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GENERAL OUTLINE
This thesis focuses on why patients consult their general practitioner (GP) about
one complaint and not about another. The research reported here considered the impact
of several factors on the decision to consult the GP, e.g. the patient's perception of the
severity of the complaint, the patient's need for information on the complaint and the
advice the patient gets from others. Special attention is paid to the factor 'worry': besides
being an important determinant for GP consultation (de Jongh, 1987; Rieff & Bremer,
1982) the worry patients experience is a factor which is increasingly perceived as a problem in the GP-patient interaction (Robinson & Whitfield, 1987). Therefore, the factors
that determine the worry patients experience are investigated as well.
In addition we try to gain some insight into how worry and other determinants of
consulting the GP are influenced by a consultation. For example, it might be expected that
a consultation reduces the patient's complaint related worry, or leads to a reduction in the
patient's need for information.
The theoretical basis for the studies reported is the 'Health Belief Model' (HBM).
The HBM was originally formulated to explain (preventive) health behaviour. The HBM
assumes that the subjective health considerations determine whether people undertake a
health related action, like consulting the GP. For example, the HBM considers the perceived, rather than the real, severity of the complaint to be the propelling force behind the
health action.
Though the HBM has proven itself in explaining a wide range of health behaviours (Becker & Maiman, 1975; Leavitt, 1979; Berkanovic, Telesky & Reeder, 1981), a critical review of the model has resulted in some additions and slight changes to the model.
Social factors and need for information especially seem not to be adequately covered bv
the HBM.
Research into people's decision to consult the GP is needed if effective use of
the medical services provided by the GP is to be promoted (Lydeard & Jones, 1989).
Effective use means, on the one hand, no unnecessary consulting (which leads to medicalization, wasted GP time and extra costs) and, on the other hand, no unnecessary delay
(which might lead to prolongation of the disease and more complex treatment). Such an
effective use can only be reached by influencing in the desired direction the factors which
determine consulting behaviour.
Furthermore this research may lead to more insight into the consultation itself,
and to recommendations for the GP. Illuminating the causes of the patient's worry, for
example, may be used to reduce this worry at its roots. Another aspect is the way the
determinants are affected by the consultation. One would, for example, expect a considerable decrease in the perceived need for information from before to after consultation;
if not, information exchange in the GP-patient interaction may be inadequate.
Eventually the research might lead to advances in the theoretical domain. This
thesis first examines whether the HBM is an adequate model to explain GP consultation.
Second, it investigates whether the predictive qualities of the HBM can be improved by
adding new constructs.
The research questions are formulated from the point of view of a health educator: the study into the determinants of GP consultation is seen as a necessary stage in
developing an intervention aimed at promoting effective use of GP services; and in a way
the GP-patient interaction is approached as a small health education intervention, which
may be expected to have an effect on variables like worry or need for information.
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First, an overview is given of the research that is relevant for the question why
people consult their GP. Then we elaborate the question why the HBM was chosen as
the main theoretical framework for the studies reported here, and the model and a critical
review leading to some adaptations of the model are presented afterwards. The remaining part of this overview describes the methods used to answer the research questions,
the main results obtained, and the most important conclusions and recommendations
which may be derived from the research.
DUTCH RESEARCH ON USE OF GP SERVICES

,
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In the Netherlands, the role and the position of the GP in the health system is
quite different from those in most other countries. This role is probably best described as
the 'gatekeeper' of the health system. Patients, for example, cannot go to a specialist
directly in general: they have to see their GP first as a rule, and are referred to the specialist only if the GP thinks this is necessary (the system is comparable with that in the
United Kingdom). Researchers have used quite different approaches to study the use of
health services (cf. Me Kinlay, 1972). In this paragraph we will discuss mainly Dutch
research on the question why people consult their GP and why they consult the GP sometimes unnecessarily. In the following chapters relevant international literature will be discussed.
Before people decide whether or not to consult the GP, they have to go through
several stages. First they have to recognize the symptoms; secondly, they have to interpret these symptoms as a health problem, and finally they have to make the decision to
consult their GP for a health problem (Taylor, 1986; Hannay, 1979).
A study of Van de Lisdonk (1985), where the patients of four general practices
were asked to fill in a diary on the complaints they experienced in a four-week period,
showed that the GP was consulted for only about ten percent of the complaints. Van de
Lisdonk wanted to gain insight in why some people repeatedly consult their GP about
common complaints. Factor analysis on several aspects of the subjective experience of
the complaints reported in the diary revealed two dimensions: 'perceived discomfort' and
'emotional stress'. Subjects who had, in foregoing years, repeatedly consulted the GP for
new non-serious complaints, reported a higher degree of complaint related discomfort
and emotional stress than those who had not such a history of medical consumption.
Results of the same author (1985) suggest that the main determinants of consulting the GP for new, non-serious complaints are: (1) the degree to which relief is expected
from the GP in the case of minor complaints, and (2) the degree to which the complaints
lasted over several days.
Effective use of GP-services is not only hampered by unnecessary consulting, but
also by delaying a necessary consultation. This last topic was investigated in a study of
Neven (1980). This author showed that socio-demographic variables of the patient (e.g.
age, sex, familiarity with the complaint, cf. Cassee, 1973; Jessen, 1974), as well as characteristics of the complaint (e.g. painfulness, being a possible indicator of serious disease) and characteristics of the GP and/or the practice (e.g. age, open versus appointment
consulting hours) were related to the extent to which patients delayed a consultation to
the GP.
A closer analysis of the patients who postponed for complaints with a high degree of urgency longer than three weeks revealed that especially older patients (older
than 46 years) were at risk to do so. Furthermore this category of patients seemed to
mention relatively often as a reason for consulting the GP, that they had been advised to
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do so by others, or reported that they were consulting the GP because of some other
complaint. These patients mentioned anxiety or inconvenience less frequently as reasons
for consulting the GP. A study of Van der Zee (1982), a secondary analysis on data gathered in England and Wales, suggested that apart from the practice variables shown to be
related to the patients consulting behaviour in Neven's study (1980)(the organization of
the consulting hours) also the type of practice influenced the patients consulting behaviour. In solo-practices the patient initiated more contacts than in practices where their GP
participated in a partnership.
Though only partially relevant for the present research project, it is interesting to
consider the information the GP gets from the patient on his reasons for encounter.
Hofmans-Okkes (1991) showed that GPs in general understand quite well why patients
consult them. As far as there is a disagreement on the reason(s) for consulting between
the GP and the patient, this disagreement concerns more often the fact that GPs observe
too many reasons for encounter than too few. On the other hand Van der Grinten (1988)
found that the contribution of patients to the consultation is often less than it could have
been.
In general, the studies discussed in this paragraph did not use a specific theoretical framework as a guideline for research. Researchers followed an eclectic approach, and
variables were selected from literature, models and/or intuition. However, more general
models could be used as such a guideline. The four best known models are perhaps the
Health Belief Model (HBM) (Becker, 1974; Rosenstock, 1974), the Protection Motivation
Model (Rogers, 1983; Prentice-Dunn & Rogers, 1986), Fishbein and Ajzen's model of reasoned action (Ajzen & Fishbein, 1980; Oliver & Berger, 1979), and the PRECEDE
(Redisposing, Reinforcing, and Enabling Constructs in Educational/Environmental
Diagnosis and Evaluation) framework (Green ef a/., 1980; Mullen era/., 1987).
These models have quite different backgrounds, and originally developed in quite
different areas. Sometimes they overlap considerably (Cummings ef a/., 1980), but each
model has its own advantages and disadvantages (cf. Oliver & Berger, 1979; Mullen ef a/.,
1987). In our study we have chosen the HBM as the leading model, mainly because of
two, more practical reasons.
First, considering the variable of interest in this research ('consulting the GP'), we
believed that the HBM would lead to more meaningful questions in the view of respondents than other models. Especially the Fishbein and Ajzen model sometimes leads to
questions that are problematic to the respondents. Furthermore the study of Mullen and
colleagues (1987) demonstrated that the HBM was more economically oriented than the
PRECEDE framework and Fishbein and Ajzen's model, in terms of the questions employed.
We considered these advantages of the HBM important, given the type of
respondents in our study with, for example, very different educational levels, and given
that the time for respondents to answer questions would be short (as the research was
mainly carried out in the GP waiting room). In the next paragraph the HBM is discussed in
some detail.
THE HEALTH BELIEF MODEL

'-'

' *

-

' -

According to Becker and Maiman (1975), the origins of the HBM are to be found
in a well-established body of psychological and behavioural theory (cf. Mechanic, 1972);
various models hypothesize that behaviour depends mainly upon two variables: (1) the
value placed by an individual on a particular goal; and (2) the individual's estimate of the
16

likelihood that a given action will achieve that goal. Adapting these variables to health related behaviour leads to the conclusion that the following two derived variables may be considered as central concern in explaining health actions: (1) the desire to avoid illness (or if
ill, to get well); (2) the belief that a specific health action will restore health, prevent (or
ameliorate) illness (i.e. the individual's estimate of the threat of illness, and of the likelihood of being able to reduce that threat through personal action).
Furthermore, the developers of the HBM felt'that some stimulus was necessary
to trigger the decision-making process. What are called 'cues to action' might be internal
(i.e. symptoms) or external (i.e. mass media communications or interpersonal interactions). Here, the HBM will be explained further by taking GP consultation behaviour as an
example.

•

-•;••••

-••••'"••

'

?
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According to the HBM (see Figure 1), the decision to consult the GP can be
explained by three factors: the extent to which a person perceives a threat to his or her
health, the degree to which a person believes that a GP consultation will be effective in
reducing that threat, and cues to action which prompt a person to consult the GP.
The perception of a threat is itself influenced by general health values, specific
beliefs about the seriousness of the complaint and the vulnerability to a serious disease.
Apart from the perceived efficacy of GP consultation, the other benefits the person sees
in consulting the GP and the disadvantages, costs or effort (barriers) of a GP consultation
are taken into account. The more benefits, and the fewer barriers the person perceives,
the greater the possibility that he or she consults the GP. The actual cue that triggers the
GP consultation may be personal advice to consult the GP or reception of information
about the complaint from medical programmes on radio or television.
Individual perceptions

Modifying factors
Var/ab/es.
Demographic
(age.sex, etc.)
Socio-psycho logical
(personality etc.)

Likelihood of action
Perceive d Jbeneffrs
of preven tive action
minus
Perceiveid barriers
of preven tive action

r
Perceived Susceptibility to
Disease 'X'
Perceived Severity of Disease 'X'

'

•"-" i ' ^ r

'•••".,

Perceived Threat
of
Disease 'X'

i r

Likelihood of Taking
Recommended Preventive
Health Action

Cues to A cf/on:
Mass media campaigns
Advice from others
^ Reminder postcard
Illness of family member/friend
Newspaper or magazine article

•

•

-

•

•

'

:

.

.

:

:

•

.

:

.

;

•

Figure 1 . The Hea/ffc Be//e//Wode/ fBec/rer & Ma/man. 7975;
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An advantage of using the HBM is that it has been used to explain many health
related actions and also been tested in numerous studies (cf. Janz & Becker, 1984;
Harrison era/., 1992). Most investigations already provide empirical evidence supporting
HBM elements as predictors of individuals' health related behaviours.
Careful consideration of the factors mentioned in the HBM in relation to GP consultation led to several small changes and specifications of the model (see Figure 2).
Firstly, apart from the perceived effectiveness of professional medical care, the perceptions patients have of their own possibilities to cope with the complaints may be expected
to influence the decision to consult the GP (Hochbaum, 1983; Grimsmo & Siem, 1984;
Strecher ef a/., 1986; Jones, 1987). Even if patients accord a high rating to the GP's ability
to help, they may decide not to use professional care if they accord a similar high rating to
their own effectiveness in coping with the complaints.
....,.,. . ,. ,
Background characteristics
Consu/faf/on variab/es;
Client of same GP
Consultations per year
Last consultation

Perceptions

Cues to consult;

SocSo-psycno/og7ca/ var/ab/es;

Influence of:
Advice of others
Decision of others
Treatment of others
Mass media

Health status
Usual action when ill

Perceptions comp/a/nt;
Severity of complaint
Susceptibility to disease

Sex
Age

'•!•••>..•

Marital status

BEHAVIOUR:
CONSULTATION

Soc/o-£cono/nw Status variab/es;
Education
Occupation
Insurance
Income

Perceptions care;
Efficacy of GP care
Efficacy of self care

Perceptions /n/b/7naf/on;
Knowledge of complaint
Need for information

Comp/a/nt Variab/es;

Perceptions emotiona/ state;

Frequency
Duration
Previous care
Awareness of cause

Uncertainty
Anxiety

Barriers consu/faf/on;
Time, transport, costs

Figure 2. GP consu/faf/on mode/
Secondly, it is plausible that one reason why people consult the GP is that they
need more information, rather than treatment. Need for information especially may play an
important role in the decision to consult the GP, because the GP is often perceived by
patients as an all-round doctor who can therefore provide information on all types of conditions.
Thirdly, one might argue that some variables should be measured more specifically or directly, because it is often suggested that the more specifically a certain concept is
measured, the more predictive it is of behaviour (Ajzen & Fishbein, 1980). Susceptibility to

disease, for example, may be measured by asking patients about the perceived chance
that the complaints for which the individual is consulting the GP now is indicative of a
severe illness and not about their general susceptibility to disease. Furthermore, patients
might be asked directly if they are concerned about the complaint, instead of measuring
perceived threat indirectly by perceived susceptibility and severity of the complaint.
Finally, the HBM does not try to fill in the social aspects of the factor 'cues to
action'. Another behavioural model developed by Ajzen and Fishbein (1980), however,
stresses social influences as an independent and important factor. Their research findings
have often shown that these social factors may provide a useful specification of the more
general factor 'cues to action'. This 'elaborated HBM' functioned as the basis of the
research presented in the next section.
V
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METHODS
To answer the research questions a study was conducted in the waiting rooms of
eight (urban) general practices. One thousand patients completed a questionnaire before
they consulted the GP (see Annex 2). The questionnaire addressed possible determinants
of consulting the GP (based on the elaborated HBM), the worry experienced by patients,
and background characteristics. The patients included in the study also received a second
questionnaire after consultation (see Annex 3). This questionnaire tried to measure changes in health beliefs and worry related to the complaint presented during the consultation.
This questionnaire also asked whether patients experienced another complaint at the
same time, for which they had decided not to consult the GP. For this complaint, if present, they had to answer the same questions (on determinants) as for the complaint for
which they had decided to consult the GP for (first questionnaire). Both questionnaires
were first judged by several experts and after that pretested on 30 patients of the target
population. This pretesting resulted in minor changes of and additions to the questionnaires.
The presentation of the results of the rather extensive set of data gathered is
clustered around three aspects. Firstly, in chapter 2, a study into the determinants of GP
consultation is described. The factors investigated are derived from the HBM, elaborated
with the inclusion of the factors just mentioned in the critical examination of the model.
To determine what the main determinants of GP consultation are, we compared the answers which one group of patients gave to the questions in the first questionnaire (that
referred to the complaint for which they consulted the GP) with the answers another
group of patients gave to the questions in the second questionnaire (that referred to the
complaint for which they did not consult the GP).
Secondly, attention is paid to the worry patients experience, the backgrounds to
this worry and how it is influenced by the consultation (chapter 3). Also the relation
between reduction in worry and satisfaction with the consultation was examined; we
hypothesized that the more satisfied patients were with the discussion of worry in the
consultation, the greater the reduction would be in their degree of worry.
The third focus in the presentation of the results is on the effects the consultation has on determinants other than worry, and on how these effects are related to satisfaction with aspects of the consultation (chapter 4). For example, it is examined whether
need for information and perceived severity of the complaints is reduced, and how these
factors are affected by the patient's level of satisfaction.
Apart from the observational study described above, we carried out two small
studies, reported in chapter 5, to investigate whether the relation of the determinants
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found in the observational study have a causal relation to the decision to consult the GP.
The causality of the relation is particularly important if the intention is to use the relations
found to develop an intervention aimed at changing people's consultation behaviour: here
information is needed on whether changes in one variable (for example health beliefs)
cause changes in other variables (in this case: deciding to consult the GP).
In order to gain insight in the causality of the relations, we chose a rather unusual
method in health sciences: 'scenario studies'. In the scenario studies, stories describing a
person reading an article or watching a TV programme about a certain disease were presented to 160 subjects (Health Sciences students). In every story four independent variables were systematically manipulated on a high or low level. For example, a disease was
described in one story as very serious (high severity) and in another story as not serious
(low severity).
In a brief introduction the subjects, who had to read the stories, were asked to
imagine that they would find themselves in this situation and to indicate how worried they
would feel and how strong their inclination would be to consult their GP. In the first scenario study a selection was made of two perceptions of a complaint (severity and susceptibility) and two perceptions of care (effectiveness of GP care and self care) as independent variables. Subjects were asked to indicate how worried they would feel and how
strong their inclination would be to see their GP.
Scenario study 2 had some variables in common with study 1: here also susceptibility and severity were manipulated. In addition to these factors, we tested whether coincidental information (about a friend who happened to have the same symptoms, and in
whom the medical treatment did or did not succeed) influenced worry and intention to
consult the GP. Further 'objective' statistical information on the probability of success or
failure of the medical treatment was varied between conditions.
CONCLUSIONS
This overview only addresses the main conclusions of the research conducted;
for a detailed presentation of methods, results and conclusions the reader is referred to
the chapters 2 to 5. The conclusions are presented in three parts: corresponding to the
implications the studies have for theory, practice, and methods, respectively.
7/ieoref/ca/ conc/us/ons
The first overall conclusion is that the HBM seems to be a useful instrument to
explain the decision of patients to consult the GP. The HBM elements, like perceived
severity of the complaint, and effectiveness of GP care, explained an important portion of
variance of the decision to consult the GP. Remarkably, perceived susceptibility to a
serious disease could not explain the decision to consult the GP in the observational
study. This may be related to the fairly innocent complaints the GP generally has to cope
with. In the scenario studies an unexpected finding was that efficacy of GP care seemed
to have no effect on the decision to consult the GP. This finding, however, may be an artifact of the experimental situation: the unknown disease may have caused a greater need
for information.
We may also conclude that the variables susceptibility and severity, which are
considered to be the main elements of worry or perceived threat in the HBM, indeed
seem to play a prominent role in the general worry patients consulting the GP experience.
Moreover in both scenario studies the perceived susceptibility and severity mainly determined the subjects' worry.
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We were especially interested in whether perceptions of self care and information are useful additions to the HBM when this model is used to explain the decision to
consult the GP. The results of both the observational and the scenario studies show that
perceptions concerning self care do influence the decision to consult the GP. When
patients feel that the complaint can be treated without the help of the GP, they will be
less inclined to consult the GP (cf. Grimsmo & Siem, 1984). The need for information also
seemed to be an important reason for patients to consult the GP (cf. Like & Zyzanski,
1986). Thus, the findings suggest that perceived possibilities for self care and need for
information should be added to a model explaining GP consultation.
Previous research had not dealt specifically with the effect of advice from others
as an important cue to consult the GP. The fact that knowing someone with the same
complaint did not yield an effect on the decision to consult the GP in the observational
study may have been the result of the small number of respondents reporting such knowledge. The influence of others, a neglected element of the HBM, may, however, be worth
further investigation.
Practf'ca/ conc/us/ons

The results give valuable information for the daily practice of the GP. The practical
conclusions can be focused on the important reasons for consulting the GP, how to cope
patients' worry or more specifically causes of patients' worry, and finally how GP consultation can be improved.
First, it became clear that, apart from the perceived severity of the complaint,
information plays an important part in explaining the decision whether or not to consult
the GP. Patients who consult the GP often seem to want more information about the
complaint and the suitable treatment for this complaint. This study indicates or indeed
confirms the importance of the informative function of the GP care. Thus, GPs should
realize that the reason why patients consult them sometimes may be that they want
more information, rather than medical treatment. This is especially important because a
perceived lack of information may lead to worry in patients. Additionally, more information
about the potential effectiveness of medical care for a certain complaint could offer
patients the possibility to choose the most appropriate care.
Furthermore, our findings indicate that complaint variables, like frequency, duration and awareness of causes, do not seem to be very important for understanding why
people consult the GP. The way patients perceive their complaint (with respect to severity, effectiveness of self care and GP care, cf. Van de Lisdonk, 1985) influences their decision to consult the GP. Of course, the way people perceive their complaint may differ considerably from the way the complaint should be viewed objectively. But no restrictions
were made as far as patients' complaints were concerned: chronic, intermittent and new
complaints were all included. Patients were asked to mention the single most important
or main complaint in the questionnaire.
This study focused on complaint characteristics, such as frequency or duration of
the complaint, as determinants of consulting the GP. Future research could focus on specific complaints, such as low back pain or headache as determinants of consulting the GP.
We were interested in the question whether consulting the GP can reduce
patient worry. An answer could give some information for the GP about how to cope with
causes of patients' worry. The analysis of the change in the degree of worry after the consultation showed that consulting the GP had a positive effect on patients' worry, especially on worry about the complaint. Consultation seems to have a reassuring effect on
patients, especially for those patients who are satisfied with the consultation. For the GP
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it is important to know that worry is related to patient characteristics (like sex or health
status), but more by the way patients perceive their complaint. Apart from the patients'
perceptions of the severity of the complaint and the susceptibility to a serious disease,
the need for more information is an important dimension in patient's worry. We may conclude that if a GP discusses the complaint and the concomitant worry to the patient's
satisfaction, this may lead to a decrease in worry. However, some reserve is warranted
with respect to this conclusion. Since patients consulting the GP were not compared to
patients not consulting the GP, the reduction in worry might possibly be attributed to
other factors than the consultation.
Furthermore, not surprisingly, several background characteristics which all seem
to have a relation with the patient's health status (like duration of the complaint and number of consultations per year) seem to determine patient's worry. A salient finding is that
perceptions of the possibilities of care (GP care or self care) do not seem to influence the
extent to which patients feel worried. We had expected rather that patients who feel that
their complaint can be treated adequately would feel less worried than patients who feel
that their complaint cannot adequately be treated.
In general, there seems to be a positive effect of consulting the GP and patients
are satisfied about the opportunity and about the information given by the GP during the
consultation. Careful consideration needs to be given, however, to the fact that the effect
of consulting the GP can be negative in some respect for dissatisfied patients. Recognizing that consultation is at least a two-way process, interventions in which the GP is
trained to ask about patients' health beliefs and the patient is prepared to express his or
her expectations during consultation may be further developed and evaluated in future
research. In this context, it should be recognized that an important, and sometimes the
most important, reason for patients to consult a GP is that they want more information; of
course GPs should provide this information when possible.
Furthermore, to reduce unnecessary worry in patients, it should be stressed that
it is useful to elicit the patients' perceptions of the complaint, and to provide reassuring
and detailed information with respect to these variables where possible. On the patients'
side, an intervention could perhaps aim at having patients making notes of what they
want to know in advance. Improving the provision of information by both the GP and the
patient may reduce the concomitant problems of dissatisfaction with health care and
worry (Roter, 1977; Fletcher, 1979; Hannay, 1979; Stewart ef a/., 1979; Krantz ef a/., 1980;
Pendleton & Hasler, 1983).
/Wef/joc/o/og/ca/ conc/us/ons

