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ABSTRACT 

Almost everyone experiences an incident, illness, or concern 

that requires clinical advice or assistance. Most persons obtain the 

desired care and renew their daily activities. Some people, however, 

appear to be (medical) problem-prone, wellness-resistant or reinforced 

by illness sequelae. Individuals who maintain illness behaviors are 

often called, for example, chronic pain, asthma, or psychiatric patients 

by caregivers who focus on diagnoses. Some patients may be viewed as 

primarily chronic, with specific diagnoses considered secondary. 

Chronicity is here defined as a measure of individual, 

situation, exposure, and provider interaction outcomes. Independent of 

disease processes, chronicity-producing interactions often predict 

inappropriate and atypical medical utilization patterns. The assessment 

of chronicity, its precursors, and dynamics may identify high risk 

pt L'S'jn, situation, provider, and environment combinations and permit 

more effective and relevant prevention and treatment strategies. 

To study patient chronicity, the Pre-Assistance Questionnaire 

(PAQ) was developed with 320 items on medical, personal, and situational 

topics. PAQ responses from 60 medical and 40 psychiatric VA outpatients 

were correlated with three estimators of patient chronicity: PAQ totals 

(from an empirically-derived key), clinicians' subjective ratings of 

patients' chronicity, and indices of subjects' 2 year use of VA medical 

center resources. PAQ totals correlated significantly with 240 items, 

medical usage with 119, and clinicians' ratings with 100. For 

vii 
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replication, a 40 item short form was given to 120 medical and 80 
I,-

psychiatric outpatients. Thirty-four items correlated significantly 

with two of the three measures, 26 with all three. The short form 

demonstrated high reliability (alpha = .91; test-retest reliability = 

.90; split-half reliability = .89). PAQ totals, chronicity ratings, 

and use indices showed no significant differences across from 

administrations although the psychiatric patients scored significantly 

higher (more chronic) on all measures. 

The findings support a general chronicity construct and suggest 

many applications from the screening of potential employees to the 

development of specific treatment plans matched to particular PAQ 

patterns. The major message, however, is that public health, medical, 

psychological, and sociological constructs may be integrated into a 

comprehensive model of medical utilization patterns that provides 

views of illness, wellness, and health care delivery and assessment. 



INTRODUCTION 

Almost all persons experience an illness, accident, or concern 

that brings them to seek medical attention or advice. Although most 

persons obtain the required assistance and renew the flow of their daily 

activities, others seek continued assistance through sequential or even 

simultaneous presentations to health care providers and facilities. 

Most of these patients (to require considerable repeated medical 

monitoring and treatment. Another segment, however, appears either 

accident and disease "prone" or seems to find gratifications within 

the supportive medical community that are inadequately available to 

them elsewhere. These chronic patients, as well as our health care 

system,may benefit if we rapidly identify such cases so that special 

considerations, programs, or interventions may be instituted on their 

behalf. 

This study was founded on the premise that chronic patients, 

with or without chronic diseases, share identifiable characteristics 

that transcend disease-based treatment issues. The immediate goal was 

to outline a model of medical utilization and collect initial empirical 

support for an instrument to assess patients' present or potential 

chronicity. Long range development goals include (1) a more adequate 

model of medical utilization precursors, patterns, and outcomes; (2) 

further test development; (3) patient profiles for improved indi

vidualized treatment planning, (4) a model employing chronicity as a 

health care outcome measure. 
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The Illness Industry 

In 1950 the "illness industry" represented about 4.6% of this 

country's Gross National Product (GNP), about 12 billion dollars 

(Culliton, 1978). In three decades those figures have swelled to 

about 9% of our GNP and over 160 billion dollars, making illness the 

third largest industry in the United States (Hamburg and Brown, 1978). 

This increase reflects many influences including an expanding and aging 

population, the increasing sophistication and availability of medical 

technology, and improved services for some previously underserved 

groups. This unprecedented growth may also be fostered by charac

teristics inherent to the modern medical model and industries. These 

include: 

Chronic Patients 

Kristein, Arnold, and Wynder (1977) discuss the deterioration of 

our health care economics and present the treatment of chronic patients 

as a major contributor. Zook and Moore (1980) estimate that 13% of 

all hospitalized patients consume half of all hospital days, generally 

through repeated rather than single, intense or prolonged stays. 

Estimating further that only one in ten persons is hospitalized during 

any given year, they suggest that roughly half of all inpatient 

resources are taken up by about 1.3% of the noninstitutionalized 

population. Similarly, Wilder (1976) finds that about 14% of our non-

institutionalized population accounts for 50% of our total restricted-

activity days. Dirks (1977) and Engel (1977) hold that the above is 

due, at least in part, to inadequacies of the medical model that 
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predominates the thinking of the health community. This model "gives 

little credibility to social, psychological, and behavioral factors 

which can influence course of illness, medical decisions, and response 

to medical treatment" (Dirks, 1977, p. 7). This growing awareness and 

dissatisfaction promotes research inhealth psychology (Stone, Cohen, and 

Adler, 1979), the direct applications of medical psychology (Sternbach, 

1978), and an expanding role for psychosomatic medicine (Lipowski, 

1977). 

Evaluation of Medical Practices 

Frazier and Hiatt (1978) describe practices that impede the 

gathering of data needed to judge medical interventions. While they 

appropriately decry discontinuous care from multiple provicers, inade

quate records, physician autonomy, financial disincentives, and the 

exclusion of evaluations from standard good medical practice, even these 

authors continue to ignore the impact of individual differences among 

patients. For example, even maximally effective therapeutic interven

tions may be less than optimal for identifiable clusters of similarly 

diagnosed patients. Further, individual responses to "being sick," to 

types of treatments, and to disability may range from abject dependency 

and passive-aggressive "game playing" to cooperation, acceptance of 

responsibility, and even heroic stoicism. And these responses, in turn, 

may be as potent in determining long term functional outcomes as the 

accidents, viral agents, and other precipitants that allegedly bring 

most persons to seek medical guidance and care (Garfield, 1979; 

Lipowski, 1975; Moos, 1977; Stone et al., 1979; Thurlow, 1967). 



Medical Specialization 

Cattell (1977) comments that despite the familiarity of the 

mind-body discussion, many modern practitioners seem to build walls 

around their respective domains. Benson (1975), for example, describes 

the medical profession as highly aware of the long and short term 

somatic effects of stress, but largely unaware of the relevant non-

medical literature. Psychosocial care providers, in turn, may 

inadequately consider the possible somatic and situational sources and 

effects of their patients' complaints. These could range, for example, 

from adverse medication effects, hyperventilation, tumors, hormone 

imbalances, ulcers, or inadequate nutrition and exercise to under/ 

unemployment, excessive commuting requirements and crises linked to 

transitions between stages in adult development. 

Miscellaneous Population Changes 

As our population gradually ages, as small and one-person 

households proliferate, and as many individuals experience increased 

interpersonal distance, more persons may present themselves to health 

care providers for contact and support. Over time, some patients even 

seem to graduate from special programs, such as those for chronic pain, 

and become sophisticated at foiling treatment staff's efforts to "cure" 

and remove them. (See Shealy, 1976 and Sternbach, 1974 for discussions 

and examples of these interactions.) 

A Partial Solution 

Recent years have seen a sustained interest in illness pre

vention. Breslow (1978), for example, showed that mass education and 
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intervention programs can have noticeable effects in some communities. 

Saward and Sorensen (1978, p. 889), however, point to our inadequate 

understanding of most diseases, even of illness itself, and observe 

that "many attempts at constructive preventive action are either 

abortive or ineffective because we need to know more not only about 

the biological sciences, but especially about the behavioral and social 

sciences." Perhaps then, while awaiting further developments in pre

vention skills and applications, an alternate strategy can be developed 

whereby health care providers observe ill persons and determine those 

with functional or situational difficulties likely to require increased 

or prolonged biopsychosocial assistance if unchecked. 

Peripheral support for the above lies in the use of psycho

therapy to reduce patients' use of clinical resources; in a classic 

study, Follette and Cummings (1967) matched patients assigned to an 

outpatient psychiatric clinic with patients having similar rates of 

medical plan utilization but without mental health worker contacts. The 

authors found, overall, that mental health contacts greatly lowered long 

term use of medical facilities, especially in patients requiring only 

brief psychotherapy. Those requiring extensive psychotherapy balanced 

their lowered 5 year medical utilization with continued psychiatric 

care, one apparently replacing the other. In subsequent studies, 

Goldberg, Krantz, and Locke (1970) and Rosen and Wiens (1979) also found 

that medical patients assigned to groups receiving even brief psycho

social assistance very significantly reduced their long term utilization 

of medical resources. Perhaps even stronger effects might obtain if 

means existed to identify those patients likely to benefit most from 



such interventions. The constructs and procedures here being 

developed may help fill this gap after more is known about the 

determinants, processes, and assessment of medical utilization 

patterns. 



PATTERNS OF MEDICAL UTILIZATION 

Perhaps illness can be thought of as a syndrome, much like 

depression, diabetes, pregnancy, and other human conditions. For 

various reasons, not all persons and circumstances are equally likely 

to generate each syndrome or sign. Some persons may appear to 

richly develop, demonstrate, and persist in one or more syndromes, and 

when that happens to be illness, they may be termed chronic patients. 

Actually, these persons are usually termed, for example, chronic pain, 

arthritis, asthma, cardiac, or psychiatric patients by caregivers who 

focus on the diagnostic term and view the chronicity as peripheral. 

However, for some patients, clinicians might focus upon the fact of 

chronicity and consider specific diagnoses to be peripheral. That 

is not to say that diagnoses are unimportant. But there are patients 

for whom other issues may be more salient and determining. 

The variables that influence patterns of medical utilization 

are poorly understood and, in fact, are still being catalogued. 

Specialty areas that relate to this topic include public health, 

epidemiology, medical sociology, health administration, public 

administration, economics, clinical anthropology, medicine, and such 

sub-fields of psychology as clinical, medical, health, social, 

developmental, environmental, cognitive, personality, perceptual, and 

math-modeling psychology. This section identifies and briefly describes 

several of the many sub-topics in this broad field that pertain more 

7 
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closely to psychological issues. The section then outlines a proposed 

model of medical utilization. 

Sample of Psychology-Related Issues 

Stress 

Since the 1950s, Selye (1956, 1976) has discovered and written 

about the impact of stress on physical well-being. Other researchers 

of the period examined various psycho-social aspects of stress and 

illness (for example, Berle, Pinsky, Wolf, and Wolff, 1952; Hinkle and 

Plummer, 1952; Plummer and Hinkl6, 1953). This fruitful line of inquiry 

led to many interesting offshoots, including Holmes and Rahe's (1967) 

Schedule of Recent Experience, a device that assesses stress as a 

function of life change within a prescribed period. With this instru-

ment, Rahe, Mahan, and Arthur (1970) found a linear relationship 

between life change scores and illness frequency. In a longitudinal 

community mental health study, Myers, Lindenthal, Pepper, and Ostrander 

(1972) also found a direct relationship between life change stress 

scores and psychiatric symptomatology. 

Several studies, however, have raised questions about Holmes 

and Rahe's instrument and conceptualizations. Thurlow (1971), for 

example, examined life stress and health in a retrospective and 

prospective study and found that individual subjective appraisals of 

experienced social change were more predictive of illness episodes 

and work days lost to illness than were the "objective" change 

measures. Vinokur and Selzer (1975) had subjects divide the Schedule 

of Recent Experience items into desirable and undesirable events and 



then found that only the undesirable events predicted psychiatric 

symptoms and such destructive behaviors as excessive drinking and 

traffic accidents. Similarly, McFarlane, Norman, Streiner, Roy, and 

Scott (1980) report that positive life events do not correlate with 

measures of psychological strain while negative do. On the other hand, 

Thoits and Hannan (1979) report that low-income persons receiving money 

in an income maintenance project perceived participation as a positive 

event but demonstrated increased stress responses. House, McMichael, 

Wells, Kaplan, and Landerman (1979) found that in blue collar workers, 

occupational stresses correlated positively with medical and psychiatric 

symptoms and diseases. The authors note, for example, that stress 

reports were associated with increased respiratory and dermatological 

symptoms, but only in workers exposed to noxious materials. They 

suggest that stress may serve to exacerbate the effects of existing risk 

factors, rather than as a necessary and sufficient cause of illness in 

most cases. Cobb (1976) further suggests that social support is a 

significant moderator of life stress consequences and Lin, Simeone, 

Ensel, and Kuo (1979) found that social support predicted more variance 

in psychiatric symptomatology than did stressful events. 

Clearly, stress in general, and life changes, in particular, do 

impact psychological and physical well-being. The limits and inter

vening processes, however, through which such factors function remain 

unclear. 



Sick Role 

Parsons (1951) integrated psychological, sociological, medical, 

and cultural constructs to outline the functions of the sick role that 

accompanies most patients' interactions with health care providers. 

