of Knowledge of endometriosis.  If the model holds for patients 

without chronic diseases, there might be a need to reconsider the message we are 

sending our patients about what constitutes a healthy level of Behavior Involvement.  

It would be unfortunate to continue to do interventions to increase patient 

involvement in the aspects that are detrimental to the patient-physician relationship. 

4. The model should be tested with males. 

It is important to know if the model holds across gender when there is a 

chronic disease present.  One example might be to study males with prostrate cancer.  

The results will allow us to understand if the structural equation model is gender 

specific.  It is important that two different groups of males be examined: a chronic 

disease group and a non-diseased group. 

5. Level of disability caused by the chronic disease should be tested as a 

possible construct of the model.   

The level of disability caused by the chronic disease might be affecting the 

patient-physician relationship.  This construct should be added to the model and 

tested in future research of women with endometriosis or another chronic disease. 

6. Questions regarding the individual’s experience with multiple physicians 

might be used to generate some insight into what might be contributing to the 

negative relationship between Behavior Involvement and the Therapeutic Alliance.  

Negative experiences with physicians prior to diagnosis might leave the 

chronic disease sufferers feeling like they have no allies within the medical 
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community.  If chronic pain sufferers find no resolution for their pain, they might feel 

like their physician does not believe them and distrust could affect the current and 

future patient-physician relationships.  Patients who seek information and attempt to 

self-diagnose out of desperation to find out what is wrong with them might become 

more self-reliant and independent.  They might become more distrusting of their 

physician’s ability and might develop a relationship barrier through 

miscommunication, lack of cohesiveness, and an inability to feel understood by their 

physician.  Further examination of this area is necessary in order to pinpoint possible 

relationship problems that might be avoided through awareness and empathy. 

7. Further examination of the negative correlation between Behavior 

Involvement and the Therapeutic Alliance is necessary. Perhaps a more 

comprehensive study of the traits or components that compose Behavior Involvement 

might provide insight into the sources of the negative correlation. 

8. If a future study is able to identify the aspects of Behavior Involvement that 

negatively correlate with the Therapeutic Alliance, an intervention should be 

developed and tested with other chronic diseases.  Recommendations and a set of 

guidelines should be compiled to ensure that the qualities of Behavior Involvement 

that positively correlate with the Therapeutic Alliance are implemented in the health 

arena. 

9.  The Communication Self-efficacy scale should be tested in a different 

scenario to examine its reliability and validity. 
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Appendix B 

 

 
 
Survey Package: 
 
Informed consent cover letter for survey 
Survey 

 Part I.    Therapeutic Alliance (dependent variable) 

 Part II.   Communication Self-efficacy with Physician 
 Part III.  Information seeking 
              Desire for Behavior Involvement 
 Part IV.  Internet Use  
 Part V.  Length of Relationship with Physician 
  Frequency of Utilization of Care 
 Part VI.  Demographic Variables 
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IRB#  2003-10-0006 
 

Informed Consent to Participate in Research 
 

The University of Texas at Austin 
 

You are being asked to participate in a research study.  This form provides you with 

information about the study. Please read the information. Your participation is entirely 

voluntary and anonymous and you can refuse to participate without penalty or loss of benefits to 

which you are otherwise entitled.  Should you have any questions, please feel free to contact the 

principal researcher, Karina Garcia at (512) 563-1393 or her faculty sponsor, Mary Steinhardt, 

Ed.D. at (512) 232-3535. 

 
 

Title of Research Study:  
Examining the Patient Physician Relationship of Women with Endometriosis. 
 

 

Principal Investigator: 

Karina Garcia, Ph.D. Candidate in Health Education at The University of Texas, (512)563-1353. 
Faculty Sponsor: 
Mary Steinhardt, Ed.D., Professor, Department of Kinesiology and Health Education, (512)232-3535. 
 
 
Funding source: None 
 
 

What is the purpose of this study?   

This study will examine factors that help create strong therapeutic alliances between patients and their 
physicians.  Since endometriosis is a chronic disease and women must develop relationships with their 
physicians, this study will focus on the factors that women with endometriosis indicate help create strong 
patient-physician relationships. 
 
