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IMPACT OF SPECIALIZATION ON THE PHYSICIAN=PATIENT RELATIONSHIP

CHAPTER 1

INTRODUCTION

The intent of this dissertation is to evaluate an aspect of the
anmbulatory health care delivery system in an ecological context. Previ-
ous research in this ares has been centered around specifics of the sys-
tem, such as utilization of physician's services, compliance with physi-
cian's orders, and patient and physician satisfaction with the medical
care received. Within this specizic level, the unit of investigation has
varied. The most common focus has been the physician himgself. This has
resulted in studies dealing with his medical education, analysis of the
time spent with patients, and the kind of career choice he made in terms
of specialization. A second common unit of investigation has been the
disease that brings the physician and the patient together, and has in-
volved the effect of the disease on medical treatment. A third focus,
which is inereasing now, deals with the patient’s view of the medical
care he receives. This has produced many studies dealing with health be-
havior, such as factors that influence the decision to seek a doctor's
advice; patient satisfaction with medical carej; and utilization of medi-
cal services.

While such research has contributed much to our knowledge of the
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dynamics of the health care delivery system, still another level of in-
vestigation needs to be evaluated. This is a more generalized, abstract
level dealing with the conceptualization of the health care system itself.
In order to evaluate this conceptual understanding, the assumptions upon
which it is based must be recognized and evaluated. One of the major
assunptions that must be dealt with is the identity of the ¢istributor
and the type of his practice. The distributor that forms the crux cf the
ambulatory health care system is the single practicing physician with an
M.D. degree. Despite trends toward increased utilization of manpower and
increased numbers of group prastice settings, medical care in the Urited
States today evokes an image of a solo physician treating a sick patient.
This physician was recently viewed as exclusively a Medical Doctor (M.D.),
but now the degree expectations have changed to include those with a
Doctor of Osteopathy (D.0.) degree also.

The type of practice the physician has determines his place in
the organizational scheme of the delivery system. The general practi-
tioner has traditionally been viewed as the "gatekeeper" of the entire
delivery systam. He has been conceptualized as the one who deals with
patients first and who unlecks the secrets of the rest of the delivery
system, if necessary. This conceptualization was based on the assumption
that the patient was unable to deal with the entire health care delivery
system.

However, the general practitioner has been regarded as more
than the "gatekeeper.” He also has been vigwed as the family doctor, one
to wvhom the entire family can turn vhen they need medical care or advice.

The family docter, as the name implies, may be vieved as almost a member

of the family. The implication of his family membership has led to an
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acceptance of a fundamental assumption of the model of the health care
delivery systems in delivering medical services to patients, the inter-
action of the patient with his personal physician is considered a vital
and important part of the healing process. Although the siume three units
of investigation are possible within this more generalized level, the
focus of this dissertation will be on the patient®s perceptions of this
basic assumptione.

The theoretical framework for investigating this assumption is
that of ecological analysis. The ambulatory health care delivery systen
may be viewer as an ecosystem, which Odum defines as the basic funda-
mental unit «f ecology. It includes both organicsms (biotic communities)
and the abiotic environmental factors (Odum, 1977 ). An important part
of the theory of ecology is that each of these components influence the
properties of the other and both are necessary for the maintenance of the
ecosystem.

This personal relationship that is considered vital to quality
medical care is examined closely in relation to some critical factors
that can be termed environmental stresses of the ecosystam of health care.
Three environmental factors that are analyzed are the chinging pattern
of disease, the phenomenon of specialization, and the tr:nd toward in-
creased manpower development. The participants or bioti: component of
the ecosystem, the patient, the physician, and their rel: tionship, are
analyzed in terms of their relationship with the anvirormental stresses
since interrelationships and interactions are a fundamental area of con-
cern for the discipline of ecology.

This study therefore deals with that aspect of the ambulatory

health care delivery system which involves the physician-patient relation-
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ship, evaluated from the patient's perception of this relationship. The
influence of the environmental stresses, especially that of specializa-~
tion, on this relationship is analyzed. The area of concern is on the
generalized role relationships of the physician and the patient, rather
than with one physician and one patient. Since this rolé relationship
involves the basic assumption underlying the ambulatory health care de-
livery system, as noted before, inferences from this specific focus can
be made back to the model of the delivery system. -

Whenever the term physician is utilized, unless otherwise modi-
fied, it refers to a practitioner with the M.D. or D.0. degree. To re-
strict the discussion of the distributor in this manner is a recognized
limitation, but is necessary for the scope of the discussion. The term
patient in this dissertation is interchangeable with the term consumer.
A consumer is not a patient at all times, but his attitudes toward the
health care delivery system are deeply affected by his experience as an
actual patient. In addition, there are other sociologica’ and cultural
factors that affect consumers® attitudes toward the cdelivery of health
care and thus influence their actiens as patients.

The review of the literature is lengthy and involves two levels,
which are integrated in Chapters Il and III. The first level is rather
theoretical, involving cultural assumptions about patients, physicians,
their relationship and ether factors. This level provides the frame for
the second level, vhich invelves more specific statistical studies. ‘The
theoretical level is necessary to be able to understand the findings 'n
the specifiec studies. Conversely, the specific studies provide clarifi-

cation and correction of the theoretical level.



CHAPTER II

ENVIRONMENTAL STRESSES OF THE ECOSYSTEM

To characterize the health care delivery system in American
society in anything less than a book is extremely difficult. However, of
crucial importance is the examination of a few critical factors in an
effort to provide a context for the individual patient, his physician,
ind their role relationships.

The first problem encountered is the distinction between health
and illness. The World Health Organization has a time-honored definition
of health as complete mental, physical and social well-being. Wylie dis-
cusses several concepts of disea:e and attempts to contrast them to the
health situation (1970); Dubos hsas long talked about health and disease
in terms of adaptive mechanisms (1965). Hinkle and Wolff have conducted
a series of studies to indicate that disease is not a singular incident
but is a state of the whole organism and is very much affected by the en-
vironment, both actual and perceived (1957,1958).

Since a definition of disease cannot be agreed upon, it is naive
to assume that the profession that deals with the diagnosis and treatment
of disease would be singular. Indeed the one phrase that most accurately
describes the entire medical care¢ delivery system is that of a pluralistic
cottage industry. It is easiest to design a medical care industry to deal
with disease as a singular phenomenon to be cured in an isolated context.

5
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It is more difficult to design a system to care for a population so that
they remain healthy by positive, preventive approaches. iur present em-
phasis lies somewhere in between these two. In trying to describe the
domain of the field of medicine, Darley notes that medicine
e ¢ o can be said to be the meeting ground of all the sciences and
all of the arts. Medicine adds to and takes from all areas of human
endeavor. Medicine is caring for patients, preventing disease, and
protecting health. Medicine is anthropology, sociology, psychology,
and economics. Medicine is language and history; it's religion, 1lit-
erature, art and drama. Medicine is involved with every aspect of
human welfare, with the riech and poor and the health and medical
problems that are peculiar to each . . . (1970, p. 495).
If this idealized concept of medicine could exist in reality, medicine
would be the truly ecological discipline. However, Darley's conceptuali-
zation is in direct contrast te Davis' acknowledgement that one of the
goals of medical school is to show a student how to have "some concern”
for the patient as he performs his "professional tas<s" (1968, p. 337).
Or, as Esselstyn notes, "If we continue to take care of our patients, our
patients will continue to take care of us" (1962, p. 129).

The profession of medicine lies at the center of our health care
delivery systeme Although the physician is described in more detail lat-
er, it is important to recognize here the general attitude of the pudlic
towvard rhe medical profession. Esselstyn describes an attitude that is
s0 well accepted it is almost a cliches "From time immemorial, doctors
have enjoyed a respected status in society. This has larp>ly been lased
on their selflessmess, sympathy, and willingness to be the servants of
their patients and community” (1962, p. 128). The medical profession
has largely been viewed, both historically and currently, as a service
profession, not a profit-making one. Yet Degler (1959), Shyrock (1960),

and Duffy (1960), among many others, note that historically this wat never
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true. They all peint out that the physician was someone who took care of
patients so the patients would take care of him.

In its idealized form, the medical care system is one in which
every family would have a primary physician, who is the first contact for
the family into the system. The primary physician®’s function is to provide
continuous care fér the entire family, to arrange for consultations with
specialists if needed, to previde advice and information, to deal with
preventive health reasures the family needs, and to act as a general health
counselor. Censeptually, the general practitioner and, more recently, the
fimily practice speeialty has trained physieians to fit this role.

An array of institutions and ancillary health professionals sur-
round the primary physician. These include hospitals of various sorts,
specialized clinics, various long~term facilities, public health profes~
sionals, and an ev:ir-increasing variety of paramedical professionals.

This medical setting is threatened by turmoil today. Consumers
and some health professionals decry decreasing quality, maidistribution
and shortage of physicians, lack of adequate coverage by third-party mech-
anisms, and increasing costs. Mounting evidence shows the prevailing pat-
tern of ambulatory care by private individual physicians is extravagant
and inefficient. This evidense has resulted in experiments with various
types of group practice, inswranee policies, and some specific adjustment
of the identity of the distributo: (Lewis & Resnik, 1967). Many other
factors add te the turmeil within the health field teday--the political
avareness of Natienal Health Insurance and increasing demands of the con-
sumer are but twe issues confronting medicine. These developments have
also directly affected the physic.an~-patient relationship.

Three environmental stre::ses that might be termed critical factors
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hive a significant effect en the medical system as a whole and espe-
cially upon the physician-patient relationship. These three factors ares
tne changing patternof disease, the phenomenon of specialization, and the
trend teward manpewer develepment. They will be disecussed in detail be-~

lowe.

The Chngig Pattern of Diseas?

Disease trends im developed and developing countries differ
markedly, with develeped countries experiencing a greater proportion ef
chronic diseases than underdeveloped ones (Hilleboe, 1967). This is not
to say that acute diseases are lacking in developed countries: the pro-
portion of chronic disecases has increased, hovwever. This increased pro-
portion of chromic diseases is s physical environmental stress. The in-
creased proportien arose from an interaction of several complex factorss
one of these is the suceess of medical knewledge. Another is the public
health ccaponent of the ecosystem, which has concentrated on controlling
infectio' s arthropod~borne diseases, water and food berns diseases and
other acite illness. Other important emviromental factors are mutritionsl
habits and man’s changing life style. There is also some indication that
there exists a periedic flustuation im histery that may be a preperty of
sny given disease (Dubos, 1965).

This imoreased propertien ef chronic disease has placed stresses
on the medical care system. In the era of acute diseases, physician in-
terventien often meant a life saved. The physician®s action could be di-
rectly linked te the saving of a life. He may have spent long hours with
the patient, perhaps even in his heme, since ths acutely ill person was

often teo sick to be able to go to the physician.



9

Today the physician also spends a great deal of time, although
in shorter segments, with the chronically ill; but with notably less suc-
cess than in dealing with acute diseases. For complex, multiple-etiology
chronic diseases, there are no easy cures--in fact there are no cures at
alle The chronically i1l patient®s contact with the physician is less
positive==there are no miracles, only more medicine to ;ake. In addition,
much more is expected of the physician teday than thirty years ago when
medical science was more limited, and the consumer less demanding.

The role of the physieian is thus changed from healer to that of
advisor. With this change, the patient®s role is also altered. In acute
diseases, which are ususlly self-limiting, the patient has little or no
choice but te follow the advice of the physician. With chren:c diseases,
howsver, the patient must be viewed as a partner in therapy. An edito~

rial in New Medieal Materia expresses this alteration as follows:

It is largely the public that decides almost 211 forms of treatment,
except for those comparatively rare instances whare an individual may
be treated without his consent or even against his desires. In this
age of chronic diseases, where necessary treatment may be long and
strenuwous, the patient must learn the whys and wherefores of medicine
if he is to cooperate with the physician. I do not suggest that the
lay person, whether we think of him as a patient or as a senator vot-
ing on health matters, be given a full medical education. But basic
concepts must be explained to him somehew. He must be a part of the
spectrum of medical communication, for he has extraordinary pover to
say what is or is net being done comcerning his care (1963, p. 19).

In addition to problems relating to the physiciam-patient rela-
tionship, chromic diseases create a problem in the behavior of a persoen
as he decides to becoms a patient: In a 1960 study Apple notes how people
define illness. She cencludes that for middle class Americans, to be ill
means to have an ailment eof recent origin which interferes with one's ac-
tivities. She adds that this seems to be an ;XIIPIQ of a cultural lag.

Surely this attitude is appropriate to an earlier era when the main health
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problem was acute infectieus diseases, whose symptoms were obvious and
often life~tihxreatening: Chrenic diseases, en ths other hand, have a slow
and insidieus enset, with symptems that tend to persist over tims, but
which may not limit activity (Apple, 1960, p. 225). In addition, Stoekle
quotes several community surveys that consistently report episodes of
chronie illness in a public who think themselves well. In one study, 92
per cent of a "healthy” populatien had a disease amenable to diagnosis
and treatment (Stoeckle, et al., 1963).

The effect of chronie disease on the physician-patient relation-
ship, then, is to place more responsibility on the patient. He decides
vhen it is apprepriate for him to see a physician; and, after contacting
him, the patient decides whether or net to follow his advice. Both de-
cisions are ne deubt easier te make when the person has an acute disease
vith clearly defined symptoms than when he is suffering from a chroniec

disease.

Specializatien
One of the most impertant faetors influencing the physician-

patient relationship and the health care industry in general is that of
specialization, whieh is a social environmental stress. Chronic disease
and specialization have an histeric relationship in that the increased
prevalence of chronic diseases is one of the factors responsible for in-
creasin; specialization.
As Menke has emphasized, specialization is not new. In 1919,

the Amsrican Medical Asseciatien policy-meking body, the House of Dele-
gates, recognized a specialist as cenceptually and functionally different

from a ; eneral practitioner (Menke, 1970, p. 9%4&). In addition, Stevens
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gives a thorough and detailed treatment of the history of specialization

775::£p her book American Medicine and the Public Interest (1971).

However, general practitioners have been declining more and more
rapidly in recent years, both proportionally and absolutely. In 1928, 74
per cent of physicians indicated they were engaged in general practicej
the remsining 26 per cent were almost equally divided between those who
regarded themselves as full or part-time specialists (Menke, 1970, p. 944).
White recerds the percentage of general practitioners in 1931 as 71 per
cent and notes that in 1962, only 27 per cent of all physicians were gen-
eral practitioners (1964, p. 333). Althoug™ the number of physiciang
increased 26 per cent between 1949 and 1962, general practitioners de-
creased 24 per cent (Menke, 1970, p. 9%4). In addition, Knowles addc: the
s artling fact that one study indicated only 2 per cent of today's -nd§ca1
school graduates actually enter gemeral practice (1969, p. 86).

Weiskotten (1960, pe 1080) has spent much time in evaluating the
trends towvard specialization, by analyzing medical school gradustes from

1915 to 1950. His findings are noted belows:

Year Gradwation GePo G.P~» with specialty Specialty only
1915 22.72 36.02 41e7%
1920 264 .02 &0.72 35.52
1925 25.22 40.72 34.12
1930 31.62 38.02 30.42
1935 23.22 20.52 56432
1940 21.12 14.12 64 .82
1945 19.12 5.92 75.02
1950 26.62 7.32 68.12%

He also notes that the decision to specialize is made either while
in medical school (34.4 per cent) or during the internship (35.8 per cent)
(Weiskotten, 1960, p. 1080). This finding is consistent with the more re-

cent studies of Wasserman (1969) and Haggerty (1963). Thus, medical
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schools, whose job it i3 to provide the student not only with medical know=~
ledge but also with his role model, are largely responsible for the lack
of gensral practitioners.

Haggerty notes several reasons for this increased specialization
at the medical school level. He cites the problem of increasing amounts
of knowledge required for the general practitioner. However, he believes
that one of the most important factors is the lack of general practitioners
on the faculty of medical schools to provide a role model for students.
Therefore, medical schools do not demonstrate what the family physician
can do better ttan the specialist. The general practitioner is a’ways
perceived as "sesond bert” (Haggerty, 1963).

In addition to these reasons, which are based in the edu:ational
system, Stevens netes seme other societal reasons. She cites the defeat
of the Wagner-Murray-Dingell bills in the 1940°'s as eliminating t e possi-
bility of public suppor: of the general practitioner through a hezlth ser-
vice payment scheme. The creation of speclalty boards and the lack of
creation of a professional American Medical Association-connected board
for general practice until later years caused even more professional con-
fusion and dichotomy. In addition, during World War 11, the wartime clas~
sifications of physicians put a premium on specialists (Stevens, 1971).

Added to these factors was the change in the state of ths know-
ledge of medicine. Specialization is popularly regarded as 2n outgrowth
of the extensien of medical knowledge combined with the »hysician’s desire
to become proficient in a special fieid. However, the concept of spe-
cialization in order to deal with increasing amounts of knovwledge was
superimposed on a profession that was designed to proeduce one general phy-

sician. From the time of the Flexner report of 1910 until the 1960°'s,
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generalism was conceived as a foundation on which specialist experience
would be built. .3 late as 1940, the Commission on Graduate Education
re'.nforced this ¢ »ncept of the general practitioner by suggesting:
“Thaere should be no fundamental difference detween the internship offered
to the man going into general practice and the internship for the man who
Plans teo take a residency in order to prepare himself for one of the spe-
cialtiese” The implication of this theory on medical education that a
physician was first a generalist then a specialist was that it became ac-
cepted that the g:neralist required less training and was thus implieitly
less important and less competent than the specialist. Medical students
in rhe 13te 1940°s increasingly obtained the impression that general prac-
tice was “what th: specialists discarded.” The dilemma of the general
practitioner, then, should net be viewed as merely a question of the
changing content of his practice, or of general increase of knowledge in
medicines it is alse a social process and part of the ever present polit-
ical processes of professionalization (Stevens, 1971, p. 295).
Gilbert offers another view of the fallacy involved in regarding
specialization as merely an outgrowth of increasing medical knowledge:
A fevw years ago the education of a physician as a junior scientist
may have been defended on the grounds that we had to pound all of
those facts into his head in a very short period of time. The human
brain was regarded as 2 poerly designed structure incapable of storing
all the medical facts appearing in the tons of medical journals pub~
lished every vear. We fragmented medicine into specialties and sub-
specialties largely because of vhat many regarded as a gross error in
brain designe The truth is that the human brain is quite a remarkable
structure, clever emough to provide its owner with books, and more
recently computers, as storehouses of knowledge. The physician then
is freed to function as a scientific humanist to creatively analyze
the biological maladjustment responsible for his patient®s disease.
The physician must be prepared to combat the cause of disease whether
it lies in his patient's environment, his society, or within himself
(Gilbert, 1969, p. 338).

Despite these insights, specialization has increased, perhaps not
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only because of increasing kmowledge and professionalizatio:, but also
because of the preblems of delivery of health care; the problems of medi-
cal school curriculums and the problems involved in practieing in an ur-
banized, over-populated, technological seciety.

In addition to the factors noted above, Wasserman et al. have ex-
amined personality features of medical students that seem to predispose
a student tcwerd a medical speciality. They note that students rated as
*isolate” made their work choices within a narrower range, and preferred
technique~oriented specialties te person-oriented ones, while those rated
as non~isolates tended to cheose & medical area with more persenmal contact
with patientse He observes that this seems to be a function of the medi-~
cal schoel process: the percentage of fr2shman students cheosing general
practice was 42 per cente¢ This dropped to 19 per ceant by the senior year
(Wasserman et al., 1969).

The effect of specializatien on the field of medicine is mainly
that of compartmentalization. Specialization also encourages within~
profession confliets, since the beundaries between specialties are mot
clear. Specialization particularly affects the general practitioner in
this regard, fer he is supposedly responsible for all areas of a person,
which conflicts with the individual specialists® area. The general prac-
titioner is also caught in what Menke refers to as a “quality trap“, which
results from physicians setting theitr own standards unreasonadbly high to
restriet general practitiomers in as many ways as possible (1970, p. 9%5).
In addition, the hespital cemmections of s general practitioner often pese
a problem, espeeially in view of the specialists en the staff who can find
no place for the gensral practitioner.

Spegcialization also creates problems for the physician-patient
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relationship. With the growth of specialization, the traditional phy-
sician-patient relationship is severely medified. The maintenance of the
relationship is made difficult net only because the patient is segmented
by specializatien but also by virtue of the specialist's increasing diffa-
culty in assuming comtinuing respensibility for treating the whele patient,
wvhich is regarded as essential to the traditional physician-patient rela-
tionshipe 1In addition, Menke has peinted out that in practiee the spe-
cialist dees not establish the close relationship with the patient that
characterizes the ideal of the family physician (1970, p. 9%45). One rea-
son for this might be Wasserman'’s observation that the specialist may have
chosen his field because he dees net want to werk closely with his pa-
tients (1969).

In a dissenting opinion on this subject, Hudson says that a per-
sonal physician is not necessarily a kind of practice, but is a concept of
a type of relationship between a patient and a physician. He concludes
however, that it is more difficult but not impossible, for a specialist
to develop an empathetic relationship with the patient. He adds that it
is unfortunate that the patient should feel that he faces the alternative
of choosing between an “understanding” doctor and a competent one. He
holds further that medical schools will supply whatever type of physician
the public demands and utilizes (Hudsen, 1968).

The preblem may not iie in specialization as such, but rather in
two other factors. OUne is the way the public utilizes the current system
of medical care; the second is the general philosoph.cal problem of spe-
cialists versus generalists.

The system as it is presently designed, or as it presently oper~-

ates, provides an initial point of contact for patients by means of a
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general practitioner. The general practitioner is conceptualized as the
gatekeeper te the complexities of the rest of the medical care system.
However, White quotes a study of physicians® practices that indicates the
bulk of a specialist’s practice is self-referred; that is, the patient
has decided himself to consult a specialist. Patients referred from other
physicians constitute only 12 per cent of pediatricians® practices and 23
per cent of internists’. The patient is therefore choosing to "by-pass”
the gatekeeper and is deciding not only that he needs a specialist, but
he is also deciding which type he needs. White further substantiates this
by quoting another study which showed that the type of practice of a gen-
eral practitioner and a specialist were very similar. The specialists
(internists and pediatricians) were spending at least half of their time
being the primary physician for patients (White, 1964). Blanchard suggests
that physicians ether than general practitioners may function as the pri-
mary physician feor a family, since they seem to be taking over many of the
general practitioner®s functions. He further suggests that the term "spe-
cialist” be changed to be more in line with his function and suggests they
be known as "consultants.” The consultant is problem—oriented and does
not place himself above the gensral practitioner in skills, but next to
hime The general practitioner is person-oriented and is responsible for
coordinating the care of a family. As a result of this role, the family
physician develeps a continuing relationship with the patient. Blanchard
stresses that the patient needs both types of physicians for quality care
(Blanchard, 1970, p. 1206).

