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" ABSTRACT

4 C Y N, . . :
The major purpose of this research%Was to devise a method of iden-

tifying whole-person (hollsth) care in the setting of family practlce. :
.J'-‘ [y Gu .
Holistic care was deflned as carﬁ‘yhlch took account of the. patlent s .

physidal, psychologlcai and social problems. . .
Different methods of assessing {)atient care wvere reviewed and the ’

Qppfoach chosen ihvolved interview and quastionnaire data from patients

by
-

and physicians. A commlttee of practlslng family phys1c1ans contrlbu‘
ted ideas during the development of the method. * ' . /“ (‘
) . ~

Data’ware collected for the following purposes:
1 ! .

1. to test the feasibiliry of the method of 'idéntifying holistic care

2. to test empirically, the validity of the method ’ ©
y 4 l"c ' ! - . * - »
3. to asses’s,ﬁ"édmnons reggrdxng possible determimgnts of holistic

cai:'e : -
) Y - /
e P / .
4, tg assess the relationship between the degree bf holistic care/and

patient ocutcomes . ’ v .
5. to increase unders{anding'. of two outcome measures: patients' as-

sessments of recovery and patients' satisfaction.



[

. ‘ Lo r ) ) -
The study was carried out in a small-town group practice of family .
‘e .. 4 N ) ) - , - .
physicians. The 290 patients had at ‘least one chronic illnefs, were

agkd 25 years or dver and had & current complaint at' the time they en-

\&

tered the study. Patlezjé were followed prospectlvisy for three months

! ¢

s Y after baseline information had been collected through an interview at

. . -

. the time ‘of entry.” The 1nformat10n_1ncluded the pqtlents'
. : - " - .
characteristics, complaints, discomfortd, worries, disturbances of
. 4 . ) e '
daily living and social problems. Two measures of patient care were

demographic

- »

Q ‘ N
+used: 1) physician's knowledge of ‘the patient!s prqblfms, ascertaiped-

from a questionnaire completéd bygthe physician at the end of the three™ -

.

* month period, 2) physicién's response .to the patient's probleéms, ascer-
" tained from™the medical records during the three months. The indica-
. N .

tors of holisfic care were based on the physician's knowledge of and

[ . . . ¢ n

. responSe to tﬁe patlent s complaints, dlscomforts, worrles, dlsturban- .
ces of dally 11v1ng and soc1al problems. The 1nformat10n on patlent :

outcomes was qollecte&sdurlng an.lnterv1ew with the patlent at the end - ‘

-~

)

of ‘the threé'month perlod of study. , - _ ' T
, . The collection of data for classifying the kind of care (Holistic

<
-

or not) was found to be feasible with one person working full-time.

L Empirical support for the validity-of the indicatorg of physician's '

Knowledge was found. The physician)s knowledge increased as the number

— N - 1

\ r3 -« A

of recent visits by the patlents increased.
- * ci;

The reésults may be summarized as follows:

* 1. Physiciang' knowledge of patignts[ problems did not vary accapding -

to age and education of the patients.

- ' v

2. HNo support was found for the prediction that contlnulty of care and"’

. ”4‘
" completeness of famlly care 1ncreasqd the scores on any :?/:Z; 1nd1cators.

‘ ‘ﬁ,. ‘ . - .
, iv o . :




more by\the degree-of-rechEQy f;g;lphysical than from psychosocial,

- L . . ’ ! .
‘ \
. .

A ! . . .

¥ .

™ . 4 - B

Y N .
' N ’ - \

3. Asﬂthe number of the“patients' complaints'increased, the scores on
all 1n§}bators of holistic care decreased. . ' T ’

4, For patlentklnltlated V151ts, scores were higher|for most°of the
’ .
indicators of physiéiap‘g knowledge than for doctor-initiated visits.

-

s Co ' . ) ° 3
5., The patients' opinions of their’ general progress were influenced |,

- -
R o

.problemS.

-

6. Patients' sagiff?ction with doctors in general was lower than with

theif own physigan. o . - v
. . v . \ -
:Pﬂ;&icians' knowledge of and responsg to patients® problems were

i

“found .to be significantly associated. This suggests that, for some
. - * T

doctors at least, knowledge may be a valid indicator of the process of

care. . -, - - . S S
8. Relationships'betwéen indicator!'of holistic* care and patient out- '

’ . ! . ' o v \'- -
comes weré ambiguous. Therefore, judgement was withheld concerning the

hypothesis that holistic care affects olitcomes. Two redsons were re- ' -

v o

- jectets as explanationsof this findingé

a) lack of sensitivity'of the outcome measures,
v . ) [

b) lack of validity of "the indicators of holistic care.
N )

The following were considered possible explanations: = . <

a) the effect of stratifying for the.confounding variables,

'b) lag-time between care and its effect.: . ol

- ' - » ‘- ' T JQ

_Because physicians'werg pot selected at random, these results . //‘
were not generalized to all family practice.- ' WV :

. . .
-
4 ’
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physician's awareness' of psychologicgl and social factors, his awareness
. @

of the value of preventive techniques and the need for the physician to

A

~a

use specialized knowledge and skills of others. They ipcluded the doctor-
patient relaiionship as well as coordination of persohnel and other ¢

4 ’ W 4
matters pertaining to the care of patients.
Another definition, similar to, Hammond and Kern's in that it in-

cluded matters other than the doctor-patient relatisﬁship, was Heller's

(1969). As a physician but also a patient gf a comprehensjve care brd-

:gram, he descri¥bed thqlteam approach and continuity of care as well as»

o4

T == - - - -

©

the alleviation of worry through reassurance.'

Lewis (1971) in his review af éomprehensive care restricted consid-
5 _ -
eration to -matters other than the- doctor—patlent relationshlp. A large
- e -
number of evaluative works have not°1nc1uded speqxflc act1v1t1qs of the

doctor lnuthelr deflnltlons of comprehen31ve care, Katz et al.(19§8),

for examplé, defined comprehensivelcare as home care by a coordinating

physician and a public health mirse. Gordis and Markowitz (1971) de- .

fined compfeheﬁsive care as continuous care given by.a physician, public
. S 4 . ‘ ! - .

health nurse and social worker. Kaplan' et al;(1972)~stressed‘the team

approach in théir definition. Alpert et al.(1970) descéibed'the compre- -
> p 3 , » ;

hens1ve pediatric care which they were eveluatxng as .acute and preventzve

services f.b "all chlldren .in the famlly on a continypous bas1s with. night

) N
and weekend coverage, home.visits and wlth use of a team. ’ 2

In contrast to the fo:egoing definitions are tﬁose'Qefjnitions of
compréhens&ve or holistic care whichﬂkocused on the docfor-pafi§£t.rélay
, o .
gionship. A paper by Eskwith (1960) cited the following as his defini-
tion of the "hollstac approaéh for patients w1th‘;ng1na pectorls"

- .

establlshlng satlsfactory rapport w1th the patlent asslstlng in job

S

-
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1. to devise a method of assessing holistic care,

: :

b : \ o
:
« 4

‘Chapter One |
: ' [
INTRODUCTION )

[

1.1 Statement of the Purpose of the Research

The purposes of the research are summariged in a list immediatel

below. The list is followed by a brief description of each of the

- [

purposes.

. 7

L}
2. to test the feasibility of t;;?fffh°d through a collection of data,

3. to assess prgdicti&ns regarding possible determinants of the kiﬂHJGf

’

care (iolistic or not), -

4.  to assess the relationship between the kind of cage and the outcgmes,

5. to assess the meaning of two outcome measures:

. -

a) patients' assessments of recovery, .'
v
* . - L 4
% Db) patients' satisfaction. . K

The main purpose of this research was to devise a method of idepti-
fying whole-person care orlﬁolistic care in thé setting of primary medi- _
cal'bractice. From the outset, the goal was to assess not merely the
technical aspécts of care but also the social and emotional care. . The
approaches to measuriMp medical care were€ reviewed and the approach of

choice "involved interview and questionnaire data from the patients and

the physicians, The approach used in the research was criticized and

amended by a committee of practising Family Physicién; in an attempt to

~

v . . o
enhanoe its validity. - :

The collection of data, which was undertaken ag a test of the fea-

sibility of the method, allowed the assesshent of séyeral predictions

PR e

regarding the determinants of holistic care. ‘
. _ - TN
- .« 1 —
- - . ’ x u . ,:‘
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- »
p b ]

%

1. The number of recent visits was expected to be associated with the

.
-

J}iﬁd of care. ' B - - \

+

L3

2.°.Variations in the kind of care were expected acconding to the patients'

. [}

age and education. . ’ .

3. The continuity and completeness of family 7fre wen%;expected to in-

fluence the kind of care. . , ( .

The(kolleetion'of data was designed to permit an assessment of

the relationship between the kind of care and the outcomes in terms of - -

patients' recovery and satisfaction and data concerning the outcomes

were collected accordingly. However,in-addition, an increased .under-
. ; . ’ .

“

standing of the-two end-result measures was sought. ' To this end, the
e ‘

effect of specific dimensions of recovery (i.e. from discomfort or worry)
upon a patient's subjective global assessment of recovefy was investigated.

Also, the differences between directtand indirect measures of a patient's

satisfaction were assessed.

v

1.2 Trends in Health Care Research '

The purpoge of this section is to locate the research contained in

this report’in its historical context. Four characteristics. of this re-

se{ﬂhh correspond to the aspects of health care résearch to be discussed.

They are: , ' .

+

1. This FEéearch maihtained, wherever possible, an approach to evalua-

ting physician's performance which avoidéd judgements by peers or ex-

~

1

perts. Howéverl it was recognised that judgements could not be avoided

7 -

in the veéry choosing of the aspects of care to be €ubjected to scrutiny,

evefi if the influence was minimized in the course of testing the methods

*
-

of measurement.
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2. The outcome assessments included measures of pat}ent:s recovery an% A
3 ‘ - v ’ ° °-
patient's satisfaction. . o
3. The setting of the research was a rural group-practice of family -
. physicianéi /All the patients were ambulatory. S
' s4, The ;ésé‘gch assessed the care of social, emotional and pﬁysical .
,i problems of pg;ients. ‘ ' .
N
. Four aspects of health care reskarci’which correspond to the char- . )
acteristics mentioned above are: , .
I.i the method of evaluation: .
-~ t;; ‘a) Dbased oa judgements ( . T ) >
b) based on actual practice ) -
2, inéices of the odtcomes of care:
a) mortality alone
(‘ b) the six D's )
3; the setting of the evaluation: .
. a) hospitais " ’ » '_ ' o . i
. . .
s D) ambulatory care ‘ ) .
4, aspects of care evaluated: S ] A\~/ e
) a) physical ogy#w‘ ] ) ’
b) social, emotiqnal,and physical. . B .
Research in the evaluatioq of health s;rv%é;§ has:feﬁfeq tq reflect T
. the preoccupations of current medical thinkiﬁé. Justﬁa; ep;geﬁio;féicalv
studies thrdughout the ceqturieé have parallelied the‘changing coééepts r
of diséase‘and the changing proportionate mortality ;éées (Le Ri;he and ’
Milneﬁzflg7l), health serQic;s research has reflectéd the fluétuating
priorities of ﬁealth care. ' | : -
.; Self evaluation isbnot a new.phenomenon iﬁ the ﬁealth profession, ? ’
, R . !

, &




Lee and Jones's work in 1933 is partlcularly notdCorthy Today, fiitf

Two common evaluatlve techriques have’ been the normative and the empxrl—

AT "

cal. Donabedlan‘(lQSQ) has defined ‘the terms: normatlve standards,aie
/—\

K4

derived from the oplnlpns or judgements of health profe§s1onals and re- i

—— - P
0

present the ideal tp strive fpr,while empirical standards‘are derived )

from their actual practlce and represent the reallty

.8

- .
The Hippocratic doctrlne set down speclflc standards of care ﬁ%lch

L)

included coﬁilderatlons not only of the physician degllng with the dlSji ,:--

N , toE
L d v - v . B N A

ease but also of the doctor-patient relationship (Hippocrates‘%rahslated-

» - ) .
by Jonesy, 1923 'a & b; Block, 1957). r

] RS . . . .
Groups of ph{;icians have continued td set standards for 1deal care.

- s ~

‘

)

Schonfeld et al.. (1967) carry on the trédltlon of deveIoplng ;deal ’

-
3

standands. . ‘ )

.
pe—

‘ ‘ N
tpmn.cal standards have been usek \he planning of hospltal and
it

other health services.” Two examples of "rational" or "scientific", ap-
= . 3 &
proaches. to planning were: : . .
- - . _
i Florence Nightingale's use of hospital statistics $K the 1860's
_ A :
(White, 1968). ;

+

. ( | , . o .
2. Geoffr‘ey Pyke s approach based on facts, in’ thﬁ planning of the \

” Nathnal Health Service 1n the 1%u0's (Lampe, 1959)

o

Whlle many well~- known evaluatxons of’ﬁealth care have relie®upon

I . )

normative judgements, recent :;ii'rs have criticized this approach and - ) .

“

have empha51zed the emplrtcal standards (Donabedlan 1969; ?i/yo, 1973

Pelligrino, 1964). '_‘ - ' . ]

1

Indices of the outcomes of medical care have changed over time.
e R s

Medical progress'in this century has led to'a dramatic decrease in
. i ’

deaths of young pecb;e and the current stability of mortality rates

-] A

o




throughout the Western Lndustrla;lzed countrles makes ‘them 1nsen31t1ve

7
- . indices (Sullivan, 1966). Therefore mqgtallty rates have been supple~

"menfed by measures of morbld;ty, measures of social and physical func-v

'tion and measures of patient's satisfaction. Recent authors have con-

' tributed to conceptual and methodologital progress regarding measures

[ . )

of outcome. Elinson (1966) described the five D's: death, disgase, dis-
Lo : ) A . 8 "
ability, discomfort and dissatigfaction. Sanazaro and Williamson (1968?‘A

added the sixth: social ¢qsruption. Recent methodological work has re-

: . . 7o
sulted in several techniques of measuring health status and patient's

A Y . o .-V B o

( > . .
¥ %a%—}sﬁae{—l:eﬁ———————‘wi. 8

Until recently, hospitals were the focus of attention. gow; there -

-
«

is more interest in ambulatory patients. Outpatient centres, communlty

- -
&

medlcal centres and famlly doctors. have been evaluated. IU 1 V: '

«
u

. Hand in hand with th§s recent develophment goes the view that health -

-

care 4ncludes something e’thanfthe te%ynical skills usually evident
in hospitals. Increa51ngly, attent;on is belng~pa3d to the soc131 and

* - - v S - P
‘emotional, as well as the phys1cal, needs of patlents. Three manlfesta—

tions of “such attention are: o
r - % ~ h

-4 . ’ " ° 3 b '-' [ .
. "mwl. Sbcial scientists have become involved in medical currlculaq?nd.;
. / -

-~

. . \' e
at o . - .
have contributed to courses de?igned to teach "comprehensive" medicine
. ’ . Y )

v . .- (Bloom, 1963; Bloom, 1965; Reader and Goss, 1967; Hammond and Kerh, 1958).
L2 . A PR

M -«
- -~ - - . 3 -

2. Several writers have eﬁphasizedgthe personal dimensions of care and

' . t .

;o w stressed. the need for research in this area (Seax"field, 1973 :Barro,[ } )

.

. 0 .
~ 1973; Pelligrino, 1964, Wolfe and Badgley; 1972).
'3, Recent evaluat1ons of health care have included measures of psycho-
® ‘ !
soc1a1 aspects such as patzent 8" worrles and doctor-patzent communica« ‘.

a © tion (Hulka and Cassel, 1973 Korsch et 4L, 1968). . o

/
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. ; ‘Chapter Two ; : ’ . .

gVIEW OF THE LITERATURE Y

| )

The lltenaturé review cOVers two broad tOplCS in health cdare re-

search: assessment of the process of ‘patient care and measurement of = _

butcomes of care. Donabedian}(lgsg) defined the process of caie as "the
ST BN - S :
ectivities of physicians and other health professionals in the manage-

N - —

ment of patients” (page 3). He definedemeasures of outcome as “the

evaluation of end-results in terms of health and satisfaction" (page 3).
k . ’ T

n
’ ¢ ’ q

L] -
2.1. Process of Care-e - -

! . . N S

- <

[

"The literature of this sectlon fa11s 1nto tuo broad categorles.’

concepts anpd techniques of measurement. Flrstly, I presen;_gge geflnl-

‘@

tions of holistic or comprehefisive care which exist in the literature. . o °

-

In additibn, i*atteTEzzfgqunthpsize the iheore;Ibai\works which have - .
P ° ) -

contribut@l ttb the idea of holistic or whole-person care,. ° d

- Secondly, I presentpthe literature' which deals With the measurement
of health care. I pay particular attentiqn to ‘studies irn p}imary care R

because that was the setting of the research begﬁg reported herein.
, e, ' N \ i ) .

N . -
B . . )
o °
. . . .

2~.l.l:. Concept of Holistic ot Comp'rehensive Care

A. Deﬂ&n&t&ané of Holistic on Comprehens ive Cane o -

As Hamﬁond and Kern (1959) p01nted out, the term "comprehenslve, . e

(3

.medlcal care" has been deflned many dlfferent ways. In their own defi-"* - s
nl‘ipn they‘stressed the physician's attitude toward responsibility:fon L 'id.
v - ’ et

the patient's tetél health. In addition to qualitlies -such as "scienti- "~

fic knowledge, intelleetual curiosity, conscientious attention toydetail

. ' , . . s
-.and constant stimulation of research" (page 4), they mentioned the : .
. . []



' patient relationship as well as coordination of personnel and other

. -“‘ M ™ ) - ‘
physician's awareness’' of psychologicil and social factors, his awareness
. 2 .

of the value of preventive techniqies and the need for the physician to

°

~4

use specialized knowledge and skills of others. They ipcluded the doctor-

L4
S ' L4 .

matters pertaining to the care of patients.
Another definition, similar to, Hammond and Kern's in that it in-
cluded matters other than the doctor-patient relatisﬁship, was Heller's

(1969). As a physician but also a patient 8? a comprehensjve care brd-

‘gram be described thqlteam approach and CQntIDUIty of care as.well as*

I’?

<

the alleviation of worry through-reassurance.n

Lewis (1971). in his review of comprehensive care restricted consid-

’ ‘e
[

——
eration to ‘matters other than the doctor-patlent relataonsth. A large
- -
number of evaluative works have not°1ncluded speq1f1c act1v1t1gs of the

doctor 1n=the1r deflnxtzons of comprehen31ve care., Katz et al.(19§8),

for exampleé, defined comprehensive care as home care by a coordinating

physician and a public health nurse. Gordis and Markowitz (1971) de-

fined comp%eheﬁsive care as continuous care given by.a physicimn, public
. et P ’ ' Py

health nurse and social worker. Kaplan' et al;(1972)~stressed“thc team
approach in their definition. Alpert et al‘(1970) descfibed'the compre-

.

hensive pediatric care which they were eveluatlng as .acute and prevent1ve

i
serv&ces f‘h’all chlldreg,ln the famlly on a contlnuous basis, with.night

L
¥

and weekend éoverage, home.visits and with use of a team. e _ Ar
In contrast to the fonegoing definitions are tﬁose-def;nitions of
comprehensive or holistic care ﬁhichh;ocused on the &ochr-patiégt‘rélar
. .
{ionship. A paper by Eskwith (1960) cited the following as his'defini—
tion of the "hollstac approq;h for patlents w1th‘;ng1na pectorls"'t

- S

establlshlng satlsfactory rapport wlth the patlent assxétlng in job




e v . ’ \
placement, establishment of correct attitudes toward the job, offering

~

ey .
' Ll

reassurance, encouragement of frequent office visits, lessening family

. 1 :
tension and prescribing tranquilizers rather than vasodilators" (page

t" 203).

¢ ¢

Wolfe (1963) compared a comprehensive physician to a‘constricted

physician: the former had "a comprehensive role ‘concept, accepting

social perceptions and an open System of medical beliefs and 'values"

[ !

(page 634). Wolfe and Badgley (1972) described the comprehensive

"whole-person" approach as the antlthe51s of a phy51cal, symptom-

J— e gy P - - ——

>

orlented approach. Brennan (1974) referred to the holistic approach as

¢

a set of values, attitudes and skills incorporated into the phy51c1an“s

behavzour and stres51ng the doctor's knowledge ofjhlmself and of human

-

growth and deVelopment. T . '<\\
Cleanly, the deflnltlons have varied con81derably. In adéition,
e C ’the»terms coqgfehanalve,and holistic 'hgve not oeen\used interchangeably.
In é;neral, writers who referred to such mattefs as thg taam approach
or continuity qaed#;oe tarm compfehensiva caﬁe,'whereaa‘uriters who .
. . ’ .

talked about the doctor-patient relationehip tended to use the term

holistic care. In this 1ight, the measure being reported in this

a
-
a

>

A - .
thesis ought to be called holistic care because it deals with the doctor-

patient relationship. °

T _ - ‘ gt A
o B. Theonetical ,am_k_j (}oncwv'.m_(Pwtéewtvpdné. ) |

I propose to amalgamate several, aspects of patient-care in this
seétion. ‘First, I will, present an overview of the developmqnt of the
idea of the whole person, a belng whose mind and body are not separate |

and dlgtznot but, rather, interacting parts. Second; I will expand the

°




. » : ’ R .: -(
. viey to inglude the physician and will present writings which emphasizé ! '
S e p . o o .
the dynamic interplay between doctors and pat%ents. Third, I will dis-~ o

[

< ]

cuss. works which dbqsider the doctor and the patient within the context N
L ] - . '

of their environment. Finally, I will put forward somé manifestations

in the medical %&terature of a broad view of patient care.
- ' ’

First, then, I will deal with the idea of the whole person and the .

‘status of this idea throughout the history of medicine. The Hippocratic

-

writings mentioneg that diseasesof the mind were natural phenomena, not-

"divine" and therefore outside the realm of ‘human knowledge. Such _

O - 3

" diseases- were observed and. treated . in the same mannér_as.Were diseases

of the body, recognizing the relationship betweéﬁ’fhe mind and the body.

L]

The Hippocratic writings also stressed thé effect of the environment
on the patient. This is most strikingly revealed in the essay "On Airs,

. Waters, and Places". (Hippocrates edited by the Philosophical Library,

¢

1964). As Dubos-(1968) said, "The clinician admires Hippocrates for hg

— . - -

. - e - a—

e peﬁetrating concern with the pdtient as a complex human being inte-
“ ’

grated; in his community." (page 57%. During the ‘course of the centuries

from the time of Hippocrates to the Sc;entific Revplution of the seven-
: . L : o

teenth century,. much of the spirit of Greek thought was lost. The

Scientific Revolution has been describéd as resulting in part from the

L

"sheer intellectualAinageqﬁacy" of "traditional science embalmed in

books" (Hall, 1962, ﬁégé‘asgé. The rebirth of a science of observation

i
4.

was enhaqgéd»by Kepler, Galileo, Vesalius, Desgarteg} Bacon, Harvey qnd

’ 3

'many others. The impact of the Scienfific Revqlutibn'can be ‘noticed in

preSeht-da; scientific research in {erms_pf methods and also-philosophy.
" , . s . . ‘ & -
It was largely the influence of the essentially mechanistic philoso-
_phy of Descartes that bequeathed to medigal science the difficult 'problem

Fé .
. . [ ]
.
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. of the relationship between the human spirit and the human body. Since.;

the time of Descartes, many have betome disenchanted with the mpqhanis-
-

tic approach as the only approaéh to human problems and have reintroduced

an awareness,of thé interplay of the mind and the_bdggga holistic view

¥

of man.

Some, interested in psychology (Pavlov and Freud) and in physio-
, 5 ;

logy (Claude Bernard, W.B. Cannon), found that the study od‘;eople and
disease must acknowledge the mind-body complex. Ciinicians and reseg;ch;

ers have found the concept of the whole man appeallng bui, still working

4~w1th—the—res%raiats—e£—peductgonlst_thlnklng4ﬁ;_Ayghave found this

¢
2 "10

v

Y

holistic approach difficult to implement or assess (DubosY} 968). Con-

cepfs deéling with the behaviour of patients have attemptéd‘to bridge

"the gap, between the mind and the body. Some examples are: 'the special
oA

position of the sick" (Sigerist, 1gsoy,\ggflfi9k role (Parsons, 1951),

"4llness behaviour fMechanic, 1962) and the morbid episode (Kosa and

- . . - (‘ - . "
Robertson, 1969). S ) “

Discussions of patient-care have often considered not qnly the

A ) ) -

patient as a.person but also the social system of the physician and

the patient. In other words, the patiefit has not been visualized in

isolation but es’part of a dynamic interchange. Freud (1912) - recogni-

zed this interplay and called one aspect of it transference.: Henderson

£

(1935) highlighted three aspects of the social system of the doctor and

the patient: the most relevant here was the dynamic nature of the

. system. Szasz and Hollender (1956) elaborated three varlatlons in the

[}

i doctorqgaizent reiathnshlp. They were -activity-passivity, guxdance-
¢« coopera®ida and mutual éarticlpat;on.

edged differences from system to System and from time to time. Other

These three variations acknowl-

I

writers have assumed the dynamic nature of the doctor-patient relation-

4

.




and a compromlse was reached. On the other hand he outllne& the way

doctors responded to patients so as to communicate their own flrm idea

-

ship (King, 1962; Zabarenko et al, 1968; Browne and Freeling; 1967).
- - » .

This idea gggﬂme the central theme in the writings of Michael Balint

(1964). On the one hand he descrlbed the processes by whlch the Egtlent [ -
: :
presented "offers" and continued to do so until «the physxc1an responded

L

» . +

of how.the patient ought to behave, called the "apostolic function" of

the physician. ‘ e

- Awareness of sociocultural influences on both the patient and the doc-

tor can be found in the work.of Henderson (1935).. Bloom (1963) stressed

thatvthe_hynamic interchange begween the physiciap aﬁﬁ the patient ought
[ J . N - < ‘

' not to be visualized a§ occyrring in a vacuum. Each member of the doctor-
Sk ¥ .

v

patierit system was influenced by his cultural ties’and the‘reiationship

-

was affected by its'sociai context. In the literature on utilization of

-~

health servzces the’ zmportance of 'social and cultural factors has been

R —

-~ -

identified (qua and Robertson,.1969; Blum, *1960; Saundens, 1954;

\?_Twaddle, 1969;7Zola, 1966 Koos;.1967; McKinlay, 1972; Andersen, 1968;

Sheps et al., 1964; Suchman, 1966). . In presenting a model for health ser-
< . * . . ’
vices research Starfield (1973) took.account of the following three in-
. ‘ 4 ‘» '

teracting components; medical practice, behaviour of patients and the

social’and physical environment. ot

The most striking effect of the, concepts dlscuSSed above on the . 1

thlnklng of physmc1ans, and partzcularly primary care physicians, has

been the attempt to classify patients using schema other'than the tradl-

xtx.nal d1agnosxs. Thls trend reflected an underlylng change fn,outlook

N

by clinicians. As Blum (1960) explalned "Hedlcal h;storlans have shown

-

that definitions and categories of ilfhess change from century to century




»

and that c;assificatioﬁs depend ﬁpon the philosophy of the era as well
as on the available knowledge about the human body".(ﬁage 1). Feinstein
(1967)-criticized the comventional classification of disease because it |

dealt with "morphologic form but not clinicai funcfion,....disease but

not people,... cllnlcal inference but Tiot clxnléﬁi“éﬁg‘Fvatians

L'

(pages~72 <73). 1In addition, as Magraw (1958) notlced the traditional

d{agnosis agnored the soc;al and psycholog;cal aspects of the doctor-

-

patient ené¢ounter.

~ Several attempts»have‘been made to overcome the limitatiqns of the

-

traditional diagnosis by supplementing it with other information.

-

Steiger and Yates' (1969) proposed a classification of patients' needs.,
The five categories ‘were: trusting relationsﬁip and/or skilled under-

! standing-and/oﬁ?drugs and/or technologies and/or a éuide to help him
: . I 4 N
" through the system. - - -

Bre——— -

Y

Balint (1964) emphasized the need for a deeper diaghbsis which would
pfeveﬁt the physician from orienting the patient around a now defined or

"ovganizéa" illness. Browne and Freeling (1967)_fe1t that for patients

, . 7 *
with emotional problems, such an "organized" illness could.be much more

difficult to heal than the origiﬁal anxiety state. In the same vein;
% ' ) ‘
Shocket and Lisansky (1969) suggested that in addition to the tradi-

tional diagnosis, a personality diagnosis be made. These two important
}apts of the imedical history, taken together, were called the comprehen-

sive diagnosis. By considering both, the physician could better employ
. : . s .o .
comprehensive therapy. ‘ ‘ ,

Both Magraw (1958) and Greco (1966) éncouragedfphysicians to infer-'

pret the patzent 8 presentlng complaint in terms of what actually made

the patlent come at this time. Browne and Freeling (1967) noticed that
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¢ L ’
. l -
,-'g_{_' > - v Y -
. _ . . o
*the symptom "serves'ai!ﬁ.passport to the doctor .for complaints-which the
' » 4 . hd -

patient finds difficulty in introducing” (page 4).
HcWhinnéy's (1972) three-tiered system for classifying patients,
consisted of the traditional diagnosis,]patiept behaviour and péycho- ,

-
social problems. He underlined the importance of a vocabulary which.

»

N

-

< v * .
forced clinicians to think about the important behavioural and social as-

pects of illness;

The challenge remggns, to measure the various cdmﬁonents of the

systém in such a way as to provide meaningful insights for the clinician

who works in terms of tﬁb whole patient.

-~

2:1.2. Evaluative Studies of the Process of Care

In this review I will give special emphasis to two aspects of eval-

uative studies. The Firsg aspéct concerns the kind of standard used to

“
s

_assess the adéquacy of a physician's performance. The second aspect con-~

cerns the source of the data.

The terms commonly used to describe methods of evaluation are:

1. Implicff criterie. _Thése refer to judgements made by a clinician on
the basis of his own standards. His standards are not made explicit.

2. Explicit éf{teria.' Here, comparlsons ‘are. mado-between actual per-

formance and a seffgf specific expectations usual%y devised by a commit-

@

tee of ciiniecians. Thésg two criteria for evaluating care are.called

-

. B - \". - i
normative standards because ‘they represent a comparison with an ideal,

;hether that ideal is mfide explicit or not. _Efforts have beén made to

move away- from purel& normative methods of evaluation.

3~ ﬁmpiraea1_staaéarésT—kza—this‘easeT—pepiormanee~4s~3udged—agaias

performance of peer's and can ae .classed as average, g.bovb or below
: : ’

Y

?. ' - ' .
()




. ’ . .
average. Co - . .
A The notion that normative and eﬁpiricalfsténdarQSlare‘mutuélly eiclu—‘{
. . _\, .
sive is fallacious. In order for empitrical data to be used in evalua-

s

tions, judgements must be made’ concerning the cut-off-point for good and

r

bad care. In my view, empirical standards.and axpliclt standards are

rather..similar in that both separéte the Pprocess-of fhgring data from

- - <
-

that of making the judgements.

Frequently, the criteria for evaluating care are supplemented by in-

—

formation provided by the patient. The use of data from the patient does .

not exclude the necessity that judgements be pade in determining what
. ‘
+ physician-responses are mandatory given certain patient-needs. Usinhg
! , e hprii
- 3@

information from the patient assures that the evaluation ddes not con-

‘sider the doctor's actions dm-Jsolation. T
-
. Three common sources.of;data, aside from information from the
. . . .
- patient are: *
. h .

, T LT . :
1. direct ebservation of thé physician as he practices, . ,'

. the medical records kept by the physician, -~ . ) -
a .« - A N . ’

)

-
>

2,
:31 special guestionnaires for the physician to complete.
;l . . ‘-" . ‘. v Lo ‘ 4

RBelow is a list:of evaluations of patient care, . The author, the

kind of standard and the source of data areshown.’ A discussion of the

.
relative meritsof the kinds of standards follows theé list.
- R « - i . - ' - <
’ . P -‘ ' A
AutBoys . Kind of Standard ) Source 'of Data
[ . » . . @ L4
Hadfield (1953) . Normative standard. Direct_obserfgtion
S - Implicit criteria a ‘ «
. Peterson et, al. ' -Normative standard. Direct observation
(¥956) Implicit criteria with . o

" guidelines



Authors

: Daily and Morefiead

" Kind of Standard

‘-~Normative standard.

Implicit criteria with

guidelines ‘*w\

qumafive standard.

’ - ‘.'5 1'5
, . .
Source of Data
Direct observation
and interview with

the physician

Medical records

’ (1956) -
Morehead (1967)
. _Clute (1963)
’ .09
-

. *Jungfer and Last
® (1964)

* . . .
Imnlhn'lt crniteria
N PG e L0da

Normative standard.
Implicit criteria with
guidelines of Peterson
et al.

Normative standarg. -
Implicit criteria with
guidelines of Peterson

Direct observation

Direct observation

Zabarenko et él.
. (1968}

quok and Appel
© €1973)

»

»
) e
-

Lee and Jones
(1933) | .

LeMbcke (1956)

{Payne (1967)
©
X
Falk et al.(1967)
Ke er and Kalk
(1973a & 1973b)

*
$ibly et al. (1973)

Hlf

Normative standard.

J(/ ‘Implicit criteria

" Normatj standard.
Implicit criteria and
explicit criteria .

- ]

Normative standard.
Explicit criteria
?

Normative<§tand§rd.
- Explicit criteria

Normative standard.
Explicit criteria

L4 v

Normative standard.
Explicit criteria

" Normative standard.
Explicit criteria

Normative standard.
Explicit eriteria -

Direct observation

-

Abstract from medical
record. -Criteria .,
derived from ¢clin-
cians who wer
teachers and { .
. . &
specialists

Criteria derived

from medical records
and opinions of
physicians

Criteria derived from
textbooks. .Data from
medical records
Criteria derived from
medical staff of
hospital

; Criteria derived from
57 elinicians
Data from medical
records '

J

Data from medical

-

<, -

. o
e s _//

W'"fﬁﬁbfﬁsbe“"mf”?‘“‘“4“~m4”



e : - | -
Authors - Kind of Standard t . Source of Data ’
Hulka & Cassel (1973) Normative Standard. Data ‘from medica .
Burdette et al.(1974) Explicit criteria records and ques -
! . naires
Sanazaro § Empirical Reports from partici-

Williamson (1970) pating physicians

Scott et al. (1960) Empirical : Records kept by
. . * . * physician
'+ Johnson (1973) Empirical . Records kept by
) physician
Starfield E+Scheff Empirical 'Medical records
(1972) - -
. : - -~
’ Professional Activity Empirical c Hosp}tal records \

‘Study, Myers (1957)

o

o~
-

'Zabafenko et al.(1968) chose direct observation because it allowed

data to be collected at the source and not several stéps removed as are

7

medical records apd questionnaires. However they recognized that peer

-
-

feiiew by implicitecriteria was susceptibla to strong personal'biéﬁ’on
<t , ) ' s

the part of the observers.

‘Peiligrino (igéu) has pointed out the shortcomings of normative
,‘stanéards with.implicit criteria. He stated; "ihe moment one attempts
to define quality, it turns out to be one's owriﬂer.'so—nal brand of prac-

tice. What studies of quality usually find out is whether or not the

inyesgigator'slgotion of qualit& is being practiced. This may not be

significant. A definition of quality is required which has some objec-
" © tive validity" (page 421). ' ' , .
- A ) - ' ! ' . ’
, Brook and Appel (1973) found that neither implicit nor expligit

judgements of written resumés gf fpisodes of medical care correlated d

sighifiaéﬁfly Qitﬁ‘dﬁicsﬁé'ﬁéééufeé. They concluded that . "
H * 1]

for implicit criteria, judges were using conventional wisdom in their

LY

P

=]

o~
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assessment rather than a knowledge of the critical processes which im-
prove a patient's hea“h. They also found, that this approach was reli-

able only when a group of, cases was used, not just a single case. They
A 4 /‘ 5
advised, therefore, that large numbers’of pat1ent£ from each. physician

~ _ _ SN

were necessary for thlS method to be useful.

o

Brook and Appel (1973) compared implicit and explicigegriterie;and

. Ld
- found that the explicit criteria contained the more severe judgements:

1. for explicit criteria, 2% of 296 cases showed acceptable quality

of care, -
: - -
2. for implicit'criteria, 23% had acceptable care.

Brook ‘and Appel wondered whether the excessively high standards outlined

' ¥ .
hes -

. by the explicit criteria‘reflected judgements of physicians who were . -
teachers and specialists as opposed to non-academic physicians. They
quoted an unquliéhed study by Payne and Lyons which found an equally

low frequency of acceptable care using criteria set up by noh-academics.

It would appear therefore that eiplicit standards, those being met ‘in

’

only 2% of cases, have provided an unrealistic and impractical goai'for
- ‘ o F

o

physicians. . ,
. .
The empirical standards have "...realism and credibility. ' Actual

¥

. bractice is evidence #tha? a given standard of care is not a visionary

goal but a concrete reality that can be attained.” (Donabedian, 1969

-

bage 65). As several writers have reallzed, purely emplrlcal stgrdards ,
\ -

do not exist. Normative judgements affect the kind'of data collected

: : ,

even if Such judgements Were not the standard. ot 2

> s

The ma]or limitation of emplrlcal standards, as Donabedlan (1969)

— — -

saw it, was that "qverage" practlce could not necessarlly be cob31dered

as the goal for physicians. The real value of empirical standards,

3




e ) = -
4 .

. :
" perhaps, has been revealed in the sp1r1t of cllnlcal audxtlng. As,
o -
N Cromble (1971) explalned' the data from several practlces in conjucvmon

. thh group discussions by the physicians fostepe%ithe dev lopment of

- ‘ .
e . .

‘realisticg jndgements. 2 ) N

" ‘ 3

:. 1 : 4_;».4%,&, O S A
- Often, crlterla Epr evaluatlng patlent care 1ncludea ‘an aggessment -

. .

. of the phy31clan s activities in relation to predetermlned needs or ek-
. - . P) - ' . o !

pectatidns of patientg. For this technique to be acéeptablg,lt%enpa-

tient's expressibn of his needs must be conéidered;Valid. This method .

reflects, perhaps, a growing concern for the patient's point-of-view.

Steiger and Yates (1969) devised a classification of'patitnts“ﬁnéeds;
" <, 0 N '

( .
Gonnella et al. (1970) founded their assessment of the quality of care

<

s on baseline data obtald“ﬁ by a questlonnalre hlsto%y from the patient.

They found that for '68 out of 133 patients, the hlstorles reconﬁed in

the medical record were complete as judged by a history éaken by ques-

tionnaire from the patient. Korsch et al. (1968), who wereapartxcularly\
: v ) ) ' R :

interested in the <interpersonal aSpec%s of care, used the patients' ex-

pectations. as the foundation for evaluating phyéicians'AperforMéncef
. ° L .
The isiue of how best to assess the process of patient care has not

* been solved nor is it likely to be solved in the near future.. Bach

method has been“shown to have advgntages ana disadvantages. All the -

methods described above have been productiQe because” the studies which

o ° ’ N 2

i\used them have shed some light on a facet of the complex health care

system.

