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Abstract

Introduction: Although a trustworthy connection between doctor and patient is crucial in
clinical practice, it could be hindered by different cultural and linguistic backgrounds.
Moreover, an effective doctor-patient interaction could be even more challenging in
andrological fields, in which psychological and social components are predominant.

Aim: To analyse the doctor-patient relationship in the andrological field, applying both
gualitative and quantitative analyses.

Methods: monocentric, cross-sectional, observational study was performed between May
and December 2018. During the study, all patients aged >18 years attending the Modena
Andrology Unit for couple infertility or erectile dysfunction were enrolled and the doctor-
patients interaction recorded. Patients were divided into two groups depending on their
medical seeking and were further divided between native and non-native speakers of Italian.
All patients underwent a routine andrological examination. Every first medical consultation
was audio-recorded and transcribed using “ELAN” software for socio-linguistic analysis.
Transcriptions underwent qualitative analysis through conversation analysis. Then,
guantitative analyses were performed, and interaction parameters underwent correlation
analyses.

Results: Twenty-five patients were enrolled. The analysis of the andrological interview
allowed to recognize five consecutive phases, following a semi-standardized pattern.
Patients without linguistic barriers and with infertility problems showed more autonomous
contribution during the consultation. No difference arose in sexual dysfunctions group.
Doctor’s explanations were frequent, but when linguistic barrier was present or Italian
patients seemed less talkative, explanations were shorter, and doctors tried to use other
conversational mechanisms to promote understanding. Patient’s variables were significantly
lower compared to the doctor, considering the number of turns (p=0.025) and their
minimum (p=0.032), maximum (p<0.001), and average durations (p<0.001). Only patient's
latency was significantly higher than the doctor’s (p=0.001).

Conclusion: This is the first attempt to analyse the doctor-patient relationship in andrology
using authentic audio-recorded consultations. The results confirmed that a patient-centred
communication must be applied also in andrological consultations. However, the topics
discussed may require more “medical formulation” to be acceptable to the participants in
this context.
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Main text
Introduction

The creation of a trustworthy relationship between doctor and patient is crucial in
clinical practice, orienting decision-making and affecting therapeutic success *>. This
relationship has received philosophical, literary and social attention since the times of
Hippocrates, who conceived the doctor’s medical authoritativeness as key in maintaining a
trustworthy relationship and taught the so-called “doctor-centred” approach *. Only in the
second half of the nineteenth century, the point of view on the doctor-patient relationship
began to change through a more patient-inclusive approach > which radically changed the
relationship with the patient in the direction of increasing communication effectiveness. Not
surprisingly, doctor-patient interaction aroused interest in socio-linguistic research. Studies
on interaction, which were made possible by the growing possibility of collecting recorded
and transcribed medical consultations, highlighted that the primacy of the clinician’s
knowledge as an expert could barely be exercised without a relevant contribution of the
patients providing information on their problems and worries 7 Thus, an approach "focused
on the patient" developed, in which the doctors encourage the patients to manifest their
feelings, sensations and worries, and to actively participate in the co-construction of the
interaction €. Hitherto, patient-centred approaches in the doctor-patient relationship are
considered the most effective forms of communication in all medical fields 3*%**31722 |
particular, patient-focused communication displays four relevant features: (i) patient’s active
participation and conveyance of personal feelings, experiences and opinions; (ii) active
listening and support from the doctor eliciting the patients’ personal contribution; (iii)
mutual understanding and affinity based on the doctors’ possibility to interpret the patients’
contributions; (iv) information exchange and decisions sharing between doctor and patient
23,24

