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ABSTRACT

FACTORS AFFECTING OUTCOMES OF MEDICATION-HISTORY
INTERVIEWING BY PHARMACY STUDENTS
Paul Lucien Ranelli

Under the supervision of Professor Bonnie L. Svarstad

Factors affecting outcomes of medication-history interviewing by
pharmacy students were studied.

Data were obtained from 112 fourth-year pharmacy students
enrolled in a required course in Fall 1984. Each student conducted a
medication-history interview with one of two simulated patients (one
man, one woman) who presented a predetermined history. Interviews
were videotaped behind a one-way mirror. Students also completed an
attitude survey and personal report of communication apprehension
(PRCA). A panel of trained raters evaluated the videotaped interviews
using measures of interview skill and completeness. The simulator
completed a patient satisfaction form after each interview. Two path
models were developed that were identical except one had completeness
and one had patient satisfaction as the dependent variable. Interview
skill was the final factor in each model, preceded by variables repre-
senting the student's background characteristics, attitudes and
values, and PRCA. Simulated patient gender was also included.

All 112 students conducted the interview, and 96% and 85% com-
pleted the PRCA and attitude surveys, respectively. Cronbach's alpha

coefficients for the skill and completeness measures were 0.92 and




0.94, respectively. The models explained 36% and 27% of the variance
in patient satisfaction and completeness, respectively. Shown in
parentheses are the significant (p < 0.05) direct predictors of vari-
ables in the model of patient satisfaction: satisfaction (skill,
prepharmacy gradepoint iverage (preGPA], people and health-care [P&HC)
orientation); skill (interviewing orientation, preGPA); interviewing
orientation (P&HC orientation, preGPA, PRCA); P&HC orientation
(student gender--being female). All effects were positive except for

PRCA on interviewing orientation. For the model of completeness,

direct predictors were as follows: completeness (skill, P&HC orienta-

tion, student gender, simulated patient gender); skill (interviewing
orientation, preGPA); interviewing orientation (PRCA, preGPA, P&HC
orientation); P&HC orientation (student gender). All effects were
positive except for PRCA on interviewing orientation and for P&HC
orientation on completeness.

These results suggest that the models represent behavioral
outcomes of neglcatlon-history interviewing at two levels: patient
assessment of competence in terms of satisfaction and clinician
The behavioral

assessment of competence in terms of completeness.

outcome of process directly influences both.



CHAPTER 1

INTRODUCTION AND LITERATURE REVIEW

A. Introduction

The specific purposes for which interviews are conducted are many
and diverse. For instance, the purpose may be therapeutic change as
in the psychiatric interview, instruction and appraisal as in inter-
views initiated by a supervisor with a subordinate, selection and
assessment as in interviews conducted with job applicants, and acqui-
sition and investigation as in interviews conducted as part of a
research project.

A medication-history interview, which is an interaction of a
patient with a health professional (usually a pharmacist, nurse, or
physician), has a multifaceted purpose. The health professional
initiates the interaction to investigate and acquire data about the
patient's medication-taking experiences, to assess the patient's
understanding of past and current medication-taking experiences, to
assess the patient's motivations for complying with the medication
regimen, and possibly to evaluate a change in the regimen if the
information gathered warrants such an action.

The purpose of my research is to study factors affecting the
outcomes of medication-history interviews by pharmacy students. The
study aims to determine whether pharmacy students' performance on a
medication-history interview, measured using instruments developed to
score levels of interviewing content and patient satisfaction can be

explained by structural equation models that include background,



value, and attitudinal characteristics of the interviewer; gender of
the interviewer and patient; communication apprehension of the inter-
viewer; and the interviewing process of the interviewer. -

In all interviews, regardless of type, the accuracy and complete-
ness of the data gathered is important. The central value of the
interview as a research tool is that it allows the participants tb
assess the subtleties of their mutual understanding. Interview situa-
tions offer an implicit (or explicit) opportunity for feedback through
sharing, negotiation, clarification, and verification, thereby facili-
tating the collection of high quality data. For example, a patient
completing a written medication-history questionnaire may check "yes"
for penicillin allergy, and that information would be reported on the
patient's medical record as such. In a medication-history interview,
however, the interviewer can explore the nature of the experience the
patient defines as a drug allergy and, in this way, better assess
whether the experience most likely reflects an allergic reaction or
simply an unpleasant side effect. Without such clarification, a pre-
scriber may unnecessarily avoid using the antibiotic of choice when
indicated.

It is important to study factors affecting outcomes of medica-
tion-history interviews because the histories serve as a crucial
source of information for the pharmacist. It has been shown that
pharmacists have contributed to patient care by obtaining information
about past and present ;edlcatlonn. history of allergies and side
effects, and attitudes toward drugs, as well as by determining compli-

ance behavior and therapeutic response to drugs (see, for example,




Ste;art and Cluff, 1974; Caranasos, Stewart, and Cluff, 1974). Some
evidence qlso indicates that pharmacists elicit more information
regarding use of prescription and nonprescription products than is
usually documented by physicians and nurses in a medical history in a
patient's chart (see, for example, Dobbs, 1981; Covington and
Pfeiffer, 1972).

It is not enough for pharmacists to collect the information,
though; the information must be used. The direct patient-pharmacist
interaction during a medication-history interview frequently provides
the pharmacist with an opportunity for beginning a professional rela-
tionship with the patient and for collecting therapeutic data on which
other clinical activities depend. Several studies documented that
information gathered by pharmacists in medication-history interviews
can be incorporated in subsequent counseling sessions to produce a
beneficial impact on patient-care outcomes (see, for example, Bond and
Salinger, 1979; Morse et al., 1988).

Pharmacy practitioners have been concerned with the information
outcome of the interview, but there also are other outcomes that
should be considered, such as satisfaction of the participants with

the interaction and evaluations of the interviewing process. Too,
very little attention has been directed to studying the interviewing
interaction per se as a complex social process in an effort to deter-
mine how characteristics of the interviewer, respondent, type of
information collected, and the environment influence interviewing

outcomes. My study was designed to help fill these voids.

Juit as researchers need to develop multifaceted analytic
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appr;achel for studying physician-patient interactions, researchers
must look beyond one-dimensional analyses of pharmacist-patient
interactions. Mason (1979, p. 309) argues that only an objective,
systematic approach can take into account all dimensions of pharma-
cist-patient interaction and explore the determinants of pharmacists'
counseling behavior. The same can be said for pharmacists' inter-
viewing behavior. It is not known what factors best predict pharma-
cists' or pharmacy students' interviewing behavior within the context
of a medication-history interview. Only by identifying and studying
the interviewing interaction as a whole will the pharmacy profession
acquire information for reassessing pharmacists' interviewing role.
In the following sections of this chapter, I review the litera-
ture relating to the three interviewing outcomes of process, content,
and patient satisfaction. Next I review factors hypothesized to
influence the interviewing outcomes. Then, after describing the
rationale for using patient simulators for researching and teaching

interviewing to health professionals, I outline the temporal model of

medication-history interviewing outcomes evaluated in this study.

B. The Conceptualization and Measurement of Interviewing Behavior

1. Overview
My review of the literature revealed at least three
approaches to the evaluation of interviewing. Some researchers have
examined whether professionals use certain techniques or skills as a

representation of interviewing "process.” Others examine the accu-

~ racy, amount, or quality of the information obtained as a representa-




tion of "content.” Still others examine whether the recipient of an
encounter had their expectations met as a representation of "patient
satisfaction.” In Part B of this chapter, I review the literature
relating to these three interviewing outcomes of process, content, and
patient satisfaction.

Interviewing process refers to the techniques that are used to
gather clinically valid and reliable information. In other words,
interviewing process is a set of distinct yet interdependent tasks and
abilities interviewers must perform and possess. I label this set of
tasks and abilities "interview skill." |

Interviewing content refers to the amount or quality of the
information gathered from an interview. In my study, I shall focus on
the amount of information that is gathered by pharmacy student inter-
viewers. 1 label this variable "interview completeness.”

Patient satisfaction is whether the patient's expectations are
met. Expectations may vary from a general evaluation of health care,
personnel, or facility to a particular evaluation of a provider,
interview, or encounter. In my study, I focus on patient satisfaction
with the specific medication-history interviewer and interview.

Many studies focus on interviewing process only as an outcome
variable, but process also can affect other interviewing outcomes.

For instance, if a question is improperly worded, inserted out of
context, or leads the respondent to respond in a certain way, the
resulting information may be biased (Cannell, Marquis, and Laurent,
1977). Underreporting or inaccurate reporting by a respondent, such

- as that demonstrated in the comparison of medical and patient records

At




by Cannell, Oksenberg, and Converse (1977), may result from a
respondent's dissatisfaction with the interview or from lapses in the
respondent's knowledge, memory, or willingness to report. Interviewer
personalism can be a source of bias if the respondent is led to con-
centrate on the pleasures of the social relationship instead of the
importance of accurate information (Weiss, 1968; Henson et al., 1977).

If asked to advocate one characteristic of an interviewer for
obtaining good data, Fowler and Mangione (1986) recommend that "...hé
or she conveys to the respondent that the accuracy of the data is
important” (p. 10). Their response is based on a study of interviewer
effects on results of large health surveys, but many of their findings
are applicable to one-on-one medication-history interviewing sessions
and support the concept of process affecting other interviewing out-
comes. Interviewers whom respondents rated as being most concerned
about accuracy produced significantly less biased data. Specific ways
interviewers can communicate the importance of accuracy are by
controlling the pace at which the interview proceeds, being attentive .
to the responaibilié; to ask questions properly, probing carefully,
and relating to respondent needs.

No studies have specifically looked at how interviewing processes
or skills affect the amount of information obtained, patient satisfac-
tion, or other outcomes of medication-history interviews. Svarstad
(1986) reviews theoretical and empirical evidence for communication
behaviors that may enhance a patient's understanding and motivation,
especially when it comes to the outcome of medication compliance.

Much of the supporting evidence comes from studies of physician-



patient encounters, mainly counseling, but I submit the evidence is
applicablo to information-gathering sessions as well and may be the
basis for helping to understand the impact interviewing process has
upon interviewing content and patient satisfaction. For instance,
patients may be motivated to provide complete and accurate information
and they may be satisfied with the encounter if the pharmacist
explains the purpose of the interview, asks questions in a logical
sequence, repeats answers when necessary to make sure the answer was
not misunderstood, elillnates\jargon from questions, provides appro-
priate feedback, and acts in a directive and yet approachable manner.
By including the concept of interviewing process as the final
factor in the path models of medication-history interviewing, I hope
to help explain the relationship between interviewing process and the

outcomes of interviewing content and patient satisfaction.

