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Abstract
Background—A growing number of new
ways of organising services across the
primary/secondary interface are being
introduced and evaluated. The principal
motive for such reorganisation is to
improve the eYciency of health care.
However, unless the impact of the new
services on patients is investigated and
taken into account, it is possible that
patients’ reactions could be negative, a
factor that could lead to unexpected
consequences in the use and costs of serv-
ices.
Objective—To develop a measure of pa-
tients’ attitudes towards care across the
interface between primary and secondary
care.
Design—Generation of questions to be
included in the measure from a qualitative
study of patients’ experiences of care
across the interface; administration of
pilot versions of the measure to samples of
patients referred to secondary care; re-
finement of questions guided by analysis
of response patterns, principal compo-
nents analysis and internal consistency;
administration of the final version of the
patient career diary in complete form ret-
rospectively to patients referred to sec-
ondary care, and one section alone to
patients attending outpatient departments
for follow up appointments. Face validity
was assessed by analysis of open com-
ments in a sample of 50 diaries, and
review of the diary by 34 health profes-
sionals. Construct validity was assessed by
investigation of levels of correlation be-
tween components of each section of the
diary and the components of the health-
care section overall.
Setting—In the final field test, patients
were attending various hospital services,
including cardiology, dermatology, neu-
rology, gynaecology, general surgery, gen-
eral medicine, ophthalmology, trauma
and orthopaedics, and gastroenterology.
Results—The final version of the diary
included 109 questions in seven sections:
general practitioner (GP) visits and refer-
ral, other GP visits, first outpatient visit,
other outpatient visits, inpatient stay and
discharge, care after discharge, and care
overall. Response rates were poor for
retrospective completion of the entire
diary, but excellent when a section was
given separately. Principal components

analysis confirmed that components re-
lating to issues identified as important to
patients in the qualitative study had been
included in the diary. Levels of internal
consistency were good, and comments of
patients and health professionals sup-
ported validity.
Conclusion—The patient career diary is a
valid and reliable measure of patients’
attitudes to care across the interface. It
should be given in sections to ensure
adequate response rates, and is suitable
for use in the evaluation or quality of pat-
terns of care across the interface. In
future, the impact on patients of new ways
of organising services across the interface
should be investigated by use of measures
such as the patient career diary.
(Quality in Health Care 1999;8:154–160)
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In almost all developed countries, pressure to
improve the eYciency of healthcare services
has stimulated interest in the interface between
primary and secondary care. By transferring
the care of some patients to primary care, costs
might be reduced. New patterns of care across
the interface, such as shared care, modified
systems for referral, or early discharge schemes
might enable more patients to receive care but
at the same total cost. Managed care and com-
missioning can be regarded as healthcare poli-
cies that aim to improve control of the interface
through use of these and other approaches.1 In
some respects, integrated care may be regarded
as a further development of this trend.2

At the same time, pressure has also grown
from patients and the public for their perspec-
tives to be taken into account in the provision
and planning of care, including care across the
interface between primary and secondary care.
In the UK, this is reflected in plans for
increased patient involvement in discussions
about the development of services, and the
national survey of patient and carer
experience.2

In the development of new patterns of care
across the interface, patients’ perspectives have
sometimes been assessed. It is important, how-
ever, that valid methods of measuring patients’
perspectives are used to prevent the wide
adoption of a new service that many patients
would regard as worse. The consequences of
providing a service that patients regard as
worse are uncertain, but might include an
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increase in complaints and recourse to alterna-
tive less appropriate sources of care.

Several methods may be used to investigate
patients’ perspectives, including interviews,
focus groups, and questionnaires. Each
method has advantages and disadvantages.
Qualitative methods can provide detailed
insight, but are impractical for use with large
patient samples. Questionnaires are less costly
to administer, but their development is com-
plex if they are to be valid and reliable. This
diYculty can be avoided if a suitable question-
naire has already been developed and evalu-
ated. To our knowledge, no such instrument
appropriate for use in the UK is available that
can be used for evaluation of care across the
primary/secondary interface. In this article we
report the development and initial evaluation
of an instrument for this purpose—the patient
career diary. The diary format was chosen
because care across the interface usually takes
place in stages, consisting of a series of events
in diVerent care settings at diVerent times. The
diary would enable patients to express their
views of care at each stage.

