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CHAPTER I 

INTRODUCTION 

I am shocked to find that we in America 
have created a health care system that can be 
so callous to human suffering, so intent on 
high salaries and profits, and so unconcerned 
for the needs of our people.^ 

Health care in the United States is currently charac-

2 terized by the apparent right of every individual to such 

care. This care is delivered by an enormously complicated 
3 

set of costly systems and subsystems whose decisioning 

processes are now mandated by provider-consumer panels. 

This is a health care delivery system that has been 

under sharp criticism from various sources because of its 

proported numerous shortfalls. 

Hechinger (1976) , on the editorial board of the New 

York Times cited certain national needs as possible chal

lenges for highly educated young people: 

It is hard to believe that the United States 
has exhausted its agenda for progress. The cities 
are decaying. The railroads are in disarray. 
The rivers and air need to be cleansed. Our po
litical and civic institutions, our courts and 
our schools, require massive infusions of integ
rity and efficiency. . . . American farming is 
falling behind technologically and scientif
ically. The delivery of health services cries out 
for instant improvement. Deep divisions between 
races and nationality groups need to be closed. 
New sources of energy must be found. And beyond 
all these unfilled needs at home looms the des
perate call to prevent starvation on much of the 
globe and to avert the horror of nuclear war 
(p. 14). 



Ohio State University President Harold L. Enarson 

(Note 1), reflecting on the status of the health profes

sions, remarked, "Our health care delivery system is 

neither humane, efficient, nor economical." At a meeting 

of the American Association for Comprehensive Health Plan

ning in Miami, in 1976, Spencer Johnson (Note 2), one of 

the architects of the federal health planning law described 

American health policy as " . . . marked by confusion, 

public and private inertia, a lack of direction and enthu

siasm, the feeling that all is a big black abyss." 

The frustrations expressed over the state of affairs 

of organized medical care in America do not appear to be 

limited to those voiced by journalists, educators or public 

officials. There has been a plethora of criticism of 

health care by behavioral scientists (Bloom, 1965; Knutson, 

1971; Millman, 1977), political scientists-sociologists 

(Strickland, 1972; Illich,1976; Navarro, 1976) and even 

health professionals themselves (Stevens, 1973; Glasser, 

1976). They decry its prohibitive cost and patchwork ac

cessibility, particularly to the poor and those in rural 

areas, and its uneven, too often faulty quality. 

Statement of the Problem 

A large body of harsh criticism of American health 

care exists. It is constantly expanded or revisited by 

numerous critics of varying background including health pro

fessionals. Problems at present exist in health care de-



livery systems and warrant justified criticism. A matter 

of concern is whether the public display of this seemingly 

unidirectional monologue truly reflects the opinions and at

titudes of those involved in the complex provider-consumer 

equation of health care services. That the public (health 

provider-health consumer) may have competency in judging 

the magnitude and kinds of deficiencies in health care may 

not be fully recognized (Stephenson, Note 3) . VThat is 

needed is more dialogue or bilateral discourse on these 

public issues. 

Patient perceptions of faults in health care delivery 

have been recorded by a number of methods, usually inter

views, surveys or "suggestion-box" comments on ways to 

correct deficiencies or to improve health care. 

The health care provider community, the apparent 

center of the "health care crisis" (Kennedy, 1972) and 

brunt of the criticism, needs to be heard from, not only as 

isolated individuals (see Review of Pertinent Studies) but 

also collectively as functional units. 

Purpose and Importance of the Study 

The major purpose of this research was to determine 

how health providers perceive health care criticism, in 

general, and to such issues as health care cost, acces

sibility and quality of care, role of government, education 

and research. Specifically, the desire was to delineate 

any differences between the providers and critics in the 



magnitude and direction of the perceived criticism, if it 

was warranted at all. A subsidiary purpose was to clarify 

the role specific health issues played in the respondents' 

perceptions. 

These perceptions may be complex, reflecting the du

ality of the role the provider plays--that of consumer as 

well as of provider. As private opinions, these percep

tions may also differ from those expressed publicly, par

ticularly as a member of a specific health provider com

munity. 

This dichotomy, which characterizes the health pro

vider community, plus the position of centrality of con

cern and criticism is unique. 

It is important to further elucidate and better under

stand these views. It is essential to effectors of change 

in the health care delivery system to be aware of these 

views. Solving specific problems of cost, quality, control 

of health care, etc. may then become more substantive. 

Deeply-rooted sociocultural views of health care inequities 

may surface, allowing for more meaningful, sustaining health 

policy formulation. The net result could be a more readily 

accessible, cost-effective, humanistic health care system. 

By using Q-methodology a secondary purpose of the 

study is to encourage the application of this technique to 

future health care research. 

Although the specifics of health care are practiced in 



large part as a science and technology, health concern is 

still a humanity and as such the "scientific study of sub

jectivity" (Brown, 1977), which Q-methodology provides, will 

hopefully yield valuable additional private and public 

opinion on health care issues. 

Review of Pertinent Studies 

In trying to understand the present composition, 
nature, and functions of the health sector in 
the United States, one is hampered by a great 
scarcity of literature, both in the sociological 
and the medical care fields, that would explain 
how the shape and the form of the health sector 
--the tree--is determined by the same economic 
and political forces shaping the political and 
economic system of the United States--the forest. 
In fact, health services literature reveals what 
. . . others . . . have found in other areas of 
social research: a predominance of empiricism, 
leading to dominance of experts on trees who 
neither analyze nor question the forest but ac
cept it as given.6 

Any attempt at a complete review of health care deli

very studies is not within the scope of this study. 

Brenner (Note 4) developed an on-going compilation of 

health information literature (including a "literature of 

the patient") as part of an innovative graduate study pro

gram in a newly developing discipline of health communica

tions . 

Most of those studies concerned with an analysis of 

health care have had the major impetus towards evaluating 

the effectiveness of health services. Most of this research 

has involved the consumer. These patient-oriented studies 

have frequently featured isolated comments on health care 



by health professionals and other health care providers 

(Andersen, 1971; Strickland, 1972; Roemer, 1974; Waldrup, 

Guy and Cowgill, 1974; Ware and Snyder, 1975; Stratmann, 

1975; Stratmann, Block, Brown and Rozzi, 1975). There 

have been few studies of health provider community per

ceptions of critical health care issues. 

Lewis and Cheyovich (1976) demonstrated physician 

(as well as patient) acceptance of the role of nurse prac

titioners in ambulatory care. Lum (1975) surveyed Health 

Maintenance Organization (HMO) project directors, includ

ing affiliated physicians. He found generally positive 

feelings regarding a multitude of issues: (1) role of pre

payment mechanisms in controlling medical care costs, (2) 

maintenance of quality care, (3) endorsement of the role of 

consumers in policy formation and decision making. There 

v.̂ ere, on the other hand, divergent attitudes toward private 

versus public fundings and the role of federal regulations. 

Particular staff attitudes toward improving outpatient 

mental health care by decentralization and establishment of 

satellite clinics, although generally favorable were not 

specifically categorized in a study by St. Clair and Green

span (1974). Goldman (1974) in his study of graduate 

physicians' attitudes toward possible changes in the or

ganization and delivery of medical care provided encourage

ment for sociocultural answers to the perplexing stagnation 

of solutions to the health care crisis. Striking intra-
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professional variations were found in attitudes, particu

larly political, concerning contemporary controversies in 

the medical care system. This heterogeneity of American 

doctors needs to be taken into account by spokesmen ad

vocating change in health care policy and practices. 

Still much more needs to be known. The state of the 

art of critiquing the effectiveness of the health care de

livery system rests largely with challenging the specific 

issues already expanded--high cost, impersonal care, in

accessibility, and governmental regulation. The health 

provider community remains vulnerable to criticism and the 

changes implied in that criticism. 

The quality of care given on a day-to-day basis by 

highly dedicated health professionals working oft-times in 

fiscally-trying circumstances within marginal facilities 

is well known (Stratmann, et al., 1975). Health officials 

can cite innumerable instances where the dedication and 

expertise of the health care community have been marshalled 

against obstacles, to implement or improve health care 

services (Lewis, Feen and Mechanic, 1975; Mark, 1977). 

This has been achieved in a number of ways: (1) by 

increasing the number of doctors, (2) providing rural pre-

ceptorships for medical students, thereby encouraging rural 

medical practice, (3) promoting physician opportunities in 

medically underserved areas (e.g., creation of the National 

Health Service Corps), (4) by the renaissance in family 



practice, (5) implementation of Medicare-Medicaid, (6) es

tablishment of child and youth projects and (7) establishment 

of health maintenance organizations (HMOs). 

All these are avenues to improved accessibility and de

livery of health care services. Attempts to reduce costs 

have involved encouraging outpatient or amublatory care 

with reduction in specialist services, particularly as 

initial contacts. 

The record also indicates that Americans are living 

longer: life expectancy is now an average of 72.5 years. 

More low-income persons have visited a doctor: six times 

annually in 19 75, from 2.2 in 1931--or 1.9 times more 

than high-income persons; maternal and infant deaths are 

down to 11 per 100,000 and 16 per 1,000--decreases of 71 

and 38 percent, respectively. 

Shortcomings and deficiencies do exist (Lewis, et al., 

1975). Incompetence does occur (Mitchell, 1976; Millman, 

1977) , and there are serious gaps in the health professional-

health official-consumer/patient communication cycle: "Not 

every consumer has, wants or needs a health professional to 

act as a gatekeeper to knowledge. There is room . . . for 

many different paths to the same goal" (Wallston, Note 5). 

Yet the health care delivery system "image" is still 

perceived to be an ". . . impersonal . . . inhuman, 'socio-
Q 

political system of capital-intensive industrial production' 

. . ." (Illich, 1976). According to Illich, where progress 



is made in the health care of the community it is because 

of improved cultural conditions rather than medical advances, 

and that indeed the physician probably produces problems 

(iatrogenic) outweighing the benefits of much of the medical 

care that did evolve. VThile Jobe (Note 6) considers this 

"accusatory rhetoric" he feels the philosophic pragmatism 

may have merit and again called to the attention of the 

health care community a need to be knowledgeable about the 

profound sociocultural issue. Navarro (1976) also pointed 

out that "the powerful organs of value generation V7ill be 

extremely sympathetic to Illich's emphasis on cultural, as 

opposed to political change, stirring 'new hopes in the hol-
9 

low breast of at least one jaded revolutionary.'" 

However, Navarro cautioned: 

Cultural revolution will indeed be used to fur
ther postpone political change, and meanwhile 
I postulate that to the same degree that the 
cultural politics of the Woodstock nation proved 
easily co-optable and equally irrelevant to the 
problems of our nation in this century in the 
•'70's; history will tell (p. 128). 

Illich and Navarro delved deeply for the roots of the 

health care crisis, and expressed hopes that changing cul

tural, socioeconomic and political modes will ultimately 

alter the health care delivery aberration. 

While it may be that an unrealistic standard of health 

care has been fostered here in America, the fact remains, 

that it is far from perfect: 

In a modern treatment package from the time the 
man comes into the institution [system] to the 
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time he leaves there are just . . . too many 
decision points . . . too many places in which 
something could go wrong for something not to 
go wrong. . . . We construct many things in 
this society which go on the premise that one 
does not always do it correctly. We have con
structed a medical . . . and a hospital appa
ratus on the theory that we will always do it 
correctly. That is where the major problem 
is, and that is where it has got to be solved. 
It won't be solved in a number of other solu
tions that are occurring. These are bandaids. 
Let's hope they work temporarily.10 

More studies like Goldman's (1974) medical and politi

cal physician attitudinal survey are needed. It is the pur

pose of this research to also seek socio-politico-cultural 

answers to the health care dilemma by studying the percep

tions of the entire health provider network, including 

physicians. 

At this point, the role of critical health care issues 

in the arena of public debate becomes pertinent to the prob

lem in question. Every person will have been or will be 

involved in the American health care delivery system. It 

is an area of activity consuming more and more of the nation's 

resources and with large commitments of local, state and 

federal tax dollars, it is accountable to the public. As a 

public issue it warrants individual opinions, opinions that 

may be shared by a segment of the population, or a consensus. 

This public opinion on the health care crisis, in order to 

grow as political force to effect changes in the short

comings of the health care delivery system, must have an 

opportunity for an exchange of opinion or public dialogue 
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(Davidson, 1973). There should not be solely one-way dis

semination of information and views. 

The prevalent unidirectional flow of the aforemen

tioned health care criticism is contrary to the informal 

system of mass communications, i.e., conversation that is 

needed to foster a public response to the need for change 

in the health system (Brenner & Quesada, Note 7). 

The public concern is not confined only to each per

son as a potential health consumer, but also to the segment 

of the health care sector responsible for the delivery of 

health services--the health provider community. What may 

seem to be overt agreement on health care faults in public 

discourse on public issues may actually represent extremes 

when true perceptions of the issues are revealed (Rucker, 

1967). 

This study attempted to analyze the awareness of 

health providers to the negative press on specific health 

care issues. A determination of the impact of these per

ceptions in this area again has significance for effecting 

change in the character and function of the health system. 

One way it can do so is by enlisting public cooperation 

and support for valid issues, shorn of their emotional 

cloak of critical accusation. 

Problems and Limitations of the Study 

While it may be true that there are a limited number 

of ways to describe controversial nealth issues: for 
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example, medical costs are high, or medical care is expen

sive, or the patient cannot afford care, or the poor do not 

get the same care as the affluent--the issues are neverthe

less complex. Responding to the degree of complexity and the 

interaction of the issues most presuppose a considerable 

amount of understanding of health care matters on the part 

of the respondents, and of course, it does. But even though 

a health provider may be knowledgeable in his field, there 

would be no way to assume he is sophisticated in the issues 

at stake in the health care crisis. 

One had to start from somewhere to determine the level 

of understanding. It was decided to select critical state

ments of various issues directly from published sources 

(see Appendix B). At times these quotes were relatively 

lengthy or seemingly difficult to understand. Nevertheless, 

they were retained and the presumption is that the writer 

intended for his message to be transmitted that way. This 

is an inherent part of the communication cycle anyway. 

The vast spectrum of educational and sociocultural 

attributes that the respondents possessed and the interaction 

of each other in their roles in the provider community, 

created problems in administering the Q-tool, despite what 

was felt to be a relatively simple set of instructions. It 

was hard to know how much sensitization and identification 

with others in the provider community and the community it

self colored their Q-sorts. 
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Limited accessibility of the respondents, even though 

they represented a crucial cadre of personnel in the plan

ner-provider network, as well as a long time-frame in 

which each subject could perform the sort, resulted in 

lesser numbers of data retrieval and the loss of some re

spondents due to incomplete sorts. 

Q-studies are small sample designs and yield common 

patterns of thinking of the individuals completing the 

sorts. Yet this does not imply what proportion of the 

mass population holds these opinions and attitudes. This 

has been a traditional limitation of Q-studies. However, 

there has to be an understanding of Q-methodology as an 

established technique for obtaining operant subject 

factors, which are not necessarily correct, but genuine 

answers (Stephenson, 1977) and as such can provide more 

information. 



CHAPTER II 

RESEARCH DESIGN AND ORGANIZATION OF THE STUDY 

General Discussion 

The existence of a "press" highly critical of the 

American health care delivery system and its health pro

vider community has been established: 

It is a common complaint that the news me
dia feature the negative--crime, catastrophes, 
the spectacular error--rather than routine ac
complishment of goals and proper functioning of 
systems. The result is the drawing of a rather 
clearly negative picture of the society the me
dia survey. In health news, we are m.ore apt to 
hear of the malpractice suit and the rise of the 
cost of health care than of the successful sur
gical procedure or the effective enforcement of 
sanitation codes.12 

Health matters are multidimensional and are no longer 

vague but have become bipolar issues. Since these issues 

have become publicly expressed they are now public opinion. 

Before any democratic process of decision making can take 

place, the infinity of possible actions to criticism must 

be reduced to a limited number of alternates among V7hich a 

choice can be made. 

On any issue there is always a large majority who are 

relatively apathetic and a minority who are passive. It is 

uncommon to find the apathetic majority and the passive 

minority distributing themselves in the same way in their 

attitudes on any issue (de Sola Pool, 1973). 

Since it is the passionate minority--for the purpose 

14 
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of this study, designated as the health care critics--that 

gets heard, it may be by its vociferousness, giving a very 

distorted view of the opinions of health care of the public 

as a whole. 

It seemed appropriate therefore to develop a study o'' 

the perceptions of health care of the apathetic majority. 

Again, for the sake of study design, the health provider-

consumer complex was considered to be this group. However, 

the particular target audience for investigation was the 

health provider community. It was hoped that provider per

ceptions of critical health issues would provide for a bet

ter understanding of these issues, a condition necessary 

for finding solutions responsive to the criticisms. 

Q-Methodology 

13 Q-methodology offers a technique for measurement of 

an individual's opinions or attitudes about a given issue 

or topic: "a method by which an individual can model for 

himself what his attitude of mind is about complicated 

issues or situations" (Stephenson, 1953). 

Q-methodology is explained in detail elsewhere (Ste

phenson, 1953; Wittenborn, 1961; Sundland, 1962; Loevinger, 

1965; Nahinsky, 1966, 1967; Neff & Cohen, 1967; Brown, 1968, 

1970) . 

A brief, but pertinent description will be given here, 

since an important object of this study is to encourage the 

use of Q-methodology in future health care research. 
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Opinions and attitudes are multidimensional in that 

they are formed in an individual from all sources of in

formation and experience that the individual sees as rele

vant to the topic, in this case health care delivery. In 

order to draw these out, a means must be found to allow 

subjects to indicate what is relevant. That is, both the 

parameters of relevance and the existing opinions and at

titudes themselves must be arrived at operantly (Brenner 

and McCarty, Note 8). 

The basic concern in Q-methodology is with a person's 

overall understanding (opinions) or interpretation (at

titudes) of a situation; the situations in Q-studies are 

usually matters of public opinion. The subject area is a 

collection of statements a person is likely to make in ex

pressing his own views on the matter (Q-sample). They may 

be statements of fact. Enough statements should cover all 

the aspects of the matter that the public is likely to con

sider relevant. An attempt is made to balance the state

ments pro and con. It is assumed that for an individual, 

some of the statements will be highly agreed or disagreed 

with, and a great many more will be neutral. Thus, there 

will be some semblance of a normal distribution of opinion 

on the issues. 

In a sense, treatment of a single Q-statement is rep

resentative of an opinion, while treatment of an entire Q-

sort is statement of an attitude. Identification and 
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grouping of similar Q-sorts, i.e., those correlated with 

others on a factor and uncorrelated with other factors is 

termed a type or image. 

Interpretation of these factors, types and images 

helps to determine what aspects of a controversial issue 

are important to the public and how that given segment of 

the public deals with various aspects. 

Q-methodology has been utilized in a wide array of 

studies of public concern and has helped determine public 

"images" or provided models for implementation of public 

education programs. These have included studies of utility 

companies (Stephenson, 1967), other nations and cultures 

(Levy, 1967; Weiss, 1972), and press-bar roles in free-

press-fair-trial controversy (Greene, 1967). 

In the health area, Stephenson (1967) found a spec

trum of attitudes toward public health and medical services, 

ranging from independence and self-sufficiency to govern

ment involvement and socialized medicine. In a study of 

public health education (Brenner, 1965), compassion and a 

personalized approach were key concepts in developing models 

in winning readers for health reports. Brenner and McCarty 

(Note 8) showed that consumer-provider perceptions of 

nutrition needs in a medically underserved population were 

essential in constructing community health education pro

grams. They emphasized the importance of the two-way 

process that is essential to education on health issues. 
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In a fresh look at Q-theory, Stephenson (Note 9) lends 

greater credence to the proported support of Q-methodology 

as a major investigative tool in health care and health 

education research: 

Newton was in a quandary about hypotheses he 
could neither prove nor disprove; he didn't 
want to be merely speculative ("feign"), and 
didn't know what to do about these hypotheses 
by Rule. Whence the aborted Fifth Rule. The 
necessity for a Rule remains, however, and the 
present work provides it. It says, in effect, 
that hypotheses which cannot be proved or dis
proved (either by reason or "objective" experi
ment) are subjective and therefore subjective 
conditions of high order, testability and falsi- -.c 
fication (in Karl Popper's sense of these terms). 

"Subjectivity" now has a proper place in scientific 

research as a "twin to 'objectivity'" (Stephenson, Note 9). 

Subjectivity is paramount in a person's organization of 

opinions and attitudes on issues such as the health care 

crisis. Q developed because of the need for a methodology 

compatible with a subjective approach to audience-oriented 

communications study. Q truly offers a way in which the 

researcher can look at the dynamics of self. 

In summary: 

1. "Q is a revolutionary paradigm; it had to upset 

the status quo of original factor-analytic thinking, and 

was widely attacked because of this, not because of any

thing wrong in its proposals. Q-methodology in fact has 

consistently outmarched the advances recently made in 

the philosophy of science and is still ahead" (Stephenson, 

Note 9). 
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2. The scientific approach to subjectivity depends 

upon two profound principles: a) that the concern is with 

concrete situations which also require functional-inter-

actional representations, and b) that subjectivity can 

have statistical foundations. These statistical universes 

(or populations of statements) in Q evolve to a broader 

concept of concourses in relation to the concrete situ

ations and functional-interactions. 

3. Operant behavior is the primary concern of Q-

methodology, the behavior belonging to the Q-sorter coming 

from his concrete situation. 

4. Q-methodology is intrinsically much more signifi

cant in terms of factor analysis than variance analysis be

cause factor analysis leaves the way open, and quantifies, 

operant behavior. Variance analysis pursues the objective 

paradigm. Q, with factor analysis, follows the subjective, 

again the basis for Newton's Fifth Rule. 

Stephenson (1967) argues for wider use of abductive 

inference--arriving at conclusions on other than deductive 

grounds--hence the use of factor analysis which is an abduc

tive and not a deductive method like variance analysis. 

5. Factor analysis developed into a discipline of 

statistical, mathematical, and computer science theory of 

high esteem, becoming the theoretical foundation for psy-

chometrics. In Q, persons are correlated instead of tests 

There are universes of "statements" instead of populations 

of persons. 



20 

R-methodology deals with individual differences be

tween persons while Q-methodology deals with individual 

differences between statements. 

6. Q-sorts are homologous with the experiences at 

issue, i.e., a quasi-normal distribution is assumed to be 

a reasonably accurate representation of a subject's view: 

He will have strong agreement and disagreement with approx

imately the same small number of statements, and will have 

no strong feelings about the majority of statements. 

7. Performing a Q-sort is not a test in the R-method

ology sense. Everyone receives the same mean score, and 

this can be ignored because it is the same for everyone. 

The concern in Q is with the differences in scores given by 

subjects to statements of the Q-sample. 

Q employs a forced-sorting procedure with a quasi-

normal, symmetrical distribution. Concern for discrimina

tions near the middle of the distribution should be mini

mal, since these count very little in calculating standard 

deviations. 

If several persons perform the Q-sort, their data can 

be correlated with the confidence that no data are being 

thrown away by ignorihg means. 

8. In sorting, it does not matter significantly what 

the size is of a Q-sample, what the shape of the frequency-

distribution of scores is that is imposed, or what the Q-

sample is that is taken from a given concourse, or who the 
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Q-sorter happens to be--"All . . . these are of minor sig

nificance compared with the subjectivity at issue" (Ste

phenson, 1976). 

Q-studies usually require only small numbers of indi

viduals, or indeed only one at best. 

How, it will be asked, can anyone "generalize" 
from such small numbers? The ansv/er is not 
very simple: in induction one begins with gen
eralities and looks for their causes. In gen
eralizing one begins with particularities and 
ends with generalities. Induction is the very 
opposite of generalizing from data.18 

9. The allotment of statements to the cell of a par

ticular design or matrix is at the discretion of the inves

tigator. 

It is very difficult to dispossess people of the 
idea that a Q-sort is testing something: it is 
not, but merely reflecting a functional-interac
tional situation. We tend to overlook it, but if 
a small group of persons (of a seminar, say) is 
involved in Q-sorting, the group itself is part 
of the situation and not just the Q-sample and 
each individual separately regarded. We also 
tend to suppose that Q-sorting represents atti
tudes and beliefs; it may do so, but not categor
ically. 19 

10. There are no norms and no standardized Q-samples 

in Q-method: it is because the concern is with immediate 

relatedness, not facts, regularities, or invariances. This 

in no way means that the studies are unreliable: they are 

as reliable as they need to be to cover the factors at issue 

Methodology 

Q-technique involves asking subjects to sort self-ref

erent items into those with which they agree or disagree. 
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The placement of these items on a scale represents the re

spondents' respective attitudes toward the topic or issue 

about which the items are concerned. 

Selection of the Q-Sample 

The first step, once the problem has been determined, 

is to obtain statements which will comprise the Q-sample. 

Three hundred twenty-five statements concerning health 

care delivery were extracted verbatim from publications, in

cluding books, lay newspapers and magazines and professional 

newsletters and journals. They were considered, through 

informal content analysis, representative of the popula

tion of published views on health care delivery. 

A pretest of thirty-two representative opinion-fact 

statements (Appendix I) was administered to a pilot group of 

volunteer subjects. The saliency of the statements was 

considered satisfactory. For the final Q-sample randomiza

tion was not done; rather, the samples were subjected to a 

content analysis and five substantive categories were de

termined: those Q-statements dealing with (1) cost of 

health care, (2) accessibility and/or delivery of health 

care, (3) quality of health care, (4) role of governmeiit 

and/or politics and (5) a miscellaneous group that dealt 

primarily with broad, expansive, global types of statements 

and those that tended to philosophize and provide for 

psychosocial impact. In addition, the statements dealing 

with the role of medical education and research on health 
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care delivery were placed in this group. 

20 To some degree, then, the Q-sample was "structured" 

(Appendix B). From the "Q-deck" (and very limited pretest

ing) forty-five statements, nine in each group, were selec

ted, discarding duplications, repetitiveness, etc. Because 

the subjects would include a wide range of educational and 

occupation backgrounds, the attempt was made to keep state

ments brief , clear and expressive. However, because of the 

need to deal with complicated concepts and issues, and to 

use verbatim quotes from health care critics, several more 

complex, difficult statements had to be included. 

An attempt was made to balance the statements, that 

is, to provide an approximately equal number of positive 

and negative or critical statements. 

Selection of Respondents 

One hundred forty-five subjects were eligible for 

participation in the study. This was determined by exam

ination of the rosters of the two groups comprising the 

health provider community studied, namely Group I, the 

South Plains Health System Agency (SPHSA) and Group III, 

the federal outpatient care clinic (VAOPC). The th'ro, 

Group II, consisted of an assortment of volunteer ob

servers who had expressed an interest in the study. 

Although Q-sorts were offered to all of these sub

jects, sixty-four were completed satisfactorily to enable 

data analysis (see Table 1). 
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TABLE 1 

COMPOSITION OF THE RESPONDENTS 
N = 64 

Group 
II III 

13(61)^ 12(32) 39(52) 

Numbers in parentheses indicate subjects eligible for 
participation in the study. 

Table 2 represents the ultimate P-sample or those 

respondents whose data underwent final factor analysis. 

TABLE 2 

COMPOSITION OF THE P-SA14PLE 
N = 36 

Group 
I I I I I 

a 5 ( 6 1 ) ^ 6(32) 25(52) 

^Numbers in parentheses indicate subjects eligible for 
participation in the study. 

Group I, the smallest, numbering five respondents, 

comprised two staff and three members of the South Plains 

Health Systems Agency. They represented health-related 

and nonhealth-related occupations and basically served 

as health planners. 
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Group II consisted of six "interested observers" and 

included two sophomore political science students from 

Texas Tech University, a health educator, nurse-student and 

two administrators. 

Group III, the definite health care component of the 

health provider community, represented the largest number 

of respondents at twenty-five. They consisted of the entire 

spectrum of health workers (see Appendix C). 

Administration of the Q-Sample 

The Q-instrument (Appendix A) was personally delivered 

to all subjects in Groups II and III and to approximately 

one third of those in Group I. Mailings were necessary for 

the remaining two-thirds of the HSA group due to their out-

of-town location. 

The subjects were counseled initially and whenever nec

essary on the conditions of instruction. They were told 

the purpose of the study was to examine the effects of 

health care criticism on the attitudes of the health plan

ners and providers and that information from studies of 

this kind could provide solutions to current and future 

health problems. 

Subjects were instructed to sort the statements in 

the Q-sample (Appendix A) into eleven "piles" along a con

tinuum of +5 (most favorable) to -5 (least favorable). 

They were to do this by placing the number of each given 
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statement into the box or space in the illustrated grid 

or matrix that accompanied each sort. This was to be done 

according to how they felt about each statement: whether 

they agreed (plus), disagreed (minus) or were neutral or 

indifferent (zero). They had been told that the state

ments were taken essentially verbatim from published views 

of various people writing about health care delivery. 

They were further instructed that they could apply any 

criteria they wished to enable them to make the sort. A 

sample score sheet is reproduced in Appendix A. 

In order to determine if credibility did indeed 

affect their attitudes toward criticism of health care 

delivery, the respondents were asked to do a second Q-sort 

on the same statements: "place the number of the state

ments, as previously, according to which you think are 

the truest reflections of the status of health care de

livery in America today." They were counseled carefully 

concerning the anticipated difficulty with the grey zones 

(+3 to -3) but to do the best they could. Each was in

structed to place a certain number of items (numbers) in 

each cell or box to satisfy a forced frequency distribu

tion. The distribution was as indicated in Table J. 

Respondents were then asked to explain briefly how 

they had chosen the statements they placed in the extreme 

(-f-5 and -5) "piles." The same sorting procedure was done 
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for the credibility (or accuracy) condition of instruction, 

but no open-ended questions were asked. 

TABLE 3 

DISTRIBUTION OF Q-STATEMENTS 
N = 45 

Most Favorable Least Favorable 

Ranking +5 -f4 +3 +2 +1 0 -1 -2 -3 -4 -5 

No- of 
Statements 4 5 5 4 

A demographic questionnaire was filled out, with the 

subject supplying age, sex, ethnic stock, political in

clination, years of schooling, occupation and role in 

health care, if they differed. 

Finally, they were asked to rank (one to six) their 

sources of information on health care. 

Analysis of the Data 

Each of sixty-four subjects performed two Q-sorts, 

one for each condition of instruction. Data derived from 

the one hundred twenty-eight completed Q-sorts then were 

processed through the Texas Tech University lk)M S/370 

computer using the QUANL program, which provided the cor

relation matrices, factor tables and factor comparisons. 
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Each of the two Q-sorts subjects provided was factored 

separately in a 45 x 64 matrix and then a direct comparison 

was made by representing all factors from the two solutions 

as individual sorts and factoring them together. The com

puter was programmed to extract a maximum of ten factors. 

A principle axis method was used by the computer to 

factor analyze the correlation matrices, followed by varimax 

rotation that rotated the axes orthogonally to obtain one 

best possible mathematical solution for uncorrelated fac-

tors--the axes were shifted while maintaining a 90-degree 

angle between them, since axes at right angles indicate a 

zero correlation. 

For each factor, varimax rotation obtained a maximal 

number of "pure" loadings significantly correlated (.40 or 

greater) with one and only one factor. Therefore as many 

subjects as possible were identified with one factor and 

one factor only. 

