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A Study to Determine
Patient Preferences for Primary Care

At Dwight David Eisenhower Army Medical Center

INTRODUCTION

General

This study preceded the January 1986 reorganization of primary care
services at Dwight David Eisenhower Army Medical Center (DDEAMC). The
main goal of the reorganization was to offer all permanent party active
duty families a choice of primary health care services. This study was
conducted to determine patient preferences for primary care before
reorganizing the delivery of services.

Prior to this reorganization, the three sources of primary health care
offered at Fort Gordon for active duty permanent party families were:
troop medical clinics, general medicine clinic, and family practice clinic
Dependents of active duty soldiers also had the option of obtaining primary
care from civilian physicians if they chose to cost-share under the Civilian
Health and Medical Program of the Uniformed Services (CHAMPUS). I

Most active duty soldiers received primary care at the troop medical
clinics, while their family members obtained care from the general
medicine clinic located in DDEAMC. Additionally, active duty soldiers who
were assigned to units proximate to DDEAMC and soldiers assigned to the
medical center obtained primary care directly from the general medicine
clinic. The troop medical clinics and the general medicine clinic operated
on a walk-in "sick-call," first-come/first-served basis.

In lieu of this arrangement, families could apply to the Department of
Family Practice to seek enrollment in one of the family practice panels.
The Department of Family Practice operated a residency training program
with I I staff and 27 residents. Panel membership was limited to 1750
families (including retirees), and there was a long list of individuals waiting
to be accepted into family practice. Over time, the proportion of retired
families had increased to 63% as active duty families permanently changed
duty station, and additional retirees' families were added to family practice
panels from the top of the waiting list. In 1985, the only new active duty
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families added to family physician panels were those with the types of
medical problems (e.g., obstetrical patients) needed to round out the family
practice teaching program to meet accreditation requirements established
by the American Board of Family Practice. This practice created concern
that retirees and their dependents were receiving preferential treatment
over active duty personnel and their dependents.

Primary care physicians are the portal to entry into military medical
care facilities, and patients are examined by specialists and subspecialists
only upon appropriate referral from a primary care physician. At Fort
Gordon, there was a perception that Family Practice patients received
responsive, concerned care through the single provider/provider panel
concept. The alternative method of entry into the primary care system
was through the troop medical clinics and general medicine clinic--both of
which operated on a walk-in basis. Although these clincs also provided
access to the primary care system, patients voiced their dissatisfaction to
the patient representative and others that queues were long, care was
impersonal, and there was no provider continuity. It was therefore
imperative that a system be developed to ensure equitible access into the
primary health care system for the greatest number of beneficiaries
possible within the limitations of the existing primary care provider base.

Army Regulation 40-3, Table 2-1, stipulates priorities for medical
treatment for different categories of beneficiaries in Army Medical Depart-
ment medical treatment facilities. An excerpt of pertinent information
from this source appears at Table . Members of the uniformed services on
active duty and their dependents have priority for medical treatment, and
Commanders are required to ensure that the priority system is used. 2

Other eligible beneficiaries such as retirees and dependents of retirees
are authorized medical care on a space-available basis. Heretofore, military
medical treatment facilities have generally had excess capacity, and re-
tirees have been able to obtain health care as needed. In fact, most retirees
view access to health care in military medical facilities as a right--not a
privilege. Only in recent years have resources become constrained so that
priorities for care have been enforced. As a result, queues have lengthen-
ed and access to care has become an issue. Retiree access to health
services, although a related topic, was not addressed in the scope of this
study.
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Table 1: Designated Priorities for Medical Care

Priority Cate&ory Authority and degrees of entitlement

I Members of the Complete and unqualified for US
uniformed services personnel.
on active duty...

2 Dependents of Care must be provided for when
active duty facilities and staffing permit.
members...

3 Members of the Sen- Care may be provided when it is
ior Reserve Officers. required during periods of attendance
Training Corps of at training camps.
the Armed Forces.

4 Retired members of the Care may be provided when facilities
uniformed services, and staffing permit.
their dependents, and
the dependents of de-
ceased retired members.

5 Civilian employees of Care may be provided when facilities
the Federal Govern- and staffing permit.
ment ... covered
by the Federal Employ-
ees/Health Service Pro-
gram.

