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A ‘ i .
ABSTRACY . .- .

., This research identified dis_agreen_ents betweern

-patients and psychiatrists on problaa, goals, and n_ethods',

for treatment. Specifically, their nature, type,

contributing.variables, and consesguences vere

investigated. Co- —_—

&

< V4
)i'be sttdy was conducted at -two provincial pejchiatric
T hospitals in Ontario. Subjects included patients (m-135)

diaghosé'd as dépresaed, ‘manic, neurot:Lc. or schizophrenic.'

The attending paychiatrist (n-29) 'also participated in the -

e Y L

-

Two to five days after, admilsion ?to ﬁspital.
- o patients were interviewed accorﬂing t\:a checklist on
’ probl ens, goals, ana methods for treatnent. At the game )
time, the psychiatrist ccmpleted an identical checkliat.
Patients vere oblerved for discha:ge againa: nedical
. advice (AMA) and absent. vithout leave (AWOI.-) within the .‘:
first six weeks of hoapitalization. ' B
‘ PinXings pertaining to diaagreements on problems,’
" ' ',; goals, and methods for tteataent,-of an environﬁntal ‘and’ -
) " plychological nature, ue:e conliatently "of the type
' ~-whare!:w pcychiat:i:ts identified itua when their patients.
' ’ "did not. In addition, the relationship between patient
va:iabln; mchi'at':ilt vatiaﬂles; variahles rel ated to
both the patient and pcychiatrilta and diuq:emnt- were

o exnined. Few c! theps va ! lel, with thc exccﬁtidn of

T : -’;,u_* P R S
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involuntary detainment, vere found to be asaociated ulth

disagreenents. There was a strong relationlhip betueen
involuntary detainlent and disagreements on problems,
goals, anq methods for treatneht; Also, a significant f
rélatfonahip wvas found Setween‘disagreeuents and the
likelihood ‘of patient discharge AHA or EHOL.

'In summary, disagreements were of the type whereby'
the pmych}arrist 1§enti£1ed_prbbleqs.-goals. and methodsu;
for treatnentf-rhen the patient dtd‘not' A consequence of
‘these disagreements was fouqﬂ to be pqtient scharge AMA
or AWOL. The above findings have implications for -
clinical pfhctice. anreness oﬁ disagreenents would:
enable the ?sxchiatrist to‘attempt appropriate

1ntervent40ns to prevent or nitigate adverse consequences.

This, in turn, wou;q provide for the effective management -

-

Of psychiatric pqéients. . - . . . ¥
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The idéntification of problems, goals, and methods

for treatment is central to the process of patient care.
When disagreements arise between a patient and a
clinician, both may be working towards different goals.

In turn, the patient may express this disagrgement by not

" complying with treatment. '

A review of the published reseércb in psychiatry has .

reyealed that disagreemeﬁts do.eiist-betifen patients ‘and
clinicians. Some inveétigator§ identified diéaéteei;nts on
problems, others focussed on either goals or‘methods for
treatment. Howevet,'the extent toiyhicﬁ disagreements
occur during this overall process for treatment has not
been well-established. FPor.example, although patients and
clinicans may agree on probléms, they'may not necessarily
agree on the goals and methods for treatment. -

Some investigators have observed Eha: clipiéianp tend

to focus on patierit problems which are of a psychological

nature, whereas patients are more concerned with ptoblins.

related to environmental conditions. However, the nature
; § .. o )

of - these disagreements has not been c%ea:ly established.

Further, whether ‘disagreements are-of Eﬁi;typo whereby the

patient identifies problems, goals, and preferences for

treatnent,when'the.clinician does not, or _vice versa, has .
not been clarified. ' '

e




The need to specify variables which may contribute to
disagreements has been identified by investigators, but
not pufsued. In addition, some investigators havé found
evidence thatidisagreements may result in adverse
consequences- for the patient. However, these outcome
studies weré€ conducted with patients in the commuﬁity
rather than in hospital.

The purpose of this investigation was to advance the
research on disagreements between hospi¥alized patients
and psychiatrists., Within the context of the treatment
procesys, disagreements on problems, goals, and methéds for
treatment were identified. Purther, disagreémepts were
classified according to their natuze'(i.eqf'environmental
or pe?chological). Whether disagreements were of the type
‘whereby patients identified problems, goals, and method;

<

for t;iitmemt when psychiatrists did not, or {ice versa,

was alsd determined. Pinally, the variables contributing

té and consequences of disagreements were investjigated.

L4 .
/




Chapter 2
Review of the Literature
fhis chapter offers a critical review pf'tﬁe
pgyéﬁigtric.research on disagreements between patients and
clinicians. A d1§§usgion of the limitations of this
resea?ch'will be prov;aed. Finally, a review of the
literature will be presented on the nature of
disagéegmehts, their type, contributing vari#bles, and

R

consequences.
2.1 Extent and Limitations of the Research on

A review of the literature between the years of 1966
to presedﬁ géé conducted using various sources (e.g.,
MEDL INE search). Pifteen Btudies were found to examine
disagreements between~psychiatiic patients and clinicians
on problems, goals, or methods for treatment. Detailed
information about these studies ﬁith regard to hanple_
size, diagnosis of patients, professional background of

cl{nicians. and sgd&y setting i? provided in Tables 1, 2,

<

and 3 (Section 2.2).

Many of the studi;: on disagtooionts have serious
n¥tﬁodolbgica1 and analytical weaknesses. Por example,
lma_ii h.ple sizes may have hindered investigators from
'gcneuli:}.ng thcit‘ findings. C‘l,l_kty, Doher, angl Bldiot
'(13‘84) intervieved 16 patients in the:community and. their

3




therapists. Polak (19798) interviewed 18 batients and
clinicians who knew the patient best. Skodol, Plutchik,
: -

Fe,

‘and Karasu (1988) interviewed 3@ patients and their
physicians or nurses. ,Stupiz_(197sf intervfi;ed_ls
chronic anxiety patients and their physicians.

Many investigators failed to provide basic
information of a descrtptive nature about patients and
clinicians, For example, the ﬁiagnosis of patients was

not given in-a number of the studies (e.g., Dimedale,

- T

1975; Dimsdale, Shershow, Klerman, & Kennedy, 1978; Dowds
& Fontena, 1977; aorenétein,enouston, & Bolmes,,1973 |
Leonard, 1973; Mayer & Rosenblatt, 1974; 5kodol et al.,
1980; Vaie & Mlott, 1983). Some investigators failed to
report the number of clinicians wnq participated in their
studj (e.g.,,Dimsd’ale,' Klerman, & Shershgw, 1979; ‘Dcwds»
5'?ontana, 1977; Polak, 1978; Skodol et al., 1988; Stubbs,
1978; Zaslove, Ungerleider, & Fuller, 1966). 'Two of the
studies-&Dimsdale etngl.,.19793 Vale & Mlott, 1983) did
not describe the professional background of the clinicians
who participated, ) . ’ ) \\

Heal th protelaionals vary in the type ot training and
level of iducation requi:cd. * These difterances may»uell
" be related to the likelihood of disagreements. However,:
this issue was not addressed in the research. A
considerable number of the studies involtzd‘clinicians

frem .a wide range of professidnal backgrounds. For




example, Polak (1970) requested that the psychiatrist,

social worker, or psychiattio technician who knew the -
‘patient best, participate in his study. " The criteria used
to deterni%e which clinician;was most familiax with the .
patient was not presented. Furthetnore, often no attempt
was made to control for the varying typbs~of professional
background of the clinteians (?g., Caskey et al., 198‘4-
Glick & Gould, 1976; Polak, 1978; Skodol et al.. 1988; -
Vale & Mlott, IQQ;J.

The éeneraltzability-of~findings from’tne disagreement:
studies may aloo be 1imited because of bias in the -
selection of patients. For example, Dimadale et al. (19?8)

selected their sample on the basis of" who was avaiiable

"for interview.’ Gould~and Glick .(1976) excluded frgn ‘their
study those patients wﬁouyere absent vithout-léavo,~

. dischargéd against medical aavice.-and hospitalized less
than 38 days. Leonatd (X1973) from a aanple of 239
patienta had—a ;‘*'response rate of 69%. Mayer and
Rosenblatt (1974), in their study of 208 patients, had 20l
of- their sample judged as 1nconpot€nt ‘and 33% discha:g;d ‘5
before they had an opportunity to inte:viev tﬁsur
patients.' Zaslove et al. (1966) exc;pdod tj%h thoi
sample of 128 patientgﬁiﬁgqo who were discbatgod agalnlt‘
mediéal advice and abf;nt ‘without leavo: Gold-toin, Racy,

‘Dressler, Ciottone. and\‘1i§13-11972) 1nt0rv1¢wod patients
prior to their discha:gq from hotpttal. !ho invostigato:c.




exclu’fron their study patients who \'ver;e highly ~

glisturbe'd, as well as, patients who proqided incomplete“
inforn_ation on their questionnaire. Purthet,"_tliese
-in\},estlgatofs_excl uded patients 'v'lho were hospitalized less
than one week or discharged at an inconvenient time for
interview. - i
-~ Invegtigators used. a variety of methods to gather‘
infomation -from their subjects (e.g., interview and
obeervation). n65t investigatore provided insufficient'
-infoma'tion concerning the instrument used for data
collection (e.g., Dowds & Fontana, 1971;.Horenstein et
_al., }973). ‘This. lack of ';nfor'mation about 'the
instruments makes it diféicult to -assese the integrity of o
firidings. L ' '

. Previous reeea:ch hae shown that disagreem.-nts
- between patients and flinigians -do exi—st. However, some
of‘ the studies did not | pecify the Efequency of these
disagreenents but only ether dieagreements daid exist .
- (e L Dowds & Eontane, 1977; Gould & dlick, 1976; vgle &."
Mlott, 1983). ' Also, the najofity of the: reports failed to
indicato bow duu.g:eenonta vere operetiﬁ:ally defined.“_

~ When the fregquency of disagreements was reported, ’
" some rgiearcfqu co_nbe:pgl the two groups of patients and -
,clinieians without acknowledging that the patient aa_d '
clinician conltitutod .a pai:od obsetvation (o.g..-

. Dilldl.l., 1975; D:l.ldll. et al., 1978, Dilldllc ot al..




19797 Dowds & Foritana, 1977; islove et.al., 1977). This
approach. whiich ignores the matdhiﬂg of a given patient

'.with a particular clinician, does not utilize all

information. -Also, ‘in many of the studies, the statistical
analysea applied to determine ‘when patients and cliniciana'
were in disagreement wag desoribed ith such brevity that
one cannot evaluate their adequécy. ‘

In summary, the limit- ions of the 15 psychiatric
studies reviewedrincludégg-small sample sizes; biased
subject gelection; the frequent lack of informat}on about

patients (e. 9. s diagnosis, invoeluntary status); the

,frequént lack of infornation about clinicians (e.g.,-

sample size, professional\background);-tye absence of

operational definitions (e.cf., disagreenent); insufficient

) docunentation about nethods (e.g.. instruments); and

statistics of dncertain adequacy. Despite these

: linitations, the'studies reviewed vere generally of an'

) eaploratory nature and daia provide direction’tor the

~ _ previously outlined.

-

developuent of this reaearch.

2.2Mn_n£mnarngx_mn_m

The linitationa ,of the atudiea on dilaqreenenta'

‘betveen patienta and oliniciana have heen diacuaaed above.
The-next aection,ravieva findings froh the-atudiea




(a) Problema: (See Table ‘1.) -
Eo‘renstein.et-al., (1973)"re1:{or.ted the .correlation

between patients and cltniciens on their ratings
'concerning the patient's problems before therapy (r-.34)
and efter«therapy '(r-.3ﬂ,)* ! o —_
“Stubbs (1978) had patignts end physicians complete a -
28-item rating scale about the ﬁsyc;hic and somatic aspects
of rhe patient's anxiety. Total agregment (i. e, when-
'both the patient and clinician identified or denied a
sx‘rmpton_n) was 51% before therapy, and 641 after therapy.
The euth:r found that pgi:ients. and physicians agreed more
" on the overall level 6f sympt’omatblogy thap about the

,degree of severity °'€y' particular symptom. . Be concluded

.- that the nature of a symptom rather than its- seVerity is a ’

major determinant of agreement - between patien,t:g _a_na'

physicians. FPurther, disegreenents eere .f.qund'.;.é be‘the:.
greeteai when the average -level of patient' ‘sﬁmptomato’log'y

- N - ,‘\ .
vas jidentified to be minimpal or severe, and when the

relative change in the patient after_therapi_r (as meag_qred
~!:ty a reduction of sy’nptom’s) was the gréetest. A final
conclusion was that, in general, the petient and phys;cian !

ror

vere not in agreement before therapy. .qu.ever,_ fter'-

therapy, _lag_teenent increased. 3 -
(b) Goala: (SeeTable 2.) -
Ueing' an open-ended structured interview, Polak

' (1979) found that the ‘e.en number of goals for treatment
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Author (s)

-

Number of
patients (n)
and their
diagnosis

4

Number of
clinicians {n)
and theiw

professional__|

background

Study setting .’

13

Horenstein,
_Bouston, &
Holmes, .
{1973)

n=41
Diagnosis
not given.

D=17
Psychology
students. d

University
affiliated
community clinic,
Kansas.

-Stubbs
(1978)

n=15
Chronic
anxiety.

D not given
Physicians

-

Inpatients.
Study setting
not. given,




Table 2 .
Disagreement Reseéarch on Goals~for Treatment
\., - =
o * Author (s) Numbezr of Number of . Study setting
- patients (n) clinicians (n)
: and their . and their y
- # diagnosis professional .
background
Polak n=18, 11 from { np not given Two psychiatric
{19789) one hospital, | Clinicians who | hospitals, one
7 from knew the - rural and one
another. patient best: urban, Scotland.
, - Schizophrenic,| psychiatrist, i
depressed, social worker,
alcoholic, psychiatric
neurotic. technician,
and \ -
.referring
practitioner,
p I
or neighbour.
' Dimsdale Test: n=188 |Tast: p=87 Veterans
3 (1975) Retest: n=118 | Retest: p=49 Adninistration
Diagnosis not | Physicians. Hospital,
given. ! Massachusetts.
Dimsdale,;, | Test: =66 |n not given . | Psychiatric unit,
-Shershow, Retest: n=36 |{Physicians. Massachusetts
Klerman, & Diagnesis not : General Hosgpital.
Kennedy, ‘| given. . )
(1978) - '
Dimsdale,. ~| Test: p=66 - 1R not given. Psychiatric unit, |
Klerman, & Retest: n=36 All staff Massachusetts
Shershow, + | Diagnosis not jon the unit General Hospital.
.1(1979) - | given. & physicians. '}

»
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mentioned by patients was 18.3. This information was not

provided for clinic}ans, In comparison, the mean number

" of goa}s identified by both patients and clinicians was

3.3. Goals for treatment were 1dentifi%&'after the
clinician assesséd the patient, obtained a social ﬁistory,

and began treatment. ‘At one of the hospitals, only one of

'the patient-clinician pairs (4%) were in agreement on

their rankings of goals for treatment. At another

“hospital, six pairs (16%) were in agreement.
' o

Dimsdale (1975) had patients and clinicians complete
a questionnaire on their goals for tfeatmént. One year
later, this questionnaire was readministered to patients
who remained in hospital and, as well, to clinicians.
Qlthough;the responses of patientg and clinicians were not
matched, the ;nveéfigator_found that patients differed
from clinicians in their raqking'of the importance of

goakf for treatment. In additionf this finding pets%sted

"during the caqurse of hospitalization (i.e., on both-
testing occasions, patients and cliniciana did not change~

thgir-ranking of goals for treatment). 1In-a replicatton '

study, Dimsdalé et al. (1978) reported aimilar findings.

-In a later study, Dimsdale et al. (1979) 1nterviewed

all the patients and clinicians on a psychiatric unit for

their preferences on goals fo:‘tréatﬁenﬁ. One year later,-
this testing.vas repeated on the same unit. Despite a

substantial tu:nover of staft and pationts, the results -

i




"\
\
from th; two testzperiodg ;eﬁaineﬁ slmiiar. The
1nvgstigatera feported disagreemehts betwegn patients, and
clinicians‘on their ragkipg of goals for treatment at the
beginning and at the end of the study. Clihicians showed
a étrong preference for insight orienta;ion and a
relatively low preference for symptom reliéf.' gatiehts
uniformly devalued insight in favour of 'non—éherépy
susceptible'goals' and 'adaptation'. The authors.;tate
that 'non-therapy sdsceptib}e goals"r;fer to goals not
amenable to psychotherapeutic ihtgrventipn. Howeverr;no
clear definition was givgn fér'néﬁ—therapy susceptiﬁle
goafﬁ'and ‘adaptation’. '

(c) Treatment Methods: (See Table 3.)

-

Caskey gt al. (1984) had patients and clinicians in a
community‘setting rate the helpfulness of methods for
treatment according to a five-point Likert scale. On the

av%rage. they agreed on the helpfulness of four out.of the

- JBix approaches for treatment (33%). Average correlations

patients tended to rate 13 of the 14 methods to be more

ranged from 8.17 to §,.45.

Dowds and Fontana (1977) had patients and therapists -

—rate the helpfuré;ss of 14 methods for trehtmént._

v’

Therapists were ef;ﬁer‘first-year psychiatric residents or

first-year psychology students. The authors found that

helpful than did therapists. The one exception was that

I

12




Table 3

Author (s)

Number of Number of Study setting
patients (n) clinicians (n)
and their and their
diagnosis professional
. background -
A A
Caskey, n=16 n=l6 .Variety of
Baker, & All diagnoses Psychiatrists, outpatient
Elliot, except residents, settings
(1984) psychotic, psychologists, (not specified),
organic, interns, ' OUniversity of
sociopathic. sociaX workers. California,
- . Los Angeles.
Dowds & n=54 males. n not given. Psychiatric Unig,
Fontana, Diagnosis not First year Veterans
(1977) given. psychiatric Administ:ation
' residents, Hospital,
first year Connecticué.
psychology . :
N trainees. .
Goldstein,| n=346 n-25?;7 University
Racy, females=218 Pirst year Psychiatric ..
Dressler, |males=ll8. psychiatric Bospital,
Ciottone, |Discharged residents. New York.
& WilliS'. Otg&nic' ' .
(1972) schizophrenic,
psychotic-
depressive; - -
manic,
neurotic- .
¢ depressive,
* | neurotic, / ’
- character 13
. disorder.
Gould & n=44 n=20 Clinical
Glick, Scheduled for | Psychiatric Research Ward,.
(1976) discharge:- residents=2, Nguropsychiatzto :
. schizophrenic, | psychol Institute,
neurotic, fellows= University of
personality pcychiat:ic San Prancisco, ;.
digorder, nurses=14, ° California. K
: occupational : ~
” Ltherapists-&. .
— ;. 4
¢
a———
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b. A
. . . hg . 14
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- . Table 3 (continued) ‘ .
. | Author (s) Number of Nubber of . Study setting
of ° patients (n) { clinicians (n)
. - and their - and their
? , diagnosis professional
: . background i e
- Leonard n=96 n=14 - : | Neuropsychiatric
(1973) . Diagnosis not| males=1l2, Institute,
given. females=2. University of
. - Psychiatric California,
residents. Los Angeles.
. . P ) .
Maver & n=288 n=1i9%9 Bronx State
Rosenblatt . Diagnosis not| Psychiatrists=13, | Psychiatric
(1974) given. psychologists=17, | Bospital,
’ social workers=22,4 New York.
rehabilitation
. workers=37 ’
nurses=l7
3 ‘attendants=43. T
: . | Skodol, n=36 ° n not given University
. Plutchik, First & Physicians or affiliated
. & Karasu, readpissions nurses. - | hospital,
(1988) 2 |to study .. ' New York State
T , _ | hospital. ‘ Psychiatric
' . Diagnosis X . | Institute,
. | ; not given. New York.
| vale & n=24 . " p=13 ] Psychiatric
Miott, males=?7 Background nit Unit, - ‘
. {19837 femalesgs=17. provided. Medical b -
. « |"Diagnosus not | A g:iversit}- of
specified, uth Carolina,
‘rahged from" - . .
. ' mild neurosis - ) . .
‘L « to psychotic. - 4 .
. o . . 5 - : . .
.. | taslove, n=93 D net given '| Neuropsychiatric:
Ungerleider,| Discharged Psychiatric -] Institute, a
- & Fulles, . |psychotic, ,residents, university & —
(1966) neurotic, head nui ses. state hospital,’ _
. personality ) N Univetsity of 1 .
., - oN, disorder. ) . California, ) '
' - ) ‘ AN -* {Los Angeles. . .[°
. .o T = . B B .
- . | - -
) . o A
- \ <\\ . —
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therapists rated group theqav' as being more helpful than
did patients. ‘ | _
Goldstein et al. (1572) conducted a study with
patients prior to discharge. These patients and first-
year psychiatricQ}esidenté were aske; for their
perceptions about the benefit of the 24 methods for
treatment, Patients viewed all the‘methoés as mo:(
helpful than did their residents. On tge other hand, there
was a high degree of aqgqreement between patients and
residents about the extent of benefit gained from each
treatmspt (r=.83).
ﬂ%onard (1973)‘ﬁ;iled questionnaires to patientg_who_
were discharged from hospital. Patients and psychiatric
- residents were askeé to rénkfgrde& their preferences foé'
, %2 methodq'of treatment, T@e'A;prage rating. of the
. helpfuiness of tieatmeqt by p;tiénts-wha 71%, with a range
of 50% to 84%. FPor psychiatrie {éaidgpts, their average
- rating was 68%, with a range of 25% to 79%. Patientg and
| {esidents agre;d th;t'fivé of the twelve methods wer; the
ﬁcst helpful. They also,agreegﬁthat.thtee of the hf&hoda
were the least helpful. o \\- _
Hiye; and Rosenblatt (1974) administefeg'a {5-1t6ﬁ
vqugsfionnairé on goals for treainept to unmatched patic;ts
and ¢linicians. A ranking of the importance of these
goals acegtdingﬂzp a £1v07point'L}kort scale rovoalcd:v

digagreements tveen patients and staff. 'In particular,




psychiatrists selected medication as the most important
therapy whereas patients tended to consider the hospital
milieu‘(e.g.,‘eating and sleeping) as the most important.

