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ABSTRACT

SEX AS A DETERMINANT OF RESPONSES TO PATIENT
MANAGEMENT PROBLEMS BY PHYSICIANS AND
MEDICAL STUDENTS

By

Dianne Seaver Singleton

The purpose of the research was to assess the
effect of gender upon management of medical patients by
medical students and physicians. The effect of the
gender of both the patients and the medical personnel
upon responses to written simulations of patient manage-
ment problems was examined. The instrument which was
used included three types of patient management problems,
namely suicide, asthma, and multiple sclerosis. There-
fore, the type of problem was also examined to see if it
affected the treatment of the patients.

The issue of major concern in this study was
whether or not women and men patients received inappro-
priately different medical treatment as a function of
their gender or the gender of the medical personnel.

A review of health care literature provided some sug-
gestion that gender might affect the quality of care

given patients. The anecdotal and demographic
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literature suggested that women as patients and women as
health care workers are treated less well than men.
Experimental evidence of differential treatment for men
and women was not available in the literature.

The existence of this presumed inferior treatment
needed to be tested. One means of testing this effect
of sex upon responses to patient problems was through
the use of a tight research design in which sex was the
only variable. In order to do this, the three patient
management problems were divided into two parallel forms.
On Form A the three patients were women and on Form B
the three patients were men. Form A and Form B were
randomly assigned to the subjects. The problems approxi-
mated actual clinical reality as closely as possible.
They required the respondent to make judgments and
gather data as if he or she were in a clinical setting.
The respondents were asked to assume that they were the
physician described at the beginning of each problem.
After reading a brief description of the presenting
problem, the physician or medical student was asked to
make a decision as to what he or she would like to do
next. Once the physician selected one of the possible
options, he or she was directed to another section of
the problem or provided with additional data. This

information, either directions or data, was made visible
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by the respondent rubbing with a special chemical pen
the area in the answer booklet which corresponded to
the number of the selection made.

The effect of the gender of the medical personnel,
male or female, was assessed along with the effect of
the gender of the patients treated, males or females,
across the three different types of patient problems.
The independent variables in the study were the sex of
the medical personnel, the sex of the patients, and the
type of patient problem. The six dependent variables
measured overall performance and skills in diagnosis,
management, information gathering, arranging consul-
tations, and managing the patient in correct sequence.

The study was conducted twice, once with 40 men
and women physicians and once with 40 men and women
medical students. The studies were analyzed separately,
though the design and measures were the same for both
studies. A random sample of 120 women and 120 men phy-
sicians living in a midwestern state were asked to con-
tribute approximately one hour of their time to respond
to Form A or B of the problems. Twenty men and twenty
women voluntarily completed the problems. The medical
student sample was obtained by posting notices requesting
response to three patient management problems on the
medical student bulletin boards at a midwestern uni-

versity. Forty second-year medical students, 16 women
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and 24 men, responded to the request and were paid $5.00
each for their participation.

Observation of the data from a speculative rather
than statistically rigorous vantage point revealed some
interesting patterns. Based upon observations of mean
scores of the groups, it was noted that the effect of the
gender of patients and medical personnel was different
for the physician sample and the medical student sample.
Male physicians did not seem particularly influenced by
the gender of the patients, whereas female physicians
treated male patients more favorably than female
patients. Within the medical student sample, however,
both men and women students gave preferential treatment
to patients of their same gender.

Despite the apparent effect gender had upon
treatment of the patients, no statistically significant
differences were found on any of the variables tested.
The statistical analysis used was a multivariate approach
to repeated measures. In other words, the differences
in medical management which seemed to be linked to the
gender of the patient and medical personnel were not
sufficiently great to be statistically significant.

More powerful research, probably with larger samples,
is needed before conclusive statements can be made

regarding the effect of gender upon medical management.
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CHAPTER I

STATEMENT OF THE PROBLEM AND REVIEW

OF LITERATURE

Purpose

The purpose of this study was to assess the effect
of gender upon management of medical patients by medical
students and physicians. The effect of the gender of
both the patients and the medical personnel upon responses
to written simulations of patient management problems was
examined. The components of patient management which
specifically were investigated were the gathered infor-
mation, the management plan, the patient diagnosis, the
sequence of management actions, and the involvement of
the patient in requested consultations. The study
evaluated whether or not gender was a determinant of
the quality and the percentage of agreement of the
medical students' and physicians' responses to patient

management problems as compared with experts' responses.

Problem
The health care issue of major concern in this

Study is whether or not women and men patients receive



inappropriately different medical treatment as a function
of their gender or the gender of the medical personnel.
Anecdotal and statistical evidence was accumulated to
suggest that such differences may exist. Chesler (1972)
found differences in mental health care along gender
lines. Investigators have marshalled evidence to support
their contention that health care for men has been less
than optimal, but the literature more often suggests

that the treatment of women has been inferior to the
treatment accorded men. A reason why this study directs
particular attention toward health care for women is
contained in the following words of Ellen Frankfort
(1972): "The woman-as-patient embodies much of the
general anguish of women in the society, as well as

the particular frustrations of any patient--female or
male."

Statistically, women have had more contact with
medical personnel than have men. This difference is
explained by the woman's need for medical assistance with
pregnancy, childbirth, gynecologic problems, and major
responsibility for taking children for health care.
Specifically, women have averaged 25% more annual visits
to physicians than men, and more than 100% more visits
if women's visits to take their children to the doctor
were included (Male-feasance, 1970). If this study

were to reveal that women received less adequate care




than men, persuasive evidence would be available to
suggest that women were treated unjustly. Since women
have more frequent contact with medical people, they
would have more opportunity to challenge the current
medical system and change the current status of care.
Women more often than men seek medical attention for
routine health maintenance rather than emergencies or
illnesses. A major thrust of suggested changes in the
medical system is to place more emphasis upon preventive
and maintenance health care rather than crisis inter-
vention. Thus, women would be an appropriate group to
lobby for increased preventive health care. If women
challenged the current medical system, they would have
the existing organizations and political structure of
the Women's Movement to provide financial and organi-
zational support.

In 1971 the Women's Action Program was created
by the Department of Health, Education, and Welfare.
The premises which led to the formation of the group
as stated by then Secretary of Health, Education, and
Welfare, Elliot Richardson, were as follows: " (1) that
many changes are needed in the status of women both
within the Department and within American society, and
(2) that this Department has a unique responsibility
and opportunity to help bring about those changes."

The first recommendation which came from the 1971



workshop of the Women's Action Program at the National
Institute of Mental Health was that research issues con-
cerning the role of women should be explored. Other
recommendations made by the Women's Action Program which
have had very direct bearing upon this study included
the need for research regarding "social labeling, dif-
ferential diagnoses in clinical treatment, and dif-
ferential treatment under law" (Report of the Women's
Action Program, 1972).

The need for well-designed research to assess
health care for women has been well documented with sta-
tistical and anecdotal evidence along with reports on
the role of women in the field of medicine. When
assembled, these bits of data suggest that perhaps
women receive medical treatment inferior to that received
by men. However, no controlled study had been done to
compare treatment of men and women with identical prob-
lems. Before considering the procedures which this
study used to address the question of whether or not
differential care exists for men and women, it is useful
to review the literature in which authors suggest that

health care for women has been inadequate.

Review of Literature

A considerable body of evidence exists which
Suggests women receive unequal treatment by the medical

Profession when compared with treatment given to men.




The evidence essentially is divided into two distinct
areas. First, women as patients receive inadequate
medical care. The literature regarding women as patients
will be reviewed. Next, evidence is presented regarding
the inferior role women play within medical careers when
compared with men in medical careers. Unfortunately,
most of the literature pertinent to gender and health
care is conjectural or demographic in nature. Experi-
mental evidence of differential treatment for men and

women was not available.

Women as Patients

Feminists have actively made allegations that
health care for women is inadequate. As a consequence
of the presumed discriminatory medical treatment, women
have grouped together to educate themselves about women's
health. The Boston Women's Health Book Collective is
the most well known of the self-education groups of

women because of their book, Our Bodies Ourselves (1971).

Their self-education efforts led them to write the book

in order to share the knowledge they had acquired. As
stated in the book, "We had all experienced similar
feelings of frustration and anger toward specific doctors
and the medical maze in general, and initially we wanted
to do something about those doctors who were condescending,
paternalistic, judgmental, and non-informative." The

book contains numerous anecdotes of inferior medical




treatment for women. The allegations made by feminists
regarding medicine include insufficient preventive
medical care for women and children, notably those of
low socio-economic status; inappropriate sexual behavior
by physicians with their women patients; condescending
attitudes held by physicians toward women; lack of women
doctors; resistance by physicians to training parapro-
fessionals to perform simple medical procedures which
could upgrade health care; unwarranted mastectomies and
hysterectomies; and avoidance of training women in
routine health care procedures and female physiology
(Hole & Levine, 1971).

Statistical documentation of some of these alle-
gations is available. In support of accusations that
maintenance, preventive health care has been inadequate
is the fact that only 20% of American women have an
annual Pap smear test (Telinde & Mattingly, 1970). This
test, the Pap smear, is a highly accurate procedure for
the early detection of cervical cancer. There have been
12,000 annual deaths from cervical cancer though the
means to detect and treat it in its early stages have
been known for approximately 17 years (Boston Women's
Health Bbok Collective, 1971). Though the citizens of
the United States are affluent in comparison with people
of other nations, in 1968 our infant mortality rate

was sixteenth in the world (Myers, 1975). It has
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been estimated that at least half of maternal deaths
are avoidable. For example, nearly half the women who
have delivered children in city and county hospitals

have received no prenatal care (Wilson, 1970).

At the federal level, if not at the local level
as well, health maintenance programs have not been a
high priority for funding consideration. In 1973,
maternal and child health, family planning, and neighbor-
hood health centers received funding cuts. The Depart-
ment of Health, Education, and Welfare announced in 1973
its intention eventually to terminate funding these
direct health service programs. State and local funding
sources, along with the private market, will have to
maintain such programs if they are to survive (Kotel-
chuck & Levy, 1973).

Women have consumed more prescription drugs and
been hospitalized more often than men. Scientists from
the National Institute of Mental Health found that women
have accounted for 60% of all prescription drug and 67%
of psychotropic drug usage. In particular, stimulants
and anti-depressants have more often been prescribed for
women than men. The differences in psychotropic drug
usage decreased with increasing age (Report of the
Women's Action Program, 1972). Dr. Carl D. Chambers,

former director of research for the New York State

:
y



Narcotics Addiction Control Commission, conducted a study
in New York which revealed that women took 80% of diet
pills, 76% of anti~-depressants, and 72% of minor tran-
quilizers (Frankfort, 1972). Linn and Davis (1971)
randomly sampled a group of women and found that 48%

of the women 30 years or older said they had taken psy-
choactive drugs in the preceding year. In 1971 a San
Francisco survey found that 45% of the women, and 33%

of men had taken psychoactive drugs in the preceding year
(Mellinger, Balter, & Manheimer, 1971). Medications

for women may not be tested thoroughly before being
marketed. The basis for determining that Enovid, the
first oral contraceptive marketed in the United States,
was safe was data collected on 132 women who had taken
the pill for one to three years (Archer, 1970).

From a review of studies concerning the use of
prescription drugs the author concluded that a higher
percentage of women than men receive prescription drugs.
This can be accounted for, in part, by their more fre-
quent contact with physicians. However, when physician
contacts for gynecologic or obstetric reasons were
deleted, women made 54% of doctor visits. Composing
51.3% of the population and living longer than men, this
Percentage of visits was not much greater than would be
expected. Other studies reported that women reported

more symptoms when they saw physicians than did men




(Gurin, Veroff, & Feld, 1960), and whereas women presented
more psychological symptoms than men on checklists, men
presented more physiological symptoms (Phillips & Segal,
1969). Certainly these factors contributed to the dis-
parate use of prescription drugs by women and men. .
Several investigators suggested that sexual
biases held by physicians may have partially accounted

for this higher use of prescription drugs by women.

Examples of their studies follow. One study involved s
asking physician subjects to describe the "typical com-
plaining patient." In response, 72% of the physicians
described a woman, 24% did not mention the sex of the
patient, and 4% described a man (Cooperstock, 1971).
There also was evidence to suggest that anger toward a
patient or pessimism about the outcome of treatment
increased the prescription of drugs (Shader, Binstock,

& Scott, 1968). Linn (1971) found that 87% of physicians
in a sample studied considered daily Librium an appro-
priate medication for housewife patients, but this
figure dropped to 53% when students were the patients.
Perhaps an explanation for this difference was repre-
sented by Brodsky's (1971) point of view that tranquil-
izers are an acceptable medication for housewives
because they "can take naps and need not be mentally

alert."
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Further evidence of sexual biases operating in
physicians' use of medications has been provided by
research entailing content analyses of pharmaceutical
advertisements in medical journals over a five-year span
(Fidell, 1973; Prather & Fidell, 1972). The advertise-

ments were taken from the New England Journal of Medicine,

American Journal of Psychiatry, California Medicine,

and Journal of the American Medical Association. The

authors' interpretation of the content analyses revealed 3
a strong tendency to link female patients with psycho-
active drugs whereas the majority of nonpsychoactive

drug advertisements were linked with male patients.

