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ABSTRACT
PURPOSE: To test an intervention to reduce patients' unmet concerns in primary care Vvisits.

SCOPE: About 40% of primary care patients present with more than one medical concern.
Numbers of these concerns are not met. This intervention was designed to reduce patients' unmet
concerns.

METHODS: Randomized controlled trial of two interventions, with videotaping of office visits,
and pre- and post-visit surveys. Physicians performed four normal visits (controls) and were
randomly assigned to one of two intervention conditions for at least seven additional visits. In
the interventions, physicians asked about additional concerns in one of two ways: "Is there
anything else you want to address in the visit today?" (ANY condition) and "Is there something
else you want to address in the visit today?"(SOME condition).

SETTING: Outpatient offices of community-based physicians. PARTICIPANTS: 230 patients
visiting 20 physicians. MEASUREMENTS: Patients' unmet concerns were operationalized as
concerns that were listed in a pre-visit survey that were not raised during the medical visit.
Logistic regression was used to determine communication and other factors associated with
unmet concerns.

RESULTS: Relative to controls, the SOME condition nearly halved the odds of unmet concerns
(OR=0.57, p=.036). The ANY condition had no impact on unmet concerns relative to controls.
Neither arm of the intervention influenced visit length. Although the SOME condition generated
many additional concerns, it was not associated with the expression of concerns not listed in pre-
visit surveys. Neither arm of the intervention influenced visit length or patient satisfaction.
Although the SOME condition generated many additional concerns, it was not associated with
the expression of concerns not listed in the pre-visit survey.

KEYWORDS: primary care, physician-patient communication, unmet concerns, physician
questions, patient agendas
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PURPOSE

This study was designed to investigate the extent of patients' unarticulated complaints and
physicians' management of multiple complaints in the acute primary care context. The study had
SIX aims:

Aim 1. To investigate the extent to which patients arrive with multiple concerns and present
those concerns to physicians.

Aim 2. To determine whether a simple communication intervention can increase the raising of
multiple concerns.

Aim 3. To determine whether this communication intervention will result in patients' multiple
concerns being addressed fully and effectively.

Aim 4. To determine whether this communication intervention will result in increased patient
satisfaction with the medical visit.

Aim 5. To evaluate the impact of the number of concerns raised on visit length.

Aim 6. To determine the association between visit length and patients' visit satisfaction within
the context of these variations.

SCOPE

Primary care patients frequently present to their physicians with more than one medical concern.
Data from the 1998 National Ambulatory Medical Care Survey (NAMCS) indicate that some
35% of patients present with two or more reasons for the medical visit and that this figure rises
to 42% for patients presenting on an acute basis. These statistics suggest that physicians can face
severe problems in managing their patients' arrays of concerns fully and effectively. In a context
in which cost pressures are generally reducing visit times, physicians have less time to gather
information about patients' health, and relevant history taking may be abbreviated [1]. Studies
suggest that new and potentially severe medical problems may emerge late in visits, further
curtailing the opportunity for physicians to address them in a complete and effective manner
[2-4].

Prior research has documented the significance of physician-patient communication in
the primary care context with respect to a wide range of physician- and patient-level outcomes.
These include the ability of physicians to evaluate patients' symptoms, to diagnose, to make
effective treatment recommendations, to manage consultation time effectively, and to assess such
patient-level outcomes as physiological indicators of health status, satisfaction, adherence to
medical recommendations, and propensity to litigate [5-17]. Physician communication behaviors
are among the more significant predictors of patient satisfaction and adherence. Previous research
has shown that the extent to which patients are satisfied with their medical care is an significant
determinant of several important outcomes including the economic success of various healthcare
delivery systems and even the viability of certain providers’ practices. Patient satisfaction is also
strongly associated with patient adherence to medical regimens [18, 19] and better healthcare
outcomes [5, 13]. When patients are dissatisfied, particularly with the interpersonal aspects of
their care, they are more likely to change doctors [20], to disenroll from prepaid health plans
[21], and to bring malpractice litigation [22]. A range of physician behaviors is associated with
increased patient satisfaction, including the patient-centered interviewing style involving an
active search for the patient's point of view, empathetic and affiliative communication behaviors,
information giving by physicians, and physician technical competence [10, 11, 23, 24].
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Patient Problem Presentation

