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Understanding the basis of treatment choices for
varicose veins: a model of decision making with
the repertory grid technique

Deborah Baker

Abstract
Objectives-To use the repertory grid
technique as a method for identifying and
rating the criteria that clinicians use to
make a choice between the different treat-
ment options for patients with a common
condition such as varicose veins.
Design-The "expert panel" consensus
method for rating the appropriateness of
clinical procedures was modified with an
existing psychometric method, the reper-
tory grid technique. To identify the
criteria used to decide about treatment,
the panel members compared and
contrasted a range ofnine "treatment pro-
totypes". They were then required to rate
each criterion for its relevance to each
treatment prototype.
Setting-The panel was selected from dif-
ferent geographical locations in the South
Western Regional Health Authority.
Subjects-The expert panel was composed
of six vascular surgeons, three from
teaching and three from non-teaching
hospitals; two general practitioners who
were also clinical assistants in vascular
surgery; and one honorary senior lecturer
in general practice.
Main measures-Decision making crite-
ria were categorised according to their
content. Their frequency of replication
was noted-that is, how many clinicians
used the same criterion. Computer analy-
sis of the rating scores for the nine panel
members identified the relative im-
portance of each treatment criterion for
each treatment option.
Results-161 criteria for the treatment of
varicose veins were elicited from the nine
participants. These criteria were wide
ranging, from clinical indications (48% of
those used), to social (32%), and organisa-
tional factors (20%b). Clinical indications
were more likely to be used when deciding
about surgery as a high priority, whereas
social and organizational criteria were
more likely to be applied in decisions
about surgery as a low priority, day case
surgery, and cosmetic surgery.
Conclusions-The repertory grid tech-
nique proved to be effective in modelling
decision making for a condition such as
varicose veins: its use enabled both the
identification of the wide range of criteria
underlying the decision to treat and the
exploration of the relative importance of
these criteria in relation to several
treatment options. Its potential as a

method for reducing variation in clinical
decision making and thus improving
distribution of high quality care lies in its
ability to pinpoint dilemmas of decision
making rather than as the basis for draw-
ing up guidelines to regulate decision
making practice.
(Quality in Health Care 1996;5:128-133)

Keywords: clinical decision making, varicose veins, rep-
ertory grid technique

Introduction
Variation in the rate of patients receiving
hospital treatment for common conditions
such as varicose veins has been consistently
linked to differences in decision making
between individual clinicians rather than
population need or the supply of hospital beds
or health service personnel.`' Such variation
can be expressed as either overuse or underuse
ofhealth care, but whatever its manifestation, it
indicates an unevenness in the quality of care
provided for patients. One attempt to reduce
such variation and thus equalise the
distribution of high quality care has been the
development of consensus methods designed
to establish a level of agreement about the cri-
teria defining when it is and when it is not
appropriate to recommend a particular
procedure, with the end point of formulating
guidelines for best practice. The full range of
these methods has been well documented else-
where,4 5 but the focus of this paper is an alter-
native method based on modelling the decision
making of clinicians for a common condition
(varicose veins) in which the decision to be
made involves choosing between several differ-
ent treatment options rather than only two-
namely, the performance or not of a particular
procedure. This approach is based on an exist-
ing psychometric method, the repertory grid
technique. Before describing this method, it is
necessary to consider the limitations of "appro-
priateness rating" consensus methods when
applied to this kind of decision making context.

