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DISSERTATION ABSTRACT
Medicine has proven particularly successful with
regard to its development and maintenance of a primary
position within the professions.

While many analyses of

the medical profession have dealt with its unique status,
explanations of authority relations have largely been
presented as medicine's jockeying for power with other
elite occupational types.

In the following work, medicine's

organization is used as a context for the subsequent analysis.

Individual medical practitioner ties to the

American Medical Association are tested for degree of
association with organizational platforms and policies.

The

"distance" between medicine and other health-related
industries is described as a feature of the wieldy AMA's
diffuse authority.

The strong association of medicine with

science and the physical role are considered as equally
important elements in the professional dominance of medicine.
Finally, the medical client is brought into the analysis,
pointing to the substantial contribution of clients as
assistants to medical authority.

Each aspect is described

as a dimension of the medical profession, necessary for the
definition and protection of its boundaries.

CHAPTER 1
MEDICINE AS A PROFESSION
Medicine has always been treated as a special type
of profession, while professions have been considered as a
particular occupational type.

Professions are generally

distinguished from other occupational categories by their
extensive and rigorous training in a cognitive area, defined by practitioners.

Oft-noted problems in the study

of the professions occur in efforts to pinpoint the exact
standards of training and subject definition (Freidson,
1970a).

Underlying much of available research is the

assumption that medicine has proven successful with regard
to its establishment and sustenance of primary position
among other professions.

Supporting this supposition, how-

ever, are little more than rudimentary functionalist explanations.

The features of medicine furthering its status

outline the following study, and provide a larger framework
with which to study the medical profession.
Larson (1977:1-41) identified six requisites for
successful professiona1ization, and these can be readily
applied to medicine.

First, medicine has captured a

distinct cognitive field, complete with boundaries,
boundary maintenance mechanisms, as well as certification
procedures.

Second, a strong association was developed

with medical theory and practice.

1

Third, medicine matured

2

with its own educational package, bound by national
standards.

Fourth, licensing procedures were put into

place and fifth, public demand for medical care was
encouraged.

Last, clients of medical services were kept

distant from those processes and therefore kept "incompetent."
The American Medical Association
The organizational framework tying the six
elements together is the American Medical Association (AMA).
Medical autonomy was carefully advanced through cultivation of appropriate approval from the state.

This ulti-

mately resulted in the AMA's retaining power generally reserved for the state.

For example, supervision of con-

tracts, quality control, and training were areas other
occupations were obliged to look to the state for sanction
(Freidson, 1970a:3-3l; Gilb, 1966:67-101).

The AMA was

then able to administer and manage its own organization,
science, and constituency.
The far-reaching responsibility of supervision is
the cornerstone of medical-state relations.

As long as

the AMA and all of its subsidiary organizations do an
efficient job (or at least manage the impression of such),
the state appears reluctant to go back on its previous
agreement for medicine's self determination.

The AMA

maintains its control by a variety of different mechanisms.
most of which can be summarized as (1) marking limits on

3

its criteria for membership (e.g. many certification board
examinations actually require AMA membership, as documented
by Freidson, 1970a), (2) establishing standards of practice
through extensive educational requirements, (3) defending
the boundaries of medicine on all fronts (legal, economic,
educational) by maintaining a strong lobby and publicist
groups.
Detachment from the state provides insulation for
the medical organization from fluctuations in state changes
(Levin, 1974; Layman and Nee, 1969).

In other words, it

is the independence of medicine and its services from the
economy, and thus, from influence (Larson, 1977), which
serves as a foundation for the organization of medical
authority relations.

The medical organization does not

have to adjust to every policy development or change in
economic direction.

Rather, through responsibility over

its own work and practitioners, the medical organization
can keep its distance from price controls, federal or
state mandates concerning licensing, or state responsibility for other health-related occupations.
The "benefit" of a strong AMA is clear to most
individual practitioners.

However, regular reminders

of such advantages are institutionalized in the formal
Continuing Medical Education of physicians (CME).
Practitioners are strongly encouraged (and in twenty-four
states, required by law) to renew their medical

4

organization ties through lifelong learning and social
contacts with other physicians.
Medicine's Relationship with the Other
Health-Related Industries
As seen in Figure 1, a definite split occurs between physicians and other health care personnel incomes.
Here, the stratification system appears distinct and
enduring.

Another example appears in Figure 2 where the

physician population is shown to remain unchanged with
regard to family of origin's income.

The stability of

medicine's control is an integral feature of the profession's growth.
Stability of control can be achieved in another
way as well.

Where permanence is a feature of practitioner

group composition, flexibility is the key to intergroup
relations.

The trend toward specialization in medicine

and the development of many non-physician health care
providers have served to jeopardize medical authority.

The

response of the primary medical organization, the AMA, has
been to incorporate the new developments into medical lines
of authority.
The increasing number of "para-professional"
groups seem to threaten medical autonomy since physician
assistants can give shots while nurse practitioners prescribe certain types of drugs.

Superficially, it appears

that some ground has in fact been taken away from the

5

Figure 1.

The Rise in Inca:ne of Selected Persorme1 in the Delivery
o"f Health Services in the United States, 1950-1980

80,000
Physicians

70,000
60,000
50,000

j

40,000

~

;a
~

Dentists

30,000

Phannacists
20,000
10,000

///

O
. //

Reg. Nurses

~ Health Servo

~----~

Workers

~=====::::::::::::::::::1950

Source:

1960

1970

1980

Statistical Abstract of the U.S. (selected years) ;
American Medical Association (selected years) ;
American Dental Association (selected years).

6

Figure 2.

Changes in the Income Levels for Families of
Origin of Medical Students: 1920 - 1973
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Harvard University (in preparation).
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physician-only domain.

In reality, these para-profes-

sionals do not undercut the status of physicians at all.
On the contrary, they help to do the uninteresting, trivial
and maintenance type of care which serves to differentiate
health care from medical care.

Therefore, the costs and

nature of health care may be affected, but medical costs
are only driven up since now physicians must pay the
salaries of such personnel (physician assistants and nurse
practitioners are not allowed to practice alone; their
shot-giving and drug-prescribing powers are given by
physicians who supervise and are ultimately legally
responsible for them), and take the time to manage them.
Other health care occupations are important in
tracing medicine's borders.

Medical knowledge is elevated

and distinguished from health care knowledge.

This

differentiation serves to affirm medicine's dominant
status and to provide a way in which to reinforce and
even increase it.

Medical practitioners hold vested

interests in the success of non-medical occupations, both
as auxilliary personnel and as strengthening distinctions
between the medical and non-medical.

The relationship

between medicine and other health-related industries can
be predicted by the degree to which these industries are
perceived as helps or hindrances to the status of
medicine.

8

Physicians as Scientists
The unique status of medicine as a profession has
been observed for a long time, and one of the key elements
for medicine has been the large degree of autonomy, or
control over work (Begun and Lippincott, 1980:55).

For

medicine, autonomy was achieved by successfully cementing
ties with both science and technology.
Control over both theory and application makes for
a powerful foundation for a profession.

While physician

scientists have close ties with the lofty ideals and precepts of medical "progress," they also wear the hat of
technical experts, supervising the mechanical applications
of drugs, machines, instruments and all other products
associated with medical practice.

Therein lies the core

of the medical profession's authority in health matters.
In order to insure the abilities of individual
practitioners to carry off impressions of scientist and
technician, the organization of medicine includes points
during the physician career which reaffirm physician
scientist and technologist roles.

These processes remind

individual practitioners of their scientific "connections,"
their technical expertise in carrying out theories, and
their membership in a scientific community.
The latest element bears explanation since the
scientific community functions as a way of bringing
together all physicians to learn new theories and
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techniques, form coalitions, and develop strategies to
claim new areas as medical territory.

Therefore, ties

with other physician scientists help the individual
practitioner directly, by offering information and support
helpful for practice.

It is also a source of cohesion for

the larger coordination of medicine, a more indirect
effect.
The organization of the medical profession depends
in part on the development of the physician scientist
role.

The ways in which this role relates to the medical

profession is particularly relevant in measuring one
aspect of organizational

str~ngth.

The relationship be-

tween science and technology is important for medicine
and is represented in the practitioner roles.

These roles

vary in their approximation to the physician association
with scientist, but all serve to underscore the existance
of such an association.
Diffusion of innovation literature (Coleman et al.,
1966:157-170; Bauer and Wortze1, 1966:46-47; Cap10wand
Raymond, 1954:50-51) has suggested that scientific leaders
in given fields are distinguishable from "followers."

In

other words, early learners of innovations are different
from actual innovation adopters.

Also, the innovation

"resisters" and late learners follow very different kinds
of philosophies and hold contrary orientations to their
leader counterparts.
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Although previous research regarding professionals
and innovations indicates a schism along a science orientation continuum, the tightly organized medical profession
suggests that if such a range in fact exists, other
connecting mechanisms must also operate in order to keep
the non science-oriented practitioners "in the flock."
The guideposts of the physician scientist role include
active scientific participation and indirect participation
through adherence and internalization of organizational
dogma.

The medical organization may allow a certain

amount of flexibility with regard to the degree of conformity, or the kind of ties to the scientist role which
are necessary parts of the larger physician role; however,
the fact remains that some type of association with
science is required for the continued success of medicine
as the "super" profession.
The Micro View
The organization of the profession of medicine
has far-reaching consequences

for the medical consumer.

The very structure of the physician-client interaction is
profoundly affected by the position of medicine within
the occupational hierarchy, as well as medicine's favored
relationship with the state.

The view of the medical

client as a mechanical puzzle to be dissected and analyzed
stems directly from the requisites for "successful"

11
professions, as outlined by Larson (1977).

The individ-

ual client is treated individually, with all of his or
her health-related idiosyncrasies intact.

Categories of

physical and/or emotional complaints are not tested for
association with social categories.

Systemic etiologies

are virtually ignor.ed in favor of "tailored" medicine.
Medicine's role clearly individualizes treatment, in that
individuals are told not to smoke; the AMA does not go
after the tobacco industry.
Additionally, the social distance between
physicians and their clients serves to widen communication
gaps.

The physician is generally male, white, more

educated and wealthier than his client.

The client-

physician interaction is affected by this asymmetrical
power distribution in several ways which reinforce the
social distance between the two actors (Emerson, 1962:40-41).
This distance also buffers medical professionals from
threats to the autonomy of their work.
How these interactions are patterned for different
client groups is of interest, especially within the context
of broader professional organizational considerations.
Can, in fact, practice philosophies and styles of physician
scientist roles be linked to client population types?
Much work in medical sociology has been done with
regard to clients' interactions with their physicians.
such research, a set of standards uied by practitioners

In
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has been used to classify clients as "bad" to "better"
with regard to their fitness as clients.

Those who have

treatable disorders and who defer to the physician's
authority are preferred to those with difficult diagnoses
or disrespectful attitudes (Pfeffer, 1974; Freidson, 1976;
Mechanic, 1974 and 1978).
Although the above client typology refers to
diagnoses and attitudes of individuals, entire population
segments have also been described as more favorable as
clients than others.

Women, for example, have been

mentioned as better "patients" (patience?) than men, and
the poor have been identified similarly (Rothman, 1979:37-40).
Does treatment for these types of clientele differ?

Do the

physicians who select or are selected for practice in such
groups differ from other physicians in terms of organizational ties and practice philosophies?
Statement of the Problem
The above sections have served to differentiate
among the pertinent dimensions of the medical profession.
Physicians, defined as the entire body of licensed,
practicing physicians (either in basic science or clinical
settings), provide a unique group for study within the
occupational spectrum since they represent the most
"professionalized" of professions.

Various aspects of the

medical field will be addressed in this study in order to
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identify the particular characteristics of medicine and
its practitioners, which enable it to maintain its currently held high position among occupations.
Four of Larson's (1977) six requisites are used to
order the following questions concerning the structural
conditions of the medical organization and the consequent
social characteristics of physicians:
1.

Supervision of training, education, and
licensing of practitioners.

In the case of

medicine, the AMA controls physician training through certification and licensure
requirements.
a.

What is the relationship between the
AMA and the practicing physician?

b.

Do physicians think the policies of the
AMA reflect the interests of practicing
physicians?

c.

Do physicians support the AMA by internalizing the organizational ideology?

d.

To what extent do physicians agree with
key AMA policies?

2.

Development of a distinct cognitive field.
Given the recent movements of non-physician
groups to participate in health care delivery, how do physicians maintain control
over medical matters?

14
a.

What is medicine's position in the
health occupations hierarchy?

b.

How do medical practitioners relate to
representatives of the pharmaceutical,
legal and insurance industries?

3.

Maintaining an association between theory
and practice.

In medicine, the physician

scientist role embodies elements of both
science and technology.
a.

What are the parameters of the scientist
role?

b.

How closely do physicians approximate
such a role?

c.

Is the orientation to science only
found localized in certain settings or
practices (e.g. university)?

d.

Do leaders in scientific knowledge also
apply innovations to practice?

4.

Keeping clients "incompetent."

Physicians

distance themselves from clients in a
variety of well-documented formal and informal ways.
a.

Do these distances vary by client types?

b.

Is the nature of the client-physician
interaction affected by physician
characteristics?

15
c.

What effects does the scientist role
have on client-physician interaction?

CHAPTER 2
METHODOLOGY
Introduction
In order to address the research questions outlined
in the previous chapter, a review was undertaken of existing data sources within the medical field.

In general,

data about the medical profession is found in aggregate
level form (e.g. Department of Labor statistics) or in
individual level responses derived from survey research.
It is clear that the amount of research available concerning physician lives is generally limited to bas"ic social
characteristics, without investigation of the nature of
medical practice.
Since the research problems of interest required
data regarding physician socio-economic and other background characteristics as well as medical practice
descriptors, a new data base had to be developed.

In this

study, the opportunity for tapping such data was largely
made possible by a research position held by the author at
the University of Arizona, College of Medicine.

As a

result of these "legitimizing" connections so vitally
necessary for an in-depth view of medicine, I was able to
survey physicians throughout the state, regarding
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background variables, attitudes, and medical practice
characteristics.
The original plan involved several proposed
functions for the survey:

(1) a data base regarding how

physicians learn about medical innovations, (2) informat~on

regarding physician Continuing Medical Education

behavior and attitudes, (3) information concerning general
background and medical practice characteristics of Arizona
physicians.

The above proposal, when implemented, would

provide baseline data, useful for the University of
Arizona's outreach efforts; especially in the area of
Continuing Medical Education.
Research Design
The data used for the purposes of this study were
collected through surveying all Arizona physicians
(approximately 5,000).

They were sampled in two ways:

(1) one hundred cases (resulting in a nearly 100 percent
response rate) were derived from conference participants
at five Continuing Medical Education (CME) programs,
sponsored by the University of Arizona (May through
October, 1981), and (2) three hundred cases were
collected through a mail-out survey, constituting a 74
percent response rate.

The research instrument in both

instances was a self-administered questionnaire.
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In the case of the first sample source, all program
participants were Arizona physicians.

The sampling frame

approximates random selection in its definition of the
universe.

All physicians had an equal chance of being

selected since all physicians are required to attend CME
courses and the University of Arizona is the primary
sponsor of

C~lli

for the state.

The sample departs from

technical randomness, most notably in the area of nonresponse, as does much of social science research.

To

enhance the sample, an entire CME "season" was surveyed,
and a variety of course topics were chosen, in order to
provide the greatest opportunity for all Arizona
physicians to be selected for study.
Had the sampling been done over twenty years, all
Arizona physicians would have been included.

Significant

variations in anyone year-would affect representation of
certain physician characteristics, however.

Most im-

portantly for this study is the representation of medical
specialty, due to the availability of conference topics
in a given time period, and the kinds of medical specialists
attracted to particular course titles.

This variable was

carefully examined in the distribution of both conference
and mail-out samples, and the specialty types included
for study were decided upon after comparison with statewide totals and consultation with program directors of
three CME courses.
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Four "semi-structured" interviews were conducted
with three associate deans and one department head of the
University of Arizona, College of Medicine. 1 These were
used to provide additional data regarding medical school
policies, the relationship between community practice and
medical school practice, distinctions perceived as

impo~tant

among medical specialties, and other organization-related
issues within medicine.
Population and .Sampling
The population of Arizona physicians was chosen
for study because access was readily available and the
state of Arizona provides several unique features, which
could not be included in sampling only the city of Tucson.
First, Arizona has only two major metropolitan areas
(Tucson and Phoenix).

The remainder of the state is

fairly rural, and considered underserved with regard to
medical care.

Second, Arizona has but one medical school,

the University of Arizona, making the land-grant university
responsible to the entire state for health care provision,
consultation, and education.
The random sampling for the mail-out survey was
devised with a specific computer program written to
generate the names of five hundred Arizona physicians.

All

1. "Semi-structured" was used to describe the interview form, as it incorporated both open- and closed-ended
questions.
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Arizona physicians are listed with the University of
Arizona, Office of Continuing Medical Education.

Since

the list is necessary in order to maintain current marketing credit hour records, the computer system holds a
variety of pertinent information regarding physician
(medical specialty, address, cumulative number of credit
hours, types of credit hours earned).
Ninety-five names were ultimately removed from the
original sampling list, since many addresses were incorrect
or included retired physicians.

Also, four female

physician names were generated and since they were so few
in number, were

remov~d

from subsequent analysis.

One

other criterion for respondent inclusion was medical
specialty.

Only those medical specialties deemed appropri-

ate for the survey instrument were included.

Specialties

such as radiology, nuclear medicine and dermatology were
excluded from the sampling process, since much of the study
concerns items measuring physician knowledge of pharmaceutical innovations and treatment regimens more commonly
used in other medical specializations.

The above special-

ties were excluded on the basis of recommendations of
University of Arizona Medical School faculty.
Collection of Data
The Research Instrument
In November, 1981 the mail-out survey was begun
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and was completed by the end of December, 1981.

Three of

four steps in the method outlined by Dillman (1978) were
used to maximize return rates.

There were several stages

in the mail-out process, and all of the stages took
approximately six weeks from the time of the initial mailing to the follow-up.

The first segment involved a mailing

of the questionnaire (see Appendix A) with a cover letter
signed by both the principal investigator and the associate
dean for Continuing Medical Education (University of
Arizona).

The letter outlined the purpose of the study,

carefully explained provisions for anonymity, and general
instructions.

The second mailing, two weeks later,

involved a reminder postcard, noting the department telephone number, should respondents require new survey forms.
The third mailing again included a cover letter and
questionnaire.

The final step, as outlined by Dillman

(1978), for maximum return rates was not implemented as it
necessitated registered mailings, whose costs were prohibitive.
The questionnaire itself was constructed in such a
way as to reflect sensitivity to the particular target
population (it should be noted that many of the questions
used for the purposes of this study were taken from
Coleman et al., 1966.

Although the Coleman study used the

interview method and the questions are not identical, the
reader will be able to identify similarities between the
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two).

Special care was taken to avoid standardized

responses for the medical practice questions.

Instead of

offering specific possibilities with regard to treatment
regimens, the questions were left open-ended.

In this

way, physicians were given the impression that a "correct"
answer was not being sought.
The mailing itself took into account the unique
nature of the population in that cover letters, envelopes
and post cards were individually addressed.

It was de-

cided that physicians, representing an elite socioeconomic
group, would respond better to personalized correspondence,
complete with correct titles and positions.

Since response

rates of 30 percent are considered good for most mail-out
efforts, it appears that tailoring the communication
efforts to the sample proved productive.
Question wording and ordering were considered as
well, in order to maximize response rate (Sudman and
Bradburn, 1974; Schumann and Presser, 1978:44-46).

The

topical, attitude items, which required a simple check mark
response were placed first on the questionairre in order to
give the impression of ease and efficiency of completion.
Later, questions requiring more thought and calculations
were included, which generally concerned individual medical
practice items.

The innovation questions appeared next

and this group of questions focused on the individual
physician's learning of a new medical innovation.

Finally,
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treatment preference items were listed, which involved
self-disclosure on actual treatment or therapy paradigms.
These items were carefully selected for the study on the
basis of generality and frequency of treatment in the
average medical practice.
A pretest was incorporated into the research design in order to iron out any difficulties; e.g. semantic
"red flags," or lengthliness.

Ten physicians were given

the survey and took an average of fifteen minutes to complete it.

Several problem areas in ambiguous wording were

identified as well.

The final instrument reflected the

necessary revisions and completion time was cut by one
third. 2
Validity and Reliability Issues
Random and non-random errors occur at any part of
the analysis, either in the formative sections of actual
design and implementation or in the subsequent data processing and reporting.

Random errors tend to balance out

because of their unpredictable impact in most dimensions.
However, non-random errors act on the analysis in regular
sorts of ways and great attention should be given to reduction of such biases (Wright, 1979:25-26; Alwin, 1978).
2. Frequency distributions for key background
physician variables are presented in a Description of
the Sample, Appendix C.

In
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this questionnaire, emphasis was given, during composition,
to the professional nature of the sample, the delicate
types of information requested, and respondent memory.
Additionally, much time was spent on the ordering of
questions and their wording in order to diminish response
sets.

In the medical profession, few evaluative mechanisms

prevail (one in clinical practice) and yet pressures exist
to conform to a range of acceptable treatments, attitudes,
or demeanors.

The implied "correct" answers in some items

were spaced throughout the questionnaire in order to
eliminate clearly leading response patterns.
The data, once collected, were coded by one research
assistant and spot-checked later by the principal investigator.

The information was then keypunched onto IBM cards

by two separate research assistants, and again systematic
spot-checks were used in order t"o maintain accuracy.
Validity is conventionally understood as planned
measurement.

In other words, the question should ideally

measure what it was designed to gauge.

Since this is a

tricky issue, empirically, one must create a system of
checks which could test congruence of meaning with other
evidence (Alwin, 1978; Selltiz, 1976:171-178).