One of the most longstanding, important, and complex issues currently being addressed
by scholars of physician-patient communication concerns patients’ levels of communicative
involvement, or participation, during medical visits (e.g., [25, 26]). A consistent finding of
numerous studies is that patients commonly adopt a responsive position within the primary care
encounter. Stated negatively, patients take the interactional initiative relatively infrequently:
they rarely ask for information, explanations, or clarification, or volunteer information, opinions,
preferences, or concerns [6, 19, 26 34].

When patients visit primary care physicians, they often have more than one concern,
including (1) the presentation of medical problems, which can themselves multiple biomedical
and psychosocial components; (2) requests for information; and (3) requests for non-diagnostic
services (e.g., prescriptions) [2, 3, 35-37]. Data from the 1998 National Ambulatory Medical
Care Survey (NAMCS) indicate that some 35% of patients present with two or more reasons,
symptoms, or complaints and that this figure rises to 42% for patients presenting on an acute
basis. Physicians’ knowledge of the full spectrum of patients’ concerns is vital not only for the
accurate diagnosis and treatment of medical conditions but also for the delivery of
comprehensive and quality healthcare [30, 37-45]. One consequence of patients' predominantly
responsive stance in the medical visit is that patients' full agendas of concerns do not always get
revealed and addressed during visits. The number of patients with one or more unarticulated
concerns is presently under-researched, but a recent small-scale British study indicated that only
11% of patients voiced all their concerns in their primary care visits and that, in 40% of visits,
there were problematic outcomes (e.g., unwanted prescriptions, nonadherence, and major
misunderstandings), all of which were associated with unvoiced concerns.

Patients' additional concerns tend to be articulated in two basic locations in the acute
primary care visit: (1) at the beginning of the visit and (2) after the presenting complaint has
been addressed. In 75-85% of acute visits, physicians ordinarily solicit patients’ chief complaints
with open-ended yet task-focused questions, such as “What can I do for you?" [46]. In a large
majority of cases, these questions, and the more or less extended patient responses to them, lead
directly into history taking for the presenting complaint [47-52]. Many medical textbooks advice
physicians to “survey concerns,” or solicit additional problems and concerns throughout
encounters [11, 50, 51, 53]. Specifically, physicians are encouraged to survey concerns after
patients finish presenting their first medical problem (e.g., “Anything else that’s bothering
you?” [37, 48]). However, the nature, value, and efficacy of this phenomenon — that is,
surveying patients’ concerns after patients finish presenting their first medical problem — has not
been rigorously examined; there is no prior research on this phenomenon, and extant
recommendations are based solely on informed speculation. Moreover, the examination of
actual physician-patient communication indicates that physicians rarely survey concerns in this
manner [48, 49, 54, 55].

In this context, patients' additional concerns (whether volunteered or solicited) tend to
emerge only after the chief complaint has been addressed, often in response to a physician
inquiry, such as "Anything else?" or "Do you have any other problems?" One consequence of
this is that additional, and potentially serious and consequential, complaints may only emerge
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toward the end of the consultation, when time may be running short, and in a communication
context for which closing the encounter has clearly become a relevant option [56]. One
manifestation of this is the classic “by-the-way” syndrome [57], in which patients present
“doorknob” concerns. This phenomenon appears to be quite general. White et al. (1994) [2]
found that patients raised new concerns in the closing phase of 21% of encounters (see also [3]).