APPROPRIATENESS RATING
The most typical example of the appropriate-
ness rating methods is the "expert panel"
method developed by the RAND organisation
in the United States6 for the Health Services
Utilisation Study (HSUS), which sought to
find whether high rates of use were associated
with high rates of inappropriate care. It was
specifically designed to focus on procedures
rather than conditions because a large
proportion of the expenditure in the health
field depends on decisions about performing or
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Understanding the basis of treatment choices for varicose veins

not performing a procedure. Reducing
inappropriate care has thus considerable impli-
cations for reducing cost, as well as improving
quality. It has since been applied to procedures
as various as hysterectomy,7 cholecystectomy,8
and prostatectomy.9
The method initially involves the compila-

tion of a literature review to incorporate all the
information available in the medical literature
on effectiveness, efficacy, costs, and complica-
tions for the procedure in question. At the
same time a list of indications is drawn up
based essentially on clinical criteria including
symptoms, medical history, and results of pre-
vious diagnostic tests. The number of
indications can vary between 50 and 3000. An
expert panel is then selected, most often nine
in number and including both doers and non-
doers of the procedure. These panellists are
sent the literature review and the list of indica-
tions that they are required to rate along a nine
point scale in terms of their appropriateness as
an indication for the procedure involved.
Appropriateness is in this instance defined as
when "the expected health benefit exceeds the
expected negative consequences by a
sufficiently wide margin that the procedure is
worth doing ... excluding consideration of
monetary cost."6 A rating of 1 indicates
extreme inappropriateness, 9 extreme appro-
priateness.
The panel is then convened for a face to face

meeting and each panellist is presented with
anonymised ratings for the group, with their
own marked out. All areas of major
disagreement are considered and the
indications are then rerated. A mean score of
the panel's agreement is then calculated for
each indication. The final product of this pro-
cedure is a published report containing the lit-
erature review plus appropriateness ratings for
each indication.7 However, this consensus
method is based on several assumptions about
clinical decision making that limit its appropri-
ateness to other general decision making
contexts. The first is that decisions about treat-
ment can be circumscribed by a list of clinical
indications. Evidence indicates, however, that
the full range of criteria governing clinical
decision making extends far beyond the purely
clinical to include patient perceptions of their
condition, their social circumstances, the
organisation of care, and the availability of
resources.'01' In a recent study examining how
physicians chose drugs, Denig et all" found that
a model including only biomedical criteria pre-
dicted preferred treatment in only 53% of
cases, whereas one including aspects of the
social environment and knowledge gained
from past experience predicted preferred treat-
ment in three out of four cases. Another
assumption made by the expert panel method
is that clinicians will weigh up the pros and
cons of a long list of indications before making
a decision. Studies of the decision making
process have, however, shown that clinicians
often base their decision making on simplified
rules of thumb, which are stored in memory as
prototypical cases" '4 rather than as long lists of
appropriate indications.

Finally the expert panel method is
deliberately restricted to the choice of whether
to treat or not to treat given certain indications,
whereas decision making about the treatment
of common conditions more often than not
involves choosing between a range oftreatment
options, a task which inevitably requires some
judgement to be made about the relative mer-
its of one treatment when compared with
another. For example, in the case of treatment
for varicose veins, there is the choice between
conservative treatment such as self help or sup-
port stockings, outpatient procedures such as
injection sclerotherapy, surgery for complica-
tions, for symptoms, or for cosmetic reasons, or
indeed whether to treat the patient as a day
patient or admit for an overnight stay.

It would seem sensible therefore that any
method seeking to modify existing decision
making practice regarding such conditions
should be capable of eliciting the full range of
criteria that govern decisions about treatment
and specifying how these are likely to be used
by clinicians in deciding between different
forms of treatment. Although none of the
existing consensus methods model the decision
making process in this way, the repertory grid
technique, a method that has been used for
many years in social scientific research, can ful-
fill these requirements. The study reported
below shows how this technique can be used to
modify the expert panel method to provide a
more focused picture of the criteria clinicians
use to choose between different treatment
options and how they are ranked to decide
about the most appropriate treatment for each
patient. The approach is illustrated with refer-
ence to a study that was conducted in 1993 in
the South Western Region as part of a project
to draw up guidelines for the treatment of vari-
cose veins.'5

Methods
REPERTORY GRID TECHNIQUE
The repertory grid technique was originally
developed by George Kelly as an aid to
psychotherapy,"6 to map the way in which a
person constructs a particular aspect of his or
her world. However, the technique has since
been applied in many situations because it pro-
vides a flexible and adaptable way of systemati-
cally measuring how people think about the
people and the events they encounter in their
lives. Examples of its recent use in health serv-
ices research are various and include uncover-
ing patient perceptions of back pain,'9 identify-
ing the reasons for adolescent smoking,'0 and
evaluating health related quality of life."