Especially

in the cases of the treatment items and other medical practice features, actual respondent answers were checked
through two "experts" selected for this purpose; one being a
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physician and the other a pharmacist (both faculty members
at the University of Arizona).
Missing Data
Non responses were eliminated from the analysis
with the exception of the questions regarding the
chronology of the learning of certain drugs (Genex,
Sisomin, Amax, and Toramin - all pseudonyms for the actual
substances under study).

In these cases only, the non-

responses were included since they constituted a
significant portion of the sample whereas in all other
items not dealing with medical practice, the no response
category comprised negigible proportions.
A copy of the questionnaire is included in the
Appendix A, and as noted there, the first sets of
questions relate to attitudes about medicine and medical
practice.

Going progressively further in the research

instrument, one finds items pertaining to individual ties
to the medical organization (hospital affiliations, professional society memberships and so on).

Still further,

questions about respondent's medical practice are found
(e.g., composition of client population with regard to
age, income, ethnicity).

Finally, specific questions

appear which attempt to pin down actual medical practice
choices.

For instance, questions regarding preference

of drug usage, as well as questions asking the respondent
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to divulge actual treatment regimens for hypothetical
ailments.
The tabulation of the frequency distributions for
the questionnaire items as a whole provided a fascinating
pattern.

The first section's questions had a no response

rate of approximately 1-2 percent, while the later sections
showed a monotonic increase in this rate, ultimately
culminating in a 50 percent no response rate for the items
concerning practice composition.

One explanation for this

increase in the number of non responses is' the reluctance
to complete a lengthy questionnaire by many respondents.
However, this supposition is weakened substantially when
considering the 91 percent response rate for the final
item, which asks for identification of medical specialty.
From a 50 percent no response rate (on the items preceding
the final one), it drops to 9 percent, pointing out that
the omission of responses was not due to tiredness with
the questionnaire. but with conscious and deliberate
decision-making on the part of the respondent.
The ordering of questionnaire items offers a more
plausible explanation of this phenomenon.

Attitude

questions enjoyed a low non response rate, as did background questions.

The high rates of non response are

found in groups of questions pertaining to medical practice
composition and actual treatment choices made by
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respondents.

Reluctance to answer questions was directly

related to questions about individual physician clientele,
practice philosophies, innovation learning, and pharmaceutical treatment preferences.
Non respondents, in general, were eliminated from
statistical analysis.

In the case of the innovation

learning item, however, the non respondent group was
retained as a separate category of the learning variable.
This was done in order to trace any possible relationships
between response resistance and other salient physician
characteristics.

Although this group is not portrayed in

graph form in the subsequent sections (for the sake of
clarity), it is discussed within the text and is presented
in tabular form (see especially Chapter 5).
Preliminary Analysis
Seven general areas of items were included in the
survey instrument:
1.

Physician characteristics

2.

Medical practice characteristics

3.

Patient population characteristics

4.

Ties to the tenets of the American Medical
Association

5.

Ties to other industries (law, insurance,
pharmaceuti'cal)
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6.

Medicine as science

7.

Practice philosophy

The actual significance of questions, however,
depends not only on what they were supposed to get at,
but also on how the respondents took them.

It is possible

to improve validity through empirical means by finding
patterns of associated responses.

Our confidence in the

validity of an item is increased if it relates to other
items as it should if it is indeed a valid measure.
Rather than rely on the face validity of the many questions,
I conducted a preliminary analysis to find the major
dimensions underlying responses empirically.
Factor analysis is a powerful and standard tool for
conducting such an analysis, and the SPSS program was
used. 3 The rotation method chosen for presentation in the
text was the orthogonal type, although the direct quartimin
or oblique rotation was used for comparitive purposes
(Jenrich and Sampson, 1966).
The correlation matrix provided by the statistical
package used was inspected, and those variables showing a
squared multiple correlation (with all other variables)
smaller than .30 were excluded for further consideration.
3. The Statistical Package for the Social
Sciences was used for the factor analyses (Nie et al., 1970)
(Version through the University of Arizona Computing Center).
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Additionally, connnunality or the squared mUltiple correlation with other factors was set at .30
The actual identification of appropriate factors
wa.s determined by inclusion of all factors having
ei.genvalues at the 1. 0 level or greater (Runnnel, 1970).
These factors were then contrasted with the amount of
variance accounted for.

The plotted representations of

the factor loadings were further inspected to check the
axes in order to ascertain whether they did in fact, cross
through the nucleus of the factor points.

At this time,

the varimax and oblique rotation types were contrasted
and the varimax method was selected as the more parsimonious of the two, in that it provided more efficient and
clear associations with individual factors for these data
(Cattell, 1966).
After completing

ma~y

analyses, the number of

variables were reduced from approximately 104 to 37.
n~ductions

These

were completed on the basis of the criteria

outlined above.

Three factors were selected for analysis

involving ties to the medical profession, and three factors
for the analysis highlighting professional integration.
Each of the factors then represented specific hypotheses
concerning professional integration (See Tables 2.1 and
2.2) .
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The first factor analysis, ties to the medical
profession, involved responses to questions hypothesized
to concern dimensions of belief in the authority and
legitimacy of the American Medical Association.

These

questions were grouped in the following areas:
Medicine as science:
1.

Solution of technical problems as more
important than the social, psychological
problems of patients.

2.

It is more important to treat all eventualities of pathology than to treat
individually.

3.

Keeping informed of new scientific developments is more important than spending more
time with patients.

4.

Invasive tests are overused.

5.

New developments in science have made medical
practice more difficult.

CME as a major component of medical profession ties:
1.

Most physicians believe CME should be
mandatory.

2.

CME should be mandatory, as it is in the
state of Arizona.

3.

CME improves medical practice.
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Pharmaceutical industry ties as forms of

~m

1.

Evaluation of detail men contacts.

2.

Frequency of contacts with pharmaceutical
industry representatives.

Using the varimax rotation of principal components,
a factor analysis was performed in order to test the
appropriate hypotheses about physician links with the

M'~.

The factor analysis was selected as the initial statistical
treatment in order to identify the various patterns of relationships of items with their association with the
dimensions of M1A ties.
In this way, the number of variables can be reduced
conceptually by considering them in cluster form.

The

clusters then constitute highly intercorrelated items, so
that the understanding of factors is accomplished by the
variables associated with them.

Ultimately, one is able

to capsulize many variables through utilization of several
factors.

The principal objective is to accomplish the

above with as little loss of data as is possible.

The

final factor score derived from such computing stands for
what extent each individual case is in line with the
particular quality the appropriate factor highlights
(Rummel, 1970:21-52; Jenrich and Sampson, 1966; Frane and
Hill, 1974).
Briefly described, the above factors relate to
three areas of the organization of medicine.

First, the
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relationship between physicians and the AMA is demonstrated
through the respondents' strong support of Continuing
Medical Education (CME).

CME originally was developed by

the AMA and continues to be sponsored by the AMA.

The

formal ways in which physicians update their clinical
knowledge and skills (through participation in CME) shows
significant consensus.

More importantly, the structure of

attitudes on this factor shows physician belief in the
value of CME as critical for the quality of medical
practice.
The second factor also relates to the medical
organization, especially in its alliance with the pharmaceutical industry.

Respondents acknowledged frequent

contacts with representatives from the industry, as well
as valuing the content of information received from those
contacts.

Although not formally part of the medical

organization, the pharmaceutical industry employs many
physician research scientists, both as research scientists
and board members.
The third factor includes variables pertinent to
practice philosophy.

One way in which physicians relate

to the profession of medicine is through the internalization of attitudes supportive of scientific "progress"
within medicine.

The five attitude items showing signifi-

cant factor loadings on this domain represent attitudes
which bolster the importance of medicine's connection
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between science and technology.

Physicians tended to agree

that the practice was more difficult as a result of new
developments in medical science, asserting that it takes
continuing effort at updating knowledge in order to
practice medicine.

Also represented was the attitude that

all possibilities of pathology should be investigated,
expressing the diffuseness of medical responsibility.

Also

included in this factor was the agreement with the position
that keeping informed of the latest developments in science
was a responsibility of physicians of a more important
nature than spending additional time with clients.

Tech-

nical problems were also seen as more critical than social
psychological concerns.
The factor which had the strongest factor loading
was belief that invasive clinical tests were overused.
This represents a question of how particular scientific
results should be applied.

Not only is it important and

difficult to keep up with advances in medical science and
technology, it is important to know how and when to apply
such advances.
The scientific orientation described by this factor
suggests that non-scientifically oriented physicians order
invasive tests when they really are not necessary; perhaps
out of an unthinking faddism.

Also, physicians not

oriented to this scientific role dimension, do not believe
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that keeping up with medical science is particularly hard,
think that treatments should be specific to symptoms
(rather than diffuse investigation of all possible
pathology), and believe that spending time with clients
is more important than continually learning about new
developments in medicine.

Also, the non-science oriented

physicians maintain that invasive tests are not overused.
The test overuse item is especially interesting in
light of its strong showing in the factor analysis, and its
focus on how scientific results should be applied in medical
practice.

The other factor items make connections among

beliefs regarding responsibilities to medical knowledge,
and technical skills.
A similar factor analysis was performed regarding
the domain of physician ties with medical organizations.
In this case, the analysis grouped factors as folJous:
Associations with various facets of medical
organization:
1.

Memberships in professional societies.

2.

Scientific papers written (number).

3.

Number of offices held in professional
organizations.

4.

Attendance at professional society
meetings.
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Medical practice characteristics:
1.

Length of average office visit.

2.

Age composition of client population.

3.

Sex

4.

Ethnic composition of client population.

5.

Income composition of client population.

6.

Percentage of office visits resulting in

composi~ion

of client population.

the prescription of a drug.
Physician characteristics:
1.

Physician age.

2.

Physician's date of medical school
graduation.

3.

Medical school of graduation (ivy league
or not).

4.

Employment of attorney for business affairs.

5,

Handling of insurance claims through office.

In this analysis (Table 2.2), various types of
physician practices and physician characteristics were
used.

The first domain concerned medical practice charac-

teristics which produced a structure of medical practice
distinguished by predominately white, female, older, and
middle to high income clients.

Long average office visits

and a tendency to prescribe drug treatments also showed
relationship to this factor.
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The second factor dealt primarily with physician
active participation in medical

organiza~ion

activities.

The dominant variables showed respondents with high
attendance rates at professional meetings, as well as
holding many memberships in professional societies.

The

physicians sampled also tended to write scientific papers
for both presentation and professional meetings and publication.

Also evident was a tendency to hold leadership

positions in professional organizations.
The third factor had to do with more individual
physician characteristics.

The structure of this domain

showed younger physicians, graduating from Ivy League
medical schools, contacts with both insurance and legal
sectors, as well as high numbers of client visits in their
practices.

The common feature of these items indicates

a successful medical practice related to younger physicians
from prestigious medical schools.
All three of the above factors can be interpreted
as physician and practice characteristics conducive to an
upwardly mobile orientation, both in terms of professional
advancement in the medical community as well as increasing
the monetary rewards of medical practice.
Some of the variables expected to show significant
factor loadings did not do so.

Several of these were

included in the later loglinear analysis, on substantive
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grounds.

Practice setting, medical practice specialty, and

hospital affiliations all failed to show factor loadings
of .30 or more on factors with meaningful contributions
to understanding the structure of professional relationships.
However, since factoring is essentially based on
linear relationships between variables, it is possible to
have some cloudiness, due to categorical variation.

For

instance, practice setting includes four distinct possibilities, solo private practice, group private practice,
institutional setting, and teaching/research at university
hospitals.

Solo practitioners and University of Arizona

clinicians may, in fact, show similarly patterned responses,
with regard to organizational ties.

Since the item is

ordered in the above manner, however, the effects of the
variable may not emerge as significant, using a simple
linear test.
A group of attitudinal measures also failed to
show noteworthy contributions to the factors of interest.
Four of these were retained for the subsequent loglinear
modeling, again, because of substantive reasons.

The

first variable dealt with the seriousness of CME issues
for practicing physicians.

The second concerned physician

preference for exaoinations versus courses as types of CME.
A third question, asking the respondent to evaluate the
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amount of CME available, was also retained.

All three of

these items reflect currently important issues within the
medical community, as well as for the non-medical public
consumers.

CME is presently a formal way in which physicians

demonstrate to themselves and to medical consumers their
"keeping up" with the latest knowledge and skills in the
medical field.
The final question involved physician perceptions
of the lay public.

The question asked respondents to

evaluate the potential harm of medical information being
diffused to clients.

Although this factor did not load

significantly with other features of medical domain, it
holds

comp~lling

data regarding professional control of

information.
Similarly, some of the variables showing significant
factor loadings were excluded from the analysis on substantive grounds, or because they failed to interact
significantly with the variables selected for the loglinear analysis.

Three of these concerned CME attitudes,

while two measured integration into the formal medical
organization, the
was excluded.

M·~.

Additionally, a scientific attitude

Correlation matrix are presented in Appendix

D, and are referenced where appropriate.
In general, the structure of relationships evidenced
in the data is complex.

Inclusion of variables was decided
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by causal interest, relationship with other variables, as
well as fit of pertinent models.

One of the major reasons

for use of the log modeling technique was the delicacy of
the variable relationships. and the importance of each
response category for the dependent variable.
The Innovations
The way that knowledge is diffused within medicine
has important implications for the organization of the
field.

As a result. the chronology of learning about a

medical innovation was used as a dependent variable in
several stages of the analysis.

In these cases, the drug

Genex was used (pseudonym for the actual drug under study).
It was selected for study since it is a drug developed
within the last decade. with very widespread applications
in medical practice.

Genex is part of a group of relatively

new drugs used to combat gram-negative infections (grampositive infections can conventionally be treated with
penicillin-type substances).

Genex is preferred over other

drugs in this group because it tends to have fewer side
effects (The Antimicrobial Handbook. 1974:2-19), than its
counterparts.

Although this entire group of drugs is

generally considered dangerous in possible peripheral
effect outcomes, they are also thought to be the most
effective treatment regimen in eradicating persistent gram
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negative infections; especially when all other avenues of
treatment are found to be ineffective.
It is important to note here that this group of
drugs is discouraged from use in most types of private
practice.

Medical centers

routinely carryon research

regarding particular infectious strains and maintain records
about the effectiveness of various drugs for certain disorders.

This group is optimally held in "reserve" by

physicians since they are the most potent treatment for
certain types of gram negative infection, and overuse of
these drugs may cause a build-up of resistence in the
viruses responsible for these infections.
Therefore, the way in which the average physician
is taught of this group of pharmaceutical wonders is to be
aware of their existence and their properties in cases of
acute emergency, but not to use them as a matter of course
in most gram-negative cases.

The various types of these

drugs available vary quite a bit in their range of undesirable side effects.

They all wreak havoc with the body,

but some actually cause renal failure in high percentages
of cases (Physician's Desk Reference, 1982).

Therefore,

it is critically important that physicians are aware of
this group's existence, their function and the different
types available on the drug market, for the sake of
individual clients, nothwithstanding the. level of public
health in general.
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In order to assure its applicability for the
purposes of this analysis, a Guttman scaling procedure was
utilized. 4 Three other substances, also within the same
pharmaceutic~l

grouping as Genex and developed within the

last ten years, were scaled with the drug Genexto establish
the substance with the widest diffusion.

In fact, Genex

proved to be not only the drug which physicians were most
likely to hear about first, but also showed to be a requirement for hearing about the other substances.

For almost

all of the physicians sampled, Genex was first in the
chronology, Toramin was second, Amax was third and Sisomin
was fourth.

Indeed, in terms of actual applications, the

rate of development was identical to the chronology of
learning of the drugs described above (The Antimicrobial
Handbook, 1974).

The results of the Guttman scaling

analysis are summarized in a more detailed fashion in
Appendix B (Kenny and Rubin, 1977; Clayton, 1973).
All of the above questions on the research instrument which pertained to the chronology of learning of
medical innovations were preceded by the following
instructions:

"Some areas of clinical practive have to

do with continuing medical education more than others.

One

such area is pharmacology, and the following questions are
4. The Computer Program, ECTA, was used (Fay and
Goodman, 1973).
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designed to measure the extent of substance diffusion
within medical practice, as related to continuing medical
education."
In the findings to be reported in the subsequent
chapter, treatment preference items were used as dependent
variables.

These items appear in the questionnaire toward

the end, and are preceded by the following:
of drugs is done on a case by case level.

"Prescription
Indications for

use are evaluated by consideration of individual patients.
In the list of clinical situations below, please write the
product names(s) of the substance (if any) you most often
prescribe."

The clinical problems selected for study were

ulcer, urinary tract infection, and migraine headache.
All disorders involve a wide range of frequency of occurrence for most practice specialties.' Also, they frequently
require the prescription of substances, which can then
easily be ranked on a continuum from conservative to
radical, with regard to treatment orientation.
Final Analysis
After the data were organized into factor form,
further analysis was made possible.

Contingency tables

were then constructed, and the fundamental statistical
treatment used is that of

loglinear analysis, suitable for

categorical data in crossclassified form (Ficnberg, 1977: 1-16;Goodman, 1978; Knoke and Burke, 1980).
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The

loglinear method of analysis was selected as

it permits the data to be displayed in

loglinear form.

In

other words, it was suspected that the associations between
and among variables were structured in highly complex forms
which may have been somewhat disguised if using statistical
treatments essentially based on correlation coefficients.
In order to adequately describe the anticipated interactions,
the loglinear approach was chosen, although it would
certainly be possible to use other statistical methods.
Models
Three-way tables were composed, based on the
information derived from previous analysis. "Hierarchical"
models were then tested to the data.

In general,

hierarchical models are fit according to particular one-way,
two-way and three-way marginals of the contingency table,
using an interative procedure.

A marginal, simply stated,

indicates the given distribution of a variable in the data
set so that a three-way marginal means the joint distribution of three variables.

The term "hierarchical" is

used to describe these model patterns, since a fit for a
three-way marginal implies the fit of three two-way
marginals and three one-way marginals .
Expected frequencies and parameter estimates are
generated through usage of computer programs such as MASH
(Nylund and Coble, 1973).

How well the hierarchical models
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are suitable to the data is determined by the use of the
likelihood-ratio chi-square statistic (L2) which is
defined as L2

=

2 ~ (observed) log (observed/expected).

Although similar to the Pearson's chi-square statistic,
the likelihood-ratio chi-square statistic is preferred for
three-way analyses because of its partitioning functions.
In other words, the L2 for a three-way table is never
larger than the L2 for the model fitting three one-way
marginals.

In this way, the two models can be compared

s·ince the model fitting three-way marginals fits everything
that the model fitting three one-way marginals.does, plus
something more.

Contrasting the models according to the

following criteria results in the selection of a "preferred model:"
1.

Fit to the data (as determined by the L2
statistic) is appropriate. S

2.

Representative of the data in the most
parsimonious way possible (Duncan and
Duncan, 1978).

The "preferred model" then, on the basis of the above
criteria, fits the data tested most aptly.

The expected

5. Throughout the study, the L2 with a probability
to value s; .05 will be considered "significant" while one
with p~ .10 will not. Those values falling in between
will be individually discussed and treated within the
text.
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odds, relative to a particular response category of the
dependent variable in question were calculated and graphed
for illustrative purposes.

The odds ratios were also

calculated in order to provide a measure of the magnitude
of the effects described (Fienberg, 1977; Davis, 1974).
The odds ratio figure has a possible range from zero to
infinity, and is symmetric since 91 and 9 2 have the same
degree of association as log 9 1 = - log 9 2 (understandably
in opposite directions) .
Observed frequencies are not presented in the
tables, since they are, by definition, closely approximated
by the expecteds.

The expected frequencies are shown in

tabular form for the preferred
.
f ~t

0

loglinear models.

f t h e mo d e 1 , as measure d b y t h e L2

..
stat~st~c,

The
repre-

sents the model's correspondence wi.th the observed data.
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Table 2.1.

Factor Analysis of Responses to Medical
Profession Ties Using Orthogonal Rotation
of Principal Components

Factor
Factor 1

Factor Loading
(Attitudes regarding CME)

Most physicians believe CME should
be mandatory.
CME should be mandatory as it is in
Arizona.
CME improves medical practice.
Factor 2 (Ties with the Pharmaceutical Industry)
Frequency of contact with pharmaceutical
representatives.
Evaluation of information from such contacts.
Factor 3 (Practice Philosophy)
Invas i ve tes ts are overused.
New developments in science have made medical
practice more difficult.
It is more important to treat all eventualities
of pathology than to treat individually.
Keeping informed of new scientific developments
is more important than spending time with
clients.
Solution of technical problems as more important
than spending time with patients.

Factor
I

2
3

Variance
Explained
15.1
11.8
5.4

.78
.63
.62

.68
.52
. 54
.48
.47
.47
.30

Proportion of
Total Variance
32.3
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Table 2.2.

Factor Analysis of Responses to Physician
Practice Characteristics Using Orthogonal
Rotation of Principal Components

Factor
Factor 1

Factor Loading
(Medical Practice Characteristics)

Length of average office visit.
Age composition of client population.
Ethnic composition of client population.
Sex composition of client population.
Income composition of client population.
Percentage of office visits resulting in
the prescription of a drug.
Factor 2 (Active Ties with Medical Organizations)
Attendance at professional meetings.
Membership in professional societies.
Scientific papers written.
Number of offices held in professional
organizations.
Factor 3 (Physician characteristics)
Date of medical school graduation.
Medical school.
Contacts with insurance industry.
Contacts with legal industry.
Average number of weekly client visits.