The research conducted gives us the opportunity to compare the results obtained
by two, quite different, research methods. An observational study, conducted in 'real life',
and an experimental 'paper and pencil study'. The results show that in general the scenario studies yield the same findings as the observational study. Comparing results in the
real world and in an artificial situation, however, also showed some discrepancies. Thus,
al-though scenario and observational studies may be complementary methods, scenario
studies should not substitute for observational studies. Because most findings do match,
scenario studies may be useful in exploring relatively unknown fields. In conclusion, inasmuch as these scenario studies may contribute to GPs not being consulted unnecessarily
by patients, perhaps they also may contribute to patients not being consulted unnecessarily by researchers (although in both cases unnecessary delay can give rise to problems).
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LIMITATIONS
Finally we attend to the main shortcomings of the studies reported. The observational study has several aspects that may limit generalizability of the results. First, the
population only comprises of patients consulting the GP. People who rarely consult the
GP could present many differences. It may be that they have a different state of mind, for
instance a lack of confidence in medical care. Their emotional state could also differ considerably: perhaps they dare not to consult the GP because they are too anxious.
Second, considering the design used, one should not draw conclusions too easily
about the effects of the consultation on health beliefs and worry: we did not compare
patients who did consult the GP with patients who did not consult the GP. Because of the
lack of such a control group, changes in health beliefs and worry may be due to other factors than the consultation itself, for example the effect of time.
Third, the study was also limited by depending only on patients' self reports. We
had no complementary information from the GP, which could contribute to ensuring a correct interpretation of patients' health beliefs or consultation behaviour.
Furthermore, because of the explorative and correlational character of this study,
we cannot draw definitive conclusions about the direction of causality of all relations
found. This last shortcoming was partly solved by both scenario studies: in these studies
some of the determinants were tested for their causal effect on the decision to consult
the GP. However, irr solving one shortcoming, another aroze: the scenario studies had a
somewhat artificial character. A comparison of the observational and the scenario studies,
however, reduced our worry about this artificial nature. Both studies in general yielded the
same results; and we feel rather confident that with these complementary methods we
have gained insight into the reasons why patients consult their GP and into their complaint
related worry.
FINAL REMARKS

"

"

The research has enabled theoretical, practical and methodological conclusions to
be drawn. Firstly, the HBM is a useful model to explain GP consultation behaviour, though
the elaboration of the HBM with two factors (efficacy of self care and need for information) might be considered. Secondly, though a GP consultation in general seems to have a
positive effect on health beliefs (for example worry) and leads to less need for knowledge,
patients still feel they do not have enough information when they leave the GP. Both the
patient and the GP might profit from more structured exchange of information. Thirdly,
with respect to the methodology, we conclude that observational studies and scenario studies may sometimes be used as complementary methods; observational studies give
information about relations in real life settings, scenario studies may give causal information about the same relations in a somewhat artificial situation. Furthermore, scenario studies may be recommended to explore relatively new research areas.
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CHAPTER 2
WHY DO PATIENTS CONSULT
THE GENERAL PRACTITIONER?
Determinants of their decision.
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?*">

/n order fo obfa/n more /nformaf/on abouf fbe reasons w n / paf/enfs consu/f fhe/r
genera/ pracf/f/oner (GPA 7000 paf/enfs comp/efed a quesf/onna/re /n fbe wa/f/ng rooms of
e/gbf genera/ pracf/ces. /4ffer fne consu/faf/on fhe paf/enfs rece/Ved a second quesf/onna/re. The a/m of fne sfucfy was fo deferm/ne whypeop/e dec/de fo consu/f fbe/r GP abouf
one comp/a/nf buf nof abouf a second comp/a/nf. Bofb quesf/onna/res were based on fne
Hea/fb 6e//ef Mode/, augmenfed by fwo ofber facfors: fbe percepf/ons paf/enfs nave of
fhe/r own ab///f/es fo cope w/fb fbe/r cond/f/on feff/cacy of se/f care,}, and fbe/r need for
/nformaf/on. Trie resu/fs showed fbaf fne fwo add/Y/ona/ facfors as we// as mosf of fbe facfors of fbe Hea/fn 6e//ef Mode/ (eff/cacy of GP care, perce/Ved sever/fy of comp/a/nf, cues
fo consu/fj were /mporfanf deferm/nanfs of consu/f/ng fne GP. fne resu/fs suggesf friaf
paf/enfs somet/mes expecf /nformaf/on from fne/r GP raf/ier f/ian med/ca/ freafmenf.
Furthermore, as fhe perce/Ved eff/cacy of GP care /s a/so an /mporfanf deferm/nanf, unnecessary consu/faf/on or unnecessary de/ay cou/d be prevenfed by offer/ng paf/enfs /nformaf/on abouf fhe pofenf/a/ effecf/Veness of med/ca/ care or se/f care for spec/f/c cond/f/ons. /mp//caf/ons for GPs' da//y pracf/ce and fufure research are d/scussed.
INTRODUCTION
General practitioners (GP) often ask themselves what makes their patients decide
to use their medical services. Research into the consulting behaviour of patients has been
focused primarily on medical service in general (Westhead, 1985; Branch & Nemeth,
1985; Schrire, 1986; John ef a/., 1987). The question of why patients consult their GP is of
particular importance because in many countries, such as the United Kingdom or the
Netherlands, the GP is the gatekeeper of the medical system.
The reasons for investigating why patients use medical services often seems to
be to prevent unnecessary consultations or delay in treatment. On the one hand, unnecessary consultations lead to medicalization of the patient's condition, extra costs for the
medical system and waste of GPs' time. On the other hand, unnecessary delay for a
patient with a serious complaint, could prolong the course of a disease, or necessitate
more complex treatment.
There is little research which specifically addresses the question of why people
do or do not consult their GP. A comparison of consulters and non-consulters by Lydeard
en Jones emphasized the importance of looking beyond the presentation of symptoms to
patients' fears about the significance of their symptoms and to non-medical determinants
of consultation behaviour (Lydeard & Jones, 1989). The aim of the study reported here
was to determine why people decide to consult their GP with one complaint, but not with
another.
METHODS

Hea/t/i Be//e//Wode/
The theoretical basis for this study was the Health Belief Model (HBM), originally
formulated to explain (preventive) health behaviour, such as breast self examination or
attending a screening programme (Becker & Maiman, 1975). The model assumes that
subjective health considerations determine whether people perform a health related
action, such as consulting their GP. For example, the HBM considers the perceived, rather
than the real, severity of the complaint to be the propelling force behind the action.
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According to the HBM, the decision to consult the GP can be explained by three
factors: the extent to which a person perceives a threat to his or her health, the degree to
which a person believes that a consultation with the GP will be effective in reducing that
threat, and 'cues to action' which prompt a person to consult the GP. Cues to consult the
GP might be internal, that is symptoms, or external, that is mass media communications
or interpersonal interactions.
The perception of a threat is itself influenced by general health values, specific
beliefs about the seriousness of the complaint and the vulnerability to a serious disease.
Apart from the perceived efficacy of consultation with the GP, both the benefits of and
the barriers to such a consultation are taken into account. The more benefits, and the
fewer barriers people perceive, the greater the possibility that they will consult the GP.
The actual cue that triggers the consultation may be personal advice to consult the GP or
information about the complaint from medical programmes on radio or television.
Although other approaches have been used (Tanner era/., 1983; Janz & Becker,
1984; Markides eta/., 1985; Hibbard & Pope, 1986; Harrison eta/., 1992) the HBM is the
most widely applied approach to the explanation of medically based preventive actions
and underlies several studies of the utilization of medical services (Becker, 1974;
Rosenstock, 1974; Becker ef a/., 1977; Leavitt, 1979; Cummings ef a/., 1980; Kirscht,
1983; Cox, 1986; Mullen ef a/., 1987). However, in order to investigate the determinants
of consulting the GP, we have added factors to the model, and made others more specific.
First, it was considered that, apart from the perceived effectiveness of professional medical care, the perceptions patients have of their own possibilities to cope with
the complaint would influence the decision to consult the GP (Hochbaum, 1983; Grimsmo
& Siem, 1984; Strecher era/., 1986). Even if patients accord a high rating to the GP's ability to help, they may decide not to use professional care if they accord a similar high rating
to their own effectiveness in coping with the condition.
Secondly, it is plausible that people consult the GP because they need information rather than treatment. This need may play an important part in the decision to consult, as the GP is often perceived by patients as an all-round doctor who can therefore
provide information on all types of conditions.
Thirdly, it was decided to measure some variables more specifically than usual,
because it is often suggested that the more specifically a certain concept is measured,
the more predictive it is of a specific behaviour (Ajzen & Fishbein, 1980). Patients were
therefore asked not about their general susceptibility to disease, but about the perceived
chance that the presenting complaint was indicative of a severe illness. Furthermore,
patients were asked directly if they were concerned about their health in general instead
of measuring the perceived threat indirectly by perceived susceptibility to and severity of
the complaint.
Finally, the social aspects of the cues to action have been taken into consideration. Although the HBM does not focus on social cues specifically, Ajzen and Fishbein
(1980) stress social influences as an important independent factor.

Samp/e
In the period mid-November to mid-December 1988 a questionnaire was given to
patients in the waiting rooms of eight urban general practices in the province of Limburg,
the Netherlands. The only inclusion criterion used was that patients had come to consult
the GP of their own free will. Therefore, patients who came for a medical check up or at
the invitation of the GP for a follow-up consultation were excluded from the study.
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Children who could explain why they were waiting for the GP and could answer the
questions were included. No restrictions were made as far as the complaints of the
patients were concerned - patients with chronic, new and intermittent complaints were
included. Questionnaires were handed out until a total of 1000 had been completed.
Questionnaires
Patients were asked to state the single most important or main complaint in a
first questionnaire (see Annex 2 and Figure 1). After the consultation the respondents
received a second questionnaire, which could be filled in at home and posted back to the
department of Health Education (see Annex 3).

Questions

CfM/acter/tt/c* of comp/ji/nf

:

Have you had this complaint before?^
For how long has this complaint been bothering you?''

>

Have you tried something to treat this complaint?^
Are you aware of the cause of this complaint?''

.

.

Haa/tfi batfafs
Do you think your complaint is serious?®
Do you think your complaint has to do with a serious disease?'
Do you think the GP can treat your complaint?*
Do you think that you could have treated your complaint yourself?'
Do you think you know enough about your complaint ?9
Do you need more information about your complaint?'

C U M to co/uu/t
Did people advise you to consult the GP?"
Did this advice influence your decision to consult the GP?'
Do you know someone with the same complaint?"
Did the decision of this person to consult their GP influence your decision?'
Did the result of the treatment of this person influence your decision?'
Did you receive information from the media about your complaint?^
Did this information influence your decision?'

'**'"

-

'
•

Emot/ona/ ifjta
Do you feel worried about your health at this moment?!

•
b
e
d
•
f
9
h
I
J

3-polnt scale from 0= never to 2= several time*
5 point scale from 1 r < 1 week to 5m > 1 year
4-point Kale from 1= no care to 4= other than self/medical care
3-polnt scale from 1s (totally) unaware to 3s (very) well aware
3-polnt scale from 1x not serious (at all) to 3B (very) serious
3-polnt scale from 1= (certainly) not to 3= (most) certainly
3-polnt scale from I s (far too) little to 3= (more than) enough
2-point scale from OK no to 1s yes
3-polnt scale from 1= hardly (at all) to 3a (very) much
3-polnt scale from 1s not worried (at all) to 3x (very) worried

Figure 1. Pat/enf /nferv/ew quesf/ons
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Both questionnaires had been pretested and included items on the possible reasons for consulting the GP and presenting the complaint. In the first questionnaire the
patients were asked about aspects of the main complaint, their health beliefs to consulting, cues to consulting the GP and their emotional state. After the consultation the
second questionnaire asked the patients to mention a second complaint which they had,
but about which they did not or would not consult the GP. For these complaints the
questions about determinants asked in the first questionnaire were repeated.
In order to reduce the time and effort needed to answer the first questionnaire in
the waiting room, all questions that could be asked after the consultation were put in the
second questionnaire. Therefore background characteristics were covered in the second
questionnaire using closed questions. These included: consultation variables - length of
time with same GP, number of consultations per year and lenght of time since last consultation; psycho-social variables - health status ("Do you feel healthy compared with other
people of the same age?") and usual action when ill; demographic variables - sex, age,
marital status, education, occupation, health insurance and income. Also barriers to consulting were asked in the second questionnaire. These barriers concerned time, transport
and costs. Finally, open questions gave the respondents the chance to mention other
determinants, cues to consulting the GP or reasons for being worried.
Stat/st/ca/ ana/ys/s
In order to explain the decision to consult the GP, the scores for health beliefs,
cues to consult and emotional state for the main complaint were compared with those for
the second complaint. First, the background characteristics of those who did not mention
a second were compared. Further statistical analysis was focused on those who completed both questionnaires and who reported a complaint which they did not present.
Secondly, multiple logistic regression analysis was used to examine the contribution of
selected determinants to the prediction of the decision to consult the GP (Afifi & Clark,
1984).
The selected determinants were variables which were assessed using a three
point scale. In the logistic model the 'do not know' and 'not applicable' conditions were
omitted and the extremes compared. Fitting the logistic regression model was carried out
in three stages: including only the determinants from the HBM; adding the perception of
efficacy of self care and need for information and knowledge about the complaint to the
HBM; and adding characteristics of the complaint: frequency, duration, and awareness of
cause.
RESULTS

i

Of the 1000 patients completing the first questionnaire 791 (79.1 %) also returned
the second questionnaire. Of these 791 patients 450 mentioned a second complaint.
Possible sample bias resulting from patients who did not return the second
questionnaire was evaluated by two-sided univariate comparisons between selected characteristics of the 791 respondents and 209 non-respondents. This analysis revealed no
significant differences between respondents and non-respondents in terms of the characteristics of the complaint presented to the GP, health beliefs, cues to consult and emotional state. It can therefore be concluded that selective non-response is unlikely to be a
source of bias in generalizing the results of further analyses.
The background characteristics of the 341 patients who mentioned only the complaint presented to the GP and the 450 patients selected for further analysis, who also
mentioned a second complaint which they did not present to the GP were compared.
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Significant differences were found for the following variables: usual action when ill, sex,
age, marital status and education. Patients who mentioned only one complaint rarely
waited to see if the complaint improved spontaneously but preferred to consult the GP.
These respondents, were also more likely to be male, older, married and less highly educated.

Background characteristics of ana/ys/s sa/np/e
Most of the 450 respondents who mentioned a second complaint had had the
same GP for a considerable time (64.4%), and had consulted the GP between one and
five times during the last year (69.5%), their last consultation being less than three
months previously (71.8%). Of the respondents 41.8% stated that they felt healthy compared with others of the same age and 75.6% that they normally treated their complaints
without consulting a GP. The majority of the patients were female (64%), less than 45
years of age (72.4%) and married (57.6%). Of the respondents 49.3% had completed
secondary education, 44.7% had a paid job and 39.9% a net income of 1500 - 2500 guilders per month. Most of the 450 patients were insured with a public health insurance
fund (71.3%).
-,
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Dec/'s/on to consu/f
Multiple logistic regression analysis was used to provide information about the
contribution of selected determinants to the prediction of the decision to consult the GP
about a complaint (see Table 1). Determinants with odds ratios less than 1.00 decrease
the likelihood of consulting the GP, whereas determinants with odds ratios greater than
1.00 increase the likelihood.
Considering model 1 - the basic elements of the HBM - the perceived influence
of advice to consult the GP (OR = 3.12, P = 0.001), efficacy of GP care (OR = 3.17, P =
0.001) and severity of the complaint (OR = 3.62, P= 0.001) were significantly and positively associated with the decision to consult the GP, suggesting a determining effect.
Information received from the media (OR = 1.18, P= 0.001) also seemed to increase the
likelihood of the patient consulting the GP. The overall model based on the elements of
the HBM showed a high predictive value for consulting the GP (goodness of fit P =
0.989).
Efficacy of self care, knowledge about the complaint and need for information
were added in model 2. Perceived efficacy of self care (OR = 0.18, P= 0.001) decreased
the likelihood of consulting the GP while perceived need for information (OR = 2.89, P =
0.001) was positively associated with presenting a complaint.
Finally, three characteristics of the complaint - frequency, duration, and awareness of cause - were added to model 2. These variables did not change the results obtained from model 2. Advice from others to consult the GP, perceptions of the efficacy of
GP care, self care, and need for information remained the important determinants of consulting the GP.
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Table 1. Significant factors from the mu/t/p/e /og/st/c regress/on mode/ of the
decision to consu/t the GP for the samp/e of 450 patients.

Variable

/nfercepf

.

MODEL 1«

MODEL 2*>

Logistic
regression
coefficient

Odds

Logistic
regression
coefficient

odds

(SE)

Ratio

(SE)

Ratio*

0.005
(0.095)

,;;',,

',r^;.
i '•• ^ j ^ t

0.005
(0.095)

'

Cuss to consu/t
3.12"*

Influence
Advice

1.138
(0.400)

3.12"**

Influence
Mass media

0.166
(0.648)

1.18—

Severity

1.286
(0.228)

3.62*"

0.868
(0.242)

2.38***

Efficacy of
GPcare

1.153
(0.169)

3.17***

1.383
(0.213)

3.99*"

-1.717
(0.347)

0.18'"
(5.56)

1.062
(0.214)

2.89*"

1.136
(0.522)
-0.029
(0.764)

. .,•
'•

0.97*
(1.03)

Hearth fia/isfe

-

Efficacy of
Self care

Need for
Information

a
b
c

-

-

Health Belief elements.
Health Belief Model with addition of efficacy of self care, knowledge about complaint and need for
information.
The inverse of an odds ratio less than 1.00 is presented in parentheses to facilitate comparison of the
size of the variable's effect with that of a variable with an odds ratio greater than 1.00.
SE = standard errors,
• P < 0.05; * * * P < 0.001 testing the null hypothesis that all paramethers are zero.
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DISCUSSION

A*k«sT ...

-a
This study focused on patients, interviewed in GP waiting rooms, who stated
after the consultation that they had a second complaint which they did not present to the
GP.
The results of logistic regression analysis using components of the HBM give
valuable information on important determinants of consulting the GP. Heeding the advice
of others to consult the GP was an important determinant. When patients perceived GP
care as very effective and/or the complaint as very serious, they were also more likely to
decide to consult the GP. These results are similar to those of Berkanovic and colleagues
(1981). The results of this study suggest that the influence of others, a neglected element
of the HBM, is worth further investigation. A noteworthy finding of this study was that
worry about health in general and belief that the presenting complaint was indicative of a
serious illness were not important variables in the decision to consult the GP.
We were especially interested in whether perceptions of efficacy of self care and
need for information would be useful additions to the HBM when the model is used to
explain the decision to consult the GP (Berkanovic ef a/., 1981; Grimsmo & Siem, 1984;
Calnan, 1984; Like & Zyzanski, 1986; Cockburn ef a/., 1987). The results show that when
patients felt that the complaint could be treated without the help of the GP, they will be
less inclined to consult (cf. Grimsmo & Siem, 1984). The need for information seemed to
be an important reason for patients to present a complaint to the GP (cf. Like & Zyzanski,
1986). Thus, efficacy of self care and need for information should be added to the HBM.
However, the findings indicate that characteristics of the complaint - frequency, duration
and awareness of causes - do not explain an additional portion of variance.
The way people perceive their complaint may differ considerably from the way
the complaint should be viewed objectively (Hannay, 1979). The manner in which complaints are interpreted by patients has received relatively little research attention although
Jones and colleagues (1981) have studied the significance attached to a set of symptoms.
Three factors of perceived significance emerged: the first factor was defined by the
extent to which symptoms were perceived as threatening, disruptive and painful; the
second consisted of the familiarity of symptoms and the perceived personal responsibility
for their occurrence; the third reflected how embarrassing the symptoms were.
The study reported here has several aspects that may limit the generalizability of
the results. The population comprised only patients consulting the GP. It may be that
people who rarely consult the GP have different beliefs, for example, a lack of confidence
in medical care. Their emotional state could also differ considerably: their anxiety might
prevent them consulting the GP.
The study is also limited in its ability to determine the effects of barriers to consulting the GP on the decision to consult: patients who did not consult because of perceived barriers could not, by definition, be subjects in the research. For the same reason
the study could not determine whether patients with certain background characteristics
are more inclined to consult the GP than patients with a different background. In addition,
the study population consisted only of those people who had a second complaint they did
not present. Analysis revealed that patients with only one complaint differed mainly with
respect to socio-demographic variables from the patients with two complaints.
The study was limited by depending on self reports from patients. No complementary information from the GP was obtained, which could contribute to ensuring a correct interpretation of patients' health beliefs or consultation behaviour.
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These results have several implications for future research and the daily practice
of the GP. First, it became clear that information played an important part in explaining the
decision whether or not to consult. GPs should realize that patients may consult to obtain
more information, rather than medical treatment. More information about the potential
effectiveness of different types of care could offer patients the possibility to choose the
most appropriate care.
Secondly, this study focused on complaint characteristics, such as frequency or
duration of the complaint, as determinants of consulting the GP. Future research could
focus on specific complaints, such as low back pain or headache, as determinants of consulting the GP. Furthermore, interventions could be developed where patients are informed about the effectiveness of medical care or self care for specific conditions. Such
interventions might prevent unnecessary consultation or treatment delay, resulting in
lower costs, less likelihood of the course of the disease being prolonged or more complex
treatment necessitated and less waste of GPs' time.

