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ABSTRACT

This thesis explores doctors’ and medical students’ attitudes toward older
patients in UK hospital settings. There have been regular and strong
assertions in the grey literature and the news media that negative attitudes
toward older patients may contribute to the inequality of healthcare service
provision and treatment for older patients, compared to younger patients
(those aged under 65 years), in UK hospital settings. However, much of the
evidence does not investigate or explore these attitudes using a theoretical
framework of attitudes outlined in the scientific research literature. This
thesis comprises three studies. Firstly, a systematic search and review (Study
1) was undertaken in order to determine how attitudes toward older patients
had been explored to date in the English-language, scientific research
literature. Results demonstrated that previous studies had focused on
attitude measurement rather than exploring the content of attitudes toward
older patients. In fact, there was little evidence that previous research had
ever explored these attitudes, despite the number of studies attempting to
measure them. Furthermore, the review indicated the lack of research
emanating from UK settings. In Study 2, attitudes toward older patients and
their care were explored in twenty-five in-depth interviews with medical
students and doctors in a UK NHS Hospital trust. Data were thematically
analysed and findings indicated that attitudes toward older patients and their
care could be conceptualised as: (1) attitudes toward older patients and their
healthcare needs, and (2) attitudes toward providing care for older patients
(e.g. the social and organisational barriers and facilitators). Within these two
domains, the themes, subthemes and nodes, which represent attitude
content with increasing levels of specificity, are presented. The findings from
Study 2 mark one of the first attempts in this research area to explore and

describe the content of attitudes in line with a theoretical framework of
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attitudes. The final study, Study 3, explored the devaluation and unpopularity
of the specialty of geriatric medicine as a future career choice in a sample of
junior doctors. Having identified, in Study 2, that geriatric medicine was not
highly regarded in a range of doctors and medical students, Study 3 aimed to
ascertain whether this was due to the organisational and working
environment or due to older patient-related factors in a recently-qualified
sample of doctors. The findings indicated that organisational and work-
related factors serve to discourage junior doctors from pursuing geriatric
medicine, rather than factors related to the older patients treated on geriatric

wards.

This thesis contributes to the research literature in two main ways. Firstly,
this thesis outlines the research gaps in the worldwide English-language
scientific research. Secondly, this thesis presents a conceptualisation of
doctors’ and medical students’ attitudes toward older patients in a UK
hospital setting. Importantly, this conceptualisation provides research that is
relevant to UK settings and is in line with a theoretical framework of attitudes
that has been identified from the scientific research literature. The strengths

and limitations of this work are discussed.
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1. BACKGROUND

1.1 Chapter overview

This chapter introduces the research area and describes the context of the
present work. Outstanding gaps in the research literature are identified and
the motivation for investigating the present research area is given. The
chapter concludes by stating the research questions and briefly describing

how these questions are addressed in the subsequent chapters of this thesis.

1.2 Background to the research topic

The world’s population is living longer (United Nations, 2009). In the UK, one
in six of the population are over the age of 65 years, and by 2050, this figure
is predicted to rise to one in four (Cracknell, 2010). Reductions in population
mortality and changing fertility levels, a process known as demographic
transition, have resulted in an older world population (United Nations, 2009).
The United Nations (2009) have reported that world population ageing is
pervasive and profound, “having major consequences and implications for all
facets of human life” (2009, p. viii). The ageing of the population presents
both opportunities and challenges for society (United Nations, 2009).
Amongst the challenges, individual nations’ health systems need to adapt in
line with the population changes (United Nations, 2009). In the UK, the
growing number of older people poses many challenges to the providers of
health and social care services, as well as the public financing of these

services (Cracknell, 2010).

Older patients, commonly classed as those over the age of 65 years (Age UK,
2013; Imison, Poteliakhoff, & Thompson, 2012), currently constitute the

majority of hospital inpatients (Cornwell, Levenson, Sonola, & Poteliakhoff,
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2012). Patients over the age of 65 years occupy approximately two-thirds of
UK acute and general NHS hospital beds (Cornwell et al., 2012; Imison et al.,
2012). Furthermore, older patients typically have longer hospital stays and
are more likely to be readmitted to hospital (Cornwell et al., 2012). A recent
report by the Royal College of Physicians (RCP, 2012), entitled Hospitals on
the Edge? The Time for Action, states that hospitals are struggling to meet
demand for acute care services because they are unprepared and
unequipped to deal with the older patient population. The report claims that,
in hospital settings, the UK NHS system “continues to treat older patients as a
surprise, at best, or unwelcome, at worst” (RCP, 2012, p. 2). The report
concludes that the current system of hospital acute care cannot keep pace
with the demand for clinical services, and, as a result, the system may be on

the brink of collapse (RCP, 2012).

Despite the large proportion of older patients in hospital settings, there has
been much debate about the level of service and treatment provision
delivered to older patients (e.g. Carruthers & Ormondroyd, 2009). The
current interest in the quality of older patients’ healthcare service provision
arguably dates back to 1997 (Black, 2004), when the Observer newspaper ran
a series of articles highlighting concerns about older patients’ treatment in
hospital, beginning with a personal account of a journalist’s experience of
hospital care for his unwell grandmother (Bright, 1997). Considerable public
interest and response to the articles, led to the launch of an Observer-led
campaign to promote awareness of the standard of care older patients
received on general hospital wards. The resulting campaign, Dignity on the
Ward, was backed by Help the Aged, the Relatives’ Association, the British
Geriatrics Society, and The Royal College of Nursing (HAS 2000, 1998). As part
of the campaign, the Observer created a Charter for the Third Age (Durham &
Bright, 1997), in which it requested a task force to investigate the treatment

of older patients on hospital wards.
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The then Secretary of State for Health, Frank Dobson, responded by
commissioning the HAS 2000 (formerly the Health Advisory Service) to
investigate the matter further. The resulting report, Not Because They are Old
— An Independent Inquiry into the Care of Older People on Acute Wards in
General Hospitals (HAS 2000, 1998), found “examples of prejudiced attitudes
toward older people and their care at almost every level of the service system
— ward staff, training establishments, senior managers and representatives of
the health authorities” (p. 58). The report also described examples of ageism
at the highest levels of the hospital management system. Specifically, the HAS
2000 (1998) described a chief executive of a large acute trust who believed
the hospital was “compromised” (p. 58) by the older patient population and

that surgical beds should be ring-fenced to protect them from older patients.

Since the independent inquiry into the care of older people on hospital wards
(HAS 2000, 1998), issues relating to equality of treatment and service
provision for older patients are often investigated by, or on behalf of,
governmental organisations (e.g. Carruthers & Ormondroyd, 2009; Hansard,
2008; Hansard, 2011), and not-for-profit organisations and interest groups
(e.g. Grattan et al., 2002; Levenson, 2003). The publication of findings are
often followed by reports in the news media, which are typically highly critical
of NHS hospital care for older patients (e.g. Hospitals lambasted for ‘alarming’
treatment of older people, The Guardian, 2011; Hospitals are 'very bad places’
for millions of older people, NHS chair says, Telegraph, 2013). Issues relating
to older patient care are still commonly part of the public dialogue to the
extent that Oliver (2012) suggests we risk “death by awareness” (p. 231), in

which the repeated reporting of the same issues raise awareness but still fail

to address the underlying problems.