Promoting an effective doctor-patient relationship is a daunting task 2>, especially in
the case of different cultural and linguistic backgrounds. Indeed, language obstacles and
their unfamiliarity with the medical context may prevent migrant patients to be talkative and
proactive, adding another critical issue to the doctor-patient relationship 2*>*. In particular,
social difficulties could emerge in specific medical scenarios, such as the andrological context
we are focussing on here. Andrology is a medicine branch deputed to diagnose, treat and
manage male reproductive organs’ diseases, which could compromise physical development,
sexual activity and fertility ***3. The andrologist deals transversally with the male patient as a
whole, from the problems of the reproductive to those of the sexual sphere. Andrological
disturbances are very frequent in the male population, with different incidences depending
on age 3, Among andrological problems, erectile dysfunction (ED) is the most frequent
reason for andrological consultation, followed by male fertility pathologies 3,

By evaluating the sexual habit of both the man and the couple, the andrologist works
in a delicate context in which building a trustworthy relationship is fundamental to forge a
diagnostic-therapeutic alliance 333 Indeed, the doctor must juggle among intimate and
private information, in which the psychological aspect cannot be disregarded % In addition,
a variable psychological component should be considered behind several sexual disorders
and an effective doctor-patient interaction could unravel this psychological component.
While there is a wide literature on the doctor-patient relationship in several medical fields o
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473842 1o studies are currently available in andrology, where the psychological and social

components are predominant. Moreover, there are no guidelines concerning the way in
which andrological assessment should be performed, and specifically on how to gather
information of interest. In this setting, several questionnaires and structured interviews have
been developed 347 in order to objectivize subjective data, to reduce the patient’s
discomfort and to reach a diagnosis. However, there is a lack of consistency in these
structured interviews and the doctor-patient relationship is not qualitatively investigated.
With this in mind, we designed the current study aimed to analyse the doctor-patient
interaction in the andrological field using both qualitative and quantitative methods.
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Materials and Methods

Study design and Participants

A monocentric, cross-sectional, observational study was carried out at the Andrology
Unit, Department of Biomedical Metabolic and Neural Sciences of the University of Modena
and Reggio Emilia (Italy) between May and December 2018. All patients aged over 18
attending either for couple infertility or ED were considered eligible, irrespective of their
ethnic origin and the potential presence of a language barrier.

Among the andrological issues investigated, couple infertility was defined as the
absence of conception after at least 12 months of unprotected sexual intercourses 8 while
ED was defined as the persistent or recurrent inability to reach and/or maintain a penile
erection firm enough to have satisfactory sexual intercourses * Enrolled patients were
divided into two groups according to the reason for their access to medical consultation, i.e.
couple infertility or ED. Then, both groups were further subdivided based on their familiarity
with the Italian language, thus basically forming one group of native Italian speakers and one
group of non-native speakers.

Data collection

The study consisted in the audio recording of the first consultation performed at the
Andrology Unit. During the consultation, enrolled patients underwent a routine andrological
examination, according to clinical practice. In particular, personal and family histories were
investigated, with a specific focus on sexual life and risk factors for pituitary-gonadal axis
impairment. During the consultation, physical genital examination was performed. Lastly, the
doctors reported the diagnostic orientation based on the data collected during the
consultation and their diagnostic-therapeutic proposals.

Every audio-recorded consultation was cleared of the identification data of the
patients and sent to the colleagues operating at the Department of Studies on Language and
Culture (University of Modena and Reggio Emilia, Modena, Italy), for socio-linguistic analysis.
All recordings were manually transcribed using "ELAN” software (2020, Nijmegen: Max
Planck Institute for Psycholinguistics, The Language Archive. Retrieved from
https://archive.mpi.nl/tla/elan), which allows to time-align accurate transcriptions of
speakers’ utterances to the audio and enables to extract some quantitative data relating to
the speakers’ turns, their duration, and their latency.