Parsons described the impact that a sick role could have on medical 

utilization and some of the variables that could influence the likeli

hood that various persons might assume that role. Kasl and Cobb (1966) 

elaborated upon Parsons' work and distinguished between three sets of 

behaviors: health behaviors (activities of healthy persons to prevent 

or minimize disease), illness behaviors (activities of persons who feel 

ill and want to learn more about their condition and possible remedies), 

and sick role behaviors (activities of persons who feel ill and want to 

get well). Kasl and Cobb describe the sick role, for example, as 

desirable for some persons who are alleviated of certain responsi

bilities in a blameless fashion. For others, however, the sick role's 

decidedly negative valence is a function of the often required relative 

passivity, dependence, and compliance with the suggestions or directives 

of others. 

Cluff, Canter, and Imboden (1966) used the Cornell Medical 

Index (Brodman, Erdmann, Lorge, and Uolff, 1949, 1951) and three MMPI 

scales to define a psychological vulnerability to illness and 

prospectively found that "more vulnerable" workers reported more 

frequently to a company dispensary with reports of flu symptoms. 

Subsequent serological analyses confirmed that these persons did, in 

fact, have influenza. Serological analyses, however, of "less 

vulnerable" workers not reporting to the dispensary showed that many 
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of them also had influenza. Apparently, vulnerability seemed not to 

predict whether persons were necessarily more likely to contract an 

illness as to predict the likelihood that a person will assume a sick 

role and report the illness when given the "opportunity" by the presence 

of disease symptoms. This does not address, however, such issues as 

sensitivity to internal events or how persons come to differ in 

"vulnerability." 

In an extensive retrospective and prospective study of illness in 

workers, Thurlow (1971) found that a measure of sick-role-tendency 

predicted subsequent minor illnesses and may have been shaped by 

previous illness experiences. Some confirmation that Parsons' 

conceptualizations of the sick role exist in popular or common percep

tion of illness is provided by Segall (1976). He surveyed women 

previously hospitalized for various illnesses and found agreement that 

sick persons are obliged to try to get well, that they are not 

responsible for being sick, that they should be exempted from some 

normal role obligations, and that they should seek and cooperate with 

competent technical help. 

In a review of the sick role literature, Levine and Kozloff 

(1978) summarize much of the recent research in a five step illness 

process: (1) a medically, psychologically, and socially "well" state; 

(2) a transition to disability or impairment that includes physical, 

role, and deviance elements; (3) adaptation to undesirable symptoms and 

their consequences with assistance, grit teeth, or simple denial; (4) 

assumption of the sick role, willingly or not; (5) either a return to 

the well role or a continuation of the sick role with modifications 
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appropriate to a more chronic posture or disease process. How some 

persons resist the sick role, the health care systems' contribution to 

the sick role consequences, and how these processes interact with 

various treatment strategies remain open for further research and 

discussion. 

Coping Styles 

Discussions on coping may loosely be grouped into material on 

general coping resources and competencies and on coping behaviors in 

response to an illness and its subsequent demand. 

Graham and Reeder (1979) review a social epidemiology literature 

that often reflects changes in general coping resources and demands that, 

in turn, alter illness susceptibility. For example, they report on 

research linking illness to poverty, illiteracy, race, social contact, 

familial contact and stability, cultural/social change, status 

inconsistencies, mobility, personal life changes, and other stressors. 

Although suggestive, this work is difficult to guage or replicate as 

the variables are in many cases interwoven, the definitions unstated or 

varied, and the illness episodes usually assessed through retrospective 

subject report. 

Cohen and Lazarus (1979) have reviewed the empirical and 

theoretical literature on coping with the stresses of illness. They 

describe studies indicating that depressed patients have a more compli

cated recovery from myocardial infarcts (Pancheri, Bellaterra, Matteoli, 

Cristofari, Polizzi, and Puletti, 1978) and influenza (Imboden, Canter, 

and Cluff, 1961), that patients with myocardial infarcts benefited from 
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denial mechanisms but that those with incurable cancer did not (Hackett 

and Weisman, 1964), that active, involved patients recover faster from 

severe burns (Andreason, Noyes, and Hartford, 1972), and that patients 

very anxious before an operation are likely to show poor post-operative 

adjustment and slower, more complicated recoveries (Cohen and Lazarus, 

1973). The last study also indicated that the more vigilant patients 

who sought information on their condition and operation had slower, more 

complicated recoveries following surgery than did information avoiders. 

The authors propose that patients inclined to be active, seeking mastery 

over their situation may find the generally passive state of post

operative recovery to be an additional source of stress. More passive 

patients find "post-op" to be a temporary respite from otherwise 

"normal" stress sources (see also Johns, Dudley, and Masterton, 1973; 

Lipowski, 1975). Similarly, "active" tuberculosis patients were found 

to adjust poorly to hospital environments but fared better in the 

community after their hospital discharge than did more "passive" 

patients (Vernier, Barrell, Cummings, Dickerson, and Hooper, 1961). 

These and other studies suggest that a specific functional style may 

facilitate coping and/or recovery for some persons but not others, in 

some phases of recovery but not others, and for certain illness but not 

others. Perhaps appropriate psychotherapeutic interventions might 

facilitate positive health care outcomes. Gruen (1975) and Rahe, O'Neil, 

Hagan, and Arthur (1975) did find that brief psychotherapy reduced 

complications for hospitalized cardiac patients. On the other hand, 

Cohen (1975) found that neither "positive thinking" nor reassurance 

interventions affected recovery-from-surgery indicators. As with the 
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work of Follette and Cummings (1967), future studies may show that 

increasingly sophisticated psycho-social triage may better match 

individual patients and situations to optimally appropriate interven

tions and consequently obtain more powerful and useful findings. 

Compliance 

Sackett (1976) reviewed the literature on patient compliance 

with medically indicated treatment requirements and found that about 50% 

of patients do not take medications as prescribed, 20-40% do not receive 

suggested immunizations, and 20-50% do not keep scheduled treatment 

appointments. "The gap between the therapy prescribed by the physician 

and the therapy actually taken by the patient is distressingly wide for 

self-administered regimens" (Sackett, 1976, p. 9).. Haynes (1976) 

reviewed the literature on the determinants of treatment compliance and 

found that poorer compliance rates correlated with psychiatric diagnoses, 

patient dissatisfaction, inappropriate health beliefs, and family 

instability. Kirscht and Rosenstock (1979) point out that demographic, 

personality, patient-provider interaction, and seemingly relevant 

psycho-social variables, interestingly, do not predict compliance. 

Wallston, Wallston, Kaplan, and Maides (1976), however, found that a 

health locus of control measure predicted medical information-seeking 

in college students and women's weight loss and program satisfaction 

in weight reduction programs that varied in locus of control. 

Interventions designed to improve patient compliance with 

treatment requirements have had mixed results. McKenney, Slining, 

Henderson, Devins, Barr, Stern, Farquhar, Maccoby, and Russell (1973) 
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compared the regimen adherence of hypertensive patients treated with 

regular physician appointments in a neighborhood health center with 

others who met regularly as a group with a pharmacist. For the five 

months that the group patients met with the pharmacist, they adhered 

more completely to the treatment regimen and lowered their blood 

pressure more than did the regularly treated patients. Follow-up data 

determined, however, that after the sessions ended, both groups reverted 

to prestudy behaviors and blood pressures. Similarly, while Sackett, 

Haynes, Gibson, Hackett, Taylor, Roberts, and Johnson (1975) found that 

home blood pressure kits led to somewhat increased compliance, 

Carnahan and Nugent (1975) found them largely ineffective in reducing 

blood pressures. 

Haynes, Taylor, and Sackett (1979) provide a book length review 

of the patient compliance literature with chapters on the determinants 

of compliance that are again interesting for what they do not find. 

Haynes (1979) critically analyzed and summarized many dozens of 

research studies to report that non-determinants include various 

features of the patient's disease, of the referral process, of the 

clinic, and of most features of the treatment regimen itself. Becker, 

Maiman, Kirscht, Haefner, and Drachman (1979) report on the power of 

health beliefs to predict the compliance behaviors of mothers with 

seriously obese children treated in special weight reduction clinics. 

Questionnaire items were developed to assess mothers' concern for their 

child's health, beliefs about the degree of threat to their child, 

and beliefs about the efficacy and availability of treatment. The 

items appeared generally to predict how much weight the child would lose 
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and how well mother and child kept their clinic appointments over a two 

month period. On the other hand, Taylor (1979) points out that the 

above work is only correlational and fails to consider that prior 

experiences and behaviors may shape beliefs, as suggested by Festinger 

(1957), rather than the reverse. Taylor tested this notion in workers 

with recently found hypertension and no previous hypertension treatment. 

He assessed his subjects' beliefs at the program's onset and after 6 

months and assessed medication regimen adherence after 6 and 12 months. 

Overall, he found an association between the second beliefs assessment 

and regimen compliance at 6 and 12 months but no association between 

the first beliefs assessment and either behavioral observation. 

According to Taylor, this supports the idea that beliefs develop along 

with the behaviors, rather than precede them. While this does not 

obviate the potential value of patients' beliefs assessments, "the 

finding does complicate assumptions of causality and effectively 

dampens health beliefs as major determinants of most patient compliance 

behaviors. 

Hulka (1979) measured aspects of the patient-clinician 

communication process and two weeks later followed up with home visits 

to assess each patient's understanding of and adherence to their 

chemotherapy requirements. Hulka found that medication errors were 

positively associated with the number of medications prescribed and 

the complexity and frequency of the medication schedule, and negatively 

associated with patients' knowledge of the medications' purpose and 

functioning. For patients with congestive heart failure, but not for 

patients with diabetes, the quality of patient-clinician communications 
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as measured by such variables as the time taken to ask and answer 

questions was inversely related to drug-taking errors. These findings 

bring the compliance issue back into the domain of clinicians and away 

from analyses of the "characterological flaws of misguided patients 

who fail to comply with their good doctor's behest." Unfortunately, 

Hulka's findings are statistically significant but weak and need to be 

replicated—they partially failed to generalize to the diabetic patients 

and may not generalize to other diagnostic groups. 

The preceding sections illustrate some of the complexities and 

limitations in our understanding of the issues and interactions that 

influence health care needs, decisions, use, and outcomes. Too often 

researchers focus upon one set of determinants and fail adequately to 

recognize and incorporate into their thoughts and explorations factors 

from related domains that also influence dependent variables. For 

example, persons who seek to understand illness susceptibility also 

need to understand not only life changes/stress, sick roles, and 

coping styles, but also the impact of cultural (Zborowski, 1969), family 

(Bursten, 1965), locus of control (Wallston, Wallston, and DeVellis, 

1978), occupational (Cluff et al., 1966), and social support (Cobb, 

1976) issues. Additionally, means are needed whereby these and the many 

other contributing and interacting variables can be understood and 

viewed in a context, as a single process. 

A Model of Medical System Utilization 

At least some of the confusion and inadequacy seen in the 

research sampled above may be attributable to the absence of an 
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adequate model that places all of the issues known to influence medical 

utilization and outcomes into one conceptual frame. An original model 

with the potential of filling such a role is here offered- Derived 

from an interactive systems perspective, the model posits the necessary 

consideration of sets of forces and variables, some that function 

simultaneously and some sequentially. Present models of component 

factors such as stress, coping styles, health beliefs, resource 

availability, compliance,locus of control, and role expectations may 

be incorporated into this latticework with relative facility. 

Figure 1 illustrates the order and manner in which identified 

sets of variables interact and events progress as persons desire, seek, 

obtain, and react to medical care. The general nature of the major 

sets of variables is described below: 

Predisposing Variables address patient, situation, provider, and 

exposure issues and provide the background conditions that determine the 

subsequent patterns of interactions and outcomes. For example, consider 

an underemployed 48 year old male with an external locus of control for 

health-related issues who tends to somaticize stress and depression 

and is confronted with a dead-end job, the recent loss of a parent, no 

available/acceptable recreational or social outlets, in Minneapolis in 

January with "the flu" going around the office. This person experiences 

depression, headaches, and increasing respiratory, chest, and alimentary 

discomfort. This person also has full medical insurance coverage and 

presents one evening to the emergency facility of a large nearby 

medical center with many specialty clinics and unfilled beds. Our 

patient is seen by a young medical resident, well-steeped in traditional 
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P R E D I S P O S I N G  V A R I A B L E S  

Person Situation 
dev. history 
locus of control 
role expectations 
health beliefs 
personality 
personal resources 
prev. med. history 

f a m i l y .  
work 
recreation 
social 
finances 
life changes 
other stressors 

Care Provider 
role expectations 
clinical resources 
competence 
other presses 
financial avail, 
geographic avail, 
cultural rclevance 

Exposure 
climate 
occupation 
season 
pollution 
habits 
virus, etc. 
others 

Awareness of discomfort? Yes 

I 
D E C I S I O N  V A R I A B L E S  

NO 

Discomfort 
extent 
duration 
immediacy 
implied threat 
label 
attributions 
focus 

Decision 
alternatives avail. 
probable benefits 
probable costs 
select alternative 
when to act 
where to act 
how to act 

Seek medical care? Yes No 

I 
T R A N S A C T I O N  V A R I A B L E S  

Role Problem 
expectations 
communication 
compliance 
mastery 
internal sensi

tivity 
support 
feedback 

syndrome 
duration 
seriousness 
immediacy 
disability 
acceptability 
complications 

Problem and role related events across time. 

