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OLDER AFRICAN AMERICANS PERCEPTIONS OF LIVING WITH ASTHMA
AND SATISFACTION WITH CARE

Judith L. Martin-Holland, PhD, RN, CS, CCRN, FNP

University of California, San Francisco, 2005

African Americans are disproportionately affected by asthma in the U.S. with a

mortality rate that is three to five times that of Caucasians. Asthma-related

mortality rates have soared in the older adult and elderly African Americans. In

the elderly, asthma-related death is associated with under-treatment by

healthcare providers, and a poor appreciation for the disease severity, and non

adherence to recommended treatment regimens by patients. Patient satisfaction

with asthma care may be an important determinant of successful management,

use of provider-recommended self-management strategies, and improved

asthma outcomes. The purpose of this research was to examine the

relationships among perceived asthma severity, perceived danger from asthma,

perceived control of asthma (self-efficacy), perceived racism, and patient

Satisfaction with asthma care.

To examine the relationships among perceived severity, perceived danger,

and perceived control of asthma (self-efficacy), a secondary analysis was

performed on data from 50 African American aged 48 years and over. An

addendum study was conducted to explore perceived control, perceived racism

and patient satisfaction. Telephone interviews of a subset of the secondary

analysis participants (n=20), were conducted using standardized, validated

questionnaires. Results showed a strong correlation between perceived asthma
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severity and perceived asthma danger (r = .55, p < .00005). The relationship

between perceived control of asthma and patient satisfaction was in the medium

effect size range (r- -24; p = .31), although not statistically significant. There

was a significant relationship between perceived racism and patient satisfaction

(r = -51; p = .02). Approximately 36.5% of the variance in patient satisfaction

with asthma care in the sub-sample (n = 20) was associated with perceived

control of asthma and perceived racism in health care. The findings of this study

suggest that perceptions of asthma control and of racism in health care are

significant predictors of satisfaction with asthma care. Additionally, increased

attention must be focused on strengthening the patient-provider therapeutic

relationship to improve asthma outcomes.

* iA Sareer
Susan L. Janson,º ANP, FAANProfessor of Nursing and Medicine
Dissertation Committee Chair
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CHAPTER ONE: THE STUDY PROBLEM

Asthma affects more than 14 million Americans (Mannino et al., 2002), but

asthma disproportionately affects African Americans in the United States,

particularly those residing in inner cities. In the United States (U.S.), indirect

costs associated with asthma: lost work days, lost time from school and costs

associated with asthma death, in 1994 was $4.64 billion. This represents a sharp

133% increase in indirect costs between 1985 ($2 billion) and 1994 (Weiss,

Sullivan, & Lyttle, 2000). Work days lost or time adults lost from work because of

their own asthma was increased in 1994 by 4 times the amount found in 1985,

representing the steepest increase in indirect cost measures (Weiss, Sullivan, &

Lyttle, 2000). The direct costs for asthma care: durable medical equipment,

hospitalizations, doctors' visits, and medications, were just under $5 billion in

1985 and just over $6 billion in 1994 (Weiss, Sullivan, & Lyttle, 2000). Adults

aged 18 years and older who were employed missed 11.8 million work days in

2002, according to the National Center for Health Statistics at the Centers for

Disease Control (CDC).

Despite the common belief that asthma is a childhood disease, new onset

asthma can be diagnosed in persons in the eighth or ninth decade of life

(Braman, 2003). Asthma mortality rates increased during the period between

1979 and 1996 largely as a result of the death of elderly asthma patients (Enright,

2002; Moorman & Mannino, 2001). When age, race, and gender variables were

considered together, the majority of age-adjusted asthma-related death rates

during this period were found in African American women aged 65 years and



older, followed by African American males aged 65 years and older (Moorman &

Mannino, 2001).

In the elderly, asthma is associated with high rates of mortality due to

several factors, among them under-diagnosis and under-treatment by health care

professionals; and, a poor appreciation of disease severity and non-adherence to

medication regimens on the part of patients (Janson & Roberts, 2003). Research

has shown that controlling asthma requires a multi-pronged approach, including

avoidance of exacerbating factors, administration of appropriate medications,

and the implementation of several self-management strategies performed by the

person with asthma (Janson, 2000; National Heart Lung and Blood Institute,

1997). Published national guidelines for the diagnosis and management of

asthma also recommend that patient-provider communication and patient

satisfaction with asthma care be assessed during routine clinical assessment of

the patient's asthma (National Heart Lung and Blood Institute, 1997). A few

studies have examined patient satisfaction with asthma medications and other

technical aspects of accessibility, such as emergency department wait time

(Berger, Ames, & Harrison, 2004; Rydman, Roberts, Albrecht, Zalenski, &

McDermott, 1999; Sheth et al., 2003). However, no studies were found in the

asthma literature that examined how the relationships among patients' perception

of disease severity, perceived danger from asthma, and patient satisfaction with

asthma care and patients' perceived ability to self-manage asthma.



Statement of the Problem

Asthma and asthma-related complications and deaths have increased in the

United States over the past 20 years, occurring most frequently in low-income,

less educated persons, ethnic minorities, the elderly, and those who are under

or uninsured and thus have limited access to health care services to manage

their asthma (Gershwin, 2001; Maddox & Schwartz, 2002; Moorman & Mannino,

2001; National Heart Lung and Blood Institute, 1997).

The mortality rate in African Americans with asthma is approximately three

to five times greater than that of Caucasians in the U.S. (Blixen, Havstad, Tilley,

& Zoratti, 1999; Malveaux, Houlihan, & Diamond, 1993; Mannino et al., 2002).

Several classic studies have linked an increased mortality and morbidity rate of

African Americans who live in inner cities to inaccessible health care and to the

use of emergency departments for episodic asthma care (Joseph, Havstad,

Ownby, Johnson, & Tilley, 1998). Malveaux and his colleagues have suggested

that factors such as fear, lack of access to care, and underestimation of symptom

severity may preclude African Americans from seeking immediate care for their

asthma symptoms (Joseph, Havstad, Ownby, Johnson, & Tilley, 1998). Asthma

related death is largely preventable with appropriate diagnosis, monitoring,

avoidance of exacerbating factors, the appropriate use of pharmacologic therapy,

and the use of self-management strategies gained through patient education

taught by knowledgeable providers (Janson & Roberts, 2003).

Patients' perception of their asthma, including severity and perceived

danger from asthma, interactions with their provider, and their satisfaction with



care may be important determinants of asthma self-management, self-efficacy

and adherence to the plan of care developed by the patient and provider.

Dissatisfaction with care is a deterrent to continuity of care, to adherence to the

plan of care, and to other health recommendations (Sherbourne, Hays, Ordway,

DiMatteo, & Kravitz, 1992). Haire-Joshu, Fisher, Munro & Wedner (1993)

reported on the results of interviews with 81 African Americans with asthma.

They found the most common reason for episodic urgent care and emergency

department visits, as well as the use of over-the-counter medications to control

asthma symptoms, was a lack of satisfaction with their asthma care providers.

Management of a chronic, episodic disease such as asthma is challenging

and requires an appreciation for the patient's experiences and perceptions.

Satisfaction with asthma care is a major goal of asthma management and is

predicated upon patient-provider interactions (National Heart Lung and Blood

Institute, 1997). As patients and providers interact during medical encounters, the

patient brings to the encounter his/her perceptions of asthma severity, and

perceptions of danger from asthma, their history of experiences with asthma,

their history of interacting with the health care system (including providers), and

other individual socio-demographic factors. Providers come to the interaction with

a goal of promoting patient asthma self-management skills and recognizing that

creating a patient-provider partnership is a key to engaging the patient in asthma

self-management strategies and results in patient satisfaction with asthma care

(Apter et al., 2003). It is important for clinicians and researchers to understand

how patients perceive their asthma, as well as to understand how interactions



between patients and providers may affect satisfaction with asthma care. Another

factor that may be important to consider when studying the relationship between

minority patients and the health care system, including their provider, may be

perceived racism. Important work by the Institute of Medicine (IOM, 2002) and

others identify the issue of health disparities as one that may be related to real or

perceived unequal treatment for health conditions and the perception of racism or

discrimination in the health care system. Therefore, the purpose of this research

is to explore the nature of the relationships among perceived asthma severity,

perceived danger from asthma, self-efficacy, or the patient's ability to believe

he/she is able to control asthma, perceived racism, and patient satisfaction with

asthma care in older African Americans with asthma.

Significance

The Clinical Practice Guidelines for the Diagnosis and Management of

Asthma (National Heart Lung and Blood Institute, 1997) strongly recommend

patient-provider communication and patient satisfaction be assessed during

routine clinical assessment of the patient's asthma. One goal of asthma

treatment, as stated in the guidelines, is to “meet patient and families'

expectation of and satisfaction with asthma care" (National Heart Lung and Blood

Institute, 1997)

Although asthma is a chronic yet episodic disease with no cure, it can be

controlled with treatment to reduce exacerbations, chronic symptoms, and

functional limitations; and to improve lung function and quality of life. The lack of

continuity of care, delay in seeking treatment for exacerbations, the quality of



experiences with health care professionals and the health care system, however,

all influence the health-seeking behavior of African Americans with asthma

(Haire-Joshu, Fisher, Munro, & Wedner, 1993). As previously stated, Haire

Joshu and colleagues found in their interviews of over 81 African American

patients with asthma, the most common reason for using hospital-based urgent

care centers and emergency departments rather than regular care from a primary

care provider or asthma specialty provider, was the lack of satisfaction with

health care providers. While these patients were comfortable with the self-care of

their asthma, they were largely dependent upon the use of over-the-counter

medications and receiving episodic care.

Researchers have not been able to separate minority status from other

socioeconomic determinants of asthma. Apter and colleagues (1998), however,

found that minority status, poor patient-provider communication and lower levels

of education were independently associated with poor asthma outcomes. These

patient characteristics were also related to poor adherence to treatment regimen

and overuse of over-the-counter medications.

The findings of studies linking the influences of personal, social, behavioral

and health care system factors to asthma outcomes are not consistent, but

researchers do acknowledge that racial disparity in asthma prevalence and

morbidity persists, particularly for African Americans. The Institute of Medicine

(2002) speculates these health disparities may be related to the type, frequency

and quality of asthma care provided; perceived racism and/or perceived

discrimination; perceived or measured severity of asthma; and access to primary



care settings. The majority of studies that examine the concept "patient

satisfaction" in the asthma literature attempt to measure satisfaction with asthma

medications and other technical aspects of care, such as wait time in urgent care

settings. However, no studies were found in the asthma literature that examined

patient satisfaction with care using concepts suggested by the national asthma

guidelines or the Institute of Medicine.

Few researchers have approached assessment of perceived racism or

perceived discrimination in minority patients receiving care for chronic disease.

Krieger and Sidney (1996), Kressin et al (2004) and Ferguson et al (1988) have

investigated differences in the treatment of cardiac disease based on race or

ethnicity and factors leading to treatment delay, and reported that minority

patients who were interviewed or who participated in focus groups identified

discriminatory behaviors as barriers to quality health care. Additional research

suggesting discrimination, stigma and bias from health care providers has been

perceived by patients living with HIV/AIDS (Bird, Bogart, & Delahanty, 2004);

patients awaiting renal transplantation (Kjellstrand, 1988) and those seeking

mental health services (Landrine & Klonoff, 1996). Other researchers have

examined reports of stereotypes, bias and perceived discriminatory behaviors in

health care as reported by minority patients (Bogart, Bird, Walt, Delahanty, &

Figler, 2004; LaVeist, Nickerson, & Bowie, 2000; Rask, Williams, Parker, &

McNagny, 1994).

Becker and Newsom (2003) described their in-depth qualitative interviews

of African Americans with chronic illnesses, comparing satisfaction with care



among low and middle income persons. They found that the level of satisfaction

was related to the service within the health care system that was accessed.

Middle-income persons received their care through private practices and HMO

settings. They reported "mild" complaints but overall satisfaction with their care.

Low-income subjects reported stronger expressions of dissatisfaction with their

care; they made frequent comments about the bureaucracy of the health care

system and the deficiencies of the system. Similarly, middle-income individuals

"occasionally" described specific behaviors as discriminatory or racist, while the

low-income participants were more likely to describe or suspect behavior as

discriminatory or racist.

Consumer or patient satisfaction with care has not been extensively studied

in ethnic-minority populations diagnosed with asthma. There has not been a

study examining satisfaction with care, which includes any measure of perceived

discrimination or racism, and the influence of these factors on perceived control

(self-efficacy or patient's perceived ability to manage asthma symptoms).

