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A bstrac t 

MARKETING THEORY!

APPLICABILITY TO SOCIAL WORK SERVICE PROGRAMS 

IN HEALTH CARE DELIVERY 

by

Mary E. Genkins 

C hairm an: P rofessor Simon Slavin

This p resen ta tion  explored the im pact of chronic illness on middle and 

upper class health  consum ers; and th e ir  growing need for social health  

support services. I t  addressed social work service 's engagem ent of a middle 

class population w ith chronic illness, and provided a descrip tive analysis of a 

range of institu tionally  based private  social work health  ca re  models 

cu rren tly  operating  in a m ajor te r t ia ry  m edical c en te r.

One m odel, offering  social work serv ices to  M yasthenia Gravis p a tien ts  

in a private m edical se ttin g , was studied in-depth to  determ ine the consum er 

m arket's  service needs, p references and in te re s t in the program . Principles 

of m arketing  and consum er u tiliza tion  theories w ere applied to  the task of 

assessing these fac to rs .

Findings; Seven d is tin c t institu tionally  based social work p rac tice  

arrangem ents w ere identified  and exam ined. A typology was developed to 

classify  in stitu tiona l and com m unity based m edical p rac tices  in order to 

determ ine th e ir  po ten tia l for social program  developm ent.

Drawing on a M yasthenia Gravis m odel, a survey analysis o f prospective 

and ex isten t social work consum er m arke ts  was perform ed. Findings



showed th a t a po ten tia l m arke t for social work service ex isted , and th a t 

private  p a tien ts  p refe rred  a  social work service product th a t  resem bled 

trad itio n a l p rac tice  in health  care  institu tions, with some m odifications. We 

also found th a t the study group was rela tive ly  unfam iliar (^7%) with social 

work serv ices and th a t 87% of the respondents w anted m ore inform ation. 

Over 50% indicated  in te re s t in poten tially  u tilizing the serv ice. Analysis of 

service users revealed  th a t the physician played a key role in both inform ing 

p a tien ts  abou t the service and influencing them to  u tilize  it.

Conclusions; The resu lts of this study support the con ten tion  th a t the 

developm ent of p rivate  social work service health  care  models rep resen t an 

im portan t new a rea  for professional expansion. They not only o ffer 

opportunities to  serve new and underattended  c lien t m arke ts  bu t also 

co n stitu te  a source o f revenue to help support program s serving non-paying 

c lien te les .

Prelim inary data  fu rther suggest th a t application  of m arketing  theory 

to  social program developm ent can resu lt in program s th a t are functionally  

m ore responsive to consum ers' needs and structu ra lly  designed to  cap tu re  

the ir in te re s t and partic ipa tion .
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CHAPTER I. INTRODUCTION

I

Application of social work serv ices in the health  field  has been ta rg e ted  

m ost notably on the elderly , m entally  ill, physically handicapped, m em bers of 

the arm ed forces and veterans, and indigent populations; the incident of 

hospita lization  and subsequent planning required fo r discharge and re tu rn  of 

p a tien ts  to  the com m unity. Most analyses of e ffec tiv en ess , effic iency  and 

cost o f health  care  delivery and th a t of a tte n d a n t social work serv ices have, 

th e re fo re , been concerned  with these a rea s . Indeed, much of the insurance 

and funding s tra teg ie s  which have evolved over the past tw o decades re f le c t 

this bias of approach.

With the im proved m edical technology cu rren tly  availab le , m ajor 

lacunae in this type of approach a re  em erging. Analysis o f an incident o f 

hosp ita lization  and the tabulation  of many such incidents does not take  into 

account the longitudinal chronology of m any ailm en ts in which the in itia l and 

secondary hosp ita lizations no longer have a fa ta l te rm ination . The m ultitude 

of problem s associa ted  w ith chron icity  and the by-products of m edical 

technology, are  rapidly becom ing m ajor issues in health  care .

During the social progressivism  period of the early  60's, m edical social 

work becam e closely iden tified  with the needs of the poor, helping this 

population gain access  to m edical ca re  th a t was previously denied them . 

With the en ac tm en t of M edicaid and M edicare, public responsibility for 

financing services for the underprivileged was assum ed. Today, despite 

g rea te r  access, th is  group avails them selves of m edical ca re  la te r  in the 

course of illness. Consequently, it is the middle class p a tien t, who w ith



b e t te r  and ea rlie r  availab ility  of tre a tm e n t, enjoys the benefits  of im proved 

technologies and th e re fo re  has form ed an increasingly la rg e r reservoir 

requiring recu rren t m edical serv ices fo r the sam e illness.

H istorically , social work serv ices have no t been routinely u tilized  by 

chronically  ill p a tien ts  tre a te d  in the  p riva te  sec to r as an  on-going 

com plem entary  com ponent to  m edical ca re . Unlike th e  poor, who re tu rn  to 

hosp ita l c lin ics w here m edical and social work follow-up a re  p a r t of planned 

program m ing, the p rivate  p a tien t has not been system atica lly  ta rg e ted  for 

continuous social work serv ices by hea lth  ca re  planners or in stitu tions. 

P riva te  social hea lth  serv ices have ex isted  outside of and independent of 

in stitu tio n a l se ttin g s . More recen tly , as professionals have becom e 

increasingly sensitized  to  the in te r-re la ted n ess  of m edical and social needs, 

the re  have em erged  some beginning e ffo r ts  tow ard  m aking in stitu tio n a l based 

social support serv ices availab le to  these p a tien t groups. These developing 

e ffo r ts  coincide w ith the social work profession's own needs to  develop new 

c lien t m arke ts  and expanded roles in response to  the financial cu tbacks and 

fiscal re s tra in ts  resu lting  from declining governm ental and philanthropic 

funding of human serv ice program s.

This p ro jec t will address social work serv ice 's engagem ent of a middle 

c lass population w ith chronic illness and assess the  design and developm ent of 

cu rren tly  operative  serv ice delivery m odels from a consum er o rien ted  

m arketing  perspective . I t w ill thus apply a th e o re tic a l fram ew ork to  social 

program  planning th a t  is em ployed by the fo r-p ro fit business sec to r and is 

concerned with designing and defining an organization 's serv ice in te rm s of 

the ta rg e t m arke t's  needs, percep tions and p references. Such an approach 

seeks to  m axim ize consum er response, accep tan ce  and partic ipa tion  and thus



enhance the chances of program success. Because it can resu lt in more 

e ffec tiv e  "c lien t orien ted" serv ice , th is m ethodology has relevance and 

applicability  for a ll social hea lth  consum er classes and groups tre a te d  in a

varie ty  of p rivate  and clinic se ttings. It is thus in keeping with the values 

and norm s which guide the service delivery principles of the social work 

profession.

C hap ter 2 of this p ro jec t will analyze cu rren t health  care  policies, 

discuss existing approaches and focus on the  problem s posed by the growing 

pool of middle class p a tien ts  with chronic diseases th a t require prolonged 

m edical c a re . The im pact of th is problem a t  an individual, fam ilia l and 

soc ie ta l level will be explored. P resen tly  em erging social work service 

delivery m odels and those from an ea rlie r  e ra  w ill be exam ined for th e ir  

relevance and contributions to  cu rren t anc! fu tu re  social health  planning in 

this p rogram m atic a rea .

C hap ter 3 will p resen t a  th e o re tic a l fram e of reference  for the 

d issertation  p ro jec t. P rinciples of m arketing  and re la ted  theo ries of 

consum er u tiliza tion  will be discussed with particu la r focus on fac to rs  

a ffec tin g  m arke t dem and and response to  human service and health  care  

program s.

C hap ter ft will address the design and plan fo r im plem entation of a 

pro jec t which focuses on the social work service delivery m odels pioneered a t  

The Mount Sinai M edical C en ter (New York). These models have begun, to 

varying degrees, to  involve chronically ill, m iddle c lass pa tien ts  tre a te d  in 

the p rivate  secto r, on a  fee-fo r-serv ice  basis.

One m odel, o ffering  social work services to  a chronically  ill population 

of M yasthenia Gravis pa tien ts , will be studied in-depth to  determ ine the
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consum er m arke t's  service needs, p references, and in te re s t in the program . 

A s tra teg y  for m arketing  p rivate  social work health  care  program s will be 

developed. A c e n tra l com ponent of th is p ro jec t is the design of an

instrum en t to  identify  consum er p references and assess fac to rs  a ffec tin g  

the ir accep tance  and u tiliza tion  of these serv ice approaches.

C hapter 5 will eva lua te  the resu lts  of the consum er analysis survey 

study and provide a descrip tive analysis of the range of p rivate , fee -fo r-  

service social work m odels cu rren tly  operating  in the  M edical C en ter. 

C hap ter 6 will look a t  im plications for p rivate  m odel developm ent and discuss 

recom m endations for the application of m arketing  theory to social work 

service program  planning in the health  care  field , based on conclusions drawn 

from this study.
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CHAPTER II. BACKGROUND OF THE PROBLEM
AND

REVIEW OF SERVICE DELIVERY APPROACHES

A. THE PROBLEM 

Major ach ievem ents in biom edical technology over the past few decades 

have had a  profound e f fe c t  on middle and upper incom e health  consum ers 

suffering  from  chronic illness. Im provem ents in ab ility  to  sustain and 

m aintain  an ev er increasing num ber of these p a tien ts  will require th e  design 

and expansion of support system s for population groups no t previously 

iden tified  as  needing the serv ices of social health  planners and providers.

This group consists of p a tien ts  who are  tre a te d  in the p rivate  m edical 

sec to r and who rep resen t a  high proportion of the survivors of incurable 

illness. I t has been shown th a t, despite g rea te r  access to  and u tiliza tion  of 

m edical serv ices by the poor, they tend  to  avail them selves of tre a tm e n t in 

the la t te r  stages of the disease process.* >2>3,4 There continues to  be 

sign ifican t d ifferences in average survival ra te s  for upper and low er classes 

in the m ajor chronic disease groups; especially  in can cer, cirrhosis of the 

liver, hypertension and em physem a.^ Consequently, the surviving 

benefic iaries  of technological advances consist m ore and m ore of the middle 

and upper class populations who have b e tte r  in teg ra ted  them selves in to  the 

health  ca re  delivery system . Even this class, given the spiraling cost of 

m edical tre a tm e n t and loss of productive work days can no longer bear the 

financial and social expenses th a t accom pany prolonged illness. F urtherm ore , 

from  a national hea lth  cost perspective , the chronically ill a re  costly  users of 

m edical c a re , requiring rep ea ted  hosp ita lizations and life tim e m ain tenance. 

They unquestionably consum e a high percen tage of the  health  ca re  dollar. 6



Traditionally , the physician has had the prim ary responsibility for the 

care  of privately  tre a te d  chronically ill pa tien ts . H owever, question has been 

raised as to  w hether the social stresses associa ted  w ith prolonged illness in

te rm s of financial stra in , loss of functioning and psychological im pact on 

p a tien t and fam ily can or should be m anaged solely by the physician- 

specia list.7  Although an in teg rative  approach which addresses the

psychosocial as well as m edical com ponents of care  would seem desirable, 

very li t t le  in the way of program m atic planning in this d irection  has been 

a tte m p te d . The reasons for this appear to  be th ree-fo ld :

1. N ational health  policy has predom inantly concerned itse lf 

with m eeting the com prehensive health  requirem ents of 

low er socioeconom ic groups; to  a large e x te n t focusing 

a tten tio n  away from the needs of the o ther social groups. 

F inancial support has been ta rg e ted  a t  the grow th and 

developm ent of biom edical technology, to  the de trim en t of 

services which are  aim ed a t  fac ilita tin g  adap tation  to  long 

term  illness.

2. E ffo rts  to secure th ird  party  coverage for c lin ical social work 

services have m e t w ith lim ited  success. In recen t years, the 

profession has acce le ra ted  its  e ffo rts  to  broaden insurance 

coverage for social work serv ices. However, while 35 s ta te s  

have en ac ted  licensure laws regulating social work p rac tice  

(which is a p rerequesite  to  vendorship legislation), only 14 

s ta te s  to date , have extended  vendorship rights to  clin ical 

social w orkers, enabling them  to  be reim bursed as qualified



providers under insurance policies w ith m en ta l health  

coverage.8 R estric tio n  on reim bursem ent is a d e te rre n t to 

program expansion in the p riva te  sec to r.

3. The m ajor m edical agencies with which social work in health

care  is associa ted  have been hospitals and clinics; the 

m ajority  of c lien ts  being of low er socioeconom ic background.

There is, as y e t, re la tive ly  li t t le  form al association  w ith 

p rivate  m edical p rac titio n e rs  and middle income p a tien ts  

which extends beyond hospita l se tting .^

Thus, th e re  ex ists  a group whose social health  needs have largely  been 

underserved by policy m akers, health  planners and m edical social work 

p rac titio n ers .

The following sections explore th is issue in g rea te r  depth as follows:

1. An analysis of social health  policy; its  im pact on the  

s tru c tu re  of the c u rren t hea lth  ca re  delivery system .

2. A discussion of chronic illness in a d isease-specific  population 

and as it re la te s  to  b roader so c ie ta l issues.

3. An exam ination of social work service delivery in the private 

sec to r: a nonphilanthropic agency serving middle and upper 

income clien ts; social work p rac tice  m odels in private 

m edical settings; social work health  ca re  p rac tice  in the 

private  m edical sec to r under hosp ita l based auspices.



8

SOCIAL POLICY AND THE HEALTH CARE DELIVERY SYSTEM

The cum ulative e f fe c t  of p ast po litica l, social, econom ic and 

technological fo rces has brought us to  a  point where funding m echanism s are  

inadequate to  support the spiraling co s t of m edical ca re , as are  provisions for 

helping the growing num bers of chronically  ill and disabled pa tien ts  adap t to  

or overcom e the financial and social dem ands of illness. Costs are  clearly  

exceeding the am ount people wish to  pay for m edical ca re .

A fallacy in orig inal policy design is w hat Wildavsky calls "The G reat 

Equation": m edical ca re  = h e a lth .10 This m ajor m iscalculation  failed  to  take 

into accoun t the psychological, social and cu ltu ra l fac to rs  th a t, along with 

m edical tre a tm e n t, co n s titu te  the sum p arts  of ho listic  health  ca re . A nalysts 

tend to  ag ree  th a t p a rticu la r policy outcom es are  o ften  the re su lt of the 

in terp lay  betw een policy design and in stitu tional s e tt in g s .! !  Because the 

m edical profession, and in p articu la r academ ic m edicine, dom inated the 

po litica l process; e ffo r ts  were ta rg e te d  a t  supporting an acu te , cu ra tive  

hosp ita l based sy stem .!2 The guiding assum ption was th a t health  could be 

achieved through access to  m edical ca re . Im plicit fa ith  in the ab ility  to  cure 

through science placed u n rea lis tic  dem ands on the role and function of 

physicians, led to the financing and organization of a  health  care  s tru c tu re  

th a t encouraged m edical technological advances; largely ignoring the social 

hea lth  fac to rs  of illness, and c re a te d  inflationary  costs resulting from 

heightened public expec ta tions and expanded u tiliza tion  of resources.

C ritics  and analysts have now begun to  recognize the e th ica l dilem m as 

and m ounting problem s which m ust be faced in the com ing decade. As Merlin 

Duval points out:



"We will soon no longer enjoy the unlim ited resources th a t have 
h ith e rto  allow ed us to  avoid having to  m ake truly d ifficu lt 
decisions. Choices will have to  be made betw een pursuing higher 
form s of technology designed to  p reven t disease and rehab ilita ting  
those c itizen s  who a re  already a fflic te d  w ith chronic illness.
Most fac to rs  th a t bear on our health  lie outside the con tro l of 
trad itional m edicine ... we m ust e ith e r  educa te  health  
professionals to  include social and econom ic fac to rs  th a t b ear on 
health  or sep ara te  those fac to rs  m ore clearly  from the m edical
domain." 13

A flaw  in policy and program design was the failure to  recognize or 

es tim a te  the im portan t role psychosocial fac to rs  play in determ ining health  

s ta tu s  a t  the co llec tive  or individual level. P a s t successes and failu res have 

c rea ted  new needs which require a  res truc tu ring  of services. The aim of 

application of high technology was to  save life  but li t t le  thought or 

program m atic planning w as given to  the m aintenance and quality o f such life 

-or to the im pact of the in itia l decision on the individual, fam ily and society .

The health  care  industry is now em barking on an e ra  th a t m ust forge 

the linkages betw een m edical tre a tm e n t and social health  care . Under the 

p resen t po litica l c lim ate , service delivery designs m ust include fea tu res  

which render high quality care , econom ic viability , and the preservation of 

p a tien t and fam ily s tab ility , particu larly  in those groups a ffe c te d  by 

prolonged and chronic illness.
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CHRONIC ILLNESS

G eneral C h arac te ris tics

The elim ination of infectious d iseases as the leading cause of death  has 

le f t  us to  deal with the chronic disorders. As defined by the Commission on 

Chronic Illness "chronic illness is an im pairm ent o f health- th a t  requ ires an 

ex tended  period of m edical supervision." 14 Chronic illnesses are  no t, as 

o ften  thought, diseases of old age but frequently  occur betw een the ages of 

15 and 64 and reported ly  a f fe c t 65% of the A m erican public.15,16 C are of 

such p a tien ts  takes place in am bulatory  or in stitu tio n a l se ttings, p rivate  

hom es and acu te  care  hospita ls. The illness can  be m anifestly  disabling, 

progressive or s ta tionary . D isability resu lts  from  an im pairm ent o f the  

biological, physiological and social effic iency  of the individual and preven ts 

him from pursuing norm al or usual a c tiv itie s . 17

M yasthenia G ravis (MG): A Bio-psychosocial P rofile

MG is chosen as a p ro to typ ical exam ple of a chronic illness th a t 

requires m ultiple adap ta tions by p a tien ts  and fam ilies. Although some of its  

sym ptom s a re  unique, the re su ltan t d isab ilities and s tresses a re  common to  

o th e r chronic diseases. It c learly  illu s tra te s  the  psychosocial asp ec ts  of 

illness and the ir relationship  to  physical incapacita tion  and variab ility  of 

sym ptom s. It is particu larly  re levan t as i t  is one of th e  few m edical a reas  

th a t has been se lec ted  for hospital social work in terven tion  in the p riva te  

m edical sec to r. The p ro jec t presently  in progress, is being conducted by the 

Mount Sinai M edical C en ter in New York C ity and w ill co n s titu te  the prim ary 

focus of the d issertation  research  study.
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D escription of Illness

M yasthenia G ravis is a neurom uscular condition ch a rac te rized  by 

abnorm al fa tigab ility  upon rep e titiv e  use of m uscles under voluntary contro l.

These m uscles a re  partia lly  repaired  by re s t and an ticho linesterase  

m edication. Sym ptom s a re  dependent upon the particu la r m uscle group 

involved.

R espiratory  d istress can be severe and require the use of ancillary  

b reath ing  devices. Skele tal m uscles a re  a ffec ted , particu la rly  those of the 

neck, shoulder, girdle and hip; and atrophy in se lec ted  areas is not uncommon. 

M yasthenics also experience pain and d iscom fort which is usually brought on 

by prolonged use and exertion  of m uscle groups.

MG has an occurrence ra te  of 1/20,000 and a ffe c ts  a ll ages, sexes, 

races and econom ic groups. In general, the re  is li t t le  evidence to support any 

genetic  de term inan t in MG; the predom inant ra te  occurs in the th ird  decade 

of adulthood. While MG is fundam entally  a progressive d isease, th e re  are 

cases when sym ptom s rem ain localized, e .g ., ocular m yasthenia. More o ften  

though, it appears to  be generalized  and runs an e rra tic  course ranging from 

mild m uscular involvem ent w ith good drug response to the m ore severe form s 

where there  is a high ra te  of crisis and m orta lity .

MG cannot be reproduced in laboratory  anim als and a t  p resen t no known 

cause or cure ex ists. R ecen t advances in the diagnostic, the rap eu tic  and 

clin ica l a sp ec ts  of the d isease have, how ever, had a sign ifican t im pact on 

prognosis and symptom m anagem ent.
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M edical A spects

Early misdiagnosis is a com mon problem in th is disease and c re a te s  

m ajor social problem s for p a tien ts  and the ir fam ilies. The ignorance of the 

m edical profession coupled with a paucity  of available ca re  resu lts  in p a tien ts  

being repeatedly  m ishandled - a t  g re a t econom ic and em otional cost. In 

addition to  the need for educating  the m edical profession, p a tien ts  a re  

concerned about the ir own education and increased ability  to  handle the ir 

illness. Many feel th a t because doctors don 't understand  enough about MG, 

they often  im part a sense of hopelessness to p a tien ts  and tend to 

underestim ate  the capab ilities of m yasthenics.

Once a p a tien t com es into an appropria te  tre a tm e n t se tting , problem s 

can arise  around continuity  of care  in te rm s o f professional cooperation and 

com m unication. The natu re of the illness requires input from surgery and 

cardiology in addition to  the neurologists who norm ally d irec t prim ary care . 

Whenever a m yasthenic en te rs  the hospital i t  n ecessita te s  m ulti-system  

collaboration and the involvem ent of num erous personnel and specializations. 

The situation  can become fu rth er com plicated  by the fa c t th a t there 

cu rren tly  ex ists w ithin the m edical profession diverse schools of thought and 

p rac tice  with regard to  tre a tm e n t and m anagem ent of MG.

The d ifficu lties  surrounding quality  and availab ility  o f care  co n s titu te  a 

m ajor p a tien t concern, how ever, the re  also ex ists a num ber of dem ands th a t 

re la te  to the p a tien t's  role in the tre a tm e n t process. The prim ary m eans of 

symptom contro l involves the use of drugs. H owever, the dosage varies from 

p a tien t to  p a tien t and can vary in the sam e p a tien t from day to  day. 