Framework for the repertory grid
A repertory grid is first and foremost defined
by its "elements"; these are designed to focus
the thoughts of the participants on the area of
investigation in questions.' They can, for
example, be people known to the subject or
situations a person might find her or himself in,
but in this case they consisted of nine
treatment options to which patients could be
recommended: these are shown in box 1 and
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* Someone for whom you would recomm selfhorfs scg
* Someone for whom you woul&dec surgeryasahpy
*Someone whomwod m u s alwiori
* Someone who you wo admit as an egency
* Someone foi whom you wouldreomd cosme surgery
* Someone for whom you would recommend bedrest
* Someone f whom would rec su as a day case

*Someone fo whoeyu wolHrcmmn- 3injcto sirotay
* Someone or whom surgery was condicated

Box 1

from here on will be referred to as "treatment
prototypes".
They were drawn up in conjunction with a

vascular surgeon, a consultant in public health
medicine, a senior lecturer in general practice,
and a research fellow who had studied
variation in the treatment of varicose veins in
the South Western Region.

SELECTION OF THE EXPERT PANEL
Expert panels are usually made up of nine to
12 expert physicians who perform a particular
procedure and who are representative of differ-
ent geographical locations. In this case the
panel also included general practitioners,
because the treatment of varicose veins spans
both primary and secondary healthcare
settings. Ten vascular surgeons in the South
West Region were invited by letter to
participate in the study. Six agreed, three from
teaching and three from non-teaching
hospitals, all in different locations. Also three
general practitioners agreed to join the panel.
Two of these were clinical assistants in vascular
surgery, selected from a list provided by the
vascular surgeons. One was an honorary senior
lecturer in general practice.

Identification of treatment criteria
The procedure began by each participant com-
pleting the first stage of the repertory grid in
face to face interviews; I conducted these
interviews, which lasted 15-20 minutes and
were tape recorded.
To identify criteria used to decide about

treatment the participants were presented with
the treatment prototypes in combinations of
three and asked to identify which two they
would see as being similar to one another and
distinct from the third, and why.
For example, in stage 1, illustrated in box 2,

three treatment prototypes given were

someone for whom you would recommend
surgery on a high priority basis, someone who
you would admit as an emergency, and
someone for whom you would recommend
cosmetic surgery. The first two were seen as
being similar to one another and distinct from
the third. The reasons given were that the first
two patients were likely to have gross varicose
ulceration, were likely to be relatively elderly,
and were likely to have bleeding from veins or
ulcers; in contrast, someone for whom you
would recommend cosmetic surgery would
have no varicose ulceration, no evidence of
bleeding from the veins or ulcers, and was
more likely to be younger. These descriptions
of similarity and difference constitute the bipo-
lar constructs of the grid. These will now be
referred to as the "treatment criteria". Different
combinations of three treatment prototypes
were presented to each participant until the
point was reached when no new treatment cri-
teria were being generated. The combinations
were the same for each participant, as was the
order in which they were presented. In general
eight to 10 combinations of treatment proto-
types were needed to elicit the full range of treat-
ment criteria from each participant. The aver-
age number of criteria produced by each clini-
cian was 18, with a range between 14 and 22.

