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ABSTRACT

Physicians can anticipate pressure from Saskatchewan health care reform

(TheWellness Project) to increase participation in preventive medicine counselling, training

(teaching) and research, multi-skilled health teams, and institutional administrative duties.

Motivation theory, expectancy theory and equity theory may be used to explain how

remuneration and professional objectives influence support for these activities. The purpose

of this thesis is to determine the effect of remuneration on wellness activities and how

differences in levels of supportmight be explained by perceptions ofequity, importance of
.

payment factors and anticipated levels of direct patient care.

This cross sectional study of a111462 physicians actively practising in Saskatchewan

during 1991/1992 used survey data originally collected as a one time only observation in

1992 (Lepnurm and Henderson, 1992). Levels ofpredicted support for wellness activities

were compared using the paired t-test and the independent sample test. The relationships

between the dependent, independent and control variables were tested using analysis of

variance (ANOVA), One-way analysis and the Tukey Test.

Physicians predicted more support for wellness activities under salary (0.2836)

compared to capitation (-0.7813), andmore supportunderfee-for-service (0.4156) compared

to capitation. Support for wellness activities under salary (0.3304) was not found to be

greater than support under fee-for-service (0.3699). Support for wellness activities under
-.

fee-for-service and salary declined as equity increased, but the importance placed on payment

factors did not appear to affect support. Support for wellness activities under fee-for-service

increased as the level ofdirect patient care increased.
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Most physicians appear to support the objectives of the Wellness Project, but this

supportwill be contingent on a remuneration system that is seen to be equitable for both the

. physicians and their patients. Some physicians perceiving a high to very high level ofequity

were prepared to reduce their level ofwellness activities if the remuneration system was not

seen as supporting performance goals. Capitation, in particular, was viewed by some

physicians as a threat in terms of affecting their ability to provide wellness activities

regardless of the present method of remuneration.
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Chapter 1 Literature Review

1.1 The EvolvingModel of Health and Health Care

Changing expectations ofhealth and health carewithin the Canadian population and

the constraints imposed by a public funded health care system are pushing those who provide

and finance health care to seek more efficient and effective ways to deliver health care

services. In Saskatchewan, the adoption of a more broadly defined model ofhealth care is

occurring through the implementation oftheWellness Project. The objective of the Wellness

Project is to improve the productivity and quality of the health care systemwhile advancing

health promotion and disease prevention to ensure the best possiblehealth for the residents

ofSaskatchewan (Saskatchewan Health, 1992).

The adoption of these concepts into the health care systemwill invariably change the

role of the patient, other health care providers and the government. The role of the physician

and the physician-patient relationship can also be expected to change as the medical

profession adjusts to the evolving concept of health and health care.

1.1.1 The Medical Model

Formost ofthe twentieth century the dominantmodel �r addressing issues ofhealth
.

and illness has been the medical model with its focus on the treatment and curing of

symptomatic disease. (Engel, 1977). The medical model consists of a number of concepts
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and assumptions, including: the concept ofa normal state ofhealth; the belief that illness and

disease have specific causal agents; the assertion that treatment should be based on the

specific pathology rather than the individual presentingwith it; and thatmedicine should be

based on scientific objectivity (Roberts, 1994). The medical model subscribes to the

concepts of dualism which promotes the separation ofmind and body, and reductionism

which espouses that the human body and the illnesses that afflict it can be explained by the

detailed examination ofbody parts and systems (Engel, 1977). The scientific orientation of

the medical model has also contributed to a mechanistic view of the patient as a. biological

machine to be repaired and maintained (Hewa and Hetherington, 1995; Roberts, 1994).

The supremacy of the medical model in this century can be traced to the Flexner

Report of 1910, which sought to evaluate the quality of the education provided by medical

schools in the United States and Canada. As a consequence of the Flexner Report, medicine

became increasingly defined by the medical model and its scientific orientation

(Coburn, Torrance and Kaufert, 1983). Within health care, the corresponding rise ofmedical .

dominance ensured that the medical model favoured by the medical profession would be

adopted by other health care providers (Coburn, Torrance and Kaufert, 198�). By employing

the medical model, physicians were able to effectively control and cure many diseases

(Starr, 1982), thereby promoting their position as healers within the larger society.

The ability of the profession to gain broad public acceptance of the medical model

can be explained byfunctionalism, the structured society that�isted earlier in this century,
and the important position occupied by physicians within It (Parsons, 1951). According to

functionalism, all social institutions are defined by the function or role they play in

2



, .

maintaining the social system (Reidy, 1984). Within thesocial system, medicine exists as

an important sub-system (Parsons, 1951 p. 428) with the physician and the patient having

different and defmed roles. Within the patient's 'sick role', the individual possesses explicit

rights and obligations (Reidy, 1984). The patient is not directly responsible for restoring

health and is relieved of 'normal' societal responsibilities while sick. In exchange for these

rights, the sick person is expected to seek out expert help (the physician) and to cooperate

with the expert in the goal of restoring health (Parsons, 1951 p.436-437). As the defined'

'expert', the physician is seen as the person most qualified in matters of health. Should

others attempt to participate in this process, their efforts will be viewed as lacking legitimacy

(Parsons, 1951 p. 434 to 435). However, this conceding ofhealth expertise to physicians

also passes over control to how illness and disease will be defmed and treated.

Over time, the advantages of themedical model have become less evident. Its ability

to successfully treat disease and prolong life has become suspect with the decline in the

prevalence ofacute infectious diseases. In western societies concern for these pathologies

has been replacedwith the increasing importance ofchronic non-infectious ailments. Often

these chronic ailments are resistant to medical intervention once they become symptomatic

(Terris, 1992).

Long viewed by society as the only acceptable model for ensuring good health

,(Roberts, 1994), the medical model has also been criticized for contributing to the

maldistribution ofhealth resources, for treating patients as passive objects, and forneglecting
preventive measures (Coburn, Torrance and Kaufert, 1983). Since the 1960s, increasing

competition from other health professionals, evidence of the failure ofmedical claims of
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efficacy, and more active self-help and health consumer groups have further challenged the

medical model as the appropriate method for ensunng good health

(Coburn, Torrance and Kaufert, 1983). Evidence that technological advances in health care

have had little impact on life expectancy, when compared to improvements in nutrition,

sanitation and economic status (Drummond et aI., 1987), give further support to those

proposing a move away from (Webster, 1985), or an expansion of (Engel, 1977), the

medical model.

While the assumptions and concepts of the medical model may have contributed to

its success, they have also limited its applicability. The concept ofnormalcy has led to the

tendency to label any physical, psychological or social manifestation that does not conform

to accepted societal norms as a pathology or illness, e.g. homosexuality was once viewed as

an illness caused by a psychological condition that required treatment (Hutter, 1993). The

medical model's reliance on specific casual agents also limits the defmition of disease, as

illustrated by the debate over the legitimacy of fibromyalgia (chronic fatigue syndrome) as

a medical condition (Chen and Robrich, 1994; Lorenzen, 1994).

The medical model accommodates conditions such as fibromyalgia by placing them

under the domain ofpsychiatry. However, this option is becoming less viable due to the fact

that psychiatry is itself questioning the appropriateness of. the medical model as the

foundation on which it should operate (Engel, 1977; Hummelvoll and da Silva, 1994).
('

Withdrawal ofpsychiatry from the medical model could effecflvelY eliminate fibromyalgia

and similar illnesses from being defined as 'medical' conditions. Placing greater emphasis

on the social contributors to such ailments may ultimately benefit such conditions, but it
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could also restrict access to treatment. The health care system is still rooted in the medical

model and such conditions might be seen as falling outside the defined parameters of disease.

Due in part to the limitations of the medical model, and spurred on by the spiralling

cost of health care (Webster, 1985), new health care models have emerged to challenge the

preeminence of the medical model.

1.1.2 The Social Model

The social model concerns itselfwith the environmental and social causes of disease

(Epidemiology Bulletin, 1992) and holds the larger society and its political and economic

manifestations accountable formaintaining health and eliminating illness (McBeath, 1991).

The social model expands the concept ofhealth care beyond that which the medical model

appears to articulate. While acknowledging the benefits derived from the medical model, a

number ofother factors, including beingwell educated, fed and housed, are seen as equally

important determinants ofhealth (Mcbeath, 1991). The socialmodel ofhealth care has been

validated by the fact that the enormous reductions in mortality andmorbidity rates overthe
.

last one hundred years were primarily due to economic and social changes, environmental

control measures, immunization programs and health education rather than treatment services

(Terris, 1992). In effect, medicine is seen as supporting rather than ensuring good health.

The social model does expect individual accountability, especially as it relates to
(

personal behaviour and practices, but the emphasis of the sccial model is more on what

society can do to. discourage unhealthy behaviour and to encourage healthy behaviour

(McBeath, 1991). For example, in a comprehensive strategy for preventing smoking
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(Terris, 1983)� of the five recommendations presented, only one sought to educate the

individual on the merits ofnot smoking. The rest focussed on reducing advertising, limiting

areas open to smoking, eliminating farm subsidies, and increasing cigarette taxes. In other

words, since society had created the health hazard, society was responsible for eliminating

the hazard through social policy..

Roberts (1994) expands the notion of society being responsible to the individual in

a discussion of the social model as it relates to the concept of disability;

"The (social) model builds on the concept of disability as being socially
determined rather than belonging to an individually disabled person ... .If

. disability is determined by society, then resources have to be redirected
towards making society less disabling ...by changing the physical and

psychological fabric of society"

The point being that the disability (or illness) exists as a concept defined by society..As such,

. society has the responsibility to alleviate the impact of this label on the individual.

While hopeful of the social model's potential to reduce the inequities imposed by

defmitions of disease, Roberts' comments also point to a potential problem with the social

model. By placing responsibility and accountability with the larger society, the decision as .

to who is healthy and who is sick and what resources are necessary may also be removed

from the individual and placedwith the larger society. Health care decisions might then be

made based on the ability of the individual to contribute economically to society

(Holmes, 1995) rather than if the intervention can contribute to the well-being of the
(

individual. Such a view of health could result
.

in a uthitarianism that diminishes

egalitarianism in favour of an economic approach to the provision of health care

(Nord et aI., 1995). While possibly ensuring the most good for the greatest number at the
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lowest price, it may not actually reflect the values or health objectives of the majority of

individual members of a society that the model seeks to serve.

1.1.3 The Holistic Modell

The social model is not the only alternative which addresses the limitations of the

medical model. Based on a philosophy rooted in the belief that thewhole is greater than the

sum of its parts (Roberts, 1994), the holisticmodel focusses on the whole person rather than

the ailing organ or system (Armentrout, 1993). The 'holistic model' contends that there are

no universal norms of health and that the defmition of health varies across cultures and

individuals (Jensen andAllen, 1993). The holisticmodel prefers to deal with the causes of

disease rather than merely controlling the symptoms, and dualism and reductionism are

rejected in favour of the concept of the interdependence of the body, mind and spirit.

(Armentrout, 1993).

By merely expanding the concept ofhealth to include the social and environmental

contributors to disease, the social model remains compatible with the assumptions ofmedical
..

model. The holistic model on the other hand, while expanding the concepts ofhealth and
.

health care (Dever, 1991 p. 23), opposes key assumptions of the medical model

(Armentrout, 1993). Furthermore, advocates of the holistic model suggest that the

\

In describing a health care model which further expands on the causalityof disease and
which rejects Cartesian concepts in favour ofunifying body, mind and spirit, characteristics
described in the literature as being associatedwith the wellness model have been subsumed
under the holistic model. For the purpose of this thesis, the terms 'wellness and wellness
model' are used exclusively in association with health care reform in Saskatchewan.

.
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application of the medical model ends when symptoms of disease disappear

(Craddock and Reid, 1993), and that the medical model is not concerned with optimizing

health and well-being (Webster, 1985).

Another significant difference between the holistic model and medical model is the

issue ofaccountability. The holistic model considers the causes ofillness to be centred in

the individual, and thus makes individuals muchmore accountable for their own well-being

(Armentrout, 1993). By contrast, the medical model absolves individuals ofmuch of the

responsibility for their own health, placing more importance on the ability of the healer

(Lincoln, 1992, Parsons, 1951 p 434-435).

Recognizing the limits of themedicalmodel, the treatment-based health care system

has sought to integrate many of the terms of the holistic model into the medical model

(Roberts, 1994). Withinmedicine, the concepts ofhealth promotion and disease prevention

have come to be seen as integral parts ofhealth care (Pineault, 1984). It has been suggested

however, thatmedicine has failed to take up the actual practices associated with the holistic

model (Armentrout, 1993), that aspects of the two models may represent a dichotomy

(Table 1.1), and that integrating the two may not be possible (Roberts, 1994) nor desirable

(Craddock and Reid, 1993).

The difficulties of integrating aspects of the medical and holistic model can be

illustrated by Quebec's attempt to incorporate its Departments ofCommunity Health (DSC)
(

.

into existing health care institutions. In evaluating the impact�f the DSCs, Pineault (1984)
noted that the preventive mission of the DSC did not mesh well with the curative services

prevailing in the hospita1(s) in which they were located. He observed that: "One objective
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of the reform ...was to integrate preventive and curative services....(that) objective was

somewhat ambitious and perhaps unrealistic." (Pineault, 1984).

Table 1.1 The Dichotomy of the Medical and Holistic Models
Medical Model Holistic Model

Focus on what IS wrong and
restore to prior equilibrium

Focus on what is right and continually .

seek to increase well-being

Disease and illness can be
"traced to specific causes.

The causes of illness are many and

complex and may not be apparent.

Eliminate the causes of illness
Focus on the whole person

Body, mind and soul are inter related

The body is complex and is greater
than the sum of its parts

Treat the symptoms
Focus on the body part or system

Separatemind and body

The body is an organic machine
and the parts explain the whole.

Adapted from Armentrout, 1993

The implication of the holistic model for physicians is that, rather than adjusting the

current mix of services, a significant change in physician practices is required to meet the

health promotion objectives of this model (Armentrout, 1993). Yet, a recent report in

Canadian FamilyMedicine, titled "New Approach to Primary Medical Care", appears to limit

discussion of theholistic philosophy and physician participation to acknowledging the need

for a balance between preventive, curative and palliative services (Forster et. al., 1994). Nor

are those promoting the holistic model necessarily anxious to integrate with the medical

model. The contention ofsome supporters ofa holistic approach to health is that themedical

model gives support to a paternalistic health care system that fails to reflect the values of "

specific groups and that the medical model opposes the ideology of the holistic model

(Craddock and Reid, 1993).
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1.1.4 In Search of a Unifying Concept for Health Care

Essentially, the objective should be to establish a health care model which seeks to

unify the various models and acknowledges the characteristics and social situation of the

individual. The Health Field Concept (HFC) promoted by the 1974 Lalonde Report: A New

Perspective On The Health of Canadians was the first attempt to formulate such a model.

The HFC consists offour elements: 1) human biology, 2) lifestyle, 3)environment and

4) health care organization. Human biology includes those physical and mental aspects of

health that are the result ofbiology and genetics. This element recognizes the complexity

of the human body and the potential for it to malfunction. Lifestyle reflects the contribution

that personal decisions make on health in the form of habits and self-imposed risks. The

environment refers to external factors overwhich the individual has little control. The health

care organization consists of the quantity and quality of the resources used to ensure health,

and the relationships between those engaged in providing and receiving care (Lalonde, 1974).

From this briefdescription of the HFC, it is possible to match the three models of .

health with the first three elements of the HFC. Human biology benefits from the objective,

scientific, cause and effect approach of the medicalmodel; lifestyle matches with the holistic

ideals ofpersonal responsibility andmaximizing well-being; and environment is best served

by the social model which seeks to overcome hazards and promote benefits not within the

ability of the individual to control.
. (

In the Lalonde Report (1974), the fourth element of\ealth care organization is

criticized for focussing too much on the treatment of disease while ignoring preventive

measures, in other words, that too much attention has been paid to this element at the
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expense of the other three. The Report would appear to imply that the health care

organization element has defined our concept of health, merely articulating the dominance

of the medical model of health.

Aside from asserting that any futuremodel ofhealth caremust incorporate elements

of the medical, holistic and social models, this thesis does not attempt to suggest to what

degree each should be applied. Indeed, such portioning may not be appropriate. Each model

that has been presented makes an important contribution to our understanding of different

aspects of health, but invariably the models become decontextualized by advocating the

importance of a particular approach to health care. That is to say, for the medical model the

reductionist approach is preeminent, for the social model the importance of environment and

social contributors is given greater weight, and for the holistic model individual behaviour

takes priority. Any unifiedmodel, while attempting to integrate the existing models, must

focus on the needs of the individual rather than the ideology to be served.

1.1.5 Health Promotion

It is clear that the medical model and its focus on treatment and cure no longer

occupies a position ofunassailable dominance and that the health care systemmust change

to accommodate other concepts ofhealth and health care. One example of change is public

policy designed to advance the role and the importance ofhealth promotion. In 1986, Health

andWelfare Canada sought to address specific health issues thr�gh the release ofAchievinS
Health For All: A Framework For Health Care. In this document (Epp, 1986), three major

national health 'challenges' requiring new health policies and practices were identified:
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1) disadvantaged groups have significantly lower life expectancy, poorer health and higher

prevalence of disability; 2) the health and quality of life for many people in Canada are

. affected by preventable diseases and injuries; and 3) there is a lack of community support

for those suffering from chronic disease .

The Epp Report's response to these challenges was increased health promotion using

The Health Promotion Framework (Epp, 1986). The 'Framework' sought to address the

identified health challenges through selfcare, mutual aid, and healthy environments. Three

strategies were suggested to achieve health for all: fostering public participation,

strengthening community services, and coordinating healthy public policy. This approach

to health was presented as complementing 'health care' and, together would form two

"equally important cornerstone(s)"ofthe Canadian health system (Epp, 1986).

The strategies presented by Epp (1986) have been praised as appropriate formeeting

the health needs ofCanada's aging population, although concerns have been raised over the

lack ofeffective implementation ofhealthy public policy to address the environmental causes

of illness (Dever, 1991 p. 25-26).

Another concern that arises from reviewing Achieving Health For All is the

conceptual separation ofhealth promotion and health care. By promoting two cornerstones,

Epp appears to steer away from a unified concept of health care. Perhaps such a unified

. approach is not possible. Perhaps health promotion and health 9are represent the 'macro' and
;

\
'micro' components of the Canadian health system and cannot be reconciled. In the

meantime, the very practical need to translate emerging concepts of health and health care

into actual health services has manifested itself as 'health care reform'.
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1.1.6 Saskatchewan's Wellness Project

Saskatchewan's attempt to reform the health care system was initiated in 1992 by the

Department of Health in the form of the Wellness Project. In the document: Working

Together Toward Wellness (1992), the areas requiring reform were identified (Table 1.2).

From this list, it is possible to separate reform into structural changes designed to ensure

greater efficiency within the existing system (items 1 to 5) and conceptual changes needed

to define which services the health care system should provide, and to allow for greater

emphasis of disease prevention and health promotion (items 6 to 9).

Table 1.2 Areas ofSaskatchewan's Health Care System Targeted for Reform

1. Management and budget structures to increase integration
2. Service co-ordination to eliminate service gaps
3. Pay structures that discourage user dependency on others for health
4. Cooperationbetween the stakeholders in health care
5. Wider involvement of the community in the design and delivery of

services
6. More time and money on disease prevention
7, More information and control over health decisions by consumers
8.· More attention to health issues not adequately addressed at present.
9. Greater recognition of the role ofalternative approaches and treatments.

Source: Saskatchewan Health, Working Together Toward Wellness, 1992.

Since this document was first presented in 1992, there have been some problems

associated with the implementation ofthe proposed reforms. The provincial health council,

which was formed to promote good health and consisted of a cross section of health

consumers (Saskatchewan Health, 1992), has been disbanded. Organizational changes

intended to improve efficiency have led to job losses, bed closures and service cuts in the
I

traditional health care system, resulting in warnings of'a 'h�alth care crisis' "from ·some

groups, including health care professionals (Saskatoon StarPhoenix, Aug 20, 1996). Some

have accused the government of failing to focus on health promotion, or wellness, and of
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being concerned only with cost cutting. Health care administrators have defended the

reforms by stating that all necessary services are being provided .

(Saskatoon StarPhoenix, Aug 20, 1996). Recently, health care funding was increasedby

$40 million. This funding was presented as a measure to ease the strain ofhealth reform

(Saskatoon StarPhoenix, Aug 21, 1996). and to improve services to clients

(Saskatoon StarPhoenix, Aug 22, 1996). Despite the problems associated with the

implementation of health reforms, it would appear that the Saskatchewan government is

committed to the process (Saskatoon StarPhoenix, Aug 21, 1996).

1.1.7 The Wellness Project and the Role of Saskatchewan Physicians

The Wellness Project represents an attempt by the Saskatchewan's Department of

Health to improve the efficiency of existing curative services while expanding health

promotion and disease prevention through more individual accountability, safer

environments, and improved social conditions (Saskatchewan Health, 1992). In effect, the

Wellness Model attempts to integrate aspects of the medical, social and holistic models.

Health care reform, as represented by the Wellness Project, will require the public and health

professionals, including physicians, to take more responsibility for both the care ofpatients .

and the maintaining of a healthy society.

Physicians, who have traditionally relied on the m�dical model to define their

profession can anticipate pressure to change their practice patteins to facilitate health reform.
The comprehensive health care model that is emerging in Saskatchewan may be referred to

as the wellness model. Under the wellness model there will be less emphasis on activities
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involving direct patient care in institutions, out-patient clinics, emergency units and the

physician's private office (Table 1.3). These activities are more reflective of a system

dominated by the medical model and a treatment based approach to health care. With health

reform, physicians can expectmore emphasis to be placed on activities that support disease

prevention and health promotion,and on activities where their training and expertise can be

more broadly applied.

Table 1.3 The Relative Emphasis of theMajor Activities ofPhysicians
Under Saskatchewan's Wellness Model

More Emphasis

- Preventive medicine counselling
- Institutional medical administrative
duties

- Teaching and research
- Clinical workwith other professionals

Less Emphasis
- Patient care in institutions
- Patient care in out-patient clinics
- Patient care in emergency care units
- Patient care in a private office

No Change
- Continuing Medical Education

. In the future, individuals will be asked to take more responsibility for health

.

maintenance, including modifying personal behaviour (Saskatchewan Health, 1992), and

physicians will be able to contribute by providing more preventive medicine counselling

(CMA, 1995). Other health reform strategies can also be expected to impact on physician

practices. Training (teaching) and research to support health promotion and disease

prevention will be necessary as the model develops (Saskatchewan Health, 1992) and

physicians have the potential to make
i •

an \. unportant contribution

(Oldenburg and Owen, 1995). Increased emphasis on quality control, system evaluation and

other institutional medical administrative duties, while benefiting from defined standards and

computerization, will still depend on knowledgeable medical practitioners (Kilshaw, 1992)
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and time to perform these tasks will be needed. The establishing of inter-disciplinary health

teams to make better use ofnon-medical health professionals will also facilitate the use of

these same professionals for routinized, skill-based medical procedures (McGrath, 1990),

thus freeing physicians for activities which would benefit more from their unique knowledge.

The emphasis on continuingmedical education should not change as health care evolves as

it reflects a professional obligation to maintain quality patient care (Epstein et al., 1993)

which exists regardless of the model of care in which physicians are operating.

Saskatchewan physicians are not unaware of the shift in emphasis being brought

about by health care reform and some have been quite negative in response to the new role

they are expected to. play (Kendal, 1993). In the past, the medical profession has often

demonstrated an unwillingness to relinquish authority over health issues

(Stevenson,Williams and Vayda., 1988) and a response such as this is not unexpected. Like

any professional organization, there is the tendency to resist changes initiated by those not

seen as part of the profession. Yet, aspects of reform such as improved preventive medicine

counselling and a team approach to health care are supported by the physicians' own national

association (CMA, 1995) and there is evidence to suggest that many front line physicians

will be supportive of the change to. a more broadly defined model of health care. A recent

national survey of new family' practitioners found that 71% supported the shifting of

resources to preventivemedicine and health promotion, and a majority supported incentives
"
I

to doctors wishing to practice in Community Health Centres (woodward et. al., 1995).

As Saskatchewan physicians adjust to. health care reform and their place within it,

other issues are emerging and are moving to the foreground. These issues centre around
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physician remuneration and professional autonomy, and could ultimately derail the objectives

of the health reform, or cause a redefining of the strategies required for its implementation.

1.2 Physician Remuneration

Physician remuneration is part ofthe health care debate because it is evident that how

doctors are reimbursed can influence the nature of physician practice patterns

(Scott and Hall, 1995; Shimmura, 1988): The impact that physicians make on the health care

system, both directly through their own practices and indirectly by the resources that are

required to support their practices (Stoddart and Barer, 1992), means that any change in

physician practice patterns can be expected to have a significant influence on health care in

general. In seeking to change the practice patterns of physicians to match the needs of

various stakeholders, establishing a form of remuneration that supports these changes and

is acceptable to physicians would be optimal. This is not to say that remuneration is the only

factor influencing practice patterns. Other factors include: the traditional pattern ofpractice,

quantity and distribution of resources, ethics ofthe profession; government policy, consumer

preference and geographical situation (Shimmura, 1988).

When examining the issue of physician remuneration, Reinhardt (1985) suggests

considering three dimensions: the base on which compensation is made (fee-for-service,

salary, capitation); the process for determining the level of compensation

(administrative decree, negotiation, market forces); and the �titutional framework (third
party payer to health organization, third-party to physician, patient to physician). In this

thesis, attention will be paid to the first dimension (the base).
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A remuneration system should also be assessed on how well it supports or at least,

does not impede policy objectives (Stoddart and Barer, 1992). Among Canada's health

policy objectives are cost control, coping with an aging population and new technologies,

addressing physician surpluses and nursing shortages, improving the efficiency and

effectiveness ofhealth care delivery, and broadening healthcare to include the enhancement

of health (Evans, 1992). Within the scope of this thesis, the focus will be on the last two

policy objectives. The Wellness Project seeks. to broaden health care to include the

enhancement of health through the wellnessmodel, and in support of that objective, the

remuneration mechanismmust he assessed in terms of its contribution to the efficiency and

efficacy of this new model.

1.2.1 Methods ofPayment

A variety ofmethods exist for reimbursing physicians for the services 'they provide.

These methods include fee-for-service, salary, capitation, sessional contracts, relative value

scale and case mix (see Appendix One). In addition, there are various blended or mixed

forms ofpayment combining more than one method ofphysician remuneration.

Proponents ofblended funding argue that no one method ofpayment is appropriate

for all situations or all types ofcare (Forster et. al., 1994). Blended funding usually consists

of capitation and fee-for-service, although some include a salary or allowance portion. For
,

example, in Holland, capitation and fee-for-service were comb�ed after capitation alone was -.

not seen as compensating physicians equitably (Kransik et. al., 1990). In the United

Kingdom, one remuneration option is a combination of capitation, fee-for-service and an
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annual allowance (Calnan, Groenewegen and Hutten, 1992). A recently proposed form of

blended funding in Canada would have fee-for-service used for individual care and capitation

used for prevention and early diagnostic programs (Forster et. al., 1994). Blended funding

is also the method ofremuneration favoured by The College ofFamily Physicians ofCanada

(CFPC Proposal, 1994).