Data analysis

Transcriptions were investigated applying different methods. First, qualitative
analysis was performed considering the two different types of consultations. The following
aspects were investigated using Conversation Analysis (henceforth CA) *°: (i) inversion and
mixing of the anamnesis and of the presentation of the medical problem, (ii) questions to
the patient and doctor’s feedback to the patient’s answers, (iii) doctor’s reactions to the
patient’s expanded responses and initiatives, (iv) doctor’s explanations, (v) repair strategies
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to solve problems of understanding, (vi) comments by the andrologist on the patient’s
contributions to the conversation, (vii) use of a shared language (Italian or English), and (viii)
failure by the doctor to “take charge” of the patient. The main objectives of qualitative
analyses were: (i) the description of the interaction structure of this under-investigated
consultation type and (ii) the evaluation of the synchronization between the patient and the
doctor’s actions. In this setting, according to CA, several variables were extracted, such as
turn-at-talk, which represents every turn of speech in the conversation between doctor and
patient, and turn length, expressed as minimum and maximum time. In particular, the
following parameters were considered: sequence, topic processing and alignment %>,
Sequences indicate that every single turn-at-talk is produced in reaction to the former and
creates the conditions to choose between the several possibilities of the next turn >*. Topic
processing represents the conditions in which turns contents are linked to each other
according to a recognizable theme-based rationale, so that an interaction narrative is built
>2>3 Alignment means that every turn-at-talk is included and meaningful in relation to a
specific kind of “institutional” interaction . Coordination of these parameters is essential in
the interaction to achieve synchronization of the actions of all participants. An inadequate
synchronization blocks, or otherwise hinders, coordination, and the consequent success of
the interaction. The presence of synchronization in the doctor-patient interaction leads the
patient to understand his problem from the medical point of view, allowing the doctor to
provide the relevant informative items.

Second, quantitative analyses were performed. In particular, the following
interaction-related parameters were extracted from ELAN transcriptions of audio recordings:
number of turns uttered by each speaker, their duration per speaker and their latency per
speaker, i.e. the time delay between two turns-at-talk. Two variables were considered for
each parameter. The number of turns was expressed in continuous variable, while their
duration and latency were expressed in seconds. All variables extracted were compared
among groups and subgroups, using the “Statistical Package for the Social Sciences”
software for Windows (version 26.0; SPSS Inc., Chicago, IL, USA). Correlation analyses were
performed considering interaction parameters. Since seven parameters were considered,
Bonferroni’s adjustments were performed and p<0.007 were considered statistically
significant.

Ethical statement

The present study was approved by the Ethical Committee of Modena (Prot. Azienda
Ospedaliero-Universitaria (AOU) 0008554/18 - 05/004/2018) and each patient provided written
informed consent for the enrolment. This study complied with the ethical standards of the
Helsinki Declaration (1975, revised in 2013).
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Results

Twenty-five consecutive patients (mean age 44.4 + 12.0 years) with sexual
dysfunction or couple infertility were enrolled. Among these, 11 showed difficulties in
communicating in Italian, whereas 14 did not.

Patients were divided into two groups according to the reason why the andrological
consult was requested: (i) group A: ED (12 patients, 48%); (ii) group B: couple infertility (13
patients, 52%) (figure 1). The mean age was significantly higher in group A compared to
group B (38.2 + 3.7 years versus 51.9 + 14.2 years, p=0.001). Patients were further divided
into two subgroups, according to the existence of language barriers: (i) group 1: no linguistic
difficulties (14 patients, 56%); (ii) group 2: linguistic difficulties (11 patients, 44%) (figure 1).
Thus, the overall study group was divided in four subgroups: (i) group 1A: 7 patients (28%);
(ii) group 1B: 7 patients (28%); (iii) group 2A: 5 patients (20%); (iv) group 2B: 6 patients (24%)
(figure 1)

Quantitative analysis

Patient’s variables were significantly lower compared to the doctor, considering the
number of turns (p=0.025) and their minimum (p=0.032), maximum (p<0.001), and average
durations (p<0.001). Only patient's latency was significantly higher than the doctor’s
(p=0.001) (Table 1). Considering patient’s communication parameters, a significant direct
correlation was found between average turn duration and maximum turn duration
(rho=0.758, p<0.001), while no other correlations were detected. Considering doctor’s
communication parameters, an inverse correlation was depicted between the turn number
and the average turn duration (rho=-0.540, p=0.002) and between minimum and maximum
turn duration (rho=-0.486, p=0.006). Finally, a direct correlation was found between
maximum and average turn duration (rho=0.864, p<0.001). Comparing the communication
parameters between the patient and the physician, no significant correlations were
highlighted.