There is inconclusive data on the number of people who utilize
specialists as their primary physician. The following is knowns there

are fewer general practitioners (27 per cent, as noted before) than spe-
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cialists; and the practices of specialists are becoming more self-
referred, primary care. From these facts, it would seem a likely in-
ference that more and more peeople are turning to specialists as their
primary physician. A 1963 study done by National Opinion Research Cor-
poration, however, indicates that only 14 per cent of the sample selected
specialists for their primary care (Cahal, 1963). Unfortunately, no in=
formation was given as to the sample size or income level: This may be
a phenomenen of the middle and upper classes that are better able to
afford specialist care. Another study examined three-generation families
and found that of those who 1ad a physician as a source of care, most of
them utilized a general practitioner. However, the youngest generation
was much mere likely to have multiple physicians than their parents or
grandparents (Litman, 1971).
The second level of influence is the philosophical argument

about the merits of a generalist versus a specialist. This debate is
occurring to some degree in almost every other field, so it is of no sur~
prise that it is also present in medicine. Specialization may be viiwed
as equivalent to industry‘’s division of laber: Unfortunately no atteapt
has been made to develop perscns who are capable of integrating these
specialty areas. McAuley quotes Pellegrino in an eloquent statement about
the need f@t integration between specialty areas:

Though we may deprecate specialization for the problems it may intro-

duce, its growth is essential to the continued practice of medicine.

To the extent that it dees flourish, there is concomitant need for

integration, interpretation and generalization. The values, systems,

methods and organization of medical education and practice have adapted

well to needs of society for training specialists, but have left large~

ly unsolved the corcllary development of equal stature for the inte-

grating function of medicine: We now face the task of interveaving

the benefits of specialization into general medical care. Neither the
interaist, nor the general practitioner, as presently constituted, are
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equipped te perform optimally this integrating function. A new kind
of generalist is required, not just the introduction of general prac-
tice into medical education (McAuley, 1967, p. 1037).

Questions raised about the implications of the abcve quotation
and the alternatives available to us are coaplex and difficult to solve.
One alternative is to disregard the concept of the family physician and
enmbrace mechanized, dehumanized medicine. An alternative advocated mainly
by non-physicians is to substitute someone 21lse as the first contact for
the family into the medical care system. A recent move in medicine is
implementing a third alternative, the creation of a new type of generalist.
In early 1969 the American Board of Family Practice was established, and
medicine®s twentieth specialty was founded (Willard, 1966). Many view
this as an effort to upgrade the non-specialty of general practice; others
insist it is a cempletely different concept and could serve as an alter-
native to the problems of specialization.

One other alternative must be discussed, especially in light of
Hudson's view that medical schools produce the types of physicians people
want and utilize. This alternative recognizes the possibility that the
warm traditional relationship between the family physician and the patient
may no longer be desired. It may be that the patient views comdetency and
warmth as mutually incompatible and preferr:ng competency to warmth, seeks
a specialist to care for him. This is suppcorted by the 1963 survey con-
ducted by National Opinion Research Corporation to determine the image of
the general practitioner. They found that people are primarily interested
in the competency of their physician, not in his relationship to his pa-
tients (Cahal, 1963).

The contention :hat patients would feel lost without a primary

physician serving as a health coordinator may not be felt by the patient
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as much as by the health professional (Elkinton, 19693 Murray, 1956). The
cliche "when I am well | want a general practitioner and vhen 1 am sick I
want the best specialist™ (JAMA Editorial, 1970, p. 862) may provide a
clus to a new understanding of patients’ attitudes and utilization of gen-
eral practitieners and specialists.

The effect of the phenomenen of speeialization on the physician-
patient relatiemship is staggering. Specislization alters the role of
both the physician and the patient, dividing both of them into various
segments of interest. Specialization would thus seem to contradict the

importance of the warm personal physician-patient relationship.

Manpower Development

Determination of the need for various health personnel is the
issue at the heart of the whole manpover development area. Determination
of need is never easy, but when clear indicators are absent, the task is
even more difficult. Indicators pPresently used commonly invialve some ideal
determination of numbers or a comparison of number of health professionals
to a population base. However, as Knovles j:as suggested, the question of
nanpover is much were complex than the numb3r of physicians per population.
It is an issue that invelves the typ= of phrsician; analysis of social,
psychological, cultural, and economi- reaso1s for entry or lack of it into
a certain field; entry of women and -acial ainority groups, training ca-
pacity and cost of the medical education system; the productivity of phy-
sicians, and the type of utilization by the patient (Knewles, 1969).

One central issue is that of the n2ed for physicians. Fahs pro-
poses a model for conceptually viewiig the sanpower problem as one of mal-

distribution of physicians (1971); Somers, wwever, makes a strong case
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for an actual numerical shortage of physicians (1971, p. 6). Knowles ob-
serves that the increase in active physicisns between 1955 and 1965 was
22 per cent, which exceeded a 17 per cent growth in population. He also
notes that productivity of physicians increased even more. However, the
demand for physician's services have also increased, due to population
growth, age~sex distribution, education, and increasing demand for medi-
cal care (Knowles, 1969, p. 85).

Physicians are not the only health personnel showing an increase.
Enployment in the health professions rose 5).5 per cent between 1950 and
1960 as compared with 1l.4 per cent increase in the total labor force
and a total population increase of 18.5 per cent. In 1950, of the total
health manpower s»0l, 13.48 per cent were pnysicians (including M.D.'s and
D.0."'s). In 1960 this had dropped to 10.93 per cent and it is estimated
that in 1970 the percentage of physicians will drop to 8.14 per cent
(Knowles, 1969, p. 86)¢ The same trends have been noted by Kissick (1968)
and James (1967).

The increase in non-physician manpower is not limited to current-
ly established categories. "Health Careers Guidebook" lists over 200
careers in its repert, the majority of which have been created since World
War 11 (Kissick, 1968, p. 24). In 1968, Hale noted the existence of 73
different clearly-defined paramedical job specialties within a hospital
setting (Hale, 1968, p. 87).

Thus, the manpower issue is really an extension of the phenomenon
of specialization. These paramedical profe:ssionals have clearly-designated
jobs, many of which are intended to take sore routine responsibilities
awvay from physicians, enabling the physician to see more patients and de-

liver higher quality of care to his patients. This recognizes the fact



21
that the physician performs many tasks of a routine nature that lesser
trained personnsl could do effectively and at less cost. This again is
a reiteration of the division of labor concept, where each man's training
matches his jed function. Manpower specialization has led to the develop-
ment of the team approach to medicine, which is based on the supposition
that comprehensive, continuing care is best delivered by a team. 1In all
cases, hovever, the physician has retained ultimate responsibi ity for
the patient and for the allied health professionals.

Kissick has noted that there are alternative ways to avoid
wasting manpower besides creating endless job categories. He notes the
importance of matching training with the level of skill required, of
matching technological skills to jobs, and creating more opportunities
for career mobility (Kissick, 1968, p. 29).

The other function to be considered is the effect of manpower
development upen the patient, both in the area of technically competent
care and in the ares of the physician-patient relationship. Many studies
conclude that patients are satisfied with the care they received from
allied health professionals: There is even some indication that the care
they receive may be superior, especially in the area of chnronic disease
management. Lewis and Resnik have experimented with nurse-clinics for
those with chronic diseases PFatient acceptance was high and the quality
of care, as evaluated by physicians, was also very high. Nurses vere
even given the responsivility to change the medical regimen of the pa-
tient when necessary, within certain limits. Lewis and Resnik suggest
that the chronically ill need more time than the physician has to give
and yet do not need the skills of a physician for most of their care.

They found statistically signifieant differaences in outcome in terms of
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reduction of disability and relative decreases in discomfort and dissatis-
faction (Lawis & Resnik, 19673 Lewis, et al., 1969). Runyan has also
worked with nurses treating the chronically ill and reports positive out~
comes, not only in terms of patient reaction, but also in terms of cost
and effieiency (1970, p. 476). Rogers has described a largely non=-physi-
cian delivery system to treat a low-income group (1968); and Fink, in
describing utilization of a nurse as a management specialist for pediatric
care, reports high patient satisfaction and higher quality care delivered
to those who had the nurse rather than the physician as their manager
(1969). Steiger and Yates describe a method of organization of patient
care determined by the patient's needs. They recognize four types of
care needed by patients and then note what types of manpower might best
be able to meet the patient’s needs. They found that 90 per cent of new
patients need technological procedures that could be applied by a nursee.
However, only one eut of five returning patients require this type of
cares They suggest a team approach based on the needs of the patient
matched to the skills of a provider (Steiger & Yates, 1969).

Coye and Hansen have explored tasks that physicians would allow
paramedical professionals to do. The results of this survey were star-
tling in that physicians in this sample were opposed to personnel without
a8 full medical education giving routine anesthetics, carrying out uncom-
Plicated deliveries, performing pertions of the physical exam, doing many
emergency room procedures, and executing other fairly technical jobs. In
contrast, however, they were in favor of allowing this person to take a
medical histery, which, the authers note, has long been regarded by medi-~-
cal educators as one of the most demanding aspects of the physician's

job and censideradly more important than the physical exam in establishing
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a8 diagnosis and a plan for treatment (Coye & Hansen, 1969).

Manpower Geveicy=ant will probably remain a significant interest
for many years, as this seeams to be regarded as an acceptable method of
reducing costs fer deli’ery of health care. The studies noted above im=
Ply that patient acceptance of various paramedical professionals is great-
er than physician acceptance. The implication of this for the physician-
patient relationship may be that the patient needs to relate to someone
who is sympathetic and :ompetent within a given area, but who is not nec-
essarily a physieian Or it may be that the patient relates not to just
one point of contact, but to many personnel within the system. In light
of increasing specialization and manpower trends, a more accurate repre-
sentation of the physician-patient relationship might be a team-patient
relationshipe Specialization and manpower development therefore affect
the physician-patient relationship by altering who the patient relates to:
rather than a single physician, he relates to several physicians or to a
team of health care professionals. In addition, the patient relates to
them, not as a vhole person, but as a series of separate systems.

As with specializatien, the ultimate impact of manpower develop-
ment is to undermine the traditienal physician-patient relationship which

is regarded as a close personal relationship with one physician.



CHAPTER III
THE PABTICIFANTS IN THE ECOSYSTEM

The Patient

The medical care professional, symbolized by the physician,
generally views the patient as one who is sick and seeks relief from
his illness. Most patterns of medical care organizations are delivered
in a patient-centered model=--one that arranges all its gervices around
the sick patient.

Many articles have been written by physicians on what the pa-
tient reallv needs (gﬁ!ﬁ Editorial, 1969, p. 788). Other articles con-
cern problems with the patient-="Whatever Became of the (Old-Fashioned
Patient?” is not only the title of an article by a physician (Hudson,
1968);3 but 1s also the cry of many physicians today.

The patient-centered model of care, as well as the bemoaning of
the "old-fashioned patient,” view the person as a patient only after he
is within the medical care system. However, other studies by more socio-
logically oriented writers indicate that to view a person as a patient
once he is in contact with the medical care system is to view him as the
tip of an iceberg. The appearance of the person in the physician®s office
is the climax of much health behavior that has preceded that appearance
and is the beginning of the behavior that will follow the contact with

the physician.
24
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The patient is viewed by White as a more relevant primary unit
of obas:rvatien than the disease, the visit to the physician, or the pos-
sible admissien to the hospital (1961).

Increasingly, the literaturs 2ontainsg studies designed to ver fy
the process by which persons perceive some disturbance in their sense f
well=-being, decide to seek care and from which source, and decide whet ier
or not to cooperate with their health advisor« Available data, which are
summari:ed below, indicate that patiemts control the decision-making
process with respect not only to seeking help but also to accepting and
utilizing medical care.

One of the most widely quoted models of patient behavior is that
of Talecott Parsens, who describes four specific features of the sick per-
sons The first state is that the person recognizes his incapacity as be-
yond his powers to overceme. This emables him te escape responsibility
for his state and obliges him to seek therapeutic help. The second fea~
ture is that the incapacity exempts the person from his normal social
roless The third is that, although iilness is legitimate, it is undesir-
able, and the patient must desire to get well and cooperate with ther: py.
Parson’s .ast feature is that the sick person has an ebligation to seck
competent help and to cooperate with this help in an effort to get we'l
and resume his normal role relationships (Parsons in Jaeo, 1972, p. 107).

significant as these criteria are, they neglect what may be the
most crucial stage=—the perception of the preblem as an incapacity. In
starting with the person having already acknovwledged the existence of the
incapacity, the whele area of the precess of perception as related to the
person and his family and cultural situation is ignored. The problem of

defining disease and health on an abstract level are also encountered on
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an individual level. After extensive documentation, White found that in
an average month, for every 1000 adults, 750 experienced what they recog-
nize and recall as an episode of illness or injury. Of these, only 250
consulted a physician (White, 1961, p. 890). DiCicco found that the con-
cept of health in an older population was equated with ability to be ac-
tive (1958)« The problem of definition of disease, as Apple reported,
has important implications for the physician-patient relationship, espe-
cially in view of the increasing proportion of chronic disease (Apple,
1960). This personal perception of disease, regardless of whether it is
objectively accurate, will help determine the person's behavior. Mechanic
has listed some factors that influence a person's perception of a problem
as incapacitatings These include the amount and recurrence of the problem;
the visibility of the aberrance; the extent to which the person's normal
social rolzs sre disrupted; the cultural tolerance for deviant indications;
the cultural :ssumptions made about aberrations; the availability of treat-
mentj and the social characteristics of the person (Mechanic, 1966, p.
242). Bersky fills in some gaps by noting that percaption of a problem
as an illness depends not only on the availability of treatment, but also
on the attitudes of the person toward that treataent, including his be-
lief in the personal benefits to be derived from examination (Borsky, 1966,
Pe 242).

Behavior is constrained by the expectations of the social groups
that are significant for the person. Socio-economic status seems to con-
stitute one of the most important sources of differences of behavior in
social and medical areas. Almost all the studies that have been done show
that upper and lower socioeconomic groups have different values and norms

and vary in their utilization of health services and in their health
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status (Suchman, 19653 Koos, 19543 Simmons, in Jaco, 1958, pp. 107-113).

Once the person has psrceived his disturbance to be a health
procblem and decides to seek care outside his own resources, the decision
as to what kind of care he seeks must be made. The health advisor may be
a neighbor, a pharmacist, a family member, an M.D., a D.0O., a chiroprac-
tor, or any other health advisor available to the person. Koos' important
conclusien in evaluating the source of care the patient sought was that
patients often sought those who were closest to them sociologically,
rather than on the basis of medical need (Koos, 1954).

At this point the patient, having decided to seek help and from
whom, then decides whether to follow the advice of the advisor. Again,
a whole range of factors exist that influence the person’s decision-making
process in this area. Satisfaction with care and attitudes toward phy-
sicians have been cited (Caplan, 1966; Reader, 1957); recently however,
the amount of self-diaznosis has been observed as important in influencing

the decision to follow medical advice (New Medical Materia, 1963, p. 18).

From the above it is obvious that the problem becomes one of
determining the relative importance of factors that influence health be~
havior. Certainly the factors listed above require more detail, but they
do provide insight into a conflict--the patient®’s view of the patient and
the physician's view of the patient may he seriously different. This has
been documented quite well by the many studies quoted by Stoeckle in his

literature review (1963).

The Physician

As is obvious from the preceding discussion of the definition of

the patient, that identity is not just “someone who is sick." Likewise,
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the problem of defining the physician is also not solved by saying that
he is "somesone who takes care of the sick."

The Amsrican physician is generally a male wvho has had four years
of undergraduate werk, commealy in a program that emphasizes science; four
years of graduate medical work; one year of internshipj; and from twe te
six years of residency. In addition, he has taken the Hippoecratic Oath
and is lieensed to practice in one or mere states.

This definition describes only the average educational experience
of the MeDe But this educational experience is a strong influence on the
phrsician, since the studies neted previously have shown that the ma jor
decisions pertaining to the future choice of practice are made while in
medical school. It is alse during medical schoel that stuwdents are ini-
tiated into the physician’s rele as its values and related behavior be-
coms explicit to hime Davis sums up the role expectation communicated to
medical students as one in whigh a physician is expescted to shevw "some
concern” for his patieat while he perferams his professional tasks. He
should take a patient®s history, discuss the present illness, give the
patient a physical exam, and later, on the dasis of his information, pre-
sent seme diagmesis and prescription, provide some inforration and expla~
nation, and give the patient a certain amount of reassurance (David, 1968,
pe 337).

Menke adds further considerations to the consept of medical
schools transferring the role model of physicians to students. He remarks
that in patient contact in medical school there is no reason to consider
the financial status of the patient, to secui: . fee or even to determine
whether the service is desired by the patient: This is contrasted vwith

the previous methed of training dy apprenticeship where a student went
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with s physician frem house to heuse learning not only medical informa-
tion, but also methods of private practice simultaneously (Menke, 1971,
ps 59)¢ The question ef the relevanece of medical school curriculum to
medical practice is raised again by White, who challenges the very basis
of clinical programs:

For many years it was an unchallenged assumption that physicians al-
ways knew what was best for the people’s health. Whatever the origins
of this autheritarian assumption, it presumably was transmitted by the
medical schoels as part of the “image” of physicians. Serious ques-
tions can be raised about the nature of the average medical student's
experience, and perhaps that of seme of his clinical teachers, with
the substantive preblems of health and disease in the community. In
general, this experience must be beth limited and unusually biased

if, in a menth enly 0.0013 of the “sick™ adults or 0.004 of the pa-
tients in a2 community are referred to university medical centers.

The size of the sample is of much less importance than the fact that,
on the average, it is pre-selested twice. Under such circumstances,
it would be difficult, if net impossible, for those at medical centers,
vithsut special efforts, te obtain valid impressions of the over-all
health preblems of the cemmunity. Mediecal, nursing, and other stu-
dents of the health professiencannet fail to receive unrealistic im-
pressions of medicine®s task in cemtemporary Western society . « .
(White, 1961, p. 891).

The function of the physician is muech more than that of taking
care of the sick~ Parrish indicates that in the office of a general prac~
titioner 47 per cent of the time is spent in diagnosing and treating. The
rest of the time is divided betwsen dispensing health information (17.2
per cent), administration duties (16.3 per cent), preventive medicine
(10.9 per cent), and personal business (8.6 per cent) (Parrish, et al.,
1967, pe 897). Eimerl reinforces this with a conclusion to his British
study of the responsibilities of physicians:

Few outside the profession realize the degree of pressure the work
hass With ne one to delegate to and no sharing of responsibility,
the doctor has to make decisions every few minutes of the working
days these deeisions are often based on less than complete evidence
and thus are the hardest to make for correctness. Often the deci-
sion is te temporize, to wait and wateh~—which can be in effect a
decision to de nothimg: The practitioner will have seen many hun-
dreds of patients before the next consultation with that particular
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patient and often the link with the earlier consultation is only
through fallible memory. No executive or manager in business has to
make s0 many decisions--some of them of considerable and even poten-
tially life-saving importance to the individual patient--on so little
evidence or in so short of time (Eimerl, 1966, p. 1552).

This sort of pressure is applied on physicians by patients and
by larger society. According to Parsons, the person may not be held re-
sponsible for his being sick, but he is nonetheless deviant and the physi-
cian may therefore be viewed as a social control for deviancy. On an in-
dividual level, as well as en a societal level, the physician is placed
in a service position rather than in a position of being a profit-making
entreprensurs No one else is thanked so profusely for services paid for
than the physician. His function is close to the emotions of anyone who
has had occasion to be a patient.

The professional status of the physician is very high. In 1963,
National Opinion Research Corporation replicated a 1947 study that ranked
ninety professions. In both studies, the physician was ranked second only
to a UeSe. Supreme Court justice. The score assigned to the physician was
93, with the next closest score being 86 for a nuclear physicist (Hodge,
et al., 1964).

The physician in both title and fumction has high prestige in
our society, despite current criticism. Physicians are coming under fire
as too interested in money, incompetently trained, lacking interest in
patients, and toe interested in their own professional standing (Remsburg,
19703 Schwartz, 1971). The public views this as a recent phenomenon, but
the medical historians previeusly cited reveal the same criticisms sev-
enty years sgo (Degler, 19593 Duffy, 1957).

The nhysician, then, is in a position of great power today, even

though he is being subjected to much criticism. In one study reported by
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Mumford, people vhe gave physiecians the highest prestige rating also
tended to express the most critieism (1967, p. 1507). Patients expect
many differing roles frem physieians. In a fairly comprehensive review
of the literature, Stoekle notes that the physician is alternately per-
ceived as a medieal expert; a technician, much like a plumber; an inter-
mediary between cother family members; or a person in vhich to confide
(Stoeckle, 1963).
This amtiguity results partly from role expectations the
public assigns the physician, and pertly from the professional identi-
fication of the physician. To the majority ef Americans seeking medical
care, the physician is a health expert, one whose opinion is eagerly
sought after and ene who is paid for his knewledge.
However, lago Galdston, writing in 1954 notes these changes in

the physician’s role that are certainly applicabdble todays

In the exereise of curative medicine the physician is being in-

creasingly a middle man between the patient and the diagnestic

laboratory (sometimes eperated by the so-called specialists) on

the ene hand, and the pharmaceutical houses on the other--reflect

on wvhat changes have taken place in the task of diagnosing and

treating sweh disorders as pulmonary tuberculosis, pneumenia, and

the venereal diseases. It is not an exaggeration to affirm that

it is net the physisian but the laboratory that makes the diagnosis;

it is the phrrmacewtical house that provides the treatment (Gald-
ston, 1954).

Physician-Patient Relationship

To describe the interaction of the physician and the patient is
infinitely more complex than to characterize either of the two roles a-
lone. The physician and the patient are each respectively part of bietic
comsunities that influence their behavior. Their relationship is the re-
sult of the interaction of these two biotic communities. A relationship

1s an abstraet concept which is often viewed as a "thirg"” or a “function.”



32

Physicians often write or comment that the physician's relationship witl
his patient "per se™ hzlps the patient. This gives the impression that
the relationship is a thing that works much like vitamins. Viewing the
relationship as a function is revealed by the attitude that the relation-
ship depends on what the physician thinks, feels, or does (Szasz, 1956).
The patient and physician, however, are interacting, dynamie components
that make up a secial system: The patient brings to the setting what
might be termed his cemmunity of influence, which includes his individual
backgroundj his life stylej; his beliefs about medicine, doctors and ill-
ness; and 3 myriad of other complex factors. To the relationship the phy-
sician also brings his community of influence which not only includes
psycho~socio=-cultural factors, but also involves his professional and
educational experiences. The patient is an extension of his community and
the physician may be said to be largely an extension of medical school.

Many conflicts exist between the world of the patient and the
world of the physician. Stoeckle cites several studies which show the
extreme differences in hew patients view their symptoms, and what they
expect from their contact with physicians (1963). While there is much
idealization in medical school (where the role ideal is communicated) on
the physician side of the relationship, a few studies show some discrep~-
ancies in this role understanding. For example, the perceptions of the
fourth year medical student of the attributes that make a good physician
placed professional qualities far above concern with the physician=-patient
interaction or personal qualities (Davis, 1968, p. 338)s This is in con-
trast to the attitude communicated by the following quote, which is but

one of many in a similar vein:
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Of course, insofar as American medicine is still a cottage industry
based on a8 one=to~rne relation between a family doctor and a patient,
it has much to recommend 1te Since most ailments are self-limiting,
they can be handlec adequately even by a "solo practitioner™ . » »
A family dector--ard there are still many of them around--gets to
know his patients 3s human beings and is able to provide vhat is
Probably the most frequent positive outcome of the patient-physician
encounters reassurance and psychological support. A large fraction
of people who go to doctors have no objectively detectable illness
and really want psychiatric aid, which comes more effectively from
& man or woman the patient knows than from some impersonal stranger.
And for many frightened persens, reassurance is far more effective
if it comes from a full-fledged M.D. than from a physician’s assis-
tant, a nurse, or some other person with less training than a phy-
sician has (Sehwartz, 1971, p. 17).