Physicians in Saskatchewan are remunerated by fee-for-service, salary, sessional

contract or amix ofpayment methods, with most physicians being reimbursed by fee-for-

service for the services they provide (Lepnurm and Henderson, 1992). Capitation is not used

in this province (pilot programs excepted), but this form of remuneration is widely employed

elsewhere in North America and in the United Kingdom (Lepnurm and Henderson, 1994),

and is receiving serious consideration in Canada by FederaVProvinciallTerritorial Ministries

ofHealth (Victoria Report, 1995).

1.2.2 Payment Factors

In addition to considering the method by which physicians can be compensated, a

considerable amount of effort has been directed toward using the factors within the method

ofpayment to establish a system that isfair (Hsiao, 198; Lee et al., 1990). The need for a

fair system is not confined to physicians in relation to other physicians or third-party payers,

but extends to all health care stakeholders. According to Stason (1987):
, I

,
I

"The (objective) should be to create a phys�an payment
system that adequately recognizes the physician's worth to

society, fairly reflects the value of individual services and

specialties, and is relatively easy to administer."
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The resource-based relative value scale (RBRVS) developed by Hsiao et a1. provides

some of the basic components that may be used when establishing a payment system.

According to the RBRVS, the three major resource inputs are: 1) the total work input of the

physician, 2) practice costs, and 3) the opportunity costs ofpostgraduate training to become

a qualified specialist (Hsiao et aI., 1988).

According to Hsiao et a1. (1988) physicians' work may be measured in terms of time

required to perform the task,mental effort and judgement, technical skill, and physical effort.

Practice costs may include such things as salaries for nurses, technicians and receptionists,

equipment, supplies, office space, and liability insurance (Lee et al., 1990). Physicians

performing a procedure in their private offices can expect to incur higher practice costs than

if the procedure were performed in a hospital. Provided there is a net benefit to the health

care system, the physician should expect to have these higher costs reimbursed.

Due to the difficulties associated with assessing quality, it is presently not seen as

feasible to assess physician quality ofcare for use in a formula for determining pay, although

years of experience or special certification might serve as a crude proxy for the quality of
.

service (Becker et aI., 1990). Another payment factor to be considered is the number of

-

.

CME credits accumulated (Lepnurm and Henderson, 1994). This ongoing commitment to

keeping abreast of changes in medical practice could serve as another proxy for quality.

Adjustments to income might be made in respo� to geographic variation in

physician supply (Stason, 1987). In Canada and more speci�CallY in Saskatchewan, pay·

might be increased in direct proportion to distance of the physician's practice from urban

centres. Another concession to practice conditions could be the time ofday or the day of the
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week that the procedure is performed (Lepnunn and Henderson, 1994) with additional

income paid to those providing services at less desirable times, such as evening, nights and

weekends.

Recognizing the need to compensate physicians based on qualifications, effort and

costs, Stason (1987) goes further by advocating the need to reward outcomes, or the benefits

received by patients and society. These benefits include enhancing patient preference,

increasing the number of quality-adjusted life years, and improving resource utilization.

However, there are problems associated with measuring these outcomes.

Patient preference as an outcome is served in part by the ability (skill) of the

physician to provide the desired or required service, but it can also be a function of factors

beyond the physician's control. For example, the financial abilityof the patient to purchase.

the service (all options may not be covered by public health insurance), the allocation of

resources (expensive capital equipment such as a MRI being located only in large urban

centres), or health policies restricting access ( public policies which do not permit privately

funded practitioners providing publically funded services).
.

Quality-adjusted life years (QALY) measures health related quality of life relative to

longevity, and appears to be superior to other aggregated indices (Holmes, 1995). However,

according to Holmes (1995), to be useful, the QALY index must capture health effects that

are important to society. Societymust therefore decide whether the primary objective of the
i

health care system is to improve: 1) the health outcomes attai�ed; 2) the process by which

health is achieved; or 3) the opportunities people have to obtain health.' While canada

appears to be officially pursuing the first option, it has been suggested that,Canada is
'
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pursuing multiple objectives which are incompatible (Holmes, 1995).

As well, QALY brings with it some ethical concerns which highlight the debate over

resourceutilization. QALY makes little distinction based on individual characteristics, but

instead focusses on maximizing total health benefits (Holmes, 1995). While this supports

the objectives ofhealth economists to maximize health benefits, such distributive neutrality

may not be compatible with society objectives such as ensuring equal access for all citizens

(Nord et al., 1995) or distributivejustice based on characteristics such as age or culpability

for one's own health status (Chamy et al., 1989).

Therefore, until.such time that policy direction is more clearly defined and there is

agreement as to what is to bemeasured, it may be best to follow the strategy ofmeasuring

physician inputs when establishing a fair remuneration system.

1.2.3 The Influence ofMethods ofPayment on Practice Patterns

A number of studies were found that examined the impact ofdifferent methods of

payment on physician practices. In reviewing the research that compared fee-for-service and

salary, and that which compared fee-for-service and capitation, observations on the possible

impact of the different methods ofpayment were made and presented below.

Comparing fee-for-service with salary showed that fee-for-service can result in

greater resource utilization (Hickson et al., 1987; Kristiansen and Hjortdahl, 1992), although
i

one study found little difference in practice patterns (Kristianse'tl andMooney, 1993). There

was some indication that more efficient use of existing services could occur under salary

(Lahaie and Chopyk, 1992). Some felt that fee-for-service provided greater continuity of
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care (Hickson et at, 1987), but others found that patients had greater access to low demand

services under a salary system (Lahaie and Chopyk, 1992). Two studies came to different

conclusions about home visits, with one finding that fee-for-service ensured more visits

(Kristiansen and Holtedahl, 1993), while the other found salary to be better

(Lahaie and Chopyk, 1992). Salary seemed to support preventive services and more time

with the patient (Pineault et aI., 1986; Lahaie and Chopyk, 1992). In a number of studies,

physicians werewilling to work under a salaried system, or had already done so voluntarily

(Pineault et aI., 1986; Lahaie and Chopyk, 1992; Kristiansen and Mooney, 1993). Salary was

also seen as beneficial for attracting physicians to rural locations (Lahaie and Chopyk, 1992).

In comparing fee-for-service with capitation, three studies indicated that fee-for-

service was associated with greater utilization of resources (Shimmura, _1988;

Stearns et al., 1992; Kransik et al., 1990); however, a recent study examining the impact of

capitation on hospital admission rates inOntario found no change when compared to fee-for-

service (Hutchinson et aI., 1996). Capitation was shown to support continuity of care

(Shimmura, 1988), but fee-for-service seemed to ensure greater access (Calnan et at, 1992).
-

'

There was nothing in the studies reviewed to suggest that eithermethod was superior for

supporting preventive medicine although, under capitation, time constraints appeared to

present barriers to effective communication. Incentives within the method of remuneration

were seen as necessary to ensuring the delivery ofpreventive services (Shimmura, 1988).
!

None of the studies examined the acceptability of capitation�ong physicians, although it
has been stated that capitation is seen as a threat to physician autonomy

(Lepnunn and Henderson, 1994), Capitation was seen as superior for correcting geographic
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maldistribution (Shimmura, 1988).

In comparing three methods ofpayment -- fee-for-service, salary, and capitation--

Abelson and Lomas (1990) found that the level of health promotion and disease prevention

activities carried out under the three systems (fee-for-service groups, community health

centres and health service organizations) did not differ significantly.

While the method of remuneration can affect practice patterns, the incentives or

payment factors within the method of remuneration must also be considered. There is

evidence to suggest that physicians will increase the intensity of their practice due to a

change in the incentives within a method of remuneration. One study involving salaried

.

physicians in for-profit ambulatory care centres (Hemenway et. al., 1990) found that after

instituting a compensation plan that provided fmancial incentives to increase revenues, the

number of' laboratory tests and x-rays per patient rose significantly

(23% and 16% respectively). Financial incentives have also been used successfully to reduce

hospital utilization in health maintenance organizations (HMOs) in the United States,

although these incentives were found to be more effective in for-profit and group-model

HMOs than non-profit HMOs. The authors of that study expressed the opinion that this may

have been due to the perception of an organization's primary goal being either profit

(cost reduction) or comprehensive care (Hillman, Pauly, and Kerstein, 1989).

1.2.4 The Saskatchewan Survey

/
\

In an effort to gain insight into physician attitudes about specific payment systems,

and the pay factors within each system, a study involving the full census ofphysicians in
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Saskatchewan was carried out in 1992. An earlier study by Pineault, Contandriopoulos and

Fournier in 1981 had sought physician attitudes about switching to a time-based system of

remuneration; however, with the unique situation ofQuebec physicians as compared to other

provinces, the time that had elapsed, the subsequent introduction ofmajor health legislation,

and a strike by doctors in Ontario, it was felt that a new study was long overdue

(Lepnurm and Henderson, 1994).

In the period ofFebruary to July, 1992, a111497licensed physicians in Saskatchewan

were. asked their opinions regarding remuneration systems and payment factors. The

questions in the survey focussed on the fairness of the dominant remuneration system (fee-

for-service), the importance of specific payment factors, the willingness of physicians to

change remuneration systems, the expected effect ofpayment methods on practice patterns,

and the best characteristics ofdifferent payment methods (Lepnunn and Henderson, 1992).

A total of 1030 questionnaires were returned and evaluated (Lepnurm and Henderson, 1994).

From the analysis of the data, the following report, paper and article were generated:

1) Are Alternative Modes of Remuneration For Physicians Possible In Saskatchewan?;

2) The Objectives of Payment Systems:· Saskatchewan Doctors Speak Out; and

3) The Objectives ofPaying Doctors: Views from Saskatchewan.

The first, a report to the SaskatchewanMedical Association (SMA), found that 72%

of Saskatchewan physicians were willing to consider alternatives to fee-for-service
i

(Table 1.4), although amajority also thought that the fee-for-service system was fair. The

authors concluded that fee-for-service and salary remuneration, based on payment factors

favoured by physicians, were both viable alternatives, but that capitation would hinder
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teaching and research, institutional administrative duties, and continuing medical education

(Lepnurm and Henderson, 1992).

Table 1.4 Saskatchewan Physicians: Willingness To Changes Methods ofRemuneration

Definitely Probably Probably Not Definitely Not
Physicians Change (%) Change (%) Change (%) Change (%)

All (1019) 19.2 52.9 18.3 9.6

FFS (773) 17.5 52.4 18.9 1l.3

Salary (170) 24.1 52.9 19.4 3.5

Mixed (63) 25.4 58.7 11.1 4.8

Source: Lepnurm and Henderson, 1992

The second, a paper presented to the Fifth Canadian Conference on Health

Economics, focussed on a portion ofthe survey which soughtphysician opinion on the ability

ofmethods ofpayments to support specific objectives.. Fee-for-servicewas seen to be best

for ensuring clinical autonomy, choice ofpractice location, control of schedule and adequate

income. Salary was seen as best for providing adequate time with patients, clinical

teamwork, preventive services, teaching and research, continuing medical education, and

administrative duties. While amajority ofboth fee-for-service (55%) and salaried physicians

(74%) believed that fee-for-service was likely to encourage unnecessary services, on the issue

ofwhichmethod ensured delivery ofnecessary services, fee-for-service physicians tended
-

to favour fee-for-service and salaried physicians tended to favour salary

(Lepnurm and Henderson, 1994).

The third, an article published in the Journal of Ambulatory Care Management
\

(April 1996), observed that physicians who strongly supported fee-for-service also agreed

with the factors currently used for determining payment. Physicians satisfaction with income

was found to have a limited effect on how physicians perceived the ability of a method of
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payment to ensure objectives. Those who perceived that the fee-for-service method of

payment was fair were strong supporters of fee-for-service, while those who perceived this

method of payment to be unfair were strong supporters of salary (Lepnurm, 1996).

1.3 The Victoria Report and the Professional Autonomy ofPhysicians

1.3.1 The Victoria Report

In July of 1995, the Federal, Provincial and Territorial Ministers ofHealth met in

Victoria to review the financing of the Canadian health care system and concluded that the

key to change was the way family physicianswere paid (Victoria Report, 1995). The fee-for-

service method of payment, as presented in the Victoria Report, was seen as incompatible

with promoting the most productive use of the time and skillsof physicians. In particular,

the report stated that fee-for-service did not promote continuous care or efficiency, and did

not address the issue of the maldistribution of physicians. Population-based funding

(capitation) was presented as the best alternative for paying physicians.

The VictoriaReport, while part of the process ofdeveloping alternatives to fee-for-

service for primary care, did caution that remuneration was only one aspect of the larger

objective of regionalising health services and reorganizing the delivery.of care. Capitation

was promoted as the best option based on the expectation that this should change physician

practice patterns in a way that would be supportive of other organizational changes within
i
I

health care. The Report also identified the concerns of general practitioners as issues of

autonomy (lack of clarity of their role, the increasing recognition of other primary care

givers) and fair remuneration (the relative rewards of different practice arrangements, and
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their incomes relative to specialists) .

.

1.3.2 Responding To The Report

Response to the Victoria Report appears to be somewhat limited due to its recent

availability, but a draft response (February, 1996) from the Community Health Services

Association (CHSA) ofSaskatoon gives some indication ofhow the report may be received

by some within the medical community. Limited as this response is, it may serve as a

bellwether of how community clinics across Canada, and by association their salaried

physicians, will respond to 'the report' . It was in Saskatchewan, after all, that the medical
.

profession first opposed the universal, comprehensive, and publicly administered health

insurance plan with the doctors' strike of 1962 (Badgley andWolfe, 1967).

Acknowledging the need to restructure primary care, the Saskatoon draft comments

on the apparent primary motivation of the Victoria Report being cost..control. While not

fundamentally opposed to capitation, the draft raises several concerns over access to care and

the complexity required to ensure the fair treatment of patients and physicians. The draft

(1996) advocates that many other factors, including the need for health promotion and

disease prevention must be used in determining the proper method of remuneration. It is

interesting that the CHSA appears to be arguing for amethod of remuneration which, among

- other things, supports some of the fundamental objectives of the Wellness Project. It also
./

argues for 'meaningful' involvement in decisions ab�ut how primary care will beprovided

(CHSA Saskatoon, 1996).

A proposal for a blended funding mechanism presented by the College of Family
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Physicians of Canada (CFPC) prior to the release of the Victoria Report (February, 1994)

presents another vision ofhow best to pay physicians. While stating that the CFPC does not

support a particularmethod of payment, and that in some respects fee-for-service does not

serve family physicians well, it goes on to state that physicians should have the right to

choose the method by which they are paid. The CFPC remuneration proposal consists of

four components: i) a base salary for a minimum number of office hours; ii) payment of

overhead costs including rent, equipment, and staffing; iii) non-volume modifiers or

incentives designed to encourage physicians to practice in needed areas of care andwould

include, but not be limited to factors such as geographic location, on call, teaching and

research, and hospital practice; and iv) volume modifiers to which a value would be placed

on the units ofwork produced.

What is most interesting about the CFPC Proposal is not what it proposes, but rather

what it does not include in that proposal. The principle of linking physician remuneration

to the number ofpatients to whom the physician is directly responsible (capitation) is not

presented as part of the.CFPC funding formula: By contrast, the adoption of remuneration

by capitation is the very essence of the Victoria Report. Comparing positions of the two

major stakeholders in the health care system on the issue of remuneration appears to offer

very little common ground. Fundamental to these conflicting views is the issue of

professional autonomy.
i

\.
1.3.3 Professional Autonomy

Physicians are keenly aware of the threat to their professional autonomy that
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government initiatives such as the Victoria Report represent. For medicine, professional

autonomy has traditionally been seen to include both clinical autonomy and economic

autonomy; the control of professional work and the control of how that work will be

organized (Pineault, Contandriopoulos and Fournier, 1985). In the past, physicians have had

a great deal of influence over their own practices (Freidson, 1971); the activities of other

health care providers; the expectations of patients; and the health funding policies of

government (Coburn, 1993), thus ensuring a significant level of control over their own

profession.

Professional autonomy has begun to decline in recent years. Stakeholders. including
.

governments, health care organizations and other health professionals, have begun to

exercise greater influence (Coburn, Torrance and Kaufert, 1983). Furthermore, greater

consumer power,market principles, andmanagerial practices are increasingly being applied

to health care, resulting in the further erosion of the autonomy of the medical profession

(Calnan andWilliams, 1995).

Capitation, as stipulated in the Victoria Report, may be seen as a further threat to both

clinical and economic autonomy. By linking income to the number ofpatients to whom the

physician is responsible, the physician has less discretion over howmuch time to spendwith

anyone patient, regardless of the physician's perception of that patient's needs. As well, by

basing remuneration on the number of patients enrolled under the care of the physician, the
\

.

physician is greatly restricted in terms of practice location and the income' that can be

generated. To ensure adequate income, physicians wishing to establish a new practice would

be required to work in areas where a need has been defmed, rather than based on their own
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preferences.

In the past, the profession has responded to threats to its autonomy with the

Saskatchewan doctors' strike in 1962 over comprehensive public insurance

(Badgley and Wolfe, 1967), the Ontario doctors' strike of 1986 over extra billing

(Stevenson, Williams and Vayda, 1988), and legal challenges to the restriction of billing

numbers in British Columbia (Barer, 1988). A recent example ofphysicians attempting to

maintain or even enhance their professional and economic autonomy is the action taken by

the Canadian Medical Association at its annual meeting in August, 1996.

At that CMA meeting, physicians passed a resolution 'to lead a nation-wide

discussion on the merits ofregulated private insurance formedical services'. Such a system

would allow physicians to by-pass the restrictions imposed by a single payer system (public

health insurance). The resolution fell somewhat short of a prediction that physicians would

endorse 'two-tiered' medicine (Globe andMail, Aug 20,1996). The adoption of the weaker

resolution, to discussprivate insurance. occurred in part because of the negative impression

that full support for two-tiered health care would have conveyed to the public

(Globe andMail, August 21, 1996). While some physicians argued that a private health care

system was necessary to improve access (for both patients and physicians), others pointed

out that this would also result in higher incomes for physicians and negative public

perceptions ofdoctors' motives. Still, the resolution does underline physician dissatisfaction
I

over issues relating to remuneration and access, �ile illustrating the increasing influence

of the public over the policy initiatives ofphysicians..

Even as professional autonomy appears to be under threat, the concept itself is being
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redefined. Economic control to ensure high incomes, has given way to the desire for

economic security. In themanner that remuneration can support professional autonomy, fee-

for-service had long been seen as best suited for ensuring its continuance. In the past, a

physician was able to regulate income by merely changing the level ofactivity or the type of

activity carried out. However, with an over supply of physicians resulting in more

competition for patients, especially in urban centres, physicians are now more willing to

work for a salary (Pineault, Contandriopoulos and Fournier, 1985), thus trading economic

autonomy for income security. ,

Aside from the increased competition for patients, it has been suggested that the

seeking of income security may be due in part to the 'feminization' of the profession. The

number ofwomen in the profession is increasing (Kirk, 1994) and it has been suggested that

financial considerations are less important to women, and that they are more inclined to take

a salaried position (Coburn, Torrance and Kaufert, 1983). Whatever the causes, clinical

autonomy with financial security has become the new model of professional autonomy

(Pineault, Contandriopoulos and Fournier, 1985), and physicians may bemore amenable to

non-traditional remuneration systems if these objectives are served.

The reform process, as it is being carried out in Saskatchewan and elsewhere, places

even this modified version of professional autonomy under threat. Governments, other

health professionals and the public are no longer willing to automatically accept the

supremacy of the physician in all medical decisions (Light and Levine, 1988). This shift in
.

attitudes is further promoted by the strategies and objectives presented in the Wellness
'

Project (Saskatchewan Health, 1992). While the attempt to reduce physician autonomy is
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likely to cause resentment and resistance among some members of the medical community,

others might be expected to accept this change as inevitable and necessary. Here again,

Coburn et al. (1983) suggest that the increasing number of female physicians will reduce

resistance to government involvement in health care issues .

. 1.4 Physician Remuneration and The Concept of Fairness

To the casual observer of Canadian health care, with its system of universal,

comprehensive and accessible care, the practice ofmedicine would appear to be driven solely

by the specific needs of the patient. For example: an individual becomes unable to continue

usual activities due to illness; the individual goes to the doctor in order to return to the

previous level ofactivity; the doctor attempts to cure the illness and to alleviate symptoms;

the patient responds to the treatment and returns to previous activities. While this is an

oversimplified description of the process, as long as payment is forthcoming and the amount

received acceptable, the method of payment would not appear to matter. Yet a number of

studies have suggested that the method ofremuneration and the incentives within themethod

do affect patterns ofpractice (Shimmura, 1988; Scott and Hall, 1995).

While not dismissing the influence ofpatient specific needs, other factors must be

considered when explaining how remuneration affects the practice patterns ofphysicians.

One explanation is the effect of remuneration on physician motivation, with specific
�

consideration.of the impact of remuneration on the role and reward expectations of
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physicians, as well as its impact on perceptions of equity'.

1.4.1 Motivation, Expectancy and Equity

Abraham Maslow theorized that individuals are motivated by the desire to fulfill

needs, and that there is a progression in the satisfaction of these needs (Maslow, 1970).

According to Maslow (1970), there is a 'hierarchy of needs' and the fulfilment of one level

of needs will then allow the individual to advance to the next higher level. These needs

range from the lowest; biological needs such as food and shelter, to safety needs such as

security, to social needs such as friendship and a sense ofbelonging, to esteem needs such

as achievement and recognition of that achievement, to the highest level; self-actualization

needs such as creativity, self-expression, integrity and self-fulfilment. Failure to fulfill a

need will cause frustration and fixation on that need until it is met (Sirgy, 1986).

Herzberg's Motivation-Hygiene Theory goes further by suggesting that those factors

involved with job satisfaction (motivators) are distinct from those factors which cause job

dissatisfaction (hygiene factors)(Herzberg, 1987). For example, Herzberg considers.

remuneration to be a hygiene factor. If pay is seen to be too low, it can be expected to

demotivate, resulting in a decline in productivity. However, a level of income that ismore

than satisfactory will not result in an increase in productivity and effort. Factors that

2

Within the health care debate, equity is often discussed in association with equal access to
resources, services and quality of care, and is generally applied from the patient's
perspective. In this thesis, equity is presented as the balance or fair 'trade-off' between the

.

efforts (inputs) ofphysicians and the rewards (outcomes) to physicians. Equity is assessed
from the physician's perspective. Equity will also refer to the balance between physician

.

outcomes and the outcomes achieved by other stakeholders, including patients.
.
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motivate, according to Herzberg (1987), include: achievement, recognition for the

achievement, the work itself, responsibility, growth, and advancement. Hygiene factors

.

include: salary, administration and supervision, interpersonal relationships, working

conditions, status and security. The implication for physicians and health care is that during

times when greater effort is required, or when significant changes to practice patterns are

occurring (such as during health care reform), issues related to remuneration must be

resolved if a significant level of commitment and cooperation is to be achieved. Trying to

motivate physicians without addressing remuneration issues could result in a failure to

broaden the present model of health care or, at best, the achieving of less than optimal

results.

Making the connection that the lower levels of Maslow's 'hierarchy' correspond to

Herzberg's hygiene factors, and thatMaslow's higher levels correspond tomotivating factors,

physician remuneration can represent either a motivating or de-motivating factor based on

its ability to fulfill needs. It may be argued that the importance of income diminishes as

income increases; only being important at higher levels if it is seen to contribute to social and

self-actualization needs. The intrinsic value of the work and the prestige that physicians have

traditionally enjoyed would lead one to expect that the importance ofhigher incomes among

physicians would be somewhat ameliorated by these less tangible motivating factors.

Expectancy theory further explains howmotivation affects performance, or physician

practice patterns. Expectancy theory hypothesizes that performance is a function of

motivation and ability, and that lowmotivation leads to low performance. Motivation in turn

is a function ofthephysicians' performance goals: successfully treating thepatient's ailment,
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be it cure or alleviation of symptoms (Epstein et aI., 1993), interesting work

(Epstein et al., 1993; Williamson et al, 1993)� status and income (Williamson et al, 1993) and

the 'expectancy' that one's efforts will result in attainment of these goals (Oliver, 1974). One

must consider the implications of expectancy theory for physicians. These are individuals

who have traditionally occupied a position of authority and trust within our society

(Parsons, 1951 p. 434), while doing work seen to be important and receiving a high level of

financial rewards for that work. With threats to their autonomy as the result of structural and

conceptual changes brought about by health reform (Saskatchewan Health, 1992), with

Ministers ofHealth openly discussing changes to how physicians are paid and where they

will practice (Victoria Report, 1995), and with the shifting of health care from themore

dramatic curative arts to moremundane wellness activities,many physicians can be expected

to experience unease as their traditional performance goals are diminished, become less well

defined, or appear less attainable.

For physicians who have often sacrificed much to meet the demands of their

profession, diminishing or changing the nature of a number of performance goals has the

potential, according to expectancy theory, to seriously compromise performance. If the

physician continues to seek or expect the old outcomes but fails to achieve them, the result

is decreased motivation and ultimately lower levels ofperformance (Oliver, 1974).

Having established the context in which remuneration and other factors act to

motivate/demotivate physicians, equity theory and expectancy theory can now be applied to

explain the process an individual goes through when remuneration is perceived as

inappropriate, either in terms of the level of compensation or in its application.
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According to equity theory, equity or fairness is 'in the eye of the beholder'

(Hatfield and Sprecher, 1984). Equity is determined by the individual's perception of the

balance between inputs (effort, sacrifice, costs) and outcomes (rewards: tangible and

intangible). Because equity in based on perception, it is possible for there to be

disagreements between individuals or groups as to.whether there is equity in any given

exchange.

Table 1.5 The Propositions ofEquity Theory

Proposition I: Individuals will try to maximize their outcomes

Proposition llA: Groups can maximize the collective reward by evolving accepted
systems for equitably apportioning resources among members,

Proposition llB: Groups WIll generally rewardmembers who treat others
equitably and punish those who don't.

Proposition Ill: Individuals become distressed in inequitable situations

Proposition IV: Individuals in inequitable situations will attempt to restore
equity. The greater the inequity, the harder they will try to
restore equity.

Source: Walster, Berscheid andWalster, 1973

Equity theory is comprised of four interlocking propositions (Table 1.5).

Proposition I suggests there is a bias toward one's own benefit in assessing equity.

Proposition II suggests that consensuswill be soughtwhen defining equity and once defined,

the group and its individuals will seek to sustain the allocation process. Proposition III

suggests that inequity is not an acceptable condition and the individual will attempt to restore

equity. Proposition IV illustrates how the need to restore equity acts as a motivator.

Individuals or groups will attempt to reestablish equity by restoring balance to an existing

exchange (actual equity) orby changing theirperception ofwhat constitutes a fair exchange.