2.2. Outcomes . . . "
7A7 a‘k,, L TTe————— , R - . . s . b -
2.2.1. Definitions aBQ Coneqpts ‘ - Lo

* In his paper ‘called "Evolution of the Medical Audit', Lembcke (1967)
. . i N /

¥ ' - .
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fication of medical cafe. They ﬁsed‘yhe critical incident techmnique

19

o
- L]
!
“,

outlined ;vaiuations of‘hospital qére in this century. He étaté¢ that
[ o -

- L

between 1915 and the 1950's most of the effort was in.the area of

‘ [d
standardization. Hospitals were expgcted t6 meet certain specific

-

. . o . . B B — .
standards in many areas from food services to staffing. Around 1915 and ‘
' ) . Y s . ' S -
since 1950 more emphasis w3gs placed on the '"end-result" system of audit-
) - -~ . .-
© ing. The pioneer of such efforts-was Codman (1914) who felt that, like %the

L ]
-

manufacturing indus®ry, hospitais ougﬁt to assess the guiality of thei
- T‘

" output. To his mind\the best’ indicatbr was whether the patient benefited -

. o .
or not. He carried ouE‘several studies at his institition (Codman, 191u4;

e e —— -

répofted in Lembcke, 1967).. Theﬂwoq;h~of such studies was not Fecogniied

#

at that, time., In the 1950's interest in end-results reappeared.
- \ * . i -

Recent writers l-kcggdefined the outcomes of medical care in various™
5 - / ' ' & F c - -

1 H A

' {
.“ways. Shapiro (1967) said "the term 'end result' refers to some measur-

N\
. : 2 « :
able aspect of health status which is influenced by a particular element

”

or array of tﬁese eiemenys of medical care' *(page 128): Ponabedian
,(1969) referred fo‘thg‘assessmentfof outcomés as '""the evalué%ion of end
results 'in terms oé,health qndqsatisféction"v(page 3). EiinSOn (lgés)
eﬁﬁmebated five kinds of enﬁLresult measures; déath, diseaéé, disgﬁility,
di;comfort and digéatisfacfiéﬁ., William$on addeé:a sixth 2?", social dié—
ruption (;tport;d in Sanagzaro and Hilliams:n,ﬂlgﬁa). Saéazaro and

Williamson (1968) seE‘?uf to provide a systematic comprehensive classi-

.

. which demanded that’ a" lafge gﬁoup“of,phisiciansﬁprovidé'six written des-

c?iptions of episodes of pAtient care. Three were of "effective' pep-

4

*

“formance and three of "ineffective' performance; the éffectiveness was .

g -

‘////f;;dged by the reporting physicigﬁ.‘ The 6276 end-results reported by the

3 .

physipiané wefe'grouped into twelve categories.

L1 A SO e -




A) Six wsre patiént endxresultS‘;}ongevity, physxcal ahnormalltles\‘)

- psycholog1ca1 abnormalities; physical symptoms, psycholbg1¢al symptoms,

©

function. . : ) : L

- .
N

ac °

B) Six were process oltcomes; atititudes tovard physician and care,

attitude toward and understandingj of condition, compliance, incurring

¢ .
- - » - -

or avoiding unnecessary risks in medical care, hospitalization, cost.
. s ( ©

It has been recognised that,khe terms "outgome" ér "end-resujt" may

.

» -

refer to one of several variablfs., The followihg eXagples show that the

nature of the appropriate measure of the end-result dep a large

A

extent on the aim of ‘the research in question.

-

1. Gordis and Markowitz (1971) used these outcome § prehen-

sive caré: completeness of immunizatipn, ufilifatfon of medical re-
“ .o L

'

sources“, morbidity, mortality.

2. The same researchers evaluated the continuit‘yﬂrf care in terms of
compliance on the part of the patients to npé%criptions of penieillin

(Gordls and Markow1tz 1971) - .

-

3. Starfleld and Scheff (1972) assessed 1nd1cators of the. process of
care in terms of the level of haemoglobln of the patients.

5o . . ,
4, Kaplan et.al.(1972} evalpated'the impag¢t of comprehensive car'e on,
‘ 3 . ‘t
school attendance of the child\{itients. - SN :
5. Fink et al.(1969) used several ‘measures of outcome to assess the cdre
N hY .

which included & management specialist. The oytcome was completeness in

-

implementing the management plan as reflected in scores on medication,

///;;;;edures, appointmants,.understagdingg ccmpiiéncs,.add tqtal'effec?ive-

N r W,

ness. ’ : - > e ., B

‘ . . . - hd , ;
. These five studies illustrate the wide range of outcome measures be=w; o

ing used, Con51derable confusion has resulted from the fact that, 1n .




- e
. . - *

some qases, end-results were indirectly measured usingrvariables of the

-

process of care (e.g. completeness of immunization,'scores on medication).

° ) N R

4 In cases like- these, the terﬁé process aﬂ&’outcome become 1nterchange-

able. Donabedlan (1969) attempted to sort ‘out the confu31on. He drew a

- parallel between the study of organizatigns. and/the study of the health
T L%
The study of organ;gatlons viewed the whole range~of act1v1t1es
N o
as steps, with each activity asfan putcome for the pﬁeceding: one and a
. A " R

- .

system.

'grecufsor to the one”that followed. In this context,'the rigid division

. : a N

of the terms process of care and outcome of care became artificial and

- -
-

“meaningless. . -
Two end-results of particular relevance to this report are health
status and patient's satisfaction. |

N

e -

Measures of Health Status SN .
~ / . . .‘é,
. The concept of health and its operational deflnltlons have b

-

2'?.‘2.

Py . o

elu-

sive,

The World Health Organization defined health as Y state of com-

plete .physical, mental and social well;qeing and hot merely the absence -

) L4 . L - ‘
f disease or. infirmity" (WHO, 1958 page 459). The-criteria for well- .
: ’ N . .
. being have Been just as difficult to défine as the criteria for health

Ld - > . '

hed .-

-(Silver, -1963).

-used.
1.
20,

of

~

Clinical qr -%hysiological evidence, .

toms or o inions of health sfatus.
§ymp P :

. -y

v L

P

There have been several klnds of ev1dence of health

- . .

L T4

-
-

Subjective evidenee of the pe}ient'e feeling of discomfort, report

- s 4

-

. 3.

whether it was physical, psychologlcal or socxal.

The, behav1oural evidence. of healtb status,‘the attrlbute of function

[ Y

’

_“1...__¥ R

Health status based on ciinlcal ev1dence has been concelved 1n




-

.
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o

~

4

terms of the medical condition of the patients usually ascertained by an
examination by a physicién. Querido (1963) reported the use of .a medi-

cal examination by an outside physician as d means of evaluating the

- .

work of general\prac¥itioners. A physician evaluated patients' physical

condition as a measure of the effectiveness of the Family Health Main-

tenance Demonstration (Silver, 1963). Kelman et aft(lgﬁa)‘used medical .

v .

récords to obtain information o health status of hospitalized patiénts.

, or chrbnicity of péthblqu,.leVel of é"iscom?ort and degree Sf life
. 4 , ®= '

. x - ¢ 4 N . . .
.fhreat.' Sullivan (1966) underlined the point that for clinicallevidence

. . . , LS .
They described as components of health status these aspects: acuteness .
. . S . ) . . 1

- r

% : L
to be valid it must come from a physac1an s examlnatloqfhs was done in® - 0

- IO

%ﬁé studles reported xmmediately above.‘ Such examlnatlons are expéh31ve ‘ yjh

‘,- B . -
1‘-"

whlle 1ntérv1éws er Qﬁestlonnaires wlth the patient would bé less expen~

4

‘valid. ) .

,11912J,usedua,mea$urewofflsuol~o£*éymp%em67~ia—aﬁdi%ion*{brfunqtibnai ‘‘‘‘

dual symptoms.have'beeh used for subjective assessments. The opinion

3

o
sive.  However, cl;nlcal evxdence from patients was not con31dered
: . ) - . - . L.

s T

Cf
Sub]ectzve assessments by patients of “the level, of their dlscomfort
L 't )
or symptoms. have also;been‘used as outcome meéasures. Hulka and Cassel -

-

capacity and medical status, as an outcome. "Rating scales for indivi- *

-
., -

of the'patient as to his feeling "better" or "worse" has also been used.

Evidence from patients has been a less expensive measure of health sta-,

. . C. e

tus thaif the eiinical evidence and therefore has advantages‘for large~-

"™ geaie-surveys and large evaluative.projects. "However, the knowledge U

{ [ ]

" that dlscomfort has been 81f£enent1ally perceived by different groups

va

of people (Zborowski, 19555 2ola, 1966),. led to the,suspicion)tha{<sub- R

jective assessmefits were affected by chdracteristics which were .
(] ' . 1 G,



+

~

- ) ’ ‘ 4 i . ’ . *
_extraneous ‘artd jgrrelevant to an objective measure of health status R
" (Sullivan, 1966). ¥ °

‘
- o

Much of the recent-actiilty in developing measures-of health status’

N . ! - . N
has been focused on behavioural evidence or the level of & patient's

- M . l

. function i.e. stayed in bed or not. The emphasis in these assessments .
has been on the social dimensions of morbidity. The development of
assessments of health status based'dh measures. of disability came in the

illness and health surveys; from the one in Haggrstown Maryland in the

’
»

- 1920's through the Health Survey of 1935-36 and the Canadian Sicknéss
Survey of 3851 to several in recent years ‘NCHS Series 1, "1964). Recent
developments in measures of disabxlxty include the Natlonal Center for

Health,Statlstlcs questlonswhlch have been adhinistered duﬂnng the *

household interviews of'fheiﬂatlonal Health Survey. These quest;ons

. concern‘E days of bed disability, restricted activity and time lost from

- . s e . N

" work or.school (NCHS Series 1, 1964, NCHS Series 10, 1965).

.

The Activities.of D&ily Living (ADL) developed by Katz et al,(1963)

reflected the aspect of function such as bathing, dresgiﬁg, going to the

-

_-d..w-.tallet,__transfen,_cnnnnencggand igedmg. The ADL was devised as a mea- )

9 -
-

sure of function of elderly and chrqnlcally ill_persons. It has there-

~ fore been useful in assessments of home-care and rehabilitation programs
.- .. ‘ A , . ‘ : .

L (Katz et al., 1970). .

I} -

]

.o The Indices of Soc1al Emotional and Physical Functlonvdeveloped by
Sackett et al.&197u) consxsted of .scores from znterview responses. '
R S — ﬂ)gse—measui‘%re devi-se&aad tested for reliabilit vith a view to

N
>

thelr use as outhne measures. They have been used in an assesSment -of

¢

. nurse_g%gctltioners, Mnown as the Burllngton trxal (Sackett et alL,

—— [

?

,197M)2

e
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7 ! ¢ -

Fanshel and ﬁush (1970) and'Patrick, Bush and Chen (1973) -combined ’

the concept of function with the concept of prognosis (or expected
L -\ .

transition to other levels of function) in their definition of "severity".

«

"Their research focused on devising a classification of function which

-~

. ) . e & - R °
, took account of the social values of the categories. They devised ‘t:h::'ee‘_iuD

scales: 1) Physical . Activity, 2) Mobility, -3) Soeial Activity. Working -

out all possible combinations.of the three:scales, while omitting“very
A U
rare cat%gorles they were left wlth 29 levels of functlon. Tﬁey‘used

psycﬁzlog;cal scaling techniques to ascertaln which func;xgnal states

were better or worse thar other states.’ The results of their work sup-

“ .

ported thihconcept of functlon as a continuum of well-being with per-

. ceptible levels. The authors’ explalned the usefulness of the knowledge

v

L}
»

. .
about the relative levels ‘of function. . . N

. s b3

The measures of functional sj;@ﬁg or hisability avoided’ the d}ffie
P - s

culties of the blinical evidence. ! Cast, which has been the drawback of

clinical evidence, has been relatlvely low for measures of functlonal

-

status becausé questlonnalre technlques have been possible. Measures of

.. ’ d -

functional status have differed ‘from subjective assessments ih that they

,__N,_

av01ded amblgulty by. focuszng on an obgectlve event (e. g, ,mlsslng work, //;//

dre551ng). Both measures of functional status and suEgectlve asse§s~ _
- N

ments have been suspected of belng influenced by ch&racterlstlcs ef,fﬁ;

-

" of the family or boss). In° Sullzvan s (1966} view, the‘i ﬁence OEW

’ tlonal measure but was an artlfact_ln the subjectxve asédsé:

= \_J\

./
the characteristics of.xheereSpnndenisAnas_an_zn:egraf 7;?

A\

iu ) 2
gg_f).m { L
e it 12

méy be that for measures of functxd%al status, the behavxour wds in-

- e Y

fluenced by the patient's characteristics_but at the same time, the
N ' / " . .

.
. ]

F
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. :
behaviour® was accurately measured. However, the same is true of sub- ‘
jective assessments. ‘*Both'€unctional status and subjective assessments
C .
represefit an dspect of outcome different from the clinical evidence; - o
the patient's point of view., - ’
- ’ . GI’

e e

2.2.3. Measures of Satisfaction B
» . » f ’ » ‘
With the increasing interest by.mgdigal associations and government
' : ]

.

bodies intpublic opinion concerning the medical profession (Pickering,

1973), the measurement of patient-satisfactidn has become more common, « -

, @

The problem has been to find a measure of satisfaction which is relevant

-
-

and discriminating. Simply to ask the question of the paxient-respondent

o /

"Are you satisfied?" has ccns1stently.resulted in almost' everyqne reply—‘ .

-

ing "Yes" (Pickering, 1973 Enterlxne“et al., 1973; Freldson,‘lgsl)u

<

A second concern with measures of satlsfac;}on has been Yhether it - . .

. . ) . -~ ,
was more appropriate to ask questions about doctors in general (indirect)

- s

or about thetrespondent s own doctor (direct) (J. Roy.Coll Gen. Pract.

Edltorxal 1972, N E.J.M, Edltorlal 1973). The bate 19 thg‘fleld of

psychology concerning direqt»or indirect attitude ests,hag led to no

-
firm conclusion as to which have been more valid (

The direct question "How satisfied are you?" had been used with
graded responsés on scales of up to ten’points. These scales ﬁerg_ysed-

in attempts to’ihérease the discriminating power of the measuré (Freidson,

.1961;_-Rpse95,,latt and Mayer, 1972; Pickering, 1973; LeRiche et al, 1971; )

De Castro and Amin, 1970). Another direct épproach was to ask a ques-

tlon about the qnallty of care ‘e.g. "good, average, poor%“, "like very

.....

" much, a llttle, not at all" (Enterline et al., 1973 Cahal 1962 F1sher,

- oy

[ %



1971; Bashchur et al., 1967). - Other studies used questions about speci-

fic aspects of-the care such as waiting time, the doctor's willingness

to explain the lllness and his frlendllness (Fre;dsdn 1961; Flsher,

’

1971; Korsch et al., 1968 Alpert et al., 1970; #artwrlght 1967)
? .
Another means of increasing the dlSClelna 1ng power of a measure
(besidés increasing the number of possibie.- sponses from two to ten), .

/has been to summate responses to'multiple items .in order to arrive at’

an overall score (Apostle and Oder, 1967; Hulka et 51.5 1970, Zyzapski

et al., 1974). The method developed by Hulka et al., (1970) made use

2

not q?ly of many. items contribdting to an overall scors; but also of

the Thurstone Method‘of ¢heosing and- weighting the items (Thurstone,

)

types: 1. those regarding the professionai-competence of physicians,

2. their pefsonal qualities and 3. the cost/conveniencé‘of the care.

The religbility of the questionnairethés been tested (Zyzanski et al., -

1974). Suppoz} was found for its discriminatiné power and construct

.

validity (Hulka et al., 1971). This questionnaire approach to the mea-
sure ofvsatisfsgtion was'neither.direqt nor indirecskbut a combination
of these two.. While esch item referred to doctors in'gé;srai the in-
strustlons to the respondent directed hégrto answer on the basis on his
owrr personal experiences. As Hulka et al. (1971) stated "the data ...
probably represent an intermedlate between the general' (1nd1rect) and

the 'personal’ (direét)‘response pattern" (page 671, brackefed terhs

are my own). -

-
& .

Several studies contained both direct and indirect assessments of

. Egprinted in 1870). Hulka's questionnaire contained statements of thnee

sa11sfqct1on,_ﬁAllmhad_ﬁlaus—whsehnmadesfapnFGOEe;us&ensnimpesstb%e

1. Cahal (1962) used different soupces of data for the direct and

<



~——_and indirect assessments.

4

-

indirect assessment$ of satisfaction.

27

- ',

2.  Apostle and Oder (1967) asked their respondents different quéétions

for thelr direct and indirect assessments. . .

]

3. Fisher €1971) used questions with different wording €or his direct '

¢

- -
e .

@

'

: L1
The results of these studies are shown in the_chart below.

>

-

1. cahal (1962)

L]

2. Apostle and Oder
(1967)

3, Fisher (1971)

.

4

-

.8a)

OPINION OF OWN
DOCTOR<
DIRECT

Favourable opinion.

" . Data from a survey of

patients.

62.5% positive opin-
ion.” Data from a
survey of a sample
of households. -
 Questions included:
How long does
the physician keep
you waiting?. .

b) In general do
you feel he spends
enough time with
you?

OPINION OF DOCTOR

IN GENERAL:
INDIRECT

Unfavourable opinion.
Data from newspapers
and other media re-
ports.

55% positive opinion
Data. from same sur-
vey. Questions in-
cluded: -
a) Doctors, 1like a !
lot of other people,

are often selfish and -

interested*in their*
own financial gain..
b) When doctors are
with patients they

~seem better than ..

they really are.

. See Appendix I for more details.

Q1.
‘ 74% positive
‘opinion

Completeness of physician's explanation.

48% positive,
opinion

Q2. Ease of communication between patients

and physicians.
' 85% positive
opinion

“"
82% positive
opinion

FromM this chaft, there is little evidence to support the contention

that general (indirect) andmpgpsonalvﬁgigggf) response patterns differed

ﬁarkedly. .

[

4
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Germane to this discussion is the relative s?’nsitivity of .direct
; - -
and 1nd1rect measures of satisfaction as outcomes in assessments of

health care. A §;ud§ by Alpert et .(1972) randomly allpqated 750 low- °

@

income families into <ghree gfoups 1) experimental group which received

family-focused pediatfic.cgre, 2) attention control group; 3) non-
- ' . : . .
- attention control group. The patients' attitudes towards physicians‘in

LIEd \

general (indirect) showed no difference among the three groups at the

beginning of the three, year period of the study and no change during the

period. The patlents’ satisfaction with their present care (dlrect) was

:

a;sessed at the end of the three year period. Significant differences

were found among the three groups on several ntems.‘ lefenences showed

..

~a

the experimental group wlth the highest percentage of satisfied patlents.

. 'I‘he emphasis placed on the concept and definitjpn of the end-results /
of care by many writers has been éomplemenfed‘by d€n§iderab1e activity in
- the development and use of indices of health status and measures of sat-

.

. isfaction as criteria for the a§sessmentAof medical care.

Ty . ' R » N

¥
»
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Chapter Three . .

DEVELOPMENT OF THE METHOD OF IDENTIFYING THE HOLISTIC APPROACH

»
[ . - . -

3.1._ Steps in Achieving an “Operational Definition of the Holistic

A%)

o

[ 1

Approach ‘ .
“ ) . ) . -
. For the purposes of this research,holistic care was defined as care

- ) [

which took account of the patient's physical, psychological and social

«‘4\\.3

problems. In other words, the physician viewed the patient's mind,
»

and environment as integral parts of his being and all these parts wepre

taken into account in the physician's data-gathering and management.

Several different definitions of holistic carefiave been suggesfted

by other writers and have been reviewed in Sectifn 2.1.1.A.. Because
N ' 4 o ‘
there were a variety of definitions in the literfature,it became most

important that the meaning of the term holist)¥ care, in the context of

*

this research, be made clear. y

Recent writers have expressed the need fgf evaluation of the social

and psychological aspects of care to complement thK evaluations which

focused on the physical and technical aspects (Bar o, 1973; Pelligrino,

" 1964; Wolfe and Badgley, 1972). While I agree with this point of view,

I am convinced’that a truly holistic approach toc patient care would be
feflected/ip the physical ;é well as the socig} and psychological as-
pects of care.

- ® - . a

Consideration was given in this research to the patient's discom-

fort WOrTy, dlsturbance in daily 11v1ng due to the compla1nt, and

social problems. These aspects of a patlent s visit to the phy31cxan .

were considered 1mportant as a result of previous research by myself

using Mcﬁhinney's Classification of Patient Behaviour (McWhinney, 1972).

Tt 29 .
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A summary of that research and its results is contained in Appendix II.

The Classification of Patiemt Behaviour, in that research, éalled upon
the physician to categorize a patient at §ny oﬁe visit using all his
knowledge of the patient's concerns (physical, psycbological and social).
In the research being reported herein, specific knowledge by the physi-
cian was compared with information from the patient. However, thevim—

portant dimensions - discomfort, worry, disturbance of daily living and

- FY i \ . r
social problems - derived from the earlier work. —

’ ,;
¥ s N M .
Two sources of data regarding holistic care were used in the re-

search. The first was the data-gathering stage of care by the physi~

cian and the second was the stage of management. d
(1) Data gathering:
It was decided that the stage of data gathering by the physician

A

would be assessed on the basis of his knowledge of the patient's com-
”~ oo
plaints not on how he gathered the information.. The alternative, an

evaluation of the physician's:interviewing technique, while recognized

as very important, was not central to the_research for this reason:

4

the interview with the patient was oniy one of several possible methods

~of the physician obtaining information, others being phone calls or

talks with relatives. The physician's knowledge of the patient was

considered indicative of his interest in.aﬁﬁ skill inseliciting the

patient's concerns. The importance'of the knowledge and understanding
on the. part of the physician of the patient's presenting éomplaint hés
been pointed out by Magraw (1958). He gieggd the batient's complaint
as a variable of prime importance and said éﬁgt it réfresented a con-
fluence of the psychological, social apd physical factors. A number of
othen write?s igreed with Magraw. They recogni;ed that the dctivities’

’

¢
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- . v " ’
of data gathering ought to lead not merely to the cqpventional diagho-

0 [N v

sis but to a deep understanding of the patient's problems (Mcﬁhinney,

- 1972; Shocket and Liéansky, 1969; Greco; 1966; Balintérggew; Browne
o

»

' " ¢+ and Freeling, 1967). Other researchers who assessed the knowledge by

~ ) the physician of. the patient's concerns and worries were Korsch et al.
&
(1968) and Hulka et al.(1971).
(2) Management: .

N Py 8 -
The assessment or; measurement of management was difficult within
" -

the concept of holistic care.’ The usual methods of assessing ?aﬁage-
‘ i p 3 ] ’ - ) -
ment were considered inappropriate. For ekample, explicit criteria

° : which set down specific activities which ought. to be performed, have
’ ' - c -, < -

<

been used to evaluate care given patients with a particular disease en-
tity (Falk et al, 1967; Kessner and Kalk, 1973a,-1973b; Sibley et al,

' 1973; Hulka and Cassel, 1973). An approach to evaluation by explicit

criteria for care of patients with multiple and dissimilar problems

. -has not been attempted, to my knowledge. ‘Explicit criteria for tracer
conditions was considered butrejected as an impractical method. It was

not practical because, in the definition of holistic care, patient's

physical, psycholog;éal and social problems were of equal importance

>

- .

. ; N ° . N
. and_would all have had to be identical in any group of patiengs for

PR . whom criteria were to be outlined. In addition to the difficulty of

t .
-«

o

‘ ) - finding patients who had similar, if not identical, ﬁhysical,psychoiogi-
cal and social problems, was the suspiciqm that agreement on the spec}L

fic criteria would have been difficult to attain. Therefor® an aiter-

’ .

native t%,pxplicit criteria was sought. The method which was chosen

was based on the patient's expression of his or her complaints. The

-~ -

assessment of the activities of management took the form of determining
-




£ .
N .

Jnethét_the physicianpoid or did not respend to the complain#s elicit- °

.

ed from' the patient. No effort was made to‘jndge the adequacy of the

response as this would have necessitated explicit criteria. Research- .

#ree”

) f .o U -
ers who have used similar assessments of the a¢tivities of management

(i.e. response or not by’the physician to‘the patient's complaints) in- *

clude Steiger and Yates (1969), Korsch et al.(1968) and Sgarfield and

Scheff (1972).

i . -

The division Qf the measuremént of holistie dare into the two
o * * .
parts, assessment of the physician's knowledge and assessment of ‘the

physician's response, allowed the investigation of any relatlonshlp

N - between the two. Knowledge on the part of the phys;Lclan of the pa-
tient's family, work and other social problems has been emphasized as N
B an important aspeé¢t of family practice,but the extent to which krowl-
— v h e : '

. ' . . . - - . @
edge was translated into action: and "the relative importance of.each to-

the patient- was open to question.

A further featnre of the‘definition of holistic care in this re- -
. ’ 1 T ) o s
search, in addition to the importance of physicaly psycholOgicél and

F - "

soclal factors Qresented by the patlent, was the consxderatlon of the

*
' ,-°

’ ~

impact or 1mp11cat10ns of these facwors on. the dally life of the’ patlent.
.51 used Pearson's (1973) procedure for Operatlonal1zzng a concept. ,c{

. . A4 B - g
The concept of hollstlc care was deflned more and more. spec1f1cally - (:;y/:
unt;l a series of 1nd1cators were ldéntlfleﬂ. These lndloators repre—

r

sented the opepatLOnal deflnltlon of holistic. care. The steps in th;s ) -%b‘

procedure are shownjbelow.‘ f,',f;;* R i?éﬁ'i .. nﬂj
N A,holiStlc approach was defined’ as'one/whére 1he physuczan v1ewed
& E
' ,;;#” the pat;ent s mlnd body and eﬁv1ronment as lntegral parts of his be-"

a ) . .

ing. s wheve all these parts were taken lﬁto'acaount 1n the proccss CLh

e .-
Lo L wt . e BT . - .
o N . e . i . .




e it ettt e e b e B

A holistic approach is one which’
views the patient s presenting
complaint as a mahifestation of
the interacting psycholdglcal,
physiecal and social problems.

.The "whole person"
and not just the physical cem-

of déflnlng the problem and then resolVLng it, : L; T

is looKed at

plaints.

A holistic approach does not re-
strict thi ing_to the physical
implicatiops alone of the pre-
senting ®omplaints but considers
socia? and psychologlcal implica-
tlons too, .

"All the situations which a givén

. condition may:give rise to -are

plaints. considered.

’ ) - 2 :
Physician Physician Physician _ Physician’ Physician
considers consxders considers . considers ' considers
carefully -  the'social, sodlal; - impact of distur-
tQE‘patlent’s_“psvchﬁﬁﬁgieal, ;psyeha&agacal,n condition - bances in

w%ﬁmﬂm‘l '!'Y:"S“P }ieéﬁ}gi : 2 (3t Y B?ingiﬁl%tgl;: Sﬁ?&hﬂ Mﬂ?ans%d?fgygcgii]i-;?llr; "ol o d g,z\,; O T ] da.‘lyﬁg“ily }ﬁwtmf (a3 1727
. problems 1. Aware of ~___management. 1. Aware of __ managé=
Iisted by >oc1ai—prUn=————i7fRaspeﬂée—————é*s%uybaace__,_menr
the patient. tb-SUCiBi__—;__‘Of*dﬁfay*———**“MlrmRQSPODdS~_n«~
2, Knows-the .2, Aware of problems, ’living. * to problems
patient's ’ 2. Responds ) of “daily
concept of. 3. Aware of to worry. . /" living.
his com- discomforts. 3. Responds ’ ‘ :
' to discom- T

'

3.2, Explahatlbn of the Indzcators of qulsgAc Care K

. Makmg the defmltmn more and more Spe/lelC, ‘lsulted 4in ten

LY

characteristics whlch,tif observed, were taken as xndicatiVe of the

holistic approach and ‘contributed toaa holistic scoré. Of these .ten, -

'six reflected ‘the }hysician's knowledge and four concerned ‘the
- h ; : .

4 .

]
[

L e e



‘ phyeic1ahHé activites.
(1) Phyelcian's Knowledge:
The physxcxan s knowleage was assumed to reflect his demeanor,

.. . [
stance and openness with the patlents. A patlen;t was * belletd to 1den-

4

- »
]

Toe

'

t1§§ wlth the physlc1an and to select symptoms whlch he fedt were like-
A hollstic“physician .would |
Vi

’
a

ly to ‘be acceptable to that physician.
therefore e11c1t more soc1al and emot10nal complalnts than a phys;c14n
v ° ., .
The

o

]

f‘,«,
first step in thé phys:c1an.5 attempt to understqnd the patlent s prob-
lem was taken as belng his knowledge of the petlent s complairnts.
’ . .

Awareness, on the part of the physician, of the way the patient
By knowlng the compla1nt and belng aware of

who pald attention only to physxcal complalnts.
Knowledge by the phy3101an"of the potal—number of complaints.
' &

2.
,understood his complaint.
N - o
how the patient v1ewed the complaint the physician would be able to add
A ‘_ﬁ‘.
]
. PUR t..._

= ~furthee lﬁslghtrin—%hemeveeees=e£uéeftﬂ&agw%he1petxeﬁtas-preb%em?ﬂ-ﬁ
e nnmmwux.um:s' AR TR W W;#W’MW RV RN Y RS AT Jytﬂlswy‘v'rﬂmmrﬂrﬁ SRS AL X BB AR b Wu--sm qscw-r;s }!‘\m. TR TEA
ys&clan»who dlq not know how the patient-viewed ;
& f Sal » h '
t +

- ph
N » N . . ) (l . "

. N : . 5’
: This - .

\

patient's understanding.
oy
Awareness by the physician of the patient's social pr#blems.
. 7 ‘
i } al factors

3.

-
-

S > ’
item reflected the physician's awapeness of social and emotiq§
In other words, .this item distinguished ¢
X . '

/
i which, bothered the patient.
those cases where the physician was not aware .of any social problems

3 % Cases

it 4
bothering the patients, from those cases .where he was awares
} .
where the phy31c1an felt a dlsturbanoe existed and where the patlent

L4

the 'structured interview technlque of the researoh pro;ect rather than
» R
, ¢

i .
denied -any social ppoblems were treafed as reflectlng shortcomings in
* &~
shortcomings in the phy31chan s awdrenéss.

. b 3
e
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s worries
) Vi

complaints. The word "worries' implied ratiomal ¢

i, Awaremess by the physician of the patient' :
AN [

ties, concerns and fears. s . )
° i oo e
.' 5. Awareness by the physician of #he patient's perceptions of,

the sub-
. B R . '.._—. - . F] . . -
jéctive sensations of pain.and discomfort relating to each of his com-
y,ﬁ?’ ‘ ’ " o;s.‘- ‘
. plaints. - . -

_@comitant with and/or sequelae of the complaint: »

(2) Physician's Activitifls: . .
‘ The four characteristics whichiwere felt to cover the physician's

——

activities were in the ®ealm of management or problem resolution. They

‘

were spécifie for the four dimgn!ions considered important: the soctal

problems, and the worry, discomforts and problems of daily living caused

2
&

by the ¢omplaint. — * '

a

T F IR N IS AR 't 3

B ST 3 g A ARE ARSI ML s o

el S T P BSTRE I 23
— 8. Response ient’

-

o ) . . - - S
7. Response to the patient's social problems. .=

6. Awareness.by-fhe\physician of the disturbances in daily livingﬁcon-

ePAFTLIONT A oP Ul r Lttt o ool ey

S

[

- g

kl

-

‘ ien iror discomfort.
10. Respdhse to the patiept's disturbance of daily living caused by the
complaint. < B

. -
. - . .o

4
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3.3. Evaluation og_Shg:Ihdidé;pfé of Holistic Care by a Committee of ,f
h ’ V Lo . ' )
" Experts ', .. T L }

- - ' . ) . - v u/\\_\ R
A committee o?\family physicians was set up,”chiired by Dr. Ian
McWhinney., This committee consisted of physicians who were judged to
[ ] - . . .

have glenvconsmderable thought to the concept of holistic care and
. 4 g . 7 “ »

’ who were;, to a iesser‘extent, familiar with the problems and-

) . . N .
| P . ] ) - 2 o
M T - . - .
-
. - -
,
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11m1tatlons of reSearch.

‘their critical opinion of the indicators of holistic care.

ment was sought on two fronts:

-

tors.

score,

<

k|

S

" The purpose of thls committee was to express

Thein juage—

-

1) the dégfee to which the ind%eators

reflected holistic gare as defined and 2) the weightings of the indica-

These weightings would then be used for computing an overall

It was felt that the contribution by this committee to the

develophent gf'the method of identifying holistic care, would lend

support for what Anastasi (1968) called "content validity".

Three men were chosen to sit on the commlttee of experts/égd all

- e e

agreed to Dartlclpate in evaluatlng the indicators of hollstlc care.

There were two steps to thelr contribution: 1T to obtain written comments

¥

"
They were Dr. Irving Vinger, Dr. Paul. Newell and Dr Mlchael Brennan. .

from each member on the proposed indicators,2) to obtain further opin-

ry

ions and ideas conce ning the proposed indicators and to attach weights
s i

£}

" to the indicators at a meeting of the members.

Mana of

he

+
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€ sﬁggeSfionsﬂof the committee have since been incorporated in
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&

eﬁ—comments—were*reiated“tﬁ‘tﬁ“clarxty of. terms

varying degrees in the present report.

-~

Several members called to qqeé-—

tion the meaning-of indicator ‘number two, the physician's awareness of

the patient's concept of the complaint and this issue wag resolved

through more careful “explanation.

Some technical problems were pointed

out, &s well, and these have been corrected.

a

sl

-

"Two major overlapping conceptual issues, ﬁere raised in the written

comments and~alsd at~the meeting,

P

-

~

é

- Loe

The flrst was the comment that:an

important 1tem had been mlssed some 1nd1cat10n of the phys1c1an s

¢

4

.-ability‘to integrate all the‘factors~affecting a patient and respond

to the patient in a way appropriate to this integrated analysis. -

The
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-7 pointwas that holistic care was synergfstic and not merely the sum of

¢

te parts. The second issue raised was that the term holistic .
. .

- L\

4 , care implied more than cqbe which includéd consideration of the social,

e een

psychological and phy51cpl factors even if they were dealt thh in an -‘//
1ntegré¥ed fashion. Thé term holistic 1mp11ed an approach on the part
of the physician which incorporated an understanding of human develqp- TN

ment. -It-implied care which 'viewed the patient not at a, snap-shot

moment in time, the visit to the physician, but rather viewed tLe_pa-
» i

tient's relationship with his past and his future. In addition to °

this question of human development, holistic care implied a set

values as well as behaviours on the part of the physician: this set

would include empathy, awareness of his ‘own person and a neutral, non-

hd ]

judgemental view. These two ideas (integratéd approach and developr

mental approach) were discussed at the meetiné of the'committeeAin order-

to assess ihqﬁposs;blllty of handllqg some of these 1deas 1p the ~-re-.

 Boniitei Z, F oSN ARl AR,

e ———— e - . .

search. «
4

. S Three' other suggostions~uhieh~uepeh5Peughf—ap*af—%he—meetiﬁg—were——*““"“““““

the %possibilities of lncorporatlgg 1) the preVentlve approath 2) the

family §pproach and 3) c¢riteria for assessing the reason for a follow-

v up visit being arranged. . .

N

Generally, the result of the meeting of the committee of experts

R was to reject as impossible the addition of new indicators which would

_'()

éssess_l) integrated approach, 2) deveiopmental appfoaph, 3) preventive
E

approach, 4) family,bpproach,,and.5)1réas6n“£on_followsupv——Detai;sfbi__
the meetlng“appear as Appendlx II1. For each of these areas the major

. R problem ‘was ghnght to be jn settlng up standard criteria to be used

in each case. In igme instanees, any criteria mentioned were not in a
N - ’ - -—"—‘__‘\

L
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" In other instances it was,beliéved that each case would have to befre-

. .. a~ e

form whlch could be measured and were recognlzed as belng\"woolly

viewed by a clinician in order to evaluate the appropriateness of the

*

: cept outlined in Section 3.1: compre

each,of them con31dered necessary to thelr concept of holistic care

" search. However, they agreed that the indicators presented to them by

‘physician's response. In almost every instance, someone' on the commit-

tee pointed out that the existing proposal incorporated a good part of -.
2 . . \
the concepts, particularly regarding human development and the ihtegré-- ¢

t?d approach. . - . : . \?

" The committee of experts, essentially, thought that the attributes .

(e g 1ntegvated approach) could not be operatlonallzed at thls p01nt
v .

in time and thqssfore could not be specifically included. in this re-

-

myself adequately reflected the.concept of holistic care as it had been .

4

o

defined in Section 3.1. of this theiii. They preferred to call gpé con~

n51ve care rather thin holistic

care. They agneed that the attrlbutes they felt repregpnted holistie -

©y . -

s

‘Appendix III). ' It.appeared that any weightings included in the analysis

_would have to be derived empiricdlly rather than from a committee.

were 1ncorporated to some extent 1 ectly.

Also dealt with at t%;)meetlng of the committee of experts was e

4

the matter of weighting each of the indicators in terms of, their import- -

ance in the concept of holistic care. Of the four participants in this

endeavour (thfee members and the chairman), ove could not weight the

items.; - He belie&ed it was an impossiblé and meapingless task. The

5 ! v
’ .

. other thgée made attempts which disagiéea-aidely'(éee the details in

4 .

} L i s’
|
|




3.4, Validity of the Indicators of Holistic Care .

Anagfasi (1968) has outlined several kinds of validity: three are.

> . .
of "interest %o this discussion. The first was”content validity;--the

- < . .
extent, to which a method was considered acceptable by a group of ex-

o .

perts., The review of the indicators of holistic care by.a committee .

. - hd . ’ (

of experts has been presented in the previous section (See Section 3.3.).
—_— -

I suggest that their comments,on the whole, supporteq the validity of
» . . a ..

.

the indicators, | . \

. i »

~r?

A second kind of validity was criterion vaiidity; whereby the -

,

R method under study was compared with an extefnal, objective measure of
the same concep'ct-a criterion. Two external criteria were considered
. but were rejected. Therefore it was decided not to pursue an assess-

’ ment of criterion validity. The two measures considered as possible

. _criteria were: 1) peer-review using explicit standards and 2) peer-

review using implicit standards.
/

activities of physicians for patients presenting with a certain problem.

This criterion was rendered impracticable for the pbeéent study “because

-

v

_of the patients'vuniquecombinationé of physical, p ychologiéaI and

$ocial problems. '@ssumiﬁg agreement could have been reached by a group

e s e

of physicians regarding,ihe content of each list of ‘activities,” the
3 , ’ . .

number of lists;would have been so high as to be‘impractical. Also,

‘ : K A3 o ' -
peer-review has been criticized by other authors. Morehead (1967)

o repognizEd—it—as—bging~very~eost1y in terms of time and difficult be-
A 3 , ,
o -; cause of the need to fird an expert reviewer. Brook and Appel (1973)
: !( ’ . ) L 7. - '
’ i Nfouﬂd that peer-review ‘with explicit standards did not relate to out-- *

comeg: :For these reasons, peer-review using explicit stthards was

.
. ' .
.
R . ‘.
. .
, . . , . ... . )




rejected as a practical criterion for & test of validity.

. Peer-review using implicit standards was the second alternative

considered. To compare the results of the indicators in this report
with the implicit criteria of a peer-reviewer would have meant com- °
paring an untested method with an unknown external criterion; "un-

“known" because, as has been/pointed out several times (Section 2.1.1.

. TN
[

and Section 3.3.,), many concepts of holistic care exist. Dispari-

o

ties between the two methods would not necessarily have imdicated

that the indicators were faulty or incomplete. Such differences

ol L4

.. gould have meant that the expert-reviewer used irrelevant standards.

