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ABSTRACT

This study examined patient behavior in the emergency department
and trained physicians to respond to that behavior. It demonstrated that
physicians can increase patient satisfaction by responding to the thoughts,
feelings and actions which the patients are experiencing. The literature
provided variables for patient satisfaction and physician counseling
techniques. These variables provided the base for a Patient Satisfaction
Inventory (PSI) and a training module for the physicians.

Patient behavior was evaluated through the clinical Thinking,
Feeling and Acting interview, given to patients, before and after each
patient was seen by the physician. This information was then provided to
the physicians. For half of the patients, physicians responded according to
patients thinking, feeling and acting components of behavior. For the
others, physicians received no information other than the generic summary
card summarizing thoughts, feeliﬁgs and actions of the patients as a group.
The PSI was completed by all patients after discharge from the emergency
department. Pre and post training scores were compared on the PSI to
determine if there was a difference in patient satisfaction.

An increase in patient satisfaction was experienced after the

physicians were trained to purposefully respond to patient behavior. On



the PSI, patients perceived greater compassion, understood and
communicated with the physician better, and perceived more accurate
diagnoses and treatments. These increases in patient satisfaction were
significant (p<.01) regardless of whether the physician had the actual
patient information from the clinical TFA interview or just the generic
summary. The physicians seemed to become sensitized to the patients
needs by organizing the data they already had about the patients.
Implications for the counseling field and training physicians to better serve

their patients were discussed.
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CHAPTER 1

Development of the Problem

Introduction

One of the most successful television shows of the past several years
is the fast paced RESCUE 911. It offers action, happy endings, and, best
of all, true stories that could happen to any of us. The viewer gets
absorbed by the unusual circumstances surrounding terrible experiences for
otherwise average people. The behavior exhibited by those in crisis is so
foreign to our everyday lives that it makes good entertainment. These
feelings, thoughts and actions also provide us with good study.

Behavior under stress when anxiety levels are at their peak is a
poorly understood phenomenon. People do strange things when thinking is
clouded by an adrenaline rush or fear completely overwhelms them.
Acting differently from the way they normally do makes them quite
unpredictable. We come to expect people to behave in certain ways and
we run into problems when we try to guess the cause of unusual changes.

As the television show points out an emergency situation changes all of
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these predictable responses making it very difficult for the emergency
department personnel in a hospital setting.

We do not understand well enough how severe pain and fear affect
the actions of those experiencing them. People act differently from one
another in normal circumstances causing difficulties for those trying to
assist them. These differences are greatly magnified and less
understandable during a crisis. One of the biggest problems for emergency
physicians is obtaining a complete and accurate history from stressed
individuals to identify the best diagnosis and treatment. The professionals
are taught that they have to rely on their ability to judge the condition of
the patient in order to ascertain the efficacy of the history. If they are
fortunate, there is another person with the patient to give more
information. But how well can that person describe the feelings, thoughts
and actions of another? As a result of these shortcomings, traditionally,
physical treatment has been emphasized and emotional issues ignored or
given second place. Clearly, there are times in these stressful conditions
when emotional issues should be given priority. Better understanding of
the needs of the person experiencing varying emotions would help take the

guesswork out of care in the emergency department.



In addition, it is obvious that no matter how good the physical care
given in the emergency room, if the patient does not believe in the
physician's power to cure, the results are less than optimal. The patient
must trust the physician in order to obtain the full therapeutic effect of the
treatment. Even though physicians may be technically expert, they must
communicate their knowledge and concern in a way that a patient can
understand.

This question of how to build patient trust has been addressed back
and forth in medical literature for years. Different techniques are offered,
but little information is available for determining what techniques to use
for each patient. In addition, almost all of these techniques are either
action or cognitively oriented offering little to the emergency situation
where feelings play a great role in the patient's perception. However, the
field of counseling already claims techniques for dealing with feelings as
well as other behaviors. In addition, recently this field has been exploring
which clients need which techniques. Consequently, counseling now has
some possible answers for these medical incertitudes.

Lately counselors are most often using eclectic approaches to
therapy. They have a large assortment of methods to choose from and are

learning to use all of them in their efforts to better meet individual needs.
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Research is ongoing to develop assessment tools to expedite the process of
determining the best choice of techniques for each client. This information
could prove useful to the helpers in the emergency department. Physicians
can be trained to more ¢ffective1y communicate and build the patient's
trust by addressing all the behavioral dimensions of each patient. The
counseling work helps to organize the mechanics for the physicians and

other helpers.

Problem Statement

The problem of this study was to improve patient-physician

communication and relationship.

Purposes

The purpose of this study was to compare the pre and post patient

satisfaction scores of patients treated by the physicians before and after



those physicians have received training in interpersonal interaction in
patient assessment and treatment.

In addition, the following purposes were addressed by the study:

1) Synthesized the extant literature in emergency room patient
satisfaction and counseling related to: a) patient satisfaction, b)
malpractice, ¢) medical education, d) patient-physician communication,
and e) patient-physician relationship. Patient-physician communication is
different from patient-physician relationship in that the former refers
generally to the clarity of and completeness of physician communication
and the latter to the level of understanding and comfort which the patient
feels from the physician.

2) Designed a literature and research based training module for
emergency room physicians that identified appropriate responses to
patients based on their situational emotional needs. The responses that
are currently acknowledged in the field were identified. Those areas of
patient need which are only sparsely examined or ignored were uncovered.

3) Identified the sex, age, admitting and discharge diagnosis, socio-

economic level and TFA patterns of the subjects involved in the study.



4) Identified the emergency room situational behavioral orientation
of some of the patients by administering the clinical TFA assessment prior
to their being seen by the physician.

5) Developed a Patient Satisfaction Inventory (PSI). These PSI
variables were identified in the literature and organized in terms of desired
outcomes for the patient.

6) Determined the satisfaction experienced by each patient by
administering this Patient Satisfaction Inventory. Physician response and
competence variables were primarily addressed in the tool.

7) Evaluated the physicians response to training. This evaluation
was done through feedback from nursing staff, researcher observations and
physician feedback.

8) Compared the differences between the patient satisfaction scores,
sex, age, admitting and discharge diagnoses, socio-economic level, and TFA

pattern before and after the physicians training.



Research Questions

The following research questions were addressed:

1) What does the literature say about the relationship between
patient satisfaction and physician responses?

The literature was examined according to the following categories:
patient satisfaction, malpractice, medical education, physician-patient
communication, and physician-patient relationship.

2) What patient responses were considered representative in the
literature and research of the thinking, feeling and acting orientations?

3) What were the variables outlined in the literature which
determine patient satisfaction?

These were used to develop the Patient Satisfaction Inventory.

4) Was the Patieht Satisfaction Inventory developed from the
literature valid and reliable?

Validity and reliability of the PSI was determined by a group of
judges in a pilot study.

5) How did patient satisfaction on the PSI compare for pre and post

training groups?



6) Was there a Hawthorne effect in giving the clinical TFA
interview to one group of patients and not another?

7) What was the overall effect of training the physicians on patient
satisfaction?

8) Was there a difference in patient satisfaction after training the
physicians if the physicians had the results of a patient's clinical TFA
interview compared to having only a generic summary of the thoughts,
feelings and actions of the patients in the first group?

9) What were the characteristics of the patients in the study?

10) Was there a difference between the patient satisfaction scores in
relation to the different characteristics of the patients?

11) What were the TFA patterns of the physicians?

Definitions

The following deﬁnitions provided a common language in order to

understand this study:



1) "Emergency room patient" for this study was any patient who is
seen in the emergency room for any illness or injury who was able to talk-

coherently to the nurses and doctors.

2) "Patient behavior" was defined as the measure of behavior
obtained on the TFA clinical interview which consisted of:
a) a TFA triad on which patient behavior is plotted
(Appendix A) and
b) specific behavior referents to the patient's thoughts,
feelings and actions in the emergency room situation

(Appendix A).

Assumptions

The following assumptions provided the starting point of this study:

1) The Hutchins Behavior Inventory and the clinical TFA interview

were appropriate instruments for physicians and patients.



2) The nurses, physicians, and other helpers participating in this
study desired to help the patients they were treating.
3) The patients participating in this study desired to get better and

actively volunteered to help in the research.

Delimitations

The following delimitations applied to this study:

1) Patient satisfaction was primarily determined by the data
collected from the PSI inventory. Other information such as extraneous
comments or suggestions by the staff as well as the patients were included
in the discussion section of the results.

2) The population consisted of rural, small town Virginia dwellers.
Those who could not read or understand the Patient Satisfaction Inventory
were given the test verbaliy with some explanation.

3) Only admitting and discharge diagnosis, sex, age, socio-economic
level and TFA pattern were looked at as patient characteristics.

4) The type of emergency delimited the population that was used in

the study. Unresponsive patients who in the opinion of the nurses were
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too injured to participate and those who did not give their consent were
excluded.

5) The particular physicians which were involved in the study were
very good practitioners. Their possibly above average expertise may have
prevented the results from being as definitive as if we used some of their
more typical counterparts. At the same time, they were very open to the
idea of improving in this area so their efforts may have been greater than
average as well.

6) Emergency room patients were the only population looked at in
the study. The results may be applicable to other areas, but emergency

was the focus here.

Limitations

The following limitations served to identify the necessarily weak
spots of the study which affected the ability to generalize the results:

1) The population being rural Virginians was skewed in favor of the
illnesses and accidents seen in this area. In addition, this small group may

have caused a weakness in that the population may have used similar
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coping mechanisms to deal with their stress. This fact may conceal a
significant interaction effect between the patient characteristics.

2) Only discharge diagnosis, sex, age, socio-economic level and TFA
pattern were looked at as patient characteristics. Other characteristics may
have interfered with some of the data.

3) The time frame was limited by length and season of the year.
This limitation may have skewed the results in favor of some diagnoses to
the neglect of others.

4) This was an action based study and, as such, has weaknesses in
the areas of external validity and reliability. The ability to generalize it to

other situations can only be proposed not proven.

Organization of the Study

This study was organized into five chapters. Chapter One included
the introduction, the problem, purpose and research questions, significance
of the study, definitions, assumptions, delimitations and limitations.
Chapter Two reviewed Qf the pertinent literature. Chapter Three

described the methodology and the procedures used in the study. Chapter

12



Four presented the findings. Chapter Five included the discussion,

conclusions, implications and recommendations for future work in the area.