(psychological equity) (Walster, Berscheid andWalster, 1973; Hatfield and Sprecher, 1984).
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Attempts by physicians to restore actual equity as it relates to remunerationmight

include such tactics as reducing or withdrawing some services, reducing hours of work,

seeking higherwages and other benefits, or seeking alternative sources of income. Attempts

to restore psychological equity might be expressed by attempts to rationalize that the new

situation is equitable by redefining inputs and outcomes. For example, physicians

downplaying the importance of their own contribution to the health of their patients or

placing more importance on intangible rewards associated with helping others.:

Huseman et. al. (1987) expand on the concept ofequity by proposing that individuals

have differing sensitivities to equity. This continuum is defined as, benevolent: prefer inputs

to exceed outcomes; equity-sensitive: prefer outcomes to equal inputs; and entitled: prefer

outcomes to exceed inputs (Huseman, Hatfield and Miles, 1987). For physicians, inputs

would be defined as the amount ofeffort expended and costs incurred. Outcomeswould be

defined as income received along with other, less tangible rewards as defined by performance

.

goals (Oliver, 1974). As a result, one should anticipate a wide range in the perception of

equity among physicians working under similar conditions. For example, ifhealth reform

is perceived as benefiting others, some physicians may experience a degree of distress that

prompts them to political action, to withdraw services, or even to leave the system (to retire

or emigrate). In effect, changes resulting in a net loss ofbenefit to the physician is perceived

muchmore negatively among these individuals than the general physician population. On

the other extreme, the 'benevolent' physician may readily accept health care reforms,

especially if these are seen to be beneficial to others. In effect, these physicians would view

such changes as long over due and would work: more diligently in the pursuit of these
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organizational objectives.

Having established how equity is determined and that individuals have different

sensitivities to equity, expectancy theory is reintroduced to explain the process by which the

individual comes to the decision as to what should be done when equity is seen not to exist.

Expectancy theory suggests that the individual will choose the behaviour or response most

likely to result in the attainment of outcomes seen to be the most desirable (Oliver, 1974) ..

How an individual physician responds to inequity, either by restoring actual equity,

redefining equity, or both, depends on the costs and benefits the individual thinks will be

received from each strategy (Hatfield and Sprecher, 1984).

A recent study on emigration ofCanadian physicians to the United States ofAmerica

helps to illustrate how expectancy theory manifests itself in practical terms.

McKendry et al. (1996) found that Canadian physicians with residency experience in the

United States were more likely to emigrate to that country. This leads to the observation that _.

experiential knowledge of the American system and possible employment opportunities

allowed these physicians to more easily assess the consequences ofemigrating as a way to

restore equity. The deterrent of an unfamiliar society would not exist for those perceiving
.

inequity in Canada and would make the decision to maintain existing concepts ofequity less

costly. The only other factor in the study (McKendry et al., 1996) found to be significant for

those choosing to emigrate was climate. Coming from a country with harsher winters and

shorter summers, amilder climate is likely to represent a benefit to those considering how

to restore ormaintain equity.

Alternatively, physicianswithout the experience ofworking in the United States may
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be more inclined to redefine equity. Much ofwhat we know about our southern neighbour
.

comes in the form of newscasts which show a more violent society with greater disparity

between rich and poor. The costs of leavingmay therefore be perceived as worse than the

inequities presently being experienced. Other factors such as family ties and safer

communities might then receive greater importance as outcomes. After assessing the risks

and benefits, these physiciansmay be more inclined to reestablish psychological equity rather .

than attempting to restore actual equity by leaving.

1.4.2 Ensuring Direct Patient Care

A method of remuneration must be perceived as fair to be effective. A remuneration

system judged not to be fair will tend to reduce motivation and ultimately diminish the

performance of those aggrieved, as well as causing distress for those. appearing to receive

undue benefit. In keeping with the theme of equity, it would be unfair to suggest that

physicians will be guided only by concerns for personal equity.when determining the

acceptability of a method of remuneration. Professional and personal ethics can also be

expected to influence this decision (Epstein et aI., 1993). Physicians, in keeping with their

Hippocratic Oath, will want to ensure that patients receive all necessary services, given the

fmite nature ofhealth care resources.

Determining the form of remuneration that best supports the provision of all

necessary services, while minimizing unnecessary services, is difficult in the best of

circumstances. Whether it be fee-for-service, salary, capitation or some other form of

compensation, one does not have to look far to find both supporters and detractors of a
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particular method of payment (Appendix One). In general, fee-for-service is viewed as

providing superior access to care while providing too many unnecessary services.

Conversely, salary and capitation may be viewed as providing fewer unnecessary services .

but that access to necessary care may also be restricted (Lepnurm, 1996;

Lepnurm and Henderson, 1994; Reinhardt, 1985).

Methods ofpayment are also seen to differ in terms ofhow physicianswould respond

to increased workloads. Under a fee-for-service method of payment, physicians would be

expected to respond to added responsibility by working more hours, provided that

compensation was forthcoming. Under a salaried systemwith set hours, new responsibilities

would tend to replace old responsibilities or not be incorporated at all, as physicians would

expect to work the same hours at the same pace-. Under a capitation method ofpayment, it

is expected that new activities would be incorporated into the physician's practice by

spending less time on specific activities, both new and old (Calnan et at, 1992).

In the context ofsupporting activities associated with theWellness Project, one could

expect the demand for increased wel1ness activities to be accommodated under fee-for

service when workloads are low to moderate, declining only as the direct patient workload

became very high. Under salary, one would expect increased support for wellness to result

in a more rapid decline in direct patient care as less accommodation in hours worked would

be likely. Under capitation, the exact nature ofhow wellness activities would be integrated

into practice patterns seems less predictable, but some decline in direct patient care would

be expected if the new activities were to receive greater support.

The expected behaviour ofphysicians, especially under salary and capitation, would
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appear to be in conflict with the professional ethics ofphysicians to provide the best possible

. care to their patients and their own perceptionsofwhat constitutes good care as defined by

the medical model. This conflict is further aggravated by the desire of governments to

control health resources utilization by adopting a remuneration system other than purely fee

for-service (Victoria Report, 1995).

The dilenuna: to establish a remuneration system that supports the activities

associated with the Wellness Project and the physician's desire to achieve performance goals

including the provision of all necessary direct care services to the patient while addressing

the need to limit the provision ofwasteful and unnecessary services.
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Chapter 2 Linking The Wellness Project, Physician Remuneration
and Concepts of Fairness Into Hypotheses

2.1 SummaryOf The Literature Review

It is clear that the medical model is no longer accepted by many as the best means of

achieving optimal health (Engel 1974; Roberts 1994; Coburn Torrance and Kaufert 1983;

Webster 1985; Armentrout 1993; Craddock and Reid 1993). Other models of health,

including the holistic and social models, have helped to clarify the need to promote well-

being and to prevent disease. The Wellness Project proposes a health care model,

'the wellness model', which will require that less of the physician's time be dedicated to

direct patient care and thatmore time be given to activities supportive of improved efficacy,

efficiency, disease prevention and health promotion (Saskatchewan Health, 1992).

There is evidence to suggest that some physicians support many of the conceptual

objectives of the Wellness Project (Woodward et al., 1995), while others have argued that

physician remunerationmust include incentives for disease prevention and health promotion

activities (CHSA Saskatoon 1996). Studies on the effect ofremuneration tend to support the

hypothesis that the method of remuneration (fee-for-service, salary, capitation, etc) can affect

physician patterns ofpractice (Shimmura, 1988; Scott and Hall, 1995). Others have argued

that it is not the method, but rather the incentives within a method which affect practice

patterns (Hemenway et al, 1990; Hillman, Pauly, and Kerstein, 1989).

Saskatchewan physicians have indicated (Table 2.1) that a salaried systemwould be
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the most supportive and capitation the least supportive toward ensuring the provision of these

services. As well, Lepnurm and Henderson (1992) suggest that most physicians in

Saskatchewan would be willing to accept alternatives to their present method of payment

(majority now paid fee-for-service). That being said, it would appear to be a simple matter

for the Department ofHealth to switch all physicians to salary, thereby promoting both the

conceptual and fiscal objectives of the Wellness Project. However, there are other issues

which makes such an initiative more complicated than it first appears. .

Table 2.1 Method ofRemuneration Favoured for PromotingWellness Activities

Physician Activity Number of Salary FFS Capitation
Physicians ('Yo) ('Yo)

. ('Yo)

Preventive counselling 717 62.3 23.2 14.5

Administrative duties 682 85.7 10.4 3.8

Teaching and research 652 80.1 15.8 4.1

Teamwork 677 65.2 21.9 13.0

Source: Lepnurm and Henderson, 1992

The first issue to be considered is the effect of remuneration on motivation. To

obtain an effective and productive work force requires that attention be directed toward this

issue. Remuneration can hinder motivation if' it is not seen to be fair

(Walster, Berscheid andWalster, 1973), or if it fails to support the performance objectives

ofthose being remunerated (Oliver, 1974). In addition to seeking fair compensation for their

efforts, physicians are motivated by a number of other factors, including achieving good

clinical outcomes, professional ethics, recognition, and status (Epstein et aI., 1993;

Williamson et al, 1993).

Second, there is the issue of the effect of incentives within a specific method of

payment. For example, if a physician working in a clinic is drawing a salary, but future
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employment and promotion is contingent on the income that the physician generates for the

clinic, then the physician may feel pressure to practice in a manner that generates that

income. If the fee schedule continues to emphasize discrete quantifiable services, then the

physician is operating in a de facto fee-for-service payment system focussed on curative

activities. It may therefore be argued that how the physician's work is defined, measured and

valuedmust be considered when seeking to change patterns of practice, not just the method

of payment

Third, physicians can be expected to assess the fairness of a payment method by

comparing their own outcomeswith the outcomes achieved by their patients. As a profession

based primarily on themedical model, physicians will continue to equate quality care with

the level of direct patient care services. Despite. acceptance of the necessity ofnon-direct
.

patient services, it is expected that physicians will want to maintain accessibility to direct

care services for their patients.

Finally, there is the Victoria Report (1995) and its recommendation that capitation

be themethod ofremuneration forprimary physicians. The SCHA (1996) has suggested that

the Victoria Report has not given enough consideration to health promotion and disease

prevention. The questions which arise are: does the position of the SCHA represent how

Saskatchewan physicians generally view the impact ofcapitation, and if so, how might this
.

affect support for wellness activities under this method ofpayment?

2.2 Establishing The Hypotheses

Can a method of remuneration based on factors important to physicians affect the
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predicted level of support for the wellness model? In conjunction with the belief that the

method ofpayment can affect practice patterns, it is argued that a salary based system is most

conducive to preventive services and a collective approach (Pineault, 1984), while fee-for

service discourages such services by promoting direct care (Wright, 1991). Capitation has

been both praised as promoting non-direct care activities as a way to minimize costs

(Reinhardt, 1985) and criticized for creating an environment in which higher numbers are

accommodated by spending less time with each patient (Krasnik et at, 1990). Given these

observations, and the incentives built into different methods ofpayment, one would expect

different levels of support for wellness activities based on the method of payment. The

non-quantitative nature of'wellness activities suggests that salary would be more supportive

than either fee-for-service or capitation. Given the economic constraints of capitation and

the fact that compensation would be based on the population served, physicians would be

expected to spend more time on wellness activities under fee-for-service than under

capitation, provided that compensation was linked to the provision of that activity.

Does practice location (rural or urban) affect support for wellness activities? In

addition to the impact of remuneration methods ofpractice patterns, the literature suggests

that other factors can influence practice patterns.: including geographic location

.(Shimmura, 1988). Given the higher workloads of rural physicians (Moorhead, 1990;

Harris and Leininger, 1993) and the nature of fee-for-service, which rewards quantitative

services, rural fee-for-service family physicians currently have little time to carry out

wellness activity. However, this does not negate their desire to do more and this should be

expressed by predictions ofgreater support for wellness activities among rural fee-for-service
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family physicians secondary to a change in working condition as heralded by a change in

how those services were reimbursed.

Does the perception of equity affect the level of support for wellness activities?

Perceptions of equity can act as a motivator (Walster, Berscheid and Walster, 1973). In

relation to remuneration's ability to demotivate (Herzberg, 1987) or possibly motivate .

physicians, one would expect different levels of support for wellness activities based on the

level ofequity the physician is presently experiencing. Therefore, regardless of the method

of payment, those physicians most likely to indicate a change in practice patterns would be

those currently not experiencing equity. Those already perceiving equity would be less
.

.

inclined to change that situation. Given that physicians are supportive ofwellness activities,

those experiencing inequity can be expected to predict more support.

Does the importance that physicians attach to payment factors affect their level of

support ofwellness activities? Huseman et a1. (1986) suggest that perceptions ofequity are

affected by an individual's sensitivity to the relative importance of inputs and outcomes.

Increases in wellness activitieswill require a change in practice patterns formost physicians,

and thus, an increase in the efforts or inputs ofphysicians. Ifone asswnes that all physicians
.

would be expected to contribute the same degree of effort toward the changes while their

income remained the same, those attachingmore importance to payment factors would tend

to feel "entitled" and less likely to support wellness activities seen primarily to benefit others.

Does the anticipated level ofdirect patient care under different methods ofpayment

affect the level of support for wellness activities? As a result of their training, physicians

would be expected to focus on the curative arts championed by the medical model. In the
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foreseeable future, regardless of the objectives ofhealth reform, physicians can be expected

to continue to seek access to direct care for their patients. If a method of remuneration is
,

seen to support this objective, it is expected that physicians would then be more motivated

to support wellness activities. Fee-for-service would be expected to promote support for

wellness activities among all physicians groups, dropping only when the level ofdirect care

was very high and physicians no longer had the capacity to perform all activities and

therefore must ration some services. A traditional bias toward direct care should result in a

drop in wellness activity support. A similar scenario would be expected under salary.

Despite the pressure of time constraints and the perception that this method limits access to

direct care, physicians will attempt to hold current levels of direct care constant while

increasing wellness. A drop in support can be expected at a lower level of direct care

compared to fee-for-service. Under capitation, no incentives appear to exist to either

increase or decrease time for wellness activities; however physicians will want to provide

direct care and as such, the level of direct care should not affect wellness support, although

at high levels ofdirect care, support forwellness will decline as direct caremay be perceived

as suffering unduly.

In effect, under all three methods of payment, physicians would be expected to

provide wellness activities as long as direct care services were not curtailed, either by time

restriction or lack of adequate reimbursement. However, it is unlikely that high levels of

both direct care and indirect care would exist for a significant number ofphysicians due to

the physical limitations of an individual to provide very high levels of direct care while

increasing wellness activities.
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2.3 Stating The Hypotheses
.

The following hypotheses are posed around the issue ofhow to pay physicians to best

increase support for wellness activities:

Ho1: The predicted level ofphysician. support for wellness activities will be different for
the three methods of remuneration (fee-for-service, salary, and capitation)

Hal: Support forwellness activities under salary will be greater than support for
wellness activities under fee-for-service.

Ha2: Support for wellness activities under salary will be greater than support for
wellness activities under capitation.

Ha3: Support for wellness activities under fee-for-service will be greater than
support for wellness activities under capitation.

Ho2: Regardless of the method of payment, the predicted level of support for wellness
activities will be greater among rural fee-for-service family physicians than among
urban fee-for-service family physicians.

Ho3: The predicted level ofphysician support for wellness activities will decrease as the

perception of equity increases.

Ho4: The predicted level ofphysician support for wellness activities will decrease as the
importance placed on payment factors increases.

..

Ho5: The predicted level ofphysician support forwellness activities will be affected by the
anticipated level ofdirect patient care.

Hal Predicted support for wellness activities under fee-for-service will decrease
as the anticipated level ofdirect care under fee-for-service increases.

Ha2 Predicted support for wellness activities under salary will decrease as the

anticipated level of direct care under salary increases .

..

Ha3 Predicted support for wellness activities under capitation will decrease as the

anticipated level of direct care under capitation increases.
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Chapter 3 Methodology

3.1 Study Design, Populadon and Data Collecdon

This was a cross sectional study of all 1462 physicians actively practising in

Saskatchewan during 1991/1992. Survey data used in this research were originally collected

as a one time only observation in 1992 (Lepnurm and Henderson, 1992).

The datawere collected through amail-out survey and sought physician views on the

best features of fee-fur-service, salary, capitation and sessional forms of remuneration

(see Appendix Two). The survey also sought to identify groups ofphysicians who thought

that their current system of payment was fair. as well. as groups of physicians willing to

change their method of payment. Responses were received from over 700/0 (1030) of

Saskatchewan physicians (Table 3.1).

Table 3.1 Distribution ofSpecialties Among All Saskatchewan Phystdans
and CurrentMethod ofRemuneration Amool Survel Res)!!nders

.

CurrentMethod ofPayment
Specialty

FFS Salary Mixed Other Respooders No Response Total

Family Physician 502 68 20 5 595 286 881

Cognitive 85 . 55 28 7 175 55 230

Procedural 132 7 11 0 150 43 193

Technical 61 43 5 1 110 48 158

Total 780 173 64 13 1030 432 1462

Rather than sampling the target population and attempting to generalize the findings,
.

the high response rate allowed the findings of this research to be presented as representative
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of the entire physician population of the province.

3.2 Illustrating The Hypotheses To Be Tested

The relationships to be tested for hypothesis one (Figure 3.1) involved paired

methods of payment. These were compared to determine if there were any significant

differences between methods in relation to the level of predicted support for wellness

activities (SWELLACT). Three pairings were compared: salary versus fee-for-service, salary

versus capitation, and fee-for-service versus capitation. In addition comparisons weremade

between groups of physicians under each method of payment (Figure 3.2).

Salary vs FFS Salary vs Capitation FFS vs Capitation

Differente In Level ofSupport forWellness Activities

Figure 3.1 Comparison of the Levels of Predicted Support for
Wellness Activities Under Three Methods of Payment

Group 1 vs Group 2 Group 1 vs Group 2 Group 1 vs Group 2
(Fee-for-serlice) (Salary) (Capitation)

Figure 3.2 Comparison of the Levels ofPredided Support for
Wellness Activities Between Physician Groups

The relationships to be tested for Hypothesis Two involved comparing urban fee-for-

. service family physicians against rural fee-for-service family physicians to determine ifrural

fee-for-service family physicians predicted more support for wellness activities. Direct

comparisons of rural and urban fee-for-service family physicians were conducted for each

method ofpayment: fee-for-service, salary and capitation (Figure 3.2).
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The relationships to be tested for Hypothesis Three involved comparing the three

dependent variables as represented by the level of predicted support for wellness activities

(SWELLACT) under the three methods ofpayment (fee-for-service, salary, and capitation)

against the independent variable representing equity (Figure 3.3),

Highes

Lowest Highest

SWELLACT*

Lowest

Level ofEquity

* Independent variable tested against all three dependent variables

Figure 3.3 Relationship Between the Level ofPredicted Support for
Wellness Activities (SWELLACT) and the Level ofEquity.

The relationships to be tested for Hypothesis Four involved comparing the three

dependent variables as represented by SWELLACT (fee-for-service, salary, and capitation)

against the independent variable representing the importance ofpayment factors (Figure 3.4).

Lowest Highest

Highes

SWELLACT*

Importance ofPayment Factors

* Independent variable tested against all three dependent variables

Figure 3.4 Relationship Between the Level of Predicted Support for the Wellness
Model (SWELLACT) and the Importance ofPayment Factors
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The relationships to be tested for Hypothesis Five involved comparing the three

dependent variables as represented by SWELLACT (fee-for-service, salary, and capitation)

against the independent variable representing the anticipated level of direct patient care

(Figure 3.5).

Highest

Lowest Highest

SWELLACT

Lowest

Level ofDirect Care

Figure 3.5 Relationship Between the Level ofPredicted Support for Wellness

Activities(SWELLACT) and the Level of Direct Patient Care

3.3 Measurement ofDependent and Independent Variables

3.3.1 Dependent Variables

There were three dependent variables. These variables measured thepredicted level

of support for wellness activities. Predictions were based on a future method of

remuneration (fee-for-service, salary, or capitation) using payments factors important to the

physician. The three dependent variables were created from constructs of four activities

associated with health reform (The Wellness Project). The three variables were:

1) SWELLACT(FFS): Predicted support for wellness activities ifphysicians
were paid by fee-for-service.

2) SWELLACT(Salary): Predicted support for wellness activities ifphysicians
were paid by salary.

3) SWELLACT(Capitation): Predicted support for wellnessactivities ifphysicians
were paid by capitation.

.
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The four wellness activities were:

* preventive medicine counselling activities during office visits
* institutional medical administrative duties
* teaching and research
* clinical work with other health professionals.

All activities were scored 1 formore time spent; 0 for no change in time spent; and - 1 for

less time spent. The four items under each method of payment were summed for a total

possible score of4 to - 4. A positive score indicated increased support for wellness activities

while negative scores indicated decreased support forwellness activities. The measurement
.

scaling of the four items was ordinal as the data were qualitative (distinct categorical

responses) and ordering was implied (Berenson and Levine, 1992: p 11-12). The creation

of the four item construct allowed the rankings to be viewedmore quantitatively and might

therefore be analysed as interval scales.

Having created constructs of the dependent variables, it was necessary to assess the

reliability and validity of these measures ofpredicted support forwellness activity. A review

of the criteria used to select reliability and validity tests is presented in Appendix 3.

Cronbach's reliability tests using inter-item variance-covariance matrixes to

determine the internal consistency of the three constructs generated alpha scores of0.78 for

SWELLACT(FFS), 0.81 for SWELLACT(Salary), and 0.82 for SWELLACT(Capitation).

Collectively, the three constructs were referred to as SWELLACT (predicted Support for

Wellness Activities).

Face validity of the dependent variables was determined by assessing the

appropriateness of the four items as measures of predicted support for wellness activities.
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Although physicians had been asked to predict time to be spent on these activities prior to

the announcement of the Wellness Project, it was felt that predictions ofmore time spent on

these activities if remuneration was based on factors important to the physician would be a

valid indication of support for the objectives of the Welln.ess Project Strategies of

preventive medicine counselling to maintain and enhance health; training (teaching) and

research to support health promotion and disease prevention; inter-disciplinary health teams

to make better use of non-medical health professionals; and more emphasis on quality

control, system evaluation and other institutional medical administrative duties are key

aspects of the Saskatchewan government's initiative to reform the health care system

(Saskatchewan Health, 1992). Based on this, facevalidity was seen to be evident.

Testing for concurrent validity was done by correlating two alternative constructs

measuring support for wellness activities. The dependent variables (predicted support for

wellness based on a particular method of payment), were compared against constructs

derived from the scoring of items which asked physicians to indicate the best method of

payment for each of the four welln.ess activities: preventive medical care, institutional

medical administration, teaching and research, and clinical teamwork.

The three 'new' constructs were created based on fee-for-service, salary, or capitation

being the method used to pay for these activities. For each construct, a value of one was

assigned for a task the physician felt was best supported by that construct's method of

payment. A value of zero was assigned if another method of payment or no method of

payment was indicated. A maximum score of four, indicating that themethod was best for

all activities, or a minimum score of zero, indicating that the method was not best for

ss



supporting any activity, was possible (Table 3.2).

Table 3.2 Method ofPayment Best SUPPOrtiDg WeUDess Activities

Number of FFS Best Salary Best CapitatioD Best
Activities Best
Supported D % n % n %

Zero 743 72.1 207 20.1 852 82.7

One 145 14.1 200 19.4 96 9.3

Two 68 6.6 235 22.8 54 5.2

Three 30 2.9 174 16.9 11 1.1

Four 29 2.8 199 19.3 2 0.2

No respense 15 1.5 IS 1.5 15 1.5

Total Cases 1030 100 1030 100 1030 100

The reliability of these three 'new' constructs used formeasuring the bestmethod of

payment for supporting wellness activities was determined using inter-item variance-

covariance matrixes. The resulting' Cronbach's alphas were 0.72 (FFS Best),

0.66 (Salary Best), and 0.54 (Capitation Best).

Table 3.3 Ccrrelettoas Between SWELLACT (FFS, Salary, CapitatioD)
ADd Best Methods ofPaymeDt For SUppOrtiDg WeUness Activities

Predicted Level of

Support for
WeUDess Activity
(SWELLACT)

Best Payment Method For
Supporting WeUDess Activities

Fee-for-service Salary CapitatioD

0.0802 -0.0624 0.0096
(133) (733) (733)

p=0.030 p=O.091 p=O.195

-0.3021 0.2487 0.0451
(182) (782) (182)

p=O.OOO p=0.000 p=0.207

-0.1792 0.0237 0.1123
(705) (705) (705)

p=O.OOO p=0.530 p=0.OO3

Fee-for-service

Salary

CapitatioD

Correlation Coefficient: Bolded if significaDt
(Cases)

2-tailed significance
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The correlations between the three constructs used to measure predicted support for

wellness activities and the three constructs used to measure the bestmethod ofpayment for

supporting wellness activities are presented in Table 3.3. The number of cases processed

(out of a maximum of 1030) and the level ofprobability are also presented .

. The analysis indicated significant positive correlations by method of payment

between the two constructs attempting to measure support for wellness activities

(FFS:FFS p=0.030; Salary:Salary p=O.OOO; Capitation:Capitation p=0.003). These findings

suggested that physicians who believe amethod is best for ensuring the provision ofwellness

services were also more likely to indicate greater support for wellness under thatmethod of

payment. In addition, significant negative correlations occurred between those physicians

viewing fee-for-service as the best method to support wellness activities and the predicted

level ofsupport forwellness activities under salary and capitation. This would suggest that

physicians who see fee-for-service as least able to support wellness activities aremore likely

to provide those services under salary or capitation. From these fmdings it was possible to

suggest that concurrent validity was demonstrated.

Confirmatory factor analysis was conducted on the itemswithin the three constructs

to determine construct validity. Although the analysis resulted in the four items being

grouped as a single factor for each of the three constructs, such analysis was not felt to •

contribute to construct validity. The small number of items (4) and the narrowness of the

range of each item (3 point Likert scales) were believed to produce statistical artifacts.

Although the statistics suggested that the constructs were valid, disproving them with

confirmatory factor analysis was not possible.
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3.3.2 Independent Variables

i) EQUITY:

Equity (EQUITYl and EQUITY2) was defined as a measure of how much

physicians perceived their current remuneration to be fair compensation for the activities they

carried out, how well current physician remuneration (outcome) meets physicians'

expectations of compensation for their efforts (inputs). The measurement of equity was

based on the scoring of four items including: satisfaction with income, fairness of FFS

between general practitioners and specialists, fairness of FFS between cognitive and

procedural/technical specialists, and current method of payment reflects factors that are

important to physicians.

The level ofequity for each of the four items was measured using a five point Likert

scale with the highest level being 2 and the lowest -2. The items were summed to create the

construct EQUITYl. The measurement scaling for the construct items was ordinal. For the

purpose of analysing the construct, the rankings were treated as interval scales. The

Cronbach's alpha for EQUITYI was 0.70.

