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PRACTICE OBSERVED

Practice Research

Why patient participation groups stop functioning: general

practitioners’ viewpoint
RICHARD G MANN

Abstract

Out of the 67 patient participation groups that were
Xnown to the National Assoclation for Patient Participa
dmnh-vin(beennmbunh:dby(hcenduflm 17
(25%) are not functioning. The gemeral practitioncrs
with these groups were
interviewed to identify probiems that they had had in
keeping the group going and to seck possible cxplanations
for the problems. Fourteen of the groups had stopped
functioning in part owing to lack of interest by patients.
Groups become non-functioning often in the first year
of starting up, and this may be because of the nature of

some have stopped functioning by relating their experieace to
that of matched groups that are functioning. These questions
have not been investigated previously, and the fact that there
are non-functioning groups has been referred to only once.*

Definitions

A “functioning group” is one where the committee holds regular
‘mectings regardless of how often the group meets and 5o the group's
activities continue to be organised. The purpose or function of the
group—to provide feedback between doctors and their patients
outside the consulting room—is mainuined.

A

the practice population that they seek to

Introduction
The first patient parti groups were about

group” normally one where meetings
have been suspended and the committee disbanded. In four groups,
however, although committee mectings have been suspended and
thus the group’s basic function has stopped, there is & chance that
the same committee will try to regencrate the group. Because there
are 0o apparent differences in the experience of these four and other

1973 in new health centres in Aberdare, south Wales; Berins-
field, Oxon; and Bristol. Since then 67 groups have been started.
Theze are approximately 9000 practices in Britain, and so these
groups represent roughly one in 135 practices. Growth in the
number of groups !umng up has been slow and some groups
have stopped functior

This study aimed at d:smbmg the development of the patient
participation group movement, with special reference to
groups that have stopped and ing why

“ * groups they are included in this category.

Though 1 group may no longer function in & practice, the concept
of patient participation and notions of strting a new group usually
linger, boch legacies of a previous group.

)
Method

A brief questionnaire was mailed to cach general practitioner whose
oame was listed beside the 54 groups in the 1983 Directory of Patient

Groups (National Association for Patient

This identified groups that had stopped mmm.smabm;

listed. Those that had stopped functioning before the dir

compiled were notified to me by the association. Forty four o
weze recurned. Foliow up was successful 3o that the

Department of Community Health, University of Nottingham,
Queen's Medical Centre, Nottingham NG7 2UH
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status and lifespan of every group known to the association up to the
end of 1983 was established.

Al non-functioning groups identified were eligible for inclusion
in a survey by interview, which was designed to outline similarities
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Discussion

The experience of patient participation groups that have
stopped functioning has not been reported before. It is hoped
that by reporting these findings there may be a better under-
standing of the practicalitics and possibilities for groups to
continue. It is unrealistic to hope that every practice might
incorporate a patient participation group. Many groups have
stopped functioning, and there is evidence that however well
organised they are the practice setting is crucial to their survival.

Though groups stop functioning for many reasons, lack of
patient interest was thought to be the fundamental problem.
Unless patients participate in sufficient numbers groups arc
not representative of “their” practice population. They also
depend on a few enthusiastic people and thus are vulnerable
when these people are unavailable or lose their motivation.
Wood also saw lack of interest as the major barrier to the growth
of the patient participation movement.* She believes, however,
that until all efforts are made to advertise the existence of
groups, within the awkward guidelines of the BMA’s Central
Ethical Committee, this cannot be interpreted s signifying a
lack of need.?

Perhaps before trying to start a group the organisers should
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ask patients: “Do you want and will you support a patient
participation group " Furthermore, after the group has started
patients could be asked: “Is the group developing as you wish ?"
This might help groups to negotiste the regular srumbling
blocks identified in this study.

Whatever the future of the patient participation movement
is, clearly such groups are not the answer to obtaining patient
participation in general practice, however attractive they are in
theory.

1 thask D Mike Sheldon, my oo, fot hit guidance; Mry Joan
Mant and Dr Tim Paine of the Natona! tion for Patient
Participation for their help and mthmmm and Km. Edward's
Hospital Fund for London for a grant.
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ONE HUNDRED YEARS AGO