2. Interviewing Process

The purpose of this section is to evaluate how others have
conceptualized an& measured interviewing process of pharmacy and medi-
cal students. The section includes my general description of inter-
viewing process derived from the pharmacy and medical literature.
Global measures of interviewing process are reviewed, as are efforts
to improve the interviewing process of medical and pharmacy students.

Interviewing has no comprehensive theory to draw upon for causal
relationships. Ideas about effective questioning, for example, are
often drawn from folklore, experience, and common sense. A review of

the available literature also reveals very diverse measures of inter-

b




viewing process, with some based on global analysis techniques and
others based on the interactional analysis approach. This makes it
difficult to draw any definitive conclusions about the effectiveness
of various questioning techniques. For example, some researchers
create a broad outcome measure that does not clearly distinguish
between process and content (Barbee et al., 1967); others focus on
Just one component of interviewing skill, like empathy (Penwarden;
Rowland, and Shaffer, 1982; Dolinsky and Lantos, 1986; Kalisch, 1971).
Previous workers also have neglected the need to document the
reliability and validity of their measures or to describe methods of
training raters. In many cases, reports offer only a sample of items
included in the process measure, not its complete working definition.
Global versus Interactional Approaches. Barsky and colleagues
(1980) drew a distinction between two general ways interviewing is
studied. In the global analysis method, general ratings are made
based upon an overall impression of the interaction. In contrast, the
interactional ana{ysll approach quantifies discrete behaviors in an
effort to find routine patterns that are the structuring activities
assembling the social reality of the event (Fisher and Todd, 1983, p.
12); interaction process analysis (Bales, 1950) and verbal response
mode taxonomy (Stiles et al., 1979a, 1979b, and 1984) are examples of
the interactional approach. Both global and interactional approaches
have been shown to be valid and reliable (Scott et al, 1973; Hess,
1969; Korsch, Gozzi, and Francis, 1968; Barbee et al., 1967).
Compared with global analysis, interactional analysis is inflex-

ible. It is only attuned to verbal exchanges of the patient and




health grotesslonal. While the finite, categorical measures of
process may be useful in identifying individual interviewers' weak-
nesses in educational programs, the categorical measures do not
provide a good appreciation of the whole interaction; its structured
format risks losing the interview's subtlety and variability. Also,
interactional analysis can be unwieldly in some research and educa-
tional situations since the raters must be extensively trained and all
interviews must be transcribed.

The strengths of the global method, on the other hand, lie in its
relative simplicity and its ability to capture the richness and
complexity of the interview. Having a continuous global or summary
measure also is useful when researchers attempt to relate interviewing
process with other determinants and outcome measures of interviewing
behavior; multiple single-item or category scores would not be prac-
tical in multifactor models. For these reasons, I chose to focus on
global or summary measures of process.

Global Measures of Interviewing Process. In my study, interview-
ing process within the context of a medication-history interview is
the gathering of information in such a manner that the amount,
completeness, quality, or accuracy of that gathered is enhanced. My
review of the literature suggests that this process can involve a
variety of tasks that require the following skills or abilities:

1. Ability to introduce self and exchange names;

2. Ability to discuss purpose, identify role, and elicit pa-

tient's reason for visit;

3. Ability to use nonverbal behaviors effectively;

4. Ability to use the appropriate question style at the proper

time;
5. Ability to clarify and verify information elicited;
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6. Ability to use proper interviewing structuring, including
' pace, articulation, logical sequencing, lack of jargon,
transitions, avoidance of interruptions, and nonjudgmental
manner; and

7. Ability to close the interview smoothly and effectively.

Interestingly enough, I could find only six studies that used
global measures of these skills in the context of medical interviewing
(Table 1). Of these, only the Arizona clinical interview rating
(ACIR) scale was systematically developed and tested for reliability
and validity. The ACIR scale, developed by Stillman in 1974 as a tool
for teaching and evaluating the interviewing process of medical
students (Stillman, Sabers, and Redfield, 1976), was later used as a
model for th§ ACIR-pharmacy (ACIR-P) scale for measuring pharmacy
students' interviewing process (Gardner and Burpeau-DiGregorio, 1985;
Gardner and McGhan, 1986). The scales used in the other studies are
based strictly on the authors' experiences and observations.

According to Stillman and colleagues (1977), the unique contribu-
tion of the ACIR scale is that it is primarily concerned with the
process of interviewing. The development of the scale began with the
observation of lnt;rvleu. conducted by physicians considered by the
authors to be expert interviewers; based on these interviews, 16
skills considered to differentiate "good"” and "bad" interviewing were
identified. In 1980, Stillman et al. (1983) refined the scale to 14
items, still covering the same skill areas (Table 2). The item scores
or subsection scores within each skill area were meant to be added to
produce one total score. According to Stillman and associates, (1977,

p. 1032), subscores for skill areas and individual items should not be

reported "because of the expected unreliabilities of [sub]scores based

b diaia st SRR
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Table 2. Skills in the ACIR Scale®

Organization

Thoroughness

Use of transitional statements

Questioning style (open-ended questions, interview delays, repetition,
use of summary statements, and use of jargon)

Data documentation and verification

Rapport (eye contact, interruptions, empathy, and positive
reinforcement)

Appropriate closure allowing for patient feedback and questions

8gach item is descriptively defined on a five-point scale with
anchoring statements at the 8, 3, and 1 levels.
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on only a few items."

Stlllian et al. (1977) took several paths toward testing the ACIR
scale's construct validity. First, they compared scores from a group
of preclerkship medical students with a group of postclerkship stu-
dents and found that the postclerkship students did "a better Job."
Then, by comparing students' ACIR and medical college admission test
scores, they concluded that the ACIR scale does not measure ledlc;l or
scholastic aptitude. Finally, on the basis of three studies, they
observed that changes in medical students' ACIR scores correspond with
changes in interviewing techniques.

An advantage of the ACIR scale as a measure of interviewing

process is that it can be used in conjunction with any check list or

rating scale that measures the amount, completeness, or accuracy of

information (content) obtained by interviewers. Users of the ACIR and
ACIR-P scales for educqtlonal purposes cite the practical advantages
of having the simulated patient rate the student (Stillman et al.,
1976; Gardner and Burpeau-DiGregorio, 1985; Gardner and McGhan, 19886),
but use of the simulator as rater for research purposes can cause
problems. According to Stewart and Cash (1985, p. 40-41), the
complexity of interviews and the mixture of verbal, nonverbal, and
relational components make the identification of specific behaviors
very difficult. Also, a tremendous amount of behavior is compressed
into a short time period. It would be possible to overcome this limi-
tation by having only raters (not simulators) complete the ACIR form,
although researchers have not yet tried this approach.

One other study in Table 1 deserves mention because of its data
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analysis method. Irwin and Bamber (1984) used factor analysis to
dlstinguiih between communication skills acquired through the normal
processes of social learning as a member of various "social groupings"
and through the more technical and formal aspects of communication
appropriate in the "professional context.” I believe that Irwin and
Balber't.(IOBC) results illustrate one inherent criticism of factor
analysis when used as a confirmatory statistical procedure: It is
difficult to differentiate what skills belong to a label given to each
list. Why, for example, should "picking up nonverbal cues" and "use
of silence” fall in the professional group,” while "keeping patient to
relevant matters" and "use of facilitation" fall in the social-learn-
ing group? In addition, one item relating to the use of medical Jjar-
gon did not load on any of the factors, even though I would expect to
find that within the professional skills group.

Teaching. To gain an appreciation for how measures of inter-
viewing process are used, the remainder of this section evaluates
three studies aimed.at improving the interviewing process of medical
and pharmacy students (Table 3). Since some of these studies assessed
content as well as process, those results are presented where
appropriate.

Two studies at the University of Arizona College of Pharmacy used
objective measures of both content and process for evaluating student
performance on medication-history interviews (Gardner and Burpeau-
DiGregorio, 1985; Gardner and McGhan, 1986). In this program, patient

simulators who were nonpharmacists functioned in the multiple roles of

patient, teacher, and evaluator.
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In the first of the two studies at the University of Arizona, two
patient ailulatorn were rehearsed and trained to present a history of
hypertension (Gardner and Burpeau-DiGregorio, 1985). After classroom
instruction in interviewing, each pharmacy student completed one
interview with one simulator and another interview with the other
simulator in one-hour sessions (using a crossover design). The stu-
dents gained approximately 20% in both process and content scores
between the first and second interviews (p < 0.001).

The second study (Gardner and McGhan, 1986) compared the effect
of varying the complexity of the medication history for the first
interview on improvement in a subsequent interview. Students in group
2 who were pretested with complex history-1 had significantly lower
ACIR-P scores on the pretest and significantly higher scores on the
posttest than students in group 1. Looking at the entire sample,
gains greater than 20% were seen in six areas reflecting rapport and
interview technique; these were use of summary statements, empathy,
thoroughness, organization, data documentation, and positive rein-
forcement of the patient. Gains of 10-20% were noted in four areas,
three that dealt with interview technique (use of transitional
phrases, opportunity for questions, and appropriate use of open-ended
questions) and use of jargon. It should be noted, however, that in
breaking down the total process score these researchers violate
Stillman's tenant of not using subscores for the ACIR scale.

While the Gardner ﬁnd McGhan (1986) study is the only one that
specifically examines the interviewing behavior of pharmacy students,

it does not offer much of an explanation for that behavior. The
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authors do not control for the students' background characteristics or
attitudes. Alao. while the design allows for the possibility of matu-
ration effects occurring, those are not assessed; the authors suggest,
however, that it is unlikely that other experiences, like internship,
accounted for the lnpr;ved scores since the time between the interview
sessions was short. The problems of using the patient as rater have
been previously discussed.

Carroll, Schwartz, and Ludwig (1981) evaluated the use of simu-
lated patients for teaching interview skills to medical students, but
their tested objectives tell a larger story than just an evaluation of
a teaching method. Students completed three interviews with three
simulated patients. After each interview, the student and the
simulator independently completed a content check list (not described
in the article) and a process rating form. They discussed any
discrepant ratings and then reviewed the interview on videotape.
Faculty rated each student's first and third videotaped interviews.

The results of the analysis of variance for the mean process
ratings across the three interviews are shown in Table 3.1 Through
factor analysis of the simulators' process scores, four factors were
identified: inquiry skills, listening skills, facilitation skills,
and closure. Using these as the factors, subscores of the relevant
items were summed (unweighted) for all three rater groups. Examina-

tion of the subscores as measured by the three rater groups showed no

1since the format and content of the check list was not described, I
have no way of evaluating that portion of the study. The results sim-
ply stated that, for all three sets of raters, there were no signifi-
cant changes in the overall content scores.
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significant gains for inquiry skills and closure skills and signifi-
cant gains for facilitation skills. Only the scores by the student
raters showed significant improvement for listening skills.