Many of the general practitioners did not answer the item on fairness between

cognitive and procedural/technical specialists. Some physicians commented that they felt

that this item did not pertain to them. Only 787 of 1030 physicians provided a response to

'Fairness ofFFS between Cognitive and ProcedurallTechnical Specialists'; therefore, this
.

itemwas dropped to create a second constructEQUITY2. The number ofrespondents to the

three remaining items rose to 947. The Cronbach's alpha for EQUITY2 was 0.64. Both

constructs were analysed.
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Face validity of the independent variables (EQUITYl and EQUITY2) was

determined by assessing the appropriateness ofthe items (activities) selected as measures:

Satisfaction with income provided a measure of physician outcomes in terms of level of

remuneration versus other groups in the work force. In other words, it indicated if there was

equity in terms of the perceived value of physicians' contribution to the society and the

economic rewards that they receive as a result. Current methodofpayment reflectsfactors

important to physicians measured the level of congruence between incentives within a

current paymethod and the performance goals ofphysicians. The two items which measured

fairness between groups of physicians sought to determine how successfully the fee-for

service method ofpayment balanced inputs and outcomes of specific groups relative to one

another. While some general practitioners felt that it was not appropriate that they evaluate

fairness between groups of specialists, it can be argued that the level ofequity achieved by

other groups affects one's own perceptions ofequity. Therefore, ifgeneral practitioners had

perceptions of the level ofequity between specialists, it was valid to include this item within

an equity construct.
. This argument of inclusiveness was also extended to physicians not paid

by fee-for-service but having perceptions of fairness between groups of fee-for-service

physicians.

Confirmatory factor analysis was conducted on the four items within the EQUITYI

construct and on the three items within the EQUITY2 construct. The analysis ofEQUITYl

resulted in the four items being grouped as a single factor, and the analysis ofEQUITY2

resulted in the three items being grouped together as a single factor. However, the analysis

was not felt to contribute to construct validity.. Although the Likert scales provided a
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sufficiently wide range, it was believed that the small number of items (4 and 3) produced

statistical artifacts. Construct validity could neither be proved or disproved.

Ii) PAYMENT FACTORS

Payment factors (PAYFACTS) was defmed as the importance that physicians place

on the inputs that might be used in establishing a payment system. The importance of

payment factors was measured using the following ten items:

* Length of time to deliver service
* Time (of day) performed
* Place performed (office or hospital)
* Stress involved in carrying out service/task.
* Expense ofPractice
* Liability Insurance
* Length of Training (opportunity costs)
* Years ofExperience
* CME Credits accumulated
* Distance from urban centre

Each of the ten items was measured using a five point Likert scale with 'very important'

valued as 2 and 'not important at all' valued as -2. The items were summed to create the

construct PAYFACTS with a possible score of20 for all are very important to -20 for all are

not important at all. The measurement scaling for the construct items was ordinal. For the

purpose of analysing the construct, the ranking scales were treated as interval scales.The

Cronbach's alpha for PAYFACTS was 0.77.

Face validity of the independent variable PAYFACTS was determined by assessing

the appropriateness of the ten items selected as validmeasures ofthe importance ofpayment

factors (inputs) to physicians. The input ofphysician effort can be captured by: length of

time to deliver service and the stress associatedwith the task. Practice costs can be captured .
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by expense ofpractice, liability insurance, and place service was performed, Opportunity

costs are captured by length of training. QUality of the service provided can be captured by

the proxies: years ofexperience and CME credits accumulated. Conditions under which the

physician was practising can be captured by distance from an urban centre and by time ofday

service was performed. As these factors all reflected a contribution (input) by the physician

for which compensation might be considered, face validity was felt to be evident.
.

Confirmatory factor analysis was conducted on the ten items within the FACTORS

construct. The analysis resulted in three groupings of the items. The first grouping consisted

of distance, CME credits, years of experience and place where task was performed. The

second grouping contained length of medical training, liability insurance and expense of

practice. The third grouping included length of time to carry out task, time of the day task

was performed, and the stress associated with the task. Although the Likert scales were felt

to provide a sufficiently wide range, and the number of items was large enough to allow

reliable groupings (3 to 4 items in each), the structure of the questions contained in the items

was felt to limit effective use of confirmatory factor analysis. The ten items operated from

a fixed point; the response of 'not important at all' anchored one end of the Likert scales.

For factor analysis to work effectively, the items should be bipolar so as to rotate around a

central neutral point; therefore, it was felt that construct validity could neither be proved or

disproved.

ill) DIRECT CARE

DIRECT CARE was defined as the anticipated level of direct patient care to be

provided by physicians under a future method of payment. The three DIRECT CARE
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constructs were created to measure the predicted level of direct patient care under fee-for

service, salary and capitation.

The three constructs contained four items which measured the anticipated level of

direct patient care. These items were created by dividing hours of direct patient care

currently provided by the predicted change in direct patient care activities under fee-for

service, salary and capitation. The direct patient care activities used were: patient care in

institutions, patient care in out-patient clinic, patient care in emergency, and patient care in

private office.

The possible values for currenthours of direct patient care were: none, 1-5 hours, 6-

10 hours, 11-20 hours, 21-30 hours, 31-40 hours, 41-50 hours, 51-60 hours, and greater than

60 hours per week. Prior to dividing hours by predicted changes in direct patient care

activities, the hours were coded to represent practices with three levels ofdirect care, with

two levels of care within each. Part-time direct patient care: values between 1 and 20 hours

::: 10 (low part-time) and between 21 and 30 hours = 20 (high part-time). Full-time patient

care: 31 to 40 hours = 40 (low full-time) and 41 to 50 = 80 (high full-time), Intensive direct

patient care: 51 to 60 hours = 160 (low intensive) and >60 hours = 320 (high intensive).

These values were then divided by 0.5 ifan increase in activity was predicted; divided by 1

if no change in activity was predicted; and divided by 2 if a decrease in activity was

predicted .

.

A three point Likert scale was created for each item which measured predicted

changes in direct patient care, with 1 representing more than 50 hours of direct patient care

per week (values = 160, 320 and 640), 0 for between 31 and 50 hours per week
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(values = 40 and 80), and -1 for less than 30 hours of direct patient care per week

(values = 5, 10, and 20).

The four items were summed for a possible total score of 4 to -4. A positive score

would indicate a high level ofdirect patient care while a negative score would indicate a low

level ofdirect patient care. The measurement scaling for the construct items were interval

and ordinal as data were quantitative and qualitative (Berenson and Levine, 1992: p 11-13).

The Cronbach's alphas for the three DIRECT CARE constructs were 0.97 (FFS),

0.96 (salary), and 0.95 (capitation).

Face validity of the independent variables DIRECT CARE (FFS, Salary and

Capitation) was determined by assessing the appropriateness of the four items selected as

measures of the level ofdirect patient care physicians would expect to provide under a future

method of payment The four items reflected the anticipated level of direct patient care

physicians would expect to provide under fee-for-service, salary and capitation. The scope

of direct patient care was represented by the care provided in institutions, outpatient clinics,

emergency departments and private offices. Based on this assessment, face validity was felt

to be evident.

Confirmatory factor analysis was conducted on. the four items within the three

constructs. Although the analysis resulted in the four items being grouped as a single factor

for each of the three constructs, such analysis was not seen as contributing to construct

validity. The small number of items (4) and the narrowness of the range of each item

(3 point Likert scales) were believed to produce statistical artifacts. Construct validity could

neither be proved or disproved.
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3.4 Control Variables

The intention of this thesis was to measure the effect of perceptions of equity, the

importance of payment factors, and the anticipated level of direct patient care, on the

predicted level of support by Saskatchewan physicians for wellness activities. However.

physician characteristics or 'control factors' may also affect the level of support forwellness

activities. A number of control variables were assessed to determine their impact on the

dependent and independent variables. To simplify analysis, these control variables were

separated into four distinct groups.

The first grouping of control variables included:

Current method of remuneration
Specialty
Gender
Practice Setting - rural or urban

.

Lepnurm and Henderson (1992) have already presented evidence from the data that physician

attitudes are influenced by current method of remuneration and specialization; therefore, it

was incumbent to analyse these variables. Current methods ofpayment included: fee-for-

service, salary, and mixed/other (unspecified). Specialty was categorized as family

physician, cognitive specialist, procedural specialist or technical specialist. The possibility

that the performance goals of female physicians may be different than for males has been

suggested (Coburn, Torrance and Kaufert, 1983); therefore the potential impact ofgender on

activities not usually associatedwith the traditional medical model was assessed. It has been

suggested that the practice issues faced by rural physicians are often distinct fromtheir urban

counterparts (Hamilton, 1995). This variable was assessed both separately and with the
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independent variables. The measurement scale for all four variables was nominal, as the data

were qualitative and no ordering was implied (Berenson and Levine, 1992: p 11).

The second grouping of control variables included:

Age
Years of practice

The study byWoodward et al. (1996) appears to suggest there has been an attitudinal change

in how 'new' physicians view the need for health promotion and disease prevention;

therefore, age and years ofexperience were assessed to determine if there was a difference

in support. The measurement scales were interval as the data were quantitative (years) and

the difference between measures was a meaningful . quantity

(Berenson and Levine, 1992: p 13).

The third grouping of control variables included:

Practice Place - private office, academic, institution
Practice Arrangement - solo, group, shared office, income pooling
Community Size - 1 or 2 doctors to over 200 doctors
Practice Group Size - 1 or 2 doctors to many groups

The decision to analyse these variables was in recognition ofthe fact that the predicted levels

ofwellness activities may be affected by work arrangements and access to resources. While

a physician may wish to do more ofa particular activity, the expectations ofcolleagues or

the limitations of the physician's practise may have impeded changes in practice patterns.

The measurement scales for practice place, and practice arrangement were nominal and this

weaker scale was used when analysing the data. The ordinal measurement scales for

physician group size were also weaker than the dependent and independent variables.
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The fourth grouping of control variables included:

Hours ofDirect Patient Care
Hours On Call
Hours ofTeaching and Research
Hours of Private Office Admin Duties
Hours of Institutional Medical Administrative Duties
Hours ofContinuing Medical Education

The purpose of analysing this grouping ofvariables was to determine how current practice

patterns might influence future practice patterns. The measurement scales were interval as

the data were quantitative and the difference between measures was ameaningful quantity
.

(Berenson and Levine, 1992: p 13).

3.5 Restating The Hypotheses

For convenience the hypotheses are restated here:

i) The predicted level ofphysician support for wellness activities will be different

for the three methods of remuneration (fee-for-service, salary, and capitation).

Ii) The predicted level of support for wellness activitieswill be greater among rural

family physicians compared to urban family physicians.

iii) The predicted level ofphysician support for wellness activities will decrease as

the perception ofequity increases.

iv) The predicted level of physician support for wellness activities will decrease as

'the importance placed on payment factors increases.

v) The predicted level ofphysician support for wellness activities will decrease as

the anticipated level of direct patient care increases.
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3.6 Analysing The Hypotheses

i) The predicted level of physician support for wellness activities will be different
for the three methods of remuneration (fee-for-service, salary, and capitation.

Physicians were asked to respond to three hypothetical situations resulting in the three

dependent variables. Aggregatedmean scores for the dependent variables were derived from

the individual scores of physicians and fanged from a high of four (strongest support for
.

wellness activities) to negative four (strongest lack ofsupport for wellness activities). The

three dependent variables were treated ashaving interval scales in precision and comparison

was made between the aggregated means of paired samples to determine if there were any

significant differences between methods ofpayment. The statistical test selected to compare

aggregated means based on interval scales was the paired t-test. Both the one-tail and two-

tail level of significance were reported.

In addition to comparing the level ofsupport among all physicians, t-tests were also

conducted for all fee-for-service physicians including: fee-for-service family physicians,

cognitive specialists, procedural specialists and technical specialists. T-tests were be run

for all salaried physicians including: family physicians, cognitive specialists, procedural

specialists and technical specialists. T-tests were run for all family physicians, all cognitive

specialists, all procedural specialists, all technical specialists, female physicians and male

physicians.

Differences between physicians within a future method ofpayment were investigated.

Controlling for the future method ofpayment (fee-for-service, salary, capitation), different

groups ofphysicians were compared using the independent sample test (unpairedt-test) with
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two-tail significance. These groups were:

1. Fee- for-service physicians

- family physicians vs. specialists
- cognitive vs. procedural/technical specialists
� female vs. male

2. Salaried physicians

- family physicians vs. specialists
- cognitive vs, procedural/technical specialists
- female vs. male

3. Family physicians

- fee-for-service vs salary
- female vs. male

4. Specialists

- fee- for-service vs salary
- cognitive vs. procedural/technical specialists
- female vs. male

ii) The predicted levelofsupport for weDness attivitieswill be greater among rural
FFS family physicians compared to urban FFS family physicians.

Differences in the predicted level ofsupport for wellness activities between rural and

urban fee-for-service family physicians were analysed using the independent sample test

(unpaired t-test) to determine if rural physicians would predict more support for wellness

activities. Rural and urban fee-for-service family physicians were compared based on a fee

for-service, salary, and capitation as the future method ofpayment. While the hypothesis
..

was one-tailed, two-tailed significance levels were included as these represented more

stringently tested results.
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iii) The predicted level of physician support for wellness activities will decrease as

.
the perception of equity increases.

The dependent variable constructs (SWELLACT - FFS, Salary, Capitation) and the

independent variable constructs (EQUITY! And EQUITY2) allowed the resulting scales to

be treated as interval. In testing whether the predicted level of support for wellness activities

might be affected by perceptions ofequity, analysis of variance (ANOVA ) was preferred
.

over chi-square. The ANOVA test was more robust and the use of interval measurement

allowed it to be used. Model building using regression analysis was not pursued in this

thesis.' The qualitative nature of much of the data, the narrow range of the scales, and

dependent variables based on what physicians predict they will do in the future would have

made the reliability ora regression model highly suspect. ANOVA allowed comparisons

which could be used to determine the nature ofthe interaction between predictions of support

for wellness activity, the independent variables and the four groups ofcontrol variables using

less precise measures than those required for regression analysis.

ANOVA tests were conducted between SWELLACT(FFS, salary and capitation) and

EQUITYl, and EQUITY2 to determine if there were significant relationships between the

three dependent variables and the equity constructs. Control variables were introduced to

determine if they had a significant effect on the interaction between the dependent and

independent variables. Scaling for the control variables was heterogeneous, including

nominal, ordinal and interval scales. Value ranges also differ among the control variables.

Post hoc or unplanned testing was carried out on all significant paired treatments

using One-way analysis. One way testing allowed for the use of either the Tukey Test or the
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Scheffe Test. The reason for using the Tukey Test or the Scheffe Test was to reducethe

possibility ofType I errors (rejecting the null hypothesis when it was true: stating there was

a difference when in fact there was no difference) associated with post hoc analysis

(Keppel, 1973 p, 134). The Tukeyand Scheffe Tests are more stringent than ANOVA or

One-way when comparing differences and reduce the possibility ofType I error. The Tukey

Test was preferred when comparing paired treatmentmeans in which only one variable was

different (eg. the level ofperceived equity). The Scheffe Testwas preferred when more than

one variable was different between paired treatment means (eg, The level ofperceived equity

and type of specialty). For this analysis only one variable was different between groups,

therefore only the Tukey Test was applied.

To display frequencies in a table format and to facilitate ad hoc and post hoc analysis

the scales ofthe dependent and independent variables were collapsed into measureswith five

intervals. For SWELLACT this entailed the following conversion:

Scale values -3 and -4 become -2 (much less support for wellness activities)
Scale values -2 and -1 become -1 (less support for wellness activities)
Scale value zero remains unchanged (no change in support)
Scale values 1 and 2 become 1 (more support for wellness activities)
Scale values 3 and 3 become 2 (much more support for wellness activities)

For EQUITYI this entailed the following conversion:

Scale values -8 to -5 become -2 (very low equity)
Scale values -4 to.;.2 become -1 (low equity)

. Scale values -1 to 1 become 0 (moderate equity)
Scale values 2 to 4 become 1 (high equity)
Scale values 5 to 8 become 2 (very high equity)
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For EQUITY2 this entailed the following conversion:

Scale values -6 to �5 become -2 (very low equity)
Scale values -4 to -2 become -1 (low equity)
Scale values -1 to 1 become 0 (moderate equity)
Scale values 2 to 4 become 1 (high equity)
Scale values 5 to 6 become 2 (very high equity)

iv) The predicted level of physician support for wellness activities will decrease as

the importance placed on payment factors increases.

ANOVA tests were conducted between SWELLACT (FFS, salary and capitation) and

PAYFACTS to detennineifthere were significant relationships between the three dependent

variables and the payment factors construct. Analysis was also be carried out using the four
.

groups of control variables. Post hoc or unplanned testing was conducted on all significant

paired treatmentmeans using One-way analysis and the Tukey Test. To facilitate ad hoc and

post hoc analysis the scale ofPAYFACTS was collapsed into a measure with five intervals.

The range of responses did not extend to -20 and the range of the measure's five intervals

was adjust to ensure that the value ranges were similar:

Scale values -12 to -7 become -2 (very low importance)
Scale values -6 to 0 become -1 (low importance)
Scale values 1 to 7 become 0 (moderate importance)
Scale values 8 to 14 become 1 (high importance)
Scale values 15 to 20 become 2 (very high importance)

v) The predicted level of physician support for weHness activities will decrease as

the anticipated level of direct patient care increases.

ANOVA tests were conducted between SWELLACT (FFS) and

DIRECT CARE (FFS); SWELLACT (Salary) and DIRECT· CARE (Salary);

SWELLACT (Capitation) and DIRECT CARE (Capitation), to determine if there were

significan� relationships between the three dependent variables and the DIRECT CARE
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constructs. Analysis was also be carried out using the four groups ofcontrol variables. Post

hoc or unplanned testing was conducted for all significant paired treatmentmeans using One-

way analysis and the Tukey Test. To facilitate ad hoc andpost hoc analysis the DIRECT

CARE scales of the dependent and independent variables were collapsed into measures with

five intervals. This entailed the following conversion:

Scale values -5 to -4 become -2 (very low direct care)
Scale values -3 to -2 become -1 (low direct care)
Scale values -1 to 1 become 0 (moderate direct care)
Scale values 2 to 4 become 1 (high direct care) .

Scale values 5 to 6 become 2 (very high direct care)

3.7 Limitations

The questionnaire was pre-tested, in that it was reviewed forwording and content by

a panel in the College of Medicine, consisting of the Dean, Associate Deans, several

department heads, and other personnelwithin the College. It was also reviewed by the SMA

Council for wording, content and ultimate approval. It was not sent out to a random sample

in advance of the real questionnaire; therefore, internal threats to validity were minimal.

However, respondents may have over or underestimated responses if it was perceived that

this would result in benefits to them. Physician may have also reacted negatively to being

surveyed if the questions were seen as irrelevant. These tendencies may have been somewhat

ameliorated by the fact that this survey was
.

conducted through the University of

Saskatchewan andwith the endorsement ofthe SaskatchewanMedical Association. Despite

this endorsement, the possibility existed that some respondents were not supporters of their

own association.
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The comprehensive nature of the survey (the entire population ofphysicians actively

practising in Saskatchewan) and the fact the physicians were not restricted as to when or

where they could complete the survey, suggested that external validity would not be of

significant concern.

While the number of respondents to the original survey was high (over 70%), within

the responder subgroups, a percentage of physicians failed to answer or had no opinion on

specific questions. For some questions, this represented over 30% ofsurvey respondents and

raised the potential for non-responder bias. As well, a larger percentage ofnon-responders

were family physicians as compared to the percentage of family physicians among those

surveyed. This suggested some limitations to presenting the findings as representational of

all physicians in Saskatchewan.

Factors other than those associated with remuneration could influence practice

patterns e
: While the study did consider traditional patterns ofpractice, government policy and

geographic situation, it did not measure the extent to which access to resources, consumer

preference or the ethics of the profession might have affected physicians responses.

The measuring ofpredicted support for wellness activities relied on the measure of

four items to generate an overall score of the physician's level of support. The nature of

scoring gave more weight to those indicating support for all four items, rather than the actual

amount oftime dedicated to these activities. As a result, physicians indicating support for

some but not all four items, but intending to greatly increase the time spent. on these

activities, would score lower than a physician onlymarginally increasing the time spent on

.

all four wellness activities.
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To measure the effects on equity, it would have been preferable to separate those who

experience inequity due to excess inputs from those receiving excess outputs. The nature of

the items used in the construct did not allow for this. The items tended to emphasize inputs.
-

As a result, interpretation of analysis dealt primarily with inequity experienced from a -lack

of compensation for effort or services provided.

To measure the importance of payment factors, the construct consisted of a large

number of items (ten). However, this list did not include all factors important to specific

physicians and so may have failed to accurately categorize individuals based on the

importance they placed on payment factors. Specifically, the list ofpayment factors did not

include payment based on the number of services or procedures provided (the essence of

traditional fee-for-service).

To measure the anticipated level of direct patient care, the difficulty of determining

hours of direct care in the future was hampered by the wide range possible when indicating

more or less time. A conservative estimate of the anticipated level of direct care to be

provided was used, but may not accurately reflect the intentions of those surveyed.
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Chapter 4 Results

4.1 Descriptive Statistics

Frequency tables were used to illustrate the distribution ofphysician responses with

respect to: i) predicted level ofsupport for wellness activities; ii) equity between physician

efforts and remuneration; iii) the importance ofpayment factors; and iv) the anticipated level

of direct patient care. All frequency tables utilized five point scales first presented in

Methodology 3.6 (iii, iv, v).

i) Predicted LevelofSupport for Wellness Activities•.

Table 4.1.1 Predicted Support for WeHness Activities Under Fee-for-service

All Current Method ofPayment
Predicted Physicians
Level of Responding
Support" n=742 FFS Salary Other

(percent) n=572 n=120 n=50

(percent) (percent) (percent)

Much Less 57 28 21 8

(-2) (7.7) (4.9) (17.5) (16.0)
'--.

Less 62 44 14 4

(-1) (8.4) (7.7) (11.7) (8.0)

No Change 351 282 47 22

(0) (47.3) (49.3) (39.2) (44.0)

More 177 142 22 13

(1) (23.9) (24.8) (18.3) (26.0)

MuchMore 95 76 16 3

(2) (12.8) (13.3) (13.3) (6.0)
'" Physicians who don't know or no response = 288 of 1030 (30.0%)

Among physicians indicating their level of support for wellness activities under fee-
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for-service (Table 4.1.1), just under one-half (47.3%) predicted no change in activity.

Controlling for currentmethod ofpayment, the percentage indicating no change was slightly

higher among fee-for-service physicians (49.3%) and was lowest among salaried physicians

(39.2%). The percentage ofphysicians expecting to engage inmore ormuchmore wellness

activity (36.7%) was considerably higher than for those expecting to do less or much less

(16.1%). Fee-for-service physicians tended to predict more or much more support for

wellness activities (38.1%). Salaried physicians were more likely to split between more or

much more support (31.6%) and less ormuch less support under fee-for-service (29.2%).

Table 4.1.2 Predicted SUI!2!rt for WeUness Activities Under Sala!:_I
All Current Method ofPayment

Predicted Physicians
Level of Responding
Support" n=793 FFS Salary Other

(percent) 0=597 n=I38 n=58
(percent) (percent) (percent)

Much Less 105 99 4 2

(-2) (13.2) (16.6) (2.9) (3.4)

Less 69 59 1 9

(-1) (8.7) (9.9) (0.7) (15.5)

No Change 203 174 81 21

(0) (34.8) (29.1) (58.7) (36.2)

More 203 165 26 12
(1) (25.6) (27.6) (18.8) (20.7)

MuchMore 140 100 26 14

(2) (17.7) (16.8) (18.8) (24.1)
'" Physicians who don't know or no response = 237 of 1030 (23.0%)

Among physicians indicating their level ofsupport for wellness activities under salary

(Table 4.1.2)� approximatelyone-third (34.8%) predicted no change in activity. Controlling

for current method of payment, the percentage indicating no change was highest among

salaried physicians (58.7%) andwas lowest among fee-for-service physicians (29.1%). The
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percentage of physicians expecting to engage in more or much more wellness activity

(43.3%) was double those expecting to do less or much less (21.9%). Fee-for-service

physicians tended to predict more or much more. support for wellness activities (44.4%).·

Fee-for-service physicians (29.2%) were alsomore likely than salaried physicians (3.6%) to

predicted less ormuch less support for wellness activities under salary.

Table 4.1.3 Predicted SUI!I!0rt for Wellness Activities Under Cal!itatioD
All Current Method of Payment

Predicted Physicians
Level of Responding
Support* n=714 FFS Salary Other

(percent) n=560 n=102 n=52

(percent) (percent) (percent)

Much Less 186 154 24 8

(-2) (26.1) (27.5) (23.5) (15.4)

Less 108 81 20 7

(-I) (15.1) (14.5) (19.6) (13.5)

No Change 262 198 38 26

(0) (36.7) (35.4) (37.3) (50.0)

More 107 86 14 7

(1) (15.0) (15.4) (13.7) (13.5)

MuchMore 51 41 6 4

(2) (7.1) (7.3) (5.9) (7.7)
* Physicians who don't know or no response = 316 of 1030 (30.7%)

Among physicians indicating their level of support for wellness activities under

capitation (Table 4.1.3), approximately one-third (36.7%) predicted no change in their

wellness activity. Controlling for currentmethod ofpayment, the percentage indicating no

changewas highest among "other" physicians (50.0%). Fee-for-service physicians (35.4%)

and salaried physicians (37.3%) were similar when predicting no change. The percentage

ofphysicians expecting to engage inmore ormuch more wellness activity (22.1%) was just

over half of the percentage of those expecting to do less ormuch less (41.2%). There was
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little difference between physicians based on their current method ofpayment in predicting

more ormuch more support for wellness activities. Physicians paid by methods other than

purely fee-for-service or salary were less likely to predict less or much less support for

wellness activities under capitation (28.9%).

In summary, approximatelyone-third ofphysicians predicted no change in the level.

ofsupport for wellness activities, regardless ofthe futuremethod ofpayment Among future

methods ofpayment, the rate ofprediction for no change in the level of support for wellness

activities was highest under fee-for-service (47.3%), with capitation (36.7%) and salary

(34.8%) virtually the same. Physicians tended to predict no change in support for wellness

activities when asked to consider their own method of remuneration; 49.3% .of fee-for

service physicians predicted no change under future fee-for-service, and 58.7% of salaried

physicians indicated no change under future salary.

Predictions ofmore ormuchmore wellness activity were most common under salary

(43.3%), followed by fee-for-service (36.7%) and capitation (22.1%). The portion of

physicians expecting to do less ormuch less wellness activity was greatest under capitation

(41.2%) followed by salary (21.9%) and fee-for-service (16.1%). All three future methods

ofpayment were characterized by a large number of the physicians excluded for indicating

that they did not know how a method of payment would affect their level of support for

wellness activities. This includeda small number ofphysicians excluded for not responding

to one or more items within the SWELLACT construct; fee-for-service (up to 11 non

responders per item), salary (up to 8 non-responders per item), and capitation (up to 17 non

responders per item).
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ii) Equity Between Physician Efforts and Remuneration

For EQUITY! (Table 4.1.4), a large percentage ofphysicians (42.1%) indicated that

they were experiencing either high or very high levels ofequity. A large percentage (34.1%)

also indicated the perception ofmoderate equity. Those stating that they experience low or

very low equity constituted the smallest percentage of those responding (23.8%).

Table 4.1.4 Level of Equity (EQUITY1: 4 item construct)

Level ofEquity Value Frequency Percent

Very Low -2 32 4.1

Low -1 155 19.7

Moderate 0 268 34.1

High . 1 260 33.0

Very High 2 72 9.1

Total 787 100

Non-responders to one ormore items: 243 of 1030 physicians (23.6%)

For EQUITY2 (Table 4.1.5), the percentage ofphysicians experiencing either high

or very high equity (42.9010) increased slightly compared to EQUITYl. The percentage

indicating moderate equity also increased (38.4%). Those stating that they experienced low

or very low equity (18.7%) declined compared toEQUITYl.