21 A "weighting" formula based on the rotated factor 

loadings was applied to determine the score each Q-state

ment should receive on each factor; these scores together 

constitute a "typical" Q-sort for each factor. These state-

22 ment scores were then converted to z scores (standard 

scores) and statements placed on a continuum freiD Inoot 

favorable to most favorable statement for each factor. 

These arrays were the basic data for interpretation. 

With both varimax solutions in this study, it was 



29 

found necessary to hand-rotate^-^ to reduce the number of 

"confounded" Q-sorts, i.e., to achieve "simplest structure" 

(Stephenson, 1967). 

To recapitulate, the data interpreted included: 

1. to represent factors, an array of statements 

ranging from most favored to disfavored (least favored). 

The arrays are based on standard or z scores for each 

statement, so that placement of the same statement on dif

ferent factors may be compared. 

2. factor loadings, or the extent to which each sub

ject's sorting of the items agree with the factor order. 

Subjects with "pure" significant loadings, "belong" to a 

factor and are associated with it in an interpretation. 

3. factor comparisons with appropriate demographics. 

Method of Interpretation 

Interpretation of factors followed the sequence: 

1. "Explanations" for schema represented by the 

factors that evolve are presented and conclusion examined 

against the factor arrays for contradictions and/or 

affirmations. 
9 / 

2. identification and analysis of consensus items, 

i.e., Q-statements where scores do not differ greatly 

across various factors. Consensus items are important be

cause they show agreement among clusters or groups. 

3. study of discriminating items--these items rank 

significantly higher or lower on one factor than on all 
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others. 

4. Demographic information is collated with each fac

tor and compared with attitudes represented by the patterns 

of item rankings. 

5. Differences and similarities on sorting are noted 

for each condition of instruction and across all conditions 

of instruction. 

Interpretation of Q-data often is criticized as being 

subjective; however, factor interpretation by necessity 

must fit the explanation to the data; it must be the simplest 

and most plausible--it cannot contradict the data. 

Q is creative and has an element of "play" (Stephen

son, 1967). This is necessary for data analysis; yet the 

researcher has no control over the factors that emerge--these 

are mathematically arrived at--the data have not been "cre

ated," nor can they be manipulated. 



CHAPTER III 

RESULTS AND INTERPRETATION 

The 64 Q-sorts represent the perceptions of a health 

provider community of a series of 45 statements embodying 

published health care criticism. 

Interpretation involved first an explanation of the 

factors that resulted in terms of the meanings that could 

be attached to the distribution of the statements by each 

factor. These concerned opinions and attitudes of the sub

jects on those factors to the health care issue in question. 

Condition A 

The Q-sort scores, duly factor-analyzed, yielded three 

interpretable, yet closely related operant factors for con

dition of instruction A, the opinion (favorable) Q-sort. 

The unrotated and hand-rotated factor loadings are shown in 

Appendices E and F. 

Each operant factor is an "ideal" Q-sort, calculated 

from the Q-sorts comprising the factor. While an individual 

Q-sort is a distribution that best represents an individual's 

opinions and attitudes towards an issue, the group of Q-sorts, 

designated a factor, is averaged to produce a "typical" Q-

sort, which is representative of the factor. This depic

tion, referred to as a type or image then represents the 

opinions and attitudes of all subjects loaded on that factor. 

31 
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Twenty eight subjects were significant for Factor I, 

two for Factor II, and six for Factor III. The remaining 

28 were not significant for any factor. 

Factor I 

Factor I distinctly emerges as procritic. The respon

dents uniformly agree with the harsh criticism, particularly 

directed at the physician's centrally located importance in 

the health issue controversy. 

There is no particular identification with the critics 

on specific issues. In fact, the public issues are not 

really taken into account except insofar as they reflect 

physician or physician-related attitudes and behavior, di

rectly or implied. 

Factor I consists of 28 subjects, representing a broad 

spectrum of the members of a health provider community (see 

Appendix C). They include: three physicians (family prac

titioner, urologist and cardiologist), one clinical psychol

ogist, three nurses, three pharmacists, four social workers 

(one retired social worker is a health planner). There are 

three other health planners; tx\70 of these happen to be op

tometrists. Medical support persons are six secretaries, 

ranging from executives to clerk typists or medical tran-

scriptionists. 

Interested observers are composed of one of each of 

the following: hospital administrator, health educator-

communicator, and nurse. Two college students include one 

older housewife. 
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The Q-array for factor I is as follows 

F-I 
Statement Standard Score 

Score -f5 : 

8. The medical establishment has 
become a major threat to health. 2.05 

40. The society that can reduce pro
fessional intervention to the minimum 
will provide the best conditions for 
health. 2.01 

34. Doctors collectively through 
their medical organizations, have done 
more to block adequate medical care 
for people of this country than any 
other single group. 1.85 

Score +4: 

39. Most doctors today seem to think 
they're 'monarchs' of all they survey! 
They're arrogant, and they don't seem 
to care about us [the patient]. 1.83 

44. The layman in medicine will him
self have to acquire the competence to 
evaluate the impact of medicine on 
health care. Among all our contempo
rary experts, physicians are those 
trained to the highest level of spe
cialized incompetence in this urgently 
needed pursuit. 1.79 

41. Medicine cannot be practiced 
without the iatrogenic [caused by a 
physician's words or actions] creation 
of disease. 1.33 

33. A vast amount of . . . clinical 
care is incidental to the curing of 
disease, but the damage done by medi
cine to the health of individual and 
population is very significant. 1.30 
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A very harshly critical theme pervades this cluster 

of high salience items. The hierarchy of physician care 

from the "medical establishment" in general (8) to "medi

cal organizations" (34), to individual doctors (39) is 

held accountable. It is envisioned as not only respon

sible for obstructing health care reform but also for 

creating some of the problems that exist (41,33). There 

is an expression of lack of faith in the physician's ability 

to contribute to solving the problems (40). Indeed, Fac

tor I agrees that the direction and means for solutions is 

in the hands of the layman (44). 

F-I 
Statement Standard Score 

Score +3: 

12. "We have a large staff of [for-
eign-13 speaking doctors, nurses, and 
aides . . . they cause severe, some
times life-threatening communication 
problems . . . " 0.94 

45. Who's the best judge of the kind 
of care patients are really getting? 
The nurse who spends 8 hours a day at 
the bedside, that's who. 0.84 

31. It appears as if American medi
cine offers more fertile ground for 
a variety of ideas for innovation and 
change, but once a solid one comes 
along others, the English, for exam
ple, are more able to implement it 
on a wide spread basis. 0.78 

42. It has become fashionable in 
certain circles to be extremely crit
ical of research and medical educa
tion, and some observers have men
tioned that these findings have 
delayed patient care. 0.72 



Although Factor I is less issue-conscious, and more 

generally critical, it does express dissatisfaction in 

even the traditional inviolable role of the physician in 

rendering quality care (12). Subjects have some faith in 

nurses (45), although there is some ambivalence and the 

criticism could be directed at all health professionals, 

including nurses. 

Respondents do not show much concern for advances in 

medical technology and practice (42) unless it can benefit 

the patient (31). They accept the publicized lag-time in 

getting the benefits of medical education and research to 

the patient. 

F-I 
Statement Standard Score 

Score +2: 

29. American health policy is marked 
by confusion, public and private iner
tia, a lack of direction and enthusi
asm, the feeling that all is a big 
black abyss. 0.49 

37. . . . some experts suggest . . . 
that the pattern of care available 
in large outpatient departments of 
teaching hospitals is superior to 
that available from private physicians 
in their offices. 0.44 

22. Physicians, on the whole, have 
been very successful in protecting 
medical systems from external manip
ulation for non-medical purposes. 
For the most part even in this com
plicated age the doctor serves as the 
patient's agent, and often even as his 
advocate. 0.43 



36 

F-I 
Statement Standard Score 

Score -f-2: 
(continued) 

4. Doctors now have as much power 
as they ever did in the government. 0.41 

Score -f 1: 

27. Although American financing fin 
contrast to foreign] is more untidy 
--and to some extent inefficient--the 
multiple providers of funds may con
tribute some vitality and growth to 
the health field. 0.33 

30. When close personal relation
ships exist, persons are loathe to 
bring [medical malpractice) suits even 
when the doctor has made significant 
errors. 0.28 

18. You gotta give the patient an 
incentive to be concerned about costs 
and get him to try to cut down some 
on his own. 0.2 7 

32. Furthermore, within the context 
of . . . hospital Ccare"̂ , physicians 
have shown little appreciation of or 
incentive to concern themselves with 
the tremendous costs resulting from 
their pattern of work. 0.25 

11. Health planning is a fantastic 
philosophy, a chance for local com
munities to make their own medical 
decisions. 0.17 

Factor I avoids confrontation of specific health 

issues of public relevance. It seeks leadership and direc

tion in health reform and until it can get it, solutions 

to specific problems are unlikely (29). Physicians should 

become involved and concerned for they are a powerful 

group that can effect change (4) When they take a 
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stand for health reform, it has been in the interests of 

the patient, most of the time, and has been successful (22) 

Despite all the publicized furor about certain issues, 

particularly the high or inequitable costs of medical care 

(27,32), and the malpractice crisis (30), they are consis

tently avoided. There may be some perception of them but 

when acknowledged, it is in the context of physician in

volvement in the issues. For example: doctors are not 

doing anything to cost containment or no matter what the 

physician-patient relationship, physicians must answer for 

errors. 

When it comes to the technicalities of care and ser

vices (37) Factor I is basically non-committal. Health 

planning is also of little concern (11). This is surpris

ing since the health planners are in this factor. It may 

be due to the fact that health planning, particularly in 

the context of the current federal mandate, is an unclear 

concept. Those charged with such responsibility may not be 

quite sure of what they are supposed to do or how to do it. 

For the first time respondents here present an inkling 

of a shared responsibility in the health crisis--maybe the 

patient should do something on his part (18). 
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F-I 
Statement Standard Score 

Score 0 

36. In a medical market which is 
largely private, persons with ade
quate income will be able to buy ser
vices from practitioners of their 
choice, thus leaving new physician-
substitutes to provide similar ser
vices to those with lesser purchas
ing power. -0.06 

38. He's concerned about maldistri
bution, lack of family doctors, over
abundance of specialists. -0.01 

6. The failures of the Medicare and 
medicaid programs are attributable 
to the fact that they have persis
tently side-stepped . . . issues on 
the assumption that the provision of 
money alone could overcome signifi
cant failure in the organization of 
health care. -0.05 

1. Individual medical doctors are 
the most dedicated and perhaps com
passionate group you can imagine. -0.21 

5. . . . thus a medical system that 
shelters its patients from health 
personnel in training must pay some 
price in later generations. -0.31 

The basic theme in these low order saliency negative 

items is again lack of concern for specific public issues, 

even when considered in light of some of the nearly-inflam

matory public concerns over Medicare-Medicaid programs (6). 

But also in areas of medical manpower debate, regarding 

maldistribution, overabundance of specialists, shortages 

of primary care physicians (38), physician substitutes (36), 

and the service role of doctors in training (5). 
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Already critical of physicians. Factor I is not likely 

to see them as compassionate (1). This is not a strong 

criticism since it would set the respondent apart from peers 

who generally have positive feelings toward physicians. This 

would be an uncomfortable public position. 

F-I 
Statement Standard Score 

Score -1 

25. We also see . . . how little peo
ple of all intellectual and social 
levels understand the nature of medi
cine, the uncertainty and difficulty 
of practice. -0.33 

20. It is primarily the extremely 
busy doctor who finds it difficult to 
relate to the patient's human problems 
in a helpful manner and who becomes 
frustrated with such difficulties, 
while in their offices the waiting pa
tients have become more numerous. -0.36 

43. . . . in some cases the character 
of the insurance policy, which fre
quently pays for inpatient care but 
not for outpatient diagnostic proce
dures, provides a further incentive 
for working the patient up in this 
way. -0.46 

23. As an increasing part of the 
medical bill has been paid by the 
intermediates rather than the patients 
themselves, neither doctor nor patient 
has been pressed or inclined to resist 
rising costs. -0.47 

14. . . . the potentialities for good 
technical medical care are not the 
same as high quality health care. -0.54 

There is rejection of other possible reasons for 

health problems. Factor I feels that physicians cannot 
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"pass the buck" and blame others like the health insurance 

companies (43,23) nor a busy practice or burdensome patient 

load (20); nor to a failure to communicate (25). Here 

respondents indicate for the first time a lack of apprecia

tion for the need to increase communication competence 

through health information programs. They are unable to 

differentiate between the subtleties of health care (14). 

Many issues in these instances seem to be too sophisticated 

F-I 
Statement Standard Score 

Score -2: 

17. The delivery of health services 
cries out for instant improvement. -0.5 7 

28. It will be greatly self-defeat
ing just to change medicine and its 
practitioners--as important as this 
certainly will be--without simulta
neous education and transforming the 
recipients. -0.61 

24. For the most part, medical prac
tice in the U.S. is organized so that 
it's the professional rather than the 
patient who makes most decisions on 
necessary action, and the patient fre
quently has no concept of the price 
until the service is already rendered. -0.66 

26. Expert observers agree that there 
is much unnecessary surgery in the U.S., 
as in the case, for example, of tonsil
lectomy . . . -0.67 

Score -3: 

7. This growing demand [for health 
services] and its associated costs 
have contributed to the current crisis 
in the delivery of modern health 
care . . . -0.91 
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F-I 
Statement Standard Score 

Score -3: 
(continued) 

35. . . . health care is most basical
ly a distinctly human institution 
and in the last analysis its success 
must be measured not by its technical 
virtue or its scientific precision 
but rather by its capacity to meet 
needs and sustain men by enhancing 
their own goals as they define them. -0.99 

3. Many doctors feel that the total 
elimination of cost to the patient 
stimulates trivial and inappropriate 
consultations. -1.02 

2. The high priority (in my [a 
writer's] judgment) is a commitment 
to provide a minimal standard of 
health care to all Americans who 
require such care regardless of their 
ability to pay or their geographic 
location. -1.03 

Score -4: 

10. If it is important that doctors 
treat patients as individuals, it is 
no less important that the public 
respond to the medical profession in 
the same way--'doctors are human, 
too.' -1.07 

19. The lessons for us in medicine, 
no less than in life in general: not 
to be too quick to assume that commu
nications are received clearly by 
others. -1.23 

21. There are no real surprises when 
the economics of national health insur
ance are discussed; all the proposals 
cost a lot. -1.26 
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F-I 
Statement Standard Score 

Score -4: 
(continued) 

13. It has become politically expe
dient to place on the health profes
sion the sole responsibility for the 
health and well-being of all persons, 
and to attack them for the deficien
cies; therefore we must . . . make 
clear the necessity for a shared 
responsibility. -1.28 

Factor I indicates some reconciliation to major public 

health issues such as cost (24,7,3,21) but only insofar as 

they reflect lack of physician concern. The health crisis 

is not really that bad (17). Physicians do a good job on 

the whole (26), if they only would "get with it" and start 

doing something more. It is not a question of not knowing 

what the goals are (35,2), and the respondents resent the 

implication that they are not willing to learn (28,10,19). 

These people are certainly not going to admit that they 

shared responsibility for some of the problems (13). 

Score -5: 

9. At almost every age, nonwhites 
and the poor suffer a higher risk of 
mortality . . . -1.41 

16. It is now almost universally 
accepted that government will become 
the major financing instrument for 
health care. -1.46 

15. " . . . health care functions not 
requiring medical training should be 
delegated by the physician to other 
members of the health care team to the 
maximum extent practical." -1.70 
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This is "the last straw." Factor I does not want the 

stigma of being held responsible for "poor, black babies 

dying" (9) because nothing could be done. And getting 

"the Feds" involved with all their money is not the solu

tion (16). Although perhaps willing to share in reform, 

these subjects definitely do not believe others or other 

things should share the blame. 

Summary of Factor I 

Factor I is characterized by subjects who are clearly 

procritic. While in agreement with current criticism of 

health care, they are not as harsh, particularly towards 

the health system in general. Emphasis is placed on the 

role of the physician as the major figure in the health 

care crisis. They are very much concerned that he, col

lectively and to a lesser degree, individually has been 

instrumental in creating problems as well as failing to re

solve them. Respondents avoid taking definitive stands on 

the major health issues, partially because they may be 

poorly informed about these issues. 

To ensure solutions to the issues under attack, the 

subjects believe that the physician again is the key. How

ever, there is considerable ambivalence as to whether that 

role should be shared by others, such as laymen. Factor I 

has little awareness of the role and importance of com

munication and educational programs in the health care 

controversy. 
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Factor II 

Factor II, like the subjects in Factor I agrees with 

the critics and with the same intensity. There is an 

important difference--respondents in Factor II have a 

stronger inclination toward a shared responsibility and 

others taking the blame for and solving the health care 

problems. 

There are only two persons in Factor II, one of the 

two health planner optometrists and an administrator of 

the federal ambulatory care clinic. 

The Q-array for Factor II is as follows: 

F-II 
Statement Standard Score 

Score +5: 

8. The medical establishment has 
become a major threat to health. 2.01 

44. The layman in medicine will him
self have to acquire the competence 
to evaluate the impact of medicine on 
health care. Among all our contempo
rary experts, physicians are those 
trained to the highest level of spe
cialized incompetence in this urgently 
needed pursuit. 2.01 

34. Doctors collectively through 
their medical organizations, have done 
more to block adequate medical care 
for people of this country than any 
other single group. 1.84 

Score +4: 

39. Most doctors today seem to think 
they're 'monarchs' of all they^survey! 
They're arrogant, and they don't seem 
to care about us [the patient^. 1.78 
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F-II 
Statement Standard Score 

Score -f4: 
(continued) 

40. The society that can reduce pro
fessional intervention to the minimum 
will provide the best conditions for 
health. 1 26 

31. It appears as if American medi
cine offers more fertile ground for a 
variety of ideas for innovation and 
change, but once a solid one comes 
along [.others, the English, for exam
ple,! are more able to implement it on 
a wide spread basis. 1.14 

29. American health policy is marked 
by confusion, public and private iner
tia, a lack of direction and enthusi
asm, the feeling that all is a big 
black abyss. 1.09 

Score -f3 : 

33. A vast amount of . . . clinical 
care is incidental to the curing of 
disease, but the damage done by medi
cine to the health of individual and 
population is very significant. 1.03 

4. Doctors now have as much power 
as they ever did in the government. 0.97 

30. When close personal relationships 
exist, persons are loathe to bring 
[medical malpractice^ suits even when 
the doctor has made significant errors. 0.91 

28. It will be greatly self-defeat
ing just to change medicine and its 
practitioners--as important as this 
certainly will be--without simulta
neous education and transforming the 
recipients. 0.86 

Six of seven of the high salience items in Factor I 

are also ordered high in Factor II (8,44,34,39,40,31). 
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These represent statements very critical of the medical 

establishment. This is identical to the mood of Factor I. 

However, there are differences: respondents here are more 

critical of the physician (33) and less so of the system. 

Yet there is still some ambivalence about certain doctor 

roles (30). This is also reflected in item 4: They may 

be optimistic that more can be done by physicians, but may 

resent the professional in a governmental role. They 

agree, nevertheless, that there is much confusion and lack 

of direction (29). They believe that an essential in

gredient to the success of any effort is a better under

standing of provider as well as consumer roles and at

tributes (28) . 

F-II 
Statement Standard Score 

Score +2: 

17. The delivery of health services 
cries out for instant improvement. 0.75 

43. . . . in some cases the charac
ter of the insurance policy, which 
frequently pays for inpatient care 
but not for outpatient diagnostic 
procedures, provides a further incen
tive for working the patient up in 
this way. 0.68 

16. It is now almost universally 
accepted that government will become 
the major financing instrument for 
Health care. 0.35 

35, . . . health care is most basical
ly a distinctly human institution and 
in the last analysis its success must be 
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Statement F-II 
Standard Score 

Score +2: 
(continued) 

measured not by its technical virtue 
or its scientific precision but rather 
by its capacity to meet needs and sus
tain men by enhancing their own goals 
as they define them. 0.34 

Score +1: 

26. Expert observers agree that there 
is much unnecessary surgery in the U.S., 
as in the case, for example, of tonsil
lectomy . . . 0.29 

18. You gotta give the patient an in
centive to be concerned about costs and 
get him to try to cut down some on his own. 0.28 

41. Medicine cannot be practiced without 
the iatrogenic Ccaused by a physician's 
words or actions!] creation of disease. 0.23 

42. It has become fashionable in cer
tain circles to be extremely critical 
of research and medical education, and 
some observers have mentioned that these 
findings have delayed patient care. 0.23 

32. Furthermore, within the context of 
hospital CcareD, physicians have shown 
little appreciation of or incentive to 
concern themselves with the tremendous 
costs resulting from their pattern of 
work. 0.18 

Score 0: 

38 He's concerned about maldistribution. 
lack of family doctors, 
specialists. 

over-abundance of 

45. Ifno's the best judge of the kind of 
care patients are really getting? The 
nurse who spends b hours a day at the 
bedside, that's who. 

0.17 

0.06 
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Statement F-II 
Standard Score 

Score 0: 
(continued) 

12. "We have a large staff of 
Cforeign-U speaking doctors, nurses, 
and aides . . . they cause severe, some
times life-threatening communication 
problems . . . " -0.05 

14. . . . the potentialities for good 
technical medical care are not the 
same as high quality health care. -0.06 

1. Individual medical doctors are 
the most dedicated and perhaps compas
sionate group you can imagine. -0.17 

Factor II recognizes the responsibility in government 

(16), health insurance companies (43) and the consumer (18) 

in accepting responsibility for problems (17) and solutions 

(35). Furthermore, Factor II is less sympathetic towards 

the physician (26,41,42,32), yet he stays clear of any emo

tional involvement or controversy concerning any personal 

criticism of the health professional (38,45,12,1), or even 

how they practice (14). 

Score -1: 

11. Health planning is a fantastic 
philosophy, a chance for local com
munities to make their own medical 
decisions. -0.18 

10. If it is important that doctors treat 
patients as individuals, it is no less im
portant that the public respond to the 
medical profession in the same way--'doctors 
are human, too.' -0.18 

2. The high priority (in my Pa writer's3 
judgment) is a commitment to provide a min
imal standard of health care to all Americans 
who require such care regardless of their 
ability to pay or their geographic location. -0.40 
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F-II 
Statement Standard Score 

Score -1: 
(continued) 

9. At almost every age, nonwhites 
and the poor suffer a higher risk of 
mortality . . . -0.46 

23- As an increasing part of the 
medical bill has been paid by the 
intermediates rather than the patients 
themselves, neither doctor nor patient 
has been pressed or inclined to resist 

rising costs. -0.62 

There is ambivalence to specific issues. This may be 

due to a lack of knowledge of these issues on a wide scale: 

right to care (2), the quality of care (9), health financing 

(23) and health planning (11). Although positive earlier 

toward improving communications, these respondents may not 

truly understand such implications (10). 

Score -2: 
37. . . . some experts suggest . . . 
that the pattern of care available in 
large outpatient departments of teach
ing hospitals is superior to that 
available from private physicians in 
their offices. -0.68 

6. The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the 
assumption that the provision of money 
alone could overcome significant fai
lure in the organization of health 
care. -0.69 

25. We also see . . . how little peo
ple of all intellectual and social 
levels understand the nature of medi
cine, the uncertainty and difficulty 
of practice. -0.74 
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F-II 
Statement Standard Score 

Score -2: 
(continued) 

15. " . . . health care functions 
not requiring medical training 
should be delegated by the physi
cian to other members of the health 
care team to the maximum extent 
practical." -0.75 

Here we see Factor II essentially attempting to deal 

with specific issues again. They are more complex and 

controversial involving such matters as: roles of teaching 

hospitals (37) and allied health professionals (15), and 

complicated medical financing (6). Rather than confront 

these he rejects them. Although receptive to better under

standing through better communication, if such issues 

become "too hot to handle," (25) he again simply rejects 

them. 

Score -3: 

5. . . . thus a medical system that 
shelters its patients from health per
sonnel in training must pay some price 
in later generations. -0.80 

22. Physicians, on the whole, have 
been very successful in protecting 
medical systems from external mani
pulation for non-medical purposes. 
For the most part even in this com
plicated age the doctor serves as the 
patient's agent, and often even as his 
advocate. -0.80 

19. The lessons for us in medicine, 
no less than in life in general: not 
to be too quick to assume that commu
nications are received clearly by 
others. -0.81 
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F-II 
Statement Standard Score 

Score -3: 
(continued) 

20. It is primarily the extremely 
busy doctor who finds it difficult 
to relate to the patient's human 
problems in a helpful manner and who 
becomes frustrated with such diffi
culties, while in their offices the 
waiting patients have become more 
numerous. -0.91 

The same theme is carried by these modest negative 

salience items: reject or deny them for whatever reasons, 

rather than face up to them (5,22,19,20). 

Score -4: 

3. Many doctors feel that the total 
elimination of cost to the patient 
stimulates trivial and inappropriate 
consultations. -1.14 

27. Although American financing [in 
contrast to foreign] is more untidy 
--and to some extent inefficient--the 
multiple providers of funds may con
tribute some vitality and growth to 
the health field. -1.15 

13. It has become politically 
expedient to place on the health pro
fession the sole responsibility for 
the health and well-being of all per
sons, and to attack them for the defi
ciencies; therefore we must . . . 
make clear the necessity for a shared 
responsibility. -1.26 

21. There are no real surprises 
when the economics of national health 
insurance are discussed; all the pro
posals cost a lot. -1.38 
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F-II 
Statement Standard Score 

Score -5 

24. For the most part, medical prac
tice in the U.S. is organized so that 
it's the professional rather than the 
patient who makes most decisions on 
necessary action, and the patient 
frequently has no concept of the 
price until the service is already 
rendered. -1.44 

7. This growing demand [for health 
services] and its associated costs 
have contributed to the current crisis 
in the delivery of modem health 
care . . . -1.78 

36. In a medical market which is 
largely private, persons with ade
quate income will be able to buy ser
vices from practitioners of their 
choice, thus leaving new physician-
substitutes to provide similar ser
vices to those with lesser purchasing 
power. -2.01 

For the first time on either Factor I or II, respon

dents now express strong feelings for specific issues, such 

as costs (3,27,21,24,7,36). Items 27, 24, and 36, however, 

are compound statements and contain two ideas and this may 

have caused respondent ambivalence and Factor II handles 

ambivalence by rejection. 

It is not clear why these subjects reject shared 

responsibility (13) having expressed acceptance of this 

need. It may be that Factor II is only willing to go so 

far even in this instance because it is fearful of commit

ting itself because of limited knowledge or confidence in 

itself. 
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Summary of Factor II 

Factor II is conciliatory. While critic oriented and 

accusatory of the physician, it is more realistic. Re

spondents acknowledge problems but also recognize what has 

been accomplished. Further, shared responsibility is im

portant to them. There is a need also for better under

standing. The subjects know their limitations and when 

public issues become heated, they take the safe way out 

by rejecting them. 

Factor III 

Factor III consists of six subjects with positive fac

tor loadings. The subjects include four medical techni

cians, one health administrator-social worker, and a nurse 

This factor is critical, like the others. But it is 

prophysician. The subjects are realists, but also ideal

ists. They recognize that there are problems but are opti

mistic that solutions will be found. 

The Q-array is as follows: 

F-III 
Statement Standard Score 

Score +5: 

1. Individual medical doctors are 
the most dedicated and perhaps com
passionate group you can imagine. 1.61 

40. The society that can reduce pro
fessional intervention to the minimum 
will provide the best conditions for 
health. ^-^5 
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F-III 
Statement Standard Score 

Score +5: 
(continued) 

11. Health planning is a fantastic 
philosophy, a chance for local com
munities to make their own medical 
decisions. 1.50 

Score -f4: 

45. Who's the best judge of the kind 
of care patients are really getting? 
The nurse who spends 8 hours a day at 
the bedside, that's who. 1.28 

41. Medicine cannot be practiced 
without the iatrogenic [caused by a 
physician's words or actions] crea
tion of disease. 1.19 

44. The layman in medicine will him
self have to acquire the competence 
to evaluate the impact of medicine on 
health care. Among all our contempo
rary experts, physicians are those 
trained to the highest level of spe
cialized incompetence in this urgently 
needed pursuit. 1.05 

29. American health policy is marked 
by confusion, public and private iner
tia, a lack of direction and enthusi
asm, the feeling that all is a big 
black abyss. 1.03 

Factor III is almost exuberant. Doctors are grand (1) 

and health planning is "fantastic" (11). 

The subjects respect and have great confidence in 

health professionals (45). They agree with the previous 

factors that the health care situation is a "mess" (29). 

They also realize that physicians can do only so much and 

sometimes medical treatment does not work or works adversely 
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(41). They agree with the need for a check and balance 

system in health regulation and that lay participation is 

important since professional management is imperfect. 

F-III 
Statement Standard Score 

Score -b3 

23. As an increasing part of the 
medical bill has been paid by the 
intermediates rather than the patients 
themselves, neither doctor nor patient 
has been pressed or inclined to resist 
rising costs. 1.03 

14. . . . the potentialities for 
good technical medical care are not 
the same as high quality health care. 1.01 

42. It has become fashionable in 
certain circles to be extremely crit
ical of research and medical educa
tion, and some observers have men
tioned that these findings have 
delayed patient care. 0.99 

22. Physicians, on the whole, have 
been very successful in protecting 
medical systems from external manip
ulation for non-medical purposes, 
for the most part even in this com
plicated age the doctor serves as 
the patient's agent, and often even 
as his advocate. 0.91 

Score +2: 

25. We also see . . . how little peo
ple of all intellectual and social 
levels understand the nature of medi
cine, the uncertainty and difficulty 
of practice. 0.77 

4. Doctors now have as much power 
as they ever did in the government. 0.69 
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F-III 
Statement Standard Score 

Score -f2: 
(continued) 

34- Doctors collectively through 
their medical organizations, have 
done more to block adequate medical 
care for people of this country than 
any other single group. 0.65 

39. Most doctors today seem to think 
they're 'monarchs' of all they survey! 
They're arrogant, and they don't seem 

to care about us [the patient]. 0.65 

It is hard to reconcile the hard view of physicians 

expressed on item (39) with that expressed previously (1), 

but these subjects are ambivalent. They believe that com

petence and compassion can exist in the presence of strength 

and power (4). They defend physicians as individuals on the 

one hand (22), but are critical of their collective efforts 

much as Factor I and II expressed (42,34,23). Factor III 

is aware of broad goals (14), and the need for better under

standing (25) . 

Score -f 1: 
13. It has become politically expe
dient to place on the health profes
sion the sole responsibility for 
the health and well-being of all 
persons, and to attack them for the 
deficiencies; therefore we must 
. . . make clear the necessity for 
a shared responsibility. 0.52 

8. The medical establishment has 
become a major threat to health. 0.51 
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F-III 
Statement Standard Score 

Score +1: 
(continued) 

6. The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the assump
tion that the provision of money alone 
could overcome significant failure in 
the organization of health care. 0.33 

38. He's concerned about maldistribu
tion, lack of family doctors, over
abundance of specialists. 0.30 

28. It will be greatly self-defeat
ing just to change medicine and its 
practitioners--as important as this 
certainly will be--without simulta
neous education and transforming the 
recipients. 0.29 

The subjects are willing to commit themselves on some 

issues (6,38) and generally agree with the critics. Factor 

III is critical of physicians collectively (8) but favors 

sharing responsibility (13) and improving understanding in 

the same manner as Factor II (28). 

