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ABSTRACT

The goal of an alternative funding plan (AFP) is to
create a funding system which acknowledges that the
responsibilities of academic physicians extend beyond the
provision of clinical services to significant roles in
teaching, research and administrative service. An
alternative funding plan was proposed for St. John's
academic pediatricians, in the Child Health Program, Health
Care Corporation of St. John's, Department of Pediatrics,
Memorial University of Newfoundland.

The objective of this study was to develop a

comprehensive evaluation 1 for the AFP which
can be used to assess the impact of the AFP on: (1)
providers, in terms of research, teaching, administrative
and clinical care duties, (2) consumer (parent/guardian)

satisfaction, (3) e medical course

satisfaction, (4) post-graduate pediatric resident

satisfaction, and (S) ity-based ic
providers' pediatric workloads.

The protocol developed in this study employed (1)
questionnaires (provider and consumer satisfaction and
student assessment of teaching quality), (2) provincial

medical database information for non-academic physicians,



(3) information gleaned from the Child Health Program,
Janeway databases (patient volume, services, and waiting
times), government information (overall budget changes,
provider incomes) and (4) faculty information (research
activities, income, administration /organizational
activities, continuing education, physician recruitment and
turnover and department and faculty innovations). Selected
data collection instruments and procedures for the
evaluation protocol were pretested to determine their

appropriateness and completeness.
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Chapter I
INTRODUCTION

Academic physicians are clinical providers of care, but
also fill roles as researchers, educators, and
administrators. These physicians find it a challenge to
balance such distinct activities effectively(Cadman, 1994).
Recently, several authors have explored the stresses caused
by ineffective balancing of such professional activities
among academic physicians(Linn, Yager, Cope and Leake,

1985) .

Difficulties experienced by academic physicians in
balancing duties have a multitude of potential causes. The
most commonly cited causes have been those based on
remuneration methods (Glaser, 1970 and Babson, 1972). There
are four broad methods of payment that have been explored.
The traditional three include: (1)fee-for-service, a service
volume based method, (2)salary, a time-based method, and
(3)capitation, a population size based method (Fournier,
Contandriopoulos and Pineault, 1984). The fourth is a more
recent design exclusively used in academic health care

centers- the alternative funding plan' (AFP) method, which

'It could be argued that this actually describes an
alternative payment plan (APP), not an AFP, but after



involves mixtures of the three traditional methods (Haslam
and Walker, 1993, Coyte, 1995, and “Queen's Health Policy
Unit's AFP Evaluation Workshop Background Paper®, 1996).

Any remuneration method involves incentives (Wright,
1991) which are essential considerations in physician
behavior. Indeed, it is the belief of some researchers that
inefficient balancing behavior exhibited by some physicians
can be explained in part by the set of incentives associated
with the particular remuneration method chosen (Hickson,
Altemeier and Perrin, 1987, Casalino, 1992, and Birch,

1994) . Since each remuneration method has a unique set of
incentives at work, changing the remuneration method
potentially affects the physicians' balance of activities.
(Birch, 199%4).

Recently, several academic health science centers
across Canada have introduced alternative funding plans;
University of Toronto, 1990, Queen's University, 1994 and
Dalhousie University 1995. One of the goals of any AFP is to

create a remuneration system which acknowledges that the

r ibilities of ic physicians extend beyond the
provision of clinical services to significant roles in
teaching, research and administrative service. It is hoped

that the new incentives created will facilitate an effective

consideration of the difference, the term AFP was retained in
this discussion.



balancing of activities for academic physicians(Haslam and
Walker, 1993).

Academic pediatricians in the Department of Pediatrics,
Faculty of Medicine, MUN, have explored the possibility of
designing and implementing an alternative funding plan.
Their current system of remuneration is primarily based on
earnings for clinical services through a fee-for-service
mechanism. A proposed AFP has been developed by these
pediatricians. It will entail a shift from a primarily fee-
for-service mechanism to remuneration by salary.

The developers of the AFP for St. John's academic
pediatricians identified the need for a comprehensive

evaluation of the proposed AFP.

1.1 Relevant Research
There were two broad areas of research relevant to this
study, (1) Reimbursement Methods and Their Impacts, and (2)

Alternative Payment Plans for Academic Pediatricians.

1.1.1 Reimbursement Methods and Their Impacts

Study of reimbursement methods in health care has
consisted largely of opinions concerning behavior changes of
the physician (Glaser, 1970 and Babson, 1972). Glaser and

Babson who summarized various methods concluded that



rei was based exclusively on

shadow controls, judgements of experts, program
administrators, and participants. This type of methodology
usually lacks substantial evidential basis (Rossi, 1993).

The study of remuneration methods does not have to
address the question of how much a physician is paid but how
to design a payment mechanism that facilitates the aligning
of roles and functions and the common shared health care
objectives with reasonable levels of compensation (Barer and
Stoddart, 1991).

Concern over the adverse incentives associated with
various payment methods have been expressed in many papers.