As 1 foreboded in my last letter, Dr. Sandwich has been obliged to resign his
appointment of Subdirector of the Egyptian Sanitary Service. Pressure was
brought to bear upon him from high quarters, ar.d obstacles were thrown in
the way of every sdministrative action which he undertook, so that he found
it useless to retain his post. He will remain in Cairo, and continue his private

clsewhere. He came from Wady Halfa to take his new appointment
Surgeon-Major Greene has a good knowledge of written Arsbic, which he
will find invaluabie in the difficult post on which be has just entered. No
otber changes in the persomnel of the service have yet been made. but there
il probably e some befor very jong. It s indeed repored that emai
sha Yousey s discontented withhis new post of Divector ofthe Servce,
md \d
of cojecture, et o hat et o Egyptian suitable for
the post. It may be questioned whether there is any need for two directors.
Probably much more reform would be achieved if the English director were
alone, but such 2 simple and inexpensive mode of administration cannot be
hoped for under the present control. A commission is shortly to sit on the
subject of drainage of Cairo. The difficult problem of what 1o do with the
ancient and almost sacred “khalig™ will be the primary subject of considers-
tion. The khalig is a decp canal, dry in summer, which carries Nile wates

States—is completed, but has not yet been formally opened. It is nursed by
the Kaiserswerth Protestant Sisterhood, which institution refuses to allow
any but Protestants 1o be members of committee of the hospitals it takes in
charge. By inadvertence, several Roman Catholics were appointed on the
committec of the Victoria Hospital, and onty recently did it become known
that their appointment was against the rulcs. Although their retiring was ot
insisted on, much ill-fecling was aroused by the knowledge of the intolerant

An amateur musical and operatic performance was about o be
givenat the u roceeds we devoted to the Victoria
Hospital; but, on account of this unfortunate misunderstanding, they were

‘mortem, all the parts involved by the wound were found to be doing well; but
2 nest of lumbricoid worms was found in another part of the peritoneal
caiy, which had set up pentonu,from which,presumably,the patent
died. No aperture was found through which the worms might have
ptr(nnlrd the bowel. Dr. Farquharson, M.P., has been visiting Egypt for

the last Englnd n
Parlament. He will have much to tel the go U of the sanitary

drainage of the houses it passes in its course, and is, . line
. almost currentless, sewer. Its yearly cutting, at the
nising of the Nile, is the subject of a popular festival, at which, for many
centuries, 2 virgin victim used to be sacrificed. It has been , on one
hand, to cover it in, and, on the other, to keep if permanently dry, and
convert it intoa road. The former plan would be too expensive., and the latter
would interfere with national prejudice. As regards the generai question of
removal of sewage, there is no doubt that no system of drainage witi be
successful, and that the system of dry removal is the only one suitable 1o the
peculiar conditions of Cairo. The commission originates with the Depart-
‘ment of Public Works, of which Colonel Moncrieff is head. Dr. Chaffey Bey
and Mr. Hookﬁrvw:wnnht&lmwv&rvsc: & third member is a French

can take no mxpm. ot the ucston oceurs, Will snything be done in

provimtal mosaues nmadwbkMImdrmovddmtdkdrvnlﬂ
being carried away (0 sewer-farms, the wet being 0 sink
1nto the ground, ormnuﬁ'mwun:.lsmdp(nh xmwuhmdm.xrm;
may be found for carrying out thisand ocber reforms. Unfortumaicy, the
I year, and was (0 bave been
.ppu:dmnfmdum.msym has been lost to the Sanitary Service

The new Victoria Hospital, supported by the communitics of the four
Protestant nations—England, Germany, Switzeriand, and the United

¢ ’Bmuthdlan]mﬂMllKﬁSa 401}

Dr. Norman Moore, who has already discussed, with great skill, the
question of the true cause of death of several historical characters, has com-
municated to the Athenawm of January 31st, his opinion on the alleged
death, by slow poisoning, of Queen Catherine of Aragon. Contemporary
historizns believe that that pious and unfortunate princess really died by foul
means; but Dr. Moore points out that the embalmer of her corpse made the
following note. " He had found all the intemal organs as healthy and normal
a5 possible, with the exception of the beart, which was quite black and
hideous 10 ook at. He washed it, but it did not change colour; then he cut it
open, and the inside was the same. Moreover, a black round body stuck to
the outside of the beart. Compring this desription with » spcimen o
melanotic sarcoma of the beart in the Muscum of St. Bart

Hospral, Dr. Moore consders hat i ales with what any man gnorant of
that disease might write, if called upon to describe an actual specimen
Though there is  tendency, even now, amongst the inexperienced to call
anything in a sick man of in a corpse "black” that is darker than usual, it
must be admitted that the “black round body” is very suggestive, and the
symptoms of the royal patient also support Dr. Moore's theory, that she died
of melanotic sarcoma. Tt has been suggesied in a later number of the same
periodical that Dr. Moore may have been perfectly correct as to his surmise
of the existence of melanotic sarcoma, but that the Queen’s death was, at
least, hastened by ill-usage. (Brinsk Medical Journal 1885:i:393.)
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and differences in the structure and problems cxperienced by the
o cypes o groups. The iterview wis piloted with a group practice