The patient®s viewpoint of the physician~patient relationship is
just as cenflicting as the phvsician'’s view. The 1963 study by National
Opinion Research Corporation neted that patients thought competence was
more impertant than a warm physician-patient relationship (Cahal, 1963).
Reader et al., however, found that patients attending a clinic expected
very little from the physician other than reassurance (1957). Jaco quotes
s study by Feldman which found that 89 per cent of the persons interviewed
were satisfied with medical cere they had received in the last year. They
also found that 84 per cent b¢lieved that people’s chances of having good
health were better today and ;1 per cent believed that the reason this
was so vas because of more effective medical care (Jaco, 1963, p. 19).

In contrast to this, Koos found in Metropolis that there was a great deal
of dissatisfaction, not with the technical quality of care, but with the
method 1n which 1t vas delivered. Sixty=four per cent indicated that
modern medical practice lacked the warmth of the physician-patient rela-
tionship thay desired (Koos, 1955, p. 1552)s There is, as can be seen,
little conclusive data on the real importance of a physician-patient rela-

tionship, either to the physician or to the patient.

Garner and Szasz have detailed the various forms of the physician~-
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patient relatienshipe Garmer motss that the role-model may be one of
conpliance, eritical appraisal, or non-compliance (1970). The differ-
ences between thase levels are mainly on the patient side of the relation-
ship=-whether the patient is asking for information, merely agreeing to
do what the physician instructs, or not cooperating. Szasz also bases
his models on the reactiens of the patient~-he terms his en a psychiatric
level and includes activity-passivity, guidance-cooperation, and mutual
participation (1956).

However, these models inadequately describe the reality of the
physician—-patient relationship. This relationship is one that has been
greatly remantieized and whose confidentiality has been placed above the
lawe Davis charaeterizes the physician-patient relationship as one that
is close, persenal and heavily laden with magical and religious overtones
of confidante and confessor. He further neotes that, excepting marriage,
it is probably the last area of modern life where such a relationship
might still exist (Davis, 1967).

Before considering the relevince of the romanticism of the physi-
cian-patient relationship, the importance of the relationship should be
evaluated. Several studies have indicated that the kind of physician=-
patient relatiemship has a great deal to de with whether medical advice
is followed. Cazen and Reth have conducted studies ef the ceeperatiom of
patieants with an wlcer diet and taking amtacids. While their conclusions
are limited dus te the design of the study, they suggest that, of all the
factors related to an ulcer patieat, the amount of cooperation is related
more to the physieian than to any other factor (Caron & Roth, 19713 196S3).
The question of cempliance is one that had differing conclusions, however.

Mmmford netes that in mnst studies, at least one-third of the patients do
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not follow the medical advice given them. She also observes that the
causes fer this are unclear, but may be due to some problem within the
physician-patient relatiomship. Ome author found communication of terms
to be problematic, anether found the lack of authoritarianism en the part
of the decter imfluenced compliance; while another found that the amount
of tine physicians speat talking to patients did met relate at all teo
whether the patiemt complied adequately (Mumford, 1967).

It is easier to find instances vhere the patient suffered as a
result of a lack of physician-patient relationship, than to show how the
relationship influenced him positively. For example, Jacebs describes
four case studies of families with retarded children in which the parents
showed signs of psychological malfunetioning because of the lack of a
physician=-patient relationship (Jaceds, 1971).

Tha studies indicate that, for the patient, some sort of physi-
cian-patient relationship is necessary. This is a popular view and one
that is emotienally written about by many people. Other indications re-
veal differeat factors at werk. Francis et al. studied patient dissatis-
faction as related to cempliance. They found a signifieant relationship
between patieamt satisfaction and compliance, but patient satisfaction was
determined by whether the patient’s expectations were met. They found
that a varm, persenable physician did not have any effect on following
medical advice. They also noted another stucy which indicated a formal
interaction with the doctor was more likely to result in compliance than
a friendly one (Francis, et al., 1969).

Perhaps even more important in this respect is Sanazaro's study
of physieian performance and its effeets on patients’ medical care. He

asked physicians to evaluate “critical incidents"--any episode of patient
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care in which ene or more specific actions by a physician had one or more
specific beneficial or detrimental effects on a patient. The intent of
the study was to try to determine categories by which to evaluate the
quality of care. Irenically, however, in the reports from 2,342 special-
ists, the beneficial actions were in the categories of ciagnosis and
treateent and the detrimental actiens were reported in the categories
pertaining to the relationship of the patient and physieian (Sanazaro &
Williamsen, 1970).

Certainly the physician~patient relationship has undergone much
stress and some changes. Some of the most important factors, as dis-
cussed previously, are chrenic diseases, specialization, and increasing
manpover development. The over-all effect ¢f these might be said to be
a broadening ome=-the patiemt may need someone to interact with, but that
person may not have to be a single physician.

In additien, the value placed on a warm personal relationship
with a primary physician rests on an assumption that is net questioned
by many authers: it is the general practitioner who is referred to as
the physician in the close traditional relationship. In fact, the nos-
talgia for the old family physician seems te be more for his warmth and
empathy than for his technical and scientific competence. Yellovlees,
in defending the necessity for a generalist, describes the case history
of Mr. and Mrs. Smith:

For example, the cardiologist, as he examines Mr. Smith, relates
to a pair of eontracting ventricles with their atria and to impulses
racing dewa cemducting tissuse. As he pursues his investigations
further, thamks te lemg training and mast:ry of technique, he will
be able te vismlisze, with precision and clarity, the sclerosed valve
or septal defeet: These are his foreground. Mre Smith himself, as a

personality with his ewn particular relationships and problems, is a
blurred baskgreund or a complete blank.
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To the gynecologist, as he examines her for the first time, Mrs.
Smith is a right ovarian cyst about the size of a grapefruit, and so
sure and practiced is he that, as he does his right ovarian cystectomy,
he can at the same time as he ¢lamps and cuts discuss with the anes-
thetist his recent holiday in Majorca, or with the house surgeon the
latest triumph at Twickenham. And a few days later, when he and his
retinue halt en their reund at the foot of Mrs. Smith's bed, the sis-
ter will say, if he has not had time te read the notes, *Mrs. Smith
is deing well,® adding in an undertone, °*the right ovarian cyst.* If
recegnition still does met dawn the house surgeon might prompt, also
in an undertone; ‘the ene the size of a grapefruit.' The specialist
will then be able te express affable recognition.

Leng after Mrse Smith's notes have been filed away, the special~
ist team will ast kmow that she continues te complain ¢f pain over
the scar, backache, fatigue, and depression. These symptoms will not
surprise the gensral prastitioner whe, having been often in the Smith
heusehold, kmews that because her husband is disabled, she is trying
to cepe vith the shep, the children and the elderly aunt who lives
with the family. He will learn, toe, as he supports this family,
that Mrs. Smith, while she was still a schoolgirl, lost her own mother,
and that the patient in the next bed to her in the hospital had a
fatal cancer, so that his relationship with the Smiths is both wider
and deeper than that ef nis hespital colleague (Yellowlees, 1969).

Given the stress put upon the physician-patient relationship by
specialization, it is unlikely that the conceptualization of the tradi-
tional relationship still exists today. Certainly what Yellowlees de-
scribes is a situstion that might have existed when 70 per cent of the
practitioners were gensralists and vhen medical practice was much differ-
ente In the 1970's, hovever, it is unlikely that even a generalist would
pPractice medicine such as this case history describes. For example, Eimerl
notes the average time spent per patient as given by three studies: a
1951 Amsterdam study gives this as three minutes; a 1956 European study
estimated it to be four or five minutess; his British studies indicated
five to seven minutes; and American studies indicated four to eight min-
utes per patient (Eimerl, 19¢6, pe 1549). Parrish notes an average of ten
minutes per patient for general practitioners (1967, p. 897). It is very
difficult to imagine a warm relationship being developed in ten minutes.

The other extreme is Slack, who surveyed 275 patients who had
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been interviewed by a computer rather than by a warm physician. Of these,
80 per cent enjoyed it and many actually preferred their medical history
to be taken by a machine (Slack & Van Cura, 1968).

In the face of the many and rapid changes engulfing our present
medical care system, it is important to reevaluate the importance we have
placed upon the traditiemal physician~patient relationship. One of the
best ways to evaluate the impertance of this relationship is to examine
it in terms of ece-analysis, as indicated previously. This is to treat
the health ocar: delivery system as an ecosystem; the three critical fac-
tors as environmental stresses; and the patient, the physician, and their
relationship as the participants in the ecosystem. The interrelationships
of the environmental fastors and the participants are complex and cause
change in the ecosystem: Ecosystems are dynamic and thus constantly ex-
periencing thange (0dum, 1971). This change is expressed in terms of
stages or seral levels of the ecosystem. Ecosystems move from seral level
to seral level as a result of balances and imbalances of the ecosystem.
The health care ecosystem is in a different seral level now than the parti-
cipants are awvare. This lack of awvareness is due to the rate and enormity
of the change (Toffler, 1970) and due to the fact that the main distributor--
the physician==has not been sensitive to the other biotic community-=the
patient:s It is imperative to the whole concept of quality medical care
that w: reslize at what stage the health ecosystem exists and alter our
percept.ions e¢f it: The oenclusion that can be drawn from the literature
review is that the physiecian-patient relationship has drastically changed,
althow h this change has net been openly evaluated.

Since the role of the generalist in wdicine has been and will

remain crucial, it is imperative that the ecosystem be examined in light
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of the changes in the relationship between the physician and the patient
in regard to specialist versus generalist. The structure of the entire
medieal prefession himges on how general practice is viewed. Stevens
notes the fellewing ini.;bta

If a natiemal health service had been introduced .r the 1940°s, be-
fore the number of genaral prastitionsrs had declinud to> far, the
goneral prastitiomsr might have been adble to move at one juwp frem
the past te the future. Without the fermal consultation or :aferral
strusture whigh a2 natiemal health service promised te provide, ,en-
eral practitieners were left te fend for themselves. Seeking to n-
hance their pesition in the years fellewing World War II, they sought
to justify the continued exietence of general practice in terms of
professiomal status rather tham health service organization. It is
an interestiag ebservatien en the professienally dominated medical
care system of the United States that the raisen d'etre of the whele
operatien——the patient--was rarely consulted; nor, indeed, following
the failure of national health insurance, did he show much interest
(Stlm. 1’71. Pe 296).

This dissertatien will therefore focus on the patiemt’s percep-
tiens of the health care ecosyszem as it exists today. This especially
involves the perseption of the place of the general practitiener in the
organisatienal system and the attitudes of the consumers tevard special-

ists and general practitieners.



CHAFTER 1V
STATEMENT OF THE HYPOTHESES AND METHODS

In view of the before-mentioned changes taking place within the
health care ecosystem, especially with respect to the phenomenon of spe-
cialization, it is amazing that so little research has been done on how
these changes have affected the patient, the physician, and their rela-
tionshipe There is very little information on whether the concept of
"family” or "personal" physician even exists for patients today. The warm
physician-patient relationship is viewed by the physician as necessary,
even though he is not exposed to it in medical school and even though in
his practice he spends only about ten minutes with each patient. The
literature concerning the importance of the physician-patient relation-
ship to the patient presents a confusing image. As far as can be deﬁer-
mined, no studies have been done on the problem of how specialization in-
fluences the patient’s concept of the physician-patient relationship.

This study will analyze the utilization of general practitioners
and specialists for ambulatory primary care by Oklahoma City residents
and evaluate the relationship between the type of physician they utilize
and their attitude toward the physician-patient relationship.

The three hypotheses to be testad are null: that is, they pre-
dict that no significant differences will be found. The three hypotheses
are as followss

40
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Hypothesis I: Utilization of a specialist or a general practitioner for
primary ambulatory care is not related to the patient'r
attitudes towvard the physician-patient relationship.

Hypothesis IIs Ne significant relationship exists between the type ot
physician utilized for primary care and the patient's
image of the physician.

Hypothesis I1Is No significant relationship exists between the patient's
perceived medical knovledge and the type of physician he
utilizes for primary ambulatory care.

The three hypotheses are discussed and instrumentation explained
below.

Hypothesis Is Utilization of a specialist or a general practitioner for
primary ambulatory care is not related to the patient's
attitudes toward the physician-patient relationship.

Alternate: Utilization of a specialist for primary ambulatory care is

related to a more positive attitude toward professional compe-
tence than toward the physician-patient relationship.

The type of physician utilized is categorized either as a special-
ist or a general practitioner. A specialist is defined as anyone with an
M.D. or D.0O. degree, other than a gensral practitioner or a family physi-
cian, including those that have limited practices, but are not toard cer-
tified. A general practitioner is an M.D. or D.0. who does not specialize

in his prsctice. Primary care denotes ambulant, non-emergency lealth care.

1f a person contacts a specialist without being specifically referred by a
general practitioner, he is included in the category of utilizing a spe-

cialist for primary care. Attitudes toward the physician-patient relation-

ship are measured by a Thurstone Scale, as described later. Those inter-
viewed are referred to throughout this study as patients, although this is
technically not true, since they are not actually waiting to see a physi~-
cian at the time of their interview. The information gathered, however,
deals with their health behavior as patients. They are asked to recall

this threugheut the entire questionnaire, either by direct questioning or
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by indirect measurements. For this reason, the sample interviewed will
be referred to as "patients.” The complete questionnaire is contained in
Appendix A+ For easy reference to the various parts, it has been divided
into tables.

In order to quantify utilization of a specialist or a general

practitioner for primary care, a Utilization Index has been devised. This
index is based on the fellowing axioms that are basic to the medical care
system as it exists today:

1) The general practitioner is the principle source of health infor-
matien and advice for the entire family.

2) The general practitioner is the first source of care sought in
a non-emergency illness situation.

3] Specialists are not consulted unless the general practitioner in-
dicates the necessity of doing so.

4) The general practitioner serves the entire family, unless he
directs otherwvise.

The questions derived from these axioms are found in Appendix A,
Table 1. For these items of classification, a score of one is given for
each answer implying a central source of care for the entire family unit
that is a general dractitioner. As can be seen from the questionnaire, a
maximum score of 7 is possible on this part. Respondents that score 5, 6,
or 7 are categorized as utilizing a general practitioner for primary ambu-
latory care, while those scoring & or below are categorized as utilizing
specialists for this type of care. No attempt is made to weight these
items. Therefore, the utilization of one physician for information is
viewed as being equally important as utilizing one physician for emergency
care.

According to Sherif and Sherif, attitudes are functional cate-

gories formed in relation to experiences within social stimulus settings
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that have the potential for action (Sherif & Sherif, 1969). Therefore,
whenever a person has contact with a physician, he forms an attitude about
that individual physician, which is then generalized to all physicians.
These attitudes then predicate further behavior.

Atzitudes toward the physician-patient relationship are measured
using a section of Hulka's Thurstone-type scale. The entire scale mea-
sures three areas of medical care--physician-patient relationship, physi-
cian competence, and cost convenience. Although the scale has not been
factor-analyzed, the authors have done parallel form reliability test:s by
developing twe subscales within each content area and calculating a corre-
lation coefficient for the two subsets of statements. A correlation coef-
ficient of 0+75 was obtained for the part of the scale dealing with per~
sonal qualities and 0.63 was obtained for the content area measuring
professional competence (Hulka, et al., 1970). The third content area
dealing with cost-convenience, waa rot given to the sample. Table 2 of
Aprendix A contains the items and the scale values measuring satisfaction
with the personal qualities of a physician. The items pertain:ng to pro-
fessional competence are found in Appendix A, Table 3.

The responses to the items are agree or disagree. Th:® respon-
dent's score is the sum of the scale values of the items with which he
agrees, divided by the number of items with which he agrees (mean accep-
tance score)s A high score indicates favorable attitudes and a low score
unfavorable attitudes toward physicians. The hypothesis is tested by com=
paring the score of those who utilize specialists with those who utilize
general practitioners as determined by :he Utilization Index. The possi-
bility of a third group exists--one tha. utilizes non=-M.D. or non-D.0.

practitioners. These will be treated separately if the numbers are large
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enoigh to warrant analysis. If not, they will be dropped from the sample.

The Kolmogorov-Smirnov test is used to accept or rejeet the null
hypothesis. This is used because of the nature of the datas the Thurstone
gives at least an ordinal measurement and the assumption of a normally
distributed population is unnecessary with a nonparametric statistic. 1In
addition, the Kolmogorov-Smirnov is sensitive not only to measures of cen-
tral tendency, but alse to tha distribution of scores, which is of interest
heres A one-tailed test will be utilized to test each of the three hypo-
theses. The one-tailed test is used to decide whether the values of the
population from which one of the samples was drawn are larger than the
values of the population from which the other sample was drawn (Siegel,
1956). The prediction tested in this study is that one group, those who
utilize specialists, will score higher than those who utili:ze general
practitioners. This predietion is stated in the alternate hypotheses.
The 5 per cent level is considered statistically significant for all the
tests utilized throughout this study.
Hypotheses 1I: No significant relationship exists between the type of

physician utilized for primary care and tle patient's
image of the physieian.

Alternates Utilization of a speclialist for primary ambulatory care is
: related to i less positive image of the general practitiener.

The type of physician utilized for primary care is as determined

in the first hypothesis. The image of the physician is the amount of es-

teem with whieh the patient regards the practitioner. This amount of es-
teem is measured by the utilization of two scales.

‘cales designed in the manpower devolopment field measure patient
acceptanc: of ancillary medical personnel, by examining the tasks assigned

to physicians and non-physicians in the health field. These have been
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modified to measure whether there is any differentiation in the eyes of
the patient in regard to the proper authority of a g=2neral practitioner
and a specialist.

The tasks are listed in Table 4 of Appendix A. Items one through
seven are from Resnik®'s scale, which differentiates between the tasks ap-
propriate to a nurse and to a physician (Lewis & Resnik, 1967). Items
eight through twelve are tasks that are routine and clearly within the
realm of the general practitioner. Items thirteen through seventeen are
more skill-oriented tasks that can be carried out by a gereral practitioner
but may also be viewed as appropriate for a specialist. 7There is a maxi-
mum score of seventeen, with one point for each item assigned as appro-
priate for a general practitioner. The score is assigned by means of a
ratio to take into account unanswered or incompletely answered items; thus
the scoring is the number of points assigned to the general practitioner
in relation to the total number answered.

The higher the score, the more tasks relegated to the general
practitioner. The more tasks recognized as under the jurisdiction of a
general practitioner, the more positive the image of the general practi-
tioner. This is especially true, since the tasks are all within the pro-
fessionel ability of a general practitioner.

The second scale, adapted from Cahal, is a more direct :@.easure-
ment of the image of the general pri:ctitioner and the specialist (Cahal,
1963), and is in Append: x A, Table '.

The scoring on this scale also consists of one point for each in-
dication of general practitioner. ¢gain, a ratio of points for a general
Practitioner to total number answered is utilized. The higher the score

the more positive the image of the general practitioner.
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The Task Preference Scale and the Characteristics Scale are both
analyzed by utilizing the one-tailed Kolmogorov-Smirnov :est at. the 5 per
cent level.
Hypothesis 11Is No significant relationship exists between the patient's

perceived medical knowledge and the type of prysician he
utilizes for primary ambulatory care.

Alternates Utilization of a specialist for primary ambulatory zare is re-
lated to a higher degree of perceived medical knowledge.

Medical knowledge is defined as exhibiting an understanding of

selected concepts. A popular way to test medical knowledge has been to
select medical terms and ask for definitions, as Hankins did (1968). How-
ever, this type of scale does not indicate an understanding of medical con-
cepts. In an effort to get at this area of understanding, a scale devel-
oped by Grubb is modified and used (1970). Questions about med;cal condi~
tions will be asked with four possible answers, one of which is "don't
know." The questions are in Table 7 of Appendix A.

Two points are scored for the correct ansverj oie poin' for an
incorrect answer and no points for a “"don't know." The -ationa .e for thisg
type of scoring procedure is that people will act on kno vledge hat thcy
have, even if it is incorrect. This scoring mechanism attempts to take
into account the patient's own perception of his medical condit. on, regard-
less of the scientific accuracy of this understandinge The Kolnogorov—=
Smirnov one-tailed test at the 5 per cent significance level is utilized.

Tables 6, 8 and1 9 of Appendix A complete the questiomnaire as
administered to the samdle. These items constitute the secondary factors
which have a bearing on the acceptance or rejection of the three hypothesges.

Table 6 contains the three most frequently named items in

Mechanic®s 1968 study o~ Wisconsin motherze. The respondents in Mechanic's
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study were asked to de:seribe in their own terms the qualities that make
a good physician (Mechsnic, 1968). Additional items are given in the
last part of the questionnaire, which is found in Table 9« The remaining
items included in Table 9 are other factors that are analyzed with re~
spect to the three hypotheses, including age, perceived health status,
frequency of physician contact within the last twelve months, socio-
economic status, and time invelved in a physician visit. Age is the age
as of the last birthday. Perceived health status is self-evaluated rating

of current health status as poor, fair, average, above average, or excel-

lent. Frequency of ghzlician contact within the last 12 months is the
self-estimated number of visits the family unit made to all physicians®

offices in the last year. Socio-economic status is measured using Hollings-

head's two~index classificatien by occupation and education. Time involved

in a physician visit is measured by dealing with both time and geographical
distance.

The last quest .onnaire item is found in Table 8 of Appendix A
and is a snale attempting: to measure the strength of self-diagnosis of the
Patient. Self-diagnosis is assumed to b2 related to either the patient's
actual knowledge or the perceived knowledge of his medical condition. The

scoring of these Thurstone-type items is also ir Table 8.

Sample and Methods

The sample consists of 200 respondents from the metropolitan area
of Oklahoma City. The sample is stratified geographically in order to in-
clude only those families with the financial capability to select a spe-
cialist. By mapping the locations of offices of specialists and general

practitioners anil by means of housing patterns reflecting economic patterns,
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the northwest and far seuthwest areas of Oklahoma City were selected.
The method of mapping the offices was done in an effort to control for
geographical accessibility of both general practitioners and specialists.
With a metropolitan ares connected by a highway system, this precaution
may not be necessary, but was still done in order to make the two areas
as similar as possible.

Since telephone exchanges in Oklahoma City are geographical, the
sample boundary lines are set by utilizing the 9% -exchange for northwest
Oklahoma City and the 63~ and 68-exchange for southwest Oklahoma City.

To make the two areas mere similar economically and to eliminate business
areas, the follewing further subdivisions are made: the northwest sample
is drawvn frem ar area beunded by Meridian and Villa and between 23rd and
S0th streets: That is roughly one-half of the entire 94~ area. The south-
west sample is drawn from an area bounded by Western and May and between
59th street and 89th street.

