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ABSTRACT 

The purpose of the study was to determine whether 

it was possible to predict the socio-demographic character

istics of physicians who adopt a new paradigm in medicine, 

wellness. A major objective of the research was to test 

the "marginal man" hypothesis. 

The literature suggested that there are at least 

three types of innovations: technological, organizational, 

and paradigmatic. Literature on the diffusion of inno

vations in medicine showed that high status physicians adopt 

technological innovations; more marginal, particularly 

young physicians and those of a liberal political orienta

tion, most often adopt organizational innovations. Few 

studies dealing with paradigmatic innovations were found. 

Historical evidence supports the notion that family 

practitioners might be more accepting of the new paradigm. 

Physicians in Tucson, Arizona were surveyed con

cerning their attitudes and practices in the areas of health 

education and wellness,examples of the new paradigm in 

medicine. They were also asked about hospital-based health 

education services and competition between physicians and 

hospitals, examples of organizational innovation. 

The analyses revealed that family practitioners, 

women and government physicians were most supportive of 

xiii 
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wellness, affirming the research hypothesis and the "marginal 

man" hypothesis. The analysis also suggested that younger 

and more liberal physicians were more favorably disposed 

toward hospital involvement in health education. Liberal 

physicians were also not concerned about competition in 

health education service. These findings are similar to 

those found by other researchers of organizational innova

tions in medical care. 

Several methodological problems were noted, which 

render the findings suggestive rather than conclusive. The 

findings do suggest, however, that physician resistance to 

wellness will continue because of a medical paradigm conflict. 



CHAPTER I 

INTRODUCTION 

This study describes a shift occurring in medicine, 

from a biological to a holistic, or wellness, paradigm. It 

also is concerned with predicting which physicians have 

adopted the new paradigm, based upon the literature about 

the diffusion of innovations in human groups. 

The study resulted from the researcher's personal 

experience with extreme physician resistance to hosptial

based health education and wellness programs. This physi

cian antipathy toward the new paradigm and its attendant 

health education programs may hinder the amelioration of 

two major problems facing medical care today: the high cost 

of care and lifestyle-associated chronic diseases. 

The united states spends more on health care than any 

other nation on earth: 192.4 billion dollars in 1978, or 

9.1 percent of the gross national product (USDHEW 1980). 

Neve~theless, the traditional measures of morbidity and 

mortality demonstrate that the U.S. does not enjoy the 

highest levels of "health" in the world (USDHEW 1980) • 

Fuchs (1974) and Feldstein (1979) have demonstrated that 

increased expenditures in the traditional area of crisis

oriented medical care will not bring about corresponding 

health benefits in the population. 

1 



Part of the problem lies in the shifting patterns of 

disease which have occured in this country in the last 

100. years. Numerous authors, e.g., Omran (1977), have 

pointed out that there has been a steady decrease in the 

incidence and prevalence of the traditional killers, infec

tious diseases, and a concommitant rise in the incidence 

and prevalence of chronic diseases. Infant diarrhea and 

pneumonia at the turn of the century have given way to 

heart disease and cancer today as leading casues of death 

in this country (Omran 1977, Dever 1980). 

The response of the medical care system has been to 

continue to rely on biological solutions to these chronic 

problems. Proponents of the traditional medical interven

tions, like Lewis Thomas (1974) call for increased research 

into the basic biological sciences as the ultimate answer 

to the crippling, chronic diseases of the second half of 

the twentieth century. 

Others, however, are suggesting that new approches to 

the treatment of modern diseases are needed (Lalonde 1974). 

It appears, they maintain, that it is through changes in 

people's lifestyle and in the environment that there will 

be the greatest return for the investment, as measured by 

health status (Dever 1976, USDHEW 1976, LaLonde 1974). 

Numerous authors, e.g., Ardell (1977), Blum (1974, 

1982), Carlson (1975), Dever (1980, 1976), Dunn (1961), 

Engle (1981, 1977), Hettler (1980), Hoyman (1975), and 

2 



Stephens (1975) have suggested that a new model of health 

and illness is needed to ~ddress the problem of getting 

3 

people to prevent chronic diseases. Two related approaches 

to medical care, holistic care, and wellness, have arisen 

in response to this perceived need, and both challange what 

has been termed the trad i tional "reductionist lt model 

(Schaffner 1981). 

The traditional medical model takes a particularis

tic approach to illness, by assuming that all illnesses 

ultimately can be cured by understanding and intervening 

in human biology (Engle 1977). Holism in medicine, acco"r-

ding to Kopelman and Moskop is " ••• opposed to physicalism, 

reductionism and mechanistic explanation of living sys-

terns" (1981:221) 

A major critique of the medical model has come from 

within the medical profession itself, especially from Engel 

(1977, 1981). Of the medical model, Engel says: "The 

crippling flaw of the model is that it does not include the 

patient and his attributes as a person, a human being" 

(1981:103) • 

The biomedical model can make provls1on neither for 
the person as a whole nor for data of a psychologi
calor social nature. For the reductionism and 
mind-body dualism upon which the model is predi
cated requires that these must first be reduced to 
physico-chemical terms before they can have 
meaning ••• (Engel 1981:103). 

This attack upon biological reductionism has also been 

carried forward by others in organized medicine, most 
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notably in family practice (Stephens 1975) and pediatrics 

(Schaefer 1979:849). 

After a review of the literature, Kopelman and Mos-

kop (1981:222-223) identified five common themes in the 

holistic health movement: 

1. Health ought to be viewed as the integration of 
mental, physical, social and spiritual well-being. 

2. Persons must assume the primary responsibility 
for their own health or illness. 

3. Practitioners are obligated to serve as 
teachers in educating or helping people develop 
those attitudes, dipositions, beliefs, habits and . 
practices which foster their own well-being~ 

4. The health care delivery system ought to be 
changed in order to address behavioral, social and 
environmental causes of illness. 

5. Personal health services should focus on 
natural or non-invasive techniques for promoting 
well-being. 

Kopelman and Moskop note that "high level wellness" 

is a concept incorporated into the holistic model 

(1981:225). "High level wellness" was a term first coined 

by Dunn in 1961 and is defined as: " ••• an integrated 

method of functioning which is oriented toward maximizing 

the potential of which the individual is capable, within 

the environment where he is functioning" (Dunn 1961:4). 

Ardell (1977) has characterized high level wellness 

with a concern for nutrition, exercise, stress reduction, 

self-responsibility, and environmental awareness. The 

wellness model incorporates a continuum from death and 
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illness to high level wellness (Ardell 1977, Hettler 1980, 

see Figure 1). Critics of the traditional medical model 

maintain that only th~ illness side of the continuum has 

been addressed by traditional medicine. 

Nevertheless, the medical model remains the dominant 

way of thinking in organized medicine. Its defenders admit 

some of the shortcomings listed above; however, like Thomas 

(1981) they eschew "holistic"models: 

Science is especially endangered these days, 
in my opinion, by the reappearance of mag ic in 
medicine. The most magical of all is the new 
discipline known as "holistic" medicine. All you 
have to do is live right, and you can become indes
true tible (Thomas 1978: 74). 

Defenders of the new models from within the medical 

profession are quick to respond that they too live by the 

cannons of scientific methodology. Engel (1981:122) con-

trasts his biopsychosocial model with "holistic" or "human-

istic" medicine which he asserts is based upon unproven 

beliefs and dogma, rather than upon the scientific method. 

Kopelman and Moskop (1981:216) suggest that there exists a 

spectrum of holistic practices. At one end are found 

techniques aimed at lifestyle modification, like nutrition, 

exercise, and stress reduction. At the other end are 

questionable methods such as irido10gy and hair analysis 

(Kopelman and Moskop 1981: 216). 

Kopelman and Moskop (1981:219) suggest that a 

distinction should be drawn between "holistic medicine" and 
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"holistic health." The forreer would complement modern medi-

cine, while the latter would be an alternative to modern 

medicine (Kopelman and Moskop 1981:220) Holistic medicine, 

they assert would investigate and evaluate its methodolgies 

through the scientific method, would maintain a critical 

attitude toward innovation, and would license its profes

sionals. 

Table 1 shows the number of articles published since 

1966 which had either tho words "holistic" or "wellness" in 

them. These articles appeared in journals covered by the 

Index Medicus, the most comprehensive of computerized medi

cal library indicies. Also shown are the total number of 

articles published each year, as well as the rate of well

ness or holistic articles per total articles published per 

year. As can be seen, these articles constitute a small 

fraction of the medical literature published each year; 

however, there has been a marked increase from 1966 to 

1979, with a slight decrease in 1980 and 1981. This sug

gests that there is increased awareness of these new 

models in the medical care system. 

Despite the debate and the professed interest by 

certain members of the medical profession in taking a more 

holistic view of medical care, resistance to the new models 

is strong. James and Galletly (1979) found that there were 

no changes in the reporting of the psychological, social 

and lifestyle aspects of hospitalized patients between 1968 



Table 1. Number and Rate of Articles Listed in Index 
Medicus Containing the Terms, "Wellness" or 
"Holistic," by Year. 

Year Total Total Rate/ 
"Wellness/Holistic" Articles 100,000 

Articles 

1966 3 157,495 .0190 

1967 0 170,702 .0000 

1968 2 215,171 .0093 

1969 3 233,958 .0128 

1970 2 219,915 .0091 

1971 0 214,378 .0000 

1972 4 213,610 .0173 

1973 2 217,751 .0092 

1974 3 223,695 .0134 

1975 14 224,982 .0622 

1976 15 278,360 .0539 

1977 25 266,305 .0939 

1978 33 235,094 .1404 

1979 58 247,281 .2346 

1980 50 257,948 .1938 

1981 29 226,330 .1281 

8 
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and 1978, despite increased instruction on those subjects 

in New Zealand medical school. They concluded that there 

has been little progress in implementing Engel's (1977) 

model (James and Galletly 1979). 

Carlson (1975:142) suggests that there is a paradigm 

shift (using Kuhn's 1970 definition) occuring in beliefs 

about disease and illness, but that this shift is taking 

place in the society at large, and not among physicians. 

strickland (1972) presented evidence, albiet ten years old, 

which suggests that there may be a lag between physicians 

and the society within which they live concerning the role 

of preventive medicine. According to a Gallup poll of 

1,574 members of the general public in 1972 and 1,000 u.s. 

physicians in 1971, only 14 percent of the physicians 

ranked "stresses preventive medicine" among the top three 

most important criteria for the public to use when choosing 

a physician. When asked the identical question, 33 percent 

of the public felt that this criterion was among the top 
• 

three most important co~siderations when choosing a doctor 

(Strickland 1972:88-89). Strickland did note that younger 

physicians were more likely to stress prevention than their 

older colleagues (1972:96). 

The medical profession maintains that it has changed 

in response to the growing public demand for holistic care. 

Health maintenance organizations were conceived in part to 

address prevention issues (Saward 1973, Kopelman and Moskop 
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1981), as was the family practice medical specialty (Kopel-

man and Moskop 1981). 

However, even on the part of medical defenders of 

wellness and holistic medicine there appears to be a reluc-

tance to embrace the new models. Saward and Sorensen 

(1978) express concern about the "medicalization" of social 

problems which do not fall within the purview of medicine. 

They suggest that a dual system of prevention and curative 

medicine should exist, each with its own practitioners 

(Saward and Sorensen 1978). 

Merlin K. DuVal, M.D., former u.S. assistant secre-

tary for health and president of the National Center for 

Health Education, has suggested that an agricultural model 

be used, wherein wellness be delegated to practitioners 

akin to plant agronomists and animal husbandry experts, 

leaving illness care to the traditional medical care sys-

tern, much as plant and animal illnesses are treated by 

plant pathologists and veterinarians (personal communica-

tion 1981). 

More traditional medical apologists like Thomas are 

more vehement: 

••. there is an ideological drift to the new argu
ments as well. Society is the real cause of dis
ease, at the center of the demonology, and science 
is not the answer; if you want to improve the 
people's health itself, you will have to change the 
whole environment, including Society and the way we 
all live our lives as individuals, with new rules 
for living. The Health Care System is thus 
becoming a singularly attractive political instru
ment, a sort of wedge, taking the first steps to 
reform the state (Thomas 1978:76). 
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General Background of the study 

A Hospital-based Wellness Program 

This study is the outgrowth of marketing research 

conducted by two hospitals attempting to create a wellness 

program. Considerable physician resistence to the program 

had been encountered, and the marketing study was conceived 

as a way of determining the acceptable limits-- for physi

cans-- of hospital-based health education and wellness 

programs. It was also an attempt to discern who among 

physicians were the acceptors of the wellness model. A 

survey of the literature revealed that no one had reported 

doing similar research. 

There were several basic research questions: 

1. What health education programs might be most accep

table to physicians? 

2. What was the nature of physician resistance to 

hospitals engaging in health education? 

3. Who were the acceptors of the wellness model? 

4. Would it be possible to predict who those accepters 

might be, based upon previous research about early 

accepters of innovations? 

These questions had arisen in conversations between 

the researcher and physician key informants at the two 

hospitals. The answers would help the administative staff 



of the hospitals design programs which would not be 

resisted by the hospitals' medical staffs. At the same 

time, knowing who were the supporters of wellness would 

allow selective targeting of programs, designed to garner 

political support from those physicians most likely to 

accept the wellness model. 
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It is the fourth question, whether it is possible to 

predict who acceptors of the new paradigm might be, which 

forms the basis for this dissertation. The general litera

ture in cultural change, and the more specific literature 

relating to the diffusion of innovations in medical care 

have been invoked to explain why physicians might be resis

tant to or accepting of the new paradigms in medicine. The 

following sections will provide a conceptual framework for 

viewing the conflict between the two competing medical 

paradigms described earlier: wellness/holism and biological 

reductionism. 

General Culture Change Theories 

The extensive body of knowledge about socio

cultural change and the diffusion of innovations can be 

invoked to suggest what social factors might be contribu

ting to the apparant split in the medical field between the 

traditional biological and newer holistic or wellness 

models of health and illness. 

Several authors have suggested that there might be 

different types of what can be termed generically 
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socio-cultural change, and that various processes might 

operate under different conditions. For example, Plotnicov 

(1962) has drawn a distinction between cultural and struc

tural changes. Rogers and Shoemaker (1971:79), without 

elaborating, suggest that there may be important differences 

between the diffusion of "things" as opposed to the dif

fusion of "ideas," although most diffusion studies deal 

with the former. 

As Goodenough (1963) has noted, material items may 

be adopted or replaced in a culture without a concomitant 

adoption of a new culture, or way of ordering and thinking 

about the universe. Thomas Kuhn (1970) has described a 

change in the latter as a paradigm shift, wherein an old 

world view is abandoned in favor of a new way of ordering 

or modeling the universe. However, Kuhn applied his theory 

only to scientific culture change, and he specifically 

deleted applied fields like medicine and law (1970:19) from 

his theory. The latter, unlike science, he maintained, 

existed primarily to fulfill a social need (Kuhn 1960:19). 

Nevertheless, what is interesting, and perhaps applicable 

more generally to the problems of what constitutes cultural 

change, is Kuhn's observation that under periods of what he 

calls "normal science" there are constant changes of a 

structural or technical nature, but no fundamental change 



in the paradigm, or way of looking at and organizing the 

wOI-ld. 
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Anthony Wallace (1972) has extended Kuhn's paradig

matic model to other domains, i.e. the industrial revolu

tion, and likened it to his process of revitalization 

(Wallace 1970). It appears that the model of paradigm 

shifts would have applicability to shifts in medicine, from 

a traditional biological medical model to a wellness model. 

Of interest when considering culture change is the 

issue of who accepts the suggested innovations-- a subject 

that has been of some debate in the social science litera

ture. Barnett (1953) suggested that acceptors of innova

tions are people who are marginal to, i.e., of low status 

within, the dominant culture. Richard N. Adams suggested 

to the contrary, that it is persons of preeminence within a 

community that are able to introduce successful innovations 

(Adams 1961). Foster (1973:126) agreed with Adams in that 

dissidents may be emulated by other dissidents, but not by 

those in power within a group. Rogers and Shoemaker, in 

their review of the literature found that relatively early 

adopters in a social system are better integrated into the 

dominant culture than those who resist innovations 

(1971:195-196). 

This researcher suggests, however, that who accepts 

innovations may very well be related to the nature of the 

innovation, whether it is technological, organizational, or 



paradigmatic. Kuhn (1970) noted that scientists who pro

pose new paradigms are either young or have newly entered 

the field--the marginal individuals in Barnett's (1953) 

theory. 

Research on the Diffusion of Medical Innovation 
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Studies of innovations in medicine have generally 

been of two types. The first has been the study of dif

fusion of technical innovations, such as new drugs. The 

most comprehensive of these was a study by Coleman, et ale 

(1966, 1973). Coleman, et ale (1966, 1973) found that the 

acceptance of a new antibiotic was most determined by the 

amount of social ±nteraction physicians had with their 

peers. It should be noted that these technical innovations 

did not involve a "paradigm shift." Rather, they consti

tuded acceptance of an innovation in the vein of "normal 

science" discussed by Kuhn (1970). 

Later studies have been of a different type. 

Several recent authors, e.g., MCTigue (1972), Counte (1973), 

Cairl (1980), and Willison (1980), have looked at what this 

author would call organizational, or structural, innovations 

in medical care. These involve studies of physicians' 

receptivity to organizational changes such as use and 

acceptance of physician's assistants and nurce practitioners 

attitudes towards national health insurance, attitudes to

wards health mainenance organizations (HMOS), and attitudes 

towards review of work by peers. 



In these organizational studi~s, diffe~ent 

variables and attributes of physician~ were faund to ex

plain acceptance of innovation than the drug diffusion 

studies. In a review of previous stu~ies, Cairl (1980) 

found that in general: 
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1. Age is inversely related to r,ceptivity to innova

tion. 

2. Solo practitioners are less l~kely to be receptive 

to innovation than group or institutional physi

cians. 

3. Those who are more "conservat;ive" are :less likely 

to be receptive than those wh~ are p01itically 

"liberal." 

4. Members of professional medical organizations are 

likely to be less receptive t~an non-members. 

5. Income is inversely related to receptivity to inno

vations. 

6. In general, specialists are mpre recewtive than 

general or family practition~rs. 

Counte (1973), in a study of physician reactions to 

a change in medical education found like Cole~an, et a1. 

(1966) that social integration of phy,icians was the major 

factor influencing their recpetivity to innovation. Counte 

(1973:113) also suggested that the nature of the innovation 

itself is important. 
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Mechanic (1974) and Willison (1980), however, both 

found that political orientation--whether a person con-

sidered himself to be politically conservative or liberal--

explained more about receptivity to innovations in medical 

care than any of the other variables outlined by Cairl (1980) 

above. The more "liberal" the physician, the more likely he 

or she will be receptive to innovation. Cairl's conclusions 

also supported that point of view, although he suggests that 

political orientation is dependent upon age, income, and 

other personal variables (1980:44). The findings from this 

previous research formed the background for the present study. 

The statement of the Problem ---
The general problem of this research was to determine 

the extent to which it is possible, based upon the literature 

on the diffusion of innovations and culture change theory, 

to predict which physicians would be most likely to believe 

in and use health education and wellness programs. A 

secondary problem was to determine whether or not there were 

differences between the kinds of physicians who adopt a para-

digmatic change, i.e. wellness, and those who accept mere 

organizational changes in the delivery of health education 

services. 

Research Hypotheses 

Research Hypothesis 1. It was hypothesized that 

physicians who adopt a wellness model, as well as those who 
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use health education in their practice, and those who are 

personally interested in wellness behaviors, e.g., exer

cise, stress reduction, weight loss, smoking cessation, 

will be younger than those who do not. In addition, those 

accepting the new paradigm will more likely be women and be 

engaged in primary care specialties. They will be more 

likely to be members of established health maintenance 

organizations (HMOs) as opposed to being in solo practice, 

less likely to be members of the formal medical power 

structure, and more likely to be politically liberal. 

Inherent in the above hypothesis is the assumption 

that physicians who are accepting of education and wellness 

innovations meet the criteria for Barnett's (1953) marginal 

man hypothesis, i.e., lower status physicians will be more 

likely to adopt the wellness model and be accepting of 

health education than higher status physicians. Several 

physicians, interviewed by the researcher, concurred with 

the proposition that physicians who are younger, women, 

primary care practitioners, and members of established 

HMO's have less status within the medical community than 

older, male specialists in solo or specialty group prac

tice. This is in part supported by the work of Marshall, 

et ale (1978:130) who describe high status practice organ

izational forms as solo practice, partnership, group prac

tice, or medical school faculty, compared to low status 

practice settings in private or public hospitals and in 

government. Marshall, et ale (1978:130) also describe low 
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status specialties as general and family practice, general 

internal medicine, pediatrics, and obstetrics and gynecolo

gy. 

Research Hypothesis~. It is hypothesized that 

political philosophy (whether one reports himself or her

self to be "liberal" or "conservative") will be less expla

natory of physician acceptance of the new paradigm than it 

was for organizational changes in the system, as reported 

above (and elaborated further in Chapter II, "Review of the 

Related Literature"). It is expected that political philo

sophy will dictate whether physicians will accept organi

zational innovation. That is to say, it is expected that 

the more "liberal" physicians will be more likely to endor

se hospitals as sites of health education and be less 

concerned about competition from hospitals, than their more 

"conservative" colleagues. This is what one would expect 

based upon the studies, cited above, which examined organi

zational innovations. 

Based upon the literature presented earlier in this 

chapter, this researcher is assuming that wellness repre

sents a new paradigm in medicine. Organizational changes 

in medical care such as hospitals providing services (in 

this case health education) that were traditionally the 

purview of physicians, or competition between hospitals and 

physicians, are similar to other organizational changes in 

health care. These latter changes include use of 
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physicians extenders, accepting national health insurance 

endorsement of HMOs, etc. The research hypotheses state 

that those physicians who adopt paradigmatic shifts will be 

the marginal individuals of Barnett's (1953) original hypo

thesis. Those who adopt the organizational changes will be 

different, i.e. they wilL be politically more liberal than 

non-adopters; however, they will not be as marginal as 

those who adopt paradigmatic innovations. The implication 

is that the more pervasive the change in medicine, from 

technological to paradigmatic, the more marginal the early 

adopters of that innovation. 

Statistical Hypotheses 

The specific statistical hypotheses to be tested, 

and interpreted at the .05 level of probability and below, 

are: 

1. Hypothesis!: There is no difference between the 

age, sex, specialty, practice setting, political 

orientation, and position within the medical power 

structure of physicians who are receptive to well

ness and those who are not. 

2. Hypothesis II: There is no difference between the 

age, sex, specialty, practice setting, political 

orientation, and pOSition within the medical power 

structure of physicians who are receptive to health 

education and those who are not. 
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3. Hypothesis III: There is no difference between the 

age, sex, speciality, practice setting, political 

orientation, and position within the medical power 

structure of physicians who report using health 

education services in their practices, and those 

who do not. 

4. Hypothesis IV: There is no difference between the 

age, sex, specialty, practice setting, political 

orientation, and position within the medical power 

structure of those physicians who report ~ personal 

interest in wellness behaviors, and those who do 

not. 