6 All others Care may be provided when facilities
and staffing oermit.

Army Regulation 40-3, Table 2-1, Medical Services: Medical, Dental,
and Veterinary Care, Headquarters, Department of the Army, Washington,
DC, US Government Printing Press, 15 February 1985, p.55.
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Generally, as Friedman noted, 'Patients who do not pay directly for
care, because of government sponsorship or first-dollar coverage, often do
not protest compromised access-it's looking a gift horse in the mouth."3 In
recent years, however, health care consumerism has increased as the
media has focused on health care issues such as cost, malpractice, and
access to care. As consumers become more educated about health care
matters and more aware of their rights, they have become more outspoken
on these issues.

Military beneficiaries have mirrored the national trend, and the new
skepticism is breeding a different attitude toward military hospitals as
well. Patients are increasingly educated, better informed, and much more
questioning. Recent articles in a variety of publications have criticized
military health care, creating the perception that there exists a "Mess in
Military Medicine.' 4

For the most part, the incidents that are discussed in the media are
isolated problems that occur in every healthcare system. These problems
are not the norm, but overshadow the many successes and the consistently
high quality medical care that has been provided to soldiers and their
families for many years. Hence, military medicine suffers not so much
from a quality of care deficit, as from a maligned image. 5

The message is clear: military treatment facilities must improve both
access to, and the image of, military medicine. Being cognizant of the need
for image enhancement, the Commanding General of DDEAMC declared
"image" to be his top priority:

"IMAGE: Through excellence in all spheres of activities, we
will develop a reputation second to none as viewed by benefi-
ciaries at Fort Gordon and the region, the management staffs of
SGO and HSC, and by professionals in the military and civilian
communities." 6

Image is defined as the "structure of beliefs and attitudes pertinent to
a hospital and its associated facilities, staff, and services." 7 It was
neccessary to change the image of primary care at DDEAMC. First,
however, information had to be obtained on patients' beliefs and attitudes
about Fort Gordon health services and on their preferences for primary
care services.
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These two reasons--improving access to primary care for active duty
families and image enhancement--provided the catalyst for initiating this
study.

Problem Statement

To Determine Patient Preferences for Primary Care at Dwight David
Eisenhower Army Medical Center.

Objectives

The objectives of this research project were to:

I. Develop a patient preference survey.

2. Pretest the survey.

3. Select the study population.

4. Determine the sample size.

5. Measure patient preference for primary health care services.

6. Compile data.

7. Analyze results.

8. Report results and make recommendations on reorganization of
primary care.

5



Criteria

1. Data was considered statistically significant at the .05 level of
significance.

2. A 30-percent response rate from patients surveyed was acceptable
for this study.

Assumotions

1. Patients indicated their true preferences for obtaining primary
health care.

2. Views of the respondent were shared by the entire family.

3. Beneficiaries surveyed provided a representative sample of patient
preferences for the total permanent party active duty patient population
and their dependents.

Limuitations

Since health care provider resources for delivering primary care are
constrained by DDEAMC's missions to provide high quality tertiary care to
the Southeastern United States and to conduct graduate medical education
training programs, the scope of the study was limited to the primary bene-
ficiary categories of active duty soldiers and dependents of active duty sol-
diers. It was also recognized that many of Fort Gordon's soldiers were only
on station for a short time while attending course at the Signal School or
Dwight David Eisenhower Army Medical Center. Becuase their use of pri-
mary care was limited, the scope of the study was further restricted to
include only permanent party personnel and their families (i.e., individuals
who were assigned to Fort Gordon for at least six months of duty). The
period for data collection was confined to the three-month period October-
December 1985 in order to rapidly obtain data which would provide the
basis for an implementation decision at the earliest possible time.
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Literature Review

The interest in collecting information on patient satisfaction and
preferences has paralleled the growth of the consumer movement in
general. Although the literature is replete with studies on patient
satisfaction and preferences for care in the civilian sector, most studies of
the military health care sector merely focus on outpatient satisfaction.

Many people question the efficacy of using patient opinion polls for
shaping policy on the context that consumers are not appropriate sources
for judgments about such technical and important issues as access to
medical care. They argue that it is difficult to establish the reliability and
validityof consumer satisfaction and other attitudes, and that consumers

are not qualified to technically evaluate the field of medicine. 8 However,
as AO iy et al. (1980) note:

... the defense of querying consumers derives from the very
notions on which democracy itself is defended: that it is
appropriate for the public to be invited and even urged to voicejudgments and that such opinions should be taken seriously.
Should consumers views appear ill-informed to policy makers or
those who possess more technical information on the subject, it is
their perogative ({I.) in turn to try to convince the consumers
otherwise by making further information available to them. 9