Need For This Study

Medical costs keep skyrocketing each year. Our economy is
straining under the severe shock hospital care continues to give us. Many
alternatives are being examined. Mandatory insurance, socialized
medicine, severe limitations on hospital stays and outpatient treatments to
name a few. But none of these solutions addresses part of the real
problem, that of increasing patient responsibility. As medical costs
increase, patient controi decreases. As new, innovative, more technical
procedures are performed, patient input becomes less and less important.
However, this can lead to greater malpractice claims as patient cues are
misinterpreted or missed altogether. These costs are then absorbed by the
consumer again. Jones, Barge, Steffy, Fay, Kunz and Wuebker (1985)
point out that the number of malpractice claims has increased from a rate
of 11.3 per 100 physicians in 1981 to 17.8 per 100 in 1985, a 57% increase

in 5 years. Payment for medical malpractice claims were estimated at
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nearly one billion dollars for the year 1985, an increase of over 300% from
1981. If better health care is not need enough for this study, decreased
malpractice costs is. However, the biggest need for the study from the
standpoint of counseling is in the experience and data that expanding into
the medical field will provide. The techniques form the field of counseling
can be modified to be useful in the world of medicine to a much higher
degree than is currently being done.

This part of the paper first shows that malpractice as well as good
patient care is a major concern in the medical field. Second, it examines
the benefits that this study brings to the solution of these problems.
Finally, the advantages to the field of counseling are investigated.

The emergency room is a primary source of these soaring increases
particularly through malpractice suits. The level of stress is usually
abnormally high here. Stress has been shown to be a major factor in the
number of malpractice suits both in the short run and over a long period of
time (Jones, Barge, Steffy, Fay, Kunz & Wuebker, 1985). One of the
things that breaks down under stressful conditions is physician-patient
communication. This is one of the major risk factors associated with
claims against physicians (Valente, Antiltz, Boyd & Troisi, 1988) (Hickson,

Clayton, Githens & Sloan, 1992). Getting more information from the

14



patient about their emotional as well as physical condition would help
increase the level of communication. The increasing malpractice, high
level of stress and special need for efficient patient data collection and
physician response make the emergency room an ideal place for a study on
patient- physician communication leading to patient satisfaction to begin.

The Thinking/Feeling/Acting (TFA) model (which included the
HBI and TFA clinical assessment) was used to provide a framework for
such methodology in this study. The TFA model provides information
about patient's behavioral orientations and needs in the emergency
situation. This knowledge enables the physician to react to their behavior
in an efficient manner, not losing any patient participation because of
"inappropriate” functioning which the physician does not expect or is not
prepared to handle.

For example, most patients in severe pain are feeling oriented in
their behavior. However, the desensitized physicians often do not realize it
and forget to address the feeling the patients have about pain. They then
often miss great opportunities to enlist the patients help in discovering and
alleviating the pain. If the physicians are directed by the patient behavior

they can give thorough cxplanations if the patient is thinking oriented or go
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right into aggressive physical treatment if the patient shows an action
orientation.

Once established in the emergency room, these techniques may be
applied to other areas of medicine. Surgeons can use them to know how
to assuage the fears and anxieties that can complicate operations. Family
practitioners are in a situation to go beyond the initial benefits derived
from the model. After first joining with their patients by treating them
with communication techniques that match their behavioral orientation,
they can then incorporate more counseling theory into their relationship
because of the amount of time they get with their patients. In counseling,
after trust is established the therapist then goes on to encourage movement
into the other areas of behavior when this movement will enhance problem
solving skills. Family pﬁysicians could learn to do this either by themselves
or in conjunction with a counselor who understands the methodology.

Counselors can benefit directly from this study as well. The skills of
using this approach of organizing techniques according to behavioral
orientation of the client have been tested even further than before and can
be generalized into the whole different area of medicine. This
generalization opens up a new domain for counselors to expand. Jobs can

be created in the training of physicians by counselors in these techniques.
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Referrals to counselors can be increased as the medical personnel becomes
more aware of how patient's emotions affect their physical health.
Emergency departments may add an additional specialist to their staff, the
counselor, to make sure that the model is utilized to its fullest. The
possibilities are unlimited.

In summary, this study may begin to solve a serious malpractice
problem in the medical setting by incorporating already known counseling
techniques effectively into the volatile situation existing in the emergency
department. Patient investment must be maximized in order to provide
adequate care. Blocks must be avoided, defensiveness circumvented.
Using the TFA model may be the best answer for getting better
information about the patients and training the physicians to join with their
patients. Trust will be immediately encouraged and patients will be more
motivated to work for health. Counseling is reinforced as an efficient and

essential task for the well being of the patient.
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CHAPTER 2

Background of the Problem

A problem in emergency care is the dehumanization of the patient
which exists in the emergency department (McLeer, Anwar, Herman &
Magquiling (1989)). The process seems to ask patients to conform to a
certain set of "acceptable" behaviors rather than acknowledge the wide
range of patient experience affecting the outcome of their disorder.
Patients are expected to behave calmly and rationally and in their best
interests. However, in a crisis, many people behave irrationally and give
faulty information. Valente, Antilitz, Boyd, and Troisi (1988) cite the
challenge of today's doctor to balance scientific solutions to the treatment
of the disease processes with humane and caring approaches to the
treatment of human illness. Without physicians having these special skills,
the patients may be mistreated and, consequently, be very dissatisfied.

The intent of this part of the paper is to show that the literature
supported the execution of this study. The literature was searched for
reasons to better the patient-physician relationship as well as ways to
actually improve it. First, patient satisfaction was examined to identify the

important variables in determining a positive outcome between physician
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and patient. These variables were analyzed to determine what issues were
related. Second, assuming that there is a relationship between good
physician-patient communication and relationship and good patient
satisfaction, the malpractice literature was summarized to examine the
importance of good patient satisfaction in the prevention of malpractice
suits. Third, as further justification for exploring ways to improve patient-
physician communication, the medical education literature was examined to
see what variables are important in training physicians. Then, counseling
techniques that were emphasized in the training programs were identified
to begin to find the ways to improve the physician-patient relationship.
Fourth, an examination of the physician-patient communication and
relationship material identified the counseling techniques used to further
understand how physicians are to acquire the necessary skills for a positive
relationship between the patient and physician. Finally, the counseling
literature provided an effective way to categorize the patient and physician
behaviors and techniques throughout the exploration. This grouping was
especially helpful at the end where patient behavior was defined for use in
the physician training program.

The variables found in the literature were grouped into patient

thinking, feeling or acting behaviors and physician thinking, feeling or
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acting behaviors. If the behaviors included in the variables had a cognitive
component they were grouped under thinking. If the variable expressed or
created feelings it was included under feeling oriented behaviors. If the
behavior of the variable included any action needed by the patients or
physicians it was included under acting oriented.

The outcome of this review was that quality communication and
relationships between physicians and patients are necessary for good
patient satisfaction. These variables are important in the prevention of
malpractice as well. This review led to using counseling techniques in the
training of physicians to improve these areas after organizing them

according to model taken also from the counseling field.

Patient Satisfaction

Table 1 was constructed from an initial sampling of the literature
from both Med Line (mostly 1980-1992) and Psych Lit (1980-1992). The
variables identified forﬁed the basis for the Patient Satisfaction Inventory
(PSI). All of the variables that were under the control of the physician

were included.
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The variables are categorized according to thinking, feeling or acting
behaviors required on the part of the patient or the physician. This
categorization comes from the work of Hutchins (1984) and provides the
framework for analyzing which counseling techniques are most helpful to
the physicians. Also, this categorization is extremely helpful in identifying
the types of behaviors physicians may encounter.

It is clear from this brief overview of the literature on patient
satisfaction that physician communication skills and the physician-patient
relationship are significant variables in ensuring a positive outcome. In
fact, they are related to almost every variable mentioned in every study
cited, except the ones pertaining to organizational structures. Individual
doctors can do little about such organizational structures in their day to day
practice so this study did not deal with this variable. However, doctors can
control their ability to relate effectively to their patients.

According to the two studies reported in Table 1, it is important for
the physician to consider three behaviors in order to address patient
satisfaction. Looking at this table, in regards to physician behavior,
thinking and feeling are of almost equal importance with acting behaviors
way ahead. It is interesting to note that physician actions were almost

three times as important as patients actions in determining patient
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satisfaction. The way that the patients think and feel are as important as
the doctors. However, their actions do not seem to have much to do with
their satisfaction. A weak spot in the literature may exist in that much of it
focuses only on what the physician can do and does little to incorporate the
patient into the healing process. Not addressing patient behavior is a
mistake that Speedling and Rose (1985), Lochman (1983) and even as far
back as Leary (1957), warn against. Leary (1957) was included here
because several other studies cited it as the original patient satisfaction
work. Kincey, Bradshaw and Ley (1975) also deserved mentioning as this
study was one of the most comprehensive and was frequently cited, as well.
Patients may have different expectations than the physicians for
diagnosis and treatment that are not communicated (Lochman, 1983). If
these expectations are not addressed, according to counseling theory
(Hutchins 1984), an atmosphere for mistrust might be created. These
variables take on an even greater significance when viewed in light of

malpractice risk management.
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Malpractice

The review of the literature for the variables that lead to
malpractice revealed many of the same problem areas. Table 2 analyzes
this literature in the same manner. The patients do not often have an
accurate idea of how good the care was that they received. They only have
their perceptions of how competent the physician seemed to them and how
important they seemed to the physician. They often sue based on these
perceptions. Miscommunication seems to be a big problem area in (a) not
understanding the patient well enough so that misdiagnosis occurs; and in
(b) the patient not understanding the treatment methodology and,
therefore, not complying properly. The data for Table 2 was taken from a
Med Line search, (1980-1992) as well as from the pamphlets circulated
among physicians by the insurance companies dealing with how to reduce
the chance of malpractice.

All of the important variables discussed in these articles are related
to physician-patient communication or to their relationship. These are key
issues cited in the literature as problem areas that need solutions. All of
the misdirected medications and treatments, improper management of

patients, stress in the medical environment, etc. are at least partially caused
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by poor communication resulting in poor relationships. Clearly ways of
developing better physician-patient communication would lead to better
relationship, higher patient satisfaction and lower malpractice suits.

