In an experiment evaluating comprehensive pediatric care provided for

low-income families, changes in attitudes and satisfactions were

examined. Certain general attitudes remained unchanged, but

where care was actually delivered there was increased

satisfaction and an increased preference for a primary
physician. The authors point up the need for

further study.
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Oow-INCOME families are the target
population for large-scale medical
care programs which are placed under
the rubric “comprehensive.” Because of
financial and organizational contingen-
cies, some programs are more compre-
hensive than others in terms of the
range of services which they provide.
Their common goal is to replace the hap-
hazard organizational structures which
have resulted in low-income families re-
ceiving medical care in an episodic fash-
ion from various facilities. This frag-
mentation, with no coordination or con-
tinuity of medical care by any one re-
source, is condemned by health profes-
sionals and angry individuals from the
community because it is inefficient and
costly, and because human dignity is
often lost in the anonymity of many
public clinics.

Careful study of these programs is
necessary to determine the degree to
which the goals are being accomplished.
The basic question is: Do these pro-
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grams affect such factors as morbidity,
utilization patterns, cost, or patient at-
titudes and satisfaction? Beginning in
1964, a study was undertaken to evalu-
ate change in these variables as a result
of comprehensive pediatric care offered
to a sample of low-income families who
were, at that time, users of the Chil-
dren’s Hospital Medical Center in Bos-
ton. This paper is a report of the atti-
tudes and satisfaction of these families
after three years, as compared to simi-
larly selected samples of families who
continued to obtain pediatric care in
the various facilities which these groups
used before 1964.

The physicians in the comprehensive
care program provided acute and pre-
ventive services for all children in the
family on a continuous basis. They made
home visits when appropriate as well
as the usual office calls. At the same
time these physicians were participating
in a fellowship program that provided
postresidency work in the practice and
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teaching of ambulatory pediatrics and
family medicine. Ten physicians were
in the program for one year and two
for two years. When hospitalizations
were necessary, patients were admitted
to the Children’s Hospital where they
were cared for by the resident staff, with
the Fellow as the private physician.
Working closely with the physician, the
nurse and other professionals, such as a
social worker and child psychiatrist when
appropriate, operated as a team to co-
ordinate the over-all medical care of the
children in each family. Night and
week-end coverage was accomplished by
rotation similar to that found in private
group practice.

The Study

In 1964, at the beginning of the
study, a stratified sample of 750 low-
income families was selected from users
of the Boston Children’s Hospital Med-
ical Center Emergency Clinic. These
families lived within a three-mile radius
of the hospital and had no regular fam-
ily physician or pediatrician. The sample
had a median income of $4,100; 20 per
cent were on welfare and 37 per cent
were black. This sample was randomly
assigned to an experimental group who
received the described comprehensive,
family-focused pediatric care for three
years, an attention-control group, and
a nonattention-control group, with ap-
proximately 250 families in each group.

The experimental and attention-con-
trol families were interviewed before
and at six-month intervals throughout
the three-year care period. The nonat-
tention families were identified by the
initial interview and reinterviewed at
the end of three-year care periods. The
design permitted comparisons between
the experimental group and the atten-
tion group and also between the two
control groups. The nonattention group
provided the opportunity to investigate
the possibility that changes occur from
interviewing about health. The collec-

tion, processing, and evaluation of the
data were handled by the research team
who were not involved in the delivery
of care. The health team providing care
played no role in the evaluation.

Between 1964 and 1968, 29 per cent
of the sample were lost from the study.
This loss was not exactly equal in the
three groups. As can be seen in the
tables, there are 173 experimental, 189
attention-control and 180 nonattention-
control families. The per cent lost was

not significantly different among the

groups, and the families who were in-
volved throughout the study period did
not significantly differ on the numerous
pre-experimental baseline measures. It
should also be noted that, although the
study period has ended, the experimen-
tal families will continue to receive com-
prehensive pediatric care as before.

Results

We attempted to measure attitudes
and satisfactions at various levels. One
set of questions assessed the mother’s at-
titude toward preventive practices, her
general attitude toward physicians, and
her attitude toward the relative im-
portance of health. Agreement or dis-
agreement with statements, such as
“there is no point in seeing a doctor
when you don’t feel sick” and “if a per-
son takes good care of himself, he will
stay healthy practically all his life,” re-
vealed the mother’s willingness to take
preventive action. Her attitude toward
physicians was elicited by such remarks
as “most people are just not willing to
spend the money necessary for having
really good health care” and “most peo-
ple do not take enough time to care
for their health properly.”