 
What will be done if you take part in this research study? 
You will fill out a 10-15 minute anonymous survey. 
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What are the possible discomforts and risks? 

You may experience a slight discomfort in examining the relationship that you have with your physician.  
Other wise, there are no other known risks at this time. 

 
If you wish to discuss the information above or any other risks you may experience, call the Principal 
Investigator listed above. 
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What are the possible benefits to you or to others? 
Knowing what factors help create strong patient-physician relationships might be helpful to physicians 
and women with endometriosis due to the benefits of strong therapeutic alliances.  It is also possible that 
other patients with similar chronic diseases may also benefit from this information. 

 
If you choose to take part in this study, will it cost you anything? 

No. You have been provided with a self-addressed stamped envelope to use to return the survey via U.S. 
mail. 
  

 
Will you receive compensation for your participation in this study? 
No compensation will be provided. 
 
 
What if you are injured because of the study?   
Not applicable. 
 
 

If you do not want to take part in this study, what other options are available to you? 
Participation in this study is entirely voluntary. You are free to refuse to be in the study, 

and your refusal will not influence current or future relationships with The University of Texas 

at Austin nor your relationship with the Endometriosis Association. 

 

 

How can you withdraw from this research study and who should I call if I have 

questions? 

Once you have returned the survey, it will be impossible to withdraw from this study; the survey does not 
contain any markings that can link it to you so it will be impossible to tell which survey is yours once you 
have submitted it.  If you have any questions, please contact Karina Garcia at (512) 561-1393 or the 
faculty sponsor listed on the front page of this form. 
 
If you wish to stop your participation in this research study after you have begun to answer the 
survey, please do not return the survey and dispose of it however you best see fit.   
 
In addition, if you have questions about your rights as a research participant, please contact 
Clarke A. Burnham, Ph.D., Chair, The University of Texas at Austin Institutional Review Board 
for the Protection of Human Subjects, 512/232-4383. 
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How will your privacy and the confidentiality of your research records be protected? 

Your identity was protected by the Endometriosis Association.  They agreed to help with this study only 
if they were provided with the survey packets to label and mail directly to you so that they would not 
disclose your identity.  The Endometriosis association will never disclose your identity or your name to 
the researcher.  
 
Although authorized persons from The University of Texas at Austin and the Institutional Review 
Board have the legal right to review your research records and will protect the confidentiality of 
those records to the extent permitted by law.  If the research project is sponsored then the sponsor 
also has the legal right to review your research records. The nature of this study ensures that no 
records can be linked to you or your physician. 
 
If the results of this research are published or presented at scientific meetings, your identity and 
that will not be disclosed. 
 
 
Will the researchers benefit from your participation in this study  
The researcher will not benefit from this study beyond publishing and presenting the results, and 
completing the research requirements for a Ph.D. in Health Education. 

 
 
Informed consent: 

 
You have been informed about this study’s purpose, procedures, possible benefits and risks, and 
you have received a copy of this Form. You have been told that you can ask questions at any time 
by contacting the researcher. You voluntarily agree to participate in this study.  By returning the 
survey, you are not waiving any of your legal rights. 
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Examining the Patient-Physician Relationship  
of Women with Endometriosis 

 
Part I: Instructions:  You are being asked to rate the quality of Therapeutic Alliance 
between you and your provider.  There are no right or wrong answers.  Please read 
each statement and give the answer that best fits you.  Please fill in one of the circles.  
 

 Never Rarely Sometimes Always 

1. My provider and I work well together.     
2. Plain language is used by my provider.     
3. I have a good rapport with my provider.     
4. I do what my provider and I have agreed.     
5. I am allowed in decision-making process.        
6. I feel my provider criticizes me too much.     
7. My provider spends lots of time in educating me.     
8. I can express negative feelings freely.     
9. I make suggestions on what works best for me.     
10. I have an active partnership with my provider.     
11. My provider listens to me without judgment.     
12. My provider respects me.     
13. I and my provider have the same goals.     
14. I feel my provider gives me enough information.      
15. I respect my provider.     
16. I participate in establishing goals.     
17. I am committed to reach the goals.     
18. We have mutual goals for my care.      
19. I feel involved in my health care.     
20. My provider weighs my suggestions as equal to 

his/hers.      
21. I feel my provider does not listen to me.     
22. My provider respects my wishes.     
23. I am free to refuse my provider’s recommendations.     
24. My provider does not allow me to state my opinion.     
25. I cannot really care for my own health.      
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26. It is easy to understand my provider’s instructions.     
27. My provider encourages me to make decisions.       
28. I feel my provider supports my point of view.     
29. My provider gives me positive feedback.      
30. I am able to talk to my provider about anything.     