Overdosage of a p articu la r drug can have the same e f f e c t  as underdosage and 

the p a tien t m ust becom e responsible for regulating his m edication and
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judging its  e f fe c ts .  While in fa c t th e re  does no t appear to  be a  co rre la tion  

betw een am ount of m edication  taken  and severity  of illness, p a tien ts  o ften  

respond to  drug varia tions w ith anx iety  and fea r. C h afe tz  points ou t th a t

increasing m edication  m akes the p a tien t a fra id  he is ge tting  worse; 

decreasing the m edication  raises the spec tre  th a t the lessened am ount will 

no t con tro l the sym ptom s. 19

H ospitalization  is a ce rta in ty  for m ost m yasthenics. In cases w here the 

d isease assum es a m ore severe form , hosp ita liza tion  can occur a t  the point of 

diagnosis for purposes of observing drug reac tion  and determ ining 

extensiveness of m uscle involvem ent. In the course of MG, the m ost 

d ram atic  and c r it ic a l ev en t is the "m yasthenia crisis" o r resp ira to ry  fa ilu re . 

C risis can be brought on by in fec tion , em otional traum a, in su ffic ien t or 

overdosage o f m edication . If unattended  crisis can resu lt in card io resp ira to ry  

collapse and dea th . A t the onset c ris is  requires em ergency  hosp ita lization , 

usually in an ICU w here specially  tra ined  personnel perform  m edical and 

surgical procedures to  relieve d istress. During periods of hosp ita lization , 

w hether it be for em ergency tre a tm e n t or on an e lec tiv e  basis, the m edical 

procedures involved in tre a tm e n t do, for a lim ited  tim e , cause an increase in 

sym ptom s and render the p a tie n t severely  ill and to ta lly  helpless. For this 

reason p a tien ts  experience a g re a t deal of s tre ss  before and during 

hosp ita lization  and for some, i t  is viewed as life th reaten ing .20
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R eaction  to  Diagnosis 

R eaction  to  diagnosis is closely tied  in w ith the p a tien t's  concep t of his 

illness.21 Because MG is rela tive ly  unknown to  the lay public, a pa tien t's  

in itia l reac tion  may be m isleading. M artin and F legenheim er discovered th a t 

p a tien ts  alm ost inevitably expressed re lie f upon hearing a label applied to  

the ir sym ptom s.22 As m entioned e a rlie r , diagnosis frequently  occurs a f te r  

the long unsettling  experience of tr ia l and e rro r. Brolley and H ollender fe lt 

th a t p a tien ts  showed mild reactions to diagnosis because the unfam iliar nam e 

of the disease bore no im pact (in c o n tra s t to cancer or TB).23 As p a tien ts  

begin to  in teg ra te  the im plications of the illness - th a t it is chronic , trea tab le  

bu t not curable , m edication  is taken indefinitely  -  and experience physical 

d istress, the ir outlooks and coping m echanism s may d rastically  change. The 

subjective and cu ltu ra l m eaning of weakness, dependency and physical 

im pairm ent vary from p a tien t to  p a tien t and clearly  can be influenced by 

environm ental fac to rs .

Self Esteem

The unpredictab le natu re  of MG -  both in te rm s of everyday functioning 

and long range prognosis, poses a constan t th re a t to  self e s teem . When a 

m yasthenic is feeling w ell, i.e ., re la tive ly  asym ptom atic , he regains a sense 

of physical fitness, self sufficiency and autonom y. Problem s arise with the 

reappearance of sym ptom s and concom itan t loss of independence. The 

p a tien ts  experience a narcissistic  traum a and co n flic t is renew ed a t  an 

in trapsychic as well as in terpersonal level. These periodic changes in s ta tu s, 

which a f fe c t  role relationships and underm ine self-confidence, o ften  lead to  

apathy , isolation and inhibition of social functioning.24
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Body Image

Physical a lte ra tio n s  of body im age occur quite frequently  in MG; 

particu larly  changes of a  fac ia l n a tu re . Drooping eyelids (ptosis) and 

constric tions of the upper lip o ften  cause m yasthenics to  appear s tone-faced  

and sleepy. Inability to  sm ile or frown coupled with a  decrease in voice 

volume and c la rity  inhibits expressiveness and re s tr ic ts  tw o-person 

com m unication. Many m yasthenics find this condition socially inhibiting - 

especially  young adults and adolescents.

The ways in which pa tien ts  com pensate for bodily changes can be 

functional or dysfunctional depending on w hether or no t they a re  

appropria tely  in teg ra ted  into the ego.

Influence of Em otion

As happens in any chronic illness, the m yasthenic w ill experience 

em otional reac tions to  his illness th a t are  com mon and pred ic tab le . 

H owever, in MG em otion plays a  significant role with resp ect to  increased 

m uscle weakness.

C hafe tz  sees a co rre la tion  betw een em otional upse t and the onset of 

illness.25 Meyer s ta te s  th a t psychic s tress  can aggravate  and ex acerbate  

s y m p t o m s . W h i l e  expression of a ffec tiv e  im pulses a t  e ith e r end of the  

spectrum  seem to  con tribu te  to  muscle w eakness, anger and hostility  a re  

singled out as having a defin ite  adverse e f fe c t .  Because p a tien ts  are  aw are 

of th is phenomenon the re  is a  conscious a tte m p t on th e ir  p a rt to suppress 

these feelings; a t  such tim es depression is likely to  occur.

Depressions in MG appear to  be of a  reac tiv e  na tu re  and a re  m ost 

in tense when an tic ipa ted  im provem ent does not occur, or when the p a tien t
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observes th a t  his condition is w o rs e n in g .2 7  T rea ting  depressions in M G is 

d ifficu lt, especially  in hospita lized  p a tien ts  who a re  unable to  speak and m ust 

rely on w ritten  com m unication.

Fam ily R eactions

MG places severe burdens on fam ilies. U npredictable c lin ical 

fluc tua tions in the disease o ften  c re a te  suspicion about the p a tien t's  degree 

of illness and ability  to  function . U nsym pathetic reac tions from fam ily 

m em bers will resu lt in s tress  and w orsen sym ptom s.

Children and spouses m ust adopt a new perspective of the ill fam ily 

m em ber and th is requires d ifficu lt ad justm ents on th e ir  p a rt. A t the same 

tim e, the p a tie n t experiences th re a ts  to h is/her roles and s ta tu se s  which have 

becom e a lte re d  by lim ited  physical ab ilities . A husband may be th rea ten ed  

by changes in occupational s ta tu s  and the fa c t th a t he has to  assum e a  

dependent position in the sex a c t .  A w ife may fee l inadequate because she 

canno t fully m anage ca re -tak in g  responsibilities and has undergone physical 

changes which a f fe c t  her a ttra c tiv e n e ss . In te rna l ad justm ents a re  

com plica ted  by feelings o f gu ilt, dependency and re sen tm en t. Previously 

unresolved fam ily problem s becom e exacerb a ted  by the additional com ponent 

of the illness.

E x ternal fac to rs  such as availab ility  of ca re  and frequen t 

hosp ita lizations or v isits  to  clin ics m ay have a severe im pact on a  fam ily 's 

life  sty le . The fea r  of a resp ira to ry  crisis can color reac tions and inhibit 

fam ily routines and planning. V acations are  put o ff or cancelled ; som etim es 

fam ilies have re lo ca ted  to  be near a doctor or hospital. F u rtherm ore , home 

care  for the p a tien t is e ssen tia l and o ften  requires th a t fam ily m em bers 

undertake perform ing d ifficu lt and som etim es unpleasant m edical procedures.
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Finally, the financial co st of MG is a severe hardship. Even with 

adequate  insurance coverage, m ost fam ilies carry  exac ting  financial burdens 

which significantly  add to  th e ir ex is ten t s tress  and anxiety .

C ost F ac to rs  and Chronic Illness

From a socie ta l, as w ell as individual point of view, chronic illness 

rep resen ts a m ajor social problem in te rm s of ou t-o f-pocket expenditures for 

m edical ca re  tre a tm e n t and insurance coverage, loss of productive workdays, 

and erosion of the tax  base resulting  from deductions for large m edical 

expenses not covered by th ird  party  paym ents.

With respect to  insurance coverage for m ajor illness, Birnbaum points 

out th a t:

"although the m iddle-incom e groups are m oderately  well 
p ro tec ted  by insurance coverage, the benefit s tru c tu re  of p rivate  
insurance is fa r from universal; policies are  ch arac te rized  by 
exclusions, res tric tio n s  and lim ita tions... even with recen tly  
expanded benefit levels, policies do not guaran tee full coverage of 
large ou t-o f-pocket expenditures. Physician services are  not fully 
covered; and nursing home and psych iatric  care  a re  available to  
only a m inority of th e  middle income group covered by p rivate
in su ra n c e ."^

In addition to  the financial considerations already m entioned, th e re  is 

new data  em erging which show th a t the h ighest cost users of m edical care  

and health  resources a re  those p a tien ts  who a re  repea ted ly  hospitalized  for 

tre a tm e n t of the sam e disease. "Reduction of m o rta lity  from severe or 

chronic illness lengthens th e  average duration of the illness and increases its  

frequency in the to ta l population. Over tim e, the ir repea ted  hospita lizations 

for the same disease can be ex trem ely  demanding of m edical resources. The 

m aintained tre a tm e n t posture {with neither cure or death) is a rem arkable
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co st m ultip lier of national health  costs."29 in his a r tic le , Zook notes th a t

readm ission for pa tien ts  with long-term  illness are  above average in both 

duration and unit c o s t. He also estab lishes a link betw een the high ra te  of

readm ission for the same illness and the  personal hab its  and lifesty le  fac to rs

of these p articu la r p a tien ts .

"H ospital recidivism ", according to  Zook, has m ajor im plications for

public health  policy. If one can identify  the high co s t groups of " rep ea te r

patien ts"  with particu la r illnesses, then public health  policies can focus on

these groups for the purpose of achieving econom ies, e .g ., vigorous follow-up

and increased m edical com pliance can po ten tially  reduce hosp ita l adm issions.

In addition, financial incentives in health  insurance could be s tru c tu red  to

discourage costly  hospita l readm issions if p reven tive program s and low co s t

a lte rn a tiv es  w ere m ade available.

The da ta  in Zook's study suggest th a t the costs o f long term  illness a re

higher than previously thought and are  increasing over tim e . I t also points

ou t the prior research  which has focused on ca tas tro p h ic  illness as the m ajor

health  resource consum er may have obscured the fa c t th a t chronic p a tien ts

with short s tay , repea ted  hosp ita lizations a re  actually  the dom inant high co s t

group. Both acu te  care  hospitals and th ird  party  payers view the p a tien t with

sudden trau m atic  illness as constitu ting  the  m ost expensive user of ca re .

H ealth insurance continues to  em phasize hospita l and surgical expenses.

C overage is less ex tensive , in o rder o f decreasing m agnitude, for regular

m edical expenses, am bulatory  ca re ... psych iatric  ca re , home health  supports

and preventive care .30  H owever, the  wisdom of these policies is now being

questioned. For exam ple, under the D iagnostic R ela ted  Groups (DRG)

system , there  are  incentives to  lim it hospital stays and a lloca te  resources for
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providing am bulatory , p reven tive , and supportive serv ices to  help m aintain

p a tien ts  in th e  com m unity or in less costly  tre a tm e n t fac ilitie s . In ligh t of 

new data  and re c e n t policy sh ifts , m ore intensive investigation  of chronically

ill population groups would seem ind icated  in o rder to  b e t te r  understand the

causes of m ed ical recidivism  and u ltim a te ly  reduce its  prevalence in society .

Support Services for the Chronically 111

As ind icated  in Zook’s work, th e re  is need to  enhance our understanding 

of the longitudinal aspects  o f chronic illness in order to  uncover p a tte rn s , 

behaviors and environm ental s tresses which resu lt in the use or overuse of 

expensive m edical resources. D espite the relevance o f such inform ation for 

program  planning, e ffo r ts  in this d irection  have been scan ty , leaving a 

sign ificant gap in our knowledge base.

As presently  co n stitu ted , the health  care  system  is designed to  deal 

with specific incidents of illness; l i t t le  in the way of m anpower or resources 

a re  available for on-going surveillance and m ain tenance of p a tien ts  during 

n o n -critica l periods. Long term  follow-up is a problem w ith which health  

professionals continuously struggle. Social w orkers in hosp ita l se ttings have 

lim ited  c o n ta c t with p a tien ts  following discharge; especially  those tre a te d  in 

the p rivate  sec to r. Even in o u tp a tien t clinic se ttin g s , com prehensive 

longitudinal follow-up is d ifficu lt to  achieve w ith the  exception of some 

te r tia ry  clin ics where funding and regu lar p a tien t v isits  m ake it  possible. 

Lack of sy stem atic  follow-up not only precludes the possibility of identifying 

the m ulti-dim ensional fac to rs  associa ted  with chronic illness, but also 

p reven ts these p a tien ts  and th e ir  fam ilies from receiving the necessary  

support needed to  m axim ize th e ir functional capac ities .



A study conducted a num ber of years ago by Donabedian and Rosenfeld 

sought to  determ ine the kinds of problem s chronically  ill pa tien ts  encounter; 

th e ir requirem ents fo r on-going supports and serv ices a f te r  they are

discharged from hospitals.31 The study group consisted  of 82 elderly  

p a tien ts , with lim ited  financial resources, who w ere m oderately  to  severely 

disabled as a resu lt of chronic illness. Each p a tie n t was given a  m edical 

regim en to  follow, re fe rra ls  to  appropria te  com m unity agencies and was 

se lec ted  for social work follow-up v isits a t  the end of th ree  m onths.

The findings a re  w orth noting:

- In under th ree  m onths tim e alm ost one half o f the p a tien ts  
were readm itted  to  some kind of institu tion .

- F ifty -e ig h t p ercen t of the m ale p a tien ts  who w ere em ployed 
prior to th e ir hosp ita liza tion  could not regain em ploym ent.

While there  was heavy use made of care tak ing  agencies in the 
com m unity, th e re  was in frequen t use of social work and 
Visiting Nurse Services despite a prevalence o f severe social 
and physical handicaps.

More than half the  p a tien ts  did not com ply with one or m ore 
of the ir physician's recom m endations -  (no a tte m p t was m ade 
to  explore the m otivating  reasons).

P a tien ts  w ere queried as to  services they considered 
necessary , but did not obtain . Social service was the m ost 
prevalen t and included requests fo r financial assistance , 
inform ation, education , reassurances, su itable em ploym ent, 
transporta tion  and household help.

The resu lts  of the study underscored the fac t th a t,  for many chronically 

ill pa tien ts , any one hospital adm ission is only an episode in the  disease 

process. Much of w hat has been gained during hospita lization  was lost in the 

post-hospital period, as those p a tien ts  generally  lacked the m echanism s to 

ad ap t to  the com plex social and physical dem ands imposed by illness. Lack of 

continuity  of care  was c ite d  as a m ajor d e te rre n t to  m aintaining stab ility  and 

im provem ents. P a rticu la r m ention was m ade of the need to  perform  a  "social
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diagnosis” in order to  firm ly estab lish  w hether on-going supervision and

support is w arran ted . No specific  suggestions for funding a f te r -c a re  
program s w ere included. While the au thors discussed the im p o rtan t role

social work would play in such endeavors, the p rivate  physician was singled

out as the person who should assum e responsibility for long term  supervision

and for obtaining and coordinating the  serv ices of com m unity agencies to  aid

his p a tien ts .

This study, as o th e rs ,32 connects the high ra te  of hosp ita l u tiliza tion  

among the chronically  ill to  a  lack o f continuity  o f ca re  and com prehensive 

follow-up -  particu larly  in the im m ediate post-hosp ita l period when p a tien ts  

a re  m ost vulnerable.

In the decades following these studies, the re  has been a  growing 

aw areness on the p a rt o f social hea lth  planners of the on-going needs of 

p a tien ts  subsequent to  discharge; accom panied by rapid grow th and adoption 

of discharge planning program s by hospita l social work service departm en ts. 

However, despite e ffo r ts  to  a llev ia te  the problem there  continues to  ex ist 

serious gaps in com prehensive service delivery and follow-up. A rece n t study 

by Lindenberg and Coulton dem onstra ted  th a t although required  serv ices for 

chronically  ill p a tien ts  w ere recognized and planned fo r by hospital Social 

w orkers prior to  discharge, a substan tia l num ber of the p a tien ts  did not 

adequately  have the ir social hea lth  needs m et once they re tu rned  to  the 

com m unity .33 C learly , in th e  tw o decades th a t have passed betw een  the 

Donabedian and Coulton studies, the trends, issues and problem s concerning 

com prehensive planning have not m arkedly changed; institu tionally -based  

services have not sign ificantly  transcended  the boundaries of the hosp ita l 

se tting  to  adequately  m ee t p a tien ts ' needs in the com m unity.
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These study findings ind icate  th a t discharge planning e ffo r ts  a re  not far 

reaching enough because, given p resen t financing m echanism s, hospitals 

cannot a llo ca te  su ffic ien t funds or social work m anpow er to  follow p a tien ts

who are  no longer receiving in s titu tional m edical serv ices. Sim ilarly, it  

appears th a t com m unity agencies have no t, as y e t, adequately  developed 

special program s to  reach g re a te r  num bers of chronically  ill p a tien ts  and 

th e ir fam ilies. In light of these findings it  would seem th a t planning m ust be 

aim ed a t  providing b e tte r  continuity  of ca re  and a t  establishing stronger 

service netw ork linkages am ong hospita l social work departm en ts, com m unity 

based agencies, and p rivate  physicians.

In addition to  the needs of hospitalized  chronically ill pa tien ts , the 

social health  care  requ irem en ts o f nonhospitalized persons w ith long term  

illness have also been exam ined. Studies concerning the social problem s of 

nonhospitalized chronically  ill p a tien ts  have found th a t these p a tien ts  have 

m ultip le needs which are  not adequately  being m e t by e ith e r  them selves, 

th e ir fam ilies or the com m unity. Braham e t  al. d iscovered th a t among a 

group of privately  tre a te d  m ultip le sclerosis p a tien ts  with m inim al to  severe 

disab ility , the h ighest num ber of social needs was in the category  o f social 

casew ork, and th a t a strik ing num ber of these w ere unm et.3^ Among the 

problem s requiring professional a tte n tio n  w ere p a tien t and spouse reac tion  to  

illness, m arita l s tra in , child behavior, financial assis tance , household help, 

and social isolation. While the involvem ent o f various professionals was 

thought to  be v ita l in m eeting  the full range of p a tien t and fam ily needs, the 

case w orker was c ite d  as being the logical key person to  give d ire c t 

supportive help and coordinate th e  required  additional professional and 

agency serv ices. The au thors no te , how ever, th a t persons tre a te d  in the
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private  m edical sec to r have an even m ore rem ote chance o f having the ir

social needs properly assessed and m e t due to the ir inaccessib ility  to  social 
work. They point ou t th a t the privately  ca red  for p a tie n t is handicapped in

receiving appropria te  services unless his physician is sensitive to  perceiving 

social needs and has the tim e and expertise  to  ac tu a lize  a re fe rra l.

The preceding studies em phasize the im portance of m aking social work 

health  care  program s available and accessib le to  chronically  ill persons not 

only a t  the point of hospita lization  bu t also in the com m unity. This is a v ita l 

step  tow ard insuring e ffec tiv e  and responsible service delivery . In addition, 

these studies raise the question of w hether social health  care  program s, 

ta rg e ted  a t  allev ia ting  environm ental s tress  and encouraging b e tte r  

m anagem ent of illness, m ight no t reduce the frequency of hosp ita l re ­

adm issions, p reven t fu rther deterio ra tion  of the fam ily and p a tien t, and thus 

show a high benefit re tu rn  for dollars invested.
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B. SOCIAL WORK PRACTICE IN THE PRIVATE SECTOR

D espite considerable docum entation which draws a tte n tio n  to  both the 

growing dem ands for psychosocial supports am ong chronically ill p a tien ts  and 

the unacceptably  high individual and so c ie ta l co sts  associated  with d isability , 

the re  continues to  be a  serious lag  in the provision of serv ices to  these 

a ff lic te d  groups. As noted e a rlie r , this is especially  true  for the middle class 

p a tien t tre a te d  in the p rivate  sec to r who, unlike clinic p a tien ts  with easy 

accessib ility  to hospita l based social w orkers where service program s ex ist, 

has not been system atically  ta rg e ted  for continuous social work services.

In general, social work in terven tion  w ith m iddle c lass consum ers in the 

private sec to r is the sub ject of a lim ited  and fin ite  body of li te ra tu re . Three 

social service delivery models represen ting  d iffe re n t program m atic  

approaches to  the middle income consum er m ark e t have been se lec ted  for 

discussion in this section . They rep resen t the past and cu rren t range o f 

program p rac tice  models available to  upper income health  consum ers in the 

p rivate  m arke tp lace . The m odels w ere se lec ted  because o f th e ir relationship  

to  this study's focus which is the application  of m arketing  principles to  social 

work program developm ent. When analyzed from a m arketing  perspective , 

they exem plify the com plex in terac tion  of m arketing  fac to rs  (product, p rice, 

place, prom otion) and program fea tu res .

The f irs t m odel is the A rthur Lehm an Counseling Service, a 

nonphilanthropic, fee -fo r-serv ice  social work agency which successfully 

engaged middle and upper income c lien ts . The second concerns social work 

p rac tice  arrangem ents in p rivate  m edical se ttings . The th ird  a re  m odel 

types o f very recen t v in tage which com bine both agency based and



25

en trep ren eu ria l fea tu res  o f p ra c tic e . The pro to types of these m odels, 

pioneered a t  the Mount Sinai M edical C en ter in New York, o ffe r social work 

services to  chronically  ill, middle incom e groups in both hosp ita l and private

m edical o ffice  se ttings.
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The A rthur Lehm an Counseling Service (ALCS)

The A L C S ,35 under the d irec tion  of Ruth F izda le , was a pioneering 

endeavor th a t challenged fundam ental concepts about the role and mission of 

the social work profession and provided the fram ew ork for fu ture designs and 

im plem entation of fee-fo r-serv ice  program m odels. Miss F izdale 's book, 

Social Agency S tructu re  and A ccountability , recounting the tw enty  year 

experience of a nonphilanthropic social agency which began in the mid 50's, 

ac ts  as a lightening rod picking up and conducting the twin them es of open 

m arke t com petition  and leg itim ation  of casew ork as a  professional discipline 

for middle and upper income c lien ts . Both of these them atic  issues have 

becom e the subject of many subsequent in traprofessional debates. In line 

with th is, one can hypothesize th a t  because of its  departu re  from trad itiona l 

social work norms, the in trinsic value and substan tial accom plishm ents of the 

Lehman p ro jec t w ith respect to  innovative program design, enhancem ent of 

professional cred ib ility  and estab lishm en t of an unprecedented  standard  of 

excellence in casew ork com petence and skill have not received  the a tten tio n  

or recognition they m erit. Few  a rtic le s  re fe r to  the p ro ject; Miss F izdale’s 

book, w ritten  in 1974, has been out o f prin t for some tim e.

