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INTRODUCTION

Until recently it was very difficult to use the
patient's complaints or diseases as a variable in
observation studies in which the nature, course
and quality of the doctor-patient communica-
tion was studied. The classification systems in
use were all diagnosis-based, and - as is now
widely recognized a general practitioner
doesn't reach the level of a firm and clear diag-
nosis in about half of his consultations; and,
when he does, he seldom communicates this to
his patient. So, for an observer who is looking at
videotapes of doctor-patient consultations, a
diagnosis-based classification system is hardly of
any use. The development of the Reasons for
Encounter Classification which is explicitly
oriented to the reasons that bring a patient to the
doctor's office be it a vague complaint, or a
well described disease or just the request for a
receipt or a routine check-up makes it possible
(at least in theory) to code the patient's com-
plaints or diseases in such a way, that they may
be used as variables in observation studies.

But first some preliminary work has to be done:

I. First of all a feasibility-study should be
carried out to see if an observer who knows
nothing about the patient's history gets
enough information from the video to be able
to code the presented symptoms in the RFE-
classification system.

'. Second, the interjudge reliability must be
measured, in order to establish if different
observers would apply the RFE-codes in the
same way.

3. Third, some work has to be done on the
validity problem to ensure that what we
measure with these RFE-codes is really what
we intend to measure.
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If we can get satisfying answers to these three
questions we may use the RFE for all kinds of
interesting research into the relationship between
presented complaints on the one hand and
different aspects of the course and quality of the
doctor-patient communication on the other
hand. But again, we must first establish the
validity of this method.

* The Reason for Encounter Classification is a two-axial
classification system that consists of 16 chapters which refer
to body-systems such as Respiratory (R). Circulatory (K)
and Psychology (P). and 7 components which cover all
possible reasons. For further information: see the WONCA
Field Trial Manual (1983).

THE FEASIBILITY STUDY

Our first step was to find out if all relevant
events in the videotaped consultations could be
given a RFE-code. We were especially curious to
find out if we would be hampered by the fact that
on the video we saw just one single moment in a
continuous helping process, without knowing
anything about the patient or his medical, psy-
chological and social history. Somewhat to our
surprise this gave rise to no serious problems. In
nearly all cases the observer could deduce a
reason for encounter during the course of the
consultation. The only real difficulty came from
the patients who went to the surgery to tell the
doctor 'that it had gone' or that 'it was getting
much better', often even without reference to
what was gone or was getting better. These
events can't logically be classified under any of
the seven components of the RFE because they
indicate the absence of a complaint rather than a
complaint itself. Perhaps they could be classified
under component IV ('results') but that com-
ponent seems to be reserved for results that a
doctor tells his patients and not the other way
round. They could of course be classified under
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component VI ('other') but we feared that this
would have led to an excessive loss of informa-
tion. For when carrying out research into the
relationship between presented complaints and
the course and quality of doctor-patient com-
munication, it makes a big difference whether a
patient comes in complaining that he is still
feeling ill, or whether he announces that his
general ill-feeling has gone!

To be able to discriminate between these two
events we decided to introduce a special code.
There were no further problems at this stage. On
the basis of the, overall positive results of this first
study we decided to invest some time and
money in the second step: the reliability study.

THE RELIABILITY STUDY

Once it had been established that all relevant
events in a consultation could be given a RFE-
code by observers watching video, it still
remained to be seen whether all observers would
code the events in the same way. In order to
establish the interjudge reliability we selected
286 consultations (that is: all the videotaped
consultations from 6 different general practi-
tioners) from our total data-base of about 3000
videotaped consultations from 60 different
general practitioners. After a training which
other material, we let these consultations be
coded by two observers, both working indepen-
dently from each other. The data were analysed
in different ways.

There are three different ways in which
observers may disagree:

a) They can select the same stimulus (event)
from the consultation but give it a different
RFE-code.

b) They can select the same stimuli from the
consultation, but one observer gives a code to
each of the stimuli, while the other clusters
them and gives a code to the clustered
stimulus.

c) They can differ in the number of stimuli they
notice, and will therefore also differ in the
number of RFE-codes they give.

While a reliability study always refers both to
the quality of the instrument and to the quality of
the observer, it is clear that with well-trained
observers the first problem is mainly reducible to
the quality of the instrument, while the last
problem refers mainly to the quality of the
observers. The second problem has aspects of
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both.