Because there existed the possibility of results which could not be
. ~ . ‘. i < ’

interpreted clearly, any. attempt at assessing criterion validity was

[ AP ’ .
™ t d- *
, ejecte g _‘

Validity was therefore assessed u51ng constpuct valldlty Con-

__s1nnc1_yal1d1xy_ne£eps—%9ﬁemp&P&ea%—support—for—a*methcd—aS”a*measure

o &
of, the theoretxcal trait (Anastasi, 196$ Sullivan, 1966). In other

T‘bed![ data which reveal expected relationéhips with.the measure are

i

said to contribute to construct valldlty Anastasi (1968) ‘used as)

an example the relationship between age and ‘an 1ntelllgence test for

children. Such an assessment was based on the assumption that, for

'

-chlldren, 1ntelllgence lncreases w1th age. Hulka et al. (1971) found

associations in the expected dlrectlon %etween characterlstlcs of

‘respondents and their measure of satlsfactmon. They xnterpreted

thexr'flndlngs as support for the constfuct validity of the measure.

In the present study, the test of consg;uct validity was the relation-
b

shlp between the lndlcators of hollstle care and the number of recent

-

rd

s
-’

CA A e
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' visits by the patient to the physician. The prediction was that com- o

pleteness of a physician's knowledge and response increased as the

-
[N

number of recent visits\increased.
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Chapter Four
-

METHODS OF DATA COLLECTION ~

S . ) M
’
4.1 Summary of the Methods ;

Setting - group practice of six'féﬁiiymphysicians.
Design - prospectiye, patients were followed for,three manths.
Physicians - a) réputation for complete records .

b).mddgréte degree of holistic care expected
. : ' —
Patients - a) aged 25 or over
. / .
b) had at least one chronic condition on a list
'
c) were bothered by at least one complaint at the timé

-

of the preliminary visit.

d) approximately 75 patients per physician
Baseline information ‘from the patient - interview-at the beginning of

the three month period of study eliéiting:

°
[ ” -

a) demographic ‘ahd family characteristics

‘b) complaint; of the patient

<

c) worries of the patient * *
d) disturbances of daily living of the ﬁatient

e) social problems of the patient

Physician's knowledge - 7ségriained'from a questionnaire compléted at |

the end of the thfeé months.

Physician's respornse -.ascertained from the medical records of the three

M months;' -

Outcome infé;ﬁatibn from the patient - interview at the énd of the‘three
. month period of study eliciting:”

t

a)*pdatient's recovery




.‘ b) patlent s level of activity
< ¢) patient's satisfaction . . . /~{’
Indicators of holistic care - these were based on data 3f,physician's
' S Lo . -
knowledge of and response 59 patient's problems. g
q‘ . 2 L) ‘Settins ' ) ':.'.-
~ L4 ‘

The setting of the collection of data was the Tavistock Family

» [y .
'Hé%%th Cehtre in the town of Tavistock, Ontaric. The town 1ies between

A

time, one part-timq); They are thé only family physicians in a radius
L4 . :

of about 10 miles around the town amd they ‘estimate that they serve

close to 100% of the town's citizens. The physicians are considered by
. L z
‘their colleagues elsewhere to be active and enthusiastic family physi-
ciansi—one is & former—president of the Canadian College of Family
Physicians. .
4.3 Design . . . -
The design was. -prospective in the sense that the patlents entered
- . the study (at-which time their complaints and social problems were ascer-
‘ Ly ’
~ W talned) and were }olloued for three months (the management activities
/ .
were derived from the medical records of the three-month period).
) . » Q
. » . : - ) ‘v
T oa R 0 12 $ months
) ' for each *
. [} i
. patient? - | ; . .. ‘;; R ~
‘ ‘ enters. study - ' end of follow-up
A ) (b) (c) )



b4

At point (a), the patient arrived at the physician's office. The
patient was inferviewed in the office before seeing the physician, the

interview conducted by myself or, occasionally if I‘was‘unavailabie, by

a nurse. The interview was designed (see Afpendiigly)'té ascertain 1).
the complaints which the petient brought to the physician 2)'the pain
or discomfort of fhese complaints, 3) worry about thesé complaints 4)
disturbance of daily iiving caused by these complaints 5) social prob-
lems bothering the patient. All complaints were considered, not exclu-
sively those complaints which wére new to the physician. During the

‘\-’ . . ‘' . -
following three month period (b), the activities of the physician were

. recorded in the‘medical record for all ghose patients who entered the

study. The activities of allevisits during the three month period were
. ]
Jinc¢luded. At time (c), the end of the follow-up, three iteris were mea-

sured. First, the physician's knowledge of the patient’s complaints,

e

.concerns and social problems was assessed hy having the physician com-

plete the questionnaire shown in Appendix V. Secondly, the patient's
- . i : N
satisfaction with the physician and the care provided was assessed by

having.the patient answer a list of questions in his home. The ques- :
tions’used (shown }n Appendix V1) were taken from g'questionnaipe deve-
loped recently ﬁndef the auspices of th;:Kmerigaﬂ Academy of Famii; 1
Practice (Hulka et al, 1970; Zyzanski et al, 1a78). Thirdly4 the pa-

tient's health status was ascertained both ggneﬁally and specifically

regarding his complaints, concerns and social problems (Appendix VII).
f k . % . ! .

o “‘ ' V4
4.4. Cheice of Physicians ” , - :

<

-~

The physicians in this study met two criteria:

1) their records had to be complete and.legible, because .the list of

i




their activities was to come from their records,

. 2) the expected degreé of holistic care had to be at least moderate in

order to give the proposed method a chance of identifying some episodes

of holistic care. The interest of the Tavistock physicians in the

.quality of their records was illustrated by the fact that they claimed

to have converted around 60% of their patient-records to problem-oriented

records and that onejéf.their group had published a paper on record~kgb%-|

ing (Weston, 1973). As to the expected degree of holistic care, it was |
- “( R r
thought that this group practised in a way consistent with the guide-'

lines.of family medicine which they teach to fourth &ear clinical clerks
. 7 .

of ‘the University of weétern€0ntar;o Medical School.

- v

® These physicians worked together and shared“an interest in the

-
L

. quality of the medical records. It was recognized that the capgcity'of

. the study to identify variations from doctor to doctor: was diminished o

_

~4y

A_:::ﬁﬁgjiaéiﬁgwéhpiégﬁbf a fairly homogeneoué group of ph}éidi?ns.‘
- Other researchers have recognised the difficulty in obtaining re-
frésentative samples of physiciags in stndies.of health care (Johnson,
1973; Cartwright, 1967; QueriqP, 1963)., Because of “high fefusal rates,

samples have been somewhat self-selected. In the case of the present
. - . - ’ * . .

-

study no attempt was made to obtain a representative sampie. ®The main

! - \

reason was that the study was-a feasibility study. »Sipce no generaliza-

. = oA -
tions were planned, a small group of physicians rather than a representa-

-

tive sample, was felt to be adequate. ‘ E K

. J |
: - -

' -

4,5 Choice of Patients

Ia
“ . . N

In order to impose some degree of; homogeneity -qn tﬁe‘gfoup of |

patients in the study, it was decided to accept only those.patiehts who

. " <
-

’ : - R




v ' o way hy one of ; he complain‘ts they bbought to the pﬁysmlan at the

u when~fheg4ﬁtered the sxudys, ‘ These*cnterla waet‘e decxded oﬂ be- 'g"

\l

. - . c;—mse, firstly, ;.t war‘fe‘lf\ that chrom;c patient% were more lxkely to ) ;:.;E'Jf'-:"' SR
‘ “ ' h,av; ,‘:*eae.xlved holzstm care than acute ﬁat:.ents‘ym v;s:\.ted o equnt- CLt B
| . :'~ y It"wa,soimportani: ‘for tbe tgst ofuthe tnethod ﬂ;a{: ther sme . . “
. . _ :{pectatmm:pf bﬁ.!.;s{‘m-;cm c.m- a SIZablé proportmn of the cacses—"' v .-' __'.‘."-. ”
IR '(perhaps in SQ%.of the cases) , .‘Secondly, 11: was: feit that ea::h pAtlent ,':j3::':-."‘ £
, myst have at least ‘éne .o:f t:.s ‘complamts‘bothermg nim so. that a res- o '
| . | ponse on the ,part of the physﬂ:lan was mdmatesd, Also, the outc:oma ; e Lo
L T T peasures Muld relata to patmnts with at,l«east ‘one: baselme ccmplamt ~
: . i . .,“;,,L A e
N 4w1thout whlch- no mea’sure of mprovement wou.ld: be pcssﬂble..\ ' _. ‘ S m
____— o o Gtheg résearc}afps have mem:mned chromc J..unessses- as appﬁopmaté : -"? J.’Q
_ “ . condltmns to chocse when evaiuatmg‘pr.z..;l;aty c#;-e; More;le;d ( 196‘;) glr:e-'.
i ., _ lieved, that more mfox;mt:mn was axpecte\d in, medli:;alvree.ords concernmg:‘ ‘0,;;;
A ®- clu:omc illness. In a.ddz.twn she ;hought 1¢nessentla'1:‘ tp c;xclude selfw g
| o ,‘ lmrtmg 1llness;as from her- evaluat&bn. Last (1973) outlme;i the"" \ E
[
. r;at\iral his'gory of cfmomc 111nessds anq emphas:lzed tut prmany, pz*ac~ ="
) E %iée pr;;:vided the oppartunu;y to fo].l;w 1suci1 pat,lents for éé;zs;xderable )
) L perJ..ods: of time.a . ‘ Tj: o AN ”:",;3',"‘”: ‘ \s L‘ : g,: k
, . The l?.st of ahnom.c cond:.tm'qs was' dﬁa\m up with suggastmns fram
, my sﬁper\u. or§,-members of ,the c,ouulttee of experts and the part1c1pa- .
ting physi ians in Tav1stoxzk. Til.u'a ‘1181: deliberatelg exclﬁa'ed chrcmlc «
emotmnal { nd soc:Lal problems. bne t‘easo:: for excludmg pat:entef;‘ wi;o “"
i had qn).y on1c emotional and soc:Lal ;;r.bblems was tp -t hancg the houfo-,.: -"ﬂf . )
‘ -~ | ‘g,ene:';ty of the—stdfiyhgroup. Ir: add:.tion, the quallty t;;e data, as- *; :
- ‘ DR o
, ‘ ’ T ‘ - iR . % R, [ .

o . - — ) LS




~0

- . ' '
. f
| e

subjective .as the kind in this etudy, was -felt to be thneatened by the

o

t

dellberate 1nc1u51on of patxents ffering from condltlons such as

- chronlc_depre551on and chronic schizophrenia. ‘*==~
. . - ; .

-\ " The sampling frame, then, consisted of all patients over 25 years

-

. who had one of the listed chronic illhesse&_ing,yho were bothered by a

4
current complaint. The sample-itself was defined by the date the_Paq
3 e [ ’ ¢ . ’ ;
tients visited their physician. For thirteen' weeks any patients fit-

. tiné the crfterta who v%sited their doctor entered the study. The

»

length of tlme for enterlng patlenth depended solely on the goal of the'

- . . o

number of patlentsl - ' N .

" . oW

* » [

5 - * L . \

i —

4,6, Strategy for CollectlnéiAll‘Ellglble Patients '
3

.On-the\daysduhen patients uere enterlng the study, I checked each

.- nataent on the schedule for each phnycian in the study& The eXistence

of one.or. more of the listed chronlc conditions was estqpllshed by my- -

self by looklng q; the problem ‘list at the front %f the problem-ornpnt-
. ed médical record and, in addltlon, chegklng the notes on past visits

to the phy31c1an in case the problem list was lmcomplete. The age of

r

-

the patlent*was ascertalnedwat a glance, because the blrth date was dis-

r
(A A€

played at the top af ‘the problem ‘list of the medlcal record Hav1ng ~

.1dentqf1ed all patlents who were 25 years and over and who had at least_

”

4 N DY , - “u;e

one gf the chronlc condltlons on the list .eskeg'fbrzcosperation from
® . R " - o

the patient and,- lf it” was glven, bgban J;ganitial interview.

The thlrd criterion ‘for selectmng'those patients .who would -remain
. : : ’ (] P ' . .

.

. with ghe study throughout !the 'fol,low\-np Leriod’ -was based on informafion

/- obtained at ‘the first interview., Patients were eligible for follow-up

> '

-if they had at least one currefit complaint which they admitted in the

PRI ) 3




first.interview caused them discomfort, w?pry or disturbance in-dhily
r

—_— - —— . ———

11v1ng (or all three) Patients were ellglble vegardless of whether‘
the complaint was new or of some duratlon. The third crlterlon for ¢
- ) - ' .

.

_selecting patients for follow-up was ba§ed on consideration of the )
merits and demerits of several alternatives. These alternatives and : ¢

the ]ustlflcatlon for choos1ng the crlterla descrlbed above are contain-

- v 2’

\
~

“ed in Appendlx IX. | -

-
‘»e N ’

Before anr1v1ng'at the collection procedure descnibed'above, an-
- s/ . N . - R
. %the? method ,was tried. It was’ found wanting and.reptgéed by the above

. ‘ -> L]
method. A description of the first method and its drawbacks is also cont

: o
tained in Appendix IX. ' e e 7 / ;
] . T ‘ v ’ ’ ‘ ) ~ '

4.7, Number of Patients - - ) ' N - , ./n

" Data was gathered on épp!bgﬁmately 75 patients per physician in f

. order to”ensure that the activities of the gbysiciansfwere typical”’of ¢
’ ) ' . o ° - L

. the practices and not likely to Be atypical-due fo chance. In addi- )
N ' ’ : S }

'\/L o N . . .
tion, approximately equal numbers of patients were necessary from each

physician in ordér to eliminate from the combined data the possibility
’ ) ) - )
of the predominancé of one physician. ‘ : . )/”//\

Some researchers have opted for small numbers of patients for each

&
LY

physxcxan in their studxes on the grounds that the phy3101an did not -

¢

have time to become affected by t?e research (Cartwrlght et al, 1973).

‘ &

Such studles.nncluded large numbeks of phys1czans. Brook’ and’ Appel .
! 4 ' rd Mtlent P

(1974) found that their implicit methdd.of evaluation was notkg,reliable
. “ . haae 4

-,
s

s : :
estimate of a physician's performafice unless a fafaljg labge sample of ®
. vpatients was studied. T 4 - T * i ‘

.
L4 . ’
) ! . . .
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4.8, Development of the Patient-Questionnaire (Interview).

This questio;;giszyas designed to provide informdtion regarding
1) demographiE and family characteristics 2) complaints which the

-

patient brought to the physician 3) worries concerning the complaints

s of daily living due” to the complaints 5) thejsocial

[y} N «

“u) disturbd

L}
]

described in Appefdix X.- From ‘the same earlier questionnaires came the
list of social problems and the decision to use a 4-point scale of

possible responses. The development of the'list of social problems

* 4
required extensive study g§e$ several years and included administering
) . - ‘. . N 4 .
interviews and two_ trial mailings of questijonnaires. The details of

this work are also ihcluded in Appendix X. W, ’ ) . s

\

.t

The "four dimensionsfof the patients' complaints (discomfort, worry,
- R . AN

disturbance of daily living and social‘problems) were derived fram

- . : . >
McWhinney's taxonomy of patient behaviour (McWhinney, 1972) and the con-

cept of holistic.care described in1§ection 3.1. Severul Posaihlg_fg:-‘ .

mats of the questionnaire were considered before the straightforward
version’shown'in Appendix IV was chosen. s . ’ -
B ' ad .
’ R , . ) T

- L - . . . B .

. ’ . .
4.9. Test of Cobmpleteness of the Patient-QUestionnaire C e
. . . ‘ * N H
The questionnaire wésjtested for completeness g?d accuracy of the .
- A ‘
. o s an’ . o
- information. The questionnaire in Appendix IV.was compared with the . ¢

same infdrmation derived from am interview. Before-the study began, a

series of 8 patients who met the study criteria were.given the'question- :
. Tl ? .

naire and later were .interviewed by -a medical student. ~The interview - .°
e ¢ > ’ -

was semi-structured in the sense that certain questions were asked but

H - €




the'oréer of the questions and the number of sppplemehtary'queStions

was left up to the interviewer. Immediately after the .interview, this °
inforﬁafion,was cgmpared with the form filled out by the patient.

e

The report writgen by the’ medical student is shown in Appendix XI.

Preliminary resylts jndicated that complete information was not forth-
' < .

coming from the qnestionnaire'methéd‘alone. An intverview of half an

hour, or preferably more, and in a relaxed atmosphere, succeeded in

eliciting more complaints and social broblems and tended to inqrease
- _. » .
the completg¢ness of the responses. On the basis of these results, the

/

.questionnaire approach wes-chang&d to an interview’ approach.

’
[] r -

»

.10, qupnt{al Effect of the Rgsearch»on the Doctor-Patient Encounter,

. The patlent was interviewed by elther the nurse or myself QMWedlate—

»

ly before he saw the physac1an. It was conSLdeTed llk ly ‘that such an

e v o

1n—depth 1nterv1ew had some effect on the ensuing doctor-patient encount-

.

- The possible’ effects were 1) to have orgdn;zed the patlent'

'thoughts and understanding of his complaints, %ﬁus aiding the patient

-

in his communication with the physmc1an and thereby increasing the .
. N
chance of an approprlate ngsponse by the physiciag, 2) to have provided

for the patient ap oppOrtunlty o descrlbe his complalnts and ventilate
' °,

so that he felt 1t unnecessary to mention gome or all of the factors to

" the physicianQ‘therehy decreasing the quality of ‘the communicatig/’with

\ '
the phys;c1an. If these possiblé reactions affected Jgizous age

and educatlon grOups differently, then the expected relatlonshlp between

these.characterlstlcs'of the patlenﬁ! and the indicators of the physi- '

. N [ . N
1] ’,’I‘ :’, .

cian's(kﬂoziedge could have been éither exaggerated or weakened.

: . PR v Q

In-erder to assess the effect of the initial interview on the doctor-




. £
3 4 ~ .
patient encounter, the scores were compared of the indicators of physi-
cian's knowledge between patients who were interviewed before they saw
, . ,/ ' ' ' . -
: . the physician-(83%) and patients who were interviewed after they saw

-

the/physician (17%). The seventeen percent were interviewed after the
visit with the physician only because there was not time to interview “

o s ' - e ) ' K Baac it "
them before the visit, - . : .

~

_ There were seven indicators of physician's knowledge and none of

‘

these seven were.associated with the timing of the preliminary intep-'
viéw. Furthermore, there'was no interaction effect with characteristics

o

\ . - " of the patients such as age or level of education;

. . . 2 C
- ' . Two conclusions are possible.” The first is that the preliminary

g [ ]
ifterview had no influerice -on, the ensuing doctor-pati%nt encounter. A

-

- ‘ ]
. second is that the two possible effects-occurred equally and cancelled

. . 3 - - l - . ) L3 ' - 3 ‘ )
. // each<§?§§§' l) afs;ng the patient's communicatign with physmcxan;‘2f% R i
) X ! A 5§, Yy

: decreaSlng the quallty of. the communlcatlon.- Most 1mportanﬁ¢f6r the -

-

further analy51s of the data was the fxndlng that any effects had equal.

4

influence in all age groups and levels of education, thereby eliminating '
. A .

.

. .. the possibility of bias. S e < . " .
’ > . -
. %;‘ t 4.11. Tlree Month Follow-Up T ot - .
: e f The fdllow—up perxod of three‘ﬁanths was chosen because 1t was felt !
’ ;f: . that a perlod of that Length wodld allow enough time for any phy51c1an
‘ | who pléhn;h a hOllStlc approach to institute it. ~It was thought that t;’
&kkeveral follow-up v1sxts ought to have been necessary for,xhe physxclan ’
’ Y to acqplre enough knowledge of th;‘current omplaints and especxally to
break down any barriers on the_part of the patlent to admitting or dis-
, cussing anxi;ties and social probfem;. I was qonfiden{ that with the

- . "

.
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—
s

/ ' .. . ’ . 'l' N 52.

y . ‘
: fairlwf}ong pegiod f three monthsr if the physieiaq hadfeny inteotion
of iq%tituting a holistic approach,‘he'had opportunity and tiﬁe enough
to'fﬁlfil his infenfions. E : . ‘I . '
f’lt was difficu%t to decide on aethree-month period of ,care. Othe;e,

toq have recognlzed that an epxsode of care has no easy deflnltlon

éqonabedlan, 1969 Last 1973; Solon et al, 1967). What is needed, in

o my opinion, 1s information regarding the relatlve merits of new com-
s \

plalnts as 1he beglnning po;nt of the epasode as compared with old com-

L]

) plaxnts. Iq addition, for outcomp analy31s to be sen31t1ve, the time S

"

' certain effepts-can~be expected must be known. Until a great deal more

[ ! . A . /
information is availdble, decisions of what segment of care to evaluate
* ' B / : -

will be- someyhat arbitrary. . : L

In fact the length of the foldow-up perlods varied from 10 to 19

weeks (see T#ble 1) 'TheRreaébn for the varying follow—up periods was ‘

e " * a practical one - the restrictions in productivity imposed by having one
. . . - _—
interviewer 6nly. The enh of ‘the follow-up periods marked theé end-point
[}
of {the assessment of the phy31c1an s actlvrties and alsb the time of

.\
.

the follow-up 1nterv1ew with the patient for the purpose of measuring

recovery and satlsfactxon. Ig this study, the varying Iength of the -

!
follow-up pepiods did not affect the informatlon'gecelved at follow-up.
n : . R - - >

A 4 - " AN
* »
« - . . | , [
. ' .-
) [
. v v
e
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4.12. 5§hysician'3'xnowledge

;, i At the end of the three month fo;Ziw-uR period, the physician was "

-

' v w ¢ -
(7 gd\fo\complete the questlonnalre ehown ln Appendlx v Thls questlon

- nalre was deazgned ‘to aqcertaln the phy31olan s knowledge of the patlent s

N.s

\ complalnts,lconcerns and soc1a1 problems. Thls questlonnalre was admin-

4

istered at the end of the three months because, if 1t had been given

-
-

»
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¥ TABLE 1
’\ . ) B -
3 ~Distribution of the Length of the Follow-Up Periods ’
=

Length of fqllow-up period

10-11 weeks L.

12-13 weeks:
N 14 . weeks

15 qeekS )

‘ -

16-19 ‘weeks N

TOTAL

" '
. *

' Ad [ . !.’- ¢

-

68

57

73

53

“1

E P



at -the beginning of the three montlis, it was likely to have shown an .

incomplete picture‘df:the knowledge that influenced the ﬁenagemenf

activities during the ensulng three months. The activities were'more
llkely totdepend on knowledge which increased’ as the time passed.

In addition, it was thought that by the'act of filling out the
-

. questionnaire early in the. episode, the physicianINighthave been prompted

' to explore some of the areas of concern mentioned in the questionnaire

»

at a subsequent encounter - an action he might not have taken if not
] ) - ’ \ ' l ' *
prémptea by the questionnaire. The .kind of effect which I sought to

diminish has ten discussed by several wri ers (Korsch et al,‘l§68;

~

Carturight_et'el, 1973; Donabedian, 1969; Kelman et al, lgég) and has
‘-.

. « often been cailed the Hawthorne effect, Therefore, in order to avoid

the constant reminder of one of the main aims of the researc
assass kquledge about the patients - fthe desxgn called for physicians

*%bqplete that questionnaire ay the end of the three months and they

‘ were ‘encouraged to consult thelr records as.,an aid to fllllng it out.

Two other precautlons were taken in gfder to mln;mlze the Hawthorne

effect:
’ !
1. The physicians saw their questionnaire only once. This was jt a

preparatory meeting held several months before the study commedced.
They did not see the questionnaires again until they began completing

1

them.’ - . K
2. The physicigns were not told which of their patients were in the

study ‘and which were not. They did, on occasion flﬂa out that a cer-

[ ) !
<: tain patient was being interviewed for the study but, on the whole,

4
" -

they were too busy to notice,

*

s

.




- pongse after the patient entered the study.

. l
4.13. Phy81c1an S Response

\‘

The data concernlng the physic1an s activities of management were

derived from the medical records of the patlenfé in the study. Every
¥isit which éccurred during the three-month follow-up perlod was in-

cluded. The frequenay distribution of the number of visits during

follow-up is shown in Table 2., The data were transferred from the medi~

-
.

cal record to the form shown in Appendlx XII. Each of the pfesentlﬂg

{émmlalnts which bothered the patient at the initial interview was
%.-'

“listed on the form. The kind of response madéﬂko each specific.com-

,plaint was checked off on t#l form. The complaints, althéugh they had‘
N

been bothering the patient at the time of the preliminary interview, _ -

< were both new and old. It was not practicable”to distin uish, for the-
gracticabl : »

total group, which were new complaints and, which were old complaints.

Therefore, when the physician's respogserto the patient's complaints

- is referred to, what is really ‘meant is the physician's further res-

"] -

4.14. Test of Completeness of Medical Records ‘

L] ° -

The source of data for the classification of the physician's acti-
vities of management was the medical vecords of the patients who met
the selection criteria. ®Some precautions were taken to ensure that

‘the‘récords were complete. ;First'of'allfwe chbse‘physicians who were
: . : £
_known to have an lnterest in good records. Also, tests of complexeness

of records Were undertaken durlng the course of the»study" There were

[ . | ’

three specific act1v1t1es in thls area. |
i .
4 1

1) A review,with theggdoctor, of records forirandom;y-chosen days in the’

-early weeks of the étudy. The purpose, of reviewing these records was

»

a




/. '
Vs ) ’ A ) o
. Is
. Number of Visits - N
. 1 . 46
2 * “70
3. ) . 65
u' / ‘ ug
5+ . L
»” .
. TOTAL - * 299
T
. ;
7 )
s
. y, )

'

- TABLE 2

]

Distribution of'tﬁé'Numbér of Patient‘Visits to the ‘Physician-~

During the Study Period

-

.-
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to impress upon the doctors the kinds of ‘data which were necessary to

include ih the record. The record .was shown to the physician, and at

the same time he was shown a draft of a list of possible activities

(see Appendix XII). He was asked what he .had done during the visit.

If any activities were mentioned which did not seem to be written in

"

the record, the physician was asked where it had been noted. Any

abbreviations were noted by myself and used routinely wﬁgn analyzing ’
N ] e T, ;

futare records., ®

.~

. 7 - .
2) The doctor's own medicalyrecord audit. One was begun in March, 1973,
. ' % 3
and another began in November, 1973. The first audit was performed by

the nurses, It was used as a focus for peer discussion and® peer pres-

‘sure to improve. The, nurses answered ‘%everal questions about the re-
cords of 25 coqiecutive patients for each doctor. The questions reflec-

ted the interest of the group in the'quality of their prqbl%m-oriented
. . . '
“récords._The four quest{ons of mpst interest hére and the pesponses

for charts of chronically ill patients were:

1) Was the problem sheet used? 79% YES

Fl

2) HWas the problem‘sheet used toaay? 42% YES

-

3) Were there problem-oriented progress notes? 66% YES -
- L
4) Were problem-oriented progress nates made today? 66% YES

For the -seaond audit, the physicians reviewed the record of one of . /

-

‘the other physicians and rated it according to the clarity of the itéms’

of manAgement. The three quéstions most relevant here and their re-’
v T
sults were: .

[ -

1) Do the plans clearly. reflect the physician's intemtions regard- .
" L] ) . . 4

ing management? 80% satisfactory.

2) Do the plans chq;ly reflect the physicianﬁgrinténtions

.

+



= - v .
3 X’/

regarding further investigation? 78% satisfactory.

~

'Y

3) Do the plans clearly reflect the physician's/f;;eq *
' regardlng patleﬂ& educathn? 30% satisfactory. . =

-

-/

3) The test of completeness of the records of the ﬁﬁyslci£; was con-
ducted by comparlng the activities of the‘phy51c1ans, as revealed on
an audio-tape recgrding cf-a visit, to the medical r%pord made by the
docforrﬁn that visit., The physiciarns wer;.not told the real ;eason

- )
for the tape recordings. Therefore they were not likely to have kept

atypically gpmplete records for, those visits which were taped. The in-

terview was taped, listened to by mfself and all the activities noted.’
Eightcmonths later, after the m‘emory of the tapes was gone, I checked “

the medical records and noted the activities which were recorded. Of-

all the activities noted on the tapes, a numerjcal count of those in
»
the record and those.not in the record was kept and for each:physic¢ian

~

- I was able t¢ calculate a "percent completeness-of-record". It was

also important to present the,k%pds oé:)é;E?ities lacking in the re-

cord and to interpret the -influence such incempleteness had on ‘the

results - i.e. on the holistic scores. This is important particular-

ly in the light of énxﬁfxisting differences among the physicians with
regard to the percent of completeness. !

The importance of testing the completeness of medical records has
¢

beén pointed out by several authotrs (Dongbedian, 1969; Barro, 1973;

o

" Kroeger et al.,, 1965; Gonnella et al., 1976). Some writers remarked

'thq; information regérding family ard soéial-psychological probléms

was not well recorded. ‘

Three of the five ﬁhysicidnsiﬁarticipated in the test: One would

L 2

not dllow-audio-taping, jpdlanother taped on .the centre's tape recorder

ro- : ‘ °

o o

<

§



- g'ive'?“-a socially un?cceptable but honest response regarding his sat -

& . 59

.
2
~

&

-

and these tapes were lost. A total of 47 presenting complaints were

‘analyzed: '9 from one physician, 18 and 20 from the others. Table 3

shows that responses noted from the tape were qBitteﬁ in the record
5 ‘

93.3% of the time for discomfért, 60% of the time for worries, 100% of

§

the time for disturbance of daily living (npfe, however, that there was’

|
’
)

only one case here), 66.7% for social problems. There was no evidence
that any bne physician was'atybiqgl except for response To worry whefe {.‘
one physician showed ‘less complete recording than his colleagues.

I concluded that the records a@equétely reflected the physician's
) ' &
responses to discomfort and disturbances of daily living while sub- -
. .

-

stantial under-reporting affected the responses to worries and social
. - - " “~

L -

problems.

[ -

4,15. Locale of Follow-up Interview .

.

-
It was decided that the follow~up interview;, which was designed

to elicit information regarding’ the patient's recovery, level of ;étivity

. ‘A

“"- and satisfaction, would be conducted at the patient's home. The reason

for this decision was the suspicion that the patient's willingness to ol

- -
fiaction with the care, was likely to be impeded if the interview was

v

conjgptgp at ‘the physician's dffice. et

In spite of the decision to integziev all patients in their homes,

3

some patieéts preferred to be interviewed in the physician's office.
Rather than lose these patients to follow-up, it was decided .to con-

duct some intqfviews at the phxﬁ}cian's g;fice. " There were .73 .6% of

» \
'

the patients interviewed at home while' 26.4% were interviewed in the
office. Those interviewed ‘in the office did noét show greater -

.
(— v R
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., TABLE 3 " o -
. o - . I )
. 5. . . - f\ ‘ . L B :¢.' . .
ComPletenesg of Information in the°Medical Records Regard- - . ) :
, . , - LY ) B
“‘ Ang Physicidn's Responses to Discohfopt, Worry; Disturbance * .‘HP- N
L . '
of Daily Liviing and Social Problems - A Comparison of Tap .
. ‘ Recorded Data and the Medical Records o o
. " Yes in Med. Rec. No in Med. Rec.| Total N
- - N ] N LA S 1 o
Lesponse to Discomfort AR . :
Yes on Tape| °* 42 .93.3 i 3 6.7. 45 100.0
“No on Tape 0. 0.0 2 100.0 2 100.0 . ,
. - v
Y ; . * -
- : - » .
Response to Worr - o ‘ .
~ Yes on Tape v . 9 ‘60. 0. 6 40.0 5 "108.0
Ne on Tape | My 12,5 . 28 87.5 32  100.0 ~
e ’ 1 )
Response to Disturbance ‘ y
in Daily Livin , , —
Yes on Tape 1 100.0 .0 0.0 1 100.0 .
No on Tape 0 0.0 46 *  100.0 * 146 100.0
. .. . . _':;"r'&‘.i. o
Response to Sociall Problems .l
" Yes on Tape |, 8 66.7 U 33.3 2 100.0
. No on Tape - - 2 10070 0 0.0 2 100.0 .
I - I } o -
o - o ‘ N -, - .
' ’ ™ PP - ) -
| - - !
| - | ,
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® « ° . i
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[ T .
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. , ' S n Y .
satisfaction than those at:home - providing no $upport for the above -
. ' . L 3 , W “ . .‘ .
hypothesis, However, the levels © generalr@covery and recovery'from
. 7 . 9 .

] discomfort were‘31gn1f1cantly “Lower for xhoée 1nterv1eweg 1n the offlce,,
* ' ' oo . Q

l perhaps because these patlents were still 1lL enough Yo have a doctor s

appointment coinciding® with the-follgg:gp 1nterv1ew, In order to 'find.

r PR

- out if locale of folISb-up was a varlable confoundlng the relatioriship .

LA « , v

between the 1nd1cators of hOllelC care-and the recovery measures the

- g,

<

y

.o dlstrlbutxons of the scores of the lndlcators were 1nspected for each
- ot . . 2 . .
. -locale of follow-up. These dlstrlbutlons were Slmllar for each logale
L indleatlng no‘pqss1bll;ty of a*tonfoundlng.lnf}uence.
. . : ) . ’ "A. i ‘ . .' ° - - '.
. 4.16. Meésures of {lealth Status ° o T St

. | XY N ~ LT

There were thret kinds of measures o§ recovery (see Appendlx VII)

. oleny - b - W

P T 1. The first was tng alseSsment of dlscomfoft, worry or dlsturbance of

L]

BN | ) ’

C L. ‘dally living for each cé&plalnt as WELL as the sécial problems. This .

- ) ] = > - .
Y ' assessment was'ﬁmde at the initial 1nterv1ew and agaln at’ the follow- :
R S, 5N .

~  up interview to allow\fﬁr a before-after comparisén, ZIt w1ll be‘cq&led'

N - . the patients emaiuatien?ofsspecifig prégbé;\i T ’ °
» 2. _The second w?s a g}ob:l assessment of recosery. . The patlent "i?
a‘led et ;gsufollow—up interview < Do yqu feei better or wdbsg than
.o E N N
) yom aid three mdmths agp :.,}or *just about,the same?" It will’be call-
o« . i"‘ v ed the pat1ent‘s.z3fluatlon o; gemeral‘;rogress. ﬁeth é} these"’ assegs- N
.' A . ) . R :

ments were sub}ect1Ve m!asﬁnes of necovery.

. ,‘. i . . L e

1

'R 3. The third asses t was an attempt to ascebtain disability. Three
. ’ .
- questions whi had,been used in mérbldltf surveys were used first * -,
v ! N PP -]
: . ', . . : " ) b
, ' . abput stayzn ’ secgﬁd ehohf‘reduced actlvitueg ‘and thlrd about
., v ' heaLi' Thxs assessment of dlsabzlxty was ascerta1ned at two p01nts
/ il
- /. . . . ’
. v C & L




L]

”~ s

. ‘w'\. Very early in’ the development of thls. reseax‘ch“ it ”became obVlous

‘iiin tlme (initial and follow-up 1nterv1e;:) in order for the change in ‘
dlsabl‘}lty to be known. These questions were added to the init\ial } {
interview afte&everal weeks?c:f' data coller;tmn even though the group ’
" of patlents for whom ‘this’ mform;xlon was available was therefox’e |

-
2 A R [}

' smaller than tb\e total number' in the study. }‘he ]ustlflcation cfor m-

: cludmg these vama.bles and the r-eason for thelr late mclusmn” are -

- o
l d .

/\ ,dlscussed in Appendix XIII.

-
4 ~ . . v
. . . 8

v - . . . . 3

. r

4.17. Measures of Satisfaction -

o e B ¢

s -

' L)

" Appendix-VI shows three different types of questionnaires assess-
= >

ing patie’nts\' satisfaction.‘ The. flrst consxsted of fourteen state-

-ments (developed by Hulka “at aL .1970) wlth a preamble stating t'hat the -

-
. -~

. re’spondents were t‘o thmk abo drs in general when replymg

(general questionnaire). THe secq questionnaire used the same'rour-

” 4 -

teen statements with /i 5 tions. similaf® ";o Hulka's: !'We went to know
what you pérsonally think about the doctors jn'd the c:‘ﬂ*e you have re-

L) B4 ‘

' celved" (mtermedlate) In th&thu‘d queshonnalre,‘ the fourteen 7. . .
statemepts were. worded sg th;t" -$he ,ddt:tors prowqc.;,_dmg the care were T s

L
-

specified each time (personal)v e & | &
. L

A e r

that any - decxs:.on to chooee one of these three approaches would have s ‘,‘.
N . 1] e v -, .

be'en ‘based on op:uuon because., to our know«}edge, no mfﬁ!’mqtmn exist-
- v e N

. . ' ‘ a : - LIy e
. ed which would shed light on their relative merits. »Hdlka:?vho deyel- .

| * . : L Tt .
. oped the satisfac'tion scale, made the ¢ase forﬁthq. intemedlate - A

/.

dapprdach. Ph 1e.ians mvolved WJ.th the development of the study bemg - r

LI

‘reported h feft that Hulka s. appmach emphas1zed att:.tudes toward - .

r . : ¥
; » doctors in general and t'herefore could not be constirued, as a measure of =

£
.




&

satisfaction ‘with care by,a specific .doctor.

) ° \
Because of the lack of clariSz\in this area,.it was decided fto

’

use all three approaches and to incorporate into the research, a tom-

. . »
L}

o . . e . - W 5 L4
parison among them. Such a comparison, it was hoped, would provide

3
v ’ .

. Coe ’ ) T,
information useful to ¢ther researeyers vhen they come to makt,d deci-~
: o

s

“sion .regarding the kind of satisfaction measure to choose.

> Ay

. ~ R -
».The patients who were eligible for follow-up were randomly allcca-

L]

. ‘. - » Sy '
' ted to onme of thr¥e groups. Each group was ddministered a different

o

, kind of si}isfaction quesgionngire. Thg‘aljgcation allowed patients

of each of the five physicians to be equally distributed in the Ihpeé

groups. (i.e. random alIbcation»stvatified hy physiciqj‘.a ’
The results of the three different approaches were éompaqed as “to

their (1) sqoreé, (2) discriminating power, (3) reiiépility'and (4)

- . . -

validity,

»

. ‘.
e &
L ’ .

¥.18. Data’ Sources and Seoring of the Holistic Approach

The purpose of the scoring was to‘atfach a numerical value to éach
La ’ * ‘ > P a ,’ T
.. three-month episode of medical care, this value representing the extent’

4 L]

" to which holistic care was undertaken. I-<did mot plan to use the. actual
v sco?es in tﬁé:analyse§ but rather to use groups-of scores, i.e.ihigh,
medium and low scores. Thé exact system of scoring was worked out ‘in

N kY

.6 detail dpring tHe course of this research. (There were several possi-
.. - . . . i ¢ ‘ 56
’ ' ’ ) : ’ 4 ’ . -/ ol
' Dbilities for scoring the hoiistic approach., , Alternative #1:' The \
; . - . R T, . F 4 ‘ Y
simplest involved giving an 3fl-or-nothing score to each of the eleven

! —~

- indicators of holistib'care.j‘Fdr example, the physician either knew

]

)

(score f 1) or did not.know (scywe of zero) about the patient's com-

plaints:

0

he was. gither aware (scpre of one) or not aware (score of

[4 I3
.

\ s . e
..




.
Y
.

‘."

" 1ism of the score, Alternat;ye.#2: Gradat;ons'of perfo p e could be -

the starting pomt was t}}e patient's baseline complaint.

‘blaints of ,the patient: knowledge or response to ally some or none of

zero) of the patlent s eoncept of the complalnts. Each.of the eleven
ydlcatorsfwould have been handled in thls fashion. and the physician J

would hawe gained a score out‘of the highest possible score of eleven.
The question we asked was, did this simple“method.reqlistically re-

. ! ‘ A} [ ] > * »
flect holistic care? Two adjustments were thought to enhance the rea-.