•-• i V ' • " "
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CHAPTER 3
WORRY: A PARTICULAR DETERMINANT OF
CONSULTATION ILLUMINATED.
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Abstract

)

/n fh/s sfudy, exp/or/ng fbe wo/ry exper/encedb/paf/enfs /n fbe GP wa/f/ngr room
and fbe reasons forbe/ng wo/r/ed, 797 paf/enfs comp/efeda sfrucfured guesf/onna/re y'usf
before fhey consu/fed fbe/r GP, and afterwards. The percepf/ons of fhe paf/enfs concern/ng fne comp/a/nf and fhe need for more /nformaf/on abouf fbe comp/a/nf p/ayed an
/mporfanf ro/e /n fhe degree of worry. Paf/enfs who wanf more /nformaf/on abouf frie
comp/a/nf are more worr/ed fban paf/enfs wrio do nof fee/ fbey needed more /nformaf/on.
A/of surpr/s/ng/y, fne more ser/ous paf/enfs perce/ved fne comp/a/nf fo be and fne greafer
fhe perce/ved chance of ser/ous d/sease, fhe more worr/ed fhey were. Genera/ hea/fh sfafus and frequency of consu/faf/ons per year were re/afed fo fhe degree of genera/ worry.
/\ccord/ng fo fhe paf/enfs se/f reporfs, worry /s a/mosf never due fo /nformaf/on from fhe
mass med/a or from ofher persons, or fo a concern for fhe consu/faf/on /fse/f. Paf/enfs
genera//y eva/uafed fhe consu/faf/on as pos/f/ve w/fh respecf fo fhe way fhe/r worry was
d/scussed. fhe decrease /n worry, affer consu/f/ng fhe GP, /n paf/enfs who were very
pos/f/ve abouf fhe consu/faf/on was s/gn/f/canf/y h/gher fhan fhaf /n paf/enfs who were
/ess pos/f/ve. The fheoref/ca/ andpracf/ca/ /mp//caf/ons of fh/s sfudy are d/scussed.
INTRODUCTION
Nowadays, general practitioners (GP) acknowledge more than previously that the
patients' worry is an important issue in everyday practice. Worry caused by many apparently innocent complaints, which make up the greater part of the GPs work, is probably
one of the more important reasons for consultation (De Jongh, 1987). It might be important for the GP not only to place emphasis on solving the complaint, but also to attend to
the worry experienced by the patient. Attending to worry can be made especially troublesome, because patients do not put their concern into words frequently (Robinson &
Whitfield, 1987).
Despite the extensive research on patients and the GP, it is still hard to analyse
patients' worry and the reasons for it (Taylor, 1986). Difficulty in designing an effective
instrument to detect worry in patients is only one of the reasons for this lack of information. Nevertheless, in research into the consulting behaviour of patients, worry caused by
a complaint or symptoms has been considered, and sometimes found to be a determinant
of consulting the GP (Like & Zyzanski, 1986; Schrire, 1986). Research in health education
has also emphasized the relation between information or education given by the GP and
the worry felt by patients (Leventhal, 1970; Sutton, 1982; Siero ef a/., 1984; Rippetoe &
Rogers, 1987). The level of induced worry which persuades people to act in their own
best interest has been investigated, for example.
In this study we tried to explore the extent of worry of patients in the GP's waiting room, and their reasons for being worried. In the Health Belief Model (HBM) some
attention is paid to the reasons people may have for health related worry (Becker, 1974).
According to this model, readiness to take action for health stems, among other things,
from a perceived threat of disease, coming from an individual's perception of his or her
susceptibility to disease and the disease's potential severity.
The HBM only considers perceptions concerning the complaint as a determinant
of threat. However, we might argue that not only perceptions of the complaint, but also
perceptions of care will influence worry. A person who believes that his or her complaint
can be treated in an adequate way (by the GP or by self care), has less reason to be worried than a person who believes his complaint cannot be adequately treated. Furthermore,
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the information which patients have or do not have about their complaint may affect their
worry. Research on the effects of health education on anxiety has generally concluded
that patients become less anxious when they receive more information (Roter, 1977;
Taylor, 1986). Lack of information about the complaint could lead to an increase in
patient's anxiety because they may be uncertain about the complaint or about their health
in general.
However, more information may not always expected to be reassuring. Information from the mass media or other people may cause worry without reason. Persons may
obtain or select the wrong information, or may think it applicable to themselves while that
is not the case. This study also aimed to obtain some data on the impact of mass media
and other people on the patient's worry. Finally we try to gain some insight into the
question of the direction of the patients' worry. Patients may be worried not only about
the complaint itself, but also about the medical care and the consequences.
Thus, in the present study we examined the role perceptions of care, perceptions
of the complaint and perceptions of their own level of information in worry, as well as the
influence which information from the mass media and other people has on worry. In addition to this, we investigated whether background characteristics (of the person and of the
complaint) influence the patient's worry (see Figure 1).

Background characteristics

Perceptions

Consu/faf/on variab/es.
Client of same GP
Consultations per year
Last consultation

/n/ormaf/on:
-from other persons
-from mass media

Soc/o-psycho/og/ca/ var/ab/es:
Health status
Usual action when ill

Perceptions comp/ainf;
Severity of complaint
Susceptibility to disease

Demographic var/afe/es;
Sex
Age
Marital status

WORRY

Soc/o-fconom/c Status vanab/es:
Education
Occupation
Insurance
Income

Perceptions care;
Efficacy of GP care
Efficacy of self care
Perceptions information.
Knowledge of complaint
Need for information

Comp/ainf Var/ab/es:
Frequency
Duration
Previous care
Awareness of cause

Figure 1. IVor/y exp/anafory mode/

41

The emphasis in research on the relation between information or education given
by the GP and the worry of patients was a reason to investigate whether consulting the
GP can contribute to a change in patient worry after consultation. To complement the
results of other studies about the effects of special information given by the GP about
patients concerns (Stewart era/., 1979; Boulton ef a/., 1984; Buchsbaum, 1986), we studied the general effect of consulting the GP on worry.
In addition to this, it was investigated whether satisfaction with the consultation
is correlated with the change in patient worry after consultation. After consultation a
patient who is satisfied with the way the GP discussed his or her worry will be more likely
to be less worried than a patient who is dissatisfied about the discussion (Ware & Hays
1988).
METHOD

Samp/e ant/procedure
In the period from mid-November to mid-December 1988 a questionnaire was
given to patients (n = 1000) in the waiting rooms of eight (urban) general practices in the
province of Limburg, the Netherlands. The study was originally set up to investigate the
determinants of consulting the GP (Van de Kar ef a/., 1992). Therefore, patients coming
not of their free will, but for a medical check-up or at the invitation of the GP for a followup consultation were excluded from the study. The patients who filled in the questionnaire
in the waiting room received a second questionnaire after the consultation, which could be
filled in at home (n = 791). The present paper focuses on the parts of the questionnaire
which are concerned with patient worry and the reasons for it.
Quesf/onna/res
The first questionnaire (see annex 2), completed in the waiting room, was aimed
at providing more insight into the degree of worry experienced by patients consulting the
GP and the possible reasons for this. First we asked the patients about six perceptions
concerning the complaint, medical care and the information about the complaint (see
Figure 1). Second, an attempt was made to gain more insight into the influence of other
persons and mass media on patient worry. Third, background information was asked about
the complaint itself. Finally we asked patients about the degree of worry they felt in general
(general worry) and the worry about the specific complaint, the consultation and the possible diagnosis (specific worry).
In the second questionnaire (see annex 3), filled in at home, data were gathered
firstly, to test the effect of consulting the GP on both the general and the specific worry,
and secondly to explore the relation between evaluation of discussing worry with the GP
and the change in the degree of general worry and specific worry. To restrict the time and
effort the patients needed to answer the questionnaire in the waiting room, we decided
that all questions that could possibly be asked after the consultation should be in the
second questionnaire. Therefore background characteristics were covered by the second
questionnaire.

Def erm/nants of worry
In this study we selected four categories of determinants of worry (see Figure 1).
Eac/cground c/iaracfer/sf/cs. Patients were asked about their consultation behaviour:
"For how long have you been consulting the same GP?", "How often did you consult the
GP last year?" and "When did you last consult the GP?" Furthermore, some questions
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were concerned with their general health status and their usual reaction to complaints:
"Do you feel healthy, compared to other persons of the same age?" (health status) and
"What do you do first when you are not feeling too well?" (answers ranging from nothing
to using domestic remedies, to alternative medicine). Demographic variables included sex,
age and marital status. Socio-economic status was based on employment status, education, income and insurance.
Comp/a/nf c/iaracfer/sf/cs. Four questions were concerned with the complaint
for which they were consulting the GP. "Have you had this complaint before?", "For how
long has this complaint been bothering you?", "Have you tried something to treat this
complaint?" and "Are you aware of the cause of this complaint?" (see Table 1).
Percepf/ons. Patients were asked how they perceived their complaint (severity
and susceptibility), the efficacy of GP care and self care and their level of information
about the complaint (knowledge about the complaint and the need for more information)
(see Table 2: perceptions).
/nformat/on. Patients were asked whether talking about the complaint with other
people or receiving information about the complaint from a medical programme on radio or
television had worried them (see Table 2: information).
, .
:
-,
;
Worry as a dependent var/afa/e
The degree of general worry in this study is a combination of anxiety and uncertainty measured by the following two questions: "Do you feel uncertain or certain about
your health at this moment?" and "Do you feel anxious or assured about your health at
this moment?"
To elucidate to the aspect of the health problem to which the patients' worry is
referred, patients were asked to what degree they were worried by the complaint itself, to
what degree by the idea of consulting the GP about the complaint, and to what extent by
the possible diagnosis of the complaint (see Table 2: specific worry).
To measure the effect of consulting the GP we asked all these questions on
worry in the first as well as in the second questionnaire.
Sat/sfact/on w/t/> the d/scuss/on of the worry
To gain an impression of how the respondents experienced the consultation, two
questions, on five point scales, were asked about the discussion of worry during consultation: "Did you have the opportunity to discuss your uncertainty about your health with the
GP?" and "Did you have the opportunity to discuss your anxiety about your health with
the GP?" The anchors of the scales were 'far too little' and 'more than enough'.

Staf/sf/ca/ ana/ys/s
Only the responses given by the 791 respondents who completed both questionnaires were used for data analysis. Cross-tabulations were drawn concerning the background characteristics, including the complaint characteristics, of the respondents, their
perceptions, information from other persons and mass media and worry. Hierarchical multiple regression analysis was used to examine the contribution of these three categories of
determinants to the prediction of worry before consulting the GP.
Repeated measures analysis of variance (MANOVA) was used to examine the
effect of consulting the GP. The effect was measured by comparing the scores on worry
before and after consultation. The difference between these scores is considered here as
the effect of consulting the GP.
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Finally, repeated measures analysis of variance was also used to examine
whether patients who were relatively satisfied with the way the GP had discussed their
concern showed a greater change in worry than patients who were relatively dissatisfied
in this respect.
The way in which discussing concern is related to the change of worry was explored by comparing scores on worry before and after consultation of very satisfied
patients with those of less satisfied patients.

RESULTS

-

•

'

0ac/lrgroun</ characfer/stics of ana/ys/s samp/e

Table 1 presents the background characteristics of the 791 selected respondents. One of the more interesting results is that most respondents stated that typically
they treated their complaints without consulting a GP (65.9%). Most of the respondents
were under 45 years of age (66.2%). Most of the 791 respondents had completed secondary education (44.7%), had a full-time or part-time paid job (44.2%), and earned a net
income between 1500 and 2500 guilders per month (40.3%).
Almost half of the respondents had experienced the complaint for which they
were consulting the GP more than once. The duration of the complaint was generally less
than 3 months (71.6%). Almost half of the patients had tried to treat the complaint on their
own with domestic remedies (49.2%) and without really knowing the cause of the complaint (39.4%).
. ..-, --.•••

/»ercepf/ons concerning f/»e comp/a/nf, care, and /nformafion

;

Table 2 presents the means and standard deviations of how the respondents perceived the complaint, care and information before consulting the GP. On the average,
severity of the complaint was perceived as moderate and susceptibility to a serious disease as very small. The efficacy of GP care was perceived as moderate and the efficacy of
self care as very small Respondents indicated that they had insufficient knowledge and
needed more information about the complaint.

-,u,;, •.vivy^'ttfeoV",^
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Table 1. Backgroundcharacteristics of ana/ys/s samp/e fri = 79f/

•

'*«

Consultation variables (%):
(Went «rf same GP
< 1 year
1 - 5 year
6 -10 year
11 -20 year
> 20 year

05.8
29.3
20.0
26.8
18.2

Const/fat/ons par y«ar
03.8
times
0
70.8
1 - 5 times
18.4
6 - 10 times
07.0
> 10 times

Last consultation
< 1 week
a 1 wk - £ 2 wks
> 2 wks - £ 3 mths
> 3 mths - £ 1 year
> 1 year

25.1
16.4
29.9
22.2
06.5

Socio-psychological variables (%):
Hea/fh Status
very healthy
healthy
average
unhealthy
very unhealthy

10.0

44.0
36.1
09.5

l/sua/ act/on when 01
03.7
none
65.9
self care
24.8
medical care
05.7
other

: -fti t'y

01.4

Demographic variables (%):
Sex
mate
female

40.6

-rot.i

Age
£ 25 years
26 - 35 years
36 - 45 years
46 • 55 years
56 - 65 years
> 65 years

25.0
21.2
20.0
14 3
11.4
08,1

/Wants/status
unmarried
living with someone
married
widowed
divorced
-;•

•.

25.3
04.9
60.5
04.8
044

h

Socio-Economic Status variables (%):
cducatton
elementary
secondary
higher
/nsuranca
public
private

37.2
n_,

•'

44.7
18.1

Occupaf/on
unpaid
unemployed
retired/incapacitated
paid

70.9
29.1

40.6
02.4
12.8
44.2
.

-.i

/ncoms /n gu//d»rs p.m.
S1500
26.7
> 1500 £2500
40.3
> 2500-£3500
16.6
>3500
16.4

- • .

Complaint variables (%):
Awareness c/ cause
very well aware
aware
unsure
•.-.- -,
not aware
'
totally unaware

13.5
14.5
39.4
T9.8
12.6

never
once
more than once

36.0
17.6
46.4

Previous care
none
self care
medical care
other

14.0
49.2
25.9
10.9

Duration
< 1 week
> 1 wk - £ 2 wks
> 2 wks - £ 3 mths
> 3 mths - £ 1 year
> 1 year

21.9

•"•

244
25.3

-.--i}j,«.=

14.8
13.7-

•"- *• ••*! f ^ u *
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/nformaf/on from offter poop/e and mass mecffa
When questionned about the extent to which they became worried as a result of
talking to others or receiving information from the mass media, the majority of the respondents (60.1%) answered that they discussed the complaint with other people, although on
average, worry caused by talking to others was less than moderate.
Only very few respondents (7.8%) stated that they received information from the
mass media. Worry among these respondents caused by information from a medical programme, however, was moderate.
Wor/y of the respondents before consu/t/ng the GP
The degree of experienced worry by the respondents is indicated by the means
and standard deviations of general worry and specific worry (Table 2). The average degree
of worry is just about moderate. The respondents said that they were worried most by the
complaint and not much by the idea of consulting the GP about it.

Table 2. Means 0W and standard deviations fSDJ of
perceptions, information and worry f> = 797^

Questions

M

(SD)

3.16
2.06

(0.94)
(083)

3.51
1.96

(0.98)
(0.78)

2.79

(1.1)

3.95

(1.1)

ons bafora consii/taf/on (n = 791):
Do you think your complaint is serious?^
Do you think your complaint has to do with a serious disease?''
Do you think the GP can treat your complaint?''
Do you think that you could have treated your complaint yourself ?°

. .-'< > . . ,.^ -•

Do you think you know enough about your complaint ?c
Do you need mora information about your complaint?''

v

Inform* r/o/r
Did you discuss your complaint with other people?** (n = 475):

0.60

(0.49)

Are you worried by what these people said about the complaint?®

2.11

(0.91)

Are you worried by what these people said about the idea of consulting the GP?®

1.89

(0.74)

Are you worried by what these people said about the possible diagnosis of your complaint?®

2.07

(0.84)

Did you receive information from the media about your complaint?** ( n = 62):

0.08

(0.27)

Are you worried by this information about your complaint?®

2.45

(1.1)

Are you worried by this information about the possible diagnosis of your complaint?®

2.44

(1.1)

Genera/worry (n = 791);®

2.87

(0.93)

Are you worried by the idea of consulting the GP about your complaint?®

2.90
2.16

(1.1)
(0.95)

Are you worried by the possible diagnosis of your complaint?®

2 44

(1.0)

.-

,;-,•

Spscfr/'c worry I'D = 79 U
Are you worried by the complaint itself?®

a
b
e
d
•
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5-polnt
5-point
5-point
2-point
5-point

scale from 1= not serious at alt to 5s very serious
scale from 1= certainly not to 5= most certainly
scale from 1= far too little to 5= more than enough
scale 0= no and 1= yes
scale from 1= not worried at all to 5= very worried

Satisfaction vwfh the d/sct/ssion of worry
The two questions for the satisfaction with the discussion of the worry correlated
highly (r = 0.78, P < 0.001). Patients generally evaluated the discussion of the worry with
their GP as positive (n = 383, M = 3.93 on a 5-point scale). For further analysis the respondents who did discuss their worry with the GP were divided into two groups at the median
of the two question scale of satisfaction: one group of very satisfied patients (n = 292) and
one group of less satisfied patients (n = 91).

H/erarch/ca/ mu/t/p/e regress/on ana/ys/s of genera/ worry
Hierarchical multiple regression analysis was used to examine the contribution of
the background and complaint characteristics, health beliefs and information to the prediction of general worry. Standardized regression weights (£), R2 change, and the F values
are shown in Table 3.
The variables entered in block 1, background characteristics, accounted for approximately 14% of the variance in the degree of general worry. The main predictor variable
at this first step is the frequency of consultations per year. Patients who consulted the GP
between one and five times per year were more worried than patients who have had
more than 10 consultations per year. In addition health status made a significant contribution: patients who thought they were less healthy than others of the same age, were
more worried. Sex and duration of the complaint were background characteristics that also
explained some variance. Woman experienced more worry than men, and the longer the
duration of the complaint, the more worried patients were.

Table 3. H/erarcn/ca/mu/t/p/e regress/on ana/ys/s of genera/ worry fn = 797^
Block

General worry

Variable
B

1

background characteristics
Sex
Health status

2

3

R2

F

0.14

31.71*"

037

45.09*"

0.38

3813***

0.08*
-0.24*"

Duration complaint

0.11"

Consultation per year

0.15"*

Percepf/ons
Knowledge of complaint

-0.03"s

Efficacy of self care

0.04"s

Severity complaint

0.27"*

Efficacy of GP care

-0.03"s

Susceptibility

0 30*"

Need for information

0.12—
-;-

/nformat/on
from other persons

0.06"S

from mass media

0.03"3

• P < 0.05, • • P<0.01, » " P < 0.001
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Block 2 of the analysis produced a substantial increase over the previous block in
the amount of explained variance. The variables in this block, the perceptions, accounted
for 23% of the variance in the degree of general worry, after controlling for the effect of
the background characteristics. The perceived chance that the complaint is due to a
serious disease was significantly related to general worry: the greater the patients perceived this chance, the more worried they were. The perceived severity of the complaint significantly predicted general worry: the more serious patients perceived the complaint to be,
the more worried they were. To a lesser extent, need for information is a predictor for
general worry. The greater the need for information, the more worry patients experience.
The variables in block 3 added very little to the amount of variance explained
(1 %). Information from others and mass media were not significant predictors for general
worry.
Hierarchical multiple regression analysis was used to examine the contribution of
the background and complaint characteristics, perceptions and information to the prediction of specific worry. There were only few notable differences compared the results of
hierarchical regression analysis of general worry (see Table 4).

Table 4. H/erarch/ca/ mu/tip/e regress/on ana/ys/s of spec/A/c worry fri = 797^

Block

B

1

2

3

Background

Diagnosis

Consultation

Complaint

Variable

R2

F

0 05

11.04

S

R2

0.05

F

(i

9.95*'

Sex

0.06"'

0.11"

0.03"*

Health status

-0.12"

-0.06"*

•0.11"

Duration complaint

0.11"

0.10"

Consultation p.y.

0.09*

0.10**

0.13" *
0.14" •

Perceptions

031

0.13

33.79

11.70*

••

Knowledge complaint

-0.03"*

•0.08*

-0.06"*

Efficacy of self care
Severity complaint

0.06"*

0.03"*

0.27"*

0.08*

0.02"*
0.17" *

Efficacy of GPcare

0.03"*

0.01"*

-0.08*

Susceptibility

0.31"'

0.20*"

0.24"

Need for information

0.15*"

009*

0.20"

0.31

0.14

28.59

1030*

»*

/nformaf/on
from other persons

0.05"*

0.05"*

0 0B^®

from mass media

0.04"*

0.06"*

0.05"*

R2

F

0.07

14.72*"

0.27

28.38***

ft

»

0.28

24.13*"

*/»<0.05, ** P<0.01, * * * / > < 0.001

A factor which seems to be a better predictor for worry about the consultation
than general worry, or worry about the complaint or the diagnosis, was sex: female
patients were more worried about the consultation than male patients. Notably, but perhaps not surprisingly, health status and the severity of the complaint was not strongly rela48

ted to worry about the consultation; and the variable knowledge about the complaint could
explain more variance of worry about the consultation than of general worry. The more
patients said they knew about their complaint, the less worried they were. Need for information also seems to be related to the worry about the diagnosis. The more worried
patients, were those who perceived a greater need for information.
We were also interested in the patients who stated that they were worried or
very worried about their health (n = 158). Consequently, we investigated whether these
patients' worry was determined by factors other than the 'normal' patient's worry.
Hierarchical multiple regression analysis was used to examine the contribution of the
background and complaint characteristics, perceptions and information to the prediction of
the worry of these very worried patients. Only for general worry we did find some significant results (probably due to the small number and consequent low statistical power).
Notable differences were that for block 1 health status and duration of the complaint were
more important than consultations per year. For block 2 severity and need for information
were important, while susceptibility was not.

Effect of consu/t/ng the GP on worry
Repeated measures analysis was used to examine the effect of consulting the GP
on the degree of worry expressed by patients. Multivariate analysis showed that there
was a significant multivariate main effect for consultation (before/after) (F(4,787) = 99.55,
P < 0.001). The results of the univariate analysis and the mean scores are presented in
Table 5. The mean scores in Table 5 show that after the consultation the respondents
were generally less worried. Worry about the complaint, consultation and diagnosis was
also less after the consultation.

Table 5. Effect of consu/t/ng tfte GP on worry (n = 797^
Mean scores'
consultation

Univariate analysis (df= 1,790)
Dependent variables

F

Before

After

Gonera/wony

264.85"**

2.87

2.42

Spec/ffc worry:
worry about complaint

291,95***

worry about consultation
worry about diagnosis

•**P<0.001

.

'
'

'

_

.

2.90

067.76***
077.78***

.

"

.... .

,

,

2,23

2.16

1,85

2.44

2,12

a 1 a low, 5 = high

Effect of consu/tat/on and sat/sfact/on w/fh d/scuss/ng worry
Finally, the degree of the respondents satisfaction about the discussion of the
worry with the GP during consultation was taken into account. For further analysis the
respondents were divided into two groups at the median of the two question scale of
satisfaction with the discussion of the worry: one group of very satisfied patients (n = 292)
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and one group of less satisfied patients (n = 91). Very satisfied patients were compared
with less satisfied patients with respect to their changes in worry after consultation.
A repeated measures analysis of variance yielded a multivariate significant main
effect of consulting the GP (F(4,378)= 35, P < 0.001) and a multivariate significant main
effect for satisfaction with the discussion of worry (F(4,378)= 3.28, P < 0.01).
More interesting, however, is the multivariate significant interaction effect for
consultation (before/after) x satisfaction (F(4,378)= 4.93, P < 0.001). Only the univariate
tests of general worry and worry about the complaint were significant. The mean scores in
Table 6 show that for both groups general worry and worry about the complaint have
decreased. There was no significant difference in these aspects of worry before consultation, but after consultation the very satisfied patients were significantly less worried than
the less satisfied patients.

Table 6. /nteract/on effect of consu/tat/on fbefore/afterj x satisfaction fn = 383J
Mean scores^
Consultation

Univariate F-tests (df= 1,381)
tion

Dependent variables
General worry

16.12

Before

After

3.37*

3.10V

3.28*

2.60*

3.48*

2.89V

3.32*

2.43*

Sp*c/r7c worry;
Worry about complaint

04.41

Worry about consultation
Worry about diagnosis

• • • /»< 0.001
• 1 i low, 5 = high

Meant with different superscripts differ at the 5% significance level from each other.