The totals at the bottom of Table 2 are rough indicators that the
burden of the responsibility for reducing malpractice is on the physician. It
makes“more sense here than in the patient satisfaction category, however it
might be the case even here that not enough emphasis is placed on the
patient's responsibility. The thoughts, feelings and actions described for
the patients resulted primarily in response to the actions of the physicians
according to the literature. If the patients were to express their
expectations and needs to the doctors, it would be easier to evaluate and
treat the problems with fewer misses and more efficient initial diagnoses.
It is interesting to note that the patients are primarily feeling oriented and
the suggested responses by the physician are primarily thinking and acting
oriented. Using cognitive and action oriented responses to patients who
are feeling oriented is contrary to counseling theory (Hutchins, 1984)
which states that initially joining with a client at the same behavioral
orientation will increase trust which is a primary problem in malpractice

cases.
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Medical Education

Medical educators are aware of the need to improve
communication. There Vhave been various attempts at training future
physicians in counseling techniques in order to enhance communication
and relationship. Puckett, Graham, Pounds, and Nash (1989) describe the
Duke University program for integrating ethics and human values into
medical education. In order to respond to a widespread need to humanize
the process of medical education, Duke has incorporated this four-year
program utilizing cognitive and affective approaches. The base of the
program is the establishment of direct and continuing relationships
between the four advisory deans and their medical advisers. The
curriculum includes efforts to help students manage stress, become more
aware of the cultural and ethical dimensions in medicine and enhance their
consciousness of human values, thus making the medical study more
"student friendly." According to the article, only short range, subjective
observations are available to see whether or not it is working. However,
student morale seems to be higher when they are handling stress better and
taking a more active role in humanizing their educational experience.

They have examined their own ideals and values and enter clerkships more
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aware of the ethical and human concerns in the practice of medicine. They
are, therefore, better equipped to develop good relationships with their
patients through better understanding of their needs and practiced
communication skills.

Falvo and Smith (1983) developed a patient perspective scale which
rated residents on how they did on behaviors which were important to the
patients. These behavibrs included the patients being informed about their
examination, treatment and physician listen to their concerns and take their
individual needs into consideration when prescribing treatment. All of
these behaviors promote communication and relationship.

Schoonover (1983) discuss the use of videotapes to teach
interpersonal skills to medical students. They feel that visual learning is
essential, as much of what is emphasized is body language and positioning
as well as voice tones and fluctuations. They start with social learning
theorists and proponents of the interpersonal school of psychology, but
then emphasize the need to individualize the training to the needs of each
of the students.

Levenkron (1987) developed a method to use patient instructors to
teach behavioral counseling skills to medical students at the University of

Rochester School of Medicine and Dentistry. They produced this exercise
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in response to the lack of preparation which physicians receive in
promoting modification of health-related patient behaviors. They found
that direct feedback from a patient instructor was more informative than
feedback from a professor on a videotaped interview. They focused on the
four areas of 1) relationship, 2) positive focus, 3) instigating change, and 4)
general technique. The standard sequence for the review consisted of a)
defining the criterion for the ideal response, b) describing the student's
response for the item under discussion, c) rephrasing the student's
responses to approximate the ideal criterion for the element, and d)
inviting the student's reSponses to approximate the ideal response in
his/her own words. All of these were taken from the University of
Rochester Risk Factor Interview Scale (URRFIS).

These examples show that the patient-physician communication and
relationship play an important role in medical education. There are still
some problem areas to be worked out. It is clear that most physicians feel
ill prepared to meet the expectations that are now being placed on them in
terms of 1) changing behaviors, 2) communicating with warmth and
respect, and 3) being technically perfect all the same time. Many of these

studies emphasize different counseling techniques for achieving these goals.
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All of the techniques make some difference, but none work for all

situations.

Patient-physician Communication and Relationship

Next the literature under patient-physician communication and
relationship was examined in order to categorize the different
recommended techniques into areas related to counseling skills. This
categorization helped to define the counseling techniques physicians should
learn to help them achieve these increase communication.

Since the approaches contained in the literature included all three
behavioral areas (as evidenced in Table 3 below), an eclectic approach to
categorization is necessary. In order to relate effectively to counseling
techniques as well as have a logical progression to the use of all of them,
an eclectic model must be incorporated. The two most useful choices in
this regard are the responsive therapy model (Gerber, 1986) and the
Thinking, Feeling, Acting approach of Hutchins (1984). The latter was
chosen in this case as it encompasses more of the techniques suggested out

of the medical literature contained in Table 3. Is also contains a good
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measurement tool, the Hutchins Behavior Inventory (HBI), to identify
which behavioral orientation the patients are given in a particular situation.
This tool was quite helpful later on in training the physicians.

Hutchins (1984) outlined approaches, cognitively, affectively, or
action oriented, that are appropriate for initially building trust with clients,
gaining trust and then later encouraging them to move on to more effective
ways of handling their problems. Counselors can decide which techniques
to use based on the information received from the client, as measured by
the Hutchins Behavior Inventory. It is this initial stage of joining with the
patients which is so important to the physician-patient relationship and
communication, especially in the emergency room where efficiency is highly
valued. Therefore, the techniques cited in the literature are categorized as
thinking, feeling or acting techniques or any combination of the three
according to the thinking, feeling or acting behaviors necessary to perform
each of the individual techniques listed in each article in Table 3. All of
these sources were taken from Med Line and Psych Lit 1980-1990.

It is obvious from this review of the literature that there is a greater
emphasis on cognitive or thinking oriented techniques for improving

physician-patient communication and relationship. This is not surprising
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considering that we are dealing with a field known for its deductive
reasoning prowess. However, more work needs to be done in the other
realms in order to be able to relate to all the patients needing care
whatever behavioral mode they are experiencing at the time.

The fact that Table 3 contains some work from the literature in all
of the behévioral orientations shows that all of these are being recognized
as important. Variables from all three areas for both patients and
physicians were identified.

Although not all of this literature pertains directly to the emergency
room situation, these physicians see a broad range of people. The
suggestions from other areas are, therefore, useful. Patient-physician
relationship and communication may need to be better addressed for the
emergency room as diagnoses may be missed here due to lack of
knowledge of the patient. Nahmais (1983) pointed out that emergency
room physicians and nurses are unable to judge accurately either the
degree or nature of a patient's psychological state. Wulsin (1988) showed
that depression and panic disorder showing up as atypical chest pain are
underdiagnosed in the emergency room. The skills contained in this review
of the literature may be needed in the emergency room as much as in any

other medical discipline.

43



Preliminary Summary of Behaviors and Techniques for Training Program

The patient behaviors discovered from this review of the literature
are listed here in a clearer form from which the training program was
developed. They are all from the sources listed in the tables above, but
are now categorized under the thinking, feeling and acting groups and
combined groups with examples in parentheses when appropriate. They
were incorporated directly into the training program along with the results

of the initial assessment of patients.
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Patient Behaviors

Thinking Thinking/Feeling

Knowledge of medications Perceived physician competence

Knowledge of condition Treatment length

Knowledge of treatments (How long will this take?)
Apprehension

Feeling Clarity of physician

Availability of physician Communication (I do not

Pain and discomfort understand/Confusion)

Anxiety Completeness of physician

Fear Communication

Physician communication Affiliation of physician

and attitude _ (Are they with me?/

(Do they calm or worsen fears Mistrust)

and anxieties?)
Interruption of opening statements
(He doesn't care-rejection)

Feeling/Acting
Physicians's control (I'm out of
control/What do I do?)

Acting
Quality of Physician communication

(Does it invite patient participation?)

Thinking/Feeling/Acting

Patient compliance- (I think they're OK, so I feel calm and I'll do what
they say.)

Patient's expectations- (I expected them to be knowledgeable or care or act
quickly.)

Encouraging patient participation in physician decision making

Quality of physician questioning/listening behaviors

Good patient/physician communication
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The basic problem that still existed, however, was how to get all of
these techniques into the emergency physicians' hands in a way that they
can utilize effectively. It was the thesis of this study that if the behavioral
data for each patient is given to the physicians after they have been trained
in appropriate intervention for all of these areas, they were able to more
effectively respond to the patients. This communication based on the
patient's behavioral orientation at the time may increase patient
satisfaction and reduce malpractice suits.

In summary, the problem, especially in the emergency room, is how
to improve patient-physician communication and relationship. The most
effective way to do that is to give the physicians the techniques, largely
borrowed from the field of counseling, and the means to know quickly

which are the most effective for which patients.
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CHAPTER 3

Methodology

The methodology used in this study is summarized here. Major
content included in the methodology include testing, pilot study, main

study, and physician training.

Intr ion

This is a practical action study, (Issac and Michael, 1987) with the
general purpose of developing new skills or new approaches and solving
problems with direct application to the medical setting. In particular, this
study attempted to determine if training emergency physicians to respond
to individual patients behavioral patterns affected the patients' satisfaction
with their care in the emergency room.

In developing a method for assessing the value of this training,
initial sample TFA behavior patterns were identified by administering the
Hutchins Behavior Inventory (HBI) to six associates of the researcher

(Appendix B). Then, the researcher developed a Patient Satisfaction

47



Inventory (PSI) (Appendix C) after reviewing the literature related to
patient satisfaction. Variables listed as important in increasing patient
satisfaction for any type of physician were grouped according to thinking,
feeling or acting behaviors on both the part of the physician and the
patient. The questions for the survey were developed from the variables.
Two methods evaluated the PSI. First, physicians professors and graduate
students in the field determined if the questions measured patient
satisfaction in an efficient and complete manner. Second, during a pilot
study, the researcher discussed results of a questionnaire with participating
patients to determine if the questions accurately and reliably measured
patient satisfaction.

A methodology development summary of this chapter appears as
Table 4. The table outlines the sequence of events, groups, treatment,

and purposes.
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A pilot study consisting of 20 patients, three or four from each
physician, determined the thinking, feeling and acting behavior of the
patients and established- a standard format for the researcher to follow.
The pilot study suggested possible results and helped to get the hospital
staff used to having the researcher around. Changes in the procedure for
the study were determined at that time.

