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Abstract

Aims: This thesis explored Japanese patients’ preference for Patient-centered medicine,
which was one of the core principles of family medicine, and its association with the
satisfaction of patients with their family physicians.

Method: A cross-sectional study was conducted to examine Japanese patients’ preference for
3 factors of Patient-centered medicine and their satisfaction with the practice by family
physicians, using patient questionnaires pre and post consultation.

Findings: The majority of Japanese patients preferred all 3 of the factors of Patient-centered
medicine: Communication, Partnership and Health Promotion. The more vulnerable the
patients, the more their expressed preference. A high proportion of patients were satisfied
with the consultation provided by family physicians, and the groups of patients who were

strongly satisfied were more likely to prefer “Partnership”.

Conclusion: The majority of Japanese patients, especially the vulnerable, preferred Patient-
centered medicine and were satisfied with the consultation provided by family physicians.
And, the importance of the ‘Partnership” component of patient centered practice was shown

in Japan as it has been in literature from Western countries.
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Summary for Lay Audience

In Western countries of the world, Patient-centered medicine and patient satisfaction have
been studied. Because of these studies, the concept of Patient-centered medicine has become
a really important part of the practice and education about primary care and family practice.
But in non-western countries, such as Japan, there are very few papers on this topic. Now the
role of Family medicine / Primary care is changing in Japan because of the aging population
and large use of specialist medicine. So, we want to assess how important patients think
Patient-centered medicine is in Japan and to see if it is connected to patients’ satisfaction
with their care by family doctors.

Before their visit with the family physician, patients were asked about how much they
wanted Patient-centered care. After the visit, patients were asked about their satisfaction with
the visit. Both were associated with patient characteristics and they were correlated with each
other.

In general, more than 80% of patients wanted each of the three factors of Patient-centered
medicine: Communication, Partnership and Health Promotion. The more vulnerable the
patients (higher age, more anxiety and feeling more ill), the more they expressed preference
for all three factors: patient-centered Communication, Partnership and Health Promotion.
Many patients were satisfied with the visit provided, and the groups of patients who were
strongly satisfied were more likely to prefer “Partnership”.

According to these findings, Patient-centered medicine is preferred in Japan which is a non-
Western country to the same extent as in Western country like the UK. As well, Japanese
patients were satisfied with the consultation provided by family doctors. This finding
provides evidence for the usefulness of Patient-centered medicine in Japan. And, the
importance of ‘Partnership” is shown not only in a Western country but also in Japan. Based
on the findings, it is important for family doctors to build strong partnerships with patients,
have good communication in daily practice and sometimes provide health promotion,
especially for vulnerable patients such as the elderly, patients with anxiety and patients
feeling ill. It is also important to teach Patient-centered medicine from the beginning of

learning in medical school to residency training toward family medicine board-certification.
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Chapter 1

1 Introduction

The term “Patient-centered” was first used by Balint and colleagues (1) and early
researchers were Byrne and Long (2). Stewart et al. in the department of family medicine
at Western University in Canada developed the concept for practice, research and
education (3). The concept was based on Dr. Ian R McWhinney’s work elucidating “real
reason” the patient presented to the doctor (4). It led to Moira Stewart’s work of
exploring the patient-physician relationship, and finally Dr. Joseph Levenstein’s work of
developing a model of practice (5). Then academic organizations in many countries
adopted this concept not only for daily practice but also for medical education.

In this chapter, the recent known evidence about Patient-centered medicine and patients’
satisfaction is comprehensively reviewed and some research questions are provided based

on this review.

1.1 Definition and impact of patient-centered medicine

1.1.1  Methodology for literature search on definition and impact of
patient-centered medicine

116 original research articles were selected by the literature search using MESH words
“patient-centered medicine or patient-centered care or patient-centered approach”,
“primary care” and “research” in 2008-2017. From these articles, 14 articles were

selected based on quality and the relevance for this study’s concept (Fig 1.1).

1.1.2  Review of the literature on definition and impact of patient-
centered medicine

In Western countries, some clinical research about “Patient-centered medicine” revealed
the benefit of this concept upon not only patient satisfaction but also clinical indicators.
14 articles were selected by reviewing all 116 original research articles associated with
patient-centered care and primary care in these 10 years and they can be classified into 6

categories: illness and context (6); doctor-patient relationship (7, 8); toolkit for patient-



centered care (9); clinical outcomes of patient-centered care (3, 10-14); education about
patient-centered care (15); patient satisfaction about patient-centered care (16-19).

The papers on illness and context showed that physicians were not good judges of
patient's health beliefs, but had a substantially better understanding when patients more
actively participated in the consultation (6).

The two papers on doctor-patient relationship focused on the following aspects of
relationship: gender concordance; and patient-provider communication on medication
adherence (7) (8).

The toolkit consisted of a co-designed health and lifestyle-screening tool; the quality of
care such as patient-centered care and youth friendliness was assessed by young patients
using this tool (9).

According to the articles relevant with clinical outcomes of patient-centered care,
patient-centered care was associated with improved drug adherence (3, 10), symptom
relief of chronic pain (11, 12), high-quality chronic care for Chronic Obstructive
Pulmonary Disease (13) and decreased use of emergency room (14).

The education program was on patient-centered communication and was found to have
a positive impact on patient satisfaction, treatment adherence, and self-management (15).
Patient satisfaction studies in relation to Patient Centered Care mentioned that patient
satisfaction was related to accessibility, patient empowerment, practice style and patient-

centeredness (16-19).

1.2 Review of patient satisfaction

1.2.1  Methodology for literature search on systematic reviews of
patient satisfaction
80 original systematic review articles were selected by the literature search using
MESH words “patient satisfaction”, “primary care” and “systematic review” in 2008-
2017. From these articles, 24 articles were selected based on its quality and the relevance

for this study’s concept (Fig 1.2).



1.2.2  Review of the literature on patient satisfaction
24 articles were selected by reviewing all 80 systematic reviews about patient

satisfaction and they were classified into 5 categories regarding patient satisfaction:
specific health problems (20-26); communication in consultation (27-32); inter-
professional collaboration (33-37); practice management (38-41); inter-facility
collaboration (42, 43).
According to the systematic reviews relevant to communication and patient satisfaction,
patient satisfaction was improved by better communication style (27), longer consultation
length (28), more sustained continuity of care (29), increased patients’ participation of
medical consultation (30) and decreased EMR use in consultation (31). A brief training
and education program based on the feedback of patient assessments of interpersonal care
to physicians was found to improve the patient satisfaction (32).

These review papers on patient satisfaction and communication came from 7 countries
(USA, UK, Canada, the Netherlands, Australia, Norway and Brazil) (27-32).

According to the articles relevant to the patient satisfaction with patient-centered care,
patient satisfaction was related to accessibility, patient empowerment, practice style and
patient-centeredness (16-19).

1.3 Patient-centered medicine in non-western countries or
culture

According to the literature review about the patient-centered medicine in non-western
countries or cultures, using MESH terms “patient-centered medicine or patient-centered
care or patient-centered approach”, “primary care” and “culture, cross-cultural
comparison, cultural effect, cultural difference, nationality or Asia”, it was difficult to
find the articles including not only original research or general remarks or commentary,
which dealt with cultural effect or cultural difference about patient-centered care. Only
the articles associated with the cultural difference of patient autonomy about decision
making could be found (44-47). The paucity of papers in this area showed the gap in the

literature in this theme.



1.4 Influence and insight about Japanese society

Family medicine / Primary care has not been recognized as the independent medical
area in Japan for very long (48, 49). Now its role and significance is being reviewed in
light of Japan’s structural changes such as rapid aging population (50, 51) and
specialization of medicine (52). Also although a core component of family medicine,
Patient-centered medicine is sometimes misunderstood as patient consumerism or
doctors’ attitudes (53).

The background of this misunderstanding may include 2 factors. The first factor is the
history of Japanese medicine. Some people tend to regard the most important aspect of
medicine as high technology and neglect the other aspects of medicine such as medical
communication (52). The second factor is culture. The Japanese tend to depend on
authority such as doctors or government without criticism. So, the idea of finding
common ground through mutual discussion with doctors confuses Japanese patients
sometimes (52).

In Japan, there are only some papers advocating the importance of Patient-centered

care (54) and there are few papers dealing with this concept directly or indirectly.

1.5 Research question suggested by the literature searches
Based on the literature searches, this research was planned to answer these 2 main
research questions.
1.  What components of Patient-centered medicine do the Japanese patients prefer?
And, what characteristics of patients have associations with it?
2. What components of patients’ preferences for Patient-centered medicine are
associated with the satisfaction of patients?
3. Is there an association (correlation) between patients’ satisfaction and the patients’
characteristics?
Through this study, we can
v"understand the preference and importance of Patient-centered medicine in
Japanese patients with common health problem

v understand what they feel about Patient-centered medicine in daily medical



consultation

v reflect on our clinical practice and clinical education regarding Patient-
centered medicine as core component of family medicine

v find some hints to adjust Patient-centered medicine to fit Japanese patients’
preference and improve their satisfaction through Patient-centered medicine

v find any differences between Japan and other countries of the world about the

preference for Patient-centered medicine



Figure 1.1 Flow diagram of the papers reviewed regarding Patient-centered medicine

116 articles
“patient-centered medicine or patient-centered care or patient-centered
approach”, “primary care” and “research” in 2008-2017

102 articles
excluded with reasons
- not assessing doctor-patient relationship

14 articles
included in the review




Figure 1.2 Flow diagram of the systematic reviews regarding Patient Satisfaction

80 systematic reviews

A

“patient satisfaction”, “primary care” and “systematic review” in 2008-
2017

56 systematic reviews
excluded with reasons
- patient satisfaction were not outcome

24 systematic reviews
included in the review




Chapter 2

2  Japanese patients’ preference for patient-centered
medicine

In this chapter, one of the research questions raised in Chapter 1 is explored, that is
Japanese patients’ preference for the whole and parts of Patient-centered medicine and

the association of those preferences and patients’ characteristics.

2.1 Background

Family medicine / Primary care was recognized as the independent medical
discipline in Japan quite recently (48, 49). Now its role and significance has been
reviewed and strengthened in Japan’s structural changes proposed to address the
rapidly aging population (50, 51) and the dominance of specialization in medicine
(52). In this context, the Japanese leaders of change in the health care system, have
applied the concepts and frameworks of family medicine to reconstruct primary care
in Japan (55, 56). As part of this process it has become clear to this author that among
the core components of family medicine, “Patient-centeredness” or “Person-
centeredness” is sometimes misunderstood as either consumerism of the patients or
an attitude of the doctors (53). These definitions are not what is found in the world
literature (5) (16, 57).

In this context, then, in Japan, with patients tending to feel that the most important
aspect of medicine is high technology and also depending on the doctors’ authority
(52), the patient-centered concepts such as “finding common ground” may not be

understood nor acceptable. This hypothesis led to the research question for this study.

2.2 Objective
The objective of the study is to identify patients’ preferences for patient centered
consultations in Japanese general practices and to show which components of patient-
centered medicine are preferred by Japanese patients. Therefore, the research question

is : Is there an association (correlation) between patients’ preference for patient-



centered care and the patients’ characteristics after controlling for co-variables; i.e.
Do each of the three components (Communication, Partnership and Health

Promotion) of patients’ preferences correlate with the patients' characteristics? (58)

2.3 Method
2.3.1 Design

Cross-sectional study

2.3.2  Setting and practices

We chose 6 local private primary care clinics giving ambulatory care by board-certified
family doctors in Hokkaido province of Japan. They were also training practices in the
residency program of family medicine and supportive for academic work including
primary care research. The six practices selected represented a range of settings to ensure
that the impact of demographic factors on patient preference could be assessed. Two
practices were in residential areas of a middle-size provincial city; one practice was
serving urban population of megalopolis; three practices were in small towns known for

agriculture, fishing and sightseeing.

2.3.3 The factors: Patient Characteristics

In the questionnaire delivered to patients, the following six items describing patient
characteristics were included: socio-demographic details (sex, age, paid work, family
construct), nature of presenting problem, number of medical problems, reason for visit,
how unwell the patients were feeling, and how worried they were about the problem (on
5-point Likert scale) (58) . The following three items were added based on the author’s
experience in Japanese medical system: length of relationship with practice, travel time to
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a practice from their house, and main doctor’s type (the doctor was the director of the

clinic or not.).

2.3.4  The outcome: Questionnaire

The questionnaire on patients’ preference for patient-centeredness was based on Little et
al.’s questionnaire contained in a paper entitled “What patients want from their

practitioner: descriptive data and factor analysis.” (58).

2.3.4.1 Items and Response choices

This questionnaire had 23 items which are shown in Table 2.2 in the results section. The
stem of this questionnaire was: “I want the doctor to ...”. The patients were offered the

following response choices: “Very strongly agree”, “Strongly agree”, “Agree”, “neutral”

and “Disagree”.

