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Abstract

This study constitutes the second stage of an evaluation of the “Refuah Shlema” intervention program for Ethiopian immigrant patients in primary care clinics.  Partners in the program, which was initiated by JDC-Israel and Clalit Health Services, include the National Insurance Institute, Jewish Federations and foundations in the United States, the Ministry of Health and the Ministry of Immigrant Absorption, and Maccabi Healthcare Services and Leumit Health Services.  The goals of the program are to improve communication between medical staff and Ethiopian immigrant patients, and to improve the care of these patients and promote their health.  It was designed to accomplish this by (1) employing Ethiopian immigrant facilitators who have been trained to work as health promoters and inter-cultural mediators between patients and physicians; (2) training clinic staff with the aim of changing their attitudes, bridging inter-cultural gaps, and increasing their knowledge about how Ethiopian immigrant patients perceive health; and (3) engaging facilitators and clinic staff in conducting health education activities for groups of Ethiopian immigrants.

The evaluation study that examined the effect of the “Refuah Shlema” intervention program on the general population of Ethiopian immigrant patients at primary care clinics (Nirel, Rosen and Ismail, 2000) found the program to be effective in improving physician-patient relations.  In this, as well as in the availability and accessibility of medical services and the ability to navigate the system so as to receive them, the experimental clinics had an advantage over the control clinics.  Nevertheless, the intervention program did not lead to a significant increase in expenditures on Ethiopian immigrant patients.

The goals of the second evaluation study, which focused on Ethiopian immigrants with diabetes or asthma, were to examine the effect of the intervention program on (a) the treatment of illness among these patients; (b) their health status; and (c) their relationship with service providers.

The study design involved examining two experimental clinics (where the intervention program was being implemented) and two control clinics (where the program was not being implemented).  All four clinics were in the south of Israel and were part of Clalit Health Services.  They were examined at two points in time:  (1) the first survey was conducted among asthma and diabetes patients prior to implementation of the program (in 2000); (2) a second survey was conducted of the same patients one year after implementation of the intervention program.  Three hundred and ninety of the 4,364 Ethiopian immigrant patients in the four clinics were identified as having either asthma or diabetes, based on the medications they were receiving.  During the first survey, full interviews were conducted with 196 respondents, who constituted 50% of the study population as defined by the type of medication received, or 60% of the study population as defined by the type of medication received and by a self-report of having one of these illnesses.  During the second survey, interviews were conducted with 78% of those who had been interviewed in the first survey.  The comparison of the two types of clinic covers those patients who participated in both surveys – that is, 155 patients (109 with asthma and 44 with diabetes).

Health Status Prior to Implementation of the Program

The first survey, conducted prior to implementation of the intervention program, indicates that, regarding perceived health status, most of the respondents see themselves as being very ill, and feel their illness has a great effect on the quality of their lives and lifestyle.  This was especially true of patients with asthma. 

The Effect of the Intervention Program on the Treatment of Illness

Regarding the treatment of illness among asthma patients, we found no significant change between the two surveys in the types of medication that patients reported receiving at the experimental clinics.  At the control clinics, we found a significant decrease between the two surveys in the percentage of respondents reporting receiving injections of steroids, from 46% in the first survey to 34% in the second survey.  Nevertheless, this percentage is still higher than that reported by respondents at the experimental clinics (12%) during the second survey.  It should be noted that while steroid injections have an immediate palliative effect, they may be deleterious in the long run.

The most notable change regarding the treatment of asthma was a decline in the rates of hospital admission due to the illness among patients at the experimental clinics one year after implementation of the program.  Moreover, a multivariate analysis that controlled for being hospitalized during the first survey revealed that an asthma patient at an experimental clinic was four times as likely as an asthma patient at a control clinic to report not having been hospitalized during the year since the program’s implementation.  This may indicate a decline in the severity of the asthma attacks experienced by patients at the experimental clinics, and a concomitant decline in the need for hospitalization.  

However, one year after the program’s implementation, the experimental clinics did not have an advantage over the control clinics in any other aspect of the treatment of asthma, such as whether the patient had experienced an attack during the past month, self-treatment during an attack, the patient’s ability to recognize the onset of an attack, the patient’s understanding of when to use an inhaler and medications, or the patient’s receiving a flu shot.

