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Background: Health services in Kazakhstan have undergone radical reforms since its independence in 1991, but levels of

dissatisfaction among patients remain high. We investigated whether healthcare providers and patients at one hospital in

Astana, Kazakhstan, believe the doctor-patient interaction should be doctor-centered vs patient-centered.

Methods: We conducted a cross-sectional study of the responses to various surveys of 200 patients (response rate, 74%) and

201 healthcare providers (response rate, 86%) in a general hospital in Astana, Kazakhstan. The participants completed a

questionnaire containing the Patient-Practitioner Orientation Scale (PPOS) and scales assessing life and job satisfaction, job

effort-job reward balance, and patient evaluation of communication. Analyses were restricted to those with valid data on the

variables age, sex, and PPOS (147 providers and 150 patients).

Results: An overwhelming majority of doctors (80%), nurses (87%), and patients (93%) were doctor-oriented. Among patients,

higher patient-oriented scores were statistically significantly associated with higher satisfaction with communication with

healthcare providers (P¼0.038) and with life satisfaction (P¼0.009).

Conclusion: Only a small percentage of doctors, nurses, and patients reported that their interaction should be patient-centered.

This congruence between providers and patients does not explain dissatisfaction, but the finding that patient-centered patients

were more satisfied suggests an area for improvement.
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INTRODUCTION
Consultation with a doctor is highly contextual; both

doctors and patients expect certain roles to be enacted in
particular ways based on experience and preference. These
expectations are fulfilled principally through conversation
between the doctor and patient, even though awareness of
the importance of talking is often low.1 While research in the
area of doctor-patient communication has often focused on
communication techniques and strategies, research into
patient preference reveals a desire to establish relationships
of trust in which patients feel their doctors are concerned
about them as individuals.2 These preferences, however,
are also influenced by cultural and historic factors involving
norms of interaction, power relations, and even perceptions
of health and healthcare in society. We examined the
doctor-patient relationship in the context of the post-Soviet
republic of Kazakhstan to investigate how cultural and
historic influences may be leading to high dissatisfaction for
both doctors and patients in the current healthcare system.

Kazakhstan, like other post-Soviet countries, has under-
gone dramatic transformation since becoming independent

in 1991. Part of the process of transformation has been
profound changes in the healthcare system. Current efforts
in strengthening the healthcare system involve the inclusion
of more patient-centered approaches as advised by the
World Health Organization. However, to what extent the
hierarchic nature of the system has changed in practice as
well as whether the system is becoming more patient-
centered is unclear. Many social and historic factors,
including norms of power distance and deference to
authority, influence doctors and patients in their respective
roles in society and in the establishment of a relationship.

The perceptions doctors and patients have of themselves
and of one another, not as individuals but as members of
social groups, are potential barriers to establishing relation-
ships. Cultural influences on health beliefs and scientific
knowledge can be obstacles in communication between
doctors and patients;3 however, stereotypes and social
categories of both doctors and patients are also significant
problems that affect communication.1

Societies vary in their historic and cultural influences;
therefore, research in this area should include sociocultural
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context and past health systems as relevant factors in an
examination of effective communication practices between
doctors and patients.2

The literature suggests that patients increasingly prefer a
patient-centered approach to care; however, such prefer-
ences vary by population, as does the definition of patient-
centered.4 Patient-centered approaches to care in general
start with the understanding that 2 experts are present at the
doctor visit: (1) the doctor as an expert in medicine and (2)
the patient as the expert in his or her own life.1 A patient-
centered approach sees the doctor visit as a partnership
that requires doctors to consider the patient’s needs, wants,
perspectives, and individual experiences to include the
patient in decision-making. Patient-centered approaches
have been shown to be associated with higher levels of
patient satisfaction, increased compliance, and even better
clinical outcomes.5

However, not all patients prefer patient-centered care.6,7

Previous research has found that patient-centered care is
generally preferred by patients who are younger and more
educated and who have a patient-centered doctor. Patients
who do not prefer a patient-centered approach tend to be
older and desire a more directive, biomedical style of
communication.7 Krupat and colleagues found that patient-
centered congruence is associated with greater patient trust
and compliance.6 Furthermore, patients in this study who
felt their preference for patient-centeredness was fulfilled by
a doctor reported that they were more likely to recommend
that doctor to others for care and even make a special effort
to see that same doctor again. If doctors and patients
started out with the same worldview about care, the
relationship was more satisfying for both parties.