Attempts to improve the quality of older patient care have been made since

the publication of the HAS 2000 report (1998). In 2001, the Department of
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Health in England introduced the National Service Framework for Older
People, which outlined a ten-year plan of action to provide higher quality
health and social services for older patients. The framework detailed eight
standards, intended to serve as the fundamental principles of care for older
people, and listed “rooting out age discrimination” as the first standard
(National Service Framework for Older People, 2001, p. 16). Age
discrimination can be defined as behaviour where people are, either directly
or indirectly, treated unequally on the basis of age (Ray, Sharp, & Abrams,
2006). As stated by Lievesley, Hayes, Jones Clark and Crosby (2009), age
discrimination is “a set of actions with outcomes that may be measured,
assessed and compared” (p. 9). In attempts to measure and quantify the
effects of age discrimination in NHS health and social care, the scientific
research literature has typically focused on comparing service provision and
quality for older patients with that offered to younger patients (Lievesley et

al., 2009).

The scientific and grey research literatures (such as governmental and not-
for-profit organisations) have convincingly reported evidence of age
discrimination toward older patients in NHS healthcare provision and quality.
The research literature on this topic is vast and typically reports that older
patients are underinvestigated and undertreated for a range of health
conditions in comparison to younger patients (i.e. those under the age of 65
years) (Lievesley et al., 2009). For example, older patients are less likely to be
admitted to intensive care or to the resuscitation rooms after trauma injury
(Grant, Henry, & McNaughton, 2000), and less likely to be admitted to
hospital after a myocardial infarction than younger patients (Dudley & Burns,
1992). Older patients are also less likely to receive surgical intervention or
pharmaceutical drugs to manage heart disease, than younger patients (Bond
et al., 2003). Additionally, older patients are less likely to be fully investigated,

or receive chemotherapy or surgery for colorectal cancer (Austin & Russell,
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2003) and lung cancer (Peake, Thompson, Lowe, & Pearson, 2003) than
younger patients. It should be noted that some of the research on treatment
provision does not take into account patient choice, such as those who chose
not to undergo further treatment, and may therefore inadvertently
overestimate treatment inequality (Lievesley et al., 2009). Despite this, it can
be concluded from the scientific research literature that trends indicate
underinvestigation and undertreatment of older patients in hospital settings

(Lievesley et al., 2009).

Measuring inequalities in service and treatment provision for older patients
constitutes a quantification of age discrimination in a manner that does not
inform the search for why inequality exists or persists. Differential rates of
treatment and service provision for older patients can indicate the presence
and extent of age discrimination, but does not address underlying reasons for
discrimination. In a personal perspective published in The Lancet, Baroness
Neuberger (2008) argues that “in the UK at least, we simply see
discrimination against older people in terms of access to stroke care and
other services” (p. 1744). Neuberger (2008) points out that the failure to
study the ageing population adequately, as well as the societal adaptations
needed for the changing population is, in itself, ageist. She also argues that
this ignorance is unique to the UK because “in the UK, there is a truly negative
view of old age” (p. 1744). Neuberger (2008) cites the example of the USA,
where the study of how to adapt and change society for the ageing
population has begun in the scientific research literature and compares this

to the UK, where she argues there has not been a similar level of interest.

The investigation into possible reasons for the differential treatment of older
patients in NHS settings is mostly confined to the grey research literature (e.g.
Abraham, 2011; Carruthers and Ormondroyd, 2009). As age discrimination is

a “manifestation of ageism” (Grattan et al., 2002, p. 1), recent research has
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focused on the role of ageism and how it may manifest in healthcare settings.
Ageism can be defined as “any attitude, action, or institutional structure
which subordinates a person or group because of age or any assignment of
roles in society purely on the basis of age" (Traxler, 1980, p. 4). A recent
investigation into the care of older patients in acute care hospitals, also part
of the grey research literature, reported an “almost unanimous view
expressed by all staff that the acute hospital is not the ‘right place’ for the
older patient” (Tadd et al., 2011, p. 18). The authors conducted 79 interviews
with ward staff across four NHS acute hospital trusts and concluded that
results were indicative of “underlying and widespread ageism” (p. 208),
because staff placed blame with the older patient rather than with an

inadequate system.

The recent focus on ageism and ageist attitudes appears to be motivated by
the pervasiveness of these negative attitudes, despite reductions in levels of
overt age discrimination in service provision. For example, the 2006 report, A
New Ambition for Old Age (Department of Health), states: “Although overt
age discrimination is now uncommon in our care system, there are still deep-
rooted negative attitudes and behaviours towards older people” (p. 2).
Similarly, a number of reports and policy documents in the grey research
literature conclude that attitudes toward older patients need to be improved
(e.g. Carruthers & Ormondroyd, 2009; Levenson, 2003). There have been calls
for “changing the often negative culture of attitudes” (Department of Health,
2006, p. 1), the need for a “widespread shift in attitude” (Abraham, 2011, p.
10), and “tackling ageist attitudes” (Carruthers & Ormondroyd, 2009, p. 40) in
the introduction or conclusion of reports despite providing no empirical
evidence to support these recommendations (e.g. Carruthers & Ormondroyd,

2009; Department of Health, 2006).
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As argued by Oliver (2012), the public dialogue concerning substandard older
patient care has repeatedly described the same problem. The independent
inquiry by HAS 2000 (1998) identified ageism at many levels of the health
service system fifteen years ago, but the narrative today is similar. For
example, a recent report by the Health Service Ombudsman for England, Care
and compassion? (Abraham, 2011), included 10 patient stories detailing
examples of substandard care for older patients. Abraham (2011) concluded
that the “difficulties encountered by the service users and their relatives
were not solely a result of iliness, but arose from the dismissive attitude of
staff, a disregard for process and procedure and an apparent indifference of
NHS staff to deplorable standards of care” (p. 7). Following the publication of
this report, Michelle Mitchell of the charity Age UK wrote a UK newspaper
article entitled, Poor treatment of older people in the NHS is an attitude
problem (The Guardian, 15 February 2011). Whilst it is plausible that attitudes
of staff are affecting the care of treatment of older patients, we are not any
clearer in our description of these attitudes than we were fifteen years ago
after the HAS 2000 (1998) investigation. It is proposed here, that the reasons
for this are that much of the evidence in the grey literature is anecdotal and
there has been a lack of investigation in the scientific research literature on
attitudes towards older patients. This failure to describe and detail attitudes
toward older patients may underlie why we have not moved on from the
narrative established over a decade ago. A more detailed and scientific
conceptualisation of attitudes toward older patients in hospital settings is

therefore needed.