Failure to prom ote the program 's concepts m ay have been prim arily  due 

to  the fa c t th a t its  tim e fram e paralle led  the peak of the social ac tion  period 

when the profession in tensified  its  e ffo rts  to  cham pion the causes of the 

disadvantaged. The re-defin ition  o f social workers as not m erely  "do- 

gooders", bu t as skilled m em bers o f an em erging profession; the step  away 

from to ta l  iden tification  w ith econom ically  disadvantaged populations, 

philanthropic purposes and in stitu tiona l settings; the  ability  to  seek ou t and
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a t t r a c t  a  new c lien te le  segm ent who could and would u tilize  social casew ork 

and pay full co s t for serv ice , were innovative ideas which failed  to  expand to 

o ther social agencies or gain professional accep tan ce . The one exception was 

m edical social work. Miss F izdale reca lls , "M edical social work departm en ts  

w anted advice on how to  a t t r a c t  p o ten tia l c lien ts . Perhaps this is because 

m edical social work com es in d ire c t c o n ta c t with an econom ic cross-sec tion  

o f the com m unity and has the d irec t experience of seeing th a t illness c re a te s  

problem s for p a tien ts  and the ir fam ilies regardless of econom ic status."36

O ver tim e, the philanthropic purpose of social work cam e to  be 

challenged. G overnm ental involvem ent in social agencies brought to  light the 

notion th a t service was not only for the underprivileged bu t ra th e r  a  righ t of 

a ll c itizen s  in a dem ocratic  system . Miss F izdale held with th is philosophical 

point o f  view "all persons have iden tica l human needs regard less of 

socioeconom ic s ta tu s  and a varie ty  of serv ices is required to  m ee t these 

needs. The socioeconom ic s ta tu s  may determ ine which type of social serv ice 

the c lien t needs... prim arily econom ic or not bu t these have com e to  be 

recognized as a m a tte r  o f c itizens ' r i g h t s ' . ' . ^

The problem of reconciling diverse professional points of view, choosing 

betw een social action  and social casew ork or the needs of the poor versus 

those of the middle and upper classes will m e rit ca re fu l consideration  as we 

seek to  achieve self-supporting program s which n e ither c re a te  a financial 

burden for the com m unity nor a re  solely dependent on public and private  

sponsorship for th e ir developm ent and con tinuation .

With the financial co n stra in ts  th a t a re  becom ing app aren t in this and 

subsequent decades, im plem entation  of human service program s which will
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have the g re a te s t co s t e ffec tiv en ess  and b est delivery o f care  a re  assuming 

the highest priority . F or th is reason, it is appropria te to  re-exam ine the 

design of the Lehman p ro jec t as its  adm in istra tive  s tru c tu re , policies and

procedures are  rem arkably applicable to  program developm ent in this social 

tim e period.

ALCS grew out of a p ilo t study, undertaken on behalf of the social work 

profession, which had the objective of reaching and serving a c lien te le  

(middle and upper income groups) th a t  had no t previously availed them selves 

of social work serv ices. In the course of making the transition  from a p ilo t 

program , in itia lly  g ran t subsidized, to  a self-funding agency, ALCS dealt with 

a range of issues th a t u ltim ate ly  produced a viable s tru c tu ra l design. A 

se le c t num ber o f these which have p rac tica l applicability  and a re  original in 

th e ir  concep tualization  will be considered here .

P rice

The underlying assum ption was to  te s t  social work in an open 

m arketp lace; thereby  com peting w ith o ther trad itionally  higher paid m en tal 

health  professionals. A nonphilanthropic fee was estab lished  which was based 

on a c tu a l co s t. The un it o f service co s t was the in terv iew . F ac to rs  which 

determ ined  full co st w ere a c tu a l co sts  (housing, staffing , consultations, e tc .) , 

productiv ity  (number of in terv iew s per p rac titio n er and size of s ta ff), fee 

co llection  (an tic ipa ted  unpaid p a tien t bills).

In keeping with the nonphilanthropic c h a ra c te r  of the agency a ll fees 

w ere iden tica l for c lien ts; paym ent was expected  and dea lt with as a 

th e rapeu tic  issue. A fte r 1961, when g ran t support ended, fees covered full 

co st and self support was achieved w ithout diminishing capacity  to  m aintain
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adequate and com petitive  s ta ff  salaries and quality  in-service train ing . Two

m ajor fac to rs  con tribu ting  to  success in achieving full agency support from 

fees w ere the ab ility  to  determ ine unit costs and m ain tain  a high level of

p rac titio n e r productiv ity  w ithout com prom ising service quality . The

program 's dependence on c lien t support as a  source of income m ade c lien t

sa tisfac tion  with professional com petence a key issue.

Consumer M arket

ALCS c lien ts  w ere generally  well educated , econom ically advantaged 

and predom inantly in professional or highly techn ica l occupations. Over a 

th ird  had sought previous help from psychiatry and m ore than half had not 

sought help from any source.

P lace and Prom otion

C lients chose ALCS for a varie ty  of reasons: experienced p rac titioners , 

advanced knowledge of fees, tru s ted  source of re fe rra l, expec ta tion  of 

im m ediate and continuous service with the sam e p rac titio n e r. P rom otional 

m a teria ls  w ere sen t to com m unity leaders who re fe rred  th e ir constituen ts  for 

serv ice . In addition, p resen ta tions w ere given in p rivate  schools and to  

professional groups, e .g ., law yers, clergym en, and physicians.

The agency was repu ted  to  have high caliber p rac titio n ers , a  se t fee and 

prom pt service in a se tting  th a t was accep tab le  to  its  c lien te le  (a residen tia l 

a rea  on the Upper E ast Side of M anhattan). Physicians re fe rred  because they 

saw the agency's procedures as consisten t with p rivate  p rac tice ; the  se t fee 

and quality of s ta ff  w ere im portan t considerations.
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The s ta tis tic s  on c lien t u tiliza tion  indicate  th a t ALCS functioned as a 

typ ica l social agency offering  short term  counseling, long term  therapy  and 

co n cre te  serv ices. Many of the requests from c lien ts  cen te red  around the 

need for locating  resources for aged and ill adu lt fam ily m em bers, or children 

w ith psychological d isturbances and learning d isab ilities. The experience 

with c lien ts  and the  types o f problem s presen ted  dem onstrated  th a t upper 

incom e groups needed help and would m ake use of social work skills if they 

w ere made available to  them .

The discussion of ALCS was prim arily  concerned with establishing a 

p recedence for o ffering  social work services to  upper incom e groups and 

exam ining the broader program m atic im plications of a successfully m arketed  

fee -fo r-se rv ice  m odel. The m a te ria l th a t follows focuses on social work 

p rac tice  m odels in p rivate m edical se ttings - a re la tive ly  un tested  and newly 

developed a rea  for professional expansion.



Social Work in P rivate  M edical Settings

31

In general, the li te ra tu re  concerning social work in p rivate  m edical 

se ttings is underdeveloped and lim ited  to  descrip tive p rac tice  studies. Most 

exam ples deal with physicians in private or group p rac tice  who have hired 

social w orkers.

P lace and Prom otion 

Social w orkers are  em ployed in a range of m edical settings - p rivate  

clin ics, group p rac tices , prim ary health  care  program s, solo and partnersh ip  

p rac tices  which rep resen t diverse m edical specia lizations. They are  included 

in these m edical p rac tices  for a varie ty  of reasons. Among those m ost 

commonly c ited  are : the recognition th a t em otional and socioeconom ic

fac to rs  can com plicate physical problem s, 36 tre a tm e n t o f em otional stress 

m akes p a tien ts  m ore am enable to  m edical tre a tm e n t,37 inclusion of a social 

w orker frees up m ore productive tim e for physicians by devolving them of 

p a tien t counseling ac tiv itie s  and enabling them to  co n cen tra te  m ore 

exclusively on the physical com ponents o f c a re .38,39 While these claim s 

appear to  have value, none of them  have been substan tia ted .

In alm ost every  case where the experience was reported  as being a 

successful association , the physician had in itia ted  the idea of a working 

arrangem ent, was knowledgeable about the role and function of social work 

and had had previous positive experience with social w orkers, usually during 

tra in in g .^O "^  The social workers in these p rac tices w ere solely dependent 

on the physicians for re fe rra ls ; physician accep tance  was an essen tia l 

condition for prom oting the service with consum ers.
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Product F ea tu res

The types of service and in terven tions o ffe red  by the w orkers varied  

from p rac tice  to  p rac tice . Some of th e ir in terventions resem bled 

conventional m edical social work, focusing on the im pact of illness on 

pa tien ts  and fam ilies. O thers used a  b roader fram ew ork em ploying 

trad itional fam ily and m arita l tre a tm e n t, ado lescen t (adjustm ent) group 

work, vocational counseling; thus acquiring m ore of a fam ily service 

o rien tation . Many workers indicated th a t  p a tien ts  m ore readily accep ted  

re fe rra ls  when encouraged to  do so by th e ir  physicians. This in fers th a t the 

physician's recom m endation or "endorsem ent" may be a key fac to r in 

m arketing the service to  consum ers.

P rice

In addition to  varied  service p a tte rn s , th e re  w ere a num ber of d iffe ren t 

approaches to  pricing. The p a tien t populations w ere of middle c lass social 

and econom ic backgrounds; m ost had health  insurance, but it  did not usually 

cover social work serv ices. In one case fees w ere estab lished  by the social 

worker and co llec ted  by the  m edical o ffice which re ta ined  a percen tage to 

cover the overhead costs of the w orker. 1̂  A nother w orker, who d ea lt 

prim arily with an elderly  population, received  lim ited  am ounts under T itle  

XVIII and XIX, some third  party  support from local governm ents, public 

ch aritie s  and in stitu tions and some d irec t paym ent from p a t ie n ts .^  One 

dem onstration p ro jec t was funded by a s ta te  hea lth  service bureau. The 

au thor noted th a t  fee se tting  and th ird  party  paym ents w ere unresolved 

problem s which w ere identified  in the p ro jec t. She suggested th a t because of 

the range of services inheren t in social work p ra c tic e , fee se tting  should not 

follow the psych iatric  m odel but ra th e r the legal profession's tim e allocation  

system . ^
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A survey of am bulatory  m ed ical/socia l work pro jects*^ found th a t the

m ajority  of social w orkers in fam ily p rac tice  se ttin g s  charge fees which are  

estab lished  a t  an hourly ra te  and a re  o ffe red  on a sliding scale depending on

the p a tien t's  ab ility  to  pay. I t rem ains unclear w hether these p ro jects

achieved break even functioning because the serv ices appeared  to  be priced

on an a rb itra ry  ra th e r than co s t-re la te d  basis.

The da ta  o ffe red  in these a r tic le s  raises a num ber of questions. While 

com prehensive care  is frequently  c ited  as a ra tionale  for jo in t social 

w ork/m edical p rac tice , th e re  is li t t le  a tten tio n  to  continuity  o f ca re . No 

exam ples a re  o ffered  of program m atic  a tte m p ts  to  estab lish  hospital-hom e- 

p rivate  o ffice  linkages. In every case the  social w orkers w ere independent 

p rac titio n ers  with no in stitu tio n a l a ffilia tio n s . P ed ia trics  and OB-GYN w ere 

the only p rac tices  where th e re  was an exp lic it association  betw een the 

in terven tive  a c tiv itie s  of the w orkers and the m edical problem s of the 

patien ts.^7 ,48  In addition, m ost au thors reported  positive p a tien t accep tance  

of social w orkers, bu t it rem ains unclear as to  how the p a tien ts  u tilized  these 

services; conclusions regarding outcom es could no t be drawn.

R epeated ly , au thors re fe rred  to  the unquestionable au thority  of the 

physician. While th is is understandable under these c ircum stances, i t  has 

im plications for autonom ous, se lf-d irec ted  social work p rac tice . To w hat 

degree the physicians influenced social work p rac tice  was not determ ined . 

On the o ther hand, co llaboration  with re sp ec t to  consisten t feedback and 

exchange of inform ation betw een the disciplines was not explicitly  identified  

as  an in teg ra l com ponent of th e  p rac tice  arrangem ents.

Finally , th e re  is the issue of fees and th ird  party  reim bursem ent. 

Hookey notes th a t in fee -fo r-se rv ice  se ttings, a physician's assessm ent of the
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viability of a  proposed collaborative a rrangem ent may turn  on w hether or not 

his pa tien ts  will be able to  claim  health  insurance reim bursem ent for social 

work s e r v ic e s .4 9  Twersky and Cole concur and o ffe r  the opinion th a t

insurance coverage for social work is a m easure of the degree to  which fee - 

fo r-serv ice is accep ted  in the m edical care  of p a tien ts  and an influence on 

the e x te n t to  which social w orkers are  u s e d .5 0  i t  would thus seem th a t 

availab ility  o f th ird  party  coverage is becom ing an increasingly im portan t 

fac to r in the successful m arketing of social work p rac tice  in the private 

m edical sec to r.

P rivate  Social Work P ra c tic e  Under H ospital-based Auspices

In rece n t years, the Mount Sinai Medical C en ter, m ost predom inantly

am ong o ther hospitals, in s titu ted  a  num ber of c lin ical social work pro jects

which were based on a  co llaborative social w ork/m edical m odel and o ffered

com prehensive service to  p rivate  p a tien ts  on a  fee-fo r-serv ice  basis. These

unique types of p rac tice  arrangem ents rep resen t the new est and perhaps m ost

promising direction for service delivery for the following reasons:

they address the social health  needs of underattended  p a tien t 
groups

- have po ten tia l for incorporating quality assurance m echanism s 
for m aintaining accep tab le  standards of p rac tice  and 
professional accountability

- asp ire to  be self funding on a fee -fo r-serv ice  basis

- em ploy an in teg ra ted  bio-psychosocial approach to  care

One of the c e n tra l aim s of these p ro jec ts has been to identify  p a tien t 

populations who have no t previously defined them selves or have not been 

defined as  po ten tia l social work consum ers and, in the case o f chronically  ill 

p a tien t groups, to  develop a m odel which will o ffe r longitudinal care  on a
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continuum  from  presen ta tion  to  hosp ita lization  and re tu rn  to the com m unity.

The in ten t is to dem onstrate the effec tiv en ess  of social work with a new type 

of c lien t m arke t and broaden the scope of hospita l-based  social work

departm en ts  to  include form alized associations with m edical p rac titio n ers  in

the p rivate  sec to r. As such, th e re  is an im plic it recognition of the

contribu tions o f both providers and consum ers in determ ining health  care

needs and assessing the re la tive  b enefits  of serv ices provided.

This ch ap te r explored the im pact o f chronic illness, a t  the m acro and 

m icro levels, on middle and upper socioeconom ic health  consum er groups. 

Exam ination of the problem s experienced by these p a tien ts  brought to  light 

the need for social health  counseling and support service program s th a t o ffer 

coord inated , com prehensive ca re  on a continuum in hospitals, physicians' 

o ffices and com m unity settings.

D espite its lim ita tions, the social work profession has had a rich 

trad ition  in the p rivate  sec to r and is acce le ra tin g  its  e f fo r ts  to  estab lish  

program s and secure vendorship s ta tu s  so th a t it can m ee t the needs of 

private  chronically ill health  consum ers, m ore e ffec tiv e ly  than in the past.

In line w ith th is e ffo r t, new program designs a re  em erging which will 

have to  com pete for consum er partic ipa tion  with o ther m en tal health  

professions in the open m arketp lace . Analysis of past and cu rren t fee -fo r-  

service social work program m odels dem onstrates th a t they lend them selves 

to a m arketing-type of analogy and are  suitable for application  of m arketing 

principles and s tra teg ie s . This can serve to  enhance social program 

effec tiveness in te rm s of service delivery and in terprofessional com petition .
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Among the m ost prom ising of the recen tly  developed program designs 

a re  the institu tionally  based p rivate  social work p rac tice  m odels. To date , 

th e re  is li t t le  known about the design, im plem entation and consum er m arke t 

s tru c tu re s  of these p ro jec ts; how these fac to rs  in te ra c t to  a f fe c t  u tiliza tion  

and m arke t appeal. Analysis of these cen tra l issues, along w ith the  

developm ent of a  s tra teg y  for m arketing  such program s will be the subject of 

the succeeding ch ap te rs  of this study.
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CHAPTER III. THEORETICAL FRAMES OF REFERENCE

Introduction

This p ro jec t w ill study the  range o f p rivate  social work service delivery 

models developed a t  the Mount Sinai M edical C en ter (NY). These program 

models have, to  varying degrees, begun to  involve the chronically ill m iddle 

class p a tien t tre a te d  in the p rivate  m edical sec to r. The p ro jec t will o ffe r a 

s tra teg y  for evaluating and enhancing a program 's appeal and accep tance  

among its  various co n stitu en t m arkets.

D eparting from trad itional approaches to program study and analysis in 

social work health  care  delivery, i t  is proposed to  u tilize  th eo re tica l 

fram ew orks th a t are  associa ted  with conventional business p rac tices . The 

o rien ta tion  o f th is p ro jec t and its  approach to  program m ing re la te s  not only 

to  enhancing the e ffec tiveness  of service bu t is also shaped by a  belief and 

conviction th a t the profession m ust actively  seek out ways to  expand its  

c lien t m arkets and funding sources in order to  o ffse t the im pact of 

diminishing public and private  support of its  program s.

Using the Mount Sinai models as a  focus, this p ro jec t will develop a 

concep tual approach to  m arketing  social work service program s. C oncepts 

and guidelines will be suggested to  be em ployed by social work adm in istrato rs 

concerned with the survival o f existing program s or the crea tion  of new ones. 

P rinciples of m arketing  and re la ted  theories on consum er u tiliza tion  will be 

review ed and those concep ts se lec ted  th a t seem m ost re levan t to  the 

developm ent of a m arke t o rien ted  approach suitable for social program 

planning and com patib le w ith social work norms and values. M arketing 

theory to g e th er with stud ies on consum er u tiliza tion  provide a  broad



th e o re tic a l and em pirica l perspective which should perm it iden tifica tion  of 

fac to rs  a ffec tin g  program accep tab ility , su itab ility  and viability  -  a ll of 

which are  c ruc ia l to  program success and survival.



A. MARKETING THEORY

A M arketing P erspective Defined

The cu rren t econom ic trend  in the U nited S ta tes  and th a t  of the 

fo reseeable fu tu re  is ch a rac te rized  by a  m arked decline in governm ental 

funding for human service program s which has not been o ffse t by 

philanthropic funds. Increasingly, professions such as social work need to  

think of them selves as m arketab le  en te rp rizes  which m ust com pete for funds 

in a  shrinking supply pool. This necess ita te s  finding new ways to  m arke t 

them selves and the ir services; joining the open m arketp lace  and com peting 

e ffec tiv e ly  w ith o ther m en ta l health  professionals; and applying a business 

perspective to  ensure continued fisca l solvency and proper m anagem ent of 

program s.

In order to  ensure both survival and enhancem ent of program s, 

m arketing  techniques em ployed in the business com m unity with s tra teg ic  

planning seeking to  define both consum er need and product dem and appears 

to  be essen tia l no t only for estab lished  social work program s but also for new 

ven tures which seek to  innovate program m atic models. Such s tra teg y  is 

prim arily concerned w ith "designing and defining an organization 's product or 

service in te rm s of the  ta rg e t m arket's  needs, and on using e ffec tiv e  pricing, 

com m unication and d istribution to  inform , m o tiva te , and service the 

m arkets ."  *

According to Rosenberg and Weissman, "m arketing  is a special view of 

the business process designed to  a t t r a c t  and keep custom ers... i t  em phasizes 

consum er needs as well as s a t is f a c t io n ." ^  The m arketing  philosophy is 

com patib le w ith th a t of social work in the sense o f being user, no t se ller, 

o rien ted  and in its  u ltim a te  accountab ility  to  the consum er. This value
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principle has been enunciated  by social adm in istra to rs who advocate the 

prim acy of the c lien t in the helping process. Iden tifica tion  of the c lien t and 

the c lien t's  in te re s ts  and needs, the perception  of the social c lim ate  of 

individuals and co llections of individuals and the role of the  social agency 

responding to  human needs have been discussed by Slavin. He points ou t th a t 

"when a c lie n t perspective becom es the focal po int of (agency) o rien tation  

then service needs se t the conditions for crea ting  an organization to  m ee t 

them  and should, as a norm ative principle, define the essen tia l value 

o rien ta tion  of those responsible for adm inistering the service response."^

Demand and Supply; A C onceptual Fram ew ork fo r Viewing M arketing Tasks

There have been many a rtic le s  assessing a m arketing  type approach 

among which m ost notably are the  contributions of Philip K otler. His 

fram ew ork for evaluating  ta rg e t m arke t needs and product dem and s ta te s  

highlights the various problem s organizations encounter around regulating 

supply and dem and.

K otler develops a typology of e ig h t s tra teg ic  m arketing  problem s th a t 

organizations m ost typically  encounter.** The problem s a re  form ulated  as 

"dem and s ta tes": negative , nonexisten t, la te n t, fa lte ring , irregular, full,

overfu ll and unwholesome. In each  case the level of cu rren t dem and is 

assessed in rela tion  to  the desired level of dem and. Solutions for dealing with 

the various dem and situations give rise to  specific m anagerial tasks. The 

tasks com bine adm in istra tive  principles and m arketing techniques.



"All of these tasks require a  m anagerial approach consisting of 
analysis, planning, im plem entation , o rganization  and con tro l. 
F u rtherm ore , a ll u tilize  the two basic steps of m arketing  s tra teg y  
developm ent, defining the  ta rg e t m arke ts  and form ulating  a 
m arketing  mix ou t of the e lem en ts  of product, p rice , prom otion 
and place."^

In developing a th e o re tic a l perspective from  which this program 

derives, particu la r a tte n tio n  was given to  one of the demand s ta te s  identified  

e a r lie r  - la te n t dem and.