Score 0: 

37. . . . some experts suggest . . . 
that the patterns of care available 
in large outpatient departments of 
teaching hospitals is superior to 
that available from private physi
cians in their offices. 0.27 

27. Although American financing 
[in contrast to foreign] is more 
untidy--and to some extent ineffi-
cient--the multiple providers of 
funds may contribute some vitality 
and growth to the health field. 0.17 
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F-III 
Statement Standard Score 

Score 0: 
(continued) 

14. . . . the potentialities for 
good technical medical care are not 
the same as high quality health care. 0.09 

18. You gotta give the patient an 
incentive to be concerned about costs 
and get him to try to cut down some 
on his own. 0.09 

32. Furthermore, within the context 
of . . . hospital [care], physicians 
have shown little appreciation of or 
incentive to concern themselves with 
the tremendous costs resulting from 
their pattern of work. -0.01 

Score -1: 

43. . . . in some cases the charac
ter of the insurance policy, which 
frequently pays for inpatient care 
but not for outpatient diagnostic 
procedures, provides a further in
centive for working the patient up 
in this way. -0.02 

36. In a medical market which is 
largely private, persons with ade
quate income will be able to buy ser
vices from practitioners of their 
choice, thus leaving new physician-
substitutes to provide similar ser
vices to those with lesser purchas
ing power. -0.11 

31. It appears as if American medi
cine offers more fertile ground for a 
variety of ideas for innovation and 
change, but once a solid one comes 
along [others, the English, for exam
ple,] are more able to implement it 
on a wide spread basis. -0.26 
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F-III 
Statement Standard Score 

Score -1: 
(continued) 

30. When close personal relation
ships exist, persons are loathe to 
bring [medical malpractice] suits 
even when the doctor has made sig
nificant errors. -0.28 

10. If it is important that doc
tors treat patients as individuals, 
it is no less important that the 
public respond to the medical pro
fession in the same way--'doctors 
are human, too.' -0.31 

Virtually all the items relate to issues. Factor III 

maintains the theme of the other factors and avoids the 

specific public issues, but probably because of irrelevance, 

rather than ignorance. These subjects do not expect their 

conception of an ideal physician to include human frailties 

(10), just the virtues (1). 

Score -2: 

21. There are no real surprises 
when the economics of national 
health insurance are discussed; 
all the proposals cost a lot. -0.35 

15. " . . . health care functions 
not requiring medical training 
should be delegated by the physi
cian to other members of the health 
care team to the maximum extent 
practical." -0.45 

12. "We have a large staff of 
[foreign-J speaking doctors, nurses, 
and aides . . . they cause severe, 
sometimes life-threatening communi
cation problems." -0.52 



60 

F-III 
Statement Standard Score 

Score -2: 
(continued) 

35. . . . health care is most basical
ly a distinctly human institution 
and in the last analysis its success 
must be measured not by its technical 
virtue or its scientific precision 
but rather by its capacity to meet 
needs and sustain men by enhancing 
their own goals as they define them. -0.53 

Stronger expressions of loyalty to individual physi

cians are expressed (12). Issues (21) are not as important 

as people in health care, particularly the physician. In 

fact, these respondents are reluctant to acknowledge their 

allegiance to others of the health care team (15). An ex

planation of rejection of item 35 may be because of this 

group's technical orientation. 

Score -3: 

33. A vast amount of . . . clinical 
care is incidental to the curing of 
disease, but the damage done by medi
cine to the health of individual and 
population is very significant. -0.66 

20. It is primarily the extremely 
busy doctor who finds it difficult to 
relate to the patient's human problems 
in a helpful manner and who becomes 
frustrated with such difficulties, 
while in their offices the waiting 
patients have become more numerous. -0.68 

3. Many doctors feel that the total 
elimination of cost to the patient 
stimulates trivial and inappropriate 
consultations. -1.20 
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F-III 
Statement Standard Score 

Score -3: 
(continued) 

17. The delivery of health services 

cries out for instant improvement. -1.20 

Items 33 and 20 support the refusal of Factor III to 

have physicians maligned. And they feel that even when 

considering health services collectively doctors perform sat-

istactorily (17). These subjects will reject items that 

are ambivalent towards physicians (3). 

Score -4: 

16. It is now almost universally 
accepted that government will become 
the major financing instrument for 
health care. -1.26 
19. The lessons for us in medicine, 
no less than in life in general: not 
to be too quick to assume that com
munications are received clearly by 
others. -1.40 

5. . . . thus a medical system 
that shelters its patients from 
health personnel in training must pay 
some price in later generations. -1.61 

26. Expert observers agree that there 
is much unnecessary surgery in the U.S., 
as in the case, for example, of ton
sillectomy . . . -1.64 

Score -5 : 

2. The high priority (in my [a wri
ter's] judgment) is a commitment to 
provide a minimal standard of health 
care to all Americans who require 
such care regardless of their ability 
to pay or their geographic location. -1.93 



62 

F-III 
Statement Standard Score 

Score -5: 
(continued) 

7. This growing demand [for health 
services] and its associated costs 
have contributed to the current cri
sis in the delivery of modern health 
care . . . -1.94 

9. At almost every age, nonwhites 
and the poor suffer a higher risk of 
mortality . . . -2.13 

Factor III, despite its prophysician stance and some 

degree of sophistication towards long range health goals 

and improved communication is still similar to Factor I 

and II. There is stronger rejection, however of issues 

(16,5,7,9). In the long run they are fearful of perhaps too 

much communication (19) and goals may be too expansive (2). 

But above all, the concept of physician integrity (26) is 

maintained. 

Summary of Factor III 

Respondents in Factor III are characterized by a high 

concern for the individual physician in the health care con

troversy. The factor is in the procritic camp with the 

other factors. Although less critical of doctors' collec

tive faults, this group avoids issues not out of ignorance 

but because of lack of concern. If asked to commit them

selves, they are analytical of issues and exhibit conserva

tive or hard-headed views. 

They do see both sides of many problems and have better 
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insight into long range needs of health care. But, as with 

Factor I and II, they have little regard for the underprivi

leged in the health system. This is not out of lack of com

passion, but rather because of irrelevancy to the other 

major themes. 

Consensus and Discriminating Items 

Consensus Items 

Consensus items are those whose factor scores did not 

differ greatly across the three factors. They are important 

because they indicate where the respondents seem to agree, 

and tend to delineate broad public acceptance or rejection 

of issues. 

Consensus items with high positive scores are most 

important because these opinions are also valued, as well 

as agreed on. Negative items have implications for modeling 

communication programs to avoid the latter's themes. Neu

tral items offer little in terms of constructing communica

tion strategy. 

There were four items of general consensus and three 

additional statements with essential agreement. A table of 

standard scores for the four factors appears in Appendix F. 

An examination of the four general consensus items shows 

one highly negative and the other three neutral: 
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FI FII Fill 
Statement Standard Scores 

3. Many doctors feel that the total 
elimination of cost to the patient 
stimulates trivial and inappropriate 
consultations. -1.0 -1.1 -1.2 

18. You gotta give the patient an 
incentive to be concerned about costs 
and get him to try to cut down some 
on his own. 0,3 0.3 Q.l 

32. Furthermore, within the context 
of . . . hospital [care], physicians 
have shown little appreciation of or 
incentive to concern themselves with 
the tremendous costs resulting from 
their pattern of work. 0.2 0.2 0.0 

38- He's concerned about maldistri
bution, lack of family doctors, over
abundance of specialists. 0.0 0.2 0.3 

Respondents express resentment at the implication that 

health care visits are trivial or inappropriate for any rea

son (3) , even if the motive may be to reduce the workload 

of an already heavily-burdened provider community. The re

maining items afford little interpretative analysis and are 

of lesser importance. However, it is interesting to note 

that two of these (18,32) are concerned with cost, a major 

public issue in the health care debate. 

The factors further agree to a large extent on the fol

lowing items: 

44. The layman in medicine will him
self have to acquire the competence 
to evaluate the impact of medicine on 
health care. Among all our contemporary 
experts, physicians are those 
trained to the highest level of spe
cialized incompetence in this urgently 
needed pursuit. 1.8 2.0 1.1 
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FI FII Fill 
Statement Standard Scores 

40. The society that can reduce pro
fessional intervention to the minimum 
will provide the best conditions for 
health. 2.0 1.3 1.5 

7. This growing demand [for health 
services] and its associated costs 
have contributed to the current crisis 
in the delivery of modern health 
care . . . -0.9 -i.s -1.9 

19. The lessons for us in medicine, no 
less than in life in general: not to 
be too quick to assume that communica
tions are received clearly by others. -1.2 -0.8 -1.4 

20. It is primarily the extremely 
busy doctor who finds it difficult to 
relate to the patient's human problems 
in a helpful manner and who becomes 
frustrated with such difficulties, 
while in their offices the Xv̂ aiting 
patients have become more numerous. -0.4 -0.9 -0.7 

All respondents express very strong convictions society 

in general, the lay public in particular, will have to play 

a major role in regulating health care (44,40). There is a 

lack of confidence in the ability of the physician to do 

this. This does not necessarily imply a lack of his medical 

competencies. 

They again reject the role increased demands and costs 

may play in the health care controversy (7). 

There is still concern about the demand placed on health 

services (20), but it is apparent that it is still not an 

excuse, particularly for physicians, for compromising acces

sibility to and quality of care. 

Finally, there is a strong conviction that the 
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communication shortfall cliche--a "communication gap"-- is 

at fault. The implication is that everyone knows where the 

problems are, but for various reasons, solutions are not 

forthcoming. There is also a suggestion of a lack of appre

ciation of the possible role of patient-provider educational 

programs. 

Five additional items of modest agreement are: 

Statement 

29. American health policy is marked 
by confusion, public and private iner
tia, a lack of direction and enthusi
asm, the feeling that all is a big 
black abyss. 

4. Doctors now have as much power 
as they ever did in the government. 

42. It has become fashionable in cer
tain circles to be extremely critical 
of research and medical education, and 
some observers have mentioned that 
these findings have delayed patient 
care. 

10. If it is important that doctors 
treat patients as individuals, it is 
no less important that the public re
spond to the medical profession in the 
same way--'doctors are human, too.' 

6. The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the as
sumption that the provision of money 
alone could overcome significant fail
ure in the organization of health 
care. 

FI FII Fill 
Standard Scores 

0.5 1.1 1.0 

0.4 1.0 0.7 

0.7 0.2 1.0 

-1.1 -0.2 -0.3 

0.0 -0.7 0.3 

The three moderately positive items (29,4,42) have no 

particular direction. This is a strong expression of agreement 
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with the general criticism that there is a serious problem 

in health care policy both public and private. There is a 

subtle implication that doctors may also be responsible for 

much of the crisis (4), not necessarily by active obstruc

tion of health care reform, but by little commitment or in

volvement in the global issues. Perhaps they are looked on 

as being too busy with their practice. 

This may also be reflected in the fact that many doc

tors are also too busy teaching and doing research to worry 

about public issues (42). 

The factors again fail (or perhaps refuse) to recognize 

the importance of public understanding of professionals' 

faults and limitations (10). This is another expression of 

the lack of any degree of sophistication on their part in 

the importance of health education and communication. This 

theme is of serious import since it presents a serious ob

stacle to communicators who are concerned with resolving 

the health care crisis controversy. This is particularly 

pertinent in the light of the current mandate to involve the 

lay community in health planning. 

Item six is included only because it again reflects the 

failure of the factors to confront one of the highly publi

cized major public issues, that of the high or inequitable 

cost of medical care. It is otherwise a marginal consensus 

item. 
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Discriminating Items 

It is now necessary to consider the data from the 

standpoint of determining the items whose scores on one 

factor are significantly different from all other factors. 

These are the discriminating items, and most greatly sepa

rate factors, either one from the other or one from all 

others 

The discriminating items for Factor I are as follows 

Statement 

7. This growing demand [for health 
services] and its associated costs 
have contributed to the current crisis 
in the delivery of modern health 
care . . . 

12. "We have a large staff of [for
eign- 1 speaking doctors, nurses, and 
aides . . . they cause severe, some
times life-threatening communication 
problems . . II 

15. It health care functions not 
requiring medical training should be 
delegated by the physician to other 
members of the health care team to the 
maximum extent practical." 

24- For the most part, medical prac
tice in the U.S. is organized so that 
it's the professional rather than the 
patient who makes most decisions on 
necessary action, and the patient fre
quently has no concept of the price 
until the service is already rendered. 

29. American health policy is marked 
by confusion, public and private iner
tia, a lack of direction and enthusi
asm, the feeling that all is a big 
black abyss. 

FI FII Fill 
Standard Scores 

-0.9 -1.8 -1.9 

0.9 -0.1 -0.5 

-1.7 -0.8 0.4 

-0.7 -1.4 0.1 

0.5 1.1 1.0 
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FI FII Fill 
Statement Standard Scores 

35. . . . hpalth care is most basical
ly a aistinctly numan institution 
and in the last analysis its success 
must be measured not by its technical 
virtue or its scientific precision but 
rather by its capacity to meet needs 
and sustain men by enhancing their own 
goals as they define them. -1.0 0.3 -0.5 

The discriminating items on this factor generally support the 

basic attitudes of its respondents. They agree with the cri

tics of health services (29). This is not unexpected, since 

this procritic stance has been already demonstrated. Factor 

I regards the physician at fault for any number of reasons 

(12). And he has kept the public uninformed (24). Public 

issues such as increased demand (7) and the charge to im

prove the "quality of life" (35) does not absolve the phy

sician of his responsibility. He may not even delegate it 

to other health worker substitutes (15). 

Factor II (as well as III) has a far greater number of 

discriminating items than Factor I, which had the greatest 

number of respondents. This probably reflects the minority 

opinion regarding other issues, particularly when one looks 

beyond the essentially health-critical theme of all the 

respondents (17). 

Many of the items reflect public issues of little sali

ency to Factor II. To a large extent this primarily in

cludes quality of care (2,9,26,35,41,45) as well as cost 

(6,16). This again is consistent with the non-committal 
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posture all the respondents take toward the public issues. 

Factor II: 

FII Fill FI 
Statement Standard Scores 

2. The high priority (in my [a wri
ter's] judgment) is a commitment to 
provide a minimal standard of health 
care to all Americans who require such 
care regardless of their ability. -0.4 -1.0 -1.9 

5. . . . thus a medical system that 
shelters its patients from health per
sonnel in training must pay some price 
in later generations. -0.8 -0.3 -1.6 

6. The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the as
sumption that the provision of money 
alone could overcome significant fai
lure in the organization of health 
care. -0.7 0.0 0.3 

9. At almost every age, nonwhites 
and the poor suffer a higher risk of 
mortality. -0.5 -1.4 -2.1 

16. It is now almost universally ac
cepted that government will become the 
major financing instrument for health 
care. 0.4 -1.5 -1.3 

17. The delivery of health services 
cries out for instant improvement. 0.8 -0.6 -1.2 

22. Physicians, on the whole, have 
been very successful in protecting 
medical systems from external manipu
lation for non-medical purposes. For 
the most part even in this complicated 
age the doctor serves as the patient's 
agent, and often even as his advocate. -0.8 0.4 0.9 
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FII Fill FI 
Statement Standard Scores 

24. For the most part, medical prac
tice in the U.S. is organized so it's 
the professional rather than the pa
tient who makes most decisions on 
necessary action, and the patient fre
quently has no concept of the price 
until the service is already rendered. -1.4 -0.7 0.1 

26. Expert observers agree that there 
is much unnecessary surgery in the 
U.S., as in the case, for example, of 
tonsillectomy . . . ' 0.3 -0.7 -1.6 

27. Although American financing [in 
contrast to foreign] is more untidy--
and to some extent inefficient--the 
multiple providers of funds may con
tribute some vitality and growth to the 
health field. -1.2 0.3 0.2 

28. It will be greatly self-defeat
ing just to change medicine and its 
practitioners--as important as this 
certainly will be--without simulta
neous education and transforming the 
recipients. 0.9 -0.6 0.3 

30. When close personal relationships 
exist, persons are loathe to bring 
[medical malpractice] suits even when 
the doctor has made significant errors. 0.9 0.3 -0.3 

35. . . . health care is most basical
ly a distinctly human institution 
and in the last analysis its success 
must be measured not by its technical 
virtue or its scientific precision 
but rather by tis capacity to meet 
needs and sustain men by enhancing 
their own goals as they define them. 0.3 -1.0 -0.5 

36. In a medical market which is 
largely private, persons with ade
quate income will be able to buy ser
vices from practitioners of their 
choice, thus leaving new physician-
substitutes to provide similar services 
to those with lesser purchasing power. -2.0 0.1 -0.1 
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FII Fill FI 
Statement Standard Scores 

37. . . . some experts suggest . . . 
that the pattern of care available in 
large outpatient departments of teach
ing hospitals is superior to that avail
able from private physicians in their 
offices. -0.7 0.4 0.3 

41. Medicine cannot be practiced with
out the iatrogenic Ccaused by a physi
cian's words or actions] creation of 
disease. 0.2 1.3 1.2 

43. . . . in some cases the character 
of the insurance policy, which frequent
ly pays for inpatient care but not for 
outpatient diagnostic procedures, pro
vides a further incentive for working 
the patient up in this way. 0.7 -0.5 0.0 

45. Who's the best judge of the kind 
of care patients are really getting? 
The nurse who spends 8 hours a day at 

the bedside, that's who. 0.1 0.8 1.3 

While physicians are still held in less regard (22,37), 

Factor II does support the role of others in sharing respon

sibility for improving health services (24,28,30). Yet, it 

does not let this shared responsibility go too far (36). 

There is also a glimmer of awareness, although ambivalent 

(5), of the need for better communication competencies 

through education. 

This factor is indecisive at times, vacillating between 

harsh criticism and full physician responsibility and softer 

criticism with shared responsibility. It could be readily 

convinced to go the way of Factor I. 
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Statement 

1. 
the 

Individual medical doctors are 
most dedicated and perhaps com

passionate group you can imagine. 

5. . . . thus a medical system that 
shelters its patients from health 
personnel in training must pay some 
price in later generations. 

8. The medical establishment has 
become a major threat to health. 

11. Health planning is a fantastic 
philosophy, a chance for local com
munities to make their own medical 
decisions. 

13. It has become politically expe
dient to place on the health profes
sion the sole responsibility for the 
health and well-being of all persons, 
and to attack them for the deficien
cies; therefore we must . . . make 
clear the necessity for a shared re
sponsibility. 

14. . . . the potentialities for 
good technical medical care are not 
the same as high quality health care. 

17. The delivery of health services 
cries out for instant improvement. 

21. There are no real surprises when 
the economics of national health in
surance are discussed; all the pro
posals cost a lot. 

23. As an increasing part of the 
medical bill has been paid by the 
intermediates rather than the patients 
themselves, neither doctor nor patient 
has been pressed or inclined to re
sist rising costs. 

Fill FI FII 
Standard Scores 

1.6 -0.2 -0.2 

-1.6 -0.3 -0.8 

0.5 2.0 2.0 

1.5 -0.2 -0.2 

0.5 -1.3 -1.3 

1.0 -0.5 -0.1 

1.2 -0.6 0.8 

-0.3 -1.3 -1.4 

1.0 -0.5 -0.6 
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Fill FI FII 
Statement Standard Scores 

24. For the most part, medical prac
tice in the U.S. is organized so that 
it's the professional rather than the 
patient who makes most decisions on 
necessary action, and the patient fre
quently has no concept of the price 
until the service is already rendered. 0.1 -0.7 -1.4 

25. We also see . . . how little peo
ple of all intellectual and social le
vels understand the nature of medicine, 
the uncertainty and difficulty of prac
tice. 0.8 -0.3 -0.7 

26. Expert observers agree that there 
is much unnecessary surgery in the U.S., 
as in the case, for example, of tonsil
lectomy . . . -1.6 -0.7 0.3 

28. It will be greatly self-defeating 
just to change medicine and its prac-
titioners--as important as this cer
tainly will be--without simultaneous 
education and transforming the recipi
ents. 0.3 -0.6 -0.9 

31. It appears as if American medi
cine offers more fertile ground for a 
variety of ideas for innovation and 
change, but once a solid one comes 
along [others, the English, for exam
ple,"] are more able to implement it on 
a wide spread basis. -0.3 0.8 1.1 

33. A vast amount of . . . clinical 
care is incidental to the curing of 
disease, but the damage done by medi
cine to the health of individual and 
population is very significant. -0.7 1.3 1.0 

34. Doctors collectively through 
their medical organizations, have done 
more to block adequate medical care 
for people of this country than any 
other single group. 0.7 1.9 1.8 



75 

Fill FI FII 
Statement Standard Scores 

35. . . . health care is most basical
ly a distinctly human institution 
and in the last analysis its success 
must be measured not by its technical 
virtue or its scientific precision 
bur rather by its capacity to meet 
needs and sustain men by enhancing 
their own goals as they define them. -0.5 -1.0 0.3 

39. Most doctors today seem to think 
they're 'monarchs' of all they survey! 
They're arrogant, and they don't seem 
to care about us Cthe patient^. 0.6 1.8 1.8 

45. I^o's the best judge of the kind 
of care patients are really getting? 
The nurse who spends 8 hours a day at 

the bedside, that's who. 1.3 0.8 0.1 

Factor III has a substantial number of high saliency 

positive and negative discriminating items. 

Respondents on this factor do not feel that the health 

care system is as bad as critics make it out to be (17). 

Their criticism is less harsh (8,14,24,39) and they are more 

apt to be defensive of the physician (25,26,33,34); in fact, 

they hold him in extremely high regard (1). Factor Ill-

people are essentially Factor Il-oriented, perhaps less 

indecisive. 

They are more realistic about the limitations of the 

health care system in general and the physician in particular 

There is no acknowledgment of other key health professionals 

(45) perhaps only because they reflect the traditional role 

of the physician as the leader of the health team. 

Being realists they have no time for speculating about 

sociocultural implications of the health system (35). They 
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are limited in their scope to the realities of the actual 

health care setting and not its scenario. Neither are 

the other factors for that matter. 

Nevertheless, they have positive, almost optimistic 

feelings about health planning (1); also, shared re

sponsibility (13,23) and medical education (28), although 

again ambivalent (5). Definite issues are of little 

importance (21,31). 

In essence correlations between factors (Table 4) 

show little major differences between them. Essentially, 

it is three variations of the same theme. 

TABLE 4 

CORRELATION MATRIX BETWEEN FACTORS (A) 

Factor I II III 

I 1.000 0.650 0.565 
II 0.650 1.000 0.304 
III 0.565 0.304 1.000 

Condition B (Credible Q-Sort) 

All subjects performed Q-sorts for the second con

dition of instruction. This was done to take into account 

how knowledge of specific issues would influence percep

tions of those issues. Four factors resulted (Appendix F) 

See Table 5 for the correlation matrix. 



TABLE 5 

CORRELATION MATRIX BETWEEN FACTORS (B) 
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Factor II III IV 

I 
II 
III 
IV 

1.000 
0 .345 
0 .763 
0 .654 

0 .345 
1.000 
0 .186 
0 .441 

0 .763 
0 .186 
1.000 
0-597 

0 .654 
0 . 4 4 1 
0 .597 
1.000 

Q-arrays for Factor I are: 

Statement 
F-I 

Standard Score 

Score +5: 

8. The medical establishment has 
become a major threat to health. 

33- A vast amount of . . . clinical 
care is incidental to the curing of 
disease, but the damage done by medi
cine to the health of individual and 
population is very significant. 

29. American health policy is marked 
by confusion, public and private iner
tia, a lack of direction and enthusi
asm, the feeling that all is a big 
black abyss. 

Score +4: 

34. Doctors collectively through their 
medical organizations, have done more 
to block adequate medical care for people 
of this country than any other single 
group. 

12. "We have a large staff of Cfor-
eign-D speaking doctors, nurses, and 
aides . . . they cause severe, some
times life-threatening communication 
problems. 

2.14 

1.83 

1.60 

1.24 

1.19 
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F-I 
Statement Standard Score 

Score -b4: 
(continued) 

39. Most doctors today seem to think 
they're 'monarchs' of all they survey! 
They're arrogant, and they don't seem 
to care about us Cthe patientlj. 1.19 

41. Medicine cannot be practiced 
without the iatrogenic Ccaused 
by a physician's words or actions!) 
creation of disease. 1.12 

Score +3: 

32. Furthermore, within the context 
of . . . hospital Ccarej, physicians 
have shown little appreciation of or 
incentive to concern themselves with 
the tremendous costs resulting from 
their pattern of work. 1.04 

23. As an increasing part of the 
medical bill has been paid by the in
termediates rather than the patients 
themselves, neither doctor nor patient 
has been pressed or inclined to resist 
rising costs. 1.03 

6- The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the 
assumption that the provision of money 
alone could overcome significant 
failure in the organization of health 
care. 0.89 

40- The society that can reduce pro
fessional intervention to the minimum 
will provide the best conditions for 
health. 0.88 

Five of the highly positive salience items (8,33,34, 

39,41) are identical to those in Factor I, condition A, 

including the highest, item 8. They are all very strong 
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indictments of the medical profession and physicians, in 

particular. These opinions are also supported by items 

29 and 12 (this item scored +3 in condition A). Item 40 

is also of this nature. When considering generalities of 

health care criticism, respondents feel confident of their 

knowledge of these issues, possibly because of personal 

experience in enabling them to arrive at opinions. 

They also feel comfortable about rendering judgments 

about medical costs (32,23,6), also probably due to per

sonal experience. 

F-I 
Statement Standard Score 

Score 4-2: 

44- The layman in medicine will him
self have to acquire the competence to 
evaluate the impact of medicine on 
health care. Among all our con
temporary experts, physicians are 
those trained to the highest level of 
specialized incompetence in this 
urgently nee3¥d pursuit. 0.86 

18. You gotta give the patient an 
incentive to be concerned about costs 
and get him to try to cut down some 
on his own. 0.85 
45. Who's the best judge of the kind 
of care patients are really getting? 
The nurse who spends eight hours a day 
at the bedside, that's who. 0.55 

20- It is primarily the extremely 
busy doctor who finds it difficult 
to relate to the patient's human 
problems in a helpful manner and who 
becomes frustrated with such difficulties, 
while in their offices the waiting 
patients have become more numerous. 0.47 
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Statement 
F-I 

Standard Score 

Score -fl 

42. It has become fashionable in 
certain circles to be extremely 
critical of research and medical 
education, and some observers have 
mentioned that these findings have 
delayed patient care. 0.46 

31. It appears as if American 
medicine offers more fertile ground 
for a variety of ideas for innovation 
and change, but once a solid one comes 
along Cothers, the English, for example^, 
are more able to implement it on a wide
spread basis. 0.44 

4. Doctors now have as much power as 
they ever did in the government. 0.43 

17. The delivery of health services 
cries out for instant improvement. 0.27 

25. We also see . . . how little 
people of all intellecutal and social 
levels understand the nature of medi
cine, the uncertainty and difficulty 
of practice. 0.22 

These represent a variety of public issues: quality 

of care (45,20), delivery of care (31,17), health planning 

(44) , communication (25) and medical education and re

search (42). Except for items 18 and 4 they are dis

similar to those in Factor I (condition A). Factor 1(B) 

subjects are better able to develop opinions about public 

issues when they are informed about them. They still are 

not sure what the true facts may be about other issues--

federal regulation (4) and they really may not know who 
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is telling the truth when it concerns consumer experiences 

of health issues (18). 

Q^ . F-I 
Statement Standard Score 

Score 0: 

37. . . . some experts suggest 
that the pattern of care available 
in large outpatient departments of 
teaching hospitals is superior to 
that available from private physicians 
in their offices. 0.21 

14- . . . the potentialities for 
good technical medical care are not 
the same as high quality health care. -0.14 

27. Although American financing Cin 
contrast to foreign^ is more untidy--
and to some extent inefficient--the 
multiple providers of funds may con
tribute some vitality and growth to 
the health field. -0.17 

26. Expert observers agree that there 
is much unnecessary surgery in the U.S., 
as in the case, for example, of ton
sillectomy . . . -0.18 

36. In a medical market which is 
largely private, persons with ade
quate income will be able to buy 
services from practitioners of their 
choice, thus leaving new physician 
substitutes to provide similar services 
to those with lesser purchasing power. -0.18 

Score -1: 

16. It is now almost universally ac
cepted that government will become the 
major financing instrument for health 
care. -0.21 

30. When close personal relationships 
exist, persons are loathe to bring 
Cmedical malpracticel suits even when the 
doctor has made significant errors. -0.23 
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F-I 
Statement Standard Score 

Score -1: 
(continued) 

24. For the most part, medical practice 
in the U.S. is organized so that it's the 
professional rather than the patient who 
makes most decisions on necessary action, 
and the patient frequently has no con
cept of the price until the service is 
already rendered. -0.27 

38. He's concerned about maldistribution, 
lack of family doctors, overabundance 
of specialists. -0.33 

43. . . . in some cases the character of 
the insurance policy, which frequently pays 
for inpatient care but not for outpatient 
diagnostic procedures, provides a further 
incentive for working the patient up in 
this way. -0.46 

Score -2: 

3. Many doctors feel that the total 
elimination of cost to the patient stim
ulates trivial and inappropriate consulta
tions, -0.46 

11. Health planning is a fantastic 
philosophy, a chance for local com
munities to make their own medical 
decisions. -0.58 

21. There are no real surprises when 
the economics of national health insurance 
are discussed; all the proposals cost a 
lot. -0.70 

13. It has become politically expedient 
to place on the health profession the sole 
responsibility for the health and well-being 
of all persons, and to attack them for the 
deficiencies; therefore we must . . . make 
clear the necessity for a shared responsi
bility. -0.76 
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This sequence of items corresponds to those recorded 

by Factor 1(A) except for item 14 (quality of care) and 

43 (cost). Again the spectrum of issues is represented, 

but they are more complex and remote. They include 

matters of federal regulation and public funding, medical 

manpower resources and health planning, as well as quality 

and cost of care. Issues are avoided, when knowledge of 

the facts is extended beyond personal experience or basic 

education. When there is interaction of issues, particu

larly in controversial areas (13), the complexity again 

gives Factor I no alternative but to take the easy way 

out and avoid confrontation. 

Statement 
F-I 

Standard Score 

Score -3 

9. At almost every age, nonwhites 
and the poor suffer a higher risk of 
mortality . . . 

22. Physicians, on the whole, have 
been very successful in protecting 
medical systems from external manip
ulation for non-medical purposes. 
For the most part even in this com
plicated age the doctor serves as the 
patient's agent, and often even as his 
advocate. 

28. It will be greatly self-defeating 
just to change medicine and its practi-
tioners--as important as this certainly 
will be--without a simultaneous education 
and transforming the recipients. 

