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OBJECT/VE: To de termine  whether  an in tervent ion  des igned  
to  improve  pat ient -phys ic ian  c o m m u n i c a t i o n  increases  t h e  

f requency  w/ th  which  p h y s i c i a n s  e l ic i t  pat ients '  concerns ,  
changes  o ther  c o m m u n i c a t i o n  behaviors,  and improves  heal th  
care  o u t c o m e s .  

DESIGN: Pretes t -pos t te s t  des ign  wi th  random a s s i g n m e n t  of 
phys i c ians  to in tervent ion  or control  groups.  

SETTING: General  m e d i c i n e  c l in ics  of  a univers i ty-A/~l lated 
Veterans  Affairs Hospital .  

PATIENTS/PARTICIPANTS: Forty-two p h y s i c i a n s  and 3 4 8  
c o n t i n u i t y  care pat i ents  tak lng  prescr ipt ion m e d i c a t io n s  for 
chronic  medica l  condi t ions .  

INTERVENTIONS: Intervent ion  group p h y s i c i a n s  rece ived  4 . 5  
hours  of trAinlng on  e l ic i t ing  and responding  to pat ients '  

c o n c e r n s  and requests ,  and their  pat i ents  filled out  t h e  Pa- 
t i ent  R e q u e s t s  for Serv ices  Quest ionnaire  prior to  a subse-  
quent  c l in ic  v is i t .  Control  group p h y s i c i a n s  rece ived  4 .5  
hours  of  tralnlng in medica l  dec i s ion-maklng .  

MEASUREMENTS AND MAIN RESULTS: The frequency  wi th  

which  p h y s i c i a n s  e l ic i ted  all of  a pat ient ' s  c o n c e r n s  in- 

creased  in the  in tervent ion  group as compared  with  t h e  con-  
trol group (p : .032).  Pat ients  percept ions  of  the  a m ou n t  of 
information rece ived  from the  phys i c ian  did increase  signifl- 
cant ly  (p < .05), but  t h e  actual  magni tude  of change  was  

small .  A m e a s u r e  of pat ient  sat i s fact ion  wi th  the  p h y s i c ia n s  
was  high at base l ine  and also s h o w e d  no  s ignif icant  change  

after t h e  intervent ion .  Likewise ,  the  in tervent ion  was  n o t  as- 
soc ia ted  wi th  c h a n g e s  in pat ient  compl iance  wi th  medica-  
t ions  or appo intments ,  nor were  there  any  effects  on outpa- 
t i en t  ut i l izat ion.  
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CONCLUSIONS: A low- intens i ty  in tervent ion  changed  physi-  
c ian behavior  but  had no  effect  on pat ient  o u t c o m e s  such  as 

sat i s fact ion,  compl iance ,  or ut i l izat ion.  In tervent ions  m a y  
n eed  to  focus  on  phys i c ians  and pat ients  to  have  the  greates t  

effect.  
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C o m m u n i c a t i o n  b e t w e e n  p h y s i c i a n s  a n d  p a t i e n t s  is 

f u n d a m e n t a l  to  m e d i c a l  care .  Effect ive c o m m u n i c a -  

t i on  fac i l i t a t e s  d e c i s i o n - m a k i n g  a n d  i m p r o v e s  p a t i e n t  u n -  

d e r s t a n d i n g ,  s a t i s f a c t i o n ,  a n d  c o o p e r a t i o n .  P a t i e n t s  a n d  

p r o v i d e r s  o f t en  differ  i n  t h e i r  e x p e c t a t i o n s  a b o u t  t h e  n a -  

t u r e  of  h e a l t h  p r o b l e m s  a n d  e x p e c t e d  o u t c o m e s .  1-12 T h e s e  

d i s a g r e e m e n t s  h a v e  a n e g a t i v e  effect  o n  p a t i e n t  s a t i s f ac -  

t ion ,  6 c o m p l i a n c e ,  la s y m p t o m s , U  a n d  r e s o l u t i o n  of  p r o b -  

l ems .  I. 12, ~4 Moreover ,  p r o v i d e r s  o f t en  l a c k  a d e q u a t e  i n t e r -  

v i ewing  ski l ls ,  u n d e r e s t i m a t e  t h e  a m o u n t  of  i n f o r m a t i o n  

p a t i e n t s  w a n t ,  ~2. 15 h a v e  dif f icul ty  d e t e c t i n g  a n d  r e s o l v i n g  

c o m p l i a n c e  p r o b l e m s ,  ]6 a n d  do  n o t  el ici t  a n d  d i s c u s s  pa -  

t i e n t  p e r c e p t i o n s .  ~7-19 P a t i e n t s  a r e  o f t en  r e l u c t a n t  to  re-  

q u e s t  i n f o r m a t i o n  or  e x p r e s s  t h e i r  o p i n i o n s  a n d  de s i r e s  

r e g a r d i n g  care .  Poor  h e a l t h  ca r e  o u t c o m e s  m a y  r e s u l t  f r om 

t h i s  r e l u c t a n c e ,  a s  wel l  a s  f rom p r o v i d e r s '  f a i lu re  to  el ici t  

a n d  p rov ide  i n f o r m a t i o n  i n  a w a y  t h a t  will p r o d u c e  de-  

s i r ed  c h a n g e s  in  p a t i e n t  a t t i t u d e s  a n d  b e h a v i o r .  