L a te n t Demand

"A s ta te  of la te n t dem and ex ists  when a substan tia l num ber of 
people share a  strong need fo r som ething which does not ex ist in 
the form of an ac tu a l product."^

L a ten t demand o ffers  the  m ark e te r opportunities to  develop new 

products and serv ices th a t will m e e t a  perceived need. Sm all cars  w ith d iesel 

fuel engines, ligh t w eight portab le  s te reos, cable television, and low calorie  

foods a re  exam ples of la te n t dem and products. The A rthur Lehman 

Counseling Service is an exam ple o f a  social agency th a t iden tified  a  la te n t 

dem and for social work services among m iddle and upper income groups. The 

agency developed a  high quality  counseling serv ice , com peted  in the  open 

m arketp lace with o th e r disciplines rendering sim ilar serv ice , cap tu red  th e ir  

ta rg e t m ark e t, and becam e self funding on a fee-fo r-se rv ice  basis. Sim ilarly, 

the social work service p ro jec ts a t  The Mount Sinai M edical C en te r are  

exam ples of a response to  a la te n t m ark e t dem and for service from  middle 

and upper incom e pa tien ts  seeking help with the social health  needs and 

problem s resulting from or re la ted  to  illness and disability .
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C onverting la te n t dem ands into a c tu a l dem ands requires 

"developm ental" m arketing:?

- identifying the la te n t need and prospective p roduct users

- developing the righ t product

-  choosing the right price

-  coordinating channels of d istribution

-  dissem inating appropria te  product inform ation

Choosing a m arketing  s tra teg y , even in cases where the dem and seem s

assured, involves form ulation of policy in four decision making areas:

product, p rice, place (distribution), and prom otion; typically re fe rred  to  as

the "m arketing  mix." Quelch o ffers  a useful c lassifica tion  of these concepts

from a  m anagerial perspective:

"Product policy defines the range of products, serv ices or 
concepts to  be m arketed  by the o rganization . P ricing is 
concerned with the costs in money and tim e th a t th e  consum er is 
willing to  spend to  obtain the product. D istribution (place) seeks 
to  insure th a t the organization 's products a re  e ffic ien tly  delivered 
to  the consum er a t  the appropria te  tim e . Prom otion m ust inform 
the consum er of the ex istence of the product -  w here, when and 
a t  w hat cost they can be obtained -  and to  persuade the consum er 
to  take  action  to  require them ."8

Although they a re  tre a te d  as separa te  e n titie s  the com ponents of the 

m arketing  mix are  in te rre la ted  and m ust opera te  in a congruent fashion to  

ensure successful im plem entation . Changes in one e lem en t a f fe c t  the o thers 

resu lting  in continuous m onitoring, ad justm ents and m odifications.
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C h a rac te r of a  P roduct 

According to  K otler the c h a ra c te r  of a product can be distinguished by 

th ree  concepts:^

Tangible P roduct is the ac tu a l physical en tity  or organizational 
offering  which is com prised of five c h a ra c te ris tic s . These tra i ts  
would apply to  a social service program  as follows:

* Q uality level -  degree of com petency and expertise  of provider

* F eatu re  -  cost, availability

* Styling -  type and length  of tre a tm e n t o ffered

* Brand name - form al nam e of service or program

* Packaging - location  where the service is o ffered

Core Product is the b en efit o ffered  to  the consum er.

Augm ented P roduct is a ll the benefits  and costs  incurred by the 
consum er in obtaining the products.

In addition, K otler iden tifies dimensions o f a  product which, when 

com bined w ith the above concep ts, provide the fu ll range of a ttr ib u te s  th a t 

the consum er evaluates  before he considers making the purchase. The 

dim ensions are :

* D urability -  will the e f fe c t  o f the product or service o u tlas t 
the co sts  (money, tim e) invested  to  obtain  it?

* Com plexity - is the product too com plicated  to  obtain  or 
u tilize?

* F am ilia rity  -  is the ta rg e t population properly acquain ted  with 
the product or will i t  raise suspicions and be re jec ted?

* Visibility - is the product conspicuous and easily found?

* Risk - does the  product rep resen t too  much personal or 
financial risk?
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Introducing New Products

Once a  product idea or serv ice concep t has been form ulated  and te s t  

m arketed , a  num ber of techniques can be applied which, according to  K otler 

and Z altm an, s tim u la te  product adoption or u tiliza tio n . 10 In the au thors 

opinions these techniques a re  costly , have inheren t risks, and do not rep resen t 

a m arketing  mix th a t would norm ally be used to  p en e tra te  a m ark e t. 

H owever, these incentives a re  selectively  u tilized  by corporations and sm all 

re ta ile rs  to  encourage rapid adoption of new products and may have 

applicability  for non-profit o rganizations th a t wish to  prom ote service 

program s in new c lien t m arke ts .

- charging a  low er than  planned price to  s tim ulate  ea rlie r  tr ia l 
and repurchase of the product

-  d istribu ting  free  sam ples of the product to acquain t the 
m ark e t as rapidly as possible w ith the product’s ex istence and 
v irtues

- offering  p rice -o ff coupons or prem ium s to  stim u late  ea rlie r 
tr ia l

- using h igher-than-planned levels of advertising  expenditures to  
increase the ra te  a t  which consum ers learn  about the new 
product

Such p rac tices  rarely  occur in social agencies. Questions arise , 

how ever, as to w hether this is because the use o f incentives to  prom ote new 

services is uneth ical or because th is approach has no t been custom  in the 

social w elfare com m unity. In any case, the ir application  would raise a 

num ber of policy issues in te rm s of who to  include (po ten tial c lien ts  or 

re fe rra l sources), w hat to  o ffe r , how much to  o ffe r , when to  o ffe r it and for 

how long.
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Price

Social w elfare program s th a t are  no t fully funded by ex te rn a l sources 

m ust estab lish  pricing standards to  recover operating  costs and p reven t 

d efic it spending. In non-profit organizations income genera ted  from funding 

sources and service u tiliza tion  is ca lcu la ted  to  identify  the point a t  which 

costs equal revenues and the organization reaches break even. With public 

and private  donor resources declining, many program s increasingly a re  going 

to  have to  look for ways of generating  consum er incom e. Revenues from  a 

paying c lien te le  may thus be used for operating  expenses as well a s  being a 

possible source of subsidy for less a fflu en t clien ts .

Pricing s tra teg ies  em ployed by the business sec to r have lim ited  

applicability  to  social program s in the sense th a t they seek to  m axim ize 

p ro fit. On the o ther hand, there  are  no se t c r ite r ia  for pricing services in the 

non-profit sec to r and, under p resen t fisca l re s tra in ts , th e re  is need to  explore 

new ideas and approaches. Exam ples of s tra teg ies  borrow ed from the 

business com m unity include: m em bership drives (churches, museum s, e tc .) 

where sales prom otion prices a re  o ffered  for a lim ited  tim e to  encourage 

dem and (incentives); th e  cu rren t proposal th a t Medicaid p a tien ts  pay a small 

fee for the purpose of discouraging misuse and overuse of the health  system 

(disincentive). "P rices a re  not only an ind icator of the ra te  of exchange but 

also com m unicators of a product's quality  and consum er accep tab ility ." ! 1 If 

p o ten tia l consum ers are  willing and able to  pay com petitive prices for an 

innovative and desirable serv ice , then a  c loser exam ination of the co rporate  

approach to pricing may serve to inform  our own p rac tices  or, a t  the very 

le a s t, allow us to  view them  through a d iffe ren t lens.



49

P ro fit M axim ization

Burck exam ined the m yths and rea lities  o f co rporate  pricing. He takes 

the  position th a t com panies with innovative products which con tro l the 

m arke t should charge the maximum th a t people w ill pay. Many com panies 

fa il to  do this for fea r of being labeled "p ro fitee rs"  and, in Burck's opinion, 

th is is a m istake. Although his philosophy, which c learly  supports p ro fit 

m axim ization "charge w hatever the tra ff ic  will bear,"  is co n tra ry  to  social 

work norm s and standards, he m akes several points regarding pricing 

s tra teg ies  which are  worth noting. 12

-  A big backlog is an indication of an underpriced product.

Always m ake decisions today th a t will help you tom orrow , and 
rem em ber it's  eas ie r to  c u t prices tom orrow  than raise them .

- The key to pricing is to build value into the p roduct and price i t  
accordingly.

P roduct Pricing Techniques

S tra teg ic  decisions for pricing products in new and developing m arkets 

fa ll in to  two m ajor ca tegories: "skimming pricing" and "penetra tion  pricing".

Skimming pricing is a  s tra teg y  which estab lishes a high price on an innovative 

p roduct in the early  stages of its  m arketing developm ent. Dean c ite s  four 

reasons why this approach has been successful in b u s in e ss :^

1. Sales of the product are  likely to be less sensitive to  price in
the early  stages when it  has few close rivals then when the
product m atu res and com petitive im ita tions have appeared.

2. Launching a new product with a high price is an e ff ic ien t
device for breaking the m arke t up into segm ents th a t d iffe r
in price e la s tic ity  of dem and. In itia l high prices serve to 
skim the "cream " of the m arke t th a t is insensitive to  price; 
subsequent price reductions tap  successively m ore e lastic  
secto rs .
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3. The in itia l high price can serve as a "refusal" price during the
stage of exploration . P rice reductions can follow bu t this is 
dependent on and re la ted  to  product design and production 
e ffic iency .

if. High prices produce g rea te r dollar volume sales which
provide funds th a t  can e ith e r  be used to  finance expansion 
in to  la rg e r volume sec to rs  of a given m ark e t, or be invested 
in o th e r program a rea s  where v iability  is th rea ten ed  due to  
in su ffic ien t financial resources.

P en e tra tio n  pricing is a s tra teg y  which uses low prices as  an en te rin g  wedge

to g e t into m ass m arke ts  early . Dean no tes a  num ber of conditions under

which this approach is m ost desirable:

1. When sales volume is very sensitive to  p rice , even in the 
early  stages of in troduction.

2. When i t  is possible to  achieve substan tia l econom ies in unit 
co st of m anufacturing  and d istributing  the product by 
operating  a t  large volum e.

3. When th e re  is no "e lite"  m arke t, i.e ., no class of buyers 
willing to  pay a higher price to  obtain the new est and the 
best.

In sum, innovative program s designed fo r new ta rg e t m arke ts  can 

provide additional funding opportunities for social agencies. Concepts 

borrow ed from  the business sec to r such as skimming and penetra tion  pricing, 

though based on p ro fit m axim ization , serve to  inform decisions about when to  

use above, full or below cost pricing, how to  determ ine w hat the m arke t will 

a cc ep t, and where to  re -invest surplus incom e.
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Place

P lace or d istribution com prises a ll o f the  channels or o u tle ts  a product 

m oves through until it finally reaches the consum er. In business te rm s it  

re fe rs  to  the pathw ays and personnel involved in m anufacturing , m arketing , 

wholesaling and reta iling  a product, a s  well as the prom otion and co s t policies 

th a t guide these processes. For social program s, place or d istribution is used 

in the broader sense to  include geographical location , te rm s o f product 

consum ption and deploym ent of personnel.

In designing a new program or re-evaluating  an ex is ten t one, 

consideration m ust be given to  planning and se lec ting  d istribution channels in 

te rm s of how they will a f fe c t  consum er product selection  and accep tance . 

For exam ple, selection of program location m ust take in to  account degree of 

accessib ility , convenience, and proxim ity to  public tran spo rta tion . O ther 

fac to rs  re la ted  to  consum ption are  e lig ib ility  c r ite r ia , appoin tm ent policies, 

hours during which personnel a re  available, e .g ., evenings and w eekends if the 

consum er population is prim arily com posed of working people and fam ilies. 

S im ilarly, the deploym ent of personnel and w hether home v isits or ou treach  

sa te llite  program s a re  necessary  a re  judgm ents which a re  made on the basis 

o f the ta rg e t population's needs. F inally, th e re  is the issue o f the type of 

fac ility , i.e ., the physical p lant th a t houses the program s where c lien ts  com e 

into  d ire c t c o n ta c t with the product or serv ice. For exam ple, the  A rthur 

Lehm an Counseling Service carefu lly  se lec ted  and appropria tely  furnished a 

building on the upper E ast side of M anhattan 's residen tia l a rea  which was 

a ttu n ed  to  the social class group they sought to  a t t r a c t .  K otler re fe rs  to the 

physical c h a ra c te ris tic s  of an agency as "atm ospherics;" th e ir  specific 

e lem en ts  in c lu d e :^
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* Cognitions -  ex te rio r  s tru c tu re s , in terio r space, displays,
dress o f personnel

* O lfactory  -  scen t, freshness

* T ac tile  -  softness, sm oothness, tem p era tu re

U nfortunately , social agencies o ften  fa il to  give adequate  a tte n tio n  to  

the physical im age they p ro jec t because o f th e ir  prim ary concern with 

functional issues. Consequently, c lien ts  may be subjected  to  unpleasant,
}

depressing surroundings which im part an indifference to  the feelings and 

sensitiv ities of the users and does li tt le  to  e ith e r  prom ote or m aintain  th e ir 

continued patronage.
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Prom otion

A well designed prom otional program  can enhance the success of 

m arketing  a  tangible product, idea or social program . Prom otion is the 

com m unications e lem en t of the m arketing  mix. Holmes and R ieken define 

prom otion "as the m eans by which organizations give inform ation about 

them selves and try  to  persuade consum ers to  e n te r  in to  exchange

a c t iv i t ie s ." ^

Prom otion is m ost commonly associa ted  with the  four principal 

m odalities th a t s tim u la te  product in te re s t and desirab ility : advertising,

public relations, sales prom otion and personal selling. A dvertising is a paid 

form of com m unication which requires considerable financial resources and 

long range planning. Public rela tions is a  non-paid form of com m unication 

which en ta ils  developm ent of news and prom otional m a te ria l and involvem ent 

o f the m edia. Both o f these approaches require sign ifican t am ounts of tim e, 

e f fo r t  and money and a re  m ost o ften  u tilized  in large scale en te rp rises . In 

c o n tra s t, sales prom otion and personal selling encom pass a varie ty  of 

ac tiv itie s  which have u tility  for sm all program operations. Indeed, these 

a c tiv itie s , though re fe rred  to  by d iffe re n t nam es, are  o ften  p rac ticed  by 

social w orkers in th e ir day to  day in te rfaces  w ith c lien t and donor 

constituencies.

Sales Prom otion

Sales prom otion consists of m iscellaneous m arketing  a c tiv itie s  th a t 

stim ulate  consum er purchasing and dealer e f f e c t iv e n e s s .^  These low cost 

a c tiv itie s  include: product displays and exhibitions, public service notices

and ou treach  program s, consum er group m arches and p ro tes t rallies.
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Brochures and le a fle ts  are  additional form s o f sales prom otion which serve to  

inform consum ers abou t the ex istence as well as co n ten t of program s. When 

such inform ation is suitably ta ilo red  to  the needs and p references of the 

intended ta rg e t group it is likely to  cap tu re  the ir a tten tio n  and prom ote 

In te rest in the program . Too o ften , social work program s lack specific ity  irt 

describing the ir services and seek to  appeal to  broadly defined ta rg e t 

populations ra th e r than breaking them  down into segm ents whose needs, 

resources and ta s te s  vary significantly  - if only slightly overall.

Personal Selling

Personal selling is a principal force in prom oting industrial products. 

Increasingly, behavioral research  studies are  focusing on the roles and 

behaviors associa ted  with e ffe c tiv e  selling sty les and approaches as this 

function com m ands a sizable portion of m arketing  budgets and has a 

significant im pact on product sales success.

In non-profit o rganizations, personal c o n ta c t is a type of selling 

function which seeks to encourage c lien t in te re s t and partic ipa tion . Because 

the c r it ic a l point of c o n ta c t betw een agency and c lien t takes place through 

the agency rep resen ta tive  or "sales person", these co n tac ts  a re  im portan t 

determ inan ts of program success or failu re . In discussing m arketing 

s tra teg ies  for e ffec tiv e  service or product prom otion, K otler em phasizes the 

im portance of the co n tac t function in rela tion  to  prom oting consum er 

sa tisfac tion :

"(agency) personnel c re a te  d is tinc t im pressions upon c lien ts  in the 
way they dress, speak and tr e a t  people... the quality  of th e ir 
service has a  d irec t influence on fu tu re  patronage and satisfac tion  
of the organization 's custom ers."! ?
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Some of the key issues to  be considered concerning c lien t-w orker 

in te rac tions a re  these:

Is sim ilarity  betw een the  tw o parties , e .g ., race , social c lass, sex, an 

im portan t variable in determ ining a positive outcom e (sale o f product, 

consum er satisfac tion )?  Davis and Silk found th a t when th ree  groups of 

salesm en and prospective c lien ts  w ere com pared, the salesm en appeared  to  

be m ore like the sold than unsold p r o s p e c t s . IS Among the  variab les studied 

w ere dem ographics, backgrounds, physical ch a ra c te ris tic s  and personality  

needs.

What types of behavior a f fe c t  outcom e; w hat p a rt does in terpersonal 

in terac tion  play? For exam ple, should social agencies co n tro l w orkers' 

a ttitu d e s , behaviors and operations with clien ts?  How would this a f f e c t  the 

notion of in ternalized  professional norms and self d irec ted  p rac tice ; to w hat 

degree is con tro l necessary  and in whose in te re s t -  c lien t or agency?

What policy considerations m ust be given to  rec ru itm en t, selection  and 

manpower planning; w hat procedures need to  be im plem ented fo r rew arding 

and evaluating perform ance -  if one accep ts  the prem ise th a t the rendering 

of service is a  form of product sales, heavily influenced by in terpersonal 

in te rac tio n a l processes, and the understanding and m otivational partic ipa tion  

of the  worker in the purposes of the  program .
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C onstrain ts and Concerns in A pplication of M arketing Theory

The foregoing discussion has explored the th e o re tic a l underpinnings of 

m arketing  theory and a tte m p te d  to  illu s tra te  how the logic and s tra teg ie s  of 

these com m ercial concep ts can be adap ted  for social program application. 

However, in order to  m aintain  a  balanced perspective, i t  is necessary to  point 

out th a t there  ex ists  inheren t co n stra in ts  and lim ita tions in applying these 

theories to human service program s and social causes. A uthors who strongly 

support the use of m arketing  p rac tices  in the non-profit sec to r, raise concern  

abou t the ir po ten tially  negative im plications and consequences.

As K otler and Z altm an no te , "Because social m arketing  deals w ith core 

beliefs, and values, it  m ust search harder for m eaningful quid pro quos to gain 

accep tance  of its  products." ^  Rosenberg and Weissman in discussing the 

b arrie rs  to  m arketing  social work services in health  care  se ttings, caution 

against allowing serv ices to  becom e an econom ic com m odity, sold in the 

m arketp lace  and d istribu ted  on the basis of who can affo rd  to  pay for 

them .20

A t the ex trem e end of the continuum  a re  au thors like K urt R e ich ert 

who seriously question w hether the ideologies of p rivate  en te rp rize  and social 

w elfare can co -ex ist w ithout endangering the mission and values of the  social 

work profession.21

R eich ert argues th a t, if social work adopts the m arke t m odel as a 

s tru c tu ra l base for its  program s, i t  would d r if t  aw ay from its  com m itm ent to  

advancing social reform  and serving disadvantaged classes. He views the 

crea tion  of com petitive , fee -fo r-serv ice  m odels and the em phasis on e ff ic ie n t 

productiv ity  as underm ining the notions of cooperation , com prehensive ca re , 

social ju stice , and reform .
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The fundam ental problem w ith R eichert's  argum ent is th a t he tends to 

confuse m ark e t conditions, which are  econom ic concepts, w ith m arketing  

s tra teg ie s , which are  program m atic concep ts. Thus he sees the m arketing  

m odel as polarizing the choice betw een servicing p o ten tia l 'm arke ts-in - 

w aiting ' o r population groups a t  risk. The developm ent of en trep reneu ria l 

fee-fo r-se rv ice  program s are viewed as being m o tivated  m ore by p rofitab ility  

than social need. These developm ents are  no t, how ever, viewed in the 

co n tex t of problem s and rea lities  connected  with the cu rren t fiscal re s tra in ts  

imposed on social work adm in istra to rs and program planners.

What R e ich ert, i t  seem s, fails to  recognize is th a t the developm ent of 

en trep reneu ria l program m odels which serve previously underattended  c lien t 

groups is not incom patible with social work norms and values. Indeed, the 

profession is obligated  to  provide service to  a ll population groups where 

identifiab le and unm et needs ex ist - regardless of econom ic or social s ta tu s.

R eichert also tends to  m inim ize the ways in which the m arke t m odel 

can enhance social reform  and justice by providing revenue for program 

continuation and m ain tenance. For exam ple, revenues derived from a fee 

paying c lien te le  can c re a te  a financial base for program s th a t serve 

disadvantaged populations and are  suffering  the e f fe c ts  of dim inished 

governm ental support. In fa c t, the re  is no evidence to  support the contention 

th a t social work departm en ts which have adopted the m arke t m odel have 

abandoned th e ir com m itm ent to  th e ir underprivileged c lien ts . In an era  

where th e re  ex ists  a surplus of social work m anpower and a m arked decline in 

available funding, it would seem th a t revenue producing program s which o ffer 

additional financial sources for underw riting w orker salaries, c rea tin g  job 

positions and m aintaining day-to-day agency operations, a re  urgently  needed.
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From ano ther perspective , application of m arketing  s tra teg ie s  to  

program s serving the  econom ically disadvantaged and socially vulnerable can 

resu lt in services which are  highly responsive to  consum er needs; thus 

enhancing professional accoun tab ility  to  groups th a t  a re  dependent on social 

w elfare program s bu t o ften  lack the luxury o f chosing and selec ting  the ir 

service fac ilitie s .

R egardless of w hether one ag rees  w ith R eichert's  point of view, his 

contributions m erit a tten tio n  and resp ec t because they  force us to  struggle 

w ith the dilem m a of m aintaining a com m itm en t to  estab lished  professional 

norm s, while finding innovative and c rea tiv e  solutions to  deal with new se ts  

of problem s and issues.