, Nottinghamshire
x interviewed pcnomﬂy or by telephone 13 general practtioners
groups, using an interview schedule
mumdw Afunkgfl)lm:n!muenmwhcrzpm:zd
groups that were were also
T teh faras coording
o age of Eroup, geogaphical prosinicy, end ype of pracice. Match
ing groups contolled for cerutia extranesus variables, coabling 3
more accurate comparison to be made of the sructure of paired
groups. General practitioners, however, made casusl observations
about the way factors other than how the groups were formed had
affected their operation. Four non-functioning groups were omitted
from this survey: two were never truly established and two could
Dot be adequately paired with a functioning group. Nevertbeless, the
main problems and the lifespans of these groups were known and
ted into the results.
For statistical analysis the Fisher exact probability test was used.
A gusrantee of confidentiality was given, %0 individual groups cansot
be identified in this paper.

Results

The table shows that up to the ead of 1983 a towl of 67 groups
with 200 group years of experience were known to the national
association, Fifty groups stil function, but according to the definitions
o this svady 17 (255, of toml) are nor fanccioning. Despite. (e
number of groups that stop functioning each year the patient
perticipation movement continues to grow in real terms at a rate of
109 in 1983.

Development of pasiens parricipation groups from 1972 10 end of 1983
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through all the immediate problems. For instance, in one group “the

bave succesafully negotiated

The committee is & vital component of any group and six doctors
recorded problems in this area. One committee “lacked the necssary
motivation,” possibly because those who participated, unlike “middle

e commitiee

(four groups) the doctr axiempting to withdraw bis support in the

define any useful improvement in heaith centre facilities of to justify
its existence.

WHEN DO GROUPS BECOME NON-FUNCTIONING ?

Groups become non-functioning most often within one year and
between four and five years after they are started. General practitioners
were asked, “Do you think there is @ problem period in the life of

1972 1973 1974 1973 1978 197 1978 107 1980 1981 1962 1983
Total No of groups formed 1 2 3 s o 1 ] 2 37 o 3 I
No of existing groups i 2 3 6 0 It S o E “ o 50
No of new groups 1 1 1 3 3 4 10 I 7 10 6 1
No of non-functioning groups® o o 3 ° 0 o o ° 2 5 3 7

A total of 17 by the end of 1983

Since each group is tailored to the local nceds of the patients in the
practice whom it secks (o represent groups inevitably show a range
of interests. Some similarities emerged, however, from the 26 groups
that I studied. Over half of the groups were sssociated with health
centres (n=22) and with teaching practices (n >15). Roughly half
of each type of group were formed solely because the idea of patient
participation appealed, and 857 (n=11) of each type were initiated
by 2 general practitioner.

WHY GROUPS BECOME NON-FUNCTIONING

General practitioners who were associated with 14 of the 17 non-
functioning groups stated that in part the demise of the group was
due to lack of patient interest. One doctor described “an clement of
sheer apathy.” When groups start up interest is usually srong and 3
committee of active patients is formed. Subsequently, interest lapses
and, unless this is halted, even the active patients disappear.

Several doctors suggested what the cause of the lack of interest in
their groups was. One thought that in his inner ity practice, which was
made up of a mobile population with a large echnic component, there
was “no narural community 2 group could represent” Another
thougbt that because the patients were predominantly working class
they were “not used to taking control of their lives” in the way that
membership of a patient participation group requires and so did not
participate. In another practice a large proportion of the patients
were young married couples with children, who have litdle time to
spate for a group. Rather than blame the patients, however, another
doctor blamed the group, belicving “‘patient numbers were low due
t0 a failure of planning—we lacked the necessary organisation.”

What may bappen, though, is that groups maintzin sufficient
interest for many years and then reach a stage when they have talked

groups " Mot stid yes, bu only those with son
offered an explanation. In the first year “lhe novelty fldu L\k:
“nything new " ot groups that folded at the later seage genera)
practitioners said that “after 8 time groups tend to smgnate, finding it
hard to recruit new people,” or alternatively they can go “full
circle” and sctuslly “run out of things to do.” By contrast, some
were functioning chose not to identify &
particular problem period but believed, for example, that “you've
g0t o keep working at any group.”

