
BC MEDICAL JOURNAL VOL. 47 NO. 4, MAY 2005188

ABSTRACT:

Background: A patient survey and

chart review were conducted to de-

termine if there is a relationship

between the number of visits a pa-

tient makes to a family physician and

eight quality of life indicators: self-

rated health, self-rated stress, self-

rating of health care received,

satisfaction with life as a whole,

satisfaction with health, spiritual

fulfillment, overall quality of life, and

happiness. 

Methods: The survey required re-

spondents to identify their level of

concern or satisfaction with quality

of life indicators using a Likert scale.

Respondents consisted of adults

(age 17 and older) living in British

Columbia’s Bella Coola Valley and

attending the Bella Coola Medical

Clinic. After respondents completed

the survey, their charts were re-

viewed to determine the number of

visits they made to family physi-

cians. Data obtained from the survey

answers were combined with data

obtained from reviewing the charts.

The relationships revealed by the

two sets of data were then consid-

ered. 

Results: An estimated 1734 Bella

Coola residents were deemed eligi-

ble to complete the quality of life

survey. A total of 968 usable surveys

were returned, for a response rate of

56% (968 of 1734). One-way ANOVA

testing revealed there is a relation-

ship between the number of visits to

a physician and the scores for self-

rated health (P<0.001) and stress

(P≤0.001), satisfaction with life

(P<0.001) and health (P<0.001), spir-

itual fulfillment (P=0.002), overall

quality of life (P<0.001), and happi-

ness (P<0.001). No relationship was

found between the number of visits

to a physician and the respondents’

rating of health care received

(P=0.127).

Conclusions: There is a relationship

between the number of times a per-

son visits a family physician and his

or her self-rated health and stress,

satisfaction with life and health,

spiritual fulfillment, overall quality

of life, and happiness. More visits to

a physician were associated with

greater dissatisfaction with life. Bet-

ter understanding of these relation-

ships may lead to strategies de-

signed to reduce the number of visits

to physicians. 

Background
A common theme emerging from the
many discussions, commissions, and
inquiries about Canada’s health care
system is that “better management is
required, not more money.”1-7 Health
care planners and decision-makers are
increasingly looking for ways to make
the system more efficient and cost-
effective. The questions being asked
include:
• Who visits physicians?
• Why do people visit physicians?
• How necessary are these visits?
• How cost-effective are these visits?

The answers to these questions are
not easy to obtain because many dif-
ferent physician-specific, patient-
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specific, and access-related factors
can affect the number of patient visits
per time period. 

Physician gender, marital status,
age, and place of graduation, along
with physician-to-population ratios,
size of community, and clinical de-
mands are all family–physician–
specific factors that affect physician
workload.8-15 Studies on patient-spe-
cific factors and family physician vis-
its have demonstrated that women
visit family physicians more often
then men, people of aboriginal descent
visit family physicians more often
than nonaboriginal people, older peo-
ple visit family physicians more often
than younger people, and people with
chronic illnesses visit family physi-
cians more frequently than those with-
out. Aboriginal people have higher
rates of smoking and chronic diseases
such as diabetes and inflammatory
arthritis, which presumably accounts
for a portion of the greater number of
visits reported by this group.16-24

Studies have also shown that rural
individuals utilize health services less
often than their urban counterparts,25-29

despite the fact that rural residents are
not as healthy as their urban counter-
parts and have higher rates of
chronic disease, report being ill more
frequently, and are more likely to
report poorer health status.16,30-33 Poor-
er health among rural residents has in
turn been attributed to lower levels of
education,16,26 lower income,16,34 and
the greater proportion of First Nations
people in this population.17,34-36

The World Health Organization
defines health as not simply the ab-
sence of disease or disability but as a
positive state of complete physical,
mental, and social well-being.37 If peo-
ple visit physicians because they feel
unhealthy, and if feeling unhealthy
reflects negative social well-being,
research should be able to demon-
strate a relationship between social

well-being and visits to a physician.
In fact, there is a study that shows fre-
quent users of the health care system
are experiencing high levels of psy-
chosocial stress.38 As far as we can tell
no one has yet looked at the relation-
ship between visits to family physi-
cians and patients’ subjective rating
of health and quality of life. If it can
be demonstrated that there is a strong
relationship between overall quality
of life and visits, time spent on
improving these factors could, theo-
retically, result in fewer physician vis-
its in the long run. The objective of
this study was to determine if there is
an association between visits to fami-
ly physicians in a rural community and
the patients’ quality of life scores.