C iopoulos, CI and Pineault (1986) gave a

Canadian point of view when discussing the advantages and
disadvantages of fee-for-service, capitation and salary
arrangements for physician remuneration. Some advantages of
salary remuneration identified in this paper included:
enhancement of teamwork, participation in medical-
administration activities and participation in prevention
oriented activities. The negative aspects of salary
remuneration considered in the same paper centered around

productivity. Babson (1972), Reinhardt (1984) and

C iopoulos, Cl and Pineault (1986) asserted

that salary payment undermines patient and physician



autonomy and lowers physician motivation, productivity and
type and numbers of services provided.
Others have concentrated on one form of payment. For

example Casalino (1992) advocates that the use of a fee-for-

service stem ensures adequate incentives for physicians
remain in place. Consulting vs. procedural distortions
caused by fee-for-service payment were identified by Opit,
(1984) and noted by Barer and Stoddart, (1992) in their
Canadian Health policy review. Charles J. Wright highlighted
the shortcomings of the current system for reimbursement in
his 1991 article, “The fee-for-service system should be

replaced”. Wright summarized the beliefs reflected in the

papers mentioned earlier in this paper by saying:

The current fee-for-item-of-service system causes
gross inequities in physicians' remuneration...
It also results in disproportionate recognition
of procedures, undervaluing of counseling
services and disincentives to productivity in all
activities but clinical ones - areas such as
medical education, planning and research suffer.
(Wright, 1991)

Alternatives to fee-for service were presented as

capitation (National Health Service, United Kingdom),



contracting and salary (Fournier, Contandriopoulos and
Pineault ,1984 and Thornhill, 1991)°.

Pineault, Contandriopoulos and Fournier (1984)
conducted a study of Quebec physicians in 1981 to determine
their acceptance of an alternative to fee-for-service
payment. Two-thirds of the physicians surveyed would have

based

r ion system to replace fee-

a ti
for-service payment. However, concerns remained over

ional in of work and practice

organization. Of particular importance to this discussion
were the results from the questions on practice changes. The
authors found that general practitioners on a time-based
remuneration system would decrease, or at most maintain,
time devoted to patient care and increase time spent on
continuing education, teaching, research, community health
and prevention.

Lahaie and Chopyk (1992) and Guilfoyle (1988) studied
the use of salary remuneration for rural physicians in
Manitoba and within a health center environment. The program
evaluation undertaken in 1990 observed increases in services

such as counseling, health promotion, home visits,

‘Capitation is a payment method designed to pay the
physician according to the amount of responsibility held (# of
patients in practice) . Salary is a time-based method and fee-for-
service is a service based method. (Fournier, Contandriopoulos and
Pineault, 1984).



prevention, satellite clinics and specialty clinics,
improvements in peer relationships (no longer seen as
competing for patients, more equality), increased continuing
education activities among salaried physicians, and
increases in time spent with patients. There were concerns
over loss of autonomy expressed by more experienced
physicians (those who had practiced under the fee-for-
service system), the oppressive tax structure of personal
income and unevenly distributed workloads.

According to Hickson, Altemeier and Perrin (1987),
behavior, attitude, practice priority and motivation
modifications accruing to payment method changes must be
identified and measured in an evaluation of a new payment
mechanism. They ascertained that pediatric practice will
likely be influenced by new reimbursement techniques. Using
a randomized experimental design, they allocated physicians
to be paid by fee-for-service or salary and followed a set
of variables for nine months. The findings included that
fee-for-service physicians scheduled more visits per patient
than did salaried physicians and saw their patients more
often (1.42 visits versus .99 visits). Fee-for-service
physicians also provided better continuity of care by
attending 86.8% of the visits made by their patients

(salaried physicians attended 78.3% of visits) and

ing less visits per enrolled patient. This
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study was the only published systematic study of the effects
of salary or fee-for-service payment on pediatricians.
However, it was a study of pediatric residents, not academic
pediatricians (Hickson, Altemeier and Perrin, 1987).

Other studies such as Bjorndal, Artntzen and Johansen
(1994), studied the effects of salary versus fee-for-service
payment on the behaviors of general practitioners concerning
working hours, patient turnover and patient characteristics.
They found that fee-for-service physicians ‘worked almost
exclusively with patients in their own practice, while
salaried GPs spent more time out of office” (55% of working
hours) . The fee-for-service group had more consultations
(avg. 2.68 patients per hour versus 2.37 patients per hour
for salaried physicians). These findings were not
sufficiently significant to support the authors' hypothesis
that salary reimbursement leads to fewer and longer
consultations. Salaried physicians had more telephone
consultations per hour than the fee-for-service group. Also,
the fee-for-service physicians worked an average of 42 hours
per week; whereas, the salaried group averaged 38 hours per
week. In this study consultation activity and patient
populations were not found to have evolved differently
between fee-for-service and salaried general practice

professionals.



The proposed AFP for St.John's academic pediatricians
will entail a reorganization of the payment plan. The
payment mechanism will be established on a salary rather
than fee-for-service billing. Therefore, as part of the
search for an appropriate evaluation tool, research
regarding behavior, work effort and output changes must be

explored.