ARE GERTAIN GROUPS PRONE TO STOP FUNCTIONING ?
The problems encountered by the 13 functioning and the 13

and five groups Tespectively; commitiee breakdown,
combinations of the above, one snd thres; other problerms, fout and
one. Certain underlying differences owever. Average
attendance at open mectings during the lfe of n'wupl that stopped
funcioning was 148 people, whereas the groups averaged
36 people. This difference was stausticaily significant. Of the function-
ing groups, five had an average of 0-15 participants at open meetings
and eight groups had from 16 to 100. Of the non-functioning groups,
1 had had an average of 0-15 participants and two groups had had
more than 15. Noo-functioning groups may not have had much
community support and thus been vulaerable to lapse of interest
mmittees of non-functioning groups were more often
described as inadequate (i) than wert those of functioning Froups
(two). Of the functioning groups, 39°, reported meeting all their
gosls. No oon-funcioning group reported doiag s0, suggestng that
it is important for groups to set themselves sppropriste targets fc
activiti
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Lifestyle assessment: applying microcomputers in

family practice

H A SKINNER, B A ALLEN, M C McINTOSH, W HPALMER

Abstract

A trial of by was
conducted with 180 patients in a family practice clinic.
Histories of alcohol, tobacco, and drug use were obtained
by computer (n=60), interview (n=60), or self com-
pleted questionnaire (n=60). The results of previous
rescarch suggest that some patients may provide more
accurate i.n[nrmdon about “scasitive” problems to &
bowever, In levels
of nonnnnpﬂon or problems were reported for the
three methods of asscssment. Patients gave differential
ratings about the metbod of asscssment, with the com-
puter rated as
cold, and impersonal Although the interview was
initially preferred by most, patients who cﬂmplz(ed the
showed a increase
(13% to 43%) in their preference for the computer after
the assessment. The results of our study indicate that
patients’ acceptance of computers in family practice
may be by direct with

a microcomputer.

Introduction

Computers offer considerable potential for helping the busy
family practitioner.’ * The availability of low cost but pcwzrful
has been by a

software packages for virtually every aspect of office -dmxmsn
tion and patient care.’ Despite this promise there arc snags
with respect to of costs of i

ing it, and acceptance by staff.*? Both doctors and patients
have bad misgivings about the use of computers in general
practice.*'*

We examined the application of microcomputers to the
assessment of lifestyle with patients who visited their family
doctor. Our main objective was to evaluate the acceptance by
patients of assessment by computer. Also, encouraged by
suggestions that some patients may provide more accurate
information about “sensitive” problems to a computer,'* ** our
second objective was to determine whether patients would tell
more about their use of aicohol, tobacco, and drugs to a com-

12 family doctors has roughly 2500 patient consultations a month.
tive patients 18 years or older who visited were asked to
participate in 2 study comparing ent for obtaining
information about their use of alcohol, tobacco, and drugs. Seventy
seven per cent of the patients who were approached agreed (9% were
excluded because of difficulty with the English language; and 14%
were not feeling weli enough, did not have enough time, or were not
interested). Three quarters were before their appointment
with the doctor. Over two thirds of patients hsd consulted the
doctor previously. The mean (SD) age of paticats was 36 (i4) years.
There were slightly more women than men, and nearly balf of the
patients were single. Nearly Bl had fad some education pasc
sccondary school.
Lifestyle questionnaire—This briefly assesses the wse of alcohol,
bacco, caffeine, medications, and non-medical drugs. (A copy may
be obuined from HAS.) The questions were taken from several

uestionnaire Intervi
(n=60) (n=60)

716 1—Effect of screening 0o petients’ preference—that is, theit
6r3t_choice—for asseument by questionnaire, computer, of
interview.

Computer
(n=60)

sources, including our previous study,* the Health of
survey,” and two instruments (MAST™ and CAGE™) that
are often used to detect drinking problems.!*"** It took roughly
10 minutes to administer.

Rating of the method of assessment—Patients ranked their preference

puter than in an interview or on a self completed

Methods

Our sample was 180 outpatients at the Family Practice Service
affiliated with Toronto General Hospital. This group practice with

Clinical Institute, Addiction Rescarch Foundation and Department
of Family and Commaunity Medicine, Toronto General Hospital,
Toronto, Canada

H A SKINNER, PHD, senior scientist and associate professor

B A ALLEN, M, research sssociste

M C MCINTOSH, M, head of family and community medicine

W H PALMER, MD, FRCFC, professor and family physician-in~chief

Cortespondence and requests for reprints to: Dr Harvey A Skinner, Addic-
tion Research Foundstion, 33 Russell Street, Toronto, Ontario, Canada
M5$ 251

self completed question-
naire, face to face interview) both before and after they completed the
lifestyle questionnaire. Also, their perception of the asscssment
experience was measured using a 16 item semantic differential rating
on 2 five point scale. The specific adjective pairs were drawn from the
three factors of evatuation (pleasant-unpleasant), potency (casy-hard),
and activity (fast-slow).