Considering the subdivision according to the reason for the consultation, the average
turn duration and the latency remained significantly different between patients and doctors
(p<0.001 and p=0.050, respectively), whereas the number of turns resulted similar (p=0.541)
(Table 2). On the contrary, in group B all parameters assessed remained significantly different
between patients and doctors (p=0.011, p<0.001 and p=0.006, respectively) (Table 2). These
results confirm that the communication characteristics detected in the entire study group
are independent of the clinical reason for referral.

Considering the subdivision according to the presence of a linguistic barrier, the
patient’s average turn duration was significantly lower than the doctor’s one (Table 3).
Similarly, the patient’s latency was significantly higher, while the turn number did not differ
(Table 3). The patient’s communication parameters did not differ between the two groups,
while only the physician’s average turn duration was significantly different (Table 3). At post-
hoc test, the doctor’s average duration was significantly higher in group 1 compared to group
2 (p<0.001). Comparing the patient to the physician, only in group 2 a direct significant
correlation was found between the doctor’s average turn duration and the patient’s latency
(rho=0.755, p=0.007).
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The mean patient’s turn duration remained significantly lower compared to the
doctor in all groups (Table 4). The patient’s latency was significantly higher only in groups 1A,
1B and 2B, while the number of turns comparing patient and doctor was similar in all groups
(Table 4). The considered variables did not differ between the subgroups for both patient
and doctor (Table 4). Moreover, no differences were seen among groups considering the
patient (Table 4). Similarly, the number of turns and the latency did not differ among groups
(Table 4). However, the average duration was significantly different, with higher average at
group 1A compared to 2A and 2B (p=0.018 and p=0.013 respectively) at post-hoc analyses
(Table 4).

Qualitative analysis

The andrological consultation started with an “opening phase”, in which the doctor
introduced the reason for the consultation, trying to reduce the psychological burden typical
of the context. The second step consisted in the “data collection phase”, during which the
doctor proceeded with history taking. In other medical fields, the first phase of the
consultation was either history taking, or the patient’s explanation of the problem. Here, this
anomalous trend was particularly evident in group A, when sexual dysfunctions were
reported. In this setting, the doctor introduced the problem to the patient, who showed his
acceptance of the problem’s description as given by the doctor. Only in one case out of 12,
this introduction was not accepted by the patient, who showed his willingness and interest
in presenting his problem first. In group B, interaction beginnings were less uniform and
some exceptions were observed, i.e. when the “opening phase” was not performed and the
“data collection phase” was anticipated, in 4 out of 17 patients. Moreover, in case of
linguistic barriers (group 2), turns-at-talk were longer and more complex, because the
foreign patients appeared “less competent on the subject” than the Italian patients, or less
able to talk about it, and their narratives took more turns.

The “data collection phase” was performed following a specific sequence of actions:
(i) question from the doctor, (ii) patient response, (iii) feedback from the doctor who
formulated the patient’s answer by summarizing, explaining, developing it or by
commenting on it 2436 (iv) patient confirmation feedback, and (v) feedback from the doctor
(i.e. "Okay"). This sequence was repeated to complete the medical history collection,
following a semi-standardized pattern, in order to analyse all possible signs and symptoms
indicative of an endocrine dysfunction underlying the disorder complained by the patient.
After each sequence, having ensured that the information was shared, the doctor moved on
to another topic. This sequence of actions however took different forms. Reductions made
the transition to the next topic less effective. Instead, expansions by patients who
autonomously asked questions to the doctor or added information optimised information
exchange. This occurred largely with patients without linguistic barriers (group 1) and with
problems of infertility. Indeed, in this group, the patient’s autonomous contributions
occurred 18 times in group 1A and 29 times in group 1B. In group 2, patients intervened with
independent contributions 18 times in group 2A and only 14 times in group 2B. The
difference with respect to group 1, which was found only in the case of couple infertility (29
in 1B vs 14 in 2B), could be explained by both the greater competence of Italian patients,
and by a sort of ‘inhibition’ or difficulty that the foreign patient could experience in talking
about reproduction in a language that is not his own. To these spontaneous patient’s
contributions, the doctor answered mainly by supporting their production and showing
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interest through answers or questions for in-depth analysis, although there were cases in
which s/he treated the expansion as inadequate or premature in this consultation phase and
therefore postponed its treatment to a later phase. It is interesting to note that no difference
shows up in the group of patients with sexual dysfunctions, suggesting that when the
problem is (or is perceived as) the single patient’s, rather than the couple’s, inhibition may
be higher.

