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PREFACE

This survey has examined the working of General Outpatient
Departments and assessed their contribution to a national system
of care operating at different levels and in different sectors,

both private and publ%c.

All systems, by definition, must include a feedback loop. Health
services need efficient evaluation if they are to function as
systems. Such an evaluation and its benefits can be achieved by
applying the technigues of health services research, but only if
this can be done on a continuity basis and if the results can be
effectively implemented.

There has been little support for health services research in
recent years, anywhere, in contrast to the massive investment in
biomedical aspects of medicine. The latter has of course, in
turn, increased the need for evaluation orientated research. In
Hong Kong the concept of health services research has hardly
gained any standing outside of some academic units.

If innovations in therapeutics and medical care have any
potential to improve health, for example in terms of quality of
life or life expectancy, then they must be evaluated to determine
whexther they do in fact create benefits which are measurable and
achieved at an affordable cost.

Medical practitioners and managers of health services both need
to recognise the value of research data in the planning and
operation of health services. This research must become an
integral part of the service. It follows that there is a need
for good quality purpose-designed records and monitoring
procedures, in both clinical and administrative sectors, and this
would be accepted by all health service personnel.

There is an urgent need for the departments which are responsible
for health service management to adopt, as formal policy, a
continuing review of the mechanisms needed for the cycle of
research, development, evaluation and implementation.

Health services research is a multi-disciplinary approach to
evaluation. Health service management will only benefit from this
process if it can provide the resources for research and a stable
environment in which it can develop. Research requires adequate
funding, competent management and particularly opportunities for
implementation. Too often research findings are not acted upon.

This study is one of only a few in Hong Kong that might be
regarded as health services research. It is a modest
contribution, limited and constrained by time and resources.
However it could be regarded as an important first step from
which we can formulate new objectives for continuing research,
linked to specific questions about the efficiency and
effectiveness of the service. Health services cannot function
without good intelligence; each activity of the service should be



clearly tied to evaluation procedures. Investment in such
mechanisms now will pay dividends in both the short and long
term. There has often been an assumption that health services
research, by its nature (i.e. that of an applied or general type)
is not of top scientific quality:; this is not necessarily so.
What is even less scientific is much of the current approach to
health service management in that it attempts to function without

adequate intelligence.

What should the priorities be for health services research in
Hong Kong?

First, we need to focus on strategic issues with well timed and
cogently presented research results. There should be better
coordination between institutions in the government, professional
and academic sectors. There are skills and other resources here
which are not being utilized. There is growing acceptance that
epidemiological methods can be used to provide a rapid assessment
of health care and to evaluate innovations. There is an urgent
need to promote training in this field and provide tenured posts
to support health services research and evaluation. Such
investment would be small in relation to the budgets required for

running the service.

Second, research should be aimed at the needs of the consumers as
well as management. Much health and medical research is directed
at biomedical aspects or alternatively psychological and
sociological aspects. Now there is a need for more emphasis on
the operation of services and their evaluation in terms of
objectives, costs and benefits.



GOPD Survey

Summary

1. Survey population and response rate

A survey of patients attending GOPD was carried out in

73 morning, afternoon, evening and Sunday/public holiday
sessions distributed through 12 clinics. It succeeded in
capturing a wide range of health and medical information
from a large representative sample of GOPD attenders
(n=1214). The size of the sample and the prevalence of most
of the important attributes we sought information about lead
to a very acceptable level of precision in the survey
measurements. The response rate for the interviews was high,
ranging from 82% for Sunday/public Holiday clinics up to 89%
for morning clinics.

2. BSocial and demographic aspects of attenders

The socio-economic and demographic aspects of the sample
provide insights to the characteristics of GOPD users. In
comparison to the general population they included more
females (55% vs 49%) and more older people (> 60 years) and
fewer younger people (10 - 59 years). The GOPD population
had fewer individuals who were never married and a higher
proportion of current or ever married patients compared with
the general population.

The level of educational attainment of GOPD attenders was
lower than in the general population; 59% of patients had
only primary level education or below. The majority work in
service or production related jobs.

The declared monthly income in 585 respondents indicated a
higher proportion in the lower bands ($1,000 - $3,000) and
fewer in the upper brackets (> $10,000) than in the general
population. Similarly, family monthly income ranged from
less than $1,000 (6.0%) to > $10,000 (23.5%) compared with
general population ratios of 1.3% and 39.5% respectively.

Patients who favoured afternoon and evening clinics were
younger than other attenders and the proportion of men using
afternoon and Sunday/public holiday clinics was higher than
in other clinic sessions.

3. Health risk

Health risk behaviour was assessed with respect to tobacco

and alcohol use. 29% of males and 5% of females attending
GOPDs were smokers. The highest proportion of smokers were in
the elderly group but one in ten of attenders in the 13 - 20
years group smoked. 36% of smokers used one pack or more
daily. Thirteen percent of attenders were regular users of

alcohol.



Self-rating of current health condition

Patients’ current health condition was assessed in terms of
their own self-rating. The majority (52%) who rated their
current condition as poor or very poor were in the 13 - 39
years age band of our survey population; 26% of respondents
with poor ratings were in the group 40 - 59. More males than
females reported less than good ratings. Those who rated their
current condition as poor tended to spend more on health care

in the three months before the survey.

The recent and acute nature of the illness in patients with new
problems appears to be reflected in their lower prevalence of
perceived good condition. In contrast patientg attending
with hypertension had better than average self-ratings.

Demand for medical care

The use of medical care services from different sources was
examined in terms of the freguency of consultations over the
previous three-month period and showed a wide variation when
divided into low (0-2), intermediate (3-4) and high (5+)
consultation bands. There were no gender differences but
young people showed the lowest consultation rates overall,
although those aged 0-12 had a significantly higher
proportion in the intermedidate band than 13-~19 year olds.
Patients with new problems had consulted least whereas up to
79% with chronic disease and other illnesses of more than 3
months duration had consulted at least once per month during
the previous 3 months.

Hospitalization

A study of hospitalisation patterns show that more patients
with a poor rating of current condition had been hospitalised
compared with those self-rating as fair or good. 12% of all
patients in the sample had been hospitalised at least once in
the last year; 70% of these had been admitted to government
hospitals. There was no gender difference in hospitalisation
rates; the highest rates were in children under the age of 12
(16%), followed by those aged 40-59 (14%) and those over 60
(13%). The lowest rate (3%) was among teenagers. When
assessed by health problems, patients with diabetes had the
highest hospitalisation rates (26%) followed by those with
longest standing other problems (16%). Overall,
hospitalisation was more frequent in patients with higher
consultation rates.



Health beliefs and practices

Traditional health beliefs and practices may be an important
determinant of utilization behaviour. A large minority (45%)
of GOPD attenders used self medication in the early stages of
an illness; one fifth of these had been influenced by
advertising for proprietary medicines. In addition 19% took
tonics more than once per month on a regular basis. Self
medicators tended to be younger and better educated. The
hot/cold concept was acknowledged by most subjects (89%) and
65% of these would modify their diet during illness as well
as taking prescribed medicines.

Forty one percent of the surveyed patients frequently changed
their doctors. The commonest reason for doing so was stated
to be persistence of symptoms. Doctor-shopping shows little
association, after adjustment for other factors, with most of
the social and demographic variables in the study. Those
less likely to shop were aged over 60, those with chronic
diseases such as diabetes and hypertension and those who were

regular users of GOPD.
Medical work in GOPDs

The medical work undertaken in general out-patient
departments was studied in detail.

Throughput: There is wide variation in throughput times
between different clinics with similar workloads. We found
that many clinics processed the large numbers of attenders
well ahead of closing time; in some cases we estimate their
patients were all discharged up to 1.5 hrs before the end of
the session.

Attendance paterns: The majority (96%) of GOPD attenders
were former users of the service. The majority of former
attenders (62%) and new attenders (86%) presented with new
problems. The majority of patients with new problems had
first developed symptoms within one week of presentation.

One fifth of these had taken no prior action but the
remainder had used some form of self care including over-the-
counter drugs (25%), leftover drugs (14%) or Chinese herbs
(10%). Substantial groups had sought professional (39%) or
lay (22%) medical advice before attending the clinic. The
early use of services for patients with old problems was
mainly confined to government clinics (72%) while 20% of
these patients had used private medicine. The earlier use of
private medicine was more popular with patients presenting
with new problems and new attenders had almost exclusively
used private medicine before this GOPD visit.



Health problems: Respiratory complaints compr%se the biggest
group (66%) of new problems. Among patients with old
problems musculp—skeletal_complaints (33%) and circulatory
and respiratory problems together (36%) were the latrgest

groups.

outcomes: The outcomes of a clinic attendance were
characterised by low levels of investigation and higher
levels of treatment. 75% of patients left the clinic without
apparently any knowledge of the presumptive diagnosis.
However only 2.5% of patients left without medicines and the
most common prescription was for 3 medicines, the average
ranging from 2.4 (new patients) up to 2.8 (former attenders).

Recalls to the clinic ranged from 11% in patients with new
problems up to 20% in patients with old problems and 26% in
those with diabetes or hypertension. The interval between
this visit and the subsequent visits was usually less than
one month. However many patients were not told when to
return and some who should probably be seen regularly (though
not necessarily frequently) did not receive specific advice
on the need for a return.

Referral patterns and their likely impact on the higher tiers
of the government health service were analysed. Referral
rates were estimated at 4.91% to specialist clinics and 0.57%
to A&E departments. The overall contribution of GOPDs to
the work of specialist clinics by new referrals is estimated
at 7.9% of the total specialist OPD workload.

The impact of GOPD referrals to A&E departments, on hospital
admissions, was similarly examined. Assuming that the
admission ratio for GOPD referrals is either the same or as
much as double the overall rate for all A&E attenders, then
we estimate that GOPD referred patients account for 2.1% up
to 4.2% of all hospital admissions originating from A&E.

Management of chronic disease: An important component of
medical work in GOPDs includes the continuing care of
patients with chronic disease. We studied two problems,
diabetes and hypertension, in order to document patterns of
care and possible gaps in medical management. The workloads
represented by these patients are considerable; 7.2% of all
patients had diabetes and 24% had hypertension. An
assessment of the content of follow-up clinic visit by these
patients indicates that there are many deficiencies in
routine practice and gaps in continuity of care.



10.

11.

Preventive health care and counselling

In order to function effectively at the primary health care
level the service should allocate adeguate resources to
preventive health activities, including psychological support
to patients and patient education on specific topics related
to the management of their health problems. We find little
evidence of health screening or counselling in the context of
present GOPD activities but have identified several areas
where it is urgently needed.

Patient satisfaction

Patients’ satisfaction with their medical care at GOPD

was assessed. Overall we found that patients’ expectations
were low and satisfaction levels generally high. The main
source of dissatisfaction arose from aspects of clinic
organisation. Waiting time was unpopular with those who
could least afford it, particularly younger patients.
Patients’ knowledge about how the clinic system operates was
poor; only 14% understood the purposes of the block
appointment system.

Satisfaction was related to patients’ expectations about the
outcome of a consultation. The majority of patients (80%)
expected some form of medication following their payment of
fees at the shroff, although younger and better educated
patients were least likely to expect medication. A major
source of dissatisfaction concerned the amount of medical
information offered in their last consultation with a GOPD
doctor. More than 60% found that they did not have as much
understanding of their health problem as they would wish.

Economic aspects of recent medical care

A study of economic aspects of recent medical care for GOPD
attenders helped to explain the reasons for their use of GOPD
services. The majority of attenders had spent less than $100
on their medical care in the past three months (66%) and 17%
had spent nothing. The amount spent was related to age, site
of majority care, consultation patterns and health problems.
Older patients, those who obtained the majority of their care
from GOPD and those with chronic disease were less likely to
have spent more than $100 whereas those with a higher
consultation rate were more likely to have spent greater

sunms.



12. Alternative styles of medical care

Patients in this survey supported the concepts of patient
held~records and nurse practitioners. These approaches to
the provision of support for routine medical care, especially
for patients with chronic disease, would have wide

acceptance.

Conclusions and recommendations

1.

The population of GOPD attenders comprises patients who are
on average older and poorer and less well educated than the
general population. They mostly work in service and
production jobs and in general we might therefore expect
their health experience to be worse and their medical care
needs to be higher than the population average. Patients who
obtain the majority of their care from GOPD’s are either
accustomed or obliged to restrict their spending on health
care. The most likely explanation is that their disposable
income available for this purpose is small. We recommend
that when changes in the delivery of care through GOPD’s are
considered, the possible social disbenefits of changes should
be set against the attractions of marginal cost-cutting.

The lower proportion of men using the service and their
pattern of attendance, such as a preference for Sunday
clinics may indicate their difficulties in taking time from
work to obtain medical care. The poorer self-ratings for
current condition in men probably reflects a higher threshold
for symptoms before seeking medical help. There are
therefore several pointers to possible difficulties for men
in these socioeconomic groups who seek medical care.

The survey findings suggest that an assessment of medical
need in certain specified groups of patients attending all
medical care facilities would provide useful information on
both utilization behaviour and the process by which some
patients become regular attenders. Examples here include
those with high consultation rates such as children under 12
years (and their parents) and patients with good self-rated
current condition such as hypertensives who comprise 24% of
all attenders at GOPD.

Lay health beliefs and practices are a prominent feature of
GOPD attenders. 1In particular the use of self medication by
over-the~counter drugs and leftover drugs points to the need
for improved health education and the appropriate use of
proprietary medicines by which self-care for minor illnesses
might be improved. On the other hand patients should be
advised to discard unused prescribed drugs after an illness



episode. The reasons for doctor-shopping clearly point to
the need for a better understanding of patients’ expectations
of medical care together with improved doctor-patient
communication and disclosure of medical information about
their problems, such as persistent symptoms. There are
several indications that satisfaction is related to low
expectations which in turn are associated with the low cost
of a GOPD attendance. From the point of view of both the
consumer and the service, the acquisition of better medical
knowledge and an improved understanding of how the system
works would enhance the use and efficiency of the service and
opportunities to evaluate it.

The results of studies on medical work in GOPD clearly
indicate the need for systematic operational studies of the
management of clinics. The use of time for consuldtation and
the scheduling of appointments should be reviewed and factors
related to the throughput of patients examined. The problems
of rapid discharge of clinic attenders and early closing of
clinics should be resolved. We have identified several areas
where the content and quality of care in GOPD should be
improved. There is scope for the development of agreed
management protocols for patients with different types of
medical need. The long term management of patients with
chronic disease appears to be fragmented and incomplete. The
adoption of a planned and prescriptive approach to this group
of patients should aim to make better use of existing
resources in clinics. Purpose-designed comparhensive records
would be necessary in such an approach. e

The outcome of consultations in GOPD should be examined in
relation to presenting complaints and objective findings. In
particular we have drawn attention to the (a) poor level of
doctor-patient communication with few patients receiving
information about the presumptive diagnosis and (b) the high
level of medication, involving the majority of patients who
commonly receive three different types of medicine. The
reasons for both recalling patients frequently and allowing
follow-up to lapse should be studied in more detail. More
comprehensive and less frequent contacts (including the
avoidance of unnecessary prescription renewals) would benefit
both patients and the health service. Modification of recall
practices could have a beneficial effect on clinic workloads,
without detriment to the care of patients.

Referral rates to A&E departments and specialist clinics were
low in comparison to the total workloads of these facilities.
Further studies of the type and severity of the medical
problems in referred patients are certainly warranted.
However these studies should be done in conjunction with a
detailed audit of the other components of medical work in

10



these units, including the medical decisions which lead to
patients being retained at specialist clinics. We find no
evidence that patients referred from GOPD’s to A&E

departments are responsible for a high proportion of
admissions to hospital. Even working with the assumption
that their admission rates are twice those experienced by all
A&E attenders, we estimate that they comprise only slightly
more than 4% of all admissions from A&E.

Several deficiencies in the general standards of care were
identified. They include inadequate records, which hindered
the work of this survey and gaps in the management of
patients with chronic disease, particularly diabetes and
hypertension which together comprised a quarter of the
attending population. The establishment of ‘model’ clinics
for the implementation and evaluation of new methods of
working should be considered a high priority. These clinics
can also provide support for the training needs of GOPD
doctors who expressed great interests in such activities (see
report of our survey on doctors).

The information we have obtained on patient satisfaction
requires careful interpretation and qualification. We take the
view that many patients are ill-equipped to make an informed
judgement of the quality of care. Some of their expectations,
such as that for some form of prescribed medicine, may be
quite inappropriate, as may be the action of providing it.

For these and similar aspects of care provided in clinics we
believe that patient education should be improved, the ainm
being to promote the acquisition of appropriate medical
knowledge by patients. This in turn is likely to lead to a
more rational use of services and greater adherence to
medical advice. The social, medical and economic benefits
would be considerable. At the administrative level an
immediate improvement in the use of clinics would result from
a proper understanding of the existing block appointment
system.

The results of this enquiry strongly suggest that patients
would accept a number of innovations and additions to
traditional styles of medical care. We suggested two,
namely, patient-held records and the involvement of nurse
practitioners in running clinics. The first of these would
help to promote patient education; this form of disclosure
requires an adequate explanation. The second would help to
match clinic time and other resources, including skills, to
patients needs on the day of attendance. Patients who are
medically stable, free from symptoms and otherwise adjusted
to their condition and its treatment need not proceed to an
obligatory consultation with a doctor. 1In general, the
efficient and appropriate use of non-medical personnel in

11



clinics will assist changes in several aspects of practice
including records, prescriptive management plans and patient
education and counselling, the need for which has been
emphasised in this report.

We believe that this survey, which has subjected the GOPD
service to considerable scrutiny, has provided important
information and insights on health needs and service. Since
the large majority of primary care is provided by private
doctors, a similar survey in this sector of health care is

warranted.
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1. INTRODUCTION

1.0 Background

The Government out-patient system is an important component of
the health services provided through Government subsidies in Hong
Kong. The system is heavily utilized as a point of first contact
with medical care and a wide spectrum of patients and problems
are dealt with on an ‘open door’ basis.

There is increasing recognition that in order to maximise the use
of scarce resources all medical services should be subject to
some form of evaluation. Following the establishment of the new
Department of Health and in parallel with a growing interest and
debate about the role of family medicine in Hong Kong, new
questions have been raised about the effectiveness and
appropriateness of the style of medical practice which has been
long established in Government out-patient departments (GOPD’s).
The original aims of the service were to provide a form of
population-based monitoring of communicable disease and other
health problems in a way which was available, accessible and
affordable to the majority of Hong Kong citizens. There is now a
recognition that any medical care services, such as out-patient
clinics, need to adopt a systems approach in order to monitor and
evaluate the work which is being carried out and to be able to
respond to changing needs and demands for medical care in the

population.

2.0 Aims

In light of the above, the principal aims of the survey were to:

(a) assess the role which GOPD’s play as centres of first
contact for patients with either new problems or long
standing chronic disease.

(b) identify the social and demographic characteristics of
the clientele who use GOPD’s regularly and will
continue to do so in the future.

(c¢) estimate their need and demand for out-patient
services.

(d) record patients’ views on and expectations of the
gquality of services and care received in GOPD.

(e) assess the outcomes of consultations in terms of
iavestigations, treatmen', recalls and referrals.

(£) e%timate the costs of he. 1lth for patients who mainly
cnose GOPD services.

(g) to identify operational aspects of clinics which might
be modified or improved using existing resources.

14



2. METHODOLOGY

Synopsis

1.0 Patients and sample size

2.0 Samﬁling of clinics

3.0 Selection of patients in clinics
4.0 The instrument

5.0 Data processing and analysis

6.0 Interviewers

7.0 Quality assessment

15



1.0 Patients and sample size

The target population of the present study consisted of all
patients who attended government GOPDs in Hong Kong during ouxr
study period. To obtain a representative sample from this
population, the first stage of sampling selected a set of clinic
sessions.from the GOPDs in the territory; in the second stage
individual patients within each clinic session were selected.

on the basis of the estimated available time and manpower
resources, it was determined that 70 to 80 clinic sessions could
be sampled and that during each sampled session, about 20
patients on average could be recruited, yielding a sample size of
approximately 1500 patients. This would mean that for an
attribute with, say, a prevalence of 50% in the population, the
95% confidence limits of a sample estimate would be about 2.5% on
each side. The precision would be even higher if the prevalence
of the attribute is different from 50% at which the standard
error is greatest. It was therefore expected that satisfactory
precision would result from a sample of this size.

As the scope of information to be gathered from the subjects was
very large, it was felt that the average length of interviews
might be too long if it was obtained from every subject.
Therefore, the complete version of our instrument which was in
the form of a structured questionnaire was only administered in
one third of sampled patients. One third were asked a core
section of the instrument together with a selected set of
questions from the complete questionnaire. The core section and
another set of questions were used in the remaining third.
Consequently, every subject was asked the core set of questions
and at least two thirds of the subjects answered any single
question. This should be borne in mind when one examines the
results as the sample size for different variables would
accordingly be different. While the length of interview was
considerably shortened in two thirds of cases, the precision of
any estimate based on two thirds of the total sample size was
still considered to be very satisfactory.

2.0 Sampling of clinics

There are 54 GOPDs in Hong Kong. Three types of clinic sessions
are available, i.e. day, evening, and Sunday/public holiday.
While every GOPD provides day sessions, only 19 and 8 of them
respectively offer services in the evening and Sunday/public
holidays. The relative throughput of each type of clinic session
in 1988 indicated that the total number of clinic sessions to be
selected during the study period, between mid-November and
December 1989, should be in the ratio of 56 day sessions, 14
evening sessions and 2 Sunday/public holiday sessions. However,
as the small number of subjects to be recruited in two
Sunday/public holiday sessions might preclude a meaningful
analysis on this important sub-group, it was decided that 9 such
sessions should be selected.

16



In selecting the 56 day sessions, the day clinics in the
territory were stratified into three groups depending on the
general impression about the casemix, for example the relative
proportions of patients with chronic medical conditions llke.
hypertension or diabetes mellitus seen at these clinics. This
information together with data on the throughput in 1988 of these
three categories of clinics, led to the 56 clinic sessions being

divided into:

~ 16 in clinics with high proportions of chronic cases
~ 35 in clinics with medium proportions of chronic cases
-~ 5 in clinics with low proportions of chronic cases

To minimize the time in travelling and to facilitate arrangements
at each clinic site selected, a small number of clinics were
randomly drawn according to the type of sessions offered and the
relative casemix as described above. The clinics and the number
of sessions included for each of them are shown in Table 2.1.
The locations of these clinics can be found in Figure 2.1. Table
2.2 is a detailed schedule of the dates and sites of clinics

sampled.

3.0 Selection of patients in clinics

Three interviewers were dispatched to each clinic during a
selected session. Depending on the number of consulting doctors
during a session, systematic sampling was carried out as follows:

~ if more than three doctors were consulting, one in seven
patients seen in each of the three randomly selected
consulting rooms were recruited. Thus, the 1st, 8th, 15th,
etc. patients in these rooms were sampled.

- if there were three doctors consulting, then the 1st, 8th,
15th etc. patients in each room were selected.

- if there were two doctors consulting, then the 1st, 8th,
15th etc. patients of each room were sampled. In addition,
the 2nd, 9th, 16th etc. patients of one of the two rooms
were also selected.

- if there was only one consulting doctor, patients selected
were the 1st, 2nd, 3rd, 8th, 9th, 10th etc. patients.

Each selected patient was handed a chit informing him or her of
their selection at the shroff when they obtained their discs.
After the consultation, they were approached by interviewers who
first obtained their consent before proceeding with the
interviews which took place in the waiting hall or a designated
room. For patients younger than twelve years of age or for those
patients who were considered mentally incapable of responding to
the questionnaire, the accompanying adult was interviewed as a
proxy respondent.

17



4.0 The instrument

The instrument was in the form of a structured questionnaire with
the following sections:

A. Sociodemographic variables I

B. Experience with GOPD and reason of present visit

C. Details of a ‘new problem’ (a health problem of less than
three months’ duration) if relevant

D. Details of an ‘o0ld problem’ (a health problem with a
duration of more than three months, excluding diabetes
mellitus and hypertension) if relevant

E. Details of any other health problems in the preceding month

F. Care of diabetes mellitus if relevant

G. Care of hypertension if relevant

H. General health

I. Patient satisfaction

J. Utilization of services

K. Predestined medical affinity and ‘doctor-shopping’

L. Medication and self-medication

M. Dietary practices

N. Sociodemographic variables II

0. Interviewer observations

P. In cases where proxy respondents were interviewed, they
were not asked any questions which follow Section G.
Instead, a special Section P was asked which included a
selection of questions from sections H to N.

Both English and Cantonese versions of the questionnaire can be
found in the Appendices.

The complete version of the instrument was only administered on
one~third of subjects. Two shorter versions consisting

respectively of
~ Sections A to G, H to J, N and O (or P for proxy respondent)

and
- Sections A to G, K to M, N and O (or P if proxy respondent)
were used in one-third of subjects each.

5.0 Data processing and analysis

Completed questionnaires were checked, coded and then key-punched
into data files on magnetic tapes. These files were then
downloaded into IBM AT compatible personal computers where data
editing and analysis was carried out. Statistical analysis was
performed mainly using SPSS/PC+ (SPSS Inc., 1986). Chi-sgquare
tests were used to examine the relationship between attributes.
T-tests, ANOVA and their non-parametric analogues were employed
to test differences between means. Multivariate analys'is by
logistic regression was done whenever appropriate on the LOGRESS
package (McGee, 1986).

18



6.0 Interviewers

11 interviewers, 9 full-time and 2 part-time, were recruited for
the purpose of data collection in the GOPD study (Table 2.3).

All of the interviewers were either departmental research staff
or registered nurses specially recruited for the study. One of
the nurses was retired and all except one were female.

All of the interviewers participated in a training programme
before the actual collection of data. During the orientation,
the interviewers received English and Cantonese versions of the
questionnaire and the items were explained. They were also
encouraged to review the questionnaire on their own before

attending practice sessions.

The interviewers attended a final briefing during which problems
were identified and questions answered.

7.0 Quality assessment (0OA)

The quality of each interviewer’s work was assessed by checking
variations in the questions were posed and responses recorded, by
checks of the responses and by the frequency of missing values.
The relative proportion of diabetes and hypertensive patients
interviewed was compared with official statistics so that the
representativeness of each interviewer’s sample of patients could

be checked.

Reliability coefficients by question or by interviewer were
determined by simple percentage agreements as follows:

number of responses identical to standard responses
total number of responses

See Appendix 3 for a detail account of the results of quality
assessment and comments.
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3. DEMOGRAPHIC ASPECTS OF THE STUDY POPULATION

Synopsgis

1.0 Intfoduction

2.0 Demographic data
2.1 Age and sex distribution
2.2 Ethnicity
2.3 Marital status
2.4 Education level
2.5 Employment
2.6 Personal monthly income
2.7 Family monthly income
2.8 Smoking
2.9 Health care expenditure

3.0 Comments
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1.0 Introduction

The results of this survey are the product of visits to 12
different clinics during 30 morning sessions, 27 afternoon
sess1ons, 14 evening sessions and 9 Sunday/public holiday
sessions. A total of 1548 patients were interviewed yleldlng an
overall response rate of 86.6% (response rate for morning '
sessions was 88.7%, for afternoon sessions 89.4%, for evening
sessions 86.2%, and for Sunday/public holidays 82.2%). Details
regarding survey statistics are provided in Table 3.1.

The interviews conducted during seven of the nine Sunday sessions
and all of the interviews performed by one of the interviewers
were deleted from the final sample. In the first case, the
deletion was made so that the sample would conform to the scheme
outlined in Section 2 on Methodology. In the second case, the
deletion was necessary because the validity of the data was
questioned. (See Appendix 3). The final sample size used for
statistical analysis was 1214. (312 respondents answered all the
quesitons; 342 answered sections A to J, N and 0O; 343 answered
sections A to G, and K to 0; and 217 answered sections A to G,

and section P).
This session describes the demographic features of the sampled

population, drawing comparisons when appropriate with
characteristics of the general population of Hong Kong.

2.0 Denographic data

2.1 Age and Sex Distribution

Table 3.2 shows the age and sex distribution of the sampled
GOPD population compared to that of the general pcpalation
of Hong Kong (Census and Statistics, 1990). A larger
praportlon (55%) of the GOPD sample was female (55% compared
to 49% in the Hong Kong general population.) 1In addition,
the GOPD sample had a higher proportion of elderly jatients
(over the age of 60) and fewer younger patients (10-59) than
the general population. It is unclear why such a relatively
high proportion of male children were sampled.

Table 3.3 compares the median age and gender distrikation of
patients who attended GOPD clinics durlng different times of
the day. Patients who attended evening clinics tend:d to be
younger. More men sought medical attention during tae
afternoon or on Sunday/public holiday sessions. Thi:
difference is statistically significant. (Chi-
square=102.42; df=3; P=0.0000)

2.2 Ethnicity

Nearly all patients surveyed were Chinese. (Table 3.4)
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2.3 Marital Status

The proportion of patients surveyed who never married, were
currently married or were widowed, divorced or separated
differed markedly from the general population. The GOPD
population had a lower proportion who have never been
married and a higher proportion who were currently or had
previously been married. (Figure 3.1)

2.4 Education Level

Information regarding the educational level attained by
patients or, in the case of children under the age of 12,
the patient’s father is depicted in Figure 3.2. In general,
surveyed attenders of the GOPD had received less education
than the general public. 59% of the surveyed attenders (or
their fathers) had only achieved primary school education or
less compared with 49% of the general Hong Kong population.