Rating procedure
After each of these interviews a booklet was
sent to the participants in which they were
required to rate along a seven point scale each
of the treatment criteria elicited in the first
stage of the repertory grid in terms of its appli-
cability in relation to each ofthe nine treatment
prototypes. Stage 2, illustrated in box 2, shows
this task for one treatment prototype and three
possible treatment criteria. The product of this
exercise was a grid of figures with a rating from
1 to-7 for each treatment criterion in relation to
each treatment prototype.
The use of the repertory grid technique thus

allowed participants to compare and contrast a
range of possible treatment options rather than
simply to look at whether to treat or not to
treat. Also the criteria underlying the choice
between different forms of treatment were
compiled as a consequence of identifying the
range of criteria that participants would use in
each case, rather than assuming that clinical
criteria were the most important.

Comparison oftreatment prototypes with the repertory grid technique
Stage 1 Similar Distinct
Which two treatment prototypes Someone for whom you would recommend surgery as a Someone for whom you would
are similar? high priority recommended cosmetic surgery

Someone who you would admit as an emergency
How are they similar and Gross ulceration No varicose ulceration
distinct from the third? Patient is over 55 Patient is under 55

Evidence of bleeding from ulcers or veins No evidence of bleeding from
ulcers or veins

Stage 2 For example, someone for whom you would recommend surgery as a high priority
Each treatment prototype is Gross ulceration , - _ _ _ _ _ No varicose ulceration
rated in relation to the elicited Patient is over 55 ,, _ _ _ _ _ Patient is under 55
treatment criteria Evidence of bleeding No evidence of bleeding

from veins or ulcers i - _ _ _ _ _ from veins or ulcers

Box 2

Baker
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Understanding the basis of treatment choices for varicose veins

Analysis of repertory grids
The analysis of the repertory grid data
established the range of criteria used by the
participants to distinguish between the
treatment prototypes, the degree of agreement
as to the usefulness of each criterion when
deciding about treatment, and the relative
importance of each criterion in decision
making about each treatment prototype. To
achieve these aims, these procedures were
followed:

(1) All the treatment criteria elicited from
the participants were pooled and categorised
according to their content. For each criterion

Table 1 Range and content of treatment criteria elicitedfrom nine expert panel members

Category Contents of treatment criteria n (o/o)

Signs and symptoms:
1 Heavy aching legs or unsightly legs, no aching
2 Symptomatic or asymptomatic varicose veins
3 Saphenofemoral incompetence detected by Doppler or no

saphenofemoral incompetence
4 Saphenopopliteal incompetence detected by Doppler or no

saphenopopliteal incompetence
5 Specific perforator incompetence can or cannot be isolated

Complications:
6 Varicose ulceration or no varicose ulceration
7 Bleeding from veins or ulcers or no bleeding from veins or ulcers
8 Skin change or varicose eczema or no skin change or varicose

eczema

Type and location:
9 Primary or first presentation varicose veins or recurrent varicose veins
10 Varicose veins above knee or no varicose veins above knee
11 Varicose veins below knee or no varicose veins below knee
12 Single leg or bilateral varicose veins
13 Localised or extensive varicose veins
14 Tourniquet reveals uncontrolled or controlled varicose veins

History or comorbidity:
15 History or evidence of deep vein thrombosis or no history or evidence

of deep vein thrombosis
16 Comorbidity - for example, angina - need or need not be considered
17 Comorbidity - for example, hypertension, arthritic hip - need or need

not be considered
18 Evidence or no evidence of peripheral arterial disease
19 Serious illness or no serious illness accompanying varicose veins
20 Patient has or has not a history of valvar incompetence
21 Patient is or is not a suitable anaesthetic risk

Patient's characteristics:
22 Patient is more or less likely to be older (>55)
23 Patient is or is not fit
24 Patient is or is not overweight
25 Patient is more likely to be female or male
26 Patient is relatively affluent or poor
27 Patient's social circumstances important or not important in deciding

about treatment

Patient's perceptions, preferences, and lifestyle:
28 Patient preferences about treatment a high or low priority
29 Patient has good support or no support at home
30 Patient is anxious or not anxious about appearance of legs
31 Patient likely or unlikely to comply with treatment at home
32 Patient lives close to or distant from hospital
33 Patient is or is not easily ambulant
34 Patient's symptoms do or do not interfere with daily living