5. Hypothesis V: There is no difference between the 

age, sex, specialty, practice setting, political 

orientation, and position within the medical power 

structure of physicians who ~ receptive to hos

pitals providing health education services. 

6. Hypothesis VI: There is no difference between the 

age, sex, specialty, practice setting, political 

orientation, and position within the medical power 

structure of physicians who ~ concerned about 

competition. 

Methodology 

The hypotheses were tested by interviewing several 

physician key informants and then surveying, by a mailed 

questionnaire, the entire medical staff members of the two 
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hospitals undertaking the wellness programs. Dependent 

variables. were developed which measured acceptance of well

ness and health education, taken to be evidence of the 

paradigmatic shift. Acceptance of organizational change 

was measured by asking physicians about their attitudes 

toward hospitals providing health education services. 

Physician concern about competition in health education was 

also used as a dependent variable, measuring organizational 

change. 

Independent variables included the age, sex, spe

cialty, and practice type of the physicians in the study. 

Measures were also developed concerning physcians' level of 

communication and integration in the medical community, as 

well as their political conservatism. These variables were 

the ones found to be associated with acceptance of innova

tion in previous studies, mentioned above and detailed in 

Chapter II, "Review of the Related Literature." 

The Importance of the Problem 

The public has enthusiastically endorsed the new 

wellness model. In the public sector, health prevention, 

particularly lifestyle modification, has become national 

policy (Bauer 1982, USDHHS 1980, USDHEW 1980, 1979). For 

example, 65 percent of 208 health systems agencies in the 

U.S. (federally-funded community health planning and policy 

agencies) identified health education services as the 
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priority health service for their geographic area 

(Sch1os s, et al. 1982). I n the pr iva te sector the re are a 

growing number of programs developed by business and indus

try for their employees in the last ten years (Cunningham 

1982). 

In the health care sector, hospitals too have 

responded to the public demands for we11ness programs, 

and many of these "bastions" of the "medical model" have 

instituted we11ness programs (Jones 1982). Hospital we11-

ness programs, however, as mentioned above about the two 

hospitals in this study, have been attacked by the medical 

profession. Jones (1982) reports in a survey of 58 U. S. 

hospitals that one of the most significant barriers to 

successful we11ness programs was the resistance of the 

medical staff. Jeffrey Burtaine, a physician director of a 

hospital-based we11ness program, suggests that doctors fear 

we11ness programs because they do not understand them, they 

are suspicious of other health professionals entering a 

domain that they feel is theirs, they see hospitals as 

competing with them for income and patients, and that they 

are generally conservative about change (1982:10). 

As has been noted by others, e.g., Fien (1972), 

physicians control the health care system and any changes 

within it. The problem faced by advocates of the new 

we11ness model, then, is to identify those physicians who 

are willing to adopt these new approaches and to encourage 
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them to act as change agents within the medical profession. 

The results of this study will provide the medical and 

health education communities with useful information about 

physician attitudes, beliefs, and practices in an important 

area of national health care policy. It will also provide 

health education and wellness program administrators with 

valuable marketing data which will allow them to develop 

programs which are consonant with physician desires. 

Limitations of the Study 

The study is limited to physicians in the Tucson, 

Arizona area. To the extent that the attitudes and behavior 

of these physicians are dissimilar to that of their collea

gues in other ares of the U.S., it may not be possible to 

generalize the results to other areas. 

One major limitation of the study was the low 

return rate of 350 responses (or 44.4 percent) to a mailed 

questionnaire, although this compares well with other re

cent surveys of physicians attitudes, e.g., Cairl (1980). 

The sex and speciality of the non-responders was known; 

therefore, to some extent it was possible to conjecture 

about the attitudes and behaviors of the total sample. At 

best, however, the conclusions from the study are specula

tive, rather than generalizable to other physician popula

tions. 

A second major problem resulted from the concept of 

wellness itself. It appeared, after analysis of the 
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results, that the term, "wellness," is not a unitary con-

struct and may have different meanings to different physi-

cians. 

A third problem was that the study was a cross-

sectional (one point in time) analysis, meaning that it 

will be merely suggestive of whether or not a paradigm 

shift is occuring among physicians. A long-term, longitu-

dinal study, outside of the scope of the present research, 

will be required to measure changes over time. 

Definitions of the Terms Used 

The following definitions are offered to clarify 

some of the terms used in this study: 

1. Solo practice. This is a practice setting in 

which a physician has an individual office and 

works alone. 

2. Partnership. This is an organizational arrange

ment wherein two or more physicians of the same 

specialty form a legal partnership. 

3. Group--same specialty. This is a practice arrange

ment where physicians of the same specialty form a 

corporation to conduct business. It is usually 

larger than a partnership. 

4. Multi-speciality group. In this practice setting, 

several physicians of different specialties band 

together to provide services. Referrals are usual

ly made to specialists within the group. 
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5. HMO. Health maintenance organizations are in Tuc-

son are staffed by mUlti-specialty groups of physi

c i ans, who mayor may not be pa id a salary, bu t who 

agree to accept prepayment for services on a capi

tation basis. HMOs were originally designed to 

provide incentives for preventive care like health 

education (Saward 1973). The present study sepa

rates them into early and late HMOs-- the former 

developed at a time when HMOs were viewed as de

viant in American medicine, the latter developed 

when HMOs were accepted for competitive reasons. 

6. University setting. In this study, the university 

setting referrs exclusively to the University of 

Arizona Health Sciences Center, College of Medi

cine. 

7. Government setting. This setting referrs to those 

occupied by federal, state, or local government

employed physicians. This includes the Veterans 

Administration Hospital, the Indian Health Service, 

the Air Force, the University of Arizona Student 

Health Service, and the Pima County Health Depart

ment. 

8. Primary care physicians. Physicians in primary 

care are those who specialize in family practice, 

general practice, general internal medicine, and 

obstetrics and gynecology. 
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9. Wellness. Wellness is defined as adopting a life

style which includes exercise, good nutrition, 

stress management, self-responsibility, and 

environmental awareness. It also assumes that a 

continuum exists from illness to high-level well

ness (Ardell 1977, Dunn 1961). 

10. Health Education. Health education is defined as 

"... any combination of learning experiences desig

ned to facilitate voluntary adaptions of behavior 

conducive to health" (Green, et ale 1980:7). 

11. Technological Innovation. Technological innova

tions in medicine include items of "material cul

ture" (Menzel 1960) such as drugs and equipment, as 

well as new techniques and procedures. Since the 

beginning of the 20th century, technological inno

vation has become increasingly important in tradi

tional medicine (Williams and Torrens 1980). 

12. Organizational Innovation. Organizational innova

tion is a change in the social structure of a 

group, in this case the medical care system. In

cluded are status and role changes, i.e., develop

ment of nurse practitioners and physician assis

tants. Also included are changes in economic rela

tionships such as the introduction of HMOs, new 

financing mechanisms like Medicare, Medicaid and 
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national health insurance, and shifts from solo 

practice or group practice arrangements (Williams 

and Torrens 1980). 

13. Paradigmatic Innovation. A paradigm shift repre

sents the most pervasive type of culture change. 

As outlined by Kuhn (1960) and Wallace (1972) it is 

a new world view, a new model of reality. 

14. "Marginal Man". The term, as first coined by Bar

nett (1953) referrs to those persons residing out

side of the mainstream of a particular cultural 

group. Margina1s are also of low social status 

within the group. For the purposes of this study, 

"marginal" will be used synonymously with "low 

status." 

Organization of the Remainder of the study 

This dissertation will be organized into five chap

ters. Chapter II reviews the literature relating to the 

diffusion of innovations and cultural change in American 

medicine. In addition, the independent variables contained 

in the research hypotheses (age, sex, practice setting, 

specialty, political orientation, and integration into the 

organized medical political structure) will be examined as 

they and other socio-demographic characteristics of physi

cians have been related to types of medical innovation by 

other researchers. 
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Chapter III provides a description of the instruments 

selected, the data collection techniques used, and the 

research design of the study. Chapter IV presents the data 

and an analysis of the results of the study. Finally, 

Chapter V will interpret the results of the analysis, 

discuss their implications and make suggestions for fUrther 

research. 



CHAPTER II 

REVIEW OF THE RELATED LITERATURE 

Introduction 

This chapter will be divided into four major sec

tions. The first deals with the general theoretical social 

science literature on general socio-cultural change. The 

second discusses the more specific literature on the diffu

sion of innovations. The third covers the literature on 

diffusion of innovations in medicine. The fourth is concer

ned with historical developments in American medicine which 

may have affected who adopts innovations. A summary con

stitutes the final section of this chapter. 

General Research on Socio-Cultural Change 

A general foundation for an examination of culture 

change will be laid below, primarily using the work of Ward 

Goodenough (1963) and Anthony Wallace (1970). 

Culture 

Goodenough says culture " ••. consists of standards 

for deciding what is, standards for deciding what can be, 

standards for deciding how one feels about it, standards 

for deciding what to do about it, and standards for deci

ding how to go about doing it" (1963:259-259). Goodenough 

30 
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borrows Wallace's (1970) concept of mazeway to explain how 

an individual internalizes culture (1963:261). 

At the core of Wallace's (1970) model is the con-

cept of "mazeway," which are sets of cognitive maps held by 

the individual (Wallace 1970). Wallace (1970) shows that 

two persons do not share the same cognitive map. He also 

asserts that knowing another's motives is not necessary, 

merely the expectation of their behavior will suffice. To 

account for societies staying together, Wallace says that 

members of a group learn that other people's behavior is 

predictable under certain cicumstances. Wallace also main

tains that a culture is continuously modified because new 

members car-not possibly learn all of the cognitive maps of 

the generation which preceeded them. 

According to Goodenough an individual has several 

"operating cultures" which allow him to exist in many 

different groups. To the extent that there is agreement 

between people on the nature of the operating cultures, 

there will be a "public culture" as well (Goodenough 

1963,: 261-264) • 

George Foster summarizes several regularities about 

culture which govern the socio-cu1tura1 change process: 

1. "Sociocultural forms are learned (1973: 12)". 

2. "A sociocultural system is a logically integrated, 

functional sense-making whole (1973:13)." 

3. "All sociocultural systems are constantly changing, 

none is completely static (1973:16)." 
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4. "Every culture has a value system. A value 

system gives stability to a culture. It can be 

thought of as a balance wheel or a mechanical 

governor. It justifies us in out actions or 

thoughts and reassures us that we are behaving as 

our society expects (1973:18)." 

5. "Cultural forms, and the behavior of individual 

members of a society, stem from, or are functions 

of cognitive orientations, of deep-seated premises 

(1973:1-19)." 

6. "Culture makes possible the reasonably efficient, 

largely automatic interaction between members of a 

so=iety that is a prerequisite to social life 

(1973:21)." 

Culture Change 

Goodenough suggests that change in operating cul

tures occurs when a customary recipe no longer works. In 

these instances, people will often revert to an old cultu

ral pattern. Failing that, they will think up a new one, 

and if that does not work, they will borrow from another 

society (1963:276-7). 

There are also several changes which can occur in 

public cultures as well. In the first case, there are 

changes in the generalized culture that members use as an 

operating culture. Such change is incremental and usually 
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occurs through generational changes over time. This is 

analogous to changing the formal rules in football, accor

ding to Goodenough (1963:277). Wallace (1970) called this 

routine change process "moving equilibrium,"akin to Kurt 

Lewin's (1973) "stable quasistationary equilibrium." This 

is a chain-like series of acceptances and abandonments of 

innovations. Technological innovations in medical care 

fall into this category. 

A second change in public culture, similar to 

changes in the unwritten rules of a football game, occurs 

when the contexts for the rules change or increase or 

decrease in number. An example of this kind of change 

would occur when environmental shifts rendered farm land 

unproductive (Goodenough 1963:278). Changes in the organi

zation of the health care system can be considered examples 

of this type of change. 

A third type of public culture change, outlined by 

Goodenough (1963) is an agreement to select a different 

generalized culture altogether, as if the group were to 

play rugby instead of football (1963:277-8). Wallace re

fers to this change process as the development of a new 

problem solving paradigm, for example the development of 

Greek geomoetry (Wallace 1970). Kuhn (1970) also uses the 

concept of paradigms to explain changes in science, and in 

a later publication, Wallace combined his ideas and Kuhn's 

(1960) to talk about paradigm shifts as a generic culture 
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change process (Wallace 1972). The paradigm shift from the 

biological to the wellness model in medicine is an example 

of this change process. 

Diffusion of Innovations 

Several social scientists have developed generic 

models of the cultural change process, e.g., Barnett 

(1953), Berry (1980), Foster (1969, 1973), Goodenough 

(1963), Niehoff and Anderson (1964), Rogers and Shoemaker 

(1971), and Wallace (1970). All deal with two components 

of the socio-cultural change process which are of conside

rable concern and debate within the literature. The first 

is the nature of the innovation itself, as well as its 

attributes. The second is the combination of personal and 

social forces which act upon individuals, predisposing them 

to accept or reject an innovation which is presented to 

them. 

Characteristics of Innovations 

Barnett made an early attempt to characterize inno

vations, or what he called "novelties" (Barnett 1953). 

There are several attributes of novelties which are as 

important in their gaining acceptance, as the people who 

advocate them. There are those characteristics which are 

intrinsic to the novelty, and there are those which are 

extrinsic to it, but which can also determine its 

acceptance (Barnett 1953: 329). 
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First, a novelty must be compatible with the accep-

ting culture; it must have meaning for the acceptor, and 

it also must be congruant with the configurations and 

cultural environment into which the novelty is thrust (Bar

nett 1953:329-45). Further, an innovation may be adopted 

because of what Barnett calls independence, in which case 

the novelty simply does not antagonize the existing system 

(1953:346). Finally, there is the factor of what Barnett 

calls structuralization, in which case the innovator may 

not be aware of the significance of his creative act, but 

the acceptor is (1953:352). 

Very important to the process, according to Rogers 

and Shoemaker (1971), are the perceived attributes of inno

vations (as also recognized by Barnett [1953]). The first 

attribute, "relative advantage,"" is the degree to 

which an innovation is perceived as better than the idea it 

supecedes. The relative advantage of a new idea, as per

ceived by members of a social system, is positively related 

to its rate of adoption" (Rogers and Shoemaker 1971:167). 

The second attribute is "compatibility," or the 

degree to which the innovation fits with the values, and 

experiences and needs of the reciever (Rogers and Shoemaker 

1971:167). The third attribute, "complexity," is the de

gree of understandability of the innovation. The fourth, 

"trialability," is the degree to which the receiver can 

experiment with the innovation. The fifth, "observability" 
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is the degree to which the innovation and its use can be 

seen by others in the group (Rogers and Shoemaker 1971:167-

8) • 

Innovatio~ Types 

A less well developed theme in the literature has 

been the suggestion by several authors that there might be 

different types of what can be termed generically socio

cultural innovations, some of which difuse more easily than 

others i~ cultural groups. For example, Plotnicov (1962) 

has drawn a distinction between cultural and structural 

changes in a cultural group. Rogers and Shoemaker 

(1971:79), without elaborating, suggest that there may be 

important differences between the diffusion of "things" as 

opposed to the diffusion of "ideas," although most diffu

sion studies deal with the former. Rogers and Shoemaker 

suggest that non-material, or non-observable items, diffuse 

more slowly than material ones (1971:156). They also sug

gest that adpotion of complex ideas is quicker with inter

personal, rather than mass communication (1971:159). 

As Goodenough (1963) has noted, material items may 

be adopted in a culture without a concomitant adoption of a 

new culture, or way of ordering and thinring about the 

universe. Thomas Kuhn (1970) has described a change in the 

latter as a paradigm shift, wherein an old world view is 

abandoned in favor of a new way of ordering or modeling the 
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universe. What is interesting, and perhaps applicable more 

generally to the problems of what constitutes cultural 

change, is Kuhn's (1970) observation that under periods of 

what he calls "normal science" there are constant changes 

of a structural or technical nature, but no fundamental 

change in the paradigm, or way of looking at and organizing 

the world. 

Anthony Wallace (1972) has extended Kuhn's paradig-

matic model to other domains, i.e. the industrial revolu-

tion, and likened it to his process of revitalization 

(Wallace 1970). It appears that the model of paradigm 

shifts would have applicability to shifts in the culture of 

medicine, from a traditional biological medical model to a 

wellness model. 

Fliegel and Kivlin (1966) found in a study of the 

diffusion of modern farm practices that the nature of the 

thing itself was not important. However, in a study of the 

diffusion of drugs, Menzel (1960) noted that innovations 

may be prescribed rather than proscribed in modern medicine 

and farming. Menzel goes on to describe factors affecting 

the adoption of non-material cultural elements: 

(1) Behavior patterns that cannot be adoped 
without pervasive consequences which ramify into 
many segments of a cultural system are resisted 
more stongly than cultural offerings that entail no 
such consequences. (2) Some cultural elements can 
be more easily verbalized or otherwise communicated 
that others, and those which can be most readily 
and completely expressed are most readily available 
for acceptance (Menzel 1960:707). 
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Marshall Becker offers a similar suggestion. He 

states that there are two different kinds of innovation, 

those with "high adoptive potential" and those with "low 

adoptive potential" (1970:295). Becker suggests that the 

former offer no departure from traditional programming, 

while the latter represent a substantial departure from 

tradition (1970:295). 

From the forgoing literature review it can be con-

cluded that there are two clearly discernable types of 

innovations, material and non-material. Within the non-

material there also appear to be two types, existing along 

a continuum. Plotnicov (1962) called them cultural and 

structural. Kuhn (1960) suggests that they are paradigma-

tic or "normal science." The former are more pervasive, 

more difficult to communicate, and more at variance with the 

status quo. The latter are routine responses to a changing 

environment, within the context of the existing world view. 

Characteristics of Adopters of Innovations 

Rogers and Shoemaker (1971) deal extensively with 

those who adopt innovations. Adopters include innovators 

who are typified as the early venturesome and respectable 

adopters; the early, deliberate majority; the late, skepti-

cal majority; and the traditional laggards (1971:195). 

Relatively early adopters in a social system tend 
to have more education, a higher social status, 
more upward social mobility, larger units, a com
mercial rather than a subsistence orientation, a 
favorable attitude toward credit, and more 



specialized operations. Early adopters also have 
greater empathy, less dogmatism, greater ability to 
deal with abstractions, greater rationality, and more 
favorable attitudes toward change, ri~k, education, 
and science. They are less fatalistic and have 
higher achievement motivation scores and higher 
aspirations for their children. Earlier adopters 
have more social paticipation and are more highly 
integrated with the system, are more cosmopilte, 
have more change agent content, have more exposure 
to both the mass media and interpersonal channels, 
seek information more, have higher knowledge of 
innovations, and have more opinion leadership. 
They usually belong to systems with modern norms 
and to well integrated systems (1971:195-196). 

According to Rogers and Shoemaker (1971:224), 
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opinion leadership, or the degree to which an individual is 

able to influence others, is an important variable in the 

diffusion of innovations. 

Compared to followers, leaders have greater mass 
media exposure, more cosmopolitaness, greater 
change agent contact, greater social participation, 
higher social status and more innovativeness. 
Opinion leaders conform more closely to a system's 
norms than do their followers. When the system's 
norms favor change, opinion leaders are more inno
vative: but when the norms are more traditional, 
leaders are not especially innovative (1971:225). 

Rogers and Shoemaker (1971) suggest that there are 

five sub-processes which operate within the individual's 

decision-making framework, based upon the group decisions 

to accept or reject an innovation. The first of these 

subprocesses is the nature of the stimulation of the inte-

rest in the new idea. The second in the initiation of the 

new idea. Initiators are unlikely to be the same people as 

the legitimizers who have high status and who are likely to 

sanction the change. "The rate of adoption of a collective 
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innovation is positively related to the degree to which the 

1egitimizers are involved in the descision-making process 

and to the degree of power concentrated in the social 

system" (Rogers and Shoemaker 1971:297). 

Participation, the degree to which the group mem

bers have been involved in the decision-making process also 

is important. Acceptance is positively correlated with 

member involvement in the process, and member acceptance of 

collective innovative decisions is positively related to 

member cohesion in a group (Rogers and Shoemaker 1971:297). 

Rogers and Shoemaker point out that individual adoption 

occurs more rapidly than collective adoptions (Rogers and 

Shoemaker 1971:271). 

Homer Barnett (1953) holds that there are several 

assets that advocates of innovations can posses. The first 

of these is "prestige." Prestige, Barnett points out, 

depends upon the situation and the group. He states that a 

person may have prestige among one group of people and not 

among other (1953:314). Barnett also notes that elites are 

rarely the advocates of culture change because !\ •• radica1 

departures, those which exceed the bounds of expectabi1ity 

for their originators, must be advocated at the risk of 

prestige loss" (1953:319). 

The second asset tha t an advoca te may posse sis 

"personality," and the quality of an advocate's personality 

can determine whether or not an innovation will be accepted. 
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Barnett points out that Pasteur and Jenner-had diffi

culty getting their medical innovations accepted because of 

their unpleasant characters (1953:322). 

Third, Barnett points out that personal relations 

will also affect the potential acceptance or rejection of 

an innovation. For example, kinship and friendships will 

often determine the acceptance of a novelty (1953:323-4). 

Finally, the affiliation with a majority group is an asset 

for the advocate of a novelty (953:327). 

George Foster also examined the characteristics of 

acceptors of innovations. The characteristics of acceptors 

in a society include people who tend to be more mobile, 

according to Foster (1973:150). Innovators also tend to 

run in families and they are highly correlated with occupa

tion (especially in Foster's peasant community examples) 

(1973:150) • 

Foster maintains that the motivations to change can 

be both culture-bound and universal. The two most powerful 

of these are 1) desire for economic gain, and 2) desire for 

prestige (1969:120: 1973:153-55). 

Foster also devotes attention in his model to what 

he terms "middle class receptivity." He says that the 

well-to-do often will accept a new material tthis resear

cher's emphasis] innovation, but otherwise are more conser

vative. The poor on the other hand, have the most to lose 

if they gamble, and therefore, they are reluctant to do so. 
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It is the middle class that is the most receptive to inno-

vations. 

They have enough so that they can gamble with 
limited experiments without unduly threatening 
their well-being, but their position is not so 
secure but that the attraction of greater income, 
as well as the possibility of satisfying other felt 
needs, is a strong motivation to action (1973:171). 

Finally, Foster states that an an authority may 

force an innovation upon a group which ultimately accepts 

it (1973:171). A leader also can place his/her stamp of 

authority upon an innovation, and that too may lead to its 

acceptance (1973:171). 

Barnett posits three hypotheses about the kinds of 

people who accept the innovation: 

1) ••. an individual will not accept a novelty 
unless in his opinion it satisfies a want better 
than some existing means at his disposal. ••• the 
thesis is that a novelty has less appeal for those 
who are enjoying the benefit of its functional 
alternative than for those who are not ll (1953:378). 