The sample is drawn from the Criss~Cross Telephone Directory, a
directory that lists the telephone numbers by exchanges. This listing is
as complete as is the Oklahoma City Telephone Book:. Two series of random
numbers are generated:. The first identifies the page number and the
second identifies the listing on that page. Once a listing is selected,
the address is examined. If it falls within the areal sub~division of
each telephone exchange, it is selected for the sample. If not, the next
listing is chacked until sn address within the sample area is selected.

A letter is sent to those selected for the sample explaining the
pro ject and asking for their participation and coeperation (Appendix B).
Within a week of receiving the letter, they are contacted for the inter-

view by telephones This method of collecting data is selected as most
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feasible, given time, physical limitations, and sample size needed. In
an attitude study, a lacge sample si:e is desired. By utilizing the tele-
phone, mere interviews ~an be cempleted in the same amount of time than
with personal contact. Colombeto:s has completed studies indicating that
there were no significant differences in responses between telephone and
personal interviews whe: asking soeially-accepted items (Colombotns, 1971).
The interview is conducted with the woman of the household. This selec-
tion is made for ieveral reasens. First, the wife and/or mother is prob-
ably the best source of information on health matters pertaining to the
family. Second, the woman is more likely to be the influential decision-
maker for the type of lealth care the entire family receives. Third,
women gensrally h:ve had more experience with the health care system than
men, who see a phvsician less. When he does contact a physician, it is

more likely to be one that is contracted by his place of employme:t.



CHAPTER V

RESULTS

Description of the Sampie

The sample for this study is 200 Oklahoma City respondents, with
100 from the Northwest part of the city and 170 from the Southwest. The
method of sample selection is detailed in Chapter 1V. Two hundred and
fifty letters were sent to those selected for the study. Of the 50 that
are not included in the sample, 25 refused to participate, either by noti-
fying the author as requested in the letter, or by refusing when contacted
by phone. Of these, fourteen were either "too busy," "didn't want to,"
or felt that the study was an invasion of privacy. The other eleven who
refused did so because they or a member of their family were sick. Twenty-
three persons could not be reached either because the letter was returned,
the telephone number was incorrect, or they had moved away from Oklahoma
Citye The remaining two are resporndents that utilize chiropractors for
their main source of health care. A description of their answers to the
questionnaire is in Appendix F. No marked differences appeared in refusal
rate by area.

In general, the response of the sample to the method of telephone
interviews was favorable. The majority of respondents seemed eage: to
cooperate. A few did protest the length of time required. This question-
naire probably approaches the maximum time that should be considered fea-

50



51
sible for a telephone surveys an interview of more than twenty minutes
would probably be too long. The overall refusal rate of twenty vper cent
is certainly far lower than would be obtained in a mail survey.

All respondents are femile. Fourteen of these live alone. The
age range for the Nortlwest area is from 24 to 72; the range for the
Southwest ares is from 21 to 83. Fifty=six per cent of those living in
the Northwest area are in Hollingshead®’s Class III; 59 per cent of those
in the Southwest area sre in Class III. Of the 200 respondents 91 (45.50
per cent) are classified as utilizing general practitioners for primary
ambulatory care and 109 (54.50 per cent) are classified as utilizing spe~-
cialists for primary care. The percentage of those classified as itilizing
specialists is lower than the investigator expected, but is far hisher
than the 1963 study by the National Opinion Research Corporation that re-
ported only 14 per cent of the sample turning to specialists for taeir
primary care (Cahal, 1963).

The three hypotheses tested and the main results are included in
this chapter.

Hypothasis 1: Utilization of a specialist or a general practitioner for

primary ambulatory care is not related to the patieat's
attitudes toward the physician-patient relationship.

Alternate: Utilizatior of a specialist for primary ambulatory care is
related to a more positive attitude toward professional com-
petence than toward the physician-patient relationship.

This hypothesis is tested by the uses of two instruments, found
in Tables 2 and 3 of Appendix A. The test statistic is Kolmogorov-
Smirnov which is sensitive to differences in distribution of the two
populations. In using the one~tailed test, the alternate hypothesis pre-

dicts the direction of -he difference.

The mean of the scores for general practitioners on the s>ale
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measuring satisfaction with the physician-patient relationship (Table 2,
Appendix A) is 6.175. The mean for those utilizing specialists for pri-
mary ambulatory care it 6.231¢ Table 1 shows the raw scores and the rela-
tive cumulative frequercies, upon which the Kolmogorov-Smirnov test is
based.
TABLE 1
SUMMARY OF SCORES ON THE THURSTONE SCALE MEASURING SATISFACTION

WITH THE FHYSICIAN-PATIENT RELATIONSHIF BY TYPE OF
PHYSICIAN UTILIZED FOR PRIMARY CARE

Scores General Practitioner Specialist
number TeCofok number TeCofo®

3.51 - 3.60 - 0 - 0

3.61 - 3.70 - 0 - 0

3.71 - 3.80 1 <010 - 0

3.81 - 3.9 - 0 - 0

3.91 « 4.00 1 021 - 0

4.01 - 4.10 - «021 1 «009
411 = 4020 - - - +009
4.21 = 430 2 043 - «009
4¢31 = 4440 - «043 - «009
4e61 = 4,50 - 043 1 «018
4¢51 - 4060 1 «054 2 «036
4.61 = 4470 - «054 - <036
4¢71 - 4480 4 <098 2 +055
G.81 = 4.90 2 «120 1 064
4.91 - 5.00 - «120 2 «08!
5.01 - S.10 - «120 6 137
S5¢11 = 5.20 1 131 2 15
5021 - 5030 1 01102 1 0165
5.31 - 5.40 1 153 1 174
5¢41 - 5.50 4 197 1 +183
5051 - 5-60 1 0208 - 0183
5¢61 - 5.70 1 «219 6 .238
571 = 5.80 - «219 2 +256
5.81 - 5-” 8 0307 9 +339
5091 - 6000 3 0340 3 0366
6.01 - 6.10 6 +406 4 «403
6011 - 6020 1 0‘017 3 431
621 -~ 6.30 6 483 3 45k
6031 - 60‘0 3 516 1 01667
6e41 = 6.50 5 +571 3 «495
651 - 6.60 6 v637 10 +587
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TABLE 1--Continued.

Scores Gereral Practitioner Specialist
number ToCoefo¥ number ToCofe*
6+61 = 6.70 3 «670 5 633
671 = 6.80 3 ¢703 5 «678
6.81 = 6.9 9 «802 20 +862
6.91 = 7.00 4 846 7 926
7.01 = 7.10 - «846 1 «935
711 = 7,20 8 «934 6 + 990
7¢21 = 730 5 «989 1 1.00
7031 - 70‘00 1 1000 - 1000
70‘&1 - 7050 - 1-00 - 1000
751 = 7.60 - 1.00 - 1.00
n= 9] n= 109

b *hk
D™ = .089; xgdf = 1.5713 p > 05

* recefe = relative cumulative frequency
t% D = paximum difference between the two relative cumulative frequencies

Ltk XZ

de- For large samples, the Kolmogorov-Smirnov test approaches a

chi square digtribution with two degrees of freedom.

The null hypothesis that there is no difference in the two dis~
tributions is not rejected. An additional test by chi square on grouped
scores shows that the percentages scoring high and low are about the same
for those utilizing general practitioners and those utilizing specialists.
I both groups, 2 large majority express satisfaction with the physiecian-
patient relationship.

The second Thur stone scale, found in Table 3 of Appendix A, mea-
sures satisfaction with the professional competence of the physiciane.

The mean of the scores -or those utilizing specialists is 6.08. The
mean of the scores for those utilizing general practitioners is 5.98.

Table 3 shows the numbers and relative cumulative frequencies for the two



populations.

TABLE 2

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES ON THURSTONE
SCALE MEASURING SATISPACTION WITH THE PHYSICIAN=PATIENT
CHI SQUARE ANALYSIS

RELATIONSHIP:

Scores Physician Utilized
Genersl Practitioner Spectialist
n 4 n 4
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

Xz- 3.53; df = 253 p > .05

TABLE 3

SUMMARY OF 3CORES ON THE THURSTONE SCALE MEASURING SATISFACTION
WITH PROFESSIONAL COMPETENCE OF THE PHYSICIAN BY TYPE OF
PHYSICIAN UTILIZED FOR FRIMARY CARE

Scores General Practitioner Specialist
mmber TeCofo ¥ number ToCofo¥

10071 - 6080 2 0021 - 0
481 - 4490 1 2032 1 «009
4.91 - 5.00 1 043 3 «030
5.01 - 5.10 1 «054 2 «055
Sell = 520 1 «065 - «055
Se¢21 = 5.30 6 «131 - «055
531 - 5.40 2 153 4 ¢ 091
50‘01 - 5050 2 0175 2 «110
5¢51 - 5.60 4 «219 8 -183
S$¢60 ~ 5.70 5 274 4 «220
5.71 - 5.80 8 *363 7 284
5¢81 = 5090 4 0406 9 366
$¢91 = 6.00 4 450 8 440
6.01 ~ 6.10 8 538 3 467
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TABLE 3-=-Continued.

Scores General Practitioner Specialist
number TeCoefo ¥ ~ number TeCofa*
6.11 =~ 620 11 +659 16 +614
621 =~ 6430 3 0692 3 642
6e31 = 6440 5 0747 1 +651
6e41 =~ 6450 9 +846 17 +807
6051 - 60“ 5 0”1 8 0880
6461 = 6.70 6 «967 3 +908
6e71 =~ 6.80 - - 2 + 926
631 ~ 690 1 978 1 «935
6491 = 7.00 - *978 5 981
7.01 -~ 7.10 - 0978 2 1.00
7411 = 7.20 2 1.00 - 1.00
ns 91 n= 109

D™ = 20965 X3gp = 1:827) P > 405
* recefe. = relative cumulative frequency
% D = maximum difference betwsen the two relative cumulative frequencies
b idd xidf' Fer large samples, the Kolmogorov—-Smirnov test approaches a
chi square distribution with two degrees of freedom.

The null hypothesis that there is no difference between the two
groups is not rejected based on the small value obtained with tne Kolmo~-
gorov=Sairnov test.

An additienal tsst by chi square on grouped sceres further reveals
the similarity in the two populations.

There are no differences between the two groups in satisfaction
with the professional competence of tha physieian. Over 50 per cent of
both populations secored above 6.00, which seems to indicate a high level
of satisfaction with the professional competence of the physicisn.

Appendix C shows the actual scores for each group on both Thur-~

stone soales.
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TABLE 4

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES ON THURSTONE
SCA)E MEASURING SATISFACTION WITH PROFESSIONAL COMPETENCE
OF THE PHYSICIANs CHI SQUARE ANALYSIS

T e — = —3
Scores Physician Utilized
General Practitioner Specialist
n X n )4
0 - 599 41 45.05 48 44.04
600 + 50 54.95 61 55.96
n= 200 91 100.00 109 100.00

xz_ 0.003 p > 05

Hypothesis 1.s No significant relationship exists between the type of
physician utilized for primary care and the patient's
image of the physician.

Alternates Utilization of a specialist for primary ambulatory care is
related to a less positive image of the general practitioner.

This hypothesis is tested by utilization of two scales. The
first one, Task Preference Scale, is found in Table 4 of Appendix A. This
scale measures the image of the general practitioner by how many tasl s are
designated as within his professional competence. A high score indicates
a more positive image of the general practitioner.

The mean score for those utilizing general practitioners is .721j
the mean score for those utilizing specialists is .406. Table 5 shows
the summary of the scores and the relative cumulative frequencies for both
groups.

From this table the distributions of these two populations are
seen as significantly different beyond the .001 value. Therefore, the null

hypothesis of no difference between the two groups is rejected and the
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alternate hypothesis stating that those that utilize specialists have a
lower image of the general practitioner is accepted. This direction of
d.fference is further clarified by Table 6 which shows a chi square analy-
sis of the same data.
TABLE 5

SUMMARY OF SCORES ON THE TASK PREFERENCE SCALE BY THE
TYPE OF PHYSICIAN UTILIZED POR PRIMARY CARE

nm—

————— —
Scores General Practitioner Specialist
number TeCefo¥ number TeCofo®
0.00 - 0 18 «165
0.062 - 0 1 174
0.076 - 0 1 «183
0.117 2 «021 7 247
00176 - a021 3 0275
0.187 - <021 2 «293
+200 - «021 3 «300
«266 - 021 1 «330
0285 - 0021 1 0339
0294 - <021 4 «376
«312 - «021 3 0403
«333 - <021 2 422
0352 - 0021 1 0‘531
375 - «021 2 449
hll 1 «032 5 0495
0417 - 0032 1 OSN
437 1 0043 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 0197 5 «761
«600 1 «208 - ¢ 761
618 1 «219 - «761
0625 b) 0274 - 761
o647 10 +384 5 «807
666 - +384 2 «825
687 1 «395 2 «844
692 1 0406 - 844
«705 7 0483 1 «853
o714 2 «509 - «853
733 1 «516 - «853
«750 2 «538 - 853
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TABLE 5—~Continued.

Scores General Practitioner Specialist
number ToeCefo*® number TeCofo%

764 7 «615 5 «899
« 800 2 «637 1 « 908
+813 - 637 2 926
«823 10 o747 2 . 944
0830 1 0758 - ow
0833 2 -780 - -964
846 1 o791 - 944
866 1 «802 - « 944
875 4 o847 1 954
«882 3 879 2 981
933 1 +890 - «981
0%1 ‘ 093‘ - 0981
950 1 0945 - «981

1.00 5 1.00 2 1.00

ns 91 ns 109

D™ = .5645 X2, " = 63,1023 p < 001
24f
% r.coef. = relative cumilative frequency

#% D = maximum difference between the two reiative cumulative frequencies

Lt ] ngf- For large samples, the Kolmogorov-Smirnov test approaches a
chi square distribution with two degrees of freedom.
TABLE 6
TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES ON
TASK PREFERENCE SCALEs CHI SQUARE ANALYSIS
Scores Physician Utilized

GCeneral Practitioner Specialist

n 4 n X
0.00 - .599 18 19.78 83 76.15
600~ 1.00 73 80.22 26 23.85
nes 200 9 100.00 109 100.00

le- 65.3103 p < .001



59

Those wlro utilize specialists score the general practitioner
significantly lower on the Task Preference Scale than do those who utilize
general practitioners.

The second scale used to determine the image of the general
practitioner is the Characteristic Scaley, which is found in Table 5 of
Appendix Ae The mean score for those utilizing general practitioners is
+684; the mean score for those utilizing specialists is .421. Table 7

shows the summary of actual scores and the relative cumulative frequen-

cizs.
TABLE 7
SUMMARY OF SCORES ON THE CHARACTERISTICS SCALE BY TYPE
OF PHYSICIAN UTILIZED FOR PRIMARY CARE
Scores General Praetitioners Specialist
number ToCefo % number TeCof.%*

0.00 3 <032 22 «201
0.0901 - <032 2 220
0.100 - «032 4 0256
0.125 - «032 2 0275
00200 - 0032 5 0321
00222 - 0032 1 «330
0-250 - 0032 2 -3‘8
0.28% 1 043 3 376
0.333 - 043 1 «38S
0.375% 1 «054 1 <39
0,400 2 +076 3 422
0.428 - +076 4 438
0.444 2 «098 2 477
0.500 8 186 13 »596
00555 6 .252 - 0596
0.571 1 0263 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 - 0461 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--Continucd.

m:: — s e i ettt —
Scores Gereeral Practitioners Specialist
number TeCsfo¥ number TeCefo*

0.750 4 637 3 «871
0.777 - 0637 3 0899
0.800 10 747 3 +926
00830 - 07‘07 1 0935
0.833 2 +769 - «935
0.857 2 791 - 935
0.888 1 802 1 94
0.900 7 879 3 0972
1.00 11 1.00 3 1.00

ns 91 n= 109

™ = .4103 xgdf"“ = 33.347; p < .001

* recefs = velative cumilative frequency

** D = maximum difference between the two r¢lative cumulative differences

Ld i ngf- For large samples, the Kolmogorov-Smirnov test approaches a
chi square distribution with two degrees of freedom.

On the basis of Table 7, the null hypothesis of no difference be-
tween the two groups is rejected #nd the alternate hypothesis that those
who utilize specialists have a lower image of general practitioners is
accepteds This direction of difference is emphasized by Table 8 which
shows a chi square analysis of the grouped data.

Those who utilize specialists have a significantly lower image
of general practitioners than do those who utilize general practitioners.
‘Therefore, there is a significant relationship between the type of physi-
cian utilized for primary ambulatory care and the image of the general
practitioner.

The actual scores for the Task Preference Scale and the Charac-

teristic Scale are founi in Appendix D.
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TABLE 8

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES
ON CHARACTERISTIC SCALEs CHI SQUARE ANALYSIS

Scores Physician Utilized
General Practitioner Specialist
n 4 n Z
000 = 0.39 5 5449 43 39.44
0440 -~ 0.79 53 5823 53 50445
0.80 -~ 1.00 33 36.28 11 10.11
n= 200 91 100.00 109 . 100.00

Xz- 39.843 df = 2; p < ,001

Hypothesis I11: No significant relationship exists between the pitient's
perceived medical knowledge and the type of physician
he utilizes for primary ambulatory care.

Alternates Utilization of a specialist for primary ambulatory care is
related to a higher degree of perceived medical knowledge.

l'ho' instrument used to measure perceived medical knowledge is
found in Table 7 of Appendix A. The mean score of those utilizing general
practitioners is 15.313 the mean score of those utilizing specialists is
16.42. Table 9 gives the summary of the scores and the relative cumula-~
tive frequencies of the twe greups.

For a eas-tailed test, the valus given by the Kolmogorov—-Sairnev
test is significant at the five per cent level. Therefore, the null hypo-
thesis of no difference in perceived medical knowledge is rejected and
the alternata, which states that those who utilize specialists have a
higher perce’tion of medical knowledge, is accepted. Table 10 shows an

additional aialysis by chi square which clarifies the direction of the
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difference.
TABLE 9

SUMMARY OF SCORES ON PERCEIVED MEDICAL KNOWLEDGE BY
TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

Scores General Practitioner Specialist
number ToCof o ¥ number TeCofok
0 1 «010 - 0
S - 010 1 «009
6 2 032 - 0032
7 1 0043 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 0340 6 0229
15 6 0296 8 «302
16 11 527 6 «357
17 9 626 17 «513
18 13 «769 24 733
19 11 +890 21 2926
20 10 ‘ 1.00 8 1.00
ns= 91 n= 109

P** = ,170; xgdf"** - 5.5545 p < .05

* recefe = Telative cumulative frequency
%% D » maximum difference between the two relative cumulative frequencies

hwk ngf' For large sanples, the Kolmogorov-Smirnov test approaches a

chi square distributien with two degrees of freedom.
0f these who utilize specialists, over 60 per cent scored above
17 while of these who utilize general prasctitioners, conly 47 per cent
scored above 17. Perceived aedical knowledge is therefore related to the
type of physician the patient has selected to utilize.

The actual scores of the two groups are found in Appendix E.
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TABLE 10

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY SCORES ON
PERCEIVED MEDICAL KNOWLEDGEs CHI SQUARE ANALYSIS

— — — — — ——  —  ——— ——————

Scores Physician Utilized
General Practitiomer Specialist
n 4 n p 4
0~-10 15 116.48 5 4.58
11 - 13 9 9.88 14 12.83
14 - 16 24 26.36 20 18.34
17 - 20 43 47.28 70 64425
n = 200 91 100.00 109 100.00

Xz- 11.385 df = 3; p < .02

On the basis of the statistical tests, the first null hypothesis
is not rejected; the other two are rejected and their respective alternate
hypotheses are accepted. The meaning of the acceptance and rejection of
these are explored in Chapter VI+. Also contained in Chapter VI are analy-

sis of other important variadbles.



CHAPTER VI
DISCUSSION OF THE RESULTS

This chapter amplifies on the meaning of the acceptance or rejec~-
tion of the three hypotheses and further explores the other factors that
are examited. For evaluation of these factors, the chi square test is
used. Since no directions are predicted in these instances, the area of
rejection is two-tailed. The level of significance is the 5 per cent

level for all of the tests contained in this chapter.

Hypothesis 1

In Chapter V, the null hypothesis { was not rejected. Therefore,
the type of physician utilized seems to have no relationship with the atti-
tude toward either professional competence or the personal physician-
patient relationship. Both groups have a fairly high level of satisfaction
with both the professional competence of physicians and the personal
physician-patient relationship.

The mean of the scores may be compared with Hulka's et al. study
of a low-income population. In the present study, those utilizing general
practitioners have a mean of 6.17 or the scale measuring satisfaction with
the physician-patient relationship, while those utilizing specialists have
a mean score of 6.23. Those utilizing general practitioners have a mean

score of 5.98 on the scale measuring satisfaction with professional compe-

64



65
tence, while those using specialists have a mean score of 6.08. 1In
Hulka®s study, the mear of the scale measuring satisfaction with the phy-
sician=-patient relatiorship was 6.52 and the mean of the professicnal com-
petence was 5.85. A score of 5.5 is considered neutral for either scale
(Hulka, et al., 1971)« Both values on the physician-patient relationship
scale are higher than the values on the professional competence scale.

Appendix G cortains a table showing the relationship of the
scores on the two scal-s. As can be seen from that table, as the score
of the scale measuring satisfaction with personal relationship increases,
the score on the professional competence scale decreases. When the scores
on the personal relationship scale are lower, the score on the profes-
sional competence are higher. Thus, the scores seem to be inversely re-
lated; the sample seems to be selecting either competence or personal
r?lationshipo

Table 11 shows the results of an item analysis on each item of
the Thurstone scale measuring satisfaction with the physician~patient
relationship. These are tested by utilizing chi square.

There are no significant differences in responses on any of the
items. The responses to item 10, which approaches significance, shows
that while 70 per cent of those utilizing general practitioners agreed
that most doctors let you talk out your problems, 80 per cent of those
who utilize specialists agree to this item. While this may be due to the
high patient load of general practitioners, it is more likely that this
1s reflecting the perceived quality of relationship, since 78 per cent
of both groups agreed that physicians could not get to know all their pa-
tients since they had so many to see. Those that utilize specialists for

primary ambulatory care view their physician as more willing to listen



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 Utilized Xz p
G. P. Specialist
n= 91 n= 109
n 4 n 4
1. You cannot expect any one doctor to be perfect. 82 90.10 | 98 89.90 | 0.035 NS
2. Doctors make you feel like everything will be all right. 8 . <08 | 0241 NS
3. A doctor’s job is to make people feel better. 1e 99 90.82 | 0.023 NS
4. Too many doctors think you cannot understand the medical ex—~
planation of {out illness, so they do not bother explaining.| 44 48.35 | 42 38.53 1.571 NS
« Doctors act like they are doing you a favor by treating you.}] 264 26.37 | 26 23.85 | 0.060 NS
6. A lot of doctors do not care whether or not they hurt you
during the examination. 8 8.79| 10 9,17 | 0.117 NS
7. Many doetors treat the disease but have no feeling for the
patient. 20 21.97 | 32 29.35 | 1.813 NS
8. Doctors should be a little more friendly than they are. 36 39.56 | 35 32.11 | 1. NS
9. Most doctors have no feelings for their patients. — 9 9.89 | 6.42 | 0.407 | NS
10.  Most doctors let you talk out your problems. 64 70.32 | 88 80.73 | 3.541 NS
11. Doctors are devoted to their patients. B3 | 79 72.47 | 1.734 | NS
12. Doctors do their best to Keep you from Worrying. 78 85.71 85.32 | 0,015 NS
13. With so many patients to see, doctors cannet get to know
them all. 71 78.02 85 77.98 0.093 NS
l4. Most doctors take a real interest in their patients. 75 82.41 94 86.23 | 0.883 NS

99
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to their problems than do those who utilize general practitioners for
primary cares

Table 12 shows an item analysis of the Thurstone scale measuring
satisfaction with professional competence, utilizing chi square for the
stztistical analysis.