Methods
Bella Coola Valley is a remote com-
munity located in the central coast
region of British Columbia. Accord-
ing to the 2001 census 2285 people
live in the Bella Coola Valley, and
46% of these people are of aboriginal
descent.39,40 Bella Coola Valley is part
of the traditional territory of the Nux-
alk Nation, a tribe of Salish-speaking
coastal Indians.41-44 Details of the med-
ical services available in this commu-
nity have been reported previously.45,46

Research was carried out in a par-
ticipatory fashion, following the rec-
ommendations outlined in recently
published policy statements on work-
ing with aboriginal peoples.47-49 There
was extensive consultation with the
Nuxalk Band Council, community
members, and local health care pro-
viders on our plans to study determi-
nants of health and disease of people
living in the Bella Coola Valley. We
obtained letters of support from the
Nuxalk Band Council, from the Bella
Coola Transitional Health Authority,
and from the Central Coast Regional
District. Ethics approval to collect
data was obtained from research ethics

committees located at both the Uni-
versity of British Columbia and the
University of Northern British Colum-
bia. Nuxalk health authorities reviewed
the final manuscript and approved it
for publication.

A survey about health and health
care50 was offered to all adults (age 17
and older) living in the Bella Coola
Valley between August 2001 and May
2002. Questionnaires were mailed out
three times: the first mailing was in
August 2001, the second mailing was
in November 2001, and the third mail-
ing was in January 2002. Question-
naires were also distributed at the
Bella Coola Medical Clinic, the emer-
gency department of the Bella Coola
Hospital, and in two local grocery
stores. Booths were set up at the gro-
cery stores and at the clinic where
research assistants administered the
questionnaire to people who might not
normally respond to a mail-out sur-
vey, including elderly people and
those with literacy problems. Ques-
tionnaires were also hand-delivered
on the local reserve by two Nuxalk
research assistants and picked up later.
All recipients were asked to read an
informed consent form or were read
an informed consent form prior to
completion of a survey. 

The first question on the survey
(see ), which is also the first
question in the SF-36 survey,51 asked
respondents to rate their general
health. The next question asked re-
spondents to rate their current life
stress level.52 Next, each respondent
was asked to rate the personal health
care he or she receives in the Bella
Coola Valley. Respondents were also
asked to provide scores for five addi-
tional quality of life items: satisfac-
tion with life as a whole, satisfaction
with health, spiritual fulfillment, over-
all quality of life, and happiness. These
quality of life questions have good
reliability and validity and have been

Table 1
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part of numerous surveys distributed
throughout North America.53,54

An identification number was as-
signed to each survey and used for
remailing surveys and for linking sur-
vey responses to clinic chart informa-
tion. Dr Harvey Thommasen was the
only researcher able to link the two sets
of data. He was also the researcher who
did the chart review. During the chart
review he added up the number of times
a patient visited a family physician in
Bella Coola in 2001. Survey answers
and visit information were entered
into an Excel spreadsheet, from which
results were summarized. Names and
addresses were removed from this
linked data set and passed on to statis-
ticians and other researchers for fur-
ther analyses. One-way ANOVA tests
were then performed.55

Results
A total of 971 surveys were returned,
of which 968 could be used for the
purposes of this project. An estimated
1734 Bella Coola residents were eli-
gible to complete this survey, so the
estimated response rate was 56%. Of
the 968 surveys, 964 could be linked
to names on the Bella Coola Medical
Clinic patient list.

presents the mean quality
of life score, mean number of visits to
a physician in 2001, and the one-way
ANOVAprobability value (P) for each
survey item. Survey respondents did
not answer all questions, so the total
number of respondents varies from
item to item. 

