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IMPACT OF SPECIALIZATION ON THE PHYSICIAN-FATIEKT RELATIONSHIP

CHAPTER I 

INTRODUCTION

The in te n t  o f th ia  d ls a e r ta t io n  la  to  evaluate  an aapect o f  the  

ambulatory h e a lth  care d e liv e ry  ayatem in  an e co lo g ica l co n tex t. P rev i- 

oua reaearch  in  th ia  a rea  haa been centered around apec iflca  o f  the  aya­

tem, auch aa u t i l i z a t io n  o f  phyaician*a a e rv icc a , compliance w ith phyai- 

clan*a o rd era , and p a tie n t and phyaician a a t ia fa c t io n  with the m edical 

care  received . Within th ia  a p a c if ic  le v e l, the  u n it o f in v e s tig a tio n  has 

v a ried . The moat common focua haa been the  phyaician  h im self. This has 

re su lte d  in  s tu d ies  dealing  w ith h is  medical educa tion , an a ly s is  o f  the  

time spent w ith p a tie n ts ,  and the  kind o f  c a re e r  choice he made in  terms 

o f  s p e c ia liz a tio n . A second common u n it o f  in v e s tig a tio n  haa been the 

d isease  th a t  b rings the  phyaician  and the p a tie n t  to g e th e r , and haa in­

volved the  e ffe c t  o f  the  d isease  on medical trea tm en t. A th ird  focua, 

which i s  increasing  now, d e a ls  w ith the  p a t i e n t 's  view o f the  m edical 

care  he receives* Thia haa produced many s tu d ie s  dealing  w ith h e a lth  be­

hav io r, auch aa fa c to rs  th a t  in fluence  the  d ec is io n  to  seek a d o c to r 's  

adviceI p a tien t s a t is f a c t io n  w ith  medical c a re ; and u t i l i z a t io n  o f  medi­

c a l se rv ice s .

While auch reaearch  haa con tribu ted  much to  our knowledge o f  the
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dynamic# o f tbo  h e a lth  car# d e liv e ry  #y#tem, s t i l l  another le v e l o f  in ­

v e s tig a tio n  needs to  be evaluated* This i s  a more g en era lized , a b s tra c t  

le v e l  dealing  w ith  the  c o n cep tu a liza tio n  o f th e  h e a lth  care  system i t s e l f .  

In  order to  eva lua te  t h i s  conceptual understanding , the  assumptions upon 

which i t  i s  based must be recognized and ev a lu a ted . One o f the major 

assumptions th a t  must be d e a lt  w ith  i s  the  id e n t i ty  o f th e  d is t r ib u to r  

and the type o f  h is  p rac tice*  The d is t r ib u to r  th a t  forms the  crux  c f  the  

ambulatory h e a lth  care  system i s  th e  s in g le  p rac tic in g  physician  w ith  an 

M*D* degree* D espite tren d s  toward increased  u t i l i z a t i o n  o f  manpower and 

increased  numbers o f  group p ra c tic e  s e t t in g s ,  medical care  in  th e  U rited 

S ta te s  today evokes an image o f  a so lo  physic ian  t r e a t in g  a s ick  pa tien t*  

This physician was re c e n tly  viewed as ex c lu siv e ly  a Medical Doctor (M.D.), 

bu t new the degree e x p ec ta tien s  have changed to  include thoae w ith  a 

Doctor o f  Oateepathy (D*0*) degree alao*

The type o f  p ra c tic e  th e  phyaician  haa determ ines h is  p lace in  

th e  o rg an iza tio n a l scheme o f  the  d e liv e ry  system* The general p ra c t i ­

t io n e r  has t r a d i t io n a l ly  been viewed as the  "gatekeeper" o f  the  e n t i r e  

d e liv e ry  system* He has been conceptualized  as the  one who d ea ls  w ith  

p a tie n ts  f i r s t  and who unlocks th e  s e c re ts  o f  th e  r e s t  o f  the  d e liv e ry  

system , i f  necessary* Thia co n cep tu a liza tio n  was baaed on the  assumption 

th a t  the  p a tie n t was unable to  d e a l w ith  the  e n t i r e  h e a lth  care  d e liv e ry  

ayatem*

However, th e  general p ra c t i t io n e r  haa been regarded aa more 

than  th e  "gatekeeper*" He alao  haa been viewed as the  fam ily d o c to r , one 

to  whom the e n t i r e  fam ily  can tu rn  when they  need medical care  o r advice* 

The fam ily d o c to r, as  th e  name im p lie s , may be viewed as almost a member 

o f  the  family* The im p lica tio n  o f  h is  fam ily membership has led  to  an
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acceptance o f a fundamental assumption o f the model o f the  h ea lth  care 

d e liv e ry  system* in  d e liv e rin g  medical se rv ices to  p a tie n ts , the  in te r ­

ac tio n  o f the  p a tie n t  with h is  personal physician i s  considered a v i ta l  

and important p a rt  o f  the  healing  p rocess. Although the  Siime th ree  u n its  

o f in v e s tig a tio n  a re  possib le  w ith in  th is  more generalized  le v e l, the 

focus of th is  d is s e r ta t io n  w ill  be on the  p a t ie n t 's  perceptions o f  th is  

basic  assumption#

The th e o r e t ic a l  framework fo r in v es tig a tin g  th is  assumption is  

th a t  o f e co lo g ica l analysis#  The ambulatory h e a lth  care  d e liv e ry  system 

may be viewen as an ecosystem, which Odum defines as the  basic funda­

mental u n it o f ecology# I t  includes both organisms (biot Lc communities) 

and the a b io tic  environm ental fa c to rs  (Odum, 1971). An im portant part 

o f the theory o f  ecology i s  th a t  each o f these components in fluence  the 

p ro p e rtie s  of th e  o th er and both a re  necessary fo r  th e  maintenance of the 

ecosystem#

This personal re la tio n s h ip  th a t  i s  considered v i ta l  to  q u a lity  

medical care i s  examined c lo se ly  in  r e la t io n  to  some c r i t i c a l  fa c to rs  

th a t  can be termed environm ental s t r e s s e s  o f the  ecosystem of h e a lth  care# 

Three environm ental fa c to rs  th a t  a re  analyzed are  the  changing p a tte rn  

o f  d isease , th e  phenomenon o f  s p e c ia liz a tio n , and the  t r  ?nd toward in ­

creased manpower development# The p a r tic ip a n ts  o r b io t i  component o f 

the  ecosystem, th e  p a tie n t ,  the  physic ian , and th e i r  r e l  t io n sh ip , are 

analyzed in  term s o f th e i r  re la tio n s h ip  with the anvirorm ental s tre s se s  

since in te r re la t io n s h ip s  and in te ra c tio n s  are a fundamental area o f con­

cern  for the d is c ip l in e  o f ecology#

This study th e re fo re  d ea ls  w ith th a t aspect o f the ambulatory 

h ea lth  care d e liv e ry  system which involves the p h y sic ian -p a tien t re la t io n -
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•h lp t evaluated  from the p a tien t* a  percep tion  o f  t h i s  re la tio n sh ip *  The 

in fluence o f th e  environm ental s t r e s s e s ,  e sp ec ia lly  th a t  of sp e c ia liz a ­

t io n ,  on th is  re la tio n s h ip  i s  analyzed* The area o f  concern i s  on the 

generalized  ro le  re la tio n sh ip s  o f  th e  physician  and th e  p a tie n t ,  ra th e r  

than  w ith one physic ian  and one pa tien t*  Since t h i s  ro le  re la tio n sh ip  

involves the  b asic  assumption underlying the  ambulatory h ea lth  care  de­

l iv e ry  system, a s  noted b e fo re , in fe ren ces from t h i s  sp e c if ic  focus can 

be made back to  th e  model o f  th e  d e liv e ry  system*

Whenever th e  term physic ian  i s  u t i l i z e d ,  u n le ss  otherw ise modi­

f ie d ,  i t  r e f e r s  to  a p ra c t i t io n e r  w ith  th e  M*D* o r 0*0* degree* To re ­

s t r i c t  the  d isc u ss io n  o f  the  d is t r ib u to r  in  th is  manner i s  a recognized 

l im ita t io n , but i s  necessary  fo r  the scope o f the  d iscussion* The term 

p a tie n t in  t h i s  d is s e r ta t io n  i s  in terchangeable  w ith  th e  term consumer*

A consumer i s  not a p a tie n t a t  a l l  tim es, but h is  a t t i tu d e s  toward the  

h e a lth  care  d e liv e ry  system a re  deeply a ffe c te d  by h is  experience a s  an 

a c tu a l pa tien t*  In  a d d itio n , th e re  a re  o th er soc io log ica  and c u ltu ra l  

fa c to rs  th a t  a f f e c t  consumers* a t t i tu d e s  toward the  d e liv e ry  o f  h e a lth  

care  and thus in fluence  th e i r  a c tie n s  as pa tien ts*

The review  o f  the  l i t e r a tu r e  i s  lengthy and involves two le v e ls ,  

which a re  in te g ra te d  in  Chapters 11 and 111* The f i r s t  lev e l i s  ra th e r  

th e o re t ic a l ,  invo lv ing  c u l tu r a l  assum ptions about p a t ie n ts ,  physic ians, 

t h e i r  r e la tio n s h ip  and e th e r  fac to rs*  This lev e l provides the  frame fo r 

the  second le v e l ,  which involves mere s p e c if ic  s t a t i s t i c a l  studies*  The 

th e o re tic a l  le v e l  i s  necessary  to  be ab le  to  understand the find ings m 

the  sp e c if ic  stud ies*  Conversely, th e  sp e c if ic  s tu d ie s  provide c l a r i f i ­

c a tio n  and c o rre c tio n  o f  th e  th e o re tic a l  level*



CHAPTER 11

ENVIROWŒNTAL STRESSES OF THE ECOSYSTEM

To c h a ra c te r iz e  the h ea lth  care  d e liv e ry  system in  American 

so c ie ty  in  anything le s s  than  a book i s  extrem ely d i f f ic u l t*  However, o f  

c ru c ia l  importance i s  th e  exam ination o f  a few c r i t i c a l  fa c to rs  in  an 

e f f o r t  to  provide a con tex t fo r the  in d iv id u a l p a t ie n t ,  h is  physic ian , 

tnd  th e i r  ro le  re la tio n sh ip s*

The f i r s t  problem encountered i s  the  d is t in c t io n  between h e a lth  

and i lln e s s*  The World Health O rganization has a time*honored d e f in i t io n  

o f  h e a lth  as complete m ental, physical and so c ia l w ell-being* Wylie d is ­

cusses severa l concepts o f  d isease  and attem pts to  c o n tra s t  them to  th e  

h e a lth  s i tu a t io n  (1970); Oubos hss long ta lked  about h e a lth  and d isease  

in  term s o f  adap tive  mechanisms (1965)* Hinkle and Wolff have conducted 

a s e r ie s  o f  s tu d ie s  to  in d ic a te  th a t  d isease  i s  not a s in g u la r in c id en t 

but i s  a s ta te  o f  the  whole organism and i s  very much a ffe c te d  by the  en­

vironm ent, both a c tu a l and perceived (1957,1958)*

Since a d e f in i t io n  o f d isease  cannot be agreed upon, i t  is  naive 

to  assume th a t  the  p ro fess io n  th a t  d e a ls  w ith th e  d iag n o sis  and trea tm en t 

o f  d isease  would be singu lar*  Indeed the one phrase th a t  most a c c u ra te ly  

d e sc rib e s  the  e n tir e  medical car* d e liv e ry  system i s  th a t  o f a p lu r a l i s t i c  

c o ttag e  industry* I t  i s  e a s ie s t  to  design a medical care  industry  to  deal 

w ith  d isease  as a s in g u la r  phenomenon to  be cured in  an iso la te d  context*

5



I t  i s  more d i f f i c u l t  to  design a system to  care  fo r a population so th a t  

they  remain healthy  by positive*  preventive approaches. *ur p resen t em­

phasis l i e s  somewhere in  between these  two. In  try in g  to  describe  the  

domain o f  the f i e ld  o f  m edicine, Barley notes th a t  medicine

. . « can be sa id  to  be the  meeting ground o f  a l l  th e  sciences and 
a l l  o f  the  a r t s .  Medicine adds to  and tak es from a l l  a reas o f  human 
endeavor* Medicine i s  caring  fo r  p a tien ts*  preventing  disease* and 
p ro tec tin g  h e a lth . Medicine i s  anthropology* sociology* psychology* 
and econemics. Medicine i s  language and h is to ry ;  i t ' s  re lig io n *  l i t ­
era tu re*  a r t  and drama* Medicine i s  involved w ith  every aspect o f  
human welfare* w ith  the  r ic h  and poor and th e  h e a lth  and medical 
problems th a t a re  p ecu lia r to  each . . . (1970* p . 495).

I f  th i s  id ea liz ed  concept o f medicine could e x is t  in  r e a l i ty *  medicine 

would be the  t r u ly  e co lo g ic a l d is c ip l in e .  However* B a rle y 's  co n cep tu a li­

za tio n  i s  in  d ire c t  c o n tra s t  to  D avis' acknowledgement th a t  one o f  the  

goa ls o f  medical school i s  to  show a student how to  have "some concern** 

fo r th e  p a tie n t as he performs h is  "p ro fess io n a l t e s t s "  (1968* p. 337).

Or* as E eselstyn  notes* " I f  we continue to  take  care  o f  our p a tien ts*  our 

p a tie n ts  w ill  continue to  take care  o f us" (1962* p. 129).

The p ro fessio n  o f  medicine l i e s  a t  th e  cen te r  o f  our h e a lth  care  

d e liv e ry  system. Although the  physician  i s  described  in  more d e ta i l  l a t ­

er* i t  i s  im portant to  recognize here the  general a t t i tu d e  o f the  public  

toward the  medical profession* E eselstyn  d escrib es an a t t i tu d e  th a t  i s  

so w ell accepted i t  i s  almost a c liche#  "Prom time immemorial* doc to rs 

have enjoyed a resp ec ted  s ta tu s  in  so c ie ty . This has l a r p t ly  been lased  

on th e i r  se lf le ssn ess*  sympathy* and w illin g n ess  to  be the  se rvan ts o f 

th e i r  p a tie n ts  and community" (1962* p. 128). The m edical p ro fession  

has la rg e ly  been viewed* both h is to r ic a l ly  and cu rren tly *  as a se rv ice  

profession* not a profit-m aking one. Yet Degler (1959)* Shyrock (I960)* 

and Duffy (1960), asnng many others* note th a t  h i s to r ic a l ly  th is  war never
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t r u e .  They mil po in t out thmt the  physicimn warn aoueone who took care  o f

p a tie n ts  so the  p a tie n ts  would take  ca re  o f  him.

In  i t s  id e a liz e d  form, the  m edical care  system i s  one in  which 

every fam ily would have a primary p h y sic ian , who i s  the  f i r s t  co n tac t fo r 

the  fam ily  in to  th e  system* The primary p h y sic ia n 's  fu n c tio n  i s  to  provide 

continuous care  fo r  th e  e n t i r e  fam ily , to  arrange fo r c o n su lta tio n s  w ith 

s p e c ia l i s ts  i f  needed, to  provide advice and inform ation , to  d ea l w ith 

preventive h e a lth  se a su re s  the  fam ily needs, and to  a c t as a genera l h e a lth  

counselor* C onceptually , th e  general p ra c t i t io n e r  and, more re c e n tly , the

fam ily p rac tice  s p e e ia l ty  has tra in e d  physic ians to  f i t  t h i s  ro le*

An a rra y  o f  in s t i tu t io n s  and a n c i l la ry  h ea lth  p ro fess io n a ls  su r­

round the  primary physician* These inc lude  h o sp ita ls  o f  v a rio u s s o r ts ,  

sp ec ia lized  c lin ic  s ,  v a rious long-term  f a c i l i t i e s ,  public h e a lth  profes­

s io n a ls , and an e v sr- in c rea s in g  v a r ie ty  o f  paramedical p ro fessionals*

This medical s e t t in g  i s  th rea ten ed  by turm oil today. Consumers 

and some h ea lth  p ro fe ss io n a ls  decry decreasing  q u a li ty , m a ld is tr ib u tio n  

and shortage o f p h y sic ian s , lack o f  adequate coverage by th ird -p a r ty  mech­

anism s, and in c reas in g  costs*  Mounting evidence shows the  p rev a ilin g  pat­

te rn  o f  ambulatory c a re  by p riv a te  in d iv id u a l physicians i s  ex travagant 

and in e ff ic ie n t*  This evidemse has re s u l te d  in  experiments w ith  various 

types o f group p ra c t ic e ,  insurance p o l ic ie s ,  and some sp e c if ic  adjustm ent 

o f the  id e n ti ty  of th e  d is t r ib u te  (Lewis & Resnik, 1967). Many o ther 

fa c to rs  add to  the tu rm o il w ith in  th e  h e a lth  f ie ld  today— the p o l i t i c a l  

awareness o f  N ational Health Insurance and increasing  demands o f  the  con­

sumer are  but two issu e s  confronting  m edicine. These developments have 

a lso  d ir e c t ly  a ffe c te d  the  p h y sic ian -p a tien t re la tio n sh ip .

Three environm ental s t r e is e s  th a t  might be termed c r i t i c a l  fa c to rs
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have a a lg n if ic a n t « f fa e t  «n the  M d lc a l ayatam aa a whole and cape- 

c i a l l y  upon the  ph y a ic ian -p e tien t re la tie n ah ip *  Theae th ree  fa e te ra  are# 

tn e  changing p a tte rn  o f  diaeaae» th e  phenomenon o f  ap ec la liza tio n »  and the  

tren d  toward manpower dowelopmant. They w ill  be diaeuaaed in  d e ta i l  be­

low.

The Changing P a tte rn  o f  Diaeaae

Oiaeaae trenda  in  developed and developing c eu n trie a  d i f f e r  

markedly* w ith  developed eo u n triea  experiencing a g re a te r  p roportion  o f 

ch ron ic  diaeaaea than  mndordevaloped onea (Hilleboe* 1967). Thia ia  not 

to  aay th a t aemte d iaeaaea a re  lacking  in  developed eountriea#  the  pro­

p o rtio n  o f chronic diaeaaea haa inereaaed* however. Thia increaaed pro­

p o rtio n  o f chromic diaeaaea ia  a phyaical environmental a tre a a . The in ­

creaaed  proportion  aroae from an in te ra c t io n  o f aevera l complex fac tora#  

one o f  theae ia  the  aueeeaa o f  medical knowledge. Another ia  the  public  

h e a lth  component o f  th e  eooayatem, which haa concentra ted  on c o n tro llin g  

in fec tio i a arthropod-bom e d iaeaaea , w ater and food borne diaeaaea and 

o th e r aci te  i l ln e a a .  Other im portant envirom ental fa c to ra  a re  n u tr i t io n a l  

h ab ita  and mam*a changing l i f e  a ty le .  There ia  a lao  aome in d ic a tio n  th a t  

th e re  e x ia ta  a p e rie d ic  flm atuation  im h ia te ry  th a t  may be a property  o f  

any given d iaeaae (Duboa, 1965).

Thia imereaaed proportion  o f  chronic d iaeaae haa placed a treaaea  

on the  m edical c a re  ayatem. In  th e  e ra  o f  acute d iaeaaea , phyaician in ­

te rv e n tio n  o ften  meant a l i f e  aaved. The phyaician*a a c tio n  could be d i­

r e c t ly  linked to  th e  aavtng o f  a l i f e .  He may have apent long hours w ith 

the  p a tie n t ,  perhapa even in  h ie  heme, aince the a cu te ly  i l l  peraon waa 

o ften  too a ick  to  be able to  go to  th e  phyaician.
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Toéay the  p h js le ie n  e lso  epende a g rea t d ea l o f  tim e, although 

in  sh o rte r  segments, w ith  the  e h ro n le a lly  i l l }  but w ith  notably le s s  suc­

cess than  in  dealing  w ith acu te  d iseases* For complex, m u ltip le -e tio lo g y  

chronic d ise a se s , th e re  a re  no easy cures—in  fa c t  th e re  a re  no cures a t  

a l l .  The c h ro n ic a lly  i l l  p a t i e n t 's  con tac t w ith the  physician i s  le s s  

p o s it iv e —th ere  a re  no m ira c le s , only more medicine to  tak e . In  a d d itio n , 

much more i s  expected o f  th e  physic ian  today than  t h i r t y  years ago when 

medical science was more l im ite d , and the  consumer le s s  demanding.

The ro le  o f  th e  physic ian  i s  thus changed from healer to  th a t  o f  

ad v iso r. With t h i s  change, th e  p a t ie n t 's  ro le  i s  a lso  a l te re d . In  acu te  

d ise a se s , which a re  u su a lly  s e l f - l im i t in g ,  the  p a tie n t has l i t t l e  o r no 

choice bu t to  follow  th e  advice o f  the  physic ian , w ith chronic d ise a se s , 

however, the  p a tie n t must be viewed as a p a rtn e r in  therapy . An e d ito ­

r i a l  in  New Medical M ateria expresses th is  a l te r a t io n  as follow s :

I t  i s  la rg e ly  the  pub lic  th a t  decides alm ost a l l  forms o f trea tm en t, 
except fo r  those com paratively  ra re  in stan ces where an in d iv id u a l may 
be t r e a te d  w ithout h is  consent o r even a g a in st h is  d e s ire s . In  t h i s  
age o f  chronic d is e a s e s , where necessary  t r e a tm n t  may be long and 
s tren u o u s, the  p a tie n t  must le a rn  the  whys and wherefores o f  medicine 
i f  he i s  to  cooperate w ith  th e  physic ian . I  do not suggest th a t  th e  
lay  person, whether we th in k  o f  him as a p a tie n t o r as a senato r vo t­
ing on h e a lth  m a tte rs , be given a f u l l  m edical education . But basic  
concepts must be explained  to  him somehow. He must be a p a rt o f  th e  
spectrum o f  m edical communication, fo r  he has ex trao rd in ary  power to  
say what i s  o r i s  met being done concerning h is  care  (1963, p. 19).

In  a d d itio n  to  problems r e la t in g  to  the  p h y sic ian -p a tien t r e la ­

t io n s h ip , chronic d ise ases  c re a te  a problem in  th e  behavior o f  a person 

as he decides to  become a pa tien t*  In  a 1960 study Apple notes how people 

define  i l l n e s s .  She concludes th a t  fo r middle c la s s  Americans, to  be i l l  

means to  have an ailm ent o f  re c e n t o r ig in  which in te r f e re s  w ith o n e 's  ac­

t i v i t i e s .  She adds th a t  th i s  seems to  be an example o f a c u ltu ra l  la g . 

Surely t h i s  a t t i tu d e  i s  app rop ria te  to  an e a r l i e r  e ra  when the  main h e a lth
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problMi w«« ae«t« in f# e ti# u #  di##»###, vh»M êjmptoms were obvious end 

o ften  l ife - tt ire s te n in g *  Chronic d ises###, on the o th e r hsnd, hsve m slow 

end in s id ieu #  o n se t, w ith  symptom# th a t  tend to  p e r s is t  over tim e, but 

which msy not l im it  a c t iv i ty  (Apple, 1960, p. 225). In  a d d itio n , S toekle 

quotes sev era l conanmity surveys th a t  c o n s is te n tly  re p o r t  episodes o f 

chronic i l ln e s s  in  a pub lic  who th ink  them selves w e ll. In  one study, 92 

per cen t o f  a "healthy** population  had a d isease  amenable to  d iagnosis 

and treatm ent (S to eck le , e t  a l >, 1963).

The e f fe c t  o f  chronic d isease  on th e  p h y sic ian -p a tien t r e la t io n ­

sh ip , th en , i s  to  p lace  more re s p o n s ib i l i ty  on the  p a t ie n t .  He decides 

when i t  i s  app rop ria te  fo r him to  see a physician ; and, a f te r  co n tac tin g  

him, th e  p a tie n t dec ides whether or n e t to  follow  h is  advice. Both de­

c is io n s  a re  mo doubt e a s ie r  t e  make when th e  person has an acute d isease  

w ith c le a r ly  defined  symptoms than  whom he i s  su ffe r in g  from a chronic 

d ise a s e .

S p e c ia lisa tio n

One o f  the  most im portant fa c to rs  in fluencing  the  physic ian - 

p a tie n t re la tio n s h ip  and the  h e a lth  care  in d u stry  in  general i s  th a t  o f  

s p e c ia l is a t io n , #*ieh i s  a so c ia l  environm ental s t r e s s .  Chronic d isease  

and s p e c ia lis a t io n  have an h is to r ic  r e la tio n s h ip  in  th a t  the  increased  

prevalence o f chronic d iseases  i s  one o f  the  fa c to rs  resp o n sib le  fo r  in ­

creasing s p e c ia l is a t io n .

As Monks has emphasised, s p e c ia lis a t io n  i s  not new. In  1919, 

the  American Medical A ssocia tion  policy-making body, th e  House o f  Dele­

g a te s , recognised a s p e c ia l i s t  as concep tually  and fu n c tio n a lly  d if fe re n t  

from a # enera l p ra c t i t io n e r  (Menke, 1970, p. 964). In  a d d itio n , Stevens
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&iv#« a thorough and d e ta ile d  treatm ent o f  the  h is to ry  o f  a p e c ia li ra tio n  

her book American Medicine and the  Public I n te r e s t  (1971).

However, general p ra c t i t io n e r s  have been declin ing  more and more 

ra p id ly  in  recen t y e a rs , both p ro p o rtio n a lly  and ab so lu te ly . In  1928, 74 

per cen t o f  physicians in d ica ted  they  were engaged in  general p ra c tic e ; 

the  rem aining 26 per cen t were almost equally  d iv ided  between those who 

regarded them selves a s  f u l l  or p a rt-tim e  s p e c ia l i s t s  (Henke, 1970, p. 944). 

White reco rds th e  percentage o f  general p ra c t i t io n e r s  in  1931 as 71 per 

cen t and notes th a t  in  1962, only 27 per cen t o f  a l l  physicians were gen­

e ra l  p ra c t i t io n e r s  (1964, p. 333). Although th e  nuW»er o f  physicians 

increased  26 per cen t between 1949 and 1962, genera l p ra c t i t io n e rs  de­

creased  24 per cen t (Henke, 1970, p. 944). In  a d d itio n , Knowles adds th e  

s a r t l in g  fa c t  th a t  one study ind ica ted  only  2 per cen t o f  today* s m edical 

school g raduates a c tu a lly  e n te r  general p ra c tic e  (1969, p. 86).

Weisfcotten (1960, p . 1080) has spent much time in  eva lua ting  th e  

tren d s  toward s p e c ia l is a t io n ,  by analysing  m edical school g raduates from 

1915 to  I950. His fin d in g s  a re  noted below*

Year Graduation G.P* G.P. w ith  sp e c ia lty  S pec ia lty  only

1915 22.7% 36.02 41.'%
1920 24.0% 40.7% 35.3%
1925 25.2% 40.7% 34.1%
1930 31.6% 38.0% 30.4%
1935 23.2% 20.5% 56.3%
1940 21.1% 14.1% 64.8%
1945 19.1% 5.9% 75.0%
1950 24.6% 7.3% 68.1%

He a lso  notes th a t  the  decision  to  sp e c ia lis e  i s  made e i th e r  while 

in  medical school (34.4 per c en t)  or during the  in te rn sh ip  (35.8 per c en t)  

(W eiskotten, 1960, p . 1080). This find ing  i s  c o n s is te n t w ith the  more r e ­

cen t s tu d ie s  o f Wasserman (1969) and Haggerty (1963). Thus, medical
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schools» whoso Job i t  i s  to  provide th s  studen t not only w ith  medical know­

ledge but a lso  w ith h is  ro le  model» a re  la rg e ly  resp o n sib le  fo r the  lack 

o f general p ra c titio n e rs»

Haggerty no tes sev era l reasons fo r  th i s  increased  sp e c ia liz a tio n  

a t  the  medical school level»  He c i t e s  the  problem of in c reas in g  amounts 

o f knowledge req u ired  fo r  the  general p ra c titio n e r*  However» he be lieves 

th a t  one o f the  most im portant fa c to rs  i s  the  lack  o f general p ra c tit io n e rs  

on the  fa c u lty  o f  m edical schools to  provide a ro le  model fo r  students* 

Therefore» m edical schools do not dem onstrate what the  fam ily  physician 

can do b e t te r  than  th e  s p e c ia lis t»  The general p ra c t i t io n e r  i s  a ways 

perceived as "sseomd b e s t"  (Haggerty» 1963).

In  ad d itio n  to  these  reasons» which a re  based in  the  edu ra tional 

system , Stevens no tes seme o th er s o c ie ta l  reasons» She c i t e s  the d e fea t 

o f the  Wagner-Murray-Dingell b i l l s  in  th e  1940*s as e lim in a tin g  t l e  possi­

b i l i t y  o f  public  support: o f  the genera l p ra c t it io n e r  through a h e a lth  se r­

v ice  payment scheme* The c re a tio n  o f  sp e c ia lty  boards and the  lack o f 

c re a tio n  o f a p ro fess io n a l American Medical A ssociation-connected board 

fo r general p ra c tic e  u n t i l  l a t e r  years caused even more p ro fess io n a l con­

fusion and dichotomy* In  addition» during World War 11» th e  wartime c la s ­

s i f ic a t io n s  o f physic ians put a premium on s p e c ia l i s ts  (S tevens, 1971)* 

Added to  th ese  fa c to rs  was th e  change in  the s t a te  o f th s  know­

ledge o f  m edicine. S p e c ia liz a tio n  i s  popularly  regarded as an outgrowth 

o f the  ex tensien  o f  m edical knowledge combined w ith the  p h y s ic ia n 's  d e s ire  

to  become p re f ie ie n t  in  a sp e c ia l f ie ld »  However, the  concept of spe­

c ia l iz a t io n  in  o rder to  deal w ith in creas in g  amounts o f  knowledge was 

superimposed on a p ro fessio n  th a t  was designed to  produce one general phy­

sic ian»  From the  tim e o f  the  Flexner re p o rt o f  1910 u n t i l  the 1960 's ,
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g c n « ra lim  was eonctiv«4 as a foundation on which s p e c ia l i s t  experience 

would be b u ilt*  vs la te  as 1% 0, the  Cosssission on Graduate Education 

re in fo rced  th i s  r meept o f  the general p ra c t i t io n e r  by suggesting i 

"There should bo no fundaaoatal d iffe re n c e  between the  in te rn sh ip  o ffered  

to  the nan going in to  general p ra c tic e  and the  in te rn sh ip  fo r  the  man who 

plans CO tak e  a residency  in  o rder to  prepare him self fo r  one o f  the  spe­

c ia l t ie s # "  The im p lica tio n  o f th i s  th eo ry  on medical education  th a t a 

physician was f i r s t  a g e n e ra lis t  then  a s p e c ia l i s t  was th a t  i t  became ac­

cepted th a t  the  g in c r a l i s t  req u ired  le s s  t ra in in g  and was thus im p lic it ly  

le s s  im portant and le s s  competent th an  th e  sp e c ia lis t*  Medical studen ts 

in  the la te  1940*s in c reas in g ly  ob tained  th e  im pression th a t  general prac­

t ic e  was "what th<- s p e c ia l i s t s  d iscarded*" The dilemma o f  the  general 

p ra c t i t io n e r ,  th en , should not bo viewed as merely a q uestion  o f  the 

changing con ten t o f  h is  p ra c tic e , o r  o f  general increase  o f knowledge in  

m edicine; i t  i s  a lso  a so c ia l  process and p a rt o f the  ever p resen t p o l i t ­

ic a l  processes o f  p ro fo ss io n a liz a tio n  (Stovens, 1971, p* 295)*

G ilb e rt o f fe rs  another view o f  the  fa lla c y  involved in  regarding 

s p e c ia lis a t io n  as merely an outgrowth o f  increasing  medical knowledge :

A few years ago th e  education o f  a physician  as a Junior s c ie n t is t  
may have been defended on the  grounds th a t  we had to  pound a l l  of 
those f a c ts  in to  h is  bead in  a very sh o rt period o f  time* The human 
b ra in  was regarded as a poorly designed s tru c tu re  incapable o f  s to rin g  
a l l  th e  medical fa c ts  appearing in  th e  tons o f  m edical jou rnals  pub­
lish ed  every year* We fragmented medicine in to  s p e c ia l t ie s  and sub­
s p e c ia l t ie s  la rg e ly  because o f  what many regarded as a gross e rro r  in  
b ra in  design# The t r u th  i s  th a t  the  human b ra in  i s  q u ite  a remarkable 
s t ru c tu re , c lev e r enough to  provide i t s  owner w ith  books, and more 
re c e n tly  com puters, as storehouses o f  knowledge* The physician then  
is  freed  to  func tion  as a s c ie n t i f i c  humanist to  c re a t iv e ly  analyse 
the  b io lo g ic a l maladjustment resp o n sib le  fo r h is  p a t i e n t 's  disease*
The physic ian  must be prepared to  combat the  cause o f  d isease  whether 
i t  l i e s  in  h is  p a t i e n t 's  environm ent, h is  so c ie ty , o r w ith in  him self 
(G ilb e r t , 1969, p* 358)*

D espite these  in s ig h ts , sp e c ia liz a tio n  has in c reased , perhaps not



14

only boenuno o f  incroaoln* kmawl#4go nod p ro fe ss lo n n lisn tlo i>  but nl«o 

bocnunt o f  thn  problnnn o f  do livn ry  o f  hnnlth  c a re ;  the  problem# o f medi­

c a l school currleulum t and th e  problems involved in  p ra c tic in g  in  an u r­

banized, over-popu la ted , tech n o lo g ica l society*

In  a d d itio n  to  th e  fa c to rs  noted above, Wasserman e t  a l » have ex­

amined p e rso n a lity  fe a tu re s  o f  medical stiidents th a t  seem to  predispose 

a student toward a medical s p e c ia l i ty .  They note th a t  s tuden ts  ra ted  as 

"isolate** made th e i r  work cho ices w ith in  a narrower range, and p referred  

tech n iq u e-o rien ted  s p e c ia l t ie s  to  person-orien ted  ones, while those ra te d  

as n o n -iso la te s  tended to  choose a medics 1 area  w ith  more personal con tact 

w ith  p a t ie n ts .  He observes th a t  th i s  seems to  be a function  o f  the medi­

c a l  school process I th e  percentage o f  freshman stu d en ts  choosing general 

p rac tic e  was 42 per c e n t. T his dropped to  19 per cent by th e  sen io r year 

(Wasserman e t  a l» , 1949)»

The e f fe c t  o f  s p e c ia l iz a t io n  on the  f i e ld  o f medicine i s  mainly 

th a t  o f com partm entalizat ion» S p e c ia liz a tio n  a lso  encourages w ith in - 

p ro fession  c o n f l ic t s ,  since  th e  boundaries between s p e c ia l t ie s  are  not 

c lear»  S p e c ia lisa tio n  p a r t ic u la r ly  a f f e c ts  the  general p ra c tit io n e r  in  

t h i s  reg a rd , fo r  he i s  supposedly resp o n sib le  fo r  a l l  a reas o f  a person, 

which c o n f l ic t s  w ith the  in d iv id u a l sp e c ia lis ts*  area» The general prac­

t i t i o n e r  i s  a lso  caught in  what Henke r e fe r s  to  as a " q u a lity  t ra p " , which 

r e s u l ts  from physicians s e t t in g  th e i r  own standards unreasonably high to  

r e s t r i c t  genera l p rac titio n m rs in  as many ways as possib le  (1970, p» 945)» 

In a d d itio n , th e  h o sp ita l connections o f  a general p ra c t i t io n e r  o ften  pose 

a problem, e sp e c ia lly  in  view o f  the  s p e c ia l i s t s  on the  s t a f f  who can fin d  

no place fo r  th e  general p ra c titio n e r»

S p e c ia liz a tio n  a lso  c re a te s  problems fo r  th e  p h y sic ian -p a tien t
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rclA tionsblp*  With th*  growth o f  « p o e iA lito tio n , th s  t r a d i t io n a l  p h y  

a ic ia o -p a tie n t  ro la tio n a h lp  i s  sav sre ly  m odifiod. Tho aain tcnanea o f the  

r e la tio n s h ip  i s  made d i f f i e u l t  met only beeamse the  p a tie n t i s  segmented 

by sp e c ia lis a t io n  bu t a lso  by v ir tu e  o f  th e  s p e c i a l i s t 's  Increasing  d i f f i ­

c u lty  in  assuming con tinu ing  re s p o n s ib i l i ty  fo r  t r e a tin g  the  whole p a tie n t ,  

which i s  regarded as e s s e n t ia l  to  th e  t r a d i t io n a l  p h y s ic ia n -p a tien t r e la ­

tionsh ip#  In  a d d itio n , Nenke has pointed o u t th a t  in  p ra e tie e  th e  spe­

c i a l i s t  does not e s ta b l is h  th e  c lo se  re la t io n s h ip  w ith th e  p a tie n t th a t  

c h a ra c te r ise s  the  id e a l  o f  th e  fam ily physic ian  (1970, p. 945). One r e a -  

ion  fo r th is  might be Wasserman* s o b se rv a tio n  th a t  the  s p e c ia l i s t  may have 

chosen h is  f ie ld  because he does not want to  work c lo se ly  w ith h is  pa­

t i e n t s  (1969).

In  a d isse n tin g  op in ion  on th i s  s u b je c t ,  Hudson says th a t  a per­

sonal physic ian  i s  not n e c e ssa r ily  a kind o f  p ra c tic e , but i s  a concept o f  

a type o f  re la tio n s h ip  between a p a tie n t and a physic ian . He concludes 

however, th a t  i t  i s  more d i f f i c u l t  but no t im possib le , fo r  a s p e c ia l i s t  

to  develop an em pathetic re la tio n s h ip  w ith  th e  p a tie n t . He adds th a t  i t  

i s  un fo rtunate  th a t  th e  p a tie n t  should f e e l  th a t  he faces the  a l te rn a t iv e  

o f  choosing between an "understanding** d o c to r and a competent one. He 

holds fu r th e r  th a t  m edical schools w il l  supply  whatever type o f  physic ian  

the public  demands and u t i l i z e s  (Hudson, 1968).

