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SYNoPSIS . ...cvvviiiiiiiiiiiiiiiiiiiiiiaas

Most patients have explicit desires or requests
when they visit their physicians. Identification of
patients’ requests and needs is the starting point of
a patient-centered approach to care. The frequency
with which physicians met their patients’ desires for

services and that frequency’s association with pa-
tient satisfaction were examined for 243 patients
with chronic disease in general medicine clinics of a
Department of Veterans Affairs hospital.

Patients desired a mean of 11.9 services, of
which an average of 67 percent were met. How-
ever, many patients’ desires for information and
most of their desires for help with emotional and
family problems were not met. Patients with the
most unmet desires for services, especially services
related to information, were significantly less satis-
fied with their physicians than were those with
fewer unmet desires. Factor analysis was used to
develop a short, l6-item Requests for Services
Questionnaire that appeared to cover the range of
services that patients with chronic conditions de-
sire.

Enhancing physicians’ ability to recognize and
respond to patients’ desires for services by using
short patient request questionnaires may have the
Dpotential to improve patient satisfaction and other
health care outcomes.

ALMOST ALL PATIENTS have explicit desires or
requests for services when they visit their physi-
cians. They include desires for information, tests,
treatment, psychosocial assistance, or simply that
the physician listen to their concerns. Eliciting,
negotiating, and fulfilling patient requests is associ-
ated with patients’ satisfaction (/-7), compliance
(2, 7), and improvement in symptoms, perceived
health status, and physiologic outcomes (2, 7, 8).

One way of eliciting patients’ desires for assis-
tance is by use of a self-administered requests
questionnaire that outpatients may fill out while
waiting to see the physician. Questionnaires of this
type have been developed to describe the requests
of patients in psychiatry (9, 10) and in primary care
outpatient settings (/I, 12). However, those ques-
tionnaires were either lengthy (50 or mote items) or
developed in walk-in settings where most patients
wanted care for acute problems. If requests ques-
tionnaires are to be feasible for providers to use in
settings such as clinics offering continuity of care,
they must be short and include items that reflect
the needs of patients with chronic conditions.

We conducted a study with four main pur-
poses: to identify what kinds of services and assis-
tance patients with chronic diseases desire, to
determine how often patients received those ser-
vices, to determine if characteristics of patients or
physicians are related to the number and type of
services that patients desire and receive, and to
examine whether receiving the services they desired
was related to patients’ satisfaction with their
physicians. We used the findings to develop a short
16-item requests questionnaire for physicians and
other providers to use in clinical settings. The
requests questionnaire may be practical for use in
identifying and responding to patients’ desires for
services.

Methods

The study was conducted in the general medicine
outpatient clinics of an urban, university-affiliated
Veterans Affairs hospital. The hospital provides
outpatient and inpatient care in an integrated
fashion to veterans of military service. The general
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Abbreviated Patient Request for Services
Schedule

(Numbers in parentheses refer to item
numbers in table 1 from which items for
the abbreviated version were derived)

I had some tests done and I would like to find out
my test results. (6)

I want the doctor to prescribe medications or refills
for me. (1)

I would like the doctor to write a letter or fill out
some forms for me. (29)

I want something to be done to relieve my physical
discomfort or symptoms. (8)

I would like to be referred to a specialist or other
doctor for treatment of my problem. (22)

I want the doctor to do something or have some
tests done to find out what’s wrong. (13, 15)

I would like to tell the doctor my ideas and con-
cerns about my problem (what I think my prob-
lem might be, what I think caused it, or how it
is affecting my life and family). (3, 18, 23, 25)

I would like to know more about my problem
(what is the name of my problem, what caused
it, what I can and can’t do while I have the
problem, whether it will get better or get worse).
G, 11, 14, 17)

I would like some advice about how to stay healthy
(diet, exercise) or about some personal health
habits (how to lose weight, stop smoking, con-
trol my drinking). (12, 26)

I want to tell the doctor about problems I'm
having taking my medications on time. (28)

I would like to know more about my medications
(how they work, what are the possible side ef-
fects). (7, 9)

I want to tell the doctor about side effects or
problems I think are caused by my medications.
19

I want the doctor to make some changes in my
medications (type, amount, schedule). (21)

I want something to be done to relieve my emo-
tional discomfort (nerves, stress, worry). (20)

I would like help for some personal family, mar-
riage, or emotional problems I am having. (27,
30) .