First, patients gave consent to participate in the study. Second, they
divided by alternating numbers into the first pilot group (PA) or the second
pilot group (PB). Group PA received a clinical Thinking, Feeling, Acting
(TFA) assessment before they saw the physician. This was a situationally
based behavior assessment (Appendix D). Group PB did not complete the
clinical TFA assessment. The researcher then gave the revised Patient
Satisfaction Inventory (PSI). The results of these questionnaires helped to
predict what might be possible in the main study and to eliminate bugs
from the evaluation process but were not included in the study. All results
were coded by Group, physician, TFA or no TFA, and time of day to

protect patient confidentiality.
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Sample

For the main study, 100 patients were selected from a rural Virginia
hospital (city population: 8,000) as a control group. Participants were
divided equally into two groups (Group 1A and Group 1B). All patients
who presented themselv-es to the emergency department for treatment
during selected time periods of three to six hours each entered the study if
they were between the ages of 18 and 65 and if they were willing and able

to respond to the testing procedure.

Time Periods for Collection of Data

The 24 hour day was divided into four time periods for data
collection. Equal numbers of patients for each doctor were drawn from
these periods. The doctors' very erratic schedule determined the days data

could be collected.
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Consent Procedure

The researcher talked with patients to see if they were willing to
participate in the study after they had been evaluated initially by the
nurses. They signed a consent form with the following statements:

"Hello. My name is Betty Gillmore. I am doing a research study

here at the hospital to help me better understand how patients and

physicians communicate with one another. I know that you are not
feeling well but I was wondering if you could help me out" (for
groups 1A and 2-only:) "by answering a few questions for me now,
and" (for all groups:) "after you have seen the physician by filling
out a questionnaire for me which tells me how the doctor did. It
will only take a few minutes and should not hold you up when you
are ready to go."

The researcher explained confidentiality procedures and gave
further explanation that this was a doctoral dissertation out of Virginia
Tech to those who asked. The reason and age of any patients who refused
to participate in the study were recorded. In seven cases, the nurses
advised that patients were not responsive enough to participate. Three

patients did not participate due to extreme pain. Only responsive patients
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were approached. All willing patients able to answer the questions
participated even though some were intoxicated or drug seekers or were

upset with the doctors seemingly without cause.

Before Physician Training -- Control Groups

Patients who agreed to take part in the study were divided into two
equal groups with the toss of a coin. Group 1A received the clinical TFA
assessment (Appendix E) administered by the researcher. They all
received the following instructions:

"Your behavior is important in helping the doctors to diagnose and

treat you. Please help us by answering the following questions:"

1) "What are you thinking right now?"

2) "What are you feeling right now?"

3) "How are you acting right now?"

(For the following questions, the researcher restated

their thoughts, feelings and actions).
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4) "Between these thoughts, , and these feelings, ,
are you thinking more or feeling more or somewhere in the
middie?"
5) "Between these actions, , and these thoughts, ,
are you acting more or thinking more or somewhere in the middle?"
6) "Between these feelings, , and these actions, ,
are you feeling more or acting more or somewhere in the middle?"
The only question that the patients had trouble understanding was
the one about how they were acting. If they asked what that meant, the
researcher gave them an example of actions which other patients had
exhibited but which were unrelated to the actions of that particular patient.
After administration of the test, the researcher's contact with the
patients was limited to getting a blanket or drink for the patient if

requested and the nursing staff was busy.
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These patients were thanked for their consent and left alone by the
researcher until after the physician had seen them, except for getting the
same occasional blanket or drink as in Group 1A. This procedure enabled

the researcher to check for a Hawthorne effect of giving the clinical TFA.

Patient Satisfaction Inventory (PSI)

After patients from both groups had seen the doctor, while awaiting

final discharge from the nurse, the researcher administered the PSI.

Planning Physician Training

The TFA clinical assessment required the interviewer to determine
the TFA behavior pattern of each patient in Group 1A in the emergency
room situation. Actual thoughts, feelings, and actions of the patient were

learned through the researcher's questions. The assessment was
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situationally based at the time of admission to the emergency department.
Results of these interviews given to patients in Group 1A helped structure
the training module for physicians in the emergency room situation. The
thoughts, feelings and actions of these patients provided examples to use in
the training. A summary card was developed consisting of a laminated
sheet with these different thoughts, feelings and actions of the patients in
the first group listed by frequency (Appendix F) to be used as guidelines
when no specific patient information was given them before seeing the

patient.

Physician Training

Prior to training, physicians were also given the HBI to provide a
baseline for assessing change that occurred during training. After all the
data were collected from Group 1A and the physicians, the doctors were
trained to respond to their patients based on the knowledge of their
patients' thinking, feeling or acting orientation at the time. The
components of the training program were: a) a videotape of

approximately 40 minutes, made by the researcher, explaining and
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demonstrating the use of each of the thinking, feeling and acting behavior
categories and the techniques recommended for dealing with each one, b)
an individual session about 30 minutes in length between each physician
and the researcher which consisted of specific examples to be discussed and
role played c) a written test to measure the physician's ability to respond
correctly to the behavioral orientation of their patients, and d) personal
observations by the researcher on three patients for each physician to give

them feedback on how they were responding to the patients.

Videotape

The behavior to be included in the training came from the TFA
responses from Group 1A, as well as published research data. In
particular, Hutchins (1984) provided the framework for defining thinking,
feeling and acting behayioral orientations.

Hutchins says that the most successful counselors (or possibly
doctors) are those who can respond to any behavioral orientation. This

flexibility allows them to build trust initially with each unique client by
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responding to each in a manner that corresponds to that client's personal
orientations or preferences.

In order to clearly define each type of behavior for the physicians,
Hutchins' descriptions of the three primary behavioral orientations were
used in the training video (Appendix G) as well as specific examples of
each major orientation of the patients from Group 1. The video illustrated
techniques designed to build trust between the physician and the patient
for each behavior type. This trust building approach was essential because
the emergency physician rarely interacted with their patients beyond an
initial contact.

Specifically, the videotape consisted of the following parts:

1) Reviewing the research process and the expectations for the physician.
2) Applying the TFA approach to patient contact by giving physicians an
understanding of how to determine patient's behavior through the TFA
clinical assessment and then talking with patients in the manner suggested
by the patients' TFA preferences. The video emphasized exploring all
areas and then joining with the patient and through the patient's behavioral
orientation. 3) Joining with the patients. The video described the
following techniques and showed when each would be appropriate in

working with patients.
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a) With thinking oriented patients these methods were suggested:
Clearly state expectations of the patient
Identify irrational thoughts
Summarize pertinent information
Understand the worries of the patient
Understand the expectations of the patient
Use relaxation/mental Imagery
Repeatedly ask patients to ask questions
Identify barriers to communication
Have patient voluntarily choose course of treatment

Educate patient so that understanding is adequate

b) With feeling criented patients these methods were suggested:
Communicate at patient's level of understanding
Praise patient for some accomplishment
Show caring and concern through nonverbal language
Show the physician is on the patient's side
Express relief over problems not being as severe as expected
Agree with patients whenever possible

Be empathic by restating content and feeling
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Express positive regard for the patient
Examine own emotional response to patient

Talk about religion

¢) With acting oriented patients these were suggested:
Ask open ended questions
Develop # behavior program or contract
Ask for opinions, suggestions or help

Let patient give own treatment at own pace when possible

Individual Sessions

The individual sessions between researcher and physician consisted
of further examples of the behavioral orientations of patients and
appropriate responses, teaching through role playing, discussion and
clarification. Physicians learned what to do specifically with the clinical
TFA interview results. Also, each physician received a summary card
(Appendix F) which contained the key thinking, feeling and acting words or

phrases which had been identified from the TFA clinical responses of the
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first 100 patients. This card was near the physician at all times to give
him/her a place to start communication with the patient. For instance, if a
patient was feeling oriented, the physicians could look on the card, find out
that the primary feeling that patients have in the emergency room was
anxiety, and talk to the patient about his anxiety. If the patient denied
feeling anxious, the doctor could continue down the list of key feeling
words until an appropriate one was found. If none of the key words fit, the
physician at least opened the discussion up so that the patient could
respond with a specific feeling.

After the doctoré demonstrated verbally that they understood that
they were to explore all areas and then respond according to the most
dominant behavioral orientation, they took a written test to see if they
could write responses to the behavioral orientation of the patients in the

examples.
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Written Test

This written test,-given during the individual training phase,
consisted of four situations (Appendix H) which the physicians' read and
then responded to on their own. These situations included the TFA results
for the patients described in each situation, and the physicians had to be
able to interpret‘ these results. The researcher determined whether or not
the physician could identify the primary behavior orientation, and whether
or not all identified behaviors were discussed. All physicians completed
this exercise successfully as soon as they saw it could be incorporated into

their regular routine.

Researcher Observations

Within a week of the individual training session, the researcher
made observations of each physician's interaction with three patients. The
researcher obtained consent from the patients and administered the clinical
TFA. Results of the interviews for two patients were given to physicians

before they saw the patients. Results of the third patient's interview were
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not given to the physician. In this case, the physician had only the generic
summary card. Then the researcher observed the interaction between the
patient and physician. Following this interaction, the researcher gave
feedback to the physicians as to how well they had explored all areas and
how responsive they were to the appropriate or dominant areas. The

researcher offered suggestions for improving the interview.

Following Physician Training

Experimental Groups

Another sample of 100 patients from the same hospital was selected
in the same manner as the experimental group. They also were divided
equally into two groups. In the first group (Group 2A), the patient's
behavior at the moment of admission to the emergency department was
assessed using the clinical TFA interview. The second group (Group 2B)
was also given the behavior questionnaire, but the results were not given to

the physician.
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The physicians received the information from Group 2A before they
saw the patients. They were expected to respond to these patients
according to their behavioral orientation with no changes to their medical
treatment plan. However, for Group 2B they had only the generic sample
card (Appendix F) developed from the results of the clinical TFA from
Group 1A. The physicians were expected to communicate with these
patients, beginning with the most likely or dominant orientation of the
patient and moving through all three behavioral areas.

After treatment, groups 2A and 2B were given the same Patient
Satisfaction Inventory as groups 1A and 1B. The difference in these scores
when the first group (1A and 1B) was compared to the second group (2A
and 2B) provided the measure of patient satisfaction. The following
comparisons were made between the results of the PSI to look for
differences in the results section:

A) Group 1A was compared to Group 1B to see if there was any
Hawthorne effect from the researcher giving extra attention to the patients
by administering the clinical TFA interview.

B) Group 1 (A and B) was compared to Group 2 (A and B) to see

if the physician training made a difference.
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C) Group 2A was compared to Group 2B to see if the behavioral
feedback itself makes a difference.