In addition to the choice of method, it is also
important to decide what is to be measured.
Satisfaction has been criticised because of the
lack of an adequate theory to explain it,3 but
theories about alternatives such as “opinions”
or “views” are even less well developed. In this
study therefore, attitudes were chosen as the
object of measurement, attitude being defined
as “a psychological tendency that is expressed
by evaluating a particular entity with some
degree of favour or disfavour”.3 4 DiVerent
patients may have diVerent attitudes towards
diVerent aspects of care, and therefore in
developing a measure, the aspects of care of
most importance to most patients must be
identified. In a previous study, we identified the
concept of “limbo” or progress through the
healthcare system as the key aspect of care,5

and therefore the patient career diary should
include measurement of this concept.

Methods
IDENTIFICATION OF QUESTIONS

We defined care across the interface as
beginning at the point of referral from a general
practitioner, and including outpatient, inpa-
tient, and post-discharge care. The issues
important to patients were identified through a

qualitative study involving a sample of patients
who had experienced care across the interface,
supplemented by a review of published studies5

The literature search was undertaken using
Medline, CINAHL, and BIDS (1982–95), and
ABI-Inform (1986–95). The search terms
included patient satisfaction, attitudes, views,
managed care, interface, referral, case manage-
ment, patient care team, and multidisciplinary.
All types of study design were included. Addi-
tional articles were identified from reference
lists of articles already obtained. Issues identi-
fied included access to care,6 7 information
given to patients,8 the staV-patient
relationship,9 10 continuity of care,11 12 medical
care or outcomes,13 and environment.14 15

However, most of these studies were under-
taken in single healthcare settings such as inpa-
tient care or general practice, and few had spe-
cifically explored care across the interface.

Full details of the qualitative study have been
reported.5 Briefly, 33 patients attending diVer-
ent services and at diVerent stages in care, and
eight carers, took part in focus groups or
indepth interviews. These were audiotaped,
transcribed, and analysed to identify the
underlying issues. The issues that emerged
were categorised into five groups: getting in
(gaining access to health professionals or serv-
ices), fitting in (the extent to which the service
fitted in with the patient’s requirements, and
the extent to which the patient had to fit in with
the healthcare system), knowing what’s going on
(the provision of information at all stages of
care), continuity (seeing the same professionals
and consistency of management), and limbo
(failure to progress through the system). These
issues incorporated all those we had identified
from previous publications, with the addition
of one particularly relevant to care across the
interface—limbo.

An initial bank of questions was developed
after the literature review and qualitative study,
taking into account the issues identified as
important. Questions were derived from pa-
tients’ and carers’ remarks, and grouped by
stage of care (referral from general practitioner
(GP), first outpatient appointment, other
outpatient appointments, other visits to the
general practitioner, inpatient stay, care during
the month after discharge, and healthcare
overall). We used a five point Likert response
format, with an additional not applicable

Table 1 The sequence of pilot tests

Pilot and diary content Setting No of questions No of patients No (%) response

Pilot 1
Questionnaire 1 4 NHS trusts and 4

general practices
110 295 173 (59)

GP and outpatient visits, healthcare overall
Questionnaire 2 78 239 131 (56)

Inpatient care, discharge, healthcare overall
Pilot 2

Questionnaire 1 4 NHS trusts and 5
general practices

107 351 162 (46)
GP and outpatient visits, healthcare overall

Questionnaire 2 85 291 142 (49)
Inpatient care, discharge, healthcare overall

Pilot 3
Combined questionnaire 3 NHS trusts and 2

general practices
121 567 283 (50)

GP visits, outpatient visits, inpatient stay,
discharge, care since discharge

Care overall
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option.16 Likert’s method of developing sum-
mative rating scales was devised to measure
attitudes, and has been widely used for this
purpose.4 There was a mixture of positively and
negatively worded questions.