2.3.4.2 Little et al.’s factor analysis

Little et al. conducted factor analysis of the 23 items in this questionnaire and
discovered 3 factors which covered 16 of 23 items: factor 1 on Communication (9 items);
factor 2 on Partnership (5 items); and factor 3 on Health Promotion (2 items). The
remaining items included 2 items on what Little et al. call; Practical Medicine. He
included 2 items; one on physical examination and one on medication prescriptions. For
this study two additional items were added to the Practical Medicine section, based on the
author’s experience in Japanese medical system. They were: preference for a blood and

urinary test; and preference for an X-ray test.
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2.3.4.3 Validity and reliability

This questionnaire’s validity was evaluated by factor analysis (Cronbach’s a between
0.87 and 0.92 for each factor) and its reliability was also checked by test-retest
(correlation between 0.47 and 0.71) (58).

2.3.4.4 Translation and back translation

The original questionnaire of Little et al. was translated into Japanese by the author.
This Japanese version was back translated into English by a professional translator. This
English version was checked by the supervisor and corrected to fit with the original

meaning. Based on these corrections, the author revised the Japanese version.

2.3.4.5 Factor scores

The factor scores were the mean of items included in each factor, using 5 for “Very
strongly agree”, 4 for “Strongly agree”, 3 for “Agree”, 2 for “neutral” and 1 for
“Disagree”. These factor scores are also referred to as components of patients’

preferences.

2.3.5 Inclusion and exclusion criteria
Patients were Japanese, 20 to 85 years old, no dementia, not pregnant, without disability
with regard to writing and without an urgent problem.

2.3.6  Pilot study

The draft questionnaires were piloted among 40 patients. Some parts of questionnaire
were not answered correctly because of poor appearance of sentences and layout. And
questions on some pages were completely unanswered by some patients because they
could only see one side of paper printed on both sides. Some sentences of questions were
criticized as being difficult to understand. According to these results of pilot study, we

revised the questionnaire to be answered more easily and clearly.
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2.3.7  Ethics

Both the main study and pilot study had ethical approval from Japan Primary Care
Association research ethics committees. A poster about the purpose and contents of this
study was shown on the wall of waiting room and gave patients the chance to refuse to
participate in this study, as well as the possibility of verbal refusal to the research

assistant.

2.3.8  Data collection

We recruited consecutive patients in the waiting room. The clerks and nurses checked
the patient’s compatibility with the inclusion criteria and the research assistant
approached all eligible patients. The research assistant explained the general information
about the study to the patient. After informed consent, patients completed the pre-
consultation questionnaire including the questionnaire items on patients’ preferences for
patient-centered care and the patients’ characteristics by themselves. The research

assistant observed this process and supported patients if needed.

2.3.9 Sample size

In both Little et al. and the pilot study, a difference of the preference about patient-
centered patient-doctor relationships between the groups who had strong anxiety about
their health and the group who had less anxiety was found to be 17% (the former group
score was 19% and the latter was 36%). So according to the sample size calculation
(0=0.05, p=0.2) (59) , we calculated that we needed 302 patients to detect a similar

difference.

2.3.10 Analysis
We evaluated the association between patient’s characteristics and the 3 factors of
preference for patient-centeredness (which were scores) by bivariate analysis using the t-

test. The multivariate analysis used the program JMP Pro (based on SAS) and conducted
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a test of mixed model with fixed effects to account for the nesting of patients within
doctors (Appendix 1); it included selected variables after the bivariate analyses, and
controlled for them and for the 6 practices. Patient characteristics that showed p-values of
less than 0.10 in the bivariate analyses, were included into the multivariate analyses. The
Practical medicine items, which were also outcomes, were dichotomous and therefore the
patient characteristics were associated using chi-squared tests; the multivariate analyses
were conducted using logistic regression, which also accounted for the nesting of patients
within doctors.

2.4 Results

Approximately 400 patients were approached to answer the questionnaire, and less
than 60 patients refused (approximately 15%) because of lack of time or difficulty to read
and write due to aging. So, as a result, 341 patients answered pre-consultation
questionnaires. Of 341 questionnaires, 79 (23.2%) were excluded because of lack of data
on more than 3 items of all 49 items and 262 (76.8%) were used for the analysis (Fig
2.1). The patients included were significantly younger, less likely to be living alone, more
likely to have paid work, having lower travel time and having more medical problems
(Appendix 2).

2.4.1  Patient characteristics

The patients’ characteristics are shown in Table 2.1. Compared with patients' estimates
from the national patient survey, the sample had a similar percentage of female (52%
versus 58% in national patient survey), and was similarly mostly an aged population
(44% aged 20-64 years, 31% aged 65-74, and 25% aged 75-85 in the present study versus
47%, 27%, and 26% in national patient survey). As well the family structure of living
alone or as a couple were similar (21% living alone, 40% couple, 29% 2 generations, and
7% 3 or more generations in the present study versus 35%, 20%, 36% and 6% in national

patient survey).
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The sample patients had a minority who were working (42%), the average number of
years visiting the doctor were 9.3 years, the average travel time to clinics was 17 minutes,
the average number of medical problems they had was 1.6, their usual physician in
charge was mostly non-regular doctor (50% versus 30% director, 6.5% deputy director
and 13% other doctors), and the reason for today’s visit was mostly regular visit (78%
versus 10% acute illness and 12% acute illness and regular visit). And, the sample
patients were mostly feeling well (76% slightly or not unwell versus 24% very or
moderately unwell), but feeling more worried (68% very or moderately versus 32%
slightly or not).

2.4.2  Main results

Table 2.2 shows patients’ preferences for the consultation for 23 items in the
questionnaire. Most patients wanted all aspects of good Communication, Partnership, and
Health Promotion (questions answered with agree or more strongly for these domains,
ranged from 81-95%, 77-88%, and 86-92% respectively).

Figure 2.2 to 2.4 inclusive show the distributions of patient preferences for
Communication (factorl score), for Partnership (factor2 score) and for Health Promotion
(factor 3 score). We can see the Communication distribution is very similar to a normal
distribution with the most frequent score as 3.00 (Figure 2.2). For factor 2 and 3, on
Partnership and Health Promotion, the most frequent score was also 3.00 (Figure 2.3 and
2.4).

2.4.3  Analysis of predictors of patients’ desire for patient centered
medicine

Tables 2.3 to 2.5 inclusive show the result of bivariate analyses for all patient
characteristics in association with each of the factors: Communication (Table 2.3),
Partnership (Table 2.4) and Health Promotion (Table 2.5).

Tables 2.6 to 2.8 inclusive show the results of multivariate analyses of predictor
valuables in relation to each of the factors: Communication (Table 2.6), Partnership
(Table 2.7) and Health Promotion (Table 2.8). The groups of patients who agreed

strongly that they wanted good communication were more likely to be very worried
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(Table 2.6). Similarly, those wanting Partnership were more likely to feel particularly
unwell and be very worried (Table 2.7). Those strongly wanting Health Promotion were
more likely to be very worried and have acute illness (Table 2.8).

No factor of patient centeredness was related to patients’ age, sex, family structure,
whether they have paid work or not, visiting years, travel times, the number of medical
problems, whether regular physician in charge or not, today’s doctor is director or not,

and consultation time.

2.4.4  Patients' desire for Practical Medicine: examination,
prescription, laboratory tests, and X ray

71% of patients wanted an examination, 73% patients wanted a prescription, 66%
wanted laboratory tests, and 68% patients wanted X-ray (Table 2.2).

Table 2.9 to 2.12 inclusive show the results of bivariate analyses for all patient
characteristics in association with each content of Practical Medicine: Examination
(Table 2.9), Prescription (Table 2.10), Laboratory tests (Table 2.11), and X-ray (Table
2.12).

Table 2.13 to 2.16 inclusive show the results of multivariate analyses of predictor
valuables in relation to each of Practical Medicine: Examination (Table 2.13),
Prescription (Table 2.14), Laboratory tests (Table 2.15), and X-ray (Table 2.16). Wanting
an examination was not associated with any specific patient characteristics (Table 2.13).
Those wanting a prescription were more likely to have travel time less than 14 mins.
(Table 2.14). Those wanting laboratory tests were more likely to be over 65 years of age
(Table 2.15). Those wanting X-ray were more likely to be men, over 65 years of age
(Table 2.16).

Patients who wanted an examination, a prescription, laboratory tests and X-ray were
more likely to prefer Communication, Partnership and Health Promotion (Table 2.17-
2.20).
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2.5 Discussion

Overarching finding of this study was that more vulnerable the patients (higher age,
more anxiety and feeling more ill) expressed a greater preference for patient-centered
Communication, Partnership and Health Promotion. Patients with a very strong
preference for examination and prescription did not have any significant characteristics
and those with a preference for laboratory tests and X-ray were those aged over 65.

2.5.1 Do patients want patient centeredness in Japan?

In general, more than 80% of patients wanted each factor of patient-centered medicine
(PCM). Compared with Little et al.’s study, the preference for each factor of PCM was
similar (81-95% Communication, 77-88% Partnership, and 86-92% Health Promotion
versus 88-99%, 77-87% and 85-89% in Little et al.) (58). Rather unexpectedly, PCM was
preferred by the patients living in Japan, which has different culture from Western
countries, and this preference was on the same level with patients living in UK where

Little et al.’s study was carried out.

2.5.2  What predicts who wants patient centeredness?

Compared with Little et al.’s study, we found different statistically significant
associations of predictor variables with each factor of PCM as shown in Table 2.20.
Regarding Communication, feeling worried showed an association in both studies, but
other predictors (high attender, no paid work and age in Little et al.) were different.
Regarding Partnership, feeling unwell and feeling worried show an association in both
studies, but other predictors (no paid work in Little et al.) were different. Regarding
Health Promotion, feeling worried showed an association in both studies, but other
predictors (acute illness in the present study, and high attender in Little et al.) were
different. Out of 3 factors, Partnership had more predictors which had associations in
both studies than other 2 factors. Feeling worried had statistically significant associations
with every factor in both studies.

The similarity of associations might be due to the universal property of patient-centered

medicine for the vulnerable patients (more anxiety and feeling more ill) in 2 countries
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even though they have different cultures and medical systems. The difference of
associations might be due to the meaning of these variables in 2 countries. In UK, the
average number of visits was lower than that in Japan (60), so high attenders may have
had more significant health burdens. In Japan, patients with acute illness (which was not
a variable used in Little et al.) may have had a similar meaning of burden. Considering
this point, in Health Promotion, both studies had mostly the same results i.e. acute illness
was significant in Japan and high attender was significant in the UK. Again, the burden
implied by each of these variables may suggest an underlying interpretation. Patients with
high perceived burden preferred Health Promotion.

Regarding no paid work, the difference of age distribution might have had a big effect on
the finding that in Japan no paid work had no association with age. This study included
more old patients (56.5% aged over 65 versus 18% in Little et al.) and the patients with

no paid work might be mostly the retired persons.

2.5.3 Do the Japanese patients prefer examination, prescription
and laboratory tests / X-ray?

The expectation for examination was similar to Little et al.’s (71% versus 64% in Little
et al.’s), but that for prescription was clearly higher than Little et al.’s (73% versus 25%
in Little et al.’s). The expectation for laboratory tests and X-ray seemed to be high (66%
and 68%) because it was similar level with prescription, but it is not possible to compare
with Little et al. because he did not measure laboratory tests or X-ray.

Compared with Little et al.’s study, we found different statistically significant
associations of predictor variables with examination and prescription as shown in Table
2.21. Regarding Examination, our data showed no statistical associations, but Little et al.
showed the association with 2 factors (educational level and feeling worried). Regarding
Prescription, our data showed only one association with travel time, but Little et al.
showed an association with 4 factors (marital status, partner in paid work or not, age, and
low education).

According to these analyses, the preference for Practical Medicine in Japan was evident
and higher than UK and it was not associated with specific characteristics of patients.

However, the convenience of travel time less than 14 minutes may indicate the influence
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of the medical system which is fee-for-service in Japan (55) versus capitation in the UK,

the setting of Little et al.’s study.

2.5.4  Association of Patient-Centered Factors with Practical
Medicine

The significant associations between the three Factors of the patients’ preferences for
Patient-centered care with Practical Medicine found in this study, were also found in
Little et al. in the UK. This may imply that patients in both Japan and UK prefer both
Patient-centered medicine and Practical Medicine. We could call this an integrated
approach which is referred to in Stewart et al. especially in the following diagram shown
in Figure 2.5 (5). Whereas Little et al.’s factor analyses separated Patient Centeredness
from Practical Medicine, Stewart et al. integrate the two in what they call a Patient-
Centered Clinical Method (5).