Skodel et -al. (19éb) found that .during an open-ended
interview, patients ;nd clinicians (i.}., physicians or
nurses) were in agreement on 7 of the 21 methodé for
treatment. In contrag}. theg were in disagréeme;t on 14
of the 21 methods (67% disagreement). Eleveﬁ
disagreements were of the t}pe whereby cliniciang
identified the item to a greater extent than did patients.
Three items were of the type whereby patients identified
tﬁe item to a greater extent than did clinicians.

vVale ané‘!lott (1983) investigated the perceptions of
patients and clinicians on the helpfulness of 13 methods
for treatment., Only those patienté who volunteered to
participate-were included .in the study. Patients and
Cclinicians wer§ interviewed five days after the patient's
admission and agaift at discharge. RNo rel@tionship was

found between the ratings of patients and clinicians on

the helpfulness of these methods. '/ v

faslove et al. (1966) sent a questionnaire to

discharged patients excluding those who were §1schazged
against medjcal advice. . Patients were ahk@d what
.treatnents'wete Fhe most helpful during hgspitalization.
Allb, a quosﬁionnaf:e was sent to pcychiatristl'ané nurses

asking them \what treatments were the most helpful for

16




their.patients. ‘Disag:eenents_were reported for 65% of
\\\fhe patients and psychiatrists, forx 48% of the patients
~ and nurses, and for €1% of the nurses and psychiatrists.
Of the patients, 32% identified individual psychotherapy
as being' the most helpful. Iﬁ contrast; 15% of
psychiatrists perceived this method to be the most
"helpful. Further, 35% of the psychiatrists, as compared
to 3% of the patients, identified medicatioR as thé
tgeatment which was the most helpful.
Unlike the findings reported by the previous
investigators, Gould and Gligk.(1976) found almost

complete agreement between patients and clinicians on a

rank-ordering of the helpfulness of 1@ metﬁods for

treatment.

2.3 Bature of Diaagreements
) Researchers have not thorioughly” investigated the
nature of disagre&ments. However, some 1n;estigatons have
squest;d that disagreements occur because clinicians
_ opera£e from a psychological perspective wpeteas}patients
are more concerned with conditions in their environment
(e.g., Chesney, Brown, Poe, & Gary, 1983; Dimsdale, 1975;
Dimsdale et al., 1978; Eisenthal & Lazare, 1976;
Eisenthal, Emery, Lazare, & Udin, 1979; Eisenthal,

Koopman, & Lazare, f§p3g Evans, 1984; Horenstein et al.,

1973; Hurst, Weigel, Thatcher, :ym. 1969; Krauskopf,

Baumgardnér, & Mandracchia, 1981} Lazaro,_;iochthal, &
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- susceptible goals' and ‘'adaptation'. .As mentione

wWasserman, 1975; Polak, 1978; 2aslove et al., 1966). 1In

view of the foregoing research which suggests that

- ¢linicians operate from a different perspective than

patients, it would be clinically wmeaningful to examine the
nature of disagreementé according io psychological and
environmental problems, goals, and methods for treatment

In a previously discussed study, Dimsdale et al..
(1979) concluded that their findings reconfirm evidence
that patients and clinicians differ in their ideology
abqu% goals for therapy. th exampl e, clinicians favoured
a goai ideclogy that encouraged patients to pursue insight
inté their problems. On the other.hand, patients

uniformly devalued insight in favour of .'nch-the

ﬁréviohsly, no clear definition was given for 'nonft

sugceptible goals' and ‘adaptation’. However, these goals

_are most likely related to the ‘patient being able to live

in the community (e.g., manage ’da:lly /toutinea).

' Polak' (1978) found that cliniggans usually gave a

'high ranking for goals of an intrapsychic and-syﬁptomatic

nature and .a low ranking for goals related to social
disturbanco. ?urthornore, clinicians defined problems
within the patient wheroal patienta defined prohlens
within the group of people with whom they lived.

saslove et al. (1966) found that physicians tended to

vicu _both lcdicationl and-individual plychothorapy as the

P * $>




most helpful treetnent for petients. In contrast, almost
half of the patients did not identify peychotherapy as the-
most helpful. The majo:ity of patients viewed the

v
:

hospital milieu of living and interacting with othet

patients as the treatment which was the most helpful.

2.4 ZIype of Disagreement o -
* Whether patiente or clinicians identify problems, -
g'oals".and methods for treatment has been examihed in only:
one of the previously discussed studies (i.e., Skodol et
el.,\lSBB). These tnvestigators reported that the;:e was
disagreement on 14 of the 21 methods for ‘treatment (67%
disagreement). Three of t‘he 14 disagreements (21%) .wete
of the type whereby patients identified the item when
their clinicians did not; and 11 (79%) were of the type
‘whereby clinicians Jddentified the item when their patients
did not. Given the lack of ‘reseercb that has examined
type of dieag:eenent (i.e., for problems and goals),
further study would be informative. |
2.5 Yariables Contributing to Disagressents
Regsearchérs have not investigated variables w}:ich may -
be associated with disagieemeénts. The. patieht-peychiat:ist.
variables which may contrii:ute to &iugreuqntl ;nd are of

interest to this toka:cﬁ are as follows:

-

-
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(1) variables related to the patient:

(a) sex
i (b) age -
(c) educational level
(d) employment status.
- (e) psychiatric diagnosis
" (f) involuntary status

.
- L

(2) (rariables related to the psychiatrist:

(a) language’. at birth ,
- (b) psychiatrist versus resident status
(c). clinical orientation

(3) vatiables related to both the patient and
psychiatrist:

(a) sex differences .
- ({b) at least a 28-year age disparity
"(c) previous psychiatrist contact with the patient

(1) Patient Variables:
(a) SBex _
and
(b) Age A
The relationahip between the patient's sex,: age, and

dingteenenta has not been investigated. However, a

: medical study conducted by rrﬁﬂ.n, Goldnan, and Cecil

(198!) detomined agrobé‘ngnts between p&tients in an
anbulatoty care cente:’ (m-439) and medical residents oF
,phylicians (n not giv%n). The assocjiation between
aqrocnmtl and tho patient's sex was investigated. rhe -

:I.nvoltigqt ors r that the patient's sex was found to -

be unrelat igtc ont scores. Also, it was found that
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1ncre§sed hgreement (i.e.,. partial to full'agtgenént)'vas

related to the patjept being 58 years 6f age and older.

© Bowever, it is noted that this study was conducted with -
patients aﬁd residents or physicians in a medical setting.
(c) Educational Level
and y
(d) Bmployment Status
The rélationship between ?ducatiohal level,
- empl oyment statﬁf, and disagreements has not been examined

in the reaearch‘reQiewed. However, it is plausible that

the socio-economic class of patients may be related to the

likelihood Jf disagreements. For example, _Bufgoyne.

Staples, Yamamoto, Wolkon, and Kline (1979) conducted a
stuay at an outpatient clin;c. The patients (n=325) at
this clinic were from a lower socio-economic class. Thef
were interviewed with respect to the importance of 14
goals for treatment. Also, seéond-year psychiatric
residengs (n=22) were asked what they perceived theif'
patients would idgptif9 as impo:tqn&_gé;ls for treatment. .
Approximately two-thirds of the patients identified the
followigg goalg as beihg very iabortpnt: int:ablychlc_
therapy, clarification, and control of feeitnga. At ‘least
oqo-third of ého patients coniider;d 18 of the 14 goals
(17%) to be very important. Roli¢ohtl identified 9 of the

LT 14 goals (64%) to be of loolviiportanco than did‘thiir

‘patients. .. .. \ * .
\ .




Irr contrast to the seudy l;y.Bu:goyne et al. i.1979),
Frank, Eisenthal, and Lazare (1978) found virtuaily no
basis for the speculation that patients of varijous soczo—-‘
econonic classes have different expectations for
treatment. 'l‘hese 1nvestigators found that pati
walk-ﬁ'i clinic from a lower socio-econonic cliss (n-278)
scored high on presumed middle-class requestsw(e.g.,
insight‘ therapy and clarification o ems). On the
other hand, patients from a mi_ddl socio-econosic class
often endorsed typical lowerfclass requests (e.q.,
treatment for medical probleme).

(e) Paychiatric Diagnosis

-The tel.‘ati.onship between a @tient'sidiegnosis and

disagreements was found to be exemined in only one séudy
(Gould and Glick, }976). 'I‘hese investigators found that

.on a rank-ordering of the helpfulness of methods for
jt:rqeat:'ent,‘ great:er agreement between patier;ts and
clinicians was found with psychotic (Kendall W=8.59) than
with non-psychotic éatients (Kendeli wr9.45'). No

explamtion was given for this finding.
(f) Involontary Status

_ ginvestigators studied the attitudes of -patients who

vere involuntarily detained. However, the relationship
. . . ~ . .

between illvoluntary detaimment and_disagreements has not
been examined. Jones and' Kahn (1964} and Linn (1969)

reported that voluntary patients had a more favourable




attitude_towards hospitalization than involuntary 

patients. Shannon (1876) interviewed 108 patients upon
admission to a psychiatric hospital in HelSpu;ne,
.Australia. Involuntary patiemts and those who felt
coerced:into hospital had a negative attitude towards
-their hospitalization. On the other hand. voluntary
patients who did not feel coerced into hospital had . a

positive attitude’ towards their hospitaldization.

Bradford, McCann, and Merskey (1986) studied the views of

involuntary patients (n=57) tgyards their involuntary
detainment. Many of these patients (58%) considered
ipveluntary detainment as appropriate for them.
(2) Paychiatrist Variablea:
(a) Language at Birth .
‘While it has been suggested tha£ cul tural diffetencea
between patients and clinicians may 1eaé to disagreenenta

(e.g., Caskey et al., 1984), this has not been pursued in

the :eseatch examined. . _
. (b)micmmn_g.zjn._n.mm

[ 4 ~—

A general medical atudy by Preidin et al. (1989)

)

investigateéd the association between the:ned;cal training

of' clinicians 1}.e" physician versus regident),ahd
Agreements. It wvas found that the level of medjcal
training was not related to ag;eeﬁent ecores. None of
" the research :evieved exauieed the extent to which a

plychiat:iot's level of training (i.e., psychiatrist
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versus psyéhgptric resident status) accounted for

disagreements.

(c) Qlinical Orientation
In two studies (Rosenthal and Frank, 1958; Brill and

-

Storrow, 1968), it was reported that psychiatrists from a
péychbdyngmic orientation considered patients of middle
and upper socio-economi¢ classes to be-good candiggtes for
psychotherapy; patients from a lowe:Asocio—economic class
were not. Thus, it seems plausible that the clinical
orientation of a psychiatrist (e.g., pychodynamic or
bioiogiqal.jersua eclectic) may account for disagreements
with patients. This possibility has not been examined by

previous investigators.

{(3) Yariahles Related to Both the Patient and

‘ Paychiatrist: )

(a) ‘Sex Differences

Sherman, Koufacos, and Kenworthy (1978) found
.evidence that male-psychiatr;st; may fail to identify the
concerns of female patients Eecausg of a lack of knowiedge

about problems unique to vomen. A atﬁdy by‘Broverman,

that clinicians of both sexes were less likely to

attribute to women than to men traits which characterized

.Braverman, Clarkson, Rosenkrantz, and Vogel (19798) found ',

healthy adults. -Broadsky and Hare-Mustin (1988) ‘reviewed -

the related literature on this 1ilue and reported a lesser

ddgroe'o! such stcroétyping.‘ Thus, there is evidence to

. .
. .
‘ ’ . -
1




previous contact with the patient.

-support the possibility that sex differences between

- ‘ <
patients and clinicians may be related -to disagreements,

altbpugh this bas not been formaiiy_investigated.
(b)- An_Age Disparity of at Least 20 Yeara

, and \

(c) 2xg119na_2axsh1a;xin:_snn;ast_ﬂith_znhish: .

There was no evidence in the literature that

dfsagreements were related to an age disparity between the

‘patient and clinician, nor to the clinician having had

-~

| 2.6 Consequences of Dimagreements

//»Disagreements‘may be asgociated with specific
consequences. ' As suggested by previous investigators
(e.g., Dimsdale et al., 1979; Burst et al., 1969; Skodol
et al., 1988), it is important’ to further clarify whether
this relationship holds with hospitalized patients. Two

congsequences of particular interest to this research are

patient discharge against medical advice (AMA) and absent

without leave (AWOL). Studies which indirectly provide

' support for the speculation that ﬂiqgsghements may be

as8sociated with specific consequences are reported below.
Albonda, bean, and Starkveather'(1964) 1nterviewed

patients (n=328) who were discharged fraom a cpmmnhity'

clinic.' Patients were interviewed aboét probl emns and

\

treatments which vere helgful. The investigators found

- that when social workers assisted these patients (n=328)




eafly in therapy to formulate theéir problems, goals for
treatment, and the nature of therapy to be received, a
significant improvement was noted. Specifically,-.such
patients achieved a higher level of social functioning and
required a shorter length of tpefhpy.

Phillips, Goldberg, and O'Connell (1984) conducted a
study with outpatients (np=23) and clinicans {h not given).
The professional backgtound of .these clinicians was not
provided. The 1nvestiga§9x§”éoqnd that congruence between
patients and cliniciqpé on problems and preferences:for
treatmént 1ncreased_a thef&pist's willingneés to-initiate

therapy. s .

Burst et al. (1969)‘determined the degree ‘of
agreement between udivgrsity students at a éounselling
center (n=156) and c&Lﬂiellors (n=6) on seven diagnostic
items. A positive relationship bethen,diagnOstic
agreement and the client*s perc¢eptions of the benefit of
counselling was found for six out of the seven iﬁems
(86%) . '

Epperson, Bushway, ‘and Warman (1983) found that

students at a university counselling center (n=754) were

-

more likely to self-terminate after one therapy session
when recognition of the patient's problem by the
counsollo:\(np34) was absent. When therapists recognized

the client's problems after the initial counselling

. .. -
v, .
.
L 4

26




—y

) ‘!‘. . ] . -
session, 15%~of the clients‘&i:nihatedz“ Oq;the other

hALE; when problem recognition was absent, 554 termtnated.

In"a similar typehof etudy. Krauskopf et.al. (1981)
asked students at a university counselling clinic t%
identify their problems as educational, personal, -?5,‘

vocational. The investigators found that student”

returnéd for treatment more often when the clienf‘?ﬂﬁ"'
counsellor agreed on the types of problems id;ntifiedf.Ag
Borghi (1968) conducted a study with outpatieqts
(n=29) »and their psychiatrist (n=3)3 or social worker
(h-%f;ixghe invesigator found that 7 out of the 29 -

patients disagreed with clinicians about .their method of
. T ’ N, .
treatment (24% disagreement). Patjients who remained in
treatment voiced expectations for treatment which were

congruent with¥{those of clinicians (e.g., for

psychotherapy), whereas terminators did’ not express

expectatfbns similar. to clinicians. B s -
lAt a community clinic, Rosenthal and Frank (1958)‘ ‘

investigated disagreements betwéen patients and

psychiatriats on methods for treatment. The reseatchens -

- ~
reported that disagreements were associated with patient

- dropout rates of up to 60%. -
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" treatment) as being relevant for the patient greater than

-
Chapter 3 '

Research Questions
This research addressed the fellowing thr(é_\

guestions:

3.1 Remsedzch Ouestion #1:

Is the probability that a psychiatrist will identify &
given item (regarding problems, goals, and methods for —

‘f\ .

.th® probability that the patient will identify the item as

'being relevant? . ,
3.1(1)
[ Y .

Upon entering hospital, patients are assessed by

their'.psychia’tr_ist for problems. ‘The recognition of these
ﬁroblems by both e petient and physician is an—-essential

first step in the process of care - (Starfield; Steinwacks!

) o .o
Horris, Bause,iSiebett, & We‘stin, 1979). Based on

3 ptoblems, goals for treatment can then be established and
- L]
the' appropriate methods for treatment prescribed.
_When there are disagreements ’bet;ween the pa!ient and

_p'sycyi!tri,st oh-probleme, goals, and methods for.

'tteatnent. there may be no shared basis fromawhicb.

tteatnent can be established. In contrast, if there ate—"

_'lon'e igteenénts, this enables the patient and

psychiatrist to*work towarde the resolution !of p:oblema
N
by entablilhing eouon@gqaln and prefe:encea for

t:e'atqent. However, because th/ pntient and psychiatrist




‘identify.s problem, it cannot be aésumed that they are

both of the opinion that this problem_;hoytﬂfbe treated.

. " 4 -
Therefore, agreements and disagreements needed to be
cla:ifieé not only for problems but ‘also for goals and
‘e

ﬁethpds of treatment.

. ~ ¢ M
3.1(2) Hﬂhﬂ:ﬁ.ﬂi.ﬁiﬂﬂﬂISSIQn:a

"Disagreementsvbetween patients and psychiatrists were
classified according to their na;ﬁre (i.e.; environmental
or,psychological). As reported in the review of the
lftgrature, it has been sugg;;ted that disagreements may
be such that clinicians focus on psychological problems
whereas patieqté-are more Egnngrned with conditions in
their enVironment. Also,\iﬁ/ﬁgg been postulated that
clinicians identif& g9als and methods for treatment thch
focus on problemé of a psychodogical nature whereas
patients tend to identify treatments-for eqvirohmental

concerns.

%

3.1(3) . Type of Dlsagreement

If the'psychiatriat identifies Gtoblems. goals, and’

2

'methods for treatment that- the patie t does not, thcn.
treatment proposed by the paycbiatrist may be resisted. by
the patient. On the other hand, if the tient identifies
Qrobiemsk goa%s( and Qetho r treatne;t that the
t_psyéhiaftist doea; not, the patiépt{s:concerns and

brsferences for treatment may not be add:esso&t For the




purpose of this research, when disagreements existed.

between a patient and psychiatrist, their direction was

classified as follows:

T¥PE 1 DISAGREEMENT - the patient identified a given:
item when the psydhiatrist did
not.

TYPE2 DISAGREEMENT - the psychiatrtat identified a
, given item when the patient

did not.

-

3.2 Regearch Question $2: g &
. , . T~

To what extent do variables related.t'o the patient,
variables related to the psychiatrist, and variables .

related to both the patient and psychiatrist, explain
disagreements? i . e

The patient variables were as follows:

(a) sex

(b) age -

(c) edncational level

(d) employment status

(e) psychiatric diagnosis
{£) involuntary status .