2.5 Employment

The majority of patients were full-time workers, housewives
or retirees (Figure 3.3). The majority of those who had full-
time jobs were engaged in service or production-related

work. Table 3.5 shows the comparison with the general Hong
Kong public. There were more subjects who are service
workers and fewer engaged as professionals, administrators

or managers.
2.6 Personal Monthly Income

997 patients were asked about their personal monthly income.
The 217 patients under the age of 12 were not asked this
question as they were not expected to have a significant
personal monthly income. Of the 997 patients queried, 585
disclosed information about their monthly income.
Interestingly, only 446 patients had reported having full or
part-time employment, leaving the source of income for 139
respondents somewhat obscure.

The reported personal monthly income ranged from less than
$1,000 to over $10,000. The median income is between $3,000
to over $5,999. Table 3.6 compares the data regarding GOPD
respondents with that for the general population. The
percentage of respondents in the income brackets was
calculated excluding missing values. 4.3% of the survey
respondents had a personal monthly income of > $10,000; the
corresponding figure for the general population was 9.8%.
23.1% of survey respondents had a personal monthly income of
less than $3,000; 15.1% of the general population fell into
the same category. These data indicate a lower personal
monthly income for GOPD survey respondents relative to the
general Hong Kong population.
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2.7 Family Monthly Income

Information regarding family monthly income was sought from
all patients. 1In patients under the age of 12 years,
parents were contacted by telephone to obtain this data.
Attempts to collect information were successful from 70% of

patients.

The reported domestic monthly income ranged from less than
$1,000 to over $10,000. The median income was between
$6,000 and $10,000. Table 3.7 compares the family monthly
income of the survey respondents with that of the general
Hong Kong population. Notably, 52.9% of survey respondents
had a domestic income of greater than $6,000, compared with
70.4% of the general population. 6% of survey respondents
reported a family monthly income of less than $1,000, while
the corresponding figure for the general Hong Kong
population is only 1.3%. Thus, the data indicate that the
respondents have a lower family monthly income than the

general Hong Kong population.

2.8 Smoking

Table 3.8 shows that 16% of respondents smoked. Of those wh
smoked, over half claimed to smoke less than 1 pack per day.
This corroborates the findings of the general household
survey, but is tonsiderably lower than the proportion of
smoking subjects in the study on health risks, fitness and
quality of life conducted by Chinese University of Hong Kong
in Shatin. Further details are given in the section on
Health Risk Behaviour.

2.9 Health Care Expenditure over the past 3 months

Table 3.9 describes the health care expenditure of the
respondents. Health care expenditure, for the purposes ot
this survey included the money spent on professional
consultations (western or traditional), hospital charges,
accident and emergency costs, all medications, vitamins,
tonics, hospitalizations and excludes foods, eye glasses and
dentures. 17% reported spending no money, two-thirds of
respondents spent $100 or less and 5% spent over $750 during
the previous 3 months.

Comment

When compared with the general public of Hong Kong, the patients
surveyed at the GOPD clinics were more predominantly female,
older, nearly all of Chinese background, presently or previously
married, less educated and were in lower personal or family
monthly income bands.

23



4. HEALTH RISK BEHAVIOUR

Synopsis

1.0 Introduction
2.0 Use'of tobacco
2.1 Prevalence of smokers
2.2 Gender of smokers
2.3 Proportion of age groups who smoke
2.4 How much smoked
3.0 Use of alcohol
4.0 Comments

5.0 Summary
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1.0 Introduction

As social habits have considerable impact on the health of a
society, this survey explored the GOPD attenders’ use of tobacco
and alcohol. Information of this type should be ava%lable to
assess the adequacy of counselling and other prevent}ve health
activities in cinical services. Because smoking habits are
easier to quantify, statistical analysis with adjustments for
age, gender, hospitalization rate and health care expenditure was
carried out for smokers, but not for alcohol drinkers, was

performed.

2.0 8moking

2.1 After adjustments for age and sex were made, the
overall prevalence of smoking in this sample was calculated

to be 15.9%.

2.2 79% of smokers were male while 36% of non-smokers were
male (Table 4.1).

2.3 The highest proportion of non-smokers were aged 13-20
(89%) and over 70 (89%): the lowest proportion is in the
group of patients between 20 and over 70 years of age. These
differences in proportions are not statistically significant

(Table 4.2).

2.4 64% of patients who smoked stated that they smoked less
than one pack of cigarettes a day. (Figure 4.1) All patients
in this survey who smoked more than one pack per day were
male and 42% were over 60 years of age. No significant
difference in hospitalization between smokers and non-
smokers and no significant differences in health care
expenditure were detected betweem smokers and non-smokers.

(Tables 4.3 & 4.4)

3.0 Alcohol Use

13% of patients reported ever drinking alcoholic beverage during
the past month.

4.0 Comments

The results of this survey corroborate the findings of others
performed in Hong Kong on the prevalence of smoking (Census and
Statistics, 1990). There were no significant differences noted
between expected and observed rates of smokers in any of the age
groups. The data point to the need for further health education
of the public - especially younger people - regarding the hazards
of tobacco use. This survey did not uncover any differences in
health status or health care expenditure between smokers and non-
smokers in GOPD attenders.
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Studying the use and abuse of alcchol is always a difficult
matter. The definition of and distinction between socially
acceptable use and abuse are often culturally based and usually
unclear. The problems associated with alcohol are not thought to
be major concern for ethnic Chinese in Hong Kong. However, the
connection between alcohol use and organic or functional problems
may not always be identified. For example, the Hong Kong Council
of Social Service noted that alcohol was detected in 43% of blood
samples of injured workers, and a study of absentees from work
found that 9% of respondents reported alcohol as a contributory
factor (working group on alcoholism in 1983). A previous study
conducted in Hong Kong reported that the lifetime prevalence of
alcohol abuse and/or dependence in Hong Kong males was about 9%
and perhaps one-tenth of that in females (working group on
alcoholism, 1983). Another community-based study conducted by
the Chinese University of Hong Kong noted that few women and a
small proportion of men ever drink alcoholic beverage (Donnan SPB
et al, 1988) The conclusion that few ethnic Chinese consume
alcohol is corroborated by the results of the GOPD survey. The
lower proportion (13%) found in this study may be due to a higher
number of women in the sample.

Alcoholism and related disabilities seem to account for only a
small proportion of illnesses treated in general and psychiatric
hospitals or psychiatric outpatient clinics in Hong Kong (Lo TCM,
Leung CM, 1988). However, there are signs that the social use of
alcohol is changing and further studies to relate drinking
behaviour to general health, and to assess the need for
appropriate counselling and medical services are needed.

More effective use could be made of the opportunity for patient
education when smokers attend GOPD’s with health complaints.

5.0 Summary
1. 16% of surveyed GOPD attenders were smokers.
2. The heaviest smokers were male and over 60.

3. 13% of surveyed GOPD attenders reported ever drinking
alcoholic beverages in the past month.

4. Clinical records in GOPD’s should assist the identification
of patients with high risk social habits; none of this
information is systematically recorded in the present system.

5. There is a need for more appropriate patient education,

counselling and support in GOPD’s for patients with high risk
profiles.
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5. GENERAL HEALTH OF GOPD ATTENDERS

Synopsis
1.0 Introduction
2.0 Paéients’ self-rating of current condition
2.1 By age group
2.2 By gender
2.3 By hospitalization
2.4 By health care expenditure
2.5 By illness profile.
3.0 Number of consultations over the past 3 months
3.1 By age dJgroups
3.2 By gender
3.3 By illness profile
3.4 By hospitalization
4.0 Hospitalization within the past year
4.1 By age group
4.2 By gender
4.3 By illness profile
5.0 Functional status
5.1 Need for accompaniment
5.2 Vision
5.3 Hearing
5.4 Dentition
6.0 Comments

7.0 Summary
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1.0 Introduction

In order to understand the health needs of a population, one must
first have an appreciation for its general health status.

Without the benefit of direct physical or laboratory
measurements, this assessment of the general health of GOPD
attenders was "based on data collected from patients about their
(1) self-rating of health:; (2) consultations with health care
providers over the previous 3 months; and (3) hospitalizations
over the previous year. In addition, we asked patients questions
about their functional status: the need for accompaniment, the
condition of their eyesight, their hearing and their teeth.

Based on this information, conclusions regarding general health
status and the need for health care are drawn.

2.0 BSelf-ratings of current condition

Patients were asked to rate thelr current condition.

(Table 5.1) 21% stated their condition was poor or very poor, 61%
fair and 18% good. The ratings were further analyzed by (1) age
groups; (2) gender; (3) hospitalization within the past year; (4)
illness profile and (5) health care expenditure over the past 3
months.

2.1 By age groups

Of the 185 patients who rated their current condition as
poor or very podr, 48% were elther under the age of 12 or
over the age of 60. 27% were between 40 and 59 years and
25% were between 13 and 39 years of age.

Of the 532 patients who rated their condition as fair, 56%
were either under the age of 12 or over the age of 60. 18%
were between 40 and 59 years and 26% were between 13 and 39

years of age.

Of the 153 patients who rated their condition as good, 64%
were either under the age of 12 or over 60. 26% were middle
aged (40-59) and 10% were teenagers or young adults (13-39)
(Table 5.2).

2.2 By gender

Table 5.3 shows that 78% of females, compared to 80% of males,
rated their condition as fair or good. This difference is
statistically significant (chi-square=8.69; df=2; p=0.0214).

2.3 By hospitalization
16% of patients with a poor or very poor self-rating, 11%
with a fair self-rating and 11% with a good self-rating had

been hospitalized within the past year. These differences
are not statistically significant (Table 5.4).
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3.0

2.4 By health care expenditure

Health care expenditure, for the purposes of this survey,
was defined as the sum of money spent on all professional
consultations (western or traditional), hospital.charges{
accident/emergency costs, all medications, vitamins, tonics,
and.hospitalizations and excluded foods, eyeglasses and

dentures.

Patients who rated their condition as poor or very poor
spent more and those who rated their health as good spent
less on health care over the past 3 months (Table 5.5). The
difference is statistically significant. (chi-square=16.06;
df=4; p=0.0029)

2.5 By illness profile

The illnesses for which patients sought consultation at the
GOPD were categorized into new problems (those of less than
3 months duration), old problems (those of greater tlian 3

months duration), diabetes, hypertension and a combination

of the above.

Of the 185 patients who rated their condition as poor or
very poor, 58% presented with new problems, 22% with old
problems, 3% with diabetes, 8% with hypertension and 9% with
a combination of the above.

69% of the 532 patients in fair condition presented with a
new complaint, 8% with an old problem, 2% with
hypertension, 15% with diabetes and 6% with a combinatiocn.

Of the 153 patients in good condition, 37% sought attention
for a new problem, 12% for an old one, 3% for diabetes cire,
42% for high blood pressure and 5% for a combination of
complaints.

In general, patients with old problems and a combination of
ailments tended to rate their condition as poor or very
poor, those with new problems or diabetes as fair and tho:e
with hypertension as good. The differences noted are
statistically significant. (chi-square=107.9; df=8;
p=0.000) The lowest proportion rating their health as gcod
was found among attenders with new problems and aighest
among patients attending for continuing care of
hypertension. (Table 5.6)

Number of consultations over the past 3 months

The reported use of professional consultations over the previous

3 months showed a wide range (Figure 5.1). 158 (18%) reported zero
consultations, 25 (3%) reported at least one consultation per

week. Two patients reported over 60 consultations during the 3
month period.
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4.0

3.1 By age groups

In general, children and young adult patients tended to seek
care less frequently (Table 5.7). 59% of patients 0 - 12
years, 82% 13 - 19 years and 60% of patients 20 - 39 years
had 2 or_fewer consultations during the previous 3 months,
while only 44% of patients 40 - 59 years and 39% of patients
over 60 years fell into .the same category. Middle~aged and
older patients tended to consult medical professionals more
frequently. 56% of 40 - 59 year-old patients and 61% of
patients over 60 consulted a physician at least once a
month. Only 39% of patients under 40 consulted with the
same regularity. These differences are statistically
significant. (chi-square=47.85; df=8; p=0.0000)

3.2 By gender

There were no statistically significant differences in
consultation seeking behaviour between males and females

(Table 5.8).
3.3 By illness profile

Patients presenting with new problems had consulted fewer
physicians; 61% of these patients had seen 2 or fewer
doctors during the past 3 months (Table 5.9). Patients with
illness of greater than 3 month duration, diabetes,
hypertension or a combination of problems had generally
consulted a greater number of doctors. 67-79% of these
patients had consulted a doctor at least once a month during
the previous 3 months. These differences are statistically
significant. (Chi-square = 72.72; df = 8; p =0.0000)

3.4 By hospitalization

Table 5.10 shows that patients who had consulted a greater
number of physicians during the past 3 months were also
statistically more likely to have been hospitalized during
the past year. (chi-square=16.76; df=2; p=0.0002)

Hospitalization with the past yvear

105 (12%) patients reported having been hospitalized at least
once during the past year. Of those hospitalized, 70% were
adnitted to government hospitals (Figure 5.2).

4.1 By age group

The highest rate of hospitalization was noted in patients
under 12 years old. 34 (16%) had been hospitalized at least
once during the previous year. The lowest rate was seen
among teenagers. 3% of this group had been hospitalized.

Of all patients hospitalized, 65% were either under 12 years
or over 60 years of age (Table 5.11). The differences noted
are statistically significant. (chi-square=11.83; df=4;
p=0.0187)
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5.0

4.2 By gender

There were no differences in hospitalization between the two
genders (Table 5.12).

4.3 By illness profile

Patients with diabetes had the highest hospitalization rates
(26%) followed by those with old problems (16%) and .
hypertension (14%). The observed pattern was borderline in
terms of conventional cut-off levels for statistical
significance (chi-square=9.18; df=4; p=0.0568) (Table 5.13).

Functional status

Insofar as general health is related to functional status, the
survey attempted to explore levels of dependency by asking
guestions about the need for accompaniment and the condition of
eyesight and hearing. A question about dentition was also asked.
(This data set excludes information from patients under the age

of 12 years.)

5.1 Need for accompaniment

16% of respondents were accompanied to clinic. The highest
proportion was seen in patients ages 13-20 (Figure 5.3).

Of those accompanying the patients, the most frequent were
spouses and mothers (Table 5.14). 61% of accompanying
patients were females.

5.2 Eyesight

12% of patients reported visual impairment with or without
corrective lenses (Table 5.15). 20% of patients over the age
of 60 reported impaired vision (Table 5.16). The proportion
of patients complaining of poor vision increases with age.
The differences noted between age groups are statistically
significant. (chi-square=28.45; df=3; p-0.0000). More
women than men reported visual difficulty (data was not
controlled for age).

5.3 Hearing

9% of patients noted impaired hearing, with or without
hearing aids (Table 5.15). Table 5.17 shows that 16% of
patients over the age of 60 reported hearing difficulties
and the proportion increases with age. (chi-square=27.06;
df=3; p=0.0000) There were no significant gender
differences in hearing ability noted.

5.4 Dentition
57% of all patients have all natural teeth and 10% had no

tee?h or full dentures. Table 5.18 shows that 64% of
patients over age 60 needed partial or full dentures and
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the proportion increases with age. (chi-square-142.31;
df=9; p=0.0000) Table 5.15 demonstrates that more females
than males wore or needed dentures (data not controlled

for age).
6.0 Conmnment

Twenty-one percent of GOPD attenders rated their current
condition as poor while a comparable small proportion (18%) rated
their condition as good. That the majority reported a fair self-
rating may reflect their true health status or perhaps a
reluctance to overstate their condition. 1In an attempt to link
health self-rating and the need for health care, one might argue
that patients with a poor rating are in greatest need of
services. If this is accepted, then the results of this survey
would suggest that these people are more likely to be between 40
and 59 years of age, more likely to have been hospitalized within
the past year and are more likely to have an illness of greater
than 3 months duration.

The validity of using patient’s self-ratings as an indicator of
need for health services can be challenged, however this
technique is used in many health surveys and has a strong measure
of ‘face validity’. At the extreme ratings - poor or good ~ the
validity is supported by other indicators of morbidity used in
this study,namely the number of consultations over the past 3
months and hospitalization within the past year. The proportion
of patients who had no consultations is the same as those who
rated their as good. A greater proportion of patients who rated
their condition as poor had been hospitalized in the past year
(but this difference was not statistically significant).

For the majority of GOPD patients who rated their condition as
fair, however, it is not easy to reconcile any differences among
perceived health status, the true need and the actual utilization
of health services. For example, patients over 60, those with
hypertension and those with diabetes did not rate their health
poorer than expected, yet a large proportion were frequent (1 or
more times per month) attenders of the GOPD. This observation
corroborates the claim that many patients with chronic illness
have an informal understanding that they should return to clinic
once a month, if for nothing else but renewal of medications.
While it is recognized that patients with chronic conditions need
long-term follow-up, in the absence of poor health their true
health care needs might not regquire monthly visits to GOPD and
might better be served in a different setting. Consultation
rates in this group might also reflect patients’ uncertainty
about their progress, inadequate knowledge of their health
problem and poor adjustment to their disease and its treatment.
It is well recognised in other industrialised countries that many
patients attending primary health care services have affective
problems. A more detailed study of the psychological status of
GOPD attenders should be considered together with the
implications for workloads, clinical management and training of

nedical officers.
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The information on functional status confirms that elderly
patients, more of whom are women, have greater disability of
vision and hearing and have fewer natural teeth. However, there
was no evidence uncovered that suggests the elderly patients who
attend GOPD are dependent to the extent that they come
accompanied more frequently. Assessment of unmet need in this
area would require further enquiries to a general population

sample.

What factors - demographic, cultural, socio~-economic, functional
or physiologic - account for differences in perceived health, the
need for health care and the utilization of services cannot be
fully established at this point. Multivariate analysis might
have proved useful but could not be accomplished within the time
frame of this survey and is further hindered by the relatively
small sample size of some response categories. What would also
be informative, but was not available, are objective aeasures of
the physiological and functional status of attenders and
information on the severity of illness.

Without possession of such information, conclusions and
inference: can only be made on the basis of subjective, and
perhaps 1l:ss reliable, data from patients reports.

7.0 SBumrary

1. 21% of GOPD attenders rated their condition as poor or very
poor, 61% as moderate and 18% as good.

2. Pat@en?s’ self-ratings of their current condition showed
variation by age, gender, hospitalization, health care
expenditure and illness profile.

3. The number of consultations over the past 3 months among
GOPL attenders had a wide range (0 - 70).

4. The number of consultations varied with age, illness profile
and hospitalization.

5. 12% of patients had been hospitalized over the past yesr.

6. The rate of hospitalization varied with age. The greatest
rate was seen in patients <12 years of age.

7. Furthe; studies are needed to determine what factors
determine patients’ needs for and expectations of healt:
services.

8. T@ese future studies should not only focus on demographic
diiferences but also seek objective measures of
the severity of illness and assess the psychological status
of GOPD attenders.
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6. HEALTH BELIEFS AND HEALTH PRACTICES OF GOPD ATTENDERS

Synopsis

1.0 Introduction
2.0 Self-medication
2.1 Reasons for self-medication
2.2 Practice of self-medication
3.0 Dietary Practices
3.1 The concept of hot/cold and its effects on diet
3.2 Diet restriction
3.3 The taking of tonics
4.0 Doctor-shopping
4.1 Description of doctor-shoppers
4.2 The choice of doctors in doctor-shopping
4.3 Reasons for doctor-shopping
4.4 The belief in predestined medical affinity
4.5 Requests for specific doctors in the GOPDs

5.0 Comments and Conclusions
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1.0 Introduction

The Theory of Reasoned Action is currently one of the mogt _
promising models offering a general explanation and prediction of
behaviour. Formulated and developed by social psychologlst§
Fishbein and Ajzen (1975; 1980), it asserts that human social
behaviour is not controlled by unconscious motives; it is not
thoughtless. Rather, people decide to engage or not ?o engage in
a given action by carefully considering its implications.

According to the theory, "beliefs influence attitgdes and
subjective norms; these two components influence intentlons; and
intentions influence behaviour" (Ajzen and Fishbein, 1980, p.80).
Beliefs are therefore considered central to the predictions of
health behaviour. It is within this framework that the present
study has set out to examine some of the health beliefs.as
possible contributors of self-medication, dietary practices, and

doctor-shopping.

As in the west, the first step in help-seeking behaviour is the
individual’s recognition that something is going wrong. The next
step is to decide, by virtue of the need, whether a particular
problem should be handled medically by a doctor, or in some other
ways such as by talking to a relative or friend, or even by self-

medication.

Diet modifications are also a very common means of disease
treatment as well as prevention among chinese in Hong Kong (Ho
and Donnan, 1985). As these traditional dietary rules are too
complex and numerous, the present study only chose to examine the
concept of the hot/cold distinction and its effects on diet, the
practices of diet restriction (gai hou) and the taking of tonics.

Doctor-shopping refers to the change of doctors without
professional referral, which is a rather prevalent phenomenon in
Hong Kong (Yeung and Chow, 1986; Lee, 1982). This behaviour may
have its own advantages, as it reflects a possibility that the
patients are recognizing their right to shop for what they
believe to be the best care available. However, it may also mean
that an adequate record of the patient’s medical history is
difficult to obtain, as patients usually do not keep the first or
the second doctor informed about the changes they have made. The
follow up of the progress of the patient and a continuity of care
will be difficult to achieve. Subsequently any diagnosis or
treatment would hardly be as accurate as it might be.

This study also looked at the traditional concept of "predestined
medical affinity" and its relationship with doctor-shopping.
"Affinity" is a concept which might have been introduced into
China through the teachings of Buddhism as early as two thousand
years ago. It is a "matter-of-fact" concept in the understanding
of interrelationship between almost anything in the universe. In
the context of doctor-patient relationship, patients can test to
see if they "match" the doctor with whom they have their
consultations by consulting different doctors: medical affinity
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exists if the recovery after a consultation is speedy, otherwise
the situation demands shopping for a different doctor.

A description of who these shoppers are, how they shop and the
reasons for their behaviour were examined. Requests for specific
doctors in the GOPDs, which may reflect affinity, was also

covered. -

2.0 Self-medication

2.1 Reasons for self-medication

In the present sample, the most common reasons for self-
medication were either that patients did not think their
symptoms were severe enough (51%), or simply because of
convenience (30%, Fig. 6.1).

2.2 Practice of self-medication

45% of the patients in the present sample claimed that they
would self-medicate without seeking professional help (Table
6.1). Of the patients who had presented to the GOPDs with
problems of less than three months’ duration, only a
minority reported that they had self-medicated prior to
their visit (5% had used chinese herbs, 14% took medication
bought over-the-counter, and 8% used left—over medication).
The practice of self-medication for those with more chronic
problems was even less likely (only 3% used chinese herbs,
6% took over-the-counter medication, and a 4% took left-over
medication).

Although previous evidence showed that chinese traditional
cures or remedies were more popular than the use of western
medicine in self-medication (eg, Lee, 1974, 1980; Winchell,

1981; Tan, 1984; etc.), the present data suggested that
western drugs or tablets were utilized more often (Table
6'2) A4

A breakdown of the data further indicated that those who
self-medicated were more likely_to be younger patients with
secondary education or above (X2=15.48: d.f£.=1; p=0.0001;
Table 6.3).

Although most of the patients in the study said that the
main influence on their self-medication was from either
other lay-persons (24%) or previous experiences of their own
(28%), 19% cited the influence of media messages (Fig. 6.2).

3.0 Dietary Practices

3.1 The concept of hot/cold and its effects on diet

89% of the patients interviewed claimed to believe in the
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concept of hot/cold (Table 6.4). The present data diq not
indicate any relationships between patients’ belief in the
concept and demographic variables.

43% of the patients who claimed to believe in hot/cold
reported that their belief had a strong influ?nce on their
diet (Table 6.5). Associations with demographic variables
were again not significant.

3.2 Diet restriction

36% of the patients interviewed indicated that they
restricted their diets without seeking professional help
(Table 6.6). However, 65% of the patients in the sample
believed that following certain dietary rules while tal ing
the medication prescribed would expedite recovery durirg
illnesses (Table 6.7).

64% of the patients who restricted their diet and took
prescribed medication said they did not discuss their ovn
practices of diet restriction with their doctors either
because they did not feel the need to do so (55%), or siwply
because they were not asked on the matter (35%) (Table 6 8
and Fig., 6.3).

3.3 The taking of tonics
19% of the sampled patients said that they tcok tonics at
least cnce per month (Table 6.9) and 5% took “hem less

frequeritly. No significant relationship was found between
the consumption of special food or tonic and 1ncome.

bDoctor -shopping

4.1 Introduction

Estimi tes of doctor-shopping in Hong Kong have raried from a
low o. 28% (Ho and Donnan, 1985) to a high of 6. % (Lee,
1982) The prevalence of shopping amongst the G(PD subjects
was 41% (Table 6.10). This result is consistent with the 46%
prevalence of shopping found in the general population
healt. survey.

4.2 Cascription of doctor-shoppers

A Dbileakdown of the data indicates that these patients were
more likely to have consulted private doctors agd
practitioners of chinege medicine previously (X“=15.94;
d.f.=1; p=0.0000 and X°= 7.33; d.f.=1; p=0.0068
resp:ctively, Tables 6.11 to 6.14). A significant.y higher
previlence of shopping was found among patients gged less
than 40, compared with those aged 40 or older (X“=43.56;
d.f.=1; p=0.0000, Table 6.15).
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Shopping was more prevalent among patients with secondary
or better levels of education (at about 48%) and least
prevalent among post-secondary educated subjects (about
27%). Patients with primary education or lower had an
intermediate prevalence of shopping (about 36%, X“=15.44;
d.f.=2; p=0.0004; Table 6.16).

Multivariate analysis using logistic regression was
performed to clarify the relationship between the behaviour
of doctor-shopping and demographic variables (Table 6.17).
The results indicate that elderly patients aged 60 or above,
those presenting with diabetes or hypertension, and those
who were previous attenders at the GOPD were less likely to
be doctor-shoppers. Other factors including gender,
education and family income were not found to be significant
independent determinants.

Further reference to doctor-shopping is made in the report
on the general population health survey.

4.3 The choice of doctors in doctor-shopping

60% of the patients who shopped for doctors reported
reliance on lay recommendations for their choice of doctors,
while a 31% suggested that their choice of a doctor was
purely by chance (Fig. 6.4).

4.4 Reasons for doctor-shopping

The main reported reason for patients changing their doctors
without referral was a persistence of symptoms (66% of those
who shopped) (Fig. 6.5). However, the present data suggest
that patients with illnesses of a more chronic nature, such
as hypertension (HT) and diabetes mellitus_(DM), were the
least likely to shop around for doctors (X2=43.65: d.£.=2;
p=0.0000; Fig. 6.6). This is generally consistent with the
data from the general population health survey.

4.5 The belief in predestined medical affinity

Although 17% of the patients interviewed said that they had
never heard of the concept of "predestined medical
affinity", 65% of the patients in the sample claimed that
they had a fairly strong or stronger belief in the concept
(Table 6.18).

In contrary to other reports in the literature, the present
data do not suggest that patients’ belief in the concept was
related to the practice of doctor-shopping. In fact only 7%
of all patients who shopped for doctors reported that the
reason for their behaviour was due to a "mismatch" with
their doctors (section 6.2 above for reasons of doctor-

shopping, or Fig. 6.5).
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4.6 Requests for specific doctors in the GOPDs

Patients’ requests for specific doctors when visit%ng the
GOPDs may be relevant to the belief in medical affinity.

34% of the patients claimed that they had requested for a
specific doctor in the GOPD clinics previously (Table 6.19),
and a breakdown of the data shows a borderline relationship
between a bglief in affinity and the frequency to make
requests (X*=3.82; d.f.=1; p=0.0505; Table 6.20).

A further breakdown of data indicates that those who ofter
mage specific requests were more likely to be youpger
(X¢=27.50; d.f.=2; p=0.0000; Fig. 6.7), female (X =4213;
d.f.=1; p=0.0420; Table 6.21), less well educated (X =§.53;
d.f.=1; p=0.0602; Table 6.22), oXx whosezmonthly domestic
income was less than $6000 per month (X“=15.53; d.f.=3;

p=0.0014; Fig. 6.8).

From cross-tabulations these patien%s were more likely to be
previous attenders of the clinic (X“=9.39; d.f.=1; p=0.0022;
Table 6.23), and they did appear to be more satisfied with
the services offered (section 12 for a report on patient

satisfaction).

5.0 Comments and Conclusions

Local studies on the process of medical help-seeking have shown
that in the initial stage of common diseases, people were most
likely to self-medicate, using chinese and/or western home
remedies, rather than to seek help from western-trained doctors
or pracitioners of traditional chinese medicine. In his study in
Kwun Tong in 1980, Lee reported that 58% of his respondents would
self-medicate, although the percentage of self-medication might
be more if those less serious and self-limiting diseases were
also considered.

However, only 45% of the patients in the sample self-medicated
before seeking help from GOPDs, and western medication was used
more often than chinese remedies. Those who self-medicated tended
to be younger or better educated, who might indeed hold different
beliefs or opinions from those sampled in studies conducted in
the early 80s or even the 70s.