2.5.5 Limitations of this study

In this study, 6 local private primary care clinics giving ambulatory care by board-
certified family doctors in Hokkaido province of Japan were selected. Of these, three
practices were in urban area, so these patients could select their preferred clinics without
any restriction. In this situation, patients who preferred patient-centered medicine might
be more likely to be included in this study compared with patients in other clinics giving
ambulatory care by general primary care doctors without board certification. This might
have affected high preference for patient-centered medicine. But, in this study, the other
three clinics in small towns were also included. In these towns, it is more difficult for the
residents to select another clinic, so patients who were neutral about the preference for
patient-centered medicine might be included. This fact might have decreased the effect in
the urban practices and made the results more generalizable.

The patients included in this study may not be generalizable, especially because they
appear to have low level of multi-morbidity.

The content and items used in this questionnaire were developed in UK, so the

expressions asking about patient-centeredness were sometimes not common in Japan. A

translation and back translation process were carried out, but nevertheless the subtle
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meaning might not be translated correctly in some questions. However, the percentage of
patients who preferred patient-centered medicine was similar in UK and Japan, so we can
argue that any difference of meaning in both languages may not have affected the results.
The response choices used by Little et al. included a 7-point response choice. Because
very few UK respondents answered negatively, Little et al. reported only 5 categories.
This led to the present study using a 5-point response choice. This decision may have led
to the Japanese respondents showing higher scores then would have been the case with a
7-point Likert scale.



Figure 2.1 Study flow and eligible patients

Approximately 400 participants
approached in 6 clinics

Less than 60 participants refused or stopped the
guestionnaire because of lack of time or difficulty to
read and write due to aging

341 participants completed the
questionnaire

79 excluded because of missing data

262 analyzed
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Figure 2.2 Frequency distribution of the scores of Factor 1 on Communication
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Figure 2.3 Frequency distribution of the scores of Factor 2 on Partnership
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Figure 2.4 Frequency distribution of the scores of Factor 3 on Health Promotion
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Figure 2.5 Exploring health, disease, and illness experience
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Table 2.1 Frequency distribution of all patient characteristics (n=262)

‘ ‘ Number ‘ Percentage

Sex

Men 125 47.7%

Female 137 52.3%

Total 262 100.0%
Age

0-64 114 43.5%

=65 148 56.5%

Total 262 100.0%
Family Structure

Other 199 78.0%

Alone 56 22.0%

Total 255% 100.0%
Paid Work

Paid work 138 52.9%

No paid work 123 47.1%

Total 261% 100.0%
Visiting years

5 years of less 104 43.2%

=6 years 137 56.8%

Total 241% 100.0%
Travel times

14 min or less 135 51.9%

=15 min 125 48.1%

Total 260% 100.0%
Medical problems

0-1 151 57.6%

>2 111 42.4%

Total 262 100.0%
Regular physician in charge

No 123 50.2%

Yes 122 49.8%

Total 245% 100.0%
Reason for visit

Regular 200 77.5%

Acute illness 58 22.5%

Total 258% 100.0%
Feeling unwell

Slightly/not 199 76.0%

Very/Moderately 63 24.0%

Total 262 100.0%
Feeling worried




Slightly/not 84 32.1%
Very/Moderately 178 67.9%
Total 262 100.0%

26

* The number is lower than 262 because some patients did not respond to this item.
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Table 2.2 What patients want from their general practitioner: descriptive data.

Figures are numbers (percentage) of patients

- ver
Stem (unless specified): [ want the v strongly .

strongly agree Neutral/Disagree Total
doctor to - agree agree

Factor 1 Communication: illness experience, communication, and doctor—patient
relationship

Deal with i bout th 261%*
p:ilgr:q my worries abott te 1 o6 | (10%) | 49 | (19%) | 151 | (58%) | 35| (13%) (100%)
0

Listen t thing I h t 261%x%
s:/ear;oZter;?/rzrolbnlim AVETO 9o | (8w |36 | (14% | 160 | (61%) | 43| (17%) (100%)
Be int ted i hat | tt 262
k:’ol: erestedin What TWamt o 1 yg | (%) | 47 | (18%) | 160 | (61%) | 37| (14%) (00%
0

Understand i 261%%
fo’: :’;:1;’; My Main reason | og | (11%) | 46 | (18%) | 160 | (61%) | 26 |  (10%) (100%)
0

262

Be friendly and approachable 41 | (16%) | 65 | (25%) | 142 | (54%) 14 (5%) (100%)
0

Full tion:) I t to feel 261%*
l('eZIIquljr?:;:srjcio dwa” OT 18| (1% | 41| (16%) | 152 | (58%) | 50| (19%) (100%)
Find out h i 262
plr:,u:; is°‘” seriotis my 17| (6%) | 46 | (18%) | 158 | (60%) | 41| (16%) (100?/)
0

learl lai h h 261x%
Srjzlreyme;pa'”watte 26 | (10%) | 73 | (28%) | 137 | G2%) | 25| (10%) (1%00/)
0

learl lai h houl 262
:o:ryexpa'”wats ouldbe | 51 1 (ay) | 59 | (22%) | 159 | (61%) | 23 (9%) (100?/)
0

Factor 2 Partnership: interest in beliefs, expectations, and negotiating common ground

Be interested in what I think 26 1%
th‘l'zrsg;fis'”wa T l7| aw|es | (3w | 165|639 | 46| (70| (joom
Di ith 261%%
W::t“ts::;‘:'ozlg;:isw't me 11| (4% | 31| (12%) | 169 | (65%) | 50| (19%) (1%00/)
0

Be i i hat I 262
djn:ter“ted nwhatfwant s | (sw) |37 [ (14w | 151 [ 58w | 61|  (23%) (100?:/)
0

Be int ted i hat 260x%
tree;:me;:flewa':tw 2 15| (6% | 42 | (16%) | 161 | (62%) | 42| (16%)| oo
Discuss and agree with me on 262

16 6%) | 44 | (17%) | 169 | (65% 33 12%
treatment (6%) (17%) (65%) (12%) (100%)
Factor 3: Health Promotion

Give advice on how to reduce 262
the risk of future illness 22| (8%) | 83| (32 | 137 | (52%) 20 (8%) (100%)
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Gi dvi how to st 262
h;‘:t:y‘i’r'f?u;’:re oW to sty 23| (9%) |63 | (24%) | 140 | (53%) | 36| (14%)| oo
Other aspects of consultation desired
Practical medicine

. 262
Examine me fully 10| (4%) | 20| (8%) | 155 | (59%) 77 (29%) (100%)
0
. 262
I want a prescription 12| (4%) | 33 | (13%) | 146 | (56%) 71 (27%) (100%)
0
i(e);g;”ragri’;at“;'s"te me by blood | o1 3y | 32 | (12%) | 133 | 51%) | 88| (34%) (21%10,,/)
0
— ) = o
Sy”g'”a') Examine me by X 13| (5%) | 24| (9%) | 141 | (54%) | 83| (32%) (21%10,,/)
0
: - 26 1%%
Give advice on what I can do 5| (2%) | 20| (8%) | 132 | (50%) 104 (40%) (100%)
(]

Appreciating the whole person
Understand my emotional . . . . 262
ode 4| (1% |20 | (8%) | 96| (37%) | 142 (54%) (100%)
Be interested in how it (the , , , . 261%%
problem) affects my life 15| (6%) | 39| (15%) | 166 | (64%) 411 (15%) (100%)

** The number is lower than 262 because some patients did not respond to this item.
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Sample Mean t
. p value
size value value

Sex Men 124 3.21 | —-0.55 0.29
Female 134 3.26
Total 258%

Age 0-64 114 3.23| —-0.08 0.47
=65 144 3.24
Total 258%

Family Structure Others 197 3.24 0.26 0.60
Alone 54 3.21
Total 251

Paid Work Paid work 122 3.19| -0.95 0.17
No paid work 135 3.27
Total 257%

Visiting years 5 years of less 104 3.22 | -0.70 0.24
=6 years 134 3.28
Total 238%

Travel times 14 min or less 133 3.29 1.23 0.89
=15 min 123 3.18
Total 256%

Medical problems 0-1 150 3.19 | -1.31 0.10
>2 108 3.30
Total 258%

Regular physician in charge | No 122 3.22 0.20 0.58
Yes 119 3.21
Total 241%

Reason for visit Regular 296 3.19 | -2.04 0.02
Acute illness 58 3.41
Total 254%

Feeling unwell Slightly/not 195 3.15| -3.20 0.00
Very/Moderately 63 3.49
Total 258%

Feeling worried Slightly/not 82 295 | -5.16 | <.0001
Very/Moderately 176 3.37
Total 258%

Today's doctor Others 146 3.25 0.31 0.62
Director 110 3.22
Total 256%

Consultation time = 5mits 176 317 | -0.96 0.17
<bmins 79 3.26
Total 255%

* The number is lower than 262 because some patients did not respond to this item.
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Sample Mean
) t value | p value
size value
Sex Men 125 3.02 -0.80 0.21
Female 133 3.09
Total 258%*
Age 0-64 113 2.97 -1.85 0.03
=65 145 3.12
Total 258%
Family Structure Others 196 3.03 -0.89 0.19
Alone 55 3.12
Total 251%*
Paid Work Paid work 122 3.09 -0.87 0.19
No paid work 135 3.02
Total 257
Visiting years 5 years of less 102 3.02 -1.08 0.14
=6 years 135 3.11
Total 237%
Travel times 14 min or less 134 3.10 1.04 0.85
=15 min 122 3.01
Total 256%
Medical problems 0-1 149 3.01 -1.23 0.11
>2 109 3.12
Total 258%
Regular physician in charge No 120 3.02 -0.66 0.26
Yes 121 3.07
Total 241%
Reason for visit Regular 197 3.01 -2.04 0.02
Acute illness 58 3.23
Total 255%
Feeling unwell Slightly/not 196 2.98 -3.27 0.00
Very/Moderately 62 3.31
Total 258%
Feeling worried Slightly/not 82 2.85 -3.75 0.00
Very/Moderately 176 3.15
Total 258%*
Today's doctor Others 145 3.07 012 0.55
Director 111 3.06
Total 256%
Consultation time = 5mits 176 299 | -095 0.17
<5mins 79 3.08
Total 255%

* The number is lower than 262 because some patients did not respond to this item.
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Sample Mean t
. p value
size value value
Sex Men 125 3.37 0.67 0.75
Female 137 3.31
Total 262
Age 0-64 114 3.27 | -1.29 0.10
=65 148 3.39
Total 262
Family Structure Others 199 3.35 0.38 0.65
Alone 56 3.31
Total 255%
Paid Work Paid work 123 3.29 | -0.99 0.16
No paid work 138 3.38
Total 261
Visiting years 5 years of less 104 3.37| —-0.03 0.49
=6 years 137 3.37
Total 241%
Travel times 14 min or less 135 3.36 0.38 0.65
=15 min 125 3.33
Total 260
Medical problems 0-1 151 3.32 | —-0.38 0.35
>2 111 3.36
Total 262
Regular physician in charge No 123 3.29 | -0.81 0.21
Yes 122 3.37
Total 245%
Reason for visit Regular 200 3.28 | —-2.08 0.02
Acute illness 58 3.53
Total 258%*
Feeling unwell Slightly/not 199 3.31| -1.10 0.14
Very/Moderately 63 3.44
Total 262
Feeling worried Slightly/not 84 3.12 | -3.68 0.00
Very/Moderately 178 3.44
Total 262
Today's doctor Others 148 3.40 1.34 0.91
Director 112 3.27
Total 260%
Consultation time = 5mits 180 3.23 | —-1.41 0.08
<5mins 79 3.38
Total 259%

* The number is lower than 262 because some patients did not respond to this item.
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Table 2.6 Result of multivariable analysis of predictor variables in relation to Factorl of

patient-centered medicine — mixed model with fixed effects (n=246*)

. Standard ) p value
Term Estimate Error t Ratio (Prob>|t|)
Intercept 3.28 0.06 52.67 <.0001
Beason for visit Regular=2, Acute 0.09 0.05 165 0.100
illness=1[1]
Feeling unwell Very/Moderately=1,
Slightly/not=2[1] 0.10 0.05 1.86 0.063
Feeling worried Very/Moderately=1,
Slightly/not=2[1] 0.17 0.05 3.67 0.0003
Site number [1] 0.15 0.10 1.57 0.117
Site number [2] -0.10 0.08 -1.19 0.237
Site number [3] -0.02 0.12 -0.16 0.870
Site number [4] -0.01 0.10 -0.07 0.946
Site number [5] 0.02 0.09 0.21 0.834

* The number is lower than 262 because some patients did not respond to this item.
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Table 2.7 Result of multivariable analysis of predictor variables in relation to Factor2 of

patient-centered medicine - mixed model with fixed effects (n=246%*)

Term Estimate Standard t p value
Error Ratio (Prob>|t])