2) ••• there are biographical determinants 
for the lack of satisfaction that is characteristic 
of individuals who are predisposed to accept sub
stitutes for some accustomed idea and that these 
determinants result from the interplay and adjus
tment of an individual's conception of himself and 
the events of his life history (1953:379). 

3) ••• dissatisfaction or unsatisfaction may 
be a pervasive attitude in some individuals 
(1953:380) • 

Barnett then goes on to discuss four different 

archetypes of dissatisfied individuals who constitute the 

acceptors of an innovation. The first are the "dissi-

dents.1I These people are marked by their refusal to 
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identify with the dominant group conventions. It is these 

outsiders that historically have made such good informants 

for the ethnogapher (1953 :381-83). 

The second type Barnett calls the "indifferent." 

These are either the unenthusiastic participants in a cul-

ture, or they are those who are not fully versed in all 

aspects of the culture and hence are open to innovation. 

Children most often fall into this category (Barnett 

1953:385) • 

The third type are the "disaffected." These are 

the people who begin as the enthusiastic participants in a 

culture who, for some reason, become disenchanted. Barnett 

says these are the disillusioned people who follow natavis-

tic or revitalization movements (1953:389-98). 

The final category contains the "resentful," who 

adopt an innovation because they have less to lose as 

members of a minority group. They are also often rivals in 

factionalism (1953:401-3). 

Richard Adams has taken issue with Barnett's margi-

nal man hypothesis, suggesting instead that the particular 

circumstances of the culture will determine who in the 

social structure will be the acceptors of innovation 

(1961). Adams credits Linton with first innitiating the 

controversy over who accepts innovations in a society: 

It makes a great deal of difference... who innova
tors happen to be. If they are persons whom the 
society admires and is accustomed to imitate, the 
way for the general acceptance of the new trait is 



smoothed from the start. If the innovators happen 
to be personally unpopular or of low social status, 
the new element immediately aquires undesirable 
associations which may outweigh any intrinsic adva
ntages (Linton 1936:344-45, quoted in Adams 
1961:185) 
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Adams attempted to test Barnett's (1953) hypothesis 

in Muquiyauyo, Peru. He found that there was some evidence 

that persons suffering from maladjustment had tried to 

introduce new traits in to the village; however, it was the 

traits that were introduced by persons of prominence that 

gained acceptance, as opposed to those of the maladjusted 

(Adams 1961:186). 

Adams concluded from his study that Barnett's 

hypothesis only holds under conditions of extreme stress 

and change, as opposed to cases when change is slow (Adams 

1961:189). In slow and stable change, social approval is 

important; therefore extreme deviation from the norm is not 

tolerated. When the social controls have broken down, Adams 

maintains, more deviation is permitted. In these instances 

the innovations of the malcontented may be more acceptable 

(Adams 1961:189). 

Foster, too, takes issue with Barnett (1953). He 

cites evidence to support the fact that, for example, mixed 

bloods are often receptive to change (1973:124); however, 

he feels that the n ••• prestige-laden individual is more 

effective as an agent of change." Foster goes on to state: 

The dissident or disaffected individual may himself 
adopt new forms; but whether his example will be 
followed by others in the community is quite a 



different matter. Often, I suspect, he is followed 
only by other dissidents, leaving unaffected the 
bulk of the population (1973:126). 
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What the literature does not adequately address is 

the possibility that early adopters of different types of 

innovations may differ in their marginality, or social 

status. The continuum of types of innovation, based upon 

their complexity and conflict with cultural tradition (from 

technological to paradigmatic innovations), coupled with 

the social status of the early adopters, gives rise ·to the 

hypotheses in this research. It would appear from the 

review of the literature that early adopters of technolgi-

cal innovations, which fit easily with the cultural pat-

terns of a group, would be first adopted by those with the 

most prestige and the greatest integration into the commun-

ication and social network. By contrast, those innovations 

of a paradigmatic nature, flying in the face of established 

ways of thinking about the world, would seem to attract 

innitially those persons who are outside of the mainstream 

of cultural thought and practice. 



Diffusion of Innovations in Medicine 

As had been noted under the preceding section, the 

nature of an innovation may determine its advocates. This 

has been suggested in the literature on the diffusion of 

innovations in medicine as well. Menzel (1960) noted that 

the finding that well integrated physicians were more like

ly to adopt new drugs (e.g., Coleman et al., 1966, 1973) 

did not support Barnett's marginal man hypothesis. The 

findings of Menzel (1960) and Becker (1970) both support 

the notion that more highly integrated physicians adopt 

innovations earlier than more marginal individuals; how

ever, both authors contend that the nature of the innova

tion itself determines who are the early adopters. 

Menzel (1960) found that early adoption of a new 

drug was more likely among well integrated physicians. 

This was due to the fact that adopting a ne\'l drug involved 

fewer risks and had less potential pervasive consequences 

(Menzel 1960:709). He also found that adoption of modern 

patient management techniques (considering psychological 

factors and treating the patient as an equal in his or her 

treatment) were more likely to be adopted by physicians who 

were less well integrated into the social system (marginal 

individuals) (Menzel 1960:709). 

In a later study of public health officers, Becker 

found that well established public health techniques like 

measles immunizations and topical flouride application were 
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accepted by well-integrated individuals. However, an inno-

vation which was not well-established, like diabetes scree-

ning, was adopted earlier by less integrated physicians 

(Becker 1970). Becker concludes: 

••. when a group's norms favor an innovation, opi
nion leaders are likely to be pioneer (earliest) 
adopters; but where the norms and the innovation 
are likely to conflict, pioneer behavior is 
frequently located in individuals marginal to the 
g roup (Becker 1970: 295-296). 

Goodenough's (1963) and Wallace's (1970) typologies 

of changes which can occur in public cultures (in this case 

the "culture" of medicine) are convenient frameworks for 

looking at who adopts differnt kinds of innovations in 

medicine. The first, the addition or deletion of material 

items, can be considered akin to Kuhn's (1960) normal 

science or Wallace's (1970) moving equilibrium. For the 

purposes of this study, these innovations will be limited 

to technological changes in medicine, termed changes in 

material culture by Menzel (1960). 

The second category of changes in medical care 

involves those studies of organizational changes in the 

delivery of medical care. These are equivalent to Goode-

noughts (1963) changing of the formal rules whereby the 

cultural game is played. This will be limited, in the 

present study to acceptance of organizational changes like 

endorsement of HMOs, national health insurance, allied 

health professionals, etc. 



48 

The third category is what Kuhn (1960) and Wallace 

(1970) call "paradigm shifts," or Goodenough's (1963) 

example of playing an entirely new game. In this study, 

this will deal with the innovation under consideration, 

adopting wellness, holistic and related models in medicine. 

The literature on all three types of medical inno

vation will be examined from the perspective of the charac

teristics of those who were reported on the literature to 

be early acceptors. These characteristics (independent 

variables) will include, where applicable: age, sex, in

come, medical specialty, political affiliation, practice 

type, communication network and social integration, and 

religion. Where interactions have been reported among 

these socio-demongraphic characteristics of physicians they 

will be reported under the independent variable explaining 

the most variance, as determined by the researcher cited. 

Most of the studies included in this review of the 

literature are studies which describe the attitudes of 

physicians toward change, or toward controversial subjects, 

rather than observed changes in physicians' behavior. Co

lombotos has noted that attitudes are not fool proof predi

ctors of how people will behave, and that attitudes 

themselves can change over a very short period of time. 

For example, Colombotos interviewed 1,205 New York physi

cians in 1964 and 1965 concerning their attitudes about 

Medicare. At that time, prior to passage, only 38 percent 

were in favor of the legislation. By 1966, immediately 
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after passage and before implementation of the Medicare 

law, 70 percent of the same physicians approved of the new 

legislation. By 1967, one year after implementation, the 

figure had risen to 81 percent (Colombotos 1972:376). 

Of attitudes, Colombotos concludes: 

We view attitudes as "probablility" statements 
about overt behavior in specific situations. The 
accuracy of these probab1ity statements depends on 
a host of factors, including, other, perhaps "con
flicting," attitudes relevant to the behavior in 
question and the constraints of the immediate so
cial situation (1975:390). 

Studies of physicians' attitudes are included, therefore, 

as indicators of potential cultural change. 

Diffusion of Technological Innovations in Medicine 

The diffusion of technological innovations in medi-

cine constitutes the bulk of medical innovations and falls 

within what Kuhn (1960) termed "normal science," or the 

process of adding new items to the cultural inventory 

within the established scientific paradigm-- in this case, 

modern medicine. In their review of the diffusion litera-

ture, Rogers and Shoemaker (1971) examined 76 studies from 

medical sociology which dealt with this topic. The most 

famous and often cited are the drug diffusion studies in 

the 1950's by Coleman, Menzel, Katz and their associates 

(Coleman, et ale 1965, 1973). 

Age. In their studies of the diffusion of a new 

antibiotic in the 1950's, Coleman et. a1. found that early 



users were just as likely to be middle aged as young; 

however, they were never old (defined as out of medical 

school for 25 or more years) (Coleman, et ale 1966:42). 

Specialty. Coleman, et ale (1973, 1966) found 

that internists, when controling for prescription volume, 

were more likely than pediatricians to adopt the new anti

biotic earlier. Pediatricians were also earlier adopter 

than family practitioners. 

In addition to medical specialty, Coleman, et. ale 

(1966) found that a physician's orientation toward science 

influenced their adoption of the new drug: 

The early user of the new drug was typically marked 
by certain attitudes toward medicine: he was more 
likely to be highly interested in medicine as a 
science, and he was more likely to orient his work 
to others within the profession than to his pa
tients or other nonmedical people (Coleman, et aI, 
1966:48) • 

In other words, those physicians who had more of a patient 

orientation were more likely to introduce the new drug 

later than those who had the scientific orientation (Cole-

man, et al., 1966). 

Communication Network and Social Integration. Co

leman, et al., (1966, 1973) were able to explain by means 

of sociogram analysis, the rates of adoption of a new 

antibiotic. Adoption rates were dependent upon a doctor's 

degree of social integration within the medical community. 

Among the integrated doctors, the use of the new 
drug spread at an accelerating rate, indicating an 
interpersonal process of diffusion, while among the 
isolated doctors use of the new drug spread at a 
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constant rate, indicating largely individual 
repsonses to constant stimuli outside the community 
of doctors (Coleman, et al.,1973:472). 
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Marshall Becker, in a 1976 study of 95 local health 

officers in Michigan, Illinois and New York found that 

there was a high positive correlation between the central i-

ty of the health officer in the communication network and 

the time when he adopted an innovation (Becker 1970:295). 

This would confirm both Coleman et al.'s observations and 

the generalization by Roger's and Shoemaker about the" 

importance of the communications network. 

It should be noted, however, that Winick (1961) 

found that the diffusion of a new antibiotic (different 

than that studied by Coleman, et al.) in a large city in 

1957 was not as dependent upon the interactions of physi-

cians. Winick (1961:393) notes that the Coleman, et. al. 

studies were done in small towns and that physicians in 

cities do not interact to the same degree. He suggests 

that physicians in cities may be more dependent upon infor-

mal channels of communication (Winick 1961:395). 

Diffusion of Organizational Innovations in Medical Care 

Age. Numerous authors have reported that the the 

age of physicians of physicians may be highly correlated 

with their attitudes towards, or acceptance of 

organizational innov-ations. Bernstein, et al. (1978), in 

a study of 534 private practicing physicians and 50 medical 

residents in San Francisco, found that younger physicians 
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were more likely to use the services of clinical pharmacho-

logists than their older colleagues. 

In a study of physician receptivity to HMOs, Cair1 

(1980) found that age was inversely related to positive 

reactions to HMOs, but also that political philosophy (as 

measured by AMA membership) was more explanatory of physi

cian attitudes. Younger physicians tended to be more 

liberal and more receptive to HMOs (Cair1 1980). 

In a 1973 of several thousand New York physicians 

(2,713 senior doctors, 1,303 residents, and 3,419 medical 

students) Co1ombotos found that age was not a significant 

predictor of attitudes towards national health insurance. 

In an earlier 1965 ~tudy of New York physicians Colombotos 

found that younger physicians were actually slightly more 

resistive to the passage of Medicare than older physicians 

(Colombotos 1968:323-324). He suggests in this latter 

study, however, that the large proportion of foreign-born 

physicians in the sample (who were older and more liberal) 

could have skewed the results (Colombotos 1968:324). 

Counte and Kimberly (1974) in a study of innova

tions in medical education also found that younger physi

cians were more likely to support changes in medical school 

curriculum and practice. Myron Fottler (1979), in a study 

of 735 physician's attitudes towards the use of physician 

extenders (nurse practitioners and physician assistants), 

found that age was inversely correlated with rejection of 
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this structural innovation. In a similar study of physi

cian attitudes toward nurse practitioners, Fottler, et al. 

(1978) found that younger physicians, again, were more 

receptive to use of these physician extenders. Lawerence, 

et al. (1977), however, found that age was not 

significantly correlated with North Carolina physicians' 

willingness to delegate tasks to nurse practitioners. 

When asking Oklahoma physicians about their atti

tudes towards use of physician assistants and health care 

as a universal right, McTigue (1972) found that younger 

physicians were more favorable to the acceptance of these 

innovations. Finally, Rothman, et 31. (1971) found in a 

1968 study of the 420 doctors on staff at three hospitals, 

that younger physicians were more supportive of the hospi

tals merging than their older counterparts. 

Sex. Few studies compare women and men physicians 

in their receptivity to organizational innovation in medi

cal care. In John Cololombotos's 1975 study of attitudes 

toward national health insurance, he found no significant 

difference in the attitudes of men and women physicians 

(Colombotos, et al. 1975). 

Marilyn Heins looked at a random sample of 102 

women and 165 men physicians in the Detroit area. She 

found: " ••• women physicians were significanly more liberal 

than were men physicians. On all measures, women physi

cians had significanly more liberal scores even after age 
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was removed by analysis of covariance." "Specialty was also 

a less important determinant of main measure attitude than 

was sex" (Heins 1979:230). In the same study, men were 

more conservativel:han women, less likely to support PSROs 

(professional standards review organizations-- regulatory 

agencies established by the federal government to monitor 

the quality of physician services for Medicare and Medicaid 

patients), and more likely to oppose decreasing costs to 

consumers. Women were also more likely than their male 

counterparts to be receptive to innovations (Heins, et 

al., 1979:1134). The authors note that one would expect 

men and women physicians to share the same socio-political 

attitudes since they both undergo the same lengthy sociali

zation process in medical training. However, the resear

chers found that women did not assimilate the dominant 

group attitudes (Heins, et a1.,1979:1136). 

Income Income was negatively associated with 

receptivity to innovation in the two studies found in the 

literature. Colombotos, et al., found that lower income 

physicians were more likely to favor national health 

insurance (1975:388). In a 1970-71 study of 2,209 office

based primary care physicians, David Mechanic found that 

physicians with lower incomes were more likely to favor 

federal financing of health care, be more receptive to 

salaried practice, more favorably predisposed towards peer 

review, and more likely to use physicians extenders (1974:8~. 
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Religion. The study which dealt with religious 

background of physicians found that Jewish physicians were 

more liberal in their attitudes than Catholics who in turn 

were more liberal than Protestants (Colombotos 1969). Co

lombotos also found in this 1964-65 study of 1,205 New York 

state physicians that religion was more determining of a 

physician's political ideology than socio-economic back

ground. 

Specialty. Bernstein, et a1., found that pediat

ricians, cardiologists and dermatologists were likely to 

use clinical pharmacology services, probably because they 

wrote more prescriptions that other specialties. The 

researchers also discovered that radiologists were the 

least likely to ~se the innovativ~ service (1978:716). 

When Co1ombotos looked at the attitudes of physi

cians toward national health insurance, he found that 

psychiatrists (80 percent of those polled) were most 

favorable and general/family practitioners (40 percent) 

were the least favorably disposed to the proposed new 

organizational arrangements. In between, in decending order 

of percentage who approved of national health insurance 

were: pediatricians (72 percent), all other specialties (69 

percent), internal medicine (64 percent), other medical 

specialties (61 percent), pathology, anesthesiology, 

radiology (60 percent), and surgery (47 percent) (Co1ombo-

tos, et a1., 1975:387). In his earlier study of attitudes 
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toward medicare, Colombotos found that general practi

tioners and medical specialists were more pro-medicare than 

surgical specialists. He also found that psychiatrists 

were more in favor of the new legislation, but this may 

have been due to the fact that most of that speciality were 

Jewish (Colombotos 1968:324). 

Counte and Kimberly found that specialists were 

more receptive to changes in medical education than were 

general practitioners (1974:197). Fredricks and Mundy 

(1976) found that psychiatrists, general practitioners, and 

ob-gyn physicians were most likely to be interested in 

positions in poverty health care, as opposed to other 

specialties. In Lawerence, et a1.'s study of physician 

receptivity toward nurse practitioners in North Carolina, 

they found that primary care physicians were more likely to 

hire and delegate tasks to nurse practitioners; however, 

within that group they found that general and family prac

titioners were less likely to hire nurse practitioners than 

other primary care specialties (1977:308). Fottler also 

found that primary care physicians were more likely than 

specialits to favor the use of nurse practitioners. The 

only non-primary care specialty responding favorably toward 

physician extenders were the psychiatrists, attributable to 

the fact that they were more liberal, according to Fott1er 

(1979:539). Fottler, et a1., however found in another 



study that general practitiners were resistant to use of 

nurse practitioners, while surgeons, pediatricians, and 

internists were supportive of the concept (Fottler, et ale 

1978:308). 

Mechanic (1974) found that political ideology 

(whether someone was politically conservative or liberal) 

explained many attitudes toward innovation, and that physi

cians in internal medicine specialties were more liberal, 

and hence more receptive to innovation than general practi

tioners. Rothman, et aI, (1971:49) found more opposition 

to hospital merger among anesthesiologists and less among 

internists and pediatricians. 
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Practice~. Several studies have looked at the 

practice type of physicians, as it relates to their atti

tudes towards organizational innovation. Bernstein, et. 

al.'s study of receptivity to clinical pharmacology found 

that group practice physicians were more likely to be in 

favor of the innovation. Fottler (1979) and Fottler, et 

al., (1978) found that group practice physicians were more 

receptive to use of nurse practitioners than solo practi

tioners. Fottler (1979) also found that institutionally 

employed physicians were more likely to endorse the use of 

physician's extenders. Lawernce, et al. (1977) had essen

tially the same findings, i.e., solo practitioners were less 

willing to delegate tasks to nurse practitioners than 

either group or institutionally based physicians. 
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Mechanic (1974) found that group practice physi-

cians, especially those in large groups and HMOs, were more 

likely to be receptive to innovations in the organization 

of medical care, than solo practitioners. Rothman, et 

al., (1971} also found solo pracitioners to be resistant to 

organizational change, in the case of the hospital merger 

reported earlier. 

Communication Networks and Social Integration. As 

noted above, in the case of technological innovations, 

Becker (1970) and Coleman, et al., (1966, 1973) found that 

those who were well integrated into the communication net

work and political structure were earliest innovators. In 

questions of organizational change, Counte (1973) and 

Counte and Kinberly (1974) found that essentially the oppo

site was true of early innovators in the arena of medical 

education. 

Mechanic (1974) found that membership in local 

medical societies was negatively correlated with receptivi

ty to organizational changes in medicine. Rothman, et. al 

(1971) found that reistance to hospital merger came from 

those who were in middle positions of power in the local 

medical society, as they were the ones who had the most to 

loose. This latter finding conflicts with Foster's (1973) 

assertion about "middle class receptivity." 

Political Orientation. One of the variables which 

seems to have the greatest implications for receptivity to 
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organizational innovations by physicians is their political 

orientation, i.e., whether they consider themselves to be 

politically liberal or conservative. The more liberal 

physicians tend to be the ones who are more receptive to 

organizational innovations. 

Colombotos (1968) found tha~ more liberal physi

cians were more likely to favor Medicare. McTigue (1972) 

found that more liberal physicians were in favor of using 

physicians assistants and supportive of health as a univer

sal health care right. 

Both Mechanic (1974) and Willison (1980) found 

political views to more explanatory of receptivity to orga

nizational innovation than any of the other physician cha

racteristics discussed above. 

Colombotos, et ale (1975) found that those who 

were politically liberal were less likely to be member of 

the American Medical Association (AMA). The same findings 

were reported by Goldman (1974a, 1974b) in a study of Yale 

University Medical School graduates. Goldman also found 

that those who labeled themselves as policially liberal 

also tended to be liberal medically, i.e., more accepting 

of organizational changes in medicine (l974a:l78). 

Goldman (l974a) also found that surgeons, pediatri

cians, and general practitioners were the most politically 

conservative of all specialties and psychiatrists were the 

most liberal. He also found that university physicians 
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were more liberal than multi-specialty group member, who in 

turn were more liberal than solo practitioners, or members 

of single specialty groups. Goldman (1974a) found that 

women were more liberal than men, but that this difference 

disappeared when controlling for age. Goldman (1974a:182) 

found that political philosophy was the best over-all pre

dictor of medical attitudes, explaining 27 percent of the 

variability in medical attitudes, compared with 28 percent 

for all other physician characteristics combined. 

Cairl (1980) also found that there was a positive 

relationship between AMA membership (as a surrogate measure 

for political conservatism) and being older, having a 

higher income, being a specialist, and a solo practitioner. 

Diffusion of Paradigmatic Innovations in Medicine 

Only one article was located which deals with what 

has been termed a paradigmatic shift in this study. Linn 

and Lewis (1979) looked at attitudes toward self-care (one 

of the components of wellness [Ardell 1977]) among 520 

physicians in Los Angeles. 

Age. Linn and Lewis found that younger physicians 

were more receptive to the innovation. In a 1971 Gallup 

Poll, younger physicians were also found to be more 

favorably dispossed towards preventive care (Strickland 

1972). 
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Religion. Similar to the organizational studies 

cited above, Linn and Lewis (1979) found that Jewish physi

cians were more likely to endorse the use of self care, 

followed by Catholics, and then by Protestants. 

Medical Specialty. Linn and Lewis (1979) found 

that specialist and generalists had equivalent attitudes 

toward self-care. However, the researchers did not present 

specialty-specific findings. 

Practice Type. Linn and Lewis (1979) found that 

solo practitioners were least likely to have positive atti

tudes toward self-care, followed by partnerships, followed 

by group practice or clinic-based physicians. They con

cluded, however, that due to the interaction of practice 

type and age, that age was the most important variable in 

determining which physicians were likely to use self-care. 

Historical Perspective 

A pervasive theme of the medical literature on the 

diffusion of innovations is the suggestion that age and 

political variables might be related to broader changes in 

society that have occurred over time. For example, Bloom 

(1979) and Colombotos, et al. (1975) suggest that medical 

students in the late 1960's were different than their 

predecessors, a fact which could explain their receptivity 

to innovations. Colombotos,et al. stated: "Today's medi

cal students are expected by many observers, on the basis 
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of social and political events when their generation rea

ches political maturity, to hold more liberal views than 

has been typified of their choosen profession" (1975:391). 