Based on these results Carroll et al. (1981, p. 524) conclude,
"...[R]elying on a single, overall mean score of all the interview
skills measured can mask important differences among distinct sets of
skills.” They assert that the factor analysis helped "...identify a
deeper consensus between faculty and simulator ratings" than is evi-
dent in the analysis using total scores. Unfortunately, the authors
do not provide adequate detail to determine whether that conclusion is
Justified. The article does not list the items in the factors, and so
face validity cannot be assessed. Also, using just the simulators'
scores for the factor analysis may distort the results. Finally,
while I agree that subscores may be beneficial when the measure is
intended for educational purposes, that does not necessarily transfer
to other intended uses of interviewing process measures, such as for
evaluating the effect of process on other interviewing outcomes.

The discrepant trends among the three rater groups in the Carroll
et al. (1981) study may suggest that the faculty raters had different
perceptions of desired interview skills than the students and simu-
lators. Based on a study that showed medical students' cognitive
understanding of medical interviewing principles (via paper and pencil
test) is significantly negatively correlated with interview perfor-

. mance during clerkship the next year, Ware et al. (1971) suggested
1 that cognitive understanding "gets in the way" of performance. An

~ alternative explanation, however, is that the clerkship instructors
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who rated the student interviews had different goals, expectations,
and skills than those taught to the students; therefore, the negative
correlation of cognition and performance reflects this discrepancy.
In measuring the effects of educational interventions, it seems
important that the raters have the same interviewing orientation and
training as the students they evaluate.

Summary. Both the descriptive and empirical literature provide
information on what constitutes interviewing process, and this infor-
mation can be incorporated into global measures of interviewing
process. Advantages of the ACIR scale that should be incorporated
into any measure of interviewing process are an exclusive focus on
process and flexibility for use with any content check list. To avoid
bias, evaluation forms should be completed by someone other than the
simulated patient. It is important that raters have the same inter-

viewing orientation and training as the students they evaluate.

3. Interviewing Content

Most of the research relating to the content gathered by
pharmacists in medication-history interviews stems from comparisons of
pharmacists with physicians and nurses. Other studies compare the
effect of educational interventions on the information obtained in
patient interviews by pharmacy and medical students. All of these
studies, which are reviewed in this section, provide insight into how

others conceptualized and measured interviewing content.
Approaches for Measuring Interviewing Content. I see two general

approaches for evaluating information obtained in a medication-history
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interview. One approach compares the interview results with an inde-
pendent measure of content. For instance, the results can be compared
with the patient's actual medical record, which is presumed to contain
complete and accurate information. Or, if the patient is a simulator,
the collected information can be compared with the scripted history.
This is often done by developing in advance a check 1ist containing
specific points from that history, and the information collected is
reported as a percentage of the total number of points on the list.
Researchers can place predetermined values on the gathering of speci-
fic pieces or types of information and, in this way, they can attempt
to define clinical importance.

While this approach is useful because the accuracy of the infor-
mation collected can be assessed, the preparation of individual check
lists and comparisons with the medical record is time consullnt.

The other approach for evaluating the informational outcome of a
medication-history interview looks strictly at the amount of informa-
tion gathered. Each unit or piece of information gathered is weighted
equally, and all information is assumed to be correct. Using this
approach, content is generally reported as the number of information
points collected or as a list of categories of information addressed
in the interview (i.e., asked patient for names of medication, side
effects, allergies, etc.). The primary advantages of this complete-
ness approach are its fiexiblllty and ease of use; it is not necessary
to develop a check list for each new medication history. Also, since
measures developed using this approach can be used for evaluating

actual and simulated patients, pharmacy clerkship preceptdrt can use
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the measures for‘evaluatlnz the interviews of pharmacy students with
actual patients. In addition, by weighing all information points
equally, the approach recognizes that it is impossible to predict in
advance what specific piece of information will be the key for identi-
fying or solving a specific patient's medication problem. A disadvan-
tage of this approach is its inability to judge the accuracy of the
information collected.

Measures of Interviewing Content. In my study, interviewing
content within the context of a medication-history interview is the
amount or completeness of information collected by the interviewer.
Reviews of the professional literature by Okubo (1988) and me suggest
that the content of a medication-history interview can involve asking
patients a variety of questions, including the following:

1. What medication(s) is being taken?
a. What is the medication being used for?
b. Why is the medication being taken?
2. Is the medication being taken?
3. How is the medication taken?
4. How often is the medication taken?
5. When and with what is the medication taken?
8. How regularly is the medication taken?
7. For how long is the medication to be taken?
8. Is the medication working?
9. Are there any bothersome effects from the medication?
10. Does it ever happen that you forget to take the medication?
11. What happens if you don't take the medication?
Although there is no consensus about the specific questions that
should be asked in a medication-history interview, most authorities
expect the interviewer to obtain this type of information about
prescription and nonprescription medications the patient currently

takes. The interviewer also is expected to gather information about

medications taken previously, allergies, and problems with adverse
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effects.

The studies that compare the results of pharmacist interviews
with physician or nurse interviews illustrate the different ways of
defining and measuring interviewing content. As shown in Table 4,
pharmacists' histories compare favorably with the informational out-
come of other health professionals' histories, although I believe the
research methods used to arrive at the conclusions vary in robustness.
Only one pharmacist served as the basis for comparison in three
studies (Badowskil et al, 1984; Covington and Pfeiffer, 1972; Wilson
and Kabat, 1971), and in all but one study (Dobbs, 1981) the pharma-
cists were aware the study was being conducted.

All of the studies in Table 4 are hospital based and use inpa-
tients as subjects. The studies only look at the amount or kind of
data collected. It should be kept in mind that these studies base-the
comparisons on written records of the interviews, and it is not known
whether the written records accurately reflect the oral transactions.
For instance, errors in transcribing could have occurred. Also, phar-
macists, physicians, and nurses could have collected identical infor-
mation but different perceptions of importance affected what they
recorded. In addition, the studies never address the order of the
interviews, even though the order could possibly influence content by
altering the patient's willingness and ability to recall and report
information; this latter point illustrates the need to study the
effect of interviewing process on other interviewing outcomes.

It is interesting to note that one study suggested it was the

ﬁ pharmacists' data-collection form that contributed to the pharmacists'
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identifying more prescription and nonprescription drugs than nurses
and physicians (Barger and Barger, 1976). In a follow-up study in
which the nurses used an interviewing form similar to that used by the
pharmacists, the nurses identified substantially more drugs. The
researchers conclude (p. 93), "...[S]ome of the differences between
interviewers in previous studies were obviously the result of a
difference in forms used rather than of the competence of the
interviewers."”

Teaching. Several studies evaluating programs for teaching
lntervienlng to pharmacy and medical students provide additional
intorlatipn about measures of interviewing content and methods of
applying them in practice (Table 5).

The Arizona College of Pharmacy program, which used the ACIR-P
scale to assess interviewing process, assessed pharmacy students'
infor-atioﬁ-gathering skills using content check lists specific for
each simulated history (Gardner and Burpeau-DlGregorio} 1988; Gardner
and McGhan, 1986).zf’ The simulator assigned each student a content
score based on the percentage of points elicited during the interview.

Gardner and Burpeau-DiGregorio (1985) found a 20% gain in content
scores between the first and second interviews. In the other study, -
the content scores for students pretested with the simple history or
complex history-1 significantly improved from the first to the second
interview (Gardner and McGhan, 1986). The group pretested with com-

plex history-1 had the greater degree of improvement.

2See the previous section for a description of the two educational
interventions.
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By definition, the content of medication-history interviews deals
with medications. In medical histories, however, physicians deal with
more topics than just medications. Of the two studies I found that
evaluated the content of medical interviews, one used a fact-oriented
content rating scheme in which each piece of information judged to be
relevant and accurate for one of nine categories was given one point
(Rutter and Maguire, 1976). The other used a process-oriented measure
of interviewing content that I believe did not clearly distinguish
between content and process (Barbee et al., 1967); for example, intro-
duced self and explained procedure was an item in the content measure.

After reviewing deficiencies in the content-gathering abilities
of medical students (Maguire and Rutter, 1976), Rutter and Maguire
(1976) conducted two experiments designed to evaluate a program for
training medical students in history-taking skills. For these two
studies, "history-taking skills" refers to medical interviewing con-
tent rather than process. In the first study, students who underwent
a training program réported almost three times as much relevant and
accurate information as those who received only "traditional” training
(R < 0.001). The training program consisted of 45-60 minutes with an
instructor, during which the student received a detailed handout out-
lining a scheme for history taking, practice under controlled condi-
tions, video-feedback, and advice to "revise symptoms repertories.” A
second experiment showed that the video-feedback portion of the
training program had no effect on the information the students subse-
quently collected. Instead, just as Barger and Barger (1976) found

that a data-collection form accounted for the difference in amount of
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information collected by pharmacists and nurses, Rutter and Maguire
(1976) suggested that the printed handout may have accounted for the

training program's effect.

In the Barbee et al. (1967) study, there was considerable varia-

tion in the correlation of each content item with the total content
score; the five items correlating most highly (r > 0.78) were major
symptoms, location, character and severity, course and duration, and
relation to other symptoms. These correlations were the same whether
the scores were unweighted or weighted for the raters' assessment of
each item's relative importance; therefore, the authors suggest that
these five items constitute the most important content areas of the
current medical history.

Significant interrater agreement was achieved for the five
highest correlated items on the content evaluation form. The impor-
tance of using trained raters is shown by the consistent lack of
agreement by the untrained rater. In general, rater agreement was
better on the content scale than on the previously described interview
technique scale. This may reflect the more subjective and individ-
ualized nature of interview technique.

Summary. The literature provides information on what items
;;should be incorporated into a measure of the content gathered from
‘-nndicatlon-hlatory interviews. Most studies assessing the informa-
:tionnl outcomes of medication-history interviews have used the
‘completeness approach, but none of these have tested the reliability

validity of their completeness measures.
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4. Patient Satisfaction

If a patient's expectations are met, a satisfied patient
will generally be the result. Two dominant dimensions associated with
meeting patient expectations emerge throughout much of the patient
satisfaction literature: providing emotional support and encouraging
mutual responsibility and patient autonomy (see, for example, Inui and
Carter, 1985). The research that does exist is in medicine; I could
not locate reports specifically related to patient satisfaction with
medication-history interviewing.

In this section I evaluate selected research dealing with patient
satisfaction with medical care that may be useful in developing a
measure of satisfaction with medication-history interviewing.

Dimensions of Satisfaction. Previous research indicates individ-
uals are able to differentiate between several aspects or dimensions
of satisfaction with their health care (Ware et al., 1975, 1978).
These include general or global satisfaction and satisfaction with the
cost, convenience, and availability of care; the art of care; techni-
cal qualities of care; continuity of care; the communication and
information transmitted from the provider; and the efficacy and out-
comes of care. Many of these dimensions are interrelated. For exam-
ple, general satisfaction tends to be moderately to highly correlated
with each of the specific dimensions (Doyle and Ware, 1977).