The scientific research literature on attitudes toward older patients is heavily
dominated by studies examining nurses’ and student nurses’ attitudes, both
in the UK (Higgins, Van Der Riet, Slater, & Peek, 2007; Hope, 1994; McKinlay
& Cowan, 2003; McKinlay & Cowan 2006; McLafferty, 2007; McLafferty &
Morrison, 2004) and elsewhere (Courtney, Tong, & Walsh, 2000; Lookinland
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& Anson, 1995; Mellor, Chew, & Greenhill, 2007). Nursing research on
attitudes toward older patients has a long history (see Ingham & Fielding
1985, for a review of the early literature), and therefore, the literature
predates the recent concerns regarding older patient care in hospital settings
(e.g. HAS 1998, 2000). Ingham and Fielding (1985) propose that the negative
portrayal of older patient care described in the book, Sans Everything: A Case
to Answer (Robb, 1967), instigated a trend to investigate nurses’ attitudes
toward older patients in hospital settings. Robb (1967) included accounts of
mistreatment of older patients on hospital wards and accused staff of callous
treatment, cruelty, and corruption in the care of older people in NHS
hospitals. The book placed much blame on the nursing staff, and claimed that
senior hospital managers and doctors did not prevent older patient

mistreatment (Butler & Drakeford, 2003).

Although the UK nursing research literature on attitudes toward older
patients dates from the 1980s (e.g. Wells, 1980), there is no similar or
corresponding body of scientific research on doctors’ attitudes toward older
patients in the UK. Studies investigating doctors’ attitudes toward older
patients do exist, but mostly originate from other countries (e.g. Lui & Wong,
2009; Maxwell & Sullivan, 1980). There is therefore a gap in the research and
a pressing need to examine doctors’ attitudes toward older patients. Given
the role and responsibility doctors have in the medical diagnosis and
treatment of all patients, in addition to the reports of unequal treatment
provision for older patients (Carruthers & Ormondroyd, 2009), it is now
necessary to examine doctors’, and those training to become doctors’
(medical students), attitudes toward older patients and their care. Therefore,
the present work will focus on doctors’ and medical students’ attitudes

toward older patients in UK hospital settings.
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Despite the lack of studies investigating doctors’ attitudes toward older
patients, there are a number of studies in the scientific research literature
which investigate medical students’ attitudes toward older patients (e.g.
Duke, Cohen, & Novack, 2009; Hughes et al., 2008). This research most
commonly originates from the USA, but serves as a useful starting point for
the present work. The question of whether American research has relevance
for the UK context still remains however, and will be considered in the
subsequent chapters of this thesis. In addition to this, the outstanding issue
of how to conceptualise doctors’ and medical students’ attitudes toward

older patients will be addressed.

As a starting point, anecdotal evidence reviewed in the grey research
literature indicates that doctors may have different attitudes toward older
patients than other healthcare professionals (Lievesley et al., 2009). After
reviewing reports and documents from governmental and not-for-profit
organisations, regarding quality of care and treatment for older patients,

Lievesley et al. (2009) concluded:

“There is evidence of the presence of ageist attitudes among
medical staff in secondary health care with indications that
doctors may be more ageist than other staff. There is, however,
no evidence within the UK of the reasons for these attitudes,
whether they reflect wider societal views or are peculiar to the

medical profession.” (p. 19)

To date, the general reporting of attitudes that has become increasingly
common in reports by public and charitable bodies and the news media, as
described in this chapter, have typically failed to investigate attitudes in line
with any theoretical framework underpinned by scientific theory. The study

of attitudes in general and the development of attitude theory is an
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important part of social psychology, dating back more than 75 years ago (e.g.
Allport, 1935). There is much psychological research detailing the structure of
attitudes, and the possible components of attitudes (e.g. Bagozzi, 1978; Eagly
& Chaiken, 1993; Rosenberg & Hovland, 1960). Despite the extensive
psychological research on attitude composition, structure and stability, much
of the debate on attitudes toward older patients in healthcare settings has
not been reported in line with any theoretical model of attitudes from the

scientific literature.

Of the scientific research which exists on attitudes toward older patients, the
focus has been on the measurement and quantification of attitudes, as
opposed to exploring the content of the attitudes (i.e. provide a description
of attitudes). The present work will aim to conceptualise and describe
attitudes, as opposed to reporting the positive or negative valence of
attitudes, which arguably has dominated the grey literature and media
reports on the subject to date. Furthermore, this research will use a
theoretical framework of attitudes outlined in the scientific research
literature. In line with the background literature, described here, which has
motivated this research, the focus of the present work is to explore medical
students’ and doctors’ attitudes toward older patients in hospital settings (i.e.
secondary and tertiary care settings). Therefore, doctors working in primary
care settings (General Practitioners) are not included as they fall outside the
focus of investigation. The decision to exclude doctors working in primary
care has been made to allow for clarity and focus in addressing the research
problem described in this chapter. Therefore, in this thesis, doctors and
medical students will refer to those working in secondary- and tertiary-care

settings.
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13 Research questions

1. How have medical students’ and doctors’ attitudes toward older patients

been investigated in the scientific research literature to date?

2. How can medical students’ and doctors’ attitudes toward older patients

and their care be conceptualised in UK settings?

1.4 Structure of the thesis

Chapter 2 provides a description of the relevant scientific research on
attitudes. Specifically it describes the psychological theories underpinning
attitude structure and composition. A definition of attitudes is provided in

order to inform the present research.

Chapter 3 presents Study 1: a systematic search and review of doctors’ and
medical students’ attitudes toward older patients in the worldwide, English-
language, scientific research literature. This review describes what is known
about this research area, and how medical students’ and doctors’ attitudes
toward older patients have been investigated previously. Rather than simply
classifying attitudes as positive or negative, the review classifies the strengths
and weaknesses, as well as the conclusions, of the existing literature. This will
allow future exploration of attitudes toward older patients in UK settings to
benefit from findings from other countries that have already begun to
address this research area. The review concludes with recommendations of
how we should explore this research in the UK based on the strengths and

weaknesses of the existing scientific research literature.
Chapter 4 outlines the theoretical and philosophical background and

methodological choices made for the second study of this thesis. Study 2

(attitudes study) consists of an interview study which explores attitudes

29 | 1. BACKGROUND



towards older patients and their care in a sample of doctors and medical
students. The findings of Study 2 are reported in Chapters 5 and 6. Specifically,
Chapter 5 describes attitudes toward older patients and their healthcare
needs, and Chapter 6 describes attitudes toward providing care for older
patients (specifically, the social and organisational barriers and facilitators).
Chapter 7 presents the final study, Study 3 (career intentions study), which is

a qualitative study on the appeal, or lack thereof, of specialising in geriatric
medicine, as reported by newly-qualified doctors. Finally, the findings of the

thesis and its strengths and weaknesses are discussed in Chapter 8.
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2. ATTITUDE THEORY

2.1 Chapter overview

Attitudes and their investigation are central to the subsequent chapters of
this thesis. Therefore, this chapter includes a brief summary of how we have
come to understand, investigate, and measure attitudes. Due to competing
schools of thought in this area, a brief history of attitude theory is outlined,
paying particular attention to attitude definition, structure, stability and
measurement. To provide justification for the theories and positions adopted
in the subsequent chapters of this thesis, the background to the competing
theories is also provided. The chapter concludes by describing the central
tenets of the attitude theory chosen to inform the present work as well as the

justification for its use.