* .

allowed ?zi‘thin ®ach 'item; e.g. scores of from 0% to ,10.0% for a single

{ T - )

}tq@. ‘Alternative'#3:, Important items could\bi{gifen lafge saores
. . N\

N

.in order to derive a welghted total score. , : - "

It was dec1ded that gradatlon of pevfor@aﬂce wlthln each of the-

P

eleven 1nd1cators was the alternative of ch01ce.: The gradatlon con- :

N

51sted of a percentage which- represented.the number of complalnts

\ g ‘

known or responded to (dependlng whlch rndic*tor one\is referrlng to)

d1v1ded by the total'numberQf complalnts botherlng the patlent. For

h.patlent with two complalnts‘W} rt, the physician could
- , . +, .
eirn one of three possible scores on the two indicators concerned with

L . A

discomfort:- knowledge of discomfort and response to discomfort. JThe
three possible scores wereé: 2 out of 2 or 100%, 1 out of 2“orb50% and

= < ~ Y
0 out of 2 or 0%. Por patients-who had nd ccma}aints Qith discomfort

= .

)

(only complalnts Wlth worry or a dlsturbance of daily llving) no score

—_ S‘ﬁ
was caléulated for xhe twd,lndlcators which dealth w1th dlscomfort. -,

‘Therefore thene was nofmeasure -@f the doctor kﬂbwlng or resppndlng to
problems whlch were not admltted by the patxent.« For all 1nd1cators,

-

. . - 7
& . \

-

The range’of scores for any indicator, then,.repéésentgd the complete-

‘ : . - - S
ness of the doctor s knopledge or response to the whole series of’com~

. . . - , . : . . ' t

*

1 S
P . '




{ the c%mbl'ain‘cs. ) * ’ o .
It is :meortant 'Eo note that we were able to score pat‘lents with *©
L \ /
gjifferent numbers of complaints usif )n.s scheme. Possible scores -

for patients with one'com%aint were '100'9 or 0%: for patients withy
three complam.ts were” 100% 56% 33%, 0%: '}s( patlents with five com-
= plaints were 100%, 80%, 60%, l40*!5 20%, 0% However this storing method

did not overcome my suspicion that it was easier for a physjician #0

L 4
attain a high score for a patient with only one complaint than for a

.
- . ) ’ . B R o

patient with mamy complaints: "Number of co’mplaipts" was therefore ' -
a&cer

. placed first. on ‘the list of possible~ccmf5:unding vari

) »
J.nvestlgatlon when analyzmg the data.. ,

As r'eported in Sectlm 3.3 of thls thes:.s ‘when sl pres ;

-

. eleven indicétors to the committee of experts,and asked them*to weight
. - . . ’ -

each item; they fot.ind it impossible to do, , Any weighting gf 'th'e indi- r

) ‘ catgrs .other than equal welghtmg giving an average score was riject;
' ed .‘ The ave.rage score 1tself was suspected of camouflagmg meanmgful ;
‘charactemstlc;kof the physmlan S aare\amd,,therefore, 1towas dec.lded o~

to analyze each llndlgator s:aparasgly. . . . I (\4

' The first seven indicators dealt with physician's knowledge of |,

. ! . r

4

; bis patieht. The indicators were ‘Based on aSmparison of the inter-

- - view with the patient and the questionnaire ¢
J

. ~ The items=.of" .‘mter;st were the list of comp.J.amts and the level of dis-

.
» . v

comfort, ‘woz*ry,» disturbance of daily living ‘and social pr]'o:bl'eys. There

%et’ed by” the phys101an.

ﬁez;e four levels to chooée from: ‘(I) none ¢at all’, 62) 'a./:;yjttle',' (3) a 4

falr amount, (u) a lot. Pf;ys1c1ans who undereatmat/ed by more than

B
T " . ' Ca
P f -

. one level were glven a score of\zero on knowledge of- the magmtude of - I

' , the problems. T’hysmlans were pot penalized for o‘veres;timatmg a’
- - - . - . b

- . : . ‘ ¢
: - : - o T g

- C «

14




. - | s N . -

patient's problem. iThe eodfces of data of the seven indicators{of

) knoivledge are dechrlbed below. . ,* ,_' A o &

| _ »2;}. Knowledge by the phy51c1an of the total number of compldlnts. The

4 physician's knowledge was. assessed by comparlng the llst of problems
@

,.‘v b «

written by the patiént on the patlent-questaonnalre with the list of . -

C o, -

_ problemé for that-patient written by the physician’on the bhxgician:__

¢
- - » . a

- ' questionnaire.

| S
I

2, Awéreness, on the pant of the physician, of the way tne|§atient con- -
- ot i ? v , .

ceives his complalnt. As in i{ff;’he; the patient's list-was compared '
[ _2d . - . .

*

with the physxc1an s llst. P : .

“‘f‘wiihk-hsf“‘*13. Knowledge by the phySLGlan of the ex1stence of #tlie patient's

o socxal problems. This lnvolved a comparlson/between the patient's. res- .
) i 9 .
»
ponse to the llst of soc1a1 factogs shown at the 1nterv1ew and the ,

; " : phy51c1an s check-mark for that patient on a similar list oh the phy31- .
-2, %y 4 .
' c1an—quest;onni&re. For’every problem 1nd;cated by the patlentl the v

ephysician had also to 1nd1cate that~thér!’was a problem. But if the
nby51c1an knew of a problem ynich was denied by the patlent, the physz-:
: . cian's score was not diminished. . . . y

—~

. * * . ' . ’ P
o Yy fKnowléhge by the peﬁégaﬁan of tpe magnltude of the patlent s,soc1al

‘problém. The comparlson of the patient's soc1al problems and the ones . —
. ’
. the phy51c13n checked-off for thaqppatzent for this Lndlcator3 1nc1uded
L ]

< - s

" ,consideration of the magnltude of the problem. JIf the phys;c;an.came

g o : ) . L '
. S within one of the three levels of ‘magnitude then he was sald to have -

» -
- ¢

) ' ‘ knowledge. If he underestlmated thg magnitude he was/given a‘pcore of

- :?‘f . ,
' zero on knowledge. P . ﬁ' : ] .

»
>

-

= - 5/ Knowledge by the phyelcian'of the patienf'q worries regarding-the

4 S , o0 , . v
[ 4

ﬁ,.//z * complaints. Again, I. compmred the responses of the patient and the

- - ) . . . -

.
.
v » . € ¥ " .
. ) .
)y R T . I ' o
. . . . . . .
- 1 .




T t o Y . | : ' » . ‘/
: physicién én the question concerning wor'rgf.' If the patient's and physi-
.‘\'cian' concepts Aof\;vorry differ-;.d, then physician's";cores" w?uld be
lower than would ha%ve Jeen the case .if the éoncepts’ coincided. No
attenipt t;as made to, differentiate between.the .tfto reasony for low scores
"" on this indicatcir, .;)olack'of knowl:d’ge, b) different concepts of wc:rry.
. ) ) 9 - — .
j © 6. :Awa’r\eness, by the physician, of the E:atient "s perc'eptions of pain 8

[ . . r———

-

and discomfort relating to each of his complaints. Comparison was. made
' . e ~ , . . - ”~

of the responses pff}the patient -and the ph-ysician on the question con-

eernir;g iaain “and discomfog-t. : %

. -
LR 1 . .

»

T 7. Awarerress by the phys:.clan, of the disturbances of dally 11v1ng

caused by the complamts. T compared the Tesponses of ‘the patlent and e
o the physmlan on the question concernmg disturbances of daily llv:.ng.‘
. The last four J.ndlcators of holistie¢ cdre dealt wlth the phy81- ,

cian's resp&nse to the patient's complamtg For every problem mentn.on-
wé by the patlent 1n the patlent-questlQiz/nalre spme mdlcatlon of f
action by the physician was spught?by scanning \h s records for the three<

- s . R
month fallow-up period. The nature. of the actions by the physician

waé; recorded on a data sheet like the one shown in Appendix XII. Each

4

action was linked with a particular presentmg complamat. Since it

was not eoss:tble from the med:.cal record to associate each action with

the worry or dlsturbanc‘e of da;.ly livzng__because of the complazn*s, : '
. PO , \

’rules were set up -to faczlzta-te ZX decision as to whether or not the ’ \

'-physlcmn had responded to t‘ne woiry or disturbance. These. t:ules 'a‘ré\

A

v : \
shown ‘in Append:.x XIV. rAny act1v1ty at all assoclated with a certam -

fomplamt was taken as « résponse to ‘the d‘i.scomfort of the complamt( S

Similarly, any act1v1ty gssociated’ in theqned:.cal ree?rd w;.th a parti-
s T ( . '“ .
"cular soc1a1. pPOb;.el‘!l was takrn as a response to that problem. ) IR §
' . ﬂ’ . AN L)

. ., .
L 4 . . . - . . .’ ) '
a * - .
.o L .
. . .
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Chapter Five

) - . . " -y - S
. T PREDICTIONS AND DATAANALYSIS . .

" - N A
.

v, s

5.1, Testing the Hypotheses ‘ S

v

) . ) e N ,
'!!Psed coritingency' coefficients to assess the strength of the

~ o - . B 1l
aséociati6n§ and the xztest t0 determine their gtatistical significance A

, . : : a L

' The cénventional level of significance, p <,05 was used., The 2 and |
. ) - L .

.contingency coefﬁicient_(descflbedaby Siegel o 1956) were.chosen because

o o . RN ‘ y B
‘the data fell l“to dlscrete categories. For such data the more power— .. .
' . -- . a2 , KT . s* " e BRIl S
: ful measure; of association were not appl L:Lcable Y e s |
i ~ i ‘
- s el ‘

. . To fiCIILtate the interpretati&n of the tables in this report, the

A;t'h’y\' ad

reader %ﬁ‘remlnded of Severalqgharacterlstlcs of the contingency coeffl—

e
c1ents. , 2 ¥

T ’ ' 5 sam~F
-

ﬂ 11) N0°directiéﬁ is g;plied in the'coefficient. It was nécessary to iqg -
o Spiﬁﬁ the contlngency tables¢to flnd ;ut the dlrectlon of. any relation-
\5» . ' ship.)' To 1@qnt}fy negatqu relatténshlpé ‘to the reaé?n, I have taken:7
‘ . . : . ‘ .
the libert;’of piacing a mings sign in front of the contiﬁgency:COeffi- 2

i ~ ] e

cient. ' - . . // 4 Coe
’ . ». L . ‘

»

® ' 2) Ideally, the range of a méasupe‘bf assqciation is from 0 ‘to 1. The

contxngency coeffxcxent ‘does not. attain- unxty when varlabies are perféct- A
" \ oLt

. o . ly cerrelaxed. For 3 x.3 tables the upper llmit is 0.82 . 1ﬁ\ -

P ‘_ | “3) Contlngency coef ients from tables which do not have the same num45

- A ‘ ’

. . ‘n . ‘ . o » J‘
e , . ber of degrees of freedom are not comparable. , T 5

' v . i |

The hypotheses whlch weré ‘tested u81ng the cdntlngenCy coefflc1ent

@

err? the y2 teqt follow: / N o s e
1, that tpe number of recent vidN{s by the patxent to the doctor was .~
% . - ‘a » - ,

associated with t&k.indicators of phys] 1an s knowledge. It seemed
68"




logical that the more.times the physician had seen the‘pqtienf'recently,

the more he.would know about his current complaints. Because of the
strong intuitive appeal of tﬁ;s,pnediction, it was chosen as a test of
» 4 e f . ! ) '4
) the construct validity of the indicators of knowledge and the resuits , -

will be interpreted in this light. e ]

~

¢ 2. that the 1nd1cators ef phy5101an s knowledge were related to each o T

Al . It - . e, v *
. o by AR ,,v"‘

other. I expectod tgat a phys1¢1annwho knew about ‘brie aspect'of a
w:rw\ = RS . -

o

j'gw*gatlentjs complalnts would know about the other aspects as well.
s > ".‘ .
3. that the 1nd1cators of phy51c1an s response were associated one to
° the other. While I was uncertain what to expect hére, it seemed reason-

4
able’'to suppose that a phy31c1an who responded to one aspect of the

”

. patient's problem was more likely to respond to the other aspects. //' )
’ 352- that the indicatdrs of physician‘s knowledge.were related tdé the in-
| M N + ' A '
T . » .,

L dicators of physician's response. I-wanted to test the assumption that

knowledge by phy81c1ans was trapslated ‘nto action and therefore re-

" flected the quallty of care. In addbtlon, I expectedikﬁgwledgetan\\

response to the patlent s discomfort to be correlated more strongly
4 . v

- than knowledge and response to worries, disturbances of daily living ‘

s

. M . .
" and social problems. Medical education seems to provide the physician

with an array of appropriate responsds to discomfort but perhaps to a.-

lesser extént wi%hvthémskifls and practice 'in responding to the other .
'. e ) ' * ,I

" M * 9 - » N

dimensions. Psychiatrigts Nave noted that physicians felt uncomfort-

-+ ( L

A able\;hen forced to-withhold aid from a person suffering physical dis- .

comf t but not 80 uncomfortable 1n the face of an anx17u§ pqxlent.
~ frdm whom aid was also w1thhold. . ' . . -
s 5. hat the number of. complalnts affected the scores of the 1nd1eators

” +

of hollstlc.care: 1 expected tﬁe physicians to obtaln larger
) J ) “'

L . » a’ . - . . . -

-

-

’ s ' e ..




i ' - ‘o

«
proportlons of perfect scores for patients with £&w complalnts and

smaller proportlons of perfectoscores with more complalnts. ﬂ_ .

Q

6. that who 1n1t1ated the v1s1ts affected the phys1c1an s scores on

2

kndwledgeﬂ At a meeting: of the committee of experts, one participant
r

:fc}t;tﬁaxethecphysician‘s reason for arranging a foldow-up visit ought

[cd - -

to be assessed.. They believed that many'follow-up visits became a

- habit. The physician knew what he wanted to accomplish during the
. - ¢ N
visit and he often failed to reevaluate the patlent s needs simply be-
? ! . ., cause the routlne was set. On the ba51s of these ldeas, I expected

S

a

+ lower scoresyan physician's knowledge for doctor—lnltlated visits and
. . M,

. .
. L

o - higher scores for patient-initiated visits. \

°

' . 7. that duration of care and.completeness of family cake ﬁ;re related - .

-

. RO . . ) «
b to the scores of the indicators of holistic care. .I expected that care v

! < .
i of total families and care of long duration would'sthvHigher scores
‘/:,\ ' U‘..,"ha.n care of paftial, familics‘é"r of shc;rt du'rationl./ . ani';y medicin'e R
R ‘ .ﬁ&as stressed' the importance of contiguit; of care anJ'of family care.
. ) : T@ mf'prerqgé no asseSsments‘cf the;qffec: of these éttribc{es’have
- ] ;7 “ begg made; although_severaf writerS<Lavq mentioncd such‘a need (WOlfe
_ . qné Badéley;ll§52; Last, ;965). ,- ’ .
‘ T 8. tkat age and educatiohgcf the Patient ﬁece associa?éd wiéh the scores '

. . ., 4

L

on the indicators of holistic care. Bart (1968) and Korsch et al (1968)
’ . e;

. have cyldence -that younger and better‘gdugated people pOSSess a, dlffer— .
s ; s b . @ 2
2 . 4 ent vocabulary of dlscomfort" from older “and less well educated peaple. -

, On the basis ¢f their findings, Igpredict that the younger and better
. N oL - - . . ﬂ, - . e . : :‘1,
P educated patients the higher the physician’'s scores. However, my enthu-

] ) ‘ . .

T ‘ siasum 1fo'r- the prediction was inhibited somewhat by a contridictbry find-

. . . . ‘ . : 4 o
ing in an earlier study of mine (see-Appendix II for the report). .

- e




. : ‘ ’ ’ -
- g .
‘ \ N - . - - y;' . . )
) 9. that the five physicians showed differemt scores on _the indicators

of.ho%istic care. Although the five physicians practiced togethqaland

[

v

. L
were all part-time teachers of family medicine, I expected their indi-

vidual interests and styles to be reflect%d in varying scores,

»
< »

10. the indicators of holistic care were related to the outcome

o r] - ‘ . .
measures, of satisfaction and recovgry. 1 expected better satisfaction
- &

o and recovery for patients whose physicians had higher scbres.on the _ - .
L) .

Al

+ indicators. ave believed that holistic or comprehen- !

4

sive care made a difference to the patients, Several writers have .

TL—/’&_;//{ g;Q£3Ed for studies of the relationship between the interpersonal as- -
» .

Dects of patient-care and the outcomes (Barro, 1973; Donabedian, 1969;

‘ ~ Gross, 1974). . - ’ ' .
. ' / - .. ’ .
. o

-
*

5.2. 6;terminanté of the Patient's Evaiuhtign of General Progress

e
s

The purpose of this analysis -was to discpver which of four X wvari- L.

. ’ ag;es (.xl = recovery from discomforf, Xy® réccvefy frpm wo;ry, X3 =
. ) ~ ° ‘ -
‘recovery from disturbances of daily living,.x“ ='recovery from social

problems) had the most influence on the y variable,‘tﬁé patient's ewal- -
. nation of’ general progress. I sought an explafation of the meaning of

patients' responses to the assessment of general progress and, as well,
. te

¢ ¢

1 wanted to know how effective each of the four was in Qpedictiné the

I -

> . .. e &
’ ’

general progress. v .
) . L » - . ‘ -

For this analysis I chose the linear discriminant functiop,'de-
fined by Sngﬂ?cor and Cochrane (1973) as, '"the linear function of the ¥

that gives the smallest probability of misclassification" (page u415).

@ 3

.+ . i  'The computer. package SPSS was used (Nie et &1, 1970). The x variables e

were entered into the equation in a step-wise manner according to

.
- . . . * ' - . ]

- ~1 - . .
. .




r

’ . o specified criteria. e output‘?!om the computer package which was. of :
B 0\ .

»

interest to me ingluded >,
1) the significance of the discrimingnt_function - whether all yx R Co

. variablés taken together argosignificantly'related té the y variable, v

~  the patient's evaluation'of general pi gress.

2) the orthogonal discriminant functjon coefficients - the coeffdcient
for each x which describes the strength of its relationship with ¢ when
. . - © < * - ’ .

H

all the other ¥'s are held constant. - .

\.,
3) the accuracy of the distiminant'function - the extent to which the
function accurately predicts. the true vglues'of the y variablé, general
progress. The predictive accuracy is often expressed, in terms of sensi-

tivity' and speci{isity of ﬁhe equation.

4 -

Because the discfiginant function analysis - SPSS - ignored cases
with missing datd when -generating the discriminant function, only a subr
. , , ~ . IS

. group of. 108 patients who had legitimate values for X1 to xu‘inclusive'

, . ., were analyzed. The subgroup of patients who were included in the

~anal§sis were those who had indicated they were bothered by discomfort,
‘ ' , B P
L]
WOrry, disturbance of daily living and social problems. For all of the_|,
*

P
» 3

four dimensions these pat{ents had some probleﬁ from which to recover.
. £ '

'y - Those patients who were ‘exclyded were bothered by only one, two or,

s three. e ' ' \

} 8

. 5.3. Comparison 'of the Three Measures of Satisfaction

; . V- . . : -
There were three versions of the same guestionnaire for measuring

the patient's satisféction: the first called personal, the second call- -

. LI . . . 3 '
. ed intermediate and the third called %;ner31% To assess differences in
/ RN T

C .

response-patterns on.the three types I used the median test. The
¢ ' ‘.




R >

"discriminating power of the three types was estimated uéing the integ;
. L . < R : H
quartile range. Their reliability‘wasreflected<5?¥dg>split-half reli-
: Sy’
ability coefficient. .
[N

‘5

The m!étan te;t%haé been described by Siegel (1956) as a'proée-

v

o &

dure for assessing differences in central tendencies where /scores were

at least ordinal. The satisfaction que;tionnaire.waé‘devéloped by .
< . ¢ "t o ! ' . .
Hulka et al.(1970) and Zyzahski et al.(1974) according to the Thuv;kyne

Mgthgd for e&bal'appeariné-intenvais (Thurstone reprinted in, 1970). ,
The scale was devised by_cgrefuily following the ﬁrocedg?es laid down

3 [ K c ,
by, Thurstone and in su™ cases further tests of scalabity are mot re-

¢ . . .

commended (Edwards, 1957; Scott, 1968).*' Therefora, I-had confidence

that the median test, which required at least ordinal’' data, was an-

apprqpriate one, Thé median test required'that each of the three groﬁps ‘

-
o

of patlents be d1v1ded ‘into two; those w1th scores above the median for
. . -
T all groups combined’ and those wlth scores on or: below the medlan. The

’

. significance of the differences in the dlstrlbutlons ‘was tested us ing® ;'

- o
.

the ¥*.: e | . ' o " | .,

e
1

— The discriminating powerr of the three questionpaires was assessed

by the éispepé%gg of scores$ Any méasure.which could not-@isc%im?néte“
very well wéufd show ;fﬁres grouped in a narrow range., For dafa which
d:ere known toﬂbé.nogpally Q§stributed the apgropnigte‘statistic‘wopld
‘: have been the:vériahéé} ,Howe;gp I was not wéiling to aésdﬁe;bormaiity
. because of the d;ta from én; of Hulka's stq&igs (Hulka é% al41971).
fTherefo#é Isused the int;rquartile ranggﬂfﬂThe'scgres w;re ranked.and ‘

K

the scores of the 25th percentile and the 75th percentile defined the *’
’ - T - ',4. ' '

LI :
s - limits of the range. T . . , /}
Al

The reliabilities of the questlonnalres wenggassessed by comparlng

- ) . - . ‘C{_' ’

v . -
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ﬂp N <. . . . . ' : y
s ) o d o /&JF“*% ‘ °

S scores of randoTij gslecfed halve?ﬁgf the questionnaire. To ensure that

~

€ -

.

o ’ the whole range of sca;e valres wai réﬁ?e§ented in ?oth;halves,;{‘
,raqk‘ed‘the sca.l‘e values, theruji ,ghose‘,c':p‘_e from g;ch.pair with c'lo:est .
’ : sc;le'Qalugs. ,The‘épf;;lationfb;tween the sqprdé from the twobhalves‘ N
Qywas'the Spearm;n ;ank correlationiwhich was suitable f?r ordiﬁ;l data. a
' ' ‘ A \ ‘

' To this. cbrrelation T applied the‘Spearmén-BnggQ correction in order .

L4

to estimate the'reiiébility of the fulIilgpgth fést (Guilford and

. ) + . b ‘.{ ) i
* Fruchter, 1979; page 415). L N ) N >
. LY - . ?
_ LF} 4 . .t . .. ..
- g . . c i " L] . . L M e v ~ -
. . . . L. . ’ . PR , - o
| . . 5.4, Re¥ative Rates of Positive Outcomes o . ~
— — - .

’

s k] . < o X . -!’ i
In ofller to aSsessk?EQTassocia;idh bethween the indicators of physi-

-
-

ciaﬁs"resanSe‘to patients' probilems ahd‘pafien;é' recovery, pin addi-
' - , ) : L N g :
tion to the xz‘tqst of sfﬁtistica%.signifi&ance, another Weasure was

. Pl

That measure was the relative odds ratio; the rétib of the rate ..
- G . CoL
d%.posi%ive optcémes,amoﬁg those patients_to whom the physigians“be-

-~

; sponded and, the rate aﬁqng those tofwhom tid physicians did not %eépond

s ' . . 4
JkMacMahon and Pugh, 1970). It was calculated from the following table:

£

L s
\ T N .
. L ]

. g e / ) . ) -
Physician's Score on
Response to Discomfort ’ Con Rgcovery
. Co ;(? . - ’ ¥ ' , , . [
.0 . y e Better .Same ‘or Worse |[- *-
. o - . !
’ N
' ' -] I " .. y ) Y N 0
100 %.responée a’ ‘. b ,
- 0'; . -~ . v g . ’i . » i ‘ .
, . L . j ‘ 1 IR
{ B » , o
B o e, ) a : ] ‘V/J .
‘ . 0-99% response - c ‘ _— d ,
- ” ¥ ’ & " o ) b - . "
. . 2 : .
o A - : <
R . . R B SR | . .
- »,; ’ ' ’
, N .
e p T - - 11 0 -
» ~ " . ¢ I3 , - N
. = \ . ‘ "‘1:
4 L g “ - e . AR .
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Chapter six . . ST

2 ~— —  _REsULTS : ' ST

’ -6.1. Background

Table 4 shows: what happened to all 462 patients th were asked to

-~ cooperate in the stqdy. Two hundred and ninetyrnine patients were follow-

L

ed to the conclysion f the collection of data. An estimate of the re-
' sponse rate weuld be 2367:ig~uu or 72%. This is an underestimate be-

‘cause it assumes that all of thé patients who refused or missed'thi'ini-

-

~ tial interview were eligible and this was unlikely. I . Oy
- b. i . ~
Of those patients eligible for follow-up (319), only 20 or 6.3%
, were lost. Tbe‘reasone.for loss were:‘ 1) death after in;tial ques¥ﬁodf

. -naire, 2) changedfgp doctor in another town, 3) missed on advice from . =~

’ follow-up interview, 6) refused pgrmission to look at their medical-

. a S [ . i
~ ) . B »
Co — -
P

7 ”i -
- 4

e thoseowho refused or missed the initial interwiew. Three characteristits. ‘
were assessed: 1) patient's age, 2) patient's sex, 3)'the doctor; I

~‘e . A

found the patlents of one doctor were overrepresented rn'the refusers
'and in the group of,patiengb miﬁsqd due to a reason gived'bywthe doctor ' 7““‘

or nurse. In addition,older patients were overrepresented in the group
- . C R - .

whoé were missed due to a reason. This is not surprising since senility
’» :
'S '

f was fnequeﬁtiy a rﬁasgn suggested by the nurse or doctor. There were

s ¢

' no differences between the 299 in tpe study and those missﬂﬁ~by accident.

In concluszon, the patients who were followed and who prov1ded the

L o g _ o S \\
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. the relative rate of positive outconfes was ad/bc.
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. 6.1, Background /( L o - )

~

~

-

Table 4 shows: what happened to all u62 patients th were asked- to
cooperate in the stqdy. Two hundred and ninetyrnine patients were follow-

; -® - 3
ed to the conclysijion b:é:gg-collection of data. An estimate of the re-

' sponse rate would be 298/462-44 or 72%. This is an underestimate be-

»

‘cause it assumes that all of thé patients who refused or missed'thirini-

tial interview were'eligible'and this was unlikeiy. ) T T S
4 - , R

Of those patients eligible for follow-up {319), only 20 or 6.3%

-

were lost. The‘reasone.for loss were:‘ 1) death after initial qUes¥ﬁoﬂ— .

- naire, 2) changedTEQ doctor in another town, 3) missed on advice from

<
e M‘t

those°who refused or missed the initial 1nterVLew. Three characteristits:

were assessed: 1) patfent's age, 2) patient's sex,.S)'the doctor; I
! ;,_'u' - - a

fouda the patlents of one doctor were overrepresented “iw the refusers

and in the group of patlengﬁ miﬁsqd due to a reaéon glveﬁ by-the doctor

-r

or nuvser In addition,older patlents were overrepresented in the group
[ ]

-

wh@ were mlssed due to a reason. This is npt surprising since‘senzl;ty
r - 2 -

was frequently a rhasén suggested by the ‘nurse or doctor. There were

no differences between the 299 in tge study and those missﬁﬂ~by accident.

In conclusxon, ‘the patients who were followed and who provzded the

"

' ’ Cut , t | 7. 6 . ..4 ' | ". . ‘
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. o TABLE 4 “ ! .
e ¢ T
) . ’ ) - N N ) , j
Distribution of Patients Asked to Particifate in the Study
) N L . ' ) l' : ) '; °
S . f
. J > ,
s -, g -
; . ‘{ s
. ‘ ) ‘-‘J . N' ‘i %1 &«\
N\ ’ L B A ) .
TOTAL NUMBER ASKED TO PARTICIPATE ' ‘462 ‘ 100,0
Patients, who refused the.initial interview ' " 45 " 9.8
Patients who missed the .initial interview . 21 4,6
because of an administrative error ////{1 , | ‘
- Patients who missed the initial interview: .. I 7.1
becausé of a reason given by the doctor : o
© 4 . or nurse . o= . s
////// Patients who were ineligiblé for follow-up s 9.5
Patients. who were lost to follow=-up h 20 4.3
Patients with Eéﬁpleg@ information © 299 - 64.7
/. e o . - ..
Response Rate Among Eligible Patients * - - 299 . .
’ c 5T ¥18 ‘= 72.0
) =4 P
e
- )
' ! .
‘ l\ g
i . P
\ / ®
\J 2
l. * n f "’ 1o v .
0 ’ ]
- ¢
( d-" N .
ot AR A R
. - K :i '°f?§gmi,ﬁ‘« , c . .
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information upon which the analyses were based, were sombw 3} younger

and"less likely to have|attended doctor #2 than were the patients who

, vere not ineluded in the analyses. ¢ e =
' L ]
) N * 3 . “ G . .| .
The demographic characteristics of \the patients studied are ‘'shown
!
ed:zharr youngersor ¢ld-

e'r, female than male, df limited education and most ot‘ten born i‘ﬂ’.“

in Tabie>5. Patients were more often middle—ag

Britain, Canada or the |United States. In spite of the fadt that my

.o,

sampling procedure was not designed to attain a sample representative
[ ]

x

‘of people in rural Ontario, I was interested in the comparability of

" the patieﬁts,and the powilation. I shall deecribe the 'c_omparisod rat.her

tha'n' present" th‘el‘fhigures in a'ta‘ble.' I found that the 197} rural pol':'}x: o
lation of Ontarig over 25 years dlﬂ v;as more. often in the iroun‘ger age )
gro'up than middle age or _%lder. Th: lower levels of education 'in the

.« >

- patients of the study compared with the ‘population was likely explamed
by the older age dlstrlbutlo‘n. Unfortunately the Ontarlo flgureg_,dld

not mclude ©ducation for each age level so that _age ad]usted compari- T
i o~ o "
.sons were not possible. In conclusion the’ middle aged 'and persons | __ §

with limited education were overrepresented in the sample.

Table & Shows some characteristics of patient's at the time of (I:he -
&
prel:.mmary mterv1ew.\ The majorlty of these visits when the patient

entered ‘the study were 1n1t1ated by the doctor. This suggests that

-— A

ed closely by’ thelr phys cians. The largpst, proportion of patients had -
. ' ? .- T
two complaints to present to the doctor. Approximately eqgal propor-

tions had q, '1, 2, 3+ -soc¢ial problelhl.‘ The largest proportiqn'of

. ;‘ s patients had one discomf t, worry, or dlsturbanCe of daily llvmg. It
o S . ¢

s would appear that the sampling procedure was successful in ggthermg

*

¥
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= TABLE 5
;‘t « - ) ) .
e e e ) -
°t%ﬁmographic Characteristics of the Patients
L 7o
. ¢ 'b’ L ‘?f
-
1] }
. ) ) : 3
Age: . ! ‘ T ) N
= . ' . - . ‘
25-u4y .o .- - 60
-+ 45-84 . . p - 143«
L L K . , 96
TOTAL . . e . 299
L .
Sex: - 4 '
Male ) . 12}-‘ I
Female . 175
TOTAL, . L : 7 299
. ‘ ://’ - ? o °
Education: ' | : § o - ¢) ¢
Grade 8 or.lewer J o Y198
Grade 9-13 i . ) 76
Further Education | ) w0 ‘ . 24
TOTAL . ' . + 798"
- - : > ¢
Country of Birth: ot <
) ' I T .7 - .
S -
_ Canada, Britain or USA . 281
"~ Other . - ' 12
TOTAL ) N , 2937

*Differences from 299 due to information unknown.'

~

Q

AN




s | TABLE 6 %

- . - ) . 4 ' A “/"' - ’ !
s & Characteristircs of the Patients at the Time of the Preliminary Interview
. . ' .
i ° S 2 j N . ¥
~Who 'initiated the visit? - . o
"+ .- " Patient’ - ) L 61 20.4
R * Dogtor \ . o ’ 238 - 79.6
TOTAL . . ‘ . * 299 ‘ 160.0 ¥ .
Nunhber of presenting complalnts- 4 : '
" One .- ’ 92"’ 30.8
. Two % - - 126 42.1  °
Three plus <. - S - 81 S 2701
*  TOTAL ‘ T ' 299 " 100.0
N o ' . . : : )
. Number of complaints with discomfort: - A .-
. ‘S Zero ' .31 10.4
.One o - 146 48.8
v Two | C - ‘ 88 29.4
Three plus o , 34 - “1l.4
« TOTAL . o , 299 100.0
Number of complaints: w;th worry: .
. . , Zero . e T lo4 - 34.8 .
: ./ One - ’ S . . 126 - 42.1 . ‘
Two - ' ) . S w6 - 15.4 .
Three plus ) . Tae 23 1.7 ,
. TOTAL v , N . , 299 . 100.0
.7 Number of complamts with Dlsturbance in . . ’ ’ ‘
.Daily Livingi | . C -
Zero - : 103 4.4 .
. One - - ) 133+ -ub.5
Two . s _ 48 16.1
Three plus 4 15 : 5.0 ».
TOTAL ' . C. T 299 ©100.0
“Number of social problems present:
R None i . ) 70 3.4
©. One . .77 25.8. -
. Two . . 63 21.1 ..
’ Three plus ’ . 8. . 29.7
TOTAL - oo 299 100.0 :
P ‘ ' /\ §
. (" .
, s -
-
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into the study patients _wlg had mu;ltiple preblems. : ) J

. We see in Table 7 égme of the characﬂteris‘tics %f the patient'S"
utxglzatlon of the phySLGlans' services. fhe majority of househoids
_had all ‘members attendlng ;he medical group and sl;ghfiy less than 50%
of the household® had all members attendlng one doctor of the group. ¢

’
Most patients had attended the group for ten or more years, However,

'. the largest proportion of pétient‘ad been with their current doctor -~

A

=3

only ane year. This fm@ng suggests some mobllJ.ty of patients between - .

- the doctors of the ,group. “I’-he patlents ;n the study tended to be fre-

quent visitors to their doctor: only 10% had not visited recgntly', i.e.
in the' six month pefiod preceding the initial interview. The amount

.of movement of patients from doctor to dogtor is illus¥ffated in the,find-

ing that 16% saw more than one physician during the three month follow-

§ ’

AP pei-iod. 2 o - _ . .

Table 8 shows the %quency of each of the 13 chronic condfitions

listed as critérj.a for entrance’ into the study. This tablg displays the
~ " .

'frequency of each chronic com}ition whetlier_ the patient had. that condi-

tion alone or in combindtion with ether listed conditions. One hundred
and twenty (120) patients had a single chronic condition on the list

and the remaining 179 had combihatiops of two, three or four of the

‘listed conditionms. . , N L

The most fz:';e.quefxt chronic eondition was c;b?es'i,ty;, noted in close to
half .o; the patients. More than three-quarters of the. 124 patlents
with obesity had- o‘thér Jt.xs;ed chronic cond:.tlons as, well. '. .

The goa’; of 75 patients pef physician was Approxmatéa for fo'u;'

physiciané. These four entered 58, 68, 71, 78 patients each. The

. other physician, young and new to thé group,had only 24 eligible patients.




. TABLE 7 ”

1 L . .o T -

Characterlstlcs of Patient' s Utlllzafion of the Meélcal Services

- s
- x

. : pe

\

1]

Differences from 299 dug’to inférmétion unknown.

e

® -

!
!

v

" ' . * P2 o N
L Completeness of Family® Care by j?e Physician ;
Minority attended this physician 72
# Jajority attended this physician A 83
All atyended this physician 135 °
. TOTAL 290"
CompleteneSS of Family Care by the Medlca Group "
s L I Minority attended the group . ..
. Majority attended the group - . 28
All attended the group - 1261
tpTAL ) ° 293
JDuration of Patlent Care w1th the Physician. 77 5ot
‘<1l year_ . . ﬁ#f{ )
-1 year ) 98
- 2-4 years ) 69
. 5-9 years S " 68
.o 10+ years . > 56,
S ' TOTAL ~ - . : ] S 293%
Duration of Patient Care with the Medical -Group
- - 1 year = - , 29
2-4 years 19
5-9 vears - 46
10+ years g - © 199
TOTAL ‘ = ‘. 793
Number of Recent Visits to the Physician”
S0 L. . 28
i T . ’ 45
2 59
. ’ 3 4 - * 61_
u 35
v 54 ‘ B 60
TOTAL‘ . ) - 288
. . ¢Number of Phy31c1ans°seen during Follﬁw—Up Period T
: One Physician ' 250
More tharn one physician ‘ .0 ; 49
7 o TOTAL ' ‘ ' 299
'?“"w.-.,..‘“_ g y, * . . ’

precedzng the visit when the patient entered the study.

' #

%

24.8
28.6
46.6

10006 "_

Recents visits refer tQ those during the. six month period immedxately



TABLE 8 o ' . .

- »
. Llst of the Chronic Illnesses uhich Acted as Critéria for Entty
e s -7
- - of Patients 1nto the Study and their Pr-equenCJ.es
N § . F patients % patients
- with the with the
chronic illness chronjic' illness®
. Obesity . T299 - - . gy " u41,5%
Chronic Hypertemsion .299 83 . 27.8%
* - Chronic Bromchitis & . , N ' |
*- Asthma-- <+ - - 299 51 17.1%
. V—ar,icosé'veihs , 209 . . ¢ .m . - 13.7%
‘ Congestive heart . . , ._ Lo . -
N failure . 299 38 - 13.0% -
. . , . B .
Other heart ailment 299 PR T- T . 13.0%
. -, ¢ . °
Diabetes - 299 - . .36 s . 12.0%
" Chromic Arthpitis _- _ 299 35 11.7% ~ ~'
. . ‘ . o .
Chronic back paif . 299 : .33 11.0%
- N C . . I3 - . ) ‘. - ]
T e Ischaemic heart disease 299 22 ) C T u%
P . ' - . . -
?ﬁ%:_ﬁ’{;‘ C Chr . B * .
IR onic ulcer - 299 ’ 19 7. < 6.4%
Chronic skin condition -298 EETIE . 3.7%
. ‘Stroke ® . 208 2 C0.7%
\ . - ) M}
~ S . !
uﬁ‘ = " ) ) ¢
) *31's do not add up to 100%. becausb patients could have more than one
. chronic illness on.the J..Lst. . 0
2 ‘ \ - .
L] 2 ¢
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In summary, the patients in this stu@y°wgre°not'representative of

+

" the population of rural Ontario, were youngef than refusers and missed
» ‘ - -

patients, had complex chronic problems and presehting complaints, were

being followed closely by the physician and had visited the group for
- . -

a long time althdﬁgh they tended to change doctors within the group.

s

6.?1. The Eleven-Indicators of Hoilstic Care

6.2.1. Distributions

The distributions.of scores were not” expected to be similar from

¢

one indicator to another. 1In particular I expected the scores bn knowl-

edge of and response to discomfort to be higher than the scores of knowl-

* ’ . ’

edge of and respofise to social problems.
. Table 9 shows the distributions of all eleven idﬁicators. Under
> the cplumn labelled TOTAL, the ﬁumbéq of patieﬁ%s receiviné 5 score fof
the indicétors.varies. Patlents who had no dlscomfort for example,
could not be scored accordlng to whether the phy51c1an had knowledge or

o responded. Only the 268 patients who said that they we;e bothered by

4

. discomfort were scored. Similarly for worries, disturbances in daily - .,
. P :

Iivi;g and social problems. The percentage—of perfect scores (l,e. a.

scere of 100% was perfect) was higlrest in the indicator called phgsi- -
, .