DISCUSSION
In this study we have tried to acquire more insight into the degree of worry felt by
patients in the GP's waiting room, and into the causes of this worry. The respondents in
this study, did not seem to be extremely worried; they were generally worried most by the
complaint and hardly worried by the consultation itself. Most patients discussed the complaint with other people but talking to others did not seem to be a source of worry itself.
Few patients received information from the mass media about the complaint and those
who did did not perceive the mass media as a source of their worry.
The perceptions of patients concerning the complaint and the need for more
information about the complaint played an important role in the degree of worry. The more
serious patients thought the complaint was, the more worried they were. The greater their
perception of the chance that they had a serious disease, the more worried they were.
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Perceptions concerning the complaint could explain worry more than, for instance, background characteristics. Information from other sources, like talking to others or information
from the mass media, played no part in explaining worry of patients.
We were also interested in the question whether consulting the GP can reduce
patient worry. Some studies have measured the relation between special information
given by the GP and the extent of worry in patients (Leventhal, 1970; Sutton, 1982; Siero
era/., 1984; Rippetoe & Rogers, 1987). In this study we tried to test the effect of consulting the GP in general on worry. Consulting the GP had a positive effect on the patient's
worry, especially on worry about the complaint. However, some reservation is warranted
with respect to the conclusion that consultation reassures patients. Since patients consulting the GP were not compared to patients not consulting the GP (e.g. the lack of a control
group), the reduction in worry might possibly be attributed to factors other than the consultation. On the other hand, one may argue that the consultation is probably an important
factor in the reduction of worry, because satisfaction with the way worry is discussed in
the consultation seems to affect the patients' reduction in worry: worry was decreased
more in patients who said that their concern was discussed satisfactorily with the GP than
in patients who felt their worry was not satisfactorily discussed. This analysis also revealed that patients' satisfaction with the way their worry is discussed in the consultation
is generally positive. These results concur with those in a study of satisfaction in hospital
patients (Ware & Hays, 1988).
In summary, the variables susceptibility and severity, which are considered the
main elements of worry or perceived threat in the Health Belief Model, indeed seem to
play a prominent role in the general worry experienced by patients who consult the GP. A
result which may be considered important because of its practical as well as its theoretical
concerns, is that a perceived lack of information may lead to worry in patients.
Furthermore, not surprisingly, several background characteristics which all seem to have a
relationship with the patient's health status (including duration of the complaint and number of consultations per year) seem to determine patient worry. A salient finding is that
perceptions of the possibilities of care (GP care or self care) does not seem to influence
the extent to which patients feel worried. We had rather expected that patients who feel
that their complaint can be treated adequately would feel less worried than patients who
feel that their complaint cannot adequately be treated.
What implications do these results have for the GP in daily practice? First, patient
worry does not seem to be extremely high and patients seem to worry primarily about the
complaint itself. Fortunately, patients are almost never worried by the idea of consulting
the GP about the complaint. Female patients seem to be a bit more worried about the consultation itself. For the GP it is important to know that worry can be explained by patient
characteristics, but more by the way in which patients perceive their complaint. Apart from
the patients' perceptions of the severity of the complaint and the susceptibility to a
serious disease, the need for more information is an important dimension in patient worry.
Second, we may conclude that if a GP discusses the complaint and the concomitant worry to the patient's satisfaction, this may lead to a decrease in worry.
The most important limitation of this study is its explorative and correlational character. Because we used self report data of patients, we are strongly dependent on the
insight patients have of their own worry and the causes thereof. Furthermore, due to the
correlational nature of this study, we may not draw any conclusions about the direction of
causality of the relations found.
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CHAPTER 4
CHANGES IN PATIENTS' HEALTH BELIEFS
AFTER CONSULTING THE GENERAL PRACTITIONER
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7he purpose of Zh/s sfudy ;'s to descr/be paZ/enZs' v/ews abouZ comp/a/n/, care
and /nforma//on before consu///ng /he GP and to d/scover whe/her paZ/enZs change ?he;>
v/ews after consu///ng fhe GP. 7"he resu//s show /ha/ a consu//a//on /eads to s/gn/Y/canf
changes /n /he be//efe abou/ /he comp/a/n/, /he /eve/ o/~ /nforma//on one has and /he care
/he GP can prov/de. /After consu/ZaZ/on, pa//en/s Zh/n/< /ha/ /he/r comp/a/n/ /s /ess ser/ous
and /ha/ /he chance /ha/ /hey suffer from a ser/ous d/sease ;'s sma//er /han before consu/ZaZ/bn. Pa//en/s' need for more /nforma//'on seems to have decreased after consu/Z/ng /he
GP. PaZ/enZs perce/ve GP care as /ess eftecZ/Ve after Zhan before consu//a//on. However,
Zh/'s effecZ seems Zo be qua//'/)'ed by Zhe exZenZ Zo wh/ch pa//en/s fee/ saZ/sffed w/Zh Zhe GP
consu/Za/fon. The percepZ/on very saZ/sffed paZ/en/s have of /he efficacy o/ GP care
rema/ns Zhe same before and after consu/ZaZ/on. Less sa//'s//ed pa//enZs, however, perce/'ved GP care as /ess e/7ecZ/Ve after consu//a//on. /n d/scuss/ng /he resu/Zs we argue
ZhaZ /'mprov/ng Zhe prov/s/on o/ /ntormaZ/on boZh by Zhe GP and by Zhe paZ/enZ may parZ/y
so/ve Zhe re/a//Ve d/ssa//s/ac//bn w'fh hea//h care some paZ/enZs exper/ence.
INTRODUCTION
Following an earlier study into the health beliefs of people consulting the GP (Van
de Kar eZa/., 1992a), we tried in the present investigation to examine the effect of consulting the GP on these health beliefs. Does consulting the GP, for example, lead patients to
feel that they now have enough information about the complaint? Do they feel more reassured with respect to the severity of the complaint after the consultation? Other researchers have already tried to gain insight into the communication aspects of consultations and
into the effect of consulting the GP on several specific outcomes such as the patient's
satisfaction, knowledge and compliance (Ley, 1976; Carter eZ a/., 1982; Ley, 1982a; Ley,
1982b; Helman, 1985; Toemen & Grol, 1989). Research about the effect of GP consultation on health beliefs could provide some complementary insight into the aspects of GP
care. Furthermore, this kind of research could lead to an explanation of the behaviour of
the patient after the consultation (e.g. seeking other health care, medical compliance).
Elsewhere we have extensively reported on what health beliefs may be considered as important determinants of consulting the GP (Van de Kar eZ a/., 1992a). As a
basis we took the Health Belief Model (HBM) (reviews Becker, 1974; Rosenstock, 1974;
Hochbaum, 1983; Mullen e/ a/., 1987), and tried to determine the role of the perceived
severity of the complaint, the perceived susceptibility to a serious disease, perceived efficacy of GP care and background characteristics in the decision to consult the GP.
We also tried to find out how significant the effect of so-called 'cues to action' is
in this decision. The term 'cue to action' as used in the HBM refers to an event that triggers an individual's health related behaviour, for example an article in a newspaper, or the
illness of a friend.
In addition to the HBM elements, we examined the role of some other possible
determinants of consulting the GP: perceived efficacy of self care, perceived knowledge
of the complaint and the perceived need for information about the complaint. The results
of the study indicated that the factors 'efficacy of self care' and 'need for information' as
well as most factors based on the HBM (efficacy of GP care, perceived severity, cues to
action) are important determinants of consulting the GP.
The aim of the present study is to discover whether patients changed the health
beliefs mentioned after consulting the GP. In view of the fairly innocent nature of most
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complaints the GP is generally dealing with, it was hypothesized that after consulting the
GP patients would perceive their complaint as less serious and the chance of a serious
disease would be perceived as smaller. The perceptions of the possibilities of care given
by the GP are expected to increase, and patients are expected to perceive more possibilities to treat the complaint by themselves. It was predicted that, by consulting the GP,
patients would perceive their knowledge about the complaint as more adequate and
would feel less need for more information (Bain, 1977; Boreham & Gibson, 1978; Krantz
efa/.. 1980).
During consultation a GP often cannot give the expected attention to a patient
because of telephone calls or lack of time. Patients may feel neglected in such a situation.
Probably these patients will leave the consulting room dissatisfied, thinking that even the
GP cannot listen to them or answer their questions. In our view, the satisfaction of the
patient with the consultation may be expected to influence the amount of change in
health beliefs. Satisfaction is the expression of a patient evaluating several expectations
of the consultation (Van de Kar ef a/., 1992b). A satisfied patient may experience a greater
or different change in the beliefs about the complaint, care and information than a dissatisfied patient would. Why would a patient's view, for instance about the complaint,
change, if the patient in question feels that there was not enough time to discuss the
complaint, or the GP did not give enough information about the complaint? Conditions like
having enough time or being able to ask all the questions they have, or talking about nonmedical aspects attached to the complaint could determine whether patients consider the
consultation satisfactory (Roter, 1977; Smith era/., 1981; Comstock efa/., 1982; Dimatteo
& DiNicola, 1982). So, we hypothesize that patients who are satisfied with the consultation change their health beliefs in a positive way more than patients who are not satisfied
with the consultation.
METHOD
Samp/e
In the period from mid-November to mid-December 1988, a questionnaire was
given to patients (n = 1000) in the waiting rooms of eight (urban) general practices in the
province of Limburg, the Netherlands. Patients who came for a medical check up or at the
invitation of the GP for a follow-up consultation were excluded from the study. The only
inclusion criterion used in this research was that patients had come to consult the GP of
their own free will. No restrictions were made as far as the type of complaint was concerned. The patients who filled in the questionnaire in the waiting room received a second
questionnaire after the consultation.
The sample in the present study consisted of 791 patients who consulted the GP
and completed the first questionnaire in the waiting room of the GP, before seeing the
GP, and who sent back the second questionnaire, which was completed at home after
the consultation.
abouf comp/a//if, care and /nfor/nat/on
When patients decide to consult the GP they have their reasons. The determinants of consulting the GP (background characteristics and health beliefs) were explicitly investigated in a previous study (Van de Kar ef a/., 1992a).
In the first questionnaire (see Annex 2), filled in by patients just before consulting
the GP, patients were asked about their health beliefs concerning the complaint (severity
and susceptibility), the efficacy of care (GP care and self care) and information (knowledge
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about the complaint and the need for more information). After the consultation patients
answered the same questions, with slight textual differences, in the second questionnaire
(see Table 2 and Annex 3).
*- ~- • ?>•'• .,->" -v u^,. - ^
Satisfaction ivitn f/ie consu/tat/onfayf/ie patient
Considerable attempts have been made to improve questionnaires to measure
patient satisfaction with doctors and medical care services. In general patients tend to
indicate that they are (very) satisfied with all health care services, perhaps because this
answer is the socially desirable one (Smith ef a/., 1981; Ware & Hays, 1988; Van de Kar ef
a/., 1992b). In the present study the patients' satisfaction with the consultation was determined by seven evaluative characteristics of the consultation. The evaluative questions
were asked in the second questionnaire (after consultation) on a five point scale.
In this study satisfaction of the consultation was specified for two aspects. The
first concerned the satisfaction of the patient with the opportunity to communicate with
the GP about their complaint, measured by the questions: "Did you have the opportunity
to ask all the questions you had about your complaint?", "Was there enough time to discuss your complaint?" and "Could you make clear which complaint you consulted the GP
for?"
The second aspect related to satisfaction with the information given by the GP
concerning the complaint, diagnosis and treatment measured by the questions: "If necessary, did the GP inform you about the causes of your complaint?", "Did the GP inform you
about the diagnosis of your complaint" and "Did the GP inform you about the treatment of
your complaint?"
.
RESULTS

«

Possible sample bias resulting from patients who did not send back the second
questionnaire was evaluated by univariate comparisons between health beliefs (before
consultation) of respondents (n = 791) and non-respondents (n = 209). This analysis revealed no significant differences between respondents and non-respondents on the
health beliefs. We therefore conclude that non-response may probably be excluded as a
source of bias in generalizing the results of the study.
Background characteristics of analysis samp/e
Table 1 presents the background characteristics of the respondents. The majority
of them were female (59.4%), younger than 45 years (66.2%) and married (60.5%). The
socio-economic status of the majority of the respondents can be described as having
completed secondary education (44.7%), a paid job (44.2%), as being insured with a
public health insurance fund (70.9%) and by having a net income between 1500 and 2500
guilders per month (40.3%).

;/•„-.,: ""iC'SS;
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Table 1. Background c/iarscter/st/cs of a/ia/ys/s ssmpfefr?= 797^
Demographic variables (%):
Sex
male
female

Mjr/ta/ status
26
36
46
56

£
•
>

25 years
35 years
45 years
55 years
65 years
65 years

25.0
21.2
20.0
14.3
11.4
08.1

unmarried
living with someone
married
widowed
divorced

25.3 :
04.9 "
60.5
04.8 .-.
04.4,:,

Socio-Economic Status variables (%):
£ducat/on
elementary
secondary
higher

/nsurance
public
private

Occupat/on
unpaid
unemployed
retired/incapacitated
paid

37.2
44.7

18.1

.
•"•-

' ? -

40.6
02.4
12.8
44.2

fiKomt /nffu/'/dersp.m.
£1500
26.7
> 1500-S 2500
> 2500 - £ 3500
>350O

40.3
16.6
16.4

-

70.9
•-••••• . » 1 v

"" •

Effecf of consu/f/ng ffte GP on nea/t/i be/;e/s
The means and standard deviations of patients' perceptions of the complaint, care
and information before consulting the GP are presented in Table 2. On average, respondents perceived the severity of the complaint as moderate and the likelihood of serious
illness as low. The efficacy of GP care was perceived as moderate and the efficacy of self
care as low. Furthermore, the respondents indicated that they had insufficient knowledge
and felt they needed more information.
Repeated measures analysis of variance (MANOVA) was used to examine the
effect of consulting the GP. The effect of consultation was measured by comparing the
scores on the health beliefs beforehand, in the waiting room, with the scores on the same
health beliefs, after the consultation. Multivariate analysis showed that there is a significant multivariate main effect for consulting the GP which on a univariate level is significant
for all health beliefs except for the perception of self care (F(6,785)= 141.59, P < 0.001)
(see Table 2). Compared to perceptions before the consultation, severity ratings were
lower after the consultation, as was the probability of serious illness. Surprisingly, the
respondents perceived the efficacy of GP care a little lower. As expected, however, they
perceived the efficacy of self care a little higher after the consultation. The perceptions
about information show that the respondents are not sure they know enough about the
complaint and still want some more information about the complaint.
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Table 2. Effect of consuming the GP on /jea/f/j be/Zefs (n = 797;

Health beliefs (df =1.790) ,

Mean scores
Consultation

..,,...

Questions before/after consultation

Before After

F

Savarfty
Do you (now) think your complaint is serious?^

328.41**

3.16

2.57

093.17**

2.06

1.78

016.61**

3.51

3.36

002,52-

1 96

2.02

287.31**

2.79

3.61

491.76**

3.95

2.90

Suacapt/b//fty
Do you (now) think your complaint has to do with a serious disease?''
Efficacy GP cara
Do you (now) think the GP can treat your complaint?''
Efficacy setf care
Do you (now) think that you could have treated your complaint yourself?''
fCnow/edga comp/a/'nf
Do you think you (now) know enough about your complaint?<A/aad for /nfomiat/ofi
Do you (now) need more information about your complaint?''

•
b
S

5-point seals from 1= not serious at all to 5= very serious
S-polnt scale from 1= certainly not to 5= most certainly
5-polnt scale from 1= very little to 5s more than enough
••/>«.001

Satisfaction after consu/tat/on
The seven questions for the satisfaction of consultation formed an internally consistent scale (Alpha = 0.89). To get a more detailed view of the origins of general (dis)satisfaction with the consultation we were especially interested in the two aspects related to
satisfaction, 'opportunity to communicate' and 'information'. The first aspect included the
three questions about the opportunity to discuss the complaint and the time they had to
discuss it. On average, the respondents were very satisfied in this respect (Mean score is
4.27 on a 5-point scale).
The second aspect included the four questions about the information given by the
GP concerning the complaint, diagnosis and treatment. On average, the respondents were
satisfied about the information given by the GP during consultation (Mean score is 3.89 on
a 5-point scale). The respondents seemed, however, to be more satisfied about their
opportunities to give information and ask questions than about the information given by
the GP(T= 17.53, P< 0.001).
Effect of consultation and genera/ sar/sfacr/on
How did satisfaction with the consultation influence the changes in the patients'
beliefs? Repeated measures analysis of variance was used to answer this question.
Respondents were divided in two groups at the median of the seven question scale of
satisfaction: one group of very satisfied patients (n = 337) and one group of less satisfied
patients (n = 454). Very satisfied patients were compared with less satisfied patients with
respect to their changes in health beliefs after consultation.
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Multivariate analysis showed that there is a multivariate significant main effect for
consultation (F(6,784)= 158.18, P< 0.001) and satisfaction in general (F(6,784)= 19.50, P<
0.001). The consultation itself as well as the general level of satisfaction seem to affect
the perceptions of the complaint, efficacy of GP care and information. The perceived possibilities for self care do not seem to be influenced by the consultation or the level of satisfaction with the consultation.
How did very satisfied patients and less satisfied patients differ with respect to
changes in health beliefs from before to after consultation? There is a multivariate significant interaction effect for consultation (before/after) x satisfaction (F(6,784)= 15.23, P <
0.001). Satisfaction with the consultation significantly affected the changes in all perceptions after consultation except for the perception of self care (see Table 3).
-

Table 3. /nteract/on effect consu/tat/on (before/an*erj x genera/ satisfaction

fa = 797;
Mean scores"
Consultation

Univariate F-tests (df= 1,789)
Satisfaction

Dependent variables

Severity

12.09
•

Suscept/fu/ity

04.28

E/f/cacyG/>care

Cff/cacKsetfcare

imptefttt

Need

for/n/ormaf/o/i

14.69***

Before

After

3.173

2.67b

3.153

2.43=

2.133

1.90=

1.96b

1.6*1

3.393

3.13<=

3.67b

3.69b

00.03"«

66.89*"

46.55***

-

2.723

3 2^0

•

2 90b

4.15^

-

3 963

3 ^b

•

3 953

* P< .05 , • • A>< 0.1, • • • /»< .001
a 1 z low, 5 = high. Means with different superscripts differ at the 5% significance level from each other.

The mean scores for the interaction in Table 3 show that for both satisfaction
groups the perceived severity and the perceived susceptibility to a serious disease has
decreased. After consultation the perceived susceptibility was significantly lower for the
patients evaluating the consultation as very positive than for the less positive patients.
However, this also seems to be the case before the consultation, though before consultation the differences between the groups are smaller. Only after consultation was the perceived severity of the complaint significantly different. The very satisfied patients had a
lower perception of the severity after consultation than the less satisfied patients.
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^
The mean scores show also that patients evaluating the consultation as very positive perceived the same degree of efficacy of GP care before and after the consultation,
while patients evaluating the consultation as less positive perceived GP care as less effective after the consultation. This result seems to indicate that a decrease of perceived efficacy of GP care after consultation may be attributed to patients who are not satisfied with
the consultation.
With regard to the perceptions of information before and after the consultation,
the results show that for both groups the perception of knowledge increased and the
need for information decreased. After consultation the perceived knowledge about the
complaint was significantly higher for the patients evaluating the consultation as very positive than for the less positive patients. However, about the same pattern was found before
the consultation, though before consultation the difference between both groups was
smaller. The perceived need for information about the complaint was significantly different
between groups only after consultation. The very satisfied patients perceived less need for
information after consultation than the less satisfied patients.

DISCUSSION

,-=,.-•

,*.,,.

In this study patients' health beliefs, before consulting the GP, were very moderate. The complaints were perceived as not really serious. Patients think the GP probably
cannot do very much for them, and they do not know much about the complaint.
Consulting the GP, however, seems to change the health beliefs. In this study it was
found that the consultation leads to a significant change, however small, in the beliefs
about the complaint, the GP care and the information. The effect of the consultation on
the perceptions concerning the complaint and the information was as we expected. After
consultation patients thought their complaint was less serious and the chance that they
suffered from a serious disease was perceived as smaller.
The effect of consultation on the perceptions concerning the information suggests the opposite of what has generally been concluded in previous research. In effect
studies, researchers have reported that patients want more information when they consult
the GP but that the increase of knowledge after consulting the GP is very small (Boreham
& Gibson, 1978). Researchers have suggested that patients forget most of the information
given during the consultation (Fletcher, 1979). However, this study shows that patients
after consulting the GP at least feel that they have gained knowledge, though perhaps
their actual increase in knowledge may be very small.
The effect of consultation on the perception of the efficacy of GP care was opposite to our expectations. After consultation patients perceived the GP care as less effective than before. Perceptions about self care seemed not to be affected by the consultation. An explanation can be found in the sample of this study. The respondents were all
patients who consulted the GP and their perception about self care had probably reached
the bottom when they decided to consult the GP. Still we have assumed that a GP nowadays would promote self care during consultation. There is a possibility that the GP
actually did promote self care, but patients did not interpret it as self care anymore but
more as following doctor's advice.
The effect of satisfaction of patients on the changes in perceived GP care seems
to indicate that the way patients evaluate the consultation is maybe an important dimension in explaining the change in perceptions. Very satisfied patients perceive the same
degree of efficacy of GP care before and after consultation. Patients who are less satisfied
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(especially with their opportunities to discuss their complaints with the GP), however, perceived GP care as less effective after consultation. In addition, the perceived severity of
the disease, the perceived susceptibility to a serious disease, the perceived knowledge of
the complaint and the need for information experienced showed stronger change after
consultation for satisfied than for dissatisfied patients.
Before summarizing the main conclusions and formulating some practical implications of this study, we would like to point out some methodological limitations. First, we
want to highlight that, considering the design used, one should not draw conclusions too
easily about the effects of the consultation on health beliefs: we did not compare patients
who did consult the GP with patients who did not. Because of the lack of a control group,
changes in health beliefs may be due to factors other than the consultation itself, for example duration of time.
On basis of some other findings, however, one might argue that probably the consultation itself is at least partly responsible for the changes in health beliefs: how patients
evaluated the consultation seemed to have an influence on the extent of change in their
health beliefs. It seems reasonable to assume that, when (perceived) characteristics of the
consultation influence the amount of change in beliefs, the consultation plays a role in the
changes.
A second limitation of this study is its observational character. Because of the correlational nature of the findings we may not be too confident in the conclusion that some
patients change their health beliefs more strongly because they are more satisfied with
the consultation. Other variables (e.g. characteristics of the GP or of the patient) may
cause both the greater satisfaction and the greater changes in health beliefs. The finding
that very satisfied patients differ from less satisfied patients before the consultation on
several health beliefs, suggests that these groups of patients do indeed vary on more
variables than satisfaction with the consultation only.
And now the main conclusions and practical implications of this study will be presented. In general, there seems to be a positive effect of consulting the GP and patients
are satisfied about the opportunity to communicate and about the information given by the
GP during the consultation. Careful consideration needs to be given, however, to the fact
that the effect of consulting the GP can be less prominent in some respect for the less
satisfied patients. The fact that the effect of consulting the GP on health beliefs seems to
be tied to the satisfaction of the consultation, suggests that the consultation itself should
be a primary concern for GP and patient. This could imply that patients have to prepare
for their consultation, for example, by making notes of what they want to know. GPs could
pay more attention to the information they give in response to the patient's request for
information. Recognizing that consultation is at least a two-way process, interventions in
which the GP is prepared to ask about patients' health beliefs and the patient is prepared
to express his or her expectations during consultation may be developed and evaluated in
future research. Improving the provision of information by both the GP and the patient
may reduce the concomitant problems of relative dissatisfaction with health care (Fletcher,
1979; Stewart ef a/., 1979; Pendleton & Hasler, 1983; Taylor, 1986).
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CHAPTER 5
.