The preblem may not l i e  in  sp e c ia liz a t io n  as such, but r a th e r  in 

two o th e r fa c to rs . One i s  th e  way the  pub lic  u t i l i z e s  th e  cu rren t system 

o f medical ca re ; the  second i s  the  general philosoph c a l  problem o f spe­

c i a l i s t s  versus g e n e ra l is ts .

Thr system as i t  i s  p resen tly  designed , o r as i t  p re sen tly  oper­

a te s ,  provides an i n i t i a l  po in t o f  con tac t fo r  p a tie n ts  by means o f a
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general p ra c titio n e r*  The genera l p ra c t i t io n e r  ia  concep tualised  as the 

gatekeeper to  th e  oom plesitiea  o f  the r e s t  o f  the  medical care  system* 

However, White quotes a study o f  physicians* p ra c tic e s  th a t in d ic a te s  the 

bulk o f a s p e c i a l i s t 's  p ra c tic e  i s  s e l f - r e f e r r e d ;  th a t  i s ,  the  p a tie n t 

has decided h im self to  co n su lt a sp e c ia lis t*  P a tie n ts  re fe rre d  from o ther 

physicians c o n s t i tu te  only  12 per cent o f  p ed ia tric ian s*  p ra c tic e s  and 23 

per cent o f  in te rn is ts* *  The p a tien t i s  th e re fo re  choosing to  "by-pass" 

th e  gatekeeper and i s  decid ing  not only th a t  he needs a s p e c ia l i s t ,  but 

he i s  a lso  deciding which type he needs* White fu r th e r  su b s ta n tia te s  th is  

by quoting another study which showed th a t  the  type o f p rac tice  o f  a gen­

e ra l  p ra c t i t io n e r  and a s p e c ia l i s t  were very  s im ila r . The s p e c ia l i s ts  

( in te r n is ts  and p e d ia tr ic ia n s )  were spending a t  le a s t  h a lf  o f  th e i r  time 

being the  primary physic ian  fo r  p a tie n ts  (White, 1966). Blanchard suggests 

th a t  physicians o th e r than  general p ra c t i t io n e r s  may function  as th e  p r i­

mary physician fo r  a fam ily , since they  seen to  be taking over many o f the 

general p r a c t i t io n e r 's  functions* He fu r th e r  suggests th a t  the  term "spe­

c i a l i s t "  be changed to  be more in  lin e  w ith  h is  function  and suggests they 

be known as "consu ltan ts*" The consu ltan t i s  problem -oriented and does 

not place h im self above th e  general p ra c t i t io n e r  in  s k i l l s ,  but next to  

him* The genera l p ra c t i t io n e r  i s  person-orien ted  and i s  resp o n sib le  fo r 

coord inating  th e  care  o f  a family* As a r e s u l t  o f  th is  r o le ,  the  family 

physician develops a con tinu ing  re la tio n s h ip  w ith the  patien t*  Blanchard 

s tre s s e s  th a t  th e  p a tie n t needs both types o f  physicians fo r q u a li ty  care 

(Blanchard, 1970, p* 1206)*

There i s  ineone lu siv s data  on th e  number o f  people who u t i l i z e  

s p e c ia l i s t s  as  th e i r  prim ary physician* The follow ing i s  known# th ere  

a rc  fewer general p ra c t i t io n e r s  (27 per c e n t, as noted befo re) than spe-
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c l a l i a t s i  and the  p ra c tle a s  o f  s p a c ia l i s ts  a re  becoming more a e l f -  

re fe r re d , prim ary c a re . From these f a c ts ,  i t  would seem a l ik e ly  in ­

ference th a t  more and mere people a re  tu rn in g  to  s p e c ia l i s ts  as  th e ir  

primary physician# A 1963 study done by N ational Opinion Research Cor­

po ra tion , however, in d ic a te s  th a t  only 14 per cen t o f the  sample se lec ted  

s p e c ia l is ts  fo r  th e i r  prim ary care  (Cahal, 1963)* U nfortunate ly , no in ­

form ation was given as to  th e  sample s ize  o r income level#  T his may be 

a phenomenon o f  th e  middle and upper c la s s e s  th a t  a re  b e t te r  ab le  to  

a ffo rd  s p e c ia l i s t  care# Another study examined th ree -g en e ra tio n  fam ilies 

and found th a t  o f  those who lad a physician  as a source o f  c a r e ,  most o f 

them u t i l iz e d  a general p ra c titio n e r#  However, the  youngest generation  

was much mere l ik e ly  to  have m ultip le  physicians than  th e i r  p a ren ts  or 

grandparents (Litman, 1971),

The second le v e l o f  influence i s  th e  ph ilo soph ical argument 

about the  m erits  o f a g e n e ra l is t  versus a s p e c ia l i s t .  This debate is  

occurring to  some degree in  almost every o th e r  f i e ld ,  so i t  i s  o f  no su r­

p rise  th a t  i t  i s  a lso  p resen t in  medicine# S p e c ia liz a tio n  may be vi* wed 

as equ iva len t to  in d u s try 's  d iv is io n  o f  labor# U nfortunately  no a tte n p t 

has been made to  develop persons who are  capable o f in te g ra tin g  these  

sp e c ia lty  areas# McAuley quotes P elleg rino  in  an eloquent statem ent about 

the  need fo r  in te g ra tio n  between sp e c ia lty  a re a s t

Though we may deprecate  sp e c ia liz a tio n  fo r  the  problems i t  may in tro ­
duce, i t s  growth i s  e s s e n t ia l  to  the  continued p rac tic e  o f  m edicine.
To the  ex ten t th a t  i t  dees f lo u r is h , th e re  i s  concomitant need fo r 
in te g ra tio n , in te rp re ta t io n  and g e n e ra lisa tio n . The v a lu e s , systems, 
methods and o rg an iza tio n  o f  medical education  and p ra c tic e  have adapted 
w ell to  needs o f  so c ie ty  fo r tra in in g  s p e c ia l i s t s ,  but have l e f t  la rg e ­
ly  unsolved the core l i a r y development o f  equal s ta tu re  fo r  the  in te ­
g ra tin g  function  o f  medicine# We now face the  task  o f  interw eaving 
the  b e n e f i ts  o f  s p e c ia liz a tio n  in to  general medical care# Neither the  
i n t e r n i s t ,  nor the  general p ra c t i t io n e r ,  as p resen tly  c o n s titu te d , are
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equipped te  p e rfo ra  op tim ally  th i s  in te g ra tin g  function* A new kind 
o f  g e n e ra lia t  ia  re q u ire d , not ju a t the in tro d u c tio n  o f  general p rac­
t i c e  in to  medical education  (McAuley, 1967, p , 1037).

Queatioaa ra ia e d  about the  im p liea tiona  o f  the  above quo tation  

and the  a l te rn a t iv e a  a v a ila b le  to  us a re  complex and d i f f i c u l t  to  solve*

One a lte rn a t iv e  ia  to  d iaregard  th e  concept o f  the  family physician  and 

embrace mechanised, dehumanized medicine* \n  a l te rn a t iv e  advocated mainly 

by non-physicians ia  to  s u b s ti tu te  someone e lse  as the  f i r s t  con tact fo r  

the  fam ily in to  the  medical care  system. A re c e n t move in  medicine ia  

implementing a th i r d  a l te r n a t iv e ,  the  c re a tio n  o f a new type o f  g e n e ra l is t .  

In e a r ly  1969 the  American Board o f  Family P ra c tice  was e s ta b lish e d , and 

m edicine 's tw en tie th  sp e c ia lty  was founded (W illa rd , 1966). Many view 

th is  as am e f f o r t  to  upgrade th e  n o n -sp ec ia lty  o f  general p ra c tic e ; o th e rs  

i n s i s t  i t  i s  a com pletely d if f e r e n t  concept and could serve as an a l t e r ­

n a tive  to  th e  problems o f  sp e c ia liz a tio n *

One o th e r a l te rn a t iv e  must be d iscu ssed , e sp e c ia lly  in  l ig h t  o f 

Hudson's view th a t  medical schools produce th e  types o f  physic ians people 

want and u t i l iz e *  This a l te rn a t iv e  recogn izes th e  p o s s ib i l i ty  th a t the  

warm t r a d i t io n a l  r e la tio n s h ip  between th e  fam ily  physician and che p a tie n t 

may no longer be desired* I t  may be th a t  th e  p a tie n t views competency and 

warmth as m utually  incom patible and p re fe rr in g  competency to  warmth, seeks 

a s p e c ia l i s t  to  care  fo r him* This i s  supported by the 1963 survey con­

ducted by N ational Opinion Research C orporation to  determ ine the image o f  

the  general p ra c titio n e r*  They found th a t  people are  p rim arily  in te re s te d  

in  the  competency o f  th e i r  physic ian , not in  h is  r e la tio n s h ip  to  h is  pa­

t ie n t s  (Cahal, 1963).

The con ten tion  :h a t p a tie n ts  would fe e l  lo s t  w ithout a primary 

physician serv ing  as a h e a lth  coo rd ina to r may not be f e l t  by the p a tie n t
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a# Buch as by th s  h ea lth  p re fe s s le n a l (E lk in to n , 1969} Murray, 1956). The 

c lic h e  **when 1 am v e il  X want a  general p r a e t i t i c n e r  and when 1 am sick  I 

want th e  b e st specialist** ( JàMft E d ito r ia l ,  1970, p. 862) nay provide a 

clue  to  a new understanding o f  patien ts*  a t t i tu d e s  and u t i l i z a t io n  o f  gen­

e ra l  p ra c t i t io n e r s  and s p e c ia l i s t s .

The e f f e c t  e f  th e  phenenensn o f s p e c ia l iz a t io n  on th e  physic ian- 

p a tie n t r e la tio n s h ip  i s  s ta g g e rin g . S p e c ia liz a tio n  a l t e r s  the  ro le  o f  

both the  xAysician and th e  p a t ie n t ,  d iv id ing  bo th  o f  them in to  various 

segments o f  in te r e s t .  S p e c ia liz a tio n  would th u s  seem to  c o n tra d ic t the  

importance o f  the  warm personal p h y sic ia n -p a tien t r e la t io n s h ip .

Manpower Development

Determ ination o f  th e  need fo r  v a rious h ea lth  personnel i s  the  

issu e  a t  th e  h eart o f the  whole manpower development a re a . Determ ination 

o f need i s  never easy , but when c le a r  in d ic a to rs  a re  ab sen t, th e  ta sk  i s  

even more d i f f i c u l t .  In d ic a to rs  p resen tly  used commonly involve some id ea l 

de term ination  o f  numbers o r  a comparison o f  number o f  h e a lth  p ro fess io n a ls  

to  a popu lation  base. However, as Knowles aas suggested , th e  question  o f 

manpower i s  much mere complex than  the  numbsr o f  physicians per population . 

I t  i s  an issu e  th a t  invo lves the  type o f p h rs ic ia n i a n a ly s is  o f  s o c ia l ,  

p sycho log ica l, c u l tu r a l ,  and economic re a s o is  fo r e n try  o r lack  o f  i t  in to  

a c e r ta in  f ie ld #  en try  o f  women and ra c ia l m inority groups, tr a in in g  ca­

p ac ity  and c o s t o f th e  m edical education syttem# th e  p ro d u c tiv ity  o f  phy­

s ic ia n s ,  and the  type o f  u t i l i s a t i o n  by th e  p a tie n t (Knowles, 1969).

One c e n tra l is su e  i s  th a t  oX the  n^ed fo r  physic ians. Fahs pro­

poses a model fo r concep tua lly  view iig the  manpower problem as one o f mal­

d is t r ib u t io n  o f  physicians (1971)} Somers, lowever, makes a strong  case
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fo r «n a c tu a l numerical shortage o f  phyaiciana (1971, p. 6 ) . Knowles ob- 

aervea th a t th e  increase  in  a c tiv e  phyaiciana between 1955 and 1965 was 

22 per c en t, which exceeded a 17 per cen t growth in  population* He a lso  

notes th a t  p ro d u c tiv ity  o f  phyaiciana increased  even more* However, the  

demand for physician*a se rv ice s  have a lso  in c reased , due to  population  

growth, age-aex d is t r ib u t io n ,  education , and in c reas in g  demand fo r medi­

c a l  care  (Knowles, 1969, p* 85)*

Physicians a re  not the  only h e a lth  personnel showing an increase* 

Eoiployment in  th e  h e a lth  p ro fessions ro se  5)*5 per cent between 1950 and 

1960 as compared w ith 11*4 per cent increase  in  the  to ta l  labo r force 

and a t o ta l  population  in c rease  o f  18*5 per cent* In 1950, o f  the  t o t a l  

h e a lth  manpower p œ l ,  13*48 per cent were pnysic ians (inc lud ing  M*D**s and 

D*0**s)« In  1960 th is  had dropped to  10*93 per cen t and i t  i s  estim ated 

th a t  in  1970 the  percentage o f physicians w il l  drop to  8*14 per cent 

(Knowles, 1969, p* 86)* The same tren d s have been noted by K issick  (1968) 

and James (1967)*

The increase  in  non-physician manpower i s  not lim ited  to  c u rre n t­

ly  e s ta b lish e d  ca tegories*  "H ealth C areers Guidebook" l i s t s  over 200 

c a re e rs  in  i t s  re p o r t ,  the  m ajo rity  o f which have been c rea ted  since World 

War 11 (K iss ick , 1968, p* 24)* In  1968, Hale noted the  ex is tence  o f  73 

d if fe re n t  c le a r ly -d e f in e d  param edical job s p e c ia l t ie s  w ith in  a h o sp ita l 

s e t t in g  (H ale, 1968, p* 87 ).

Thus, the  manpower issu e  i s  r e a l ly  an ex tension  o f the  phenomenon 

o f sp e c ia lisa tio n *  These param edical p ro fe ts io n a ls  have c le a rly -d es ig n a ted  

jo b s, many o f  which a re  intended to  take sose ro u tin e  r e s p o n s ib i l i t ie s  

away from physic ians, enab ling  the  physician  to  see more p a tie n ts  and de­

l iv e r  higher q u a lity  o f  care  to  h is  p a tien ts*  This recognizes the  fa c t
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th a t  th# phyaielan  perform# many ta#k# o f  a ro u tin e  nature  th a t  leaco r 

tra in e d  pereonnel could do e f f e c t iv e ly  and a t  Icaa c o a t. Thia again  ia  

a r e i t e r a t io n  o f  th e  d iv ia io n  o f  labor concept, where each nan*a tra in in g  

matchea h ie  Job function* Manpower a p e c ia lix a tio n  has led  to  th e  develop­

ment o f the  team approach to  m edicine, which ia  based on the  auppoaition 

th a t  comprehensive, continuing  care  ia  beat d e liv e red  by a team. In  a l l  

c ase s , however, th e  physic ian  has re ta in e d  u ltim a te  r e s p o n s ib i l i ty  fo r 

the  p a tie n t and fo r  the  a l l i e d  h e a lth  p ro fe s s io n a ls .

K issick has noted th a t  th e re  are  a l te rn a t iv e  ways to  avoid 

wasting manpower besides c re a tin g  endless job c a te g o rie s . He no tes the 

importance o f  matching tra in in g  w ith  the  le v e l o f  s k i l l  re q u ire d , o f 

matching tech n o lo g ica l s k i l l s  to  jo b s, and c re a tin g  more o p p o rtu n itie s  

fo r  ca ree r  m o b ility  (K issick , 1968, p. 29).

The o th e r  function  to  be considered i s  the  e f fe c t  o f  manpower 

development upon th e  p a tie n t ,  both  in  the a rea  o f  te c h n ic a lly  competent 

care and in  the  a rea  o f the  p h y s ic ia n -p a tien t r e la t io n s h ip . Many stu d ies  

conclude th a t  p a tie n ts  are  s a t i s f ie d  w ith th e  care  they received  from 

a l l ie d  h e a lth  p ro fe s s io n a ls . There i s  even some in d ic a tio n  th a t  the  care 

they rece iv e  may be su p e rio r, e sp e c ia lly  in  th e  area o f chronic d isease  

management. Lewis and Besnik have experimented w ith n u rse -c lin ic s  fo r 

those w ith chron ic  d ise a se s . P a tie n t acceptance was high and the  q u a lity  

o f c a re , as evaluated  by p h y sic ian s, was a lso  very high. Nurses were 

even given th e  re s p o n s ib i l i ty  to  change th e  medical regimen o f  the  pa­

t ie n t  when necessa ry , w ith in  c e r ta in  l im its .  Lewis and Resnik suggest 

th a t  the  c h ro n ic a lly  i l l  need more time than  th e  physician has to  give 

and yet do not noed the s k i l l#  o f  a physician  fo r  most o f th e i r  c a re .

They found s t a t i s t i c a l l y  s ig n if ic a n t  d iffe re n c e s  in  outcome in  term s of
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reduction  o f d lM b l l l ty  and r e la t iv e  decreases in  discom fort and d is s a t is ­

fa c tio n  (Lewis L Resnik, 1967; Lewis, e t  a l », 1969). Runyan has a lso  

worked w ith nu rses tre a tin g  th e  c h ro n ic a lly  i l l  and re p o rts  p o s itiv e  out­

comes, not on ly  in  terms o f  p a tie n t  re a c tio n , but a lso  in  terms o f  cost 

and e ff ic ie n c y  (1970, p. 476). Rogers has described  s la rg e ly  non-physi­

c ian  d e liv e ry  system to  t r e a t  a low-ineome group (1968); and Fink, in  

describ ing  u t i l i s a t i o n  o f a nurse as a management s p e c ia l is t  fo r  p e d ia tr ic  

c a re , re p o rts  h igh p a tie n t s a t is f a c t io n  and higher q u a lity  care  de livered  

to  those who had th e  nurse r a th e r  than  the  physic ian  as th e i r  manager 

(1969). S te ig e r  and Yates describe  a method o f o rg an iza tio n  o f  p a tie n t 

care  determined by the  p a t i e n t 's  needs. They recognize four types of 

care  needed by p a tie n ts  and th en  note what types o f  manpower might best 

be able  to  meet th e  p a t ie n t 's  needs. They found th a t  90 per cen t o f new 

p a tie n ts  need techno log ica l procedures th a t  could be applied  by a nurse. 

However, only one out o f f iv e  re tu rn in g  p a tie n ts  re q u ire  th is  type of 

c a re . They suggest a team approach based on the  needs o f the  p a tie n t 

matched to  the  s k i l l s  o f a p rov ider (S te ig e r & Y ates, 1969).

Coye and Hansen have explored ta sk s  th a t  physicians would allow 

paramedical p ro fess io n a ls  to  do. The r e s u l t s  o f  t h i s  survey were s ta r ­

t l in g  in  th a t  physicians in  t h i s  sample were opposed to  personnel without 

a f u l l  medical education g iv ing  ro u tin e  a n e s th e tic s , carry ing  out uncom­

p lic a te d  d e l iv e r ie s ,  performing po rtio n s o f  the  physical exam, doing many 

emergency room procedures, and executing o th e r f a i r l y  te c h n ic a l jobs. In  

c o n tra s t , however, they were in  favor o f  allow ing th is  person to  take a 

medical h is to ry , which, the  au tho rs n o te , has long been regarded by medi­

c a l educators as one o f the most demanding asp ec ts  o f the  p h y s ic ia n 's  

job and considerab ly  more im portant than the physical exam in  e s ta b lish in g
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a d iagnoait and a plan fo r  t r a a ta a n t  (Coya & Hanaen* 1969).

Manpower devslopsant w il l  probably remain a a ig n if ic a n t in te r e s t  

fo r  many y e a rs , a s  th i s  seams to  be regarded as an acceptable method o f 

reducing c o s ts  f a r  d e l i /e ry  o f  h e a lth  c a re . The s tu d ie s  noted above im­

ply  th a t  p a tie n t acceptance o f  v a rious paramedical p ro fessio n a ls  i s  g re a t­

e r  than  p t^ s ic ia n  accep tance. The im p lica tion  o f  t h i s  fo r  the p hysic ian - 

p a tie n t re la tio n s h ip  may be th a t  th e  p a tie n t needs to  r e la te  to  someone 

who i s  sym pathetic and competent w ith in  a given a re a , but who i s  not nec­

e s s a r i ly  a p h ysic ian . Or i t  may be th a t  the p a tie n t r e la te s  not to  ju s t  

one point o f  c o n ta c t, but to  many personnel w ith in  the  system. In l ig h t  

o f  increasing  s p e c ia lis a t io n  and manpower tre n d s , a more accurate  re p re ­

se n ta tio n  o f  th e  p h y s ic ia n -p a tien t re la tio n sh ip  might be a team -patien t 

r e la t io n s h ip . S p e c ia lisa tio n  and manpower development th e re fo re  a f f e c t  

the  p h y sic ian -p a tien t re la t io n s h ip  by a l te r in g  who th e  p a tie n t r e l a te s  to i  

ra th e r  than a s in g le  physic ian , he r e la te s  to  se v e ra l physicians o r to  a 

te a s  o f  h e a lth  ca re  p ro fe s s io n a ls . In  a d d itio n , th e  p a tie n t r e la te s  to  

them, not as  a whole person, but as a s e r ie s  o f  sep ara te  systems.

As w ith  s p e c ia l i s a t ie n ,  th e  u ltim ate  impact o f  manpower develop­

ment i s  to  undermine the  t r a d i t io n a l  p h y sic ian -p a tien t re la tio n sh ip  which 

i s  regarded as a c lo se  personal re la tio n s h ip  w ith  one physician .



CHAPTER 111 

THE PARTICIPANTS IN THE ECOSYSTEM 

Th* P a tien t

Th* M d ie a l car* p ro f*stion«l»  •yabolized  by the  physician* 

g*n* rslly  view# th* p a tl* n t as one who i s  s ick  and seeks r e l i e f  from 

h is  illn e ss*  Most p a tte rn s  o f  medical care  o rgan iza tions are d e livered  

in  a p a tien t-cen te red  swdel—one th a t  arranges a l l  i t s  serv ices around 

th e  sick  patien t*

Many a r t i c l e s  have been w ritte n  by physicians on what the  pa­

t i e n t  r e a l ly  needs ( JAMA E d ito ria l*  1969* p* 788)* Other a r t i c l e s  con­

cern  problems w ith the p a tie n t—"Whatever Became o f the  Old-Fashioned 

P a tien t?"  i s  not only the t i t l e  o f  an a r t i c l e  by a physician (Hudson* 

1968)1 but IS a lso  the cry  o f  many physicians today*

The p a tien t-cen te red  model of care* as w ell as the bemoaning of 

th e  "old-fashioned p a tien t* "  view the person as a p a tie n t only a f t e r  he 

i s  w ith in  the  medical care system . However* o th e r s tu d ies  by more socio­

lo g ic a lly  o rien ted  w rite rs  in d ic a te  th a t to  view a person as a p a tie n t 

once he i s  in  con tac t w ith the  medical care  system i s  to  view him as the 

t i p  o f an iceberg* The appearance o f the person in  the  p h y sic ian 's  o f f ic e  

i s  the  climax o f much h ea lth  behavior th a t  has preceded th a t appearance 

and i s  the  beginning o f  the behavior th a t w ill  follow  the con tact w ith  

th e  physician*

24
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The p a tie n t i s  vimrad by Whit# as a more re le v an t primary u n it 

o f  oba*rvatien  than  th e  d iaeaae , th e  v i s i t  to  the  physic ian , or th e  pos­

s ib le  admission to  th s  h o sp ita l (1961)*

In c reas in g ly , the  l i t e r a tu r e  co n ta in s s tu d ie s  designed to  ver fy  

th e  process by which persons perceive some d istu rbance  in  th e i r  sense f  

w ell-be ing , decide to  seek care  and from which source, and decide whet ler 

o r  not to  cooperate w ith  th e i r  h e a lth  advisor* A vailab le  d a ta , which are 

suem ari;ed below, in d ic a te  th a t  p a tie n ts  c o n tro l th e  decision-m aking 

process w ith re sp e e t not only to  seeking help  but a lso  to  accep ting  and 

u t i l i s in g  medical c a re .

One o f  th e  most widely quoted models o f  p a tie n t behavior i s  th a t  

o f T a leo tt Parsons, who d esc rib es  four sp e c if ic  fe a tu re s  o f  the  s ic k  per­

son* The f i r s t  s t a te  i s  th a t  th e  person recogn izes h is  in cap ac ity  as be­

yond h is  powers to  overcome* This enables him to  escape re s p o n s ib i l i ty  

fo r h is  s ta te  and o b lig es  him to  seek th e ra p eu tic  help* The second fea­

tu re  i s  th a t th e  in ca p ac ity  exempts th e  person from h is  normal s o c ia l  

ro les*  The th i r d  i s  t h a t ,  although i l ln e s s  i s  le g it im a te , i t  i s  undesir­

a b le , and the p a tie n t  must d e s ire  to  ge t w ell and cooperate w ith  therapy* 

Parson* s a s t  fe a tu re  i s  th a t  th e  s ick  person has an o b lig a tio n  to  so#k 

competent help and to  cooperate w ith  t h i s  he lp  in  an e f f o r t  to  ge t we 1 

and resume h is  normal ro le  re la tio n sh ip s  (Parsons in  Jaeo, 1972, p* 107)* 

s ig n if ic a n t  as these  c r i t e r i a  a re ,  they  neg lec t what may be the  

most c ru c ia l s tag e—th e  percep tion  o f  th e  problem as an incapacity* In 

s ta r t in g  with th e  person having a lready  acknowledged the  ex is tence  o f  the 

in cap ac ity , the  whole area  o f th e  process o f  percep tion  as r e la te d  to  the 

person and h is  fam ily  and c u l tu r a l  s i tu a t io n  i s  ignored* The problem o f 

defin ing  d isease  and h e a lth  on an a b s tra c t le v e l a re  a lso  encountered on
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an in d iv id u a l l e v a i« A fter ex tensive  documentation. White found th a t  in  

an average month, fo r  every 1000 a d u lts ,  750 experienced what they  recog­

n ize  and r e c a l l  as an episode o f  i l l n e s s  or injury* Of th e s e , only 250 

consu lted  a physic ian  (White, 1961, p* 890)* DiCicco found th a t  the con­

cep t o f h ea lth  in  an o ld er population  was equated w ith  a b i l i ty  to  be ac­

t iv e  (1958)* The problem o f d e f in i t io n  o f  d ise a se , as Apple rep o rte d , 

has im portant im p lica tio n s  fo r  th e  p h y sic ian -p a tien t r e la t io n s h ip , espe­

c ia l l y  in  view o f  th e  increas ing  p roportion  o f  chronic d isease  (Apple, 

I960)* This personal percep tion  o f  d ise a se , reg a rd le ss  o f whether i t  i s  

o b je c tiv e ly  a c c u ra te , w il l  help  determ ine the  p e rso n 's  behavior* Mechanic 

has l i s te d  some fa c to rs  th a t  in fluence  a p erson 's  percep tion  o f a problem 

as in cap ac ita tin g *  These include th e  amount and recurrence o f the  problem; 

the  v i s i b i l i t y  o f  th e  aberrance; the  ex ten t to  which the pe rson 's  normal 

so c ia l  ro le s  a re  d is ru p te d ; the  c u l tu ra l  to le rance  fo r deviant in d ic a tio n s ; 

the  c u ltu ra l  issum ptions made about a b e rra tio n s ; the  a v a i la b i l i ty  o f  t r e a t ­

ment# and the  s o c ia l  c h a ra c te r is t ic s  o f  the  person (Mechanic, 1966, p.

242)* Borsky f i l l s  in  some gaps by noting  th a t  perception  o f  a problem 

as an i l ln e s s  depends not only on the  a v a i la b i l i ty  o f trea tm en t, but a lso  

on the  a t t i tu d e s  o f  the  person toward th a t  trea tsM nt, including h is  be­

l i e f  in  the personal b e n e f its  to  be derived  from examination (Borsky, 1966, 

p. 242)*

Behavior i s  constra ined  by the  expecta tions o f  the  so c ia l groups 

th a t  a re  s ig n if ic a n t  fo r the  person* Socio-economic s ta tu s  seems to  con­

s t i t u t e  one o f th e  most im portant sources o f d iffe ren c e s  o f behavior in  

so c ia l  and m edical areas* Almost a l l  the  s tu d ies  th a t  have been done show 

th a t  upper and lower socioeconomic groups have d if fe re n t  values and norms 

and vary in  t h e i r  u t i l i z a t io n  o f  h e a lth  se rv ices  and in  th e i r  h e a lth
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s ta tu s  (Suchman, 1965; Koos* 1954; Simmons, in  Jaco» 1958, pp« 107-113).

Ones th s  person has psrcsived  h is  d istu rbance  to  be a h ea lth  

problem and decides to  seek care  o u tsid e  h is  own re so u rce s , the  decision  

as to  what kind o f  care  he seeks must be made. The h e a lth  adv isor may be 

a neighbor, a pharm acist, a fam ily member, an H.D., a D.O., a ch iroprac­

to r ,  or any o th e r h e a lth  adv isor a v a ila b le  to  the  person. Koos* im portant 

conclusion in  evaluating  the  source o f care  the  p a tie n t sought was th a t 

p a tie n ts  o f te n  sought those who were c lo s e s t  to  them so c io lo g ic a lly , 

r a th e r  than  on the  b a s is  o f  medical need (Koos, 1954).

At t h i s  poin t the  p a t ie n t ,  having decided to  seek help  and from 

whom, then decides whether to  follow  the  advice o f  the  ad v iso r. Again, 

a whole range o f  fa c to rs  e x is t  th a t  in fluence  the  p e rso n 's  decision-m aking 

process in  th i s  a re a . S a tis fa c tio n  w ith  care  and a t t i tu d e s  toward phy­

s ic ia n s  have been c i te d  (Caplan, 1966; Reader, 1957); re c e n tly  however, 

th e  amount o f  se lf -d ia g n o s is  has been observed as im portant in  in fluencing  

th e  decision  to  follow  m edical advice (New Medical M ateria, 1963, p. 18).

From the  above i t  i s  obvious th a t  th e  problem becomes one o f 

determ ining the  r e la t iv e  importance o f fa c to rs  th a t  in fluence  h ea lth  be­

hav io r. C e rta in ly  the  fa c to rs  l i s t e d  above req u ire  more d e ta i l ,  but they  

do provide in s ig h t in to  a c o n f l ic t—th e  p a t ie n t 's  view o f th e  p a tien t and 

the  p h y sic ia n 's  view o f the  p a tie n t  may he se rio u s ly  d i f f e r e n t .  This has 

been documented q u ite  w ell by th e  many s tu d ie s  quoted by Stoeckle in  h is  

l i t e r a tu r e  review (1963).

The Physician

As i s  obvious from the  preceding d iscu ssio n  o f  the  d e f in i t io n  o f  

the  p a tie n t , th a t  id e n t i ty  i s  not Just "someone who i s  s ic k ."  Likewise,
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th# problem o f  d efin in g  the  phyeleien i s  a lso  no t solved by saying th a t  

he i s  **someone who tak e s  care  o f  th e  s ic k ."

The American physic ian  i s  g en e ra lly  a male who has had four years 

o f  undergraduate work, conmmmly in  a program th a t  emphasises sc ien c e | fou r 

years e f  graduate m edical work; one year o f  in te rn sh ip ; and from two to  

s ix  years o f  re s id en c y . In  a d d itio n , he has taken  th e  H ippocratic Oath 

and i s  licensed  to  p ra c tic e  in  one o r  more s t a te s .

This d e f in i t io n  d esc rib es only  the  average educational experience 

o f  th e  M.O. But t h i s  educa tional experience i s  a s trong  in fluence on the  

ph y sic ian , since the  s tu d ie s  noted prev iously  have shown th a t  the  major 

d ec is io n s  p e rta in in g  to  the  fu tu re  choice o f p ra c tic e  a re  made while in  

m edical school. I t  i s  a lso  during medical school th a t  studen ts a re  in i ­

t i a t e d  in to  th s  p h y s ic ia n 's  ro le  as i t s  values and re la te d  behavior be­

come e x p lic i t  to  him. Davis sums up the  ro le  ex p ec ta tio n  communicated to  

m edical s tuden ts as one in  which a physic ian  i s  expected to  show "some 

concern" fo r  h is  patiem t lA ile  he performs h is  p ro fess io n a l ta s k s . He 

should take a p a t i e n t 's  h is to ry , d iscu ss  the  p resen t i l l n e s s ,  give the  

p a tie n t  a  physical exam, and l a t e r ,  on th s  b a s is  o f  h is  inform ation , pre­

sen t seme d iagnosis and p re s c r ip tio n , provide some in f o n ^ t io n  and expla­

n a tio n , and give th e  p a tie n t  a c e r ta in  amount o f  reassurance  (David, 1968, 

p . 337).

Henke adds fu r th e r  co n sid era tio n s to  th e  concept o f  medical 

schools tra n s fe r r in g  th e  ro le  model o f  physicians to  s tu d e n ts . He remarks 

th a t  in  p a tie n t co n tac t in  medical school th e re  i s  no reason  to  consider 

the  f in a n c ia l s ta tu s  o f  the  p a t ie n t ,  to  sec%n- •  fee  or even to  determ ine 

whether the  se rv ice  i s  d e s ired  by th e  p a tie n t . T his i s  co n trasted  w ith  

the  previous method o f  t ra in in g  by ap p ren ticesh ip  where a student went
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w ith  # pkymieima fe ra  bovM to  houoo looenlng no t on ly  ra d ic a l  informa­

t io n ,  but alao  rathoda o f  p riv â t#  p rac tie#  a iou ltaneoualy  (Manke, 1971, 

p. 59 ). Tb# quaation  o f  tho  rolovanco o f  ra d ic a l  aehool curriculum  to  

m odieal p rae tio #  ia  ra ia o d  again  by Whit*, who challongoa the very  b a a lt  

o f  c l i n i c a l  programai

For many yoara i t  waa an unchallongod aaaumption th a t  phyaiciana a l -  
waya know what waa boat fo r  tha  people*a h e a lth . Whatever th e  o rig in #  
o f  th ia  a u th o r i ta r ia n  aaameption, i t  p reaurab ly  waa tranam itted  by the  
m edical achoela aa p a rt  o f  the  **image" o f  phyaiciana* Serioua quea- 
t io n a  cam be ra ia e d  about th e  na tu re  o f  the  average medical a tu d e n t'a  
experience , and per hapa th a t  o f  aora o f  h ia  c l in i c a l  teach e r# , w ith  
tha  aubatantive problem# o f  h a a lth  and d iaeaae in  th e  community. In  
g e n e ra l, th ia  experience muat be both  lim ite d  and unuaually  biaaed 
i f ,  in  a month only  0.0013 o f  the  "aick** adu lt#  o r 0.004 o f  th e  pa­
t ie n t#  i a  a cemmumity a re  re fe r re d  to  u n iv e ra ity  ra d ic a l  c en te r# .
The e lse  o f  th e  aample ia  o f  much lea# importance than  the fa c t  t h a t ,  
on th e  average, i t  ia  p re -ae lee ted  tw ice . Under aueh circum atancea, 
i t  would be d i f f i c u l t ,  i f  not im poaaible, fo r  thoae a t  m edical c en te r# , 
w ithout ap ee ia l e f f o r t# ,  to  o b ta in  v a lid  impreaaiona o f the  o v e r -a l l  
h e a lth  problem# e f  th e  community. M edical, nu ra ing , and o th e r a tu -  
den ta  o f  tha  h e a lth  p ro feaaien  cannot f a i l  to  rec e iv e  u n re a l ia t ie  im- 
preaaiona o f  m adicina 'a  taak  in  contemporary We a te rn  ao c ie ty  . . . 
(W hite, 1941, p . 991),

The function  o f  the  phyaician ia  much more than  th a t  o f  tak ing  

care  o f  th e  a ick . P a rriah  in d ica te#  th a t  in  the  o f f ic e  o f  a general prac­

t i t i o n e r  47 per cent o f  the  time ia  apent in  diagnoaing and t r e a t in g .  The 

r e a t  o f  the  time ia  d iv ided  between diapenaing h e a lth  Inform ation (17.2 

per c e n t) ,  adm in ia tra tion  d u tie a  (16.3 per c e n t) ,  p reventive medicine 

(10 .9  per c e n t) ,  and peraonal buaineaa (8 .6  per c e n t)  (P a rr ia h , e t  a l . , 

1967, p. 897). E ira r l  re in fo rce#  th ia  w ith  a concluaion to  hi# B r itia h  

atudy o f  the  r e a p o n a lb i l i t ie a  o f  phyaiciana;

Few outaide  the  p ro feaaien  r e a l is e  th e  degree o f preaaure the  work 
haai With me one to  de legate  to  and no aharing o f r e a p o n a ib il i ty , 
the  doctor haa to  make deciaiona every few minute# o f  the working 
day; theae deeiaiona a re  o fte n  baaed on lea#  than  complete evidence 
and thua are the  hardeat to  make fo r  co rre c tn e aa . Often th e  d e c i-  
a ion  ia  to  tem porise, to  w ait and watch—which can be in  e f fe c t  a 
decia ion  to  do no th ing . The p ra c t i t io n e r  w ill  have aeon many hun­
dred# o f  p a tien t#  before the  next c o n au lta tio n  w ith th a t  p a r t ic u la r
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p a tia n t and o f te n  th e  l in k  w ith  th e  e a r l i e r  c o n au lta tio n  i s  only  
through f a l l i b l e  memory# No execu tive  o r manager in  buaineaa has to  
make ao many decia iona—seam o f  them o f  eonaiderab le  and even poten­
t i a l l y  l ife -a a v in g  importance to  th e  in d iv id u a l p a tie n t—on so l i t t l e  
evidence o r in  so sh o rt o f  time (Eimerl» 196#, p, 1552)#

This so r t  o f  p ressu re  i s  app lied  on physic ians by p a tie n ts  and 

by la rg e r  society# According to  Parsons, th e  person may not be held r e ­

sponsib le  fo r  h is  being s ic k , but he i s  nonethe less dev ian t and the  physi­

c ia n  may th e re fo re  be viewed as a so c ia l  c o n tro l fo r  deviancy# On an in ­

d iv id u a l le v e l ,  as w e ll as en a s o c ie ta l  l e v e l ,  the  physic ian  i s  p laced 

in  a se rv ice  p o s itio n  r a th e r  than  in  a p o s it io n  o f  being a profit-m aking 

entrepreneur# No one e ls e  ia  thanked so p ro fu se ly  fo r  se rv ices  paid fo r  

than  th e  physician# His function  i s  c lo se  to  the  emotions o f anyone who 

has had occasion to  be a pa tien t#

The p ro fe ss io n a l s ta tu s  o f  the  physic ian  i s  very  h igh . In 1963, 

N ational Opinion Research Corporation r e p l ic a te d  a 1947 study th a t ranked 

n in e ty  professiona# In  both s tu d ie s , th e  physic ian  was ranked second only 

to  a U#S# Supreme Court ju s tic e#  The score  assigned to  the physic ian  was 

93, w ith  the  next c lo s e s t  score being 86 fo r  a nuc lear p h y s ic is t (Hodge, 

e t  a l #, 1964).