As social work seeks to  incorporate m arketing principles into its  

p rac tices , i t  m ust do so in the co n tex t of value considerations and w ith the 

knowledge o f the ir p o ten tia l benefits  and lim ita tions. The social work 

lite ra tu re  has only recen tly  begun to  exam ine how this can be 

accom plished.22

The poten tially  dysfunctional consequences -  m anipulative p rac tices  

and the inheren t power of the "persuasive a rts"  which can influence 

judgm ents and decisions; the  costs of prom oting social causes and program s 

which may surpass the ir n e t gain to  specific  groups o r society  as a  whole -  

m ust be closely m onitored and properly analyzed and docum ented to  insure 

th a t both the pros and cons are  objectively and fairly  evaluated .

Given the p resen t s ta te  of the a r t ,  one can only m ake broad 

generaliza tions regarding applicability  of m arketing  s tra teg ies  in rela tion  to  

prom oting w orthw hile social ob jectives. R esearch , conducted on a  case by 

case basis, w ill be needed before m ore deta iled , norm ative genera liza tions 

and guidelines can be estab lished .
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B. CONSUMER UTILIZATION THEORY

D evelopm ent of a m arketing  s tra teg y  for a product or serv ice requires 

an understanding of the fac to rs  th a t a f fe c t  its  u tiliza tion . This includes 

knowledge about product design and developm ent and about the natu re  of the 

m ark e t s tru c tu re  - who they are  in te rm s of th e ir  lifesty les , needs and 

preferences; w hat the ir a ttitu d e s , m otivations and behaviors are  in rela tion  

to  the product or its facsim ile . Awareness of the social and environm ental 

influences which bear on the decision making processes th a t guide product 

selection  and consum ption is an additional im portan t fac to r.

Both the public health  and m edical sociology lite ra tu re s  have exam ined 

the  subject of health  care  u tiliza tion  extensively . By bringing to ge ther 

organizational, psychological, and sociocultural concep ts they form a 

common th e o re tic a l fram ew ork which suggests th a t service u tiliza tion  

p a tte rn s  are  influenced by the psychological determ inan ts, cu ltu ra l norms and 

sociodem ographic c h a ra c te ris tic s  of the consum er population, and by the 

organizational s tru c tu re  of the health  care  delivery system .

In order to  delim it the a rea  of investigation , only those studies which 

have exam ined concepts o f health  service u tiliza tion  in a fflu en t or m ixed 

socioeconom ic p a tie n t populations are  included for discussion. Within this 

grouping i t  is proposed to  p resen t tw o p ro to typ ical studies; each  of which is 

rep resen ta tive  of a m ajor th e o re tic a l approach, and a  th ird  th a t  em ploys a 

com bined perspective with p articu la r re ference  to  middle class hea lth  care  

norm s and behaviors.
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An O rganizational Perspective

The influence of the organizational s tru c tu re  on consum er health  

behaviors and u tiliza tion  p a tte rn s  can be seen in a  study by Beloff and 

K o r p e r . 2 3  The au thors contend th a t  m ost trad itiona l m edical p rac tice  

se ttings provide "illness" care  to  th e ir p a tien ts  and th a t u tiliza tion  p a tte rn s  

a re  determ ined  by the pa tien ts ' iden tifica tion  of sym ptom atic com plaints. 

They identify  the provider's philosophy of ca re  a s  being a  key determ inan t in 

influencing type and quantity  of service u tilized  and in c rea tin g  a dem and for 

services o ffered . Evidence is presented  to  support the conclusion th a t 

service u tiliza tion  p a tte rn s  in trad itio n a l health  care  settings can be changed 

through m odifications in the way services a re  delivered and organized.

In this study, 31 fam ilies were in troduced to  the concept of 

com prehensive care  rendered by a m ultidisciplinary s ta f f . They were o ffered  

psychosocial support services as well as biom edical tre a tm e n t, the em phasis 

being on illness reduction and im proved p a tien t functioning. The authors 

hypothesized th a t the organizational s tru c tu re  and operational philosophy of 

this new type of service arrangem ent would u ltim ately  a lte r  the health  

behaviors and service u tiliza tion  p a tte rn s  of the study population.

Analysis of findings showed th a t, over tim e, physician co n tac ts  declined 

while co n tac ts  with non-m edical personnel (nurse, social w orker, nu trition ist) 

rose significantly . R eductions in u tiliza tion  o f costly  m edical services and 

increased use of less expensive a lte rn a tiv e  support serv ices suggested th a t 

p a tien ts  had moved from an illness o rien ted  behavior to  one th a t was orien ted  

to health  m ain tenance and prevention. These shifting p a tte rn s  w ere 

a ttr ib u te d  to  the influence of the o rganizational s tru c tu re  which o ffered  

preventive serv ices and routine m ultidisciplinary involvem ent. In addition,
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the system  ac tive ly  supported and prom oted a philosophy of health  ca re  

which gave equal recognition to  the social/em otional as  well as the 

biom edical needs of its  consum er population.

From a  m arketing  perspective, i t  would seem th a t  exposure to  a 

m u ltiface ted  service system  led to  the iden tifica tion  and recognition of 

la te n t psychosocial health  needs. This, in tu rn , g enera ted  a consum er dem and 

for the innovative, non-trad itional serv ices, accom panied by a  decreased  use 

of physician tim e fo r non-m edical hea lth  re la ted  problem s.

B eloff and K orper's work underscores the im portance of the operational 

philosophy of the health  delivery system ; its  considerable influence on health  

consum er behaviors and service u tiliza tion  p a tte rn s . It fu rth er im plies th a t  

by varying situa tiona l c ircum stances, i.e ., changing the natu re  and scope of 

serv ices provided, one can a l te r  p a tien t hea lth  care  a ttitu d e s  and c rea te  a 

m arke t demand for new and innovative types of service arrangem ents. 

F inally, they dem onstrate  th a t once trad itionally  tre a te d  p a tien ts  gain access 

to  and fam iliarity  with a bio-psychosocial health  ca re  system  approach, 

changes in u tiliza tion  p a tte rn s  should com e to  re f le c t a sh ift aw ay from 

illness response p a tte rn s  and tow ard a  health  m ain tenance and prevention 

orien ta tion .
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A Behavioral Perspective

Beloff and K orper w ere prim arily  concerned with the re la tiv e  e ffe c ts  of 

o rganizational forces on u tiliza tion . As such, th e ir  m odel o ffe rs  little  

explanation about the individual's role as a consum er of health  care  or about 

the a ttitu d in a l and m otivational fac to rs  th a t influence individuals to  se le c t 

and u tilize  a  particu la r source of c a re . In the health  field, the m ost 

extensive work on a ttitude-behav io r and u tiliza tion  theory  has ta rg e ted  the 

individual consum er as a focal point of study. One exam ple of th is approach 

is S tratm ann 's m odel of a ttitu d e-b eh av io r relationships which focuses on the 

final step  in the u tiliza tion  process - the selection  of a  source of care .24  At 

this s tage , the need for service has been recognized, the re  ex ists  a 

willingness to  invest tim e and money to  obtain serv ice; a decision m ust be 

made regarding the choice of a  specific service source am ong those availab le.

A principal aim of S tratm ann 's study was to  so rt ou t and identify  the 

universe of decision com ponents th a t influence the consum er's choice to  

u tilize  a particu la r health  care  service or fac ility . A m ajor contribu tion  of 

S tratm ann 's work was the te sting  of his theory in an urban se ttin g , involving 

the choice behavior of a  rep resen ta tiv e  sample o f hea lth  consum ers (N=521). 

The re su ltan t se ts  of decision c r ite r ia  provide a  useful fram ew ork for 

explaining how consum ers arrive  a t  purchase and usage decisions and how 

these decisions are  linked to  subsequent u tiliza tion  behaviors.

S tratm ann  contends th a t  the m ark e t behavior which guides the choice 

of a health  care  service or fac ility  resu lts d irec tly  from the cognitive tra d e ­

o ffs perceived among five se ts  o f decision com ponents. The c r ite r ia  

ca teg o ries  are  described as follows:
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Econom ic fac to rs  -  re la te  to  the perceived  u tility  o f money: e .g ., co s t of 

serv ice , paym ent schedule, loss of income incurred, availab ility  of th ird -party  

insurance coverage.

Tem poral fac to rs  -  re la te  to  perceived u tility  of tim e: e .g ., w aiting lists , 

effic iency  of serv ice , length  of consultation , num ber o f v isits required.

Convenience fac to rs  -  re la te  to  the perception of u tility  of convenience: e .g ., 

availab ility  of service provider, home v isits, special serv ices, em ergency or 

a fte r-h o u r appoin tm ents, location of serv ice , availab ility  of tran spo rta tion .

Sociopsychological fac to rs  -  re la te  to  the percep tion  of u tility  of 

sociopsychological values: e .g ., provider's m anner, e th ics , dependability ,

consum er/provider rela tionship , a tm osphere of fac ility , privacy for pa tien ts , 

socioeconom ic c h a ra c te ris tic s  of o th e r pa tien ts .

C are quality fac to rs  -  re la te  to  the perception of the u tility  o f the quality  of 

ca re : e .g ., provider's fam iliarity  with pa tien ts ' problem s, provider's

professional com petence and qualifica tions, range of services availab le , 

continuity  of personnel, willingness to re fe r for specialized service.

The choice c r ite r ia  a re  assessed from two standpoints -  the e x te n t to  

which the consum er believes the service possesses the desired a ttr ib u te s ; the 

value the a ttr ib u te  has for the consum er, i.e ., the e x ten t to  which it  sa tisfies  

the  requ irem ent sought. Analysis of findings supported S tratm ann 's 

hypothesis th a t p a tien ts  m ost o ften  u tilize  the source of care  th a t they 

ca lcu la te  as having the g re a te s t perceived value in te rm s of costs  and



64

b enefits . In 80% of the cases stud ied , the choice ca lcu la ted  as having the 

g rea te s t perceived value was pred ic tive of the  ac tu a l choice o f facility  m ost 

frequently  u tilized  - a fac to r  which suggests th a t health  consum ers do appear 

to  a c t  in ra tional conform ity  to  th e ir  expecta tions.

The following series of propositions, derived from S tratm ann 's research  

and from analysis of buyer behavior theories and consum er decision-process 

m odels as described by Lunn in the m arketing  li te ra tu re , provide a  foundation 

on which to  build a  theory  o f consum er behavior.25 These assum ptions are 

based on a  value principal th a t recognizes the consum er's prerogative to  

identify  his own goals and needs:

1. Consum ers are  purposive and goal o rien ted . They can identify  
th e ir perceived goals, and the ir actions and decisions w ith re sp ec t 
to  health  care  u tiliza tion , a re  an a tte m p t to  satisfy  th e ir needs and 
m otives.

2. The core of the decision process is a m atching of products to  the 
consum er's m otives. Consum ers seek inform ation to  satisfy  various 
m otives and s tru c tu re  inform ation obtained from the environm ent 
as a guide to  need sa tisfac tio n .

3. As a resu lt of the com bined fo rces of experience, education , 
cognitive .ability  and cu ltu ra l influences, consum ers establish  
ca teg o ries  of choice c r ite r ia  which enable them  to d iffe re n tia te  
am ong the im portance of these fac to rs  in rela tion  to  evaluating  
serv ices and products.

4. Consum ers can  rank order the ir decision com ponents and judge the  
expec ted  sa tisfac tio n  they may obtain from various product 
a lte rn a tiv es .

5. The selec tion  o f a source o f ca re  involves appraisals of costs  and 
benefits . The choice to  u tilize  a  service is an exp licit investm ent 
decision th a t involves evaluation of the re la tiv e  im portance of 
specific  product a ttr ib u te s  and es tim a te  o f the sa tisfac tion  to  be 
accrued  in rela tion  to  these a ttr ib u te s  from  a lte rn a tiv e  m arket 
sources.

6. Consum ers will choose the a lte rn a tiv e  source of ca re  associated  
w ith the highest p resen t value of benefits  in rela tion  to  costs . 
U tilization  of a  health  re la ted  service is a  function of the  
consum er's expected  sa tisfac tion  w ith those asp ec ts  of the serv ice 
process th a t m a tte r  to  him.
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Stratm ann 's m odel serves to  illum inate some of the m ajor fac to rs  

influencing the choice process th a t guides serv ice selec tion  and u tiliza tion . 

I t also estab lishes the im portance of defining consum ers in te rm s of th e ir 

needs, values, beliefs and a ttitu d e s  as they re la te  to  a  particu la r service or 

product field . Of p articu la r significance, is the fa c t th a t health  service 

u tiliza tion  is viewed as a function of consum er sa tisfac tion , thereby implying 

th a t the consum er's subjective appraisal of and reaction  to  a  specific serv ice 

system  is an essen tia l m easure of its  true  m e rit and value. From  th is 

perspective it would seem th a t the success or failure of a health  care  service 

program is largely dependent on how well i t  provides fo r the w elfare (needs) 

of its  ta rg e t population - as evidenced by the ir willingness to  u tilize  the 

service; and on how well i t  sa tisfies the population for which it is intended - 

as evidenced by a positive reac tion  to  the service experience.
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Dual P erspective: O rganizational/B ehavioral

The previous m odels rep resen t tw o d is tinc t th e o re tic a l approaches 

which, when com bined, broadly encom pass some of the m ajor fac to rs  th a t 

influence health  serv ice u tiliza tion . An in tegration  of these dual 

perspectives is re flec ted  in the work of m edical sociologist E lio t Friedson 

who exam ined the u tiliza tion  of social work services in a m etropo litan  health  

m ain tenance p r o g r a m . 26 The approach of th is study was not to  underscore 

the e lem en ts  of success but ra th e r those of failure and to  analyze the reasons 

why this occurred.

In this p ro jec t health  services w ere delivered by a m ultidisciplinary 

team  com posed of a physician, public health  nurse and social w orker. One of 

its  purposes was to  introduce p a tien ts  to  the po ten tia l value of the m ore 

unfam iliar s ta f f  serv ices. It was assum ed th a t p a tien ts  in a rela tively  

prosperous a rea  of the c ity  had li ttle  exposure to  social w orkers and public 

health  nurses as p a rt of the ir routine health  ca re  experiences.

Exam ination o f service u tilization  p a tte rn s  over a four y ear period, 

involving pa tien ts , revealed  th a t am ong the th ree  disciplines, social work 

serv ices w ere m arkedly underutilized by the p a tien t population. Analysis of 

why th is occurred led the researchers  to  conclude th a t service u tiliza tion  is 

predom inately a ffe c te d  by tw o facto rs:

1. The functional role of the service provider in the 
organizational s tru c tu re

2. The sociocultural health  o rien ta tions of the p a tien t 
population

Friedson's study is an a tte m p t to  understand the  nature of these two 

variab les and the ir in terrela tionsh ips.
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Functional Role of the Service Provider

Friedson claim s to  have found a  relationship  betw een organ izational 

role functions and service u tiliza tion . He o ffe rs  several th eo re tica l 

considerations regarding th is point beginning w ith the prem ise th a t m arke t 

response is m ore a function of the professional's role in the o rganizational 

s tru c tu re  than of the incum bent of th a t ro le . For exam ple, Friedson's data  

dem onstrated  th a t underu tilization  o f social work services in the  health  

m aintenance p ro jec t could no t be a ttr ib u te d  to  such fac to rs  as  the train ing or 

personality  of the worker bu t, ra th e r, resu lted  from patien ts ' perceptions of 

the function and position of the w orker's role in the organization of serv ices. 

Because pa tien ts  conceived of social work as being non-m edical in natu re  and 

functionally d iffe re n t and d is tinc t from health  ca re  services com monly 

associa ted  with routine health  problem s, they did not view it  as re levan t to  

the ir needs.

Friedson contends th a t o rganizational fac to rs  con tribu ted  to  these 

m isperceptions about the role and its  p o ten tia l u tility  for consum ers. His 

data illu s tra tes  how the cu rta ilm en t and lim ita tions struc tu ra lly  imposed on 

social work resu lted  in its  becom ing a  specia list function involved only with 

psychological, non-m edical aspects  of ca re  and no t with the everyday health  

re la ted  needs of the p a tien t population. He fu rth er notes th a t when a role 

becom es "functionally  specialized" i t  can lead to  underu tilization  because its  

relevance to  the ce n tra l purpose of the organization becom es obscured.

From  a  s tru c tu ra l perspective, "functional position" can be a ffe c te d  by 

organizational fac to rs  re la ted  to  task  a llocation , role c la rity  and v isib ility . 

In Friedson's p ro jec t, precluding the social w orker from making home v isits 

and failing to  a llo ca te  to  the w orker those responsibilities and tasks
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custom arily  perform ed by th is role in health  ca re  se ttings, c re a te d  confusion 

and doubts in p a tien ts ' m inds and resu lted  in the d isassociation of social work 

from the routine m edical a ffa irs  and co n cre te  environm ental concerns of the 

consum er population. Because social work failed  to achieve a leg itim ated ,

clearly  defined s ta tu s  in the o rganizational s tru c tu re , i t  had no logical basis 

for developing m ark e t appeal and, consequently , failed  to  a t t r a c t  the  

in te re s t, accep tance  and partic ipa tion  of the ta rg e t c lien t m arket.

Friedson 's study dem onstra tes  th a t accessib ility  and availability  of 

service will no t prom ote and sustain u tiliza tion  unless additional fac to rs  such 

as  task  allocation , role c la rity , visibility  and p rac tica lity  a re  considered in 

the  short and long range planning process.

Specifically , this requires th a t:

-  the service be s tru c tu red  in a m anner th a t visibly links i t  to  the 

organization 's goals, missions and purposes

- the incum bent's role be in teg ra ted  into the service delivery 

system in a  fashion th a t re ta in s its  unique fea tu res  and special 

expertise  y e t enables i t  to  function as a com plem entary

com ponent p a rt of the  to ta l organization

- the tasks and responsibilities of the role re f le c t the needs,

concerns and dem ands of the ta rg e t consum er population and be 

m ade known to  them  in co ncre te  and fam iliar te rm s

Sociocultural Norms and H ealth  C are Service U tilization

Friedson's com prehensive perspective on u tiliza tion  not only addresses 

o rgan izational s tru c tu re s  bu t also looks a t  the sociocultural fa c to rs  th a t
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influence this phenom enon. Because his analysis focuses on diverse 

socioeconom ic p a tie n t groups, it o ffe rs  valuable observations about 

d iffe re n tia l use of hea lth  re la ted  services and about how cu ltu ra l norms 

d ic ta te  the process of seeking and utilizing professional help. Of particu la r 

in te re s t to  th is p ro jec t is his exam ination of middle class health  o rien ta tions 

and th e ir  e f fe c t  on consum er m otivation and social work service u tiliza tion . 

Friedson's single m ost im portan t assum ption is th a t p a tien t cu ltu res contain  

norm s about the problem s p a tien ts  perceive and about the process of seeking 

help for those problem s. The consum er's decision to  u tilize  a  particu la r 

professional service is based on his knowledge and accep tan ce  of th a t 

professional as being the one b es t qualified to  deal w ith his need or concern . 

Friedson shows, how ever, th a t knowledge and accep tance  of professional 

ro les and functions tend to  vary among p a tien t groups; u tiliza tion  choices 

and responses re f le c t class d ifferences.

In analyzing social work u tiliza tion  p a tte rn s  he found th a t  although 

resis tance to  social work was a general c h a ra c te ris tic  of the study population 

as a whole, upper middle class pa tien ts  were m ore positively o rien ted  tow ard 

the social worker than low er class pa tien ts ; the proportion of upper m iddle 

class p a tien ts  choosing to  re ta in  the services of the social w orker was g rea te r  

than th a t of the lower class.
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D ifferences in response betw een the tw o groups w ere a ttr ib u te d  to  the 

following fac to rs:

-  Upper middle class p a tien ts  tended to  define th e ir problem s in 

psychological as w ell as physical te rm s, w ere knowledgeable 

about the role of the modern social w orker, and had a c lea r 

perception of the need for counseling in a  hea lth  ca re  p rac tice  

se ttin g . 1

- Lower class p a tien ts , on the  o ther hand, w ere not prone to  

perceive problem s in psychological te rm s, tended to  define 

them  as being caused by physical and environm ental fac to rs , 

and viewed behavior as a fundam entally  im m utable 

ch a ra c te ris tic  which was not am enable to  change through 

counseling or insight.

O verall, reac tions to  social work w ere thought to  be a ffe c te d  by its  

functionally specialized s ta tu s  which served to  isolate it  from the m ore 

fam iliar health  care  serv ices provided. As a spec ia lis t, the social worker 

appeared  to  be disengaged from the p a tien ts  prevailing conceptions about the 

na tu re  of the problem s needing professional help and viewed as a resource for 

serious, ex traord inary  situations which w ere not am enable to  routine 

tre a tm e n t. Although upper middle class consum ers tended to  look upon the 

service m ore favorably than those of the low er class, ne ither group was a t  a 

stage in the ca re  seeking process where the need for a "specialist"  involved 

exclusively w ith psychological concerns was sign ifican t. Friedson 

hypothesizes th a t had the  role been s tru c tu red  to  include m ore co ncre te  and
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generalized  types of functions; had i t  been m ore a ttu n ed  to  p a tien ts ' norms 

about the ir health  ca re  requirem ents, i t  m ight have been more appealing and 

accep tab le  to  the ta rg e t consum er population.

’ In essence, i t  is suggested th a t  p a tien ts  have cu lturally  bound norms 

abou t illness and health  which order the process of seeking care . 

F urtherm ore , u tiliza tion  of a particu la r service m ay depend on w hether a 

proper " fit"  is achieved betw een the consum er m arket's  knowledge and 

perception of the professional's role; th e ir  needs a t  a given point o f the care  

seeking process, and the way the service is organized. To quote Friedson, 

"choice and u tiliza tion  of professional serv ices may be understood as a 

function of the rela tion  of the co n ten t and organization o f professional 

serv ices to  the co n ten t and organization of the process by which patien ts 

seek help."27

The core of the decision process is thus seen as a  m atching of service to 

consum er m otives and perceptions about professional ro les. Sociocultural 

influences have a d is tin c t function in inform ing consum er aw areness, choice 

c r ite r ia , a ttitu d e s  and u tiliza tion  in ten tions. Friedsons's c r it ic a l point is th a t 

the re  ex ists an in terdependence betw een sociocultural and organizational 

variables; both co n stitu te  m ajor influences on consum er m otivation and 

u tiliza tion  behaviors.