Significant differences appear on only one item on this scale,
which is item 11, dealing with the amount of knowledge required of physi-
cians. A significantly higher number of people utilizing specialists agree
that doctors are put in the position of needing to know more than they
possibly could. This may be a reflection of some knowledge that leads
these people to select specialists in the first places their perception
of medicine as a profession may be more sophisticated than those who uti-
lize general practitioners. While most in the sample disagreed with item
four, slightly more people who utilize general practitioners agreed that
no two doctors agree on what is wrong with a patient.

In both groups, the majority of those inverviewed seem to have
favorable attitudes toward physicians. Very few agreed to the very ob-
viously negative questions. However, one~fourth of the total sample feel
that doctors act like they are doing one a favor by treating him. Almos-
one-half of the sample reflect a communication problem when they agree
that physicians do not explain their diagnosis clearly enough.

Although the type of physician utilized has no relationship to
the attitudes toward the physician-patient relationship and the profes-
sional competence of physicians as measured by these scales, the utiliza-
tion patterns differ markedly between those who receive primary care from
the general practitioner and those who consult specialists. Tables 13

through 18 refleet the analysis of questionnaire items 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 Utilized X2 P
Ge P. Specialist
n= 91 n= 109
n X n X
1. People do not know how many mistakes doctors really make. 76 83.51 ] 92 84.40 | 0.132 NS
2. Today's doctors are better trained than ever before. 87 95.60 | 103 94.49 *

_3. Doctors rely on s and piils too much. 8.46 29.35 | 1.459 | NS
4. No two doctors will agree on what is wrong with a person. 12 13.18| 6 5.04 | 2.697 | NS
S. Given a choice between using an old reliable drug and a new

experimental one, many doctors will choose the new one. 27 29.67} 29 26.60 | 0.104 NS
6. Doctors will not admit it when they do not know what is

wrong with a person. 27 29.67 ] 29 26.60 | 0.104 NS
7. When doctors do not cure mildly i1l patients, it is because

the patients do not cooperate. 71 78.02] 85 77.98 | 0.027 NS
8. Doctors will do everything they can to Keep from making a

mistake. 88 96.70 ] 106 97.24 *
9. Many doctors just do not know what they are doi 10 10.98] 1 9.1/ | 0.035 NS

10. Doctors spend more time trying to cure an illness you alread

have rather than preventing one from developing. 49 53.84 52 47.77 0.522 NS
11 Doctors are put in the position of needing to know more than

they possibly could. 64 70.32]| 89 8le65}| 4.193 |} <.05
12. Even if a doctor cannot cure you right away, he can make you

more comfortable. 90 98.90 | 107 98.16 *
13. Doctors can help you both in health and sickness. 91 100.00 | 108 99.08 *
1l4. Doctors sometimes fail because patients do not call them in

time. 90 98.90 ] 108 99.08 *

* xz not applicable: expected frequency is 1ess than 5 per celle.

89
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Table 1.

As shown in Table 13, of those that utilize general practition-rs
as family doctors, a significantly higher number of them have one sour-e
to call upon for emergency care.

TABLE 13

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY
SOURCE OF EMERGENCY CARE

Sources of Care Physician Utilized
General Practitioner Specialist
n 4 n Z
Meet or call main

physician 67 73.62 40 36469

Other=-call ambulance,
go_to hospital ER 24 26.38 69 63.21
n= 200 91 100.00 109 100.00

XZ- 25.723; p < .001

Tables 14 and 15 illustrate the differences in utilization pat-
terns of the physician as a source of information and the first source
of care when someone is sick.

Those that utilize general practitioners are significantly more
likely to turn to one main source for health information or when someone
first becomes ill than are those who utilize specialists. Those who go
to a speclialist for their primary ambulatory care are much more likely to
answer that their source of information and the resource to whom they turn
first when someone is ill depends on the problem. That is, they are exer-
cising much more judgment about the problem than are those who utilise

general practitioners.
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TABLE 14

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY
SOURCE OF INFORMATION OR ADVICE

E— - __

Source Consulted Physician Utilized
General Practitioner Specialist
n 3 n 4
Turn to main doctor 87 95.60 40 36.69
No main source 4 4440 69 63.31
n = 200 91 100.00 109 100.00

th 71.7323 p < .001

TABLE 15

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY
FIRST SOURCE CONSULTED WHEN SICK

Source Consulted Physician Utilized
General Practitioner Specialist
n 4 n Y4
Main physician 89 97.80 30 27422
No one source =~ depends
on problem 2 2.20 79 7247
n= 200 91 100.00 109 100.00

X2 = 98.787; p < 001

Table 16 shows another aspect of utilization——the practice of a
patient consulting a second physician without telling the first about it.
Again, those who utilize specialists exercise a greater amount

of self-decision about medical problems than do those that utilize general

practitioners.
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TABLE 16

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY
CCNSULTATION WITH OTHER PHYSICIANS

P ]

Response Physician Utilized
General Practitioner]. Specialist
n 4 n X
Have consulted 9 9.89 33 30.27
No, have not 82 90.11 76 69.73
n = 200 91 100.00 109 100.00

X2= 13.681; p < .001

Table 17 reveals the method of referral to specialists. The n
for those utilizing general practitioners is 76 heres this is the total
number of those utilizing general practitioners who have, at some time,
consulted a specialist. It is interesting to note that 79 or 72.47 per
cent of those utilizing a specialist have consulted a specialist within
this last year, while only 42.85 per cent (39) of those utilizing general
practitioners have consulted a specialist within the last year. (This is
significant beyond the .001 level.) In addition, 15 (16.48 per cent) of
those who utilize general practitioners have never consulted a specialist
at any time.

Those that utilize general practitioners are more likeiy to con-
sult a specialist on the advice of a physician-~usually their family phy-
sician. Only 14.47 per cent of those using general practitioners decide
themselves to consult a specialist, while 37.62 per cent of those utiliz-

ing specialists have decided themselves to consult one.
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TABLE 17

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY
METHOD OF REFERRAL TO SPECIALISTS

Method Physician Utilized
General Practitioner Specialist
n 2 n z
A physieian 52 68.42 28 25.68
Family = friends 13 17.11 40 36.70
Decided self 11 14.47 41 37.62
n= 183 76 100.00 109 °00.00

X% = 33.417; 4df; p < 001

A pattern of ut:ilization presents itselfs those that utilize
general practitioners, while their attitudes are not significantly dif-
ferent from those who use specialists, do tend to utilize the general
practitioner more as the "gatekeeper” to the rest of the medical care de-
livery system. They consult him for an emergemcy, they turn to him for
information, they consult him first whenever somsone is sick, they do not
seek the opinion of a second physician unless they tell him first, and
when they de consult a specialist, it is more often on the advice of their
physician. The general practitioner, in other words, is the decision~-
maker. The responsibil:ty for decision-making is not relegated by those
that utilize specialist: for ambulatory care: they decide, on the basis
of their own evaluation of the problem, where to go for emergency care,
who to turn to for advice, where to go when sicke They are more likely
to take an active part in the diagnosis--they more frequently decide to

consult a second physician without telling the first. Wwhen they do con-
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sult a specialist, it is they, along with family and friends, who make
- the decisions This pattern of utilization is in agreement with the impli-
cations of White's study (White, 1964).

The classification of those who utilize general practitioners and
those who utilize specialists is not without its problems. The division
into the two groups is made on the basis of answers to questions found in
Table 1 of Appendix A. Of the 91 who are classified as utilizing general
practitioners, two physicians are actually specialists (both internists)
but they are utilized as general practitioners, based on the scoring of
the 10 items: Of those who are classified as using specialists, 46 (42.20
per cent) said that they do have a family doctors Of the 46, 24 (52.17
per cent) identify this doctor as a general practitioner while the rest
identify him as a specialist. However, based on their answers to the items
of the Utilization Index, they do not utilize this physician as the '"gate-
keeper”.

Of the 91 who are classified as utilizing a general practitioner,
45 (49.45 per cent) do use other physicians, but mostly on the recommenda-
tion of their main physician. 1In this group only é (4.39 per cent) have
ever consulted a chiropractor, and there were none in the specialist group
that had ever consulted a chiropractor. Most of those who utilize spe-
cialists have at least three doctors-—most commonly a pediatrician, a
gynecologist, and an internist. One family of four had seven different
doctors=—a pediatrician, an orthopediec specialist, a urologist, an inter-
nist, a dermatologist, a surgeon, and a gynecologist. One other family
of three had five physieians that they regularly consulted.

Since the attitudes toward professional competence and personal

physician-patient relatienship are not significaatly related to the type
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of physician utilized, it is interesting to evaluate t.ae importance of
some other variables to see if any can be identified as being related to
the type of physician selected for primary ambulatory care.
Table 18 illustrates the relationship of geographical area of
residence on the type of physician utilized.

TABLE 18

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY
AREA OF RESIDENCE

Area Physician Utilized

General Practitioner Specialist

n 4 n 3
Northwest 45 49.45 55 5045
Southwest 46 50+55 54 49455
ns= 200 ° 91 100.00 109 100.00

X2= 0.0803 p > .05

As is obvious, the area of residence has no e.fect upon the type
of physician utilized. No very great differences appear in distances
traveled by area either. Those that live in the Northweet arez take a
mean of one hour and forty minutes on an average visitj; those in the South-
west part of town take an average of one hour and fifty minutes.

A variable that might be a determinant in the selection of a
general practitioher or of a specialist for primary ambulatory :are is
that of ages The overall age distribution of the sample 18 as follows:

34 are in the age group 20-29 (17 per cent); 43 are in the 30-~39 age group
(21.50 per cent)s 61 are in the 40-49 age group (35 per cent); 38 are in
the 50=59 age group (14.50 per cent); and 24 are above 60 (12 per cent.)

Table 19 :hows the age distridbution of those who utilize general practi-
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tioners and those who utilize specialists.
TABLE 19

TYPE OF PHYSICIAN UTILIZED FOR FRIMARY CARE BY AGE

Age Groups Physician Utiiized

General Practitioner Specialist

n 2 n e

20 - 29 7 7.69 27 24477
3 - 39 18 19.78 25 22.9%
40 - 49 ' 31 34.06 30 27.52
50 - 59 20 21.98 18 16.52
60 + 15 16449 9 8.25
n= 200 91 100.00 109 100.00

X2 = 13.00; 4dfs p < .02

This table indicates that the patients who utilize specialists
are a significantly younger group than those who utilize general practi-
tioners. Of those that utilize general practitioners, 27 per cent are
below the age of 39 while 47 per cent of those that utilize specialists
are below age 39, Those that are younger may have larger families and
therefore "need" the services of various specialists more, especially
gynecologists and pediatricians. It is also logical to assume that those
who are older would have more medical problems and thus require the ser-
vices of specialists especially to deal with chronic diseases. Therefore,
differences in age distribution probably do not reflect differences in
medical needs of the family unit.

Table 20 explores the relationship of the age distribution by

area of residence in Oklahoma City.



76
TABLE 20

AGE DISTRIBUTION BY AREA OF RESIDENCE

Area of Residence Age
20 - 39 40 +
n % n 2
Northwest 33 42.86 67 54447
Southvest 44 57.14 56 4553
n = 200 77 100.00 123  100.00

xz- 3.043 P> «05

This result approaches significance at the 5 per cent level.

There may be a slight tendency for the Northwest sample to be somewhat
older than the Southwest sample.

Age is a significant variable in that those who utilize special-
ists are younger than those who utilize a general practitioner for their
medical needs. This agrees with Litman'’s study conducted on three-
generational families that concluded that the youngest of the generations
was more likely to utilize multiple specialist physicians than was the
oldest generation (Litman, 1971).

Another variable of interest in the selection of either a spe-
cialist or a general practitioner for primary care is that of social class.
Table 21 illustrates the sociai class distribution of those who utilize
specialists and those who utilize general practitioners.

Although not significant, the data does reveal a slight tendency
for a higher percentage of those in Classes I and II to utilize specialists
and for those in Classes 11l and 1V to utilize general practitioners.

While this supports the popular notion that those in higher social classes
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tend to utilize specialists more, it wae felt that the design of the
present study controlled social class differences by sampling within
middle~class areas of Oklahoma City. Despite this precaution, however,
it seems that some social class differences do exist.
TABLE 21

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE
BY SOCIAL CLASS

e _ _— — _—_— — _____ __ —_ __  __ _ __— _— ———_—__ __________J4

Social Class Physician Utilized
General Practitioner Specialist
n 2 n /3
I1-1I 15 16.48 28 25469
I1I - IV 76 83.52 81 74.31
n = 200 91 100.00 109 100.00

Xzﬂ 3.0643 p > +05

The social class distribution of the entire sample is of interest:
four people are classified as I (2.00 per cent); a total of 39 are placed
in Class II (19.50 per cent)j; 115 are in Class III (57.50 per centj) and
42 are in Class IV (21.00 per cent). Because of the geographical area
selected for the sample, the social class distribution was expected to be
largely within Class I1I, as it is. However, more Class IV and fewer
Class II were found than expected. Seventy-eight per cent of the total
sample is in Classes II] and IV. Table 22 illustrates that therc is no
significant relationship of social class to the area of residence.

A variable that is difficult to quantify is that of medical need.
A family's medical needs are hard to assess accuratelys their perception
of medical need is likely to be far different from a physician's assess-~

ment of medical need. A crude way to get an indication of medical need
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may be the self-assessment of state of health. The respondents were asked
to rate their own health as poor, fair, average, above average or excel=-
lent. Table 23 shows the relationship of this health rating to the type
of physician utilized for primary care.
TABLE 22

SOCIAL CLASS BY AREA OF RESIDENCE

Area of Residence Social Class
I - 11 III - 1V
n )3 n )3
Northwest 23 53.49 77 49.04
Southwest 20 464,51 80 50496
n = 200 43 100.00 157 100.00

xz- 00118' p > +05

TABLE 23

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY HEALTH RATING -

Health Rating Physician Utilized

General Practitioner Specialist
n 4 n Z

Poor 6 6.59 5 4.58
Fair 8 8.79 15 13.76
Average 32 35.16 31 28.44
Above Average k) | 39.07 36 33.04
Excellent 14 15.39 22 20.18
n = 200 91 100.00 109 100.00

X%® 2.790; df = 43 p > .05
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As seen from this table there is no relationship between health
rating and the type of physician utilized for primary care.

Table 24 shows that age has a significant effect upor the health
rating with both the age groups and the health ratings collapsted for analy-
sis. As might be predicted, those who rate their health as either above
average or excellent are younger than those who rate their health as aver-
age or below. Of those that are 39 or below, 60 per cent rank their health
as above average or excellent, while only 44 per cent of those over 40 rank
their health this highe

TABLE 24

AGE BY HEALTH RATING

Health Rating Age Group
20 - 39 40 +
n ) 4 n 2
Average or below 31 40.25 68 55.28
Above Average or
Excellent 46 59.75 55 46.72
n= 200 77 100.00 123 100.00

X2 = 4.89; p < .05

Table 25 illustrates the effect of the health rating of the
respondent upon frequency of physician visits of the family unit within
the last year.

This table reveals no difference in frequency of physician visits
of the family unit according to the health rating of the respondent.

Table 26 shows the same data collapsed for analysis in a two by

two table.
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TABLE 25

FREQUENCY OF PHYSICIAN VISITS WITHIN THE LAST
YEAR BY HEALTH RATING (I)

- —~ e
Health Rating

Frequency of Physician Visits

0 -5 6 - 10 11 - 15 16 +
n 4 n 2 n )3 n )4
Poor - Fair 9 12.50 8 14.81 9 20.45 8 26467
Average =~ Above
Average S0 69.44 37 68.52 26 59.09 17 56.66
Excellent 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
X2 = 4,075 df = 6; p > .05
TABLE 26
FREQUENCY OF PHYSICIAM VISITS WITHIN THE LAST
YEAR BY HEALTH RATING (II)
_—:{ulth Rating Frequency )
0 - 10 11 +
n y n Z
Poor -~ Fair 17 13.49 17 22.97
Average to Excellent 109 86.51 57 77.03
n = 200 126 100.00 74  100.00

This is very close to the 5 per cent level.

X%= 3.679; p > .05

As would be ex-

pected, those with higher heslth ratings visited their physicians some-

what less frequertly.

However, the health rating is that of the female

respondent and the frequency is the number of visits of the total family

unit.

The strength of significance is not enough to state whether the
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health of the woman of the house affects the health of the entire family
unit, although this type of relationship would not be totally unexpected.
Table 27 shows the relationship of frequency of visits within the
last year to the type of physician utilized.
TABLE 27

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY FREQUENCY
OF PHYSICIAN VISITS WITHIN THE LAST YEAR

Frequency Physician Utilized

General Practitioner Specialist
n 4 n )

0~ 5 40 43.97 32 29.36
6 - 10 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

X4= 8.589; df = 3; p < .05

As can be seen from the table, those that utilize specialists
tend to go to their physician significantly more often than those that
use general practitioners. This phenomenon is not related to medical
needs, as measured by the health rating of the respondent, but may be
related to the medical needs of the whole family. This relationship could
be related to the amount of pPreventive care that a specialist or general
practitioner gives. However, item ten on the Thurstone scale measuring
professional competence deals with the attitudes of the patient toward the
amount of praventive medicine practiced by the physician, and there were
no differences between pgroups on that iteme Frequency may also be related

to the aze of the respondent, which is shown in Table 28.
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TABLE 28

AGE BY FREQUENCY OF PHYSICIAN VISITS WITHIN THE LAST YEAR

H

Frequency Age Group
20 - 39 40 +
n 2 n Y4
0-10 35 45445 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

XZ' 18.003 df = 23 p < .001

From Table 28, it is obvious that the age of the respondent is
significantly related to the frequency of physician visits of the entire
family unit per year. The direction of this relationship is interesting.
Of those in the 20 to 39 age group, 15 per cent of the families go to the
physician ten or fewer times; while those in the 40 and above age group,
73 per cent go to their physician tea or fewer times. A larger percentage
of those in the younger group go to -heir physicians over 21 times than
in the older group. This would imply that another variable is at work
here~--age and size of the household. Those respondents that are in the
70 to 39 age group may be more likely to have children in the home that
require visits to the physician, either for routine examinations or for
the many childhood emerrencies that irise. Table 29 explores the rela~
tionship between frequeicy of physic .an visits and household sie. House=
hold size is the number of persons 1 ving in the same household. This
illustrates that hougsehnld size is rolated to the frequency of vhysician

visits within the last sear. Larger families do tend to visit their
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physicians more often. This relationship is not analyzed per person. It
is very likely that this is reflective only of the fact that more persons
in a family unit tend to visit a physician more often than fewer people.
TABLE 29

HOUSEHOLD SIZE BY FREQUENCY OF PHYSICIAN VISITS
WITHIN THE LAST YEAR

Fr;;;;ncy - Household Size o
1 - 3 4 - 6+
n 4 n 2
0«10 95 79.17 3 38.75
11 - 20 20 16.67 35 43.75
21 + S 416 14 17.50
n = 200 120 100.00 80 100.00

X% = 34.22; df = 23 p < .001

Since larger families do utilize the services of the physician
more, it would be interesting to know whether household size has an ef-
fect upon the type of physician selected for primary care. Table 30 illus-
trates the relationship. If the cells are combined into a two by two
table, the probability value does not ii.rease in significance. Although
younger families tend to utilize their physician more and tend to go to
specialists more, there does not seem to be any relationship of household
size to the type of physician selected for primary care.

In this sample, then attitudes of those utilizing specialiscs
and those utilizing genetal practitioners were not significantly different.
However, those that choose to utilize general practitioners do tend to be
somewhat older, to have a slightly lower socioeconomic status, and to

visit their physician less often.
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TABLE 30

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE
BY HOUSEHOLD SIZE

Family Size B Physician G:;Iized
General Practitioner Specialist
n 4 n )3

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

S + 12 13.22 24 22.02

n = 200 91 100.00 109 100.00

X2 6.275 df = 43 p > .05

Table 6 in Appendix A reveals some other factors that influence
people in the selection of a physician. Table 31 illustrates the rela-
tionship of physician utilized to three factors important in the selection
of a physician. These three factors are the ones that Mechanic's sample
listed as most importants for purpose of analysis here, the last two
factors have been combined, since they both deal with the personal rela-
ship aspect of the physician-patient interaction.

As can be seen, the overwhelming majority of the total sample
said that they would select a physician on the basis of competence rather
than on any personal relationsghip criteria. It is noteworthy that not only
do 80 per cent of the to:al sample select competence as the most important
quality of a physician, there are no differences between the two groups.

it was expected that tho: e who utilize general practitioners would place
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a much higher value on personal relationships than those who utilize spe-
cialistse.
TABLE 31

TYPE OF PHYSITIAN UTILIZED FOR PRIMARY CARE BY QUALITY
CONS1)DERED MOST IMPORTANT IN A DOCTOR

——
————

Quality Physician Utilized

General Practitioner Specialist
n r 4 n )4
Competent - '
qualified 78 85.71 97 88.99
Personal intercst -

way he behaves 13 14.29 12 11.01
n = 200 91 100.00 109 100.00

x2= 0.832; p > .05

Table 32 illustrates a more complete list of items that respon-
dents considered in selecting a physician (Appendix A, Table 9). This
question of important characteristics considered in selecting a physician
wags asked as ar open-enced question, with the interviewer marking down the
anawers that were given. There ars four items indicated by th.s sample
that were not on Mechanic's list. Also, the percentages in Table 32 do
not add up because the respondent was free to answer more than one item.