Faults from category b and c both result in a
difference in the number of RFE-codes between
the two observers. In order to test this we
calculated the arithmetic mean and the cor-
relation coefficient.

The average number of RFE-codes of observe A
is 2.68. The average number of RFE-codes of
observe B is 2.53. The correlation between A
and B is .79.

We concluded that the agreement between
the two observers may not be perfect but is suffi-
cient to decide that with those two observers no
serious problems arise from category b and c.

Category a gave rise to more problems.
First we established a reliability-score for each
observer by counting (comparing matched pairs)
how many times a RFE-code that he or she had
given was also given by the other observer. The
left part of Table 1 gives the results for observer
A (the results of observer B are about the same,
because there is no systematic over- or under-
reporting by observer B, as was shown above).
Table 1 shows that the average percentage
agreement is 58%, which is not very high. Some
chapters of the classification system prove to
have higher reliability scores than others. The
chapters K (circulatory system) and N (neuro-
logy) have high agreement scores (77% and
79%) while the categories A (general and un-
specified) and Z (social) have rather low scores
(49% and 32%).

Note that with this way of analysing the data, the (small)
faults of the categories b and c are also included (e.g. when
an observer has a RFE-code that the other doesn't notice,
he got a score 'disagreement). So no information is lost in
this analysis.

Analysing the interjudge reliability on the con-
sultation level, the results are even poorer. The
upper part of Table 2 gives the results. It shows
that in only 34% of the consultations are the
observers in complete agreement about the RFE-
codes. In 14% of the consultations there is no
agreement at all. In 52% there is some but not
complete agreement. There is some difference in
reliability score between different types of con-
sultation. Consultations where only one RFE-
code is registered have far higher reliability
scores than consultations where two, three or
four RFE-codes were given (75% vs. 28%.
23% and 31%).

We concluded from these results that the
reliability of the detailed RFE-codes is too low to
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TABLE 1

INTERJUDGE RELIABILITY OF OBSERVER A ON
THE LEVEL OF THE INDIVIDUAL RFE-CODE FOR
THE THREE-DIGIT, TWO-DIGIT AND ONE-DIGIT

RFE-CODE, DIFFERENTIATED ACCORDING
TO CHAPTER

complete RFE-code
(3-digit)

RFE: chapter+ component
(2-dig t)

RFE: chapter
(1-dig t)

N agreement
wi th B

%

agreement
N agreement

with B
%

agreement
N agreement

wi th B
%

agreement

A 139 67 49% 122 72 59% 105 73 70%

B 4 1 25% 4 1 25% 4 2 50%

D 67 35 52% 57 40 70% 49 41 84%

F 27 16 59% 27 21 78% 24 23 96%

H 25 14 56% 26 17 65% 21 19 90%

K 60 46 77% 55 41 75% 48 41 85%

L 104 69 66% 80 67 84% 69 61 88%

N 52 41 79% 45 36 80% 43 37 86%

P 39 23 59% 33 23 70% 33 26 79%

R 104 56 54% 81 65 80% 67 61 91%

S 47 29 62% .42 35 83% 38 32 84%

T 14 8 57% 14 9 64% 12 8 75%

U 20 9 45% 18 12 67% 18 14 78%

X 49 26 53% 45 32 71% 38 31 82%

Y 4 3 75% 4 3 75% 4 3 75%

Z 22 7 32% 22 11 50% 22 13 59%

total 776 450 58% 675 485 72% 15961 485 81%

warrant the use of the RFE-code in this form as
variable in observation research. We decided to
repeat our analyses, using a somewhat rougher
classification system, in which we clustered all
codes within one chapter/component combina-
tion. Instead of a three-digit code we now had a
two digit code, where the first code stands for the
chapter and the second for the component. As
can be expected this resulted in an increase in
agreement scores. The middle part of Table 1
gives the results on the level of the individual
RFE-code, while the middle part of Table 2 gives
the results on the consultation level.