PILOT TESTS

All stages of the study were approved by
Leicestershire, Derbyshire, Lincolnshire, and
Birmingham ethical committees. The ques-
tions were refined through a series of three pilot
tests (table 1). Questionnaires were sent by
post to patients referred to by GPs to NHS
trusts. We included all types of patients referred
to the trusts except emergency admissions,
maternity care, terminal care, and children <16
years. These groups were excluded because a
measure that would be applicable to all groups

would have been at risk of becoming either too
large and complex, or related to such general
aspects of care as to provide only superficial
information. These groups of patients were
also excluded from the preliminary qualitative
study. In the first two pilot tests, two question-
naires were submitted to patients at diVerent
stages of care. One questionnaire dealt with
care up to hospital admission, and the other
looked at care during admission and after dis-
charge. All the pilot questionnaires included
open questions inviting comments from pa-
tients about their care.

The findings of each pilot test guided the
rewording of questions and the replacement of
others before a further pilot test. Open
comments written by patients were noted,
including any indicating diYculty in under-
standing or responding to the questions. The
frequency with which each question was left
unanswered by respondents (the missing re-
sponse rate) was calculated to identify ques-
tions that patients found diYcult to answer
because of ambiguity or other problems.
Response patterns were used to identify
questions that were answered uniformly posi-
tively or negatively, thus failing to detect a
range of attitudes. The initial qualitative study
had identified the issues that should be
included, and therefore principal components
analysis with Varimax rotation was used to
check that no issues had been omitted.17 It was
also used to identify questions that did not
relate clearly to one or other of the issues.
Internal consistency reliability was tested using
Cronbach’s á.18

FIELD TEST

After the pilot tests, a full version of the diary
was developed that included the refined
questions. The diary included a total of 109

Table 2 Characteristics of the respondents in field test;
n=601

Age
Mean (SD) 55.4 (16.9)
Range (years) 16–92

Sex
Men (%) 308 (51)
Women (%) 293 (49)

Specialty N (%)
Cardiology 31 (5)
Haemotology 11 (2)
Dermatology 16 (3)
Neurology 12 (2)
Urology 25 (4)
Rheumatology 11 (2)
Gynaecology 13 (2)
Ear, nose, and throat 42 (7)
General surgery 133 (22)
General medicine 29 (5)
Ophthalmology 20 (3)
Trauma and orthopaedics 37 (6)
Gastroenterology 10 (2)
Renal/dialysis/nephrology 15 (2)
Radiology 27 (4)
Diabetes clinic 11 (2)
Other 60 (10)
Not known 98 (16)

Table 3 Scores for each section of the diary, and each component within sections

á Mean (SD) Min Max N

Section 1: when the GP told you that you needed to go to the hospital/specialist clinic
Component 1 (fitting in, information) .83 66.0 (19.4) 10.7 100.0 414
Component 2 (getting in, appointments) .79 71.7 (21.1) 6.3 100.0 482
Component 3 (continuity) .81 67.9 (25.1) 0 100.0 454

Section 2: other visits to the GP surgery (in connection with your hospital/clinic visits)
Component 1 (information, fitting in) .82 67.4 (22.7) 6.3 100.0 189
Component 2 (getting in, appointments) .80 72.2 (20.0) 0 100.0 223
Component 3 (communication between hospital and GP, information) .75 73.3 (17.3) 18.8 100.0 179
Component 4 (continuity, choice of doctor) .77 73.4 (21.2) 0 100.0 213

Section 3: going to your first outpatient or specialist clinic visit
Component 1 (information, fitting in) .90 63.7 (21.3) 9.4 100.0 421
Component 2 (continuity, choice of doctor) .83 58.7 (10.4) 16.7 100.0 392
Component 3 (getting in) .78 57.4 (24.7) 0 100.0 440
Component 4 (clinic organisation) .66 69.4 (17.1) 12.5 100.0 448
Component 5 (limbo) .57 54.2 (21.1) 0 100.0 450

Section 4: other outpatient or specialist clinic visits
Component 1 (information, fitting in) .93 68.2 (20.0) 13.9 100.0 154
Component 2 (continuity, choice of doctor) .78 54.6 (19.8) 10.0 100.0 119
Component 3 (appointment, wait for appointment) .66 65.9 (19.6) 8.3 100.0 163
Component 4 (receptionists) .72 74.3 (18.9) 0 100.0 188