I n t e r v e n t i o n s  to i n c r e a s e  p a t i e n t s '  i n v o l v e m e n t  in  

d e c i s i o n - m a k i n g  h a v e  b e e n  s h o w n  to a l t e r  t h e i r  c o m m u -  

n i c a t i o n  w i t h  p r o v i d e r s  a n d  h a v e  r e s u l t e d  in  b e t t e r  

p a t i e n t  s a t i s f a c t i o n  w i t h  care ,  c o m p l i a n c e ,  a n d  h e a l t h  

o u t c o m e s .  20-31 However ,  p a t i e n t  e d u c a t i o n  p r o g r a m s  a r e  

di f f icul t  to c o n d u c t ,  a n d  t h e  effects  of s ing le  i n t e r v e n t i o n s  

d e c a y  over  t ime.  32 F u r t h e r m o r e ,  p a t i e n t s '  be l ie fs  a n d  pe r -  

c e p t i o n s  deve lop  a n d  c h a n g e  a s  a r e s u l t  of e x p e r i e n c e s  

w i t h  t h e  d i s e a s e  a n d  t r e a t m e n t )  7. 3a, 34 

I m p r o v i n g  p h y s i c i a n s '  i n t e r a c t i o n  ski l l s  m a y  b e  a 

m o r e  eff ic ient  u s e  of r e s o u r c e s  t h a n  m u l t i p l e  p a t i e n t  in -  

t e r v e n t i o n s .  A n u m b e r  of e x p e r i m e n t a l  s t u d i e s  h a v e  d e m -  

o n s t r a t e d  t h a t  e d u c a t i o n a l  i n t e r v e n t i o n s  c a n  improve  in te r -  

v i ewing  sk i l l s  a n d  c o m m u n i c a t i o n  b e h a v i o r  i n  p h y s i c i a n s ,  

r e s i d e n t s ,  a n d  m e d i c a l  s t u d e n t s .  ~3' 3~49 A l t h o u g h  fewer  

s t u d i e s  h a v e  e x a m i n e d  t h e  effect  of  s u c h  i n t e r v e n t i o n s  o n  

p a t i e n t  c a r e  o u t c o m e s ,  13' 37. 50-54 m o s t  s t u d i e s  h a v e  d e m -  

o n s t r a t e d  i m p r o v e m e n t s  i n  a va r i e t y  of  h e a l t h  ca r e  ou t -  

c o m e s  s u c h  a s  p a t i e n t  s a t i s f a c t i o n ,  r e t e n t i o n  of  i n f o r m a -  

t ion ,  m e d i c a t i o n  a n d  a p p o i n t m e n t  c o m p l i a n c e ,  b l o o d  

p r e s s u r e  con t ro l ,  a n d  a t t e m p t s  to  q u i t  s m o k i n g .  

A n u m b e r  of p r o b l e m s  w i t h  t h e  p r e v i o u s  s t u d i e s  l imi t  
147 
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their  applicability to clinical practice. First, a l though sev- 

eral experimental  s tudies have shown tha t  physician tu- 

torials can  change communica t ion  behavior  or enhance  

pat ient  care outcomes,  very few studies have measured  

the effect of educat ional  interventions on both physician 

behavior  and  pat ient  care outcomes.  13. 51.52 In addition, 

only one or two potential  pat ient  outcomes was examined 

in any one study, and sample sizes have been small. The 

interventions have tended to require a heavy commitment  

of ins t ructor  or trainee time, which makes  them expen- 

sive to conduct  and hinders  program implementat ion.  

Thus,  while there is ample evidence that  physician com- 

munica t ion  skills are related to pat ient  outcomes,  55-57 and 

that  these skills can  be learned by physicians,  the efficacy 

of a practical intervention that  can be implemented 

readily in outpat ient  sett ings to improve pat ient-physician 

interact ion and enhance  pat ient  care outcomes has  not  

been  adequately  studied. 

The purpose of the s tudy described here was to im- 

plement  and evaluate a practical intervention in an  out- 

pat ient  setting. The intervention was designed to facilitate 

physicians '  awareness  of patients '  concerns  and was de- 

rived from the l i terature showing that  recognition and ful- 

fillment of patients '  requests  for care are related to pat ient  

satisfaction, compliance, and heal th  status.  5s-6~ It con- 

sisted of two parts: (1) the use of a short  quest ionnaire  on 

which pat ients  could express to physicians their  desires 

for assistance,  and (2) a brief physician educat ional  pro- 

gram on how to use the information on the quest ionnaire  

and elicit, negotiate, and resolve pat ient  concerns.  The 

specific objectives of this s tudy were to determine whether  

this intervention designed to enhance  pat ient-physician 

communica t ion  would (1) increase the frequency with 

which physicians elicit patients '  concerns;  (2) enhance  

other  aspects  of the process of pat ient-physician commu-  

nication; and (3) improve heal th  care outcomes such  as 

patients '  satisfaction with care and compliance with med- 

ications and appointments  

METHODS 

Setting and Subjects 

The s tudy was conducted in an  urban,  university- 

based Veterans Affairs hospital  us ing a pretes t -post tes t  

design with random ass ignment  of physicians to an inter- 

vent ion or control group. All physician subjects  were staff 

physicians or internal  medicine residents  who had been 

seeing pat ients  in continuity care general  medicine clinics 

for more than  12 months.  

Study pat ients  were identified from the clinic panels  

of each s tudy physician. Patients were potentially eligible 

if they had at tended an appointment  with their  physician 

sometime in the last 9 months ,  had another  appointment  

scheduled during the basel ine (preintervention) data  col- 

lection period, and were taking oral medicat ion for at least 

one chronic condition. Patients were contacted unti l  at  

least  eight pat ients  were enrolled for each s tudy physi- 

cian. Written informed consent  was obtained at the base-  

line visit; data  were collected at the basel ine visit and at a 

post intervention visit 2 to 12 months  later. 

Intervention 

Educational Program for Physicians 

Physicians in the intervention group received an edu- 

cational program designed to enhance  their  ability to 

elicit, identify, and respond effectively to pat ient  requests .  

The teaching methods  included readings, lecture, discus- 

sion, review of videotapes, and role-playing. The educa-  

tional program was conducted in three 90-minute  ses- 

sions held at the beginning of regularly scheduled general 

medicine clinics. No pat ient  appointments  were scheduled 

dur ing the sessions.  The sessions were conducted at two- 

week intervals so that  physicians could practice using the 

clinical tool (Patient Requests  for Services Quest ionnaire,  

described below) in clinics during the al ternate weeks. 

Outlines and two or three focused readings were prepared 

for each session. The Fn-st session dealt  with the impor- 

tance of identifying and eliciting the patient 's  agenda, 

negotiating a realistic, consensua l  agenda for the visit, 

identifying patients '  a t t r ibut ions and expectations, rela- 

t ionship-building skills, and using the clinical tool. The 

pat ient  ques t ionnai re /c l in ica l  tool was presented to phy- 

sicians as a way to assis t  them in ascer ta ining patients '  

concerns. It was a t tached to the pat ient  chart,  and physi- 

cians were encouraged to review it before seeing the pa- 

tient. Although it was left to the physician to decide 

whether  to make any direct reference to the quest ionnaire  

in the patient 's  presence, the desirability of eliciting all 

pat ient  concerns  early in the visit was emphasized.  The 

second session reviewed the physicians '  experience with 

the clinical tool during the previous week and focused on 

how to help pat ients  follow recommendat ions .  The third 

session was devoted to practice and feedback of skills us-  

ing s imulated pat ients  who role-played four different sce- 

narios. 
Physicians in the control group received three 90- 

minute  seminar  teaching sessions on medical decision- 

making. In an interactive format, part icipants  discussed 

probability estimation, principles of diagnostic tests, and 

Bayesian probability revisions. 