As 20% of the patients reported that their self-medication was
influenced by media messages, it would be intriguing to pursue
what was portrayed in these messages as a general reflection of
the lay expectations of both western and chinese medicine.

While 89% of the sample claimed to believe in hot/cold, only 43%
of these patients said that their belief had a strong effect on
their diet. A minority (36%) of the sample would restrict their
diet as a way of coping with their illness before seeking
professional help, but 65% of the patients interviewed would
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follow traditional dietary rules as well as taking their
prescribed medicine to expedite recovery. This finding might lend
support to the lay contention that certain traditional dietary
rules would fill "explanatory and behavioural niches left open in

western medicine" (Koo, 1984).

19% of the patients said they took tonics more than once a
month, but again contrary to previous findings, this practice was
not related to any demographic variables.

41% of the patients frequently changed their doctors without
referral, and the main reported reason for their doctor-changing
behaviour was a persistence of symptoms. However, the present
data also suggest that elderly patients, patients presenting with
diabetes or hypertension, who were also likely to be elderly.

Indeed the majority of care of these patients was obtained from
GOPD clinics (88% of HT and 76% of DM patients, see section 9 of
the present report). This might support the supposition that
attenders of GOPDs are a distinctive group of patients in the
population, who may continue to utilize the services for a
variety of reasons other than the quality of care offered, such
as convenience, costs of services etc. (see also section 12 on
patient satisfaction).

Other findings on doctor-shopping in the present sample are
inconsistent with the literature, as factors such as gender,
education, family income, nature of illness and a belief in
medical affinity, all noted by previous studies to be related to
shopping behaviour, are not significant when adjusted for other
study variables.

Patients "expected" to shop for doctors were instead more likely
to request specific doctors in the GOPDs: those who were female,
less well educated, with a lower monthly domestic income, or
believing in the concept of predestined medical affinity. It
might be that these patients had already found a doctor in the
GOPDs with whom medical affinity existed, therefore they would
not need to shop any further. However, only 34% of the patients
interviewed had made such specific requests.

That the present sample was not representative of the population
of Hong Kong may explain the low agreement with the findings of
previous local studies. Further research should therefore include
subjects besides GOPD attenders, especially those who frequently
utilize services offered from the private sector, if a more
comprehensive picture on various health practices is anticipated.
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1.0 Introduction

A common focus of criticism and complaints about the GOPD clinics
is that very large numbers of patients are seen there during each
session. This great influx of people seeking consultation at
each session, it has been claimed, precludes the physicians from
spending ,any meaningful length of time with patients and thus
limits their ability to assess adequately any concern except the
most trivial or obvious. Certainly, conditions demanding that
doctors allocate no more than 3.3 minutes per patient do little
for patient or physician satisfaction and are detrimental to the
aim of providing high quality primary health care.

The Department of Health has recognized and attempted to deal
with the problem of heavy patient loads. In an effort to
distribute the work throughout a clinic session, numbered discs
and the block appointment system were introduced. No operational
studies were conducted before the introduction of the system,
however, and there have been no formal measurements of the effect
of the intervention on the process of care delivery. (Of note,
our survey, as discussed in Section 12, indicates that only 14%
of GOPD attenders know about and understand the block appointment

system.)

The block appointment has often been used as a method of managing
patients who attend a clinic. However in Hong Kong, because

the majority of patients attend on a "walk-in'" basis (inculding
recalled patients), it does not address the problem or alter the
number of patients who queue to be seen. These patients wait in
the hope of obtaining one of a limited number of discs - a ticket
to be seen by a physician during a particular session. Under
ordinary circumstances, without a disc one will not be seen.
Hence, patients wise to the system arrive early in the session to
get a disc and then return after an appropriate interval to see
the doctor.

Given these groundrules for operation, one would expect to find
the clinics with patients waiting to be seen throughout clinic
hours and not amassed during certain periods of a clinic session.
However, informal observations during this survey noted that many
of the clinics were essentially empty during some parts of the
sessions, mainly during the later hours. (This, apparently, in
some specialist clinics, is akin to closing early, as one patient
complained in a letter to the editor of the South China Morning

Post on 1 February 1990.)

In order to understand more fully the process of care in the
GOPD, particularly the "true" work-load and the amount of time
available to see patients, an evaluation of clinic throughput is
necessary. Without the benefit of formal operational studies, a
preliminary analysis is attempted here using data obtained during
the survey about interview ending times, the total number of
patients seen during clinic sessions and the number of doctors
available for consultation.
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2.0 Location and resources of survey clinics

12 different clinics were surveyed, 2 on Hong Kong Island, 5
Kowloon and 5 in the New Territories. The resources available at
each of the clinics varied in terms of the number of
consultations room available at the site and the number of
doctors available per session. Table 7.1 shows that the nu@ber
of consultation rooms and the number of doctors at the clinics’
disposal ranges from one to eight. All see large nu@bers.of
patients. Few of the clinics have laboratory or radiological

facilities on-site.

3.0 Workloads, duration of sessions and differences

3.1 Estimate for clinic work-load

In order to estimate relative workloads, an index was
constructed. Such an index is necessary to account for the
variations in the number of patients seen in different
clinics. This index adjusts for the differences in the
numbers of rooms and doctors available for consultation
among the surveyed clinics, as well as for the effect of

attending during different "office hours" (morning, evening
and Sunday/public holiday sessions are four hours long;
afternoon sessions are three hours). The index is

calculated as follows:

Total number of patients seen in the sampled rooms during a session

.....................................................................

Total number of consultation rooms available during a session

In general, the larger the index number, the greater the
clinic work-load.

3.2 Estimates for duration of clinic sessions

The sampling frame of this survey has been described in the
report’s section on methods (Section 2). Essentially, every
seventh patient in a randomly designated consultation :-oom
was deemed eligible for interview. Patients were
interviewed after they had seen the doctor, and the
interviewers noted the patient’s disc number and the
bgginning and ending times of the interview. Hence, it the
disc system were to run true, the ending times of the
interviews should roughly correlate with the completion of
work in the clinic. The greatest number of patients that
could be seen in the sampled consultation room after the
last interview started is six. The average length of the
interview was 13 minutes 47 seconds. If one assumes that
doctors spend less than 3.3 minutes with each patient, then
the ending time of the last interview should approximate the
end of clinic.
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3.3 Differences in work~load and completion of work among
clinics and sessions

Table 7.2 demonstrates the differences in work-load indices
among the clinics sampled and among sessions at the same
clinic. Indices tend to be higher at evening and
Sunday/public holiday clinics, and lower at afternoon
clinics, while -the work-load indices of morning clinics 1lie
between these two groups.

Figures 7.1 and 7.2 depict the estimation of clinic sessions
throughput by plotting the proportion of interviews
completed by time after the beginning of a clinic session.
Each surveyed clinic’s performance is represented by a "bar-
whisker" graph showing the time at which the first, 10%,
25%, 50%, 75%, 90% and 100% of the interviews were
completed. In all clinics and in all sessions (except at
NKC during the morning session), 100% of the interviews had
been completed at least 13 minutes and as much as 1 hour and
29 minutes prior to the official clinic closing time.

The completion of clinical work varied from clinic to clinic
and to greater or lesser degrees during a particular
session. For example, the performance of the clinics with
morning sessions was highly variable, even for clinics with
similar work-loads. Afternoon clinics, in general, tended
to show less variation and to spend less time to complete
work than the morning clinics. A comparison between SJ in
the afternoon and ST in the morning, clinics with similar
work-load indices, illustrates this point. Both clinics
have work load indices of 35, yet the time regquired for a
given proportion of work is different. The work-load of the
evening clinics varies the most from clinic to clinic, yet
the time of work completion does not seem to vary
significantly. It appears that the work of the evening
clinics is essentially complete about 30 minutes prior to
the official closing time. Only two Sunday/public holiday
clinics were evaluated in this analysis. They completed
their work in a similar time frame.

The performance of a given clinic seems to remain constant
throughout the day. The throughput of VP during the morning
and the afternoon are comparable, as is that of LT during
the morning, afternoon, and on Sunday/public holidays

sessions.

Comment

Utilizing indirect though empirically valid measures of clinic
throughput and clinic work-loads, a number of observations can

be made. First, both work-loads and the time required to process
them vary from cllnlc to clinic. Second, clinical work is
generally completed well before the off1c1al clinic closing time.
This implies that 1) the disc and block-appointment system do not
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serve to distribute the work-load evenly throughout the clinic
session hours and 2) patients are getting even less than the
official 3.3 minutes per consultation allotted to them.

These observations lead to further questions and the need for
further studies. Specifically, operational studies would
identify the factors that account for variations in clinic
throughput. Factors such as clinic management style, gllnlc
facilities, physician characteristics and decision making,
patient demographics and case-mix should be examined. At the
same time, attention should be paid to the quality of work being
performed. The amount of time actually spent with pat%ents and
how it differs from doctor to doctor or with the severity of the
patient’s illness, are quality of care measures that deserve

scrutiny.

Based on the results of operational studies and further health
services research, strategies to improve the delivery of health
care to patients in clinics might be considered. Before any
interventions are made, desired outcomes should be specified and
methods worked out for measuring the process of care towards the
designated outcome. Feedback regarding performance should be
given periodically and performance then re-measured. Only by
establishing a feedback loop between health services research and
health services delivery of the kind described in this section
can the quality of health care in GOPD in Hong Kong be improved.

5.0 Summary

1. The work-loads of clinics vary from clinic to c¢linic and from
session to session.

2. The performance of a given c¢linic, i.e., the rate at which it
processes a given work-load seems to remain constant.

3. The work~load of a clinic is completed well before th:
official closing time.

4. Patients may be getting even less than the allotted 3.3
minutes per consultation.

5. The.disc and block-appointment system are not used by
patients or doctors to help distribute the work-load
throughout the session hours.

6. Further studies are necessary to determine factors which
accogn? for the variations in clinic throughput. These
preliminary findings suggest that, with other adjustments to
methods of working in clinics, there are important
opportunities to improve the quality of care during
consultations and in general improve the efficiency of clinic
management.
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Health services research (including operational studies and
quality of care assessments) should be indivisably linked to
health services delivery systems to cptimize the standard of
health care.
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CLINICAL WORK OF GENERAL OUTPATIENT CLINICS
1.0 Introduction

A cross-sectional study of the type used in this survey can
identify patterns of utilization of services, the profile of
health problems in the attending population and the medical work
and other actions carried out at a typical OPD visit. Cross-
sectional studies may not provide reliable information on the
cumulative health service use by attenders but will indicate
where further operational studies might usefully be implemented.
Figure 8.1 summarizes the salient features of patients using
GOPD’s in terms of attendance status, profile of health problems,
site of previous consultations, investigations, treatment and
outcome. In this study, ‘new problems’ and ‘old problens’ were
defined respectively; as any health problems which first
developed less than and more than three months before the date of
interview. DM and HT are abbreviations for diabetes mellitus and
hypertension respectively; these problems were used as indicators
of care provided for chronic disease.

2.0 Attendance pattern

Of the 1214 patients in the survey sample, the majority, 1167
(96%), were former attenders and 47 (4%) were new attenders.

3.0 Coping strategies

The 703 patients (both new and former attenders) who presented
with only new problems were asked about their use of various
coping strategies. Most patients (75%) first developed symptoms
within one week before the interview. 125 of 703 (18%) consulted
GOPD immediately after the onset of symptoms. The remainder had
either exclusively or in combination opted for rest (24%),
modification of diet (31%), over-the-counter (OTC) drugs (25%),
Chinese herbs (10%), or left-over medication from a previous
episode (14%). Substantial minorities had sought either
professional advice (39%) or lay advice (22%). (Table 8.1)

4.0 Sites of previous consultations

Among former attenders with old problems, the majority (72%) of
those who had sought professional advice had used government
clinics; one in five or more had patronised private/other western
doctors and 5% had used alternative medicine. A much larger
proportion (38%) of former attenders with new problems had used
private medicine before coming to GOPD. Similarly new attenders
with both new and old problems had almost exclusively used
private care before making this GOPD visit.
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6.0

Health problems

5.1 New problems

The majority of both former (61%) and new (87%) attenders
presented new problems at the consultatlog. The total
numbher with new problems at the consultation reported by the

survey was 798, 66% of all attenders.

5.2 014 problenms

The workload on the survey days included 505/1167 (43%)
former attenders and 6/47 (13%) new attenders with longer
standing health problems. These are divided for further
discussion into old problems and diabetes and hypertension;
information from the latter groups has been used as an
indicator of care for patients with chronic disease (see
later). Patients with exclusively old problems, as defined
in the survey, comprised 14% of the former attenders.

Morbidity

The patients queried declared a spectrum of health problems
(Table 8.2).

6.1 New problems

523 of the 798 (66%) patients with new problems had acute or
chronic respiratory disease; musculo-skeletal complaints
(11%) and digestive complaints (8%) were the next most
common problems. 54 (7%) patients reported non-specific
symptoms including headache, fever and tiredness. Problens
classified as nervous system/mental illness (4%) made up the
remainder.

134 (17%) of the 798 patients reported a second new problem.
The distribution of these complaints again shows a
predominance of symptoms related to respiratory, musculo-
skeletal and digestive systenms.

6.2 01l1ld problems

261 (21%) patients presented with old problems. The
spectrum show some variation from that of new problems. The
dominant features were musculo-skeletal complaints (33%)
with circulatory and respiratory problems together amounting
to a further 36%.

37 (14%) of the 261 patients noted another old problem. The
nature of their complaints is described in the table.
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Qutcomes
7.1 Investigations

Investigation rates were uniformly low for former and new
attenders with both new and old problems. Only 4% had some
form- of investigation. There was little variation between
patients with new or old problems.

7.2 Diagnosis and treatment

In contrast to investigation, treatment received a high
priority in all of these contacts. Only 30 (2.5%) of
patients left the clinic without some form of medication.
For new problems, the number of prescriptions averaged 2.4
(new attenders) up to 2.8 (former attenders) treatments.

The modal number of prescriptions was 3 and no less than 613
(50%) had 3 or 4 medicines (Table 8.3). Despite the high
treatment rate the majority of patients (70%) apparently
left the clinic without knowing the presumptive diagnosis.

7.3 Recalls and referrals

Patients were asked whether they were invited to attend the
clinic again and whether they were referred onto another
service.

The overall recall ratio was 16%. Recall rates varied
markedly between old problems (20%), new problems (11%) or
chronic disease (26%). The majority of patients who were
recalled after the survey consultation (and who were given a
time at which to do so) were asked to return within one
month; 54% fell into this category.

The overall referral rate was 5%. Referrals were mainly
made to specialist clinics (82%) or A&E departments (10%).
Referral rates varied between different clinical problem
groups; new patients with new problems and former attenders
with old problems were most frequently referred. Former
attenders with new problems and patients with diabetes and
hypertension were least often referred. More work is needed
to document the referral process but these preliminary data
can be used to estimate the contribution of GOPD’s to
medical work in other tiers of the system. Details are
given in the following sections.

7.4 Impact of GOPD’s on work of A&E and specialist clinics

The point estimate obtained from the survey indicates that
5.48% of all attenders were referred. 4.51% of these went
to specialist clinics and 0.53% to A&E. The direction of
0.44% is unknown but we could assume that 0.4% went to
specialist and 0.04% to A&E.
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The total referral rates would therefore be

= 4.91%

e

to specialists: 4.51 0.
to A&E 0.53% + 0.04% 57

i oe

+
0.

A

To estimate the impact of GOPDs on work of A&E and
specialist clinics, the relevant statistics of the year 1988

(Director of Medical and Health Services, 1990) were used
when appropriate in this section.

Total GOPD attendances in 1988 egualed 5,277{138 among,whom
4,439,216 were seen by a doctor and the remalnder received

injections or dressings.

We can therefore expect total referrals from GOPD to be

to Specialists: 4,439,216 x 0.0491 = 217,966
to A&E: 4,439,216 x 0.0057 = 25,304

To assess the impact on the work of specialist clinics, for
the purpose of this exercise, we assume that the 217,966
referrals are made to government specialists. The total
number of attendances at all government specialist clinics
in 1988 = 2,754,924 so that the contribution of GOPDs to the
overall workload of specialist clinics = 217,966/2,754,924 =
7.9%. This does not of course include any estimate of the
number of returns initiated by specialists after the first
contact with these patients. Additional operational studies
would be required to examine the cumulative effect of GOPD

referrals on specialist clinic workloads.
7.5 Impact of GOPD’s on hospital admissions

Attendances at 11 A&E (government and government assisted)
departments in 1988 was 1,200,409, among which 343,713 were
admitted (28.6%). Assuming that the admission ratio for
patients referred to A&E by GOPD is the same (ie 28.6%) th::n
the total number admitted would be 25,304 x 0.286 = 7,237.
If either the severity of the problems in this group or
oth?r factors related to the referral lead to a higher
admission rate (say twice the average level) then the number
admitted would be 25,304 x 0.286 x 2 = 14,474.

The total number of inpatients treated in 1988 in the 10
hospitals with A&E departments (ie excluding Chai Wan) was
552,849. This amounts to 77.7% of all inpatients treated in
government and government assisted hospitals.

The proportion of patients admitted to hospitals through A&E
departmen?s can be estimated as 343,713/552,849 = 62.2%. To
the§e patients GOPD contributes between 7,237 and 14,474
patients.
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Taking the lower estimate, then

7,237/343,713 = 2.11% of all admissions via A&E
originate from GOPD.

and 7,237/552,849 = 1.31% of admissions from all
sources originate from GOPD referrals to A&E.

Taking the upper estimate of patients admitted from GOPD
referrals, then

14,474/343,713 = 4.21% of admissions via A&E originate
from GOPD.

and 14,474/552,849 = 2.62% of all admissions.

8.0 Comment

Comment: A more detailed study of patients, their use of
medicines, and coping strategies, particularly for minor and
self-limiting illness, would provide useful pointers to areas for
innovation in health education. A census of OTC drugs would
point to aspects where their use, together with other actions for
symptomatic relief, might be better informed. The use of
properly evaluated instructions of this kind, "packaged inserts",
could become an obligatory feature of OTC drugs in Hong Kong. On
the other hand the use of left-over drugs from a previous illness
should be discouraged. Patients should be advised to discard
surplus drugs after an episode. This might be linked to the case
for labelling of all prescribed drugs with proper names about
which there should be no dispute on the grounds of safety and the

patients’ right to know.

The general pattern of work in GOPD’s is concerned with patients
who have usually used the same clinic before but the majority of
attenders presented on the survey days with new problems. The
task of clinic doctors is therefore largely to identify patients
with probably serious complaints who require appropriate
investigation and/or referral and separate them from those with
minor and self limiting problems. The other important group
comprised patients with diabetes and hypertension, 24% of the
whole clinic population. Most of these were attending for
continuing care, the content of which is discussed later. Many
patients had used other sources of medical care, mainly in the

private sector.

Most (95%) of the new patients with new problems had previously
tried private medicine before moving to a government clinic.
Other data in the survey suggest that the reasons for preferring
GOPD concern cost more than any other factor.

Investigation rates were low; fewer than one in twenty patients
with new problems were apparently screened. The guestion arises
as to whether these figures reflect appropriate clinical decision
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making and care. A more detailed audit of presepting complaints
and clinical findings would be necessary to provide an answer.
such an approach would only be possible if a ;tructured and
comprehensive record was introduced into clinics. However the
effectiveness of simple screening tests, such as urine analysis
and ESR, in new patients at their first contact, is probably

beyond reasonable doubt. However with the present clinic

management approach, the serious lack of time provided for

individual consultations and the absence of a structured medical
record with provision for linking investigations to other
clinical information, further expenditure on investigations would

probably be wasted.

In contrast, the dominant treatment orientated agproach seens
inappropriate given the small amount of information collectgd
about individual problems. Polypharmacy is very p;evalent in
this service and merits a thorough review, from which new
therapeutic guidelines could be developed. The economic as well
as clinical benefits would be considerable. Such an approach
must be linked to patient education and a change in patients’
expectations of the outcome after a consultation. The fact that
70% of patients had no idea of the diagnosis is another pointer
to the need for a change in policy towards patient education..
Such an approach could be given prominence in any new continuing

education programmes for medical officers in this service.

The proportior of patients recalled is an interesting statistic.
This study carnot provide sufficient information to model the
effects of recall on clinic workloads but relatively simple
additional operational studies would allow this. In cur sample
of 1214 patients, 194 (16%) were asked to come back. If the
clinics are assumed to be full now, and if the average recall
interval is 2 weeks, then a modest increase in the int:rval of,
say, only one week would either release a number of ¢l nic
’slots’ or allow an increase in the time allocated to each
patient. A simulation exercise based on modification of follow-
up intervals for patients attending a diabetic clinic is shown in
Table 8.4. ILengthening the follow-up interval by only 30%
released 900 fifteen minute clinic appointments in one vyear.
Several other options, which could be chosen by the clinic team
for evaluation, were created by this analysis.

There has been considerable speculation about the influence of
referrals on the burden of medical work at specialist levels of
care and on hospital admissions. The contribution of GOPDs to
medical work at specialist levels of care is relatively small.
Furthermore it is worth noting that referrals cannot dircctly be
related to admissions. Although the act of referral may create
some medical and social pressures for admission, in the final
analysis it is medical decision-making at the point of admission
which determines admission rates. This study clearly incicates
that the great majority of both referrals to specialist clinics
and admissions to hospital must originate from sources other than
the GOPD referral pathways. To identify areas where decisions
and the use of resources could be better matched to patieats’
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medical needs, the content of medical work and decision-making at
this higher level of the system should be subject to a separate
study. More operational studies of this type would help to
construct a model of referral, recall and admissions at the
interface between primary and secondary care.
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9. THE MANAGEMENT OF CHRONIC DISEASE: DIABETES AND HYPERTENSION

Synopsis

1.0 Introduction
2.0 Manaéement of diabetes
2.1 Care site
2.2 Diagnosis
2.3 Investigation
3.0 Management of hypertension
3.1 Care site
3.2 Diagnosis
3.3 Investigation

4.0 Commeits
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1.0 Introduction

Diabetes and'hypertension were used as indicators of patterns of
care for patients with chronic disease and a relatively high
level of medical dependency.

2.0 Management of diabetes:

88 (7%) of the 1214 patients attending had a diagnosis of
dlabgteg (DM). Only 67 (76%) of them were attending for
continuing care for DM and the remainder for other intercurrent
problens.

2.1 Care site

Use of different sites of care ranged from 1 up to a total
of 4. However the majority used either the survey clinic
(76%) or another GOPD. 9% usually used private sources while
as many as 6% had preferred to use other sources including
herbalists. (Table 9.1)

2.2 Diagnosis

31 (36%) had been diagnhosed within two years and a further
30% within two to five years (Table 9.2). The majority of
these patients were treated with oral medication and 6% were
receiving insulin. (Table 9.3)

2.3 Investigation

Patients were asked about the type of contacts and
investigations carried out to monitor control of their
diabetes and detect complications. 1In the previous 12
months 90 to 92% had not received examinations for
assessment of their eyes or feet. Similarly 90% had not had
their weight measured and a further 3% were only weighed
once. Blood tests had been carried out in 48 (55%) but 18
(38%) of these said these were not for diabetes, or they did
not know. 30 patients who apparently had blood sugar tests
were asked about the result of the estimations; 8 out of 28
were not told or could not remember, 10 said the result was
either too high or too low. In our sample of 88 diabetics
only one patient had experienced self-monitoring of blood
sugar. The frequency of urine monitoring was similarly low
with 41% either not testing at all (18%) or testing only
once or twice per week. Only 14 responses were obtained to
a question on why monitoring was not carried out; 11 of
these stated that the method had not been taught or that
they still did not understand it. (Table 9.4)
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3.0 Management of hypertension

Hypertension was a common problem in the attending populatign.
296 (24%) of the surveyed attenders of the GOPD reported this

diagnosis.
3.1 Care site

The majority (88%) of these patients received t@e%r usual
care from GOPDs, most of these at the survey clinic. A
minority of patients had used between 2 and 5 different care
sites, involving other GOPDs and other private and western
doctors. Only 3% had resorted to alternative forms of
medicine for their blood pressure treatment. (Table 9.5)

3.2 Diagnosis

Twenty three percent had been diagnosed within 1 to 2 years,
34% between 2 and 5 years ago; however 43% had been
receiving care for hypertension for 5 years or longer.

(Table 9.5)
3.3 Investigation

Virtually all patients (99%) had a blood pressure
measurement at each clinic visit. However, within the
previous 12 months, examination of the optic . undus (8%),
blood tests (14%) and urine examinations (18%) were low
priorities. 28% did not know their usual blocd pressure.
On the other hand home blood pressure monitoriig, a still
relatively novel procedure, was practiced by 2 (10%),
either by self monitoring or using the assistai.ce of others
such as family or friends. (Table 9.7)

4.0 Commants

The information obtained on two chronic diseases, di betes and
hypertension, can be used as an indicator of the gen.ral
organisation of medical work for patients with medic:l problems
which reguire long term care. This should include somne form of
prescriptive follow-up routine with limited but specific
investigations at planned intervals. Apart from blood pressure
measurenant there is little evidence that this is happening in
GOPDs.

Even allowing for imperfect recollection and omissions in patient
responses, there is apparently no systematic management of these
pat@entg. The pattern of treatment regimens suggests that the
patients receiving oral hypoglycaemics gravitate to GOPDs whereas
a higher proportion of insulin treated patients in the public
sector is probably retained in specialist clinics. However the
risk of complications attached to patients on oral medication may
be very high and they require a carefully monitored programme of
follow-up with specific assessments at regular intervals.
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An audit of the past medical care of patients with diabetic and
hypertensive complications in Hong Kong would reveal areas where
there are important gaps in both the content and continuity of
care. 1In the case of diabetes it is doubtful that any benefit is
gained from attendances which appear to be devoid of any relevant
investigations or patient education. A particularly serious
deficiency appeared to be in monitoring blood sugar levels,
together with lack of anticipatory care for diabetic
complications, for example in the eyes and feet. On the other
hand the finding that 10% were monitoring blood pressure at home
may be an important sign that many patients would be willing and
able to undertake, together with their families, tests which are
often considered to be the sole domain of health professionals.
Although the majority of these patients used GOPD there is
sufficient variation or duplication in care for many patients to
introduce additional problems in continuity of care.

There are strong arguments for special clinic arrangements to be
established for the management of patients with diabetes and
hypertension. This could be planned and delivered with the
participation of other health professionals. One encouraging
sign is that the majority of patients accepted the proposal that
they might be helped with their long term care by another health
worker such as a nurse practitioner. (See section 13) The idea
of the diabetes nurse specialist is well established in many
western health systems and has recently been introduced in some
clinical services in Hong Kong. Centres elsewhere have shown
that nurse practitioner-run blood pressure clinics are cost-
effective and acceptable to patients.

Overall the results of this inquiry suggest a complete
reappraisal of the services provided at GOPD’s for patients with
diabetes and hypertension should be undertaken. This could be
undertaken jointly by primary medical care, specialist and health
services research staff. New programmes for care could be
developed based on agreed clinical protocols. This would ensure
that appropriate and specific examinations and investigations
would be carried out at prescribed intervals by a team, in which
tasks were delegated according to the necessary level of skill
and experience required. 1In particular the referral pathways
between primary and secondary care should be properly worked out
and then evaluated.

The relevance of the findings on the management of diabetic and
hypertensive patients should be considered for patients with
other chronic problems such as respiratory disease, and other
endocrine and haematological problems.
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10. PREVENTIVE HEALTH MEASURES AND COUNSELLING
Synopsis

1.0 Introduction

2.0 Counselling regarding tobacco use

3.0 Counselling regarding alcohol use

4.0 Counselling about diet, weight and cholesterol
5.0 Counselling regarding drug abuse

6.0 Counselling regarding sexual matters

7.0 Health screening - cervical pap smear

8.0 Other health counselling activities

9.0 Comments

10.0 Summary
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1.0 Introduction

Arguably two of the most important functions of a primary care
physician in developed countries, preventive health care and
counselling responsibilities are frequently neglected. The
reasons for this that are often cited include a lack of time,
ugcertalnties regarding benefits versus cost and a reluctance to
discuss sensitive issues with a patient whom one hardly knows.
This survey attempted to estimate how much preventive health care
is being delivered in the GOPD.

2.0 Preventive Health and Counselling Reqgarding Smoking

This survey found that the proportion of surveyed GOPD attenders
who smoke was about 16%. 20% of surveyed GOPD attenders who had
been counselled by a doctor regarding smoking. Of those who
reported that they had received counselling, the largest
proportion were older than 60, (the age group which was
identified as having the highest proportion of >1 pack 1 day
smokers) (Figure 10.1). The majority of those counselled were
male as are most smokers.

Whether patients were counselled or not varied with their illness
(Table 10.1). Only 15% of patients presenting with new problems
while 37% of patients presenting of old problems received
counselling. The proportion of patients with diabetes,
hypertension or a combination of problems who were counselled
ranged from 19% to 24% These differences are statistically
significant (chi- square = 26.97, df = 4, p = 0.0000). The
presence of respiratory tract 1nfectlon (of either less or

greater than 3 months duration) did not affect the physicians’
counselllng behaviour (Table 10.2), but that of chronic obstructive
airway disease did (Table 10.3). The differences noted for chronic
obstructive airway disease are statistically significant (chi-
square - 11.35, df = 1, p = 0.0008), but still only roughly half

of these patients were counselled about tobacco use.