Table 4.1.5 Level ofEquity (EQUITY2: 3 item construct)

Level ofEquity Value Frequency Percent

Very Low -2 14 1.5

Low -1 163 17.2

Moderate 0 364 38.4

High 1 371 39.2

Very High 2 35 3.7

Total 947 100

Non-responders to one ormore items: 83 of 1030 physicians (8.1%)
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In summary, the reduced number of items used to create the EQUITY2 construct, and

the subsequently larger number of physicians, produced results similar to EQUITY1 , but

with the perceived level of equity being somewhat higher for EQUITY2.

iii) The Importance ofPayment Factors

The importance ofpayment factors was assessed as high or very high among 42.4%

of physicians (Table 4.1.6).. An additional 39.4% indicated that payment factors were

.

moderately important. The importance of payment factors was seen as low or very low

among 18.2% of physicians.
. Table 4.1.6 Importance of Payment Facters

Level of Importance Value Frequency Percent

Very Low -2

-1

o

High

Very High 2

21

163

400

338

92

2.1

. 16.1

39.4

33.3

9.1

Low

Moderate

Total - 1014 100

Non-responders to one or mote items: 16 of 1030 physicians (1.6%)

iv) Anticipated Level of Direct Patient Care

Table 4.1.7 Level of Direct Patient Care Under Fee-for-service

Level of Importance Value Frequency Percent

Very Low -2 144 16.5

Low -1 48 5.5

Moderate 0 297 34.0

High 1 76 8.7

VeryHigb 2 309 35.4

Total 874 100

Non-responders to one or more items: lS6 of 1030 physicians (15.1%)
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For Direct Care (FFS) (Table 4.1.7), a high or very high level of direct care was

predicted by 44.1% ofphysicians,with 34.0% indicating that theywould provide amoderate

level of direct patient care. The percentage anticipating low to very low levels of direct care

was 22.0%.

Table 4.1.8 Level ofDirect Patient Care Under Salary

Level of Importance Value Frequency Percent

Very Low -2 205 23.2

Low -1 56 6.3

Moderate 0 312 35.4

High 1 94 10.7

Very High 2 215 24.4

Total 882 100

Non-responders to one or more items: 148 of 1030 physicians (14.4%)

For Direct Care (Salary) (Table 4.1.8), a high or very high level of direct care was

predicted by 35.1% of physicians, with a similar' percentage (35.4%) indicating that they

would provide a moderate level of direct patient care. The percentage anticipating low to

very low levels ofdirect patient care was 29.5%.

Table 4.1.9 Level ofDlreet Patient Care Under Capitation
Level of Importance Value Frequency . Percent

Very Low -2 174 22.3

Low ·1 60 7.7

Moderate 0 267 34.2

High 1 98 12.6

Very High 2 181 23.2

Total 782 100

Non-responders to one ormore items: 250 of 1030 physicians (24.3%) .

For Direct Care (Capitation) (Table 4.1.9), a high or very high level ofdirect care was
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predicted by 35.8% ofphysicians, with a slightly smaller percentage (34.2%) indicating that

they would provide amoderate level ofdirect patient care. The percentage anticipating low

to very low levels ofdirect care was 30.0%.

In summary, the percentage of physicians anticipating high to very high levels of

direct patient care was highest under fee-for-service (44.1%), followed by capitation (35.8%),

and salary (34.7%). For those indicating a moderate level of direct care, the level was

virtually the same for all three. methods of payment. Salary represented the largest

percentage at 35.4%. This was slightlymore than capitation at 34.2% and fee-for-service at

34.0%. For those indicating low to very low levels ofdirect care, the percentage was similar

under capitation (30.0%) and under salary (29.5%). The lowest percentage ofphysicians

indicating low to very low levels of direct care was under fee-for-service at 22.0%..

Physicians were more likely to indicate very high directpatient care under fee-for-service and

very low direct patient care under salary and capitation.

4.2 Testing The Hypotheses

4.2.1 HypothesisOne: The predicted level ofphysician support for wellness activities
will be different for the three methods of remuneration (fee-tor-service, salary,
and capltation,'

Paired t-tests conducted between the three dependent variables (SWELLACT) sought

to determine if there was a significant difference in the level of predicted support for
.

wellness activities based on a future method of payment. First, to determine if predicted

support for wellness activity was greater under salary than under fee-for-service. Second,

to determine ifthe predicted level ofsupport for wellness activities under salary was greater .

than under capitation. Third, to determine if the predicted level of support for wellness
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. activities under fee-for-service was greater than under capitation. For each comparison
,

(t-test), the specific physician subset, the number of physicians in the subset

(number of cases), the mean values of the dependent variables being compared, the

difference in the mean values, the standard deviation, the t-value, and the two-tail and one-

tail probabilities were presented in table format. In referring to the tables, the level of

significance used was the more stringent two-tail result unless specified one-tail.

Paired T-Tests: Salary versus Fee-for-service

Among allphysicians (n=684) there was a predicted increase in wellness activities

tinder both salary (0.3399) and fee-for-service (0.3699). The difference in the level of

support (0.0395) between the payment methods was not significant (p=O.357 I-tail)

(Table 4.2.1.1)

Table 4.2.1.1 Predicted Levels ofSul!l!!rt forWellness Activities {Sala!]: versus Fee-forooService}
Physician Number Mean Mea. Standard t 2-tall I-tail

Groue of Cases Sal!!!! FFS Difference Deviation Value Prob. Prob.

All Physicians 684 0.3304 0.3699 -0.0395 2.812 -0.37 0.714 0.357

Fee-for-service 522 0.1724 0.5153 - 0.3429 2.735 -2.86 0.004 0.002

Family Physician 329 0.1733 0.6626 ·0.4894 2.830 -3.14 0.002 0.001

Cognitive 64 0.7188 0.4375 0.2813 2.751 0.82 0.417 0.209
Procedural 98 -0.3061 0.2449 ·0.5510 2.247 ·2.32 0.022 0.011
Technical 31 0.5484 . -0.0323 0.5806 2.566 1.26 0.217 0.109

Salary 114 0.8158 -0.1228 0.9386 2.718 3.69 0.000 0.000

Family Physician 41 1.0000 -0.0244
.

1.0244 3.142 2.09 0.043 0.022

Cognitive 44 0.8636 -0.1364 1.0000 2.917 2.27 0.028 0.014
Procedural 6 1.8333 0.5000 1.3333 1.366 2.39 0.062 0.031
Technical 23 0.1304 -0.4348 0.5652 1.647 1.65 0.114 0.057

Specialty
Family Physician 385 0.2701 0.5662 -0..2961 2.908 -2.00 0.046 0.023
Cognitive 132 0.8333 0.2121 0.6212 2.1154 2.50 0.014--·(- 0.007
Procedural 110 -0.1545 0.2091 ·0.3636 2.376 - 1.61 0.111 0.055
Technical 57 0.5088 -0.2807 0.7895 2.462 2.42 0.019 0.010

Geuder
Female 110 0.6545 0.2727 0.3818 2.838 1.41 0.161 0.081
Male 573 0.2688 0.3857 -0.1169 2.804 ·1.00 0.319 0.160

Note: Negative t values indicate a higher level of support for wellness activities under the second method of payment

Fee-for-servicephysicians (n=522) predicted increased support for wellness activities
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under both salary (0.1724) and fee-for-service (0.5153). The difference between the methods

of payment was very significant (p=0.004). Fee-for-service family physicians (n=329)

predicted increased support for wellness activities under both salary (0.1733) and fee-for

service (0.6626). The difference between the methods of payment was very significant

(p=0.002). Fee-for-service cognitive specialists (n=64) predicted increased support for

wellness activities under both salary (0.7188) and fee-for-service (0.4375). The difference

between methods of payment was not significant. Fee-for-service procedural specialists

(n=98) predicted decreased support for wellness activities under salary (-0.3061) and

increased support under fee-for-service (0.2449). The difference between the two methods

ofpayment was significant (p=0.022). Fee-for-service technical specialists (n=31) predicted

increased support forwellness activities under salary (0.5484) and decreased support under

fee-for-service (-0.0323). The difference between salary and fee-for-service was not

significant. Among fee-for-service physicians, only procedural specialists indicated a decline

in support for wellness activities under salary (-0.3061), and only technical specialists

indicated a decline in support under fee-for-service (-0.0323).

Salaried physicians (n=144) predicted increased support for wel1ness activities under

salary (0.8158) and decreased support under fee-for-service (-0.1228). The difference

.

between salary and fee-for-service was highly
-

significant (p=0.000). Salaried

family physicians (n=41) predicted increased support for wellness activities under salary

(1.0000) and decreased support under fee-for-service (-0.0244). The difference between the

methods of payment was significant (p=O.044). Salaried cognitive specialists (n=44)

predicted increased support for wellness activities under salary (0.8636) and decreased
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support for wellness under fee-for-service (-0.1364). The difference between the methods

of payment was significant (p=0.028). Salaried procedural specialists (n=6) predicted

increased support for wellness activities under both salary (1.8333) and fee-for-service

(0.5000). The difference between methods of payment was significant (p=0.031 I-tai!).

Salaried technical specialists (n=23) predicted increased support for wellness activities under

salary (0.1308) and decreased support under fee- for-service (-0.4348). The difference was

borderline significant (l-tai!). Among salaried physicians, all groups indicated increased

support for wellness activities under a future salaried system of payment. Only procedural

specialists indicated an increase in support for wellness activities under fee-for-service

(0.5000) ..

Familyphysicians (n=385) predicted increased support for wellness activities under

both salary (0.2701) and fee-for-service (0.5662), The difference between methods of

payment was significant (p=0.046). Cognitive specialists (n=132) predicted increased

support forwellness activities under both salary (0.8333) and fee-for-service (0.2121). The

difference between methods of payment was very significant (p=0.007 I-tai!).

Procedural specialists (n=llO) predicted decreased support for weUness activities under .

salary (-0.1545) and increased support under fee-for-service (0.2091). The difference

between methods of payment was borderline significant (I-tai!). Technical specialists

(n=57) predicted increased support under salary (0.5088) and decreased support for wellness

activities under fee-for-service (-0.2807). The difference in the predicted level of support

between methods ofpaymentwas very significant (p=0.009 l-taits. Among the specialties,

only procedural specialists decreased support for wellness activities under salary (-0.1545),
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and only technical specialists decreased support under fee-for-service (-0.2807).· .

Female physicians (n=110) predicted increased support for wellness activities under

both salary (0.6545) and fee-for-service (0.2727). The difference between methods of
.

payment was borderline significant (l-tail), Male physicians (n=573) predicted increased

support for wellness activities under both salary (0.2688) and fee-for-service (0.3857). The
�'.'

difference in the predicted level ofsupport betweenmethods ofpayment was not significant.

Paired T-Test: Salary vs Capitation

Among all groups ofphysicians analyzed, support for wellness activities declined

under capitation (Table 4.2.1.2), and all differences indicated greater support for wellness

activities under salary; therefore, in describing the results, referencewill be made only to the

sample size, the mean difference and the level of significance.

Table 4.2.1.2 Predicted Levels ofSupport for weUness Activities {Sala!! versus Cal!itation}
Physician Number Mean Mean Standard 2-tall l-ta11

Groue orCases Sala!l C!l!itation Difference Deviation Value Prob. Prob.

All Physicians 663 0.2836 -0.7813 1.0049 2.226 12.32 0.000 0.000

Fee-for-service 517 0.1296 -0.8182 0.9478 2.124 10.15 0.000 0.000
Family Physician 339 0.1534 -0.8437 0.9971 2.255 8.14 0.000 0.000
Cognitive 55 0.7818 -0.2727 1.0545 2.059 3.80 0.000 0.000

Procedural 95 -0.4421 -1.0526 0.6105 1.639 3.63 0.000 0.000

Technical 28 0.5000 -0.7857 1.2857 ·2.034 3.34 0.002 0.001

Salary 98 0.8673 -0.7959 1.6633 2.532 6.50 0.000 0.000

Family Physician 31 1.0645 -0.6129 1.6774 3.310 2.82 0.008 0.004

Cognitive 35 1.0286 -0.8286 1.8571 2.144 5.12 0.000 0.000

Procedural 6 1.1667 -2.0000 3.1667 3.125 2.48 0.056 0.028
Technical 26 0.3462 -0.6923 1.0385 1.587 3.34 0.003 0.002

Specialty
Family Physician 386 0.2306 -0.7953 ),0259 2.352 8.57 0.000 0.000

Cognitive Il2 0.8839 -0.5089 1.3929 2.235 6.59 0.000 0.000

Procedural 108 -0.3056 -1.0556 0.7500 1.799 4.33 0.000 0.000
Technical 57 0.5789 -O.7G18 1.2807 1.998 4.84 0.000 0.000

Gender
Female 102 0.6373 -0.5980 1.2353 2.176 S.73 MOO O.()OO
Male 560 0.2196 -0.8179 1.0375 2.236 10.98 0.000 0.000

Among allphysicians (n=663) there was predicted increase in support for wellness
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activities under salary (0.2836) and a decrease in support for wellness activities under

capitation (-0.7813). The difference in the predicted level of support between salary and

capitation (l.0649) was highly significant (p=O.OOO).

Amongfee-for-service physicians (n=517) the difference in the predicted level of

support between salary and capitation (0.9478) was highly significant (p=0.000). A highly

significant (p=O.OOO) difference in the means was also found for fee-for-service

familyphysicians (n=339), for fee-for-service cognitive specialists (n=55), and for fee-for

serviceprocedural specialists (n=95). Among fee-for-service technical specialists (n=28),

the mean difference was found to be very significant (p=O.OO2).

Among salariedphysicians (n=98) the difference in the predicted levelof support

between salary and capitation (1.6633) was highly significant (p=0.000). A highly

significant (p=O.OOO) difference in means was also found for cognitive specialists (n=35).

Among salariedfamilyphysicians (n=31), the difference was very significant (p=0.008), as

was the finding for salaried technical specialists (n=26; p=0.003). A significant (p=0.028 i

tail) difference was found for salariedprocedural specialists (n=6).

Among family physicians (n=386) the difference in the predicted level of support

between salary and capitation (1._0259) was highly significant (p=0.000). Among

cognitive specialists (n=1l2) the difference between salary and capitation (1.3929) was

highly significant (p=0.000). Amongprocedural specialists (n=108) the difference between

salary and capitation (0.7500) was highly significant (p=O.OOO). Among technical specialists

(n=57) the difference in support between salary and. capitation (1.2807) was highly

significant (p=0.000).
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Among female physicians (n=102) the difference in the predicted level of support

between salary and capitation (1.2353) was highly significant (p=O.OOO). Among

male physicians (n==560) the difference between salary and capitation (1.0375) was also

highly significant (p=O.OOO).

Paired T-Tests: Fee-for-service vs Capitation

Among all groups ofphysicians analyzed, support for the wellness model declined

under capitation (Table 4.2.1.3), and all differences indicated greater support for the wellness

model under fee-for-service; therefore, in describing the results of the t-tests, reference will

be made only to the sample size, the mean difference and the level of significance.

Table 4.2�1.3 Predicted Levels ofSUl!l!ort for WeUness Activities! Fee--for-service vs. Capitation � r

Pbysiclan Number Mean Mea. Staudard t 2-tail l�tail
Groue ofCases FFS £!I!itatiAH1 Difference Demtiou Value Pmb, Prob.

All Physfeians 616 0.4156 ..().7565 i.rm 2.647 10.99 0.000 0.000

Fee-for-senrtee 487 0.5318 ..().7941 t.3265 2.612 11.21 0.000 0.000

Family Physician 321 (I.7l03 -0.8380 1.5483 2.642 re.se 0.000
.

0.000
Cognitive 54 0.3333 -0.2222 0.5556 2.833 1.44 0.155 0.078
Procedural 81 0.1124 -0.9885 1.1609 2.302 4.70 0.000 0.000
Technical 2S ..().0800 -0.8000 0.7200 2,424 1.49 0.131 0.066

Salary 114 0.0682 -0.8150 0.9432 2.693 3.29 0.001 0.001
Family Physician 29 0.4828 -0.4483 0.9310 3.595 1.39 0.174 0.087

Cognitive 32 0.0625 ·0.9063 0.9688 2.533 2.16 0.038 0.019
Procedural 5 0.0000 -2.4000 2.4000 2.074 2.39 0.061 0.031
Technical 22 -0.4545 -1.0455 0.5909 1.368 2.03 {)'o56 0.028

Specialty
Family Physician 365 0.6658 -0.7699 1.4356 2.752 9.96 0.000 0.000
Cognitive. 105 0.1333 -0.4476 0.5810 2.597 2.29 0.024 0.012

Procedural 91 0.1340 -1.0206 1.1546 2.306 4.93 0.000 0.000

Technical 49 -0.2857 -0.7959 0.5102 2.311 1.55 0.129 0.065

Gender
Female 100 0.4000 -0.6200 1.0200 2.445 4.17 0.000 0.000
Male 515 0.4155 -0.7864 1.2019 2.688 10.15 0.000 0.000

Allphysicians (n=616) predicted increased support for the wellness model under fee-

for-service (0.4156) and decreased support for the wellness model under capitation (�0.7565).

The difference in the predicted level of support between fee-for-service and capitationwas
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highly significant (p=0.000).

Amongfee{or-servicephysicians (n=487) the difference inmeans (1.3265) between .

fee-for-service and capitation was highly significant (p=0.000). A highly significant

(p=O.OOO) difference in means was also found among fee-for-service family physicians

(n=329) and fee-for-service procedural specialists (n=87). There was a borderline

significant difference (J-tail)for fee-for-service cognitive specialists and for fee-for-service

technical specialists (I-tail),

Among Salaryphysicians (n=114) the difference in means (0.9432) between salary

and capitation was very significant (p=O.OOl). A significant (p=0.038) difference in means

(0.9688) was found for salary cognitive specialists (n=32). A significant difference was also

found for salary procedural specialists (p=0.031 l-tail: n=5) and technical specialists

(p=0.028 l-tail: n=22). There was a borderline significant difference (l-tail; for salary

familyphysicians.

Arnongfamily physicians (n=365), the difference in the predicted level of support

between fee-for-service and capitation (1.4356)was highly significant (p=0.000). Among

cognitive specialists (n=105) the difference in support between fee-for-service and capitation

(0.5810) was significant (p=0.024), while amongprocedural specialists (n=97) the difference

in support between fee-for-service and capitation (1.1546) was highly significant (p=O.OOO).

Among technical specialists (n=49) the difference in support for the wellness model was

borderline significant (i-tail).

Amongfemalephysicians (n=l00) the difference in the predicted level of support

between fee-for-service and capitation (1.0200) was highly significant (p=0.000). Among
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male physicians (n=515) the difference in the predicted level of support between fee-for

service and capitation (1.2019) was highly significant (p=O.OOO).

Unpaired T-Tests

Controlling for the future method ofpayment (fee-for-service, salary, or capitation),

comparison of the predicted level of support for wellness activities was made between

different groups ofphysicians using the independent sample test (unpaired t-test). For each

comparison, the specific physician subset, the number ofphysicians in the subset (number

of cases), the mean values of the dependent variables being compared, t-value, and the two

tail probabilities were presented in table format

Comparing Physician Groups IfAll Paid Fee-for-service

Among physicians currently paid fee-for-service, the difference in the predicted level

of support for wellness activities under fee-for-service between specialists and family.

physicians was found to be very significant (p=0.005)(Table 4.2.1.4). No significant

differences were found between procedural/technical specialists and cognitive specialists,·

or between male and female physicians.

Among physicians currently paid by salary, no significant differences were found

between specialists and family physicians, between procedural/technical specialists and

cognitive specialists, or between male and female physicians.

Among family physicians, the difference between those currently paid salary (0.000)

and those currently paid fee-for-service (0.6621) was found to be significant (p=0.025). No

significant differences were found between male and female physicians.

Among specialists, there are no significant differences in the predicted level of
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support forwellness activities between those currently paid salary and those currently paid

fee-for-service, between procedural/technical specialists, or between . male and female

physicians.

Table 4.2.1.4 Differences In Levels of Predicted Support for Wellness Activities
Between Phl:sician Grou2s Under Fee-for-service.

Physician Subgroups Group 1 Group 2 Pooled Variance
Mean Mean

Group 1 vs Group 2 (n) (n) t Value 2-tail Prob.

FFS Physicians
Specialists vs Family 0.2596 0.6621 -2.84

.

0.005
(208) (364)

Proc/Tech vs Cognitive 0.1679 0.4366 -1.30 0.194
(137) (71)

Male vs Female 0.5176 0.4886 0.15 0.879
(483) (88)

Salaried Physicians
Specialists vs Family -0.1447 0.0000 -0.35 0.729

(76) (44)
Proc/Tech vs Cognitive -0.1563 -0.1364 -0.04 0.966

(32) (44)
Male vs Female -0.0619 -0.2174 0.30 0.761

(97) (23)

Family Physicians
Salary vs fee-for-service 0.0000 0.6621 -2.25 0.025

(44) (364)
Male vs Female 0.6229 0.3288 1.24 0.217

(350) (73)

Specialists
Salary vs fee-for-service -0.1447 0.2596 -1.91 0.057

(76) (208)
Proc/Tech vs Cognitive 0.0506 0.1986 -0.80 0.425

(178) (141)
Male vs Female 0.0882 0.2391 -0.S8 0.565

(272) (46)
Note: Negative t value indicates a higher level of support for wellness activities by Group 2

Comparing Physician Groups IfAll Paid Salary

For the predicted level of support for wellness activities under salary, among

physicians currently paid fee-for-service, the difference between procedural/technical
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specialists (-0.1156) and cognitive specialists (0.6620) was found to be significant

(p=0.016)(Table 4.2.1.5). Among fee-for-service physicians, there was no significant

difference between specialists and family physicians, or betweenmale and female physicians.

Table 4.2.1.S Differences In Levels ofPredicted Support for WeHness Activities
Between Phl:sician Groul!! Under Sala!:I'

Physician Subgroups Group 1 Group 2 Pooled Variance
Mean Mean

Group 1 vs Gro'up 2 (n) (n) TValue 2-tail Prob.

FFS Physicians
Specialists vs Family 0.1376 0.2665 �0.65 0.515

(218) (379)
ProcITech vs Cognitive -0.1156 0.6620 -2.43 0.016

(137) (71)
Male vs Female 0.1687 0.4945 -1.23 0.220

(504) (91)

Salaried Physicians
Specialists vs Family 0.7273 1.0800 -1.21 0.230

(68) (50)
ProclTech vs Cognitive 0.5833

.

0.8269 MO.87 0.388

(36) (52)
Male vs Female 0.8036 1.0769 -0.76 0.450

(112) (17)

Family Physicians
Salary vs fee-for-service 1.0800 0.2665 2.30 0.022

(50) (379)
Male vs Female 0.3000 0.6267 -1.10 0.273

(370) (75)

Specialists
Salary vs fee-for-service 0.7273 0.1376 2.23 0.021

(76) {208)
Proc/Tech vs Cognitive 0.1128 0.7434 -2.90 0.004

(195) (152)
Male vs Female 0.2973 0.9400 -2.08 0.038

(252) (50)
Note: Negative t value indicates a higher level of support for wellness activities by Group 2

Among salaried physicians no significant differences were found between specialists

and family physicians, between procedural/technical specialists and cognitive specialists,

or between male and female physicians.
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Among family physicians, the difference between those currently paid salary (1.0800)

and those currently paid fee-for-service (0.2665) was found to be significant (p=0.022). No

significant differences were found between male and female physicians.

Among specialists, the difference in the predicted level of support for wellness

activities between specialists currently paid salary (0.7273) and specialists currently paid fee

for-service (0.1376) was found to be significant (p=0.021). The difference between

procedural/technical specialists and cognitive specialists was found to be significant

(p=0.004). The difference betweenmale (0.2973) and female specialists (0.9400) was found

to be significant (p=0.038).

Comparing Physician Groups IfAll Paid Capitation

For the predicted level of support for wellness activities under capitation, among

physicians currently paid fee-for-service, the difference between procedural/technical

specialists (-0.9302) and cognitive specialists (-0.2333) was found to be significant

(p=0.016)(Table 4.2.1.6). There was no significant difference between specialists and family

physicians, or between male and female physicians.

Among physicians currently paid salary, no significant difference was found between

specialists and family physicians, between procedural/technical specialists and cognitive

specialists, or between male and female physicians.

Among family physicians, no significant difference was found between physicians

currently paid salary and those currently paid fee-for-service, or between male and female

physicians.

Among specialists, the difference in the level ofsupport forwellness under capitation
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between male (-0.8254) and female (-0.0541) specialists was found to be significant

(p=0.037). No significant difference in the predicted level of support ofwellness activities

was found between specialists currently paid salary and those currently paid fee-for-service,

or between procedural/technical specialists and cognitive specialists.

Table 4.2.1.6 Differences In Levels ofPredicted Support for Wellness Activities

Between PhIsician Groues Under Caeitation.
Physician Subgroups Group 1 Group 2 Pooled Variance

Mean Mean

Group 1 vs Group 2 (n)
.

(n) TValue 2-tail Prob.

FFS Physicians
Specialists vs Family -0.7090 -0.8032 0.47 0.641

(189) (371)
Proc/Tech vs Cognitive -0.9302 -0.2333 -2.43 0.016

(129) (60)
Male vs Female -0.7697 -0.8000 0.12 0.908

(469) (90)

Salaried Physicians
Specialists vs Family -0.8676 -0.5294 -0.78 0.436

(68) (34)
Proc/Tech vs Cognitive -0.9091 -0.S286 -0.17 0.867

(33) (35)
Male vs Female -0.7412 ..;0.8235 0.15 0.881

(85) (17)

Family Physicians
Salary vs fee-for-service -0.5294 -0.8032 0.66 0.508

(34) (371)
Male vs Female -0.6801 -1.0260 1.20 0.230

(34�) (77)

Specialists
Salary vs fee-for-service -0.8676 -0.7090 -0.53 0.596

, (68) (189)
Proc/Tech vs Cognitive -0.8837 �0.4831 -1.60 0.111

(172) (118)
. Male vs Female -0.8254 -0.0541 -2.10 0.037

(252) (37)
Note: Negative values indicate a higher level ofsupport for wellness activities by Group 2

4.2.2 Hypothesis Two: The predicted level of support for wellness activities will be
greater among rural family physicians compared to urban family physicians.

Among family physicians currently paid fee-for-service, thelevel ofpredicted support
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for the wellness model under fee-for-service was higher among those practicing in a rural

location compared to those practicing in an urban location (Table 4.2.2). Under a salary

. system of remuneration support for wellness increased for both groups, but less than that

under fee-for-service. Support among rural physicians was less than the level of support
.

predicted by urban physicians. Under capitation, support for wellness activities declined for

both groups, but to a greater extent among urban physicians. Differences in the level of

support for wellness activities between rural and urban physicians were not found to be

significant (2-tail and l-tail) under all three methods of payment.

Table 4.2.2 Comparison of Predicted Support for Wellness Activity Between Rural and Urban
Fee-for-service Family Physicians Under Three Methods ofPayment
(Fee-for-service, Salary, Capitation)

Method of
Payment

Level ofWellness Activity Pooled Variance

RuralFFS
Family Physicians

Mean
(n)

UrbanFFS

Family Physicians
Mean
(n)

TValue 2-tail I-tail
Prob. Prob.