The characteristics such as sex, age, diagnosis before and after
treatment, TFA patterns, doctor seen and socioeconomic level of the
subjects used in the study were then examined to see if they had any
bearing on patient satisfaction. These characteristics were compared with
overall patient satisfaction. In addition, the physicians were given a follow
up HBI to see if any changes had occurred in their TFA patterns during

the study.
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CHAPTER 4

Presentation of Findings

Introduction

This chapter contains results of analysis of the data using the
Number Cruncher (NCSS) statistical package. The main analysis looked at
patient satisfaction differences between a) group 1A (who were given the
clinical TFA interview) and 1B (who were not given the clinical TFA
interview) in order to determine if there was a Hawthorne effect or not,
b) group 1 and 2, pre and post training groups to see if there was an
overall effect of the training of the physicians, and c¢) group 2A (the ones
whose results of the clinical TFA interview were given to the physicians)
and 2B (whose results of the clinical TFA interview were not given to the
physicians) to see if the information about each patient was important to
the physicians for treatment. Discussion about the characteristics of the
subjects is included to give an overview of the sample used. In addition,

TFA patterns of the physicians were explored.
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Data Collection

In collecting the data a minor problem occurred in that 24 patients
were mistakenly required to stay 5 minutes longer than others due to
nursing errors. However, there were no significant differences in the
patient satisfaction scores of these patients when compared to the rest of
the subjects used in the study. No other problems arose in working either

with emergency department physicians or patients.

Research Question 1

Was there a Hawthorne effect in giving the TFA clinical interview

to one group of patients and not the other?

Table S shows the difference between the patient satisfaction scores
on the question which asked, "Overall, how satisfied were you with the
treatment given by the physician”, for Group 1A (the group that was given

the clinical TFA interview) and Group 1B (the group that was not given
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Table 5

Mean OveraH Satisfaction Rating of Group 1A and 1B

Hawthorne Effect for Group #1

Two Sample T-Test Results
Group: TFA=1 TFA=2
Count- Mean 51 49

95% C.L. of Mean 5.242117 6.052001 5.408529 6.091471
STD.Dev.-Std.Error ~ 1.439771 .02016083 1.176001 .1697412

Ho: Diff=0 ----Equal Variances---- -- Unequal Variances--
T Value - Prob. -3882157  0.6987 -3905957  0.6970
Degrees of Freedom 98 98.03845
Diff-Std. Error -102941 2651645 -.102941 .2635488
95% C.L. of Diff. -.6292185 4233364 -.6260092 .4201271

F-ratio testing group variances 1.498896 °

" not significant
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the clinical TFA interview). There was a 16/100 chance that the
differences in patient satisfaction were due to group differences. That is
not a significant difference. It is fair to assume that since the only
difference between the first and second groups was in giving the clinical
TFA interview (Group 1A) or not giving the clinical TFA interview (Group
1B) that there was no Hawthorne effect due to the administration of the

clinical TFA.

Research Question 2

What was the overall effect of the training of the physicians?

Table 6 shows the results of the overall patient satisfaction scores
for Groups 1 (pre-training, control group) and 2 (post training,
experimental group) using ANOVA analysis. These data were taken from
the answers to question 16 on the Patient Satisfaction Inventory (PSI),
"Overall, how satisfied were you with the care given by the physician?"

It is clear from Table 6 that there was a significant improvement in

the patient satisfaction scores after the physicians were trained.
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Table 6

Analysis of Variance Report for Response Variable:

"Overall how satisfied were you with the care given by the physician?"

ANOVA Table for Response Variable: OVERALL

Source df SS MS F
A (Group) 1 35.28 35.28 27.96 °
Error 198 249.84 126.1818
Total 199 285.12

’ p < .0001
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Table 7 shows the results of ANOVA comparing the totaled patient
satisfaction scores on PSI questions 1 through 15 with groups 1 and 2.

Table 7 shows that patient satisfaction was definitely higher in
Group 2. On these two measures of patient satisfaction, ((a) the last
question of the survey on which patients rated their care overall, and (b) a
combination of the other 15 questions which had them rate their care on
specific variables identified in the literature) both showed a significant
(p<.01) improvement in patient satisfaction in Group 2 over Group 1.

Table 8 compares the patient satisfaction scores on a) overall
patient satisfaction with the physician's care and b) the doctor variables.
This table again shows that there was a significant improvement in patient
satisfaction scores (p.<.001) after the physician training. However, the
second main effect, which doctor was seen, was not significant. Therefore
it did not matter which physician was seen. The interaction between group
and physician was not significant either.

Table 9 shows the means and F-ratio values of the evaluative
questions on the PSI. It compares the scores before and after training for
each individual question contained in the PSI. It is interesting to note that

significant improvement was made on each and every item in the PSIL
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Table 7

Analysis of Variance Report for Response Variable:
Total of Scores on Questions 1-15,

Source df. SS MS F
A (Group) 1 7140.126 7140.126 5284 °
Error 198 26757.63 135.1395
Total 199 33897.75

’ p < .0001
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Table 8
Analysis of Variance Report for Response Variable:

"Qverall, How Satisfied Were You with the Care Given by the Physician?"

Source df SS MS F
A (Group) 1 34.72518 34.72518 2791°
B (Doctor) S. 6.593505 1.318701 1.06
AB 5 9.319202 1.865041 1.50
Error 188 233.9248 1.250919
Total 199 285.12

: p < .0001
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Research Question 3

Was there a difference in patient satisfaction after training the
physicians if the physicians had the results of a patient's clinical TFA
interview compared to having only a generic summary of the thoughts,

feelings and actions of the patients in Group 1?

Table 10 shows the patient satisfaction differences for the variable
“"overall how satisfied were you with the care the physician gave you", with
whether or not the physician had the results of the clinical TFA interview.
There was no significant difference (prob>F =0.6815) in the patient
satisfaction scores of the subjects of the second experimental group. This
group was divided into those (group 2A) whose physicians had the actual
clinical TFA results (from the researcher interview) or (group 2B) just the
summary of thoughts, feelings and actions taken from a compilation of the
behaviors of the first control group who were given the clinical TFA
interview. It did not matter whether or not the physicians had the actual

thoughts, feelings and actions for the subjects.
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Table 10

Overall patient satisfaction differences based on whether or not the

physician had the specific clinical TFA interview data for each patient.

Source df SS MS F
TFA(Yes/No) 1 2917185 2917185 0.17
Error 98 168.7083 1.721513

Total 99 169
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Research Question 4

What were the Characteristics of the subjects used in this study?

1. Age: The mean age for the subjects seen in the study was 33.41
years of age varying from 18-68 years of age. Table 15 (Appendix I) shows
the distribution. The mean (33.41 years), median (41.5 years) and mode
(20-21 years) were quite far apart indicating that the subjects were skewed
towards a younger population.

2. Sex: 86 out of the 200 subjects were males and 114 out of the 200
subjects were females.

3. Socio-economic Status: Socio-economic status was determined by

looking at both the educational level completed and employment status.
Table 11 shows the distribution of the educational status. The employment
status data showed that 118 out of 200 subjects (59%) were employed.
Students were considered employed. 82 out of 200 subjects (41%) were
unemployed. The data from Table 11 along with the employment status
data suggest that the majority were from the lower to lower-middle

socioeconomic group.
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Distribution of Educational Status

Table 11

Educational Level Completed

Grade School

High School

Two Years of College
Four Years of College

Graduate School

78

Count

36

109

22

10

PerCen

18.1

54.5

11.5

11.0

5.0



4, TFA triads: Table 12 shows the TFA triads or patterns of
patients in the study. This table shows that by far the most frequent TFA
triad was the Thinking Feeling triad with 42% belonging to that group.
Acting oriented and compartmental triads where the bipolar scores hit at
one extreme of all the behaviors were least characteristic (2%). The
Thinking, Feeling, Feeling Acting, Thinking Acting and Thinking Feeling

Acting triads had all about the same representation.

5. Diagnoses: Table 16 (Appendix J) presents the main diagnoses of
the subjects used in the study in the form of what the patient thought was
wrong before seeing the physicians and the physicians' diagnoses. The
most prominent diagnoses had to do with pain, trauma or virus type

illnesses.

6. Occupation: Table 13 shows the frequencies of the most
represented occupations of the patient subjects. These occupations confirm
the educational status and employed/unemployed data that the patient
subject group was primarily made up of the lower to lower middle income

socioeconomic group.
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Table 12

TFA Triads for Patient Subjects

TFA triad Count Percent
T-Thinking triad 18 12
F-Feeling triad 15 10
A-Acting triad 3 2
TF- Thinking, Feeling triad 63 42
FA-Feeling, Acting triad 24 16
TA- Thinking, Acting triad 12 8
TFA-Thinking,Feeling,Acting triad 12 8
Compartmental triad 3 2
Total 150 100
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Table 13

Occupational Frequencies of Patients

Occupation Frequency
None 33
Student 31
Factory Worker 29
Construction Worker 15
Housewife 14
Food Service Worker 11
Medical Assistant 7
Factory Supervisor 6
Maintenance Worker 6
Housekeeping Worker 5
Medicaid eligibility Worker 4
Office Manager 4
Nurse 4
Truck Driver 3
Railroad Technician 3
Office Worker 3
Farmer 2
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Research Question 5

Was there a difference between the patient satisfaction scores in

relation to the different characteristics of the patients?

The F-ratio and significance values of the patient satisfaction scores
for age, sex, education, employment and TFA triad are listed in Table 14.
There were no significant differences in the patient satisfaction scores
based on these characteristics. However, looking more closely there was a
significant difference (p<.01) when the most satisfied patients who had a
balanced TFA triad were compared to the least satisfied patients who had

a F triad.
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Table 14
Summary of Patient Satisfaction Differences According to:

Age, Sex, Education and Employment Status and TFA Pattern.

Variable F-Ratio Significant ?
Age 96 No
Sex 23 No
Ed Status 32 No
Currently Empioyed .89 No
TFA triad 37 No
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Research Question 6

What were the TFA patterns of the physicians?

Figure 1 presents the TFA patterns of the physicians before and
after training as derived from HBI scores of the physicians before the study
began and after it was finished.