I M P A C T  V A R I A B L E S  ( S H O R T  T E R M )  

l/I Person role 
expectations 
beliefs 
resources 

Situation Provider Exposure Discomfort 
family role habits extent 
finances expectations virus, etc. threat 
social other presses climate disability 
stresses resources occupation attributions 

Decision 
probable benefit 
probable cost 
avail, alternate 
continue or not 

I M P A C T  V A R I A B L E S  (LONG TERM) 

diagnoses 
medications 
procedures 
outpt. visits 
days disabled 

functional 
level 

cost 
outpt. 
clinics 

inpatient days 
inpatient stays 
unsched. care 
wellness 

ratios of different long term 
impact variable combinations, 
such as medication/diagnosis, 
inpatient days/stay, in
patient days/outpt. visits# 
unscheduled/total care. 

Figure 1. Outline of medical utilization model with three -variable 
levels and the direction of progression and feedback — NOTE: 
Variable sets are not independent, mutually exclusive, 
or exhaustive. 
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medicine and in a hurry to get back to bed, having been "on call" for the 

last 24 hours. We might reasonably expect that this patient's presenta

tion, behaviors, and outcomes will differ markedly in several signifi

cant respects from those of a 26 year old diabetic with a strong 

internal locus of control, a determination to live "normally," and only 

the minimal, regularly scheduled check-ups that his/her chronic disease 

requires. 

Decision Variables determine whether a given level of dis

comfort is defined as a problem, especially one worthy of response. 

The variables include perceptions of medical resource availability and 

the presence of alternate discomfort-reducing solutions, such as faith-

healers, curanderos, or Uncle Harry's poultice. Cases where the dis

comfort is deemed unworthy of a response, where medical resources are 

unavailable, where more attractive alternatives are available, or 

where the discomfort diminishes below the level that requires a response 

will not enter the medical system or the remainder of this model. In 

fact, White, Williams, and Greenberg (1961) found that over three-

fourths of the population experiences, during the course of any month, 

levels of discomfort that bring at least some persons to seek medical 

care. And yet, only about ten per cent of the population obtains such 

assistance during any year (Zook and Moore, 1980). 

Role and Problem Transaction Variables shape the actual medical 

context interactions and outcomes. For example, compliance behaviors, 

communication patterns, participants' and bystanders' expectations of 

patient, clinician, and medical sytem roles all interact with the 
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specifics of the syndrome diagnosis, duration, severity, and disabling 

qualities to determine the course and probable outcome of treatment. 

Short Term Impact Variables balance the relative effects, 

expenses, and payoffs that the medical utilization process and out

comes have had on the patient, situation, provider, and the discomfort. 

For example, for some individuals, hospitalization represents a respite 

from other role obligations, a welcome passivity, but a severe financial 

burden. For others, inpatient care may be a heavy blow to self-image 

and a normally active, managing lifestyle, but financially rewarding, 

such as for veterans with military service-related disabilities. For 

some, hospitalization is isolation from normal daily contacts while 

others may obtain more social contact than is otherwise available. 

Similarly, "medical" and hospitalization decisions can be influenced 

by such considerations as bed availability, patient "attractiveness," 

patients' insurance coverages, patients' value as teaching cases, and 

even patients' value as subjects in research programs. 

Long Term Impact Variables reflect the influence of all of the 

preceding through such measures as the patient's number of diagnoses, 

medications, outpatient visits, inpatient days, unscheduled visits, and 

various measures derived from combinations of the above, such as 

medications per diagnosis, unscheduled visits per scheduled visits, and 

inpatient days per outpatient visits. Exposure variables are already 

expressed through such long term population measures as incidence and 

prevalence statistics. The long term effects of provider variables 

might be seen in measures like the mean levels of contacts, medications, 
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expenses, and so forth for specified diagnostic and demographic groups 

served by each individual and institutional provider. 

The Medical Utilization Process 

In principle, each set of predisposing variables may be given a 

value based on the extent of the contribution of each to the likelihood 

of medical-care-seeking. When the combined effect of these variables 

approaches something like a critical value, the person experiences 

-increased discomfort sufficient to engage predictable decision and 

behavioral processes. These decisions, behaviors, and their outcomes 

may reflect the minor but cumulative contributions of each variable 

listed in Figure 1 or the singular press of only one or a few high 

value variables such as a traumatic car accident, major organ failure, 

a suddenly "independent" spouse or the possibility of a large disability 

pension. In any case, the increased discomfort acts somewhat like a 

drive and interacts with the decision variables to determine the 

specific actions a potential patient may take. For those who ultimately 

seek medical care, the nature of the care actually received and the 

immediate biochemical, behavioral, and attitudional effects of that care 

on all involved parties are shaped by the transaction variables. For 

example, patients who report to emergency rooms with a grossly 

similar diagnosis (for example, acute psychosis, a leg mangled in a 

vehicle accident, or an acute diabetic crisis) immediately receive 

roughly comparable treatment that is predicted almost totally by the 

presenting crisis. On the other hand, within each group there will be 

individual differences in the immediate interactions and the effect of 



individual differences will likely increase over time as personal, 

situational, and provider variables interact and shape subsequent 

transactions. The short term impact variables represent a"snapshot" of 

the effect this process has on the directly and indirectly involved 

parties. For example, the week that Mr. Smith was hospitalized and 

the two weeks he convalesced at home have had an effect on the atti

tudes, resources, and alternatives available to Mr. Smith, Mrs. Smith, 

the little Smiths, employers, third party payers, and the clinicians 

that interacted with the Smiths. If, on balance, the process has 

brought more "gain" than "expense" to the involved parties, then we may 

expect a higher likelihood of future medical contacts for the Smiths 

and/or a higher probability of greater medical contacts for similar 

patients of the involved clinicians. On the other hand, if the 

experience has been, on balance, genuinely unpleasant, then we may 

expect a somewhat diminished likelihood of future or greater medical 

contacts. Of course, an exception to this may occur if Mr. Smith is 

not fully relieved of the discomfort that brought him to seek medical 

care, if his decision/attribution/labelling processes have not been 

altered, or if the exposure variables that led to his earlier contacts 

are not ameliorated. For example, if he has not altered his overactive, 

controlling, time-pressured life style, stopped racing motorcycles, 

stopped living and working in intolerably polluted environments, 

properly taken properly prescribed medications or learned to reinterpret 

his cancer-signalling stomach pains as merely pepperoni-induced gas, 

then, of course, he is more likely to seek continuing care. The 

eventual upshot of the overall process is reflected in the long term 



impact variables. These measure the long term effects of all of the 

preceding interactions in terms that are relevant to the involved 

parties: disability days, diagnoses, medications per diagnoses, total 

and relative use of unscheduled care, loss of income or functional 

ability, total care contacts and expense, and final "wellness" 

relative to others with comparable diagnoses and conditions. All of 

the long term outcomes are generated by patterns of medical utilization. 

These patterns are shaped by the predisposing and decision variables 

and the variables, in turn, are shaped and adequately reinforced by 

the short term outcomes to sustain the utilization patterns, behaviors, 

and long term results. The entire process, therefore, is a fully 

interactive and usually homeostatic system. 

Obviously, the vast bulk of persons who experience a discomfort 

sufficient to drive them to seek medical care also experience a fairly 

rapid drive reduction that minimizes their further immediate contact 

with the medical system. Many are even sufficiently discomfitted by 

the physical discomfort, passivity, waiting, expense, and the reduction 

or loss of more usual reinforcement sources that may accompany the 

contact experience that they actively seek to hasten their return to 

previous functional modes. A few do not. Some are hampered by a truly 

disabling chronic disease that severely limits their prognosis, 

activity level, and functional mode. But within every group that ranges 

from the mildly and transiently impaired to the gravely disabled, 

there exists a range of responses and outcomes. Some patients seem to 

"fight back" against their problems, some succumb to them, and others 

seem almost covertly to "fight" to maintain them. 
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Chronicity 

Like most models of medical utilization, this one identifies 

states, traits, and behaviors that predispose to greater and lesser 

levels of medical care. Clearly, . however, powerful needs, drives, and 

remarkable levels of medical usage inadequately define chronicity, 

the principal theme of this paper. Many persons with individual, 

family, vocational, financial, and other problems do not develop somatic 

complaints and/or find alternate means to define and alleviate their 

difficulties. Also, many persons with extremely high utilization levels 

may respond appropriately, even heroically, to disease processes that 

often require far greater levels of care when they occur in others. 

Further, someone cannot be a chronic patient without the inadvertent 

"cooperation and assistance" of numerous other persons and systems, 

not the least of which are health care providers. Chronicity, therefore, 

lies in the interaction cycle that makes patients, health care pro

viders, families, employers, and other involved parties both victims 

and perpetrators of outcomes that are ostensibly unanticipated and un-

desired. Chronicity is therefore viewed as a process and defined as an 

interactional cycle, fueled by predisposing conditions that lead to 

excessive system utilization and apparent problem maintenance. Key 

components of this definition include: 

1. Interactional cycle: Multi-leveled interactions between medical 

and non-medical individuals and systems. The interactions 

function on micro- and macro-scales and the involved parties 

influence the intermediary outcomes and are, in turn, influenced 

by them. 
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2. Predisposing variables: Divided into person, situation, 

provider, and exposure sub-categories. Discussed earlier, 

they are illustrated in Figure 1. 

3. Excessive utilization: A level of medical contact frequency, 

intensity, or duration that exceeds by at least one standard 

deviation the national mean for care required in response to an 

early, correct diagnosis of the presenting complaint for persons 

in the proximate age group. Note: this definition attempts 

indirectly to include the effects of inappropriate system 

utilization as such usage is presumed rarely to "cure" the 

underlying problem and usually results in repeated contacts. 

A. Problem maintenance: A failure to meet alleged goals that often 

results in considerable frustration for patient, clinician, and 

involved others. Overall, the interaction cycle develops as 

all parties employ behavioral and cognitive techniques that 

have worked successfully in the past, functional styles that 

are partially reinforced and therefore highly resistant to 

extinction. Unfortunately, for some patient-provider-situation-

discomfort combinations, what has worked previously may no 

longer be appropriate. The interaction cycle continues as each 

participant attempts to "solve the problem" by "doing more of 

the same." For example, the physician may double the medication 

prescriptions the patient does not take; the patient may fight 

even harder with the physician over covert dominance issues. 

Neither, of course, discusses such covert issues as the 

physician's frustration with patients who do not comply with 
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treatment requirements, the patient's dislike of the physician's 

authoritarian attitudes, and their common awareness of exactly 

what the patient's medical insurance will/will not cover. 

Neither, therefore, is in a good position to break the inter

action pattern, to introduce new constructs, perspectives, and 

alternatives. Note: this perspective derives from the work of 

therapists of the Mental Research Institute, Palo Alto, 

California. A more comprehensive presentation of this problem 

genesis/maintenance/resolution view may be found in works by 

that group, such as Watzlawick, Weakland, and Fisch (1974). 

At present this definition of chronicity lacks sufficient 

specificity and operationalization i . r full practical utility. More 

information will have to be gathered on directly and indirectly relevant 

variables and interactions such as national standards of care for 

different traumas, diseases, and chronic conditions. Also needed is 

an enumeration of the qualities that uniquely characterize chronicity-

producing interactions although hints for future work are apparent in 

areas like problem-solving flexibility. But perhaps we can more 

meaningfully think in terms of patterns of cycles that increase or 

decrease the risk of chronicity since no single variable set will likely 

be found uniquely responsible for the characteristic interactions and 

outcomes. 

Types of Chronic Patients 

As the above indirectly suggest, there may be multiple non-

mutually exclusive etiologies for chronicity that arise from the patterns 
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of predisposing variables that exist as persons enter a transaction 

cycle and upon changes in those variables and transactions over time. 

For example: 

1. A person may enter the health care system and be recognized as 

a chronic complainer (Mechanic, 1972), a hypochondriac (Kenyon, 

1965), a hysteric (Pilowsky, 1969), displayer of the "albatross" 

syndrome (Johnstone, Holubitsky, and Debas, 1967), or the Baron 

von Munchausen syndrome (Asher, 1951). Diagnosis interpretation 

(inappropriate attributions, regression in the service of the 

ego, denial, manipulation, boredom, poverty) and treatment 

suggestions (refer to psychiatry, prescribe all possible 

procedures, respond to presenting complaint, avoid litigation, 

pass on to the next shift/specialist, provide "internality"/ 

relaxation/stress management training, "throw the out!") 

appear to depend substantially upon the viewer's orientation and 

generosity. 

2. Persons who marginally maintain themselves through difficult 

circumstances may suffer a trauma or illness that quite 

legitimately brings them to seek medical care. The enforced 

passivity, relief from role obligations, and removal from 

negative stress sources that accompany many illness and treat

ments are seductive, however. Some may slowly adopt beliefs, 

perceptions, and behaviors that either keep them from reattain-

ing physical, psychological, and social wellness. Others may 

alter their decision processes and thresholds such that they 

will obtain care for future discomforts that would previously 
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not have stimulated care-seeking. In future encounters with 

care providers some of these persons may be perceived as a 

type described in 1. above. 