General or Specific Applications. Methods used for tapping
I-patlent satisfaction have focused on either a general evaluation of
‘-phyliclan:. health-care services, or facility (McCusker, 1984; Hulka

3't al., 1970; Zyzanski, Hulka, and Cassel, 1974; Stewart and Wanklin,
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1978; Ben-Sira, 1976; Doyle and Ware, 1977) or satisfaction with a
particular physician, interview, or encounter (Vuori et al., 1972;
Korsch research group 1968, 1971, and 1972; Wolf et al., .1978).

McCusker's (1984) general satisfaction scale provides an example
of the former type of measure. The scale consists of four items, each
measured on a five-point Likert-type format (1 = strongly agree and S5
= strongly disagree); reliability ranges from 0.75 to 0.87. -

1. I'm very satisfied with the medical care I receive,

2. The medical care I have received in the last few months is

just about perfect,
3. There are some things about the medical care I receive that

could be better, and

4. I have some complaints about my medical care.

As an example of the latter type of measure, Wolf and colleagues
(1978) designed a 23-item instrument to measure a patient's evaluation
of individual medical interviews from cognitive, affective, and behav-
loral perspectives. In another study using the "specific-population”
approach, Vuori et al. (1972) used patients' report of willingness to
return to the same physician as a measure of a aucceaskul physician-
patient relationship.

Direct Questioning. Another way to differentiate among studies
tapping patient satisfaction with health care is to look at how the

: information is obtained. One basic approach involves direct
questioning in a personal interview; the Korsch group (Korsch et al.,
1968; Freemon et al., 1971; Korsch and Negrete, 1972) offers a good

1 example of this. The other approach involves written attitudinal
1lturveys (e.g., Hulka et al., 1970; Stewart, 1984; Wolf et al., 1978;

- Stiles et al., 1979b and 1984).
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Direct questioning has two major drawbacks. First, patients may
answer questions in a socially acceptable manner, and, therefore, they
may infrequently express negative attitudes. Second, responses to
direct questions (e.g., "My physician is okay, except...") may not be
easily transformed to quantitative scores reflecting the patient's
actual satisfaction.

- The Korsch group interviewed mothers to learn about their expec-
tations and satisfaction with pediatricians. Patient (mother-child)
visits were studied by audiorecording the medical interview,
conducting a post-visit interview with the mothers, reviewing patient
charts, and conducting follow-up interviews 14 days after the visit.

The satisfaction ratings were based on a combination of what
Korsch called "global” impressions recorded by experienced interview-
ers in the field, responses to questions in the interview directly
related to satisfaction (e.g., "How satisfied were you with your
visit?"”), and responses to questions indirectly related to satisfac-
tion (e.g., "What ‘were some of the things you did not like about your
visit with the doctor?”). Other direct questions were as follows
(Korsch et al., 1968):

1. Regarding your visit to the hospital, in general, how satis-

fied were you with it?

2. What were some of the things you liked about your visit with
the doctor? What were some of the things you didn't like?

3. Did the doctor seem to understand how concerned you were
about [blank]? How did he show it?

4. How did the doctor act, for example, was he more business-
like or more friendly, or [what]? How do you think a doctor
should act?

5. How well was the doctor able to relieve your worries about
[(your child's] sickness?

6. How satisfied are you with the way things have been going
since your visit here last [blank]?
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While the authors state that "this aggregate of items yielded a more
internally consistent and reliable rating of satisfaction than any
other combination that was devised or tested" (p. 859), this statement
was not supported in any fashion.

The Korsch group's results offer several general observations on
patient satisfaction. A lack of friendliness from the physician con-
tributed to patient dissatisfaction, and dissatisfaction increased 1if
physicians failed to account for patient concerns and expectations.

In addition, use of medical jargon and the lack of clear-cut explana-
tions about diagnosis and cause increased dissatisfaction.

What accounts for the fact that, besides these general findings,
these studies do not contribute much to understanding the subtleties
of patient satisfaction with medical care? One reason may be that the
investigators analyzed the interaction behaviors using a modification
of Bales interaction process analysis, which was originally developed
to code interactions in groups of college students, not one-on-one
encounters (Stiles et al, 1979b). I believe a more salient point,
however, is that the investigators' open-ended, direct questioning
approach for garnering patient satisfaction leaves much open to inter-
pretation. No explanations were provided on the methods of coding or
collapsing the data for categorical analysis. In addition, 14 days
elapsed between the visit and follow-up interview, and the design did
not control for specific disease states.

Measures Using Subscales. Several studies that used subscales of
patient satisfaction measures illustrate the interrelationships among

dimensions of patient satisfaction with medical care.
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Stewart (1984) studied whether patient-centered interviews were
related to medication compliance and patient satisfaction. She opera-
tionalized patient-centered interactions as those in which the physi-
cian actively sought the patient's point-of-view. Audiotaped inter-
views of physicians with 140 patients taking one scheduled solid oral
medication were analyzed using Bales IPA. Ten days later the patients
were interviewed at home to assess satisfaction using a 17-item scale.

According to Stewart, the 17-item scale was derived from a scale
developed and shown to be reliable (Hulka et al., 1970; Zyzanski,
Hulka, and Cassel, 1974) and valid (Stewart and Wanklin, 1978). The
original scale consisted of 42 items divided into three equal parts:
the physician's professional competence, cost and convenience factors,
and personal qualities of the physician. Stewart's 17-item adaptation
of the scale incorporates the 14 items relating to professional compe-
tence and 3 items relating to personal qualities. In my view, this
overrepresents competence at the expense of affective satisfaction
qualities, and this imbalance may be responsible for the finding of no
significant difference (R > 0.05) in the percentage of patients highly
satisfied (as measured on both subscales) when interviewed by physi-
cians demonstrating high and low frequencies of patient-centered

- behavior. Highly satisfied patients were those whose satisfaction

}.tcores were above the 75th percentile.

In another study that used only the 14 items related to the per-
'Sonal qualities of the physician from the same 42-item satisfaction
{icale. Stewart and Wanklin (1978) found that the level of patient

satisfaction significantly increased with the "directness" of the
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satisfaction measure. These investigators defined "directness"
attitudinally by creating three different versions of the satisfaction
scale. In the "direct" version, the items asked patients about
feelings about their own personal physician. The "indirect" version
asked about feelings a‘;ut physicians in general, and the "intermedi-
ate” version asked about feelings about their health care in general.
Stiles et al. (1979b) explored the association of particular
types of verbal exchanges using the verbal response modes method with
patients' satisfaction with their medical interviews. How was patient
satisfaction measured? Following medical interviews with 1 of 19
physicians, 50 patients completed a satisfaction questionnaire that
consisted of 33 items in a five-point Likert-type format (5 = strongly
agree and 1 = strongly disagree). From this questionnaire, two satis-
faction scales were constructed. Items measuring cognitive satisfac-

tion described the physician's task of giving information and the

patient's understanding of it (e.g.., "The doctor told me all I wanted
to know about-my illness"). Items measuring affective satisfaction
described the physician's warmth and the patient's feelings of trust
(e.g., "I felt this doctor accepted me as a person”").

The mean (+S.D.) cognitive and affective satisfaction scores were
3.87 + 0.70 and 4.03 + 0.62, respectively. Cronbach's coefficient
- alpha for the two respective scales were 0.87 and 0.86. Scores for
ﬁihnth scales were significantly correlated (r = 0.75, p < 0.001).
?jhoro were no significant relationships of satisfaction scores with

, education, sex, or race.
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Summary. General measures of patient satisfaction with medical
care have been shown to be as reliable as measures tapping specific
dimensions of patient satisfaction. Written self-administered satis-
faction measures are preferred over direct questioning since direct
questioning may prompt socially acceptable answers and create problems
in interpreting responses. Based on my review of the literature, I

.belleve that assessing whether a patient's expectations with a medica-
tion-history interview are met would be best measured using a written

index of general satisfaction based on the patient's attitudes toward

the specific interview and interviewer.

C. Hypothesized Factors Affecting Interviewing Outcomes

1. QOverview

I found no theory or research in the pharmacy literature on
possible determinants of the medication-history interviewing outcomes
of process, content, and patient satisfaction. The relevant litera-
ture I did find was in medicine. This scant body of literature,
approaches taken in research relating to pharmacist counseling, and
assorted findings in medical and nonmedical fields provided fodder for
selecting variables that merit a look as potential determinants.

In the following sections I describe these potential determi-
nants, reasons for selecting them, and the scheme for placing them in
relation to one another in the models. I organized the discussion of
the hypothesized factors as follows:

1. Background characteristics of the interviewer, which

includes the student's parents' education, academic ability,
and gender;




2. Communication apprehension;

3. Attitudes and values, which includes people and health-care
orientation and orientation toward interviewing; and

4. Gender of the simulated patient.

2. Background Characteristics of the Interviewer

Background characteristics of the interviewer hypothesized

to influence outcomes of medication-history interviews are the
student's parents' education, academic ability and gender. Parents'
education and gender of the student are considered exogenous
variables; academic ability is entered next as one of the precursory
variables.

Parents' Education. The present state of theory concerning the
process of status attainment is that social psychological mechanisms
may be factors between social characteristics of the family and
performance variables (Sewell and Hauser, 1973).

No studies specifically examined the relationship between social
class measures (like parents' education and occupation) and the infor-
mation-gathering ;Sility of physicians or pharmacists. One study,
however, showed that physician's social class (as measured by father's
occupation) was positively associated with a tendency to give more
- information to patients (Waitzkin, 1985). It is reasonable to ask
- whether social class exerts a similar effect on information gathering.
Academic Ability. I uncovered only two studies that assessed the
l@llatlonlhlp between measures of academic ability and interviewing
ivhlvlor in a health-care environment. More research is needed, since

these limited studies show mixed results.
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Ware, Strassman, and Naftulin (1971) found that neither scores on
the medical college admission test nor gradepoint average was an
effective predictor of the quality of the interviewing behavior of
medical students as rated by their clerkship instructors. Barbee and
Feldman (1970), however, found that gradepoint average in all four
years correlated well with interview performance scores in the senior
year, even though performance scores in the sophomore year were signi-
ficantly correlated only with gradepoint average for the junior and
senior years. %
Gender of the Student. I found no literature specifically exam-
ining the effect of pharmacist gender on interviewing. Even though
studies of physicians exist, no definitive statement can be made about
the effects of physician gender on the quality of physician-patient
interactions or on the nature of patient outcomes (Weisman and Teitel- ¥

baum, 1985). Support for examining this variable comes from the

3

available literature relating to (1) the effect of physician gender on
physician-patient interactions, (2) gender differences in general, and
(3) gender differences in communications.