The physic ian  in  both t i t l e  and fu n c tio n  has high p re s tig e  in  

our so c ie ty , d e sp ite  c u rre n t c ritic ism #  Physicians a re  coming under f i r e  

as too in te re s te d  in  money, incom petently tr a in e d , lacking  in te r e s t  in  

p a t ie n ts ,  and too in te re s te d  in  th e i r  own p ro fess io n a l standing (Remsburg, 

1970; Schwarts, 1971)# The public  views t h i s  as a re c e n t phenomenon, but 

the  medical h is to r ia n s  p rev iously  c ite d  re v e a l the  same c r i t ic is m s  sev­

en ty  years ago (D egler, 1959; Duffy, 1957).

The Physic ian , then , i s  in  a p o s it io n  o f g re a t power today , even 

though he is  being sub jected  to  much c r i t ic i s m .  In one study rep o rted  by
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Miflifordt P#*Pl# vh* gavt phymieian# th e  h igheat p rea tig e  ra t in g  alao  

tended te  expreaa the meat e r l t le la m  (1967, p . 1507). P a tien ta  expect 

many d if fe r in g  re lc a  from physicians* In  a f a i r l y  comprehensive review 

o f the  l i te ra tm re , S teekle n e tes  th a t  th e  physician ia  a l te r n a te ly  per­

ceived as a m edieal e x p e r t | a te c h n ic ia n , much l ik e  a plumheri an in te r ­

mediary between o ther fam ily  membersi o r a person in  which to  confide 

(S toeck le , 1963).

This am tigu ity  r e s u l t s  p a r t ly  from ro le  expec ta tions the 

public assigns the  physic ian , and p e r t ly  from the  p ro fess io n a l id e n ti­

f ic a t io n  o f  th e  physic ian . To the  M jo r i ty  o f  Americans seeking medical 

c a re , the  physic ian  i s  a h e a lth  e x p e rt, one whose opin ion  i s  eagerly  

sought a f te r  and one who i s  paid fo r  h is  knowledge.

However, Iago G aldston, w ritin g  in  1954 no tes th ese  changes in  

the  p h y s ic ia n 's  ro le  th a t  a re  c e r ta in ly  ap p licab le  todayt

In th e  ex erc ise  o f c u ra tiv e  medicine the  physic ian  i s  being in ­
c re a s in g ly  a middle man between th e  p a tie n t and th e  d iag n o stic  
lab o ra to ry  (sometimes operated  by the  so -c a lled  s p e c ia l i s t s )  on 
tho one hand, and th e  pharm aceutical houses on the o th e r—r e f le c t  
on what changes have taken place in  the  ta sk  o f  diagnosing and 
t r e a tin g  such d iso rd e rs  as pulmonary tu b e rc u lo s is , pneumonia, and 
the  venereal d iseases*  I t  i s  not an exaggeration  to  a ffirm  th a t  
i t  i s  not th e  physician  but the  lab o ra to ry  th a t  makes th e  d iag n o sis ; 
i t  i s  tho  pharm aceutical house th a t  provides the  trea tm en t (Gald­
s to n , 1954).

P hysic ian -P atien t R ela tionsh ip  

To describe  th e  in te ra c t io n  o f  the  physic ian  and th e  p a tien t i s  

in f in i t e ly  more complex than  to  c h a ra c te r is e  e i th e r  o f the  two ro le s  a -  

lone. The physician and tho p a tie n t a re  each re sp e c tiv e ly  p a rt o f b io tic  

communities th a t  in fluence  th e i r  behav io r. Their re la t io n s h ip  i s  the  r e ­

su lt  o f the  in te ra c tio n  o f those two b io tic  communities. A re la tio n s h ip  

IS an a b s tra c t concept which i s  o f te n  viewed as a **thir^*‘ o r a "function.**
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Phytle ians o fte n  w rite  o r coeewnt th a t  the physician** re la tio n s h ip  with 

h is  p a tie n t  "per se" h slp s th e  p a t ie n t .  This g ives the  im pression th a t  

the re la tio n s h ip  i s  a th in g  th a t  works much l ik e  v itam in* . Viewing th e  

re la tio n s h ip  as a fu n c tio n  i s  revea led  by the  a t t i tu d e  th a t  the  r e la t io n ­

ship  depends on what the  physic ian  th in k s , f e e l s ,  o r does (Szasx, 1956). 

The p a tie n t  and p h y sic ian , however, a re  in te ra c t in g , dynamic components 

th a t  make up a so c ia l  system . The p a tie n t b rin g s to  th e  s e t tin g  what 

might he termed h is  cemmumity o f  in f lu e n ce , which in c lu d es h is  in d iv id u a l 

background; h is  l i f e  s ty le ;  h is  b e l ie f s  about m edicine, doc to rs and i l l ­

ness; and a mqrriad o f  o th e r  complex fa c to r s .  To the  re la t io n s h ip  th e  phy­

s ic ia n  a lso  b rings h is  eomeunity o f  in fluence  which not on ly  includes 

p sy ch o -so c io -cu ltu ra l f a c to r s ,  but a lso  involves h is  p ro fess io n a l and 

educa tional experiences. The p a tie n t i s  an ex tension  o f  h is  community and 

the physic ian  may be sa id  to  be la rg e ly  an ex tension  o f  m edical school.

Many c o n f l ic ts  e x is t  between th e  world o f  the  p a tie n t  and th e  

world o f  the  ph y sic ian . S toeckle c i t e s  sev era l s tu d ie s  which show the 

extreme d iffe re n c e s  in  hew p a tie n ts  view th e i r  symptoms, and what they  

expect from th e i r  co n tac t w ith  physic ians (1963). While th e re  i s  much 

id e a l is a t io n  in  m edical school (where the  ro le  id e a l i s  communicated) on 

the physic ian  side  o f  the  r e la t io n s h ip ,  a few s tu d ie s  show some d isc rep ­

ancies in  th i s  ro le  understand ing . For example, the  percep tions o f the  

fo u rth  year medical studen t o f  th e  a t t r ib u te s  th a t  make a good physician 

placed p ro fess io n a l q u a l i t ie s  f a r  above concern w ith the  p h y sic ian -p a tien t 

in te ra c t io n  o r personal q u a l i t ie s  (D avis, 1968, p. 338). This i s  in  con­

t r a s t  to  the  a t t i tu d e  communicated by the  follow ing q u o te , which i s  but 

one o f many in  a s im ila r  v e in :
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Of coure*, in a e fe r  me American medicine i s  s t i l l  a co ttag e  in d u stry  
based on a one-to-one r e la t io n  between a fam ily  docto r and a p a tie n t ,  
i t  has much to  reoommend it#  Since most a ilm ents a re  s e l f - l im i t in g ,  
they  can be handloci adequate ly  even by a "so lo  p ra c ti t io n e r"  • • •
A fam ily  doctor—and th e re  a re  s t i l l  many o f  them around—g e ts  to  
know h is  p a tie n ts  as human beings and i s  ab le  to  provide what i s  
probably tho most frequen t p o s itiv e  outcome o f  the  p a tien t-p h y s ic ia n  
encounters reassu rance  and psychological support# A la rg e  f ra c t io n  
o f  people who go to  doc to rs have no o b je c tiv e ly  d e tec tab le  i l ln e s s  
and r e a l ly  want p sy c h ia tr ic  a id , which comes more e f fe c t iv e ly  from 
a man o r woman th e  p a tie n t  knows than  from some impersonal s tra n g e r .
And fo r  many frig h ten ed  persons, reassurance  i s  f a r  more e ffe c tiv e  
i f  i t  comes from a fu ll- f le d g e d  M#0# than  from a p h y sic ia n 's  a s s i s ­
t a n t ,  a n u rse , or some o th e r  person w ith le s s  t ra in in g  than  a phy­
s ic ia n  has (Schw arts, 1971, p . 17)#

The p a t i e n t 's  view point o f  the  p h y s ic ia n -p a tien t r e la tio n s h ip  i s  

Ju s t as c o n f l ic t in g  as th e  p h v s ic ia n 's  view. The 1963 study by N ational 

Opinion Research C orporation noted th a t  p a tie n ts  thought competence was 

more im portant than  a warm p h y sic ia n -p a tien t re la t io n s h ip  (Cahal, 1963). 

Reader e t  a l #, however, found th a t  p a tie n ts  a tten d in g  a c l in ic  expected 

very l i t t l e  from th e  physic ian  o th e r  than  reassurance  (1957). Jaco quotes 

a study by Feldman which found th a t  89 per cent o f  th e  persons in terview ed 

were s a t i s f ie d  w ith  medical ca re  they  had received  in  the  l a s t  y ear. They 

a lso  found th a t  84 per cen t be lieved  th a t  p eo p le 's  chances o f having good 

h e a lth  were b e t te r  today and / I  per cen t believed  th a t  the  reason th is  

was so was because o f  more e f fe c t iv e  medical care  (Jaco , 1963, p. 19).

In  c o n tra s t  to  t h i s ,  Koos found in  M etropolis th a t  th e re  was a g rea t deal 

o f d i s s a t i s f a c t io n ,  not w ith  the  te c h n ic a l q u a li ty  o f c a re , but w ith the 

method in  which i t  was d e liv e re d . S ix ty -fou r per cen t ind ica ted  th a t  

modern medical p ra c tic e  lacked th e  warmth o f the  p h y sic ian -p a tien t r e la ­

tio n sh ip  they  d esired  (Koos, 1955, p# 1552)# There i s ,  as can be seen , 

l i t t l e  conclusive da ta  on the  r e a l  importance o f  a p h y sic ian -p a tien t r e l a ­

t io n s h ip , e ith e r  to  the physic ian  or to  the  p a tie n t .

Gamer and Sxast have d e ta ile d  the  various forms of the physic ian -
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p a tie n t re la tie n a h lp *  GaxMr met## th a t  th e  role-m odel may be one o f 

cem pliaaoe, e r i t l e a l  app ra iaa l*  or non-compliance (1970). The d i f f e r ­

ence# between the#e lev e l#  a re  mainly on th e  p a tie n t side  o f  the  r e la t io n -  

ahip—whether the p a tie n t  i#  aaking fo r  in fo rm ation , merely agreeing to  

do what the  phyaician in a trm c ta , o r not coopera ting . Szaaz a lao  baaea 

h ia  model# on the  rea c tio n #  o f the  p a tie n t—he term# h ia  on a p ay ch ia tric  

le v e l and inclwdea a c t iv i ty -p a a a iv i ty ,  gu idance-cooperation , and mutual 

p a r t ic ip a tio n  (1954).

However, theae  model# inadequately  deaeribe  the  r e a l i t y  o f the  

phyaieiam -patien t r e la t io n a h lp .  Thia r e la tio n a h ip  ia  one th a t  haa been 

g re a tly  rem antie ised  and wheae c o n f id e n tia l i ty  haa been placed above the  

law. Davia c h a ra e te r ia e a  th a  p h y a ie ian -p a tien t re la tio n a h ip  aa one th a t  

ia  c lo a e , peraonal and h eav ily  laden w ith  m agical and re l ig io u a  overtone# 

o f con fidan te  and con feaao r. He fu r th e r  note# th a t ,  excepting m arriage, 

i t  ia  probably th e  l a a t  a rea  o f  modern l i f e  where auch a re la tio n s h ip  

might a t i l l  e x ia t (D avia, 1967).

Before conaidering  th e  relevance o f  the  romanticiam o f the phyai- 

c ia n -p a tie n t  r e la t io n a h ip , th e  importance o f  th e  re la tio n a h ip  ahould be 

ev a lu a ted . Several a tu d iea  have in d ica ted  th a t  the kind o f  phyaieian- 

p a tie n t re la tio n a h ip  haa a g rea t deal to  do w ith  whether medical advice 

ia  fo llow ed. Caren and Beth have conducted a tud iea  o f  th e  cooperation  o f  

p a tie n ta  w ith  an u lc e r  d ie t  and tak ing  a n ta c id # . While th e i r  concluaion# 

are l im ite d  due to  th e  deaign o f  the a tudy, they  auggeat t h a t ,  o f  a l l  th e  

fac to r#  re la te d  to  an u lc e r  p a tie n t , the  amount o f cooperation  ia  r e la te d  

more to  the phyaieian  than  to  any o th er f a c to r  (Caron 6 Roth, 1971| 1965). 

The quea tio n  o f  compliance ia  one th a t  had d if fe r in g  concluaion#, however. 

Mumford note# th a t  in  moat a tu d iea , a t  le a a t  o n e-th ird  o f  the  p a tien t#  do
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n#t follow  tho modicol ad rleo  glwtn them. She a lso  obaervea th a t  the 

cauaea fo r  th ia  a re  unclear»  but may be due to  aoma problem w ith in  the 

phyaioiam -patiem t re la tio m ah ip . One au tho r found communication o f  terma 

to  bo problem atic, ano ther found the  lack  o f  au th o rita rian iam  on the p a rt 

o f  the  doctor imflueneed compliancoi w hile another found th a t  the  amount 

o f time phyaiciana apemt ta lk in g  to  p a tie n ta  d id  not r e l a te  a t  a l l  to  

whether tha  patiem t complied adequately (Mumford, 19(7 ).

I t  ia  e a a ie r  to  f in d  inataneea where the  p a tie n t au ffered  aa a 

r e a u l t  o f  a lack  o f  p h y a ie ian -p a tien t r e la tio n a h ip , than  to  ahow how the  

re la tio n a h ip  in fluenced  him p o a itiv e ly . For example, Jaeoba deaeribea 

four caae a tud iea  o f  fam ilica  w ith re ta rd e d  ch ild ren  in  which the  parenta 

ahowed aigna o f  paychological m alfunctioning becauae o f  th e  lack o f a 

p h y a ie ian -p a tien t re la tio n a h ip  (Jaeoba, 1971),

The a tud iea  in d ic a te  th a t ,  fo r  the  p a tie n t ,  aome a o rt o f phyai- 

c ia n -p a tie n t re la tio n a h ip  ia  noceaaary. Thia ia  a popular view and one 

th a t  ia  em otionally  w r i t te n  about by many poople. Other in d iea tio n a  r e ­

veal d i f f e r e n t  fa c to ra  a t  work. Francia o t a l .  atudied p a tie n t d ia a a t ia -  

fa c tio n  aa re la to d  to  complianco. They found a a ig n if ic a n t re la tio n a h ip  

between p a tie n t a a t ia f a c t io n  and com pliance, but p a tie n t a a tia fa c tio n  waa 

determined by whether th e  pa tien t*a  expee ta tiona  were m et. They found 

th a t  a warm, peraonablo phyaician d id  not have any e f fe c t  on following 

medical adv ice . They a lao  noted another atudy which in d ic a te d  a formal 

in te ra c tio n  w ith the do c to r waa more l ik e ly  to  re a u lt  in  compliance than 

a fr ie n d ly  one (F ran c ia , e t  a l . ,  1969).

Perhapa even more im portant in  th ia  reapect ia  Sanazaro 'a atudy 

o f phyaieian performance and i t a  a f fe c ta  on patien ta*  m edical c a re . He 

aaked phyaiciana to  ev a lu a te  " c r i t i c a l  in c id en te "—any epiaode of p a tie n t
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c«r« in  which #n# # r wore sp e c if ic  a c tio n s  by a physician had one o r more 

sp e c ific  b e n e f ic ia l  or d e trim en ta l e f fe c ts  on a p a tie n t . The in te n t o f 

the  study was to  t r y  to  determ ine ca teg o rie s  by which to  evaluate  the 

q u a lity  o f  c a re .  I ro n ic a l ly ,  however, in  the  re p o rts  from 2,342 sp e c ia l­

i s t s ,  the b e n e f ic ia l  a c tio n s  were in  th e  c a te g o rie s  o f c iag n o sis  and 

treatm ent and the  d e trim en ta l a c tie n s  were rep o rted  in  the  ca teg o rie s  

p e rta in ing  to  the  re la t io n s h ip  o f th e  p a tie n t and physician  (Sanasaro & 

Williamson, 1970).

C e rta in ly  the p h y s ic ia n -p a tien t r e la tio n s h ip  has undergone much 

s tre s s  and some changes. Some o f  th e  most im portant f a c to r s ,  as d is ­

cussed p rev io u s ly , are chron ic  d ise a se s , s p e c ia liz a tio n , and increasing  

manpower development. The o v e r -a l l  e f f e c t  o f  these  might be sa id  to  be 

a broadening one—th e  p a tie n t may need someone to  in te r a c t  w ith , but th a t  

person may not have to  be a s in g le  physic ian .

In  a d d itio n , the  value placed on a warm personal re la tio n sh ip  

w ith a prim ary physician  r e s t s  on an assumption th a t  i s  net questioned 

by many authors# i t  i s  the  general p ra c t i t io n e r  who i s  re fe r re d  to  as 

the  physic ian  in  th e  c lo se  t r a d i t io n a l  r e la t io n s h ip , in  f a c t ,  the  nos­

ta lg ia  fo r  th e  o ld  fam ily physic ian  seems t e  be more fo r  h is  warmth and 

empathy than  fo r  h is  te c h n ic a l and s c ie n t i f i c  competence. Yellowlees, 

in  defending th e  n e c e ss ity  fo r  a g e n e ra l is t ,  d escrib es the  case h is to ry  

o f  Mr. and Mrs. Smith#

Far example, the  c a rd io lo g is t ,  as he examines Mr. Smith, r e la te s  
to  a p a ir  o f  c o n tra c tin g  v e n tr ic le s  w ith  th e i r  a t r i a  and to  impulses 
rac ing  down conducting t i s s u e .  As he pursues h is  in v e s tig a tio n s  
fu r th e r ,  thanks t e  leng tra in in g  and m astary o f  techn ique , he w ill  
be ab le  to  v is u a lis e ,  w ith  p rec is io n  and c l a r i t y ,  the  sc lerosed  valve 
or s e p ta l  d e fe e t .  These a re  h is  foreground. Mr. Smith h im self, as a 
p e rso n a lity  w ith h is  own p a r t ic u la r  re la tio n sh ip s  and problems, i s  a 
b lu rred  background o r a complete b lank .
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To tho  gynccoloB lstf a# ba axamim## ber fo r the  f i r s t  tim e, Mrs. 
Smith i s  a r ig h t  o v arian  cy st about tb s  s is e  o f a g ra p e f ru it ,  and so 
su re  and p rac ticed  i s  be th a t ,  as h# does h is  r ig h t  ovarian  cystectom y, 
he can a t  the  same tim e as he clamps and c u ts  d iscuss w ith  the anes­
t h e t i s t  h is  recen t ho lid ay  in  Majorca, o r  w ith  the  house surgeon th e  
l a t e s t  triim p h  a t  Twickenham* And a few days l a t e r ,  when he and h is  
re tin u e  h a l t  on th e i r  round a t  the  foo t o f  Mrs. Sm ith 's bed, the  s i s ­
t e r  w i l l  say , i f  be has met had t ie *  to  read  the  n o te s , 'M rs. Smith 
i s  doing w e l l , ' adding in  an undertone, ' t h e  r ig h t  ovarian  c y s t . '  I f  
re c o g n itio n  s t i l l  does mot dawn the  bouse surgeon might prompt, a lso  
in  an under tone# 'th e  one the  s iz e  o f  a g ra p e f ru i t . '  The s p e c ia l is t  
w il l  th en  be able to  express a ffa b le  re c o g n itio n .

Long a f te r  Mrs# S m ith 's  notes have been f i le d  away, the  sp e c ia l­
i s t  team w il l  met knew th a t  she con tinues t e  complain o f  pain over 
the  s e a r ,  backache, f a t ig u e , and d ep re ss io n . These symptoms w ill  not 
su rp r ise  th e  general p r a c t i t io n e r  who, having been o f te n  in  the  Smith 
heusehold, knows th a t  because her husband i s  d isa b le d , she i s  try in g  
to  cope w ith  the shop, tb s  c h ild re n  and th e  e ld e r ly  aunt who liv e s  
w ith th e  fam ily . He w i l l  le a rn , to o , as be supports t h i s  fam ily, 
th a t  Mrs. Smith, w hile she was s t i l l  a s c h o o lg ir l ,  lo s t  her own m other, 
and th a t  the  p a tie n t in  the  next bed to  her in  the  h o sp ita l  had a 
f a t a l  c an cer, so th a t  h is  re la tio n sh ip  w ith  the  Smiths i s  both wider 
and deeper than  th a t  o f  h is  h o sp ita l co lleague (Y ellow lees, 1969).

Given the  s t r e s s  put upon the  p h y s ic ia n -p a tien t re la tio n s h ip  by 

s p e c ia l iz a t io n , i t  i s  u n lik e ly  th a t  the  c o n ce p tu a liz a tio n  o f  the  t r a d i ­

t io n a l  re la t io n s h ip  s t i l l  e x is ts  today . C e rta in ly  what Yellowlees de­

sc rib e s  i s  a s i tu a t io n  th a t  might have e x is te d  when 70 per cen t o f the 

p ra c t i t io n e r s  were g e n e ra l is ts  and when m edical p ra c tic e  was much d i f f e r ­

e n t .  In  th e  1970's ,  however, i t  i s  u n lik e ly  th a t  even a g e n e ra lis t  would 

p rac tic e  medicine such as t h i s  case h is to ry  d e sc r ib e s . For example, Eimerl 

notes the  average time spen t per p a tie n t as g iven by th re e  s tu d ie s i  a 

1951 Amsterdam study g ives t h i s  as th ree  m inutes; a 1956 European study 

estim ated  i t  to  be four o r f iv e  m inutes; h is  B r i t is h  s tu d ie s  ind icated  

fiv e  to  seven m inutes; and American s tu d ie s  in d ica ted  four to  e igh t min­

u tes  per p a tie n t  (E im erl, 1966, p. 1549). P a rr ish  notes an average o f  te n  

minutes per p a tie n t fo r g enera l p ra c t i t io n e rs  (1967, p. 897). I t  i s  very 

d i f f i c u l t  to  imagine a warm re la tio n sh ip  being developed in  ten  m inutes.

The o ther extreme i s  Slack, who surveyed 275 p a tie n ts  who had
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b««n i n t c T v i c w t d  b y  •  e*mput#r r a t h e r  than  by a  w a r n  p h y a l e i a n *  Of the## ,

80 par cent anjoyad i t  and many a c tu a lly  p re fe rred  th e i r  medical h is to ry  

to  be taken by a machine (Slack fc Van Cura, 1968),

In  th e  face o f  th e  many and rap id  changes engulfing our p resen t 

medical care system , i t  i s  im portant to  ree v a lu a te  th e  importance we have 

placed upon th e  t r a d i t io n a l  p h y sic ia n -p a tien t re la t io n s h ip . One o f  th e  

b e s t ways to  ev a lu a te  th e  importance o f  th i s  re la t io n s h ip  i s  to  examine 

i t  in  terms o f  e e e -a n a ly s is , as  in d ica ted  p rev io u sly . This i s  to  t r e a t  

th e  h ea lth  oaro d e liv e ry  system as an ecosystem; th e  th re e  c r i t i c a l  fac ­

to r s  am environm ental s t r e s s e s ;  and the  p a t ie n t ,  th e  physic ian , and th e i r  

re la tio n sh ip  as the  p a r t ic ip a n ts  in  the  ecosystem . The in te r re la t io n s h ip s  

o f th e  environm ental fa c to rs  and th e  p a r t ic ip a n ts  a re  complex and cause 

change in  the  ecosystem. Ecosystems a re  dynamic and thus c o n s ta n tly  ex­

periencing  change (Odum, 1971), This change i s  expressed in  term s o f  

s tag es  o r s e ra i  le v e ls  o f  the  ecosystem. Ecosystems move from s e ra i  le v e l 

to  s e ra i  le v e l as a r e s u l t  o f  balances and imbalances o f th e  ecosystem.

The h ea lth  c a re  ecosystem i s  in  a d if f e re n t  s e ra i  le v e l now than  the  p a r t i ­

c ip a n ts  are aware. This lack  o f  awareness i s  due to  th e  r a te  and enorm ity 

o f  the  change (T off 1 e r, 1970) and due to  th e  fa c t  th a t  the  main d is t r ib u to r — 

th e  physician—has not been se n s it iv e  to  the  o th e r  b io t ic  community—th e  

p a t ie n :, I t  i s  im perative to  th e  whole concept o f  q u a li ty  m edical care  

th a t  w<i r e a l is e  a t  what stage  th e  h e a lth  ecosystem e x is ts  and a l t e r  our 

perceptions 9* i t .  The oenelusion  th a t  can be drawn from the  l i t e r a tu r e  

review  i s  th a t  th e  p h y s ie ia n -p a tien t re la tio n s h ip  has d r a s t ic a l ly  changed, 

althouf h th is  change has n e t been openly evaluated .

Since th e  ro le  o f  th e  g e n e ra lis t  in  im dlcine has been and w ill 

rem ain c ru c ia l ,  i t  i s  im perative th a t  th e  ecosystem be examined in  l ig h t
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o f tho  ehangoo in  tho  ro la t le n s h ip  botwoon t h t  pbysie ion  and th e  p a tie n t

in  regard  to  e p e c ia lie t  Tarsus g e n e ra lia t .  The s tru c tu re  o f the  e n ti r e

M d ie a l prefessiem  himges on how general p ra c tic e  i s  viewed. Stevens

no tes th e  fe llew iag  in s ig h ti

I f  a a a tie n a l  h e a lth  se rv ice  had been in troduced  the  1940* s ,  be­
fo re  the  — her o f  g en era l p ra c ti t io n e rs  had declinud  t«^ f a r ,  th e  
general p ra c t i t io n e r  m ight have been ab le  to  move a t  one Jicip from 
th e  pnet to  the  fwtwre. Wlthowt the  form al c o n su lta tio n  o r  r e f e r r a l  
s tru c tu re  which a n a tio n a l h e a lth  se rv ice  promised te  p rov ide , L i ­
e ra i  p ra c t i t io n e rs  wore l o f t  to  fend fo r  them selves. Seeking to  ^n- 
hamse th e i r  p o s it io n  in  tho  years follow ing World War I I ,  th ey  sought 
to  J u s ti fy  th e  continued ex ietonee o f  g en era l p ra c tic e  in  term s o f  
p ro fess io n a l s ta tu s  r a th e r  th an  h ea lth  se rv ic e  o rg a n isa tio n . I t  i s  
an in te re s t in g  o b se rv a tio n  on the  p ro fe se io n a lly  dominated m edical 
care  system o f  th e  United S ta te s  th a t  th e  ra is o n  d 'e t r e  o f  th e  whole 
opera tion—th e  p a tie n t—was r a re ly  c o n su lte d | n o r , indeed, follow ing 
th e  f a i lu re  o f  n a tio n a l h e a lth  insurance , d id  he show much in te r e s t  
(S tevens, 1971, p . 294).

This d is s e r ta t io n  w i l l  th e re fo re  focus on the  p a t ie n t 's  percep­

t io n s  o f  the  h e a lth  care  eeoeyetem as i t  e x is ts  today . This e sp e c ia lly  

involves th e  percep tion  o f  th e  p lace o f  th e  g en era l p ra c t i t io n e r  in  the  

o rg an isa tio n a l system and the  a t t i tu d e s  o f  th e  consumers toward sp e c ia l­

i s t s  and general p r a c t i t io n e r s .



CHAPTER IV 

STATEMENT OF THE HYPOTHESES AND METHODS

In view o f  Che before-menCioned changes Caking place wichin Che 

healch  care  ecoeyeCem, e sp e c ia lly  wiCh respecC Co Che phenomenon o f spe- 

c ia llsaC ion»  ic  i s  amazing Chac so l i c c l e  re sea rch  has been done on how 

Chase changes have affecCed Che pacienc, Che physic ian , and c h e ir  r e la -  

Cionship* There i s  very l i c c l e  informéeion on whether Che concepC o f 

"fam ily" o r "personal"  physic ian  even e x is ts  fo r  paciencs today* The warm 

p h y sic ia n -p a tien t re la tio n s h ip  i s  viewed by Che physic ian  as necessary , 

even Chough be i s  not exposed to  i t  in  m edical school and even Chough in  

h is  p rac tic e  he spends only about te n  m inutes w ith  each p a tien t*  The 

l i t e r a tu r e  concerning the  importance o f  Che p h y sic ia n -p a tien t r e la t io n ­

sh ip  to  the p a tie n t  p resen ts  a confusing image* As fa r  as can be d e te r­

mined, no s tu d ie s  have been done on th e  problem o f  how s p e c ia liz a tio n  in ­

fluences the  p a t i e n t 's  concept o f  the  p h y s ic ia n -p a tien t re la t io n s h ip .

This study w il l  analyze the  u t i l i z a t i o n  o f  general p ra c t i t io n e r s  

and s p e c ia l i s t s  fo r ambulatory primary ca re  by Oklahoma C ity  re s id e n ts  

and evaluate  th e  re la tio n s h ip  between th e  type o f  physician  they  u t i l i z e  

and th e i r  a t t i tu d e  toward the  physic ia n -p a t ie n t re la tio n sh ip *

The th re e  hypotheses to  be te s te d  a re  n u l l i  th a t  i s ,  they  pre­

d ic t  th a t  no s ig n if ic a n t  d iffe ren c e s  w i l l  be found* The th re e  hypotheses 

a re  as fo llow si

40
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Hypoth##i# I l U tlllsa e lo ii  o f  m o p o e la lio t o r  a general p ra c t i t io n e r  fo r 
p r la a ry  ambulatory eara  la  not re la te d  to  the  p a tie n t* r  
a t t i tu d e #  toward tho  p h y e le ian -p a tien t re la tio n ah ip *

Hypotheeie I I I Me e ig a if io a n t re la tio n a h ip  e x la ta  between th e  type o t 
phyeielan  u t l l i a e d  fo r  prim ary care  and the  p a t i e n t 's  
image o f  the  phyeloian*

Hypotheeie I I I # No s ig n if ic a n t  re la tio n s h ip  e x is ts  between th e  p a t ie n t 's  
perceived m edical knowledge and the  type o f physic ian  he 
u t i l i s e s  fo r  prim ary ambulatory care*

The th re e  hypotheses a re  d iscussed  and instrum entation  explained

below*

Hypothesis I t U t i l iz a t io n  o f  a s p e c ia l i s t  o r a general p ra c t i t io n e r  fo r 
prim ary ambulatory care  i s  not r e la te d  to  the  p a t i e n t 's  
a t t i tu d e s  toward th e  p h y sic ia n -p a tien t re la tio n sh ip *

A lte rn a te I U t i l i s a t io n  o f  a s p e c ia l i s t  fo r primary ambulatory care  i s
r e la te d  to  a more p o s it iv e  a t t i tu d e  toward p ro fess io n a l compe­
tence  th an  toward th e  physic ia n -p a t ie n t  re la tio n sh ip *

The type o f  physic ian  u t i l i s e d  i s  c a teg o rised  e i th e r  as a sp e c ia l­

i s t  o r a genera l p r a c t i t io n e r * A s p e c ia l i s t  i s  defined  as anyone w ith  an 

M*D* or D*0* degree, o th e r than  a general p ra c t i t io n e r  o r a fam ily  physi­

c ia n , includ ing  those  th a t  have lim ited  p ra c t ic e s ,  but a re  not lo a rd  c e r­

t if ie d *  A g enera l p ra c t i t io n e r  i s  an H*D* o r  D*0* who does not sp e c ia liz e  

in  h is  p rac tice*  Primary care  denotes am bulant, non-emergency h e a lth  c a re . 

I f  a person c o n ta c ts  a s p e c ia l i s t  w ithout being s p e c if ic a lly  re fe r re d  by a 

general p r a c t i t io n e r ,  he i s  included in  the  ca tegory  o f  u t i l i z in g  a spe­

c i a l i s t  fo r  prim ary care* A ttitu d e s  toward th e  p h y sic ian -p a tien t r e la t io n ­

sh ip  are measured by a Thurstone S cale , as described  la te r*  Those in te r ­

viewed are re fe r re d  to  throughout th is  study as p a t ie n ts , although th is  i s  

te c h n ic a lly  not t r u e ,  since they  a re  not a c tu a lly  w aiting  to  see a physi­

c ia n  a t the  tim e o f  th e i r  in te rv iew . The in form ation  gathered , however, 

d ea ls  w ith t h e i r  h e a lth  behavior as p a tien ts*  They are  asked to  r e c a l l  

t h i s  throughout the  e n t i r e  q u e s tio n n a ire , e i th e r  by d ire c t  question ing  or
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by in d ire c t  neaturenents*  For t h i s  reaaon, the  a ample in terview ed w ill  

be re fe r re d  to  aa "p a tien ta* "  The complete queationna ire  ia  contained in  

Appendix A* For eaay re fe ren c e  to  the  varioua p a r ta ,  i t  haa been d ivided 

in to  tab lea*

In  o rd er to  q u an tify  u t i l i z a t io n  o f  a a p e c ia lia t  or a general 

p ra c t i t io n e r  fo r  prim ary care# a U ti l iz a tio n  Index has been deviaed* Thia 

index ia  baaed on the  fallow ing  axioma th a t  a re  baaic  to  the  medical care  

ayatem aa i t  e x ia ta  todays

1) The general p ra c t i t io n e r  ia  the  p r in c ip le  aource o f  h e a lth  in fo r ­
m ation and advice fo r  th e  e n tir e  family*

2) The general p r a c t i t io n e r  ia  the  f i r s t  source o f  care  sought in  
a non-emergency i l l n e s s  s itu a tio n *

3> S p e c ia l is ts  a re  not consu lted  unless th e  general p ra c t i t io n e r  in ­
d ic a te s  the  n e c e ss ity  o f  doing so*

4) The general p r a c t i t io n e r  serves the  e n t i r e  family# un less he 
d i r e c ts  otherwise*

The q uestions derived  from these  axioms are  found in  Appendix A, 

Table 1* For these  item s o f  c la s s if ic a t io n #  a score o f one i s  given fo r 

each answer implying a c e n tra l  source o f  care  fo r  the  e n tire  fam ily u n it 

th a t  i s  a g en era l p ra c tit io n e r*  As can be seen from the questionnaire#  a 

maximum score o f  7 i s  p o ss ib le  on th is  part* Respondents th a t  score 5, 6# 

or 7 are  ca tego rized  as u t i l i s i n g  a general p ra c t i t io n e r  fo r primary ambu­

la to ry  care# while those sco ring  4 o r below are  ca tegorized  as u t i l iz in g  

s p e c ia l i s t s  fo r  th i s  type o f care* No attem pt i s  made to  weight these  

items* Therefore# the  u t i l i z a t i o n  o f  one physic ian  fo r inform ation i s  

viewed as being eq u a lly  im portant as u t i l i z in g  one physician fo r emergency 

care*

According to  S h e rif and Sberif# a t t i tu d e s  are fu n c tio n a l c a te ­

g o ries  formed in  r e la t io n  to  experiences w ith in  so c ia l stim ulus s e t t in g s
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th a t  have the p o te n tia l  fo r a c tio n  (S h e rif  & S h e r if , 1969)» T herefore , 

whenever a person has con tact w ith  a physic ian , he forms an a t t i tu d e  about 

th a t  ind iv idua l physic ian , which i s  then  genera lized  to  a l l  p h ysic ians. 

These a t t i tu d e s  then  p red ica te  fu r th e r  behavior.

A ttitu d e s  toward the  p h y sic ian -p a tien t r e la tio n s h ip  are measured 

using a sec tio n  o f  Hulks*s Ihu rstone-type  s c a le . The e n tire  sca le  mea­

sures th ree  a reas o f  medical c a re—p h y sic ia n -p a tien t re la t io n s h ip , physi­

c ian  competence, and co st convenience. Although th e  sca le  has not been 

fac to r-an a ly zed , the  authors have done p a ra l le l  form r e l i a b i l i t y  te s t s  by 

developing two subscales w ith in  each content a rea  and c a lc u la tin g  a co rre ­

la t io n  c o e ff ic ie n t  fo r  the  two subsets  o f  s ta tem en ts. A c o rre la t io n  coef­

f ic ie n t  o f  0.75 was obtained fo r  the  p a rt o f th e  sca le  dealing  w ith  per­

sonal q u a l i t ie s  and 0.63 was obtained  fo r  th e  con ten t area  measuring 

p ro fessional competence (Hulka, e t  a l . ,  1970). The th ird  con ten t area  

dealing  w ith eost-eonvenience, was ro t  given to  th e  sample. Table 2 o f 

Appendix A con ta in s the  item s and th e  sca le  values measuring s a t is f a c t io n  

w ith the  personal q u a l i t ie s  o f  a physic ian . The item s p e rta in in g  to  pro­

fe ss io n a l competence are  found in  Appendix A, Table 3.