Patient Requests for Services Questionnaire 

Before they saw their  doctor, pat ients  of physicians in 

the intervention group ffiled out a 16-item Patient Re- 

ques ts  for Services Quest ionnaire ,  6° and the form was at- 

tached to the front of the patient 's  medical  chart. The 

quest ionnaire  elicited information about  what  par t icular  

services or ass is tance pat ients  would like to receive. The 

types of services patients could request  on the form in- 

cluded information about  their  disease conditions and 

treatment; counseling regarding habit and behavior change; 
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discussion of their  concerns with the doctor; ass is tance 

with emotional  and social problems; and tests and refer- 
ral to specialists. 

The rationale for this clinical tool was that  physi- 

cians, a l though they may recognize their  own difficulty in 

eliciting and responding to patients '  concerns,  lack a 

method for focusing on patients '  priorities in a busy  clinic 

where  time to interact  with each pat ient  is limited. The 

quest ionnaire  was conceived as a clinical tool to enhance  

information transfer  between pat ient  and physician. The 

completed quest ionnaire  was a t tached to the front of the 

medical  char t  so that  the physician could review it before 

seeing the patient. After the visit, pat ients  Filled out a cor- 

responding form, the Patient Services Received Question- 

naire, on which they indicated whether  they had received 

any of the 16 services at that  visit. Patients in the control 

group filled out  the Patient Requests  for Services and the 

Patient  Services Received quest ionnaires  after their  visit; 

their  physicians did not  see the form. 

Measures 

Physician and Patient Baseline Characteristics 

A variety of measures  of factors that  may influence 

pat ient-physician interaction were made to assess  

whether  the physicians randomized to intervention and 

control groups were similar. Information about  physicians'  

job satisfaction and at t i tudes toward patient  care were ob- 

tained before beginning baseline data  collection. An eight- 

i tem scale was used to measure  physicians '  satisfaction 

with organizational characterist ics of the work setting in 

teaching hospital  group practices. 62, 63 Job  satisfaction 

scores were computed by averaging responses  over all 

i tems and could range from 1 (very dissatisfied) to 5 (ex- 

tremely satisfied). Atti tudes toward patient  care were as- 

sessed using four subscales  (medical empathy, 12 items; 

effective interaction, 13 items; non-verbal  expressiveness,  

5 items; courtesy/respect ,  3 items) from Linn's Humanis-  

tic Atti tudes and Behaviors Scale. 64 Responses  to each 

item were scored from 1 (strongly disagree) to 5 (strongly 

agree). Scores were computed by summing  responses  

within the subscale, with higher scores indicating higher 

self-reported humanis t ic  behavior. 

Patients were also examined with regard to compara-  

bility on factors that  may affect pat ient-physician interac- 

tion. Patient desires for information and part icipation in 

care were assessed at  the basel ine clinic visit us ing the 

Krantz Health Opinion Survey (KHOS). 65 Two subscales  

assess  desire for information (seven items) and behavioral  

involvement (nine items) using a binary y e s / n o  response 

format. Scores can range from 1 to 7 on the former scale 

and from 1 to 9 on the latter. Patients '  educat ion (eighth 

grade or less, some high school, high school graduate,  

some college, college graduate,  any postgraduate  work) 

and self-rated heal th  s ta tus  (1 = very poor; 5 = excellent) 

also were obtained by quest ionnaire.  All pat ient  and phy- 

sician quest ionnaires  have acceptable reliability and va- 

lidity. 

Patient-Physician Encounters 

Audio-tapes of clinic visits were obtained before and 

after the intervention by data  collectors who placed tape 

recorders in the examining rooms and turned them on at 

the beginning and off at the end of each visit. The Roter 

coding system 23 was used to classify the content  of the 

verbal exchanges between physicians and patients.  The 

coding scheme counts  the frequency of 40 categories of 

ut terances,  which were also collapsed into broader  cate- 

gories. Eight audiotape coders received approximately 50 

hours  of initial training. Ten percent  of tapes were coded 

by more than  one coder and reviewed to mainta in  quality 

and consistency throughout  the coding period. Interrater  

agreement  was high; the intraclass  correlation co- 

efficient 66 was .90 or greater for all aggregate and most  in- 

dividual u t terance  coding categories. 

To assess  the implementa t ion of intervention strate- 

gies, audiotape coders noted whether  physicians in the 

intervention group made any direct references to the Re- 

ques t  for Services Quest ionnaire  a t tached to the char t  

and, ff so, approximately when these references occurred 

in the visit (beginning, middle, or end). In addition, the 

coders recorded whether  or not  physicians elicited all of 

the patient 's  concerns.  If the physician cont inued to 

probe for the pat ient 's  concerns  ("Anything else?") unti l  

the pat ient  indicated there were no more concerns,  the 

visit was coded as "All concerns were elicited." Examples  

of quest ions to elicit pat ient 's  concerns  were: "How have 

you been doing?." "How are you?" "What can I do for you 

today?.". Interrater  agreement  on the coding of elicitation 

of pat ient  concerns  was very high (K = 0.93). 