The third step was the “problem-description phase”. During this phase, the patient
exposed the problem to the doctor and the sequential structure mirrored that of the
previous phase. The fourth step was the “physical examination phase”, followed by the
“closing phase”, during which the doctor explained the diagnostic orientation and the next
steps in the diagnostic/therapeutic path. Doctor’s explanations were generally standardized,
being preliminary to further investigations, and required minimal feedback from the patient.
Sometimes patients showed their understanding through the repetition of words uttered by
the doctor, but they rarely intervened with requests for clarification or comments. Doctor’s
explanations were generally introduced by a "then" connector, which signalled the passage
from a phase in which the patient was not directly involved to a phase in which the doctor
gets back to the patient offering him an explanation of the results of the examination and
the further steps to be taken. In this final phase, repair sequences to solve problems of
understanding occurred mainly in group 2, where linguistic barriers were present. Although
rare, such sequences included either the reformulation of the doctor's question, where the
doctor repeated the same content in simpler terms, which was interactively effective, or the
replacement of the patient's response, where it is the doctor who provides the answers in
the place of the patient. Though such communicative technique may be used as a proposal
of an answer, rather than a patient’s proper answer, it appeared less effective. Repairs
occurred only 21 times, concentrated in 3 particularly complicated consultations.

Synchronization was evaluated by analysing the number of inversions and mixing
between the “data collection phase” and the “problem-description phase”. These occurred
in 6 out of 12 consultations (50.0%) in group A and in 2 out of 13 (15.4%) in group B.
Moreover, the synchronization was evaluated counting the number of patient's confirmation
feedbacks, followed by simple minimal responses by the doctor (i.e. “Okay”) enabling the
patient to verify that his confirmation had been recorded. Generally, the doctor’s minimal
response was followed by a new question, acting as a transition between the different
topics. This interaction sequence was mainly detected in group A. Synchronization was also
evaluated by analysing the doctor’s reaction to the patient’s expanded responses and
initiatives. Two different actions were found in this setting: (i) either the doctor collaborated
in the production of expanded responses and initiatives, expressing interest in the patient’s
contribution through articulated feedback and thereby supporting the patient's narrative
and showing closeness; (ii) or the doctor postponed the topic to a later stage, treating the
patient’s initiative or expansion as inadequate or premature for the ongoing consultation
phase. This happened generally in group 2B, i.e. when infertility problems were evaluated
and linguistic barriers were present.

Finally, doctor’s explanations were analysed as signs of doctor-patient interaction
effectiveness. They were very frequent in all consultations of all groups, but the reduction in
the time devoted to them can be seen as an indicator of communication problems. When
linguistic barriers were present or Italian patients seemed less talkative, explanations were
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shorter and doctors put in place conversational mechanisms aiming at promoting
understanding, such as the reformulation of their question and the replacement of the
patient's answers we commented above.
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Discussion