Purpose of the Study

The overall purpose of this study is to examine the nature of the

relationships among and between perceived severity of asthma, perceived

danger from asthma, perceived racism in health care, patient satisfaction with

asthma care, and perceived control of asthma, a measure of self-efficacy, in a

sample of older African Americans men and women with asthma.

This research includes two related investigations. The first investigation is a

secondary analysis of data collected during the course of a longitudinal study



focused on the lived experiences of minority persons living with chronic disease.

The variables of interest selected from the longitudinal study are perceived

severity of asthma, perceived danger from asthma, and perceived control of

asthma which is a measure of self-efficacy. These variables were selected to

measure the patient's disease related perceptions and to determine if these

perceptions influence self-efficacy in a sample of older African Americans with

asthma.

The second investigation involved re-contacting the original longitudinal

study African American sample to collect data on patient satisfaction and

perceived racism. Perceived control of asthma was also be measured in this

second investigation to allow the examination of the relationship among this self

efficacy measure as a variable, perceived racism, and patient satisfaction with

asthma care. It was more than 2 years since the majority of the African American

sample were interviewed by the original longitudinal study team. Therefore, it is

assumed some of the original African American sample participants would not be

found for the follow-up investigation.

Specific Aims

The specific aims of this research were:

1. to examine the relationships among perceived asthma severity,

perceived danger from asthma, and perceived control of asthma in a

sample (N=50) of older African Americans with asthma;

2. to examine relationships among perceived control of asthma,

perceived racism and patient satisfaction with asthma care in a sub



sample of the above mentioned sample of African American living

with asthma.

Two studies were undertaken to investigate the specific aims listed above.

The first study was of a secondary analysis of data collected during a longitudinal

study investigating the lived experiences of older minority persons with asthma

(N=150) (PI Gaylene Becker, PhD; RO1AG16608). The variables of interest in

this study were perceived asthma severity, perceived danger from asthma, and

perceived control of asthma. Data from the self-identified African Americans

(n=50) will be re-analyzed to examine the relationships among the selected

variables of interest.

The second study, an addendum study, consisted of data collection from a

sub-sample (n=20) of the original sample (secondary analysis) older African

Americans living with asthma sample. This sub-sample consists of 20 of the

participants, from the secondary analysis group, who could be reached by mail

and telephone contact, and consented to participate in the addendum study. The

variables of interest in this study were perceived control of asthma, perceived

racism and patient satisfaction with asthma care. Data from this study was used

to examine the relationships among the variables of interest and to fulfill the

second specific aim of this research.
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CHAPTER TWO: LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

Overview of Asthma

Asthma is a chronic disorder of the airways, characterized by inflammation,

hyperresponsiveness, and airway obstruction. Asthma-related airway obstruction

is reversible, with or in some cases without, treatment (Larsen, 2000). The

inflammation is chronic, affecting the airways of persons with asthma

independent of perceived symptoms or level of disease severity (Larsen, 2000).

Hyperresponsiveness refers to the ability of the airways of asthmatic patients to

become obstructed as a result of inflammation, when subjected to stimuli that do

not result in obstruction in normal persons. Members of the National Heart, Lung,

and Blood Institute Expert Panel 2 (1997), in a report, define asthma as “a

chronic inflammatory disorder of the airways in which many cells and cellular

elements play a role, in particular, mast cells, eosinophils, T lymphocytes,

neutrophils, and epithelial cells." (p. 8). It is hypothesized that persons with

asthma experience symptoms as a result of this inflammation. Symptoms of

asthma include recurrent episodes of wheezing, cough, chest tightness, and

breathlessness (Hopp & Townley, 2001a; National Heart Lung and Blood

Institute, 1997; O'Byrne, 1997).

In order to avoid recurrent exacerbations of acute asthma, which often leads

to emergency department visits, hospitalization or death; the treatment of asthma

has four key goals:

a) symptom control by maintaining optimal lung function;

b) control of factors contributing to worsening of symptoms;

11



c) pharmacologic therapy, with minimum or no experience of side

effects;

d) patient education to develop patient self-management skills and

assure satisfaction with asthma care (Braman, 2003; Janson &

Roberts, 2003; National Heart Lung and Blood Institute, 1997).

Identification of airway irritants and allergens is important for controlling

asthma and its symptoms. Using a stepwise progression, pharmacologic therapy

in asthma focuses on reducing airway inflammation with the use of anti

inflammatory medications, specifically inhaled corticosteroids, and controlling

symptoms with the use of short- and long-acting bronchodilator medications, are

the cornerstone of treatment for patients suffering with asthma (National Heart

Lung and Blood Institute, 1997).

Medications may be adjusted or added to an individual's medication

regimen, depending upon the persistence of symptoms and severity of the

disease. However, the patient's perception of symptoms must be appreciated as

a motivator for self-medication and self-management, and seen as a catalyst for

seeking appropriate treatment to gain relief (Janson & Roberts, 2003).

Literature Review: Self-Management and Self-Efficacy in Asthma

While strides have been made that allow for an increased understanding of

the pathophysiology of asthma and the availability of pharmacologic agents, self

management for persons with a diagnosis of asthma, as with other chronic

disease diagnoses, is an important strategy of care and treatment. Through self

management, patients who have been taught the knowledge and skills to better

12



control their symptoms and environment are expected to have better asthma

control, leading to better outcomes. Self-management education in asthma

typically includes teaching patients basic facts about asthma, the role of anti

inflammatory medication and quick relief medications in disease and symptom

control; how to use inhaled medication; asthma monitoring (peak flow meter use,

recording and some interpretation of these readings); and how to use an "asthma

action plan" customized for the patient's peak flow measurements, prescribed

medications, and physician preferences (Gibson et al., 2003; Janson et al., 2003).

Proficiency with self-management activities can lead to reduced functional

limitations for persons with asthma.

Self-efficacy, as defined by Bandura (1977), is more than the expectation a

desired outcome will result from a particular behavior. Self-efficacy also includes

the patient's belief that he or she will be effective at performing a specific

behavior. Self-efficacy is an important partner to self-management as it seems to

sustain or improve a patient's ability to adhere to or comply with self

management plans and medication use. Some researchers have observed that

patients with strong self-efficacy and self-management skills have improved

adherence to inhaled anti-inflammatory therapy, decreased markers of

inflammation, and improved asthma control (Janson et al., 2003; Lorig et al.,

1999; Mancuso, Rincon, McCulloch, & Charison, 2001; Scherer & Bruce, 2001).

Mancuso, Rincon, McCulloch, and Charlson (2001) sought to determine if

asthma self-efficacy, depressive symptoms, and expectations of asthma care

predicted health care utilization (urgent care) and asthma-related quality of life.
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Their sample of 224 adults who spoke English or Spanish was drawn from a

tertiary health center in New York City. They found that predictors of low asthma

related quality of life scores were associated with African American or Hispanic

ethnicity, less self-efficacy, and more depressive symptoms (p < .05). Higher

urgent care use was associated with more depressive symptoms, history of prior

hospitalization for asthma, and expecting to be cured of asthma (p < .05).

Scherer and Bruce (2001) sought to examine the relationship between

knowledge, attitudes, self-efficacy, and compliance with prescribed medical

regimen, Emergency Department (ED) visits, and hospitalizations. They studied

a small sample of 29 adults with asthma using the Knowledge, Attitude, and Self

Efficacy Asthma Questionnaire (KASE-AQ). Scherer and Bruce found a

significant correlation between knowledge of illness (asthma) and attitude (r

= .330, p = .04), and between knowledge and self-efficacy (r and p values not

reported). The higher knowledge and self-efficacy scores were reported in those

persons with a more positive attitude toward their asthma. Higher self-efficacy

scores also correlated with a lower number of ED visits (r- -0.382, p = .23) and

fewer hospitalizations (r- -0.561, p = .001).

Janson and colleagues (2003) examined the effect of self-management

education on adherence to inhaled asthma medication and asthma symptom

control. In their sample of 65 asthmatic adults (race/ethnicity data not reported)

with mild-to-moderate persistent asthma, perceived ability to manage asthma

and exacerbations improved in the intervention group (p = .04). This intervention

group (n = 33) received a self-management education intervention delivered
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initially by an advanced practice nurse that was reinforced during two biweekly

visits to the study site. The self-management intervention was associated with an

increased adherence to inhaled corticosteroid (p = .01). The concentrations of

eosinophil cationic protein and tryptase (markers of inflammation) decreased in

the intervention group, while there were increased concentrations in the control

group, which had not received the self-management education intervention. The

intervention group increased their use of inhaled corticosteroid, showed improved

inhaler technique, and performed environmental and triggers control measures,

as compared to the control group.

The researchers found that while regular use of inhaled corticosteroids in

asthma improves asthma control, the clinical outcome improvements were

independent of the adherence factor in their study. The investigators were unable

to determine which component of the intervention was most strongly associated

with improved clinical outcomes, since multiple behaviors were affected.

Additionally, the intervention education, including the key concepts of asthma,

asthma control strategies, and demonstrations on the correct use of medication,

was taught over a 30-minute period. For busy clinic or private medical practices

pushed to see patients in 15 minutes or less, clinicians are rarely able to dedicate

30 minutes to provide a focused education intervention, unless a follow-up

appointment is scheduled specifically for this purpose.

Haire-Joshu and colleagues (1993) studied patient attitudes toward asthma

self-management among low income patients (N=96; 98% African American)

from the emergency department (ED) of an inner-city hospital. The attitudes of

15



this group were compared to those of a group of patients drawn from a private

medical practice (n=53; 93% Caucasian) that emphasized preventive self

management of asthma. While education differed significantly between the

groups at the college level (26% African Americans vs. 64% Caucasians

graduated from college; p < 0.01), employment status was not significantly

different. Income for the two groups was not reported, although it is likely that

there were differences, given other socioeconomic data reported.

Patients from the ED were more likely to attempt to treat their asthma

episodes themselves, had more confidence in using their inhaled medications

when needed, and indicated greater acceptance of the use of over-the-counter

asthma medications than individuals in the private practice group. ED patients

disagreed with statements that indicated a need for routine or regular physician

care, which was significantly different than the patients who saw private practice

physicians (F = 12.36, p = .001). The ED patients also reported that physicians

failed to respond to the urgency of their asthma episodes.

The authors speculated that barriers to health care services may promote

independence from routine medical care and dependence on the use of urgent or

emergency care services. Without information on the similarities or differences

between group income levels or insurance status, we cannot ascertain whether

income or insurance status had an influence on the decision to use the ED and

over-the-counter medication to control asthma symptoms. In addition, the role of

race or ethnicity in the decision to use an ED cannot be determined, since each

group (ED and private practice) was largely homogenous.
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Scherer and Bruce (2001) also examined the relationship between

knowledge, attitudes, and self-efficacy in adhering to prescribed regimens, use of

the ED, and hospitalizations in 29 adults with asthma, mean age 53.7 years. Of

the 29 subjects enrolled in the study, 18 (62%) were female, 3 (10%) were

African Americans, the remaining 26 subjects were White (90%). They used the

Knowledge, Attitude and Self-Efficacy Asthma Questionnaire (KASE-AQ) and

performed a chart review to determine asthma duration (in number of years),

asthma severity (identified as FEV1/PEFR), number of ED visits and number of

hospitalizations. Asthma severity was defined as severe if FEV1/PEFR was less

than 60% (n=3); moderate if FEV1/PEFR was measured between 60–80% (n=3),

and mild if FEV1/PEFR was noted to be greater than 80% (n=25).

There was a significant relationship between attitude and self-efficacy (r

= .70, p < 0.01), that is more positive the persons' attitude, the higher their self

efficacy score. A significant relationship between employment, knowledge and

self-efficacy was noted. Those who were employed (n=19) scored significantly

higher on the knowledge scale (p = .04) and the self-efficacy scale (p = .05).

Although the sample contained only three persons with a FEV1/PEFR between

60–80% and one person with a FEV1/PEFR < 60%, persons with the least

severe asthma scored higher on the self-efficacy scale than those with moderate

or severe asthma. This study has a small sample overall, and the majority of the

sample had mild asthma as defined by FEV1/PEFR - 80%. While the

researchers may have uncovered an association between attitude, mild asthma

severity, and self-efficacy, the minute sub-sample of persons with moderate and

i
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severe asthma does not allow a substantive conclusion as to the relationship

between moderate and/or severe asthma with attitude or self-efficacy.