Regarding the treatment of illness among patients with diabetes, it appears that most of the patients at both the experimental and the control clinics had their illness monitored throughout the period under study.  In other words, in the first survey as well as the current surveys, large proportions of patients reported having had an eye examination (85% and 94%, respectively), blood pressure tests (89% and 100%, respectively), follow-up visits to the physician (67% and 75%, respectively), and tests of blood sugar level, as needed; no significant changes were found between the first and second surveys in either type of clinic.  This finding is consistent with the situation in the field: All four clinics monitor diabetics (in the general population).  The experimental clinics did not have an advantage over the control clinics in monitoring this illness.  In addition, the rate of hospital admissions due to diabetes remained similar in both surveys in both types of clinic.  However, a trend was found at the experimental clinics only of improvement over time in nutrition and maintaining desired weight, and in physical exercise.  Interestingly, regarding other aspects of treatment of diabetes (such as care of the feet), a trend of improvement was found at the control clinics only.  We stress that these are trends only, as multivariate analysis did not reveal significant independent influence on the majority of variables related to treatment of diabetes at either the experimental clinics or the control clinics. (This may also be due to the small number of diabetes patients in the study: 44).

The Effect of the Intervention Program on Health Status

We examined changes in health status between the first and second surveys using a number of measures.  Among diabetics, we examined changes in the quality of life with diabetes; among asthmatics, we examined changes in asthma health status according to a series of typical symptoms of that illness; and among all respondents (both those with diabetes and those with asthma) we examined changes in general health status.  The independent effect of the intervention program on health status as perceived by the respondents was examined using multivariate analyses, in which we controlled for personal characteristics and respondent’s health status during the first survey.

Among asthma patients, we found that while the decrease between the two surveys in the number of negative asthma symptoms reported by patients at the experimental clinics was small and not significant, the decrease reported by patients at the control clinics was larger and significant.  Nevertheless, based on the average reports of negative symptoms during the second survey, asthma patients at the control clinics seem to feel more ill than do patients at the experimental clinics.  Multivariate analysis did not indicate that participation in the intervention program had an effect on asthma health status. Thus, between the first and second surveys, there was no improvement in how asthma patients at the experimental clinics perceived their health, relative to patients at the control clinics.

Among diabetes patients, we found no significant difference between the two surveys in the average score that patients at both types of clinic received for the general measure and the sub-measures of quality of life with diabetes.  When we examined the independent influence of the intervention program on these variables, we found that the intervention program had a significant and positive influence on satisfaction with life with diabetes (one of the sub-measures): One year after implementation of the program, diabetes patients at the experimental clinics had an advantage over patients at the control clinics in this sub-measure.  However, the intervention program did not have a significant effect on other aspects of quality of life with diabetes – e.g., the impact of the illness, concerns due to the illness.  In other words, at the time of the second survey, one year after implementation of the program, we did not find an improvement in these aspects of quality of life with diabetes among patients at the experimental clinics, relative to patients at the control clinics.

As noted, we also examined changes in perceived general health status.  We found that patients at the experimental clinics perceived their health as being slightly better than patients at the control clinics at both points in time.  Nevertheless, between the two surveys, the average responses of patients at the experimental clinics reflected a significant decrease in functioning due to emotional state.  Multivariate analysis revealed that type of clinic did not have a significant influence on perceived general health status among all of the respondents (both asthma patients and diabetes patients).  That is, there was no improvement in how patients at the experimental clinics perceived their general health status one year after implementation of the program.

The Effect of the Intervention Program on the Relationship between the Patient and the Physician

The heart of the “Refuah Shlema” program is improving communication between medical staff and patients, and removing cultural obstacles from the interaction between Ethiopian immigrants and the medical staff of primary care clinics.  Our assumption was that an improvement in communication, effected by the intervention program, would lead to an improvement in the treatment of illness and in health status.  Therefore, it was important to examine whether and to what extent communication indeed improved.

The percentage of people using the services of the facilitator during their visits to a physician – whether during all or only some visits – was 64%.  This percentage was much greater that that found in the first study (30%), which was conducted among all of the Ethiopian immigrants who visited the clinics. It was also greater than the percentage of chronically or severely ill people who reported using the facilitator in that survey – 44% (Nirel, Rosen and Ismail, 2000), as may have been expected among very ill patients.  In this study, particularly large percentages of people with poor general health (82%), older people (81%), and women (74%)  reported using the facilitator.  The data also indicate that, in general, contact with a physician and nurse was good at both the experimental clinics and the control clinics even before implementation of the intervention program.  Further, while there was no significant change between the two surveys in the nature of communication with physicians at the experimental clinics (there was even a trend of a slight decline in the average score for this measure), there was a significant increase between the two surveys in the average score for this measure at the control clinics.