The written questionnaire was selected as a survey instrument of
choice because it was the only way to reach the large number of
individuals required. Use of the questionnaire also had the advantage of
being inexpensive, easy to administer, and anonymous. Given that the
surveyor was a member of the hospital staff, it was believed that patients
would respond with more spontaneity and honesty when afforded the
anonymity of a questionnaire which could not be traced back to them.
Since the survey was to be mailed through military distribution channels,
in lieu of being given to clinic patients, a more representative sample could
be obtained that included individuals who rarely or never used clinical
services. Goldsmith's (1983) research compared the effectiveness of
interviews and surveys, and supported the chosen methodology. 1 0

However, Goldsmith (1983) also pointed out that written
questionnaires have some disadvantages which must be considered when
interpreting data. Because they are impersonal and anonymous, they offer
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little insight into the reasons for, and thus the significance of, patients'
answers. I The potential problem of subject misinterpretation of survey
questions may distort the findings. Moreover, it is difficult to know who
did not respond and whether non-respondents are significantly different
from those who returned the surveys.

Suchman and Ware (1965) have reported that acquiescent response
set (ARS), a tendency to agree with statements of opinion regardless of
their content, is a source of bias in surveys of patient satisfaction with
physicians and medical care services. These biases are greatest for lower
educational and income groups. 12 . 13 To preclude bias due to acquiescent
response set, survey questionnaire items were structured to eliminate
favorable or unfavorable bias. Instead of wording a question pertaining to
general satisfaction:

"In general, I liked the health care my family received."

with possible Likert-type scale responses 14 ranging from "Strongly Agree"
to "Strongly Disagree," the item was worded:

"In general, how did you like the care your family received?"

allowing for responses on a continuum from "Very Satisfied" to "Not
Satisfied."

Methodolgy

Survey Instruaent

A questionnaire was developed to survey patient preferences for
primary care. A copy of the questionnaire and the transmittal letter are
found at Appendix A. The items on the questionnaire were selected to
obtain information that would be helpful in designing primary care options
for active duty families. Key staff members were queried to determine
factors which they considered relevant (e.g., family usage rates) in the
design of a comprehensive primary care package. Questions pertaining to
the patients' military rank and unit were not asked to ensure anonymity,
increase the survey return rate, and afford a true picture of the stated
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patient preferences for primary care without regard to rank, unit of
assignment, etc.

The transmittal letter stated that all of those surveyed comprised a
group of families similar to themselves. It requested respondents'
assistance in providing information on which health care services they
preferred and their current experience with Army health care. To increase
the perception of command interest in order to enhance return rates, the
transmittal letter was typed on Department of the Army letterhead
stationary, signed by the Commanding General of DDEAMC, and sent out
through military distribution channels. The letter accompanied the
questionnaire. A self-addressed, franked return envelope was provided
for respondents.

The two-page survey instrument was composed of questions requir-
ing yes/no, or rating scale answers with a place for comments after three
questions. It briefly defined three proposed options for primary care at
DDEAMC- (1) "a family doctor, a specialist trained in family medicine
assigned to provide ongoing, complete health and medical care for your
entire family"; (2) "a group of specialists including internal medicine, and
pediatrics (children's doctor). You will have an assigned doctor to go to for
each of these specialities"; (3) "an urgent care center, a group of doctors
who will provide general medical care to patients who walk in, or have
appointments." In this "high-tech/high-touch" era, the multispecialty
option offered "high-tech"; the family practice, "high-touch"; the urgent
care center, convenience; and CHAMPUS, disillusionment with the military
health care system.

The questionnaire also requested information on:

(a) respondents' stated preference for primary care;
(b) respondents' current source(s) for receiving primary care;
(c) whether respondents were currently impaneled in family

practice, and whether they had ever applied and been refused
for family practice;

(d) remaining length of time that respondents would be stationed at
Fort Gordon;

(e) number of family members (including the sponsor) at Fort Gordon;
(f) frequency of Medical Center usage by sponsor and family

members;
9



(g) general satisfaction with the current health care received;
(h) whether respondents would be more satisfied if they could choose

their primary care option;
(i) importance of female physician availability;
(j) duty status of respondents--i.e., active duty military or family

member;
(k-I) demographic characteristics; and
(m-n) importance of physician continuity.

The survey was pretested first on a cross section of hospital staff
members, then on hospital clinic patients awaiting appointments,
prescriptions, radiographic reports, etc. The language and questions were
refined based on their responses.