Using the Asthma Management Questionnaire to measure compliance in

adhering to prescribed regimens, the investigators noted a significant difference

between high and low groups on total compliance scores and self-efficacy (p

= .04). The higher total compliance score group had significantly higher self

efficacy scores with the average raw score difference equaling 6 points. Higher

self-efficacy scores were also related to a reduced number of ED visits (r- -

0.382, p = .001) and hospitalizations (r- -0.561, p = .001) for asthma. In this

study, attitudes and self-efficacy had a significant impact on compliance, ED

visits and hospitalizations, as compared to knowledge. But the relationship

between self-efficacy, attitude, knowledge and compliance was low. This may be

due to small sample size or due to lack of variability in the sample, given 89% of

the sample had mild asthma.

Review of the Literature on Perceived Severity and/or

Perceived Danger in Asthma

Several researchers have attempted to correlate patient perceptions of

asthma severity with objective measures of disease severity, such as spirometric

testing, the gold standard measure of disease severity in asthma, and peak flow

meter measurements (Eisner, Katz, Yelin, Shiboski, & Blanc, 2001; Gupta,

Aggarwal, Subalaxmi, & Jindal, 2000; Kendrick, Higgs, Whitfield, & Laszlo, 1993;

Lee, Kirking, & Erickson, 2003; Nguyen, Wilson, & German, 1996). The difficulty

in drawing any comparison amongst the findings is the lack on consistency in
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measures used. Eisner and colleagues used a five-point measure to create a

severity-of-asthma score and correlated it with quality of life measures. Their

work was used to validate the severity-of-asthma score for use in a future study.

Gupta and colleagues used a visual analog scale (VAS) to illicit patient perceived

severity and correlated the patient perceptions with peak flow meter

measurements and forced expiratory volume in one second (FEV1), a spirometric

measure. They found the VAS scores had good correlation with peak flow

readings (r-.46; p < .01) and FEV1 (r-.52; p < .01) in those patients indicating

moderate or severe levels of severity. Nguyen and his team also found in

patients with moderate or severe levels of asthma severity, a high correlation

among his recording of patient perceived asthma severity as recorded in 2-week

diaries, when compared to peak flow evening readings (p = .019). Nguyen also

notes 54% of patients accurately estimated disease severity, while 20% over

estimated severity, and 27% under-estimated disease severity. The study sample

age group was 18 — 50 years. Another research team using VAS to compare

severity scores with peak flow found a very weak correlation (Kendrick, Higgs,

Whitfield, & Laszlo, 1993).

The use of perceived severity of asthma measures vary, both of terms of

purpose for measurement and in terms of how the variable is measured.

Attempts have been made to find some correlation between perceived severity

and objective measures of asthma severity. It appears there may be some

correlation in patients with moderate or severe levels of asthma severity with
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objective findings. However, in one study 20% of the sample of adult asthmatics

underestimated their disease severity using 2-week diaries.

Perceived danger from asthma has been developed and studied by

Janson-Bjerklie and her team of researchers (1992). It is considered a marker of

risk in patients with asthma. Perceived danger from asthma is highly correlated

with perceived severity of asthma (r-.75; p < .001). Additional information about

the measure to assess perceived danger from asthma used by Janson-Bjerklie

and her team is reported in Chapter 3.

Literature Review: Patient Satisfaction, Perceived Racism and/or Perceived

Discrimination

Patient satisfaction with care has been defined as a health care recipient's

reaction to important aspects of his or her care experience (Cleary & McNeil,

1988). Satisfaction then is an evaluation and emotional reaction to the process

and outcome of receiving health care services. Many behavioral science

researchers refer to this broad domain of health care evaluation as a measure of

attitudes, beliefs, and perceptions. A review of patient satisfaction literature finds

satisfaction to be a complex construct. It is suggested the measurement of

patient satisfaction should include these domains:

a) Non-financial access (all access issues, including culturally

appropriate)

b) Financial access (cost of care, insurance coverage and its cost)

c) Availability of resources (hospitals/clinics/primary and specialty

care)
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d) Continuity of care (social support, family support, sensitive, self

efficacy)

e) Interpersonal mannerisms (explanations, compassion,

consideration, respectful (DiMatteo & Hays, 1980; Kaplan,

Greenfield, & Ware, 1989; Linder-Pelz & Struening, 1985;

Marshall, Hays, Sherbourne, & Wells, 1993; Ross, Steward, &

Sinacore, 1995; A. L. Stewart, A. Napoles-Springer, & E. J.

Perez-Stable, 1999).

While it may seem logical that attitudes and expectations would influence

patient satisfaction, several researchers have attempted to find a consistent

relationship among these variables with inconsistent results. In general, there is

little consistency in the correlations between expectations and satisfaction.

Expectations vary so much among patients and may be a function of personality,

historical contact with health care providers, social and cultural norms or values.

Adding to the inconsistency is that the studies that have explored the relationship

between expectations and satisfaction have not been uniform in the way

expectations have been measured. (Cleary & McNeil, 1988). However, a number

of studies have found that patients tend to be more satisfied if they perceive their

provider to be caring and sensitive to their needs. (Cooper-Patricket al., 1999;

Donohue, 2003; A. Stewart, A. Napoles-Springer, & E. Perez-Stable, 1999).

Nevertheless, there is interest in determining the role of patient satisfaction

in asthma management. In the 1997 Clinical Practice Guidelines for the

Diagnosis and Management of Asthma, clinicians will find some of these sample

i
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questions provided to assess satisfaction with asthma care (National Heart Lung

and Blood Institute, 1997). The questions include the following:

a) “Has anything prevented you from getting the treatment you need

for your asthma from me or anyone else?"

b) Have the costs of your asthma treatment interfered with your

ability to get asthma care?"

c) “How satisfied are you with your asthma care?"

d) “How can we improve your asthma care?"

While the guidelines indicate that the sample questions are not a

standardized tool that has been tested for its psychometric properties the very

inclusion of such questions makes it clear the Expert Panel identifies patient

satisfaction as an expected outcome of quality patient-focused asthma care.

Becker and Newsom (2003) performed qualitative, in-depth interviews of 60

African Americans who had one or more chronic illnesses. They found persons of

low socioeconomic status were less satisfied with their care than their middle

income counterparts. The persons with low socioeconomic status (SES) also

reported having no insurance or were Medicaid recipients. These persons also

less likely to seek health care and when they did seek care, it was more likely to

be when their symptoms or conditions were urgent or required emergency care.

Bogart, Bird, Walt, Delahanty and Figler (2004) reported on three studies in

one article, examining the role of stereotypes about health care providers in the

health care decision process. In the first study, the investigators studied the

influence of stereotypes to health care satisfaction. The sample (N=110; 3.6%
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African American) for the first study was a group of low-income persons who

were receiving care in a neighborhood clinic. In the second study, the

researchers investigated the association of stereotypes to satisfaction and

adherence to HIV treatment among low-income persons living with HIV. In the

third study, the investigators examined the association of stereotypes to help

seeking and satisfaction in homeless persons.

The first study results were reported in the aggregate, as there was a very

small African American representation in the sample. However, patients who

perceived physicians negatively also reported longer time intervals since their

last visit to a health care provider, and they reported visiting a health care

provider less frequently when feeling ill. Patients who perceived physicians

negatively waited more often for their condition to worsen before seeking care.

Patients who reported feeling positively toward physicians waited significantly

less often for their condition to worsen before seeking care (r =-21; ps.05).

In the second study, with a new sample, the researchers examined the

association of stereotypes to satisfaction and adherence to HIV treatment among

low-income persons living with HIV (N=110; 44.5% African American). The

researchers found more positive stereotypes believed about physicians, and

more positive feeling about physicians were associated with more health care

satisfaction (p < .05). Conversely, more negative beliefs about physicians were

associated with less satisfaction with care (p< .001). Also, the researchers found

that among African Americans in the sample (n = 49), the researchers found that

positive feelings toward physicians were associated with being more adherent to
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prescribed regimens in the past 2 weeks (r = .35; p < .05) and more satisfaction

with their health care (r= .29, p< .05). These associations did not hold true for the

Caucasian subjects. In addition, among the African Americans, positive feelings

toward physicians were not significantly associated with help-seeking intentions

(r=.07, ns), but for White participants positive feelings toward physicians

indicated they were more likely to seek health care in the future r = .50, p < .01).

In the third study, the investigators examined the association of stereotypes

to help-seeking and satisfaction in a sample of homeless African American and

White adults (N = 95; 58.1% African American), who were seeking meals through

a church-based program. The sample was surveyed using the same instruments

as in Study 1, with the exception of a change in the Patient Satisfaction

Questionnaire. Rather than using the entire PSQ as in Study 1, a single item was

used to measure satisfaction with care. The participants were asked to rate the

statement, "I'm very satisfied with the medical care I receive". Response options

were provided, ranging from 1 = strongly agree to 5 = strongly disagree. The

researchers found the physician stereotype was not associated with patient

satisfaction with the medical care received in the overall sample. However,

negative physician stereotypes were found to be associated with using non

prescription and alternative medications (r =-0.27; p < .05) and other help

seeking behaviors. There were no significant racial differences noted amongst

this sample.

Markson, Vollmer, Fitterman, et al (2001) sought to determine the extent of

dissatisfaction with asthma treatment and, if there was dissatisfaction present,
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determine the relationship between dissatisfaction and the level of asthma

control. The researchers selected and mailed the Asthma Therapy Assessment

Questionnaire (ATAQ) to over 13,000 members. The study sample which

consisted of those who responded (N = 5181) had current coverage, were

diagnosed with asthma by their physician, and had taken asthma medications

within the preceding 12 months. Sixty-seven percent of the sample was female;

19.4% of the sample had been diagnosed with both asthma and chronic

obstructive pulmonary disease (COPD). Specifically, they examined the

relationship between patient treatment dissatisfaction and three concepts: level

of asthma control, patient-provider communication, and belief in medication. :
Asthma control for this study, as part of the ATAQ, was defined by the self- ;
perception of asthma control, missed work, school or normal activity due to

asthma; nighttime waking due to asthma; and the use of quick relief inhaler º

medication, all over a 4 week period of time.

As part of the ATAQ, patient-provider communication was assessed by the

following activities: a) physician or provider review of medications; b) physician or

provider involvement of the patient in decision-making; c) physician or provider

knowledge of patient medication preferences; d) patient having an action plan for

asthma attacks, and e) patient having an action plan when not having an asthma

attack. Respondents identify each of these areas as a problem or not having a

problem. The number of items identified as problems are tallied, with a response

range of 0 to 5.
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Lastly, the ATAQ assessed the patient's belief in medication by determining

whether patients were experiencing the following: a) patients' belief in the

usefulness of their asthma medications to control their asthma, and b) belief that

they can take their medications as directed. The number of problems were

identified and tallied, with a response range of 0 to 2.

The researchers found 30% of their patients were dissatisfied with their

asthma care. Men (32.1%) were more dissatisfied than women (29.3%; p = .05).

Those persons diagnosed with both asthma and COPD were also more

dissatisfied with care (33.5%, p = .02). Persons experiencing a higher number of

asthma control problems were dissatisfied with care and those with

communication and/or belief problems were significantly dissatisfied with care (p

= .001). They also found between 18% and 29% of persons without any of the

identified asthma control problems, were dissatisfied with their care. Treatment

dissatisfaction, however, was found to be 8 times higher in those persons who

reported self-efficacy problems (Odds Ratio 8; 95% CI 6.74 – 9.50). These were

persons who reported problems with their ability to take medication as directed or

lack of certainty about the efficacy of the medication they were taking. From this

study, however, we cannot determine if there is a racial or ethnic difference in

patient expectations, dissatisfaction or response.

Clark and her team (2000) performed an intervention study examining the

effects of a seminar for physicians on communication and patient education.

During the seminar physicians, who were pediatricians, were trained to observe

and evaluate their own methods of interacting with patients during treatment and
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education. The sample "patients" consisted of pediatric asthma patients and their

parents. The parents were interviewed and completed the surveys. In the

seminar, trainers used interactive methods that were focused on helping

physicians create conversation with patients that would allow them to develop

partnerships with their patients. The focus of the seminar was to help physicians

develop more effective communication and teaching behaviors. Clark's group

looked at the effect of this intervention seminar on patient/parent satisfaction and

health care use. Surveys, individual parent interviews, and medical record

reviews were analyzed at baseline and during follow-up and at the time of the

report, 2 years post intervention. Parents evaluated physicians on specific

communication behaviors. Clark did not provide in this report a description of

how patient/parent satisfaction was measured, except to mention the correlation

between physician communication, as rated by the parents, and greater

satisfaction with asthma care was high (Spearman rho =.65, p =.00001).