This study provides for the first time a qualitative and quantitative description of the
doctor-patient interaction in the andrological field. Here we describe an unstructured
andrological interview composed of five consecutive phases. In the “opening phase”, the
doctor introduces the consultation, helping the patient to enter an intimate setting and
limiting the potential psychological burden of andrological concerns. The following phase,
i.e. the “data collection phase”, allows the doctor to collect all relevant information required
to reach a diagnosis. During the “problem-description phase”, the patient is finally “free” to
report/describe his andrological problem. The sequential structure followed in both the
second and third consultation phase helps the patient to retrace the same pattern, allowing
a better and orderly description of his problem. The fourth phase, i.e. the “physical
examination phase”, completes the information detected during the preceding phases.
Finally, during the “closing phase”, the doctor refers the diagnostic orientation and proposes
the following diagnostic/therapeutic steps needed. This doctor-patient interaction does not
follow the conventional sequence generally observed in other medical fields >’ In our
practice, history taking actually precedes the presentation of the sexual problem by the
patient, which allows us to put him at ease, even when the topics discussed can make him
uncomfortable or create embarrassing situations. Indeed, it is well known that andrological
issues could create discomfort to the patient, when sexual problems are debated 2860 or
distress, when infertility/sterility issues have been touched 6163, Moreover, the fact that the
andrological consultation proceeds with a semi-standardized interview allows us to obtain all
relevant information to frame the patient's disorder or problem, without "getting lost" in the
emotional aspects that could confuse or delay the diagnostic framework. Our approach
could be considered semi-standardized, since it follows a specific structure but allows the
patient to intervene by expanding and completing the different phases of the interview.
However, the first substantial difference between patients with and without linguistic barrier
emerges precisely from the evaluation of the number and quality of the expansions
proposed by the patient. Indeed, patients without linguistic barrier seem to be more prone
and above all more prepared to actively intervene in the consultation, both with expansions
to their answers to the doctor and with questions they autonomously produce. However,
once the anamnestic collection and the physical examination are over, and the doctor
explains the diagnosis orientation and what will be the next diagnostic or therapeutic steps,
patients rarely provide comments or ask for clarifications but only produce minimal
responses, thereby acknowledging receipt and showing that the explanations provided are
exhaustive. During this “closing phase”, the doctor effectively puts in place communication
repair mechanisms which, as expected, are mainly necessary in case of linguistic barrier.

Overall, the qualitative analysis of the doctor-patient interaction in the andrological
field, although only exploratory, confirms that the synchronization among participants is
structured as for other medical fields ®4°°. Indeed, the evaluation of the type and frequency
of sequences that promote patient participation confirmed the effectiveness of our semi-
standardized approach, detecting only few communication challenges when no language
barriers are present. In this context, a low number of inversions or synchronization issues
were recorded, associated with good collaboration between doctor and patient. This
collaboration emerges from the qualitative analysis of doctors’ responses to patients’

This article is protected by copyright. All rights reserved.
11



contributions. When linguistic barriers are present, such responses are more frequent,
especially if the topic is infertility. In this context, emotional aspects, influenced by the
different cultural background of the patient, can significantly limit doctor-patient interaction.
As shown in Niemants ¢, doctors can however actively promote patients’ participation and
expression by showing their understanding of (i) the answers foreign patients produce —
sometimes hardly — in response to doctors’ questions, and (ii) the questions foreign patients
autonomously ask, especially after the examination phase, when they traditionally play a
major role in doctor-patient interactions %8 Moreover, the synchronization effectiveness is
also suggested by the presence of numerous interventions by the doctor to explain and
detail the results obtained during the consultation >*. When these explanations seem to be
insufficient, the doctor puts in place further repair mechanisms that allow a complete
understanding ®°. These expanded responses and patient initiatives are important
phenomena in medical fields >*7°.