Patients were randomly assigned to one of three methods, which
were administered in private rooms at the clinic. Three paticnts out
of 63 who were assigned refused to participate in the assessment by
computer, and two patients of 62 assigned withdrew from the study
during the face to face interview. All patients assigned 1o the assess-
ment by questionnaire completed the assessment. The final groups
were balanced in size: computer 60, interview 60, Guestionnaire 60.

The face to face interview was conducted by specially trained
rescarch assistants who asked questions from the lifestyle question-
naire in a straightforward manner without excessive probing or
supportive counselling. Patients were given instructions for answering
the lifestyle questionnaire and completed it in private. The computer
interview was conducted using the 1BM Personal Computer. After
& brief introduction to the microcomputer patients answered three
sample questions at the keyboard to familiarise themselves with the
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Reasons given by patients for liking or disliking arsessment by incerviers,
questionnaire, and computer

Like Distike

RE

e talking 10 people”
‘parties ta undenstand the

0 pertonal povabiiy of contact
o0 ss mich e for tunking o

A e o e P eenees s
Po— L

“Can 16t my own speed”
“Lens chance Tor embarrassment”
“Time 1o thank over the question” ‘Poor handwritng or tpelling’
Computer
Thunk w would be trereog” “F:
“Have never iri
s, povate”
“Tendency 1o be more honet”

A e for o

LY a machune and 1 would feel stupid
talking te machne”

1 Toathe technology'

Eommpctrs Wt sy employment”

echnique, and then they completed the lifestyle questionnaire in
private. All items were shown on the computer's video screen and
were answered by entering an appropriate number on the keyboard
After completing the lifestyle questionnaire feedback was given on
important findings in a similar fashion for each assessment condition.
Patients also evaluated their assessment condition using the semantic
differential scale which was self complete

Statistical analyses were conducted using the SPSS software
package.*” Items from the lifestyle questionnaire were grouped to
form indices of problem recognition, frequency, and quantity of
consumption, Mulnvariate analysis of variance was used to test the
hypothesis of differences in reporting across the three methods of
asscssment (computer t questionnaire ¢ interview)!® Separate
analyses were conducted within each of alcohol, tobacco, caffeine,
and non-medical drug use

Results

Patients visited their doctor with a broad range of disorders. The
most frequent ICD-9 (International Classification of Diseases)
diagnoses related to problems with the musculoskelewl system
(187}, examinations of state of health (14%,), mental disorders
(129, digestive {11°,), circulatory {10}, and genitourinary
(105, disorders, Eighty six per cent of panients consumed aleoholic
beverages, 35°. smoked cigarettes, 87, consumed coffee or tea, and
20%, reported some non-medical drug use. Over half reported no
previous experience with computers or computer games.

Humon like Mecharical
Friendly Cold
Personal Impersonal
Pleasant Unpleasant
Accurate Inaccurate
Logical Tiogical
Clear Contusing
Interestng Bong
TS
&
@éf JP‘ i J‘@ & i e“"f

G 2—Mean ratings by patients of assessment by interview, computer, and.
uestionnire.
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Before the Lifestyle assessment began patients were asked to rate
their preferred method of assessment. Most ranked a face to face
interview as first choice, whereas a Afth preferred a self administered
questionnaire, and even fewer selected a computer. After completing
the lifestyle assessment patients were again asked their preferences.
For those patients who werc assessed by interview and questionnaire
there was no change ‘fig 1). There was, however, a threefold increase
(p<000, 7% test) in the preference for the computer by patients
who were assessed by computer (fig 1). This increase was more
pronounced for patients who had had no previous experience with
computers (47, selected computer as first choice) than for those
who had had some experience ;39 selected computer as first choice).
The table gives some of the reasons for their preferences. A tendency
to like or dislike assessment by computer was not related to the
patient’s age, sex, marital sute, or education or occupational level
‘P +005 for all correlations).

Statistically significant (p < 0-05) differences (ANOVA} were found
on cight semantic differential ratings (g 2). The interview was most
favoured on all dimensions, with the one exception that the computer
was rated as the most interesting. In general, all three methods were
rated toward the favourable end of each dimension.

Figure 3 compares patterns of consumption reported for the three
methods of assessment. There were no significant differences in these
comparisons. or in more detailed multivaniate analyses conducted
separately within alcohol, tobaceo, caffeine, medication, and drug
use.

-3
@

No of drinks per occasion

No of days per month
o

o

Jﬁ >
< 3
< )
& &
¢ §
) 5
0 2

100 Medications
-
§
E]

4

3

FIG 3—Mean
computer (C., interview (I', and questionnaire (Q). Bars represent
SEM. The dsta on alcohol and cigarettes exciude abstaners.