Intercept 3.12 0.06 | 51.29 <.0001
Age 0-64=2, =65=1[1] 0.09 0.04 1.96 0.0509
Beason for visit Regular=2, Acute 0.10 0.05 193 0.0550
illness=1[1]
Feeling unwell Very/Moderately=1,
Slightly/not=2[1] 0.12 0.05 2.29 0.0231
Feeling worried Very/Moderately=1,

0.11 0.05 2.29 0.0227
Slightly/not=2[1]
Site number [1] 0.12 0.10 1.27 0.2037
Site number [2] -0.07 0.08 | -0.80 0.4226
Site number [3] -0.10 0.11| -0.84 0.3996
Site number [4] -0.09 0.10 | -0.91 0.3651
Site number [5] 0.07 009 | 0.78 0.4355

* The number is lower than 262 because

some patients did not respond to this item.
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Table 2.8 Result of multivariable analysis of predictor variables in relation to Factor3 of

patient-centered medicine - mixed model with fixed effects (n=251%*)

Term Estimate Standard t p value
Error Ratio (Prob>|t])
Intercept 3.35 0.06 55.3 <.0001
Beason for visit Regular=2, Acute 0.12 0.06 912 0.0347
illness=1[1]
Feeling worried Very/Moderately=1,
Slightly/not=2[1] 0.15 0.05 3.13 0.0020
Site number [1] 0.10 0.11 0.93 0.3508
Site number [2] -0.03 0.09| -0.30 0.7651
Site number [3] 0.05 0.13 0.38 0.7032
Site number [4] -0.21 0.10| -1.99 0.0479
Site number [5] 0.08 0.10 0.83 0.4065

* The number is lower than 262 because some patients did not respond to this item.
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Number of
Total patients | Percentage | p value
who want
Sex Men 125 85 68.00% 0.3334
Female 136 88 64.71%
261%
Age 0-64 114 71 62.28% 0.1418
=65 147 102 69.39%
261%*
Family Structure Others 199 132 66.33% 0.5117
Alone 55 36 65.45%
254%
Paid Work No paid work 137 93 67.88% 0.3117
Paid work 123 79 64.23%
260%*
Visiting years 5 years of less 104 66 63.46% 0.2166
=6 years 136 94 69.12%
240%
Travel times 14 min or less 135 91 67.41% 0.6868
=15 min 124 81 65.32%
259%
Medical problems 0-1 151 96 63.58% 0.1708
>2 110 77 70.00%
261%
Regular physician in charge | No 123 76 61.79% 0.0807
Yes 121 86 71.07%
244%
Reason for visit Regular 199 126 63.32% 0.0507
Acute illness 58 44 75.86%
257%*
Feeling unwell Slightly/not 198 128 64.65% 0.2016
Very/Moderately 63 45 71.43%
261%*
Feeling worried Slightly/not 83 47 56.63% 0.0179
Very/Moderately 178 126 70.79%
261%*

* The number is lower than 262 because some patients did not respond to this item.
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Table 2.10 Result of bivariate analysis of Prescription and variables

Number of
Total patients Percentage | p value
who want
Sex Men 125 85 68.00% 0.5263
Female 136 93 68.38%
261%
Age 0-64 114 68 59.65% 0.0067
=65 147 110 74.83%
261%
Family Structure Others 199 130 65.33% 0.0809
Alone 55 42 76.36%
254%
Paid Work No paid work 138 102 73.91% 0.0220
Paid work 122 75 61.48%
260%*
Visiting years 5 years of less 103 73 70.87% 0.6972
=6 years 137 94 68.61%
240%
Travel times 14 min or less 134 98 73.13% 0.0566
=15 min 125 79 63.20%
259%
Medical problems 0-1 150 100 66.67% 0.3151
>2 111 78 70.27%
261%
Regular physician in charge | No 123 83 67.48% 0.4253
Yes 121 84 69.42%
244%
Reason for visit Regular 199 137 68.84% 0.6557
Acute illness 58 39 67.24%
257%*
Feeling unwell Slightly/not 199 132 66.33% 0.1575
Very/Moderately 62 46 74.19%
261%
Feeling worried Slightly/not 84 55 65.48% 0.3040
Very/Moderately 177 123 69.49%
261%*

* The number is lower than 262 because some patients did not respond to this item.



37

Table 2.11 Result of bivariate analysis of Laboratory tests and variables

Number of
Total patients Percentage | p value
who want
Sex Men 124 79 63.71% 0.1611
Female 137 78 56.93%
261%
Age 0-64 114 50 43.86% | <.0001
=65 147 107 72.79%
261%
Family Structure Others 198 116 58.59% 0.8216
Alone 56 36 64.29%
254%
Paid Work No paid work 137 95 69.34% 0.0009
Paid work 123 61 49.59%
260%
Visiting years 5 years of less 103 55 53.40% 0.0085
=6 years 137 95 69.34%
240%
Travel times 14 min or less 135 79 58.52% 0.3227
=15 min 124 71 62.10%
259%
Medical problems 0-1 150 85 56.67% 0.1131
>2 111 72 64.86%
262%
Regular physician in charge | No 123 70 56.91% 0.2092
Yes 121 76 62.81%
244%
Reason for visit Regular 199 117 58.79% 0.2219
Acute illness 58 38 65.52%
257%*
Feeling unwell Slightly/not 198 116 58.59% 0.2216
Very/Moderately 63 41 65.08%
261%
Feeling worried Slightly/not 84 46 54.76% 0.1379
Very/Moderately 177 111 62.71%
261%

* The number is lower than 262 because some patients did not respond to this item.
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Table 2.12 Result of bivariate analysis of X-ray and variables

Number of
Total patients Percentage | p value
who want
Sex Men 125 65 52.00% 0.0359
Female 137 55 40.15%
262
Age 0-64 114 38 33.33% 0.0003
=65 148 82 55.41%
262
Family Structure Others 199 87 43.72% 0.1790
Alone 56 29 51.79%
255%
Paid Work No paid work 138 69 50.00% 0.0823
Paid work 123 50 40.65%
261%*
Visiting years 5 years of less 104 44 42.31% 0.0909
=6 years 137 71 51.82%
241%
Travel times 14 min or less 135 58 42.96% 0.2063
=15 min 125 61 48.80%
260%*
Medical problems 0-1 151 66 43.71% 0.2522
>2 111 54 48.65%
262
Regular physician in charge | No 123 50 40.65% 0.0898
Yes 122 61 50.00%
245%
Reason for visit Regular 200 89 44.50% 0.2770
Acute illness 58 29 50.00%
258%*
Feeling unwell Slightly/not 199 86 43.22% 0.0890
Very/Moderately 63 34 53.97%
262
Feeling worried Slightly/not 84 30 35.71% 0.0167
Very/Moderately 178 90 50.56%
262

* The number is lower than 262 because some patients did not respond to this item.



Table 2.13 Result of multivariable analysis of predictor variables in relation to

Examination — logistic regression (n=241%)

. Standard . p value
Term Estimate Error ChiSq (Prob>ChiSq)
Intercept 0.78 0.20 | 15.86 <.0001
Regular physician in charge
Yes=1. No=2[1] 0.27 0.15 3.36 0.0669
Beason for visit Regular=2, Acute 0.31 019 975 0.0970
illness=1[1]
Feeling worried
Very/Moderately=1, 0.23 0.15 2.43 0.1187
Slightly/not=2[1]
Site number [1] 0.13 0.32 0.17 0.6818
Site number [2] -0.07 0.28 | 0.06 0.8021
Site number [3] -0.48 0.38| 1.60 0.2061
Site number [4] 0.17 0.33 0.26 0.6098
Site number [5] 0.47 032| 211 0.1465

* The number is lower than 262 because some patients did not respond to this item.
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Table 2.14 Result of multivariable analysis of predictor variables in relation to

Prescription — logistic regression (n=251%*)

. Standard . p value
Term Estimate Error ChiSq (Prob>ChiSq)
Intercept 0.73 0.19 | 14.49 <.0001
Age 0-64=2, =65=1[1] 0.30 0.17 2.92 0.0873
Family structure Alone=1,
Other=2[1] 0.06 0.20 0.08 0.7709
Paid work Yes=2, No=1[1] 0.24 0.17 1.90 0.1680
Travel time 14 min or
less=2.15min or more=1[1] 0.36 0.15 6.12 0.0134
Site number [1] -0.45 031 | 207 0.1504
Site number [2] 0.28 0.29 | 0.91 0.3411
Site number [3] -0.84 039 | 468 0.0306
Site number [4] 0.13 0.33 0.17 0.6836
Site number [5] 0.11 030| 0.13 0.7208

* The number is lower than 262 because some patients did not respond to this item.
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Table 2.15 Result of multivariable analysis of predictor variables in relation to Laboratory

tests — logistic regression (n=239%)

. Standard . p value

Term Estimate Error ChiSq (Prob>ChiSq)
Intercept 0.46 0.15| 9.66 0.0019
Age 0-64=2, =65=1[1] 0.57 0.18 | 10.16 0.0014
Paid work Yes=2, No=1[1] 0.03 0.17| 0.03 0.8603
Visiting years 5 years of less=2,6 0.14 015 0.83 0.3621
years or more=1[1]

Site number [1] -0.56 031 | 3.28 0.0702
Site number [2] -0.13 0.29| 0.20 0.6527
Site number [3] 0.04 042 | 0.01 0.9144
Site number [4] 0.31 0.22 0.89 0.3454
Site number [5] 0.14 030 0.23 0.6308

* The number is lower than 262 because some patients did not respond to this item.



Table 2.16 Result of multivariable analysis of predictor variables in relation to X-ray —

logistic regression (n=226%)

. Standard . p value

Term Estimate Error ChiSq (Prob>ChiSq)
Intercept -0.15 0.20 0.55 0.4584
Female Yes=1, No=2[1] -0.32 0.15 455 0.0329
Age 0-64=2, =65=1[1] 0.51 0.19 6.96 0.0083
Paid work Yes=2, No=1[1] -0.14 0.19 0.58 0.4469
Visiting years 5 years of less=2,6 0.07 015 0.21 0.6467
years or more=1[1]

Regular physician in charge 0.09 015 0.35 05542

Yes=1, No=2[1]
Feeling unwell

Very/Moderately=1, 0.28 0.18 241 0.1202
Slightly/not=2[1]
Feeling worried

Very/Moderately=1, 0.25 0.16 2.35 0.1255
Slightly/not=2[1]

Site number [1] -0.44 032 189 0.1688
Site number [2] -0.10 031 | 0.11 0.7450

Site number [3] 0.22 042 | 027 0.6053
Site number [4] 0.03 0.34 | 0.01 0.9206
Site number [5] 0.42 031 186 0.1727

* The number is lower than 262 because some patients did not respond to this item.



Table 2.17 Result of bivariate analysis of Factorl (Communication) mean of Patient-

centered medicine and Practical Medicine

Number Mean value | t value p value
Examination Want 171 343 —-6.71 <.0001
Don’t want 86 2.86
Total 257%
Prescription Want 174 3.37 -4.79 <.0001
Don't want 83 2.95
Total 257%
Lab test Want 153 3.35 -3.33 0.0010
Don’t want 104 3.07
Total 257%
X-ray Want 118 3.38 -3.08 0.0023
Don’t want 140 3.12
Total 258%

* The number is lower than 262 because some patients did not respond to this item.




Table 2.18 Result of bivariate analysis of Factor2 (Partnership) mean of Patient-

centered medicine and Practical Medicine

Number Mean value | t value p value
Examination Want 172 3.27 -7.94 <.0001
Don’t want 85 2.63
Total 257%
Prescription | Want 177 3.20 -5.25 <.0001
Don't want 80 2.75
Total 257%*
Lab test Want 157 3.20 -4.35 <.0001
Don’t want 100 2.84
Total 257%
X-ray Want 120 3.23 -3.94 0.0001
Don’t want 138 291
Total 258%

* The number is lower than 262 because some patients did not respond to this item.



Table 2.19 Result of bivariate analysis of Factor3 (Health Promotion) mean of

Patient-centered medicine and Practical Medicine

Number Mean value t value p value
Examination | Want 173 3.55 —6.86 <.0001
Don’t want 88 293
Total 261%
Prescription | Want 178 3.48 -4.49 <.0001
Don't want 83 3.05
Total 261%
Lab test Want 157 347 -3.64 0.0003
Don’t want 104 3.14
Total 261%
X-ray Want 120 3.48 -2.74 0.01
Don’t want 142 3.23
Total 262

* The number is lower than 262 because some patients did not respond to this item.