Organisation of care:
35 Factors affecting the timing of surgery - for example, surgery is likely

or not likely to require saphenofemoral disconnection with ligation
bilaterally; surgery is or is not likely to require saphenofemoral
disconnection with ligation unilaterally; surgery will take a relatively long
or short time; surgery likely to take > 1 h or < 1 h; surgery likely to take
<30 min or >30 min; treatment likely or not likely to require high ties
Patient treated in <3 months (high priority) or >3 months (low priority)

36 Appropriate or inappropriate referral from GP
37 Level of resources important or unimportant constituent of decision
38 Treatment most often carried out by consultant or senior house officer
39 Veins previously successfully or unsuccessfully treated
40 Varicose ulcers likely or unlikely to respond to conservative treatment

41 Political criteria important or not important in deciding about this
treatment

9
6
6

3

25 (16)

9
7
5

21 (13)

6
4
4
2
2
1
19 (12)

5

1

1

the number of replications was noted-that is,
the number of participants who used the crite-
rion as a means of differentiating between the
prototypes.

(2) A principle components analysis on the
Ingrid computer program was used to examine
the correlation between treatment criteria and
treatment prototypes for each individual
participant's grid.22 The main purpose of this
type of analysis is to reduce the number of
dimensions of multivariate data by transform-
ing a set of observed and correlated variables
into a new set of variables that are uncorrelated
and ordered according to their decreasing
importance; these new variables are called the
principle components. If the first two
components account for a large proportion of
the total variation then the values of the first
two component scores can be plotted in each
case and the dimensions reduced to two; clus-
ters of variables described by the first two
components can then be identified.23 A
measure of the relations between each
treatment criterion and each treatment
prototype on the first two components of the
grid is expressed by angular distance (degrees)
and cosines (correlations). This analysis
initially produced for each participant a model
of the relation between treatment criteria and
the treatment prototypes. With these analyses,
comparison was then made between partici-
pants by calculating the mean angular distance
(and its equivalent correlation) between each
of those treatment criteria used by five or more
of the participants (that is, those that over 50%
of participants used) and each treatment
option (based on the assumption that those
criteria that correlated most highly with each
treatment option were those that were most
relevant for deciding about treatment).

1 Results
11(7) Table 1 shows the results of the first stage of
9 the analysis. A total of 161 criteria were elicited
7 from the nine participants by the repertory6
4 grid technique. When they were categorised
2 according to their content and the number of
I replications counted, 41 distinct criteria
29 (18) emerged as the basis for decision making about

the treatment of varicose veins.
6 The criteria underlying choice of treatment
5 were by no means restricted to clinical indica-
3 tions: 76(48%) consisted of clinical signs and
1 symptoms, complications, details of the
1 location, and extent of varicosity as well as
23 (14) consideration of previous history and
8 comorbidity. The remaining 85(52%), how-

ever, reflected patient and organisational
factors. These included patients' characteris-
tics such as age and sex, patients' perceptions
of their condition-for example, anxiety about

6 the unsightliness of their legs, their preferences
5 about treatment, lifestyle factors such as their
3 home circumstances, and whether their condi-
3 tion affected their ability to work (52(32%)).
1 Those involved in the organisation of

treatment included the time it would take, its
33 (20) relative priority in relation to other
161 (100)

components ofworkload, and the availability of
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Table 2 Correlation * between the mostfrequently used treatment criteria andfour
treatment prototypes

Treatment criteria Treatment prototypes

High Low Cosmetic Day case
priority priority surgery surgery
surgery surgery

Signs, symptoms, and complications:
Varicose ulceration 0.67 - - -
No varicose ulceration - 0.59 - 0.52
Saphenofemoral incompetence 0.72 - -