< - ' v

: . . ~ .
] ~ -5

cian's response to the patient's discomfort. The first five indicators [
dealing with- various kinds of knowledge by the physician showed similar z
' |
!

proportlons of perfect scores, around 40-60% with perfect scores. _'k '

Moy -

Eﬁbwledge of the social problems showe& low proport;ons of perfect

i
?
_scores relative to-the_other lndicators of kﬁowledge, around 23%." The . L
1

- -
. . +

. indicator§ of the physician's resﬁnqe:??ad perfect'scobés less. than . {2

- . 30% of the timé with the exception of the response to dlscomfort
j % p: \u wf"’ .
. . . ~~ ‘ . .
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; ’ ™BLESY ~ - o
. ! . , 9 . v
. Distribution of Scores of the Eleven Indicators of Holistie Care.
.. . ‘ y - - L d N . " :
Y . ‘. . R . - ‘ /
. . - INDICATORS SCORES . - . )
- ’ . . . ’ <€50% . 50-99% 100% Total
g - N N N N N
’ x ]
& e % % Y- - e -,
w7 T e : . P )
1. Knowledge of Cemplaints Clow 139 ‘ 299 -
. i , "34.8 ., HE.S 100.0 ' ‘
- = o " . T
A 'Awareness of. Patlent s 103 124 . 299 .
Concent - 34 .4 ) 41.5 106.0 »
- 3. Knowledge of Majgnitude 62 132 268*} . g
- of Discomfort ) 23.1° . 49.3. . 100.0 :
— - - . .
T u. Knowledge of g,nltude g _. 107 195%% *
" "of Worry 18.5 54.9 100.0
; 5. Knowledge of Magnitude of ue 28 . 122 ¥ 196 RN
- bfsturbance of Daily Living 23.5 4.3 62.2 100,0 -
: : TR . dededs ‘
6. Knowledge of Existence of 116 60 . .53 229
Social Problems 50.7 ° 26,2 23.1 - 100,0 ° 'f
7. Knowledgé of Magnitude of 118 S s 52 . . . 229 - -
. Social Problems ' 51.5 25.8 "22.7 100.0
8. Response to Discomfort *1e ' 17 . 241 . 268,
’ o . 3.7 6.3 - - ©89.9 100.0
P ' 9. . Respomse to Worry R S T 14 .65 195
- o - - S 7.2 -33.3 %00
. ' ’ . ’ ' ‘ - i -' " ) ®
10. Response to pis¥urbance of B S-L I : 13 .. 29 .. 198 "
-+ _ Daily Living 78.6 - 6.6 - w8’ . 100,08 °
.11+ Response to Social Broblems 153 . .27 . - u¥ - 229
. . , . 56.8 : 11 g 21.4.. - _ . 160.0 : 2
r' T - : ‘ ) ." B e e A i
- . L .. e S -
et . t of 299 pa'tlents, 268 menticned dlscomfcrt at the prelimmarv mter\uew
: ‘ w4
) . Out éf 299 .patients, 198 mentioned worry at the prellmlnary mterview. e ™
'/-'-: . et f -
o : Out of. 29‘3 patzehts, 196 mentioned dxsq.lrbanﬁe of daxly llv;,ng at the prellmmavy
. . interview. v . . S ) . !
t - ‘*“ . -
- LR ‘ Out of 299 patzents, 229 mentioﬂed SOCial problems at the pre,l:.mmary mterfvxew. .
T * T “'#“"‘j‘“*_—*'— —th* T ; - - o
et e . . . .‘,!' ‘\:” bl '
. . "' i - » . o - 2 ’
‘ . A . . = K : ’
e - . < * R
' e » no . s ’ o
). . - v Y - N R .n
" ) ". ‘ ‘ -, ,." . } a | .
e e s ‘
‘ ) i , B - L -
» . s - s ' o - - :
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which showed the- highest proportion of perfzét scores. The lowest pro-

portion of perfecf scores was the physician's response to patient's '

s . . 3 3 - *
disturbances of daily living. .

.

2

6.2.2. Intercorrelatiorf®

Table 10 shows the intercorrelationg of the indicators of physi-

cian's knowledge of the patiexits.~ They were high for knowledge of dis-

. / ’
comfort, worry ang disturbance of daily living. However ‘the correla-

tions between knowiedge of social problems and other kinds of knowledge

were low. This finding,which was supported ‘in an analysis dgne speci-
_fically for each-doctor along with the distributions of .scores in

‘Table 9, underlines the unique nature of social problems in the context

of family practice. Such problems ma& be viewed as different from

" D .
other aspects of patients' problefis by both the doctor and the patient.

For the chronical})yill patients of the five participating doctors,
N S . - "-, ; L
.the message wHich was elicited from the patients in the prgliminary in-

v
o

terview with the researcher, did not get across to the doctor. Knowl-
]

a .

edge of the existence of social problems ﬁas,pighly correlated with

: I
knowledge of their magnitude. It would appear that whenever the physi-

. . . . . . . -
cians obtained some information regarding the social problems, it was

accurate. . i ¢

e

~

Table 11 shows the intercorreiations of the indicators of physi-

. '

clan's respoﬁse. For all the doctors taken together, the correlations
14 * . .

were low. Doctor épecific analyses not shown in the tables, aemonstrqr

ted somewhat higher éorrqlations than the analyses o6f all doctars pool-

L4 ¢ .
iy

ed. The analyﬁ%s'revéaled diff;rent patterns of responses for eaéh

dogtor. 'Although the numbers were small .and' no firm conclusions could

[

- -
- '

p . N - h . *+ ) ~ . !;

“n
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ﬂCorrelations.Among Indicatorsuof Knohld ge - All Pﬁysiciaﬁs

]

TABLE 10

.- ~
4

X
oy .

J °
s o . -
, ‘ . V] .
Knowledge of]| Knowledge of &nowledge of | Knowledge of
Magnitude of} Magnitude of Exlstence of.| Magnitude ‘of
i Worry Disturbance of] Social Prob-| Social Prob—
— v, Daily Living, Pems lems ' ‘
Knowledge of <,001i <.001 .06 .o
magnitude of - | 0.ug *¥ 0.61 0.20 0.22
discomfort : "
a e "’u ’
Knowledge of - c - 2,001 A .21
magnitude of o 0.65 0.1 0.19
worry . ‘
| ;) -
’ ) =)
Knowledge of . - - .88 .65
magnitude,of - ¢ 0.09 7.0.12
disturbance ' - .
of daily ., . . U T :
« e { ’ iy 4
living . . S"
» L 4 f .
| s
Knowledge of - - - - : B <,001
existence of y . 4 « 0.81
social prob- . " . -
lens "y tel "
¥ —~J > o=l :
h 'y ) \ . ,
*ievel,ofpsignificance or p value . .-
*%contingency coefficient * IR
- » ;‘ .
. . o o .
. \ v f ' 8
b ;(gq \' [§] +
4 -
~ ‘ .bf. J
i ‘ 4
3 .

v’,‘



Correlation Among In?icators“bf Respbnse
’ -t :

Response to discomfort

Response to worry

t

'Response to disturbance
- _ of daily living

Y

- \

*level of significance or p value o .
**contingency coefficient ‘

* TABLE 11

Pl . - =

‘
'y

3 . . -

Response to| Response.to| Response to-
 Worry Disturbance| Social Problems:
of .Ddily ‘
Living, - °
.62% +39 .28+
0.12%* 0.15

- i .55 h L.".'
0.13 M

r




Q ”~ ' ".. I - ! i

' ' - : . - - -

be drawn about the pature of the'patterns, they varied*considerably.

For example: for doctor”#l respornse to WOrTy was p051t1vely asSoc1ated
-

e’ with response to 3001al proplems-'for doctor #2,a negative relatlonshlp

\

between response to discomfort ‘and to social problems ‘was ev1aent° for -

2

* doctor #S,responses to disturbances of daily living*fere correlated .

. (3 ) ) “ Sy, k'v.- R . . o
with responses to social problems; doctor #5 showed a pésitive associa-
¢ ) F} ) e 4 *
%ion between response to discomfort and response to social pmoblems. )

’ - : -

These variations suggest that the indicators of response have been sem-

. - . ——a e o
-

“gitive enough to reveal differept styles of ppraetising family medicine.
4§ ) S Tt W . ‘

o : We see in %able}l2 the .corr tions between indicators of physi-

-

cian's knowledge of the patient's probl

problems. The correlations were all statisiieslig\§égnifi8ant{ No one

and his response to those

'a#pect of the patlent s problems shoWed a cobrelatloe\\\\kedly greater

( ' ot

tgan the others, I had expected thqt the relationship befwben knowl-

4

'eége ané fesponse wouid be fteonger for discomfort than for the other
. aspec#s of patieﬂks}:ir Jems. Theee was no ehg;oEt;%or my hypothesis,
indicfafing that the- fivi peysi_eiag? were. ebx:;eerned;a;;out f:'eliey_ing' o
§ociel problems asfweli as discomféitf e A‘._ .,
_To:sﬁmmarize,wthe‘fiqﬂings centribute to arpicture~of femily doc-

- ‘ -

_ tors working on complex problems, having ;ﬁaividual modes of manage- -

ment, Lhewing rather different and less Jimpressive pétterns of knowl-
— ) 1 . - ' ’ < - “
< ’1bdge of secial problems than of other manifestations of the presentlng

-

complalnts but con81stently tending to translate the knowledge they

R dld abtazn znto action. T j, - , ’

-y

i

~ } A o

. ) 4 ) < “ * -

6.2.3. Indicators'and the Number of Complaints .

We already know,from the descriptifn of the scoring procedure for =
N , . ‘ , )

-

©

-+

a

-
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) 3 - TABLE 12.

&

Knowledge of magnitude ofodikcomfortr
and response to discomfort

-
il

. Knowledge of magnltude of worry _and

response to worry |

o , . |

o
4

v : ¢ -
Knowledge of maghitude of djsturbance
and response to dlsturban e of da;ly

lzvxng s
. Knowledge of magnztude of sog;Ll prob-~ -
' lems and response to social problems
B .
, |
- S |
- .
-~

;
»

Level of.
Statistical

-;Corre&§t§ons befyeen Ind ‘ators of K%ow;edge aed Response

Significance
3

<.001 ..*.

<.001

~ .01

< ,001

-

L

°

a
v

°
— ~

Contingency
Coefficient
0.32 -

0.33

0.25

0.35 !

30.
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- A\
.the indicators of holistic caré,flat the scores depended upon the number
| , 1 :

. " l | ’
of complaints. BHeyond this charadteristic of the scoring procedure I

expectéd the number of.complaints presented bygthe patiqpts to have an

- -

~ . .
effect upon the scores of the indicators. I suspected thagal'e larger
oo

the number of complaints the lower would be th# séores. To evaluate
i ‘

1) - _ ’

this hypothesis,eleven crosstabulations were a#alyzed: The-results
|

. ~are summarized in Table 13, It shows that in hll-éléven crosstabula-

~

< .

-

thlons statlstlcally 51gn1f1cant negative assoblatlons existed. The
crosstabulations themselves revealed a strlklng result. Table 14 shows

"one of the‘crosstabulations as an illustratioﬁ ' The other crosstabula- -

tions concernlng indicators of knowledge are élmllar. In Table 1lt.we

see that for patients w;th-one discomfort, the physicians were most
often aware of it. For patients with two discomforts, the physiéians

were most often aware of one of the two (giving him a score of 50%

» -,
/‘ . .

-~

.

known), For patients with three or more discomforts, the physicians
were most often aware of one or none of the three. This finding sug-
gests that either the physicians recorded and remembered only one com-

‘plaint - perhaps the most pressing-$ne - or, having elicited one Som-

plaint from the patient, the physician did pot attempt to elicit any

\d

" more -than that one.

¢
'

12
. :’

6.2.4. " Indlcators and qu Characteristics of the: Patlents.

Hav1ng found that the number of complaints affected the dlstrlbu-

txon of scores, I 'had to consideft the number of complaxnts as a.poten-'

‘&flly confoundxng varlable. I examlned the relatxonsh;p between the

number of complslnts and each characteristic of the patlents. I found - -

only one - patients with lower education had a larger number oﬁ
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Cerrelations Between N

INDICATORS

Knowledge of complaints

Awareness of patient’'s
concept

Knowledge of magnitude
of discomfort

Knowledge of magnitude
of worry

Knowledge of magnitude
of disturhance .

JKnowledge of existence
of focial problems

Knowledge of magnitude
of social problems

Respeonse to discomfort

- L 4
Response to worry

~
.
-

Response to disturbance
of daily living .

Response to social
problems

e

TABLE' 13

N

er of Complaints and Indicators of Holisgkit Care

x- .
level of significance or p value

*ete —
contingency coefficient

“

Number ¢f Number of . Number of Number of
Complaints Discomforts Worries Social
Problems®
<. 002 a
-0.52
<,00
-0.53 ) -
£ .,001
-0,.53 ' 4
<.001
-0.57 v
I oo
o \ - £,001
7 f - . ~0.uB
‘ / : <,001
-0.u49
. r3
<,.Q01 P
| ~0.30 i -
{ * €.001
{ ~0.47
! .
|
v .002
* -0.27 R
‘.
« - T /] .
. . &~
e
..
= '
»
1 f
L ]
- 4 - * ’
, ) v
k ‘ 9
« . ' *
4.

. _r



»
.

. TABLE 14

: -
7
", ° 1

Distribution of Scores on Knowledge o'f‘Hégnitug'e of Discomfort

- ’ .
e ; Shown for Each Level of Number of Complaints
» | : N
« . " \
o ‘ |
. Knowledge of Discomfort
“ Number of Complaints <50% 50-99%  100% Total
' with Discomfort : Known Known Knowh
N . o N .~ N * N N
) % % % %
. ’ One . - oL o 47 0 99 © ° 146
. 322 0.0 67.8" 100.90
’ . ' h)
' r .
Two. 11 us 29, 88 #
12.5 54,5 . 33.0 {.00.0 .
. 'l . ¢ - : " ‘ , ) s,
: Three Plus 16 14 : Y ST
SR o 47.1 . 41,2 ° 11.8 100.0
. . . ’ [ . ’ . . . X . q‘
TOTAL L 4 62 . 132 268
27.6 23:1 - 49.3 100.0
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. ' ’ : i ' Ve o ' :
’f\“~‘47}istunggeces of daily living ~.which showed evidence of an association. L
- ‘.—‘——-'“ , —— X N . ﬂ' . . - o .
© For the other characteristics of patients, the numiber of complaints was

distributed equally in each category and, therefore, stratification by
® ) ».

number of coﬁplaints was not necessary. For education of the patients
. in relation to knowledge of and response to disturbances of daily living,
the analyses were strat#fied by number of disturbances. However, no

; change in the trends were noticed for each stratum compared with the -
poolpd data. Therefore, only the pocled correlations are presented.

a

s Table 15 displays the aorrelations of the characteristiés_of the

patients with the indicators of holistic care.’ The first characteris-

tic shown is the patient's number of recent visits (i.e. within six

. months). I had expected frequent recent visits to increase the physi-

cian's'knbwledge. We see that this prediction was supported for three

of the seven indicators of knowleage. Table 16 gives an example of

°

the—kind of trend found for one of the thiee‘indicators. On the whole

L -

the average scores 1ncreased as the number ‘of recent wisits 1ncreased.

The positive assocxatlonsbetween the number 6f~recent visits to the o

. _ phy51c1an and the 1nd1cators of the physxcxdn s knowledge of the pa-

tient protlde some suppogt,for the validity of the indicators7 L .
~ 4 ,' : . “ 1%
The next line in Tabie 15 shows that, as expected, patient and

L 1 .ddckfr initiated visits differed significantly with:regard to‘scoqés
on fhé indicaf;rs offphysicfhn's knowlédge. No asséciationaééé*fépnd .
. 4 . . -
! with ﬁﬁe 1ndic§tors of physician's‘reépoﬁgé. The nature of the rela-
i<tion§Hib.betwe;n who.ini¥ia;ed fhe vié}fj;nd the i;diﬁpfors Qf physi-'
cian1;<knowledge is illustrateq“iq;f;blé 17. Physician's knowledgq

N
R

of ﬁafients' complaints was greater when the‘patiént initiated his own

- ‘visit. ‘The difference was maintained for ail levels of "number of
. . . ’ ' i ) “

. . s .
N .
. ’ . e .
1

Y A
- .
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‘ Tt ) T L 2, e
. e e TASLE 16 . Yo ‘
. » A ' - b - N * .
Physician's Krfwledge of Existence of. Social Problems By Number s
. " -.."! ‘-"' . r) § " . N -
RN of Recent Visits ‘ .o
- J‘ .,‘ ‘,' . ‘ . . 'JQ
. : v_‘ ' ' . . i ¢ 2y
- YL Physic:}ap’$ 'Kﬁmqiedge of Existence
L e . .. "of Social Problems |
« T .
. e 'y L. o Lo
Number of Recent ° f' <£50% 50-99% 100% . + Total
Visits coe e T Known Kiown - Known :
v . - N, - + N .+ N~ , N . ’
L R I L %
'- i - - '&J’( - L] v‘ .
Zero . . v :;V 12 2 cem .8 18
) © 66.7 il.1. 22.2- 100.0
‘ s . , ~
] . . ol -
One . 26, M 3 , 3y .
76,5 11.8 ¥ 1i.8,- . 100.0
. Two o .28 9 10 7
' - ‘ . 59.6 19.1 _ L 213 8 . 100.0
. Three S T2 1 St we
' ' - 38.8 372.7 28.6 100.0
Four C - 11 -5 ou
: 33.3,_  45.8 20.8 v 100.0
SR, ‘ - ’ : T v ’
Five + ' » 18 16 13 -~ . 47 -
' 38.3  3gp 27.7 100.0
< ‘ . . . k’..
TOTAL SRt Y 58 50 219 )
‘ ' . 50.7 26.5 22.8 - ~100.0
‘4 N , '. ?-' v ©
- [} » .‘
Wt

'x2 = 23.88 on 10 d.f. p <.008 . ’
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, TABLE 17
’ “\ r T -, N

' Physician's Knowledéé:of;Complaints bi'Who‘Initiated the Visit - ¢
9 1 . .; . . . . -
° . ) AP ~ \ o : . -
‘ | . ‘
’ 2 -

f.

. . .
’ . - -
. . - N \
F g N £ ,
o~ - R
e L

‘-' Phyéician Knoklédge of Complaints X

. ‘ ) . - . . ) ) . ‘
~
.

Visit.Initiatedby: -~ <50%, - 50-99% - .100% “Total
) e Known" . Known . .- f%powp T -
% . N - NN NN . N
$ % RS T * <

-

‘Patient oy " 15 ‘ 42 f 61 "

6.6 " - 24,6~ . . 68.9. - 100.0 e
/ v -‘ . L . : N . ' ) ’
Doctor " 82 89 . - S N- 03 Lo
. ’ 21.8 37.4 EluY: 100.0 " .
A - » ' ‘) s .‘ y‘ - o ,.‘.-' ) A ._ ‘1
TOTAL .- | 56 . 104 138 299
18.7 .8 . u6.5 2 100.0 '
. e - - -“-‘ A -
¢ \_ R )

X\ ’ ’ . . i »-" . .
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recent visitg‘.

The finding suggests that physiéians pay closer atten-
tion to patients who call for .an appointmest than tb patients who he

has called back for a follow-up visit. The physicians who made yp the

. comnittee of_exﬁérts felt that physicians on the whole too often lapsed
- [ N L

into meaningless repetition in their follow-up visits. Their suspicion

would seem to' be sﬁpported By these findings. ‘
1 M ’

lations_between'patientré education and the indicators

Naone of the corre

kS

!
!
Data on tHe patieht‘s age and education are shown next in Table 15. f
. . &
were clobse to statistical significancé. One of the indicators of physi- j

cian’s response showed’ a significant association with the patient's age.
' i

B v

The older patients tended to receive lower scores on response to dis-
»
o - . N * [4
I -
i

comfort. o This fipding cannot be said to provide strong support f%r-the

SREet

__.-predictien that older and less ﬁel;-educated women would havé difficulty

wwv”:fl
et © ~ 4
‘communicating with the physicians, because the number of significant

<

correlations d%s 1 in 22. At tﬁe 95% level of confidence one would ex-

L4

pect 1 or 5% to be significant by chance alone. It is possible that

Y
.

the five physicians in this study were discerning enough to overcome
. . b

AN .
any age and educational barriers to commwmication.

The next two rows on Table 15 deal with the level of completeness
of family care with the doctor and with the centre. There were two

<
~

' s |
. . if»

significant associations out of 22 and they were in opposite directiogys.
o

.

Bécause of the, paucity oﬁ.the_signifigant'éssociatiops and because one

was pos?tiﬁe‘dnd éhe’bther negative, I suggesf that no support has sqég

prJVideg for the common assertion that treating Qholejfamiliés pakes ‘

\EE; better care. ° : ) . . |
. Duration of the patient's care éith the centre and each doctor.

: ' - -

. Lt

"’ . l » - - * . . ’ . - . . L - r
-is considered nekxt on Table 15. No significant associations were

° o
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-

v U
. ?
{ . N *

found, lending no support for the hypotheéis that\continuitx of care

~

. b -
implies better care.

In summary, some support for the construct validityl of several in-

» * )

" dicators of knowledge was found. The indicators were se sigive to

.

variations in‘numbers of comﬁgaints and who initiated the visit. The
~

predictions that age and education of ‘the patients affect the ééopes

were not upheld, although data stpporting these predictions had been

found in other studies. No support was indicated for predictions’ re-

= — -

‘care - assumptions which

n -
garding conting}ty‘hﬁd‘pompleteness of family

have not, to my knowledge, been tested before.

.
N .

6.2.5. Variations Among the Physicians

I predicted that the distribution of scores on the indicatovg!wo

vafj amohg the fiﬂL physicians who participated in the study.

reveals that for six of the eleven indicators the distributfon of scores

e -

differed signifi¢aﬁ¥1y. The six indicators were phy§icidn's knowledge

of complaints, e¢awareness of patient's concept of the complaints, knowl-

4

edge of magnitude of discomfort, knowledge of magnitude of worry, knowl-

edge of magnitude of disturbagse of daily living and response to socidl
problems. The othér five indigcators showed so;:‘z}riation among the
physicians but none was statistically significant..

y ’ ’ r PR *
As seen in Table 19, the distribution of an unweighted average
. ! , -

score of the eleven indicators varied,significantly among the five r

Vi .
.

physicians. ‘ A ‘ , ' ' ~
: ) ’ B
. Of all the variables related to the indicators of holistic care,

»

three were distributed differently from doctor to'dod&cp and therefore

‘were confounding variables: number of complainfs;‘number of recent

\.

, va
- = Y
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’ TABLE 18 _ R .
v - . - ‘(f : ‘ ° o

R

Variations in Scores Among the Five Physicians

o .
<

v ‘ ’ Level of ; Contlngen Y.
AN . Statistical Coefficient
. Significance

[ N < *
] Knowledge of Complaints . <0,001
N . -
Awareness of Patient's Concept’ <0.001%- - «39
Knowledge of Magnitude ‘ <0.05 ¥ .25 ‘
of Discomfort o '
R ‘ ) : . . ’
. Knowledge of Magnitude of : g <0.001% e .36
worry ' - h
Knowledge of nitude of <p.05 ¥ . «29
Disturbance of Daily Living . .
W * -
Knowledge of Existence of , _0.24 . . .21
T Social Problems : . ° . i
° 3
Knowledge of Magnitude of . 0.21 <21
Social Problems
- LA C
Response to Discomfort 0.17 » ' .20 - A\~/
. . . .
Response to Worry : 0.45 - " 420 ° : '
: . Lo '
Response to Disturbance of 0.16 ° .24
Daily  Living . . P
" . b
Response to Social Problems - <0,001 +33
“ 4
-~ ’ B ) ‘
. ‘. The sxgnlflcant differences among physicians were malntalned only
' for doctor-initiated visits and for 2+ recent v1sxts when stratified

analyses were done. 0
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Physician
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TABLE 19

<
>

Average Holistic Scorégl

0-49% 50-64% _ 65-79%:
N TN N
% % %
z 10 -, 6
8.3 41,7 25,0
’ .
v
8. 20 18
138 ° 34.5 | . 31.0
” ,

33 20 9
u8.5 29.4 13,2
36 24 10
‘46.2 30+.8 12.8 °

20 21 To1 %
28.2 29.6 29.6
<
99 .95 64
133.% 31.7 21,4
“
P = .OOQi

Distribution of the Average Holistic Score for:Each Physician
] 4

.

o
80-100% - Total
TN N
% %
6 24
25.0 100.0 %
" 12 sg
20.7 100.0
6 68 -
8.8 \&oo.o
_ 8 " 78
"¢ 10.3 100.0
,2‘»‘.“':-
q’{,h - .
..u,.-'v""",‘ua 81
12.7 1060.0
4l 299
13.7 100.0
" >
PN A
S
u
Cp———
- )
i
" F
]

-~

Y
R
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s,r 'Viaits and who initiated the visit. Any iXfluence the three varlables
S

had on the relatlonshlp shown in Table 18 was removed by stratlfylng

- -

]
~

- the crosstabulatlons by each of the three.ﬂ Table 20 shows that tﬁe
1
- - differences among physicians weremaintained for all levels of number

‘of complaints but they were greatest for patients with one complaint.
N { .

‘Table 21 shows an interaction effect of 'doctor" and "who_initiated

-

. the visit" upon the scores of knowledge of thefcomplaints. Only for - =

e

e . . , -t . : e /
doctor-initiated visits were the scores different from doctor to doc- .
. « L} i

! Y

tof. Tab¥e 22 shows that the differences among doctors were greatest ]

for more frequent number of recent visits. N

< These findings indicate that the indicators ofxphysician's knowl-
edge were able to eftect differences aﬁdng physic}ahs.
r <

3

6.3. The Measures of Health Status.

. 6.3.1.\\n§tribution§‘ )
2 : N : -
Several assessments of bealth status were used in this study. The

T

G-

mQst general was called the patient's evaluation of’ general progress.'

.

worse than you did three:months ago®™, The dlstrlbutlon of the re-
¢ .
. e o p- . . - < -
' .sponses is shown in Table 23. oL ' ce

_ Another measure of recovery was the’degree of change in the sta:us

o

of.. the patlent s dlscomfort, worvy, dlsturbance~1n daily 1uv1ng and
social problems.'ﬂThe patiént‘s’levei'of discomfort as descr;bed to the
-intafwieegr at the prelimgnary ;naa;view was compared with the. level
. of*discomfbrt'described-in.;he‘follbw%ub-Iqter?iew.\ T%é.het‘éhahges
over ;1; discomforts were averaged in the var;aﬁée‘cailed'patient's

o

evaluation of recovery from discomfort (See Appemdix XV for details). /
- e ‘ . i ) i :

Pl
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‘Numbe; of Complaintsn

4

]

) .
TABLE 20-

’

Distribution of Scores of Knowledge of the Complaints for Each

= one

" Doctor
Doctop
Doctor
Doctor
Doctor
TOTAL

Number of Complaints -

= two
Doctor
Doctor

. Doctor

- Doctor 4 °
Doctor 5.

TOTAL

1

2
3

13

Doector Stratified byﬁNumber of Complaénts

b/

-Number of Complaints'

= three +
‘Ddctor
' Doctor
‘ Doctor
" Doctor

Doctor
TOTAL

T a

<

- 26
23
13
72

10

X8

25
15
70

. Scores

0-99%

31.8 -
-8

T4

“ ¢

[ 3
. 1lobs
N %
‘13 100.0 .
21 85.5
7  °50.0
14 63.6
13" 90.5
80.4
5 62.5
15-  68.2
23.5
‘ 20.7
20  60.6
54 .42.9
A
1 p3.
4 28.
2 10.
2 7.
2 11,
11 13.

O EFOOW

2
’ ”
Total
N %
13- 100.0
22 * 100.0
1%  100.0
22 '100.0
21 100,0 .
92  100.0¢
8 100.0.
22  100.0
" 34 160.0.
29  100.0
33 , 100.0
126  100.0
o
"N R
3‘\~1oo.o
14  100.0°
20 -100.0"
27 100.0
17 100.90°
-8l 100.0 °
“
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———. . o R TABLE 21 . : -
] g . o % N ) ! ) N )
.5 Distribution of Scores of Knowledge of'Complaints Shown For - '
. -~ Each Doctor Stx;#a’_,fied by‘ Who Initiated *the Visit
. > SR :
r) , ./ ) * ~
. . I
, p A |
, Scores on Knowledge N ,
e ST , -
Patient Initiated 0-99% x00% , Total ,
the Visit . N % N % N % S
oo '_' . i . ¢ N 9, - . . :
AT Doctor 1 3  30.0 7 70,0 - 10 100.0 ‘
B Doctor 2 - 1 12.5 7  87.5. .8 -100.0 -
i~ Doctor 3 6 40,0 .9 60.0 . 15=100.0 ~
SR ¢ Doctor 4 5. . 38.5 8  6l.5 '13  100.0
: Doetor 5 4 26.7 i1 " 73.3 - 15 100.0
' o. TOTAL | 19~ 31.1 . 42! 68.9 -~ @1 -100.0
R : ' | e | ’
“ i ' .- - j - -
: - Doctor Initiated i o _ e -
the Visit ST IR '
r v Doctor 1 2 W3 <12  85.7 14 100.0
Doctor 2 17 . 3%.0 33 66,0 * 50 100.0
Doctor 3 = 45 84,9 8 15.1 - 53 100.0 _ ° .
Doctor 4 .. 51 78.5 14 21.5 65 . 100.0 ,
Doctor 5. © 26 464 30 53.6 - 56 .100.0 - .
. TOTAL 41 59,2 87 _ u40.8 238 100.0 -
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TABLE 22 -

. ' , ‘ A  § R .

Distrihution of Scares on Knowledge of Complaints Shown for ~ -

Each Doctor Stratified by Number of Recent Visits

e ! Scores on Knowledge
Number Recent Visits; 0-99% 100% -. Total
L. £1 : N % N $ N $ .
: _ |
’ Doctor 1 2 13,3 13 86.7 . 15 100.0
* Doctor 2 L3 42,9 . 4 57.1 7 100.0
: Doctor 3 ‘11 55.0 9 5.0 20  100.0
{ Doctor u y 50.0 4 50.0 '8  100.0
: Doctor 5 11 47.8° 12 52,2 23 100.0
“  TOTAL , 31 ~ u2.5 42  57.5 73 100.0
( [
_Number of Recent Visits . ’ . ; )
- 2-3 - , e s -
- , .
' Doctor 1 2 2.0 = —6_ '75.0 8 100.0
Doctor 2 12 42,9 18 ~§7.1 28 100.0
Doctor 3 - - 21 75.0 -7 25,0 28 100.0°
Doctor 4 ! © L 23 69.7 - 16 30.3 .33 100.0
Doctor 5 : 9° 39,1s . . 14T 60.9 23 100.0
TOTAL ©° 67. 55.8 53  u4.2 " 120 - 100.0
| Numbér of Recent Visits : ‘ . S .
, Y+ . : o . A .
b . . . . . 4 .
5 . Doctor 1 "1 100.0 0. 0.0 .1 100.0
' Doctor 2 3 13.6 19 '86.u . 22 100.0
o Doctor 3 16 100.0 0 0.0 w16 100.0
4. - Doctor 4 28 80.0 7 20i0 35 100.0
Doctor 5 8 38.1 ' I3 .61.9 21 100.0
' . TOTAL 56 58.9 .39 uizl - 95 100.0-
I . . . .
I ) o . . - . o o
! { ‘”: . . . " ' "‘ ", - . - ( , v°".
‘ ) -
t » ‘ ‘
E L ) °./l .
“‘—‘ ‘. . ¢
- - ’ L‘
. ) .
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. : « TABLE 23’
- - T s | .
A Distribution of the Patients' Evaluation of General Progress .
» ) . . . " . 2
General Recovery - T ’ N o % T,

-~ -]

Better o o o 168 : 52.2
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‘The disﬂtriﬁuti‘,ohs of the specific recoveries from discomforts, worries, !

disturbances of daily liv{ng and social problems are shown in Table

w

24, The net changes were grouped iq;o four cafegories. These mea-

sures of specific progress were calculated only for the patients who
L v .

~had a discomfort, worry, disturbance of daily living or social problém
at the preliminary interview. Therefj:i/yﬁe total numbers in each dis-
tribution in_ Table 24 vary. Over the/four aspects.of the patients ﬁ

f roblems, the rangé of percentages of pat;éhts who‘felt better was 65

. to 78 (See the Table 24). 32 . ‘T\\“

¥ - '1 N
. : Another method was also used for coding the change in answers to

>

qhesfions regarding the four aséects of the problems. If, for exampie,
* A .

all discomforts imptoved over the three month period then the patient

N °  was piaced in a category éalled “"completely improved" (See Appendix
o XVI for details).’ The-peréents of patieﬁfs wﬁ§ were complet;ly im-
proved ére displayed in Table 25. We see that cqmplet; improvement
v . . ‘ - .
ranged'ffop.3l%_fob social pfoblems to 68% for worries. T
Health sfatus was also assessed dsing measures of level of activity%v////‘
]

There were 54 patienfs for~ whom this information was not available. For

the remaining, patients we see in Table 26, the distributions of chahges
.between prs;;mﬁnary and the follow-up interviews in the patient's be-
'ing bedridden, being'inactive and'feeling'unhealthy.

— +

~ - B.3.2. Determinants of the Patient‘quvaluation of General Progress -
The patient'seevaluatio} as to whether he felt better, the same

or worse was a non-specific aséessment,’ Whether or not this génerél' ,

3 . . : ¢ R ‘ ‘ ‘
!

|

assessment was based upon changes in the four specific &reas was there- -
A * . - ’
oo fore examined. 'Table 27 shows that for three-of the four aspects -

-
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! ; TABLE 24
13 ! . -
" Distribution of the Patients' Evaluation of Specific Progress
) | N .
Recovery from Discomfort® st
Worse ., ' . 36 13.4
Same : . , 58 21.6 .0
. - Little better | =~ ( : 119 uh.y 64.9
: A lot better . | . 55 20.57 . '
TOTAL . 268 «100,0 .
‘ ' . ] | |
Recovery from Worry : ‘ :
Worse ’ S 17 8.7
Same - - ' 1 , 26 - 13.3 ’
Little better - ’ . 85 43.6 78.0°
A lot better * .. 67 4.4
TOTAL - - ’ }95 100.0
Recovery from Disturbances in-Daily.Living . .
Worse o R K 6.6 :
Same T 43 21.9
- “Little better ) % 37.8 71.5
A lot better . . - - 66 '33.7
. TOTAL - - . 196 ° 100.0 .
. i PE S - : , b ]
Recovery from Social Problems '
-Worse . : 33 . 14.4
~  same , T 45 19.7
) ..~ Little better T lou us.u 65.9
) A lot better - . u7 20.5
-+ TOTAL ‘ . . 229 . 100.0
~
. s
1 l,'
' ; . . .
; : ’
. . : e )
i -
' i
. S
" | -
- !I - ‘m




TABLE 25

ot

LS
s & ’
LY ~ “
L RN
N
_ "
. Discomforts’ Ce 268
. 1
‘Worries . \M‘“——’f——“—'f-’fﬁdltazgg5
Disturbances in Daily . 196
"Living ‘
lA *

Social Problems
»

Peréentgge Patients with‘Cqmpleteﬁlﬂpro ement

-

¥

%

Completely

Improved

44,0
7

68.7

T

o

4

61.2 ™.
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TABLE 26 )
e Distributions of Changes in Level of Acfiv-ity During the Period of
Observation |

Bedridden - Comparison of Preliminary

and Follow-up
,Yes —» No
Yes — Yes
No -» Yes
* TOTAL'

Inactive - Comparison
Yes — No'
Yes -» Yes
No —» Yes
TOTAL
Unhealthy - Comparison
Yes > No
Yes — Yes
No* —> Yes
TOTAL

“

v’

(A

T*

26

22

- 55

41
15
27
83

55
™
48

177

47.3
12.7
40.0
100.0

49.4

18.1

32.5

100,0

"31.1.

41.8
27,1
100.0

-
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'TABLE 27 “ .

*{\

Distributions of Patients who Felt '""Better" on the Assessmerit

of General Progress fér Each Level of Specific Progress '/\

-~ . - . {
‘ \ ' ) e ) Assessment of
, L ’ <“General Progress
Assessment of .. Total .
Specific Progre;s . Number Patients who felt better
N %
_ Recovery from Discomfort® - et .
. Worse . ' 36 11 ’ 30.6
Same . 58 2y 41.4
Little better 119 . T8 ' 62,2™
A lot better S s5 ¢ 39 70.9
TOTAL fol 268 lus L 55.2
. - o
Recovery from Worry* K .
Worse 17 . - 7 41.2
Same ’ 26 ;10 38.5
. Little, better - 85 : i ug 57.6
A lot better .. 67 R Y | 70.1
T - - TOTAL _ . . 195 1113 59.9
- . - ) - -1 -
Recovery from blsturbances* ' R .
) Worse - , ) 13 . 3 23.1
Same C . 43 19 44,2
. - Little better  , . / ™, T 42 56.8
A lot better * - - " 66 - 50 75.8
TOTAL . B 196 "+ - 114 58.2 -~
Recovery from Social Problems . , -
Worse 3 - oe3r 19 - . 57.6
Same . : B T . 45 . - 26 .+ -57.8
" Little better < ; 104 * 55 ' 62.9"
- A lot better : ‘ - . 87 30 63.8

TOTAL - . 229 . 130 . 56.8

. R
7 .

—. ®cach of these variables is assoczated w1th thegpneralrecovery at
. the 0.05 level of significance. * Tests used x? method.

-
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(N

’ - : . \
discomfort, worry and disturbance of daily living - the proportion of !

4 . »
assessment wensdfrom worse to a lot better.,
[ ' ~ :
In order to assess the independegt contribution of each of the four

aspects 8f patients' problems to .the patient's concept of "feelin
pectg | P p P 4
. :

&

!

!

i

patients indicating that they felt "better" increased as the specific . \
- !
!

1

i

|

i

better", a discriminant function analysis was undertaken. This analysis

14 -
was restricted to the 108 patigbgs who had discomforts, worries, distur- j
A : ~ !

bances of daily living and social problems. Table 28 shows the order* .
. I'd

i

in which the variables were entered into the equation and their discrim-
: . L

N inant fynction.coefficients. These coefficients repgesent the_amount

of change_in Y (paticnt'é evaluation of gefleral progress) on the aver- v

. i » \ i
age for a unit of change in each of the four X variables while all -

s o i

otliers X's remain_constant: in other words.the coefficients represernt

-, ‘
the independent. contribution of each X variable to the evaluation of

v ' SN
)

- general progress. Table 28 shows that recovery from discomforts and

3

Mt -

from disturbances,cf daii'ziiving were most important g? the patient ip
- - 2 “ . . - f

his general‘assessment,wﬁile recovery from worries and épdial problems

were less important. . ~
[ 4 .
- The discriminant functiop was almost 80% accurate in identifying

those patients who "felt better'". However, it was les} accurate in -

identifying those who did not feel better. Even so, both measures of

; accuracy were higher than‘bne would expect in the absence of any pre-

-

dictive power of the equatfbn.