0.792 0.396

0.336 0.168

0.244 0.122

Fee-for-service 0.6953 0.6450 0.26
(128) (231)

Salary 0.1111 0.3598 -0.96
(135) (239)

Capitation -0.6250 -0.9286 1.17

(128) (238)
Note: Negative t value indicates a higher level of support for wellness activities among urban physicians

4.2.3 Hypothesis Three: The predicted level of physician support for wellness

activities will decrease as the perceived level of equity increases.

4.2.3.1
.
EQUlTYl

SWELLACT (Fee-for-service) and EQUITYI

A very significant interaction (p=O.002) was found between the predicted level of
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support for wellness activities under fee-for-service and EQUITYI (Table 4.2.3.1 a). No

significant two-way interactions were found for current methods of remuneration (fee-for-

service, salary, mixed/other), physician specialty (family physician, cognitive specialist,

procedural specialist, technical specialist), or gender (female, male). No significant two-way

interactions occurred with age (21 to 40, 41 to 50, 51 to 60, over 60 years of age), or with

years of practice (0 to 5 years, 6 to 10 years, 11 to 20 years, more than 20 years). No

significant two-way interactions occurred with practice setting (private, academic,

institutional), practice place (rural, urban)

Table 4.2.3.1 a Significance of Interactions Between Predicted Support for Wellness Activities
With Fee-for-service as Method of Pal:ment and EQUITY!

Number of Cases Tested
Source of Variation Valid Cases F Value Sig ofF

Number Percent

EQUITY 1 742 581 78.3 4.201 0.002

Equity 1 & Current Remuneration 742 581 78.3 1.695 0.108
Equity 1 & Physician Specialty 0.762 0.690

Equityl & Gender 0.406 0.804

Equityl & Practice Place 580 78.1 0.939 0.44t

Equity 1 & Age 580 78.1 0.616 0.830

Equityl & Years ofPractice 579 78.0 0.589 0.852

Equityl & Practice Setting 572 77.1 1.225 0.282

Equity 1 & Practice Arrangement 574 77.4 1.288 0.199

Equity 1 & Community Size 1.400 0.161
Equityl & Group Size 1.601 0.094

Equityl & Hours Direct Care 576 77.6 0.581 0.794

Equity 1 & Hours On Call 581 78.3 1.692 0.097

Equityl & Hours Institution Admin 0.678 0.711

Equity 1 & Hours Office Admin. 0.621 0.761

Equityl & Hours Teaching/Research 0.403 0.919

Equity 1 & Hours CME 1.512. 0.197

Among the control variables intended to identify the effect of the physician's practice

environment, a borderline significant (p=O.094) two-way interaction occurredwith group size
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(lor 2 physicians, small group, full group, many full groups). No significant two-way

interactions occurred with practice setting (private, academic, institutional), practice

arrangement (solo, group, shared office, income pooling, other), or community size (less than

10 physicians, 10 to 44 physicians, 45 to 80 physicians, more than 200 physicians).

Among control variables intended to identify the effect ofa physician's present level

of commitment in terms of hours per week for specific activities, a borderline significant

(p::::0.097) two-way interaction occurred with hours on call (20 hours or less, 21 to 40 hours,

more than 40 hours). No significant two-way interactions were found for hours of direct

patient care (less than 30 hours, 31 to 50 hours, more than 50 hours), hours spent on

institutional administration (none, up to 5 hours, more than 5 hours), hours spent ofprivate

administration (none, up to 5 hours, more than 5 hours), hours spent on teaching and

research (none, up to 5 hours, more than 5 hours), or hours spent on continuing medical

education (up to 5 hours, more than 5 hours),

Post hoc analysis of the main interaction between predicted support for wellness

under fee-for-service and EQUITY! (Table 4.2.3.1 b), indicated significantly less support

for wellness activities for those physicians perceiving high equity (0.0464) as compared to

those perceiving low equity (0.5169). The remaining group means were not found to be

significantly different, but higher levels of support for wellness activities under fee-for

service were found for those perceiving low, very low or very high equity. Lower levels of

support were found among physicians perceiving high equity ormoderate equity.

Among physicians working in full groups, the level of support among those

perceiving very low equity (-1.5000) was significantly less than the level of support among
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those with low equity (0.8000) or high equity (0.7500). For physicians working with many

full groups, the level of support for wellness activities among those perceiving low equity

(0.4554) was significantly higher than among those perceiving high equity (-0.0064).

Table 4.2.3.1 b Significant One-wal: Interactions Between SWELLACT-FFS and EQUITYI
Physician Group Sample' Mean Standard 95% Confidence FRatio F Prob.

Size Deviation Interval

All Physicians 581 0.2565 1.0362 0.1720 to 0.3409 4.2008 0.0023

Group Size
Full Groups 25 0.2000 1.0801 -0.2459 to 0.6459 3.6553 0.0216

Many Full Groups 473 0.2135 1.0328 0.1202 to 0.3068 3.9013 0.0040

Hours On Call
> 20 hours/week 339 0.3274 1.0098 0.2196 to 0.4353 3.5655 0.0073
> 40 hours/week 190 0.3737 0.9663 0.2354 to 0.5120 5.1265 0.0006

Group Means (Level ofWellness Support)
Physician Group Mean 95% Confidence

Interval V.Low Low Moder. High V. High
Equity Equity Equity Equity Equity

All Physicians 0.257 0.1720 to 0.3409 0.4167 0.5169 0.2640 0.0464 0.3542

Group Size
Full Groups 0.2000 -0.2459 to 0.6459 -1.5000 0.8000 -0.1250 0.7500 �0.5000

Many Groups 0.2135 0.1202 to 0.3068 0.5714 0.4554 0.2312 -0.0064 0.2059

Hours On Call
>20 hours/week 0.3274 0.2196 to 0.4353 0.3684 0.6230 0.2645 0.1404 0.7500
> 40 hours/week 0.3737 0.2354 to 0.5120 0.6923 0.7632 0.2222 0.0833 0.8750

Among physicianswithmore than 20 hours on call per week, those experiencing low
.

equity (0.6230) indicated significantly more support for wellness activities than those

experiencing high equity (0.1404). Among physicians with more than 40 hours on call per

week, those experiencing low equity (0.7632) indicated significantly more support for

wellness activities than those experiencing high equity (0.0833) ormoderate equity (0.2222).

In addition, those perceiving very high equity (0.8750) indicated a higher level ofsupport for

wellness activities than those perceiving high equity (0.0833).
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SWELLACT(Salary) and EQUITY 1

A very significant interaction (p=O.0017) was found between the predicted level of

support for wellness activities under salary and EQUITYl (Table 4.2.3.1 c). Among the

control variables, a significant interaction (p=O.006) was found with current hours of

teaching and research. No other significant interactions were found.

Table 4.2.3.1 c Significance of Interactions Between Predicted Support for WeIlness Activities
with Salary as Method ofPayment and EQUITY 1

Number of Cases Tested
Source ofVariation Valid Cases FValue

.

Sig ofF
Number Percent

EQUITY 1 787 626 79.5 4.370 0.002

Equityl & Hours TeachIResearch 787 626 79.5 2.702 0.006

Table 4.2.3.1 d Significant One-waI Interactions between SWELLACT-Salary and EQUITYI
Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.

Size Deviation Interval

All Physicians 626 0.3051 1.2164 0.2096 to 0.4006 4.3701 0.0017

TeachlResearch
o to 5 hours/week 502 0.3048 1.2400 0.1960 to 0.4135 4.2851 0.0020
1 to 5 hours/week 267 0.3258 1.2515 0.1750 to 0.4766 4.6610 0.0012

1 or more hrs/week 391 0.3197 1.2100 0.1994 to 0.4400 3.3297 0.0107
> 5 hours/week 124 0.3065 1.1202 0.1073 to 0.5056 3.7670 0.0064

Group Means (Level ofWellness Support)
Physician Group Mean 95% Confidence

Interval V.Low Low Moder. High V. High
Equity Equity Equity Equity Equity

All Physicians 0.3051 0.2096 to 0.4006 0.1600 0.5635 0.3606 0.2524 -0.2105

Teach/Research
o to 5 hourslweek 0.3048 0.1960 to 0.4135 0.0476 0.6977 0.3576 0.2216 -0.1111
1 to 5 hours/week 0.3258 0.1750 to 0.4766 -0.1538 0.9286 0.4516 0.0667 0.0690

1+ hrslweek 0.3197 0.1994 to 0.4400 . 0.0588 0.6098 0.4265 0.1613 -0.1250
>5 hours/week 0.3065 0.1073 to 0.5056 0.7500 0.2750 0.3721 0.4118 -2.0000

Post hoc analysis of the main interaction between predicted support for wellness

under salary and EQUlTY1 (Table 4.2.3.1 d), indicated a significantly higher level ofsupport
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for wellness activities under salary from those physicians perceiving low equity (0.5635) .

. when compared to those perceiving very high equity (-0.2105). A significantly higher level

of support was also found among those physicians perceiving moderate equity (0.3606)

compared to those perceiving very high equity. The other group means were not found to

. be significantly different. As well, the higher level of support for wellnessactivitiesunder

fee-for-service for those perceiving very high equity was not found under salary.

Among physicians with zero to 5 hours of teaching and research per week, those

experiencing low equity (0.6977) indicated significantlymore support for wellnessactivities

than those experiencing high equity (0.2216) or very high equity (-0.1111). Among

physicians with 1 to 5 hours of teaching and research per week, those perceiving low equity

(0.9286) indicated significantlymore support forwellness activities than those experiencing

high equity (0.0667) or very high equity (0.0690). As well, those perceiving low equity

(0.9286) indicated more support than those physicians perceiving very low equity (-0.1538).

Among physicians with 1 ormore hours of teaching and research perweek, those perceiving

low equity (0.6098) indicated significantlymore support for wellness activities than those

experiencing very high equity (-0.1250). Forphysicians with more than 5 hours of teaching

and research per week, those perceiving very high equity (-2.0000) indicated less support for

wellness activities under salary than those physicians perceiving very low equity (0.7500),

low equity (0.2750), moderate equity (0.3721), or high equity (0.4118).

SWELLACT(Capitation) and EQUITY1

No significant interaction (p=O.844) was found between the predicted level ofsupport
.

forwellness activities under capitation and EQUITY1 (Table 4.2.3.1 e). Among the control
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variables a borderline significant interaction was found for hours of direct patient care

(p=O.076). No other significant interactions were found.

Table 4.2.3.1 e Significance of Interactions Between Predicted SUpport for Wellness Activities
With Capitation as Method ofParment and EQUITYI

Number of Cases Tested
Source of Variation Valid Cases FValue SigofF

Number Percent

EQUITY 1 714 562 78.7 0.349 0.844

Equity 1 & Hours Direct Care 714 559 78.3 1.793 0.076

Post hoc analysis found no significance differences groups (Table 4.2.3.1 f).

Table 4.2.3.1 f One-war Interaction Between SWELLACT-Capitation and EQUlTY1

Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.
Size Deviation Interval

All Physicians 562 -0.3505 1.2103 -0.4506 to -0.2505 0.3494 0.8445

Group Means (Level ofWellness Support)
Physician Mean 95% Confidence
Group Interval V.Low Low Moder. High V. High

Equity Equity Equity Equity Equity

All -0.3505 -0.4506 to -0.2505 -0.3043 -0.3158 -0.3656 -0.3158 -0.5306

Physicians

4.2.3.2 EQUITY2

SWELLACT(Fee-for-service) and EQUITY2

A significant interaction (p=0.045) was found between the predicted level of support

for wellness activities under fee-for-service and EQUITY2 (Table 4.2.3.2 a). Among the

control variables, a borderline significant interaction was found for current remuneration

.

(p=0.075). No significant interactions were found for physician specialty, gender or practice

place. No significant interactions occurred with age or years ofpractice.

Among the control variables intended to identify the effect of the physician's practice
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environment, significant interactions was found for practice setting (p=0.0005). Borderline

significant interactions were found for practice arrangement (p=0.094) and community size

(p=0.085). No significant interaction was found for group size.

Among control variables intended to identify the effect of a physician's present level

ofcommitment to specific activities, a significant interaction (p=0.034) was found for hours

on call per week. No other significant interactions were found.

Table 4.2.3.2 a Signifieance ofInteractions Between Predicted Support for Wellness Activities
With Fee-for-service as Method OfPayment and EQUITY2

Number of Cases Tested

Source of Variation Valid Cases F Value SigofF
Number Percent

EQUlTY2 742 694 93.5 2.451 0.045

Equity2 & Current Remuneration 742 694 93.5 1.851 0.075

Equity2 & Practice Setting 92.0 2.928 0.005

Equity2 & Practice Arrangement 92.2 1.534 0.094

Equity2 & Community Size 92.3 1.635 0.085

Equity2 & Hours On Can 93.5 2.183 0.034

Post hoc analysis of the main interaction between support forwellness under fee-for-

service and EQUITY2 (Table 4.2.3.2 b), failed to indicated a significant difference in the

predicted level of support forwellness activities under fee-fur-service based on physicians'

perceived level of equity although there was an apparent inverse relationship.

Among physicians whose current method of remuneration was notfee-for-service,

those experiencingmoderate equity (0.1944) indicated more support for wellness activities

under fee-for-service than those experiencing high equity (-0.4600).

For physicians working in an academic or institutional setting, those experiencing

high equity (-0.5750) indicated less support for wellness activities than those perceiving
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moderate equity (0.1571) or low equity (0.4000).

For physicians practising in communities with more than 200 physicians, those

perceiving low equity (0.4321) indicated more support for wellness activities than those

perceiving high equity (0.0307).

Table 4.2.3.2 b One-wal: Interactions Between SWELLACT-Fee-for-serviee and EQUITY2
Physician Group Sample Mean Standard' 95% Confidence F Ratio F Prob.

Size Deviation Interval

All Physicians 694 0.2565 1.0433 0.1787 to 0.3342 2.4506 0.0449

Current Remun.
Not fee-for-service 155 -0.0258 1.2111 -0.2180 to 0.1664 2.4950 0.0453

Practice Setting
AcademlInstitution 146 -0.0137 1.1976 -0.2096 to 0.1822 3.9716 0.0044

Community Size
6 to 44 physicians 99 0.3939 0.9670 0.2011 to 0.5868 2.6345 0.0389
200+ physicians 425 0.1788 1.0330 ' 0.0803 to 0.2773 . 3.6380 0.0063

Hours On Call
o to 20 hours/week 294 0.1599 1.0732 0.0367 to 0.2831 3.8910 0.0095

Group Means (Level ofWellness Support)
Physician Group Mean' 95% Confidence

Interval V.Low Low Moder. High V. High
Equity Equity Equity Equity Equity

All Physicians 0.2565 0.1787 to 0.3342 0.4000 0.4628 0.2901 0.1541 -0.0455

Current Remun.
NotFFS �.O258 -0.2180 to 0.1644 0.0000 0.1786 0.1944 -0.4600 0.0000

Practice Setting
AcademlInstitut. -0.0137 -0.2096 to 0.1822 -0.6667 0.4000 0.1571 -0.5750 0.0000

Community Size
200+ physicians D.l788 0.0803 to 0.2773 0.6667 0.4321 0.2242 0.03'07 -0.5000

For the physicians providing up to 20 hours of on call per week, those perceiving low

equity (0.5000) indicated more support for wellness activities than those with high equity

(0.0169) or those with very high equity (-0.4545). At this level ofon call, it is noted that no

physicians perceived very low equity.
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SWELLACT(Salary) and EQUITY2

A significant interaction (p=0.029)was found between the predicted level of support

for wellness activities under salary and EQUITY2 (Table 4.2.3.2c). Among the control

variables, significant interactions were found for physician specialty (p=O.042), conununity

size (p=0.037), and currents number ofhours of 'on call' per week (p=0.018). A borderline

significant interaction was found for the current number of hours of teaching and research

per week (p=0.078). No other significant interactions were found.

Table 4.2.3.2 e Significance ofInteractions BetweenPredicted Support forWellness Activities
With Salary as Method ofPayment and EQUlTY2

Number of Cases Tested
Source ofVariation Valid Cases FValue SigofF

Number Percent

EQUITY2 807 742 91.9 2.724 0.029

Equity2 & Speciality 807 742 91.9 1.854 0.042

Equity2 & Community Size 90.8 1.895 0.037

Equity2 & Hours On Call 91.9 2.440 0.018

Equity2 & TeachIResearch 1.833 0.078

Post hoc analysis of the main interaction between support for wellness under salary

and EQUITY2 (Table 4.2.3.2 d), failed to indicated a significant difference in the predicted

level of support for wellness activities under salarybased on the perceived level ofequity.

However, there was an apparent inverse relationship between support and equity.

Among procedural specialists, those perceiving low equity (l.0000) indicated more

support for wellness activities under salary than those perceiving high equity (-0.1148) or

very high equity (-1.1667). Among procedural and technical specialists combined, those

perceiving low equity (0.6538) indicated more support for wellness activities than those

physicians perceiving very high equity (-0.6667).
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perceiving moderate equity (0.4033) or low equity (0.4167).

Among physicians providing less than 21 hours ofon call perweek, those perceiving
.

very high equity (-0.8462) indicated less support for wellness activities under salary than
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those physicians perceiving high equity (0.3307), moderate- equity (0.5041) or low equity

(0.5636).

Among physicians providing zero to 5 hours per week of teaching and research, those

perceiving low equity (0.5745) indicated more support for wellness activities under salary

than those perceiving high equity (0.1111). For physicians providing more than 5 hours of

teaching and research per week, those perceiving very high equity (-1.5000) indicated less

support for wellness activities than those perceiving high equity (0.2778), moderate equity

(0.4237) or low equity (0.2121).

SWELLACT (Capitation) and EQUITY2

No significant interaction (p=O.535) was found between the predicted level ofsupport

for wellness activities under capitation and EQUITY2 (Table 4.2.3.2 e). Among the control

variables, a borderline significant interaction was found for current remuneration (p=O.062)

and a significant interaction was found for community size (p=O.OI1). No other significant

interactions were found.

Table 4.2.3.2 e Significance ofInteractions Between Predicted Support forWellness Activities
With Capitation as Method ofPayment and EQUITY2

-

Number of Cases Tested
Source of Variation- Valid Cases F Value SigofF

Number Percent

EQUlTY2 714 674 94.4 0.785 0.535

Equity2 & Current Remuneration 714 674 94.4 1.930 0.062

Equity2 & Community Size 665 93.1 1.960 0.030
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Post hoc analysis found no significant differences (Table 4.2.3.2 f).

Table 4.2.3.2 f One-way Interactions Between SWELLACT-Capitation and EQUITY2

Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.
Size Deviation Interval

All Physicians 674 -0.3813 1.2Z08 -0.4736 to -0.2890 0.7851 0.5351

Group Means (Level of'Wellness Support)
Physician Mean 95% Confidence

Group Interval V.Low Low Moder. High V. High
Equity Equity Equity Equity Equity

All Physicians -0.3813 -0.4736 to -0.2890 -0.2000 -0.3504 -0.3680 -0.3782 -0.8182

4.2.4 Hypothesis Four: The predicted level ofphysician support for wellness activities
will decrease as the importance placed on payment factors increases.

SWELLACT (FFS) and PAYFACTS

No significant interaction (p=0.848) was found between the predicted level of support

for wellness activities under fee-for-service and PAYFACTS (Table 4.2.4.1 a). Introduction

of control variables revealed a significant interaction (p=0.023) with practice arrangement.

A borderline significant interaction (0.097) was found with physician specialty. No other

.

significant interactions were found.

Table 4.2.4.1 a Significance of Interaction Between Predicted Support for WeHnessActivities
With Fee-for-service as Method of Payment: and PAYFACTS

Number of Cases Tested
Source of Variation Valid Cases FValue SigofF

Number Percent

PAYFACTS 742 735 99.1 0.418 0.796

Payfacts & Specialty 742 735 99.1 1.620 0.097

Payfacts & Practice Arrangement 725 97.7 1.876 0.023

Post hoc analysis found no significant differences between groups (Table 4.2.4.1 b)
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Table 4.2.4.1 b One-way Interaction Between SWELLACT-Fee-for-service and PAYFACTS

Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.
Size Deviation Interval

All Physicians 735 0.2626 1.0390 0.1873 to 0.3378 0.4181 0.7956

GroupMeans (Level ofWellness Support)
Physician Mean 95% Confidence
Group Interval V.Low Low Moderate High V. High

Import. Import. Important Import. Import..

All Physicians 0.2626 0.1873 to 0.3378 0.2857 0.1966 0.2302 0.3077 0.3485

SWELLACT (Salary) and PAYFACTS

A borderline significant interaction (p=0.060) was found between the predicted level

of support for wellness activities under salary and PAYFACTS (Table 4.2.4.1c).

Introduction of control variables revealed a borderline significant interaction (p=0.059) with

group size. No other significant interactions were found.

Table 4.2.4.1 c Significance oflnteradion Between Predicted Support for Wellness Activities
With Salary as Method of Payment and PAYFACTS

Number of Cases Tested
Source of Variation Valid Cases FYaloe SigofF

Number Percent

PAYFACTS 807 186 97.4 2.270 0.060

Payfacts & Practice Place 807 780 96.7 2.281 0.059

For the main effect between predicted support forwellness activities under salary and

the importance ofpayment factors (Table 4.2.4.1 d) no significant differences were found

between groups. There was an apparent inverse relationship between level ofsupport under

salary and the importance ofpayment factors.

Physicians practising in urban locations and considering payment factors to be ofvery

high importance (-0.2308) indicated less support for wellness activities under salary than
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those considering payment factors to be moderately important (0.3769), oflow importance

(0.3551) or very low importance (0.8462).

Table 4.2.4.1 d One-wa;r Interactions Between SWELLACT-Sala!:I and PAYFACTS

Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.
Size Deviation Interval

All Physicians 786 0.2659 1.2257 0.1801 to 0.3517 2.2700 0.0601

Practice Place
Urban 629 0.2957 1.1965 0.2028 to 0.3894 3.6789 0.0057

Group Means (Level ofWellness Support)
Physician Mean 95% Confidence
Group Interval V.Low Low Moderate High V. High

Import. Import. Important Import. Import.

All Physicians 0.2659 0.1801 to 0.3517 0.7143 0.3333 0.3121 0.2519 -0.0986

Practice Place
Urban 0.2957 0.2028 to 0.3894 0.8462 0.3551 0.3769 0.2589 -0.2308

SWELLACT (Capitation) and PAYFACTS

A not significant interaction (p=0.672) was found between the predicted level of

support for wellness activities under capitation and PAYFACTS (Table 4.2.4.1 e).

Introduction of control variables revealed significant interactions with physician age

(p=0.046), years of practice (p=0.006), and hours of teaching and research (p=0.038). No

other significant interactions were found.

Table 4.2.4.1 e Significance ofInteraction Between Predicted Support forWellness Activities
With Capitation asMethod ofPayment and PAYFACTS

Number of Cases Tested
Source of Variation Valid Cases FValue Sig ofF

Number Percent

PAYFACTS 714 707 99 0.587 0.672

Payfacts & Age 714 708 98.9 1.827 0.046

Payfacts & Years ofPractice 98.6 2.332 0.006

Payfacts & Hours Teaching/Research 99.0 2.052 0.038
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For the main effect between predicted support forwellness activities under capitation

and the importance ofpayment factors (Table 4.2.4.1 f) no significant differences between

.groups were found, nor was a trend apparent.

Table 4.2.4.1 f One-waI Interactions Between SWELLACT-Cal!itation and PAYFACTS

Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.
Size Deviation Interval

All Physicians 707 -0.3762 1.2195 -0.4663 to ·0.2862 0.5869 0.6722

Age
21to 40 years 276 -0.3442 1.2392 -0.1465 to -0.1974 2.3650 0.0533

Hours TIRes
>5 hours/week 117 -0.2991 1.2125 -0.5212 to -0.0771 2.8850 0.0257

Group Means (Level ofWellness Support)
Physician Mean 95% Confidence
Group Interval V.Low Low Moderate High V. High

Import. Import. . Important Import. Import .

All -0.3762 -0.4663 to -0.2862 -0.1667 -0.2909 -0.3429 . -0.4644 -0.3788

Physicians

Age
21 to 40 -0.3442 -0.1465 to -0.1974 -0.1667 -0.5306 -0.3359 -0.4125 0.6154

Hrs TIRes
>5 hours -0.2991 -0.5212 to -0.0771 0.6667 -0.1290 -0.2667 -0.2500 -1.4000·

Physicians 21 to 40 years old andwho perceive payment factors as being ofvery high

importance (0.6154) indicated significantly more support for wellness activities under

capitation than those perceiving payment factors as high (-0.4125) or low (-0.531)

importance.

Physicians spending more than 5 hours per week on teaching and research and who

perceive that payment factors were ofvery high importance (-1.4000) indicated less support

forwellness activities under capitation than those indicating that payment factors were only

of low important (-0.1290).

110



4.2.5 Hypothesis Five: The predicted level ofphysician support for wellness activities
will decrease as the antidpated level of direct patient care increases.

4.2.5.1 DIRECT CARE (FFS)

A significant interaction (p=0.000) was found between the predicted level of support

for wellness activities under fee-for-service and the anticipated level of direct patient care

under fee-for-service (Table 4.2.5.1 a). Control variables revealed a significant interaction

with specialty (p=O.OOO). A borderline significant interaction was found for practice site

(p=0.084), and for hours of continuing medical education (p=0.056). No other significant

interactions were found.

Table 4.2.5.1 a Significance ofinteraction Between Predicted Support forWellness Activities
With Fee-for-service as Method of Payment and DIRECT CARE (FFS)

Number of Cases Tested
Source of Variation VaUdCases FValue Sig ofF

Number Percent

DIRECT CARE (FFS) 0742 691 93.1 . 7.721 0.000

Direct Care (FFS) & Specialty 742 691 93.1 3.002 0.000

Direct Care (FFS) & Practice Site 679 91.5 1.751 0.084

Direct Care (FFS) & Hours CME 691 93.1 2.315 0.056

Post hoc analysis of the main interaction between predicted level of support for

wellness under fee-for-service and the anticipated level ofdirect patient care under fee-for-

service (Table 4.2.5.1 b) found significantly more support for wellness activities among

physicians expecting to provide a high level ofdirect patient care (0,7018) compared to those

expecting to provide low (-0.2059), moderate (0.1096) or very low (0.1351) levels ofdirect

patient care. As well, significantly more support for wellness activity was found for those

.

expecting to provide very high levels ofdirect care (0.0.4061) compared to those expecting

to provide low ormoderate levels of direct care.
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Table 4.2.5.1 b One.waI Interactions Between SWELLACT - Fee-for-service and Direct Care-FFS

Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.
Size Deviation Interval

All Physicians 691 0.2590 1.0205 0.1828 to 0.3353 7.7213 0.0000

Speciality
Family Physician 396 0.3712 1.0583 0.2667 to 0.4758 10.9950 0.0000

Practice Site
Private Office 547 0.3382 0.9744 0.2564 to 0.4200 4.9743 0.0006

HoursofCME
o to 5 hours/week 579 0.2591 0.9993 0.1775 to 0.3406 7.2506 0.0000
> 5 hours/week 112 0.2589 1.1290 0.0475 to 0.4703 2.5977 0.0403 .