Analysis reveals that scores indi-
cating poorer health and more stress
are associated with increasing visits
to family physicians (P≤0.001).
Analysis also reveals that scores indi-
cating greater satisfaction with life
and health, and greater spiritual ful-
fillment, overall quality of life, and
happiness are associated with de-
creasing visits to family physicians

Table 2

(P≤0.002). Scores indicating the re-
spondents’ rating of health care ser-
vices received are not associated with
either increasing or decreasing visits
to family physicians (P≤0.127). 

Conclusions
Our data suggest that there is a rela-
tionship between the number of times
a patient visits a physician and his or
her self-rated health and stress, satis-
faction with life and health, spiritual
fulfillment, overall quality of life, and
happiness. One might be tempted to
assume that poor self-rated health is
the sole reason for an increase in vis-
its to family physicians, and that it also

accounts for dissatisfaction, unhappi-
ness, and poorer overall quality of life.
However, numerous studies have
shown that there is little or no rela-
tionship between how individuals rate
their health and their satisfaction rat-
ings for life as a whole, overall quali-
ty of life, or happiness. As noted by
Michalos, “When researchers use the
SF-36 as a measure of health-related
quality of life, they are begging the
question about the relationship of
good health to good quality of life
because they are assuming SF-36
measures both equivalently. What’s
worse, by confounding these notions,
they are preventing themselves from

The relationship between physician visits and some quality of life indicators

Survey item Likert scale range

Self-rated health 1 (excellent) to 5 (poor)

Self-rated stress 1 (unstressful) to 7 (stressful)

Rating of health care received 1 (poor) to 5 (good)

Satisfaction with life as whole 1 (dissatisfied) to 7 (satisfied)

Satisfaction with health 1 (dissatisfied) to 7 (satisfied)

Spiritual fulfillment 1 (dissatisfied) to 7 (satisfied)

Overall quality of life 1 (dissatisfied) to 7 (satisfied)

Happiness 1 (unhappy) to 7 (happy)

Survey item
Number of

respondents

Quality of 
life score 

Mean ± SD

Visits to 
physician 

Mean ± SD
P value

Self-rated health 910 2.8 ± 1.0 4.3 ± 5.2 <0.001

Self-rated stress 926 4.5 ± 1.5 4.3 ± 5.1 ≤0.001

Rating of health care received 937 3.5 ± 1.1 4.3 ± 5.2 0.127

Satisfaction with life as a whole 923 5.4 ± 1.5 4.3 ± 5.1 <0.001

Satisfaction with health 918 4.9 ± 1.6 4.2 ± 5.0 <0.001

Spiritual fulfillment 850 5.2 ± 1.6 4.3 ± 5.0 0.002

Overall quality of life 927 5.5 ± 1.4 4.3 ± 5.2 <0.001

Happiness 940 5.5 ± 1.6 4.3 ± 5.1 ≤0.001

Table 2. Comparison of mean quality of life scores and physician visits.

Table 1. Quality of life indicators from survey.
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actually measuring the impact of the
former on the latter and they are mak-
ing it more difficult for others to even
recognize this important issue.”56

The finding of a relationship
between self-rated quality of life indi-
cators and number of visits to a fami-
ly physician implies we might be able
to influence number of visits by under-
taking community-based interven-
tions to improve quality of life in our
patients. If nothing else, this observa-
tion makes for interesting hypothesis
generation. For example, high users
of physician services are frequently
labeled as being abusers of health care
systems.7,11 In Bella Coola, 15% of res-
idents account for 52% of all family
physician clinic visits.9 Perhaps the
best way to deal with this problem is
not by ordering hundreds of medical
tests, but by examining issues of
stress, overall quality of life, and hap-
piness, and by engaging the popula-
tion in strategies to improve these
areas of their lives.

There are some limitations in this
study. While the data may not be easi-
ly applicable to all communities, Bella
Coola Valley is like many rural and
remote communities in British Colum-
bia and Canada with a high percentage
of aboriginal residents. We encourage
others to duplicate this survey in their
communities to determine if the results
are truly comparable and if we should
be advocating more community
approaches to issues affecting health. 
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