I want to talk with the doctor about increasing or
decreasing how often I come to the clinic. (24)

medicine clinics function as continuity care clinics,
in which each patient is assigned to a physician
who is responsible for the primary management of
the patient’s medical care. Physicians in the clinics
are either faculty members or internal medicine
resident physicians of the Oregon Health Sciences
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University’s Department of Medicine. Patients
whose physicians are faculty members are likely to
see the same physician for as long as they remain
patients in the clinic. Patients of a resident physi-
cian stay with that physician for up to 3 years, or
until the resident completes training. The majority
of appointments in the clinics are for routine
followup of chronic medical conditions, such as
hypertension, diabetes, heart disease, pulmonary
disease, and arthritis. Separate clinics provide ur-
gent outpatient care.

Data were collected in clinics during a 3-month
period from all patients who were taking at least
one medication for a chronic problem, had seen
their physician at least once before, and who had
agreed to participate. No female patients were
included because few were enrolled in the clinics.

All 41 care providers were physicians; 16 staff
internists (1 woman, 15 men) provided care to 114
(47 percent) of the patients; 25 internal medicine
resident physicians (11 women, 14 men) saw the
other 129 patients. The mean number of subjects
seen by each physician was 6, and ranged from 1 to
27.

A modified version of ‘‘Patient Request for
Services Schedule,”” a questionnaire developed and
validated by Like and Zyzanski (6, 12), was used to
elicit patients’ desires for assistance. The Like and
Zyzanski questionnaire consists of 25 items that
were found to measure 5 categories of patients’
requests: desire for medical information, psychoso-
cial assistance, therapeutic listening, general health
advice, and biomedical treatment. We added six
items to the questionnaire to address specific issues
concerning medications and frequency of visits that
could be relevant to satisfaction and compliance
among patients with chronic conditions (see accom-
panying box).

Prior to seeing their physician, patients who were
subjects indicated whether each service listed de-
scribed ‘‘the type of help you would like today’’
and how important the service was to them on a
four-point scale ranging from ‘‘not at all impor-
tant’’ to ‘‘extremely important.”’ An additional
open-ended question allowed subjects to list any
further requests that had not been included in the
questionnaire.

Following the visit, subjects indicated whether or
not each service was the ‘‘type of help you actually
received today.’”’ They also rated their satisfaction
with the personal manner, communication skills,
and technical competence of their physician, using
a questionnaire developed for the American Board
of Internal Medicine (/3). Information about their



Table 1. Responses to the Request for Services Questionnaire by 197 patients with chronic disease in general medicine clinics
of a Department of Veterans Affairs hospital