No evidence of saphenofemoral -

incompetence
Bleeding from veins or ulcers 0.62 -

No bleeding from veins or ulcers - 0.61
Skin change or varicose eczema 0.75 -

No evidence of skin change or varicose - - - -

eczema
First presentation varicose veins - - - -

Recurrent varicose veins - - - -

Evidence of deep vein thrombosis - - - -

No evidence of deep vein thrombosis - - - 0.62
Unsightly aching legs - 0.56 - -

Unsightly legs no aching - - 0.73
Symptomatic varicose veins - 0.58 -

Asymptomatic varicose veins - - 0.70
Patient's characteristics:

Patient anxious about appearance of legs - 0.65 0.63
Patient is not concerned about appearance -

of legs
Patient preference about treatment is - - 0.69
important
Patient preference about treatment is not 0.63 - - -

important
Patient is younger (<55) - - 0.66 0.72
Patient is older (>55)
Patient is fit - - - 0.67
Patient is unfit
Patient is overweight
Patient is not overweight - - - 0.59
Patient has good support at home - - - 0.8
Patient has not support at home - - -

Organisation of care:
Patient waits under three months for 0.81 - -

treatment
Patient waits over three months for - 0.67 - -

treatment
Surgery will take a relatively short time - - - 0.75
Surgery will take a relatively long time - - -

Important to consider availability of - - - 0.69
resources
Appropriate referral from GP
Inappropriate referral from GP - - -

* The correlations in this table represent the relations between a treatment prototype and the
positive or negative pole of the treatment criterion. The correlations included in the table are
those for which r > 0.5.
t Those criteria used by five or more participants in the repertory grid exercise.

resources for the treatment of varicose veins
(33(20%)).
Table 2 shows the results of the second stage

of the analysis, when the relations between the
most often used criteria (those mentioned by
five or more participants) and each treatment
option were examined. The four surgical treat-
ment options have been selected as illus-
trations. Table 2 shows that the relative import-
ance of each treatment criterion differed con-
siderably between the treatment prototypes.
For high priority surgery clinical indications

defining varicose veins with complications
were most important-for example, ulceration
and skin change and bleeding from veins or
ulcers. High priority was also defined by wait-
ing times for patients; the most commonly
mentioned time being under three months.
Another important factor was that the decision
to treat was driven by the clinician: patients'
preferences about treatment were considered
of low importance in relation to this treatment
option. For low priority surgery the most
important criteria were those describing the

absence rather than the presence of
complications and evidence of symptomatic
varicose veins. Also of relevance was the
patients' anxiety about the appearance of their
legs; waiting time for surgery was defined as at
least three months. Criteria for cosmetic
surgery suggested that treatment was driven by
the patient, depending on patients' perceptions
such as their relative anxiety about the appear-
ance of their legs and their preferences about
treatment. Such factors were related to a clini-
cal diagnosis of asymptomatic varicose veins.
For day case surgery a different set of criteria
came into play. Most important considerations
were patients' characteristics such as their
home circumstances-for instance, whether
there was anyone to care for them at home, and
their fitness, age, and weight. Other factors
were those concerned with the organisation of
treatment such as whether resources were
available, the location of veins, and the
complexity of treatment they required, which
had direct bearing on the amount of time that
surgery would take.

Discussion
The use of the repertory grid technique to
model decision making about the treatment of
varicose veins confirmed the view that clinical
decision making for such conditions involves
the use of a wide range of criteria from clinical
indications to patients' perceptions and prefer-
ences and to organizational factors. It also
showed that only a few criteria were of
importance in deciding about a particular
treatment option suggesting that, in this case,
decision making was dependent on applying a
limited range of selected criteria. Moreover the
results indicated that variation in decision
making could arise from the actual content of
criteria being used rather than agreement or
disagreement about their appropriateness as
indications for treatment. For example, the cri-
teria used to decide about surgery as a high
priority were relatively clear cut. They were
organised around the discernible clinical
indications defining complicated varicose
veins. Surgery for complicated varicose veins,
however, accounts for a very small proportion
(about 4%) of the total number of referrals
attending the outpatient clinic. In contrast,
decisions about the other treatment options
were dependent on much less easily discernible
criteria - whether legs ached, the depth of
trauma that unsightly legs may cause, the avail-
ability of resources, etc. A different kind of
judgement was required here: one that involved
balancing several factors each of which is
surrounded by a considerable degree of ambi-
guity. So, although there was agreement that
these were the most important criteria for
deciding about treatment, the very nature of
such criteria is likely to lead to a considerable
amount of variation in interpretation and
therefore in practice.