1.1.2 Alternative Funding Plans For Academic Pediatricians

In April 1990 the University of Toronto's Department of
Pediatrics at The Hospital for Sick Children signed a AFP
agreement with the Ontario Ministry of Health. The plan was
structured to fulfil the principal goal of establishing a
stable and secure funding base for academic medicine. The
department was facing shrinking resources, including
stagnant fee schedules, and increasing time spent devoted to
clinical care, with a resultant de-emphasis on teaching and
research (Haslam and Walker, 1993). The reorganization of
the payment plan for the department as a whole required

changes. For individual clinicians the new plan entailed:

a shift from fee-for-service contributions to
the department's central fund, with a guaranteed
annual salary, to a negotiated annual salary
possibly augmented with merit pay to reflect
achievement in the areas of research, service
and teaching. (Coyte, 1995)
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According to Coyte (1995), the introduction of the
University of Toronto, Department of Pediatrics AFP
increased the financial stability of the department and also
reduced the incentive for its members to see large numbers
of patients in order to "earn their-full-salaries”(Coyte,
1995) . The AFP allows for the members to spend more time in
research and teaching, and correspondingly less time in
clinical service.

After a short period of negotiations, the Ontario
Ministry of Health and the Department endorsed an AFP which
held the Department to operate within a global budget based
on clinical services billings to the Ontario Health
Insurance Plan (OHIP) and other sources, namely university
funds and research grants. The full-time faculty members
were assured a salary to provide clinical care, research,
teaching and administrative services and were accountable to
the Chair of Pediatrics. Although the plan has been active
for six years, there has been no comprehensive evaluation
completed.

The areas of the University of Toronto's Department of
Pediatrics at Sick Children's Hospital's plan reviewed to
date include the following variables: number of hospital

admissions, number of emergency visits, physician turnover
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and recruitment, innovations, sub-specialty clinic visits,
publications and impact and research funding. The number of
hospital admissions has remained constant since the
introduction of the AFP (approximately 8000 per annum)
(Haslam, 1996). However, there has been a drop in patient
days due to decreases in length of stay and shifts to
ambulatory setting care. The acuity level of pediatric
patients has risen more than in other departments in the
Faculty. There was a decrease in emergency visits but it was
coupled with a 20% increase in sub-specialty clinic visits.
The department has experienced a 14% increase in shadow
billing since the introduction of the AFP. There has been a
7% increase in the number of University of Toronto
graduating medical students seeking pediatric residencies at
Hospital for Sick Children and pediatric residents from the
university have improved MCCQE scores. The number of annual
peer-reviewed publications per faculty member rose to 4.8
from 3.2°, from before the AFP was introduced. And research
funding rose, with number of investigators remaining almost
unchanged over the 5 year period (Haslam, 1996).

The AFP at Queen's University, Faculty of Medicine,
took effect in July, 1994. This AFP is similar to the

University of Toronto, Department of Pediatrics at Hospital

*Pre-AFP calculations based on data in Haslam, (1995).
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for Sick Children's plan, with the exceptions of (1) the
breadth of inclusion (the entire Faculty of Medicine) and
(2) they did not initially include part-time faculty. The
Queen's University (Kingston) AFP included SEAMO, South
Eastern Ontario Academic Medical Organization, which is
comprised of five members: Queen's University, Kingston
General Hospital, Hotel Dieu Hospital, Providence Continuing
Care Center and Clinical Teachers Association of Queen's
University (Sinclair, 1996). The granting of the funding
envelope has allowed the inclusion of all academic medical
professionals. Queen's University Health Policy Research
Unit recently developed a provider satisfaction
questionnaire designed to gauge the faculty response to the
AFP. The results of this survey will be available in late
May 1997°.

Other provinces are in the process of developing AFPs;
University of Ottawa, University of Saskatchewan, Dalhousie
University and Université de Montréal are in the preliminary

stages of AFPs.

‘Personal communication with Malcolm Anderson and Jarold
Cosby of Queen's University Health Policy Research Unit.
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1.2 The Proposed AFP
The goals of the proposed Department of Pediatric,

Memorial University of Newfoundland's AFP for academic
pediatricians were outlined in a brief prepared for the
Department of Health in 1996. It calls for the establishment
of a remuneration system which: (1) provides a stable
funding base for the academic Department of Pediatrics, with
educational, research, clinical and administrative
responsibilities encompassed therein, (2) offers competitive
salaries, reflecting years of training, seniority and rank,
intensity of work, teaching commitments, academic
productivity, and amount of on-call and out of town clinics
held per annum, (3) offers a fair and mutual opportunity for
annual salary adjustments and dispute resolution,
(4)recognizes part-time faculty as essential to the
Department of Pediatrics, (S) ensures the maintenance of
competence for academic medical faculty (travel for academic
paper presentations and course expenses) and maintenance of
appropriate levels of administrative support (see Appendix A
for Role, Mission and Goals of the AFP for the Department of
Pediatrics, Memorial University of Newfoundland). The
proposed AFP for academic pediatricians in St.John's
essentially follows the outlines of the University of

Toronto and Queen's University AFPs, with modifications made



to reflect the unique regional requirements of pediatric

academic medicine in Newfoundland.

1.3 Statement of the Problem

The purpose of this study was to develop a
comprehensive evaluation protocol for the proposed AFP for
academic pediatricians in the Department of Pediatrics,

Memorial University of Newfoundland (MUN) .

1.4 Study Objectives:
1/ To develop the protocol and
instrumentation for the evaluation of an AFP
for academic pediatricians in the Child
Health Program, Health Care Corporation of
St.John's (HCCSJ) and the Department of

Pediatrics, MUN.