The Effects of Question Formats

Although the use of questions to survey patients' additional concerns creates a context in
which those concerns can be articulated [11, 30, 37, 58-60], much can depend on how those
questions are worded. Research into survey design [61-65], and discourse studies of mundane
conversation [58, 66 69], medical [11, 30, 37, 46, 70-73], legal [74-77], and mass media
questioning [78-85] document the impact of the specific wording of questions on subsequent
responses. Similar findings are available from studies of the wording of patient concerns
[86, 87]. Studies of question design during both comprehensive history taking and history
taking focused on presented medical conditions show that physicians tend to employ question
designs that embody an expectation for, and tend to promote, 'no problem' or 'optimized'
responses [71-73]. Questions like "Are your bowel movements normal?", "You have your gall
bladder?", "But no blood in the urine?", or "You don't have asthma, do you?" embody this
preference for 'no problem' answers. Eric Cassell [88] notes that, "even when we physicians
ask questions, the structure of the questions and their wording provides information about
ourselves, our intent, our beliefs about patients and diseases as well as eliciting such
information about patients; 'taking a history' is unavoidably and actually an exchange of
information." [p.4] Questions such as those listed above convey information about not only
desirable medical conditions but also what the physician treats as expectable or likely. Studies
of question design suggest that both physicians and patients are finely attuned to the
implications of these differences in question design. Of particular importance in this context are
questions containing what linguists term 'negative polarity items' [89], especially terms such as
'any', 'ever', 'at all,' etc., that convey that the optimal and expected answer to the question is
"No." In the example below, all five of the arrowed questions are negatively polarized:

DOC: -> An” do you have any other medical problems?
PAT: Uh: no.
(7.0)
DOC: -> No heart disease,
PAT: #Hah: .# ((cough))
PAT: No.
(1-3)
DOC: -> Any lung disease as far as you know:,
PAT: No.
)
PAT: Not that I know of.
)
DOC: -> Any diabetes,
PAT: No.
DOC: -> Have you ever had (uh) surgery?
(0.5)

PAT: 1’ve had four surgeries on my left knee:.
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The patient here is sensitive to the expectation that these questions should likely be responded to
with a simple and immediate "No": Although the first four are responded to in this way, the fifth,
which attracts a counter-to-expectations affirmative answer, is slightly delayed and the patient
avoids an explicit "No." This avoidance is a well-documented feature of responses that find
difficulty with a question as framed [67]. This phenomenon of negative polarization is
particularly important in the context of inquiries into patients' concerns. For example, it is
possible that the use of the negative polarization marker "any" in such questions as "Anything
else?" or "Are there any other problems you'd like to talk about today," though inviting the
expression of additional concerns, may subtly militate against their expression by conveying an
'optimized' expectation or preference that the patient does not have any. Because this is the likely
default format that physicians will use in this context, the use of this format will be specifically
addressed in the design of this study.

METHODS

The study was a group randomized trial of two communication interventions, with videotaping of
office visits and pre- and post-visit surveys.

Data Collection

Twenty family physicians were recruited to the study, 10 in Los Angeles County, and 10 in the
State College area of Pennsylvania (physician response rate: 80%). An LA County pediatrician
was also recruited to assess whether the intervention would be more effective for persons
younger than 18 years. Physicians and patients were told that the purpose of the study was to
examine how patient concerns were expressed in primary care and were offered $300 and $10,
respectively, to participate. Data collection spanned January to June 2004. For a 1- to 3-week
period, patients were consecutively screened for eligibility in the waiting rooms of physicians'
offices. To be eligible, patients had to be adults who had previously visited the healthcare
practice, were presenting a new medical concern, and were able to conduct the visit in English.
All study procedures were reviewed and approved by the Institutional Review Boards of the
University of California, Los Angeles, the Pennsylvania State University, and participating
healthcare organizations.

Patients were recruited in the waiting rooms of the physicians' office on a consecutive
basis. Initial screening questions were used to determine whether the patient was presenting on
an acute basis and whether the medical visit would be conducted in English. Acute-presenting,
English-speaking patients were then enrolled (73% response rate) and completed a pre-visit
survey that asked them to list "your reasons for seeing the doctor today, including the problems
and concerns you want to talk about with the doctor." The pre-visit survey also asked for
demographic information and contained a four-item General Healthcare Satisfaction Scale. The
subsequent medical visit was videotaped. After the visit, patients were asked to complete a
survey focused on satisfaction with the visit, using the Medical Interview Satisfaction Scale.

