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What you should know about
patients who bring a list
to their office visit

In many ways, patients who use written lists do not differ
substantially from those who do not. However, they do
have some characteristics worth noting.

ABSTRACT

Purpose W Little is known about patients who
present a written list during a medical consul-
tation. In this preliminary study, we sought to
examine and characterize patients who use a
prepared list.

Methods » The design was an open observa-
tional case-controlled study that took place at
2 urban primary care clinics. We enrolled pa-
tients consecutively as they arrived with a writ-
ten list for consultation. Consecutive patients
presenting without a list served as the control
group. Physician interviews and completed
questionnaires provided demographic and
medical characteristics of this group and expla-
nations for list preparation.

Results P Fifty-four patients presented with a
list and were compared with controls. Statisti-
cally, patients arriving with a list were signifi-
cantly more likely to be older and retired, and
less likely to be salaried workers or housewives.
These patients had more chronic diseases and
consumed more long-term medications. They
had a greater number of doctor visits in the
past year compared with controls, and per-
ceived an increase in memory loss. There were
no differences between the groups in terms of
psychiatric disease or personality disorders.
Conclusions > Aside from certain demo-
graphic and health characteristics, patients
who use written lists do not differ substan-
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tially from those who don’t. They have no dis-
cernible ill intention, and the list serves as a
memory aid to make the most of the visit.

onverbal communication is a sig-

nificant part of the physician-patient

encounter, in part revealing clues to
underlying attitudes and emotions or indi-
cating whether one agrees or disagrees with
expressed statements.! Nonverbal communi-
cation exhibited by both doctor and patient
strongly influences how each participant
perceives the encounter and helps determine
how the physician-patient relationship will
develop.*

Patients, for example, are affected by the
amount of physician eye contact and com-
puter use. Less eye contact and greater atten-
tion to the computer tend to lower patients’
opinions of the consultation.!® These and
other behaviors may contribute to the finding
that 30% to 80% of patients feel their expec-
tations are not met in routine primary care
visits.®

Physicians, despite attempts to remain
nonjudgmental, can be affected by a patient’s
demeanor on entering the consulting room.
Subtle prejudices may be evoked by age, gen-
der, ethnicity, manner of dress, tone of voice,
mannerisms, cell phone interruptions, and
the like.”® Negative reactions can create bar-
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Patients who
present lists at
office visits tend
to be older, have
a number of
chronic
disorders, and
think they have
memory loss.
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riers to good communication. Awareness of
them may be the first step to preventing or re-
moving hindrances to meaningful dialogue.’

One aspect of a patient’s presentation
that may be viewed negatively is possession
of a list. But this need not be the case. The
list, if viewed as a patient-initiated agenda,
can lead to a gratifying encounter for both
patient and physician. In fact, there is reason
to believe that a list representing a set agenda
at the start of a visit may enhance patient sat-
isfaction without increasing visit length.'’ In
fact, the Agency for Healthcare Research and
Quality (AHRQ) advises patients to “Write
down your questions before your visit. List
the most important ones first to make sure
they get asked and answered.”"!

To learn more about the people who ar-
rive at a consultation with a written list, we
conducted a study at 2 clinics in Clalit Health
Services—Southern District (CHS-SD), which
we designed to focus on answering the fol-
lowing questions:

1. Do patients with lists have a unique

sociodemographic profile?

2. Do they present with specific medical
ailments but have a high frequency of
psychiatric disorders?

3. What are the underlying motives lead-
ing to list use?

METHODS

Design

This was an open observational case-
controlled study, approved by the institu-
tional review board and the clinical research
board of the Department of Family Medicine,
Faculty of Health Sciences, Ben-Gurion Uni-
versity of the Negev, Beer-Sheva, Israel.

Setting

We conducted our study at 2 urban pri-
mary care clinics serving a population of
7000 people of diverse ages, 10% of whom are
recent immigrants.

Selection of participants

We consecutively recruited patients who car-
ried alist to use during the consultation. After
obtaining patients’ informed consent to par-
ticipate in the study, we asked them to spend

the time necessary to disclose requested in-
formation. We excluded those who were not
fluent in the language of their physicians.

Intervention

Family physicians at the participating clinics
distributed a questionnaire to patients arriv-
ing with a written list, then conducted guided
interviews. We defined “list use” as the pa-
tient’s choice to refer to a list as an agenda
for that visit, whether to remind one’s self to
cover all complaints, to accurately describe
symptoms, to request medication prescrip-
tions, or to ask about test results.