DETERMINANTS OF CONSULTING
THE GENERAL PRACTITIONER AND PATIENTS' WORRY
An experimental and an observational study
compared.
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4bstrac*

Soc/'a/ sc/ence research /n genera/ pracf/ce often has an observaf/ona/ cbaracfer.
such research has the advantage of being conducfed in a 'rea/ //Ye' s/fuaf/on, a
d/sadvanfage /s fhaf /f ;s d/ff/cu/f fo deferm/ne causa/ re/af/ons. 'Scenar/o stud/es' can y/e/d
comp/emenfary /nformaf/on, s/nce scenar/o sfud/es fafce p/ace /n an arf/f/c/'a/ s/'fuaf/on, a//ow/ng cause-effect re/af/ons fo he fesfed. /4n obsen/af/ona/ study /n the wa/f/ng rooms of
e/ghf genera/ pracf/ces prowded /ns/ghf /nfo the deferm/nants of consu/f/ng the GP. To
/nvesf/gafe causa//fy, however, we conducted two scenar/o sfud/es. /?esu/fs showed that
/n genera/ the scenar/o sfud/es y/'e/ded the same resu/fs, but now not on/y /'n a corre/at/ona/ sense, as the observaf/ona/ study conducfed ear//er. [ o w perce/Ved eff/cacy of se/f
care seemed fo cause h/gh /hfenf/on fo consu/f the GP. Wowever, some d/screpanc/es /n
resu/fs were found as we//, /n the scenar/o sfud/es we found fhaf co/nc/denfa/ /nformaf/on
had a strong /nf/uence on worry and the /hfenf/on fo consu/f the GP, a resu/f not found /n
rea/ //fe. lA/e conc/ude fhaf scenar/o and observaf/ona/ sfud/es are comp/ementary
methods, and fhaf scenar/o sfud/es may be an eff/c/enf and econom/ca/ method fo exp/ore
a re/af/Ve/y new research area.
INTRODUCTION
Social science research in the general practice often has an observational character. Although such research has the advantage of being conducted in a 'real life' situation,
a disadvantage is that it is very difficult to determine causal relations. However, one
would often like to derive such causal relations for theoretical and/or practical purposes
(Becker ef a/., 1977). 'Scenario studies' perhaps can yield complementary information for
correlational studies since in such an artificial situation cause-effect relations can be tested. In this paper the information gained from an earlier observational study on the determinants of consulting the general practitioner (GP) and the results of two scenario studies
on the same subject are compared.
Until now, the factors that determine whether individuals will or will not consult
the GP have not been intensively explored. General focus on the interpersonal relationship
between GP and patient resulted in neglect of the reasons why patients consult the GP in
the first place. In an overview of studies directed at determining the circumstances under
which individuals use medical services, McKinlay (1972) stated that more work is needed
on the relative importance of 'socio-psychological factors' such as knowledge, attitudes,
beliefs, and 'triggers' or cues to perform health related activities. Such research, aimed at
assessing socio-psychological or other determinants of using medical services, could be
very useful in encouraging patients to make more effective use of the medical services:
unnecessarily consulting costly health services and unnecessary delay - which may lead to
more complex treatment and more costs - may be prevented. For example, if perceived
efficacy of GP care were an important (causal) determinant of GP consultation, emphasizing the effectiveness of the GP in the treatment of certain complaints may be expected
to 'prevent' unnecessary delay. In contrast, if, for example, health educators were to deemphasize the effectiveness of the GP, or state explicitly that the GP can do nothing in
case of particular complaints, unnecessary consultation may be prevented (Westhead,
1985).
In a previous study we conducted a survey in the waiting rooms of eight general
practices (Van de Kar eta/., 1992a). The aim of the study was to gain insight into the determinants of consulting the GP. The questions, based on literature and theories about use of
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health services (Becker & Maiman, 1975; Leavitt, 1979; Berkanovic era/., 1981; Janz &
Becker, 1984; Mullen ef a/., 1987) or health behavior in general fell in six main categories:
1.
background characteristics;
2.
perceptions of the complaint (e.g. severity and susceptibility);
3.
perceptions of care (e.g. effectiveness of the GP care, perceived efficacy of self
care);
4.
perceptions of information (e.g. knowledge about the complaint and need for
n
more information);
&
barriers to consulting the GP (financial or practical, e.g., time or transport);
§;
social influences on the decision (advice from others to consult the GP, acquainiSs'tf'S tance with others having the same complaint, and their decision to consult the
&Hi
GP or not, information from the media).
a** ' Two groups of patients answered the questions: one group which consulted the
GP about a complaint, and one group who also had a second complaint but did not (and
would not) consult the GP for that complaint. Results showed that the perceived effectiveness of the care that may be expected from the GP and perceived effectiveness of
self care determined the decision of patients to consult their GP. These results confirm
the results of previous research of primary health care use (Grimsmo & Siem, 1984; Like
& Zyzanski, 1986; Schrire, 1986; Meininger, 1986; Berwick ef a/., 1987). Perceptions of
efficacy of GP care and self care were more important than perceived severity and
susceptibility. The decision to consult the GP about a complaint will depend on whether
patients feel that the GP can treat their complaint and on whether patients feel able to
treat this complaint on their own. Further, as might be expected, advice from others was
an important cue in the decision to consult the GP.
In addition patients were questioned about worry and some possible reasons for
this, for it was expected that worry plays an intermediary role between determinants and
GP consultation (Leventhal, 1970; Sutton, 1982). Results showed that patients' worry was
related to the perceived severity of the complaint and the perceived susceptibility (Van de
Kar ef a/., 1992b). Surprisingly, however, it hardly mattered how effective people thought
the GP would be in managing their complaint: with respect to the worry patients feel, perceptions of the complaint were more important than perceptions of care.
The correlational results of the observational study do not permit the conclusion
that, for exampe, high perceived efficacy of GP care makes people go to the GP. Strictly
speaking, it is possible that people who consulted the GP had higher perceived efficacy
because they wanted to justify their consultation. That is, consulting the GP causes higher
perceived efficacy of GP care rather than the other way around. It is equally possible that
an unknown third factor would cause both the GP consultation and a high perceived efficacy of GP care. Determining the cause-effect relation of worry on the one side and perceptions of complaint and care on the other pose the same problems. Does the severity
of a complaint cause worry or does a worried patient perceive the complaint as more
serious?
To gain some insight in the causal direction of the correlations found, we conducted two scenario studies. These studies were designed to detect whether the intention to
consult the GP and worry are (causally) affected by perceptions of the complaint, and perceptions of care. Two perceptions of a complaint (severity and susceptibility) and two perceptions of care (GP care and self care) were selected as independent variables. The
question was whether these four perceptions are causally related to patients' worry and
the intention to consult the GP. On basis of the correlations found in the observational
study, it was hypothesized that if a complaint is perceived as more serious and/or the
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susceptibility to a particular disease is perceived as higher, a patient will be more worried
and more inclined to consult the GP. Further it was hypothesized that if care given by the
GP is expected to be very effective, a patient will be more inclined to consult the GP than
when no effective care is expected from the GP. Exactly the opposite effect was expected for self care; if self care is evaluated as more effective, a patient will be less inclined
to consult the GP and less worried than when self care is expected to be ineffective.
METHOD OF SCENARIO STUDY 1

.

Des/gn
In study 1 a story was presented to 160 students. The story described a person
reading an article about a certain disease in the morning paper. The susceptibility of the
person to the disease, the severity of the disease, the expected effectiveness of GP care
and self care were systematically varied on two levels between stories. We asked subjects to imagine themselves in the position of the person in the story, and to indicate how
worried they would feel and how strong their inclination would be to consult their GP.
Thus, a randomized 2 (Susceptibility) x 2 (Severity) x 2 (Efficacy GP care) x 2 (Efficacy self
care) factorial design was used.

Sub/ects and procedure
Health Sciences student volunteers participated in this study. In all 160 students,
95 women and 65 men, cooperated in this study during class. Subjects completed the
questionnaire for their individually assigned experimental condition in about ten minutes.
The proportion of men and women was about equal in every condition.

/Wan/pu/af/on of f/ie independent var/ab/es
In every version of the story the four independent variables were systematically
manipulated on a high or low level. For example, the chance of having the disease was
described in one version as very high (high susceptibility) and in another version as very
low (low susceptibility). In a brief introduction subjects were asked to imagine that they
would find themselves in the following situation:
,-•, • -

Dur/no; brea/cfesf you are read/ng the mom/ng paper af ease. Today t/»e newspaper confa/ns a supp/emenf abour hea/fh and ///ness. One arf/c/e affracts your affenf/on and you start fo read. The art/c/e
states that fhere /s a re/at/on between symptoms X and V and d/sease 4 .
7"be chance of hav/ng d/sease 4 /s, gr/Ven the symptoms Xand V, very nijgrn (very toiv). ,
^ *,
TVJ/S d/sease /s been descr/bed as (noO very ser/ous.
ybu fh/nfr that the GP cou/d (not.) offer effect/ve med/ca/ he/p /n a s/tuat/on Mfce fh/s and tnaf you
cou/d frioti f/ghf f/i/s d/sease by yourse/f.
Sudden/y you rea/Zse that you happen fo have the symptoms descr/bed.

/nfenff'on fo consult the GP and worry
The dependent variables are worry of the subjects and the intention of the subjects to consult the GP. The subjects had to answer the following questions on seven
point scales: "Would you be worried in such a situation?" and "In a situation like this, would
you intend to consult your GP?" The anchors of the scales were 'no, certainly not' and
'yes, certainly'.
68

The last question included the rider that one should not consider the financial consequences in deciding whether or not to consult the GP; further it was added that one
should not take into account what others, like parents, partner and friends, would think of
the decision. These additions were made to assure that financial costs or opinions of
others (factors not of our primary interest) would not interfere with the decision to consult
the GP.
To gain more insight into the decision to consult the GP, we added an extra
question. Subjects were asked to give the reasons for their decision. They could choose
among the following five alternatives describing possible attitudes of persons in the situation described.
1.
Health is something you have under your own control. Therefore it is best to find
a solution for this situation by yourself.
2.
The GP is there to give medical care in every situation. I would decide to consult
•/-Its*.
the GP.
3.
I would like to forget such situations as soon as possible. So I would pick up my
normal activities as soon as possible.
4.
I consider several aspects in the described situation and I am not sure what to do.
I decide to consult the GP after all to be sure.
5.
Other, such as
RESULTS AND DISCUSSION SCENARIO STUDY 1
Man/pu/af/on c/iecArs
We thought it useful to check whether subjects picked up the information in the
story as intended. To check whether subjects perceived the susceptibility to the disease
as depicted in the story, subjects were asked to give a percentage estimate of the relation
between symptoms X and Y and disease A. This check showed that the high and low
susceptibility levels differed in the intended direction. The mean score for the 'high
susceptibility' condition was 63.7% and 25.4% for the low susceptibility' condition (T=
11,68, P< 0.001).
To check the manipulation of efficacy of GP care subjects were asked to give a
percentage estimate of the chance that the GP could give adequate medical care. The
mean score for the 'high efficacy of GP care' condition was 64.5% and 28.9% for the 'low
efficacy of GP care' condition (T= 10.07, P< 0.001).
The manipulation of the efficacy of self care was checked by the question: "What
is your estimate in percentage of the chance that you can fight the disease by yourself?"
The mean score for the 'high efficacy of self care' condition was 44.4% and 22.4% for the
'low efficacy of self care' condition (T = 5.96, P< 0.001). Thus, all the manipulations appear to have succeeded.
;.,

A multivariate analysis of variance was executed to examine the effects of the
independent variables on worry and intention to consult the GP. The analysis yielded a significant multivariate main effect for susceptibility (F(2,143)= 3.11, P< 0.05). The level of
susceptibility significantly affected worry (F(1,144)= 5.28, P< 0.02), but not the intention
to consult the GP (F(1,144)= 3.75, P < 0.06). Subjects in the high-susceptibility condition
reported a greater overall level of worry than subjects did in the low-susceptibility condition (for means, see Table 1). This effect of susceptibility on worry, but not on intention to
consult the GP, is in line with the results of the observational study.

Further, the analysis yielded a significant multivariate main effect for severity
(F(2,143)= 16.57, P < 0.001). The level of perceived severity significantly affected worry
(F(1,144)= 33.37, P < 0.001) and the intention to consult the GP (F(1,144)= 7.12, P <
0.01). If they thought a complaint was very serious, subjects were significantly more worried and more inclined to say they would consult the GP than when they thought the complaint in question was not serious (for means, see table 1). The effect of severity on both
worry and intention was expected on basis of the results of our earlier study.
We found a third significant multivariate main effect for efficacy of self care
(F(2,143)= 3.51, P < 0.03). This paralleled the results of the observational study. The level
of efficacy significantly affected the intention to consult the GP (F(1,144)= 6.57, P< 0.01),
but not worry (F(1,144)= 3.24, P < 0.07). Subjects who were told to imagine that they
could not fight the disease themselves were significantly more inclined to consult the GP
than subjects who thought they could fight the disease by themselves. It is noteworthy
that in real life also, intention to consult the GP was affected by perceived efficacy of self
care whereas worry was not. The analysis revealed no significant interaction effects.
In contrast to what we expected on basis of the observational study, the perceived efficacy of GP care did not affect the decision to consult the GP (F(2,143) < 1, P =
n.s.). It is notable that the effect of the expected efficacy of GP care on the intention to
consult the GP (found in the observational study) has also been found in other studies
(Grimsmo & Siem, 1984; Like & Zyzanski, 1986). It may be argued, as an explanation of
the discrepancies between the experimental and the observational study, that the need
for information from the GP was stronger in the artificial situation in this study than in the
'real life' situation. This could be the case because the disease in question was a fictitious
one, thus a disease on which one could have no information. This explanation finds support in the results from the extra question which asked subjects why they answered the
questions as they did: 57% of the subjects indicated that they would consult the GP for
more information. In both the observational study and the scenario studies there seems
to be no effect of perceived efficacy of GP care on worry.

Table 1. Mean scores o/ the s/gn/f/canf cteterm/nants of worry and
intent/on to consult the GPfr>= 760J
Worry"

Susceptib/7/tK
Ssver/ty

-

CSffcacy of setf cars

Low
High
Low
High
Low
High

•
ft,'

"•

4.00

,

4.46

Intention"

:
>•-.

v

3.65
481
4.41
4.05

4.09
4.55
4.00
4.6*
4.63
4.01

a 1 = low. 7 s high

SCENARIO STUDY 2

:

C

> ?

-

'

o

The objective of study 2 is slightly different from that in the previous one.
Whereas in the first study we tried to replicate some findings of the observational study
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conducted earlier, in the second study we tried to find some evidence of the existence of
a relationship not found in the observational study.
In the observational study we asked patients to report whether other people in
their social environment happened to have the same symptoms or complaints as they
were experiencing themselves. These questions originated from an interest mainly
engendered by anecdotes; anecdotes about runs on GPs after a TV broadcast on an
exceptional disease; anecdotes about medical students who have to stop their studies
because they think they have every disease that is dealt with in class (Schramm &
Roberts, 1977; Donohew ef a/., 1988). These anecdotes (probably every reader will know
one version or another) led us to hypothesize that coincidental information, like knowing
someone with the same symptoms or complaint, would sometimes lead patients to consult the GP.
Tversky and Kahneman (1974) deal with the mechanism behind the influence of
coincidental information on behavior. They state that individuals often will use heuristics
to estimate chances (for instance the chance they have a disease). One of these heuristics is the 'availability heuristic': to estimate the probability of a certain event, one tries to
recall the times the event already has happened (to others and/or to oneself). Though this
often is a quite good basis for a guess, obviously the 'availability heuristic' can lead to
biases too. Not only can coincidental information affect the guess, but also the salience or
emotionality of events. Salient memories or affect-laden memories (for instance the death
of a friend) may be expected to be recalled better than unspectacular ones (a friend catching a cold) (Nisbett & Ross, 1980). In the observational study, however, we did not find
that patients consulted the GP about a complaint more often if they were acquainted with
patients having the same complaints or symptoms than individuals who did not (intend to)
consult the GP about their complaint. The lack of such an influence of coincidental information on consulting the GP may have been the result of the small number of patients
who reported that they knew individuals with similar symptoms or complaints. Thus,
though it may be concluded that coincidental information in reality is not a very strong
determinant of consulting the GP, it sometimes might have an influence.
In study 2, besides information about the severity of the disease and the susceptibility to the disease and 'real' information about the statistical chance of success of the
medical treatment, we also provided some 'coincidental' information about a friend who
happened to have the same symptoms and in whom the medical treatment did or did not
succeed. It was hypothesized that if the medical treatment has a high statistical chance of
success, a patient will be less worried and more inclined to consult the GP. Further we
hypothesized that coincidental information has an effect on worry and intention to consult
the GP; we expected that worry would be higher when the friend died during the operation, than when the operation on the friend was a success. It must be noted that this last
hypothesis assumes that people's worry and intention to consult the GP do not always
have rational causes: whatever the statistical, objective chances of successful treatment
are, we assume coincidental information has an influence. Thus, it may be expected that
when the medical treatment has a small statistical chance of success and a friend died
during the operation, a patient will be very worried. What will be the effect of extreme
worry on the patients' intention to consult the GP? On the one hand it could be hypothesized that the greater the worry, the stronger the intention to consult the GP. On the
other hand, it might be hypothesized that extreme anxiety will lead to denial of the symptoms, and result in the decision not to consult the GP (Siero ef a/., 1984). The effect of
extreme anxiety on the intention to consult the GP was investigated.
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M E T H O D OF SCENARIO STUDY 2 • • • - ' -

>

;

Design
In study 2 another story was presented to 160 subjects, this time describing a
person watching television. Besides the influence of susceptibility and severity, it was
tested whether coincidental information influenced worry and intention to consult the GP.
Further 'objective' statistical information on the probability of success or failure of the
medical treatment was varied between conditions. A randomized 2 (susceptibility) x 2
(severity) x 2 (objective information) x 2 (coincidental information) factorial design was
used to test our hypotheses.

Sub/ecfs and procedure
The procedure in study 2 was the same as in the first. We presented the story to
the same students. This second study was not announced during the first study. Subjects
were also randomly assigned to the second study, so the combinations of both studies
were random.

/Wanipu/at/on of fne independent var/ab/es
The story reads as follows:

•

/n your fe/ev/s/on magazine you read t/iaf a /?ea/f/7 programme /s be/np broadcast f/i/s even/no;.
77)e programme seems /nferest/ng and you decide to watch f/ie programme. The programme is
devoted to the d/sease 6.
T/j/s d/sease « not contagious, and occurs independenf/y of manner of //wng and env/ronmenfa/ factors.
Three symptoms are d/scussed. There is a re/af/on between these symptoms and d/sease 8. The
chance of having d/sease S /s, giVen the symptoms, very h/gh WowA The d/sease has fnoj ser/ous
consequences for the patient.
The med/ca/ treatment of fh/s d/sease, an operaf/on, has a 30% C30%^ chance of success. There /s
hard/y any r/siSr for the paf/enf. f The paf/enf runs the r/sfr of dy/ng dur/ng the operaf/onA
4 very good fr/end of yours was recent/y adm/ffed to a hosp/fa/ for the operat/on /n t/uesf/on. The
operaf/on succeededffa/7ed^and your fr/end /s in perfect good hea/th ^d/ed dur/ng the operation/.
^// of a sudden you rea/ise that you happen to have the three symptoms too.

Dependent var/ab/es
The dependent variables are worry about the disease and the intention to consult
the GP. The same questions as in study 1 were submitted to the students. As in study 1,
an extra question was added, to get insight in the reasons of subjects' decisions to consult the GP or not. Besides the four alternatives already mentioned in study 1, we added
the following ones.
1.
I do not intend to consult the GP because I have doubts about the medical treatment.
2.
I intend to consult the GP but I have my doubts about the medical treatment for
this disease.
3.
I decide to consult the GP but I will refuse the medical treatment.
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RESULTS AND DISCUSSION SCENARIO STUDY 2

Man/pu/at/on
Only the manipulation of susceptibility to the disease was checked. Subjects
were asked to estimate (in percentages) the susceptibility to the disease, given that one
has the symptoms. The mean score of the 'high susceptibility' condition (66.7%) was significantly higher than the mean score of the l o w susceptibility' condition (28,7%) (T=
10.25, P< 0.001).
The manipulations of severity, the objective information were not checked,
because we would have been asking subjects to replicate information from the stories
literally.
r
Ana/ys;s

A multivariate analysis of variance was performed using the answers to the
'worry' and the 'intention' questions as dependent variables and the four possible determinants as independent variables. The analysis showed that there was a significant main
effect for severity (F(2.143)= 7.47, P < 0.001). Level of severity significantly affected
worry (F(1,144)= 14.98, P< 0.001) and the intention to consult the GP (F(1,144)= 7.17,
P< 0.01). If subjects were told that the disease had serious consequences, subjects were
significantly more worried and more inclined to consult the GP than subjects who were
told that the disease had no serious consequences (for means, see Table 2).
These results are in line with the expectations based on the observational study
and study 1. There is no significant main effect for the variable susceptibility (F(2,114)=
2.14, P< 0.12), however, a finding not in line with study 1.
There is a significant main effect for the coincidental information about the medical treatment (F(2,143)= 6.53, P< 0.01). The level of this information significantly affected
worry about the disease (F(1.144)= 12.65, P< 0.001), but not the intention to consult the
GP. Whenever the operation of the friend is successful, the subjects are less worried than
when the operation is fatal.
There is a significant main effect for objective information (F(2,143)= 3.56, P<
0.03), but the univariate tests surprisingly show that objective information does not significantly affect worry and intention to consult the GP. The analysis revealed no significant
interaction effects.

Table 2. Mean scores of t/)e s/gn/7/canf determinants of worry and
intent/on to consu/t the GP (n =
Worry*

Statistics/ chance treafnwnf
SuJb/ect;Va c/ianca fraafmenf

Intention*

Low
High
Low
High
Low

4.06
4.99
4.96
4.09
4.63

4.45
509
4 99
4.55
4.61

High

4.42

4.93

8 1s low, 7= high
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The results of study 2 provide more support for a causal role for perceived severity of a disease in worry and intention to consult the GP. No influence of susceptibility on
worry and intention to consult the GP was found, however, a result not consistent with
the results of study 1. It might be that the effect of susceptibility is 'overruled' by the
effect of 'coin-cidental information'. Once patients hear about a friend having the same
symptoms, they think they are susceptible themselves too; the ob/ecf/Ve susceptibility
becomes irrelevant.
The reader will recall that, when predicting the effect of extreme worry on intention to consult the GP, we were not sure about the effect that could be expected:
whether higher worry would always lead to greater intention to consult the GP, or if extreme worry would lead for example to denial, and to lower intention. Testing showed a
linear trend (F(6,153)= 21.91, P<,001), T= 8.79, P < 0.001) and a quadratic trend (P <
0.001, T= 2.63, P<0.01).
As the trend analysis suggests, the relation between worry and intention to consult the GP is linear (at least at the levels of worry reached here): that is the higher worry,
the higher the intention to consult the GP. The quadratic trend refers to a 'dip' in the linear
trend. In a situation where people cannot say if they are worried or not they are somewhat less inclined to consult the GP than one would expect on the basis of a linear relationship. In the condition (High susceptibility, high severity, 30% success and the friend
died) where the highest level of reported worry (6.2) was reached, the highest inclination
to consult the GP (5.7) was found as well.
Although the relation between worry and intention to consult the GP indeed may
be linear, some alternative explanations exist for not finding the trend that extreme anxiety will lead to a weaker intention to consult the GP. One explanation may be found in the
answers subjects gave to the question to choose between eight alternatives concerning
the decision to consult the GP in that particular situation. The answers showed that the
students would consult their GP for more information (37% chose this option), despite
their doubts about the operation. Subjects seem to reason that they can always ask for
more information, and, in case of doubt, refuse the operation.
Another explanation focuses on subjects' understanding the meaning of the concept of chance. In the theoretical and empirical literature on risk perception, it is often
concluded that patients have only a restricted comprehension of the concept of risk or
chance (Kahneman & Tversky, 1979; Slovic ef a/., 1982). They perceive the difference
between 'chance' and 'certainty' but do not distinguish between a big chance and a
moderate one. In other words, the psychological distance between a chance of 50% and
75% is smaller than the psychological chance between 0% and 25%. Thus, patients
might not consider a success rate of 10% as low as it really is; they only conclude that
they have a chance of surviving.
GENERAL DISCUSSION
In summary, we may conclude from the first study that the perceived efficacy of
self care, perceived severity of the disease and perceived susceptibility to a disease seem
to play a causal role in the decision to consult the GP. An unexpected finding was that
efficacy of GP care seemed to have no effect on the decision to consult the GP, a result
for which we found strong evidence in the observational study. This finding, however,
may be an artifact of the experimental situation: the unknown disease may have caused a
greater need for information.