The average agreement on the level of the
individual RFE-code is now 72% with very high
scores for the chapters

F (ear)
K (circulatory system)
L (musculoskeletal)
N (neurological)

78%
75%
84%
80%
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R (respiratory system) 80%
S (skin) 83%

The chapters A (general and unspecified) and
Z (social) have still rather low scores (respectively
59% and 50%). On the consultation level, the
percentage of consultations with perfect agree-
ment between the observers has risen from 34%
to 53%. The percentage of consultations with no
agreement at all has been lowered to 9%. We
concluded that the interjudge reliability of the
two-digit RFE-code is high enough to warrant
use of this code in further research.

But we wanted to make another step to
eliminate the faults that were made within one
chapter (i.e. between the components) and also
to eliminate the clustering problem (most of the
time clustering will take place within one
chapter, e.g. when one observer selects one
main symptom from a wide variety of symptoms
while the other names them all). So we
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TABLE 2

INTERJUDGE RELIABILITY OF OBSERVER A ON
THE CONSULTATION LEVEL FOR THE

THREE-DIGIT, TWO-DIGIT AND ONE-DIGIT
RFE-CODE

number of RFE's
according to
observer A

agreement with oberver 8

agreement
0

agreement
1

agreement agreement
2 3

agreement
4 or more

total

RFE 3
digit

1

2

3

4 or more

15 25%

15 17%

5 6%

5 8%

46 75% 61 21%

83 29%

77 27%

65 23%

r---* -[5&1,51*
44 54%

26 34%

13 20%

1

24 29% 1 t
28 36%

11 17%

18 23% I

16 25% 20 31%

total 40 14% 129 45%

,
63 22% 34 12% 20 7% 286

RFE 2
digit

1

2

3

4 or more

14 18%

8 9%

3 4%

1 2%

63 82% 77 27%

93 33%

71 25%

45 15%

V

41 44%

11 15%

1 2%

44 47%
15 1=53% 4-----

t
29 41% 28 40%

10 22% 17 38% 16 6%

total 26 9% 116 41% 83 29% 45 16% 7 2% 286

RFE 1
digit

1

2

3

4 or more

8 8%

4 5%

1 2%

- -

103 92% 111 39%

87 30%

54 19%

34 12%

32 37%

4 7%

2 6%

51 59%
11'200=70%1
I

18 33%

5 15%

31 57%

12 35% 15 44%

total 13 5% 141 49% 74 26% 43 15% 15 5% 286

compared the first digit of the RFE-code. The
right part of Table 1 gives the results on the level
of the individual one-digit RFE-code and the
lower part of Table 2 gives the results on the con-
sultation level. We see that on the level of the
individual RFE-code the interjudge reliability has
risen to 81% while on the consultation level
there is complete agreement in 70% of the con-
sultations. Now we are perfectly happy.

Our overall conclusion from this reliability
study is that the detailed RFE-code cannot be
treated as a very reliable score (not, at least, on
the basis of video-material). This is especially so
in the more complex consultations where the
patient presents more than one reason for
encounter. Difficulties with the reliability are a
consequence. This points to a weakness in the
quality of the instrument. Probably some items
(RFE-codes) are too ambiguous or not mutually
exclusive. This applies especially to the items of
chapters A and Z. More research needs to be
done to establish the causes of and possible
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solutions for this problem within the instrument
Pending further investigations, our conclusion
for the observation research is that only the two
digit RFE-code or the one-digit RFE-code can be
used safely. When more detailed scores are
needed, some precautions have to be taken.

THE VALIDITY STUDY

The validity problem has many facets. As the
validity of the RFE is also the subject of research
in other places in Holland (e.g. at the State
University of Limburg) we restricted our investi
gation to an analysis of the agreement between
the RFE-codes given by the observers and the
RFE-codes that were given to the patient's com
plaints, symptoms, etc. as described by the
general practitioners whose video-consultations
formed the case material for our research. In this
way we can treat the validity problem as a special
kind of the reliability problem, so we can follow
the same procedures as we did in establishing
the interjudge reliability.
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In order to find out if there were any problems
due to clustering on selective perception we
calculated the arithmetic mean of the RFE-codes
by observer and general practitioner, and also
the correlation between. these two scores. As
said before, the average number of RFEs by
observer A is 2.68. The average number of RFEs
by the G.P.'s themselves is 1.69. The correlation
coefficient is .46.