Physicians 1, 2, 4 and 5 had essentially the same TFA pattern before
and after training. Physicians 3 and 6 had more of a shift. Physician 3
shifted from a greater emphasis on feeling to a more balanced TFA
pattern. Physician 6 shifted from a TFA pattern to one with a greater
emphasis on Action. However, none of these TFA Triad patterns is seen
as a significant shift. The most notable aspect of the TFA patterns of
these physicians is that all of them tend to reflect relatively equal attention
given to the patients' thoughts, feelings and actions.

Correlations were run on the Thinking, Feeling and Acting scores
before and after the study to see if these scores had a relationship to one
another. The correlation between Thinking scores before and after the
study was 0.5489, Feeling scores before and after was 0.7391 and Acting

scores before and after 0.7565.
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Physician #1 Physician #4

Figure 1 - TFA Patterns of Physicians Before and After Training
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CHAPTER 5

Discussion

This chapter summarizes the study, discusses findings, and presents
conclusions, implications and research options. The discussion section
focuses on each of the research questions. Conclusions evolve from
research results. Implications of the findings for counseling, medicine and
education are reviewed. Finally, the researcher suggests areas for future

study.

Summar y

This study determined whether training Emergency Department
physicians to communicate with their patients about the patient's thoughts,
feelings and actions would change patient satisfaction. Specifically,
research occurred in six stages (see Table 4): 1) HBI testing of the

physicians, 2) Pilot study, 3) Main study pretraining control group
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collection (Group 1), 4) Training of physicians, 5) Main study posttraining
experimental group collection (Group 2) and 6) HBI testing of physicians.

The study was theoretically grounded in the counseling literature
however, the patient satisfaction and communication literature developed
the evaluation materials. The TFA Model organized all of the different
modalities offered in the review of literature as well as accommodated all
the different behaviors of patients and physicians in the emergency
situation. This model provided a framework for analyzing patient behavior
as well as developing a training module.

To evaluate the effect of the physician training, the researcher
collected patient satisfaction ratings and characteristics before and after

training and compared them using a variety of methods.

Research Question 1

Results of the first research question indicated that there was no
Hawthorne effect in giving the TFA clinical interview to one group of
patients and not the other. There was no difference between group 1A,

members who were given the clinical TFA interview by the researcher and
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group 1B who were not interviewed. Any extra attention to the patients by
giving the clinical TFA interview did not measurably affect patient
satisfaction. Even though there was more individual contact for the
patients who spent time with the researcher, the questions asked by the
researcher may have been so unrelated to what the patients expected from
their visit to the emergency room that the extra time was not perceived as
meaning they received better care.

Another reason the Hawthorne effect was not noticed may have
been that the interview lasted, only about 5 minutes. This was possibly not
enough time for patients to feel that they had been treated any better than
the others. Every patient had some contact with the researcher, whether it
was the full five minute_interview or just the one minute consent
procedure. The time spent with the researcher, one vs. five minutes, made
no difference.

Thirdly, since the physicians did not know which patients had taken
the clinical TFA interview, this did not affect their treatment of these
patients. Patients saw no difference in the treatment received from the
physicians.

Finally, when the patients from group 1A (who received the clinical

TFA interview) first came into the Emergency Department they
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experienced various forms of new and different attention through the
nursing, clerical and physician staff. Therefore, the extra attention they
received from the researcher through the administration of the clinical

TFA did not seem out of the ordinary for what they expected.

Research Question 2

The second research question dealt with differences between the
patient satisfaction scores before and after physician training. There was a
significant improvement in the patient satisfaction scores after the physician
training. The training program worked possibly because:

1. It enabled the physicians to communicate with the patients about
all behavior (thoughts, feelings and actions) important to diagnosis and
treatment.

2. It taught the physicians how to be aware of the actual thoughts,
feelings and actions of their patients. In turn, this led to fewer
miscommunications or omissions so patients and physicians were not as

confused.
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3. It allowed the physicians to build trust with the patients more
effectively and break down fears that interfered with treatment.

4. The training program itself emphasized thinking, feeling, and
acting behavior dimensions of the physicians. The training videotape was
cognitively oriented, the individual session along with the vignettes were
feeling oriented and the observations of the physicians with actual patients
were action oriented. Different physicians grasped the concepts at
different times in the training process. All three behavioral areas were
covered which gave the doctors a chance to practice in the mode most
comfortable to them.

In summary, because of physicians increased awareness of thoughts,
feelings and actions, it is reasonable to assume that more relevant
dimensions of each patients behavior were explored. This could increase
the patients' impressions that the doctors were truly interested in their

personal welfare.
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Research Question 3

The third question dealt with whether or not it made a difference if
the physician had the actual thought, feeling and action pattern of each
individual patient or just the generic summary card (Appendix F) of the
thoughts, feeling and actions of the patients from the pretraining control
group (Group 1A).

The individual patient information did not seem to make a
difference. This is true possibly because the physicians were concentrating
on hitting all three behavioral areas and did not need the extra personal
information in order to respond to what the patient was describing. If a
patient were describing primarily thoughts, feelings or actions, physicians
had received training which helped them to attend more thoroughly to
these aspects of behavior. It is reasonable to assume that patients would
perceive the doctors' responses as being uniquely personal even with the
generic TFA guidelines. None of the physicians found this emphasis on
behavior to be cumbersome, lengthen the time with their patients or

change their method of diagnosis or treatment.
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Research Question 4

The fourth question addressed the demographic make-up of subjects
used in this study. Subjects tended to be fairly young (mean of 33.4 years
of age) which makes sense given the emergency department environment.
The emergency department treats a great deal of trauma and injury, which
is more likely to occur in a younger population. In fact, the diagnoses
discussed below show that indeed these problems predominated. It is very
likely that the age of this population was within a sample population out of
the normal distribution of patients who visit the Emergency Department.

The most frequent reasons that people came to the Emergency
Department were unexplained pain and trauma (58%). They wanted a) to
understand what was causing their pain and b) get relief from it. After
they saw the physicians, unexplained pain and trauma and further testing
were still the diagnoses »in only 13% of the subjects, indicating that in most
cases both goals had been achieved. Patients had a clearer understanding
of their problem in the form of a more accurate diagnosis.

The second most frequent type of diagnosis occurred in 26% of the
subjects who had a final diagnosis of some type of illness. In all cases, the

illness was specified after seeing the physician and no one was left just
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"sick". An interesting point is that no one came in feeling that they had
symptoms caused by stress; however, in four of the cases stress was
specified as the final diagnosis.

The sample was 43% male and 57% female. There was no reason
to assume that there were any differences between sexes since there was no
significant difference in the patient satisfaction scores of men vs. women.

The socio-economic status of the sample was determined by looking
at both the educational level achieved and the employment status. Over
72% received a high school education or lower. In addition, 42% of the
subjects seen in the Emergency Department were unemployed. In
collecting the data, students were considered unemployed. Adjusting the
percentage of unemployed subjects to account for the students brings the
percentage of unemployed subjects in this study to 25% - still much higher
than the unemployment rate of the area studied as reported by the Virginia
Employment Commission for 1990.

A reason for this high level of unemployed subjects may be that
unemployed patients and students generally do not have medical insurance.
Therefore, they often cdme to the emergency room rather than to private
physicians because they cannot be turned away based on an ability to pay.

This fact may have made it easier to please the ones who could not pay for
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the services. However, there was no significant difference in the patient
satisfaction scores of thé unemployed vs. the employed patients.

The most frequent TFA pattern of TF (Thinking-Feeling, 42%) may
indicate that many people feel that they cannot control what happens to
them when they come into the Emergency Department. These findings are
consistent with what the analysis of the patient satisfaction literature
revealed (see Table 1).

The most frequent thoughts that people had were about what was
wrong with them and how they came to be in the Emergency Department.
For example, they thought about how badly they were hurt or how ill they
were. They wondered why they had not been getting better. They wanted
to know what tests the doctors were going to perform or how much the
doctors were going to hurt them. They sometimes questioned whether the
doctors could really figure out what was wrong with them. In the
researcher's opinion after observing the physicians in this study and
reviewing the literature, these kinds of thoughts tend to be the most
typically explored through current medical procedures.

The most frequent feelings experienced by the subjects had to do
with the pain people felt and the fears and frustrations associated with the

pain. For example, they were hurting, afraid, upset, tense, in pain,
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overwhelmed by the pain and worried about how to get rid of the pain.
These feelings may tend to be not as well explored by physicians the way
they currently diagnose and treat. After the training, as observed by the
researcher, physicians in the study emphasized recognizing the emotional
part of the pain in ordef to treat patients more effectively. This emphasis
quite possibly was part of the explanation for the increase in patient
satisfaction.

The most frequent actions that patients reported had to do with the
tasks they had to perform in order to come to the Emergency Department
in the first place. They focused on the events that led up to their being in
the Emergency Department. For example, they reported having to arrange
for transportation to the Emergency Department, informing their friends
and relatives about their problems, and procedures they performed to try
to help themselves like stopping the bleeding, staying calm or trying
numerous home remedies. Most patients did not understand that they still
had power while they were in the Emergency Department to act in ways to
aid in their diagnosis and treatment. The A (acting) pattern itself where
the acting behaviors were stronger than either the feeling or thinking
behaviors accounted for only 2% of the subjects. A few patients were able

to ask pertinent questions, call medical staff when needed, communicate
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with their relatives in the Emergency Department, or fill in missing
information in the history initially taken by the physicians. The physicians
in the study tried to make the patients aware that their help was not only
encouraged but required to best treat the problems by telling the patients
that they needed help if the patients were not being cooperative.

One reason that the patients do not act more in their diagnosis and
treatment may be the dehumanizing clerical procedures first experienced
by patients when they come to the Emergency Department. When coupled
with a sometimes long waiting period, the patients feel less and less in
control of and responsible for their treatment.

All 8 TFA patterns found in Hutchins and Cole (1992) were
present in the subjects in the study. Therefore, exploring all three areas
was necessary to communicate effectively with the patients and not miss
crucial behavioral orientations.

As far as occupation is concerned, it is interesting to note that
factory and construction workers made up 22% of the patients coming to
the Emergency Department. All of these needed work slips from the
physicians in order to avoid being penalized for not coming to work--

another major function of the Emergency Department. The high student
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population of the area was reflected in the number of students seen in the

subject group.