74

In both studies the perceived susceptibility and severity determined worry about
the complaint or disease (cf. 'Health Belief Model', Janz & Becker, 1984; Mullen ef a/.,
1987). Perceived efficacy of GP care and self care did not determine worry.
The results of the second study provide more support for a causal role of perceived severity of the disease in worry and intention to consult the GP. However, no influence
of susceptibility on worry and intention to consult the GP was found. The effect of susceptibility and statistical information might be 'overruled' by the effect of 'coincidental information'. Information about a friend having the same symptoms and treatment could lead
to the idea that objective information about susceptibility and treatment is irrelevant. It
must be noted that though we found evidence in the two studies that the intention to consult the GP was affected by variations in perceptions of complaint and perceptions of care,
we may not conclude that the (intention to) consult the GP may never cause changes in
perceptions. The scenario studies were designed only to determine if perceptions at least
have causal influence on intention to consult the GP; no scenario studies were executed
to track if there is also a causal relationship the other way around.
We freely compared the results of the observational study with the results of the
scenario studies, although it is obvious that such a comparison is limited by some differences between these studies. Firstly, subjects in the observational study were answering
questions about a real event, while subjects in the study reported here had to imagine the
situation.
Secondly, a related point, the consultation behaviour of subjects in the observational study was real, whereas in the scenario studies subjects reported their intention to
consult the GP. We feel justified, however, in comparing the results of the studies, albeit
in a tentative way, on two grounds. The first is that findings of the scenario studies, often
replicate the findings of 'real life' situation studies (cf. Bern, 1965; Bern, 1967). The
second is that the correlations reported between behavioural intentions and actual behaviour generally are high, especially if subjects are motivated enough, and if subjects are
capable of executing their intentions (Becker & Maiman, 1975). Motivation in this case
may be expected to be high, and since going to the GP in the Netherlands is not a behaviour that is difficult to execute successfully, we think intention to consult the GP and
actual consulting will be highly related.
Results show that in general the scenario studies yield the same results as the
observational study conducted earlier. Observational studies and experimental studies
may be seen as useful complementary methods. Comparing results in the real world and
in an artificial situation also showed some discrepancies however. Thus, although experimental and observational studies may be complementary methods, experimental research
should not substitute for observational studies. Because most findings do match, experimental studies may be useful in exploring relatively unknown fields. In conclusion, inasmuch as this study may contribute to GPs not being consulted unnecessarily by patients,
perhaps it may also contribute to patients not being consulted unnecessarily by researchers (although in both cases unnecessary delay can give rise to problems).
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SUMMARY
This thesis focuses on the determinants of consulting the general practitioner
(GP) about one complaint, but not about another complaint. In the research reported here
the impact of several factors on the decision to consult the GP is considered. Special
attention is paid to the determinant 'worry', therefore, the factors that determine the
worry patients experience are investigated as well. In addition we try to gain some insight
into how worry and other determinants are influenced by consulting the GP.
Chapter one gives an overview of the whole thesis. The chapter contains an
introduction to the studies reported, and describe their theoretical background.
Furthermore it summarizes the studies executed, their major shortcomings, and formulates the most important conclusions for theory, practice and methods that can be drawn
from the research done.
The theoretical basis for the studies reported is the 'Health Belief Model' (HBM).
The HBM was originally formulated to explain (preventive) health behaviour. The HBM
assumes that the subjective health considerations (like the perceived susceptibility to a
disease or perceived severity of the complaint) determine whether people undertake a
health related action, like consulting the GP. Though the HBM has proven itself in explaining a wide range of health behaviours, we made some extra additions (perceived efficacy
of self care and need for information) and slight changes to the model.
Research into backgrounds of people's decision to consult the GP is needed if
effective use of the medical services provided by the GP is to be promoted. Effective use
means, on the one hand, no unnecessary consulting (which leads to medicalization, wasted GP time and extra costs) and, on the other hand, no unnecessary delay (which might
lead to prolongation of the disease and more complex treatment).
7ne research questions are formulated from the point of view of a health educator: the study into the determinants of GP consultation is seen as a necessary stage in
developing an intervention aimed at promoting effective use of GP services; and in a way
the GP-patient interaction is approached as a small health education intervention, which
may be expected to have an effect on determinants of consulting the GP.
In chapter tivo we find a study which gives more information about the reasons
for consulting the GP. Patients, consulting the GP, answered questions about the complaint for which they consulted their GP. Questions were based on the HBM, augmented
by two additional factors: the perceptions patients have of their own possibilities to cope
with the complaint, and their need for information. Then, patients were asked whether
they had another complaint, they did not (intend to) consult the GP about. If they had such
a complaint, they were asked to fill in the same questions as for the complaint for which
they did consult the GP. Furthermore, background characteristics were covered by the
questionnaire.
To gain insight in the determinants of GP consultation perceptions regarding complaints for which the GP was consulted were compared with perceptions regarding complaints for which the GP was not consulted. Multiple logistic regression analysis revealed
that perceptions concerning the effectiveness of self care, the efficacy of GP care and the
perceptions of the complaint explained an important part of the decision to consult the
GP. When patients feel that the complaint can be treated without the help of the GP or
the complaint is not serious, or the GP can give no effective help, they are less likely to
consult the GP. The perceived need for information also is an important reason for
patients to consult the GP.
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In c/ispfer three we explore the worry experienced by patients in the GP waiting
room and the reasons for being worried. 791 patients completed a structured questionnaire just before they consulted their GP and afterwards. Worry was operationalized as a
combination of anxiety and uncertainty about health.
Results indicate that worry was related to the perceptions of patients concerning
the complaint and the need for more information about the complaint. Perceptions concerning the complaint could explain worry better than, for instance, personal characteristics like age or sex of the patients. General health status and frequency of consultations
per year were related to the general worry patients experience. According to the patients'
self reports, worry was almost never due to information from the mass media or from
other persons, or to a concern for the consultation itself.
Furthermore, results show that the worry patients experience decreases from
before to after consultation. This decrease of worry, however, is larger for patients who
are very positive about the consultation than patients who are less positive. Consulting
the GP seems to have a reassuring effect on the patients, especially when the GP discusses the worry appropriately in the patient's view.
In chapter four we describe patients' health beliefs about the complaint, their
beliefs about the efficacy of GP care and self care and their level of and need for information before consulting the GP. The study reported in this chapter furthermore determines
whether patients change their health beliefs after consulting the GP. The results show
that a consultation leads to significant changes in the beliefs about the complaint, the
level of information one has and the care the GP can provide. After consultation, patients
think that their complaint is less serious and the chance that they suffer from a serious
disease is smaller than before consultation. Patients' need for more information seems to
have decreased after consulting the GP. However patients still feel that they have not
enough information. Patients perceive GP care as less effective after, than before consultation. However, this effect seems to be qualified by the extent to which patients feel
satisfied with the GP consultation. The perception very satisfied patients have of the efficacy of GP care remains the same before and after consultation. Less satisfied patients,
however, perceived GP care as less effective after consultation. Improving the provision
of information both by the GP and by the patient may partly solve the problems of relative
dissatisfaction with health care some patients experience.
The observational studies reported in chapter two, three and four have the advantage of being conducted in a 'real life' situation. A disadvantage, however, is that it is difficult to determine causal relations, a disadvantage which is especially important if the
intention is to influence the decision to consult the GP in a (health education) intervention
by influencing health beliefs. Therefore, it was decided to conduct two 'scenario studies',
paper en pencil experiments allowing cause-effect relations to be tested. These scenario
studies are reported in chapter fiiVe
The two scenario studies were presented to 160 Health Science students. In the
first scenario study we presented a story describing a person reading an article about a
certain disease in the morning paper. Four possible determinants of consulting the GP
were systematically varied between stories: the susceptibility of the person to the disease, the severity of the disease, the benefit which could be expected from GP care and
possibilities of self care. We asked subjects to imagine themselves in the position of the
person in the story, and to indicate how worried they would feel and how strong their
inclination would be to see their GP.
In the second scenario study, besides evaluating the influence of susceptibility
and severity, we tested whether coincidental information (about a friend who happened to
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have the disease, and in whom the medical treatment did or did not succeed) influenced
worry and intention to consult the GP.
Results show that in general the scenario studies yield the same results as the
observational study conducted earlier. On basis of these scenario studies it now, for example, can be concluded that low perceived efficacy of self care seems to cause high
intention to consult the GP. However, some discrepancies in results were found as well.
In the scenario studies we found that coincidental information had a strong influence on
worry and the intention to consult the GP, a result not found in real life. This finding, however, may be an artifact of the experimental situation. We conclude that experimental and
observational studies are complementary methods, and that scenario studies may be an
efficient and an economical method to explore a relatively new research area.
The research reported in this thesis has enabled the following theoretical, practical and methodological conclusions to be drawn. Firstly, the HBM is a useful model to
explain GP consultation behaviour, though the elaboration of the HBM with two factors
(efficacy of self care and need for information) might be considered. Secondly, though a
GP consultation in general seems to have a positive effect on health beliefs (for example
worry) and leads to less need for knowledge, patients still feel they do not have enough
information when they leave the GP. Both the patient and the GP might profit from more
structured exchange of information. Thirdly, with respect to the methodology, we conclude that observational and experimental studies may sometimes be used as complementary methods; observational studies give information about relations in real life settings,
scenario studies may give causal information about the same relations in a somewhat artificial situation. Furthermore, scenario studies may be recommended to explore relatively
new research areas.
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SAMENVATTING

Dit proefschrift geeft een beschrijving van een onderzoek naar de determinanten
van huisartsbezoek. Met andere woorden, onderzocht werd waarom mensen hun huisarts
raadplegen voor de ene klacht, maar niet voor de andere klacht. De rol van verschillende
determinanten van huisartsbezoek werd onder de loep genomen: bijvoorbeeld de perceptie van mensen met betrekking tot de ernst van de klacht, de behoefte aan informatie
over de klacht en het advies dat mensen krijgen van anderen. In het onderzoek werd speciale aandacht besteed aan de determinant 'ongerustheid': enerzijds omdat het een
belangrijke reden is om de huisarts te raadplegen, anderzijds omdat ongerustheid een
groeiend probleem in de arts-patient interactie vormt. Daarnaast hebben we getracht
inzicht te krijgen in hoe ongerustheid en andere determinanten beinvloed worden door het
huisartsbezoek.
Hoofdsfufc een geeft een overzicht van het gehele proefschrift. Het hoofdstuk
introduceert de beschreven onderzoeken en beschrijft de theoretische achtergrond.
Verder worden de uitgevoerde onderzoeken kort samengevat waarbij ook de belangrijkste
resultaten aan bod komen. Tenslotte worden de belangrijkste conclusies beschreven, uitgesplitst naar conclusies voor de theorie, voor de praktijk en voor de gehanteerde onderzoeksmethoden.
De theoretische basis voor de beschreven onderzoeken wordt gevormd door het
Health Belief Model (HBM). Het HBM, van oorsprong ontwikkeld om (preventief) gezondheidsgedrag te verklaren, gaat uit van de veronderstelling dat subjectieve gezondheidsoverwegingen bepalen of mensen bepaalde gezondheidsacties, zoals het raadplegen van
de huisarts, zullen ondernemen. Bijvoorbeeld, het HBM gaat ervan uit dat de perceptie
van de ernst van de klacht de stuwende kracht is achter een gezondheidsactie, en niet de
werkelijke ernst. Ondanks het feit dat onderzoek laat zien dat een groot aantal gezondheidsgedragingen op deze wijze redelijk goed verklaard kunnen worden, heeft een kritische beschouwing van het model in dit onderzoek geleid tot enkele aanvullingen en aanpassingen.
Onderzoek naar de achtergronden van de beslissing om de huisarts te raadplegen
is nodig als men een effectief gebruik van medische hulpverlening door de huisarts wil
bevorderen. Effectief gebruik betekent enerzijds geen onnodig huisartsbezoek (dat kan leiden tot medicalisering, extra tijdsbelasting van de huisarts en kosten); anderzijds geen
onnodig uitstel van huisartsbezoek (dat kan leiden tot een meer complexe ziektegeschiedenis en een meer ingrijpende behandeling).
In hoofdstufr twee vinden we meer informatie over het onderzoek naar de determinanten van huisartsbezoek. In de wachtkamer van de huisarts vulden 1000 patienten
een vragenlijst in voordat ze door de huisarts geroepen werden. De vragenlijst is gebaseerd op het HBM, aangevuld met twee factoren: de percepties van patienten ten aanzien
van hun eigen mogelijkheden om de klacht te verhelpen en hun behoefte aan meer informatie over de klacht.
Na het consult werd aan deze patienten gevraagd of zij nog een andere klacht
hadden, waarvoor ze niet naar de huisarts waren gegaan en ook niet van plan waren te
gaan. Als ze zo'n klacht hadden, kregen de patienten nogmaals de vragen voorgelegd die
ze al beantwoord hadden voor de klacht waarvoor ze wel naar de huisarts waren gegaan.
Ook werden in deze vragenlijst de achtergrondgegevens van de patienten verzameld,
zoals demografische gegevens.
Om verklaringen te vinden voor de beslissing om wel of niet de huisarts te raadplegen voor een klacht, werden de gezondheidsopvattingen voor de klacht waarvoor de
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huisarts wel en niet geraadpleegd was, vergeleken. Multiple logistische regressie analyses gaven aan dat percepties met betrekking tot de klacht, de effectiviteit van het huisartsbezoek, de eigen mogelijkheden om een klacht te verhelpen en de behoefte aan informatie, een belangrijk gedeelte van de variantie verklaarden van de beslissing om de huisarts te raadplegen. Als patienten van mening zijn dat ze de klacht kunnen verhelpen zonder de hulp van de huisarts, de klacht niet ernstig vinden of denken dat de huisarts de
klacht niet kan verhelpen, zullen ze minder snel geneigd zijn de huisarts te raadplegen.
Tegen de verwachtingen in verklaarde de kans die men dacht te hebben op een ernstige
ziekte nauwelijks de keuze om voor een klacht de huisarts wel of niet te raadplegen.
In Zioofr/sfufr dr/e wordt getracht de ongerustheid van de persoon, die in de
wachtkamer van de huisarts zit, en de redenen voor deze ongerustheid nader te onderzoeken. 791 patienten vulden de vragenlijst in v66r en na het consult. Ongerustheid werd
geoperationaliseerd als een combinatie van onzekerheid en angst.
De resultaten toonden aan dat de ongerustheid met name werd veroorzaakt door
de percepties ten aanzien van de klacht (zoals de waargenomen ernst van de klacht) en de
behoefte aan informatie over de klacht. Deze percepties waren meer bepalend voor de
mate van ongerustheid dan demografische kenmerken van de patient, zoals de leeftijd of
het geslacht van de patient. Wel waren de algemene gezondheidsstatus en het aantal
huisartsbezoeken per jaar van invloed op de algemene ongerustheid die patienten ervaren. De respondenten gaven zelf aan dat ongerustheid niet bepaald wordt door massamediale informatie of door andere personen, of door 'drempelvrees', de ongerustheid ten
aanzien van het huisartsbezoek zelf.
Verder gaven de resultaten aan dat het huisartsbezoek een positieve werking had
op de ongerustheid van de patienten. Deze afname van ongerustheid bleek echter groter
te zijn bij de erg tevreden dan bij de wat minder tevreden patienten. Het huisartsbezoek
had een geruststellend effect op de patienten, in het bijzonder als de huisarts de klacht en
de bijbehorende ongerustheid naar tevredenheid van de patient besprak.
In /loofc/sfufc v/er worden de gezondheidsopvattingen van de patienten ten aanzien van de klacht, de zorg en de informatie v66r het consult beschreven. Daarnaast wordt
er op ingegaan of het gesprek tussen huisarts en patient veranderingen teweeg heeft
gebracht bij de patient wat betreft deze gezondheidsopvattingen. De resultaten laten zien
dat inderdaad na het consult significante veranderingen zijn opgetreden in de percepties
over de klacht, de mogelijkheden van zorg door de huisarts en de informatiebehoefte. Na
het consult dachten patienten dat hun klacht minder ernstig was en dat de kans op een
ernstige ziekte kleiner was dan voor het consult. De behoefte van de patienten aan meer
informatie over de klacht bleek kleiner te zijn na het huisartsbezoek, hoewel de patienten
nog steeds aangaven niet voldoende informatie over de klacht te hebben. De perceptie
met betrekking tot de effectiviteit van de zorg door de huisarts werd na het consult lager
ingeschat. Dit effect bleek echter alleen op te treden bij patienten die relatief ontevreden
waren over het consult, de patienten die zeer tevreden waren in dit opzicht achtten de
effectiviteit van de zorg door de huisarts voor en na het consult even groot.
De veldstudies, beschreven in hoofdstuk twee, drie en vier, hadden als voordeel
dat deze plaatsvonden in de alledaagse werkelijkheid. Deze opzet had echter als nadeel
dat op deze manier geen causale verbanden vastgesteld konden worden. Dit nadeel
weegt bijzonder zwaar als men van plan is de beslissing om de huisarts te raadplegen te
bei'nvloeden door een (voorlichtings) interventie gericht op de gezondheidsopvattingen.
Daarom werd besloten twee zogenaamde 'scenario studies' uit te voeren, die ons in staat
stelden wel oorzaak-gevolg verbanden te leggen. Deze scenario studies worden beschrev e n in Aoofc/sfufc W7/7.

84

De twee scenario studies werden uitgevoerd met 160 studenten Gezondheidswetenschappen als proefpersonen. In de eerste scenario studie werd een casus aan de
studenten voorgelegd waarin een persoon een kranteartikel leest over een bepaalde ziekte. In deze casus werden vier mogelijke determinanten van huisartsbezoek systematisch
gevarieerd: de kans op de ziekte, de ernst van de ziekte, de effectiviteit van de huisarts en
de mogelijkheid om zelf de klachten op te lossen. De studenten werd gevraagd zich zo
goed mogelijk te verplaatsen in de rol van de persoon uit de casus en aan te geven in
welke mate ze zich nu ongerust voelden en hoe groot hun intentie zou zijn om de huisarts
te raadplegen.
In de tweede scenario werd, naast de invloed van de kans op de ziekte en de
ernst van de ziekte, gemeten in welke mate de ongerustheid en de intentie om de huisarts te raadplegen beTnvloeden werd door statistische informatie over de kans van slagen
van de behandeling (door informatie te geven over de kans van slagen in procenten), en
subjectieve informatie over de kans van slagen van de behandeling (door informatie te
geven over een vriend die deze ziekte toevallig ook had en waarbij de behandeling wel of
niet geholpen had).
De resultaten komen in vrij grote mate overeen met de resultaten van het onderzoek in de wachtkamer van de huisarts. Op basis van de scenario studies kan geconcludeerd worden dat een lage perceptie van de eigen mogelijkheden om de klacht te verhelpen mensen er inderdaad toe lijkt aan te zetten de huisarts te raadplegen. Er waren echter
ook een aantal discrepanties tussen het onderzoek in de wachtkamer en de scenario studies, zoals het effect van de factor 'iemand kennen met dezelfde klacht'. Deze determinant, die uit de scenario studie als een belangrijke factor naar voren kwam, bleek in de
alledaagse praktijk geen rol van betekenis te spelen. Deze discrepantie kan mogelijk verklaard worden doordat mensen in het onderzoek in de wachtkamer zeiden niemand te
kennen met een vergelijkbare klacht. In grote lijnen bleken de scenario studies echter een
goede aanvulling te zijn op het onderzoek in de wachtkamers van de huisartsen.
Het onderzoek zoals beschreven in dit proefschrift heeft geleid tot conclusies
voor de theorie, de praktijk en de onderzoeksmethoden. Allereerst is het HBM een nuttig
model om het huisartsbezoek te verklaren, waarbij wel aangetekend dient te worden dat
het toevoegen van twee determinanten zelfzorg en de behoefte aan informatie overwogen dient te worden.
Ten tweede, alhoewel het huisartsbezoek in het algemeen een positief effect
heeft op de gezondheidsopvattingen (bijvoorbeeld ongerustheid) en leidt tot minder
behoefte aan kennis, geven patienten nog steeds aan niet genoeg informatie te hebben na
het huisartsbezoek. Zowel de patient als de huisarts zouden hun voordeel kunnen halen uit
een meer gestructureerde uitwisseling van informatie.
Ten derde, met betrekking tot de methoden van onderzoek, kunnen we concluderen dat veldstudies en scenario studies in sommige situaties als complementaire methoden toegepast kunnen worden; de veldstudie geeft informatie over verbanden die in de
werkelijkheid bestaan, de scenario studies geven causale informatie over causale relaties
in een soms wat kunstmatige situatie. De scenario studies kunnen de belasting van
patienten en huisartsen door wetenschappelijk onderzoek behoorlijk verminderen en kunnen een goede en efficiente methode zijn om enig inzicht te verkrijgen in een relatief
nieuw veld.
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ANNEX 2 QUESTIONNAIRE I

The questionnaire the respondents received before consultation, with the percentages and
absolute numbers (in parentheses) of respondents which choose for each answer possibility.
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I/Ve wou/d Wee fo as/r for your cooperaf/on, vvrwfe'youare wa/f/ng, /n a sfudy conducted by the
department of Hea/fh Educaf/on of the L/n/vers/fy of /./mburg /n /vfaasfr/chf.
7r)e ma/h focus o/ fh/s study /s the GP consu/faf/bn /fse/f. ^..^•...'«o(= s

.;; i>»»si ear>;^ : va

We wou/d ///re fo as<r you fo answer a number of guesf/ons regard/no; /our consu/faf/on of the

/f is /mporfanf fhaf you answer the quesf/ons as s/ncere/y as poss/b/e.
1
/n add/f/on we as<r you not fo d/scuss the guesf/ons w/fn the other persons ;h the wa/f/ng
room.
Vour /nformaf/on w;7/ be <repf sfr/cf/y conf/denf/a/ and anonymous and w/// be used on/y for sfaf/sf/ca/ research purposes /n fh/s study.
your f/me fo read the /nsfrucf/ons and fne guesf/ons carefu//y before answer/ng the
guest/ons.
However, do not fa*re foo much f/me over the guesf/ons.
/t w/7/ faAre about /0 m/nufes to f/7/;h fhe guesf/onna/re.

.;..„.,„..•..,.,,. ,,.M ,

/f you have any guesf/ons you can as/t for me. / w/7/ stay /n fhe ws/f/V)gr room.

„-

.;

.-.:.

:

We would like to know which complaint you have decided to consult the GP about at this
moment. Can you describe your complaint?
If you have more than one complaint, describe the most important complaint.

I have decided to consult the GP about the following complaint:

You can answer the following questions on the next page.
All the questions concern the complaint you just have described above. .,_,.
While answering the questions, think only about this complaint.
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N = 1000. complaints, of which 27 were not coded because the description was too vague.
Before you answer the following questions, here is an examp/e.