Factor

Variance
Explained

1

20.5

2

7.1

3

12.1

.37
.59
.88
.65
.51
.35
.64
.57
.37
.35
.52
.58
.54
.53
.41

Proportion of
Total Variance
39.7

CHAPTER 3
THE MEDICAL ORGANIZATION:

AMERICAN MEDICAL ASSOCIATION

The relationship of physicians to their professional organization, the American Medical Association
(AMA), is pertinent because of the interlocking affiliation of the AMA to state interests (Gilb, 1966:19-27),
which in turn constitute one component of medical organization.

The medical profession has been actively

involved in the directing of the specialization within
medicine, which of course, has far-reaching consequences
(Turner and Hodge, 1970).

As Freidson points out (1970b),

The profession has been able to determine how
many physicians are trained, who is selected
to be trained, how they are to be trained,
and who is to be licensed and thus to work.
In that way, it has controlled the labor
market for its services (23).
The AMA is involved in all of the above professional
decision-making with several additional interests:
1.

Supervision of all specialities
and specialty boards.

2.

Overseeing employment procedures of
physician employers (e.g. Blue Cross,
Veteran's Administation, etc.)
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3.

Acting as a legislative watchdog over
medical interests.

4.

Ethical

standards.

5.

Medical research.

6.

Funding sources (either directly funding
enterprises or finding appropriate funding
for specific medically-oriented endeavors).

7.

Supervision of all health care providers.

8.

Defense of medical boundaries from nonphysician attack.
Quality

One of the key ways in which the AMA defends the
borders of medical purview is by maintaining quality of
medical practice as well as of medical practitioners.
Formal ways of studying the meaning of quality and how it
could be maintained are used as demonstrations to the
public that quality is a key issue within the discipline.
These demonstrations indicate the profession's concern with
its own "policing" of individual practitioners, its
internal mechanisms to evaluate practice and practitioner,
and its general involvement in any and all policies resUlting in the improved health care of the population.
These demonstrations also dilute the strength of public
demands for accountability and assessment.

With few

exceptions, the medical organization has been able to
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successfully assure the public that the internal evaluative processes of medicine are far more stringent than
any that could be imposed from the outside.
Medical School Quality
A first step for the AMA was the development of
criteria for the accreditation of medical schools, as well
as support for a parallel organization, the American
Association of Medical Colleges, to accredit medical
schools also.
The F1exner report (1906) assisted these accreditation efforts, since prior to that time, standards were
almost non-existent, for all practical purposes.

F1exner

observed that higher standards were needed for medical
schools, both in terms of admission as well as within and
among curricula.

Many of the report's recommendations

were implemented, and resulted in massive reforms within
the profession; most of which acted as factors increasing
the status of medicine.
Through this reform process, the state had no
ground to interfere, since the standards of the medical
profession were higher or became higher than any-standards
the state would have suggested (Johnson, 1962:50-64).

To make

certain that this fact was conveyed to the public, the AMA
hired professional public relations staff whose purpose
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was to maintain an image of high integrity, prestige, and
wisdom for the medical community (Gilb, 1966).
The issue of quality became a part of medicine's
business, rather than a responsibility left to outside
agencies.

Authority for training practitioners was an

essential element in making the medical organization more
tightly structured and ultimately, more powerful.

Since

1906, the AMA has steadily increased its requirements for
various accrediting processes to the point that the AMA
branch responsible for accreditation has become a sizable
bureaucracy itself.
CME Quality
Along with accrediting medical schools for training
physicians in the initial aspects of medical knowledge,
the AMA also became involved in accrediting medical
schools for continuing physicians' educations throughout
their practice careers.

Continuing Medical Education

(CME) , the formal name given to a physician's commitment
to lifelong learning, was developed in 1969, (American
Medical Association's Physician Recognition Award).
The AMA began granting accreditation to entire
colleges of medicine within a given university, with the
implicit assumption that all CME will be run through a
centralized department for administrative purposes.
Therefore, the accreditation of

c~m,

although separate and
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distinct of medical education accreditation, also involves
accreditation of the whole medical school for CME
functions.
The Issue of Continuing Quality
The consumer activism of the 1960's generated
pressures for accountability on the medical profession.
The most lasting of these changes occurred in the consumer
protection area.

The impact of products of the market on

the health and safety of the population has been a theme
which has been retained since the rapid social changes of
the 1960's.

One of the most specific areas of consumerism

is seen within the field of medicine.

Rising health care

costs, coupled with increased exposure through the media
of medicine's fallibility, created a push for accountability of practicing physicians.

The response of the

medical profession to these demands is the focus of the
following section.
Two avenues available to the AMA in dissipating
the criticism from the public were (1) recertification
examination by medical specialty, and (2) formalizing CME.
The latter path was chosen and received overwhelming
support from the AMA constituents, since the first alternative appeared to have negative as well as unknown
consequences.
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Part of the resistance to the recertification
examinations was due to the threat of outside groups being
able to have an instrument with which to judge physician
competence levels.

Another part involved resistance to

evaluating one another's competence levels.

Both comprise

important ways in which medicine distinguishes itself from
other occupations.
AMA Sponsorship
CHE. became

incorporated into medical colleges

as a distinct department following guidelines set forth
by the AMA (Manning et a1., 1979; Sayre, 1979).

The

guidelines themselves formalized the CME process and required proof of adequate funding for such a department, a
director comparable to an associate dean position, research
facilities and personnel, and general

financia~

from central medical school administration.

support

In 1969

eva1ution became institutionalized in the AMA:

1

the

Physician's Recognition Award was established in order to
provide evidence of a physician's lifelong educational
process (Baue, 1980).

This award, of course, included

many regulations which had to be followed and implemented.
CME

departments

around the country were then given the

responsibility for requiring compliance with the AMA
regulations, a policing function.
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Public Support
State legislatures, as liaisons between the consumer public and the profession of medicine, started to
take action in the late 1960's and early 1970's.

CME

was mandated in over twenty-four states, resulting in the
development of specific requirements pertaining to CME
as conditions for medical relic ensure for the practice of
medicine (Berg, 1979:1173).

The fundamental objective

of CME as defined by the M1A concerned the ongoing educational process of the practicing physician as related
to improved health care.

Proponents of legislated CHE

stated this to be an important way to insure a level of
competence within medical practice.

This was a direct

response to the American public, whose awareness of the
medical care field had increased in recent years (Mechanic,
1974).

The conclusion which was drawn involved an

assumption that future government policies would be influenced by the degree of sensitivity of the medical care
field to the patient consumer public.
Briefly summarized, medical clients organized
within the last twenty years to demand some kind of
quality assurance from the medical profession.

The

A}~

took over the controversy by development of the elaborate
Physician's Recognition Award, which assumes that course
attendance improves health care delivery.

By doing this,
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the issues of standardized tests and evaluative methods
being controlled by the client, were sidestepped.

It should

be pointed out, however, that the relationship between
course attendance and changed practice behavior has not been
determined.

"Better" health care is also difficult to

document since no standardized treatment forms exist which
can be used to assess value of medical intervention.
What has resulted is (1) the development of a large
bureaucracy under the supervision and control of the AMA,
(2) effective avoidance of the testing alternative form of
quality control, and (3) increased costs of medical care.
The third result has been particularly acute since the
cost of CME rose 87 percent from 1976 to 1979.

In 1979,

CME was estimated to cost $3.6 billion (Dorian, 1979:139).
Inevitably, such costs are passed on to the medical client.
Testing the Ties Between the
AMA and Medical Practitioners
Among other things, CME is used by the AHA to
protect the boundaries of medicine.

The AMA has emphasized

it as an example of voluntary adherence to the highest
standards of professional integrity (Physician's Recognition
Award, 1969; Baue, 1980).

Often one finds references in

medical journals by physicians to the pre-mandated CME
days when CME existed purely for and by the encouragement
of physicians themselves,

without any evidence of public
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coercion (Stein, 1979:24; Stensland, 1966:662; Stinson and
l1ue11er, 1980).
Given the enormous changes in the last twenty
years in the economic climate, public opinion regarding
medicine, and the M1A posture concerning CME, the strength
of the boundary maintenance mechanism of Cl1E is of interest.
of the

One of the key ways of measuring the viability
A}~

itself is to test the institutionalized process

it maintains for protection from threats to its lines of
authority.

In this way, the medical profession can be

described by its core values, the points at which its
defenses are called upon.

Since the social context of

medicine has been undergoing significant changes, it would
be particularly important to highlight the impact of those
changes and medicine's responses on individual practitioners.
In order to examine the possible association among
physician attitudes concerning further issues of CME,
several variables were selected for statistical analysis
(Tables 3.1, 3.2).

First, an attitude item measuring

beliefs of the seriousness of CME as a problem for
physicians was cross-classified with a measure of CHE's
availability and the preferred form of CME (formal
courses and/or recertification examinations).

Belief in

the seriousness of CNE was tested by the question, "Some
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physicians feel that mandatory CME is in the national
interest, but others feel it is not."
know your opinion.

We would like to

Do you consider mandatory CME during

the next ten to twenty years to be:

(1) not a serious

problem, (2) a somewhat serious problem, (3) a serious
problem, (4) a very serious problem (see Table 3.1).
Availability of CME was measured by the following:
"Too few courses and conferences are offered to physicians
for CME" (Likert scale response categories).

The depen-

dent variable, types of preferred CME, was operationalized:
"One way to meet our needs for CME is to attend formal
educational courses.

Which one of the following choices

do you feel would best meet these needs:

(1) depend

entirely on formal CME (2) depend mostly on formal CME
(3). depend equally on formal CME and recertification
exams (4) depend mostly on recertification exams (5) depend
entirely on recertification exams.

This variable was then

dichotomized into (a) reliance entirely or mostly on
formal CME and (b) including exams as part of the CME
process.
These variables did not have factor loadings of
.30 or above in the factor analysis (see Chapter 2), but
were included for study nonetheless because of their
timely, substantive relevance.

Medical attitudes

regarding CME which did show up as significant factors,
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indicated a great
the positive

dea~

valu~

that CME should

of consensus among physicians about

of CME.

b~

The respondents strongly agreed

mandatory (as it is in Arizona), that

most physicians a&reed with them on this issue, and further,
that CME improved the: general practice of medicine.

Given

this high level o{ agreement, it was curious that these
other CME-related

var~ables

did not load significantly

In fact ~ thle type of preferred CME item showed a

as well.

negative loading (although not significant) within this
particular domain,
for analysis in

A~

T~ble

attitud~s

"counter"

a result, the variables described
3.1 comprise items representing

tp those described by factoring

procedures.
In

eight

testin~

loglinear models, the preferred

model chosen constrained two major findings to emerge as
descriptive of th\= dalta.

First, physicians not seeing CME

as a serious prob;lem tended to favor formal CME courses to
recertification

e~aminations,

availability of

C~

item.

for all categories of the

Physicians most likely to see

CME as a serious problem preferred courses to examinations,
but with

signific~ntly

less vigor.

Second, ppysicians stating there were too few CME
courses available were also likely to prefer courses to
exam alternatives.
course-taking was

Generally, physicians concurred that
mo~e

favorable than test-taking as aCME
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form.

However, those who favored examinations also tended

to define CME as a problem for the medical profession, and
disagreed with the opinion that too few CME courses were
available.
The willingness to consider other possibilities of
quality assessment (e.g. examinations) and the perceptions
that CME is a problem suggests a dissatisfaction with the
eXisting CME statute in the state of Arizona.

The availa-

bility of existing CME courses item also offered some
indication that some physicians are unhappy with current
CME levels.

Although small, this group constituted the

dissenting opinion, and is considered in the following
analysis.
In Table 3.2, preferred CME was continued as the
dependent variable, using medical specialty as the
independent variable, controlling for professional meeting
attendance (number attended within the last year).

Medical

specialty, although not a significant factor in the analysis
reported in Chapter 2, nonetheless describes physician
ties with the AMA.l

Specialty societies, generally AMA

branches directly or indirectly, all have individual requirements for membership.

Periodic certification

1. Medical specialty in this analysis shows 4
response categories, since surgery and internal medicine
were collapsed for this three-way, due to lack of
statistical difference.
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requirements are not uncommon for practice in specialized
types of medicine, and testing is a frequently used
certifying method.

As a rule, the more specialized the

medical area, the more requirements for society membership
prevail.

These requirements include course-taking, meeting

attendance, examinations, or a combination of the above.
Although one could expect that very specialized
practitioners would attend many professional meetings
and be more willing to consider exam options of CME, the
analysis this far suggests a more complex phenomenon.
Medical specialty did not show up as a significant active
AMA tie, indicating another element of the organization
issue.

Generalists, for example, mayor may not attend

many meetings and still prefer an exam form of CME because
it allows them to use test scores to improve their low
prestige ranking (Shortell, 1974) in the eyes of other
physicians and the public.

Their position in the profes-

sional hierarchy is hypothesized to influence their desire
for more objective "proof" of their competency.
The preferred model for the data in Table 3.2
shows qualified support for the above supposition.
Although most of the sample favored courses to exams,
generalists and the "other" category of specialists showed
the least resistance to examination options.

If one

assumes, as Larson does (1977), that physician ties to
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the medical organization are in fact necessary to the
professional dominance of medicine, the results follow
a certain logic.

Since general practitioners have loose

ties to the AMA (because they are not structured by medical
specialty), they show a willingness to demonstrate their
competence and "belonging" to the scientific community
through test-taking.

They may see test scores as verifiable

evidence of their knowledge and skills; something lacking
in most general practitioners' careers.

Therefore, testing

may be an opportunity for reaffirming organizational ties.
The "other" category of specialists included
orthopedic surgeons, cardiologists, urologists, gynecologists, onocologists, neurosurgeons and other more exotic
practice areas.

All of these specialties have close ties

to the medical organization umbrella, the AMA.

In general,

their memberships in specialty organizations require both
membership and certification in order to practice that
particular type of medicine.

Certifying exams are not

uncommon, as are additional residency periods.

Testing

seems to be more a feature of specialization than generalism in medicine, and it is plausible that specialists
would indicate some enthusiasm for this type of CME since
it is a form to which they are accustomed and in which
they are presumably skilled.
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Within specialties, however, pediatricians work
longer hours, get paid less, and are accorded less prestige
than other specialists (Shortell, 1974).

They are re-

sponsible for a very wide range of diagnostic problems for
quite a diverse clientele.

Given these constraints, one

can readily see how additional testing responsibilities
would be interpreted negatively.
Internists and surgeons also showed resistance to
test-taking requirements in CME.

The certification

procedures for the American College of Surgeons includes
a-voluntary testing instrument at the present time, but a
majority of surgeons fail the lengthy and difficult exam
the first time (Baue, 1980).

As a result, those experi-

ences may serve to color testing as an unfavorable eME
method.
The meeting attendance variable showed no effects
within categories of medical specialty.
represents an active

Since it

relationship with the AMA, it

was presumed that high meeting attendance would correspond
with certain types of specialty and a willingness to be
tested on medical knowledge.

It is interesting then that

this variable had no noteworthy effects when considered
with specialty.
One explanation may be that active participation
with the formal medical structure does not also represent
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informal relationships among practitioners or with the lay
public.

For example, the fact that generalists may want to

prove competency is indirectly related to AMA participation
but is directly related to "proving" qualifications to
other physicians and to the general public.

Meeting

attendance, as factoring indicates, does not address those
issues.
Attending many professional meetings could be
viewed as a way of showing competence, and yet this was
not shown to be the case.

One.would assume that generalists

especially, would attend lots of meetings, possibly as a
way of overtly showing qualifications.

Also, the "other"

specialists, because of their numerous course obligations,
would be expected to show up as the frequent meeting
attenders.

But all types of specialists were equally

likely to attend professional meetings, and prefer either
exams or courses for CME.
These findings suggest that practitioners differ
in their desires to show objective measures of their
medical knowledge, and that these differences can to some
extent, be explained by their medical specialization.

Also

shown 'tvas the lack of relationship between active AYlA
participation and medical specialty.

Active participation

in the AMA is evident for all positions in the medical
hierarchy. This is a particularly important result since
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maintaining participation levels for all constituent
types is an important indicator of organizational health.
Although SOllie practitioner types prefer more objective
indices of medical knowledge, virtually all practitioners
actively participate in their formal, professional
organization, the AMA.
Summary
Formalizing CME is one way in which the AMA has
responded to quality accountability demands from the lay
public.

Participation in lifelong medical education has

been requested as proof of physician competence.

The

relationship between course attendance and competency has
not been demonstrated empirically, but has been assumed by
medical consumer and medical practitioner groups alike.
Testing was another alternative available to the AMA in
order to document their interest in quality control.

This

was rejected by the physician constituency in light of
possibly unfavorable, as well as unknown consequences.

A

likely outcome would have been the use of objective measures
of medical knowledge by clients to compare physicians with
one another.

Since physicians currently have a large

degree of control over the size of their client groups,
this change would pose a serious challenge to that control.
Rather than relying on referrals from physicians, clients
could conceivably have access to published test scores of

65

practitioners.

As a result, they could make their own

decisions about whom to use as advisors on health matters:.
The analysis in this chapter examined the

attitud~s

of physicians with regard to CME issues in order to test
the viability of practitioner support of the AMA's CME
policies.

For most physicians sampled, testing was not al

desirable form of learning or evidence of professional
quality.

Rather, courses were preferred by at le.ast a tW9-

to-one margin for most categories of the CME attitudinal
items and medical specialty.

I

Since courses are voluntary I,

at least with regard to which courses to attend, physicians
may cringe at subjecting themselves to the
alternative.

testi~g

In the first case, no evaluation oQcurs,

while in the second case, they are tested about (1) theirl
judgment about what constitutes effective

learni~g

for

their area of medicine, and (2) their medical knowledge
base.
The data reported in the factor analysis section
also showed a high degree of consensus on attitu4inal
items regarding the medical profession.

Physiciqns

expressing the most pronounced congruence on one AMA policy
item also tended to agree with other AMA platforTIl measure:s.
In the cross-tabular analysis, active organizatiqnal tiesl
(as measured by professional meeting attendance) were
evident for all medical specialties.

The small

~roup

of

I
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physicians preferring exams were identified as general
practitioners and physicians practicing in very specialized
medical areas.
their status.

The former may be interested in improving
The latter may feel more at home with

testing than course-taking, due to certification requirements of their specialty societies.
The AMA, the core medical organization, is
successful in its attempts to unite the medical profession
both in terms of values and behavior.

Diverse practitioner

groups are drawn together under one professional umbrella.
Despite possible regional differences or disparate
clientele populations or countless other differing
characteristics and interests, the AMA is able to sustain
an observable measure of consensus on pivotal organizational
issues within its membership.

The very real challenge to

medical authority represented by other quality control
methods may be the reason for such medical solidarity on
this issue.
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Table 3.1.

Attitudes Regarding Continuing Medical
Education-Fitted Frequencies Under the
Preferred Model

CME
Ser. Problem

Too-few
CME

Exams

CME
Courses

Not serious

Disagree
Neutral
Agree
Disagree
Neutral
Agree
Disagree
Neutral
Agree
Disagree
Neutral
Agree

16.09
5.46
2.54
10.06
3.35
1.59
20.79
6.93
3.28
10.06
3.35
1.59

57.41
33.99
13.60
45.38
26.87
10.75
36.63
21.69
8.68
12.58
7.49
2.98

Somewhat serious

Quite serious

Very serious

L2
df
P

=

15.38
12
.22

P:t:~ferred

Fitt~g Qdds
Courses:Exams

3.57
6.34
5.35
4.51
8.02
6.76
1. 76
3.13
2.65
1.25
2.24
1.87
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Figure 3.1. Attitudes Regarding CME - Plotted Fitted Odds
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Table 3.2.

Medical Specialty, Professional Meeting
Attendance and Preferred CI1E - Fitted
Frequencies Under the Preferred Model

Medical
Specialty

Meeting
Attendance

General Prac.

0

1
2-3
4+
Pediatrics

0

1
2-3
4+
Int. Med./
Surgery

Other

0

1
2-3
4+
0

1
2-3
4+
L2
df
P

=

12.03
12
.44

Preferred CME
Exams
Courses
6.48
3.24
1. 71
.57
2.03
1.36
1.27
.34
3.23
2.06
2.32
.39
1.01
6.97
15.15
5.77

27.52
13.76
7.29
2.43
21.97
14.64
13.73
3.66
21.77
13.94
15.68
2.61
31.90
22.03
47.85
18.23

Fitt~d

Qdds

Courses:Exams
4.17
4.17
4.35
4.35
11.11
11.11
11.11
11.11
6.67
6.67
6.67
6.67
3.12
3.12
3.12
3.12
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Figure 3.2. Medical Specialty, Professional Meeting Attendance
and Preferred CME - Fitted Frequencies Under the
Preferred Model
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CHAPTER 4
MEDICINE'S RELATIONSHIP WITH THE
OTHER HEALTH-RELATED INDUSTRIES
Although medicine's boundaries are and have been
in a continual state of flux, there are some persistent
notions about what constitutes a problem subject to
medical scrutiny.

Nothwithstanding popular ideas about

the meaning of the word medicine, which include a fairly
democratic approach to the field (inclusive of physicians
and non-physicians alike), the adjective "medical" for
those closer to the medical profession refers to only
those things related to the science of medicine as it is
administered by physicians, both as medical scientists
and me4ica1 practitioners or clinicians.

This is perhaps

best exemplified by an interview with a physician who
denied having anyone in his family history participating
in the field of medicine, but when asked specifically for
the occupational categories of his parents, noted that his
mother had been a registered nurse (Savatsky, 1982).
The term, medical, refers to the general area of
health and illness, for which physicians have responsibility.
The non-physician occupations within medicine are
considered medical only in their ultimate supervision by
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phy~ici8Lns.

In this way, physicians maintain authority

ove+ all matters of health and bodily function.
The close contact between physicians and other
hea~th-related

professionals could result in confusion as

to ,.;rho held authority over some particular matter.