2/ To pretest selected data collection
instruments and procedures for the evaluation

protocol.

This study developed the instrumentation protocol for
the future data collection and analysis for the

comprehensive evaluation of the AFP. The complete evaluation
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of the proposed AFP will take place over an extended period
of three years and will be undertaken at a later date by a
research team using the protocol developed in this study.

Therefore, focus of the analysis in this study was on the

a of the appr iateness, completeness, validity
and reliability of the instrumentation.
1.5 Assumptions

The assumptions basic to this study were:
1. Academic pediatricians are challenged with a non-optimal
balance of activities and remuneration®.
2. The proposed AFP will introduce a new set of financial
incentives which will facilitate the academic pediatricians'

effective balance of activities.

* This problem has been identified by the Department of
Pediatrics, Memorial University of Newfoundland, and they have
chosen to address the problem with a new alternative funding
plan.
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Chapter II
Methods

2.1 Selection of Protocol Design

The most rigorous evaluation of the impact of an AFP on
pediatric health care in the province would be a randomized
trial, wherein physicians would be randomly allocated to the
AFP or the current fee for service remuneration system and
variables such as cost, quality of work, productivity and
satisfaction could be monitored over time. This design
however is not currently feasible within the region as only
31 pediatricians will be potentially affected.

A quasi experimental design, in the form of
independent pre and post tests®, was therefore chosen for
the protocol. This design will require one experimental
group (the academic pediatricians in the province) and
multiple observations of this group before and after the
intervention (in this case, the intervention will be the

introduction of the AFP).

‘Depending on the dependency observed between tests, the
analysis may have to consider the study as a repeated measures
test.
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2.2 Setting

The evaluation protocol was developed in collaboration
with several institutions including: the Child Health
Program, HCCSJ, and the Department of Pediatrics, MUN,
Faculty of Medicine, St. John's. This work involved four
different sites; the Janeway Hospital, Department of
Pediatrics, Faculty of Medicine (Health Science Centre),
Medical Care Plan Office and the Department of Health for
the Province of Newfoundland and Labrador.
2.3 sample

The six target groups for this study included those
which would potentially be impacted upon by the introduction
of the proposed AFP. The sample included members from the
following groups: (1) all providers (full-time and part-time
academic pediatricians in the Child Health Program, HCCSJ,
and the Department of Pediatrics, Faculty of Medicine, MUN),
(2) a convenience sample of 15 consumers (parents or
guardians of patients in the Child Health Program, HCCSJ),
(3) all Undergraduate Medical Students (students in the
Growth and Development course in Winter semester 97), (4)
all Post-graduate Pediatric Residents (16 in Winter semester
97), and (5) a convenience sample of non-academic community

based providers (five individuals from a group of practicing
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non-academic general and family practitioners in the St.
John's Metropolitan region). The sixth group consisted of a
convenience sample of personnel at the Department of Health,
Medical Care Plan Offices, and Memorial University, who
provided information about the overall environment setting

to the investigator.

2.4 Instrumentation

Identification of appropriate strategies to evaluate
the impact of the AFP proceeded in several steps: (1) domain
and indicator identification, (2) location of data sources
to appropriately measure selected variables,

(3) identification of access requirements for data sources,
(4) pretesting of instruments, (5) identification of
appropriate schedule administration for instruments, and
(6) finalization of a formal evaluation protocol for the

proposed AFP. Each step is discussed below.

2.4.1 Domain and Indicator Identification: The variables

chosen were based on the objectives of the plan and the
principles for alternate funding of the Department of
Pediatrics at Memorial University (Appendix A). They
included all areas and groups of people which could be

potentially affected by the AFP. Five groups were identified
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that could be potentially impacted upon. The primary domains
of impact and appropriate indicators for each group were
outlined through extensive consultation with members of each

potentially affected group (see Table 2.1).

b1 y : i Indi

Group Domain Indicator
I. Providers |A. Clinical a. work satisfaction and
Care workload

b. number and type of
services provided

c. length of stay

d. waiting times
(referral to
consultation)

e. emergency room visits

£. number of admissions

B. a. overall budget
Administration

b. provider income

c. physician turnover and
recruitment

d. degree of continuing
education

e. number and depth of
innovations (eg:
traveling clinics)

£. activity in
professional
organizations and public
or community service




Group Domain Indicator
Providers C. Research a. number of academic
Con't. publications
(peer and non peer
review)

b. number of citatioms
from published materials

c. Proposals written (all
reviewed, funded or
unfunded)

d. Externally funded
research projects

e. number of clinical
trials (funded and
unfunded)

£. Gross Research Funding

g. academic awards

D. teaching

see cell (3Aa)

2. Consumers

A. Quality of
Care

a. satisfaction with
care

3. Under-
graduate

A. satisfaction
with Teaching

a. student course
evaluation

b. student research and
papers

4 .pediatric
Post Graduate
Medical Students

A. satisfaction
with Teaching and
Supervision

a. student program
evaluation

b. supervisory
positions of faculty

5. Community
Based Non-
academic
providers

A. Clinical
services

a. MCP billing
practice changes
(pediatric population
only)

20
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2.4.2 Location of Data Sources: Identification of data

sources to measure changes in the selected indicators
resulted from consultation with members of the potentially
affected groups and a review of the relevant instrumentation
literature. Appropriate instruments were designed if no
suitable data collection source could be located. Data
sources were of two major types: (1) existing databases, and
(2) survey instruments.