Subject acquisitiom

The population for this study was all active duty permanent party
soldiers assigned to Fort Gordon. Standard Installation/Division Personnel
System (SIDPERS) records were used to identify these individuals. In
October 1985 there were 15,283 active duty soldiers assigned to Fort
Gordon, of whom 7,725 were permanent party soldiers (N = 7725). The
SIDPERS data base was used to generate unit address labels for the sample
survey. Labels were printed in social security number order by unit.
Individual's social security numbers were not printed on the labels to
ensure anonymity. Based on the variation from the pretests, it was
determined that five hundred responses would be sufficient to assure a
representive sample of this population if the surveys were distributed
equitably between units. It was felt that response rate of 25 percent could
be assured and that 30 percent was very likely. The sample size was
limited to 2000 soldiers (25.8 percent) of the population. Every fourth
label was used to ensure equitable unit representation. Smaller units were
purposely overly represented to ensure at least minimal representation.

Of the 2000 letters sent out, fifty-eight were returned as not
deliverable. These were remailed to another soldier of the same rank, sex
and unit of the soldier originally surveyed. In seven cases, it was not
possible to match both gender and rank; instead, a soldier in the same unit
of the same sex and the next higher, or lower, rank was selected (e.g.,
Second Lieutenant was replaced by a First Lieutenant, or vice versa; Staff
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Sergeant and Sergeant First Class were also interchanged). This procedure
helped to maintain equitable unit and gender representation.

Data Analysis

AUt the data were entered into a computer and analyzed using the
Statistical Package for Social Sciences (SPSS). Question items not answered
by respondents were considered unusable and were not included in the
analysis. For purposes of analysis, responses from individuals who
received their primary care at the troop medical clinics were combined
with those respondents who received primary care at the general medicine
clinic. Most questionnaires were filled out completely with the exception of
question "N," which was ambiguous to many respondents. Differences
between groups were determined by Chi-square analysis of frequency
distribution for both row and column contingency. For items in which
there was an ordinal or interval scale, Pearson's Product-Moment
Correlation Coefficients were used to determine the degree of relationship.
Descriptive statistics were used for assessing characteristics of the study
population and responses to survey questions. Four areas were analyzed:
demographic characteristics, frequency of clinic use, general satisfaction,
and desired versus actual source of primary care.

Discussion
Response Rate

Of the 2000 letters sent out. 912 were returned (45.6 percent).
Forty-three percent (n - 866) of these were in a useful condition, repre-
senting 11.2 percent of the 7,725 member population.

Praofile of"Resoadeutis

The typical respondent was a thirty-three year old male active duty
soldier with three dependents and ten months remaining at Fort Gordon.
The typical family obtains primary care from the general medicine clinic
and uses hospital services approximately 10.35 times a year.

11



The graph in Figure I depicts the distribution of respondents' ages by
sex:

Respondents by
Age & Sex

180
160
140
120

Number or 100
Responses 80

60
40 ..-i
20
0

<21 21-25 26-30 31-35 36-4 >40
Age Mle Rep odents

•Female Respondens

Figure 1

Overall, respondents represented all age categories. Women tended to be
fewer in number (17.2 percent) and younger than men--a reflection of the
smaller number of career women in the Army.

Respondents' family sizes varied from one to twelve members. More
than a quarter of all families had four members (26.5 percent). The other
frequently reported family sizes were two members (21.8 percent), three
members ( 20.6 percent), and one member (17.6 percent). This informa-
tion is graphically represented in Figure 2.
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Family Size

30
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Number of Family Members

Figure 2

The graph in Figure 3 illustrates aggregate clinic visits as reported by
respondents. Sponsors averaged 3.6 clinic visits per year, while their
dependents visited clinics an average of 6.75 times annually. Therefore,
the mean number of visits per family was 10.35. In general, the average
number of clinic visits increased with age. Increase in sponsors' service
use with increase in age was less significant (#.?- 54.1 with 40 , and
p - .068). than increase in dependents' use as they aged (i 1  70.68 with
40 df' and p-.002).
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Clinic Visits
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Figure 3

Frequency of use was very highly associated with gender (i12 61.74
with 8 d, and p< .0001). While most men (66.8 percent) visited clinics
three times or less per year, only 59.1 percent of the women visited clinics
at least four times a year. This information is shown in Figure 4. In
correlating clinic use with gender using the Pearson Product-Moment
Correlation Coefficient, increased clinic use by females was very highly
significant (r- .2137, p .0001).
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Sponsors' Clinic