3. Persons engaged in destructive behaviors or environments who 

increasingly suffer the consequences of their life patterns 

without altering those patterns. For example, persons with 

high risk habits like excessive drinking, smoking, recreational 

drugs, sugar intake, irregular high stress exercise, with high 

risk occupations like underground mining, asbestos handling, 

health care careers, middle-level managers(?), or with high risk 

personal styles like Type A, denial, destructive interpersonal 

relationships, or general violence may experience bona fide and 

increasing psychological and somatic problems and complaints. 

Failure to recognize and alter such underlying destructive 

patterns ensures high long term medical utilization. 

A. Miniiaizers (Lipowski, 1970), avoiders (Andrew, 1967, 1970), 

repressers (Byrne, 1961, 1964), and stoics may not seek 

appropriate medical care at the onset of potentially progressive 

and destructive disease processes. Although chronic patients 

may occupy end points on several person, situation, and other 

dimensions, optimal positions on these continua may not be at 

the opposite extreme. For example, while many chronic patients 

have a too-high likelihood of medical contact, stoics and others 

may have a too-low short term likelihood of care-seeking. For 

example, some may not be seen by care providers until they have 

a serious, disabling, even terminal condition* sometimes from a 



30 

sometimes from a trauma that could have been avoided or a 

disease that could have been handled easily and without compli

cations in earlier stages. Like the more apparently chronic 

patients, these persons may assume their stances for a variety 

of reasons. Denial, for example, may be useful in some medical/ 

surgical situations (Cohen and Lazarus, 1973), but is counter

productive when the result is delayed treatment for dental 

caries, malignancies, hypertension, venereal disease, ulcers, 

or alcoholism. Also, insensitivity to such internal events as 

stomach pains, blurred vision, depression, and fatigue or a 

diminished availability of care because providers are too far, 

expensive, or culturally incompatible will reduce the short 

term likelihood of medical contact, but will, in some cases, 

exacerbate problems and complications. "Chronics" and "stoics" 

may therefore both require, over the long term, greater amounts 

of medical care than persons who occupy optimal, intermediary 

positions on the predisposing, decision, and transaction 

dimensions. 

Persons with clear secondary gain issues. For example, (a) a 

person who confesses, after a therapeutic relationship/alliance 

has been developed, that the therapy contacts are only to insure 

that disability pensions are not reduced or withdrawn; (b) 

a person who is denied hospitalization and immediately generates 

suicidal tendencies and behaviors sufficient to guarantee 

admission, (c) a person without funds who is hospitalized at 

public expense with marginal justification and who then presents 
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the staff with forms for three redundant medical insurance 

policies. 

These groups are clearly not exhaustive or mutually exclusive. 

And there appears to be no presently adequate way consistently to 

identify these groups, much less predict or appropriately respond to 

their patterns. Hopefully, the proposed model and assessment procedures 

will be of value in these areas. 

Previous Chronicitv Theories and Research 

At this point we may ask—What theories of chronicity have 

previously been proposed? How do chronic pain patients, for example, 

differ from or resemble chronic psychiatric patients? For that matter, 

how do chronic pain patients differ from or resemble patients with 

chronic pain? What are other views on the etiologies of chronicity and 

the associated causal relationships? Unfortunately, while existing 

theory and research are suggestive, they do not permit definitive, 

clear responses. Nor may such issues necessarily be immediately germane. 

Chronic patients, as distinguished from patients with chronic 

diseases, have not been previously identified as such. Nor has the 

collective contribution of chronicitv-related issues to illness 

susceptibility, treatments, and outcomes ever been specifically 

examined. There has, of course, been a substantial contribution from 

researchers who examine illness susceptibility and behaviors from 

socioeconomic, personality, health beliefs, structural, cultural, and 

other perspectives (Freeman, Levine, and Reeder, 1979; Stone et al., 

1979). As indicated earlier, life changes and stresses, social roles, 
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coping styles and resources, and adherence to treatment requirements are 

also functional issues of importance to the understanding of chronicity. 

Unfortunately, workers in these areas have not yet successfully inter-

weaved their domains. Nor have many researchers noted the apparent 

similarities among patients with chronic asthma, chronic pain, chronic 

psychiatric, and other chronic problems. For example, compare the 

discussion of chronic pain patients (Hendler, Viernstein. Long, and 

Black, n.d.; Shealy, 1976; Stembach, 1974) with those of chronic 

psychiatric patients (Byers and Cohen, 1979; Clum, 1975; Turek and 

Ansel, 1978). 

The concept of chronicity as a general, integrating construct 

is the unique and singular contribution of this project. Between the 

numerous elements incorporated into this medical utilization model's 

latticework whirl innumerable sub-issues that concern variable inter

actions, the relative potency of determinants, the directions of 

causality, and implications for future activities. Of interest and 

relevance to the long term utility of the model, these topics merit 

further conceptual development and empirical support. But they are not 

essential to the thrust of this paper or the success of the model. Any 

one of the sub-variables, sub-issues, and so forth could rise or fall 

without significant impact on the substantive points made here. 

Specifically, these main points are that (1) a great many sets of 

related and unrelated variables impact upon long term patterns of 

medical utilization; (2) patients with common utilization patterns 

probably have identifiable commonalities in their history, situation, 

make-up, and the nature of their health and illness-related transactions, 
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and (3) understandings and actions based on (1) and (2) are more likely 

to be successful. 

A true test of this model requires considerably more time, 

data, and sophistication than are now available. After the model 

becomes more sophisticated and specific, and means are found to quantify 

and represent the main and interactive effects of all variables, then 

many large and varied samples can be drawn, specific predictions made, 

and follow-up evaluations conducted. If the results indicate that a 

relatively limited set of variables represent the great bulk of the 

variance accounted for, there would appear to be little justification 

for a model so complex and burdensome. On the other hand, if each set 

of variables contributes meaningfully, and if optimal understanding and 

prediction require the integration of all aspects of the final model, 

then the perspective and approach taken here would be functionally 

vindicated. Similarly, the construct and model merit continued 

consideration if they lead to new perspectives in patient management, 

new treatment strategies, or new ways to organize and present medical 

care. 

Unfortunately, we are not yet able to discuss the specific 

etiologies of chronicity: the specific interactions of health beliefs 

and environmental pollutants, the true nature of hypochondriasis and 

the interactions of urban life, coping styles, pleasant life changes, 

and the cultural relevance of nearby community health centers. 

Fortunately, an appreciation and early application of the chronicity 

construct and utilization model do not require complete answers to 

the above. 



THE ASSESSMENT OF CHRONICITY 

We might reasonably expect that present psychometric devices 

could accomplish the assessment goals of this project. Several 

recent research efforts, in fact, have recognized links between 

psychosocial variables and aspects of illness. This section will 

briefly review several recent instruments and the different perspectives 

from which they have evolved. Each provides conceptual and empirical 

bases for issues relevant to the illness process. Each, however, also 

has significant empirical and/or theoretical limitations. Furthermore, 

just as the models that underlie these instruments have tended to focus 

upon limited sets of.variables or target populations, so have the 

derived assessments. Their contributions, nonetheless, may be collected 

and incorporated into a single, expanded instrument that is poten

tially more predictive of patient behaviors and treatment outcomes than 

were any of the separate precursers. The initial development of such an 

instrument, the second goal of this study, will then be outlined. 

Previous Assessment Devices 

Health Locus of Control 

Wallston et al. (1976) report on the development of a Health 

Locus of Control Scale conceptually based on Rotter's (1966) internal/ 

external locus of control work. Coan, Fairchild, and Dobyns (1973), 

among others, have suggested the value of internal/external locus of 

control issues in more specific domains, such as social, religious, and 
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internal-state control. Wallston and colleagues (1976) extended this 

idea to health issues and speculated whether patients might respond 

best to treatment programs appropriate to their own locus of control 

stance. They developed a Health Locus of Control (HLC) Scale composed 

of 11 true/false items, administered this scale to 88 college students, 

and gave the subjects an exam on hypertension designed so that all would 

do very poorly. The authors then made various hypertension pamphlets 

available and found that internally oriented students took more 

pamphlets than did others. In a second validational study college 

women volunteered for a weight reduction program. Matched subjects 

were assigned either to a self-directed (internal) or a group-

oriented (external) program. The women in programs consonant with 

their locus of control lost more weight. Interestingly, in neither 

study did Rotter's (1966) more general Internal/External Locus of 

Control Scale correlate significantly with the behavioral outcomes. 

Wallston et al. (1978) reported on factor analytic work with 

the HLC scale and pointed to the existence of multiple factors within 

that single scale. They therefore developed a new device, the Multi

dimensional Health Locus of Control Scale based on factor analyses and 

their intervening experience with the HLC Scale. Their work resulted 

in 3 subscales reflecting internality, powerful others, and chance 

health loci of control. Wallston and Wallston (1978) point out, 

however, that (1) factors that predict health locus of control 

may not predict illness locus of control, (2) factors that incline 

a person toward increased risk for illness experiences may not be 

those factors that support and sustain the illness episodes, and (3) 
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more than just the three identified factors may contribute to a health 

locus of control. Despite these concerns, however, they point to the 

potential value of these scales and themes for predicting delay in 

treatment-seeking, compliance with medication regimens, and for 

selecting optimal treatment programs. Clearly this topic requires 

validational, analytic, and generalizing research but has already 

demonstrated the potential to modify our perceptions and interactions 

with persons who seek or avoid medical contact. 

Illness Behaviors 

Pilowsky (1969) observed that patients and their problems are 

not infrequently called hysterical, hypochondriacal, psychogenic, or 

functional without adequately shared definitions of those labels. 

Pilowsky and Spence (1975) proceeded to describe "abnormal illness 

behaviors" they incorporated into their Illness Behavior Questionnaire, 

a device intended to profile patients' general hypochondriasis, disease 

conviction, psychological versus somatic perception of illness, 

affective inhibition, affective disturbance, denial, and irritability. 

Pilowsky and Spence (1976a) obtained profiles for intractable 

pain patients and were able to identify some as hysterics, conversion 

reactors, and hypochondriacs. Similarly, Pilowsky, Chapman, and Bonica 

(1977) found that patients seen in a clinic for chronic pain tended to 

have greater disease conviction and denial and less depression and 

willingness to view their symptoms psychologically than did patients 

drawn from a family medicine clinic, presumably without abnormal/chronic 

illness problems. On the other hand, Pilowsky and Spence (1976b) found 



their questionnaire scores to be unrelated to length of pain history, 

the common definition of chronicity in pain patients. This result 

might reflect a fundamental inadequacy of their scales or merely the 

heterogeneous nature of chronic pain patients and the determinants that 

make them chronic. Pilowsky's work correctly points, however, to 

conceptual flaws and overlaps in the labels applied to some patients and 

to the sets of atypical and occasionally self-destructive illness-

related behaviors and perceptions of some persons. Pilowsky and Spence 

(1976b) found that the construct of inappropriate illness behaviors 

may, in isolation, inadequately account for the variation observed in 

patient behaviors and illness outcomes but may contribute significantly 

to an understanding of the patterns and interactions that shape 

medical utilization outcomes. 

Panic-Fear Behaviors and Personalities 

Kinsman, Dahlem, Spector, and Staudenmayer (1977) developed a 

measure of asthmatics' panic- and fear-type behaviors when they are in 

respiratory distress and confronted with the fearsome, inhibiting aspect 

of their disease. The questions inquire after behavior patterns that 

reflect the relative attention given by asthmatics to their breathing 

difficulties. Jones, Kinsman, Dirks, and Dahlem (1979, pp. 22-23) 

later commented that 

therapeutic resolutions of adverse impact of maladaptive 
response styles in asthma may hinge upon identifying, and 
upon distinguishing between types of anxiety . . . 
particularly since high levels of illness-specific anxiety 
(High Panic-Fear Symptomatology) suggest an adaptive symptom 
vigilance, and contributes to a favorable medical outcome, 
while low levels of this form of anxiety are associated with 
poor medical outcomes. 
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Dirks, Jones, and Kinsman (1977) report on a panic-fear personality 

measure that is derived from selected MMPI items and reflects asthmatic 

patients' general abilities to effectively respond and maintain self-

control during respiratory crises. 

. . . Low Panic-Fear personality patients present a 
clinical picture of reduced severity, avoid medical 
personnel, and permit asthmatic attacks to progress to such 
severity that any treatment short of rehospitalization is 
inadequate. At the opposite extreme, High Panic-Fear 
personality patients appear to react to breathing diffi
culties in a helpless, ineffective way, presenting a 
clinical picture of such overemphasized distress that the 
attending physician often becomes convinced that re
hospitalization is necessary (Jones et al., 1979, p. 18). 

Thus, at least in asthmatics, high patient anxiety may predict different 

treatment interactions and outcomes depending upon the types, direction, 

and extent of that anxiety. 