There is only one significant difference on these iteris and that
1s the item dealing with method of referral, which has been discussed pre=-
viously. The direction of the difference is the same heres those who
utilize specialists are much more likely to select a physician on the basis
of recommendations by their friends and family. This indicates that those
who utilize spe:ialists take a greater part in the decision-making process

of seeking medical care than do thnse who utilize general practitioners.
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TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY CHARACTERISTICS CONSIDERED IN SELECTING A PHYSICIAN

SELECTION ITEMS

ITEMS MENTIONED

Physician Utilized X2 p
G. P. SPQCi‘list
n= 9] n= 109
n )4 n 4
le Competent, qualified (knows what he is doing). 63 69.23 | 77 70.64 | 0.138 NS
—2. Takes a personal Interest in the patlent. 26 28.57 | 26 23.85] 0.354 | N5
3. Way the doctor behaves (thoughtful, sympathetic, etcs) 12 13.18 | 12 11.00 | 0.064 NS
4. Makes house calls. 2 2.19 1 0.91 *

“S._ Tells the patient the truth. T 7.69 | 11 10.09 ] 0.703 | NS
6. Gives the patient sufficient time. $ S.40 | 13 11.92 | 3.352 | NS
—7. _Way the doctor proceeds (rellable, etc.). 9 9.89 | 10 9.17 | 0.004 NS _
_8. 1s avallable when you need him. 6 6.50 | 13 11.92] 2.319 | NS
9. Explains things so patient understands. 10 10.98 | 5 4.58 | 2.079 | Ns
10. Listens to the patient. 6 6.59] 7 6.42] 0.05/ ] NS
1l Recommendation by friends, family - reputation. 27 29.67 48.62 | 8.234 <01
12. Location. 9 9.89 ] 8 33 0.151 ] W
13. The t of doctor or type of practice - group practice. S 549 | 5  4.58 <001 NS

14, Other - waiting time, fees, good with kids, Christian,
phone booke 12 13.18 8 5.54 1.290 NS

* Expected number is less than 5 per cell; chi square not applicable.

98
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Although this item was not on Mechanic®s originesl list, 40 per cent of
the total sample mentioned this as important in selecting a physiciane.

There seems to be the suggestion of some other differences but
they are not statistically significant. JItem 6, which is close to the 5
per cent level, is of interest in that it suggests that those who utilize
specialists feel that the amount of time the physician spends with a pa-
tient is an important factor to consicer in selection. However, to the
whole sample this is not critical, sirce fewer than 10 per cent of the sam=-
Ple mention its On two other items, & and 9, sore very small differences
are observed, although again a small proportion cf the total sample men=-
tioned these factors.

For the entire sample, the most important factor mentioned was
competence. Seventy per cent indicated this as an important factor. The
next largest response is on the item dealing with recommendations of family
and friends, which 40 per cent of the respondents mentioned. Twenty-five
per cent mention that it is important that a doctor take a personal inter-
est in the patient.

Table 33 compares the results of this study with Mechanic's 1962
study of Wisconsin mothers reported in 1968. One of the more interesting
differences is the wide margin on the item pertaining to house calls. This
may be a function of the time span between 1962 and 1972. House calls are
much less important to the Oklahoma City sample than to the Madison sample.
A larger proportion of the Oklahoma City sample stress competency and a
smaller proportion stress personal interaction and the physician®’s behavior.
These differences are more striking if the total response of this sample
is compared to Mechanic's samples. Seventy per cent of the Oklahoma City

sample mention competence while only 45 per cent of Mechanic®s sample



TAB.E 33

CHARACTERISTICS CONSIDERED IN SELECTING A PHYSICIANs COMPARISON
OF RESPONSES WITH MECHANIC'S STUDY (MECHANIC, 1968)

p—— —— ——— ——
MECHANIC G. P. SPECIALIST TOTAL
ITEXMS son CBNI reR CENT PER Ceid YER CENT
RESPONSE RESPONSE RESPONSE RESPONSE
n = 350 n= 91 n= 109 n = 200
n 3
l. Competent, qualified. 45.00 69.23 70.64 140 70.00
2. Takes personal interest in patlent. 41,00 28.57 23.85 52 26400
3. Way doctor behaves (thoughtiul, sympathetic, ercs ) 370V 13.18 11.00 246 12.00
_e: _!’clkeﬂ house calls. 21.00 2.19 0.91 3 150
S. Tells the patient the truth. 19.00 ~7.69 10.09 18 9.00
6. Gives patient sufficlent time. 17.00 5.49 11.92 18 9.00
7. Way the doctor proceeds (rellable, etc.). 16.00 9.89 9.17 19 9.50
8. Is available when you need him. 15.00 659 11.92 19 9.50
9. Explains things so the patient understands. 14.00 10.98 G .58 15 7.50
10. Listens to the patient. Y 6.59 6442 13 6.50

88
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mention thise. On the other hand, only 26 per cent of the Oklahoma City
sample mentions the doctor taking a personal interest in the patient as
important, while 41 per cent of Mechanic®s sample mention this. These dif-
ferences may represent important time trends within the last four years,
in that people are increasingly aware of competency and expec’ less per=-
sonal interaction than at previous times.

Therefore, despite the fact that the null hypothesis is not re~
jected that there are no differences in attitudes between those who uti-
lize specialists and those who utilize general practitioners, there .re
some'significant differences in the utilization patterns of tnose wh: go
to specialists and to general practitioners and in other secondary f .ctors

such as age, social class, and frequency.

Hypothesis Il

Hypothesis 11 was rejected and the alternate accepted, as d:'s-
cribed in Chapter V. This indicates that the utilization of a speci.list
for primary ambulatory care is related to & less positive ima,:e of tne
general practitiener.

Two scales are uscd to measure this, which are found in Appendix
A, Tables 4 and 5.

On both of these scales, the measurement is biased toward t e
general practitioner. The Task Preference Scale measures the tasks 1hat
are considered appropriate for a general practitioner. The C iaracteristics
Scale indicates those qualities that are viewed as exhibited »y general
practitioners more than spacialiscts. The higher the score on both scales,
the more positive the image: of the general practitioner.

Appendix D lists the artual scores of the respondent i« On both
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scales, the score of 0 i3 evident, especially among those who utilize
specialistss The meaning of a 0 score is that these respondents do not
prefer a general practitioner to do any task nor do they recognize that a
general practitioner has some qualities that a specialist does not have.
These respondents who score 0 have an extremely strong view of the dif-
ference between general ractitioners and specialists. It is also note~
worthy to recall that of those who utilize general practitioners, the mean
score on the Task Preference Scale is 0.721 and the mean score on the
Characteristics Scale is 0.684+ Both of these scores are much higher than
the respective scores of those utilizing specialists, 0.406 and 0.421.

Table 34 shows the results of an item analysis on the first of
these scales, the 7ask Preference Scale.

There are signi:icant differences on every item except one where
the chi square test is applicables On the item pertaining to surgery,
which is nonsignificant, the majority of the sample indicate that this is .
the domain of a specialiste Only 10 per cent of the total sample are
willing to appropriate this task to a general practitioner. Of those who
believe that a general practitioner can do surgery, 14 per cent use g:2n-
eral pra-titioners and only 5 per cent use specialistse On every item, |
those th:t utilize specialists relegate fewer tasks to the general practi-
tioner. Of those who utilize general practitioners, the percentage as-~
signing tasks to the general practitioner becomes smaller as the tasks be-
come more complicatad with surgery eliciting the fewest replies for the
reneral practitioners On the item pertaining to helping work out a per-
sonal problem, of those who utilize general practitioners, six people
(6459 per cent; stated that they would prefer a source other than a physi-

~ian, usually choosing a minister. Of those who utilize specialists, 17



TABLE 34

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY TASKS CONSIDERED
APPROPRIATE FOR A GENERAL PRACTITIONER

|

TASKS TASKS RELEGATED TO THE G.P.
Physician Utilized XZ p
Ge P. Specialilt
ns= 9] n= 109
n X n 4
l. Explain results of tests. oh 7032 36 33.02 26.131 | <.001
2. Explain what is wrong with the patient. 72___79.12 | 43 39.44 | 30.337 | <.00L _
¢ Give a shot. . 2 o w

4. Examine the throat. 76__83.51 | 60 55.04 | 17.189 | <.001

5. Explain results of x-ray exams. 67 73.62 | 36 33.02 | 31.122 | <.001

6. Instruct on a special diet. 82 90.10 65 59.63 22.111 | <.001
—7._Explain how and why to take medicine. 8 <60 9 . *

8. Give a general physical exam. 2.30 1 65.1 19.466 | <.001
9. Decide when you should go to the hospitai. ~ 58 63.73 | 39 35.77 | 14.410 | 2,001
10. Glive a routine exam to children, including shots. 7 B4.61 48 44.03 33.133 | <.001
11. Perform tests, such as PAP smear, EKG, etc. 52 S7.14 | 25 22.93 | 23.086 | <.001
12. Give a prescription for an illness. B85  93.40 | 75 68.80 | 17.250 001
13, Set_a broken bone. 40 43.95 | 18 16.15 | 16.831 | <.001
14. Care for a chronic disease, such as heart

trouble or diabetes. 20 21.97 4 3.66 *
15. Do surgery. 13  14.28 6 5.8 +A8S NS
16, help yo’"u work out some personal problem. 71 78.02 | 52 47.70 | 17.991 | <.001 _
17. Diagnose your symptoms and decide what's wrong

with youe 77 84.61 38 34.86 48,221 | <.,001

* Expected frequency less than 5 per cellj Xz not applicable.

o
f
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(1559 per cent) indicate they would not want to consilt s physician in
r2gard to a personal problem« In addition, those who utilize specialists
indicate on items three and seven that this task should be delegated to a
nurse. The numbers are small, with 7 (6.42 per cent) replying this for
item number three and only 2 (1.83 per cent) on item number seven, but
nevertheless, none of those utilizing peneral practitioners made this ob-
servation. Therefore, it might seem that those who utilize specialists
for primary ambulatory care are more accustomed to the whole concept of
specialization of task responsibilities than are those who utilize general
practitioners.

Seven of the items on the Task Preference Scale are from Lewis
and Resnik (1967) who studied patient preference for utilizing a physician
or a nurse for a particular task. Their most important finding was that

patient preference changed on seven items after having contact with a

for physicians. On the items regarding explaining results of tests, ex-
plaining what is wrong with the patient, giving shots, examining the
throat, explaining results of x-ray exams, instructing on a special diet,
and explaining how to take medicine, patient preference significantly
changed from that of physician td nurse. On thege 7 items, at least 70
per cent of those in this sample who utilize general practitioners appro-
priate the tasks to a general practitioner. Of those who utilize special-
ists, the percentages range from only 33 per cent to 45 per cent waio will
relegate this task to a general practitioner. It may be that utilization
of specialists leads to a more narrow definition of what tasks really are
appropriate for a general practitioner. As .eawis and Resnik have shown,

patients can be trained to understand the competency level of various
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health professionals.

The second scale used to measure the image of the general prac-
titioner is the Characteristic Scale reported by Cahal. Table 35 shows the
item analysis of this scale. The one item where there is not a significant
difference is in itself surprisings 75 per cent of both groups view the
specialist as more competent than the general practitioner. Also, only
about 15 per cent of both groups view the general practitioner as being
able to keep up with the latest developments in his field. This provides
a contrast to the previous discussion of important selection factors of a
physician. Both groups use competence as the main criterion for selection
of a physician and yet those who utilize a general practitioner view him
as iess competent than a specialist. However, around 70 per cent of both
groups view the general practitioner as taking a more personal interest in
the patient, as treating each person as a human being, as glad to help in
an emergency situation, as more fair in prices and fees, as making one feel
better just by talking to him and as trying to prevent illness as well as
cure it Clearly, for this sample these characteristics are not considered
essential for competency.

The differences between groups are significant on every item ex-
cept the one dealing with competency. Those who utilize specialists have
a less positive image of the general practitioner. However, despite these
differences when both groups are taken together, the general practitioner
is more frequently named on most of the items as possessing a given char-
acteristic. Cahal reported the results of a National Opinion Research
Corporation (NORC) survey which utilized the same ten items (Cahal, 1963).
Table 36 compares the results of that survev with the present study. It

is important to note that in Table 35 the pircentages recorded are those



TABLE 35

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY CHARACTERISTICS

ATTRIBUTED TO A GENERAL PRACTITIONER

CHARACTERISTICS ATTRIBUTING CHARACTERISTICS TO THE G.P.
Physician Utilized xz P
G. P. Specialist
n= 9] ns= 109
n 4 n 2
ls Takes a sonal interest in each patient. 82 90.10 61 55.96 26./27 | <.001
2. Sincerely deveted to his work. §3  SB8.24 | 35 32,11 | 12.70A [<.001
3. Treats eash persen as a human being. 87 95.60 | 74 61.88 *
4. Reaily glad te help In an emergency. 76 83,31 . 9.961 | <.001
Se Fair in prices and fees. 83 91.20 82 15.22 +699 [<.01
6. Competent. 29 31.86_| 24 22.01 1.990 NS
7. Makes one feel better Just by talking to him. 7S 82.40 | 59 S4.12 16. <,001
_8. _Explains everything thoroughly. 52 57.14 | 29 26. 17.%6_1<.001
9. Tries to keep up with the latest deveiopments in
his field. 22 24.17 8 7.33 94745 }<.01
10. Tries to prevent illness as well as cure it. 83 91.20 65  59.63 24.085 [<.001
* Expected frequency less than 5 per cell}s XZ not applicable.



TABLE 36

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY CHARACTERISTICS ATTRIBUTED

TO THAT PHYSICTANg

COMPARISON WITH CAHAL,

10872

- -

- FROM CAHAL PRESENT STUDY
PHYSICIAN PHYSICIAN PHYSICIAN PHYSICIAN
A GENERAL A A GENERAL A
ITEM PRACTITIONER | SPECIALIST |PRACTITIONER| SPECIALIST
PER CENT PER CENT PER CENT PER CENT
n= 392 n= 26 n= 91 n= 109
.1l. Takes a personal interest in each patient. 69 82 90.10 44.04
+ Sincerely devoted to his work. 66 82 58.24 67.89
3. _Treats each person as a human being. 61 67 ~ 9560 32.12
4. Really glad to help in an emergency. 60 78 _ —83.51 37,62
.__Fair in prices and fees. 59 59 91.20 26,78
6. Competent. _ 55 78 31.86 «99
7. Makes one feel better just by talking
—to him. 48 63 82.40 45.88
8. lains everything thoroughly. 48 37 ~ §7.14 ~73.40
9. Tries to keep up with the latest
developments in his field. 46 69 24417 92,67
10. Tries to prevent illness as well as cure
~ it 45 59 91.20 40.37

s6



96
that attributad the characteristics to the general practitioners. For
comparison pu-poses in Table 36, the percentages are those that attributed
the character .stic to a specialist or a general practitioner.

The ;pecialist seems to have a more favorable image than the
general pract tioner according to NORC's data. In both studies, the com-
petence of th: general practitioner is not viewed very positively by either
group, but especially not by those who utilize specialists. In the Okia-
homa City sample, the general practitioner seems to have a somewhat better
image, except in the area relating to competency and keeping up with the
latest developments in his field. These differences are not easily ex-
Plained by the passage of time~=ten years would seem to add to the image
of the specialist rather than to the image of the general practitioner.
The NORC teport had an extremely small sample size of those utilizing spe-
cialists}; only 26.' Although the image of the general practitioner in the
Oklahoma City sample seems more positive, the positiveness is in the area
of personal relationship, not in the area of professional competence. Even
of those who utilize general practitioners, only 31 per cent rank the gen-
eral practitioner above the specialist in the area of competency.

Appendix H is a table showing the relationship of the scores on
these two scales. At lower scores on the Task Delegation Scale the score
on the Characteristic Scale is higher. At higher scores on the Task Dele~
gat.on Scale, the Characteristic Scale is lower. There seems to be some
inconsistency in the two dimensions of measuring the image of the general
pPractitioner.

From this analysis, it is clear that those who utilize special-
ists have a lower regard for general practit-oners than do those who uti-

lize general practitioners for primary care. However, in the ecritical
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area of compe:ency, even those who utilize general practitioners rank
them below sp:cialists. In areas other than professional competency, how~
ever, both groups tend to rate the general practitioner above the special-

ist on the Ch.racteristic Scale.

Hypothesis III1

Hypothesis 111, dealing with perceived medical knowledge, was
re jected and the alternate :ccepted, as described in Chapter V. There~-
fore, it is ccncluded that ittilization of a specialist for primary ambula-
tory care is :ssociated with sreater perceived medical knowledge.

The scale used to reasure this is a modification of Grubb's scale
(Grubb, 1970). Tab e 37 shows the results of an item analysis for each of
the ten items on the scale.

There are significant differences on only two items. People who
use specialists answer "don't know" less frequently than do those who uti-
lize general practitioners on the item pertaining to symptoms of a coronary
thrombosis. In addition, a :reater percentage either know the correct an-
swer or think they know the answer« In light of those who utilize general
practitioners being an older group, it would seem likely that they would
be more aware of the symptom: of a coronary thrombosis than those that uti-
lize specialistse Significant at the 5 per cent level i1is the item relating
to diabetes: significantly more who utilize specialists make a correct
response than do those who utilize general practitioners. Item nine, deal-
ing with the knowledge of stomach ulcers, is close to the significance
leveles In this case, more general practitioner-users know the correct an-
swer, but more of them also sdmit that they do not know. Eighty per cent

o those who utilize specialists know either the correct answer or mention



TABLE 37

ITEM ANALYSIS OF PERCEIVED MEDICAL KNOWLEDGE BY TYPE

OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEM PHYSICIAN UTILIZED df Xz P
Ge Po Specialist
n= 91 n= 109
n )3 n )3
1. Tuberculosis of the lungs is due tos
2. Infection with a germ 61 67.03 86 78.89
l«& 3. Prolonged exposure/Anemia & vitamin
deficiency 7 7.70 7 6.43
4. Don't know 23 25.27 16 14.68 | 2 3.909 NS
2. A stroke is;
3. Hemorrhage or blood clot in brain 61 67.03 75 68.81
1.& 2+ Blood clot in heart/Blood clot in arms 8 8.79 13 11.93
4. Don't know 22 24.18 21 19.26 | 2 1.036 NS
3. Most common symptom of a strokes
2. Paralysis 48 S52.75 64 58.71
1.& 3. Chest pain/Rapid heart beat 17 18.68 26 22.02
4. Don't know 26 28.57 21  19.27 ] 2 2.408 NS
4. Most common symptom of coronary thrombosiss
3. Steady pain in chest 60 65.93 81 74.32
le& 2. Rapid heartbeat/Paralysis 6 6.59 17 15.59
—_ 4. Don't know 25 27.48 11 10.09 2 12.312 <.01
5. Arthritis is condition in which:
le Joints are painful, swollen, etc. 80 87.92 102 93.58
2¢3¢& 44 Stiff, useless/Nerves/Don't know 11 12.08 7 6¢42 | 1 1.313 NS
6. Diabetes ist
3. More common in people who are overweight 61 67.03 77 70.64
le& 2. Contagious/Due to poorly-functioning liver| 9 9.89 13  11.93
4« Don't know 21 19 17.43 | 2 1.068 NS

23.08
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TABLE 37--=Continued.

———
——

p—

ITEM PRYSICIAN UTILIZED daf Xz P
Ge. P. sp&i‘list
n= 91 n= 109
n Y4 n 4
7. Asthma iss
2. Wheezing & difficulty in breathing 86 94.54 106 97.24
1le3.& 4. Severe cold/Pneumonia/Don’t know 5 546 3 2.76 | * *
8. Leukemia isi
1. Cancer-like condition 79 86.81 95 87.16
2¢3¢& 4+ Severe infection/Iron deficiency/
Don't know 12 13.19 14 1286 { 1 0.080 NS
9. Persons with stomach ulcers:
3. Pain relieved by eating 38 41.76 37 33.94
l1.& 2. Cramps & diarrhea/Pain after eating 29 31.87 51 46.79
4. Don't know 24 26437 21 19.27 2 4.678 NS
10. Most likely to get diabetes:
2. Have relatives with diabetes 72 79.12 99 90.83
1le3¢& 4. Underweight/Eat too much sugar/Don't
know 19 20.88 10 9.17 | 1 44577 | <.05

* Expected frequency less than 5 per cell Xz not applicable.

66
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an incorrect choice, while 72 per cent of those that utilize general
practitioners signify that they know the correct response.

Table 38 shows these same responses put in two by two chi square
tables. Since perception of knowledge i8 conceived of here as more impor-
tant than the objective correctness of the answer, it is useful to view
all responses (whether correct or incorrect) in contrast to the "don't
know" responses.

On the items pertaining to leukemia and stroke, those that use
specialists score higher, although the differences are not statistically
significant. Specialist-users score significantly higher than general
practitioner-users on the item pertaining to tuberculosis and coronary
thrombosise On the other items, those who utilize specialists score
higher than those who utilize general practitioners, but these are not
significant differences. Therefore, those that utilize specialists do
seem to have a somewhat greater degree of perceived medical knowledges.
Table 39 further explores the scientific accuracy of this knowledge.

Those that utilize specialists have significantly more correct
knowledge abcut tuberculosis and diabetes. The only other item that has
any differences is the one dealing with arthritis: 93 per cent of those
who use specialists kno ¢ the correct response while 87 per cent of those
who use general practitioners know the correct response. These differences
are not significart, howevers Those that utilize specialists do not seem
to have a great deal more correct knowledge on these medical conditions,
but they do seem to have a greater degree of perceived knowledge that is
a basis for their health behavior.

The total sample is a well-educated one. On only one item do the

number of correct responses fall below 50 per cent and that is on the item



TABLE 5o

ITEM ANALYS1S OF THE PERCEIVED MEDICAL KNOWLEDGE SCALE COMPARING ANY RESPONSE
TO DON'T KNOW BY TYPE OF PHYSICIAN UTILIZED FOR FPRIMARY CARE

ITEM PHYSICIAN UTILIZED XZ P
Ge Po Specialist
n= 91 n= 109
n X n )3
1. Tuberculosis of the lungs is due tos All responses| 68 74.72 93 85.32 44254 <.035
Don't know
2. A stroke iss All responses 69 75.82 88 B80.73 | 1.029 NS
Don't know . _
3. Most common symptom of a stroke: All responses 65 71.43 88 80.73 2934 NS
Don't know
4. Most common symptom of a coronary thrombosiss
All responses 66 72.53 98 89.91 11.362 <.001
Don't know
5. Arthritis is a condition in whichs All responses 85 93.41 106 97.25 L
Don't know -
6. Diabetes iss All responses 0 76.92 90 82.57 1.372 NS
Don't know -
“7. Asthma 1ss All responses 87 95.60 | 106 97.25 *
Don't know
8+ Leukemia 183 All responses 82 90.11 | 104 95.41 3.034 NS
Don't know
5« rersons with stomach ulcerss All responses ~ 67 73.63 88 80.73 1. NS
Don't know _
10. Most likely to get diabetes: All responses 85 93.41 ] 105 96.33 1.614 NS
NAavB e Yewmare
* Expected frequency less than 5 per cells XZ not applicable.
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TABLE 39

ITEM ANALYSLS OF FERCELIVED MEDICAL KNOWLEDGE SHOWING CORRECT ANSWERS
BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEM PHYSICIAN UTILIZED ) &
Gs P SpeCiali.St
n X n X

le Tuberculosis of the lungs is due tos

infection with a germ 61 67.03 86 78.90 4.220 <.05
2+ A stroke isi

hemorrhage or blood clot in the brain 61 67.03 75 68.81 0.176 NS
3. Most common symptom of a strokes

paralysis 48 52.75 64 58.72 0.979 NS
4. Most common symptom of coronary thrombosiss

steady pain in chest 60 65.93 81 74.31 2.100 NS
Se Arthritis is a condition where:

joints are painful and swollen 80 87.91 102 93.58 2.697 NS
6. Diabetes iss

more common in people who are overweight 61 67.03 77 70.64 0494 NS
7¢ Asthma iss

wheezing and difficulty in breathing 86 94.51 |106 97.25 %
8¢ Leukemia iss

a cancer-like infection 79 86.81 95 87.16 0.080 NS

ot



TABLE 39--Continued.