The responses to  the item s are  agree or d isa g ree . Th; respon­

d e n t 's  score i s  th e  sum o f the  sca le  values o f  th e  item s w ith which he 

ag rees, d ivided by the  number o f  item s w ith which he agrees (mean accep­

tance sc o re ). A high score in d ic a te s  favorab le  a t t i tu d e s  and a low score 

unfavorable a t t i tu d e s  toward p h ysic ians. The hypothesis i s  te s te d  by com­

paring the  score o f  those who u t i l i z e  s p e c ia l i s t s  w ith those who u t i l i z e  

general p ra c t i t io n e r s  as determined by :he U ti l iz a t io n  Index. The possi­

b i l i t y  o f  a th ird  group e x is ts —one th a :  u t i l i z e s  non-M.D. or non-D.O. 

p ra c t i t io n e rs .  These w ill  be tre a te d  se p a ra te ly  i f  the numbers a re  la rge
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enoigh to  w arrant analyala* I f  n o t, they  w il l  be dropped from th e  sample* 

The KolaogoroN^SmimoY t e s t  i s  used to  accept o r r e je c t  th e  n u ll 

hypothesis* This i s  used because o f  the  na tu re  o f  th e  d a ta i the  Thurstone 

g ives a t  le a s t  an o rd in a l measureewnt and th e  assumption o f  a norm ally 

d is tr ib u te d  population  i s  unnecessary w ith a nonparam etric s t a t i s t i c .  In 

a d d itio n , the  Kolmogorov-Smimov i s  s e n s it iv e  not only  to  measures o f  cen­

t r a l  tendency, but a lee  to  th e  d is t r ib u t io n  o f  sc o res , which i s  o f  in te r e s t  

here* A o n e -ta ile d  t e s t  w i l l  be u t i l i z e d  to  t e s t  each o f  the th re e  hypo­

theses* The o n e - ta ile d  t e s t  i s  used to  decide whether the  values o f  the 

population  from which one o f  the  samples was drawn are  la rg e r  than  th e  

values o f  the  popu lation  from which th e  o th er sample was drawn (S ie g e l, 

1956). The p re d ic tio n  te s te d  in  t h i s  study i s  th a t  one group, those who 

u t i l i z e  s p e c ia l i s t s ,  w il l  score higher than  those  who u t i l i z e  general 

p ra c titio n e rs*  This p re d ie tio n  i s  s ta te d  in  the  a l te rn a te  hypotheses.

The 5 per cent le v e l  i s  considered  s t a t i s t i c a l l y  s ig n if ic a n t  fo r  a l l  the 

t e s t s  u t i l iz e d  throughout t h i s  study*

Hypotheses l i t No s ig n if ic a n t  r e la tio n s h ip  e x is ts  between the  type o f 
physic ian  u t i l i s e d  fo r  prim ary care  and the  p a t ie n t 's  
image o f  th e  physic ian .

A lte rn a te # U ti l iz a t io n  o f  a s p e c ia l i s t  fo r  prim ary ambulatory care  i s
r e la te d  to  a le s s  p o s itiv e  image o f  th e  general p ra c t i t io n e r .

The type o f  physic ian  u t i l i z e d  fo r  prim ary care  i s  as determinefi 

in  the  f i r s t  hyp o th esis . The image o f  th e  physic ian  i s  the  amount o f  es­

teem w ith which th e  p a tie n t regard s th e  p r a c t i t io n e r .  This amount o f  e s -  

i s  measured by the  u t i l i z a t i o n  o f  two s c a le s .

oa les designed in  the  manpower development f ie ld  measure p a tie n t 

acceptant ! o f  a n c i l la ry  m edical personnel, bv examining the  ta sk s  assigned 

to  physicians and non-physicians in  the  h e a lth  f i e ld .  These have been
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modified to  measure whether th e re  i s  any d i f f e r e n t ia t io n  in  the  eyes o f  

the  p a tien t in  regard  to  the  proper a u th o rity  o f a general p ra c t i t io n e r  

and a sp e c ia lis t#

The ta sk s  a re  l i s te d  in  Table 4 o f  Appendix A. Items one through 

seven are from R esn ik 's  s c a le , which d i f f e r e n t ia te s  between the  task s  ap­

p ro p ria te  to  a nurse and to  a physic ian  (Lewis & Resnik, 1967). Items 

e ig h t through twelve a re  ta sk s  th a t  a re  ro u tin e  and c le a r ly  w ith in  the  

realm  o f the  genera l p ra c tit io n e r#  Items th ir te e n  through seventeen are  

more s k i l l-o r ie n te d  ta sk s  th a t  can be c a rr ie d  out b> a g e re ra l  p ra c t i t io n e r  

but may a lso  be viewed as ap p ro p ria te  fo r  a sp e c ia lis t#  Ih ere  i s  a maxi­

mum score o f  seventeen , w ith one poin t fo r  each item  assigned as appro­

p r ia te  fo r a general p ra c tit io n e r#  The score i s  assigned by means o f a 

r a t i o  to  take in to  account unanswered or incom pletely answered item s; thus 

th e  scoring i s  th e  number o f  p o in ts  assigned to  the  general p ra c t i t io n e r  

in  r e la t io n  to  the  t o t a l  number answered.

The higher th e  sco re , th e  more ta sk s  re leg a ted  to  the  general 

p rac titio n e r#  The more task s  recognized as under the  ju r is d ic t io n  o f a 

general p ra c t i t io n e r ,  the  more p o s itiv e  th e  image o f the  general p ra c t i­

tioner#  This IS e s p e c ia lly  t r u e ,  since  the  ta sk s  are  a l l  w ith in  the pro­

fe ss io n a l a b i l i ty  o f  a general p ra c titio n e r#

The second s c a le , adapted from Cahal, i s  a more d ire c t  ; easu re- 

ment of th e  image o f th<> general pr; c t i t io n e r  and the s p e c ia l is t  (Cahal, 

1963), and i s  in  Append x A, Table S#

The scoring  on th is  sc a le  a lso  c o n s is ts  o f  one point fo r each in ­

d ica tio n  o f general p ra c titio n e r#  Again, a r a t io  o f po in ts fo r a general 

p ra c tit io n e r  to  t o t a l  number answered i s  u tiliz e d #  The higher the  score 

th e  more p o s itiv e  th e  image o f th e  general p ra c t i t io n e r .
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The Task Prsfnrence Scale and the  C h a ra c te r is tic s  Scale a re  both 

analyzed by u t i l i z in g  the o n e -ta ile d  Kolmogorov-Smirnov :e s t  at. th e  5 per 

cen t level*

Hypothesis l l l i No s ig n if ic a n t  re la t io n s h ip  e x is ts  between the p a t ie n t 's  
perceived m edical knowledge and th e  type o f physic ian  he 
u t i l i z e s  fo r  prim ary ambulatory care*

A lte rn a te t U ti l iz a t io n  o f a s p e c ia l i s t  fo r primary ambulatory care i s  re ­
la te d  to  a h igher degree o f  perceived m edical knowledge*

Medical knowledge i s  defined  as ex h ib itin g  an understanding o f 

se lec ted  concepts* A popular way to  t e s t  medical knowledge has been to  

s e le c t  medical term s and ask fo r  d e f in i t io n s ,  as Hankins did (1968)* How­

ever, t h i s  type o f  sca le  does not in d ic a te  an understanding o f medical con­

cepts* In  an e f f o r t  to  get a t  t h i s  a rea  o f understanding , a sca le  devel­

oped by Grubb i s  m odified and used (1970). Questions about medical condi­

tio n s  w ill  be asked w ith four p o ss ib le  answers, one o f  which i s  "d o n 't  

know*" The qu estio n s are  in  Table 7 o f  Appendix A*

Two p o in ts  are  scored fo r  th e  c o rre c t answer; o le poin" fo r  an 

in co rre c t answer and no p o in ts  fo r  a "d o n 't know*" The -ationa e fo r  th is  

type o f scoring  procedure i s  th a t  people w ill  ac t cn knowledge hat they  

have, even i f  i t  i s  in c o rre c t * This scoring mechanism attem pts to  take 

in to  account the  p a t i e n t 's  own percep tion  o f  h is  medical co n d itio n , regard­

le s s  o f the  s c ie n t i f i c  accuracy o f  th i s  understanding* The Kolnogorov- 

Smirnov o n e - ta ile d  t e s t  a t  the  5 per cent s ig n if ic an c e  lev e l i s  u tiliz e d *

Tables 6 , 8 and 9 o f  Appendix A complete th e  questionnaire  as 

adm inistered to  th e  samole* These items c o n s t itu te  th e  secondary fa c to rs  

which have a bearing  on th e  acceptance or r e je c t io n  o f  the  th ree  hypotheses.

Table 6 con ta in s the  th ree  most freq u en tly  named items in  

M echanic's 1968 study  o Wisconsin notherr* The respondents in  M echanic's
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study were asked to  d e te rib e  in  t h e i r  own terms th e  q u a l i t ie s  th a t  make 

a good physician (Mechanic, 1968)• A dditional item s a re  given in  the  

l a s t  p a r t  o f the  q u e s tio n n a ire , which i s  found in  Table 9* The rem aining 

item s included in  Table 9 a re  o th er fa c to rs  th a t  a re  analyzed w ith r e ­

spect to  the  th ree  hypotheses, incltid ing  age, perceived  h e a lth  s ta tu s ,  

frequency o f physic ian  co n tac t w ith in  th e  la s t  tw elve months, socio­

economic s ta tu s ,  and time invmlved in  a  physic ian  v i s i t .  Age i s  th e  age 

as o f  th e  la s t  b ir th d a y . Perceived h e a lth  s ta tu s  i s  se lf-e v a lu a te d  ra t in g  

o f  c u rre n t h e a lth  s ta tu s  as poor, f a i r ,  average, above average, o r exce l­

len t*  Frequency o f  physician  co n tac t w ith in  the  l a s t  12 months i s  th e  

se lf -e s tim a te d  number o f  v i s i t s  th e  fam ily  u n it made to  a l l  physicians* 

o f f ic e s  in  the  l a s t  year. Socio-economic s ta tu s  i s  measured using H ollings- 

head*s two-index c la s s i f i c a t io n  by occupation and educa tion . Time involved 

in  a physic ian  v i s i t  i s  measured by dealing  w ith  both tim e and geographical 

d is ta n c e .

The l a s t  questlo n n a ire  item  i s  found in  Table 8 o f Appendix A 

and i s  a scale  attem pt in ;  to  measure th e  s tre n g th  o f  se lf-d ia g n o s is  o f  th e  

p a tien t*  S o lf-d iaanosia  i s  assumed to  be r e la te d  to  e i th e r  the  p a t i e n t 's  

a c tu a l knowledge o r  the  perceived knowledge o f  h is  medical cond ition . The 

sco ring  o f  these  Thurstone-type item s i s  a lso  in  Table 8.

Sample and Methods

The sample c o n s is ts  o f  200 respondents from the m etropolitan  a rea  

o f Oklahoma C ity . The sample i s  s t r a t i f i e d  geograph ica lly  in  order to  in ­

clude only  these fam ilie s  w ith the  f in a n c ia l c a p a b il i ty  to  se le c t a spe­

c ia l i s t *  By mapping the  lo ca tio n s  o f  o ff ic e s  o f  s p e c ia l i s ts  and genera l 

p ra c t i t io n e rs  and by means o f housing p a tte rn s  r e f le c t in g  economic p a tte rn s .
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th#  n o rtln w tt a a i  f a r  aau tb m a t araaa  o f  Oklahoma C ity  war# a e lac tad .

The method o f  mapping th e  o f f ie a a  waa dona in  an e f f o r t  to  co n tro l fo r 

geographical a e c a a a ib i l i ty  o f  both g en era l p ra c t i t io n e ra  and a p e c ia l ia ta .  

With a m etropolitan  a rea  connected by a highway ayatem, th ia  p recau tion  

may not be neceaaary, but waa a t i l l  done in  o rder to  make th e  two areaa  

aa a im ila r aa p o aa ib la .

Since telephone exchangee in  (Htlahoma C ity  a re  geographical, th e  

aample boundary l in e a  a re  ae t by u t i l i z in g  th e  94-exchange fo r  nortfaweat 

Oklahoma C ity  and th e  83- and 88-axehange fo r  aouthweat Oklahoma C ity .

To make the  two a reaa  mere a im ila r econom ically and to  e lim ina te  bualneaa 

a re a a , the  follow ing fu r th e r  aubdiviaiona a re  made: th e  northwest aample

ia  drawn from am a re a  bounded by M eridian and V illa  and between 23rd and 

50th a tr e e ta .  That i a  roughly o n e -h a lf  o f  th e  e n tir e  94- a re a . The south­

west sample ia  drawn ftom an a rea  bounded by Western and May and between 

59th s t r e e t  and 89th s t r e e t .

The aample i s  drawn from th e  Criaa-Croaa Telephone D irec to ry , a 

d ire c to ry  th a t  l i s t s  th e  telephone numbers by exchanges. Thia l i s t i n g  ia  

as complete aa ia  th e  Oklahoma C ity  Telephone Book. Two a e r ie s  o f  random 

numbers are  genera ted . The f i r s t  id e n t i f i e s  th e  page number and the  

second id e n t i f ie s  th e  l i s t i n g  on th a t  page. Once a l i s t i n g  ia  s e le c te d , 

th e  address ia  examined. I f  i t  f a l l s  w ith in  the  a re a l  aub-d iv iaion  o f  

each telephone exchange, i t  ia  se le c te d  fo r th e  aample. I f  n o t, th e  next 

l i s t i n g  ia  checked u n t i l  an address w ith in  th e  sample area ia  s e le c te d .

A l e t t e r  ia  sen t to  those se lec te d  fo r  th e  sample exp lain ing  the  

p ro jec t and asking fo r  th e i r  p a r t ic ip a t io n  and cooperation  (Appendix B). 

Wichin a week of rec e iv in g  the  l e t t e r ,  they  a re  con tacted  fo r  the  in te r ­

view by telephone. Thia method o f  c o lle c tin g  d a ta  i s  se lec ted  aa roost
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fe# # ib le , given tim e, physica l l im ita t io n s ,  and sample s iz e  needed. In  

an a t t i tu d e  study, a la rg e  sample si:se i s  d e s ire d . By u t i l iz in g  th e  t e l e ­

phone, mere in terv iew s ?an be OMipIeted in  the  same amount o f  time than  

w ith personal c o n ta c t. Colombetof has completed s tu d ies  in d ic a tin g  th a t  

th e re  were no s ig n if ic a n t  d iffe ren c e s  in  responses between telephone and 

personal in terv iew s when asking so c ia lly -accep ted  item s (Colombotos, 1971). 

The in terv iew  i s  conducted w ith the  woman o f  the  household. This se le c ­

t io n  i s  made fo r lev e ra l reasons . F i r s t ,  the w ife and/or mother i s  prob­

ably  th e  b e s t source o f  inform ation on h e a lth  m atters p e rta in in g  to  the  

fam ily . Second, the  woman i s  more l ik e ly  to  be the  in f lu e n tia l  d ec is io n ­

maker fo r  th e  type o f  h e a lth  care  the  e n t i r e  fam ily rec e iv e s . T hird, 

women g e n e ra lly  btve  had more experience w ith the  h ea lth  care  system than  

men, who see a physician  le s s .  When he does co n tac t a physic ian , i t  i s  

more l ik e ly  to  be one th a t  i s  co n trac ted  by h is  p lace o f employmen t .



CHAPTER V

RESULTS

D escrip tion  o f  the  Sample 

The sample fo r  th i s  study i s  200 Oklahoma C ity  respondents* w ith 

100 from the  Northwest p a rt o f  the  c i t y  and 100 from th e  Southwest. The 

method o f  sample s e le c tio n  i s  d e ta ile d  in  Chapter IV. Two hundred and 

f i f t y  l e t t e r s  were sen t to  those se le c te d  fo r  the  study . Of the 50 th a t  

a re  not included in  th e  sample* 25 re fu sed  to  p a rtic ip a te *  e i th e r  by n o ti­

fying th e  author as requested  in  th e  le t te r*  o r by re fu s in g  when contacted  

by phone* Of these* fou rteen  were e i th e r  "too  busy," " d id n 't  want to*" 

o r f e l t  th a t  the  study  was an invasion  o f  privacy* The o th er eleven who 

refu sed  d id  so because they  o r a member o f  th e i r  fam ily were s ic k . Twenty- 

th re e  persons could not be reached e i th e r  because the  l e t t e r  was returned* 

th e  telephone number was inco rrec t*  o r they  had moved away from Oklahoma 

City* The remaining two are respondents th a t  u t i l i z e  c h iro p ra c to rs  fo r 

th e i r  main source o f  h e a lth  care* A d e sc r ip tio n  o f t h e i r  answers to  the 

questionna ire  i s  in  Appendix F. No marked d iffe ren c e s  appeared in  re fu sa l 

r a te  by a rea .

In  general* th e  response o f  the  sample to  the  method o f  telephone 

in terv iew s was favorable* The m ajo rity  o f  respondents seemed eagei to  

cooperate* A few did  p ro te s t  the  len g th  o f  time req u ire d . This question­

n a ire  probably approaches th e  maximum tim e th a t  should be considered fea -

50
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s ib le  fo r  a telephone eurveyt an in terv iew  o f more than  twenty minutes 

would probably be too long* The o v e ra ll  re fu s a l r a te  o f  twenty ner cen t 

i s  c e r ta in ly  f a r  lower th an  would be obtained in  a m ail survey.

A ll respondents a re  fem ale. Fourteen o f these  l iv e  a lone. The 

age range fo r  the  Northwest area  i s  from 24 to  72; the  range fo r the 

Southwest area  i s  from 21 to  83. F if ty » s ix  per cen t o f  those liv in g  in  

the  Northwest area  a re  in  H ollingshead 's C lass I I I ;  59 per cent o f  those  

in  the  Southwest a rea  a re  in  C lass 111. Of the 200 respondents 91 (45.50 

per c en t)  a re  c la s s i f ie d  as u t i l i s i n g  general p ra c t i t io n e r s  fo r primary 

ambulatory care  and 109 (54.50 per c e n t)  are  c la s s i f ie d  as u t i l iz in g  spe­

c i a l i s t s  fo r  primary c a re . The percentage o f those c la s s i f ie d  as u t i l i s i n g  

s p e c ia l i s t s  i s  lower th an  the  in v e s tig a to r  expected, but i s  fa r  higher 

than the 1963 study by th e  N ational Opinion Research Corporation th a t  r e ­

ported only  14 per cen t o f  the  sample tu rn ing  to  s p e c ia l i s t s  fo r tn e i r  

primary care  (Cahal, 1963).

The th ree  hypotheses te s te d  and the main r e s u l ts  a re  included in  

th is  c h ap te r.

Hypothesis l i U ti l iz a t io n  o f  a s p e c ia l i s t  o r a genera l p ra c ti t io n e r  fo r  
prim ary ambulatory care  i s  not r e la te d  to  the p a t ie n t 's  
a t t i tu d e s  toward th e  p h y s ic ia n -p a tien t re la tio n s h ip .

A lte rn a te I U ti l is a t io n  o f  a s p e c ia l i s t  fo r primary ambulatory care i s
re la te d  to  a mere p o s it iv e  a t t i tu d e  toward p ro fessiona l com­
petence than  toward the  p h y s ic ia n -p a tien t r e la tio n s h ip .

This hypothesis i s  te s te d  by th e  uses o f two instrum ents, found 

in  Tables 2 and 3 o f  Appendix A. The t e s t  s t a t i s t i c  i s  Kolmogorov- 

Smirnov which i s  s e n s it iv e  to  d iffe re n c e s  in  d is t r ib u t io n  o f the two 

popu lations. In  using the o n e - ta ile d  t e s t ,  the  a l te rn a te  hypothesis pre­

d ic ts  th e  d ire c tio n  o f  :he d if fe re n c e .

The mean o f  the  scores fo r  general p ra c t i t io n e r s  on the  sc a le
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aBasuring a a t ia fa e t io n  w ith  the  p h y s ic ia n -p a tien t re la tio n a h ip  (Table 2, 

Appendix A) ia  6.175. The mean fo r  thoae u t i l i z in g  a p e c ia l is ts  fo r  p r i ­

mary ambulatory care  i f  6.231. Table 1 ahowa the  raw scorea and the  r e la ­

t iv e  ciaaulative f re q u e ic ie a , upon which the  Kolmogorov-Smirnov t e s t  i s  

baaed.

TABLE 1

SUMMARY OF SCORES ON THE THURSTONE SCALE MEASURING SATISFACTION 
WITH THE PHYSICIAN-PATIENT RELATIONSHIP BY TYPE OF 

PHYSICIAN UTILIZED FOR PRIMARY CARE

Scorea General P ra c ti tio n e r S p e c ia lis t

3.51 3.60
number r . c . f . *

0
number r . c . f . *

0
3.61 - 3.70 - 0 - 0
3.71 - 3.80 1 .010 - 0
3.81 - 3.90 - 0 - 0
3.91 - 4.00 1 .021 - 0
4.01 - 4.10 - .021 1 .009
4.11 - 4.20 - - - .009
4.21 - 4.30 2 .043 - .009
4.31 - 4.40 - .043 - .009
4.41 - 4.50 - .043 1 .018
4.51 - 4.60 1 .054 2 .036
4.61 - 4.70 - .054 - .036
4.71 - 4.80 4 .098 2 .05 )
4.81 - 4.90 2 .120 1 .064
4.91 - 5.00 - .120 2 .08 :
5.01 - 5.10 - .120 6 .1 3 '
5.11 - 5.20 1 .131 2 .15 .
5.21 - 5.30 1 .142 1 .16b
5.31 - 5.40 1 .153 1 .174
5*41 - 5.50 4 .197 1 .183
5.51 - 5.60 1 .208 - .183
5.61 - 5.70 1 .219 6 .238
5.71 - 5.80 - .219 2 .256
5.81 - 5.90 8 .307 9 .339
5.91 - 6.00 3 .340 3 .366
6.01 - 6.10 6 .406 4 .403
6.11 - 6.20 1 .417 3 .431
6.21 - 6.30 6 .483 3 .458
6.31 - 6.40 3 .516 1 .467
6.41 - 6.50 5 .571 3 .495
6.51 - 6.60 6 .637 10 .587
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TABLE 1—Continued.

Scores G ereral P ra c titio n e r S p e c ia lis t

number r . c . f . * number r . c . f . *

6.61 — 6.70 3 .670 5 .633
6.71 -  6.80 3 .703 5 .678
6.81 -  6.90 9 .802 20 .862
6.91 -  7.00 4 .846 7 .926
7.01 -  7.10 — .846 1 .935
7.11 -  7.20 8 .934 6 .990
7.21 -  7.30 5 .989 1 1.00
7.31 -  7.40 1 1.00 - 1.00
7.41 -  7.50 — 1.00 — 1.00
7.51 -  7.60 — 1.00 — 1.00

n » 91 n « 109
e* _ ^2 ***D -  . .5711 p > .05

t r . c . f .  ■ r e l e t l e e  cum ulative frequency

** D ■ maximum d iffe re n c e  between th e  two r e la t iv e  cum ulative frequencies

*** For large  samples* th e  Kolmogorov*Snirnov t e s t  approaches a
ch i square d is t r ib u t io n  w ith two degrees o f  freedom.

The n u ll hypothesis th a t th e re  ia  no d iffe ren c e  in  the  two d is ­

t r ib u t io n s  i s  not r e je c te d .  An a d d itio n a l t e s t  by ch i square on grouped 

scores shows th a t  the  percentages scoring  high and low are  about the  same 

f'>r those u t i l i z in g  g en era l p ra c t i t io n e rs  and those u t i l i z in g  s p e c ia l i s t s .  

1-1 both groups, ? la rg e  m ajo rity  express s a t is f a c t io n  w ith the  p hysic ian - 

p a tie n t re la tio n s h ip .

The second Thur>tone scale* found in  Table 3 o f  Appendix A, mea­

su res s a t is f a c t io n  w ith  th e  p ro fessiona l competence o f the  physic ian .

The mean o f  th e  scores for those u t i l i z in g  s p e c ia l i s ts  is  6 .08 . The 

mean o f the  scores fo r  those u t i l i z in g  g enera l p ra c t i t io n e rs  i s  5 .98 .

Table 3 shows the  numbers and r e la t iv e  cum ulative frequencies fo r  th e  two
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TABLE 2

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES ON THURSTONE 
SCALE MEASURING SATISFACTION WITH THE PHYSICIAN-PATIENT 

RELATIONSHIP: CHI SQUARE ANALYSIS

Score* Phy*ioiam U tilise d

General P ra c ti t io n e r S p e c ia lis t

n Z n %

3.00 -  4.99 12 13.17 9 8.26

5.00 -  6.99 65 71.42 90 82.57

7.00 + 14 15.41 10 9.17

n •  200 91 100.00 109 100.00

x ' . 3.53; d f  ■ 2; p > .05

TABLE 3

SUMMARY OF SCORES ON THE THURSTONE SCALE MEASURING SATISFACTION 
WITH PROFESSIONAL COMPETENCE OF THE PHYSICIAN BY TYPE OF 

PHYSICIAN UTILIZED FOR PRIMARY CARE

Score* General P ra c titio n e r S p e c ia lis t

number r . c . f . * number r . c . f . *

4.71 -  4.80 2 .021 0
4.81 -  4.90 1 .032 1 .009
4.91 -  5.00 1 .043 3 .036
5.01 -  5.10 1 .054 2 .055
5.11 -  5.20 1 .065 - .055
5.21 -  5.30 6 .131 - .055
5.31 -  5.40 2 .153 4 .091
5.41 -  5.50 2 .175 2 .110
5.51 -  5.60 4 .219 8 .183
5.60 -  5.70 5 .274 4 .220
5.71 -  5.80 8 .363 7 .284
5.81 -  5.90 4 .406 9 .366
5.91 -  6.00 4 .450 8 .440
6.01 -  6.10 8 .538 3 .467
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TABLE 3—Continued*

Scores General P ra c titio n e r S p e c ia lis t

nuni>cr r*c*f** number r .c . f * *

6*11 -  6*20 11 .659 16 .614
6*11 -  6*30 3 *692 3 .642
6*31 -  6*40 5 *747 1 .651
6*41 -  6*30 9 *846 17 .807
6.51 -  6*60 5 *901 8 .880
6*61 — 6*70 6 *967 3 *908
6*71 -  6*80 - - 2 .926
6*81 -  6*90 1 *978 1 .935
6*91 -  7*00 - *978 5 .981
7.01 -  7*10 - *978 2 1.00
7.11 -  7.20 2 1*00 — 1.00

n * 91 n ■ 109

D"" ■ .0961 » 1*8271 p > .05

* r*e*f* ■ r e l a t iv e  cum ulative frequency

e* D ■ maximum d iffe ren c e  between th e  two r e la t iv e  cum ulative frequencies

*** Fer la rg e  sam ples, th e  Kolmogorov-Smirnov t e s t  approaches a
c h i square d is t r ib u t io n  w ith  two degrees o f freedom*

The n u l l  hypothesis th a t  th e re  i s  no d iffe ren c e  between the  two 

groups i s  no t re je c te d  based on the  sm all va lus obtained w ith  tne  Kolmo­

gorov- Smirnov te s t*

An a d d itio n a l t e s t  by ch i square on grouped scores fu r th e r  rev e a ls  

th e  s im ila r i ty  in  the  two populations*

There are  no d iffé re n c e s  between th e  two groups in  s a t is f a c t io n  

w ith  th e  p ro fe ss io n a l competence o f  th e  ph y sic ian . Over 50 per cent o f 

bo th  populations scored above 6*00, which seems to  in d ic a te  a high lev e l 

o f  s a t is f a c t io n  w ith  th e  p ro fess io n a l competence o f the  physic ian .

Appendix C shows th e  a c tu a l sco res  fo r  each group on both Thur­

stone scales*
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TABU 4

TYPE OF PHYSICIAN UTIUZSD FOR PRIMARY CARE BY SCORES ON THURSTONE 
SCAl J  MEASURING SATISFACTION WITH PROFESSIONAL COMPETENCE 

OF THE PHYSICIAN* CHI SQUARE ANALYSIS

Scores Physician U tiliz ed

General P ra c titio n e r S p e c ia lis t

n % n %

0 -  5.99 41 45*05 48 44*04

6*00 + 50 54*95 61 55*96

n •  200 91 100*00 109 100*00

X ^ - 0*00; p > .05

H y p o th fii  I.LI No s ig n lf ie a n t  ro la tio n o h ip  e x lo ts  between th e  type o f 
physicion u t l l lM d  fo r  primory care  and the  p a t ie n t 's  
image o f  th e  physician*

A lte rn a te t u t i l i s a t io n  o f  a s p e c ia l i s t  fo r  primary ambulatory care  i s
re la te d  to  a le s s  p o s itiv e  image o f  the  general p ra c titio n e r*

T his hypothesis i s  te s te d  by u t i l i s a t i o n  o f  two scales* The 

f i r s t  one. Task Preference S ca le , i s  found in  Table 4 o f  Appendix A* This 

scale  measures the image o f  th e  general p ra c t i t io n e r  by how many t a s l s  a re  

designated as w ith in  h is  p ro fess io n a l competence* A high score in d ic a te s  

a more p o s it iv e  image o f  the  general p ra c titio n e r*

The mean score fo r  those  u t i l i z in g  general p ra c t it io n e rs  i s  *721; 

the  mean score  fo r those u t i l i s i n g  s p e c ia l i s ts  i s  *406* Table 5 shows 

the summary o f  the  scores and tho  r e la t iv e  cum ulative frequencies for both 

groups*

From th is  ta b le  th e  d is tr ib u t io n s  o f  these  two populations are  

seen as s ig n if ic a n t ly  d if f e r e n t  beyond the  *001 value* T herefore, the n u ll 

hypothesis o f  no d iffe ren ce  between the two groups i s  re je c te d  and the
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a lte rn a te  hypothesia s ta t in g  th a t  thoae th a t  u t i l i z e  a p e c ia lia ta  have a 

lower image o f  the  general p ra c t i t io n e r  ia  accep ted . Thia d ire c tio n  o f 

d iffe re n c e  ia  fu r th e r  c l a r i f i e d  by Table 6 which ahowa a ch i square anely*- 

a ia  o f  th e  aame data*

TABLE 5

SUMMARY OF SCORES ON THE TASK PREFERENCE SCALE BY THE 
TYPE OF PHYSICIAN UTXUZED FOR PRIMARY CARE

Scorea General P ra c titio n e r S p e c ia lis t

0.00

number r . c . f . *

0

number r . c . f . *

18 .165
0.062 * 0 1 .174
0.076 0 1 .183
0.117 2 .021 7 .247
0.176 - .021 3 .275
0.187 .021 2 .293

.200 - .021 3 .300

.266 - .021 1 .330

.285 - .021 1 .339

.294 - .021 4 .376

.312 .021 3 .403

.333 .021 2 .422

.352 .021 1 .431

.375 - .021 2 .449

.411 1 .032 5 .495

.417 - .032 1 .504

.437 1 .043 1 .513

.470 - .043 4 .550

.500 5 .098 5 .596

.529 3 .131 6 .651

.562 3 .164 5 .697

.580 - .164 2 .715

.588 3 .197 5 .761

.600 1 .208 - .761

.615 1 .219 - .761

.625 5 .274 - .761

.647 10 .384 5 .807

.666 - .384 2 .825

.687 1 .395 2 .844

.692 1 .406 - .844

.705 7 .483 1 .853

.714 2 .505 - .853

.733 1 .516 - .853

.750 2 .538 * .853



58

TABLE 5—Continued.

Scores General P ra c titio n e r S p e c ia lis t

number r . c . f . * number r . c . f . *

.764 7 .615 5 .899

.800 2 .637 1 .908

.813 - .637 2 .926

.823 10 .74? 2 .944

.830 1 .758 - .944

.833 2 .780 - .944

.846 1 .791 - .944

.866 1 .802 - .944

.875 4 .847 1 .954

.882 3 .879 ■a .981

.933 1 .890 - .981

.941 4 .934 - .981

.950 1 .945 - .981
1.00 5 1.00 2 1.00

n 91 n 109

564; -  63.102; p < .001

* r . c . f .  ■ r e la t iv e  cum ulative frequency

** D a maximum d iffe ren c e  between th e  two r e la t iv e  cum ulative frequencies

x L f  " For la rg e  aample#,  the  Kolmogorov-Smirnov t e s t  approaches a 
^ ch i square d is t r ib u t io n  w ith  two degrees o f  freedom.

TABLE 6

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES ON 
TASK PREFERENCE SCALEi CHI SQUARE ANALYSIS

Scores Physician U tiliz e d

General P ra c titio n e r S p e c ia lis t

n % n X
0.00 -  .599 18 19.78 83 76.15

.600 — 1.00 73 80.22 26 23.85

n •  :!00 91 100.00 109 100.00

X ■ 65.310; p < .001
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ThoM who u t i l i z e  s p e e ia lie te  score th e  general p ra c ti t io n e r  

■ ig n lf ica n tly  lower on th e  Task Preference Scale than  do thoae who u t i l i z e  

general p rac titio n e ra *

The aecond aca le  uaed to  determine th e  image o f  the  general 

p ra c ti t io n e r  ia  th e  C h a ra c te ria tic  S cale , which i s  found in  Table 5 o f 

Appendix A* The mean score fo r  thoae u t i l i z in g  general p ra c t i t io n e rs  ia  

•684} the  mean score fo r  thoae u t i l i z in g  a p e c ia lia ta  ia  *421* Table 7 

ahowa the aumamry o f  a c tu a l aoorea and th e  r e la t iv e  cumulative frequen- 

cisa»

TABLE 7

SIMIARY OF SCORES ON THE CHARACTERISTICS SCALE BY TYPE 
OF PHYSICIAN UTILIZED FOR PRIMARY CARE

Scorea General P ra e titio n e ra S p e c ia lis t

nianber r . c . f . * nund>er r . c . f . *

0.00 3 .032 22 .201
0.001 - .032 2 .220
0.100 - .032 4 .256
0.125 .032 2 .275
0.200 - .032 5 .321
0.222 - .032 1 .330
0.250 - .032 2 .348
0.2B5 1 .043 3 .376
0.333 - .043 1 .385
0.375 1 .054 1 .394
0.400 2 .076 3 .422
0.428 - .076 4 .458
0.444 2 .098 2 .477
0.500 8 .186 13 .596
0.555 6 .252 - .596
0.571 1 .263 1 .605
0.600 13 .406 12 .715
0.625 3 .439 2 .733
0.630 1 .450 - .733
0.666 1 .461 2 .752
0.667 - .461 1 .761
0.669 .461 1 .770
0.700 10 .571 7 .834
0.714 2 .593 1 .844
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table 7—Continu# d»

n « 91

Scores G ereral P ra c ti t io n e rs S p e c ia lis t

number r . c . f . * number r . c . f . *

0.750 4 .637 3 .871
0.777 - .637 3 .899
0.800 10 .747 3 .926
0.830 - .747 1 .935
0.833 2 .769 - .935
0.857 2 .791 - .935
0.888 1 .802 1 .944
0.900 7 .879 3 .972
1.00 11 1.00 3 1.00

n ■ 109

-  .4101 -  33.347» p < .001

* r . c . f .  "  ro l& tlv e  cum ulative frequency

★* D ■ maximum d iffe re n c e  between the  two r e la t iv e  cum ulative d iffe ren c e s

*** ^ 2 d f*  la rg e  samples, th e  Kolmogorov-Smirnov t e s t  approaches a 
c h i square d is t r ib u t io n  w ith  two degrees o f  freedom.

On th e  b a s is  o f Table 7 , the  n u ll  hypothesis o f no d iffe re n c e  be­

tween the  two groups i s  r e je c te d  nnd the  a l te rn a te  hypothesis th a t  those 

who u t i l i z e  s p e c ia l i s t s  have a lower image o f genera l p ra c t i t io n e r s  i s  

accepted. T his d ire c tio n  o f  d iffe re n c e  i s  emphasized by Table 8 which 

shows a chi square a n a ly s is  o f  th e  grouped d a ta .

Those who u t i l i z e  s p e c ia l i s t s  have a s ig n if ic a n t ly  lower image 

o f  general p ra c t i t io n e r s  chan do those who u t i l i z e  general p ra c t i t io n e r s .  

T herefore, th e re  i s  a s ig n if ic a n t  re la tio n s h ip  between the  type o f physi­

c ian  u t i l iz e d  fo r  primary ambulatory care  and th e  image o f  th e  general 

p ra c t i t io n e r .

The a c tu a l  scores fo r th e  Task Preference Scale and th e  Charac­

t e r i s t i c  Scale a re  fount in  Appendix D.
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lABLS 8

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES 
ON CHARACTERISTIC SCALEI CHI SQUARE ANALYSIS

Scores Physician U tiliz e d

General P ra c ti tio n e r S p e c ia lis t

n % n X

0.00 -  0 .39 5 5.49 43 39.44

0,40 -  0 .79 53 58.23 55 50.45

0.80 -  1.00 33 36.28 11 10.11

n ■ 200 91 100.00 109 100.00

X -  39.861 d f  -  2 | p < .001

HypothAila n i l Mo s ig n if le a n t  r e la tie n e h lp  e x is ta  between th e  p ttie n t* a  
perceived m edical knowledge and the  type o f  idiyaician 
he u t i l i z e s  fo r  primary am bulatory c a re .

A lte rn a te I U ti l iz a t io n  o f  a s p e c ia l i s t  fo r  prim ary ambulatory oare i s  
re la te d  to  a h igher degree o f pereeived medical knowledge.