Physicans

avo:j.d this by distancing themselves-formally and informally.
For example, at the CME meetings at the University of
Ari~ona,

it was understood that one certain way to reduce

phy~iciam

attendance at a CME conference was to invite
The assumption was that physicians would see the

nur~es.

inf~)rmat:ion

as too basic and irrelevant to their medical

pra~tices.

In speaking with associate deans at both the

Col~ege

of Nursing and the College of Medicine, this

pre~upp()sition

was used to plan conferences.

In order to withstand internal pressures to
stal;tdardize medical practice (e.g. having one solution to
one or more medical "problems" supported by one's
spe~ialt:y
pra~ticE~

society), and external pressures to objectify
(e.g. certain consumer advocate groups demanding

comJ?etence tests for professionals), it is helpful to have
cle;;tr distinctions between medical and non-medical
are;;ts.
Every position within the medical hierarchy has a
stal<e in the hierarchy's survival since all positions are
sus '~ained by it.

Occas ional competi tion among groups
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develops but is speedily handled by coalitions of other
groups (for example, the competition between nurse
practitioners and registered nurses was resolved with the
development of an administrative focus of the latter).

In

general, however, most occupations seem content to increase
status on medical profession coat tails, since acting as
supports of physician organization

provides a more power-

ful collective base.
Autonomy Through Organization
A complex network of various 'occupational groups
and interests exists within the medical arena.

Overseen

by the physician constituency, many specialty health
workers are also included in the hierarchy of health work.
By working with one another, the groups develop constraints
on their authority while at the same time, sharpening lines
of responsibility.

Relative to other occupational hier-

archies, however, autonomy is increased

and maintained.

In this way, freedom is maximized through complicated interactive paths among organizations, formed to
represent and protect the interests of all of the subgroups.
Medicine, being the frontrunner and leader of all medicallyrelated occupations, certainly has the most to gain and lose
in maintaining the efficiency of such organizational ties.
One of the most cogent characteristics of the
medical profession is its pursuit of freedom through
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conformity.

The focus of the twentieth century profes-

sional organization (the

AliA

) has been on the unity of

the profession, as opposed to stressing the relationship
between individual physicians and those they serve
(Gilb, 1966).

Through support of the complex interactions.

among health work groups, autonomy is significantly
increased.

The physicians, in supervising negotiations

between and among other health care groups (e.g. between
nurses and health care advocates), are able to achieve
the greatest degree of occupational freedom.
A clear and cohesive organization of physicians is
a requisite for effective supervision of the many subgroups
within medicine.

The American Medical Association, in its

annual policy statements, has repeatedly made strides in
reducing competition among physicians (e.g. the ongoing
refinement of "restriction of trade" definitions in
referral practices and the more recent

AMA

crackdown

on pharmacist discretion concerning pharmaceutical labels
(Times-Picayune, June 19, 1983».

Codes of professional

courtesy support a cooperative effort among physicians as
well as laws regarding restriction of trade.

The AMA

while endorsing the above, has also been helpful in the
development and diffusion of a range of standard treatment
regimens for health disorders.
A united front- on the part of physicians facilitates the "falling into place" of the other health-related
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occupations.

Physicians retain superordinate status on

the health ladder, overseeing the functions and communications of the other groups.

In fact, until very recently

in many states, physicians and physician groups were
permitted to own certain units of corollary occupations
(e.g. pharmaceutical companies, convalescent hospitals,
etc.).

As a point of reference, it can be observed that

no such reciprocal participation on the part of nurses or
pharmacists with hospitals, clinics or private group
practices exists.
The Health Provider Team
Medicine today is typified by medical doctors as
the leaders·of the health provider team.

Other ancilliary

medical personnel maintain areas of their own health
responsibility.

At the same time, these health workers

exist in support of the medical profession, as defined by
physician.

This group of non-physical health occupations

has grown phenomenally in recent years to include practical
nurses, registered nurses, physician assistants, nurse
practitioners, blood-gas technicians (who assist in hearttransplant procedures), laboratory technicians, X-ray
technicians, physical therapists, respiratory therapists,
pharmacists and a multitude of other medically-organized
personnel.

When one considers the specialties developing

within some of these specialty groups, the number is even
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larger.

For instance, registered nurses now specialize

in gerontology, emergency room procedures, neonatal care,
and so forth to closely parallel physician speciality areas.
All of these specialty groups exist by the authority of the medical profession either explicitly and/or implicitly and for the express purpose of successfully maintaining

the

1977:30-61).

bound~ries

of medical responsibility (Freidson,

The very work performed by health "para-

professionals" is ordered by physicians, and in most cases,
the standards by which the work is actually performed is in
accordance with medical criteria.

The products of such

medical support workers are laregly consumed by physicians
in that neonatal registered nurses serve patients directly,
but really are responsible to attending physicians.
Laboratory analysts may be processing medical tests for the
benefit of the patient, but the test results are generally
given to and interpreted by the physician.
Paralleled with this extraordinary control over all
medically-related occupations in matters of work, one also
find conconmitant control over the labor market of these
groups since physicians employ the services of such
workers, either directly or indirectly.

Physicians also

coordinate the efforts of the support occupations in an
important non-technical way.
Physicians act as an interface between their
clients and other health providers.

Clients seldom
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interact with the non-physicians in a reporting way.

Nurses

are instructed not to discuss diagnosis, prognosis, or
treatment with clients.

In some more extreme cases, as

with cell-cloning analysts, even if clients were brought
face-to-face with the technicians, a physician translator
would be needed in order for the client to understand the
content and implications of the test results, since only
the physician has been exposed to the meaning of such
procedures, and only the physician has been taught how to
effectively communicate these results to the client within
the context of his or her illness/health patterns.
Cementing the leadership of the health-provider
team to medicine is the notion of "calling" for physicians
(larson, 1977:16).

All of the other occupations involve

training, technical expertise, high

levels of competence

at specialized functions, but only the physicians are required to have a "calling to heal."

Therefore,

physicians take on the responsibility of organizing the.
ethical components of healing and illness prevention,
becasue "medicine without caring is technics run wild"
(Mechanic, 1976:2).

Doubtlessly, the ties between physician

work and a spiritually-grounded "calling" developed because
of the physician's control over life and death being somewhat analogous to divine powers over similar realms.
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The Professional Dominance of Medicine:

Some Evidence

It is possible to discern the stratification within
medicine in several ways.

Certainly, remuneration can be

compared, as well as direct control over treatment.

Of

additional interest are the different ways in which physician
dominance can be detected through simple personal interaction.
Pharmacists present an acute example of physician
dominance in that they are required to attend four years
of college at the baccalaureate level, followed by four
additional years in an accredited school of pharmacy.
After this rigorous training, many go to work in drug stores.
As an associate dean of continuing medical education
said in casual conversation, "Pharmacists are the most
frustrated group of people in the medical field. ,,1

'VJhen

asked why, he responded by sayi.ng that they are not able to
apply their extensive knowledge in many ways.

Rather,

commercial pharmaceutical houses, drug stores and the like,
employ pharmacists and in most cases, do not permit direct
public contact.

When I mentioned that I frequently asked

the opinion of "commercial pharmacists" as a check on my
own physician's prescription, he became concerned and
asked whether or not treatment had been altered as a result
of such exchanges.

I replied that in some cases it had,

1. Source: personal contact during employment at
the College of Medicine, University of Arizona, 1982.
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although the physician had been notified and had actually
ordered the changes.

An obvious relief was expressed,

together with an admonition not to

incite pharmacists

to practice medicine without appropriate license, since
after all, "they hadn't been to medical school."

The

secondary and supportive nature of pharmacy had thus been
firmly established in the exchange.
Another associate dean of medical education in a
medical school told me about another supporting occupational category, that- of the detail man or pharmaceutical
company representative.

Detail men are employees of the

pharmaceutical companies, and whose primary assignment
is the visitation of practicing physicians for the
purposes of exposing clinicians to specific drugs, and
ul timately to persuade the physician to use thos:e drugs.
These presentations are often quite sophisticated, and
actually devised by physicians working for the drug
companies.

Results from scientific experiments regarding

the drugs in question are available, along with an
abundance of actual drug samples encouraging the clinician
to see for himself or herself the superiority of one drug
over another.

Testimonials from other physicians are

frequently included, as well as from various and sundry
client types.

The term "client type" is used deliberately
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since often the individuality of the client is obscured
in favor of a statistical category.
The frequency of visits from such drug company
representatives varies greatly, but most of

th~

physicians

in this study noted one or more such visits in a one-month
period (see Table 4.1).

Physicians were evenly divided lin

their judgement of how useful such visits were:

about 35

percent of the respondents noted the information received
from detail men was generally not useful,

whil~

34 percent

decidedly reported some utility from such visit;s (the
remaining 31 percent ·recorded a neutral response).
In two interviews conducted, the associ,ate dean
for medical education expressed some

irritatio~

suggestion that physicians use detail men

I

at the

cont~cts

as f0rms

of continuing medical education (especially wit;h regard:to
keeping up with information and use of new dru&s).

The

I

dean declared that such a suggestion may in faqt be true,
for some physicians, but she hoped it was not i,n the
majority of cases.

In another interview, the qead of one

of the largest departments in the medical school agreed:
wholeheartedly with the notion that physicians used detcli1
men contacts as forms of keeping abreast of
pharmaceutical developments.

In fact, he

th~

want~d

latest
to

institutionalize the whole exchange to some de&ree by
offering mini-residencies to pharmaceutical pe:t;'sonnel s(!)
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that they themselves could observe how the drugs were used,
catalogued, tested and debated within the university
hospital setting.

In other words, he wanted the physician

and pharmaceutical representative to "speak the same
language," or to expand their common frame of reference.
This is an important controversy for physicians
because one of the requisites of professions is control
over innovation and its diffusion (Gilb, 1966).

Control

over new information influences educational curricula and
virtually reinforces the legitimacy of new knowledge and
also affects practice.

For instance, medical knowledge

developed through the scientific method, by medically
trained scientists within a university research center, is
said to have legitimate grounding in that every step of the
process is within the management, administration, and
authority of the medical profession.

Although every inno-

vation meets some measure of resistance, these measures are
generally increased when the innovation is originated from
outside a given discipline (e.g. sociologists doing
research in the field of education and minority relations
who find their work being translated into state policies).
As has been well documented by Kuhn and others
(see for example, Kuhn, 1962; Polanyi, 1942; Kornhauser,
1962, Ben-David, 1971), the structure of the scientific
community is an essential feature to the

under~tanding

of
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scientific discoveries and inventions.

Effectively, blocks

to adoption are increased for innovations born outside a
particular field because the methods used and the assumptions made are
and possibly

di~ferent,

thus necessitating verification,

further testing.

The frame of reference is

no longer the same across academic areas, and the ties
created by common footnoting, acknowledgments and citations
do not perservere (Gi1b, 1966).

Therefore, pharmacists

doing and even reporting "medical" research may be suspicious1y considered by physicians.
Informal conferences in the corridors of hospitals,
medical journals, professional meetings, socializing with
colleagues, elaborate exchange networks (involving clients,
information, medical advice, etc.) are means for communicating medical knowledge.

The common denominator in both the

formal and informal means of diffusing new information in
medicine is the physician status of the teacher and the
learner.

Therefore, information having to do with improving

medical practice which is offered by non-physicians may be
met with some ambivalence.
Testing for Implied Hierarchies Between Medicine
and Other Health-Related Industries
The relationship between the institution of
medicine and the pharmaceutical industry can be studied in
the social contacts of physicians.

Although physicians

83

prescribe drugs routinely in most types of medical
practices, contacts with pharmacists are very limited.
Often, nurses actually place calls to the pharmacists,
specifying the drug, dosage, and duration of treatment.
Physicians, do however, have contact with detail men from
pharmaceutical companies.

The detail men visit physicians

to acquaint them with their products and offer persuasion
to use the substances.
It is hypothesized that medical professionals have
interest in maintaining optimal degrees of both closeness
and distance with the field of pharmacy.

On the one hand,

physicians must derive important information from the
pharmaceutical industry in matters of drug treatments.

On

the other hand, physicians must maintain control over such
information and its application in practice in order to
sustain their superordinate professional status.

How this

is operationalized is the question to be answered by the
data in this section.
It would be expected that physicians close to the
innovative front in medicine (early innovation learners)
would have distinct relationships with both the AMA and
the pharmaceutical industry.

Also of interest is how

physician relationships with the medical organization, the
AMA, possibly interact with ties to the pharmaceutical
industry in their effect on innovation learning, or the
scientific "hat" bf medical practitioners.
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In order to test the "distance" between medicine
and the pharmaceutical industry, three variables were
initially selected for study:
A}~

(1) an attitude measure of

policy (which was also related to medical organization

ties of physicians), (2) the evaluation of information
presented by detail men, and (3) the chronology of inno.
1 earn~ng.
.
2
vat~on
The first variable was measured by the question,
"Participating in Continuing Hedical Education improves
medical practice" (response categories:

strongly disagree

to strongly agree) (more detailed descriptions are covered
in Chapter 2 and Appendix C).

This variable showed a

significant factor loading with two other CME attitude
items (see Chapter 2).

Together with belief in its value,

respondents also supported its present mandatory nature in
Arizona, as well as supporting such legal requirements
elsewhere in the United States.

As a result of its strong

relationship with other attitudes supportive of the status
quo and

~

the first

policy, it was used as a control variable for
loglinear analysis of this section.

Relations with the pharmaceutical industry were
tested by asking, "Information obtained from detail men is
generally useful" (response categories: strongly disagree
2. For a more thorough description of the innovation variable, see Chapter 2.
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to strongly agree).

This item loaded significantly with

other domain factors relative to physician relationships
with the medical organization.

Within the factor dealing

with pharmaceutical representatives, it loaded positively
with another related item showing enthusiasm for more
pharmaceutical representative contacts.

For this reason,

it was selected for associational tests here as the
independent variable.
The innovation learning item was used as a dependent variable since it represents a powerful measure of
scientific orientation on the part of physicians.

_Accord-

ing to many scholars of the professions (see for example,
Larson, 1977; Stinchcombe, 1981), the scientific connection
is an important one for medicine to maintain.

Early

learning of innovations connotes a physician who reads
professional journals, attends specialty conferences,
consults with other knowledgeable physicians, and generally
is on the crest of all medically progressive waves.
This scientific posture would be expected to be
influenced by and influence the proximity and nature of
physician contacts with detail men.

Similarly, attitudes

congruent with dominant medical positions would be expected
of the early learners.
The preferred model for the data in Table 4.2
indicates the early learner physician as believing in the
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value of CME and devaluing information received from detail
men.

Although the structure of sampled physician attitudes,

as reported by factoring in Chapter 2, is positive regarding
CME and detail men, early learners represent a particular
dimension of those attitudes.

Support for CME by early

learners is shown, but a negative assessment of detail men
is also present.
Those physicians closest to the scientific leadership of the medical community show interest in maintaining
a strong organizational structure for all physicians, as
well as keeping a certain professional distance from
pharmaceutical representatives.

In viewing

~he

bivariate

correlations (Appendix D), innovation learning shows a
significant relationship with both independent and control
variables.

These effects are retained separately on the

dependent variable, Genex learning, when using the loglinear analysis.

This is a profound result since the

general attitude structure of the sample was positive for
both medical organization bonds and pharmaceutical industry
relatedness.
CME is part of the core institution of medicine,
and has been in existence since before mandated courses were
required for medical licensure and relic ensure; generally
it has been used as a vehicle

for educational, social

and political purposes for medical doctors.

Belief in
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its value for ph,sicians, constitutes a validation of
the precepts of the medical profession.

The late learners

and the non-respondents for the Genex item were more
likely to express a neutral or negative opinion of the
value of CME while also valuing contacts with pharmaceutical
representatives.

I

Detai. l me!n represent an industry which acts a
peripheral s'4Pport mechanism for medicine, but nonetheless
a

representa~:ive

of the profit-making market sector juxta-

posed to the service orientation of the medical profession.
To acknowled&e the expertise of pharmaceutical company
representatives and to imply that consultation with such
persons infl'4en6es medical practice, may be interpreted
as an encroaqhment of medical authority and wisdom for
scientificall,y or'iented physicians.

Pharmaceutical detail

men are sales; personnel with some technical knowledge
regarding

th~

drugs they attempt to sell, research regarding

pertinent sUQstances, their competitors, and drug usage.
However, high levels of formal education are not required
for such posi.tions, and employment in drug firms follows
standard empl,oyment practices of other industries.
It is; plalusible for the physicians who consider
themselves sqientr.ists in this survey to adhere to medicine's
most

fundame~tal

Iprinciples concerning the individual

practitioner's responsibility to keep up with the newest
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medical information, while at the same time devaluing one
of the sources of that knowledge.
One further test of the examination of the relationship between physicians and their ties to the medical
organization vis-a-vis the pharmaceutical industry involves
the cross-classification of variables presented in Table
4.3.

The number of professional meetings attended was

measured by the following question:

"Have you attended any

national, regional, state conventions of professional
societies in the last year?

Please give number" (response

categories were collapsed into none, one, and two or more).
The number of detail men contacts were divided into three
categories (1) none (2) one, and (3) two or more.
As per the factor analysis results in Chapter 2,
attendance at professional meetings was shown to be the
most important element in the organizational relationship
aspect of physician practice characteristics (Table 2.2).3
Further, the other pertinent features of medical ties were
memberships in professional societies, offices held in such
organizations and the submission and/or presentation of
scientific papers.

All of these items hold a common thread

3. Meeting attendance, showing four response
categories in Chapter 3, was collapsed into three categories here and in subsequent three-way analyses. Too few
frequencies in the fourth category made it impossible for
crosstabulation with polytomous dependent variables.
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in that an active effort to seek identification and participation in the organization of medicine.

Since dynamic

involvement connotes proximity to actual leadership in
planning and IIprogress,lI this variable was included as a
control for the three-way analysis.
The number of detail men contacts, however, did not
show a significant factor score.

In fact, its coefficient

showed an indication of a negative relationship (although
not significant, using the .30 level).

This variable' also

refers to behavior, rather than attitudes as do the other
pharmaceutical items.

As shown in Table 2.1, the structure

of respondent attitudes was clearly supportive of detail
men and the information communicated by pharmaceutical
representatives.

Generally, one would expect a link between

behavior and ideology, but this appears to be an example of
a direct contradiction between the two.

For this reason,

number of detail contacts was used as an independent
variable for the three-way 'cross classification.
High rates of attendance at professional meetings,
coupled with low numbers of contacts with detail men
exemplified the early Genex learners.

These findings support

the preceding data, since high levels of attendance can be
defined as representating close ties with the medical
organization, while few contacts with detail men can mean
a rejection of pharmaceutical industry information as an
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influence on practice decisions in medicine.

Again, the

data indicate that support for AMA-sponsored programs and
few pharmaceutical industry contacts are associated with
early learning of medical innovation.
In view of the apparent connection between ties to
the medical organization with early learning of a medical
discovery, it would be advantageous to determine the nature
of those ties; specifically if they were related to other
non-physician but health-related or medical-support
occupational bonds.

In Table 4.4, contacts with the medical

insurance and legal sectors were cross-classified with the
number of hospital affiliations of the respondent.

The

measure of physician association with the medical insurance
industry was worded:
claims?"

"Does your office handle insurance

(response categories were dichotomized into

affirmative or negative).

The possible relationship with

the legal profession, within the context of medicine was
measured by the following i tern:· "Does an attorney handle
your business affairs?" (response categories were again
dichotomized into yes or no).

Hospital affiliations were

simply requested of the respondents and then collapsed
into the following categories:

1 through 5 or more.

The insurance and legal contacts items both
appeared significant elements in describing physician and
practice characteristics (see Table 2.2).

On the same
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factor, were variables indicating the structure of the
sample as being one with younger physicians, physicians
graduating from Ivy League medical schools and clientintensive medical practices (those with high numbers of
weekly client visits).

This factor suggests an upwardly

mobile group of physicians (perhaps a redundant description), with no allusion to ties with the medical
organization.

The hospital affiliations item was selected

as the dependent variable since it reveals the activity of
a particular physician in practice.
The higher the number of such affiliations, the
more geographically diffuse a physician's practice, as
well as his or her network of professional colleagues.
The number of hospital affiliations, although not showing
a noteworthy contribution in the factor procedure, nonetheless acts as a liaison between organizational ties on
the one hand, and connotations of a more lucrative practice
(or at the very least, aspirations toward that end), on the
other hand.
As seen in Table 4.4, physicians who noted both
contacts with legal and insurance arenas also were most
likely to have a high number of hospital affiliations.
This indicator of ties to the medical organization was
shown to be significantly associated with number of
professional meetings attended, as determined by the
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Pearson's correlation coefficient statistic (r

=

.25,

P = .001), indicating that the higher the number of
hospital affiliations, the more actively physicians participate in medical association activities.

Hospital

affiliations was also significantly and positively correlated with all of the elements in the factor analysis
which described the upwardly mobile domain of medical
practice, save one; number of weekly client visits (see
Appendix D).

This suggests that affiliations served as

a bridge between organizational participation and certain
characteristics of medical practice.
As seen in this section, pharmaceutical company
ties exist for most physicians, with varying frequency,
but the meaning of those contacts are devalued for the
physician who keeps up with medical innovations and
participates frequently in AMA-sponsored professional
meetings.

In taking another measure of medical ties,

one finds a positive relationship between legal and
insurance contacts and the number of medical ties.