The average male patient depicted was older than the
average female patient, and the range of male patient

ages depicted was greater than the range of women
patients' ages. When females were presented in psycho-
active drug advertisements, the symptoms mentioned most
often were depression, diffuse anxiety, and tension.

The male patients in the psychoactive drug advertisements,
on the other hand, complained of specific symptoms which
typically were associated with their jobs.' The interpre-
tation of the statistical analyses of the advertisements
by sex and illness substantiated a significant relation-
ship between the type of illness and sex of the patient.
Other tendencies were the presentation of women patients

as being irritating to significant others, and as
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experiencing "socially embarrassing" symptoms. None of
the advertisements had pictures of women as the physician,
though all of the nurses pictured were women. Interest-
ingly, the advertisements gave some indication that
housewife roles can be bothersome, and consequently

were reasonable problems to be treated by drugs.

Numerous allegations have been made that women's
symptoms more often are linked with emotional than
physiological factors than are men's symptoms (Phy-
sician's prejudice, 1973). Lennane and Lennane (1973)
have given support to these allegations with quotes from
medical texts. They addressed themselves to four women's
medical problems which they believe are linked with psy-
chogenic origins with insufficient scientific evidence.
These four problems were: pain associated with men-
struation, nausea during pregnancy, pain in child
delivery, and infantile behavioral disorders. For
example, numerous medical texts associated menstrual
symptoms with nervous or neurotic women and avoidance
of something disliked. Despite the finding that 75 to
88% of pregnant women experience nausea, one author
blamed the nausea upon "resentment, ambivalence and
inadequacy in women ill-prepared for motherhood." An
editorial accompanying the Lennanes' article strongly
recommended that physicians carefully evaluate themselves

to ascertain when and if their sexual biases affected the
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treatment they provided their patients (Kelly, 1973).
These articles triggered numerous responses from phy-
sicians reacting to the likelihood of sexual prejudices
having an impact upon health care (Women, pain, and
prejudice, 1973). The illustrations of women's symptoms
emanating from psychogenic factors have been widespread.
One recent gynecologic article exemplified this dis-
torted view of women. Easley (1971) viewed women as
existing primarily to produce children and consequently
suffering when childless. "Their specialty is built in
anatomically, physiologically, and probably psychologi-
cally. . . . In many ways hysterectomy fits women's
present needs. . . . A woman is a more reliable worker

after she has had one."

Women in Medical Careers

Within the United States medical profession, the
attitudes toward women have bgen reflected in the roles
allocated to, or assumed by, women. Women comprise 70%
of American health workers, although 93% of the physicians
are men. In the past 40 years there has been a 300%
increase in the number of women applying to medical
school, but the percentage of their acceptance has
dropped. During the same time span, applications to
medical school have increased by 29%; but their per-

centage of acceptance has decreased (Norris, 1969).
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Only three countries in the world, South Vietnam, Spain,
and Madagascar, have fewer than our 7% women physicians
(Boston Women's Health Book Collective, 1971). For
example, a recent study reported that in England 24%
and in Russia 75% of the physicians were women (Ehrenreich
& English, 1973). Another report stated that 1% of
dentists in the United States were women while in Europe
the percentage ranged from 70% in Denmark to 24% in
Sweden (Report of the Women's Action Program, 1972).

Throughout the health profession, men seem to
have been granted higher status. Though not clearly
documented, superficial evidence has suggested that male
nurses, in most cases, have been treated with greater
respect by most male physicians, regardless of ability,
than have female nurses (Gilbert, 1970). Male dominance
has even been detected in most medical school anatomy
courses. Typically students have learned anatomy from
a male sample except when they specifically are studying
female reproductive functions. The reference points
have customarily been male as in the instance of learning
that the female skeleton is lighter and smaller than
the male skeleton (Greer, 1970).

What positions have women health workers held?
Women have comprised 98% of registered nurses, 96% of
practical nurses, 95% of office workers, 94% of nutri-

tionists and dieticians, 90% of medical technologists,
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89% of medical social workers, 80% of physical therapists,
75% of x-ray technicians, 74% of aides and attendants,
and 64% of cooks. Nearly all of dental hygienists and
medical librarians have been women. Men, on the other
hand, have been in the higher status positions, compris-
ing 99% of dentists, 93% of physicians, 90% of chiro-
practors, and 80% of hospital administrators. A 1969
Department of Labor study revealed that women averaged
10% less pay in medical jobs than did men in identical
jobs. Some dissatisfaction with pay and status has been
reflected in the 60% turnover rate for nursing workers
in 1967 (Reverby, 1972).. The status of medical specialties
has been determined primarily by income and esteem from
medical colleagues. Within the medical specialties of
high status, such as neurology and surgery, the per-
centage of women has been even less. Conversely, the
areas of anesthesiology, psychiatry, and pediatrics,
which have been lower status specialties, have a higher
percentage of women (Frankfort, 1972). Efforts have
been initiated more recently to improve conditions for
women hospital workers by providing child care facili-
ties within the hospitals (Barton, 1971).

The reluctance of the American Medical Associ-
ation to allow paraprofessional medical workers has been
noted as further indication of an unwillingness to allow

women to assume responsible medical positions. Midwives,
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typically women, were outlawed in this country early in
this century, though in the United Kingdom, Scandinavia,
and the Netherlands midwifery still thrives. 1In 1910
about 50% of babies in this country were delivered by
midwives. However, rather than establishing training
programs for the midwives, state after state outlawed
midwifery largely because of pressure exerted by phy-
sicians, predominantly men, upon legislators (Ehrenreich
& English, 1973).

A greater appreciation of the extent of subju-
gation by women by the American medical profession can
be gained by a cross-cultural comparison. Post-
revolutionary China has emphasized changing the status
of women as in the marriage (and divorce) law of 1950
and the encouragement of late marriage. The specific
health care policies regarding women in China demonstrate
ways in which our system could be different. Forty days
of training for midwives is provided covering such topics
as sterilization of equipment, difficult deliveries,
and insertion of I.U.D.'s. Women workers receive at
least 56 days of paid maternity leave. Most factories
have child and infant care centers. Women workers are
given two 45-minute breaks for the purpose of visiting
and nursing their babies. Women factory workers may
take as many as three paid menstrual leave days per

month. Medical research emphasizes common problems as
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well as the most serious problems. For example, such
widespread problems as cervical erosion, menstrual dis-
orders, and vaginal infections are researched. Abortions
are available freely and without consent from the husband.
The vacuum aspirator method is the most widely used tech-
nique for abortions. Tubal ligations and vasectomies

are available on demand, although the government prefers
that people have had one or two children before such
surgery. Birth control products are provided at no

cost except for condoms which involve "waste" (Jervis,
1972).

In the past few years in the United States the
number of women medical students has risen dramatically.
In 1964 7.72%, in 1971 10.9%, and in 1974 15.4% of
medical students were women (Shapley, 1974). This
increase in enrollment has been cited as a consequence
of recent efforts to equalize employment opportunities
for men and women at all levels of expertise. For
example, in 1970 Dr. Francis Norris presented documen-
tation of discrimination against women applicants to
medical school to a special education subcommittee of
the House of Representatives (Discrimination against
women, 1970).

Personality characteristics of women physicians
have been the subject of numerous research projects.

The upward shift in the percentage of women physicians

RGP e T A S ke Mﬁ
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has been a potential catalyst for changing the stereo-
typical personality image of women physicians. "While
many of the older women physicians took the ideal mascu-
line behavior or the ideal sexlessness as givens, the
younger physicians are no longer willing to accept

these images" (Batt, 1972). Because discrimination
against women was at a very high level when women became
physicians five or more years ago, it is likely that they
were forced to be "more conservative, more rigid, 'better'
in every way than their male colleagues, Or even renounce
the mother-wife role altogether" (Boston Women's Health
Book Collective, 1971).

Evidence gathered from several studies regarding
the personalities of women physicians and medical stu-
dents was conflicting. A study regarding the vocational
interest patterns of men and women medical students over
a four-year period revealed that in most ways the male
and female students had similar interest patterns
vocationally. The only variables of difference were
that women students possessed a slightly higher "non-
people" interest than did men students (Peterson, 1972).
Cartwright (1972a, 1972b), on the other hand, compared
personality characteristics of male and female medical
students from 1960 to 1967 using adjective checklists
and the California Psychological Inventory. On such

characteristics as sense of well-being, dominance,
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self-acceptance, and sociability the men and women were
similar. The women, however, indicated that they were
more willing than men to express affect, and admit
weaknesses. The men indicated that they were more domi-
nant and aggressive. The women expressed greater commit-
ment to and contentment with their goals. Women also
rated higher on tolerance, responsibility, achievement,
and socialization. Women medical students valued their
independence and individuality more than did their male
counterparts (Cartwright, 1972b). The conscious factors
which were cited by medical students as reasons for their
selection of medicine as a career differed along gender
lines. Women medical students mentioned altruism,
support from other people, their interests, and self-
development motives as reasons for choosing medicine.

Men mentioned economic and prestige factors far more

often than did the women (Cartwright, 1972a).

Summarx

This study examined the role of medical students'
and physicians' gender in responding to patient manage-
ment problems. Did female and male medical students and
physicians respond to patient simulations differently
as a function of their own sex or the sex of the patient?
The literature which was reviewed supported the notion
that women as patients and women as health workers have

been given inferior treatment to that accorded men.
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The effect of this presumed inferior treatment needed
to be tested. One means of testing this effect of sex
upon responses to patient problems was through the use
of a tight research design in which sex was the only
variable. This study was addressed toward answering
questions regarding whether or not the sex of patients
and medical personnel influenced components of patient
management including information gathering, diagnosis,
treatment formulation, involvement of the patient in
consultation arrangements, and the sequence of manage-

ment actions.



CHAPTER II

DESIGN AND METHODOLOGY

Design

The design of this study was two by two across
three patient management problems. The independent
variables in the study were the sex of the medical per-
sonnel, the sex of the patients, and the type of patient
problem. The study was conducted twice, once with men
and women physicians and once with men and women medical
students. The studies were analyzed separately, though
the design and measures were the same for both studies.

Six measures, dependent variables, were used in
this study as follows: the Overall Competence Index,
the Information Gathering Competence Index, the Pathway
Competence Index, the Management Competence Index, the
Diagnosis Competence Index, and the percentage of con-
sultations requested which included a discussion by the
medical person with the patient about the consultation.
These measures, with the exception of the Diagnosis
Competence Index, were repeated across the three patient

management problems. The Diagnosis Competence Index only

20



21

occurred in the third patient management problem. The
Overall Competence Index was the major emphasis in this
study, the other measures being included for additional
exploration. The Competence Indexes measuring Infor-
mation Gathering, Pathway, Management, and Diagnosis
were components of the Overall Competence Index. The

overall research design is diagrammed in Figure 1.

Samgle

Two separate samples were used in the research,
one a group of 40 physicians and the other a group of 40
medical students. The Michigan Medical Directory was
used to obtain a random sample of 120 women physicians
and 120 men physicians around the state. A cover letter
from Dr. Norbert Enzer, the Chairman of the Michigan
State University Department of Psychiatry, requesting
participation in the study accompanied a set of either
Form A or Form B of the three patient management problems
along with a latent access pen. A follow-up letter
from Dr. Enzer was sent to nonrespondents one month
following the initial request. Copies of the two
letters are in Appendix C. Twenty women and 20 men
responded to these requests, a response rate of 16.67%.
No data regarding these physicians were obtained.

The medical student sample was obtained by post-

ing notices on the osteopathic and allopathic student
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bulletin boards at a midwestern university. The notices
informed 2nd- and 3rd-year students that they would be
paid $5.00 for responding to three patient management
problems. Feedback regarding their performance also was
offered. Third-year students were not available. Two
women in the second-year allopathic medical class
responded to the notice along with 14 second-year women
osteopathic medical students and 24 second-year men
osteopathic medical students. No additional data

regarding these students were obtained.

Experimental Procedures

The physicians responded to the patient manage-
ment problems after receiving them in the mail. The
directions were included with the problems. Half of
the male and half of the female physicians were ran-
domly sent Form A of the problems in which the patients
were women. The other physicians were sent Form B of
the problems on whicﬁ the patients were men.