Percent desiring
Percent Percent but not receiving
Service desiring service receiving service service
1. Prescribe or refill my medications..................cciiiiiiiinn.... 81 92 2
2. EXamine Me .........coiiniiiiiii ittt raiaaeaaeaas 75 83 1
3. Share my ideas, feelings and concerns.................cvivvinennnn 74 82 9
4. Help me understand problem so | know whattodo................... 60 67 25
5. Tell me if problem will get better orworse........................... 60 48 46
6. Had tests done and want to findoutresults ......................... 55 50 36
7. Tell me about possible medication side effects....................... 54 45 47
8. Relief for physical discomfort............... ... ittt 53 39 46
9. Tell me how my medications work .............c.cciiviininiinnann. 51 65 30
10. Tell the doctor about my effots athome ............................ 50 72 18
11. Tell me what | can and can’t do while | have the problem ............ 48 41 51
12. Advice about how to stay healthy ...........................cooiut. 46 63 2
13. Want something done to find out if | have a disease ................. 43 41 42
14. Tell me the name of my problem ..................cooiiiiiiiia... 43 39 56
15. Want tests done to find out what'swrong .....................ccu0e 40 41 51
16. Want to feel that someone caresaboutme.......................... 39 81 6
17. Tell me what caused my problem.....................coiviiiinn... 37 33 63
18. Tell the doctor what | think problem mightbe........................ 35 43 31
19. Tell the doctor about side effects caused by my medications.......... 33 35 50
20. Relief of emotional discomfort (nerves, stress) ....................... 32 16 77
21. Change my medications (type, amount, schedule).................... 31 54 31

22. To be referred to a specialist............................
23. Tell the doctor what | think caused my problem...........
24. Talk to the doctor about the frequency of clinic visits. ... ..

25. Tell the doctor how the problem affects my life and family

26. Advice about personal health habits .....................
27. Help with personal emotional problems...................
28. Tell the doctor about problems in taking medications on time
29. Want the doctor to write letter or fill out form .............
30. Help for marital or family problems ......................
31. Receive an injection (shot) .....................cooiuttn.

8
38
&3

........... 23 22 64
........... 20 14 64
........... 19 23 57
........... 16 10 73

......... 14 21 50
........... 14 18 55
........... 6 4 83
........... 3 5 83

NOTE: The percentage of those who desired a service equals the number who
desired the service divided by the total number of patients. The percentage of

age, their level of schooling, and their self-rated
health status (excellent, good, fair, or poor) was
collected.

Some patients did not complete all sections of
the questionnaires administered before and after
the visit. One hundred and ninety-seven patients
(81 percent) completed both the services desired
and the services received questionnaires. The satis-
faction questionnaire did not become available
until after data collection was initiated, and it was
not administered to the first 61 patients enrolled in
the study. One hundred and forty-three subjects
provided complete data on all the pre- and post-
visit questionnaires.

Physicians were aware that the study was being
conducted, but patients’ responses were not shared
with physicians. Because the physician did not see
the questionnaire, and patients may or may not
have actually expressed their requests to their
physicians, we use the terminology suggested by
Uhlmann and colleagues (/4) and refer to the
services acknowledged on the questionnaire as de-

those patients whose desires were not met equals the number who desired a
service, but did not ive it, divided by the ber who desired the service.

sires for assistance rather than as requests for
assistance.

Subjects were considered to have desired a ser-
vice if they rated an item on the questionnaire as
‘““a little,”” or ‘‘fairly,”” or ‘‘extremely’’ important
to them. The number of desires met was computed
by summing the number of services that were
desired and received. The number of desires not
met was computed by summing the number of
services that were desired and not received. The
percent of desires met was computed by dividing
the number of desires met by the number of
services desired.

We hypothesized that satisfaction would be posi-
tively associated with the number and percent of
desires that were met, and that satisfaction would
be negatively associated with the number of desires
that were not met. The hypothesis was tested using
Pearson’s zero-order correlation coefficient (7).
One-tailed t-tests were used to test the hypothesis
that, for any individual item, patients who desired
the service and received it would be more satisfied
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than those who desired the service, but did not
receive it. The P-value used to reject the null
hypothesis was adjusted for the multiple compari-
sons by dividing the 0.05 alpha level by the number
of items compared (P = (0.05/31) = 0.0016).
One-way analyses of variance were used to examine
associations between patients’ characteristics and
the number and types of services that they desired.

Factor analysis was used to examine the structure
and categories of patients’ desires and to reduce the
number of items that were included in some
analyses. Maximum likelihood factor extraction
with varimax rotation was used to identify groups
of associated items. Items having loadings of at
least 0.35 were assigned to a factor. The results of
the factor analyses were also used to develop a
practical questionnaire that covered the range of
patient desires with a minimum number of items.