1. Individual medical doctors are the 
most dedicated and perhaps compassionate 
group you can imagine. 

-0.85 

-0.86 

-0.90 

-1.15 
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F-I 
Statement Standard Score 

Score -4 

7. This growing demand for health 
services and its associated costs 
have contributed to the current crisis 
in the delivery of modern health care . . . -1.15 

35. . . . health care is most basically 
a distinctly human institution and in the 
last analysis its success must be measured 
not by its technical virtue or its scien
tific precision but rather by its capacity 
to meet needs and sustain men by enhancing 
their own goals as they define them. -1.19 

5. . . . thus a medical system that 
shelters its patients from health person
nel in training must pay some price in 
later generations. -1.38 

19. The lessons for us in medicine, no 
less than in life in general: not to be 
too quick to assume that communications 
are received clearly by others. -1.45 

Score -5: 

15. ". . . health care functions not re
quiring medical training should be delegated 
by the physician to other members of the 
health care team to the maximum extent 
practical." -1.57 

10. If it is important that doctors treat 
patients as individuals, it is no less im
portant that the public respond to the medi
cal profession in the same way--'doctors are 
human, too.' -1.62 

2. The high priority (in my Ca writer'sU 
judgment) is a commitment to provide a 
minimal standard of health care to all 
Americans who require such care regardless 
of their ability to pay or their geographic 
location. -2.24 

These items again are characterized by a broad spec

trum of opinions representing even the complicated treat' 
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ment of basic issues. They are matters dealing with the 

generalities (22,28,7,35,19,2) of the health care crisis, 

as well as the specifics (9,5,15). What factor I is say

ing is that they cannot have opinions on these matters 

unless they know more about them. In certain sensitive 

areas, particularly when dealing with personalities in 

health care such as physicians (1,4,10) they may be un

willing to take a position based on personal experience 

or subjective feelings only. 

Examination of the Q-arrays for the remaining factors 

(II,III,IV) reveal much ambivalence and indecisiveness. 

There is considerable scatter of issues both general and 

specific. This may represent a poor appreciation of 

medical matters possibly based on little exposure to such 

matters or meager education concerning them. 

Credible Q-sorts were obtained from 23 of the re

spondents completing Favorable Q-sorts. Absent from the 

knowledge sort were: one physician, two nurses, two social 

workers, two pharmacists, two health administrators and 

one health planner, a secretary, the health educator and 

the student housewife. 

Respondents completing the knowledge sort but not 

factored in the opinion (favorable) sort, consisted of: 

two physicians and one dentist, one nurse, one health 

planner, one secretary and three students (typist, house

wife) interested observers (see Appendix C). 
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For research purposes, one may consider the factors 

(for +) essentially responding to both conditions of 

instruction. 

Only one significant factor emerged when Favorable 

Q-sorts were factored with Credible Q-sorts. All of the 

factor loadings are significantly high (see Tables 6 and 

7). 

TABLE 6 

FACTOR LOADINGS (A AND B) 

Factors Loadings 

A I 
II 
III 

B I 
II 
III 
IV 

TABLE 7 

CORRELATION MATRIX FOR ALL FACTORS (A AND B) 
N = 7 

0. 
0. 
0. 

0. 
0. 
0. 
0. 

,900 
549 
680 

851 
516 
694 
810 

F a c t o r s Al I I I I I BI I I I I I IV 

A I 1.000 0.593 0.581 0.766 0.331 0.645 0.774 
I I 0.593 1.000 0.315 0.518 0.115 0.288 0.429 
III 0-581 0.315 1.000 0.416 0.676 0.280 0.610 

B I 0.766 0-518 0.416 1.000 0.360 0.781 0.633 
I I 0 .331 0.115 0.676 0.360 1.000 0.214 0.452 

I I I 0.645 0.288 0.280 0.781 0.214 1.000 0.505 
IV 0.774 0.429 0.610 0.633 0.452 0.505 1.000 
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It is an inescapable conclusion that everyone has es

sentially the same attitudes under both conditions of in

struction. The major emphasis of the interpretation has 

been essentially in the direction of the procritical theme 

shared by all three factors, reinforced by the fact that 

the credibility assessment is also subjective. The sub

jects are relating what they believe to be the truth. In 

essence, then, subjects--in giving essentially the same 

sorts under both conditions--are saying, "I believe what 

I believe" and they are not saying, "I'd like to believe 

it, or in it, even though I know it's not reality" 

(Brenner, Note 10). 

This may not be a surprising response for health 

providers, particularly physicians who would tend to be 

reality oriented (Goldman, 1974). 

The picture is again consistent with the subjects' 

belief that American medicine is badly in need of systems 

and organizational reform; the blame for the disorder goes 

first to physicians (the factor refuses to let them off 

the hook) and then secondarily to the rest of the system--

administrators, legislation, voters, etc. 

The respondents are not interested in statements 

about costs, interpersonal relationship and other details, 

unless they have some direct assessment of health care, 

or some attempt to fix the blame. 
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Analysis of Personal Comments 

Factor I has been shown to profess, privately, 

procritic, antiphysician sentiments. Subjects on this 

factor tend to avoid specific public issues and are not 

too receptive to the concept of improving communication 

for better understanding: 

Publicly, they express high regard for physicians 

(item 1): 

Physicians will remain the most important 
members of health care teams. Therefore, dedicated 
physicians (dedicated to providing good care), 
are most important to good health care (subject 
062). 

If a doctor is not dedicated, he should 
not be a doctor (subject 078). 

Doctors are dedicated because of long years 
of schooling and long hours in and out of school. 
They are compassionate, else they could not stand 
to deal with sick people daily (subject 093). 

Confidence in physicians plays an important 
role in good health care (subject 117). 

Individual dedication of physicians is a 
reality in the U.S. I have been personally ex
posed to this and wish everyone had the same op
portunity (subject 055). 

The respondents agree with the need for mutual 

understanding and clearer communication (items 10,19). 

I feel a physician should recognize a person 
as a human being and not a "computerized" patient 

. Likewise, the patient should see his physician 
as a human being and not a machine (subject 110). 
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I feel that communication plays an important 
part in the treatment of patients. I find people 
unconcerned about the health care until it happens 
to them. Medical communication to the patient as 
well as the public through the media is important 
to note the wrongs and maybe do something except 
cuss (subject 092). 

Factor I believes in "a better life for all" and the 

right to minimal health care should help achieve this goal 

(32,2). While recognizing the faults and demands for more 

and better care (items 17,7) it most strongly voiced dis

taste towards any charge that the medical establishment is 

the major threat to reform (item 8). 

I think this statement [item 8] is absurd be
cause I think the establishment does well with the 
resources available to it (subject 068). 

Ridiculous--statistics prove increased life 
span, demise of polio, smallpox, etc. 

I . . . believe the medical establishment 
. . . still realizes the need for better health 
care . . . (subject 110). 

To say that the health care group has become a 
threat is to degrade the only group who is compe
tent to administer health care (subject 117). 

Factor I does have ambivalence in private and public 

opinions about the degree of criticism, the direction it 

is aimed and with regard to the issues in question. Factor 

I therefore is confused. It is the largest factor, expres

sing the strongest sentiments, therefore may be the silent 

majority and therefore represents the ones who may truly 

be able to change the health care delivery system. 

Factors II and III may have some attributes of "spe

cial interest" groups while still reflecting general attitudes 



90 

common to all three factors. Perhaps they stand as spokes

men for the poor: 

Too many rural areas in this country have coun
ties rated as "medically underserved" . . . (subject 
082). 

Some of our people who are uneducated and with
out funds are unable to seek medical help (subiect 
085). 

The poor in reality do not receive the best or 
as good medical care as the more affluent (subiect 
053). 

Analysis of Sources of Information 

Subjects indicated a wide variation of sources of 

information about health issues. 

There were 33 responses which could be interpreted 

(Appendix H). Eleven subjects primarily listed word-of-

mouth communication with colleagues, health workers or 

friends. Six others considered this method of much lesser 

importance, preferring some form of print media. These peo 

pie were exclusive of 12 others who read newspapers or mag

azines. Two of the latter specified medical journals while 

two others used professional literature primarily as well 

as conventional newspapers or magazines. They had second

ary access to special publications concerned with health 

matters and used them to supplement magazine and newspaper 

coverage. Books were only read by three. One subject, a 

health administrator listed radio as his first resource, 

but was exposed to professional magazines and on-the-job 

verbal communication. Two laboratory technicians were 
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definitely broadcast oriented, listing TV and radio as their 

number 1 and 2 resource. One professional (doctor) was the 

only member of the group to use audio self-instructional 

aids, complementing his prime source, professional publica

tions. Another (health educator) learned from professional 

association in addition to his first choice of professional 

literature. 

Analysis of Physician Q-Sorts 

The Favorable Q-sorts of the five physician respondents 

were examined apart from the rest of the health provider 

community. 

The items of high positive and negative salience are 

indicated as follows: 

Subject 098: 

Score -f5 : 

16. It is now almost universally accepted that government 
will become the major financing instrument for health care. 

35. . . . health care is most basically a distinctly human 
institution and in the last analysis its success must be 
measured not by its technical virtue or its scientific pre
cision but rather by its capacity to meet needs and sustain 
men by enhancing their own goals as they define them. 

13. It has become politically expedient to place on the 
health profession the sole responsibility for the health 
and well-being of all persons, and to attack them for the 
deficiencies; therefore we must . . . make clear the neces
sity for a shared responsibility. 

Score -4: 

1. Individual medical doctors are the most dedicated and 
perhaps compassionate group you can imagine. 
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Score +4: 
(continued) 

7. This growing demand [for health servicesj and its asso
ciated costs have contributed to the current crisis in the 
delivery of modern health care . . . 

10. ̂  If it is important that doctors treat patients as in
dividuals, it is no less important that the public respond 
to the medical profession in the same way--'doctors are hu
man , too. ' 

14. . . . the potentialities for good technical medical care 
are not the same as high quality health care. 

Score -5: 

8. The medical establishment has become a major threat to 
health. 

4. Doctors now have as much power as they ever did in the 
government. 

44. The layman in medicine will himself have to acquire the 
competence to evaluate the impact of medicine on health care. 
Among all our contemporary experts, physicians are those 
trained to the highest level of specialized incompetence in 
this urgently needed pursuit. 

Score -4: 

17. The delivery of health services cries out for instant 
improvement. 

20. It is primarily the extremely busy doctor who finds it 
difficult to relate to the patient's human problems in a 
helpful manner and who becomes frustrated with such diffi
culties, while in their offices the waiting patients have 
become more numerous. 

23. As an increasing part of the medical bill has been paid 
by the intermediates rather than the patients themselves, 
neither doctor nor patient has been pressed or inclined to 
resist rising costs . 

27. Although American financing [in contrast to foreign"] is 
more untidy--and to some extent inefficient--the multiple 
providers of funds may contribute some vitality and growth 
to the health field. 
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Subject 110: 

Score +5: 

10.^ If it is important that doctors treat patients as in
dividuals, it is no less important that the public respond 
to the medical profession in the same way--'doctors are hu
man, too. ' 

5. . . . thus a medical system that shelters its patients 
from health personnel in training must pay some price in 
later generations. 

20. It is primarily the extremely busy doctor who finds it 
difficult to relate to the patient's human problems in a 
helpful manner and who becomes frustrated with such diffi
culties, while in their offices the waiting patients have 
become more numerous. 

Score +4: 

25. We also see . . . how little people of all intellectual 
and social levels understand the nature of medicine, the 
uncertainty and difficulty of practice. 

9. At almost every age, nonwhites and the poor suffer a 
higher risk of mortality . . . 

15. " . . . health care functions not requiring medical 
training should be delegated by the physician to other mem
bers of the health care team to the maximum extent practical 

16. It is now almost universally accepted that government 
will become the major financing instrument for health care. 

Score -5: 

40. The society that can reduce professional intervention 
to the minimum will provide the best conditions for health. 

8. The medical establishment has become a major threat to 
health. 

44- The layman in medicine will himself have to acquire 
the competence to evaluate the impact of medicine on health 
care. Among all our contemporary experts, physicians are 
those trained to the highest level of specialized incompe
tence in this urgently needed pursuit. 

11 
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Score -4: 

11. Health planning is a fantastic philosophy, a chance for 
local communities to make their OTAHI medical decisions. 

6. The failures of the Medicare and Medicaid programs are 
attributable to the fact that they have persistently side
stepped . . . issues on the assumption that the provision of 
money alone could overcome significant failure in the orga
nization of health care. 

12. "We have a large staff of [foreign-J speaking doctors, 
nurses, and aides . . . they cause severe, sometimes life-
threatening communication problems . . . " 

45. Who's the best judge of the kind of care patients are 
really getting? The nurse who spends 8 hours a day at the 
bedside, that's who-

Subject 015: 

Score +5: 

2. The high priority (in my [a writer's] judgment) is a 
commitment to provide a minimal standard of health care to 
all Americans who require such care regardless of their 
ability to pay or their geographic location. 

35. . . . health care is most basically a distinctly human 
institution and in the last analysis its success must be 
measured not by its technical virtue or its scientific pre
cision but rather by its capacity to meet needs and sustain 
men by enhancing their own goals as they define them. 

28. It will be greatly self-defeating just to change m-edi-
cine and its practitioners--as important as this certainly 
will be--without simultaneous education and transforming 
the recipients. 

Score +4: 

10. If it is important that doctors treat patients as in
dividuals, it is no less important that the public respond 
to the medical profession in the same way--'doctors are 
human, too.' 

5. . . . thus a medical system that shelters its patients 
from health personnel in training must pay some price in 
later generations. 
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Score +4: 
(continued) 

i5. ̂  ' . . . health care functions not requiring medical 
training should be delegated by the physician to other mem
bers of the health care team to the maximum extent practical. 

25, We also see . . . how little people of all intellectual 
and social levels understand the nature of medicine, the 
uncertainty and difficulty of practice. 

Score -5: 

34- Doctors collectively through their medical organizations 
have done more to block adequate medical care for the people 
of this country than any other single group. 

33. A vast amount of . . . clinical care is incidental to 
the curing of disease, but the damage done by medicine to 
the health of individual and population is very significant. 

39. Most doctors today seem to think they're 'monarchs' of 
all they survey! They're arrogant, and they don't seem to 
care about us [the patient]. 

Score -4: 

8. The medical establishment has become a major threat to 
health. 

44. The layman in medicine will himself have to acquire the 
competence to evaluate the impact of medicine on health care. 
Among all our contemporary experts, physicians are those 
trained to the highest level of specialized incompetence in 
this urgently needed pursuit. 

29. American health policy is marked by confusion, public 
and private inertia, a lack of direction and enthusiasm, 
the feeling that all is a big black abyss. 

40. The society that can reduce professional intervention 
to the minimum will provide the best conditions for health. 

Subject 096: 

Score +5: 

13. It has become politically expedient to place on the 
health profession the sole responsibility for the health and 
well-being of all persons, and to attack them for the defi
ciencies; therefore we must . . . make clear the necessity 
for a shared responsibility. 
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Score +5: 
(continued) 

19. The lessons for us in medicine, no less than in life 
in general: not to be too quick to assume that communica
tions are received clearly by others. 

21. There are no real surprises when the economics of na
tional health insurance are discussed; all the proposals 
cost a lot. 

Score -1-4: 

9. At almost every age, nonwhites and the poor suffer a 
higher risk of mortality . . . 

18. You gotta give the patient an incentive to be concerned 
about costs and get him to try to cut down some on his own. 

43. . . . in some cases the character of the insurance 
policy, which frequently pays for inpatient care but not for 
outpatient diagnostic procedures, provides a further incen
tive for working the patient up in this way. 

41. Medicine cannot be practiced without the iatrogenic 
[caused by a physician's words or actions] creation of 
disease. 

Score -5: 

40. The society that can reduce professional intervention 
to the minimum will provide the best conditions for health. 

44. The layman in medicine will himself have to acquire the 
competence to evaluate the impact of medicine on health care 
Among all our contemporary experts, physicians are those 
trained to the highest level of specialized incompetence in 
this urgently needed pursuit. 

45. Who's the best judge of the kind of care patients are 
really getting? The nurse v7ho spends 8 hours a day at the 
bedside, that's who. 

Score -4: 

2. The high priority (in my Ca writer's] judgment) is a 
commitment to provide a minimal standard of health care 
to all Americans who require such care regardless of their 
ability to pay or their geographic location. 
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Score -4: 
(continued) 

29. American health policy is marked by confusion, public 
and private inertia, a lack of direction and enthusiasm, the 
feeling that all is a big black abyss. 

34. Doctors collectively through their medical organiza
tions, have done more to block adequate medical care for peo
ple of this country than any other single group. 

37. . . . some experts suggest . . . that the patterns of 
care available in large outpatient departments of teaching 
hospitals is superior to that available from private phy
sicians in their offices. 

Subject 097: 

Score -f5 : 

16. It is now almost universally accepted that government 
will become the major financing instrument for health care. 

35. . . . health care is most basically a distinctly human 
institution and in the last analysis its success must be 
measured not by its technical virtue or its scientific pre
cision but rather by its capacity to meet needs and sustain 
men by enhancing their own goals as they define them. 

17. The delivery of health services cries out for instant 
improvement. 

Score -1-4: 

15. " . . . health care functions not requiring medical 
training should be delegated by the physician to other mem
bers of the health care team to the maximum extent practical. 

2. The high priority (in my [a writer's] judgment) is a 
commitment to provide a minimal standard of health care to 
all Americans who require such care regardless of their 
ability to pay or their geographic location. 

7. This growing demand [for health services] and its asso
ciated costs have contributed to the current crisis in the 
delivery of modern health care . . , 

9. At almost every age, nonwhites and the poor suffer a 
higher risk of mortality . , . 

II 
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Score -5: 

44. The layman in medicine will himself have to acquire 
the competence to evaluate the impact of medicine on health 
care. Among all our contemporary experts, physicians are 
those trained to the highest level of specialized incompe
tence in this urgently needed pursuit. 

39. Most doctors today seem to think they're 'monarchs' of 
all they survey? They're arrogant, and they don't seem to 
care about us [the patient]. 

45. Who's the best judge of the kind of care patients are 
really getting? The nurse who spends 8 hours a day at the 
bedside, that's who. 

Score -4: 

13. It has become politically expedient to place on the 
health profession the sole responsibility for the health and 
well-being of all persons, and to attack them for the defi
ciencies; therefore we must . . . make clear the necessity 
for a shared responsibility. 

8, The medical establishment has become a major threat to 
health. 

11. Health planning is a fantastic philosophy, a chance for 
local communities to make their own medical decisions. 

22. Physicians, on the whole, have been very successful in 
protecting medical systems from external manipulation for 
non-medical purposes. For the most part even in this com
plicated age the doctor serves as the patient's agent, and 
often even as his advocate. 

High positive salience statements of the physicians' 

sorts that appeared at least three times were items 9, 10, 

15, 16 and 35. These doctors express concern for the high 

incidence of disease among the deprived (9), the inevita

bility of federal financing (16), and lack of understanding 

of the medical profession by others (10). They endorse the 

concept of the team practice of medicine and the importance 

of health in a "better life for all" (35). 
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Items appearing twice include 2, 5, 7, 3 and 25. They 

share common commendable goals for expanding health services 

(2), but not beyond the capabilities of the system (7). 

They encourage support of medical education (5) and public 

and professional education (25,19,28) and a sharing of re

sponsibilities (13,18), 

The physicians feel that they do care about people (1, 

14). 

They recognize that health care delivery is not perfect 

and that problems exist (17,20,21,43). Even doctors are 

not infallible. 

Review of the Q-sample reveals that of the 45 state

ments, 17 could be considered derogatory or negative toward 

physicians (4,8,12,20,23,24,26,32,33,34,36,29,40,41,42,43, 

44). The physicians acknowledged items 20, 41 and 43. 

The high negative saliency item that appeared five 

times, or scored by every physician was number 44. While 

they may agree with the consumer advisory panel concept they 

reject the harsh condemnation that they are incompetent (39) 

Item 8 appears four times--while admitting problems the re

spondents again resent the harsh implications that they are 

a "threat" to health (40). They resent the implications 

that other health professionals (45) are more capable and 

compassionate (items 40 and 45 appear three times). 

There is some ambivalence regarding the public's right 
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to health care (2), and the health planning concept as man

dated by the federal government (11). 

They also believe that they are responding to 

specific issues and are doing something, for example, 

to control costs (23,27). They acknowledge problems 

exist but reject the magnitude to which they are portrayed 

(17,29,33). 

They may not be quite so sure, after all, about 

patient advocacy (22) particularly if patients cannot 

understand the doctor's side also (20). 



CHAPTER IV 

DISCUSSION AND CONCLUSIONS 

This study has focused on the climate of opinion 

existing in the "health care crisis" controversy. It 

represents an attempt to define the perceptions of criti

cism of the American health care system from the viewpoint 

of the health provider community. By ascertaining points 

of view held by this segment of the health sector, as 

represented by factors, it was hoped to provide better in

sight into the nature of prevailing differences as per

ceived by the protagonists. Armed with such knowledge 

health communicators and health educators could be guided 

to courses of action that would improve understanding. 

This would enable more equitable and lasting solutions to 

the problems that are present. 

Theoretical and Practical Considerations 

That matters of health care are profoundly important 

to the public is obvious. Although there has been public 

debate, the strong unidirectional flow of harsh criticism 

has not necessarily represented the prevailing facts or 

attitudes. The dialogue has not been necessarily fair nor 

valid. A balanced public opinion is necessary in the pro

cesses of a democratic or responsible society in order to 

resolve its crises. 

101 
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The health-conscious public layers into four levels by 

degree of their political participation: 1) the apathetic 

"know-nothings" who are not interested in public affairs 

and are uninformed; 2) the passive majority who have casual 

exposure to a certain amount of health news. They do not 

engage in any special information-seeking activities, do 

nothing about what they hear and during a crisis may turn 

to the media more actively for more information; 3) the 

"attentive" minority. These people do not engage in orga

nized public affairs activities, but talk to friends and 

colleagues, vote, read, watch TV. They prize being informed 

but treat politics as a "spectator sport" (de Sola Pool, 

1973); 4) the active citizens, a smaller group, who are join

ers, go to meetings, sign petitions and write to congressmen. 

They may be minor office holders within their professional 

or lay groups, publish and know politicians. 

An assumption is that public discourse of all kinds and 

degrees, from all types of health care critics is not the 

most accurate representation of their true opinion. The 

"game" or "play" aspects of public debate are well known. 

There is also concern that the health provider community 

represents a part of the silent majority and these will be 

the ones that will settle the issues. 

Is there some existing common ground, some profession 

of general interest or agreement between the critical and 

the criticized? Most of the time all the critic does is 
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to stimulate his audience to actions to which they are al

ready predisposed. Instead of prodding a group in the 

direction of the criticism itself, the result is often to 

stimulate action; however, the direction of that action is 

determined much more by the predispositional mass of the 

person triggered than by the contents or tone of the criti

cism itself. 

This research hoped to add information and clarity on 

positions and attitudes on the controversy. 

One clearly distinct view appeared from a health pro

vider community. Factor I which is procritic and harshly 

so. The responsibility of the physician in the health care 

crisis is emphasized. The role of others in sharing this 

responsibility is rejected. This includes other health 

professionals, patients and government. Issues such as 

cost, quality and accessibility of care, etc. are minimized 

or avoided unless they serve to reinforce the role of the 

physician in the controversy. 

The "buck" ends with the physician. Blame lies with 

him. There is also distrust with regard to the physician's 

interest or ability in solving health delivery problems on 

a global level; faith in individual doctor medical practices 

remains to some extent. The people agree with the magni

tude of the problem and they are pessimistic in the role 

that better communication will play in improving the situa

tion. They do feel inadequate, however, about how informed 
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they are on issues, but seem confused on how to become more 

learned. This then is the majority. Factor I, a seemingly 

passive majority, perhaps too busy in providing health 

care to become involved in the problems generated by the 

system in which they operate. 

The health provider community represents a wide 

spectrum of health professionals and health workers along 

with medical support persons. Nevertheless they are harsh 

critics of what they and their presumed leaders, physicians, 

do. 

While less critical and more sympathetic to sharing 

responsibility with laymen and other professionals. Factor 

II, perhaps expressing a special interest view, also avoided 

issues and was indecisive over the role of improving com

munication and education. 

A somewhat larger group. Factor III is definitely pro

physician. While realists about the imperfections of both 

the physician and health care delivery, they defend him and 

accuse others of not sharing responsibility. These people 

are responsive to some issues particularly those with which 

they may have had personal contact, as provider or even as 

consumer. They avoid or even reject issues that are either 

more complex or about which they are uninformed. They are 

more receptive to new concepts such as health planning and 

physician substitutes. But, they are still wary and admit 

to the existence of many problems and that the health care 

system and the health care providers, even physicians, are 
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not perfect. 

These last two factors are com.posed of non-physicians, 

rather planners, administrators and allied health persons, 

usually not providing direct patient service, although a 

nurse was in this group. 

Physicians themselves expressed confusing, at times 

ambivalent views. They appeared reconciled to their vul

nerability and accepted criticism or differences of opinion 

over issues. However, they felt very strongly when they 

considered that the criticism was personally directed and 

vented against their professional ability to practice medi

cine. They felt that they do have long range goals in bet

tering the system and expressed confidence that they could do 

it with the help of others. As do the others in the pro

vider community, the physicians often belie their public 

expression of how they really feel. They concede that 

surely the whole concept of health care and health services 

leaves a lot to be desired but they also understand what 

the state of affairs would be if they, doctors, had not 

felt or acted as they did. It may be physicians feel that 

they have to take oppositive stands to criticism of what 

they do and the system does, for that is the role the 

physician is expected to play. Deeply they may feel that 

there is much justified in what critics say. They may ad

mit to being helpless to respond or to care because they 

are "too busy." 
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They are ambivalent regarding better communication 

competencies and express some concern that while there is 

the pressing need for a better understanding of the physi

cian's role on the part of patients and other non-pro

fessionals, they are not so sure about what is needed to 

accomplish this or how it is to be done. This may reflect 

their lack of sophistication of communication, despite 

their impressive formal educational track record. 

Perhaps it is not really feasible nor desirable to 

stereotype physicians simply because they are physicians 

but due to their varied backgrounds expect them to per

ceive and react as others in the society also with varied 

backgrounds (Goldman, 1974). Lanning (1977) found in a 

"quick pretest" that the "scapegoat-vs.-savior syndrome" 

theme prevalent of current public feeling towards physi

cians could reflect affection for their own physicians but 

distrust for others. Others may have no feelings to arouse 

such feelings. He considered as did Goldman that the "sub

ject was entirely too complex." He added: 

Can a physician admit the limits of his com
petency without destroying the belief of those 
who need to believe in his efficacy? Those who 
want to believe that a physician is more human 
and are not dissuaded by his response are often 
bitter when that illusion is shattered. . . . 
the physician becomes a scapegoat (p. 1156). 

Physicians cannot take full responsibility for health, 

neither can the consumer. It is, and must be a joint 

effort. 
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A physician cannot be a "paragon" who is a medical 

scientist as well as practicer, but also a philosopher, 

psychologist, sociologist, economist and expert in public 

health. Other health professionals are needed. Physi

cians cannot be expected to directly solve the broader 

health problems of society, but can at least refrain from 

being obstructionist as others, including patients, work 

to alter the health care environment. 

What then can be concluded from this study of pro

vider perceptions of health care criticism? Though there 

is an undercurrent of positive feeling about the com

mendable role of the health providers, particularly 

physicians in health care delivery, the public views 

agree with the impressions of the vocal advocates of 

health care criticism. The impressions relayed by this 

negative press are not misleading and the majority of the 

providers do believe what the passionate minority (the 

critics) feel really had been an expression of majority 

opinion--that there is a health care crisis in all the 

pertinent health care issues. Therefore, the critics re

flect majority public opinion and their role as devil's 

advocate for health care reform may be merited. Or has 

the minority critic dialogue really negated the private 

majority preference? 

Figure 1 shows the public opinion pyramid (de Sola 

Pool, 1973) postulated for health care criticism. 
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Figure 1. Public opinion pyramid on health care 
criticism (Note: Adapted from de Sola Pool, 1973). 

A change in the saliency of an issue is represented by 

moving the horizontal "participation cut-off" line up (a) 

or down (b). What is below the line is the part of the 

opinion iceberg that does not show in the public debate. In 

the case of this study the more private concerns expressed 

the factors that blame should not be solely on physicians. 

There is shared responsibility and the blame may be too 

harsh and better understanding is needed to further resolve 

this . 

By stimulating attention through agitation, particularly 

harsh criticism, one can move the line down (b). More of 

the public (provider community) expresses itself. But as 

that happens, the proportion of procritics and prophysicians 

(or compromisers) may change. 
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The net effect of the press critical to health care 

would be to increase the expression of the prophysician 

views by activating a larger stratum (still quite small in 

this study) of the provider group with more prophysician 

and related leanings. It may be that by studying a group 

where the opposition to health care criticism, primarily 

directed against the health provider community, is latent, 

more views against anti-physician attitudes begin to 

surface or naturally seep up. 

In reality, if critics were not so venomous particu

larly towards highly-esteemed public figures such as physi

cians, they then might get a better degree of unanimity with 

their opinions. 

Significance of the Study 

In essence, everyone would be on the same side working 

in common to further illuminate problems in health care. 

The procritic, apparently self-defacing image that the 

health provider community has of itself to adverse criticism 

of health matters, could still be a reflection of the mood 

of the times. Since the late 1960s, there has been increased 

attention to dissent, alienation and protest. 

The gross disenchantment is unmistakable. . . . is 
it a systemic trend or is it a passing wave? . . . 
one must question easy answers. . . . it is not 
clear that there is any fundamental trend toward 
alienation or dissent in modern . . . .';(̂.-iety . 25 

The implication is that both sectors, the health pro

viders and the health critics are essentially in agreement. 
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and that there may be no point in further expending effort 

in continued criticism. The view suggests that a more posi

tive approach is needed and that the impetus should be in 

the direction of recognizing this and to start doing some

thing about it. Accord and compromise would not be too 

difficult to achieve. 

Better communication and education are needed. It is 

evident that in the health provider community there is a 

high degree of educational achievement (see demographics in 

Appendix C). Yet reading practices and resource material 

are not especially health-issue oriented. The fact that a 

number of professionals within the provider community have 

access to professional literature, does not mean that such 

literature is content-oriented towards the health issues in 

question. Most probably, it is technical in nature (an 

exception would be in the case of the health educator and 

the physician with special communication competencies). 

Therefore a highly intensi^^, comprehensive educational 

program in communication skills and health care issues is 

needed. This model should be directed along positive lines, 

stressing achievements and successes in the health field, 

rather than faults and failures. This should be directed at 

both the individual and group or organizational level. It 

should be part of the curriculum of undergraduate professional 

schools and in postgraduate and continuing professional and 

public education programs. Public information programs on 
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health matters should also include explanations of health 

issues and the nature of health providers and health care 

facilities. 

However, unless education leads to better understanding 

and more meaningful issue formulation, in order that better 

health policies evolve, the situation will remain status quo: 

There is no doubt that changes in . . . curriculum 
. . . occurred. . . . But fashions have not . . . 
greatly altered what is perceived by very sick 
patients and by observant colleagues as either a 
good or bad physician . . "plus (;a change, plus 
c'est la meme chose". 

Limitations Revisited 

This study does not attempt to analyze or evaluate 

issues in the health care controversy. Rather it is con

cerned with the opinions and attitudes that exist about them 

and who holds them. The ultimate concern is whether these 

perceptions of health providers of the publicized health 

care crisis will be influenced in improving understanding 

and health policy formulation. 

The criticism is strongly antiphysician. In addition 

where criticism is adversely directed at certain issues, 

they are usually health issues that directly or implicitly 

involve doctors. Seventeen of the Q-statements relate spe

cifically to harsh criticism of attitudes and behavior of 

physicians in various health matters. That the Q-sorts 

therefore may be "loaded" against physicians is a possibility 

Yet, the reality of the situation is that physicians are the 

center of controversy in virtually every health setting. 
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The study represents some pertinent opinion/attitudes 

data and then attempts to explain the data in terms of the 

relationship of factors and patterns dealing with state

ments of health care. 