There is no evidence of any differ-
ence between the experimental and con-
trol groups on these attitudes. They were
no different at the beginning of the ex-
perimental period and did not change
over the three-year period of the ex-
periment. Similar findings occurred
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when attitudes on nonmedical subjects
were viewed. Responses to statements
used to measure attitudes, such as alien-
ation and acceptance of the maternal
role, showed no differences between the
experimental and control groups before
or after the experiment and there was
little change during the experiment.
Thus, one must conclude that the experi-
ence with the experimental pediatric
care program had no measurable influ-
ence on these general attitudes.
Satisfaction with present medical care
was measured in a more specific fash-
ion. In 1968. the mothers were asked
how satisfied they were with care they
received at their most recent medical
visit and were asked to select from
among various alternatives things that
satisfied or dissatisfied them. Table 1
displays the percentage of mothers who
were satisfied or dissatisfied with spe-
cific elements of the visit such as wait-
ing time, time spent with the physician,
ease of talking with the physician and
nurse. and the exactness of the diag-
nosis. The greatest difference between
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experimental and control groups oc-
curred around the issue of waiting time.
Over 60 per cent of the mothers in the
experimental clinic expressed satisfac-
tion because they did not have to wait.
Only about 40 per cent of the mothers
in the control groups were satisfied with
this aspect of their last medical visit.
One in five of the control mothers found
waiting time to be a particular source
of dissatisfaction. whereas only 6 per
cent of the experimental group expressed
this view. There were no differences in
satisfaction or dissatisfaction with re-
spect to the amount of time the physi-
cian gave the patient.

These findings are quite consistent
with actual measures of time in a time-
motion study of the comprehensive care
clinic and the medical emergency clinic
which families in the control groups
used occasionally. In each clinic 50 pa-
tients were chosen at random. and the
amcunt of time spent in various activi-
ties by the patients and physicians
around the visit was recorded. In the
comprehensive care clinic patients

Table 1—Per cent of mothers expressing satisfaction or dissatisfaction with particular

aspects of a child’s most recent medical visit

Experimental Contact Noncontact
clinic control control
(N=173) (N=189) (N=180)
Yo % % Significance
Satisfied because of:

No wait 60.8 38.2 40.6 p<<0.001
Doctor gave enough time 86.6 82.0 81.7 n.s.
Easy to talk to doctor 87.7 75.7 83.9 p<<0.01
Easy to talk to nurse 68.4 54.0 56.7 p<<0.02
Doctor told me exactly what

the trouble was 74.9 81.0 81.7 n.s.

Dissatisfied because of :

Wait too long 6.4 23.2 21.1 p<<0.001
Doctor didn’t give enough

time 2.3 5.8 2.8 n.s.
Difficult to talk to doctor 1.8 9.0 5.6 p<<0.02
Difficult to talk to nurse 1.8 3.7 1.1 n.s.
Doctor didn’t tell me what the

trouble was 29 5.3 6.1 n.s.
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waited an average of seven minutes in
the waiting room, as compared to 35
minutes for patients in the emergency
clinic (p<.001). In addition, emer-
gency clinic patients waited 18 minutes
in the examining room for the physi-
cian, as compared to nine minutes in
the comprehensive care clinic (p<.001).
Actual face-to-face contact with the
physician was 19 minutes in the com-
prehensive care clinic and 15 minutes
in the emergency clinic, a difference
that could have occurred by chance
(p=.09).

Mothers in the comprehensive care
clinic also found the quality of the re-
lationship to be more satisfying. They
indicated a greater degree of ease in
talking to the physician and the nurse
than did the control mothers who used
the emergency clinic, well baby clinic,
other out-patient clinics, and an occa-
sional private physician. The mothers
in the control groups more often were
specifically dissatisfied with difficulties in
communicating with the physician. Dis-
satisfaction in being able to talk to the
nurse and the exactness of the physi-
cian’s diagnosis were low in frequency,
and no differences were found between
the experimental and control groups.

Data were collected that dealt with
the influence of the care program upon
health-related attitudes and preferences
for types of care in these low-income
families. As part of one instrument,
administered in 1964 and 1968, the
mothers were presented with several
hypothetical vignettes describing com-
mon clinical situations. In each in-
stance, they were asked in an open-
ended manner how they would deal with
the situation. Table 2 lists representa-
tive vignettes as presented to the
mothers. By the research design no data
is available for the nonattention group
in 1964.

Did participation in the comprehen-
sive care program change a mother’s
responses to these common' medical
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situations? In 1964, the experimental
and control families showed a similar
lack of orientation toward use of a pri-
mary care physician as compared to
such resources as hospital clinics and

" well baby clinics. Only in the case of

high fever did even 25 per cent of
them consider turning to such a profes-
sional. Comparable percentages for
other problems were diarrhea, 22 per
cent; immunizations, 10 per cent;
chronic disease, 5 per cent; acute poi-
soning, 5 per cent, and laceration re-
quiring stitches, 1 per cent.