Results

Study subjects. A total of 289 men were invited to
participate; 16 (6 percent) were physically or cogni-
tively unable to respond, and 30 (10 percent)
declined to participate. Patients who refused or
were unable to participate were significantly older
(P < 0.05, mean age 67.5 years, SD = 9.7) than
those who did participate (mean age 63 years, SD
= 9.8). Of the 243 subjects, 82 percent were able
to complete the previsit Requests for Services
Questionnaire in less than 10 minutes, and 90
percent of the subjects completed the postvisit
Services Received and Patient Satisfaction Ques-
tionnaires within 15 minutes.

Sixty-nine percent of the subjects were high
school graduates, and 43 percent had attended
some college or were college graduates. Sixty-five
percent of the subjects judged their health status to
be fair or poor; 31 percent believed that their
health was good; only 4 percent claimed excellent
health.

Services desired by patients and addressed by
physicians. Of the 31 possible choices for assis-
tance, patients desired an average of 11.9 services
(SD = 7.5, range = 0-28). Only one person did
not acknowledge a desire for any of the services.
The average number of desires that were met was
7.5 (SD = 4.9, range = 1-23). The average
percent of desires that were met was 67 (SD = 22,
range = 14-100). Patients who desired more ser-
vices reported that a smaller proportion of their
desires was met (r = -0.31, P < 0.001). This
relationship, however, was not strictly monotonic.
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The percent of desires that were met did not
decline significantly until patients wanted assistance
with more than four items.

Desires for prescriptions or refills, examinations,
and to share ideas, feelings and concerns (items
1-3, table 1) were the most frequently mentioned
and were among the most likely to be met. Desire
for affective support (item 16) also was highly
likely to be met, although it was mentioned less
frequently. Desires for information about health
problems and medications (items 4-7, 9, 11, 12, 14,
17, and 26) were frequently mentioned but often
were not met; the proportion of patients who said
that these types of desires were not met ranged
from 25 percent (items 4 and 12) to 63 percent
(item 17) of patients. Assistance for emotional,
personal, or family problems (items 20, 25, 27, 30)
and wanting to inform the doctor of their point of
view (items 18, 19, 23, 25, 28) were among the least
frequently mentioned desires and were also among
the items least likely to be received by those who
wanted them.

Only 41 subjects responded to the open-ended
question designed to elicit desires not listed on the
questionnaire. Because the responses were either
elaborations of desires already noted (10 percent),
expressions of satisfaction with current services (12
percent), or had to do with institutional problems
such as appointment scheduling, waiting to see the
physician, transportation and parking, getting pre-
scriptions from the pharmacy, and eligibility for
services (78 percent), they were not used in the
computation of total number of services desired.

Categories of patients’ desires. Factor analysis was
used to examine the structure and categories of
patients’ requests and to combine items into a
smaller number of categories. The analysis yielded
four factors that had eigenvalues greater than or
almost equal to one (table 2). The first factor
explained 32 percent of the variance. The three
smaller factors together explained 12 percent of the
variance. The first factor, Biomedical Information
and Assistance, contained 16 items whose content
reflected desires for information, treatment, and
telling the physician one’s point of view. The
second factor, Medication Regimen and Visits,
reflected desires for assistance with problems re-
lated to the treatment regimen. The third factor,
Psychosocial Assistance, reflected desire for assis-
tance with personal, emotional, and family prob-
lems. The fourth factor, Medication Effects, con-
cerned the effects of medication. Internal
consistency reliability of items within the factors,



Table 2. Factor loadings of 0.35 or more for items in Requests for Services Questionnaire provided by 243 patients with chronic
disease in general medicine clinics of a Department of Veterans Affairs hospital