The psychiatrist variables were as follows:

‘(a) language at birth ‘
(b) chiatrist versus resident status AN
(c) climical oricntation -

The variables tclatcd to both the patient and pcychiatrist
" were as follows;

(a) sex differences
{b) at least a 28-year age disparity “
(c) previbtus psychiatrist contact with the pntient

{
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Disasrec-ents between patrints and psychiatrists vere

aeterniacd fo::u_ -
+« . % .o

{a) problens L ' -

tb) goals : N

{c) methods for treatment :

of the fcllcving nature:
{i) environmental
(ii) psychological LS
3.2(1) Patient Variables -

In the literature reviewed, previous investigators

~have speculated that some patients tqay be more prone than

others to disagree with theirs - psychiatrist. : cﬁ.

characteristics of patients which-were of interest to this"

- .8¥udy include (a) sex (b) age, (c) educational level,

(d) employment status, (e) psychiatric Jiagnosis, and
(fi a:I.nvosil.utit:ax:y status. - For example, male patients are,
so:netimes percei‘ved'to be less compliant with treatment.
than are female patients ahd thus, may be more inclined to
disagree with theix_'.p‘sychiatrists. Similarly_, yosnger

patients are sometimes thought to be more rebel lious than

. older patients, possibly resulting in'a greater likelihood

of disagreement between these patients and psychiatrists.

Patients of a lower Bocio-economic class and a lower

educational level may lack insight about problems, in

particular.' ptoblexu of a psychelogical nature. This may
lead to 'tl:xe patient and psychjgatrist having different
perceptions about probl"ens and uathod: for treatment.




Some diagnostic groups may be incl ined to disagiee

with their psychiatrist more than others. For example,
patients diagnosed as schizophrenic ofgen have an
-~ inabiiity to perceive reality‘:ecause of the ';ature of
their illness. This lack of reality may lead to
disagreements about problems.and preferences for
treatment. Also, patieﬂfc;e\ééine.é involuntarily at
admission iay\beco;ne ngry and resentful about being
héspi hlized without({heir consent. ™ This could
Hvlnadv tently lead to dishgreements between the patient
-pnd paxchiatrist on goals and methods for treatment
'. Seemble /Chapter N{r a classification of the

7
patient variab;es discussed prev{ously.

3.2(2r Paychiatrist Variables
As mentioned in the re\'view of‘th_e literature, no
research e;amined the extent te which characteristics of
the psychiatrist might, in fact, be asspciated witﬁ
; ‘ diaagreements_. However, . characteri_s‘tics of the
psychiatrist s;ch as (a) language at blrth, (b) level of
;raining, and (c) clinical corientation may be associated
with d_isagroenente. Por example, the psychiatrist's
language at birth (i.e., English versue non-BEnglish) m'ay
be x£elated t,o_di'a'ag:ﬂeenents. A paychiateist whose

language at bizth' was Bngllish may focus on problems

rel ated- to the pat:lent'n lifestyle and societal stresses

e & & & & o o =& . & a .

to a greater exten%- than a psychiatrist who.e language at




birth was .not English. Thege associated cultural

-~

differences may lead to disagreements.

. It -seems plausible ‘that a physician's status (i.e.,
psychiatrist ve;éus tesident status) may be related to
disagreéagnté?i Because psychiatric residents are
generally i?ss ;xperienced clinically, they may be more.
prone to agree with patients. Furthermore, the speciftc’
c;inical oriengation 6f psychiatrists (i.e”
psychodynamic, biological, or gclectic).could also lead to
disagreements. For example, because of differences in the
type of clinical o*&sntation. psychiatrists may differ in
their perceptions .of ghe patient's problems and on how
thg;e.problems could best be treated. ° Psychiatrists whose
focus is psychodynamic may ;ggommend pYchotherapy for
patients. On the othe; hand, psychiatrists. with a
biological orientation may operate from a me§1caf
perspective; offeting treatments such as chemotherapy. .

See Table 7, Chapter 4, for a classification of the
charactet;stics of pdych{gtrista examined in this .

research. .

3.2(3) Yariables Related to Both the Patient and -
Paychiatrist: oL

Investigators have pé;iqlated that disagrednenté‘may

L

be explained by variables associated with both the buticﬁt

and ‘psychiatrist. Some of these va:iéblos 1qc1udc

'1a) sex diftetiﬁco., {b) at lfast a 20-year agchhllpntity,

. . . . [P T et - 4 » . .
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y and:(c) whether the psychiatrist had previous contact with

X ,
the patient. For example, the possibility of sex-role

\stereotyping, as well as, psychiatrists faillng te

understand the problems os-patients who are of the
opposite sex could possibiy contribute to disagreements.
In addition, an age disparity between patlents and
psychiétrists may result in different attitudes, values,
and lifestyles. This, in turn. coul@ lead to different
petceptions "of problems and goals for treatment,

- |

eventually leading to disagreemebts. Furthermore,

familiarity with the pat;entAfrom a preéious

hospitalization may enhance the psychiatrist's insight
about the patient's problems and whether past treatments

were effective. This knowledge mady lead to agreements orf

~on the other hand, possibly disagreements.: -

See Table 9, Chapter }, for a classification of the

variables related to both the patient and psychiatrist

n%ﬁvestigpted in this research.

BSW:

To whnt extent do variableu related to the patient and
disagreements between a patient and peychiatrist explain

patient discharge against medical edviee (AMA) or absent

vithout leave 0!!!»?

-

_The patient variables were as follows:

(a)y sex

(b) age

- {c) educational level

{d) employmsent status

{e) atric diagnosis
(£) involuntary status

34
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. Disagreements between a’' patient and psychi
determined for:

(a) problems .
(b’ g“ls B v . .
(c) methods for treatment " _—

: | >
3.3(1). Classification of Disagreement Status

As discuséed in the review of the iiterature, there

was a lack of information explaining how disagreements

i'vere detenmined. For the purpose of this study, it was

thought that requiring cbmplete Qisagfeement on all items

_ . L Y
was too stringent a definition, given the substantial

numbet of items that.a patigpt and psychiatriﬁx would ‘be

asked tao_identify as.televant. However, there needed to-

be clear 'evidence that thé patient ’16 psyc}xiatfist were
in aisag?eement. Thus,'when classigying a fdtient and

psychiatrist on their disagreemant status, at the most,

one agreement was allowed‘ Those patients and .

psychiatrists who were in ggreement on the identification
‘of more than one item were clasdifiéd‘aa agreers. It
.should be noted that when-an item was'hot identified by
either the éatient or peychiatrist, this item was’excqued

because there was no agreenent or '@Uagreenent.

——

"N

In _summary, the crite:ion.ﬁor clasnifying a patient.

. and psychiatrint as a disagreet or, agreer was as followl:

; o=

rist wvere

o .o




DISAGREER: For a patient to be - classified as a
disagreer it was  required that there be
disagreement on all items, with the exception of
one agreement at most being allowed. | .

AGREER: r ‘a patient to be classified as an agreer,
it required that there be agreenent at least
on tvo or more items.

This criterion was then applied to determine diségreement

, status for problems, goals, and methods for treatment as

" follows:

(1) Por Problema: ; - o

(2a) Bavironmental: To be classified as-a disagreer

. 6n problems of an envirommental nature, there needed to be
‘disagreement with the exception of one agreement at mostr

" disagreement with the exception of one agreeme
. being allowed. .

being allowed. _"‘-‘_

NN

on problems of a psychological nature, there neede
at most

(c)'All Problems: Tobe cl assified as a disagreer on .
problens in general (i.e., environmental and
“psychological), there needed to be disagreement on

. environmental problemts (as defined above) and also

P " on goals

I

‘* disagreement on psychological problems (as defined above).

-
-~

(2) Por Goals: ' | o

(a) Bnvironmental: To be classified as a disagreer
on goals of an environmental nature, there needed to be
disagreemeht with the exception of one agreement at most
being allond.

_—
'Y

(b) P?cholog:lcals To be clan’lfied as a disagreer

a psychological nature, there needed to be
disagreement with the.exception of one agreenent at most

' bting allowed.™

.{c) All Goaln To be classified as a disagreer on
goall in .general (i.e., environmental and psychological),

" there needed to be disagredment on environmental goals (as

defined above) and alsoc dllag:cuent on psychological

: qoull (as defined above).

(b) Psychologigal:: To be classified as a disagreer .

,
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(3) Ror Nethods:

(a) BEnvironmental: 'To be.classified as a disagreer
on methods for treatment of an environmental nature, there
needed to be disagreement with the exception of one
agreement at most being allowed.

(b) Psychological: To be classified as a disagreer
on methods for treatment of a psychological nature, there
needed to be disagreement with the exception of one
agreement at most being allowed.

{c) All Methods: To be classified as a disagreer on
methods for treatment in’'general (i.e., environmental and
psychological), there peeded to be disagreement on
environmental methods (as defined above) and also
disagreement on psychological methods (as defined above).

N i

3.3(2) mnaggnmcsa_qf_msmnn

As discusseg previousiy{ investigators suggested that -

disagreements between outpatients and criniciahs'may lead
to.adverse outcomes such as a patient’'s termination from

therapy. It seems plausible that patients who are in

disagreement with their psychiatrist may also be those,

patients who resist treatment and.dischazgg!éhemseIVés

against medical advice (AMA) or are absent without leaée

_(AWOL). This*regearch examined the extent~to;which these
.outcomes (i.e., patient discharge AHA/Ade) could be

exp;ained by éisagreements on (a)‘prqglcus. (b) goals, and

(c) methods for treatment and, as well, ‘hy the patient '

variables (a) sex,. (b) age, (c) educational levcl,.

(d) employment status, (e) psychiatric diagnosis, and
(£) involuntary status.

A six-week time frame vas used to observe the outcome

variables (i.e., AMA/ANOL status) for two reasons. Pirst,
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after this Yength of hospitalization, the pat;ent becomes

a candidate for iong:term care. At this‘time, the
patient's broblems; as #gll‘as. the methods for treatment
of ten changé_(Glick,‘aargreaves, Drues, Showstack,'&
Katzow, 1977:-Hérz. Endicott, & Spitzer, 1977). Second,

’ since ;ati;nt discharge AMA or AWOL generally occurs '

within the first few weeks of hospitalization, six weeks

was considered an addquate length of time to observe these

. ~outcomes.
Table 4, Chapter 4, shows the¢/ classification of
patient variables and AMA/AWdL status. ResearchTQuestion
$2, Section 3.3(1) ines the classification of

disagreement status. N .




4.1 Study Sample:

The Ontario Ministry of Health operates 18

psychiatric provincial hospitals.f These hospitals report
.-dlreptly to the Mental Health Branth of the ministry.
Each ﬁospxtal admxts patients from a defined geographzc
"area, with beds for approximately 4,580 inpatients. The
patients in tﬂis study were admissions from two of these
hospitals: the London Psychiatric Hospital (LPH) and the
St. Thom§§ Psychiatric Hospital (STPB): Eaéh hosﬁital has
;pproximately 458 beds serving Both rural and urban}ateas
- in southern 6ntario. ) ‘
Between the months of mid-October 1986 to.mid-January
1987, ma;e and female patients ages !B'to 65 years vere
inqluded 1n'the.study on a seguential basis;‘Eaéh
psfchiatrist contributed a maxihﬁm of eight patients tp
the study. Patientﬁ with a primary diagnosis of orqanic
ot'personality disorder were exc;udedi ‘Thus, onlyc
'pdtients with a di&gﬂo;is of depreésion,'yania, heurgsis'
_o;jschizoph;enia were selected. Bight7patients were
ynable to be approached for their consent to bart;piﬁiﬁe
bécéuse thgy were in seclusion on a long-term basis. Five
patients refused to participate. This left a ginai sample
size of 135 patienis. Of note, for the'purﬁétb of the data

analysis, patients, diagnosed as schizophrenic were




(5]

differentiated from patients diagnosed as_depressive,

manic, and neurotic. The reason for this grouping was
that patients with the latter diagnoses tend to be more
similar, in a clinical sense, when compared to patients

who are schizophrenic. See Table 4 for information about

" the demographic characteristics and psychiatric background

of the patients participating in this study.

Table 5 compares the patients at the LPH and STPH
wi;; respect to various demographic charaéteristics and
their psychiatric background. The patieﬁts at the two®
hospitals were siﬁilar with regar8 to their demographic
characteristics: sex, age, educational level, and
employment statuét Also, the patientg at the two
hospitals were comparable with respect to variabies
related to *M¥ir pé}chiatric background: diagnosis,
involuntary status, contéct’witﬂ their psychiétrist on a
previous hospiﬁalization, and discharge status within the
first six weeks of hospitalization. f) '

Psychiatrists were'randomly assigned to patients who
were first admissions. Readmissions were assigned to their
previous psychiatrist, to the extent that this was -
possiﬁle.' Each patient's attending physician~agreed to
participate in the atudyé A total of 21 peychiatrists and

8 p-ychiitrgg residents participated. Por the purpose of

’ ! -
discussion, the term ‘psychiatrist’ qifﬁ refer to both

. psychiatrists and plycpiatric residents. A distribution




Table 4 -

H

.
of Patients (n=135) ‘

Variable -Classification and goding n L}
.
Sex 8 = male 69 Sle-
: 1 = female - 66 49%
Age @ = over 38 years 83 61%
- 1l = 3@ years or less 52 | 39%
Educational 8 = less than Grade 12 ‘89 66%
level . 1l = Grade 12 or more 46 34%
Employment 8 = employed 38 28%
status l = §°t empl oyed 97 72%
| Diagnosis* 6 = deptessive/manic.disorder; 47 35%
1 = neurotic djisorder* 16 12%
2 = gchizophrenic disorder* 72 | S53%
Voluntary 8 = involuntary®* 79 58%
status at I" = voluntary 56 42%
admission
‘Previous P = no 77 57%
contact 1l = yes N 58 | 43%
with .
psychiatrist . N
Discharged @ = AMA®/AWOL® a0 | 36%
within first 1l = continued hospitalization/
s8ix weeks of voluntary discharge 95 70%
hospital stay
* See Gloagary for definition.
- 3
/
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+ Table S , )
Backgrouild '
Vvariable P Classification® LPH STPH o
' and coding g(e) - n(s) value
Sex o G=male a1(a9%) | 28(54%)| .62
lsfemale .42(51%) | 24(46%)
Age 1 9=18-29 years T 32(39%) | 14(27%)] .46
1=39-39 years 24(29%) | 19(36%)
2=48-49 years 12(14%) | 12(23%)
3=58-59 years 18(12%) 5(10%)
4=68-69 years : S( 6%) 2( 4%)
Educational. |@=university 6( 7%) | 2( 4%)| .32
level l=community college 2( 2%) 2( 2%)
2=Grade 12, 13, or ; )
™ trade school [ 25(30%) | "9(17%)
" 3=Grade 9, 18, or 11 | 32(39%) | 28(38%)
4=Grade 8 or less -18(22%) | 19(37%)
. [ Employment @=employed 21(25%) | 17(33%)] .35
| status : l=not employed 62(75%) | 35(67%)
Diagnosis®* é=depressive/manic
disorder* 38(368) | 17(33%)} -39
l=neurotic disorder* 7( 9%} 9(17%)
i} 2=gchizophrenic -
‘ disosder* 46(55%) | 26(58¢%)
Ifvoluntary  |9=involuntagy+ 18(588) | 31(68%) | .84
statds at l=voluntary 35(42%) | 21(48%)
admission
[ Previous “{e=no _ - . | 58(60%) | 27(52%) | .34
‘psychiatrist l=ye ' 33(40%) | 25(48%) | -
‘contact with . ( v
patient = .
Discharge  .{|d=AMA* . 19(23%) | 11(21%) | .82
status durin =ANOL* ' ST 6%) | 5(108%) [y
first six (" syoluntary discharge | 27(33%) | 19(37%)
veeks 3=continued *
hospital stay hospitalization 32(38%) §:17(32%)
- L .

* Sde Glasaary for definitiom.
. N - —_
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( (n=135 patients)

(n=21 psychiatrists)

(n=8 residenis)

Y
Psychiatrist | Number of Resident | Number of
number batients per number, patients per
y P hiatrist ‘resident a
. 1
|
1l 7 l 4
> 2 6 2 3
3 7 - - 3 - - 5
Iy | ~ 6 4 3
5 ] S 2
6 5 6 2
7 8 7 _3 -
8 4 8 1l '
9 7 -
1@ 6 Total 24 .
11 7 —
12 6 Mean 2.9 .
. & 13 U) 4 -
N 14 6
- 15 j S t
16 .4 ) .
17 5
18 [+ 4
19 4 .
20 2 )
21 3 \
: " |Totar - 111 .
Mean 5.3
S
b ‘ ‘ -
. T ’ -
N - o® )
\ w%{5.

Y e ALY




of the number of patients eachlpsychzatrlst contributed to
the study is ptesented in Table 6. . Information on the

i demographic chg;ggteristics and clinical ‘background of
the'psychiatristj/p&rticipating in the study is provided
in Table 7. -

A comparison of the characteristics of the

psych1atrists at the LPH and STPH is presented in Table 8. *
This comparison revealed that the' psychiatrists at the
STPH were somewhat older and more frequently not of the
English language at birth. In additeon, most of the
psychiatrists at the STPH were male. HBowever, at the |
LPH, the number- of male and ﬁemale psychiatrists yas
approximately equal. At the LPH thgre were seven
psychiatric residents whereas at the STPH there was only
one resident. Most of the psychiatrists ?t both the LPH
and STPH stated that their. ‘clinical orieptation,was:
. eclectic as oﬁposed to psychodynamic or b101ogica1._‘ ﬁ
Characterigtics related to both the patient and ’
psychiatrist were also of interest in this research.’ See -

Table 9 for a description of these characteristics.

4.2 Procedure: -
Patients who met the criteria for inclusion in the
x
.study were approached by this investigator two to follr

days'aftcr admission and askng;on their consent to ¢

. participate.’ See- Appendix A for the letter of
\\ ' ;xplanation about the study and the form used to obtain a

T \ - \‘




Table 7

Demographic Characteristics and Pavchiatric Background of

Paychiatrists (n=29)

Variable Classification and coding n T |
Sex # = male 18 62%

1l = female 11 1 38%
Age . 8 = 25 to 48 135 | 36%

1l = 41 to 65 /1-5/ 52%

2 = 66 to 68 3 10%

i

Language at ' {@ = English 13 | 45% !
birth ° 1l = non-English 16. | 55% i
Psychiatrist |9® = psychiatrist®* : 21 72%-4
status® l = psychiatric resident® 8 28%
Clinical # = psychodynamic® 1 45%
orientationt* 1l = biological*" 4 14%

2 = eclectic* ~ 24 83%
* See Gloggary for definition.

. .
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Variable Classification LPH STPH -
-and coding n(s) n(s) !value
| Sex # = male 9(53%) 9(75%)| .23
1 = female 8(47%) 3(25%)
Age @ = 25 to 48 7(41%) 4(42%)
l = 41 to 65 18(59%) |. 5(42%) | .69
2 = 66 to 68 _ 8 3(16%)
Language at # = Bnglish 18(59%) 3(25%) | .87
birth 1 = non~-English 7(41%) 9(75%)
Psychiatrist |8 = psychiatrist® [19(59%) [11(92%)| .85
status* l = resident?®* 7(41%) 1( 8%)
Clinical @ '= pgychodynamic®*| 1.(6%) 8( 9%)
~orientation®* {1 = bioclogical* 3(18%) 1( 8%)| .51
2 = eclectic* 13(26%) 11(92%)

* See Glogsary for definftion.
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Table 9

Characteriastics Related to Both the Patient and -~

Paychiatrist (n=135 Patients)

Pariable Classification and coding o Y
Differences § = patient male, X
of sex psychiatrist female 24 18%

l = patient fehale, :
psychiatrist male 37 27%
2 = patient male,
. psychiatrist male 45 33%
3 = patient female,
psychiatrist female 29 22%
Age disparity |# = 280 years or more 35 25%
l] = less than 28 years lo8 75%
Previous . \
psychiatrist @ = no 77 57%
contact with l = yes 58 43%
patient .
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patient's consent. A patient who agreed to participate

N

was then interviewed according to a checklist for
problems, goals, and methods for treatment. Appendix B
shows this checklist. -

Immediate1§ affer the patient was interviewed, the .
attending psyechiatrist was approachea and asked’ to
participate. See jppendix C for the letter of explanation
about the stuéy and the‘ form used to obtain a

psychiatrist's consént. In all cases, the attending

psychiatrist interviewed the patient prior to identifying,
according to the checklist, their patient's problems,
goals, and meﬁhods for treatment. Refer to Appendix D for
the checklist. Psychiatristé were given the‘option to
have the checklist read to them by this investigator or to
complete the checklist ihdgpendently. A psychiatrist who
chose the latter option, but failed to return the
checklist within a week, was intefviewed.