2.2 Definition of attitudes

In 1958, Gordon Allport posited that an attitude “is probably the most
distinctive and indispensable concept in contemporary American social
psychology” (p. 43). Despite the importance of the attitude concept, its
definition at this time was still undergoing transformation. One of the first
attempts to define attitudes in the scientific research literature included an
examination of 183 books and articles which concluded that there were 23
different definitions of attitudes as a scientific concept (Nelson, 1939). Nelson
noted that some definitions of attitudes could not be differentiated from a
“habit”, “disposition”, “tendency” or an “opinion” (p. 367) and concluded
that an accepted definition of attitudes had not yet been reached. In 1963,
another review on the state of the scientific literature indicated that the

attitude concept “is still in a surprisingly crude state of formulation

considering its widespread use. At best it barely qualifies as a scientific
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concept.” (DeFleur & Westie, p. 30). The authors recommended further

development, rather than abandonment of the concept altogether.

Attitude theory dating from the 1960s to the present day has shown
remarkable refinement to the attitude concept, most notably in the
increasing specificity of the attitude definition. In 1939, Nelson had found
great breadth and lack of specificity attributable to attitudes to the point that
it appeared indistinguishable from an opinion, habit, or set of behaviours. In
the present day, attitudes are typically described as an evaluation of an
attitudinal target (e.g. a person, concept, or object), along a continuum
ranging from favourable to unfavourable (e.g. Eagly & Chaiken, 1993; Zanna &
Rempel, 1988). In order to understand the reasons for the increased
specificity and reduced breadth of the attitude concept as it is often

described today, it is necessary to consider the debate on attitude structure.

2.2 Attitude structure: The unidimensional model versus the tripartite
model

The belief that an attitude is a psychological tendency in which a particular
entity (also known as an attitudinal target or target) is evaluated with some
degree of favour or disfavour (Eagly & Chaiken, 1993). This view is based on
the unidimensional model of attitude structure. This model assumes that all
the information contributing to the resultant attitude lies on the same single
evaluative dimension, varying from positive (favourable) to negative
(unfavourable). Measurement scales that assume an attitude can be captured
as a point along a preference scale, ranging from positive to negative, are
based on the unidimensional view because they use unidimensional scaling
(Edwards, 1957). Specifically, Likert’s summative scales (1932), Thurstone’s
equally-appearing intervals scales (Thurstone, 1928; Thurstone & Chave, 1929)
and Guttman’s scalogram analysis (1944) are all unidimensional scales

(Mclver & Carmines, 1981). Regardless of what is being evaluated, all of these
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scales measure a single dimension (e.g. how much an individual ‘agrees’ or
‘disagrees’ with items) and scores can be compared on that single dimension,
(ranging from positive to negative) between individuals (Mclver & Carmines,
1981). The unidimensional model of attitudes posits that all attitudinal-
related information is represented along a single dimension which is akin to
an evaluative summary of information about an attitudinal target (Fazio,
2007). Despite the common use of these types of attitude scales, imposing
unidimensionality on attitudes has been heavily criticised. For example, Diab
(1967) has argued that it is not realistic to consider that an individual’s
attitude can be adequately represented by an average score on a preference
scale along a continuum ranging from positive to negative. It is unlikely that
two individuals who score the same preference for a target have the exact

same attitude toward the target (Diab, 1967).

Although attitude scales and measurement techniques for capturing attitudes
often implicitly assume the unidimensional model of attitude structure, the
scientific research literature dedicated to exploring attitude structure has
tended to regard attitudes as multidimensional (Tesser & Shaffer, 1990) since
the 1940s (Smith, 1947). The late 1940s saw the birth of a three-component
(three-dimensional) model of attitude structure, also referred to as the
tripartite model, and refinement of this model continued throughout the
1950s (Katz and Stotland, 1959) and 1960s (Ostrom, 1969; Rosenberg &
Hovland, 1960; Triandis, 1967). Smith (1947) was amongst the first to
describe the components of the tripartite model in a study investigating
attitudes of the American public toward Russia in 1947. Smith (1947) argued
that his analysis demonstrated multiple components of attitudes, specifically:
(a) how a person feels toward the subject (affective information); (b) what a
person thinks about the subject (cognitive information); and (c) what actions
should be taken (termed policy orientation in Smith’s article, p. 514, and later

referred to by others as behavioural/behavioral information, e.g. Rosenberg
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& Hovland, 1960, p. 3). Smith (1947) argued that these findings supported the

use of this conceptual model as a framework for the investigation of attitudes.

Following further development during the 1950s, the tripartite model of
attitudes was then formally outlined by Rosenberg and Hovland (1960).
According to this model, attitudes consist of three dimensions: (a) affective
information (feelings toward the target), (b) behavioural information (past
and future behavioural intentions in relation to the target), and (c) cognitive
information (beliefs or stereotypes about the target). These three dimensions
(Maio, Olson, Bernard & Luke, 2006) are typically referred to in the scientific
literature, and henceforth in this thesis, as three components of attitudes
(Rosenberg & Hovland, 1960). In contrast, the unidimensional model assumes
that the attitude is a single evaluative summary and that this single
dimension is separate and distinct from, but can be informed by, affective,

behavioural and cognitive information (Eagly & Chaiken, 1993).

In order to resolve the unidimensional versus tripartite model debate,
Ostrom (1969) offered statistical support for the existence of three
components of attitudes, as outlined in the tripartite model. Ostrom’s (1969)
study used a multitrait-multimethod design (Campbell & Fiske, 1959) and
employed multiple measures of the hypothesised constructs of affective,
behavioural, and cognitive information. Using four different methods of
attitude measurement for each of the three components of the tripartite
model, Ostrom (1969) sought to determine whether each component
correlated with itself (as measured by a different scale) better than the other
two components. Ostrom (1969) found evidence for the unique additional
variance for the three components over the shared variance of the combined
three components and, therefore, found statistical support for the tripartite
model. He did note that the unique additional variance of the three

components was small and this was confirmed in a later reanalysis of the data
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(Bagozzi, 1978). Importantly, a major strength of the tripartite model is the
statistical validation it has received (Breckler, 1984; Breckler & Wiggins, 1989;
Woelfel, Cody, Gillham, & Holmes, 1980).