The medical students were told via bulletin board
notice where they could obtain the patient management
Problems, directions, and latent access pen. They were
given one week to complete the problems after they
Oobtained them. Whether they received Form A or Form B
of the problems was randomly determined. A secretary
distributed the problems and paid the students when the

Problems were returned.
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Instrumentation

The instrument used to assess responses to patient
problems consisted of three patient management simu-
lations. The simulations approximated actual patient
problems as realistically as possible in that they
required the respondent to make judgments and gather
data as if he or she were in a clinical setting. The
respondents were asked to assume that they were the phy-
sician described at the beginning of each problem. After
reading a brief description of the presenting problen,
the physician or medical student was asked to make a
decision as to what he or she would like to do next.

For example, the potential choices might have included
conducting a physical exam on the patient, obtaining
additional information about the patient's medical and
personal history, running laboratory tests, or seeking
consultation with someone else. Once the physician
selected one of the possible decisions, he or she was
directed to another section of the problem or provided
with additional data. This information, either
directions or data, was provided by the respondent
rubbing with a special chemical pen the area in the
answer booklet which corresponded to the number of the
Selection made. For example, if the respondent
Selected number three, he or she then rubbed the area

adjacent to number three in the answer booklet. The
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process, called latent access, entailed an invisible ink
which was made visible by rubbing over it with a special
chemical pen. In other words, the physician proceeded
through each of the three patient problem simulations

by making choices as to what he or she would like to do
or obtain. As the respondents made their selections,
they rubbed over the corresponding sections in the answer
booklet and thus were provided information as to the
answer to their question, the outcome of their inter-
ventions, and directions as to where they were to proceed
in the instrument.

The format for this instrument was developed at
the Office of Research in Medical Education at the Uni-
versity of Illinois. In 1958 the faculty of the Uni-
versity of Illinois College of Medicine requested that
efforts be focused upon developing assessment techniques
which would measure accurately the outcome of medical
education in a manner consistent with the goals of
medical education. The Committee on Examinations which
coordinated the development of the assessment techniques
attempted to emphasize the assessment of important rather
than trivial skills, and integrated rather than frag-
mented skills. The outcome of their work in assessment
Of clinical judgment was the development of "patient

management problems" (McGuire & Solomon, 1971).
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Several considerations were involved in the
selection and development of the problems for the instru-
ment to be used in this study. First and foremost, every
effort was made to resemble reality as closely as pos-
sible. The problems, for example, were not presented in
classical textbook fashion, but rather included the usual
bits of confounding data and problems encountered by
physicians. Second, the problems represented a variety
of types of problems. Patient problems can be organized
according to a variety of schemes such as by degree of
acuteness or chronicity, the causative agent, or the
body systems affected (White, 1973). Third, the two
forms of the instrument were designed to be as parallel
as possible. For example, if the education of the female
patient in Problem I on Form A was that of a B.A., the
male patient on Form B also had a B.A. Finally, the
three problems were selected because they included cul-
tural and behavioral elements to suggest that the male
and the female patient might be responded to in dif-
ferent ways. The patient management problems are not
included in the dissertation because the problems con-
tinue to be used by medical personnel and mental health
workers and their developers wish to keep them from
Public access.

The problems in the instrument included a case

©of multiple sclerosis in a 2l-year-old patient, a
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32-year-old asthmatic patient, and a 26-year-old patient
who has been hospitalized for a suicide attempt.

The suicide problem was developed by the St.
Elizabeth's Hospital Division of the National Center for
Mental Health Services, Training and Research, National
Institute of Mental Health in collaboration with the
Center for Studies of Suicide Prevention, National Insti-
tute of Mental Health with funds provided under Public
Health Service Grant Number MH 12557. The problem
entailed the patient and the patient's spouse demanding
that the patient be released from the hospital despite
the fact that the patient's response to the six weeks
of treatment had been equivocal.

The asthma problem was developed as part of a
series of patient management problems by the Docent
Corporation expressly for Hoffman - La Roche Incorporated.
The problem entailed a medical emergency with the patient
having status asthmaticus. Swift diagnosis and treatment
were required.

The multiple sclerosis problem was not in the
patient management format and thus was changed to this
Style by the author with assistance from Dr. Lionel Rosen.
Originally the problem was used in the Medical Inquiry
Project at Michigan State University (Elstein, Kagan,
Shulman, Jason, & Loupe, 1972). The Medical Inquiry

Project was for the purpose of investigating the way
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in which expert physicians think and make decisions when
they see patients. Actors and actresses were programmed
to simulate actual patients. One of these simulations
was the multiple sclerosis patient whose presenting

complaint was paralysis below the waist.

Validity

To insure having patient cases which were identi-
cal in every way except gender, written patient simu-
lations were used in this study rather than live patients.
However, one may question whether or not the written
simulations measured how a medical student or physician
actually would perform in a real clinical setting with
a live patient. 1In other words, were the written simu-
lations valid measures of actual clinical performance?
Validity can be defined as "an estimate of the extent
to which a test (or, more properly, the scores on a test
and the inferences made therefrom) measures the variable(s)
it is designed to, or purports to, measure" (McGuire,
Solomon, & Bashook, 1972).

The validity of patient management problems, in
general, cannot be estimated since they are only an
examination technique. One must consider validity in
reference to something else. For example, one could
question whether patient management problems are a valid
measure of how a physician would respond to such patients

in actual clinical practice. The validity of patient
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management problems is affected by many variables. For
example, the validity of a problem would be increased
by careful test construction. Careful test construction
would entail such things as only selecting items for
inclusion which measured what the test maker wanted to
measure. In this case, the test would include only
items which measured how a physician or medical student
would work with a patient in clinical practice.
Inaccuracy in test scoring would jeopardize the
validity of a test. How could a score on a test be
a valid measure if it were not obtained with accuracy?
The skills assessed by the test must be important. In
summary, then, the validity of problems varies depending
upon such variables as quality of test construction, the
accuracy of test scoring, the importance of the skills
assessed by the instrument, the degree to which the
questions are representative of the area being assessed,
and how the scores on the test relate to some other cri-
terion such as actual clinical practice. For this
research, it was especially important that the patient
management instruments measure how the physicians and
medical students would perform in actual clinical prac-
tice.

Although validation data were not collected on
the three patient management problems included in this

instrument, there have been studies regarding other
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medical patient management problems constructed and
scored in the same manner as the three used in this
study. With regard to content validity, the content of
the problems, that is, information gathering, management,
and diagnostic skills, has been perceived by most phy-
sicians to represent important skills for medical stu-
dents as well as practicing physicians to have.
Respondents' reactions to the patient management format
of examinations have been very positive. For example,
when students were polled regarding different types of
questions on the American Board of Orthopaedic Surgery
exams, both the students who failed and the students who
passed the exams reacted more favorably to the patient
management questions than the multiple choice questions.
They evaluated the patient management problems as rele-
vant and good ways to allow them to demonstrate their
abilities. Furthermore, most physicians have responded
positively to the content validity of the patient man-
agement problems, stating that they approximate reality
and the "thinking which one must go through in making
decisions about the workup and management of patients
who present themselves in the office, clinic, or hospital
setting" (McGuire, Solomon, & Bashook, 1972). With
regard to the face validity of the instrument used in
this research, caution was employed in the construction

of the patient management problems.
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The concurrent validity of various medical patient
management problems has been studied by comparing per-
formance on the tests with supervisors' ratings, with
performance on other types of written or oral tests,
and with performance in clincial settings with real
patients having problems similar to the written simu-
lated patients. For this research, it was most important
that the patient management problems have high concurrent
validity in order for the results of the research to be
generalizable to actual clinical practice. Studies in
which performance on patient management problems was
compared to actual clinical practice suggest that the
performances are "almost identical for the relevant spe-
cific items of diagnostic workup that one can plausibly
assume would most likely have been recorded." One dif-
ference which was not consistent, however, was that
fewer bits of data were recorded on actual patients'
charts than were requested on patient management problems.
This could probably be accounted for by incompleteness
in recording information on hospital charts (McGuire,
Solomon, & Bashook, 1972). Correlations of supervisors'
Xratings with performance on patient management problems
ranged from .20 downwards. These low correlations,
while statistically significant, were not meaningful.

It is difficult to interpret these because correlations

of supervisor's ratings with other supervisors' ratings
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ranged from .30 to .70. Of course, it also must be
recognized that supervisory ratings are global evalu-
ations, whereas patient management problems assess pri-
marily clinical judgment. The correlations between
multiple choice test scores and patient management
problem scores testing similar content areas ranged
from .20 to .40. These findings can be attributable to
the two types of tests being addressed to slightly
different components of competency (McGuire, Solomon,

& Bashook, 1972).

In summary, although the validity of the three
problems used in this study is not known, the validities
of other medical patient management problems have been
acceptable. The educational importance of the areas
assessed by patient management problems has been judged
to be high. Similarly, the content or face validity
was evaluated by both test takers and medical experts
as being high for most medical patient management
problems. The concurrent validity of medical patient
management problems, while statistically significant,
has not been found to be very high. The concurrent
measures which have been compared with scores on patient
management problems include scores on other types of
tests, supervisory ratings, and actual clinical per-
formance. Unfortunately, it is difficult to say which

of these assessments are the most valid measure of a
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medical person's performance. An analogy regarding
spelling might further elucidate this confusing issue.

If a person correctly spelled a word on a spelling test,
but later misspelled the word when writing a letter,

who is to say which is the more valid assessment of
whether or not the person knows how to spell the word
accurately? An exception to this, of course, occurs

when one is interested in knowing only if the respondent
has the capability to respond correctly, in which case
the spelling test would be considered the valid measure.
The person did have the capacity to spell the word
correctly. Finally, the construct validity of medical
patient management problems has been substantiated by
factor analytic studies of a group's performance on
written simulations and on other measures. That is,

the components of information gathering, management,
pathway, and diagnosis have been substantiated by factor
analytic studies. These components emerged as separate
factors within patients management problems. Additionally,
different groups' performances, such as expert physicians
and medical trainees, on written simulations have yielded
results which suggest that medical patient management
problems possess reasonable construct validity. That is,
it appeared that performances on medical patient manage-
ment problems did correspond to plausible hypotheses
about how various groups of people should perform (McGuire,

Solomon, & Bashook, 1972).
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Reliability

Reliability refers to the consistency of a
measuring instrument. Several kinds of reliability
were relevant to consider with regard to the three
patient management problems used in this study. The
scoring keys for each of the three problems were
developed by different experts. One group of three
experts developed the scoring key for Problem I and
three other experts developed the scoring key for
Problem II. Two additional experts developed the
scoring key for Problem III. The experts weighted the
importance or value of each item on a given problem.
Thus, the degree to which the experts agreed on the
value of each item was one type of reliability evalu-
ated for this study. This reliability, interrater
reliability, was calculated for each of the problems
and its subparts. When experts had significant dis-
agreement on an item, the item was eliminated from the
scoring of the problem. "Significant disagreement" was
operationally defined as a range of +2 to -2 ratings by
the experts on a given item. One item on Problem I
(item 71) was eliminated because of significant dis-
agreement. Nine items on Problem II (numbers 97, 98,
102, 115, 116, 120, 122, 123, and 124) were eliminated
because of significant disagreement among the experts.

The experts on Problem III did not have significant
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disagreement on any items. Reliability coefficients
using a Pearson product moment correlation coefficient
were calculated for the problems with all the items
included and for the problems with items eliminated on
which there was significant disagreement. It should

be clearly noted that the elimination of items elevated
the reliability coefficients. These reliability coef-
ficients are presented in Table 1 and Table 2. It is
difficult to understand why most of the reliability
coefficients for Problem III were higher than Problems I
and II. However, according to physicians with whom the
author spoke, more consensus exists on how to treat
multiple sclerosis patients than about how to treat
asthma patients. The management of suicidal patients,
according to physicians, is more clear-cut than the
management of asthma patients and less clear-cut than
the management of multiple sclerosis patients.

Another type of reliability relevant to this
study was test-retest reliability. The 40 students who
initially responded to the patient management problems
were contacted five weeks later and asked to respond to
them again. Twenty-seven students completed Problems II
and III and 26 students completed Problem I a second
time. Pearson product moment correlation coefficients

were calculated for Problems I, II, and III and for a
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total of the three problems. These measures of test-

retest reliability are presented in Table 3.