The above discussions illustrate several general points: 

1. Many variables contribute to the variance observed in patient 

behaviors. 

2. Constructs can generate better predictions as they become more 

specific and relevant. 

3. Some patient/illness dimensions are curvilinear with respect to 

outcome measures. 

A. Even basic patient behaviors like reporting to the hospital for 

treatment are interpretable in light of patient styles. 

5. Negative, weak, or inconsistent findings may result not only 

from inadequacies inherent in the dependent variable, but also 

from inappropriately pooling dissimilar patients, outcomes, and 

variable sub-types. 
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For such reasons, instruments such as those described above as well 

as the Hopkins Symptom Checklist (Derogatis, 1977), the Berle Index 

(Berle et al., 1952), the MMPI, the Schedule of Recent Experience 

(Holmes and Rahe, 1967), and other psychosocial measures have not come 

into truly broad, popular use in most clinical settings. While each is 

valuable for selected purposes, each is also inherently limited by a 

relative focus on limited subsets of patient and situational issues. 

As stated earlier, a new assessment device that incorporates the most 

relevant and powerful predictors from these and other sources into a 

single measure or profile is likely to make more accurate and useful 

statements. That principle underlies and justifies the development of 

this new assessment device. 

Developing a Chronicity Assessment Instrument 

A long term goal of this project is an assessment device that 

more accurately predicts patient behaviors and treatment outcomes than 

has previously been possible. Toward that end, this study seeks to 

develop and validate in a preliminary fashion a questionnaire with the 

potential to identify the extent that patients exhibit a "chronic" 

quality that transcends specific diagnostic and treatment issues. Not 

previously identified or defined, this quality results from the inter

action of multiple patient, situational, health care provider, and 

exposure variables. Hopefully, the amount ofT chronicity generated by 

the interaction of those variables will predict the probability and 

the extent of short term treatment problems such as non-compliance with 

treatment requirements and failures to actively participate with 
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treatment teams and long term .outcomes such as medical utilization rates 

that are unusually high for patients' initial presenting complaint and 

diagnosis. 

Complete instrument development will require pilot studies to 

assess content, format, and procedural options, validational studies to 

assess groups with known characteristics, longitudinal studies to assess 

the predictive abilities of various items and derivatives, and analytic 

studies to assess the factors that underly the observed outcomes and 

the scales and indices that may improve predictions and treatment plans. 

When fully developed, the final assessment device should be easily 

administered, scored, and employed, should predict patient behaviors 

l 
and treatment outcomes, and should permit optimal patient-illness-

treatment matches. 

For the purposes of this study and the initial development of 

this assessment device, chronicity will be operationally defined through 

two of its probable aftereffects: high medical utilization and the 

subjective impression that "chronic" patients make on care providers. 

Preliminary estimators of patient chronicity will be based on these 

characteristics, with an appreciation that conclusions that result 

from the use of these measures are provisional pending subsequent 

data that confirm their relationship to updated definitions and 

operations. 

The present study begins to address certain procedural and 

validational issues through the administration of a questionnaire on 

personality, social, medical, financial, and other issues to un-

selected medical and psychiatric outpatients. Responses will be 
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correlated to a measure of subjects' utilization of medical resources 

and to a clinicians' rating of their patients' present or potential 

chronicity. Items that correlate strongly with these measures and with 

an overall test score will comprise a short form of the questionnaire. 

This short form will then be used to replicate the original form's 

findings with a new sample of outpatients. If successful, the study 

will find that the questionnaire items correlate significantly with the 

chronicity estimators, that the chronicity estimators correlate sig

nificantly with each other, and that the test and the' findings replicate 

and are reliable. Follow-up and other studies must evaluate these 

findings and assess their contribution to the prediction and under

standing of medical utilization outcomes. 



METHODS 

Instruments 

Pre-Assistance Questionnaire (PAQ) 
Long Form 

The PAQ long form is a 320-item true/false questionnaire 

developed for this project* to distinguish and assess levels of 

chronicity in patients. More specifically, the PAQ seeks to correlate 

individual and situational characteristics with patient/medical system 

interactions and outcomes, represented for this study by estimators of 

patient chronicity as described below. The instrument includes items 

selected or derived from various published sources that include the 

Minnesota Multiphasic Personality Inventory (MMPI) (Dahlstrom, Welsh, 

and Dalhstrom, 1976), the State/Trait Anxiety Index (Speilberger, 

Gorsuch, and Lushene, 1970), the Multivariate Health Locus of Control 

Scale (Wallston et al. , 19.78), and the Illness Behavior Questionnaire 

(Pilowsky and Spence, 1975). Other items were suggested by research 

and review articles in related areas, through discussions with expe

rienced clinicians, and from interview schedules employed in clinic 

settings. A deliberate effort was made to include items from a broad 

range of potentially relevant or contributory issues, for example, 

activity level, social assets, recent life stress/change, and financial 

and locus of control issues. 

^Copyright restrictions prohibit general publication of the PAQ 
contents. The author can provide copies for research purposes to 
qualified investigators, 
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Chronicity Estimators 

As indicated above, adequate operational definitions and 

measures of chronicity are not yet available. Accordingly, and only 

for the limited purposes of this study, patient chronicity was opera

tionally defined through three presumed by-products. The measures 

described below are considered "estimators" of "true patient 

chronicity": 

Chronicity Ratings. For a subjective estimator of patient 

chronicity, clinicians who attended to patients that provided PAQ 

responses were asked to complete a Clinician's Evaluation Form (see 

Appendix A). This form briefly described the patient chronicity concept 

and asked the clinician to rate that patient's present or potential 

chronicity on a scale from "1" (low) to "9" (High). 

Use Index Values. A more objective measure, the use index 

represents each patient's level of recent Veteran's Administration (VA) 

medical system utilization. More specifically, the numerical value was 

derived from the number of each patient's outpatient visits during the 

previous 24 months plus two times the number of inpatient days during 

the same period. Inpatient days were weighted to reflect their 

generally increased cost, seriousness, and disruptive nature. Selection 

of the weight value (x2) was largely arbitrary. 

PAQ Total. In order to generate an empirically-based scoring 

key for the 320 long form items, the below algorithm was devised. The 

responses of the 100 patients who took the PAQ long form were 

correlated (point-biserial) with the chronicity ratings and the use 

index values. The key was then developed using two rules: Rule A 



for items that correlated in the same direction with both measures, and 

Rule B for items that correlated positively with one measure but not 

the other. For example, Rule B was employed with items where a "false" 

response correlated negatively with the use index but positively with 

the chronicity ratings. For Rule A items, the response alternative 

("true" or "false") that correlated positively with the use index 

values and the chronicity ratings was keyed to contribute to the 

overall instrument score. These items constituted a provisional 

scoring key. The response alternatives selected under Rule B, then, 

were those that correlated positively with the provisional key. This 

procedure netted a final key that scored each item in the direction 

that correlated positively with the overall questionnaire score. The 

intent here was to provide an empirically-based scoring key that 

derived maximum information and use from the available data and 

maximized internal consistency and the influence of 'the other 

estimators of chronicity. 

PAQ Short Form 

The PAQ short form was developed and employed to guage the 

feasibility and comparability of a much shorter questionnaire format and 

to replicate the PAQ long form findings. This was deemed especially 

appropriate and necessary as a check in response to the increased 

likelihood of spurious findings that results from the large number of 

long form items and correlations examined. Accordingly, PAQ long form 

items were identified (1) that correlated most powerfully and con

sistently with the chronicity estimators across subject groups and (2) 
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that were most likely to contribute non-redundant and useful information 

to a short form. PAQ long form items, then, were selected for the 

short form if, after being scored with the key described above, they: 

1. Correlated beyond the p < .05 level of significance with all 

three estimators in the initial pool (N = 100) of subjects. 

2. Obtained at least 15 "true" responses and 15 "false" responses 

across the 100 respondents. That is, an item was dropped for 

not being likely to contribute as much information if, on the 

long form, only six subjects marked it "false" and 94 marked 

it "true." 

3. Correlated beyond the p < .05 level of significance with at 

least two of the three chronicity estimators in at least one of 

the clinic groups. That is, an item might meet the statistical 

significance requirements of (1), above, but fail to meet the 

significance test when examined in either the medical or 

psychiatric clinic groups with their smaller sample sizes. 

This way, an item had to contribute statistically significant 

information about At least one of the clinic groups. 

4. Attained at least five positive or five negative correlations 

when examined across clinics and estimators. That is. an item 

was excluded from the short form if it correlated negatively 

with either the chronicity ratings or the use index values in 

both clinics or if it correlated negatively with two of the 

estimators in one clinic group. This avoided the problem of 

items that would appropriately have to be scored differently 



for each clinic group or for which the chronicity estimators 

provided contradictory scoring guidance. 

5. Were, in a face valid manner, not redundant with other retained 

items. That is, the above rules might identify several 

candidate items that appear to address the same issues, for 

example, several items about crying tendencies. The one item 

retained for the short form, then, was that with the strongest 

positive or negative correlations to the estimators and the most 

consistent response pattern across estimators and clinic 

groups. 

A short form scoring key was developed such that each item was 

scored exactly as it had been on the PAQ long form. Similarly, short 

form items were numerically ordered according to their relative posi

tions in the long form. 

Subjects 

The Pre-Assistance Questionnaire (PAQ) was presented to male 

outpatients from the Mental Hygiene Clinic and the General Medicine 

Clinic of the Palo Alto Division of the Veterans Administration Medical 

Center, Palo Alto, California. So far as possible, consecutive 

patients able independently to complete the questionnaire were 

solicited without regard to age, history, or condition. One hundred 

patients completed the long form of the PAQ (40 psychiatric and 60 

medical) and 200 completed the short form (80 psychiatric and 120 

medical). The questionnaire was also administered twice to AO male 

medical center employees for test-retest reliability assessment. 
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The medical records of all participating patients were reviewed 

to determine their age and, for the preceding 24 months, their number 

of clinic visits, clinics visited, inpatient days, and inpatient 

hospitalizations. Similar information was provided by the participating 

employees. This subject demographic and utilization information is 

summarized in Table 1 for each questionnaire administration and subject 

group. 

Procedure 

During the data collection period, the experimenter met with 

each clinician having patients who might complete a questionnaire. The 

purpose of the project and the Clinician's Evaluation Form were briefly 

explained and any questions answered. Then, all potentially appropriate 

patients in the clinic waiting areas were approached and asked to 

complete the questionnaire. The patients were informed of the general 

nature of the study and those who signed the consent form were provided 

a lap board, pencil, and questionnaire and left to complete the 

instrument on their own. Patients who did not complete the long form 

before their clinic appointment (over 90%) were provided a stamped, 

pre-addressed envelope and encouraged to mail in the completed 

materials. Patients who did not complete the short form of the question

naire before their appointment (less than 10%) were asked to complete 

it in the waiting area afterwards. 

While patients worked on their questionnaires, a Clinician's 

Evaluation Form was placed in their medical records for completion by 

their clinician after the treatment session. The experimenter later 



Table 1. Summary of Subject Variables for Each PAQ Administration, Across All Subjects and by 
Clinic Groups, Including Employees Who Took the Short Form for Test-Retest Reliability 
Assessment — None of the long versus short form group differences are significant except 
for the age of the long form medical versus the short form medical patients, p < .05. 

Variables 

Long Form Subjects Short Form Subjects 

Variables Psych. Medic. Total Psych. Medic. Total Employees 

Sample Size AO 60 100 80 120 200 40 

Age ' Mean 47.9** 55.7 52.6 48.9** 60.0 55.5 42.9 
S.D. 14.2 13.8 14.4 14.2 12.1 14.0 12.3 

Chron. Rating Mean 6.0** 4.2 4.9 6.0** 4.0 4.8 d 
S.D. 2.6 2.3 2.6 2.3 2.0 , 2.3 

PAQ Total3 Mean 141.3** 105.5 119.8 d d d d 
S.D. 47.4 30.6 41.9 

PAQ Totalb Mean 20.3** 11.1 14.8 19.6** 12.9 15.6 4.9 
S.D. 9.6 6.7 9.2 9.1 7.9 9.0 4.0 

c 
Use Index Mean 131.4** 30.6 70.9 122.1** 33.0 69.6 9.6 

S.D. 153.7 26.6 110.4 180.4 29.6 125.3 13.6 

Outpt. Visits0 Mean 34.8** 20.9 26.4 37.7** 19.7 27.1 6.1 
S.D. 20.4 13.8 18.0 26.2 14.7 22.1 6.8 

Outpt. Clinics0 Mean 4.0 3.6 3.7 4.2 3.9 4.0 d 
S.D. 2.3 2.0 2.2 2.2 4.2 3.5 

c 
Inpt. Days Mean 48.3** 4.9 22.2 42.2** 6.7 21.2 1.8 

S.D. 76.4 9.2 53.0 87.1 11.6 58.9 5.0 



Table 1. —Continued 

Long Form Subjects Short : Form Subjects 

Variables Psych. Medic. Total Psych. Medic . Total Employees 

c 
Inpt. Stays Mean: 

S.D. : 
1.3** 0.6 
1.4 1.0 

0.9 
1.2 

1.0* 
1.2 

0.7 
0.9 

0.8 
1.1 

d 

aBased on 320 items. 