R = ——————— T
mj
PHYSICIAN UTLILIZED

ITEM

9. Porsons with stomach ulcerss
have pain relieved by eating

G. Pe
n 4

38 41.76

10. Most likely to get diabetess
relatives with diabetes

73 79.12

1

Specialist

* Expected frequency less than 5 per cells X2 not

applicable.

£01
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dea)ing witlh stomach ulcers. In the rural Oklahoma community of Wakita
study by Gribb, the mean response was 13.3 (Grubb, 1970); the mean score
of toth groips in this study is 15:86. 1n the Wakita study, 49 per cent
correctly idantified paralysis as the most common symptom of a strnke
while 56 per cent of the Oklahoma City sample cite this. About 62 per
cent of both sampies 4o nct know that the abdominal pain associated with
ulcers is often relieved by eating. In the urban Oklahoma City sample,
85 per cent know that people who have relatives with diabetes are more
likely to develop diabetes; the Wakita figure for this is 58 per cent.
Grubb notes that a great many in Wakita responded that those who eat too
much sugar are likely to develop diabetes. In the urban sample, however,
only 9.5 per cent of the total sample mention this. Both samples are
generally aware of the etiology of tuberculosiss 69 per cent of the Waki-
ta respondents and 73 per cent of the Oklahoma City sample kiow that tu-
berculosis is caused by infection with a germ. Sixty-four per cent of the
Wakita residents know that a stroke is a hemorrhage or blood clot in the
brain, while 68 per cent of Oklahoma City respondents know thise On the
question pertaining to arthritis, 88 per cent of Wakita respondents and 91
per cent of (‘kklahoma City respondents answered correctly. Ninety-one per
cent of Wakita residents and 96 per cent of Oklahoms City residents are
aware that asthma is a condition in which there is wheezing and difficulty
in breathing. Leukemia is correctly identified as a cancer-like condition
by 80 per ceat in the Wakita study and 87 per cent of the Oklahoma City
study. The Jeople making up the urban sample, as would be expected, ap-
pear to be slightly more educated than those of the rural Oklahoma sample.

Gruob found a significant relationship between age and medical

knowledge, w:th the number of correct responses decreasing with increasing
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age. Table 40 shows the relationship of age to score on the perceived
medical knowledge for this sample.
TABLE 40

AGE BY SCORES ON PERCEIVED MEDICAL KNOWLEDGE SCALE

So—siime

Score Age Group
20 - 39 40 +
n )3 n /4
0~-12 10 12.99 27 21.95
13 ~ 16 25 32.47 25 20.32
17 - 20 42 54.54 71 5773
n = 200 77 100.00 123  100.00

X%= 4.937; df = 23 p > .05

As with Grubb®’s data, increasing age seems to be related to lower
scores on perceived medical knowledge. Eighty-seven per cent of those un-
der 37 scored above 16 while only 78 per cent of those over 40 scored
above 16« Nonetheless, these differences are not significant.

Another form of medical knowledge is the patient®s perception of
what s wrong with hime. Some studies have cited increasing amounts of
self-iiiagnosis as an important influence on the type of physician selected

by the patient (New Medical Materia, 1963, p. 18)s Of those who utilize

gener.l practitioners, 61.53 per cent respond that they generally know
what 18 wrong with them when they go to the doctor and 80 per cent of these
note turther that this knowledge helps them decide which physician is most
approiriate for them to consult. Of those that use specialists, 72.48 per
cent respond that they know what is wrong with them when they go to the

Physirian and 89 per cent note that this helps them decide which physician
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to consult. Table 41 illustrates these differences.
The mean :core on perceived medical knowledge does not seem to
be related to knowledge of the medical problem. Those that use genera .
practitioners and know what their problem is have a mean score of 15..56
while those that do not usually know what is wrong have a mean score of
15.40. Those that use specialists and know what is wrong with themselves
have a mean score of 16+46 while those that do not generally know what is
wrong with themsel’es have a mean score of 16.30. While the specialist-
users do seem to h: ve higher scores, there is no relationship between the
score on perceived medical knowledge scale and the patient's admission of
knowledge of his medical problem.
TABLE 41

TYPE OF PHYSICIAN UTILIZED FOR FRIMARY CARE
BY KNOWLEDGE OF MEDICAL PROBLEM

Response Physician Utilized
General Practitioner Specialist
n 4 n b4
Yes, know what®s wrong 56 61.53 79 72.48
No, don't know what's
n= 200 91 100.00 109 100.00

)(2- 342263 p > +05

Another aspect of medical knowledge that relates especially to
the perception of knowledge is the phenomenon of self-diagnosis, where the
patient decides what is wrong with himself on the basis of his symptoms
and his medical knowledge. The question above is an attempt to measure

this. 1In addition, six other agree~-disagree items are asked in a further
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attempt to quantify the amount of self-diagnosis. This scale is found in
Table 8 of Abpendix A« The scores run from 0 to 4, with the mean of both
groups around O.B84. Appendix I shows the distribution of the actual
scores. Table 42 illustrates the fact that there is no relationship be-
tween the sccres on the items pertaining to self-diagnosis and the physi-
cian utilizec.

TABLE 42

TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE BY
SCORES ON SELF-DIAGNOSIS SCALE

Score - Physician Utilized
General Practitioner Specialist
n 4 n /4
0 33 3626 42 38.53
1 43 47.25 46 42.20
2 + 15 16449 21 19.27
n = 200 91 100.00 109 100.00

X% = 0.563; p > .05

Table 43 shows the result of an analysis of the six individual
items.

As can be geen from Table 43, none of the six items show a dif-
ference between groupss in fact, the items show little variability them-
selves. The total sample either agrees with the item (numbers 3, 4, and
6); or disagrees (numbers 1 and 2). About 15 per cent of both groups agree
that druggists can sell you something that will make you feel better. Most
of these added, however, that this was not legal.

Table 44 shows the mean score on the perccived medical knowledge

scale by the telf-diagnesis scores. In both groups, the higher the self-



TABLE 43

ITEM ANALYSIS OF THE SELF-DIAGNOSIS SCALE BY TYPE OF PHYSICIAN UTILIZED FOR PRIMARY CARE

ITEM ITEMS AGREED TO
Physician Utilized Xz p
G. P. spec’.‘ll't
n= 9] n= 109
n pd n )3
1l People should not go see the doctor unless they
have a good idea as to what is wrong with them. 1 1.09 6 550 *
2. One of the best ways to decide what is wrong
with you is to talk to a neighbor. 0 - 0 - %
3. Doctors always tell you the right thing to do
in order to get well. 53 5824 63 57.79 0.00¢ NS
4« You should always tell the doctor what is wrong
with youe. 78 85.71 92  84.40 0.003 NS
S. If you are sick, the druggist can sell you some-
thing that will make you feel better. 15 16.48 16 14.67 0.024 NS
6. It is necessary to follow the doctor's advice if
you want to get well. 81 89.01 99 90.82 0.439 NS

* Expected frequency less than 5 per cellj XZ not applicable.

801
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diagnosis score, the higher the mean score on perceived medical knowledge.
TABLE 44

TYPE OF PHYSICIAN UTILIZED BY SELF-DIAGNOSIS SCORE AND
MEAN SCORE OF PERCEIVED MEDICAL KNOWLEDGE

Self=Diagnosis Mean Score - Mean Score =~
Score General Practitioner Specialist
0 15.33 16.67
1 14.58 16.09
2 17.07 16.89
3 19.50 18.00

Table 45 shows the relationship of the scores on perceived medi-
cal knowledge to th2 scores on the self-diagnosis scale. While this is
not a significant result, it should be noted that the chi square value is
close to the ten per cent level. By examining the data presented in
Tables 44 and 45, it appears that there may be a relationship between in-
creased perception of medical knowledge and a high self-diagnosis score.

TABLE 45

SCORE ON PERCEIVED MEDICAL KNOWLEDGE SCALE BY
SELF-DIAGNOSIS SCORES

—-Self-Diagnosia Scores Medical Knowledge Scores
0 - 16 17 +
n )4 n /4
0=-1 75 87.21 89 78.07
2 -3 11 12479 25 21.93
__ n= 200 86 100.00 114 100,00

XZ- 2.189; p > .05
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The self-diagnosis score has no relationship to knowledge of the
medical problem before seeing the physician--in both groups the mean score
is about 0.830. Table 46 also shows no relationship between the self=
diagnosis score and knowledge of the medical problem for the whole sample.
TABLE 46

SELF=D1AGNOSIS SCORES BY KNOWLEDGE OF MEDICAL PROBLEM

m —
Response Self-Diagnosis Score
0 1 2+
n 4 n 4 n £
Yes, know what's
wrong €2 69.33 59  66.29 2% 66.67
No, don't know
what's WwIong 23 30.67 30 33.71 12 33.33
n : 200 75 100.00 | 89 100.00 | 36 100.00

XZS 01813 p > «05
Table 47 shows the difference in method of referral by the self-
diagnosis score for the total sample.
TABLE 47

SELF-DIAGNOS1S SCORES BY METHOD OF REFERRAL TO PHYSICIAN

A —————————

Hetho;fof Ré?erral Self-Diagnosis Score
0 -1 2 -3
n /3 n X
Self 37 22.51 17 47.25
Family/Friends 46 27.89 11 30.58
Doctor 81 49.60 8 22417
_ n = 200 164 100.00 36 100.00
2

X°= 11.6073 df = 23 p < .01
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As can be seen from this table, significantly more people who
score above 2 decide themselves to consult a specialist. A higher percent-
age of those referred by a physician score either 0 or 1.

From the examination of these variables, it is seen that this
sample is, in general, a well-educated one. Those that utilize special-
ists have a significantly higher amount of perceived knowledge, but do not
seem to have a grester amount of accurate knowledge ihan those who utilize
gener.:l praetitioners. Although the results using the Self-Diagnosis
Scale are inconclusive, there does seem to be the suggestion of a relation-
ship between the amount of self-diagnosis and perceived medical knowledge.
There is a significant relationship betweer the Self-Diagnosis Scale and

the method of referral to a specialist.



CHAPTER VII
CONCLUS10N

The intent of this dissertation is to evaluate charges that are
taking place within the health care delivery system and to examine the
implications of these changes. One of the most critical chinges involving
the ecosystem of delivery of medical services is that of specialization.
Specialization is increasing but the impact of this increase upon the pa-
tient remains undocumented. The particular aspect of the health care de-
livery system selected for analysis is the physician-patient relationship,
one of the basic foundations of the entire delivery system. This is eval-
uated from the perspective of the patient.

Some evidence suggests that the key to the successful opq.ration
of the system is the generalist physician, whether he is called a general
practitioner or a family practice specialist. This study attempts to docu-
ment the patient's perception of the place of the general practitioner in
the organizational system as well as consumer attitudes toward specialists
and general practitioners.

Before considering the conclusions and implications of the stvdy,
it is important to note problems in designs As with most attitude studies,
the instrumentation cannot be said to be definitive. An effort was made
to utilize only instruments that have been used previously, not oaly for
comparison but also for reliability.

112
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The classification of patients into two groups posed problems.

In an effort to objectify this process, a seven-point classification sys-
tem was used to identify two utilization patterns. In creating an index
for utilization of health professisnals, it must be decided which cri-
terion is more important-—-the patient's perception or the health profes~
sional's evaluation. For example, the group that was classified as uti-
lizing genersl practitioners really include; a measurement of a pattern

of utilization, as evaluated by professional criteria. There are some re-
spondents who go to general practi:ioners but do not utilize them according
to the axioms of the gatekeeper model. This whole area of devising indices
to retlect utilization patterns, although valuable, requires further re-
search.

The chief bias that occurs in telephone surveys is social class.
In this study, since the population of interest is all middle and upper
classs, that bias is not relevant.

It was negarively hypothesized that the type of physician selected
for primary ambulatory care would e unrelated to three factors: 1) the
attitdes of the patient toward professional competence and the physician-
patient relationships 2) t:e patient's image of physicians; and 3) per-
ceive | medical knowledge. The resilts of the testing of these three hypo-
these:: are presented in Chapter V. The second and third hypothesis were
rejec :edj that is, a significant relationship does exist between the type
of ph ‘sician utilized for primary care ard the patient's image of physi~-
cians and the patient's perceived medical knowledge. However, the first
hypothesis was not rejected. No relationship was demonstrated between the
type of physician utilized and the attitudes of the patients toward pro-

fessional competence and physician-patiert relationship, as measured by
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scales selected for the study. Both groups are equally positive toward
the physicia~patient relationship and both groups express equal satisfac-
tion with th2 competence of their physician.

The reasons for not being able to reject this hypothesis are com-
plexe One problem may be in the two Thurstone scales. They have been
used in many different types of popul~tions and have had parallel form
reliability tests. As Hulka pointed out, however, the results of the
stringent reliabili 'y tests were "modest", and they dovindicate the need
for further testing (Hulka, et al., 1571)¢ In addition, the Oklahoma City
sample had some dif. iculty with the level of conceptualization and abstrac-
tion needed ‘or responding to the items. On an item such as "A lot of doc-
tors do not are whether or not they hurt you during the examination,"
many respond:nts would agree but then quickly note that "their physician"
was not like thate It was explained to the respondent that she should base
her answer o & generalization of all physicians, but it is possible that
some respons« s had reference to a particular physician, whom the patient
was not inclined to criticize.

Finally it must be recognized that the answers solicited on these
two scales may be socially acceptable ones, with the respondents hesitant
to agiee to the obviously negative items.

Despite che lack of a relationship between the type of physician
utili: ed for primary care and attitudes toward the physician-patient rela-
tions ip and professional competence, other significant differences were
found between the two utilization groups. Those who utilize specialists
for primary care hav: no primary source for emergency care. They also lack
a main source for information or advice, and illness. In all three cases,

those who utilize specialists indicate that they decide what kind of prob-
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lem they have before consulting a medical source. Thus, those that utilize
specialists participate more in the decision-making process than do those
who utilize peneral practitioners as the gatekeeper to the rest of the
medical care system. In addition, those that utili e specialists are fir
more likely to have consulted a second physician fo.- a problem without
telling the first one about it, and are more likely to have been referr:d
to the physician by a member of their family or fri:nds. Those who utilize
general practitioners are more likely to be referred by a physiciane.

A question raised by this finding is whether patients who select
specialists prefer to be more self-reliant in medical decisions or whether
they are forced to become decision-makers because o{ the type of medicine
practiced by specialists. It also seems that those who utilize specialists
have a greater degree of perceived medical knowledge. Even though the know=-
ledpge may not be scientifically correct, it does provide a basis for the
patient to select a physician. Those that utilize pgeneral practitioners
are more likely to allow the physician to further guide them in the delivery
system.

As expected, age and social class both relate to the type of phy-
sician selected. Those who are younger and in a higher social class are
more likely to select a specialist. These are the same persons who are
more likely to have a higher educational level. As public health educa-
tional efforts increase, a paradoxical result may be that the consumer
takes more responsibility for his own medical decisions. This may lead to
a further increase in utilization of specialists and a greater professional
decline of the general practitioner.

Another important variable that requires more investigaticn is

the family®s perception of medical need. In this study, no relationship
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was found between the self-assessed health rating and the physician nti-
lized, although a relationship was demonstrated between frequency of phy=-
sician vigits and the type of physician. Those that utilize special:sts
tend to visit their physician more often than those that utilize gencral
practitioners, although other variables may be operating, since a hi; her
frequency is also related to lower age and larger families. It woulc be
valuable to iiplore whether those that utilize specialists view thei:
medical problems as more Serious than do those that utilize general jrTacti-
tionerss In addition, it v>uld be interestirg to know how many physician
visits to specialists and general practitioners are rated by the physician
as necessary. Those that i1:ilize specialists may be overly concernec with
their health needs. This slso has important implications for health educa~
tion programse. It should be known if in¢reasing health education makes
people overly sensitive to their symptoms and moce likely to consult a
physician unnecessarily.

The results of this study in regard to the perception of medical
knowledge need to be examinad closely because scme important issues are
raised and directions for further studies are pcinted out. It was con-
cluded that those who utilize specialists have a greater degree of per-
ceived medical knowledge, Sut that knowledge is no more correct th#n the
knowledge of those that utilize general practitioners. However, it is ob~-
vious that those who utilize specialists participate in the decision-making
process about their ngdical problems to a much greater degree than do those
who utilize general practitioners. The basis for this behavior, therefore,
seems not to be accurate knowledge, but perceived knowledge. If a person
operates under the misconception that diabetes is caused by eating too much

sugar, his course of action as a patient worried about the possibility of



getting diabetes wilil be signilicaiily difictent {rom the person who is
awvare that family history and weight control are important factors. The
type of haalth care personnel selected, regardless of whether an M. L. or
a chiropractor, will be influenced, not by the validity of the patiert's
knowledge, but by his certainty. This significant finding should cause
public health professionals to evaluate the role of health education very
carefullys If perception of medical kiowledge is as crucial as this study
seems to indicate, it is very importan' that consumers have medically cor-
rect information on which to base thei actions. A related phenomencn
which needs further study is the concept and process of self-diagnos:s.

As measured by this study, self-diagnosis has some significant relation-~
ships, but much more work remains to be done on the problem.

Perhaps the most conclusive results of this study are those con~
cerning the image of the specialist and the image of the general practi-
tionare. As a total group, the Oklahoma City sample seems to rate the
general practitioner higher than did a comparable national sample in 1963
(Cahal, 1963)s As predicted, those that utilize specialists have a much
lover image of the general praectitioner than do those who utilize general
practitioners. Those that utilize specialists relegate fewer tasks to the
general practitioner and view him as less competent. The surprising find-
ing is, those who utilize general practitioners also view him as less com=-
petent. Both groups view the general practitioner as less competent and
as less able to keep up with latest developments. At the same time both
view him as more personally interested in the patient as a human being,
more willing to be called on in an emergency, more fair in prices and fees,
more helpful to talk with, and more iiterested in preventive medicine.

Those that select a general practitioner seem to do so in spite of two-
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thirds believing he is less competent than a specialist. On the other
ham!, those that choose a specialist seem to do so because they feel he
is rore competent and they are obviously willing to have a less personal
relationship than they might have wita a general practitioner. Neverthe-
less, both groups list competence as the prime consideration in selection
of a physician. This may indicate some difficulty in the definition of
competencye. Certainly a specialist would be more competent within his spe-
ciality and less competent in another field, while a general practit .oner
may be viewed as broadly competent. Competence is therefore no doub: re-
lated to the function of the physician. Despite this qualification, it
seems from these findings that a specialist has an image of somehow being
more competent than a general practitioner. This may not denote a degrading
attitude toward the generalist, but rather a recognition of the specialist
as above the generalists This argument is in fact perpetuated by medical
education, as pointed out in Chapter 1I.

Another item to consider in the seeming paradox discussed above
in factors consider¢d in the selection of a physician is the economic one.
Those who utilize a general practitioner seem to feel he is less competent
than a specialist. They may, therefore, be choosing to go to him because
they feel he is more reasonable in prices than a specialist. In fact, Table
35 ‘ndicates that 91 per cent of those who utilize a general practitioner
do feel he is more fair in prices and fees than a specialist. The re¢la-
tionship illustrated in Table 27 between utilization of a specialist and
higher froquency of visits to a physician within the last year may also
indicate an economic factor, especially since the type of physician is not
related to the health rating of the respondent. Those that utilize spe-

cialists may be able to afford Lo go to a physician more often. In addi-
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tion, the finding that those who utilize specialists are a younger {roup
could be because of those who are younger having more economic resources
than older persois. The economic factor was controlled for in this study
by sampling from middle and upper middle class populations in Oklahoma .
City. Some suggestions of social class differences do appear in Table
21 however. The issue involving economics is more complex than simply the
amount of money available, especially in a sample composed of middle and
upper middle class. This is illustrated bv the finding that, of those who
utilize specialists, 75 per ceni: feel that the general practitioner is
more fair in prices and fees thin the specialist. Attitudes toward the
value of going to a specialist r1ather than to a general practitioner are
obviously also important here. Certainly, the importance of the economic
factor in select .on of a physic .an needs investigatiocn.

The mait conclusion of this study is that for an increasing num-
ber of people=~~fsom 14 per cent in 1962 (Ca1al, 1963) to 54 per cent in
this sample——the concept of a physician as i gatekeeper to the rest of the
medical care system is irrelevant, as is the value of having a persomal
physicianes In so>me of their comments, those who utilize specialists seemed
to place the general practitioner virtually outside the realm of the de-
livery system. Even those who do utilize a general practitioner as a gate-
keeper and do value a personal relationship with him, indicate serious
doubt about his competency.

The impact of this coneept ¢n the future of health care delivery
must be evaluatede Our current move in health care is towird increated
centralization of services in one geographical area and increased emphasis
upon sone type of health professional to screen various medical problems

and refer them ts the appropriate resource withir. the system. Maintenance
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health programs, for example, tend to strongly emphasize the whole concept
of a gatekeeper who may be a health professional other than a general
practitioner. These types of health care systems assume much less self=-
reliance on the part of patients than what this study indicates is pre-
sent.

This preblem is greater than the professional reputa:ion of cer-
tain kinds of physicians. The role of public health professi rnals has also
contributed to the situation. Educational campaigns may be : tually in-
creasing the trend toward utilization of specialists by rais 1g levels of
perceived medical knowledge, if not accurate knowledge. Incrt:ased education
seems to be related to increased participation in the process of deciding
when one is ille Although increased education is certainly a desirable
goal, some thought and research might be given to a different emphasis in
educational programse One alternative might be a program designed to teach
the consumer how to utilize the health care delivery system e ficiently.
Another could be the recognition of professional capabilities and limita-
tions of the various health personnel, as shown by Lewis and esnik (1967).

At the same time, the delivery system itself may be ‘urther devel=-
oped to meet the needs of the consumer as well as the needs o the profes-
sionale 7This can be achieved by aprroaching honestly the exj:essed demands
of t e consumer and the professional judgment of needs by health personnel.
If i is decided that the consumer does need a personal relationship with
one (ompetent contact in the medical care system, further thought should be
devoted to the identity of :-his contact. If, however, it seems that a gate-
keeper i8 not needed, then perhaps a large scale health education program
should provide peopl2 with as much correct knowledge as is possible upon

whicl to base health decisinnse.
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The implication of these findings for the education of various
health professionals is the realization that it is important to be ible to
objectively evaluate the components of the health care ecosystem and the
changes that are taking place within that system. The impact of all
changes, both planned and unplann:d, must be recognized. It is not that
the maintenance health system men:ioned previously is defective; rether
the impact of the changes planned by implementing this system must be con-
sidered.