Patient Care Outcomes 

The outcomes of patient  care included patients '  per- 

ceptions regarding the amoun t  of information they re- 

ceived, satisfaction with their  physician, medicat ion com- 

pliance, and appoin tment  keeping. Patients '  perceptions 

of the amount  of information they received from their  phy- 

sician about  their disease conditions and amoun t  of infor- 

mat ion they received about  medicat ions were assessed 

us ing single quest ions with five-point response scales 

(1 = nothing at all; 5 = all there is to know). The 26-i tem 

American Board of Internal Medicine Patient Satisfaction 

Quest ionnaire  67 was used to assess  the pat ient 's  percep- 

tion of the physician 's  personal  manner ,  communica t ion  

skills, and technical  competence.  The satisfaction scores 

were calculated by averaging the rat ings over all i tems 

and could range from 1 (poor) to 5 (excellent). These mea- 

sures  were obtained via a brief quest ionnaire  completed 

by the patient  immediately after the basel ine and postin- 

tervention clinic visits.  
A combinat ion of approaches  to assess  compliance 

has  been recommended to increase the proportion of sub- 

jects  who are correctly identified as noncompliant .  68 Two 
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methods  were used to assess  compliance with medica-  

tions for chronic conditions in this study: an objective 

technique based on computer ized pharmacy records of 

medicat ion prescript ions and refills, and a pat ient  inter- 

view to ascer ta in  self-reported frequency and pat te rn  of 

medication-taking.  Computerized pharmacy  records were 

used  to determine the a m o u n t  of medicat ion prescribed 

(what the pat ient  should have received) and the amoun t  

dispensed (what the pat ient  actually had fdled) in the year  

before the post intervent ion visit and in the year after. 69 

The compliance score was computed by dividing the 

amoun t  dispensed by the amoun t  prescribed. Whether  

pat ients  obtained their  medicat ions from other sources  

was ascer ta ined in the interview. While this method may 

overest imate actual  medication-taking,  it does provide an 

upper  limit of actual  compliance. 

Self-reported medicat ion compliance during three- 

month  periods following baseline and post intervention 

clinic visits was assessed by telephone interview using 

quest ions drawn from three sources:  a "nonjudgmental  

compliance question, "7° a four-i tem quest ionnaire  on ad- 

herence,  7~ and a four-i tem compliance interview. 34 Re- 

sponses  indicating tha t  medicat ions had been missed 

were followed up with more detailed quest ions  about  how 

m a n y  doses had been  missed and whether  changes  in the 

regimen had been discussed with the doctor. Patients 

who could not  be contacted by telephone were mailed a 

questionnaire.  Patients were classified as noncompl iant  if 

they obtained less than  100% of their  prescribed refills or 

they reported tha t  they usual ly  missed two or more doses 

of medicat ion per  week and had not  discussed these regi- 

men  changes with the doctor. 

The n u m b e r  of appoin tments  scheduled and the 

n u m b e r  of appointments  for which pat ients  failed to re- 

port  without  calling to cancel  or reschedule  ("no show") 

were obtained from the computerized appointment  files 

for the general  medicine clinic and all outpat ient  clinics in 

the one-year  intervals before and after the postinterven- 

tion visit. 

Data Analyses 

Physicians were the uni t  of analysis for all tests  of the 

effects of the intervention. Two approaches  were consid- 

ered to analyze the effect of t rea tment  group on the di- 

chotomous  outcome of elicitation of pat ient  concerns  and 

account  for cluster ing of pat ients  within physicians:  a 

generalized est imating equat ions (GEE) approach and a 

general l inear model  analysis of variance.  The GEE ap- 

proach is an  extension of logistic regression that  adjus ts  

for the effect of cluster ing and permits  the use  of covari- 

ates. 72 However, because  it tends to be unreliable in sam- 

pies in which there are fewer than  40 clusters  (physi- 

cians) per t rea tment  group, 7a we did not  use  it. Rather  we 

chose to use  the general l inear model  for the special case 

of the zero-one dependent  variable of elicitation of all pa- 

t ient  concerns,  TM which also allowed us  to account  for 

clustering and include a covariate. The model  included 

terms for t rea tment  effect, physician effect (physicians 

nested within t rea tment  group), and a covariate consist-  

ing of preintervention values  of elicitation of concerns.  

General  l inear model  analysis of var iance with terms for 

t rea tment  effects, physician effects, and preintervention 

values  was used also in the analyses  of pat ient  outcome 

variables. Conservative F values  for all t rea tment  effects 

were computed  using the mean-square  from the physi- 

cian effect term (degrees of freedom = 40}, ra ther  than  the 

error term, in the denominator.  SPSS and SYSTAT statis-  

tical software were used for the data  analyses. 75, 76 

RESULTS 

Study Subject Participation and Attrition 

Physicians 

Of 44 eligible physicians,  43 agreed to participate and 

provided writ ten consent;  however, one staff  physician left 

the VA before the post intervention data  were collected. 

Thus,  42 physicians (22 intervention, 20 control) com- 

pleted the study. 

Patients 

Letters with cards were sent  to 1,829 potentially eligi- 

ble patients,  and cards  were re turned by 859 (47%). Con- 

tact  was a t tempted with 761 pat ients  who indicated inter- 

est  or did not  re turn  a card. Of these,  we were unable  to 

contact  102 (13.40/o), 117 refused (15.4°/0), and 542 (71.2%) 

agreed to participate. Of the 542 patients,  409 (75.5%) 

gave writ ten consent  and completed baseline data  collec- 

tion. The majority (79%) of the pat ients  who agreed to 

part icipate bu t  for whom data were not  collected were not  

needed because  the quota  for their  physician had been 

filled. The remainder  either failed to report  for or canceled 

their  appointment ,  or no data  collector was available at 

the time of their appointment .  Of the 409 pat ients  who 

completed basel ine data  collection, 9 were pat ients  of the 

physician who left the VA before post intervent ion da ta  

were collected and were not  included in the analyses. 