Table 3 contains the percentages of
mothers in 1968 in each group who pre-
ferred a primary care physician—either
family physician or pediatrician—as an
initial resource for each specific situa-
tion. Each group showed some increase
over the 1964 levels for the various
problems. In each case, the experimen.
tal group was significantly higher than
the control groups. The greatest change

Table 2—Samples of vignettes presented
to interviewed mothers

A. Your three-year-old has just swallowed
something poisonous. What do you think
you would do?

B. You (your husband) have a sore throat, a
temperature of 104°, and feel awful. You
are sure you need (he needs) medical
advice. What would you do?

C. Your whole family has diarrhea and you
want to ask someone about it. What would
you do?

D. It is time for your baby to receive the shots
that are usually given to babies a few
months after birth. What would you do?

E. Your nine-year-old fell and cut himself;
you feel sure he needs stitches. What would
you do?

F. If you or your husband need a physical
examination for work, where would you or
he go?

G. Suppose you have a chronic (long lasting)
illness such as diabetes or arthritis, and
need medical attention for a long time.
How would you go about getting this?
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Table 3—Per cent of mothers saying they would use a family
doctor or pediatrician for selected medical problems of

children* (1968)

Contact Noncontact
Experimental control control
group group group
(N=173) (N=189) (N=180)
Medical problem % % %

Child temperature—103 66.4 36.7 41.1
Child physical exam 48.8 24.5 25.8
Family diarrhea 474 30.2 30.0
Immunizations 434 13.8 17.8
Chronic disease 43.1 116 14.0
Child poisoning 23.7 7.4 5.6
15.0 2.1 33

Child needs stitches

* All differences between the experimental and control groups are significant below

the 0.001 level of probability.

occurred in those medical problems
which the mothers were somewhat more
inclined to take to a primary physician
at the outset. Orientation toward chronic
disease and emergencies changed less
probably because, even in a compre-
hensive program, such problems are re-
ferred to the hospital or, in the case of
emergencies, the family was sometimes
met in the emergency room. Referral of
families to the emergency rooms was
discouraged, but it occurred under cer-
tain circumstances.

One of the prominent characteristics

of the care program, as in middle-class
pediatric practice, is the extensive use
of the telephone as an instrument for
communication between physician and
patient.! Table 4 lists the four episodes
when a telephone call to the physician
might be appropriate, and once again
shows the differences between the ex-
perimental and control groups. The
mothers, in all groups in 1968, showed
an increased awareness of the telephone
as a means of contacting a physician for
fever or diarrhea. Again, less change was
found in the case of emergencies. In all

Table 4—Percentage of mothers who said they would use the telephone
for the first contact for the various medical problems of children

1964 1968*
Experi- Attention Experi- Attention Nonattention
mental control mental -control control
(N=173) (N=189) (N=173) (N=189) (N=180)
Problems % % % % %
Temp. 103° 40 39 84 65 59
Diarrhea 57 62 84 77 70
Poisoning 40 38 58 45 42
Laceration 3 1 10 3 1

* All differences between the experimental and control groups in 1968 are significant below the

0.05 level of probability.
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Table 5—Percentage of mothers who said they would use family physician for adult
problems

1964 1968
Experi- Attention Experi- Attention Nonattention
mental control mental control control
(N=173) (N=189) (N=173) (N=189) (N=180)
% % % % %
Mother sore throat 32 34 43 33 43
Father sore throat 31 35 36 34 38
Mother chronic disease 3 4 27 14 22
Father physical examination 24 25 27 25 27

instances, the most dramatic rise of pro-
jected telephone usage occurred in the
experimental group.

The comprehensive care program was
pediatrically oriented, delivering med-
ical care only to the children of the
families. How much can such a pro-
gram influence the attitudes of the adults
toward their own health? The data
shown in Table 5 suggest that there was
little carry-over to the adults. Although
there was a slight increase in favor of
the family physician for maternal health
care in the experimental group, this is
almost certainly a chance occurrence.
Other data suggest that the mothers in
the experimental group did prefer a
single physician for the entire family
from a group of alternatives, despite the
fact that the care program delivered care
only to their children. Fifty-two per cent
preferred this source as compared to 32
per cent in the control group. Possibly,
children were interpreted as “family,”
but it is also possible that providing
family-focused care has influenced the
mothers toward a preference for total
family care, even though they had previ-
ously indicated little change in the