Visits by Sex
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Figure 4

Overall Sa'sfactio

Over half of all respondents (61.2 percent ) were generally satisfied
with the care received. There were 22.5 percent who indicated they were
"Very Satisfied," 38.7 percent reported being "Satisfied," 24.4 percent
reported being "Somewhat Satisfied," and 14.4 percent were "Not Satisfied."
(See Figure 5.)
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Patient Satisfaction

14X
239

N Not Satisfied
SS omwhat Satisfled

24% AI Satisfied

.. Very Satisfied

39X

Figure 5

Written comments were both positive ( 1 percent) and negative (89
percent) to question "G": "In general, how do you like the care your family
received?" Positive comments focused on the quality of care provided and
caring attitude of the staff. Most of the negative written comments on
question "G" pertained to waiting time, lack of provider continuity, rude
treatment/bad attitude of staff members, inadequate numbers of staff,
slow ancillary services (particularly pharmacy and radiology), appointment
difficulty, rushed care, poor quality of care, and loud televisions in patient
waiting areas.

Age appears to have a mitigating effect on patient dissatisfaction. As
age increases, so does patient satisfaction (12 28.66 with 15 al. and
p- .0178). The Pearson's Correlation (r- .1305) was also very highly
significant (p- .0001), further substantiating the relationship between
satisfaction and age. In comparing the interaction of age and satisfaction,
the results of this survey parallel those of Fleming and Anderson (1976),
who reported a tendency for the aged to be less critical than the young in
terms of their health beliefs. 15
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Eighty-eight percent of the individuals surveyed unambiguously
indicated that they would be more satisfied if they were able to select their
primary care option. Most respondents wanted to be able to choose their
source of primary care, and their desire to be able to make that selection
did not differ based on their expressed primary care choice. However,
those who were the least satisfied, were most likely to believe they would
be happier if they could choose their primary care option (,2= 42.82 with
3 d, and p= .0001). The Pearson's Product-Moment Correlation
Coefficient was also very highly significant (r- .2199, p .0001), again
indicating that there was a high correlation between those who were
dissatisfied and those who would be happier if they could choose their
source for primary care.

Iksired versus Acua Core

A family doctor was the most popular primary care choice, preferred
by 540 individuals (62.5 percent). A group of specialists was selected by
267 respondents (30.9 percent), while forty-five (5.2 percent) wanted an
urgent care center, and only twelve people chose CHAMPUS cost-sharing
(1.4 percent). A graph of patient preferences for primary care appears on
the next page. There were no significant differences between choices for
primary care by age (x2 = 18 with 15 d, p- 0.263).

17



Patient Preferences for Primary Care
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Figure 6

Comparing family size with primary care option yielded highly
significant results ("(- 44.53 with 24 a, and p- .006). Larger families
(families of more than four members) were most likely to select" A Family
Doctor" as their choice for primary care, followed by a preference for "A
Group of Specialists." Although choosing "A Family Doctor" for primary
care was also the favorite option of the majority of respondents (62.5
percent), larger families requested family practice at a higher rate (70.6
percent). No families larger than six members chose either "An Urgent
Care Center" or CHAMPUS." Correlating family size and preference for
primary care using the Pearson Product-Moment Correlation Coefficient
was very highly significant (r- -.1 108, p< .0006).

It was interesting to note that nearly all respondents valued
continuity of care. When asked "How important is it that you see the same
doctor each visit?," 91 percent of those surveyed felt that it was either
'Very Important" (50 percent), or 'Important" (41 percent) to see the same
physician, while 7 percent thought it "Doesn't Matter," and only 2 percent
felt that physician continuity was "Not Important." The importance of
physician continuity did not differ significantly with age (J'?- 18.0 with
15 4, and p- .2625).

18



According to the American Board of Family Physicians,

"Continuity of care is the most important element of the
family physician's training and practice. Even when consulta-
tion with another specialist is required, the family physician
does not relinquish responsibility for supervision of the pa-
tient. The family physician maintains contact, and reassumes
full responsiblity for the patient when other specialists are no
longer needed." 16

Examining the ages of individuals who were already impaneled in
family practice yielded very highly significant differences (r2 = 25.25 with
5 d, p- .0001). Since the numbers of those in family practice roughly
followed a negatively skewed bell-shaped curve, it is likely that most of
the differences in numbers enrolled by age can be accounted for by
number of respondents by age. Again, Chi-square analysis showed that
the proportions of individuals who indicated they had applied for family
practice and been refused were also highly significant ( 19.20 with
5 d, p- .0018). However, the proportions appeared largely to parallel the
population proportion.