Factor
Factor and service [ " ] 1%
|. Biomedical Information and Treatment
4. Help me understand my problem so | will know whatto do............ .72 .40
11. Tell me what | can or can’t do while | have the problem .............. .
5. Tell me if problem will get better orworse........................... .67
13. Want something done to find out if | have a disease ................. .66
17. Tell me what caused my problem................c.ooviiiiiiinnennn.. .65
18. Tell the doctor what | think problem mightbe........................ .62 .36
14. Tell me the name of my problem .............. ...t .60
3. Share my ideas, feelings, andconcerns.....................covvunnn .60
8. Relief for physical discomfort..................... ..o, .58
22. Tobereferredtoaspecialist...................ccviiiiiiiienna.., .57 41
10. Tell the doctor about my efforts athome ............................ .53
12. Advice about howtostay healthy .........................cooiiuae. 44 .36
2. EXamMine MO . ...ttt et 44
16. Feel that someone caresabout me ..................cccovvvinninn... 4
15. Want tests done to find out what'swrong ........................... A1 .35
23. Tell the doctor what | think caused my problem...................... .39 .37
Il. Discuss problems with regimen
28. Tell the doctor about problems taking medications on time............ .70
21. Change my medications (type, amount, schedule).................... .69
24. Talk to the doctor about frequency of clinic visits..................... 47
lll. Psychosocial Assistance
27. Help with personal emotional problems.............................. .78
30. Help for marital or family problems .................... .. ... .. ... .65
25. Tell the doctor how problem affects my life and family................ .50
20. Relief of emotional discomfort (nerves, stress) ....................... .37 49
IV. Medication Information
9. Tell me how my medications Work ..............c.oivvieiniennnnnnnn .84
7. Tell me about possible side effects of my medications® ............... .51 .51
19. Tell the doctor about side effects caused by my medications.......... .38 37
Bigenvalue ........ ..ottt et et i, 9.6 14 1.1 .98
Percent of variance explained by factor ............................. 32.0 4.6 3.7 3.3
Cronbach’s alpha ...ttt .93 .76 77 .79

! Loaded with equal weight on factors | and IV; item assigned to factor IV.

as measured by Cronbach’s alpha, was good (>
0.76) for all factors.

Patient characteristics associated with services de-
sired and received. Neither the number of services
that patients desired nor the proportion of desired
services they received was significantly associated
with patients’ age or education. The average num-
ber of services desired by patients who rated their
health status as excellent was lower (7.4) than those
who described their health status as good (11.8),
fair (12.0), or poor (12.7), but the difference was
not statistically significant (P = 0.08).

While no characteristics of patient were associ-
ated with the overall number of services desired,
some were associated with the desire for certain
types of services. Patients younger than 50 years
desired an average of 1.5 services from the Psycho-

social Assistance factor (items 20, 25, 27, and 30),
while those 70 years and older desired an average
of only 0.3 services in this category (F (3,187) =
443, P < 0.005). Subjects who desired one or
more services from the Psychosocial Assistance
factor wanted more than two times as many
nonpsychosocial (medical) services (mean = 16.3)
as subjects who did not desire any psychosocial
assistance (mean = 7.7) (F 1,165 = 81.66, P <
0.0001).

Physician characteristics associated with services
desired and received. The training level of physi-
cians (residents vs. staff members) was not related
to the number or proportion of services patients
desired and received. Because there was only one
female staff physician, differences by the sex of the
physician were examined only among the resident
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Table 3. Requests for Services Questionnaire items on which the mean satisfaction scores for patients whose desire was met
were significantly higher than scores for patients whose desire was not met, provided by 143 patients with chronic disease in
general medicine clinics of a Department of Veterans Affairs hospital