In the light of these findings, the expert
panel method developed by the RAND corpo-
ration is limited in the extent to which it can
delineate appropriate care for conditions such
as varicose veins. It would seem to be most

Baker

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://qualitysafety.bm

j.com
/

Q
ual H

ealth C
are: first published as 10.1136/qshc.5.3.128 on 1 S

eptem
ber 1996. D

ow
nloaded from

 

http://qualitysafety.bmj.com/


Understanding the basis of treatment choices for varicose veins

useful when the choice is whether or not to
perform a particular procedure for which the
decision rests on clinical indications that are
relatively dear cut. The repertory grid tech-
nique, however, is more useful when examining
decision making in which clinicians are likely
to use a wide range of criteria to choose
between several different treatment options. As
an instrument for improving the quality of
care, its usefulness lies not so much in produc-
ing a list of guidelines that serve to regulate
practice, but as a means of pinpointing sources
of ambiguity in decision making. Such
information has two purposes. Firstly, as the
basis for discussion between clinicians and
other concerned groups about the type of
change required to reduce the impact of such
ambiguity on the delivery of care. Secondly, by
modelling clinical decision making the
repertory grid technique provides a means of
identifying points in the decision making task
where more precise measurement could
inform clinicians about to make decisions. For
example, for varicose veins, quality of life
measurement, particularly the patients'
perception of their condition and its impact on
their lifestyle, could be a useful adjunct to the
decision making process.

If this method were to be used for the purposes
already outlined further consideration would
need to be given to reliability and validity. In
common with the expert panel method, in the
repertory grid exercise criteria were rated by a
panel of nine experts. Analysis of repertory grid
data allows for both the examination of each par-
ticipant's decision making as well as characteris-
tic patterns between participants. However,
judgements about the relative importance of cri-
teria in deciding about treatment established by
this process could be different if another group of
clinicians were chosen.24 25 These judgements
thus require validation; this could be achieved by
creating a standardized grid with the criteria elic-
ited from the nine participants. Ratings from
more and a wider range of clinicians, including
consultants, general practitioners, registrars, and
junior doctors, could then be collected. This pro-
cedure would have the added benefit of identify-
ing any differences in decision making between
different groups of practitioners. The use of pro-
totypical cases to elicit decision making criteria is
also controversial because decisions made about
such prototypes could be qualitatively different
from those made in practice.26 The evidence sup-
porting this argument is inconclusive. If decision
making does depend on the organisation of crite-
ria around prototypical cases, then it would seem
reasonable to use such cases as a means of elicit-
ing decision making criteria. However, a check
on reliability could be made by replicating the
repertory grid procedure so that the treatment
prototypes were matched to existing patients.
Each participant would then complete two grids,
one for treatment prototypes and one for an
existing patient who had been referred for
treatment, and the results would be compared.
An important strength of the repertory grid

method to model decision making is that it
allows quantitative measurement of qualitative
decision making data, measurement that

enables the summation of results for several
participants. As such it provides a means of
disentangling the complex set of factors under-
lying the treatment of common conditions
such as varicose veins. Further development of
this method as a tool for locating decision
making dilemmas characterising the treatment
of common conditions would provide a
rational basis for considering issues surround-
ing variation in clinical practice and the equita-
ble distribution of high quality care.
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