74% of smokers stated that they had been advised to quit smoking.
Non-GOPD doctors were most frequently cited as offering such
advice, followed by family members, GOPD doctors, friends, others
and other health professionals (Table 10.4).

60% of smokers stated that they had attempted to quit. The

greatest influence to quit came from the patients own initiative
in 56% of cases and from doctors in 11% (Table 10.5).

3.0 Counselling regarding Alcohol Use

16% of the surveyed GOPD attenders reported that they had
received counselling regarding alcohol use. Most people
counselled about alcohol use were male. 9% of patients with new
problems were counselled. The proportion of patients with old
problems, hypertension, diabetes or a combination of ailments
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ranged from 19% to 29% (Table 10.6). The difference noted are
statistically significant. (chi-square=30.28; df=4; p=0.0000).

4.0 Counselling reqgarding Diet, Weight and Cholesterol

The proportion of patients who received preventive health
counselling regarding diet, weight or cholesterol was syall.
(Table 10.7). The patients’ gender did not affect the likelihood of

receiving counselling (Table 10.8).

Tables (10.9-10.11) show that the proportion of patients who
received counselling varied with illness presentation categories.
The proportion was lowest among the patients presenting with a
new problem; 2% had received counselling about cholesterol, 4%
about weight, and 12% about diet. The proportions were highest
for patients with diabetes; 14% had been counselled about
cholesterol, 27% about weight and 55% about diet, (but still the
overall proportions are low). The proportion of patients with
old problems, hypertension or combination of problems who were
counselled about cholesterol, weight or diet ranged from 5% to
28%, diet counselling occurring the most frequently. These
differences are statistically significant (For cholesterol: chi-
square=26.83; df=4; p=0.0000. For weight: chi-square=20.15;
df=4; p=0.0005. For diet: chi-square=38.90; df=4; p=0.0000.)

The presence of cardiovascular disease did not affect the rate of
counselling regarding diet, weight or cholesterol counselling
(Tables 10.12-10.14). The overall counselled rate was low (21%
for diet, 15% for weight and 6% for cholesterol).

5.0 Counselling reqarding Drug Use

Only 12% of GOPD patients surveyed reported having been
counselled about drug use.

6.0 Cownselling regarding Sexual Habits

2% of GCPD patients surveyed reported having asked a physician
regarding a sexual issue. 1% of GOPD patients surveyed stated
that a physician had counselled regarding sexual habits.

7.0 Health Screening - Cervical Pap Smear

Data regarding cervical pap smear screening were collected in
patients over the age of 20. Only 17% were certain that they had
ever had a cervical pap smear; 4% were uncertain (Figure 10.2). Of
those.who had had at least one cervical pap smear, 86% reported
tpat }t hgd been performed in the last year (Table 10.15). The age
dlstrlbgtlon of the women screened indicates that the largest
proportion was between 31 and 50 years old (Figure 10.3). Women
went to several different facilities for their last screening
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including the Family Planning Association clinics, private
doctors, specialist outpatient departments, GOPD, MCHC’s and
other sites (Table 10.16). Only 17% of women screened had their
last test performed at the GOPD.

8.0 oOther health counselling activities

No information regarding the counselling of and screening for
Other.health problems (such as breast cancer, osteoporosis, adult
immunizations) was collected.

9.0 Comments

How services in the non-GOPD sector compare cannot be determined,
but on the basis of the data collected, there appears to be very
little health counselling or health screening activity in the
GOPD. Most of the counselling seems to occur in older patients
(for example, for smoking) and patients with old problemns,
diabetes and hypertension, when much damage of poor health habits
has already been done. More attention needs to be paid to
younger patients who can look forward to the benefits of
healthier life styles. How the level of preventive health
activity in the GOPD compares with the rest of Hong Kong cannot
be determined from this study. In the U.K. and U.S.A.
counselling and preventive health measures are recognized to be
vital parts of an efficient health maintenance program. In some
cases counselling from a doctor regarding health issues is used
as a powerful and effective form of intervention and therapy.
For example, randomized trials of counselling suggest sustained
benefits in reducing smoking. (Rose G et al, 1982; Russell MAH
et al, 1979) 1In some conditions, counselling is considered part
of first line therapy. Certainly this is true in the management
of some diabetics, the obese, and some patients with
cardiovascular disease. Similarly it is now generally accepted
that patients with chronic obstructive lung disease should be
advised against smoking and helped to guit and that diabetics,
hypertensives and patients with cardiovascular disease should be
counselled about their diet and weight, in addition to smoking.
By providing patients with information about their disease and
what they can do to help themselves, patients can become more
effective partners in their health care. In addition to
improving patient compliance with therapy, this may enhance the
doctor - patient relationship and the satisfaction of both

parties.

Health counselling and screening require adequate resources and
more time than the 3.3 minutes currently allocated to a
consultation. Thus, within the current framework of the GOPD, a
meaningful health maintenance program simply cannot function. If
preventive health is to be considered as vital to the health of
GOPD attenders as it is in other developed countries, then some
changes within the GOPD must be instituted. These changes need
not necessarily include the outlay of exorbitant amounts of

/
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further funds or the addition of substantial amounts of work on
health care providers. Rather, an organizational restructuring
and re-allocation of existing resources could provide a large
part of the solution. Further studies to evaluate the medical
and economic aspects of these proposals should be undertaken.
Measures of health knowledge and other benefits before and after
these changes are instituted should be taken to monitor progress.

10.

1.

0 Summary

There is little preventive health care or counselling being
delivered to GOPD patients.

How services in the non-GOPD sector compare cannot be
determined.

Most of the counselling is directed at patients with

0ld problems, diabetes and hypertension and older
patients, when much of the damage of poor health behaviour
has already occurred.

Organizational restructuring and reallocation of funds may

allow for a higher level of preventive health care and
health education activity to occur in the GOPD.
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11. ECONOMIC ASPECTS OF HEALTH CARE FOR GOPD ATTENDERS

Synopsis

1.0 Introduction
2.0 Overall expenditure in the past three months
3.0 Social and demographic factors influencing expenditure

4.0 Comments and conclusions

64



1.0 Introduction

o1l established as a factor which strongly

The ability to pay is w
d to the need, for health and

influences the demand, as oppose ' 23l
medical care. In order to ensure equity in the provision of care

to a defined population, services should be delivered in a way
which ensures that charges are not detrimental to access.

2.0 Overall expenditure in the past three months

Respondents were asked about the amount of money they spent on
health care which included consultations, hospitalization,
medication and tonics, but excluded food, denture and eyeglasses.
The amount is shown in Table 11.1. Over two thirds spent less
than $100 on all these items combined in the three-month period

and nearly one sixth had spent nothing.

3.0 BSocial and demographic factors influencing expenditure

The relationships between amount spent and gender, age,
employment status, monthly household income and site for majority
of health care in the past year are shown in Tables 11.2-11.6.
The distributions suggest that the elderly, low income groups and
users of GOPD’s were more likely to have spent less than $100
during the previous 3 months.

A multivariate analysis using logistic regression was performed
to examine the independent relationship between amounts spent and
a number of potentially interacting, social, demographic and
economic variables. The dependent variable, expenditure on
health care, was dichotomized into two levels, ie spending more,
or less, than $100 in the past three months.

Table 11.7 shows that, as expected, the greater the number of
consultations one had in the past three months, the more likely
it was for the patient to have spent more than $100.

An odds ratio (a measure of relative risk) of 1.0 would indicate
no difference between the index and comparison groups in these
analyses.

As expected, the odds ratio, in favour of spending > $100
progresses from 15.97 to 209.48 for an increase in consultations
from 1-2 up to 5 times or more. On the other hand the elderly
(OR = 0.4) and those who chose GOPD’s rather than other sites of
care (OR = 0.19) were less likely to have spent > $100 on health
care. One unexpected finding was that patients with diabetes and
hypertension were less likely (OR = 0.51) than those with new or
old problems to have spent > $100.
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4.0 Comment and Conclusions

These findings are consistent with the other results in this
series of studies, in that they clearly show that the clientele
of GOPD services are older people and those with low levels of
disposable income for health care. The importance of chronic
disease such as diabetes and hypertension, as an independent
determinant of low levels of expenditure, may reflect a further
adjustment of these patients to contain costs in what is
recognised as a life long problem.
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PATIENT SATISFACTION
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1.0 Introduction

Patients’ satisfaction with their medical care has long been
considered important to understanding the functioning of a health
system, and indeed it has empirical relations to a variety of
health care variables and outcomes. As satisfaction is based on
patlentsf assessments of the performance of the health care
system, 1t potentially represents an intermediate method for
evaluating the quality of health care.

In almost all instances, patients enter any form of treatment
with certain expectations about their problems and what will and
should take place (Turk and Rudy, 1987). They usually hold an
explanatory model about their disorder, its etiology, course,
prognosis, and treatment.

Like most investigations of patient satisfaction, the present
study has implicitly used a discrepancy approach: that is,
satisfaction is referred to a matching of expected care with the
perception of the care actually received.

For general aspects of satisfaction, GOPD attenders were asked

if they were satisfied with the disc waiting time. This refers to
the time spent in obtaining an "appointment" disc to see a doctor
in the GOPD, which is to be distinguished from the waiting time
for a consultation after a disc is bought from the shroff.

A question on the patients’ awareness of the "Block Appointment
System" was also included. Notices of the system are posted on
the walls of each clinic including the approximate consultation
time for any corresponding number on the discs. This system has
been introduced so that patients may use the information on these
notices as a guideline of when to return to the clinic for their

consultation after they bought a disc.

Questions were also included on whether medication was expected
and dispensed after a consultation.

In the survey patients’ satisfaction with a doctor in the GOPD
was examined on three aspects:

(1) affiliation, including the doctor’s attitude such as warmth

and kindness, willingness to listen, and attention to
patients’ emotional problems arising from their illness;

(2) the amount of medical information offered; and

(3) technical performance and competence defined in traditional
medical terms.

The present study also asked questions on GOPD attenders’
satisfaction with the work of other clinic staff.
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2'0

General Aspects of satisfaction

2.1 Disc waiting time

32% of the patients interviewed found the disc waiting time
too long (Table 12.1). A significant age trend was_seen with
younger patients reporting more dissatisfaction (X“=18.02;
d.f.=3; p=0.0004; Table 12.2). When controlling for clinic
attendance, the data showed that elderly patients, who were
former attenders of GOPDs, were more likely to report
satisfaction with the disc waiting timg, while the converse
was true of the youngest age groups (X°=15.04; d.f£.=2;
p=0.0005; Fig. 12.1).

2.2 Awareness of the block appointment system

only 14% of the patients interviewed were aware of this
system (Table 12.3).

2.3 Medication expected and dispensed

81% of the patients interviewed in the present study
expected some form of medication after a consultation with a
doctor (Table 12.4). A breakdown of these data by age
suggested that younger (aged 20-39) patients were the least
likely to expect any medication after a consultation
(X%=19.41; d.f.=1; p=0.0000; Table 12.5). A further
breakdown by education showed no significant difference
between those who least expected medication and the others.

Nevertheless over 95% of the patients recalled tha+: medicatio:
was dispensed for each visit (Table 12.6).

Satisfaction with Doctors

3.1 Physician affiliation

85% of the patients interviewed reported that the ittitude
of the doctor with whom they just had a consultatio: was
acceptable (Table 12.7), and these patients were li.;ely to be
th% older and less well educated patients in the stidy
(X“=5.52; d.f.=1; p=0.0188; Table 12.8). Again these¢ elderly
patients who reported more satisfaction were previous
attenders of the GOPDs (X“=15.03; d.f.=2; p=0.0005; Fig.
12.2). Patients who had a better sslfwrating of health were
also more satisfied than others (X“=4.38; d.f.=1; p=0.0363;
Table 12.9).

73% of the patients interviewed said that their doctor had
spent as much time as they had expected in listening to

their presentation of problems (Table 12.10). 87% of the
patients interviewed claimed that doctors should alsc pay
attention to the emotional issues arising from their

physical illnesses (Table 12.11). 73% of the patients in the
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4.0

study found their doctors to be as reassuring as they had
expected (Table 12.12).

However, the patients who claimed to be satisfied with their
doctors’ attitude in their last consultation were more in
favour of the service provided by privatg doctors, if the
costs of services were not considered (X4=13.82; d.f.=1:
p=0.0002; Table 12.13).

3.2 Adequacy of medical information offered

As for the amount of medical information offered in their
lagt consultation with a GOPD doctor, 63% of the patients
sald'tyat they did have as much understanding of their own
ccn@ltlon as they would wish (Table 12.14). The present data
again suggests that these satisfied patients were likely to
bezelderly and were previous attenders of the GOPDs
(X“=16.15; d.f.=1; p=0.0001; Table 12.15 and X“=19.21;
d.f.=2; p=0.0001; Fig. 12.3 respectively).

Patignts with a better self-rating of their current
condition also rgported more satisfaction with their
understanding (X“=24.33; d.f.=1; p=0.0000; Table 12.16).

However, patients who had claimed satisfaction with the
adequacy of medical information offered were found to prefer
segvice of private practices, if costs were not considered
X¢=9.26; d.f.=1; p=0.0023; Table 12.17).

3.3 Perceived competence

63% of the patients interviewed reported that they were
satisfied with the doctor’s technical competence, but 29%
were not able to comment because there was sinply no
physical examlnatloanurlng their last consultation (Table
12.18). Elderly patients, who were previous attenders of
GOPDs, were more likely to report satisfaction with their
doctor’s technical competence (X =]12.08; d.f.=2; p=0.0024;

Fig. 12.4).

However, if costs of services were ignored, patients
satisfied with their GOPD doctor’s clinica% skills would
still prefer to consult private doctors (X“=4.75; d.f.=1;
p=0.0293; Table 12.19).

Satisfaction with the Work of Nurses and Minor sStaff

59% of the patients interviewed reported that they were satisfied
with the work of the nurses in the GOPDs, but about 39% were not
able to comment due to limited contact with nurses (Table 12.20).

About 80% of the patients interviewed claimed they were satisfied
with the work of minor staff. 16% were not able to comment (Table
12.21). Again younger patients (aged 0-19) reported more
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dissatisfaction with the work of the minor stgff: Eldegly
previous attenders were more likely to be satisfied (X“=16.27;

d.f.=2; p=0.0003; Table 12.22).

overall, satisfaction levels for nurses and minor staff were
greater than 90% for all ages.

3

5.0 Comments and Conclusions

Nearly one in three patients in the study reported that the disc
waiting time was too long. More dissatisfaction was reported from
younger patients. From casual observations, elderly GOPD
attenders usually start queueing up for discs even before a
clinic opens. However, as special priority discs are reserved for
those aged over 60 to see the doctor in the beginnlng of eéch
session, it is not surprising to find that these patients in the
study were more likely to find the disc waiting time to be

tolerable.

Although a "Block Appointment System" was introduced to save
patients’ time in waiting to be seen by clinic doctors, only 14%
of the patients interviewed were aware of this system.

As suggested previously, local patients have high expectations
for western drugs, and a special fondness for their administration
by injection (Yee, 1986; Topley, 1975; Lee, 1975): a consultation
is likely to be most dissatisfying if no drugs are dispensed.
Indeed the majority of the patients interviewed in the present
study expected some form of medication after a consultation with
a doctor. However, patients aged 20-39 in the study who had at
least secondary education were the least likely to expect
medication. This may suggest that the younger generation, being
better educated and informed than previously, have come to
understand that medications might not necessarily be prescribed
during every medical consultation.

In general, more than half of the patients interviewed reported
that they were satisfied with the aspects of health care delivery
examined in the study. It was also noted that satisfied patients
were more likely to be elderly patients aged sixty or above,
while the younger and better educated patients in the sample, who
migh? well be more out-spoken, were less satisfied with the
services offered in the GOPDs.

A "survivor effect'" may account for the present phenomenon: only
those who have come to terms with what is being offered will
continue to utilize GOPD services. However, that satisfaction
was the main reason for these patients to utilize GOPDs services
as a major form of medical care may be challenged.

In order to minimize respondent burden, the present questions on
patient satisfaction did not allow for patient expectations to be
tapped. However, without a detailed set of probing questions it
is impossible to tell whether those patients who appeared to be
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"satisfie@" were genuinely happy with the quality of care that
they received, or whether they simply had lower expectations of
the system. One possible method of distinguishing these patients
from the others in the present study is to examine their
preferences for medical services if costs are ignored: patients
may expect less from a service which is relatively inexpensive.

Cross-tabulations of satisfaction by patients’ preference for
services did show that those who claimed to be satisfied with the
attitude of doctors, the adequacy of medical information and the
technical competence of GOPD doctors were more in favour of
private practice if the costs of services were not considered.
This suggests that some patients only reported to be satisfied
with the services offered in the GOPD because of the cheap
services regardless of the quality; otherwise private practices
would have been preferred.

Another possible factor which might affect patients’

expectations of the quality of GOPD services was the self-rating
of their current health: those who claimed that their condition
was either fair or good might not have as high expectations of the
service as the others. Indeed these patients were significantly
more likely to have claimed satisfaction with the GOPD doctor’s
attitude and the amount of medical information he offered during
their consultation.

Future studies should examine patient expectations more

directly, if the level of patient satisfaction is to provide a
perspective that contributes to a comprehensive evaluation of the
structure, process and outcome of services.

Patient satisfaction is also a useful prediction of health-
related behaviours such as medical adherence and switching
providers. There is, therefore, a need to develop mechanisms for
consumer participation in the quality assessment of medical
services, for example, in the form of community health councils.
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1.0 Introduction

Among the major shortcomings we identified in the survey are the
lack of adequate explanation and disclosure to patients absence
of any structured medical records, problems with continuity of
care and the limited time allotted for each consultation. In
order to improve some aspects of this situation, alternative
health care arrangements should be considered. This survey
explored the attitudes of patients toward two possible options:
patient-held records and consultations with trained nurses.

2.0 Patient-held records

W@en asked whether they would like to have possession of a record
with a summary of their health problems, 76% replied that they
would be in favor of such an arrangement.

3.0 Consultation with trained nurses

All patients were asked whether they would be in favor of a
system by which patients with non-serious problems or those
requiring routine continuing care could be seen by a specially
trained nurse. 64% replied that they would, find this
acceptable. Similarly 64% of diabetics and 69% of hypertensive
patients indicated that, if they were without symptoms and doing
well, they would be prepared to be helped in their follow-up care
by another trained health personnel rather than a doctor.

4.0 Comments

The responses of the GOPD attenders indicate that they are not
opposed to alternative health care arrangements. These
arrangements have been utilized to great benefit in the U.K. and
also in the U.S.A. In Hong Kong, patient-held records would help
to bridge the gaps in medical care which may arise because of
multiple consultations. They would also contribute to a new
approach to patient education. The construction and maintenance
of good quality records would at least in part be patient-driven.
The question remains however whether all medical practitioners
would support this method of information recording and transfer.
Duplication of work and waste of resources could potentially be
avoided; by documenting treatment in progress, polypharmacy and
the risks of iatrogenic disease might also be avoided.

Specially trained nurses in the style of nurse practitioners
could be of great benefit to health care delivery in Hong Kong.
If, as the results of this survey suggest, the great majority of
GOPD attenders are either not seriously ill or report for
administrative purposes (such as medication renewals), trained
nurses should be able to meet the needs of many patients. Such
an arrangement would reduce the patient load of individual
doctors, allowing them to spend more time with patients who
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really do need their attention. In other deve;oged countries,
specially-trained nurses work under the supervision of doctors,
the patients find this arrangement very satlsfagtory and the
nurses find the work and responsibility professionally as well as

personally rewarding.

The concept of specially trained nurses (often designated‘as
nurse practitioners or nurse-specialists) has already achieved
wide acceptance in some services in Hong Kong. The counter-claim,
that the public would not accept seeing a nurse instead of a
doctor, is not substantiated by this survey.

5.0 Summary

1. The majority of surveyed GOPD attenders are in favor of
patient-held medical records.

2. The majority of all patients are in favour of an arrangement
whereby a specially trained nurse could provide some of their

care.

3. By establishing a comprehensive medical records system, there
is a potential to limit duplication of work (i.e. waste of
money and time).

4. By documenting treatment in progress, polypharmacy and other
risks for iatrogenic disease might be avoided.

5. Specially-trained nurses should be able to deal with the
needs of many patients who present to GOPD. By limiting the
number of patients who see doctors, physicians would be able
to spend more time with those who are truly in need of their
professional attention.
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INTRODUCTION TO TABLES, FIGURES AND APPENDICES

This volume contains the tables, figures and appendices referred
to in the text of the GOPD report. The purpose of this
arrangement is to allow the reader to turn the pages of the text
in conjunction with or independently from those of the tables and
figures. . We believe that the information provided in the two
volumes are complementary and hope that this format will enhance

the appreciation for the data we present.

This volume is organised to correspond to the individual sections
of the text, with the tables and figures of each section being
grouped separately. All the tables for a particular section will
appear first, followed by all the figures. The numbering
corresponds to that in the text; the page numbers of the tables
or figures of a given section may be found in the table of
contents. Section 1 (Introduction) and Section 13. (Alternative
care and arrangements) have no tables or figures.

The appendices contain further details of subjects mentioned to in
the text. Namely, we include the English and Cantonese versions
of the survey instrument, a summary of the quality assessment of
the interviewers and a list of references.



Table 2.1: Sampled GOPD’s and the number of sessions

Name of clinic No. of sessions
Day

1. Sai Ying Pun Jockey Club Polyclinic 8

2. Lady Trench Polyclinic 8

3. Violet Peel Health Centre 9

4. Sham Shui Po Public Dispensary 3

5. Ngau Tau Kok Jockey Club Clinic 9

6. North Kwai Chung Clinic 6

7. Shatin Clinic 8

8. St. John Hospital 5*

gsub-total: 56

Evening
1. Yau Ma Tei Jockey Club Clinic 5
2. Kwun Tong Jockey Club Health Centre 6
3. Lek Yuen Health Centre 3

sub~total: 14

sundav/public heoliday

1. Lady Trench Polyclinic 3
2. Kwun Tong Jockey Club Health Centre 3
3. Violet Peel Health Centre 3

sub-total: 9

Total: 79*

*6 sessions were subsequently sampled at St John Hospital because
of the very low attendance on the days of study in comparison
with other clinics. These numbers therefore became 6, 57 and 80

accordingly.
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Table 2.3

Background of interviewers in GOPD study

Code Sex Full/part time Background

01 .female full-time research assistant
02 female full-time field nurse

03 female full-time research assistant
04 male full-time research assistant
05 female full-time SRN (retired)

06 female full-time RN

07 female full-time RN

08 female full~time RN

09 female full-time research assistant
10 female part-time field nurse

11 female part-time RN
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SITE OF SURVEYED GOPD CLINICS
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st. John Hospital

Yau Ma Tel Jockey Club Clinic

Lek Yuen Health Centre

Kwun Tong Jockey Club Health Centre
Robert Black Health Centre
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Table 3.2 Age distribution (in percentages) by sex
of sample in comparison with Hong Kong general

population (mid-1989 estimates)

Male Female
Age GOPD Sample K population GOPD Sample HK population
N=542 N=672

0-9 19.9 14.6 12.6 14.2
10-19 8.5 15.4 7.0 14.7
20-29 9.4 19.6 10.1 20.1
30-39 11.3 18.9 12.4 18.6
40-49 8.9 10.8 8.5 9.7
50-59 12.9 9.6 14.7 8.8
60-69 18.5 7.1 20.1 7.5
70-79 9.2 3.3 11.9 4.5
‘80+ 1.5 0.8 2.7 2.0
Table 3.3: Median age and proportion female seen at

different clinic sessions

Sessions Median age % female

morning 55 59

afternoon 39 50

evening 36 57
Sunday/Public holiday 48 46

X2 = 102.42

df = 3

P = 0.0000

Table 3.4: Ethnic background of surveyed patients
Ethnic Background Frequency %

Chinese 1209 99.6
Non-Chinese 5 0.4




Table 3.5 Occupational distribuiion of the employed
in comparison with Hong Kong general population

Percentage
GOPD Sample HK population
Professional, administrative
and managerial 8.5 11.8
Clerical and related workers 18.0 19.3
Sales workers 10.3 11.8
Service workers 22.2 17.0
Production and related workers,
transport equipment operators
and laborers 40.0 39.1
Others 0.9 1.0
Table 3.6: Distribution of reported personal monthly income of
GOPD survey respondents compared with Hong
Kong general population
Pexrcentage
Reported Monthly Income GOPD adjusted* Hong Kong
$1,000 1.5 2.6 2.0
$1,000 - 2,999 12.0 20.5 13.1
$3,000 - 5,999 31.2 53.2 56.5
$6,000 - 9,999 11.4 19.5 18.6
$10,000 2.5 4.3 9.8
Missing data 41.3 -

*adjusted to exclude missing values
Sample size = 997 (patients under 12 years did not supply
information)
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Table 3.7: Distribution of reported family mopthly income of
GOPD survey respondents compared with Hong Kong

general population

Percentage

Reported-Income GOPD adjusted Hong Kong
<$1,000 4.2 6.0 1.3
$1,000 - 2,999 4.9 7.1 5.4
$3,000 - 5,999 23.8 34.0 23.0
$6,000 - 9,999 20.6 29.4 30.7
$10,000 16.5 23.5 39.5
Missing data 29.9 - -

*adjusted to exclude missing values
Sample size = 1214 (information for patients under 12 years
was collected by telephone from parents)

Table 3.8: Smoking habits of surveyed GOPD attenders
n = 654
missing value = 49
Amount Smoked Frequency %
None 538 84
< 1 pack/day 66 10

1 pack/day 24 4
> 1 pack/day 12 2

640 100

Table 3.9: Health care expenditure over the past 3 months

Amount Spent Frequency %
0 146 17

1 -~ 100 428 49
101 - 250 130 15
251 ~ 500 89 10
501 - 750 24 3
> 750 40 5
Refused to answer/missing data 14 2
871 100

11
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Figure 3.3: Type of embloyment

of GOPD survey respondents
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Table 4.1

Proportion and gender of GOPD attenders who smoke

Count Gender

Column % Male Female Total

Non-smoker 193 345 538
(71%) (94%) (84%)

Smoker 80 21 101
(29%) (5%) (15%)
273 366 639
(43%) (57%) (100%)

X2 = 63.50

df = 1

p = 0.0000

Table 4.2: Proportions of smokers and non-smokers
in different age groups

Count

Column % 13-20 21-40 41-60 61~70 71+ total

Non-smoker 43 134 156 91 538
(20%) (83%) (84%) (80%) (89%) (84%)

Smoker 5 28 29 11 102
(10%) (17%) (16%) (20%) (11%) (16%)
48 162 185 102 640
(8%) (25%) (29%) (22%) (16%) (100%)

X% = 5.35

df = 4

p = 0.2528

15



Table 4.3: Proportions of smokers and non—smokers
hospitalized or not hospitalized within
the past year

Hospitalized ?

Count
Column % No Yes Total
Non smoker 480 56 536
(85%) (81%) (84%)
Smoker 86 13 99
(15%) (19%) (16%)
566 69 635
(89%) (11%) (100%)
x2 = 0.38
df = 1
p = 0.5402
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Table 5.1: Self-ratings of current condition

g

Rating Frequency
Poor or very poor 185 21
Fair 532 61
Good 153 18

870 100
Missing value = 1

19
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Table 5.3: Self-ratings by gender

Gender

Count

Column % Male Female Total

Rating

Poor orxr very poor 82 103 18?
(20%) (22%) (21%)

Fair 264 268 532
(66%) (57%) (61%)

good 57 96 153
(14%) (21%) (18%)
403 467 870
(46%) (54%) (100%)

M%ssing value = 1

X© = 8.69

af = 2

P = 0.0214

Table 5.4: Self-ratings and hospitalization

Hospitalized
Count within past year?
Column %
No Yes Total

Rating

Poor or very poor 152 30 182
(20%) (29%) (21%)
(62%) (55%) (61%)

good 133 17 150
(18%) (16%) (18%)
755 104 859
(88%) (12%) (1.00%)

M%ssing values = 12

X¢ = 4.19

df = 2

P = 0.1233
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Table 5.5: Self-ratings and health care expenditures
over the past 3 months
Count $ 0-100 $ 101-500 $ >500 Total
Column %
Rating
Poor or 105 56 22 183
very poor (18%) (26%) (34%) (21%)
Failr 356 135 34 525
(62%) (62%) (53%) (61%)
good 113 27 8 148
(20%) (12%) (13%) (17%)
574 218 64 856
(67%) (25%) (7%) (100%)
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Table 5.8: Number of consultation during the past 3 months by gender

Count Gender
Column % Male Female Total
Number of consults
0 -2 204 232 436
(51%) (50%) (51%)
3 -4 137 145 282
(34%) (31%) (33%)
5 or more 59 85 144
(15%) (18%) (17%)
400 462 862
(46%) (54%) (100%)
X% = 2.5
df = 2
P = 0.32171
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Table 5.10: Number of consultations over the past 3 months and

hospitalizaiton
Hospitalized
over the past year?
Count
Column % No Yes Total
Number of consults
0 - 2 396 33 429
(53%) (32%) (50%)
3 ~- 4 238 43 281
(32%) (42%) (33%)
> 5 116 27 143
(15%) (26%) (17%)
750 103 853
(88%) (12%) (100%)
M%ssing values = 18
X< = 16.76
df = 2
P = 0.0002
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Table 5.12: Hospitalization by Gender

Count Gender

Column % Male Female Total

Hospitalised?