Two hundred  nine pat ients  of the 22 intervention 

group physicians,  and 191 pat ients  of the 20 control 

group physicians completed baseline data  collection. Of 

these, 348 at tended post intervention clinic visits (185 in- 

tervention, 163 control). Of the 52 pat ients  lost to follow- 

up, 23% died, 15% refused to participate, 23% had no 

clinic visit scheduled within the post intervention follow- 

up period, and 31% changed physicians  before the end of 

the follow-up period (primarily because  their  third-year  

res ident  physicians  were Fmishing residency). Three hun-  

dred and eight pat ients  had complete audiotape data  at 

both baseline and post intervention visits. Attrition was 

similar among pat ients  of physicians in both t rea tment  

groups. Complete quest ionnaire  and tape data  at baseline 

and post intervention were obtained from 161 (77%) of 209 

pat ients  of intervention group physicians and from 146 
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(76%) of 191 p a t i e n t s  of con t r o l  g r o u p  p h y s i c i a n s .  Follow- 

u p  d a t a  o n  p h a r m a c y  a n d  o u t p a t i e n t  u t i l i z a t i on  for o n e  

y e a r  a f t e r  t h e  p o s t i n t e r v e n t i o n  v i s i t  we re  o b t a i n e d  f rom 

3 2 5  p a t i e n t s ,  175  (84%) of  2 0 9  i n  t h e  i n t e r v e n t i o n  g r o u p  

a n d  150 (79%) of  191 i n  t h e  c o n t r o l  g roup .  Se l f - r epo r t ed  

c o m p l i a n c e  d a t a  w e r e  o b t a i n e d  f r o m  3 8 6  (97%) of 4 0 0  pa -  

t i e n t s  a t  b a s e l i n e  a n d  3 1 7  (91%) of 3 4 7  p a t i e n t s  p o s t i n -  

t e rven t i on .  Fo r  3 1 0  p a t i e n t s ,  167 (80%) of  2 0 9  in  t h e  in te r -  

v e n t i o n  g r o u p  a n d  143 (75%) of  191 in  t h e  c o n t r o l  g r o u p ,  

s e l f - r epo r t  a n d  p h a r m a c y  m e d i c a t i o n  c o m p l i a n c e  i n f o r m a -  

t ion  a t  b o t h  b a s e l i n e  a n d  p o s t i n t e r v e n t i o n  were  avai lable .  

Baseline Characteristics of Study Subjects 

T h e  c h a r a c t e r i s t i c s  of  p h y s i c i a n s  a s s i g n e d  to t h e  in-  

t e r v e n t i o n  a n d  con t r o l  g r o u p s  a n d  t h e i r  p a t i e n t s  a r e  s u m -  

m a r i z e d  in  T a b l e  1. T h e r e  we re  n o  d i f f e rences  a t  b a s e l i n e  

b e t w e e n  p h y s i c i a n s  a s s i g n e d  to i n t e r v e n t i o n  a n d  c o n t r o l  

g r o u p s  o n  t h e  m e a s u r e s  of  j o b  s a t i s f a c t i o n  or  a t t i t u d e s  to-  

w a r d  p a t i e n t  care .  T h e r e  a l so  we re  n o  b a s e l i n e  d i f f e rences  

i n  t h e i r  p a t i e n t s '  d e m o g r a p h i c  or  h e a l t h  c h a r a c t e r i s t i c s ,  

or  a t t i t u d e s  a b o u t  p a r t i c i p a t i o n  i n  care .  P a t i e n t s  w h o  

w e r e  los t  to  fo l low-up  a l so  d id  n o t  differ  s ign i f i can t ly  f rom 

p a t i e n t s  w h o  c o m p l e t e d  p o s t i n t e r v e n t i o n  v i s i t s  w i t h  re-  

s p e c t  to t h e s e  v a r i a b l e s .  

Effect of the Intervention on Physician and 
Patient Behaviors 

Implementation of the Intervention by Physicians 

For  e a c h  p h y s i c i a n ,  t h e  p r o p o r t i o n  of  v i s i t s  in  w h i c h  

h e  or  s h e  e l ic i ted  all  of  t h e  p a t i e n t ' s  c o n c e r n s  w a s  c a l c u -  

l a t e d  be fo re  a n d  a f t e r  t h e  i n t e r v e n t i o n .  T h e  m e a n  p r o p o r -  

t i o n  of  v i s i t s  i n  w h i c h  al l  c o n c e r n s  we re  e l ic i ted i n c r e a s e d  

f r o m  3 5 %  to 6 0 %  in  t h e  i n t e r v e n t i o n  g r o u p  a n d  d e c r e a s e d  

f r o m  5 2 %  to  4 4 %  in  t h e  c o n t r o l  g r o u p  (Table 2). T h e  dif-  

f e r ence  b e t w e e n  t r e a t m e n t  g r o u p s  in  p o s t i n t e r v e n t i o n  

m e a n  s c o r e s  o n  e l i c i t a t ion  of  c o n c e r n s ,  c o n t r o l l i n g  for  

p h y s i c i a n  effects  a n d  p r e i n t e r v e n t i o n  v a l u e s ,  w a s  s t a t i s t i -  

ca l ly  s i g n i f i c a n t  (Fci,40) = 5 .013 ,  p = .032).  

Of  22  p h y s i c i a n s  in  t h e  i n t e r v e n t i o n  g r o u p ,  17 m a d e  

ove r t  r e f e r e n c e s  to  t h e  r e q u e s t s  q u e s t i o n n a i r e  in  a t  l e a s t  

one  p o s t i n t e r v e n t i o n  p a t i e n t  v i s i t  ( m e a n  = 4 0 %  of vis i ts) .  

However ,  p h y s i c i a n s  u s u a l l y  u s e d  t h e  q u e s t i o n n a i r e  to  

b r i n g  t h e  h i s t o r y  s e g m e n t  or  t h e  v i s i t  to  a close,  r a t h e r  

t h a n  a s  a tool  to  a id  i n  e l ic i t ing  all  of  t h e  p a t i e n t ' s  con -  

c e r n s  a t  t h e  o u t s e t  of  t h e  vis i t .  On ly  2 2 %  of p h y s i c i a n s '  

r e f e r e n c e s  to  t h e  q u e s t i o n n a i r e  w e r e  m a d e  a t  t h e  b e g i n -  

n i n g  of  t h e  visi t ,  w h e r e a s  4 5 %  of  r e f e r e n c e s  o c c u r r e d  ex- 

c lus ive ly  a t  t h e  e n d  of t h e  visi t .  Likewise,  w h e n  p h y s i c i a n s  

e l ic i ted  al l  p a t i e n t  c o n c e r n s ,  t h e y  u s u a l l y  d id  n o t  do  so  a t  

t h e  b e g i n n i n g  of  t h e  visi t .  

Utterance Counts 

T h e r e  w a s  n o  effect  of t h e  i n t e r v e n t i o n  o n  t h e  fre- 

q u e n c y  of  a n y  c a t e g o r y  of d o c t o r  or  p a t i e n t  u t t e r a n c e s ,  in -  

c l u d i n g  to t a l  n u m b e r  of  u t t e r a n c e s .  