Table 3

Test-Retest Reliability Coefficients

r
Problem I .62
Problem II .51
Problem III .36

Total .61

During the five weeks between administrations
of the problems, the students were on vacation. Since
they were not in classes during that time, the learning
which took place came about primarily from independent
reading. However, the researcher learned that the stu-
dents discussed the problems with each other between
administrations. The students indicated that they dis-
cussed Problem III more than the others because it
involved diagnosis and they compared their diagnoses
with one another. This may, in part, account for the
low test-retest reliability coefficients of the three
Problems. Another possible contributor to the low
test-retest reliability coefficients was the use of
medical students rather than practicing physicians.
Perhaps physicians would have been more definite in the

way they managed patients, whereas the students were
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more flexible in their management and thus tried different
ways of responding the second time they performed the
task. A third possible contributor to the low test-retest
reliabilities was suggested by several of the student sub-
jects. They said they wanted to try a different way of
managing the patient "just to see what would happen." It
seems reasonable to guess that the instrument which was
used actually had higher test-retest reliability than is
indicated with the medical student sample. However, if
the reliability were as low as reported, these errors in
measurement would reduce the precision of the instrument.
That is, it would be more difficult for the instrument to
detect differences if differences existed.

Coefficients of equivalence were not calculated
for Forms A and B of the instrument since it was expected
that they would not be equivalent because the sex of the
patients was different.

Measures of internal consistency within the
problems were not calculated because an assumption
involved in such measures could not be met. Specifi-
cally, the number of respondents on each item varied.

The sample size across items was not constant. In other
words, all students did not respond to every item. The
only indication regarding the internal consistency of
Ppatient management problems came from a study conducted
by Donnelly (1972) who analyzed the performance on ten

Patient management problems by third-year medical students
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at Wayne State University. He estimated the reliability
of the problems by comparing each student's performance
across all ten problems. The reliability of the problems
was .84. In other words, students' scores on the ten
problems correlated .84 with each other. The subscores of
information gathering correlated .90 with each other,
whereas the ten subscores of management correlated .35
with each other and the subscores of diagnostic ability
correlated .25 with each other. The ten pathway subscores
correlated .36 with each other. These data provided esti-
mates of the internal consistency of that examination.
McGuire, Solomon, and Bashook (1972) have evalu-
ated the reliability of various scoring schemes for the
1965 Clinical Comprehensive Examination administered to
200 third-year and 200 fourth-year medical students at
the University of Illinois, College of Medicine. The
exam was composed of 12 patient management problems from
six medical disciplines. When different scoring schemes
were used, the reliability was .97. The reliability
coefficient obtained when different experts composed
the criterion groups was .95. The correlation of the
students' performance on this exam with their performance
on an exam containing different problems was .56. The
correlation between students' performance on the test
with performance on problems containing similar problems
which emphasized different skills and abilities was .86.

The correlations between the scores on the test and
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scores on a test containing identical problems with

alternate options ranged from .67 to .94.

Scoring

The problems were handscored by a clerical assis-
tant. Each item was scored between +2 and -2 except in
the pathway and diagnosis sections on which the items were
scored between +1 and -1. The weights for each item were
determined by a group of experts. More specifically, each
problem was given weights by two or three people having
expertise in the particular cases. One member of the sui-
cide expert group is a clinical psychologist who teaches
a seminar on suicide and has been involved in suicide
research. The second and third members of the criterion
group, a psychiatrist and a psychologist, actively par-
ticipated in a federally funded project to develop
materials for a packaged training program on suicide for
personnel in mental health and health care. The multiple
sclerosis criterion group consisted of a psychiatrist who
actively worked with this case in the Medical Inquiry
project and one neurologist. The asthma criterion group
consisted of two internists and a psychiatrist who does
considerable liaison work with other physicians and thus
is very familiar with psychophysiological illnesses.

The detailed directions which were given to each
criterion group member are presented in Appendix A.
The rater first was asked to review the entire problem.

The rater scored the information gathering and management
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sections of the problem according to the following
scheme: +2 if the item was clearly indicated and
important, +1 if the item was clearly indicated but

of a more routine nature, 0 if the item had debatable
or remote utility, -1 if the item clearly was not indi-
cated though not harmful, and -2 if the item clearly
was contraindicated. The pathway sections of the
problems were rated by the criterion group members
using a +1, 0, and -1 scheme. The item in each pathway
section which the criterion group members would have
chosen was rated a +1, and the other items were rated

0 if they were not harmful and -1 if they were clearly
contraindicated. On Problem III there was a diagnostic
section on which items were rated +1 if clearly correct,
0 if plausible but not quite correct, and -1 if clearly
incorrect. Differences in weightings by criterion group
members first were checked for inattention or careless-
ness on the part of the experts. The next thing which
was checked was possible lack of clarity in defining the
setting of the problem, the role to be assumed by the
examinee, or the potential courses of action in the
problem. If the discrepancy in the experts' ratings
persisted, it was highly probable that the differences
were ones which would exist always between experts. If
on one item an expert felt that the option was never

helpful and another expert felt it was always helpful
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to do, the item was eliminated from the scoring process.
Item 71 on Problem I was eliminated, and items 97, 98,
102, 115, 116, 120, 122, 123, and 124 on Problem II were
eliminated for these reasons.

The process of scoring each exam entailed several
steps. First, the Proficiency Index was calculated for
the overall exam and for the pathway, management, diagnos-
tic, and information-gathering sections by summing the
positive and negative scores. Each sum was divided by
the larger of either the total number of questions asked
by the student or physician on that section or the total
number of questions which were positively weighted by
the expert group and then multiplied by 100 (Donnelly,
1972). This Proficiency Index represents the respondent's
percentage agreement with the experts. The second step
was the calculation of the Efficiency Index which is a
measure of how good, on the average, the questions were
which were asked by the students and physicians. This
score does not consider questions which should have been
asked. The Efficiency Index was calculated for the
overall problem and for the information gathering,
pathway, management, and diagnostic sections by divid-
ing the total number of positively weighted items on
each section by the total number of possible choices
on each section and then multiplied by 100 (McGuire,

Solomon, & Bashook, 1972). The Competence Index, the
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measure being used in this study, is a combination of
the Efficiency Index and Proficiency Index with more
emphasis placed upon the Proficiency Index. It was
calculated for the overall problem and for the manage-
ment, diagnostic, information-gathering, and pathway
sections by multiplying the Proficiency Index by the
Efficiency Index and dividing the product by 100, adding
the Proficiency Index to this figure, and then dividing
the sum by two (McGuire, Solomon, & Bashook, 1972). The
formulas for the three calculations are presented in
Figure 2. The scoring key based upon the mean of the
experts' weightings for each item is presented in

Appendix C.

Analysis of the Data

The research hypotheses in this study were tested
on two different samples. One sample consisted of
medical students and the other sample consisted of
practicing physicians. The data from these two samples
were analyzed separately. The analyses for both samples
were comparable.

The major focus of this study was finding out
whether or not the gender of the medical personnel or
patients affected the management of the patient. This
basic question was best reflected in the Overall Com-
petence Index measure. This measure indicated the

quality of how the patients were treated. This measure
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Proficiency Index: L [(+) + (-)] x 100
Larger of either
number of questions
asked by students
or physicians, or
number of questions
weighted positively
by the criterion group

Efficiency Index: Number of (+) choices x 100
Number of all choices

Competence Index: (PI x EI/100) + PI
2

Fig. 2. Formulas for Proficiency, Efficiency,
and Competence Indexes.
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was calculated for each of the three problems. That is,
an Overall Competence Index was computed for the suicide
problem, the asthma problem, and the multiple sclerosis
problem. Since this measure was repeated, the data
analysis involved a repeated measures design. It was
expected that a medical person's performance on one
problem would correlate with the performance on the
other two problems. In other words, the three measures
of the Overall Competence Index were expected to be
dependent upon each other. The expectation that
measures would be dependent upon each other suggested
that a multivariate analysis be used. Therefore, the
data were analyzed using a multivariate approach to
repeated measures. A diagram of this major focus of

the research is presented in Figure 3. It should be
noted that Figure 3 is exactly like Figure 1 except that
it includes only Measure 1, the Overall Competence Index.
The alpha level for the multivariate approach to
repeated measures was set at .05 for a two-tailed test.
The more analyses one conducts the greater the chance
that one of the analyses will be statistically sig-
nificant. In order to control for this chance factor

in this research since seven hypotheses were tested,

the alpha level for each of tgzse hypotheses was set at

.05 divided by seven, or .007.
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As stated earlier, the Overall Competence Index
was broken down into parts to provide more detailed
information. These parts were the Pathway Competence
Index, the Information Gathering Competence Index, the
Management Competence Index, the Diagnosis Competence
Index, and the percentage of consultations requested
which included a discussion about it with the patient.
These five measures were expected to be dependent upon
each other so this phase of the data analysis also
required a multivariate approach. Four of these five
measures were repeated across the three patient manage-
ment problems and thus also necessitated a repeated
measures analysis. One of these measures, the Diagnosis
Competence Index, occurred only in the multiple sclerosis
problem. Consequently, it did not require a repeated
measures analysis. In summary then, a multivariate
approach to repeated measures analysis was used to
analyze the data obtained from the Pathway Competence
Index, the Information Gathering Competence Index, the
Management Competence Index, and the requested consul-
tations which involved a discussion with the patient.
This additional exploration of the research including
measures 2, 3, 4, and 5 is diagrammed in Figure 4.
Because the Diagnosis Competence Index was measured

only once, it had to be analyzed separately. A two-way
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univariate analysis of variance was used for this analysis.
This phase of the research on Measure 6 is diagrammed in
Figure 5.

A conversion of all raw scores to z scores was
necessary because the three patient management problems
had different numbers of possible points. Since the
rating scales were therefore different, z transformations
were done so that the means and standard deviations of
the three problems would be equal.

A problem occurred when conducting the analysis
of the data which required a slight change in the intended
analysis. The problem occurred within the physician
sample but not the medical student sample. More specifi-
cally, Measure 5, the percentage of consultations which
included a discussion with the patient, did not measure
anything in the asthma problem, Problem II, for the phy-
sicians. 1In other words, physicians when requesting
consultations for the asthma patient, never mentioned
discussing the consultation with the patient. This
measure therefore was zero for Problem II. The computer
program which was used in conducting the data analysis,
the Finn program, could not handle zeros in the data.

It then became necessary to eliminate Measure 5 for the
doctor sample and analyze it separately. Thus, for the
doctor sample Measures 2, 3, and 4 were analyzed and

then Measure 5 was analyzed. When Measure 5 was
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analyzed for doctors, it was repeated in Problems I and
III but not Problem II. A multivariate approach to
repeated measures remained the type of data analysis
which was used. The analysis of Measure 5 for physicians

is presented in Figure 6.

Hypotheses

Seven hypotheses were tested in this study.
These hypotheses were tested on a sample of physicians
and also a sample of medical students. The hypotheses
which were tested, as stated in the null form, are as

follows:

Hol:

There are no significant differences between the
responses of male and female medical students/
physicians to patient management problems.

H02:

There are no significant differences between the
responses of medical students/physicians to male
patients and to female patients on patient manage-
ment problems.

Ho3:

There is no significant interaction between the
gender of patients and the gender of medical
students/physicians on responses to patient
management problems.
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Ho4:

There are no significant differences between the
responses of medical students/physicians to three
different patient management problems (suicide,
asthma, and multiple sclerosis).

Hosz

There is no significant interaction between the
gender of the medical students/physicians and
three different patient management problems
(suicide, asthma, and multiple sclerosis) on
responses to patient management problems.

HOG:

There is no significant interaction between the
gender of the patients and three different patient
management problems (suicide, asthma, and multiple
sclerosis) on responses to patient management
problems.

Ho7:

There is no significant interaction between the
gender of the patients, the gender of the medical
students/physicians, and three different patient
management problems (suicide, asthma, and multiple
sclerosis) on responses to patient management
problems.

Summarz

This study assessed the effect of gender upon
management of medical patients in written simulated
problems by physicians and medical students. The effect
of the gender of both the patients and the medical per-
sonnel was examined. The study with physician subjects

was analyzed separately from the study with medical
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student subjects. The subjects, all volunteers,
responded to three patient management problems per-
taining to suicide, asthma, and multiple sclerosis.

The Competence Index was calculated for their overall
performance, management of the patients, diagnosis of
the patients, information gathering regarding the
patients, and pathway of management actions. A sixth
measure which was examined was the percentage of con-
sultations requested which included a discussion with
the patient about the consultation. The Competence
Index for their overall performance was the major focus
of the study. The other five measures provided addi-
tional information. A multivariate approach to repeated

measures was used to analyze the data.



CHAPTER III

FINDINGS AND DISCUSSION

No statistically significant differences were
found in the analysis of the research data. Differences
of statistical significance were not found for either
the physician sample or the medical student sample on any
of the variables being studied. The variables studied
were the gender of the medical students or physicians,
the gender of the patients in the patient management
problems, the type of problem in each of the three
patient management problems, and the four possible com-
binations of these three variables. The findings for
the physicians and the medical students will be presented
in this chapter. The mean scores of the transformed data
for the physician subjects are presented in Table 4.