Multivariate statistical data indicate that the intervention program did not have a significant independent influence on how patients perceived the nature of their contact with primary care physicians during the second survey.  One year after implementation of the program, there had been no improvement in how patients at the experimental clinics perceived this relationship.  Moreover, it was found that the control clinics had an advantage over the experimental clinics with regard to the patient-physician relationship.  These data indicate that patients’ positive perception of their interaction with physicians may be explained, in part, by the feeling that general health status, or health status with a specific illness, is good, or else by the feeling that health status had improved between the two surveys.  One possible explanation for this is that feeling “very ill” determines a patient’s relationship with his physician.  Someone who feels good, or who feels that his condition is improving, sees his relationship with service providers as being better.  It is possible that the facilitator does not have such a significant effect on the patient’s perception of his relationship with a physician if the relationship is already good.

Moreover, the findings seem to indicate a paradox in the experimental clinics:  The more intensive the relationship is with the facilitator, the less successful the relationship is with the physician.  This may be related to the characteristics of those patients who constitute the facilitator’s primary “clients”.  The interviews at the clinics revealed that these patients are the most vulnerable of the immigrants – they tend to be older, not to know Hebrew, and to be more seriously ill.  (It is also possible that these immigrants have been less well integrated into Israel and have a difficult economic situation.)  It is natural to expect these immigrants to be less satisfied with their situation as a whole, and with their physician, in particular.  It is also possible that those who have a more intensive relationship with the facilitator – that is, who are helped by the facilitator on a regular basis – already feel less comfortable with the physician.  It is also possible that when a physician treats a patient with whom communication is difficult, such that the facilitator is very involved in the interaction, the physician in effect transfers some of his responsibility for explanations and treatment to the facilitator. This may contribute to the patient’s feeling less connected to the physician.

We found that the control clinics had an advantage over the experimental clinics regarding patients’ positive perception of the relationship with the physician, despite the following:  A large percentage of patients at the experimental clinics were assisted by the facilitator; the chance of not being admitted to the hospital due to asthma was nearly four times greater for patients at the experimental clinics than at the control clinics; the health status of patients at the experimental clinics was somewhat better than that of patients at the control clinics; an improvement was found in the satisfaction with life with diabetes at the experimental clinics; and diabetics at the experimental clinics slightly improved their nutrition and maintained proper weight.

Regarding asthma patients – the majority of the patients in this study – one explanation for the above findings may be that emphasis on preventive treatment, which has better long-term results (e.g., correct use of inhalers, avoidance of overuse of steroid injections or pills, such as prednisone) may not meet patients’ expectations for treatment that will immediately relieve chronic illness (such as steroid injections) and medications that provide short-term relief (but which are not recommended for long-term use because of their side effects). We found that treatment with injections of steroids was more prevalent at the control clinics.  It is possible that the immediate improvement felt by patients who (repeatedly) receive more active treatment causes them to feel that their health is good and that their relationship with their physician has improved.

Moreover, if a patient expects to receive treatment that will immediately ameliorate his situation (such as steroid injections), but the physician provides treatment that does not meet these expectations (even if it is “more correct” medically), the patient may be disappointed and think his relationship with the physician is poor, relative to patients who receive the treatment they expect to receive.  Even if physicians at the experimental clinics are aided by the facilitator in explaining the treatment they provide, their brief meeting with the patient (usually less than ten minutes) may not be sufficient to explain the advantages of preventive care.  A possible solution may be for medical staff, together with facilitators, to provide special guidance that will bridge the gap in expectations between patients and physicians regarding the desirable treatment of an illness.

Another possible explanation is that, according to Western belief, the more information a patient has about his illness, and the more control he has over the intensity and timing of the treatment meant to balance his condition, the greater control he has over his life.  This approach grows out of the belief that empowering the patient and reducing his dependence on the physician is likely to improve his self-treatment, his feeling, and his health status.  

However, conversations with physicians, nurses, and facilitators indicated that Ethiopian immigrants may perceive “being ill” differently than do others.  In their eyes, someone who is ill is not expected to do anything.  He needn’t work or even be self-sufficient.  Family and friends, physicians and nurses are meant to help and treat him.  These patients want others to care for them; being monitored and receiving the attention of the physician and nurse are important to them.  The findings hint that diabetes patients who are being monitored at a clinic live with their condition better than do asthma patients. This explanation warrants greater examination in a future, in-depth study, which might include open interviews with Ethiopian patients.  If this explanation proves accurate, empowerment, a western approach whose goal is to reduce a patient’s dependence on the physician and increase his self-reliance, does not suit these patients.  As with the monitoring of diabetes patients, it may be important to institute a program to monitor patients with asthma.  Such a program, which would involve inviting the patient to follow-up visits at set intervals, would give patients the feeling that someone was watching their condition and was concerned about their welfare.  This may better enable these patients to adapt to living with an illness, and may even improve their self-treatment.  