No 348 409 757
(86%) (89%) (88%)

Yes 55 50 105
(14%) (11%) (12%)
403 459 862
(47%) (53%) (100%)

x% = 1.28

df = 1

p = 0.2588 (after Yates correction)
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Table 5.14: Persons accompanying patients to GOPD

o

Person Frequency

Mother 18 17

Daughter 17 17

Son 10 10

Relatives 14 14

Friends 10 10

Others 2 2

Spouse 32 31

Table 5.15: Proportion and gender of GOPD survey respondents

with impaired vision, hearing or lack of teeth

[
3

Fd

female
Impaired Vision 12 72
with/without Glasses
Impaired Hearing 9 53
with/without Aids
No Natural Teeth 11 65

with/without Dentures

Data not controlled for age
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Table 5.19: Gender of patients with all natural teeth, dentures or
no teeth

Gender
Count
Column % Male Female Total
Status of definition
All own 181 194 375
teeth (64%) (52%) (57%)
Partial 75 132 207
dentures (27%) (35%) (32%)
' Full 21 41 62
dentures (7%) (11%) (9%)
No teeth 4 5 9
(1%) (1%) (1%)
281 372 653
(43%) (57%) (100%)
X2 = 10.23
df = 3
P = 0.0167
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Table 6.1: Self-medication without seeking professional advice

Self-medication N %
Never 477 55
<50% of the time when unwell 294 34
>650% of the time when unwell 68 8
Every time when unwell 31 3
Total 870 100

Table 6.2: Types of self-medication

What self-medication? N %
Western medication 274 70
Chinese medication 74 19
Both 43 11
Total 391 100

Table 6.3: Relationship between self-medication
and age, controlling for education
(secondary or above)

Age

20-39 Other age
Count Groups
Column % Total

Self-medicate?

No 40 117 157
(30%) (52%) (44%)
Yes 91 108 199
(70%) (48%) (56%)
131 225 356
Total (37%) (63%) (100%)
X2=15.48
d.f.=1
p=.0001
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Table 6.4: Belief in hot/cold distinction

Belief in hot/cold N %
Not at all 51 8
Fairly strongly 81 13
Strongly 211 32
Very strongly 288 44
Not heard of it 20 3
Total 651 100

Tabla 6.5t Effects of the belief* in hot/cold on diet

Hot/cold affecting diet N %
Not at all ‘ 182 31
Fairly strongly 149 26
Strongly 168 29
Very strongly 81 14
Total 580 100

* of patients whose belief in hot/cold was either fairly strong,
strong or very strong

Table 6.6: Practice of diet restriction without
seeking professional medical advice

Practice of diet restriction N %
Never 415 64
<50% of the time when unwell 121 19
>50% of the time when unwell 45 7
Every time when unwell 64 10
Total 645 100
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Table 6.7: Practice of diet restriction together with
prescribed medication

Diet restriction

with prescribed medication N %
Never 229 35
<50% of the time when unwell 108 17
>50% of the time when unwell 94 15
Every time when unwell 214 33
Total 645 100

Table 6.8: Discussion with doctor about diet restriction

Diet restriction discussed? N %
No 260 64
Yes 156 36
Total 416 100

Table 6.9: The use of special foods and tonics

Taking of tonics N %
None 468 76
Less than once / month 32 5
Once to twice / month 31 5
2-4 times / month 24 4
4-15 times / month 23 4
More than 15 times / month 35 6
Total 613 100
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Table 6.10: Doctor-shopping

Doctor-shopping N %
Never 514 59
<50% of the time 312 36
>50% of the time 37 4
Every time 6 1
Total 869 100

Table 6.11: Previous consultations with private doctos

Consulted private doctors? N %
No 112 17
Yes 536 83
Total 648 100

Table 6.12: Relationship between consultations
with private doctors and doctor-shopping

Consulted private doctors?

Count No Yes
Column % Total

Doctor-shop?

No 42 154 196
(98%) (57%) (63%)
Yes 1 115 116
(2%) (43%) (37%)
43 269 312
Total (14%) (86%) (100%)
X2=25.94
d.f.=1
p=.0000
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Table 6.13: Previous consultations with both western anc
chinese medical practitioners

Consulted western

and chinese doctors N %
Never 682 78
<50% of the time when unwell 175 21
>50% of the time when unwell 12 1
Total 869 100

Table 6.14: Relationship between consulting both
western and chinese medical practitioners

and doctor-shopping

Consulted both western
and chinese doctors?

Count No Yes
Column % Total

Doctor-shop?

No 492 22 514

(60%) (41%) (59%)

Yes 323 31 354

(40%) (59%) (41%)

815 53 868

Total (94%) (6%) (100%)
X2=7.33
d.f.=1
p=.0068
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Table 6.15: Relationship between doctor-shopping and age

Age
Count 0-39 40+
Column % - Total
Doctor-shop?
No 216 298 514
(48%) (70%) (59%)
Yes 230 125 355
(52%) (30%) (41%)
446 423 869
Total (51%) (49%) (100%)
X2=43.56
d.f.=1
p=.0000

Table 6.16: Relationship between doctor-shopping and education
Educational level

Primary Secondary Post-
Count or below & matric. secondary

Column % Total

Doctor-~shop?

No 291 170 19 480
(65%) (51%) (73%) (60%)
Yes 160 160 7 327
(35%) (49%) (27%) (40%)
451 330 26 807
Total (56%) (41%) (3%) (100%)
X2 =15.44
d. f.=2
p=.0004
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Table 6.17: Results of logistic regression an§lysis on the
relationship between doctor-shopping* and some

determining factors

Determining factors 0odds ratio (p<0.05)

Age 0.38 (0.17,0.81)

(1=60+, O=others)

Illness profile 0.44 (0.28,0.70)
(1=DM/HT patients, O=others)
Site of majority of health care 0.43 (0.28,0.67)
({1=GOPD, O=other sites)

* (O=never shopped)

The odds ratios of these variables are adjusted for age, sex,
monthly domestic income and marital status.

Table 6.18: Belief in predestined medical affinity

Belief N %
Not at all 115 18
Fairly strongly 100 15
Strongly 168 26
Very strongly 156 24
Never heard of it 113 17
Total 652 100

Table 6.19: Frequencies of making requests for a
specific doctor in GOPD clinics

Making requests? N %
Never . 550 66
<50% of the time 63 8
>50% of the time 38 5
Every time 180 21
Total 831 100
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Table 6.20: Relationship between belief in predestined medical
affinity and the frequency of making requests for
specific doctors in GOPD clinics

Making requests?

Count No Yes
Column % Total

Belief in affinity

Very strongly/ 149 51 200
Strongly (42%) (33%) 139%)
Fairly strongly/ 207 105 312
Not at all (58%) (67%) (61%)
356 156 512
Total (70%) (30%) (100%)
X%=3.82
d.f.=1
p=-0505

Table 6.21: Relationship between making requests and genger

Sex
Count Male Female
Column % Total
Making requests?
No 258 292 550
(70%) (63%) (66%)
Yes
111 170 281
(30%) (37%) (34%)
369 462 831
Total (44%) (56%) (100%)
X%=4.13
d.f.=1
p=.0420
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Table 6.22: Relationship between making requests and education

Educational level

Primary Secondary
Count or below or above
Column % Total
Making requests?
No 273 243 516
(64%) (71%) (67%)
Yes 152 101 253
(36%) (29%) (33%)
425 344 769
Total (55%) (45%) (100%)
X%=3.53
d.f.=1
p=.0602

Table 6.23: Relationship between patients making
requests and previous clinic attendance

Been to any GOPD?

Count No Yes
Column % Total
Making requests?
No 30 520 550
(91%) (35%) (66%)
Yes 3 278 281
(9%) (35%) (34%)
33 798 831
Total (4%) (96%) (100%)
X2=9.39
d.f'=1
p=.0022
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Table 7.2: Clinic Work-loads

(a) (b) (c) (d)

Room Total # pts Total # pts Work-load
AM clinics session seen in clinic in sampled vm index (c¢)/(a)
vP 15 825 825 55
SYP 16 918 680 43
NTK 15 800 800 53
LT 16 823 584 37
NEKC 9 391 391 43
ST 14 566 487 35
SSP 2 116 116 58
SJ 6 374 374 62
PM clinics
vP 12 451 451 38
SYP 15 616 503 34
NTK 12 474 474 40
LT 16 665 482 30
NKC 8 272 272 34
ST 13 408 386 30
SSP 1 40 40 40
SJ 6 210 210 35
Evening
YMT 20 1187 767 38
LY 6 476 476 79
KT 8 1736 1293 81
Sunday
LT 12 960 720 60
RB 9 715 715 79
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Estimation of clinic session throughput:

( ) = workload index

Clinlc PM Sessions
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Table 8.1: Coping strategies of GOPD attenders presenting with
only new problems who did not seek attention
immediately after onset of symptoms
{n=578)

o0

Coping strategies

rested 24
modified diet 31
used over-the-counter drugs 25
used Chinese herbs 10
used leftover medication from

previous episode 14
sought professional advice 39
sought lay advice 22

more than one coping strategy could by used by a patient
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Table 8.2: SB8pectrum of health related problem declared
by GOPD attenders

First new problem n %
RESPIRATORY 523 66
DIGESTIVE 66 8
MUSCULO-SKELETAL 88 11
NERVOUS SYSTEM/MENTAL ILLNESS 33 4
HEADACHE/FEVER/TIRED 54 7
CIRCULATORY 14 2
COAD 2 -
URO-GENITAL 9 1
OTHERS g 1

798 100
Second new problem n %
RESPIRATORY 60 45
DIGESTIVE 18 13
MUSCULO-SKELETAL 21 16
NERVOUS SYSTEM/MENTAL ILLNESS 14 10
HEADACHE/FEVER/TIRED 17 13
CIRCULATORY 2 2
URO-GENITAL 2 2

134 100
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Table 8.2: Spectrum of health related problem declared
by GOPD attenders

feid

First old problem n
RESPIRATORY 24 9
DIGESTIVE 26 10
MUSCULO-SKELETAL 87 33
NERVOUS SYSTEM/MENTAL ILLNESS 25 10
HEADACHE/FEVER/TIRED 12 5
CIRCULATORY 35 13
COAD 36 14
URO-GENITAL 10 4
OTHERS 6 2
261 100

Second old problem n %
RESPIRATORY 5 14
DIGESTIVE 4 11
MUSCULO~-SKELETAL 18 49
NERVOUS SYSTEM/MENTAL ILLNESS 3 8
CIRCULATORY 2 5
coabD 2 5
URO-GENITAL 1 3
OTHERS 2 5
37 100
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Table 8.3: Number of medications given during current
GOPD consultation

NUMBER OF MEDICATIONS n %
0 29 2
1 112 9
2 341 28
3 391 32
4 222 18
5 81 7
6 23 2
7 3 -
8 2 -
9 1 -

missing values=9

Table 8.4: Effects of increases in follow-up intervals on
clinic resources

Follow-up interval Additional Mean duration of

Increase (%) Months 15-minute consultations
appointments (min)

Current position 6.7 0 15.0

+ 10 7.3 443 16.8

+ 20 8.0 666 18.0

+ 30 8.7 928 19.5

+ 40 9.4 1148 21.0

+ 50 10.0 1339 22.5

from Jones RB, Hedley AJ. Adjusting follow-up intervals in an
outpatient clinic. Journal of the Royal College of
Physicians. (London) 20 36-39 1986.
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Table 9.1: B8ite for majority of care for diabetes

site n

o0

THIS GOPD 6
ANOTHER GOPD

PRIVATE DOCTOR

OTHER WESTERN DOCTOR

HERBALIST

OTHERS

LNhaadvon

WNNNDOO

missing value=1

Table 9.2: When diabetes was first diagnosed

=}
oe

0-1 YEAR AGO 19 22
0-2 YEARS AGO 12 14
2-5 YEARS AGO 26 30
5-10 YEARS AGO 17 20
OVER 10 YEARS AGO 13 15

missing value=1
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Table 9.3: Treatment for diabetes

n
INSULIN INJECTION 5 6
ORAL MEDICATION 78 90
DIET CONTROL ONLY 2 2
OTHERS 2 2
missing value=1 .

Table 9.4: Investigation for diabetes

N on which

Characteristic % yes % based
fundoscopic examination within past year 10 86
feet examination within past year 8 87
weight measured within past year 10 87
blood test within past year 55 87
blood test for glucose within past year 34 87
blood glucose monitored at home 1 88
82 88

urine glucose monitored at home
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Table 9.5: B8ite for majority of care for hypertension

site . n %
THIS GOPD 258 88
ANOTHER GOPD 12 4
PRIVATE DOCTOR 1 -
OTHER WESTERN DOCTOR 15 5
HERBALIST 4 1
OTHERS 5 2
missing value=1
Table 9.6¢: When hypertension was first diagnosed

n %
0-1 YEAR AGO 27 9
0-2 YEARS AGO 41 14
2-5 YEARS AGO 101 34
5-10 YEARS AGO 64 22
OVER 10 YEARS AGO 63 21
Table 9.7: Investigations for hypertension

N on which

Characteristic % yes % based
BP measured at each clinic visit 99 292
fundoscopic examination within past year 8 292
blood test within past year 14 292
urine test within past year 18 292
blood pressure monitored at home 10 296
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Table 10.2: Counselling about smoking in
patients with respiratory infection

Respiratory infection?

Count .
Column % No Yes Total
No 247 198 445
(79%) (84%) (81%)
Counselled?
Yes 64 39 103
(21%) (16%) (19%)
311 237 548
(57%) (43%) (100%)
X2 = 1.24
d.f. =
p = 0.2654
Table 10.3: Counselling about smoking in patients
with chronic obstructive ajirway disease
COAD?
Count
Column % No Yes Total
No 433 12 445
(82%) (52%) (81%)
Counselled?
Yes 92 11 103
(18%) (48%) (19%)
525 23 548
(96%) (4%) (100%)
X2 = 11.35
d.f. =
p = 0.0008
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Table 10.4: Individuals who have advised smokers to quit

Person Frequency cited
Non G0OPD doctors 79
Family 56
GOPD doctors 52
Friends 23
Others 2
Other health professionals 1
Table 10.5: Source of greatest influence to quit smoking
Source %
own initiative 56
Family 21
Doctors 11
Others 8
Friends 5
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Table 10.7: Percentage of surveyed GOPD patients counselled
about diet, weight or cholesterol

%
Diet 20
Weight 8
Choesterol 6

Table 10.8: Counselling about diet, weight or cholesterol in
patient gender

0

% Counselled

Patient gender About diet About weight about cholesterol
Male 18 9 5
Female 21 8 6
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Table 10.12:

Counselling about diet in patients

with cardiovascular disease

Cardiovascular disease

Count
Column % No Yes Total
No 426 27 453
(83%) (79%) (83%)
Counselled?
Yes 88 7 95
(17%) (21%) (17%)
514 34 548
(94%) (6%) (100%)
X% = 0.08
d.f. = 1
P = 0.7769

Table 10.13:

Counselling about weight in patients

Cardiovascular disease?

with cardiovascular disease

Count
Column % No Yes Total
No 481 29 510
(94%) (85%) (93%)
Counselled?
Yes 33 5 38
(6%) (15%) (7%)
514 34 548
(94%) (6%) (100%)
X2 = 2.23
d.f, =
P = 0.1353
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Table 10.14: Counselling about cholesterol in patients
with cardiovascular disease

Cardiovascular disease?

Count

Column % No Yes Total
No 498 32 530
(97%) (94%) (97%)
Counselled?
Yes 16 2 18
(3%) (6%) (3%)
514 34 548
(94%) (6%) (100%)
X% = 0.14
d.f. =
p = 0.7034
Table 10.15: Cervical pap smear screening:

Time of last test

When last smear performed Frequency %
Less than 1 year ago 49 86
More than 1 year, but
less than 3 years ago 7 12
More than 3 years ago 1 2
57
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Table 10.16: Bite where last cervical pap smear was performed

Facility Frequency %
Private doctor 13 22
Family Planning Association Clinics 18 31
Maternal and child health centres 2 3
GOPD 4 7
Specialist oOpPD 10 17
Others 11 19
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(n=

Figure 10.1: Age group proportions of

GOPD survey respondents who have

received counselling about smoking
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Table 11.1: Amount spent on health care in past months

Amount N %
$0 . 146 17
$1-$100 428 49
$101-$250 130 15
$251-%500 89 10
$501-%750 24 3
8750 and over 40 5

Missing values = 12
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Table 11.7: Results of logistic regression analysis on the
relationship between amount spent on the past three
months on health care (0=spent not more than $100,
l=spent more than $100) and some determining factors

Social/Demographic 0dds ratio (95% CI)
and medical characteristics

No. of consultations
in the past three months
(excl. the present one)

(0=nil)
1-2 times 15.97(4.80,53.21)
3~4 times 34.08(10.19,113.98)
5 times or more 209.48(59.51,737.45)
Age (1=60 and above, 0.40(0.17,0.95)

O=other ages)

Site of majority of 0.19(0.11,0.35)
health care (1=GOPD,
O=other sites)

Problem for the 0.51(0.29,0.89)
bpresent consultation

(1=DM/HT, O=new/other

problems)

The odds ratios (ORs) of these variables are adjusted for sex,
employment status, educational attainment and monthly domestic
income as well as for each other.
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Table 12.1: Disc waiting time

Waiting time N %
Too long 275 32
Acceptable 597 68
Total 872 100

Table 12.2:

Relationship between satisfaction with disc
walting time and age

Age
Count 0 - 19 20 -~ 39 40 - 59 60 +
Column % Total
Waiting time
Too long 107 49 54 65 275
(41%) (30%) (29%) (25%) (31%)
Acceptable 152 114 132 199 597
(59%) (70%) (71%) (75%) (69%)
259 163 186 264 872
Total (30%) (19%) (21%) (30%) (100%)
X%=18.02
d.f.=3
p=.0004

Table 12.3: Awareness of the block appointment system

Aware of block

appointment system? N %
No 751 86
Yes 121 14
Total 872 100
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Table 12.4: Expectation of medication after a consultation

o0

Medication expected? N

No . 169 19
Yes 701 81
Total 870 100

Table 12.5: Relationship between expectation of medication

and age
Age
Count 20 - 39 Other age
Column % groups Total
Expect drug?
No 57 112 169
(31%) (16%) (19%)
Yes 126 575 701
(69%) (84%) (81%)
183 687 870
Total (21%) (79%) (100%)
X%=19.41
d.f.=1
pP=.0000

Table 12.6: Patients’ recall of medication dispensed
for their visits to GopDs

Medication given N %
At every visit 820 95
>50% of all visits 36 4
<50% of all visits 7 1
Total 863 100
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Table 12.7: Attitude of GOPD doctor

Attitude of doctor N S
Disliked 136 15
Liked 732 85
Total 868 100

Table 12.8: Relationship between satisfaction with
attitude of GOPD doctor and education,
controlling for age group (60+)

Educational level
Primary Secondary

Count or below or above
Column % Total

Doctor’s attitude

Disliked 35 15 50

(10%) (19%) (11%)

Liked 330 65 395

(90%) (81%) (89%)

365 80 445

Total (82%) (18%) (100%)
X%=5.52
d.f.=1
p=.0188
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Table 12.9: Relationship between satisfact%on with
doctor’s attitude and self-rating of

current condition

Doctor’s attitude

Count Disliked Liked
Column % Total
Self~rating of
current condition
Very poor/Poor 38 147 185
(28%) (20%) (21%)
Fair/Good 97 584 681
(72%) (80%) (79%)
135 731 866
Total (16%) (84%) (100%)
X%=4.38
d.f.=1
p=.0363

Table 12.10: Patientsg’ satisfaction with consultation time

Consultation time N %
As long as expected 631 73
Less than expected 197 23
Not long enough at all 37 4
Total 865 100

Table 12.11: Doctors should attend to emotional issues

Doctors should attend

to emotional issues N %
Strongly agree 215 33
Agree 348 54
Disagree 76 12
Strongly disagree 10 1
Total 649 100
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Table 12.12: Reassurance

Doctor reassuring? N %
As much as expected 470 73
Less than expected 118 18
Not at all reassuring 60 9
Total 648 100

Table 12.13: Relationship between satisfaction with
doctor’s attitude and preference of services

Doctor’s attitude

Count Disliked Liked
Column % Total
Preference
Private better 13 151 164
(14%) (34%) (31%)
GOPD better/Same 78 293 371
(86%) (66%) (69%)
91 444 535
Total (17%) (83%) (100%)
X%=13.82
d.f.=1
p=.0002

Table 12.14: Patients’ own understanding of condition

Understanding of condition N %
As much as I would wish 541 63
Less than I would wish 255 29
No understanding at all 67 8
Total 863 100
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Table 12.15: Relationship between satisfaction w%t?
patients’ own understanding of condition

and age
Age
Count . 60 + Other age
Column % groups Total
Understanding
of condition
As much as 191 350 541
I would like (73%) (58%) (63%)
Less than
I would like/ 71 251 322
Not at all (27%) (42%) (37%)
262 601 863
Total (30%) (70%) (100%)
X%=16.15
d.f.=1
p=.0001

Table 12.16: Relationship between own understanding of condition
and self-rating of current condition

Own understanding of condition

Count As much Less than expected/
Column % as expected No understanding Total

Self-rating of
current condition

Very poor/Poor 85 96 181
(16%) (30%) (21%)
Fair/Good 455 225 680
(84%) (70%) (79%)
540 321 861
Total (63%) (37%) (100%)
X%=24.33
d.f.=1
p=.0000
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Table 12.17: Relationship between own understanding of condition
and preference of services

Own understanding of condition

Count As much Less than expected/
Column % as expected No understanding Total
Preference
Private better 114 50 164
(36%) (23%) (31%)
GOPD better/Same 206 165 371
(64%) (77%) (69%)
320 215 535
Total (60%) (40%) (100%)
X% =9.26
d.f.=1
p=.0023

Table 12.18: Perceived technical competence of GOPD doctors

Perceived competence N %
Very satisfied 106 12
Satisfied 437 51
Dissatisfied 58 7
Very dissatisfied 12 1
No comment (no exam) 254 29
Total 867 100
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Table 12.19: Relationship between satisfaction with doctor’s
technical competence and preference of services

Doctor’s technical competence

Count Satisfied Dissatisfied
Column % . Total
Preference
Private better 114 6 129
(38%) (19%) (36%)
GOPD better/Same 184 26 210
(62%) (81%) (64%)
298 32 330
Total (90%) (10%) (100%)
X2 =4.75
d.f.=1
p=.0293

Table 12.20: Satisfaction with the work of the nurses

%

Work of the nurses N

Very satisfied 128 15
Satisfied 380 44
Dissatisfied 20 2
Very dissatisfied 0 0
No comment 338 39
Total 866 100

Table 12.21: satisfaction with the work of minor staff

Work of minor staff N %
Very satisfied 143 16.5
Satisfied 558 64.0
Dissatisfied 26 3.0
Very dissatisfied 3 0.5
No comment 137 16.0
Total 867 100.0
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Table 12.22: Relationship between satisfaction with
minor staff and age, controlling for

previous clinic attendance

Age
Count - 19 20 - 59 60 +
Column % Total
Work of
minor staff
Satisfied 186 276 214 676
(91%) (97%) (98%) (96%)
Dissatisfied 18 7 4 29
(9%) (3%) (2%) (4%)
204 283 218 705
Total (29%) (40%) (31%) (100%)
X2=16.27
d.f.=2
p=.0003

97



sduepusiie OJuljdo 10} paisnipy

///

i

08

s|jdwes o 9

obe yim diysuonela.
mE; Buiiiem osIp yjIm uoljoeysiies 1z oJnbi4

98



9jqeldaooy

8pniliie §,40}00(

oby
65-0¢

douepuslie O[UiD JO} pa}snipy

s|qeidsolie 10N EEE

61-0

obe yim diysuonejal
*9pNlille s, 10100p YlM UOI1OBISIIES

a|jdwes jo ¢

'g'cl 2inbi4

0¢

0)%

09

08

OO0l

99



sduepusiie olutjo Joy psisnipy

/ — oz

08
o|dwes jo 9

abe yim diysuoieal |
-UORIpUGO1UaLINO jo Buipueisiapun :©'gL ainbi

100



SHSuEssIaFaa peisiies AN
S|IIMS s.d0100(Q

— 0¢

/ oy
09

-

- N J//

001t
d o,
obe yym diysuonejes-spiys  OwES o

[EOIUID §,40100P UMM UOIOBYSIIES gL 84nbig



Appendix 1 : Burvey instrument - English version.



Patient Interviexn Schedule

Government Cutpatient Department

e e e e . e e .t . o . o i o S S s i At 2 i, e o S e i b o, B

clinic —

Room no. -

Date —

1. am session 2., pm sessfon 3. evening session
4. sundey session 5. public holiday

Time of Interview : from _____ to
Neame of interviewer ¢« ____

Has proxy respondent Intervieved?

Study

1. no
2. yes (specify) neme ____ ——
Bge
sex M F
relationship with patient _________ ___

(Rules for interviewing proxy respondent:

1. If the patlent Is
by an adult, direct the questions in sections A, B,

and E end special section P to the adult
section 0.

2. If the patient 1is Lless than 12 years old and
accompanied, complete sections A, B and 0 only
obtain his/her address and telephone number.

less than 12 yeors old and accompanied

c, b

and complete

not
and

3. If the poatlent is elderly and accompanied by asnother

person, ask the patient whether he/she would mind

asking cquestions In
before beginning, and direct the questions to

patlent. If the sccompanying person indicotes

that

your

the presence of the other person

the
the

patient 1s not mentally cespable of providing meaningful

answers, please direct the questions to the proxy.)

If there are ony special problems, please note them in

section 0.

A. Personal particulars

Al. Name _ :
A2. bate of birth ___
A3. Sex M F '
AL, Race 1. Chinese ¢

2. non-Chinese (specify) ____ —




Bi.
1. no (go to B4)
2. yes
B2. Have you been a patient in this GOPD previously?
1. no (go to B4)
2. yes
B3, Hhen did you first visit this GOPD as a potient?
______ days/Heeks/months/years ago
B4 . Hhy did you come to this GOPD todoy? (may have more
than one reason)
1. new problems of less than three months'
duration
(record the two most important problems
there are more than two)
Ve
2 e (answer section C)
2. other problems
(record the two most important problems
there are more than two)
L
2 (answer section D)
3. continuing care for diabetes mellfitus (DM)
(answer section F)
4. continuing care for hypertension (HT)
(answer section G)
(ask only {f more thon one problem Is listed in B4)
B5. Which of the above problems is bothering you the most
today? e
BG. Here any lab tests done?
1. no
2. yes
B7. low many medicatfons were giveny ____

Have you been 8 patient in any GOPD previously?

(for 1 & 2 In B4 only)

B8,

BY.

B10.

Was a diegnosis glven for your problem?
1. no
2. yes

Here you asked to return for follow-up?
t. no

2. yes. Specify: review lab results

check for symptom fmprovement

when?

1
2
3. other (specify)
1. didn't say

2

ueqe you referred to another doctor?
“ 47 no .
2. yes. where?



then one unreclated problems in this
section to the

important.)

(1f there are more
category, direct the questions in this
problem which the patient finds to be most

ct. If you sre seeking help for a new problem, when did

you first notice jt?
(if come immedistely after noted symptom, response=0

and go to C4)
days/weeks ago

c2. How heve you coped thus feor?7 (go through items In the

followlng list)
1. done nothing (excluding this consultation)

yes/no
2. rest yes/no
3. modified diet yes/no
4. used Chinese herbs yes/no
5. used medlcations obtained over-the-counter

yes/no

6. used medlcation thet was left over from the
last time I was sick yes/no
7. sought the advice of 1lay persons (friends,

family, relatives) yes/no
8. sought the advice of professionals (chinese or

Hestern) yes/no (if yes, go to Ch)
(if no, ask €3 only)

c3. If you have not sought prefessfonal advice for this

new problem already, why did you come today?
(do not go through Llist. ltet the patient talk.
ascertsin the two most important reasons if more than
two answers are mentioned by saying "which two are the
most fmportant reasons?", if only one Is mentioned,
prompt by saying "eny other reasons?™)

1. time available today

2. feels worse today

3. friends or family worried

4. transportation available today

5. escort available today

6. disc was availeble

7. other reasons (specify) _ i

th. Have you had this problem before?
1. no
2. yes
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p. 1f the patient is seen for *other problems' ass defined in B4

(1f there are more than one unrelated problems in this
category, direct the questions 1in this section to the
problem which the patient finds to be most important.)
D1. when.did you first have the problem?