One problem, which has been discussed extensively 

in the social science literature, is the nature of change 

over time. In the above case, one could argue that young 

people tend to grow more conservative over time, and that 

what Colombotos suggests may not occur. 

Most of the controversy in the literature surrounds 

the use of synchronic studies. like those presented in the 

previous section, to talk about change. Evon Vogt suggests 

that this is equivalent to viewing one frame of a movie 

(1960:19). Vogt, like Miller (1965) and Moore (1963), 

talks about the distinction between microscopic changes 

called "recurrent processes" and macroscopic changes, cal

led "directional processes" (1960:21). An example of a 

"recurrent process" is socialization, where the content, 

i.e. individual actors, change but the structure remains 

the same over time (Vogt 1960: 21). 

Directional processes, on the other hand are nonre

petetive within a given timeframe and involve structural 

changes in the culture (1960:22). "These long-range cUltu

~al phenomena have a beginning, a middle, and an end, and 

their own natural forms" (Vogt 1960:22). Vogt (1960) says 

that most anthropologists have only viewed the recurrent 

processes, rather than the directional ones because of 

their synchronic approach. 
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Barnett (1965) has voiced a similar concern, 

suggesting that mere ctilture histories do not allow for the 

discovery of processes. " ••• A process is a closed dynamic 

system, while a history is a segment of a dynamic open

ended continuum. Processes take place in time as well as 

space, as do all things, but this is not an intrinsic 

property of them. Time is not what makes them processes~ 

recurrence does" (Barnett 1965: 222). 

The question then becomes one of discovering 

processes and separating them from history. Vogt, follow

ing Geertz (1975), suggests that there is a tension bet~een 

the culture and social system which provides pressure for 

continual change (Vogt 1960:24). "It is probable that one 

of the important constant generalizing mechanisms of the 

directional processes is tension between the social and 

cultural dimensions of societies" (vogt 1960:23). 

Changes inferred from synchronic studies, then, can 

suffer from an important short-coming. That is to say, 

they might be impermanent, recurrent processes, unrelated 

to historical changes, i.e., changes in political orienta

tion as a part of the normal maturation process. These 

differences can only be determined through longitudinal 

studies. Two historical studies to be presented below, can 

be of assistance in providing an historical perspective on 

the question of who in medicine might adopt paradigmatic 

innovations like wellness. 
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Stephen Kunitz (1983) has traced the development of 

several primary care specialties since the turn of the 

century. He has found that the most politically conserva

tive physicians were in traditional academic internal medi

cne, then primary care internal medicine, next pediatrics, 

followed by family practitioners as the most liberal 

(1983:1). He also found that as one moved from the .more 

conservative to the more liberal specialties, the defini

tion of what constituted legitimate medical problems expan

ded. Kunitz had followed Ladd and Lipset (1972) in main

taining that: " ••• it is the degree to which a field is seen 

as a vehicle for social change which determines the li

beralism or conservatism of its recruits" (Kunitz 1983:1). 

Kunitz maintains that there are two explanations 

for the growth of medical specialties: technology and 

imperialism (the reaching out to control an area of life 

whether or not the knowledge base of the profession justi

fies it) (1983:2). Kunitz suggests, as examples of the 

first, gastro-enterology which followed the discovery of 

the endoscope, and surgery which flourished after the 

technological development of sterile technique. He sug

gests that social work, nursing and psychiatry are 

evidence of the second (Kunitz 1983:2). 

In primary care, Kunitz maintains, internal 

medicine arose out of the proliferation of new diagnostic 
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techniques in the late nineteenth and early twentieth cen

turies; pediatrics grew out of the child saving movements 

during the same period; and, family practice arose out of 

the social upheaval of the 1960's (Kunitz 1983:2). 

Kunitz (1983:27) suggests that family practice 

arose as a specialty in an effort to coopt government 

efforts to provide more primary care. 

It is no surprise that the new specialty would 
attract the most liberal medical students and 
physicians. Moreover, the contrast with the very 
conservative political positions taken by general 
practitioners in the recent past suggests that it 
is not so much the content of the work as the 
degree to which the specialty is conceived as a 
vehicle for social change which determines the 
liberalism or conservatism of it members (Kunitz 
1983:28) • 

Daniel Funkenstein collected data on students and 

alumni of Harvard University Medical school from 1958 to 

1976 in order to answer questions of ideological shifts 

over time (Funkenstein 1978,1979). He defined a continuum 

of careers from what he called "bioscientific" to "bioso-

cial" based upon the characteristics of students who choose 

them. Those students who were more interested in science 

pursued bioscientific careers-- academic research, or sub-

specialty practice. Those students who were more interes

ted in interpersonal relations choose interpersonal or 

behavioral oriented medical careers-- primary care special-

ties or psychiatry. Funkenstein has then looked at shifts 

in these careers over time (Funkenstein 1978): 
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Specialty Era: 1947-1958 

Following World War II, large numbers of returning 

veterans entered medical schools. Admissions committees 

preferred liberal arts majors and in 1958, over 75 percent of 

medical school graduates had a biosocial orientation. Few 

students in this era were committed to social change and few 

had a public health orientation. Most were people oriented 

and were concerned with individual patients. Bu graduation 

most students had elected careers in general practice, 

general surgery, or general pediatrics (Funkenstein 1978:15-

18) • 

scientific Era: 1959-1961 

Following the launching of Sputnik by the Soviet 

Union, a high priority on science developed in this country. 

Admissions committees, according to Funkenstein (1978), 

preferred more bioscientific oriented medical students. 

Students were much more interested in medicine as science 

and many more had science backgrounds. There was a shift 

away from a people orientation and few students chose 

primary care specialties. Research and university positions 

were the most valued by students (Funkenstein 1978:19-22). 

Student Activism Era: 1969-1970 

Another radical shift occurred in the late 1950's 

as a result of the Viewnam War and the civil rights move

ment. More women and minority applicants were admitted to 
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medical schools, and more students had a social science back-

ground and a biosocial orientation. students in this era 

were more change oriented,and politically active medical 

students rose from six to 50 percent over the previous era. 

There was a strong interest in disease prevention and in 

primary, versus specialty care, and a strong deemphasis on 

science (Funkenstein 1978:22-26) • 

Doldrums Era: 1971-1974 

This era was marked by a large increase of applicants 

to medical schools, due to the birth rate in the 1950's. 

Many more minorities and women were admitted. There were 

fewer scientific positions as funding decreased, but admis-

sion committees (with a scientific orientation themselves) 

sought to increase the number of bioscientific students as a 

reaction to the student activism of the previous era. Funken-

stein maintains that the only factor that kept all the 

students from having a bioscientific orientation were minor-

ity and women students, who still maintained a high bio-

social bias. 

The Primary Care and Increasing Governmental 
Control Era: 1975-Present 

The final era was typified by a large applicant 

pool with increasing numbers of women and a slight decrease 

in the numbers of minorities. The orientation has been 

primarily bioscientific with a decrease in social 



68 

commitment to change and less emphasis on preventive health 

(Funkenstein 1978:31). 

Funkenstein (1979) maintains that women, who used to 

have more of a biosocial orientation, now have the attitudes 

closer to their male counterparts. The net result has been 

a growing together of men and women physicians, with the 

differences between them being minimized (Funkenstein 1979: 

65-66). 

Funkenstein also suggests that the surplus of physi

cians in some specialties is forcing physicians to move into 

professions that they would not ordinarily take, given their 

basic orientation. For example, because of a national sur

plus in surgery, radiology, pediatrics and obstetrics, fewer 

graduates are choosing those professions (1978:33-34). 

Students who would have chosen speciality careers are being 

forced into family practice because that is where the 

government support has been (Funkenstein 1978:35). 

Summary 

From the foregoing discussion, it appears that the 

type of innovation clearly attracts different types of 

individuals in a group. The technological innovators, as 

discussed earlier, appear to be more central to the medical 

group norms and in positions of power. Technological inno

vation is clearly a part of the "normal science" (Kuhn 

1960) of medicine. 
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Organizational innovators, on the other hand, ap-

pear to meet some the criteria for marginals to the group, 

as disscussed above. The clearest indicator of this is tne 

age of physicians who are early adopters of organizational 

innovations. Out of ten studies which examined age, seven 

concluded that younger physicians were more supportive of 

this type of innovation than older physicians. Two studies 

showed no difference, and one indicated that younger physi-

cians were more resistive to organizational change. 

The other variables which seems to explain the most 

about physician acceptance of organizational changes is 

political orientation. The studies by Mechanic (1974), 

Cairl (1980), and Willison (1980) were multivariate 

analyses which controlled for the socio-demographic 

variables discussed above. In all three cases, political 

orientation of the physician was the most important 

variable in describing adopters of organizational innova-

tions. In all cases, liberal physicians were more likely 

than their conservative colleagues to favor organizational 

change. 

By way of explanation for these observed phenomena, 

Fottler suggests: 

••• when a ruling minority, such as physicians, have 
a vested interest in the status quo, only token 
innovations may be accepted.... Those with the 
greatest power and status in a system (the "power 
elite") serve as gatekeepers in controlling the 
flow of innovations into a system. Such elites 



naturally tend to favor innovations which do not 
threaten the status quo of the system's social 
structure, rather than restructuring innovations. 
The medical community is hospitable to innovations 
which conform to previously upheld values, but 
inhospitable to innovations which require emmanci
pation from these values.... Adoption of new 
techniques of treatment have been encouraged, but 
innovations in the organization and financing of 
medical care have generally been opposed.... (Fot
tler, et al., 1978:304). 

The discussion of the history of American medicine 

since 1900 offers an added perspective to who might be 
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expected to be adopters of organizational innovations. The 

liberalism and radicalism of the 1960s may indeed represent 

an historical shift with more liberal physicians entering 

the field in the 1970s (although if one follows Funkenstein 

[1978], a shift back to more conserv~tive values in medi-

cine appears to be occuring). Political liberalism was 

clearly linked with organizational innovation in the 

studies discussed above. 

What is not so clear is who would accept a new 

paradigm. In the one case of paradigmatic shift (although 

the authors, Linn and Lewis [1979] did not discuss it in 

those terms), again, it was the marginal individuals, as 

defined previously, who seem most receptive to self-care-

an example of a paradigm shift. The Linn and Lewis (1979) 

study, however, did not examine the political attitudes of 

the physicians who accepted self-care. 

One could argue, and indeed it is one of the 

hypotheses of the present study, that those who would adopt 
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a new paradigm, rejecting the biological reductionist basis 

of modern medicine, would be even more marginal than those 

who advocate organizational change. While it is probable 

that those who would adopt the new paradigm might be more 

liberal than those who do not, it is suspected that other 

indicators of marginality will be more explanatory of the 

paradigm shift than political philosophy. 

A new dimension, competition, has also now entered 

the picture as Funkenstein (1978) points out. This 

variable may also playa role in the rate of adoption of 

the wellness paradigm. These issues will be examined in 

the following chapters. 



CHAPTER III 

METHODOLOGY AND DATA COLLECTION 

This chapter is divided into seven sections. The 

first is a discussion of the background and circumstances 

surrounding the marketing survey from which this study is 

derived. The remaining sections describe the sample and 

sampling methods, the development of the instrument, the 

data gathering process, the derivation of the dependent and 

independent variables from the instrument, and the statis

tical research design of the study. 

Marketing Study 

The empirical data used in this research were ob

tained from a marketing study of physicians. The primary 

purpose of the survey described herein was to provide two 

affiliated Tucson, Arizona hospitals with information con

cerning medical staff attitudes about health education and 

wellness programs. The study was also intended to gage 

physicians' perceptions about the health education needs of 

their patients, as well as the advisability of the hospi

tals pursuing health education programs. 

The study grew out of vehement physician opposition 

to a health screening and education program that had been 

implemented by the administrations of the two hospitals. 
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The outcry against the program was so severe that the 

program was discontinued, and the new director of the 

program (this researcher) decided to survey the medical 

staffs of the two hospitals to find out what would be 

acceptable to the doctors. 
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Objections to the health screening and education 

program included comments by doctors such as: nurses (who 

directed the screening program) are "practicing medicine;" 

the hospitals are competing with physicians; health educa

tion doesn't work; health education isn't worth the cost; 

hospitals should take care of sick patients, not well 

people; we don't know enough about health education; and, 

there are enough other health education programs. The 

chiefs of staff (elected medical directors of hospitals) of 

the two hospitals agreed that it would be wise to find out 

what kinds of health education programs physicians wanted 

before proceding with the development of any new health 

education programs at the two hospitals. Due to time and 

cost constraints, it was decided to do a mail survey, as 

opposed to face-to-face or telephone interviews. 

Sample and Sampling Method 

While a stratified, random sample of the entire 

staffs would have yielded statistically significant re

sults, it was decided to send the questionnaire to all 800 

physicians on staff at both hospitals. Not only would this 



technique solicit doctors' opinions, but also it would 

advise them that the two hospitals were interested in 

developing health education programs. The survey was one 

way of making the physicians aware of this interest and 

seeking advice from members of the medical staff. For 

these reasons, it was also decided to send the question

naire to all categories of staff membership (active, asso

ciate, courtesy, consulting, and honorary) in order to 

reach the widest physician audience and to solicit the 

broadest range of opinions. A merged mailing list of the 

medical staffs of both hospitals was created, in order to 

eliminate duplicate mailings (many physicians had 

priviledges at both hospitals). 

Development of the Instrument 
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A search of the literature revealed that no similar 

physician surveys had ever been undertaken. Therefore, a 

new instrument, measuring the issues outline above, had to 

be developed. The researcher decided to include questions 

relating to the diffusion of paradigmatic and organiza

tional innovations as they were germane to the marketing 

research as well. 

The questions to be answered by the marketing sur

vey were: 

1. What lifestyle problems did physicians see as sig

nificant health risks? 
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2. What kinds of health education services did physi-

cians already perform? What kinds of other health 

professionals and educational aids did physicians 

use? What were the physicians' opinions of the 

efficacy of health education services? 

3. What kinds of additional health education services 

did physicians feel were necessary? 

4. What were the population- groups in need of spe-

cialized health education services? 

s. Which programs, if any, should the two hospitals 

provide? 

6. What were physicians' personal interests in well-

ness programs (aerobic exercise, smoking cessation, 

weight reuduction and sound nutrition, and stress 

management)? 

7. What were physicians' attitudes toward wellness? 

8. What were physicians' attitudes toward health edu-

cation? 

9. What were physicians' attitudes toward health 

screenings, e.g. health risk and health hazard 

appraisals? 

10. Did physicians think that hospitals should provide 

health education services? 

11.. Were physicians concerned about hospitals competing 

with them and others in the provision of health 

education services? 
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12. What were the basic socio-demographic characteris-

tics (as defined in Chapter II) of the medical 

staffs, and how did these descriptors relate to the 

other 11 questions, outlined above? 

Of the questions outlined above, numbers two, six, seven, 

eight, ten, 11, and 12 were pertinant to the diffusion of 

innovations in medicine. 

The survey instrument is shown in Appendix A. The 

questionnaire was developed after the researcher spent 

several months discussing the issues with physician key 

informants and after attending several medical staff execu

tive committee meetings at the two hospitals. 

Six drafts of the questionnaire were developed with 

the assistance of a medical sociologist, two educational 

psychologists, and six physicians on the faculty of the 

University of Arizona. To measure attitudes, it was de

cided to use Likert-type scales whenever possible to allow 

for the development of idicies for later analysis (Babbie 

1979:410). These items consisted of statements about the 

construct to be measured, and respondents were asked to 

indicate their level of agreement with each statement on a 

scale from "strongly disagree" to "strongly agree." The 

scales had six values in order to discriminate between the 

pola r extremes and to force e i the r a pos i t i ve or a neg a t i ve 

choice for any statement given (a five-point scale would 

have allowed selection of the mean). 



77 
Each attitudinal construct was measured by a mini-

mum of three items in order to develop reliable measures of 

the hypothetical constructs. In each attitudinal sub

section of the instrument, items were randomly arranged 

with an equal number of positive and negative statements 

inserted in order to avoid any bias in the questionnaire 

itself. Items were carefully worded according to criteria 

by Payne (1951) and Dillman (1978). All of the above were 

intended to maximize the reliability of the instrument 

(Kerlinger 1953:454). 

The questionnnaire lay-out adhered closely to the 

recommendations of Dillman (1978). Dillman (1978) advises 

using a lot of white space on the page in order to create 

the impression that the questionnaire is shorter than it 

really is. He also suggests a uniform format which is easy 

for respondants to follow (Dillman 1978). 

The instrument was tested for face validity by 

seven physicians and revised. The original study design 

called for instrument validation by a sample of 100 univer

sity physicians; however, permission for that portion of 

the study could not be obtained in sufficient time to meet 

the marketing needs of the two hospitals. It was decided, 

therefore, to administer the instrument to the thirty mem

bers of the medical staff executive committees at the two 

hospitals. This would serve the dual purposes of advising 

them of the study, thereby allowing them to voice any 
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objections in advance, as well as providing a further test 

of the face validity of the instrument. The executive 

committee members were also asked to estimate how much time 

it took to respond to the instrument, as complaints had 

been received by physicians about the length of question

naires they had received in the past. Respondents reported 

a mean response time of 12.5 minutes for the 106 item 

questionnaire. The questionnaire was revised one final 

time (the final instrument is shown in Appendix A) and 

mailed. 

Data Gathering Process 

Don Dillman's "total design method" (1978) was used 

as the methodology for administering the survey. On April 

29, 1982, all 800 physicians (784 medical doctors and 16 

doctors of osteopathy) on staff at both hospitals, minus 

the members of the executive committees, were sent the 

first mailing. The mailing consisted of an introductory 

letter co-signed by the two chiefs of staff (Appendix B), 

the survey instrument (as contained in Appendix A), a self

addressed, stamped envelope, and a self-addressed, return 

postage guaranteed post card. The postcard, contained in 

Appendix C, asked physicians for their interest in helping 

with health education classes at the two hospitals, as well 

as whether or not they had returned their questionnaires. 

This card, to be mailed back separately, guaranteed the 



annonimity of the survey, yet allowed the researcher to 

know who had responded to the survey. 

On May 6,1982, one week following the first 

mailout, a reminder postcard (contained in Appendix D) was 

mailed to all 800 physicians. Three weeks after the first 

mailing, another complete mailing, including a second fol

low-up letter co-signed by the chiefs of staff (see Appen

dix E), was sent to all physicians who had not returned 

their questionnaires. 
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While Dillman (1978) suggests a third, certified 

mail mailout, this technique was not used in the present 

study. Because one goal of the survey was to engender 

physician support for hospital education programs, it was 

felt that sending a third copy of the questionnaire might 

be interpreted as harrassment by the members of the medical 

staff. It was also prohibitively expensive for the hospi

tals to send the questionnaires by certified mail. All 

previous mailings were sent by bulk mail to the physicians' 

offices. The cumulative percentage of returned question

naires by date returned is shown in Figure 2. 

Of the 800 names on the original mailing list, 

seven were deleted because the physician had moved, re

tired, died, or had been listed more than once on the 

mailing list. In addition, five physicians had moved out 

of Pima County and were deleted from the list (five out-of

town physicians did respond to the survey and could not be 
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removed from the analysis because no address was given on 

the questionnaire}. Of the 788 remaining physicians, 350, 

or 44.4 percent responded to the survey. 

Dependent Variables 

Several attitudinal and self-reported behavioral 

measures were developed as indicators of paradigmatic or 

organizational change among physicians. By means of factor 

analytic techniques, constructs were developed which theo-

retically accounted for these indicators. 

Attitudes Toward Wellness and Health Education 

A 14-item, Likert scale question was devised which 

asked opinions about wellness, health education, target 

groups, and health screening instruments (see Question 14, 

Appendix A). When the question was analyzed for all 350 
\ 

study subjects by means of a principle components factor 

analysis with iteration, using varimax rotation (Nie, eta 

ale 1975), there were two resulting factors with eigen

values greater than 1.0. 

Table 2 shows the items in Question 14 by the two 

dominant factors and the factor loadings for each item on 

the factors. Factor loadings of .4000 or greater are 

included in the composite indicies in Table 2. All other 

items were deleted from subsequent analyses. Variables 

were also dropped from a factor, even when they loaded 

higher than .4000, if they had been included in a more 

dominant factor. 

81 



82 

The first factor, termed "wellness," includes the 

two variables which asked physicians about their attitudes 

towards the term and concept of wellness. In Question 14, 

item k (see Table 2) accounted for so much of the variance 

that it rendered interpretation of all other factors mean

ingless. The wellness factor alone accounted for 61.3 

percent of the variance. Accordingly, item k was dropped 

from subsequent factor analyses. 

When item k was removed from the analysis, another 

factor, termed here "self-responsibility," became the domi

nant factor accounting for 64.6 percent of the remaining 

variance. This factor appears to address self-responsibil

ity for health education in both of its items. 

The Chronbach's alpha of the "wellness" factor was 

.7663, well above the .7000 established as the minimum 

measure of reliability for this study. (Nunnally 

(1967:226) suggests an alpha range from betwen .6000 and 

.8000.) The alpha reliability of the self-responsibility 

factor was .7070, also acceptable for use as an index in 

further analyses. 

Both the wellness (abbreviated WELL) and the self

responsibility (abbreviated RESP) factors were developed 

into indicies by reverse coding negative items (all items 

were coded positively in favor of the index) and added 

their score together for each case in subsequent analyses. 
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Table 2. Wellness and Health Education Self-Responsibility 
Items and Factor Loadings. 

Item 

a. Increased knowledge 
about topics such as 
nutrition, exercise, and 
self-responsibility would 

Factor Loadings 

Wellness Self-Responsibility 

be an important step to .50522 
ward improving the pub 
lic's general state of 
health. 

c. Patients need to be 
informed that they can 
increase their level of .82799 
well being, even if they 
are not sick. 

k. The term "wellness" 
is useful to use with 
patients when teaching 
them how to remain heal 
thy. 

n. The term "wellness" 
is jargon with little 
scientific validity. 

.97792 

.60106 



Attitudes Toward Hospital-Based Health 
Education and Competition with Hospitals 
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Table 3 shows the results of a principle component 

factor analysis with iteration and varimax rotation perfor-

med on Question 15. All items were included (had a factor 

loading of greater than .4000) in either of the two 

factors. 

The first factor, termed "hospital health educa

tion," includes all items relating to hospital role in 

providing health education. This factor accounted for 81.5 

percent of the varianceof all of the items. The alpha 

reliability for this composite index was .8263, the highest 

for any of the factors analyzed. 

The second factor to emerge from the analysis ac-

counted for the remaining 18.5 percent of the variance in 

these items. This factor, called "competition," contained 

the items dealing with competition between hospitals and 

physicians or other health care providers. The alpha re-

liability of these items, taken as a composite variable, is 

.7474, again sufficiently reliable for use in subsequent 

analyses. 

As with the factors discussed above, the hosptial 

health education factor (hereinafter referred to a HOSP) 

and the competition factor (COMP) are used as composite 

indicies. The items were recoded to all be positive, and 

they were added together to form the index. 



Table 3. Hospital Health Education and Competition Items 
and Factor ~oadings. 