™ Chart gbstr;;tions were completed to collect
information about the demographic characteristics and
psychiatric background of patients.. SQé Appendix E for
the form used to gather this information. Psychiatrists

. -were also askea to provide information abéutvtheir_

demographic” background and psychiatric training. See

Ap{ehdix F for the form usej to gather this infomaqon.
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A checklist was developed by this investigator t'o

identify problems experienced by patients admitted to
\provincial psychiatric hospitals. In relation to these
"“problems, corresponding goals for treatment were
identified; The methods for treatment were selected from
those offerdd within the study hdspitals. Items for the
checkiiﬁt.(i.g”.for problemsand goals) were drawn from
this investigator's clinical experience and from
. jnstruments constru%ted by other tesearchérs. In
. perticular, the following-three instruments were reviewed:
(1) The Patient Reguest FPorm (Lazare & Eisenthal, 1977) is
an 84-item .checklist which elicits the requests of

patients in the community with regard.to their

preferences for treatmeat]'

(2) The Patient's Self-Perceived Needs Scale (Fitzgibbons,
1972) is a 93-item checklist which elicits the

- ‘ psychiatric and personal needs of patients in the
community. K = y
/// (3) The ngj;ngn;_nndilitigs instrument (Dowds & PFontana,

1977) is a 12-item checklist on methods for treatment.
A eriéf explanation is given .for each method. .

. -
For the purpose of tbis study, the checklist ihgns_

for problems, goals, and.nethéda for treatment were
classified according to whether they were prddoniﬁantly'of
an environmental or psychological nature.- Environmental
problems and goals were ‘those items related to
difficulties ‘ontl experienced within their comsunity.

4.3 Instrusént . |

’
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Psychdlogical problems and gorls wvere items that focussed
on difficuliieg in the patient's.meptal functioning. As
well, methods’ for t?eatmen? were cl&ssified accg;ding to
vhether these approaches. addressed concerns of.én
énvironpental or psychological nature. See ?aBle.lp for a

classification of the‘check1ist items.

4.4 pilot.Study . ' e

A pilot study was conducted .at the LPH during the

i ‘ :
Fall of 1985. The objectives and findings from this pilot

were as follows. ' &

. .
Qibective $#1:
To test checklist ite-s for theit clarity, relevance, and
completeness.

' After the checklist was developed, 13 patients and 13
psychiatris;s at the LPH; and cliniiiidcolleaéueh (i.e..,

psychiatric.nurséh and related health professionals)

.cbnmented on the checklist for its clarity, item

|
relevance, and compl eteness. Overall, clinicia(ﬁ‘found

the checklist to be relevant.and comprehensive. 'HOﬂ:ver,

they recommended that the wording- oi some items be

simplified for their use with patients.

ghjective #2: .
" To determine the study's toniibilt!&.

50
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Checklist Items: Checklist
item
Type Nature number
(1) Problems (a) Environmental 1 to #7
{b) Psychological #8 to #22
(2) Goals for (a) anironmental $23 to #29
treatment (b) Psychological #30 to #44
(3) Methods for (a) Environmental | #45 to #49
treatment (b) Psychological $50 to(GZ
Al} items: (1), (2), & (3) as above #1 to #62

* See Appendix B or D for checklist items #1 to #62.

.




Th® same 13 psychiatrists at the LPE who commented on
the_cheéklist for its appropriateness (as described in
Objective #1) agreed to also participate in this aspéct of
the pilot study.. Por each psychiétrist. one patient was
se}ecfed'to participate. None of the patients or
psychiatrists refused to participate. Patients were
intervie&éd according to the checklist for problems,
goals, and methods for treatment. The ,patient's
‘psychiatrist also completed this checklist. \

_The findingé revealed that diéaéreements ranged from
25% to 77% Ior problems (mean 46%), from 5% to 75% for
goals (mean 45%), "and from.23% to 78% for methodé (mean
45%). Based on these findings, there was evidence that

disagreements'éo exist, -

y ' s 4 )
4.5 Sample Size For the Major Study - .

The sample sizé'egtimate‘for the study was based on
addressing the first research queatién with sufficient
precision. (See Chapter 3, 8Section 3.1 for Research.
Question $1.) The sample size of 135 patients and their
psychiatrist was thus selected in order .to have a
reaadnably high probability of detectihg a difference of -
20 percentag; points in the rate at which agiven item was

f“tihntifiod'ds being relev;nt in the two"groupg'(i.eu
patients‘and*psycbihtriatshn Setting alpha at .95, two-
tailed, this l.it; ot-inplé will p_rovid& a 99% chance of

:“dotcéting such a difference an(sﬁétis?icelly significqntf
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(Colton, 1974, p. 168). This calculation was a A
conservakive estimate of the required sample size, since
"it does not take into account the matching of patients_and

psychiatrists.'which would be expected to increase

efficiency.




Chapter S
nntn_Analinia
A separate data analysis was conducted for each of

the three tesea:ch questions as follows-

5.1 nn:n_Lnn1xn1a_inx_xaasa;sh_nnsntinn_il“

Is the probability that a psychiatrist vilt}dentify a
given item (regarding. problems, goals,and%ethods for
treatment) as being relevant for the patient greater than
the probability that the patient will identify the item as
being relevant?

Por each checklist item and for each psychlatrist, a.

N -

2x2 table was constructed as shown below, where b and ¢
~
were the 'disco_taant cell freguencies' (i.e., b+c was the

number of patients vho- disagreed with their psychiatrist

‘on the identification of a given item).

Bsychiatrist
Identified Did not
. ' iten identify item
- "ldenfified {— -a -0 b
item ' . . '

A : . ° TYPE 1
Patient T DISAGREEMENT
Did not ¢ . -1 d-

identify’ - -}
item » TYPE 2 :
) DISAGREEMENT |- 0 '

FPisher's permutation test {(Snedecor & Cochran, 1988,

pp. 99-182), a nonparamett:l.a..teét. was uscd to test ovcr

all ff such tables 1f “the. probabil ity that psychiatrists
i.dcntiticd a given iténMg relevant diffe:ed from

A

* .
]

. B . .
- . [} ‘. -
’ M . . .
. . . N .
. R . -
8 . L. . . - . ., R I . £
. . e A . . . g, .
, - « VIR N Ty Y e i o SY e B +
3 e ” o Sy g~ g 2




the probability that patients identified the item. The

v

rationale for using this test was as follows: Note that

b/(b+c)’was the proportion of disagreements which were of
type 1 (i.e., ;the patient identified the item when the
psychiatrist did not). Under the null hypoﬁhesia of equal
identification rates, the deviation d = b/(b+c) - 1/2
‘wbuld not be expected to 'diff;r signifinantly from zero
over the sample of n‘tabies (i.e., one table for each
psychiatrist).i The appropriate test statistic is given by
7 = df—/f—d-;' .. where d is the mean value of d over the n
2x2 tables, and Z may be regarded as an approximate
standard normal. deviate. ~ When [2] > 1.96, & was
significantly diffenent from zero (alpha of .65, two-
tailed), and it could then be concluded that the

.

probability of psychiatrists identifying the item was

. different from the probability of patients identifying the

item. _

-Stated differently, this #nalysis focussed on the
direétinn of disag:eements between psychiatrists and their
pdiienth; (Sé@ Section 3.1(3) for nefinition of type 1
and typé 2 disagteenentsd Thus, the analysis to test the
pgpbabiiity tnat ; psychiatrist's idcntification of a
,"gijen item differed from the p:obability that patienti
identified thé;ié;n reduced to testing whether type 1.

dgnagreenon&- (the patient identified the item when the

psychiattint daid noﬁ) vere no:c f:tquont than type 2
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disagreements (the psychiatrist identified the item“when

the patient did not). This was because the 'concordant

cell': 'f-req_eencies" a and d offered  no information
concerning ‘the null_hypctt;.esis of equal ide.nt‘ificat_ion

’ Iates. . \ v L

_ For an item.to be incluged in the analysis, it was
decided arbitrarily that at least 28 of the 29

psychiatrists 'showed, some'dis“freement with their

_patients on th’at‘iitem.( This implies that a sample size

of at_ least‘n-ZG psycbi‘at.ri):s was required for i‘isher's_
permutation test. Given thi.s criterion, eight checklist
items vere ?mitted- 2%5 the 22 problems, 1 of the 2‘2
goals,“and 5 of the lsg aethods for treatment. These items
w‘re regarded as nob-.yielding sufficient disagreement to
"be e igible :or enalyed.s. See Tables 11, 12, and 13 for
the items which vere. excluded - ) T

For" each cbecklist itenm included in the analysis,

. Pisher's permutation test was performed to determine' if

_ the probability that psyehiatrists identifiea an item as' i
being relevant dittered from the probability that the
patients identified the item as being relevant. The
-Tesults of theee analysee are preeented in ‘.l'ableB 11, 12,.
and 13 The noe‘ etriking espect of the resulta was that,
t«or itene included in the anagysis, for 18 of tb_e 298

. . v - - .
ptoblems, for 19 of the ‘2]l goals, and for 7 of the 13 - °

. aethods for treatment, thexe was a eigniticant‘ difference




between the probability of a psychiatrist identifying an
item and the probability of a patient fdentifying the item
(g < .DS, two-tailed). Moreover, almost all of these
disagreements were of t§pe 2 {the psychiatrist identified
the item when the-patient.did not) as opposed to type 1
(she patient identified the item when the psychiatrist did

not). These results must be interpreted with some cautipn

because of the numerous significance tests that were

conducted. However, taken as a whole, they provided
consistent evidence that the probability of psychiatrishs
identifying items was greate: than the probability that

'their patients would identify-xtems. The size of this

disagreement effect was guantified for each item using the

-summary odds ratio formula OR = -fc /éb;, as reported in

Tables.ll,. 2, and 13 These :eeults showed that, for
items iecludee in the analysis, the summary.edds ratio was
greater than one for all but 1 of the 2C problems, for all
21 goals, end‘}Br all but 1 of the 13 methops for
treetPent. Futthernore, the vaines of the summary odds

raeioe frequently exceeded two, indicating disagreement

‘effects Qf a fairly substantial magnitude.

Subsequent to thia‘analysis, a nultiple 1inear
regression (Kleinbaum & Kupper, 1978, pp. 131- -144) wvas
conducted to determine the extent to which <he varihtion

in each 6: the summary odds ratios was explained by the

. L J . 2N .
. characteristics of the psychiatrist. The independent




Item | z-value Summary { t——alue for multiple regression
No. . odds — =
ratio - | Psychiatrist characteristicss
(OR) - !
S ! Pemale .Resident Non-Engl ish
versus versus versus
male psychiatrist | English =
(a) | Enviropmengal:
. ) 1 | -1.49 1.83 |- .34 - .85 ., | -1.16
2 | -2,96%* 2.87 .48 -1.85 51 7
3 -2.57+* o 2.12 42 .68 - .96,
4 =3,11%» 3.68 2.14%* - . .18 . - .37 " -
S <3,54wsw 4.18 1.47 -1.11 .84
6 -2.50* 2.22 -1.68 - .87, =2.53*
7 | =3.86%*s 6.25 -1.91 - .72 .88
(b) | Psychologigcal: '
8 .| 8.26 8.81 -1.43 .58 .36 .
e .9 | =2.,98*%* -3.82 | 1.87 - .48 .78 .
» 18 | -2.33* 2.85 - .49 -1.68 -1.49
11 | =3.89** 5.88 - .68 .38 . .81
12 | =-2.52* 2.57. 16 | - .87 . 1.63
13 | =4.56%*n 6.45 -1.01 = .33 -1.88
14 ‘
15 i )
16 | =d4.15%** 6.33 .33 1.28 - " .15
17 | =2.33* 1.69 _ |-1.08 .18 - - .87
hd 18 -2005. ? 1.75 083 " '30 - -2’
19 |.-2,25* . 2.25 .85 .78 -1.44
’ 20 | =3.31%*r 3.18 "1.88 ] .88 l1.10
21 | =2.89*r 2.38 .58 . .21 "= .89
22 | =-2.70* . 2,86 -1.83 ' -1 2.52*
. : . }
- . \ ., - ‘. L ]
Note. Items and $#15 yere excluded from the analysis. .
/)#’ . OR = the ds ‘of a psychiatriat identifying the ptoblem ‘
relative to the odds of a patient identifying the item.
An odds ratio exceeding 1.8 corresponds to a z-value
with a negative sign. ‘ -
\ *p<.95 \
**p<.B1 .
*eepc.801

A N\




Item| 2-value Summary | t-value for multiple regression
" No. odds ;
{ ratio Psychiatrist char::::}éftics:_
(OR)
Female Residen Nom-Engl ish
versus versus versus
male psychiatrist English
(a) | Environmental: .
23 -1.48 1.93 - .01 ~1.04 -1.56
24 | =2.32* 2.92 .64 -1.17 - .3
25 -2.38* 2.18 .86 -1.37 - .59
26 -2.,73%* 3.24 2.36* -1.78 - .76
27 =3.75%*%*x 3.92 - .79 - .54 .41
28 -4 S1hn* 13.33 -1.780 - .34 - .22
29 -2.53* 3.90 -2.,73%* - .59 .33
(b) Psyghological: )
30 =2.94%% 2.88 - | - .37 - .83 -1.63
31 -2.80% 3.19 1.19 - .37 .62
32 =3.89%%» 5.49 .67 . = .86 ‘ .14
33 | -4.61%*+ | .62 |- .17 .87 1.24
34 =3,46%** 3.38 -1.32 .76 .35
35 -4 . 32%%% 6.54 - .11 -1 27 =3.47**
36 .
37 -1.29 2.22 2.18* -1.36 ~1.85
38 | -4.76%%*2 .7.81 1.95 .32 - .68
39 ~3.11** 2.35 .20 .87 - .49
) 49 -3,32%%% 3.56 “ .97 .82 - .18
. 41 ’ -2.9'*. 4163 - .45 - 033 - 017
42 =3 .,62%%* _4.44 .57 1.23 1.63
43 | -3.40%%r | 2789 .55 - .07 - .24
“ F".2.’7* 10’5 .97 09‘ 1-77

Note. Item 036 was excludcd from the analytis.

n odds
ith a

to the odds of a patient identifying the itenm.
ratio exceeding 1.8 corresponds to a z-value
negative sign.

&

OR = the odds of a poychiatrist identifying the goal n%:aflvo

<05 -
*%p¢.81
®eepc.001




Table 13 : .
Risagreements on Methods for Treatment: Theirx Direction -
and Associated Psyvchiatrist Variables
Item| z~value Summary . t-value for multiple regression
No.: ~ odds i i
ratio Psychiatrist characteristics: /)
Female Resident Non-English
. , versus | versus versus.
male psychidtrist English
(a) :
45 =3 .88*+ 3.9 -1.61 .33 - .73
- 46 -2.88** 2.54 - .61 - .91 .23
47 -1.84 1.72 - .58 .49 - .42 .
48 | .27 1.59 .43 .48 - .15
49 -2,81*» 2.53 2,68* .22 - .53
(b) Bﬁxshﬂlﬂgisnl:
50 ’
51 —— - ‘, )
_ 52 -2421% 1.71 .11 - .38 .15
53 | -1.51 — 2.08 1.78 .15 - .71
sS4 | -8.61 1.20 2.17 2.33 - .85
55 -1.57 1.43 .47 .31 -1.28
. 56 -3096." 3.89 - 092 ‘-1055 - 034
:_j 57 \
- .58 | =3.78w%+ 5.85 1.38 - .58 ©1.82 ‘
. 59 -2,82%% 1.92 1.18 - .78 1.53
. 6' . )
61 | 1.03 .67 - .83 . 2.32* ' +&9
62 - \ .
. c .

Note. Items #58, ¢51, #57, #8@ and ocﬁx;e:e excluded from
. the analysis.

- OR = the odds of a psychiatrist identifying the method for
treatment relative to the odds of the patjient
identifying the item. An odds ratio exceeding\ 1.8
corresponds to a z2-value with a negative sign. }

'n< #5
*4p<. 01
teep<.081 -
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va:igbles were as follows: (a) sex differences, °

(b)'language~at birth (non-Sngliéh versus English), and

(c) pgychiatrist status (resident versus psychiatrist).
See Table 7 for a classification of tﬁese variables. The
. dependent variable was the summary odds raﬁio'defined"
previously. Given that thesé odds ratios were no€
_normally distributed, they were transformed to the
logarithmic scale (Snedecor & Cochran, 1988, p. 296).

Furthermore, a weighted analysis. was used to take into
account the variable number of patients per psychiat:si.
Given the t-values reported in Tables 11, 12,. and 13, the

results indicated that none of the psychiatrist variables

R was able to consistently explain variation in the summary
~— odds ratio. . N
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5.2 WM:

To what extent do variables related to the patient,
variables related to the psychiatrist, and variables
related to both the patient and psychiatrist, explain
disagreements? - .

The patient variables were as follows:

(a) sex

(b) age -

(c) educational level

(d) employment status

(e) psychiatric diagnosis

(£) involuntary status - ’ e

-

The psychiatrist vatiables were as follows:- .

N s .la) language at birth o

. (b) psychiatrist versus. resident status
(c) clini o:ientation

" The variables related to both the patient and peychiatrist
'were as fo];.lows-

' ‘ (a) sex differences .
(b) at least a 28-year age disparity
(c) p.ychia:r:l.:t having had previous contact with ‘
pat ent *

Disagreements between the patient and psychiatrist were |

« 7 determined for: -

-

(a) p:oblus

é) goall
) -cthodn for treatment

of the touow:lng natutc: . : — SN

[

. !i) cnvitomental
'_(.‘!1) Plychon:g:l:ell * .

_ 'l;ﬁ'e relationship between patient variables;
psychiatri:t variablol; variables related to both the

. . \ ’
¢ patiant and plychiatrict; and disagreement status vag

. .
- . e . )
-

~— " - R ) -




‘analyzed using ‘the chi-square test for independénce
(Colton, 1974, p:. 174). Tables 4, 7, and 9 provide a
detailed classification of thesehvariables. Section 3;§(1)
describes the .definition of disagreement statu;.

According to this definition, 16.3% of patients were

classified as disagreers on problems, 17.8% on goals, and -

16.4% on methods for treatment.

‘ The relationgglp betweeq patient variables;
psychiatrist variables; va}giables related to both the
patient Pnd psychiatrist; and disagreemené statys, are
" reported in Tables 14 to 25, Specifically, the variables
which showed some association w&th disagreement gtatus

were as follows: First, the patient with an educational

level of less than Grade 12 was associated with

disagreeménts on methods for treatment (Tables 23 and 24).
Second, the patient being empl-oyéd was associated with
disagreements on problems (Tables 14 and 16) and on goals
(Table 289). Third, the patient being detained
inveoluntarily was found to be a.ssoc:l@ted with

dis’aéreenents on problems (Tables 14, 15, and 16), goals

(Tables 18, 19, and 20), and methods for treatment (Tables

.22, 23, and 24). Pourth, the psychiatrist being not of the

English language at birth was -associated with

»\diugreaent; on methods for treatment (Table 2‘)). Pifth,
the physician being a resident versus psychiatrist was

associated vith d{ sagreements on problems (Tables 15 and

&3 .




16) and methods for treatment (Tablel22). The

sta;istically‘significant\findihgs reported above are

sun;arized in Table 17 for problems, Table 21 for goals,
and T;ble 25 for methods of treatment.

While involuntary status was found to be associated
with disagreements oniproblems, goals, and methods for
t:e;tment, thi's relationship must be reported with

_reservation. It gould not be established whether
involuntary status preceded or followed the identification
of disagreements. For e?ample, involuntary detention at

——

admission may have lead to the patient disagreeing with

‘4

this decision, resulting 1n‘é%?sequent disagreements’on
problems, goals, and methods for treatment. However,
during the patient's admission, disdgreeaents may have
been ;pparenﬁ to the psychiatrist (e.g., because of the
patient's lack of ;nsiéht about problems and resistance
towards treatment). ’The psychiatrist's recognition of
these disagreements coulé have lead to the patien£ being
involuntarily detained. Therefore, in view of thié

dit{}cu;ty in ascertaing whether'involuntary status
- -«

preceded or was a conseguence of disag:eenenfs, this

-vériiblc<was not 1né1udeé in the analysis of disagreement
outcomes (1;0.. for Research Question #3).