# * # # * * # * * * * * * * # * # # * * * # *
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The th e o re tic a l form ulations and variables discussed in th is ch ap te r will 

be re flec ted  in the design of instrum ents to evaluate  consum er p references 

and perceptions of institu tionally  based, p rivate  social work service health  

care  delivery models,, and serve as a  fram ew ork for the developm ent of a 

m arketing s tra teg y .
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CHAPTER IV. METHODOLOGY: PROJECT DESIGN AND IMPLEMENTATION 

Tim eliness/A ppropriateness

There w ere a num ber o f congruent indications fo r im plem enting the 

study a t  th is tim e . The f irs t re la ted  to  increased survivorship am ong middle 

class su fferers  of chronic illness; the resulting  escala tion  of hea lth  care  costs , 

and the need fo r psychosocial supports am ong these p a tien t groups. The 

second dealt with the  fa c t th a t  declining resources for social work service 

program s has a ffe c te d  in stitu tio n a l delivery of such serv ices fo r a ll population 

classes by reducing funding for salary  lines and program developm ent. The 

th ird  d ea lt w ith the relationship of d isease-specific  social serv ices to  cu rren t 

D iagnostic R ela ted  Groups (DRG) reim bursem ent and the possible indications 

for fu tu re support of in -p a tien t and am bulatory  DRG re la ted  reim bursem ent 

for social work services.

All o f these points a re  po ten tially  well served by developing fee -fo r-  

service program s ta ilo red  to  the needs and p references of the  p rivate  health  

consum er m arke t. Success of such approaches o ffe rs  a m eans of achieving 

health  care  econom ies through the provision of psychosocial supports and has 

im portan t im plications for expanding th ird  party  insurance coverage for 

social work serv ices. E ngagem ent of a fee -fo r-serv ice  c lien te le  w ill also 

allow for b e t te r  m ain tenance of cu rren t social work health  ca re  program s as 

the trend  increases in the voluntary sec to r to  raise m ore money from 

operations in response to  fiscal cu tbacks.

The application  of m arketing  theory to  prom ote and enhance c lien t 

accep tance  and u tiliza tion  of service program s, th e re fo re , seem s indeed 

tim ely. This theory perm its a  m ore d irec t apprec iation  of the  fac to rs  

inheren t in c lien t accep tance  and th e ir  relationship  to  program success and 

survival.
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The Mount Sinai M edical C en te r has been m ost in te re s ted  in the 

application  of m arketing  based evaluation  techniques in the  assessm ent of 

existing fee-fo r-serv ice  m odels. In line w ith th is, full support was o ffered  

fo r this p ro jec t.

Feasib ility

Funding
f

The p ro jec t was im plem ented through the norm al support channels 

provided by the Division of Social Work Services, Mount Sinai Medical 

C en te r. I t did not incur any sign ifican t m onetary  costs with resp ec t to  

m a te ria ls  or m anpow er. The s tuden t assum ed full responsibility  for its  

developm ent, im plem entation  and evaluation .

O perational Issues

There w ere no m ajor obstacles or con stra in ts  to  hinder im plem entation 

of this p ro jec t. The collaborating  p rivate  physician and M yasthenia Gravis 

social w orker o ffered  full cooperation in developing the p ro jec t and judged it  

to  be of s ign ifican t im portance to  m yasthenia gravis pa tien ts .

P ro jec t Goals

The u ltim a te  goals for th is p ro jec t w ere:

1. To m ake the concep ts of com m ercial m arketing  accessib le, 

re levan t and accep tab le  for social work program developers by 

transla ting  th e ir logic and s tra teg ie s  into social w elfare analogies.

2. To dem onstra te  how m arketing  theory  can assist social work 

program s in health  ca re  to  be m ore responsive to  consum er needs
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and preferences.3 .T o suggest s tra teg ie s  and guidelines for 

prom oting social work health  care  program s to  be em ployed by 

adm in istra to rs, educato rs and p rac titio n ers  who are  engaged in the 

developm ent o f new program models and the evaluation of 

estab lished  serv ice p ro jec ts .

In term ed ia te  O bjectives (Purpose of th e  P ro ject)

The above s ta te d  goals w ere re flec ted  in the objectives of the  study 

p ro jec t. These objectives w ere:

1. To develop a  s tra teg y  for m arketing  hospital-based social work 

program s for chronically  ill p a tien ts  tre a te d  in the p rivate  m edical 

secto r.

2. To provide a fram ew ork for identifying consum ers' d iffe re n t needs 

and p references and assessing fac to rs  a ffec tin g  accep tance  and 

u tiliza tion  of p rivate , fee-fo r-se rv ice  social work health  care 

program s.

3. To dem onstrate  how consum er survey da ta  can be applied to  the 

design and developm ent of social work service hea lth  ca re  

program s in order to  enhance the ir responsiveness, appeal and 

m arke tab ility .
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Long Term O bjective

To explore the po ten tia l for fu rth er developm ent and expansion of 

hospital-based social work service health  ca re  delivery m odels for chronically 

ill p a tien ts  tre a te d  in the  private m edical sec to r by con tribu ting  to  the 

profession's knowledge and understanding of this new program m atic a rea , and 

by providing an approach for m arketing  the  program s to  po ten tia l c lien t 

groups.

O perational O bjectives (P ro jec t P roducts and R esults)

The proposed p ro jec t sought to  achieve its  objectives by:

1. Providing a descrip tive analysis of the range of p rivate , fee -fo r- 

service social work health  care  program s cu rren tly  operating  in a 

te r t ia ry , m etropo litan  m edical c en te r.

2. Developing an instrum en t, based on m arketing  principles and health  

consum er u tiliza tion  theories, to  evaluate  consum er needs, 

p references and perceptions of a  hospital-based private  social work 

service program .

3. Im plem enting a  consum er analysis survey which consisted  of 

adm inistering a  m ailed questionnaire to  a d isease-specific , 

chronically ill population. The study sample was drawn from a 

private m ed ical p rac tice  se tting  th a t had estab lished  a  social work 

service program  under hospital-based  auspices.

F orm ulating  pro jections and recom m endations for program 

m arketing , i.e ., product m odification , developm ent and prom otion, 

based on an analysis of consum ers’ subjective ratings.
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Auspices

O ver the past m onths, support and in te re s t for the concep t of this 

p ro jec t had been evidenced by d octo ra l com m ittee  m em bers a t  the H unter 

College School o f Social Work. The w ritten  proposal was subm itted  for th e ir 

form al approval and endorsem ent during the w in ter of 1985. In the  spring of 

1985, the p ro jec t was carried  ou t under the  aegis of th e  M urray M. 

Rosenberg Applied Social Work R esearch  C en ter of the Division of Social 

Work, D epartm en t of Comm unity M edicine, Mount Sinai School of Medicine.

The H unter College School of Social Work docto ra l faculty  and se lec t 

m em bers of the Advisory C om m ittee of the  Murray M. R osenberg Applied 

Social Work R esearch C en ter a c te d  as consu ltan ts for refining p ro jec t ideas 

and as a  basis of support to ensure smooth operation  of the p ro jec t during its  

im plem entation . In addition, consultations w ere held with facu lty  m em bers 

of Baruch College who had special expertise  in the field of m arketing .

P ro jec t Setting

The Mount Sinai Medical C en ter is a 1,200-bed, voluntary acu te  care  

te r t ia ry  and prim ary university  m edical c e n te r  lo ca ted  on the border o f E ast 

Harlem and the upper e a s t side of M anhattan . The D epartm ent of Social 

Work Services has trad itionally  provided counseling and support serv ices for 

the institu tion 's  disadvantaged and indigent p a tien t populations. In rece n t 

years, these serv ices have been extended to  groups of p rivate  p a tien ts  under 

several d iffe ren t types of o rganizational a rrangem ents.

The form al inclusion of private p a tien ts  as service recip ien ts da tes  back 

to  1966 when the Board of T rustees o ffic ially  recognized the need to  ex tend  

social work services to  these p a tien t groups. 1 P rio r to  th a t tim e, p rivate 

service coverage did not ex ist on a s tru c tu red  basis. P riva te  p a tien t
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re fe rra ls  w ere taken on request from physicians or from the  p rivate  pavilions. 

Provision of service to  private p a tien ts  was given additional im petus in 1975 

as a resu lt of the developm ent of policy guidelines for u tiliza tion  review  and 

discharge planning th a t required  social w orkers to  screen cases on the basis 

of high social risk c r ite r ia . This was undertaken  in response to  New York 

S ta te  cost con ta inm en t regulations (1975) stipulating  m easures for m onitoring 

p a tien t adm issions, discharges; and quality  of care  rendered.

A high social risk screening m echanism  was developed for the purpose 

of identifying pa tien ts  a t  risk.2»3 in applying high social risk principles to  

social work assessm ent and tre a tm e n t, the D epartm en t a ffirm ed  its 

com m itm ent to  provide service to  a ll socioeconom ic groups, regardless of 

econom ic sta tu s. As Paneth  and Lipsky point ou t, "while p a tien ts  in the 

low er socioeconom ic level were regarded as having possible vulnerability , 

high social risk was not lim ited  to  th a t group."** Among the  illness ca tego ries  

designated for high risk screening w ere the m ajor chronic illness groups.

This p ro jec t has exam ined the p rivate  social work service program s 

cu rren tly  operating  under the Medical C en ter’s auspices. These fee -fo r- 

service m odels have begun, to  varying degrees, to involve chronically ill, 

middle and upper c lass p a tie n t populations tre a te d  in the p rivate  m edical 

sec to r.

The focus of the research  p ro jec t was the  M yasthenia Gravis m odel. I t 

was chosen as a p ro to type for private social work p rac tice  m arketing  e ffo r ts  

because it  is believed to  have applicability  to  o ther chronic disorders and 

significance as a m odel for chronically  ill populations in general. Its  

su itab ility  for p ro to typ ical m odel developm ent and hypothesis te sting  re la te s  

to fac to rs  concerning the natu re  of the psychosocial problem s and tre a tm e n t 

requirem ents of the populations served.
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This m odel was in line w ith the prim ary concen tra tion  and ob jectives of 

the  d isserta tion  p ro jec t which were to  exam ine chronically  ill populations, 

the ir problem s and requ irem en ts re levan t to  illness; and to  develop a s tra teg y  

for m arketing  hospital-based  social work service program s for p a tien t groups 

tre a te d  in p rivate  m edical se ttings . These objectives w ere prem ised on the 

assum ption th a t chronically ill p a tien ts  su ffer from a  m ultip licity  of 

psychosocial and social/environm ental problem s and can benefit from social 

work support and counseling serv ices. Based on th is assum ption, physicians 

who tr e a t  these populations will need to  make social work services available 

to  the ir p a tien ts  and know how to  m axim ize its  accep tab ility  and prom ote 

partic ipa tion .

From  the  point of view of feasib ility  and p rac tica lity , the m odel was 

chosen for p ro jec t im plem entation  for reasons re la ted  to  its  program m atic 

s tru c tu re , the natu re  of the p a tien t population and th e ir accessib ility , and the 

professional s ta ff 's  evidenced cooperation  and in te re s t in th is p ro jec t.

The M yasthenia G ravis model s tru c tu ra lly  operates  under hospital-based  

auspices and was designed for the purpose of m aking disease-specific  social 

work serv ices available to  chronically  ill p a tien ts  tre a te d  in a  p rivate  m edical 

se ttin g . This fee -fo r-serv ice  m odel has a definable m arke t of e x is ten t and 

p o ten tia l service users and affo rds the opportunity  to  prom ote the serv ice on 

the basis of program m atic , ra th e r  than individual (worker) personality  fac to rs  

because num erous w orkers have been associated  with i t ,  over tim e.

In addition, the p rivate  physician and the p rivate  social w orker have 

ind icated  full support for the p ro jec t and a  desire to  expand the  existing 

program 's m arketing po ten tia l. In line with this, they g ran ted  access to  

p a tien ts  and agreed  to  m ake a ll necessary  records availab le.
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Because of these com bined fac to rs , the m odel was thought to  be highly 

su itab le , both th eo re tica lly  and p rac tica lly , fo r the type of m arketing 

analysis approach undertaken  in th is p ro jec t.

M ethodology

I. Survey of Models and Selection of a  Study Setting

In the in itia l phase of the study, the range o f p riv a te , fee-fo r-serv ice  

social work m odels operating  in the M edical C en ter w ere iden tified  and 

explored.

A questionnaire was designed which served as  a  basis fo r interview ing 

adm in istra to rs, line social work s ta f f  and m edical personnel who w ere 

knowledgeable about th is program m atic a rea  (see Appendix A).

The questionnaire exam ined the m odels with re sp ec t to  the ir h is to rica l 

backgrounds and developm ent, consum er populations served , adm in istrative 

and financial s tru c tu re s  and support system s, and c u rren t program m atic and 

m arketing  ac tiv itie s . Because it was very  broad in its  scope, not all of the 

issues raised  w ere re levan t for each  m odel.

The questionnaire had g re a te s t applicability  to  models th a t w ere 

predom inantly concerned with engaging p riva te , fee paying health  service 

consum ers; had developed com prehensive service program s for these p a tien t 

groups w ith exp lic it m edical c e n te r  linkages; and w ere in te res ted  in 

expanding m arketing  ac tiv itie s  to  increase consum er partic ipa tion . I t 

provided a  con tex tua l fram ew ork for assessing the inheren t study possibilities 

and lim ita tions of each  approach, which was a prerequisite  to  selec ting  a 

suitable se ttin g  for im plem entation  of the research  p ro jec t.
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As previously m entioned, the M yasthenia Gravis m odel was chosen 

because its  fin ite  na tu re , o rgan izational s tru c tu re  and accessib ility  m ade it  a 

m ost suitable and feasible choice for conducting an evaluation  o f the  fac to rs  

under study.

The in itia l phase of the study was com pleted  in November 1984. 

Numerous interview s involving eleven people w ere conducted . On the basis 

of the d a ta  derived from th e  survey, a  descrip tive analysis of th e  models, 

highlighting the ir unique fea tu res  and s tru c tu ra l varia tions, w ill be p resen ted  

in C hapter V. M aterial of a sensitive or confiden tia l na tu re  th a t concerns the 

institu tion , s ta f f  or p a tien ts  will be o m itted  from th a t discussion.

II. Instrum ent D evelopm ent

A cen tra l task of th is p ro jec t was to  develop a beginning survey 

instrum en t to  m easure consum ers' a ttitu d e s  tow ard and perceptions o f 

p rivate  social work health  ca re  service program s {See Appendix B). The aim 

was to  determ ine which o f th e  program 's a ttr ib u te s  the consum er views as 

m ost im portan t, in order to  m arke t the service e ffec tiv e ly . C onceptually, 

th e  param eters  of the questionnaire re flec ted  the four dimensions of a 

service programs product, p rice, place and prom otion. The s tra tegy  for 

developing th is instrum en t was to  com bine m arketing  principles and research 

techniques w ith social work consum er survey m ethodologies.

With th is s tra teg y  in mind, questionnaire item s re la ting  to  e lem en ts  of 

social service provision (product elem ents) w ere based on the classification  

system  used in the B erkm an-R ehr C lassification  of Psychosocial Problem s 

and O u tc o m e s .5  This instrum en t ca teg o rizes  the requests p a tien ts  with 

illness m ake of social w orkers and the outcom es of serv ices provided in
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rela tion  to  these requests. I t has had w idespread use in hospital settings 

throughout the country  as a m eans for evaluating  psychosocial problem s and 

outcom es. Extensive use of the c lassification  system supported the fa c t th a t 

it  had face  and co n ten t valid ity  for hospital-based  social work service 

program s. P roduct e lem en ts w ere ta ilo red , in some instances, to  re f le c t the 

specia l needs and requirem ents o f the m yasthenic population. This served to 

enhance the instrum ent's relevancy. The private  physician and m yasthenic 

social w orker played an instrum en tal role in shaping these item s. A dditional 

item s re la ted  to  program  dim ensions of p rice , place and prom otion were 

based on the conceptual defin itions iden tified  in m arketing theory (See 

C hapter III).

All item s w ere arranged in to  a  se lf-adm in istered  questionnaire and pre­

te s ted  with a subsample group of four m yasthenic p rivate  p a tien ts , to  

determ ine c la rity  and specific ity , tim e of com pletion and additional 

inform ation th a t could be re levan t to  the study. I t was also review ed by 

social work and m edical professionals who had experience with the private 

social work program m odels. Both providers and consum ers gave valuable 

feedback about w hether the item s were re flec tiv e  of the program 's a ttr ib u te s  

and were consisten t w ith the concep t being m easured. These procedures 

helped to  establish  the validity  of the in strum ent. The minor suggestions th a t 

w ere o ffered  dealt m ainly with the service com ponents in P a r t  A, and w ere 

incorporated  in the final version.

R espondents w ere asked to  ra te  the im portance of prespecified  service 

program com ponents (P art A) and fea tu res  (P art B), in accordance w ith th e ir  

needs and p references, using an ordinal scale . The ra ting  technique is 

frequently  used by m arke t researchers to  m easure consum er a ttitu d e s  about
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the rela tive im portance of various a ttr ib u te s  of a product.6 ,7  An advantage 

of this approach is th a t the task  is not d ifficu lt to  understand or tim e 

consuming to  com plete .

In keeping w ith the  fo rm at of a consum er analysis survey, questions 

w ere also included which determ ined consum er fam iliarity  with the product,

u tiliza tion  in ten tion , in te re s t in receiving additional product in form ation, and
/

prior product (counseling) experience. The purpose of these  questions was to  

m easure levels of consum er aw areness of the product and po ten tia l in te re s t 

in using it .

In addition, the re  was a section on sociodem ographic inform ation and 

one th a t perta ined  to  p a tien ts  who had previous, d irec t experience with the 

model under study. The section fo r prior and cu rren t m yasthenia social work 

users sought to  determ ine points of en try  into the program , fac to rs  

influencing choice and levels of sa tisfac tion .

The fo rm at of the instrum ent contained  a  com bination of both closed 

and open-ended item s. The purpose was to  allow for g re a te r  exploration of 

issues which perta ined  to  the m arke t as a whole or to  various se lec t 

segm ents.
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III. Sample Selection

M yasthenic p a tien ts  tre a te d  by the C hief of the M yasthenia Gravis 

C linic and R esearch Laboratory  of the Mount Sinai M edical C en ter were 

chosen as the ta rg e t study population. Within th is physician's p rac tice , there  

ex ists  a large cohort of p rivate  pa tien ts . Because of his in te re s t in prom oting 

social work services for his p a tien ts , he agreed  to  make h is p rivate  p a tien t 

ro ste rs  available for the  en tire  year o f 198^.

A non-random ized study sam ple was se lec ted  consisting o f a ll p rivate 

p a tien ts  with a diagnosis of M yasthenia Gravis who have been tre a te d  by the 

co llaborating  physician during the one year tim e period ( to ta l num ber = 121). 

For purposes of this study, p rivate  p a tien ts  a re  defined as those who were 

tre a te d  by private  physicians and a re  considered to  be fee eligible according 

to  the guidelines and fee  charging policies established by the Division of 

Social Work Services (See Appendix C). In these p a tien t groups, fee expenses 

a re  custom arily  m e t by d irec t paym ent and /or p rivate  th ird  party  insurance 

coverage.

D ata on the population was gathered  according to  m edical and 

sociodem ographic variab les. The classifications consisted  of general, 

descrip tive ch a rac te ris tic s ; specific , illness-re la ted  fac to rs; and social work 

serv ice u tiliza tion  inform ation. P a tien ts ' m edical records w ere the prim ary 

source o f this d a ta .
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A. G eneral Background V ariables included com m only iden tified  

sociodem ographic ch a ra c te ris tic s :

Age, sex, race , e thn ic ity  

Education 

O ccupation 

M arital s ta tu s  

Fam ily size

B. Illness R e la ted  V ariables included:

Severity  of illness: th e  m edical staging of the illness as
m easured by the  Osserm an C linical C lassification  of 
M yasthenia Gravis. This procedure was physician and ch a rt 
anno ta ted .

The C lassification  System is as follows:

Stage I 

S tage IA

Stage IIA 

Stage IIB

Stage III

S tage IV 

Rem ission Stage

Purely ocular

O cular sym ptom s only with 
elec  trophy siological evidence of 
generaliza tion

Mild generalized  m yasthenia, 
predom inantly ske le ta l (arm s and legs)

Mild generalized  m yasthenia w ith, 
how ever, bulbar sym ptom s (dysphagia; 
dysarth ria  and resp ira to ry  difficulty)

A cute fulm inant m yasthenia with 
progression from mild ocular sym ptom s 
to  severe disability w ithin six m onths

L ate severe genera lized  m yasthenia 
gravis

R elie f of a ll m yasthenic sym ptom s, no 
response to  an ticho linesterase  
m edication , though th e re  may be 
residual fixed d efic its
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Length of tim e since diagnosis -  I t  was hypothesized th a t this 
ca tegory  m ight show d ifferences in service p references 
betw een recen tly  diagnosed p a tien ts  and those who have 
adap ted  to  the illness over tim e.

H istory of hosp ita lization , though p a rt of the  original plan, 
was e lim inated  as a study variable because it  was too  d ifficu lt 
and com plex to  m easure. M yasthenic pa tien ts  are  often  
hospitalized  during the course of th e ir illness for routine and 
necessary  tre a tm e n t procedures and are  en titled  to  in -pa tien t 
social work services a t  no "apparen t co s t, a s  p a r t of the th ird  
party  reim bursem ent form ula.

C. Social Work Service U sers/N on-users

This ca tegory  identified  p a tien ts  who have or have not 

p a rtic ip a ted  in the M yasthenia Gravis, p rivate  social work service 

program .

C onfidentiality :

The following steps was taken to insure confiden tia lity  o f respondents:

1. All p a tien t inform ation was coded so th a t nam es do not appear.

2. P a tie n t nam e-code lists  w ere exclusively under the  con tro l of the 
s tuden t, with access available only to  au thorized  p ro jec t s ta ff .

3. If individual inform ation was used for illu stra tive  purposes, any 
identifying inform ation was disguised.

4. All nam e-code lis ts  and original response data  w ere destroyed a t  
the conclusion of the p ro jec t.

5. P a tien ts  w ere inform ed in the le t te r  th a t accom panied the 
questionnaire th a t th e ir  confiden tia lity  would be p ro tec ted , and 
th a t refusal to  p a rtic ip a te  in the study would no t jeopardize the ir 
relationship  with the physician in any way.