Krupat and colleagues also point out that patient-
centeredness in the doctor visit involves more than
individual preferences or even social categories.6 While
the preference for patient-centeredness is increasing overall
in some cultural contexts,8 in societies with different cultural
norms governing interactions between people in different
social roles, such preferences may vary and congruence
alone may not produce better outcomes.

Many assumptions that inform the patient-centered
approach, such as patients desiring as much information
as possible,1 indicate a connection between the orientation
of the provider toward the patient and the communication
style used with patients.9,10 Patient-centeredness may not
be as influential in contexts where cultural and political
histories have shaped health systems and norms of
behavior in different ways. For example, Charles et al noted
the influence culture may have on patient participation in
decision-making, an important aspect of patient-centered
care.11

An example of how context influences the doctor-patient
relationship is the common occurrence of dissatisfaction
and lack of trust in post-Soviet countries. Trust, as
mentioned earlier, is important in establishing relationships
between doctors and patients. Without trust, patients may
not disclose important medical information or may avoid
seeing a doctor altogether.12 However, distrust is common
because of many Soviet-era characteristics of healthcare
that current governments are struggling to change. Health-
care during Soviet times was largely underfunded and
included non–evidence based practices and beliefs.13

Corruption was also a problem in the form of informal
payments,14 which is one reason why it is still common for
people in post-Soviet countries to not seek care when
needed.15 Patients with a low level of trust in their doctor are
more likely to report dissatisfaction, specifically that re-
quested or needed services were not provided.

In Kazakhstan, the principal reason for patients’ com-
plaints is not medical errors but dissatisfaction with how
their needs were addressed by medical personnel.16 The
Kazakhstani Ministry of Health uses patient complaints, not
medical errors, to rate the medical organizations of the
country.17 Current policies focus on punishing organiza-
tions for high complaint ratings instead of examining the
problem for possible solutions. The objective of our study
was to examine the orientations of doctors and patients
during the doctor visit to explore the role of the perceptions
and expectations of doctors and patients about themselves
and each other. We hypothesized that a majority of doctors
and nurses in Astana, Kazakhstan, would not be patient-
centered and a majority of patients would be; thus, the lack
of congruence could be leading to patient dissatisfaction
with care.

METHODS
Study Design

After receiving approval from our institution’s research
ethics committee, we conducted a cross-sectional study of
patients and healthcare providers (doctors and nurses) in
the largest public hospital in Astana, Kazakhstan. After
obtaining informed consent from all participants, the
participants completed structured questionnaires contain-
ing basic demographic questions as well as scales
assessing patient-practitioner orientation, life and job
satisfaction, job effort-reward (ER) balance of healthcare
professionals, and the patients’ perceptions of the doctors’
and nurses’ communication practices. These scales were
used to measure the orientation both providers and patients
had toward each other to explore any possible relationships
between this orientation and other factors dealing with
satisfaction with life and work. Upon completion, partici-
pants sealed their responses in provided envelopes and
deposited them in a locked box located in the hospital to
ensure anonymity.

Participants
A total of 234 providers were asked to participate in the

study, and 201 agreed to complete the survey; the response
rate was 86%. A total of 271 patients were available in the
selected departments, and 200 patients agreed to partici-
pate; the response rate was 74%. The providers were
randomly selected from each department to obtain a
representative sample of the hospital staff. Patients were
selected randomly as they were leaving the hospital and
asked to fill out the survey.

Measures
The Provider-Patient Orientation Scale (PPOS)18 was

developed to assess doctors’ and patients’ orientations
toward one another during the doctor visit. We chose the
PPOS because it can compare both provider and patient
orientations to check for congruence. The original PPOS
contains 18 questions; responses are recorded on a 6-point
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scale (higher score means more patient orientation), and
the response scores are summed. We used the original
PPOS with 6-point scale for all provider participants. We
translated the PPOS into Russian and back into English to
check for consistency in meaning.

The use of Likert scales is a relatively new practice in
Kazakhstan. On the recommendation of hospital manage-
ment and with the support of previous research on culture
and modified scales,19,20 we modified the survey answers
for patients to a 4-point Likert scale (instead of the 6-point
scale used for providers) and asked patients to read each
item and mark the appropriate circle to indicate how much
they agreed or disagreed with each option: strongly agree,
slightly agree, slightly disagree, strongly disagree.