. Examination of the percentage. of patients who
disagreed tas given in the second colump of Tables 14 to

3 16, Tables 18 to 28, and Tables 22 to 24) revealed that




with the exception of involuntary status, there were very
< :

few reESEidnships of substantive significance between the

variables listed and disagreement status. It should also

b . ) N
be remembered that, given the large number of significance

tests performed, some of the signi{icant‘results reported
in these tables might well be due to chance. Given this,
further analysis was not undertaken to examine the extent

to which these variables explained disagreement status.

-




(0=135 patiemtal .

Variable a [ p-vValue
) Disagreers
Patient sei:
nsle €9 38.2% .70
female 66 41.4%
Patient age: i
over 30 years . 83 35.7% .74
38 years or leas s2 48.3%
EBducational level: e
less than grade 12 89 48 .3% .72
grade 12 or more 46 38.6%
Eaployment status:
not employed . 97 33.38 LBLee
employed 3 56.8%
Y
- Paychiatric diagnosis: [/
dc:umd. 1ax\u.c. or nheurotic 63 41.2% .75
schisophrenic 72 38.60
Involuntary at admission: K
" no . 56 28.64 .82
yeos 79~ 48.1%
Psychiatrist language at birth:
English = . . 62 4.8 .81
‘noh—-B0gl i sh ' 73 . n
, Plycbz:tilt vecrsus reaident: -
pey&hiatrist ' 112 4.8 .31
tesident - | 23 30.45
Paychiatzist clinical corientation: *
pzmc ot biological 34 s.a8 | .ss
e .oeuc i 3740
Sex differences betwemnn
patientoand pesychiagrist:
. patient male, peychiatrist female | 24 [ ' 3s.48 .74
petient female, chiatrist male 37 {° 8. N
patient male, atrist mare 443 42.2%
patient femfle, poychiatrist female] 29 44.00
Age didparity of st lesst 29 years
betveen patient and pesychiatrist:
a8 years or moca s 41 .2%. -89
*less than if years 198 3s. & .
Previons contact between patient
and peychiatrist: ,Z
no - 1l n is.n .75
yes ss 4.8 )

“5<.53, g0

A e —— e e —— e e ————— e e

[




(n=13S patients)

Vvariable - L} p-Value
Disagreers
Patient sex: .
male K 69 17.48 .34
female 66 24. 20
Patient age:
over 38 years 83 26.7% .55
38 years or less 52 |  29.MM
Educational level:
less than grade 12 89 21.3% .81
grade 12 or morce 46 19.6%
Employment status: — .
pot employed Ceee—— — L 87 - 75} A -
employed . . as 8.9
Psychiatric dilqnolin
deptessed, manic, or ncuxctL - 63 16.9% .29
schizophrenic 12 4.
Involuntary at admiss - [
no 56 7.18 A8lver |
yes ) 79 . 3.4
Psychiatrist language at birth: .
English 62 22.6% <63
non-English 73 19.2%
Psychiatzist versus resident:
peychiatrist 112 . 24.18 43
cesident . 23 4.0 -
Psycbiatriat clinical orientation:
peychodynsmic or biclogical 34 14,8 |32
eqtic i, 22,8
8ex differences between
patient and pqchn:rue:
patient male, psychiatsist z-no ) 24 12.5% .38 N
patient female, ehiatrist male 37 29. N8
pastient male, psychiatrist male 45 20.8%
patieht female, peychiatrist female| 29 7.0
Age disgparity of at least 2§ years
betwetn patient and peychiatrist: 2 *
1B years of more : 3s 22.9 .72
less than 26 years {100 20.90%
Previous ocontict between patient
and payehiatrist:
no , rai 16.9% .20
yes ' ss 25.9 .

*p<. 05, *op<. 0l -
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Table 16 .
The Rslationship Between Patient Variablea: Psychiatcist
(n~135 patients) v -
Variable : . n Y p-value
Disagreers
Patient sex: . . '
nale : ' 69 13.0% .39
female J 66 19.7%
. Patient age: - .
over 38 years . 83 |. 20028 | .68 .
. ° 3 years or less . LY 15.8% :
zducatimi level:
o]
~ less dnn grade 12 89 15.7% .80
. : grade 12 or wmore 46 17.4%
Eaployment ;tatut: . 4
. )
not employed 97 12.48 .85
eaployed . -~ 38 26.3%
e P-ychhtuc diagnosis: N .
) deprassed, manic, ot neurotic 63 13.8% .46 )
schizophrenic ) 72 18.68
. T Involuntary at admission: [
no ’ 56 5.4 e
. ' yes : 79 24.28
. Peychiatrist language at birth: LD
English ‘ [ 62 19.48 | _.38
. . non-English - . 73 .13 . ~
- Pgychiatrist versus resident: I - . s
psychiatzist . 112 19.68° 82 ‘
X tesident 23 8.0 )
Psychiatrist clinical orientation: B ' —1 .
- p:!chodymic or biological kT 11.8% .41 .
ectic 101 L 17.8% P & .
. Sex differences between °+ N : ‘
’ .patient and peychiatriat: N . .
patisnt male, psychiatrist fessle | 24 o 12,54 1 .22 ) -
patient female,’ chiatcist male 37| 27.m» .o, : .
, . .patient male, psychiatrist male - 48 13.3% .
. . patient female, pqcuatult female] 29.] . 19,38 . ) ‘
o, ' Age dispacity of at hnt 20 years - -
. between patisnt and mcahtuct: - <
20 yeacs or more , as 20.00 49 ]
, less than 26 yeacra . . (190 ]. 15.8%
Previcus oontact batween p-tuut -1 .
apd psychiatristy . <y
. 0 . CoL n 13.0 .23
o [ S8 0. . .
e o .

BL85, Tpcn . : —
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Psycholggical, and All Problems (n=135 patients)

o

Variable n % Disagreers on prleems _
| 1IN Environmental | Psychological ‘A1l
Employment
status: /
not employed 97 33.3% - 12.4%
employed 38 56 .8% 26.3%
. p=.01. p=.85

Involuntary
at admission:

28.6%

no 56 7.1% 5. 4%
yes 79 48.1% 38.4% 24.1%
p=~.82 p=.001 p=.984
Psychiatrist -
versus .
:esidentﬂ' . ) . -
peychiatrist @112 ) 24.1% o 19.6%
resident 23 4.3% 9.0




' . 4 (n=13% patients) . - . .-
. - -
. - Yatiable o o [ p-Value
. .. ' Disagreers
AY . Patient gex: ’ * - -
Y L Y male 69:1 " 27.5s .1s
. % temale . N 66 3g.4s
) . Patient age: . . ’
- |, over 38 years . 83 26.7% 156
- ' 3¢ yelrs or 2.:‘ 52 34.24 .
* - *—_
o tducal Tevel: :
{ moy . ]
. . - .| 1ess than grade 12 - 89 33.14 99
.. gtade 12 or more 46 3.6 -
R . - d hJ = —
. ployment status:
| . not employed *97 § - 38.9 .34
¢ . . employed - 38 39.5%
" ) Psychiattic dugaou.l:ﬁ J ‘ .
o . ‘|.. depresses, mhnic, ot n.u:ouc -+ 63 8.0 2
.o : selu;ophnaic' . 72 27.18 .
' ' lnvo.l.m-xtu:yl at admission; . , * Rk
) vt me T ) | ss] 2. | ees
. e P ; Jos . v ‘19 4.5 ..
. ’ . Paychiatrist Ingngo at bigth:
e English : 62| Q4% | ‘s
R N mn—“al’..h . - 73 . "
- ! - . .
<. * mcun:ue versus lu!.dauta
N > d . psychiatrist 112 33.n .75
- * - - - sepident - - R 23 35. 8
o " | veyeniatiiet clinical orientation?
. - .. .
. S ndac_o: bzoxogxcn . ‘34 35.3s Js
v fLT b sy Cjm | R
SR v, h:idlghunon ‘batween <
. - ‘.. . ‘.:'pq en qd peychiatrist: . . .
T JE ] _ patient male, peychiatrist female | 24 2.8 | .51
. " Lt g.ll !.ah.~ chiatfist male 37, ). 40.5% .
o v " . ! teist male- 45 | 28.9%
> oo . pu.une z.u-. ReYchiatrist u-u.i 29 7. N *
R . . o .
é K "" <L "i; umnq of at 1east 20 years .
4 b - | batween uum and munnts ’ ' -
.\, » . J »
. . e 1o - a8 ynu ot pore y 38 34.3% .89
St St Aess then 26 years Tt |as 33.0
M L | M T . |
. . - . Wﬂ&lﬁﬂhﬁm”um e
R T mmn, - ) )
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Paychiatrist: and Disagrzemsnts on Psychological Goals

(=135 patients) . . ’ CL s

Vaciable o A} p-Value
Disagreecs

Patient sex: -
male * | es 23.24 K.}
female - : P 66 21.2%

g_.'cun; age:
over 38 years . g3 33.3¢° .27
3¢ years or less . 52 20.8%

Educatiomal- level:?

Iess than grade 12 89 22.5% .92
grade 12 or more 46 21.7% o
Employment status: - . .
1 .not employed 97 18.6% .10

eaployed 38 1.6

Psychiatric diagnosis: ‘
depressed, manic, or nqurotic - 63 21.5% .85
schizophrenic . . 72 ) 22.5%

- - *

Involuntary at admission: |
no . . . i 56 12.5% 920
yes ; 79 29.1s ’

A LY
Peychiatzist language at birth:
nﬁa'-i.-- .- 62 22.60 92
. N
pob~English - -—....*g:l 21.5%
——
chuatrtst versus tesident:
peychiatrist o 112 23.2¢ .54
resident - j 23 17.48 .
peychodynamic ocr biolagical 32 17.6% .46
eclectic in 23 .8

Sex differences batween

patient and peythiatrist:
patient male, peychiatrist female | 24 | 20.8% .98
patieant female, chlatrist male ky 1.6 .
patient male, paychiatrist male 45 24.48
petient female} peychiatrist female| 29 2.7 ©

Age disparity of at least 28 years

betwvesn patient and psychiatristg .

.I° 20 years oz more <} 35 28.6% 2%
less than 2§ years g . 108 10.00 4

Previous cogtact betwesn patient . &

and peychiatrist:

. RO ’ - 1?7 6.0 .23
yss : S8 | * 17.2% A
"‘c" * . ‘ ‘j

- - “\ \

- .
. . - A ' ' [ ] \
L ]

[y N " A
: A )

. . L - ) . * Y
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3
(n=135 patients)
Vaciable - n L} pValue
Disagreers
Patient psex:
male ) §9 18.8% .74
fenale 66 | 16,7 ,
Patient age:
over 38 years 83 .26.7% .34
30 years or less $2 16. 78
Educational level: P
less than grade 12 ’ 8 16.9% .70
grade 12 ot more 46 19.6%
Enployment status: v N
not employed ; 97 |° 13.4% 930
eaployed . is 28.9%
chhutue diagnosis: -
dc cmd. manic, ot neurctic 63 18.5% -84
ophrenic 72 17.18
%
Involuntacry at admission:
. [
no . 56 7.1% A7
yes 79 2S.n
Puychiatrist language at bicth: r
Erglish - €62 17.7% .99
non-Endlish 73 17.8¢
nycuu:ut vessus 'udn:: *
nduauut. 1132 18.8% .51
resident | 23 - - - - -
meunu-t cuucn orientation:
pacbodyn-xc or biclogical kY] 14,78 .59
. eclectic 181 18.8% :
Sex differences between 7
. mtion: and psychiatrist: : -
p.uou male, puychiatrist female 24 16.7% .97
patient fumale, chiatcist male » 16.2v .
patient male, peychiatsist male 48 28.0¢
4« patient female, paychiatrist'female] 29 7.as. |
L
¢ | Age Sispacity of at lwast 28 years
batveen patient and peychiatzist:
- . .
’ 29 yeazrs or noze y 38 2.9 .38
less than 26 yeers . Jaee [T 2608 .
nam ot hma patient
‘and 1“. ,' -
"m0 * , 1 19.5% s
yes L 15.5¢

72 .




Paychological.: and All Goals (n=135 patients)

% Disagreers on goals

Variable n
- _ ) Environmental | Psychological All™ -
Empl oyment -
status:
not employed 97 13.4% -
employed 38 28.9%
. D=.01]
Involuntary
at admission: ' D o
no 56 21.4% 12.5% 7.1%
yes - 79 41.8% 29.1% 25.3%
“pe.Bl p=.02 p=.087
™ [ 4
; p
-~ -




. (am13S patiests)

L )

e N8

.v-:u'u. n p~Value
R ' . | Pisagreers .
Patient pex: .
male 13 45.6% | .26
female . - 1 3¢.9¢ ]
’lttlnt aq‘ 1 | M
ovar 30 yesrs 83 |- 28.6% .32
Jl years or-leds S2 (" 42.48
' Bduat;om level: . .. .
. e _
less than' grade 12 89 4.8 6
grade ‘12 'o? mote 46 iﬂ,l\ "‘2
Eaploymant status: . AR T
aot employed 97 3g.5¢ | .36
plqnd o (1) 4728 .
'3 - \
mcuauac diagnosis: v Lt
: do essed, manic, ot ncueuc 63 47.68 R
s enic 5 72 4.8
Tavoluntary at admission: -
no A 86 3s.18 .87
yeos - . 79 47.48
Paychiatrist lanquage at birth:
Bnglish . 62 18 .08 N[ add
non-Bnglish . 73 se.28 L. .
&
nycu-uu: vecscs resident; ’
peychiatcist 112 4s.9% | .elee
resident . 23 17.4%
niauauu: clipical orientation: r
ehody;-tc of biological 3 Jo.n .15
mm&: - o nl 44.4% .
Sox differences betveen -
patient and paychiatrist: -
. 1Y L -
patiant male, psychiattist female 24 37.5¢ '] .39
patient female, chiatcist male i 48.5% .
patient slle, nﬂt male 45 $s.0% .
patisat female, ncuatrtu female] 29 9.6 1' .
“Rie dlaperity of st least ii K
.| between pum and psychiatr nn ! .
20 years ot 38 sg.0e | .21
less :hu as mu . ise 37,8y
!uu ‘tqaa between pum —1
anéd Scﬂltdlh I
o n 3.2 .68
yos S. . &3,
m(.f éo-mif . m— -
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Table 23

Wmum
¥arisblia: Variablaes Belated to Both the Fatient and
.

(a=13S patients) .

.

Varciable a ‘8 p-Value
Didagreers
Patient sex: = ! *
- male - 69 11.6% .63
fanale 66 9.1s .
Patient age:
ovee 30 years 83 6.7% .62
36 years or lass ‘52 19.8¢
Educational level: ) T
less than grade 12 ) 89 14.68 .32
grade 12 or more . 46 2.2h
Daployment status: - :
not employed 97 "$.30 .5
employed 38 13.2%
Psychiatric diagnosis: *
deptessed, manic, or neurotic 63 9.2¢% ~ .68
schizaplirenic 72 11.4%
Involuntary at admissions
o . 56 1.8% 064
yes ' . 79 16 .54
Psychiatszist language at birth;
English ) s .42
non-Bnglish ' 72 12.n
Psychistrist versus cesident: ]
péychiatsist 112 12.58 - | .87
resident . . 23 . .
Paychistrist clinical origptations
9:!cgodyn-.tc or biological 34 8.68% .73
eclectic . 100 | 18
Sax differences between -
patient and peychiatrist: -
patieat male, psychiatrist' female 24 8.3y .86
patient female, chiatzist male 37 0.18
patisnt sale, peychiatrist male 45 13,3
patient flmale, psychiatrist female| 29 A8
Age dlsparity of at least 2F years -
betvesn patient ahd peychiatrist: . )
as ot mote . s 14.3% 37
lene as 1730 . 199 .

T

" Frevione co

between
| dad paychiatrist: K
L. Ve

99

75
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PR

g-Value
Disagreaers
&9 11.6% .63
Ct\ 9.18
83 .78 .62
30 years or less 52 18.8% \
uucauomi level:
less thas {rade 12 89 14.6% .02
gzade 12 of more 46 2.2%
Eaployment tust
not employ 97 9.2 .51
esployed 3 3.
Psychiatric Plagnosis:
depressed,] manic, or neurotic 63 9.2% .68
schizophrenic 72 11.4%
Inavoluntary at -admission: ,
no 36 1.8% B85
yes LA . 79 16.3%
Pay tzist Janguage at bizth: v
isd . 62 s.1% 42
4 Baglish - 73 12.3%
e’:ut:ht versus r_nl.tdonta —
psychiatrist i 112 12.5¢ .07
—sasident .~ - -
Psychiatrist -clinical orientation: il
chodyndmic or biological 34 8.8% .73
moctul bY )} 16.9
Sex differences bitween
patient and Rycultruh
pati sale, psychiatcist female 24 8.3 .86
pati female, hiatrist male 3?7 8.1% o
patient aale, teist male 43 13.3%
- patient famale, peychiatrist female| 29 19.2%
M dispazity of at least 20 years
between patient and peychiatrist:
- 28 s OC moze ) 3 14.3% .37
: 1& a0 years > 108 .08
"Frevioes contact between patient
and peychiatrist: .
o , 7| 1.4 99
yos . L . se\ 19.3%
TR, SR *
’ ’
. " - - *
w -

76




Psychological, sind All Methods for Treatment (n=135 patients)

Variable

'Y

% Disagreers on-goals

anitonmentai

Psychological

All

&
Educaticnal -
level: .

-less than
Grade 12

e ——

Grade 12
. Or more

8%

46

e

14.6%

2.2%
" p=.82

=

14.6‘ .

2.2%

pw.02

Involuntary

‘at ‘Admission: | |

no
yes

-

56
79

1.8%
16.5%

© p=.086 ~

1.8%
16.5%

p=.086

Psychiatrist
language at
birth: : ’

English
non-English

\Y

62

73

15.8%
54.2%

p=.081

Psychiatrist

versus
telident;

psychiatrist -
resident

'112
23
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_)s.3 Data Analysis for Research Ouestion #3: | ‘
To what extent do variables related to the patient and
disagreements between a patient and peychiatrist explain

tient discharge against -edical advice (AMA) or absent
vithout leave (ANOL)?

The patient variables are as follows:
(a) sex '
(b) age i
(c) educational level ~

(d) employment status ’
(e) psychiatric diagnosis .

Disagtee-ents betveen a patient and psychiatrist were
determined for:

(a) prohlels . |

(b) goals
(c) methods for treatment

The 'chi-squa;:e test for independence (Colton, 1974,
p. 174) was used to deteminé if either patient variables
or A‘disa\'greement status was associated with discharge
AHA/’OL. Table 4 describes the classification of patient
variables. This table also provides the classification of
AMA/AWOL a_tatus. Rgaearch Question 12,- gsection 3.3(1)

gives the classification of disagreement. status.

The results in Table 26 indicate that, with the

exceptio'n of sex, nohe of tixe patient variables 1nc1ud'ing‘

ge, educational level, enployncnt status, and diagnosis,
vere ugniﬂcantly related to m/awo:. status, - aowevet.
in contrast to thele ﬂndingl, thc- results in Table 27

ptovido -evidence -that diugre-ont .status was auociated

.'.

718

with MIA/MIOL ltatus (p < .85). 1n particular, .tho‘




Patient _ I n S p-value
vAriable . | AMA/AWOL
|
) | |
Sex:
" male 69 39.1%. .04*
female 66 22.7% '
Age: . y . T
" more than 38 years' | 83 26.5% .14
30 year® or less | 52 38.5%
* — Fé
Education:
Grade 12 or.more - 46 26.1%° .36
less thap Grade 12 89 33.7% '
Employment : .
 employed 38 31.6% .94
not employed 97 38.9%
- - . J
-Diagnosis: ‘
depressed, manic, T =
or neurotic ~ “63 . 33.3% .60
schizophrenic 72 29.2%

cm

4D< @5




: - o T
(n=135 patients) “ N 'f\f .
1 Disagreement o s p-value | . °
status AMA/AWOL )
Environmental problems: : o ;
agreers 80 26 .3% .18
disagreers 53 39.6%
Psychological problems: ) BE
agreers . 197 25.2% LB04*%*
disagreers 28 53.6% | -
, . K
‘All problems: T
agreers ) [ 113 26.5% JBYI**
disagreers 22 54.5% ' - .
Environmental goals:' .
agreers 98 25.6% B5*
disagreers . 45 | 42.2%
" “Psychological goals: . ‘
agreers . ) 185 | 23.8% B01E%x* .
disagreers 30 56.7% . 3
All goals: ‘ I -
. agreers . 111 24.3% LBPG2% %%
A disagreers 24 62.4% )
Envionmental methods: ’ .
. agreers 4 78 21.8% N1 D Rl
¢« disagreers 54 42 .6%
: Psychological methods: ‘ s . —_— .;
> . . &greers : 1121 27 .3% «BP5%* .
disagreers 14 64.3%
K1l methods: , T
agreers 121 27 .3% BPSn*
digagreers - 14 64.3% :
*p<.#5 A
*4p<.01 » ,
**.n< 0"1 ' \ i \ - s
‘ ’

[
- - -
.
Ldod ’ -
. . G
: .
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AMA/AWOL rate was consistently higher among disagreers

than among agreers.