Section 5a: your hospital stay: going into hospital, your stay on the hospital ward, and coming out of hospital
Component 1 (continuity, information) .89 58.2 (23.1) 0 100.0 219
Component 2 (fitting in, information) .83 68.7 (22.5) 0 100.0 266
Component 3 (wait for admission) .81 62.9 (22.9) 0 100.0 218
Component 4 (discharge) .87 67.6 (24.6) 0 100.0 252

Section 5b: your hospital stay: your care during the month after you came out of hospital
Whole section .91 59.1 (23.3) 0 100.0 219
Section 6: your health care overall

Component 1 (coordination, progress) .88 67.1 (22.4) 0 100.0 421
Component 2 (continuity, limbo) .84 55.6 (22.6) 0 100.0 377

N = total number of patients responding to all questions in each component. The scores are for scales with a possible minimum of
0 and a maximum of 100.

á = Cronbach’s á.
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closed questions: 14 about GP visits and refer-
ral; 21 about the first outpatient visit; 19 about
other outpatient visits; 18 about inpatient stay
and discharge; nine about care in the time since
coming out of hospital; 15 about other GP
visits; and 13 about healthcare overall. Some
questions were repeated across sections. At the
end of each section there was an opportunity
for patients to add further comments. The
diary also included open sections that invited
patients to record events during their care such
as admissions or outpatient consultations, and
also to note their reactions. A similar open sec-
tion was also included for carers.

This full version of the diary was evaluated in
a field test. The diary may be completed
prospectively at each stage of care provided
that the duration of the study is suYcient for
care across the interface to be completed. It
may also be completed retrospectively, and
because only a short period was available for
the field test, patients were asked to complete
the diary retrospectively.

Patients were recruited from various settings
in four health authority areas. In one health
authority they were identified in seven general
practices from lists of referrals made in the
previous five months. In the other health
authorities they were identified from lists of
patients attending their first outpatient ap-
pointment or those discharged up to three
months previously. The hospitals involved in
this phase were a city, teaching hospital; a city,
non-teaching hospital; and a non-teaching
hospital in a moderate sized town. The diary
was posted to 1814 patients. Reminders and
another copy of the diary were sent approxi-
mately one month later, second reminders
being sent after a further two weeks.

In routine use, it may be more appropriate to
give single sections or a small selection of sec-

tions rather than the entire diary. Therefore, to
test the patient response rate to giving the diary
in sections, the follow up outpatient section
was issued by a researcher to a consecutive
sample of 105 patients attending orthopaedics,
nephrology, cardiology, and urology outpa-
tients. Patients were asked to complete the
questionnaire and return it before leaving the
outpatient department. No reminders were
sent to these patients.

ANALYSIS

All data were entered into SPSS Version 6 for
analysis. The responses to each question were
scored from 1 to 5, depending on the level of
agreement with the question statements. The
scores were reversed when appropriate to pro-
duce a standard system in which 5 indicated a
positive attitude, and 1 a negative attitude.

As in the pilot tests, principal components
analysis was used to identify groups of
questions that addressed underlying issues, and
Cronbach’s á was used to test internal consist-
ency. Scores were calculated for the identified
components by transforming the sum of the
scores of the questions in each component to a
zero to 100 scale, 100 being the most positive
and zero the most negative.

Content validity was assessed through analy-
sis of the patients’ open comments in a random
sample of 50 completed diaries to check that
no questions about important aspects of care
had been omitted from the diary. Content
validity and acceptability were also assessed by
submitting the diary to 34 health professionals
and requesting their comments. The profes-
sionals were identified from local acute hospi-
tals, community and mental health trusts,
health authorities, and general practices that
had expressed interest in the diary or had
assisted in the pilot tests.