The Instrum ent used to  measure perceived medical knowledge i s  

found in  Table 7 of Appendix A. The mean score o f  those u t i l i z in g  general 

p ra c t i t io n e r s  i s  15.31; th e  mean score o f  those u t i l i z in g  s p e c ia l i s ts  i s  

16.42. Table 9 gives the  summary o f the  sco res and th e  r e la t iv e  cumula­

t iv e  frequencies o f th e  two groups.

For a o iie - ta ile d  t e s t ,  the  value g iven by the  Kolmogorov-Smirnev 

t e s t  i s  s ig n if ic a n t  a t  the  f iv e  per cent le v e l .  T herefore, th e  n u ll hypo­

th e s is  o f  no d iffe ren ce  in  perceived medical knowledge i s  re je c te d  and 

th e  a l te rn a te ,  which s ta te s  th a t  those who u t i l i z e  s p e c ia l i s t s  have a 

h igher percep tion  o f m edical knowledge, i s  accep ted . Table 10 shows an 

ad d itio n a l a n a ly s is  by ch i square which c l a r i f i e s  th e  d ire c tio n  o f the
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TABLE 9

SUMURY OF SCORES ON PERCEIVED MEDICAL KNOWLEDGE BY 
TYPE OF PHYSICIAN UHLIZED FOR PRIMARY CARE

Scores General P ra c titio n e r S p e c ia lis t

nnsAer r # c . f ,* number r . c . f . *

0 1 .010 — 0
3 mm .010 1 .009
6 2 .032 - .032
7 1 .043 1 .018
8 1 .054 - *018
9 2 .076 1 .027

10 8 .164 2 .045
11 1 .175 4 .082
12 6 .241 6 .137
13 2 .263 4 .174
14 7 .340 6 .229
15 6 .296 8 .302
16 11 .527 6 .357
17 9 .626 17 .513
18 13 .769 24 .733
19 11 .890 21 .926
20 10 1.00 8 1.00

n •  91 n ■ 109

170' "  5.5541 p < .05

*  T . e . f .  " r e la t lv *  euM ilatlT t frequency

** D " M t x i B u n  d iffe re n c e  between the  two r e la t iv e  c u m u l a t i v e  f r e q u e n c i e s

*** ^2df ” la rg e  eaeiplee, th e  Kolmogorov-Smirnov t e s t  a p p r o a c h e e  a  
c h i  square d is t r ib u t io n  v i th  t w o  degrees o f  freedom.

Of th ese  who u t i l i s e  s p e c ia l i s t s ,  over 60 per cent scored above

17 while o f th ese  who u t i l i s e  general p r a c t i t io n e r s ,  only 47 per cent

scored above 17. Perceived medical knowledge i s  th e re fo re  r e la te d  to  the

type o f  physic ian  th e  p a tie n t has se lec te d  to  u t i l i z e .

The a c tu a l scores o f  th e  two groups a re  found in Appendix E.
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TABLE 10

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES ON 
PERCEIVED MEDICAL KNOWLEDGE# CHI SQUARE ANALYSIS

Scores

■ " -  ""L ■-B.g.ra: -a

Physician U tiliz e d

0 - 1 0  

11 -  13 

14 -  16 

17 -  20

General P ractitiom er S p e c ia lis t

n %

15 116.48 

9 9.88 

24 26.36 

43 47.28

n %

5 4.58 

14 12.83 

20 18.34 

70 64.25

n ■ 200 91 100.00 109 100.00

X ^ - 11.38; d f  -  3; p < .02

On t h t  B nfis o f  th e  • t e t i s t l c a l  t e e te ,  the  f i r s t  n u ll  hypothesis 

i s  not re je c te d ;  the  o th e r  two are  re je c te d  and th e i r  re sp ec tiv e  a l te rn a te  

hypotheses a re  accep ted . The meaning o f  th e  acceptance and re je c t io n  of 

th e se  are explored in  Chapter VI* Also contained in  Chapter VI a re  analy^ 

s i s  o f o ther im portant v a r ia b le s .



CHAPTER VI 

DISCUSSION OF THE RESULTS

Thii ch ap te r am plifies on the  meaning o f th e  acceptance o r r e je c ­

t io n  o f  the  th ree  hypotheses and fu r th e r  explores th e  o ther fa c to rs  th a t 

a re  examiicd* For ev a lu a tio n  o f th ese  f a c to r s ,  the  ch i square t e s t  i s  

used. Since no d ire c tio n s  a re  p red ic ted  in  these  in s tan c es , the  area  o f  

re je c t io n  i s  tw o -ta ile d . The le v e l o f  s ig n ifican ce  i s  the  5 per cent 

le v e l fo r a l l  o f th e  t e s t s  contained in  th is  c h ap te r.

Hypothesis I

In Chapter V, the  n u ll hypothesis I was not r e je c te d . T herefore, 

the  type o f physic ian  u t i l iz e d  seems to  have no re la tio n sh ip  w ith the a t t i ­

tude toward e i th e r  p ro fess io n a l competence o r th e  personal physic ian- 

p a tie n t re la t io n s h ip . Both groups have a f a i r l y  high le v e l o f  s a t is f a c t io n  

w ith  both the p ro fe ss io n a l competence o f physic ians and the  personal 

p h y sic ian -p a tien t re la t io n s h ip .

The mean o f  the  scores may be compared w ith  H ulka's e t  a l . study 

o f  a low-income popu la tion . In  the  p resen t study , those u t i l i z in g  general 

p ra c tit io n e rs  have a mean o f  6.17 on the  sca le  measuring s a t is f a c t io n  w ith  

the  p h y sic ian -p a tien t r e la tio n s h ip , while those u t i l iz in g  s p e c ia l i s ts  have 

a mean score o f  6 .23 . Those u t i l i z in g  general p ra c t i t io n e rs  have a mean 

score o f 5.98 on th e  sc a le  measuring s a t is f a c t io n  w ith  p ro fess io n a l compe-

64
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tance» while those  using s p e c ia l i s ts  have a mean score o f 6 .08 , In 

H ulka's study» th e  near o f the  sca le  measuring s a t is f a c t io n  w ith  the  phy­

s ic ia n -p a t ie n t  r e la t io r s h lp  was 6,52 and the  mean o f  the  p ro fessicn a l com­

petence was 5 ,85 . A score o f 5.5  i s  considered n e u tra l fo r e ith e r  scale  

(Hulka» e t  a l .» 1971), Both values on th e  p h y sic ian -p a tien t re la tio n sh ip  

sca le  a re  h igher th an  the values on the  p ro fessiona l competence sc a le .

Appendix G c e r ta in s  a ta b le  showing the  r e la tio n s h ip  o f the 

scores on the  two se a l s . As can be seen from th a t  tab le»  as the  score 

of the  sca le  measuring s a t is f a c t io n  w ith personal re la tio n s h ip  increases» 

the  score on th e  p ro fessio n a l competence sca le  decreases. When the  scores 

on the  personal r e la tio n s h ip  sc a le  are lower» the  score on the  profes­

s io n a l competence a re  h igher. Thus» the  scores seem to  be in v erse ly  r e ­

la te d  |  the  sample seems to  be se le c tin g  e i th e r  competence o r personal 

re la tio n s h ip .

Table 11 shows the r e s u l t s  o f an item a n a ly s is  on each item o f 

the  Thurstone s c a le  measuring s a t is f a c t io n  w ith the  p h y sic ian -p a tien t 

re la t io n s h ip . These are te s te d  by u t i l iz in g  ch i square.

There a re  no s ig n if ic a n t  d iffe ren ces  in  responses on any o f the 

item s. The responses to  item 10» which approaches s ign ificance»  shows 

th a t  while 70 per cen t of those u t i l i z in g  general p ra c t i t io n e rs  agreed 

th a t  most doc to rs l e t  you ta lk  out your problems » 80 per cent o f those 

who u t i l i z e  s p e c ia l i s t s  agree to  th is  item . While th is  may be due to  the  

high p a tie n t load o f  general p ra c titio n e rs»  i t  i s  more l ik e ly  th a t th is  

is  r e f le c t in g  th e  perceived q u a li ty  o f re la tio n sh ip »  since 78 per cent 

o f both grovps agreed th a t physic ians could not get to  know a l l  th e ir  pa­

t ie n t s  since they  had so many to  see . Those th a t u t i l i z e  s p e c ia l is ts  fo r 

primary ambulatory care  view th e i r  physician as more w illin g  to  l i s te n



TABLE 11

ITEM ANALYSIS OF THE THURSTONE SCALE MEASURING SATISFACTION WITH PHYSICIAN-PATIENT 
RELATIONSHIP BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEMS ITEMS AGREED TO

Physician U tilis e d P
G.
n

n

P.
■ 91 

X

S p e c ia lis t  
n ■ 109 

n X

1. You cannot expect any one docto r to  be p e r fe c t . 82 90.10 98 89.90 0.035 NS
2. Doctors make you fe e l  l ik e  every th in*  w il l  be a l l  r i g h t . 58 ë3 .)5 71 44.65 0.241 NS
3. A doctor*# Job i s  to  make people f e e l  b e t t e r . *1.16 ** *6.82 6.021 NS
4 . Too many d o c to rs  th in k  you cannot understand  th e  m edical ex­

p lan a tio n  o f  your i l l n e s s ,  so they  do not bo ther ex p la in in g . 44 48.35 42 38.53 1.571 NS
Doctors a c t l ik e  they  are  doing you a favor by t r e a t in g  you. 24 26.37 26 23.85 0.066 NS

ë. A lo t  o f  d o c to rs  do not care  whether o r not they  h u rt you 
during  the  exam ination. 8 8.79 10 9.17 0.117 NS

h Many do c to rs  t r e a t  th e  d isease  but have no fe e lin g  fo r  the  
p a tie n t . 20 21.97 32 29.35 1.813 NS

8. Doctors should be a l i t t l e  more f r ie n d ly  than  th ey  a re . 19.56 35 32.11 1.35* NS
9. Most d o c to rs  have no fe e lin g s  fo r  t h e i r  p a t ie n ts . » *.89 7 6.42 0.407 NS

10. Most d oc to rs  l e t  you t a lk  out your problem s. 64 10.32 88 80.13 3.541 NS
11. Doctors are  devoted to  t h e i r  p a t ie n ts . 5» 64.81 7* 72.47 1.754 NS
12. Doctors do th e i r  b est to  keep you from w orrying. 78 8 l . l l *1 85.32 o . o i i NS
13. With so many p a tie n ts  to  se e , d oc to rs  cannot g e t to  know 

them a l l . 71 78.02 85 77.98 0.093 NS
14. Most doc to rs take  a r e a l  in te r e s t  in  t h e i r  p a t ie n ts . 75 82.41 94 86.23 0.883 NS

O nO'
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to  th e i r  problem# th an  do those who u t i l i z e  general p ra c ti t io n e rs  fo r  

primary care*

Table 12 show# an item an a ly s is  o f the  Thurstone scale  measuring 

s a t is f a c t io n  w ith p ro fess io n a l competence, u t i l iz in g  ch i square fo r the  

s t a t i s t i c a l  analysis*

S ig n ifican t d iffe ren c e s  appear on only one item  on th i s  s c a le , 

which Is  Item 11, d ea lin g  w ith the  amount o f  knowledge requ ired  o f  physi­

cians* A s ig n if ic a n t ly  higher number o f people u t i l iz in g  s p e c ia l i s ts  agree 

th a t  docto rs are put In  the  p o s itio n  o f needing to  know more than  they  

possib ly  could* This may be a r e f le c t io n  o f  some knowledge th a t  leads 

these  people to  s e le c t  s p e c ia l is ts  In  the f i r s t  p lacet th e i r  percep tion  

o f medicine as a p ro fessio n  may be more so p h is tica ted  than  those who u t i ­

l iz e  general p ra c titio n e rs*  While most in  the  sample disagreed w ith  item  

fo u r, s l ig h t ly  more people who u t i l i z e  general p ra c ti t io n e rs  agreed th a t  

no two doctors agree on what i s  wrong with a p a t ie n t .

In  both groups, the m ajo rity  o f those inverviewed seem to  have 

favorab le  a t t i tu d e s  toward physicians* Very few agreed to  the very  ob­

v io u sly  negative questions* However, one-fou rth  o f  th e  to ta l  sample fe e l 

th a t  docto rs ac t l ik e  they  are  doing one a favor by t r e a tin g  him* Almost 

o n e -h a lf  o f  the  sample r e f le c t  a communication problem when they  agree 

th a t  physicians do not exp lain  t h e i r  d iagnosis c le a r ly  enough*

Although th e  type o f physic ian  u t i l iz e d  has no re la tio n sh ip  to  

the a t t i tu d e s  toward th e  p h y sic ian -p a tien t re la tio n s h ip  and the  p ro fes­

s io n a l competence o f  physicians as measured by these sc a le s , the  u t i l i s a ­

t io n  p a tte rn s  d i f f e r  markedly between those who receive  primary care  from 

the  general p r a c t i t io n e r  and those who consu lt sp e c ia lis ts*  Tables 13 

through 18 r e f le c t  th e  an a ly sis  o f  questionna ire  item s in  Appendix A,



TABLE 12

ITEM ANALYSIS OF THE THURSTONE SCALE MEASURING SATISFACTION WITH PROFESSIONAL COMPETENCE
BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEMS ITEMS AGREED TO

Physician U tiliz e d P
G.
n

n

P.
■ 91 

%

S p e c ia lis t
n ■ 109 

n X
1. People do not know how meny « Is ta k es  d oc to rs  r e a l ly  make. 76 83.51 92 84.40 0.132 NS
2. Today^e d oc to rs  a re  b e t te r  tra in e d  than  ever b e fo re . 87 95.60 lOl 94.49 *
Ï . Doctors r e ly  on drugs and p i l l s  too  much. 16.46 2*.1S 1 .4 l9 NS
4 . No two d o c to rs  w il l  agree on what i s  wrong w ith  a person. 12 13.18 6 5.04 1.69) NS
5. Given a choice between using  an o ld  r e l i a b le  drug and a new 

experim ental one, many d o c to rs  w il l  choose the  new one. 27 29.67 29 26.60 0.104 NS
6. Doctors w ill  not admit i t  when they  do not know what i s  

wrong w ith  a person. 27 29.67 29 26.60 0.104 NS
>. When doc to rs do not cure m ild ly  i l l  p a t ie n ts ,  i t  i s  because 

th e  p a tie n ts  do not coopera te . 71 78.02 85 77.98 0.027 NS
8. Doctors w i l l  do every th ing  they  can to  keep from making a 

m istake. 88 96.70 106 97.24 *
9. Many do c to rs  ju s t  do not know what they  a re  do ing . 10 10.98 10 9.17 0.035 NS

10. Doctors spend more time try in g  to  cu re  an i l ln e s s  you already 
have ra th e r  th an  p rev en tin g  one from developing. 49 53.84 52 47.77 0.522 NS

11. Doctors a re  put in  th e  p o s it io n  o f  needing to  know more than  
they  p o ss ib ly  eou ld . 64 70.32 89 81.65 4.193 <.05

12. Even i f  a do c to r cannot cure you r ig h t  away, he can make you 
more com fortab le . 90 98.90 107 98.16 *

13. Doctors can help you both  in  h e a lth  and sick n ess . 91 100.00 108 99.08 *
14. Doctors sometimes f a i l  because p a tie n ts  do not c a l l  then  in  

tim e. 90 98.90 108 99.08 *

o*
00

* not a p p lic a b le : expected frequency i s  le s s  than  5 per c e l l .
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Table 1.

As shown in  Table 13, o f those th a t  u t i l i z e  general p ra c tit io n e rs  

as fam ily d o c to rs , a s ig n if ic a n t ly  h igher number o f them have one sour e 

to  c a l l  upon fo r  emergency care*

TABLE 13

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY 
SOURCE OF EMERGENCY CARE

Sources o f Care Physician U tiliz ed

General P ra c titio n e r S p e c ia lis t
n % n X

Meet or c a l l  main 
physician 67 73.62 40 36.69

Other—c a l l  ambulance, 
go to  h o sp ita l ER 24 26.38 69 63.21

n « 200 91 100.00 109 100.00

25.723; p < .001

Tables 14 and 15 i l l u s t r a t e  th e  d iffe ren c e s  in  u t i l i z a t io n  pat­

te rn s  o f the physician  as a source o f  inform ation and the f i r s t  source 

o f  care  when someone i s  s ic k .

Those th a t  u t i l i z e  general p ra c t i t io n e r s  a re  s ig n if ic a n t ly  more 

l ik e ly  to  tu rn  to  one main source fo r h ea lth  inform ation  or when someone 

f i r s t  becomes i l l  than a re  those who u t i l i z e  s p e c ia l i s t s .  Those who go 

to  a s p e c ia l i s t  fo r th e i r  primary ambulatory care  a re  much more l ik e ly  to  

answer th a t th e i r  source o f  inform ation and the  resource to  whom they tu rn  

f i r s t  when someone is  i l l  depends on th e  problem. That i s ,  tlwsy a re  exer­

c is in g  much more judgment about the problem than are  those who u t i l i s e  

general p ra c t i t io n e r s .
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TABLE 14

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY 
SOURCE OF INFORMATION OR ADVICE

Source Conaulted Phyalcian U tiliz e d

General P ra c titio n e r S p e c ia lis t
n % n %

Turn to  main doctor 87 95.60 40 36.69

No main aource 4 4.40 69 63.31

n ■ 200 91 100.00 109 100.00

X » 71 .732 ; p < .001 

TABLE IS

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY 
FIRST SOURCE CONSULTED WHEN SICK

Source Conaulted Physician U tiliz e d

General P ra c ti tio n e r S p e c ia lis t
n % n X

Main phyaioian 89 97.80 30 27.22

No one aouree * dependa 
on problem 2 2.20 79 72.47

n * 200 91 100.00 109 100.00

X •  98 .757 ; p < .001

Table 16 ahowa another aapeet o f u t i l i z a t io n —th e  p rac tice  o f  a 

p a tien t c o n a u ltlig  a aecond phyalclan without t e l l in g  the  f l r a t  about I t .

Again, thoae who u t i l i z e  a p e c la lla ta  exerc lae  a g rea te r  amount 

of ae lf-d ec la lo n  about medical problem# than do thoae th a t  u t i l i z e  general 

p ra c ti t io n e ra .
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TABLE 16

TYPE OF PHYSIC UN UTILIZED FOR PRIMARY CARE BY 
CONSULTATION WITH OTHER PHYSICIANS

Response Physician U tiliz ed

General P ra c ti t io n e r S p e c ia lis t
n % n X

Have conaulted 9 9*89 33 30*27

No, have not 82 90*11 76 69*73

n -  200 91 100*00 109 100*00

13*681; p < *001

Table 17 reveal#  th e  method o f  r e f e r r a l  to  a p e c ia lia tt*  The n 

fo r thoae u t i l iz in g  genera l p ra c tit io n e r#  ia  76 h ere : th ia  ia  the  t o t a l

number o f  thoae u t i l i z in g  genera l p ra c tit io n e r#  who have, a t  aome t in e ,  

conau lted  a a p e c ia l i s t .  I t  ia  in te r  e a tin g  to  no te  th a t  79 or 72*47 per 

cen t o f  thoae u t i l i z in g  a a p e c ia lia t  have consu lted  a a p e c ia l is t  w ith in  

th ia  l a a t  year, while on ly  42*85 per cen t (39) o f  thoae u t i l iz in g  general 

p ra c t i t io n e rs  have conau lted  a a p e c ia lia t  w ith in  the  l a s t  year* (This i s  

s ig n if ic a n t  beyond the  *001 lev e l* ) In  a d d itio n , 15 (16*48 per c e n t)  o f 

these  who u t i l i z e  genera l p ra c t i t io n e r s  have never consu lted  a s p e c ia l i s t  

a t any time*

Thoae th a t  u t i l i z e  general p ra c t i t io n e r s  are  sx>re l ik e ly  to  con­

s u l t  a a p e c ia lia t on th e  advice o f a physic ian—u su a lly  th e i r  fam ily  phy­

sic ian*  Only 14*47 per cen t o f  thoae using general p ra c tit io n e rs  decide 

them selves to  consu lt a a p e c ia l ia t ,  while 37*62 per cen t o f  those u t i l i z ­

ing s p e c ia l i s t s  have decided them selves to  co n su lt one*
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TABLE 17

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY 
METHOD OF REFERRAL TO SPECIALISTS

Method Physician U tiliz ed

General P ra c titio n e r S p e c ia lis t
n % n Z

A physician 52 68.42 28 25.68

Family -  f r ie n d s 13 17.11 40 36.70

Decided s e l f 11 14.47 41 37.62

n -  183 76 100.00 109 00.00

33.417; 4 d f | p < .001

A p a tte rn  o f  u t i l i z a t i o n  p résen ta  i t a e l f i  those th a t  u t i l i z e  

genera l p ra c t i t io n e r s ,  w hile th e i r  a t t i tu d e s  a re  not s ig n if ic a n t ly  d i f ­

fe re n t from those who use s p e c ia l i s t s ,  do tend to  u t i l i z e  the  general 

p ra c t i t io n e r  more as th» "gatekeeper** to  th e  r e s t  o f th e  medical care  de­

l iv e ry  system. They co n su lt him fo r  an emergency, they  tu rn  to  him fo r 

in form ation , they  co n su lt him f i r s t  whenever someone i s  s ic k , they  do not 

seek th e  opin ion  o f  a second physician un less they  t e l l  him f i r s t ,  and 

when they  do co n su lt a s p e c ia l i s t ,  i t  i s  more o fte n  on the  advice o f  th e i r  

physic ian . The general p r a c t i t io n e r ,  in  o th e r words, i s  the  dec ision ­

maker. The re s p o n s ib i l i ty  fo r  decision-m aking i s  not re le g a ted  by those 

chat u t i l i z e  s p e c ia l i s t s  fo r  ambulatory c a re t they decide , on the  b asis  

o f th e i r  own eva lua tion  o f the  problem, where to  go fo r  emergency c a re , 

who to  tu rn  to  fo r  advir e ,  where to  go when s ic k . They are  more l ik e ly  

to  take an a c tiv e  p a rt in  th e  d iagnosis—they  more freq u en tly  decide to  

consu lt a second physician  w ithout t e l l in g  the  f i r s t .  When they  do con-
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• u l t  m i t  i s  they , along w ith  fam ily and f r ie n d s , who make

the  decision* This p a tte rn  o f  u t i l i z a t i o n  i s  in  agreement w ith the  im pli­

c a tio n s  o f  W hite's study (W hite, 1964).

The c la s s i f ic a t io n  o f  those who u t i l i z e  general p ra c t i t io n e rs  and 

those who u t i l i z e  s p e c ia l i s ts  i s  not w ithout i t s  problems. The d iv is io n  

in to  th e  two groups i s  made on the  b a s is  o f  answers to  questions found in  

Table 1 o f  Appendix A. Of the  91 who a re  c la s s i f ie d  as u t i l i z in g  general 

p ra c t i t io n e r s ,  two physicians a re  a c tu a lly  s p e c ia l i s ts  (both  in te r n is t s )  

but they  a re  u t i l iz e d  as genera l p ra c t i t io n e r s ,  based on the  scoring  o f 

the  10 items* Of those who a rc  c la s s i f ie d  as using s p e c ia l i s t s ,  46 (42.20 

per c e n t)  sa id  th a t  they  do have a fam ily doctor* Of the  46, 24 (52.17 

per c e n t)  id e n tify  th i s  doctor as a g enera l p ra c t i t io n e r  w hile the  r e s t  

id e n tify  him as a s p e c ia lis t*  However, based on th e i r  answers to  the  item s 

o f the  U ti l iz a t io n  Index, they  do not u t i l i z e  th is  physician  as the  "gate­

keeper" .

Of the  91 who are c la s s i f ie d  as u t i l i z in g  a general p ra c t i t io n e r ,  

45 (49*45 per c e n t)  do use o th e r ph y sic ian s, but m ostly on the  recommenda­

t io n  o f  th e i r  main physic ian . In  th i s  group only 4 (4 .39 per c en t)  have 

ever consu lted  a c h iro p ra c to r , and th e re  were none in  the  s p e c ia l i s t  group 

th a t  had ever consu lted  a ch irop racto r*  Host of those who u t i l i z e  spe­

c i a l i s t s  have a t  l e a s t  th ree  doc to rs—most commonly a p e d ia tr ic ia n , a 

g yneco log ist, and an in te rn is t*  One fam ily  o f four had seven d if fe re n t  

doc to rs—a p e d ia tr ic ia n , an orthopedic s p e c ia l i s t ,  a u ro lo g is t ,  an in te r ­

n i s t ,  a de rm ato lo g is t, a surgeon, and a gynecologist* One o th er fam ily 

o f th re e  had fiv e  physicians th a t  they re g u la r ly  consu lted .

Since th e  a t t i tu d e s  toward p ro fessio n a l competence and personal 

p h y sic ian -p a tien t re la t io n s h ip  arc  not s ig n if ic a n t ly  r e la te d  to  the  type
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of physic ian  u t i l i z e d ,  i t  i s  in te re s t in g  to  evaluate  ta e  importance o f 

some o th e r  v a ria b le s  t<> see i f  any can be id e n tif ie d  as being re la te d  to  

the type of physic ian  se lec ted  fo r  primary ambulatory c a re .

Table 18 i l l u s t r a t e s  the  re la tio n s h ip  of geographical area o f 

res idence  on the  type o f  physician u t i l i z e d .

TABLE 18

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY 
AREA OF RESIDENCE

Area Physician U tiliz e d

General P ra c titio n e r S p e c ia lis t
n X n X

Northwest 45 49.45 55 30.45

Southwest 46 50.55 54 49.55

n -  200 91 100.00 109 100.00

X » 0.0801 p > .05

As i s  obvious, the  area  o f  residence  has no e f f e c t  upon the  type 

o f physic ian  u t i l i z e d .  No very g rea t d iffe ren ces  appear in  d istances 

trav e led  by area e i th e r .  Those th a t  l iv e  in  the Northwest area take a 

mean of one hour and fo r ty  minutes on an average v i s i t |  Chose in  the South­

west p a rt o f town take  an average o f one hour and f i f t y  m inutes.

A v a riab le  th a t  might be a determ inant in  the  s e le c tio n  o f a 

general p ra c ti t io n e r  o r o f  a s p e c ia l i s t  fo r  primary am bulatory :a re  i s  

th a t  o f age. The o v e ra ll  age d is t r ib u t io n  o f  the sample i s  as fo llow si 

34 are in  the  age group 20-29 (17 per c e n t) ; 43 are in  the  30-39 age group 

(21.50 per c e n t) ;  61 a re  in  the 40-49 age group (35 per c e n t) ;  38 a re  in  

the  50-59 age group (14.50 per c e n t) ;  and 24 are  above 60 (12 per c e n t.)  

Table 19 hows the age d is t r ib u t io n  o f  chose who u t i l i z e  general p r a c t i -
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c loners and those who u t i l i z e  sp e c ia lis ts*

TABLE 19

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY AGE

Age Groups rh y sic ia n  U tiliz ed

General P ra c ti tio n e r S p e c ia lis t
' n % n %

20 -  29 7 7.69 27 24.77

3 0 - 3 9 18 19.78 25 22.94

4 0 - 4 9 31 34.06 30 27.52

50 -  59 20 21.98 18 16.52

60 + 15 16.49 9 8.25

n ■ 200 91 100,00 109 100.00

13.00; 4d f; p < .02

This tab le  in d ic a te s  th a t  the p a tie n ts  who u t i l i z e  s p e c ia l i s ts  

are a s ig n if ic a n t ly  younger group than those who u t i l i z e  general p ra c t i ­

t io n e r s .  Of those th a t  u t i l i z e  general p ra c t i t io n e r s ,  27 per cent are  

below th e  age o f 39 w hile 47 per cent o f those  th a t  u t i l i z e  s p e c ia l i s t s  

are  below age 39, Those th a t  a re  younger may have la rg e r  fam ilie s  and 

th e re fo re  "need" the se rv ice s  o f  various s p e c ia l i s t s  SK>re, e sp e c ia lly  

gyneco log ists and p e d ia tr ic ia n s*  I t  i s  a lso  lo g ic a l to  assume th a t  those  

who are  o ld e r  would have more m edical problems and thus req u ire  the  se r­

v ices o f  s p e c ia l is ts  e sp e c ia lly  to  deal w ith chronic d ise a se s . T herefore , 

d iffe re n c e s  in  age d is t r ib u t io n  probably do not r e f l e c t  d iffe ren c e s  in  

medical needs o f the fam ily  u n i t .

Table 30 exp lo res the  re la tio n s h ip  o f  the  age d is t r ib u t io n  by 

area o f  residence in  Oklahoma C ity .
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TABLE 20

AGE DISTRIBUTION BY AREA OF RESIDENCE

Area o f  Residence Age

20 -  39 40 +
n X n X

Northwest 33 42*86 67 54*47

Southwest 44 57*14 56 45.53

n •  200 77 100*00 123 100*00

X -  3 .04 ; p > .05

This r e s u l t  approaches s ig n if ic a n c e  a t  the 5 per cen t level*

There may be a s l ig h t  tendency fo r the  Northwest sample to  be somewhat 

o ld e r than  the  Southwest sample*

Age i s  a s ig n if ic a n t  v a riab le  in  th a t  those who u t i l i z e  s p e c ia l­

i s t s  a re  younger than  those who u t i l i z e  a general p ra c t i t io n e r  fo r  t h e i r  

m edical needs* This ag rees w ith L itm an 's study conducted on th re e -  

g en era tio n a l fam ilie s  th a t  concluded th a t  the  youngest o f  th e  g en era tio n s 

was more l ik e ly  to  u t i l i z e  m ultip le  s p e c ia l i s t  physicians than  was th e  

o ld e s t genera tion  (Litm an, 1971)*

Another v a ria b le  o f  in te re s t  in  th e  se le c tio n  o f  e i th e r  a spe­

c i a l i s t  o r a general p r a c t i t io n e r  fo r  primary care  i s  th a t  o f  so c ia l c la ss*  

Table 21 i l l u s t r a t e s  th e  so c ia l c la s s  d is t r ib u t io n  o f those who u t i l i z e  

s p e c ia l i s t s  and those who u t i l i z e  g en era l p ra c titio n e rs*

Although not s ig n i f ic a n t ,  th e  d a ta  does rev ea l a s l ig h t  tendency 

fo r  a higher percentage o f  those in  C lasses I  and I I  to  u t i l i z e  s p e c ia l i s t s  

and fo r those in  C lasses I I I  and IV to  u t i l i z e  general p ra c titio n e rs*

While th i s  supports th e  popular notion th a t  those in  h igher so c ia l  c la s s e s



77

tend to  u t i l i z e  s p e c ia l i i t e  more, i t  wee f e l t  th a t  the design  o f  the 

present study c o n tro lle d  so c ia l c la s s  d iffe re n c e s  by sampling w ith in  

m iddle-o lass areas o f  Oklahoma City* D espite t h i s  p recau tion , however, 

i t  seems th a t  some so c ia l  c la s s  d iffe re n c e s  do ex ist*

TABLE 21

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE 
BY SOCIAL CLASS

S ocial C lass Physician  U tilized

General P ra c ti t io n e r S p e c ia lis t
n X n %

I -  I I 15 16.48 28 25*69

I I I  -  IV 76 83*52 81 74*31

n " 200 91 100.00 109 100*00

X = 3*064; p > .05

The so c ia l c la s s  d is t r ib u t io n  o f the  e n t i r e  sample i s  o f in te r e s t i  

four people are  c la s s i f ie d  as I (2*00 per c e n t) ;  a to ta l  o f  39 are  placed 

in  Class I I  (19*50 per c e n t) ;  115 are  in  C lass I I I  (57*50 per c e n t;)  and 

42 are in  C lass IV (21*00 per cent)* Because o f  the  geographical area 

se lec ted  fo r the  sample, th e  so c ia l c la s s  d is t r ib u t io n  was expected to  be 

la rg e ly  w ith in  C lass I I I ,  as i t  is* However, more Class IV and fewer 

C lass I I  were found than  expected* Seventy-eight per cent o f  the to ta l  

sample i s  in  C lasses I I I  and IV* Table 22 i l l u s t r a t e s  th a t  th e re  i s  no 

s ig n if ic a n t  r e la tio n s h ip  o f  so c ia l c la s s  to  the  area of res id en ce .

A v a ria b le  th a t  i s  d i f f i c u l t  to  q u a n tify  i s  th a t o f  medical need*

A fam ily 's  medical needs a re  hard to  assess  acc u ra te ly i t h e i r  perception 

o f medical need i s  l ik e ly  to  be fa r  d if f e r e n t  from a p h y sic ian 's  a ssess­

ment o f  medical need* A crude way to  get an in d ic a tio n  o f medical need
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may be the  eelf-aeaeeem ent o f  e ta te  o f h e a lth . The respondents were asked 

to  r a te  th e i r  own h e a lth  as poor, f a i r ,  average , above average o r excel­

le n t .  Table 23 shows th e  re la tio n s h ip  o f  th i s  h ea lth  r a t in g  to  the  type 

o f physician u t i l i z e d  fo r  primary ca re .

TABLE 22

SOCIAL CLASS BY AREA OF RESIDENCE

Area o f  Residence Social C lass

I -  I I I I I -  IV
n X n X

Northwest 23 53.49 77 49.04

Southwest 20 46.51 80 50.96

n •  200 43 100.00 157 100.00

X •  0.1181 p > .05

TABLE 23

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY HEALTH RATING

Health Rating Physician U tiliz ed

General P ra c titio n e r S p e c ia lis t
n X n X

Poor 6 6.59 5 4.58

Fair 8 8.79 15 13.76

Average 32 35.16 31 28.44

Above Average 31 39.07 36 33.04

E xcellen t 14 15.39 22 20.18

n = 200 91 100.00 109 100.00

■ 2.7901 d f  " 4 ; p > . 05
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As seen from th is  ta b le  there  i s  no re la tio n s h ip  betw een h ea lth  

r a t in g  and th e  type o f  physic ian  u t i l iz e d  fo r  primary c a re .

Table 24 shows th a t  age has a s ig n if ic a n t e f f e c t  upot th e  h ea lth  

r a t in g  w ith both the  age groups and the  h e a lth  ra t in g s  co llap ted  fo r analy­

s i s .  As might be p red ic ted , those  who r a t e  th e i r  h e a lth  as e i th e r  above 

average o r e x ce llen t a re  younger than th ese  who r a te  th e i r  h e a lth  as aver­

age or below* Of those th a t  a re  39 or below, 60 per cen t rank th e i r  h e a lth  

as above average o r e x c e lle n t , while only 44 per cent o f  those over 40 rank 

th e i r  h e a lth  t h i s  high*

TABLE 24 

AGE BY HEALTH RATING

Health Rating Age Group

20 - 39 40 +
n X n %

Average o r below 31 40.25 68 55.28

Above Average or 
E xcellen t 46 59.75 55 44.72

n “ 200 77 100.00 123 100.00

X ^- 4*89; p < .05

Table 25 i l l u s t r a t e s  the  e f fe c t  o f  the  h ea lth  ra t in g  o f the 

respondent upon frequency o f  physician v i s i t s  o f the  fam ily u n it  w ith in  

the l a s t  year*

This ta b le  re v e a ls  no d iffe ren ce  in  frequency o f physician v i s i t s  

o f the fam ily u n it  according to  the h e a lth  ra t in g  o f  the  respondent.

Table 26 shows the  same data co llapsed  fo r a n a ly s is  in  a two by 

two table*
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TABLE 25

FREQUENCY OF PHYSICIAN VISITS WITHIN THE LAST 
YEAR BY HEALTH RATING ( I )

Health Rating Fraquancy o f  Phyaioian V ia ita

0 -  5 6 -  10 11 -  15 16 +
n % n % n % n X

Poor -  Fair 9 12.50 8 14.81 9 20.45 8 26.67

Average -  Above
Average 50 69.44 37 68.52 26 59.09 17 56.66

E xcellen t 13 18.06 9 16.67 9 20.46 5 11.67

n « 200 72 100.00 54 100.00 44 100.00 30 100.00

X •  4.071 d f •  6j p > .05 

TABLE 26

FREQUENCY OF PHYSICIAN VISITS WITHIN THE LAST 
YEAR BY HEALTH BATING ( I I )

ia a lth  Rating Frequency

0 -  10 11 +
n X n X

Poor -  F a ir 17 13.49 17 22.97

Average to  Excellant 109 86.51 57 77.03

n -  200 126 100.00 74 100.00

X •  3.6791 p > .05

Thia ia  very c loaa  to  the  5 per cen t le v e l .  At would be ex­

pected , thoae w ith higher h e a lth  ra tin g s  v is i te d  th e i r  physicians some­

what la s s  f ra q u a r tly . However, the h ea lth  r a t in g  i s  th a t o f the  female 

respondent and the  frequency ia  the number o f  v i s i t s  o f the  t o t a l  fam ily 

u n i t .  The s tre n g th  o f s ig n if ic an c e  is  not enough to  s ta te  whether the
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h ea lth  o f  the  woman o f  the  houee a f fe c ts  th e  h e a lth  o f  the  e n t i r e  fam ily 

u n i t ,  although th is  type o f  re la tio n sh ip  would not be to ta l ly  unexpected* 

Table 27 shows the  re la tio n sh ip  o f  frequency o f v i s i t s  w ith in  the  

la s t  year to  the type o f  physic ian  u t i l i z e d .