Several other potentially relevant scales were included on
the questionnaire for doctors, nurses, and patients: the
Satisfaction with Life Scale (5 items),21 the Job Satisfaction
Scale (16 items),22 and the Effort-Reward Imbalance
Questionnaire (22 items). The imbalance between effort
and reward was measured by the ER ratio, with the job effort
score being the numerator and the reward score the
denominator, multiplied by a correction factor to allow for
an unequal number of questions in the numerator and
denominator, as previously proposed by Siegrist et al.23 For
patients only, we included the Communication Assessment
Tool for Patients (15 items), which evaluates patients’
satisfaction with their providers’ communication practices.24

Patients do not consistently see the same provider because
of Kazakhstan’s healthcare delivery system, so the respons-
es to this scale reflect general experiences rather than
experiences with specific providers. In addition to the
previous measures, the demographic characteristics age
and sex were collected for all participants, and type of
provider (doctor or nurse) and department were collected
for providers.

Data Analysis
Many values were missing in the survey responses.

Among the 201 providers, data were available for 183
participants for sex, 171 for age, and 176 for whether the
respondents were doctors or nurses. Among the 200
patients, data were available for 160 patients for sex and
163 for age. Data were also missing on the PPOS, the
Satisfaction with Life scale, and all other variables. Statistical
analysis was therefore restricted to participants with
complete data on age, sex, and PPOS (147 providers and
150 patients).

All questions were recoded in the same direction (higher
score means more patient orientation) and summed. The
mean score was calculated by dividing the sum by the
number of responses (we allowed up to 4 questions with
missing responses; participants with missing values in >4
questions were excluded from the analysis). Because the
response categories of the PPOS questions differed
between providers and patients (6-point vs 4-point scale),
we calculated 2 binary measures for providers and patients.
Among providers, the PPOS was dichotomized with a cutoff
point of the full response scale >3.5 (the midpoint between
agree and disagree with patient orientation). The second
binary variable was calculated by first collapsing categories:
strongly disagree, somewhat disagree, and disagree on the
one hand (value 1) and strongly agree, somewhat agree,

and agree on the other hand (value 2); the cutoff point was
>1.5 (the midpoint between disagree and agree). A similar
binary variable was created for patients by collapsing
strongly and slightly disagree (value 1) and slightly and
strongly agree (value 2); again, the cutoff point was >1.5.

Descriptive analyses of the binary measures of provider-
patient orientation were conducted using cross-tabulations,
calculation of percentages, and chi-square tests. Associa-
tions of the provider-patient orientation with covariates were
assessed using Pearson correlation coefficients and linear
regression. In additional sensitivity analyses, multivariable
logistic regression (binary provider-patient orientation out-
come variable) and linear regression (continuous binary
provider-patient orientation outcome variable) were used to
adjust for all other available covariates, using the maximum
number of participants with valid data in a given model.
Because of the modest number of subjects, the multivari-
able analyses were only used to support the bivariate
analyses and are not reported in the tables. Differences in
mean scores were analyzed by analysis of variance
(ANOVA). Stata statistical software (StataCorp, LLC) was
used for all analyses.

RESULTS
Demographic Characteristics

Patients were similarly distributed throughout the age
groups. However, doctors and nurses were distributed
more heavily in the younger age groups. The nurses were
almost all female, while the sex distribution of doctors was
similar to that of patients. The distribution of participants by
age and sex is shown in Table 1. We found no differences in
the sex distribution of providers between different hospital
departments.

PPOS Data for Providers (Doctors and Nurses)
We found no significant differences in PPOS scores

between doctors and nurses or between male and female
providers (doctors and nurses).

Table 2 shows the proportions of providers who could be
characterized as patient-oriented. The data show that the
majority of providers were doctor-oriented. Overall, only
15.7% of providers identified themselves as patient-orient-
ed. The proportions were similar between males and
females, but the proportion of patient-oriented providers
was smaller among nurses than among doctors and among
older providers.