Table 2.20 Comparison with Little et al.’s study about the predictor variables which

had statistically significant association with each component of PCM

Feeling worried

The present study Little et al.’s study
Communication Feeling worried High attender
No paid work
Feeling worried
Age
Partnership Feeling unwell No paid work

Feeling unwell
Feeling worried

Health Promotion

Acute illness
Feeling worried

High attender
Feeling worried
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Table 2.21 Comparison with Little et al.’s study about the predictor variables which

had statistically significant association with Practical Medicine

mins

The present study Little et al.’s study
Examination No factors Low education level
Feeling worried
Prescription Travel time less than 14 No married or living as

married

Partner not in paid work
Age

Low education
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Chapter 3

3 Japanese patients’ satisfaction with the consultation in
Japanese family practice

In this chapter, another research question raised in Chapter 1 is explored, that is
Japanese patients’ satisfaction with the consultation by a sample of board-certified family

doctors in Japan and its association with the patients’ characteristics.

3.1 Background

Family medicine / Primary care is relatively new independent medical specialty in
Japan whose significance has increased because of Japan’s rapidly aging population (50,
51). It is, therefore, timely to assess such a new specialty early in its development. A key
aspect of such an assessment is the degree of patients’ satisfaction with the care offered
by the new specialty.

According to the systematic reviews worldwide, relevant to patient satisfaction, patient
satisfaction was improved by better communication style (27), longer consultation length
(28), more sustained continuity of care (29), increased patients’ participation of medical
consultation (30) and decreased EMR use in consultation (31). In addition, patient
satisfaction was related to accessibility, patient empowerment, practice style and patient-
centeredness (16-19).

None of the studies included in these systematic reviews were conducted in Japan, nor
were they conducted in family practice. So, we need more evidence about the patient

satisfaction in Japan.

3.2 Objective
The study assessed patients’ satisfaction with the doctors' consultation and its

association with the patients’ characteristics.
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3.3 Method
3.3.1 Design

Cross-sectional study

3.3.2  Setting and practices (The reader will note that the method’s
section is the same as in Chapter 2, except for the research
guestion, the outcome variable and the analysis)

We chose 6 local private primary care clinics giving ambulatory care by board-certified

family doctors in Hokkaido province of Japan. They were also training practices in the

residency program of family medicine and supportive for academic work including
primary care research. The six practices selected represented a range of settings to ensure
that the impact of demographic factors on patient preference could be assessed. Two
practices were in residential areas of a middle-size provincial city; one practice was
serving urban population of megalopolis; three practices were in small towns known for

agriculture, fishing and sightseeing.

3.3.3 Research questions
1. Are the Japanese patients satisfied with the consultation in Japanese Family Practice?

2. Is there an association (correlation) between patients’ satisfaction and the patients’

characteristics?

3.3.4 The factors: Patient Characteristics

In the questionnaire delivered to patients, the following six items describing patient
characteristics were included: socio-demographic details (sex, age, paid work, family
construct), nature of presenting problem, number of medical problems, reason for visit,

how unwell the patients were feeling, and how worried they were about the problem (on
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5-point Likert scale) (58) . The following four items were included based on the author’s
experience in Japanese medical system: length of relationship with practice, travel time to
a practice from their house, usual main doctor’s type (the doctor was the director of the

clinic or not.), and doctor’s type on that day and consultation time.

3.3.5 The outcome: Questionnaire

A questionnaire by Takemura was selected to assess the level of the patients’

satisfaction for use in this study (61).

3.3.5.1 Items and Response choices

This questionnaire asked the patients to indicate their satisfaction with their consultation
on a 5-point Likert scale (strongly agree, agree, uncertain, disagree, strongly disagree)
with items about overall satisfaction (2), complete examination (2), whole person care
(2), examination time (3), and patient centeredness (3). There were 12 items in total, see

the Table 3.1.

3.3.5.2 Validity and reliability

This questionnaire’s validity was evaluated by factor analysis (Cronbach’s a between
0.77 and 0.85 depending on the subscale) and its reliability was also checked by test-
retest (correlation between 0.59 and 0.96 depending on the item) (61).

3.3.5.3 Translation
Takemura’s questionnaire exists in Japanese (62) and English (61). These were

translations that were used in this study.
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3.3.6  Inclusion and exclusion criteria
Patients were Japanese, 20 to 85 years old, no dementia, not pregnant, without disability

with regard to writing and without an urgent problem.

3.3.7 Pilot study

The draft questionnaires were piloted among 40 patients. Some parts of questionnaire
were not answered correctly because of poor appearance of sentences and layout. And
questions on some pages were completely unanswered by some patients because they
could only see one side of paper printed on both sides. Some sentences of questions were
criticized as being difficult to understand. According to these results of pilot study, we

revised the questionnaire to be answered more easily and clearly.

3.3.8 Ethics

Both the main study and pilot study had ethical approval from Japan Primary Care
Association research ethics committees. A poster about the purpose and contents of this
study was shown on the wall of waiting room and gave patients the chance to refuse to
participate in this study, as well as the possibility of verbal refusal to the research
assistant.

3.3.9 Data collection

We recruited consecutive patients in the waiting room. The clerks and nurses checked
the patient’s compatibility with the inclusion criteria and selected research participants
for the research assistant. The research assistant explained the general information about
the study to the patient. At the end of the visit, patients completed the questionnaire on
patients’ satisfaction (the post-consultation questionnaire). The research assistant

observed this process and supported patients if needed.
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3.3.10 Sample size

In the pilot study, a difference of the overall satisfaction between the group who felt
healthy and the group who felt not healthy was found. This difference of score was 0.61
(the former group score was 6.14 and the latter was 5.53), the standard deviation on
average was 1.34 and E/S was therefore 0.46. So according to the sample size calculation

condition (0=0.05, p=0.2) (59), we calculated that we needed 128 patients per group.

3.3.11 Analysis

The total satisfaction score was the sum of 12 items, using 5 for “Strongly agree”, 4 for
“Agree”, 3 for “Uncertain”, 2 for “Disagree” and 1 for “Strongly disagree” (61). But, the
items about examination time are negatively worded, and each of them was therefore
scored in the reverse order. We evaluated the association between patients’ characteristics
and satisfaction for consultation using bivariate analysis using the t test. The multivariate
analysis used the program JMP Pro (based on SAS) and conducted a test of mixed model
with fixed effects (Appendix 1).

3.4 Results

About 400 patients were recruited to answer the questionnaire, and less than 60
patients refused (approximately 15%) because of lack of time difficulty to read and write
due to aging. So, 341 patients answered post-consultation questionnaires. Of 341
questionnaires, 79 (23.2%) were excluded because of lack of data on more than 3 items
of all 49 items and 262 (76.8%) were used for the analysis (Fig 3.1).

3.4.1 Patient characteristics

Table 3.1 shows the patient characteristics. As noted in Chapter 2, these characteristics
were compared to those of a national survey and found to be similar on sex, age and
family structure. And other characteristics including work, average number of years

visiting the doctor, average travel time to clinics, average number of medical problems,
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their usual physician in charge, the reason for today’s visit, feeling well or not and feeling
worried or not are the same as those in Chapter 2.

Half of the time, the doctors in charge at the consultation were director (43% versus
16% deputy director and 41% other doctors) and consultation time at the consultation
was mostly 5-15 mins (61% versus 31% below 6mins, 7% 15-30 mins and 2% above 30

mins).

3.4.2 Main results

Table 3.2 shows patients’ satisfaction with the consultation for 12 items in the
questionnaire.

Figure 3.2 shows the total satisfaction score. The mean value of total satisfaction score
was 46.1. We can see the distribution was very similar to a normal distribution with the
most frequent score as 45.

Table 3.3 shows the results of bivariate analyses for all patient characteristics in
association with total satisfaction score. Patient characteristics that showed p-values of
less than or equal to 0.05 were included into the multivariate analyses which follows. We
decided to use the more rigorous cut-off in contrast to our decision in Chapter 2, which
was based on the Little et al. study relevant to that chapter.

Table 3.4 shows the results of multivariate analyses of predictor valuables in relation to
the total satisfaction score. The groups of patients who were strongly satisfied with the
consultation were more likely to be women, consulted by directors, and have less than 5
minutes of consultation time.

The satisfaction score was not related to patients’ age, family structure, whether they
have paid work or not, visiting years, the number of medical problems, whether regular
physician was in charge or not, reason for visit, feeling unwell or not, feeling worried or

not, and today’s doctor was director or not.

3.5 Discussion
Overarching finding of this study was that many patients were satisfied with the

consultation provided by the sample of board-certified family doctors in primary care
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clinics, because the mean value of total satisfaction score was 46 which indicated that the
average score of 12 items was 3.83 between 3 (agree), 4 (strongly agree), and 5 (very
strongly agree).

Compared with Takemura’s study (See Table 3.5), the mean scores of 4 of 5 components
(Overall satisfaction, Complete examination, Examination time and Patient centeredness)
were mostly similar, but that of Whole person care looked higher in the present study
(7.02 versus 5.90 in Takemura’s). In Takemura’s study, not only family doctors but also
medical students saw study patients and the setting was the university hospital. These

differences might have influenced their lower satisfaction with Whole person care.

3.5.1 What type of patients were more satisfied with the
consultations?

Patients who were consulted by directors had stronger satisfaction with the consultation
than those who were consulted by other doctors, possibly because the directors of the
clinics tended to be more experienced than the other doctors.

Patients whose length of consultation was less than 5 minutes were more satisfied in our
study in spite of the fact that systematic reviews showed longer consultation length was
associated with higher satisfaction (28). One possible methodological reason why this
finding could have occurred, may be the reverse coding of the length of consultation item
within the total satisfaction score, but the coding process was proved to be correct based
on the recheck of data and the analytic process. Another reason may have been because
the patients perceived consultation time was not the actual time measured by a stop
watch. Patients have been found to feel less satisfied with longer visits after a certain
threshold (63), so the threshold in Japan might be short time and patients whose length of
consultation more than 5 minutes could, therefore, be less satisfied.

Regarding sex, female patients showed higher satisfaction, but a similar tendency cannot
be found in the 26 systematic reviews of patient satisfaction (Table 3.6). Also, in one
study dealing with the association of sex with patient satisfaction, there was no
association between sex and satisfaction (64). But, in another study dealing with patients’
sex and doctors’ sex and its effect on patient satisfaction, male patients examined by

younger female physicians reported the lowest ratings of satisfaction (65). In our study,
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20 of the 24 doctors were male and 4 were female, and the proportion of sex of patients
was almost 50:50. So, it is not likely that the present study’s finding can be explained by
the percentage of female physicians.

The differences between the present study and the current world literatures could be due
to the different methods and measures used in the studies or they could be due to the

uniqueness of the features in Japanese health care and society.

3.5.2  Comparison with the similar study in Japan

There is only one study which assessed patients’ satisfaction with the family practice in
Japan (54). Table 3.7 compares the present study with Kisa et al. We see some
similarities in the characteristics’ distributions: age; number of episodes; region of Japan.
Differences were: sex (present study had fewer females); regular/routine visit (present
study contained more regular visits); number of doctors (more in present study); training
of doctors (board certified family physicians in present study); dimensions of satisfaction

studied (different questionnaire used in the two studies).

The associations of patient characteristics and patient satisfaction were quite different in
the two studies probably because each studied different dimensions of patient
satisfaction. In addition, in the present study, the prevalence of total satisfaction score
was a normal distribution (Figure 3.2), but the prevalence of overall satisfaction score of
Kisa et al. was not normal distribution (41.8% of patients were 100% satisfied about all
scores). So, it was difficult to compare these results with the present study’s results due to

the measure of patient satisfaction.

3.5.3 Limitations of this study

In this study, 6 local private primary care clinics providing ambulatory care by board-
certified family doctors in Hokkaido province of Japan were selected. In Japan, there are
800 board-certified family doctors among about 100,000 primary care doctors in Japan,
so their practice itself is likely unique. Therefore, the results are not generalizable to all



56

Primary care doctors in Japan, but may be more generalizable to the 800 board-certified

subgroup of family doctors. Nonetheless, generalizability cannot be assumed.

3.6 Conclusion

Japanese patients scored their consultations to be relatively high, even higher than a
previous study in Japan on the dimension of Whole Person Care. The characteristics
associated with patient satisfaction were, although somewhat unexpected, interesting and

helpful in planning for improved services.