Most indicators (excluding those related to
satisfaction) could be measured through existing databases.
However, no existing data bases provided a measure of
satisfaction for each of the four groups potentially
impacted upon by the proposed AFP. Thereforz, validated and
reliable instruments were located through a literature
review and assessed for their appropriateness and
completeness for use in the target settings. Four survey
questionnaires were adapted or developed for the purpose of
this study, as noted below.
2.4.2.1 Provider Satisfaction Survey

Provider satisfaction is an important component because
it allows for an assessment of physician behaviour changes
attributable to the AFP (Cosby and Middleton, 1996).

Two existing questionnaires were chosen to measure the

impact of the AFP on providers. The first questionnaire was
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a work satisfaction measure entritled “The Hospital for Sick
Children Department of Pediatr3cs Physician Survey 1996",
which was developed by the HMRW (Sandra Leggatt) at the
University of Toronto (April, 1996), and adopted by the
investigator as section one of the child Health Program,
Department of Pediatrics, HCCS«J, questionnaire.

The second questionnaire schosen, entitled “The
Alternative Funding Plan and tlhe Professional Activities of
Medical Faculty®1996" was desisgned at the Queen's Health
Policy Unit (Cosby and Middlets«on, 1996) at Queen's
University, Kingston, and had lpeen administered to all
academic physicians in the Spxr ing of 1996 (Cosby and
Middleton, 1996). This questioinnaire focused mainly on
measuring self-efficacy (perce ptions of the opportunities
created) and outcome-efficacy (perceptions of the value of
change) of the providers affec:ted by the AFP (Cosby and
Middleton, 1996). The Universi\ty of Toronto questionnaire
made up the second section of the child Health Program,
Department of Pediatrics, HCCSJg, questionnaire and was also
designed to gauge overall intesnt and interest of faculty in
changing their behaviors. It i s ideally suited for an ex-
ante evaluation because it meamsures both intent and actual
behavior shifts, in terms of ttime allocation to activities
and the relative perceived impyortance of the AFP to the

faculty pediatricians.
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The two instruments, from the University of Toronto and
Queen's Health Policy described above, were combined to form
the Child Health Program, Department of Pediatrics, HCCSJ,
questionnaire entitled “The Proposed Alternative Funding
Plan: The Physician's Perspective” (see Appendix B). The
work satisfaction questionnaire from Toronto (Leggatt, 1995)
formed section one and the AFP attitudes questionnaire from
Kingston (Cosby and Middleton, 1996) formed section two. The
questionnaire from Kingston was slightly modified by
changing the verb tense (to future from past) and by the
term “proposed” being added before all references to the
AFP. The original designer did not feel these slight
modifications would seriously affect the reliability or face
validity of the questionnaire (personal communication with
Jarold Cosby, February 1997).

Inter-item reliability for the questionnaire from the
Queen's Health Policy Unit was measured by Cronbach's alpha
coefficient and found to be .81; a significant level of
reliability (Cosby and Middleton, 1996). Factor analysis and
principal components were used by Cosby and Middleton to
ascertain construct and face validity. They found that

the majority of the variables are measuring a
similar construct that is based on faculty
perceptions of the AFP... a three factor

solution which accounts for over 40% of the
variance.
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Reliability and validity scores are not yet available
for the University of Toronto work satisfaction survey.

In adherence with the Queens University, Kingston,
designers' specifications, the physical appearance of the
Child Health Program, Department of Pediatrics, HCCSJ,
questionnaire administered at the Child Health Program,
HCCSJ, followed that of the original Kingston questionnaire,
with one exception. The booklet for the Child Health
Program, Department of Pediatrics, HCCSJ, questionnaire had
a buff cover in place of the original grey cover (see

Appendix B for questionnaire).

2.4.2.2 Consumer Satisfaction Survey

It is important to attempt to measure consumer
satisfaction because, according to Larsen et al. (1979),
without the clients' viewpoint, an evaluation of services is
bound to be biased toward the evaluators' perspective.

There is a tendency for patients, or in this case,
their proxy (parent/guardian), to report high levels of
satisfaction regardless of the service provided (Brown,
Sheehan, Sawyer, Raftos and Smyth, 1995). The patient
satisfaction data from young guardians (under 18 years) or
patients older than 60 years is particularly vulnerable to

acquiescent response bias, whereby the respondents tend to
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answer all questions in a positive manner indicating high
satisfaction (Linn, 1975 and Simonian, Tarnowski, Park and
Bekeny, 1993). The higher levels of satisfaction reported
from some pediatric satisfaction studies resemble the
primarily positive responses found with satisfaction data
from elderly patients (Ross, Steward and Sinacore, 1995 and
Rees Lewis, 1994). And it has been suggested by Ware (1981)
that this phenomenon of higher levels of satisfaction
reported, called upper limit clustering, is caused primarily
by lack of item variability. Upper limit clustering could be
primarily solved by the assignment of both positively and
negatively worded questions. Positively and negatively
worded questions were used throughout the Child Health
Program, St. John's, questionnaire to address this possible
problem. However, as described by Nguyen, Attkisson and
Stegner (1983) and Linn (1975), in patient satisfaction
evaluations of health care, levels of satisfaction are very
high regardless of the method used or the population
sampled, and this is particularly true in pediatric settings
(Meterko et al., 1994).