Group Means (Level ofWellness Support)

Physician Mean 95% Confidence Very Very
Group Interval Low Low Moderate High High

All Physicians 0.2590 0.1828 to 0.3353 0.1351 -0.2059 0.1096 0.7018 0.4061

Specialty
Fam. Physician 0.3712 0.2667 to 0.4758 0.2909 -0.9286 0.1667 0.8298 0.5608

Practice Site
Private Office 0.3382 0.2564 to 0.4200 0.3000 -0.0588 0.1582 0.7400 0.4239

HoursofCME
o to 5 hrsIweek 0.2591 0.1775 to 0.3406 . 0.1683 -0.3448 0.1538 0.7400 0.3725
> 5 hours/week 0.2589 0.0475 to 0.4703 -0.2000 0.6000 -0.1515 0.4286 0.5263

Amongfamitypractitioners, those expecting to provide low levels of direct patient

care under fee-for-service (-0.9286) indicated significantly less support for wellness activities

under fee-for-service than those expecting to provide high (0.8298), very high (0.5608), very

low (0.2909) ormoderate (0.1667) levels of direct patient care. As well, those expecting to

provide a moderate level of direct care (0.1667) indicated significantly less support for

wellness activities than those expecting to provide a high or very high level ofdirect patient

care.

Physicians practising in a private office and expecting to provide a high level of
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direct care under fee-for-service (0.7400) indicated significantly more support for wellness

activities under fee- for-service than those expecting to provide a low (-0.0588) ormoderate

(0.1582) level of direct patient care. Those expecting to provide a very high level of direct

patient care (0.4239) indicated significantly more support for wellness activities than those

expecting to provide a moderate level of direct patient care.

For physicians participating in 0 to 5 hours per week of continuing medical

education, those expecting to provide a high level of direct care under fee-for-service

(0.7400) indicated significantly more support for wellness activities under fee-for-service

than those expecting to provide low (-0.3448), moderate (0.1538), or very low (0.1683)

levels ofdirect patient care. Those expecting to provide a very high level of direct patient

care (0.3725) indicated significantlymore support forwellness activities than those expecting

to provide a low level ofdirect patient care under fee-for-service.

For physicians participating in more than 5 hours per week of continuing medical

education, those expecting to provide a very high level of direct care under fee-for-service

(0.5263) indicated significantly more support for wellness activities than those providing a

moderate (-0.1515) level of direct patient care.

4.2.5.2 DIRECT CARE (Salary)

A significant interaction (p=O.OOO) was found between the predicted level of support

for wellness activities under salary and the anticipated level of direct patient care under salary

(Table 4.2.5.2 a). No significant interactions were found among the control variables.
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Table 4.2.5.2 a Significance of Interaction Between Predicted Support for Wellness Activities
With Salary as Method ofPayment and Direct Care (Salary)

Source of Variation
Number of Cases Tested
Valid Cases F Value Sig of F'

Number Percent

Direct Care (Salary) 793 741 93.4 9.031 0.000

Post hoc analysis of the main interaction between the predicted level of support for

wellness under salary and anticipated level ofdirect care under salary (Table 4.2.5.2 b) found

significantly more support for wellness activities among those expecting to provide a high

level of direct care under salary (0.8025) compared to those expecting to provide a moderate

(0.0116), very high (0.1844), or very low (0.2686) level of direct care patient care under

salary. As well, significantly more support for wellness under salary was found for those

expecting to provide a low level of direct care (0.7660) compared to those expecting to

provide moderate (0.0116) or very high (0.1844) levels of direct patient care under salary.

Table 4.2.5.2 b One-way Interaction Between SWELLACT-Salary and Direct Care-Salary
.

Physician Group Sample Mean Standard 95% Confidence F Ratio F Prob.
Size Deviation Interval

All Physicians 741 0.2483 1.2348 0.1593 to 0.3374 9.0307 0.0000

Group Means (Level ofWellness Support)

Physician Mean 95% Confidence Very Very
Group Interval Low Low Moderate High High

All Physicians 0.2483 0.1593 to 0.3374 0.2686 0.7660 0.0116 0.8025 0.1844

4.2.5.3 DIRECT CARE (Capitation)

No significant interaction (p=0.507) was found between the predicted level of support

for wellness activities under capitation and the anticipated level of direct patient care under

capitation (Table 4.2.5.3 a). Control variables produced no significant interactions...
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Table 4.2.5.3 a Significance ofInteraetion Between Predieted Support forWellness Activities
With Capitation as Method of Payment and Direct Care (Capitation)

Source ofVariatioD
Number of Cases Tested
Valid Cases F Value

Number Percent
SigofF

Direct care (Capitation) 714 671 94.5 0.829 0.507

Post hoc analysis confirmed initial ANOVA results for the main interaction between

SWELLACT (FFS) and DIRECT CARE (Capitation) (Table 4.2.5.3 b)

Table 4.2.5.3 b One-way Interaction Between SWELLACT-Capitation and DirectCare-Capitation
Physician Group Sample· Mean Standard 95% Confidence F Ratio F Prob.

Size Deviation Interval

All Physicians 671 -0.4024 1.2139 -0.4944 to -0.3104 0.8293 0.5067

Group Means (Level ofWellness Support)

Physician Mean 95% Confidence Very Very
Group Interval Low Low Moderate High Sigh

All -0.4024 -0.4944 to -0.3104 -0.3586 ·0.4314 -0.5085 -0.2716 -0.3438
. Physicians

4.3 Summary Of Results

SWELLACT: The difference in the predicted level of support between fee-for-

service and salary for all physicians (684) was not significant (p=O.357). PhysiciansIn=Slti)

predicted increased support for wellness activities under fee-for-service (0.4156) and

decreased support under capitation (-0.7565). The difference was highly significant

(p=0.000). Among all physicians (n=663) there was an increase in predicted support for
-

wellness activities under salary (0.2836) and a decrease in support for wellness activities

under capitation (-0.7813). The difference was highly significant (p=0.000).

Comparing rural and urban fee-for-service family physicians resulted in no significant

differences being found in their level of support for wellness activity. Somewhat higher
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levels ofsupport were found for rural physicians compared to urban physicians under fee-for

service and capitation, while somewhat lower support was found under salary.

EQUlTY1: A significant interaction (p=O.002) was found with the predicted level of

support for wellness activities under fee-for-service (p=O.002), and under salary (p=O.0017).

No significant interaction was found for predicted support for wellness activities under

capitation. EQUlTY2: A significant interaction was found with the predicted level of

support for wellness activities under fee-for-service (p=O.045) and under salary (p=O.029).

No significant interaction was found with support for wellness activities under capitation.

PAYFACTS: No significant interaction (p=O.848) was found with the level of

predicted support for wellness activities under fee-for-service. A borderline significant

interaction (p=O.060) was found with support for wellness activities under salary, and no

significant interaction (p=O.672) was found with predicted support under capitation.

DIRECT CARE (FFS): A significant interaction was found between the predicted.

level of support for wellness activities under fee-for-service (p=O.OOO). DIRECT CARE

(Salary): A significant interaction was found with support under salary (p=O.OOO).

DIRECT CARE (Capitation): No significant interaction was found with the level of

predicted support for wellness activities under capitation (p=O.507).
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Chapter 5 Discussion

5.1 Predicted Support for Wellness Activities

Predicted support for wellness activities (SWELLACT) served as a measurement of

changes in physician practice patterns. The descriptive statistics generated for SWELLACT

and subsequent comparative analysis of the three dependent variablemean scores supported

the findings of other researchers (Hickson, 1987; Barer, 1988; Shimmura, 1988;

Wright 1991 ; York, 1992; Lahaie and Chopyk, 1992; Steams, 1992;

Kristiansen and Hjortdahl, 1992) that the payment method can affect practice patterns

(Table 5.1.1). Both salary and fee-for-service were found to be more supportive ofwellness

activities compared to capitation. However, the assertion that salary would be more

supportive than fee-for-service was only partially verified.

Fee-for-service physicians indicated a greater level of support for wellness activities

under fee-for-service compared to salary, and salaried physicians indicated greater support

for wellness activities under salary compared to fee-for-service. This favouring ofone's own

method ofpaymentWas consistent with the findings ofLepnurm (1996). While subgroups

of salaried physicians consistently indicated more support for wellness activities under

salary, the reverse did not appear to be the case for fee-for-service physicians. Fee-for

service family physicians and procedural specialists favoured fee-for-service, but cognitive

specialists and technical specialists tended to predict more support for wellness activities
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under salary. Although the fmdings for fee-for-service cognitive and technical specialists

were not significant, they suggested that for some physicians, specialty may have influenced

the predicted level of support for wellness activities.

Table S.U Mean Differences in the Level of Predicted Support for Wellness Activities
Under Different Methods of Payment

Mean Difference Mean Difference Mean Difference
(Salary versus FFS) (salary versus capitation) (FFS versus capitation)

All physicians - 0.0395 1.0649··· 1.1721···

FFS Physicians -0.3429·· 0.9478··· 1.3265···
Family Physicians -0.4894"'· 0.9971·** 1.5483***

Cognitive Spec. 0.2813 1.0545**· 0.5556
Procedural Spec. - 0.5510*· 0.6105**· 1.1609*··
Technical Spec. 0.5806 12857*· 0.7200

Salaried Physicians 0 -,9386"'··, 1.6633·** 0.9432·*
Family Physicians 1.0244· 1.6774*· 0.9310
Cognitive Spec. 1.0000* 1.8571*** 0.9688*
Procedural Spec. 1.3333 3.1667 2.4000

Technical Spec. 0.5652 1.0385*· 0.5909

Speeialists
Family Physicians -0.2961· 1.0259·** 1.4356···

Cognitive Specialists 0.6212· 1.3929·" 0.5810·
Procedure Specialists -0.3636 0.7500··· 1.1546· ..•

Technical Specialists 0.7895· 1.2807" 0.5102

Female Physicians 0.3818 1.2353··· 1.0200"'··
Male Physicians -0.1169 1.0375·"'* 1.2019···

Level of Significance (2-tailed) * p< 0.05 ** p< 0.01 *** p< 0.001
Note: Negative mean difference: more support for wellness activities by the second payment method.

The favouring of fee-for-service over salary among fee-for-service procedural

specialists may have been enhanced by the fact that fee-for-service has been seen as the

method most rewarding to procedural disciplines (Wright, 1991). Salary was presented in

the literature as more supportive ofprimary Care (Conway, 1989), but this did not translate

intomore support for wellness activities amongfee-for-servicefamilyphysicians. In addition

to favouring one's own method ofpayment, the increase in wellness support under fee-for- .

service suggested that fee-for-service family physicians and procedural specialists may
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support changing the incentives within their method of payment to enhance the delivery of

time-based wellness activities. Conversely, fee-for-service has been viewed as inadequate

in assessing the value of the services provided by cognitive specialists

(Epstein and Blumenthal, 1993), so that fee-for-service cognitive specialists could be

expected to react less favourably toward their current method ofpayment.

While the findings for fee-for-service family physicians and procedural specialists

may have been anticipated, given the general commitment to the treatment of symptomatic

disease (Alonzo, 1993), the finding that fee-for-service technical specialists tended to

indicate more support for wellness activities under salary was somewhat surprising, given

the quantitative nature of anaesthesia, radiology and pathology. This finding may be

explained, in part, by a study by Lefcoe (1993) which found that radiologists derived most

of their income from clinical activities but were poorly compensated for time spent on

teaching, research, and administrative duties

The prediction that capitation would decrease support for wellness activities was

shared almost equally between fee-for-service (42.0%) and salaried physicians (43.1%),

indicating "current method ofpayment" was not a differentiating factor among physicians

in predicting support for wellness activities under capitation. While the CHSA's draft

response (1996) to the Victoria Report suggested the possibility of such a finding among

salaried physicians, these results indicate that concern over the ability ofcapitation to support

health promotion and disease prevention may be more widespread.

Based on current and future method. of payment remaining the same, a larger

percentage of salaried physicians (58.7%) compared to fee-for-service physicians (49.3%)
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indicated no change under salary. Salaried physicians appeared more satisfied with the level

of support for wellness activities they were currently able to provide. Given the present

nature of fee-for-service and salary as methods ofpayment, such a finding is understandable.

Salary is already' viewed as conducive to time based activities and teamwork

(Pineault, 1984), while fee-for-service discourages such activities (Wright, 1991). Given the

opportunity to change their current remuneration system to support wellness activities, there

should be less of a perceived need among salaried physicians who would already have had

greater opportunity to provide the level of services they deemed appropriate.

At the same time, a difference between fee-for-service and salaried physicians

appeared to exist with regard to supporting wellness activities under their own methods of

payment. A larger percentage of fee-for-service physicians (12.6%) indicated that they

would reduce their wellness activities under a revised fee- for-service system of payment

compared to salaried physicians (3.6%) under a revised salary system. In effect, salaried

physicians appeared to be stronger supporters ofwellness as measured by the activities they

were asked to consider.

Under each paymentmethod, differences in the level ofsupport for wellnessactivities

based on current method of payment, specialty and gender were presented in Table 5.1.2.

Family physicians were generallymore supportive ofwellness activities than specialists, and

cognitive specialists are generally more supportive than procedural and technical specialists.

As well, fee-for-service physicians were more supportive ofwellness under fee-for-service,

and salaried physicians were more supportive of wellness under salary. These findings

support results already presented which showed that the current method of payment and
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specialty can affect the predicted level of support for wellness activities.

Table 5.1.2 Mean Differences in the Level of Predicted Support for Wellness Activities
Between Physician Groups Under The Same FutureMethod of Payment

Populations Mean Difference Mean difference Mean difference

(fee-for-service) (salary) (capitation)

FFS PhYSicians
specialists vs. family physicians "().4025** -0.1289 0.0942
procedltech vs. cognitive specialists -0.2687 -0.7776* -0.6969*
male vs. female 0.0290 -0.3258 0.0303

Salaried Physicians
specialists vs, family physicians -0.1447 -0.3527 -0.3382

procedltech vs. cognitive specialists -0.0199 -0.2436 -0.0805
male vs, female 0.1555 -0.2733 0.0823

Family Pbysiclans
salary vs. fee-for-service -0.6621 '" 0.8135* 0.2738
male vs. female 0.2941 -0.3267 0.3459

Specialists
salary vs. fee-for-service -0.4043 0.5897*
proced/teeh vs. cognitive specialists -0.1480 -0.6306**
male vs. female -0.1509 -0.6427*

-0.1586
-0.4006
-0.7713*

Level of Significance (2-tailed) * p< 0.05 ** p< 0.01
Note: Negative mean difference: more support for wellness activities by the second physician group.

In general, gender did not appear to affect the level of support for wellness activities.

This was consistent with other findings which indicated that preferences based on gender are

often over-ridden by the cultural influences ofmedical training (Arnold et al, 1988). The

process of training for any profession tends to indoctrinate new members into the accepted

practices of that profession. However, a significant difference in the level of support for

wellness based on gender was found among specialists, ifpaid by salary or by capitation. It

has been suggested that female physicians are more inclined to accept a salaried position

compared tomales (Coburn, Torrance and Kaufert, 1983), and there is evidence that female

physicians are more willing to accept salary as an alternative to fee-for-service

(Woodward et al., 1995). Conversely, Lepnunn and Henderson (1992) found no significant

differences between female and male physicians based on their willingness to change
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methods of remuneration.

Cross tabulation analysis between current methods of payment and gender revealed

a similar distribution for female and male specialists (level of significance = 0.24843)

although a slightly higher percentage of female specialists were salaried compared to their

male counterparts (Table 5.1.3). Cross tabulation of specialties and gender found that the

distribution of specialties was significantly different (level of significance = 0.00010) with

female physiciansmore likely to be cognitive specialists and male physicians more likely to

be procedural specialists (Table 5.1.4). This suggested that specialty (medical training and

the nature of the specialty) may have contributed to the apparent gender differences. This

was consistent with the suggestion that it is not gender, but rather the training and practice

environment of the physician which are important in determining the attitudes and

preferences ofphysicians (Arnold et al, 1988).

Table 5.1.3 Distribution ofMethods of Remuneration Based on Gender

FFS Salary Mixed! Total
Gender (%) (%) Other(%) (%)

Female 54.2 32.2 13.6 100.0

Male 65.2 23.0 11.8 100.0

TabJe 5.1.4 Distribution ofSpecialists Based on Gender

Cognitive Procedural Technical
Specialist Specialist Specialist Total

Gender (%) (%) (%) (%)

Female 55.9 11.9 32.2 100.0

Male 37.4 38.2 24.3 100.0
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S.l Rural vs, Urban Fee-fer-service Family Physicians

Analysis failed to find significantly higher levels ofsupport forwellness among rural

fee-for-service family physicians compared to urban fee-for-service family physicians. The

literature suggested that rural physicians faced a number of barriers to participating in

activities not associated with traditional direct patient care services

(Harris and Leininger, 1993), in particular, higher patient-physician ratios (Moorhead, 1990)

and, despite similar office hours, more patients in the same time . period

(Harris and Leininger, 1993). Rural practices also tended to have an older population

emphasizing a greater need for geriatric services (Weiner, 1995).

It was anticipated that predicted support for wellness activities among rural

physicians would be higher than among their urban counterparts, due primarily to their

present lack ofdiscretionary time to participate in these activities. Although rural physicians

predicted higher levels of support under fee-for-service and capitation, the differences were

not significant. Conversely, urban physicians indicated more support under salary, although

again the difference was not significant. This suggested that the differences in practice

settings between rural and urban physicians did not affect the levelofsupport for wellness

activities predicted by fee-for-service family physicians, and more specifically, it did not

cause rural fee-for-service family physicians to indicate greater support for wellness

activities.

5.3 Perceptions ofEquity

Analysis of the interaction between SWELLACT and EQUITYI supported the

hypothesis that support for more wellness activities declines as perceptions of equity
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increases (Figure 5.3.1). Inasmuch as physicians would be willing to change their practice

patterns, theory suggests that the degree to which this occurs would depend on how much

they agreed with the need to change, their ability to change and the expectation that new

activities would be adequately rewarded (Oliver, 1974) .. The degree to which a physician

would make changes is also a manifestation of hislher perception of current equity

(Walster, Berscheid and Walster, 1973) and the ability ofa change to restore or maintain

equity (Hatfield and Sprecher, 1984). Therefore, physicians schooled in the medical model

and trained to treat symptomatic conditions, would be less inclined to change their current

practices to support wellness activities unless their present situation was perceived as

inequitable. The findings support this reasoning.
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Figure 5.3.1 Predicted Support for wellness activities
(3 methods of payment) By Equity1

In addition to results confirming the hypothesis, an increase in predicted support for

wellness activities under fee-for-service for those with very highequity, the lower level of

support for wellness activities under salary for those with very low equity, and a lack of
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interaction with support for wellness activities under capitation required explanation.

Equity theory suggested that in addition to distress over a lack ofequity, one can be

distressed over too much equity (Walster, Berscheid and Walster, 1973). Under a fee-for

service method of payment, physicians with very high equity may have perceived excess

equity and viewed changing practice patterns to accommodate wellness activities as a way

to restore equity. Alternatively, having achieved very high equity, these physicians were able

to give more consideration to professional development and to improving health care

services. Under salary, support forwellness activities fell relative to fee-for-service for those

with very high equity. This may have reflected the impact oflosing a method of payment

(fee-for-service) seen as fair bymany fee-for-service physicians (Lepnurm, 1996). For some,

changing to salary may have presented a threat to equity.

The decline in support under salary for those with very low equity suggested that, like

those with very high equity, salary was viewed as contributing to inequity and discouraged

greater support under that method of payment.

The decline in support under capitation for all levels of equity with no significant

differences between groups suggested that capitation was seen to decrease support, and that

this view was widely held among physicians regardless of their current equity.

In analysing the interaction between SWELLACT (FFS) and EQUITY1

(Figure 5.3.2), physicians who carried out their activities as part of a full practice group in

smaller urban centres deviated from the general relationship. Among the equity groups that

showed significant differences in wellness activities, support actually increased as equity

increased. The findings indicated that those with very little equity perceived wellness
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activities as contributing to inequity. These physicians may have been opposed to wellness

activities and changing payment factors may have provided them with the opportunity to

follow objectives ideologically different from supporting wellness activities. In contrast,

physicians who provided in excess of40 hours per week on call and perceived very high

equity indicated high levels of support for wellness activities. These physicians, while

satisfied with their current situation were also prepared to change their practices to include

more wellness activities .
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Physicians who provided more than five hours of teaching and research per week

(Figure 5.3.3) deviated from the general findings for SWELLACT (Salary). The total lack

of support forwellness activities (-2 is equivalent to doing less ofall four wellness activities)

among physicians with very high equity was unexpected as this group strongly identified

itself with a particular wellness activity. It was possible that this group represented

individuals currently dissatisfied with their performance goals (teaching and research)
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although this seemed unlikely given their very high equity scores. No other explanationwas

apparent and this finding will require further investigation.
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Figure S.3.3 Predicted Support for Wellness Activities
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The interaction between SWELLACT and EQUITY2. (Figure 5.3.4) produced

somewhat less significant results than EQUITYl, but still tended to support the original

hypothesis. The weaker inverse relationships may have reflected the larger percentage of

family physicians present as compared to EQUlTYl. The drop in support for wellness

activities when equity was very high (EQUITY2), suggested that family physicians.

perceiving very high equitymay have been less willing to provide wellness activities under

fee-for-service. Increasing wellness activities may not represent a performance goal for

family physicians, or perhaps this goal was already being met. Changing the nature of

incentives to correct inequity may be more important to specialists.
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The predictions of support for wellness activities among non-fee-for-service

physicians, as well as physicians practising in an academic or institutional settings differed

from the general findings (Figure 5.3.5). Among those equity groups that were significantly

different, physicians predicted reduced support (negative scores) for wellness activities as

equity increased. This suggested that wellness activities under fee-for-service adversely

affected equity among non-fee-for-service physicians, and those practising in academic and

institutional settings, if they were presently experience high equity .

The decrease in support for all wellness activities under salary (Figure 5.3.6) among

procedural specialists at very high equity suggested that maintaining their present level of

wellness activities under salary was perceived as contributing to inequity. Wellness activities

under salary may have also been seen as a threat at very low levels ofequity. The decrease

in support for wellness among procedural specialistswith very high equity may be explained

by the fact that these physicians . would be strong supporters of fee-for-service

(Wright, 1991). As well, being defined by the delivery of discreet clinical tasks, the time
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restrictions associated with salary (Calnan et aI., 1992) would have motivated these

individuals to maintain the activities they most associated with fulfilling performance goals

(Oliver, 1974) .
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responsibilities indicated that support for wellness activities under salary cannot be expected

among those already perceiving equity. Unlike for procedural specialists, a different

explanation may be offered for these findings. This response may have reflected the desire

of this group to focus more on teaching and research at the expense of other wellness

activities. This seemed most likely since these physicians already had equity and salary was

generally viewed as the method which was most appropriate for time-based activities such

as teaching and research (Pineault, 1984). Such a fmding would be consistent with

expectancy theory and the desire to achieve performance goals (Oliver, 1974).

_,

5.4 Importance ofPayment Factors

Analysis of the interaction between SWELLACT and PAYFACTS failed to prove

the hypothesis that support for more wellness activities would decline as the perceived

importance of payment factors increased (Figure 5.4.1).

According to Huseman et al. (1986) individuals will perceive the same equity

relationship in different ways depending on their sensitivity to the input and outcome sides

of the equation. This is consistentwith the Hatfield and Sprecher (1984) analogy of "equity ,

is in the eye of the beholder." In view of the lack of interaction between SWELLACT and

PAYFACTS, different explanations were possible. First, sensitivity to payment factors did

not influence support for wellness activities. However, in light of the significant

relationships between SWELLACT andEQUITY! and EQUlTY2, and that equity-sensitivity

represents an important aspect of equity theory, such an explanation seemed unlikely.
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Second, one's sensitivity to equity can affect one's perception ofequity, but the two

may not necessarily be linked. Ifone perceives a lack ofequity, it cannot be assumed that one .

is overly sensitive to input factors. Varying degrees of sensitivity may have existed at all

levels ofequity or all levels ofwellness support. However, a limited number of significant

interactions were found between PAYFACTS and SWELLACT (Figure 5.4.2 and

Figure 5.4.3) suggesting that this relationshipwould benefit from further study.

Most interesting was the interaction between SWELLACT(Capitation) and

PAYFACTS for physicians aged 21 to 40 years of age (Figure 5.4.3). For those indicating

very high importance for payment factors, there was a correspondingly higher level of

support for wellness activities. Noteworthy for identifying a group ofphysicians willing to

increase support for wellness activities under capitation, this finding also contradicted the

hypothesis that entitled individuals would be less supportive of wellness activities. One

possible explanation was that these physicians perceived wellness activities as an beneficial
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outcome to themselves.
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5.5 The Anticipated Level ofDirect Patient Care

DIRECT CARE (fee-for-service)

Based on the interactions between SWELLACT and DIRECT CARE (FFS), the

hypothesis that predicted support for wellness activities would decrease as the level of direct
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care increased could not be proven (Figure 5.5.1). Theory relating increases in physician

workload to the method ofpayment had suggested that physicians would increase hours of

work somewhat under fee-for-service in response to increased demand (Calnan et a1.,1992).

Professional ethics and the desire to provide all services required by the patient suggested

that therewould be an attempt to provide some wellness activities even if the physician was

expecting to provide a high level of direct care, but that a bias toward the medical model

would cause this support for wellness activities to fall as overall workloads increased.
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Amore gradual drop in support for wellness activities that would have prevented the

hypothesis from being proven was not unexpected. However, the finding that support for

wellness activities continued to increase as the anticipated level ofdirect care increased was,

at first glance, somewhat perplexing. Some explanation for these findings may be found in

the work of Festinger (1962) and the theory of cognitive dissonance.

Because of the evolution of health care models and the defining ofwhat constitutes
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good health care, some physicians may perceive a certain degree of conflict between the

desire to emphasize the types of services that are consistent with the medical model and those

types of activities associated with broader models of health care. Given that physicians

providing or expecting to provide a high level of direct patient care were also less likely to

be providing wellness activities at a level acceptable to them, the recognition that wellness

activities were important would cause them to indicate more support, even if the resulting

workload commitment did not appear plausible. Therefore, while the positive correlation

between SWELLACT and DIRECT CARE seems unmanageable, cognitive dissonance

would suggest that the more one holds to specific practices (direct patient care), the more one

will seek to incorporate contradictions into them (Festinger, 1962). Much like equity and

expectancy theory, the physician will alter the perception ofwhat can be achieved until the

resulting workload becomes too excessive and actual changes to practice patterns must occur.
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Based on the interaction between SWELLACT and DIRECT CARE (Salary), the
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hypothesis that predicted support for wellness activities would decrease as the level ofdirect

care increased could not be proven (Figure 5.5.2). While the predicted level of support for

wellness activities eventually declined, high levels of direct care were still associated with

more support for wellness activities, suggesting that cognitive dissonance was affecting some

physicians.