Item 

a. Rather than provide 
community health educa
tion, hospitals should 
use scarce resources for 
acutely ill patients. 

b. Community health edu 
cation should be done by 
community health agencies 
other than hospitals. 

c. Hospitals should 
teach the community about 
wellness. 

d. If hospitals provide 
health education servlce, 
they are competing unfai 
rly with voluntary organ 
izations, e.g., Heart 
Association, Cancer So 
ciety. 

e. If hospitals provide 
health education services 
they are taking patients 
away from physicians. 

f. Hospitals should pro 
vide education about spe 
cific diseases to members 
of the community. 

g. Hospitals can serve 
as an important adjunct 
to physicians by helping 
to educate patients. 

Factor Loadings 

Hospital Health 
Education 

.77078 

.72063 

-.74531 

-.52128 

-.54177 

Competition 

.65377 

.79511 
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Personal Use of Wel1ness Services 

Wells and Lewis (1981) in a survey of 200 physi

cians found that physicians' personal health habits influ

enced how they counseled their patients. Smokers counseled 

their patients less than non or past smokers, and over

weight physicians counseled their patients less than those 

who did not see themselves as overweight. Similar results 

were also obtained when comparing drinking to non-drinking 

physicians and physicians who regularly exercised, versus 

those who did not (Wells and Lewis 1981:327A). 

The original design of this present study called 

for asking physicians about their own wel1ness-re1ated 

behaviors, similar to the Wells and Lewis (1978) study, 

described above. It was suspected that physicians who were 

practicing we11ness oriented behavior would be more likely 

to encourage their patients to do the same. However, items 

about health practices were deleted from the instrument 

because the researcher, in consultation with key infor

mants, decided that the questions were too personal. 

Asking very personal questions might have adversely affec

ted both the response rate to the instrument and future 

cooperation between the physicians and the researcher, an 

employee of the two hospitals. Therefore, a surrogate 

measure was developed. 



87 

Question 13 (see Appendix A) asked physicians if 

they or members of their families would be interested in 

participating in aerobic exercise, smoking cessation, 

weight reduction and sound nutrition, or stress management 

classes. It was felt that personal interest in these 

wellness activities would be an indicator of potential 

behavior. The question also gave the author information on 

the potential market for wellness programs designed speci

fically for physicians. 

The four variables were combined into a single 

index of "personal interest in wellness"1 however, the 

reliability of the composite variable was too low (alpha = 

.6014) to be used in further analyses. 

Use of Health Education Services 

One measure of support for health education ser

vices is the degree to which physicians report using those 

services in their practices. Question 2 (see Appendix A) 

asked physicians for the kinds of health education mater

ials they used with patients, as well as who provided 

counseling and education to patients. Unfortunately, as 

with the personal interest index, the composit variable was 

not suffiently reliable (alpha = .6330) to be included in 

the analyses. 
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Independent Variables 

Sex 

Question 16 (see Appendix A) asked physicians about 

their sex. Sex was recoded for multiple regression pur

poses so tha t female was coded 0 and male was coded 1. 

Age 

Physicians were asked to give their age in years at 

the time of the study (Question 17, Appendix A). For 

regression analyses, age was left as a continuuos variable. 

When a categorical variable was required for contingency 

tables and analysis of variance, age was recoded into ten

year age groupings, equivalent to u. S. census categories. 

Medical Specialty 

Physicians were asked in Question 15 for their 

medical specialty. Specialties were coded according to the 

list used by the Arizona Board of Medical Examiners (1982). 

In the cases when physicians indicated that their 

specialty was internal medicine, the specialty was coded as 

general internal medicine, even in the few cases when the 

researcher knew that the physician had a subspecialty, like 

cardiology. When both internal medicine and a subspecialty 

were given, the subspecialty was coded. 

The nonspecific response, "surgery," was coded as 

unspecified surgery, but was combined with general surgery 



in the analyses. If a physician indicated more than one 

specialty, the first listed was coded as the specialty for 

that physician. 
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For analyses, specialties were grouped according to 

logical categories. Primary care physicians (family prac

tice, general practice, ob-gyn, general internal medicine, 

and pediatrics) were not combined with other specialties 

(Mechanic 1975). All internal medicine subspecialties were 

lumped together as were all surgical specialties. Psychia

try was left by itself. Radiology, pathology, nuclear 

medicine, and anesthesiology were added together as all of 

these specialisties are technical, involve little direct 

patient contact, and are often under salary or contract 

with hospitals. All other physicians were included in an 

"other" category. These grouping essentially follow the 

categories used by other researchers, e.g., Colombotos, et 

a1., (1975) and Heins, et a1. (1959). 

Time in Direct Patient Care 

The original study design hypothesized that those 

physicians with the greatest amount of patient contact 

would be more favorably disposed toward health education 

services, as opposed to technical specialists who would 

have a greater scientific, non-patient, orientation. 

Unfortunately, Question 19, which asked for the amount of 

time spent in direct patient care, was to vague. Several 

physicians commmented that they did not understand if time 
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referred to a 24-hour or eight-hour working day. The ques

tion's validity is suspected and this variable was dropped 

from the analyses. 

Practice Type 

Physicians were asked to indicate in Question 20 

their primary type of practice: solo practice, partnership 

of the same specialty, specialty group, mUlti-specialty 

group, or the University of Arizona Health Sciences Center. 

HMO physicians were asked to categorize themselves 

in one of two groups of HMOs. The first included 

established HMOs which were developed more than five years 

ago, presumably under the philosophies of medical care 

organization outlined by Saward (1973). The second HMO 

group includes two HMOs which have been established during 

the last two years. These HMOs may be. competitive 

responses by groups of physicians who feel they must com

pete with the older HMOs for business. Conversations with 

several key informants suggest that physicians in these 

latter HMOs may not have the same liberal orientation 

toward medical care as their colleagues in the earlier 

HMOs. 

The final category of practice type was originally 

intended for veterans Administration or other federal 

government physicians, i.e., Indian Health Service and 

military doctors. After the questionnaires were returned, 
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however, the category was expanded to include other unanti-

cipated cataegories of government physicians such as 

University of Arizona Student Health Service and Pima Coun

ty Health Department doctors. 

Index of Communication and Integration 

As noted in Chapter II, the amount of communication 

that physicians have with peers and their integration into 

the medical community have been highly associated with 

acceptance of innovations in medicine. Coleman, et al. 

(1966, 1973) used sociogram analysis to determine which 

physicians interacted with each other and who the opinion 

leaders were. The present study did not allow for this 

level of detailed analysis. Accordingly, a surrogate mea

sure of communication and integration was developed. 

It was hypothesized by this author, and confirmed 

by physician key informants, that physicians who were mem

bers of the executive committees of the medical staffs, who 

had been elected officers in the medical staffs of a hospi

tal, or of local, state, or national medical organizations, 

would be more highly integrated into the medical system. 

The would more likely be opinion leaders, and more likely 

to be receivers of communications about innovations than 

those who were not. Unfortunately, this approach only taps 

the formal interaction and communication network and not 

the informal relations between physicians, which could be 

derived from a sociogram analysis. 
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Physicians were asked in Questions 22, 23 and 25 

whether they had ever been on the executive committee of 

the two hospitals, whether they had been an elected officer 

at the two hospi tals, or whether they had ever been an 

elected officer in the Pima County Medical Society (PCMS), 

the Arizona Medical Association (ArMa), or the AMA. The 

results of a principle component factor analysis with 

iteration and varimax rotation of the communication and 

integration variables is shown in Table 4. The three 

variables were included in a factor with an eigenvalue of 

greater than 1.0 and they accounted for 37.0 percent of the 

variance in the equation. The alpha reliability of the 

index was .7073, within the acceptable range for this 

study. 

Political Orientation 

As the primary purpose of the physician survey was 

a marketing study, it was felt that a direct question about 

whether or not a physician considered himself or herself to 

be politically conservative or liberal was too sensitive. 

It was felt by the researcher and physician key informants 

that physicians would not respond to the questionnaire if 

it contained items which were not directly related to the 

marketing issues surrounding health education services at 

the two hospitals. Therefore, a surrogate question to 

measure political orientation was used. 



Table 4. Communication and Integration and Political 
Orientation Factor Loadings. 

Item 

Member of Executive
Committee 

Elected Officer of 
the Medical Staff 

Member of AMA 

Member of ArMA 

Member of .PCMS 

Elected Officer in 
AMA, ArMA, or PCMS 

Factor Loadings 

communication and 
Integration 

.6059 

1.0005 

.4673 

political 
Orientation 

.6244 

.9666 

.9438 
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Cairl (1980) had the same practical problem of not 

alienating physicians by asking personally sensitive ques

tions. He used AMA membership as a proxy measure of poli

tical conservatism, based upon Goldman's (1974a) research 

on physician's political attitudes. Goldman (1974a) found 

that medical-political philosophy was fairly highly corre

lated (R=.424) with AMA membership in a mUltiple regression 

equation. Both studies found that AMA members were more 

conservative on issues affecting the practice and organiza

tion of medicine (Cairl 1980, Goldman 1974a). 

Accordingly, physicians in the present study were 

asked in Question 24 whether they were members of the AMA. 

Due to the political and social conservatism of the state 

of Arizona, it was hypothesized that conservative physi

cians would also be more likely to be members of ArMA and 

the PCMS than liberal physicians. 

Table 4 shows the results of a principle component 

factor analysis with iteration and varimax rotation of the 

three membership categories. The three variables all 

loaded on one factor, with an eigenvalue greater than 1.0. 

The factor accounted for 63.0 percent of the variance in 

the analysis (with the remaining 37.0 percent being accoun

ted for by the communication and integration factor, des

cribed above). The alpha reliability was .8774, high 

enough to remain in the analysis. 
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Religion and Income 

Religion and income were two socio-demographic 

variable which had been included in previous studies re-

viewed in Chapter II. They were not included in this study 

for the same reason that direct questions about political 

orientation and personal health habits were deleted. The 

researcher was of the opinion that these questions were too 

sensitive in a study where the major goal was market re-

search about health education and wellness services. 

Statistical Treatment of the Data - 0_- __ _ 

Respondents' socio-demographic characteristics were 

compared using contingency tables and tested through Chi 

square tests of significance. Tests of association (Pear-

son's r) were performed between the dependent variables, 

i.e., WELL, RESP, HOSP, and COMP to determine the degree to 

which they were related to each other. First order corre-

lation coefficients were also computed between the communi-

cation and integration index (INTG) and the political 

orientation index (CONS) with other socio-demographic 

variables and with the dependent variables (WELL, RESP, 

HOSP, COMP) . 

A simple one-way analysis of variance was computed 

for each of the dependent variables and the independent 

variable, hypothesized to be associated with the dependent 

variablas. A mtiltiple regression analysis was then perfor-

med upon each of the dependent variables by the hypothe-
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sized independent variables, holding constant the other 

independent variables. This was done in order to determine 

whether the independent variables were acting soley or in 

conjunction with each other. The results of the analyses 

are contained in Chapter IV. 



CHAPTER IV 

RESULTS 

This chapter will be divided into four sections. 

The first section deals with data concerning the physician 

sample, including a discussion of the questionnaire respon

se rate, the characteristics of non-responders, and the 

characteristics of those who responded to the health educa

tion survery. 

The second section contains the results of the 

analysis of the response to paradigmatic change, i.e., 

wellness and health education. The third section discusses 

the acceptance of organizational innovation, i.e., hospi

tals providing health education, and competition on the 

part of hospitals and physicians. The fourth section is a 

summary of the statistical analysis. 

The Sample 

The sample from which this study resulted consisted 

of the 350 physicians who responded to a health education 

survey in May 1982. Most of these physicians (72.0 per

cent) were on staff at both of the hospitals. 
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Potential Response Rate Bias 

The response rate to this survey, 44.4 percent, was 

comparable to other mail surveys of physician attitudes, 

e.g., Fottler, et a1. (1978) who reported a 41.4 percent 

return. Nevertheless, the fact that less than a majority 

of the physicians approached actually responded to the 

survey calls into doubt any generalizations from this study 

to all physicians. To the extent to which there was syste

matic bias in the response rate, the representativeness of 

the present sample can be questioned. The existence or 

extent of any bias is unknown, however. 

Another problem relates to the population pool that 

was surveyed. The original 788 physicians were those on 

staff at the two hospitals, described earlier. It is 

unknown to what extent these physicians were representative 

of their colleagues in Pima County, or elsewhere in the 

United states. In order to partially address these two 

concerns, responders were compared on available socio

demographic characteristics with non-responders and the 

total Pima County physician population. 

Table 5 compares responders, non-responders, and 

all Pima County physicians by specialty. The specialty 

categories were those used by the Board of Medical Exami

ners of the state of Arizona (1982). The only deviation 

from that categorization was the lumping together of "ra

diology" and "diagnostic radiology," as physicians who 
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Table 5. Number and Percent of Physicians who Responded to 
the Health Education Survey, Compared to all 
Physicians on Staff and Total Pima County Physi
cians, by Specialty. 

Specialty Responders Total Sample Pima 
Countya 

N % or sampIe N % or Plma N 

Adolescent Medicine 0.0 0.0 2 

Administrative 
Medicine 0.0 0.0 1 

Allergy and Immunol-
ogy 0.0 3 37.5 8 

Allergy 4 80.0 5 83.3 6 

Anesthesiology 7 18.4 38 58.5 65 

Bloodbanking 0.0 0.0 2 

Cardiovascular 12 46.2 26 100.0 26 
Diseases 

Dermatology 10 50.0 20 90.9 22 

Dermatopathology 0.0 0.0 2 

Emergency Medicineb 8 44.0 20 47.6 42 

Endocrinology 0.0 ·2 33.3 6 

Family practiceb 26 40.0 65 77.4 84 

Gastroenterology 7 41.2 17 100.0 17 

General Practice 7 63.6 11 30.6 36 

General Preventive 
Medicine 0.0 0.0 1 

Geriatrics 1 50.0 2 66.6 3 

Gynecology 3 25.0 12 100.0 12 

Hematology 0.0 3 37.5 8 

Hypnosis 0.0 0.0 1 
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Table S.--Continued Number and Percent of Physicians who 
Responded to the Health Education Survey, Com
pared to all Physicians on Staff and Total Pima 
County Physicians, by Specialty. 

Specialty Responders Total Sample Pima 
Countya 

N % of Sample N % of Pima N 

Infectious Diseases 0.0 3 42.9 7 

Internal Medicine 63 36.7 98 50.5 194 

Laryngology 0.0 0.0 1 

Neoplastic Diseases 0.0 0.0 1 

Nephrology 1 25.0 4 80.0 5 

Neurology 5 27.8 18 78.8 23 

Neonatal-Perinatal 
Medicine 0.0 1 25.5 4 

Neurology, Child 0.0 0.0 1 

Neuropathology 0.0 1 100.0 1 

Nuclear Medicine 2 100.0 2 40.0 5 

Obstetrics and 
Gynecology 8 27.0 27 46.6 58 

Occupational 
Medicine 1 100.0 1 12.5 8 

Oncology 1 33.3 3 50.0 6 

Opthalmology 21 50.0 42 91. 3 46 

Otorhinolaryngology 9 47.4 19 76.0 25 

Pathology 7 58.3 12 41.4 29 

Pathology, Clinical 0.0 0.0 6 

Pathology, Forensic 0.0 0.0 3 

Pediatrics 16 37.2 43 61. 4 70 

Pediatrics, Allergy 0.0 0.0 2 
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Table 5.--Continued Number and Percent of Physicians who 

Responded to the Health Education Survey, Com
pared to all Physicians on Staff and Total Pima 
County Physicians, by Specialty. 

Specialty Responders Total Sample Pima 
Countya 

N % of sample N % of Plma N 

Pediatrics, 
Cardiology 0.0 3 75.0 4 

Pediatric 
Hematology-Oncology 0.0 1 50.0 2 

Pharmacology, 
Clinical 0.0 0.0 4 

Physical Medicine 
and Rehabilitation 3 100.0 3 60.0 5 

psychiatry 24 54.5 44 53.7 82 

Psychiatry, Child 0.0 0.0 2 

Psychosomatic 
Medicine 1 100.0 1 100.0 1 

Public Health 1 33.3 3 100.0 3 

Pulmonary Diseases 2 22.2 9 52.9 17 

Radiology and 
Radiology, 
Diagnostic 13 40.6 32 45.7 70 

Radiology, 
Therapeutic 0.0 2 20.0 10 

Rheumatology 3 42.9 7 87.5 8 

Surgery, Abdominal 0.0 1 25.0 4 

Surgery, 
Cardiovascular 1 25.0 4 66.7 6 

Surgery, Colon and 
Rectal 0.0 1 100.0 1 

Surgery, Generalc 36 58.1 62 75.6 82 



Table S.--Continued Number and Percent of Physicians who 
Responded to the Health Education Survey, Com
pared to all Physicians on Staff and Total Pima 
County Physicians, by Specialty. 

Specialty Responders Total Sample Pima 
countya 

N % of Sample N % of pima N 

Surgery, Hand 1 33.3 3 42.9 7 

Surgery, 
Neurological 2 20.0 10 100.0 10 

Surgery, Orthopedic 11 35.5 31 63.3 49 

Surgery, Pediatric 0.0 3 100.0 3 

Surgery, Plastic 3 33.3 9 75.0 12 

Surgery, Thoracic 1 20.0 5 71.4 7 

Surgery, Traumatic 0.0 1 100.0 1 

Surgery, Urological 6 37.5 16 61.5 26 

Unknown 22 66.6 33 

Doctor of 
Osteopathy B 50.0 16 

TOTAL 350 44.4 7BB 63.6 1255 

aDoes not include retired and semi-retired. 

bcorrected for out-of-pima County physicians on staff. 

c1ncludes unspecified surgical specialty. 

102 



103 

responded to the questionnaire did not differentiate be-

tween these two categories. The specialty of responders, 

as noted in Chapter III, was self-reported. For non-

responders and all Pima County physicians, the specialty 

designation by the Board of Medical Examiners of the State 

of Arizona (1982) was used. It should also be noted that 

"surgery, general" also included those physicians among 

responders who answered with "surgery" when asked their 

specialty. 

The figures in Table 5 were corrected to account 

for out-of-pima County physicians who were on staff at the 

two hospitals. Also deleted were retired and semi-retired 

physicians. 

Characteristics of Non-responders 

The 788 physicians in the total sample (those phy

sicians on staff at the two hospitals) represented 63.6 

percent of all physicians in Pima County. Specialties not 

represented by at least 63.6 percent, with the exception of 

internal medicine, were the more esoteric sub-specialties, 

most having fewer than ten physicians in the community. 

Obstetrics and gynecology was also underrepresented due to 

the fact that one of the hospitals does not have an obste

trical service. 

If one accounts for the fact that 417, or 33.2 

percent, of all Pima County physicians work for the College 

of Medicine at the University of Arizona, or for local, 



state, and the federal government, the two hospitals have 

83.5 percent of all private practicing physicians in Pima 

County on their combined staffs. Many of the subspecial

ties discussed above may have been University of Arizona 

physicians. As Table 6 shows, only 10.2 percent of 

university and only 9.2 percent of government-employed 

physicians had staff priviledges at the two hospitals. 
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With the exception of the university and government 

hospitals, most hospitals in Pima County have open-staff 

privledges, meaning any physician who meets the minimum 

qualifications can join the staff. Most private practicing 

phys~cians in Pima County have staff privileges at more 

than one hospital. It is fairly safe to assume, therefore, 

that the medical staffs at both hospitals are representa

tive of community physicians in Pima County. 

No information was available about the age of phy

sicians in the total sample, nor in the Pima County popula

tion. However, limited information was available about the 

sex of doctors. For both the total sample (the two medical 

staffs) and the county as a whole, the sex of physicians 

was determined from a crude examination of the first names 

of physicians listed in the directory published by the 

Board of Medical Examiners of the State of Arizona (1982), 

and the medical staff lists of the two hospitals. In the 

cases where men and women could have the same first name, 

the individual was counted as a man (this bias could 
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Table 6. Number and Percent of Physicians who Responded to 
the Heal th Education Survey, Compa red to all 
Physicians on Staff and Total Pima County Physi
cians, by Sex and Practice Type. 

Category Responders Total Sample Pima 
County 

N % of Sample N % of Pima N 

Sex 

Men 323 42.0 770 75.5 1120 

Women 18 45.0 40 38.1 105 

Practice Type 

University 19 52.8 36 10.2 352 

Government 5 83.3 6 9.2 65 



account for under-reporting of women, both on the medical 

staffs and for Pima County as a whole). 
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As Table 6 shows, the medical staffs were underre

presented by women, compared to the county as a whole. 

This probably reflected a greater proportion of women phy

sicians on the staff of the university. To what extent 

this bias affected the present study is unknown. 

Characteristics of Responders 

Table 5 shows the percentage of each medical spe

cialty on staff at the two hospitals that responded to the 

health education questionnaire, compared to the mean 

response rate of 44.4 percent of all physicians returning 

their questionnaires. Among primary care physicians, there 

was a slight under-reporting by family practitioners (40.0 

percent), an over-reporting by general practitioners (63.6 

percent), an under-reporting by general internists (36.7 

percent), a large under-reporting by obstetricians and 

gynecologists (27.0 percent), and an under-reporting of 

pediatricians (37.2 percent). There was over-reporting by 

the following specialties with ten or more physicians 

reporting: cardiology (46.2 percent), dermatology (50.0 

percent), opthalmology (50.0 percent), psychiatry (54.5 

percent), and general surgery (58.1 percent). 

Age. Table 7 shows the age distribution of male 

and female, as well as total, respondents. The means age 
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Table 7. Selected Characteristics of Physicians who 
Responded to the Health Education Survey, by Sex. 

Characteristic Male Female Total 

N %a N %b N %c 

Aged 

Under 30 1 0.3 2 11.1 3 0.9 

30 to 39 99 30.B 11 61.1 110 32.4 

40 to 49 105 32.7 3 16.7 108 31.9 

50 to 59 79 24.6 1 5.6 80 23.6 

60 to 69 28 8.7 1 5.6 29 8.6 

70 and Over 9 2.B 0.0 9 2.7 

Total 321 94.7 18 5.3 339 100.0 

Specialtye 

Family Prac-
tice 24 7.7 2 11.1 26 7.9 

General Prac-
tice 6 1.9 1 5.6 7 2.1 

Internal Med.-
General 57 18.4 6 33.3 63 19.2 

Ob-Gyn 8 2.6 0.0 8 2.4 

Pediatrics 13 4.2 3 16.7 16 4.9 

Surgery 93 30.0 1 5.6 94 28.7 

Internal Med.-
SpecialiGt 46 14.8 2 11.1 48 14.6 
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Table 7.--Continued. Selected Characteristics of Physi
cians who Responded to the Health Education Sur
vey, by Sex. 