TABLE 27

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY FREQUENCY 
OF PHYSICIAN VISITS WITHIN THE LAST YEAR

Frequency Physician  U tilized

General P ra c t i t io n e r S p e c ia lis t
n % n X

0 - 5 40 43*97 32 29.36

6 - 1 0 27 29*67 27 24*77

11 -  15 15 16.48 29 26*61

16 + 9 9*88 21 19*26

n » 20C 91 100*00 109 100*00

x ' -  8.589» d f  ■ 3» p < *05

As can be seen from the  ta b le ,  those th a t  u t i l i z e  s p e c ia l i s ts  

tend to  go to  th e i r  physician  s ig n if ic a n t ly  more o ften  than those th a t 

use general p ra c titio n e rs*  This phenomenon i s  not re la te d  to  medical 

needs, as measured by the h e a lth  r a t in g  o f  th e  respondent, but may be 

re la te d  to  the m edical needs o f the  whole family* This re la tio n sh ip  could 

be re la te d  to  the  amount o f preventive care  th a t  a s p e c ia l is t  o r general 

p ra c ti t io n e r  gives* However, item  ten  on th e  Thurstone sca le  measuring 

p ro fessiona l competence deals w ith  the a t t i tu d e s  o f  the p a tie n t toward the 

amount o f  preventive medicine p rac ticed  by the  physic ian , and th e re  were 

no d iffe ren ces  between groups on th a t  item* Frequency may a lso  be re la te d  

to  the ape o f the respondent, which i s  shown in  Table 28*
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TABLE 28

AGE BY FREQUENCY OF PHYSICIAN VISITS WITHIN THE LAST YEAR

Frequency Age Group

20 - 39 40 +

n % n X

0 - 1 0 35 45*45 91 73.98

11 -  20 29 37*66 26 21.13

21 -  31 13 16.89 6 4 .89

n ■ 200 77 100*00 123 100.00

18.00} d f  -  2} IÎ < .001

From Table 28, i t  i s  obvious th a t  the  age o f the respondent i s  

s ig n if ic a n t ly  re la te d  to  the  frequency o f physician  v i s i t s  o f the  e n tir e  

fam ily un it per year. The d ire c tio n  o f th i s  re la tio n sh ip  i s  in te r e s t in g .  

Of those in  the  20 to  39 age group, '*5 per cen t o f  the  fam ilies go to  the  

physician  te n  o r fewer times} while chose in  the  40 and above pge group,

73 per cent go to  th e i r  physic ian  t e r  or fewer tim es. A larger percentage 

o f  those in  the  younger group go to  :h e ir  physicians over 21 tim es than 

in  the  o lder group* This would imply th a t  another v a riab le  i s  a t  work 

here—age and s iz e  of the  household. Those respondents th a t a re  in  the  

20 to  39 age group may be more l ik e ly  to  have c h ild re n  in  the  home th a t 

req u ire  v i s i t s  to  the  physic ian , e i th e r  fo r  ro u tin e  examinations o r  fo r 

the  many childhood emergencies th a t  irise*  Table 29 explores the  r e la ­

tio n sh ip  between frequency o f physic an v i s i t s  and household s in e . House­

hold size  i s  the number o f persons 1 ving in  the  same household. Thif 

i l l u s t r a t e s  th a t  household s ize  i s  re la te d  to  th e  frequency o f physician 

v i s i t s  w ith in  the  l a s t  year, Larger fam ilie s  do tend to  v i s i t  th e i r
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physicians mors often* This r e la tio n s h ip  i s  no t analyzed per person* I t  

i s  very l ik e ly  th a t  t h i s  i s  r e f le c t iv e  only o f  the  fac t th a t  more persons 

in  a fam ily u n it tend  to  v i s i t  a physic ian  more o ften  than  fewer people*

TABLE 29

HOUSEHOLD SIZE BY FREQUENCY OF PHYSICIAN VISITS 
WITHIN THE LAST YEAR

Frequency Household Size

1 -  3 4 — 6 +

n X n %

0 - 1 0 95 79*17 31 38.75

11 -  20 20 16*67 35 43*75

21 + 5 4*16 14 17*50

n >* 200 120 100*00 80 100*00

-  34*221 d f » 2 | p < *001

Since la rg e r  fam ilies do u t i l i z e  th e  se rv ices o f  th e  physic ian  

more, i t  would be in te re s tin g  to  know whether household s iz e  has an e f ­

fe c t upon the  type o f  physician se lec ted  fo r  primary care* Table 30 i l l u s ­

t r a te s  th e  re la tio n sh ip *  I f  the  c e l l s  are combined in to  a two by two 

ta b le ,  th e  p ro b a b il ity  value does not i ic re a s e  in  sign ificance*  Although 

younger fam ilie s  tend  to  u t i l i z e  th e i r  physic ian  more and tend to  go to  

s p e c ia l i s ts  more, th e re  does not seem to  be any re la tio n s h ip  o f household 

s ize  to  th e  type o f  physician se le c te d  fo r prim ary care*

In  th is  sam ple, then a t t i tu d e s  o f  those u t i l iz in g  s p e c ia lis e s  

and those u t i l i s i n g  general p ra c t i t io n e r s  were not s ig n if ic a n t ly  d iffe re n t*  

However, those th a t  choose to  u t i l i z e  general p ra c t i t io n e r s  do tend to  be 

somewhat o ld e r , to  have a s l ig h t ly  lower socioeconomic s ta tu s ,  and to  

v i s i t  th e i r  physic ian  le s s  often*
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1ABLE 30

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE 
BY HOUSEHOLD SIZE

Family Size Physician U ti liz e d

General P ra c titio n e r S p e c ia lis t
n X n X

1 7 7*69 7 6.42

2 34 37.35 25 22.94

3 21 23.07 29 26*60

4 17 18.67 24 22.02

5 + 12 13.22 24 22.02

n * 200 91 100.00 109 100.00

X •  6 .27; d f  » 4 ; p > .05

Tabl# 6 In  Appendix A re v e a ls  seme e th e r  fa c to rs  th a t  in fluence  

people in  th e  se le c tio n  o f a physic ian . Table 31 i l l u s t r a t e s  the  r e l a ­

tio n sh ip  o f  physic ian  u t i l iz e d  to  th re e  fa c to rs  im portant in  the s e le c tio n  

o f a physic ian . These th ree  fa c to rs  are  the ones th a t  M echanic's sample 

l i s te d  as most im portant * fo r purpose o f  a n a ly s is  h e re , the  l a s t  two 

fa c to rs  have been combined, since  they  both d ea l w ith the  personal r e l a -  

ship  aspect o f  the  p h y s ic ia n -p a tien t in te rac tio n *

As can be seen, the  overwhelming m ajo rity  o f  the  t o t a l  sample 

said  th a t  they  would s e le c t  a physic ian  on the b a s is  o f competence r a th e r  

than  on any personal r e l i t io n s h ip  c r i t e r i a .  I t  i s  noteworthy th a t not only 

do 80 per cent o f  the  t o ta l  sample s e le c t  competence as the  most im portant 

q u a lity  o f a physic ian , th e re  a re  no d iffe ren c e s  between the two groups*

I t  was expected th a t  tho e who u t i l i z e  general p ra c t i t io n e r s  would p lace
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a much h igher value on personal re la tio n sh ip s  than  those who u t i l i z e  spe­

c ia l i s t s *

TABLE 31

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY QUALITY 
CONSIDERED HOST IMPORTANT IN A DOCTOR

Q uality Physician U tiliz ed

General P ra c titio n e r S p e c ia lis t
n % n X

Competent -  
q u a lif ie d 78 85.71 97 88.99

Personal in te r e s t  -  
way he behaves 13 14.29 12 11.01

n ■ 200 91 100.00 109 100.00

0.8321 p > .05

Table 32 i l l u s t r a t e s  a more complete l i s t  o f  item s th a t  respon­

den ts considered in  se le c tin g  a physic ian  (Appendix A, Table 9 ). This 

question  o f  im portant c h a r a c te r is t ic s  considered in  se le c tin g  a physic ian  

was asked as ar open-ented q u e s tio n , w ith the in te rv iew er marking down the 

answers th a t  were g iven . There a re  four item s in d ica ted  by th  s sample 

th a t  were not on M echanic's l i s t*  A lso, the  percentages in  Table 32 do 

not add up because th e  respondent was free  to  answer more than one item .

There i s  on ly  one s ig n if ic a n t  d iffe ren ce  on these  i te n s  and th a t  

i s  the  item dealing  w ith method o f r e f e r r a l ,  which has been discussed pre­

v io u sly . The d ire c tio n  o f the  d iffe ren c e  is  th e  same h ere : tliose who

u t i l i z e  s p e c ia l is ts  a re  much more l ik e ly  to  s e le c t  a physician on th e  b a s is  

o f  recommendations by th e i r  fr ien d s  and fam ily. This in d ic a te s  th a t  those 

who u t i l i z e  s p e c ia l i s t s  take a g re a te r  part in  the  decision-making process 

o f  seeking medical care  chan do those who u t i l i z e  general p ra c t i t io n e r s .



TABLE 32

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY CHARACTERISTICS CONSIDERED IN SELECTING A PHYSICIAN

SELECTION ITEMS ITEMS MENTIONED

Physician U tiliz e d P
G.
n

n

P.
-  91 

X

S p e c ia lis t  
n ■ 109 

n %

1 . Competent, q u a lif ie d  (knows what he i s  do ing ). 63 69.23 77 70.64 0.138 NS
2. Takes a personal in te r e s t  in  the  p a t ie n t . 26* 28.47 2 6 23.85 0.354 MS
3. Way the doctor behaves ( tho ugh tfu l ,  sym pathetic, e t c . ) 1 2 13.18 1 2 1 1 . 0 0 0.064 NS
A. Makes house c a l l s . 2 2 . 1 * 1 0.91 *
i* T e lls  the  p a tie n t  th e  t r u th . f 7.6* 1 1 10.09 0.704 NS
6 « Gives the  p a tie n t  s u f f ic ie n t  tim e. i 5.4* iS 11.92 3.452 NS
1. Way the doc to r proceeds ( r e l i a b le ,  e t c . ) . 9.89 1 0 * .1 > 0 . 6 0 4 NS
8. I s  a v a ila b le  when you need him. 6 6.49 i4 11.92 2.319 NS
9. Explains th in g s  so p a tie n t  understands. 10 10.98 5 4.58 2 .6 )9 NS

10. L is ten s to  th e  p a t ie n t . 6 6.59 6.42 0 . 6 5 7 NS
11. Recommend a t  ion by f r ie n d s , fam ily -  re p u ta tio n . 2) 2*.6? 44 48.62 8.2*4 3 . 6 1
12. L ocation. r *.89 8 >.33 0.151 NS
l i . The type o f  doctor or type o f  p ra c tic e  -  group p ra c t ic e . 5 4.49 5 4.48 .001 NS
14. Other -  w aiting  tim e, f e e s ,  good w ith  k id s , C h r is t ia n , 

phone book. 12 13.18 8 5.54 1.290 NS

00o\

* Expected number i s  le s s  than  5 per c e l l ;  ch i square not a p p lic a b le .
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Although th is  item was not on M echanic's o r ig in a l  l i s t ,  40 per cent «»f 

the  t o ta l  sample mentioned th is  as im portant in  se le c tin g  a physic ian .

There seems to  be the suggestion  o f some o ther d iffe ren c e s  but 

they  are  not s t a t i s t i c a l l y  s ig n if ic a n t .  Item 6, which i s  c lo se  to  th e  5 

per cent le v e l, i s  o f  in te r e s t  in  th a t  i t  suggests th a t those who u t i l i z e  

s p e c ia l is ts  fe e l  th a t  the  amount o f  tim e the physic ian  spends w ith a pa­

t i e n t  i s  an im portant fa c to r  to  consider in  s e le c tio n . However, to  th e  

whole sample th i s  i s  not c r i t i c a l ,  s in ce  fewer than  10 per cen t o f th e  sam­

p le  mention i t .  On two o ther item s, f  and 9, sore very sm all d iffe re n c e s  

are  observed, although again  a sm all proportion  c f  the t o t a l  sample men­

tioned  these  f a c to r s .

For the  e n t i r e  sample, the  most im portant fa c to r  mentioned was 

competence. Seventy per cent in d ica ted  th is  as an im portant fa c to r .  The 

next la rg e s t response i s  on the  item  dealing  w ith  recommendations o f  fam ily 

and f r ie n d s , which 40 per cent o f th e  respondents mentioned. Twenty-five 

per cent mention th a t  i t  i s  im portant th a t  a docto r take a personal i n te r ­

e s t  in  the  p a tie n t .

Table 33 compares the  r e s u l ts  o f  th i s  study w ith M echanic's 1962 

study o f  Wisconsin mothers repo rted  in  1968. One o f the  more in te re s tin g  

d iffe ren c e s  i s  th e  wide margin on th e  item p e rta in in g  to  house c a l l s .  This 

may be a function o f  the  time span between 1962 and 1972. House c a l l s  are  

much Less im portant to  the Oklahoma C ity  sample than  to  the  Madison sample* 

A la rg e r  p roportion  o f  the  Oklahoma C ity  sample s t r e s s  competency and a 

sm aller p roportion  s t r e s s  personal in te ra c t io n  and the p h y sic ia n 's  behavior. 

These d iffe ren ces  a re  more s tr ik in g  i f  the t o t a l  response o f  th is  sample 

i s  compared to  M echanic's sample. Seventy per cent o f  the  (Ndahoma C ity  

sample mention competence while only  45 pei cen t o f  M echanic's sample



TAB-E 33

CHARACTERISTICS CONSIDERED IN SELECTING A PHYSICIAN* COMPARISON 
OF RESPONSES WITH MECHANIC’ S STUDY (MECHANIC, 1968)

ITEMS
MECHANIC
^ ^  m *-• * ***«

RESPONSE

G. P.
PbR CENT 
RESPONSE

SPECIALIST 
PER CERi 
RESPONSE

TOTAL 
RER CENT 
RESPONSE

n = 350 n » 91 n -  109 n ■
n

200
X

1. Competent, q u a lif ied * 45.00 69*23 70*64 140 70.00
2. Takes personal in te r e s t  in  pa tien t* 41.00 28*57 23*85 52 26.00
3 . Way docto r behaves ( tb o u g h ttu i, sym pathetic , e t c . ) j/.UU 13.18 11*00 24 12*00
4 . Makes house c a lls* 21*00 2*19 0*91 3 1*50
5. T e lls  the  p a tie n t the tru th * 19*00 7*69 10.09 18 9.00
6. Gives p a tie n t s u f f ic ie n t  time* 17*00 ^ 5*49 11.92 16 4.00
i* Way the  doc to r proceeds ( r e l i a b le ,  e tc*)* 16*00 9*89 4.17 19 9*50
8. I s  a v a ila b le  when you need him* 15*00 ^ 6*59 11*92 19 9*50
*. Explains th in g s  so the  p a tie n t  understands* 14*00 10.98 4*58 IS 7*50

10. L is ten s to  the  patien t* , .6*uO 6*59 6.42 13 6.50

oc
00
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mention th is*  On the o th e r hand, only  26 per cent o f  th e  Oklahoma C ity  

sample mentions the  docto r tak in g  a personal in te r e s t  in  th e  p a tie n t as 

im portan t, while 41 per cen t o f  M echanic's sample mention th is*  These d i f ­

ferences may rep re se n t im portant time tren d s w ith in  the  l a s t  four y e a rs , 

in  th a t  people are  in c re a s in g ly  aware o f  competency and expec*: le s s  per­

sonal in te ra c tio n  than  a t  previous times*

Therefore, d e sp ite  the  fa c t  th a t  the  n u ll hypothesis i s  not r e ­

jec ted  th a t  th e re  are  no d iffe re n c e s  in  a t t i tu d e s  between those who u t i ­

l iz e  s p e c ia l i s t s  and those who u t i l i z e  general p r a c t i t io n e r s ,  th e re  re  

some s ig n if ic a n t  d iffe ren c * s  in  the  u t i l i z a t i o n  p a tte rn s  o f tnose wh> go 

to  s p e c ia l i s t s  and to  genera l p ra c t i t io n e r s  and in  o th e r secondary f ic to rs  

such as age, so c ia l c la s s ,  and frequency*

Hypothesis 11

Hypothesis 11 was re je c te d  and th e  a l te rn a te  accepted , as d as­

c rib ed  in  Chapter V* This in d ic a te s  th a t  the  u t i l i z a t i o n  o f  a s p e c ia l i s t  

fo r  primary ambulatory car^  i s  r e la te d  to  a le s s  p o s it iv e  ima,;e o f  ta e  

general p rac titio n e r*

Two sc a le s  are  used to  measure t h i s ,  which a re  found in  Appendix 

A, ta b le s  4 and 5*

On both o f th ese  s c a le s , the  measurement i s  b iased toward t  le 

genera l p ra c titio n e r*  The Task P reference Scale measures the task s  ih a t  

a re  considered app rop ria te  fo r  a general p ra c titio n e r*  The C la r a c te r i s t ic s  

Scale in d ic a te s  those q u a l i t ie s  th a t  a re  viewed as ex h ib ited  oy general 

p ra c t i t io n e r s  more than  s p e c ia lis ts *  The higher th e  score or both s c a le s ,  

th e  more p o s itiv e  the  image o f  the  general p ra c tit io n e r*

Appendix D l i s t s  the  a c tu a l scores o f th e  respondent i* On both
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s c a le s , the  score o f 0 i s  ev id en t, e sp e c ia lly  among those who u t i l i z e  

s p e c ia lis ts*  The meanin'^ o f  a 0 score i s  th a t  these respondents do not 

p re fe r  a  general p ra c t i t io n e r  to  do any ta sk  nor do th ey  recognize th a t  a 

genera l p ra c tit io n e r  has some q u a l i t ie s  th a t  a s p e c ia l i s t  does not have* 

These respondents who score 0 have an extrem ely strong view o f  the  d i f ­

ference  between general in rac titio n e rs  and sp e c ia lis ts*  I t  i s  a lso  no te ­

worthy to  r e c a l l  th a t  o f  those who u t i l i z e  general p r a c t i t io n e r s ,  the  mean 

score on the  Task Preference Scale is  0*721 and the  mean score on the  

C h a ra c te r is tic s  Scale i s  0*684* Both o f  th ese  scores a re  much higher than  

th e  re sp ec tiv e  scores o f  those u t i l i z in g  s p e c ia l i s t s ,  0*406 and 0*421* 

Table 34 shows the  r e s u l ts  o f  an item  a n a ly s is  on the f i r s t  o f  

these  sc a le s , the  Task Preference Scale*

There a re  s ig n if ic a n t  d iffe re n c e s  on every item  except one where 

th e  ch i square t e s t  i s  applicable*  On th e  item  p e rta in in g  to  surgery , 

which i s  n o n s ig n if ic a n t, th e  m ajority  o f  the  sample in d ic a te  th a t th i s  i s  

the  domain o f a s p e c ia lis t*  Only 10 per cen t o f th e  t o t a l  sample are 

w illin g  CO appropria te  t h i s  ta sk  to  a general p ra c tit io n e r*  Of those who 

be liev e  chat a general p ra c t i t io n e r  can do surgery , 14 per cent use gen­

e ra l  p ra c ti t io n e rs  and on ly  5 per cen t use sp e c ia lis ts*  On every item , 

those t h ; t  u t i l i z e  s p e c ia l i s t s  re le g a te  fewer ta sk s  to  the general p r a c t i ­

tioner*  Of those who u t i l i z e  general p ra c t i t io n e r s ,  the  percentage as­

sign ing  task s to  the  genera l p ra c t i t io n e r  becomes sm aller as the ta sk s  be­

come more complicated w ith  surgery e l i c i t in g  the  fewest re p l ie s  fo r the  

general p rac titio n e r*  On the item p e rta in in g  to  helping work out a per­

sonal problem, o f those who u t i l i z e  genera l p ra c t i t io n e r s ,  six  people 

(6*59 per cen t) s ta te d  th a t  they would p re fe r a source o th er than a physi­

c ia n , u su a lly  choosing a m inister* Of those who u t i l i z e  s p e c ia l i s ts ,  17



TABLE 34

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY TASKS CONSIDERED
APPROPRIATE FOR A GENERAL PRACTITIONER

TASKS TASKS RELEGATED TO THE [ j  e P e

Physician U tiliz ed P
C

n
n

Î. P.
« 91

Z

S p e c ia lis t  
n "  109 
n X

1 . E xplain r e s u l t s  o f  t e s t s . o4 70.32 36 33.02 26.131 <.001
2 * E w la in  what i s  wrong w ith  th e  p a t ie n t . 72 79.12 43 39.44 30.337 < . 0 6 1
3* Give a sh o t. do 98. do 82 75.22 ■™4..........
4 . Examine th e  t h r o a t . H 83.51 60 55.04 17.189 ^ . 6 0 1
5. E xplain r e s u l t s  o f  x -ray  exams. 67 73.62 36 33.02 31.122 < .0 0 1
6 . In s tru c t  on a sp e c ia l d i e t . 82 90.10 65 39.63 2 2 .1 1 1 < .0 0 1
V. Explain how and why to  tak e  m edicine. 8 ? 9 |.6 0 69 63.30 *
8 . Give a g enera l physica l exam. 8À 92.30 >1 e l . i i 19.466 < . 0 0 1
9. Decide when you should go to  the  h o s p i ta l . 58 63.73 39 35.7? 1 4 .4 id < .0 0 1

1 0 . Give a ro u tin e  exam to  c h ild re n , in c lu d in g  sh o ts . i? 84.61 4"ë 44.03 35.153 < .0 0 1
1 1 . Perform t e s t s ,  such as PAP smear, EKG, e tc . $ 2 57.14 23 22.93 2 3 . 0 6 6 < . 0 0 1
1 2 . Give a p re s c r ip t io n  fo r  an i l l n e s s . 8& 93.40 68.80 15.256 < . 0 0 1
l 6 . Set a broken bone. 40 43. 18 1 6 .l5 i 6 .s5i < . 0 6 1
14. Care fo r  a chronic d ise a s e , such as h e a r t 

tro u b le  o r  d iabetes* 20 21.97 4 3.66 *
15. Do su rgery . l i 14.28 é 5 55 3.485 NSU, Help you work out some personal problem. n )8 .0 2 52 4 7 . 7 6 i5 .d d i < . 0 0 1
17. Diagnose your symptoms and decide w h a t's  wrong 

w ith  yuu. 77 84.61 38 34.86 48.221 < . 0 0 1

VO

* Expected frequency le e s  than  5 per c e l l ;  X not applicable*
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(15.59 per cen t) in d ic a te  they would not want to  consu lt a physician in  

ragard to  a personal problem* In  a d d itio n , those who u t i l i z e  s p e c ia l is ts  

in d ic a te  on item s th re e  and seven th a t  th i s  ta sk  should be delegated to  a 

nurse* The numbers a re  sm all, w ith 7 (6.42 per cen t) rep ly in g  th is  fo r 

item number th ree  and on ly  2 (1*83 per c e n t)  on item number seven, but 

n ev e rth e le ss , none o f those  u t i l i z in g  genera l p ra c t it io n e rs  made th is  ob­

se rv a tio n . T herefore , i t  might seem th a t  those who u t i l i z e  s p e c ia l i s ts  

fo r primary ambulatory care  are  more accustomed to  the  whole concept o f 

sp e c ia liz a tio n  o f  ta sk  r e s p o n s ib i l i t ie s  than  are  those who u t i l i z e  general 

p ra c t i t io n e r s .

Seven o f  the  item s on the Task Preference Scale are  from Lewis 

and Resnik (1967) who stu d ied  p a tie n t p reference  fo r  u t i l i z in g  a physician 

or a nurse fo r a p a r t ic u la r  task* T heir most im portant find ing  was th a t  

p a tie n t preference changed on seven item s a f te r  having co n tac t w ith a 

nurse wrio performed th ese  ta sk s  t r a d i t io n a l ly  thought o f  as appropria te  

fo r physic ians. On the  item s regard ing  exp la in ing  r e s u l ts  o f  t e s t s ,  ex­

p la in ing  what is  wrong w ith  the  p a t ie n t ,  g iv ing  sh o ts , examining the 

th ro a t ,  explain ing  r e s u l t s  o f  x -ray  exams, in s tru c tin g  on a sp ec ia l d i e t ,  

and explain ing  how to  take  m edicine, p a tie n t  preference s ig n if ic a n t ly  

changed from th a t  o f  physic ian  to  nurse* On these 7 item s, a t  le a s t  70 

per cent o f those in  t h i s  sample who u t i l i z e  general p ra c t i t io n e rs  appro­

p r ia te  the  task s  to  a general p ra c t i t io n e r .  Of those who u t i l i z e  sp e c ia l­

i s t s ,  the percentages range from only 33 per cent to  45 per oent wao w ill  

re le g a te  th is  ta sk  to  a general p ra c t i t io n e r .  I t  may be th a t  u t i l i z a t io n  

of s p e c ia l i s ts  leads to  a more narrow d e f in i t io n  o f  what ta sk s  r e a l ly  are  

appropria te  fo r  a general p ra c titio n e r*  As ^w is and Resnik have shotm, 

p a tie n ts  can be tra in e d  to  understand the  competency le v e l o f  various
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h ea lth  p ro fessionals*

The second sca le  used to  measure th e  image o f th e  general prac­

t i t i o n e r  i s  the C h a ra c te r is tic  Scale repo rted  by Cahal* Table 35 shows the  

item an a ly sis  o f t h i s  scale* The one item where th e re  i s  not a s ig n if ic a n t 

d iffe ren ce  i s  in  i t s e l f  su rp ris in g  i 75 per cent o f both groups view the  

s p e c ia l i s t  as more competent than the  general p ra c titio n e r*  Also, only 

about 15 per cent o f  both groups view the  general p ra c t i t io n e r  as being 

able to  keep up w ith  the  l a t e s t  developments in  h is  f ie ld *  This provides 

a c o n tra s t to  the  previous d iscu ssio n  o f im portant s e le c tio n  fac to rs  o f  a 

physician* Both groups use competence as th e  main c r i t e r io n  fo r se le c tio n  

o f a physician  and yet those who u t i l i z e  a general p ra c t i t io n e r  view him 

as le s s  competent than  a sp e c ia lis t*  However, around 70 per cent o f both 

groups view the general p ra c t i t io n e r  as tak ing  a more personal in te r e s t  in  

the  p a t ie n t ,  as t r e a t in g  each person as a human being, as glad to  help in  

an emergency s i tu a t io n ,  as more f a i r  in  p rice s  and fe e s , as making one fe e l  

b e tte r  ju s t  by ta lk in g  to  him and as try in g  to  prevent i l l n e s s  as w ell as 

cure i t*  C lea rly , fo r  th i s  sample these  c h a ra c te r is t ic s  are  not considered 

e s s e n t ia l  fo r competency*

The d iffe ren c e s  between groups are  s ig n if ic a n t  on every item ex­

cept the  one dealing  w ith  competency* Those who u t i l i z e  s p e c ia l is ts  have 

a le s s  p o s itiv e  image o f the  general p ra c titio n e r*  However, desp ite  these  

d iffe ren c e s  when both groups are  taken to g e th e r , the g enera l p ra c tit io n e r  

is  more frequen tly  named on most o f  the  item s as possessing a given char­

a c te r is t ic *  Cahal repo rted  the r e s u l ts  o f a National Opinion Research 

Corporation (NORC) survey which u t i l iz e d  the  same ten  item s (Cahal, 1963)* 

Table 36 compares the  r e s u l ts  o f  th a t  surv s / w ith the p resen t study* I t  

i s  im portant to  note th a t  in  Table 35 the  percentages recorded are those



TABLE 35

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY CHARACTERISTICS
ATTRIBUTED TO A GENERAL PRACTITIONER

CHARACTERISTICS

Physician Ut Llised P

1. Takes a pearaonal I n te re s t  in  each p a tien t*

G* 
n ■

n

82

p*
91

X

90*10

S p e c ia lis t  
n ■ 109 
n X

61 55*96 26*f27 <*001
2. S in cere ly  d e ra ted  to  h is  work* 53 56*24 35 32*11 12*704 <*001
3. T rea ts  each person as a human being* 87 95*60 >4 67.88 *

R eally  g lad  to  he lp  in  an emergency* 76 85 :51- 66 62*56 $ .#6 i <%o61
5. F a ir in  p r ic e s  and fees* 83 91.20 82 75.22 7.699 <*01
6. Competent* 29 31.86 24 22.01 1.990 NS
7. Makes one f e e l  b e t te r  ju s t  by ta lk in g  to  him* ”  75 " 82*40 56 54*12 16.664 <*001
8 • Explains every th ing  thoroughly* 52 57*14 29 26*60 17*646 <*001
9. T rie s  to  keep up w ith the  l a t e s t  developments in  

h is  fie ld * 22 24.17 8 7.33 9*745 <*01
10. T rie s  to  prevent i l ln e s s  as w ell as cure  i t* "55 91*20 65 59*63 24*085 <*001

ATTRIBUTING CHARACTERISTICS TO THE G.P.

* Expected frequency l e s s  th a n  5 p e r c e l l ;  X n o t a p p lic a b le *



TABLE 36

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY CHARACTERISTICS ATTRIBUTED
TO THAT PHYSTCT***! COMPARISON WITH CAHAL, 1963

ITEM

FROM CAHAL PRESENT STUDY
PHYSICIAN 
A GENERAL 

PRACTITIONER 
PER CENT 
n -  392

PHYSICIAN
A

SPECIALIST 
PER CENT 
n ■ 26

PHYSICIAN 
A GENERAL 

PRACTITIONER 
PER CENT 
n ■ 91

PHYSICIAN
A

SPECIALIST 
PER CENT 
n ■ 109

1* Takes a personal in te r e s t  in  each p a tien t* 69 82 90*10 44*04
2* s in c e re ly  devoted to  h is  work* 66 82 58*24 <#,89
3* T rea ts  each person as a human being* 61 ë) 94*60 42* ii
4* R eally  g lad  to  help  in  an emergency* 60 78 84*51 37*62

F air in  p r ic e s  and fees* 59 59 91*20 24*78
6* Competent* 55 78 31*86 77*99
7* Makes one fe e l  b e t te r  Ju s t by ta lk in g  

to  him* 48 63 82*40 45*88
8* E xplains every th ing  ttwroughly* 48 y i 47*14 73*40
9* T rie s  to  keep up w ith  th e  l a t e s t  

developments in  h is  fie ld * 46 69 24*17 92*67
10* T ries  to  prevent i l ln e s s  as w ell as cure 

i t . 45 59 91*20 40*37

VOcn
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th a t a t t r i b u t 'd  the  c h a r a c te r is t ic s  to  th e  genera l p ra c t i t io n e r s > For 

comparison purposes in  Table 36, the  percentages a re  those th a t  a ttr ib u te d  

the  c h a ra c te r-S tic  to  a s p e c ia l i s t  o r  a genera l p ra c t i t io n e r .

The sp e c ia lis t  seems to  have a more favorab le  image than the 

general p rac t t lo n e r  according to  NORC*s d a ta . In both s tu d ie s ,  the  com­

petence o f  the  general p ra c t i t io n e r  i s  ne t viewed very p o s it iv e ly  by e i th e r  

group, but e sp e c ia lly  not by those who u t i l i z e  s p e c ia l i s t s .  In  the  Okla­

homa C ity  sample, the  genera l p ra c t i t io n e r  seems to  have a somewhat b e tte r  

image, except in  the  a rea  r e la t in g  to  competency and keeping up w ith the  

la te s t  develoim ents in  h is  f i e ld .  These d iffe re n c e s  are not e a s i ly  ex­

plained by thc! passage o f  t im e - te n  years would seem to  add to  the  image 

o f  the s p e c ia l i s t  r a th e r  than  to  the image o f  th e  general p ra c t i t io n e r .

The NORC rep o rt had an extrem ely sm all sample s iz e  o f those u t i l iz in g  spe­

c i a l i s t s ;  only  26. Although the  image o f  th e  general p ra c t i t io n e r  in  the  

Oklahoma C ity  sample seems more p o s i t iv e , th e  p o sitiv en ess  i s  in  the  area  

o f personal re la t io n s h ip , not in  the a rea  o f  p ro fessio n a l competence. Even 

o f those who u t i l i z e  g enera l p ra c t i t io n e r s ,  only  31 per cent rank the gen­

e ra l  p ra c t i t io n e r  above the  s p e c ia l i s t  in  the  a rea  of competency.

Appendix H i s  a ta b le  showing the  r e la tio n s h ip  o f  th e  scores on 

these  two s c a le s . At lower scores on th e  Task D elegation Scale the score 

on the C h a ra c te r is tic  Scale i s  h igher. At h igher scores on the  Task Dele­

gation  Scale , the C h a ra c te r is tic  Scale i s  lower. There seems to  be some 

inconsistency  in  the  two dimensions o f measuring the  image o f  the  general 

p ra c t i t io n e r .

From th is  a n a ly s is ,  i t  i s  c le a r  th a t  those who u t i l i z e  sp e c ia l­

i s t s  have a lower regard  fo r  general p r a c t i t  .oners than do those who u t i ­

l iz e  general p ra c t i t io n e r s  fo r primary c a re . However, in  the  c r i t i c a l
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area o f corape-ency, even those who u t i l i z e  general p ra c t i t io n e r s  rank 

them below s p e c ia l i s t s .  In  areas o ther than  p ro fessiona l competency, how­

ever, both groups tend to  r a te  the  general p ra c tit io n e r  above the  sp e c ia l­

i s t  on the  Ch. r a c t e r i s t i c  Scale .

Hypothesis I I I

Hypothesis I I I ,  dealing  w ith  perceived medical knowledge, was 

re je c te d  and the a l te rn a te  accepted , as described  in  Chapter V. There­

fo re , i t  i s  ccncluded th a t  i t i l i z a t i o n  o f a s p e c ia l i s t  fo r primary ambula­

to ry  care  i s  a sso c ia ted  with g re a te r  perceived medical knowledge.

The fc a le  us»d to  oreasure t h i s  i s  a m odifica tion  o f  Grubb's sca le  

(Grubb, 1970). Tab e 37 shows th e  r e s u l ts  o f an item a n a ly s is  fo r each o f 

the ten  item s on the s c a le .

There are  s ig n if ic a n t  d iffe re n c e s  on only  two item s. People who 

use s p e c ia l i s t s  answer "d o n 't  know" le s s  freq u en tly  than do those who u t i ­

l iz e  general p ra c t i t io n e rs  on the  item  p e rta in in g  to  symptoms o f  a coronary 

throm bosis. In a d d itio n , a g reater percentage e ith e r  know th e  co rrec t an­

swer o r th in k  they know th e  answer. In  l ig h t  o f  those who u t i l i z e  general 

p ra c t i t io n e r s  being an o lder group, i t  would seem l ik e ly  th a t  they would 

be more aware o f  the  symptom; o f a coronary thrombosis than  those th a t  u t i ­

l iz e  s p e c ia l i s t s .  S ig n if ic a n t a t  the  5 per cen t le v e l i s  th e  item re la tin g  

to  d ia b e te s t s ig n if ic a n t ly  nore who u t i l i z e  s p e c ia l is ts  make a co rrec t 

response than  do those who u t i l i z e  general p ra c t i t io n e r s .  Item n ine, d ea l­

ing w ith the  knowledge o f stomach u lc e rs , i s  c lo se  to  the  s ig n ifican ce  

le v e l.  In th i s  case , more general p ra c tit io n e r -u se rs  know th e  co rrec t an­

swer, but more o f them a lso  admit th a t  they  do not know. E ighty  per cent 

of those who u t i l i z e  s p e c ia l i s ts  know e i th e r  the  co rre c t answer or mention



TABLE 37

ITEM ANALYSIS OF PERCEIVED MEDICAL KNOWLEDGE BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEM PHYSICIAN UTILIZED df P

I .  T uberculosis o f  the  lungs i s  due to i  
2* In fe c tio n  w ith a germ 
1.& 3, Prolonged exposure/A neaia & vitam in  

d e fic ien cy  
4 . D on't know

G* P*
n -  91 

n X

61 67*03

7 7*70 
23 25*27

S p e c ia lis t  
n -  109 
n X

86 78*89

7 6*43 
16 14*68 2 3*909 NS

2. A stro k e  i s i
3 . Hemorrhage o r blood c lo t  in  b ra in
1.& 2* Blood c lo t  in  hear t /û loo d  c lo t  in  arms
4 . D on 't know

61 67.03 
8 8*79 

22 24*18

75 68*81 
13 11*93 
21 19*26 2 1*036 NS

3* Most coiason symptom o f  a strokes 
2* P a ra ly s is
1.& 3. Chest pain/R apid  h ea rt beat 
4 . Don't know

48 52*75 
17 18*68 
26 28.57

64 58*71 
24 22*02 
21 19*27 2 2*408 NS

4* Most cossson symptom o f  coronary throm bosisi 
3 . Steady pain  in  ch est 
1*4 2* Rapid h e a r tb e a t/P a ra ly s is  
4* D on't know

60 65*93 
6 6*59 

25 27*48

81 74.32 
17 15*59 
11 10*09 2 12*312 <*01

5. A r th r i t i s  i s  co n d itio n  in  which:
1* J o in ts  are  p a in fu l , sw ollen, e tc ,  
2*3*4 4* S t i f f ,  u se less/N erv es/D o n 't know

80 87*92 
11 12.08

102 93*58 
7 6*42 1 1*313 NS

6* D iabetes i s i
3* More common in  people who a re  overweight 
1*& 2* Contagious/Due to  poorly^function ing  l iv e r  
4* D on't know

61 67*03 
9 9*89 

21 23.08

77 70*64 
13 11*93 
19 17.43 2 1.068 NS

VO•K



TABLE 37—Continued,

ITEM PHYSICIAN UTILIZED df P

7* Asthma 1st
2* Wheezing & d i f f i c u l t y  in  b rea th ing  
1.3.& 4* Severe cold/Pneum onia/D on't know

G. P.
n » 91 

n X

86 94.54 
5 5.46

S p e c ia lis t  
n » 109 
n X

106 97.24 
3 2.76 * *

8* Leukemia 1st
1. C ancer-like  co n d itio n  
2*3*& 4 , Severe in fe c tio n /I ro n  d e fic ie n c y / 

Don't know

79 86.81 

12 13.19

95 87.16 

14 12.84 1 0.080 NS
9* Persons w ith  stomach u lc e r s t  

3* Fain re lie v e d  by ea tin g  
1*& 2* Cramps & d ia rrh e a /P a in  a f t e r  ea tin g  
4« D on't know

38 41.76 
29 31.87 
24 26.37

37 33.94 
51 46.79 
21 19.27 2 4.678 NS

10» Most l ik e ly  to  g e t d iabe tes#
2» Have r e la t iv e s  w ith  d iab e te s  
1»3»& 4 . Underweight/Eat too much sugar/D on 't 

know

72 79.12 

19 20.88

99 90.83 

10 9.17 1 4.577 1 <.05

vO

* Expected frequency le s s  than  5 per c e l l ;  X not app licab le*
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an in co rrec t choice* w hile 72 per cent of those th a t  u t i l i z e  general 

p ra c tit io n e rs  s ig n ify  th a t  they know the c o rre c t response.