Intervention

After data collection with the first four of each physician's patients, the physician was given a
videotape that described, explained, and exemplified the communication intervention to be
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performed. The tape required the physician to open the visit in his or her usual way and, once the
presenting concern was determined, to ask "Is there anything else you want to address in the visit
today?" (ANY condition) and "Is there something else you want to address in the visit
today?"(SOME condition). Physicians were reminded of the intervention question with 3x3"
Post-it notes, which were placed unobtrusively in patients’ medical charts. In practice, physicians
sometimes failed to perform the intervention or performed it inappropriately. These cases were
removed from the data set, and the physicians were asked to do replacements until a full
complement of cases was collected. At least seven additional 'intervention' visits were collected
for each physician. Some oversampling of cases occurred.

Measures

Data analysis began with bivariate modeling of relationships. Relationships that had p values

of .1 or better were incorporated into OLS or logistic regression models. Logistic regression was
used to test the significance of the interventions on unmet and unanticipated concerns. OLS
regression was used to test the impact of these variables on visit length. Clustering of patients
within doctors was controlled for in all regression analyses.

Because patients with only a single concern are overwhelmingly likely to have that
concern addressed, the primary evaluation of the intervention is restricted to patients who
expressed more than one concern in the pre-visit survey. We focus on effects within adherent
physicians (e.g., among the treated patients) but also present an intention-to-treat analysis
through a sensitivity test that re-samples incorrectly performed interventions from control cases.

RESULTS

Twenty-five physicians were approached before 20 (80%) agreed to participate. Of 391
patients who were approached, 284 (73%) agreed to participate. Physicians accurately performed
interventions in 81% of visits. In 54 instances (27% of the intervention cases), the intervention
was implemented incorrectly. High levels of non-response to the pre-visit survey made four
cases (2%) unusable, yielding a final sample of 226 visits for analysis, 20 of which were used
only for evaluating the priming effects of the survey. The main patient and visit characteristics
are summarized in Table 1; 49% of the sample listed more than one concern in the pre-visit
survey (Mean 1.7; SD 0.9; Range 1-6), and 63% of the Los Angeles sample and 36% of the
Pennsylvania listed multiple concerns. In the recorded visit, 53% of patients presented more than
one concern (Mean 1.9; SD 1.0; Range 1-5).

Aim 1. To investigate the extent to which patients arrive with multiple complaints and
present those complaints to physicians.

Numbers of concerns

The main patient and visit characteristics are summarized in Table 1; 49% of the sample listed
more than one concern in the pre-visit survey (Mean 1.7; SD 0.9; Range 1-6), and 63% of the
Los Angeles sample and 36% of the Pennsylvania listed multiple concerns. In the recorded
visit, 53% of patients presented more than one concern (Mean 1.9; SD 1.0; Range 1-5).
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Compared to other controls, the patients who were not asked to list their reasons for the medical
visit in the pre-visit survey did not significantly differ in the number of presented concerns,
indicating that the pre-visit survey did not have a priming effect (p=0.998). Patient age was
positively associated with both the number of concerns itemized in the pre-visit survey (0.8% for
each year of patient age; SE .0036; p=.023) and the articulation of concerns in the visit (1.2% of a
concern for each year of patient age; SE .004; p=.004). No other non-intervention variables
predicted the number of concerns patients would list pre-visit or express in the visit.

Priming

Twenty pre-intervention (control) patients were not asked to list their concerns in the pre-visit
survey. Compared to other controls, the patients who were not asked to list their reasons for the
medical visit in the pre-visit survey did not significantly differ in the number of presented
concerns, indicating that the pre-visit survey did not have a priming effect (p=0.998).

Aim 2. To determine whether a simple communication intervention can increase the raising
of multiple concerns.