It should be emphasized that the interpretation of 

the data is subjective (Stephenson, 1967) and that the 

reader is free to provide his own interpretation. However, 

any interpretation must be clearly derived from the data 

and directed to it. It must be entirely consistent, i.e., 

fit together in some logical pattern. 

As with other Q-studies, the "small sample" criticism 

can be permitted to say that while the factors identified 

here are the important ones in relation to the issues, 

one cannot project as to how large a proportion of the 

health provider public holds these attitudes. One can 

identify certain themes--procritic, antiphysician, am

bivalence toward communication skills, etc., but one would 

hesitate to identify holders of these views as being 

representative of all health providers. As a public ap

pearing on the factors certainly these attitudes are also 

held by others of the general public. 

Sug;sestions for Further Research 

The study yielded really only one factor with a 

strong viewpoint in agreement with current criticism of 
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health issues, and emphasizing the accountability of physi

cians in that controversy. 

Additional research is necessary on these procritic 

opinions in order to attempt to reconcile the "scape-goat-

savior" image of physicians. Studies of more physicians 

with varied professional and sociocultural backgrounds are 

needed (the physician Q-sort in this project represented 

only one third of those theoretically available to the 

study according to the membership rolls of the health 

provider community). A more detailed study of physicians 

would be useful. 

The phenomenon of further bipolarization of health 

care attitudes resulting from increased frequency and in

tensity of criticism needs to be explored. More needs to 

be known about the views of the other health workers in 

the health provider community. 

The study could be enlarged by using consensus and 

discriminating items as the subjects of depth interviews 

and expand them into full Q-sorts. These sorts could 

subsequently be performed by the variety of critics as 

well as providers. The views of the provider as a consumer 

of health services would be interesting. This research 

could provide a better understanding and empathy for shared 

views regarding health care. 

Further examination of status quo and ideal con

ditions of instruction by determining respondent Q-sorts 
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in co-orientation studies could provide more candid de

scriptions of their attitudes. 

A better understanding of the interaction of subjects' 

"self" and "significant others" is important in understand

ing peer compliance or opinion leadership. Investigation 

in this area could shed light on the confusing ambivalent 

perceptions of health problems not only of physicians but 

others in the provider, critic and consumer communities. 

Respondents could be asked to complete Q-sorts before 

and after a confrontation involving a specific health issue. 

For example, before and after a public HSA (health systems 

agency) meeting, subjects would relate their proposed 

sources of information regarding health planning and then 

after completing the same Q-sort, indicate their actual 

source of information. Studies of these kind might enable 

better discrimination of true attitudes on health matters 

which are often colored by the provider's (physicians' and 

others') image or role in the provider community specif

ically and in society in general. 

Since opinions about seemingly simple health care 

issues are often worded in complicated expressions, state

ment Q-samples could be supplemented with picture Q-

samples. This would yield perceptions from relatively 

inarticulate respondents as well as representing a more 

comfortable and suitable means of expressing one's 

opinions, than dealing with purely written stimuli. This 
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may be particularly pertinent in the context of the cur

rent dilemma over the right to privacy, or what could be 

misinterpreted as the right to withhold opinion on public 

issues. Professionals, particularly in a provider com

munity setting, may be wary of expressing opinions, 

fearful of incrimination, reprisal, or loss of prestige 

or esteem. 

Pictorial Q-sorts may be a less threatening way of 

subjects relating to the issues and controversies in 

question. Health situations lend themselves well to 

pictorial depiction. Examples are illustrated in Appendix 

J, In this instance, cartoons shown are meant to represent 

some of the health issues in question in this study. 

These are extremely rich stimuli on which unsophisticated 

persons can provide a great deal of feeling on such topics 

as health. 

Since the ultimate objective of a study such as this 

is to improve understanding and aid in implementing com

munication programs, responses to pictures can provide 

direct clues to effective "packaging" of health messages 

(Brenner and McCarty, Note 8). 

Finally, there is the feasibility of adapting Q-

methodology as a real-time, on-line measure of concrete 

situations relevant to health issues, using the medium of 

computer assisted instruction (CAI). Not only would this 



116 

provide "on-the-spot' input of provider-consumer perceptions 

of health problems, but would be of value in developing 

learning programs about the cardinal health issues at all 

levels of professional and possible public education. 

This would make possible one of the goals of health 

care research: facilitate easing of barriers of expression 

and in so doing find out how people can be freely re

sponsive in a given health care situation. Stephenson 

(1976) said: 

The concern in Q is not merely with concrete 
situations, but with a refusal to categorize, . , . 
We should be reminded that communicability 
is an issue in relation to concourses and 
concrete situations, . . . The concern is 
not with attitudes, but with functional-
interactional systems (pp. 96, 97), 

Analysis of the Q-data in the health care crisis in

dicates that this problem is very complex. It is not 

simply a matter of the patient criticizing the physician 

or the physician criticizing federal regulation or the 

press being critical of the American health care system. 

By and large, the critics, whoever they may be, feel it 

is their responsibility to air problems. The profes

sionals (providers) feel a responsibility to perform 

vital roles. Both are in the public interest, but the 

approaches and aims are different. 

There has to be some concession by all participants 

in the health care crisis in order to reach a solution. 
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This study attempts to point out areas vergent for better 

understanding of issues of common concern. Accord and 

solutions are unlikely to be forthcoming unless all 

parties become less interested in promoting their own 

aims and arrive at solutions. There has to be give and 

take, otherwise inequities and shortfalls will prevail. 

At best solutions will be stop-gap measures. 

The person really involved in the public concern 

is the person needing and receiving health service. It 

is his welfare which is of the most concern. 



ENDNOTES 

1. Kennedy, op. cit., p. xv. According to an article 

i^ American Medical News. July 11, 1976, Senator Kennedy was 

to begin new hearings on "antitrust and monopoly practices 

of the health professions and the industry in general" in 

the fall of 1977. The lawmaker is both chairman of the Sen

ate Human Resources Subcommittee on Health and the Antitrust 

Subcommittee of the Senate Judiciary Committee. He again 

criticized organized medicine for its opposition to govern

ment-sponsored HMO's (health maintenance organizations), the 

fraud and abuse in the "free market response" to more health 

care dollars: the Medicaid mills in New York and prepaid 

health plan scandals in California, He also condemned any 

unnecessary restrictions on health manpower supply the 

American Medical and Dental Associations may create by exten

sive control of entry into their professions, restrictive 

licensing laws that prevent full use of paraprofessionals, 

control of professional school accreditation, specialty 

boards and certification and hospital privileges. Not to be 

overlooked was his consideration of investigation into 

"allocations of fees and fee schedules." 

2. Former Secretary of Health, Education and Welfare, 

Wilbur J. Cohen, attributed to the implementation of the 

Medicare-Medicaid program the establishment of medical care 

as a right, not a privilege, the issue possibly being 
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no longer controversial nor ideological. However, 

Theordore Marnor. University of Chicago professor in the 

School of Social Services Administration, indicated that the 

concept of a right to medical care remained "philosophically 

vexing"--there was the continuing question of whether access 

to medical care should be provided solely on the basis of 

need, as a right of citizenship, or on the basis of deter

miners such as merit and contribution. A distinction was 

drawn between random health crises in which the patient bears 

no blame for his condition and those in which the patient 

contributes to his illness by carelessness, overeating or 

smoking (Towards New Human Rights, a symposium held at the 

University of Texas, Austin, Texas, Sept. 12-16, 1976, and 

proceedings published in On Campus, Sept. 27-Oct. 3, 1976). 

3. In the 12 years from 1964 to 1976, U.S. health 

care costs and expenditures rose from $30 billion to $119 

billion. The predicted growth will be to $224 billion in 

1980 (American Medical News, May 23, 1977), Health care has 

become our nation's largest industry, about nine percent of 

the gross national product. National health expenditures 

for the past fiscal year rose to $638 per capita (Sheps, 

C. G. Education for what? A decalogue for change. Jour

nal of the American Medical Association, 1977, 2^, 232-235). 

When enacted in 1965, Medicare-Medicaid was funded at $3 

billion; in 1975 it cost $27.8 billion (R. H. Egdahl and 

D. C. Walsh, New England Journal of Medicine, 1977, 3^, 296) 
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In 1971, costs represented care provided in 7,300 hos

pitals or 1.6 million beds for 32 million admissions; 12,000 

nursing homes with more than 600,000 beds for the chronic

ally ill and for ambulatory care; more than 4,500 medical 

group practice clinics (American Hospital Association: Hos

pital Statistics, American Hospital Association, Chicago, 

1971, and U.S. Division of Hospital and Medical Facilities, 

Program Planning and Analysis Branch: Hill-Burton State 

Plan Data, National Summary as of January 1, 1967. Washing

ton, D.C.: U.S. Government Printing Office, 1968). 

4. The National Health Planning and Resources Devel

opment Act of 1974 (P.L. 93-641) provides for the creation 

of a network of state and area health planning agencies to 

improve the health of the nation's residents. More than 

200 Health Systems Agencies (HSA's) and State Health Plan

ning and Development Agencies have been or are being esta

blished for the purpose of increasing the accessibility, 

acceptability, continuity and quality of health services; 

restraining increases in the cost of care; and preventing 

unnecessary duplication of health resources. It replaces 

Comprehensive Health Planning, Regional Medical Programs and 

the Hill-Burton Act. 

The law gives HSA's a great deal of regulatory power 

through their control of large blocks of public monies. 

They will be responsible for the modernization, construc

tion and conversion of medical facilities through a system 
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of allotments, loans, loan guarantees and interest subsidies 

They will review and approve or disapprove applications 

for federal funds for health programs. They will assist 

states in the performance of capital expenditures review 

(mainly dealing with hospital and outpatient facilities). 

The composition of the HSA's will include consumers as 

well as health providers, physicians, officials and adminis

trators. Their coordinated role is to function as health 

planners, regulators and advisors. This provides a unique 

opportunity for consumers--patients--now to control their 

destiny in health care. Critics have referred to P.L. 93-

641 as the "sleeping giant of socialized medicine" (News 

and Comments, American Academy of Pediatrics, June and July 

1977) . Many feel that it is the groundwork for a system of 

national health insurance (NHI), Proponents see it as a 

means of regulating the tangled web of private and public 

health care delivery in this country. In any event as 

enacted, P.L, 93-641 has provisions that can profoundly 

affect the health of every American for generations to come. 

It also could affect the way every physician will practice 

medicine. 

5. A health provider community within the context of 

this study is defined as a single highly integrated 

functional health care unit which has a diversified staff 

capable of providing health care services. It may also be 

a loose group of two or more health facilities or agencies 
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with a similar purpose. The diversified staff consists of 

a spectrum of health officials and administrators respon

sible for planning, organization and policy. The health 

workers represent professionals such as physicians, den

tists, psychologists, nurses, and allied health personnel. 

The latter are the various technical and clerical support 

people such as laboratory and X-ray technicians, social 

workers, executive and clerical secretaries and patient 

services interface personnel (admission and scheduling 

clerks), 

6- Navarro, 0£, cit., p, 135. 

7. American Medical News, p. 6, July 25, 1977. 

8. A capital-intensive institution is one that re

quires large sums of money to operate with the latest and 

best methods and machines. For example, "plant assets" in 

hospitals totalled some $20 billion at the end of the 

1960s--averaging about $20,000 per bed. By 1975, such 

assets were worth $31,7 billion, or $33,400 per bed 

(Medical technology: How much is enough? An advertisement 

by American Medicorp, Inc. The Wall Street Journal, 

July 25, 1977), 

9. Toynbee. (Cited in Illich, 1976). 

10. From edited highlights of personalized views of 

current hospital affairs prepared for a general assembly 

presentation by John F. Horty at a recent Western Regional 

Conference of the American College of Hospital Administrators 
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("Pressure-Pot Problems," From a mailing of the Texas Medi

cation Association to all members, 1977). 

11. "Press" used in this context denotes published 

views of health care delivery, and includes such print media 

as conventional newspapers, professional newspapers and 

newsletters, professional society house organs, and medical 

journals, 

12. Brenner and Quesada, 02.. cit. , p. 11. 

13. Q-methodology is the set of the psychological, 

statistical and philosophy-of-science principles that under

lie this particular projective-subjective technique. Q-

technique is the procedure used or the operations of Q-

methodology. Q-sample refers to the items used for sort-

ing--a sample of items taken from a relevant universe. 

Q-statements are the self-referent, opinion statements that 

make up the Q-sample. However, other items than statements 

may be used to form the Q-sample. Q-sort is the operation 

of sorting the Q-sample or the result of the sorting. QUANL 

is the computer program providing for a single-execution 

method for handling all phases of Stephenson's Q-analysis 

(1953)--it is available from the University of Missouri, 

Columbia, Missouri Computer Science Library, or Department 

of Health Communications, Texas Tech University School of 

Medicine (QUANL was developed by Professor N. Van Tubergen 

at the University of Iowa). 

14. An opinion is cognitive; it is a proposition. An 
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attitude is evaluative. It is a proclivity to be pro- or 

anti-something (de Sola Pool, o£. ci^., p. 180). 

15. Stephenson, Mote 9 op̂ . cit. 

16. The functional-interaction postulate is common to 

all science, objective as well as subjective (Stephenson, 

1976), It is a replacement of thing-attribute terms or 

"object" terms by functional language; for example, a hand

shake is a greeting, but in functional-interactions, remarks, 

gestures, and acts of recognition mark the incident, 

17. For example, conversational possibilities for any 

subject notion, idea, concept, wish, dream, are defined by 

a concourse; thus, there are thousands of communicative 

possibilities. 

Every notion, idea, concept, etc., of subjective func

tioning can be represented by a large number of such "state

ments," all of which have self-referent possibilities: the 

representation, an empirical matter, is called a concourse: 

--statements of a concourse are not always at first 

sight verbal; 

--concourses have ecological roots: they are taken 

from persons in communication in a community or commonality 

of some kind; 

--the number of concourses is infinite; 

--any concourse constitutes a universe or population 

in a purely statistical sense (the statements can be counted) 

18. Stephenson, Note 9, op. cit. 
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19. Ibid. 

20. A Q-sample may be either "structured"or "unstruc

tured." An unstructured Q-sample is a set of items that 

represent opinions that the researcher believes may be per

tinent to the subject under study. 

The structured Q-sample is one in which the researcher 

builds in and tests certain variables. 

21. A factor loading measures how much of a subject's 

variance is accounted for on the factor. "Pure" loadings 

are significant loadings on only one factor, with signifi

cance computed from the formula SE = , the standard 
/n" 

error for a zero correlation coefficient, where n = number 

of statements. In this case SE = - ^ = .149, thus, a loading 
\/45 

/ .35 (2%SE) is significant at p < .01 using the formula 

— ^ (C. Spearman, The Absolutes of Man. New York: Mac-l_pZ 

millan Co., 1972); however, .4 was used as the minimal sig

nificant criterion (this is a rule of thumb more stringent 

than the formula). 

22. A z score indicates the distance in units of stan

dard deviation between a score and the mean. 

23. The object of this rotation is two-fold: (1) it 

is an attempt to "clear" as many people as possible, that 

is, to have them significantly loaded on only one factor 

--and to maximize the number of persons on only one factor, 

(2) it is a way of observing subjects with known similar 

characteristics and using them as the basis for rotation 
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(i.e., to see who clusters with them) (W. Stephenson. The 

Study of Behavior. Chicago: The University of Chicago Press, 

1953). 

This latter is a "theoretical" operation and although 

the best numerical solution as a consequence is often lost, 

one can expect to gain more coherent and logical patterns 

to analyze. This is a legitimate and logical procedure 

--although the absolute value of the factor loadings may be 

changed, their relative positions, and thus their represented 

characteristics, remain set. 

24. A consensus item represents an opinion which every

one essentially shares. Criterion for selection as a con

sensus item is less than +1.0 difference in standard scores 

across all factors. 

25. de Sola Pool, op., cit. , p. 821. 

26. Mellinkoff, op. ci^., p. 1953. 
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APPENDIX A 

Q-INSTRU^IENT 

Q-Sort Instructions 

DEAR SPHSA BOARD MEMBER: 

The Executive Committee earlier this week approved your 
participation in this one time study of health care 
delivery. 

Please complete the enclosed questionnaire and return it 
as soon as possible in the self-addressed envelope. 

Place the number of the statements that agree with your 
feelings and knowledge about health care in the appropriate 
grid---l-5 for strong positive feelings and most accurate 
statements and -5 for strong negative feelings and least 
accurate statements. 0 is for neutral and +4 are for var
ious gradations. Do the best you can to fit all statements 
into a slot in each matrix. 

Should you need assistance please call Mary Rooker at SPHSA 
or me at 762-7257 (Office) or 792-7070 (Home). 

Thank you very much. 

DR. SASANO. 
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APPENDIX A 

Q-INSTRUMENT 

Q-Sort Instructions (continued) 

Please let us know how you feel about health care delivery 
in the United States today by taking a few moments to 
answer this questionnaire. 

This is part of a study for a thesis in partial fulfillment 
of requirements for a Master's degree in Health Communica
tions at Texas Tech University. 

Some of the questions may be sensitive and provoke strong 
feelings, even make you angry. That is not the purpose. 
We want your opinions. 

The results of this survey will be made available to each 
participant upon request. The information obtained is 
confidential and the identity of the respondent will not 
be disclosed. Demographic information is needed only to 
analyze the Q-sort data. 
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APPENDIX A 

Q-INSTRUIffiNT 

Q-Sor t 

1. SORT STATEMENTS ACCORDING TO HOW THEY WOULD DISPOSE YOU 
FAVORABLY TOWARDS THE STATE OF HEALTH CARE IN THE UNITED 
STATES TODAY. 

MOST FAVORABLE 

+5 -f4 -1-3 +2 -fl 

NEUTRAL 

0 -1 -2 

LEAST FAVORABLE 

-3 -4 -5 
• ' ' • 

. 

1 ' 

2. PLEASE EXPLAIN \mY YOU CHOSE THE THREE MOST FAVORABLE 
STATEMENTS: 

a. 

b. AND, THE THREE LEAST FAVORABLE STATEMENTS: 

(Use the back side of this sheet if more space is needed.) 
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Q-INSTRUl^NT 

Q-Sort (continued) 

3. SORT THE STATEMENTS ACCORDING TO WHICH YOU THINK IS THE 
TRUEST REFLECTION OF HEALTH CARE IN THE UÎ ITED STATES TODAY 

MOST ACCURATE 

+5 4-4 +3 +2 +1 

NEUTRAL 

0 -1 -2 

LEAST ACCURATE 

-3 -4 -5 
1 -, 3 J 1 
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Q-INSTRUMENT 

Q-Sample 

4. STATEMENTS 

1. Individual medical doctors are the most dedicated and 
perhaps compassionate group you can imagine. 

2. The high priority (in my [a writer's] judgment) is a 
commitment to provide a minimal standard of health care to 
all Americans who require such care regardless of their 
ability to pay or their geographic location. 

3. Many doctors feel that the total elimination of cost 
to the patient stimulates trivial and inappropriate con
sultations. 

4. Doctors now have as much power as they ever did in the 
government. 

5. . . . thus a medical system that shelters its patients 
from health personnel in training must pay some price in 
later generations. 

6. The failures of the Medicare and Medicaid programs are 
attributable to the fact that they have persistently side
stepped . . . issues on the assumption that the provision of 
money alone could overcome significant failure in the orga
nization of health care. 

7. This growing demand ffor health services] and its asso
ciated costs have contributed to the current crisis in the 
delivery of modern health care . . . 

8. The medical establishment has become a major threat to 
health. 

9. At almost every age, nonwhites and the poor suffer a 
higher risk of mortality . . . 

10. If it is important that doctors treat patients as in
dividuals, it is no less important that the public respond 
to the medical profession in the same way--"doctors are hu
man, too." 
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Q-INSTRUMENT 

Q-Sample (continued) 

11. Health planning is a fantastic philosophy, a chance for 
local communities to make their own medical decisions. 

12. "We have a large staff of [foreign-] speaking doctors, 
nurses, and aides . . . they cause severe, sometimes life-
threatening communication problems . . . " 

13. It has become politically expedient to place on the 
health profession the sole responsibility for the health and 
wellbeing of all persons, and to attack them for the defi
ciencies; therefore we must . . . make clear the necessity 
for a shared responsibility. 

14. . . . the potentialities for good technical medical 
care are not the same as high quality health care. 

15. " . . . health care functions not requiring medical 
training should be delegated by the physician to other mem
bers of the health care team to the maximum extent practical, 

16. It is now almost universally accepted that government 
will become the major financing instrument for health care. 

17. The delivery of health services cries out for instant 
improvement. 

18. You gotta give the patient an incentive to be concerned 
about costs and get him to try to cut down some on his own. 

19. The lessons for us in medicine, no less than in life 
in general: not to be too quick to assume that communica
tions are received clearly by others. 

20. It is primarily the extremely busy doctor who finds it 
difficult to relate to the patient's human problems in a 
helpful manner and who becomes frustrated with such diffi
culties, while in their offices the waiting patients have 
become more numerous. 

21. There are no real surprises when the economics of 
national health insurance are discussed; all the proposals 
cost a lot. 

II 
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Q-INSTRUMENT 

Q-Sample (continued) 

22. Physicians, on the whole, have been very successful in 
protecting medical systems from external manipulation for 
non-medical purposes. For the most part even in this com
plicated age the doctor serves as the patient's agent, and 
often even as his advocate. 

23. As an increasing part of the medical bill has been paid 
by the intermediates rather than the patients themselves, 
neither doctor nor patient has been pressed or inclined to 
resist rising costs. 

24. For the most part, medical practice in the U.S. is 
organized so that it's the professional rather than the 
patient who makes most decisions on necessary action, and 
the patient frequently has no concept of the price until 
the service is already rendered. 

25. We also see . . . how little peonle of all intellec
tual and social levels understand the nature of medicine, 
the uncertainty and difficulty of practice. 

26. Expert observers agree that there is much unnecessary 
surgery in the U.S., as in the case, for example, of ton
sillectomy . . . 

27. Although American financing [in contrast to foreign] 
is more untidy--and to some extent inefficient--the mul
tiple providers of funds may contribute some vitality and 
growth to the health field. 

28. It will be greatly self-defeating just to change medi
cine and its practitioners--as important as this certainly 
will be--without simultaneous education and transforming 
the recipients. 

29. American health policy is marked by confusion, public 
and private inertia, a lack of direction and enthusiasm, 
the feeling that all is a big black abyss, 

30. When close personal relationships exist, persons are 
loathe to bring [medical malpractice] suits even when the 
doctor has made significant errors. 
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Q-INSTRUMENT 

Q-Sample (continued) 

31. It appears as if American medicine offers more fertile 
ground for a variety of ideas for innovation and change, 
but once a solid one comes along [others, the English, for 
example,] are more able to implement it on a wide spread 
basis. 

32. Furthermore, within the context of . . . hospital [care], 
physicians have shown little appreciation of or incentive 
to concern themselves with the tremendous costs resulting 
from their pattern of work. 

33. A vast amount of . . . clinical care is incidental to 
the curing of disease, but the damage done by medicine to 
the health of individual and population is very significant. 

34. Doctors collectively through their medical organizations 
have done more to block adequate medical care for people of 
this country than any other single group. 

35. . . . health care is most basically a distinctly hu
man institution and in the last analysis its success must 
be measured not by its technical virtue or its scientific 
precision but rather by its capacity to meet needs and sus
tain men by enhancing their own goals as they define them. 

36. In a medical market which is largely private, persons 
with adequate income will be able to buy services from 
practitioners of their choice, thus leaving new physician-
substitutes to provide similar services to those with les
ser purchasing power. 

37. . . . some experts suggest . . . that the pattern of 
care available in large outpatient departments of teaching 
hospitals is superior to that available from private phy
sicians in their offices. 

38. He's concerned about m.aldistribution, lack of family 
doctors, overabundance of specialists, 

39. Most doctors today seem to think they're "monarchs" 
of all they survey! They're arrogant, and they don't seem 
to care about us [the patient]. 
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Q-INSTRUMENT 

Q-Sample (continued) 

40. The society that can reduce professional intervention 
to the minimum will provide the best conditions for health. 

41. Medicine cannot be practiced without the iatrogenic 
[caused by a physician's words or actions] creation of 
disease. 

42. It has become fashionable in certain circles to be 
extremely critical of research and medical education, and 
some observers have mentioned that these findings have 
delayed patient care. 

43- . . . in some cases the character of the insurance 
policy, which frequently pays for inpatient care but not 
for outpatient diagnostic procedures, provides a further 
incentive for working the patient up in this way. 

44. The layman in medicine will himself have to acquire 
the competence to evaluate the impact of medicine on health 
care. Among all our contemporary experts, physicians are 
those trained to the highest level of specialized incompe
tence in this urgently needed pursuit. 

45. Who's the best judge of the kind of care patients are 
really getting? The nurse who spends 8 hours a day at the 
bedside, that's who. 
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Q-INSTRUI-IENT 

Demographic Questionnaire 

SUBJECT NO. AGE: SEX: 

ETHNIC BACKGROUND: 

OCCUPATION: 

ROLE IN HEALTH CARE 

LEVEL OF EDUCATION: 

POLITICAL AFFILIATION 

6. INDICATE YOUR USUAL SOURCE(S) OF INFORMATION ABOUT 
ORGAIUZED MEDICINE OR HEALTH SERVICES BY NUMBERING THE 
FOLLOWING, USING A SCALE OF ONE TO SIX, WITH ONE INDICAT
ING THE GREATEST OR MOST FREQUENT SOURCE: 

BOOKS NEWSPAPERS I^GAZINES RADIO 

TV OTHER (Please specify) 
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Q-STATEMENTS: CATEGORIZATION AND ANNOTATION 

Q-Statements Concerned With Cost of Medical Care 

Q-Statements Concerned With Accessibility and 
Delivery of Health Care Services 

Q-Statements Concerned With Quality of Health Care 

Q-Statements Concerned With Role of Government 
and/or Politics 

Q-Statements of a Miscellaneous Nature, Including 
Health Education and Research, and 

Psychosocial Factors 
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Q-STATEMENTS: CATEGORIZATION AND ANNOTATION 

Q-Statements Concerned with Cost of Medical Care 

3. Many doctors feel that the total elimination of cost 
to the patient stimulates trivial and inappropriate con
sultations (Mechanic, 1972, p. 294). 

7. This growing demand [for health services] and its 
associated costs have contributed to the current crisis 
in the delivery of modern health care . . , (Mechanic, 1972, 
p. 67). 

18. You gotta give the patient an incentive to be concerned 
about costs and get him to try to cut down some on his own 
(Ballantine, 1976). 

21. There are no real surprises when the economics of na
tional health insurance are discussed; all the proposals 
cost a lot (American Medical News, July 26, 1976). 

23. As an increasing part of the medical bill has been 
paid by the intermediates rather than the patients them
selves , neither doctor nor patient has been pressed or in
clined to resist rising costs (Mechanic, 1972, p. 283). 

27. Although American financing [in contrast to foreign] 
is more untidy--and to some extent inefficient--the multiple 
providers of funds may contribute some vitality and growth 
to the health field (Mechanic, 1972, p. 196). 

32. Furthermore, within the context of . , . hospital 
[care], physicians have shown little appreciation of or 
incentive to concern themselves with the tremendous costs 
resulting from their pattern of work. 

36. In a medical market which is largely private, persons 
with adequate income will be able to buy services from 
practitioners of their choice, thus leaving new physician-
substitutes to provide similar services to those with les
ser purchasing power (Mechanic, 1972, p. 45). 

43. . . . in some cases the character of the insurance 
policy, which frequently pays for inpatient care but not for 
outpatient diagnostic procedures, provides a further incen
tive for working the patient up in this way (Mechanic, 1972, 
p. 33) . 
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Q-STATEMENTS: CATEGORIZATION AND ANNOTATION 

Q-Statements Concerned With Accessibility and 
Delivery of Health Care Services 

2. The high priority (in my [a writer's] judgment) is a 
commitment to provide a minimal standard of health care to 
all Americans who require such care regardless of their 
ability to pay or their geographic location (Mechanic, 1972, 
p. 18) . 

8. The medical establishment has become a major threat to 
health (Illich, p. 3). 

15.^ '' . . . health care functions not requiring medical 
training should be delegated by the physician to other mem
bers of the health care team to the maximum extent practical" 
(Mechanic, 1972, p. 42). 

17. The delivery of health services cries out for instant 
improvement (Hechinger, 1976). 

20. It is primarily the extremely busy doctor who finds it 
difficult to relate to the patient's human problems in a 
helpful manner and who becomes frustrated with such diffi
culties , while in their offices the waiting patients have 
become more numerous (Mechanic, 1972, p. 70). 

24. For the most part, medical practice in the U.S. is 
organized so that it's the professional rather than the 
patient who makes most decisions on necessary action, and 
the patient frequently has no concept of the price until 
the service is already rendered (Mechanic, 1972, p. 19). 

31. It appears as if American medicine offers more fertile 
ground for a variety of ideas for innovation and change, but 
once a solid one comes along [others, the English, for exam
ple,] are more able to implement it on a wide spread basis. 

37. . . . some experts suggest . . . that the pattern of 
care available in large outpatient departments of teaching 
hospitals is superior to that available from private phy
sicians in their offices (Mechanic, 1972, p. 93). 

38. He's concerned about maldistribution, lack of family 
doctors, overabundance of specialists (Medical World News, 
August 9, 1976). 
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Q-STATEMENTS: CATEGORIZATISN AND ANNOTATION 

Q-Statements Concerned With Quality of Health Care 

1. Individual medical doctors are the most dedicated and 
perhaps compassionate group you can imagine (Medical World 
News, August 9, 1976). 

9. At almost every age, nonwhites and the poor suffer a 
higher risk of mortality . . . (Mechanic, 1972, p. 91). 

12. "We have a large staff of [foreign-] speaking doctors, 
nurses, and aides . . . they cause severe, sometimes life-
threatening communication problems . . . " (Funkhouser, 
p. 30). 

26. Expert observers agree that there is much unnecessary 
surgery in the U.S., as in the case, for example, of tonsil
lectomy . . . " (Mechanic, 1972, p. 188). 

30. When close personal relationships exist, persons are 
loathe to bring [medical malpracticej suits even when the 
doctor has made significant errors (Mechanic, 1972, p. 297) 

33. A vast amount of . . . clinical care is incidental to 
the curing of disease, but the damage done by medicine to 
the health of individual and population is very significant 
(Illich, p. 15). 

39. Most doctors today seem to think they're 'monarchs' of 
all they survey! They're arrogant, and they don't seem to 
care about us [the patient] (Ballantine, 1976). 

41. Medicine cannot be practiced without the iatrogenic 
[caused by a physician's words or actions") creation of 
disease. 

45. Who's the best judge of the kind of care patients are 
really getting? The nurse who spends 8 hours a day at the 
bedside, that's who (Funkhouser, p. 23). 
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Q-STATEMENTS: CATEGORIZATION AND ANNOTATION 

Q-Statements Concerned With Role of Government 
and/or Politics 

4. Doctors now have as much power as they ever did in the 
government (Medical World News, August 9, 1976). 

6. The failures of the Medicare and Medicaid programs are 
attributable to the fact that they have persistently side
stepped . . . issues on the assumption that the provision of 
money alone could overcome significant failure in the organi
zation of health care (Mechanic, 1972, p. 282). 