89

IV. D ata C ollection 

The prim ary sources for da ta  co llection  in th is study w ere pa tien ts ' 

o ffice m edical records for background inform ation, and self-adm in istered , 

m ailed questionnaires. A covering le t te r ,  accom panying the questionnaire, 

was signed by the co llaborating  physician (Appendix D). The le t te r  provided 

inform ation on the social work serv ice program ; explained the purpose of the 

study, and how the inform ation was to  be used. It also assured p a tien ts  th a t 

th e ir responses w ere confidential.

When the questionnaires w ere m ailed to  the 121 pa tien ts , they 

contained a typing e rro r which a ffe c te d  the rating  scale in P a r t A. Scale 

item  ttk  which read as "very im portant" should have read as "very 

unim portant". A notice w ent out to  all p a tien ts  within the sam e 2k hour 

period, advising them of the e rro r (See Appendix E).

When the questionnaires w ere re tu rned , over 90% of the respondents 

indicated  aw arness of the e rro r by noting the co rrection  on the instrum ent. 

In cases where there  were no such indications, the item s ra te d  with the  

inco rrec t scale num bers were om itted  from the final tabulation .

Five weeks a f te r  the original m ailing (o fficial cu to ff da te  for the  

study), 100 questionnaires w ere retu rned . This exceedingly high response ra te  

(82%) m ight be due, in p a rt, to the fa c t th a t the physician had agreed  to  sign 

the covering le t te r  th a t accom panied the questionniare. The fac to r  of 

physician endorsem ent could be a  significant de term inan t in m otivating  

p a tien ts  to  respond. In addition, the f a c t  th a t diseases like M yasthenia 

Gravis are  not as w ell known as the highly publicized m ajor chronic illnesses 

such as cancer or coronary h e a r t disease, may be significant. P a tien ts  with 

these lesser known illnesses tend to  becom e involved in th e ir own public
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rela tions work and m ust rely on re la tively  few  resouces to  fund and produce 

research , or take  an ac tive  in te re s t in the ir cause. Consequently, th e re  is 

o ften  an eagerness to  assist those who a re  a ttem p tin g  to  help them . Thus, 

for the reasons s ta ted , i t  is assum ed th a t  these com bined fac to rs  may have 

been the prim ary m otivating  forces in prom oting cooperation and a 

willingness to share inform ation.

V. S ta tis tic a l M ethods 

The com pleted  questionnaires w ere coded and subjected  to a series of 

s ta tis tic a l analyses. All ca teg o rica l d a ta  was analyzed by m eans of 

frequency d istributions. S ta tis tic a lly  s ign ifican t d ifferences w ere determ ined 

by m eans of chi-square analysis.

Service com ponents and fea tu re s  w ere exam ined by m eans o f fac to r  

analysis. Multiple regression analyses w ere used to  determ ine if there  were 

any sign ifican t d ifferences in program variab les, controlling for 

sociodem ographic ch a ra c te ris tic s .
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CHAPTER V. DATA ANALYSIS AND EVALUATION OF FINDINGS 

This chap ter w ill repo rt the findings and resu lts  of the p rivate  social 

work m odel survey and th e  consum er m arketing  analysis survey. The 

im plications of these findings will be the sub ject of C hap ter VI.

A. PRIVATE FEE-FOR-SERVICE SOCIAL WORK MODELS

C lassification  System 

The survey conducted in F all 1984, resulted  in iden tification  of 

seven fee-fo r-serv ice  models operating in the M edical C en te r. The 

m odels are  as follows:

1. The M edical Service P lan Model

2. The Learning D isabilities Clinic Model

3. The Perinatology Model

4. The In terna l M edical A ssociates Model (IMA)

5. The Social Work Service Plan Model

6. The G eria tric  Model

7. The M yasthenia G ravis Model

In the process of analyzing the  d istinctive  fea tu res  of the m odels, a 

c lassification  system was devised which ca tego rized  the various 

p rac tice  arrangem ents according to  ce rta in  c r ite r ia . These c r ite r ia  

w ere based on fac to rs  re la ting  to  the program 's defined p aram eters , 

focus and type of p a tien t population served.

For exam ple, C lassification I would include disease or d iagnostic- 

specific  p a tien t groups. The M yasthenia Gravis, Learning D isabilities C linic, 

and Perinatology models would be included in this category .
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O ther exam ples of types of specialized  m edical p rac tices  th a t m ight be 

included in th is c lassifica tion  are : can cer, a r th r itis  and lupus.

C lassification  II would include population-specific groupings such as the 

G eria tric  and IMA m odels. O ther exam ples of C lassification  II p rac tices  are : 

ped ia trics, fam ily  m edicine, in terna l m edicine and obstetrics/gynecology.

The crite rio n  for C lassifica tion  III is based on the s tru c tu re  of the 

social work p rac tice  a rrangem en t and would be applicable to  p rac tice - 

specific m odels such as the social work serv ice plan and m edical service plan.

Thus C lassification  III would re la te  to  specific  social work p rac tice  

arrangem ents  th a t have train ing  value and /or provide incen tives for the 

departm en t's  s ta f f  and facu lty  m em bers.

In arriv ing a t  this typology for analyzing m edical p rac tice  

arrangem ents , the c lassification  system  applied B arnard 's concep ts of 

hom ogeneity (patien ts who are  m edically sim ilar) and specific ity  (patien ts 

who are  m edically d is tin c t from o ther pa tien ts) to  the task  of defining 

service program  "product lines", e .g ., for C lassifications I and II. 1

Thus, in C lassification  I the c rite rio n  of specific ity  would be applied 

tow ard identify ing those p a tien t groups who a re  m edically d is tinc t and unique 

in a diagnostic sense and, who require specialized th e rap eu tic  tre a tm e n t 

serv ices. In C lassifica tion  II the  crite rio n  of distinguishing hom ogeneity can 

be applied to  broadly defined p a tien t groups who a re  m edically  sim ilar and 

generally  und iffe ren tia ted  in m edical m anagem ent te rm s. In C lassification  

III, the re levan t fac to r is the na tu re  and s tru c tu re  o f the p rac tice  

arrangem ent itse lf; and not the ta rg e t population served.

It is believed, th a t th is c lassifica tion  system  will be useful to  social 

work health  care  adm in istra to rs  because it perm its evaluation of
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program m atic po ten tia l of m edical p rac tice s  and serv ices w ithin in stitu tional 

se ttin g s  as well as ex ternally  in th e  com m unity, on the basis of th e ir 

s tru c tu ra l fea tu res . Such analysis is necessary  for s tra teg ic  planning and 

operational decision making.

Because m edical services o ften  overlap and have m ultiple foci, the 

ca teg o ries  presented  should not be tre a te d  as rigidly defined en titie s . R a th er 

this system  should serve as  a flexible fram ew ork for analyzing the ta rg e t 

consum er m arkets, service requ irem ents and revenue producing possibilities 

of m edical p rac tice  se ttings which have po ten tia l for fee-fo r-se rv ice , private 

social work program developm ent.

D escriptive Analysis 

The questionnaire on fee-fo r-serv ice  models served as a  basis for 

conducting s tru c tu red  interview s with M edical C en ter personnel who were 

involved w ith the models e ith e r operationally  or adm in istra tively . Although 

seven models w ere identified  as serving private  p a tien ts  and charging fees, 

the degree to  which they engaged a p riv a te , fee paying c lien te le , varied 

g rea tly ; as did the ir fee charging policies.

As noted ea rlie r , the  questionnaire had g re a te s t applicability  to  m odels 

th a t w ere actively  seeking to  engage private  m edical p a tien ts , had developed 

serv ices for these p a tien ts  which w ere explicitly  linked to  the  Medical 

C en te r, had estab lished  a fee system  based on the notion of open m ark e t 

com petition; and w ere in te res ted  in expanding m arketing ac tiv ity  to  increase 

consum er partic ipa tion .

As the subsequent analysis will show, the th ree  models th a t b est m e t 

these c r ite r ia ; hence proved to  have the m ost ex tensive m arketing
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possibilities, w ere the M yasthenia Gravis, G eria tric , and Social Work Service 

Plan m odels. A ccordingly, they will be analyzed in g re a te s t depth, following 

descriptions of the o ther m odel types.

1. M edical Service Plan Model:

The M edical Service Plan m odel enables social work professionals 

with facu lty  appointm ents to  supplem ent the ir incom e within 

predeterm ined  co n tra c tu a l guidelines, by m aintaining a p rivate  p rac tice  

in addition to the ir service responsibilities. P artic ip a tio n  in the plan is 

m andatory for all fu ll-tim e faculty  m em bers in the M edical C en ter who 

are  involved in p rivate  p rac tice  ac tiv itie s . A t the tim e of this w riting 

six social work facu lty  m em bers w ere partic ipa ting  in the plan.

O verhead costs, to cover o ffice  space, te lephone, c le rica l services 

and supplies, a re  ca lcu la ted  a t  10% of incom e. An additional 10% 

allocation is split betw een the Social Work Service D epartm en tal Fund 

and the D epartm en t o f Com m unity Medicine Fund.

The p a tien t populations served are  diverse in na tu re , the problem s 

are  not predom inantly m edically re la ted ; re fe rra ls  can come from 

com m unity, professional and in stitu tional sources, or from p a tien ts  

them selves.

G uidelines fo r the M edical Service P lan are  established by the 

Medical C en ter. The m odel has not evolved out of social work p rac tice  

principles but, ra th e r , has been developed as a  resu lt of in stitu tional 

policy. The ch ief advantage of th is m odel is th a t it can reduce 

budgetary needs for departm en ts  within the institu tion ; and a t  the sam e



tim e enable s ta f f  to  earn  appropria te  com petitive  w ages. The difficu lty  

in such a m odel is to  m aintain  a  professional balance, betw een the 

individual's d epartm en ta l a c tiv itie s  and th e  need to  earn  supplem ental 

incom e. If such proportionality  is no t constan tly  re-evaluated , i t  may 

resu lt in the need to  h ire additional personnel in order to  adequately  

d ischarge d epartm en ta l responsibilities.

Learning D isability C linic Model;

The

Learning D isability C linic o ffe rs  com prehensive serv ices to learning 

disabled children and th e ir fam ilies.

All

p a tien ts  a re  required  to  p a rtic ip a te  in an in itia l evaluation process upon 

en try  into the program . The social work assessm ent is one com ponent of 

th is procedure which is com posed of m ultidisciplinary services.

There

is a fee for the social work portion of the evaluation , and fee eligible 

pa tien ts  a re  charged on a sliding scale . F ees are  usually covered by 

private  th ird  party  insurance as p a rt of the to ta l evaluation package. 

C harges and billing procedures are  handled by the clinic s ta ff; all 

revenues g enera ted  from social work services a re  a llo ca ted  to  the 

A m bulatory C are D epartm en t Fund.

In this m odel, the social work function is considered to  be an 

in teg ra l p a r t of the overall care  and tre a tm e n t services rendered by the 

clin ic team . Beyond the one tim e paym ent fo r evaluation , th e re  are  no



independent charges for social work services for fee eligible pa tien ts . 

Thus, the  charges fo r social work are  lim ited  to  a  specific type of 

service which is m andatory  for a ll p a tien ts  as p a rt of a com prehensive 

tre a tm e n t protocol.

A t p resen t, th e re  are  no program m atic e ffo r ts  to  specifically  

engage a  fee paying c lien te le  and estab lish  additional on-going charges 

for social work serv ices as an independent tre a tm e n t m odality 

functioning w ithin a specialized se tting .

Perinatology Model;

The Division of Perinatology has a fu ll-tim e social w orker who 

provides service for c lin ic  and p rivate  high risk m a tern ity  p a tien ts . Up 

until recen tly  the  social work position was ha lf-tim e; prim arily  involved 

with the clin ic p a tien t population. When the perinato logists decided to  

make social work available to  th e ir  p rivate  patien ts, they agreed  to  fund 

an additional h a lf-tim e social work position.

In this m odel, p rivate  p a tien ts  a re  not charged d irectly  fo r social 

work serv ices. R a th er, the co s t of service is adm in istratively  absorbed 

and passed along indirectly  to  the consum er in the form  of tre a tm e n t and 

o ther fee charges. Thus, the expense of delivering social work services 

is spread ou t over the to ta l p a tie n t population; th e re  are  no individual, 

d irec t variable charges for service u tiliza tion .

The ra tionale  for em ploying this funding s tra teg y  is based on the 

notion th a t, because the p erin a ta l population is a t  risk for m edical and 

psychosocial crises, they should have access to  social work counseling



and support serv ices. There is concern , how ever, th a t because these 

pa tien ts  a re  unfam iliar with the social w orker's role and function in the 

p rivate  m edical se ttin g , they would not u tilize  the service as readily if 

there  was an exp lic it fee  charge. Thus, charging consum ers a  fee -fo r- 

service is viewed as a poten tially  lim iting fac to r w ith resp ec t to  the 

level of u tiliza tion  and income production needed to  cover salary  

expenses. By costing  social work service into the overall ra te  for 

m edical c a re , these risks would appear to  be m inim ized.

This m odel is illu s tra tive  of a  s tra teg y  which ta rg e ted  m arketing  

e ffo rts  a t  m edical providers who valued the service for th e ir  private 

p a tien ts . There is, how ever, an im plic it notion th a t the  p a tien ts  

them selves would not u tilize  the service if they were d irec tly  asked to 

pay for it.

In terna l M edical A ssociates Model (IMA);

The following description of the prim ary care  group p rac tice  m odel 

is based on an a rtic le  w ritten  by Sylvia C larke and Linda N euw irth .2 

S ta ff interview s and pro jec t repo rts  provided supplem ental d a ta .

The im petus for this m odel arose from adm in istra tive  concern 

about the institu tion 's  general m edical clin ics with th e ir problem s of 

disjointed, discontinuous ca re , which was inadequate for patien ts , 

unrew arding fo r physicians, and costly  to  the in stitu tion . An 

in terdiscip linary  group was charged to  design a viable a lte rn a te  s tru c tu re  

to  the c lin ic . The process was a c c e le ra ted  by a  five year g ran t of one 

m illion dollars from  th e  R . W. Johnson Foundation for a dem onstration 

m odel which s ta r te d  in 1980.
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By em ploying a  bio-psycho-social fram e of re fe ren ce , the m odel 

provides p a tien ts  with a planned way of iden tifica tion  and tre a tm e n t of 

those psychosocial problem s which in terlock  w ith the ir m edical problem s 

and con tribu tes to  achieving the groups p rac tice  goals of coordinated, 

com prehensive, unfragm ented , and econom ic c a re . The social w orker is 

c a s t both as the prim ary health  care  provider for the tre a tm e n t of 

patients* psychosocial problem s, and the prim ary hea lth  p rac titio n er for 

th e  p rac tice .

This m edical group fee-fo r-serv ice  p rac tice  s tru c tu re  was bu ilt on 

prim ary care  te n e ts . The original in ten t was to  estab lish  a one class 

system  of ca re  for both clinic and private p a tien ts  and provide the sam e 

tre a tm e n t opportunities regardless of socio-econom ic s ta tu s . Thus, 

social work would genera te  incom e through paym ents for v isits by third 

party  p rivate  and public insurance plans and through charges for "se lf- 

pay" p a tien ts . This incom e would o ffse t the m ajor salary costs of social 

work s ta ff .

In fa c t, th e  original goal of a ttra c tin g  a m ixed p a tien t population 

was never achieved. I t was an tic ip a ted  th a t  the p a tien t population would 

consist of one th ird  M edicaid/M edicare pa tien ts , one th ird  self-pay 

(middle incom e) p a tien ts , and one th ird  working poor pa tien ts .

The cu rren t population served by the m odel is alm ost to ta lly  

com prised of M edicaid and M edicare p a tien ts . The revenue production 

figures for social work services fo r the f irs t e igh t m onths of 1984 w ere:

0.03% self-pay and 97.0% M edicaid.

In the course of interview ing IMA social work s ta ff , a num ber of 

issues cam e to  light concerning why the m odel failed  to  engage a se lf­
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pay, middle incom e, p rivate  p a tien t group. Among the fac to rs  c ited  as 

discouraging middle class p a tien t partic ipa tion  w ere:

1) The m odel canno t o ffe r the same type of continuity  and 

individualized care  as would a p rivate , independent 

m edical p rac tice . Because IMA is a com ponent of the  

M edical C en ter, i t  is obligated to  serve an 

underprivileged population in the hospital's  cachem en t 

a rea  and function a s  an o u tp a tien t train ing system  for 83 

ro ta tin g  m edical house s ta f f . The a ttend ing  physicians 

in th e  group prim arily a c t  as p recep tors with only a 

sm all p rivate  p rac tice  caseload  of the ir own.

2) The environm ent of the  se ttin g  is not conducive to  the 

ta s te s  and expec ta tions o f p a tien ts  tre a te d  in the p riva te  

sec to r. Although the  physical se ttin g  was intended to 

resem ble a p rivate m edical o ffice , the fac ility  lacks the 

resources to  adequately  accom m odate the num ber of 

pa tien ts  it serves. Consequently, the w aiting room is 

overcrow ded and noisy and the phones a re  consistently  

busy. Such conditions m ake it  d ifficu lt to  co n tac t the 

service and unpleasant to  w ait for an appointm ent.

3) The appoin tm ent hours a re  inconvenient for working, 

middle c lass p a tien ts . The fa c t th a t the p rac tice  has no 

evening hour appointm ents available, especially  for the 

m en ta l hea lth  service com ponent, is a problem for 

p a tien ts  who cannot disrupt the ir work schedules on a



routine basis and require appointm ents a f te r  working 

hours.

With resp ec t to  the s tru c tu ra l design of this m odel, all income
V

genera ted  by social work is a llo ca ted  to  the IMA Fund. Social work fees 

fo r self-pay  p a tien ts  a re  based on the  A m bulatory C are ra te  scale and 

are  ca lcu la ted  a t  half of the ra te  charged  for a m edical clinic v is it. This 

enables p a tien ts  to  engage in on-going service a t  an affordable price.

The social w orkers’ sa laries a re  paid by the IMA p rac tice ; th e ir 

accountab ility  is to  the D epartm en t o f Social Work Services. While 

Social w orkers are  viewed as equal partn e rs  w ith physicians w ith resp ec t 

to  providing ca re , they do not share in any p ro fits  genera ted  from  the 

p rac tice  - as do the physician partne rs. On the o th e r hand, because the 

social w orkers' salaries a re  not tied  to  revenue production, they a re  not 

a t  risk for loss of incom e.

Social Work Service Plan Model;

A pproxim ately five years ago the D epartm en t of Social Work 

Services c re a te d  a  fee charging program for p rivate  consum ers who w ere 

receiving social work services th a t were not considered to  be 

"m andatory", i.e ., rendered in conjunction w ith the  m edical ca re  

provided by the institu tion .

The rationale  fo r in stitu ting  charges w here none had ex isted  before 

grew out of a belief th a t ce rta in  groups of p a tien ts  would use and pay for 

serv ices if they w ere m ade available to them , and th a t social work
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service had su ffic ien t value and appeal to  com pete w ith o ther m en tal 

health  professions in the m arke t place. Additional fac to rs  influencing 

the c rea tio n  of th is program re la ted  to  concerns over diminishing 

resources for human service program s; th e  need to  establish  self-funding 

m echanism s to  m aintain  dep artm en ta l operations.

The guidelines developed in 1980 specified  which p a tien ts  could be 

charged fees and se t prelim inary standards for elig ib ility  (See Appendix 

C). The two main groups who w ere eligible to p artic ip a te  on a fee -fo r- 

service basis w ere:

1) P a tien ts /fam ilie s  who were never reg iste red  in the

Mount Sinai system  and would norm ally fa ll in to  the

"courtesy" category :

private p a tien ts  receiving m edical c a re  from a 
p rivate  a ttend ing  physician

friends and re la tiv es  of pa tien ts  previously known to 
the m edical c en te r

2) P a tien ts /fam ilie s  requesting services a f te r  the ir

m andated services have been com pleted:

post hosp ita lization  co n tac ts  of pa tien ts /fam ilies  
whose post hospital m edical care  is done privately  
or by ano ther institu tion

am bulatory  pa tien ts  of private physicians

The aim  of this program was to  cap tu re  the consum er m arke t 

tre a te d  in the p rivate sec to r th a t was previously receiving social work 

services a t  no co s t. To w hat degree the ir needs a re  re la ted  to  illness has 

not, as y e t, been determ ined  nor has the e x a c t natu re  of the p a tien t 

population been defined.
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The program operates  on a cen ter-w ide basis. Any individual 

judged to  be eligible can receive service; this includes those connected  

to  or outside of the m edical c en te r  netw ork. Social workers do the ir own 

case finding or receive re fe rra ls  from o th e r sources. Any w orker can 

p artic ip a te  in the program , although the senior c lin ical w orkers take the 

m ajority  of cases re fe rred  by private physicians.

Fees are charged on a  sliding scale . All income genera ted  by fees 

is reta ined  by the  D epartm ent of Social Work Services. P a tien ts  are 

seen in the social w orker's office which may be located  in any p a rt of the 

institu tion . T here a re  no special overhead or supplem ental charges 

incurred by the program ; billing and fee co llecting  procedures are  

ca rried  out through estab lished  departm en tal system s.

Design and O perational Issues

When the m odel was initially  im plem ented, a series of s ta f f  

train ing sem inars w ere conducted which addressed the m ultitude of 

p rac tica l and e th ica l issues connected  with serving a  fee paying social 

work clien te le  in a  non-profit m edical c e n te r  se tting . These sem inars 

served an educative as w ell as  prom otional function because they 

encouraged w orker partic ipa tion  in a new type of p rac tice  arrangem ent, 

and taught them how to  a t t r a c t ,  engage and serve a p rivate  c lien te le .

Over tim e, the sem inars w ere phased out as departm en tal p rio rities  

sh ifted  and new program m atic d irections em erged . Today, the model 

opera tes  in a ra th e r loosely s truc tu red  fashion due to  the pressing and 

overwhelm ing dem ands on m anpower and tim e c re a te d  by the clin ic 

populations served by the M edical C en ter. These service dem ands lim it
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the availab ility  o f adm in istra tive  and supervisory m anpower required  for 

encouraging w orker partic ipa tion  and m aintain ing and m onitoring 

operational functions. They also resu lt in w orkers having l i t t le  tim e in 

the course o f the  routine work day to  engage and t r e a t  o th e r p a tien t 

population groups.