\

A multlple log1st1c regression (Aldrich & Nelson,
1984) was‘ conducted to determine éhe extent to which
disagreement status was associated with: AMA/AWOL status
after controlling for selected patient variables. These

variables, with the exception of involuntary status, were

the same as the patient variables used to address Research ~

Question #2 (i.e., patient sex, age, educational level,’

Y
employment status, and psychiatric diagnosis). =~ The

dependent variable was AMA/AWOL . statusy A separate |
'regression was ¢onducted for problems, goals, and methods

. for treatment. The results in ?ables 28, 29,‘and 380 show

that d®sagreement status on problems, goals, and methods
for treatment were significantly related to AMA/AWOL
stgtus (p < .05). The adjusted relative odds for
disagreement status in these analyeisrwe{e each above
five. Ehis tndicated a very sdbstantial relationship
between disagreement status and the OUtcoma AHA/AWOL.

To further investigate the relationship between

disagreement g8 and AMA/AWOL status,»the apalyses wege )
‘exterded to explore _the modifyinﬁ"effect of patient

varlabiles in this relationshtp. ﬂhus, the following

1nteraction terms were added to the three logistic

.regressions (i.e., for problems, goals, and mcthodaLL

aex x disagreement status, age x disagreement status,

81 .




(D=135 patients)

Variable

Coeff

S.E

t~-value

Adjusted
re}ative
odds

p-Value

Confidence
interval
.(95%)

Lower | Upper

—

Sex

47

.22

2.11%*

2.54

B4*

1.87 6.26

Age

-029

.21

"1 04;2

«56

.16

25 1.25

3.36]

.33

Diagnosis | .28 |.21 | .99 | 1.58 .32 _67

[Education | .27 |.22 | 1.28 | 1.71 .23 =72 |:4.08
Empld}ment . L " T
status 25| 1.3¢ |1.98 .18 " 73 | 5.17

Problem
Disagreer

.86

.27

3.2]1%*

5.56

1.96 | 16.67

*p< .85
*x4p< 301




(n=135 patients)

N um

Variable Coeff Adjusted Confidence

L] . relative interval
- . odds , (95%) .
Lower

LY

i YY) 1.85 3.29 95
_'Age -.28 -1033 .57‘ 018 025

bDiagnosis , 59 1.28 .56 .56
Education 1.12 1.67  1.26 .68

Employment | .. '~ .. .
Status ’ .t ] 1037 2.04 017

[Goal - : .
disagreer 3.93%*% 8.6 |.0001w**
. N s

v

a2

¥

*aap< 001
»
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Variable } Coeff|S.E| t-Value| Adjusted| p-Value| Confidence
{ relative |}°* interval °
- odds : (958)
Lower | Upper
. SQX( -31 .21 1.45 1Q86 .15 -80 4.33
~. lage -.33 |.21| -1.61 .51 11 . .23 1.15
: -
y Diagnosis | .14.|.20 .71 1.34 .48 1 .68 | 2.96
Education | .18 |.22 |.—.47 | 1.23 .64 52 | 2.92
’ ) -
Bnployment|. .
9 Btatus .25 .24 .83 . 1.48 04.1 ’ 059 ) 3.76
Treatment
method- T ,
ldisagreef‘tA.99 31| 2.83**] 6.10 .805** 11,75 | 28.00
- **p< .01

*eapC 001 -
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' education x disagreement7;%;:;s. empl oyment x éisagreement
status, and diagnosis x disagreEyent status. .

| VY As shown in Tables _31; 32, and 33, the most striking
aspect of these results was that the-interaction/;f éex

with disagreemeﬁf,status was statistically signifﬁéant'for
problems (Table 31) and methwds of treatment (Table 33;.

The positive ‘'sign for this coefficient #of these two
analysis 1ndica§eq that the rel;tionship between
disagreements and AMA/AWOL status was significantly
greater for male patients than fﬁr female patients. A
second result of interest’ was the statis;icalIy
significant interaction of employment with disagréement
atg}us for metths of treatment (Table 33). The positive

" sign. for this coefficient indicates that the relatiomship
between diéagreements'and AMA/AWOL statys was
significantly dgreater for employed patients than for

. ‘unempl oyed patients.

-




AMA/ANCL, Status (n=135 patients) L

Variable Coeff _ S.E. £-Value p-Value
J sex . .25 | - .23 | 1.e8 .28
L 4 - ~
Age .—'018 022 i - -82 . .‘1 i
H ! J
\ ) Education .24 .24 l .97 .33 ;
» 4 : : N
/;Employmeng .36 .29 | 1.26 | 21
Diagnosis 18 1 .22 .82 .4l i
Problem -9.68 i 92 -9, JT7x%* N1 DA
disagreer ‘ : S
Problem 8.35 .82 18.29**; JAGLERR
disagreer .
X .sex )
) \
Problem -4.73 14.59 - .32 .75
disagrieer ¢ . s
X age -
Problem .53 .95 56 . .58
disagreer
x education e
Problem %E .45 .81 .55 .59
disagreer -
x diagnosis

Note.

Note.

sex indicated that the relation

Problem disagreer x employment ttatus not tnta:ed,
did not pass tolerance tesat: (i.e.,

explained insufficient
variation in the dependent variable to enter anlaylis).

The positive coefficient for problem dilagroor x
ship betwegn disagreement

and AMA/AWOL status was significantly grdator fet nalo

patients than for female putientqp

s*epC. 901




 AMOL_Status (p=135 patients]

Variable Coeff S.E. | £t-value |[p-vValue
.. i ) R

| Sex .18 24 .73 47

“Age = .15 .23 =66 | . .51

| Education .24 .25 . 96 .34

{ : .

[Employment .41 .31 1.31 .19
Diagnosis 7 .08 4i23 .36 .51
Goal . -9 .27 :20 026 - 046 065
disagreer: .
Goal - ' 8.55 20.26 .42 .67
disagreer - .

| x sex : - )
Goal \7[ =4.57 26,27 -.23 .82
disagreer } : -

x age

. R
Goal 051 '9‘ 054 - -59
disagreer . T

x education

disagreer .
x diagnosis

.82

Ve

.51

Goal 7.69 28.27 .38 .70
disagreer , A

x employment

Goal <42

, «81

hd . R




- Hﬂ.ts The pos:ltive coefficient for method aingreer x sex

-

Terms. on AMA/ANCOL Status (n=135 patients)

Variable - Coeff S.E. Lt-Value p-Value i
Sex .23 23 | - 1.86 .32

Age = .29 21 -1.35 - 18

Education .13 22 | .59 .55

Employment 84 .25 —T1s .| -.es . | ‘¢

4 . h
Diagnosis. -} .12 22 . .56 _ .57 -
Method -6.88 Y92 | <6.63%%% | < .gB1lew+
disagreer - S .
- . ) -

Method .. | 5.1 | .8@ 6.23%k%| <7 BBLANr §
disagreer i - > - - |
X sex v ' . . . .

Method | 5.45 - | .74 7.34%%% [ < .BE1***
disagreer ‘ : v P S

x employment | - . l . . ’
| Method 75 .88 .85 .39
dig&;gregri - 1. . .

x diagnosis L ) ‘ )

- & T

Note. Method disagreer x age and method disagreer x
educational level not entered, did not pass tolerance test’
(i.e., explained insuffic ent vaziat:lon in the dependent
variable tc enter analysis

indicated that the relationship between disagreement and
AMA/ANOL[ntatus was significantly greate: for males
patients than for female patients. . .

Bote. The posttive coefficient for method diuguer &
employment indicated that the r¥lationalip between
disagresment and AMA/ANOL status vas significalitly greater

- for uployed patients than for nnuploy’d pat:lontl. : _ - .

'*'n(.ill SR , ’




6.1 Study Findings and Implications

Few investigators examined'the'ihportant igeue of
'disagreementd between patiencs and clinicians -beyond.
\acknowledging that di;a;;eeﬁents-do exist./ This
investigation identified disagreements between paﬁients

‘and psychiatrists shortli.after-tae'patient's admission.
. Disagreepenta were identifiednfo: problems, goals, and
methods of treatment. Their nature (environmental or .
psychological) and type (wh%tbés the psychiatrist
identified an item wheg*the patient did not, er vice
versa),. was clarified. Ihe re!ationship'between
cha;acteristics*of the patient, cyaracteristics of the
 psychiatrist, and dicagreeme?téﬁvwae‘alao examined.
Einally.‘;he conseQuences of:disagteements .were observed
during ‘\th\e first. six weeks of the patient‘s-‘
hosyitalization. L. o d ' |

The next section summarizee the findings. of the study -
and the relaticnahip of thes:‘findings to'thoee of
previoua inveatigators. ‘This is followed by a discueahon'
.of the inplications of theee findings for tpeory,

: p:actice, and future reseatch. - .. . .




i . to Tl £ p ic 1 t1cat o
This ;eseatch wes-conducted‘with‘patients‘and:
attendin§ psychiatrists at two provincial psychiatric o
hospitalf.'The findings presented can only be'generahised
to patients treated‘within an institutional setting and
ith a diagnosis of depression, mania, neurosis, or
schizophrenia.. The sample size of 133 patients was
cOnsiderably larger than those reported by previous )
investigators, Only five patients refused to participate,
, ; hone of.the psychiatxists refpsed.
Wheéne:'psychistrists identified an item when their
patients did noty or vice versa, was examined in only one
‘previous study (Skodol et al., 1980). fThese
. investigators, using a teratively smsli fumber of
patiegts, examined the type of ‘dbsagreement between
3 - pati;ats and. clinicians for methods of treatnent. The -
; - investigators found thet of 14 dLsagreenents beywttn‘f(/’
patients and clinicians on nethods for: treatnent, 11 (79!)
| vexe of the type wheneby clinicikns identified the item
when their patitnts did not.

»

o T This researeh teparts findingl liﬂillt t° ) the study

by skodol et sl.- -(19'8!).- In tho preslnt study,

. «
" — _ disagreenents cn prdblens, goall, and nothods to:

-~

troatuent wete oonsistontly of the typse uhortby B

-

' psyc’hidtti-ts identi‘fiod itens. vJun their putients did
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not. Purther, the odds of psychiatrists identifying an

item were twice as great as the odfs of patients

identifying the item. Some examples of disagreements on °

problens, goals, and methods for tteatment, will be

presented in the next section.
During the patient's admission to hospital, the
patient is esséasea by the attending ésychiatrist for

problais. Information is obtained through patient self-

report, from clinical consultations, medical records, and "

. significant others. Sqmefexamples 6f patient problems

were as follows:

-
—

Enviropmental Problem #4: The patient not being able to
manage daily living routines hgn out of hospital.

‘The chance that a psychiatrist would identify this
problem as relevant was three and a half times
greater than the chance that the‘patient would
identify it ag relevant. .

©

2sthnlnﬂlsnl.nxnblﬂn;izl: The patient not being able to
control hearing/seeing things that others do not.

The chance that a psychiatrist would identify this
problem as relevant was three times greater than the
chance that the patient would identify it as relevant.

-

Once the patient is assessed for problems. goals for

. treetnent are established. Goals provide diredtion for
. the overall treatnent of the. patient. bieaéreeuents'dn

these. goale may mean that the patient and psychiatrist

ditter in their perceptions about the ‘purpose . of,

.
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. Lo E hospitalization. Some examples of disagreemants on goals
were as follows:-

?

‘Environmental Goal #28; " To have establ ished mental heal th
follow-up after discharge.

The chance that a psychiatrist would identify this
goal for treatment as relevant was 13 times greater
.than the chance that the patd.ent would identify it as
‘relevant.

4

_Psychological Goal #4l: To have the patient. no longer be
at risk for hdrming self/others.

The chance that a psychiatrist would identify this
goal-for treatment as relevant was four and a half
. ’ . . ti "grester than the chance that the patient -would
- B ! identify it as relevant.

»
AY

{ . .
\\’f After identifying problems and goals for treatment,

\

the psychiatrisd prese€ribes specific methods for
SN treatment. If the psychjiatrist identifies a method for
. . ! e i

treatﬁént to be helpful whan‘the patient does not, the
&

*patient may express this disagreement by not complying
-with the treatment preacribed by the phyaician. In fact,
it was found in this study that when disagteementsﬁ
occurred, patients'eventually ﬁera noge'likeyi to

terminate their hospitalization. Examples of
.o \ . . . . «
disagreements on methods for treatment wete.as follows:

- \ , . ) \ hd _‘
. Enviignmental Treatment Methgd $49: To have the' patient
be.able to 1ive with and- ta].k to other patients,

The chance that ’plychlatrllt would identify this
method for treatment as relevant was two and a half

| - ., times greater than the chance that the patbent vould
» o o 1dent1ty it as relevant.- , D
. . . ‘e . e
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logical Treatment Method #56t To have the patient
take medications for illness related to mental health.

The chance that a psychiatrist would identify thig
method for treatment as relevant was almost four
times greater than the chance that the patient would .
identify it as relevant. . _ :

- >

Some investigators ‘suggested that disagréementg ténd

to vbe of the type whereby psychiatrists identify problems

and goals of a psychological nature, whi]:e patients focus

on conditions in théir environment. _Similarly,

investigators speculated that psyéhiatrists 'id_g,ntify

methods for treatment to deal with psychoj.dgical' problems

and goa1-5, whereas g;at.ien-ts preferstreatments related to

environmeﬁta-l concerns. In contfast, the findings of

this research di'd_jnot sdppbrt_ these speculations.

Regardless“'of whether a p;oblem, goal, or method for

¢‘treatment wﬁs' of an environmental or psychological nature,

di.sagreements occurtéd because psy‘ghiatrists identified
the item vhen their patients did not.

The present study also examined patient variables

contributing to disa.greement‘s. These variables included
~sex, age, educational level, employment status, diagnosis,
X . and involuntary status. The f.indings fatled to confirm
o the speculation th;t patient_s who are —!.n _disagreeineﬁf with
_psychiatrists tend. more frequently to be mal-er younger, |

and. diagrnosed aa'séhi._zophrenic. Patients who w'er\e in

.diuguoment with. their ‘ﬁqychiatgiqt on methods \\.,‘f,pr

_. treatment tended to be less wel 1-edicated than patients

Al




not in disagreement. Also; employed'éatients were more
_frequently in disagreement on all problems, goals, and
‘methods for treatment than were unemployed patients.
Finallyy . strong relationship was evident between
involuntary detaimment and disagreements'on ail probiems.
goals, and methods for treatment. However; it could not be

ascertained whether the psychiatrist s decision,tb

involuntarily detain the patient contributed to or was a

-consequence of disagreements. Therefore, the
intergretation of this latter finding was. difficult.'

It had been speculated that certain characteristics
of the psychiatrfst may lead to disagreemedts. These

characteristics included the psychiatrist not being of the

English language at Qirth,- resident versus psychiatr?et

94

status, and a clinical orientation that was psychédynamic ‘

or biological versus eclectic. ‘Qnly one of these
characteristics( resident statush:was associated:with
disagreement status on.all problems. i

Pinally, it had'been suggested‘tnat ¢haracteristics

related to botgkthe patient and psychiatrist may account

for disagreements. These characteristics included sex

differences, an age disparity of -at least 280 years, and
-whether psychiatrists had previous contact with the
patient. None of these var{ables vas found to be related
- to disagreements ‘on problems. goals, or methpds for

’

tredtment. N

——
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A few of the patient-psychiatrist variables were

A}

found to be significantly related to disagreement status.

Thesé VYariables were the patient being employed, less than

Grade 12 education,.and involutary at admission; the
psychiatrist being of a non-English language at birth and

resident status. Since the .interpretation of these

results must take into actcount the numerous
characteristics of patients and psychiatrists that were
investigated, as'well as, a large number of checklist
items that were used to determine disagreements (i.e., 22
items for preblems, 22 items for goels, and'18 items for

methods), little emphasis can be placed on the findings.

However, it would be worthwile for future investlgators to

\

attempt to confirm this in other psychiatric populations. .

The final stage of this research investigated the

_consequences of disagreements. ‘There was evidence in the

literature that disagreemehts resulted in adverse outcomes

.e:ch as patients'withdrawing from therapy. - However,

theae outcome stu&ies were conducted,with psychiatric

pgtients in thg community :ather than with hospitalized

patiengs. - .

. R signff;eant relationah%p was found between
digagreement-status and ;he likelihoed of patient
dischatge AHA/AHOﬂ. ‘When controlling for selected patient

variables iﬂcluding sex, age, educatigmnal level,

. empl oyment status, and.diagnosis, the odds of a patient

95
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d:.‘sagreer 'disq‘harged M}A/AWOL rffative to -an ag'reer

. ‘ £ . ) N -
discharged AMA/AWOL were consistently fdund to be over
L] * -

'five., For disagreement status with respect to problems

and m_ethods for treat:me-ni:.,\i it was found that the
éorresponding relative odds for\“vmales were si;nfficantly
higher than for femalesw(i.e., ‘t}le'f'e was a statistically
sighificant interaction ‘between,j sex and disag-reement ‘
’statusj Finally. there ;va‘s a statistically si'gnificant ‘
J.nteraction for employment status with disagteement ‘status
on methods for tre_atment. In: particular, ‘the association
‘tletween-"di'sagreement; status with respect'to' metho.ds for’
treatment and patient discharge AMA/AWOL was significantly
stronger for employed patients than for. unemployed‘ N
patients. Thus, the interaction results suggest that l
t\here + is a greatex likelihood for male and employed .
patients that disagreeme‘ts may lead to patient dischargr
AMA/AWOL. ) .—_'——* ) - T
While it is important to acknowledge that there are
sources of bias in any study, it is difficult to determine
how bias may haye affected the results reported here. The
definition of disagreement status was adopted on an a\
priori basis before the data was inapected. When
classifyingﬁa— pa"'tj.—en;and psychiatrist as diaagreers on
problems, “guah—aaﬁﬂhods for treatment, only gpe
agreement was allowed for environment_al items and one

difagreement for psy‘c”_&él‘ogic‘al items. As & result,’

o0



patients and psychiatrists who were ciassified as
disagreers were definitely at the extreme end of the
agreement-disagreement gpntisuum. The plurpose of using
this fairly strinéent definition was to establish a group

of patients who could be'clearly characterized as being in

- disagreement with psychiatrists. It is possible, however,

thdt a }es.*étringent definition of disagreement statug
could have resulted in findings different from those

reported in this studx.

(3

It is recognized that disagreements between patients

and psychiatrists were determined at a singie peint in
. N — .

time.- Disagreements omproblems, éoals, and methods for

treatment were ipentified threg to five jg:s after the

patient's admission. Patients were observed\Jor discharge

AMA/AWOL during the first six weeks of hospitalization.-

[ 1

'Thus, it "is possible that after the- determination of

g

disagreement ‘status between the patient and psychiatrist,
other factors may have affected patient discharge AMA/AWOL
(e.g., nur se-patient disagreements).

This tesearch did not examine the extent to which
éisagreements between patients,” and other clinicial staff
sucg-as nurses, could have also lead to adverse
consequenceb.. fhe nurse may‘have felt that tﬁe patient:
nqﬁ,beisg in cent:sl of inappropriat® behaviour sas a

problem. Inp turn, specific 1ntervahtions may have been

used by the nurse to assist the patient to deal with such
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behaviour, for example, one-to-one therapy, medications,
or seclusion. Given that these methods for treatment were
performed in fcordance with those presdtibdd by the
attending pgychiatrist, it seems 1ikely that the nurse

and psychi trist were in agreement about the

" interventions, However, it is also conceivable that the’

patient, psychiatrist, and nurse were all in disagieement;

Only one study JZaslqve et al., 1966) was conducted
with patients discharged from a university state hospital
(n=93). Disagreements between patients, psychiatric
residents, and head.nurses, regarding what had been t;e

most helpful treatment for the patient,‘were inyestigated.