Characteristic Male Female Total 

N N N 

Path., Rad. , 
Nuc. Med., 
Anes. 29 9.4 0.0 29 8.8 

Psychiatry 23 7.4 2 11.1 25 7.6 

Other 11 3.5 1 5.6 12 3.7 

Total 18 5.5 310 94.5 328 100.0 

Practice Type f 

Solo 140 44.6 4 25.0 144 43.6 

Partnership 72 22.9 3 18.8 75 22.5 

Specialty 
Group 40 12.7 0.0 40 12.1 

Multi-special-
ty Group 20 6.4 1 6.3 21 6.3 

Estab. HMO 14 4.5 6 37.5 20 6.0 

New HMO 7 2.2 0.0 7 2.1 

University 16 5.1 2 12.5 18 5.5 

Government 5 1.6 0.0 5 1.5 

Total 314 94.0 16 4.8 330 100.0 

dpercentage of all males. 

bpercentage of all females. 

cpercentage of total sample (excludes missing data). 

d X2 .. 39.980, df ... 5, sig. p < .001 

enot significant 

f X2 = 38.087, df '" 14, sig. p < .001 



109 

of women respondents was 37.6 years, while the mean age for 

men was 46.4 years. The differences between the ages of 

men and women were statistically significant at the .001 

level of probability. 

There was also a statistically significant 

difference (p < .05) between the mean ages of the special-

ties. Table 8 shows that family practitioners, general 

internists, pathologists, etc., and "other" specialties were 

younger than the mean age of 45.8 years. All other specia-

lties were older. When controling for sex, it was found 

that there was no difference between the distribution of 

younger or older women physicians by specialty; however, 

there was a statistically significant (p < .01) difference 

between older and younger male physicians. This is 
, 

undoubtedly due to the fact that women accounted for only 

5.1 percent of the physicians who responded to the survey. 

Table 9 shows that there was no statistically sig-

nificant difference between the mean ages of physicians by 

practice type. Controlling for sex in a Chi square analy

sis (p < .05) did not reveal a significant difference 

between older and younger men and women physicians in 

different practice settings. 

Sex. Table 7 shows that there was a statistically 

significant difference (p < .001) between the practice 

settings of men and women. Women were less likely to be in 

solo practice, and more likely to be members of an estab

lished HMO. 
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Table 8. Summary Data and Oneway Analysis of Variance of 
Age by Specialty. 

Groups Age 

N X SD 

Family Practice 25 45.44 10.23 

General Prac-
tice 7 48.00 14.94 

Internal Med.-
General 62 43.95 11.30 

Ob-Gyn 8 50.75 9.19 

Pediatrics 16 50.19 13.98 

Surgery 94 47.17 9.18 

Internal Med.-
Specialist 48 45.33 11.19 

Path. , Rad. , 
Nuc. Med. , 
Anes. 29 41.66 6.93 

Psychiatry 25 48.04 9.78 

Other 12 40.75 10.16 

Total 326 45.75 

Source df MS F Probe 

Between Groups 9 207.64 1.95 .045 

Within Groups 316 106.57 
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Table 9. Summary Data and One way Analysis of Variance of 
Age by Practice Type. 

Groups Age 

N X SD 

Solo 143 46.81 10.19 

Partnership 75 44.68 10.93 

Specialty Group 40 45.13 8.87 

Multi-specialty 
Group 21 44.04 8.07 

Estab. HMO 20 41. 85 11. 20 

New HMO 7 47.43 9.98 

University 18 48.33 12.94 

Government 5 51.80 10.76 

Total 329 45.82 

Source df MS F Prob. 

Between Groups 7 135.58 1.27 .264 

within Groups 321 106.70 
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Specialty. Table 7 shows that the greatest percen

tage of reporting physicians were surgeons (28.7 percent), 

followed by gerieral internists (19.2 percent), and internal 

medicine sub-specialists (14.6 percent). This followed the 

general distribution of these specialities on the entire 

med ical staff (see Table 5). 

practice~. Table 7 also shows the percentage 

of physicians by practice type. Forty-three percent of 

reporting physicians were solo practitioners. It is not 

known how this compared to the total medical staffs at the 

two hospitals; however, administrators at both hospitals 

indicated that this distribution was comparable to that for 

the medical staffs as a whole. Partnerships accounted for 

22.5 percent and specialty groups for 12.1 percent of all 

reporting physicians. All other categories accounted for 

less than ten percent each of the reporting physicians. 

Communication and Integration Index. Table 10 

shows mean communication and integration scores by age 

category. The results were striking (p < .001) in that 

there was a positive linear relationship between the degree 

of integration and communication (as measured by formal 

group participation) and increasing age. As shown in Table 

11, men were more likely (p < .05) than women to be within 

the medical heirarchy, as defined in Chapter III. Tables 

12 and 13 show, however, that there was no statistically 
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Table 10. Summary Data and Oneway Analysis of Variance of 
Communication and Integration Scores by Age. 

Groups Communication & 
Integration 

N X SD 

Under 30 3 0.00 0.00 

30 to 39 106 0.15 0.41 

40 to 49 105 0.56 0.90 

50 to 59 78 0.91 1.13 

60 to 69 26 1.08 1.02 

70 and Over 9 1.56 1.42 

Total 327 0.58 

Source df MS F Probe 

----
Between Groups 5 8.80 11.69 .000 

Within Groups 321 0.75 
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Table 11. Summary Data and Oneway Analysis of Variance of 
Communication and Integration Scores by Sex. 

Groups Communication & 
Integration 

N X SD 

Female 17 0.12 0.49 

Male 312 0.60 0.95 

Total 328 0.57 

Source df MS F Probe 

Between Groups 1 3.69 4.27 .040 

Within Groups 327 0.87 
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Table 12. Summary Data and One way Analysis of Variance of 
Communication and Integration Scores by 
Specialty. 

Groups Communication & 
Integration 

N X SD 

Family Practice 24 0.58 1.02 

General Prac-
tice 7 0.43 0.79 

Internal Med.-
General 62 0.36 1.03 

Ob-Gyn 7 0.57 0.79 

Pediatrics 15 0.73 0.96 

Surgery 92 0.67 1. 04 

Internal Med.-
Specialist 46 0.46 0.86 

Path. , Rad. , 
Nuc. Med. , 
Anes. 29 0.45 0.74 

Psychiatry 24 0.42 0.65 

Other 12 0.25 0.62 

Total 318 0.56 

Source df MS F Probe 

Between Groups 9 0.48 0.55 .835 

within Groups 308 0.88 
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Table 13. Summary Data and One way Analysis of Variance of 
Communication and Integration Scores by 
Practice Type 

Groups Communication & 
Integration 

N X SD 

Solo 143 0.65 1.03 

Partnership 74 0.61 0.91 

Specialty Group 41 0.63 0.92 

Multi-specialty 
Group 21 0.29 0.71 

Estab. HMO 19 0.11 0.32 

Ne\'l HMO 7 0.43 0.79 

University 18 0.61 1. 04 

Government 4 0.50 0.58 

Total 327 0.58 

Source df MS F Probe 

Between Groups 7 1.03 1.17 .3171 

Within Groups 319 0.87 
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significant (p < .05) relationship between either practice' 

type or specialty and the level of communication and inte

gration that respondents had. 

Political Orientation. As shown in Table 14, youn

ger physicians (except for the one case under 30 years old) 

tended to be more liberal (lower political orientation 

scores) than their older counterparts. Again, as with 

communication and integration scores, the relationship 

(minus the abberation noted above) was positive; the older 

the physician, the more conservative he or she was (p < 

.001). Women were also more liberal than men (p < .001), 

as shown in Table 15. 

There was a statistically significant difference 

between the political orientation of different medical 

specialties (p < .001). The category of "other" physicians 

had the most liberal (lowest) scores, followed by family 

practitioners, general practitioners, general internists, 

psychiatrists, and pediatricians (see Table 16). The 

highest (most conservative) scores were found among the 

pathology, radiology, nuclear medicine and anesthesiology 

category, followed by internal medicine specialists, obste

tricians and gynecologists, and surgeons. 

There was also a statistically significant (p < 

.001) relationship between political orientation and prac

tice type (see Table 17). The most conservative (highest 

scores) were members of new HMOs, followed by members of 
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Table 14. Summary Data and One way Analysis of Variance of 
Political Orientation Scores by Age. 

Groups Political 
Orientation 

N X SD 

Under 30 1 3.00 0.00 

30 to 39 105 1. 86 1. 27 

40 to 49 105 2.25 1.20 

50 to 59 79 2.56 0.93 

60 to 69 26 2.70 0.88 

70 and Over 9 3.00 0.00 

Total 325 2.26 

Source df MS F Prob. 

Between Groups 5 6.87 5.41 .000 

Within Groups 319 1. 27 
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Table 15. Summary Data and One way Analysis of Variance of 
Political Orientation Scores by Sex. 

Groups Political 
Orientation 

N X SD 

Female 16 1. 25 1. 29 

Male 311 2.31 1.13 

Total 327 2.26 

Source df MS F Prob. 

Between Groups 1 17.16 13.16 .000 

Within Groups 325 1.30 
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Table 16. Summary Data and Oneway Analysis of Variance of 
Political Orientation Scores by Specialty. 

Groups Political 
Orientation 

N X SD 

Family Practice 24 1. 50 1. 45 

General Prac-
tice 7 1. 57 1. 51 

Internal Med.-
General 63 2.06 1. 24 

Ob-Gyn 7 2.57 1.13 

Pediatrics 15 2.20 1.15 

Surgery 92 2.35 1. 33 

Internal Med.-
Specialist 44 2.68 0.71 

Path., Rad. , 
Nuc. Med. , 
Anes. 29 2.76 0.69 

Psychiatry 24 2.13 1. 26 

Other 10 1.40 1. 23 

Total 315 2.24 

Source df MS F Prob. 

Between Groups 9 4.87 3.85 .000 

Within Groups 305 1. 27 
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Table 17. Summary Data and One way Analysis of Variance of 
Political Orientation Scores by Practice Type 

Groups Political 
Orientation 

N X SD 

Solo 143 2.08 1. 22 

Partnership 74 2.41 1. 07 

Specialty Group 40 2.78 0.70 

Multi-specialty 
Group 21 2.67 0.80 

Estab. HMO 19 1. 68 1. 41 

New HMO 7 2.86 0.38 

University 19 1.68 1. 46 

Government 3 1. 67 0.58 

Total 326 2.25 

Source df MS F Probe 

Between Groups 7 5.21 4.10 .000 

Within Groups 318 1. 27 
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specialty groups (including most pathologists, radiolo-

gists, and anesthesiologists), multi-specialty groups, and 

partnerships. The most liberal were those in solo prac

tice, followed by almost equal scores for government, 

established HMO, and university physicians as the most 

liberal. 

Summary of Physician Characteristics 

Several observations about the physicians who par

ticipated in the study are warranted. First, the partici

pants were underrepresented by all primary care specialties 

except general internists. Women were also underrepresen

ted in the sample and in the population as a whole. As 

primary care physicians and women were central to the re

search hypotheses (both were considered to be marginal 

groups in medicine), this sampling bias may have an adverse 

impact on the findings of this study. 

Second, women physicians were on the average youn

ger than their male counterparts. Women were also less 

likely to be in solo practice and more likely to be members 

of HMOs. 

Third, older physicians were more likely to be 

integrated into the medical hierarchy than younger doctors. 

The same was true for men versus women. 

Fourth, younger physicians were found to be more 

liberal than older physicians. Women were also more 

liberal than men. The most liberal physicians were in the 
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residual category, "other," as well as family practice, 

general practice, and psychiatry. The most liberal prac

tice types were solo practice, government, established HMOs 

and univeristy physicians. 

Acceptance of Paradigmatic Innovation 

The results reported in this section concern the 

response by physicians to the WELL and RESP indicies, 

measuring predisposition to accept the new medical paradigm 

of wellness. 

Results Concerning Hypothesis I 

Hypothesis I tested the statistical significance of 

the difference between those who accepted the concept of 

wellness (WELL) and those who do not among the physicians 

surveyed. The null hypothesis of no significant difference 

between mean WELL scores by age groups was not rejected. 

As shown in Table 18, the mean scores did not demonstrate 

any pattern by age, and the differences between them was 

not statistically significant. 

Table 19 shows that there was a statitically signi

ficant difference in mean WELL scores between men and women 

physicians. As shown, women had a higher mean score (9.06 

out of a possible total score of 12) than men (6.76), 

indicating more receptivity to wellness. This resulted in 

the rejection of the null hypothesis at the .001 level of 

significance. 
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Table 18. Summary Data and One way Analysis of Variance of 
WELL Scores by Age. 

Groups WELL 

N X SD 

Under 30 3 6.33 2.89 

30 to 39 103 7.05 2.78 

40 to 49 105 6.53 2.71 

50 to 59 74 6.81 2.74 

60 to 69 29 7.31 2.84 

70 and Over 9 7.44 2.35 

Total 323 6.86 

Source df MS F Probe 

Between Groups 5 4.97 0.66 .655 

Within Groups 317 7.53 
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Table 19. Summary Data and Oneway Analysis of Variance of 
WELL Scores by Sex. 

Groups WELL 

N X SD 

Female 16 9.06 2.21 

Male 309 6.76 2.72 

Total 325 6.87 

Source df MS F Probe 

Between Groups 1 80.84 11. 08 .001 

Within Groups 323 7.30 
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There were no significant differences between phy

sicians of different specialties (see Table 20) or practice 

type (see Table 2l), leading to a failure to reject the 

null hypothesis. Table 22 depicts the zero-order correlations 

between the communication and integration and the political 

orientation indicies and. the WELL index. Although both 

relationships were slightly negative, neither was statisti

cally significant, leading to a failure to reject the null 

hypothesis in this instance. 

To account for the interrelationships between the 

independent variables (physician characteristics) described 

earlier in this chapter, a multiple regression analysis was 

performed, regressing WELL with specialty, holding constant 

age, sex, practice type, political orientation, and commu

nication and integration. The only physician specialty 

which produced a significant regression equation was family 

practice (p = .040). The R2 was .0790, which dropped to 

.0364 when adjusted for sample size. Values of independent 

variables which were significant predictors in the equation 

were family practice (p = .006), women (p = .000), and the 

constant, including government practice setting (p = .000). 

These accounted for 2.8, 6.7 and 7.9 percent of the 

variance in the equations, respectively. This implies that 

family pracititioners, women, and physicians in government 

practice were slightly more predisposed to accept the 

wellness paradigm than other physicians. 
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Table 20. Summary Data and One way Analysis of Variance of 
WELL Scores by Specialty. 

Groups WELL 

N SD 

Family Practice 26 8.27 2.52 

General Prac-
tice 7 8.57 1. 99 

Internal Med.-
General 60 6.48 2.63 

Ob-Gyn 8 6.75 1. 83 

Pediatrics 15 7.20 3.05 

Surgery 89 6.51 2.82 

Internal Med.-
Specialist 48 7.21 2.70 

Path. , Rad. , 
Nuc. Med. , 
Anes. 26 6.70 2.69 

Psychiatry 23 7.17 2.81 

Other 11 6.18 2.82 

Total 313 6.92 

Source df MS F Probe 

Between Groups 9 11.79 1.61 .112 

Within Groups 303 7.33 
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Table 21. Summary Data and One way Analysis of Variance of 
WELL Scores by Practice Type 

Groups WELL 

N X SD 

Solo 139 7.14 2.78 

Partnership 73 6.85 2.77 

Specialty Group 38 6.18 2.92 

Multi-specialty 
Group 18 6.61 2.81 

Estab. HMO 18 7.56 2.48 

New HMO 7 6.29 2.29 

University 18 7.06 2.56 

Government 5 6.20 2.68 

Total 316 6.91 

Source df MS F Probe 

Between Groups 7 6.02 0.79 .595 

Within Groups 308 7.62 
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Table 22. Zero-Order Correlations between Communication 
and Integration and Political Orientation Indi
cies and Dependent Variables. 

Index 

Communication and 
Integration 

Political Orienta-
tation 

aprobabilities in 

Zero-Order Correlation 
Coefficientsa 

WELL RESP HOSP COMP 

-.010 -.038 -.137 -.090 
(.431) (.249) (.009) (.057) 

-.021 -.010 -.130 -.172 
(.358) (.432) (.012) (.001) 

parentheses. 
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Results Concerning Hypothesis II 

Hypothesis II tested the significance of the dif-

ference between those physicians who accepted the concept 

of self-responsibility for health education (RESP). The 

null hypothesis of no significant difference between the 

mean RESP scores by age groups, sex, specialty, and prac

tice type failed to 'be rejected. As shown in Table 23, 

there was no consistent pattern by age groups, and the 

differences between them were not statistically signifi-

cant. Table 24 shows similar ~esults when looking at sex, 

and Tables 25 and 26 demonstrate that there was no statis-
I 

tically significant differences between RESP scores and 

specialty and practice type. Table 22 shows that there was 

no statistically significant relationship between RESP 

scores and respondents' communication and integration and 

political orientation scores, thereby failing to reject the 

null hypothesis. 

Multiple regression analysis, controlling for the 

independent variables in the hypothesis, did not result in 

any statistically significant equations, thereby failing to 

reject the null hypothesis. This implies that there were 

no differences, as measured by the independent variables, 

between physicians who were accepting of self-responsibili-

ty for health education, and those who were not. 
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Table 23. Summary Data and Oneway Analysis of variance of 
RESP Scores by Age. 

Groups RESP 

N X SD 

Under 30 3 8.33 1. 53 

30 to 39 109 9.67 1. 20 

40 to 49 106 9.20 2.36 

50 to 59 79 9.20 2.21 

60 to 69 29 9.31 2.14 

70 and Over 8 8.00 2.73 

Total 334 9.33 

Source df MS F Prob. 

Between Groups 5 6.56 1. 36 .238 

Within Groups 328 4.83 
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Table 24. Summary Data and Oneway Analysis of Variance of 
RESP Scores by Sex. 

Groups RESP 

N X SD 

Female 17 10.lS 2.04 

Male 319 9.29 2.20 

Total 336 9.34 

Source df MS F Probe 

Between Groups 1 12.64 2.62 .106 

Within Groups 334 4.S2 
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Table 25. Summary Data and One way Analysis of Variance of 
RESP Scores by Specialty. 

Groups RESP 

N X SD 

Family Practice 26 9.96 2.07 

General Prac-
tice 7 8.43 3.31 

Internal Med.-
General 63 9.33 2.22 

Ob-Gyn 8 9.50 1. 69 

Pediatrics 15 8.87 2.13 

Surgery 94 9.17 2.26 

Internal Med.-
Specialist 47 9.15 2.16 

Pa th. , Rad. , 
Nuc. Med. , 
Anes. 28 9.25 2.14 

psychiatry 25 10.04 2.09 

Other 11 10.27 1. 79 

Total 324 9.35 

Source df MS F Prob. 

Between Groups 9 5.09 1.06 .394 

within Groups 314 4.82 
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Table 26. Summary Data and One way Analysis of Variance of 
RESP Scores by Practice Type 

Groups RESP 

N X SD 

Solo 144 9.47 2.26 

Partnership 74 9.22 2.18 

Specialty Group 39 9.44 1. 89 

Multi-specialty 
Group 21 9.14 2.08 

Estab. HMO 20 9.60 2.46 

New HMO 7 9.00 1. 73 

University 18 9.06 2.41 

Government 5 9.60 2.51 

Total 328 9.36 

Source df MS F Prob. 

Between Groups 7 1.19 0.25 .973 

Within Groups 320 4.86 
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Results Concerning Hypothesis III 

Hypothesis III stated that there would be no dif

ferences between physicians who reported using health edu

cation services in their practices and those who did not. 

Due to the lack of reliability of the index of use of 

health education services, as detailed in Chapter III, this 

hypothesis could not be tested. 

Results Concerning Hypothesis IV 

Hypothesis IV stated that there would be no differ

ences between physicians who reported a personal interest 

in wellness activities, e.g. excercise, and those who did 

not. Due to the lack of reliability of the index of perso

nal interest in wellness services, as detailed in Chapter 

III, this hypothesis could not be tested. 

Acceptance of Organizational Innovation 

The results reported in this section concern the 

response by physicians to the HOSP and COMP indicies, 

measuring predisposition to accept organizational change. 

Results Concerning Hypothesis V 

Hypothesis V tested the significance of the dif

ference between those physicians who accepted hospital 

involvement in health education services (HOSP) and those 

who do not. Table 27 shows that there was a statistically 
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Table 27. Summary Data and One way Analysis of Variance of 
HOSP Scores by Age. 

Groups HOSP 

N X SD 

Under 30 3 21.67 1. 53 

30 to 39 104 20.40 4.86 

40 to 49 95 18.64 5.61 

50 to 59 74 18.32 5.20 

60 to 69 28 17.25 5.96 

70 and Over 7 17.14 4.60 

Total 311 19.03 

Source df MS F Prob. 

Between Groups 5 76.39 2.76 .019 

within Groups 305 27.72 
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significant difference in the mean HOSP scores and age 

groups. The youngest physicians were most supportive of 

hospitals providing health education services while their 

older counterparts were most against this service arrange

ment. This results in a rejection of the null hypothesis 

at the .050 level of significance. 

Table 28 shows male and female scores on the HOSP 

index and indicates that there was a statistically signifi

cant difference between the two groups. As indicated in 

Table 28, women had a mean score 3.27 points higher then 

men (higher scores indicating greater receptivity to hospi

tal involvement in health education services). This fin

ding resulted in the rejection of the null hypothesis at 

the .050 level of significance. 

Table 29 shows that there was also a statistically 

significant difference between attitudes toward hospital 

involvement in health education services and physician 

specialty. The category of "other" physicians was the most 

receptive (highest mean score), followed in decending order 

by obstetricians and gynecologists, pediatricians, psychia

trists, general practitioners, family practitioners, inter

nal medicine specialists, general internists, surgeons, and 

the category containing pathology, radiology, nuclear medi

cine, and anesthesiology. The null hypothesis was rejected 

at the .050 level of significance. 
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Table 28. Summary Data and Oneway Analysis of Variance of 
HOSP Scores by Sex. 

Groups HOSP 

N X SD 

Female 16 22.13 4.95 

Male 297 18.86 5.30 

Total 313 19.02 

Source df MS F Prob. 

Between Groups 1 162.32 5.81 .017 

Within Groups 311 27.93 



139 

Table 29. Summary Data and Oneway Analysis of Variance of 
HOSP Scores by Specialty. 

Groups HOSP 

N X SD 

Family Practice 24 19.83 5.21 

General Prac-
tice 6 20.00 3.85 

Internal Med.-
General 58 18.64 5.10 

Ob-Gyn 8 22.13 4.05 

Pediatrics 13 21.62 5.39 

Surgery 88 18.22 5.50 

Internal Med.-
Specialist 46 19.57 5.27 

Path. , Rad. , 
Nuc. Med. , 
Anes. 26 17.65 5.76 

Psychiatry 23 20.61 4.95 

Other 10 22.70 3.56 

Total 302 19.02 

Source df MS F Probe 

Between Groups 9 55.30 2.02 .037 

Within Groups 292 27.41 
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Table 30 shows that there was not statistically 

significant difference between physicians in various practice 

types and scores on the HOSP index. This leads to a failure 

to reject the null hypothesis. 