What do you think of waiting a long time in the GP's waiting room?
1
2
3
4
5
6

very pleasant
Tutv-r*
pleasant
not pleasant/not unpleasant
unpleasant
very unpleasant
I do not know
s-

-

. -n-Vssa--* » ' " - ' • » S i " • * ' « •
-

**~
*
<f»^*.
•

o

v^*<

io £ jjer
.

<,

You should circle the answer that applies to you most. _ ..
If you think that waiting long is unpleasant, you can circle the figure 4 ('unpleasant'),

What do you think of waiting a long time in the waiting room of the GP7
•j

1
2
3
4
5
6

very pleasant
- . -v
pleasant
not pleasant / not unpleasant
* ••
unpleasant
* •*
very unpleasant
_,
I do not know

•>.
^ J
*»
.:

^
-> «<
J ^
* 5 -*
J

If you really cannot answer a question you can circle the figure 6 ('I do not know").

First we would like to know some more about your most important complaint.
You can circle the answer or fill in your answer on the dotted lines.
Only when it is clearly mentioned, should you circle more than one answer.
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Have you had this complaint before?
•*****?9Up y : W O t " b f eS+f TSWWftS UOV i

16.7% (167)
46.7% (467)
36.6% (366)

1 yes, once
2 yes, several times
3 no

For how long has this complaint been bothering you?
• . . day(s) or . . weeks or . . months.

- '-• , , - '

23.3%
23.1%
25.3%
15.4%

(223)
(231)
(340)
(154)

.
' : ="•
_"^::;

< 1 week
> 1 w e e k - < 2 weeks
> 2 weeks - < 3 months
> 3 months - < 1 year

1 3 . 9 %

(139)

"•'"'

> 1 y e a r

'n'

- j j s«:, ?r> *.".' *

m?,
,-v 5
' " - febt# f-:'i ob^r% '
. _ _
,

• ' • - - - - > • • • • • - • - •• ^ ' - ^ i - r

•••-•o

y

-.^.,-,.-•;

Have you tried something to treat this complaint?
Vou can g/Ve more fhan one answer/
14.9%
33.6%
18.0%
13.0%
04.8%
28.0%
03.7%
10.0%

(149)
(336)
(180)
(130)
(048)
(280)
(037)
(100)

,-^ .

•'

1
2
3
4
5
6
7
8

no
yes, by waiting if it disappears by itself ..-»w.. « K
yes, with home remedies
yes, with medicine available over the counter
yes, by discussing the complaint with others
yes, I am already being treated for this complaint
yes, by alternative medicine
' Jr^eEs^n, &
other

Are you aware of the cause of this complaint?
13.5%
14.4%
22.7%
20.2%
12.4%
16.8%

(135)
(144)
(227)
(202)
(124)
(168)

:u O ^

1
2
3
4
5
6

yes, very well aware
yes, well aware
_>.-••;xi^p « ^V^IASJ ;O:VI.KJ v i - - ^
unsure
no, not aware
no, totally unaware
I do not know
y , .. »,

The next questions still concern /our most important complaint which you decided to consult
the GP about.
Read every question very carefully before answering.
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Do you think your complaint is serious?
07.5%
28.6%
31.7%
22.9%
02.5%
06.8%

(075)
(286)
(317)
(229)
(025)
(068)

•
f * N, r

1
2
3
4
5
6

yes, very serious
yes, serious
v
maybe / maybe not * ' " ' * * ^ * *
no, not serious
no, not serious at all
-;«*¥*
I do not know * ' 8

,.
fSfyj #P8.f£i

Do you think your complaint has to do with a serious disease?
00.7%
25.0%
14.5%
45.9%
04.8%
11.6%

(007)
(250)
(145)
(459)
(248)
(116)

'•"'"^
_

1
2
3
4
5
6

yes, most certainly
yes, certainly
"
maybe / maybe not
no
no, certainly not
I do not know flv '

,

,

5 rf*>.d£
W i ^8:E9 '
...,_..
,.._.
. | « | •-•

,
fif

sam;. # 8 j ; ;

Do you think the GP can treat your complaint?
17.9% (179)
30.6% (306)
32.4% (324)

-..

1 yes, most certainly
2 yes, certainly
3 maybe / maybe not

..

OR QOA infn)

4 no

• -

02.7% (027)
08.1% (081)

5 no, certainly not
6 I do not know

'

.
„ j

i -

•"

**•

iT,-'-'^ .••*•'•; vf

Do you think that you could have treated your complaint yourself?
00.4%
02.1%
14.4%
47.7%
28.7%
06.7%

(004)
(021)
(144)
(477)
(287)
(067)

•-<
~v
...
.^«;';

1
2
3
4
5
6

yes, most certainly
yes, certainly
> '
maybe/maybe not
'.::'• * ^
no
••" - >
no, certainly not
I do not know v,.v-«! ,-te if. , ^ ; i ; » ? -••*•• t;"'t

5'

Do you think you know enough about your complaint?
06.4% (064)
27.7% (277)
11.1 % (111)
39.3% (393)
10.5% (105)
05.0% (050)

,-

1
2
3
4
5
6

yes, more than enough
yes, enough
not enough / not too little
no, too little
no, far too little
f:.;i:;l " I r i : . ,
I do not know

t»""H. <
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10

Do you need more information about your complaint? ;•;;, * « n t ^*--v »y
33.5%
41.7%
06.9%
15.0%
01.0%
01.9%

j

11

(335)
(417)
(069)
(150)
(010)
(019)

1 yes, most certainly

(5Y0-?*? Vc»

2 yes, certainly

.; ^ - ^ . , .

e

,

{<*&••"

3 maybe / maybe not .•'.:

fY;

4 no

iSSS! -SSfi.SS

>r\g? i'J:'L,csft. £

5 no, certainly not

"• ,,-u,?

>£'

6 I do not know

Did people advise you to consult the GP?

r.issmqf.ies -su*v a»wf» uey s i t
.

36.4% (364)
63.6% (636)
12

:•- «f/.: ,=-evv.-:

<V.X}) ,s'\_(>0

2 no, continue with question 13!

1 yes

'0e<~'a-"0.S£

•

Did this advice influence your decision to consult the GP?
• - • • - -

25.8%
36.8%
12.1%
19.2%
05.5%
00.5%
13

(094)
(134)
(044)
(070)
(020)
(002)

,.,.... ,

1 yes, very much,;; L a:.
2 yes, much
3 maybe / maybe not

^

( ? ' ' ; rf'ij "
, < j ^ ^ , ^ . ^ H * ;i •» o<"

4 no, hardly
5 n o , h a r d l y at all •.-.
6 I do not k n o w

:

(C"•.'; ^ i " ;

;>;• ; i

,-

••; ; f t " t ; » ; . H ^

Do you know someone with the same complaint?
26.2% (262)
73.8% (738)

1

yes

~

. •

•

• , «i~

2 no, continue with question 18!
-

14

Did this person consult the GP for this complaint?
U--J'.--

70.2% (184)
08.4% (022)
21.4% (056)
15

-.,-•

Did the decision of this person to consult the GP influence your decision?
09.8%
18.5%
08.7%
33.7%
28.8%
00.5%
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- • • -•

1 yes
/ f M ^ .--r r •>.;
2 no, continue with question 18!
*.
3 I do not know, continue with question 18!

(018)
(034)
(016)
(062)
(053)
(001)

«,••*•:••

1 Yes, very much ^ ^

^ ^ . ^ ,.,,^ ^ , ^ ^ ^^,. ^ Q ^

2 yes, much
3 maybe / maybe not
• -.>•

.-

-;i.

4

no, hardly

s^-ixc--

5 no, hardly at all .^ £
6 I do not know
.;,• &

(£30? £**< 8€
••••;. -. •

ii€§lr

.^v/CS

if*fj#f.^
frwr; ,-?i"-r i-r

•

16

Has this person been treated for this complaint by the GP?
79.3% (146)
12.0% (022)
08.7% (016)

17

(015)
(039)
(014)
(056)
(042)
(002)

-—.

, ....

21

1
2
3
4
5
6

yes, very much
yes, much
• <-•
maybe / maybe not
no, hardly
no, hardly at all
I do not know

-

—

••

—-

1 yes
2 no, continue with question 20!

. -.-. - - ----.—
'=•«. : i » , «*&

?

Did this information influence your decision?
13.6%
17.3%
11.1%
32.1%
25.9%
00.0%

20

_

Did you receive information from the media about your complaint?
08.1% (081)
91.9% (919)

19

1 yes
2 no
3 I do not know, continue with question 18!

Did the result of the treatment of this person influence your decision?
08.9%
23.2%
08.3%
33.3%
25.0%
01.2%

18

ft-i

(011)
(014)
(009)
(026)
(021)
(000)

.. - -

1
2
3
4
5

yes, very much
yes, much
maybe / maybe not
no, hardly
no, hardly at all

, . „ . . - •

6

I d o n o t

k n o w

'"'
-•

• --••

-^

-"^-'•••••' • -

••-••• « " • * =

?

Do you feel uncertain or certain about your health at this moment?
04.5%
22.1%
34.7%
26.7%
07.7%
04.3%

(045)
(221)
(347)
(267)
(077)
(043)

-.-^~,.*.
'

1
2
3
4
5
6

I feel very uncertain
I feel uncertain
I do not feel uncertain but also not certain •' •
I feel certain
<?
I feel very certain
I do not know
- • "-*•<*

*'

Do you feel anxious or assured about your health at this moment?
03.8%
23.5%
35.5%
27.6%
07.6%
02.0%

(038)
(235)
(355)
(276)
(076)
(020)

„

1
2
3

I feel very anxious '•
' * ' ••' ^ 7 ' '
I feel anxious
*' ''
I do not feel anxious but also not assured ' ' •*••

4
5

I feel assured-"'
I feel very assured

6

I do not know

-

"'"•'"- ' '•''""'
,.,..._,.,«„-

_.,..
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22

Did you consider some other things when you decided to consult the GP about
your complaint?
If so, you can write them down here. (25.9% N= 259)

Now some questions about your worry.
The questions still concern your most important complaint at this moment.

Are you worried by the complaint itself?
05.5%
35.6%
12.4%
35.7%
09.8%
01.0%

(055)
(356)
(124)
(357)
(098)
(010)

1
2
3
4
5
6

yes, very worried
,
yes, worried
maybe / maybe not
no, not worried
no, not worried at all
I do not know

;
.. .:
.... .

r

Are you worried by the idea of consulting the GP about your complaint?
01.9%
12.2%
08.5%
55.1%
20.8%
01.5%

(019)
(122)
(085)
(551)
(208)
(015)

, ,.

1 yes, very worried

2 yes, worried
3 maybe / maybe not
4 no, not worried
.,-.-.,.

5 no, not worried at all
6 I do not know ' ;-.

Are you worried by the possible diagnosis of your complaint?
02.9%
14.8%
17.3%
47.4%
14.0%
03.6%
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(029)
(148)
(173)
(474)
(140)
(036)

1 yes, very worried

2 yes, worried

. .,-,.

3
4
5
6

maybe / maybe not
no, not worried
no, not worried at all
I do not know ,: ,.

4

Did you discuss your complaint with other people?
59.0% (590)
41.0% (410)

5.

y

e

s

'•'"^"•" •-•'- ^'••

Are you worried by what these people said about your complaint?
01.7%
10.0%
10.2%
55.4%
21.9%
00.8%

6

1

2 no, continue with question 8!

(010)
(059)
(060)
(327)
(129)
(005)

vj ,„.jjjjg

1
2
3
4
5
6

yes, very worried ;
yes, worried
maybe / maybe not
no, not worried
no, not worried at all
I do not know

f«ym **'« 00
. __
,* ^ ^ ^ ^ ^ , ^ ^ ,
, , » ^ i .,,„ , ^ ^ ^

^y

c > ' ' *"

Are you worried by what these people said about the idea of consulting the GP?
00.5%
04.4%
05.9%
60.3%
27.3%
01.5%

(003)
(026)
(035)
(356)
(161)
(009)

1 yes, very worried
2 yes, worried
3 maybe / maybe not
4 no, not worried

^.^v-iv'-i™ nf.v«s

5

r tO'Wv. i i - > f*oy ,se M

no, not worried at all

fi

6 I do not know

Are you worried by what these people said about the possible diagnosis of your
complaint?

00.7%
08.5%
09.5%
57.1%
21.7%
02.5%

(004)
(050)
(056)
(337)
(128)
(015)

1
2
3
4
5
6

yes, very worried
yes, worried
maybe / maybe not
no, not worried
no, not worried at all
I do not know

Did you receive information from the media about your complaint?
08.1% (081)
91.9% (919)

1 yes
2 no, continue with question 11!

M •; jsil >;4w©w
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Are you worried by this information about your complaint?
04.9%
18.5%
13.6%
48.1%
14.8%
00.0%
10

"'"ft'-.b''

1 yes, very worried
2 yes, worried
3 maybe / maybe not
no, not worried
5 no, not worried at all
6 I do not kno

V4

b-ip-ow

-j{v,

Are you worried by this information about the possible diagnosis of
your complaint?
-<;v
;i' j
06.2%
18.5%
11.1%
46.9%
14.8%
02.5%

11

(004)
(015)
(011)
(039)
(012)
(000)

(005)
(015)
(009)
(038)
(012)
(002)

,.?. ,,:-

1
2
3
4
5
6

yes, very worried
yes, worried
maybe / maybe not
no, not worried
no, not worried at all
I do not know

Are you worried by some other things?
If so, you can write it down here. (15,9% N= 159)

This was the last question.

^

Can you check all questions?
Did you fill in the questions you had to answer?
Did you miss a page by accident?

;C ?

»ft,in^.-n'-<••>»•; =,;«

,,r

We would like to give you a second questionnaire later on.
•
^
This questionnaire can be filled in at home.
If you hand in this questionnaire, you will receive the second questionnaire.
MANY THANKS
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ANNEX 3 QUESTIONNAIRE II

The questionnaire the respondents received after consultation, with the percentages and absolute numbers (in parentheses) of respondents which choose for each answer possibility.

101

Now you have consulted the GP, we would like to ask you some questions about this consultation.
The questions concern the complaint you described in the first questionnaire, in the waiting
room.
If you have any questions, when answering the questionnaire, you can reach me at home in the
evening at the following telephone number: 04754 - 85254 (Angelique van de Kar).
Your information will be kept strictly confidential and anonymous and will be used only for statistical research purposes in this study.
Your GP will not receive this questionnaire, just like the first one.
It is important that you answer the questions as sincerely as possible and that you answer all
questions and send back this questionnaire.
Take your time to fill in this questionnaire, you will have a week to send this questionnaire back.
You do not have to start immediately.
Read the instructions and the questions carefully before answering the questions.

Before you answer the following questions, here is an exsmp/e.

What do you think of filling in questionnaires?
1
2
3
4
5
6

very pleasant
pleasant
not pleasant / not unpleasant
unpleasant
very unpleasant
I do-not know

You should circle the answer that applies to you most.
If you think that filling in questionnaires is pleasant, you can circle the figure 2 ('pleasant').

What do you think of filling in questionnaires?
1
2
3
4
5
6

very pleasant
pleasant
not pleasant / not unpleasant
unpleasant
very unpleasant
I do not know

If you really cannot answer a question, you can circle the figure 6 ('I do not know').
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We would like to ask you some questions about the consultation with the GP.
The next questions concern the complaint you described in the first questionnaire.
This complaint was:

•• : ' •-<>•

.

•

.US.-.;

Read the instructions and questions carefully before answering the questions.
N = 791 complaints

-f d > 0

^f

"

.™.,..

Did you have the opportunity to ask all the questions you had about your
complaint?
35.4%
58.4%
03.5%
01.9%
00.6%
00.1%

(280)
(462)
(028)
(015)
(005)
(001)

"

1
2
•'< 3
4
5
6

yes, more than enough
yes, enough
not enough / not too little
no, too little
no, far too little
I do not know

-'.- •. ---:-.V >. ;.••"""."•

Was there enough time to discuss your complaint?
32.2%
61.1%
03.5%
01.8%
00.8%
00.6%

(255)
(483)
(028)
(014)
(006)
(005)

1
2
3
4
5
6

yes, more than enough
yes, enough
not enough / not too little
no, too little
no, far too little
I do not know

'•
• '

Could you make clear which complaint you consulted the GP for?
35.9%
60.7%
02.0%
01.0%
00.1%
00.3%

(284)
(480)
(016)
(008)
(001)
(002)

1
2
3
4
5
6

yes, more than enough
yes, enough
not enough / not too little
no, too little
no, far too little
,
I do not know

:
::
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Did you have the opportunity to discuss your uncertainty about your health
with the GP?
Vou on/y have to answer vvften you rea//y fe/f uncerfa/h at that f/me/ (N=437)
21.5% (094)
61.1% (267)
07.3% (032)
04.6% (020)
02.1 % (009)
03.4% (015)

... '
. '
Hwp sr

1 yes, more than enough
'..".'"..
2 yes, enough
. . . . . .
3 not enough/not too little
4 no, too little
5 no, far too little
.y 2~ur&jup h.-t, ?-.-<c.i;:,;.r;TEni arJ:
6 I do not know

Did you have the opportunity to discuss your anxiety about your health
with the GP?
Vbu on/y have to answer when you rea//y fe/f anx/ous at that f/me/ (N=414)
20.8%
57.7%
11.8%
04.8%
01.4%
03.4%

(086)
(239)
(049)
(020)
(006)
(014)

i

1 yes, more than enough

2 yes, enough
3 not enough / not too little
4 no, too little
5 no, far too little
6 I do not know

•?
•

If necessary, did the GP give you information about the causes of your
complaint?
21.5%
57.4%
09.7%
05.9%
02.0%
03.4%

(170)
(454)
(077)
(047)
(016)
(027)

1
2
3
4
5
6

yes, more than enough
yes, enough
not enough / not too little
no, too little
no, far too little
I do not know

^:Si'
:•;:
i;
,..^.
v.-•:;-:

-•'• :.
; : ?;c
:r v
>-a^
'•?«

Did the GP give you information about your complaint itself?
20.0%
60.1%
09.6%
06.6%
01.4%
02.4%

(158)
(475)
(076)
(052)
(011)
(019)

•

1
2
3
4
5
6

yes, more than enough
yes, enough
not enough / not too little
no, too little
no, far too little
I do not know

" • '• '
' " - £ ,-<
" * - (>
">
* "0

8

Did the GP give you information about the diagnosis of your complaint?
16.7%
58.3%
11.6%
06.4%
02.0%
04.9%

(132)
(461)
(092)
(051)
(016)
(039)

1
2
3
4
5
6

yes, more than enough
__
__
yes. enough
. ^irfrwTuoVea"
not enough / not too little
no, too little
<:•£(>} ^ \ 50
no, far too little
1
•*?•$;) #S,8f
I do not know

9

Did the GP give you information about the treatment of your complaint?

_...-..

20.7%(164)
61.8% (489)
08.5% (067)
04.6% (036)
02.0% (016)
02.4% (019)

10

1
2
3
4
5
6

yes, more than enough
yes. enough
not enough / not too little
no, too little
no, far too little
I do not know
"

i^tidi w ^ » LWV a«

v

'':0i:; i h - r y
^ ; 0 * XW n
'Wi!.:f;in'

Did filling in the first questionnaire influence the questions you asked the GP
during the consultation?
01.5%
06.8%
11.8%
30.3%
44.4%
05.2%

11

„.
3,,o;^

r

(012)
(054)
(093)
(240)
(351)
(041)

1
2
3
4
5
6

yes, very much
yes, much
maybe / maybe not
no, hardly
no, hardly at all
I do not know

During the consultation with the GP, did you discuss any other important
aspects?
If so, you can write them here down here. (27.3% N= 216)

After your consultation of the GP we would like to know if anything changed in the answers to
the questions about your complaint.
Therefore we will ask some questions about your complaint, for which you consulted the GP
about, again.
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Read every question very carefully and circle the figure of the answer that now,

after t/ia consu/fat/on of.f/w GP, applies to you most

,

,-,--

, .

ri

Do you now think your complaint is serious?
02.7%
18.3%
23.0%
40.2%
13.3%
02.5%

(021)
(145)
(182)
(318)
(105)
(020)

.y «,,•„,

1
2
3
4
5
6

yes, very serious 5
yes, serious
I
maybe / maybe not
not, not serious
no, not serious at all
I do not know

,,, , ^

Do you now think your complaint has to do with a serious disease?
00.9%
01.8%
10.6%
39.2%
43.2%
04.3%

(007)
(014)
(084)
(310)
(342)
(034)

._
.-^fl,,..
"""

1
2
3
4
5
6

yes, most certainly
.--, . ., yes, certainly
;:\ „
<• ,;
maybe/maybe not
-- no
no, certainly not
$,, . t . ,> / .. , ., <?.- >.-<
I do not know
"'', !"...., . " „ ' " , • ' . ' . ' .',''•

Do you now think the GP can treat your complaint?
19.0%
27.8%
25.3%
15.9%
06.7%
05.3%

(150)
(220)
(200)
(126)
(053)
(042)

1
2
3
4
5
6

yes, most certainly
yes, certainly
maybe / maybe not
no
no, certainly not
I do not know

;-

&-

Do you now think that you could have treated your complaint yourself?
01.3%
05.6%
16.3%
41.3%
32.5%
03.0%

(010)
(044)
(129)
(327)
(257)
(024)

.
: .,

1
2
3
4
5
6

yes, most certainly
yes, certainly
maybe / maybe not
no
no, certainly not
I do not know

•

Do you think you now know enough about your complaint?
17.1%
49.4%
13.7%
13.1%
04.8%
01.9%
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(135)
(391)
(108)
(104)
(038)
(015)

1 yes, more than enough

2 yes, enough
3 not enough / not too little
4 no, too little
5 no, far too little
6 I do not know

11.1%
22.5%
16.4%
39.6%
07.8%
02.5%

1
2
3
4
5
6

(088)
(178)
(130)
(313)
(062)
(020)

••'j

yes, most certainly
yes certainly
:'
maybe / maybe not
no
no, certainly not
I do not know

•
•

*

.

Do you now feel uncertain or certain about your health?

7

• *§;;.;:.:
—

r

Do you now need more information about your complaint?

6

•

8

- • •

01.9%
08.5%
32.4%
40.5%
13.4%
03.4%

(015)
(067)
(256)
(320)
(106)
(027)

' ' '*
- • •• -':..

1
2
3
4
5
6

I feel very uncertain
* * - '"
I feel uncertain
I do not feel uncertain but also not certain
I feel certain
I feel very certain • i . , :. - „ . •»•,(. f <
I do not know

Do you now feel anxious or assured about your health?
01.0%
08.2%
31.5%
42.4%
14.4%
02.5%

(008)
(065)
(249)
(335)
(114)
(020)

1
2
3
4

I feel very anxious
' ' ' .'*
I feel anxious
. =.
I do not feel anxious but also not assured
I feel assured

5

I feel very assured

.

•••*"''•• ^ - i s

02.1%
10.2%
15.3%
49.6%
21.2%
01.5%

(017)
(081)
(121)
(392)
(168)
(012)

-

_

.

.

-

.->• -••••••*•'**

6 I do not know

Are you now worried by the complaint itself?