______ months/years ago

p2. What have you done for the problem? (go through items

in the followlng list)
1. done nothing (excluding this consultation)

yes/no
2. rest yes/no
3. modified diet yes/no
4. used Chinese herbs yes/no
5. used medicatfons obtalned over-the-counter

yes/no

6. used medication thast was left over from the
test time | was sick yes/no

7. sought the advice of lay persons (friends,
family, relatives) yes/no

8. sought the advice of professionals (chinese or
western) yes/no

D3. If professional advice has been sought, where hove you

been seen for the problem? (may clircle more thsn one)
1. this GoOPD
2. another GOPD
3. private doctor
4. other western doctors (specify) ___
5. herballst
6. scupuncturist
7. bone-setter
8. others (specify) __

D4 . Hhere did you receive the majority of care for the
problem?

1. this GOPD
2. another GOPD
3. private doctor
4. other western doctors (specify) ___
5. herbsalist
6. mcupuncturist
7. bone-setter
B. others (specify) .

E. Other_ health_problems

(1f patient notes a8 problem, indicate the problem in the

space provided, then go through the list of actions as in C2
end D2. Circle the appropriate number (+ options 1-8) if the

response {s yes.)

(1f patient sought the advice of professionals (option 8),
note where by circling the corresponding number (* options
1-8). 1f patient sought advice from 4=other western doctors
or B=others, specify in the spsce provided.)



ET. Over the past one month, have you had any other
health-related problems?
1. no
2. yes. Problem Action
+

12345678

for 8, where?

' 1234645678

478 (speclfy)=__ _

2. 12345678
—————————————— for 8, where?
12345678
478 (specify)=__
3. 12345678
———————————— for 8, where?
12345678
478 (speclfyd=__
+ 1. done nothing (excluding this consultation)
yes/no
2. rest yes/no
3. modifled diet yes/no
4, uged Chinese herbs yes/no
5. used medicatfons obtolned over-the-counter
yes/no
6. used medlcation thot was left over from the
last time | was sick yes/no
7. sought the advice of Llay persons (friends,
family, relatives) yes/no
B. sought the sdvice of professionals (chinese or
western) yes/no
* 1. this GOPD

2. another GOPD
3. prlvate doctor
4. other western doctors (specify) _____
5. herbalist

6. scupuncturist

7. bone-setter

8. others (specify)

(1 f the patient has not come for the continuing care of HT
or DM)
E2. Have you ever been disgnosed to have DM?

1. no

2. yes (go to section F)

E3. Have you ever been diagnosed to have HT?
1. no
2. yes (go to section G)

E4. Please List any other health-related problems you have
but which have not been mentioned above?




F.

F1.

F2.

F3.

Fé.

Care of DM

When were you first diasgnosed to have DM?
. less than a year ago

. 1-2 years ago

. 2-5 years ago

. 5-10 years ago

. over 10 years ago

VI W N -

Where have you received care for your DM since
diagnosis?
(may circle more than one)

1. this GOPD

2. another GOPD

3. speclalist GOPD (Government or subvented)

4. private doctor

5. other western doctors (specifyy __
6. herbalist

7. acupuncturist

8. others (specifyy ________

Where did you recefve the majority of care for your DM

fn the past year?
(see responses {in 72 oand circle the corresponding
number. code "8" {f care recefved from combined sites

or patient cennot decide)
1 2 3 & 5 6 7 B (specify) _____

In the past yesr, how often did you have the following
examinations or investigations in the clinic where you
received the majority of care?

a. examination of the eyes with an ophthalmoscope
1. nit
2. once
3. more than once

b. examination of the feet (with shoes and socks off)
1. nil
2. once
3. more than once

c. body weight measurement
1. nil
2. once
3. more than once

d. how often did you have s blood test?
1. nil (go to F5)
2. once
3. more than once



e. 1f blood tests have been done, were they testing

for blood sugar?
1. no (go to F5)
2. do not know (go to F5)
3. yes
f. 1f. blood sugar has been tested, what Was the result
of the last one?
1. too high
2. satisfactory
3. too low
4. has been told but do not remember
5. has not been told

F5. What medication are you taking for your diabetes?
i. tnsulln injection

2. oral medication
3. has been informed by doctor that diet

alone is sufflicient

control

4. others (specify) ____ __ ____ ____._
F6. How often have you been monitoring your own blood
glucose at home Iin the past month? (if not

monftoring own blood glucose, response=0)

day / week / month

usually by whom? 1. self
2. family, relatives or friends

3. others

F7. How often have you been monitoring your urine for
sugar at home in the past month? ({f not monitoring

urine for sugar, response=0)

day / week / month

usually by whom? 1. self
2. family, relatives or friends

3. others

F8. If you have not been monitoring your urine for sugar
at home, why?
1. monitoring blood sugar at home
2. has not been taught the method
3. has been taught the method but still do not
know how to do it
4. knows how but too much trouble
5. cannot afford

F9. Have you been advised about foot care since your
diabetes was diagnosed?
1. no

2. yes



F10.

Fit.

F12.

Have you modified your diet after you were found to
have diabetes?

1. no

2. yes

Hasg *your wWeight changed since your diabetes was
diagnosed?

1. gained more than 10%

2. no change greater than 10%

3. lost more than 10%

If you are without symptoms and doing well, would you
be prepared to be helped by ancother trelined health
personnel rather than the doctor for your DM followu-
up care?

1. no

2. yes



G. Core of N7

Gt.

62.

63.

GG .

G5.

Yhen were you first diagnosed to have HT7
1. less than a year sgo
2. 1-2 years sgo
3. 2-5 years ago
4., 5-10 years ago

©

5. over 10 years ago
Where have you received care for your HT since
dlagnosis?

(may clrcle more than one)

1. this coPD

2. another GOPD
3. specifalist GOPD (Government or subvented)

4. privete doctor

5. other western doctors (specify) _____________.
6. herbalist

7. scupuncturist

8. others (specify) ___ .

Hhere did you receive the majority of cate for your T

fn the psst yesar?
(see responses in G2 sand circle the corresponding

number. code "B" §{ care received from combined sites
or patlient cennot declde)

1 2 3 4 5 6 7 8 (specify) ___ .

In the psst year, how often did you have the following
examinations or investigations in the clinic where you
received the majorlity of care?

a. blood pressure measurement
1. every time or almost every time when you

return for continuing care of HT
2. other than 1

b. examination of the eyes with an ophthalmoscope
1. nil
2. once
3. more than once

c. blood test
1. nil
2. once
3. more than once

d. urine examination
1. nit
2. once
3. more thsn once

llow often hsve you been monitoring your blood pressure
st home In the past month? (if not monitoring own
blood pressure, response=0)
__________ day / week / month
usually by whom? 1. self
2. family, relatives or friends
3. others




G6.

G67.

G8.

Do you know your usual blood pressure?
1. no
2. yes. About / mmilg

Nas your Wefght changed since your HT was diagnosed?
j.vgained more than 10X%
2. no change greater than 10¥%
3. lost more than 10%

If you are without symptoms and doing well, would you
be prepared to be helped by asnother trained personnel
rather than the doctor for your HT follow-up care?

1. no

2. yes



Ht.

H2.

n3.

Ha.

Hs.

Hé.

H.

na.

General health

Here you sccompanied by anyone?

1.

no

2. ves {(specify who) __ e

*

ltow Is

How Is
1.
2.
3.
4.

your eyesight?

do not need any glasses to see nesr
objects clearly

need glasses to see near and/for far

and far

objects

clearly

cannot see objects near ond/or far clearly even
with glesses

have problems seeing, but don't know [f glasses

would help/no glassess available

your hearing?
can hear very well uithout hearfing nid

can hesr very well with hearing oid

have problems hearing even with hearing oid
have problems hearling but don't know If hearing
aid would help/no hearing aid avallable

llow are your teeth?

1.

2
3.
4

have my own teeth

use partial denture

use full denture

have no/slmost no naturel or folse teeth

lave you smoked in the past month?

(I f no,

1f you
1.
2.

reponse=0 and go to II9)

/day/veek/month

smoke, has anybody advised you to quit?
no
ves . by whom? (may circle more than one)
1. GOPD doctor
2. other doctor
3. other health professional
4. family
5. friends
6. others (specify)

lave you ever tried to quit smoking?

1.
2.

no (go to H9)
yes

If you have tried to quit, what has been the greatest
fnfluence?

1.
2.

-3/
4.
5.
6.

my own Inftiative
advice of family
edvice of friends
advice of news medis
edvice of doctor
others (specify)




H9.

K10.

Hii.

wiz.

h13.

H14.

Have you consumed any drinks containing alcohol in the

past month?
(if no, response=0)
(If yes) what do you usually drink? ______

how much do you drink?

__________ /day/week/month
Please Indicate which of the following a GOPD doctor

has discussed with you:
(go through iftems In the following list)

1. diet yes/no
2. Weight yes/no
3. cholesterol yes/no
4. smoking yes/no
5. alcohol / drinking yes/no
6. drug abuse yes/no
7. sexual hsbits yes/no

Have you ever asked a GOPD doctor for advice regarding
a sexual matter?

1. no

2. yes

(female patients only)

Have you ever had a Psp smear?
1. definitely not
2. do not know
3. yes. about times

when was the last Pap smear?

______ weeks/months/years ago
where was it done?
1. private doctors
2. family planning association
3. McH
4. GOPD
5. specialist OPD
(government or subvented)

6. others (specify) ____

How would you rate your current condition? (prompt
going through list)

1. very poor

2. poor

3. fair

4. good

low much money have you spent, on health care
(including professional consultations, western or
traditional, hospital <charges, A/E costs, all
medications, vitaming, tonfcs, hospitalizations and
excludlng foods, eyeglasses and dentures) over the
past three months?

(definition of whether an item 1is food or tonic

according to patient)

1. 0

2. $1 - s100

3. $101 * %250

4, $251 - 3500

5. $501 - $750

6. >$750

7. refuse to estimate



#15.

6.

How many professional consultations (chinese or

western) have you had over the psst 3 months?

Hove you been hosplitalized over the past year?
(if no, response=0)
¢1f yes) how many times?_____

where? o

reasons?

i. Patient satisfaction

13.

15.

16.

17,

What do you think sbout the waiting time for obtaining
a dise at the GOPD clinlcs?

1. too long

2. ok

Are you eware of the block appointment system?
1. no
2. yes

pid you llke your doctor’s attitude to you during your
consultation?

1. no

2. yes

Did your doctor take as much time to listen to your
problems as you would want him to? (prompt by going

through list)
1. 8s much as | would like

2. less than 1 would like
3. did not take time to listen at all
4. more then 1| would like

Wes your doctor as reassuring on this visit as you
would like him to be?
(prompt by going through list)

1. as much as 1 would like

2. less than 1 would like

3. was not reassuring or comforting at all

Do you think doctors should deal with the emotional
aspects of your f{llness? (if patient appears blank,
prompt by sayling "such as worries and anxieties")
(prompt by going through list)

1. strongly agree

2. ngree

3. disagree

4. strongly disagree

Did your doctor tslk about the emotfonsl aspects of
your illness With you on this visty

1. no

2. yes



18.

19.

110,

111,

rt2.

113,

po you think you should hesve a clesr understanding of

your health problems?
1. yes
2. no. why not?
(do not go through list. let the patient talk.
sscertain the two most Important reasons if more than
tWo answers are mentioned by saying "which two are the
most Important reasons?". if only one is mentioned,
prompt by saying "any other reassons?")
1. doctors sre too busy
2. 1 wouldn't hove understood It anyway
3. I'd be more snxious if 1 knew
4. 1'd feel so ignorant if I asked
5. not for the sum | paid for the service

6. others (specify) ___ __

After this consultation, do you understand your
condlition as much as you would like?
(prompt by golng through list)

1. as much as 1 would like

2. less than I would like

3. don't understand at all

Do you think your doctor has understood your problems
ss much as you would like? (prompt by going through
tist)

1. as much as I would like

2. less than I would like

3. don't think he has understood at all

How satisfied are you with your doctor's physical
examination skills on this visit? (prompt by going
through list)

1. very satis{ied

2. sptisfied

3. dissatisfied

4. very dissatisfied

5. no comment becsuse of no examination

How satisfied are you with the nurses todey? (prompt
by going through list)

1. very satisfied

2. satisfied

3. disseatisfled

4. very dissatisfied

5. no comment because of limited contact

for 3 and 4, detslls of reasons ___ o

How satisfied are you with the minor staf{ today?
(prompt by going through list)

1. very satisfied

2. satisfied

3. dissatisfied

4. very dissatisfied

5. no comment because of limited contact

for 3 and 4, details of reasons ________



114.

115,

Have you had any experiences with private doctors?
1. no (go to section J)
2. vyes

apart from differences in cost, how would you

overall,
GOPD to that in

compare the standord of care in the
the prvate sector?

1. GOPD better

2. GOPD same

3. GOPD worse

J. Utilization of services

Jz.

J3.

Why have you chosen this clinic to visit?
{do not go through list. let the patlent talk.
sscertaln the two most Important reasons If more than
two ensuers are mentioned by saying "which two are the
most Important reassons?'. if only one is mentioned,
prompt by sayling "any other reasons?")

1. more convenient

2. service cheaper

3. symptoms severe

4. have slways been o patient In this clinic

5. doctor more competent

6. doctor more friendly and caring

7. understand medical information better

8. recommendation of friends/relatives

9. have a predestined medicsl affinity with doctor

10. others (specitfyy ______

How did you get to this clinic?
1. on foot
2. public transportation
3. private car
4. ambulance
5. combination of above (specify)

How much time did you spend travelling to clinic?




x. Predestined medical affinity and "doctor-shopping™

pid you ssk to see n specific doctor on duty today?

K1.
1. no. is there o reason why not?
(do not go through list. let the patient talk.
ascertain the tuwo most important reasons if more than
tWo answers ore mentioned by saylng "which two are the
most Important reasons?". if only one is mentioned,
prompt by sayling "eny other reasons?")
1. never knew it is possible (go to K4)
2. don't know any doctors from this clinic
3. don't feel there is a need to request
4. don't want to be 8 nuisance
5. others (specify) __
2. yes. why?
(do not go through (ist, let the patient talk.
sscertaln the two most Important reassons [{ more then
tHo answers are mentfoned by saylng "which two sre the
most Important reasons?™. if only one Is mentloned,
prompt by saylng "sny other reasons?™)
1. doctor's competence
2. doctor's friendly and caring attitude
3. understand medical information he offers
4. recommended by relatives or friends
5. have 8 predestined medical affinity with doctor
6. others (specify) _
K2. low often do you request to see a specific doctor on
duty?
1. never (go to K&4)
2. less than 20% of the time
3. 20% to 50% of the time
4. 50% to BOY of the time
5. more than B0% of the time
6. every time
K3. Have your requests been gronted?

1. never

2. less than 20% of the time
3. 20% to 50% of the time

4. 50X to BOX of the time

5. more than BOX of the time

6. every time

Ké. How strongly do you believe in the concept of

predestined medical sffinity?
(prompt by goling through list)

1. not at all

2. feirly strongly

3. strongly

4. very strongly

5. never heard of {1t (go to Ké)



K5.

X6.

K7.

K8.

K9.

Where did you learn about this concept of predestined

medical affinity?
(do not go through Llist. let the patient talk.
sscertain the two most importent reasons if more than

two ansWers ore mentioned by saying "which two are the

most important reasons?". if only one is mentioned,

prempt by ssying "any other reasons?")

1. oun previous experience/knouledge
2. family influence
3. relatives/peer influence
4. media messsages

(eg, newspapers, megazines, tv,
5. others (speclfy) e

radio, etc.)

How often do you 'shop" around for doctors, ie, change

doctors wHithout referral during the same Tillness
episode, when you are unwell?

1. never (go to K10)

2. less than 20% of the time

3. 20% to 50% of the time

4. 50% to BOZ of the time

5. more than 80% of the time

6. every time

Why do you shop around for doctors?
({do not go through (fist, let the patient tolk.
ascertaln the two most {mwportant reasons |f more than
two enswers sre mentioned by saying "which two are the
most {important resmsons7". If only one is mentioned,
prompt by saying "any other reasons?™)
1. symptoms persist
2. dissatisfied with doctor's technical competence
3. dissatisfied with doctor's sttitude
4. dissatisflied with medical information offered
5. in seeking for o second opinion
6. doctor is not virtuous in his medical behaviour
{mo yee dug)
7. a predestined medfcal affinity does not exist
with present doctor
8. others (specify) __________

ow do you choose which doctors to shop for?
(do not go through list. let the patient talk.
ascertain the most fmportant reason if more than one
fs mentioned)

1. recommendation from relatives or friends

2. pure chance

3. others (specify)

~t

How often do you consult traditional chinese
practitioners for advice as well as western medical
doctors during the same {(lness episode when you are
unwel 7

1. never

2. less than 20% of the time

3. 20% to 50% of the time

4. 50% to BOX of the time

5. more than BOX of the time

6. every time



practitioners for advice when you are unwell?
1. never
2. less than 20% of the time
3. 20% to 50% of the time
4. 50% to BOX of the time
5 more than 80% of the time

6. every time

L. Medication and self-medication

L1.

Le.

L3.

Lé&.

L5,

(skip
L6.

pbo you belleve that medlcation should be gliven
whenever you are seen by no doctor during an illness?
1. no
2. yes

How often are you given medications when you are seen

in the GOPD?

1. at every visit
2. at least half of the time but not every time

3. less than halflf of the tlme

How often do you teke {instant processed medication
from Watsons or Monnings or

(Wwestern eg, panadol
seeking

chinese eg, ngun klu, ngou wong) wHithout
professlional help from a doctor when you are unwell?

1. never (go to L5)

2. less than 20% of the time

3. 20% to 50% of the time

4. 50% to B0Y of the time

5. more than 80% of the time

6. every time

tas it ususlly been western or chinese medication
which you have taken?

1. Hestern medication more frequently

2. chinese medication more frequently

3. western or chinese both as frequently

Apart from fnstant medication, how often do you take
chinese herbal soups Wwithout seeking professional
help from a doctor when you are unwell?

1. never

2. less than 20% of the time
3. 20% to 50% of the time

4. 50% to 8OX of the time

5. more than 80% of the time
6. every time

L6-L10 only if responding to L3.1 and L5.1)
Why do you use self-medication?
{(do not go through Llist. let the
sscertaln the two most important reasons if more than
tvo answers sre mentfoned by saying "which two are the
most Important reasons?". if only one {s mentioned,
prompt by saying "sny other reasons?™)

1. no need as symptoms not too severe

2. convenlence / easy access

3. too busy to seek for professional help

4. as a8 complement to doctor's prescription

5. habitusl

6. others (speclifyy ___

patient talk.




L7.

L8.

L?.

L10.

Where did you learn how to self-medicate?
(do not go through list. let the patlient talk.
ascertain the two most important reasons [f more than
two answers are mentioned by saying "which two are the
most important reasonsi”. it only one is mentioned,
prompt by saying "any other reasons?'™)

Ao oun previous experlience/prescriptions

2. oun knowledge

3. family influence

4. relatives/peer influence

5. medis messages

(eg, newspapers, megaz?nes, tv, radio, etc.)
6. sdvice from chemists in shops
7. others (specify) - _— .
How often do you take both the medicine which you have

bought over the counter and the prescription obtalined

from a doctor when you are unwell?
never (go to section M)
less than 20% of the time
20% to 50% of the time

50% to 80X of the time
more than BO% of the time

. every time

.

.

(- AN A R P S Y
. .

Has it usually been western or chinese medication
which you have taken In conjunction wlth your
doctor’s prescription?

1. western medication more frequently

2. chin2se medication or tonics more frequently

3. western or chinese both as frequently

Do you think that you should discuss with your doctor
about the self-medication you are/have been taking?
1. yes
2. nu. why not?
(do not go through Llist. let the patient talk.
ascertaln the two most important reasons if more than
two ansWers are mentioned by saying "which two are the
most Important reasons?". If only one is mentioned,
prompt by saying "any other reasons?™)
1. it is the norm!
2. no need to tell him
3. he may get angry
4, he may not give me medication if I do
5. no time to discuss this in consultation
6. others (specify)

H. Dietary practices

-----

...............

How strongly do you believe in the traditional concept
qf diet restriction (gai hou, eg, prawuns/crabs are
"dook", mangoes ‘are "sup yeet", no chicken 1f flu,
etc.) when you are unwell? ~ (NOT what has been advised

by doctors or dietitians)
-{prampt by going through list)

1. not at all
"2 falrly ttrongly
: 3{‘str0ngly Lo
4. very strongly
5. heYer'héa%d,of\it



MZ.

H3.

MG .

M5,

Mé6.

M7.

low often do you restrict your diet (gai hou) on your
own wWithout seeklng the help of a professional doctor
when you are unuell?

. hever (go to M4)

. less than 20% of the time

20% to 50% of the time

50% to 80% of the time

more than BO0X% of the time

every time

VNN -
.

.

Why do you restrict your diet?
(do not go through list. let the patlient talk.,
ascertaln the two most fmportant reasons [f more than
tvo ansWers are mentioned by saylng "which two are the
most Important reansons?". If only one is mentioned,
péompt by saying "any other reasons?")

1. 88 a complement to prescription

2. faster recovery

3. severlty/nature of symptoms

4. hobitusl

5. others (specify) __ . .

o often do you restrict your diet as well as taking
the doctor's prescription when you sre unwell?

1. never (go to M6)

2. less then 20% of the time

3. 20% to 50% of the time

4. 50% to BOX of the time

5. more than BOX of the time

6. every time

po you think you should inform your doctor that you
have been restricting your diet?
1. vyes :
2. no. why not?
(do not go through Ulist. let the patient talk.
sgscertaln the two most important reasons {f more than
tWo answers are mentioned by ssying "which two are the
most Important reasons?". if only one is mentioned,
prompt by saying "any other reasons?")
1. no need to tell him
2. he has not told me to do so
3. he may get angry
4. he may not glve me medication if 1 do
5. no time to discuss this in consultation

6. others (specify) ___ ——

Do you tske any medication/tonics/vitamins even when
you are NOT ill? (1f no, response=0, go to MB)
day/week/month/year

Has Pt ususlly been Hestern or chinese
medicatlion/tonics which you have taken : even when you

-daré NOT -unwell?

“1: Western hedication more fréquentﬂ?
2. chinesé medicetion or tonics more frequently
3. western o chinese both.as frequently



UL

M9 .

M10.

How strong is your belief in hot/cold distinction?

(prompt by golng through list)
1. not at all
2. falrly strongly
3. strongly
L. vary strongly
5.0never heard of it

Poes your belfef in the concept of hot/cold affect

your diet?
(prompt by going through list)
1. not st all
2. falrly strongly
3. strongly
4., very strongly

chinese traditional

Hhere did you learn the obove
hot~cold

dietary/health concepts eg, gal hou,
distinction ete.?
(do not go through llst. tet the patlent talk.
agcertafn the two most important reosons If more than
two answers are mentioned by saying "which two are the
most Important reasons?v. ff only one Is mentioned,
ptrompt by ssyling "any other reasons?™)

1. oun previous z2xperlence/knowledge

2. family Influence

3. relatives/pee- influence

4, media messages

teg, newspapvrs, megazines, tv, radio, etc.)
5. others (specify)




N. Socioeconomic variables

You have answered all the questions about your health. But
before you go, may 1 ask several questions about vyour

personal particulars.

Nt. Marftal status
1. single 2. married 3. divorced
4. widowed 5. separated 6. cohabitant

NZ. What is the highest level of education you attained?
1. none
2. kindergarten
3. traditional tutor
4. primary school
5. secondary school
6. matriculation
7. post-secondasry - non-degree
8. post-secondary - degree

N3. Do you have & full-time job?
(Horking at least 15 hours in the last seven days)

1. full-time work. Job and nature of work:____________

2. part-time work. Job and nature of work: __________
3. housewife/household work (not earning wages)
4. still a full-time student

5. below school age

6. retired

7. others (details) _—

N&. pid you poy for the consultation?
1. No. =n. waived by social workers
b. waived by M.O.
c. GS/DGS

2. Yes. a. major difficulty with fee
b, some diffliculty with fee
¢. no difficulty with fee

(1f responding to efther N3.1 or N3.2)
N5. What Is your average monthly income from your main

employment?
1. less than $1000 2. $1000-32999
3. $3000-%5999 4. $6000-%39999
5. $10000 or over 6. refused to answer/don’t know

NG. What is the average monthly income of“your household?

(*household’ includes all famigyﬂméﬁb rs who usually
share meals with the sub;ectmbudéﬁﬁ &hare the same
i

Living quarter) o b &3
1. less than $1000 2. $1000- $2¢99
3. $3000-%$5999 4. $6000-39999
5. $10000 or over 6. refused to answer/don’t know

NT. Would you like to have possession of a record with a
summary of your health problems?
1. no
2. yes



H8.

Would you be 1In favour of a mechanlsm by which
patients with non-serlous medical problems could be
seen by a specfally trafned nurse?

1. no

2. yes

Thank "you for your helpful finformation. If we need
further assistance, may we contact you by post or

telephone?
1. no
2. yes 3

What Is your address?
(please try to ge. at least the street name and digstrict)

What is your phone number?

(office)

(home)

0. Interviewer observatjion

1.

2.

3.

Has the respondent cooperative?
1. no
2. yes

How ambulatory was the patient?
1. coan walk without support
2. walk with aid
3. wheelchalr bound

Hhat was the language used in the Interview?
1. cantonese
2. other (specify)

(for DM or N7t patients, hand chit and remind them to have
thelr weight ard helght measured by nurses. chit is to be
collected from nurse at the end of the day and reagttached to

set)



(for DM and HT patlents only)

please hand this chit to the nurse for the messurement of your weight and height.
Thank you.

(write down_name of patient. tear down chit from set)

Name e

(instruction to nurse:
plesse wefgh and measure helght without shoes to the nearest 0.1 kg and to the nearest

0.5 cm respectively.)

Helght N kg

Height . __em




P. Special section

P1. How would you rate your child’s current condition?
(prompt by going through list)

1.« very poor

2. poor

3. fair

4. good

p2. How much money has been spent on your child’s health

care (including professional consultations, western or
traditional, hospital charges, A/E costs, all
medications, vitamins, tonics, hospitalizations and
excluding foods, eyeglasses and dentures) over the
past three months?
(definition of whether san item s food or tonic
according to respondent)

1. 0

2. $1 - %100

3. %101 - 250
4. 2251 - 3500
5. $501 - £750
6. >$750

7

. refuse to estimate

P3. How many professional consultations (chinese or
western) has the patient had over the past 3 months?

e e it i st o 3t

P4. Have your child been hospitalized over the past year?
Cif no, response=0)
Clf yes) huw many times?

where?

reasons?

P5. What do sou think about the walting time for obtaining
a disc at the gopp clinics?
1. too long
2. ok

Pé. Are you sware of the block appointment system?
1. no
2. yes

P7. Did you like the doctor’s attitude toward your child
during ithe consultation?
1. no
2. yes



P8.

P9.

P10.

P11,

P12.

P13.

Did your doctor take ag much time to listen to your
child’s problems as you would want him to? (prompt by
going through list)

1. as much as I would like

2. less than I would tlike

.31 did not take time to listen at all

4. more than 1 would like

po you think you should have a clear understanding of
your child’s heaslth problems?
1. yes
2. no. why not?
(do not go through Ulist. let the proxy respondent
talk. ascertain the two most important reasons if more
than tWwo answers sre mentioned by ssyling "whlich two
sre the most {important reasons?". if only one 1is
mentioned, prompt by saying "any other reasons?")
1. doctors are too busy
2. I wouldn’t have understood it anyway
3. 1'd be more anxlous if I knew
4. 1'd feel so ignorant If 1 asked
5. not for the sum 1 paid for the service
6. others (specify) ___ _ o

After this consultation, do you understand your
child’s condition as much ss you would like?
(prompt by going through list)

1. as much as I would like

2. less than | would like

Do you think your doctor has understood your child’'s
problems &ss much os you would like? (prompt by going
through list)

1. as much as I would like

2. less than | would like

3. don’t think he has understood at all

How satisfied are you with the doctor’s physical
examination skills on this visit? (prompt by going
through Llist)

1. very satisfied

2. satisfled

3. dissatisfled

4. very dissatisfied

5. no comment because of no examination

How satisfied are you with the nurses today? (prompt
by going through list)

1. very satisfied

2. satlsfled

3. dissatisfied

4. very dissatisfied
5. no comment because of limited contact

for 3 and 4, details of ressons




P14. MHow satisfied are you with the minor staff today?

(prompt by going through list)
1. very satisfied
2. satisfied
3. dissatisfied
4, very dissetisfied
5. no comment because of limited contact

for 3 and 4, detalls of ressons _

P15. HWhy have you chosen this clinic to visit?
(do not go through list. let the proxy respondent
talk. ascertain the two most important reasons if more
than two answers are mentioned by saying "which two
are the most Important reasons?". if only one fis
mentioned, prompt by saying "any other reasons?")
1. more convenient
2. service cheaper
3. symptoms severe
. have always been a patient in this clinic
. doctor more competent
doctor more friendly and caring
understand medical information better
recommendation of friends/relatives
have a predestined medical affinity with doector

4
5
6.
7.
8.
?.
10. others .specify) o
P16. How did you get to this clinie?

1. on foot

2. public transportation

3. private car

4. ambulance

5. combina.ion of above (specify) ______ ____ _____

P17. How much time did you spend travelling to clinic?