Table 4 Results of principal components analysis of section 3 of the diary (your first outpatient or specialist clinic visit)

Primary component
Loadings >0.4 on other
components

Component 1 (information, fitting in)
Q19 The doctor always gave me a lot of support (C1) −0.766
Q17 Sometimes I felt that the doctor did not see my condition as being very important (C1) 0.747
Q20 I got enough advice on how to look after myself (C1) −0.727
Q21 I came away from outpatient/specialist clinic appointments with some of my questions unanswered (C1) 0.702
Q14 I sometimes felt that the doctor was not very good at listening to me (C1) 0.698
Q18 I felt I had enough time to discuss my condition during my consultation (C1) −0.653
Q15 The doctors did not fully involve me in decisions about my care (C1) 0.629 (C2) 0.403
Q16 Sometimes I could not completely understand what the doctor told me (C1) 0.569 (C2) 0.430
Component 2 (continuity, choice of doctor)
Q11 It was diYcult to get to see the doctor of my choice (C2) 0.840
Q12 I had to see junior doctors when I wanted to see the consultant doctor (C2) 0.806
Q10 I saw the doctor that I needed to see (C2) −0.729
Component 3 (getting in)
Q3 It was easy to get an appointment quickly at the outpatient/specialist clinic (C3) 0.839
Q6 I didn’t have to wait too long before I went to my first appointment at the outpatient/ specialist

clinic
(C3) 0.808

Q4 I was kept informed of what was happening in between being told that I would need to go to the
outpatient/specialist clinic, and going to my first appointment

(C3) 0.659

Component 4 (clinic organisation)
Q8 The receptionists sometimes could make me feel that I was not important (C4) 0.817
Q7 I always felt that the receptionists were very helpful (C4) −0.781
Q13 I would have preferred a little more privacy in the outpatient/specialist clinic (C4) 0.443 (C2) 0.411
Q9 I did not have to wait too long in the outpatient/specialist clinic (C4) −0.440
Component 5 (limbo)
Q2 Once I was told that I would need to go to the outpatient/specialist clinic, I felt that I was “out of

the hands” of the GP
(C5) 0.785

Q1 I felt I was left “in limbo” after I was told that I would need to go to the outpatient/specialist clinic (C5) 0.679
Q5 I didn’t know how long I would have to wait for my first appointment at the outpatient/specialist

clinic
(C5) 0.460

N=511. For clarity, only loadings above 0.4 are shown.
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Results
PILOT TESTS

During the pilot tests, groups of questions
(components) emerged that were related to the
issues identified in the literature and patient
interviews. The elimination of some questions
and the rewording or addition of others
reduced the tendency for generally positive
responses to predominate. Respondents’ open
comments did not indicate that any issue had
been overlooked by the diary questions,
although response rates were relatively low
(table 1). At the conclusion of the pilot tests, a
complete version was ready for evaluation.

FIELD TEST

Of the 1814 patients, 161 were excluded
because their first outpatient appointment did
not take place within the time scale of the
study. A total of 601 patients completed the
diary (36.4% of the sample). The mean age of
the responders was 55.4 years, and the mean
age of the non-responders was 53.2 (Mann
Whitney test p<0.01). There was no significant
diVerence, however, between responders and
non-responders for sex or specialty of attend-
ance. The responders included patients re-
ferred to various specialties and they had a
wide age range (table 2). The response rate
when a single section of the diary was issued
alone was much higher. In total, 97 (92%)
patients returned the follow up outpatient sec-
tion.

The analysis was based on 601 patients par-
ticipating in the field test. For each section of
the diary, principal components analysis indi-
cated that the underlying issues identified as
important to patients had been addressed
(table 3). Although diVerent issues influenced
patients’ attitudes at diVerent stages in care, the
diary as a whole did address the issues
identified as important to patients. For exam-
ple, questions about access to care and obtain-
ing a referral were more likely to form a distinct
component concerned with “getting in” in sec-
tions relating to general practice. At the first
outpatient visit, the wait for the appointment
became the predominant issue within the more
general concept of “getting in”, and for
inpatient care the wait for admission emerged
as dominant. The analysis also suggested that
patients’ attitudes towards receiving infor-
mation and the relationship with caregivers are
closely linked. Principal components analysis
of the follow up outpatient section responses
identified similar components when the ques-
tionnaire was given alone or as part of the diary.
Table 4 shows the results of principal compo-
nents analysis for the first outpatient section.
The findings relating to this section of the diary
were typical of those for the other sections, and
details of these are available from the authors.