Another procedure to correct for upper limit clustering
is to regress satisfaction data on disease seriousness

measures’ (Strasser and Davis, 1991 and Ross et al., 1995).

’In Strasser and Davis (1991) this is called “Patient Acuity”
nd in Ross et al. (1995) this is referred to as “Sickness Impact
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Education and socio-economic levels (Linn, 1975 and Ware
et. al., 1976 and Hulka et al., 1975) of respondents may
influence data and response bias. Patients with less formal
education and lower socio-economic status tend to evaluate
their physicians more positively than patients with more
formal education (Linn, 1975 and DiMatteo and Hays, 1980).
Demographic information on the education or socio-economic
levels and ages of parents was not collected in this study.
Although information such as this may provide for greater
insights into satisfaction determinants, measuring these was
beyond the scope of the current study. However,
appropriateness of vocabulary for parent/guardian literacy
levels was addressed by approximating the literacy level of
the parental or guardian group using census data.

The instrument chosen to measure satisfaction in the
evaluation used university letterhead because of the
findings of Etter, Perneger and Rougemont (1996), concerning
high scores for questionnaires printed on medical practice
letterhead. However, it is not known whether University
letter head is better than Child Health Program, HCCSJ,
letterhead for response rates. This should be pretested. A

study by James et al. (in press)® found a better response

rofile’.

*personal Communication with Bonnie James, Co-ordinator of
he Enhanced Cancer Surveillance Project, Ontario Cancer
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rate among physicians with the use of cancer agency vs.

University letterhead and with a Ph.D. as requester instead

of an MD.

A summary of the factors influencing response bias is

presented in Table 2.2 below.

Tabl ) Infl " :

Year Researchers Factor
1975 | Linn education level, age,
satisfaction with life in
their community
1975 Hulka et al. education level
1976 |Ware et al. education level
1980 |DiMatteo and Hays socioceconomic status
1983 Ware, Snyder, Russell socioeconomic status, self
Wright and Davis vs. supervised survey
completion, income and age,
and social desirability of
answer
1986 Lewis et al. adherence intent
significantly associated with
total satisfaction
1985 | Linder-Pelz and doctor conduct reflecting
Struening satisfaction
1991 Strasser and Davis patient acuity

Treatment Research Foundation, Toronto (May, 1997).
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Year |Researchers Factor

1975 Linn education level, age,
satisfaction with life in
their community

1994 |Meterko et al. pediatrician acquiescent
responses
1996 Etter, Perneger and questionnaire sponsorship
Rougemont

The concern over bias due to the more or less satisfied
parents/guardians being more likely to return questionnaires
remains. However, Meterko et al. (1994) did carry out a
study of the response characteristics of those
parents/guardians responding. They tested the hypothesis
that the survey was being filled out by those individuals
who were greatly impressed or discontented with care.
However, they did not observe big negative correlations
between sample size and scale scores, thus disproving their
bias theory.

According to Ware (1981), good measures of patient
satisfaction are characterized by acceptability,
practicality, score variability, reliability, validity and
precision for hypothesis testing. It was found by Ware et
al. (1976), and Linder-Pelz and Struening, (1985) that the
key determinant of overall and clinic encounter patient

satisfaction is doctor conduct. Several validated and
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reliable measures of patient satisfaction were reviewed by
the investigator but found to be lacking in appropriate
pediatric vocabulary or were not for use in a pediatric care
setting (eg: Form IV of the Patient Satisfaction
Questionnaire (PSQ) Ware, Snyder, Russell Wright and Davies,

1983).

Surveys Chosen for this study: Two surveys were chosen by

the investigator according to the criteria, outlined by Ware
(1981) and the limitations of satisfaction measurement,
outlined in the paragraph above. The two chosen surveys were
combined into a single instrument for this study entitled
“Parent/ Guardian Perspectives on Child Care at the
Janeway”. The instrument measured consumer satisfaction with
care received by their children in the Child Health Program,
HCCSJ. Section one was made of selected sub sections from a
questionnaire entitled The Parent Medical Interview
Satisfaction Scale, P-MISS (Lewis et al., 1986), and section
two was composed of selected sub sections from the
questionnaire entitled the PRF-23 (Davies and Ware, 1991).
The Parent Medical Interview Satisfaction Scale, P-MISS
was chosen by the investigator to measure satisfaction with
communication and interpersonal scales of satisfaction with

an episode of patient care. The PRF-23 sub sections form
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assessed consumer satisfaction with access to care and
technical quality (see Appendix C for questionnaire).

The effective measurement of satisfaction entails both
quantitative (use of Likert scales) and qualitative (Nelson
and Larson, 1993) data. The last three questions on the
questionnaire developed by the investigator for use in the
Child Health Program, Department of Pediatrics, HCCSJ, were
qualitative questions based on work done by Nelson and
Larson (1993).