Table 22 shows that there was a statistically signifi-

cant difference between respondents' HOSP scores and their 

communication and integration as well as their political 

orientation scores. There was a negative relationship in 

both cases. In the case of both independent variables this 

resulted in a rejection of the null hypothesis at the .010 

level of significance. 

When controlling for the covariance between the 

independent variables in multiple regression equations, 

statistically significant results were found for the follow-

ing specialties: general internal medicine, pediatrics, 

specialized internal medicine, surgery, the category contain-

ing pathology, anesthesiology, radiology, and nuclear medi-

cine, and "other" physicians. The level of significance 

ranged from .018 for "other" physicians to .046 for general 

internal medicine. In all cases, the R2 was no greater than 

.0914, and when adjusting for the number of cases, the R2 

dropped to no more than .0500. The only independent vari-

abIes to enter the equation were "other" physicians, in the 

equation dealing with that specialty (p = .027, R2 = .1532), 

and age in all cases. The range of the level of 
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significance for age in the equations was from .013 to .025 

with a range of explained variance from 3.88 to 8.95 percent. 

The results of the multivariate analysis modified 

the results of the univariate analyses reported above. In 

the cases of sex, specialty, communication and integration, 

and political orientation the effects of those variables 

were cancelled out in the multiple regression equations. 

Only age and the residual "other" specialties category re

mained as statistically significant variables in the 

equations. This suggests that in general younger physicians 

and the most liberal of specialties were slightly more pre

disposed to accept hospital-based health education services, 

than older or less liberal physicians. 

Results Concerning Hypothesis VI 

Hypothesis VI tested the significance of the dif

ference between those physicians who were concerned about 

competition in health education services (COMP) and those 

who were not. Table 31 shows that there was a statistically 

significant difference in mean COMP scores by age. Younger 

physicians tended to be less concerned about competition 

(higher scores) than older physicians. This resulted in a 

rejection of the null hypothesis at the .050 level of 

significance. 

Table 32 indicates that women were less concerned 

about competition than men. Women had a mean COMP score 
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Table 30. Summary Data and Oneway Analysis of Variance of 
HOSP Scores by Practice Type 

Groups HOSP 

N X SD 

Solo 135 19.11 5.27 

Partnership 71 19.13 5.38 

Specialty Group 38 17.55 5.95 

Multi-specialty 
Group 18 19.67 4.33 

Estab. HMO 16 19.00 5.81 

New HMO 5 20.20 4.77 

University 15 19.07 5.30 

Government 5 20.00 2.55 

Total 303 19.98 

Source df MS F Probe 

Between Groups 7 14.65 0.52 .823 

Within Groups 295 28.44 
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Table 31. Summary Data and One way Analysis of Variance of 
COMP Scores by Age. 

Groups COMP 

N X SD 

Under 30 3 11. 33 1.15 

30 to 39 105 10.00 1. 85 

40 to 49 103 9.15 2.18 

50 to 59 77 9.40 2.20 

60 to 69 27 9.00 2.43 

70 and Over 8 9.63 1.30 

Total 323 9.51 

Source df MS F Probe 

Between Groups 5 11.57 2.66 .022 

Within Groups 317 4.34 
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Table 32. Summary Data and Oneway Analysis of Variance of 
COMP Scores by Sex. 

Groups COMP 

N X SD 

Female 16 11.00 1.41 

Male 309 9.41 2.15 

Total 325 9.49 

Source df MS F Prob. 

Between Groups 1 38.57 8.58 .004 

Within Groups 323 4.50 
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1.59 points higher then men, resulting in the rejection of 

the null hypothesis at the .005 level of significance. 

Tables 33 and 34 show that there was no statistically 

significant difference between physicians' COMP scores and 

either their specialties or their practice type. Therefore, 

for both cases the null hypothesis could not be rejected. 

Table 22 indicates that there was no statistically 

significant relationship between COMP scores and communi-

cation and integration scores, thereby failing to reject the 

null hypothesis in this instance. There was, however, a 

statistically significant, slightly negative, relationship 

between HOSP and political orientation scores. This led to 

a rejection of the null hypothesis at the .001 level of 

significance. 

When controlling for the intervening variables in a 

multiple regression analysis, all equations of COMP with 

specialty were statistically significant however, only polit

ical orientation entered the equations at the .050 level of 

significance or lower. The significance of the equations 

ranged from .021 to .035 with a range in R2 from .0808 to 

.0862. 
2 

When adjusted for sample size, the R range fell 

to a low of .0380 to a high of .0440. Political orientation 

entered the equations at a level of significance between 

.009 and .027 and accounted for between 7.54 and 8.58 per-

cent of the explained variance in the equations. 
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Table 33. Summary Data and One way Analysis of Variance of 
COMP Scores by Specialty. 

Groups COMP 

N X SD 

Family Practice 26 9.19 2.42 

General Prac-
tice 7 9.57 2.37 

Internal Med.-
General 60 9.25 2.20 

Ob-Gyn 8 9.50 3.30 

Pediatrics 16 9.31 2.44 

Surgery 91 9.48 2.28 

Internal Med.-
Specialist 47 9.47 1.93 

Path. , Rad. , 
Nuc. Med. , 
Anes. 26 9.46 1. 58 

Psychiatry 22 10.09 1. 77 

Other 11 10.73 1.01 

Total 314 9.49 

Source df MS F Probe 

Between Groups 9 3.46 0.75 .666 

Within Groups 304 4.63 
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Table 34. Summary Data and One way Analysis of Variance of 
COMP Scores by Practice Type 

Groups COMP 

N X SD 

Solo 136 9.46 2.29 

Partnership 71 9.83 1. 79 

Specialty Group 39 9.21 2.14 

Multi-specialty 
Group 21 8.43 2.48 

Estab. HMO 18 10.22 1. 70 

New HMO 7 9.00 1. 73 

University 18 9.67 1. 75 

Government 5 9.80 2.28 

Total 315 9.49 

Source df MS F Prob. 

Between Groups 7 6.80 1.53 .157 

Within Groups 307 4.45 
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The results of the multivariate analyses did not 

confirm the univariate analyses findings of a significant 

relationship between COMP and age and sex. Therefore, only 

for the political orientation variable can the null hypo

thesis be rejected, implying that more liberal physicians 

were less concerned with competition in health education 

than more conservative doctors. 

Summary of the Statistical Results 

The results of univariate and multivariate analyses 

of the physician health education survey data showed that 

there was a statistically significant difference (p < .01) 

between family practioners and other specialties in accep

tance of wellness, with the former being more favorably 

disposed toward the new innovation. Women also had statis

tically significantly higher wellness scores than men (p < 

.001). Those in government practice settings also had 

statistically significantly higher wellness scores than 

those in other settings (p < .001). 

There were no statistically significant differences 

between physicians who endorsed the concept of patient 

education and self-responsibility and those who did not. 

Also, no reliable measures were developed which could test 

the relationship between physicians' personal interest in 

wellness education and the independent variables, nor 



between physicians' use of health education in their 

practices and the independent variables. 
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Statistically significant differences were found 

between physician specialties and their approval of hospital 

based health education services; however, age and the 

specialty, "other," were the only independent variables 

which remained significant in multivariate regression equa

tions. These results were significant at the .050 level of 

significance. None of the other independent variables were 

significant when entered into the multiple regression equa

tions. 

Finally, political orientation was the only statis

tically significant independent variable in equations re

gressing physician attitudes concerning competition in 

health education services with all independent variables. 

This relationship was significant at the .05 level, meaning 

liberal physicians were less likely to be concerned about 

competition. 



CHAPTER V 

SUMMARY, DISCUSSION, CONCLUSIONS 

This chapter is concerned with a summary of 

the study as a whole, a discussion of the results of the 

study, an examination of competing hypotheses, the implica

tions of the results for culture change theory, particular

ly as it relates to medical care, and the conclusions of 

the study. Finally, areas for additional research will be 

suggested. 

Su~~~ of the Stuqy ~ ~ ~hole 

The purpose of this study was to determine the 

relationship between socio-demographic characteristics of 

physicians and their receptivity toward paradigmatic and 

organizational changes in medical care. A subsidiary con

cern of the study was to determine whether Barnett's (1953) 

"marginal man" hypothesis would apply to physicians, in 

that lower status physicians would be more receptive to 

innovations in medical care. 

Several authors, e.g. Rogers and Shoemaker (1971) 

had suggested that there were different kinds of what could 

generically be called culture change. Using categories 

outlined by Goodenough (1963) and Wallace (1970) the re

searcher suggested that there are three types of cultural 

150 
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change which were termed, "technological," "organization-

al," and "paradigmatic." The latter term was borrowed from 

Kuhn (1970) and Wallace (1972) who use the concept of 

paradigm as belief system or world view. 

In the arena of changes in the medical system of 

the United States, studies have mostly centered on atti

tudes towards and acceptance of either technological or 

organizational changes. Studies of the diffusion of new 

drugs, e.g., Coleman, et ale (1966) found that higher 

status physicians were earlier adopters of the technologi

cal innovations. Studies of organizational innovations, 

such as national health insurance, HMOs, use of physician 

extenders, and peer review, generally found more lower 

status, particularly younger, physicians to be accepters of 

these kinds of innovations. Several studies, e.g. Mechanic 

(1974), Cairl (1980) and Willison (1980), when controlling 

for the covariance between physicians' socio-demographic 

characteristics, found that more politically liberal physi

cians were more likely to favor organizational change than 

their conservative ~olleagues. 

The physicians in this study were asked about their 

attitudes and practices regarding a new medical paradigm, 

the notion of "we11ness." They were also were asked 

whether they thought it was appropriate for hospitals to 

provide health education services, even if this was in 

competition with doctors. The former represents a 
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paradigmatic shift in medicine. The latter is representa

tive of an organizational change in the health care system. 

The sample was composed of 788 physicians on staff 

at two Tucson, Arizona hospitals. These physicians com

prised 63.3 percent of all physicians in the county sur

rounding the Tucson metropolitan area. Three hundred fifty 

physicians (44.4 percent of those in staff at the two 

hospitals) responded to an 106 item questionnaire. 

By means of factor analysis, four reliable composite 

measures of attitudes toward change were developed. Two of 

these dependent variables, WELL and RESP, measured res

pondents attitudes concerning wellness and self-responsi

bility for health education, respectively, and were examples 

of a paradigm shift. The other two dependent variables, 

HOSP and COMP, measured respondents concerns about hospitals 

providing health education services and competing with 

doctors, respectively. Two other measures of the wellness 

paradigm, physician use of health education services with 

their patients and personal interest in wellness related be

havior change, were not reliable enough (probably due to the 

wording of the questions) to be included in the study. Two 

reliable composite independent variables, one measuring 

physicians' communication and integration within the medical 

professional hierarchy and the other, their political 

orientation, were also developed. 
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Of those physicians who responded to the survey, 

the mean age was 45.9 years, with female respondants youn

ger than their male counterparts by an average of 8.8 

years. The largest proportion of respondents were sur

geons, followed by internists of all types. Most physi

cians were in solo practic~, followed by partnerships and 

specialty groups. Older, male physicians were more likely 

to be well integrated into the communication and political 

network of the medical professional hierarchy. Younger 

physicians and women were more likely to be politically 

liberal, as measured by membership in organized medical 

associations (AMA and local and state medical societies). 

"Other" physicians (a residual category), family practi

tioners, general practitioners, general internists, psy

chiatrists, and pediatricians tended to be the most liberal 

among physicians, while those in pathology, radiology, 

nuclear medicine, or anesthesiology, followed by internal 

medicine specialists, obstetricians and gynecologists, and 

surgeons tended to be the most politically conservative. 

The most liberal physicians were those in solo practice, 

followed by government, university, or established HMO 

settings. 

A one-way analysis of variance was performed on the 

mean scores of the dependent variables with categories of 

the independent variables (physicians' socio-demographic 

characteristics). In cases where both variables were 
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continuous, zero-order correlations were performed on the 

variables. Because of the interrelationship between most 

of the independent variables multiple regression analyses 

were performed, regressing the dependent variable with 

physician specialty, holding constant all other physician 

char·acter istics. 

In this chapter the following conclusions will be 

discussed: 

1. That women, family practitioners, and those in 

government practice were more likely to embrace the 

new wellness paradigm than men, other specialties, 

and physicians in other practice settings. 

2. That there were no differences between the physi

cians who were supportive of self-responsibility 

for health education on the part of patients, and 

those who were not. 

3. That younger physicians and those in the residual 

category of "other" specialties were more likely to 

endorse hospital provision of health education and 

wellness services to the public. 

4. That liberal physicians were less likely to be 

concerned about hospital competition with doctors 

and other health care providers than their more 

conservative counterparts. 
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Discussion of the Statistical Results -- ---
This section will provide a synopsis and interpre-

tation of the findings for each facet of the research 

design. It will then examine two competing hypotheses to 

explain the statistical results. Finally, it will also 

discuss several methodological problems that may have af-

fected the results. 

Accepters of the Wellness Paradigm 

The research hypothesis that accepters of the well-

ness paradigm would be marginal individuals in medicine was 

borne out, in part, by the results of the statistial analy-

sis. Women, family practitioners, and those in government 

practice meet the criteria for lower s~atus physicians. 

While statistically significant, the actual differences 

between the groups of physicians were small. Nevertheless, 

these results were suggestive and would support the hypo-

thesis that paradigm shifts will be adopted by marginal 

individuals. 

Even though women physicians were younger than 

their male counterparts, age was not a significant predic-

tor of acceptance of the concept of wellness. This was 

similar to the finding by Heins, et ale (1979) that women 

physicians were less resistive to change in medicine, 

regardless of age. One can only speculate on the reasons, 

but Funkenstein's (1978) finding that women had more of a 

patient than a scientific orientation may be reflected in 
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the results of this study. However, if one accepts Funken

stein's (1978) predicition that women physicians will have 

a more bioscientific attitude in the future, like their 

male counterparts, resistance to the wellness model by 

women physicians might be expected to increase as more 

women with a bioscientific orientation enter the field. 

Kunitz's (1983) and Funkenstein's (1978) obser

vations about the historical development of the family 

practice specialty support the finding of this study that 

family practitioners are more likely than other specialties 

to endorse the we11ness model. The fact that other primary 

care specialties (general internal medicine, general prac

tice, pediatrics, and obstetrics and gynecology) did not 

embrace the wel1ness concept may be explained by their 

comparatively more bioscientific orientation to medicine 

(see Funkenstein 1978). Family practitioners were shown by 

both Kunitz (1983) and Funkenstein (1978, 1979) to have 

a more patient-centered and social change orientation than 

ot.her special ties. 

Finally, government physicians are clearly on the 

margin of medical practice and therefore it is not surpri

sing that these physicians were more likely than their 

colleagues in othe~ practice settings to endorse the con

cept of we11ness. 
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Accepters of the Organizational Innovations 

Both the HOSP index and the COMP index measured 

physician reactions to statements about organizational 

changes in medicine. Interestingly, only age and the 

"other" category of medical specialty were significant 

predictors of physician acceptance of hospital involvement 

in health education (younger physicians and those in 

"other" specialties were more supportive). In the case of 

competition between hospitals and other providers, inclu

ding physicians, however, political orientation was the 

only significant predictor of physician attitudes (liberal 

physicians were less concerned about competition). The 

latter finding is what one would expect, given the previous 

conclusions by Willison (1980), Cairl (1980), Mechanic 

(1974) and Colombotos, et ale (1975). Liberal physicians 

tend to be more supportive of organizational innovation 

than conservative doctors. 

Why younger physicians would be less resistive to 

hospitals providing health education services is not clear

ly apparant. Age was not a factor in whether or not physi

cians endorsed the use of health education (RESP). It 

should be noted, however, that age was found to be nega

tively associated with organizational innovation in more 

studies than any of the other physician characteristics, 

discussed in this study (see for example: Bernstein, et 
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ale [1978], Colombotos [1968], Fottler 11979], McTigue 

[1972], and Rothman, et. al. [1971]). This means that 

younger physicians were more likely to be accepting of 

organizational innovation. In none of the above studies, 

however, did the researchers control for the effects of the 

other independent variables discussed in this study. 

The fact that physicians in the residual category 

of "other" specialties were supportive of of hospital-based 

services can be explained by three sets of inter-related 

facts. First, of these 12 physicians, eight were emergency 

room physicians and one was a perinatologist-- all in the 

employment of the two hospitals. One could argue, 

therefore, that these physicians would be less resisteive 

to hospital-based education services. Second, two of these 

physicians were in public health or occupational medicine, 

fields which are supportive of health education services 

generally. Finally, this residual category contained both 

the most liberal and the youngest physicians in the study. 

Why some organizational issues were supported by 

younger physicians and others by liberal physicians is not 

readily apparant. Younger physicians are usually more 

rna rg inal by vir tue of the ir age: they have not had the time 

nor the experience to move up the professional hierarchy. 

As they rna ture and have more to loose as they grow olde r, 

physicians, may be less inclined to take the risks that 

could accompany organizational changes. 
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Politically liberal physicians, on the other hand, 

mayor may not be marginal to the medical socio-political 

hierarchy. It possible, however, that certain organiza

tional innovations would attract liberals, regardless of 

their marginality, while other innovations would be more 

attractive to those who were more marginal. In the case of 

the hospital provision of health education services, the 

innovation was more closely related to the wellness para

digm shift. This may have attracted more marginal, i.e. 

younger, physicians in the study. It may also be that 

women, family practitioners, and those in government prac

tice (the marginals who adopted the wellness model) are 

more marginal than physicians who are simply young. As a 

result the most marginal group did not stand out in the 

anaylsis of the organizational change regarding hospital 

provision of health education services. 

The competition issue is a broader problem in medi

cal care. It may be that organizational innovations men

tioned in the questionnaire evoked a response from physi

cians that was not tainted by the wellness paradigm, and 

therefore a clear political split resulted between conser

vatives and liberals. Hence, as with the studies mentioned 

above, liberal physicians were supportive of the innova

tion. 
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Discussion of Competing Hypotheses 

Two competing hypotheses will be discussed below. 

The first is that age cohorts are more important than age 

in explaining which physicians would adopt the wellness 

paradigm. The second is that increasing competition be

tween p~ysicians would lead some to accept the new paradigm 

because they are looking for expanded markets for their 

services. 

~~ Cohorts. Funkenstein (1978, 1979) suggests 

that medical school admissions changed from a bioscientific 

to a biopersonal orientation in 1969 and 1970, and switched 

back again in the early 1970s. One could speculate, there

fore, that those persons who attended medical school during 

1969 and 1970 would have a greater predisposition to accept 

the wellness model as a vehicle for ~hange in medicine. 

Unfortunately, if one examines the cohort of physi

cians who could have been in medical school in 1969 and 

1970 (year of graduation was not asked in this study), only 

one physician among the responders was younger than that 

cohort. All other physicians in the study were older than 

the cohort in question. This means that any analysis of 

that cohort was merely another analysis based upon physi

cian ages. 

Economic Competition. As Funkenstein (1978) notes, 

there is increasing competition by physicians in certain 
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specialties. Runitz (1983) also notes that several 

specialties like pediatrics and family practice have expan

ded their roles to include social problems which were not 

previously in the domain of medicine. This trend has also 

been noticed, and lamented by Thomas (1978). One could 

hypothesize, therefore, that those specialties under the 

greatest amount of competitive pr.essure might be more in

clined to seek new, expanded roles for physicians in areas 

like wellness. 

To test this, physician specialties were redefined 

based upon the degree to which the ratio of physicians to 

population for that specialty in Pima County differed from 

that of the State of Arizona as a whole. The results are 

shown in Table 35. General internists, followed by sur

geons, have the highest physician surplus index scores, 

while family and general practitioners have the lowest. 

This corresponds to Funkenstein's (1978) observations. 

Table 36 shows the zero-order correlations between the 

physician surplus index and the independent and dependent 

variables discussed in this study. As can be seen, commu

nication and integration is positively related to the new 

index (p = .048), suggesting that those specialties with 

the highest relative physician to population ratio are the 

most integrated in the medical community. Sex is signifi

cant at the .001 level and the relationship is negative, 

indicating that women are more likely to be concentrated in 
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Table 35. Physician to Population Ratios for Pima County 
and Arizona and Physician Surplus Index, by 
Specialty. 

Groups 

Family Practice 

General Prac
tice 

Internal Med.
General 

Ob-Gyn 

Pediatrics 

Surgery 

Internal Med.
Specialist 

Path., Rad., 
Nuc. Med., 
Anes. 

Psychiatry 

Otherb 

Physician to 
Population Ratio 

pima Co. Arizona 

.1479 

.0634 

.3416 

.1021 

.1233 

.6498 

.2993 

.3363 

.1514 

.1303 

.1815 

.0811 

.1853 

.0859 

.0908 

.4735 

.1645 

.2057 

.0942 

.1268 

Physican 
Surplus Indexa 

-.0336 

-.0177 

.2605 

.0162 

.0325 

.1763 

.1348 

.1306 

.0572 

.0035 

apima County ratio minus Arizona ratio. 
bIncludes retired and semiretired physicians. 



high physician to population specialties (in this case 

general internal medicine [ see Table 7]). 
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Table 36 also shows that physicians in the less 

populated specialties are more likely to endorse the con

cept of wellness (p = .009) and also somewhat more likely 

to endorse hospital-based health education (p = .035). 

When controling for the interaction of the independent 

variables in a multiple regression equation, however, vir

tually the same results as reported earlier were obtained. 

Multiple regression analysis revealed a statis

tically significant (p = .030) negative relationship be

tween WELL scores and the new competition index. This is 

probably due to the fact the family practice specialty had 

such a low physician surplus index score, compared to other 

specialties. It will be recalled that family practice was 

the only specialty which significantly entered the wellness 

equation. The net result is that recategorizing special

ties based upon their pyhsician to population ratios does 

not result in any different interpretation than was ob

tained through the earlier medical specialty analyses. 

This finding does not suggest that competition may 

not be playing a role in who adopts the wellness paradigm. 

As Foster (1969:120) notes, economic gain is one of the 

most powerful incentives to change. It may be, however, 

that the economic pressures upon physicians are not yet 

g rea t enough to force them to adopt the new model. 



164 

Table 36. Zero Order Correlations between Physician Sur
plus Index and Communication and Integration, 
Political Orientation, Age, Sex and Dependent 
Variables. 

variable 

Communication and 
Integration 

Political Orienta-
tation 

Age 

Sex 

WELL 

RESP 

HOSP 

COMP 

zero-OrderCorrelation 
Coefficients 

r probe 

.091 .048 

-.051 .200 

-.073 .089 

-.212 .001 

-.130 .009 

-.057 .146 

-.102 .035 

-.051 .181 
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Alternatively, the measures of competition developed in this 

study may not be sensitive enough to measure whatever 

competition may be present. 

Methodolog ical Problems 

There are two major methodological problems that 

emer.ge from this study. The first relates to the fact that 

two of the hypothesized constructs were statistically unre

liable (Hypothesis III and IV). The second is that even 

those constucts that were internally reliable, only ex

plained less than ten percent of the variability in the 

differences between physicians (Hypotheses I, II, V, and 

VI) • 

The first major prob~em was cause for some concern. 