Because the precept of continuity of care is embodied in the practice
of family medicine, it was expected that respondents who selected "A
Family Doctor" as their choice for primary medical care would also value
continuity and be more likely to feel that it was "Very Important" or
"Important" to "See the same doctor each visit." The results of the survey
indicated that virtually all respondents valued continuity of care, as
evidenced by the fact that 90.6 percent responded that it was "Important"
or "Very Important" to "see the same doctor each visit." The erratic jumps
in the graph in Figure 7 (1'?- 58.018 with 9 df, and p < .0001) are
probably a function of the small number of individuals who selected
"Urgent Care Center" and "CHAMPUS" as their choices for primary care.
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Figure 7

In comparing differences between expressed importance for physician
continuity for males and females, both felt that continuity was "Important"
or "Very Important", but females tended to feel more strongly about the
issue with 57.6 percent indicating that it was " Very Important" versus
48.8 percent of the male respondents. Most of the respondents described
how physician continuity would heighten the quality of care, decrease time
wasted by repeating medical history, and improve patient-physician
relations.

Almost a third (32 percent) of the respondents felt that it was impor-
tant to have a female physician available for either themselves or another
family member. Although this is not an extremely high proportion of the
population, it is significant to note that only 12.5 percent of the physicians
assigned to Dwight David Eisenhower Army Medical Center are women.
Another factor to consider is that, of the assigned female physicians, none
work in OB/GYN--the area considered by respondents to be the most
critical for access to a female physician.

There was a very highly significant negative correlation between age

and desire for access to a female physician (.2- 22.34 with 5 dand
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p- .0005); (ru .136, p= .000 1). When subjects were grouped according to
sex and age, there was no significant difference in the proportion of
females desiring access to a female physician for any age group (,1=7.022
with 5 d, and p - .219). On the other hand, more younger males felt that a
female physician should be available for their family members (.,2=23.768
with 5 i2Tand p= .0002). (See Figure 8.) Using the Pearson Product-
Moment Correlation Coefficient to analyze the degree of relationship
between age and males' desire to have access to a female physician for
their family members yielded very highly significant differences
Cr- .1379, p= .0001 ).

Preference for Female Physicians

60-- Male

50-.[ Female

40
Percentse .

Desiring 3
Female

Physicians 20

10-
10

<21 21-25 26-30 31-35 36-40 >40
Age

Figure 8

The largest number of comments were made to question "N." which
was answered by respondents who did not select "Urgent Care Center" as
their choice for primary care. Question "N" asked "If you felt that you
needed to be seen soon, but your doctor already had all his/her
appointments filled, would you be willing to see another doctor, or would
you rather wait to see your own doctor?" Based on comments, respondents
desired more information on the urgency of their need "to be seen soon,"
the projected length of the wait to see their assigned physician, and the
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availability of another "competent physician" who would confer with their
assigned physician on the treatment rendered.

Although there was no statistical significance to the respondents'
replies, their comments appear to substantiate the findings of Yamada and
Goldsmith (1977) who reported that "the principal criteria for a good
family practice clinic were good physicians, a short wait to see the
physicians, and being able to see the same physician at each visit." 17

Conclusion

This study provided the only major research of permanent party
active duty preferences for primary care at Dwight David Eisenhower
Army Medical Center. The survey was valuable as a diagnostic instrument
for identifying (1) a profile of the permanent party patient population, (2)
general level of patient satisfaction with services, and (3) discrepancies
between the primary care patients are currently receiving and their
primary care desires.

Analysis of survey results led to six major conclusions:

(1) Patients would rather have a choice in selecting the type of
primary care they receive;

(2) They desire physician continuity;
(3) There is a large discrepancy between the percentage of active

duty permanent party families in family practice (22 percent) and those
who would like to be in family practice (62.5 percent);

(4) Over 30 percent of respondents indicated a preference for "A
Group of Specialists"--an option heretofore not available to them;

(5) There is a need to improve patient-staff interpersonal
relationships;

(6) There is an unmet desire for access to female physicians.

The results clearly indicated that there is a need for reform of the
primary care services delivery. In general, 61.2 percent of patients
surveyed were satisfied with the care they received, but many expressed
dissatisfaction with specific aspects of the primary care system: the long
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waits, appointment difficulty, impersonal care, and poor staff-patient
interpersonal relations. However, 88 percent indicated that they would be
more satisfied if they could choose their source of primary care. Almost a
third of those surveyed desired access to a female physician for some
member of their family--particularly for OB/GYN services. Virtually all
individuals surveyed (90.6 percent) valued provider continuity.