Despite the statistical validation of the tripartite model (e.g. Breckler, 1984;
Ostrom, 1969), studies measuring attitudes have consistently and increasingly
used unidimensional scales (characterised as one dimension ranging from
positive to negative), thus implicitly assuming the unidimensionality of
attitudes (e.g. Edwards, 1957; Likert, 1932; Thurstone, 1928; Thurstone &
Chave, 1929). In doing so, Ostrom (1968) has argued that the attitude data
elicited by using these scales (preference for or against a target), may simply
represent the affective component of the tripartite model. The move away
from the tripartite model of attitude structure was described by Ostrom
(1968) as follows: “the bulk of attitude research and consequently, the theory
developed to understand the attitude change process, continues to focus
primarily on affect to the detriment of understanding the other
characteristics of attitude” (p. 27). Ostrom (1968) essentially argued that
attending to only one of the three components misses valuable information

on the attitude and reduces the validity of subsequent measurement.

Another account of the movement toward assuming the unidimensionality of
attitudes, despite statistical support for the tripartite model, relates to the
ease and convenience of taking the unidimensional view. Writing in 1967,
Fishbein argued that the definition of attitudes should be closer in line with
the techniques of measurement of attitudes at the time, rather than the
other way around. He went on to justify the use of measuring only one
component of the tripartite model because it was easier to employ rigorously
and created fewer problems than multidimensional concepts. Fishbein (1967)

concluded, “a conceptual system in which only the affective component is
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treated as attitudinal, and the other two components are linked to beliefs,

should permit a more productive approach to the study of attitudes” (p. 257).

Similarly, Triandis (1967) has claimed that the tripartite model fell out of
favour due to a lack of adequate procedures for attitude measurement,
rather than any particular weakness associated with its underlying theory. In
contrast, research assuming the unidimensional view in which attitudes vary
on a single evaluative dimension, from favourable to unfavourable, had a
number of possible techniques in which attitudes could be measured
consistent with this view (Guttman, 1944; Likert, 1932, Thurstone, 1928;
Thurstone & Chave, 1929).

Despite the amount of research that measures attitudes using unidimensional
scaling, researchers are increasingly concluding that it is likely that attitudes
are not unidimensional (e.g. Bell, Esses, & Maio, 1996; Haddock & Zanna,
1999; Maio, Esses, & Bell, 2000; Trafimow & Sheeran, 1998). Haddock and
Zanna (1998) have suggested the use of open-ended measures (as opposed to
traditional unidimensional scales such as Likert scales) to generate and
answer research questions pertaining to attitudes. Haddock and Zanna (1998)
propose that open-ended measures can help identify which attitude
components are relevant to the particular attitudes being investigated, as
there is the possibility that the dimensionality of attitudes may depend on the
individual or the type of attitudinal target (i.e. attitudes toward people may
differ in dimensionality from attitudes toward objects or concepts; Breckler,

1984).

This discussion of the history of the concept and measurement of attitudes
indicates that the unidimensionality of attitude structure could not be
assumed. According to the unidimensional model (e.g. Eagly and Chaiken,

1993), even if an attitude is a single evaluative dimension, it is informed by
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cognitive, affective and behavioural information. Therefore, both major
models of attitude structure, unidimensional and tripartite, require
investigation of affective, behavioural and cognitive information.
Unidimensional models require these three sources of information because
attitudes are considered to be an evaluative summary of them. The tripartite
model of attitude structure posits that affective, behavioural and cognitive
information are the attitude and result in three different response classes of
information about the attitudinal target (i.e. data representing the three
components should not be summed into a single score or summary

evaluation).

The research objectives of the present work included reviewing the scientific
research on attitudes toward older patients held by doctors and medical
students, as well as examining how these attitudes can be conceptualised in a
UK setting. To meet these objectives, the present research adopts a view in
line with the tripartite model of attitudes (e.g. Rosenberg & Hovland, 1960);
attitudes consist of three components, (a) affective information, (b)
behavioural information, and (c) cognitive information, relating to an

attitudinal target (i.e. older patients).

The scientific literature highlights that the rapid adoption of the
unidimensional model appears to be influenced by a lack of appropriate
measurement procedures for the tripartite model, rather than any
shortcomings of its underlying theory (Triandis, 1967). Additionally, empirical
validation of the tripartite model (e.g. Breckler, 1984), and the similarity of
the unidimensional model to the affective component of the tripartite model
(Ostrom, 1968) were all factors in this decision. Most importantly, the
decision to consider three components and, therefore, conceptualise
attitudes as multidimensional, does not preclude the possibility that any data

are, or will be found to be, unidimensional. However, if attitudes are
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considered to be unidimensional and investigated as a single construct, this

may preclude the possibility that multidimensional data will be found.

2.3 Attitude stability

Historically, attitudes have been considered to be relatively stable, well-
formed and enduring because they were thought to be represented in
memory structures (e.g. Fazio, 2007). According to this view, when an
individual is questioned about their attitude, they sample from a memory
structure that holds information about the individual’s attitude (Wilson &
Hodges, 1992). In direct contrast to this view, it has been argued that an
individual’s attitudes do not exist in a long-lasting form and may be
immediately constructed, when accessed, based on whatever information is
pertinent to the individual at the time (Schwarz, 2007a). This latter view
represents a radical position on attitude stability, whilst the former view

(Wilson & Hodges, 1992) can be considered a conservative position.

Between these radical and conservative positions on attitude stability, there

is an intermediate view, which the present work adopts. Specifically, it is
posited that attitudes can vary between stable (i.e. well-formed) and fluid (i.e.
situational) depending on the circumstances and context of their access and
retrieval. Converse (1964) has posited that attitudes vary between well-
formed and situational, depending on how much an individual has previously
thought about the attitude target. Converse (1964) argues that when an
individual is discussing an object about which she or he has not previously
considered very deeply, the attitude is not well-formed and will be subject to
greater influence of context effects because a judgement is produced on the

spot.

The present research is conducted under the assumption that attitudinal

responses have some underlying order and organisation and may be
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represented in an individual’s memory (Wilson & Hodges, 1992). This theory
assumes that the probability of a defined attitude is likely to reoccur when an
individual is repeatedly presented with the same stimulus, rather than
random attitudinal responses which may be constructed on-the-spot (e.g.
Gawronski, 2007). Converse’s (1964) argument concerning the reliability of
verbal reports is also accepted in the present work. Specifically, Converse
argues that reliability of verbal reports is likely to be affected by the extent an
individual has considered his or her attitude or thought about the attitudinal
target. Therefore, it is accepted that an individual may not have a well-
formed attitude and his or her attitude may be relatively fluid and subject to
context effects, such as the effects of social desirability (for a review, see
DeMaio, 1984). Therefore, although more radical positions do exist (e.g.
Gawronski, 2007; Schwarz, 2007b), the present research assumes an
intermediate position on the stability of attitude structures (e.g. Eagly &
Chaiken, 2007). This view was adopted in line with Bohner and Dickel’s (2011)
recommendation that research take into account the stable and situational

accounts of attitude structure to combine the strengths of both accounts.