Research Question 5

The fifth research question addressed the differences in patient
satisfaction across the characteristics of the subjects. The improvements
were seen only in overall patient satisfaction. The only characteristics
associated with a difference was the specific TFA pattern. There was a
significant difference on the patient satisfaction scores of the subjects who
were feeling oriented (F pattern) and those who were oriented at all three
areas (TFA pattern). The feeling oriented ones were less satisfied (p<.01)
than the ones who had the more balanced TFA pattern. The ones who
had the balanced TFA patterns had a better chance at getting their
behaviors addressed. Therefore, it appears to be important for the
physicians to be especially aware of the feelings of the patients and be sure

to address them.
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Research Question 6

The sixth question addressed TFA patterns of the physicians. Here
there was a shift in the TFA patterns of two of the physicians. Currently,
however, there are no methods of determining if this difference in the
before and after training TFA (thinking, feeling, acting) patterns of the

physicians was significant.

Conclusions

Conclusion #1

Since there was a significant increase in patient satisfaction after
physician training it may be concluded that patients and physicians benefit
from this training program. The training appears to address weakness in
patient-physician communication and can make a difference in how
patients and physicians relate. Physicians should incorporate these
principles into dealing with patient behavior. This study provides a
mechanism through the training program to teach physicians these

principles which are clearly supported by the literature. If the doctors
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emphasize all three behavioral areas in their patients they will better
please their patients. Additionally, the characteristics of the patients

themselves support the idea of exploring all three behavioral dimensions.

Conclusion #2

It can be concluded from the results of the TFA triads of the
physicians that they should strive to address thoughts, feelings and actions
in their own behavior towards patients because 1) for the most part,
physicians had balanced triads indicating a moderate degree of sensitivity
to patients initially thus increasing the probability of addressing the TFA
concerns of the patients and 2) after training which focused on different
TFA dimensions of behavior, patient satisfaction scores increased
indicating an even greater sensitivity to the uniqueness of each patient. If
their own behavior was balanced, it would be natural to address all three

areas in their patients.
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Implications

Counseling

It is not clear that the TFA model itself created the improvement in
patient satisfaction seen in this study. More research needs to be done to
factor out causal factors such as physicians merely spending more time with
patients. However, the results of this study do suggest that counseling may
have some ideas to give to medicine. Physicians were able to easily grasp
the TFA model and seemed to use it to their advantage. Counseling
specializes in solving prqblems in one to one communication. Since
communication is essential in all fields, the TFA model appears to be
especially useful in generalizing the knowledge counseling affords to other

specialties.

Medicine
An implication of the study for medicine is that improving
communication must be further emphasized as a key factor in increasing

patient satisfaction and preventing malpractice. Reichl (1990) showed that

the highest number of complaints to the Emergency Department concern
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staff attitudes. Poor attitudes could reflect an inability to communicate
about the behaviors the patients were experiencing. Rusnack (1989) stated
that the most frequent reason for malpractice was misdiagnosed
Myocardial Infarction. They go on to say that two of the biggest reasons
were poor history taking and not recognizing atypical symptoms. By
focusing on all the behavior areas and improving communication,
physicians could explore more completely all of the symptoms and increase
the accuracy of their diagnoses. Teaching this method of communication
to physicians may even decrease malpractice insurance cases.

In addition, the hospital could benefit from more comprehensive
attention to patient needs by attending to the thoughts, feelings and actions
of the patients. The emergency department could possibly benefit by
encouraging patient participation and involvement from the time the
patient first arrives. 1) Allow the patients more freedom to ask for or get
the things they need. 2) Make them more comfortable by asking them
initially if they would like anything. 3) Periodically check on them to see if
their needs had changed. 4) Inform them of the progress of their tests or
how soon the doctor would be there to see them. 5) Place less emphasis
on collecting payment information especially in the beginning when the

patients are their sickest and most afraid. 6) Eliminate the long waiting
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period. These changes could make it easier on the physicians as the
patients would already feel they were allowed to act on their needs and

would, therefore, take more initiative in their diagnosis and treatment.

Education

The implication for education is that groups of people seem to learn
most effectively when the material is presented in ways that combine
cognitive (T), affective (F), and psychomotor (A) methods of instruction.
Creative ways of doing this are already being explored in education
(Vogler, 1991). Structuring teaching modules along these lines could
possibly result in increasing the ability of teachers to relate content

effectively to students.

Further Research

This study very strongly suggests that physicians and patients can
benefit by the physicians learning to explore all three behavioral areas in
their patients. It seems to be very important to help build trust with the

patients that the physicians have examined all relevant thoughts, feelings
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and actions. This study'suggests that this area needs to be explored more
fully in order to understand what needs are being met in the patients by
exploring all of their behaviors. Duplicating this study on a larger scale
and extending it into other medical areas (i.e. family practice, surgery,
obstetrics and nursing could prove valuable.

Further study that looks at other factors which effect patient
satisfaction are desperately needed. The ideas mentioned earlier about
how the emergency department procedures could be changed to help
increase patient involvement and responsibility should be tested. Time of
day, previous emergency room experience, patients in different emergency
department settings and patients in other medical settings need to be
evaluated to see if these differences exist there as well.

Medical educators could benefit from testing the theory that the
reason the physicians learned the material so well in this study was because
it was presented in three ways which incorporated all three behavioral
orientations. If it indeed proves to be useful, this may change the way
material is presented to students of all disciplines.

Finally, counselors need to fully recognize the power that the TFA
model gives to them as clinicians. The TFA model should be used with

every client population to give counselors a base pattern or set of patterns
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to expect with a given problem. Evaluation methods for public and private
practice need to be developed using the TFA approach to increase our
credibility in an age of shrinking insurance payments. This process would
encourage counselors td use thee TFA model on an individual basis with

clients to plan where to go and evaluate the success of the therapy.
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APPENDIX A
Summary of TFA principles
There are eight possible triads.

#1 Thinking triad

THOUGHTS
What's wrong
I want medication

FEELINGS ACTIONS
Frustrated Waiting
Depressed Shaking legs

Here you are to primarily focus on the thinking or cognitive aspects of the
patients behavior. Early on you can say something to the patient like "I
can see that you want some medication. Let me ask you some questions so
I can tell what's wrong and explain your problem and treatment to you.
Then we can quickly get that medication." This statement addresses the
patient's concerns as well as shows you cognitive behavior.
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#2 Feeling Triad

THOUGHTS
, It hurts
How do I get rid of the pain?

FEELINGS ACTIONS
Pain _ Holding hurt part
Nervous Keeping self calm

The feelings are to be focused on here without, of course, forgetting the
other areas. A response to the patient might be: "I can see that you are
nervous about all of the pain that you are in. I am certain that we can
help you control it soon by getting a history and some tests." This
addresses the feelings of the patient, the feelings of the physician and the
thinking of both as well.
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#3 Acting Triad

THOUGHTS
What is the doctor going to do?
Am I going to work?

FEELINGS ACTIONS
Tired Sitting by door
Worried v Not moving

Actions are most important here. A response might be: "Come sit over
here on the bed. I know you are worried about what I'm going to do. I'll
be sure to explain everything. Now try to relax as I take your history. I'm
sure we can take care of you." This response addresses the thoughts,
feelings and actions of both the patient and the physician with the action
component being addressed first and most heavily emphasized.
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#4 Balanced Triad

THOUGHTS
Who's taking care of things at home?
I was careless

FEELINGS ACTIONS
Mad at self Talking
Frustrated Trying to make light of situation

Here all three areas must be addressed as in #3. No area is more
important than the others.
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The other triads are:

#5 Thinking-Feeling Triad

The thoughts and feeling must be addressed first and emphasized most.

#6 Feeling-Acting Triad

The feelings and actions must be addressed first and emphasized most.

#7 Thinking-Acting Triad

The thoughts and actions must be addressed first and emphasized most.

#8 Compartmental Triad

This is to be handled like the balanced triad.

SUMMARY

1) Identify the prominent patient behavior areas if there are any.

2) Address these areas first and emphasize them most by acknowledging
their existence and stating how they are to be dealt with.

3) Address all other areas as well for both the patient and the physician.
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APPENDIX B

Pre Pilot Study Data

An example of the results that the HBI might give was developed by
giving the test to six friends or relatives of friends of the researcher who
had been seen in an emergency room within the last six months. They
were asked to remember their experience in the emergency room and fill
out the questionnaire based on their behavior at that time. They were not
given the clinical TFA so their actual feelings, thoughts and actions were
not identified, only their behavioral orientations. However, the resulting
TFA Triads are interesting that they are quite different. The behavioral
orientations are defined by where the patients’ triads fall with the TFA
triangle. The HBI compares bipolar dimensions of behavior: Thinking-
Feeling, Feeling-Acting and Thinking-Acting to determine the relative
position of behavior of the patient in a specific situation. The test scores
result in a bipolar score on each side of the TFA triangle to show
preference on two TFA dimensions. These points on the three sides of a
triangle are then connected to show the relative interaction of thoughts,
feelings and actions in the specified situation (Hutchins, Mueller and
Vogler, 1990). Twenty-seven different TFA triad patterns can be identified

by the HBI as well as by the TFA clinical interview.
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APPENDIX C
Patient Satisfaction Inventory
Date » Code#
This questionnaire is designed to give feedback to the physicians about
their services. They will not know which patients filled out the forms so
please be perfectly honest. They welcome your ideas. Think about the
time you initially saw the physician until the time he/she discharged you.
Please circle the number below each question to show your response. Do
not put your name. Make sure that you are objective. Only use the ends
of the scale for extreme cases. In other words, circle a 7 only if the doctor
was absolutely perfect.
Example-- Was the doctor helpful?
No Somewhat helpful Very helpful
1 2 3 4 5 6 7
In this example, the patient marked the 4 indicating that the doctor was
between somewhat helpful.
1. Was the physician available when you needed him /her?
Not at all Some of the time All the time
1 2 3 4 5 6 7
2. Do you understand how the medications and treatment that the
physician prescribed for you work?
Do not understand Understand somewhat Completely understand
1 2 3 4 5 6 7
3. Do you understand what the physician said is wrong with you?