DIRECT CARE (Capitation)

Based on the interaction between SWELLACT and DIRECT CARE (Capitation), the

hypothesis that predicted support for wellness activities would decrease as the level ofdirect

care increased could not be proven (Figure 5.5.3). Here however, the reason for the rejection

did not appear to be related to the effect of cognitive dissonance as discussed previously.

Unlike fee-for-service and salary, there was no effort to increase wellness support under

capitation at any level of direct care, indicating that other factors, such as rejection of

capitation as an appropriate method for remunerating physician services, were influencing

the decision of physicians.
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5.6 Conclusions

The method of payment used to compensate physicians and the incentives existing

within the method ofpayment both contributed to the predicted level of support for wellness

activities. The distribution of responses among Saskatchewan physicians indicated that,

based on factors important to them, physicians would expect to increase support for wellness

activities under fee-for-service and under salary. The analysis also indicated that an increase

in the level of support for wellness activities was being hampered by the way physicians

were currently reimbursed in Saskatchewan, more specifically, by the factors presently used

to determine compensation for various activities. The predicted decline in support for

wellness activities under capitation versus the increase under fee-for-service and salary

revealed that the method ofpayment, and not just the incentives within a method ofpayment,

had an impact on predicted support for wellness activities.

It was concluded that support for wellness activities was affected by perceptions of

equity. Support for wellness activities declined under fee-for-service and salary as equity .

increased, although this relationship was less apparent among family physicians. Switching

to an alternative method ofpayment decreased support among those currently perceiving

very high or very low equity, indicating that changing the method of payment was seen as

contributing to inequity. Specific groups of physicians did not appear to reflect the general

relationship found between equity and support for wellness activities, most notably,

physicians in full practice groups and those providing more than five hours of teaching and

research per week (EQUITY 1 ), and non fee-for-service physicians, academic and

institutional physicians, and procedural specialists (EQUITY2).
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While it appeared that those experiencing inequity would increase their support for

wellness activities, it is not suggested that increasing the amount of wellness activities

carried out by physicians will improve equity. ·In the face of restrictions on funding and

reduced professional autonomy, how to establish andmaintain equity to ensure productivity

once wellness activities have been adopted must beanswered by future research.

It was concluded that support for wellness activities was not affected by the

importance that physicians placed on payment factors. Given the'work ofHuseman et al.

(1987), and the research already dedicated to payment factors (Hsiao et at, 1988;

Lee et at, 1990; Becker et al., 1990), this was somewhat surprising, especially in light of the

relationship established between support for wellness activities and equity. While not

dismissing the impact of payment factors, it appeared that this proxy for equity-sensitivity

was dispersed somewhat randomly throughout the population and was not a critical factor

in determining the level of support for wellness activities. Given the theoretical relationship

between equity and the importance ofpayment factors (equity-sensitivity), future research

may produce more conclusive fmdings.

Support for wellness activities was also affected by the anticipated level of

appropriate direct patient care to be provided under a method of payment. However, the

findings did not support the hypothesis that support for wellness activities would decline.

In comparing all three main interactions between SWELLACT and DIRECT

CARE (Figure 5.6.1) it is noted that for the most part, fee-for-service and salary followed

similar patterns ofbehavior, with the clear exception oflow direct patient care, where

support for wellness under fee-for-service was at its lowest and support for wellness
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under salary was at its highest. This suggested that physicians anticipating a low level of

direct care reacted differently to fee-for-service and salary when predicting support for

wellness activities. Comparison of current methods of payment (Appendix 4) did not

account for this variation and no significant differences were found between specialties

.. using ANOVA (Results 4.2.5). Capitation followed a distinctly different pattern
-

suggesting that physicians regardless of their desire to provide direct patient care viewed

capitation as inadequate to support the delivery ofwellness activities.
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(3 Methods of payment)

As . Saskatchewan seeks to reform its health care system and the wellness model

becomes the accepted model for health care delivery, physician remuneration will play an

important role in ensuring that the necessary services are provided in an efficient and

effective manner. From the support indicated for wellness activities among physicians, most

would appear to be willing to support the objectives of theWellness Project, but this support

will be contingent on the application of a remuneration system that is seen to be equitable
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for both the physicians and their patients. Some physicians, while perceiving a high to very

high level of equity were prepared to reduce their level of wellness activities if the

remuneration system was not seen to be supporting their performance goals. Capitation, in

particular, was viewed by some physicians as a threat in terms of affecting their ability to

provide both wellness activities and direct patient care, regardless of the present method of

remuneration.
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Benevolent:

Capitation:

Case Mix:

CHSA

CMA:

DSC:

Dualism:

Entitled:

Epp Report

Equity:

Equity-sensitive:

Expectancy Theory:

GLOSSARY OF TERMS

Prefer inputs to exceed outcomes

Physicians receive a fixed amount per patient per year regardless of the
number of services provided. Provides incentives to control both the price
and quantity of services.

Modification offee-for-service. Assigns a fixed price for the treatment of

any patient within a diagnosis-related group (DRG). The total cost of treating
the patient is predetermined

Community Health Services Association. Community clinics located in
Saskatchewan

Canadian Medical Association

Departments ofCommunity Health, Quebec

The separation ofmind and body

Prefer outcomes to exceed inputs

Three major national health 'challenges' requiring new health policies and
practices were identified: 1) disadvantaged groups 2) preventable diseases
and injuries; and 3) there is a lack of community support

Equity is the balance or fair 'trade-off between the efforts (inputs) and
rewards (outcomes).

Prefer outcomes to equal inputs

Hypothesizes that performance is a function ofmotivation and ability, and
that low motivation leads to low performance. Motivation in tum is a

function of performance goals and the 'expectancy' that one's efforts will
result in attainment of these goals
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Fee-for-service:

Functionalism:

Health Field

Concept:

Method ofpaying physicians which involves paying an established and set

fee for each.discrete service provided.

That all social institutions are defined by the function or role they play in

maintaining the social system

(HFC) promoted by the 1974 Lalonde Report: A New Perspective On The
Health of Canadians. Consists of four elements: 1) human biology,
2) lifestyle, 3)environment and 4) health care organization.

Health Promotion
Framework: see Epp Report. Sought to address the identified health challenges through

self care,mutual aid, and healthy environments.

Hierarchy of Needs: Needs range from the lowest; biological needs such as food to the highest;
self-actualization needs such as creativity, self-expression, integrity and self
fulfilment

Holistic Model:

Lalonde Report:

Medical Model:

Focusses on the whole person. Contends that there are no universal norms
of health. Prefers to . deal with the causes of disease rather than merely
controlling the symptoms. Rejects dualism and reductionism.

see Health Field Concept

The dominantmodel for addressing issues ofhealth and illness. Focus on the
treatment and curing of disease. Consists of a number of concepts and

assumptions. Subscribes to the concepts of dualism and reductionism.

Motivation-Hygiene: Those factors involved with job satisfaction (motivators) are distinct from
those factors which cause job dissatisfaction (hygiene factors)

Professional

autonomy:

Reductionism:

Relative Value
Scale (RVS):

The control of professional work and the control of how that work will be

organized

Espouses that the human body can be explained by examination ofbody parts
and systems

Modification of fee-for-service with the fee being established by assessing
physician inputs such as effort, operating costs and opportunity costs

associated with advanced training.
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Salary:

Social Model:

The physician receives a fixed payment for a predetermined number ofhours.

Concerned with the environmental and social causes of disease. Holds the

larger society and its political and economic manifestations accountable for
maintaining health and eliminating illness.

Two-tiered medicine: Public and private health system operating concurrently. Such a system
. would allow physicians and patients to by-pass the restrictions imposed by
a single payer system (public health insurance). Generally seen as advantages
to more affluent members of a society.

Utilitarian:

Victoria Report:

Wellness Project:

Ensuring the most good for the greatest number

In July of 1995, the Federal, Provincial and Territorial Ministers of Health .

met in Victoria to review the financing of the Canadian health care system.
Population-based funding (capitation) was presented as the best alternative
for paying physicians.

Health reform process in Saskatchewan intended to improve the productivity
and quality of the health care systemwhile advancing health promotion and
disease prevention
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Method of Advantages Disadvantages
Payment

�ee-for-service The physician is able to control patterns Encourages frequent visits and pays
of work and to influence their own little attention to content or quality
budget.(Barer. 1988). Traditionally (Barer, 1988; York, 1992). No rationale
seen by physicians as the fairest method for its use in academic clinical
of payment (Lepnurm, 1996) and as the practices, or for front-line providers
method best able to maintain (Stoddart and Barer, 1992).
professional autonomy (Pineault Disproportionate recognition of
Contandriopoulos and Fournier, 1985). procedure over counselling, with
It has generally been accepted by the disincentives for non-clinical activities
public (Reiman, 1983). Global funding (Wright, 1991). Requires expensive
caps have made fee-for-service a controls to limit abuse resulting in high
volume-insensitive fiscally predictable administrative costs, and a reduction of
salaried system in Canada (Lofsky et. independence and clinical autonomy
al., 1995). (Shimmura, 1988). Creates a climate

that encourages entrepreneurs rather
than team players (Lahaie and Chopyk,
1992).

Relative Value Modification offee-for-service with the This method is not seen as feasible in

Scale fee being established by assessing Canada where costs are controlled by
physician inputs such as effort, limiting total spending and where
operating costs and opportunity costs doctor shortages are geographical, not
associated with advanced training. income driven (Welch, Katz and

Zuckerman, 1993).
Seen as useful in partially correcting
historic inequities in payments (Welch.
Katz and Zuckerman, .1993).

CaseMix Modification of fee-for-service.

Case mix assigns a fixed price for the Case mix tends to alter the relationship
treatment of any patient within a between doctors and hospital, with
diagnosis-related group (DRG). doctors being pressured to assume

.

(Broyles and Reilly, 1988). greater fiscal responsibility for clinical
decisions Case mix makes little Of no

The total costof treating the patient is allowance for severity of illness and
predetermined and the physician or creates an incentive to screen for less

hospital retains any surplus realized. severe forms of conditions (Reinhardt,
1985)(Broyles and Reilly, 1988).

There is an incentive to improve
operating efficiency . Unforseen costs must be absorbed by

the physician or institution.
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Salary The physician receives a fixed salary Salary is generally not favoured by
for a predetermined number of hours. physicians (Lepnurm and Henderson,
(Calnan, Groenewegen and Hutten, 1994).
1992). Enhanced communication with

paramedical professionals, a Some salaried physicians have
community-based focus, facilitated experienced a loss ofautonomy
sharing of information with colleagues, associated with employment status
and an atmosphere conducive to (Lahaie and Chopyk, 1992).
teamwork (Lahaie and Chopyk, 1992).
Viewed by governments as the most It may cause physicians to under serve
effective method for controlling patients and makes themonitoring of
expenditures (Lepnurm, 1996). the physician's practice more difficult

(Reinhardt, 1985).
Salaried physicians are more efficient
in the delivery ofprimary care
(Conway, 1989). Salary is often seen by
physicians as more convenient and

providing financial security (Pineault
Contandriopoulos and Fournier, 1985)
and is gaining increased acceptance by
physicians (Woodward et. al., 1995).

Simple to administer and facilitates
cooperation among physicians and
makes budgeting easiertkeinhardt,
1985).

Sessional Often used to create unique incentives Generally not favoured by physicians
designed to attract physicians to due to perceived loss of autonomy
unattractive practice locations (Lepnurm and Henderson, 1994).
(Lepnurm and Henderson, 1994).

Similar to salary in that the physician
receives a fixed amount for a set
number of hours. Involves short term
contracts which are subject to periodic
renewal.

Capitation Physicians receive a fixed amount per Under direct capitation, may encourage
patient per year regardless of the general practitioners to reduce financial
number of services provided (Calnan and personal costs by reducing
Groenewegen and Hutten, 1992). consulting time, excessively

prescnbing, or OVer referring to
capitation provides incentives to specialists (Krasnik Groenewegen
control both the price and quantity of Pedersen et. al., 1990).
services (Roper, 1988)

Capitation is not favoured by physicians
due to perceived loss of autonomy
(Lepnurm and Henderson, 1994)

Asymmetry of information may make
patients less aware of the factors that
may motivate the physician resulting in
a decline in individual patient care
(Reinhardt, 1985).
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CONFIDENTIAL QUESTIONNAIRE

1, Please indicate field ofpractice: (...... cIrIedl ..........,.)

[ J GeaenI PrKt......IF•...., CapHI•• S,ed....
.
PlaJIIdM

Do you have� Irllinins?
( ) Anllellhesia
[ ).ObItdrK:al
( ] Ibdiolosical
( )

. SuraA
[ ) 0theI: _

[ ) DmnIfoIoaist
( ) Intemill .........,.....,
( ) NeuroIopt
[ ) PediaIriciIa

�MediaII�'
( ) PsydUalrist

........... SpedaHIC
( 1 0bI�.t (]ynaecoIo&iIt
( ) OIoIuynplaaist
( ) 0pNUlm01op.a
(

T....... Specl....
I ) Aneat....

( ) Patholopa
( ) Ibdiotopt
�
n......c)

2. How lair do )'OU feellhe currmt fee-foNervice
system is beaweeR:

aa-.. PhcUtionenIFMrily
Physiciaa VS AU Specialilu

�. Spec:iaIistr. VS PrtIceduaJ •
Tec:hnicial Specialisll

Please dMdl .........r for eada ......at.

Moldy MOldy CompIetelJ
f" Neuer.. unr.

.

Unfair

( ) ( )

( )

( J

[ )

[ }

[ )

( )

( J[ )

• What is your C1U'I'tIIt predominant mode at� (.... dIedl ...........)

[ J Fee·for..... ice ( ) SWry ( ) Miud (] OIlIer (PIeue 1pICify)

Very .

How satWactorJ do you feel YCQ'� income SIIisfIClOry

.

is (i.e. after deductinl offICe expenses)? I )

MOldy
SlIisfldOly

( )

PIeaIe clleck ODe .......

MOldy
SlIisflCtory Uftllliafactory

( ) ( )

Vuy
UftSltil6lcfary

( )

•
How many lu,.n per week do you lypic:ally spend ..... fteck ......... foreacll ........L
011 the foUowina pofessional activiliea: I·' 6·10 11·20 2J ·30 31·«) "1·50 SI·60 >(aO

Direct palientQI'e (.lId" Oft call)
None hnIwk bnIwt hr'I/wk InIwt hnIwt InIwt bnlwlt InIwt

...._ ...................-,...,. ( J ( I ( I ( J ( J ( ) ( I ( I ( I
-...-diIic,-.-,.......,

0. Call ( J ( ) { J ( ) f J ( ) ( ) ( I ( )
laAitulionalllleClal�ducia I ) ( J ( ) I ) I J I ) [ J ( ) ( J
Pm.1eoffice�. dutiea ( ) ( ) ( J I ) f I [ J ( ) ( ) ( J
Tachina lAd reaearcb ( J ( .J . ( I I ) I J { J [ I ( J I )
ConUnuina medical edtlClIIion I ) ( ) ( J ( ) ( ) ( J ( J I J ( )

· Praclice Idtina and arranaernent: (PIeaa dIeck GIlt •...., ror eada ..HHtIoa.)
L [J PriYIIe ( I Z�.. ( ) Other (PI... apec:ify)
b. [J Urbin [ ) Rural (Lea IbM 10.000)

Co [J Solo [ ) Group ( J Ocher (PI... lpecify)

�( ) S.....olfiGpenIeI, medic.a records (AI�)
[ J tncome poolina IIrIhpmenIS (community dinie. olber 1fOUPI)

LYearsolPractice: I J OtoS,an, ('6totO,... (Jllto20ye... [ hofo......»,...
b. Aae: (12ltolO,... f ) lllD<tOyearl (1'1.50,... () Sl to60yeUl t J611070yan I J0¥er70ycan
c. GeAdet: ( ) female ( ) Male

,:



8. Following is a list of factors identified from the lileralure that could be used in es&abIishing a paymem system.
How important do you consider each of the following factors?

P1ease cbeck oae answer for eacb statelDeaL

Very Moder.ady Sliahdy Not at all

ImpI:tmnl Important Imporunt lmportant Imponant
Le"sth of time to deliver service ( ) ( J ( ) [ ) ( )

(...... IIcI-. ..... encI pool'

The lime the WQrk is performed ( ) ( ) [ ) ( ) ( )
11DdI ...,.CftIIint.___hal.,)

Place where service is perfonned [ J { J ( ) [ J ( J
(ill ,,�·."_lhehaapiIaIorill-..cJ'

StrCIII involved in cmyi", out inlcrVenlion/scrvice ( ) [ ) [ 1 ( ] ( )

Expense of prlCtic:e [ 1 [ ) ( ) ( ) [ J

Len,th of medical trainin, ( ) ( ) ( ) ( ) . [ )

ProfClllionailiability insunnce [ ) ( ) [ ) ( ) ( )

Number ofyanof experience ( ) ( ) ( ) ( ) ( )

Number of credillllCCUmulaled in • conlinuinr medical ( ) ( ) ( ) [ J ( 1
J

educlliaa .......

DisIance &om Iar&e urban centra ( ) ( ) ( ) ( ] ( )

Other
�.,..,)

( ) ( ) ( 1 ( ) [ )

Other ( ) ( ) ( 1 [ ) [ )
CP-.....-,)

9. The followioa lisa is Ibc same as the above list. Please nmk die impoda:e you fed should be Jiven to eada of the

follovtina 12 faclOll in a payment system. Please ...... the most imponaatwilli a score 01 I. the second most important
with a score 012. and 10 OIl.

( ) Leaadaoflime IDdeImr ........................,...,
( Tbe_die work. perf.........._ ............... ...."

Placewhile 14nice .. performed ..,... ....-,)

( J SInD iIwol¥eci in CIIr)'ina oat��Ke

ExpenIe ofpretiCle

Leqthofmedicallniniaa
PnIf..... liabiJity innnnce

NUIhber or yan or experieftce(

. (

Number or credits accumuIaaed ill • coat.... medical educaIion propam
DitIace &om ....__ CIeIIINI

Other
���-.I�GV��-------------

Other
��--.-I-_-�-------------

10. PIcate incticale Ibc response which most closely earraponds 10 die way you personaUy feel.
� SboaaIY

Your cunent meIhod or payment reflects Ihe Ape Ape Neutral Disqree
fac10n you� are im..... I ) ( ) ( J ( )

s.....,
DiJapee

{ J

I. Providina yow iacome ranained• its c:unat Ieve1. would you be wiIIina 10 chInae 10 an Ilaemae remunenllion
I)W1IlIhat iacorpor_ (be factors you considered iIRpOIIIIII abcM eta questiou IS .19)1 (..... dIecIt .........)

( ) DeftaitcIy [ ) No( 1 Probably



12- It you were remunerated in I f..,.,.... ,Ice .,._ baed on

!be factor! .... 1OII1JeUeoM are iaponana. bow would .. Please cMck ODe ....... fer-' ........ ,

amount of time spent on the followina� be a&cted?
More Leu No Effees NoOpinioa

""'are in iaItiIIIIioaI ................ ,..... ( I ( I ( J ( J

Patient care in oua.pMieftI clinic: of hospital ( J { I ( J ( J

Patient care in emeraency e.. unit ( J ( J ( ) ( )

Patient care in • priv.. offlce ... ( 1 ( ) ( I ( I
. .,

Preventive medicine c:ounsellin, ICtivicia in office viii. ( ) ( I ( J ( I

Insticutional medic.. adm_lralive duties ( I ( I ( ) ( )

Tadlin.1ftCi raeardt ( ) ( I ( J ( )

Clinical work with other he..1h profasionals ... ( ) ( J I I ( )
..,... .........�...... ---

Continui"l medical education ( ) ( J ( I ( J

13. l( you 9(eIe remunerated by ....uaI raxeduIIrJ Msed.
the factors that you believe are impoctall. bow would Ihe

Please claeck oa........ fer ...........
8InOURt of time spent on die following activities be affected?

More Lea No Efl'ees NoOpiftioa

Paliena eate in institUlions (heIpItaI. ................ ( ) ( ) ( ) ( )

Patient eate in out-plbent clinic of hoIpital I J ( ) ( ) ( )

Patienl eate in emerpnqr care unit ( ) ( ) , ) ( J

P.aient c:-= in • priv... otrtce ( ) ( ) ( ) ( )

Pmentive medicine c:ounseJlin. activities iA oft"tce vis. , ) ( J ( 1 ( )

InstitutiouI medical adminisuative duties ( ) ( ) (. ) I )

Tachina and resetreb ( ) ( ) -, , )

C1ifticaI work wi1h other health professionals (.... ( ) ( ) ( ) ( J
�J'IicIl"""''''''''''''--)

Coadnuift. medical education I J ( ) ( ) [ I

14. If you were remunerated 0.'1 a capitatioll bGsis. how would the Please cbetk ODe aaswer tor eacb stateaaeat.
amount of time spent on the following ac:tivilCS be affected?

More Less NoEfTect No Opinion

Patient care in institutions o.o.iIaI. .......... fdiIieI) ( ) ( ) ( ) ( J

PIlieftl care in out-patient clinic: of hoIpital ( J ( ) ( I ( )

Pit. care in emeraenc:y care unit ( ) ( ) ( J ( 1

Pilient care in a private offte:e ( ) ( ) ( ) f)

Preventive medicine counselling activities inotra visi" I ) ( J I J ( J

Institutional medical administrative duties ( ) ( I ( J I J

Teaching and rese.cb 1 ) ( ) { J

Clinical work with odler health professiOClals (IUd! • ( I ( ) ( J
..,... ........u. dietiI_ • ....". cafe __ •

CAntinuinl medic" education ( J ( 1 ( J ( )



15. If )011 wae� CMt.__ a••' basis. how ....... .....clle(k ...................•...
amounc � Wne spent CMt the foIIowial� be Iftected?

.... U. MoEffect Moop.iDll

P.... caN ......- .............._...., ( ) ( I ( I ( )

P.... e.. .. 0lIl..,.... clinic 01 hoIipit.a t ) I ) - I I ( )

P.... caN. emeraency ..- I ) ( ) ( ) ( )

PIliaIl care in •priv* off'ace t J ( ) ( I ( )
�

( ) ( ) ( JPreventive medicine counseilinllCtivitia ia offace visits I J

Institutional medicalldminisualive duties ( ) I ) ( I I )

TeIChi", and raearch ( I ( ) ( ) ( )

Clinical work·widt other hakh p.ofessioaala (... ( ) I ) ( ) ( )
..,........................._--,

Conciftuinl mecIic-' educ:alioll ( ) ( ) ( ) f )

.... cMek ....... ,. ............
·

16. In your opinion. whicll paymaat sysleIIl besa Fee-for- CaP- S-- No No
meeas each of the followinl objectMs: Service StillY a.hon sioall Effect Opinion

Whidllype protec.. the clinical autonomy of doctod II) !he ( J ( ) ( ) [ ) ( J [ )
�eltent?

Whicb type provides the ........ rrcedom for� iI the .

( J ( ) [ ) ( ) ( ) [ ]
choice of pncaice k»c8aioa?

Whicb type prorides phytieiMI die... CXlatIOI of IIaeir ,..,. ( ) ( ) ( 1 [ ) [ ) ( )
schedale? (lime of day. week. ,ar; Oft-QII;v�)

Wbich type best entWa that cb:taa receiYe _ ...... ( ) [ ) ( ) [ ) ( 1 ( )
income?

Whidl type bat eMbIes docton 10 pve Ibeir JNlliencI aU 1be ( ) ( ) [ ) ( ) ( ) [ ]
necaary services?

Which type allows docfOC'I ro spatd the Imountof_1hcy ( ) I 1 [ 1 ( 1 ( ) ( 1
ftUld like 10 wilb •.eta patient?

W!t;c:.'J :"jpC i. :.'Je QC.il :��) Iu "''''",,. prev_live IMIiicine ( ) ( ] i I ( ) l J ( ]
activities?

Which type is the most likely to encoanae cliaical ... wort
( 1 ( 1 I ) ( 1 ( ) ( 1wilh httaItb professionals such • physical ther..... dietiti....

home care nurses. etd

Which type most encouraa" the delivery of unnec-..y [ ) I ] ( ) [ ] ( ] ( )
services?

Which type is the most likely to enc:ourace qutlily leechina and ( ) ( 1 ( ) ( ) ( J [ 1
resean:b?

Which type i. the most likely to enc:ouraae pa1icipilioa in ( 1 I ) ( ) [ ) [ . ) [ )
institutional medicalldministrativ. duties?

Which type most encouraae. involvement in contin_, medical [ ) ( ] ( ) [ ] [ ) [ )
education?

Thdnk JOuJOf' your cooperation ;" this study_

..
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TableA3 Internal Threats To Validity

Type of InternalThreat Definition

History When the observed effect may be due to an

event that takes place between the pre-test and
post-test.

Maturation Observed effect may be due to the respondent
growing older, stronger, more experienced,
etc.

Testing Familiarity of respondent with the questions
resulting in enhanced performance.

Instrumentation Effect may be due to changes between the pre-
test and post-test instrument as it relates to
differences in sensitivity.

Statistical Regression Effect is due to respondents being classified
based upon unreliable measures.

Selection Differences between the kinds of people in one

experimental group as opposed to another

Mortality Different kinds of individuals drop out of
particular treatment groups.

Ambiguity About the Direction of Not clear whether A causes B or ifB causes A.
Casual Influence

Diffusion or Imitation of Treatments Communication between treatment or

experimental groups

Compensatory Equalization of When treatment provides value to the
Treatments respondent, respondents not receiving the

value may seek other ways to achieve it.

Compensatory Rivalry A group perceiving itself at a disadvantage
will be motivated to overcome the difference
the experiment seeks to measure

Resentful Demoralization A disadvantaged group may react by
increasing the difference the experiment is
attempting to measure.

-

Source: Cook and Campbell, 1991 pp: 50-55.

Threats to external validity relate to the applicability of results ormeasures across various
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kinds ofpersons, settings and times; the ability to generalize the finding ofthe experimental group(s)

to a larger population. These threats include interaction of selection and treatment, interaction of

setting and treatment, and interaction ofhistory and treatment (Cook and Campbell, 1991 pp 73-74).

Interaction of selection and treatment refers to the ability to generalized findings across

different racial, social, geographical, age, gender, and personality type. Bias may be reduced by

seeking as broad a range ofparticipants as possible and by making participation as convenient as

possible to minimize self-selection. Interaction of setting and treatment refers to the impact of a

specific environment and can be reduced by testing in a variety of settings. Interaction ofhistory and

treatment refers to the effect ofdifferent times of the day or days of the week. This can be overcome

by conducting the experience at various times and on various days (Cook and Campbell, 1991 pp

73-74).

In referring to the relationship between reliability and validity, Kerlinger (1973 p 469)

states," .. reliability and validity (are) ...parts of one unified whole." Kerlinger explains this

relationship in terms of variance. All measurements contain variance and it is the extent that all

items within a construct share 'systemic' variance which determines the construct's level of

reliability. Validity is related to reliability in that each item in the construct contributes to common

variance. So long as the item seen to be measured was indeed being measured, the contribution of

an item to the total common variance and thus to reliability would be valid (Kerlinger, 1973 p. 469 --

.

473). In this thesis, reliability was assessed using inter-item variance-covariance matrixes

(Cronbach's alpha), and validity was assessed using face validity, concurrent validity (criterion

validity), and construct validity via confirmatory factor analysis.
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