Figure 3.1 Study flow and eligible patients
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Figure 3.2 Frequency distribution of the total satisfaction score
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Table 3.1 Frequency distribution of all patient characteristics and part of the results

(n=262)
‘ ‘ Number ‘ Percentage

Sex

Men 125 47.7%

Female 137 52.3%

Total 262 100.0%
Age

0-64 114 43.5%

=65 148 56.5%

Total 262 100.0%
Family Structure

Other 199 78.0%

Alone 56 22.0%

Total 255% 100.0%
Paid Work

Paid work 138 52.9%

No paid work 123 47.1%

Total 261% 100.0%
Visiting years

5 years of less 104 43.2%

=6 years 137 56.8%

Total 241% 100.0%
Travel times

14 min or less 135 51.9%

=15 min 125 48.1%

Total 260% 100.0%
Medical problems

0-1 151 57.6%

=2 111 42.4%

Total 262 100.0%
Regular physician in charge

No 123 50.2%

Yes 122 49.8%

Total 245% 100.0%
Reason for visit

Regular 200 77.5%

Acute illness 58 22.5%

Total 258% 100.0%
Feeling unwell

Slightly/not 199 76.0%

Very/Moderately 63 24.0%

Total 262 100.0%




Feeling worried

Slightly/not 84 32.1%
Very/Moderately 178 67.9%
Total 262 100.0%

Doctor in charge at the
consultation

Others 148 56.9%

Director 112 43.1%

Total 260% 100
Consultation time

above Smins 180 69.5%

below Smins 79 30.5%

Total 259% 100.0%

* The number is lower than 262 because some patients did not respond to this
item.
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Table 3.2 Patients’ satisfaction with the consultation: descriptive data. Figures are

numbers (percentage) of patients

very ¢ | Neutral (2)
strongly S rong(;l)agree agree (3) /Disagree Total
agree (5) (1)
Factor: Overall satisfaction
I am very satisfied with the 262
medical consultation that I | 86 | (33%) | 147 | (56%) | 27| (10%) | 2 (1%) | (100%)
had today.
The medical consultation 262
hat I h h 100%
:)o?:t(s)afh:]‘;dfgos:So:etter 37| (1aw | 16| aaw | 103 | cowy | 6| cow | (100
other doctors.
Factor: Complete examination
This doctor examined me . . . . 262
carefully and completely. 44 (17%) | 176 @7%) | 39| (15%)| 3 (1%) (100%)
This doctor examined me 260%*
2 11%) | 180 % 4 17% %
berfectly. 9| (11%) | 18 (69%) 3| (7% | 8 (3%) (100%)
Factor: Whole person care
This doctor knows almost 261

0 0, 0, 0
everything about me. 17 (7%) | 119 (46%) | 95| (36%) | 30 | (11%) (100%)

Ir;:;lr;kkih:vtvst:zv‘:‘;‘E’;k_ 16| (6% | 136 (52%)| 92| (88w | 18| (MW . 020(;)2)
Factor: Examination time

The time for the medical 262

consultation with me was (100%)

38| (15%) | 116 (44%) | 71| (27%) | 37| (14%)
not long enough to deal

with everything I wanted. *

I wonder if this doctor 262
could have spent a little 38| (15%) | 133 | (B51%) | 73| (28%) | 18 (7%) | (100%)
longer time with me. *

The time for the medical 262
consultation with me was a | 37 (14%) | 149 (57%) | 66| (25%) | 10 (4%) | (100%)
little bit too short. *

Factor: Patient centeredness

This doctor listened to my . . . . 262
deas. 47 (18%) | 194 (74%) | 20 7% | (1%) (100%)
This doctor listened to . . . . 261%*x
what I want him/her to do. 46 (18%) | 181 (69%) | 34| (13%) | O (0%) (100%)
[ think that this doctor is 262

0 0, 0 0
very honest. 56 | (21%) | 170 | (65%) | 34| (13%) | 2 (1%) (100%)
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* These items are negatively worded, and each of them is scored in the reversed
order.

** The number is lower than 262 because some patients did not respond to this
item.




Table 3.3 Result of bivariate analysis of total satisfaction score mean and variables
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Sample Mean t p
size value value | value
Sex Men 123 4535 | -1.99 0.02
Female 135 46.72
Total 258%
Age 0-64 112 4494 | -2.85 0.47
=65 146 46.93
Total 258%
Family Structure Others 197 4595 | -0.75 0.23
Alone 54 46.59
Total 251
Paid Work Paid work 121 4557 | -1.27 0.10
No paid work 136 46.45
Total 257%
Visiting years 5 years of less 102 4579 | -0.71 0.24
=6 years 136 46.31
Total 238%
Travel times 14 min or less 132 4534 | -2.34 0.01
=15 min 124 46.93
Total 256%
Medical problems 0-1 148 4588 | —-0.64 0.26
>2 110 46.32
Total 258%
Regular physician in charge | No 120 4512 | -2.22 0.01
Yes 121 46.68
Total 241%
Reason for visit Regular 196 46.06 | —0.07 0.47
Acute illness 58 46.12
Total 254%
Feeling unwell Slightly/not 196 46.06 | —0.05 0.48
Very/Moderately 62 46.10
Total 258%
Feeling worried Slightly/not 82 46.04 | —0.06 0.47
Very/Moderately 176 46.08
Total 258%
Today's doctor Others 147 4552 | -1.87 0.03
Director 109 46.81
Total 256%
Consultation time = 5mits 176 43.29 | -5.49 | <0001
<bmins 79 47.31
Total 255%

* The number is lower than 262 because some patients did not respond to this item.



Table 3.4 Result of multivariable analysis of predictor variables in relation to total

satisfaction score - mixed model with fixed effects (n=223)

Term Estimate Standard t Ratio p value
Error

Intercept 45.02 0.36 123.65 <.0001
Female Yes=1, No=2[1] 0.78 0.34 2.33 0.0206
Age 0-64=2, =65=1[1] 0.57 0.38 1.51 0.1313
Travel time 14 min or
less=2.15min or more=1[1] 0.56 0.33 1.67 0.0968
Regular physician in charge

41 ) 1.11 )
Yes=1. No=2[1] 04 0.37 0.2702
Today’s doctor Director=1,
Others=2[1] 0.80 0.36 2.21 0.0283
Consultat.lon time below 5mins=2, 198 0.37 5.8 <0001
above 5mins=1[1]
Site number [1] 0.55 0.75 0.73 0.4674
Site number [2] 0.61 0.68 0.89 | 0.3746
Site number [3] -2.66 0.96 -2.76 0.0062
Site number [4] 1.75 0.82 214 | 0.0333
Site number [5] 0.77 0.70 1.11 0.2691

* The number is lower than 262 because some patients did not respond to this item.
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Table 3.5 Comparison with Takemura’s study about the mean scores of 5

components of satisfaction and the total satisfaction score

The present study Takemura’s study

mean S.D. mean S.D.
Overall satisfaction 7.89 1.26 8.14 1.34
Complete examination 7.87 1.17 8.00 1.32
Whole person care 7.02 1.46 5.90 1.51
Examination time 11.11 2.14 11.01 2.19
Patient centeredness 12.21 1.41 11.80 1.61
The total satisfaction 46.07 5.52 - -

*For this comparison, the original score of each questionnaire item in Takemura’ s
study ranged from O to 4, so they were converted to 1 to 5 in this table.



Table 3.6 The association between patients’ sex and satisfaction in systematic

reviews
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Systematic reviews

association with sex

Sirdifield 2016 (19)

Not mentioned

2 Ricci-Cabello 2018 (18) Not mentioned
3 Bertakis 2011 (16) Not mentioned
4 Spurling 2017 (25) Not mentioned
5 Mapp 2015 (23) Not mentioned
6 Stokes 2015 (26) No associations
7 Huang 2013 (21) Not mentioned
8 Lewis 2009 (22) Not mentioned
9 Chou 2009 (20) Not mentioned
10 | Neumeyer-Gromen 2006 (24) Not mentioned
11 | Oliveira 2012 (32) Not mentioned
12 | Wilson 2006 (27) Not mentioned
13 | Cabana 2004 (28) Not mentioned
14 | Harrington 2004 (29) Not mentioned
15 | Irani 2009 (30) Not mentioned
16 | Cheraghi-Sohi 2008 (31) Not mentioned
17 | Randall 2017 (36) Not mentioned
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18 | Elrashidi 2017 (33) Not mentioned
19 | Martinez-Gonzalez 2014 (35) Not mentioned
20 | Horrocks 2002 (34) Not mentioned
21 | Swan 2015 (37) Not mentioned
22 | Jika 2015 (41) Not mentioned
23 | Candy 2011 (39) Not mentioned
24 | Garratt 2007 (40) Not mentioned
25 | Newnham 2017 (43) Not mentioned
26 | Allen 2014 (42) Not mentioned




Table 3.7 Comparison of the present study and Kisa et al’s study

Present study

Kisa et al.'s study

rural)

Patient Sample number 262 122
Sex female 52% female 67%
Ade <19 0%, 20-64 44% <19 24%, 20-64 28%
g 65-74 31%, >7525%  65-74 16%, >75 32%
Reason for visit | Regular visit 78% Routine visit 48%
. 0 . 0
Number of | 1:57%, 2:24%, 3:11% o0 S0
i - 50 <-10, )
episodes 4:5%, 5=:3% 4 204
Doctor Number 20 doctors 7 doctors
. _general practitioners
Type fam_||y doctors (board (maybe not board-
certified) .
certified)
Field Hokkaido (Urbanand  Hokkaido (Unknown

area)

Questionnaire

5 part (12 items):
overall satisfaction,
complete examination,
whole person care,
examination time and
patient centeredness)

5 items (patient's
needs, active
involvement,
information sharing,
emotional support
and general)
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Chapter 4

4  Japanese patients’ preference for patient-centered
medicine and their satisfaction with the consultation in
Japanese family practice

In this chapter, the association between patients’ preference for patient-centered
medicine and patients’ satisfaction was assessed using the same sample as Chapter 2 and
3.

4.1 Background

According to the systematic reviews relevant to patient satisfaction with care, patient
satisfaction was related to accessibility, patient empowerment and patient-centeredness.
In Japan, there are many research papers which dealt with patient satisfaction, but we can
find only one article directly related to “Patient-centeredness” (54). That may be due to
the fact that the concept of patient-centeredness is not common in Japan.

According to the results of the studies in Chapter 2 and 3, Patient-centered medicine
was preferred in Japan as much as in UK, and more vulnerable the patients (higher age,
more anxiety and feeling more ill) expressed a greater preference for patient-centered
medicine. And, most of Japanese patients were satisfied with the consultation in Japanese
family practice. Next it is important to assess the association between patients’ preference

for patient-centered medicine and patients’ satisfaction.

4.2 Objective
The purpose of this study was to identify whether patients who preferred patient
centered medicine were more likely to be satisfied with the consultation of Japanese

family practice.
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4.3 Method
4.3.1 Design

Cross-sectional study

4.3.2  Setting and practices (the reader will note that the methods
sections are the same as chapters 2 and 3, except for the
research questions and the analysis)

We chose 6 local private primary care clinics giving ambulatory care by board-certified

family doctors in Hokkaido province of Japan. These doctors also provided training in

the residency program of family medicine and were supportive of academic work
including primary care research. The six practices selected, represented a range of
settings to ensure that the impact of demographic factors on patient preference could be
assessed. Two practices were in residential areas of a middle-size provincial city; one
practice was serving urban population of a megalopolis; three practices were in small

towns known for agriculture, fishing and sightseeing.

4.3.3 Research questions
Are the patients’ preferences for the components of Patient-centered medicine
including Communication, Partnership and Health Promotion associated with the

satisfaction with practice?

4.3.4  The factors: Questionnaire on Patients’ Preferences for
Patient-centered medicine
The questionnaire on patients’ preference for patient-centeredness was based on Little
et al.’s questionnaire contained in a paper entitled “What patients want from their

practitioner: descriptive data and factor analysis.” (58).
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4.3.4.1 Items and Response choices

This questionnaire had 23 items which are shown previously in Table 2.2 in the results
section of Chapter 2. The stem of this questionnaire was: “I want the doctor to ...”. The
patients were offered the following response choices: “Very strongly agree”, “Strongly

29 <¢

agree”, “Agree”, “neutral” and “Disagree”.

4.3.4.2 Little et al.’s factor analysis

Little et al. conducted factor analysis of the 23 items on this questionnaire and
discovered 3 factors which covered 16 of 23 items: factor 1 on Communication (9 items);
factor 2 on Partnership (5 items); and factor 3 on Health Promotion (2 items). The
remaining items included 2 items on what Little et al. call; Practical Medicine. He
included 2 items; one on physical examination and one on medication prescriptions. For
this study two additional items were added, based on the author’s experience in Japanese
medical system. They were: preference for a blood and urinary test; and preference for an

X-ray test.

4.3.4.3 Validity and reliability

This questionnaire’s validity was evaluated by factor analysis (Cronbach’s o between
0.87 and 0.92 for each factor) and its reliability was also checked by test-retest
(correlation between 0.47 and 0.71) (58).

4.3.4.4 Translation and back translation

The original questionnaire of Little et al. was translated into Japanese by the author.
This Japanese version was back translated into English by a professional translator. This
English version was checked by the supervisor and corrected to fit with the original

meaning. Based on these corrections, the author revised Japanese version.



72

4.3.4.5 Variables used in the Analysis

The factor scores are the mean of items included in each factor, using 5 for “Very
strongly agree”, 4 for “Strongly agree”, 3 for “Agree”, 2 for “neutral” and 1 for
“Disagree”. For the factor 1, 2 and 3, on Communication, Partnership and Health
Promotion, the most frequent score was 3.00 according to the results in Chapter 2 shown
previously.