The Role of the Facilitator

The findings raise questions about expectations from the facilitators and the limits of their role.  It should be remembered that the facilitators had been working in the experimental clinics for a relatively short time:  one year only.  The previous study (Nirel, Rosen and Ismail, 2000) indicated that during their initial period of work, the facilitators had eclectically treated the variety of health problems that arise during a day’s work (as needed by patients and medical staff), and had helped the total population of Ethiopian immigrant patients become oriented to the clinic and receive services.  This would suggest that their assistance to patients with asthma or diabetes was only a part of their work.  During the first year, then, the facilitators must cope with acute situations, and cannot be expected to also cope with more complex tasks, such as the care of the chronically ill. Conversations with directors of the program revealed that the facilitator’s length of time on the job was important, and that the difference between new and experienced facilitators was reflected in the degree to which the medical staff involved a facilitator in the care and monitoring of patients.  These conversations further revealed that in some clinics with facilitators (which were not included in this study), priorities were set for the facilitators, which enabled them to focus on patients with a specific health problem.  It appears that this fostered the self-treatment habits and appropriate use of health services of these patients.  Therefore, it may be worth examining the contribution of the facilitators in these clinics.

Nevertheless, improving communication and providing inter-cultural mediation between clinic staff and Ethiopian immigrant patients was and is the backbone of the facilitator’s role.  Both evaluation studies examined the effect of the program one year after its implementation.  Both indicated that the presence of a facilitator during contact with a physician or nurse helps the general population of Ethiopian immigrants who visit the clinics, but is not sufficient to affect the treatment or improve the attitude toward health status of chronically ill Ethiopian immigrants.  

This finding emphasizes the limits of the facilitator’s role.  It is possible that the expectations from the work of facilitators with the chronically ill were somewhat exaggerated.  It is also possible that the facilitators were directed to work with the general patient population, rather than with the chronically ill, in particular. The issues involved in the treatment and follow-up of patients with asthma or diabetes are complex even for patients who are not Ethiopian immigrants. The health plans cope with these issues by implementing special follow-up programs for all patients with these conditions. It might therefore be possible to use facilitators more efficiently by integrating them into the existing system of care for the chronically ill. This would mean changing priorities, so that facilitators could take part in the guidance, treatment, and monitoring of chronically ill Ethiopian immigrant patients. Integrating facilitators into this aspect of medical service provision would require allocating time for this, as part of the facilitators’ work at the clinic, and giving facilitators the appropriate tools during their own training. In other words, consideration should be given to whether it is the facilitator’s role to focus on the general population of Ethiopian immigrant patients who come to a clinic for care, or whether it is their role to focus on working with a specific group of patients, such as the chronically ill.  In addition, it is possible that the role of the facilitator may develop differently at different clinics, depending on the needs of the patient population and the degree to which clinic staff wish their facilitator to focus on a given group of patients or a specific health topic.

In summary, the first evaluation study found that the general population of Ethiopian patients benefited from the “Refuah Shlema” intervention program, which both improved the patient-physician relationship and helped patients understand how to gain access to clinic services.  The findings of this study, which examined the program’s influence on the treatment of illness and on health status, as well as on communication between physicians and chronically ill Ethiopian immigrants, are more complex.  They indicate a slight improvement in the treatment of illness following implementation of the program at the experimental clinics, including a decline in the rate of hospital admissions among patients with asthma and a trend of improvement in maintaining weight and engaging in physical exercise among patients with diabetes, and even an improvement in one aspect of living with diabetes.  However, they did not identify any improvement in other aspects of quality of life with diabetes, or in asthma health status or general health status.  Moreover, they did not reveal an improvement in communication between patients and physicians at the experimental clinics.  At the same time, in light of the limitations of a small sample – only a few clinics participated in the study, and for a relatively short period of time (one year) – the findings must be addressed with caution. 

It should be emphasized that these findings do not in any way refute the benefit and contribution of employing facilitators (as revealed by the previous study), but rather indicate that an intervention program such as “Refuah Shlema”, which is not geared for treating illness, is insufficient (according to the measures we examined). The findings did indicate that for the chronically ill, especially those who believe their illness affects the quality and duration of their life,  it may be advantageous to integrate the work of the facilitator into a specific program for the treatment of illness.  Doing so might help suit expectations to the type of treatment given, improve treatment, and ease the adjustment to living with it.

Presentation of the findings to the steering committee and other forums led the organizers and implementers of the “Refuah Shlema” program to discuss and even begin to resolve questions surrounding the priorities to be set when defining the role of the facilitator:  a focus on assistance to the chronically ill, versus attention to a variety of problems, including helping Ethiopian immigrants obtain health services.  In addition, they discussed the professional support and resources that would be needed, if facilitators were to take part in the care of the chronically ill. 
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