LaViest, Nickerson and Bowie (2000) studied several determinants of

satisfaction among African American (n=781) and Caucasian (n=1,003) patients

with cardiac disease. They looked specifically at patient characteristics,

predisposing factors such as age, gender, medical mistrust, satisfaction with

hospital care, and perception of racism. They reported African Americans were

consistently less likely to report the care they received as "good" or “excellent"

(Black-White ratio = .84; p < .001). Of African American patients who reported

that the main doctor who treated them during a cardiac-related hospitalization

treated them with dignity or respect, only 65.6% agreed, while 77.7% of White
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patients felt they had been treated with respect (Black-White ratio = 0.84; p

< .001). Only 59.2% of African American patients reported that the physician

made sure they understood what they had been told about their medical

problems and medications, as compared with 70.5% of their white counterparts,

who felt the doctor made sure they understood these points (Black-White ratio

= .84; p < 0.001). The researchers used ordinary least squares regression to

examine predictors of patient satisfaction. Controlling for patient gender, age,

health insurance, education and number of nights spent in the hospital within the

past 12 months, race/ethnicity was a significant predictor of patient satisfaction.

African Americans reported significantly less satisfaction with care. Using linear

regression, the researchers found race was not a significant predictor of

satisfaction, when the patient's perception of racism was removed from the

model. Both White and Black patients reported mistrust in the medical system;

however, African Americans were more likely to report mistrust. Mistrust was a

significant predictor of patient satisfaction (r =-0.33; p < .01). This study links

patient satisfaction to medical mistrust and perceived racism in a large population

of cardiac patients recently discharged from hospitalization. However, it is a

cross-sectional descriptive study and therefore, the researchers were not able to

test causal direction of the relationships.

DiMatteo and Hays (1980) examined several patient characteristics and

satisfaction with care in a sample of 329 patients in a family practice center. The

patient's average age was 44.13 years (+ 19.96 years) and 25.5% of the sample

was male. The sample was largely insured by Medicare or Medicaid; only 21.8%

- -
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of the group was employed. Their data showed older patients were more likely to

be satisfied with their care (r = .12, p < .04). Longer period of time being treated

by one doctor also predicted more satisfaction with care, as measured by

satisfaction subscales: quality of affective care: cares about me as a person,

respect, my feelings important (r = .20, r < .001); technical care: doctor seems to

know what s/he is doing, patient confidence in MD (r = .16, p < .004),

communication (r = .19, p < .001) and interest in patient's family or job (r = .19; p

< .001). The findings of this study suggest that continuity of care may be related

to satisfaction with care.

Lisa Harris and colleagues (1995) examined the relationship between

patient satisfaction with health care and indicators of self-management of their

chronic disease in a sample (n = 333) of elderly persons with hypertension and

chronic renal insufficiency. The mean age of the sample was 69 years (+ 11

years) with 87% identified as African Americans. The researchers identified

correlates of overall satisfaction, along with three subscales of satisfaction:

access to care, financial aspects of care, and physician mannerisms. They found

overall satisfaction was positively correlated with adherence to medication

(coefficient not reported, p = .01) and inversely correlated with the exacerbation

of symptoms related to anti-hypertensive drugs and mean diastolic blood

pressure (r-.37; p = .08). Lower satisfaction with interpersonal mannerisms of

physicians was correlated with lower medication adherence (coefficient not

reported, p < .001) and higher diastolic blood pressure (coefficient not reported, p

= .04).
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Summary

African Americans with asthma as a group have been studied extensively to

learn more about their use of the health care system. A clear disparity remains as

the burden of asthma in the U.S. is largely shouldered by African Americans

living in the inner cities. The plight of the older asthmatic African American, a

group whose mortality rate has been steadily increasing, has been recently

brought to light in the face of increasing mortality in older adults, particularly

African American women and men over the age of 65.

Poor outcomes for the older African American with asthma are attributed to

under-diagnosis and under-treatment, a poor appreciation of disease severity a

non-adherence to medication regimens by older adult African Americans living

with asthma. The importance of self-management skills and self-efficacy,

believing that symptoms can be controlled by the self-management strategies

taught by health care providers has been documented in many studies presented

here (Haire-Joshu, Fisher, Munro, & Wedner, 1993; Janson et al., 2003; Lorig et

al., 1999; Mancuso, Rincon, McCulloch, & Charison, 2001; Scherer & Bruce,

2001).

Perceived severity of asthma has been studied in patients with asthma,

however there are inconsistent findings, largely due to the variation in tools used

to measure perceived severity in asthma. Many studies have attempted to find

correlation between perceived severity of asthma and objective findings, with the

greatest Correlation found among patients with moderate or severe asthma

(Gupta, Aggarwal, Subalaxmi, & Jindal, 2000; Lee, Kirking, & Erickson, 2003;
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Nguyen, Wilson, & German, 1996). In addition, Nguyen found the majority of

patients accurately estimated objective asthma severity (54%), 20% of the

patients in his study underestimated their asthma severity.

The National Institutes of Health National Heart, Lung and Blood Institute

(1997) Clinical Practice Guidelines recommends patient satisfaction as an

expected outcome of asthma treatment. Few studies have investigated patient

satisfaction in the older African American living with asthma (Becker & Newsom,

2003; Bogart, Bird, Walt, Delahanty, & Figler, 2004; N. M. Clark et al., 2000).

These studies find African Americans who are not satisfied with their care use

the ED more frequently, do not see the importance of seeing a regular provider

for their asthma care, and waited longer to see a health care provider for their

care, allowing their condition to worsen before seeking help. Low-income

persons and persons of African American ethnicity were less likely to be satisfied

with their care, they used urgent care centers and emergency departments for

their care more frequently, and use over-the-counter medications more readily to

control their symptoms. Studies conducted by DiMatteo & Hays (1980), Harris

and colleagues (1995) and LaViest, Nickerson & Bowie (2000) found

race/ethnicity was a significant predictor of patient satisfaction in other chronic

disease patient samples.

Despite the publication of “Unequal Treatment" by the Institute of Medicine

in 2002, only Becker and Newsom (2003) and Haire-Joshu (1993) have obtained

information from interviewing African Americans with asthma relating to

perceived racism or discrimination in health care. African American cardiac

31



surgery patients, African Americans with HIV or AIDS and those needing kidney

transplant/dialysis services have been studied on the role of stereotypes, racism,

discriminatory treatment and medical mistrust. As previously identified, there are

studies documenting differential treatment and health disparities by race.

However, very few of these look specifically at asthma treatment and/or asthma

care. Additional research is needed to explore the patient-provider relationships,

the influence of perceived racism or discrimination in health care, disease-related

perceptions, self-efficacy and patient satisfaction in African American persons

living with asthma. This research may help account not only for the within-group

variability in health outcomes among African Americans but may allow us also to

understand if the perception of racism in the health care system is among the

factors related to negative health outcomes in African Americans with asthma

and other chronic diseases (R. Clark, Anderson, Clark, & Williams, 1999).

Conceptual Framework and Definitions

Asthma burden, as defined by prevalence, morbidity, and mortality rates;

are disproportionately high among African Americans despite an increased

knowledge and understanding of the disease from a biomedical standpoint. While

there is still much research to be done investigating the racial and ethnic

differences in the response to pharmacotherapy to control asthma symptoms, we

also must identify sociocultural factors associated with self-monitoring and care

practices, adherence, functional well-being, continuity of asthma care and

satisfaction with asthma care. Researchers have not been able to separate

minority status from other socioeconomic determinants of asthma. However,
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researchers have found minority status is an indicator of poor adherence to

prescribed regimens in asthma and poor asthma outcomes (Apter, Reisine,

Affleck, Barrows, & Zuwallack, 1998). In this section, a review of several

conceptual frameworks and models for scientific exploration are discussed and a

new framework for the study of minority persons living with chronic disease, such

as asthma, in the U.S. is proposed.

Institute of Medicine's Conceptualization of Health Disparity

Unequal Treatment, a report published by the Institute of Medicine (IOM,

2002) documented disparities in health care that relate to persistent racial and

ethnic discrimination that occurs in the context of broader historical and

contemporary discrimination found in many institutional sectors of American life.

Furthermore, the report suggests patient-, health care systems- and care

process-level variables are determinants of health disparities, poor adherence

and care-seeking behaviors.

The majority of asthma health outcomes research is measured by an

asthma-specific quality of life indicator, perceived health status, and provider

evaluated health status. Few studies examine the personal health practices or

individual determinants, such as sociocultural values, attitudes and beliefs, on

issues of adherence to prescribed asthma regimens and the impact of asthma

education.

Patient-level variables are defined by the IOM as behaviors such as refusal

to consent to recommended treatments, poor adherence to prescribed treatment

regimens and delay in seeking care. They postulate these behaviors are the
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result of prior negative interaction with the health care system, mistrust,

misunderstanding of provider instructions, and knowledge-deficit of how to get

what they need from health care services.

Healthcare system-level factors are defined by the IOM as the ways in

which systems are organized, financed and accessed or how services are made

available. The pressure placed on health care providers, by administrators or

health care financing schemes, to see patients in rapid sequence with short

appointment time periods limits the ability of the provider to fully assess minority

patients in the context of their culture or socioeconomic status, is an example of

a healthcare system-level factor.

Care Process-level variables that “might" be involved in creating health care

disparities are identified as bias, stereotyping and uncertainty (p. 9). Bias, used

interchangeably by the IOM with the term prejudice; and stereotypes, or un

validated beliefs about the health and behaviors of a minority group, if present in

the patient-provider interaction or relationship will affect not only the provider's

clinical decision-making, but will also affect the patient's response to provider

recommendations.

The hallmark of bias or prejudice is negative attitude. Unjustified negative

attitudes or opinions of a person or their behavior, based upon membership in a

group are termed bias or prejudice. While there is very little in the literature

providing evidence that clinical decision-making is influenced by the patient's

racial or ethnic group membership, research shows clinical recommendations
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and referral patterns are influenced by patient race or ethnicity (Diette et al., 1999;

IOM, 2002; McDermott et al., 1996; Zoratti et al., 1998).

Race, Equal Treatment and Health Care

The health care delivery system is a complex structure of organizations,

professionals and systems of delivery that reflects society's history, culture and

social values and beliefs (King, 1996). This means the dominant group's interests,

beliefs and values, methods of resource allocation, understanding about the

etiology, diagnosis and treatment of disease, the determination of risk factors and

risky behaviors, systems of care, and the education and distribution of providers

are pervasive within the health care delivery system (King, 1996, pg. 30). This

paradigm has been identified as institutional or systematic racism. However, the

characteristics of this paradigm are not overt; by definition it is much more subtle,

which makes it less identifiable. Systematic or institutional racism, according to

Carmichael and Hamilton, originates in the operation of established and

respected “forces" in society. Therefore, institutional racism does not draw the

public's attention as occasionally individual racism does (King, 1996).

Institutional racism not only incorporates beliefs, attitudes, institutional

arrangements, and acts that denigrate individuals or groups because of

phenotype characteristics or ethnic group affiliation, but institutional racism also

strives to treat “everybody" the same way in which those from the dominate

group want to be treated.

Perceived racism may be a function of perceived expectation. While it may

seem logical that attitudes and expectations would influence patient satisfaction,
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several researchers have attempted to find relationships among these variables

with inconsistent results. In general, there seems to be little consistency in the

correlation between expectation and satisfaction (Cleary & McNeil, 1988). Part of

this inconsistency may be related to the non-standardized ways in which

expectation has been measured. Expectations vary widely among patients and

may be a function of personality, historical contact with health care providers,

and/or Socio-Cultural norms and values.

Andersen's Behavioral Model of Health Services Use

The Behavioral Model of Health Services Use was developed in the late

1960s by Andersen, and later expanded through several developmental stages

by Andersen and colleagues {Aday, 1974 #1; Andersen, 1995 #10; Andersen,

1973 #9}. It is used as a framework to assist health care providers in

understanding the factors that influence a person's health-seeking behavior and

access to and use of health care services, taking into consideration macro

factors such as the social environment and population characteristics. The three

central constructs of the model are predisposing, enabling, and need-for-care or

illness level factors.

Predisposing variables include demographics (age, sex, marital status, past

illness), social structure (education, race, occupation, family size, ethnicity,

religion, residential mobility), and beliefs, which include values assigned to health

and illness, attitudes toward health services, and knowledge about disease

processes. The enabling factors are the social conditions that permit an

individual to use health care services resources. These include family (income,

g
*-
***

re

=

;

36



health insurance, type of regular health care source, access to regular health

care source) and community (ratios of health personnel and facilities, price of

health care services, region of country, and urban-rural areas). Need-for-care or

illness level factors are typically the most essential predictors of use of health

care services.

Andersen and colleagues proposed that there are two broad and

interrelated factors that affect an individual's health-seeking behavior; health

service utilization, and subsequent health outcomes {Aday, 1974 #1; Andersen,

1995 #10; Andersen, 1973 #9}. Together, these factors contribute to the actions

or decisions that an individual makes regarding his or her health within the

context of their socio-cultural system.