In

this case, however, contacts with these liaison type
personnel do not constitute a frontal attack on the autonomy
of the medical profession's ability to develop its own
innovations and educate its constitutency as to their use.
Admission of contacts with insurance and legal arenas
connotes a larger and thus, more successful practice which
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necessitates the use of additional support systems, while
contacts with detail men implies a diminished reliance on
traditional medical sources of information, validity, and
authority in matters of clinical knowledge.
Summary
In general, the above results indicate a tendency
for scientifically-oriented physicians to agree with AMA
formal policies (e.g. CME participation) while at the same
time supporting the more implied medical position (e.g.
maintenance of professional distance from detail men).
Both institutionalized and informal tenets of medicine are
understood and expressed by scientifically-oriented
physicians.
lhe distance and closeness to the pharmaceutical
industry hypothesized earlier as necessary for the professional dominance of medicine, appears in the different
physician roles.

The data in this section show that the

closer physicians are to the scientific leadership in the
profession, and the more they attend professional organization functions, the more distance is observable in their
dealings with representatives of the pharmaceutical
industry.

The degree of conformity to the scientifically-

oriented, professionally active role is associated with
few contacts with detail men and a general devaluation of
the utility of those contacts.

Conversely, the further a
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physician is from learning about new medical advances,
and agreeing with central AMA issues, the more frequently
he or she is likely to have contacts with detail men and
see those contacts as useful.
These role distinctions are important in understanding the relationship of medicine with other
health-related occupations.

On the one hand, medical

professionals use information and products distributed
and developed by the pharmaceutical industry.

In fact,

physicians less oriented to science rely quite heavily on
detail men for information.

On the other hand, however,

the medical leaders devalue such information and have few
contacts with pharmaceutical representatives.
The pharmaceutical industry acts as a support for
physicians, but one which is kept at arm's length.

Since

pharmaceutical innovations bear directly on issues of
medical practice, the autonomy of medicine is questioned.
Medical dominance of the pharmaceutical area is maintained
on a macro level by physician scientists overseeing
research, owning and managing pharmaceutical companies,
and lobbying for medical interests in legislative matters
concerning substance distribution.

On a micro level,

physician authority over pharmacy is maintained by physician
leaders' sparse contacts with and low opinions of information presented by industry representatives.
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With regard to legal and insurance industries,
thes'e do not substantively pertain to medical practice.
Instead, association with them represents medicine's
success in developing more elaborate and diffuse support
structures.

As a result, physicians increase their legal

and insurance contacts with increases in their practice
sizes.
This chapter has provided one way with which to
predict medicine's relationship with other health-related
occupations.

The more an occupation or industry addresses

issues directly associated with medical care delivery, the
further the distance between the two will be.

Larson has

asserted (1977) that in order to be successful, professions
must control a distinct, cognitive field.

In the case of

medicine, control over medical knowledge and practice
is maintained by management of health-related occupations
on both organizational and individual practitioner levels.
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Table 4.1.

Ties with the Pharmaceutical, Insurance
cmd Legal Sectors

Item

Response Category

Frequency

A.

About how many pharmaceutica1 detail men
called you or tried to
see you ~1i thin the las t
month?

None
One
Two or more
TOTAL

36.80
42.30
21.00
100.00

(147)
(169)
( 84)
(400)

B.

Which of the pharmaceutica1 periodicals
do you usually read?

None
One
Two
Three or more
TOTAL

53.50
30.70
11.20
4.50
100.00

(214)
(123)
( 45)
( 18)
(400)

C.

Information from
detail mEm is
generally useful.

Disagree
Neutral
Agree
TOTAL

35.00
30.70
34.20
100.00

(140)
(123)
(137)
(400)

D.

Does your office
handle m~;!dica1
insuranc~;! claims?

No
Yes
N/R
TOTAL

22.70
65.30
12.00
100.00

( 91)
(261)
( 48)
(400)

E.

Do you have an
attorney to handle
your business
affairs?

No
Yes
N/R
TOTAL

55.70
35.00
9.20
100.00

(223)
(140)
( 37)
(400)
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Table 4.2.

Cross-classification of Attitudes regarding
Nedica1 Practice, Pharmaceutical Industry
and Learning of Genex - Fitted Frequencies
Under the Preferred Hodel

Detail
Info. is
useful

CME improves
practice

Genex Learning
Early
Late
N7R

Fitted Odds
Early: Early:
Late
N/R

Disagree

Disagree
Neutral
Agree

5.38
4.48
33.15

4.65
2.38
2.97

2.93
5.13
4.94

1.16
1.88
11.16

1.84
.87
6.71

Neutral

Disagree
Neutral
Agree

2.75
2.29
16.9"6

5.58
2.89
3.56

1.80
3.15
3.04

.49
.80
4.76

1.53
.73
5.58

Agree

Disagree
Neutral
Agree

3.88
3.23
23.90

36.76
18.77
23.47

11.27
19.72
19.01

.11
.17
1.02

.34
.16
1.26

L2
df
P

9.30
12
.68
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Figure 4.1.

Attitudes Regarding :Medica1 Pr'actice. Pharmaceutical
Industry and ~ of Genex - Plotted Fitted Odds

12.0
Innovation
Learning

CME Improves

10.0
9.0
8.0
7.0
6.0
5.0

Medical

Practice

4.0
Odds on

Early

3.0

Genex
~

2.0

(relative
to late)

1.0

Agree

0.9
0.8
0.7
0.6
0.5

0.4
0.3
0.2

Neutral
Disagree

0.1

Disagr:ee

Neutl;'al

Agree

InforrIjation frOOll Detail Men
Is UsefUl
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Table 4.3.

Cross-classification of Ties to the Medical
Organization, Pharmaceutical Industry and
Genex Learning - Fitted Frequencies Under
the Preferred Model

No. of
Detail
Hen

No. of
Prof.
Meetings

Genex Learning
Early
Late
N7R

None

None

11.48

7.45

12.15

1.54

.94

One

9.97

7.82

7.05

l.27

l.41

Two or more

7.55

3.73

9.80

2.02

.77

None

19.40

18.04

1l.31

l.08

l. 71

One

16.84

18.94

6.57

.89

2.56

Two or more 12.76

9.02

9.12

l.41

l.40

One

Two or
More

Fitted Odds
Early: Early:
Late
N/R

None

7.13

14.51

7.54

.49

.95

One

6.19

15.24

4.38

.41

l.41

Two or more

4.69

7.25

6.08

.65

.77

L2

10.38

df

12

P

.58
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Figure 4.2.

Irmovatian
Learning

Ties to the Medical Organization, Phannaceutical Industry
and Genex Learning - Plotted Fitted Odds

Professional
Meeting
Attendance

2.0

1.0
0.9
Odds an
Early Genex.
Learning
(relative to
late)

0.8
0.7
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Table 4.4.

Ties to the Insurance·and Legal Sectors by }ledica1 Organization
Ties - Fitted Frequencies Under the Preferred Node1

Insurance

Law

No

No

29.78

10.33

8.18

Yes

7.22

4.67

No

57.22

Yes

24.78

Yes

L2
df
P

1

Number of hosEita1
affiliations
2
:3
4

Fitted Odds
1::3
1:4

5+

1:2

4.57

2.13

2.88

3.64

6.52

13.9

3.82

2.43

1.87

1.54

1.88

2.97

3.9

22.67

27.81
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2.05
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Figure 4.3.

Ties to the Insurance and Legal Sectors by Medical
Organization Ties - Plotted Fitted Odds
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14.0
13.0
Legal Contact

12.0

Odds on
One Hospital Affiliation (relative
to five)

10.0
9.0
8.0
7.0
6.0
5.0
4.0
3.0

No

2.0
Yes

1.0
No

Yes

Insurance Contact

CHAPTER 5
MEDICINE AS SCIENCE:

THE PHYSICIAN SCIENTIST

Developing the First Links
Modern medicine (nineteenth century and on) developed a connection between both science and technology
(Freidson, 1970a:37-42), a tie which would later serve
as an enforceable boundary for professional authority.
One of the key ways in which medicine has distinguished
itself from the other professions has been in its establishment and exercise of both scientific and expert authorities (Hughes, 1958:1-24).
Nedicine, in its growing affiliation with scientific research in the nineteenth century, became associated
with that realm.

This increased the status of medicine

considerably since many of the medical discoveries during
that time resulted in the more "successful" treatment of
clients.
The important link between bacteria and microorganisms and illness was finally documented, which was
followed by a rather productive period of immunological
research.

This focus in medical research ended in the

control of several infectious diseases, previously fatal
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to large segments of the population.

From this prolific

era in medical research, one can easily see the improvement of the health care product.

Also evident is the

development of the notion of quality control, which in
this case was originally tied to academic curriculum
(Stinchcombe, 1981).
As a result of medicine's initial interests and
association with science, it was also able to take over
the technology of health and illness.

Physicians had

historically been viewed as practitioners first (Pickard
and Puley, 1945), so including applications of scientific
research as part of the medical domain was a smooth and
effortless gain in authority.
The twentieth century reinforced this expanded
association with science and technology greatly.

Infec-

tious diseases, once responsible for so many human deaths,
were reduced both in number and consequence during this
period.

As a result, the clinical regimens for most

disorders involved a relatively simple change of environment or habit, together with the administration of a
drug.
Going to a physician was no longer associated with
further delibitation and possible death.

Rather, physician

visits more often than not, were the impetus for improvements in health, and relief of illness symptoms.

In

105
order to insure the continued control over this process,
however, physicians had to individualize treatment.

Other-

wise, pharmacists and nurses could administer an assembly
line type of medicine with similar outcomes as physicians.
Antibiotics, simple changes of environment and personal
habits could be prescribed as easily by non-physicians in
the health occupations as by physicians.
The organizational leadership of the medical profession recognized this possibility and responded efficiently through increased regulations and prescriptions
about what constitutes medical practice, how it should be
accomplished and who is qualified to do so.

The Flexner

report, together with increased numbers of AMA supportednorms, were brought within the purview of medicine during
this century (Freidson, 1970a:22; Larson, 1977:1-46).

The

unmistakable ties with science and technology bespoke an
expansion of the public's trust in medicine.
Individual physicians were analogized with members
of a "scientific team" (Illich, 1977:1-16).

This team was

defined as scientific because of the profession's close
relationship by that time with "scientific progress,"
therefore constituting access to privileged and coded
information.

Medicine carefully garnered its resources
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and resulted in being" ... the dominant controlled authority
over ... hea1th and illness" (Schneider and Conrad, 1980).
The medical profession's association with science
and technology is necessary for its professional dominance
over other health-related occupations (Freidson, 1970b:
17-11).

It is also a necessary feature for medicine's

expansion of authority (Navarro, 1977:1-42; I11ich, 1977).
Therefore, the individual practitioners must be socialized
into assuming the scientist/technologist roles.

In order

to insure continuity, this socialization has been institutionalized, in the form of medical school education,
internship and residency training.
Cl1E:

Formal and Informal Ties

Socialization into the scientist/technologist role
does not end in the formal training required for initial
medical licensure.

The ambitious goals and methods of

science and its applications are difficult to keep as
handy references for most private practitioners.

Being

isolated by time and distance from one's education and
peers creates jeopardy to the network of medical professionalism and medical science.
Physicians must reaffirm their ties with the
scientific community regularly (Durkheim, 1912), in order
to maintain the forward moving momentum of medical
authority.

The CME of physicians connects the various
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facets of medical practice with the role of the basic
scientist, which legitimizes clinical work.

After

residency is completed, CME takes o,Ter, providing a link
for the physician for the rest of his or her life between
the medical school and private practice in the community.
CME also serves several other functions.

First, it is

a visible method in which to demonstrate to the lay public
that physicians are scientists, dedicated to a lifelong
pursuit of knowledge.

Second, it is evidence of medical

competence, no matter how indirect.

Third, it is a

connection to the rest of the medical community.

Fourth,

it is a way of avoiding external audit.
The types of CME available to physicians are
varied.

For the purposes of the following analysis, a

range of formal to informal types of CME participation were
used.

First, the most formal and active of CME categories

is that of publishing and/or presenting scholarly papers.
Certainly this type of activity represents adherence to
the scientist role most closely.

A less formal way of

reaffirmation of scientific ties selected for study is
attendance at professional meetings.

These meetings

generally consist of sessions reporting research findings.
Attendance at these meetings is a way of keeping in touch
with the latest medical innovations, maintaining and
increasing contacts with other physicians, and showing the
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non-physician world the strength of the association between
medicine and science/technology.
The Contemporary Physician Scientist
Keeping up with medical innovations is a responsibility of the physician scientist and itis facilitated by
the medical organization.

In the following section, the

relationship between physicians' participation in the
medical organization and conformity to the scientist role
is analyzed.

Certain factors may predict an individual

physician's scientific orientation, which ultimately may
be used as a measure of integration into the scientific
community within medicine.

In this way, one can ascertain

the practitioner's participation and position in the medical
organization.

The following questions salient to describ-

ing the association between medicine and science will be
emphasized:
Knowledge of innovation is typically used
as an indicator of leadership in medical
science (Coleman et al., 1966).

Is knowledge

of innovation also tied to:
1.

active participation in science?

2.

participating in the organization of medicine?

3.

certain types of practice structures?

4.

specialty areas within medicine?

5.

application of recent innovation treatment regimens?
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The orientation of the physician to the scientist
role was broken down into two areas of analysis (1) knowledge of innovations, and (2) using innovations.

The

first section concerns the chronology of learning about a
medical innovation, Genex, and factors which identify early
physician learners.

The final section emphasizes the

application of innovations in three common treatment areas.
Knowledge of Innovation
In tables 5.1 and 5.2, cross-classification of
certain selected physician characteristics and medical
organizational ties will be tested, using the chronology
of innovation learning as the dependent variable.

The

question answered by the first table (5.1) concerns how
practice structure and active participation in medical
progress affect early learning of innovations.

The type

of practice setting was used as a measure of the former
while number of scholarly papers written (within a one
year period) was used for the latter measure.
Practice setting was specified by the question:
"Which of the following best describes your medical
practice setting?" (response categories:

(1) private solo

practice (2) private group practice (3) affiliation with
an institution or agency delivering medical care and (4)
(5) (6) were collapsed.into one response type since
teaching or research indicated University of Arizona,
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College of Medicine appointments,

where generally teaching

and research are requirement of held positions.

The "other"

category (6) was also added, since a very few University of
Arizona physicians did not choose either teaching or research
but identified themselves as University faculty.)

This

variable did not figure as a significant element of practice
or physician characteristics in how they relate to organizational
bonds, per the factor analysis.

Substantively, however, it

was believed to have descriptive value in its relation to
early learning and active organizational ties.

Consequently

it was used as a control for the loglinear analysis.
The number of papers written was determined through
the following item:

"\;Vithin the last year, at how many con-

ferences or meetings did you have the "opportunity to make a
presentation of a paper or submit a paper for publication
in a medical journa1?11

(Response categories:

last year (2) One (3) Two

thro~gh

(1) None in the

five (4) Six or more.)

It

was selected as the independent v.ariable because of its contribution to the active participation domain (Table 2.2).
The preferred loglinear model for these data demonstrates no three-way interaction.

The early Genex learner

tends to be found in private group practice or research
settings and is involved in writing scientific papers.
The interesting finding here is the private group
practice physicians showing up as early innovation learners.
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One would anticipate that physicians involved in teaching and
research within medicine would have first crack at information regarding medical developments.

Physicians in private

practice would be expected to be more isolated, both physically and socially, from the crest of any innovative wave.
More effort would have to be extended on the part of private
practice physicians in order to keep up with the latest
medical body of knowledge.

For instance, reading journal

articles, attendance at CME courses, dropping in at other
medical centers, would all constitute efforts exerted by
physicians in private practice in attempting to maintain the
most current medical standards.

The medical teachers and

researchers, on the other hand, work in the very social and
physical environment where the latest developments occur.
The information is closer to them in almost every dimension,
and timely diffusion would be expected.
Therefore, the finding that private practice group
physicians are also early learners suggests that physicians in
group practice are motivated to spend extra time and money in
order to keep their medical information current.

It is

plausible that a private group practice is a source of some
competition between and among physicians for professional
prestige, and thus acts as a spur to maintain currency of
medical information.
Table 5.2 shows the results of the cross-classification
of medical specialty, professional meeting attendance, and
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Genex learning.

Hedical specialty was selected for this

analysis, despite its lack of noteworthy contribution in the
earlier factoring process.

It did show to be related to

other key CME-related variables, per the Pearson's correlation
statistics (Appendix D), and substantively was deemed important in explaining early innovation learning.
The preferred model for these data shows minor
effects of meeting attendance on Genex learning for generalists.

For surgeons, internists and other specialists, the

effect of meeting attendance becomes more pronounced, showing
pediatricians most affected by this variable, with reference
to innovation learning.

Apparently, physicians attending no

professional meetings are more similar to those attending two
or more meetings than they are to the single annual meeting
attender.

It may be that attending one token meeting a year

may be more associat.ed with imnression management than with
true scientific orientation.
These findings also corroborate prestige ratings for
medical specialties in that general practitioners are ranked
lowest with regard to prestige (Shortell, 1974).

Prestige,

of course, would necessarily be related to integration into
the medical profession and physicians' relationship to the
"frontrunners" of medical expertise.

All of the other

specialties are fairly similar relative to innovation learning, indicating earning a medical specialty makes a physician
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more similar to his or her specialist colleagues while
increasing the social and professional gap with general
practitioners.
Using Innovations
Tables 5.3 through 5.5 illustrate the early innovator with medical practice consequences.

Genex learning was

cross-tabulated with the percentage of client visits, on the
average, resulting in the prescription of a drug (an estimate
individually requested of respondents and collapsed:

(1)

9-25%, (2) 26-50%, (3) 51-75%, (4) 76-100%).
The proportion of visits resulting in drug treatments
showed a notable clustering in the factor analysis of practice characteristics (Table 2.2).

The perti.nent domain was

best described by long client visits, and white, older, wealthy
women clients.

As a result, it was included as a control

variable for the three-way treatment.

These two variables

were then compared with three hypothetical treatment situations.

Physicians were asked to list the name of the sub-

stance (if any) most commonly prescribed for urinary tract
infections, migraine headaches, and ulcers in their practices.
These pathologies were chosen for study because of their widespread occurrence and variability of possible treatments. They
were selected for study after consultation with three physicians
on the University of Arizona College of Medicine faculty in
1981.
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In the first case, the possible drugs were coded
into four types:

(1)

very conservative--penicillin

family, (2) conservative--penicillinase-resistant,

(3)

liberal--sulfa and cephalorosporings, (4) radical-aminoglycosides. l In Table 5.3 under the preferred model, it
is clear that the more drugs a physician prescribed, the
more likely he or she was to be an innovator, and consequently, the more they prescribed radical treatments
for infections of the urinary tract.
In Table 5.4 the treatment prescription choices are
for migraine headaches.
chotomized:

(1)

Here the possible drugs are tri-

aspirin and nonprescription pain killers--

conservative, (2) anti-anxiety--liberal, (3) cerebral
vasoconstrictors--radical.

The preferred-model for these

data indicates that when comparing the most conservative to
radical treatments, the early Genex learners who prescribed
many drugs in their practices were most likely to be
radical in their treatment of migraine headaches.
Table 5.5 shows the same analysis using ulcer as the
focus of treatment preferences.

The ulcer treatments were

coded (1) conservative--antacides, (2) liberal--#2 antagonists, (3) radical--anticholinerics.

In this case also, early

1. This and subsequent pharmaceutical classifications were made with consultation with the University of
Arizona College of Pharmacy faculty (summer, 1981).
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learners showed a greater inclination for radical treatment
than either late learners or non-respondents.
The non-respondents, for the Genex item for all three
case disorders, showed decided preferences for the most conservative treatments.

One can conclude that

first, not

learning about innovations in a timely manner inhibits a
physician's decision to use innovative treatments.

Con-

versely, being an early learner corresponds with a tendency
to use liberal and radical treatments in practice.

Third,

refusing to respond to innovation learning questions, for whatever reason, is associated with conservative treatment
regimens.
Summary
The preceding analysis corroborated, in part, several
of the theoretical suppositions asserted earlier.

The medical

association with science is reinforced and sustained in the
role of the physician scientist.

This role, essentially devel-

oped by the medical organization, manifests itself in practice
philosophy, since physicians adhering closely to this role
support scientific precepts and methods.

The scientist role

also has consequences in clinical practice.
scien~ists

Physician

are more likely to use aggressive treatments.

The scientist/technologist role is a leadership position in
medicine.

It requires physicians to keep educationally

current, maintain active, formal ties with other physician
scientists, and apply the newest, most aggressive treatments for certain common disorders.
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The major hypothesis stated earlier q,oncerned the
importance of medicine's· association with sci,.ence and technology to its primary position among professi.ons:.

In this

chapter, the data analysis showed evidence of: both innovator
and technologist roles.

In fact, rhysicians learning of

scientific advances were found to be much mOl:e likely also
to

use innovations.

This pointed to a lea4ership role among
rel~tedl

practitioners, one which could easily be
work environment.

dence of medical leaders in private group
This is an important feature of
organized.

al~o

The analysis, however,

to a "gown"

?rovided evi-

pr~ctice.

medi~:ine

and how it is

Having an intellectual and practtcall leadership

solely associated with ivory tower settings

~ay

serve to

insulate the innovators from the rest of the medical corrrrnunity
and inhibit diffusion of innovations.
can become more pronounced with such

The tC'wn/,gown split
distinc~:ions

in roles.

By having scientific and technological leaders within the
practitioner network, a much closer bond with the scientific
corrrrnunity can exist.
Medical specialists were also identified as innovators,
which could help to explain the continuing trend toward
specialization within medical areas.

Specia~ists

likely to learn of innovations, possibly as
participation in AMA activities.