Discussion

The most important finding from this study was that under-
going assessment by computer positively influenced patients’
preference for it, whereas there was no change in preference
for cither the interview or the questionnaire. By inference,
acceptance by patients of computers in family practice should
increase as they have experience with computers.!® Some
patients did, however, have negative attitudes about com-
puters. Roughly 85°, still disliked computers after their
experience in this study. Also, at the beginning of the study

BRITISH MEDICAL JOURNAL VOLUME 200 19 JANUARY 1985
participate in the scudy. Seventy seven per cent of patients who were
asked agreed to the assessment 9" were exciuded because of dif-
ficulty with the English language; 14", were not fecling well enough,

Patients had consulted the doctor previously. Forty three per cent
were men and 577, women; mean (SD: age was 36 [14°. About
half were single, most of the remainder were married, and & few
were separated, divorced, or widowed. A quarter had had primary
or some secondary education, a third had completed secondary
school, and the remainder had completed community college or had a
university degree, or both

Lifestyle questionnaire—This briefly assesses the use of alcohol,
tobacco, medication, caffeine, and non-medical drugs. The questions
were adapted from a previous study® and from the Health of Canadians
survey® and included two screening instruments {the MAST" and
CAGE'™ that are widely used to detect alcoholism.! *2* The lifestyle
questionnaire took roughly 10 minutes to complete. Feedback was
given on how the patient's consumption levels compared with those
of others of the same sex and age. ‘A copy of the iifestyle questionnaire
may be obtained from HAS.; This questionnaire is being expanded for
furure studies to include items relanng to nutrition, exercise, sleep
habits, and physical safety.

Doctor’s form—The doctor recorded each patient's diagnoses
according to the ICD-9 (International Classification of Diseases’
The doctor also rated whether the presenting problem was related to
alcohol, tobacco, or drug use. and whether the patient had a history
of problems of abuse.

Results

Table I gives the disorders that were diagnosed. Tabie II sum-
marises the history of the use of alcohol, cigarettes, caffeine, and

TABLE 1—Diagnoses for 180 pavients

Disgnons and . of panents

sculoskeleal 710759, 18

0.709°
riuonal, mewbolic mmunity disorders 1240279 4

E

Comphications of pregnancy 630-676: 2
{1 deined condrigns 78500 2
npury poisoning 1

Numbers in pareniheses are 1CD-9 codes Incernationst
Ciasnfication of Dises

TABLE t—History of wse of alcokol, cigareties, caffene, and drugs for 180
panents

Alsohol s e or tex
‘past 12 moncha; ¢ present aet 30 daye)
Reporied me E 3 o
Prabler recor .
Al e 20 36
Cictyonty 1 b
Mean ' SD daih
Comsumpuon regular
ers oy 1401227 g cthanoi 2221103 cigareries 42 45: cupn
Medications Non-mesial drop vie
(pas owo day s (o 12 monchs!
Reported e = E )
40 Yuamns or minersls 12 Cannatis
30 Pain rebevers ‘aspininl &
i muiants
12 § Hillacmogens
n -{un blnodvnslvu medicine 2 S=d.u ol
11 Stomach rem aullsers
7 Antbiotics | Nt pates
7 Cold remeis
3 Dandve

Problem recognised |
Al parients “'Not assessed

3
Not assessed re
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drugs. Fourteen per cent of patients were diagnosed as having
drinking problems using the CAGE questionnaire,'* whereas the
MAST indicated that only 37. had severe consequences from
drinking that would indicate alcoholism.** Over two thirds of smokers
considered that their smoking was 2 problem. Most patients regularly
consumed coffee or tea, and over a third thought that they consumed
100 much. Most had taken some medication in the past two days,
mostly vitamins or minerals and pain relievers. Roughly a fifth of
patients admitted o using drugs (mainly cannabis) for non-medical
purposes in the past vear.

r-3

[[] Before screening

’ ,
Non-medical  Alcohol Caffeine Cigarettes Medications

FIG | —Impact of assessment on panents’ intentions of discussing & problem
of abuse with their physician

16 2—Disagreement between
problem of abuse: (a} doctor indicates that the patient has &
problem when the patient disagrees o denies it; (5) patient
acknowledges & problem when the doctor did not indicate it.

doctor and patient in rating &

One of the most important findings was the reaction that patients
had (o the assessment. They were asked if they had come to see their
doctor with the intention of discussing & problem of abuse (fig 1),
and on completing the lifestyle asscssment and feedback on their
results they were again asked if they intended to discuss a problem
with the doctor. An appreciable increase (p<OO0l, ' test) was
evident across all classes of substances (fig 1). This was even mor

ronounced among the 135 patients who completed the lifestyle
assessment before seeing their doctor that day (9%, intended to
discuss their non-medical drug use, 11°, alcohol use, 13°, caffeine
use, 13", cigarettes, and 25°. medication use).