Table I. Comparison of the Baseline Characteristics of 
Physicians and Patients 

Intervention Control 

Physic ian Characteristics (n = 22) (n = 20) 

Tra in ing  level 
Staff  8 (36%) 6 (30%) 
Thi rd-year  r e s iden t  8 (36%) 6 (300/0) 

Second-year  r e s iden t  6 (27%) 8 (40%) 

Gende r  
Male 12 (55%) 14 (70%) 
Female  10 (45%) 6 (30%) 

J o b  sa t i s fac t ion  score 3 .00 + 0 .78 3.2 + 0 .59 
(mean  -+ SD) 

H u m a n i s t i c  a t t i t udes  
(mean +- SD) 
C o u r t e s y / r e s p e c t  11.68 -+ 1.2 11.95 -+ 1.0 
Effective in te rac t ion  43.41 + 4.1 41 .15  + 4.2 
Medical  e m p a t h y  41.41 + 4.1 42 .45  + 3.4 
Nonverba l  effect iveness  19.20 -+ 2.1 18.85 +- 1.5 

Patient  Characteristics (n = 185) (n = 163) 

Age (mean  + SD) 61 .84  + 3.6 62 .84  _+ 3.2 

Male gender  (%) 92 94  

Educa t i on  
High school  g r a d u a t e s  (°/o) 23 20 
Some college (%) 45  36 
College g r a d u a t e s  (%) 11 17 

Self-rated h e a l t h  s t a t u s  
Very poor  or poor  (%) 47  46 
Fair  (%) 34 35 

Good or excel lent  (%) 19 19 
Self-rated b o t h e r  or d iscomfor t  

f rom condi t ions  
None, very little (%) 23 24 
Some {%) 32 28 
Fair  a m o u n t  (%) 25 29 
Grea t  deal  (%) 20 19 

KHOS- informat ion  seek ing  3 .36 +_ 0 .79 3.21 + 0 .75 

(mean + SD) 
KHOS-behaviora l  invo lvement  2.21 _+ 0.63 2.04 + 0 .90 

(mean  + SD) 

Effects of the Intervention on Patient 
Care Outcomes 

Patients' Perceptions 

After  t h e i r  b a s e l i n e  a n d  p o s t i n t e r v e n t i o n  v is i t s ,  p a -  

t i e n t s  we re  a s k e d  h o w  m u c h  i n f o r m a t i o n  t h e i r  p h y s i c i a n  

h a d  g iven  t h e m  a b o u t  t h e i r  h e a l t h  s t a t u s  a n d  t h e  c a u s e s  

of  t h e i r  d i s e a s e  c o n d i t i o n s ,  a s  wel l  a s  h o w  m u c h  i n f o r m a -  

t i o n  t h e y  h a d  b e e n  g iven  r e g a r d i n g  t h e i r  m e d i c a t i o n s  a n d  

p o s s i b l e  s ide  effects.  O n  ave rage ,  a t  b a s e l i n e  p h y s i c i a n s  

in  b o t h  g r o u p s  we re  r a t e d  a s  g iv ing t h e i r  p a t i e n t s  "qu i te  a 

lot" of  i n f o r m a t i o n  or  "all t h e r e  is  to  k n o w "  a b o u t  t h e i r  d i s -  

e a s e  c o n d i t i o n s  a n d  m e d i c a t i o n s .  Af ter  t h e  i n t e r v e n t i o n ,  

t h e  r a t i n g s  of a m o u n t  of i n f o r m a t i o n  g iven  b y  con t ro l  

g r o u p  p h y s i c i a n s  dec l ined ,  wh i l e  i n t e r v e n t i o n  g r o u p  p h y -  

s i c i a n s '  r a t i n g s  i n c r e a s e d  s l igh t ly  (Table 2). T h e  p o s t i n t e r -  
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Table 2. Comparison of Outcome Measures in Intervention and Control Group Physicians 
Before and After the Intervention 

Intervention Control 
Outcome measure (n = 22) (n = 20) p Value 

Mean  propor t ion  of visi ts  in which  all conce rns  were elicited 
Before 0 .35 (0.24) 0 .52 (0.21) 
After 0.61 (0.27) 0 .44 (0.17) .032 

Pa t ien t  percept ion  of a m o u n t  of in fo rmat ion  given by  
phys ic i an  a b o u t  med ica t ions  a n d  side effects 

Before 3 .86 (0.26) 3 .89 (0.31) 
After 3.91 (0.29) 3 .75 (0.27) .058 

Pa t ien t  percep t ion  of a m o u n t  of in format ion  given by  
phys ic ian  a b o u t  d i sease  condi t ions  

Before 3 .93 (0.23) 3 .92 (0.27) 
After 3 .96  (0.38) 3 .79 (0.34) .040 

Pa t ien t  sa t i s fac t ion  

Before 4 .40 (0.23) 4 .37 (0.19) 
After 4 .44 (0.22) 4 .36 (0.22) > . 2 0  

Mean  propor t ion  of pa t i en t s  compl ian t  wi th  med ica t ions  
Before 56.8 (15.3) 58.1 (17.9) 
After 54.1 (17.9) 56.8 (22.7) > .20  

Mean  propor t ion  of pa t i en t s  who did not  repor t  for 
~> 1 clinic visit  

Before 0.21 (0.14) 0 .16 (0.18) 
After 0 .14 (0.15) 0 .09 (0.10) > .20  

Values are means  with s tandard deviations in parentheses.  

v e n t i o n  d i f f e rences  we re  s t a t i s t i c a l l y  s i gn i f i c an t  for per -  

c e p t i o n s  a b o u t  a m o u n t  of i n f o r m a t i o n  rece ived  r e g a r d i n g  

d i s e a s e  c o n d i t i o n s  (F¢1,40) = 4 .30 ,  p = .04), a n d  for m e d i -  

c a t i o n s  a n d  s ide  effects  (F(t.4ol = 3 .61,  p = .058).  