Within the asthma literature, there are a number of studies that document

some of the relationships among the constructs in the Behavioral Model of Health

Services Use {Aday, 1974 #1; Andersen, 1995 #10; Andersen, 1973 #9}. Over

the last two decades, a number of these studies have shown an inverse

relationship between positive asthma health outcomes and ethnicity/race, gender,

socioeconomic status, including education and income level (Akinbami &

Schoendorf, 2002; Grant, Lyttle, & Weiss, 2000; Litonjua, Carey, Weiss, & Gold,

1999; Mak, Johnston, Abbey, & Talamo, 1982; Mannino et al., 2002; Weiss &

Wagener, 1990; Weitzman, Gortmaker, & Sobol, 1990).

Determinants of Adherence

Andrea Apter, a physician and her multidisciplinary team of researchers

including nurses and epidemiologists, recently published a research study

: 2

37



focused on adherence (2003). The purpose of their study was to describe

barriers to adherence to inhaled corticosteriods (ICS) in African American and

non-African Americans with asthma. To identify and understand the possible

barriers to ICS use, the team created a heuristic framework based upon

elements of the Health Belief Model (Apter et al., 2003; N. Clark & Becker, 1998;

Strecher & Rosenstock, 1997) and the Theory of Reasoned Action (Apter et al.,

2003; Poss, 2001).

Two hypotheses were proposed as a basis of the Apter team's model and

research. First they hypothesized that there are modifiable barriers to adherence

that can be addressed or modified during interactions between provider and

patient. Second, the group hypothesized that minority patients experience

different barriers to adherence than non-minority patients. They surmised these

barriers are potentially modifiable by the provider.

The model assumes socio-demographics and past experiences of the

patient are not modifiable by interaction with a health care provider. Severity of

symptoms is defined as pre-treatment severity. These are factors are postulated

as influencing patient-(physician) provider communication, and thereby affecting

future adherence. Apter's team identified several socio-demographics (age,

gender, education status, race-ethnicity) as factors influencing both

communication with physician and adherence to ICS use in earlier research

(Apter, Reisine, Affleck, Barrows, & ZuWallack, 1998).

Apter and her team include self-efficacy in their model, defined as the

patient's belief (not ability) that barriers to adherence can be overcome. The
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model illustrates an assumption that factual information about ICS (Knowledge of

Inhaled Steroid), communication with (provider) physician and social support

influence both self-efficacy and attitude.

Persons of Color Living with Chronic Disease: Health Maintenance Framework

Based upon concepts presented in work of the IOM on disparities in

healthcare, Andersen's work on conceptualizing health seeking behavior, health

care utilization and related health outcomes, and the Apter research team's

model for understanding barriers to adherence; a new conceptual framework for

understanding persons of color, such as African Americans, living with a chronic

disease, such as asthma, is proposed. This model is a work in progress and is

meant to provide a context for observations, hypothesis development and testing

(see Figure 1).

Asthma-Related Assumptions of the Conceptualization

There are several basic assumptions of this conceptualization as it relates

to studying asthma in African Americans: (a) Asthma prevalence and success of

treatment in the US is related to minority status, genetics, environment

(community), and individual sociocultural demographics; (b) asthma is a chronic,

episodic airways disease in which inflammation is hallmark; (c) inflammation in

asthma can be managed with medication use and/or trigger avoidance; (d)

patients are able to perceive, monitor and manage asthma symptoms; (e)

minority status in the US is a stressor, (f) stress influences asthma experience; (g)

patient's can perceive bias, racism, and acts of discrimination on the part of the

2.
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provider, (h) patient-provider relationships can influence patient adherence,

satisfaction, continuity of care, and thereby, functional well-being.

The concepts in this framework meant to capture important attributes of the

interaction between patient and provider during the course of one or several

encounters. Health care encounters take place in the midst of the larger

community and within a complex health care system, which are depicted here as

background or contextual factors. Community factors as defined by Andersen

include the ratio of health personnel and facilities to the number of community

members served, the price of health care services, the region of the US, and

urban-rural character of the community (Aday & Andersen, 1974; Andersen,

1995). Community factors also include availability of services (in addition to

health care) and safety. Health Care system factors as defined by Andersen and

the IOM work (Aday & Andersen, 1974; Andersen, 1995; IOM, 2002) include

policies; resources, such as staff, equipment, supplies; organization of the

system, how services are made available, accessed and financed.
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Most important to study of the patient-physician encounter are Predisposing

(Andersen) and Immutable factors (Apter). These are those variables that are

invisibly present during each health care encounter. Listed here are variables

brought to the encounter with the patient. This includes past experiences with the

health care system, including the provider(s) and other health care system

related staff involved in past health encounter experiences. Past and current

experiences with the disease, its symptoms and perceived severity are brought

to the health care encounter by the patient. Individual socio-cultural variables

include both what Andersen defines as demographic factors (age, gender,

marital status); social structures (education, race/ethnicity, religion, cultural

beliefs and tradition, occupation, income, health insurance, family size, and

residential mobility), and social support from Apter. Culture-based health beliefs

and traditions are added to the definition of socio-demographics of the individual.

From Andersen, access to regular provider of care or source of care, is included

in the definition of individual socio-demographics.

The Mutable (Apter, Reisine, Affleck, Barrows, & ZuWallack, 1998) factors

or Enabling (Aday & Andersen, 1974) factors include knowledge of disease, self

monitoring, perceptions of severity, danger or risk; and self-treatment (Apter,

Reisine, Affleck, Barrows, & ZuVWallack, 1998; Janson et al., 2003; National

Heart Lung and Blood Institute, 1997) patient-provider relationship modified from

Apter (Apter, Reisine, Affleck, Barrows, & ZuWallack, 1998); perceived

discrimination/institutional racism from the IOM work on disparities; trust (IOM,

2002); fragmented care specific to minority persons receiving asthma care
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through ED and hospital-based urgent care settings; self-care practices (IOM,

2002); and values concerning health and illness (Aday & Andersen, 1974).

Manipulation of the mutable variables can lead to key patient-focused

outcomes: symptom control and self-efficacy. These outcomes, in turn it is

hypothesized, will positively influence functional status (reduce activity limitations)

and well-being; adherence to therapy, satisfaction with asthma care, and foster

continuity of care.

The conceptual framework presented here is a work in progress. It is meant

to provide a context for thoughts, observations, hypothesis development and

interpretation of findings about African Americans, and other minority populations

in the U.S. living with chronic disease such as asthma.

For the purpose of the proposed research, the focus was on examining the

relationships between a few selected predisposing/immutable and

enabling/mutable factors. Illustrated in Figure 2 below are the selected factors

that are brought to each patient-provider encounter and were studied in this

research.

s
º
)

-*,

43



Figure 2

Patient-Provider Encounter

Patient-Provider Encounter

Immutable Mutable Mediating Outcome
Factors Factors Factor

Minority Status Disease Related
Perceptions

Previous Interactions Self- Patient

W/ Health Care Perceived Efficacy Satisfaction
System Racism P

Individual Cultural &
- -

Sociodemographics (Patient-Provider
Relationship)

During the patient-provider encounter, the patient comes with immutable

factors, including minority status, their individual sociodemographics — including

cultural mores, beliefs, and values, and a past history of interactions with the

health care system. As a result of past experiences with health care providers

and the health care system, the patient brings to the encounter a heightened

awareness of perceived racism. This may be a perception of institutional racism

or a feeling of discrimination associated with individual(s) who are members of

the health care system. The patient also brings to the encounter his/her

perceptions of asthma severity and any risk or danger from asthma. The asthma

care provider comes to the encounter needing to build a relationship with the

--

** *

7 T

>



patient in order to assess disease progression, assess symptom control, º

evaluate triggers and other factors that contribute to worsening of symptoms,

manage pharmacologic therapy with minimal side effects, and, to educate and ºr º

encourage the patient to implement self-management strategies believed to be *-

paramount to the patient's overall feeling of well-being and satisfaction with

asthma care. Patient-provider relationship has been placed in parentheses here

to note while the relationship will not be directly measured, perceived racism and

patient satisfaction with care will be measured and are reflective of the patient

provider relationship.
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CHAPTER THREE: METHODOLOGY

Study 1: Secondary Analysis

Study Design

A secondary analysis was performed on data from 50 African American

persons, who were participants in a 48 month longitudinal study of 141

individuals diagnosed with asthma, age 48 and over (Gaylene Becker, PhD;

RO1AG16608). The original study explored the lived experience of African

Americans, Latinos, Filipino Americans, and Whites/European Americans, who

endure living with chronic illness. The researchers followed each participant for a

period of one year with interviews upon enrollment and at six month intervals for

a total of three interviews per participant. Both qualitative and quantitative data

were collected and analyzed during the original study. Three variables from the

original study were selected for secondary analysis: perceived control of asthma,

perceived asthma severity, and perceived danger from asthma. At the end of the

original study, all participants were asked if they could be contacted for future

studies.

The African American participants of the original study, who indicated they

did not want to be contacted for future studies (n=11) were not contacted for

Study 2, the addendum study.

Sample

For the original study, inclusion criteria include physician-diagnosed asthma

and age 48 and over. The researchers in the original study attempted to enroll a

group of 50% women in each race/ethnicity group. They also attempted to have a

º
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range of socioeconomic status, from moderate to low income and a range of

sources that study participants use to receive their health care. Physician

diagnosed asthma was assessed by self-report. Subjects were recruited from a

variety of sources in two urban counties in northern California. They were

recruited from community clinics, home health care agencies, social services

agencies, religious organizations, and through participant referral.

During the secondary analysis, a cross-sectional, correlational, descriptive

design was used to examine the relationships among the variables of interest.

Data Collection Methods: Measures and Variables

Perceived Control of Asthma Questionnaire

Perceived control of asthma, as defined by Katz and colleagues (2002) is

the patient's "perceived ability to deal with asthma and its exacerbations, and

mitigating the negative effect of asthma on social and physical functioning" (p.

251). Perceived control as defined by Katz is an important concept in asthma

management. Self-management of asthma symptoms by persons with asthma is

central to the success of asthma treatment. The patient perceived ability to deal

with asthma implies a strong self-efficacy component to the definition. Self

efficacy is related to confidence and capacity to perform specific behaviors

enabling the avoidance or mediation of asthma symptoms or exacerbation.

Perceived control of asthma also involves the locus of control concept. Locus of

control has origins in psychosocial sciences and identifies an individual's internal

or external perceptions of control. An internal locus of control refers to the control
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an individual feels he/she has over his/her action or events; if the locus of control

is external, when the control is under the power of something or someone else.

The Perceived Control of Asthma Questionnaire (Katz, Yelin, Eisner, &

Blanc, 2002) is a self-administered, 11-item tool used to assess perceptions of

their ability to deal with asthma and asthma episodes (Appendix A). However, in

both the original study and the addendum study the items were read to

respondents by the interviewer. This was done to decrease the limitations

caused by language differences and literacy levels. The tool presents a five

point Likert-type scale, incorporating the statements: (1) Strongly agree, (2)

Agree, (3) Neutral, (4) Disagree and (5) Strongly Disagree. The potential range of

scores is 11-55. A low score indicates a perception of high control over one's

asthma. Item total correlation range between 0.25–0.66 with an adequate

internal consistency (Cronbach's alpha = 0.79).

Concurrent validity was established using multiple regression analysis in a

study of 374 patients examining a cross-sectional relationship between

demographic information, including smoking status, and Perceived Control of

Asthma Questionnaire (PCAQ) scores. College education was found to be

associated with better perceived control, but not statistically significant. Higher

income was significantly associated with higher perceived control of asthma

(Katz, Yelin, Eisner, & Blanc, 2002).

PCAQ scores were significantly correlated to clinical status variables and

psychosocial variables. Better perceived control was associated with less severe
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asthma (r- .36, p < .0001). Greater perceived control was significantly correlated

with greater self-efficacy (r- .38, p < .0001) (Katz, Yelin, Eisner, & Blanc, 2002).

PCAQ scores were significantly correlated with health status outcomes

establishing predictive validity. Greater perceived control was associated with

less impact of asthma on quality of life as measured by the Mark's Asthma

Quality of Life Questionnaire total (r--.59; p < .0001). In addition, greater

perceived control was significantly associated with better mental (r- 29; p

< .0001) and physical functioning (r = 40; p <.0001) (Katz, Yelin, Eisner, & Blanc,

2002).