any scale that seeks to evaluate the ef-
fectiveness of any care program. A pre-
liminary analysis of other study data
found that the experimental families had
fewer hospitalizations, fewer operations,
more physician visits for health super-
vision, and fewer physician visits for
illness when compared with the atten-
tion controls.?2 Final data on utilization,
morbidity, and cost are being analyzed
and will be reported later. Attitudes and
satisfaction are not independent of these
other factors, particularly utilization.
Silver, in analyzing changes in atti-
tudes in the family maintenance demon-
stration, concluded that the participat-
ing families liked the care better.? The
question can be asked whether this is a
worth-while goal. There is accumulating
evidence that changing attitudes and
satisfactions are not only worth-while
goals in themselves, but have some very
practical consequences. For example,
compliance with a prescribed regimen,
such as completing a ten-day course of
penicillin* or maintaining penicillin pro-
phylaxis,5 is related to the degree to
which the patient is satisfied with the
physician-patient relationship.¢ It is evi-

actual management of adult health  dent from the data that specific types of
problems. patient satisfaction are improved in

X . comprehensive care programs when com-
Discussion

Obviously, attitudes and satisfaction
can be only an intermediate point on
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pared to controls receiving fragmented
care.
That similar changes in general health
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attitudes, attitudes toward the maternal
role, and alienation, did not change is
disappointing but not surprising. Most
of the items used to measure these atti-
tudes referred to adult behavior and,
as we have seen, the changes that oc-
curred in orientation toward action in
the case of common pediatric problems
did not influence the mother’s orienta-
tion toward adult problems. Whether or
not such changes occur, when care is
provided for adults and children in the
same program, is an important ques-
tion for future research. The fact that
changes are selective and rather specific
suggests that the range of services pro-
vided will determine the range of atti-
tudes affected. General attitudes, such as
alienation, accumulate over a lifetime
and include inputs from the person’s en-
tire social milieu. To expect changes in
such attitudes to result from a medical
care program which is only a small part
of a patient’s life, particularly over the
relatively short period of three years, is
perhaps too ambitious a goal.

The selective changes observed in
these data also suggest that various
changes in the health care system have
differential effects. In the control groups
there was little change in the services
themselves over the three years, but
there were some changes in orientation
of the mothers’ various actions under
particular conditions. Two neighborhood
health centers were put into operation in
two low-income neighborhoods within
the three-mile radius defined as the
boundary for inclusion in the study.
However, the three-mile radius includes
a number of low-income neighborhoods

outside the geographic boundary of these

centers and only 8 per cent of the con-
trol families had been to a neighborhood
health center. Therefore, changes in the
control group cannot be attributed to
neighborhood health centers.

During this period, the major inno-
vation in the health care system for
which most children in medically indi-
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gent families were eligible was Medic-
aid. It is likely that the increased orien-
tation toward use of a primary physi-
cian in the control group resulted from
the availability of this means of paying
for care. However, it is clear, when com-
paring experimental and control groups,
that provision of comprehensive services
has a much greater impact than pro-
vision of a payment mechanism alone.
Thus, it should not be assumed that
changes in payment without changes in
services will make a major impact on
the fragmented medical care of the poor.

Finally, it should be noted that merely
interviewing families periodically does
not change their health-related attitudes.
Comparison of the contact and noncon-
tact control groups reveals no differences
in any of the attitude measures.

Summary

Changes in attitudes and satisfactions
in low-income families were measured
by questionnaire as part of an experi-
ment evaluating comprehensive pedi-
atric care. While there were no changes
noted in such general attitudes as aliena-
tion, acceptance of the maternal role,
and preventive health practices, in-
creased satisfaction with the delivered
care and increased preference for a
primary care physician were observed.
The changes noted were most striking
in those areas where care was actually
provided. This suggests that there will
only be a major impact on the frag-
mented medical care of the poor if there
are major changes in the services of-
fered. This experiment was concerned
with only one model of care and other
proposed models should be the subject
of similar evaluative efforts.
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How Do You Dispose of an Old Freight Car?

From 70,000 to 80,000 old freight
cars are discarded by U. S. railroads
each year, dismantled, and cut up for
scrap. Since a single car is 40 feet long
and weighs up to 27 tons, the process
involves a lot of labor and specialized
equipment. Open burning is on the way
out because of the smoke nuisance and
increasingly stringent air pollution re-
quirements. Hand stripping is slow and
costly in labor. For these reasons, the
Bureau of Solid Waste Management con-
ducted a study which tested 11 methods
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for the disposal of freight cars—or any
heavy bulky structures. Two most prom-
ising methods turned out to be:

1. Self-contained incineration in which cars
are burned under a funnel-shaped hood con-
taining smoke scrubbers to control air pollu-
tion,

2. Removing the wood by cutting it away
with high-pressure water jets.

(Bureau of Solid Waste Management,
Environmental Control Administration,

Rockville, Md. 20852)
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