What is the theoretical rationale for expecting gender effects?
Weisman and Teitelbaum (1985) present a thorough look at how physician
gender may affect key outcomes, such as patient satisfaction.

First, physician sex differences in personality, attitudes, or
interpersonal skills might affect interactions with patients. It is
unlikely that professional socialization would completely counteract

early sex-role socialization, which is highly resistant to change

(Scanzoni, 1975). To the extent that female physicians have been




socialized to the traditional female sex role, they could be more
nurturant, expressive, and have stronger interpersonal orientations
than male physicians. Male physicians, in the same vein, could be
more reserved and less empathic than felalc'phyaicians.

On the other hand, female physicians have broken sex-role stereo-
types to some extent by becoming physicians; therefore, they may be
less likely to have traditional views of sex roles than patients. For
instance, one study showed that, as the proportion of women physicians
increases, the behavior of men and women tends to converge to the pre-
vailing norms of the profession (Weisman et al., 1980).

Second, the expectations patients bring to the encounter may be
altered by physician gender. Considerable evidence from patient-
satisfaction studies show that patients desire physicians who display
an "affective quality" as well as technical competence (see, for exam-
ple, Wasserman and Inui, 1983; Segall and Burnett, 1980), and patients
may now expect and desire female physicians who may be perceived as
being more expressive or humane.

Gender, along with other stereotyped status characteristics
(e.g., race and parents' education), may be used to channel individ-
uals into particular organizational positions or career paths that
- offer varied opportunities for mobility, as well as in the structural
bases for power. Structural theory assumes that equivalent positions
of structural power are sufficient to overcome stereotypes. Molm
(1985) examined gender and power use and its relationship to struc-
tural theory in a laboratory experiment in which 160 men and women

undergraduate students were assigned to different positions of struc-
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tural power. As structural theory predicts, actual power use and
evaluations of the powerful person were largely unaffected by gender
when men and women were assigned to structurally equivalent positions
of power. She suggests that the most blatant form of stereotyping--
assigning characteristics and attributes to women solely on the basis
of their gender--may be changing, but these changes are subtle.

The implications of the experiment for power relationships in
natural settings are considerable. For example, if women are in posi-
tions in which they can effectively use power (e.g., women pharmacy
students conducting medication-history interviews), they will be
"evaluated” accordingly (e.g., by patients via measures of satisfac-
tion and by clinicians via measures of performance outcomes).

Other studies suggest a gender-communication link. Women dis-
close more about themselves than men, especially on intimate topics
like sex (Lombardo and Berzonsky, 1979; Higgins, 1981), and women
listen while men do most of the talking (Eakins and Eakins, 1978). In
a study involving 80 undergraduate volunteers interviewed about inti-
mate and usually confidential material (sexual behavior, antisocial
behavior, and love) by one of eight interviewers representing a
"helping" professional, Higgins (1981) found that female interviewers
elicited more intimate communication from interviewees than did male
interviewers. In addition, Higgins found no interaction effect of
gender; in other words, female interviewers elicited more information
from both male and female interviewees on all topics.

It should be noted that some authors suggest gender effects on

behavior may be artifacts of the laboratory or of student subjects



42

(Osborn and Vicars, 1976; Brown, 1979). According to Osborn and
Vicars (1976), the greater control of the laboratory may yield signi-
ficant gender differences even when such differences account for a
very minor proportion of the observed variance.

Two studies peripherally address communication, gender, and phar-
macy issues. Pantoja and Fink (1985) examined the attitudes of 23
pharmacy undergraduate and graduate students toward women in pharmacy;
56.3% of the respondents were women. The perception that women are
more understanding and work better with the public was more prevalent
among women (27.6%) than among men (6.2%). Oliver and Barnes (1983),
however, found that female pharmacists were "less secure” than male
phdrlacilt. in their perceived abilities to communicate, measured as
self-ratings of communication skills as good, average, or poor.

In summary, the literature provides justification for studying
the potential effects of pharmacy student gender on the patient's
satisfaction with the interview and on the interview process and con-
tent, even though no clear statement can be made about the existence

or direction of the effects.

3. Communication Apprehension

One factor that may affect interviewing behavior is communi-
~ cation apprehension. Originally described by McCroskey in 1970, com-
’;iunlcation apprehension is an "individual's level of fear or anxiety

}aﬁaoclated with either real or anticipated communication with another

'gtrson or persons" (McCroskey, 1977, p. 78). Communication apprehen-

sion is considered a personality trait, such that it is characterized
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by generalized fear or anxiety about many different types of oral
communication situations. This trait is distinguished from state
apprehension, which is normal anxiety or fear about specific oral
communication situations (commonly referred to as stage fright).

According to Baldwin, McCroskey, and Knutson (1979), a person
with a high level of communication apprehension tends to avoid commu-
nication much of the time. They posit that a pharmacist with high
communication apprehension is expected to talk less with patients than
other pharmacists do, even on professional or therapeutic matters. In
addition, a pharmacist with high communication apprehension in their
view is less likely to be perceived as a credible source of drug
information or as an intelligent person.

Berger and McCroskey (1982) note that it is important to keep in
mind that communication apprehension represents a cognitive dimension
and communication skill a behavorial dimension of the communication
process. For example, a person with both excellent communication
skills and high communication apprehension will communicate well when
necessary but avoid it when possible (Baldwin et al., 1979). Accord-
ing to Berger and McCroskey (1982), a person like this needs training
to reduce apprehension, such as cognitive restructuring or systematic
desensitization, rather than training to enhance skills.

The personal report of con-uhlcation apprehension (PRCA) is the

most widely used measure of communication apprehension.3 The instru-

- 3The PRCA instrument has been published previously (McCroskey, 1978;
4 Berger, Baldwin, McCroskey, and Richmond, 1982; Baldwin et al., 1983).




ment has been shown to be highly reliable and valid.4 while this
questionnaire is designed as a measure of the subjects' cognitive
orientation toward communication and not as a measure of actual behav-
for, numerous studies have indicated the high association of PRCA
scores with communication behavior as defined by the researchers. For
example, it is highly associated with the amount of talk the individ-
ual is willing to produce and the likelihood of an individual niti-
drawing from or avoiding communication situations (McCroskey, 1970 and
1978). These associations of PRCA scores with specific behavlors-
suggest that the measure has merit as a possible predictor of the
behavioral outcomes of medication-history interviewing in this study.
In a national study of 9830 pharmacy students, about one of five
(20%) reported high communication apprehension, which is similar to
the percentage in the general population (Berger, Baldwin, McCroskey,
and Richmond, 1983).5 When the pharmacy students were categorized by
the variables sex, race, and hometown size.° statlaticﬁlly significant

differences were detected using Student's t tests and F tests; for

‘Instrunent reliability for a study of pharmacy students was 0.92
(Baldwin, McCroskey, and Knutson, 1979); test-retest reliability was

0.76, which indicated the stable enduring nature of communication
apprehension.

5The mean (+ S.D.) PRCA score for the general population was 65.6 +
14.1 (n > 40,000); for 9830 undergraduate pharmacy students it was
65.18 + 16 28. A high level of communication apprehension is computed
to be one standard deviation above the mean for the general population
(McCroskey, 1978). So, a result greater than or equal to 79 is high
communication apprehension.

‘The variable race was categorized as white, Black, Oriental, Native

American, and Hispanic; hometown was categorized as farm, less than
- 5,000, 5,000 to 50,000, and large city or suburb.
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practical purposes given the large sample size, however, there are no
substantially significant differences in these scores.

Berger and colleagues (1983) present some interesting results and
interpretations about the relationship between communication apprehen-
sion scores and perceived importance of three types of communication
(interpersonal, group, and public speaking). Pharmacy students who
value each type of oral communication as "very important"” consistently
had the lowest--least apprehensive--mean communication apprehension
scores. Conversely, for all except interpersonal communication, lower
perceived importance was associated with higher communication appre-
hension scores. Berger et al. (1983, p. 98-5) interpret these
findings by stating, "The higher the amount of anxiety produced by a
communication context for an individual, the less that type of commu-
nication will be valued.” To explain the noted exception of inter-
personal communication, the authors assume that "...interpersonal
communication is less threatening than group which is less threatening
than public speaking."

I believe that assumption regarding the perceived threat of
interpersonal communication and its relationship to the PRCA index is
unfounded. PRCA scores cannot be expected to correlate well with
perceived value of interpersonal communication because the 24-item
PRCA index contains at most 6 items relating to interpersonal commu-
nication; the remaining items have more in common with the other two
similar categories of communication (group and public speaking) than
with interpersonal communication.

A major drawback of the work with pharmacy students by Berger and
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colleagues (Berger and McCroskey, 1982; Berger et al., 1982, 1983;
Baldwin, McCroskey, and Knutson, 1979; Baldwin et al., 1983) is the
focus on communication apprehension as a single descriptive or predic-
tor variable. While their studies show that communication apprehen-
sion should be studied as one possible factor explaining communication
behaviors, I do not believe it alone is the primary factor explaining
those behaviors. As McCroskey notes (1977), the communication appre-
hension trait is established through early childhood socialization; as
such, it is possible that the background characteristics of parents'
education and interviewer gender may affect communication apprehen-
sion. However, by using only a personality approach to explaining
communication behaviors, the direct effects of those background char-
acteristics would be ignored, as would be the effects of characteris-
tics developed through professional socialization, such as attitudes.
Because communication apprehension may be influenced by the
exogenous determinants of parents' education and student's gender,
communication apprehension follows these as one of the precursory

determinants in the path models.

4. Attitudes and Values
I hypothesize that people and health-care orientation and

interviewing orientation can help explain the medication-history

. ture exists on the relationship of attitudes and values to information
. gathering, support for examining these hypotheses comes from research

';relating to information giving by physicians and pharmacists.

interviewing behavior of pharmacy students. Since no relevant litera- .
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These hypotheses represent a global social psychological approach
for viewing relationships. One value of the social psychological
perspective is that it is dynamic and formative, not static. Its
focus is on interaction with others, and through these interactions
individuals acquire the behaviors, knowledge, attitudes, beliefs, and
values of the group they come from or aspire to be identified with
(Merton, Reader, and Kendall, 1957). The socialization process
accomplishes the implicit goal of inducing members to behave in accor-
dance with norms.

An attitude is a "relatively stable affective predisposition" to
respond in a particular way toward a person, object, or issue (Mul-
dary, 1983, p. 209); "relatively stable” means that attitudes tend to

endure over time. According to this definition, attitudes are unob-

servable cognitive or emotional processes that function like "inclina
tions" or orientations toward some person, object, or issue.