Pi18. Dpid you ask o see & specific doctor on duty today?
1. no. 15 there a reason why not?
(do not go through Llist. let the proxy respondent
talk. ascer.ain the two most importent reasons if more
than two asswers are mentioned by saying "which two
are the myst {important reasons?", if only one is
mentioned, prompt by saying "any other reasons?")
'. never kneuw it is possible
{. don’t know any doctors from this clinic
3. don’t feel there is a need to request
4. don’t want to be & nulsance
5. others (specifyy _;, . ..
2. ves, why?
(do no! go through Llist. Llet the proxy respondent
talk. escertain the two most Important reasons if more
than two ansWwers are mentioned by saying "which two
are tle most 1important reasons?". if only one is
menticned, prompt by saying "any other reasons?")
doctor’s competence
doctor’s friendly and caring attitude
understend medical information he offers
recommended by relatives or frlends
have a predestined medical affinity with doctor
others (specify)

.

3

»

WV NN -
. .

.




P19.

p20.

p21.

p22.

P23.

How often do you request to see a specific doctor on
duty?

1. never (go to P21)

2. less than 20% of the time

3. 20% to 50% of the time

4. 50X to BOX of the time

5."more thon B80% of the time

6. every time

Have your requests been granted?
1. never
2. less than 20% of the time
3. 20% to 50X of the tlme
L. 50% to 80X of the time
5. more thon 80% of the time
6. every time

Houw often do you "ghop" around for doctors, le, change
doctors without referral during the same fllness
episode, when your chitd Is unwell?

1. never (go to P23)

2. less than 20% of the time

3. 20% to 50% of the time

4. 50% to BOX of the time

5. more than 80% of the time

6. every time

WYhy do you shop around for doctors?

(do not go through list. {et the patient talk.
ascertain the two most important reasons {f more than
tvo answers are mentioned by saying "which two are the
most {important reasons?'". if only one {s mentioned,
prompt by saying "any other reasons?")

1. symptoms persist
2. dissatisfied with doctor’s technical competence

3, dissatisfied with doctor’s attitude

4. dissatisfled with medical information offered

5. in seeking for 8 second opinion

6. doctor Is not virtuous In his medical behaviour
{mo yee dug)

7. a predestined medical affinity does not exist
With present doctor

8. others (specify)

How often do you consult traditional chinese

practitioners for advice as well as western medical
doctors during the same Jllness episode when vyour
child Is unwell?

1. never

2. less than 20% of the time

3. 20% to 50X of the time

4. 50% to 80X of the time

5. more than BO0% of the time

6. every time



P24. Do you believe that medication should be given

whenever your child is seen by a doctor during an
itiness?

1. no

2. yes

pP25. How often ies your child given medications when you are

seen in the GOPD?

1. at every visit
2. at teast half of the time but not every time

3. less than half of the time

P26. MHow often do you glve your child Instant processed
medication (Western eg, panadol from Hatsons or
Mannings or chinese eg, ngun kiu, ngou wWong) wWithout
seeking professfonal help from a doctor when he/she
Is unwell?

1. never (skip P27)

2. less than 20% of the time
3. 20% to 50X of the time

4., 50% to BOX of the time

5, more than BO0% of the time
6. every time

P27. Has It wusually been western or chinese medication
whick your child has tsken?
1. western medication more frequently
Z. chinese medication more frequently
1. vestern or chinese both as frequently

Thank you for your helpful finformstion. If wxe need
furth-r ass!atnnce, may we contact you by post or
telepione?

1. no

2. yes

Hhat is your address?
(please try to get at least the street name and district)

Hhat 1s your phone number?

(office)

(home)




Appendix 2 : Survey instrument - Chinese version.



Patient tlerview Schedule

Government Outpotient Deportment Study

oo

clinle ———

Room no, ' [j [j O
oooo

Date e e e e e e e e

{. sn sesslon 2. pm sesslon 3. evening sesslon O

4, sunday sesslon 5. public hollidsy
oooo oooo
oo

time of Interview s from _________to _____ __
Hsme of Interviewer ¢ __ o

Hes proxy respondent Interviewed?

1. no D

2. yes (speclify) name __
B m 0o
vex M ¥ [j
veletionship with patlent ___ E]

(Rules for Interviewlng proxy respondent:

1. 1f the petient |s .ess than 12 yeors old snd esccompanled
by sn adult, direct the questions In sections A, 8, €, D
snd E and special section P to the oadult and complete
sectlon O,

2. If the patlent s Lless than 12 years old and not
sccompanied, complete sections A, B end 0 only ond

obtaln his/her address ond telephone number.

3. It the potlent fs elderly oand osccomponled by another
person, ask the _atlent whether he/she would mind your
asking questions In the presence of the other person
before beglnniry, end direct the quegtions to the
patlent. If the sccompenylng person Indlentes that the
pstfent is not mentelly copable of providing mesningful
answers, plense direct the questlons to the proxy )

If there sre any pecisl problems, plense note them in

section O,

A. Personal portic iters

AT, Neme __ .

AZ. bate of bir b ___
"""""" (dd) (mm) (

A3, Sex N F O
O

A, Race 1. € Inese
2. rin-Chinese (speclfy)




Bl

B2.

B3.

B4 .

B5.

B6.

B7.

Experience with GOPD and reason of present

visit

PR BUI AT 17 223840 477 — 18 ak T 17 88 BI85 075 1
1. 17 (go to B4)
2. d
% LA G0 73 77 02 W 1% BT 1" 58 BB 07 1
1. AT (go to B4)
2. T ]
AR B8 — R A 26 05 R I8 I 9
B, B, 3/ 000 oo O
R4 B R 0 uroE ST IR g B 1
(may have more than one reason)
1. New problems of less than three months' duration
(record the two most important problems if there
are more than two) d
1. ooog
2. (answer sectlion C) ooogg
2. Other problems (record the two most important
problems 1f there are more than two) ]
1. oooo
2. (answer section D) gooog
3. IRWITHE2 (answer section I) ]
4. MR EHEE (answer section G) O
ask only ir more than one problem is listed in B4)
il &% "ﬁﬂ URE, & HEAT R Ty 2 u
4 RHET fﬁ UL e E W x )b 7
1.
2. ’fif O
0

GRMEE S ISR 7




(tor & & 2 lu Dl only z

pe. A XA TR CRIR LT
1. 11 r
2. 11

no.  TIATINE%R0L IH 8 7 .

M * s T,
: W mEe 1. B

:la. e o Y ik R
7. :U%(speclly) —
UL . b .
B T e SRR
pre. TTAMIREF =L
U ol

1. 11
2. 93, am

C. (If the patient le geen for new problem(s) as defined in B4)

(1f there are more than one unralated problems in this ostegory,
direct the questlons in this section to the problem which the

patient finds to be most important.)

c1. PRA I IR NG BT RS 1

(if come immediately after noted symptom,

response=0 & go to C4)
E o B oo o

cz. IRAEfRSEMGAL 7

(go thrtough itemg in the following list)

1. kglmTjﬂL(excludinq this consultation) ﬁu/’ﬁi% 12
2 Pk" Wy AT Ul
3 T Ok g0 O
1. BIES /T U
5. FEIBE & M) s 1 ]
6. (. Lky ‘3"1.1" ﬁp £r 3ffg g ;‘3 g/ 7 ()
7. MR AL BRI A& NTE 5 19/ 1. 9]
B “Hf_ﬁ:’_[; (ll ﬂﬂ E}ZV[] ‘}) "(]'/ Tj'(!f ves, onswer C4 to C6. ]

bt no, onswer €3 to 4 only)

c3.  MUSRURTTWS WA Az, MGAY O 4 1 SO g g MG 7
(do not go through list. 1let the patient talk. ascerta.,n the
tvwo most JImportant reasons {[ more than two are menticned by
siying TIEPANSIARIITYE 7 5 . ir only one is mentioned, irompt

by saying r“'ﬁﬂﬂfﬂjlﬁflﬂ Y )
1. AH TJHJI
2. AOHgE
3. B AR A EC
4. S HEEW I FE Ry
5. AT AMILIN
6. 4 BT
7. JUEIBA (specify) Lo

ca. TREINT AT TTHEVE TINR WY R 7
1. 1]
2. 19 OJ



NIV 090 53 I 0S8 VO A0y, RS O OF 7T B ORISR I

Cc5.
(:_U:' there are more than thtee, record the last Lhree in the
following table and answer C6)
dz— R 1] — KM 19 %) L—&
0 35 ) TG = 123456780 123456780 123456780

(1f patlent indicates 4=other western doctors or B=others, specify in the
space provided)

AIMRENI 7T 1. 17 2. 71T U 1. 77 2.771 0O 1. 77 2.7 U
MBI T 1. 77 2. O 1.77 2. 71 O 1. 77 2.7 O
(e 3V, B
BRIR 55 )
11174161 7 1. 97T 2. 47T U 1. 011 2. 77 U 1. 97 2,77 U
fhgs ZAMES AR 7 U ] ]
WL X7 (BIE s § $
x 6 AL BT
ogooo LJoau gooog
AN EREE T 2. 17 2.79 O 1. 77 2.7 U 1. A7 2.77 O
WORTT k3777227 1. 71 2.77 OO 1. 77 2.77 U 1. 17 2.97 U
M e AR 97 77 1. Wynk (] Y s () 1. W |
ket 2. 15 H 2. {J2 0 2. 1150
3. FEg 3. 6% 3. 30
T it Al
{specifly) (specifly) (specifly)
5 5 T 17 B 00 O 4 2 U U U
C6. (1f there have been more than three consultatlions)
P A P oo
(excluding this consultation)
Mf% 358 JE I = 7 12345678 (may clrcle more than one)
(1f patient indicates 4-other western doctors or
8=others, specify in the space provided) ooogo

o1 R NTIY 82 2. S =0 NTI" 82 0
3. ﬂ‘%ﬁ’j%mm 4. Jk fU’ G ¥8 (speciry)
5. ’"}'l”.& 6. & 7 fili
7. ¥k B84k g. JL Il (specity)




r 'other problem' as defined in B4
ems in thils

D. If_the patlent is seen fo

(If there are more than one unrelated probl
category, direct the guestions in this section to the
problem which the patient rinds to be most important.)

1. BB U 1T IR B 2 o
‘ VAWAIERI] oo

pz. DM YEI9 0T 92 2 He U0 17 77 MOEIG LTy 2

{go through items in lhe following list) )
1? §E§?¥?ﬁﬂ(exciuding this consultatlion) % s s O
2. kB 74 O
3. Rk o 77 O
a. (rirht 17,1 U
5. ERLRBFLAL e (I eUR ) w0 U
6. 8 L RITIENE fgk G IR LT e 17,171 U
7. WERAL DL A R 7,1 O
8. WOHE4: ¢oloEd Bl Tf , Ty (11 no, go to section €. [
Il yes, onswer D3 & D4)
CEN B LR o) LR A O F: AR U

(may circle more than one)
W T W T 1V 2 1

53 — I VT 1" B 14
THh G g 62 19
Jkﬂbﬂﬁﬂﬂ(speciry)
il

& 7 fil

k17 T Az
JLﬂk(speciry)

ooou

L I N R T SRy
. 1] . . * . . -

FIRIVE S0 N 03 =1z B urp 598 9 G 2
1. WBIN R T 1 ag pys

LS — BT |7 8 1
. THhFCNY RY 82197
UL TG (speciry)
AR
. B Al
. Rkd] T Ak

JL{l (spec.iry) CJ

D1.

-

QAN AU AN

E. Other health prob enms
(if patient notes a problem, indicate the problem 1n the space
pcovided, then g, through the list of actions as in ©2 and D2.
Circie the appropclate number (loptions 1-8) if the response is
ves.



(If patient sought the advice of professionals (option 8), note
where by clrcling the corresponding number

(* optionsi-8). If

patient sought advice from 4=other western doctors or 8=others,

specify in the space provided.)

E1l. i@i‘:—*ﬂ%)ﬂ W, BRTTIT SLA I ET I 1
1. i)
2. 19 iR
1. +
JOoogo
2. i
oogog
3. +
oooo

3!‘1 1;’

b4

BEEYR (}JE Gk Lk
= RO NG & IRy Bk
= e
A

’?

MMWHMQR
1 I8 2% g )

m\lG\U'lAUMp
L 2 T

AL g

,\
]

ko)
®
Q
jo
-

e

! (excluding this consultation) f

SR

12345678
for 8, HME 1*1 2345678
4/8=(specifly)

gooooooo
goao

12345678
for 8, I¥JE 17 +*1 2 3 456 78
4/8=(speclfy)

gogooooao
ooodg
12345678
for 8, H/E 1 +*1 2 3 456 78
1/8=(specify)
ooooouooog
ooodad
% / I 1%
3 /A
H /A7
¥ /7
EEIAE ]
H /7]
7 /7
EERVAE 6]

tlr B8

& 7 (il
k37 B 4=
Jtﬂﬁ(specjfy)

B YW s W
* . . . 3 P




(1f the patient has not come for the continuing care of INT or DM)

E2. ﬁﬁ%ﬁﬁ%ﬁi@#ﬁﬁb&ﬁﬁﬁ 1
1

2. ¥ (go to section F)

E3. ﬁﬁ%%%@i@ﬁﬁﬁﬁnlﬁ%ﬁ 1
1.

2. {go to section G)

Ea. [0k L AR BP0 77 77 ARG AT R 7

F. e of D
F1. JRIBSCHESHIE LD IR S % 880F 1
1. TESH—ip
2. —ZEERF
3. WZEFER
4. HE-FIER
5. @8- 4EG
F2. UMREBEIEEM 7 (may circle more than one)
1. B &I es 8p
2. B—PBBIrE e i
3. WIFMEEME (o skily)
4. TLEUGEEESTIi
5. F{LV9EE (specify)
6. H1B§
7. &AM
8. Jtﬂk(specify)

F3. BE—EP, CRUEDE IR T 32 B0 L W 2

goooo

(see responses in r2 and circle the corresponding number.
code '8' If care received from combined sites or patient

cannot declde)

1 2 3 4 5 6 7 8 (specify)

Fa. BEIERN, WRIRIGIG R WA, 1500085 % kUL T LRSS

a. JHRXIRSE R IR
e 17

b

—

3. Fil—R

3



b. [k i ;,;(2 3¢ 15 15 5 i
J

1.
2. —R
3. Fil—N
c. HLIENRHL
L1, 17
.'2. _.::k

3. Zi—N
a. PrRBg A Z kol 7

1 17 (go to I'5)
2. —K
3. Fil—K

e. WITLTTE3 00, i Sl 7
1. "84 (go to r5)
2. WGYIM (go to Is)

J. ;’(:
£ WTEEATER AN, om R AN YRR IR 7
1. KW
2. Wi
3. K&
4. TS, WLWIRTY
5. TT il

AR T8 L T 2B udt 3 L D D3E s e
1. 88 EE
2. %E
3. H%U BT I 0k R AR Y
a. It (specirly)

&
(e

22— WAL, O B I JRE A 085 26 < Sl
(1L not monitoring own bl ood glucose, rer‘pon e=0)

1? oy BN, H x

N 3 I 0T Akl 7 1. HE
2. EOAL DN, K

Ly

3. JUk (specifly)

IU i"”‘ﬂﬂ ):”lj m\ U "f]’? H 31(__ ﬂ: }\}I'J—\“! ?
(JL not monitoring urine [or sugar, recponse=0)

sa, 82, A N

fou |

S0 3% N T e 7 1. e
RS PO, Nk
.U (specli [y)

ny 52 {/r 17 "(H" SUE R, MR

W% 5 i B8 i

7 A Uz Jﬂ g g

FTAEGENGES 18 (7 AR 30k 0 e
SUIE X%, E AR

£ g e

U!buNH
e e .



Fo. ARESWBATNIRIFR, 1517 A HOm IR mL s oy Sy 7
1. 7 0
2. B
Flo. JREEBBAMFENIE I RE R S IART
1. T]‘ 0
2. H
F11. RIS EAFATERHE 7
1. §§5@~m
2. B — O
3. LB —IK
YR AT CLVE BT IR B0 B 45 UM IS R, AR/ 0 A B R
S ;;g?;g%gg%ﬁ E'ﬂ]xéﬂ’ffﬂg}””’"fidﬁ:L‘W:M'\
1. TE O
2. BAE, I
G. Care of HT
\uxf'ﬁ?ﬂi SEIE MR T RGN 7
. g8y —4E
z. —*;EFI”FF'J
3. FAZEBAERF
4. FHLEIEN
5. i@ -4En O
c2. OUPREFEBEEM 7 (nay circle more than one)
1 WRIR BT a2 ap
2. B—lW&nIrs
L. BT (O]
4. TAEPGE§ESTIr
5. }ﬁﬂkﬁgﬁg(specjfy)
6. F1R§
7. &AM !
8. F Al (speciry) oooog
c3. M@ E—AEN, {RWEI0ER S s T S I 2

(s.e responses in G2 and clrcle the corresponding number
code '8' if care received from combined sites or patient
cannot decide)

1 2 3 4 5 6 7 8 (specify) O




G4.

G5.

G6.

G7.

G8.

o TRART 13 % 2 LES T

a. HE IR

—

1. TRIBEFZIGRIFZU

2. JbLE R
b. JHERNR G BRNR

1. T
2. — R
3. Z@E—%
Bl
1. 11
2. —k
3. ZE—XK
d. S8R
1. 17
2. —xK
3. ZiF—K
BE—TEAN,

we, BN/ 13 R
M HE 3% 0 A AR L 7 1.

1)

B2
CRBREAL DU,
. Ll (specity)

5 B2 0 R A B3 28 2 SROUE 7

(1f not monitoring own blood pressure, response=0)

W&

mmilg

AR GIVE 00 oW R R e g & 1
1. nn"”jﬁ
2. 1. KM /
PR ¥ 2 1, {RUTIR IE 7T 17 ¥ 7
1. HEZiE—)
2. CRHEIEEY— ik
3. 1%0E 2 E— ik

Qu FARTT (UG 8T R EY B 19 7)WL 1M RE
Lk} T BN £ WL BE <L G ik 2

f
% 79 0% th — 09 2583195
1. M E
2. WBAE/ TI0IHY

s

, ARE A BT



.

H1.

nz.

H3.

H4.

H5.

1s.

Hz.

us.

General health
BTN AR 1
1. 19

2. ¥ (specify who)

PRMEIR S B 1

1. UG S BE R IR 6% 4 01 45 I B 0 A0 ey
S BB avignd 7 11 v
L DI TR AR A b 0 FI I AU, B L .
3. I}M%ﬁl’éjﬁg, [B0g s RIREE G T M, TTIRSR

ik O 45 77 I ~
1. R 58 40 19 100 28
2. JABHTESIIEISIRIN 1
s EGET ISR, IEnF T 1A
4.

PEwryg I RE , (EUESuE MR 77T MU, TTIUDTE 28

IREIE RS 1

1. £HEHISY

2. B8R T

3. BENBTF

4. A/ EFEFATRENNGT

BE-BAN, RETT&BEFT 1
(1f ro, response=0 and go to 1I9)

v, B, A

ﬂuﬁiﬁmﬁﬁ&@ e TITNW BRI IE 7
1.

. H. MR (may circle more than one)
1. DTS AR A
2. LAl gk
3. JL{bRELIE SR A
1. RBAOA
5. Wk
6. JLAl (specify)

RETNE N 1
1. 77 (go to 19)
2.

=3
5F
anp
P
Ea

ETSE A WS PR R K 1
%@

DU A G A
. - . - »

kg
HAk (specify)

A JUIRE, IREE, B, WEY) WHs

augo

O



1ng.

110,

nii.

niz.

3.

ni4.

W — )TN, AR sl as 7
(L no, response=0)

(1£ yes)
M\ T

ROKEEE T AT, W, )]0 Slsle

WO B2 PSR 212 (7 17 ) Ok i ) B oy 00T
{go through ilems in Lhe followlinhg 1list)

1. & 13/ 71 ]
2. Rl iy U
3. IR 177 71 u
a. )y 13/ 97 U
5. u‘-i“j {5 Fk i o o }'I/ j% %;}
6. R R, T Co Lk T/ -
7. VLW 1T/ 17 )
4T 1716 T )15 50 202 O
:z. 13 O
(female patients only)
r1371r ?b\,xfﬂ g T S i dts 7
1. KT [
2. '”9”]1,1
3. 17. Jn R o
TR T2 ] K A% gy mr s 7 g2y ), e 0o ou
0 32 19 14 ?
1. T/ -
2. FPLIIWIEYw
3. U“i‘“v g1
4 LAl "/ f:
5 VORI ko il )
G )L L,(«pe01ry) 1J
PR On B Mg DY ¥ 195 7 (prompt by going through list)
1. 8 1R RE U2
2. AR UL
3. TRIEIE
4. A/, 0T u

W=, UV B8 SR n s, (LY, TT4E 7 R HE, AT
i . Wﬂlﬂ)c’i)l"’# '! Gy, 18Y . W% (definition of

whether an item is food or Lonlc according to patient)

0
b o-3 100
$ 101~} 250
. $251-% 500
. $501-8 750
>$ 750

52 17N 3 U

NAU AL e
L L )



nis.

116,

I.

I1.

Iz2.

13J.

I11.

I5.

Is.

WEEEAN M ESEE RME oPu? R

(excluding this consultation)

WFE AN, KT s 7
(Lf no, response=0) .
‘-‘yj‘f

(1f yes) {J: it
° 3B Y 7
LM I 1 7

Patient satisfaction

TREE TG S oL 0 (1) 71 18 7
1. K&
2. TTHYRL

eSO Mﬁ o 2 e a2 0 0s 2

1. "F:
Al 113.
e fﬁi g ﬁg“g 07T 5% 1900 20 I0 J3F3 0 5] 3yt £t g
. fE

T 5% T A2 JTT U3 AP Vo A8 Ao ot B TS 080 42 0 4T ) CrivAzmoll £ 0e v
(prompt by goi.g fhrough ltst)

1. A SR A Tl %

2. b IRivie

3. SEEATMOFI

4. ZHIRIT A

oo

o
U

GRG0 45 ) 43579 Ui AT SLIL G 24 1L £ %20 — o), AT ull ot 0

(prompt by goi g tthUgh 115L)
1. Ti{E‘BWTH” Z
2. f";@mm Ml
3. SEEMER UJE S

A I R IF0 85 VU0 0O i T 0 U2 s 0 393 SRR VRS IU:'LLI

if at '
( mrgfmfent appears blank, prompt by saying Lbllﬁkiﬁ
(prompt by going through list)

S
. E
3 W 17 %
4. -3

(]

C



I7.

I8.

I9.

Il0.

Iil.

I12.

4’;?(“1":%”, B& 22 77 77 1) Ok 38 A A el s 51 LE Mg 415 S5 Y 1
1.
2. 13 d

R O
WEIER . W1
(do not go through list. let the patient talk. ascertain the

two most important reasons if more than two are mentioned by
saying TiEFHIEEIAIRIEE 7 5 | if only one is mentioned,

PR3 2 U0 1% UK IE B3 0% 48 T A7 R LB 40045 050
1.
2.

prompt by saying Tfl'757 IJL LIEIR7 )
1. BEAEXIC, AT0E
2. DREVESUE
3. WIRIRAUNIE , IR & s O
A IR, JRE I RARIY
5. LLIRAS s, oF T 8% 73 oll WE R T
6. JU (specity) ogd
eseed =%, ollixmsgy) el E T
(prompt by going through list)
1. WECTT
2. LGIRAR T AT
3. SERVETMW U
137 20 B8 A=z 3 Uk IS RELL T N7 A% 00k 2 8 1
(prompt by going through list)
1. EERY
2. tbIRagmyb
3. IREBESZW TN ]
A REGE, (R EIRES BT S akmE
(prompt by going through list)
1. FmE
2. WME
3. MEWE
4. HUEWE
5. TIRE, NATTER O
R4 B ¥ I B2 777 EEYE - whe v il 38 7
(prompt by going through list)
1. +HWmE
2. ¥
3. "E?xﬁ‘é,%f
4. AHVEWE
5. ﬁ’é%?”l i1 & O
for 3 and 4, det'uls of reasons ]




13. R4 B3 A PR IR A G E T B 1

+ 5 1 F
i B

. I
-+ 5 U i
IR, WIMTIER

or 3 and 4, details of reasons

U W N e

14. RTFITEETLZEE 2L 7

1. (go to section J)

aa

115, WOSEVEED RIS MRS, SUIG0E S, VRIS LT U AT A TA B BR 2E IS 19

g e ?
1. IATFHIIELT N
2. 55
3. OATHGRE 2

J. Utilization of services
J1. URBERTIE0EWE MBS TGS 1

(do not go through list. let the patient talk.

ascertaln the

two most Iimportant reasons if more than two are mentioned by

saying %A EIGZIRIZE 7 4 .

EG 5% 5 4%
LB E
S IR % BB

— [¥] UL )8

T 05 B 33

E‘

=
&S
it
prrrio B¢
& o

HE

e
i
&
) !
s {14 \x’\‘i
ol
A on
r'l

SER
SRR
cSE S

Rt
HF\‘LQEFEF

SVANAW ALY
I
S B |

e
-
=
—
0
e
o
Q
e
b}
[

1f only one
prompt by saying T{I7FI7JLLER 7 5 .)

J2. ARBHFORUBI T 1
1. {708
2. BNEFTETA
3. ThEK
a. HiBK
5.

J3. PRHvES L IE g

is mentioned,

ooo



Predestined medical affinily and "doclor -shopping"

K.
ki. ARSI 1T B NSk — ) ol Az - U
1. A7 LR
-, (do not go through 1irt. lel the palienl Lalk.
ascertain Lhe two most impor(anl reasonsg Jf{ more
3B PRSI AR D37

than two are mentioned by =aying '

UL SR I

irf only one is mentioned, prompl by saying
AL g .
1. J’""?ll ﬁHj,nH i (go to K4)
2. “" SRLIE 16 72097 300w 4) Il — [0 212
3. L"}’%} 1977 ””"L’[ 7!’»‘) i
4. WATITITA
5. JLﬂB(specin)
2. AT T 2
(do not go through 1lilsl. 1let the patient talk.
ascertaln the two wmort Imporlant reasrons 1 more

than two are mentioned by saylng ! J3 P9 11IGHA ik yrger o, .

if only one is mentioned,
ISTIAL T
HEY R

prompt by saying " {177 77JL{L

1 P
2 AN ZEAR W TUPT B
3 WHhHE T {JULUU?ﬂ“t’fH
a. Wk, s o
5. |;,JN/[~ nyjr "
6. 4Ll (speciry) 1
CARAT VT RENE B S B — T 2z
1. jMM(otoM)
2. N, Ak
3. j\“m})&%}* ’
4. KEI—EZEOE
5. FW\IAL
6. REIBT1I L
3. PRI BY ST 7y Dl jse s
1. Fplif
2. A, Atnig
3. k¥ I’IJ h‘c -
4. KHEI—=2ALZENL
5. Fii/Ol
6. KK L]
k4. j({ "?‘afﬁﬁfﬂllukf‘li' S NI R R/ QI (VR (A T Bt el L D1 RU 4
J (promplL by going Lhrough list
1_,*?5”%1 y going gh list)
2 HENT S A1 3
3. I
4. 1330 1-)¢
5 ffﬁdff{f!wiﬁ]w"{:”ﬂl’f (go Lo Kg) ]



K. DR 8 S0 R AR B8 = T AOE I WRASNT 1
(do not go through list.

Ke6.

K7.

K8.

K9.

let the patient talk. ascertain the

two most important reasons if more than two are mentioned by

saying 5
prompt by saying [ {/ g 1TJLLGEINT 5 )

1.

URE A7 BOE R — KA, TIEE

A7 s T B O B 2 2

{do not go through list. let the patient talk.

o A
P

1.

@O N
L

.

EiE'.LJ’
5 40
i }Hfiw%-é‘f
)

PR PR A5 AR ILRE 7 5 .

if only one is mentioned,

G:%gl;‘?./ 9“:]'&

ks it S
(iR, Ik B, 7 ) -

B e MR

(go to K9)
. Ik
W2 — 2
o VAV

Jc
BT IR B 73

ascertain the

two most important reasons 1f more than two axre mentioned by
sayling

prompt b

A NG N p
A N T T

FEMmEFENREN? ) ,
)(Ksaying T A7 HLBIE T 5 .

if only one is mentioned,

"§ s B B 2z Y 1% ﬂ’iEB?’J
Ve i BB AR AR
gﬁg%“' 15 0 0 TR ¢ 1

g’
il

4
{5 Bg
FEAL (specify)

17

5 A B8
LSRN
&]l?} ny. "

PREE IR g 7 (do not go through list. let the

patient talk. ascertain the most important reason if more
than one is mentioned.)

BB, $HE A 48
% Jeg f1% 44

1.
2.
3.

AL (specity)

‘I‘JH"TJ' :"ﬁ!u — SROVF LIRS (i STIEG v B8 ST, 7 g =

QMW w
* . . - .

70 38 7 AR
ch 2t
’l‘ E R
I\,

& 8T IR 48 75

O



K10.

PRTTIEWCNE 3, T TTEE AR

S il i

Il hi, TR

FAYFIR ZE -2

Ky — 2 Tk

Zi Ok

g AT LI 11 d

-t
.

Rk WL &; SER- N 8 I 8
e 2 e s
-

L. Medicatlon and self-medication

L.

L2.

L3.

La.

L5.

LG.