^Based on 40 short form items. 

cBased on previous 2 years use of VA resources. 

^Not obtained. 

*Difference is beyond p < .05 level of significance. 

**Difference is beyond p < .01 level of significance. 
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retrieved the form and reviewed the medical records to obtain the VA 

medical system utilization information required for the use index. 

V 



RESULTS 

Subjects 

Table 1 presents the means and standard deviations for the 

summary data obtained for each questionnaire form and subject group. 

When compared to the medical patients, the psychiatric patients tended 

to younger (X = 49 versus 58 years), to be rated by the clinicians as 

more chronic (X = 6 versus 4), to have higher PAQ totals (X = 20 versus 

12 on the 40-item short form), and to have higher use index values (X = 

126 versus 32). All of the psychiatric versus medical patient group 

differences are beyond the p < .01 level of significance except for the 

number of outpatient clinics visited where the scores are comparable. 

By contrast, there were no significant differences between subject 

groups who took the PAQ long and short forms except that the short form 

medical patients were significantly older than the medical patients who 

completed the PAQ long form (X = 60 versus 56 years). Compared to the 

patients that completed the PAQ short forms, the 40 VA employees who 

cooperated were younger (X = 43 years) and had vastly lower PAQ totals 

(X = 5 on the 40 item short form) and use index values (X = 10). 

Short Form Item Selection 

Of the 320 PAQ long form items administered to the first group 

of (40) psychiatric and (60) medical patients, 240 items correlated 

significantly (beyond the p < . 05 level of significance) with the PAQ 

totals, 119 correlated significantly with the use index values, and 100 
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with the clinicians' ratings. After the decision rules described 

earlier were applied, 36 items met all of the criteria. In order to 

have "an even 40 items" for purely cosmetic reasons, four additional 

items were reinserted. These items were subjectively selected on the 

basis of potential value and interest from items that had missed 

regular inclusion through their narrow failure to correlate signifi

cantly with one of the three chronicity estimators despite their 

significant correlation with the remaining two. To duplicate the manner 

in which these items were scored in the long form, 22 items (indicated 

with o' s in Table 2) contributed to the short form total score when 

subjects provided a "False" response. The short form was also similar 

to the long form in that 55% of the short form items were drawn from 

the MMPI item pool, as compared to 59% for the long form. 

Chronicity Estimators 

As above, there were no significant differences when the three 

chronicity estimators were compared across test administrations. This 

suggests that across the two testing samples, clinicians rated the 

patient groups in a similar fashion and that the patient groups had 

grossly comparable levels of medical utilization. The long and short 

form patients also seem to have responded in generally similar fashions 

to the PAQ item pools as they obtained very similar portions of the PAQ 

totals possible. In addition, when the 40 short form items were scored 

in the protocols of the subjects taking the long form, the long and 
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Table 2. Summary of PAQ Short Form Responses and Item-Chronicity 
Estimator Correlations (N = 200) 

Correlations with: 
Responses 

Item True Blank 
PAQ 
Total 

Chron. 
Rating 

Use 
Index 

1° 76% 1% .43** .10 -.04 
2° 63 0 .64** . 22** .23** 
3° 32 0.5 .35** .01 .04 
4 62 0.5 .55** .28** .17** 
5 60 1 .44** .07 .09 
6 78 0 .37** .08 -.00 
7° 68.5 2 .44** .26** .13* 
8° 48 0 .53** .17** .20** 
9° 68.5 0 .68** . 22** .25** 
10° 66.5 0 .52** .26** .07 
11 77 0 .39** .10 .16* 
12° 44.5 0 .56** .19** .25** 
13 72 0 .42** .19** .12* 
14 65.5 0.5 .49** .27** .20** 
15 74 1.5 .48** .21** .26** 
16° 64 0 .49** .17** .12* 
17 73 2 .32** .18** .09 
18° 65 1 .35** .09 .15* 
19 75 0 .52** .07 .09 
20 67.5 1 .44** .03 .03 
21 66.5 0.5 .50** .20** .15* 
22° 31.5 0 .21** .15* .22** 
23° 47 0 .47** .20** .17** 
24° 40 0.5 .39** .34** .19** 
25° 38 1.5 .45** .18** .20** 
26 41.5 0 .23** .10 .15* 
27° 74.5 0 .57** .12* .19** 
28° 72.5 0 .33** .16* .08 
29 60 0 .57** .26** .18** 
30 67 0.5 .47** .12* .16* 
31 44.5 0.5 .57** .27** .22** 
32° 76 1-5 .47** .13* .05 
33 62.5 0 .72** .17** .22** 
34 68.5 0 .62** .24** .31** 
35° 31.5 0.5 .26** .06 .13* 
36 59 0 .67** . 22** .23** 
37 67.5 1 .65** .25** .29** 
38 44.5 0 .45** .35** .28** 
39 71.5 0 .65** .35** .24** 
40 49.5 0.5 .64** .21** .23** 

Note: 
*p < 

Items with 
.05; **p < . 

(°) were 
01. 

coded as False on scoring key 
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short form group means were not statistically different (X = 14.8 versus 

15.6; see the line "PAQ Total*3" in Table 1). 

Intercorrelations among the three chronicity estimators yielded 

the below Pearson r's for the PAQ long form (N = 100) and short form 

(N = 200), respectively: 

1. PAQ totals with chronicity ratings: r = .30, r = .38. 

2. PAQ totals with use index values: r = .32, r = .34. 

3. Chronicity ratings with use index values: r = .33, r = .32. 

All correlations are at or beyond the p < .001 level of significance. 

Short Form Item Correlations 

Table 2 presents the correlations of each PAQ short form item 

with each of the three chronicity estimators (N = 200). These results 

generally replicate the long form findings as all items correlated at 

or beyond the p < .001 level of significance with the PAQ totals, 30 

correlated at or beyond the p < .05 level of significance with the 

chronicity ratings and 30 with the use index values. Thirty-four items 

correlated beyond the p < .05 level with the PAQ totals and either the 

chronicity ratings or the use index values, and 26 correlated 

significantly with all three. In fact, almost half of the short form 

items (19) correlated beyond the p < .01 level of significance with all 

three estimators. 

Table 2 also shows that 70% (28) of the 40 short form items 

drew a greater number of True than False responses. This apparent 

response bias did not likely skew the results, however, as (1) the items 

were roughly divided between those scored for positive and those scored 



for negative responses, and (2) no significance is placed upon the 

absolute size of the PAQ totals, but rather upon the differences in PAQ 

totals that appear in group comparisons. 

Reliability 

The PAQ short form was administered twice to 40 male medical 

center employees, the second administration followed the first by 

3 to 20 days with a mean interval of about 5 days. A Pearson correla

tion of the resulting two sets of PAQ totals yielded an r = .90. 

Split-half reliability correlations based on the 200 patient short form 

protocols yielded a Pearson r = .81 and a Spearman-Brown coefficient of 

.89. Satisfactory reliability is also suggested by the similarities 

between the PAQ short form totals (X = 15.6) and those obtained when 

the short form items were scored in the long form protocols (X = 14.8). 

Internal Consistency 

The amount of inter-item correlation across the 200 patient 

short form protocols was calculated as alpha = .91 (Cronbach, 1951). 



DISCUSSION 

The study's general goals were met: a preliminary model was 

developed to outline the variables and interactions that shape patterns 

of medical utilization; a questionnaire concept, format, and content 

were initially validated; and a data base was created for follow-up 

studies. Questionnaire scores were found to be reliable and to 

correlate very significantly with two other estimators of patient 

chronicity. The results provide preliminary support for a measurable 

dimension, "patient chronicity," that transcends many diagnostic and 

treatment issues and is related to medical utilization. Further, they 

confirm relationships between the chronicity estimators, many of the 

questionnaire items, and the constructs that provided the face-valid 

bases in this study. 

This section will discuss some of the procedural events that 

weakened the study's findings, relate the findings to the project's 

goals, outline further research necessary for model and instrument 

development, and suggest some of the broad implications of this general 

line of inquiry. 

Uncontrolled Procedural Sources of Variance 

While each study, no doubt, has multiple uncontrolled sources of 

error variance, the number and impact of such factors in this study 

merit specific comment and elaboration. These considerations reduce 

statistical power; that is, the likelihood that a given effect or 
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finding differs sufficiently from background variation to attain 

statistical significance. Obtained population estimates are therefore 

considered conservative and findings that surpass levels of statistical 

significance, despite the considerable background "noise," are con

sidered robust. 

The encountered difficulties are described here in order to 

record them for future re-interpretive analyses, to warn future 

researchers of such problems, and to illustrate the above comments on 

uncontrolled experimental "noise" and reduced statistical power. All 

are presumed to either contribute nonspecifically to general error 

variance or to operate specifically against the likelihood of 

statistically significant differences between high and low "chronic 

patients," especially as they were defined by the chronicity estimators. 

Skewed Subject Selection—I 

Roughly 40% of the patients solicited for the long form 

consented to complete the questionnaire. In contrast, about 80% of 

those approached with the short form agreed to complete the device. 

This difference was accentuated when only about one-third of those who 

took them home actually completed and returned the long form. This 

discrepancy raised the possibility that subjects who completed the long 

form represent a unique subset of short form respondents with somewhat 

different response patterns or biases. The apparent similarities, 

however, between the long and short form respondents (see Table 1) 

permit limited generalizations from the long form data and obviate 

against any apparent "uniqueness" of the long form respondents or 



protocols. This permits, for example, follow-up studies to pool 

subjects and data bases and to re-examine item-estimator relationships 

that are beyond the scope of this study. 

Skewed Subject Selection—II 

VA medical system resources and patient loads fluctuate widely 

and irregularly. Clinic directors are therefore occasionally forced to 

serve only patients with disabilities that stem from military service, 

the group for whom the system was primarily chartered. This condition 

existed in the Mental Hygiene Clinic but not in the General Medicine 

Clinic during both questionnaire administrations. This skewed the 

psychiatric sample toward patients with more serious and chronic 

diseases and/or chronic patient styles. This procedural discrepancy 

complicates the interpretation of the observed clinic differences. 

Incomplete Medical Records—I 

Seiling and Page (1980) found that military veterans using 

Veterans Administration medical facilities tend to obtain about 20% of 

their total medical care from non-VA facilities. Their observation 

implies that, across this project's subjects, the obtained use index 

values probably underestimate subjects' true medical usage by about 25%. 

In other words, if VA medical records are accurate and complete, subjects 

received about 20% of their medical care from sources not entered into 

the medical records and hence, the use index. This 20% represents one-

quarter of the 80% that probably was obtained from VA sources. 
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Incomplete Medical Records—II 

Inevitably, not all patient contacts were entered into the 

medical records. For example, a patient might telephone a clinician or 

collar one in a hallway with a question, a symptom, comments regarding 

medications, a request for a letter and so forth. Alternatively, some 

visits were not logged because records were misplaced, were in another 

clinic, the clinician was too busy, or because nothing of consequence 

transpired. Subjective observations indicate that this occurrence is 

more prevalent in psychiatric than in general medical settings, and to 

be more prevalent for more frequently seen (2-20 visits per month) than 

for less frequently seen (1-6 visits per year) patients. This problem 

further suggests the more subtle and pervasive issue of medical record 

accuracy, in general. Assessment or consideration of this question is 

beyond the scope of this project but probably represents another likely 

and substantial source of uncontrolled variation. 

Clinician Variability 

The General Medicine Clinic utilizes over 60 health care 

providers per week. These range from medical students, interns, and 

residents to experienced nurse practitioners and physicians. The Mental 

Hygiene Clinic has over 20 health care providers including psychiatrists, 

psychologists, social workers, and psychiatric nurses as well as 

interns and residents in each of these professions. Further, through 

normal trainee rotations in both clinics, most of those persons who 

provided Clinician's Evaluation Forms for the patients completing the 

PAQ long form were replaced prior to the short form administration. 
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Therefore, (1) most clinicians learned about the project and the 

chronicity ratings asked of them only shortly prior to seeing their 

first participating patient, (2) most clinicians rated only one to three 

patients, and (3) chronicity ratings for the two questionnaire adminis

trations were provided by largely different sets of clinicians. This 

raises the possibility that (1) there may be considerable variation 

within the chronicity ratings due to differences in raters' profes

sional backgrounds and levels of experience, in general, and with the 

rating form in particular, and (2) there may be consistent differences 

between the raters for the long and short form groups. Table 1, 

however, shows no significant differences between the two sets of 

ratings. 

Again, the net effects of these difficulties are to decrease the 

likelihood of significant findings, reduce the estimates of the true 

population correlations and chronicity estimator values, and, by 

blurring effects and certain group differences, reduce the correlations 

between the dependent variables. The observation of many significant 

findings and correlations, despite these difficulties reassures us and 

suggests the robustness of the underlying effects and the conservative-

ness of the obtained estimates. This is further, supported by the lack 

of observed differences across test administrations and forms despite 

the many cited differences between the sampled groups and situations. 