First, through interview or question-
naire, we gathered standard sociodemo-
graphic data. Second, we focused on general
health issues, chronic medical disorders, psy-
chiatric disorders, chronic medication con-
sumption, and number of visits. We derived
this information from computerized medical
records. Third, through the questionnaire,
we inquired about the reason patients used
a list, and asked patients to subjectively rate
their memory and give the general reasons
for their visit.

The control group consisted of patients
recruited consecutively at arbitrary points in
time until its size matched that of the study
group. These patients volunteered informa-
tion to the same line of inquiry. Some mem-
bers of the groups chose to complete the
questionnaires in writing without the physi-
cian’s assistance.

Statistical analysis

We processed results using SPSS software.
We applied the x? test for statistical interpre-
tation and set statistical significance at P<.05.

RESULTS
Twenty-five men and twenty-nine women
ages 21 to 82 years of age comprised the group
of patients presenting with a list. All patients
who met inclusion criteria agreed to cooper-
ate. TABLE 1 summarizes the sociodemograph-
ic data. The control group consisted of 30 men
and 22 women ages 20 to 86 years of age.
There was no statistically meaningful dif-
ference in gender ratio between the groups.
In the study and control groups, respectively,

THE JOURNAL OF FAMILY PRACTICE | APRIL 2014 | VOL 63, NO 4



PATIENTS WHO USE LISTS

TABLE 1

Sociodemographic data

Study group Control group P value
(N=54) (N=52)
N (%) N (%)
Women 29 (53.7) 22 (42.3) .26
Family status
Divorced 3(5.6) 0(0)
Single 3 (5.6) 7 (13.5)
Widow 13 (24.1) 5 (9.6) 038
Married 35 (64.8) 40 (76.9)
Number of children
Mean [SD] | 411241 | 35024] EZ
Age
Mean [SD] ‘ 63.0 [13.4] ‘ 46.7[16.0] ‘ <001
Country of birth
Israel 5(9.3) 21 (40.4)
former USSR 9 (16.7) 4(7.7)
Morocco 17 (31.5) 12 (23.1)
India 14 (25.9) 14 (26.9) 002
Romania 5(9.3) 1(1.9)
Other 4(7.4) 0(0)
Years in the country (for immigrants)
Mean [SD] 40.5 [14.5] 37.8[12.2] 42
Years of education
Mean [SD] 10.8 [3.6] 10.6 [3.1] 72
Employment status
Employed 13 (24.1) 30 (57.7)
Unemployed 4 (7.4) 5(9.6)
<.001
Housewife 1(1.9) 7 (13.5)
Pensioner 36 (66.7) 10 (19.2)
Income
Below national average 34 (63) 25 (48.1)
Average 15 (27.8) 16 (30.8) .16
Above national average 5(9.3) 11 (21.2)

SD, standard deviation; USSR, Union of Soviet Socialist Republics.

the average number of children of each sub-
jectwas 4.1 and 3.5, years of formal education
were 10.8 and 10.6, and years since immigra-
tion were 40.5 and 37.8 (P=.42). Marital sta-
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tus and average household income were also
similar in both groups.

Statistically significant findings with the
study group were relatively older ages and
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Psychiatric
disorders are no
more common
among list users
than nonlist
users.
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TABLE 2

Details from patients’ medical records

Study group Control group Pvalue
(N=54) (N=52)
N (%) N (%)
Number of ilinesses per patient
Usually healthy 7 (13.0) 26 (50.)
<3 illnesses (inclusive) 21 (38.9) 21 (40.4) <.001
>3 illnesses 26 (48.1) 5(9.6)
Mental disturbances 3(5.6) 6 (11.5) .23
Number of medications per patient
No routine medication 4(7.4) 24 (46.2)
Between 1-3 routine medications 25 (46.3) 16 (30.8) <.001
More than 4 routine medications 25 (46.3) 12 (23.1)
Psychiatric medication 3(5.6) 3(5.8) .64
Benzodiazepines 11 (20.4) 1(1.9) .002
Number of visits in the past year
Mean [SD] 17.3[13.9] 10.8 [10.] .006

likelihood to be pensioners. The study group
included fewer employed individuals and
fewer housewives (P<.001). They also were
more likely to have more than 3 chronic dis-
eases (48.1% vs. 9.6%; P<.001) and took more
long-term medications, including benzodi-
azepines (TABLE 2). They had a greater num-
ber of doctor visits in the past year compared
with controls and reported a perceived in-
crease in memory loss (TABLE 3). There were
no significant differences between the groups
in psychiatric or personality disorders, as de-
termined by surveying patients’ electronic
records.