PRI 2319 RO AT
1. Wy WG
2. /A%

AL EER N A R o
" 0

IEE b{IU [ &8 GBI 05, KSR S TT IR D {7

1@' KBTI
2 B YAk ML L DR R KO A [
3. b — 2RIk TT ]

e T AT R Ak A PP H A ERT TR C"!;JH?E O BE s U, B
HrREDgRME., ¢=39%7 ) 7

1. £ (go to L5)
gl b, SRk

2.

3. KETIME -l

4. KE) =T O8

5. ZiMNIK

6. g RVHAET NI 1T U

PR TG Gy e A% G Lok J ol Lk 7
1. LGP &R NS Gy ist
2. LM TN Gl it
3. vy MGHLI— Nl 4T & ()

DR IR EE 2 A, PRTTIINNG G, 15000 G B 2 S IR v RE Ak T

Sz 4 18 (qo Lo section M I1f patient answer S0 in 13)

1.

2. JERA, DAL

3. KEITIRE B — 2k

4. KE—2PEZE/NIK

5. ZiE/NR

6. TGRWERTIRIGTT O

{;J: ﬂ'i’i ﬁ? El 5 Inu Zgg @ 1

(do not go through list. let the patienl lalk. ascertain the
two most important reasons if more than two are mentioned by
saying T I LS LUJ'{?:![?_. 7 _l . if only one is mentloned,
prompt by saying T {7 77JL{LEII 7 o o)

TG BEIG TR 2L, 1212y WK /\ ik 1L

77 {iE/ (r?}f‘ i

KIC, 77051 JII(IWI’E

) 5 W A 5 TS

A P

JUL (speciry) o o

[N I X N
LA . =




L7. PRI E R E T IREE &
(do not go through list. let the patient tallk.

agcertain the

two most important reasons if more than two are mentjioned by

saying W EKRIETE? 5 . if only one 1is mentioned,
prompt by saying T AIAFF7SLLEIA? 5 .)

1. HE LS, 877

2. HSs

VRGeS mapw

4. / / b

5. {9IBIEA dokw, JEEE, TR, WEHH)

6. HEFBBERIMMB M

7 HAl (specify)

18, PRFTREMEDE &, [ UKADL X & B S NEAE, 3L er B AR DAL IRIULSE 1

1. RIE (go to section M)

2. FERD, ”‘x@ﬂiﬁk
3. KA ZE—2
4. KH—HZENIK
5. ZE/NR
6. {XRMEETIRIBT
Lo. MOISERVHE , 0SB U A% G BE YBR[ hE 1
1. Jﬂiﬁ:ﬂf‘ﬂg%
2. Y0 {5 vl B8 BY 4l 1k
3. M., BEEEEB—iFoll KBNS &

{‘J\s”?%{%gl@%ﬂ I7i) B8 A= 1 B 79 U8 B E0R TRt 1
1
CWIIERE . BSRTOEIEEE 1

tdo not go through list. let the patient talk.

<he two most important reasons if more than
mentioned by saying [ ZEFHINSINGFIER 7 ; . if only one
is mentioned, prompt by saying "{I'F77J LK 7 5 .

1. U!Hfﬂ'}[un — i 1

2. T’mg‘g ni’.l ‘M‘ '”‘9'“

3. IEERE @440, 19

4. }U§3ﬂcum 4@@6%”3 11‘1-3513 TX
5.

6.

M. Dietary practices

M1. ﬁ!k‘ﬁﬁf?”&l%ﬁfﬁfkm TREVE BN 1
( Glan: $R8 o35 P "(ﬁ'.f‘/w,u?"h&m? k<5 )
80T what has been advised by doctors or dietitians)
{prompt by going through 1ist)

1. 752”’5{‘:

2. FENEIDIH{E

3. 1B{E

4. 1EH42

5. DE2E A e 3oy

ascertain
two are

]



M2.

M3.

M4.

M5.

M6G.

PRAT SN %, (RuKSRE e im g Sag i 1
1. BHE (go to M4)
JEREAD, DRI

2.
. 3. ﬁ*’]ﬂ“hk@«i(’«
4. KEI—2BZE /R
5. Zi@/NK
6. "9 -:k”u &7 m?( il Tj— O

PREGREAN D 1

{do not go through list. let the patient talk. ascertain the
two most lmportant reasons if more than two are mentioned by
saying T ¥HEERNBII 7 5 | if only one is mentloned,
prompt by saying ‘1”'17773“&)5?[1]7 1)

1. ?IU%EE?J LA 7 O

2. 153{ 5 R 1

3. AEMRMETEH , REIG UL
4. "é’mﬂ
5

JL (specisy) O o

YRAT R ME I i , 1% WKAR NG STA% 10 X o BF 2L 00T &k 1

1. REHE (qo to Ms)

2. WA, TR

3. KR¥RE

4. KEJ—=ALFE /R

5. Zi@E/%

6. fTRIBITIRIGTS O
R B AR K NI B B AR R 2L e Ryl an 7

1. MEK O

2. WEIERE . MGATVEIERE 0
{(do not go through list. let the patient talk. ascertain
the two most imporlant reasons if more than two are
mentioned by saying T EFHIHEAIZILE 7 5 . if only one
is mentioned, prompt by saying ! /T TTIL{EIBIA 7 5 )

1. T3 W BE A {E g

2. {LYJ ”LIJ}:UI

3. BBHE & LT, 18

a. WSETREN v, {15 3 0E B Dk R

5. Ile'J"LIU fi, 77050 iy BLE

6. JL (specn.fy) g O

RATIEMEVT 0, A7 &L, BIGHA LD Sy 7
(if no, response 0 and go to M8)

fa, B/, B/ % x O oo




M7. A R R T I N & UK T RE % 1 RE 0 B &L 7
Lb e 43 05 4% 10 44k

2. EEME B Ry o] Bt

3. thy P.Eé?&ﬂ‘—'ﬁ“uil@??‘;&

-

me. {xigNE ?j&ﬁ/ JE{ 1 (prompt by going through list)
1. B1&

B
gl
R Al A
&
£l

Rﬁi?’%‘ﬁé‘&ﬁn’?
Fﬂ

L&, S-S I S ]
L T S

.{
{8 2% sk 10 38 W 43 T

Mo.  RRAR, FEDUNE NS 7T 7T WKL Ak B T
(prompt by golng through list)
SCE

1. Ju

2. JENEILAE B2 W
3. ﬁﬁ/!‘!&ﬂ
4. wiER X

NN

1.

o

g

W

7]

Mio. RN QAL I, RAT, JE IO SRS
(do not go through list. let the patient talk. ascertain the
two most important reasons if more than two are mentioned by

saying TIEUGERMIZE 7 ; . 1L only one is mentioned,

prompt by saying TP TTILILIEIAI? 5 .
1. BHSLARAEEE, i
2. BEATY
3. HAbWimk, WAw
o YIRS uu%w zam.b, T, WEY)
5. F Al (specity) 1 U




N. Sogioeconomic Variables

U2 S8 WG 797 1 RS AR D ONTI R . {00k 4085k 2 00, TR WTVE BT LAY

Fo 5 055 7 100 425 A 3 434 018 R 2

N1,  HEAEIR R
1. Sl§ 2. B 3. HEE
4. B 5. 4% 6. InJE

nz. {REN r’%"fﬁﬂ AUERY 1
T7EA 8
AR

TN

7N B

Ha

TIH

A B3 {
AR B 57

CO\}G\UI&UN)—I

N3. ARTIFT R IAF 1

(working at least 15 haurs in the last seven days)

1. TWExTAF. SEEER AT .
2. AEIETAF. Jz*a’”&lﬂ PLH -
3. %‘wzslzﬁ&’?/ P zIE (1%
4. HiE:

5. HFJNBIERS

6. ) N

7. JL{l (details)

Ma.  {RBINEBE{REEEGNE 1

1. WEB. BGAT 2 a. LI luijj?rﬁi
b. W21
c. WNIER/ L‘J‘uﬁ%”(ﬁ%
2. B, ol fFTITIA > a. AN FIEKRE
b. A TJEJHTET—*ETEI?EI;T{[
c. A4 BTSN
(1f responding to either N3.1 or N3. ?)
N5. ﬁ'”ﬁ:liﬁ‘é” 18)]7’11‘!51)\1#{%%
. 0B $ 1000 $ 1000-$ 2999
3. $ 3000-% 5999 4. $ 6000-3F 9999

5. $ 100008k} L 6. WFARZ / TG40

N6. PR—FAMG FTIgEAfhEES 1

(““%K)\includes all family members who usually share

meals with the subject and/or share the same living

guarter)
1. Vi $ 1000 2. $ 1000-% 29909
3. $ 3000-8 5999 4. $ 6000-% 9999

5. $ 1000085 Ll k- 6. WGARZ / 159

a

aa
aa



N7, HRABNG AR BT — 19 D0 B EE R Uk DTN AC SR 1

1. ig18
2. M

N8. LG R A ) NS AL 0 BN I 5 LRI R T BA TS iR A% Y B Al
B
1. FBHER
2. Bk

B . TRl 7S B kil — B A, TRk
&5 1T AR sk 45 1

ARE 4l Lk 4% 7

(please try to get at least the street name and district)

LROE TR BE BRI 4% 1
( PNE)

o FEB)

0. Interviewer Observation

0l. Was the respondent cooperative?
1. no
2. yes

02. How ambulatory was the patient?
1. can walk without support
2. walk with aid
3. wheelchair bound

03. What was the language used in the interview?
1. cantonese
2. other (specify)

(for DM or HT patients, hand chit and remind them to have thelr
welght and height measured by nurses. chit is to be collected
from nurse at the end of the day and reattached to set)



(for DM and HT patlents only)

WEZEAL U Me BB, DA HLE IR T 2 IRl . F e AT .

(Write down the name of patient. Tear down chit from set.)

Name

(Instruction to nurse:
Please welgh and measure height without shoes to the ncarest
0.1 kg and to the nearest 0.5 cm respectively.)

Welght . kg oooo

Helight . cn ogooo




Section P

Pl.

p2.

Pa.

P4.

P5.

P6.

P7.

PR EE DINE S 15 1% 7 (prompt by going through list)
1. ﬁ‘*ﬂi‘i 18 7% 12

2. JRIEMIE
L3, AT
a. TIW/ W

WBEZWAN, PRI 8% P {EuR IG5, fU"é’:l;b =R RV
1IN HIEl o - My PR TRIIIEEIE . 1% Bl N 6%
(definition of whether an item is food or tonic according
to respondent)
1. o
2. $0-% 100
3. $101-% 250
4. $251-% 500
5. $501-8 750
6. >3 750
7. SEERATIHEAGE

%
-

WEZMENEREYE A T EERE) 7

\E—EN, EFITEEEE?

(1f no, resgonse=0)

(if yes) {E i &
3% [0 R IT 7

Wy S5 AL 2

REIS SRR B
1. K&
2. 7788

4’??1!”3911&1%%{@;} LIRS 0% 2
1. E 53

2. ‘?Uiﬁ
{77 $58 VG 537 3 5 5 VR A2 G R 0% Y] AR IR B T AR g 7
1. ;giﬁi%‘
HE

oag



P8

.

P9.

P1oO.

P11.

Piz.

P13.

5T 5% B8 Az JTT 03¢ I8 B0 {15 00 R U0 I) 1% 0 o BL 4797 A2t ll 25 108 7

(prompt by going through list)
173 IR A2 gl £
2. DIk AR
3. STETTMG IS
a. ZEIRVE

.

g3 m{\w WA T AL B
1. 2
2. WEIEREA. TERT 1

(do not go through list. let the proxy respondent
talk. ascertain the two most important reasons if

T 3% Fr3 e )it
|l iz 32 38 7 J . If only one is mentioned,

more than two are mentloned by saying

by saying ! H'T‘TTJHLKY!XI 73

1. ERAECKIC, T7uFIN

TR IEVE F W] A

!IIJ%%BM!H e, TR E T O
WImTRI 7Y e "U {EgLSAl
JAIMJJ'"'{?; T 53 T3 ull LR T
JﬁfL(qp001Iy)

[« 30 & QSR W N ]

G 5E B8 22 2 TR, oll fxini 3% ¥ AEWUHT o 3T us 51 777 1
(prompt by going through list)

1. IBEUTRT

2. LBIRAE T pYmiL

f7r 3R 2% B8 Az 3 B WU I REOT TORT 45 0K SE 5
(prompt by going through list)

1. {BILIESY

2. LLJE*B"LW

3. IRERBIESTTW T

G RWGWT, PR3 Az 0% 7 8 T S AR IR R 7
(prompt by going Lhrough list)

-1-2) T B

fity &

I il

|- 53 VE s B

TiIRE, MLATTER

N D WA
s e .,

”K /'=7> H y‘j WE' r;/ ')[ " n; L (‘N ”}' (‘lt} %6’:\ ?
(prompt by going through list)
1.
2. B
3. IEmE
4. I HIEWE
5. ERGTIIR, DLLTTRR

for 3 and 4, details of reasons

oo

aa



p1a. PR4 3 oG 0T A AR G IE

Fa ks

(prompt by going through list)
1. T omE

2. ¥

15 o

3. WG E
4. FIBRGE

5. JERSEIR, DiATTE SR

« for

p15. ARul P57 B0 R 52 70T G 0T 7

(do not

3 and 4, details of reasons

go through the list. let lhe proxy respondent

scertain tlie two most ilmportant reasons if more

talk. a
than two are mentioned by saying riﬁmmiﬁ@ﬁ%!ﬁ%j J
if only one is menlioned, prompt by saying UGN
LHRE? 5 )

1. LEWeo

2. EEWITH

. SEIKmEIE

4. — [ R T B2 9T I T3

s. BEELLUGAETT

6. FEAELBI AR EIULIC

7. LG T ARSI

8. Wk, LN

9. [ B2z w3Er

10, JLik (specifly)

pi6. TRULTNBEORIEMIEETT 7

Ul W

p17. YRubTHE £ 2 0% et 2

it

AL
Th B 1)1

i 455 10

L4 e (specify)

r18. {4 H ﬁﬁﬁ BESR S — W& O EE L 2

1.

WAy =
(do not go through list. let the proxy respondent
talk. ascertain the two most important reasons if
more than two are mentioned by saying T 3BT 5
FEIEILE? 5 . 1f only one is mentioned, prompt by
saying I {PFITIUHEIEIAI? 5 )
1. BEZEVE n1E o] BLul] %
2. VEEEWE 16 52 797 YE I AL 4 — {51 5 2
3. IGERIS 170/l g 9
a. VEAERIEA
5. JLﬂk(specify)

el WlT 2
(do not go through list. let Lhe proxy respondent
talk. ascertain the two most important reasons if
more than two are mentloned by saying T 3%/ {25
RRERE? 5 . 1r only one is mentioned, prompt by
saying I {17977 JLIL BRI 7 4 )

L= il 1

1. R % U8 2k fig O

2. (I8 A TR O A
3. U497 4 0y B8 5 0
. R, DA

5. i By 2 w3z e
6. ;Lﬂk(specify)

0]
O
o O
O
aoag
g
o 0O



P19.

P20.

P21.

P22.

24. PREZNE R F
[

N RIER P A Al P R SR

1. I (go to P21)
2. FFEHE A, DOENR
3. KVJIFJ&Z{ 2L

4. KE—=2LE/NL

5. % @/\mz

6. REIBAT

R T 85 sl 13 A7 1 A 0
1. AplfE
N, ATk
F TR IS — 21
KE)—2A B /NIR
% @I\
RRABTT

U S wN
e« e .

B17

1. 9’\(‘:1\,}3‘_‘]
2. FEREAD, DETR
3. 7U’“JI'1135<._E~3V»

4. KE—2ALTE

5. Zi/A%

6 f?} }( g 5y mi H‘ 17

A7 0 57 S8 0 IR 0 G )z

(do not go through the list.
ascertain the two most important reasons if
VRN NI .
CA A7 773U

talk.

than two are mentioned by saying
1f only one is mentioned, prompt by saying

BRA T 1)

A

g Tty Eg HE L I3 fl fi& 71

wmgwwm@

5 A B 7E
B2 2 77 B i

[ {13) B8 2B UG nFE o
JLAl (specify)

W I AG S W N
>4.
@ C
W

W T A —

1750 0] — R, TTREZE A

(go to Ki0)

Bl tHU“LW‘W“ﬁ':H

SR

let the proxy

BT TTAET
1. ﬁ\u’\llﬁ
2. s, AL
3. 7(”3”“}&,8“—*315
4. KH—2AEZEINK
5. ZIEN
6. TgRUGATIRIBTT

1.

ﬁm&mmsa. SIH'JI'J AR

1. 19
2. .TI’:"‘ ’i‘"ﬂki’k
— 2R IL TS

3. g

l

P
K8 "y

5] — SR WML i STIG vIv B STIDS G 18 7

AT N 00 B 2L BT R AT B ¢ 7

S TT B EEHE 7

HEQEREN [ & N E]

ST SR AR TR 2L -

respondent
more

O



p26. AGATIFMINT % , UK 4T A5 00 G B8 2 fr“mxllm‘!*n)c? fli tx
HE;UDMJUJW Byt LSRR, iT ) 7
1. LW (skip p27)
JERs, DIk
kﬁ’JThJu;—'fii
KEG—2ZE
m@/\r)c
g RUGRTIHB TS

19 QAR Lk, 5T AY (ot g BEJD G| 4k

Ut A W
P

!zi}%’{

% ) Un R e AT T A H% -.Uc"lL 7S e — M AT G, TRub
W"Eﬁjum%f’l’ﬂﬂiﬁ&lﬂﬂ’] s #% 1

1. VEBILA

2. TLL

PR I Ll 1% 1

(please try to get at least the street name and district)

PR TEED Bk T, 4% 1
/N

( :58)
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Appendix 3: Quality assessment

1.0

Procedure of quality assessment (QA7A)

A member of staff, given a set of responses to a sample of
the questions, was brought into the c%inlc as a ”qummy"
patient so that variations in the posing of questions by the

interviewers were checked.

For ease of control, three individuals were involved in the

QA sessions. Each attended three clinic sessions so as to be
interviewed by the different teams; in a single’se351?n each
was interviewed three times by three different interviewers.

Since different clinics had different set-ups, there could
not be a standardized method of introducing "dummy" patients
into the clinics. A general rule, however, was that'the
identity of the "dummy'" patients should not be realized, at
least not by the interviewers who had not yet been asssessed

during the QA session.

In nearly all of the clinics the team members were given an
individual room in which to conduct their interviews.
However when all the interviewers in a team were stationed
in a single room in a clinic, it was impossible for the
"dummy" patient to walk into the interviewing room three

times unnoticed.

Despite efforts to keep this procedure covert, the identity
of the "dummy" patient was recognized by one team in their

first assessment. Because the team members were not pleased
with the way they were monitored, the second assessment of

their work was done by double-interviewing.

Results of quality assessment

The reliability of the coding for most of the questions was
generally high (well above 80% agreement), except for the
more complicated questions like C2 and El1 (Table 3.1).

The variations in each interviewer’s interpretation, from
the standard responses, are summarized in Table 3.2. 100%
agreement was scored for three assessments, and most of the
reiiability ccefficients of the interviewers were well above
80%.

Percentages of logical errors and missing values for each
}nterV}ewer were calculated relative to the number of
interviews they conducted (Table 3.3).

The average percentage of each interviewer for logical
errors was 4% and that for missing values was 3%. The
average percentage of missing values for each interviewer
was 2% for the question on the patient’s monthly domestic



income.

Each interviewer questioned a similar proportion of patient
with diabetes or hypertension, except for two part-time
interviewers 10 and 11, who completed a smaller number of

interviews than the rest.

Problemgs noted in the quality assessment of interviewer 05

3.1 Quality assessments by "dummy" interviews

Both of interview 05’s reliability coefficients were poor
(54% and 43% respectively for the first and second
assessments). On checking the coding of the "dummy"
patient’s responses for her first assessment, the major

problem was the coding of questions C2 and El.

For question C2 ("how have you coped thus far?") the
interviewer was supposed to go through a list of eight
coping strategies (eg, "done nothing", "rest"™, '"modified
diet", "taken chinese herbs', etc.) and record the actions
taken by the patient once symptoms were noted.

For question E1 ("over the past one month, have you had any
health-related problems?"), the interviewer was supposed to
note what the health-related problem was and the actions
taken so far. As with question C2, the interviewer was
supposed to go through a list of coping strategies while

recording responses from patients.

The standard response from the "dummy" patient for question
C2 was that she had rested, had modified her diet and had
taken some chinese medication bought over-the-counter from
chemists. Interviewer 05 coded that the "dummy" patient had
done nothing to cope with her present problemn.

The standard response from the "dummy'" patient for gquestion
El was that she had been having headaches in the past month,
and that she had rested and taken some chinese herbs. Again
interviewer 05 coded that the "dummy" patient had done
nothing to cope with her headaches.

The way that these questions were coded led to the suspicion
that these questions were not asked at all. Had these
questions been asked, there might have been mistakes in the
coding of whether the "dummy" took processed chinese
medication or chinese herbs, (a problem for most other
interviewers in the study, see Table 3.1.1), rather than a
completely different coded response.

These two questions accounted for more than half of all the
coded responses to be checked (18 out of 28), hence a low
reliability coefficient for the first assessment of
interviewer 05 (54%).



Despite feedback about her performance'and fuyther
instruction, interviewer 05’s skills did not improve. She
made similar errors during her second assessment.

Other questions in interviewer 05’s second assessment were
coded completely different from the standgrd responses. For
example question K4 asks "do you believe in the'concept of
predestined medical affinity?". The "@ummy" patient’s
standard response was yes. The interviewer would then be
expected to ask how strong her belief in the co?cept was.
This way whether the interviewers followed the instructions
of how questions should be posed could be ghecked. '
Interviewer 05 coded ''not at all", suggesting guestion K4
had not been asked.

Another similar example was question K6 ("how often do you
’shop’ around for doctors during the same @llness episode
when you are unwell?"). The instructions given to thg
"dummy" was that she should reply "quite often" at flrgt,
and should only reply "about more than a half of the tlme.
that I was unwell" when prompted by the interviewers. Agailn
interviewer 05 coded the answer for this guestion as "not at
all", which was completely different from the standard

responses.

Although other coded responses of interviewer 05 matched
with the standard responses given to the "dummy" patients
(12 out of 28 responses), her reliability coefficient for
the second assessment was even lower than the first.

3.2 Quali y assessments by preliminary logic checks

Before the interviewers were assessed by the "dummy" patient
method, their completed guestionnaires were checked shortly
after the study was launched. Special care was taken when
going through interviewer 05’s questionnaires, as problems
were spotted in the way she posed the gquestions during the
training session.

Consistently interviewer 05 had difficulty with question B4
(the reason to seek help from the clinic: whether it was for
a recent problem of less than three months duration or for a
more chronic problem), and her corresponding coding of
either section C (for recent problems) or secticn D (for
chronic problems). Further problems were found in the coding
of question K1 ("have you asked to see a specific doctor in
the clinic today?" and "why/why not"), where par: of the
answer (the reasons) was consistently found to b: missing.

Attempts were made then to ensure that she paid ¢pecial
attention not to miss any of the questions, and that she
understood how the instrument worked and what each question
meant in the instrument. Despite these efforts, however, her
reliability coefficients did not show any improvement



throughout the study, and indeed she accounted for a greater
proportion of the logical errors and missing values in the
data than other interviewers (Tables 3.2 and 3.3).

Comments

The consistently unreliable performance of one interviewer
led to her interviews being excluded from the final data

analysis.

From the high inter-rater reliability scores one can
conclude with some confidence that the responses obtained
from the present instrument were reasonably independent of
whoever conducted the interviewing.

Subsequent frequency counts of logical errors and missing
values of the interviewers also suggest that their tact and
skills of interviewing were highly acceptable.



Table 3.1: Standard responses for the "dummy" interviews
3.1.1 Standard responses for the core section (sections A-G)

(A ratio was calculated to check the varia?ions from the
standard responses for each of these questions)

B4. Why did you come to this GOPD today? (stomach ache)
17/17, 100%

B6. Were any lab tests done? (no)
17/17, 100%

Cl. When did you first notice it? (yesterday)
16/17, 94%

C2. How have you coped thus far? (po chai pills, rest,
diet)

done nothing (no) 15/17, 88%
rest (yes) 14/17, 82%
modified diet (yes) 14/17, 82%
herbs (no) 10/17, 59%
medication over-the-counter (yes) 11/17, 65%
left-over medication (no) 15/17, 88%
lay-advice (no) 16/17, 94%
sought professional help (no) 16/17, 945

El. Over the past one month, have you any other h=alth-
related problems? (dizziness, taken medication at home,
herbs, rest)

dizziness 16/17, 94%

done nothing (no) 16/17, 94%
rest (yes) 15/17, 88%
modified diet (no) 15/17, 88%
herbs (no) 12/17, 71%
medication over-the-counter (yes) 14/17, 82%
left-over medication (no) 12/17, 71%
lay-ad ice (no) 14/17, 82%
sought professional help (no) 16/17, 94%

E2. Have you ever been diagnosed to have DM? (no)
17/17, 100%

E3. Have you ever been diagnosed to have HT? (no)
17/17, 100%

Reliabili'y coefficient by question
for the coire section (A-G): 83% (325/391).



Table 3.1: Standard responses for the "dummy" interviews
3.1.2 8tandard responses for sections H, I and J

(A ratio was calculated to check the variations from the
standard responses for each of these questions)

H2. How is your eyesight? (need glasses)
11/12, 92%

H13. How would you rate your current health? (so so, fair)
12/12, 100%

I4. Did your doctor take as much time to listen to your
problems as you would want him to? (no, less than I would
want)

9/12, 75%

I6. Do you think doctors should deal with the emotional
aspects of your illness? (no, disagree)
8/12, 67%

I9. After this consultation, do you understand your
condition as much as you would like? (no, not at all)

11/12, 92%

Reliability coefficient by question
for sections H-J: 85% (51/60).
for type 2 ie, core + sections H-J: 83% (376/451).

X



Table 3.1: 8tandard responses for the "dummy'" interviews
3.1.3 Standard responses for sections K, L and M

(A ratio was calculated to check the variations from the
standard responses for each of these questions)

K4. How strongly do you believe in the concept of
predestined medical affinity? (yes, (only if prompted)
fairly strongly)

9/11, 82%

K6. How often do you "shop" around for doctor;?
(very often, (only if pressed) about 7 in 10 times)
7/11, 64%

K7. Why do you shop around for doctors?
(symptoms persist, not "match" with doctor)
7/11, 64%

L1l. Do you believe that medication should be given whenver
you are seen by a doctor during an illness? (yes)
11/11, 100%

M1l. How strongly do you believe in the traditional concept
of diet restriction? (yes, very strongly)
9/11, 82%

Reliability cocefficient by question

for sections K-M: 79% (43/55);

for type J ie, core + sections K-M: 83% (368/446)
for type 1. ie, core + sections H-M: 82% (417/506).



Table 3.2:

summary of inter-rater reliability coefficients

Team 1 Baseline

02 88%

(35/40)

03 90%

(36/40)
04 93%
(37/40)

11 -
Inter—-rater
reliability 903%

(108/120)
Team 2 Baseline

01 -

05 -

09 —
Inter—-rater
reliability -
Team 3 Baseline

06 92%

(22/24)

07 83%

(33/40)
08 77%
(23/30)
Inter-rater
reliability 83%
(78/94)
Baseline
Inter—-group
reliability 87%
(186/214)
teams 1&3
Inter—-rater
reliability
(all teams) 84%

Baseline =
#1
#2
*

unn

#1 Type
82% 3
(23/28)
89% 2
(25/28)
89% 3
(25/28)
82% 3
(23/28)
86%
(96/112)
#1 Type
50% 3
(14/28)
54% 2
(15/28)
93% 2
(26/28)
65%
(55/84)
#1 Type
100% 1
(33/33)
97% 1
(32/33)
86% 2
(24/28)
95%
(89/94)
i1
83%
(240/290)

all teans

(628/745)

i2 Type
88% 1
(29/33)

93% 2
(26/28)

88% 1
(29/33)

88 1
(29/33)

89%
(113/127)

#2 Type

82% 1
(27/33)

43% 3
(12/28)
100% 2
(28/28)

75%
(67/89)

{2 Type
84%* -
(11/13)
100%* -
(5/5)
86%* -
(6/7)

88%
(22/25)

f2
84%

(202/241)
teams 1&2

Intra-rater #1/12
85%
(52/61)
91%
(51/56)
88%
(54/61)
85%
(52/61)

Intra-rater #1/42
67%

(41/61)
48%

(27/56)
96%

(54/56)

Intra-rater #1/42

coefficient obtained during training session
first assessment

second assessment

assessment by double interviewing



Table 3.3: Bummary of supplementary quality assessment measures

% of % of

Number % of % of missing missing % of % of

of int. logical missing values values of DM of HT
Code conducted errors values for N5 for N6 patients patients
01 213 4 2 - 7 13 14
02 125 4 3 - 2 8 8
03 167 3 1 - 1 11 11
04 172 4 2 1 1 11 11
05 173 5 6 - 2 11 11
06 163 3 5 - 1 10 10
07 158 4 5 - 2 10 10
08 157 3 3 - 2 10 10
09 144 5 2 - 1 9 9
10 34 4 5 - 7 2 2
11 37 3 4 - - 2 1
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