The mean scores of the transformed data for the medical

student subjects are presented in Table 5.

Alpha Level

The overall alpha level for the study was set at

.05. First, the main focus of the study for both medical

56
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students and physicians was upon Measure 1, the Overall
Competence Index. Seven hypotheses were tested on
Measure 1 and the alpha level for each analysis was set
at .007. As mentioned in Chapter II, this reduction in
alpha level was necessary because seven analyses were
made. The figure .007 was obtained when .05 was
divided by seven. Secondly, the additional exploration
consisted of several parts. For the physician subjects,
Measures 2, 3, and 4 were analyzed, and then Measure 5
was analyzed, and finally Measure 6 was analyzed.
Measures 2, 3, and 4 and Measure 5 were tested for
seven hypotheses each time and Measure 6 was tested for
three hypotheses. Thus, the additional exploration
studies for physicians entailed 17 analyses. Therefore,
the alpha level for these additional exploration tests
was set at .05 divided by 17 or .003. The additional
exploration for the medical students entailed 10 analyses
rather than 17 because Measure 5 was analyzed with
Measures 2, 3, and 4 for the medical students. Con-
sequently, the additional exploration alpha level of .05

for medical students was divided by 10, equalling .005.

Physicians

Measure 1
The data regarding physicians' responses to

patient management problems were analyzed using a
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multivariate approach to repeated measures. The data
first were run to analyze whether or not there were
statistically significant differences on the Overall
Competence Index, Measure 1. The findings are pre-

sented in Table 6.

Table 6

Results for Physicians: Measure 1

Sources of Degrees of F cq s
Variation Freedom Ratio Probability
D 1,36 .0872 .7695
P 1,36 .3213 .5744
C 2,35 .0000 1.0000
DXP 1,36 .2168 .6444
DXC 2,35 .3908 .6794
PXC 2,35 .2843 .7543
DXPXC 2,35 .8181 .4496
Code: D = Doctor Gender
P = Patient Gender
C = Condition, i.e., Problem I, Problem II,

Problem III
Alpha = .007

The findings suggest that there were no siénifi-
cant differences on Measure 1 for any of the variables
being tested. That is to say, none of the seven null
hypotheses stated at the end of Chapter II were rejected.
The gender of the physicians, the gender of the patients,
which patient management problem it was, and the inter-
action of these things did not significantly affect the
way in which the physicians performed on the Overall

Competence Index, Measure 1. Based upon these findings,
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one could state that men and women physicians responded
to men and women suicide, asthma, and multiple sclerosis

patients with comparable quality of care.

Measures 2, 3, and 4

Measure 1 was broken into five parts, noted as
Measures 2, 3, 4, 5, and 6. Measures 2, 3, and 4
occurred in all three of the patient management problems
so they were analyzed simultaneously using a multi-
variate approach to repeated measures. The findings

are presented in Table 7.

Table 7

Results for Physicians: Measures 2, 3, 4

Sources of Degrees of F 9
Variation Freedom Ratio Probability
D 3,34 .9096 .4466
P 3,34 1.4569 .2436
C 6,31 .0000 1.0000
DXP 3,34 1.1816 .3313
DXC 6,31 .5786 .7000
P XC 6,31 .8727 .5260
DXPXC 6,31 .6651 .6783
Code: D = Doctor Gender
P = Patient Gender
C = Condition, i.e., Problem I, Problem II,

Problem III
Alpha = .003
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The results suggest that physicians obtained
similar results on Measures 2, 3, and 4 regardless of
their gender, the gender of the patients, and which
patient management problem it was. That is, there were
no statistically significant differences found on the
Pathway Competence Index, the Information Gathering
Competence Index, or the Management Competence Index
for men and women physicians, or for men and women
patients, or for the suicide, asthma, and multiple
sclerosis problems. The seven null hypotheses stated

in Chapter II were not rejected.

Measure 5

Measure 5, the percentage of consultations
requested which included a discussion with the patient,
was repeated in the suicide problem and the multiple
sclerosis problem. These data were analyzed using a
multivariate approach to repeated measures. The results
are presented in Table 8.

The results indicate that there were no statis-
tically significant differences for Measure 5 on any
of the variables tested. The seven null hypotheses
stated at the end of Chapter II failed to be rejected.
The gender of the physician, the gender of the patient,
and the type of problem did not significantly affect

the physicians' performance on Measure 5.
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Table 8

Results for Physicians: Measure 5

S

Source of Degrees of F 1
Variation Freedom Ratio Probability
D 1,36 .4687 .4980
P 1,36 .8496 .3629
C 1,36 .0000 1.0000
DXP 1,36 1.2938 .2629
DXC 1,36 .0539 .8178
PXC 1,36 .2425 .6255
DXPXC 1,36 .5009 .4837
Code: D Doctor Gender

P : Patient Gender
C = Condition, i.e., Problem I, Problem II,
Problem III
Alpha = .003
Measure 6

Measure 6, the Diagnosis Competence Index,
occurred only for the multiple sclerosis problem. The
data on this measure were analyzed using a two-way
univariate analysis of variance. The findings are
presented in Table 9.

The results suggest that there were no statisti-
cally significant differences for Measure 6 with regard
to the gender of the physicians, gender of the patients,
or interaction between the physicians' gender and patients'
gender. The percentage of consultations which the

doctors requested which included a discussion with the

patient was not significantly affected by the sex of
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the doctors or patients. The seven null hypotheses

stated at the end of Chapter II failed to be rejected.

Table 9

Results for Physicians: Measure 6

Sources of Degrees of F cq s
Variation Freedom Ratio Probability
D 1,36 .9998 .3241
P 1,36 .9997 .3241
DXP 1,36 1.0004 .3239

Code: D = Doctor Gender
P = Patient Gender
Alpha = .003

Medical Students

Measure 1

As noted previously, Measure 1, the Overall
Competence Index, was the major focus of this study.
The hypotheses which were tested using the Overall
Competence Index were accepted as stated in the null
form. That is, no significant differences or inter-
actions were found on the medical students' overall
performance on the three patient management problems
with regard to the gender of the patients, students,
or which problem it was. These results were obtained
using a multivariate approach to repeated measures.
These statistically insignificant results are presented

in Table 10. Although statistically insignificant,
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special note should be made of the low probability
(.0477) of chance accounting for the interaction of the
doctor and patient gender and the .0381 probability of
chance accounting for the interaction of the patient

gender with the different problems.

Table 10

Results for Medical Students: Measure 1

Sources of Degrees of F ca s
Variation greedom Ratio Probability
P 1,36 .4902 .4884
P 1,36 .8815 .3541
C 2,35 .0000 1.0000
DXP 1,36 4.2057 .0477
DXC 2,35 .0081 .9920
PXC 2,35 3.5943 .0381
DXPXC 2,35 .4615 .6342
Code: D = Medical Student Gender
P = Patient Gender
C = Condition, i.e., Problem I, Problem II,

Problem III
Alpha = .007

Measures 2, 3, 4, 5

The findings regarding Measures 2, 3, 4, and 5
for medical student subjects are presented in Table 11.
No statistically significant differences were found with
this multivariate approach to repeated measures. The
gender of the patients, the gender of the medical stu-
dents, and the type of patient management problem did

not affect the performance of the medical students on
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the Pathway Competence Index, Information Gathering
Competence Index, the Management Competence Index, and
the percentage of consultations requested which included
a discussion with the patients. As in Measure 1,
special note should be made of the low probabilities

of chance accounting for the interaction between doctor
gender and patient gender and the interaction between

the patient gender and the type of patient problem.

Table 11

Results for Medical Students: Measures 2, 3, 4, 5

Sources of Degrees of F ‘g
Variation Freedom Ratio Probability
D 4,33 .7516 .5642
P 4,33 1.0000 .4215
C 8,29 .2654 .9723
DXP 4,33 2.4760 .0633
DXC 8,29 .6805 .7048
P XC 8,29 2.5611 .0303
DXPXZC 8,29 1.0215 .4424
Code: D Medical Student Gender

P = Patient Gender
C = Condition, i.e., Problem I, Problem II,
Problem III
Alpha = .005

Measure 6

The analysis of Measure 6, the Diagnosis Com-
petence Index, which occurred only for the multiple
sclerosis problem, did not detect statistically sig-

nificant differences between men and women medical

students or between men and women patients. Neither
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the gender of the medical student nor the gender of the
patient significantly influenced the accuracy of the
diagnosis for the multiple sclerosis patient. The male
patient and the female patient with multiple sclerosis
were diagnosed with about the same degree of accuracy
regardless of the patient's gender or the medical stu-
dent respondent's gender. These results are presented

in Table 12.

Table 12

Results for Medical Students: Measure 6

Sources of Degrees of F s g
Variation Freedom Ratio Probability
D 1,36 . 3.9740 .0539
P 1,36 .2692 .6071
DXP 1,36 5.2761 .0276

Code: D = Medical Student Gender
P = Patient Gender
Alpha = .005

Summary

The physician and medical student data were
separately analyzed using a multivariate approach to
repeated measures. No statistically significant dif-
ferences were found on any of the hypotheses. None
of the null hypotheses stated at the end of Chapter II
were rejected. No support was found for the assumption
that either the gender of the physicians or medical

students or the gender of the patients influence the
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treatment of the patients in the problem simulations.
Furthermore, the type of problem in the simulation did
not significantly affect the treatment of the patients.
That is, the suicide patient, the asthma patient, and
the multiple sclerosis patient were not treated signifi-
cantly better or worse as a function of their illness.
Finally, no significant interactions were found between
the gender of the medical person, the gender of the

patient, and the type of problem the patient had.



CHAPTER IV

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

FOR FURTHER STUDY

Summarz

The Problem

The purpose of the research was to assess the
effect of gender upon management of medical patients by
medical students and physicians. The effect of the
gender of both the patients and the medical personnel
upon responses to written simulations of patient manage-
ment problems was examined. The instrument which was
used included three types of patient management problems.
Therefore, the type of problem was also examined to see
if it affected the treatment of the patients.

The issue of major éoncern in this study was
whether or not women and men patients received inappro-
priately different medical treatment as a function of
their gender or the gender of the medical personnel. A
review of the health care literature provided some sug-
gestion that gender might affect the quality of care

given patients. The literature which had implications

69
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for the effect of gender upon health care focused around
two central tenets. One tenet was that women have
received inadequate health care. The other tenet was
that women have been relegated to inferior status
positions within the medical profession. Unfortunately,
most of the literature pertinent to gender and health
care was conjectural or demographic in nature. Experi-
mental evidence of differential treatment for men and
women was not available in either the literature regard-
ing treatment of women as patients or women as medical
personnel. However, there was sufficient anecdotal and
demographic evidence to suggest that perhaps women
receive unequal treatment by the medical profession

when compared with treatment given to men. The existence
of this presumed inferior treatment needed to be tested.
One means of testing this effect of sex upon responses
to patient problems was through the use of a tight

research design in which sex was the only variable.

Design and Methodology

The research design was two by two across three
patient management problems. That is, the effect of
gender of the medical personnel, male or female, was
assessed along with the effect of the gender of the
patients treated, males or females, across three dif-

ferent types of patient problems. The independent
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variables in the study were the sex of the medical per-
sonnel, the sex of the patients, and the type of patient
problem. There were three types of patient problems,
namely suicide, asthma, and multiple sclerosis. The
study was conducted twice, once with men and women phy-
sicians and once with men and women medical students.
The studies were analyzed separately, though the design
and measures were the same for both studies.

There were six measures, dependent variables,
used in this study as follows: the Overall Competence
Index, the Information Gathering Index, the Pathway
Competence Index, the Management Competence Index, the
Diagnosis Competence Index, and the percentage of con-
sultations requested which included a discussion by the
medical person with the patient about the consultation.
These measures, with the exception of the Diagnosis
Competence Index, were repeated across the three patient
management problems. The Diagnosis Competence Index
only occurred in the third patient management problem.
The Overall Competence Index was the major emphasis in
this study, the other measures being included for addi-
tional exploration. The Competence Indexes were calcu-
lated using a series of three formulas which included
measures of both the quality and efficiency of the
respondents' treatment of the patient. Experts on

suicide, asthma, and multiple sclerosis participated
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in developing the scoring key by assigning positive
or negative weights to the various options in each
problem which determined levels of quality and effi-
ciency.