 

Part II. Instructions: Please answer the following questions to the best of your 

ability. 

How confident are you … Not 
confident 
at all  

Somewhat 
confident  

Confident Very 
Confident 

1. That you can ask your physician questions?     
2. That your physician will answer your 

questions?     
3. That you can communicate with your 

physician?     
4. That you can understand what your physician 

is telling you?     
5. about asking your physician for treatment 

alternatives?     
6. about providing your physician with your 

point of view?     
7. that you can ask your physician for 

clarification when you need it?     
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Part III: Instructions: The following questions ask your opinions about different 

kinds of healthcare. Please indicate whether you agree or disagree with the statements below. 

 Strongly 
Disagree Disagree Agree Strongly 

Agree 

a) I usually don’t ask the doctor or nurse many 
questions about what they are doing during the 
medical exam. 

    

b) Except for serious illness, it is generally better to 
take care of your own health than to seek 
professional help. 

    

c) I’d rather have doctors and nurses make the decisions 
about what’s best than for them to give me a whole 
lot of choices. 

    

d) Instead of waiting for them to tell me, I usually ask 
the doctor or nurse immediately after an exam about 
my health. 

    

e) It is better to rely on the judgments of doctors (who 
are experts) than to rely on “common sense” in 
taking care of your own body. 

    

f) Clinics and hospitals are good places to go for help 
since it’s best for medical experts to take 
responsibility for healthcare. 

    

g) Learning how to cure some of your illnesses without 
contacting a physician is a good idea.     

h) I usually ask the doctor or nurse lots of questions 
about the procedures during a medical exam.     

i) It’s almost always better to seek professional help 
than to try to treat yourself.     

j) It is better to trust the doctor or nurse in charge of a 
medical procedure than to question what they are 
doing. 

    

k) Learning how to cure some of your illnesses without 
contacting a physician may do more harm than good.     

l) Recovery is usually quicker under the care of a 
doctor or nurse than when patients take care of 
themselves. 

    

m) If it costs the same, I’d rather have a doctor or nurse 
give me the treatment than do the same treatment 
myself. 

    

n) It is better to rely less on physicians and nurses and 
more on your own common sense when it comes to 
caring for your body. 

    

o) I usually wait for the doctor or nurse to tell me about 
the results of the medical exam rather than asking 
them immediately. 
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p) I’d rather be given many choices about what’s best 
for my health than to have the doctor make the 
decisions for me. 

    

 
Part IV: Instructions: Please think about how you use the Internet. Answer 

the following questions to the best of your ability.  
 

1. How frequently do you use the Internet to do each of the following? 
 Never monthly weekly daily Several times 

per day 
a)  Connect to other people (chats, 

message boards, buddy lists, etc.) 
regarding health issues 

     

b)  Look up health information      
 

2. How long have you been using the Internet to do each of the following? 
   

Never 
Less 

than 6 
months 

7 
moths 
– 1 yr 

1-2 
yrs 

2-5 
yrs 

More 
than 5 
years 

a) Connect to other people 
(chats, message boards, buddy 
lists, etc.) regarding health 
issues 

      

b) Look up health information       
 

3. Please indicate the approximate number of hours per week that you spend searching for 
health information on the Internet._______ 

 
4. Please indicate the approximate number of hours per week that you communicate (chat, 

email, etc.) with others on-line._______ 

 

 

5. Have you gotten information about endometriosis through the Internet? 

 