Perceived Severity of Asthma and Perceived Danger of Threat from Asthma

In the original study, one item is used to measure perceived severity of

asthma, and one item is used to measure perceived danger from asthma. These

items were developed by the members of the original research team inductively

from interviews obtained in a previous study (Janson-Bjerklie, Ferketich, &

Benner, 1993; Janson-Bjerklie, Ferketich, Benner, & Becker, 1992). Low,

moderate, or high are the categorical responses used to answer, “How severe do

you believe your asthma is?” the one item on severity (see Appendix B). None

(no danger), Moderate (Background threat controlled by medication) or High

(Life-threatening) are the categorical responses available to answer, “How much

danger do you believe you are in because of your asthma?"the one item on

perceived danger from asthma (see Appendix C). To ascertain if the responses

from these items were valid, the responses were correlated with the Asthma

Severity/Risk Index scores. Perceived severity correlated with the Asthma

º
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Severity/Risk Index scores (r-.65, p < .001). Perceived danger scores

correlated with the Asthma Severity/Risk Index scores (r-.55, p < .001). The

two perceptions, asthma severity and danger from asthma, were found to be

closely related (r- .75, p < .001) (Janson-Bjerklie, Ferketich, Benner, & Becker,

1992).

Study 2: Addendum Study

Study Design and Sample

For the addendum study, letters were sent to the thirty-nine original study

participants, who consented to being contacted for future studies, inviting them to

participate. Twenty-one participants were found and twenty of them consented to

participate in the addendum study. The study consisted of a telephone interview,

during which participants were administered three questionnaires to assess their

level of perceived control of asthma, perception of racism or discriminatory

treatment in the health care system, and their (patient) satisfaction with asthma

Ca■ e.

A cross-sectional, correlational, descriptive design was used to examine the

relationships among perceived control of asthma, patient satisfaction with asthma

care, and perceived racism in the addendum study.

Data Collection Methods: Measures and Variables

Perceived Control of Asthma Questionnaire

The PCAQ, as presented above, was administered during the Addendum

Study.
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Perception of Racism Scale

Finding no satisfactory measure of racism, a nurse researcher developed

the Perception of Racism Scale (PORS) in the early 1990s (Green, 1995). Nan L.

Green, PhD, RN, CNM developed the tool for a study that investigated the

influence of perceptions of racism on low birth weight and preterm delivery in

childbearing African American women. Green defined racism as a cognitive

assignment of persons into a group on the basis of physical characteristics or

hereditary origins that is associated with inferiority (or superiority of some groups

over others). An individual can perceive differential treatment, acts, attitudes and

experiences on the basis of their perceptions of racism. The 20-item PORS

measures three dimensions of perceptions of racism: affective (feelings of

racism), behavioral (racist actions), or cognitive (racist thoughts). It is a paper

and pencil tool. The four response options are (1) strongly agree; (2) agree; (3)

disagree; (4) strongly disagree. The maximum score for the total scale is 80. A

high score indicates lower perceptions of racism.

Content validity was assessed by a consultant group of African American

nurse-midwives and a teacher from the community. The scale was pilot tested in

a study of 109 African Americans, recruited from churches and community

organizations in a large urban area in the U.S. Cronbach's alpha internal

consistency reliability coefficient was 0.88. A second pilot study was performed in

a convenience sample of 165 African American nulliparous women. Cronbach's

alpha internal consistency reliability coefficient was 0.91.
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To use the PORS in a cardiac population for the purpose of testing the

presence of perceived racism in a population of African American men and

women who experienced acute myocardial infarction, Banks (2002) modified the

instrument. Wording was changed to address issues relative to men and women.

A neutral response choice was added to the response options. The new five

response options were listed as (1) strongly agree; (2) agree; (3) neither agree or

disagree; (4) disagree; (5) strongly disagree. The addition of a neutral choice

increased the number of points to each response from four to five. The total

possible score increased from a total of 80 to 100 points. Banks pilot-tested the

modified PORS on 60 African Americans, age 31 to 80 years. Her sample was

drawn from an urban area in the western U.S.

Cronbach's alpha internal consistency reliability coefficient was adequate (r

= .89). Five nursing experts of African American heritage assessed the content

validity of the modified PORS. The experts were provided a written definition of

racism and were asked to evaluate the relevancy of each item to racism in

healthcare. There was an 87.3% consensus among the experts. Two of the

experts felt the item related to welfare benefits was not a close representation of

racism; however, the item was retained (see Appendix D).

Patient Satisfaction Questionnaire-18

The Patient Satisfaction Questionnaire-18 (PSQ-18) was developed by

Marshall and Hays (1994) as a shorter version of the original 80-item Patient

Satisfaction Questionnaire created by Ware and colleagues in 1976, and the 50

item Patient Satisfaction Questionnaire-Ill (Marshall, Hays, Sherbourne, & Wells,
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1993; Wilkin, Hallam, & Doggett, 1992). The original use and purpose of the

instrument was to be used in the planning, administration and evaluation of

health services, spanning systems of and settings of care. The 80-item measure

was considered to be responsive to patient problems, concerns and expectations

of health care delivery system(s) and their providers. It was felt the measure

could be used with patients of diverse cultures, literacy levels, socio-economic

status, and ethnicities.

Like the PSQ versions prior to the PSQ-18, there are seven dimensions of

care measured in sub-scales, although the number of items per dimension is

reduced: general satisfaction (2 items), technical quality (4 items), interpersonal

manner (2 items), communication (2 items), financial aspects of care (2 items),

time spent with provider (2 items), and accessibility of care (4 items) (see

Appendix E). The tool presents a five-point Likert-type scale, incorporating the

statements: (1) Strongly agree, (2) Agree, (3) Uncertain, (4) Disagree, & (5)

Strongly Disagree. Scores are calculated for the seven multi-item sub-scales.

High scores indicate a high level of satisfaction. The tool is self-administered.

Reliability for the PSQ-III was reported as determined from its use in the

MOS (Wilkin, Hallam, & Doggett, 1992). Internal consistency of the seven scales

was estimated using Cronbach's alpha. Coefficients were General

Satisfaction, .88; Technical Quality, .85; Interpersonal Manner, .82;

Communication, 82; Financial Aspects, .89; Time with Provider, .87; and

Access, .86 (Marshall, Hays, Sherbourne, & Wells, 1993).
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More recently, Marshall and Hays (1994) developed a short form of the

PSQ-III called the PSQ-18. The PSQ-18 retains many of the characteristics of

the PSQ-Ill. Items included on the PSQ-18 were selected on the basis of their

association with the PSQ-Ill scale scores.

Multitrait Analysis was used to verify item-scale correlations. PSQ-18

internal consistency reliabilities range 0.64 to 0.77. Two of the PSQ-18

correlations fell below the Nunnally and Bernstein (1994) recommendations of

0.70 as a standard for group-level comparisons, but the items were retained to

maintain content validity. This renders the PSQ-18 less reliable as a group

measure. This is especially troublesome in studies with small samples. However,

Pearson r Moment correlation coefficients for the seven scales exceed 0.90, with

the exception of one — interpersonal manner (0.83).

The PSQ-18 reliability alpha coefficient for the Addendum Study sample

(n=20) was measured at 0.83. A copy of the PSQ-18 may be found in Appendix

E.

Procedure

A secondary analysis of data from a 48 month longitudinal study

investigating the lived experience of three ethnic minority groups, including

African Americans, living with chronic disease was undertaken. Data collected

on the perceived severity of asthma, perceived danger from asthma, and

perceived control of asthma instruments from the African American subjects

(n=50) was re-analyzed. Physician-diagnosed asthma was self-reported by all of

the African Americans in the original longitudinal study.
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Qualitative data collected during the original study have been analyzed and

categorized under the procedures of that study, but selected quantitative variable

data will be re-analyzed to answer the research questions of this study.

A letter introducing the addendum study was mailed to each African

American participant from the original study, who consented to be contacted for

future studies (n=39). After 12 days, an attempt was made to contact by

telephone each study participant who consented to be contacted for future

studies. Participants were not included in the study if they could not be contacted

after seven attempts, or if the telephone number was found to be not in service

(n=19). A brief re-introduction of the study was provided and the participant was

asked if s/he was agreeable to participating in the current study. Participants

were reminded participation in a research study is voluntary and all information

provided to the interviewer is confidential. Verbal consent was obtained. If the

participant had the time available to complete the telephone interview after verbal

consent was obtained, the interview was undertaken. If the participant was not

able to complete the interview during the initial contact, then an appointment was

made for the interview to take place at a time more convenient for the participant.

A demographic data form was kept separate from the survey instruments. The

interviewer read each item to the subject and completed the Perceived Control of

Asthma Questionnaire, Perception of Racism Scale and Patient Satisfaction

Questionnaire-18 using the subject's responses. The telephone interviews took

approximately 20 minutes each to complete. A written copy of the consent was
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mailed to the participant within two weeks of their interview, along with a $5.00

gift card.

Table 1 identifies the variables studied, the instruments used for

measurement, and the study during which the data was collected.

Table 1

Variables, Instruments Used and Study Time Points

Variable Instrument Collected

Perceived Asthma Perceived Severity of Original Study – used in
Severity Asthma Study 1: Secondary

Analysis

Perceived Asthma Perceived Danger from Original Study – used in
Danger Asthma Study 1 Secondary

Analysis

Self-Efficacy/Asthma Perceived Control of Original and Addendum
Control Asthma Study

Perceived Racism Perception of Racism Study 2: Addendum
Scale Study

Patient Satisfaction with Patient Satisfaction Study 2: Addendum
Asthma Care Questionnaire-18 Study

Data Analysis

Descriptive statistics, including means, standard deviations, and frequency

distributions were used to summarize demographic information from data

collected during the original study. Correlations were measured to identify

relationships of interest. This procedure was repeated using data collected during

the addendum study. Multiple linear regression was used to examine the

relationships between perceived severity of asthma, perceived danger from

asthma, and perceived control of asthma using the original study data. Multiple

Ala■ Emr
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linear regression was also used during the addendum study to test the

relationships among perceived control of asthma, perceived racism, and patient

Satisfaction with asthma care. Associations of interest were examined for

direction, strength and significance. Significance level was set at two-tailed alpha

level p-0.05. Internal consistency reliabilities were calculated on the primary

ITMeasureS.

Reliability Testing

Alpha coefficients for the Perceived Control of Asthma Questionnaire, the

Perceived Severity of Asthma, Perceived Danger from Asthma, the Perception of

Racism Scale, and the Patient Satisfaction Questionnaire-18 (PSQ-18) are

reported below.

Table 2

Reliability Test Results: Cronbach Alpha Coefficients for Instuments Used

Instrument Alpha Coefficient

Perceived Control of Asthma

(n=43) .61

(n=20) .78

Perception of Racism Questionnaire
(n=20) .82

Patient Satisfaction Questionnaire-18

(n=20) .83

Note. Perceived Severity of Asthma and Perceived Danger from Asthma are both
one-item measures. Each was completed by original study 45 participants. These
two items are highly correlated. Inter-item correlation = 1.00.

Missing Data

During the original study, there were missing data from 7 study participants

on the perceived control of asthma questionnaire, on the perceived severity of
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asthma data was missing from 5 participants; and on the perceived danger from

asthma instrument, data was missing from 5 participants. Missing data was left

as missing and were omitted from the final analyses, causing the sample size to

vary. Data was missing from the addendum study Perception of Racism Survey

for a few (n=4) participants. Those participants felt they could not adequately

answer some of the items, feeling uncomfortable selecting any available

response choice, including “Neither Agree or Disagree".
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CHAPTER FOUR: RESULTS

The purpose of the research in Study 1, a secondary analysis, was to

examine the relationships among perceived control of asthma, perceived severity

of asthma, and perceived danger from asthma. To meet this purpose data

previously collected from a sample (n=50) of older Africans with asthma was re

analyzed. A second purpose of this research was to examine the relationships

between perceived control of asthma, perceived racism and patient satisfaction

with asthma care. To achieve this purpose in Study 2, a sub-sample of the

African American sample mentioned above (n=20) were interviewed by

telephone. This chapter presents the results of these endeavors.

First, the results of Study 1 are presented, beginning with the sample

characteristics. Next the descriptive and bivariate statistics of the original study

secondary analysis are presented under the heading “Study 1: Secondary

Analysis Findings". Relationships between perceived control of asthma,

perceived severity of asthma and perceived danger from asthma are also

reported in this section.

The results of Study 2 are presented after the findings from Study 1 are

presented, the heading “Study 2: Addendum Study Findings". First the sample

characteristics of the addendum study participants are presented. Then,

descriptive and bivariate statistics of the addendum study are presented, after

which, relationships among perceived control of asthma, perceived racism and

patient satisfaction are reported.
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Study 1: Secondary Analysis Study Demographics

Table 3 reports sociodemographic characteristics of the secondary analysis

sample participants. The majority of the participants for the sample were women. * *

The study participants were well educated with large numbers attending and/or 2.

graduating from college. Most participants had private insurance, alone or in

addition to federal or state plans. A majority of study participants indicated they

had a regular primary care physician.