How are attitudinal orientations related to values? One possi-
bility according to Rokeach (1973) is that values can serve as crite-
ria for choices and judgments through which an individual develops
attitudes. Thus, a student's attitude toward a health profession and
its tasks may be influenced by the degree to which "helping,"
"health,” "health care," "working with people," or some other crite-
rion is an abstract value.

Reason for choosing pharmacy as a major may reflect a student's
g values or orientation to the profession. Researchers have identified
; a variety of reasons students major in pharmacy (see, e.g., Smith,

- Gibson, and Mikeal, 1974; Kirk and Ohvall, 1975), and I group these
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reasons as follows: career, career mobility, and job prospects; tech-
nical subject matter of the profession; and humanistic or helping
orientation. Of these, only the reason of humanistic or helping
orientation reflects a professional practice orientation and an
interest in interpersonal relationships, and thus it may be a poten-
tial determinant of interviewing outcomes. That is, if a student
values working with people and being in a health-care profession, that
value may have a positive effect on the student's attitude toward
being oriented to the profession and its tasks, including medication-
history interviewing.

Following Rokeach's reasoning, in the models I temporally placed
the more abstract value concept of "people and health-care orienta-
tion" before the more concrete attitudinal concept of orientation
toward interviewing.

While it has often been assumed that physicians' attitudes about

giving or gathering information affects physicians' communication

behavior, few studies examine the attitude-behavior relationship.

- Waitzkin (1985) provides some evidence of an association between phy-
sicians' attitudes about patient communication and behavior when it

- comes to information giving; physicians who held attitudes favorable

to informing patients tended to transmit more information.

One study examined the effect of attitudes on pharmacists' coun- ]
éﬁllng behavior (Mason and Svarstad, 1984). Rural community pharma-
cists were visited on two occasions by a different unknown observer

tho presented a prescription for one of two different prescription
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drug products. Indices were constructed to quantify the extent to
which pharmacists provided written instructions, provided verbal in-
structions, interviewed patients, and acted in an approachable manner.
For the purpose of Mason's study, interviewing behavior consisted of
inquiries intended to solicit information from the patient to identify
medication-use problems or to assess the patient's understanding of
instructions for taking the medication or of other pertinent informa-
tion. The pharmacist's attitude toward counseling was measured during
a preceding interview using a counseling role orientation (CRO) scale
developed by Mason (1979).

Although the correlations between counseling attitude and inter-
viewing behavior and between counseling attitude and approachability
were statistically significant (r = 0.2 and 0.28, respectively: P <
0.05), the magnitudes of these associations were relatively small.

The extent to which pharmacists provided verbal instruction correlated
most positively with counseling attitude (r = 0.34, p < 0.001).

Mason and Svarstad-mention several possible causes of the weak
correlation between counseling attitude and interviewing behavior, one
factor being the different role requirements for pharmacists working
in community, ambulatory, and clinic pharmacy settings. For example,
community pharmacists may have few opportunities to interview or coun-
sel patients, while pharmacists in clinics may conduct medication-
history interviews routinely. The authors argue that neglect of the
. attitude-behavior relationship might explain the lack of consistency

~ among empirical studies that identify relationships between selected
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variables and pharmacist counseling activities.”

Accepting Waitzkin's approach in medicine and Mason's approach in
pharmacy, I believe it is important to control for value and attitu-
dinal factors to help understand and explain potential differences in

the outcomes of medication-history interviews.

S. Gender of the Simulated Patient

While the other factors hypothesized to influence the medi-
cation-history interviewing outcomes relate to characteristics or
behaviors of the interviewer, gender of the patient can be considered
a situation-specific background characteristic of the interview that
may have an effect on interviewing process and content. Also, patient
gender may have an effect on the patient's satisfaction with the
nontherapeutic aspects of the interview.

Gender might affect the provider-patient relationship by altering
the status relationship of the two parties. For instance, Freidson
(1970) argues that same-sex dyads in physician-patient interactions
are presumed to have greater status congruence than opposite-sex
dyid.. The resulting greater status congruence may enhance mutual
participation by providing a basis for more free communication,

- including more self-disclosure (DiMatteo and DiNicola, 1982). Higgins

;‘(1981). however, found no interaction effect between participants’

i’ror example, the amount of time spent counseling patients has
'been shown to vary by the type of product (prescription or nonpre-
‘scription) dispensed (Dickson and Rodowskas, 1975), privacy of
counseling environment (Ludy et al., 1977; Beardsley et al., 1977),

d patient's educational level and drug expenditures (Carroll and
gnon, 1983).
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gender when interviewers representing a helping professional inter-
viewed students on intimate topics; women interviewers elicited more
information from both male and female respondents.

By including gender of both the patient and the pharmacy student
interviewer as exogenous determinants in the model, the possibility of

interaction effects of gender on interviewing outcomes can be studied.

D. Simulated Patient Approach

Many studies discussed in the interviewing outcome section of
this chapter involved the use of simulated patients. My study, too,
uses simulated patiehts as the respondents in the pharmacy students'
medication-history interviews.

Barrows, a neurologist and teacher, conceived the idea in 1962 of
using simulated patients in medical training as a way to overcome

instructional problems with "real"” patients (Barrows and Abrahamson,
1964). A simulated patient is a healthy individual who has been
trained to reproduce historical, emotional, and, in some instances,
physical aspects of an actual history accurately. In general, a
- simulated encounter involves the use of either nonpatients or patients
with stable clinical findings in a carefully controlled situation such
that meaningful evaluation of student performance is possible.

The validity of patient simulators is addressed in various physi-
lclln-patlent models. For instance, Sanson-Fisher and Poole (1980)
found no difference in interviewing or physical assessment skills ét
ical residents when evaluating actual patients or simulated coun-

{@prarts. Similarly, other investigators found comparable results in

e e e e e e




the physical assessment and interviewing skills of medical students
who examined gynecologic patients or simulators (Vontver et al., 1980;
Livingstone and Ostrow, 1978).

Helfer (1970) and Helfer and Hess (1970) developed a unique simu-
lation program that focused on interviewing rather than physical
assessment skills. Several mothers of pediatric patients were taught
to provide a consistent history of a common pediatric problem. A
score sheet enumerated the historical information the student could
elicit by interviewing the mother. The student's "content" score was
based on the amount of data elicited versus the amount of information
the mother was trained to provide. This was one of the first specif-
ic, objective evaluation instruments to be used in conjunction with a
simulated interview encounter.

Helfer's research formed the basis of investigations by Stillman
and colleagues at the University of Arizona College of Medicine.
Stillman used a similar model involving check lists of information
content, but she went on to develop a separate rating scale measuring
interviewing process--the ACIR scale discussed earlier in this chapter
(Stillman et al., 1977 and 1983). The use of such tools to measure
interviewing process and content objectively has become a standard
part of the simulated patient encounter.

Stililan and colleagues (1977 and 1983) believe that, when simu-
lators are used in educational programs, they are an integral part of
interviewer improvement, training, and teaching. They say that if
~ interviewers are exposed to the criteria of the ACIR scale, exposure

alone may raise the interviewers' scores, but "probably not" to the
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same extent as the interview itself or a feedback session with a
trained patient-simulator-teacher.

While most of the work with patient simulators has been done in
medical education, two research groups describe the use of patient
simulators in pharmacy education (Giannetti and Nardini, 1981; Gardner
and Burpeau-DiGregorio, 1985; Gardner and McGhan, 1986). Unlike my
study, these pharmacy applications (along with most of the medical
applications) generally involve small groups of students; focus on the
technique only as a teaching tool; use one or two patient simulators
who act as teacher, evaluator, and feedback source; have no indepen-
dent rater evaluation of the students; do not study factors affecting
behavior; and use various measures of effectiveness.

While clerkship and pharmacy practice experiences are desirable
because they involve actual patients, they cannot be standardized
beyond very broad guidelines, and this limits in-depth evaluation of
student performance. Patients make poor subjects for controlled stu-
dent evaluation becguac their histories, physical complaints, and
descriptions of the same complaint may vary from one examiner to the
~ next.

Without consistent performance from the patient, it is impossible
tto provide the same learning experience to each student or to assess
‘ student performance, not to mention the difficulty in retaining inter-
" nal validity standards for the study of factors affecting the inter-
- viewing behavior. A disadvantage of simulated patients, however, is

that it may be difficult for students to approach them seriously.




E. Research Needs and Proposed Models

1. Summary and Research Needs

While previous research has focused on the interviewing
outcomes of process, content, and patient satisfaction in patient-
professional interactions, none has specifically examined these out-
comes and their interrelationships in the context of medication-his-
tory interviewing by pharmacists. In particular, interviewing process
has most often been considered an outcome variable, while the litera-
ture suggests that process may influence other interviewing outcomes.
In addition, the effect of interviewer and respondent characteristics
on these outcomes has not been explored. Research is needed to
examine these relationships since only by identifying and studying the
interviewing interaction as a whole will the pharmacy profession
acquire information for reassessing pharmacists' interviewing role.

Further research is also needed to develop valid, reliable, and
practical measures of interviewing process, interviewing content, and
patient satisfaction. Specifically, I see a need for developing a
global measure of interviewing process with the following character-
istics. First, the measure should use a continuous multiple-point
- scale for assessing level of performance for each item. Most measures
of interviewing process used in previous research are based on a
;}dlchot0lous response, such as yes or no, or some other forced-choice
}rcaponle that does not allow for gradation in scoring (Foley and
';\arf. 1981). Measures using a multiple-point scale have the poten-
tial for detecting greater variation in skill.

Second, the measure should provide an overall view of the inter-
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viewers' skills, as in a summed score of the ratings for all items.
Such a continuous variable is necessary for applications where the
process measure is just one part of a multifactor model; single-item
scores would not be practical in explaining the outcomes of patient
satisfaction and interview completeness.

Third, the measure should be designed specifically for medica-
tion-history interviews. Other process evaluation forms--even those
like the ACIR scale that are not single-item measures--do not tap the
unique nature of the medication-history interview.

Turning to research needs related to measures of interviewing
content, I believe it is desirable to develop a measure that has the
convenience of a check list without being tied to a specific medica-
tion history; this will make the measure useful when evaluating any
medication-history interview. Also, since it is not possible to
predict in advance what piece of information is important for a speci-
fic patient's history, all points of information in the measure should
be weighted equally. The measure should give points for the inter-
viewer's attempt to gather specific content points, even when the

- answer is "no;" many measures used in previous research give points
Elonly for affirmative responses.

No literature specifically assesses patient satisfaction with
.lodlcation-history interviewing. I believe the research priority
:ihould be on developing and testing a written, self-administered index
general satisfaction based on the patient's attitudes toward the
lﬁacltlc interview and interviewer.