The three patient management problems were
divided into two parallel forms. On Form A the three
patients were women and on Form B the three patients
were men. Form A and Form B were randomly assigned to
the subjects. The problems approximated actual clinical
reality as closely as possible. They required the
respondent to make judgments and gather data as if he
or she were in a clinical setting. The respondents
were asked to assume that they were the physician
described at the beginning of each problem. After
reading a brief description of the presenting problem,
the physician or medical student was asked to make a
decision as to what he or she would like to do next.
For example, the potential choices might have included
conducting a physical exam on the patient, obtaining
additional information about the patient's medical and
personal history, running laboratory tests, or seeking
consultation with someone else. Once the physician
selected one of the possible options, he or she was
directed to another section of the problem or provided
with additional data. This information, either

directions or data, was obtained by the respondent
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rubbing with a special chemical pen the area in the
answer booklet which corresponded to the number of the
selection made. The process, called latent access,
entailed an invisible ink which was made visible by
rubbing over it with the special chemical pen.

There were two separate samples used in the
research, one a group of 40 physicians and the other a
group of 40 medical students. A random sample of 120
women and 120 men physicians living in a midwestern
state were asked to contribute approximately one hour
of their time to respond to Form A or B of the problems.
Twenty men and 20 women voluntarily completed the
problems. The medical student sample was obtained by
posting notices requesting response to three patient
management problems on the medical student bulletin
boards at a midwestern university. Forty second-year
students, 16 women and 24 men, responded to the request

and were paid $5.00 each for their participation.

Results

The results of the study were that no statisti-
cally significant difference; were found on any of the
variables tested. In other words, no significant dif-
ferences were found in the ways that men and women
physicians or medical students treated the patients

in the problems. Furthermore, the women patients on
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Form A were not treated differently from the men patients
on Form B. The suicide patient, the asthma patient,

and the multiple sclerosis patient received qualitatively
similar treatment. No significant differences were

found in the quality of the treatment received by the
three types of patients. Finally, no significant dif-
ferences were found in the interaction between the
patients' gender, the type of problem, or the gender

of the physicians or medical students.

These results were obtained by using a multi-
variate approach to repeated measures. The one exception
to this was that the Diagnosis Competence Index occurred
in only one of the three problems and thus was not a
repeated measure. Therefore, a univariate analysis of
variance was used for the Diagnosis Competence Index.
Before the data were analyzed, the scores of the three
problems were transformed to z scores so that the

problems could be compared with each other.

Discussion

The researcher intends this discussion of the
research data to be speculative rather than rigorous.
All other sections of the dissertation have been based
upon statistical rigor. The data from the research from
a statistical standpoint failed to disprove the null

hypotheses which were stated at the end of Chapter II.
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However, the data were fascinating to the researcher
from an intuitive perspective.

The speculations are derived from material pre-
sented in Tables 13 and 14 which are listings of the
rank order of quality of treatment for men treating
male patients, men treating female patients, women
treating female patients, and women treating male
patients. The rankings go from the highest mean scores
of these groups at the top to the lowest mean scores
of these groups at the bottom. The mean scores of the
groups are presented in Tables 4 and 5. In other words,
if male medical students treated male patients the best
according to a particular measure, that group was listed
at the top, and if male medical students treated female
patients the worst on that measure, that group was
placed fourth, at the bottom, on the list. Table 13
is based upon the medical student sample and Table 14

is based upon the physician sample.

Medical Students

Let us first examine the medical students' data.
For the 16 measures on the three problems, the top rank-
ings were in 15 instances held by like-sexed groups.
More specifically, on eight measures the best treatment
was given by male medical students to male patients and
on seven measures the best treatment was given by female

medical students to female patients. On only one of the
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16 measures, the Information Gathering Competence Index
for Problem II, did a mixed-sex group receive the
highest score. This evidence suggests that for medical
students, there was a consistent interaction of the
gender of the patient with the gender of the medical
student.

This observation was further substantiated when
the lowest rankings were examined. Which groups fared
worst according to the 16 measures? Interestingly, on
all 16 measures the lowest scores were obtained by mixed-
sex groups. On 10 measures, the worst treatment was
given by male medical students to female patients and
on the other six measures, the worst treatment was given
by female medical students to male patients. Again,
the evidence suggests that some kind of interaction
occurred between the gender of the patients and the
gender of the medical students.

When examining the total scores for the medical
students on the five repeated measures, the pattern of
gender interaction with quality of treatment was again
witnessed. All five of the top performances were by
like-sexed groups, four of them men and one woman.

The lowest scores were all obtained by mixed-sex groups,
namely m;le medical students treating female patients.

Male medical students treated male patients

better than female patients on 13 measures and female
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patients better than male patients on three measures.
Female medical students treated female patients better
than male patients on 11 measures, male patients better
than female patients on four measures, and equally on
one measure. Again, it appeared that there was an
interaction between the genders of patients and medical
students because like-sexed groups were treated more
favorably than mixed-sex groups.

Referring back to the statistical research
results presented in Chapter III, it was noted in
Tables 10, 11, and 12 that the probability of the
results for the interaction between gender of the
medical students and gender of the patients being what
they were was quite low. While not statistically sig-
nificant, it is interesting to observe on Table 10
that the probability of the interaction between the
gender of the medical students and the gender of the
patients was .0477 for Measure 1. On Table 1l it was
noted that for Measures 2, 3, 4, and 5 the probability
of the interaction between the gender of the patients
and the gender of the medical students was .0633. On
Table 12 it was noted that for Measure 6 the probability
of the interaction of the gender of the medical student
with the gender of the patient was .0276. These low
probabilities suggest that perhaps there was some

interaction between the gender of the patients and
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the gender of the medical students, though not statisti-
cally significant. One additional observation on
Tables 10 and 11 was interesting. The probability of
the interaction between which problem it was and the
gender of the patient was .0381 on Measure 1 and .0303
on Measures 2, 3, 4, and 5.

Let us for the moment drop the examination of
the interaction of the medical student gender with the
gender of the patients and move on to look only at the
gender of the patients. Reference back to the bottom
two rows of Table 5 was useful for exploring how the
gender of the patients affected the scores on three
problems. Problem I data on all five measures were
interpreted as indicating that male patients received
better treatment than female patients. Problem III
data, further, were interpreted as suggesting that the
female patient received better treatment on four of the
measures and male patients received better treatment on
two of the measures. When the scores on the three
problems were combined for the Total scores, male
patients received better treatment than the female
patients on all five measures. The reasons for these
differences could not be explained by differential
incidence of the problems in men and women. Asthma
and multiple sclerosis for adults occur about equally

often in men and women. Whereas suicide is more often
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committed by men, it is more often attempted by women
(Freedman, Kaplan, & Sadock, 1972). Since there were
no logical explanations for these differences, it was
accepted that it was mere happenstance that on two
problems men received better treatment and on one

problem women received better treatment.

Physicians

Turning now to the physician data, more interest-
ing observations were made. The listing of the rank
order of quality of treatment for men treating male
patients, men treating female patients, women treating
female patients, and women treating male patients is
reported in Table 14. For the 15 measures on the three
problems, the top rankings were in 12 instances held by
groups in which male patients were treated better than
female patients. Five of these 12 instances were of
male physicians treating male patients, and the other
seven were of female physicians treating male patients.
On the other three measures, male physicians treated
female patients the best. When the scores were combined
for Total Measures, on all five measures male patients
were treated best, twice by male physicians and three
times by female physicians.

On eight measures male physicians treated male
patients better than female patients and on seven

measures the male physicians treated female patients
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better than the male patients. This suggested that male
physicians treat men and women patients without being
particularly influenced by the gender of the patient.
The data for the female physicians were quite different.
Women physicians tended to treat male patients better
than female patients. Specifically, the female phy-
sicians treated male patients better than female
patients on 11 of the measures, and female patients
better than male patients on four of the measures.
Summarizing the physician data, it appeared that
male physicians were not affected by the gender of the
patients, whereas female physicians treated male patients

more favorably than female patients.

One final observation of the physicians' responses
pertained to the differential return of latent access
pens. The researcher requested that the pens be returned.
Eight of 20 male physicians returned the pens, whereas
17 of 20 female physicians returned the pens. Furthermore,
it appeared that female physicians followed the directions
in the problems more closely than did the male physicians.

This observation was intuitive more than numerical.

Medical Students and Physicians

Examination of the medical student data in combi-
nation with the physician data was fascinating. A number
of intriguing questions emerged from these findings. Why

was it that female medical students gave superior treatment
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to female patients while female physicians gave superior
treatment to male patients? Why was it that male physi-
cians treated men and women patients similarly but male
medical students gave better treatment to male patients?
Why did male patients receive better treatment overall by
the physicians whereas gender did not affect the overall
treatment by the medical students?

These findings and questions make sense to the
researcher from an intuitive sense of the current upheaval
of men's and women's roles in society. The Women's Liber-
ation Movement may well account for some of the findings.
How so? The researcher based the following speculations
on the assumption that the physician sample was older than
the medical student sample and thus probably less open to
change in basic attitudes about women and men.

The fact that women physicians treated male
patients better whereas women medical students treated
female patients better can be attributed to younger women
being more aware of their own sex and developing more
positive feelings about others of their same sex. The
women's movement has facilitated the increasing enrollment
of women in medical school as discussed in the review of
the literature earlier in the dissertation. Formerly,
women who became physicians had few women physicians from
whom to garner support. As discussed previously, women
physicians may have had to "out-man the men." Just as

the Black Movement increased Black pride, the Women's
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Movement has increased women's pride. Women medical stu-
dents have support from other women medical students. Per-
haps the increased attention to gender brought about by
the Women's Movement has also facilitated greater unity
and pride among men. It also seems possible to hypothesize
that male medical students gave preferential treatment to
male patients because they feel some resentment toward
women for upsetting the status quo of sex roles. Some of
the male medical student subjects told the researcher that
they have felt "defensive" because of women's increasing
assertiveness which both the men and women attributed to
the Women's Movement. Because the roles of women and men
are in a state of upheaval, it may be that men are more
cautious of women, fearing a potential loss of the status
they have previously had.

Extra insight into why male physicians were less
affected by the gender of the patients than the female
physicians or the medical students might stem from their
having held the majority of the power and thus not feeling
threatened by women. Furthermore, in the past it has been
shown that men are more favorable toward women than women
are toward women. Another possibility is that physicians
in practice, presumably older than the medical students,
are more fixed in their sexual attitudes and less suscep-
tible to the influence of the Women's Movement.

.The same dynamics may also account for why male

patients received better treatment overall by the physicians
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whereas the gender of the patients did not affect the
overall treatment by the medical students. Men are no
longer as readily perceived as "better" than women.
Thanks to the Women's Liberation Movement, women may be
recognized more favorably than they formerly were. The
Women's Liberation Movement may also have facilitated in
allowing people to respond to other people with more
spontaneity and comfort. It would seem natural for women
to have a more empathic regard for women and men to have
more empathy for men. This emerged in the results of the
medical students' performance with regard to quality.
Male medical students gave better treatment to patients
of their same sex and the same held true for female

medical students.

Implications

The implications of the research, if one looks
only at whether or not statistically significant dif-
ferences were found, are minimal. The results were such
that none of the null hypotheses were rejected. These
findings would suggest that the gender of physicians and
patients has no effect upon the quality of treatment given
to patients. Consequently, no special attention to atti-
tudes about men and women would be necessary in either
medical school or in continuing education programs for
practicing physicians.

However, if one looked at the pattern of the

results for the medical students and physician sample,
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it seems less reasonable to dismiss the notion that sex
attitudes affect the quality of medical care. Continuing
education programs for practicing physicians might sponsor
workshops for women physicians directed toward improving
their self-esteem as women, and consequently their atti-
tudes about other women. Similarly, men and women
medical students could perhaps benefit from focusing
attention on their attitudes about the opposite sex in
an effort to reduce the likelihood that less adequate
medical care be given to patients of the opposite sex.
Based upon the findings from the statistical
analyses and the intuitive speculations, it seems that
the major implication of this research is that further
research should be conducted before final conclusions
and recommendations are made. Suggestions for future

research are discussed later in this chapter.

Limitations of the Study

The statistical findings of this research project
suggest that men and women patients are not treated dif-
ferently by men and women physicians and medical stu-
dents. However, several things must be kept in mind
when interpreting the results of this research. The way
in which the research subjects were obtained, the size
of the samples, the technique for assessing potential

differences in treatment, and the number of variables
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in the research must be considered. The precision of
the study was lessened because of a small sample size
and probable errors of measurement due to the instrument
used.

First of all, the research subjects were volun-
teers. The physicians were volunteers from a random
sample in the state of Michigan. Only 16% of the prac-
titioners asked to participate in the study responded
to the three patient management problems. Can one
assume that this small percentage of volunteers
responded the same as would nonvolunteers? Are phy-
sicians in Michigan the same as physicians elsewhere?