24 Attitude Measurement
2.4.1 Indirect and direct approaches

There are two approaches to the measurement of attitudes; direct and
indirect. The direct approach to attitude measurement involves a form of self-
report, such as interviews, focus groups or survey-based study designs, where
individuals are asked directly to access and report their attitudes (e.g.
Schwarz, 2007a). In the research literature, direct measures of attitudes have
also been referred to as “explicit” measures, “deliberative” measures,
“controlled” measures, or “conscious” measures (Horcajo, Brinol, & Petty,
2010, p. 939), depending on the theoretical perspective of the researcher.

Specifically, attitude theorists may see direct measures as accessing attitudes
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that have to be reported (explicit), that require deliberate thought
(deliberative or controlled), or that an individual is aware of (conscious)

(Horcajo et al., 2010).

The indirect approach to attitude measurement typically involves accessing
attitudes without the conscious awareness of the holder of the attitude
(Dovidio & Fazio, 1992). This is by measuring physical and physiological
responses, to target-relevant stimuli, which are deemed to be outside of
conscious control. There is therefore an assumption that the physiological
response is indicative of positive or negative valence to target stimuli. An
example of indirect attitude measurement is measuring reaction times in
word association tests (Fazio, Jackson, Dunton, & Williams, 1995). In such
tests, faster reaction times are assumed to indicate easier processing because
words or concepts are already strongly associated in the individual’s memory,
therefore revealing an individual’s attitude outside of their conscious control
(Greenwald & Banaji, 1995). Less common methods of indirect
measurements of attitudes include physiological responses to target stimuli,
such as event-related potentials (Cacioppo, Crites, & Gardner, 1996),
functional magnetic resonance imaging (Phelps et al., 2000), and facial
electromyography (Vanman, Saltz, Nathan, & Warren, 2004). Indirect
measures have also been referred to as “implicit” measures, “automatic”
measures, and “unconscious” measures (Horcajo et al., 2010, p. 939).
Depending on the theoretical perspective of the researcher, it is believed that
indirect measures access attitudes that do not require individuals to report
the attitude (implicit), tap into the automatic evaluations or reactions toward
a target (automatic), or that the individual is not consciously aware of

(unconscious).

Naturally, the existence of two different approaches to attitude

measurement has led to debate regarding which approach better captures an
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individual’s “true” attitude (Schwarz & Bohner, 2001, p. 649). This research
debate has been fuelled by discrepant findings in a number and variety of
studies that measured individuals’ attitudes directly and indirectly (see
Gawronski & Bodenhausen, 2006 for a review). Contradictory explicit
attitudes (measured directly) and implicit attitudes (measured indirectly) in
the same individual have commonly been reported (e.g. Gawronski & Strack,
2004). It has been claimed that indirect measures bypass social desirability
biases and, as a result, are more likely to encompass an individual’s true
attitude. This has been countered by researchers who favour direct measures
who state that it is not known with any certainty as to what the data from
indirect measures actually represents. Furthermore, attitude data from the
use of an indirect approach have been shown to be subject to experimental
manipulation through the use of social cues and contextual information
(Barden, Maddux, Petty, & Brewer, 2004). This calls into question the
argument that these processes are not subject to biases, such as social

desirability (Gawronski & Bodenhausen, 2006).

Recently, the indirect versus direct measurement debate has progressed
beyond which measurement technique is superior to the other, to what each
approach may actually measure. Gawronski and Bodenhausen (2006) have
tried to reconcile the findings of contradictory attitude data in the same
individual, when measured indirectly and directly, by arguing that indirect
and direct measures access different aspects of an attitude. Gawronski and
Bodenhausen (2006) claim that indirect measures access positive and
negative evaluations about a target, regardless of whether an individual
subscribes to these beliefs. Therefore, indirect measures indicate that an
individual is aware of positive and negative stereotypes, rather than
indicating the individual’s level of favour or disfavour toward the target. This
information is then examined at a conscious level for truth and validity,

through propositional and syllogistic reasoning. Finally, stereotypes are either
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rejected or accepted after the reasoning process and the resultant position
becomes the explicit attitude, which may be accessed by direct measurement,
such as through self-report. In short, Gawronski and Bodenhausen (2006)
claim that indirect measures access our awareness of positive or negative
evaluations (such as stereotypes), but direct measurement accesses the
attitudes we subscribe to after thinking and reasoning (subject to contextual

factors such as social desirability).

It has also been proposed that attitudes that require low levels of elaborate
or deliberate thinking may best be researched using indirect approaches
(Maison, Greenwald, & Bruin, 2004). For example, choosing a brand in a
supermarket is often done quickly and consumer behaviour researchers have
had more success predicting brand choice by measuring attitudes indirectly,
than directly (Maison, Greenwald, & Bruin, 2004). Attitudes that require
elaborate thinking and reasoning, such as attitudes toward people, may
benefit from direct attitude measurement because this measurement
technique allows thinking and reasoning (Horcajo et al., 2010). Indirect
attitudes, measured by reaction times or physiological response, may not be
predictive of an individual’s position after they have deliberated or processed

his or her thoughts (Horcajo et al., 2010).

The present research adopts a direct approach to attitude measurement by
using self-report methods. The rationale for this approach has been
highlighted in this discussion of the debate regarding indirect and direct
approaches to attitude measurement. Firstly, direct attitude measures are
typically suited to attitudes which require deliberate thought and processing,
as is often the case with attitudes toward people or groups (e.g. Horcajo et al.,
2010). Secondly, the lack of certainty regarding what indirect data represents
was a concern, especially with regard to the tripartite model of attitude

structure. It has been posited that attitude data from indirect measures
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actually represents an awareness or knowledge of positive and negative
evaluations regarding a target, which is not necessarily one’s attitude. Instead,
it may simply reflect knowledge of positive or negative stereotypes
concerning an attitudinal target (Gawronski & Bodenhausen, 2006). In
contrast, the use of self-report data (from direct measurement) allows, in
principle, for the collection of all three sources of information, although it is
accepted that this information may be subject to contextual factors, such as

socially desirable responding.

2.4.2 Challenges of measuring direct attitudes

Direct measures of attitudes involve the collection of self-report data and
there are a number of challenges to collecting such information (Schwarz,
1999; Schwarz, 2007a). Studies involving interviews or focus groups may ask
respondents to verbally report attitudes, and this involves a series of tasks
that all play a part in the reliability of the resulting verbal report (Schober,
1999). Firstly, the researcher has to formulate and pose the question to the
holder of the attitude. The identification of the phenomena to be investigated,
as well as the wording of the question includes a succession of decisions and
a number of subjective processes, for which the researcher is responsible
(Schwarz, 2007a). Following this, respondents can interpret questions in a
number of ways (again, a subjective process), and are then required to
formulate an answer (Schober, 1999). Respondents’ ability to formulate an
appropriate answer may vary according to individual verbal reasoning skills
(Schwarz, 1996). Respondents also have to decide how they want to respond,
in terms of the level of detail they are willing to share and the level of

honesty with which they are comfortable (Schwarz, 1996).