Table 38 shows these  same responses put in  two by two ch i square 

ta b le s .  Since perception  o f knowledge i s  conceived o f here as more impor­

ta n t  than the o b jec tiv e  co rrec tn ess  o f the answer, i t  i s  usefu l to  view 

a l l  responses (whether c o rre c t o r  in c o rre c t)  in  c o n tra s t to  the  "d o n 't 

know" responses.

On the  item s p e rta in in g  to  leukemia and s tro k e , those th a t  use 

s p e c ia l i s t s  score h ig h er, although the d iffe re n c e s  a re  not s t a t i s t i c a l l y  

s ig n if ic a n t .  S p e c ia lis t-u se rs  score s ig n if ic a n t ly  higher than  general 

p ra c tit io n e r -u se rs  on the  item p e rta in in g  to  tu b e rc u lo s is  and coronary 

throm bosis. On the o th e r item s, those who u t i l i z e  s p e c ia l is ts  score 

h igher than those who u t i l i z e  general p r a c t i t io n e r s ,  but these  a re  not 

s ig n if ic a n t  d if fe re n c e s . T herefore, those th a t  u t i l i z e  s p e c ia l i s ts  do 

seem to  have a somewhat g re a te r  degree o f perceived  medical knowledge.

Table 39 fu r th e r  explores the  s c ie n t i f ic  accuracy o f  th is  knowledge.

Thofe th a t  u t i l i z e  s p e c ia l i s t s  have s ig n if ic a n t ly  more c o rre c t 

knowledge abcut tu b e rc u lo s is  and d ia b e te s . The on ly  o ther item  th a t  has 

any d iffe ren ces  i s  the  one dealing  w ith a r t h r i t i s  i 93 per cen t o f  those 

who use s p e c ia l i s ts  kno f the  c o rre c t response w hile  87 per cen t o f  those 

who use general p ra c t i t io n e rs  know the  c o rre c t response* These d iffe ren c e s  

a re  not s ig n if ic a i . t ,  however. Those th a t  u t i l i z e  s p e c ia l is ts  do not seem 

to  have a g rea t deal more c o rre c t knowledge on these  medical co n d itio n s , 

but they do seen to  have a g re a te r  degree o f  perceived knowledge th a t  i s  

a b asis  fo r th e i r  h ea lth  behavior.

The to ta l  sample i s  a w ell-educated one. On only one item  do the 

number o f c o rre c t responses f a l l  below 50 per cen t and th a t i s  on the  item



TABLE JO

ITEM ANALYSIS OF THE PERCEIVED MEDICAL KNOWLEDGE SCALE COMPARING ANY RESPONSE
TO DON'T KNOW BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEM PHYSICIAN UTILIZED P

G* 
n •

n

P.
91

X

S p e c ia lis t  
n -  109 
n X

1* T uberculosis o f  the  lungs i s  due to t  A ll responses
D on't know

68 74.72 93 85*32 4*254 <*05

2* A stroke  i s i  A ll responses 
D on't know

69 75*82 88 80*73 1.029 NS

3. Most common symptom o f  a s tro k e i A ll responses
D on't know

65 71.43 88 80.73 2.934 NS

4 . Most comsBon symptom o f  a coronary throm bosis t
A ll responses 
D on 't know

66 72*53 98 89.91 11.362 <*001

5. A r th r i t i s  i s  a co n d itio n  in  which; A ll responses
D on't know

85 93*41 106 97*25 *

6. D iabetes i s i  A ll responses 
D on't know

70 76*92 90 82*57 1.372 NS

i . Asthma i s i  A ll responses
D on't know

87 95.60 106 97*25 *

8. Leukemia i s i  A ll responses 
D on't know

82 90*11 104 95*41 3.034 NS

y * Persons w ith  stomach u lc e r s i  A ll responses
D on't know

67 73*63 80.73 1.675 NS

10* Most l ik e ly  to  get d ia b e te s i A ll responses 85 93.41 105 96*55 1.614 NS

* Expected frequency le s s  than  5 per c e l l ;  not applicab le*



TABLE 39

ITEM ANALYSIS Of PERCEIVED MEDICAL KNOWLEDGE SHOWING CORRECT ANSWERS
BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEM PHYSICIAN UTILIZED P

G «
n

P.
X

S p e c ia lis t  
n X

I . T uberculosis o f the  lungs i s  due to t  
in fe c tio n  w ith •  germ 61 67.03 86 78.90 4.220 <.05

2. A stro k e  1st
hemorrhage o r blood c lo t  in  th e  b ra in 61 67.03 75 68.81 0.176 NS

3. Most common symptom o f a s tro k e t 
p a ra ly s is 48 52.75 64 58.72 0.979 NS

4. Most common symptom o f coronary throm bosist 
steady pain  in  chest 60 65.93 81 74.31 2.100 NS

5. A r th r i t i s  i s  a co n d itio n  where :
jo in ts  are p a in fu l and swollen 80 87.91 102 93.58 2.697 NS

6. D iabetes 1st
more common in  people who a re  overw eight 61 67.03 77 70.64 0.494 NS

7. Asthma i s i
wheexing and d i f f i c u l ty  in  b rea th ing 86 94.51 106 97.25 *

8. Leukemia i s i
a c a n c e r- lik e  in fe c tio n 79 86.81 95 87.16 0.080 NS

o



TABLE 39*—C o n t in u e d .

ITEM PHYSICIAN UTILIZED X2 P

G.
n

P.
X

S p e c ia lis t  
n X

9. Persons w ith stomach u lc e r s t
have pain re lie v e d  by ea tin g 38 41.76 37 33.94 0.979 NS

10. Most l ik e ly  to  get d ia b e te s i  
r e la t iv e s  w ith  d iab e te s 73 79.12 99 90.83 6.465 <.02

* Expected frequency l e s s  than  5 per c e l l ;  X not a p p lic a b le .

ow
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d ealing  with stonaeh u lcers*  In  the  ru ra l  Oklahoma community o f Wakita 

study by Grvbb» the  mean response was 13.3 (Grubb* 1970); the mean score 

o f to th  grovps in  th is  study i s  15.86. In  the Wakita study* 49 per cent 

c o n e c t ly  id e n tif ie d  p a ra ly s is  as the most common symptom o f a stroke  

w hile 56 per cent o f the  Oklahoma C ity  sample c i t e  t h i s .  About 62 per 

cen t o f both samples do not know th a t  the abdominal pain  assoc ia ted  w ith 

u lc e rs  i s  o ften  re lie v e d  by e a tin g . In  the urban Oklahoma C ity  sample*

85 per cent know th a t  people who have r e la t iv e s  w ith  d iabe tes  are  more 

l ik e ly  to  develop d ia b e te s ; the  Wakita fig u re  fo r  th i s  i s  58 per c e n t. 

Grubb notes th a t a g rea t many in  Wakita responded th a t  those who e a t too 

much sugar are  l ik e ly  to  develop d ia b e te s . In  th e  urban sample* however* 

on ly  9.5 per cent o f  th e  t o t a l  sample mention t h i s .  Both samples are 

g en e ra lly  aware o f  th e  e tio lo g y  o f  tu b e rc u lo s is ;  69 per cent o f  the  Waki­

ta  respondents and 73 per cen t o f  th e  Oklahoma C ity  sample kiow th a t  tu ­

b e rcu lo sis  i s  caused by in fe c tio n  w ith a germ. S ix ty -fo u r per cent o f  the  

Wakita re s id e n ts  know th a t  a s tro k e  i s  a hemorrhage o r blood c lo t  in  the 

brain* while 68 per cen t o f  Oklahoma C ity  respondents know th i s .  On the  

question  p e rta in ing  to  a r th r i t i s *  88 per cen t o f  Wakita respondents and 91 

per cent o f Oklahoma C ity  respondents answered c o r re c t ly .  Ninety-one per 

cen t o f  Wakita re s id e n ts  and 96 per cent o f  Oklahoma C ity  re s id e n ts  a re  

aware th a t  asthma i s  a con d itio n  in  which th e re  i s  wheezing and d i f f ic u l ty  

in  b rea th ing . Leukemia i s  c o r re c t ly  id e n tif ie d  a s  a can cer-lik e  cond ition  

by 80 per cent in  th e  Wakita study and 87 per cen t o f  the  Oklahoma C ity  

study . The people making up the  urban sample* as would be expected* a;K 

pear to  be s l ig h t ly  more educated than those o f  th e  ru ra l  Oklahoma sample.

Grubb found a s ig n if ic a n t  re la tio n s h ip  between age and medical 

knowledge* w ith the  number o f  c o rre c t responses decreasing  w ith increasing
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age* Table 40 abowa th e  re la tlo n a h ip  o f age to  score on the  perceived 

m edical knowledge fo r  th is  sample*

TABLE 40

AGE BY SCORES ON PERCEIVED MEDICAL KNOWLEDGE SCALE

Score Age Group

20 -  39 40 +
n % n X

0 - 1 2 10 12*99 27 21*95

13 -  16 25 32.47 25 20*32

17 -  20 42 54*54 71 57*73

n ■ 200 77 100.00 123 100.00

x ' -  4*937; d f » 2; p > .05

As w ith Grubb's d a ta , increasing  age seems to  be re la te d  to  lower 

scores on perceived m edical knowledge* Eighty-seven per cent o f those un­

der 3 * scored above 16 while only 78 per cen t o f  those over 40 scored 

above 16* N onetheless, these  d iffe ren c e s  are  not s ig n ifican t*

Another form o f medical knowledge i s  the  p a t ie n t 's  percep tion  o f 

what s wrong w ith him* Some s tu d ie s  have c i te d  increasing  amounts o f  

s e lf - 'tia g n o s is  as an im portant in fluence  on the  t]rpe o f physician se lec ted  

by th»' p a tien t (New Medical M ateria, 1963, p* 18)* Of those who u t i l i z e  

g e n e ril  p ra c t i t io n e r s ,  61*53 per cen t respond th a t  they g en era lly  know 

what IB wrong w ith them when they  go to  the docto r and 80 per cent o f  these 

note fu rth er th a t  th i s  knowledge helps them decide which physician i s  most 

appropria te  fo r them to  consult* Of those th a t  use s p e c ia l i s t s ,  72*48 per 

cen t respond th a t  they  know what i s  wrong w ith them when they  go to  the  

p h y s i ia n  and 89 per cent note th a t  th is  helps them decide which physician
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to  consult* Table 41 I l lu s t r a t e s  th e se  d ifferences*

The mean score on perceived m edical knowledge does not .seem to  

be re la te d  to  knowledge o f  the  medical problem* Those th a t  use genera 

p ra c ti t io n e rs  and know what th e i r  problem i s  have a mean score o f 15*:6 

while those th a t  do not u su a lly  know what i s  wrong have a mean score o f  

15*40* Those th a t  use s p e c ia l is ts  and know what i s  wrong w ith themselves 

have a mean score o f  16*46 while those  th a t  do not g en e ra lly  know what i s  

wrong with them selves have a mean score  o f 16*30* While the  s p e c ia l i s t -  

u se rs  do seem to  tuve higher scores* th e re  i s  no re la tio n s h ip  between the  

score on perceived m edical knowledge sca le  and the  p a t ie n t 's  admission o f 

knowledge o f h is  m td ica l problem*

TABLE 41

TYPE OF PHYSICIAN UTIUZED FOR PRIMARY CARE 
BY KNOWLEDGE OF MEDICAL PROBLEM

Response Physician U tiliz ed

General P ra c titio n e r S p e c ia lis t
n % n X

Yes, know w hat's  wrong 56 61*53 79 72*48

No, d o n 't  know w hat's  
wrong 35 38*47 30 27*52

n = 200 91 100*00 109 100*00

X -  3*226; p > *05

Another a sp ec t o f  medical knowledge th a t  r e la te s  e sp e c ia lly  to  

the  perception  o f  knowledge i s  the  phenomenon o f  s e lf -d ia g n o s is , where the  

p a tie n t decides what i s  wrong w ith h im self on th e  b a s is  o f  h is  symptoms 

and h is  medical knowledge* The q u estio n  above i s  an attem pt to  measure 

th is*  In ad d itio n , s ix  o ther ag ree-d isag ree  item s a re  asked in  a fu r th e r
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attem pt to  quan tify  th e  amount o f  se lf-d iag n o sis*  This scale  i s  found in  

Table 8 o f  Appendix A* The scores run  from 0 to  4 , w ith  the  mean o f  both 

groups around 0 .84 . Appendix I shows the  d is t r ib u t io n  o f  the  a c tu a l 

scores* Table 42 i l l u s t r a t e s  the  fa c t th a t  th e re  i s  no re la tio n sh ip  be­

tween the  sec re s  on the  items p e rta in in g  to  se lf-d ia g n o s is  and the  physi­

c ian  u til iz e c  *

TABLE 42

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY 
SCORES ON SELF-DIAGNOSIS SCALE

Score Physician U tiliz e d

General P ra c titio n e r S p e c ia lis t
n X n X

0 33 36*26 42 38*53

1 43 47*25 46 42*20

2 + 15 16.49 21 19*27

n ■ 200 91 100.00 109 100.00

0*563; p > *05

Table 43 shows the r e s u l t  o f  an an a ly sis  o f  the  s ix  in d iv id u a l

items*

As can be seen from Table 43, none o f  the  s ix  item s show a d i f ­

ference between groups; in  f a c t ,  the item s show l i t t l e  v a r ia b i l i ty  them­

selves* The to ta l  sample e ith e r  agrees w ith the  item  (numbers 3, 4 , and 

6 ); or d isag rees (numbers 1 and 2)* About IS per cent o f  both groups agree 

th a t d ru g g is ts  can s e l l  you something th a t  w ill  make you fee l b e t te r .  Most 

of these  added, however, th a t  th is  was not legal*

Tabic 44 shows the mean score on the  perceived medical knowledge 

sca le  by the  ( e lf -d ia g n e s is  scores* In  both groups, the  higher th e  s e l f -



TABLE 43

ITEM ANALYSIS OF THE SELF-DIAGNOSIS SCALE BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEM ITEMS AGREED TO

Physician  U tiliz e d P
G* 

n ■
n

P.
91

X

S p e c ia lis t  
n » 109 
n X

1. People should not go see th e  doctor u n less  they 
have a good idea  as to  what i s  wrong w ith  them* 1 1*09 6 5*50 *

2. One o f  the  b e s t ways to  decide what i s  wrong 
w ith you i s  to  ta lk  to  a neighbor* 0 0 it

3. Doctors always t e l l  you th e  r ig h t  th in g  to  do 
in  o rder to  g e t well* 53 58*24 63 57*79 0*006 NS

4* You should always t e l l  th e  docto r what i s  wrong 
w ith you* 78 85*71 92 84.40 0.003 NS

5. I f  you are  s ic k , the  d ru g g is t can s e l l  you some­
th in g  th a t  w ill  make you fe e l b e tte r* 15 16*48 16 14*67 0.024 NS

6. I t  i s  necessary  to  fo llow  the  d o c to r 's  advice i f  
you want to  get well* 81 89*01 99 90*82 0*439 uc

o
00

* Expected frequency le s s  than  5 per c e l l ;  X not app licab le*
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d iag n o sis  sco re , the  h igher th e  mean score on perceived m edical knowledgei

TABLE 44

TYPE OF PHYSICIAN UTILIZED BY SELF-DIAGNOSIS SCORE AND 
MEAN SCORE OF PERCEIVED MEDICAL KNOWLEDGE

Self-D iagnosis
Score

Mean Score -  
General P ra c titio n e r

Mean Score -  
S p e c ia lis t

0 15.33 16.67

1 14*58 16.09

2 17.07 16.89

3 19*50 18.00

Table 45 shows the  re la tio n sh ip  o f  the  scores on perceived medi­

c a l knowledge to  the  sco res on the  se lf-d ia g n o s is  scale* While th i s  i s  

not a s ig n if ic a n t  r e s u l t ,  i t  should be noted th a t  the c h i square value i s  

c lo se  to  the  ten  per cen t level*  By examining the d a ta  presented in  

Tables 44 and 45, i t  appears th a t  th ere  may be a r e la tio n s h ip  between in ­

creased  perception  o f  m edical knowledge and a high se lf -d ia g n o s is  score*

TABLE 45

SCORE ON PERCEIVED MEDICAL KNOWLEDGE SCALE BY 
SELF-DIAGNOSIS SCORES

Self-D iagnosis Scores Medical Knowledge Scores

0 -  16 17 +
n % n Z

0 - 1 75 87*21 89 78*07

2 - 3 11 12*79 25 21*93

n ■ 200 86 100.00 114 100.00

X^« 2*189; p > .05
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The self-dim Rnosig score has no re la tio n s h ip  to  knowledge o f  the  

medical problem before seeing the  physic ian—in  both groups the  mean score 

i s  al>out 0 .830. Table 46 a lso  shows no re la tio n s h ip  between the  s e l f -  

d iagnosis score and knowledfe o f  the  medical problem fo r the  whole sample.

TABLE 46

SELF-DIAGNOSIS SCORES BY KNOWLEDGE OF MEDICAL PROBLEM

Response Self-D iagnosis Score

0 I 2 +
n Z n Z n %

Yes, know w hat's 
wrong 52 69.33 59 66.29 24 66.67

No, d o n 't  know 
w hat's  wrong 23 30.67 30 33.71 12 33.33

n * 200 75 100.00 89 100.00 36 100.00

X » 0.1811 p > .05 

Table 47 shows th e  d iffe ren c e  in  method o f r e f e r r a l  by the  s e lf -  

d iagnosis score fo r  th e  t o t a l  sample*

TABLE 47

SELF-DIAGNOSIS SCORES BY METHOD OF REFERRAL TO PHYSICIAN

Method o f R efe rra l Self-D iagnosis Score

0 -  1 2 - 3
n Z n Z

S e lf 37 22.51 17 47.25

Fam ily/Friends 46 27.89 11 30.58

Doctor 81 49.60 8 22.17

n » 200 164 100.00 36 100.00

X -  11.6071 d f « 2 | p < .01
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As can be seen from th is  ta b le ,  s ig n if ic a n t ly  more people who 

score above 2 decide them selves to  consu lt a s p e c ia l i s t .  A h igher percen t­

age o f those re fe r re d  by a physician score e i th e r  0 o r 1.

From th e  exam ination o f these v a r ia b le s , i t  i s  seen th a t  th is  

sample i s ,  in  g en e ra l, a w ell-educated one. Those th a t u t i l i z e  sp e c ia l­

i s t s  have a s ig n i f ic a n t ly  higher amount o f  perceived knowledge, but do not 

seem to  have a g re a te r  amount o f  accura te  knowledge than  those  who u t i l i z e  

general p ra c t i t io n e r s .  Although the  r e s u l ts  using the Self-D iagnosis 

Scale a re  in co n c lu siv e , th e re  does seem to  be th e  suggestion o f  a r e la t io n ­

ship  between th e  amount o f  se lf-d ia g n o sis  and perceived m edical knowledge. 

There i s  a s ig n if ic a n t  re la tio n sh ip  between th e  Self-D iagnosis Scale and 

th e  method o f  r e f e r r a l  to  a s p e c ia l i s t .



CHAPTER VII 

CONCLUSION

The in te n t o f  t h i s  d is s e r ta t io n  i s  to  evaluate  charges th a t are 

taking place w ith in  the  h e a lth  care  d e liv e ry  system and to  examine the  

im p lica tions o f  these  changes. One o f th e  most c r i t i c a l  changes involving 

the ecosystem o f d e liv e ry  o f  m edical se rv ice s  i s  th a t  o f  s p e c ia liz a tio n . 

S p e c ia liz a tio n  i s  increasing  but the  impact o f  th i s  in crease  upon the  pa­

t ie n t  rem ains undocumented. The p a r t ic u la r  aspect o f  th e  h e a lth  care  de­

liv e ry  system se lec ted  fo r  a n a ly s is  i s  th e  p h y s ic ia n -p a tien t re la t io n s h ip , 

one o f  th e  basic  foundations o f  the  e n tir e  d e liv e ry  system# This i s  ev a l­

uated from the  pe rspec tive  o f  the  p a tie n t .

Some evidence suggests th a t  the  key to  the  su ccessfu l opera tion

of the  system i s  the g e n e ra l is t  physic ian , whether he i s  c a lle d  a general

p ra c t it io n e r  o r a fam ily p ra c tic e  s p e c ia l i s t .  This study a ttem pts to  docu­

ment the  p a t ie n t 's  percep tion  o f  the place o f  the  general p r a c t i t io n e r  in  

the o rg an iza tio n a l system as w ell as consumer a t t i tu d e s  toward s p e c ia l i s ts  

and general p ra c titio n e rs#

Before considering  the  conclusions and im p lica tio n s o f the  stitdy,

i t  i s  im portant to  note problems in  design . As w ith most a t t i tu d e  s tu d ie s ,

the in strum en tation  cannot be sa id  to  be d e f in i t iv e .  An e f f o r t  was made 

to  u t i l i z e  only  in s tru M n ts  th a t  have been used p rev io u sly , not o i ly  fo r 

comparison but a lso  fo r r e l i a b i l i t y ,

112
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The c la s s i f ic a t io n  o f  p a tie n ts  in to  two groups posed problems*

In an e f f o r t  to  o b je c tify  t h i s  process» a seven-poin t c la s s i f ic a t io n  sys­

tem was used to  Id e n tify  two u t i l i z a t io n  pa tterns*  In c re a tin g  an index 

fo r u t i l i z a t i o n  o f h e a lth  p ro fe ss io n a ls . I t  must be decided which c r i ­

te r io n  i s  more Im portant—the  p a tie n t’ s percep tion  or th e  h e a lth  profes­

s io n a l 's  evaluation* For example, the  group th a t  was c la s s i f ie d  as u t i ­

liz in g  genera l p ra c t i t io n e rs  r e a l ly  Include : a measurement o f  a p a tte rn  

o f  u t i l i z a t i o n ,  as evaluated  by p ro fessiona l c r i te r ia *  There are some r e ­

spondents who go to  general p ra c t it io n e rs  but do not u t i l i z e  them according 

to  the  axioms o f the gatekeeper model* This whole area  o f  devising in d ices  

to  r e f l e c t  u t i l i z a t io n  p a tte rn s ,  although v a lu ab le , re q u ire s  fu rth e r  r e ­

search*

The c h ie f  b ia s  th a t  occurs in  telephone surveys i s  so c ia l c lass*

In th is  s tudy , since th e  population  o f in te r e s t  i s  a l l  middle and upper 

c la s s 'S ,  th a t  b ias i s  not r e le v a n t .

I t  was n eg a tiv e ly  hypothesized th a t the  type o f  physician se lec te d  

fo r primary ambulatory care  would oe un re la ted  to  th ree  f a c to r s i  1) the 

a t t i tu d e s  o f  the  p a tie n t toward p ro fessio n a l competence and the  physic ian- 

p a tie n t re la tio n s h ip ;  2) t i e  p a t i e n t 's  image o f  physic ians; and 3) pe r- 

ceivf 1 medical knowledge* The re s  i l t s  o f  th e  te s t in g  o f  these  th ree  hypo­

theses are presented in  Chapter V. The second and th ird  hypothesis were 

re je c  ed; th a t  I s ,  a s ig n if ic a n t  r e la tio n s h ip  does e x is t  between the type 

o f ph s ic ia n  u t i l iz e d  fo r prim ary care ard th e  p a t ie n t 's  Image o f physi­

c ians and the  p a t ie n t 's  perceived medical knowledge* However, the  f i r s t  

hypothesis was not re jec ted *  No re la tio n s h ip  was demonstrated between the  

type o f physician u t i l i z e d  and the a t t i tu d e s  o f the  p a tie n ts  toward pro­

fe ss io n a l competence and p h y s lc la n -p a tle r t r e la t io n s h ip , as measured by
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sca le s  se lec ted  fo r th e  study . Both groups a re  equally  p o s itiv e  toward 

the  p h y s ic ia i-p a tie n t r e la t io n s h ip  and both groups express equal s a t is f a c -  

cion with the  competence o f  th e i r  physic ian .

The reasons fo r  not being able  to  r e j e c t  th i s  hypothesis a re  com­

plex» One problem may be in  the  two Thurstone s c a le s . They have been 

used in  many d if fe re n t  types o f  populations and have had p a ra l le l  form 

r e l i a b i l i t y  te s ts *  As Hulka pointed o u t, however, the  r e s u l ts  o f the  

s tr in g e n t r e l i a b i l i  y t e s t s  were "modest", and they  do in d ic a te  the  need 

fo r fu rth e r  te s tin g  (Hulka, e t  a l . ,  1971). In  a d d itio n , the  Oklahoma C ity  

sample had some d i f f ic u l ty  w ith  the  le v e l o f  c o n cep tu a liza tio n  and a b s tra c ­

t io n  needed for responding to  the  items* On an item  such as "A lo t  o f  doc­

to r s  do not ra re  whether o r not they  hu rt you during the exam ination," 

many respondents would agree but then  qu ick ly  note th a t  " th e i r  physician" 

was not l ik e  t h a t .  I t  was explained to  the  respondent th a t  she should base 

her answer o a g e n e ra liz a tio n  o f  a l l  ph y sic ian s, but i t  i s  possib le  th a t  

some responsf s had re fe ren ce  to  a p a r t ic u la r  physic ian , whom the  p a tie n t 

was not inc l]ned  to  c r i t i c i z e .

F in a lly  i t  must be recognized th a t  th e  answers s o l ic i te d  on these  

two sca les  may be s o c ia l ly  accep tab le  ones, w ith  the  respondents h e s ita n t 

to  agiee to  the  obviously negative item s.

D espite whe lack o f  a re la tio n s h ip  between the  type o f physician  

u t i l i  ed fo r primary care  and a t t i tu d e s  toward the  p h y sic ian -p a tien t r e l a ­

tio n s  lip and p ro fessio n a l competence, o th e r s ig n if ic a n t  d iffe ren ces  were 

found between the  two u t i l i z a t io n  groups. Those who u t i l i z e  s p e c ia l i s ts  

for primary care hav» no primary source fo r  emergency c a re . They a lso  lack 

a main source fo r  in form ation  o r advice, and i l ln e s s .  In  a l l  th ree  c a se s , 

those who u t i l i z e  s p e c ia l i s t s  in d ic a te  th a t  they  decide what kind o f  prob-
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lem they  have b e fo re  c o n s u l t in g  a medical so u rce .  Thus, those  t h a t  u t i l i z e  

s p e c i a l i s t s  p a r t i c ip a t e  more in  the  decision-m aking process th an  do those

who u t i l i z e  g en era l  p r a c t i t i o n e r s  as th e  g a tek eep er  to  th e  r e s t  o f  the

medical care  system. In  a d d i t io n ,  those t h a t  u t i l i  e s p e c i a l i s t s  a re  f i r  

more l i k e l y  to  have c o n su lted  a second p h y s ic ian  fo a problem without

t e l l i n g  th e  f i r s t  one about i t ,  and a re  more l i k e l y  to  have been r e f e r r e d

to  the p h ys ic ian  by a member o f  t h e i r  fam ily  o r  f r i m d s .  Those who u t i l i z e  

g enera l  p r a c t i t i o n e r s  a re  more l i k e l y  to  be r e f e r r e d  by a p h y s ic ian .

A q u es tio n  r a i s e d  by t h i s  f in d in g  i s  whether p a t i e n t s  who s e le c t  

. sp e c ia l i s t s  p r e fe r  to  be more s e l f - r e l i a n t  i n  medical d e c is io n s  o r  whether 

they a re  forced  to  become decis ion-m akers  because o f  the  type o f  medicine 

p ra c t ic e d  by s p e c i a l i s t s ,  i t  a l s o  seems t h a t  those  who u t i l i z e  s p e c i a l i s t s  

have a g r e a te r  degree o f  perce ived  medical knowledge. Even though th e  know­

ledge may not be s c i e n t i f i c a l l y  c o r r e c t ,  i t  does provide a b a s is  fo r  th e  

p a t ie n t  to  s e l e c t  a p h y s ic ia n .  Those th a t  u t i l i z e  g enera l  p rac t i t io n e rs -  

are  more l i k e l y  to  allow  th e  physic ian  to  f u r th e r  guide them in  the  d e l iv e ry  

system.

As expec ted , age and s o c ia l  c l a s s  b o th  r e l a t e  to  the  type o f  phy­

s i c i a n  s e le c te d .  Those who a r e  younger and in  a h igher s o c ia l  c l a s s  a re  

more l i k e l y  to  s e le c t  a s p e c i a l i s t .  These a re  th e  same persons who a re  

more l i k e l y  to  have a h igher  ed u ca tio n a l  l e v e l .  As public  h e a l th  educa­

t i o n a l  e f f o r t s  in c re a s e ,  a paradox ica l r e s u l t  may be th a t  th e  consumer 

tak es  more r e s p o n s i b i l i t y  fo r  h is  own medical d e c is io n s .  This may lead  to  

a fu r th e r  in c re a se  in  u t i l i z a t i o n  o f  s p e c i a l i s t s  and a g r e a te r  p ro fe s s io n a l  

d e c l in e  o f  th e  g en era l  p r a c t i t i o n e r .

Another im portant v a r ia b le  t h a t  r e q u i r e s  more i n v e s t ig a t io n  i s  

the  fa m ily 's  p e ic e p t io n  o f  medical need. In  t h i s  s tu d y , no r e l a t io n s h ip
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was found between the se lf-a sse sse d  h ea lth  r a t in g  and the physic ian  u t i ­

l iz e d , although a re la tio n s h ip  was demonstrated between frequency o f  phy­

s ic ia n  v i s i t s  and the type o f  physician* Those th a t u t i l i z e  sp ec ia l: s ts  

tend to  v i s i t  th e i r  physician  more o ften  than  those th a t  u t i l i z e  g e m ra l 

p r a c t i t io n e r s ,  although o th er v a ria b le s  may be o p e ra tin g , since  a higher 

frequency I s  a lso  re la te d  to  lower age and la rg e r  fam ilie s . I t  woul< be 

valuable to  explore whether those th a t  u t i l i z e  s p e c ia l is ts  view th e ii 

medical problems as more se rious than  do those  th a t  u t i l i z e  general p ra c t i­

tioners*  In  a d d itio n , i t  t)U ld  be In te re s t in g  to  know how many physician 

v i s i t s  to  s p e c ia l i s t s  and general p ra c t i t io n e r s  a re  ra te d  by th e  physician 

as necessary* Those th a t  i : l l i z e  s p e c ia l i s t s  may be overly  concerned w ith 

th e i r  h e a lth  needs* This a lso  has Im portant Im plications fo r  h ea lth  educa­

tio n  programs* I t  should be known I f  Increasing  h ea lth  education  makes 

people o v e rly  se n s itiv e  to  th e i r  symptoms and mo ce l ik e ly  to  consu lt a 

physician  unnecessarily*

The r e s u l ts  o f  th is  study In  regard  to  the percep tion  o f  medical 

knowledge need to  be examined c lo se ly  because seme Im portant Issues are 

ra ise d  and d ire c tio n s  fo r fu r th e r  s tu d ie s  a re  pcln ted  out* I t  was con­

cluded th a t  those who u t i l i z e  s p e c ia l i s t s  have a g re a te r  degree o f  per­

ceived m edical knowledge, but th a t  knowledge i s  no more c o rre c t  than the 

knowledge o f  those th a t  u t i l i z e  general p ra c titio n e rs*  However, I t  I s  ob­

vious th a t  those who u t i l i z e  s p e c ia l i s ts  p a r t ic ip a te  In the  decision-making 

process about th e i r  medical problttns to  a much g rea te r  degree than do those 

who u t i l i z e  general p ra c titio n e rs*  The b a s is  fo r  th is  behavior, th e re fo re , 

seems not to  be accu ra te  knowledge, but perceived knowledge* I f  a person 

opera tes under the  m isconception th a t  d iab e te s  Is  caused by ea ting  too much 

sugar, h is  course o f  ac tio n  as a p a tie n t w orried about the  p o s s ib i l i ty  of
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g e ttin g  d iabe tee  w ill  be a ig iiiricA u tly  d i f f e r e n t  froa  th e  person who Is  

aware th a t  fam ily h is to ry  and weight c o n tro l a re  im portant f a c to r s .  The 

type o f h e a lth  care  personnel se le c te d , re g a rd le ss  o f whether an H. U. o r 

a c h iro p ra c to r , w il l  be in flu en ced , not by th e  v a l id i ty  o f  th e  pa tie i t* s  

knowledge, but by h is  c e r ta in ty .  This s ig n if ic a n t  find ing  should cause 

public h e a lth  p ro fess io n a ls  to  evaluate th e  ro le  o f h e a lth  education very 

c a re fu l ly . I f  percep tion  o f  m edical knowledge i s  as c ru c ia l  as th is  study 

seems to  in d ic a te , i t  i s  very importan' th a t  consumers have m edically  co r­

re c t inform ation on which to  base th e !  a c tio n s . A re la te d  phénomènen 

which needs fu r th e r  study i s  th e  concept and process o f se lf-d iag n o s: s .

As measured by th is  study , s e lf -d ia g n o s is  has some s ig n if ic a n t  r e la t io n ­

sh ip s, but much more work rem ains to  be done on th e  problem.

Perhaps th e  most conclusive  r e s u l ts  o f  th is  study a re  those con­

cerning the  image o f  the  s p e c ia l i s t  and the  image o f  the  general p ra c ti­

t io n e r .  As a t o ta l  group, the  Oklahoma C ity  sample seems to  r a te  the  

general p ra c t i t io n e r  h igher th an  d id  a comparable n a tio n a l sample in  1963 

(Cahal, 1963). As p re d ic te d , those th a t  u t i l i z e  sp e c ia lis tr . have a much 

lower image o f  the  general p ra c t i t io n e r  than  do those who u t i l i z e  general 

p ra c t i t io n e r s .  Those th a t  u t i l i z e  s p e c ia l i s t s  re le g a te  fewer ta sk s  to  th e  

general p ra c t i t io n e r  and view him as le s s  com petent. The su rp ris in g  fin d ­

ing i s ,  those who u t i l i z e  genera l p ra c t i t io n e r s  a lso  view him as le ss  com­

p e ten t. both groups view th e  general p ra c t i t io n e r  as le s s  competent and 

as le s s  able to  keep up w ith  l a t e s t  developments. At the same time both 

view him as more p e rso n ally  in te re s te d  in  th e  p a tie n t as a human being, 

more w illin g  to  be c a lle d  on in  an emergency, more f a i r  in  p rice s  and fe e s , 

more h e lp fu l to  ta lk  w ith , and more in te re s te d  in  preventive m edicine.

Those th a t  s e le c t  a general p ra c t i t io n e r  seem to  do so in  s p i te  o f two-
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th ird s  b e liev in g  he i s  le s s  competent than a s p e c ia l i s t .  On the  o ther 

hand, those th a t  choose a s p e c ia l i s t  seem to  do so because they  fe e l he 

i s  nore competent and they  are  obviously w illin g  to  have a le s s  personal 

re la tio n sh ip  than  they  might have w i t i  a general p ra c titio n e r*  Neverthe­

l e s s ,  both groups l i s t  competence as the prime co n sid era tio n  in  se le c tio n  

o f  a physic ian . This may in d ic a te  sore d i f f ic u l ty  in  the  d e f in i t io n  o f  

competency. C e rta in ly  a s p e c ia l i s t  would be more competent w ith in  h is  spe­

c i a l i t y  and le s s  competent in  another f ie ld ,  w hile a general p r a c t i t  .oner 

may be viewed as broadly com petent. Competence i s  th e re fo re  no doub: r e ­

la te d  to  the  func tion  o f  th e  physic ian . D espite th i s  q u a lif ic a tio n , i t  

seems from th ese  find ings th a t  a s p e c ia lis t  has an image o f somehow oeing 

more competent than  a general p ra c t i t io n e r .  This may not denote a degrading 

a t t i tu d e  toward the  g e n e ra l is t ,  bu t ra th e r  a reco g n itio n  o f  the  s p e c ia l i s t  

as above th e  g e n e ra l is t .  This argument i s  in  f a c t  perpetuated by m edical 

education , as pointed out in  Chapter 11,

Another item to  consider in  the  seeming paradox discussed above

in  fa c to rs  considered  in  the  se le c tio n  o f a physic ian  i s  the  economic one.