Overall, there ws a high level of agreement between the patient
and doctor about the presence or absence of a problem with aicohol
(79°,), cigarette smoking (79°,), and non-medical drug use (85°,).
In some instances, however, the doctor indicated a problem that the
patient either disagreed with or denied {fig 2(a)). This disagreement
was least evident for cigarette smoking and most prominent for
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three patients refused to use the computer. Thus roughly
10-15%, of patients had a negative reaction to assessment by
computer. Cruickshank found that computers are least wel-
comed by highly stressed or nervous patients.'* Such patients
should have the option of being assessed by an interview or
questionnaire.

Our findings reinforce previous work in not finding any
significant differences among methods of assessment in reporting
levels of consumption of alcohol, cigarettes, and drugs or
related problems.* Thus deciding which method to use
depends on which is most efficient for a particular practice. As
low cost microcomputers and related software become more
available assessment by comfputer is feasible in many practices.
The computer also offers rapid scoring, immediate feedback,
and individualised reports. On the other hand, an interview
allows the doctor to obtain more in depth and personal know-
ledge of the patient. A skilled interviewer may be able to
minimise deception with defensive patients and probe further
with patients who lack insight or have difficulty reading and
understanding the questions.

We suggest that a microcomputer should be considered
when feasible for routine use in the assessment of lifestyle. The
results may be reviewed briefly with the patient, and the doctor
can reinforce healthy behaviour as a preventive measure. Such
an assessment may also provide an efficient method for case
finding in a busy practice.

he physicians and staff at the Family Practice Service
of Tomnlu General Hospital for their help in conducting this study.
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Lifestyle assessment: just asking makes a difference

H A SKINNER, B A ALLEN, M C McINTOSH, W HPALMER

Abstract

A 10 minute assessment of 180 family practice patients
showed that 1% indicated a problem with drinking
alcobol, 20% with cigarette smoking, 36% with con-
sumption of coffee or tea, and 3% with non-medical
drug use, while 11% wanted to discuss their use of

being asked resulted
in & twofold or threefold increase in the patients’ inten~
tions of discussing such a problem with their doctor.
Although there was good overall agreement in recognising
a problem between the patient and doctor, in roughly
409% of instances where the patient indicated a problem
the doctor was unaware of it. These patients tended to
be young, well educated, and employed in professional
occupations, and were on their first visit to the doctor.

Such bricf assessments of lifestyle should be routioely
conducted in family practice for both case finding and
prevention.

Introduction

Excessive aloohol consumption, cigarette smoking, and drug
abuse are major health concerns in Western society and often
pass unrecognised in hospitals and family practices The
family doctor is in a good position to identify abuse when brief
intervention may be effective.' * Practical methods are needed
to ensure that histories of use are routinely taken and that
diagnostic tests are applied when appropriate.t*

We evaluated the impact of assessing lifestyle on patients
who visted their family doctor. Our objectives were: (o)
describe the extent of alcohol, tobacco, caffeine, and drug use
among patients in family practice; (5) to dc::mune whether
routine assessment would increase the patients’ intentions of
discussing & problem of abuse with their doctor; and (¢} to
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examine between the patient and doctor in
recognising abuse.

Methods

Our sample was 180 outpatients from the Family Practice Service
affiliated with Toronto General Hospital. This group practice with
12 family doctors has roughly 2500 patient consultations a month.
Consecutive patients 18 years or older who visited were asked to
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non-medical drugs. Patients who failed to acknowledge an alcohol
problem tended to be middle aged (mean 41 years) men with less
education (half had not completed secondary school), employed in
unskilled occupations, and had seen the doctor before. By contrast,
in under half of cases where the patient indicated a problem the
docror either did not rate a problem or was unsware of it (fig 2(6)).
The doctor tended 1o fail to identify slcohol problems among younger
patients (mean 34 years), who were better educated, employed in

detect tended to be younger (mean 31 years), better educated, and
female.