Service desired and received Service desired but not received
Service Number Score’ Number Score’
Tell me what caused my problem.................ccocuevnen... 18 470 + .5 32 2391 + .9
Help me understand my problem so | will know what to do...... 63 440 + .7 20 2377 + 9
Want to feel that someone cares aboutme .................... 43 431 + .8 4 2297 + .9
Tell me the name of my problem ...................coooiiuat, 27 446 + .7 33 3392 + 9
Advice about how to stay healthy ............................. 50 433 + 8 14 4374 + 1.0
Tell me if my problem will get better or worse ................. 45 442 + 8 34 “405 + .8
Tell me how my medications work ............................ 53 439 + .7 21 “3.98 + .9
Had tests done and want to find out the results................ 49 437 + .7 29 4400 + .9
Tell me about possible side effects of my medications............ 43 439 + .7 35 “414 + 8
Change my medications (type, amount, schedule).............. 26 427 + 8 1 “3.80 + .7

7 Mean of satisfaction score + standard deviation. 2P < 0.0016. * P < 0.01. * P < 0.05. NOTE: P values by one-tail t-test.

physicians. The number of services desired by
patients of male and female residents did not
differ. However, the number and proportion of
patients’ desires for psychosocial assistance that
were received was significantly higher among pa-
tients of female than male residents. The mean
number of requests for psychosocial assistance that
was addressed by male vs. female physicians was
0.12 vs. 0.32 (P = 0.02), and the mean proportion
that was addressed was 0.17 vs. 0.36 (P = 0.05).

Patient satisfaction and desires. Patient satisfaction
was high in this population; the mean was 4.26 (SD
= 0.78) out of a possible score of 5.0. Patients
who reported excellent health were more satisfied
with their physicians than patients who reported
poor, fair, or good health. Because of the small
number with excellent health, this finding was not
statistically significant (F = 2.45 (3,153), P =
0.07). Factors not found to be associated with
patients’ satisfaction were their age and educational
attainment, and the physician’s training and sex.

Patient satisfaction was positively, but not signif-
icantly, correlated with the number of services
received (r = 0.14) and with the total number of
desires that were met (r = 0.07). However, satis-
faction was significantly and positively correlated
with the percent of desires that were met (r = 0.25,
P < 0.002) and was negatively correlated with the
number of desires that were not met (r = -0.28,
P < 0.001). Patient satisfaction also was negatively
correlated with numbers of unmet desires for
assistance on each of the factor subscales, but the
correlation was significant only between satisfac-
tion and the number of unmet desires on the
Biomedical Information and Treatment factor (r =
-0.35, P < 0.002). The correlations between
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satisfaction and the number of unmet desires on
the other subscales were negative, ranging from
—0.13 to —-0.16, but were not significant.

To determine if patients’ satisfaction was associ-
ated with failing to receive any particular item
desired, we compared mean satisfaction scores of
patients who wanted an item and said that they had
received it with those who desired an item and said
that they had not received it. For all but one item,
mean satisfaction scores were higher if the desired
service was received than if it was not. For three
items (‘‘want to know what caused my problem’’,
‘“‘want to understand problem so I know what to
do,” and ‘‘want to feel that someone cares about
me’’), the difference was statistically significant at
the level of P < 0.0016 (table 3). For seven other
items the difference was significant at the level of P
< 0.05.

Modification of the requests questionnaire. Results
of the descriptive and factor analyses were used in
creating an abbreviated requests for services ques-
tionnaire. By dropping items that were almost
always met or were infrequently desired and by
combining items that were highly correlated, we
reduced the total number of items on the requests
questionnaire from 31 to 16 (see box). Numbers of
services desired and met were recomputed for the
shortened questionnaire, and the analyses were
repeated. The mean number of desires for services
was reduced to 6.3 (range 0-15; SD = 3.9). Only
two subjects would not have acknowledged a desire
for any of the services on the abbreviated question-
naire, which suggests that the scope of service
choices is still adequate. Factor analyses of the data
from the abbreviated questionnaire produced the
same categories as the original analysis. The ex-



pected associations between patient satisfaction and
desire fulfillment were maintained: satisfaction was
inversely correlated with the percent of desires not

met (r = -0.34, P < 0.001) and with the total
number of desires not met (r = -0.32, P< 0.001).
Discussion

Evaluation of patients’ desires provides valuable
information about the nature of primary health
care. We found that the content of a relatively
short requests for services questionnaire covered
most of the types of care desired by patients
attending outpatient general medicine clinics in a
Veterans Affairs hospital. The only type of service
that was elicited by the open-ended question, but
not covered by the questionnaire, was for assis-
tance with administrative and organizational prob-
lems. Those services usually are more appropriately
provided by persons other than physicians.