Seriousness of the patient's illness, has been found to
affect satisfaction levels and satisfaction levels can be
adjusted with seriousness data to give a clearer picture of
real satisfaction with medical care (Strasser and Davis,
1991 and Ross, Steward and Sinacore, 1995). Strict objective
illness severity data could not be gathered in the pretest
of the consumer satisfaction questionnaire; however, a rough
subjective proxy question for parent/ guardian perception of
illness seriousness was added to the questionnaire (“In
general, would you say your child's health is:") to allow
for the discussion of illness seriousness effects on overall
satisfaction scores in this paper. However, provisions were
being made to measure overall pediatric population illness
seriousness levels in the evaluation (through the use of
Resource Intensity Weights in Case Mix Groups). In the study

by Meterko et al. (1994) satisfaction levels of
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parents/guardians assessing care given by pediatricians
when compared to adults assessing satisfaction levels with
internists' and family practitioners' care are much more
favorable. This will not pose a problem in the evaluation
since only pediatric faculty will be evaluated using the

questionnaire.

Validity and Reliability: The validity and reliability of
the selected sub scales from the P-MISS and the PFR-23
questionnaires that made up the Child Health Program, St.
John's, questionnaire for this study, have been established
(Lewis et al., 1988, Ware and Davis, 1991 and Meterko et
al.,1994) . Cronmbach's alpha coefficients (Cronbach, 1951)
were used for measuring internal consistency of the
subscales in both instrumentsg.

The P-MISS survey's reliability was established by
Lewis et al. (1988) and the Cronbach's alpha coefficients
(Cronbach, 1951) were reported, by sub section, as follows:
Physician communication with the parent (alpha=.81),
Physician communication with child (alpha=.93), Distress
relief (alpha=.85), and Adherence intent (alpha=.86)).

For group-level comparisons, Nunally (1978) suggested
that the alpha coefficient be >.70 and Meterko et al.
suggests for inter-item comparison an alpha coefficient

>.90. The PRF-23 designers (Meterko et al., 1994) defined
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Cronbach's Alpha as “the average of all split half
reliability estimates, adjusted for scale length, and based
on the average inter-item correlation”. In section one of
the Child Health Program questionnaire, a multi-item Likert
scale was used ranging in seven choices from Strongly
Disagree (1) to Strongly Agree (7). This was derived from
the P-MISS and had an overall Cronbach's alpha
coefficient=.95 (Lewis et al., 1986). Section two, was made
up of two subscales of the PRF-23, and used a multi-item
Likert scale ranging from excellent (5) to poor (1).
Subscale one, access to care, had a reliability alpha=.86.
Subscale two, Technical quality, had a reliability alpha=.96
(Meterko et al. ,1994). The distinctiveness of the subscales
was proven for all subscales, by checking that the subscale-
subscale correlations were less than their respective Alpha
coefficients for PRF-23 sections and that the reliability of
difference score was >.50 for P-MISS sections’ (Lewis et
al., 1986 and Meterko et al., 1994).

Validity is the measure of accuracy with which a
behavioral scale measures what it says it measures
(Kerlinger, 1986). It is determined in various ways but the
PFR-23 designers chose criterion-based tests of validity to

demonstrate that scale scores are systematically related to

°The Distress Relief and Child Communication subscales were
the only exceptions (Lewis et al., 1986).



one or more external outcome measures (Meterko et al.,
1994) . Four criteria were chosen by Meterko et al. (1994)and
these are listed in Meterko et al.(1994) page 18. Meterko et
al. (1994) observed 100% scaling success for the subscales
Access to Care and Technical Quality. Meterko et al. (1994)
suggest using multi-item scales in order to allow for
estimating missing item scores for those who answered at
least 50% of the questions in the subscale. This could be of
use in the evaluation sampling if completion rates are not
as high as in the pretests. Higher scores per item reflect a
higher level of satisfaction with that item (reversed for

the negatively worded questions).

Physical Appearance of the Questjonnaire: Directions
regarding the physical appearance of the questionnaire were
not included in the instrument descriptions. Upon reviewing
the literature on physical structuring of questionnaires,
Dillman's Total Design Method, (TDM), (Dillman, 1978, p.121)
was chosen. Following the prescribed dimensions, the booklet
form was employed and a plain buff color cover was used.
Dillman also suggested using a quality print (12pt.size).
Dillman (1978), found that the use of the TDM increased

response rates (Dillman, 1978, p.21).
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2.4.2.3 Medical Survey

The purpose of introducing the student satisfaction
with teaching indicator was to monitor possible changes in
students' perceptions of faculty teaching during the three
year transition phase of the Alternative Funding Program.
Many undergraduate course evaluation instruments were
reviewed by the investigator. However, the SIR- Student
Instructional Report®1971, 1981 by Educational Testing
Service was chosen due to its standard usage in the
evaluation of undergraduate courses in North America and in
most academic departments at Memorial University (see
Appendix D). This Educational Testing Service instrument was

employed in the pretest.