In our practice, we routinely apply semi-standardized consultations, characterized by
a direct start of the medical history collection and a specific step-by-step interview. This
structure allows the doctor to control the interaction, improving the communication
effectiveness. In particular, this approach allows the patient to verify that his confirmation
has been registered and helps the doctor to move on to another topic after making sure that
information has been shared. Although this kind of consultations seems to follow a rigid
pattern, it is more flexible than other structured interviews suggested so far ***°. Indeed, our
approach allows for some interactional space that patients take to intervene and express
their opinion, as shown in the qualitative data. This semi-standardized approach shows the
advantage of a freer interview since, unlike questionnaires, it leaves room for the patient to
talk about a variety of more or less related topics and therefore enables the doctor to collect
additional information that perhaps would otherwise be unreported. Moreover, this
approach could be customized according to the medical reason and/or the presence of a
linguistic barrier, an issue which deserves further exploration. Time devoted to explanations
is reduced both in case of patients with linguistic barrier and in some cases of Italian patients
who are not very participatory. The latter is the case of men with infertility complaints who
participate in the consultation with their partner. It is largely demonstrated that fertility
issues create psychological distress in the couple and mainly in the female partner 73 This
determines a “prevarication” of the female partner on the patient himself " which
sometimes inhibits the patient’s participation in the interaction and shall therefore be
further investigated combining qualitative and quantitative methods.

In this first study, we tried to “quantify” the doctor-patient interaction through the
evaluation of the number and duration of turns-at-talk. The doctor-patient interaction
should consider human characteristics, but also education and skills >’°. These latter are not
addressed in our works but should carefully considered. In this setting, the European Society
for Sexual Medicine (ESSM) and the Multidisciplinary Joint Committee for Sexual Medicine
(MJCSM) tried to guarantee the highest standards of care in the field of Sexual Medicine ”’.
Here, with a conventional statistical approach, we can obtain a first representation of the
doctor-patient interaction, but this study clearly suggests that the transcription of their
actual turns-at-talk could be useful to better understand how doctor-patient communication
occurs in andrology. Our study shows that in a common andrological consultation the doctor
generally talks more than the patient. The difference does not regard the number of turns,
which seems to be slightly higher for doctors, but no statistical differences are depicted. The
duration of the turns, instead, is higher for the doctor. Therefore, the doctor generally
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speaks longer than the patient, probably because of the lengthy explanations s/he engages
in, in both presenting the disease and the therapeutic approach. As a confirmation, the
length of the doctor’s turns-at-talk is independent of the clinical motivation that led the
patient to ask for the andrological consultation. Finally, our data suggest that the latency was
higher for patients rather than doctors, although this difference seems to be evident only in
the infertility set of data. Thus, the latency probably reflects the obviously lower scientific
information of the patient on the subject treated. This hypothesis though contrasts with
observations that, given the actual wide dissemination of scientific information 8 patients
are generally knowledgeable about the topic, precisely when the issue addressed is couple
infertility. Interestingly, the latency seems to be an important parameter that doctor
unintentionally considers during the consultation. Indeed, when the patients’ latency
increases, the time needed for the doctor to explain necessarily increases and the doctor
talks longer.

In conclusion, this is the first attempt to analyse the doctor-patient relationship in
andrology by making use of authentic audio-recorded consultations. Not differently from
other settings, it appears clear that a patient-centred communication should be applied in
andrological consultations to promote patients’ participation and to obtain an effective
interaction. The topics discussed, however, getting deep into the intimacy of the patients,
may require more “medical formulation” to be acceptable for the participants. This suggests
that “patient-centeredness” may take a different meaning in the context of andrological
diseases. In this respect, more studies are still needed to better explain how to optimize the
patients’ contribution in this type of setting.
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Tables

Table 1. Quantitative analyses. Turn number, duration and latency of patients and doctor,
considering the entire study group. Data are expressed as mean + standard deviation.

Patient Physician
Number of turns 117.7 +52.5 145.6 +44.1
Duration of turns (min) (sec) 0.2+0.1 0.3+0.1
Duration of turns (max) (sec) 16.2+12.0 66.8 + 68.7
Average duration of turns (sec) 214+1.1 5.2+2.0
Latency (sec) 24.4+233 24+2.38
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Table 2. Quantitative analyses. Turns number, average duration and latency of patients and
physician, comparing patients complaining of erectile dysfunction (group A) and couple

infertility (group B). Data are expressed as mean + standard deviation.