Future researchers may minimize the above difficulties and their 

consequences through site, patient, and questionnaire modifications: 
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1. Data of the use index type are best obtained in a medical 

environment with full medical coverage, comprehensive medical 

records, and where patients are unable or unlikely to obtain 

services from sources not contributing to the data pool. For 

example, this might obtain in small isolated communities with 

limited alternate resources, in certain military populations or 

settings, and in certain health maintenance organizations. 

2. Data of the chronicity rating type are best obtained in medical 

settings with relatively little staff turnover and a high 

interest in research of this type. This, for example, would 

permit clinician pre-training, a reliability assessment of the 

chronicity ratings, and comparisons across clinician profes

sional groups and experience cohorts. 

3. Patient samples should represent the broadest possible range of 

clinics, facilities, diagnoses, duration, means of entering the 

medical system, payment mode, previous medical histories, and 

demographic, employment, and socioeconomic backgrounds. 

In addition to the above, stronger findings are likely to obtain 

with (4) questionnaire items that reflect an even broader range of 

issues; (5) new chronicity evaluations based on increasingly sophisti

cated constructs and tools (discussed further elsewhere); (6) analyses 

of such individual provider variables as age, specialty, training, 

orientation, interpersonal skills, time available, other "agendas," and 

supervision; (7) analyses of such institutional provider variables as 

type of facility, affiliation, funding sources, clientele, and 
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administrative policies; and (8) mathematical models that are 

continuously upgraded from available data. 

Pre-Assistance Questionnaire 

Generally, the subjects who took the long and short forms appear 

comparable, the differences between the medical and psychiatric patients 

are numerous and significant, the short form findings replicate those 

of the long form, and the chronicity estimators intercorrelate 

powerfully. The results apparently confirm the potential of the 

questionnaire format and content. 

Subjects 

The demographic and chronicity estimator data (see Table 1) 

suggest that the subjects who completed the long and short forms of the 

PAQ were comparable despite the increased difficulty in obtaining the 

long form response protocols. On the other hand, the many differences 

observed between the psychiatric and medical patients may be attributed 

to (1) different clinic policies in effect when subjects were solicited; 

(2) inherent differences between psychiatric and medical patient 

populations such as the possibility that psychiatric patients are more 

"chronic" due to the relative length of many mental health interven

tions, or to popular biases that keep some persons from seeking mental 

health care until their problems are relatively more severe; (3) 

artifacts of VA disability reimbursement policies; (4) artifacts of the 

chronicity estimators themselves; or (5) merely spurious findings that 

may not replicate in future studies. 
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PAQ Items 

The large number of long form items that correlated signifi

cantly with the chronicity estimators provides reassurance that the 

initial item pool was not inappropriately selected and has the potential 

to relate meaningfully to patient chronicity issues. The high number 

of short form items that correlated significantly with the chronicity 

estimators lends support that the long form results were not entirely 

spurious. Of course, 280 of the 320 long form items were not included 

in the short form and therefore not replicated in the second test 

administration. Therefore, in light of the extent to which short form 

item selection (1) was based upon the specific populations, settings, 

a nd items s ampled; (2) was dependent upon the specific chronicity 

es t ima tors a nd deci s ion rules employed; and (3) may have been skewed by 

the ma n y da t a collection difficulties, we cannot presume that future 

studies with o t h e r groups, algorithms, items, and so forth will obta in 

proximate r e sult s . Accordingly, future studies may reasonably r e 

present all 320 long form items, as well as whatever additional items 

are de eme d oppropriu te. when they re-examine the chronicity construct 

wi th n ew g roup s , se ttings, a nd, particularly, new chronicity estimators 

an d de ci s ion rul es . An a dditional result of all this is that question

n a ire no r ms and the v e r y oefinition of chronicity will have to be 

continuo t1 s l y r e rnlibrnted as new d a ta and sophistication d evelop. 

Chronic ity Es timo t o r s 

The s imiloritie s of the values and intercorrelations obtained 

for the c h ronic i ty cs timo tors across PAQ a dmini s tra tions s upport again 



the comparability of long and short form samples. On the other hand, 

although the estimator intercorrelations were highly statistically sig

nificant, each accounted only for about 10% of the variance observed in 

the others. While each estimator may therefore reflect a largely 

separate set of determinants, the intercorrelations may also reflect 

the considerable statistical "noise" contributed by the procedural 

sources of error cited earlier. If so, then the population inter-

correlation values may far exceed the sample values obtained. 

Similarly, if each represents a different facet of "true patient 

chronicity," they may relate only weakly to each other, but may 

correlate considerably more potently with future, more comprehensive 

measures of chronicity. 

The chronicity ratings, use index values, and PAQ totals, 

therefore, represent three different estimators of future patient 

behaviors. We hope these will be confirmed in future validational 

studies that are based on an improved understanding of "true patient 

chronicity." Each estimator is presumed to sample a somewhat different 

subset of chronicity-related characteristics and to contain inherent 

advantages and disadvantages. The use index is relatively objective 

and presumes that past behaviors are good predictors of future 

behaviors. Chronicity ratings, on the other hand, may distinguish 

between "high" and "excessive" medical resources users, may 

incorporate otherwise unavailable subjective information, and may 

identify persons just beginning a chronic cycle and not yet possessed 

of multi-volumed medical records. PAO totals may reflect situational 
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and characterological facets and may be sensitive to content and rela

tionships not observable through the other chronicity estimators. 

Questionnaire Limitations 

The conceptual framework that guides this project posits the 

necessary contributions and interactions of sets of variables that 

include patient, situation, provider, exposure, discomfort, and decision 

issues. Although questionnaire items addressed person, situation, and, 

to some extent, discomfort and decision items, no items reflected 

provider or exposure issues. Similarly, at this stage of instrument 

development, any interactions among these variable sets were not 

assessed. Further, the experience gained in this study suggested many 

items and issues that were not included in the initial item and 

conceptual pools. The potency of the assessment process would clearly be 

enhanced if means and measures permitted the inclusion of all of the 

known determinants in future studies. Again, their non-inclusion in the 

present study probably served to restrict the range of chronicity 

observed and measured and decreased the likelihood and size of 

chronicity-related findings. Future studies that incorporate the 

knowledge gained here are likely to find considerably larger effects 

and population estimates. 

Sample Limitations 

As indicated above, study subject samples were restricted in 

that they came exclusively from two VA medical system clinics. 

Different findings may obtain in future studies that examine chronicity 
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in other types of facilities, other types of clinics, other stages of 

medical-care seeking, and other demographic groups. 

Generalization and Use Limitations 

The limited sample sizes, item pools, populations, and 

facilities sampled inhibit generalizations from this study to other 

groups and settings. Certainly the instruments used for this study are 

not yet appropriate for clinical use. While the chronicity construct 

and its implications might be immediately incorporated into the assess

ment and planning processes of frontline clinicians, these instruments 

must be examined in considerable further detail before they may be 

correctly used in real world decision processes. Similarly, the two 

subject groups, psychiatric and medical outpatients, were employed 

somewhat serendipitously. They were selected because they were 

available, large, and diverse. No attempt has been made to examine in 

depth any group differences as the working hypotheses for this study 

posit effects that transcend specific diagnostic and treatment issues. 

Future studies, as more is known about chronicity, will probably find 

the study of group differences in this area to be of interest and value. 

Short Form Item Content 

The use of point-biserial correlations, dichotomous responses, 

and a somewhat low subjects-to-items ratio prohibit factor analyses of 

either long or short form responses. A subjective examination of the 

short form item pool and correlations is nonetheless instructive. Short 

form items tend to fall into several, non-mutually exclusive categories: 
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1. Depression-related items range from "I cry easily" and "I feel 

depressed" to "My sleep is fitful and disturbed," 

2. Locus of control items include "My problem stems from previous 

medical treatment," "Because of my problem, people have to do 

things for me that I used to do myself," and "Even when I take 

care of myself, it's easy to get sick." 

3. General Functioning is suggested by items like "I am about as 

able to work as ever I was," "I am a good mixer," "I am un

employed," and "My problem significantly interferes with my 

life." 

4. Somatic Complaints underlie "My hands and ffet are usually warm 

enough," "I feel weak all over much of the time," and "I have 

worries that get me down physically." 

In general, mental health related items appear to dominate the short 

form item pool. Although these items could be regrouped and/or 

relabeled, a more complete analysis is probably premature in light of 

the questionnaire and sample limitations outlined above. In addition, 

as indicated earlier, different subsets of long form items may be 

selected for other short form groups and applications. 

Chronicity or Mental Illness? 

As mentioned above, psychiatric patients consistently appeared 

more chronic across chronicity estimators and PAQ administrations. In 

addition, PAQ short form items skewed toward mental health-related 

content areas and PAQ short form totals correlated more with 

clinicians' subjective ratings of chronicity than did long form PAQ 
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totals. Did the PAQ items and chronicity estimators therefore measure 

primarily aspects of mental health? 

Observations of ties linking mental health, especially depres

sion, to physical well-being are not unique to this study. Historically, 

for example, clinicians have noted the interrelatedness of three MMPI 

scales, notably hypochondriasis, depression, and hysteria, that are 

often called the "neurotic triad." All include items that apparently 

sample mental health, somatic well-being, and personal resources. 

Kenyon (1964) examined the medical records of all patients seen 

in two British hospitals over a ten year period and reviewed the 

hypochondriasis literature (Kenyon, 1965) to conclude that hypo

chondriasis is properly only a secondary diagnosis, usually with 

depression as a primary diagnosis. More recently, Nielsen and Williams 

(1980) administered Beck Depression Inventories to 526 medical out

patients and found that 1/8 scored at or beyond the mildly depressed 

range. Further, their record reviews indicated that the primary care 

physicians had failed to note the diagnosis of depression in fully half 

of the cases. But does this just confirm that many "medical" patients 

suffer from a mental illness and require formal psychiatric care? 

The PAQ and the chronicity estimators used in this study 

probably do not assess mental diseases as they are defined and recog

nized by the American Psychiatric Association (1980). On the other 

hand, many items «3o appear to assess "problems in living" and probable 

individual external and internal responses in the face of such 

problems. As suggested by the research of Follette and Cummings (1967) 

and Pilowsky and Spence (1975) and the writings of Engel (1977) and 
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Lipowski (1975), individuals seem to respond to increased coping 

demands and/or decreased coping resources in modes shaped by milieu, 

personal history, and circumstantial availability. For example, when 

sufficientlv troubled, many persons throw themselves into their voca

tion, their avocations, or upon family and friends. Others lack these 

resources or merely select alternates, such as professional caregivers. 

In other words, for some, treatment clinic selection may precede illness 

and depend more on availability and acceptability than on specific, 

crisp, disease etiologies. For example, most of the 23 chapters in the 

Handbook of Medical Sociology (Freeman et al., 1979) discuss and build 

limited-scope models of medical utilization upon the alternative 

resource; availability: and cultural, demographic, and decision issues. 

From this perspective, we may expect that stress, locus of control, 

depression, and other mental health related issues are likely to be 

significant to persons seen in medical or psychiatric clinics. Items 

based on such issues accordingly, do not measure mental illness but 

shared precursors to disability and help-seeking as broader behavioral 

patterns. The higher scores of the psychiatric patients may therefore 

reflect that group's "style," as indicated in their clinic choice and 

readiness to acknowledge mental health-related items. The higher scores 

may also reflect greater levels of discomfort in cases where merely 

being somatically sick did not provide sufficient levels of support 

and "role relief." 
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Future Research 

While interesting and suggestive, the results of this study 

require replication, generalization, and clarification. The below 

research is the minimum required before the Pre-Assistance Questionnaire 

is ready for general use and the utilization model is adequately 

clarified and supported: 

1. New items that reflect the broadest range of potentially pre

dictive dimensions must be assessed across a variety of popula

tions, settings, and criteria. For example, a complete review 

of all utilization-related research will no doubt locate many 

issues not sampled in the PAQ. Converted into inventory state

ments, these issues, along with present issues, must be 

presented to non-patients, new patients, and well-known patients 

who represent the full range of demographic variables that 

include age, sex, income, education, ethnicity, location, 

employment history, marital history, social history, medical 

history, and so forth. The resulting response matrix should 

then be analyzed for relationships to the criteria of interest: 

number of medical contacts, cost, type, and frequency of medical 

contact, treatment program adherence, loss of functional 

capacity, return to premorbid functions, number of diagnoses, 

number of medications, number of medications per diagnosis, 

total care obtained, unscheduled care/total care, national 

norms, and so forth. With time, this process may reveal the 

combination or pattern of responses that best predicts outcomes 
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of interest, especially those that even experienced clinicians 

cannot predict quickly or with assurance. 

2. From the above data base, researchers may obtain norms from 

which demographic weightings can be generated. For example, 

profiles based on the long or short questionnaires would be more 

accurate and meaningful if the scores were adjusted for age, 

income, sex, socioeconomic class, or whatever other variables 

are most relevant. 