Other Variables for Providers and Correlations
With PPOS Data

The other variables collected from providers were life
satisfaction, job satisfaction, job effort, job reward, and the
ER ratio as a measure of ER imbalance. Most variables were
distributed symmetrically, and we found no major differenc-
es between doctors and nurses or between males and
females. Table 3 shows the correlation coefficients between
the PPOS and other factors measured in providers. The
correlation coefficient estimates the direction and strength
of association between 2 continuous variables; the square
of the coefficient indicates the proportion of variation in
dependent variables (PPOS) explained by independent
variables. All correlation coefficients were not statistically
significant, demonstrating that the PPOS was not associat-
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ed with any of these variables. For example, the correlation
coefficient between the PPOS and the age of providers was
–0.10, indicating an inverse association (older age is
associated with less patient orientation) but a weak one
(age explains only approximately 0.130.1¼0.01, ie, a 1%
variation in PPOS), with a statistically nonsignificant P value.

PPOS Data for Patients
Table 2 shows the proportions of patients who could be

characterized as patient-oriented. Overall, the proportion of
patients who identified as patient-oriented (6.7%) was less
than half of the proportion of providers who identified as
patient-oriented (15.7%). The correlations between PPOS
and other variables for patients suggest that both life
satisfaction and the communication assessment were
significantly associated with PPOS; patients with higher
scores on life satisfaction and communication were more
patient-oriented (Table 4).

Comparing the PPOS Between Providers and
Patients

Using the dichotomized PPOS scale with a cutoff of >1.5

points, the proportion of patient-oriented participants was

highest among doctors (19.7%) compared to 12.8% of

nurses and 6.7% of patients. The difference between the 3

groups was marginally statistically significant (P¼0.047).

Using the continuous PPOS with 4-point response scale, the

P value for ANOVA was also statistically significant

(P<0.001, not shown). In multivariable analysis, the differ-

ence between providers and patients was not explained by

adjustment for age group, sex, or life satisfaction (not shown

in table).

DISCUSSION
We found that an overwhelming majority of doctors (80%),

nurses (87%), and patients (93%) were doctor-oriented.

Among healthcare providers, PPOS was not associated with

age, sex, life and job satisfaction, or ER imbalance. Among

patients, PPOS was not associated with age, sex, or

healthcare profession of their providers (doctor or nurse).

However, higher PPOS among patients (indicating prefer-

ence for patient-oriented interaction) was associated with

Table 2. Patient-Oriented Providers and Patients With
Valid Data on the Provider-Patient Orientation Scalea

Variable

Providers Patients

n¼147 n¼150

Overall 23/147 (15.7%) 10/150 (6.7%)

Sex

Male 4/26 (15.4%) 5/60 (8.3%)

Female 19/121 (15.7%) 5/90 (5.6%)

Provider

Doctor 12/61 (19.7%)

Nurse 11/86 (12.8%)

Age group

�30 years 12/60 (20.0%) 5/50 (10.0%)

31-40 years 5/47 (10.6%) 1/29 (3.4%)

41-50 years 5/26 (19.2%) 1/27 (3.7%)

51-60 years 1/13 (7.7%) 1/27 (3.7%)

>60 years 0/1 (0.0%) 2/17 (11.8%)

aProportion of participants who were above the cutoff of>1.5 for agreeing
with patient orientation on the collapsed binary variable (see Methods).

Table 3. Correlation Between Provider-Patient Orientation
Scale (PPOS)a and Covariates for Providers (n¼147)

Variable
Correlation
Coefficient P Value

Age –0.10 0.192

Sex –0.08 0.298

Doctor/nurse –0.12 0.133

Life satisfactionb –0.06 0.433

Job satisfactionc –0.12 0.107

Job effortd 0.08 0.310

Job rewardd 0.04 0.648

Job effort-reward ratiod 0.08 0.336

aThe full 6-point response scale for the 18-item PPOS was used with
providers.
bCalculated with data from the 5-item Satisfaction with Life Scale.
cCalculated with data from the 16-item Job Satisfaction Scale.
dCalculated with data from the 22-item Effort-Reward Imbalance
Questionnaire.