Patient Satisfaction 

In  gene ra l ,  s a t i s f a c t i o n  s c o r e s  were  h igh ;  t h e  m a j o r i t y  

of  p a t i e n t s  r a t e d  t h e i r  phys i c i ans "  sk i l l s  in  m o s t  a r e a s  a s  

"very good" or  ~excel lent ."  S a t i s f a c t i o n  s c o r e s  d id  n o t  

c h a n g e  s ign i f i c an t l y  a f t e r  t h e  i n t e r v e n t i o n  (Table 2) in  ei- 

t h e r  t h e  i n t e r v e n t i o n  or  c o n t r o l  g r o u p  (F c~,40) = 1.40,  p = 

.24). 

Medicat ion and Appointment Compl iance 

The  m e a n  p r o p o r t i o n  of p a t i e n t s  w h o  were  c o m p l i a n t  

w i t h  t h e i r  m e d i c a t i o n s  d id  n o t  differ  b e t w e e n  i n t e r v e n t i o n  

a n d  con t ro l  g r o u p  p h y s i c i a n s  be fo re  or  a f t e r  t h e  i n t e r v e n -  

t ion .  Likewise,  t h e  p r o p o r t i o n  of p a t i e n t s  w h o  fai led to re-  

p o r t  for one  or  m o r e  s c h e d u l e d  g e n e r a l  m e d i c i n e  c l in ic  

v i s i t s  in  t h e  o n e - y e a r  i n t e r v a l s  be fore  a n d  a f t e r  t h e  i n t e r -  

v e n t i o n  d id  n o t  differ  b y  t r e a t m e n t  g r o u p  (Table 2). 

Effects of the Intervention and Physician Gender 

We did  a n a l y s e s  to  e x a m i n e  w h e t h e r  p h y s i c i a n  gen-  

d e r  h a d  a n y  i n d e p e n d e n t  or  i n t e r a c t i v e  effects.  S e p a r a t e  

t a b l e s  c o n s t r u c t e d  for m a l e  a n d  f ema le  p h y s i c i a n s  

s h o w e d  t h e  effects  of t h e  i n t e r v e n t i o n  we re  ve ry  s i m i l a r  in  

b o t h  g r o u p s ,  a n d  a n a l y s e s  of  v a r i a n c e  s h o w e d  n o  signif i-  

c a n t  m a i n  effect  of  p h y s i c i a n  gende r .  T h e r e  a l so  w a s  n o  

s i gn i f i c an t  g e n d e r - t r e a t m e n t  g r o u p  i n t e r a c t i o n .  We d id  

n o t  h a v e  su f f i c i en t  n u m b e r s  in  al l  s u b g r o u p s  to e x a m i n e  

a g e n d e r - t r a i n i n g  i n t e r a c t i o n .  

DISCUSSION 

U s i n g  a n  i n t e r v e n t i o n  of re la t ive ly  low i n t e n s i t y  we 

were  ab le  to c h a n g e  p h y s i c i a n  b e h a v i o r .  Af ter  t h e  in te r -  

v e n t i o n ,  t h e  f r e q u e n c y  w i t h  w h i c h  p h y s i c i a n s  el ic i ted all  

of  a p a t i e n t ' s  c o n c e r n s  i n c r e a s e d  s ign i f i can t ly  in  t h e  i n t e r -  

v e n t i o n  g roup .  T h i s  c h a n g e  a p p a r e n t l y  w a s  a c c o m p l i s h e d  

w i t h o u t  a n  i n c r e a s e  in  t h e  l e n g t h  of t h e  visi t .  A l t h o u g h  we 

d id  n o t  d i rec t ly  t i m e  t h e  v is i t s ,  t h e r e  w a s  n o  i n c r e a s e  in  

to t a l  v e r b a l  u t t e r a n c e  c o u n t s  a s  a r e s u l t  of t h e  i n t e r v e n -  

t ion .  

A l t h o u g h  t h e  i n t e r v e n t i o n  i n c r e a s e d  t h e  f r e q u e n c y  

w i t h  w h i c h  al l  p a t i e n t  c o n c e r n s  were  el ici ted,  m a n y  p h y s i -  

c i a n s  w a i t e d  u n t i l  t h e  e n d  of  t h e  v i s i t  to d e t e r m i n e  

w h e t h e r  all c o n c e r n s  or  q u e s t i o n s  h a d  b e e n  a d d r e s s e d .  It  

h a s  b e e n  s u g g e s t e d  t h a t  i t  m a y  b e  m o r e  eff ic ient  a n d  ef- 

fect ive to c o n d u c t  t h i s  ac t iv i ty  ea r l i e r  in  t h e  visi t ,  77, 78 F u r -  

t h e r  d e v e l o p m e n t  of t h e  e d u c a t i o n a l  a p p r o a c h  s h o u l d  in-  

c l u d e  a g r e a t e r  focus  o n  h o w  to elicit  c o n c e r n s  ea r l i e r  in  

t h e  visi t .  

T h e  i n t e r v e n t i o n  h a d  n o  s u b s t a n t i v e  effects  o n  pa -  

t i e n t  o u t c o m e s .  P a t i e n t s '  p e r c e p t i o n s  of  t h e  a m o u n t  of  in -  

f o r m a t i o n  g iven  b y  t h e i r  p h y s i c i a n  a b o u t  m e d i c a t i o n s  a n d  

d i s e a s e  c o n d i t i o n s  dif fered s ign i f i can t ly  b e t w e e n  t r e a t -  

m e n t  g r o u p s  a f t e r  t h e  i n t e r v e n t i o n ;  however ,  t h e  a c t u a l  

m a g n i t u d e  of effect  w a s  smal l .  Likewise,  t h e  effects  of t h e  

i n t e r v e n t i o n  d id  n o t  gene ra l i ze  to  t h e  b r o a d  r a n g e  of  ver -  

b a l  b e h a v i o r s  t h a t  a re  m e a s u r e d  b y  t h e  R o t e r  c o d i n g  