The numbers of services desired by the male
veteran patients were compared with those desired
by patients in a previous study that was conducted
in a university walk-in clinic (/2). Although the
male veteran patients were older, had poorer health
status, and completed a questionnaire with more
items than the more diverse university clinic sub-
jects, they desired the same number of services.
However, although veteran patients did not desire
an excessive number of services, the number of
desires elicited, using a structured questionnaire of
this type, may be difficult to address in a clinical
setting. We found that the percent of desires that
were met declined significantly when patients
wanted assistance with more than four items.
Because many of the items are similar in content
(they have to do with need for information about
medications, the condition, or its expected course),
the number of separate services desired may be
more apparent than real. Desires for many of the
services were related, and their content was such
that they could be combined to reduce the number
of items on the questionnaire by half.

The content of categories into which our pa-
tients’ desires could be grouped differed somewhat
from those found by Like and Zyzanski (12). Items
that formed separate Medical Information, Thera-
peutic Listening, General Health Advice, and Bio-
medical Treatment factors in their study all loaded
on a single factor in our population that we labeled
Biomedical Information and Assistance. Appar-
ently, the types of assistance desired by veterans
with chronic problems in continuity care clinics are
more intercorrelated and not as discrete when

‘Increased patient satisfaction is an
appropriate goal for providers of
continuity care to patients with
chronic health problems. Patients who
are more satisfied with their care are
also more likely to comply with
treatment and self-care
recommendations.’

compared with university walk-in clinic patients,
who mostly had acute problems. However, our
Psychosocial Assistance factor corresponded almost
exactly to that of Like and Zyzanski. The second
and fourth factors that emerged in our analysis
were comprised of the six items we added to Like
and Zyzanski’s questionnaire to address concerns
related to visit frequency and long-term medication
use for chronic conditions. The frequency with
which these six items were desired indicates their
importance in this population.

As has been observed with other patient popula-
tions (7, 11, 12), veterans most frequently desired
information and assistance with biomedical prob-
lems and their management and with medications.
Requests for psychosocial assistance were expressed
infrequently and usually were not met. Although
female resident physicians addressed more of their
patients’ desires for psychosocial assistance than
did male residents, they still left unmet a large
proportion of patients’ desires for this type of
assistance. Physicians may avoid discussion of
psychosocial problems because they feel ill-
equipped to address their patients’ social and
psychological needs. However, physicians also may
overestimate the extent to which their patients
expect help. Frowick and coworkers (1/5) found
that, while many patients said they would want
their physicians to assist them with psychosocial
problems, the type of assistance they desired was at
the level of ‘‘referral’’ or ‘‘some help and
concern’’; they did not expect ‘‘expert help’’ from
their physicians for those problems.

The finding that women physicians were more
likely to address patients’ psychosocial concerns is
consistent with findings reported by others. Was-
serman and coworkers (16) found women pediatri-
cians were more responsive to and supportive of
patients than were men pediatricians. Roter and
coworkers (17) found that exchanges between pri-
mary care women physicians and their patients
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contained more talk that was socioemotional in
nature and that both parties asked more questions
and gave more information, both biomedical and
psychosocial, than was true of visits between men
physicians and their patients. However, we are
unable to determine from our data whether women
physicians were more adept at eliciting patients’
psychosocial concerns than men physicians,
whether patients were more willing to disclose or
volunteer psychosocial concerns to women than to
men physicians, or whether some combination of
the two processes occurred.