_it was found that the highest rate of agieement occurred

between nurses.and patients (53%); the‘lowgst rate between
physicians and patients (35%). The patient, nurse, and

physician agreed about what had been the most helpful

treatment in dnly 25% of the cases. It is also noteworthy

that physicians disagreed'with nurses almost.ib frequently
as they did with patientp (i.e.,- 61% nurse-physician
disagreement; 65% patient-physician disagreement).

However, given that this research was conducted more than

twenty years ago, these findings should be updated.

‘ patfents included in the- present study were diaghosod

aa. schifoph:enic, manic, depressive, or neurotic. Studies

on the accuracy of the DSM~-III diagnosis have shovn that
the Leliability of the diagndsia_for schizophrenic

98
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disorders achieved a kappa of .81 while for affective
disofders (i:;: mania, depression, and neurosis), karras
Vere.in the order of..69 to .§3 (Diagnostic and
Statistical Manual III, 1988, p. 478), Because of the’

diagnostic requirements at the study hospitals, the

_diagnoses of patients were consisgéntly made by the

‘attending psychiatrist, in accordance with the

International Classification bf Diseases (ICD-9, World
Health Organization, Lé?&), and with consultation froﬁ
other ﬁsychiatrists and the interdisciplinar& team. In
addition, a siz;;ble number of patients in the study were
known to the psychiatrists from preQious contact (43%).
It is reasonable to assume that this could only enhance
reliability of diangosis.. However, some misclassification
of diagnosis was clearly possible. ‘

This research focussed on the relationship between a
patient's primary diagnosis, disagreement status, and

consequences. Thus, there was the possibility that

patients with a specific seconbary diagnosis were in

grégter disagreement yith psychiatrists than patients
without this additional diagnosis. For example. patients.
with a secondary diagnosis of petsonality disorde: may
have been nore prone to disagree with psychiatrists than
patients without such a secondary diagnosis. In the
present ‘study, 22 pagignil vere classified as being in

disagreegent with psychiatrists on p:bplems, 24 as
o ) ¥ : .
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disagreeing on goals, and 14 as éisagreeing on methods for
treatment. Thus, small numbers of patients were
classified as disagreers in each of the diagnostic
categdries (schizophrénia. depression, mania, and
neutogié). Furthermore,.not all patients h&é a secondary
diagnosise_ Therefore, categorizing patients accbrding to
both’pripary and secondgty diagnosis would not have
yielded sufficient numbers to permit a mew¥ngful
analysis. ‘

Although there was the risk of classification error
for patient diagnosis, iﬁéte was littig'Ot no poésibility
for misclassification on the other patient-psychiatrist

_variables which wére,mostly of a demographic nature. For

the purpose of analysis, these variables were dichotomized
on an a priori basis into clinically relevant categories.
It is unlikely that this process of dichotomizing

variables could have introduced bias into the results.

~
4

6.3 Implications for Theory

This research provided a conceptual framework from

wﬁich disagreements could be examined comptehensively.~

Disagreements were determined in relation to the process

of treatment, that is, for problems, goali, and methods

for'treatneni. Items were classified qccofding to their
‘'nature (environmental and ﬁ;}cholbgical). Disagreement

type (whethor p.ychihtricf;"raintificd itens“ﬁbin‘patientl,

did not), conrributingimatiablos (patient-psychiatrist

.
v

{




characteristics), and @dverse consequences, completes the

conceptualization.
£ »

60‘ ¥ il s . ) e
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This tresearch deméhstrated that disagreements between
patients and psychiatrists in the pfe;ent study exist on a
wide range of problems, goals, and methods for treatmént.'
In‘particular. when,ps;chiatnists were of\the cpinibn
that problems existed and that theée pggglems could best

be treated with a specific approach, patients di{anéf

always shére the .same perception..Disagreeﬁents were

consistently of the fype whereby psychiatrists idengLifiegd o

[ &
items when their patients did not.- This suggest&dghati/
.y

patients are being treated for qore problems than they

.'themaeljés identify. This may have implications in that

patients may resist treatment for problems they do.npi

’

perceive to exist., _ ' S =

.
L]

The oads of psychiatrists ldentifying an item were
istimated to be at least twice as great as the odds of
patients identiinng'the item. H?reover, these findings
could not be explained by the following psychiatriat
chatacte:isticsx sex, resident vetsus psychiatrist’
status, and language at birth. Given that psychiatrists
identify both environmental ,and psyéhologica; problems,

goals, and methods £or.txeatient. it also suggeatq that

psychiatrists are concerned not only about the patient's
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psychological funct.ioning, but also are concerned.about

_ ;the patient's functioning in the community, as well.

4

v This research has found tnat'patiente do rnot alwa

share the same. concerns as psychiatrists. With thie- »

knowledge, psychiatrists gould attempt to minimize or S
mitigate disagré‘ments by*® implementing specific
interventions. One gtrategy could be a. negotiated ..
agproach whereby the -psychiatrist attempts to elicit the , Too.

patient's perspective about problems. goals. and

.

preferences for treatment. Then, the psychiatrist coq;d
assist the patient to develop insight into problems, gain -

. ‘ ' . an undErstandrng about goals. and attempt a mutéafiy

acceptable plan for treatment.

L = - ) - [

It was found that relatively few patient-psychiatrist —
variables were significantly related to disagreement -

status. This suggests that peychiatrists will not often

\ ‘e

- prev-‘. Qr mitigate dicagreements by altering DErtain -,

<

‘ conditiona (e. g, treating patients of the shme ) and

'\ .thus, may need to ‘examine other methogg igr reduoing
disagreements. _Purther, it followe tﬁit tﬁe recruitment\

—

of psychiatrists of. varied ages, agi:wor origin, need not

‘{..’,- -

* be constrained by theae considerations. . _
. The final :phase of . this atudy reported a -igniticant
relationinbp betwee dimagreement ttatua ‘and the

likelihood o¢of patient diacharge AnA/QWQL. ﬂhen

controlling;forisox, age, educational levelg'onploynent
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“status, and diagnosis,. it was found that patients
classified as disagreers were dischgrged AMA/AWOL five
" times more often than patients not classified as

disagreers. - This finding has serious implications. Once

'_'disagreenents are identified. immediate intervention could

be implemented to perhaps prevept these petients from
. discharge AMA/ANOL. For male and empvgyed-patients, there

o
is en even greater likelihood thet disagreements may lead

to discharge AHA/AWOﬁ. This knowledgermight be used by
‘psyohietrists when rreatin% patients. That-is, if the
patienf‘is male and empldyed, the cliniciep could use‘this
informatiqn to intervene and perhaps prevent adverse

consequences. -

6.5

This study vas fﬂucted with psychiatrists and
1

petients at two provi psychiatric hospitals. Patients
_ with a didgno®ts of personality or orgenic disorder were
excluded. Therefore, as discussed previously, the
. Eindings can.only be‘generelized to patients in~simiiar

eettings. .'Perther. the £indings are strictly 1imited to

e

,pstientl‘yho heve ‘a diaghosis of depression, mepia.'

neurosis. ‘or - schizophrenia. lt uight theretore be useful

" to replicate this study with petfents who are diagnosed as"

having a.pereonality or organic disorder., The reseereh.

could®slso be replicated in’'alternative settings; for

exanple, with.petientzafro-.Toenerel or private




vhospitals. Alse, given that this research focnssed on

-

' !
psychiatrists, similar studies are needed that include

clinicians grom other professional diaciplines»—fe.g..

nurses) . : f- . a ﬁk(
Relatively fen»characteristics of the patient and

psychiatrist were related to disagreement 'status. Given

that involuntary detent\on was consistently refhggd to~ 7 .-
I .

disagreement status on problems, goals, ‘and methods for

treatment, a study designed specifjically to clarify the
assopiation_between involuntary detention, disagreements,
and consequenbgg. would be informatiye{y- For exdméle: at
the time qf,adnission, both patients and psycniatriats

could identify’problems, goals} and methods for treetment.'

Vthat'is' brior‘to psychiatrists infbrming_patienta of

. depend ‘on the particular jurisdidtidh of the hospital

.
4 -7 - e B
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their involuntery detainment. ﬁawever,'the timing of

informing the patient of this involuntary detainment would

where the study might be undertaken (i.eur “the legal"

requirements oﬁ when and how petients are tc ‘be informed).

Tnen, Patient perceptions could, once again, be
ascertainea to dete;nine if awareness of involuntary
aetainment resulted in a change of’ identified problenms,

goals, and nethoas for treatnént. It disagreenent: bould -

" be identifled before the patient!a 'involuntary status vas
. detq:ﬂined; ‘then the- relationship between involuntatry

(23




status and adverse outcomes such as discharge AMA/AWOL

~

-

could be investigated.

_Jt is also possible that some of the variables not
included in this study could be related to disagreement
status. - Foe exanple.fwhether the patient wasya first
admission or re;dmission and, if so, the nomber of
previous admissions may;be a relevant variables not
investigated. Another potentially important variable is
the patient's seéondary diagnosis. If the patient s
C;;)secondary diagnosis is a personality disorder accompanied
by alcohol or drug abnsep this additional diagnosis may
clarify the relationship between diagnosis and
disagreement status. . g .

' The ‘persistence of disagreements’is‘anuissue that
wvarrants further investigation. While tl\is stndy examined
_ disagreements at one point in time, specifically, within

two to five days after the patient's admission. ‘At was not
.detéimined whether disagreehents persisted during the
course of hospitalization.' Since disagseenents may . be
inevitable early in treatment, the failure to resolve'
these differences over. timpe could be prb matic.j
Theréfore, research is needed to addrese the issue of

\’.

persistent dieagreements, as,well as, variaples associated

with this persistence and related outconed.’ Determining

"whether the same disagreements persisted from one

hospitalization to the next.-would be meaningful in tnat;
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unresolved d‘!agreemenés Qay prevent successfulltreatment

outcomes in not only the present but.also future

hospitalizations. : - A
' T~

This study showed that hs‘ag,teem.ent.s may be.

i'dentified as early as two to five d¥ys aftey "the

_patient's admisgion. Bowever,'if disagréeents could be

ascertained at the time of a patien;'s.ad@{ssioh, sth
early identification would allow for @ore immediete
inter&ehtion and perhaps prevention of patiene éiscﬁarge
AMA/AWOL. It is recognlzea that this suggestion is merely
speculation. An intervention study is reqered to

ascertain_whegier, in fact, specific strategies (e;g., the

negotiation approach) 'could minimize disagreements and .

>

ultimately prevent .any adverse consequehces.

While one of the consequences of disagreements was an

increased rate of patient AMA/AWOL status, iﬁ'qodid Be .
impo:tant to examine other consequences. pne\e‘xamp'}aew

‘would be to determine if the extent to-which patients .who

are in disagreement with pgychiatrists até-a;se those

‘patients who do not ‘comply with treatment {e.g., 'refusi;ng

‘medications). It would also be clinigally zélevah;'t6.

investigate whether these patiengs.hame'tepca%ed
admissiofns and, in particular, if readmissions dccur

shortly after the batient'a discharge. e .

LY
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.The identification of problems, goéls, and methods for

treafqént by both the patient and clinician gives
direction to the planning and delivery of patient care.
If disagreements are to be resolved durinq‘the process of
treatment, then both the patient and clinician must state
their'pefceptions of problems, goals, and methods for
treatmeﬁt. ;n turn, ﬁhe patient and clinician become
active participants in the treatment process. 'Aléo.
awareness of disagreements and attempts to prevent or

Y

mitigate adverse consequences may lead to more effective
[ )
patient care and favourable outcomes.

1
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Glossary of Terms
Q
- = ’ i~
. ‘ AMA ’ (discharge against medical'adivce) - An unauthorized

discharge from the hospital- (Mental Health Act,
Section 14.1(a), 1985, p. 7).

AWOL (abse4g~without leave) - An unauthorized absence
P ‘ . from the hospital (Mental Health Act, Section
22.1(a), 1985, p. 11). ) o -

QLINI£AL_QBIBB1AIIQH.QE.IBB.RSIﬁHIAEBISI - The cI1nica1.

orientation of the psychiattist was c1a381fied as

follows: ' - .

T (1) zsxgnnnxnan;n - The psychiat:ist investigates
the patient's psychologic functioning, the

affective components influenting behaviour, and

‘motivations. The focus for treatment is from a

, . psychodynamic orientation (e.q., psychbtherapy)

(2) BIOLOGICAL - The psychiatrist tﬂveqzigates the

patient's bioligical functioning. The focus

— for treatment is from a biological orientation'
(e.g.s chemotherapy)

L
L]

(3) ncnnc:xn - The psychiatrist inveatigates the

patient's functioning from a PSYCHODYNAMIC .and

- . BIOLOGICAL perspective. The focus'-for
. treatment is from a PSYCHODYNAMIC and

BIOLOGICAL orientation (as above).

e
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DIAGNOSIS - The diagnosis applied to the patients in the
study'accérding'to the International
Classification of Mental Disorders (ICD-9, “World

Health Organization, 1979) are listed beigh.

(1) DEPRESSIVE DISORDER
- 296.1 Manic-depressive psychosis, depressed type
296.2 Manic-depressive psychosxs, circular type
: but currently manic
296.6 Manic-depressive psychosis, other and
unspecif.ied
296.9 Unspecified
298 .9 Depressive type psych051s

309.8 Brief depressive reaction
311.9 Depressive disorder not elsewhere classified -

«

(2) NEUROTIC DISORDER |

308.4 Neurotic depression
300.9 Unspecified neurosis

; N

(3) SCHIZOPHRENIC DISORDER

N | 295.3 Paranoid type schizophrenia
295.6 Residual schizophrenia

295.7 Schizo-affective type schizophrenia . L.
c295 9 Unspecified schizophrenia :

. \ ) .
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INVOLUNTIARY STAXUS - a patlent who is detained - in a g’
hospital under an APPLICATION FOR PSYCHIATRIC ;’i'f |

:_’“" ’/
ASSESSMENT (Mental Health Act, Section 9(1), 1985, £

p. 4) or ‘/‘i"der a CERTIFICATE OF INVOLUNTARY ADMISSION - -
(Mental Bealtl'g Act, Section l4.l(a)(b){(c), 1985,

: p.7). The criteria™ for determining 1nvolunt?;ty
status are as follows: - , *5
. L p
(1) -has’ threatened, ~attempted, or is ):hreat:gh‘ing' 'f
' to cause bodily harm to self, or *g e
v’: b/ -+ .(f
(2) has  behaved ot is behaving violently ¥#wdrds
another person, or has caused or is £Eflging ;
' another person to fear bodily harm,. ofl.” s
\ (3) has shown or is showing a lack of coffig¥fence . ¢
. . to cvare for self. ,:;;.:j.;";“ ’, )
- . ‘ < ¢ ! :
W - The physician to whom the respﬁnsibiﬁ iﬁgg .~
- for,observation, care, and treatment of i:hefg{tient |
, ] has been asgigned (Mental Health Act, Sect ibn l(q).
1985, p. 2). - | ,,i,/;’ - -
‘ . . .. ‘ l‘i ;
(1) BSYCHIATRIST - A  physician '  solds a .
specialist's certificate in. psyc;hiat ' issued by Vo
The Royal Collegé o f'Physicianb" ' argeons of. .F‘ 5
Canad or a physician who qnonstrated <
equiv ent qualifications to th&#ﬁinister. P
‘ | ' ‘ S -,"
c ¥i
(2) PSYCHIATRIC RESIDENT - A :physician who
completing recognjized training to specialize- 1n
. PBYChiﬁth- - 2 g T
m‘ L4 l ' ) ) '7- “' . - \..\ ’
- s
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' " Graduate StuGEnt .
‘University of Western Ontario . e

Dear Patjent:

I am doing a study about patxen& problems,.goals, ahd
preferences for treatment.

I would like to regquest your partxczpatlon in this
research in the following way:

I would like to ask you some questions about your
problems, goals, and treatment preferences. This will
take about 190 to 15 minutes.

I am hdpeful that this research will provide a better
understanding about patient problems and identify methéds
for treatment which are most helpful.

In no way will your name bé¢ mentioned in this study.
What you tell me will only be reported with the answers of
130 other patients. . i -

Your responses will be kept confidential. Your doctor
and the nurses will not be told your answers.

You may decline to participate in this research,,
Should you agree to interviewed by myself, you may
refuse to answer:any Juestions, stop the jnterview, or
withdraw from the study nx time. Jf you decide not to.
participate or withdraw) ydur right to do so will be
fully henoured without any detriment to your present or
future treatment. . .

You may ask me questions about this study.

Sincerely,

Qtricia O S
Patricia Pettyshen ”

e

London, Ontario . S PR

A

' nonorary Rnloarch'worker

London Psychiatric BRospital (Loqpl th..l417)
St.e 'l'homn Boapital '(l.pcal th. #253)

-

kil ' .’
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* "I have read the attached information sheet on the
explanation of this study.

=

The nature ?Qaf the.study and my involvement has been
discussed.

I understand that my participation is entirely
voluntary and that I may refuse to answer questions or
withdraw at any point in time.

»

I realize that this research may have no direct
benefit to me, however it may provide a better
understanding about patient problems and treatment
preferences.

I understand that my answers will be kept

.confidential and that in noway will my name be mentioned.

[
’

I - understand that notcagreeing to be interviewed or

"withdrawing from .the stufy will in no -way affect my

present ot future t:eatment.

.
A

A L

Patient's Signaturey : : .

Date: - ‘- y .
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APPENDIX B
Y PATIENT CHECKLIST
Patient Number: [ 1 Date: | | [ |
D/ M/ Y
PROBLEMS : ! )
IS TEIS A PROBLEM FOR YOU DURIRG THIS YES
HOSPITALIZATION?
l. not being able to find suitable living Y
arrangements when out of hospital?
2. not beiné able to work at a job/attend
school whenoutof hospital? Y
3. not being able to budget for living
expenses when out of hospital? Y
4. not being able to manage daily living .
routines when out of hospital? Y
5. not being able to use free time when
out of hospital? _ Y
6. not being able to -have someone to talk
with about problems when out of hospital? Y
7. not being able to take medication when
in the community for illness related to: 3
mental health? . . Y
" 8. not being able to express feelingo® Y
9. not being able to make and/or follow
- through on decisions? Y
18. not being able to put aside the pasé in -
order to plan for.the future? Y
1l. not being able to maintain
relationship(s)? .ot Y
12, not being able to take medication while
in hospital for illness related to N
Y

NO




1%
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Page 2
PROBLEMS (continued) * YES NO
13. not being able to control inappropriate
and/or undesirable behavior? Y N
. ) :
l4. not being able to control the use of
street drugs when out of hospital? Y N
15. not being able to control the use of
prescription drugs when out of hospital? Y Q
16. not being able to controi the use of
alcohol when ouf of hospital? Y N
17. not being able to control suspicious ,
and/or upsetting thoughts? Y N
18. not being able to gain relief from -
feelings such as loneliness, sadness, .
and depression? N 4 N s
19. not being able to control thoughts of R
harming self/others? . Y N
20. not being able to control hearing/seeing
things that others do not? . Y N
21, not being able to be in touch with
reality? 1 . Y N
22. not being able to motivate self to : -

become healthy and leave hospital? ' N

. . . s .
. N .
. ——— I .- - . - * . - . ) e . . ¢ - Lot WEW
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. Page 3_
GOALS FOR TREATMENT :
IS THIS A GOAL FOR YOUR TREATMERT DURING YES NO
THIS HOSPITALIIATION?
23. to find suitable living arrangements -
' when out of hospital? . Y N
24. to learn skills to help with finding .
work/attend school when out of hospital? Y N
25. to learn budgeting for living expenses “
when out of hospital? » Y N
. 26. to learn to manage daily living routines
when out of hospital? Y N
27. to develop recreational skills to use - .
during free time when out of hospital? Y N
28. to have established mental health
follow-up after discharge? Y N
29. to have a medication plan while in
hogpital for illneas related to mental '
health? Y N
30. to express feelings/in a acceptable
manner? Y N
31. to make and/or foll‘-through on _
decisions? . Y N
32. to make plans for the future rather
than to focus on the past? ’ Y N
33. to cope in relationship(s)? : Y N
34. to have a nedication program while ’
in hospital for illness related to
mental health? . Y N
35. to gain control over fnappropriate _
and/or unacceptable behaviour? Y N

36. to gain comtrol ovoé ‘the use of street
drugs? , ' Y - N

115
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GOALS. (continued) YES - NO
36. to gain control over thb_use of street
drugs? . Y N
37. _to in control over the use of
prescription drugs? .. I 4 N .
38. to gain control over the use of alcohol?, Y . N
39. to gain control over suspiciocus and/or. ° : . 2
upsetting thoughts? ) . . Y N
48. to gain relief from -feelings such as
1oneliness,‘Fadness. and depression? ‘ Y N )
4l1. to no longer be at risk for harmipg'
self/others? Y N -
42, to gain control over hearing/seeing '
things that others do not? Y N
43. to gain touch’with reality? . Y N
44. to develop the motivation to become

healthy and leave hospital? Y N

»
-t




METHODS FOR TREATMENT :
WOULD TEIS TREATMENT BE HELPFUL? . YES NO
- 45. Bccupgtipnal therapy? M s R ¢ N_
46, recreational .therapy? Y N
47. vocational therapy (career counsellxng)’ . Y N
48. industrjal therapy? Y N
. . 49, being able to live with and talk to
<" other patients? . Y N
. 58. one-to-one supportive/psychotherapy :
‘ with hospital psyehiatrist? Y N
51. one-to-one therapy with nurses? Y N
 52. one-to-one therapy with sociai worker? WY N
53.,group therapy- (e. g., orientation group, )
problem-solving group, cognitive group, A
- psychotherapy group, outpatient~group)? Y N
' 54. behaviour therapy (e.g., behaviour
. " modification, assertiveness group,
temotivation group, relaxation group)? Y N
55. marital/family therapy? : Y N
56. medications for ‘illness related to | : g
mental health?eus Y N
' 57. electroconvulsive therapy (ECT)? Y °N
58. treatment for alcohol andyor drug
abuse (e.g., Alcoholics ‘Anbnymous)? Y N
59. involuntary detainment (e.g., an

inability to leave hospital at your
own will because of certification)?