Future research designs should use raters--not participants--to
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observe and assess the interviewing outcome measures, so that problems
of using participants as raters are minimized (Stewart and Cash,
1983). Instruments developed with this in mind would be applicable in
both research and educational situations, if desired. Raters should
have the same interviewing orientation and training as the

interviewers they evaluate.

2. Description of Models and Hypotheses

As stated in the introduction to this chapter, the purpose
of my research is to study factors affecting the outcomes of medica-
tion-history interviews by pharmacy students. The study aims to
determine whether pharmacy students' performance on a medication-
history interview, measured using instruments developed to score
levels of interviewing content and patient satisfaction, can be
explained by structural equation models that include background,
value, and attitudinal characteristics of the interviewer; gender of
the interviewer agd patient; the communication apprehension of the
interviewer; and the interviewing process of the interviewer. The
study design uses simulated patients as the respondents.

A secondary purpose of the study is to develop and test instru-
1 ments for measuring interviewing process and patient satisfaction and
f to test an instrument for measuring interviewing content.
Based on my review of the literature, I propose two separate but
related models of medication-history interviewing by pharmacy students
:ttigurc 1); the variables used in the models are defined in Table 6.

In one model, the dependent variable is patient satisfaction; in the




Figure 1. Temporal Model of Medication-History Taking?

Exogenous Precursory Attitudinal Interviewing Outcomes

Gender of Orientation Attitudes Interviewing Interviewing
interviewer to pharmacy toward process content
interviewing
Parents' Apprehension Respondent
education toward satisfaction
communication
Gender of Academic

respondent ability

3The far right column shows the dependent variables of
interviewing content and respondent satisfaction. Two models of
interviewing behavior will be tested, with each dependent variable run
separately. Each of the other columns present the variables entered

in each model simultaneously; the temporal order moves from left to
right.



Table 6. Definitions of Variables in the Models

Variable Definition

Gender of interviewer Sex of the pharmacy student
interviewer

Parents' education Level of education attained by the

student's parents

Gender of respondent Sex of the simulated patient

Academic ability Cumulative gradepoint average in
prepharmacy courses

Apprehension toward Personal report of communication

communication apprehension (PRCA)

Orientation to pharmacy Reason for choosing pharmacy as a
major

Attitudes toward interviewing Attitudes toward medication-history

interviewing
Interviewing process Measure of interview skill
Intervieiing content Measure of interview completeness

Respondent satisfaction Simulated patient satisfaction




other it is interviewing content. Other than that, both models are
identical.

Each model has nine determinants, three exogenous and six endoge-
nous. Background determinants included are the interviewer's gender,
a measure of academic ability, and parents' education. The effect of
the simulated patient's gender is also controlled, and the possibility
of an interaction effect between ainul;ted patient's gender and inter-
viewer's gender is tested. Since communication apprehension has been
associated with some communication behaviors, it is included as a
potential predictor of the interviewing outcomes in these models as
well. The effect of the interviewer's attitudes and values, specif-
ically orientation to pharmacy and attitudes toward interviewing, are
also included. The concept of interviewing process, which in many
studies is the only outcome variable, is included as the final factor
in the models.

It is hypothesized that these variables as shown in Figure 1 will
have a significant impact upon interviewing content and a significant
impact upon respondent satisfaction with the interview. Figure 1
shows the temporal order in which the variables will be entered in the
path models.

While the literature provides justification for identifying these
potential determinants of the outcomes 6f medication-history inter-
views by pharmacy students, it provides little clear support for
hypothesizing the direction of all of the relationships between them.
Therefore, no such hypotheses are made.

Three factors prompted my use of two models of interviewing




behavior. The first and major factor results from my interest in
testing temporally-constant relationships of the previously specified
determinants with separate dependent variables representing outcomes
from two different perspectives--interviewing content from the eyes of
pharmacists and respon&?nt satisfaction from the eyes of patients. At
the same time, by placing interviewing process as the final factor in
the models, the effect of interviewing process on the two outcomes can
be easily determined.

The second factor relates to the maximum number of variables in a
model. As a general rule in multiple-regression analysis, it is
desirable to have at least 10 valid cases for each variable used in
the analysis. In this study, the number of valid cases for some vari-
ables hovers around 90, and, therefore, no more than nine variables
should be included. Using two models of nine variables each allevi-
ates the problem of not enough cases for a single 10-variable model.

The final reason for using two separate models relates to ease of
interpretation. Although it is acceptable to have two dependent vari-
ables in one structural equation model, the number of potential and
resultant paths make visual as well as written interpretation much
more difficult. Plus, the issue of multicollinearity® has to be
addressed with any temporally loaded variables.

I believe my models provide a more realistic, externally valid

8Hult1colllnear1ty refers to the situation where two or more vari-
ables are highly interrelated. The problem of multicollinearity can
be overcome by including only one of the correlated variables in the
model or by substituting a new variable that is a composite of the set
of troublesome variables.
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approach to medication-history interviewing than approaches used in
previous research. As shown in the literature review, pharmacy prac-
titioners have been primarily concerned with the content portion of
interviewing behavior. Pharmacy needs to be concerned with not only
the all-important content of the interview and the process of inter-
viewing, but also with the patient's satisfaction with the interview.
Patient satisfaction at the interviewing stage is one component of
motivation that may be important at a subsequent counseling or moni-

toring session.
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CHAPTER 2

METHODS

A. Description of Sample and Interviewing Module

The data for this study consisted of a sample of 112 undergrad-
uate pharmacy students. These students represented the entire class
taking the required course, "Social Studies in American Pharnacy.; at
the University of Wisconsin School of Pharmacy in Fall 1984. The
course is offered in the fourth year of a five-year bachelor of
science curriculum (two years prepharmacy, three years pharmacy) and
emphasizes theoretical and practical applications of social and behav-
ioral pharmacy principles.

As part of this course, I prepared and delivered a four-hour lec-
ture module on basic interviewing and communication skills. The four
hours of in-class discussion, held in groups of 30 students or less,
consisted of the following:

1. Didactic information on general interviewing principles:1
2. Viewing of two commercially available educational videotapes
discussing the importance and application of various commu-

nication principles (Appelbaum, 1984; Barnard et al., 1982);

3. Limited roleplaying using nonpharmacy and pharmacy exer-
cises;

4. Discussion of both medication-history interviewing and
medication (discharge) counseling, since both activities
would be expected of the students during the required
fifth-year inpatient clerkship experience;

1y developed and distributed a primer containing the basics of
medication-history interviewing for pharmacy students.




5. Discussion of applying the upcoming medication-history
interviewing experience to all facets of communication and
sites of pharmacy practice; and

6. A technical explanation of my research project.

Each student was required to conduct an individual medication-
history interview with one of two simulated patients who were unknown
to the students. The interview was a course requirelent.z but being a
subject in the research project was voluntary at some stages. Stu-
dents were given an informed consent agreement to sign if they wished
to take part in the attitudinal survey portion of the study. A copy
of the agreement is in Appendix A. In other words, completing the
interview itself was mandatory, but completing certain survey instru-
ments was either a voluntary in-class activity or depended on the
informed consent agreement.

The students, then, were aware of the class exercise and some
technical details of the study. These details related more to when,
where, and what-to-do to complete the interviewing class exercise than
when, where, and how-to-do the interview. My research project was
only tangentially related, at best, to issues associated with teaching
communication skills or testing and evaluating communication-skill
teaching methods. For methodologic completeness, though, I will

elaborate on some of the details.

3Two course requirements were actually in force. One, as I mentioned,
- was completion of the interview. The other, which is not part of this
- study, was to attend a feedback-review session. All 112 students

- individually watched and discussed their videotaped interviews with me
- two to three weeks after completing them. Points were awarded toward
- the student's final grade in the course for completing both require-

- ments, but no letter grade was assigned to the interview.
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To mimic a realistic clinical setting in which interviewers gen-
erally have some background information (albeit limited in some
cases), the students were given in advance some information about the
patient they would be interviewing. The students were told the
patient was taking a "thiazide diuretic,"” and I suggested they become
familiar with the pages on thiazides in the United States Pharmacopeia
Dispensing Information--1984 (1983). A handout described some points
about the patient's social and family history (Appendix B).

The students were also given instructions on how and when to get
to the interview site and a copy of a medication-history collection
form to record the information they gathered. The collection form was
used for authenticity, since the students would use the same one the
next year during the inpatient clerkship course. The students knew
that their interviews would be videotaped unobtrusively and that the
patient they would interview was a simulated patient. I told thea
they would be given the name and age of the patient immediately before
the interview.3 The time limit for each interview was set at 15

minutes.

B. Description of Interviewing Method Using Simulated Patients

One man and one woman interchangeably served as the simulated
patients in this study. The simulators memorized and rehearsed their
free-flowing scripted history (see Appendix C) until they each felt

- comfortable with it and provided consistent information to the

3The fictitious names were Mr. Jonathan Cannon and Mrs. Louise
Jefferson; their nonfictitious ages were 30 and 32, respectively.



rehearsal interviewers. Both previously worked as a simulator for the
University of Wisconsin Medical School, and they were paid $6 an hour
for participating in my project. The simulators were split approxi-
mately equally between the 112 students.

To avoid fatigue, each simulator did no more than six consecutive
interviews. After each interview, the simulator completed a satisfac-
tion report. Five-minute breaks between interviews were bulit into
the schedule. The student-interviewers had no contact with the simu-
lator before or after the medication-history interview.

In general, the history had the simulated patient currently tak-
ing one prescription medication (a thiazide diuretic) for hypertension
and two nonprescription medications. The patient also was allergic to
penicillin and had difficulty complying with the prescription drug
regimen. The specific compliance problem alternated between leg
cramps and nighttime urination. Simulators were taught pertinent med-
ical, pharmaceutical, and pharmacological information that pertained
to the history, and they were coaéhed to respond to any imaginable
question the students might ask.

The medication-history interviews took place in a psychomotor
research laboratory equipped with a one-way mirror at the School of
Nursing located in the University of Wisconsin Clinical Science Cen-
ter. The interview room was appointed with a table and two chairs
made to represent a private ambulatory-setting interview or consulta-
tion room. Videotape and sound equipment, equipment operators, and I
(the gatekeeper) were behind the one-way mirror during the interview.

The students picked their own day and time for the interview




within a generous two-week window of possibilities. This offered as
natural a randomization as possible. Each student reported to the
interview site 15 to 30 minutes before the scheduled interview.

I ushered each student into an anteroom near the interview site
and, if the informed consent agreement was signed, administered the
34-item medication-history and interviewing attitude survey. Whether
students completed the survey or not, there was enough time for them
to prepare themselves before the interview began. When it was time
for the interview, I ushered the student to the interview room, opened
the door, attached a microphone to the student's lapel or collar, and
then left, shutting the door before making my way into the observation
area. The videotape operator began recording as soon as the student
came into the camera's view. Immediately after the interview, I
ushered the student out of the room and into the hallway where each
student completed a mock medical-record report on the interview's
medical outcomes using the medication-history collection form distrib-
uted in class. v

A wall clock in the interview room enabled the student to keep
track of time. If the interview went to the 15-minute limit, I
knocked on the interview room door as a signal for the student to
conclude the assignment; only two students received a 15-minute
warning. Since I established a time limit and the patient history was
not lengthy, I am not interested in length of the interview as a
determinant of interviewing outcomes.