To examine this question we looked at (i) whether the interventions raised additional concerns,
(i1) whether they reduced the numbers of unmet concerns (the concerns listed in the pre-visit
survey that were not discussed), and (iii) whether they raised additional concerns not listed in the
pre-visit survey.

1) Although both interventions raised additional concerns, they did so at very different rates.
Considering only patients who listed two or more concerns in the pre-visit survey, 30%
responded positively to the ANY intervention, while 71.4% responded positively to the SOME
intervention (p=.001). Although we instructed the physicians to perform the intervention when
the patient's presenting concern was established, they varied considerably in the timing of this
event. Thus, in practice, the intervention was performed at moments varying from very close to
the beginning of the visit to the last thing before the physical examination was initiated. These
variations in the timing of the intervention did not influence its effects. There is evidence that
the ANY intervention, despite the low rate of initial response, was also associated with a lower
(31%) rate of expression of concerns later in the visit, while the SOME condition, despite the
high rate of initial response, was associated with a higher (46%) rate of expression of concerns
later in the visit. Perhaps because the study was underpowered, this difference only trended
toward statistical significance.

ii) Inrelation to unmet concerns, the primary analysis of the intervention was restricted to
patients who listed two or more concerns in the pre-visit survey (n=100). Here, the results are
unambiguous. In the control condition (n=36), 42% of patients left the visit with at least one
unstated concern, whereas only 24% of patients receiving the SOME intervention (n=29) did so.
Forty-three percent of patients receiving the ANY intervention (n=35) left with unmet concerns.
Table 2 summarizes the effects of the interventions among those treated and with intention-to-
treat corrections (ITTC). The SOME condition halved the odds of unmet concerns (p=.028
without ITTC; p=0.036 with such corrections), whereas the ANY condition did not differ from
the control condition (p>0.9 with or without ITTC).
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Allowing for the major covariates of unmet concerns (patient age and number of previsit
concerns), the effects of the SOME condition emerged with even greater clarity. The SOME
condition reduced the odds of unmet concerns by more than 3 (p=.014). A test of the difference
between the SOME and ANY interventions was highly significant (p=.004). In the multivariate
models from which these results are extracted, only patient age and the total number of pre-visit
concerns was associated with the incidence of unmet concerns (both positively). However, there
were some indications of an interaction effect between the two interventions and physician
gender. Whereas SOME is uniformly beneficial in reducing unmet concerns when used by both
male and female clinicians, the ANY intervention tended to suppress additional concerns to a
greater extent when used by female clinicians; however, these did not reach statistical
significance.

ii1) Thirty-one percent of patients raised concerns that they did not list in the pre-visit survey. In
relation to these unanticipated concerns, neither the SOME nor the ANY condition raised
significantly more unlisted concerns than the controls.

Aim 3. To determine whether this communication intervention will result in patients'
multiple concerns being addressed fully and effectively.

To test this aim, we examined whether concerns that emerged responsive to the interventions
were dealt with as completely as second concerns that emerged later in the control visits. Raters
evaluated whether these concerns were the objects of history taking, diagnosis and treatment
and/or referral for additional tests. When the additional concern was a request for information or
for a prescription refill, raters determined whether that request was addressed. No statistically
significant differences were found in the completeness with which intervention-generated
concerns were dealt with in comparison to 'second' concerns in the control visits.

Aim 4. To determine whether this communication intervention will result in increased
patient satisfaction with the medical visit.

We tested whether patient satisfaction was influenced by either of the interventions, relative to
controls. No significant variation was found. Measured patient satisfaction was uniformly high,
and we may have encountered a 'ceiling' effect.

Aim 5. To evaluate the impact of the number of concerns raised on visit length.

Each concern expressed during the medical visit raised the visit time by nearly 2 minutes, and
the sum of expressed concerns was, together with self-rated poor patient health, the main
predictor of visit length. Despite this, neither the SOME nor the ANY condition significantly
raised visit length. In models that included significant covariates, SOME visits were about 6
seconds longer than controls (p=.89), and ANY visits were just over a minute longer (p=.113).
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Aim 6. To determine the association between visit length and patients' visit satisfaction
within the context of these variations.