Group A Group B

Patient Physician p value Patient Physician p value
Number of 137.9+51.1 | 154.8+49.7 0.541 | 101.12+49.0 | 138.1+38.8 | 0.011
turns (n)
Average du- 24+1.4 56+2 <0.001 1.8+0.7 49+1.6 <0.001
ration of
turns (sec)
Latency (sec) 21.5+21.0 2.0+29 0.033 26.8+25.4 26+2.8 0.031
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Table 3. Quantitative analyses. Turns number, average duration and latency of patients and
physician, dividing patients according to the presence of language barriers (groups 2). Data

are expressed as mean + standard deviation.

Group 1 Group 2 Overall p-value
Patient | Physician | p value | Patient | Physician | p val- | Patient | Physician
ue
Age (years) 47.21+ - - 42.4 + - - 0.506 -
14.3 8.9
Number of 1056+ | 128.6+ 0.085 | 127.1+| 167.5+ | 0.091 | 0.523 0.086
turns (n) 34.5 333 60.3 45.5
Average dura- 26+ 6.8+2.0 | <0.001 1.6+ 4.0+0.6 | <0.001 | 0.107 <0.001
tion of turns 1.5 0.3
(sec)
Latency (sec) 194+ | 2.7+3.0 | 0.003 | 284+ | 1.4+2.1 | 0.005 | 0.572 0.363
18.9 28.2
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Table 4. Quantitative analyses. Turns number, average duration and latency of patients and

physician, dividing patients according to the clinical reason for medical consultation (groups
A or B), the presence of language barriers (groups 2). Data are expressed as mean + standard

age turns du-

H deviation.
Q P P
() M Group 1A Group 1B value value
% | patient | doctor
O Patient | Physician | p value Patient Physician | p value
m Age (years) 56.2 + - - 38.3+3.8 - - 0.026 -
15.5
; Number of 122.4 + 130.0 + 0.805 88.9 + 127.1+ 0.073 0.073 0.902
turns (n) 38.0 28.6 22.1 39.8
g Averagedura- | 3.01+1.8 | 7.1+2.6 0.007 21+1.0 6.4+1.2 0.001 0.383 0.902
m tion of turns
(sec)
Latency (sec) 155+ | 3.0+3.9 | 0.007 233+ 24+20 | 0.011 | 0.620 | 0.999
135 23.5
J
1 P .
H Group 2A Group 2B value value
patient | doctor
O Age (years) 473 + - - 38.3+4.4 - - 0.247 -
l ) Number of 161.2 + 192.4 + 0.310 98.7 + 146.8 + 0.180 0.126 0.177
turns (n) 40.7 53.3 61.7 27.2
S Average dura- 16+04 3.9+0.1 0.008 1.7+0.3 4.0+0.8 0.002 0.792 0.792
tion of turns
(sec)
Latency (sec) 24.7 + 0.7+0.9 0.151 315+ 20+2.7 0.015 0.537 0.792
29.2 29.7
p value - num- 0.247 0.162 - 0.247 0.162 -
ber of turns
p value - aver- 0.175 <0.001 - 0.175 <0.001 -
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ration

p value - la-
tency

0.83

0.680

0.83

0.680
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Figure legend

Figure 1. Flow-chart of the study. Enrolled patients were divided into four subgroups
according to the andrological reason for consultation (i.e. erectile dysfunction or couple
infertility) and to the presence or not of a linguistic barrier.

Patients aged over 18 years attending the
Andrology Unit of Baggiovara Hospital (Italy)
for erectile dysfunction or couple infertility

( 25 patients enrolled )

, ( Linguistic difficulties? ) ’

Group 1 Group 2
No linguistic barrier Linguistic barrier
n=14 n=11
l—( Andrological reason for referral )—l
Group A Group B
Erectile dysfunction Couple infertility
n=12 n=13
Group 1A Group 1B Group 2A Group 2B
Erectile dysfunction Couple infertility Erectile dysfunction Couple infertility
No linguistic barrier No linguistic barrier Linguistic barrier Linguistic barrier
n=7/ n=7 n=5 n=6
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