Table 3 shows levels of á for each component
of each section, and most fall within the recom-
mended range of 0.7 to 0.9.18 The components
attracted a wide range of scores (table 3) and the

Table 5 Numbers of patients indicating responses to each question of section 3 (first outpatient of specialist clinic visit; n = 511)

Strongly
agree Agree Neutral Disagree

Strongly
disagree N/A Missing

Q1 I felt I was left “in limbo” after I was told that I would
need to go to the outpatient/specialist clinic 18 75 72 235 76 12 23

Q2 Once I was told that I would need to go to the
outpatient/specialist clinic, I felt that I was “out of
the hands” of the GP 39 151 63 175 55 11 17

Q3 It was easy to get an appointment quickly at the
outpatient/specialist clinic 69 212 67 107 37 8 11

Q4 I was kept informed of what was happening in
between being told that I would need to go to the
outpatient/specialist clinic, and going to my first
appointment 51 148 67 144 41 36 24

Q5 I didn’t know how long I would have to wait for my
first appointment at the outpatient/specialist clinic 54 210 45 128 39 16 19

Q6 I didn’t have to wait too long before I went to my first
appointment at the outpatient/ specialist clinic 85 252 35 86 31 10 12

Q7 I always felt that the receptionists were very helpful 115 289 60 27 6 3 11
Q8 The receptionists sometimes could make me feel that

I was not important 9 40 62 261 99 9 31
Q9 I did not have to wait too long in the outpatient/

specialist clinic 82 266 29 87 22 2 23
Q10 I saw the doctor that I needed to see 116 278 33 39 10 15 20
Q11 It was diYcult to get to see the doctor of my choice 9 45 78 200 74 71 34
Q12 I had to see junior doctors when I wanted to see the

consultant doctor 24 61 69 198 81 41 37
Q13 I would have preferred a little more privacy in the

outpatient/specialist clinic 20 55 73 235 87 16 25
Q14 I sometimes felt that the doctor was not very good at

listening to me 29 72 41 212 113 14 30
Q15 The doctors did not fully involve me in decisions

about my care 28 67 62 211 90 21 32
Q16 Sometimes I could not completely understand what

the doctor told me 23 107 39 217 83 13 29
Q17 Sometimes I felt that the doctor did not see my

condition as being very important 30 65 44 234 91 14 33
Q18 I felt I had enough time to discuss my condition

during my consultation 94 258 26 81 17 10 25
Q19 The doctor always gave me a lot of support 94 192 102 64 14 17 28
Q20 I got enough advice on how to look after myself 75 222 76 70 20 22 26
Q21 I came away from outpatient/specialist clinic

appointments with some of my questions
unanswered 35 135 47 191 61 14 28

N/A = indicated by patients as inapplicable. Missing = question not answered.
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mean coeYcient of variation19 for all compo-
nents was 32.5%. Table 5 shows the response
patterns for individual questions in the first out-
patient visit section. Despite the revisions during
the pilot tests, many questions attracted rela-
tively positive responses. However, the response
to some suggested that many patients did have
criticisms of care, for example question four (“I
was kept informed of what was happening in
between being told that I would need to go to the
clinic and going to my first appointment”) and
question 21 (“I came away from outpatient
appointments with some of my questions unan-
swered”). In the first outpatient visit section the
proportion of patients who failed to answer indi-
vidual questions varied between questions from
2% to 7% (mean 5%), suggesting that most
patients found the questions easy to understand
(table). Table 6 shows the scores of patients
attending two of the hospitals in the final field
test.

Seventy four per cent of the completed
diaries had open comments. To check validity,
the open comments in a random sample of 50
diaries were analysed. No issues were identified
in the open comments that were not addressed
in the diary sections. The health professionals
who gave their views on the diary included
community and hospital nurses, GPs, special-
ists, health authority staV, and hospital manag-
ers. They did not identify any additional issues
to be included in the diary, but suggested that
it be adapted for use with a wider range of
patients, such as children or those attending
accident and emergency departments. It was
also suggested that versions be prepared for
those from ethnic minority groups and others
who have problems with written English.