]GIM Volume 11, March 1996 153 

s c h e m e ,  p e r h a p s  b e c a u s e  o f  t h e  f o c u s e d  a n d  s p e c i f i c  n a -  

t u r e  o f  t h e  i n t e r v e n t i o n .  N o r  w a s  t h e r e  a n y  e f f e c t  o n  p a -  

t i e n t  s a t i s f a c t i o n  o r  m e d i c a t i o n  a n d  a p p o i n t m e n t  c o m p l i -  

a n c e .  T h e  m e a s u r e s  o f  p a t i e n t s '  p e r c e p t i o n s  o f  t h e  a m o u n t  

o f  i n f o r m a t i o n  g i v e n  b y  t h e i r  p h y s i c i a n  w e r e  s i n g l e  i t e m s  

t h a t  m a y  h a v e  l o w  r e l i a b i l i t y  a n d  s e n s i t i v i t y  to  t r e a t m e n t  

e f f e c t s .  T h e  s a t i s f a c t i o n  m e a s u r e  h a d  v e r y  l o w  v a r i a b i l i t y  

a n d ,  a s  h a s  b e e n  o b s e r v e d  i n  o t h e r  s t u d i e s ,  t h e  m a j o r i t y  

o f  p a t i e n t s  a t  b a s e l i n e  r e p o r t e d  h i g h  l e v e l s  o f  s a t i s f a c t i o n  

a n d  r a t e d  m o s t  o f  t h e i r  p h y s i c i a n s '  s k i l l s  a s  " v e r y  g o o d "  o r  

" e x c e l l e n t . "  F u r t h e r m o r e ,  t h e  s a t i s f a c t i o n  s c o r e  r e f l e c t s  

m a n y  d i m e n s i o n s  o f  p h y s i c i a n  b e h a v i o r ,  w h i c h  m a y  a l s o  

m a k e  i t  l e s s  s e n s i t i v e  to  t h e  e f f e c t s  o f  t h e  i n t e r v e n t i o n .  Al-  

t h o u g h  w e  e x p e c t e d  t h a t  m e d i c a t i o n  a n d  a p p o i n t m e n t  

c o m p l i a n c e  w o u l d  i m p r o v e ,  t h e s e  m e a s u r e s  a l s o  h a d  l ow  

v a r i a b i l i t y ;  m o s t  p a t i e n t s  i n  b o t h  g r o u p s  w e r e  c o m p l i a n t  

w i t h  m e d i c a t i o n s  a n d  a p p o i n t m e n t s .  M o r e o v e r ,  t h e s e  a r e  

s e c o n d a r y  o u t c o m e s  t h a t  p r o b a b l y  a r e  m e d i a t e d  b y  

c h a n g e s  i n  a t t i t u d e s  a n d  s a t i s f a c t i o n .  

T h e  l o w  v a r i a b i l i t y  o f  t h e  s a t i s f a c t i o n  a n d  c o m p l i a n c e  

o u t c o m e  m e a s u r e s  m a y  h a v e  b e e n  d u e  to  t h e  v o l u n t a r y  

n a t u r e  o f  p a t i e n t  p a r t i c i p a t i o n .  S p o n t a n e o u s  c o m m e n t s  

f r o m  p a t i e n t s  i n d i c a t e d  t h a t  t h o s e  w h o  r e f u s e d  to  p a r t i c i -  

p a t e  w e r e  m o r e  o f t e n  u n h a p p y  w i t h  t h e i r  m e d i c a l  c a r e  

t h a n  w e r e  p a t i e n t s  w h o  c h o s e  to  p a r t i c i p a t e .  I n  a d d i t i o n ,  

s o m e  o f  t h e  f a c t o r s  b y  w h i c h  p a t i e n t s  w e r e  i n c l u d e d  i n  t h e  

f i n a l  a n a l y s e s  o f  t h e  e f f ec t  o f  t h e  i n t e r v e n t i o n  (e.g. ,  a t  l e a s t  

o n e  v i s i t  i n  t h e  n i n e  m o n t h s  p r i o r  to  e n r o l l m e n t  a n d  a t -  

t e n d e d  b o t h  p r e i n t e r v e n t i o n  a n d  p o s t i n t e r v e n t i o n  v i s i t s )  

w o u l d  t e n d  to  e x c l u d e  p a t i e n t s  w h o  m i s s  a p p o i n t m e n t s .  

O u r  f i n d i n g s  s u g g e s t  t h a t  s t r a t e g i e s  to  e n h a n c e  p a -  

t i e n t - p h y s i c i a n  c o m m u n i c a t i o n  a n d  i m p r o v e  p a t i e n t  c a r e  

o u t c o m e s  w a r r a n t  f u r t h e r  e x p e r i e n c e  a n d  a p p l i c a t i o n .  

T h e  p o s i t i v e  e f f e c t s  o n  p h y s i c i a n  b e h a v i o r  o c c u r r e d  a f t e r  

o n l y  4 . 5  h o u r s  o f  t r a i n i n g .  A l t h o u g h  w e  f o u n d  n o  e f f ec t  o n  

p a t i e n t  o u t c o m e s ,  o n e  m i g h t  a c h i e v e  a g r e a t e r  e f f ec t  i f  t h e  

e d u c a t i o n a l  i n t e r v e n t i o n  a n d  r e q u e s t  q u e s t i o n n a i r e  w e r e  

a n  o n g o i n g  p a r t  o f  c l i n i c  p r o c e d u r e s ,  c o n d u c t e d  o v e r  t h e  

c o u r s e  o f  m u l t i p l e  v i s i t s  w i t h  a l l  p a t i e n t s .  O t h e r  s t u d i e s  

t h a t  h a v e  e v a l u a t e d  i n t e r v e n t i o n s  d e s i g n e d  to  c h a n g e  p a -  

t i e n t  c o m m u n i c a t i o n  b e h a v i o r s  h a v e  s h o w n  e f f e c t s  o n  

o u t c o m e s  s u c h  a s  m e d i c a t i o n  c o m p l i a n c e  a n d  s a t i s f a c -  

t ion.22, 23, 25, 29-31 It  m a y  b e  t h a t  t h e s e  o t h e r  i n t e r v e n t i o n s ,  

b e c a u s e  t h e y  i n v o l v e  p a t i e n t s  m o r e  d i r e c t l y ,  h a v e  g r e a t e r  

p o t e n t i a l  to  a f f e c t  s u c h  o u t c o m e s .  T o  c r e a t e  t h e  g r e a t e s t  

i m p r o v e m e n t  i n  m e d i c a l  c a r e  i n  t h e  p r i m a r y  c a r e  s e t t i n g ,  

i n t e r v e n t i o n s  m a y  n e e d  to  b e  d i r e c t e d  to  b o t h  p h y s i c i a n s  

a n d  p a t i e n t s .  

We thank Kenneth James, PhD, for statistical assistance and 
advice. 
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