So, for each of the three factors of the Little et al. questionnaire, the responses were
grouped into a dichotomy, the groups who preferred patient-centered care were defined
as those whose factor scores are equal or more than 3, and the groups who didn’t prefer

patient-centered care were defined as those whose factor scores are lower than 3.

4.3.5 The outcome: Questionnaire on Patients’ Satisfaction
A questionnaire by Takemura was selected to assess the level of the patients’

satisfaction for use in this study (61).

4.3.5.1 Items and Response choices

This questionnaire asked the patients to indicate their satisfaction with their consultation
on a 5-point Likert scale (very strongly agree, strongly agree, agree, neutral, disagree)
with items about overall satisfaction (2), complete examination (2), whole person care
(2), examination time (3), and patient centeredness (3). There were 12 items in total, see

the Table 3.1 previously shown in Chapter 3.

4.3.5.2 Validity and reliability

This questionnaire’s validity was evaluated by factor analysis (Cronbach’s o between
0.77 and 0.85 depending on the subscale) and its reliability was also checked by test-
retest (correlation between 0.59 and 0.96 depending on the item) (61).
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4.3.5.3 Translation
Takemura’s questionnaire exists in Japanese (62) and English (61). These were

translations that were used in this study.

4.3.5.4 Variables used in the Analysis
The total satisfaction score was used as the outcome for the analysis. The total
satisfaction score was the sum of 12 items, using 5 for “Very strongly agree”, 4 for

“Strongly agree”, 3 for “Agree”, 2 for “neutral” and 1 for “Disagree”.

4.3.6  Inclusion and exclusion criteria
Patients were Japanese, 20 to 85 years old, no dementia, not pregnant, without

disability with regard to writing and without an urgent problem.

4.3.7  Pilot study

The draft questionnaires were piloted among 40 patients. Some parts of questionnaire
were not answered correctly because of poor appearance of sentences and layout. And
questions on some pages were completely unanswered by some patients because they
could only see one side of paper printed on both sides. Some sentences of questions were
criticized as being difficult to understand. According to these results of pilot study, we

revised the questionnaire to be answered more easily and clearly.

4.3.8  Ethics

Both the main study and pilot study had ethical approval from Japan Primary Care
Association research ethics committees. A poster about the purpose and contents of this
study was shown on the wall of waiting room and gave patients the chance to refuse to
participate in this study, as well as the possibility of verbal refusal to the research

assistant.
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4.3.9 Data collection

We recruited consecutive patients in the waiting room. The clerks and nurses checked
the patient’s compatibility with the inclusion criteria and selected research participants
for the research assistant. The research assistant explained the general information about
the study to the patient. Patients completed a questionnaire before their consultation
including the questionnaire on patients’ preferences for patient-centered care and the
patients’ characteristics. At the end of the visit, patients completed the questionnaire on
patients’ satisfaction (the post-consultation questionnaire). The research assistant

observed this process and supported patients if needed.

4.3.10 Analysis

We evaluated the differences between patients who said they preferred and those who
did not prefer patient centeredness for each the 3 components separately on the total
satisfaction score; this bivariate analysis used the t-test. The multivariate analysis used
the program JMP Pro (based on SAS) and conducted a test of the associations using a

mixed model with fixed effects (Appendix 1).

4.4 Results

About 400 patients were recruited to answer the questionnaire, but about 60 patients
refused because of lack of time or difficulty to read and write due to aging. So, as a
result, 341 patients answered pre-consultation questionnaires. Of 341 questionnaires, 79
(23.2%) were excluded because of lack of data on more than 3 items of all 49 items and
262 (76.8%) were used for the analysis (Fig 4.1).

4.4.1 Patient characteristics
Table 4.1 shows the patient characteristics. As noted in Chapter 2, these characteristics

were compared to those of a national survey and found to be similar on sex, age and
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family structure. And other characteristics including work, average number of years
visiting the doctor, average travel time to clinics, average number of medical problems,
their usual physician in charge, the reason for today’s visit, feeling well or not, feeling
worried or not, the doctors in charge at the consultation and consultation time at the

consultation were found to be same as those in Chapter 2 and 3.

4.4.2  Main results

Table 4.2 shows the results of bivariate analyses for 3 factors of Patient-centered
medicine in association with the total satisfaction score. The factorl (Communication)
and the factor2 (Partnership) had significant positive association with the total
satisfaction score. But, the factor3 (Health Promotion) did not.

Table 4.3 shows the results of multivariate analyses which included patient
characteristics, which had significant associations with the total satisfaction score in
Chapter 3 (i.e. Gender, Travel time, Consultation time), and Factor 1 of the patients’
preference for Patient-centered medicine (Factor 1 was on Communication) in relation to
the total satisfaction score. Table 4.4 and 4.5 show the results of the analysis of Factors 2
and 3 in relation to patient satisfaction, controlling for the relevant patient characteristics.
The groups of patients who were strongly satisfied with the consultation were more likely
to prefer “Partnership” of Patient-centered medicine and have less than 5 minutes of

consultation time as shown in Tables 4.3 to 4.5.

4.5 Discussion

Patients’ preference for “Partnership” was associated with the satisfaction with
practice. but preference for “Communication” and “Health Promotion” were not
associated with satisfaction. In this study, we did not measure the level of Patient-
centered medicine of each encounter based on patients’ subjective evaluation after an
encounter, rather we measured the patients’ preferences before the encounter, for the
three dimensions of patient-centered care: Communication; Partnership; and Health
Promotion. So, we cannot interpret a direct association between patient-centered

medicine with patients’ satisfaction in this study as some studies did (16-19) .
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Nonetheless, if a patient prefers Partnership (Factor 2) and is satisfied, then we can
interpret this to mean that they were likely to have also experienced strong partnership.
Similarly, if a patient prefers Communication (Factor 1) and Communication has no
correlation with satisfaction, then we do not know whether or not the patient experienced
strong communication in his/her encounters with the family physician. And also,
similarly, if a patient prefers Health Promotion and that Health Promotion has no
correlation with satisfaction, we do not know whether or not the patient experienced
health promotion in encounters with the family physician. Using logic, we tentatively
hypothesize that in this Japanese study, patient partnership was important to patient

satisfaction, although not directly, but through the patients’ preferences.

The results of this study highlight the importance of partnership, because it was the
only factor where patient preferences for patient centered care that was correlated with
patient satisfaction. The uniqueness of partnership was also the result of another study
(66) in which patient-centered communication influenced patients’ health through
perceptions that common ground was achieved with the physician; we see in comparing
the questionnaire items that finding common ground and patient partnership and very
similar ideas. Through the current study and Stewart et al., it might be said that the
partnership (and common ground) between patients and physicians is perhaps the most
relevant component of patient-centered medicine to patients’ satisfaction. Furthermore,
this is shown both in a Western country and also in Japan.

Compared with four relevant studies about the relationship between patient-centered
medicine and patient satisfaction shown in Table 4.6, the present study was the only one
to find the uniqueness of partnership of patient-centered medicine

In Japan, all board-certified family physicians learn Patient-centered medicine as one of
the most important learning objectives and were assessed on their ability and practice by
case portfolio examination and OSCE (Objective Structured Clinical Examination). The
results of the current study can encourage educators to strengthen the learning of
Partnership and Finding common ground. In recent medical education, especially in

medical schools, the medical interview techniques, such as eye contact, tend to be highly



valued. This study reminds us that learners have to also pay attention to not only the

techniques but also partnership within the medical consultation.
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Figure 4.1 Study flow and eligible patients

Approximately 400 participants
approached in 6 clinics

Less than 60 participants refused or stopped the

qguestionnaire because of lack of time or difficulty to

read and write due to aging

341 participants completed the
questionnaire

79 excluded because of missing data

262 analyzed
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Table 4.1 Frequency distribution of all patient characteristics (N=262)

Sex

Men 125 47.7%

Female 137 52.3%

Total 262 100.0%
Age

0-64 114 43.5%

=65 148 56.5%

Total 262 100.0%
Family Structure

Other 199 78.0%

Alone 56 22.0%

Total 255% 100.0%
Paid Work

Paid work 138 52.9%

No paid work 123 471%

Total 261% 100.0%
Visiting years

5 years of less 104 43.2%

=6 years 137 56.8%

Total 241% 100.0%
Travel times

14 min or less 135 51.9%

=15 min 125 48.1%

Total 260% 100.0%
Medical problems

0-1 151 57.6%

=2 111 42.4%

Total 262 100.0%
Regular physician in charge

No 123 50.2%

Yes 122 49.8%

Total 245% 100.0%
Reason for visit

Regular 200 77.5%

Acute illness 58 22.5%

Total 258%* 100.0%
Feeling unwell

Slightly/not 199 76.0%

Very/Moderately 63 24.0%

Total 262 100.0%

Feeling worried
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Slightly/not 84 32.1%
Very/Moderately 178 67.9%
Total 262 100.0%
Doctor in charge at the
consultation
Others 148 56.9%
Director 112 43.1%
Total 260% 100
Consultation time
above Smins 180 69.5%
below Smins 79 30.5%
Total 259% 100.0%
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* The number is lower than 262 because some patients did not respond to this item.



81

Table 4.2 Result of bivariate analysis of total satisfaction score mean and 3 factors

of Patient-centered medicine

number

Mean value

t value p value
Factor1 : Communication Want 193 46.50 -1.96 0.008
Don’ t want 61 4454
Total 254%
Factor2 : Partnership Want 182 46.59 -2.07 0.003
Don’ t want 73 4452
Total 255%
Factor3 : Health Promotion | Want 222 46.23 -1.21 0.11
Don’ t want 36 45.03
Total 258%

* The number is lower than 262 because some patients did not respond to an item.



Table 4.3 Result of multivariable analysis of predictor variables and Factorl
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(Communication) in relation to total satisfaction score - mixed model with fixed effects

(n=240)
Term B error Standard t Ratio p value
Error

Intercept 45.18 0.36 124.80 <.0001
Factor1 want=1, don’ t want=2[1] 0.49 0.33 1.49 | 0.1385
Female Yes=1, No=2[1] 0.60 0.34 1.77 0.0778
Travel time 14 min or

less=2.15min or more=1[1] 0.51 0.34 1.51 0.1332
Consultatllon time below Smins=2, 193 0.37 5.24 <0001
above 5mins=1[1]

Site number [1] 0.69 0.75 0.92 0.3589
Site number [2] 0.29 0.67 0.42 0.6715
Site number [3] -1.24 0.92 -1.35| 0.1792
Site number [4] 0.05 0.77 0.07 0.9442
Site number [5] 0.91 0.70 1.30 | 0.1945

* The number is lower than 262 because some patients did not respond to an item.



Table 4.4 Result of multivariable analysis of predictor variables and Factor2

(Partnership) in relation to total satisfaction score - mixed model with fixed effects
(n=241)

Term B error Standard t Ratio p value
Error

Intercept 39.98 1.51 26.42 <.0001
Factor2 want=1, don’ t want=2[1] 1.71 0.49 3.52 | 0.0005
Female Yes=1, No=2[1] 0.51 0.33 1.55 0.1220
Travel time 14 min or

less=2.15min or more=1[1] 0.58 0.33 1.77 0.0773
Consultatllon time below Smins=2, 191 0.36 5.39 <0001
above 5mins=1[1]

Site number [1] 0.37 0.74 050| 0.6167
Site number [2] 0.43 0.66 0.65| 05171
Site number [3] -1.06 0.90 -1.18 | 0.2388
Site number [4] 0.50 0.74 0.67 0.5025
Site number [5] 0.56 0.69 0.81| 0.4179

* The number is lower than 262 because some patients did not respond to an item.



Table 4.5 Result of multivariable analysis of predictor variables and Factor3
(Health Promotion) in relation to total satisfaction score - mixed model with fixed
effects (n=244)

Term B error Standard t Ratio p value
Error

Intercept 45.08 0.49 92.36 <.0001
Factor3 want=1, don’ t want=2[1] 0.17 0.48 035 | 0.7244
Female Yes=1, No=2[1] 0.63 0.34 1.87 0.0620
Travel time 14 min or

less=2.15min or more=1[1] 0.50 0.33 1.51 0.1334
Consultatllon time below Smins=2, 201 0.36 551 <0001
above 5mins=1[1]

Site number [1] 0.62 0.75 0.83| 0.4101
Site number [2] 0.26 0.67 0.40 0.6918
Site number [3] -1.31 0.92 -1.44 | 0.1525
Site number [4] 0.31 0.76 0.41 0.6827
Site number [5] 0.81 0.69 117 | 0.2415

* The number is lower than 262 because some patients did not respond to an item.



