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Background. Physicians must be able to rapidly obtain
information that answers specific patient-related clinical
questions. This study describes the information-seeking
process in the olfice practices of family physicians.
Methods. We observed and recorded the information-
seeking and information-obtaining behavior of 30 fam-
ily physicians in their offices.

Results. Based on 172 hours of observation and 602
patient visits, family physicians sought answers to an
average of only one clinical question for every 15
patients seen. Urban physicians sought answers to
more questions than rural physicians (one question
for every 9 patients, as compared with one question
for every 24 patients; P < .05). The frequency of seek-
ing information was not related to the physician’s

A challenge for busy physicians is to quickly obtain the
clinical information they need. Physicians’ information
needs can be grouped into three categoriesl-4: (1) the
general need to remain current in an area of practice, (2)
the need of the physician researcher to complete an
exhaustive search of the literature in a specific field, and
(3) the need of the physician to obtain answers to well-
defined, highly specific questions about individual pa-
tients.

The physician looking for quick answers to specific
patient-related questions has not benefited from the com-
puterized retrieval systems available to the university-
based researcher.256 The researcher might spend months
completing an exhaustive literature search, but the clini-
cian must find answers quickly from easily accessible
sources relevant to the patient waiting in the office.6-7
Such questions may be specific and mundane (“Is the
tablet scored?”) or more general and complex (“What
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age. Busier physicians (those seeing more patients per
hour) tended to ask fewer questions (correlation
coefficient (r) = —34, P = .06). Drug-prescribing
guestions were the most common type; second most
common were orthopedic questions. Colleagues and
the Physicians’ Desk Reference were the most often used
resources. Eight percent of the questions were not
answered.

Conclusions. Among family physicians, patient-related
qguestions are infrequently asked and highly specific.
Most questions are rapidly answered using colleagues
and books, not journals or computers.

Key words. Information systems; physicians, family;
consultants; reference books, medical; physician’s prac-
tice patterns. / Pam Pract 1992; 35:265-299.

combination of factors might explain this patient’s syn-
copal episode?”).

Despite the importance of finding answers to case-
specific questions, there has been little investigation of
this process.7 As an initial step toward facilitating the
information-obtaining process, we observed the current
practices of family physicians in their offices. We were
interested in how often patient-specific questions arise,
how the answers are found, and how often such ques-
tions go unanswered.

Methods

A convenience sample of 34 board-certified family phy-
sicians was selected from rural and urban practices based
on geographic accessibility to Columbia, Missouri.
Thirty' physicians agreed to participate, and a half-day or
full-day office-observation period was scheduled. Physi-
cians who practiced in or near a city with a population of
over 50,000 were classified as urban; the remaining phy-
sicians were considered rural.

We defined a case-specific clinical question as a need
by the physician for medical information related to the
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care of a specific patient. At the beginning of the session,
the observer told the physician, “lI need to know if you
have any questions related to the care of the patient you
are seeing. | need to know what the question is, what the
answer is, and the source of the answer.” We excluded
physicians’ questions asking only for patient data (“What
was the blood pressure? What was the potassium?”), and
we excluded nonmedical questions (“Where do | sign
this insurance form?”). We also excluded general ques-
tions that were not related to or prompted by a specific
patient (“What are the latest recommendations for the
treatment of heart failure?”).

After the initial explanation, the physicians were not
prompted for questions and they were asked not to
modify their questioning behavior because of the pres-
ence of the observer. The observer was as unobtrusive as
possible and usually did not enter the examining room.
We focused on information-seeking behavior rather than
guestion-asking behavior. However, questions verbal-
ized by the physician were recorded whether or not an
answer was sought. Most of the office observations were
made by one of the authors (R.J.B.), a second-year
medical student. When a question occurred, the observer
recorded the question, the answer, and the resource used
to answer the question. The duration of observation and
the number of patients seen during the observation pe-
riod were also recorded. The observations took place
from May to November, 1991.

Most of the data were analyzed using descriptive
statistics. Factors that might be associated with the fre-
guency of seeking answers were analyzed with correla-
tion coefficients for continuous variables and the
Wilcoxon rank-sum test for categorical variables. Signif-
icant differences were defined as those associated with a P
value less than .05.

Results

The mean age of the 30 participating physicians was 42
years (range, 29 to 66 years), and they had been in
practice for an average of 13 years (range, 4 months to 42
years). Sixteen practices were rural and 14 were urban.
The total observation time was 172 hours, an average of
5.7 hours per physician. The 30 physicians saw 602
patients and asked a total of 41 questions. An average of
one question was asked for every 15 patients seen.

One physician asked many more questions than the
others, with an average of slightly more than one ques-
tion per patient. This physician had completed a resi-
dency only 4 months before and was considered an
outlier but was initially included in all analyses.