Although

found to attend professional meetings as

~

function of their

g~neralists

oft~n

(Chapter 3), leadership in medicine imolies

were more

were

as specialists

~nore

than one type

117
of participation in the AMA.
learners of new
and writers of

~edical

Medical leaders are also early

advances, users of those innovations,
journal articles about those innova-

m~dical

tions.
intJi~oduC!es

This

from Chapter 3

another finding linking the results

those presented here.

w~_th

Clearly, learning

of an innovation directly influences a physician's predisposition to

innovations in practice.

u~e

Therefore, CME

defined in broad terms, does affect medical practice--a
connection

assum~d

but not documented in much of CME literature.

Attendance at CMm: functions and participating in them (presenting papers) influences the chronology of innovation
learning, which, in turn, affects innovation adoption.
The
medical

dif~:usicm

organiza~:ion

I

of medical innovation is influenced by

and practitioner participation.

The

application of innovative treatments is linked with the amount
of drugs

prescril~ed

in medical practice and the chronology of

innovation learning. I Leadership in medicine involves both
educational

curr~ncy

and a willingness to use new knowledge.

This scientist rqle is facilitated by the AHA, specialty societies, and all
feature of the

C~~

prci>viders, making it a virtually built-in

l~rger

physician role.
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Figure 5.1.

Cross-classification of Practice Setting,
Number of Scholarly Papers, and Learning of
Genex: Fitted Frequencies Under the Preferred
Model

No. of
Papers

Practice
Setting

None

Solo
18.66
Group
19.78
Institution 10.56
Teaching/
Research
6.01
Solo
2.56
Group
4.10
Institution 1. 98
Teaching/
Research
.36
Solo
4.76
Group
4.74
Institution 1. 70
Teaching/
Research
8.77
Solo
0.0
1.38
Group
Institution 2.76
Teaching/
Research
4.86

One

Two-Five

Six or
More

L2

22.71

df

=

18

P

=

.20

Genex Learnin
Fitted Odds
Early Late N R Ear1y:Late Early:N/R

1

30.97 27.37
22.46 12.76
14.01 5.44

.60
.88
.75

.68
1.55
1. 94

5.56
5.02
5.49
3.10

4.43
3.42
2.41
.93

1.08
.51
.75
.61

1. 36
.71
1. 70
2.13

.40
4.02
2.73
1.15

.24
1. 21
.53
.15

.90
1.19
1. 74
1.48

1.50
3.95
8.94
11.33

4.11
0.0
.32
.75

1.11
0.0
.30
.48

2.13
0.0
4.31
3.68

7.90
0.0
4.60
5.75

.93

1. 22

5.23

3.98
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Figure

· 5~1.

Irmovation
Learning

Cross-classification of Practice Setting, Nunber of
Scholar1y Papers, and Learning of Genex - Plotted
Fitted Odds

5.0

4.0
3.0
2.0
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Early
Genex
Learning
(relative
to late)

1.0
0.9
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0.6
0.5

\

'

)
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'
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\
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Nunber of Papers Written (within last year)
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Table 5.2.

No. of
Heetings
None

One

Two or
More

L2

Cross-classification of Medical Specialty,
Professional Meeting Attendance and Learning
of Genex: Fitted Frequencies Under the
Preferred Model

Medical
Specialty
General
Pediatrics
Surgery
Internal
Medicine
Other
General
Pediatrics
Surgery
Internal
Medicine
Other
General
Pediatrics
Surgery
Internal
Medicine
Other
24.15

df

=

16

P

=

.09

Genex Learning
Early Late
N7R

Fitted Odds
Early:Late Early:N/R

7.95
11.30
2.27

14.36
7.99
2.38

15.69
4.70
1. 35

.55
1.41
.95

.51
2.40
1. 68

8.35
8.12
4.65
9.11
3.63

7.23
8.04
10.51
8.06
4.76

4.42
4'.84
6.84
2.83
1.61

1.15
1. 01
.44
1.13
.76

1. 89
1.68
.68
3.22
2.25

4.04
11. 56
1. 39
6.58
2.10

4.37
14.30
2.13
3.95
1. 86

1. 59
5.13
4.48
4.47
2.04

.92
.81
.65
1. 67
1.13

2.54
2.25
.31
1.47
1. 03

4.62
10.31

3.39
8.66

3.99
10.03

1. 36

1.16
1.03

1.19
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Figure 5. 2.

Cross-classification of Medical Specialty, Professional ~eting Attendance and Learning of Genex Plotted Fitted Odds

Innovation Learning
Odds on Early Genex Learning
(relative to late)

1.7
1.6
1.5

Pediatrics

1.4
Internal

1.3

~eli cine

1.2
Other

Surgery

1.0
0.9
0.8
0.7
0.6
0.5

_____

---- - ...____._

--------· __________ ____.----·

0.4
None

General
Practice

---------------

One

Professional Meeting Attendance

'IWo or IIDre
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Table 5.3.

Cross-classification of Genex Learning, Drug
Prescription and Treatment of Urinary Tract
Infections

Genex

leanring Drug

Early

0-25%
26-50%
51-75%
76-100%
0.25%
26-50%

Late

51-75/0

76-100%
0-25%
26-50%
51-75%
76-100%

N/R

L2
df
P

=

25.50
24
.38

Treat:rrent
V.
Conser. Conser. Lib.
8.27
8.27
5.73
5.73
11.82
11.82
8.18
8.18
18.91
18.91
13.09
13.09

2.41
2.89
3.37
4.33
1.48
1. 78
2.07
2.67
1.11
1.33
1.56
2.00

4.95
10.29
16.00
16.76
5.16
10.71
16.67
17.46
2.89
6.00
9.33
9.78

Rad.

Fitted Odds
1:4
1:2
1:3

1.04
2.78
2.09
2.09
1.04
2.78
2.09
2.09
.91
2.43
1.83
1.83

3.43
2.86
1. 70
1.32
7.99
6.64
3.95
3.06
17 .04
14.22
8.39
6.53

1.67
.80
.34
.34
2.29
1.10
.49
.47
6.54
3.15
1.40
1.34

7.95
2.97
2.74
2.74
11.36
4.25
3.91
3.91
20.78
7.78
7.15
7.15
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Figure 5.3. Cross-classification of Genex Learning, Drug
Prescription and Treatment of Urinary Tract Infection - Plotted Fitted Odds

Treatment Preference
Odds on V. Conservative
(relative to radical)
0-25%
20.0
19.0
18.0
17.0
16.0
15.0
14.0

26-50%
51-75% and 76-100%

13.0
12.0
Percentage of Client Visits
Resultine In

10.0
9.0
8.0
7.0

Drug Prescription

6~0

5.0
4.0
3.0

LO

Early

Late

Genex: Learning

N/R
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Table 5.4.

Genex
Learning
Early

Late

N/R

Cross-classification of Genex Learning. Drug
Prescription and Treatment of Migraine Headache:
Fitted Frequencies Under the Preferr~d Model

Drug

Rad.

0-25%
26-50%
51-75%
76-100%
0-25%
26-50%
51-75%
76-100%
0-25%

2.70
4.25
5.41
4.64
2.39
3.75
4.77
4.09
l. 91
3.00
3.82
3.27

26-50io

51-75%
76-100io

L2

9.78

df

18

P

.94

Treatment
Lib.
Conser.
2.61
7.84
8.50
14.05
3.41
10.22
1l.07
18.31
l. 98
5.94
6.44
10.64

12.93
13.22
1l. 75
9.11
13.20
13.50
12.00
9.30
17.88
18.28
16.25
12.59

Fitted Odds

3:1

3:2

4.79
3.11
2.17
l. 96
5.52
3.60
2.52
2.27
9.36
6.09
4.25
3.85

4.95
l. 69
l. 38
0.65
3.87
l. 32
l.08
0.51
9.03
3.08
2.52
l.18
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Figure

5~4.

Cross-classification of Genex Learning, Drug Prescription and Treatment of Migraine Headache - Plotted
Fitted Odds

Treatment Preference

Percentage of Client
Visits Resulting
In Drug Prescription

Odds on Conservative
(relative to radical)

10.0
9.0

0-25%

7.0
6.0
5.0

26-50%

B.O

51-75%
76-100%

4~0
3~0
2~0

Early

Late

1.0
Genex Learning

N/R
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Table 5.5.

Genex
Learning

Cross-classification of Genex Learning, Drug
Prescription and Treatment of Ulcer: Fitted
Frequencies Under the Preferred Model

Drug

Early

0.25%
26-50%
51-75io

76-100%
0-25%
26-50%
51-75%
76-100%
0-25%
26-30%
51-75%
76-100%

Late

N/R

L2

12.99

df

18

P

.79

Treatment
Conser. Lib.
Rad.
10.78
11.29
9.24
7.70
12.16
12.74
10.42
8.68
19.07
19.96
16.34
13.62

4.65
10.02
12.88
16.46
5.18
11.15
14.34
18.33
3.17
6.83
8.78
11.22

1. 81
3.61
4.06
4.52
1.68
3.35
3.77
4.19
.52
1.03
l.16
1.29

Fitted Odds

1:2

1:3

2.32
1.13
.72
.47
2.35
1.14
.73
.47
6.02
2.92
l. 86
1. 21

5.96
3.13
2.28
1. 70
7.24
3.80
2.76
2.07
36.67
19.39
14.09
10.56
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Figure ·5 ~ 5.

Cross-classification of Genex Learning, Drug Prescription and Treatment of Ulcer - Plotted Fitted Odds
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CHAPTER 6
THE PHYSICIAN CLIENT RELATIONSHIp·:
The Reason for Interaction:

THE MICRO VIEW

Setting the Stage

The definition of what constitutes a reason for a
medical visit is different for clients and for physicians.
Physicians often note the substance of many of the contacts
they do have with clients as trivial.

Mechanic points out

that appropriate reasons (non-trivial) are defined by physicians as those symptoms for which medical methods apply (1976).
Clients, on the other hand, generally seek medical attention
·when symptoms interrupt daily routines.
meaning of the

inter~ction

As a result, the

is colored in different ways for

the actors.
These dissimilar meanings have an impact in explaining outcomes of physician-client interactions.

The

physician's greater medical knowledge is assumed by the
client, which is another important reason for a medical visit.
The physician is considered more than just an expert in
matters of health and illness, however.

He or she is also

awarded prestige based on American values of strong respect
for higher education, medical education being the pinnacle of
such achievrnent.

The physician embodies important educa-

tional and work ethic values, as well as a generally
128
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higher income and life style level than his or her
clients.
The higher social status of physicians is reinforced by the fact that most of these are white males, and
also by the asymmetrical familiarity between actors (Goffman,
1956).

Often first names of clients are used while physicians

are addressed by their titles.

Personal client lives are

discussed and probed, while physicians' private lives are
inappropriate topics of conversation.

The formality of the

interaction is largely determined by the physician, the
higher status actor.
The status difference is confounded by two equally
important considerations - social class correlates and
physician role interests.

The higher social class of

physicians makes it difficult for them to understand why
rural and working class clients show a need to physicalize
illness or have problems with secondary relationships.

The

physician role, on the other hand, makes condescension a
prevailing force between physician and client.

The

physician's interest in the client's occupation is generally
artificial, since it is purposeful only to link environment
to a medical context.

The fact is, the actual social

interests of physicians relate most closely to persons of
similar status.
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The higher status of physicians also influences
the client's own evaluation of his or her physical condition.

For instance, if the symptoms brought to the

physician's attention are deemed trivial (using Mechanic's
definition, untreatable using current medical knowledge),
the client's interpretation of their seriousness would be
affected.
Characteristics of the Physician and Medical Practice
There are several physician and medical practice
variables which can influence client-physician interaction.
For the purposes of this study, two such variables were
selected:

practice setting and the scientific orientation

of the physician practitioner.
Practice setting involves physicians' relationships
with other physicians.

Most physicians today are extremely

dependent on one another (Freidson, 1973) for client referrals, consultations, information regarding the profession as
well as regarding medical innovations.

The medical doctors

of today are organization men rather than medical individuals
practicing professional autonomy (Mechanic, 1976).

The

general practitioner who makes house calls in small town
America has not existed for many years, although this image
has been sustained (partly through the efforts of the
American Mediaal Association).

Medical advisors even appear

on television productions in order to protect this Marcus
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Welby type of image.

The more prevalent and realistic form

is the group practice, medically incorporated structure
(Mechanic, 1974:31-45).
Physicians are members of business teams as well
as scientific teams (Illich, 1977).
of healers

~xist,

Further, a community

and membership is a requisite for clinical

practice (Goode, 1957).

Together, the medical profession

exemplified a complex network of personal and professional
ties, as well as rnanagment of executive and healer images.
Although group practice was mentioned above as one
type of practice, this term includes a multiplicity of
practice types from the most prestigious and money-making
medical corporations of Park Avenue to the neighborhood
clinics in inner cities.

Mechanic found (1976) that clinic

physicians were quite different from other physicians in
that they tended to refer clients out more, spent less time
with the average client, and were less "sensitive" to the
client with regard to social and psychological needs.
The physician characteristic selected for study concerned the attitudinal preference of practitioners for either
pursuit of professional ties or more time with clients.
Since this concept of maintaining close connections with
medical science proved most fruitful in previous chapters,
another measure of such a role was used here to analyze the
relationship between physician and client characteristics.
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In this measure, the respondents were requested to rate
medical versus client activities in terms of importance.

It

was expected that physicians in practice settings offering
more research possibilities (institutional affiliation and
teaching/research type settings) would demonstrate a
preference for scientific activities.
Client Characteristics
The relations of certain population segments to the
medical profession are smoother than those of others.
Specifically, those segments in which clients are most
likely to accept medical definitions without question are
apt to have the smoothest relations with physicians.

For

example, clients who lack trust in physicians make it more
difficult for physicians to carry out their roles as healers,
and thus make the relationship more difficult (Shuvall, 1970).
The relation between a physician and client is smoother when
the client trusts his or her physician's competence.

"Un-

desirable patients," that is, those who test physician
skills (either verbally or with the puzzling or chronic
nature of their illness), are often treated less sympathetically and given less physician time (Papper, 1970).
Women, as a population segment, have relatively
uncombative interactions with physicians, but only so long
as they assume the sick role in ways expected by physicians.
For example, a woman may be expected to be depressed in
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situations where a man would be expected to express anger.
A female client who is distrustful is likely to be dismissed
by her physician because she has not accepted the role as
defined and structured by physicians.
The sick role can also be more successfully applied
to some groups than others.

For instance, the feminine role

has been seen as more easily integrated with sickness,
weakness and disability, and hence the sick role has been
connoted with women more so than with men (Rothman, 1979:·39;
Oakley, 1976).

Women are allegedly more closely associated

with medicine (in a client capacity).

In the United States

physicians have been responsible for using medical definitions to commit women to insane asylums (Chess1er, 1972:32),
and to addict women to psychotropic drugs.

Oakley has

pointed out physician treatment of women has been bound by a
commitment to the "maintenance of the sentimental model of
family life" (1976), which reinforces traditional images of
women as weaker, more submissive, and needy of direction and
supervision.
Highly educated clients may violate a physician's
expectations by attempting to retain power over the process
of treatment.

In one of the interviews completed for this

study, a high-ranking medical school official and physician
unequivocab1y told me that non-medical university faculty
get the worst medical care of any client group, because
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fundamentally they are unwilling to assume a client role
successfully.

He went on with an example illustrating his

point about how a pharmaceutical representative with college
degrees in biochemistry had a two-year-old daughter who
needed a heart valve operation.

The child was referred by a

cardiologist to him. a cardiac surgeon.

The cardiologist

told him that the child's father was a (expletive), and to
be wary of him.

The surgeon took the case, nonetheless, and

allowed the father to ask questions about blood gas levels
during the anticipated surgery, the type of heart pump to be
used, and so forth.

After fifteen minutes, however, the

surgeon told the father that he would have to relinquish
authority over his daughter because the surgeon was the
expert, and seeing as he was the only person who could perform the surgery (no time was left for transfer), the father
should make up his mind quickly.

The father, of course,

agreed to the surgeon's terms and immediately stopped asking
any questions.

The surgeon, in relating the case, used this

as an example of the typical exchanges between physician and
client when the client has an educational background similar
to the physician's.
Low-income clients, like women, have been characterized as having smoother relationships with the medical
profession than their high-income counterparts.

Again, the

rationale offered by previous research has focused on the
tendency of lower-income groups to trust physician's
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decisions regarding diagnosis and treatment (Papper, 1970;
Pfeffer, 1970; Wilson, 1963:295).

The clients receiving

"free" medical care because of government aid programs are
similarly dissuaded from freely questioning medical
techniques, given the "charity" implicit in the service.
Since fairly clear boundaries define these client
population segments, it is likely that physicians do not
perceive these groups as serious risks to professional
automony.

One would expect weaker boundary enforcement

mechanisms in place in interactions with these client
groups.
The Interaction Between Ph¥sician
and client Characterist~cs
In order to examine the effects of certain client
population and physician characteristics, several research
questions were forumulated:
1.

What consequences do client characteristics
have for practice philosophy, treatment
regimen, physician attitudes regarding
clients, and innovation learning?

2.

How do client and physician characteristics
interact (if at all) in their effects on
innovation learning?

3.

How do client and physician characteristics interact (if at all in their
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effects on physician attitudes regarding the

la~

public?

The issue addressed in Table 6.1 has to do with
testing the relationship between client income and the
adherence of physicians to scientific norms.

In other

words, are physicians with predominantly low-income clients
more likely to express a scientific orientation in both
attitudes and practice?
The casuality question is not addressed here deliberately, since the data are limited to a cross-sectional
sample.

We do not know if scientifically-oriented clinicians

(at the time of medical school graduation) select into

certain types of practice settings and clienteles.

In

fact, one would expect a certain amount of attitudinal
change over time, influenced by a·variety of factors.

The

nature and degree of that change is not measured by the
data reported here, however.

Rather, the substantive

interest is liQited to the relationship between a client
characteristic, income, and the scientific attitudes and
behaviors of practicing physicians.
By reviewing the factor analyses described in
Chapter 2, an attitude regarding scientific norms was used
as the dependent variable for the analysis in Table 6.1.
Genex learning was selected as the control variable,
indicating behavior congruent with adherence to scientific
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norms.

In deciding the independent_ variable, the income

variable described in Table 2.2 was rejected for the loglinear analysis.

Instead, the question concerning the

percentage of clientele receiving government aid was used.
Income, although contributing significantly in the medical
practice characteristics factor, holds substantial problems
in interpretation.

Physicians did not provide actual

client incomes, and in fact generally do not have such
information.

As a result, their perceptions may be wrong

and misleading for generalization.

The correlation co-

efficient between percentage of clients at various income
levels and percentage of clients receiving government aid
was .007 (P

=

.45), indicating a lack of statistical

relationship between the two items.

Since one would expect

an inverse significant relationship, the lack of relationship signaled an inconsistency potentially problematic if
using the income variable.
The proportion of aid clients item, on the other
hand, holds more confidence for use, since insurance claims
are handled within medical practice billing.

This gives

physicians a firmer base from which to form perceptions
regarding the economic status of clients.

The following

categories were used for the percentage of clients on aid
question, ultimately used as the independent variable for
study:

(1) 0-25%, (2) 26-50%, (3) 51-75%, (4) 76-100%.
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The variable measuring adherence to scientific
attitudes was worded:

"Keeping informed of scientific

developments is more important than spending additional time
with patients."

(Response categories:

to strongly agree.)

Under the preferred

strongly disagree
loglinear model

for the data in Table 6.1, physicians who had the highest
percentage of aid clients and who were Genex early learners
were also the ones who agreed with the opinion that time
spent on keeping abreast of scientific developments is more
important than spending additional time with clients.
Those physicians rating currency of medical knowledge as more important than spending time with clients can
be labeled as favoring a profession empllasis in their
practices.

One can infer that these physicians would not

consider bedside manner as important a skill as the more
client-oriented physicians.

In other words, the amount and

degree of personal interaction is probably reduced for the
science-oriented physicians, while the reverse would be
true for the client-oriented physician.
These findings supported previous studies noting
lower amounts of physican time being spent on lower-income
clients (Mechanic, 1974; Levin, 1974; Shuvall, 1970).
Medical clients representing lower social classes have also
been found to be associated with lesser "questioning
behavior" and more passive acceptance of medical diagnosis
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and treatment (Wilson, 1963; Savatsky, 1982; Navarro, 1977).
It is plausible that physicians with more passive client
populations feel more freedom to pursue and maintain their
ties with medical science.

Clients with more active roles

in the physician-client interaction may take up more
physician time and energy.

Their physicians, as a result,

may find a client orientation more appropriate for their
particular type of medical practice.
In Table 6.2, a possible boundary maintenance mechanism available to physicians in their interactions with
clients was considered.

Especially relevant was the sexual

composition of the clientele, used as the independent
variable.

Practice setting was used as a control for the

loglinear

procedure.

Given previous research showing a

relationship between female clients and smooth physicianclient interactions, it was anticipated that the strength
of the boundary reinforcement would be affected by the
sexual composition of clientele, within categories of
practice setting.
Sexual composition of clientele was found to be a
significant element in a factor describing medical practices
of sampled physicians (Table 2.2).

The structure of these

characteristics included older white female clients with
middle-to-high incomes.

Also related were long office

visits and a high proportion of visits resulting in drug
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prescriptions.

These features reinforce results from

other research profiling the "average" medical client
(Chessler, 1972; Oakley, 1976).
Practice setting was used as a control, since it
was expected to delineate the effects of the independent
variable futher.
and Appendix C.

Its measurement .is described in Chapter 5
Nothwithstanding its unremarkable relation

to other practice-related characteristics through factoring,
it was incorporated for the subsequent three-way analysis
because of its substantive salience.

Practice setting

reflects a descriptive stratifier which offers an indication
for the practitioner's access to ties with various aspects
of medical organization.

The attitude question was worded:

"Medical information appearing in the lay publications is
harmful."