Results are of interest at two very different levels. First, at the level
of the Hospital Commander, policy should be changed regarding point of
primary care delivery for permanent party soldiers and their families.
Secondly, a number of mangerial implications can be drawn for Department
and Service Chiefs.

Recommendations

Hospitals seek to satisfy many publics. Increasing patient satisfaction
by offering a choice of primary physicians may concomitantly reduce
physician satisfaction by forcing some specialists (e.g., internal medicine
and pediatric physicians) to function as primary care providers. The crux
of the issue must be examined within the tripartate mission of functioning
as a teaching institution, while providing primary and tertiary care to
eligible beneficiaries.

Based on the data and the foregoing conclusions, the following
recommendations are made:

(1) One way to improve both the access to, and image of, medical care
provided at military medical treatment facilities such as Dwight David
Eisenhower Army Medical Center and its satellite troop medical clinics may
be to personalize medical care by allowing beneficiaries to select alterna-
tives for obtaining primary care, and to designate primary care physicians
for those who desire one. This upgrading of care was viewed as part of a
necessary effort to improve the quality of life in today's All Volunteer
Army.

(2) A program should be developed to improve the interpersonal

skills of staff members. The program should receive Command emphasis to
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tie in employee behavior to the system of rewards/evaluations, and to
make courtesy part of Dwight David Eisenhower Army Medical Center's
corporate culture.

(3) A concerted effort should be made to recruit female
physicians- -especially OB/GYN physicians--to work at Dwight David Eisen-
hower Army Medical Center.

Leaders in military health care are surrounded by opportunities for
making improvements. Despite image setbacks that have occurred in
military medicine, the climate for improving primary care is ripe. Here are
just a two indicators: (1) The rash of critcism of military medicine that
flourished during the past few years is being replaced by a realization that
debating past and present accomplishments and shortcomings is inade-
quate for dealing with the future. (2) A growing number of people realize
that the image of military medicine must be improved, not only for our
own satisfaction, but also for the benefit of our patients and the medical
readiness of the Armed Services. It is essential for our future that we
provide the leadership necessary for making changes that will better meet
the needs of our primary beneficiaries.

On a more general note, managers have the responsiblity to choose
and make policy. Just because patients desire lengthy appointments with
providers, physician resources may not be adequate to meet all the
expressed wants. As Kotler and Clarke (1986) stated in their article
"Creating the Responsive Organization:"

Healthcare managers must. differentiate between their
responsibility to be fully responsive to consumers versus the
abrogation of their management and policy-making responsibil-
ities to consumers. A fully responsive organization, while
responding to the greatest extent possible to its consumers, is,
still managed by the individuals hired and charged with that
responsibility. 18

So, for example, the Commander of DDEAMC may not have the
flexibility to hire more physicians or to increase the number of female
physicians commissioned into the Army. A more reasonable interpretation
of the marketing concept would be to strive to create a high level of
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satisfaction in its consumers, while weighing these efforts against the other

needs of, and pressures upon, the organization. 19

Afternote

At DDEAMC, burgeoning interest in improving the image of military
medicine created a concomitant emphasis on access to primary care--the
portal to hospital services. A new set of primary care choices titled "The
Primary Care Initiative" are being offered to permanent party active duty
families.

Responsive organizations manage to imbue their employees with a
spirit of customer service,2 0 and although training is important, DDEAMC
truly is in the business of patient care. The organization is becoming more
responsive, if indeed,

A responsive organization is one that makes every effort to
sense, serve, and satisfy the needs and wants of its patients and
publics within the constraints of its budget, political, regulatory,
and reimbursement environment. 21

The system that has been initiated will improve the quality of care
provided active duty soldiers and their families by expanding the available
options for care.
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APPENDIX A

Patient Preference Survey
and

Transmittal Letter



DEPARTMENT OF THE ARMY
IHEAOOUART.RS DWIGHT DAVID EISENHOWER ARMY MEDICAL CENTER)FORT GORON. GEORGIA 3001-NIO

.14 November 1985

HSHF-DCA/CS-R

SUBJECT: Patient Preference Survey

TO: ALL PERMANENT PARTY PERSONNEL

1. We need your help to provide active duty military families
with a choice of health care services. We want to provide you
with the services of your choice.

2. You have been selected to represent a group of military
families similar to yourself. Please take a few moments to
answer the questions on the next two pages and return the survey.
It is important that we get information on what health care
services you want. Your answers will help us to develop primary
health care options for all active duty families at Fort Gordon.
Thank you for helping us to serve you better.