2.4.2.4 Post-graduate Pediatric Resident Survey

A comprehensive review of existing instruments took
place but no single existing instrument was found to be
appropriate. The Canadian Association of Interns and
Residents (CAIR) questionnaire and the PAIRN pre-royal
college survey questionnaire adapted for the University of
Saskatchewan 1996, provided general guidelines. A new
instrument was designed, reflecting the six areas of
resident training involving the most contact with medical

academic staff. The validity and reliability for this
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instrument have not been ascertained. The booklet form was
employed for this questionnaire (see Appendix E for

questionnaire) .

2.4.3 Identification of Access Requirements: The access

requirements for the data sources were explored and ethical
issues considered. The investigator took steps to procure
all required permission to apply the data sources and
instruments in the pretesting of selected indicators.
Permission was also sought for general use of selected

instruments for future use in the protocol. (See Appendix F)

2.4.4 Pretests: The objectives of this section were to

assess the selected instruments for (1) appropriateness and
completeness for measuring the target variable in the target
setting, (2) to ensure that sufficient sample sizes for the
respective instruments in the evaluation are available, and
(3) to test parts of the design standardization procedure

(sampling/ analysis protocol) for several components of the

protocol.
2.4.4.1 Provider Survey Pretest

The provider questionnaire entitled “The Proposed
Alternative Funding Plan: The Physician's Perspective” was

administered to all full time and part time St. John's
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pediatric faculty in a meeting at the Child Health Program,
Department of Pediatrics, HCCSJ, on March 4, 1997. A full
scale pretest, involving all academic pediatricians was
adopted due to the small size of the population. The purpose
of the pretest was to assess the appropriateness of the
questions for use in the Child Health Program, HCCSJ,
setting and to determine approximate completion and response
rates for the questionnaire.

Sponsorship (letterhead) of the questionnaire was by
the Division of Community Medicine, Faculty of Medicine.
Attendance was taken at the meeting and questionnaires were
sent by internal mail to missing pediatric faculty. In all,
questionnaires were administered to 30 full time and part
time academic pediatricians. An introductory presentation
made during the monthly faculty staff meeting in March 1997,
by the investigator, defined an AFP for those who were not
yet familiar with the term. No references to the projected
outcomes of the AFP were discussed, though several
individuals posed questions to that effect. These
potentially confounding questions were forwarded to the
faculty AFP representative who agreed to answer the
questions at a later date. A copy of the presentation is in
Appendix G.

Originally, the physicians were asked to complete the

questionnaires after the meeting. However, two asked for
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more time and others agreed. Therefore, they were instructed
to write their names on the outside cover, which was
detachable from the questionnaire and send both the cover
and the completed questionnaire in separate internal mail
envelopes, to the investigator. One week after the
distribution, the investigator telephoned the offices of the
physicians who had not yet returned their questionnaires and
left reminders with their administrative assistants. During
the second week the faculty chair person sent out a reminder
memo to all academic medical staff. During the fourth week
the investigator telephoned all physicians who had not
returned their questionnaires with another friendly reminder
and at the faculty staff meeting in April all those present
were verbally reminded one last time. In all, three verbal
reminders and one written reminder were sent out after the

questionnaires were administered.

2.4.4.2 a) Consumer Satisfaction Pretest I

The objectives of this pretest were: (1) to detect
possible vocabulary and interpretation problems and, (2) to
detect any errors in printing or grammar present in the
questionnaire. The subjects for this pretest included 5
individuals made up of 2 parents, a physician, a nurse and

an interested individual (student).
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b) Consumer Satisfaction Pretest II

The objectives of carrying out this second pretest were
(1) to establish response ranges in order to better set the
sample size for subsequent time points of sampling and, (2)
to get an estimate of completion rate. Information gleaned
from the second pretest permitted the appropriate decision
to be made whether the study population sample should be all
patients visiting the Child Health Program, HCCSJ, in a
three or four month period or whether the sample population
should be partitioned into departmental sub settings and
separate sample sizes determined for each. Data were
analyzed to determine if the sub settings differed in their
expressed satisfaction levels.

The questionnaire entitled “Parent/Guardian
Perspectives on Child Care at the Janeway " was administered
to 15 parents/guardians in a convenience sample of those
parents/guardians with children using the emergency
department, outpatient clinics and inpatient care on two
sampling days (5 parents in each setting) .

They were approached by either the triage, clinic or
charge nurse, respectively, and asked to complete the
questionnaire entitled “Parent/Guardian Perspectives on
Child Care at the Janeway " to assess satisfaction with

their most recent visit and contact with medical staff.
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There were no refusals. The investigator spoke with the
nurse managers of the areas ghe wished to sample from and
then spoke to the nurses who would do the identification of
parents/guardians. The nurses were asked to approach parents
or guardians with a greeting and then ask the
parents/guardians if they would mind filling out a
questionnaire for a study. If parents/guardians answered in
the affirmative, they were given the questionnaire and
instructed to read the consent letter on the cover.

The questionnaire sponsorship was revealed on the
inside cover of the questionmnaire as Memorial University,
Division of Community Medicine.

It was not possible in this pretest II to undertake a
mail out pilot because the methodology for extracting a
representative sample of parents/guardians from the Child
Health Program, HCCSJ, databases was only recently developed
and requires some programming modifications. However,
current data exist on response rates for mail out
satisfaction questionnaires to a parent/guardian sample
which were used in the development of the protocol (Meterko

et al., 1994).
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