Written self-report data, such as survey methodology, also suffer from

challenges to their validity and reliability. Should respondents not understand

a question or the answer format, there may not be a researcher present to
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address their queries and so they may guess or answer inaccurately (Schober,
1999). If respondents are completing a survey with response categories, they
will need to map their attitude into the predetermined list or response
categories given to them by the researcher (Schwarz, 2007a). At the final
stages, respondents may want to edit their responses with regard to
acceptable social norms, such as by self-monitoring and providing socially

desirable answers (Schwarz, 2007a).

In conclusion, self-reports of attitude data, whether written or verbal, are
subject to a range of biases that may be present at a number of stages of the
process. Despite these drawbacks, the present research uses the direct
attitude measure of self-reporting in order to answer the research questions.
The limits of this method should be noted, especially with regard to the
reliability of self-reports, because the results of subjective decisions may vary
from time to time and according to the context-dependent factors described
above. However, attempts to identify and address the challenges associated
with self-reports will be outlined in the methodological chapter of this thesis
(Chapter 4). Additionally, limitations of the methods chosen are discussed in

Chapter 8.

2.5 Chapter summary

As discussed in this chapter, debate still exists on a number of features of the
attitude concept and its measurement. Awareness of the main sources of
debate is fundamental to the investigation of any attitudes in any population.
This chapter reviewed a range of positions that can be adopted in relation to
attitude structure, stability, and measurement. Each section ended with the
position taken in this thesis, as well as the reasoning for this, in order to state
the scope and context for the present research. The relevant attitude theory
has been described here to allow the subsequent exploration of attitudes to

be framed and referenced within the context described in this chapter. In
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short, having discussed the remit and scope of attitudes, how attitudes are
stored, and what attitude data may represent, we now move on to the
present research topic with greater specificity. The next chapter examines
how doctors’ and medical students’ attitudes toward older patients have

been explored in the scientific research literature to date.

2. ATTITUDE THEORY



3. STUDY 1: SYSTEMATIC SEARCH AND
REVIEW

3.1 Chapter overview

This chapter presents a systematic search and critical review of the scientific
research literature on the topic of medical students’ and doctors’ attitudes
toward older patients. The chapter begins with the objective of the review
and details the research question it addresses (Section 3.2). Following this,
description and justification of this type of review is provided (Section 3.3), in
addition to the scope of the review (Section 3.4). The methodological
decisions are reported in Section 3.5. Results of the review are then
presented in three separate sections (Sections 3.6, 3.7, and 3.8). The main
findings, and the limitations, of the review are presented in the discussion

(Section 3.9).

3.2 Study 1 objective

The overall objective was to determine what scientific research on doctors’
and medical students’ attitudes toward older patients had found, as well as
the strengths and weaknesses of the evidence. This review addresses the first
research question outlined in the present work (Section 1.3): How have
medical students’ and doctors’ attitudes toward older patients been

investigated in the scientific research literature to date?

3.3 The review paradigm

The review involved systematically searching and critically reviewing the

literature, referred to as a ‘systematic search and review’ (Grant & Booth,
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2009). A systematic search and review includes systematic searching which
allows for greater transparency of stages in the review process. However, it
allows more flexibility with regard to the review stage than a conventional
systematic review (Grant & Booth, 2009). A conventional systematic review
aims to answer a narrowly-defined research question with predefined and
explicit concept definitions related to the phenomena of interest (Grant &
Booth, 2009). In contrast to this, the aims of the present review included the
identification and critical evaluation of literature pertaining to medical
students’ and doctors’ attitudes toward older patients and therefore a
conventional systematic review was not appropriate. Aspects of the
systematic review process were considered to be ideal for the present review,
specifically the systematic searching and detailed reporting of search and
analysis procedures. The main advantages over a traditional narrative
literature review are the replicability and transparency of the search and

analysis procedures (Grant & Booth, 2009).

The main reason for the use of a systematic search and review, over a
conventional systematic review, was the present review did not intend to
limit included articles to tightly defined boundaries related to study quality. In
order to generate a picture of the research in this area, the present review
required critical analysis of methodologically strong, as well as
methodologically weaker, studies. Such information was to be gathered in
order to postulate improvements to future research designs and identify gaps
in the research literature. The decision not to exclude studies based on
guality assessment criteria meant that the current review would not meet the
criteria for a systematic review (Grant & Booth, 2009). Study quality was still
assessed and critically appraised, but studies were not excluded on the basis
of predefined methodological weaknesses. As a result, the present review is
deemed to be a systematic search and review (Grant & Booth, 2009), as

opposed to a systematic review. The main advantage of a systematic search
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and review over a conventional systematic review is that it can provide a
more complete picture of the research pertaining to the topic (Grant & Booth,

2009).

3.3.1 Aggregative and configurative review approaches

The conceptual underpinnings of conventional systematic reviews have been
described as aggregative (Gough, Thomas, & Oliver, 2012), in that they are
designed to aggregate similar data or summarise information in order to
develop empirical statements about the phenomena under investigation with
greater confidence. Aggregating evidence requires strict adherence to tightly
defined and well-specified concepts to ensure that the evidence is sufficiently
similar to be comparable (llott, Booth, Rick, & Patterson, 2010). Typically,
conventional aggregative systematic reviews have strict inclusion and
exclusion criteria. In contrast, the present review was exploratory in nature
and involved the evaluation of a broad range of evidence. A scoping review of
the literature demonstrated that studies investigating attitudes toward older
patients in the existing literature had not used well-specified concepts of
attitudes and often used terms such as beliefs, stereotypes and attitudes
interchangeably (e.g. Beall, Buamhover, Simpson, & Pieroni, 1991; Belgrave,
Lavin, Breslau, & Haug, 1982; van Zuilen, Rubert, Silverman, & Lewis, 2001).
Varying terminology used to describe attitudes toward older patients was
identified in the literature, as were differing study designs and a range of
methods of attitude measurement. This suggested that a review in this area
would not achieve the typical homogeneity of evidence required for a

traditional aggregative systematic review.

This present review, therefore, adopts a configurative approach (Gough,
Thomas, & Oliver, 2012). Unlike aggregative reviews, which depend on
‘aggregate logic’ such as that achieved in conventional systematic reviews,

configurative reviews attempt to configure and make sense of heterogeneous
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evidence (Gough et al., 2012). Configurative approaches are useful for
arranging and interpreting heterogeneous data and generating theory (Gough
et al., 2012). Reviews with an underlying configurative philosophy are also
ideal for bringing together information relating to ambiguous concepts (llott
et al., 2010), such as attitudes. Configurative reviews make use of the
differences between studies to identify patterns. Gough et al. (2012) propose
that systematic reviews often involve components of both aggregative and
configurative logic, with one predominating over the other. Therefore, the
conceptual underpinning of the present review is the use of a predominantly
configurative approach due to the heterogeneity of the evidence. Reviews
based on predominantly configurative logic tend to be exploratory and

theory-building and are used to determine the direction of future research.