Table 4.6 The association between patients-centered medicine and satisfaction in

relevant studies
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Quality and Costs of
Primary Care in Europe
study

“functional” aspects of
care such as politeness,
listening carefully

Setting / Type of Result of assessment Other findings
questionnaire about — patient
satisfaction characteristics
Bertakis University medical center / | No association between | None
(16) visit-specific satisfaction patient-centered care and
questionnaire by Ware and | satisfaction
associates
Flocke (17) | Family practices / 4 Person-focused style of | None
physician-specific items consultation was
from the MOS 9 Item Visit | significantly associated
Rating Form with patient satisfaction
Ricci- Family practices / Highest correlation Health status
Cabello Repgrtipg systems for between patient—centered —posit.ive.:
quality improvement care and patient association
(18) initiatives in primary care satisfaction with
(QOF and GPPS) satisfaction
Sirdifield General practices / High satisfaction witha | None
(19) Questionnaire of the mix of “relational” and
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Chapter 5

5  General Discussions and Integration of Findings

Patient-centered medicine has been shown to have the benefit not only through patient
satisfaction but also through clinical indicators in western countries and this concept has
become the essential part of the practice and education about primary care (5). But in
non-western countries there is the paucity of papers about its effectiveness. Now the role
and significance of Family medicine / Primary care is being reconsidered in Japan’s
structural change as a result of the rapidly aging population and excessive specialization
of medicine (50-52, 55, 56). So, it is vital to assess patients’ preferences for Patient-
centered medicine in Japan as well as patients’ satisfaction for their care by family
doctors. By exploring what type of preference for Patient-centered medicine is associated
with high satisfaction, it will be possible to assist in the development of family medicine

and primary care in Japan’s clinical practice.

5.1 Approach to the integration of the results of the studies

A pre-consultation survey about the preference for Patient-centered medicine and a
post-consultation survey about the satisfaction for the practice were carried out. Both
were associated with patient characteristics and they were correlated with each other. The
findings from these analyses lead to general themes and implications to the development

of family medicine and primary care in Japan.

5.2 Integrated summary and findings in relation to the
literature

In general, more than 80% of patients wanted each of the three factors of PCM:
Communication, Partnership and Health Promotion. The more vulnerable the patients



87

(higher age, more anxiety and feeling more ill), the more they expressed preference for
all three factors: patient-centered Communication, Partnership and Health Promotion.
Many patients were satisfied with the consultation provided. Patients whose travel
time was longer than 15 minutes and whose length of consultation less than 5 minutes
and whose sex was female had stronger satisfaction with the consultation. And, the
groups of patients who were strongly satisfied with the consultation were more likely
to prefer “Partnership” of Patient-centered medicine and we also note that out of 3
factors, Partnership has more predictors which have association in both studies than
other 2 factors: so, the partnership between patients and physicians is perhaps the most
relevant component of patient-centered medicine in relation to patients’ satisfaction.

According to these findings, Patient-centered medicine is preferred in Japan which is
a non-Western country to the same extent as in Western country like UK (58). As well,
Japanese patients were satisfied with the consultation provided by board-certified
family doctors. This finding is, it can be argued, provides evidence for the usefulness
of Patient-centered medicine in Japan.

Among the components of Patient-centered medicine, Partnership between patients
and physicians is perhaps the most relevant component because of its association with
patients’ satisfaction. Partnership means mutual discussion of issues and sharing of
decision making on problems and of the treatment’s roles and goals. The importance
of partnership has been highlighted by other authors and researchers (8, 19, 66) who
found that patient-centered communication influenced patients’ health through
perceptions that common ground was achieved with the physician. So, the importance

of this factor, Partnership, is shown not only in a Western country but also in Japan.

5.3 Implication of these findings

5.3.1 Messages relevant to the development of family medicine in
Japan

Through these findings of this study it may be said that, even in non-Western

countries whose culture and history are different from Western countries, patient-
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centered medicine seems to be accepted by patients. Patient-centered medicine is one
of the important concepts of family medicine and primary care (67). The fact that
Patient-centered medicine was found to be accepted by patients may encourage the
Japanese health care leaders to recognize the value of patient centered family medicine
and the importance of its development in Japan. The finding of patient’s satisfaction
for the consultation provided by a sample of board-certified family doctors might also
support this direction.

Even in Japan which has been believed to be relatively equitable society, health
disparities are becoming problematic especially in view of economic disparities (68-
70). As shown in this study, the more vulnerable the patients (higher age, more anxiety
and feeling more ill), the more the expressed preference for patient-centered
Communication, Partnership and Health Promotion. This finding indicates that Family
medicine may contribute to relieving the negative effects of disparities and acting as a

social resource in Japan, as it has in other countries (71-73).

5.3.2 Additional contribution of these studies to this theme

Based on the literature of Little et al., Patient-centered medicine is defined as
communication and partnership between patients and doctors, as well as health
promotion; also, Practical medicine is defined as the clinical approach to solve
patients’ health problem through diagnosis and treatment using physical examination,
laboratory tests and prescription (58). In the present study, patients who wanted an
examination, a prescription, laboratory tests and X-ray were more likely to want good
communication, Partnership and Health Promotion as well. This may imply that
patients in Japan prefer both Patient-centered medicine and Practical medicine. We
could call this an integrated approach which is referred to a Patient-Centered Clinical
Method including both Patient-centered medicine and Practical medicine described by
Little et al. (58) and Stewart et al. (5).

The Patient-Centered Clinical Method includes 4 components. The first component is

to explore disease and patients’ perception of health and illness. The second
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component is the integration of these concepts with an understanding of the whole
person. The third component is the mutual task of finding common ground between
patient and clinician. The fourth component is to build on the patient-clinician
relationship on each contact with the patient. This method has a balanced approach to
patient’s health problem, including both the patient centered communication aspects
and the Practical medicine aspects, and, therefore, seemed to be useful in Japan

according to the present study.

5.3.3 Implications for clinical practice and medical education

Based on the finding that Japanese patients preferred Patient-centered medicine
including Communication, Partnership and Health Promotion, it is important for
family doctors to build strong partnerships with patients, have good communication in
daily practice and sometimes provide health promotion, especially for vulnerable
patients such as the elderly, patients with anxiety and patients feeling ill. And they
should pay greatest attention to building good partnership because Partnership is the
only component which was closely associated with patients’ satisfaction.

Because patients who wanted an examination, a prescription, laboratory tests and X-
ray were more likely to want good Communication, Partnership and Health
Promotion, family doctors should also practice an integrated approach of Patient-
centered medicine and practical medicine, as described by the Patient-Centered
Clinical Method (5).

It is important for family doctors in Japan to know that Japanese patients might
prefer relatively shorter consultation time. This may seem to contradict the need for
enough consultation time to listen to patients’ complaint and medical history for the
broad patient centered information collecting as well as accurate diagnosis and
adequate treatment plan, but it might be better to make the consultation concise and
concentrated if possible. This may also be considered reasonable for the current

Japanese practice is very busy with many patients waiting before consultation.
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In view of medical education, it is important to teach both Patient-centered medicine
and practical medicine from the beginning of learning in medical school to residency
training toward family medicine board-certification. Among 4 components of Patient-
centered medicine, the learning of Partnership and Finding common ground should be
emphasized. In recent medical education especially in medical schools, the medical
interview techniques such as eye contact, tend to be valued. This study reminds of us
that learners have to also pay attention to the content of medical consultation, such as
partnership and finding common ground in addition to the techniques in medical

interview.

5.4 Future research

While the present study showed that patient-centered medicine is important to Japanese
patients, the study evaluated only patients’ preferences, but did not evaluate patients’
direct perceptions of patient-centered medicine. And also, the difference between
patients’ preferences for patient-centered medicine was not evaluated among varying
levels of patients’ health problems such as multi-morbidity and varying lengths of
consultation time. So in future research, these should be explored quantitatively and
qualitatively in Japan. Especially in qualitative research, exploratory open questions
should probe deeply into patients’ desires for their health care, such as “What do
Japanese patients want from family doctors?”, “What does Patient-centered medicine
mean for Japanese patients?”, “What do they think about the process and length of
today’s consultation?”, “What aspects of the consultation were they most satisfied with

and which aspects were they least satisfied with?”.

The present study included only board-certified family doctors. So, to make the results
more generalizable, other doctors such as conventional primary care doctors (not trained
in a Family medicine residency) and specialists, should be included in the future research.
Using diverse samples of physicians, studies should be designed to assess patients’
perceptions of patient-centered care after their visit with their physicians and to ascertain
the influence of patient-centeredness on outcomes such as patient satisfaction and patient

reported health.
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Appendices

Appendix 1 The Explanation of the Mixed Model with Fixed Effects

In this thesis, all data were collected in 6 different clinics and their locations were
various and the background of patients also had diversity. Therefore, the location must be
adjusted for in the analysis. Mixed model was selected to fulfill this condition and the
subtype is fixed effect because the clusters (location) were only 6 and each had many
patients.

1. Syntax of mixed model with fixed effect

One example of this analysis (Chapter2 Table 2.9) is described as below. Statistical
software “JMP Pro 14.2” created based on SAS was used.

Fit Model(

Y ( :Factor 1 mean ),

Effects(
‘Name( "Reason for visit Regular=2,Acute illness=1"),
:Name( "Feeling unwell Very/Moderately=1, Slightly/not=2"),
:Name( "Feeling worried Very/Moderately=1, Slightly/not=2"),
:Site number

),

Personality( "Mixed Model™ ),
Run( Random Effects Covariance Parameter Estimates( 0) )

The process of analysis using this software is described as below.

A) Select Data of the present study

B) Select Analyze > Fit Model.

C) Select "Mixed Model" personality, and then click Y to add Yield of “Factor 1
mean".

D) Select “Site number”, “Reason for visit”, “Feeling unwell” and “Feeling
worried” and click Add on the Fixed Effects tab.

E) Click Run.

2. Mixed model and fixed effect (74)

“Mixed models are an extension of simple linear models to allow both fixed and
random effects, and are particularly used when there is non-independence in the data,
such as arises from a hierarchical structure.” (74), in the sampling procedure.
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“There are multiple ways to deal with hierarchical data. One simple approach is to
aggregate. For example, suppose 10 patients are sampled from each doctor. Rather
than using the individual patients’ data, which is not independent, we could take the
average of all patients within a doctor. This aggregated data would then be
independent. Although aggregate data analysis yields consistent and effect estimates
and standard errors, it does not really take advantage of all the data, because patient
data are simply averaged.” (74)

“Another approach to hierarchical data is analyzing data from one unit at a time. In
our example, we could run six separate linear regressions—one for each doctor in the
sample. Although this does work, there are many models, and each one does not take
advantage of the information in data from other doctors. This can also make the results
“noisy” in that the estimates from each model are not based on very much data.” (74)

“Mixed models (also called multilevel models) can be thought of as a trade-off
between these two alternatives. The individual regressions have many estimates and
lots of data, but is noisy. The aggregate is less noisy, but may lose important
differences by averaging all samples within each doctor. Mixed models are somewhere
in-between.” (74)
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Appendix 2. Comparison of the patients who were excluded due to lack of data
(n=79) and the patients who were included (n=262) using Chi—square test

Included Excluded Chi Square P value
Patients n=262 Patients n=79 (Prob>ChiSq)
# % # %
Sex 2.696 0.1006
Men 125 47.7 18 35.3
Female 137 52.3 33 64.7
Total 262 100 51 100
Age 5.604 0.0179
0-64 114 435 12 255
=65 148 56.5 35 74.5
Total 262 100 47 100
Family Structure 4.896 0.0269
Other 199 78.0 30 62.5
Alone 56 22.0 18 375
Total 255 100 48 100
Paid Work 17.404 <0.0001
Paid work 123 471 7 15.6
No paid work 138 529 38 844
Total 261 100 45 100
Visiting years 1.937 0.1639
5 years of less 104 43.2 23 54.8
=6 years 137 56.8 19 45.2
Total 241 100 42 100
Travel times 6.516 0.0107
14 min or less 135 51.9 15 31.9
=15 min 125 481 32 68.1
Total 260 100 47 100
Medical problems 10.449 0.0012
0-1 151 57.6 61 717.2
>2 111 424 18 22.8
Total 262 100 79 100
Regular physician in 2.742 0.0977
charge
No 123 50.2 20 37.7
Yes 122 498 33 62.3
Total 245 100 53 100
Reason for visit 0.130 0.7185
Regular 200 715 47 79.7
Acute illness 58 225 12 20.3
Total 258 100 59 100
Feeling unwell 2.194 0.1385
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Slightly/not 199 75.9 42 66.7
Very/Moderately 63 241 21 333
Total 262 100 63 100
Feeling worried 2.660 0.1029
Slightly/not 84 32.1 14 21.9
Very/Moderately 178 67.9 50 78.1
Total 262 100 64 100
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