10

>

*^

1
2
3
4
5
6

a-

yes, very worried
yes, worried
maybe / maybe not
no, not worried
no, not worried at all
I do not know

Are you now worried by the consultation of the GP?
00.4%
03.8%
06.8%
55.8%
31.9%
01.4%

(003)
(030)
(054)
(441)
(252)
(011)

' '

1
2
3
4
5
6

yes, very worried
yes, worried
maybe / maybe not
no, not worried
no, not worried at all
I do not know
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11

Are you now worried by the diagnosis of your complaint?
00.5% (004)

1 yes, very worried

0 7 . 1 % (056)

"••-•-

1 5 . 0 % (119)

•'-'•

2 yes, worried
maybe / maybe not

4 no, not worried
5 no, not worried at all
6 I do not know

48.7% (385)
23.8% (188)
04.9% (039)

We would like to ask you some questions about reasons that maybe have hindered you consulting the GP the last time you had a complaint. , ,
,„
-.>
r,
Read every question very carefully and circle the figure of the answer that applies to you most.

1

Was it easy. concerning time, to consult the GP?
30.1%
40.8%
15.3%
09.9%
03.7%
00.3%

2

(238)
(323)
(121)
(078)
(029)
(002)

1 yes, very easy
2 yes, easy

li!?15«r 3 ^

g g ^ ^

g ^ ^

4 no, difficult
5 no, very difficult
6 I do not know

^ j ^^ j ^ ^ | ^

, ^

WS W O f t i

!^,,^

"

8
. • • > - - ,

.-'*• v • -

Was it easy. concerning transport, to consult the GP?
w

."".

50.8%
39.9%
05.8%
01.5%
01.3%
00.8%

3

yes, very easy
yes, easy
not easy but also not difficult
no, difficult

5 no, very difficult

- ^

_.. ,

'

1 yes, very much
'"

•'•""''

^2
3
4
5

yes, much
maybe / maybe not
r--~a*=-'^ w&« s;
no, hardly
.,,,,.,
no, hardly at all ; r
^,'i.

6 I d onotknow

; "

(

i

•ii-

r-f;

•••;;-••:

Did you consider the costs of a consultation of the GP?
(026)
(096)
(058)
(285)
(299)
(027)

6ldonotknow

;.•

_ ----" """'"^ *'
.•'.-;-,-.,
. - . . - r . r-

-• ' ^"•-••••-

: ^ r

""••'•

^

• -• -

--ii>\

or

>;> 30 ^

Was it easy. concerning the costs, to consult the GP?
33.4%
44.9%
12.8%
01.4%
00.4%
07.2%

108

1
2
3
4

(401)
(316)
(046)
(012)
(010)
(006)

'

03.3%
12.1%
07.3%
36.0%
37.8%
03.4%

4

v

(264)
(355)
(101)
(011)
(003)
(057)

1
2
3
4
5
6

yes, very easy
yes, easy
not easy but also not difficult
no, difficult
no, very difficult
I do not know

•

'

"

"

"

"

'

Did other factors hinder you consulting the GP about your complaint?
Jf so, you can write them down here. (14.7% N= 116)

»«rf* *sri ©noil

People have sometimes complaints (like headache, tiredness, injuries, insomnia), which they
will not consult the GP about everytime.
. .- i. £
,<fds\' - " > *
We would like to know for which complaints you will /VOTconsult the GP.

• •

Would you therefore consider carefully if you had or have a complaint which bothers you, but
you did not mention this complaint the last time you consulted the GP.
If you have more than one complaint, describe only the most important complaint. •:;

I have the following complaint, which I did A/OTconsult the GP about and which I do not intend
to consult the GP about:

You can answer the questions on the following page. • - .
Al! the questions concern the complaint you just have described above.
So consider only this complaint when answering the questions.

: -=v ^ i - •
:
'; f: •;
'" *•'

N = 453. complaints, of which 3 were not coded because the description was too vague.
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First we would like to know some more about your most important complaint.
You can circle the answer or fill in your answer on the dotted lines.
Only when it is clearly mentioned, should you circle more than one answer.
1

V.._L;_::
^ jjiCi

Have you had this complaint, for which you do NOT consult the GP, before?
06.4% (029)
83.0% (376)
00.6% (048)

2

1 yes, once
2 yes, several times
3 no

For how long has this complaint bothering you?

.."...'•
•

*

3

. . day(s) or . . weeks or . . months.
18.3%
13.0%
17.8%
17.6%
33.3%

( 0 8 0 )

(057)
(078)
(077)
(146)

• = • • •••'•••'

'.•

<
>
>
>
>
,

.

1 week
1 week
< 2 weeks
2 weeks - < 3 months
3 months - < 1 year
1 year
.

.

.

Have you tried something to treat this complaint?
Vou can g/Ve more t/ian one answer/

: • .

4

_

07.4% (048)
27.4% (179)
17.2% (112)
16.2% (106)
04.4% (029)
08.4% (055)
06.6% (043)
12.4% (081)

.. •••'

1
2
3
4
5
6
7
8

•

, •< ^ - ••

.»

>

-„ —

no
yes, by waiting if it disappears by itself
yes, with home remedies
,* .
yes, with medicine available over the counter
•'; . • r
yes, by discussing the complaint with others
yes, I am already being treated for this complaint
yes, by alternative medicine
other

Are you aware of the cause of this complaint?
17.4%
24.7%
29.6%
12.8%

(079)
(112)
(134)
(058)

0 8 . 6 % (039)

06.8%(031)

1
2
3
4
••••.-..•,

yes, very well aware
yes, well aware
__._..
unsure
no, notaware "'-^''WH- -•• -.-,o.•.->• .,; - ^ >^,...^ .-,?-• . •

5 n o , totally u n a w a r e ; . ; - . : - o v - . n n c ; . —c..;*;•-...-, .?.•'•; ;'A

6ldonotknow

The next questions still concern your most important complaint which you did /VO7 consulted
the GP about.
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Read every question very carefully and circle the figure of the answer that applies to you most.
ft?
5

Do you think your complaint is serious?
02.6%
13.2%
28.0%
42.2%
10.2%
03.8%

6

7

;^
_.,,„,

„..-..^-...™*_=._~...-

' " ^ ;"

(003)
(005)
(042)
(193)
(186)
(024)

,.„,,..,,.
t::ii.?»

1
2
3
4
5
6

yes, most certainly
yes, certainly
maybe / maybe not
no
rfv
no, certainly not ;>v
I do not know -

, , ,,a,.» :»i****->•"» , ^
^
„

i " '

(020)
(066)
(150)
(120)
(062)
(035)

_ ...
.

" i

••

1
2
3
4
5
6

yes, most certainly
yes, certainly
maybe / maybe not
no
no, certainly not
I do not know

... ~,._... ., ,. ^-sv* ,< •<•- ••-'
•.'•-< .

•<'•*"
;

Do you think that you could have treated your complaint yourself?
08.6%
19.2%
29.6%
23.8%
11.0%
07.7%

9

.

yes, very serious
yes, serious
maybe / maybe not
no, not serious
no, not serious at all ..._
I do not know

Do you think the GP can treat your complaint?
04.4%
14.6%
33.1%
26.5%
13.7%
07.7%

8

1
2
3
4
5
6

Do you think your complaint has to do with a serious disease?
00.7%
01.1%
09.3%
42.6%
41.1%
05.3%

:,

(012)
(060)
(127)
(191)
(046)
(017)

(039)
(087)
(134)
(108)
(050)
(035)

;
^.-;:

1
2
3
4
5
6

yes, most certainly
yes, certainly
,
'•
•'• - maybe / maybe not
no
^;;^,^.',;.,,^;H«*h-.
no, certainly not
< ' *•
I do not know

Do you think you know enough about your complaint?
10.8%
36.0%
19.0%
23.0%
06.8%
04.4%

(049)
(163)
(086)
(104)
(031)
(020)

<,:•«>!?•

1
2
3
4
5
6

yes, more than enough
'
yes, enough
;:".=•:?» <^
maybe / maybe not
„
no, too little
^itw!r:v*!M)»-i^
no, very too little
I do not know -•
-

10

Do you need more information about your complaint?
14.6%
27.6%
20.3%
29.4%
04.4%
03.8%

•

11

(066)
(125)
(092)
(133)
(020)
(017)

--

12

^

,

21.4%
07.1%
28.6%
21.4%
07.1%
14.3%

(003)
(001)
(004)
(003)
(001)
(002)

••••"••

^

• ^ ,

^
"
t^^-;vb^
:;V^; ^": ; :
,; ; '•;> > o S\
, ^ : ;, c ;.;:

y
.
,
2 no, continue with question 13!

1
2
3
4
5
6

yes, very much
:
•• *: :••,*•?<•
yes, much
; ^ M ',-• ;;.
m a y b e / m a y b e not
'.;; : - j '
no, hardly
no, hardly at all
^ ^ 1 ' . ' ^ " , " 1'.,"'-'^.J"
^,
I do not know
"'"'"
*••*'-—"-•"?•'-

1 yes
2 no, continue with question 18!

Did this person consult the GP for this complaint?

-

; ;•

,„_

42.7% (082)

1 yes

32.3% (062)
25.0% (048)

2 no, continue with 18!
3 I do not know, continue with question 18!

•-'•-* an:-,-.• •>-,-, - v
_, n

Did the decision of this person, to consult the GP, influence your decision?
01.2%
04.9%
11.0%
30.5%
51.2%
01.2%

16

^ 7

Do you k n o w someone w i t h t h e same complaint?

42.4% (192)
57.6% (261)

15

, ^

Did this advice influence your decision N O T to consult the GP?

:

14

yes, most certainly
yes, certainly
m a y b e / m a y b e not
no
no, certainly not
I don not know
i,

Did people advise you NOT to consult t h e GP?

03.1%
96.9% (439)

13

»^

1
2
3
4
5
6

(001)
(004)
(009)
(025)
(042)
(001)

<•„.,
""

1
2
3
4
5
6

yes, very much
yes, much
maybe/ maybe not
i '7.^
T"".' '. .",
no, hardly
'""' '"'"•""'""* " ' ' " " "'" ' " "
no, hardly at all
'
;..\:
I do not know

Has this person been treated for this complaint by the GP?
74.4% (061)
12.2% (010)
13.4% (011)

'' " - '

1 yes v * i , - :-o or : 3
.•••• \ - -,-\ 17
2 no
3 I do not know, continue with question 18!

7

Did the result of the treatment of this person influence your decision?
04.2%
09.9%
11.3%
28.2%
45.1%
01.4%

18

(003)
(007)
(008)
(020)
(032)
(001)

:C,

4 no, hardly

Did you receive information from the media about your complaint?
1 yes
2 no, continue with question 20!

Did this information influence your decision? *?|f *f'y^^l««spg«»a5Aj_.s|jv^^ •."-

02.3%
11.6%
17.4%
34.9%
32.6%
01.2%
20

(002)
(010)
(015)
(030)
(028)
(001)

..'*...'(;

1 yes, very much

; . . . . « ™ ;•*»•,-,•-,<•- j,»si;,.r.s>«;.

2 yes, much
3 maybe / maybe not
4 no, hardly
^ _^
5 no, hardly at all
6 1 do not know >•. • ;

(012)
(041)
(162)
(163)
(057)
(018)

..'... £}.-

1
2
3
^

,,^ j . . , - , ^ .„,,_, ..,-,
**" ' " " *

*"

'
:;

:. !•"

I feel very uncertain
• '/
I feel uncertain
; •,. ,.: ,
I do not feel uncertain but also not certain
I feel certain
_, -

5 I feel very certain
6 I do not know

Do you feel anxious or assured about your health at this moment?
02.4%
06.6%
34.0%
41.5%
11.9%
03.5%

(011)
(030)
(154)
(188)
(054)
(016)

1 I feel very anxious

2
3
4
5
6

-

~

: ..;::.

Do you feel uncertain or certain about your health at this moment?
02.6%
09.1%
35.8%
36.0%
12.6%
04.0%

21

. • . .,

5 no, hardly at all
6 1 do not know

19.0% (086)
81.0% (367)
19

1 yes, very much
2 yes, much
^-»-wft~»?fiwy «*a J**y # * 8
3 maybe / maybe not

., ^

I feel anxious
I do not feel anxious but also not assured
I feel assured
^ , ; , „ . , . _,-. .
.
I feel very assured
*" *""
'
I do not know
:

•

,.

v

22

Did you think of other aspects when you decided NOT to consult the GP about
your complaint?
^ • » •>-"

If so, you can write them down here. (30.7% N= 139)

Now some questions about your worry.

** -*»t.

The questions still concern your most important complaint which you did A/O7 consult the GP
about.

1

•

(011)
(056)
(062)
(229)
(084)
(011)

(003)
(020)
(046)
(259)
(101)

0 5 . 3 % (024)

..

,(,•«• f,,

1
2
3
4
5
6

yes, very worried
^ .u •
yes, worried
maybe/maybe not , .•. r -^. i,.: - a . ,<,^ or , :,:'
no, not worried
no, not worried at all
I do not know

s;

,,..:-.;

1
2
3
4
5

yes, very worried
yes, worried
maybe/maybe not
no, not worried
no, not worried at all

6 I do not know

«
.,:

.

;

, , K - ...

rs

••• ,
•*-•••

•'•••"

Are you worried by the possible diagnosis of your complaint?
01.1%
07.9%
14.6%
51.4%
21.6%
03.3%
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Are you worried by the idea of NOT consulting the GP about your complaint?
00.7%
04.4%
10.2%
57.2%
22.3%

3

•-•

Are you worried by the complaint itself?
02.4%
12.4%
13.7%
50.6%
18.5%
02.4%

2

•-

(005)
(036)
(066)
(233)
(098)
(015)

1
2
3
4
5
6

yes, very worried
yes, worried
maybe/maybe not
no, not worried
no, not worried at all
I do not know

—-- ^
*""

Did you discuss your complaint with other people?
55.2% (250)
44.8% (203)

.'•

.
•.».

1 yes
r
2 no, continue with question 8!

Are you worried by what these people said about your complaint?
f

00.8%
03.6%
10.0%
61.6%
20.4%
03.6%

(002)
(009)
(025)
(154)
(051)
(009)

., ^

1
2
3
4
5
6

yes, very worried
yes, worried
maybe/maybe not „ ^
no, not worried
no, not worried at all
I do not know

' ^

~

-

<,..«^,.,., „„ ^
.„ ..^,
'

""

Are you worried by what these people said about the idea of NOT consulting
the GP?
00.4%
02.8%
07.2%
58.0%
24.8%
06.8%

(001)
(007)
(008)
(145)
(062)
(017)

•" - " «

1 yes, very worried
2 yes, worried
3 maybe / maybe not
4 no, not worried
5 no, not worried at all
6 I do not know

__
'"' *"'*'

Are you worried by what these people said about the possible diagnosis of
your complaint?
00.4%
04.4%
06.4%
61.2%
22.4%
05.2%

(001)
(011)
(016)
(153)
(056)
(013)

1
2
3
4
5
6

yes, very worried
yes, worried
maybe / maybe not
no, not worried
no, not worried at all
I do not know

;

Did you receive information from the media about your complaint?
19.0% (086)
81.0% (367)

1 yes
2 no, continue with question 11!

Are you worried by this information about your complaint?
02.3%
05.8%
09.3%
48.8%
32.6%
01.2%
10

1 yes, very worried
yes, worried
— - 3 maybe / maybe not
:.»fl!-..-V
4 no, not worried
5 no, not worried at all
6 1 do not know

(002)
(007)
(038)
(027)
(003)

......
->',•-;•©->
"

1
2
4
5
6

yes, very worried
yes, worried
no, not worried
no, not worried at all
I do not know

Are you worried by some other things?

•
v v ' i - f ^ v o ; -J
'.-•'-•-jr--

,-

If so, you can write them down here. (11.3% N=51)
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Are you worried by this information about the possible diagnosis of your
complaint?
02.3%
08.1%
44.2%
31.4%
03.5%

11

(002)
(005)
(008)
(042)
(028)
(001)

_

.

We would like to ask you some questions about complaints in general.

Have you ever thought that, for particular complaints, your GP could not
help you and that nevertheless you still consulted the GP about your complaint?
21.9% (173)
66.5% (526)
11.6% (092)

1 yes
2 no, continue with question 3!
3 I do not know, continue with question 31

If so, can you describe these complaints briefly? (21.9% N= 173)

.,, ,
; •

Can you circle in the following list why you DID consult the GP after all?
Vou can g/Ve more fnan one answer/
ID/D consult the GP because:
12.1% (054)
04.9% (022)
17.9% (080)
21.0% (094)
08.3% (037)
01.1 % (005)
00.9% (004)
02.9% (013)
10.1 % (045)
12.5% (056)
08.3% (037)

1
2
3
4
5
6
7
8
9
10
11

'

'••' "''••

'

"

"''""'

I thought the complaint was serious
I thought the complaint did concern a serious disease
I needed more information about the complaint
I could not treat the complaint by myself
other persons advised me to consult the GP
someone, with the same complaint, consulted the GP
someone, with the same complaint, was treated by the GP
I heard, saw, or read something about the complaint
I thought the GP could remove my uncertainty
I wanted to be reassured by my GP
other

Have you ever thought that, for particular complaints, your GP could help you
but that nevertheless you decided NOT to consult the GP about this complaint?
16.6% (131)
69.5% (550)
13.9% (110)

1 yes
2 no, continue on page 22!
3 I do not know, continue on page 22!

If so, can you describe these complaints briefly? (16.6% N= 131)
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4

Can you circle in the following list why you did NOT consult the GP after all?
Voi/ can g/Ve more than one answer/
I did A/OTconsult the GP because:
21.6%
07.4%
08.3%
23.8%
00.0%
01.5%
00.6%
02.2%
12.0%
14.2%
08.3%

(070)
(024)
(027)
(077)
(000)
(005)
(002)
(007)
(039)
(046)
(027)

1
2
3
4
5
6
7
8
9
10
11

• - - s ---•
,--;.

I thought the complaint was not
I thought the complaint did not concern a serious disease
I had enough information about the
I could treat the complaint by
*^ 5-^^ f?ga-.** S;,
other persons advised me not to consult the
someone, with the same complaint, did not consult the GP
someone, with the same complaint, was not treated
I heard, saw, or read something about this
I was not uncertain about my
I was not anxious about my
other

For this study we need some general background information.
You can circle your answer and where possible describe the answer on the dotted line.
1

For how long have you been consulting the same GP?
± . . months o r . , year05.8%
29.3%
20.0%
26.8%
18.2%

2

(044)
'•"•••
(224)
;
(153) •-''
(205)
(139)

< 1 year
1 - 5years
* 6-10years
11 -20 years
> 20 years

..".
"""'

'
" ,

.
\;'V
/":.;

'.,."
" ' ""
"' i:
^/

How often did you consult the GP last year? (including home calls)?

± . . times03.8%
70.8%
18.4%
07.0%
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(Missing N= 26)

(029)
(544)
(141)
(054)

(Missing N=23)
otimes
' 1 - 5times
6 - 1 0 times
•:•••/:-•
>iotimes
-•'

_.
"
"

'

::^:;;r'
^

^ « i - ^ ^ ^ a t < ' ^ . r t ^

When did you last consult the GP? (or when did the GP last visit you at home?)
•-I _K£ik V

± . . day(s) or .. weeks or .. months ago.
25.1%
16.4%
29.9%
22.2%
06.5%

(190)
(124)
(226)
(168)
(049)

*—if;

(Missing N = 34)

<1week
£iweek
- < 2 weeks
> 2 weeks - < 3 months
> 3 m o n t h s - < 1 year
>1 year
;gg,f rff « , . . _ .

'

.......
-,0t:>fM'3€f
ifcf;*£>i
vOOOt ,;#* ^
•'£•':> •";'

Do you feel healthy, compared to other persons of the same age?
10.0%
44.0%
26.0%
09.5%
01.4%
09.1%

(079)
(348)
(206)
(075)
(011)
(072)

'

1
2
3
4
5
6

yes, very healthy
"' yes, healthy
maybe / maybe not
no, unhealthy
no, very unhealthy
I do not know

,

^

<
-

What do you do first when you are not feeling too well?
Vou can g/Ve more fnan one answer/
08.8%
37.7%
16.7%
11.3%
05.8%

(114)
(489)
(216)
(146)
(075)

14.6% (189)
01.7% (022)
03.5% (045)

:•:•'

1
2
3
4
5

*-• * *•••;-«<?

nothing
wait until it disappears by itself
use home remedies
buy medicine over the counter
discuss it with other persons

6 consult the GP about
7 visit alternative medicine
8 other

,<•. • > ^ . M
.,»- ; ^.-,.-..•,
.-.... \ .: - i;
,?,»j; . , ,'u
i^fU;''^
^"''-rtK'
L•'_•/') j * £ !'•;
'
---•.•-

.. Are you male or female?
40.6%

(321)

59.4% (470)

1 male

•'"-•» * ^ - ' - '

>

----->~

••;-•-<•

-^

2 female
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What is your age?
..

year

25.0%
21.3%
19.9%
14.3%
11.4%
08.1%
8

; ;„.»-,-,i,- «?.! ™, - •?.

r'j-"'^'"^!',:* *<"' •'"'^"

(198)
(168)
(158)
(113)
(090)
(064)

.

<
>
' >
! >
„
>
2;

25 year
25-35 year
3 6 - 4 5 year
4 6 - 5 5 year
5 6 - 6 5 year
65 year

What is your marital status?
(Missing N=1)
25.3%
04.9%
60.5%
04.8%
04.4%

9

• -^ - • -'•'

2 living with someone
3

m a r r i e d

•

''--''

4 widowed

••'-;•

5 divorced

• •-

~ •- '

-'•

''

^

<A. •

—

' ''•'

''

-• • • ' • > ' • • '

/;

v;1

—

(002)
(113)
(179)
(153)
(042)
(159)
(046)
(082)
(015)
(000)

1 none
2 elementary school

• '

3 lower vocational training
4 lower secondary schools
•'••-'

•'

••••-

••-

5 secondary schools

6 secondary vocational training
7 high school

•
'•-

-;

8 higher vocational training
9 college

'•'•• •'' ••'• • '
•"-•'• ' " ' •"

>

10 other,

What is your occupation at this moment?
25.4%
03.0%
12.1%
35.4%
08.8%
01.4%
01.0%
05.7%
07.1%
00.0%
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1 unmarried

,..

What is your highest education?
00.3%
14.3%
22.6%
19.3%
05.3%
20.1%
05.8%
10.4%
01.9%
00.0%

10

(200)
(039)
(478)
(038)
(035)

(201)
(024)
(096)
(280)
(070)
(011)
(008)
(045)
(056)
(000)

1
2
3
4
5
6
7
8
9
10

housewife / houseman
' ^ " •'-'"^ •-'••
voluntary work
- student
full time job (paid)
part time job (paid)
registered for employment, for less than one year
registered for employment, fpr more than one year
disabled
retired
other

11

What is your insurance?
70.9%
29.1%

12

(558)
(229)

1 public
2 private

What is your net income per month (including the income of your partner)?
(Missing N=133)
10.3%
16.4%
22.0%
18.2%
08.5%
08.1%
06.8%
09.6%

13

(068)
(108)
(145)
(120)
(056)
(053)
(045)
(063)

"
V

,

1
2
3
4
5
6
7
8

less than / 1000
between / 1000 and /
between / 1500 and /
between / 2000 and /
between / 2500 and /
between / 3000 and /
between / 3500 and /
more than / 4000

1500
2000
2500
3000
3500
4000

When did you fill in this questionnaire?
D a t e : . . - . . - . . . .

This was the last question.
Can you check all questions?
Did you fill in the questions you had to answer?
Did you not miss a page by accident?
Did you fill in today's date?
You can use the enclosed envelope to send back this questionnaire.
You do not need a stamp and it can put in every post box.
You will be a great help in our study if you fill in and send back this questionnaire as
well.

MANY THANKS
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