3.3.2 Bridging the paradigm divide: Quantitative and qualitative data

In order to determine what has been investigated on this research topic, this
review needed to allow for the inclusion of vastly different methods and
study designs in order to capture trends in the research findings. Both
guantitative and qualitative studies were therefore evaluated. Harden and
Thomas (2005) have called the synthesis of quantitative and qualitative
findings as crossing the paradigm divide, and a useful method of addressing
complex questions. It has often been suggested that the triangulation of
guantitative and qualitative data, also known as mixed methods research,
results in a greater and more detailed understanding of the phenomenon of

interest (Bryman, 2012).

This systematic search and review comprised the following stages: (a) a
systematic search strategy; (b) application of the inclusion and exclusion
criteria to isolate relevant studies; (c) quality assessment; (d) data extraction;

(e) data presentation; and (f) data integration.
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3.4 Scope of the review

Articles could include qualitative or quantitative data, and had to be
published in a peer-reviewed academic journal. No time period was specified.
Articles had to be available in English, but did not need to originate from the
United Kingdom. Research syntheses and book chapters were not included in
the review as they often reiterated or repeated data from published primary
studies and were, therefore, likely to result in duplication of study data for
the present review.

More specifically, the requirements for articles to be considered for review
were:

i) The construct investigated was considered to be an attitude or
conceptually similar to an attitude. In general, attitudes can
include cognitive information (such as stereotypes), emotions
(affective information), or intentions to behave (behavioural
information) toward a target (Breckler, 1984). Articles that
investigated any of these components were therefore included
regardless of whether the author referred to them as ‘attitudes’.

i) The holders of the measured attitudes were medical students or
medical doctors working in secondary or tertiary care settings.

iii) The target of the attitude was older people or older patients,
defined as those aged over 65 years in line with the prevailing

view in the medical research literature (Imison et al., 2012).

3.5 Method
3.5.1 Developing the search strategy

A list of terms to search for, in the title and abstract of articles, was
developed by brainstorming, conducting test searches, and scanning
abstracts for synonyms. Following this, the list of search terms were: a first

set of 54 words or phrases representing a doctor or medical student (such as
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‘physician’, ‘surgeon’, ‘internist’ or ‘registrar’); a second set of 19 words or
phrases representing an older person (such as ‘elderly’, ‘frail’, ‘aged patient’);
a third set of 14 words representing an attitude (such as ‘belief’, ‘opinion’,
stereotype’). Various specialty types for doctors were included in the first set
after test searches revealed that a number of articles used these terms
instead of ‘doctor’ or ‘physician’ in their title or abstract. Doctors unlikely to
work with older patients (such as paediatricians, pathologists, radiologists)
were not included in the first set. Doctors training in family medicine (US) or
general practice (UK) often complete part of their training in hospital settings
and were, therefore, deemed relevant to the search at this stage. Words
within each of the three sets (Set 1-3, See Table 1) were combined with the
Boolean operator ‘OR’, and each set of words was combined with other sets

using the Boolean operator ‘AND’.

Test searches also revealed that articles containing the word ‘ageism’ in the
abstract did not necessarily contain a word from all three sets. Ageism
signifies two constructs in a single word, namely, age and attitude. As a result,
an additional step was added to the end of the search strategy as the fourth
set (Set 4; See Table 1). ‘Ageism’ was searched for in conjunction with the

first set of doctor synonyms. Therefore, articles were identified through the

two possible methods illustrated in Figure 1.
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Table 1.

Terms used to search title and abstract of articles

Set

Search terms used

1.

Doctor; physician; consultant; registrar; clinician;
hospitalist; internist; surgeon; geriatrician;
psychogeriatrician; psychiatrist; cardiologist; general
practitioner; family practitioner; gynaecologist;
obstetrician; gastroenterologist; haematologist;
haematologist; neurologist; oncologist; respirologist;
rheumatologist; dermatologist; urologist;
endocrinologist; hepatologist; nephrologist;
neurosurgeon; ophthalmologist; physiatrist;
anaesthesiologist; anaesthetist; pulmonologist;
otolaryngologist; immunologist; medical student;
medical resident; medical fellow; medical professional;
medical specialist; medical practitioner; medical officer;
medical intern; medicine student; medicine resident;
medicine fellow; medicine professional; medicine
specialist; medicine practitioner; medicine officer;
medicine intern; house officer; associate specialist.

old* person; old* patient; old* adult; elder*; frail; aging;
ageing; aged care; aged patient; aged person; geriatric
care; geriatric patient; geriatric person; old age; seniors;
senior citizens; senior adult; senior person; senior
patient.

Attitud®; belief; ageis; agis*; discriminat*; prejudic*®;
preconception; misconception; stereotyp*; attribution;
stigma; labeling; labelling; age bias.

ageis™*; agis*
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Set 1l + Set 2 + Set 3

OR

Set 1 + Set 4

Figure 1. lllustration of search strategy

Twenty-three databases were searched. For all databases, the appropriate
truncation was sought and used. Due to indexing differences between the
databases, different index terms were used. For Ovid databases (e.g. Medline,
Embase, Psychinfo), the term ‘physician’ was exploded and added to the set.
Additionally, the terms ‘aged’ and ‘attitudes’ were exploded and focused to

the set. An example search strategy is included as Appendix 1.
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3.5.2 Search results and study selection

Across all databases, the search produced 17,319 hits. These were exported
to EndNote (Thomson Reuters, Version X4, 2010). With the duplicates
removed, the number of hits was reduced to 10,763 (see Table 2 for a
breakdown of search results). The titles and abstracts of the 10,763 search
results were scanned to remove obviously irrelevant hits, leaving a remaining
2519 articles. The abstracts of these articles were screened in line with the

inclusion and exclusion criteria, which is provided.

Table 2.
Database Search Results to April 2011 (duplicates removed)

Database Date searched Hits
1. ABI/Inform 1923 to April 2011 140
2. Allied and Complementary Medicine Database 1985 to April 2011 54

3. Applied Social Sciences Index and Abstracts 1987 to April 2011 141
4. British Nursing Index (BNI) 1985 to April 2011 9

5. Business Source Premier 1961 to April 2011 439
6. CAB Abstracts International 1910 to April 2011 59

7. CSA Linguistics & Language Behavior Abstracts 1973 to April 2011 21

8. CSA Sociological Abstracts 1952 to April 2011 137
9. Cumulative Index to Nursing & Allied Health 1981 to April 2011 725
10. Embase 1980 to April 2011 712
11. Educational Resources Information Center 1966 to April 2011 94
12. Health Technology Assessment (HTA) 1996 to April 2011 8

13. International Bibliography of the Social Sciences 1951 to April 2011 8

14. I1SI Web of Science 1956 to April 2011 525
15. Journal Storage (JSTOR) 1842 to April 2011 2194
16. Medline 1948 to April 2011 2076
17. Politics and International Studies 1972 to April 2011 15
18. PubMed 1966 to April 2011 136
19. Pyscinfo 1806 to April 2011 1001
20. SciVerse Scopus 1977 to April 2011 1987
21. Social Science Abstracts 1983 to April 2011 149
22. SPORTDiscus 1957 to A