Table 3

Sociodemographic Profile of Original Study Participants (n = 50)

-*

Characteristic In % º:
Age (Years) M = 60.76 SD = 8.50 º, 4

48–60 27 54 -*---

61–70 14 28 -* --

71–80 9 18 **

Gender sº
Women 34 68 ---

Men 16 32 ---

Education ■ º
Up to High School Graduate 13 26 ---
College 35 70 * {

RA
Insurance

----

No Insurance 5 10 --
Federal 6 12

State 9 18 *S
Private 16 32 sº
Federal-State/Federal-Private 14 28 -*-

--" --

Marital Status , , ,
Married/Partnered 11 22 * *

Never Married 8 16 "...,

Widowed/Divorced/Separated 31 62 ~.
Z/ /

Regular MD/Primary Care Provider --
Yes 46 92 -* –-

NO 2 4 -
Note. Percentages are adjusted for missing cases. º

-r--

--
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Study 1: Secondary Analysis Findings

To fulfill Study Aim1: To examine the relationships among perceived asthma

severity, perceived danger from asthma, and perceived control of asthma from

data collected in the original study (n=50), initially descriptive and bivariate

statistics were computed. Table 4 contains the summary descriptive statistics for

the variables examined during the secondary analysis of original study data. The

variables of interest include: perceived severity of asthma, perceived danger from

asthma and perceived control of asthma. Most study participants perceived their

asthma to be moderately severe (n=20, 40%), while nearly one quarter of the

sample perceived their asthma as "mild" (n=12; 24%) and just over a quarter of

the sample perceived their asthma as “severe" (n=13; 26%). The sample is

normally distributed about all three variables.

Most of the study sample described their perceived danger from asthma as

“moderate" (n=28; 56%), while 16% (n=8) described their asthma as having no

danger and 18% (n=9) described their asthma has “high" or life threatening. The

sample scores are normally distributed on this scale.

In Table 4 note Perceived control of asthma scores ranged from 11–43

(n=43) with a mean of 26.65 and a standard deviation of 5.52. The Perceived

Control of Asthma Questionnaire (PCAQ) possible score range is 11–55. Higher

PCAQ scores indicate a low perceived control or self-efficacy to control asthma.
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Table 4

Summary Descriptive Statistics of Study Variables

Study Sample Original Study Addendum
Study Variable % n

%

Perceived Severity of Asthma
Mild 12 24

Moderate 20 40

Severe 13 26

Missing 5 10

Total 50 100

Perceived Danger from Asthma
None (No Danger) 8 16

Moderate 28 56

(Threat controlled by meds)

High (Life threatening) 9 18

Missing 5 10

Total 50 100

M SD M SD

Perceived Control of Asthma” 5.52 26.70
5.11

Patient Satisfaction” 63.40 10.57

Perceived Racism” 55.60 11.32

Note.

*Perceived Control of Asthma Questionnaire possible score range: 11–55.
Higher score indicates lower sense of control, lower self-efficacy.
"Patient Satisfaction possible score range: 18–90. Higher score indicates more
Satisfaction with Care.

*Perceived Racism possible score range: 20–100. Higher score indicates lower
perceived racism.



Table 5 presents the bivariate correlations among the study variables.

Pearson correlation coefficients were used to estimate the relationship between

perceived severity of asthma, perceived danger from asthma and perceived

control of asthma. Perceived control was not correlated with perceived severity

(r= -.16, p=.31). Perceived severity and perceived danger from asthma are

significantly correlated with one another (r = .55; p < .0005) (see Table 5).

Table 5

Bivariate Correlations between Study 1: Secondary Analysis Variables"

Variable Perceived Perceived Danger Perceived Control
Severity of from Asthma of Asthma

Asthma

Perceived
-

r = .55 r = -.16

Severity of –

Asthma p < .0005 p = .31

Perceived Danger
- -

r = - 17

from Asthma p = .30

Perceived Control
- - -

of Asthma

Note. * n=41 due to missing data.

Study 2: Addendum Study Demographics

Table 6 reports the characteristics of the Addendum Study sub-sample

participants. A majority of the sub-sample were women, well educated with large

numbers attending or graduating from college. Most participants had private

insurance, either alone or in addition to federal or state insurance. All of the

participants in the addendum study had regular primary care providers. Table 6

also illustrates there is not a significant difference between the sub-sample of

participants who could be located and participated in the addendum and the
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original study participants (n=20) who could not be located or chose not to

participate (n=30). Differences in the two study samples were calculated using t

test and chi-square statistics, and found not to be significant (see Table 6).

Table 6

Sociodemographic Profile of Original (n = 30) & Addendum (n = 20) Study
Participants
Characteristic Addendum Sample Original Sample Difference

(n = 20) (n = 30) per t-test
Or

Chi-Sq_
Age (Years) M = 65.60 SD = 7.93 M = 61.97 SD = 8.75 p = .14

n % n %
48 – 60 6 30
61 - 70 8 40
71 – 80 5 25
81 - 90 1 5

Gender p = .54
Women 15 75.0 19 63.3
Men 5 25.0 11 36.7

Education p = .32
Up to High 3 15.0 10 35.7
School

Graduate

College 17 85.0 18 64.3

Regular p = .50
MD/Primary Care
Provider

Yes 20 100.0 26 92.9
No O 0.0 2 7.1

Note. Percentages are adjusted for missing cases.

Study 2: Addendum Study Findings

To fulfill Study Aim 2: To examine the relationships among perceived control

of asthma, perceived racism, and patient satisfaction with asthma care from a

sub-sample of participants (n=20) from the original study, who were available and

Consented to participate, initially descriptive and bivariate statistics were

l
7 T.

º
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computed. Table 4 contains the summary descriptive statistics for the variables

examined during the addendum study. The variables of interest include:

perceived control of asthma, perceived racism and patient satisfaction with

asthma care.

In Table 4 note Perceived Control of Asthma scores ranged from 15–35

(n=20) with a mean of 26.70 and a standard deviation of 5.11. Recall that the

Perceived Control of Asthma Questionnaire (PCAQ) possible score range is 11–

55, and that higher PCAQ scores indicate a low perceived control or self-efficacy.

A repeated measures t-test was used to test the difference in the mean PCAQ

scores for the sub-sample (n=20) from study one compared to the addendum

study. The mean change was not significant (t = -1.00; p = .61). Their perception

of control of asthma remained steady over time, approximately 3 years.

Additionally in Table 4 note the perceived racism scores ranged from 31–76

and a standard deviation of 11.32. Recall that the Perceptions of Racism Survey

(PORS) possible score range is 20–100, and higher scores indicate a low

perception of racism.

Lastly, in Table 4 note the patient satisfaction with care scores ranged from

45–81, with a mean of 63.40 and a standard deviation of 10.57. Recall that the

Patient Satisfaction Questionnaire-18 (PSQ-18) has a possible score range of

18–90, and higher scores indicate a high level of satisfaction with care.

A significant correlation was found between perceived racism and patient

satisfaction with asthma care (r-.51; p = .02), that is greater perceived racism

correlated with lower patient satisfaction with asthma care in this sample of older

º--
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African Americans. The relationship between perceived control of asthma and

patient satisfaction is in the medium effect size range (r--.24; p = .31;(Hemphill,

2003), although it is not significant due to the sample size (see Table 7).

Table 7

Bivariate Correlations between Study 2: Addendum Study Variables"

Variable Perceived Control of Perceived Racism Patient Satisfaction
Asthma with Asthma Care

Perceived Control of
-

r = . 16 = -.238

Asthma p = .51 p = .31

Perceived Racism
- -

r = -.51*

p = .02

Patient Satisfaction
- - -

with Asthma Care

Note. * Correlation significant at the p < 0.05 level

Table 8 presents a summary of predictor variables for patient satisfaction

with asthma care (n=20). A multiple linear regression analysis was conducted to

evaluate the predictive value of perceived racism on patient satisfaction.

Perceived racism was significantly related to patient satisfaction in this sample

(CI, 0.139 – 0.910). In this small sample of older African Americans with asthma

(n=20), those who perceived racism experienced lower patient satisfaction. With

a part correlation coefficient of .562, perceived racism explained approximately

32% of the variance in patient satisfaction, holding perceived control of asthma

constant (see Table 8).

º
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Table 8

Predictors of patient satisfaction with asthma care (n=20)*

Variable R2 B F df p
Overall .365 4.885 2 .02*
Total .562 .01*
Perceived
Racism Score
Total -.326 .11
Perceived
Control of
Asthma Score

Note. * Significant at the p < 0.05 level

While the relationship between perceived control of asthma and patient

satisfaction did not meet the significance level of alpha .05, in the Addendum

Study population, perceived control uniquely explained approximately 11% of the

variance in patient satisfaction. This is in the large effect size range (Cohen,

1988). In this sample of older African Americans with asthma, those perceiving

less perceived control or self-efficacy, experienced lower patient satisfaction.

Taken together, the linear combination of perceived racism and perceived

control of asthma yielded a Multiple Correlation coefficient of .60, indicating that

approximately 36.5% of the variance in patient satisfaction with asthma care in

this sample is associated with the combined predictors.

**

º

*.
-
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CHAPTER FIVE: DISCUSSION

Interpretation and Significance of Study Results

In this chapter four sections are presented. First, an interpretation of the

results reported in Chapter Four will be presented. Next a discussion of the

limitations of this research is reported. The third section presents implications for

nursing practice and finally, recommendations for future research are proposed.

Despite the availability of effective treatment modalities in asthma, African

Americans are disproportionately affected by asthma in the U.S. with a mortality

rate that is three to five times that of Caucasians. Moreover, asthma-related

mortality rates have soared in the older adult and elderly African Americans.

Many investigators are engaged in studying why this disparity exists. Asthma

related death can be prevented. A respectful, therapeutic patient-provider

relationship may be one important key to preventing asthma-related mortality.

The results of the secondary analysis showed a moderately high correlation

between perceived severity of asthma and perceived danger from asthma (r

= .55, p < .0005), in this sample (N=50) of African Americans with a mean age of

60.76 (SD = 8.50). This is a similar finding to those reported by Janson-Bjerklie,

et al (1992 & 1993) who found the two perceptions as measured by each of the

one-item scales to be closely related (r = 0.75; p < 0.001). It is also noteworthy

that 18% of the sample (n=9) reported their asthma as "high danger" or life

threatening. Perceived danger from asthma is a measure of risk. It is surprising

there was not a significant correlation between perceived danger from asthma

and perceived control of asthma. The sample size should have been adequate
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(N=50) to find a correlation, however, this was not the case. The relationship

between these two variables needs further investigation.

The examination of the relationship between perceived severity of asthma

and perceived control of asthma found perceived severity was not correlated with

perceived control (r= -.16, p=.30). This finding differs from previous work by

Scherer and Bruce as well as the Katz team. Both of these research teams found

severity and perceived control or self-efficacy significantly related. While using

the Knowledge, Attitude and Self-Efficacy Asthma Questionnaire (KASE-AQ),

Scherer and colleagues in a sample of 29 adults with asthma, of whom only three

were African Americans found mild asthma was significantly correlated with

higher self-efficacy scores (Scherer & Bruce, 2001). Katz and her research team

developed the Perceived Control of Asthma Questionnaire, a self-efficacy

measure (Katz, Yelin, Eisner, & Blanc, 2002). Their research found higher

perceived control of asthma significantly associated with lower severity of asthma

and lower perceived danger from asthma scores.

A large number of the participants in Study 1 reported their asthma as

moderately severe (n=20 or 40%), while 24% described their asthma as "mild"

(n=12) and just 26% of the sample perceived their asthma as “severe" (n=13).

The purpose of this research did not include attempting to correlate the

participant's subjective report of their asthma severity with objective

measurements. However, some researchers have found persons identifying their

asthma as moderate or severe subjectively, are more likely to be significantly
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correlated with objective measurements of moderate or severe asthma (Gupta,

Aggarwal, Subalaxmi, & Jindal, 2000; Nguyen, Wilson, & German, 1996).

In Study 2, the relationship between perceived control of asthma and patient

satisfaction is in the medium effect size range (r- -.24; p = .31; Hemphill, 2003),

although it is not significant due to the sample size. The sample was satisfied

with care overall, a finding similar to DiMatteo and her team (DiMatteo & Hays,

1980). DiMatteo found older adults are more likely to be satisfied with care.