The larger implication of this dissertation might be the initia-
tion >f a campaign to demythologize the medical profession-~both the phy-
siciar and the patient. This is vital in attempting to objectively eval~
uate :he profession of physicians and the needs of tte patient in trying
to separate out and deal with some cultural myths whi:h romanticize the
whole process of the physician-patient interaction. The assumption by
most nealth professionals today is that consumers neel one warm friendly
contact for the entire medical care delivery system. The data of this
study indicate that a majority of people do not want this gatekeeper and
those that do utilize a gatekeeper have little respec- for his competency.
Of course, this whole area is as complex as are the luman needs tha: are
representeds Nonetheless, a first step is vital in crder to create a
health care delivery system that meets the needs of tae consumer and de-

livers quality health and medical care.
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TABLE 1
¥ AREA NAME
Scores l. Does your family have what you would consider a family doctor?
(1) Yes Name and Specialty

No Location
What members of the family go to see hinm?

' (1 for all 2. What other types of doctors does your family use?
same)

3. When you want informatien or advice on matters relating to your own or
your family's health, where do you usually turn to get it?
(1 for Dr.
same) (Name and Specialty)
Other

4+ When you or any member of your family is sick, who do you go to see first?
(1 for Dre
same) (Name and Specialty)
Other

5 If it is an emergency, what do you do?
(1 point) Call family doetor/meet at hospital
Other

6« Have you consulted a specialist within this last year?
Yes (Ge to 7)
No (Go to 8)

7. What were their names and what kind of specialists were they?

7A. Knat other specialists have you or your family seen?

8. Have ysu ever consulted a specialist fer you or your family?
Yes Name and Type

No
9. Were you referred to these specialists or iid you decide to see one your-
self?
(1 for Referred Bv Whem

same)
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TABLE 1=--Continued

e e
10. Have you or your family ever gone to a second doctor to get his opinion
about some cendition without telling your first doctor about it?

Yes
(1 for no) No

Maximum Score 7

TOTAL SCORE UTILIZATION Ge P. SPECIALIST
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TABLE 2

Now i have a set of broad opinion statements I would like tc read to you.
1 want you to tell me whether you agree or disagree with each statement.

Scale

Value Yes No

(6'21) 1.
(6477) 20
(5.70) 3.
(3.37) 4o
(2068)- 50
(2.71) 6.
(2’91) 70
(3.96) 8.
(1.70) 9.
(734) 10,
(8.68) 11.
(7.13) 12.
(5.08) 13.
(8.28) 16.

(a) # items agreed with

You cannot expect any one doctor to be perfect.
Doctors make you feel like everything will be
all riShte

A doctor’s job is to make people feel better.
Too many doctors think you cannot understand
the medical explanation of your illness, so
they do no* bother explaining.

Doctors act like they are doing you a favor by
treating you.

A lot of doctors do not care whether or not
they burt you during the examination.

Many doctors treat tha disease but have no
feeling for the patient.

Doctors should be a little more friendly than
they are.

Most doctors have no feelings for their pa-
cients.

Most doctors let you talk out your problems.
Docters are devoted to their patients.

Docters de their best to keep you from worrying.
With so many patients to see, dectors cannot
get to know them all.

Most doctors take a real interest in their
patients.

(b) Sum of the score values of those items

TOTAL SCORE (b/a)

R R ——
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TABLE 3

Scale

Value Yes Ne

(2:74) le People do not knew how many mistikes doctors
really make.

(8.32) 2. Teday's doctors are better trained than ever
before.

(3.23) 3. Doectors rely on drugs and pills too much.

(3:.04) 4. MNc two doctors will agree on what is wrong with
& person.

(3.99) S« Given a choice between using an old reliable
drug and & nev experimental one, many doetors
will choose the new one. _

(2.15) 6. Doctors will not admit it when they do net know
vhat is wrong with & person.

(6+14) 7. When docters do not cure mildly i1l patieats,
it is because the patients do not cooperate.

(8.04) 8. Destors vill do everything they can to keep
from making a mistake.

(1.70) 9. Many doctors just do met know what they are
deing.

(4e44) 10. Docters spend more time tryimg te cure am ill-
ness you already have rather than prevemting
one from develeping.

(5.21) 11. Decters are put in the pesition of needing te
know mere than they possibly ceuld.

(6.92) 12 Ewven if s doctor cammot cure you right awvay, he
ean make you mere comfortable.

(7.39) 13. Dectors can help you beth in health and sickness.

(6.38) 14. Dectors semetimes fail because patients do nmot

call them in time.

(a) # items agreed to
(b) Sum of the score values of those items

TOTAL SCORE (b/a)
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TABLE 4

SR

Now I have a 1ist of things er tasks tha  docters do.

A ——

As 1 1¢ad them,

Please indisate te me whether you would refer that a genera! practitionmer
or a specialist do these things fer you or your family.

1.
2e
3.
' 1%
Se
6.
7¢
8.
9.
10.
11.
12.
13.
14

15.
16.
17.

Tasks

GePs Speeialist

Explain results of tests

Explain what is wreng with the patient

Give a shet

Examine the throat

Explain results of x-Tay exam

Instruct on a special diet

Explain how and why to take medicine

Give a general physical exam

Decide when yeu should go to the hespital

Give a routine exam te children, including shots

Perform test, such as PAP smear, EKG, etc.

Give a presoription fer an illness

Set a droken bene

Care for a chroniec disease such as heart
trouble or diabetes

Do surgery

Help you work out some persenal problea

Disgnese yeur symptoms and decide what's wrong
with you

TOTAL SCORE (Ratie eof G.P. to total ansvered)
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TABLE 5

Following are ten items that are qualities of good physician:. I would
like for you te tell me whieh ef these items are more charact aristic eof
a8 Go P. and whieh are mere characteristic eof a specialist.

Chaczacteristic Ge Po Specialist

l. Tak:s a persemal interest in each patient

2. Sin-erely deveted te his weork

3. Tre..ts cach persen as a human being

4+ Really glad te help in an emergency

5S¢ Fair im prices and fees

6« Competeont

7. Makes ons feal better just by talking to him

8. Explains everything tmsreughly

9. Trics te keep up with gthe latest develop~
ment s in his field

10 Tries to prevent illness as well as eure it

TOTAL SCORE (Ratio of G. P. to total answered)

TABLE 6

—— ——
me——— ——————

— -
———

Which e¢f these three items do ysu think is most important for a doctor?

Competent, qualified (knowe what he is doing).

Takes & personal interest in the patients.

Way the doctor behaves (thoughtful, sympathetic, concerned,
friendly, ete.).




ONH - CHMHN oON - M Or - onN - - SN~

O w N -

|

135

TABLE 7

e
—

——
A

1 have some questions about medical conditions. I am going to read a

statement to yesu that will have four possible answers, one of which
"I don't know.” Feel free to answer "I don't know" if you don't.

™

o Tuberculegis of the lungs is due tos
1. Prolonged exposure to the cold.
2. Infection with a germ.
3. Anemia and vitamin deficiency.
4o Dtn' t know.

~N

o A stroke iss
1« A blcod clot in the heart.
2. Bleod clot in the arms and legs causing paralysis.
3. Hemorrhage or blood clot in the brain.
4. mn.t knowe

l

w

« The most common symptom of a stroke iss
le Severe chest pain spreading to the arm.
2+ Paralysis.
3. Rapid and irregular heartbdeat.
4« Den't knowe.

o

« The most common symptom of a coronary thrombesis is:
le Rapid irregular heartbeaat.
2 Paralysis.

¢ Steady pressing pain in the cheast.

4¢ Don't know.

Se Arthritis is a condition in which:
le The joints are painful, swollen or misshapen.
2« The joints always become completely stiff and useless.
3+ Imaginary joint pains caused by nervousness.
4. Don't know.

6. Diabetes is:
1. Contagious or catching.
2. Due to a poorly fumctioning liver.
3. More common in people who are overveight.
4. Don't knowe.

7. Asthma is a conditien in which there is:
le A severe chest cold.
2. Wheesing and difficulty in breathing.
3+ A form of pneumonia.
bo mn.t know.

is
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TABLE 7--Continued

[e..]

e Leukemia iss
le A canser-like comdition.
2¢ A severe infectien.
3o A comsditien resulting from iron deficiency.
4¢ Den't knowe.

9. Persens with stomach ulcers often:
le Have severe cramps and diarrhea.
2. Have pain in the abdemen right after eating.
3. Have pain in the abdemen that is relieved by eating.
&+ Don't know.

10. Which of the fellewing kiads ef people would be most like to get
dishetes?
1. People whe are underweight.
2. People who have relatives with disbetes.
3. Peeople vho eat too much sugar.
4. Don’t know.

TOTAL SCORE
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TABLE 8

De you agree eor disagree with the follewing statements?

Yes Ne

1 1. People sheuld net go see the doctor unless they have a
goed idea as te what is wreng with them.

1 2. Oms of the best ways te decide what is wrong with you

is te talk to a neighbor.

1 3~ Dectors always tell yeu the right thing te do in erder
to get well.

1 4 You sheuld always tell the doetor what is wreng with
you.

1 S« I1If you are sick, the druggist can sell you semcthing

that will make you feel better.

1 6. It is necessary to follow ths docter’s advice if yeu
want te get well.

TOTAL SCORE
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TABLE 9

m—— et
g

e ——

Do you generally have a very good idea as to what isg wrong with you when

you go te the decter? Yes (ge te A)
Ne
A« Dees that help yeu in selecting the appropriate docter for you te see?
Yas
) ]

Now I have just a few mere questiens.

What was your age as of your last birthday?
How many children do yeu have and what arc their ages?

Is your husband liviag im ths home? Yes
No
What was the last grade in schoel you cempleted?
Do you have a jeb eutside the heme? Yas What type?
No
What was the last grade that yeur hmshand eempleted?
What kind ef jed does he have? —
Hew would yew say yeur health is new? 1. <seor 2. Fair 3. Average
& Above Average. S. Excellent

How eften im the last 12 months has yeur family seen a physici in fer amy
reasen?

From the time you leave hems te the time you get back, how lenz does it
usually take you te see¢ the decter?

If yeu were going te select a physiciaa teday, what would be some important
factors yeu would consider?

1. Cempetent, qualified (knows what he is doing).

2. Takes a personal interest in the patient.

3. Way the decter behaves (thoughtful, sympsthetic, concerned,
friendly, eto.).

i

& Makes houss ealls.

S. Tells the patieat the truth (says when he doesn’t know).
6. Gives patient sufficieant time.

7. Way the decter preceeds (reliable, thoreugh, careful).
8. Is available vhen you need him.

9. Explains thiags se patient understands.

10. Listens te the patient.

11.

12.

13.
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May 12, 1972

Dear

Your address was picked at random from the Oklahoma City telephone direc-
tory to perticipate in a survey concerning the utilization of physician's
services. ) total of 300 Oklahoma City househelds will be surveyed by
telephone. The telephens interview will be about 20 minutes long, with
ne confidential information being solicited: Also, no recerd ef yeur
name, address or phone number will be kept. If you have questiens cen-
cerning the validity of this survey, plesse feel free to contact the Human
RBcology office at 236~1366, extension 147 er 148.

I will be contacting you by phone within the next week and will appreciate
you giving me 20 minutes of your time.

Thank you.

Sincerely yours,

Paula Stamps
Graduate Student
Human Ecology
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ACTUAL SCORE ON THURSTONE SCALE MEASURING SATISFACTION
WITH PHYSICIAN-PATIENT RELATIONSHIP

——

UTILIZE GENERAL PRACTITIONERS UTILIZE SPECIALISTS

3.79 6431 4.01 6017 6.90
3.92 6.35 4445 6.20 6.9
413 6.40 4.56 6.21 6.91
4628 6443 457 6.23 6.91
4029 6443 4.72 6.25 6.91
4054 645 4.74 6.40 6.91
4074 6.48 4.88 6.42 6.91
4475 : 650 4.95 6.50 6.92
4¢79 6.54 4495 6.50 6.99
‘loso 6057 5.01 6052 7003
4.88 6.57 5.02 6.54 7.15
4.90 6.57 5.02 6.54 7.15
5.15 6.58 S.03 6054 7.15
5028 6.60 5.03 6.54 7.15
S«38 6.61 5,08 655 7.16
5445 6.68 5.18 6.55 7.16
Se46 6.70 $.19 6.58 7.17
Se46 675 5.23 6.62 722
Se48 675 5.38 6.62 7.22
$.59 682 5.49 6.64

$.67 682 5.62 6,68

S.81 6.84 5.64 6-69

5.82 6486 5.65 6.75

S.82 6.89 565 675

S.84 6.89 5.69 676

$.86 6.89 5.70 6.76

5.88 6.89 576 6.80

5.89 6.89 5.78 6.83

5.90 6.97 5.82 6.88

593 6.98 5.83 6.88

5.94 6.99 5.84 6.89

5.98 6499 $.86 6.89

6.01 S.87 6.89

6.01 5.88 6.89

6.03 5.88 6.89

6.05 5.89 6.29

6.06 5.90 6.89

6407 5.91 4089

614 5.92 6.89

6022 5.99 6.89

623 6.01 6.89

625 6.01 6.89

6425 6.06 6.89

6.28 6,10 6.89

6429 6.15
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ACTUAL SCO:'ES ON THURSTONE SCALE MEASURING SATISFACTION
WITH PROFESSIONAL COMPETENCE

—— == e :
UTILIZE GENERA:. FRACTITIONERS ' UTILIZE SPECIALISTS
4672 6.06 4.86 595 6.58
473 6.06 494 5.95 658
4.9 6.06 4.9% 597 6459
4.91 6.07 4496 6.05 6.59
5.08 6.14 5.08 6.06 659
5.13 6.14 5.09 6.06 6.60
$.23 6.17 5.31 6.14 6.66
5.23 6.17 5.33 6.15 6.66
Se24 6.18 ' 5.38 6.17 6.67
5.23 6.19 5.36 6.18 6.72
Se24 6.19 S.42 6.19 6.76
5.28 6.19 5:45 619 6.83
538 6.19 5.51 6.19 6.9
5.39 6020 $¢51 6.19 6.9
S48 6.20 ‘ 553 6.19 6.94
Seh6 6.21 5.5& 6.19 6.5
556 625 5.56 619 6.93
5.56 6.30 558 6019 7.07
536 6.31 $.59 6.19 7.09
5.80 6032 560 6.19
S.61 6.32 S5¢62 6.20
$.62 6.34 5.63 6.20
S.62 6.34 5.67 6.21
5.65 6.41 ) 5.68 6.28
5.68 6.41 ; 5.90 6.26
571 6.41 : S¢73 6.33
Se74 . 6.61 ' S.74 6.41
Se74 6.41 S.74 6.41
$5.78 6.42 . 578 6.41
$¢79 6445 | 5.79 6.41
579 6.45 ' 580 6.41
S.79 6.45 : S5.81 641
5.79 6.58 S5.87 6.41
582 6.59 5.88 6.41
$.82 6.59 ' 5.89 6.41
586 6.59 ; S$.89 6441
587 6.60 $.90 6.41
$.93 6.62 3¢90 6.42
S 9 6.63 5.90 642
5095 6.63 5.9 6.45
5.95 6.64 5.91 645
6.02 6.64 591 645
603 6.66 S.9 6.46
640° 6.83 ; 59 6.57
640¢€ 723 l 5.9 6.58

7.23
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ACTUAL SCORES ON THE TASK DELEGATION SCALE

" <SSP

————— ———

e ——

e R ity Moy

UTILIZE SENERAL PRACTITIONER UTILIZE SPECIALIST

117 714 0.00 «333 «687
0117 0733 0000 0352 3687
411 «750 0.00 «378 «705
437 «750 0.00 375 0764
+500 « 764 0.00 41l 764
«500 0764 0.00 411 0764
«500 764 0.00 411 764
« 500 764 0.00 o411 764
« 500 «764 0.00 411 «800
529 e 764 0.00 417 812
529 « 764 0.00 0437 +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

0625 823 117 529

625 «823 117 529

625 «823 o117 529

0625 +830 °117 529

0625 «835 117 «529

* 649 «833 o117 529

647 846 o117 562

o647 +866 176 +562

o647 875 176 562

o847 «87S 176 562

647 875 187 «562

o647 875 187 «580

o647 882 « 200 «580

o647 882 +200 «588

« 647 882 «200 «588

687 «933 266 «588

692 941 «283 «588

«705 941 2% «588

«705 91 0294 647

«705 0941 294 «647

« 708 «950 0294 647

«705 1.0 312 647

«705 1.00 312 647

+ 705 1.00 312 666

o714 1.00 «333 +666

1.00
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ACTUAL SCORES ON THE CHARACTERISTIC SCALE

UTILIZE GENERAL PRACTITIONER UTILIZE SPECIALIST
0.00 «700 0.00 «400 «700
0.00 « 700 0.00 428 o714
0.00 «700 0.00 428 «750
'285 0700 0000 0628 0750
«375 « 700 0.00 428 «750
«400 «700 0.00 444 777
+400 +700 0.00 44 0777
bbb o714 0.00 500 777
b4 o714 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 . 300 900
«500 «800 0.00 «500 « 900
«500 +800 0.00 « 3500 1.00
*555 +800 0.00 + 500 1.00
*555 «800 0.00 + 3500 1.00
«555 «800 0.00 « 300
«55% +800 0.00 571
555 «800 0.00 600
«585 «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 o128 + 600
+ 600 +900 128 + 600
» 600 +900 200 + 600
+ 600 «900 « 200 +600
« 6800 +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
623 1.00 «285 «700
630 1.00 *285 « 700
0666 1000 0333 L] 700
760 100 375 «700
« 700 1.00 «400 700
« 700 1.00 400 «700

1.00
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ACTUAL SCORES ON THE PERCEPTION OF MEDICAL KNOWLEDGE SCALE

148

UTILIZE GENERAL PRACTITIONER

S ——

—

UTILIZE SPECIALIST

16
16
16
17
17
17
17
17
17
17
17

17
17
17
17
17
17
17
17
17
17
17
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
18
19
19
19
19
19
19
19
19
19
19

19
19
19
19
19
19
19
19
19
19
19
20
20
20
20
20
20
20
20
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Two respondents utilize chiropractors for all their health needs.
One of these respendents also utilizes D.0.%s, but only as a supplement
to the chiropracter. Both imdicate that they view the chiropractor as
the family physician, all members of both families consult him, they both
name the chireprastor as the ene they consult for information and advice,
for emergengy sitwations and for any member who is sick. They beth de-
cided for themselves to eemsult a chirepzacteor—-the referral method of
family or iciends was net indisased. Jeth respondents indicate that they
are pleased with the care they receive.

Beth live in the Neorthwest area of Oklahoma City. One is age
43 with three children at home and is in Hollingshead®s Social Class 1I.
The other is 53 with three children grown and out of the home and is in
Hollingstead's Class III.

The scores on the Thurstone Scsls are belew the mean of the

scores for the total sample of McD.~utilizers. The two scores on the
scale measuring satisfactien with persenal relatienships are 5.16 and
5.65. The twe seores on the ssale measuring satisfaction with profes-
sional competensce are 4.97 and 3.87. These two respondents seem to have
a levw estimation ef both the personal relationship and professional com=
petence of physieians.

One respondent could mot distinguish between a general practi-
tioner and a specialist on the Task Delegation Scale and the Character-
istics Scales She preferred a chirepractor in all cases. The other re-
spondent scored 0.400 on the Task Delegation Scale and 0.300 on the
Characteristics Scale. It is important to note that she classified her
chiropracter as & specialist.

The scores on the Medical Knowledge Scale are in line with the
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scores frem the rest of the sample—19 and 16+ The scores en the Self-
Diagnosis Scale are alse cemparsble te the others=-both scored 1.

Beth indieate that they have a goed idea as to what is wrong
with them whern they go to the deetor. Both also go to their chiropractor
on a monthly basis fer “eheek-ups.”

The seleetion facters they nete are interesting——beth indieate
that cempetensy is important and explaining things so the patiemt under-
standss In addition, ons neted the value of preventive medicine as
practiced by the shirepractor amd both noted the importancs of medical
care hy "asture’s wvay." Beth indicite they sre very plessed with the

care they reseive frem the two chirepracters.
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RELATIONSHIP OF THE DIFFERENCES BETWEEN THE SCORES ON THE TWO THURSTONE SCALES

* + indicates that the score on the scale measuring satisfaction with Personal Relationship is higher
- indicates that the score on the secale measuring satisfaction with Professional Competense is higher

SCORES ON
SCALE
MEASURING
SATISFACTION
UTILIZE WITH
GENERAL UTILIZE PERSONAL
PRACTITIONER N SPECIALIST N REIATIONSHIP N 4 MEAN DIFFERENCE RANGE OF DIFFERENCE
+ & - % + - 0. P SPECIALIST G. P. SPECIALIST
n 4 n X n ) 4 n 4 + - + - + - + -
- - 2 100.00 2 - - - - - 3.00-3.99 2 1.00 - 1.34 - - - - - -
- - 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 5.00-3.99 51 25.50 0.40 0.37 0017 0.464 1lel4 1.04 0.27 1.05
36 80.00 9 20.00 45 46 77.97 13 22.03 59 €.00-6.99 104 52,00 0.57 0.19 0.59 0.18 1.19 0.34 1.62 0.48
13 92.86 1 7.14 14 10 100.00 = - 10  7.00-7.99 26 12,00 0.81 0.01 0.78 - 1.15 -  0.62 -
” 109 200 100.00

13
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RELATIONSHIP OF THE DIFFERENCE BETWEEN THE TASK"DELEGATION SCORES AND THE CHABACTBRISTICS SCORES

SCORES ON
UTILIZE TASK

GENERAL PRACILILONER N  UTILIZE SPECIALIST N DELEGATION N X MEAN DIFFERENCE RANGE OF DIFFERENCE

+* -* + - G. P.  SPECIALIST  G. P. SPECIALIST
n ) 4 n 4 n ) 4 n X + - + - + - + -
- - - - - 1™ 5.00 9*%5.00 20 0.0 -.099 20 10.00 - - - .386 - - - 4650
- - 2100:00 2 & 55467 4 33.33 12 «100-.155 16 7.00 = +583 o126 <450 - - 700 271
- = = = = 2 2223 7 77.77 9  +200-.299 9 4.50 -~ - 266 216 - - - aa
= = = = = 2 25.00 6 75.00 8 +300-.399 B8 4.00 - - 175 .280 - - - a2n
2 100,00 - - 2 2 18.18 9 B81.82 11  «400-.499 13  6.50 815 =~ 124 <2146 - - - .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 5000 18 4 4445 5 S55.55 9  .600-699 27 13.50 .072 <108 o141 <135 .09 o100 121 260
12 63.16 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 = 4793 .067 695 =
3 6000 2 4000 5 <« = = = =  ,900-.999 5 1.50 .038 .059 = - 008 - - -
2 40,00 *% S 1 30.00 *= 2 1.00 7 3.50 .368

200 100.00

* + indicates that Task Delegation Score is higher
- indicates that Characteristic Score is higher
*% goores &re the same
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ACTUAL SELF DIAGNOSIS SCORES

UTILIZE GENERAL FRACTITIONER ns 91
Soore Number Per Cent
0 33 36.26
1 43 &£7.25
2 13 14.29
3 2 2020
UTILIZE SPECIALIST n= 109
Seere Number Per Cent
0 42 38.53
1 46 42.20
2 18 16.51
3 z 1 * 84