 Yes   No 

 
6. How frequently do you participate in an endometriosis support group? 

 Never   Once a month  Weekly  Daily 
 

7. Is this an online support group? 
 Yes   No  
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8. Indicate how the health information you get from the Internet has influenced each of the 

following statements.  
 Not at 

all  
Very 
little 

Some A lot 
more 

a) I understand my ailment better     
b) I have more control over my health     
c) I feel more control during and interaction with my 

healthcare provider     
d) I am more knowledgeable and better prepared to 

communicate with my healthcare provider     
e) I have adopted healthier behaviors     
f) I am practicing preventative medicine     
g) I am trying some form of alternative medicine     
h) I am taking a more active role in my healthcare     
i) I share the information that I find with my healthcare 

provider.     
j) I use it to discover treatment alternatives.     
k) I use the information for self-medication.     
l) I use the information for self-evaluation or self-

diagnosis     
m) I use the information for self-care.     
n) I use it to prepare myself for what will come as a result 

of an illness or disease.     
o) Not Applicable     

 
 

 
 

Part V. Instructions.  Answer the following questions to the best of 

your ability.  There are no wrong or right answers. 

1. How long has it been since you were diagnosed with Endometriosis? 

 Less than 6 months 
 7 months to one year 
 Between one and two years 
 Between two and five years 
 More than five years 

 
2. How long have you been with the physician that takes care of your endometriosis? 

 Less than 6 months 
 7 months to one year 
 Between one and two years 
 Between two and five years 
 More than five years 
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3. In the past two years, how many times have you visited the physician that takes care of 

your endometriosis? 
 0 – 4  5-9  10-14  15-19  20-24  
 25-29  30 or more 

 
4. How many physicians have you seen regarding your endometriosis? 

 1  2-3  4-5  more than 5 
 

5. How many years have you been diagnosed with endometriosis? __________ years 
 
6. On average how much pain do you experience due to your endometriosis (0=no pain to 

10= severe pain)._____ 
 
 
7. How frequently do you experience this level of pain? 
 
 daily  weekly  monthly  Other_____________________ 

 
8. How long have you been experiencing this level of pain?_____months _____weeks 

_____days 
 
9. How much do you think you know about endometriosis? 
 

 Very little  Some  Enough  A lot 
 

10. How much control should each the patient and the physician have over the final 

treatment decision-making? 

 0 – 9% patient and 91 –100% physician 
 10 – 19% patient and 81 –90% physician  
 20 – 29% patient and 71 –80% physician  
 30 – 39% patient and 61 –70% physician  
 40 – 49% patient and 51 –60% physician  
 50 – 59% patient and 41 –50% physician  
 60 – 69% patient and 31 –40% physician  
 70 – 79% patient and 21 –30% physician  
 80 – 89% patient and 11 –20% physician  
 90 – 100% patient and 0 –10% physician  

 
11. What gender is your physician who takes care of your endometriosis? 

 Male          Female 
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12. If you see a nurse practitioner, physician assistant or other physician’s staff more frequently 

than your physician, please provide their gender. 

  Male          Female     Not applicable 
 

 

. 

Part VI: Instructions:  This section contains questions to gather some demographic 
information from you. Please select the best answer for the questions below. 
 

1. Marital Status 
 Never been married 
 Married (still in first marriage) 
 Divorced or separated 
 Living with a partner or significant other 
 Widowed 
 Remarried 

 
2. What is your age?______ 

 
3. Family income bracket 

 
 Under $25,000 
 $25,001 - $50,000 
 $50,001-$75,000 
 $75,001-$100,000 
 $100,001- $150,000 
 Over $150,001 

 
4. Highest level of education achieved 
 Did not finish high school 
 High school or GED 
 Associates 
 Bachelors 
 Masters 
 PhD, MD or above 

 
5. Race and ethnicity 
  I do not wish to provide this information 

Ethnicity: 
 Hispanic or Latino 
 Not Hispanic or Latino 

Race: (select all that apply.) 
 American Indian or Alaska Native  
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 Asian 
 Black or African American 
 Native Hawaiian or Other Pacific Islander 
 White 

 
6. What kind of healthcare coverage (insurance) do you have? 
 None 
 Public or Medicaid 
 Private Insurance (Paid by self or family such as a PPO, POS, HMO, etc.) 
 Private Insurance (Paid by Employer such as a PPO, POS, HMO, etc.) 
 Other 

 
7. How much to you pay out of pocket for each visit with your physician?______ 
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