69. seclusion (i.e., time-out room)?
61. onof%Ofonc close observation?

62. outpatient care (e.g., outpatient
/ group, psychiatric follow-up)?



Appendix

I

I am daoing a study about patient problems, goals,'and
preferences for treatment.

I would like to request your participation in this
ressarch as follows:

t . | -
To complete a, checklist (as attached) on your

treatment,' for approximately five of your patient
after -their admission. Each checklist would takey at the
most, five minutes to complete. If you prefer that I
interview you, (i.e., as opposed to completing the
checklist yourself), this can be arranged at your
convenience. Thus, over the next month or two,
participating in this research may require five to ten

hortly

- perceptions of patient problems, goals, and me:iids for

. minutes of. your time per week.

I will independently select the patients for this
study. You will have no responsibilities other than to
campl ete the checklists for your patients.

. Also, I would like to ask“younsome questions about
yourself (e.g., demographic information). This will take,
at the most, five minutes. ’ ‘

I am hopeful that this research will. provide a better
understanding of the range of patient problems you treat

and methods for treatment which you perceive to be most

helpful.

-

1 —_—

- In no way will you: name be mentioned in this study.

‘What you tell me will only be tepoztcd with.the answvers of -
29 ther paychiattists. )

Your reponses will be kept’ contidontial. Your
patients and the nurses will ngt be told your answers.
118
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You may decline to participate in this research.
Howeveér, should you agree to participate, you may refuse
to answer any questions or withdraw from the study at any
time. If you decide. to not participate or withdraw, your
right todo sowill be fully honoured.

You may ask me gquestions about this-study.
‘-

Sincerely,

FPatrcecn M

Patricia Petryshen
Graduate Student
University of Western Ontario

Honorary Research Worker _
London Psychiatric Hospital (Local Ext. #417)
St.' Thomas Hospital (Local Ext..$378).
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I have Tead the attached 1nformatxon sheet on the

explanation of this study. <

The nature of the study and my involvement has been
discussed. . , -

I understand that my part1c1patlon is entirely
voluntary and that I may refuse to answer questions or
withdraw at any poxnt in time. ~

&

I realize that this research may have rio direct
benefit to me, however it may rovide a hetter

.y

understanding about patient problems, goals, and
preferences for treatment. \
I understand that my answers will be Kkept.

confidential and that in no way will my name be

mentioned.
: .
Physician's Signature:
. . _‘
Date: .
| " TN
Cd ' -
, .
v o

.
, . S

. . N . - . O' -
P A B T S s NI AT s B L)



APPENDIX D
\

PSYCHIATRIST CHECKLIST
Psyehiatrist Identification Number: [:[]
Patient Identification Number: .
pate: | __1 | |
D/ M/ X
PROBLEMS :

IS THIS A PROBLEM FOR YOUR PATIENT
DORING THIS HOSPITALIZATION?

1. not being able to find suitable living
arrangements when out of hospital?

2. not being able to work at a job/attend
school when out of hospital?

3. not being able to budget for living
expenses when out of hospitail?

4. not being able to manage daily iiving
routines when out of hospital?

5. not being able-to use free time when
out of hospital? '
4
6. not being’able to have someone to talk
with about problems when out of hospital?

7. not being able to take medication when
out ‘'of hospital for illness related to
mental health?

-

8. not being able to express feelings?

9. not being able to make and/or follow
“through on decisions?

1. not being able to put aside the past in
order to plan fo: the future?

11. not hetng able to maintain ‘
telationship(s)? - '

v 121
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NO
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. Page 2
PROBLEMS (continuedf ' ' YES 'NO .
12. not being able to take medication while
in hospital for illness related to ) -
mental health? v, . Y .N
Y 13. not being abletto control inappropriate A
and/or undesirable behavior? . Y N
14. not being able to control the use of .
street drugs when out of hospital? ¥ N
15. not being able to control the use of :
- prescription drugs when out of hospital? Y N
) 16. not being able to control the use of
" alcohol when out of hospital? ' Y N
17. not being able to control suspicious
and/or upsetting thoughts? Y N
18. not being able to gain relief from *
feelings such as loneliness, sadness,
* and depression? Y N
19. not being able to control thoughts of , ,
. harming self/others? . Y N
28. not béing able to.control hearing/seeing -
_ things that others do not? ¥ . N
21. not being able to be in<tpuch with
rehlity? < Y N
22. not ‘being able to motivate self to -
become healthy and leave hospital? Y N

-

. . U - : ho
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‘Page 3
- IREATMENT GOALS :
IS THIS A GOAL POR YOUR PATIENT'S YES NO
B TREATMENT?
23. to find suitable living arrangements )
when out of hospital? . Y N
24. to learn skxlls to help with finding
work/atténd school whén out of hospital? .Y N
25. to learn budgeting for living expenses o
when out of hospital? - ¥ N
26. to learn to manage daily llving routlnes -
when out of, hospztal? _ v Y N
27. to develop recreational skills to use
during free time when out of hospital? Y N
28. to hawe established mental health -
follow-up after discharge? _ Y N
' 29. to have a medication plan when out of &
hospital-for illness related to mental
health? Y N
3d. -to express feelings in a acceptable
manner? - . Y N
31. to make and/or follow-through on =
- decisions? Y N
32. to make plans foz the future rather -
than to focus on the past? Y N
33. to cope in relationship(s)? Y N
34. to have a medication program while ’
" in hospital for illness related to -
mental health? ' o Y N
35.- to gain control over 1nappropriate
.and/or unacceptable behavjour? Y N :
36.120 gain control over the use of street
rugs? . Y N




37.

38.
39.

.40.

’

4%,

GOALS (continued)

s

to gain control over the use of
prescription drugs? b

to gain control over the use of alcoho}fz Y N’

J
to gain control over suspicious and/or

upsetting thoughts? Y - N

to gain relief from feelings such as ”

loneliness, sadness, and depression? Y N -
- B N

to no longer be at risk for harming : :

self/others? - Y N

to gain control bver hearing/seeing /

things thatf¥others do- not? : Y N

to gain touch with reality? Y N

toAaevelop the motivatjon to become A ’

-healthy and leave hospital? .Y N




Pl o~ » e B -
-y R * -

WOULD THiIS MBTHOD OF TREATMENT BE
> HELPFUL POR YOUR PATIENT? .

. -
45. occupational therapy?
46 . recreational therapy?
, - . - - P.
- 2 47. vocational therapy (career counselling)?

- [ ]
‘ 48. industrial therapy?

49, being able to live with and talk-to ,

. other patiehts? . . B
.58. one-to-one supportlve/psychotherapy
-~ zith hospital psychxatrlttz\‘
N one-to-one therapy with nugses?
- ‘52“’one—to-one therapy wifh social. Qorker?

53. group therapy (e.g., orientation group,
problem-solving group, cognitive grdﬁp,
* psychotherapy group, outpatient group)?

54. behaviour thersapy (e.g., b aviour
modification, assertiveness)group, \
- rémotivation g:oup.~relaxat on group)?

* o
ssdarital/fmily therapy? - o
[ u
56 . medications for illness related to
mental health? ; '

57. electroconvulsive thetapy (ECT)?

F ¢ * -58. treatment for alcohol and/or drug
o ‘ abuse (e.g., Alcoholics Anonymous)?
] oL
. 59. involuntary detainment (e.g., an
' inability to leave hospital at your.
* - ' own will because of certification)?

60. aeclu‘a_ion (i.e., time—_ou_t foom) ? < e

61.- one=to-one close observation?

62. outpati‘pt a:@’(e.g.. ouspatient -
group, psyChiatric follow-up)? -

125
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Page 5
YES NO
Y N
Y N
Y N
Y N
Y N
t
Y N
Y N
"
' Y
Y N
3
¥ N
Y N
1 . .
Y N
Y N
Y N ;
&
Y N
Y N '
4 N
4




s

Patient's Identification Number: [::[:]

) 1. What is the patient's gender? ’
- ) A'E male ‘ -
L female
- \/ '_ m -, T
2. What is the patient's age?

~ [11 years

3. What is the patient's highest educational
level achieved? :

university (completed & uncompleted)
community college (completed & uncompleted)
Grade 12, 13, or trade school (completed)
3t:::-Grade 9, 16, or 11 (completed)
| Grade 8 or less

4. Is the patieﬂt employed?
. \ »

=
1 | yes

5. Date edmiﬁted to hospital?

oL 11 9
D/ M/ Y

]

-—

6. Diagnosis of the patient according to ICD-9 --.
) classification number? \\\5.4

- . LI

. . . (Continue with Page 2.)

> . - ]
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7. Involuntary status at admission?
=
| yes
) ‘ A
- 8. Readmission to study hospital?
) no 27
1 es -
v Y \ \ ,
. - - _
9. Discharge status within the first six weeks
of hospitalization? .
AMA s &‘
AWOL’ . e ~ ‘
~ voluntary discharge
3 continued hospitalization )
. .O ¢
18. Did the psychiatrist know the patient from a .

previous hospitalization?

) 1 | yes - .




Y T . ARPENDIX F

Psychiatrist No. [::[:]
1. Gender?
S
‘ | female
2. What is your age?

T 1 years~

-

$.

- 3.

S E ks .
- ~

3, What was your language @t birth?
BEEE?English~ o "
1 lnon-qulish

4. Physician status?

aEEEEﬁpgychiatzist
1l | psychiatric resident

'S, What is your clinicial orientation?

| psychodynamic
biological
9clectic

6. Hospital?”
B -
| sTPH . :

THANK YOU POR YOUR ASSISTANCE.

¢

'




REFERENCES

Albonda, H., Dean, R., & Starkweather, .J. (1964). Social
. class and psychotherapy. Arxchives of _ Geperal
+ Paychiatry, @, 276-283.

Aldrich, J., and Porrest, N. (1984). Linear probability.,

. logit, and probit models. Sage University Paper series
on Quantitative Applications in the Social Sciences,
¢7-861, California: Sage Publications Inc.

American Psychological Association. (1983). Publication
—Association «3rd
ed.). Washington, DC: Author.

Borghi, J. (1968). Premature termination of psychotherapy
- and patient-therapist expectations. American Journal
’ r 22+ 460-473.

Brsdford, B., McCann, S., and Merskey, H. -(1986). A
survey of involuntary patients' attitudes towards

their commitment, Paychiatric Journal of the
Univergity of Ottawa, 2(3), 164-165. :

Brill, N. & Storrow, H. (1968). Social class and

psychiatric treatment. Archives of General Psychiatry,
3, 348-344., ,

Broadsy, A. & Hare-Mustin, R. (Eds.) (1.980). ¥Women and
' --An_assessment of regearch and practice

psychotherapy:
-New York: Guilford.

Broverman, I., Broverman, D., Clatkson, F., Rosenkrantz,
P., & Vogel, S. (1978). Sex-role stereotypesand
clinical judgements of mental healthA

» 34(1)% 1-7.

\ .

Burgoyne, R., Stapes, F., Yamamoto, J., Wolkon, -G., &
Kline, P. (1979). Patients' requests of an outpatient
clinic. Amhm:_nLﬁgnnnl_zmmm. as, 4"-403. .

Caskey, N., Baker, C., . & Blliot, R. (1984). Dual
perspectives: -"Clients' and ;therapists' perceptions of
therapist responses. . mnh_ﬂnmnuulimn

¢ 3, 281-296.

Chesney, A., Brown, K., Poe, C., & Ga:y, H. (1983)/
Physician-patient agreement on symptoms as a predictor
of retention in outpatient care.

Raychiatry, 34(8), 737-738. .

129




Colton, T. (1974). Statistics in medicine. (ppP. 99-1{2/:\

168, 174, 177). Boston: Little, Brown, & Co.

Diagnostic' and- Statistical Manual III. (1988). (p. 147).

The American Psychiatric Association. Wwashington, DC:
Author. -

Dimsdale, J. (1975). Goals of therapy on psychiatric
inpatient units. Social Psychiatry, 18, 1-7.

Dimsdale, 9., Klerman, G.,- & Shershow, J. (1979). Conflict
in treatmen%.;oals between patients and staff. Social
Pesychiatry, e 1-4.

Dimsdale, J., Shershow, J., Klerman, G., & Kennedy, A.

(1978). Social press and its influence on psychiatric
treatment goals. Social Psychiatry, 13, 153-157. -

- r

Dowds, B., & Pontana, A. {1977). Patients' and
tRerapists' expectations and evaluations of hospital
treatment: Satisfaction and disappointments.
Comprehengive Psychiatry., l18(3), 195-38@8.

Eisenthal, 8., & Lazare, A. (1976). Evaluation of thé

initial interview in a walk-in clinic: The patie¢nt's
1l __of

perspective in a "customer approach®. Journa
Nervous and Mental Disease, 162(3), 169-176.

Eisenthal, s.,' Emery, R., Lazare, A., & Udin, H. (1979).
'Adherence' and the negotiated apgj.oach to patienthood.
, Axchives of General Psychiatry (4) , 393-398.

Eisenthal, S., Koopman, C., & Lazare, A. (1983). Process
analysis of two dimensions of the negotiated approach

in relation to sa{isfaction in thc initial interview.
e 121,(1), 49-54.

Epperson, D., Bushway, D., & Warman, R. (1983). Client
self- termination after one counselling session:
Effects of problem recognition, counsellor gender, and
counsellor experience. .Journal

paychology, 38(3), 387-315.

Evans, M. (1984). Increasing patient involvement with

"thera oals. Journal_af Clinjigal Paychology, 48(3)
728-75309 . ’

Pitzgibbons, D. (1972). Social Class Differences in
Patients' S¢lf-Perceived Treatment Needs.,

:
hd

___nif__cnnnngllina_




131

FPrank, A., BEisenthal, S., & Lazare, A,, (1978). Are '
there Social Class Differences in Patients' Treatment

Conceptions? Archives of General Psychiatry. 35, 61-
69. A

Freidin, R., Goldman, L., & Cecil, R. (1988).° Patient-
physician concordance in problem identifization in the
primary care setting. Annals of Internal Medicine, 93,
498-493.

Glick, I., Bi&rgreaves, W., Drues, J., Showstack, J., &
Katzow, J. (1977). Short versus long hospitalization:
A prospective controlled study VII. Two-year follow-up
results for schizophrenics. Archives of _ Geperal

Paychiatry, March 1977, 34, 314-317, .

Galdstein, R., Racy, J., Dressler, D., Ciottone, 'g.,
Willis, J. (1972). What benefits patients? An inquiry
into the opinions of psychiatric inaptients and their °

. residents. Psychiatric Quarterly, 5.6.. 49-88. oo

Gould, B., & Glick, I. (1976). Patient-staff j&dgements
of treatffent program helpfulness on a psychiatric ward.
’ 4,9_, 23‘33.

Berz, M., Endicott, J. & °'Spitzer, R. ‘(1977). Brief
hospitalization: a two-year follow-up. American
Journal of Psychiatry, 133(7), 795-8l8. .

Horenstein D., Houston, ‘B., & Holmes, D. (1973). Clients’',
therapists', and judges' evaluations of psychotherapy.
Y Journal of Coungelling Psychology, 28(2), 149-153.

. Hurst, J., Weigel, R., Thatcher, R., & Nyman, A. (1969).
Consellor-client diagnostic agreement and perceived

outcomes of counselling. ML_QL__Cnnnngllm
Paycholagy, 16(5), 421-426.

xgplm, H.I. & Sadock, B.J. (1981). Modern synopeis_ of
, ¢ (3rd ed.).
(pp. 225, 291-292). Baltimore: Waverly Press.

_xleinbgun, D., & Kupper, '(1978). m.lig.d
144). Hanachuutts: Duxbury Press.

(pp. 131--

Krauskopf, C., Baungardner, A., & Mandracchia, s. (1981).
Return rate following intake revisited. Journal of
Counselling Paychology, 28(6), 519-521.




- §kodol, A., Plutchi.k, R., & Karasu, T. (1988).
Expectations - of hospital treatment, conflicting views

Lazare, A.& Eisenthal,S. (1977). Patient requests in a

walk-in clinic. The Journal of Nervous _and _Mental’

Digeage. '165(5), 330-;43.

" Lazare, A., Bisenthal, S., & Wasserman, L. (3§75). The

_ customer approach to patienthood. Attending to patient
requests in a walk-in clinit. Archives of Genera

Psychiatry, 32, 553-558. .

Leonard, C. (1973). What helps most about hospitalization?
Comprehensive Psychiatry, l4{(4), 356-369.

Mayer, J., & Rosenblatt, A. (1974). Clash in perspective

between mental patients and staff. Amg;i_cnn_lo_uxnnl_:o.ﬁ
Q.x:hmxshimx AA(3). 432-441.

.Government of Ontario. (1985)..- ngnnl_ﬂgnlj;h_ﬁg_t.

Ontario: Queen's Printér for Ontario.

: h
Philligs, W., G.oldbetg, D,, ? O'Connell, - B. (1984).
. Contrast between patient's definitions of their
problems and expectancies for treatment. Paychological
m' gA 19-22. . . .

Polak, R. (1978). Patter,gs of Diftord: Goals of patients,:
—of General

therapists, and commulity members. Archives
Paychiatry, 23, 577-283- '

‘Rbsenthal D. & Fr ¢+ Jeo (1958). The - fate of psychiatric
clinic outpativdnts -assigned to psychotherapy. .
Journal of Nervous and Mental Diseage

. 127, 330-343,

Sherman, J.A., Koufacos, C., & Kenworthy, J. (1978).
* ‘'Therapists: Their attitudes and information about
women. Psychology of Women Quarterly, 2, 299- 313.

Shannon, P., {(1976). ‘Coercion and compulsory
hospitalization: some patients' attitudes. Medical
mmmuu Z. 798-800..

4

of patients and staff.
Mental Disease, 168(2), 7

Snedecor, G. and’ Cgchran, W, tlsisi). Statistical
Methods. Ames: Iowa State .university Press, pp. 99~
102, 298. : : : .

-7 4.

132




. . ' _ , ’ 133

Starfield, B., Steinwachs, D.. Morris, I., Bause, G.,
Siebert, S., & Westin, C. (1979). Patient-provider
.agreement about problems. dourpnal of the American.
Medical Association, 242(4), 344-346. :

Stubbs, D. (1978). Physician- patient communicatlon-

Agreenent between them. Ramhnlngmal_xgmm 42, 935-

938.

. Vale, W., & Mlott, S. (1983). An assessment of treatment

. enjoyment and effectiveness in psychiatric
hospitalization. Wmmmal 8(1),
26-32.

el ‘-Zaslov'e, M., Ungerlefder, J.. & Fuller, M. (1966). How

psychiatric hospitalization helps: Patient vs. staff

. . views. Journal of Nervous and Mental.Disease, 142(6),
# 568-576. ) ’




	Western University
	Scholarship@Western
	1988

	A Study On Disagreements Between Patients And Psychiatrists, Their Nature, Type, Contributing Variables, And Consequences
	Patricia Rose Petryshen
	Recommended Citation


	tmp.1410231592.pdf.Czcom