11. Health planning is a fantastic philosophy, a chance for 
local communities to make their own medical decisions (Amer
ican Medical News, July 26, 1976). 

13. It has become politically expedient to place on the 
health profession the sole responsibility for the health 
and well-being of all persons, and to attack them for the 
deficiencies; therefore we must . . . make clear the neces
sity for a shared responsibility (Levenson, 1976). 

16. It is now almost universally accepted that government 
will become the major financing instrument for health care 
(Somers, 1976) . 

22. Physicians, on the whole, have been very successful in 
protecting medical systems from external manipulation for 
non-medical purposes. For the most part even in this com
plicated age the doctor serves as the patient's agent, and 
often even as his advocate (Mechanic, 1972, p. 216). 

29. American health policy is marked by confusion, public 
and private inertia, a lack of direction and enthusiasm, 
the feeling that all is a big black abyss (American Medical 
News, July 26, 1976). 

34- Doctors collectively through their medical organizations 
have done more to block adequate medical care for people of 
this country than any other single group (Medical World News, 
August 9, 1976). 

40. The society that can reduce professional intervention 
to the minimum will provide the best conditions for health 
(Illich, p. 274). 
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Q-STATEMENTS: CATEGORIZATION AND ANNOTATION 

Q-Statements of a Miscellaneous Nature, Including 
Health Education and Research, and 

Psychosocial''̂ " Factors 

5. . . . thus a medical system that shelters its patients 
from health personnel in training must pay some price in 
later generations (Mechanic, 1972, p. 17). 

10.^ If it is important that doctors treat patients as 
individuals, it is no less important that the public respond 
to the medical profession in the same way--'doctors are hu
man, too' (Levenson, 1976). 

14. . . . the potentialities for good technical medical care 
are not the same as high quality health care (Mechanic, 1972, 
p. 93). 

19. The lessons for us in medicine, no less than in life 
in general: not to be too quick to assume that communica
tions are received clearly by others (Levenson, 1976) . 

25. We also see . . . how little people of all intellectual 
and social levels understand the nature of medicine, the 
uncertainty and difficulty of practice (Levenson, 1976). 

28. It will be greatly self-defeating just to change medi
cine and its practitioners--as important as this certainly 
will be--without simultaneous education and transforming the 
recipients (Levenson, 1976). 

35. . . . health care is most basically a distinctly human 
institution and in the last analysis its success must be 
measured not by its technical virtue or its scientific 
precision but rather by its capacity to meet needs and sus
tain men by enhancing their own goals as they define them 
(Mechanic, 1972, p. 300). 

42. It has become fashionable in certain circles to be ex
tremely critical of research and medical education, and some 
observers have mentioned that these findings have delayed 
patient care (Mechanic, 1972, p. 17). 

''philosophical, global or expansive considerations of 
health matters, also encompassing health professionals. 
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Q-STATEMENTS: CATEGORIZATION AND ANNOTATION 

Q-Statements of a Miscelleneous Nature (continued) 

44. The layman in medicine will himself have to acquire 
the competence to evaluate the impact of medicine on 
health care. Among all our contemporary experts, physi
cians are those trained to the highest level of specialized 
incompetence in this urgently needed pursuit (Illich, p. 6) 
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DEMOGRAPHIC DATA 

Favorable Q-Sort 

Credible Q-Sort 
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APPENDIX D 

SUBJECT RESPONSES TO 
OPEN-ENDED QUESTIONS 

Subject No. Answers to Open-Ended Questions 

062 a. 1, Physicians will remain the most impor
tant members of health care teams. There
fore, dedicated physicians (dedicated to 
providing good care) , are most important to 
good health care, 
35, This is the most global statement about 
the ultimate objective of health care. 
15. Both financially and functionally the 
improvement of health care depends on better 
utilization of physicians, which comes from 
greater roles for other members of the team, 

b. 34. Ideally (the mode we're in here) the 
blocking of good care by physicians would be 
the most serious imaginable catastrophe. 
8, This is a restatement of 34. 
29, Medical care cannot succeed without 
public understanding and support. 

• 
006 a. No response 

b. No response 

133 a. 13. Consumers of health care need to share 
responsibility of taking care of themselves 
with their providers. 
28. Need of education on part of all groups 
and individuals involved. 
35. Health care must be to some degree re
sponsive to the perceived needs of those who 
utilize the system, 

b. 9. Inequality of the delivery of health 
care and education is one of the big sins 
of our society. 
24- With only the provider making the de
cisions, he must provide cost information 
or be aware of financial status of the pa
tient (not merely does the patient have 
health insurance). 
32. Physicians must learn to seek alterna
tive treatment settings because of high and 
rising cost associated with inpatient care. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

037 a. 1, 2, 35. The three favorable statements 
are not necessarily accurate. They express 
an idealistic situation which could hope
fully dispose an observer to respond posi
tively to the medical profession, 

b. 44. I don't believe the average layman will 
educate himself at all. The preconceived 
belief of highly trained incompetence is not 
held in general. 
41. Is not an accurate statement--only 
derogatory. 
33. Although damage done in clinical care 
is significant, it is nonetheless insignif
icant when counting non-damaged recipients 
of clinical care. 

047 a. 2. This is a timely statement--some thought 
was given to provide minimal care while ac
tually such care should be made available--
not provided. 
7. We do have a crisis and these are two 

major contributing factors though there are 
others. 
15. Some of the doctor's activities can 
and should be delegated to relieve the situ
ation. 
13. A shared responsibility is a must and 
perhaps too much blame has been placed on 
the health profession. 
These represent the present problems and 
some suggested solutions, 

b, 6. Too much blame has been put on the 
Medicare and Medicaid programs. VJhen ini
tiated it filled a needy gap but it has 
not kept pace with changing times--only is 
raising patients' contributions. I do not 
believe that any assumption was made that 
money would solve all problems--It was a 
big step at that time and was about all the 
public was able to take or understand as 
well as accept. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

047 8. This is false because the medical estab-
(continued) lishment has worked toward improved health 

practices. True there are some aspects of 
self-protection but this is true in any pro
fession. 
12. Experience shows these people to take 
more time for explanations than natives. 
These are statements that confuse people and 
cloud the issue. There may be some truth 
in some of the statements but progress is 
impeded often instead of being accelerated. 

049 a. 6, 13, 18. These are three statements which 
have great impact on existing health pro
blems today, 

b, 8. Don't like tone of statement, 
12, True--and don't like it, 
16, Don't like concept. 

068 a. 3. I chose this statement because I know 
many people who are semi-hypochondriacs and 
the only'thing that keeps them from living 
in the doctor's office is the expense, 
5. I chose this statement because I feel 

we are in this situation in some ways today 
--I think on-the-job training is important, 
12. I chose this statement because I think 
if we had a lot of foreign doctors in this 
country, it could cause serious communica
tion problems and thus threaten many more 
lives, 

b. 8. I think this statement is absurd be
cause I think the establishment does well 
with the resources available to it. 
44. I think physicians are really able to 
evaluate the effect of medicine on health 
care better than the average person. 
31, I think Americans do more in both in
novation and in implementing new ideas than 
any other country once these ideas have 
been thoroughly tested. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

078 a, 1. If a doctor is not dedicated, he should 
not be a doctor. 
2. No excuse is good enough when an acci
dent victim is turned away from a hospital 
and left to die. Refusing to help a hurt 
human being is the most inhuman thing any
one can do, and if private concerns are 
incapable of showing compassion toward their 
fellow-humans, then there should be some 
kind of government provisions to pay for 
emergencies to sustain life. 
11, Since there are such vast differences 
in different localities as far as population 
is concerned, local communities would be 
better qualified to understand and respond 
to the needs of their people. 

b. 6, Medicare is so snarled up that every
body gets the benefit except the patient. 
The system is inefficient and the help is 
incompetent. Furthermore Medicare does 
not provide adequate protection for the se
nior citizen when he is sick. It is the 
government's responsibility to protect its 
older citizens when they are in need of 
health care, also if it were not for the 
many tax dollars that the senior citizens 
contributed during their productive years, 
there would be no government. We are liv
ing in a dream-world, we are supporting 
the whole world and neglecting our own. 
It is time for more health care and a lit
tle less word-care, 
12. The majority of foreign doctors, I am 
sure, are fine, dedicated physicians but 
many of them have difficulties communica
ting with their patients, not only because 
of language but because of the difference 
of their cultural background. In many 
foreign countries status of a physician is 
extremely elevated compared to that of the 
ordinary citizen, so that his word almost 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

078 becomes supreme law, to be obeyed by his 
(continued) patient without question. Americans, be

cause of their democratic background, have 
a tendency to ask too many questions; they 
do not always consider their doctors' word 
as the ultimate. Foreign doctors take this 
as a personal rejection and they get quite 
hostile and arrogant. This phenomena exists 
not only between foreign doctors and Ameri
can patients but also between foreign doc
tors and American doctors. 
29. No response shown. 

082 a. 37. Large OP depts of teaching hospitals 
have experienced teaching staff, equipment, 
laboratories, etc., not available to the 
private practitioner, including teaching 
procedures & followup audit of patient 
treatment, progress etc. 
1. This is true of countless individual 

physicians in all levels and specialties, 
17. Too many rural areas in this country 
have counties rated as "medically under-
served" by criteria established by the 
government. This is a fact, 

b. 3. Something for nothing or practically 
for nothing allows unreasonable persons, 
particularly hypochondriacs the opportunity 
of using health facilities unreasonably and 
at the slightest feeling of personal discom
fort. This practice delays treating per
sons who are in priority need, 
7. The practices as listed in item 3 have 
directly contributed to the growing cost of 
health care, etc. 
32. Since health facilities and physicians 
are assured of compensation/reimbursements 
etc., there is little incentive to discour
age the "abuser" of health service request 
as it would eliminate income. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

083 a. 16. I feel that it is inevitable that we 
will have it whether we want it or not. 
9, According to most of the articles I 
read, I feel that this is true. They do 
not have as good diet, prenatal care, 
transportation to health care facilities, 
cannot afford medication, do not have edu
cation necessary to realize importance of 
compliance, and motivation for treatment. 
19. Communication gaps seem to cause so 
many errors and misinformation in pts, 

b. 33. Medicine is not perfect, but I feel 
that its merits outweigh its shortcom
ings, 
8. Ridiculous--statistics would prove 
increased life span, demise of polio, 
smallpox, etc. 
44. Most M.D.'s are competent, as in every 
profession there are a few bad apples. 

085 a. 9. Some of our people who are uneducated 
and without funds are unable to seek medi
cal help. 
19. The highly educated person sometimes 
talks above the patient's head. 
38. An individual seeking medical help 
usually cannot see only one doctor for any 
illness. 

b. 1. Too many times the doctor doesn't take 
time to explain to a patient on his level 
of understanding. 
17. I would not say we have an instant need 
but certainly a great need in the future. 
16. Probably a large number believe that 
government will become the major financing 
instrument for health care. 

Q35 a. 13. I feel the patient's responsibility for 
his own health is sometimes overlooked and 
all blame shifted to the health professions 
and the "system." 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

086 19. Communication clarification is vital 
(continued) in the doctor-patient relationship. 

43. Insurance policies requiring inpa
tient care for diagnostic procedures to be 
covered have been a culprit in increasing 
hospital admissions, 

b, 8. The individual patient can do little 
except first avoid necessary treatment to 
cut costs. One frequently hears the re
commendation to get another opinion but few 
can afford this option. 
18, I feel the majority of medical care 
is beneficial to the health of the indivi
dual and population. 
33. I feel the medical establishment is 
not the major culprit in health care, rather 
factors such as inflation, welfare, etc. 

102 a. 15. Health care persons should operate as 
a team. Physicians should delegate respons
ibilities so that in all phases of medicine 
excellent care should be given. Every area 
should be covered by a professional (etc., 
x-ray, lab) and relieve the M.D. of trivial 
tasks so he's completely free to read re
sults, diagnose and trenL". 
19. Care can't be excellent unless it is 
understood by the patient. All communica
tions should not be assumed to be under-
stood--it should be explained. Home care is 
only as good as the patient has been ex
plained all directions to take. Communica
tions make the difference between preven
tative medicine and learning proper care or 
poor, haphazard care. 
28. Change can only be accomplished when 
everyone knows what the changes are and who's 
responsible for the change. Change for the 
better must be explained or people revert to 
old habits and resentments. 



167 

APPENDIX D 

SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No, Answers to Open-Ended Questions 

102 b. 44. The layman, many times, doesn't want 
(continued) to evaluate the impact of medicine on health 

care. The physician sometimes doesn't want 
to take the time to educate the layman to 
evaluate health care. The layman doesn't 
know where to go to learn more about medicine 
also. 
20. The busy doctor frequently looks at 
the pt, primarily as a disease instead of a 
total patient with m̂ any different problems. 
After a pt, waits 1-2 hours to see a doc
tor he hopes for some real insight to his 
illness and predisposing factors but in
stead may receive 15 min. of quick exams, 
Rx's and a tired M.D. 
39, I believe some Drs, think they are 
"monarchs" and really turn off patients. 
They come in, mutter a few medical sound
ing words and leave without any real expla
nations. Because some are arrogant the pt. 
may be afraid to ask questions for fear of 
"sounding stupid." 

090 a. 10, 15, 7. The medical delivery situation 
in the country will probably worsen beyond 
the present mess. I believe the image of 
the American Medical Association is worse 
than individual physicians. The AMA stance 
is historically conservative, i.e., oppos
ing Social Security, Medicare, etc., but 
the continuing abuse by a significant number 
of private physicians of federally funded 
programs is hurting the image of private 
doctors. 

b. 20, 22, 43. The general public is becoming 
increasingly skeptical of the advocacy qual
ity in private physicians--Most people see 
Marcus Welby, M̂. D. as just a TV program--
not much else. This is unfair to those 
physicians who demonstrate integrity and 
competence. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

092 a. 19, 29, 35 - I feel that communication plays 
an important part in the treatment of pa
tients. I find people unconcerned about 
the health care until it happens to them. 
Medical communication to the patient as 
well as the public through the media is 
important to note the wrongs and maybe do 
something except cuss. All three questions 
are related to this one comment, 

b. 39. Doctors show much concern for their 
patients and their well being. If they 
didn't they shouldn't be doctors. I feel 
this is no problem. 
41, Medicine can be practiced whether 
disease or not; one has to find it first, 
42, Research has proven its worth in cur
ing and alleviating discomfort. Keep it 
up. 

093 a. 1. Dr.'s are dedicated because of long 
years of schooling and long hours in and 
out of school. They are compassionate, 
else they could not stand to deal with sick 
people daily. 
38. Maldistribution, etc. is a real prob
lem for rural, isolated areas in this 
country. 
19. Communication is one of our most impor
tant areas. 

b, 8. I do not understand how the medical 
establishment is a threat to health when all 
services are provided by same. 
18. If you had to pay my medical insurance 
premiums and taxes, you'd think that is 
incentive enough, 
40. It seems to me that professional in
tervention is the most crucial part of health 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

094 a. 1. My feeling that most doctors are dedi
cated and compassionate is based on experi
ences when several members of my own family 
have had long illnesses, and my observations 
while working in hospitals over a period of 
several years. 
19. Medical terminology is not easily un
derstood by most lay-people; many times 
patients hesitate to ask too many questions, 
fearing the busy physician does not have the 
time for lengthy explanations. 
38. Numerous articles in newspapers and 
magazines stress a real need for family phy
sicians in rural areas, 

b. 8. I strongly disagree that the medical 
establishment has become a major threat to 
health and feel quality care is given in 
most instances. 
18. I feel patients are already very con
cerned about the cost of medical care and 
would not need to be given an incentive to 
try to cut down on their own, 
40, I certainly would not want any person 
other than a professional providing my 
health care. 

098 a. 16, 35, 13. At the moment they seem appro
priate. Medicine and health care in these 
times seem to be in a state of flux and no 
one person or group of persons seems to 
know where they are headed or what the out
come will be. 

b. No response, 

-ĵOi a, 1, 2, 35. If true they would show that the 
health care is most likely to be the best 
that consumers can possibly get, and few 
people would get left out. 

b. 8, 33, 39. If true, they would show the 
opposite of good health care. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No, Answers to Open-Ended Questions 

103 a. 17, 2, 35. Quality health care should be 
available to all regardless of ability to 
pay. Changes should be made to bring this 
about. 

b. 12, 18, 8. I have worked with foreign-
speaking health personnel and have found 
them to be top-quality professionals. 

Patients should not be responsible for 
reduction of health care. They know very 
little about modern health care, and are 
sometimes victims rather than patients. 

The medical establishment has faults, 
but it is not a threat. 

106 a. No response, 
b. No response. 

107 a. 2,3, 7. These statements reflect my feel
ings . 

b. 1, 4, 14. From what I read, hear and •••ac 
these statements are true. 

108 a. 2, 3, 39. These are my feelings on perso
nal basis and direct contact, plus through 
articles. 

b. 1, 4, 14. Same as above. 

110 a. 10. I feel a physician should recognize a 
person as a human being and not a "comput
erized" patient. He should realize all 
human beings have dignity and this should 
be respected. Likewise, the patient should 
see his physician as a human being and not 
a machine. 
5. Health personnel in training need ex
posure to the "real thing" in order to learn 
and develop professional experience. 
20. If a doctor could be in a position to 
limit his practice to 8 patients a day, this 
would be most satisfying to him and his 
patients. He could then give them the time 
and personal attention required. 
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SUBJECT loidPONSE TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No, Answers to Open-Ended Questions 

110 b, 40. There must be some intervention by; the 
(continued) medical professional to provide the best 

conditions for health. Even if they are 
only a part of the program, this contribu
tion is a necessity. 
8. I do not believe the medical establish

ment has become a real threat to health. I 
believe they still realize the need for bet
ter health care and for the indigent. 
44. I have not been made aware of the fact 
that all physicians are incompetent in 
evaluating medicine in health care. This 
is like saying all football players are 
incompetent to coach football. 

111 a. 19. Realizing that communication between 
patient and health care personnel is a 
problem is very significant and must be 
reckoned with. 
30. Close personal relationships instill 
more trust and diminish suspicion. 
35. Having capability of meeting needs is 
definitely more essential than scientific 
precision; puts human element into a very 
human science, 

b. 12. Communication is essential - feel lan
guage barrier is a very serious problem, 
26, It is disturbing to think that more 
concern is not given before some surgeries 
are done, I know a case where a lump was 
surgically removed from a breast even though 
it was known to consist of a liquid substance 
which could be removed with a syringe and 
the lump had diminished in size signifi
cantly from the time it had been discovered. 
32. Costs continue to rise and efforts to 
cut costs are challenged by individual 
physicians and health care administrators 
and especially medical organizations. They 
can always come up with numerous reasons 
and excuses why costs must continue to rise. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No, Answers to Open-Ended Questions 

112 a. 17. With a country as great as ours is, 
it is shameful that we have such poor health 
care for our elderly. 
10. The general public expect doctors to 
perform miracles - to actually become God. 
Patients as well as doctors have to work 
together and trust each other. A little 
faith in each other would help too, 
1. This is the way I wish the medical 

profession could truly be. 
b. 8. Politics have ruined the basic concept 

of health care. 
20. Lack of time and the introduction of 
more and more paperwork reduce most doctors 
to a state of dwindling compassion for his 
patients. By assigning only a certain 
amount of time to each patient, it becomes 
an assembly line. 
13, This won't work. Neither politicians 
nor physicians can blame the other for the 
poor health care of our nation. It must be 
a shared responsibility. 

117 a. 1. Confidence in physicians plays an im
portant role in good health care. 
28. Awareness of health for oneself and 
being able to comply with the directives 
of the health care team help to improve the 
degree to which quality health care will aid 
the individual. 
10. Believing that the physician is an om
niscient being without possible flaws in 
judgment can only put more pressure on the 
physician and encourage a lack of communi
cation with the patient and family, 

b. 40. Improved conditions for health care can 
only be achieved by cooperation between the 
lay and the professional. 
8. To say that the health care group has 

become a threat is to degrade the only group 
who is competent to administer health care. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

117 44. This is a slam at the physician's 
(continued) knowledge of medicine. If indeed the phy

sician is incompetent in this pursuit, the 
patient is to blame also for not providing 
information about his response to medica
tion. 

119 a. 7, 9, 15. By observation. 
Facts presented by the various 

a. 
b . 

7, 9, 15 . 
6, 8, 12 . 
med ia . 

122 a. 3. An integral part of my job is dispens
ing free medications to patients who receive 
free medical care. I feel many people take 
advantage of this free service only to pass 
the time of day. They use their eligibility 
whether they are in need or not. 
22. I believe that physicians resent anci 
fight manipulations, and as a whole are in
clined to the well-being of their patients. 
15. There are many demands for medical ser
vices that only a fully qualified physician 
can perform and delegating lesser respons
ibilities would free him to receive more 
education and thus increase his value to 
his patients, 

b. 43. I would not be favorably disposed to
ward the medical profession if I believe 
this statement. I do believe it so it does 
not dispose me favorably towards it. 
44. Why not the patient himself--if he gets 
what he pays for who complains? 
45. Assinine statement. 

•|̂27 a. 3. Many people will misuse "freebies," If 
one knows he is going to have to spend his 
own hard-earned money for a physician's 
services, he may think twice before running 
to the doctor for something like the "snif
fles." 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

127 24. In the first place the doctor is the 
(continued) one qualified to make medical decisions and 

in the second place when a doctor tells the 
patient that he needs this or that medical 
service, the patient will not usually stop 
and ask how much it costs before he agrees. 
To most people, life and good health are 
more important than money. 
19. I think lack of communication could be 
considered as one of the major problems of 
the human race. It is easy to see how a 
misunderstanding between a patient and a 
physician, a nurse and physician or even 
two physicians could result in a crisis, 

b. 23. I do not completely agree with this 
statement because I think most people are 
inclined to fight rising costs of any kind. 
I also feel that even though we may not pay 
for the "free" part of the services we are 
all paying indirectly. 
3. Same as above. 
19. Same as above. 

129 a. 22, 34, 35. I feel the doctor does serve as 
the patient's agent. No one knows better 
than the doctor the problems external mani
pulation would and could cause the practice 
of efficient medicine. I feel question 34 
is basically the same as #22 but worded dif
ferent, therefore same feelings to this 
question. Medicine should meet the needs of 
man as a whole since this is its main objec
tive, 

b. 12, 39, 44- I do not feel that (foreign) 
speaking medical people cause life-threaten
ing problems. Many patients do not speak 
English, and it helps to speak another 
tongue. If a doctor, nurse etc. speaks a 
foreign language they also would be profi
cient in English, Question 39 is too ridic
ulous to deserve consideration, or an 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

129 answer. I feel the layman should educate 
(continued) himself in the field of health care but to 

state that a doctor is trained to special
ized incompetence should insult the intelli
gence of the average layman if he believes 
this . 

142 a. 15. To leave more time to the professional 
physician for more technical problems. 
10. Physicians for the most part are doing 
their very best for each individual--work 
longer and harder than most people--they de
serve our consideration to the fullest. 
22. The patient trusts his physician to do 
the best for him personally--and trusts him 
to make medical and professional decisions 
for him in his (the patient's) best interest 

b. 44. Physicians are not trained to special
ized incompetence. The layman cannot do 
the work of a trained professional--that 
would be extremely dangerous. 
39. Physicians as a whole do not rule as 
"monarchs," They are not an un-caring group 
They are in fact a most caring group. I 
object to this statement. 
34. Physicians would not block the very 
thing they have spent years--and money--to 
train themselves for. 

015 a. No response, 
b. No response. 

053 2, 16, 36. The poor in reality do not re
ceive the best or as good medical care as 
the more affluent. Part of the problem is 
the patchwork funding which results in much 
paperwork. Funding from one source should 
be easier to administer and at the same 
time provide better medical care. 
13, 22, 38. From my experiences doctors re 
centiy have put priority on those that can 
pay. Regardless of medical need. 



176 

APPENDIX D 

SUBJECT PvESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

055 a. 1. Individual dedication of physicians is 
a reality in the U.S. I have been personally 
exposed to this and wish everyone had the 
same opportunity. 
10. Doctors really are "human" also but not 
always regarded thus. 
15. This would allow the physician to prac
tice medicine rather than file bureaucratic 
tape exercises, 

b. 8. Why? 
13. Sole responsibility? 
41. Physicians do not create disease. 

150 a. 2, 7, 9. I think most people agree that all 
Americans are entitled to minimal health 
care; however, there is much disagreement as 
to which type of system is best to meet the 
demand. VJhile the poor and minority groups 
have become more vociferous in their de
mands for better health care, in most in
stances our delivery systems have not ade
quately met their demands. I don't feel 
this is entirely the fault of the health 
care systems as there are sociological and 
political implications also involved. These 
groups lack the education and political 
clout needed to better their situation and 
so are higher risk groups, 

b. 8, 39, 45. I don't feel you can single out 
any one group in the health professions as 
a major threat to health care, nor do I be
lieve Drs. don't care about patients any
more. Certainly a nurse can evaluate the 
kind of care a patient gets for eight hours 
(assuming she does bedside nursing), but 
this hardly makes her an expert on overall 
health care services. I think singling out 
one group as the experts or the "bad guys" 
leads to more disruptions in delivery sys
tems and I would favor a more integrated ap
proach for health professionals. 
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SUBJECT RESPONSES TO OPEN-ENDED 
QUESTIONS (continued) 

Subject No. Answers to Open-Ended Questions 

096 a 13, 19, 21, Experience, statistics, review 
of literature and information from multiple 
sources. I believe in well trained person
nel, not those politically motivated critics. 
Failure to properly communicate results in 
many adverse related problems. The cost of 
health is tremendous and much waste apparent, 

b. 40, 44, 45. History of medicine negates 40. 
In regard to 44 no man can be properly edu
cated in all fields and majority of physi
cians are competent, honest and industrious. 
Nurses competent in their field are cer
tainly not adequate judges of well-trained, 
competent physicians and would not make such 
a claim. A frustrated nurse, probably 
highly ambitious for Federal job might do so. 

097 a. 35, It will prolong life in man. The need 
is present. 
17. It would meet the needs of society. 
Nothing else has, 
16. It's favorable only in a negative way. 
It must be and nothing else can support it 
the way it's going (ms.)--How well it will 
be used is questionable, 

b, 44, It's impossible. 
39! With this attitude I suspected (he, she, 
it?) not any physician would act cool. 
45. It's not true in those I've known 25-30 
years. 
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CONDITION A (FAVORABLE Q-SORT) 

Unrotated Factor Matrix 

(All Decimal Points Omitted) 

Sub
ject 

062 
006 
008 
010 
133 
018 
023 
033 
037 
038 
044 
047 
049 
068 
070 
074 
077 
078 
079 
082 
083 
084 
085 
086 
102 
090 
091 
092 
093 
094 
095 
096 
097 
098 
100 

Vari
able 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 

I 

70 
45 
25 
24 
47 
33 
05 
21 
77 
02 
38 
64 
54 
40 
-26 
36 
42 
60 
39 
37 
45 
19 
07 
52 
58 
38 
-15 
44 
56 
73 
14 
27 
34 
59 
48 

II 

15 
45 
-07 
16 
22 
-09 
-29 
-38 
05 
-30 
-40 
-10 
21 
-26 
-29 
00 
-32 
16 
13 
40 
-37 
-25 
-52 
-26 
07 
-35 
-27 
-17 
-09 
-29 
-16 
-20 
-32 
08 
44 

III 

05 
-05 
56 
50 
28 
20 
11 
-25 
-05 
-13 
-12 
-09 
25 
16 
16 
-19 
-06 
40 
12 
05 
-08 
01 
27 
26 
-05 
-23 
14 
-07 
-11 
-08 
19 
-35 
-27 
-10 
29 

Factor 
IV 

-18 
-25 
-01 
07 
39 
-33 
-04 
-03 
-03 
-19 
-38 
-03 
37 
06 
08 
32 
00 
-12 
38 
-07 
31 
30 
05 
27 
-10 
32 
20 
06 
09 
-08 
35 
35 
-14 
13 
02 

V 

18 
12 
04 
06 
-10 
39 
-02 
05 
-24 
18 
-29 
-04 
-21 
-21 
-21 
07 
08 
09 
-10 
07 
21 
37 
02 
07 
06 
-06 
28 
-28 
26 
26 
-13 
02 
00 
03 
-21 

Loadings 
VI 

11 
11 
-19 
25 
01 
08 
24 
-32 
-10 
14 
16 
-38 
02 
23 
-17 
-20 
-19 
-11 
09 
10 
27 
19 
13 
-08 
-10 
-02 
07 
-01 
-12 
-25 
-37 
12 
-04 
-09 
26 

VII 

18 
01 
16 
21 
-06 
-03 
-16 
13 
13 
-19 
11 
-20 
-11 
-20 
01 
01 
-26 
01 
-13 
23 
20 
14 
-07 
-28 
20 
23 
12 
15 
04 
-08 
32 
-38 
12 
-04 
05 

VIII 

26 
26 
20 
-10 
01 
-12 
-38 
00 
-12 
31 
08 
-16 
-03 
05 
00 
-18 
29 
-07 
00 
06 
15 
-08 
-22 
-11 
-05 
14 
-02 
-15 
02 
23 
-04 
20 
-48 
-02 
-16 

IX 

-15 
00 
14 
-09 
15 
04 
-25 
02 
07 
-07 
-07 
-07 
-07 
-05 
-13 
14 
19 
05 
06 
-05 
-17 
-13 
-16 
07 
-05 
06 
-22 
-09 
06 
-16 
03 
09 
15 
24 
03 

X 

12 
15 
15 
-17 
05 
13 
24 
30 
02 
00 
03 
-17 
20 
22 
-01 
07 
-12 
-06 
-26 
-04 
-08 
11 
06 
-10 
-16 
07 
-13 
16 
-03 
-06 
11 
-07 
-13 
08 
-19 
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CONDITION A (FAVORABLE Q-SORT) 

Unrotated Factor Matrix (continued) 

Sub
ject 

101 
103 
106 
107 
108 
110 
111 
112 
115 
117 
118 
119 
120 
122 
123 
126 
127 
128 
129 
140 
141 
142 
015 
053 
055 
056 \y »• \J 

150 a. ^ vy 

130 JL ^ \J 

131 

Vari
able 

36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 

I 

80 
18 
-04 
-08 
-16 
44 
63 
58 
30 
60 
66 
55 
07 
50 
34 
36 
48 
20 
43 
09 
39 
70 
81 
-05 
56 
54 
47 
48 
36 

II 

03 
-44 
-62 
-68 
-64 
-28 
35 
25 
-25 
31 
37 
-41 
-04 
21 
07 
-22 
-39 
-12 
-30 
-20 
07 
-12 
00 
-64 
-06 
36 
-31 
41 
-07 

III 

-08 
31 
29 
28 
28 
-28 
01 
-09 
-22 
-08 
-01 
20 
-11 
11 
16 
02 
-07 
-04 
-01 
-10 
-40 
-43 
06 
-09 
06 
-02 
05 
21 
13 

Factor 
IV 

-06 
00 
-04 
-03 
-07 
05 
-03 
-12 
-14 
15 
02 
-36 
-10 
-29 
20 
17 
-04 
-21 
-11 
44 
06 
05 
03 
-36 
-13 
-30 
-04 
-18 
-24 