Do not understand Understand somewhat = Completely understand

1 2 3 4 5 6 7
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4. Do you intend to follow all of the physician's instructions?
None of them Some of them All of them

1 2 3 4 5 6 7

5. Did you think the physician was competent?
Knew nothing - Was Average Was very competent

1 2 3 4 5 6 7

6. From the time you first saw the physician, how long did it take for the
physician to treat you?

Too long Acceptable amount  Perfect length of time

1 2 3 4 5 6 7

7. How clearly did the physician communicate with you?
Very unclear Fairly understandable Very clear

1 2 3 4 5 6 7

8. Did the physician talk about everything related to your problem that was
important to you? '

Not at all Hit some things Talked about everything

1 2 3 4 5 6 7

9. Did the physician include your feelings in diagnosis and treatment?
Not at all Somewhat All of them

1 2 3 4 5 6 7
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10. Were your expectations met by the physician?
Not at all Somewhat All of them

1 2 3 4 5 6 7

11. Did the physician treat you with compassion?
Not at all Somewhat Great compassion

1 2 3 4 5 6 7

12. Did the physician encourage your opinions in diagnosis and treatment?
Not at all Somewhat Very much

1 2 3 4 S 6 7

13. Did the physician sympathize with you?
Not at all Somewhat Very well

1 2 3 4 5 6 7

14. Did the physician spend enough time with you?
Not at all Acceptable amount  Perfect length of time
1 2 3 4 5 6 7
15. Did the physician understand what you did just before and in the
emergency department?
Not at all Somewhat Completely

1 2 3 4 5 6 7
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16. Overall, (this is very important) how satisfied were you with the care
given by the physician?

Not at all Sdmewhat Very much
1 2 3 4 5 6 7
17. Age 18. Sex- Male Female

19. Educational Status (check highest level completed)-

Grade school High school

Two year college Four year college

Graduate school or professional degree

20. Occupation (What do you do?)

21. Currently employed: Yes  No

22. Diagnosis- Before treatment (Why did you come to the emergency
department?)

After treatment (What did the doctor say was your problem?)

23. About how many times have you been to the emergency room in the
past 3 years?

Any other comments that you would like to make?
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APPENDIX D

Definition of Thinking, Feeling and Acting Behavioral Orientations

Hutchins (1984) describes the thinking oriented person as
"characterized by intellectual, cognitively oriented behavior. They tend to
behave in logical, deliberate and systematic ways. They are fascinated by
the world of concepts, ideas, theories, words and analytic relations.
Counselors (or physicians) with this orientation tend to focus on what
clients think and the consequences. A primary goal of this approach is to
change irrational thinking."

Feeling people, according to Hutchins (1984), "generally tend to
behave in emotionally expressive ways. They are likely to go with their
feelings in making decisions: "If it feels good, do it." The expression and
display of emotions, feeiings, and affect provide clues to people with a
primary feeling orientation. Counselors (or physicians) with this
orientation are likely regarded as especially caring persons. Knotted and
tangled emotions are seen as a major source of the client's problems."

Hutchins (1984) further describes the acting person as "characterized
by their involvement in their involvement in doing things and in their

strong goal orientation. They are frequently involved with others and tend
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to plunge into the thick of things. Action types get the job done, one way
or another. Counselors (or physicians) with an action orientation tend to
see client problems as arising from inappropriate actions or lack of action.
These counselors focus particularly on what the client does or does not do,
and they tend to encourage clients to begin program designed to eliminate,
modify or teach new behaviors."

The following diagram, taken from Helping Relationships and
Strategies (Hutchins and Cole, 1992, page 156), illustrates the major
theories, writers and theorists, and techniques associated with thinking,

feeling and acting areas.
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Thinking

Theories: Rational, logical cognitive.

Writers and theorists: Ellis, Maultsby, Beck, Burns.

Techniques: Teaching, reading, lectures, tests,
self-talk, writing, facts, information.

O
0 0 0

Feeling Acting

Theories: Person-centered, gestalt, Theories: Behavioral, conditioning,
existential, humanistic. reality, behavior modification.

Whriters and Theorists: Rogers, Writers and Theorists: Wolpe, Salter,
May, Patterson, Perls. Lazarus, Krumboltz, Thoresen, Glasser.

Techniques: Affective, gestalt, Techniques: Behavioral, roleplay, physical
experiential, music, encounter. activity, rehearsal, homework, practice.
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APPENDIX E

Clinical TFA Interview

Your behavior is important in helping the doctors to diagnose and treat you. Please help
us by answering the following questions:

1) What are you thinking right now?

4) Are you thinking more, feeling S) Are you acting more, thinking
more, or in the middle? more, or in the middle?
@ © 0 O @

6) Are you feeling more, acting
more, or in the middle?

2) What are you feeling right now? 3) How are you acting right now?
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APPENDIX F
Summary Card

Overall results of thoughts, feelings and actions of patients in Group 1

THOUGHTS
What's wrong?
I want to leave.
It hurts.
What is the doctor going to do?
I want medication.

How do I get rid of pain?
Who's taking care of things at home?
Am I going to work?

What is this going to do to others?
What is the doctor doing right now?
What time is it?

I was careless.

I want something to eat or drink.

FEELINGS ACTIONS

Pain Waiting

Nervous Laughing

Tired Holding hurt part
Worried Sitting

Scared Keeping self calm
Calm Not moving

Curious Relaxing

Sick Rubbing hurt body part
Mad at self Shaking legs

Weak Crying

Frustrated Get cup of coffee
Strung out ©® 66 0O Scratching
Content Keeping foot up
Depressed Talking

Dizzy Controlling breathing
Fine Screaming

Lonely : Sitting by door
Hungry Trying to make light of situation
Understanding

Comfortable
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APPENDIX G

Outline for Training Video

1. Thank You

2. Overall scores very good -hard to improve
a. 5.6 out of 7

b. wish it was bad to good instead of good to better

3. Define training- 3 parts

a. Video
1. 40 minutes divided into 4 ten minute sections
2. Will cover overall results
3. Explain what I want them to do with the next set of
patients.

b. Individual training
1. 1/2-1 hour
2. individual results
3. practice skills

c. Observation of 3-6 patients to check for skills.
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4. What I have done so far-TFA
a. 100 pts.- 17 for each doctor. 18-65.
1. 1/2 TFA first- explain profile and how its filled out.
2. Eight triangles as general categories-
T, F, A, TF, TA, FA, TFA, none. TF most popular.
3. Consent form- 2 negative responses in pilot study.
5. All patient satisfaction inventory.
a. 16 variables from literature on pt. satisfaction and malpractice.
b. T-6, F-5, A-5.
c. list demographics and results
1. m=f
2. Sicker less satisfied- define sicker
3. no diagnosis less satisfied unless good differential made.
4. older-more extreme
d. results and theory of TFA- meld behaviors
1. Most docs T OK, F less so, A worse one.
a. patients don't see all physicians actions.
b. physician feeling once pt. is seen, it is taken care of.
2. At least one very dissatisfied patient for each physician due

to mismatch.
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6. Nursing staff
a. Much is left up to nurses

b. Different ways of using nurses- sometimes confused

7. Problems

a. Decreased physician and patient tolerance at night or end of shift
b. Codes- use staff better to inform waiting patients.

c. Lack of communication during shift changes.

8. Specify techniques
a. Ellis-T
b. Reflection-F
c. Goal setting-A
d. However all need do is ask patients about behaviors given on

profile or all three with overall profile as guide according to group.
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APPENDIX H

Written Test

Vignettes

1) 29 year old female presents with abdomen pain lasting three days and
progressively getting worse. No bad medical history. She has a behavior
pattern and statements which look like this:

THOUGHTS

How bad is it?

Am I going to die?

What is the doctor going to do to me?

O 3)
FEELINGS ACTIONS
Scared @ (K 2] () @ Rubbing hands

Nervous together
Angry Dirty looks at
boyfriend

How would you respond?
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2) 46 year old male with a traumatized ankle from a basketball accident.
History of chest pain with no apparent cause. Behavior pattern and
statements look like this:

THOUGHTS
Is it broken?
How long until I can go back to work?

FEELINGS ACTIONS
Frustrated Shifting weight
Stupid Groaning when
Nervous moves

How would you respond?
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3) 61 year old man with chest pain. Recent onset with severe pain.
History of MI's. Behavior pattern and statements look like this:

THOUGHTS

Hope its OK

How do I get better
I want out of here

FEELINGS
Upset
Lonely
Scared

How would you respond?
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ACTIONS
Waiting
Rubbing chest
Laying down



4) A 19 year old female college student with a virus presents with severe
congestion and body pain. Behavior pattern and statements look like this:

THOUGHTS

I hurt

I'm tired of the pain
I want to be better

® mm ®

FEELINGS ACTIONS
Depressed Controlling
Tired breathing
Calm Trying to relax

How would you respond?
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APPENDIX 1

Age Distribution of Patients in Study

Table 15. Distribution of Age

Lower Age  Upper Age Count Percentage of Total
18 19 27 13.6
20 22 37 19.5
23 25 16 8.0
26 28 19 9.5
29 31 11 55
32 34 7 35
35 36 9 4.5
37 39 7 35
40 42 9 4.5
43 45 10 5.0
46 48 5 25
49 51 10 5.0
52 53 8 4.0
54 56 7 35
57 59 4 2.0
60 62 4 2.0
63 65 6 3.0
66 68 2 1.0
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APPENDIX J
Frequencies of Diagnoses Before and After Treatment

Table 16. Frequencies of Diagnoses

Initial Patient Physician

Diagnosis Assessment  Diagnosis
None 2 8
Foreign Body 5 3
Broken Bone 6 7
Muscle/Ligament/Sprain 4 33
Pain ' 56 5
Further Testing 3 17
Headache 9 2
Virus 8 23
Migraine 1 3
Trauma 18 4
Post-Head Trauma 1 2
Laceration 11 11
Bruising 4 6
Allergic Reaction 2 2
Sick 14 0
Fatigue 1 0
Cancer 2 2
Sexually Transmitted Disease 0 1
Infection 3 22
Puncture Wound 2 2
Diabetes 2 2
Fainted 2 0
Swelling 2 3
Gallbladder 1 1
Ear Pressure 1 0
Burns/Chemical 2 2
Seizures 1 0
Alcohol/Drugs 1 2
Heart/Chest Pain 4 3
Stress 0 4
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Diagnosis

Initial Patient

Assessment

Physician
Diagnosis

Breathing/Congestion
Tonsillitis
Rash/Itching
Insect/Animal Bite
Kidney Stones
Bleeding

Loose Leg Pin
Pregnancy

Fluid Around Heart
Bronchitis

Gun Shot

Cyst

Stroke

Spinal Problems
Female Problems
Dizziness

Bone Disease

_—WROoOoOR RO ONONROS

=R NNERENE2 RO DN R WW -

Total
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