Rural physicians asked fewer questions than urban
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Table 1. Characteristics of Rural and Urban Physicians
Participating in a Study of How Physicians Seek Answers to
Patient-Related Clinical Questions

Rural Urban
(n=16) (n= 14
Variable Mean Mean P Value
Number of patients seen per 24 9 <.05
question prompted
Number of patients seen per hour 3.8 3.2 NS
Number of colleagues in practice 1.4 2.6 <.02
Physician age (v) 46 38 <.01
Years in practice 17 9 <.02

NS denotes not significant.

physicians (one question for ever)' 24 patients vs one
guestion for evert' 9 patients; P < .05). The characteris-
tics of rural and urban physicians are listed in Table 1.
The frequency of questions was unrelated to physician
age (correlation coefficient [r] = -.24, P > .2), or years
in practice (r = —23, P > .2). There was a tendency for
busier physicians to ask fewer questions; ie, there was an
inverse correlation between the number of patients seen
per hour and the number of questions prompted per
patient. However, the correlation (r = —34) did not
reach statistical significance (P — .06). Physicians with
the most practice colleagues tended to ask more ques-
tions (r = .33, P = .08). Urban physicians had more
colleagues than rural physicians.

Questions pertaining to treatment accounted for 30
of the 41 questions, and 11 were related to diagnosis.
Twenty questions (49%) were related to pharmacology,
6 to orthopedics, 3 to dermatology, and the remaining
12 were divided among seven other topic areas. Eight of
the 20 pharmacology questions were related to drug
dosage, 4 to drug side effects, and 3 to drug interactions.
For 3 of the 41 questions an answer was sought but not
found. For 2 questions an answer was never sought. The
remaining 36 questions were answered while the patient
waited in the examining room. At the end of the day, we
asked each physician whether there were any case-specific
guestions to which an answer would be sought after
office hours. None of the physicians had such questions.
Examples of typical questions are shown in Table 2.

Colleagues in the same practice answered 12 of the
41 questions and were the most common resource. Most
often the colleague was another family physician. The
Physicians’ Desk Reference8 was the next most common
resource and was used to answer 11 ofthe 41 questions.
Medical textbooks and drug information texts other than
the Physicians’ Desk Reference (eg, Drug Facts and Com-
parisons”) were each used to answer five questions. In one
case a journal article was consulted. Computer searches
were not used to answer any questions; however, only
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Table 2. Examples of Physicians’ Case-Related Questions

= What is the dose of alprazolam?

« |s trazodone contraindicated in patients who go to saunas because
of the combined effect causing postural hypotension?

= Are there any new treatments for Grayes’ ophthalmopathy in this

patient who has already received radioactive iodine and is

concerned about the appearance of her bulging eyes?

What is the spot in this patient’s mouth?

Can carbamazepine cause albuminuria?

Are Normodyne and Trandate the same drug?

Can clonidine cause night sweats?

What is the starting dose of prednisone in this patient with

polymyalgia rheumatica?

four of the 30 physicians had personal computers in their
offices.

Ail analyses were repeated after excluding the out-
lier, who had asked nine of the 41 total questions. The
outlier was an urban physician, and after excluding him,
the difference in question frequency between urban and
rural physicians was no longer significant (one question
for every 14 patients as compared with one question for
every 24 patients; P = .08). There was no longer a
correlation between question frequency and number of
practice colleagues (r = .20, P = .3). The outlier physi-
cian had no pharmacology questions and all of his ques-
tions were answered by colleagues.

Discussion

Investigators of physicians’ case-related questions have
used one of three research methods: the written ques-
tionnaire, I'73%0-i3 the critical incident technique,1>14- 16
or the office observation.10 The critical incident tech-
nique involves asking physicians to describe their most
recent questions and the methods used to find the an-
swers. This technique is limited by the physician’s mem-
ory. Mundane tasks such as checking drug dosages arc-
unlikely to be recalled. The critical incident technique
docs not allow the determination of question frequency.
Other than our study, only the study by Coveil et
all0 used direct physician observation to gather data.
Working with internists in Los Angeles, Covell and
co-workers found that an average of one question was
asked for every 1.5 patients seen, compared with one
guestion for every 15 patients in our study. Although
differences between internists and family physicians may
account for some of this discrepancy (eg, internists are
more likely to use journals whereas family physicians
tend to consult colleagues2613°’17), several differences in
study design probably explain most of the discrepancy.
First, the office observers in the study by Coveil ct al
interviewed the physician after every patient encounter
and asked, “Do any questions occur to you . . . regarding
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your management of this patient’s problem ... ?’10 In
contrast, we were as unobtrusive as possible, recording
only those questions that the physician verbalized or
sought an answer to.