Those who u t i l i z e  a general p ra c t it io n e r  seem to  fe e l  he i s  le s s  competent

than  a s p e c ia l i s t .  They may, th e re fo re , be choosing to  go to  him because 

they  fe e l  he i s  more reasonab le  in  p rices  than  a s p e c ia l i s t .  In  f a c t .  Table 

35 in d ica tes  th a t  91 per cen t o f  those who u t i l i z e  a general p ra c tit io n e r  

do fee l he i s  more f a i r  in  p r ic e s  and fees than  a s p e c ia l i s t .  The r e la ­

t io n sh ip  i l lu s t r a te d  in  Table 27 between u t i l i z a t io n  o f a s p e c ia l is t  and 

h igher frequency o f v i s i t s  to  a physician w ith in  the l a s t  year may a lso  

in d ic a te  an economic fa c to r ,  e sp e c ia lly  since  th e  type o f physician i s  not 

re la te d  to  the  h e a lth  ra t in g  o f  the  respondent. Those th a t u t i l i z e  spe­

c i a l i s t s  may be able to  a ffo rd  t o  go to  a physic ian  more o fte n . In addi­
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t io n ,  the  find ing  th a t  those who u t i l i z e  s p e c ia l i s t s  are  a younger r.roup 

could be because o f  those who a re  younger having more economic resou rces 

than  o ld er perso i s $ The economic fa c to r  was c o n tro lle d  fo r in  t h i s  study 

by sampling from middle and upper middle c la s s  populations in  Oklahoma 

C ity , Some suggestions o f  so c ia l  c la ss  d iffe re n c e s  do appear in  Table 

21 however. The issu e  involv ing  economics i s  more complex than  simply the 

amount o f  money a v a ila b le , e s p e c ia lly  in  a sample composed o f middle and 

upper middle c la s s .  This i s  i l l u s t r a te d  by th e  find ing  th a t ,  o f  those  who 

u t i l i z e  s p e c ia l i s t s ,  75 per cent: fe e l th a t  th e  general p ra c t i t io n e r  i s  

more f a i r  in  p rice s  and fees ttu.n the  s p e c ia lis t*  A ttitu d es  toward the  

value o f  going to  a s p e c ia l i s t  ra th e r  than  to  a general p ra c t i t io n e r  are 

obviously  a lso  im portant h e re . C e rta in ly , th e  importance o f th e  economic 

fa c to r  in  se lec tlO n  o f  a physic an needs in v e s tig a tio n .

The m ail conclusion  o f  th is  study i s  th a t  fo r  an in c reas in g  num­

ber o f people—from 14 per cen t in  1962 (C a ia l, 1963) to  54 per cen t in  

t h i s  sample—the  concept o f  a physician as i gatekeeper to  the  r e s t  o f  the 

m edical care  system i s  i r r e le v a n t ,  as i s  th e  value o f having a personal 

p hysic ian . In some o f  th e i r  comments, those  who u t i l i z e  s p e c ia l i s t s  seemed 

to  place the  general p ra c t i t io n e r  v i r tu a l ly  o u ts id e  the realm o f  the  de­

l iv e ry  system* Even those who do u t i l i z e  a genera l p ra c t i t io n e r  as a gate­

keeper and do value a personal re la tio n sh ip  w ith  him, in d ic a te  se rio u s  

doubt about h is  competency*

The impact o f  th i s  concept cn the  fu tu re  o f  h ea lth  c a re  d e liv e ry  

must be evaluated* Our cu rren t move in  h e a lth  care  i s  tow*rd increased  

c e n tra l iz a tio n  o f  se rv ice s  in  one geographical a rea  and increased  emphasis 

upon some type o f  h e a lth  p ro fess io n a l to  screen  various medical problems 

and r e f e r  them t s  the  ap p ro p ria te  resource w ith in  th e  system. Maintenance
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h ea lth  programs, fo r example, tend to  s tro n g ly  emphasize the  whole concept 

o f a gatekeeper who may be a h e a lth  p ro fess io n a l o ther than  a general 

p rac titio n e r*  These types o f h e a lth  care  systems assume much le s s  s e l f -  

re lia n c e  on the  p a rt o f  p a tie n ts  than  what t h i s  study in d ic a te s  i s  pre­

se n t.

This p reb lea  i s  g ie a te r  than  the  p ro fess io n a l re p u ts :io n  o f  c e r­

t a in  kinds o f physicians* the ro le  o f pub lic  h ea lth  p ro fessi >nals has a lso  

con tribu ted  to  the  s itu a tio n *  Educational campaigns may be < z tu a lly  in ­

creasing  the  tren d  toward u t i l i z a t i o n  o f  s p e c ia l i s t s  by r a i s  ig le v e ls  of 

perceived medical knowledge, i f  not accu ra te  knowledge* Increased  education 

seems to  be r e la te d  to  increased  p a r t ic ip a tio n  in  the process o f  deciding

when one is  i l l *  Although increased  education  i s  c e r ta in ly  a d e s ira b le

g oa l, some thought and re sea rch  might be g iven to  a d if f e r e n t  emphasis in

educational programs# One a lte rn a t iv e  might be a program designed to  teach

the  consumer how to  u t i l i z e  the  h e a lth  care  d e liv e ry  system e f ic ie n tly *  

Another could be th e  reco g n itio n  o f  p ro fess io n a l c a p a b il i t ie s  and l im ita ­

t io n ;  o f the  v arious h e a lth  personnel, as shown by Lewis and lesnik (1967)*

At the  same tim e, the  d e liv e ry  system i t s e l f  may be u r th e r  devel­

oped to  meet the  needs o f  the consumer as w ell as the needs c the  p ro fes­

sional* This can be achieved by approaching honestly  the  expressed demands 

o f t  le consumer and the  p ro fess io n a l judgment o f needs by h e a lth  personnel* 

I f  i; i s  decided th a t  the  consumer does need a personal r e la tio n s h ip  with 

one ( ompetent co n tac t in  the  m edical care  system , fu r th e r  thought should be 

de VO Ied to  the  id e n t i ty  o f -h is contact*  I f ,  however, i t  seems th a t  a ga te ­

keeper i s  not needed, then lerhaps a la rg e  sca le  h ea lth  education program 

should provide people w ith as much c o rre c t knowledge as i s  p o ss ib le  upon 

which to  base h e a lth  decisions*
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The im p lica tio n  o f  these  find ings fo r the  education o f  various 

h ea lth  p ro fe ss io n a ls  is  the r e a l iz a t io n  th a t i t  i s  im portant to  be able to  

o b je c tiv e ly  ev a lu a te  the components o f  the  h ea lth  care  ecosystem and the 

changes th a t  a re  tak ing  place w ith in  th a t  system. The impact o f  a l l  

changes, both planned and unplanned, must be recognized. I t  i s  not th a t 

the  maintenance h e a lth  system mcn:ioned prev iously  i s  d e fe c tiv e ; ra th e r  

th e  impact o f  th e  changes planned by Implementing th i s  system must be con­

sid e red .

The la rg e r  im p lica tio n  o f t h i s  d is s e r ta t io n  might be th e  i n i t i a ­

t io n  ) f  a campaign to  demythologize th e  medical p ro fession—both  the  phy­

s ic ia n  and th e  pa tien t*  This i s  v i t a l  in  attem pting to  o b je c tiv e ly  eval­

ua te  :he p ro fess io n  o f physicians and the  needs o f  th e  p a tie n t in  try in g  

to  separa te  ou t and deal w ith some c u ltu ra l  myths which rom antic ize  the  

whole process o f  th e  p h y s ic ia n -p a tien t in te ra c t io n . The assum ption by 

most h ea lth  p ro fe ss io n a ls  today i s  th a t  consumers neel one warm fr ie n d ly  

con tact fo r  the  e n t i r e  medical care  d e liv e ry  system. The d a ta  o f th is  

study in d ic a te  th a t  a m ajo rity  o f  people do not want th is  gatekeeper and 

those th a t  do u t i l i s e  a gatekeeper have l i t t l e  re sp ec t fo r h is  competency. 

Of course, t h i s  whole area i s  as complex as are the  luman needs th a :  are 

rep resen ted . N onetheless, a f i r s t  s te p  i s  v i t a l  in  order to  c re a te  a 

h ea lth  care  d e liv e ry  system th a t  meets the  needs o f  t i e  consumer and de­

l iv e r s  q u a li ty  h e a lth  and m edical c a re .
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TABLE 1

AREA NAME

Scores 1* Does your fam ily have what you would consider a fam ily doctor?
(1) Yes Name and S p ec ia lty

No Location '
What members o f  th e  fam ily  §o to  see him?

(1 fo r  a l l  2i What Other types o f  d o c to rs  does your fam ily use?
!)      *

3* When you want in fo rm ation  o r advice on m atte rs  r e la t in g  to  your own or 
your fa m ily 's  h e a l th , where do you u su a lly  tu rn  to  g e t i t ?

(1 fo r Dr* ______________________
same) (Name amd S p ec ia lty ^

Other

4* When you o r any member o f  your fam ily  i s  s ic k , who do you go to  see f i r s t ?  
(1 fo r  Dr»
same) (Name and S p e c ia lty )

Other

5» I f  i t  i s  an emergency, what do you do? 
(1 p o in t)  C all fam ily  doctor/m ee t  a t  h o sp ita l ___

Other

6» Have you consu lted  a s p e c ia l i s t  w ith in  t h i s  l a s t  year?
Yes (Go to  7)
No  (Go to  8)

7» What wore th e i r  names and what kind o f  s p e c ia l i s ts  were they?

7A» What o th e r s p e c ia l i s t s  have you or your fam ily  seen?

8 . Have you ever co n su lted  a s p e c ia l i s t  fo r  you o r  your fam ily? 
Yes Name and_Type____________________________________
No

9» Were you re fe r re d  to  these s p e c ia l i s t s  o r  l id  you decide to  see one your­
se lf?

(1 fo r  B e fe rro d _________  By Whom
same) _____  _____
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TABLE 1—Continued

10. Have TOU or your fam ily ever gone to  a second doctor to  ge t h is  opinion 
about some cond ition  w ithout t e l l in g  your f i r s t  doctor about i t ?
Yes__________

(1 fo r  no) No

Maximum Score 7

TOTAL SCORE UTILIZATION_________  G. P._________  SPECIALIST____
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TABLE 2

Now i  have a met o f bromd opinion mtmtementm 1 would lik e  te read to you*
1 want you to t e l l  me whether you agree or dieagree with each atatement*

Scale
Value Yea No

(6*21) ________ ________ 1. You cannot expect any one doctor to  be perfect*
(6*77) ________ _______ 2* Doctora make you fe e l l ik e  everything w ill  be

a l l  right*
(5*70)     3* A doetor'a job ia  to make people f e e l  better*
(3*37) ________ ________ 4* Too many doctora think you cannot underatand

the medical explanation o f  your illn e a a , ao 
they do not bother explaining.

(2*48) ________  ________ 5. Doctora act lik e  they are doing you a favor by
treating you*

(2*71) ________  _______ 6* A lo t  o f  doctora do not care whether or not
they hurt jrou during the examination*

(2*91) _______    7* Many doctora treat the diaeaae but have no
fee lin g  for the patient*

(3*96) ________ _______  8* Doctora ahould be a l i t t l e  more friend ly  than
they are.

(1*70) ________  _______ 9* Moat doctora have no fee lin ga  for th e ir  pa­
tienta*

(7 .34) ________  _______ 10* Moat doctora l e t  you calk out your problème*
(8*68) _______ _ _ _ _ _  11* Doctora are devoted to th e ir  patienta*
(7*13) _________ _______ 12* Doctora do th e ir  beat to keep you from worrying*
(5*08) _______ _ _ _ _ _ _  13* With ao many patienta to  aee, doctora cannot

get to  know them a l l .
(8*28) ________ ________ 14* Moat doctora take a real in tereat in  th e ir

patienta*

(a) # itema agreed with ___________
(b) Sum o f  the acore valuea o f  thoae itema ___________

TOTAL SCORE (b /a) ________
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TABU 3

Seal#
Valus

(2 .74)

(8 .32)

(3 .23)
(3.04)

(3 .99)

(2 .15)

(6 .14)

(8 .04) 

(1 .70) 

(4 .44)

(5 .21)

(6 .92)

(7 .59)
(6 .38)

Yarn Ma

1. Paapla do not kaov bow many mlatikaa doctora 
r a a lly  maka.

2 . Today's doctors ara batter trained tban aver

8

10

11

12

13
14

bafora.
Doctors r e ly  on drugs and p i l l s  too much.
Mo two doctors w i l l  agraa on what i s  wrong with 
a parson.
Given a cboica batwaan using an old r e lia b le  
drug and a now axparimantal one# many doctors 
w il l  cboosa tha now one.
Doctors w il l  not admit i t  whom they do not kaov 
what i s  wrong with a parson.
Mon doctors do not cure m ild ly i l l  p a tien ts , 
i t  i s  hocamso tha patients do not cooperate. 
Dootors w il l  do everythimg they can to  keep 
from making a m istake.
Many doctors just do not know what they ara 
doing.
Doctors spend more time trying to  cure an i l l ­
ness you already have rather than preventing 
one from developing.
Doctors are put in  tha p osition  o f  needing to  
know more than they possib ly  eomld.
Evan i f  a doctor cannot cure you right away, ha 
earn make you more comfortable.
Doctors cam help you both in  health and sick n ess< 
Doctors sometimes f a i l  because patients do not 
c a l l  them in  tim e.

(a) # items agreed to  __________
(b) Sum o f  the score values o f  those items

TOTAL SCOEE (b /a) __________
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TABLE 4

Now X how# « l i s t  o f  th ia ss  or tasks tha doctors do* As I load thsm, 
ploas# imdioate to  ms whothor you would ito fo r  that a goaoral p raetltiosor  
or a sp o e ia lis t  do thoso th lags for you o r  your fam ily.

Tasks  G*P* S p ooia list

1
2
3
4
5
6
7
8 
9

10
11
12
13
14

15
16 
17

Explain r e su lts  of t e s t s
Explain what i s  wrong with the patient^
Give a shot
Examine the tkroat
Explain r e su lts  o f  x-ray exam 
Instruct on a sp ec ia l d ie t
Explain how and why to  take msdiclms_ 
Give a general physical exam
Decide when you should go to  the h osp ita l
Give a routine exam to  chlldron, including shots_
Perform t e s t ,  such as PAP smear, EKG, etc*______
Give a prescription for an i l ln e s s  
Set a hroken hone
Care for a chronic d isease  such as heart* 
trouble or diabetes
Do surgory_______________________________
Help you work out some personal problem
Diagnose your symptoms and decide what's wrong 
with y o u ___________________________________

T0X4L SCOEE (katio  o f  G*P* to  to ta l answered)
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TABLE 5

Following arc tan item# that art ^ a a litie#  o f  good phyalclam • 1 would
l i t #  for you to t o l l  mo whloh o f  thooo Itomo aro moro eharaot a r ia tie  o f  
a G. P. and whloh aro moro eharaetorlatie o f  a ep oo ia llo t.

1
2
3
4
5
6
7
8 
9

10.

Charaotorlotle

Tak<>8 a poroomal imtoroat in  oaeh pationt 
Silk oroly dovotod to  hi# work____________ '

G. P. Spoela liat

Troi.ta oaeh poraon aa a human hoing 
Roally glad to  holp in  an
Fair in  prieoa amd foo t__
Compotont_________________

rgomey

Makoa ono fo o l bottor jwat hy talk ing to  him_ 
Explains ovorything thoroughly______________ ~
Trina to  koop up with tho latoat dovolop- 
manta in  hia f io ld  ____
Trl(a to  prowant illm ooa aa wall ao euro i t

TOTAL SCOBE (Ratio o f  G* P. to  to ta l anowored)

TABLE 6

Which of thoao throo itomo do you think io  moat important for a doctor?

___________ Compotont» q u a lifiod  (knowo what ho ia  doing).
____________ Takoo a poraonal in t oroat in  tho pationta.
_ _ _ _ _ _ _ _ _ _  Way tho doctor hohawea (thoughtfu l, aympathotio, concomod,

friom dly, o t o . ) .
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TABLE 7

1 hav* #*m* qu*ttl*ns about medioal condition** I am going to read a 
statement to  yarn that w il l  have four possib le answers, one o f  which i s  
"1 don't know*" fe e l  free  to  answer "I don't know" i f  you don't.

1. I'uberculeslt o f  the lungs i s  due to i
1 1. Prolonged exposure to  the co ld .
2 2. In fection  with a germ.
1 3* Anemis and vitamin deficiency*
0  4* Don't know.

2. A stroke i s t
1 1. A blood c lo t  in  the heart*
1  2* Blood c lo t  in  the arms and leg s causing p ara lysis.
2 3. Hemorrhage or blood c lo t  in  the brain.
0 4 . Don't know*

3. The most common symptom o f  a stroke i s t
1 1* Severe chest pain spreading to  the arm,
2 2* Paralysis*
1 3* Rapid and irregular heartbeat *
0 4 * Don't know*

4 . The most common symptom o f a coronary thrombosis i s t
1 1* Rapid irregular heartbeat.
1 2* Paralysis*
2 3* Steady pressing pain in  the ch est.
0 4 * Don't know.

5. A rth r itis  i s  a condition  in  tdticht
2 1* The Joints are p a in fu l, swollen or misshapen.
1 2* The jo in ts  always become com pletely s t i f f  and u se le ss .
1  3* Imaginary Joint pains caused by nervousness.
0 4 * Don't know.

6. Diabetes i s t
1 1* Contagious or catching.
1  2. Due to  a poorly functioning liver*
2 3* More oomwn in  people who are overweight.
0 4 . Don't know*

7. Asthma i s  a condition in  which there i s t
1 1* A severe chest cold*
2 2* Wheesing and d if f ic u lty  in  breathing.
1 3. A form o f  pneumonia.
0 4* Don't know.
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TAILS 7—Contimitd

8, L tu k n la  I s i
2 1« A c«aM T*lik« eeadltlon*
1 2» A infw tiem *
1 3# A eem#lKl#n r« fu ltin g  froa iron d efic ien cy ,
0 4 , Dea*t knee.

9, Pereeae w ith atoaaeh u lcers often :
1 1, Hawe severe cramps and diarrhea,
1 2, Have paia in  the ahdwsea right a fter  eating,
2 3, Have pain in  the ahdemen that i s  re lieved  by eatin g ,
0 4» Dea*t knew,

10, Which e f  the fellew iag  kinds e f  people would be most lik e  to get 
diabetes?

1 1, People who are underweight,
2 2» People who have r e la t iv e s  with d iab etes,
1 3. People who eat too much sugar.
0 4 . Don't know.

TOTAL SCOU
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XàBLE 8

D# you mgr## #r éitmgr## with th# fo ll# w iig  #t#t#m#ntm?

Y#m Mm

1 1 . F«#pl# mbmwld a#t go ### th# doctor unlotm th#y hmvo m
good id## mm to  whmt i t  wroog with thorn.

I 2 . Oo# o f  th# h##t wmy# to  dooid# whmt l i  wrong with you
i t  to  tmlk to  m noiglAor.

_________ 1  3r Dootorm mlwayo t o l l  you th# r igh t thing to  do in  ordor
to  got woll»

1 4 , Yow mhould mlwoyo t o l l  th# doctor whmt im wrong with
you.

1 5» I f  you mro mick# th# druggimt omn moll yow foatth ing
that w i l l  wmk# you fo o l hotter*

1 6* I t  im noeomoory to  follow  th# doctor'# mdvico i f  you
wont CO got w o ll.

TOUL SCOU _________
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TUUE 9

Do you gomor&lly havo a vary goo4 idaa aa to  wkat la  wrong with you whan 
you go to tha éoetor? Yaa (go to  A)

Ha _ _ _ _ _ _ _ _ _ _

A# Daaa that halp you in  aoloetlng tha appropriata doctor far you to  aaa?
Yaa____________
Ha

Now I hava Juat a few mara quoationa,

What uaa your ago aa o f  your la a t birthday?
How many ehildm n do you hava and what arc th o ir  agea?_

la  your huahand liv in g  in  tha hoaa? Yaa
Ho

What vaa tha laat grada in  achool you eaaplatod? ______ ___
Do you hava a Job outaida tha hama? Yaa What type?

N o_______
What vaa tha laa t grada that your buaband oomplatad?______
What kind o f  Job doaa ha hava?
Haw would you aay your health id  now? Y»  ̂Poor 2* "Air 3* Avaraga

A# Abova Avaraga* 5* Exoallant

Haw oftan im tha la a t 12 uontha haa your fam ily aaan a phyaici in for any 
raaaon?

iron tha tima you laava hama to  tha tlma you gat back, how Ion; doaa i t  
uanally taka you to  aaa tha daatar?

I f  you wara going to  aalact a plqraician today, what would ba soma important 
faetora you would conaidar?

1* _ _ _ _ _ _  Comparant, q u alifiad  (knowa what ha ia  doing).
2 . _ _ _ _ _ _  Takaa a paraonal intaraat in  tha patien t.
3 . ___ __ Way tha doctor bahavua (thoughtful, aympathatic, concarnad,

fr ien d ly , ate*)*
4 . _ _ _ _ _ _  Makaa houaa aalla*
5  . ________ T elia tha patient tha truth (aaya whan he doesn't know).
6 . _ _ _ _ _ _  Gives patient su ff ic ie n t  tima.
7. _______  Way tha doctor procooda (r a lia b lo , thorough, ca re fu l).
8 . _ _ _ _ _ _  la  availab le whan you need him.
9. ________ Explains things so patient under stands.

10. _______  Listens to  tha p a tien t.
11 . _________________________________
12. _________________________________
13.
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my 12» 1972

D##r

Your addrott wa# pLekad at randma from tba Oklahoma City talaphona direc­
tory to  participât* in  a aurvcy concerning the u t i l is a t io n  o f  physician 's  
eerrices* > to ta l  o f  300 Oklahoma City homeeholds « i l l  he eurreyed by 
telephone* The teleiA en* interview  w il l  be about 20 minutes long» with 
ne confidentia l information being so lic ited *  Also» no record o f  your 
name» address or phone number w i l l  be kept* I f  you have questions eon- 
ceraing the v a lid ity  o f  th is  s urvey, pleaso fo o l free  to  contact the Hunan 
Ecology o f f ic e  at 23d-136é» extension 147 or 148*

1 w ill  be contacting you by idwne w ithin the next week and w i l l  appreciate 
you giving me 20 minutes o f  your tin s*

Thank you*

Sincerely yours»

Paula Stamps 
Graduate Student 
Human Ecology
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ACTU4L SCORE ON THURSTONS SCALE MEASURING SATISFACTION 
WITH PHYSICUM-PATIENT RELATIONSHIP

UTILIZE GENERAL PRACTITIONERS | r  UTILIZE SPECIALISTS

3.79 6.31 4.01 6.17 6.90
3.92 6.35 4.45 6.20 6.90
4.13 6.40 4.56 6.21 6.91
4.28 6.43 4.57 6.23 6.91
4.29 6.43 4.72 6.25 6.91
4.54 6.45 4.74 6.40 6.91
4.74 6.48 4.88 6.42 6.91
4.75 6.50 4.95 6.50 6.92
4.79 6.54 4.95 6.50 6.99
4.80 6.57 5.01 6.52 7.03
4.88 6.57 5.02 6.54 7.15
4.90 6.57 5.02 6.54 7.15
5.15 6.58 5.03 6.54 7.15
5.28 6.60 5.03 6.54 7.15
5.38 6.61 5.08 6.55 7.16
5.45 6.68 I 5.18 6.55 7.16
5.46 6.70 5.19 6.58 7.17
5,46 6.75 5.23 6.62 7.22
5.48 6.75 5.38 6.62 7.22
5.59 6.82 5.49 6.64
5.67 6.82 5.62 6.68
5.81 6.84 5.64 6 6 9
5.82 6.86 5.65 6.75
5.82 6.89 5.65 6.75
5.84 6.89 5.69 6.76
5.86 6.89 5.70 6.76
5.88 6.89 5.76 6.80
5.89 6.89 5.78 6.83
5.90 6.97 5.82 6.88
5.93 6.98 5.83 6.88
5.94 6.99 5.84 6.89
5.98 6.99 5.86 6.89
6.01 5.87 6.89
6.01 5.88 6.89
6.03 5.88 6.89
6.05 5.89 6.S9
6.06 5.90 6.89
6.07 5.91 4.89
6.14 5.92 6.89
6.22 5.99 6.89
6.23 6.01 6.89
6.25 1 6.01 6.89
6.25 1 6.06 6.89
6.28 1 6'10 6.89
6,29 1 6.15
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ACTUAL SCO; ES ON THURSTONE SCALE MEASURING SATISFACTION 
WITH PROFESSIONAL COMPETENCE

UTILIZE GENERA, PRACTITIONERS UTILIZE SPECIAUSTS

4.72 6.06 4.86 5.95 6.58
4.73 6.06 4.94 5.95 6.58
4.90 6.06 4.95 5.97 6.59
4.91 6.07 4.96 6.05 6.59
5.05 6.14 5.08 6.06 6.59
5.13 6.14 5.09 6.06 6.60
5.23 6.17 5.31 6.14 6.66
5.23 6.17 5.33 6.15 6.66
5.24 6.18 5.35 6.17 6.67
5.23 6.19 5.36 6.18 6.72
5.24 6.19 5.42 6.19 6.76
5.28 6.19 5.45 6.19 6.83
5.35 6.19 5.51 6.19 6.94
5.39 6.20 5.51 6.19 6.94
5.45 6.20 5.53 6.19 6.94
5.46 6.21 5.54 6.19 6.94
5.56 6.25 5.56 6.19 6.95
5.56 6.30 5.58 6.19 7.07
5.56 6.31 5.59 6.19 7.09
5.60 6.32 5.60 6.19
5.61 6.32 5.62 6.20
5.62 6.34 5.63 6.20
5.62 6.34 5.67 6.21
5.65 6.41 5.68 6.25
5.68 6.41 5.90 6.26
5.71 6.41 5.73 6.33
5,74 6.41 5.74 6.41
5.74 6.41 5.74 6.41
5.78 6.42 . 5.75 6.41
5.79 6.45 5.79 6.41
5.79 6.45 5.80 6.41
5.79 6.45 5.81 6.41
5.79 6.58 5.87 6.41
5.82 6.59 5.88 6.41
5.82 6.59 5.89 6.41
5.86 6.59 5.89 6.41
5.87 6.60 5.90 6.41
5.93 6.62 1 5.90 6.42
5.94 6.63 5.90 6.42
5.95 6.63 I 5.90 6.45
5.95 6.64 5.91 6.45
6.02 6.64 5.91 6.45
6.03 6.66 1 5.94 6.46
6.0! 6.83 1 5'94 6.57
6,0( 7.23

7.23
1 5.94 6.58
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ACTUAL SCORES ON THE TASK DELEGATION SCALE

JZE ISNERAL PRACTITIONER UTILIZE SPECIALIST

.117 .714 0.00 .333 .687

.117 .733 0.00 .352 .687

.411 .750 0.00 .375 .705

.437 .750 0.00 .375 .764
• 500 .764 0.00 .411 .764
*500 .764 0.00 .411 .764
.500 .764 0.00 .411 .764
.500 .764 0.00 .411 .764
.500 .764 0.00 .411 .800
.529 .764 0.00 .417 .812
.529 .764 0.00 .437 .812
.529 .800 0.00 .470 .823
.562 .800 0.00 .470 .823
.562 .823 0.00 .470 .875
.562 .823 0.00 .470 .882
.588 .823 0.00 .500 .882
.588 .823 0.00 .500 .882
.588 .823 0.00 .500 1.00
.600 .823 .062 .500 1.00
.615 .823 .076 .500
.625 .823 1 # XX # .529
.625 .823 1 # XX7 .529
.625 .823 1 # XX# .529
.625 .830 1 #XX/ .529
.625 .835 1 #XX7 .529
.649 .833 1 #XX7 .529
.647 .846 •XX7 .562
.647 .866 #X7o .562
.647 .875 #X76 .562
.647 .875 •X7o .562
.647 .875 .187 .562
.647 .875 .187 .580
.647 .882 .200 .580
.647 .882 .200 .588
.647 .882 ' .200 .588
.687 .933 .266 .588
.692 .941 .285 .588
.705 .941 .294 .588
.705 .941 .294 .647
.705 .941 .294 .647
.705 .950 .294 .647
.705 1.00 .312 .647
.705 1.00 .312 .647
.705 1.00 .312 . 666
.714 1.00

1.00
.333 .666
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ACTUàl, SCORES CM THE CHARACTERISTIC SCALE

UTILIZE GENERAL PRACTITIONER UTILIZE SPECIALIST

0.00 • 700 0.00 .400 .700
0.00 .700 0.00 .428 .714
0.00 .700 0.00 .428 .750

.285 .700 0.00 .428 .750

.375 .700 0.00 .428 .750

.400 • 700 0.00 •444 .777

.400 • 700 0.00 •444 .777

.444 • 714 0.00 • 500 .777

.444 • 714 0.00 • 500 •800

.500 • 750 0.00 .500 .800

.500 • 750 0.00 .500 .800
• 500 • 750 0.00 • 500 .830
• 500 • 750 0.00 • 500 • 888
• 500 •800 0.00 • 500 • 900
• 500 • 800 0.00 • 500 • 900
• 500 • 800 0.00 • 500 • 900
• 500 • 800 0.00 • 500 1.00
• 555 • 800 0.00 • 500 1.00
• 535 • 800 0*00 • 500 1.00
• 555 • 800 0.00 • 500
.555 • 800 0.00 • 571
• 555 • 800 0.00 • 600
.555 • 800 •001 • 600
.571 .833 •001 .600
.600 • 833 • 100 • 600
.600 .857 • 100 • 600
.600 • 857 • 100 • 600
.600 • 888 • 100 • 600
• 600 • 900 • 125 • 600
• 600 .900 • 125 • 600
• 600 • 900 • 200 • 600
.600 • 900 • 200 • 600
.600 • 900 • 200 • 600
• 600 • 900 • 200 • 625
• 600 • 900 • 200 • 625
• 600 1.00 .222 .666
• 600 1.00 • 250 .666
• 625 1.00 • 250 • 667
• 625 1.00 • 285 • 669
• 625 1.00 • 285 • 700
• 630 1.00 • 285 • 700
• 666 1*00 •333 .700
• 700 1.00 .375 .700
.700 l.OO •400 • 700
.700 1.00

1.00
•400 • 700
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ACTUàL SCOWS CM THE PERCEPTION OF MEDICAL KNOWLEDGE SCALE

UTILIZE GENERAL PRACTITIONER UTILIZE SPECIALIST

0 16 5 17 19
6 16 7 17 19
6 16 9 17 19
7 17 10 17 19
8 17 10 17 19
9 17 11 17 19
9 17 11 17 19

10 17 11 17 19
10 17 11 17 19
10 #  ^  t  1 12 17 19
10 17 12 17 19
10 17 12 18 20
10 18 12 18 20
10 18 12 18 20
10 18 12 18 20
11 18 13 18 20
12 18 13 18 20
12 18 13 18 20
12 18 13 18 20
12 18 14 18
12 18 14 18
12 18 14 18
13 18 14 18
13 18 14 18
14 18 14 18
14 19 15 18
14 19 15 18
14 19 1 15 18
14 19 15 18
14 19 15 18
14 19 1 15 18
15 19 15 18
15 19 15 18
15 19 16 18
15 19 16 18
15 19 1 16 19
15 20 16 19
16 20 16 19
16 20 16 19
16 20 17 19
16 20 17 19
16 20 17 19
16 20 17 19
16 20 17 19
16 :: 19
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Tno re#p#md#nt# i i t i l iM  ehlropraetors for a l l  their  health  needs* 

One o f  these respondents a lso  e t l l lx e s  9*0**s* hut only as a supplement 

to the chiropractor* Both imdleate that they view the chiropractor as 

the fam ily physician, a l l  memhers o f  both fam ilies consult him, they both 

the chirepraetor as the one they consu lt for information and advice, 

for emergensy e itea tio n s and for any member who i s  s ic k . They both de­

cided for themselves to  eomsult a chiropractor—the referra l method o f  

family or friends was net im diested. Both respondents indicate that they 

are pleased with the care they receive*

Both l iv e  in  the Northwest area o f  Oklahoma City* One i s  age 

43 with three children at home and i s  in  Nollingsbead's Social Class II* 

The other i s  53 with three children grown and out o f  the home and i s  in  

H ollingsiead's Class III*

The scores on the Thurstone Scale are below the mean o f  the

scores for the to ta l  sample o f  H*0*-u t il is e r a *  The two scores on the 

sca le  measuring sa tis fa c t io n  with personal re la tion sh ip s are 5.1* and 

5 •65. The two scores on th s sca le  measuring sa tis fa c t io n  with profes­

sion a l competence are 4*97 and 5*87. These two respondents seem to  have 

a low estim ation o f  both the personal ro la tion sh ip  and professional com­

petence o f physieians*

One respondent could mat d istin g u ish  botween a general practi­

tioner and a sp e c ia lis t  on the Task Delegation Scale and the Character­

i s t i c s  Scale. She preferred a chiropractor in  a l l  eases* The other re­

spondent scored 0*400 on the Task Delegation Scale and 0*300 on the 

C haracteristics Seale* I t  i s  important to  note that she c la s s if ie d  her 

chiropractor as a sp ec ia lis t*

The scores on ths medical Knowledge sca le  are in  l in e  with the
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Morta fr#m th# r##t # f  th# ##mpl#--19 and 16# The #eor#c on th# S e lf -  

Diagnoeia Seal# ax# ala# eampaxahl# t# th# eth#xa—both aeor#d 1.

Bath iadlaat# that thay have a goad idaa aa to  what ia  wrong 

with thaw wham thay go to tha daetor# Both alao go to  thair chiropractor 

on a monthly haaia for "ahaak-wpa."

Tha aalaation faetora thay net# ara imtaraatimg—hath iadiaata  

that coa^tamay ia  impartamt and axplaimimg thinga ao tha patiamt wndar- 

atamda. Im addition» on# noted tha value o f  prevamtiva mediciaa aa 

praetiead hy tha ahiropraetor and hath notad tha importaaea at medical 

car# hy **aatva*a way#" Both ind icate  thay ara wary plaaaad with tha 

care thay raeaiwa from the two chiropraetora#
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RELATIONSHIP OF THE DIFFERENCES BETWEEN THE SCWES ON THE TWO THURSTONE SCALES

UTILIZE
GENERAL

PRACTITIONER N
UTILIZE

SPECIALIST

SCORES ON 
SCALE 

MEASURING 
SATISFACTION 

WITH 
PERSONAL 

N RELATIONSHIP N MEAN DIFFERENCE RANGE OF DIFFERENCE

+  *  ^  ^

% n % n

2 100.00  2 -

n

3 .00-3 .99  2 1.00

G. P.
+  -

1.34

SPECIALIST
+

G. P.
+

SPECIALIST
+

10 100.00 10 1 11.12 8 88.88 9 4 .00 -4 .99  19 9.50 -  0 .76  0.09 1.17 -  0.114 -  2.19

6 30.00 14 70.00 20 9 29.04 22 70.96 31 5 .00-5 .99  51 25.50 0.40 0 .37  0.17 0.44 1.14 1.04 0.27 1.05

36 80.00 9 20.00 45 46 77.97 13 22*03 59 f , 00-6 .99  104 52.00 0.57 0 .19  0.59 0.18 1.19 0.34 1.62 0.48

U)

13 92.86 1 7.14 14 10 100.00 - 10 7 .00-7 .99  24 12.00 0.81 0.01 0.78 -  1.15 -  0.62
91 109 200 100 .00

* + in d ic a te #  th a t  th e  acore on the  sca le  measuring s a t i s f a c t io n  w ith  Personal R ela tionsh ip  i s  higher 
-  in d ic a te s  th a t  the  score on th e  sc a le  measuring s a t i s f a c t io n  w ith  P ro fess io n a l Competence i s  h igher
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RELATIONSHIP OF THE DIFFERENCE EETWEEN THE TASK DELEGATION SCORES AND THE CHARACTERISTICS SCORES

UTILIZE 
GENERAL PRAClillONSR N UTILIZE SPECIALIST N

SCORES ON 
TASK 

DELEGATION N X MEAN DIFFERENCE RANGE OF DIFFERENCE

+ * _ * — G. P. SPECIALIST G. P. SPECIALIST
n % n % n % n X + - + - + - + —

- - - - - 1 ** 5*00 9**45.00 20 0 .0  -.099 20 10.00 - - - *386 - - - .650

- - 2 100*00 2 8 ' - r ̂  uU e 4 33.33 12 *100-,13S 14 7.00 - *583 .124 .450 - - .700 .271

- - - - - 2 22*23 7 77.77 9 *200-.299 9 4.50 - - *246 .216 - - .121

- - - - - 2 25.00 6 75.00 8 .300-.399 8 4.00 - - .175 .280 - - .277

2 100*00 - - 2 2 18.18 9 81.82 11 .400-.499 13 6.50 .815 - .124 .214 - - - .259

2 14*29 12 85*71 14 17 73.91 6 26.09 23 .500-.599 37 18.50 .033 .160 .264 .246 - .319 .441 .300

9 50.00 9 50.00 18 4 44.45 5 55.55 9 .600-.699 27 13*50 .072 .108 .141 *135 .094 .100 .121 .260

12 63.1$ 7 36.84 19 5 83.33 1 16.67 6 .700-.799 25 12.50 .179 .115 .359 - *300 .200 *666 -

17 65*39 9 34*61 26 9 100.00 - - 9 *800-*899 35 17.50 *329 .100 *256 - .793 .067 .695 -

3 60*00 2 40*00 5 - - - - - .900-.999 5 1.50 .038 .059 - - .008 - - -

2 40*00 -** 5 1 50*00 $* 2 1.00 7 3.50 .368
200 100*00

* + ind ica t*#  th a t  Task D alagatlon  Soar# 1# higher 
-  in d ic a te #  th a t  C h a ra c te r i# tic  Score 1# h igher
** acore# are  th e  aame
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ACTUàL SELF DIAGNOSIS SCORES

UTILIZE GENERAL PRACTITIONER n » 91

Soor# Number Per Cent

0 33 36.26

1 43 47.25

2 13 14.29

3 2 2,20

UTILIZE SPECIALIST a  •  109

Seer# Number Per Cent

0 42 38.53

1 46 42.20
16.512 IS

3 2

4 1

1.84

0 .92