En closure ALtEW &ME
Brigadier General, MC
Commanding

47
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PATIENT PREFERENCE SURVEY

First, let's look at some health care choices:
Assume you have three options. Under each option, you will be able to:

* use the emergency room for emergency medical treatment,
* be referred to a specialist such as a cardiologist ("heart doctor"), or

dermatologist ("skin doctor"),
*be admitted to the hospital for treatment.

Would you prefer to receive medical care for your family from:

1 )--a family doctor, a specialist trained In family medicine assigned to
provide on-going, complete health and medical care for your entire
family,

2)--a group of specialists Including internal medicine, and pediatrics
(children's doctor). You will have an assigned doctor to go to for each
oa these specialities,

3)--an urgent care center. A group of doctors who will provide general
medical care to patients who walk in, or have appointments.

A. My choice for family medical care is: (please choose one)

1]A family doctor

C A group of specialists
[ An urgent care center

CHAIIPUS -cost sharing

C Other (Please explain)
B. Where do you get health care now? (check all that apply):

ElGeneral Medical Clinic
'-Family Practice

C Pediatrics
COB-GYN
COther (please explain)

C. Are you in family practice now? (YES or NO):

If no, have you ever applied for family practice and been refused?
(YES or NO):

D. How many more months will you be at FT Gordon?

E. How many family members (including yourself) are with you at FT Gordon?-



F. About how many times a year do you use Eisenhower Army Medical Center

services? Other members of your famI ly?

G. In general, how did you like the care your famifly receives? (Pick one):
Very M Satisfiedi7 Somewhat-1 Not Did Not
Satisf led atisfied LJ Satisf ied Use

Comments

H. Would you be more satisfied if you were able to choose one of the health

care options on page 1 ? (YES or NO):

I. Is it important to you to have a female doctor available?(YES or NO):-

J. Is the person filling out this survey on active duty? (YES or NO):.

K1 How old are you? (Pick one.
Under 21 21-25 2 30 31-35 3-40 Over 40D2E - D.
L. Are you Male or Female?

If you selected the "urgent care" choice on page 1, you are finished with this
survey. Please return It In the enclosed self-addressed, stamped envelope.
Thank you very much for your help.

Only answer these questions if you selected either the group of specialists,
or family practice options.

M. How important Is it that you see the same doctor each visit?
Very Importantr-, Doesn't 1  Not
Important ' -J 1 Matter I ImportantL.J
Comments

N. If you felt you needed to be seen soon, but your doctor already had all
his/her appointments filled, would you be willing to see another doctor, or
would you rather wait to see your own doctor?

See Another octors Rather Waits
Comments

THIS IS THE END OF THE SURVEY. Please return the survey in the
enclosed self-addressed, franked envelope. If you want more
Information about these choices, please call SFC Rugh: 791-4656,
or CPT Johnson: 791-4654.

THANKS FOR HELPING US TO BETTER SERVE YOUR HEALTH CARE
NEEDS1
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F. About how many times a year do you use Eisenhower Army Medical Center

services? Other members of your fam Ily?

G. In general, how did you like the care your family receives? (Pick one):

very -i Satisfied- Somewhatr' Not r- Did Not-
Satisftied'- Satisfied '-' Satisfied'-' Use

Comments

H. Would you be more satisfied if you were able to choose one of the health
care options on page I ? (YES or NO):

I. Is it important to you to have a female doctor available?(YES or NO):

J. Is the person ftilling out this survey on active duty? (YES or NO):

K How old are you? (Pick one):
Under 21 21-25 26-30 31-35 36-40 Over 40D] D D D
L. Are you Male or Female?

If you selected the "urgent care' choice on page 1, you are finished with this
survey. Please return It in the enclosed selt-addressed, stamped envelope.
Thank you very much for your help.

Only answer these questions if you selected either the group of specialists,
or family practice options.

M. How important-is it that you see the same doctor each visit?
Very Importantf- Doesn't Not
Important [ : ]  Matter Important.
Comments

N. If you felt you needed to be seen soon, but your doctor already had all
his/her appointments filled, would you be willing to see another doctor, or
would you rather wait to see your own doctor?

See Another Doctors- Rather WatD
Comments

THIS IS THE END OF THE SURVEY. Please return the survey in the
enclosed self-addressed, franked envelope. If you want more
Information about these choices, please call SFC Rugh: 791-4656,
or CPT Johnson: 791-4654.

THANKS FOR HELPING US TO BETTER SERVE YOUR HEALTH CARE
NEEDSI 29
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