Discussion
In this paper we have described the develop-
ment of a measure of patients’ views of care
across the interface between primary and
secondary care. The findings indicate that
patients do have a range of attitudes towards
the care they receive when referred across the
interface. Some patients hold particularly
negative attitudes towards important aspects of

care such as the information they receive, their
relationship with healthcare professionals, and
the progress they make through the system.

The findings also provide evidence for
reliability, and indicate that the diary is
suYciently sensitive to detect negative attitudes
about aspects of care, including the detection
of diVerences between samples of patients
attending diVerent hospitals. The diary has also
been shown to have content validity. It also
addresses an issue identified as particularly
important to patients who experience care
across the interface limbo, or progress through
the system towards recovery, or acceptance of
an altered state of health.5 Additional infor-
mation about validity from future studies
would be desirable, however. Although some
other measures of patients’ satisfaction or atti-
tudes do address the issues of information,
access to care, and continuity, they do not
address limbo. Consideration should be given
by researchers and health service managers
therefore to the use of the diary in studies of
existing or new systems of care across the
interface.

The response rate to retrospective adminis-
tration of the diary in its entirety was low, and
this method of administration cannot be
recommended. Although the response rate may
permit assessment of the psychometric proper-
ties of the diary, it cannot be used to draw
inferences about patients’ views of care pro-
vided by particular hospitals or practices. Pro-
spective completion is likely to improve re-
sponse rates provided that patients receive
encouragement to continue completing the
diary throughout their care. For some groups
of patients, care may occur over a prolonged
period, and response rates may fall if prospec-
tive administration is employed. The diary
comprises several short sections, and adminis-
tration of each section separately at appropriate
stages in care achieves a high response rate. For
most studies of care across the interface this
should be the preferred method.

Use of the diary should not be regarded as a
substitute for qualitative methods of investigat-
ing patients’ perspectives of care across the
interface. The diary provides reliable and valid
quantitative information, and the open sections
also provide responses from patients and carers
that give insight into their experiences. These
characteristics make the diary suitable for use
in studies involving relatively large numbers of
patients typical of those included in the pilot
and field test. If diVerent groups of patients are
included, however, qualitative methods may be
required to identify the particular issues
important to them. The findings of the qualita-
tive study5 undertaken before development of
the diary have shown that issues important to
patients may not have been identified in previ-
ous studies, and therefore they have been omit-
ted from questionnaires.

It is also important to note that the diary
does not address the clinical outcome of care. If
information about clinical outcome is required
therefore, additional instruments should be
used.

Table 6 Scores for components of sections of the diary subsequent to referral, for samples of
patients attending two hospitals

Section
Hospital a (no of
respondents)

Hospital b (no of
respondents)

95% confidence
interval of diVerence

(3) First outpatient clinic (118) (91)
Fitting in 65 62 −2.4 to 8.7
Continuity 61 57 .1 to 5.9
Getting in 59 62 −9.9 to 3.8
Organisation 70 65 −.3 to 9.4
Limbo 54 55 −6.8 to 5.9

(4) Other outpatient visits (51) (39)
Fitting in 72 67 −3.5 to 12.7
Continuity 62 51 .8 to 21.4
Getting in 68 68 −8.4 to 8.2
Receptionists 74 72 −4.3 to 9.5

(5) Inpatient stay (94) (61)
Continuity 64 55 .4 to 16.5
Fitting in 71 67 −3.8 to 11.6
Getting in 66 58 −.4 to 17.0
Discharge 73 68 −3.4 to 11.9

(5) After discharge (76) (56)
66 57 −.2 to 15.8

(6) Care overall (119) (90)
Coordination 68 68 −5.8 to 5.9
Limbo 59 53 .4 to 12.7
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Provided these qualifications are noted, the
diary can be recommended for further evalua-
tion and use in studies and quality improve-
ment of care across the interface. Patients
clearly do have attitudes towards care across
the interface, and they can be measured by
instruments such as the patient career diary. In
future, the use of poor methods of measuring
patients’ perspectives to services should be
avoided, and when new systems of care across
the interface are being introduced, it should be
obligatory to thoroughly investigate patients’
perspectives.
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