The medical student volunteers all were from one uni-
versity, and predominantly one medical college. Did

these medical student volunteers respond the same as
students who did not volunteer would have? Additionally,
they all were second-year students. It would be incorrect
to assume automatically that second-year medical students
from two medical schools and one university are repre-
sentative of other medical students without conducting
further investigation. Most of the medical student sub-
jects were studying osteopathic medicine, whereas the phy-
sician subjects had studied allopathic medicine. Are
osteopathic and allopathic physicians different in ways
that might have influenced the research data? The two
sample sizes, each 40, were shaller than would be desir-

able. The small sample size had a decidedly negative
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impact on this research because one would predict that
differences in treatment of men and women patients would
be slight. Therefore, if differences did actually exist
and if the differences were small, the instruments to
detect these differences would have to be powerful. Power
for detecting differences is substantially increased by
larger sample sizes.

The validity of the patient management problems
used was not determined. Did they in fact measure what
a medical person would do in actual clinical practice?
More valid measures of clinical performance would be
obtained with testing procedures which more closely
approximated actual clinical practice. Instruments with
higher reliability, particularly test-retest reliability,
would have been desirable. With the test-retest reliabil-
ities as low as they were, it would not be acceptable to
assume that the subjects' performance on the instrument
was indicative of how they would perform at another time.
It is unfortunate that a medical student sample was used
to gather test-retest reliability data rather than a phy-
sician sample, since physicians presumably would have
more stable response patterns. The asthma problem had
low interrater reliability among the experts before some
of the items were eliminated. This strongly suggested
that the management of asthma patients is not clear-cut.
It would have been preferable to have had problems on

which experts clearly agreed so that results of the
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research could be accounted for by gender rather than
having the confounding variable that chance differences
in the management of the patient based upon differences
in the acceptable modes of treatment may have accounted
for the results.

After examining the research data, it seems
reasonable to suggest that the research design was unneces-
sarily complex. More specifically, nothing seemed to have
been gained by doing the study with repeated measures. It
would have been preferable to combine the results on dif-
ferent problems to one set of scores rather than scores
for each problem. The streamlining of the design which
would have been preferable would entail deleting four of
the measures leaving only the Overall Competence Index and
the percentage of consultations requested which included
discussion with the patient. The Overall Competence Index
appears to have been an adequate measure, not needing to
be broken down into parts.

A preferable research design would have been one
that maintained the gender of the medical personnel and
the patients as independent variables but reduced the
dependent variables to only the Overall Competence Index
on the total instrument. By this simplification, it
appears that nothing would have been lost, yet the alpha
level would have been increased to .05. A two-way analysis
of variance would have been used had the design been

simplified. For the physician sample, no statistically
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significant differences would have been found, but statis-
tically significant interaction between the gender of the
patients and the gender of the medical students would have
been found. Of course, in the original development of the
research design it was not known that the measures in
addition to the Overall Competence Index would not reveal
additional or different information.

An additional limitation of the study was the
difficulty encountered in the consultation measure.
Because the occurrence of a subject requesting a consul-
tation was low, the likelihood of detecting differences
was very small. Differences must be extremely large to
detect significance among events occurring either very
frequently or very infrequently. Therefore, in this
research instrument the problems should have included more
need for the respondent to request consultations. If more
consultations were requested, more opportunities would
have existed to measure how often the medical personnel

discussed the consultation with the patient.

Suggestions for Further Research

Taking into consideration the limitations of this
present study as well as the intriguing, though statis-
tically insignificant, results, this researcher believes
that it would be appropriate and useful to further explore
the effect of the gender of patients and medical personnel

upon the medical treatment patients receive.
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This researcher suggests that one possible way
to further examine the effect of gender upon medical
treatment would be to repeat this study, but with cor-
rection of the shortcomings in this research discussed
in the preceding section. More specifically, it would
be desirable to test the hypotheses that the gender of
the medical person, the gender of the patient, and the
interaction of their gender affects medical treatment
on a larger sample. It would be highly desirable to
establish the sample size based upon the alpha level
(.05 would be reasonable), the power of the test at .80,
and the recognition that the probable magnitude of dif-
ferences in medical treatment based upon gender would
be small. In order to do this, the sample size would
have to be at least doubled (Cohen, 1965). Furthermore,
it would be useful to conduct the research using a non-
volunteer practitioner sample from a more varied geo-
graphical area. It would be interesting to conduct the
research on medical students at different levels of
training, such as on second-, third-, and fourth-year
students. Improvements in the instrumentation are highly
recommended by this researcher. Notably, instruments
on which concurrent validities are known to be high
with regard to actual clinical practice would be the
most desirable. Furthermore, an instrument having

higher (at least .80) test-retest and interrater
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reliability coefficients should be used. It would be
useful to have the instrument include more illnesses
than only three so that the results of the research
could be generalized to more disease entities. Finally,
the research design should be simplified as suggested
in the preceding section.

Another interesting research project directly
stemming from this one would focus upon the consultation
aspect of medical management. More specifically, the
study would be designed to test the effect of the gender
of medical personnel and patients upon how often the
medical personnel discuss the consultation with the
patient. In order to examine this, the instrument used
would have to include numerous instances in which
acceptable treatment of the patients would necessitate
requesting consultations. This would eliminate the
difficulties encountered with the consultation measure
in this study which were discussed in the preceding
section.

If it proved to be impossible to develop patient
management problems which accurately reflect how medical
personnel perform in actual clinical practice, there
are several other possible ways to test the effect of
gender upon patient management. It might be possible
to program actors and actresses to play the parts of

the patients in this study. Physicians and medical
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students might then perform more closely to reality
than on a paper-and-pencil simulation. The most ideal
way to test the hypotheses in this study would be to
have access to patient charts. If charts were main-
tained in a reliable, comprehensive way, it is con-
ceivable that men and women patients with comparable
problems and histories could be matched. Then compari-
sons could be made on the quality and efficiency of their
care. Another interesting dimension which could be
examined is the cost of the medical treatment. Are
men and women patients charged the same amount for
identical services? Are men and women patients equally
asked to go through unnecessary medical tests?

In sum, this researcher believes that it would
be appropriate and useful to further explore the effect
gender of patients has upon the treatment they receive.
The findings of this study suggest that there are no
significant differences between the treatment of men
and women patients. However, the evidence from this
study is not sufficient to state conclusively that such
differences do not exist. More powerful, focused
studies on this topic would be necessary before final

conclusions can be made.

In Retrospect

In retrospect the researcher would like to

reiterate what was discussed in Chapter I. It would
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be valuable to know if the gender of physicians and the
gender of patients has an effect upon the quality of
medical treatment. If it were revealed that male phy-
sicians treated male patients better and female physicians
treated female patients better, patients could be
assigned physicians of their own gender, or the training
of physicians could attempt to reduce the effect of
gender upon their treatment. On the other hand, if it
were revealed that either women or men were given
inferior medical treatment as a function of their
gender, corrective efforts would be necessary in train-
ing physicians. The results of this study, though not
statistically significant, do suggest that it would be
inappropriate at this point to dismiss the possibility
that gender affects medical care.

If this researcher were to have the knowledge
that she now has prior to conducting this research,
the changes she would make center around instrumentation.
She would have attempted to perfect the instrument prior
to running the actual study in terms of obtaining more
information regarding the reliability and validity of
the instrument. The asthma problem probably would
have been deleted or, in any event, the items upon
which the experts significantly disagreed would have
been deleted prior to distributing the problems to the

subjects. Idealistically, it would be nice to think
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that more representative samples would have been used,
but due to the financial limitations of this researcher,
it is more realistic to assume that volunteers would
again have been used. Her previous efforts to obtain
nonvolunteer physicians to respond to the problems were
thwarted. The research design would have been simplified
according to the scheme discussed in the preceding
section. Had more subjects and money been available
to the researcher, a pilot study would probably have
been run and hopefully would have revealed that the
repeated measures design and the use of more specific
measures such as the Information Gathering, Competence
Index and the Management Competence Index provided no
additional useful information.

The study has been fascinating to the researcher.
It is her hope that this topic is one which will receive
further attention and improved health care will be

available for everyone as a result.
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RATER:

APPENDIX A

INSTRUCTIONS TO THE EXPERT RATERS
SCORING THE PATIENT MANAGEMENT PROBLEM
PROBLEM I

Before assigning weights to the items in the attached
Patient Management Problem (PMP), carefully review the
problem. That is, look over each of the sections of
the problem. In a general way formulate what infor-
mation you would obtain to correctly identify the
patient's problem, what the appropriate management is
and when you would initiate it. Examine those pathways
in the problem which would have detrimental effects on
the patient.

The problem will be scored along three basic dimensions:
(1) Information Gathering (i.e., history, physical,
laboratory tests, and radiographs); (2) Management;

(3) Path through Problem (this dimension represents

the degree to which a student has made the correct
choice at each decision point in the problem. For
example, did he take a history when some immediate man-
agement should have been instituted?

Scoring the information gathering ability of the student:
Section B has items related to the patient's history,
physical, and laboratory tests. Go to Section B and
rate the utility of each of the items as follows:

(1) Rate the item +2 if it is clearly indicated and
important in identifying the patient's problem(s).

(2) Rate the item +1 if it is clearly useful but of a
more routine nature.

(3) Rate the item as 0 if it is not useful in identify-
ing the patient's condition or if it has a remote
or debatable utility.

(4) Rate the item -1 if it is clearly not useful
though not harmful.

96
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(5) Rate the item -2 if it is clearly contraindicated
(i.e., in terms of risk, pain, or unjustifiably
high cost).

Indicate your ratings by writing the weight next to the
item.

Your task will be simplified if you first go through
the entire Section and assign positive weights to the
"ideal" choices; then go through the Section again and
assign zero and negative weights to the items not
chosen on the first PMP scoring.

Scoring the management ability of the student: Sections
C and D contaln management decisions which can be
initiated at various stages in the problem. You are to
rate the appropriateness of each of these decisions
given the condition of the patient. Go to each of

these Sections and rate them as follows:

(1) Rate the item +2 if the item is clearly indicated
and important iIn the case of this patient.

(2) Rate the item +l1 if the item is clearly indicated
but of a more routine nature, i.e., should be
selected but not of special significance in the
case of this patient.

(3) Rate the item 0 if the item has debatable or
remote utility in the case of this patient.

(4) Rate the item -1 if it is clearly not indicated
though not harmful in the case of this patient.

(5) Rate the item -2 if it is clearly contraindicated
(i.e., is definitely harmful or carries an
unjustifiably high cost in terms of risk, pain
or money) in the case of this patient.

Scoring the student's pathway through the problem
(path score): At the end of Sections B and C and in
Section A, there are a list of choices (decision
points) concerned with what part in the patient man-
agement process the student wants to initiate next
(i.e., take a history, initiate management, do a
physical, etc.). The purpose of this score is to
evaluate the degree to which a student has made the
correct choice at each decision point in the problem.
For example, did he take a history when he should have
instituted some immediate management? Rate each of
the items at the decision points of Sections A, B,
and C as follows:
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(1) Rate the choice as +1 if it is clearly indicated
and important in the case of this patient at this
stage of the problem.

(2) Rate the choice as 0 if it is not harmful to the
case of the patient at this stage but is not
clearly indicated or necessary to be done at this
point.

(3) Rate the choice as -1 if it is clearly contra-
indicated given the condition of the patient at
this stage in the problem.

The rating of the path score can be accomplished quite
simply if you read the chief complaint and decide what
you would do next. Mark a +1 for this choice. Go to
the section of your choice and obtain all relevant
information. Then, mark a +1 for your choice for the
next step in the problem. Repeat this process until
you reach the end of the problem. You have defined
your ideal path through the problem. Then, go back
and rate all the other choices at the decision points.
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RATER:

SCORING THE PATIENT MANAGEMENT PROBLEM
PROBLEM II

Before assigning weights to the items in the attached
Patient Management Problem (PMP), carefully review the
problem. That is, look over each of the sections of
the problem. In a general way formulate what infor-
mation you would obtain to correctly identify the
patient's problem, what the appropriate management is
and when you would initiate it. Examine those pathways
in the problem which would have detrimental effects on
the patient.

The problem will be scored along three basic dimensions:
(1) Information Gathering (i.e., history, physical,
laboratory tests, and radiographs); (2) Management;

(3) Path through Problem (this dimension represents

the degree to which a student has made the correct
choice at each decision point in the problem. For
example, did he take a history when some immediate
management should have been instituted?)

Scoring the information gathering ability of the
student: Sections C and D have i1tems related to the
patient's history, physical, and laboratory tests.
Go to each of these sections and rate the utility of
each of the items as follows:

(1) Rate the item +2 if it is clearly indicated and
important in identifying the patient's problem(s).