No association was found between patient satisfaction and visit length.

Discussion

This is the first study known to the PI to implement an experimental intervention in physicians'
communication conduct to reduce the incidence of patients' unmet concerns. The results will be
discussed first in relation to the SOME form of the intervention and second in relation to the
contrast between the SOME and the ANY form of the intervention.

In relation to the SOME form, the results are exceptionally clear. Relative to controls, the
intervention in the SOME form roughly halves patients' unmet concerns. It does so without
significantly increasing visit length or causing patients to describe additional concerns that were
not listed in the pre-visit survey, and it does so without loss of completeness with which the
concern was addressed. A likely interpretation of the SOME intervention is that it caused
concerns that patients had in mind at the beginning of the visit to be raised earlier than they
otherwise would be, thus facilitating a more effective allocation of consultation time to the
concerns that had to be addressed.

This is also the first study known to the PI to test the 'negative polarity' of the word "any" in the
context of questions. We hypothesized that the ANY intervention would be less effective than its
SOME counterpart, but the relative failure of the ANY intervention relative to controls was
genuinely surprising. Here, it appears that the negative polarity of this one word largely
undermines the opportunity provided by the question itself to reduce the incidence of unmet
concerns. It is also impossible to ignore the extent to which this result will likely generalize to
other questions that are used in medical care (including the almost ubiquitous "Do you have any
questions?").

Practice Implications

A number of the clinicians who participated in this study were enthusiastic about the
intervention and informed us that they were resolved to continue it in their everyday practice.
However, our results suggest that this continuation will only have been effective for those in the
SOME arm of the study. Because the formulation "Do you have other concerns you'd like to
address today?" (with neither SOME nor ANY) was not tested, we cannot evaluate the
effectiveness of this potentially more comfortable formulation.

If the findings of this study are correct, however, those who embrace the SOME innovation will
find that they are able to address more patient concerns with the same amount of completeness
and in the same amount of time as a normal visit.
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Lo(sn :Aln(t;g;)les Pel(lrllli§1711\/7a)ma Total

(n=226)
Female Physicians 30% 37% 34%
Female Patients 67% 63% 65%
Non-Hispanic White Patients 60% 94% T7%

43.6 Years (SD 16.2,

42.1 years (SD 16.6,

Mean: 42.9 years (SD

Mean Patient Age Range 18-83) Range 18-87) 16.4, Range 18-87)
(n=108) (n=115) (n=223)
Patient Education: High School 52% 65% 59%
or Less (n=105) (n=112) (n=217)
Patient Household Income < 41% 48% 45%
$50,000 (n=103) (n=99) (n=202)
2 or more Concerns in Pre- 63% 36% 49%
Visit Survey (n=99) (n=107) (n=206)
2 or more Concerns discussed o o o
in Medical Visit 72% 35% 33%
Any Unmet ancems among 299, 50% 379
those with Multiple Concerns in (n=62) (n=38) (n=100)
Pre-Visit Survey
.. 43% 19% 31%
%
Unanticipated Concerns (n=99) (107) (206)

Mean Total Visit Length

11.1 minutes (SD
4.6, Range 3.5-26.5)

11.6 minutes (SD 5.1,
Range 3.5-29.5)

11.4 minutes (SD 4.8,
Range 3.5-29.5)

*Limited to those given the pre-visit survey of concerns.
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Table 2: Unmet Concerns among Patients with Multiple Concerns, by Experimental Condition (n=100)

Analysis of Treated

With Intention to Treat Corrections

% Unmet Odds Ratio 95% CI % Unmet Odds Ratio 95% CI
Concerns Concerns
Control 42% (15) (1) (N/A) 42% (1) (N/A)
(n=36)
Any 43% (15) 1.05 (0.53,2.06) | 43% 1.04 (0.61, 1.79)
(n=35)
Some 24% (7) 0.45* (0.22,0.92) | 29% 0.57* (0.36, 0.89)
(n=29)

*p<.05
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