Table 1. Distribution of Participants With Valid Data on
the Provider-Patient Orientation Scale by Age and Sex

Variable

Doctors Nurses Patients

n¼61 n¼86 n¼150

Age group

�30 years 27 (44%) 33 (38%) 50 (33%)

31-40 years 19 (31%) 28 (33%) 29 (19%)

41-50 years 10 (16%) 16 (19%) 27 (18%)

51-60 years 4 (7%) 9 (10)% 27 (18%)

>60 years 1 (2%) 0 (0%) 17 (11%)

Sex

Male 25 (41%) 1 (1%) 60 (40%)

Female 36 (59%) 85 (99%) 90 (60%)

Table 4. Correlation Between Provider-Patient Orientation
Scale (PPOS)a and Covariates for Patients (n¼150)

Variable
Correlation
Coefficient P Value

Age –0.02 0.797

Sex –0.02 0.761

Life satisfactionb 0.19 0.009

Communication assessmentc 0.15 0.038

aA collapsed 4-point response scale for the 18-item PPOS was used with
patients.
bCalculated with data from the 5-item Satisfaction with Life Scale.
cThe 15-item Communication Assessment Tool for Patients evaluates
patient’s satisfaction with their providers’ communication practices.
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higher satisfaction with communication with healthcare
providers (P¼0.038) and with their life satisfaction (P¼0.009).

Interpretation of Findings
We expected to find a high percentage of doctors and

nurses to be doctor-oriented, but we did not expect that an
even higher percentage of patients would be doctor-
oriented. The high percentages of both patients and
providers considered to be doctor-oriented in our study
are different than findings in the literature that support an
overall preference for patient-centered care.

Research using the PPOS in the United States has
generally found providers and patients to be at least slightly
patient-oriented in their scores. Krupat et al18 found in their
study of doctors and patients that mean scores for both
groups were generally high, toward the patient-oriented end
of the scale. Another study found that doctors and patients
were patient-oriented, but the mean score for doctors was
significantly more patient-oriented than the patients’ mean
score.6 Likewise, medical students in the United States have
been shown to be patient-oriented in their mean scores.24-26

Research using the PPOS in other countries has
demonstrated variance in scores, but doctors, medical
students, and patients still tend to score more toward
patient orientation. Carlsen et al27 found general practition-
ers in Norway to be more patient-oriented than doctor-
oriented as other studies have found medical students to be
in Greece,28 Brazil,29 and Singapore.30 Patients were
likewise often found to be more patient-oriented than
doctor-oriented in countries such as Norway27 and Nepal31

although not as strongly as in the United States. Addition-
ally, some studies have found that females are more patient-
oriented than males.24,28

The proportions of doctor orientation in providers and
patients in our study may reflect the post-Soviet historic
legacy of hierarchic organization of society that was
apparent in all sectors, including healthcare. During Soviet
times, the distribution of resources and the administration of
health services were centralized around Moscow, the
capital.32 Centralization still exists in Kazakhstan, although
changes have been and continue to be made. During the
transition period in the 1990s, reforms made access less
equitable and even more difficult in terms of proximity of
facilities and quantity of available trained professionals than
they had been previously. Connections through formal and
informal networks became very important.32 As access to
healthcare became scarce and marked by social hierar-
chies, the attitude that the doctor mattered more than the
patient in the doctor-patient interaction likely developed.

The fact that PPOS scores in our study did not vary
significantly across sex or hospital department and the high
level of congruence between doctors and patients regard-
ing their orientations support the notion that orientations in
the doctor visit may be influenced by cultural norms and
expectations. As previous research suggests, congruence
can lead to higher levels of patient satisfaction,6,33 although
not always.34 In our case, reported levels of satisfaction
were low, and congruence must be understood along with
other factors.

For providers, being doctor-oriented can lead to misdi-
agnosis and ineffective care.35 Doctors may not completely
understand a health problem if the patient’s lifestyle and

ability or willingness to alter behaviors are not taken into
account. Being doctor-oriented does not encourage patient
involvement and can encourage the patient to believe that
his or her role is minimal.

For patients, being doctor-oriented can lead to dissatis-
faction with the doctor visit and noncompliance with the
doctor’s recommendations. Patients who are doctor-orient-
ed may not feel as though they have been treated well
because, without their active participation, their concerns
and needs are not being addressed, and, as a conse-
quence, these patients are more likely to file complaints
about the care they received. Patients who are doctor-
oriented may distrust a doctor if they have a negative
experience and may delay seeking care when it is
necessary, leading to deteriorating health conditions.36

Patient expectations may be an influential factor in the
dissatisfaction with care despite the congruence in being
doctor-oriented. While patients and doctors in this study
overwhelmingly reported being doctor-oriented, the expec-
tations of patients that doctors are responsible for their
health may be leading to dissatisfaction. Patients who feel
that the doctor visit should be doctor-centered could feel
that the doctor is the person who matters and that the
doctor alone is responsible for health outcomes. If patient
expectations of the doctor are unrealistic or misplaced, even
congruence in orientation between doctors and patients
may not facilitate a satisfactory experience.