. < \

This analysis indicates that the four aspects of patients' prob-

‘lems predicted with some accuracy the patients{«evéluation of general
. P )

K-\proéress.' There were indications that of the four, the imporfant ones

-\the anes which affected the patients' responses to the general

o




TABLE 28 -
¢

Results of Discriminant Function Analysis

. v ) QrthogonalﬁDiscriminant
Variable . : : Function Coefficient
- 7 o ) . , '
1st - Recovery from Discomfort . 0,564
2nd - Recovery from Disturbance - 0.516
- of Daily Living - T
3rd -_Recovery from Worry PR ‘ 0.340
4th - Recovery from Soc1a1 Probléms . . 0.199

L

The -Predictive Power of the Discriminant Function
M 14

Assessment of "General -~ - Predicted from the Equation
Progress | ' ) ’
T Better . Other . Total
<y »
Retter | P 49 o1s 63
Other KA ' 21 24 u5
. TOTAL ‘ ) 70 ' . - 38

.

-

Sensitivity or Accuracy in identifying those "feeling better" =
. 49/63 = 77.78%. In the absence of predictive power the percent-
age would be 58.3.

-Specificity or Accuracy in-identifying those not"feeling better" =

24/45 = 53.33%. In the.absence of predictive power the percent-
dage would be 41.6.

-

p

ios



i . . .
afsessment - wWere r@coveﬁx’from discomfort and recovery from: disturbap-

2

ces in daiiy living. I consider dis¢omfort'agd disturbances to be
physical mapifes;ations of. problems,while I think worry and social prob-
leméican be'st be,deséribed as ﬁsychosocial manifestations. If we accept
this distincti;n, we can see tﬁat.thq physical aspects were fhecones of..
most importance to the pat;ent's concept‘of ffeeling better." Two in-
térpretations are possible: 1) péiiégts did not interpret "feelin%

-

- better' in a holistic way, ,as I have defined the term, 2) the:setting

A

. °

of the research and the wordinj?gg the questionnaire led the patient
. . & .
to base his evaluation of general progress on the medical aspects of
the probléms. . - . ' )

-

6.4. Measures of Satisfaction ' . o

»

6.4.L. Distributions

’

Table 29 shows the distributions of the two measures of satisfac-

tidn:(1) the satisfaction with personal qualities of the physician, a
. ~°. e \ -

measure whose high scores indicated satisfactapn and whose results

- showed a positively ékewed distribution, (2) the degree to which the

i . , ’ - I
doctor helped the patients The 277 patients who said they got 'better"
. ,

or felt '"the same" were asked to what degree they felt the doctor HKad
helped them. About qne-third of the patients felt the doctor ﬁad heﬁg-
ed at gach level: strongly'helped, mildly helped, ﬁot at ‘11,

Figure one shows the dist?ibution of scores on s;tisfact;on with o
the. personal qualities of the phy;ician ;ompared with the scores from
the study o% households in Raleigh N.C. by Hulka et al,(1971). The
distribptiong were both positively skewed. Caution-aﬁst be used when

‘

comparing these two studies for four reasons:

- ‘ . L4 e
2 ooa
. Y




& | - TABLE 23 . ¥

Distributioué of the Measures of Satisfaction

.,\ . ] N L -: . j ) N .
Scale of Satisfaétion with Personal . : .
Qualities - ® ‘ N $o , :
’ * 8 L] °.
o - 30-39 4 1 0.3
. , . ' uo-44 - ) 0 0.0 .
' , ., 45-49 . R 0 ° 0.0
| 50-54 : 2 0.7
: 55-59 : .13 4.3
, 0 ' . 60-64 ' .36 12.0
: 65-69 = | , 121 40.5 /
70-74 . . 125 i 41.8
' 75-79 - 0 < 8 0.0 ;
p go-g90 =~ - o 1 0.3 v
ﬁ- TOTAL _— 299 100.0-
Patient's perteption of degree ’ '
to which the doctor helped
Strong ‘ ‘77 27.8 .
¢ ) Mild 107 . 38.6 °
Not at all = = y o 93 33,6 °
IOTAL : o ' . 2771 100.0
o »” \
L : | .
. » ¢
/ . -
¢

- "Oﬁ&y patients who felg "better' or the ﬂsame" were analyzed.
. . ’
)

¢
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o 5
1) My study used three types of questlonnalres, Hulka only one type
,2) Hulka s questlonnalre then contalned six ltems min used twelve.

.+ 3) Hulka's was a househdid sample, mine used patients.

4) Hulka's was used as>a self-administered questionnaite, mine was in-

- " [corporated into an interview.
- ' - ~ : . ’ - v Q ’
. 4$€ » ] | | J
6.4.2, Satisfaction and Other Measures of Outcome
Tables 30 and 31 show the relationships of the three types of ques- .

£ . v ‘ P
* tionnaires with several outcomes measures. In Table 30,we See a sllght

tendgncy for patlents who strongly felt the doctor had helped. to have

higher percentages of high scores on all three questlonqglres tham pa-

itients who. replied "mild" or “'not at all". However, the relationships

L]
were not statistically significant. There were no significant associa-

a

~ tions between any. of the three questionnaires and general recovery a

(Table 30) or any measure of specificrecovery (Tablé.3l).

‘ . 6. u 3. Differences in Scores for thé Three Types of Questionnaires Re-

@

parding Satisfaction » ' § - ” ‘.p

® 4

2 . Although the %hree types of questionnaires measuring patienté'
- satisfaction have already been described, I will briefly review them
’ ‘ . A\
. P again. The first type,the personal questionnaire, had-a preamble ask-
L4 . * ’ . .

e . iné patients to think of their own physician while each item in the

. .
' questionnaire refespég/;: their own physician as well. The iptermediate
N - ° ]

S qpestionnaire had a preamble éskiﬁh patiehts to think of their oyn

phys;c1an but each item referred to doctor\qfn general. The

=)

. general questlonnalre asked patients to thlnR of doctors in general

when responding to the 1te‘; which also asked about doctors in general.




Relationship ?efﬁ'eén ‘Baqﬁ of ‘th& Three Type:'pf

. . » ! ’ . ’
Questionnaires and some Other Measures’of Outcome

& . -

{

e

Percentages shown are the ones with high
scores on the Satisfaction Questionnaires

®

Type of Satisfaction

[

Personal '
Intermediate
", " General

«

" Questionnaire

A

[~}

©

" 51

- .

- TABLE 30 -

.
~ ;f\,\ . -
PEN

s'),“.' £ 3 -
SatisFaction

H

- .

. ~l v,
:.L,‘. *

Patient's Perception of the Degree
Which the Doctor Helped

Strong

Not at all
N % N .

Hild'
B’ N . 5

-
{

39
36
32

28
26
23

60.7 ~
50.0
39.1

30
31
32

e

2

- Y

. ,@?

Better Same, or Worse
N % N %
. .39
u6
uﬁu

61
56

63.9
48
25.5

46.2 .
43.5
32.6

©

~
o

-

7
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N . ) : )
. ~ . |TABLE 81 - . o e
“ Relationship Between EaJ “of the Three Types of Satisfaction
Questionnaires and the Assessment of Specific Recavery
g R . ‘ ‘f PY v ' ) '
' ’ . Percentages shown are the ones with high '
scores on the Satisfaction Questiomnaires &
L
Type of Recovery from Discomforts .
Satisfactien o ’ ‘ '
Questionnaire . Better ; Same or-Worse
’ - N‘. % . < M N : ! ) 5
: ‘ ' ‘ .1., K4 -
.Personal. L 3 - 55.8° - 59 57.6 . =
Intermediate 082, 56.1° , ‘58 . . huds
General T 28 21.4 . .57, " 36.8
«»t o P AR
+ 70 r.. Récovery dirgn Worries
! . . . : . Better G i = - . ‘ame or Wonse
' . ‘ N o ‘% s 4 , N ° %
. Persondl : S b 19w, 49 . 59.2 et
: : Int:;:;diatg [ 13 61.5 - ° 53 45.3
, - Generdl- < o1 *9.L . 50 34.0
2 ' & .o . Recovery ‘from'Dzis{:urbanc.es in -
' "« , Daily Living ' ¥
6 - : < L - Better T Samcla or Worse .
- N -, % N I
Personal ., 17 70.§ ug 50.0
o Intermediate oo 81.0, 48 - u3.8
N ! General L 8 - 27.8. Wy * 31.8
. - - : " Recovery from Social Problems '
o / " ° ) ]
. - ' . Better . ‘ * Same or Worse
« . a (N o %- N g
o . Personal - 27 55.8 85 54.5
.~ Intermediate ‘ 23 3g.1 . . - 54 .50.0 .
- General’ _ 28 25.0 . * 42 26.2 SR
. . : . # - ‘ . ' " : ‘ .
‘ .‘ . . ; ‘ ok N ‘ \ . .
© ‘. . ' . ’ ! ‘/ ) . -




! B ’ ~- e - . . o
-  On the basis of the llterature, I predlcted’that in the event of differ-

ences,“the trend would be hlgh scores on the personal guestionnaire and

~
\\\J_

low scores on the general questlonnalng with the intermediate questlon-

> - ' -

_naire falling ih between. 'We see in Table 32 that the prediction was

supported, as the null-hypothesis was rejected at-a 99% level of con-
“ . . . -
& fidence using the médian test.

- : (.
-

*

€ !/1,,,

- @ . .-

6:4.4. Comparability of the Three Gtoubs of -Patients Receiving the

. Three Types of Satisfaction Questionnaires

Aé;previously stated, the 299 patients were qssigned to one of

the three types of questionnaires u51ng random allocation stratlfled

’ by doctor.. The purpose of the random allocatlon was to ensure-that- .

the three groups were cémpara‘sg on variables which might have affect-

-

ed satisfaction. However, as a further precaution the three groups

. 3 < \ ~
.2 N N ¢ . -
‘were compared according to eighteen variables and the groups were found
.- to be comparable. See Table 33 for several variables chosen as -
* examples. . )

v ' - @

- ‘ v .-

6.4.5. Discriminatiqg Power of the Three Types of Satisfaction Ques-

ionnaires i , , . N .

The*interquaf{ilg range was taken as an indicator of the discrim-
. ihating power of‘the three questionnairés. Table 34 shows that the

ihtenqnar€iie range was largest;fo¥ the general:questionnaipe (BJB),

L3 .

smaller for the intermediate (4. 6) and smallest for the personal ques-

tlonnalre (3 .2)% The uppepilrmlt of ‘the range~was similar for_all .
S R .
' thnee types but the lower limit was loﬁesgvfof?tﬁé‘général ﬁuestion-
a - -, . ’” , -
naire., =~ , ) L &
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»  TABLE 32 o
. Differences Among the Three Types of Questionnaires Regarding
" Satisfaction wi;th Personal Qualities . *
‘ 4 R . . o - .,
~ L i GSat.isfactiqn Scores - -

Three types of - Low High ' Total
Questionnaires N % N % N %

Personal , ' 43 %3.0 57 57.0. ° . 100 100.0 i
Intermediate 55 53.9 47  46.1 102  100.0
‘ . Gemeral - 69 ° 7Ll 28 © 28.9 97  100.0
¢ TOTAL © .- 167 55.9 132 44,1 299  100.0

¥

- -

’
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. : TABLE 33 - »
EE "

M > / ' ’ N ’ N g ’
Comparability of the Three Groups of Patients: Age, Sex, Education. |
and Initiatipn of the Visit for'Groups with the Three Types of Sat- -

BROERR ' ‘isfaction Questionnaires '
L . . .~ s
Type- of Satigfac- -. Age , ,
tion Questionnaire  25-u4 ,45-54  55-64  65-74 7S+ Total
’ . % % 3 . 0% $ - %, >
X i Personal . 24.0  20.0 - 21.0 22.0 13.0 - 100.0
Intermediate ® 16.7 17.6 " 30.4 _ 21.6 13.7 100.0 .
General’ - 19.5 - 23.7 "30.9 13.% 12.4 - 99,9 -
. . - . - . i
) toe . - . M :" -, : . -~ ; ’
i ’ Sex v g
R : Male  Female Total
~ . \ % % .- % M
Personal - ©u1.0° - 59.0 °  100.0
y Intermediate - 47.1 ' 52.9 100.0
General o - . 36.1 ‘ 63.9 100.0
. ) " - ¢ ’ - .
" N
Education ' - '
v . -
¢ : Grade 8 . Grade 9-13 Further Ed.
] ' % %, % o
Personai , 67.0 27 .0 6.0
Intermediate . $1.8 29.4 - 8.8
. General 70.8 19.8 9.4 )
. } _Initjation of the Visit"
- Patient IMnitiated Doctor Initiated Total
- — . —- - TR s B S S
Personal : ‘ 2,0 ' 76.0 ~ 100.9,
Intermediate T . 16,7 83.3 . 100.0
General 4 . 20.6 . 79.4 - 100.0
) - . ~




! ' \ &
TABLE 34 R
Discriminating Power and Reliability of- the Three Types of Satis-
faction Questionhaires . . - -
- Il ) N .
. 7 . ~ ‘ e
, o
’ . 1 > -
Discriminating® , Reliability :
¢ y Power Split - Half S
. Dispersion '
Type of Questionnaire Interquartile Spearman~Brown :
‘ » - Range = ! Coefficient %
Lo LY h . -
Personal 3.2 ) 0.08
Intermediate’ Y46 0.23
General 8.6 0.54
. . .
,;
L o ‘ .
: “
——— /',_‘_,,__‘w,_,,_._v‘ — - — it e o e n m e
} ’ o B
0

‘ ) L. e '.-~ ) , oo . & . B - . , v_




.liability of the questionnaire, alk reliability of the inte

tionnaire where the coefficient was 0.54, : .

) tlonnalres. .
H ch’:
~B.4.7. Summary ) ‘

: : 124

wlr

6.4.6. Reliability of the Three Types of Satisfaction Questionnaires '

The twelve items contained in the qu tionnaires were dgvided at »

random into two groups after setéing up pairs of items with similar

-

scale values. The correlation between scores for each of the two sub- ¢
s . . :

sets of six items was taken as an indication of the consistency or re-

-

version of the questionnaire had been'assefsed by Zyzanski ef] al.(1974)
and found to be édequate. The spliz-half reliability coefficjent was

found to be 0.74 in their study wi{h:428 patients. The reas
peatlng the spllt half rellabllity estlmate was to see' whekther the
three types of questlonnalres showeé -markedly dlfferent reliabilities.

The results in Table 34 show that for all three questionnaires the re—

liability coefficients vwere low, aithough higheed‘for the general ques-

I investigated another aspeet of reliability, the degree of influ-

2

ence of gxtraneous factors on the three types of questlonnalres., As
r

seen in Table 35, the 1nfluence of the locale of the follOW-up inter-

vlew and patlent [ educatlon was not marked for any of the three ques-

The scores on the satlsfactlon questionnalres had a similar dis-

tribution to Hulka's. Th ' felated weakly with the patlent J oplnlon

"of_whefBEEf?ﬁe doctor help®dd. They differed significantly among the

. ) :
three types of auestiqnnaipes. Of the three types, the general ques-
. ‘ ’ ' .

ablllty'coefflclent, Wone of the three was affectedj;y extraneousy

.




. , | TABLE 35, - 7

“Influence of Extraneous Factors on the Three Types of Satisfaction
v * . o, . *
M Questionnaires .

@

Percentages shown are the percentages with
high scores on the Satisfaction Questionnaires

Locale of Follow-Up - 4
Interview : :
Types of Questionnaire Home or Hospital " Office
: . N % . N %
i B J
. Personal . 75 57.3 25 56.0 R
& “Intermediate 70a 4l.u 32 - 56.2 J
‘General ‘ 75 130.7 - 22 22.7
’ e
Education of the Patient
o < Grade 8 Grade 9 plus
( ‘ ' N % N "%
R Persopal 67 53.7 - 33 3.6
Intermediate ) . o 63 ., = 47.6 - 39 ° u3.6
"Géneral . 68 : 27.9 28 32.1
. : oo . L. « 8
. 4
.. L] e ”__—ﬁ—:—
. . N T
 J
. e — - .
¢ .
* ,
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[N - N
N .
. . [ .
- .

variables. ; , ~7

One explanation for'theldifferenées _among the three in terms of

Y

scores, rydges and reliabllitles could be that the patlentﬁ were more

likely to have an all ~or-nothing re8ponse pattern on the general ques-

1

tionnaire,while on the personal questlonnalre the patients responded

.. §
on the basis of the content of eagh item.

13

¢« 6.5 1Indicators of_ﬂoiistic Care in Relation to Outcomes

The results of the correlations-between the indicators and the mea-

- 4 -

- {\-0 > . - .
sures of satisfaction are shown in Tabie 36. No significant associa-~

tions were found betwéen any 1nd1cator and e1ther the patient's satis

faction w1th the personal qualltles of the Ehxs1c1an or his opinion Bf -

R *_‘______(

- the level of the doctor s help.

I, ‘ z
r

Y
'

In Table 37 we see the associations between the indicators and

the measures of recovery. The correlations which were statistically
significant are surrounded by boxes. ﬂowéver, when the effect of con-

founding vériables was removed, dll these associations *ere affected.

1. For the relationship between physicians' knowledge of the magnltude
of social problems and pétients"evaluation of geébral_progress, theg

'confoundihg variable was the humﬁz¥ of rement visits. When the effect

of this variable was removed through a strétified‘analysis, the nega-

tive relationship between knowledge and general piogress was lost,

.2, _For the relationships between the indicators-of-physieiansiinowi~-

edge and the measure of complete improvement, the confouhding variable

was number of complaints. When its effect was removed, the negative

LY

---m = o associations betweéen the indicators of khowledge and the measure of .
. . f ’

complete.improvement were lost.
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*
'N&' TABLE 36
— % . ’ - R
Indicators of Holistic Care in ‘Relation to Patient's Satisfaction
' LS ) ,
. Satisfaction - Opinion of Level
: of Doctors Help
s N * - b .
" Knowledge of the, i .19** . .97
Complaints ) ; 0.10 0.04
, . ' . i ) ’
Awareness bf tHe. | .26 : .28
Patients'™ Concept : 0.09° 0.13
Knowledge of <Y ; «53 : .75 .
Discomfort , ] 0.06 0.09
Knowledge of Worries % .75 .43 ’.
Knowledge of Distur-’ .76 .53
bances of Daily Living ..0.05 0.13
Knowledge of Existence .32 - ) 29 .
. of Social Problems 0.10 L i 0.15
Knowledge of Magnitude .46 . .38
of Social Problems ’ 0.08 0.14
Response to .21 .09
Discomfort 0.11 0.18
Response to . ’ .08 .55
Worries L -0.16 ’ . 0.13
ponse to Disturbance gl Lu6 TH T
of Daily Living 0.09 0.18
~ Response to Social S .81 .36
Problems 0.04 : 0.1u4
*,Level of significance or p value . L .
. ’ ¢ ‘
) ’
. [
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o L
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o ) TABLE 37
Indicators of Holistic Saqg in Relation toMeasures of Fecovery
' - 5‘ .
o Patients' Patients'
% Evaluation® Measure of Evaluation
of Gemeral Completé of Specific Level of
' Progress Improvement Prefress < Activity
- [y
knowledge of th " 559 .033, 05 5 .20
Complaints 0.06D -0.20 I ¢.21 G.14
. : : ——— i | s s
Awareness of the ° .23 .003 , .01 .07
0 Patients' Concept 6.10 . -0.20 l 0,24 n.17
- .- ' . 4 £ | a2t
knowledge of Dis- .87 . .00y .02 .10
comfort 0.03 —0.20] Q.23 , 0.17
° ' L& ! . 3
knowledge of Worries .20 .55 .06 Coau3
0.13 . 0.08 0.24 “0.12
. - P -
Knowledge of: Disturbances - J40. . .37 .73 '.96 .
of Daily Living . 0.09 0.10° 0.14 0.03
Knawledge of Existence .08 . 7 .15 [ ogwdxx
, of Social Problems -0.05, 0.12 . 0.20 -0.21 [ .
» o Adwd
. - Knowledge of Magnitdie L oL 24 A3 .05
- of Social Problems l0.16| 0.11 D.20 -0.20‘
Pesponse to Discomfort .73 ) .90 ) .82 ) . -19
b 0.05 0.03 0.10 ) 0.15 .
- . Response to Worries K] .86 .10 . .83 .61
) ‘ 0.04 0.15 Yoo 6.09 7
Response to Disturbances 22 > .85 . \ .57
of Daily Living o 0.12 - 0.0u 0.1 f 0.09
R -
Pesponse to Social .99 . .52 .68 .37
Problems : 0.01 0.Q7 0.13 0.12
: 4
- <
i * . . s PR = : - » .
This associati was lost when analysis stratified by number of recent visits.
. Pt -
. These negative associations were lost when analyses stratified Ly number of complaints.
fk
o * s The s1?n1f1cant associations were restﬁicted to that group with patient- 1n1tiated visits.
wkhk
These associations were lost when @analyses strat1f1ed bv number of social problems.
i

-

TUTU T T T T ot '@ “hevel of sigmificance on-povalue— - - - o o -

b  Contingency Coefficient .

"r




‘tified by who initiated the visit, the significant positive associations

& : .

out.. However, these groups were still not completely homogeneous be-

' : -
.

3. For the relationships between the indicators of physicians' knowl-
: w . o . L
" edge and’the patients' evaluation of specific progress, the confound-

.
o

ing variable was who initiated the visit. When the analyses were stra-

' T

betweén physicians' knowledge and patients' specific progress were evi-

. .

dent only for the group whose visits were-patient-initiated’

4., for the ﬁelatioﬁ§hip between’physi%ian's knowledge- of Social prob-
lems and the pat%ents' }evel of activitf, fﬁe confounding variable was
the numbér of.;osgal p;oatems. When the effect of this variable was
removed through a stratif;ed ana;ysis, the negative géiatienéﬁip beit-

A

ween knowledge and level of activity was loit.‘ . .-

The sampling procedure provided a group of patients who were heter-

ogeneous with respect to the nature and duration of their complaints.

s

Therefore, in an effort to ascertain whether true relationships between

the indicators and the outcomes were obscured by such heterogeneity, I
7 ~ . v

' undebtook two further- analyses. |

(1) An analysis specific for kind of presenting complain@'was‘carriéd

.. L <Y » ° : ° - Tt s o T Tt T

cause, while the patients had one presenting complaint in common, they

sometimes differed in the nature of their other eomplaints. In any
case, the numbers were “too. small to allow further gubgroupings of pa-
tients. Twelve groups of pafients_with‘ohg complaint in common had

sufficient numbers (ngs”30) to allow spécific analysis. The results of

[ 3

the relationshjps between the »indicators of ‘physician’'s response and

; ' . 1
. the patient's evaluaﬁg;n‘of geheral progress*are shown in Table 38.
‘ /

N

'V Resﬁlts showlggwthg patient's evaldation of spec1f1c progress are pre-

- 1_ e
sented in able 39.‘ The ss/ehgfﬁ of the associations is revealed in the

/) - . ~
‘-/ 0 IS

7
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. N * . TABLE 38
. ‘ ' a ‘
Relative Rates of Positive Outcomes: Phyéiq}an'g Response and

Y

\
the Assessment of General Progress Specific for Nature of Pre- .

o

senfing‘Complaint.

[

v
. »
’ N w
ot )
. o . ) = -
o . .

¢ . - 'll ’ T ?
Presenting Response - . Respopse = Response - Response
, Complalnt - to - -t _ to A to
Discomfort - Worry | Disturbance Social
. g . in Problems
' . . Daily Living
Allergic, - T 0.83 0.61 Q.75
Metabolic . v : g e
Obesity, -7 3.50 0.32 3.0
Mental 2.73 . 3.67 - . 0.98
(Nerves) . ) ) i ) . i
K . - Q . .
Senst... ... 1,50 *° __ 0.58 ' 0.38 . ' 0.76
Organs > - . -
24 < e LS af o
Heart 1232 | 2433 4,89% 0.66
i . - O
Hypertension. -  1.73 G 2.57 © 2,22 e . 1.u3
/ . ' 2 1 : : 5
Acute” - . ' j ,
Respiratory .  3.25 ‘ .0.58 ; " 0260 - 0.39
Digestive 8.u0% 0.47 - 1.29 '
System .. o ® : e : s )
_ o : © , B
G-U System 1.70 0.72 2.18 2500 -~
Apthritis 1.32 1.67 0,42 0.50.
T 1 P ! L ce ‘ s
Rheumatic Pains 0.58 . / 0.40 . '1.00 . - ° 3/11
L v, . Y N N 5 A '
Sy‘Ptms, s - & :: 0067 h 0.5'4 - . 2.75
I111-def ined | , ' o
' L% ; N o . ’ :
) * . - . - . -
N ! o
- y X ‘ : ;‘ ¢
"p <0|05" . '
L] ‘r ’ *
Q' ' - ¥ “ v
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TABLE: 39

L
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Relative Rates of Positive-Ou%comeg: Physiéian's'Résponée and

-the As§essmént of Specific Progress Shoﬁn for Nature of Pre-
v < - . i B ‘

- genting Complaint

Presenting - Response Response
Complaint °= =~ to Lto
v 7 Discomfort -/- Worry
6 [
< *Allergic, R [ o
Metabolic [ SRS 1 2.22
. . Obgsity- _2.85 1.59
Mental 2.33 -
\(Nerves) ,
\r/ . V s .
.Sense Organs 0.22 . -
Heart 0.98 . 0.70
‘;Hypertension ’ - -
Agute' u;67~ . -
" Respiratony
’ 'oDigesxive 2.80 ’ 0.67
Systefn
G-U System - 0.42 ; 3.33
Arthritis . 1,17 1.67
Rhéumatic fains ﬂ2.67 -
’ /
Symptoms, -~ 1.35
Ill-defined | = - z
' i)
" ! il ?
~ 3 ' ‘
- . . ;
. |

- " o0.42
0.79
0.57

a.30

LY
" Response, Responsé’ —~ -
to . to
Disturbante ‘Social '
T oin Problems
Daily Living - ~. e
, - 0.27 "'
7
1.00 1.60
- 6.00 0.92
2.00 ' 0.55.
. 1.38 2.22 <
.. 0,7 1.27
¢ 0.80 062"
9\g~ -
: .- L Lsu y

0.20
1.14 )
3.11,
1.50° -
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cor
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S S ™

relative odds ratio - the ratio of the rate of positive outcomes among

those patients to whom physicians responded and the rate,amdng those
. : < . L . .
. to wham the physicians did not respond. Overall, the ra®ios were laqw.
N - . R - N . e : ’
Fewer than one-half were greater than 2. . ’ - .
i > ' > a . v n
(2) A comparison was made between the new complaints of patients who

. -

had initiated their own visit and the longrterm complaints presented‘

£ T - :
at follow-up visits.. I hypothesized that of those whose physicéans;
¢

had low response scores%’higher percents of the patients would feel
g "better" than "worsé" .for the ;oﬁg-term,complaints compaﬁid to the new

domplaints. I expected that previous re#ponges‘by'the physicians might

—
-

~

affect recovery of these longlterm complaﬁnts but, of Gourse; no pre-
vious responses by physicians were possib%e'for the new complaints.

- The results oﬁ Table 40 show-very small diifer@nces*in the percents

»
and often in the directich opposite to the onhe expected.
\ M ' ‘. R » e '

Therefore, on the basis of these two éhecks on the effects o

heterogeneity of,tre patients. in the study upon the relationships fbet- B -
’ A 4

: . ‘ -
g ween the physicians' response and outcomes, I found no evidence indica- -

. ‘ ting obscured associations. . v
*

ve




TABLE 4@

*

. a

n

New arg 01d Complaint§ Controlled for Number of Compla;nts‘

Percentages shown are of patients who felt "better”
and who had noeknown doctor's response.

o

.

»

Comparisdb,of Frequencies of Patients who Felt "Better" and who Had Doctor's Resbonse for =

"

v

~

Response

- B "

"

Level of Activity

to

"

L Response to

"

"

Response to

‘. "

- " ' Responge to
" 1t

" "

v

Discomfort:
" A
Worry: - T 1
"o, ; 2+‘
i .
Disturbances of Daily L vinF: 1
" C 4 § 1" " 2+

Social Problems:
hd " S .

i~ .

* 28
t31

50
26

- . Number of New' nld
~ 4 A.aessment of Epecific Progress Complaints N % . N %
< Responte to Discomfort: 1 1 160.0 9 b, L
- . ~ " e 1] " 2+ n 75.40. 13 6,0
- . L. . Ka ! .
A , Resronse to Worrv: 1 16 81.3 52 £a.2
: " " " . 2+ 0 - 4E BO.4 -
! ' . Response to Disturbances of Daily Living: 1 23 65.2 86 6t.3
- " wo " " " 1" o4 . 0 4 _ 47 80.1 *.
[ - - -
Resronse to Social Problems: ’ 1 16 43.8 33 53.8
" " " " ., 24 23 78.3 01 72.3
- f. - ) - - ‘
Assessment of General Progress
3
4 Response to Discomfort: ‘1 1 2.0 3 55.6
" "o —4 .o 2+ 4 50.0 ° 18 8E.2
'Respdnse to Worry: )
. LLS [ H
. - Response té Disturbances of Daily* Liv
1t " A " " "
’ Pesponse to Social Problems:




Chapter Seven '

DISCUSSION AND RECOMMENDATIONS ': .

7.1. Progress and Outcome Measures . . : .

2

The unique feature of ‘this study - the aspect which held most™ pro-

)

' m%?% for an originalk contribuflen to the field of ;esearch in health '
care - was its consxderatlon of Bro facets of the process gf\care. I,
. examined the relatlonshlp between phy51c1an s knowledge of the pa-
tient's problems and his reSponse and 1nvest1gated both of their asso-

c1atlons with patlent-outcomes. AIthough knowledge and management have | '

previously been studied separately as indicators of the process of care

N ’

- or in relation to measures of outcome, the two had not been examined

together; I found that knowlédge and response were significantly

ass&fiaxed_and_rhisﬁsuggesiﬁio‘&e that a case can be made for regard-

ing tthe doctor's knowledge as a,valid indicator of the process o£ care,
! : o ,

; Many recent writers (Donabedién, 1969; Barro, 1973; Gro%s,'1974)
‘ 4 - ‘ ' ¥
‘have stressed the need to associate the measures of the process of

-
- '

care with meastires of outcom#&. Only then, they say, can measures ‘of

. . . .
7 process be considered valid assessments of the quality of care. Be*

Y ’ cause no relationships were found in this study between physician's re-
spOnse to patlent S problems and measures of outcome and since- the re- .

Y 2 -\ . 1

&étzonsh1ps between physicien 3 knowledge and outcomes were amblguous"
d;e to‘tbe‘possible confounding effecte ef othér factors, I am forced
to.reserve - judgement conéerninéfthe,ﬁhlidity%of physician's knowledge
! 14 , : » . .0 R
.and.pﬁysician's reeponse“as‘indidi§;£s:of qﬁality. There are several ‘ .

reasons which may explain the failure tp refute the rather heretical

null hypothesis (i.e. that whole>person care makes no difference to

134
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the patient). These'are:'

1) sensitivity of the outcomeé measures ,

2) accuracy and validity of the indicators of holistic ycare as measures

of the process of care
3). confounding effect of other factors
L, .

4) lag-time between care‘énd the effect. T ',

’

Sensitivity of the Outcome Measures’
. \ ’ .
heé difficulties inherent in measures of end results which are

e

"soft" (i.e. recover;) rather than 'hard" (i.e. mortality) have been

‘discussed in the Review of the Literature. Sackett et al.(1974) men-

tioned the herculean task of assessing multidimensional fupctional

state which the World Health Organization defines as healtN: They con-

.
°

.

. : . .
clud : > 1=

tive to short-term fluctuations and that ‘clinically important changes

in health were unlikely to-have been undetected. ¥heir conclusdpn was

-~ . -

.. . s ] -
based on comparison of ‘before and after measurements an iculation

of -the changes whiéh occurred. Their méasure and those used in this

study contained two items in’ common:. 1)'usd§l déily activities, 2)

bed QLSapility} iThey found that between 75% and 87% of patients who -

- were impaired at the start were unimpaired at the” end. The comparabie

L] ~ -

figure in my study was érqhnd 80%. Of "all those impaired at the end,

] -

, ZO%;L’éQ% were unimpgired'atnthe_étar; in the study of Sackétt et -al,

(1974). Comparable percentages from my research were 50% - 70%.

. Sackett et al toock the high proportion of chaﬂges as-evidence of the

sensitivity of the measures. The figures from my study show a similar

* »

degree of sensitivity. . o ‘ v

-’ » ¥ - N
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. ¢ @
Therefore while I recogeiﬁe the imperfectiond:.in the measurements

of recovery'stétgg, I am convinced that the measures used in thisJL
[ )
studyrﬂere sensztlve to changes in the patient's status.
.# T < .

L .

'7.1.2. Accuracy'and Validity of the Indicators of Holistic Cre

The discussion of validity will draw on three sourcesof evidence:

1) checks of completeness of the methods of measurpﬁont

2) the test of construct validity ! - :
3) comparison of my results with-other measures of knowledge and-:re-

-

. sponse.

For the indicators of knowledge, completeness of the information
elicited from the patients was enhanced by the use of an interview with

the patients.

The indicators of the physicians' knowledge of the patients' prob-

lems were found to be associated with the number of recent visits b.y

s

the patlénts and this finding provided support for their validity (i.e.

construct validity). . -

In add;rlon, the results of other studles, although not wholly com-

_ parable to the present study, showed smular degrees of knowledge about =~
.patxents problems. Querido (1963) reportéd a study of -a random sam- ’
- -
ple of 125 fam111es (401 1nd1v1duals) from the list of general practi-

tioners, All“famlly members were given noutlne\medlcal examlnatlons
. .
and an interv1ow1t6“ellc1t psychogodzal‘problems. of the total number
-of  physical disorders found, 44% were known to the physician. Of the
L] ’ ' .

-
-

sprious,disorders 95% were xﬁoﬁn aﬁd the non-serious disorders 52%
' / .
. ’ &
were known.' of . the 61 familles with, psychosoczal problems that were

related to somatic dlsordqrs tho—physlc1ans ‘knew of the problems in 50%.

e,




Williamson et al. (196#)'réportéd a study of a randem sample of

persons 65 years and over, from the lists of three general practices.

The subjects were given a full clinical .examination and an interview

) N
by a psychiatrist. HMen were found to have 297_disabilities of which 43%
were known to family doctors; women, 373 of which 41% were known.
The more severe the disability, the more likely it was to be known.

The psychiatric findings indicated 54 cases of neurdsis or depression

" of which 67% were known; 55 cases of dementia of which 87% were known.

Hull (1972)’took a slightly different approach. The seven physi-
<. ) ) ! . - . ‘ o P

cians in his study classified new consultations igto four categories
ranging from "patientd known not at all" to "patients known very well".

He found that the percentége,of patients whose history,‘faﬁily and .

social background were known, in the opinion of the physician, ranged

fygm_2ﬁ%_EQEJNMthﬁuxmLxhngngh B8% for another.

In spite of: the, met&logi‘cal differencés between these studies

and mine, the results were similar. Like Querido (1963),I found that

physician's knowledge of serious physical disorders was greater than

. their knowledge of social:problems. Williamson et al. (1964) consider-

-

" ed the disabilities and psychiatric conditions of 'elderly patients and

found physicians' knowledge to be muéh the same for both but rather

low overall. Hull (1972) found marked differences among'phyﬁicians,
‘ LA . ‘
as did the present study. /

L

Turning. now to the indicators of physician's response, we remember
that a test was carried out of the completeness of .information in the

- : .. - : ‘ R
medical-record which was the source of data.for all indicators of re-°

v r

sponse. The completeneas .of the récording varied according to what as-

pect of the>patients' problem, was Beipg*cons}dered'(i;e. discbmfort,

»

*




o

wogr&, disturbance of daily living or social problém). The completeness

Y

bf the records for responses to worries and social problems was low and
- .

T if the recording practiceéewere;différent for different groups of pa-

tients, any real associations between the charactenistics of the patient 5

v ‘ ‘ - .
and the scores on responses would have been obscured. An alternative
. ' -

method of assessing the physicians' responses, which'might be consider-

ed in future research, has been showp’ to have drawbacks as well. Physi- J

s

. ‘cians who were asked to check-off a list of possible activities tendeé v
- - to ¢ more activities t they actually carried out (Kelﬁhn et al.,
- 1969).

. A second possible reason for the,failure,of‘ghe indicators of
[T Y - . .
physicians' response to show any effect upon outcomes might have been

the necessity to limit them to response/no response dichotomies. The

~

’ ) . . - '
.- alternative of scoring a physician according to explicit criteria of

) . : goéd mahagemeht was considered and rejected simply because of ﬁractigal '
considerations: such criteria could not have been set up for all the
» p— A .

diverse sets of possible presenting complaints. However,the'rather

gross measure used 'in this study perhaps lacked sensitivity.
In spite of these pessible shortcomings, the indicators showed re-

sponse pattérns of physicians which were generglli similar to those

found by’other researchers. "For exaﬁple,.the findings of a study of

. physiciané!:activitigs by Scott et al. (1960), while not directly com-
- - . T /_) s ‘ . . .

parable to mine, are generally similar. They found, for example, that . »

prescribing took place at 38% of the corisultations, advice to continue

medication at 17% and examination with the patient undressed at 52%.

Reassurance and explanation of the illness each occurred 18% of the

) ' - ". - . s A 1 ‘ 'o -
“time, Discussion of the patient's social environment took place 11%

.
. ~N . R . : *
- . ) . - SN
- N . . . >
e . ‘ v . > .




of the time, referral-to nurse 14% and to the social worker 3%. Prob-
. -
lems at work were discussed at 4% of the consultations and personal

- problems at 3%. If we equate prescribing and examining with response
» . 3

to discomfort, reassurance and explanation with response to worry, dis-
- ’ . . . ’X,

cussion of environment and referral to nurse or social-worker with re: ’

. & -

sponse to disturbances of daily living and discussion of work or per-

* sonal problems with response to éociaI problem;, then we see a similar
pattern in the results of Scott et al. aﬁd fhe présent study. Both “
shoqed most freduent responseé for discomforts, next most frequent for

"ﬂ' worries énd, finally, lower frequencies of responses for distﬁrbandes .

)
3

of daily living and social problems. Steiger and Yates (1969) f

that for long-term patients (i.e:. re-visitors) the great. majority ‘need-

ed drugs and one-third needed care which was suppbrtive, underséénding

- . s

LY

and “educational. eir other caregories of need Were mot so common ds
» : . [} o ’ .
these two. IFn my study, around 90% of patients needed some attention -

to discomfort and around 66% needed attenp@on to worries, disturbances °
- and social problems.

In conciusion, the evidence supports the indieators of physicians’

knowledég of their patients' problems as valid'ﬁgasures of the process

.

of care. The complefeness'of'thé medical record was doubfful and this
finding suégests that gﬁe measures 6f‘fé§ﬁonse.nere not entirely accu-

rdte although the frequencies of physician!s activities were similar
< . )’- ) . ..

]

‘s to those from other studies.

7.i.3.(kgonfounaing Effect of Other- Factors:

’ » 1 »

“ The §qnfounding variables which affected the relationships between

physicians' kpowiedgé and the patients' recqvery were:; number of recent

Y

. - . . . . P ' !
R . 4 A .
. [N . - e
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- - . - : ‘ -
~
1 ]

visits, numPer of complaints, who initiated the visit and number of

social problems. All significant relationshibs were lost when .analyses

-

« -

_vere stratified by the confoundlng variables except that the positive

L J

association was maintained for the- group thh.patlent 1n1t1ated ﬁlslts.