Discussion of the topic of wellness has been found by the 

researcher to be an emotionally charged subject of conver

sation for physicians. This may not be surprizing if it is 

indeed a competing paradigm in medicine. Wellness is also, 

however, an elusive concept to define in the precise, 

scientific medical world. 

The researcher spent many hours discussing the 

concept with several physicians in an effort to define the 

issues and reactions by physicians to the wellness concept. 

Given the ambiguous nature of the concept, it was thought 

that asking physicians not only about their attitudes to

ward health education and wellness, but their use of health 
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education in their practices and their personal wellness-

oriented behavior as well would, when taken as a totality, 

accurately reflect acceptance or rejection of the new para

digm. Earlier drafts of the survey instrument contained 

many more items, and asked for more personnal information 

from physicians about· their own wellness-related behaviors, 

i.e. smoking, exercise, eating habits, handling of personal 

stress. Following Wells and Lewis (1981), the researcher 

suspected that those physicians who practiced wellness 

behaviors would be more predisposed toward the we11ness 

paradigm. 

Two issues faced the researcher which had a bearing 

on the first problem. The first, and most important, was 

the fact that the present research was secondary to the 

marketing research and public relations needs of the two 

hospitals for which the researcher worked. Physicians were 

asked to participate in the study, not for the research 

needs of the author, but to assist the hospitals in defi

ning their role in we11ness education services. At the 

same time, the hospitals did not want to antagonize their 

medical staffs with long surveys, asking too many personal 

questions. Complaints had been received by the physicians 

about having to answer too many hospital questionnaires. 

While the present study has a direct bearing on the marke

ting needs of the hospitals, the researcher had to temper 

the length and depth of questioning. 
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The second problem, related to the first, concerned 

pretesting the survey instrument. In order to develop a 

reliable survey instrument the original study design called 

for it to be pretested on a sample of 100 university physi

cians. Even though university physicians are a subpopula

tion distinct from the community physicians (which made up 

the majority of the study sample), it was thought that 

there was enough in common between the two groups to deve

lop an instrument which would be reliable for both (several 

physician key informants agreed). University physicians, 

not on staff at the two hospitals and not involved in the 

wellness controversy at the two hospitals, could have been 

presented with a longer list of items and with the personal 

questions which were deleted from the instrument sent to 

the medical staffs of the two hospitals. Unfortunately, 

this was not possible, due to time and money constraints 

faced by the researcher. The result was a questionnaire 

that was not sufficiently pretested, and the reliability of 

the constructs suffered. 

The second methodolgical problem concerns the fact 

that so little of the variance in the multiple regression 

equations was explained by the independent variables in the 

equations. Less than 15 percent of the variance explained 

by the variables in the equations means that either there 

are characteristics about physicians which were not accoun

ted for by the variables used, or the dependent variables, 
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i.e. WELL, RESP, COMP and HOSP, while internally reliable, 

were not valid measures of the concepts they were supposed 

to reflect. The researcher suspects the latter explanation 

is the case for the following reasons. 

Several physicians commented in the margins of 

their questionnaires that they agreed with the ideas which 

make up the wellness paradigm (self~responsibility, nutri

tion, exercise, stress management, and environmental aware

ness), but they objected to the term "wellness." As one 

respondant suggested: "Why use imported, faddish California 

jargon?" The terms "wellness," may have been confusing and 

evoke the same responses from individuals for many diffe

rent reasons. 

The items contained in the self-responsibility 

index (RESP), while significant as a factor and reliable as 

a composite index, were originally meant by the researcher 

to measure the concept of wellness without using the term 

itself. The fact that there were no significant 

differences between categories of physicians in their RESP 

scores may be a further indication of the ill-defined 

concept of wellness. Harrington (1975) had noted that 

self-responsibility on the part of consumers is a trait 

endorsed by traditionalists in medicine. As indicated in 

the the discussion in Chapter I, the other concepts of the 

wellness model could hardly be considered traditional. 
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Summary and Implications for Culture Change Theory 

This study found that there are different types of 

innovation in medical care, and that the characteristics of 

physicians who adopt the different kinds of novelties are 

in turn different. Physicians who adopt technological 

innovations have been shown in the literature to be in the 

mainstream of scientific medical thought and in positions 

of prestige and high status within the medical community. 

This study agrees with previous research which demonstrates 

that physicians who adopt organizational innovations tend 

to be more marginal, i. e. in positions of relatively low 

status. There is some indication. however, that political 

orientation is more indicative of a propensity on the part 

of doctors to accept organizational changes than other 

physician charcter istics. 

Finally, it was found that physicians who adopt an 

entirely new paradigm, or way of thinking about medicine, 

clearly fall into Barnett's (1953) category of the "margi

nal" individuals, or those of very low status within the 

medical community, i.e. family practitioners, women and 

goverment-employed physicians. 

The implications for culture change theory are 

clear. At least three different type of change can occur: 

technological, organizational, and paradigmatic. Each type 

of change will attract a different type of adopter. The 

conclusion is that technological innovation attracts the 
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highest status individuals in medicine because technologi-

cal change is highly valued. Organization changes in

nitially seem to attract lesser status individuals. A 

paradigm shift attracts as it first supporters those indi

viduals in medicine who are clearly of the lowest status in 

the hierarch, the marginals. This suggests that if the 

results of thi~; study can be extrapolated to other domains, 

e.g. education, different strategies must be employed to 

direct change, depending upon the desired result and the 

type of change required. 

Conclusions 

Because of the methodological deficiencies of the 

study noted earlier, conclusions have to be interpreted 

with caution. However, several conclusions for the future 

of wellness programs can be made. 

It seems likely that wellness and health education 

services are not accepted by a majority of physicians 

because of the medical paradigm conflict presented in this 

study. At present, only the marginal individuals, those 

with the lowest status within the medical heirarchy, endor

se the wellness concept. 

One could envision, however, a scenario in which 

the medical elite would adopt the new model because, either 

the old biological reductionist model encreasingly fails to 

produce results, or because it becomes within the best 

economic interest of the medical establishment to do so. 
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The new model might be adopted because of the latter. 

Economic competition between physicians may become severe 

enough so that they begin looking for new markets for their 

services. 

Evidence was also presented in this study that 

indicates that the general public has wholeheartedly em

braced the wellness paradigm. If physicians continue to 

ignore the public demand for wellness services, a new cadre 

of health professionals, dealing in wellness, may arise, 

much as DuVal (personal communication) has suggested. 

The implications do not bode well for hospital

based wellness and health education programs in any event. 

Under the current medical model, physicians resist wellness 

programs because of paradigm conflict. If physicians adopt 

the new models for competitive reasons, they will be in 

competiton with hospitals for wellness programs. And, if 

new health professionals arise to meet the public demand 

for wellness services, these individuals probably will not 

be hospital-based. 

Recommendations for Further Research 

There are several additional areas which warrant 

further research. First, additional work needs to be done 

in developing a reliable survey instrument which measures 

physician attitudes and behaviors related to wellness, as a 

valid construct. This work should be undertaken in a more 
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study. 

Second, to address the question of whether there 
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has been a shift in medical paradigms over time, a longitu

dinal study about wellness should be undertaken. Questions 

to be asked would include whether or not medical students in 

the 1980's have reverted back to the bioscientific emphasis 

of the late 1950's and early 1960's, as described by Funken

stein (1978, 1979). As has been described by Moore (1963) 

and Barnett (1966), what is perceived as socio-cultural 

change may be a function of maturation of each new generation, 

in this case medical student, socialized into the medical 

culture. True changes, i.e. paradigm shifts, can best be 

measured over time. 

Third, the issue of marginality and competition, 

particularly in we1lness, needs to be examined further. It 

has been this researcher's observation that persons even 

more marginal to the medical care system than the physi

cians described herein, have enthusiastically endorsed the 

wellness concept. These individuals include nurses, psy

chologists, and chiropracters. The latter often seem to 

use the term wellness in the title of their clinics and in 

their advertisements. Examination of the attitudes of 

these other groups within the health care system, and their 

competition with physicians, might produce clearer results 



about the issues of marginality and competition than was 

observed with physicians alone. 

Further research in these areas can provide 

decision makers in government, industry and in the health 

care sectors who wish to respond to the public demand for 

wellness-oriented services, with information about the 
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best way to implement wellness programs. Of course this 

begs the question of whether wellness, as a competing 

paradigm in medicine, will produce superior results in 

improvements in health than the more traditional biological 

reductionist model. 



APPENDIX A 

SURVEY QUESTIONNAIRE 

St. Mary's and St. Joseph's hospitals are jointly developing a communit~ health 
education program. For this program to be a quality service, meeting the need,; 
of your patients. we need to know your opinions and ideas about health education 
services. 

Q-l To begin, if you had the power to eliminate one unhealthy behavior in all your 
patients, which one of the following unhealthy lifestyles would you eradicate? 
(Circle only ~ answer). 

1 SMOKING 
2 LACK OF AEROBIC EXERCISE 
3 OVEREAT1:->G 
4 INABILITY TO COPE WITH STRESS 
5 NUTRITIO:->ALLY UNSOU:->D DIET 
6 LACK OF SEAT BELT USE 
7 ABUSE OF ALCOHOL 
8 ABUSE OF OTHER DRUGS 

Given that the major goal of our program will be to assist you in tackljn~ the 
above problems, in the following section we would like some information about 
health education in your practice. 

Q-2 Including hath formal and informal patient education. which of the following 
do you use1 (Please circle the nunber of all that apply). 

1 COUNSELING BY YOU OR OTHER PHYSICIANS 
2 COUNSELING BY NURSE 
3 COUNSELING BY OTHER HEALTH 

PROFESSIONALS ____ ~~------~~~--
(please specify) 

4 COMHERCIAL PAMPHLETS 
5 HANDOUTS YOU HAVE PREPARED 
6 AUDIO VISUALS 
7 VISUAL AIDS (e.g. charts. models) 
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Q- 3 In your opinion, how valuable are the following for both formal and informal 
education? 

(Circle number) 

Nnt Very Somewhat Very 
Valuable Valuable Valuable 

a. Counsel ing by physicians 2 3 4 5 

b. Counseling by nurses 1 2 3 4 5 

c. Counseling by other health 
professionals 1 2 3 4 5 

d. Commercial pamphlets. 2 3 4 5 

e. Audiovisuals 1 2 3 4 5 

f. Visual Aids 
(charts, models) 1 2 3 4 5 

Q-4 From which of the following sources do you get patient education materials? 
(Circle number of all that apply) 

1 PHAR.'1ACEl'TICAL CmfPA:UES 
2 VOLU~TARY HEALTH ASSOCIATIO~S 

(e.g. Heart Association, Cancer Society) 
3 ADS I~ ~~DICAL JOU~~ALS 

4 PHYSICIAN COLLEAGUES 
5 OTHER HEALTH PROFESSIONALS 
6 HOSPITALS 
7 U OF A }~DICAL SCHOOL 
8 CONSU}~R SELF-HELP GROUPS (e.g. La Leche League, 

Alchololics Anon)~ous) 
9 GOVE~'lNENT HEALTH PROGRA!'IS (e.g. County Health 

Departments, U.S. Public Health Service) 

10 OTHER~ __________ ~~ ________ ~~ ____________ __ 
(please specify) 

Q-5 Would you be interested having access to a professional clearinghouse, con
trolled by physicians. which would evaluate patient education materials? 

I YES 
2 NO 

-2-



Q-6 A number of people have suggested that the public needs more education about 
a variety of health problems. How would you characterize public need for 
education about the following? 
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~
'OT AVAILABLE ~ the public needs programs, and none are available. 
NEED ~ORE ~ the public needs programs, and there arE some, but more are needed. 
ADEQUATE ~ the public needs programs, but no additional proerams are needed. 

o. Smoking 

b. Lack of appropriate exercise 

c. Overeating 

d. Nutritionally unsound diet 

e. Abuse of Alcohol 

f. Abuse of Drugs (prescription and 
non-prescription) 

g. 

h. 

1-

j. 

k. 

1. 

m. 

n. 

o. 

p. 

q. 

r. 

s. 

t. 

u· 

v. 

w. 

Inability to cope with stress 

Lack of seat belt use 

Cancer warning signs 

Breast self exam 

Safety in the home 

Safety at work 

Drug interactions and side 
effects 

Allergies 

Hypertension 

Arthritis 

Ostomy • 

Pain 

Chronic obstructive lung 
disease 

Kidney disease 

Diabetes 

Cancer 

Heart disease 

Category which best describes your opinion 
about Program Avoilability 

NOT 
AVAIL
ABLE 

I 

1 

I 

1 

I 

I 

I 

I 

1 

I 

I 

I 

I 

1 

1 

1 

1 

1 

1 

1 

1 

I 
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(Circle number of your answer) 

NEED 
MORE 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

ADE
QUATE 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

NOT 
NEEDED 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

NO 
OPINlO~ 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 
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Q-7 How would you characterize public need for education about the following 
psycho-social problems which have health implications? 

~
"OT AVAILABLE means the public needs, programs and none are available. 
NEED MORE means the public needs programs and there are some, but more are needed. 
ADEQUATE ~ the public needs programs, but no additional programs are needed. 

Category which best describes your opinion 
about Program Availability 

(Circle number of your answer) 
NOT 
AVAIL- NEED ADE- NOT NO 
ABLE MORE QUATE NEEDED OPINION 

a. Teenage pregnancy· 1 2 3 4 5 

b. Child abuse 1 2 3 4 5 

c. Parenting skills 1 2 3 4 5 

d. Coping with death and 
dying 1 2 3 4 5 

e. Coping with abnormal child-
birth 1 2 3 4 5 

f. Coping with normal child-
birth 2 3 4 5 

g. Lack of family sUPl'0rt 
for chronic patients 1 2 3 4 5 

Q-8 Do any of the following groups nave special health education needs which you 
believe need to be addressed? (Please circle the number of ~ group that you 
believe is most in need). 

1 ETHNIC MINORITIES 
2 CHILDREN 
3 ADOLESCENTS 
4 ADULT MEN 
5 ADULT WOMEN 
6 ELDERLY 
7 HANDICAPPED 

Q-9 For the special population group you chose in Q-8 above, what are the 
three most important health education programs they need? (Please specify 
in the order of importance). 

PROG~! 1 ______________________________________ __ 

PROGRAM 2 _________________ _ 

PROGRAM 3. __________________ __ 



Q-IO Approximately what percent of your patients primarilv speak a language other 
than English? 

_________ PERCEXT 

Q-ll Are there specific programs which you would like to see offered by St. Hary' s 
and St. Joseph's? 

YES 

NO -

(If yes) 

IF NO, GO TO 
Ql'ESTION Q-13 

Q-12 Which programs would you like offered? (Please specify) 
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Q-13 If the following kinds of programs were offered at St. Hary's and St. Joseph's 
hospitals and were open to members of the medical staff and your families, 
would you participate? (Ci:.-c1e the number of any that apply). 

I AEROBIC EXERCISE 
2 SHOKING CESSATION 
3 WEIGHT REDUCTION & SOUND NUTRITION 
4 STRESS MANAGEMENT 

-5-
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Next, we would like to ask you some questions about your personal thoughts 
about health education. 

Q-14 Please indicate your agreement with the following statements. 

(Circle the number that applies) 

a. Increased knowledge about topics such as nu
trition, exercise, and self-responsibility 
would be an important step toward improving 
the public's general state of health 

b. Screening people for their lifestyle risks 
is an effective way to motivate people to 
change unhealthy habits. 

c. Patients need to be informed that they can 
increase their level of well being, even if 
they are not sick 

d. Most health education programs are largely 
ineffective in getting peoplp to change 
unhealthy behavior. 

e. We know enough about the association between 
unhealthy lifestyles and morbidity and mortal
ity to develop reliable health screening in
struments. 

f. Health education can be successful at all 
age levels. 

g. The benefits from health education are not 
worth the cost to patients. 

h. Health education efforts should be aimed 
mostly at children. 

i. There are degrees of health, just as there 
are degrees of illness. 

j. Health risk screening programs are cost
effective ways to motivate people to take 
health education classes. 

k. The term "wellness" is useful to use with 
patients when teaching them how to remain 
healthy. 

1. More research is needed on what motivates 
people to change their behaviors before we 
spend any more money on health education. 

m. Health education efforts should be aimed 
mostly at adults. 

n. The term "wellness" is jargon with little 
scientific validity. 

-6-

Strongly 
Disagree 

1 2 

I 

1 

1 2 

I 

1 2 

I 2 

1 2 

1 2 

1 2 

I 2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

Strongly 
Agree 

6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 

5 6 



Q-15 We are interested in your opinion about the role hospitals should play in 
health education. Please indicate below your level of agreement with the 
following statements. 
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(Circle 

Strongly 
Disagree 

the number that applies) 
Stronglv i . I 

Agree I 

a. Rather than provide corrununity health 
education, hospitals should use scarce 
resources for acutely ill patients. 

b. Community health education should 
be done by corrununity health agencies 
other than hospitals. 

c. Hospitals should teach the corrununity 
about wellness. 

d. If hospitals provide health education 
services, they are competing unfairly 
with voluntary organizations ,e.g. , Heart 
Association, Cancer Society. 

e. If hospitals provide health education 
services they are taking patients 11'1a), 
from physicians. 

f. Hospitals should provide education 
about specific diseases to members 
of the corrununity. 

g. Hospitals can serve as an important 
adjunct to physicians by helping 
to educate patients. 

2 3 

2 3 4 

2 3 4 

2 3 4 

2 3 5 

2 3 4 5 

3 4 5 

Finally, since this questionnaire is anonymous, it would be helpful for us 
to know the following information about you. 

Q-~6 Your sex. (Circle number of your answer). 

MALE 
FEJoIALE 

Q-17 Your present age : _____ YEARS. 

6 

6 

6 

6 

6 

6 

6 

Q-1B Your medical speciality: ________________________________________________ _ 

Q-19 Approximately what percent of your time is spent in direct patient care? 
____ PERCEST 

-7-



Q-20 What is your practice type? (Please circle the number of the ~ category 
that best fits you). 

1 SOLO PRACTICE 
2 PART~ERSHIP (same specialty) 
3 SPECIALTY GROUP 
4 MULTI-SPECIALTY GROUP 
5 HNO (Pima Care or E1 Rio) 
6 Hl'IO (Intergroup or INA) 
7 U~IVERSITY (If this is your primary practice) 
8 VA OR OTHER FEDERAL GOVER:-''1'IEXT (if this is 

your primary practice) 

Q- 21 ~hat is your staff appointment at St. Mary's and St. Joseph's hospitals? 

(Circle Nunber of One Choice in Each Column) 

I ST. ~!ARY' S ST. JOSEPH'S I 
I I ACTIVE 
2 2 ASSOCIATE 
3 3 COURTESY 
4 4 CONSULTING 
5 5 HONORARY 
6 6 NOT ON STAFF 
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Q-22 Have you ever been on the Executive Committee of the ~Iedical Staff at either 
St. Mary's or St. Joseph's? 

1 YES 
2 NO 

Q-23 Have you ever been an elected officer of the Medical Staff at either St. Mary's 
or St. Joseph's? 

1 YES 
2 NO 

Q·24 Do you belong to any of the following organizations? (Circle as many as apply) 

I AMA 
2 ARIZONA MEDICAL ASSOCIATION 
3 PI~~ COUNTY MEDICAL SOCIETY 

Q- 25 Have you ever been an elected officer of any of the above organizations? 
(listed in Q-24) 

I YES 
2 NO 

-8-



APPENDIX B 

FIRST INTRODUCTORY LETTER 

Dear Colleague: 

St. Mary's p.nd St. Joseph's Hospitals are developing the Carondelet 
Center for Health Education in order to provide health education ser
vices to our patients and community. Where this health education effort 
will differ from many others will be in the amount of physician control 
and involvement in the center's activities. There will be a medical 
director as well as a physicians' committee to oversee the quality of 
the program. 

The key word to describe the center will be "quality". The programs 
will be designed upon sound. medically-proven principles and will be 
delivered through solid educational processes. 

In order to design the program properly. the staff of both hospitals 
need your advice on what you. as a physician. think is necessary. Please 
complete the enclosed questionnaire. which takes less than 15 minutes to 
fill out. and return it within one week. 

You may be assured of complete anonymity. There is no way to identify 
from whom the questionnaires are returned. Instead. please fill out the 
enclosed postcard and mail it back separately so that your name can be 
removed from the mailing list. If you would like a copy of the results 
of this study. please indicate on the card. Only the questionnaire should 
be returned in the postage-free envelope. 

If you have any questions. please feel free to call or write Ernie Schloss. 
director of the Carondelet Center for Health Education. His telephone 
number is 296-3211. extention 2384. 

Thank you for your support and assistance. 

Sincerely. 

Chief of Staff Chief of Staff 
St. Mary's Hospital St. Joseph's Hospital 
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APPENDIX C 

MAIL-BACK POST CARD 

NMffi. ________________________________________________________ __ 

(Please check appropriate boxes below) 

I have returned my questionnaire. 

Please send me more information about the health education program. 

I would like to help design the course curricula for 
(Please specify subject)~: ______________________________________ __ 

[ 1 I would like to teach courses on: ______________________________ __ 

[ 1 Please send me the results of this survey. 

Thank you again for your help with this important program. 
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APPENDIX D 

REMINDER POST CARD 

May 7, 1982 

Last week a questionnaire seeking your opinion about health education ser
vices was mailed to you. 

If you have already completed and returned it to us, please accept our sin
cere thanks. If not, please do so today. Because the needs of physicians 
will guide the development of health education services at St. Mary's and 
St. Joseph's Hospitals, it is important that ~e hear from you. 

If by some chance you did not receive the questionnaire, or it got mis
placed, please call me right now (296-3211 ext. 2384) and I will get 
another one in the mail to you today. 

Sincerely, 

Ernest P. Schloss 
Executive Director 
Carondelet Center for 
Health Education 
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APPENDIX E 

SECOND INTRODUCTORY LETTER 

May 21. 1982 

Dear Colleague: 

About three weeks ago we wrote to you seeking your opinion about health 
education services. As of today. your completed questionnaire has not 
been received. 

St. Mary's and St. Joseph's Hospitals are surveying their medical staffs 
about health education services. The results of the study will be used to 
design quality programs. which will meet the needs of physicians and their 
patients. 

We are writing to you again because your answers to the questionnaire are 
important for this study. As mentioned in our last letter, the question
naire takes less than fifteen minutes to complete. You are also guaranteed 
complete anonymity. Do not write your name on the questionnaire. Rather. 
fill out the enclosed postcard and mail it back separately. Only the survey 
booklet should be returned in the postage-free envelope. 

In the event that your questionnaire has been misplaced. a replacement is 
enclosed. If you have any questions. please feel free to call Ernie Schloss. 
director of the Carondelet Center for Health Education. His telephone 
number at St. Joseph's Hospital is 296-3211. ext. 2384. 

Your cooperation is greatly appreciated. 

Sincerely. 

Chief of Staff Chief of Staff 
St. Mary's Hospital St. Joseph's Hospital 
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