Length of time with a provider, an attribute of continuity of care, may also

contribute to satisfaction with care according to DiMatteo's findings. While not

associated with a specific aim of this research, participants anecdotally reported

length of time with the same primary care provider as greater than 4 years,

during Study 2.

Also in Study 2, a significant correlation was found between perceived

racism and patient satisfaction with asthma care (r-.51; p = .02), that is greater

perceived racism correlated with lower patient satisfaction with asthma care in

this sample of older African Americans. This finding is in concert with the findings

of Bogart and colleagues, who found that African Americans who had positive

perceptions of physicians were more likely to be more satisfied with their care

and more likely to be adherent to medical recommendations (Bogart, Bird, Walt,

Delahanty, & Figler, 2004). LaVeist and his team uncovered similar findings

among cardiac patients. While they found African Americans had lower levels of

Satisfaction with Care, than their White Cohort; the LaVeist team found lower

satisfaction in African Americans significantly related to medical mistrust and
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perceived racism (LaVeist, Nickerson, & Bowie, 2000), which is similar to the

findings of Study 2.

Approximately 36.5% of the variance in patient satisfaction with asthma

care in this sample of 20 older African Americans is associated with the

combination of perceived control of asthma, a measure of self-efficacy, and

perceived racism in health care. This study may be the first to measure perceived

racism and patient satisfaction with care in a sample of African Americans with

asthma, and to consider the relationships among perceived control of asthma

(self-efficacy), perceived racism and patient satisfaction with asthma care. The

findings suggest that ethnic and racial influences exist in the perception of

asthma and the relationship with health care providers may influence outcomes

of asthma. Future investigators will benefit by including adequate representation

of African Americans in their samples of individuals with asthma and taking care

to measure racial and cultural differences in perceptions of asthma severity,

danger from asthma, self-efficacy and satisfaction with asthma care. These

findings also suggest that future investigators interested in patient satisfaction

with care in minority populations, should take care to measure perceived racism

or discrimination as a possible predictor of satisfaction with care.

Limitations

Study 1 was a secondary analysis of data collected originally up to three

years prior to this research. The research team was able to keep the sample

enrolled during the original longitudinal study, and there were few missing data.

Asthma condition verification was via participant self-report of physician

*
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diagnosed asthma. The Study 2 sample was small and homogenous: college

educated, was largely female, and had regular primary care providers. All of the

telephone interviews were conducted during Study 2 by the same nurse

researcher, who was introduced to potential participants as an African American

nurse practitioner in the contact letter. This may have increased the number of

participants who choose to participate in the addendum study. In addition, having

one nurse researcher complete all of the telephone interviews strengthens

internal validity. Both studies are cross-sectional and descriptive in nature;

therefore while the findings are noteworthy, it was not possible to make

determinations regarding direction or causality. Lastly, some (n=7) of the Study 2

participants were interviewed in late August and early September, 2005, shortly

after Hurricanes Katrina and Rita damaged the Gulf Coast regions of Alabama,

Louisiana and Mississippi. While none of the participants interviewed within four

weeks post-Katrina mentioned having a family member directly affected by the

gulf coast hurricanes, all mentioned the nation's response to the devastation as

an indicator racism still exists in America.

Nursing Implications

One of the key implications of this research for nurses and other health care

providers is to realize that these patients are waiting, watching, and listening.

Patients are paying attention to how providers treat them and others. They wait

to see how they will be treated and listen not to what we say, but how we say it.

In the diversity literature an anonymous writer coined a phrase, “People will not

remember what you say, but they will remember how you made them feel." This
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is true for provider interactions with patients as well. As providers we have

learned to write down our recommendations because we understand our

instructions and regimens are being discussed during a time when patients may

be anxious, stressed, or unable to focus due to physical ailment. However,

feeling is different. If patients “feel" providers are treating them discriminately or

with disdain, speaking to them with stereotypical undertones or judging them,

rather than evaluating their symptomatology; African Americans will perceive this

as racism and they will experience a decrease in patient satisfaction. Returning

to the conceptual framework for this study, the patient-provider encounter

represents a pivotal time for both the patient and the provider. Within a given

encounter, the patient brings not only his/her minority status, socioeconomic

status, cultural beliefs and values; the patient also brings history with the health

care system, history with a number of providers, a history of living with their

chronic disease, and a recognition institutions are not generically sensitive to

cultures other than the majority population in the U.S. The provider brings

knowledge of disease management largely developed by and tested on

Caucasian persons, and a need to build a partnership with the patient in order to

assess disease progression, assess symptom control, evaluate triggers and

other factors that contribute to worsening of symptoms, manage pharmacologic

therapy with minimal side effects, and, to educate and encourage the patient to

implement provider-recommended self-management strategies. If the encounter

goes well and both the patient and provider are successful in building a

therapeutic relationship, goals important to both of them can be the result. These
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mutual goals include self-efficacy and symptom control, functional well-being,

continuity of care, adherence to recommended self-management strategies and

Satisfaction with asthma care.

Two additional keys to changing the perspective of minority patients

regarding the health care system are to increase the diversity of all health care

provider roles, and to increase the cultural awareness and humility of health care

providers. Increasing the number of health care providers not only signals to

patients that diversity is important to the health care system, but allows patients

to understand that since health care providers collaborate and learn from one

another as colleagues, their awareness of cultural values and beliefs is

heightened. It is important for providers to see persons who resemble their

patients not only as persons who need something from them as providers, but as

mentors, colleagues and important contributors to assuring patient care is more

culturally sensitive.

Future Research

Study 2 should be repeated with a larger and more diverse sample of

African Americans. It will be important to study the variables of interest from

Study 2 in different geographical areas of the U.S., in particular in the

southeastern states. Given the number of participants who identified their asthma

as “high danger" or life-threatening in Study 1, it will be important to add this

variable to future studies measuring perceived control of asthma, in African

Americans. Perceived racism, perceived control of asthma and patient

satisfaction needs focused evaluation in other minority populations. Lastly,
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APPENDIX
A

PERCEIVEDCONTROL
OFASTHMAQUESTIONNAIRE

Date: ID#:

StronglyAgreeModerateDisagreeStrongly AgreeDisagree

1.
Managingmyasthma
is
largelymy
responsibility.
12345 2.Icanreduceasthmabystayingcalmandrelaxed.

12345 3.Toooften,myasthmajustseems
tohitmeoutof12345

theblue.
4.IfIdoalltherightthings,
I
cansuccessfullymanage
12345

myasthma.
5.
I

candoalltherightthingsmyself
tocopewithmy
12345

asthma.
6.When
I

managemypersonallifewell,myasthmadoes
12345

notaffectmeasmuch.
7.I
haveconsiderableabilityto
controlmyasthma.
12345 8.

I

wouldfeelhelpless
ifI

couldn'trelyonotherpeople forhelpwhenI'mnotfeelingwellfrommyasthma.
12345

9.Nomatterwhat
I
do,orhowhard
I
try,
I

justcannot seemtogetrelieffrommyasthma.
12345

10.Iamcopingeffectivelywithmyasthma.
12345 11.It

seemsasthoughotherfactorsbeyondmycontrol affectmyasthma.
12345
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APPENDIX B º

Perceived Severity of Asthma measure used during the Original Study and ^

re-analyzed in Study 1: Secondary Analysis. º
A

"How severe do you believe you asthma is?"

Please circle your answer:

Mild

Moderate º

*

Severe º
º
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APPENDIX C N

Perceived Danger from Asthma measure used during the Original Study
-

and re-analyzed in Study 1: Secondary Analysis.

“How much danger do you believe you are in because of your asthma?”

Please circle your answer:

None (No Danger)

Moderate (Background threat that can controlled by medication)

High (Life Threatening)
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APPENDIX D

Modified Perceived Racism Scale

1. African Americans experience negative attitudes when they go to a white
doctor’s office.

a. Strongly agree
b. Agree
c. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

2.Doctors treat African Americans and Whites the same.

a. Strongly agree
b. Agree
c. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

3.Racism is a problem in my life.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
4.Whites are treated with more respect than African Americans when seeking
health care.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
5. I am not affected by discrimination.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
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CHR#

6. If you are African American in a white doctor's office, sometimes it's as if
you don’t belong there.

Strongly agree
Agree
Neither Agree or Disagree
Disagree

-

Strongly disagree
:

7. Racial discrimination in a doctor’s office is common.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
8. In most hospitals African Americans and Whites get the same kind of care.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
9. Doctors and nurses act the same way to Whites and African Americans.

a. Strongly agree
b. Agree
c. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

10. If African Americans come to a White doctor’s office, it is assumed that
they are on welfare.

a. Strongly agree
b. Agree
c. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

11. African Americans have the same opportunity as Whites to live a middle
class life.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
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CHR# 3

12. Health care professionals listen more to Whites than African Americans.
. Strongly agree

b. Agree
c. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

a

13. When African Americans come to the emergency room or to an urgent care
facility it is assumed that they are on welfare.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
14. There has been significant progress in ending racism.

. Strongly agree
b. Agree

. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

a

C

15. Racial discrimination in the emergency room or in an urgent care facility is
COITTIT]On.

a. Strongly agree
b. Agree
c. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

16. African Americans receive more welfare benefits than Whites.

Strongly agree
Agree
Neither Agree or Disagree
Disagree
Strongly disagree

:
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CHR# 4

17. African Americans can receive the healthcare they want as equally as
Whites.

-

a. Strongly agree
b. Agree

Neither Agree or Disagree
Disagree
Strongly disagree

*

18.When I seek medical care for an illness in the emergency room, I feel that
health care professionals treat me the same way as they treat Whites.

-1

a. Strongly agree
b. Agree
c. Neither Agree or Disagree
d. Disagree
e. Strongly disagree

19.African Americans have fewer options for health care than Whites.
a. Strongly agree
b. Agree
c. Neither Agree or Disagree º
d. Disagree º
e. Strongly disagree

20.Health care professionals listen more to African Americans than Whites.
-

(
a. Strongly agree --
b. Agree * * *

c. Neither Agree or Disagree UA
d. Disagree r--

e. Strongly disagree ~
º

Original permission granted by Dr. Nanny Green, PhD for use. Modified by Angela - «

Banks, PhD(c) to add a fifth choice in the middle providing for a neutral response (2004). —

`■

-/.
--

y *
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> -º

sº.

93 / (



Patient Satisfaction Questionnaire
APPENDIX E

SHORT-ForM PATIENT SATISFACTION QUESTIONNAIRE (PSO-18)

These next questions are about how you feel about the medical care you receive.

On the following pages are some things people say about medical care. Please read each one
carefully, keeping in mind the medical care you are receiving now. (If you have not received
care recently, think about what you would expect if you needed care today.) We are interested
in your feelings, good and bad, about the medical care you have received.

How strongly do you AGREE or DISAGREE with each of the following statements?

(Circle One Number on Each Line)

Strongly Strongly

1. Doctors are good about explaining the
reason for medical tests ..................... 1 2 3 4 5

2. I think my doctor's office has
everything needed to provide
Complete medical care ........................ 1 2 3 4 5

3. The medical care I have been
receiving is just about perfect ............. 1 2 3 4 5

4. Sometimes doctors make me wonder
if their diagnosis is correct .................. 1 2 3 4 5

5. I feel con■ ident that I can get the
medical care I need without being set
back financially................................... 1 2 3 4 5

6. When I go for medical care, they are
careful to check everything when
treating and examining me ................. 1 2 3 4 5

7. I have to pay for more of my medical
Care than I can afford .......................... 1 2 3 4 5

8. I have easy access to the medical
Specialists I need ................................ 1 2 3 4 5

º 2.

.
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Patient Satisfaction Questionnaire

How strongly do you AGREE or DISAGREE with each of the following statements?

(Circle One Number on Each Line)

Strongly Strongly

9. Where I get medical care, people
have to wait too long for emergency
treatment ....................................

-- - - - - - - -
1 2 3 4 5

10. Doctors act too businesslike and
impersonal toward me ........................ 1 2 3 4 5

11. My doctors treat me in a very friendly
and Courteous manner ........................ 1 2 3 4 5

12. Those who provide my medical care
sometimes hurry too much when they
treat me .............................................. 1 2 3 4 5

13. Doctors sometimes ignore what I tell
them .................................................... 1 2 3 4 5

14. I have some doubts about the ability
of the doctors who treat me ................ 1 2 3 4 5

15. Doctors usually spend plenty of time
with me ............................................... 1 2 3 4 5

16. I find it hard to get an appointment for
medical care right away...................... 1 2 3 4 5

17. I am dissatisfied with some things
about the medical care I receive ......... 1 2 3 4 5

18. I am able to get medical care
whenever I need it.............................. 1 2 3 4 5
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