I attempted to control for after-the-fact discussion among stu-

- dents by using two patient simulators (one male and one female),
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having some flexibility with the history by making it free flowing and
unscripted, alternating two "compliance problems"” with the thiazide
diuretic (Appendix C), encouraging professional conduct regarding
patient confidentiality, and keeping the students from returning to

the anteroom after the interview.

C. Study Instruments and Measures of Variables

Variables used in the model of factors affecting medication-
history interviewing behavior were extracted from five study
instruments:

1. The communication apprehension survey containing the personal
report of communication apprehension (PRCA) and other course-
related questions,

2. The medication-history and interviewing attitude survey
containing background questions and the interview orientation
scale,

3. The patient simulator satisfaction report,

4. The interviewing content evaluation form, and

5. The interviewing process evaluation form.

The following sections describe each of these instruments, method

of development and administration, and variables extracted from each.

Table 7 summarizes the sources of data for constructing the variables.

1. Communication Apprehension Survey
The questionnaire containing the 24-item self-report index of
communication apprehension was administered in class seven weeks
before the student's actual interview (Appendix D). Participation was

voluntary. Besides the PRCA scale, this questionnaire included




Table 7. Sources of Variables

Study Variables

Source of Measure

Parents' education

Gender of interviewer

Prepharmacy GPA
Communication apprehension

Reason for choosing pharmacy
as a major

Interview orientation

Interview completeness

Interview skill

Patient simulator satisfaction

Gender of patient simulator

Attitude survey

Attitude survey, student
interviewer

Attitude survey
Communication apprehension survey

Communication apprehension survey

Attitude survey

Interviewing content evaluation
form

Interviewing process evaluation
form

Patient simulator satisfaction
report

Patient simulator

-




several items aimed at collecting information pertinent to the study
or to the course. One such item and study variable, reason for
choosing pharmacy as a major, was on this questionnaire.

The personal report of communication apprehension was scored as
follows: (1) strongly agree, (2) agree, (3) undecided, (4) disagree,
or (5) strongly disagree. The 24-items were presented in the same
order as in numerous references [see, for example, Baldwin et al.
(1983)]; Table 8 lists the items, along with directions for computing
a final PRCA score. Of the 24 items, 12 are reverse-coded to combat
acquiescent response bias, which is the tendency to agree with items
regardless of content. |

The personal report of communication apprehension scale has been
used often with proven Yalidlty and reliability over frequent adminis-
trations (Baldwin, McCroskey, and Knutson, 1979; Berger and McCroskey,
1982; McCroskey, 1970 and 1977). Most previous researchers, however,
categorize the communication apprehension scores as high, low, or
normal by establishing ranges based on the standard deviations (Berger
and McCroskey, 1982; McCroskey, 1970 and 1977). In my analysis, I
will keep the variable continuous to enable more finite and parametric
interpretations.

The item "reason for choosing pharmacy as a major" represents an
operationalization of orientation to pharmacy. The students were
given the following choices for this item:

1. Thought there would be good job opportunities,

2. Liked working with people and wanted to be in a health
profession,
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Tabloas. Items in Personal Report of Communication Apprehension
Scale

1.* I dislike participating in group discussions.

2. Generally, I am comfortable while participating in group
discussions.

3.* I am tense and nervous while participating in group discussions.

4. I like to get involved in group discussions.

5.* Engaging in a group discussion with new people makes me tense and

nervous.

I am calm and relaxed while participating in group discussions.

.* Generally, I am nervous when I have to participate in meetings.

Usually, I am calm and relaxed while participating in meetings.

I am very calm and relaxed when I am called upon to express an

opinion at meetings.

10.* I am afraid to express myself at meetings.

11.* Communicating at meetings usually makes me uncomfortable.

12. I am very relaxed when answering questions at meetings.

13.* While participating in a conversation with a new acquaintance, I
feel very nervous.

14. I have no fear of speaking up in conversations.

15.* Ordinarily, I am very tense and nervous in conversations.

16. Ordinarily, I am very calm and relaxed in conversations.

17. While conversing with a new acquaintance, I feel very relaxed.

18.* I'm afraid to speak up in conversations.

19. I have no fear of giving a speech.

20.* Certain parts of my body feel very tense and rigid while I give a
speech.

21. 1 feel relaxed while giving a speech.

22.* My thoughts become confused and jumbled when I am giving a
speech.

23. I face the prospect of giving a speech with confidence.

24.* While giving a speech I get so nervous, I forget facts I really
know.

C-- -

3Respondents answered using a modified five-point Likert scale,
where 1 = strongly agree and 5 = strongly disagree. The items marked
with an asterisk were reverse coded in computing PRCA scores.
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3. Liked subjects such as chemistry and thought pharmacy would
be challenging, or
4. Other.
For data analysis, the variable was structured into a dichotomized
dummy variable (1 = people and health-care oriented and 0 = all

others).

2. Attitude Survey
Students who signed an informed-consent agreement completed
an attitude survey 15-30 minutes before their scheduled interviews
(Appendix E). This survey contained several questions regarding the
student's background and 34 items measuring the student's attitudes
toward interviewing.

The attitude items were styled after Mason's (1979) counseling
role-orientation scale. A modified five-point Likert response scale
was used, ranging from 1 (strongly disagree) to 5 (strongly agree).

To minimize acquiescent response set, the questionnaire balanced the
number of positiv;ly and negatively phrased items comprising the atti-
tude dimension.

Several faculty members reviewed the 34-1tel scale for face
validity before its administration to students. To select items that
would contribute to a reliable instrument, scores on each item were
correlated post hoc with total scores on the combined 34-item test for
the pharmacy students. The internal consistency reliability as mea-

sured by a standardized alpha coefficient was 0.8089. Performance of

each of the attitude items was examined using descriptive statistics,




item-to-total correlations, and Cronbach's alpha (Nunnally, 1978).

This was done by performing principle factor analysis with varimax
rotation in conjunction with my examination of the item-to-total
correlations and Cronbach's alpha coefficient.4

Items having the lowest item-to-total correlation were eliminated
until 13 remaining items had an internal consistency of 0.8061. This
process demonstrated that if items not highly correlated with each
other were removed, then a reliable instrument for the assessment of
attitudinal orientation toward medication-history interviewing could
be constructed. The 13 items comprising the interview orientation
variable used in the model are listed in Table 9.

Included on this attitude survey were items assessing other study
variables, namely parents' education, gender of the student inter-
viewer, and prepharmacy gradepoint averaga.s

Parents' education (for mother and father) was indicated by the
student selecting from the following ordinal categories: (1) 8th
grade or less; (2) 9th, 10th, or 11th grade; (3) 12th grade (graduated
from high school); (4) completed 1-3 years of college or technical

school; (5) graduated from college (B.S. or B.A.); (6) had some post-

AThe results of the factor analyses and item-to-total correlations are
not reported here. With few exceptions, the items retained by the
factor analyses were the same as those retained by concurrently
evaluating item-to-total correlations and Cronbach's alpha. I based
my decisions on qualitative and quantitative grounds by comparing
results after completing each procedure.

5The attitude survey included measures of other background character-
istics that were not included in the model. Some potential determi-
nants were automatically excluded because they showed no variation in
the sample; these were the student's marital status, age, citizenship,
and primary language.
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Table 9. Items in Interviewing Orientation Scale2:D

1. Doing a medication-history interview has value.

5. Conducting medication histories is a necessary part of the
pharmacist's job.

6. A good interviewer uses eye contact to help build patient trust.

10. A good interviewer should probe a patient's motivations.

12. To complete a successful interview, it is important to understand
why patients do not take their medications.

13. Introductions using the patient's and my name will assist in my
developing good rapport with the patient.

17.* The medical and social information I gather from a medication
interview is not important because it is usually available else-
where.

19. A good interviewer explains to patients why the interview is
being conducted. 1

20. A medication interview is necessary to gather medical and social |
information about the patient. |

25. Paraphrasing to clarify a patient's responses is necessary for a :
successful interview.

26. Good closure of an interview establishes opportunities for
patient feedback.

30. Being attentive to nonverbal cues will facilitate the interview.

31. Perceiving a patient's point of view is a necessary skill for a
good interviewer.

3Respondents answered using a modified five-point Likert scale, i
where 1 = strongly disagree and 5 = strongly agree. The item marked
with an asterisk was Teverse coded in computing interviewing orienta-
tion scores.

b'l‘he number preceding each item refers to its order in the 34-
item attitude scale in Appendix E.
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graduate training; and (7) don't know. The resultant distribution led
me to collapse categories 1 and 2 into (1) less than high school grad-
uate; the variable then ranged from 1 to 5, with "don't know"
responses coded as missing data. Because preliminary analyses indi-
cated that father's education offered more potential explanatory power
than mother's education, mother's education was eliminated in the
final analysis. )

The students indicated their gender on the survey form. Gender
was coded as 1 for female and O for male. Prepharmacy gradepoint
average was self-reported on a 0.00 to 4.00 scale similar to many
college and university cumulative grading systems, where 4.00 = A,
3.00 =B, 2.00 =C, 1.00 =D, and 0.00 = F. A self-report of grade-
point average may be inflated, but I assume the inflation, if it

exists, is uniform. Also, this is the only choice I had since I did

not obtain informed consent to inspect student academic records.6

3. Patient Simulator Satisfaction Report

Patient satisfaction refers to whether the patient's expecta-
tions are met. In this study the patient simulator satisfaction
report served as the index of the simulated patient's general satis-
faction with the interview and interviewer (Appendix F). The report
consisted of 18 items that I designed to address the simulated

patient's attitudes toward the interview and interviewer. The items

eThe interview orientation survey asked the student to report prephar-
macy gradepoint average and cumulative gradepoint average. I used
prepharmacy gradepoint average since it fit the temporally constructed
model of interviewing behavior more adequately.




735

were styled after the work of Stewart and Wanklin (1978) and Wolf et
al. (1978). Several faculty members reviewed the instrument for face
validity before its use by the two simulators.

The simulators completed the satisfaction report immediately
after each interview. Items were measured on a modified Likert scale,
where the values were (A) strongly agree, (B) agree, (C) uncertain,
(D) disagree, and (E) strongly disagree. Remedies to avoid an acqui-
escent response set were applied.

As for the interview orientation scale, psychometric analysis was
conducted on the 18-it<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>