The agreement between the observer and the
general practitioners is much lower than that
between the two observers. We must conclude
that there are substantial differences between
observer and G.P. with respect to the number of
RFE-codes per consultation. It is important to
establish if this is caused by the problem of
clustering or by the problem of selective percep-
tion. In the first case we must look for a solution
in the classification system or the training of the
coders; in the second case we must conclude
that there is some selective perception by the
G.P.; in other words that the G.P. ignores
(rightly or wrongly) certain stimuli that are
recorded by the observer (or the other way
round but that seems less probable). In order to
test this hypothesis we clustered all the RFE-
codes on the level of the chapters, thus getting a
one-digit RFE-code that can take 16 values (cf.
the third analysis of the reliability study). We
assume that most clustering by the codes will

take place within a certain chapter. We postulat-
ed that in this way we could isolate the faults due
to selective perception. The analysis took place
on the consultation level, as this is the level on
which you can measure whether there is selec-
tive perception or not. Because of the difference
in the average amount of RFE-codes by observer
and G.P. we have given the results for both
(Table 3).

We see (last column) that there remains a
considerable difference in the number of RFE-
codes that were given by the G.P.s and by the
observer. While the G.P.s record only one RFE
(1-digit) in two thirds of the consultations (65%),
the observer does this in only 36% of the consul-
tations. The observer registers three or more
RFEs in about one third of the consultations
whereas the G.P.s do this in only 11% . Now we
want to establish of course, the degree of agree-
ment between the G.P.s and the observer. We
see that in 66% of the consultations all the RFE-
codes that were mentioned by the G.P.s were
also mentioned by the observer. In 21% there
was some, but not complete agreement. This
result is comparable with the interjudge reliability
between the two observers in the 1-digit analysis;
we can all it sufficient.

In the lower part of the table we can first see
how many times a RFE-code (1 digit) that was

TABLE 3

INTERJUDGE RELIABILITY OF THE VIDEO-G.P.'S
AND OBSERVER A ON THE CONSULTATION

LEVEL FOR THE ONE-DIGIT RFE-CODE

judge number of RFE' s
accordi ng to one

agreement wi th the other judge

judge agreement agreement agreement agreement agreement total
0 1 2 3 4 or more

29 17% 140 83% 169 65%' if7t-6671.
video 2 2 3% 32 52% 28 45% t 62 24%

G.P.'s 3 1 5% 4 18% 14 64% 3 14% 22 8%

4 or more 1 11% - - 4 44% 3 33% 1 11% 9 3%

total 33 13% 176 67% 46 18% 6 2% 1 0% 262

vi deo
obser-
ver

A

1

2

3

4 or more

11

16

5

1

12%

18%

9%

4%

84

53

88%

60%

itq *-----1 95

88

54

25

36%

34%

21%

10%

24

15

44%

60%

19 22% I

F

21

6

39%

24%

,

4 7%

2 8% 1 4%

total 33 13% 176 67% 46 18% 2% 0% 262
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mentioned by the observer was also mentioned
by the G.P.s. Complete agreement exists only in
41% of the consultations. In 47% there is some
but no complete agreement. The lower figures
here can be explained by the fact that the
observer has more RFE-codes than the G.P.s
(those codes for which no matched pair exists
are scores as no agreement').

From this analysis we may conclude that
there is a fair agreement among G.P.s and
observer on the RFE-codes (1-digit) that are
mentioned by the G.P.s, but also that the
observer recorded quite a few RFE-codes that
went unnoticed by the G.P.s. In other words:
the general practitioners on the video show a
certain selective perception in the reasons for
encounter of their patients. Whether this is right
or wrong is difficult to say. Perhaps the G.P.s
only register the really important reason for
encounter and neglect the unimportant RFEs.
But it is also possible (and there is some evidence
for this in literature) that they neglect signals
from the patient that are registered by the
observer as Reason for Encounter. This gives us
another interesting question for our observation
research. Henceforth it is not only relevant to
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use the Reason for Encounter as an explanatory
(independent) variable in predicting the course
and quality of the doctor-patient communica-
tion; it has also become relevant to find out why
doctors register only some of the RFE-codes that
are registered by observers and what effect this
selective perception can have on the course and
outcome of the consultation.

More information about these questions will
be given during the 10th WONCA-work con-
ference in Singapore.
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