(2) Rate the item +1 if it is clearly useful but of
a more routine nature.

(3) Rate the item as 0 if it is not useful in identi-
fying the patient's condition or if it has a
remote or debatable utility.

(4) Rate the item -1 if it is clearly not useful though
not harmful.

(5) Rate the item -2 if it is clearly contraindicated
(i.e., in terms of risk, pain, or unjustifiably
high cost).

Indicate your ratings by writing the weight next to
the item.
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Your task will be simplified if you first go through
each of the Sections and assign positive weights to
the "ideal" choices; then go through the Sections

again and assign zero and negative weights to the items

not chosen on the first PMP scoring.

Scoring the management ability of the student:
Sections E and F contaln management decisions which
can be initiated at various stages in the problem.
You are to rate the appropriateness of each of these
decisions given the condition of the patient. Go to
each of these Sections and rate them as follows:

(1) Rate the item +2 if the item is clearly indicated
and important in the case of this patient.

(2) Rate the item +1 if the item is clearly indicated
but of a more routine nature, i.e., should be
selected but not of special significance in the
case of this patient.

(3) Rate the item Q0 if the item has debatable or
remote utility in the case of this patient.

(4) Rate the item -1 if it is clearly not indicated
though not harmful in the case of this patient.

(5) Rate the item -2 if it is clearly contraindicated
(i.e., is definitely harmful or carries an
unjustifiably high cost in terms of risk, pain
or money) in the case of this patient.

Scoring the student's pathway through the problem
(path score): 1In Sections A and B there are a list
of choices (decision points) concerned with what part
in the patient management process the student wants
to initiate next (i.e., take a history, initiate man-
agement, do a physical, etc.). The purpose of this
score is to evaluate the degree to which a student
has made the correct choice at each decision point

in the problem. For example, did he take a history
when he should have instituted some immediate man-
agement? Rate each of the items at the decision
points of Sections A and B as follows:

(1) Rate the choice as +1 if it is clearly indicated
and important in the case of this patient at this
stage of the problem.
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(2) Rate the choice as 0 if it is not harmful to the
case of the patient at this stage but is not
clearly indicated or necessary to be done at
this point.

(3) Rate the choice as -1 if it is clearly contra-
indicated given the condition of the patient
at this stage in the problem.

The rating of the path score can be accomplished quite
simply if you read the chief complaint and decide what
you would do next. Mark a +1 for this choice. Go to
the section of your choice and obtain all relevant
information. Then, mark a +1 for your choice for the
next step in the problem. Repeat this process until
you reach the end of the problem. You have defined
your ideal path through the problem. Then, go back
and rate all the other choices at the decision points.
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RATER:

SCORING THE PATIENT MANAGEMENT PROBLEM
PROBLEM III

Before assigning weights to the items in the attached
Patient Management Problem (PMP), carefully review

the problem. That is, look over each of the sections
in the problem. In a general way formulate what
information you would obtain to correctly identify

the patient's problem, what the appropriate management
is and when would you initiate it. Examine those
pathways in the problem which would have detrimental
effects on the patient.

The problem will be scored along four basic dimensions:
(1) Information Gathering (i.e., history, physical,
laboratory tests, and radiographs); (2) Diagnostic
Ability; (3) Management; (4) Path through Problem (this
dimension represents the degree to which a student has
made the correct choice at each decision point in the
problem. For example, did he take a history when some
immediate management should have been instituted?)

Scoring the information gathering ability of the
student: Sections B, C, D, and E have items related
to the patient's history, physical, and laboratory
tests. Go to each of these sections and rate the

utility of each of the items as follows:

(1) Rate the item +2 if it is clearly indicated and
important in identifying the patient's problem(s).

(2) Rate the item +1 if it is clearly useful but of a
more routine nature.

(3) Rate the item as 0 if it is not useful in
identifying the patient's condition or if it
has a remote or debatable utility.

(4) Rate the item -1 if it is clearly not useful
though not harmful.

(5) Rate the item -2 if it is clearly contraindicated
(i.e., in terms of risk, pain, or unjustifiably
high cost).

Indicate your ratings by writing the weight next to
the item.
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Your task will be simplified if you first go through
each section and assign positive weights to the
"ideal" choices; then go through each section again
and assign zero and negative weights to the items not
chosen on the first PMP scoring.

Scoring the diagnostic ability of the student:

Section F contains a list of possible diagnoses for
this problem. Notice that for a given problem it may
be that more than one diagnosis is correct or plausible.
Go to the diagnostic section and rate the correctness
of each diagnosis listed. Rate them as follows:

(1) Rate the item +1 if the diagnosis is clearly
correct.

(2) Rate the item 0 if the diagnosis is very plausible
but not quite correct.

(3) Rate the item -1 if the diagnosis is clearly
incorrect.

Scoring the management ability of the student:

Section G contains management decisions which can be
initiated at various stages in the problem. You are

to rate the appropriateness of each of these decisions
given the condition of the patient. Go to this section
and rate the items as follows:

(1) Rate the item +2 if the item is clearly indicated
and important in the case of this patient.

(2) Rate the item +1 if the item is clearly indicated
but of a more routine nature, i.e., should be
selected but not of special significance in the
case of this patient.

(3) Rate the item 0 if the item has debatable or
remote utility in the case of this patient.

(4) Rate the item -1 if it is clearly not indicated
though not harmful in the case of this patient.

(5) Rate the item -2 if it is clearly contraindicated
(i.e., is definitely harmful or carries an
unjustifiably high cost in terms of risk, pain
or money) in the case of this patient.
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Scoring the student's pathway through the problem
(path score): At the end of each Section and 1in
Section A, there are a list of choices (decision
points) concerned with what part in the patient man-
agement process the student wants to initiate next
(i.e., take a history, initiate management, do a
physical, etc.). The purpose of this score is to
evaluate the degree to which a student has made the
correct choice at each decision point in the problem.
For example, did he take a history when he should
have instituted some immediate management? Rate each
of the items at the decision point of each section
as follows:

(1) Rate the choice as +1 if it is clearly indicated
and important in the case of this patient at this
stage of the problem.

(2) Rate the choice as 0 if it is not harmful to the
case of the patient at this stage but is not
clearly indicated or necessary to be done at this
point.

(3) Rate the choice as -1 if it is clearly contra-
indicated given the condition of the patient
at this stage in the problem.

The rating of the path score can be accomplished quite
simply if you read the chief complaint and decide what
you would do next. Mark a +1 for this choice. Go to
the section of your choice and obtain all relevant
information. Then, mark a +1 for your choice for the
next step in the problem. Repeat this process until
you reach the end of the problem. You have defined
your ideal path through the problem. Then, go back
and rate all the other choices at the decision points.
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SCORING KEY

Problem I

Total number of items weighted positively:

51.

Number of pathway items (1-8, 45-47, 55-59) weighted

positively:

Number of information gathering items (9-44) weighted

positively:

Number of management items (48-54, 60-71) weighted

positively:

1., +1

2. +1

3. -1

4. +1

5. =0.66

6. +0.66

7. 0

80 -l

9. +0.33
10. +2
l11. +2
12. +0.33
13. +1.66
14. +1
15. +2
16. +1.66
17. -0.33
18. +1
19. +0.66
20. +2
21. 0
22, +1
23. +0.33

24.
25'
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.

+2
-0.33
+2
+0.66
+2
+2
+2
+2
+2
+0.66
+1
+1.33
+1.66
+2
+2
-0.33
+0.33
+2
+0.33
+1
+1.66
-1
+1

105

47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.

-1
+2
+1

+2

+1.66
+0.66
-1.33

-2

+0.33
+1.66
Eliminate
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SCORING KEY
Problem II
Total number of items weighted positively: 28.
Number of pathway items (72-83) weighted positively: 6.

Number of information gathering items (86-110) weighted
positively: 13.

Number of management items (114-133) weighted positively: 9.

72. -1 93. +1.33 114. +0.66

73. -1 94. +0.33 115. Eliminate
74. +1 95. -1 116. Eliminate
75. +1 96. =-1.66 117. +2

76. +0.33 97. Eliminate 118. +2

77. =0.33 98. Eliminate 119. +1

78. -0.66 99. +2 120. Eliminate
79. +1 100. +1.66 121. -1.66

80. -1 101. 0 122. Eliminate
81. 0 102. Eliminate 123. Eliminate
82. +1 103. -1 124. Eliminate
83. +0.66 104. -0.66 125. =2

84. Not Scored 105. +1.33 126. +0.66

85. Not Scored 106. -0.66 127. -0.33

86. +1.66 107. -=0.66 128. +2

87. +1.66 108. +1 129. +2

88. +2 109. -0.33 130. -0.66

89. +2 110. +2 131. +1.33

90. +1.66 111. Not Scored 132. -2

91. -0.33 112. Not Scored 133. +2

92. +1.66 113. Not Scored
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SCORING KEY
Problem III
Total number of items weighted positively: 70.

Number of pathway items (134-138, 151-155, 185-189, 195-
199, 208-212, 221-225) weighted positively: 19.

Number of information gathering items (139-150, 156-184,
190-194, 200-207) weighted positively: 47.

Number of management items (226-233) weighted positively:
3.

Number of diagnosis items (213-220) weighted positively:
1.

134. -1 l68. +0.5 202. +1.5
135. +0.5 169. +2 203. +1.5
136. +1 170. +0.5 204. +1.5
137. 0 171. +0.5 205. +0.5
138. -=0.5 172. +0.5 206. +0.5
139. +1 173. +0.5 207. -=1.5
140. +1.5 174. +0.5 208, +1
141. +0.5 175. +1 209. +0.5
142. +0.5 176. +1 210. +1
143. +1.5 177. +0.5 211. +1
144. +0.5 178. +1.5 212. +0.5
145. +2 179. +1.5 213. -1
146. +2 180. +1.5 214. -1
147. +2 181. +1 215. -0.5
148. +2 182. +1 2l6. -1
149. +1.5 183. +1 217. -1
150. +0.5 184. +2 218. =0.5
151. +0.5 185. +1 219. +1
152. +0.5 186. +0.5 220. -0.5
153. +1 187. +0.5 221. 0
154. 0 188. 0 222, +0.5
155. +0.5 189. 0 223. -=0.5
156. +0.5 190. 0 224. +1
157. +0.5 191. -2 225. 0
158. +0.5 192. +0.5 226. +1.5
159. 0 193. +2 227. =0.5
l60. 0 194. 0 228. =2
l6l. 0 195. 0 229, +1.5
l62. +0.5 196. 0 230. ~-1.5
163. +0.5 197. +0.5 231. 0
164. +2 198. +1 232. +1
165. +2 199. +0.5 233. -1
166. +0.5 200. +1

167. +2 201. +1.5
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LETTERS TO SUBJECTS

Dear

Despite the fact that I recognize you receive a great many
requests for your attention, I hope you will be able to
devote some time to this request. A new faculty member
of our Department is conducting research regarding phy-
sicians' decision-making processes. This project has my
full endorsement.

I would greatly appreciate your response to the enclosed
materials. There are three patient management problems,
an answer booklet, and a latent access pen enclosed. Your
responses to these written simulated patient problems

will provide some indication of how you would respond to
these patients in actual practice. The purpose of these
problems is to further explore the process by which phy-
sicians manage patients. The intent of the research is
not directed toward who selected "right" or "wrong"
options, but rather the pattern of the management
responses. The time it would take you to respond to the
three problems approximates 60 minutes. I think you may
find this process of responding to patient problems rather
enjoyable because you will obtain new data about the
patients as you progress through the problems.

We shall be happy to provide you with feedback regarding
your responses to the problems. Please read the enclosed
directions and progress through the problems as directed.
A stamped, addressed envelope is enclosed for the return
of your answer booklet and latent access pen. You could
expect feedback on your responses within two months.

Your earliest response to the problems is appreciated.
Thank you for your attention to this project.

Sincerely,

Norbert B. Enzer, M.D.
Chairman, Department of Psychiatry

ewp
enclosures
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Dear

As you may recall from the letter I wrote to you one
month ago, I recognize that you are a busy person. How-
ever, I would be most grateful if you could fine time to
respond to the three patient management problems which
were sent with my preceding letter. A special pen and
stamped addressed envelope were also enclosed for your
use. The purpose of asking you to respond to the patient
management problems is to provide additional data on how
physicians make decisions in treating patients. The
research being conducted is examining the pattern of
management responses, rather than their "accuracy."

The time it will take to respond to the problems
approximates one hour.

If you are able to respond to this request within the
next six weeks, we shall be happy to provide you with
feedback regarding your responses. Thank you for your
consideration of this project.

Sincerely,

Norbert B. Enzer, M.D.
Chairman, Department of Psychiatry

NBE/soa
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