- -

It is possible that within each level of the confound%ng variables
the ?ange‘of'séores on physicians' knowlefige was reduced thereby mini-
mizing the possible.effect of knowledge upon patients' recovery in the

stratified analyses. This?phenomenon,_in conjunction with the reduc-

tion in the sample size when the crosstabulations were stratified by a

confouhding variable, could have been-responsibie for the.loss of

statistically significant associations between physicians' knowledge

-
a !

of.patients' problems and the patients' recovepy? o

£ 140

7.1.4. Lag-time Between Care and Effect

“Another explanation of the finding that the indicators of holistic

vcare were not related to patient outcomes concerns the lag- tlme between

the care and the effect on the patient. " The lag—time for some aspects’

of care is known. For example, most drugs have a specified time of

~J .

onset of effects. In studies assessing the efficacy of a drug, the

. . . . .
measurement of the efféct should be made after this known time of onset
ER

of effect.~ Furthermore, the duration of actidn of drugs is usually

‘known and any research must avoid an asgessment of the effect after the

effect has alrgady worn ofo wﬂ;ﬁ”we are assessing the efficacy of
holistic care, we find that the information"analogous to the time of

onset‘hmd duratlon of effect lS unknown. The three month folldw:isl’

perlod‘used in this study mlght have been unsuitable. The effect o

-physician's response to the patient's problem&.may 1Q.some cases have

.y
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taken longer than three months to appear and in other cases may have

N ‘

worn off by the end of three months. If there'were mény such cases a
relation between care and outcome would be obscured. Prospective 7

studies of patients receiving similar care are needed - studies which

would allow repeated and frequent assessments of outcomes and therefore

\ »
reveal tgé’time of onset a4nd the duration of effect.

—

7.2. Some Variations in the Scores on Physician's Knowledge

.
3

The indicators of physician's knowledge did not vary accgr@ing to

the age and education of the patients as had been predicted.” Bart (1968)

and Korsch et al. {1968) had presented evidence which supported the bre-

2 * A

diction that younger and better educated women were more apt to present
their worries and social problems than older and less well educated

women., My previous study (shown in Appendix II)‘*dupd,no differences

-

ih—age—and-edueation—oF women—who presented with signal bFehaviour and

women who presented their psychosocial problems frankly. Several rea-

T .

P

sons why the present study showed no differences in scores among pa-

tients of different education and age groups are:
-

= 4 -

1) age range and education range were somewhat restricted,

2) the prediction may'apﬁly only to women, whereas the present study

~

included men and women, ) ' '
3) the physicians,were discerning enough to interpret cormectly commu-

nication from patients of var;§hg age groups and 1evels.e{ educatioq.

,Althohgh ;heﬁe has been no%clear evidence from other studies that

continuity of care and completeness of family care results in higher

quality care, a strong belief in their importance’seems widespfqad.

. 7
Wolfe and Badgley (1972) and Last (1965) expressed a need for

v
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iv“ion regarding the effects of the extent of famity care and of ~

con¥inuity of care. I found no support for the prediction that these

characteristics affected the physician's knowledge and therefore re-

serve judgement on their impdr%ance. It cbuld be that the physicians

[

at Tav1stock maintain a level of famlly-dﬂﬂvgentlnuous care well above
any threshold where differences might be found. The frequency distri-

butions could be considered as support for this view because the major-
' T3
ity of patients enjoyed total family car§ and care exceeding one year

- <

from 'téeir doctor .
Thg number of complalnts was con31stently and negatlvely re lated

to the scores on all indicators of holgstxc care. The tables showed

ghét, hqving identified and responded to one cbmpl;int,in half the

cases the five physicians-did not questlon the patient further: they

were content. . Since the physlc1ans in thls study were not selected ran-

Awfinding. vHowever, I can point out. that the five participating physi-
a

domly to represent all family physicians, I cannot generalize this

-

cians carrled out a low-volume practice. Inléddition,they were well

versed in the writings of t (1964) and McWhlnney {1972) regarding
g to

the importance of listenin e patient's complaints and of watching’

for underlylng psychosbecial problems. Thei had also converted 60% of

-

their recqrds to the problem-orlented apppoach to help keep -track of
patlents w;th multlple problems. . Therefore, I would submlt'ihat these

phy51c1ans were more llkely than’most practising famlly doctors to

-

have the time and the inclination to hear and record all the gatient's

_ppoblems. It would be safe to suggest that Fhe_tehdency to elicit

] i '

. only one ‘complaint whicﬁ'shbws with the participating physicians could

a

be at least as. pronounced for other physicians,

r

PN

-

5
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s - J
This finding suggesis to me a way of assessing the impact of the

problem-oriented record upon the prﬁgggs/af care as represented by my -

indicators of physiciaﬂ's knowledée.w It may be that physicians who do
; P 2 \

not use the problem-oriented record would show a greater ®Tendency to,

]
focus on a single problem than would physicians who consistently.used

AN ‘
the problem-oriented agproach. - . . ’

°U

For patient-initiated visits, there were higher scores on most of

G

the indicators,of physician's knowledge'than for doctor-initiated visits,
At first 4 thought that the high prdportion of doctdr-initiated visits
(80%) among the chronically ill patients in this study igdicated "good ‘
cére". -Hg;eve;, the eyidence seemsvto cofitradict £hist It appears,

! -

at least for the five participating’physicians, that the patients who

&

initiated their own visit, rather than visiting for regular follow-up, .

‘ . , /
received more attention from the gbysiiign. One explanation for this

" naire. The bias which may affect the general guestionnaire could be-

finding, I think,gls that when physicians call patients back for a

foiigj:ﬂyfszéit, they know what they want to achieve and are probably.

v

inciined to structure the questions around their own concerns. Per-

'haﬁs.questipns such as."What is bothering you most today? What else

-

%

‘is troubling 'you?'" seem unnecessary to these physicians under the con-

- P
ditions of follow-up visits. ) . : "
. e '

° . . -

7.3. Satisfaction Measures ’ ) . :

I,foun& that the general questionnaire gaie low sgores on satisfac- -

tion, the intermediate gave higher scores and the personal questionnaire
¢

gave,the.highestfgéorgsr “There ;pe two qxg&anations for these differ-

. T

ences. (1) Bias affects both.the ggnef?l_énd the personal question-

¢ v
-



5) Reason for follow-up e : R

~

vy FoIlow—up whlch becomes a babit mlgbt be eneoﬁfggzog'the{
~ y ‘ y e
patibﬂt's dependence on the doctor. Ipro reason ‘other than habit can -

be glven phy31C1an is .not ng1ng hélis:ig~§§£é.'

McW: Have to haVe a lut of basellne data in oner to.assess adequacy

of'khe reason giveq by the physician. He will always be able to think.

up some reason. This data cannot. be systematically acquired~within the
- N - & P . - . - .

!

~ s frafework of the ﬁrdposeq study. -
.1- ... ‘.,‘.. '

. . .
. % . . » ..

6) Weighting of.the items: . * T T .
BN Family item highest - very Iﬁpoﬁtant.- . " -': ~ .
% Robien ide ’Zi s ' 2. T,

, - oblem identi catloneltems taken together less than the ’

- * o

famlly ltem. Equal wezghts for each of itehs 2- lO whlch he calls prob-
P - -

lem 1dent1f1cat1in 1tems. Item one: less than 2—10 1ndrv1dually.

v >

-

~— Hcyz Items ~10, five p01nts each heCause of - redundancy .

.
/-\_/ " ‘
‘ s

1-2 ten p01hts each. . »

Itemfl must be weighted®

ced

e I;em 2 must, be lfs tharr one. . \ .
. . ] L ‘y . ! ’ ! L&
- o . .
f_ Nz Cannot see d01ng it mean1ngful$¥ except that 51nce 1tem one,
.. " [ .‘ Y ®
is cicial it shéuia'bg given more welgpt. Co o - .
. UL I4 ' o e . '

u

-Cbmment -=Patients QpnCept o£~pa;n ‘and worry may be dlfferent from




2, @

.
h}

¢ - : l. ¢ ) . ‘. " }4 5

. - : - ) . “ .)

-~

. & « o . N
‘compap'ng‘%hysicians, a study of a large group of physicians is recom-

mended ‘~Variations\in the kinds of care with thkfcharacteristics of
) n . B N ' i ": lé
physicians could be of interest to medical educhors.
- g : ‘
2) Considering the possible inappropriat¢rniess of any follow-up

period in studies of process and outcome of;ca e, I suggest we learn

3) The present study found that, for-about half the patlents,the

-physicianukneW'about one complaint regardle s of the number ellc1ted

.during my interwiew with the ﬁatient. Thi finding suggests. a useful

test'of the lmpact -of the problem—or %pted approach ;p record- keeplng

upon physlcmn s knowledge of m'ultl le complalnt,so )1 suggest a com-

parlson between the indicators of owledge of two groups of phjsi—
e " /

cians: a) ones who consc1entlously use the problem-orlented record, %

b) ones:who do not use such a recond.

se

) The p‘psent study found .that patlents responded dlfferently

-to questlons a’Lut fhelr‘own doc or cqppared to doctors in general.

.

Onewexplanatmon was that dlfferent blases affect the persona1¢and

° * iz

tter. Groups of subjects ‘could’

E]

-“w

4
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" the personal phy31clan (dlrect) and the docIors in general (in

Tﬁgg}were:

a ” DIREGT
. Questibn 1 n:7u% favour;ble response
L . "Condltlon ?ully expLalned"‘

L

N ) 7\ ,l' :‘ . - :\
" :Question 2 ~ 85% favourgble resp@nsé

N "Communicate easily with .
- . doctor." i

-~

;
{
;‘ n

f

-

) his questlons regard1ng-doctor§ in general.

3

' #

.
*

S e gy s s o o

\-f' .
[P { - .

‘

From Flsher (1971) two nearly ldeytlcal questions were asked about

-2

‘The inté%pretation of tH§se résdlts must be made with caution for

t
Questlons From a Pqper by Fisher (1971)

] ]

%

ect).

)

- INDIRECT =~ ° -
~ 48% favourable respornse
"Most doctors usually
don'tftell-you enough
tabout your ‘sickness."

~ 82% favourable response
"Most doctors.give you a- -
chance to tell them
exactly what your

" trouble is"

£a

L4

/two reasons: 1) Fisher d1d not show the number of respoqeents (N) for

WHere he showed N's for

Theﬁefore, one _

other questions in the paper they varned by around 15%

.

i
!
- -

2)

i

¥

»
R

(

ﬁ .

cannot be- certain that the same;group , of patlents is being compared .

It must be noted that the flrst palr of que%tlons shown above con-

{ tained one statement whlch vwas worded posxtlvely (dlrect) and one wbrd—

2

manner is not ;entirely valid..

. .

[] . -~

‘ed negatively (indlreqt). .Comparlson of questions which differ-in thls

Y

T~
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»
Presents, Study of Payient Behaviour -

”

APPENDIX II
?/Summary of Earller ReSedbc 't ‘
How Illneﬁg

. } Stewait, M.A., M ihney,-I.R., Buck, C.W.

: . Purpose -of the Rese ch.

’ !

a cla581f1catlon o

patlent behaﬁlour. Our second purpose was to apply

0

J The first purp%se of this résearch W@s to assess the reliability of

the class;flcatlo " to a sample of patients from five practlces.,,We

’

v wanted to test our predictj ions rkgardlpg relatlonshlps between patleﬁz

behaviour and certain acterlﬁtlcs of pat1énts and physlclans.
. « A .

'

- ‘I ’ N t
N . { ) - -
/ClaésificatiQn of Patient Behaviour: v

‘e
P

Description of t

iﬁ\1972;' The clagsification waé intended for use by physicians along-
s1de tbe c1a831f1 ation of the Patlent s illnéss.” The purpose of the g,

taxonomy was to P ovide the phﬂ%lclan with a framewor§w}n which to des-

: ™
. cribe his asseﬁgme t}of the gedson for the visit. It was felt that the

taxonomy would order physicians' thoughxs-on the behavioural aspects of-,

a patiént's visit just as the diagnostic process orders thoughts on the

pathology of SLgnslond symptoms., It J%s expected thatt the use of the

]
/ taxonomy by physlc1 ns would h¥lp them to understand thelr patlents and
, thergbg pave-the way, for better management. : 1
4 Y ] . . . 0
L The seven categdries of the taxonomy of patient behdviour were as
.. ) L . \ ® g
- follows: - : : : ' ,
B ' - A
‘1. Limit of Tolerance.. . “

'

&

The symptoms are causing pain, dfscomfort or disabiiity which has

3

. e
+ v »




- I )
L} i s
}

become:intofkrayle. This large category covers many straight-forward

episodeé of illness from an attack of influenza to a fractured femur. -

L)

" The capacity of a éymﬁtom to cause distress will depend on many variables, °
" including the patient's cultural backgr?uﬁd and occupation. Episodes in
-this category are.not confined to physical symptoms. Depression, anxiety '

" or other psychblogiéal symptoms may be causing sufficient distress, dis-
‘ . — 2 , -
2 ability.or loss of function to justify a visit to the physician.

2. Limit of Anxiety -
et ‘Va s 7

. The patient wvisits not because his symptomé are causing distress

but becguse of their implications. The patient or a relative fears the
. 5/ . . .
¢onsequences of his symptqgs. Since they depend,on a person's knowledge

-

- and beliefs about illness, episodes in this catégofy are heavily influ-
. enced by social ahd cultural factors and q@nce the patiént's knowledge

E

U cannot be assumed to be as great as the physician's, some of these.epi-- A
sodes might be considered by the physician’to be "unnecessary" in a medi-
cal sense, but necessary from theﬂpébientfs point of view. . . /*\\5‘

3. Signal Behaviour e - .

3 *w,

Invtheée cases the prese?ting.illness'ér sypptom is used és a "tick—
et of admission" t?:éhe doctor so_that some undzzlying problem .can bgv{
presented*’ Fou. Kinds of ﬁresenéing illness can fall into this catéébry:
o ' ..%?) .aftendaéce for a minor illness. S R '
() hftendanée for a chropic illness without dny apparent change

_— in its severity. "“&\ - o
y _ (c) attendance for unorganized symptoms without orgapic pathology.

-
*

(d) delayed recovery from én illness or injury without any apparent

. - i
i ad M

reason for the delay. .

° - :
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4. Administrative ‘ o ' o s
. R ) s . . '
‘This category would include attendances which fall into none of the -
L | e .

~first three categorigi and whose sole purpoée is administrative (e.g.

provision of a certificate of illmess for an employer). ) \

‘5. Opportunity - ) ' . e g o \.

-

The batienf mentions a symptom purely because the opportunity has \
» ) . . ' *
arisen (e.g. a mother bringing ba&by for a well-baby check, mentions a

¢

- s&mpton of .her own). ' T . . - -
! . . < e v ’ 4
6. Nglgglness . 4 . ) .
At!endances for preventive purposes, such/an antenatal or well—baby
- . *
v care. | | :
- . e . . . ' " ~ . .
7. - Lanthanic _ . ‘ : .
_ Yo o A . . g e '
r ~ ‘ The doctor discoversesa condition of which the patient is unaware.

Y . , . .
[ ’ . . . ) .

¢

’ R

Test of Reliability: - . ‘ - : [
During the spring of 1971, two of the aqtﬁors visited eight co- ’

]

opérating physicians in their.offiqesﬂ Separately, we viewed consulta-_

rd ’ '

tiggf\EZfZiff,Fatient and physician - some by sitting in the consultation ,
room and some by viewing through a one-way winddw. Each 'investigator was -
y a7 ’ N = PR .

completely famlliar with—the meaning of the classification of patient be-

‘havioug~and explained it to the coopérating physician. The invéFiigatér

o and the physician.individually elassified fhe‘coﬁp;aihts preéeqfed by
 each pafient@/ The reliability of the classification,§chema was estiﬁhtéd_
. L

cr. by coepafing the assessment of the investigator and the pﬁysician. There

was agreement in approximately 75% of the cases. .

i : . ‘ ; N
" We are grateful tb Dr. A.R. Feinstein for providing us with this term.

' .
. Ll . . /
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Given our particular interest in the category of signal behaviour

and our belief that this category was a difﬁicult one tO‘identify.and
manage, we decided to do,an.addig}onal test of the ‘capacity of physicians
to detect this behaviour. We wrote eight resumés of visits te physicians%
feur repre;enting signai behaViput'and four representing other)categories

N * 4 . . . 4 . K
of patient behaviour. Eleven physicians classified each resume and their

\

designatign agree& with the intent of the resume 75% of the time.

On the basis of these findipgs we concluded that no more than:25%
error could be expected for any category. We decide@ that with more

- *
. « L T ‘.
vigorous explanation of the classification schema, future studi&s might

e, ’

gchieve agreemené even‘higher than 75%.

RS
-

. !
1 ~ L]

Method of the Study: | =

L
°

In order to obtain aﬁ:estimate of the relative frequency of the

categories of patient behaviour, we had physicians classify the visits
of their patlents durln%‘F 8ix month.period. These weré visits of a

sample.of women, 20 years ‘and over; whose names were obtazned from a-

list.of randomly selected family files in five teaching practices in

London, Ogtario. The fi@} physicians classified the visits some months

after the visit had taken place. T‘he physicians used their medical ret

cords as an 4dide-memoire and none expressed any difficulty in clessi-:
fying aftervtbe;fact; "

There were Zlé women in_the sample/obtained. One hundred'epd'
twenty-three women, or ss.é% had visited the physician at'leQSt once ’
dgping‘the eix,mcnthsiqnde; sfﬁdﬁ. ‘These women accounted for 389. visits

during the study period. ' S ‘ LAl

.

- - ’ A 4
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Results:

Each of the 389 viéits was elassified by the physician and the dis-~

ffibutidh\of presenting béhaviqur is shown below.

. . L3

. Frequency Distribution of the cateéories of Bdtient Behaviour

' _ P Number , Percent
Limit of Tolerance - 139 . 35.7 .
a) Symptom — ~ .83 . 21.3
b) PSychos:)eial Problem ) ss 14,4 o
. .o o ™ ~ T - L
Limit of Anxiety . s 99 ' 25.4
a) Symptom o 72 18.5 .
- b) Psychosocial ‘ . 27 6.9
iSigﬁal Behaviour : . i Sy . 13.5
Admi;istrative . ' * 4 -8 ‘r - 1.3
Opportdnity ‘ - .- 2" 0,5 |
No Illness. L 22,1
Lenthaddc . i - . . -4 | 0 1.0
TOTAL . o - 389 100.0

]

" Four groupings were made of these categories for comparison purposes:

*

1) all physical symptoms whether llmlt of tolerance or anxlety 2) alli

psychosdt1al problems which were presented frankly whether 1imit of

tolerance or anxiety 3)° 31gnal behav1our %) no 111ness. The dzstrlbu—
tion of these four groups differed significantly from one doctor to,én- A
other. Some physqﬁ}ans showed h1gh pnoportlons of thé "no illhess" . -

category. Some phy§1c1ans had high proportlons of visits with problems

of living:” - . . < : ‘ .

-

If we discount any-differences among the doctors in their

- ' .
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(n

‘classification of, patients visits (and there was no evidence in the re-
* ¢ ) ? f
o liability tests of differences among the five participating physicians),

iy s ,
we. must conclude either that physicians build up different kinds of

o

‘ . . * . cps .
practices, or that subjective differences enter into the classification

) L]

of their own patients. ) -

4 4

The distributions of the four groupse of pa;ient behaviour 1) symp- "‘.'
~tqgg 2) frank gﬁychosoc1al pvoblems 3) sxgnal behaviour 4) no 1llness,

o,
Wégé fopnd to dlffer for patlent -initiated visits and doctor-initiated °

visits. Patient~initiated visits were characterized by more symptoms

- and more signals. This findings leads us to recommend that physicians

<
»

pay close attention to the patienteinitiated visits in owmder not to

(]
‘mlss the message or 31gnal from oneé-quarter of these patients.

-

He turn now to a, conSLderation of only the s1gnals artd the frank
psychosocial presentations, omlttlng all other regsons for wisiting. .
Of the visits which w;ré,designat;é as presenting minor erself—iimiting
illngsses,thé signals formed the majority. On the other hand, visits

where thg conditions pfesented were moderate or severe,. the majority ,
W vere frank presentations of psychosocxal problems. This finding leads
[ v !
us to conclude thét minor 1llnesses are more often the mask Por the
- » -

‘51gnaler..

~
-

We predicted differences among the five physicians in the ratio of
signai behiaviour to frank presentations 6f.psychosoc1al problems. We ex- . ...
. . * \“ .

pected two particular physidians to have much higher proportions of frank
P N . " Ly s

s . . . ,

presenta%ions compared to the other three physicianb. We regarded these

3
two physiéians as partlcularly interested .in psychosoc1al problems. We

' e

con51deﬁpd them to be acceptlniiof problems of 11v1ng. We felt that

. v o
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,
-

they communicated to their patients their willingness to listen to rnon-

o physical problems.. Our expectations were born out by the data. '

v Given our contention that signal behavdour iy ddffficult to assess
L]

.

and manage, we are éncouraged to note that some physicians can decrease
A - - . [y ! "

the freqﬁency of this complex‘behaviogr by encouraging frank.discussion

“

of psychosocial problems.

- . .

In order to relate patient behaviour to background characteristics

-

of the patients wg‘bhéﬂggd our analyéis from one based on visits to one’
haseq on patients. '0f the i23 women who had visited the physician at

. | ‘ ledst ?ncé during the study-period 61 had presented a éignal‘and/or a
{frank p;&chosocial problem. Thére‘ysbe no differences between high and
l'o‘&jclal classes as to whether they prvnted \thelr problems of
living frankly or as signals. In additlon, there were no s1gn1f1cant

- ‘

differences among educational 1evels or among age Levels.

”~
. .- . T .
y Mechanic ‘1972) has revlewed studles Whlch showed social and cul- /
4 . - * -~ f x
C A ‘
S . tural 1nfluences upon responSe to symptoms and upon vocahularles of dis-

comfort. Bart (1968) presented data which suggested that women who were

less well educatéd and of lower socio-economic groups expressed psycho-
*r * - A Y
logic distress through "signals".' She said that ‘such patients have a

different: vocabulary of discomfort from those pati;nts we cail "frank"

presenters.’ Ko;*sch et al.{1968) found that motherdd of higher education

' ~
were more llkely to express their anX1et1es frankly to the doctor. . Qur -
N data did not support these prev1ous flndings and we suggest that whlle

- .

: ' soclal and cultural attrlbutes of the patient may be meortant influences

- -

upon the presentlng behaviour, they may not be as 1mportant ‘as other

rfactors such as(;he manner of the doctor himself.

- e
« N )
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Discussion:

While it could be argued that our findings were affected by the

- v

.25% error shown in the reliability test, we emphasize that none Gf the

five physlc1ans showed a tendency to systematlc error. Any errors were

most llkely to be’ dlstrxbuted equally over the categorles of patlent

3 -

behaviour and in the same way for all flve phy§1c1ans.

B

Slnce we felt that the rellablllty test showed a need for a more

intensive explanation of the taxonomy of patient behivxour, we were

able to expose the five cooperating physicians to additional explana-

-

tions of the taxonomy ‘before thex began claSSLfylng the visits of their

-

.patients. We therefore have every reason tS ‘believe that the dlstrlbu-

tions and comparisons were based on a‘bellablllty of greater than 75%.

One of the purposes of the taxonomy of patient behaviour put for-
v ~ . & : -

. ward by McWhin#ey (1972), was to aid physicians when they confront pre-

"o

. sentiﬁg cemplaints which do not fall neatly into a diagnostic category.-

L

*We found that the prdportion of visits for reasons other than symptoms

or preventive purposes was s;ightlfwgreater than one third. This is a

. . P
substantial part of a practice. This finding underlines the. importance
I3 E S . N

2

of skills in ideﬁtifying and handling these personal problems.

Several recommendatlons can be made on the basis of our findings.

[N f

Physicians would be wise to look at patient-initiated visits, especially ‘

»
r-

" those for minor illnesses in a new light. These visits are very likely

M . . .
to be masﬁs, fronts or signals of other.problems which the patient finds -

difficuit to ekprese. Fupthermord®, there was some evidence to suggest
that: the physician h:.msel y and his interest in psychosoc1a1 problems,
influences the patient's presentation., A physxcxan who is open and

willing #® listen to problems of living seems to encourage the frank

L] ..

.
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presentation of psychosocial problems and theréﬁy

tion of complicated signals.
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- APPENDIX III

Details of the Meeting of the Committee of Experts

. n

— <

Present: M. Stewart, D.J. )Hanklin, Dr. I.R. Mcbhinney‘;‘Dr. Michael-”

Brennan, Dr. Paul Newell. (Dr. I. Vinger was absent but his comments

are included).* , | .
N

1) Integrated approach: \

y

N:  Concept too woolly. Ought not to. incor-por;&'te"; .
, T

+ B: . Concept has to do with the thougkit process of .problem defini-

o

tion., Mfu‘:‘h of ,this is already covered in the method proposed but it

-]

would be even better to interview the physician right after the patient's '
“ T

_visit._ The concept also includes the physician™ recognition of the - -

process of the visit and his analysis of probY¥em definition. Criteria

¢

would have to be set up for these ‘aspects,

Ve Cpricept could be assessed by assuming that a one-faceted ™~

approa'ch-»was not integrated. An open ended dz.scussmn from the physi-
. clan was suggestedf an alternative ‘to the ques«tlonnalre method§ pro—
posod—.—«—rm—llst would be @ fed-‘lgy“tﬁ’e évaluator e.g. social prob- o

j?nv\mm‘noned, relationship ¢f social.problem to complaint was fentioned.
- f ‘

L1 [ “ 3
57
v ¢
v ] ° s
n . )

)

2) Developmental approach: o .

N: Understandmg and knowledge are assessed in the proposed method

»

and he feels comfortable with thls. The limitation is that only one
» I v l : ot

! . .
Qne member was unable to attend the weeting. His comments were made

to M. Stewart pefore the meeting but dre now ipcluded in these minutes.

- &
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‘point in time is considébed and not the time continuum., .. .
B: Doés” not feel the proposed method includes the concept. Cri-

e

teria difficult to set up. t

)

. .3) Preventive approach:
- ¥

L Mcw % Would be ean!hgless in this study because of the heteroéeneous”

“\\ patiéhte and the lack of systematlc data regardlng risk factors. A sub-
- ) " ject for another study perhaps. ) . 4 . - v
W: ) leflcult in that the unit of knowledée is an 1llness ep ode.
) ) _JE: Hore‘ea51ly measured in new patfents by‘such criteria as:\a)

 assessing risks b) ‘educating the patient to the rigks'c) follow-up of

s .

‘these patients d) advise given patients. ; o
Ve, Such ‘criteria were suggested (none relate to one episode) a)
M = ‘ .
~ '

active attempt to get patients recordé b) C.A. during the past year.

-
L

4) Family Approach: . RS ' n
. Vi Concépt essential to prepare the family for, changes. Physician
. @ ' - .

must’ be - aware of what is going on in the'}amily and how the flamily inter-

.

[ §
r T - !
_acts before an accute episode arises. He, suggests that it can'be ‘essen-

4
S

< tial that the physician talk to or attempt to talk to all members of a

. " family. : ’ . . ’
McW: The phy3101an knowledge of exlstlng famlly problems and hlS ;
{ - v ' '
L] L4 . a
- - response is being assessed and that is_ enough. o

A N: Questions the-uniie#sal_appropr%jjeness of a famin approach.’
~ H -

- He feels that one would’have toLassess each situation 1nd1v1dua;&¥x

-

/' -
B: Concept is an attitude and i ?eflected in physzclans wrlllng—

ness to take lncomplete families and in his knowledge and.awareness.

. . v



. - ~

' N 'S) Reason for _f:olloy—up
- - . ) Ly
"#". Vi ' Follow-up which becomes a habit,migbt beQenép{a,ngg the

pati‘bﬂt‘é dependence on the"cl‘octor. If _ho reason ‘other than hablt can

*

' . ot v , . .
< s be given physician is .not giving héluw.“

. . . .

™

McW: AHave to haiie a l#t of bas'eline‘ data in oMder to,assess adéqUacy

of the reason glven by the physmxan. He will always be ablo to think; .

‘.- v - v )
) +

“ vt up some réason. ThlS data cannot: be systematlcally acqulred \u‘chm the
- . ¢
~ e .- i . ’ - .
. S framework of the proposed study. ° : v ' - \

b ' . - o ’
- . M . 4 - ' . ’
. . , X
s B . . . hd ) - . . -
’ - 5 . @ - 4 ' .
a R .

- oN .
* + . . . ..

b 6) Weighting of.the items: . N o : T .
] - . o« ” en :
RS Family item highest - very Ir.aportant.' . . o o
- . , - ‘ oblem identificationsitems taken together less t,han. the ’
’ . - - ‘ -
.. family item. Equal weights for each of items 2- lO whlch he calls prob-
. r . “ .-
< . “a , -
s lem 1dent1f1cat1‘n items. Item one-lesé tham 2—10 mdnrldually. .

. . P
.

. - HcH: Items ~10, five pomts each hecause of . redundancy.

e " <, /—\J -
. . v
. P

\4 - . . + & N
\ 1- 2 ten po:thts each. . x ) .
. ) ‘. 1] B: 4 ‘;'n. » "
. ‘Ai\ r I
: Item:. 1 must be weighted" . e
S ‘ : + ° L : s e d 2 ’
) ., - n.
Lo . Isem 2 must, be lfs t.ha;r‘on%.‘ AP ) '\' .
. . ~ v .
T ; O N:L Cannot see domg it meanmgful,lY except that smce 1tem one.
o 9 ’( ) - >
R . . s + '
N is cMicial it shéu‘l%' bg given more weight. / Lo : ]
. [N . . . * 1y > :
o ‘ . . . T »' - /’_,’a . o / —, .
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5;,.(' R g K APPENDIX IVu ’ . ‘?;-
i . [4 . . ' v » )
/ ‘ + ", Preliminary Interview With .,;tﬁ?atien
‘ | > N | . ) ‘;‘ ; c:
‘ ' ‘6 . f s ’ ! .
NAME (Surname)® - “First Name \ S
. @ 0 A
' ADDRESS ., Telephone No. \ °
AGE « SEX ) . 'TODAY'S.DATE _ . \
’ EDUCATION: Check' one Qf. the YOUR OWN COUNTRY OF\'BIRTH
‘ ‘following: . ) .
. . _ YOUR PARENTSY COUNTRY OF BIRTH
N Grade 8 or lower 5 . . Ta .
o . . . . ' o .Mo‘therﬂs ! .
* «Grade ,-_ 13 5 IR TR
Father's Tor-
1 or moré years .\ ' R -
bl . fuz’ther tralnmg . . . ’ . T e W
. WAS THIS VISIT SUGGESTED BY: YOURSELF . .. )
‘ - ~ * . M . .
‘ T THE DOCTOR L.
» . . . . “
. ' . . > 4K ’ . .
v v NAME OF TODAY'S-DOCTOR  * .- . /
' . . & ’
« ) lﬂ' LONG HAVE YOU BEEN SEEING TO‘PAY"S DOCTOR" ' 0 ® s
o’ [N -l
| - LIST ALL ‘MEMBERS OF YOUR IMMEDIATE FAHILY INCLU]HNG YOURSEhF (.1 e. -
parents, husband or wife, ch1ldren) . e -
x i oo . Y Does thzs person Does this "person
.o . p usk the doctor | usae the Tayi-
N i o . : mentioneéd above?|, stock Medical./ ~.
> 7. A B Check (V) L Group?. )
~ ‘ *1 Relation- if living . ’
, - S ship - First| with you 2 . VT et
' Number} to Head Name| now ° Yes |” I§o \i Yes | 'No
3 - , c 4 . - . 14 . D > "
. l"‘ . . + . ) " .
' € ’ ‘ . B 4
2 > . 4\
» . * - *:. < . ] i.
p 4 o
3 .- A -
. : : s .
1] .. 1% . ': ., . A
S ! g .
s & ( v ’
- . . m. o ,
~‘ . ' /“\ “ o ) . . .



<

o

1670

i - ) . . * ) e - o
‘IN YOUR‘ OWN WORDS WHAT PR?BLEHS ‘BROUGHT, YOU *TO THE DOCTOR TODAY?
- - .
1. ¥
2. | ! ¢
. . )
2. 3. e o ,
LU ‘ ¢
5.0 : - > \
- > ,. -f‘ -
% - %
. . - L
HOW MUCH PAIN OR DISCOMFORT DOES'EACH OE«?HESE_ PROBLEMS CAUSE?
N ) ] ” ; . , j\ N
" A Lot A Fair A Small’ ~ ' Mot at " )
; ) Amount Amount = All
! ' 7
N l o'\ ) v ) @. r i . (
L. - ~—~ | «
‘s L . ; .
G. e— ——tretm— T ——— lee——
) oL i . h
- L. ' : ] .
, — r—— - L
/s SR | ‘
‘ . Al
f HOW WORRIED HAVE YOU BEEN ABOUT EACH OF THESE PROBLEMS?
. ) ’ ’ » . -
A Lot A Fair'. A Small Not at : e <
’ < ount Amount ‘ All ‘ . C
{ ]:l.v . ) . .‘-F . ' E\r -
. ) I '!_.:_ —_— — S ‘,l/
.‘.':- ) ' ’ ~ - T2 . , ) ) . .
. 3. e o
_E'" . . o . A © ;
; Q’- u‘o M ’ o ¢ - - i
. A . u'_—-h- P . R RISy ot
: » ' - i : ! e - P
5. . : :
— A —_ s
4 o - o‘ . . : * / ‘ ) 9
! ) - . -ﬂ‘
' | L.
) o . - ..é' . ’ -
) . . . ’ .
/' { oy PR " : . [4 - ” - . ) ,
\-. . Ty . ) ¢ ‘




»

- : - ’ i
. » -
r

-

. « . \ . .
" HOW MUCH TROUBLE'DO THESE PROBLEMS CAUSE YOU IN YOUR DAILY LIVING? -

H -"" . : . . o e
. !g | . » - . « o
c- ) ()3 ) . ’ ) . - . * -
A Lot A Fair A Small Not Any -
. ) Amount ' Amount . » " -\ “
- ' ' ) ) . N ,
io —— — — ' —_— *
2. L .
P} b—.—-—\ ————— —E——-—- .—-——-... .
3. L ‘1 ¢
— ——— ‘ ‘:-—-—- —
b i, ' ) {
— - £
S. o !

Q
1. Within the pas‘c two weeks, did you stay in ked all OR part of a. day
- because you were not feelxng well?: :

L] -

. . ' . ' '
Yes No Don t_ Know , | ‘ o

2. _VWere'there other days within the past two wegks ‘when you were not

- able to do your usual activities because you .
» . " '
o . Yes No * Don't Know
- . -~ # ‘
3. (Apart from this) within the past two weeks were there times‘when -
¢ . you felt there was something wrong with your health? ,
\, : . - 4 & : .
Yes . - No- . . Don't Know , g .
) £ °, ’ } . . ° - ~
Thg- following is a list of fairly common problems that people have. #
' » °  DQ YOU HAVE ANY OF THESE PROBLEMS NOW? IF SO, HOW MUCH ARE THEY A °
BOTHERING -YOU? ) : , : .
. . ’ > - . -
‘ . ' . "~/ PROBLEM? * BOTHERED? '
'/- o . - oo T a "A Fair A small Not at v
. ; ‘. ‘ ) Yes® No | .A Lot Amount Amount . All,
- hd . ~ . A ‘-.. i
e 1. 7Illness or injury o‘f . .
/a family member L .
[ ] ' .
) 2(( Problem (other than | Y , o
) illness or injury) , S : ' .
c of an ‘elderly mem- T y X ' P
. " Dber in your family . o ‘. ’ - )
3 . ‘~ A . . %. ¥ <
" 3. Death of a friend o | R L
, : or family mensiber , - ‘ . T .




10.

11,

‘12,

13.
l“.

5.

¢

What is i;BAL;

-

. ‘Probleﬁ with neigh-

* work

life

. , . PROBLEM?

Yes No
Separation from friend . -

or Ei?lly member .

% BOTHERED? - .
A Fair 4 small Not at
Lot Amount -Amount All

¥

Had to gave up some-
thing valuable or use-
ful (i.e. job, car,

house)

-
<

bors or friends (i.e.
not getting along,
misunderstanding)

~

Problem with child «
or children (i.e:
discipline, not
getting along)’

|

Problem with hus-~
band or wife (i.e. ’
hot helping out, |

not getting along)" ¥

»

Problem with boss |, °
(i.e. not getting
along) Co

Other problem at .

-

Being too busy "

Being pored wlth

Proplem with money

[ .

Bein lonely -~ v,
& ’ .y’ .

Any othep péfsqnal-

problem

-

OF ALL THE PROBLEMS” YOU MENTIONED on 'PHIS PAGE OR ON THE LAST PAGE
WHICH IS THE WORST? RN . ‘

.

.y




: . - 163
o ‘ N g L . ’ ] *
- " APPENDIX V i -
Mu
¢ ) R . :
Questlonnau-e For Doctor ’ .
’é L] P !
N Lo o
' ! ‘ ‘ ""‘.
MAME OF PATIENT bm:}: TODAY
'/" HOW MUCH OF A PROBLEH "DOES THIS PATIENT HAVE IN EACH OF THE FOLLOHING
’ AREAS? . .
o Would the
. : . o . patient deny
Co . . C , ‘ ' this prob- -°
— . - -4+ Large Medium Small N em? ‘Put v/
‘.3 o Problem Problem’ Problem Problem if yes
. . Illness or‘injury._of _ o ,
—~ of family member f , - o Yo )
o . —_— —_ L — "
. 2. _Problem (other than 'b ’ - ¢ ) -/
illness or injury) ' . ‘ .. '
o in an Terly. mem~ X . !
SR, ber in your family : C . : ’
3. Death of a friend ‘ ‘ o .
W family member - & - . ' « "
- T N 4
4, Separation from. o .
’ friend or famlly :
member . : T : ’
: . 5. Had to give up some- C . o ' P T~ .
. thing valyable or B b , oo -, .
F _mseful (i.e. job,- T ' S
- car, liouse) . : ‘ T e - .
) T " E 7 ' ’ . Yoy
) 6. Problem with neigh- ) ' ) ‘ ’ o s
v ‘ : bours or fniends*(i.e. - : <, ‘ A :
S not getting along, . ) :
2R 4 misunderstanding)
. "7. Problem with child - N . R
p .or children (i.e. : . 4 '
et , ' ‘discipline, not / = N ' ;j{ .
o < 'getting along) . .o 4 L .
- . s : . \ . f .' ‘.;.
L 8. ‘Problem with bus- . - . : 5 ' ..
"_‘ . band or wife'(i.e.~ . A ’ Lo L
. not helpi out, . .
. ' .“not getting along) - i :
- . ’ - ‘ ’ ‘ 6 b *
’ * / s . : '
L] . ‘// i . . < 1 . ‘ ?
: ’ ¥ -
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‘ .
’ ' - \ - \Q Would. this
(, : s ‘patient ‘deny .
: . . ] this prob-
.Large Medium Small No lem? ‘Put V'
. Problem Problem, Problem Problem if yes
-~ ‘¢ g _ .
) 9. Problem with boss S .
(i%e. not getting » ‘
along) e
- % 10. Other ﬁroblem at - . - .
N . work
- 11, Be'i.ng too busy o - . WK . )
.12. Being bored w:.th __— . ) )
life - 2 A —
-13. Problem with money ) =
S 4 X ¢ . <
_ . A4. Being lonely ! i -
~15. Any other ‘pe‘rsonal -
i / oblem o .
L Specify < -
o TR . ; » ° \.‘:/ .
iy )
. . ) \ . * - H
- LIST THE COMPLAINTS AND- PROBLEMS WHICH THIS PATIENT S BROUGHT TO YOU
-+ . FROM TO R ¢ OMPLAINTS AND _
. PROBLEMS SHOULD BE AS CLOSE TO THE PATIENT rS WORDS AS PdSSIBLE ) C e
. l.‘ - ' " .
2. . - - . .
' # R R T
‘ 3- - ' ‘0 ’ -
0.\ 5. ) 4 T ) e ’
, 5. N L : ) .
- * N , A
- . » . - _
‘. - ) /'J
L ‘ . / .‘ . ~’
° c ‘ -* .l, ) Sy 4 -'
» " . )
s .. !