(Response categories:

strongly agree.)

strongly disagree to

Sexual composition of medical practice

was coded (1) 50% male and 50% female, (2) mostly male, and
(3) mostly female.

As seen in Table 6.2, the model

selected to represent these data reflects positive effects
of female-dominant practices, coupled with institutional or
university practice settings, or disagreement with the item
that public access to medical information is harmful.

In

other words, physicians with mostly female clients tend to
be more receptive to medically-oriented information appearing in lay publication,s.
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One explanation for these findings lies in the
differences in male versus female audience publications, and
more importantly, the distinct ways in which exposure to
such information is interpreted and possibly expressed.

If

Oakley's suppositions are correct, one would expect
physicians not to perceive females as threats to medical
authority, regardless of the amount of knowledge of clients,
since that knowledge would be doubtlessly expressed in a
manner congruent with the sick role.
Practice setting reveals an interesting effect in
that the institutional and university environment, together
with having predominantly female clients, is more conducive
to the consideration of diffusion of medical knowledge to
the lay public as harmless.

From previous analyses, it is

clear that these particular practice settings are closely
associated with a scientific orientation as opposed to a
client "caring" orientation (see especially Chapter 5), thus
indicating a specific dimension to the physician scientist,
as well as its effects on the physician-client relationship.
Physicians maintaining a scientific posture are more prone
to expressions which show more latitude than other physicians
concerning public reach of medicine (within certain key
constraints).

For instance, if the public knows how to

present the information in a manner facilitating the
physician (e.g., following or playing the sick role). such
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information is deemed unobjectionable.
physici~ns

Conversely,

in private practice settings (in both solo and

group types) are more likely to express the opinion that
medical information in lay publications is ostensibly harmful, although expressing increasingly less concern in this
area as the proportion of female clients increases.
SUmmary
In the preceding section, physician identification
with a science orientation in medical practice was shown
to be related to certain client population types.

The two

client variables highlighted were income and sexual composition of clientele.

Both variables held a common thread,

as determined by previous research reviewed.

Low-income

clients, as well as female clients, have been characterized
as more tractable and compliant than middle-to-high income
and male clients, especially in response to medical decisions
of physicians.

In this study, a medical practice of women

and low-income clients is also associated with scientifically-oriented physicians.
Certainly, maintaining a scientific position as a
physician takes time and commitment.

A more passive

clientele may offer an increased opportunity for such
activity.

On the ,other hand, an assertive client popu-

lation may test the boundaries of medical authority, which

143
takes time and energy. on the part of the physician away
from scientific ties.
Although the respondents were not directly asked
if their clients posed a threat to medical authority, they
were asked their opinion of medical information appearing
in lay publications.

The only client group for which this

was viewed in a positive light was the mostly female
clientele category.

The mostly male or evenly divided male/

female client populations were represented by physicians
who largely disagreed with the above position.

Since

females have been identified in other research as more
trusting of their physicians and medical advice, it is
likely that physicians find it easier to trust them with
medical information.
To what degree the sick role makes possible the
medical progress in such insitutional settings is still
undetermined.

From the data in the preceding tables, one

is able to offer a reasonable explanation that the physicianclient interaction is necessarily symbiotic.

Physicians are

influenced in their scientific ties by their client
constituencies.
~,

The more passive the client popUlation

the greater the practitioner adherence to a science-

emphasized role, which, in turn, enhances the possibility of
progress.

It may be that medical progress hinges on a docile

(low-income and female) client population.
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Table 6.1.

Cross-classification of Client Characteristics,
Genex Learning and Attitudes about Medicine:
Fitted Frequencies Under the Preferred Model

% Client

Receiving Genex
Aid
Learning
Early
Late
N/R
Early
Late
N/R
Early
Late
N/R
Early
Late
N/R

0-25

26-50

51-75

76-100

L2

=

9.71

df

=

12

p

=

.64

Ke§Qing :!:!l2 With Scienee is :t-"".Dst ~or.
Disagree Neutr~ Agree
36.87
41.62
39.51
4.43
6.19
3.38
2.97
2.58
1.45
6.72
6.62
3.66

19.32
23.14
13.54
2.69
3.98
1.34
2;68
2.47
.85
2.31
2.41
1. 27

10.81
8.24
4.95
.88
.83
.29
3.35
1. 96
.70
2.96
1. 97
1.07

Fitted Odds
Disagree: Disagree:
Agree Neutral
3.41
5.05
7.98
5.03
7.45
11. 66
.89
1.32
2.07
2.27
3.36
5.29

1. 91
1.80
2.92
1.65
1. 55
2.52
1.11
1.02
1. 71
2.91
2.75
4.46

145
Figure 6.1.

Cross-classification of Client Characteristics,
Genex Learning and Attitudes About Medicine Plotted Fitted Odds

Scientific Attitude

10.0

Genex Learning

9~0
8~0

7:0
6:0

/R

5~0

Odds on
Disagree with
the Idea that
Keeping Up
With Science
Is More Important than
T:ima Spent
With Clients

(relative to
agree)

4;0

3.0
2.0

1.0
0.9
0.8

0-25

26-50

51-75

76-100

Percentage of Clients Receiving Aid
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Table 6.2

Cross-classification of Sexual Composition of
Client Population, Practice Setting and Attitudes
Regarding Medical Information in Lay Publications:
Fitted Frequencies Under the Preferred Model

Client
Sexual
Compos. Setting
50/50

Host1y
Male

Mostly
Female

Medical Information in
Lay PUbS. is HarmIuT
Disagree Neutral Agree

Solo
11. 59
8.46
Group
Institution 6.28
Teaching/
Research
9.67
Solo
.85
Group
2.30
Institution 6.06
Teaching/
Research
1. 78
Solo
25.56
Group
11.23
Institution 9.66
Teaching/
Research
6.54

L2

6.99

df

12

P

.86

Fitted Odds
D:A
D:N

11.11
16.53
7.47

27.30
20.00
6.25

1.04
.51
.84

.42
.42
1.00

7.88
.76
4.18
6.71

8.45
2.39
6.51
7.23

1. 23
1.12
.55
.90

1.14
.36
.35
.84

1.35
8.13
7.28
3.82

1. 86
28.31
12.48
4.52

1.32
3.14
1.54
2.53

.96
.90
.90
2.14

1. 77

2.69

3.69

2.43
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Figure 6.2.

Cross-classification of Sexual Composition of Client
Population, Practice Setting and Attitudes Regarding
Medical Information in Lay Publications - Plotted
Fitted Odds

Attitude
Regarding
Lay Access to
Medical Information
Attitude

Practice
Setting

3.0

Teaching/
research
Institution

2.0

Odds on Disagree
that ~dical
Information
in Lay Publications is Harmful
(relative to
agree)

1.0
0.9
0.8
0.7
0.6
0.5
0.4
0.3

Solo and
Group

------

Mostly
Male

50/50

(private
practice)

Mostly
Female

Sex Canposition of Clientele

CHAPTER 7

CONCLUSIONS
The medical profession presents an opportunity to
examine an extremely successful occupation within the
context of a particular area of work.

Medicine has

accomplished Larson's requisites (1977) for successful
professionalization and has been able to maintain control
over those criteria throughout the present century.
study has addressed four of those requisites:

This

(1) develop-

ment of an organization structure responsible for licensing
practitioners, (2) definition of a cognitive base with
observable boundaries and enforcement of those boundaries,
(3) the advancement of a strong bond between theory and
research, and (4) maintaining distance between the client
constituency and the practitioners, thus keeping the client
"incompetent."
The Medical Organization
The AMA is the primary organizational framework of
the medical profession.

It actively establishes policies,

medical norms, licensing procedures, and generally oversees
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running of the medical institution.

Apart from internal

concerns, the AMA has been involved in influencing legislation,
supervising the education and licensing of other healthrelated occupations, as well as managing public images of the
medical field.

Although the Al1A's jurisdiction originates

in the medical field, its authority is more diffuse.
Such large organizations as the AJ1A may sometimes have
difficulties in maintaining control over the core constituency.

The medical profession is bound together by a similar

educational experience (required by the criteria for medical
schools by both the AMA and the American Association of
Medical Colleges), similar status in the eyes of the public
(physicians of all types rank high in prestige scales),
and similar background characteristics such as race, sex,
and parental social class (Kleinbach, in preparation; Continuing Survey of Physicians, 1972).

Despite these common

elements, American physicians represent divergent client
groups, geographic regions, medical specialties, and ongoing
ties to the profession.

As a result, the AMA has a complex

task to accomplish in keeping its authority base over all
physicians.
In this study, several aspects of medical organization
and its relationship with practitioners were examined.
First, several issues pertaining to

A~

policy were identified,.

and practitioners were surveyed as to their congruence to
those issues.

The results indicated that the AMA is still
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able to achieve an impressive amount of congruence on key
policy matters.

~fuen

ranking the attitude items in terms

of their impact on the organization, the question most
likely to jeopardize the status quo (preference for either
courses or recertification examination forms of Q1E) was
also the one exhibiting the most consensus.

The respon-

dents favored the existing way of doing things, which also
A}~

represents the

position.

Consideration of active organizational participation also showed a significant proportion of physicians
attending professional association meetings at least
once a year.

Over one half of the physicians sampled

reported two or more such trips annually.

These profes-

sional association meetings are almost without exception
branches of the

~,

or at the very least sponsored by the

parent organization.
In summary, the

~

is a large organization of

diffuse interests and membership.

It is able to keep an

efficient level of support of its numerous and diverse
constituency on key organizational issues.
Medicine's Relations with Health-Related Industries
Given the possible infringement of various healthcare occupations on the medical profession, it is necessary
for the medical organization to define .and protect its turf.
The individualization of medical treatment is a strong norm
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within medicine, but in fact, much of the actual treatment
regimens used are quite similar.

To insure the authority

of medicine prevails, it is necessary to make certain that
the health "para-professionals" do not (1) learn of the
extent of the standardized treatments and diagnostic procedures, and (2) push for the right to administer and
supervise some of those treatments and procedures.
A case in point is the issue of blood testing.
These tests are ordered for a variety of different reasons,
ranging from being required for marriage licenses to establishing pathology type.

Certainly non-physicians are

charged with the carrying out of these responsibilities,
but always under the legal responsibility of the physician
laboratory director .
.A more explosive possibility lies in the area of
drugs.

Although many drug commercial names exist as

appropriate for a narrow range of disorders, they can
generally be categorized into no more than three or four
general categories. l

Reading the latest Physician's Desk

Reference offers the non-physician access to thorough
descriptions of the substance, its uses, effects, and other
pertinent information.
Theoretically, a lay person or at least a pharmaceutical company representative or pharmacist would be able
1. Interview with College of Pha.rrn<:lcy faculty
University of Arizona (summer, 1981).
'
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to match the appropriate drugs and disorders for treatment.
The medical profession, however, stresses the uniqueness
of clients and the danger of such general approaches.
This constitutes one of the important boundaries of medical
authority.
This. study examined the strength of medicine's
defense of that boundary by surveying physicians regarding
their contacts with pharmaceutical company representatives and the meaning of those contacts for practitioners.
The results showed a physician tendency to devalue those
encounters, as well as frequent interactions with the lowvalued detail men.

In stratifying this relationship by

the chronology of early innovation learning, the early
learners reported both fewer contacts with detail men and
assessing them as of little value.
These findings supported the idea that this area
bore physician attention as a possible threat to autonomy.
Defense of medical authority boundaries was reported as
stronger for the practitioner "leaders" in that they
expressed a complete rejection of any pharmaceutical industry contact.
When considering other related industries, another
result was evident.

Insurance and legal industry ties

increased with ties to the medical organization, indicating
~

positive impact on physicians.

The difference between
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these two types of contacts and the one described above
is profound.

Insurance and legal personnel constitute a

non-medical helping function, while pharmaceutical representatives actually attempt to 'educate medically their
clients.

The latter upsets the assumption of the primacy

of physician medical knowledge, which is a direct challenge
of medical authority.
Medicine's Ties with Science
Medicine's association with science

vTaS

well

established by the beginning of the twentieth century.
However, this association is an ongoing process which must
be renewed and strengthened.

One of the most important

ways in which this can be observed is in the development
of a science orientation within the practitioner role.

Not

only are some physicians actively involved in basic science
. research, all physicians are encouraged to develop a particular facet of the practitioner role into a scientific
one.
The results in this study showed a relationship
between innovation learning and innovation adoption.

Early

learners were also active participators in professional
meetings and the writing of scholarly papers.

They also

tended to use the latest medical treatments more than
later learners.

This points to an important link between
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passive learning and application.

The active scientist

practitioners serve as models of the medical profession's
association with both science and technology.
The less science-oriented physicians, on the other
hand, exhibited reluctance to spend time learning of new
innovations.

They also resisted using the newer, more

aggressive treatment regimens in their medical practices.
Although they showed significantly less inclination for
professional meeting attendance and report writing of
medical research findings, they were represented in these
areas.

They tended to be private practitioners in a solo

practice setting, and more often than not were nonspecialists.
Most importantly, the scientist role was evident in
the teaching/research practice setting as well as in group
private practice.

Bridging science with technology is a

crucial link for medical authority (Larson, 1977).

Finding

scientific leadership in both town and gown settings
strengthens the effect of such a bridge for the professional
dominance of medicine.
The Clients in Medicine
This study has repeatedly pointed out ways in which
the professional dominance of medicine is maintained and,
in some cases, expanded.

The client, as an individual, has

no means to effect medical practice.

In general, the
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client is of a lower status than the physician, as well as
lacking organizational power.

Also, the nature of the

interaetion favors the power of the physician.

Mostly

such interactions occur in a medical domain, with the
client largely ignorant of the diagnostic and treatment
process--except for what the physician chooses to tell him
or her .
Taken as a group, however, clients pose quite a
different set of responsibilities for physicians.

Certain

social characteristics are associated with specific
demeanors and attitudes which can significantly affect the
degree of physician autonomy which can be exercised.
In this instance, two of these client characteristics were used for study:

income and sex.

Those physi-

cians 'with practices consisting of most of their clients
receiving government aid were shown to be quite different
than physicians with a more affluent clientele.

In short,

physicians with mostly aid clients expressed a marked
preference for the leader scientist role.
One can infer two basic principles from these
results.

First, aid clients probably constitute a passive

group with regard to diagnostic and treatment decisions
which permits the physician more time to pursue research
intere~sts.

Second, indigent clients, by definition, are

socially distant from physicians, possibly making them
less "'desirable" for extended interaction with practitioners.
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Women also have been characterized by previous
research as more passive medical clients.

Similar to the

above findings, physicians with mostly female clientele
showed stronger ties to a science orientation than those
physicians with mostly male or equally male and female
clientele.
Further, physicians with mostly female clients also
expressed weaker defenses of medical boundaries.

In gen-

eral, medical information in lay publications is discouraged
by physicians, and yet those physicians with predominantly
femal.e clientele showed less resistance to such information
release.

This indicates that the perceived passivity of

certain group (1) allows physicians more time to reaffirm
ties with the scientific community, and (2) results in less
stringent defense of medical .lines of authority.
One could also argue that reaffirmation of medical
ties results in more commitment to the scientific enterprise
within medicine.

This, in turn, may lead to revolutionary

moments in the notion of progress for medicine.

Progress

translates into strength for the profession, since its
applications provide the opportunity for packaging an
observable benefit to hUmankind.
Summary
The various dimensions of medicine identified in
this study offer some directions for further research.

The

157
medical profession is impossible to capture in descriptions
of practice, practitioners, clients, or other singular
approaches.

Rather, the practitioners' ties to the core

medical organization are central in understanding seemingly far-flung phenomena such as client-physician interaction.

This work is a beginning in the multidimensional

analysis of the medical occupation, necessary in thorough
explanations of professional dominance and its many manifestations and consequences.
The medical profession is made up of a strong
organizational umbrella and foundation.
cians from both above and below.

It supports physi-

The structure inbetween

is complex and delicate, flexible to change and elusive to
measurement.

Because of these almost paradoxical features,

it requires a larger conceptual framework for study.

The

outline needed adequately to describe the medical profession must include:

(1) consideration of the physician

relationships to the medical organization, (2) measures of
the "distances" between medicine and other health fields,
(3) medicine's control over its own progress and technology and how physicians participate in those relationships, (4) influences of client populations--on physicians
as well as on the medical profession, (5) the medical
position vis a vis the public's need for service, and (6)
the medical organizations's posture regarding medical
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issues, licensing, medical education, legislation affecting
medicine, and other topics relating to professional status.
While developing touchstones for research in
medical sociology, it is also important to be aware of the
"management bias" described by Roth (1962).

Studying the

medical profession and/or working within it may predispose
investigations to enhance the profession rather than to
analyze it critically.

APPENDIX A

THE UNIVERSITY OF ARIZONA
HEALTH SCIENCES CENTER
TUCSON, ARIZONA 85724 .
COLLEGE OF MEDICINE
OFFICE OF CONTINUING MEDICAL EDUCATION AND OUTREACH
(602) 626-6173

. August 18, 1981

The following questionnaire was developed by the
University of Arizona Office of Continuing Medical
Education and Outreach in order to discover more
about the continuing medical education needs of
Arizona health providers.

This represents an effort

on the part of our office to achieve continuing
medical education objectives more effectively.
If you would like a summary of the results of this
research project, please provide the necessary
information requested at the bottom of the page.
Your participation is essential and will be greatly
appreciated.

N~~

__________________________________________

ADDRESS

---------------------------------------------
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THE UNIVERSITY OF ARIZONA
HEALTH SCIENCES CENTER
TUCSON, ARIZONA 85724
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COLLEGE OF MEDICINE
•
OFFICE OF CONTINUING MEDICAL EDUCAnON AND OUTREACH
(602) 626-6173

November 9, 1981

It is important to know how physicians feel regarding their
experiences with continuing medical education. The attached
questionnaire was developed by the University of Arizona Office -of
Continuing Medical Education and Outreach in order to discover more
about the continuing medical education needs of Arizona physicians.
This represents an effort on the part of our office to achieve
continuing medical education objectives more effectively.
We have selected a small sample of Arizona physicians in order to
represent the interests of this state's physicians. From" the list
of Arizona physicians, your name was selected, using a random
selection process. Your cooperation is critical to the thoroughness
of the survey and is greatly appreciated. Anonymity of response is
guaranteed, as research will only be reported in statistical
summaries. Individual responses will not be identified.
If you would like a summary of the results of this research project,
please write your name and address on the back of the return
envelope provided. Thank you again.
Sincerely,

Robert M. Anderson, M.D.
Associate Dean
Continuing Medical Education
and Outreach
University of Arizona
RMA:CMH:dv
Attachment

Christine M. Haska, M.A.
Educational Research
Continuing Medical Education
and Outreach
University 'of Arizona

THE UNIVERSITY OF ARIZONA
HEALTH SCIENCES CENTER
TUCSON, ARIZONA 85724
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COLLEGE OF ~,fEDICINE
OFFICE OF CONTINUING MEDICAL EDUCATION AND OUTREACH
(602) 626-6173

December 15, 1981

Dear sir,
Several weeks ago, the enclosed questionnaire was sent to your
office with a request that you complete and return it. Since
your name was drawn as part of a small sample of Arizona physicians,
it is important that your opinions are included in this research
project. If you have already mailed the form, thank you for your
participation. If not. please do so at your earliest convenience.
This questionnaire was developed by the University of Arizona Office
of Continuing Medical Education and Outreach in order to discover
more about the continuing medical education needs and interests
of Arizona physicians. This represents an effort on the part of
our office to achieve continuing medical education objectives more
effectively.
Your cooperation is critical to the thoroughness of the survey and
is greatly appreciated. Anonymity of response is guaranteed, as
research will only be reported in statistical summaries. Individual responses will not be identified.
If you would like a summary of the results of this research project, please write your name and address on the back of the return
envelope provided. Thank you again.

Sincerely,

Robert M. Anderson, M.D.
Associate Dean
Continuing Medical Education
and Outreach
University of Arizona

RMA:CMH:dv
Attachment

Christine M. Haska, M.A.
Educational Research
Continuing Medical Education
and Outreach
University of Arizona

WE BIG PICTURE
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Q - 1 Some physicians feel that mandatory continuing medical education is
in the national interest, but other physicians feel it is not. We
would like to know your opinion. Do you consider mandatory continuing
medical education during the next ten to twenty years to be: (Please
circle number of your opinion).
.
I
2
3
4

NOT A SERIOUS PROBL~~
A SO~ffiWHAT SERIOUS PROBLEM
A SERIOUS PROBLEM
A VERY SERIOUS PROBLEM

Q - 2 One way to meet our needs for continuing medical education is to
a~tend formal education courses.
Which one of the following choices
do you feel would best meet these needs: (Please circle number of
your opinion).

1

DEPEND ENTIRELY ON FORMAL CONTINUING
MEDICAL EDUCATION
2 DEPEND MOSTLY ON FO~~L CONTINUING
MEDICAL EDUCATION
3 DEPEND EQUALLY ON FO~~L CONTINUING
MEDICAL EDUCATION AND RECERTIFICATION EXAMS
4 DEPEND MOSTLY ON RECERTIFICATION
EXN-IS

5 DEPEND ENTIRELY ON RECERTIFICATION
EXAMS

Q - 3 To what extent do you favor or oppose each of the items listed below
concerning continuing medical education (CME)?
Please circle your oninion for each item
A

should be required by
law, as it is in Arizona.

STRONGLY
OPPOSE
OPPOSE

~EUTRAL

FAVOR

STRONGLY
FAVOR

B Too few courses and conferences are offered to phySTRONGLY
.
. OPPOSE OPPOSE
sicians for C~~.