Discussion

Our findings show that a bricf assessment of the use of
alcohol, cigarettes, caffeine, and drugs is feasible in a busy
practice, and that an appreciable number of patients may be
identified who are concerned about their consumption. The
lifestyle questionnaire may be administered in 10 minutes by a
practice nurse, o it may be completed by patients while they
wait to see the doctor, o it may be conducted efficiently using
a microcompute:

The doctors in this study tended not to detect problems with
new patients who had “positive” social characteristics—for
example, young, better educated professionals. On the other
hand, they were more likely 1o ascribe problems of abuse to
patients with “negarive” social characteristics—less education,
unskilled occupations. This is consistent with the findings of
other studies of patient characteristics that elicit negative
reactions from doctors.™ * Although our findings are sug-
gestive and need to be replicated, doctors’ stereotypes of patients
may hinder the detection of abuse.

Being asked questions resulted in a twofold o threefold
increase in the patients’ intentions of discussing abuse with the
doctor. This “‘priming” cffect was particularly evident among
patients who underwent the lifestyle assessment before seeing
their doctor. The results of other studies have shown that patients
are often willing to talk about potentially “sensitive" problems,
such as drinking habits, but not spontaneously.!” Assessment of
lifestyle and feedback cncourages patients to think about their

BRITISH MEDICAL JOURNAL VOLUME 200 19 JANUARY 1985

patterns of consumption and scts the stage for discussing them.

This brief assessment, which may be routinely incorporated in

f:xmly practice, may identify patients with unhealthy life-
tyles.it-ro

thank the physicians and staff at the Family Practice Service
of Toronto General Hospital for their assistance in conducting this
study.
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100 YEARS AGO

Mr. W S. Caine, M.P., Civil Lord of the Admiralty, recently speaking on
the subject of the progress of temperance in the Navy, said it had been shown
that the greatest hardships and the severest campaigns could be better
carried out without the use of intoxicating drink than with 1t. Look, for
example. 3t the present campaign up the Nile. The worst part of the desert
route had now been traversed by the greater porton of Lord Wolseley's
army. and 1t had been donc upon water. The water, he regretted to say, was
Very infenor in quality, being greatly diluted with mud, and was served out
at the rate of one quart per man per day. but vet there had scarcely been an
invalid. Then the most brilliant infantry charge of modern umes—that of
Tel-¢)-Kebir—had been carried through on cold tea, and not upon the
spirit-ration; while cvery day was proving that the finest
world—the men in the British Navy—could do all the work that fell to them
better without than with intoxicating drink. He might nstance the Manines
working in the heat of Suakum and in the cold of Skye. As to the bluejackets.
8,000 of them were tectotalers: or, adding the four or five thousand
abstainers in the naval schools and training-ships, the grand total of
abstainers was 12.000. Intelligent officers knew how to value men who were
abstainers. whatever might be their own views as to the matter of
intoxicating drink. He could not but regard this as 2 most sausfactory
condition of thungs, nor refrain from saying that the agency by which this
had been brought about was that of the National Temperance League. They
began with the lads in Greenwich Hospital School. where there was a
founshing Band of Hope. On entering the training-ships, they were
encouraged to persevere; and finally, when drafted into the men-of-war. the
temperance society established on board nearly each one of them was ready
to recesve them. For the first two vears, they had cocoa and other things in
Liew of the spiic-ration, which they, however. lost if at the end of that period

they elected to have the spirit-ration. He was not in favour of compulsory

and allowing them (o decide for themselves. At the late Scarborough
election, the people were asked, “Will you vote for a man who s going to rob
poor Jack of hus grog?" and the answer of the electors was his return by a
larg matonty. e be did not believe in compulsory emperance, stll he
would give the seaman every facility 10 be  total abstuiner if such was his
with - Brah Medical Tourmal 14850243,

The ukase of the General Medical Council, issued last October, laying down
that all students, before being allowed to inscribe names on the
Students' Reguster, should exhibit a knowledge of the “elementary mechanics
of solids and fiuids, comprising the elements of statics, dynamics, and
hydrostatics,” has drawn forth from Trinity College, Dublin, a reply
ouched in somewhat sarcastic terms, and signed by Dr. Samuel Haughton.

“The Provost and senior fellows,” having considered the matter for three
months. express the “opinion that the knowledge of mechanics guaranteed
by the examination propased by the General Medical Council would not be
worth possessing. The ideas involved in elementary mechanics, such as
mass, werua, velocity, momentum, vis viva, and energy, are difficult in
themselves, outside the range of school-studies, acquired slowly even by
those who alternately grasp them, and such that many highly educated men
may pass their whole livs without once having had a clear conception of

them.” The University of Dublin has its own way of teaching clementary
mechanics; and “the Provost and senior Fellows prefer this mode of teaching

mechanics o that proposed by the General Medical Council, which, in their
opinion, would be quite inadequate.” Rebellion—flat rebeltion! (Bririsk
Medical Journal 1885:i:449