V 

10 
25 
-16 
-22 
-17 
12 
-17 
-03 
04 
-10 
-03 
04 
-64 
08 
42 
-22 
-08 
-31 
-30 
-09 
-15 
00 
-08 
16 
-01 
08 
18 
-07 
-22 

Loadings 
VI 

-02 
01 
07 
08 
20 
26 
18 
01 
28 
18 
-10 
-02 
26 
-14 
-04 
-19 
12 
-28 
-35 
02 
24 
03 
09 
00 
-01 
-03 
10 
-01 
-06 

VII 

15 
01 
01 
-01 
-06 
-16 
10 
18 
40 
-16 
13 
-15 
-10 
-19 
-29 
06 
03 
-16 
10 
10 
-13 
-13 
11 
21 
15 
-22 
-19 
-08 
-19 

VIII 

04 
-05 
20 
15 
25 
-06 
-11 
07 
-06 
16 
04 
-07 
-13 
14 
-21 
10 
19 
-06 
-05 
08 
-11 
05 
17 
-09 
-17 
-08 
-39 
19 
-07 

IX 

01 
-09 
17 
20 
17 
-11 
06 
-02 
12 
-49 
-09 
-21 
08 
-05 
-01 
-28 
14 
-26 
-18 
-15 
-08 
11 
23 
-03 
08 
15 
28 
01 
-10 

X 

-16 
-08 
-08 
-04 
-04 
-15 
-09 
16 
-03 
-06 
-06 
-07 
-07 
-16 
33 
-15 
34 
24 
-22 
00 
18 
-12 
07 
-08 
13 
-01 
-10 
07 
10 



181 

APPENDIX E 

CONDITION A (FAVORABLE Q-SORT) 

Hand-Rotated Factor Matrix 

(All Decimal Points Omitted) 

Subject 

062 
006 
008 
010 
133 
018 
023 
033 
037 
038 
044 
047 
049 
068 
070 
074 
077 
078 
079 
082 
083 
084 
085 
086 
102 
090 
091 
092 
093 
094 
095 
096 
097 
098 
100 

Variable 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 

I 

66 
36 
19 
24 
44 
34 
10 
25 
74 
06 
33 
63 
50 
44 
-19 
33 
20 
55 
38 
29 
49 
22 
17 
57 
55 
41 
-09 
45 
55 
75 
17 
27 
36 
55 
41 

Factor Loadings 
II 

24 
50 
33 
00 
18 

-08 
-19 
-20 
19 

-21 
-25 
07 
18 

-22 
-36 
13 

-22 
09 
07 
41 
-21 
-19 
-54 
-24 
18 

-15 
-32 
-04 
06 
-09 
-18 
00 
-11 
22 
47 

III 

24 
50 
33 
00 
18 
08 
19 
20 
19 
21 
25 
07 
IS 
22 
36 
13 

• 22 
09 
07 
41 
21 
19 
54 
24 
18 
15 
32 
04 
06 
09 
18 
00 
11 
22 
47 
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CONDITION A (FAVORABLE Q-SORT) 

Hand-Rotated Factor Matrix (continued) 

Subject 

101 
103 
106 
107 
108 
110 
111 
112 
115 
117 
118 
119 
120 
122 
123 
126 
127 
128 
129 
140 
141 
142 
015 
053 
055 
056 
150 
130 
131 

Variable 

36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 

I 

77 
26 
08 
05 
01 
45 
56 
51 
31 
53 
58 
62 
06 
44 
33 
38 
52 
21 
46 
11 
34 
67 
79 
04 
57 
46 
51 
41 
37 

Factor Loadings 
II 

20 
-48 
-67 
-73 
-69 
-06 
42 
36 
-08 
42 
46 
-34 
02 
24 
06 
-14 
-23 
-05 
-18 
-12 
28 
18 
12 
-55 
02 
43 
-20 
47 
-04 

III 

20 
48 
67 
73 
69 
06 
42 
36 
08 
42 
46 
34 
02 
24 
06 
14 
23 
05 
18 
12 
28 
18 
12 
5̂ 
0 ' 
4J 

20 
47 
04 

Note: For interpretation. Factor 1 = 1 ' , Factor II = 
II" anci Factor III = H I . 
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CONDITION A (FAVORABLE Q-SORT) 

Standard Scores 
(N = 45) 

Score and Ranking on Factor 
Statement I II III 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 

0.2 
1.0 
1.0 
0.4 
0.3 
0.0 
0.9 
2,0 
1.4 
1.1 
0.2 
0.9 
1.3 
0.5 
1.7 
1.5 
0.6 
0.3 
1.2 
0,4 
1.3 
0.4 
0.5 
0.7 
0.3 
0.7 
0,3 
0,6 
0.5 
0.3 
0.8 
0.2 
1.3 
1.9 
•1.0 
0.1 
0.4 

24 
38 
37 
15 
25 
23 
35 
1 

43 
39 
20 
8 
43 
30 
45 
44 
31 
18 
40 
27 
42 
14 
29 
33 
26 
34 
16 
32 
12 
17 
10 
19 
7 
3 
36 
21 
13 

0.2 
0.4 
1.1 
1.0 
0.8 
0.7 
1.8 
2.0 
0.5 
0.2 
0.2 
0.1 
1.3 
0.1 
0.8 
0.4 
0,8 
0.3 
0.8 
0.9 
1.4 
0.8 
0,6 
1,4 
0.7 
0.3 
1.2 
0.9 
1.1 
0.9 
1.1 
0.2 
1.0 
1.8 
0.3 
•2.0 
•0.7 

25 
28 
39 
9 
35 
32 
44 
1 
29 
27 
26 
23 
41 
24 
34 
14 
12 
17 
37 
38 
42 
36 
30 
43 
33 
16 
40 
11 
7 
10 
6 
20 
8 
3 
15 
45 
31 

1.6 
-1.9 
-1.2 
0.7 
-1.6 
0.3 
-1.9 
0.5 
-2.1 
-0.3 
1.5 
-0.5 
0.5 
1.0 
-0,4 
-1,3 
-1,2 
0,1 
-1,4 
-0.7 
-0.3 
0.9 
1,0 
0.1 
0.8 
-1,6 
0.2 
0.3 
1.0 
-0.3 
-0.3 
0.0 
-0.7 
0.7 
-0.5 
-0.1 
0.3 

1 
43 
37 
13 
41 
18 
44 
17 
45 
30 
3 
33 
16 
9 
32 
39 
38 
24 
40 
36 
31 
11 
8 
23 
12 
42 
22 
20 
7 

29 
28 
25 
35 
14 
34 
27 
21 
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CONDITION A (FAVORABLE Q-SORT) 

Standard Scores (continued) 

Statement 

38 
39 
40 
41 
42 
43 
44 
45 

I 

0.0 
1.8 
2.0 
1.3 
0.7 
-0.5 
1,8 
0,8 

Score 

22 
4 
2 
6 
11 
28 
5 
9 

and Rank: 
II 

0,2 
1,8 
1,3 
0.2 
0.2 
0.7 
2.0 
0.1 

Lng on 

21 
4 
5 
18 
19 
13 
2 
22 

Factor 
III 

0.3 19 
0.6 15 
1.5 2 
1.2 5 
1.0 10 
0.0 26 
1.1 6 
1.3 4 
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CONDITION B (CREDIBLE Q-SORT) 

Unrotated Factor Matrix 

Hand-Rotated Factor Matrix 

Q-Arrays for Factors II, III, iv 

Standard Scores 
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CONDITION B (CREDIBLE Q-SORT) 

Unrotated Factor Matrix 

(All Decimal Points Omitted) 

Sub- Vari- Factor Loadings 
ject able I II III IV V VI VII VIII IX X 

062 1 13 -12 53 -10 18 -04 -11 00 
006 2 67 21 -29 -11 -06 14 06 -03 
008 3 31 07 04 06 -27 16 -22 06 
010 4 22 -09 09 -26 09 42 18 02 
133 5 69 -24 28 -04 -13 -04 -02 -24 
018 6 28 42 24 00 16 -16 -01 -10 
023 7 19 -28 22 06 -29 06 -29 -09 
033 8 35 -03 04 35 -03 37 -07 19 
037 9 62 -01 02 -01 -29 -16 20 -16 
038 10 10 01 07 17 -04 -21 -04 00 
044 11 35 15 38 19 -22 -17 -16 32 
047 12 58 -06 04 29 13 -29 16 12 
049 13 68 -21 -24 01 -26 03 15 01 
068 14 52 12 -19 -20 -19 -22 -21 12 
070 15 22 -23 -06 08 45 15 -19 -06 
074 16 47 -10 16 34 10 41 15 -19 
077 17 50 12 32 -24 31 07 12 07 
078 18 04 -05 11 -16 -03 -12 -20 28 
079 19 04 -43 31 27 07 -07 -05 -19 
082 20 40 15 -11 -01 -12 -30 07 12 
083 21 71 -14 -14 -08 -19 -20 18 -05 
084 22 37 -46 00 02 04 -19 -08 -19 
085 23 15 16 35 -18 -23 20 -15 00 
086 24 67 27 13 -38 -33 01 -11 -05 
102 25 37 04 12 27 -12 24 25 03 
090 26 60 -48 -07 06 18 -10 25 05 
091 27 14 -39 39 -03 -13 -10 -10 -03 
092 28 48 06 09 17 -II 22 -04 03 
093 29 66 17 -08 09 13 22 -09 08 
094 30 62 31 -01 06 27 11 -14 03 
nQ5 31 09 -19 39 12 -16 -21 30 -13 
096 32 52 -13 -13 -16 11 20 -19 08 
097 33 60 -04 -15 17 11 -01 -38 -12 
098 34 61 -09 -23 -12 -16 03 -19 -29 
^00 35 43 -17 -07 -20 -21 05 23 10 

-05 
-16 
-09 
01 
-14 
-08 
-18 
-22 
-10 
24 
-05 
03 
25 
07 
-01 
-21 
01 
-33 
09 
-12 
14 
10 
15 
-18 
-06 
-02 
-01 
36 
13 
-12 
-14 
-05 
-04 
-03 
03 

-11 
06 
42 
-10 
-30 
19 
-02 
17 
-11 
-31-
04 
-14 
04 
11 
04 
06 
-03 
00 
02 
30 
12 
20 
-16 
-17 
06 
-01 
10 
00 
-26 
-26 
08 
-24 
01 
-06 
-12 
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CONDITION B (CREDIBLE Q-SORT) 

Unrotated Factor Matrix (continued) 

Sub
ject 

101 
103 
106 
107 
108 
110 
111 
112 
115 
117 
118 
119 
120 
122 
123 
126 
127 
128 
129 
140 
141 
142 
015 
053 
055 
056 
150 
130 
131 

Vari
able 

36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 

I 

46 
56 
53 
32 
32 
56 
49 
52 
26 
44 
53 
66 
21 
44 
23 
15 
59 
04 
36 
38 
24 
48 
61 
51 
-21 
37 
47 
75 
39 

II 

01 
10 
15 
-15 
-18 
-17 
-04 
06 
-42 
09 
04 
29 
-17 
-38 
31 
17 
04 
-13 
36 
-08 
-15 
21 
31 
-39 
17 
10 
-05 
08 
36 

III 

00 
29 
-07 
27 
21 
-14 
06 
-01 
-14 
-08 
34 
18 
-18 
-21 
20 
-13 
04 
18 
-18 
-22 
-41 
13 
-15 
-01 
14 
22 
-21 
-20 
-06 

Factor 
IV 

45 
-02 
-31 
-39 
-32 
16 
-39 
26 
-01 
-16 
-09 
23 
-10 
15 
03 
18 
-23 
24 
31 
05 
12 
05 
-11 
-01 
19 
33 
-27 
-12 
06 

V 

05 
21 
31 
10 
22 
13 
-30 
08 
-04 
00 
24 
-01 
41 
-08 
-17 
-18 
08 
-24 
21 
-12 
-09 
19 
10 
06 
27 
-16 
05 
19 
-33 

Loadings 
VI 

-16 
-16 
-05 
-05 
-04 
05 
-07 
02 
24 
-06 
-18 
-13 
-08 
-07 
-01 
-19 
18 
-03 
-15 
-30 
-22 
-17 
-04 
10 
-13 
31 
06 
08 
23 

VII 

16 
07 
12 
13 
-13 
28 
-14 
-35 
02 
00 
06 
-05 
-28 
08 
00 
-23 
-19 
-30 
01 
-01 
-36 
-20 
10 
04 
25 
09 
04 
-02 
17 

VIII 

30 
-11 
21 
41 
36 
-19 
12 
-17 
15 
-39 
-14 
-09 
20 
04 
-24 
18 
10 
-04 
07 
21 
18 
-15 
-08 
-17 
-05 
44 
-22 
-09 
10 

IX 

-12 
-05 
00 
11 
14 
-18 
06 
30 
-10 
20 
02 
-06 
-12 
-12 
-15 
-01 
05 
11 
-06 
-09 
08 
01 
26 
33 
18 
19 
-27 
-06 
13 

X 

03 
09 
12 
06 
09 
-10 
01 
03 
19 
12 
06 
-12 
-10 
-14 
-06 
-11 
17 
19 
00 
-22 
-09 
08 
17 
-07 
-10 
-02 
-03 
30 
-08 
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CONDITION B (CREDIBLE Q-SORT) 

Hand Rotated Factor Matrix 

(All Decimal Points Omitted) 

Subject 

062 
006 
008 
010 
133 
018 
023 
033 
037 
038 
044 
047 
049 
068 
070 
074 
077 
078 
079 
082 
083 
084 
085 
086 
102 
090 
091 
092 
093 
094 
095 
096 
097 
098 
100 

Variable 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 

I 

01 
61 
23 
12 
19 
47 
-02 
33 
52 
17 
31 
28 
29 
43 
-03 
18 
45 
01 
-32 
37 
40 
-09 
25 
70 
35 
03 
-17 
33 
54 
62 
-09 
27 
33 
35 
19 

II 

-20 
-28 
-08 
32 
-50 
-04 
-16 
-02 
26 
-12 
-04 
-14 
-46 
-50 
-19 
-07 
33 
15 
-11 
-12 
-48 
-44 
09 
42 
-02 
-54 
-32 
-09 
-16 
-08 
-08 
-44 
-21 
-36 
-44 

III 

03 
22 
21 
-04 
40 
14 
21 
-36 
-18 
-07 
-14 
56 
46 
25 
26 
54 
06 
-07 
36 
17 
29 
37 
-10 
01 
-15 
54 
18 
37 
38 
30 
19 
21 
47 
32 
14 

IV 

20 
28 
08 
32 
50 
04 
16 
02 
26 
12 
04 
14 
46 
50 
19 
07 
33 
15 
11 
12 
48 
44 
09 
42 
02 
54 
32 
09 
16 
08 
08 
44 
21 
36 
44 
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CONDITION B (CREDIBLE Q-SORT) 

Hand-Rotated Factor Matrix (continued) 

Subject 

101 
103 
106 
107 
108 
110 
111 
112 
115 
117 
118 
119 
120 
122 
123 
126 
127 
128 
129 
140 
141 
142 
015 
053 
055 
056 
150 
130 
131 

Note: 

Variable 

36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 

Factor 1 = 1 " , Î  

I 

21 
44 
50 
16 
13 
22 
35 
24 
-10 
38 
39 
60 
02 
-01 
37 
19 
46 
-10 
-07 
17 
02 
45 
65 
05 
-04 
38 
32 
55 
51 

II 

-11 
-23 
26 
50 
47 
-28 
52 
-13 
-38 
-26 
-29 
-01 
-26 
-35 
09 
-17 
-41 
-11 
-19 
-20 
-13 
-08 
18 
-49 
-32 
-09 
-43 
-24 
-06 

: = II", III = IV", 

III 

63 
27 
01 
-05 
00 
49 
00 
51 
17 
10 
22 
43 
10 
47 
04 
13 
14 
23 
55 
28 
27 
23 
14 
40 
-03 
-15 
08 
38 
10 

IV = IV 

IV 

11 
23 
26 
50 
47 
28 
52 
13 
38 
26 
29 
01 
26 
35 
09 
17 
41 
11 
19 
20 
13 
08 
18 
49 
32 
09 
43 
24 
06 



25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
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CONDITION B (CREDIBLE Q-SORT) 

Standard Scores 
(N = 45) 

Statement I II III IV 

1 -1.0 38 1.5 -1.5 1.3 
2 -2.2 45 -2,3 -1,2 -0.5 
3 -0.5 31 -1,5 0,2 -0,9 
4 0,4 18 1,9 0.1 0,4 
5 -1,4 41 -0,6 -1.2 -0,5 
6 0,9 10 0,9 0,5 -0.4 
7 -1.2 39 -1.3 -0.5 -1.3 
8 2,1 1 -1,2 2,1 2.1 
9 -0.8 35 -0.6 -0,4 -1,4 
10 -1,6 44 -0,4 -1.2 -1.2 
11 -0,6 32 1.0 -0,2 0.8 
12 1.2 5 -0.1 2.0 0-4 
13 -0,8 34 0,6 0,0 -0,9 
14 -0,1 22 1,7 -0,5 0,7 
15 -1.6 43 -0.2 -2.1 -2.2 
16 -0.2 26 0.8 -1,0 -0.8 
17 0.3 19 -1.1 -1.0 -0,4 
18 0.8 13 -1.1 -0.5 -0.7 

1.0 
2.2 
0.5 
0,4 
1,4 
0,9 
1.2 
2,1 
0,8 
1,6 
0,6 
1,2 
0,8 
0,1 
1.6 
0.2 
0.3 
0.8 
1.4 
0.5 
0.7 
0,9 
1.0 
0.3 
0.2 
0.2 
0.2 
0.9 
1.6 
0.2 
0.4 
1,0 
1,8 
1.2 
1.2 
0.2 

38 
45 
31 
18 
41 
10 
39 
1 
35 
44 
32 
5 
34 
22 
43 
26 
19 
13 
42 
15 
33 
36 
9 
28 
20 
24 
23 
37 
3 
27 
17 
8 
2 
4 
40 
25 

19 -1.4 42 -1.6 -1.3 -1,9 
20 0.5 15 -0.3 0.5 0.8 
21 -0.7 33 -0,5 -0.4 -0.7 
22 -0,9 36 0,9 -0.7 1.4 
23 1.0 9 0.9 -0.2 0.5 
24 -0.3 28 0.4 0.6 0,8 0.5 0.1 -0,3 

0.4 0.3 -0.3 
0.6 -0.1 0.2 
0.8 -0.8 -0,9 
1.0 0.0 1.0 
1.6 -0.3 0.6 
0.8 0.7 0.8 
1.3 1.1 0.8 
•0.5 0,7 0.7 
0.9 0.2 1.3 
•1.0 -1.6 -2.0 
•0.3 0.7 -0.8 
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CONDITION B (CREDIBLE Q-SORT) 

Standard Scores (continued) 

Statement 

37 
38 
39 
40 
41 
42 
43 
44 
45 

I 

0.2 
-0.3 
1.2 
0.9 
1,1 
0.5 
-0.5 
0,9 
0.6 

21 
29 
6 
11 
7 

16 
30 
12 
14 

II 

0.2 
0.5 
-0.3 
0.6 
1.8 
1.4 
0.0 
0.3 
0.0 

III 

-0,5 
-0,2 
2.0 
1.1 
1.2 
0,1 
0.0 
2.1 
1,4 

IV 

- f i ; ! 

-U, 3 
0,8 
1.2 
0.6 
0.6 
-0,8 
1,7 

-0,2 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor II 

F-II 
Statement Standard Scores 

4. Doctors now have as much power as 
they ever did in the government. 1.88 

41. Medicine cannot be practiced with
out the iatrogenic [caused by a physi
cian's words or actions] creation of 
disease. 1.76 

14- . . . the potentialities for good 
technical medical care are not the 
same as high quality health care. 1.69 

1. Individual medical doctors are 
the most dedicated and perhaps compas
sionate group you can imagine. 1.50 

42. It has become fashionable in cer
tain circles to be extremely critical 
of research and medical education, and 
some observers have mentioned that 
these findings have delayed patient care. 1,35 

32. Furthermore, within the context of 
. . . hospital [care], physicians have 
shown little appreciation of or incentive 
to concern themselves with the tremendous 
costs resulting from their pattern of 
work. 1-28 

29. American health policy is marked by 
confusion, public and private inertia, 
a lack of direction and enthusiasm, the 
feeling that all is a big black abyss. 1.01 

11. Health planning is a fantastic 
philosophy, a chance for local communi
ties to make their own medical decisions, 0.97 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor II (continued) 

F-II 
Statement Standard Scores 

23. As an increasing part of the med
ical bill has been paid by the inter
mediates rather than the patients them
selves, neither doctor nor patient has 
been pressed or inclined to resist 
rising costs. 0.90 

6. The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the 
assumption that the provision of money 
alone could overcome significant fail
ure in the organization of health 
care. 0.88 

34. Doctors collectively through their 
medical organizations, have done more 
to block adequate medical care for peo
ple of this country than any other 
single group. 0.87 

22. Physicians, on the whole, have 
been very successful in protecting 
medical systems from external manipu
lation for non-medical purposes. For 
the most part even in this complicated 
age the doctor serves as the patient's 
agent, and often even as his advocate. 0.85 

16 It is now almost universally 
accepted that government will become 
the major financing instrument for 
health care. ^-'^ 



194 

APPENDIX F 

CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor II (continued) 

F-II 
Statement Standard Scores 

13. It has become politically expedi
ent to place on the health profession 
the sole responsibility for the health 
and well-being of all persons, and to 
attack them for the deficiencies; there
fore we must . . . make clear the neces
sity for a shared responsibility. 0.63 

40. The society that can reduce profes
sional intervention to the minimum will 
provide the best conditions for health. 0,63 

25. We also see . . . how little peo
ple of all intellectual and social 
levels understand the nature of medicine, 
the uncertainty and difficulty of prac
tice. 0.48 

38. He's concerned about maldistribu
tion, lack of family doctors, overabun
dance of specialists. 0.48 

24. For the most part, medical prac
tice in the U.S. is organized so that 
it's the professional rather than the 
patient who makes most decisions on 
necessary action, and the patient fre
quently has no concept of the price 
until the service is already rendered. 0.42 

44 The layman in medicine will him
self have to acquire the competence to 
evaluate the impact of medicine on health 
care. Among all our contemporary ex
perts, physicians are those trained to 
the highest level of specialized incom
petence in this urgently needed pursuit. 0.32 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor II (continued) 

F-II 
Statement Standard Scores 

37. . . . some experts suggest . . . that 
the pattern of care available in large 
outpatient departments of teaching hos
pitals is superior to that available 
from private physicians in their offices, 0.19 

43. . . . in some cases the character 
of the insurance policy, which frequently 
pays for inpatient care but not for out
patient diagnostic procedures, provides 
a further incentive for working the 
patient up in this way. 0.04 

45. Who's the best judge of the kind of 
care patients are really getting? The 
nurse who spends 8 hours a day at the 
bedside, that's who. 0.04 

12. "We have a large staff of [foreign-3 
speaking doctors, nurses, and aides . . . 
they cause severe, sometimes life-threat
ening communication problems . . . " -0,07 

15. " . . . health care functions not 
requiring medical training should be 
delegated by the physician to other 
members of the health care team to the 
maximum extent practical." -0.24 

36. In a medical market which is 
largely private, persons with adequate 
income will be able to buy services 
from practitioners of their choice, 
thus leaving new physician-substitutes 
to provide similar services to those 
with lesser purchasing power. -0.25 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor II (continued) 

F-II 
Statement Standard Scores 

20. It is primarily the extremely busy 
doctor who finds it difficult to relate 
to the patient's human problems in a 
helpful manner and who becomes frustrated 
with such difficulties, while in their 
offices the waiting patients have be
come more numerous. -0.26 

39. Most doctors today seem to think 
they're 'monarchs' of all they survey! 
They're arrogant, and they don't seem 
to care about us [the patient]. -0.26 

26. Expert observers agree that there 
is much unnecessary surgery in the U.S., 
as in the case, for example, of ton
sillectomy . . . -0.41 

10. If it is important that doctors 
treat patients as individuals, it is no 
less important that the public respond 
to the medical profession in the same 
way--'doctors are human, too.' -0.43 

33. A vast amount of . . . clinical 
care is incidental to the curing of 
disease, but the damage done by medi
cine to the health of individual and 
population is very significant. -0.47 

21. There are no real surprises when 
the economics of national health insur
ance are discussed; all the proposals 
cost a lot. -0,53 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor II (continued) 

F-II 
Statement Standard Scores 

27, Although American financing [in 
contrast to foreign] is more untidy--
and to some extent inefficient--the 
multiple providers of funds may con
tribute some vitality and growth to 
the health field. -0.57 

9. At almost every age, nonwhites and 
the poor suffer a higher risk of mor
tality. -0.60 

5. . . . thus a medical system that 
shelters its patients from health per
sonnel in training must pay some price 
in later generations. -0.64 

28. It will be greatly self-defeating 
just to change medicine and its practi-
tioners--as important as this certainly 
will be--without simultaneous education 
and transforming the recipients. -0.76 

31. It appears as if American medicine 
offers more fertile ground for a variety 
of ideas for innovation and change, but 
once a solid one comes along [others, 
the English, for example,] are more able 
to implement it on a wide spread basis, -0.76 

35^ . . . health care is most basical
ly* a distinctly human institution 
and in the last analysis its success 
must be measured not by its technical 
virtue or its scientific precision but 
rather by its capacity to meet needs 
and sustain men by enhancing their own 
goals as they define them. -0.95 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor II (continued) 

F-II 
Statement Standard Scores 

17. The delivery of health services 
cries out for instant improvement. -1.06 

18. You gotta give the patient an 
incentive to be concerned about costs 
and get him to try to cut down some on 
his own. -1.10 

8. The medical establishment has 
become a major threat to health. -1.20 

7. This growing demand [for health 
services] and its associated costs have 
contributed to the current crisis in 
the delivery of modern health care . . . -1.35 

3. Many doctors feel that the total 
elimination of cost to the patient stim
ulates trivial and inappropriate consul
tations . -1.51 

19. The lessons for us in medicine, 
no less than in life in general: not 
to be too quick to assume that communi
cations are received clearly by others. -1.63 

30. When close personal relationships 
exist, persons are loathe to bring 
[medical malpractice] suits even when 
the doctor has made significant errors. -1.63 

2 The high priority (in my [a wri
ter 's] judgment) is a commitment to 
provide a minimal standard of health 
care to all Americans who require such 
care regardless of their ability to pay 
or their geographic location, -2.27 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor III 

Statement 
F-III 

Standard Scores 

44. The layman in medicine will him
self have to acquire the competence to 
evaluate the impact of medicine on health 
care. Among all our contemporary experts, 
physicians are those trained to the high
est level of specialized incompetence in 
this urgently needed pursuit. 

8. The medical establishment has become 
a major threat to health. 

12. "We have a large staff of [foreign-1 
speaking doctors, nurses, and aides , . , 
they cause severe, sometimes life-threat
ening communication problems , . . " 

39. Most doctors today seem to think 
they're 'monarchs' of all they survey! 
They're arrogant, and they don't seem to 
care about us [the patient] . 

45, Who's the best judge of the kind of 
care patients are really getting? The 
nurse who spends 8 hours a day at the 
bedside, that's who, 

41. Medicine cannot be practiced with
out the iatrogenic [caused by a physi
cian's words or actions] creation of 
disease. 

32 Furthermore, within the context 
of . . hospital [care], physicians have 
shown little appreciation of or incentive 
to concern themselves with the tremendous 
costs resulting from their pattern of 
work. 

2.15 

2.05 

1.98 

1.97 

1-43 

1.16 

1,12 



200 

APPENDIX F 

CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor III (continued) 

F-III 
Statement Standard Scores 

40, The society that can reduce profes
sional intervention to the minimum will 
provide the best conditions for health, 1.05 

31. It appears as if American medi
cine offers more fertile ground for a 
variety of ideas for innovation and 
change, but once a solid one comes along 
[others, the English, for example,"] are 
more able to implement it on a wide 
spread basis. 0.72 

36. In a medical market which is largely 
private, persons with adequate income 
will be able to buy services from prac
titioners of their choice, thus leaving 
new physician-substitutes to provide 
similar services to those with lesser 
purchasing power. 0.70 

33. A vast amount of , . . clinical care 
is incidental to the curing of disease, 
but the damage done by medicine to the 
health of individual and population is 
very significant. 0.68 

24. For the most part, medical practice 
in the U.S. is organized so that it's 
the professional rather than the patient 
who makes most decisions on necessary 
action, and the patient frequently has 
no concept of the price until the 
service is already rendered, U.̂ b̂ 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor III (continued) 

Statement 
F-III 

Standard Scores 

0.52 

0.46 

6. The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the assump
tion that the provision of money alone 
could overcome significant failure in 
the organization of health care. 

20. It is primarily the extremely busy 
doctor who finds it difficult to relate 
to the patient's human problems in a 
helpful manner and who becomes frustrated 
with such difficulties, while in their 
offices the waiting patients have become 
more numerous. 

26, Expert observers agree that there is 
much unnecessary surgery in the U.S., as 
in the case, for example, of tonsillec
tomy . . . 

3. Many doctors feel that the total 
elimination of cost to the patient stim
ulates trivial and inappropriate consul
tations , 

34. Doctors collectively through their 
medical organizations, have done more to 
block adequate medical care for people of 
this country than any other single group. 

42. It has become fashionable in certain 
circles to be extremely critical of re
search and medical education, and some 
observers have mentioned that these find
ings have delayed patient care. 