NElrrRAL

FAVOR

STRONGLY
FAVOR

C There are far more courses
and C~ conferences available STRONGLY
than their value can justify OPPOSE OPPOSE

NEUTRAL

FAVOR

STRONGLY
FAVOR

D In general, there are too
few visits from detail men

STRONGLY
FAVOR

~~

STRONGLY
OPPOSE

OPPOSE·

~EUTR'-\L

FAVOR

E In general, t!1e appearance
of medical in=ormation in the
lay publications does more
STRONGLY
OPPOSE
harm than good.

OPPOSE

~EUTRAL

FAVOR

.

STRO~GLY

FAVOR

CME DIRECTIONS
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Q - 4 Here are some general summary statements about the lives and practices
of physicians.

Does your own experience lead you to agree or.disagree?
Please circle your opinion for each item

A In most cases, it is more
important for a physician
to acquire additional technical skills than to work
on skills dealing with the
social psychological problems of patients.

STRONGLY
DISAGREE

DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

B Most physicians believe
that CME should be mandatory.

STRONGLY
DISAGREE DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

C Participation in CME improves medical practice

STRONGLY
DISAGREE

DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

D Generally speaking, the
new developments in medical science have made a
physician's practice more
difficult

STRONGLY
DISAGREE

DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

E In most cases, it is preferable to apply a treatment most likely to cover
all eventualities than
tailoring the treatment to
the precise nature of each
individual case.

STRONGLY
DISAGREE

DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

STRONGLY
DISAGREE

DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

STRONGLY
DISAGREE

DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

STRONGLY
DISAGREE

DISAGREE

NEUTRAL

AGREE

STRONGLY
AGREE

F

Keeping informed of new scientific developments is more
important than devoting more
time to patients.

G Is it your opinion that
physicians are overusing
invasive tests where sensitivity from clinical signs
would be to the patient's
best interest.
H Information obtained from
detail men is usually useful
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Q - 5 Aside from official out-of-town meetings, do you ever drop in at leading hospitals or medical centers, or calIon former classmates associated with them, when you are in other cities? (Please circle the number
of your opinion).
NO
2 YES

1

Q- 6

(number of

~imes

in last year

-----')

Is there any particular city, school, hospital or other center that you
look to as a source of medical knowledge for you?
NO
2 YES

I

(which one(s)?

------------------------:)

Q - 7 Within the last year, at how many conferences or meetings did you have
opportunity to make a presentation of a paper or submit a paper for
publication in a medical journal?
I NONE WITHIN THE LAST YEAR
2 ONE WITHIN THE LAST YEAR
3 nvo TO FIVE IN THE LAST YEAR
4 SIX OR MORE IN THE LAST YEAR

Q - 8 Planning continuing medical education programs is a problem when considering the busy schedule of the practicing physician.
you agree with the following items?

To what extent do

Please circle your opinion for each item
medical practice has
changed as a result of
C~IE participation. . . .

STRONGLY
DISAGREE DISAGREE

AGREE

STRONGLY
AGREE

I am more likely to attend a conference where
there is a nationally
reputed speaker . . . . .

STRONGLY
DISAGREE DISAGREE

AGREE

STRONGLY
AGREE

Generally, professional
meetings held on weekends are easier for me
to attend . . • . • . •

STRONGLY
DISAGREE DISAGREE

AGREE

STRONGLY
AGREE

With regard to scheduling, half-day sessions
are preferable to all-day STRONGLY
sessions. . . . . . . . . DISAGREE DISAGREE

AGREE

STRONGLY
AGREE

the average, Tucson
is a convenient location for CrlE for me. .

AGREE

STRONGLY
AGREE

~Iy

On

STRONGLY
DISAGREE DISAGREE

Q - 9 Please list the medical journals you receive regularly.

Q -' 10

Q-

11
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For the most preferred journals listed above. how many articles do you
usually read in an issue? (Please circle number of your opinion).
I ALMOST ALL
2 MORE THAN HALF
3 LESS THAN HALF
4 ARTICLtS UF SPECIFIC TOPICS ONLY
Here are some titles of some articles that have appeared in recent issues
of the Journal of the American Medical Association. (Please circle the
number of the one(s) you have read).
"Antimicrobial Prophylaxis in Surgical Patients" (Crossley
and Garnder)
2 "Diagnosis of Intra-Abdominal and Pelvic Abcesses by
Computerized Tomography" (Koehler and Moss)
3 "Use of Thyroid Supplements in Relation to the Risk of
Breast Cancer" (Shapiro et all
4 "The Probability of Surviving Coronary Bypass Surgery"
(Hoffman et al)
1

Q - 12 lVhich of the periodicals sent out by pharmaceutical houses do you
usually read?

(Please circle the items of your choice).

1 "CIBA Clinical Bulletin"
2 "Antibiotic Newsletter" (Pfizer)
3 OTHER (Please specify ______________________________

Q - 13 About how many pharmaceutical detail men called you or tried to see
you within the last month?

(Please circle the number of your opinion).

NONE
2 ONE
3 Tl~O OR THREE
4 FOUR OR FIVE
5 SIX OR MORE
1

Q - 14 Please rank order the goals of continuing medical education for you.
REVIEW OF MEDICAL INFORMATION
DEVELOPr-IENT AND MAINTENANCE OF PROFESSIONAL CONTACTS
LEARNING OF NEW ~1EDICAL KNOWLEDGE
ACCU~ruLATING CONTINUING MEDICAL EDUCATION CREDITS FOR
RELIC ENSURE
OTHER (Please explain ______________________________

Q - 15 Please rate the University of Arizona Continuing Medical Education
programs you have attended relative to programs sponsored by other
organizations (Please circle the number of your response).
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1 NOT APPLICABLE - HAVE NOT ATTENDED A UNIVERSITY
CONTINUING MEDICAL EDUCATION PROGRAM
2 DEFINITELY BETTER
3 A LITTLE BETTER
4

ABOUT THE SAME

5 A LITTLE WORSE
6 DEFINITELY WORSE

Q - 16 Which University of Arizona Continuing Medical E4ucation programs
did you attend in the last year:
Advances in Therapeutics (July 10-12, 1980)
- - Pediatric Development Diagnosis (Aug. 14-16, 1980)
Pediatrics (Sept. 13, 1980)
- - Obesity Control (Sept. 26-27, 1980)
Pulmonary Diseases (Oct. 11, 1980)
---- Management of Common Neurological and Neurosurgical Problems
(Oct. 17-18, 1980)
_ _ Endocrinology (Nov. 8. 1980)
_ _ Geriatrics (Nov. 20-21, 1980)
_ _ Sports Medicine (Dec. 3-6, 1980)
Rheumatology (Jan. 10, 1981)
- - Physical Diagnosis Skills (Feb. 14, 1981)
_ _ Infectious Diseases (March 5-7. 1981)
_ _ Emergency Care Update (Feb. 19-21. 1981)
_ _ Therapeutics (March 14. 1981)
.
____ Pediatric Approach to Learning Disorders (March 27-28. 1981)
_ _ Pediatrics (April 11, 1981)
_ _ 6th Annual Update Primary Care (April 21-25, 1981)

Q - 17

If Continuing Medical Education were not mandated. which forms do
you think you would use most? (Please rank order)
____ local hospital continuing medical education programs.
____ University of Arizona continuing medical education programs
____ professional society meetings
other organization-sponsored continuing medical education programs
____ self study through use of videocassettes
_______ self study through library research
____ self study through reading of journals
_ _ other (Please explain ____________________________

-Q - 18

I prefer the format of the conferences I attend to have the following
format(s). (Check as many as applicable.)
___ didactic lecture
_ _ workshops
demonstrations
_ _ presentations of case

lecture regarding
- - - medical research
st~dies
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Q - 19 How many clinical conferences, staff meetings, or periodic lectures
have you attended in the past year at your home base hospital?
(Please write in number.).

Q - 20 Please list any memberships you hold in professional societies.

Q- 21

Hmv many offices have you ever held in professional organizations?

The nature and significance of Continuing Medical Education may depend on the
type of medical practice involved. Here are some questions about the type of
medical practice in which you are engaged.

Q - 22 Have you attended any national, regional, state conventions of professional societies (last year)?
NO
2 YES (how many? _ _)

1

Q - 23

Please estimate the following percentages regarding your patients.
AGE:

SEX:

19 or under
20-39
40-59
60 or older

male
female

%
0,
'0

%
o.

'0

%
--0

'0

ETHNIC:

Asian
Black
Hispanic
Indian
White

%
%
%
%
%

INCOME:

($5,000
$6-10,000
$11-20,000
$21-30,000
>$30,000

%

RECEIVING GOVERN1,IENT
AID:

%
%

--0.

'0

%

%

Q - 24
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Which medical school did you attend?

Q - 25 When did you graduate from medical school?

Q - 26 Which of the following best described your medical practice setting?
(Please circle the number of your response).

1 PRIVATE SOLO PRACTICE
2 PRIVATE GROUP PRACTICE
3 INSTITUTION OR AGENCY
4 TEACHING (FULL TIME)
5 RESEARCH (FULL TIME)
6 OTHER (Please specify ____________________________~)

Q - 27 Which of the following positions comprise your medical office staff?
(Please circle the appropriate responses).
PART-TIME:
FULL-TIME:

Receptionist
Nurse (RN, PA, or FNP)
3 Bookkeeper
4 Dietician/Nutritionist
5 Other (Please specify
1
2

1 Receptionist
2 Nurse (RN, PA, or FNP)
3 Bookkeeper
4 Dietician/Nutritionist
5 Other (Please specify

--------------------)
Q - 28

------------------~)

Does an attorney handle your business affairs?
1

NO

2 YES

Q-

29

Does your office handle insurance claims?
NO
2 YES

1

Q - 30

Please estimate the number of office visits per week in your
medical practice.
1
2

Q - 31

~OT

APPLICABLE
VISITS

Please estimate the length of the average office visit in your
practice.
1 NOT APPLICABLE
2
MINUTES

Q - 32

Please estimate the percent~ge of office visits resulting in the
prescription of a drUg.

Q - 33 What is your age?
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Q - 34 What hospital(s) are you affiliated with?

Q - 35 What is the length of time you have been in your current medical
practice?
_ _ years

Q - 36 What is the distance between your office and the nearest hospital?
miles
Some areas of clinical practice have to do with continuing medical education
more than others. One such area is pharmacology, and the following questions
are designed to measure the extent of substance diffusion within medical
practice, as related to continuing medical education.

Q - 37 Which aminoglycoside do you generally use for gram negative infection?
(Please rank order in terms of frequency of use).
Gentamicin
- - - Amakac in
Sisomycin
--____ Tobramycin

Q - 38 Which of the following best describes the date you first started using
each of the substances listed below.
each substance).

--

Gentamicin
Amakacin
Sisomycin
Tobramycin

1 1969
2 1970
3 1971
4 1972
5 1973
6 1974
7 1975
8 1976
9 1977
10 1978
11 1979
12 1980
13 1981

(Please indicate number beside
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Q - 39

In the instance of Amakacin, how did you learn about it first?
Briefly describe the
situation ______________

Colleague
Lecture/professional meeting
_ _ Journal artie! e
Hospital
Patient
Pharmacist
_ _ Detail man
Journal advertisement

-Q - 40

If you use Amakacin now, which source of information was most instrumental
in your decision to adopt Amakacin?
Colleague
Lecture/professional meeting
Journal article
Hospital
Patient
Pharmacist
Detail man
Journal advertisement

Prescription of drugs is done on a case by case level. Indications for use are
evaluated by consideration of individual patients. In the list of clinicai
situations below, please write the product name{s) of the substance (if any)
you most often prescribe.

Q - 41

DEPRESSION
GRAM POSITI\'E INFECTION
ULCER
MIGRAINE HEADACHEHYPOTENSIVE SHOCK
URINARY TRACT INFECTION
GRAM NEGATIVE INFECTION

Q - 42

What is your medical specialty?

Q - 43

What is your occupation?
M.D.
R.N.
P.:\.
N.P.
OTHER (PI ease specify

APPENDIX B

173
Results from Guttman Scaling
Margina1s fitted:
1

2

1

3

1

4

2
2
2

3
4
4

Variables entered:

Genex is variable 1; Toramin is

variable 2; Amax is variable 3; Sisomin is variable 4.
After iteration, largest deviation:
.00902

APPENDIX C
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Table 1.

Physician Characteristics

Item
A.

lVhen did you graduate from
medical school?
1939 or earlier
1940-1949
1950-1959
1960-1969
1970 or later
No response
TOTAL

B.

10.50 (42)
13.50 (54)
22.20 (89)
26.50 (106)
21. 70 (87)
5.50 (22)
100.00% (400)*

What is the length of time
you have been in your
current practice?
Less than 5 years
6-10 years
11-20 years
21-30 years
Over 30 years
No response
TOTAL

C.

Frequency

36.75 (147)
25.25 (101)
17.50 ( 70)
8.50 ( 34)
1.25 ( 5)
10.75 ( 43)
100.00% (400)

What is your medical specialty?
General practice
Pediatrics
Internal Medicine
Other
No response
TOTAL

17.00 ( 68)
14.80 ( 59)
16.00 ( 64)
45.25 (181)
9.50 ( 38)
100.00% (400)
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Table l.--Continued

Physician Characteristics

Item
D.

Frequency

Which medical school did
you graduate from?
Ivy League
Non Ivy League
No response
TOTAL

59.00
35.20
5.70
100.00'70

(236)
(141)
( 23)
(400)

*Percentage totals may not equal 100.00% due to computer
rounding. This will be true for all subsequent tables.
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Table 2.

Hedica1 Practice Characteristics

Item

A.

Which of the following best
describes your medical
practice setting?
Private solo
Private group
Institution/agency
Teaching
Research
Other
No response
TOTAL

B.

35.00
27.00
16.20
4.50
.20
9.20
7.70
100.00%

(140)
(108)
( 65)
( 18)
( 1)
( 37)
( 31)

46.00
23.80
15.00
2.00
4.70
8.5
100.00/0

(184)
( 95)
( 60)
( 8)
( 19)
( 34)
(400)

36.25
20.75
16.25

(145)
( 83)
( 67)

( l~OO)

Please estimate the number of
office visits per week in your
practice.
1-50
51-100
101-150
151-200
201 or more
No response
TOTAL

C.

Frequency

Please estimate the length of
the average office visit.
10 minutes or less
11-15 minutes
16-20 minutes
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Table 2.--Continued

Hedica1 Practice Characteristics

Item

21-25 minutes
Hore than 25 minutes
No response
TOTAL

Frequency

1. 75

7)
15.75 ( 63)
8.75 ( 35)
100.00% (400)
(
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Table 3.

Background Characteristics of Client Population

Item

A.

Please estimate the following
percentages regarding your
patients: white.
0-25%
26-50%
51-75%
76-100% .
No response
TOTAL

B.

4.50
10.80
27.00
35.20
22.50
100.0'70

( 18)
( 43)
(108)
(141)
( 90)
(400)

8.20
5.30
23.00
13.00
7.00
43.50
100.0%

( 33)
( 21)
( 92)
( 52)
( 28)
(174)
(400)

28.00
5.55

(112)
( 22)

Please estimate the following
pe~centages regarding your
patients: income. This is a
composite descriptor of client
incomes using modal category.
Mostly $5,000 or less
Mostly $6-10,000
Host1y $11-20,000
Mostly $21-30,000
Mostly over $30,000
No response
TOTAL

C.

Frequency

Please estimate the following
percentages regarding your
patients: percentage receiving
some type of government aid.
0-25%
26-50'70
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Table 3.--Continued

Item

51-75%
76-100%
No respones
TOTAL

Background Characteristics of Client
Population

Frequency

3.75
7.00
55.70
100.00%

( 15)
( 28)
(223)

(400)
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Table 4.

Ties with the Pharmaceutical Industry

Item

A.

About how many pharmaceutical
detail men called you or tried
to see you within the last
month?
None
1-3
4 or more
TOTAL

B.

36.80
42.30
21.00
100.00

(147)
(169)
( 84)
(400)

23.80
30.70
11.20
4.50
29.80
100.00%

( 92)
(123)
( 45)
( 18)
(119)
(400)

35.00
30.70
34.20
100.00$

(140)
(123)
(137)
(400)

Which of the periodicals
sent out by pharmaceutical
houses do you usually read?
None
1
2
3 or more
No response
TOTAL

c.

Frequency

Information obtained from detail men is generally useful.
Disagree
Neutral
Agree
TOTAL

182
Table 5.

Frequency Distribution for Questions Regarding
Continuing Nedica1 Education Attitudes

Item·

A.

CME should be required by law,
as it is in Arizona.
Disagree
Neutral
Agree
No response
TOTAL

B.

Frequency

38.20
7.70
52.50
1.5
100.00%

(153)
( 31)
(210)
( 60)
(400)

72.20
19.50
2.50
5.70
100.00%

(289)
( 78)
( 10)
( 23)
(400)

One way to meet our needs for
Cl1E is to attend formal education courses. Which one of the
following choices do you feel
would best meet these needs?
Formal CME only
CME and examinations
Recertification exams only
No response
TOTAL

183

Table 6.

Ties to the Medical Organization

Item

A.

Aside from official out-oftown meetings, do you ever
drop in at leading hospitals
or medical centers, or call
on former classmates associated
with them, when you are in other
cities?
No
Once
Twice
Three or more times
No response
TOTAL

B.

Frequency

50.00
15.80
22.50
9.00
2.80
100.00%

(200)
( 63)
( 90)
( 36)
(11)
(400)

69.30
11.50
13.70
5.50
100.00%

(277)
(46)
(55)
(22)
(400)

Within the last year, at how
many conferences or meetings
did you have the opportunity
to make a presentation of a
paper or to submit a paper for
publication in a medical journal?
None
Once
Twice - five times
Six or more times
TOTAL

184
Table 6.--Continued

Ties to the Medical Organization

Item

, C.

Frequency

Have you attended any national,
regional, or state conventions
of professional societies in
the last year?
No
One
Two-three
Four or more
No response
TOTAL

31.00
22.20
29.80
11.10
5.70
100.00%

(124)
( 89)
(119)
( 55)
( 23)
(400)

185

Table 7.

Frequency Distributions for Orientations
to Medicine as a Science

Item

A.

Generally speaking, the new
developments in medical science
have made a physician's practice
more difficult.
Disagree
Neutral
Agree
No response
TOTAL

B.

Frequency

39.20
9.00
49.30
2.50
100.00%

(157)
( 36)
(197)
(10)
(400)

51.50
20.00
25.70
2.80
100.00%

(206)
(80)
(103)
(11)
(400)

57.5
26.70
15.70
100.00%

(230)
(107)
(63)
(400)

In most cases, it is more imfor a physician to
acquLre additional technical
skills than to work on skills
dealing with the social, psychological problems of patients.

port~nt

Disagree
Neutral
Agree
No response
TOTAL
C.

Keeping informed of new scientific
developments is more important than
devoting more time to patients.
Disagree
Neutral
Agree
TOTAL

186
Table 8.

Prac~:ice

Philosophy Items

Item
A.

Is it your op1n10n that physicians
are overus~ng invasive tests where
sensitivity from cl~nical signs
would be tq the patient's best
interest?
Disagree
Neutral
Agree
No respons~
TOTAL

B.

13.40
15.50
68.50
2.50
100.00%

( 54)
( 62)
(274)
( 10)
(400)

30.00
26.70
41.50
1. 70
100.00%

(120)
(107)
(166)
( 7)
(400)

14.50
12.20
71.10
2.30
100.00%

( 58)
( 49)
(284)
( 9)
(400)

In general~ the app~arance of
medical in~~orma tionl in the l_ay
publications does more harm
than good.
Disagree
Neutral
Agree
No respons~
TOTAL

C.

Frequency

Participation in CY£ improves
medical pr~ctice.
Disagree
Neutral
Agree
No respons~
TOTAL

APPENDIX D

Pearson's Correlation Coefficient Matrix
(Probability Levels in Parentheses)
FEHCHE
TYPCHE
CHESER
IHPCME
WFODET
GENEX
NUl-IDET
MTGS
INSUR
LA!l

AFFIL
PAPER

FEWCHE
1.0
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.01( .41) .30(.001).,.04(.22)

ULCER
1.0

.16(.001) .. 04(.19)
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Variable Code

Item Description

Value

FEWCME

Too few CME courses are available.

Disagree--agree

1YPCME

Type of preferred

Courses--exams

CMESER

CME is a serious problem.

IMPCME

(ME

INFDDET

Information from detail men is

(ME.

improves medical practice.

Disagree--agree
Disagree--agree

useful.

Disagree--agree

GENE}{

Chronology of Genex learning.

Ear1y-1ate-n/r

NUMDET

Nunber of detail men seen
:in las t

1IDI1th.

None--two or nore

MI'GS

Professional neeting attendance.

None--four or nore

INSUR

Contact with insurance con:panies.

No--yes

LAW

Contact

AFFIL

Nunber of hospital affiliations.

One--five or nore

PAPER

Nuni:>er of scholarly papers.

None--six or nore

DroPIN

Dropp:ing :in at other medical

wi'b.~

attorneys.

No--yes

centers.

No--yes

VISITS

Ntmber of client visits weekly.

None--200 or nore

OVERIJSE

Clinical tes ts are overused.

Disagree--agree

PRACSET

Practice sett:ing.

Private--teaching

lENGl1I

Length of average client visit.

Short--long

SPECIAL

Medical specialty.

General--specialty

DRlJG

Percentage of client visits
resulting :in drug prescription.

0--100%

191

UTI

Treatm:mt of urinary tract.

Conservative--1iberal

HEAD

Treatm:mt of migraine headache.

Liberal--conservative

ULCER

Treatment of ulcer.

Liberal--conservative

AID

Percentage of clients on aid.

0--100%

SEX.

Percentage of female clients.

Few--lIDs t1y

lAYHARM

M=dical information appearing
in lay publications is harmful.

Disagree--agree
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