HOW.
THE

HOW

5.

OBLEM TO, YOU?

%t%ﬂ PAIN OR DISCOMFORT DID- THIS PATIENT HAVE’ WHEN HE/SHE BROUGHT
Ri

A Lot

WORRIED

A Lot

A Lot

A Falr .

Amount

g;ir

Amount

2 e
O

A Fair
AmoGnt

WAS THIS PATIENT

-~

1
A Sman,nmif %t at.
Amm& All
: v
‘ ,ﬂ J
- . .'

A Small
Amount .

-
’

-

Not at

All

A Small :Not at

Amount - All -

- h"L\‘N:;.._.. AAAAA - 75 '

T LI

— & —
L.

By

¢;l

HOW MUCH TROUBLE WERE THESE PROBLEMS CAUSING®THIS PATIENT IN DAILY
LIVING WHEN HE/SHE BROUGHT THE PROBLEM 'TO YOU?

;Y?’
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Y

A ’ ¢

IN THE EVENT THAT EACH OF THE FOLLOWING TREATMENTS WERE FELT TO BE

DESTRABLE, WOULD THIS PATIENT "BE SUITABLE (i.e. MOTIVATED, RBLIABLE
OR COMPLIANT) FOR SUCH MANAGEMENT? . ; W’
. ~ [
€ D 4 - . .
, { Yes No If not, why not
a), Drug therapy ‘ .
—_— — ¢ '
b) Physical therapy (e.g. S e T e
physio, diét) ‘.‘.__,-»-:sfr',i""”“"':‘-f-";‘-;,:L,-' Ve
' g ) . Psy&h&tberapy mUET . o »
d) Soc1él mterventmn ' '
1 - i ; -~
¥ s ‘ ' » i
30 ’ ‘.
5\ 2 7 .’,
. -:,) v
'an S -
'15{::“; . A bl : ~t
v _ - . -
v » ! *
2 " '
. '
’ e ' [ I ’
& : .,
1) / N
¢ 7 - . e ,
- * ‘ s A v \ L . ) Y
. ” v } ¢ = .
- - 9
. " ,\ ‘
. "‘. .. /
f.“ . ' - * '
- » i
" 3 ‘\a “‘ .
- \ . ¢
A o Lot
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- ' . R 3y
, Agree .Dlsagree o “ i . .
. 1. ‘, AR ‘%Lu cannot exbect aﬁy one d0ctof to be peffeet.
—_— — .
. 2. e Dgctors make you feel like everythlng will be all
. ’ right. .

- 3

APPENDIX VI

' Questionneires'For.Assessing Patients' Satisfaction
. Lo R I 4 ! .

G«ENWL? ny & A BEEYS- A --v ' s - G... )
We want to know what you think about doctors in general. This '
questmnnalre contains some statements, each of which say something

dlfferent about doctors 1n general. o e« N v

» [ 4 !

.We %ant to know for each statement whether you agree (think 1t is
true) or disagree (think it is not true). There arde no right or wrong
answers: we just want to know what you think.

%he Lnformatlon is confldentlal and will not be seen by any doctors
nor anyone else but’ me._

3. ‘ e -A doctor's job.is to make people feel better.
4. BRI P Too many docésrs think you cannot understand ithe
. o ‘ medical explanaxlon ofyourzilness, 56 they do
=, not bother. explaining. !
Se ¢« i Doctors act llke they are doing you a favour by
treatlng you.- ‘ . s
- -". [v]
6. - . A lot of doctor's do not care whether® or not they
. Ar_d & - hurt you during the examlnat;on.
7. Many dgctors Areat the disease. but have no feel-
o zng for the patlent. : -~ %
8. ) Doctoﬂe should be a llttle more frlendly than_
- they are.,
. rF '
C . S ﬁbst doctors let you talk out -your prOBle@Gf
lg. » ’ e Doctors do their best to keep you from ﬂofrying.-
1. poctors are devoted tq their patienf%.
12. - . coh With so many pat1e9ts to' ‘see, doctors cannot get

to know them all. - -




W 2

Agree Disagree

]

13.

14,

o~
IN'rERr?ﬁﬁ:> .

We want to know what you personailythink ut the doctors and the
care you have received at Tavistock. This questionnaire contains some
statements, each of whicf say something different about doctors in
general. . ' :

' -»
We want to know for eaci®statement whether you agree (think it is
true) or disagree (think it is not true). There are no right or wrong
answers: we jua‘.want to know.what you think. . -
The information is confidential and wlll not be seen by the doctors
nor anyone but me. . ‘ . . ‘.
i . ‘ e .

Agree . Disagree 3

1. You cannot expect any one doctoJ to be perfect.
2. ,Doctors make you feel like everything Hdll be )
’ . all right.
3. : , A doctor's job is to. make people feel better. )
4. Too many doctors thlnk you cannot understand T\ T
* , the medical explanation of your 1llness, so .
they do not* bother explaining.
5. : Doctors act like they are doing gou a: - favour T
. \ .~ by ‘treating you.‘ . ’
6. - A lot of doctors‘do not care whether or not .. T
" they hurt you during the examination. o
7. . co Many doctorg\¢reat the disease but have no feel-.
- ing for the patient, ~ . r
> . :
8. - Doctors should be.a Iittle more Friend;y thgp
S they are .
9., L . Host doctors let you talk out your probleﬁs.
10. ' o ’ Doctors do thelr best to keep you-from worry;ng.

A



Agree Disagree

11.

12.

13.

PERSONAL:

_Doctors are devoted to their patients ) .

. g | 169

With so,many patients to see, doctors|cannot get
to know them all. T ~

¥

Most doctors have no feeling for their\patiqua. s
1 \

’Most doctors take a real. 1nterest in their

pa‘tlents.l

’ . I

We want to know what you personally think about the doctors of the
Tavistock group who you have 'seen in the pgst few months and what you .
think about the care they have given you.™ This questlonnalre contains

statements, each of which say something differgnt about your doctors.

. We want.to know for each statement whether you agree (think it is
true) “or disagree (think it is not true).. There are no rlght or wrong

answers: we just want to know what' you think. s

r

#he 1nformatlon is confidential’ and will not be seen ﬁﬁ'an&oﬁe but.

<

.
me. The doctors will hot see your answers,

A,

. -

“— —_—
2'
l" [
‘3..
—_— —_—
u. -
an—— \ m———
5. ) :
. —_ —_—
i e
L}
6. ’
¥
7.

Agree Disagree -

} o

o

o - N
.

13
i.

You cannot expect the Tavistock doctors to be

' perfect.

-

.The Tavistock doctors make you feel like every‘

thing wlll be all right.

The. job of the Tavistock d0ctors is to make |
people feel better.' R

The Tavistock doctors think you cannot understand
the medical explanation of your illness, so they
do not bother explaining. .

s

The Tav1stock doctors‘act like they are doxng
you a favoun by trqat;ng you. / ¢

The Tavistock doctors do not care whether or not., °
they hurt you during the examination.
LY .

The Tavistock doctors treat the disease but have:
no feeling for the patient. '

s
—-— -

’

’

e

/

-
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‘8-

i

12
13,

14,

A \\A\
S

friendly than they are. = . -
‘ & ) . R . o
v o The Tavistock doctors let you talk out you
froblems. ’ : ‘ !
. . ) . } i '
*The Tavistock doctors 'do their best-to keep you o?
' from worrying. : © T
‘ . X \ P ’ . - .
‘ ' ' THe Tavistock doctors are devoted to their .
. . patients. A . L
7 With so many‘patients ‘ see, the Tavistock : ,
: dodtors cannot get tro know ,them all,
’ . ¢ . ! A i -
. The Tavistock doctors have no feeling for their
, Ppatients. - E
The Tavistock doctors take a real interest in:
their patients. . . . .
[N « h . 5 .
, L X » 7 "
ay , 1 f‘
el s *
g - A -
[ i ~ ! .v‘ N 'h
. . , s
) - ) -
£ * .
: O .
v .o : :
- Al r 1
< . K .‘ . ‘-"/ )
Il : 3 » s £ .
LY ) '
‘-
v h s 5
. T . - . "%
" . . < ‘
‘o . . * - . :n~ I
J ) . g -
N . , L
) - ” -, g -3

T

stggpee . . ‘ .
LY v ‘

The Tavistock doctors should be a little ﬁore
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»

Follow-Up Interview With The-Pitient e

g LT
» .
- .

R , o S A
THESE WERE THE: ROBLEMS YOU BROUGHT TO THE DOCTOR THREE MONTHS AGO.

T

l LY . - ‘ ' - © ‘ . \

’ ’ N Y Ce ‘ l " : ’ .
2 ‘ . . . N —
) » a ’ i [ ] -
3- - FN %Q —
]4‘ - - ¢ - ' ,\
! ) w ¥ « - Jt\‘\ - ‘-‘. . ©
)‘ & . B ';Jh
G . T “ ¢ ] . ’ R d ) J
HOW MUCH PAINYOR DISCOMFORT BOES EACH OF THESEf RROBLEMS CAUSE NOW? -
mv' ) . ' . - / ,
o . . ‘A Fair . A Small- °~ Not at .- °
‘'« A Lot- * Amount . Amount "All '
e Lo -t P n'. . . .
1oy _— T R e
—_— ” -t
. A
2. _ - - - .
3. - : -
t g o - —— i ’
u . . /- o
ﬂf .
5. . i ) . ‘1‘
PR s L

,HoW WORRIED HAVE YOU BEEN ABOUT ERCH OF THFESE PROBLEMS NOW? -

" Afair , A Small - Not at ° ‘¢ :
Ambunt Amount . All
‘\' »
' ' - ~ r
L e~ -
3. e )
u’. ,,.,’ ,- . - + o .
- /!.l Y -‘-_5—. l.“ ‘ - ; -,—— P ‘/
5 g . -
O : b .
” . ’. Jbr - ] s 7
. " [
- ? ' { f -
l‘*. Y TS
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4 ' ‘ ~ . ! . ~ ' . 1 7 2
' . N ~ » , » . »
. - vk . ) Il e \
- . - -
. .

. _HOW MUCH TROUBLE DO THESE BROBLEMS ﬂcwé}:', YQU IN YOUR DAILY LIVING NOW?

. ; A Fair A Small - Not at. . o
> A.Lot Amount Amount All
q N ’ e - Py
- I ’ —_— —
\ o
.\ ]

because ‘you were not feeling well?.

No .- bon't Know

- v . N © : ™~ !
N . ’ J

Were there other days within_ the past 2 weeks when you were not
able to do your usual activities because you were not feeling well?

. A " t .
Yes No Don't Know
<0 ’ a":’. . - .
{Apart from this) within the past’2 weeks were there times when
you felt theré was something wrong wath your health? .
. Yes Y Ho . - Don't Know B -

e — B g e ———

. ' : ~
a . - . v
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10.

.11,

12,
13.
14

15,

. Y
~

-
I .
B [l

Illnessmér Anjury, of
a family member

Problem (other than
illness or injury) of
an elderly member in

your family£(/’* i
Death of a friend or

- famiiy member

Separation from friend
or family member

Had tp give up some-
thing -valuable or use-
ful (i.e. job, car,
pouse) N

Problem with child or
ohildren (i.e. disciy
pline, not getting
along) h
Problem with husband

or wife (ite. ndt help-
ing 'out,. not gettlng
along) .

Problem with boss
(i.e. not getting
along) -

Othér nréblem at work

Belng too busy } )

BelnF bored thh life

‘.

.- I\ A
DO YOU HAVE ANY OF THESE PROBLEMS NOW°
ING-YOU -NOW? ‘

>

. PRO?LEM?

) Ygs“ﬁb

-

IF S0, HOW MUCH ARE THEY‘BOTHER-
\

A Lot

e i § ¢

Problem with money .

’

Being lpnédly"

Any other personal
Problem

What is it?

BOTHERED°
A-Fair A Sm&ll
Amouqt Amount.

~a

Not at .
All

¥




. . ) - i * .- R . ) ﬂ"_! . C

LLST ANY OTHER PROBLEMS YOU HARE WHICH ARE NOT MENTIONED ON PAGE T-QOR_ ON

" THIS FAGE. ¢ - ) L . - . o
. : ” . )

.lo' ¢ }'..\‘1

. " . “ - N

2" . i . .

3‘ 3 * ( \

y ) ] . E ¢
-5, : J )

- 1
.

ON THE WHOLE DO YOU FEEL BETTER OR WORSE THAN YOU DID THREE MONTHS AGO?

BETTER - - SAME . WORSE . o
- RN - / ) « 7
- . . . L~
If better, what has helped you . If worse, what has caused you to

most to feel better? feel worse?
. ' \

0
. « 4

\ -
‘/—J *-,' ' .

-

Can you think®of some thinés the ' Can you think of some things the
doctor did which helped you feel . doctor did or did not do which. .
bez%e . may have caused you to feel
‘ . worse?’
- - [ ]

A »
YES SRS o ' . YES . NO . ¢
If YES, list these things he did N If YES, list these things :
ll‘ ~ :% ‘ : = lo‘ . - ’ N
2. 5 ’ I:'M .2 ’ ' h -
3‘ 3.

> " r ~
& . 7 o » i
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e i APPENDIX VIII B
Tea b
;' Criteria for Entrance Into the Study A
B
I i & *
! ' L 3
¢ N * ' B - § °
- \_ 4
!
- S
1. Patients 225 years - - *
2. With one of the following illnesses:
hypertension - - ; N
arthrit i@ } . .
diabetes o ' T
.ischaemic heart disease .
' ¥ o
congestive heart failyre ) ot .
other heart ailment "~ L . )
a s - . -

‘ stroke - < o ! -~
chronic peptic ulcer _
éhrqhic.bronchitis,4chronic asthma
chronic skin condition (neurodermq;itis, psoriasis)

! chronic back pain '
obesity ,
varicose veins ) -
4
!
- \ -
g *
- h .
v ) [ 4 ‘:\.‘ ,
- i ’
k) ‘ . * ’
“ . .
l : 9
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B 0 APPENDIX IX '
) T o - o e ¢
o Discussjon of Alternative Crjteria-for Eligibility of
'< . , Patients for Follow-up
- . . N R 1 " LY L)
. N « . . s - 0 3
.- ] "‘ . I
Altefnajives;\ é A
‘As|I saw it at the time th%re were three ways of selecting patients

, to be followed-up.- I will disc gs each one and explaip the reason for -

; T . - . . .

o choosing the one I used. - ' -

N 1. Patients who initiated the yisit| thémselves. .

"2 . - 4 . >

' : -
R .. The rationale behind this critefrion was that a new problem which

l" . . . . -
,% . was serious enough to warrdnt the patient initiating a visit e .

: : _physician'é§rked a'légibal'beginning for an episode of medical care.

; s v .. .

»

- .
There were two flaws in .this criterion.' First, in the practice in
' ' J " ’ .

— ' . . .0 . s, s
Tavistock less than 30% of.the patients with chronic illnesses initiated

[ 4

their dﬁh visits. jWe foulN thay.most were waiting urtil a‘%cheduled
c . - \ . . Ea

'S s » ’
follow-up appointment to mentIdn ahy ney problems to the doctor. Given

+ . -

s .
T :
-

. . M s ¢ ]
the constraints of time.allowed for the céllecgion of data, the number

-

+

o

of patients generated by.this criterion was not adequate. " Second, most

patients who initiated a visit because‘of a new problem were expected
, 14

¥

v [
gt vt 7T
i
- J—..——M
I

“to have several old or recurring probléms currently bothering them.
L f . ,"“

. Thqrefére the ratiqpale of the;fégical beginnigg point of the episode
L -
o / - =

f
’

: o S -
" of medical care applied to only one of several current prohlems. My o
- . ) b4 no o~ e ? . .
concern lay with the.whq}ecbmplex of .presenting complaints at any one
. Y . \ﬁ , R ¢ .
time rather than with any Ok’ particular complaint. I therefore re-

B Ebjected the criterion that the patient must have initiated the visit. =~

&

-

However I kept in mind the .possibility of doing a Speciai ahalysis on

-

~

the subsample who did, initiate a visit for new problems” for the purpose

'y

e e e o b i e




)

of comparmg the results with these from the total group. -,
N 4 » . r) . o

2. Ratlents with a new problem or a flare-up of. an old problem as the

: reason for coming to the doctor. :S ) -
' ' - B 2
The rationale for this criterion was the same as for patient-

’ &

initiated visits i.e. a logical beginning of an episode of car® and it -
» ! 4 . ]

had the same draw-back i.e. that onj}y some of the whole complex of pre-’

! ‘senting éompiaints(were new or‘flare-ups. Furthermore only around 40%
of the chfo:ic patienté who were given thg initial intéﬁview fell -into
thig category and for the éimé'available this ;;rcentage did not ;ield

» enqygh cases. ’2 | : '

) 3. Patients with a proble% cuérently bqthering them, whefher the problem

» . 3

was new or old to the physician. . .
i

, The existence of some:discomfort, worry or distirbance of daily .

Ya ’ . H - . -
. .

s

P A . s » 2 . s . ; :
living  at the preliminary interview was chosen as the criterion for *-.
4 |
'¢» follow-up for several reasons: .- * ,

Cu

. U et .o .
First: By this criterion paglenIS’w1thout current distress from their

- presenting complajnts were eicluded because I had decided that the

existence of a pnfblem was‘té.be the baselind from which toljddge the
i .
knowledge and response on the part of the physiciarn. Also the group
L] . ! - .
. N r S -
~of patients chosen had some problem to recover from and therefore .

1

allowed meaningful outcome aséessments.
. !
Second® By this criterion, %;ﬁ current problems were given equal status;

i .
no single kind was isolated fqr special consideration. This criterion
implied the expectation that‘physicians pay attention to all current
complaints.

- " - . .

~*  Third: Around 70% of the patients who had chronic.illneSqu and who -
. . : -

] 3 ) b » » X ’ "

‘visited the doctor fell into this group allowing adequate numbérs

4 . -
"y’
. ;u'
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S

: . . i . ¥ . o .
used, Patients with chronic: illnesses were asked for their copperatipn
¢ Lo :

3 .’ -
| 4 . " , 17
) ’ ~
L A . SR
within the time constysints of ,the data collection. j
iqltlal Strategy and its. flaws: = .|

Du%ing the first*week of.enterfng patients into the study and /

carrying out the preliminary interview,,alternati@é number 2 was bein

j

only if they replied in th affirmaiiVe to thé?question of the nurse;

!
f

"Do you have any new-)prpblems ‘.F tﬁe doctor today/or any flare-ups

sihce lastvisit?". I"Becam% apparént that patients were being missdd

# { Iy c.
because they were reluctant ﬁo admit their problems to the nurse.

Rather thgn‘risk further lgésgs I decided to appf;ach all patients/ who

- ‘ b . YL
7

C . 1 i
had one of the, listed chronic|conditions. The decisio

criferion‘z to criterion 3 to k place Jater after #had reevalug the

-

néedélof the. study. . -

- P
- o

ro—

e el

.
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’ . APPENDIX X i
- * Development of A Questionagire Method of Eliditing ;
e Psychosocial Problems ' -

Vi - -

a# Introduction ' .

k]

* The measurement of a patient's psychosdcial status has received a

. ) ] . . '
great deal of attention recently. t is not surprising that psycho-
] . .

social "information is considered important for both practitioners and

- . ~

\' researchers of health care delivery. Psyehosocial status of patients

~ ) . B )
has been related to some crucial variables. RAQ% et al:¢1967) f d a
. . | 2 I e L TSR gy
- 3

relationship between stress and the occurrence aﬁﬁfseverity of medically
attended illnesg. Hinkle's study (1958) indicated that the,amount of
self-repérted illness was influenced by the extent to which a person

perceived his environment as Stre sful . Thurlow (1971) found that the

subjective events are significantly related to the numbep -of medically

\

. attended illnesses. .Nuckolls' s dy.(1972) suggested‘FQat the outcome
. ) . ) i . “
of pregnancy, dgsigped as "complicated" as oppvsed to '"normal', was

* . . A-. : P ' g . .\ he
. assoclated with docial ‘stresgses. In addition, evidence.was found which.

-
- i .

~ . ' . . a
related life stress.to delayed recovery (Imboden et al.1959) and to in-
- ! - * . ' ;
compI%te recovery (Querido, 1959-~1960). ' ) -7 - -
. . S

One difficulty which confronted inveStigators such as the ones

)
LA

. ‘ L4 ’ ki -
menti!%ed above was the measurement of p hospcid?l status. The ques-~-
tion of what constituted a psychésocial prebldm was answered in a . *

wariety of ways. Twa of thesg concepis are to be considered in this
. 4 ‘ , i , . :,'
s

© ‘paper; strefsful life events and subjective ‘'reaction to stressful

events or situatior@. : K
- ° .
. - \

The concept ’of psychosoq}al“siafus as reflected in étres;ful events

: L]
- - ’ [




iour on the part of the respondent. The emphasis in this t

o .
- Y .
has received widespread attention. The Schedule -of Recent Experiepce

» . B

is probablf ti% most fréQuently used measure of psychosocial status and

has even been described in a ﬁopulér.bpok by Alvin Toffler. The sched-

-

- ! . L™
ule is a self-administered questionnaire which lists forty-three life

on the ¢hange from the existing state of adjustment and not. on psycho-
loéical meaning, emotional or social desirability (ilolmes and Rahe,
~ . * . - )
1967). . C . . ,
) . -

The measurement‘of'iife events, however, ignores the possibility

that people react d&fferently to similar events and situations. Hinkle

: L7 :
et al.(1958) found that whereas the objgptivigifengs were not associa-

reaction was. Therefore

o

ted with self-reported illness, the subjeciﬁ

the subjective reaction to life events was considered crucial and ways

N \

of measuring this reaction have been sought. Coates (1969) viewed the

2

-
E

. N Ld . ' . 3 » . - 3 .
relatiye paucity of investigations into subjective responsgs to life

- »
®

events as unfortunate. "The investigative literature on 'crises' has

" frequentlyrnot distinguished between the precipitating event and the

LY

in®ividual's mode of response., The resolution of  this problem has

]

-

awaited a taxonomy of life events which would be stuaiqd independently
L)

from events. identified as stressful.” (page 472)

Hinkle's'opinionfwas thde lengthy interviews were the method of
- . P < - .

»

choice for ascertaining a person's reaction to life edents. The pre-

v -
» {

-sent investigation was undertaken for the-.purpose of 'providing a ques-

. . » . .

- tionnaire fechnique which could ascertain;‘simply and reliably, the

subéective reaction to life events. It was felt that éuch‘a question-
. , . N

naire could prove to be a practical tool and therefore encourage study

- ~
.
. . >
.

S o
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£t - ¢ * .
into the subjective aspects of psychosocial status.. ‘
» . - -
Setting
'__1. ; This research was-carried out in three teaching family medical
d L 4 .
N »
centres In London and Galt. Each centre consists of four physicians
in a group practice‘with puBlic health nurses and social workers as N
part of the team. The first two versions of the quééticnnaire were
developed during 1971 and 1972. B
Development of the Questionmnaire 3
. An attempt was made to have the questionnairefcover the 15 impor-

-

, ‘
tant topits which had come to light during ten }ong, open-ended inter-
views with patients known to the social work‘L to have a variety of

. y - '

psychosocial problems. "The 1ist of topic$§ included not only life *

events (e.p. illness in the family, death of a loved one) but also on-

going situations like relationships with spouse and children. There

: : ' : { i :
were two kinds of information availablé from the questionnaire. The

first kind merely ascertained whether’ or not a certain event had ‘p

. s
occurred during the specified time periqd. -For ‘the second kind of.

question the patient could ‘check one of four boxes indicating a range

+

from positive to negative response. These questions wére designed to
L]
- »

tap the personal reaction to any of the events or situations mentioned

above. After-the first draft of the questionnaire had been drawm up.

-

[ 4 . ' -
as a result of t?g ten interviews, a committee of three (a famlly physi- ,

cian, an epidemiologist and a socioldgist) reviewed the questions and

+
-

" .

assessed their content véliqi:i: Some questions were deleted ang some
K )

werd added at this stage. In addition, six of the ten patients who had
’ ‘ S - '
- ) o} * e

7



as . ¢ ¢
~ « R . . \

been interviewed 1;’F willing to try the questionnaire. Revisions

*

- . : - - - - .
were made on the basis of their comments and criticisms.- Further re- ~

[
visions were made after a trial mailing in which 95 questionnaires

-

wefe mailed to patients and 62 or 63.2% were returned with comments.

b .
Three versions of the questionnaire have been developed:

I. The longest questionnaire contained 108 dhestions concegping pa<

. -« . . . i . R -
tients' subjective reaction- to 15 events or ongoing situations. A

reliability test compared the questionnaire data with an interview

with 26 patients. For the 108 questions’ céncerning subjecsﬁve reactions,
‘ o . 3

the reliability was low.. For the 5 events the reliability, was ade-

quate. A validity test compared the gquestionnaire with the items on
] ¢ » .
the Schedule of Recent Experience (Holmes and Rahe, 1967). This"test

showed that.the questionnaire had sensitivity but lacked specificity.

2. ‘The shorter questionnaire contained 43 questions concerning patients'
' .

* j?dﬁective reaction to,15 events or ongoing situations. This question-
- ’ ’

[4 . -
naire was derived from the longest questionnaire. For each of the 15 q

3
» 3 ?

events or situations, the questions were grouped into factors, using

factor analysis. Then one question was chosen to' represeng each factor.
' .

Agreement between the longest and the shorter questionnaires was around

80%.

I

3. The shortest version of the questionnaire was the one used in the

study reported in this theIis. It was developed at the request of the

-

participating physicians. They thought that the other short version was -
still too long. The shortest questionnaire simply’ listed the 15 event
or’ situations. The- respondent was asked "Are you bothered by something

in this area". 'The respondent then identified his supjdctive reaction

o . on a fecur point scale: no bother, a little,‘a fair amount, a lot.’ To S




* obtain complete information using. this short form, af interview with

the respondent was found to be necessary (See Appendix XI).

. .
L]
L)
N - 3
J \
.
. .
&
2
\ .
o
14 @
-
A Y
.
’ {
@ ‘ .
— A L L4
- : i
N .
.
-
7 B
~ J
-
. .
. .
N 7
1)
-
. .
d [ "
. -y
-
R
. )
~ .
) ‘
Y -~
—_—
. .
.
-
4‘ .
N re "
2 -
» . - 47
LI
J 1
4 ' !
o
A L]
/ -
] .
h L3




- . ' J‘. R
. - N S Py C [
. ) . ~.,“ . .

e N e N N

RO by ; . S APPENDIX"XI A

. s Completeness of Informatlon onm the Prellmlnary T P . Q;T

4 , R N
|~ . S Questionnaire for‘%he Patlent- e E T B

. -. . LA R LT 8
-

) A test of the completeness”of informatibn ﬁrem'the nreliminary
’ .- .. s W Lo f
questlonnalne was undertaken in August 1973 before the study began. .
. 'y' Wt 14
; Thi® test was carrled out by a medical studéht 1# two teachlng famlly LS ,
) . , ) R

medlcal centres in London, Ontario. - " ', S S o

Lo " . h s . K
. ¥ - ; i

. . - The pqtlents were selected , uin advance to‘thelr v151t to the doctor,. ;‘

accordlng to the criteria for entrance into ‘the study Thqy were 1n—“

,vi%ed to come to the‘office eéfly in opden to fill out fhe quesfiQn— N
- i Lo e , oo

naire-and participate 1n _the lntervxet 7 R

v e, -
.. \ .

'§1x men and two women agreeﬂ to take part in the test.a They'hete ' '

left alone

-

plete the questionnaire andilater interviewed by';he
- s ' N ’ . -
. « ' .
medical stulent. On the basis of these interviews the medical student

o . . . . ) , * -~
. . -
. . T

concluded: ’ ‘ : ‘ '

"~ ; i - ’ v

. ] - o et

* +l, therfuestionnaire'did not elicit as many preoblems as the ‘interview. -
A )

4

Fa

\ 2. the questions regarding relative distress (i.e. bothered a lot,a * - . -
_) N \4 N s .-:I

falr anfount, a llttle) were answered with little thought and the inter-

v1ew provoked more thoughtful responses. . - ’

. @ L r
-~ . o k3 . s 4 13
’5. the que nnairé was inferior to the interview.

a,

»

On the basis of these concluéions, the quéstionnaire was replaced

by an interview for eliciting baseline information from thé patients,
' ' ' : 0 L 4
\ *
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Data Form - Doctor's Activities of Management of /
) . Patient's Complaints v
., » 2 -
. PATIENT ID ) <
. . Time Period to . = weeks
##_Visits . )
' Doctors seen 1 #- Times 3
' 2 R
) . 3 A\ ,
T
- .5 ?
List of Complaints . . . g
’ 1. B 6'“ - ._( "
2. q. Biad
3, 8. .
4, 9.
50 i 0' “
-+ ' List of activities: .-
1. Discuss cause & nature . .
2. Talking & listening
3. Psychotherapy .
amily Therapy - - T8 <A
5.. Family group talking .
6. Reassurance °
7. Advice - :
8. Diagnostic procedure . -
9. Therapeutic procedure <
10.  Ordered diagnostic proc. j .
~“~"11. Drug prescription -
12. Medication .(nomn-pres.) )
-'13. Form or letter . . o i ‘
14, Hospltallzatlon - ]
A~ WA -
15. . Placement in nursxng hdme . -, i
168 Ref. for physiotherapy ) . -
17. Ref. to chiropractor )
¢ . 18. Ref. to psychiatrist i
is. -Ref. to eye specialist
20. Ref. to orthopedic surgeon ’
.21. Ref. to gynecologist B ‘
22. Ref. to other specialist ’
23. Ref. to psychologist ' .
a 24, Ref., to social worker
» . ” ‘
~ L



. -

) ‘25. Ref. to p.h.n. - \

' .. 26. “Ref. to family counselling . L

27. [Ref. to speech therapist '
28. Ref. to cancer-clinic. . ., >
29. Follow-up visit arranged ‘ - e

-
- . -
»
»
s v }
: % . . . '
‘ [N 4 cl . - .
‘ T - * N -~
. .
. v s . 5
. . A ]
S . .
s
[ 0 1
¢ - a -
1] 1 - .
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v . APPENDIX XIII :

Justification for Including the Disability Variable

'e

.

' Recovery measures, to be meaningful, had to be collected both

"befare" (at the preliminary interview) énd-“after",(at the .follow-up
' “ . a q . - v . j- l 2 ) a
llnterylew)., Ini®ially a questiomnaire technigue was planned and in )

the intérest of its simplicity, the rather difffEuLt queStions‘regard—

e e . \ <t
ing disability were not includéd. When the questionnaire approach was
: ¢ ~ .. .

-

replaced by an jinterview, any impediment to their inclusion was removed. *

The most.iﬁportant addition to the preliminary interview was thought to,

o

be a measure of outcome:which was more ijective than the status of
) . ‘ ’

s

\

- ' . . .- R
symptoms di%theosubjectlve global, assessment.
v K3 e . N o
or‘tunately, the inclusion of the three q%estions regarding dis~

Unf
ability camé after the ijinning of the data colléétidﬁ. Therefore the

patients who entered thefstudy during the first two wéeks were not given

. 2 .
these questions. The subsample which had data collected both "before"

and "after! was defined.by a time period two weeks shorter than the time

- period which defined the total sample of })atients entering the stud;. -

~ - ’ = . e
.
14
i
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"APPENDIX XIV : -

- * Rules for Ideﬁfifying Doctor's Respénse to Worry and

Disturbance of Daily Living
4 N ~

:
: 3
"

A physician las said to have responded to the patient's worry if:-

. F .
1) any activity was specifically associated in the medical record with
. .

»

i

/
the patient's worry,
2) reassurance was an activity for the specific comblaint

3) discussion of the cause and nature of the illness was an activity /
. . L4
for"the specific complaint. , '

@

¢ A physician was said.to have responded to the patientHSfdistur—

bance of daily living 2f:

1) any~activity was.specifically associated in the medical record with

.

the patient's disturbance of daily living. '

.

= 2) referral to a social worker. was an activity fér the specific com-
e .

plaint.
3) referral to a public health nurse was an activity for the specific

. ~
complaint. . . -

v
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' APPENDIX XV : ‘ q
Coding of the Patient's Evaluation of ,Specific Progress - . .
I ' & ’ b .
¢ i ’ . . x

For each patient, information was gathered at two points in time
1) the preliminary interview 2) the follow-up interview. At gach inter-

view each patient was asked how great wasfthe discomfort of each pre- &«
. . )

senting complaint 1) no discomfort 2) small 3) fair u4) a lot. EadﬁX -

patient was also asked how great was theayof}y. disturbance in daily

living and social problem. i :
‘ -
Let us continue the explanation using the ‘questions about the pa-

S M
tient's discomfort as our example (bearing’ in ﬂ}nd that the wordy, dis- ’
turbance and’iﬂéial problem are coded in the same way).

For each pTesenting complaint, diff:gence betweey the levels of ot
. , ‘ ’ ’ h Y N
d;écgmfort'at thé 1st and 2nd intervieys was.coded as shown below. Aay

eomplaint which caused no discomfort at t&e first interview was“auto-
. r

matically coded as 'nine" or "inapplicqble"'becau§e the study focused

‘ L N ~ . LT 4
only on patients who were bothered by a complaint at the first inter-

view. . , o




U I

mmmmeen

.

-

(3

Coding of the difference between levels of discomfort for each -,

. . T S
e pre;senj:ing comp];ai’ntzv T | } . R, v' e L | ' i
- CODE . ' lst Interview ' Follow-up Interview T ' '
9 " * no discomfort ) no discomfort . ,
IR 9 . ne disgor;tforf; - énal'.L’discomfort ’ . ‘ \,\4
J o 9, no dis_éomfort .fair ais‘comfortx b S ’
a4 9 " no d‘iscomfort a lot of disc@mfort s -
1 _. small <:l_isc<;mfort _ " a lot of d;lscomfort (i.e. -2)
(S . Co- . .
2 v ‘sr;\all discomfort fair discomfo.rt . (i.e, -1) A
/ 2 7 fair .discomfc_o;t _a lot of discomfort (i.e. :;l) ’ .
3 smali bdi.scom'fox;t small disc'omgar\t (.i.2. 0) l ‘ -
23 . , fair‘diécomfort fa'i_r di.scomfort Ni.e. (,D) i .
3 . : a lot ‘of discomfort a lot of dis;:o‘mfort (i.e. 0) y . \,~
~ . ? ' ~small. disc;mfo;';t, - " no dii‘scomf’or]:’ A (3;‘e. ) 4 '
4 __f;ai;'.discgmfor't‘ ‘ . small d.isconifort (i.e. +1) - A ‘
4 - - ~a lot of discomfort fair 'discomforjt (i’.e. +1) S . /
I o
$I f_air discomfort ‘ no discomfort (i.e. +2) v T
P 5 """"""""""" " a lot of dis;:omfori small discomfort ’ (ile, +2) '
. . » ' s

) a lot of discomfort no discomfort - (i.e.'/ +3)

For patients with two or more complaints with discomfort at the ™ # '

- &

first interview the c¢odes shown"a"bbve were averaged"giving an aver'-a'ge
recovery. « ‘ ] L . -

The distribution of the variable called specific progressis shown® -
below for patients with one or more complaints with discomfort. The. -

-~ '

four categories, used in all the analyses are shown. _These categories
. o .
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S L ' i ‘ R ey
. \' B N ’ i Mo " . .' i N . ‘/;
* ' \ e 'J - v .' M T *
. were predeterminedlto correspond with the following labels: 1) patient v
- . . ‘ . . . - @ - ) ’
got worse 2) patiept stayed ‘the'|same 3) patient improved a little i.e. W
i change of up to one\level onh thg avergpe ,f£+l) 4) patient impf'oved a
' lot i.e. a change of Yore thanjone level on thé-‘ave&s (P+1).
LS . . ’
. ‘ ~ Patient!s’Eviluation of.Specific Progress
v A \1 ) [y
\ ’ Adjusted ’ N
) . " Absolute '~ Frequency . .
Code Frequehcy ' (Percent) ‘
" 1.08 1 3 "y .
, 1.50 1 b /
.o .} 2,00 p 2 7.8
WORSE 1. 250 8 ) . 3.0 ‘
: 267 \ .3 . 1.1 .
_ +2.75 . 2 4 .7
..'SAME 3,00 . 58 21.6 :
T 3.33 v 7 2.6 ,
3.40 1 o
Foe LETTLE 3.50 - "\ . 27 10.1 '
A BETTER  3.60. 1 ) i
- 3.67 - ~ X 2 Y
_‘ f 3.%5 1 N U
, : 4:00 80 ’ 29.9 ‘,
. 4525 : 1 oo
¢ , 4,33 0 2 . Coal?
LOT 4.50 , 8 ' 3.0
r AL . .
. BETT};‘.R . 4,67 4 2 .7
‘e , 5.00 31 . 117
. N 5.50 1 L .
e 6.00 10 L. 3.7

e =
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APPENDIX XVI , .

Coding of,tﬁe‘Variab;e Called "Complete Improvement"

a

L £ .1
L
—

\

As with the patient's evaluation of specific progress, the variable

called "complete improvewent" derives from the céﬁparison of the level

of discomfort, worry, distﬂgbance of daily living “and social problems .

from the first interview with the second interviéw.

latlons made on the basis of the codes are quite dlfferent from those

of‘ the vax\\ole ”spec1f1c progress"

.ot .

CODE 1st Interview -
9 § no discomfort ’
! , - no diecomfi:rt
9 - " 'no discomfort,A 
9 & discomfort,
1 small discomfort
2 small discomfort’
2 - fair discg‘n?ort
< small discomfort
3 < r fair discomfort
3 . ‘a lot of dlscoqfort
4 tt _5 small discomfort
. R e v
N\ . ]
4 fair discomfort
4 . a lot of discomfort
5 ' Tair di-soomfortv ¢
5 © a lot of discomfort
. .
6 e a lot of dlscomfort

Small discomfort (i.gf +ix ) ' .

waever the calcu-
4

i
The codes 4re showrt below. ) s

Follow-up” Interview
1t

no discomfort

small discomfort

fair discomfo;t ‘

; lotxof discomfort

a lot of discomfo}t‘fi.e. -2)
. , .

fair discomfoét 4 (i.e. -1)

a lot Sf distmfoft (i.e. -1)

small discomfort (i.e. @) Q.

fair discomfoft (i.e. 0)

a lot of discomfort (i.e. 0)

5

no discomfort’ L (d.e. 41)

fair discomfort O ki.e. +1) .

s »

no’ discomfort (i.e. +2)

(i.e. +2)

© (ine. +3) . \

S
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For patients with only one complaint with'discbmfort, complete
N - - . -
. b Nl K - y . R -
improvement §as, as one would expec}\, any code above'*"'3" excebting "3".
,“" o ,F' 3 r' ] -~ . .

% with more than one complaint with discbmfort,. complete
I‘ ‘. v

For patient

improveiment. as defined as the jitua;ion where -al}, of the existing dis-
o 'comforts. go’t"ﬁ,ét:ter. That is,, every con'iplaint must have had a code of
- Ca ' : e, ! B .
"y op '"5"-or "6!, for the patient to'be classified as completely im-
. . [ ) R - - -
proved. - The result was two categories of patients, those completely
P - - - ' B » ]
a ~ . N ot Y] -
" imprqved "and all other patients. T
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