Second, the definition of a patient-related question
in the study by Covell and colleagues was broader than
ours. We excluded nonmedical questions and those ques-
tions simplv asking for laboratory results. Covell et al
included these questions.

Finally, Covell et al studied only urban physicians.
The frequency of information-seeking questions among
the urban physicians in our study (one question for every
nine patients seen) is closer to their rate than the rate
among all participants in our study.

Question frequency is markedly higher in academic
settings. For example, Oshcroff ct all8 studied a univer-
sity internal medicine service and found that when a team
of medical students, residents, and attending physicians
made hospital rounds, an average of five questions were
asked in connection with every patient discussed.18 Sev-
enty-four percent of these questions were motivated by
patient care; 22% were asked for educational purposes.

We found that rural family physicians ask fewer
questions than urban family physicians. However, this
finding must be interpreted cautiously for several rea-
sons. The sample size was small and not randomly se-
lected from the population. When the outlier physician
was excluded, the difference was no longer significant.
Finally, other variables may have confounded the rela-
tionship. For example, urban physicians had more prac-
tice colleagues than rural physicians, and physicians with
more colleagues tended to ask more questions.

Previous studies have not explored the frequency of
information seeking in relation to physician age or prac-
tice location (urban vs rural). However, when studying
general information needs, several investigators found
that older physicians tend to rely on pharmaceutical
representatives and continuing medical education
courses, whereas younger physicians more often consult
textbooks, journal articles, and colleagues.2-17-1* 21
Moore-West and colleagues16 found that both rural and
urban physicians cite patient care as the most frequent
reason for obtaining information, but urban physicians
were more likely to indicate other reasons, such as curi-
osity and research. Exploration of other factors, such as
patient characteristics and physician intolerance of ambi-
guity,22 may help explain variations in question fre-
quency.

In our study, colleagues were the most often used
resource. Others have found a similar reliance on col-
leagues to answer patient-specific questions.10 1219 In
the study by Covell et al,10 physicians indicated on a
questionnaire that they used printed sources (textbooks.
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journals, drug information sources) most often. How-
ever, when observed in daily practice, the source most
often consulted was another physician.

In our study, the Physicians’ Desk Reference was the
second most common resource. Connelly et all found
that when only printed material was considered, the
Physicians’ Desk Reference was the most frequently used
resource.

Computer searches were not used to answer any
guestions in our study. Although advocated by some
authors,1823'24 computers have not proved useful to cli-
nicians with case-related questions.16'2025-27 The major
obstacle appears to be the time required to obtain rele-
vant information.2326'27

According to a model developed by Curley et al,7
the resource most likely to be used will be physically
close, easy to use, easy to understand, clinically applica-
ble, and inexpensive. In a survey of internists and family
physicians, availability and applicability were the most
influential factors.7 Ideally, the resource also should be
authoritative and comprehensive. But in practice, conve-
nience factors outweigh quality factors.111-151928-30

Our findings are limited by the small nhumber of
guestions generated in spite of many hours of physician
observation. Based on the study by Covell and col-
leagues, we anticipated several hundred questions. But
we believe our data accurately reflect how often family
physicians seek answers to patient-specific questions.
Coveil et al were interested in every question that oc-
curred to the physician, whereas we were more interested
in the actual frequency of answer-seeking behavior. The
physicians in our studv probably had questions that were
never verbalized. They may have sought answers pri-
vately during the observation period or afterward. The
physicians seemed to understand the objectives of our
study, however, and they appeared to be open and honest
when a question occurred.

Exclusion of the outlier physician altered some of
our findings. We included him in the initial analysis
because he may represent an information-seeking pattern
typical of other physicians in their first few months of
practice.

Other limitations of our study include the sampling
method and the potential effects of observation. We
made no attempt to select a random sample of physicians
because the eventual participants would still consist of a
select group of those willing to participate. There were
only 30 participants, and all but one were men. The
extent to which our findings can be generalized to a
larger group of family physicians is unknown. However,
both rural and urban physicians were represented, and
there was a wide age range (29 to 66 years).

We conclude that family physicians seek answers to
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an average of one to two patient-specific questions per
day. In our study, most of the questions were drug
related, and all answers were obtained while the patient
waited in the examination room. Although most ques-
tions were quickly answered with readily available re-
sources, answers to several questions were not found or
even pursued. Comparing our data with that of Covell et
al,10 we suspect that many questions were never verbal-
ized nor answers sought owing to the perceived difficulty
of finding answers. Although difficult to study, this area
may be an important one to investigate further. We
believe it is important to encourage practicing physicians
to ask more questions and to facilitate the process of
finding answers.
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