The reasons most commonly given for
using a list indicated a desire to completely
satisfy the objectives of the visit. Most of the
individuals decided to prepare a list on their
own initiative without persuasion from any
external source.

DISCUSSION

In an survey of 216 family physicians and in-
ternists at the University of Wisconsin, >60%
of respondents said their patients bring in

lists very often or sometimes." This figure
seems much higher than would be found in
our country (Israel). However, the practice is
certainly common; although the actual fre-
quency is unknown.

1 Other published observations about
list use. Middleton et al'* studied the effects
of planned use of agenda forms, completed
by patients and handed to physicians at the
outset of a primary care visit. The written
agenda significantly increased the number
of problems identified in each consultation.
Patient satisfaction increased and deepened
the doctor-patient relationship. However, the
duration of consultations also increased.

A commentary by Schrager et al'' ac-
knowledges that lists are dreaded by some
physicians. Particularly if the expectation is
for a patient to present with a single com-
plaint, the appearance of a list may be an
unwelcome surprise, suggesting a collec-
tion of separate complaints. And compulsive
and somatizing patients can raise a series of
overwhelming issues that encumber a short
visit. But the commentary points out that, in
general, fear of a list is unfounded, and that
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TABLE 3
Details from patient questionnaires

Study group Control group Pvalue
(N=54) (N=52)
N (%) N (%)

Why the patient brought a list

“Loss of memory” 31 (57.4) — —

"Qver excitement” 8 (14.8) — —

“Not to forget” 3 (5.6) — —

“Organization” 7 (13) — —

“Overload of tasks” 4(7.4) — —

“To prevent errors” 1(1.9) — —
Patient uses lists for other matters

Yes 2 _ | _
If answered “yes,"” is it used for less than 4 items?

Yes BEEEEE — \ —
Whose idea was it to use a list?

My own 48 (88.9) — —

Somebody else’s 6(11.1) — —
Do you think you have a problem with your memory?

Yes 34 (63) 14 (26.9) <.001
What is most important for you not to forget? (Can choose more than 1 answer)

Receiving medication 38 (70.4) 29 (55.8)

Doctor’s opinion 45 (83.3) 49 (94.2) <.001

Discussing my condition 42 (77.8) 39 (75.0)

acceptance without prejudging can lead to a
constructive outcome.

A number of researchers have examined
the relationship between negative physi-
cian attitudes and certain patient attributes
such as sociodemographic characteristics or
a persistent emotional component to their
ailments."® Katz! reported that patients who
generated the most frustration were those
who demanded a cure, those who added
unrelated complaints at the end of the visit,
malingerers, and those who refused to accept
responsibility for their own maladies. List us-
ers, we believe, should not be lumped in with
this group automatically.

In our study, patients with lists did re-

N JFPONLINE.COM

quest more frequent consultations. However,
this correlated closely with a heavier burden
of disease. Using patient-centered commu-
nication to set the agenda for the visit and
address the entirety of patients’ concerns
has been shown to improve not only patient
satisfaction but also adherence to treatment
recommendations.'® One way for patients
to become more involved in their care is to
bring a list of questions to each visit, as ad-
vised by AHRQ.

I What our study revealed about list
users. Our results show that those who made
use of a list were older than the ones who
did not, more likely to be pensioners, and
less likely to be employed or be housewives.
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One way for
patients to
become more
involved in their
care is to bring a
list of questions
to each visit,

as advised by
AHRQ.
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The fact that
the study group
consumed more
benzodiazepine
medications
may hint that its
members suffer
from greater
levels of anxiety
or depression.
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They had more chronic diseases, were receiv-
ing more medications including benzodiaz-
epines, and had a significantly higher rate of
medical appointments than did the controls.
Psychiatric diagnoses were no more com-
mon among the list users, and reasons given
for list use were congruent with aging and an
increased burden of disease and medication.
We could not discern the exact contribution
of each independent factor of advanced age
or disease burden. This would be an inter-
esting issue to address in more elaborate re-
search, as would be the actual frequency of
list use.

I Limitations of our study. The weak-
nesses of our study include its questionable
generalizability and the possibility that a
number of list bearers may not have been re-
cruited due to time constraints on patients or
physicians. Randomization could have been
improved if we had selected the controls con-
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