3. The same data base, along with the national norms for care 

required by persons with specified diseases, would permit 

weightings of data obtained from patients. For example, 

questionnaires may be given to inpatients with many different 

diseases. Some of these persons may answer questions in a 

fashion that indicates a higher level of chronicitv that is 

actually an artifact of their present illness. For example, 

persons in spinal-cord injury clinics will respond that they 

need more help than they once did, that they are less active, 

that they take medications, see doctors, and.so forth at higher 

rates than many other patient groups. More accurate and 

meaningful comparisons are possible within and across this group 

when their chronicity questionnaire scores are weighted in an 

effort to separate the constant value that is attributable to 

their condition or disease from the other values attributable 

to the predisposing and decision variables. Failure to 

incorporate this procedure is likely to result in many false 

positive identifications among persons with more serious 
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conditions and false negatives among persons with trivial or 

unsupported presenting complaints. 

4. Factor analyses of questionnaire, demographic, disease, treat

ment, and outcome data would facilitate our understanding of 

the principles that underly the observed effects. For example, 

different predictors may be needed at different stages of 

psychosocial development; in other words, the patterns and 

predictors for 25 year olds may well be different from those 

of 60 year old persons. Some items may predict excessive 

repeated hospitalizations while other predict excessively long 

stays with apparently complicated, incomplete, and protracted 

recoveries. Similarly, while they already discuss illness 

susceptibility, in general, researchers are increasingly able 

to describe risk factors for such specific diseases as heart 

disease, arteriosclerosis, diabetes, and so forth, Items known 

or found to relate to these and other specific diseases could be 

included in long forms given to patients and the short forms 

given to non-patients. 

5. Factor analysis may also facilitate the creation of sub-scales 

and profiles. Items that cluster logically could be con

solidated into item subsets according to their relative 

contributions. Subsets could be visually displayed as they are 

with the MMPI and specific combinations of subsets could be 

identified with specific interest areas, such as susceptibility, 

transaction patterns, and outcomes. With time, specific, 

readily identified patterns might become well known as they 



have with the MMPI. These, in turn, might be used to suggest 

specific interaction styles, modes, and systems to clinicians 

with alternatives from which to choose. Some clinicians might 

even become locally known for their adeptness in treating 

certain of the more recalcitrant or high risk patient types-

Such findings might also be used in conjunction with therapists' 

personal experience and reactions to guage the patient's 

subjective reports (Jones and others, 1979). 

Data must be gathered on the individual and institutional care 

provider variables. These issues were excluded from the present 

study although a great deal of research (see, for example 

Freeman et al., 1979) shows the importance of the location, 

structure, philosophy, expense, culture, personality, role, 

training, and communication issues. No doubt these interact 

profoundly with the other predisposing variable groups and an 

adequate understanding of utilization processes requires 

their examination and integration into future research. Such 

data may even provide the basis for matching certain patients 

or groups with particular clinician types. Further, as 

mentioned above, feedback can be provided to specific indi

viduals and systems on their respective ability to respond to 

chronicitv related issues and even on their own relative 

propensity to foster or inhibit awareness. 
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Implications of the Medical Utilization Model 

An understanding of the variables most responsible for the 

original and continuing decision to seek medical care may suggest the 

most effective and efficient means to reduce that behavior or alter the 

patterns of patient-provider interactions. For example, if an 

"undesired" pattern is thought to stem from a relatively singular and 

continuing source, for example, wrongful attributions, destructive 

family dynamics, or prolonged excessive stress levels, then interventions 

such as patient and spouse education, family therapy, and stress 

reduction classes may be focused at the errant key contributor. If 

clinicians suspect that chronic-tvpe patterns may evolve in a previously 

non-chronic case, they may first examine the short term impact variables 

to determine the rewards that appear to sustain the pattern and then 

attempt to alter the contingencies or their values. On the other hand, 

if certain clinicians, clinics, hospitals, or institutional systems are 

found to promote chronicity, steps may be taken to uncover and alter the 

contributing perceptions, behaviors, practices, and policies. Again, 

this approach draws from basic "epidemiology" in analyzing the exposure 

and other contributing variables, and from "public health" in seeking 

to minimize the impact of identified high value conditions. 

As more becomes known about predisposing and decision variables 

and as measurements of those factors and their subsequent interactions 

become more available and acceptable, the model may eventually modify 

and become integrated into standard medical practice. In time, 

utilization model-based research may be able to specify for all patients 

more effecient and effective means to select, integrate, and present 
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treatment requirements for specific patients and problems, in other 

words, truly individualized treatment programs. 

Specific Applications 

More specifically then, how might a model of the sort here 

described be put to practical use? One of the more immediate and simple 

means might be through questionnaires such as the one developed for this 

study. A brief, screening questionnaire, for example, might ·.be 

a dministered to employees joining a company, to members joining a health 

maintenance organization, or to patients in a medical center or 

clinician's office . The short instrument would identify the small . 

group of persons at relatively increased risk for a high level of pro-

vider contacts . These persons could then be given a longer, more compre-

hensive questionnaire for a profile of significant medical conditions, 

social variables, belief systems, coping patterns, and other relevant 

information. Ideally, the profile would confirm the short form's 

findings and provide clinicians with information about the relative 

value of specific interventions, about the need for outside refer~als, 

and even supplemental information about the presenting problem. In 

addition, selective follow-up retests would permit longitudinal observa-

tions that could provide useful information on certain combinations of 

predisposing variables, the efficacy of selected treatments, and the 

ability of individual and institutional providers to provide complete, 

comprehensive, and efficient care across patient and problem cate-

gories . Such a data base might also potentiate many preventive 
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programs by suggesting the groups most likely to benefit from specific 

types of interventions. 

From an even broader view, scores on chronicity question

naires may serve as a measure of wellness, a goal of comprehensive 

health care programs and many modern clinicians (Garfield, 1970; 

Saward and Fleming, 1980). For example, if high scores on a 

chronicity questionnaire suggest "chronicity" and low scores suggest 

"deniers," then perhaps intermediate scores represent an optimal 

condition of "wellness," a combination of attitudes, preventive 

behaviors, internal sensitivities, social relationships, stress 

management, coping styles, and resources that minimize the short and 

long term likelihoods of supportive institutional contacts. Such an 

operational definition of wellness could potentiate many new 

research opportunities. 

Predicting Medical Utilization 

Given a means to assign a cumulative value to the predisposing 

variables, a single summary value can represent the likelihood that 

persons will seek medical assistance for specified discomfort levels. 

Similarly, with adequate normative data, a summary value can represent 

the seriousness and/or level of care usually required by a given 

problem or condition. These values can even be aligned on axes as in 

Figure 2 with isobars drawn to represent or predict the long term 

amount of care likely to be required. As can be seen, the figure 

illustrates an optimal likelihood for seeking assistance. As person, 
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Figure 2. Isobars representing equal amounts of care required to 
recover from an illness, by likelihood of medical contact 
and disease seriousness — For example, persons with a low 
likelihood of medical contact ("stoics?") may require more 
long term assistance for a minor medical problem such as 
poor vision or dental caries than would a person with an 
optimal willingness to seek medical care. On the other hand, 
a person with an excessively high willingness to seek medical 
care may obtain much greater levels of long term care than 
would others. Also note that for more serious conditions, 
for example spinal cord injury, acute diabetes, brain 
damage, or other major trauma, the proportion of variance 
in the level of required care accounted for by this 
dimension is likely to diminish. 
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situation, and provider variables interact to increase or decrease that 

likelihood, problems will eventually require greater amounts of medical 

resources, contact, and expense before being finally resolved. As 

stated earlier, variable combinations that yield values above the 

optimal will tend to generate the more visibly "chronic" patients and 

the interactions with which most clinicians are familiar. Combinations 

that yield values below the optimal generate "stoics" who deny, avoid, 

and underutilize resources in the short term but may overutilize them 

in the long term as certain problems progress and require increasingly 

intense and prolonged treatment. 

As presently drawn, the isobars in Figure 2 are circular in 

form and the "optimal" position placed rather nearer the "avoider" 

than the "chronic" position. The use of circular lines is largely 

arbitrary but does suggest that as initial problems become more severe 

and require greater amounts of care, the relative impact of the pre

disposing variables diminishes. For example, the difference that 

relatively appropriate and inappropriate attitudes and circumstances 

have upon amount of dental care obtained is greater than the impact of 

such variables on persons with rapidly growing intrinsic cerebral 

malignancies. The location of the "optimal" position relatively 

nearer to the "avoider" position implies that (1) most persons decide 

appropriately not to seek medical care in response to most discomforts, 

such as minor or transient fevers and head, stomach, and muscle aches, 

and (2) "avoiding" responses do not always have serious consequences; 

that is, few persons rapidly lose all of their natural teeth merely 

because they are slack in having regular biannual dental examinations. 
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Obviously, these representational decisions require empirical confirma

tion and future figures may well assume other forms. The implications, 

however, may be of sufficient interest to warrant further investigation 

on their own merit. 

Conclusions and Final Speculations 

The general goals of the study were met: a preliminary, 

comprehensive model of medical utilization was generated and a brief 

questionnaire was developed that potentially relates to a preliminarily 

described construct, "chronicity.11 Judgments of the model's full 

utility hinge upon an ability to incorporate previous research and 

perspectives on medical utilization and an ability to make more accurate 

and specific predictions than are presently feasible. Determination of 

questionnaire items and sub-scales that truly predict patterns of 

medical facility use must await long term follow-up of the persons for 

whom PAQ data are now available. Determination of the questionnaire's 

overall ability to make better assessments and predictions than are now 

possible with comparable ease must await further model and questionnaire 

development. In the meantime, we are encouraged that so many of the 

items survived the rigorous selection criteria despite minimal a_ priori 

support and the many difficulties encountered. Future work may show 

that other items meet the selection criteria in future samples or 

correlate powerfully with the true criterion, long term follow-up data 

on patient behaviors, and treatment outcomes. 

These perspectives and the proposed model may spark valuable 

research whether or not the perspective and model are ultimately 
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supported in their present form. And although they are conceptually 

tied, the success of the model and the assessment devices are inde

pendent. That is, the model may prove well-founded and stimulating but 

the devices so poorly constructed as to be functionally useless. The 

tests, on the other hand, could prove a real value in screening and 

assessing present and potential patients even if the model eventually 

requires considerable revision or even replacement. 

The concept of chronicity may find value as an inverse measure 

of wellness, a construct recently promoted as a "true" goal of the 

health care system (Garfield, 1970; Saward and Fleming. 1980), Not 

merely the absence of disease, wellness connotes satisfying biopsycho-

social conditions and changes, an appropriate use of resource cate

gories, a positive outlook, and a prevention-oriented maintenance of 

general physical and mental well-being. To the extent that our health 

care and social systems promote such states, we may consider ourselves 

to support wellness. Perhaps the assessment of chronicity will someday 

provide an inverse measure of the extent and distribution of wellness 

and our ability to individually and institutionally fulfill this aspect 

of an unwritten public charter. 

From a general systems approach, the proposed utilization 

model may eventually attain its greatest value when applied to other 

forms of undesired, unwarranted recidivism and system misutilization. 

For example, perhaps the pattern for welfare utilization for some 

persons resembles the pattern of medical utilization of others. And 

criminal activities and recidivism may have precursors, interactions, 

and outcomes that are similar in some respects to those seen in medical 



and welfare cases. In cases of increased general stress, decreased 

coping resources and variously encouraging/discouraging milieus, the 

choice of a behavioral option may depend upon common developmental, 

interactional, and circumstantial issues (Haney, Banks, and Zimbardo, 

1973). That is, there may be relatively little difference between 

persons who regularly obtain "support" through being chronically ill, 

chronically incarcerated, or chronically in need of public support. 

Persons in each of these groups are wont to say "It's not my fault," 

to respond to shaped contingencies, and to require "system cooperation. 

And this, in turn, may open whole new sets of possibilities. 



APPENDIX A 

CLINICIANS' EVALUATION FORM 

Patient's Name: 

CLINICIAN'S EVALUATION FORM 

Chronic patients* as opposed to patients with chronic diseases, appear 
to naintain a frequency* intensity and duration of contact vith the medical 
system that exceeds that apparently required by their presenting symptoms. 
These persons frequently: 

a. request inappropriate services, interventions and medications; 
b. seek multiple clinicians, clinics and hospitals; 
c. reject their role in symptom genesis, maintenance or resolution; 
d. have unusual or inappropriate somatic and psychic stress responses; 
e. "hang on" to symptoms and complaints; 
f. fail to comply with treatment requirements; 
g. obtain secondary gain from their system involvement. 

These characteristics often lead to disproportionately high usages of 
medical resources, and clinicians and others may suspect these patients 
of ulterior (if unconscious) motives in complaining about their illness. 

Using the above perspectives and characteristics as a guide* as well as 
using whatever other personal guides you may find useful, please indicate... 

how chronic, or prone to becoming chronic, is this patient? 

1 2 3 4 5 6 7 8 9 
lo hi 

How confident are you of this evaluation? 

1 2 3 4 5 
lo 

Thank you very much for your assistance! 
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