The high percentage of doctor-oriented patients in
Kazakhstan may have other implications for health and
healthcare. If patients see the doctor or the healthcare
system as the responsible party for health, their sense of
responsibility and even control over their own health may
lead to negative health behaviors. As Bobak et al noted, in
postcommunist countries, perceived control is strongly
related to self-rated health.37 Patients who perceive a sense
of control over their own health are likely to rate their health
as very good. Conversely, patients who do not perceive
their health to be within their control are not likely to rate
their health as good.37 In our case, a perceived lack of
control may be related to poor ratings of personal health.
Poor ratings of personal health, if health is seen as the
responsibility of healthcare providers, may lead to further
dissatisfaction with providers. Inaccurate perceptions of
healthcare delivery and personal responsibility are a
possible explanation for why congruence is not yielding
higher satisfaction. Further research should explore the
issues of trust and the expectations of patients toward their
healthcare providers.

Practice Implications
This study suggests several practice implications for

healthcare providers in Kazakhstan. Providers face an uphill
battle in moving toward patient-centered care because,
based on our results, their patients generally support a
patient-centered approach to care even less than providers
do. However, the fact that the small percentage of patients
in our study who were patient-oriented were also more
satisfied with life and with communication during their
doctor visit suggests that a move toward patient orientation
is worth pursuing.

Communication training for providers is an important first
step in encouraging a more patient-centered approach.
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However, patient education on the patient’s role and
responsibility is also needed. While the doctor’s approach
in the visit can positively influence patients’ behavior and
ultimately their satisfaction, patients’ orientation toward the
visit beforehand owing to social norms and common beliefs
can inhibit progress. Therefore, we recommend patient
education on a broad scale to include the general public, as
well as provider training. If issues such as trust in healthcare
providers are present in society, messages that establish
roles for providers and patients in a cooperative relationship
should be used to educate the public.

To counter distrust, a patient should be able to establish a
relationship with his or her provider. The current healthcare
system in Kazakhstan is not conducive to patients seeing
the same doctors repeatedly to build a relationship.
Although changes in the healthcare system are allowing
for more choice in providers, the public has not made
changes in their utilization of services. Systemic changes
that facilitate building relationships of trust between provid-
ers and patients should be made.

Limitations
The relatively small sample size of <200 usable provider

and patient responses is a limitation of this study. Further-
more, all participants came from the same hospital, and even
though it is the largest hospital in the city, our study
population is not a representative sample of the city or of
the country. Patients who participated in this study were not
matched with their providers because patients in Kazakhstan
are not assigned to a specific provider. Consequently, we
were not able to draw any conclusions based on specific
participant orientations to care and how such orientations are
received by the other party in an actual visit.

Another limitation is that PPOS had different numbers of
response categories for providers and for patients, making
direct comparison difficult. However, the distributions (histo-
grams) of PPOS scores were symmetric in both groups, with
means very close to medians; symmetric distribution
between groups does not suggest systematic differences in
response modes between patients and providers.

In addition, the cultural explanation for our findings is
unclear. Although culture is important in examining doctor-
patient communication in a non-Western context, why our
findings are different than previous research is not entirely
explained. Further research might explore the orientations
of providers and patients using qualitative research meth-
ods to uncover the expectations and explanations of these
actors from their own perspectives.

Furthermore, because ours was a pilot study, we did not
know beforehand how our results would fit in the broader
sociocultural context regarding patient and provider orien-
tations toward one another. Now that this study has given us
a better understanding of how dissatisfaction, trust, and the
responsibilities of each party interact in the healthcare
system in Kazakhstan, future studies should incorporate
scales that specifically measure these dimensions com-
pared with the PPOS and provider communication style.

CONCLUSION
The principal finding of this study is the small percentage

of doctors, nurses, and patients who believe that the doctor-
patient interaction should be patient-oriented. These results

highlight the necessity of improving communication among
healthcare providers with a patient-oriented approach to
decrease miscommunication with and dissatisfaction among
patients. The fact that most patients report that the doctor
visit should be doctor-oriented may reflect societal beliefs
about who is responsible for health. Furthermore, an
expectation that the doctor is the center of the visit, combined
with a general distrust of healthcare providers, may explain
high levels of dissatisfaction with care among patients and
even among providers in Kazakhstan.
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