4. Doctors now have as much power as 
they ever did in the government. 

0.32 

0.20 

0.15 

0.14 

0.13 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor III (continued) 

F-III 
Statement Standard Scores 

25. We also see . . . how little peo
ple of all intellectual and social 
levels understand the nature of medi
cine, the uncertainty and difficulty 
of practice, 0.06 

43. . . . in some cases the character 
of the insurance policy, which frequently 
pays for inpatient care but not for out
patient diagnostic procedures, provides 
a further incentive for working the pa
tient up in this way. 0.03 

29. Amerian health policy is marked by 
confusion, public and private inertia, a 
lack of direction and enthusiasm, the 
feeling that all is a big black abyss. 0.01 

13. It has become politically expedient 
to place on the health profession the 
sole responsibility for the health and 
well-being of all persons, and to attack 
them for the deficiencies; therefore we 
must . . . make clear the necessity for 
a shared responsibility. 0.00 

27. Although American financing [in 
contrast to foreign] is more untidy--
and to some extent inefficient--the 
multiple providers of funds may contrib
ute some vitality and growth to the 
health field. -0.05 

38. He's concerned about maldistribution, 
lack of family doctors, overabundance of 
specialists. „ -0.22 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor III (continued) 

F-III 
Statement Standard Scores 

23. As an increasing part of the medi
cal bill has been paid by the intermedi
ates rather than the patients themselves, 
neither doctor nor patient has been 
pressed or inclined to resist rising 
costs. -0.23 

11. Health planning is a fantastic 
philosophy, a chance for local communi
ties to make their own medical decisions. -0.25 

30. When close personal relationships 
exist, persons are loathe to bring 
[medical malpractice! suits even when 
the doctor has made significant errors. -0.33 

21. There are no real surprises when 
the economics of national health insur
ance are discussed; all the proposals 
cost a lot. -0.37 

9, At almost every age, nonwhites and 
the poor suffer a higher risk of mortal
ity. 0.37 

18. You gotta give the patient an incen
tive to be concerned about costs and get 
him to try to cut down some on his own. -0.49 

14, . . . the potentialities for good 
technical medical care are not the same 
as high quality health care. -0.53 

7. This growing demand [for health 
services] and its associated costs have 
contributed to the current crisis in 
the delivery of modern health care . . . -0.54 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor III (continued) 

F-III 
Statement Standard Scores 

37, . . . some experts suggest . , . 
that the pattern of care available 
in large outpatient departments of 
teaching hospitals is superior to that 
available from private physicians in 
their offices. -0.54 

22. Physicians, on the whole, have 
been very successful in protecting 
medical systems from external manipula
tion for non-medical purposes. For the 
most part even in this complicated age 
the doctor serves as the patient's 
agent, and often even as his advocate. -0.68 

28, It will be greatly self-defeating 
just to change medicine and its practi-
tioners--as important as this certainly 
will be--without simultaneous education 
and transforming the recipients. -0.83 

16. It is now almost universally accept
ed that government will become the 
major financing instrument for health 
care. -0.99 

17. The delivery of health services 
cries out for instant improvement. -1.02 

2. The high priority (in my [a wri
ter's] judgment) is a commitment to pro
vide a minimal standard of health care 
to all Americans who require such care 
regardless of their ability to pay or 
their geographic location. -1,18 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor III (continued) 

F-III 
Statement Standard Scores 

10. If it is important that doctors 
treat patients as individuals, it is 
no less important that the public re
spond to the medical profession in the 
same way--doctors are human, too.' -1.24 

5. . . . thus a medical system that 
shelters its patients from health per
sonnel in training must pay some price 
in later generations. -1.24 

19. The lessons for us in medicine, no 
less than in life in general: not to be 
too quick to assume that communications 
are received clearly by others. -1.33 

1. Individual medical doctors are the 
most dedicated and perhaps compassionate 
group you can imagine. -1,55 

35. . . . health care is most basically a 
distinctly human institution and in the 
last analysis its success must be measured 
not by its technical virtue or its scien
tific precision but rather by its capacity 
to meet needs and sustain men by enhancing 
their own goals as they define them. -1.55 

15^ " . . . health care functions not 
requiringmedical training should be dele
gated by the physician to other members of 
the health care team to the maximum extent 
practical." "^-^^ 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor IV 

F-IV 
Statement Standard Scores 

8. The medical establishment has 
become a major threat to health. 2.14 

44. The layman in medicine will him
self have to acquire the competence to 
evaluate the impact of medicine on 
health care. Among all our contempo
rary experts, physicians are those 
trained to the highest level of spe
cialized incompetence in this urgently 
needed pursuit. 1.67 

22. Physicians, on the whole, have been 
very successful in protecting medical 
systems from external manipulation for 
non-medical purposes. For the most part 
even in this complicated age the doctor 
serves as the patient's agent, and often 
even as his advocate. 1.40 

1. Individual medical doctors are the 
most dedicated and perhaps compassionate 
group you can imagine. 1.27 

34. Doctors collectively through their 
medical organizations, have done more to 
block adequate medical care for people of 
this country than any other single group. 1.27 

40. The society that can reduce profes
sional intervention to the minimum will 
provide the best conditions for health. 1.22 

29 American health policy is marked by 
confusion, public and private inertia, 
a lack of direction and enthusiasm, the 
feeling that all is a big black abyss. 0.99 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor IV (continued) 

F-IV 
Statement Standard Scores 

20. It is primarily the extremely 
busy doctor who finds it difficult to 
relate to the patient's human problems 
in a helpful manner and who becomes 
frustrated with such difficulties, while 
in their offices the waiting patients 
have become more numerous. 0.82 

11. Health planning is a fantastic 
philosophy, a chance for local communi
ties to make their own medical decisions, 0.82 

32. Furthermore, within the context of 
, . . hospital [care], physicians have 
shown little appreciation of or incen
tive to concern themselves with the tre
mendous costs resulting from their pat
tern of work. 0.80 

31. It appears as if American medicine 
offers more fertile ground for a variety 
of ideas for innovation and change, but 
once a solid one comes along [others, 
the English, for example,"] are more able 
to implement it on a wide spread basis, 0,79 

39. Most doctors today seem to think 
they're 'monarchs' of all they survey! 
They're arrogant, and they don't seem to 
care about us [the patientJ. 0.79 

24. For the most part, medical practice 
in'the U.S. is organized so that it's 
the professional rather than the patient 
who makes most decisions on necessary ac
tion, and the patient frequently has no 
concept of the price until the service 
is already rendered. 0.78 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor IV (continued) 

Statement 

33. A vast amount of . . . clinical 
care is incidental to the curing of 
disease, but the damage done by medi
cine to the health of individual and 
population is very significant. 

14- , , . the potentialities for good 
technical medical care are not the same 
as high quality health care. 

42. It has become fashionable in cer
tain circles to be extremely critical 
of research and medical education, and 
some observers have mentioned that these 
findings have delayed patient care. 

41. Medicine cannot be practiced with
out the iatrogenic [caused by a physi
cian's words or actions] creation of 
disease. 

30. When close personal relaticDnships 
exist, persons are loathe to bring 
[medical malpractice] suits even when the 
doctor has made significant errors, 

23 As an increasing part of the medical 
bill has been paid by the intermediates 
rather than the patients themselves, 
neither doctor nor patient has been 
pressed or inclined to resist rising costs 

12 "We have a large staff of [for
eign-] speaking doctors, nurses and 
aides . . . they cause severe, sometimes^^ 
life-threatening communication problems." 

F-IV 
Standard Scores 

0.67 

0.65 

0.63 

0.60 

0.58 

0.52 

0.40 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor IV (continued) 

F-IV 
Statement Standard Scores 

4- Doctors now have as much power 
as they ever did in the government. 0.37 

27, Although American financing fin 
contrast to foreign] is more untidy--
and to some extent inefficient--the 
multiple providers of funds may con
tribute some vitality and growth to 
the health field. 0.18 

37. . . . some experts suggest . . . 
that the pattern of care available 
in large outpatient departments of 
teaching hospitals is superior to 
that available from private physi
cians in their offices. -0.14 

45. Who's the best judge of the kind 
of care patients are really getting? 
The nurse who spends 8 hours a day at 
the bedside, that's who. -0.16 

25. We also see . . . how little peo
ple of all intellectual and social 
levels understand the nature of medi
cine, the uncertainty and difficulty 
or practice. -0.31 

-0.31 

26. Expert observers agree that there 
is much unnecessary surgery in the U.S., 
as in the case, for example, of ton
sillectomy . . . 

38 He's concerned about maldistri
bution, lack of family doctors, over
abundance of specialists. -0.33 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor IV (continued) 

F-IV 
Statement Standard Scores 

17. The delivery of health services 
cries out for instant improvement. -0.38 

6. The failures of the Medicare and 
Medicaid programs are attributable to 
the fact that they have persistently 
side-stepped . . . issues on the assump
tion that the provision of money alone 
could overcome significant failure in 
the organization of health care. -0.41 

5. . . . thus a medical system that 
shelters its patients from health per
sonnel in training must pay some price 
in later generations. -0,46 

2. The high priority (in my [a writer'sj 
judgment) is a commitment to provide a 
minimal standard of health care to all 
Americans who require such care regard
less of their ability to pay or their 
geographic location. -0.51 

21. There are no real surprises when 
the economics of national health insur
ance are discussed; all the proposals 
cost a lot. -0.67 

18. You gotta give the patient an incen
tive to be concerned about costs and get 
him to try to cut down some on his own. -0.71 

16. It is now almost universally accept
ed' that government will become the ma
jor financing instrument for health care. -0.78 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor IV (continued) 

F-IV 
Statement Standard Scores 

36. In a medical market which is 
largely private, persons with ade
quate income will be able to buy ser
vices from practitioners of their 
choice, thus leaving new physician-
substitutes to provide similar ser
vices to those with lesser purchas
ing power. -0.80 

43. . . . in some cases the character 
of the insurance policy, which fre
quently pays for inpatient care but 
not for outpatient diagnostic proce
dures, provides further incentive for 
working the patient up in this way. -0.81 

3. Many doctors feel that the total 
elimination of cost to the patient 
stimulates trivial and inappropriate 
consultations. -0.86 

13. It has become politically expe
dient to place on the health profes
sion the sole responsibility for the 
health and well-being of all persons, 
and to attack them for the deficien
cies; therefore we must . . . make 
clear the necessity for a shared 
responsibility. -0.88 

28. It will be greatly self-defeat
ing just to change medicine and its 
practitioners--as important as this 
certainly will be--without simulta
neous education and transforming the 
recipients. -0.91 
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CONDITION B (CREDIBLE Q-SORT) 

Q-Array for Factor IV (continued) 

F-IV 
Statement Standard Scores 

10. If it is important that doctors 
treat patients as individuals, it is 
no less important that the public 
respond to the medical profession in 
the same way--'doctors are human, too.' -1.20 

7. This growing demand [for health 
services] and its associated costs have 
contributed to the current crisis in 
the delivery of modern health care . . . -1.26 

9. At almost every age, nonwhites and 
the poor suffer a higher risk of mor
tality . . . -1.42 

19. The lessons for us in medicine, 
no less than in life in general: not 
to be too quick to assume that commu
nications are received clearly by 
others. -i.92 

35. . . . health care is most basical
ly a distinctly human institution and 
in the last analysis its success must be 
measured not by its technical virtue or 
its scientific precision but rather by 
its capacity to meet needs and sustain 
men by enhancing their own goals as they 
define them. -1.95 

Tc «• . health care functions not 
requiring*medical training should be 
delegated by the physician to other 
members of the health care team to the 
maximum extent practical. .̂J-o 
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Descending Array of z-Scores 

Standard Scores 
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FACTOR-FACTORS I (FFI) 

Descending Array of z-Scores 

FFI 
Statement z-Scores 

8. The medical establishment has become a 
major threat to health. 1.72 

40. The society that can reduce professional 
intervention to the minimum will provide the 
best conditions for health. 1.65 

34- Doctors collectively through their medical 
organizations, have done more to block adequate 
medical care for people of this country than 
any other single group. 1.59 

44. The layman in medicine will himself have 
to acquire the competence to evaluate the impact 
of medicine on health care. Among all our con
temporary experts, physicians are those trained 
to the highest level of specialized incompetence 
in this urgently needed pursuit. 1,53 

41. Medicine cannot be practiced without the 
iatrogenic [caused by a physician's words or 
actions] creation of disease. 1.39 

39. Most doctors today seem to think they're 
'monarchs' of ail they survey! They're arrogant 
and they don't seem to care about us [the 
patientJ. 1.33 

29. American health policy is marked by confu
sion, public and private inertia, a lack of 
direction and enthusiasm, the feeling that all 
is a big black abyss. 1.30 

33. A vast amount of . . . clinical care is 
incidental to the curing of disease, but the 
damage done by medicine to the health of indivi
dual and population is very significant, 1.17 
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FACTOR-FACTORS I (FFI) 

Descending Array of z-Scores (continued) 

FFI 
Statement z-Scores 

12. "We have a large staff of [foreign-] speak
ing doctors, nurses and aides . . . they cause 
severe, sometimes life-threatening communication 
problems . , , " 0.95 

45. Who's the best judge of the kind of care 
patients are really getting? The nurse who 
spends 8 hours a day at the bedside, that's 
who. 0.88 

32. Furthermore, within the context of , . , 
hospital [care], physicians have shown little 
appreciation of or incentive to concern them
selves with the tremendous costs resulting from 
their pattern of work. 0.86 

42. It has become fashionable in certain cir
cles to be extremely critical of research and 
medical education, and some observers have men
tioned that these findings have delayed patient 
care. 0.81 

31. It appears as if American medicine offers 
more fertile ground for a variety of ideas for 
innovation and change, but once a solid one 
comes along [others, the English, for example,] 
are more able to implement it on a wide spread 
basis. 0-SO 

4. Doctors now have as much power as they 
ever did in the government. 0.64 

11. Health planning is a fantastic philosophy, 
a chance for local communities to make their 
own medical decisions. 0.34 
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FACTOR-FACTORS I (FFI) 

Descending Array of z-Scores (continued) 

FFI 
Statement z-Scores 

6. The failures of the Medicare and Medicaid 
programs are attributable to the fact that they 
have persistently side-stepped . . . issues on 
the assumption that the provision of money alone 
could covercome significant failure in the orga
nization of health care. 0.32 

22. Physicians, on the whole, have been very 
successful in protecting medical sytems from 
external manipulation for non-medical purposes. 
For the most part even in this complicated age 
the doctor serves as the patient's agent, and 
often even as his advocate. 0,30 

23. As an increasing part of the medical bill 
has been paid by the intermediates rather than 
the patients themselves, neither doctor nor 
patient has been pressed or inclined to resist 
rising costs, 

37. . . . some experts suggest . . . that the 
patterns of care available in large outpatient 
departments of teaching hospitals is superior 
to that available from private physicians in 
their offices. ^ • ̂ ^ 

14 . . . the potentialities for good technical 
medical care are not the same as high quality 
health care. 

20 It is primarily the extremely busy doctor 
who finds it difficult to relate to the patient's 
human problems in a helpful manner and who be
comes frustrated with such difficulties, while 
in their offices the waiting patients have be
come more numerous. 

0.30 

0.1^ 

0.12 
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FACTOR-FACTORS I (FFI) 

Descending Array of z-Scores (continued) 

FFI 
Statement /.-Scores 

1. Individual medical doctors are the most 
dedicated and perhaps compassionate group you 
can imagine. 0.07 

18. You gotta give the patient an incentive to 
be concerned about costs and get him to try to 
cut down some on his own. 0.03 

25. We also see . . . how little people of all 
intellectual and social levels understand the 
nature of medicine, the uncertainty and diffi
culty of practice. 0.03 

30. When close personal relationships exist, 
persons are loathe to bring [medical malprac
tice] suits even when the doctor has made sig
nificant errors. 0.00 

27. Although American financing [in contrast 
to foreign] is more untidy--and to some extent 
inefficient--the multiple providers of funds 
may contribute some vitality and growth to the 
health field. 0-00 

38. He's concerned about maldistribution, lack 
of family doctors, overabundance of specialists. -0.11 

36. In a medical market which is largely pri
vate, persons with adequate income will be able 
to buy services from practitioners of their 
choice, thus leaving new physician-substitutes 
to provide similar services to those with les
ser purchasing power. -0.25 
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FACTOR-FACTORS I (FFI) 

Descending Array of z-Scores (continued) 

FFI 
Statement z-Scores 

24. For the most part, medical practice in the 
U.S. is organized so that it's the professional 
rather than the patient who makes most decisions 
on necessary action, and the patient frequently 
has no concept of the price until the service 
is already rendered. -0.25 

43. . . . in some cases the character of the 
insurance policy, which frequently pays for in
patient care but not for outpatient diagnostic 
procedures, provides a further incentive for 
working the patient up in this way. -0.43 

26. Expert observers agree that there is much 
unnecessary surgery in the U.S., as in the case, 
for example, of tonsillectomy . . . -0.45 

17. The delivery of health services cries out 
for instant improvement. -0,50 

16. It is now almost universally accepted that 
government will become the major financing 
instrument for health care. -0.68 

5. . . . thus a medical system that shelters 
its patients from health personnel in training 
must pay some price in later generations. -0.84 

28. It will be greatly self-defeating just to 
change medicine and its practitioners--as impor
tant as this certainly will be--without simul
taneous education and transforming the recipi
ents. -0-89 
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FACTOR-FACTORS I (FFI) 

Descending Array of z-Scores (continued) 

FFI 
Statement z-Scores 

13. It has become politically expedient to 
place on the health profession the sole respon
sibility for the health and well-being of all 
persons, and to attack them for the deficien
cies; therefore we must . . . make clear the 
necessity for a shared responsibility. -0.95 

3. Many doctors feel that the total elimina
tion of cost to the patient stimulates trivial 
and inappropriate consultations. -1.04 

21. There are no real surprises when the eco
nomics of health insurance are discussed; all 
the proposals cost a lot, -1,11 

35. . . . health care is most basically a 
distinctly human institution and in the last 
analysis its success must be measured not by its 
technical virtue or its scientific precision but 
rather by its capacity to meet needs and sustain 
men by enhancing their own goals as they define 
them. -1.40 

2. The high priority (in my [a writer's] 
judgment) is a commitment to provide a minimal 
standard of health care to all Americans who 
require such care regardless of their ability 
to pay or their geographic location. -1,46 

7. This growing demand [for health services] 
and its associated costs have contributed to 
the current crisis in the delivery of modern 
health care . . . -1.50 

10. If it is important that doctors treat 
patients as individuals, it is no less important 
that the public respond to the medical profes
sion in the same way--'doctors are human, too.' -1.51 
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FACTOR-FACTORS I (FFI) 

Descending Array of z-Scores (continued) 

FFI 
Statement z-Scores 

9. At almost every age, nonwhites and the 
poor suffer a higher risk of mortality . . . -1.52 

19. The lessons for us in medicine, no less 
than in life in general: not to be too quick 
to assume that communications are received 
clearly by others. -1.72 

15. " . . . health care functions not requir
ing medical training should be delegated by the 
physician to other members of the health care 
team to the maximum extent practical." -1.79 
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Statement 
No. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

St 

FFI 

andard Scores 
(N = 45) 

Standard Scores 

0.1 

-1.5 

-1.0 

0.6 

-0.8 

0.3 

-1.5 

1.7 

-1.5 

-1.5 

0.3 

0.9 

-1.0 

0.1 

-1.8 

-0.7 

-0.5 

0.0 

-1.7 

0.1 

-1.1 

0.3 

Statement 

23 

24 

25 

26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

FFI 
Standard Scores 

0.3 

-0.3 

0.0 

-0.5 

0.0 

-0.9 

1.3 

0.0 

0.8 

0,9 

1,2 

1,6 

-1.4 

-0.2 

0.2 

-0.1 

1.3 

1.6 

1.4 

0.8 

-0.4 

1.5 

0.9 
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SUBJECTS' SOURCES OF INFORMATION 
ON HEALTH ISSUES 

Subject 

062 
133 
047 
049 
068 
082 
083 
085 
086 
102 
090 
092 
093 
094 
098 
101 
103 
10 7 
108 
110 
111 
112 
117 
127 
129 
015 
055 
150 

074 
084 
097 
100 
130 

1 

MJ 
V 
N 
MJ 
N 
B 
M 
N 
M 
B 
V 
N 
V 
B 
MJ 
V 
V 
T 
T 
MJ 
V 
V 
M 
V 
N 
N 
R 
M 

B 
V 
V 
V 
N 

2 

V 
B 
M 
M 
M 
M 
N 
T 
T 
M 
M 
R 
B 
M 

MJa 
N 
MJ 
R 
R 
B 
T 
R 
T 
T 
R 
M 
T 
N 

M 
N 
B 
N 
T 

Rank 
3 

B 
M 
B 
B 
R 
N 
T 
B 
N 
N 
N 
T 
M 
T 
B 
M 
B 
N 
N 
N 
N 
B 
N 
N 
M 
B 
N 
B 

N 
R 
M 
T 
M 

ing 
4 

M 
N 
T 
N 
B 
T 
B 
M 
B 
T 
B 
M 
T 
N 
T 
B 
N 
M 
M 
T 
M 
T 
R 
M 
B 
MJ 
MJ 
T 

V 
T 
N 
M 
B 

5 

N 
T 
R 
T 
T 
R 
R 
R 
R 
R 
T 
B 
N 
V 
N 
T 
T 
B 
B 

R 
M 
B 
R 
T 
T 
B 
R 

T 
B 
R 
B 
V 

6 

T 
R 
V 
R 

MJ 

R 

R 

R 
R 
R 

B 
N 
V 
B 

R 
V 
MJ 

R 

T 
R 
R 

Legend: B - books; M - magazines; N - newspapers; 
T - television; R - radio; V - word-of-mouth, 

a - audio-visual self instruction. 
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PRETEST QUESTIONNAIRE 

Please let us know how you 
feel about health care deliv
ery in the United States to
day by taking a few minutes 
to answer this questionnaire. 

This is part of a study for 
a thesis in partial fulfill
ment of requirements for a 
Master's degree in Health 
Communications at Texas Tech 
University. 

Some of the questions may be 
sensitive and provoke strong 
feelings, even make you angry 
That is not the purpose. We 
want your opinions. 

The results of this survey 
will be made available to 
each participant upon 
request. 

The information obtained is 
confidential and the identity 
of the respondent is optional 

Please indicate by placing an 
X in the appropriate space 
which best expresses your 
feelings about each of the 
statements listed below. 

Also answer the several short 
questions that follow to the 
best of your ability. 

Finally, in the last section, 
supply the requested infor
mation about yourself. 

The completion of the entire 
questionnaire should take not 
more than 15 minutes, When 
finished, please return it 
to the secretarial assistant. 

1. Our health care deliv
ery system is neither humane, 
efficient, nor economical. 

AGREE DISAGREE 

NO OPINION 

2. The American public is 
mostly indifferent to the 
internecine warfare of the 
health professions. 

AGREE DISAGREE 

NO OPINION 

3. The American people look 
with mingled disgust and 
indifference on (all) such 
struggles (by health profes
sionals) for role, status, 
privilege and pay. 

AGREE 
NO OPINION 

DISAGREE 

4. A growing number of Amer
icans do not see the (health) 
professions as they see them
selves . 

AGREE DISAGREE 

NO OPINION 
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5. The (health) professions 
are on the defensive--against 
. . . and above all against 
the rising tide of public dis
content with on-the-job per
formance . 

AGREE DISAGREE 

NO OPINION 

6. There are no real sur
prises when the economics of 
national health insurance are 
discussed. Ail the proposals 
cost a lot. 

AGREE 
NO OPINION 

DISAGREE 

7. Physicians are trained 
to extend life, not evaluate 
what it costs to do so. (We) 
look at the quality of life, 
not the economics of life--
economic considerations are 
society's job. 

AGREE DISAGREE 

NO OPINION 

8. American health policy 
is marked by confusion, pub
lic and private inertia, a 
lack of direction and enthu
siasm, the feeling that all 
is a big black abyss. 

AGREE DISAGREE 

NO OPINION 

9. Health planning is a fan
tastic philosophy, a chance 
for local communities to make 
their own medical decisions. 

AGREE 

NO OPINION 

DISAGREE 

10. To say we've got a cer
tain amount for health, and 
no more. Give us what you 
can for it. 

AGREE DISAGREE 

NO OPINION 

11, Life expectancy at birth 
and at age 45 among different 
ethnic and racial groups 
should not vary by more than 
5% (?) under the national 
average, 

AGREE DISAGREE 

NO OPINION 

12. No family or individual 
should be required to extend 
more than 107o (?) of annual 
income for health care ser
vices . 

AGREE DISAGREE 

NO OPINION 

13. There has been no sub
stantial improvement in the 
health of the American peo
ple in recent years despite 
expenditures of billions of 
dollars 

AGREE DISAGREE 

NO OPINION 
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14. Most doctors today seem 
to think they're 'monarchs' 
of all they survey! They're 
arrogant, and they don't seem 
to care about us (the patient) 

AGREE DISAGREE 

NO OPINION 

15. Most doctors have no 
incentive to cut down costs. 

AGREE DISAGREE 

NO OPINION 

16. You gotta give the pa
tient an incentive to be con
cerned about costs and get 
him to try to cut down some 
on his own. 

AGREE DISAGREE 

NO OPINION 

17. The delivery of health 
services cries out for in
stant improvement. 

AGREE DISAGREE 

NO OPINION 

18. No matter what the law
yers and the small print say 
about informed consent, most 
doctors would rather face a 
subpoena than to develop 
insomnia remembering what 
they should have done, but 
not do, for a dead patient 

AGREE DISAGREE 

NO OPINION 

19. It has become politically 
expedient to place on the 
health professions the sole 
responsibility for the health 
and well-being of all persons, 
and to attack them for the 
deficiencies thereof. We 
must not let ourselves as 
health professionals be made 
the scapegoat for the proper 
responsibility of all of so
ciety, which could happen 
because we are the most read
ily visible and identifiable 
group involved with these 
issues. We must do everything 
we can to make clear the neces 
sity for a shared responsibil
ity, 

AGREE DISAGREE 

NO OPINION 

did 

20. It will be greatly self-
defeating just to change medi
cine and its practitioners--
as important as this certainly 
will be--without simultaneously 
educating and transforming the 
recipients. 

AGREE DISAGREE 

NO OPINION 

21. If it is important that 
doctors treat patients as 
individuals, it is no less 
important that the public 
respond to the medical pro
fession in the same way. We 
are professionals with certain 
common training, just as other 

(continued) 



228 

APPENDIX I 

PRETEST QUESTIONNAIRE (continued) 

21 (continued) 

professionals, but we are 
surely not homogeneous. 
Doctors do not give up their 
very human character traits 
and personalities just because 
they have chosen and trained 
for the practice of medicine. 

AGREE DISAGREE 

NO OPINION 

22. We also see . . . how 
little people of all intel
lectual and social levels 
understand the nature of 
medicine, the uncertainty 
and the difficulties of 
practice. We see how medi
cine is regarded as something 
magical and mysterious, as 
is the physician and his ter
minology. 

AGREE DISAGREE 

NO OPINION 

23. The lessons for us (in 
medicine), no less than in 
life in general: not to be 
too quick to assume that our 
communications are received 
clearly by others. 

AGREE DISAGREE 

NO OPINION 

25, Prevention has become a 
much abused and cliche-ridden 
term, too often identified 
with the annual checkup and 
early diagnosis, . . . We 
are rather concerned with 
health "promotion," 

AGREE DISAGREE 

NO OPINION 

24 It is now almost univer
sally accepted that government 
will become the major financ
ing instrument for health care 

AGREE DISAGREE 

NO OPINION 

26. A physician understand
ably finds it difficult to 
contemplate an adjustment in 
his traditional role, to 
think and practice as a 
patient-health educator and 
motivator as well as thera
pist . 

AGREE DISAGREE 

NO OPINION 

27. Doctors now have as much 
power as they ever did in the 
government. 

AGREE DISAGREE 

NO OPINION 

28. He's (one presidential 
candidate) concerned about 
maldistribution, lack of fam
ily doctors, overabundance of 
specialists. 

AGREE DISAGREE 

NO OPINION 

29. Doctors 'collectively,' 
through their medical organi
zations, have done more to 
block adequate medical care 

(continued) 
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29 (continued) 

for people of this country 
than any other single group. 

AGREE DISAGREE 

NO OPINION 

30. Individual medical doc
tors . . . are the most dedi
cated and perhaps compassion
ate group you could imagine. 
But once they organize, they 
change their character com
pletely . . . They become the 
ones who exemplify the most 
intense opposition to provi
sion of adequate medical care 
for those who need it most. 

AGREE DISAGREE 

NO OPINION 

31. Physicians don't neces
sarily have a corner on all 
the knowledge, concern, and 
interest in health affairs. 

AGREE DISAGREE 

NO OPINION 

32, Who is the best judge of 
the kind of care patients are 
really getting? The nurse 
who spends 8 hours a day at the 
bedside, that's who, 

AGREE DISAGREE 

NO OPINION 
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PRETEST QUESTIONNAIRE (continued) 

II. Please answer the following questions to the best of 

your ability: 

1, Are you satisfied with the current state of health 

care services? 

If not, why? 

2. What main fault do you find with organized medicine 

or health care delivery? 

3. What are the better features of, or your most favor

able experiences with health care services? 

4. What suggestions or recommendations do you have to 

correct or attempt to remedy some of the criticisms aimed at 

the American way of delivering health care? 

5. What is your usual source of information about orga

nized medicine or health services? 

Books? ; Newspapers? ; Magazines? ; Radio? 

TV? ; Other: 
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LUBBOCK AVAIANCHE-JOURNAL—Thursday Evening. June 3C. 1977-

I li avOni OfTho Much 

U..W bu'.d t , U l l . ' -M J , r ^ i f . • 

13. It has become politically expedient to place on the 
health profession the sole responsibility for health and 
well-being of all persons, and to attack them for the de
ficiencies; therefore we must , . . make clear the neces
sity for a shared responsibility. 
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LUBBOCK AVALANCHE-JOURNAL-Soturc'oy Momi rg , July 30, 1977-

//// Thumbs 

// '• l l ^ • 

r /1' 

j.'-A.^? 

6 The failures of the Medicare and Medicaid programs 
are attributable to the fact that they have persistently 
side-stepped . . • issues on the assumption that the pro
vision of money alone could overcome significant failure 
in the organization of health care. 



234 

You Expect Me To Sivalloiv That? 

'""LotAnoeJeiTlm*, 

16. It is now almost universally accepted that govern
ment will become the major financing instrument for health 

care. 
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• • ; ' " - ^ ; . 

6. The failures of the Medicare and Medicaid programs 
are attributable to the fact that they have persistently 
side-stepped . . . issues on the assumption that the pro
vision of money alone could overcome significant failure 
in the organization of health care. 
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AMf^ :<iK.i>, 7 1 

'->J 

Doctors look at 
the flock: planners 
only at the fleece 

11. Health planning is a fantastic philosophy, a chance 
for local communities to make their own medical decisions 
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' Youll Forget ttie Pain, Once You 
Start Filling Out These Forms' 

CHAMPUS 

POM'TASK 

INFO.' 

17. The delivery of health services cries out for in
stant improvement. 
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Ilrnm-m-m^ 

*"#1S 

22. Physicians, on the whole, have been very successful 
in protecting medical systems from external manipulation 
for non-medical purposes. For the most part even in this 
complicated age the doctor serves as the patient's agent, 
and often even as his advocate. 
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Iiiijujuft,; 
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"C^ 

Don Quixote, MD 

22. Physicians, on the whole, have been very successful 
in protecting medical systems from external manipulation 
for non-medical purposes. For the most part even in this 
complicated age the doctor serves as the patient's agent, 
and often even as his advocate. 
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'It's jiist a simple little operation, but ice icaut you to pay now 

32 Furthermore, within the context of , . • hospital 
tlcarel, physicians have shown little appreciation of or 
incentive to concern themselves with the tremendous costs 
resulting from their pattern of work. 
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Do Your Patients Understand Your Fees? 

32. Furthermore, within the context of , . , hospital 
Ccarel, physicians have shown little appreciation of or 
incentive to concern themselves with the tremendous costs 
resulting from their pattern of work. 
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35. . . . health care is most basically a distinctly 
human institution and in the last analysis its success 
must be measured not by its technical virtue or its 
scientific precision but rather by its capacity to meet 
needs and sustain men by enhancing their own goals as 
they define them. 
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i i i e s m a l l s o c i e t y b y B M c I ' m m 

M^TAp'b^V>.ibr 
0 

' A{,\-v.'-i.'a\o \ /t-.-'^-c-Joxf^ 'PS)> / ' • ^ 
v - ' y I •" ^ ( -•'':•! 

LSi'M^^:;-.;ol^ r(UybJ\ irj: V^^ niT 
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44 The layman in medicine will himself have to acquire 
the competence to evaluate the impact of medicine on 
health care. Among all our contemporary experts, physi
cians are those trained to the highest level of specialized 
incompetence in this urgently needed pursuit. 