Even though most of the patients in our study
had been seen on numerous occasions for chronic
problems for which they took medications on a
daily basis, many of them expressed a desire for
basic information about their disease conditions
and medications, and a large proportion of them
did not receive it. This finding is consistent with
those of other researchers, who have observed that
physicians’ information-giving behavior is often
inadequate, even concerning such basic issues as
the disease condition and medications (/8). When
patients do receive this information from physi-
cians, they often do not understand or remember
much of it (/9). Our findings suggest that even
when patients have lived with chronic problems for
many years, they still may have many questions
and concerns about these problems. Physicians may
not know when their patients want further infor-
mation (20), and we did not find any patient
characteristic such as age, education, or health
status that predicted their desire for information.
The majority of patients, regardless of their age,
health status or education, wanted more informa-
tion than they received. A requests questionnaire
may allow patients to articulate their need for
information and assistance, and it could serve as a
prompt to the physician to provide these services.

The younger patients in this study were more
likely than the older patients to desire psychosocial
assistance. It may be that young veterans have
more psychological and social needs than older
veterans, or they simply are more willing to dis-
close them. Desire for psychosocial assistance, in
turn, was strongly associated with the total number
of all services desired. This finding is consistent
with studies that have found that patients with
psychosocial and mental health problems utilize
more general medical services (21, 22). Patients
with psychosocial needs may make greater demands
on providers, and the health care system in general,
unless their needs are addressed.

Patient satisfaction was associated with the per-
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cent of desires that were met and with the number
of desires which were not met. While the relation-
ship between patient satisfaction and meeting de-
sires was modest, it was consistent with what has
been reported in previous studies (/-6) using differ-
ent satisfaction measures and patient populations.
Because all studies, including ours, have found
little variation in physician-specific patient satisfac-
tion measures, the size of the correlation that can
be obtained is restricted. Analyses of individual
service items indicated that satisfaction was always
lower when the desired service was not received
(table 3). In particular, we found that patient
satisfaction was more strongly related to whether
the physician met desires for information and
affective support than whether the physician met
desires for examinations, tests, and medications.
This finding corresponds with that of other re-
search in which patient satisfaction is consistently
higher when providers give information and show
concern (I, 23). We did not find, as others (23)
have, that satisfaction was significantly related to
whether desires for psychosocial assistance were
addressed. Even though satisfaction was higher
when desires for psychosocial assistance were met,
we had little power to detect a statistically signifi-
cant effect since desires for psychosocial assistance
were so infrequently expressed.

Increased patient satisfaction is an appropriate
goal for providers of continuity care to patients
with chronic health problems. Patients who are
more satisfied with their care are also more likely
to comply with treatment and self-care recommen-
dations. While other investigators (I, 6) have found
that fulfilling patients’ desires for services increased
their satisfaction, their findings do not provide the
basis for a practical tool to use with patients
receiving continuity care. We used our findings to
develop a questionnaire that may facilitate commu-
nication regarding patients’ desires.

The new questionnaire is shorter and more feasi-
ble for providers and patients to use in a clinic
setting than those reported by others (10-12).
Furthermore, unlike the questionnaire used by
Brody and coworkers (1), it includes items that are
of concern to patients with chronic diseases. We
have validated that the item content is sufficiently
diverse to cover the range of services that patients
with chronic conditions may desire.

A patient requests questionnaire may be a help-
ful clinical tool that has the potential to improve
some health care outcomes. In particular, our
findings suggest that identifying and responding to
patients’ information needs may improve their



satisfaction with care. Employing a questionnaire
to elicit patients’ desires for care may help provid-
ers identify patients who want additional informa-
tion and to target their efforts to the most relevant
areas. Assessments of how such questionnaires can
be applied and implemented in clinical settings, as
well as evaluation of their effects upon other
outcomes of care, such as compliance and health
status, remain to be done.
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