N onetheless, despite these fac to rs , th e  m odel is functionally  

operational insofar as a num ber of s ta f f  do p a rtic ip a te  and carry  on­

going private  caseloads, in addition to  th e ir  prim ary responsibilities.

In exam ining the m odel as  i t  o pera tes today, several s tru c tu ra l 

problem s were uncovered which serve to h ighlight the types of supports 

needed to  m axim ize its  operational po ten tia l. One can see how the 

absence of c e rta in  types of form al adm in istra tive  support m echanism s 

a f fe c t  program m atic and financial accoun tab ility  fac to rs  as w ell as 

w orker productiv ity . For exam ple, w orker partic ipa tion  is not 

m andatory but is, ra th e r , dependent on individual in itia tiv e . In addition, 

th e re  are  no estab lished  case quotas or specific  incentives for engaging 

fee paying c lien ts . The prim ary incen tives consist of w orkers 

experiencing a varied caseload  mix and having an opportunity  to  

g enera te  funds for the dep artm en t. S tronger incentives and standards 

m ight resu lt in g re a te r  partic ipa tion  and m ore aggressive case finding.

S im ilarly, because pricing policies a re  n e ither co n sis ten t nor 

rigorously enforced , fee  charges vary widely; in many cases in itia l fees 

do not change even a f te r  long periods of tre a tm e n t. In addition, th e re  

are  no specific policies for fee  increases, reductions, delayed paym ents, 

e tc .  Under these conditions the m odel is unlikely to  reach its  fu llest 

financial po ten tia l or achieve break-even s ta tu s .
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There a re  also problem s w ith routine program  m aintenance 

functions which can a f fe c t  revenue production. W orkers m ust keep track  

of p a tien t paym ents and m ain tain  th e ir  own billing or bookkeeping 

system s. Since w orker tim e is lim ited , they cannot m aintain  com plex 

record  system s to  appropriately  m onitor accoun t balances. R a th er, they 

p re fe r to  sim plify the problem by requesting th a t p a tien ts  pay a f te r  each 

session. In addition, the re  is no accounts receivable system  for 

accep ting  private insurance assignm ent paym ents; ne ither a re  w orkers 

system atically  inform ed about the procedures for dealing w ith p rivate  

insurance coverage. The resu lt is th a t fees a re  o ften  s e t a t  low er ra te s  

to  accom m odate the "pay as you go" system  and any p o ten tia l benefits  

from private  insurance a re , a t  best, m inim ally realized .

A nother issue th a t surfaced , d ea lt with peer review  and reporting  

m echanism s. P riv a te  social work cases do not becom e p a rt of the 

in stitu tion 's  m edical record  system  because these p a tien ts  are  not 

"technically" hospital p a tien ts . The D epartm en t of Social Work Services 

has a separa te  system  for storing cases, and for m onitoring private 

p a tie n t paym ents and w orker co n tac ts  so th a t appropria te  c red it is 

a lloca ted  to  the w orker involved. H owever, because only m edical record  

cases are  se lec ted  for peer review , the p rivate  cases a re  excluded from 

an im portan t quality  assessm ent process. A t p resen t, w orker supervision 

is the only available accountab ility  m echanism  for case review .

In view of the foregoing, i t  would appear th a t the Social Work 

Service Plan Model is not reaching its  maximum functional p o ten tia l a t  

th is tim e because it lacks the necessary  adm in istra tive  supportive 

requisites. In addition to  the operational defic iencies and the  lack of



"product” specific ity  noted in this discussion, the re  is no evidence of 

prom otional ac tiv ity  cu rren tly  undertaken which m ight serve to broaden 

and enhance its  developm ent and expansion.

The m odel is, how ever, an im portan t exam ple of a unique, 

innovative, and poten tially  viable approach which could estab lish  p rivate  

social work services as a na tu ra l outgrow th of, and com plem entary 

com ponent to , trad itiona l in stitu tional service delivery.

In analyzing the model from  a  design and operational perspective , 

i t  appears th a t the success or failure o f such an approach may be largely 

dependent on w hether the  necessary supportive s tru c tu re s  are  

appropriately  functioning and to  w hat degree the program is perceived as 

having priority  by all levels of s ta f f , in the sense of its  being an 

in teg ra ted  com ponent o f routine p a tien t care  service.

G eria tric  Model;

The following sum m ary of the g e ria tric  m odel is based on a 

published descrip tion w ritten  by Hannah Lipsky and 

F rederick  T. Sherm an who are  c red ited  with its  design and 

developm ent.^

As originally conceived, the G eria tric  Evaluation and T rea tm en t 

Service was a p riva te , fee-fo r-serv ice  program for elderly  p a tien ts  

encountering m edical and /o r social problem s. I t  was estab lished  a t  the 

Mount Sinai M edical C en ter in the la te  1970's.

The program had two m ajor in te rre la ted  com ponents:
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1) A com prehensive health  assessm ent perform ed by a 

g eria tric ian .

2) Social work consu ltation  and counseling serv ices provided by 

a c e rtif ie d  social w orker who had specia l expertise  in working 

with the elderly .

I t is e s tim a ted  th a t  ou t of the 35,000 Mount Sinai H ospital 

adm issions each year, 35% a re  65 years or o lder. A large num ber of 

middle and upper c lass elderly  a re  served by over 1,000 p rivate 

physicians who a re  a ffilia te d  with the in s titu tio n . The developm ent of a  

private  consultation  service was m ade possible by the physician /d irector 

and senior social w orker o f the cen te r  who responded to  the em erging 

need among p rivate  physicians for help with th e ir older pa tien ts . In 

addition, p a tien ts  and fam ilies w ere requesting com prehensive health  

ca re  service and social work consultation  and counseling in rela tion  to 

changed social and physical functioning in older individuals; the e f fe c ts  

of these changes on' them selves, fam ilies and o thers . Thus, the th ree  

m ajor sources for re fe rra ls  w ere: 1) elderly  p a tien ts  and th e ir  fam ilies;

2) social agencies; 3) a ttend ing  physicians and o ther health  care  

providers.

The evaluation  service included a  com plete m edical, nursing and 

psychosocial assessm ent. These m ultid isciplinary  evaluations w ere 

shared  with the p a tien t's  prim ary care  physician and additional planning 

was s tru c tu red  to  include the p a tien t and fam ily in the process.

The consum ers of th e  social work consultation  and counseling 

com ponent of the program w ere predom inately e lderly  people living w ith



108

chronic illnesses who had need for resource inform ation and re fe rra ls  

pertaining to  a range of co ncre te  and residen tia l ca re  serv ices. In 

addition, fam ilies o f p a tien ts  w ere given help w ith the long-term  care  

planning needs of the ir re la tives. R ecom m endations w ere shared with 

pa tien ts , fam ilies and physicians.

C harges for health  assessm ents and social work serv ices were 

based on an estab lished  fee . In a lim ited  num ber of cases, the social 

work fee was ad justed  in response to  a p a tien t request, following an 

evaluation of the pa tien t/fam ily  financial s itua tion . Fees w ere co llec ted  

by the institu tion  and a fixed percen tage re ta ined  in re tu rn  for 

in stitu tional support of the program , provision and m aintenance of 

o ffices, supportive service and supplies. O verhead and supplem ental 

charges w ere assigned to  the program and a given percen tage of the

earned  fee returned  to  each of th e  providers.

Design and O perational Issues

The s tru c tu re  of the m odel, originally based on an association  w ith 

a single physician, grew into a self contained social work service 

program which cu rren tly  m aintains co llaborative relationships w ith many 

p rivate  physicians in the m edical c en te r  com m unity.

The nature of the ta rg e t population served and the fee charging 

policies have rem ained essentially  unchanged since the inception of the 

program .

The model is unique in ways which both con tribu te  to  its  success 

but can be problem atic in term s of rep lication . This is b est illu s tra ted  

by the fa c t  th a t the program 's successful appeal to  m edical providers and

health  consum ers is closely linked to  the repu ta tion  and unique
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qualifications of its  social w orker. As such, it is illu stra tive  of a  service 

th a t is prim arily  shaped around the repu ta tion  of a  specific professional; 

w ith the resu lt th a t the person and not th e  role or program per se 

becom es the basis for its  a ttra c tio n  and m arketing  appeal.

For many years  th is social w orker held a highly visible 

adm in istra tive  position in the D epartm en t of Social Work Services th a t 

involved her with the elderly  p a tien t populations a t  both the c lin ica l and 

policy levels. During this tim e she becam e w ell known to  physicians who 

sought her help in planning for the psychosocial needs of th e ir e lderly  

p a tien ts . When the w orker reached re tirem en t age, a  special 

arrangem ent betw een herse lf and the D epartm en t of Social Work 

Services was estab lished  which c rea ted  a p a rt-tim e  social work position. 

The w orker re ta ined  80% of earned  income w ith 20% going to  overhead 

charges fo r office space, bookkeeping, billing, sec re ta ria l services, 

c le rica l supplies, e tc .

Both parties have been advantaged by this arrangem ent: the

departm en t acquired a prestigious social w orker to  render a needed 

service and was able to  expand its  program s to  include new consum er 

m arkets; the worker m ain tained  the ab ility  to  continue to  p rac tice  and 

earn  income under the aegis of a m ajor m edical c e n te r  w ith its  inherent 

supports and endorsem ents. Such an arrangem ent is and m ust be built on 

a feeling of m utual tru s t betw een the individual and the institu tion  in 

order for it  to  be operationally  sound and functionally  feasib le. This was 

evidenced, for exam ple, by the fa c t th a t the w orker's salary was based 

on a re trospec tive  accounting system , i.e ., the w orker turns a ll paym ents 

over to  the departm ent's  bookkeeper who, in turn , determ ines a yearly
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salary  based on the  d iffe ren tia l betw een p ro jec ted  and a c tu a l earnings. 

These p rac tices  a re  feasib le only when a c lim ate  o f m utual tru s t and 

resp ec t is estab lished .

A nother fea tu re  of this m odel deals with the fa c t  th a t the  w orker's 

en tire  salary is solely dependent on earnings gen era ted  from her 

p rac tice . O perationally  the m odel is s tru c tu red  on en trep ren eu ria l 

principles and has achieved financial v iability  and self-supporting s ta tu s  

on the basis of revenues earned .

Fee policies re f le c t a  m arke tp lace  philosophy, i.e ., "charge 

w hatever the tra f f ic  w ill bear", and a re  com parable to  ra te s  charged by 

com m unity based private p rac titio n ers ; as well a s  in stitu tio n a l p rac tices  

which call for flexible paym ent schedules and, when necessary , reduced 

charges.

The basis for this program 's stab le  and steady earnings a re  re la ted  

in large m easure to  its  well estab lished  re fe rra l netw ork. R e fe rra l 

sources include social work adm in istra to rs, physicians, professional 

colleagues, m edical c e n te r  personnel, p a tien ts  and the w orker's personal 

acquain tances. In teresting ly , the program does not com pete for c lien ts  

w ith the m edical cen te rs ' G eria tric  C linic because i t  appeals to  a se lec t 

p a tie n t m ark e t who p re fe r and a re  willing to  pay for the  personalized 

individual care  of a  single specia list who p rac tices  in a  p rivate  o ffice 

se tting .

In addition to  re fe rra l sources, the worker helps to  ensure 

continuing c lien t partic ipa tion  through a v arie ty  o f prom otional 

a c tiv itie s  which include: co n tac ts  w ith professional and lay com m unity 

service groups and g e ria tric  specia lty  organizations; form al
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health  professionals abou t the program 's serv ices and b enefits  for elderly  

p a tien t groups.

Although the w orker opera tes  w ith a  g rea t deal of autonom y, she is 

accountable to  the  D irec to r of the D epartm en t of Social Work Services 

and discharges her professional responsibilities w ithin the re s tric tio n s  of 

in stitu tional and d epartm en ta l guidelines. As in the case of some of the 

o ther p rivate  m odels, the re  are  no form al peer review  accountability  

m echanism s. C ases a re  review ed only when the worker determ ines th a t 

she needs consultation . Because the  m ajor portion of her caseload 

consists o f non-hospital p a tien ts , they would no t routinely becom e p a r t 

of the institu tion 's  m edical record  system  which is the en try  point in the 

quality review process.

In sum, the  key fea tu re  of this m odel is the fa c t th a t its  appeal and 

accep tance  is largely  based on the w orker and not the role she fills. 

While this type of situation  presen ts problem s with resp ec t to  replication 

and worker rep lacem en t, th e re  a re  many s tru c tu ra l fea tu res  and 

operational s tra te g ie s  inheren t in the program which co n stitu te  the 

fram ew ork for a highly successful p riva te  social work p rac tice  approach.

The M yasthenia G ravis Model;

The Mount Sinai M edical C en ter is a  leading research  and 

tre a tm e n t c e n te r  fo r M yasthenia G ravis. I t has trad itionally  provided 

m edical tre a tm e n t and social work serv ices fo r clinic p a tien ts  on an 

am bulatory  care  and in -p a tien t basis.
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In 1975, the D epartm en t of Social Work Services, w ith the support 

and cooperation of the C hief of the M yasthenia G ravis C linic and 

R esearch  L aboratory , expanded the social work serv ice program s to  

include m yasthenic p a tien ts  tre a te d  in the p rivate  m edical sec to r. 

R ecognizing th a t no social stratum  is immune to  the psychosocial 

sequelae resulting from  this disease, a  m eans was sought to  im plem ent a 

service program for p a tien ts  who, because of the ir socioeconom ic s ta tu s , 

w ere not previously iden tified  as needing social work support and 

in terven tion .

The social w orker involved with clin ic p a tien ts  a t  the tim e o f the 

program 's inception, was invited  to  take p a r t in th e  assessm ent and 

casew ork tre a tm e n t of p a tien ts  who w ere under the ca re  of p rivate  

physicians.

The role was designed for the purpose of m aking disease-specific  

social work serv ices availab le to  p rivate  m yasthenic p a tien ts  on a fee- 

fo r-serv ice basis. A w orker with special expertise  in M yasthenia Gravis 

o ffered  services to  p a tien ts  in tw o locales - w ithin the hospita l se tting  

and in the private physician's o ffice . Services included in takes and 

screenings, discharge planning, home ca re , rehab ilita tion  re fe rra ls , 

individual and fam ily tre a tm e n t, health  education and system s advocacy.

The D epartm en t of Social Work Services cu rren tly  provides an 

o ffice  fo r the social w orker in the m edical c en te r  where she renders 

consultations and supportive tre a tm e n t to  p rivate  p a tien ts  and the ir 

fam ilies during th e ir  hosp ita l s tay . In addition, a  large portion of the 

w orker's duties a t  the in stitu tion  involve service provision to  the 

m yasthenic clinic p a tie n t population.
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An "off-cam pus" o ffice  is provided by one of the physicians for the 

purpose of enabling the  social w orker to  have c o n ta c t with p a tien ts  in a 

p rivate  m edical o ffice  se ttin g . The p articu la r o ffice  se lec ted  is th a t of 

the Clinic C hief who also tre a ts  th e  m ajority  of p rivate  p a tien ts  re fe rred  

into the hospita l. N eedless to  say, when o th e r physicians' p a tien ts  a re  

seen by the  social w orker in this p a rticu la r se tting , ca re fu l a tten tio n  to 

physician e th ic s  is required .

Physicians co n stitu te  the prim ary source of re fe rra ls  for this 

program . The social w orker requires physician consent to  in tervene with 

p rivate  pa tien ts ; the  degree of accessib ility  to  p a tien ts  varies among 

d iffe re n t physician p rac tices . For exam ple, the social w orker routinely 

screens all new p a tien ts  seen by the  C linic C hief a t  the tim e they en te r 

e ith e r the hosp ita l or p rivate  o ffice  system . The w orker also has access 

to  his p a tien t ch a rts  and can recom m end social work in tervention  based 

on an assessm ent of psychosocial risk fac to rs .

As social work has gained exposure to  and involvem ent with the 

group of p rivate  physicians a ffilia ted  with the M yasthenia Gravis C linic, 

they have come to  recognize the desirab ility  of social work serv ices for 

th e ir  p a tien ts  -  both clin ic and p riv a te . Consequently, the social work 

role has becom e an in teg ra l com ponent of a co llaborative, 

com prehensive tre a tm e n t e f fo r t  which renders ca re  to  all sec to rs  of the 

p a tien t coho rt population.

Social work consultation  serv ices may begin a t  th e  tim e of 

hosp ita liza tion  or can occur when the  physician sees the p a tien t in his 

o ffice  se ttin g . In terdiscip linary  evaluations, which a re  a cen tra l 

com ponent of the p rivate m odel, enables the physician and social w orker
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to  make a com prehensive assessm ent of the physical and social stresses 

a ffec tin g  p a tien t and fam ily functioning. Through this procedure, 

physician, w orker and p a tie n t gain valuable insights and partic ip a te  

collaboratively  in the assessm ent process and form ation of the trea tm e n t 

plan. In instances w here in terdiscip linary  assessm ent sessions with 

pa tien ts  are  not possible, background and m edical inform ation is 

im parted  to  the social w orker in the course of re fe rra l who then m eets  

with the p a tien t and/or fam ily to  make an assessm ent and o ffer the 

appropriate co ncre te  and the rapeu tic  supports.

The m odel operates  on a fee -fo r-serv ice  system . F ees are  

estab lished  on a sliding scale according to the pa tien t's  ability  to  pay. 

Only pa tien ts  receiving service on an am bulatory  basis a re  required to 

pay a fee. In -patien t social service costs a re  au tom atically  included as 

p a r t of the th ird  party  reim bursem ent form ula. H ospitalized patien ts , 

the re fo re , are  not d irectly  charged for service and often  assum e th a t it 

is rendered a t  no "apparent" cost. All incom e genera ted  from social 

work fees is re ta ined  by the D epartm ent of Social Work Services.

The p rivate o ffice se ttin g  is provided ren t free  by the sponsoring 

physician. The office  is accessib le to the w orker a t  a ll tim es and also 

includes telephone and m essage service a t  no cost. The social w orker's 

salary , benefits  and o ther overhead costs a re  assum ed by the m edical 

cen te r.

Design and O perational Issues:

The M yasthenia Gravis model is partia lly  self-funding. Fee charges 

are  not firm ly estab lished  on a c tu a l co sts  bu t are m ore typically based 

on sliding scale fac to rs . The below co s t pricing stra teg y  is a  resu lt of
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the high co s t of service and the tendency of the Social Work Services 

D epartm en t to  adopt c lien t fee  charging policies in accordance with 

professional norm s which a re  based on p a tien ts ' ability  to  pay. 

In terestingly , the w orker reports  th a t m ost p rivate  p a tien ts  a re  

uncom fortable w ith the notion of fee reduction; o ften  equating  the 

p rac tice  with receiving ch arity . In a sim ilar vein, p a tien ts  have also 

raised  questions about why they pay the m edical c e n te r  instead  of the 

social w orker who they view as an independent p rivate  p rac titio n e r who 

has m edical cen te r  a ffilia tion  but is com m unity based. It would thus 

appear, th a t  they equate  the w orker's roles and s ta tu s  as being the same 

as the physician w ith whom she is associa ted .

In general, policies regarding fee charges a re  not clearly  defined; 

in this sense the p rivate  model is less consisten t in its  approach to  this 

m a tte r  than are the hospita l clin ics. Looking a t  the fee issue

h isto rically , it is of in te re s t to  no te  th a t when the m odel f irs t began, the 

Muscular Dystrophy A ssociation (MDA) paid a f la t  fee for social work 

services for p rivate  p a tien ts . This was p a rt of MDA's e f fo r t  to  expand 

the ir role in the field of neurom uscular diseases and becom e involved in 

p a tien t support serv ices, in addition to  the ir research  in te res ts . A fter 

several years, MDA w ithdrew  the ir financial support as p a rt of a 

com prehensive fiscal cu tback  program and, as a  resu lt, the number of 

pa tien ts  partic ipa ting  in the p rivate  M yasthenia Gravis Social Work 

Program  declined. This fa c t has led the s ta f f  to  fee l th a t  the 

availab ility  of reim bursem ent or cost sharing m echanism s make a 

s ign ifican t d ifference in p a tien ts ' w illingness to  u tilize  the serv ice .
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While the estab lishm en t of fee and o th e r adm in istra tive  policies 

are  c learly  under the d irection  of social work dep artm en t adm in istra to rs, 

ce rta in  aspects  of operational policies dealing w ith d irec t serv ice 

delivery, i.e ., screenings, type of service rendered , are  estab lished  

through a co llaborative process involving social work adm in istra to rs, the  

private  physician - specia lists, and the M yasthenia Gravis social w orker.

Sim ilarly, the w orker's accoun tab ility  for p a tien t ca re  is divided 

betw een adm in istration  and th e  p rivate  physician. C ases are  review ed 

by adm in istra tive  supervisors fo r purposes of teaching  and m aintain ing 

quality  standards. A t the sam e tim e, there  is on-going com m unication 

and feedback betw een the physician and w orker regarding p a tien t and 

fam ily needs and case planning. O ther form s of accoun tab ility  include 

c h a rt no tes, d epartm en ta l s ta tis tic s  for hospitalized  and non-hospitalized 

M yasthenia Gravis social work p a tien ts , and monthly s ta tis tic s  on new 

m yasthenic p a tien ts  w ith a b rie f assessm ent on why they did or did not 

engage in serv ice.

From the point of view of adm in istra tive  supports, the D epartm ent 

of Social Work Services a llo ca tes  funds to  m aintain th is program which is 

only partia lly  supported by fees. In addition, th is m odel has a num ber of 

unique fea tu res  which enable the w orker to  function in tw o locales and 

help to c re a te  a  job th a t is in teresting , challenging and prestigious. For 

exam ple, the  w orker is p erm itted  to  carry  a reasonably sm all caseload  

{as com pared to o ther services) which im plicitly  em phasizes the concep t 

of quality  as opposed to  th a t of quan tity . She also has coverage readily 

available for those tim es when she is ou t o f the hospital and seeing 

p a tien ts  in the physician's private o ffice . A dm inistration also pays for
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taxi fare  so the  w orker may trav e l betw een the tw o locales w ith a 

minimum of d iscom fort or tim e loss. From  another, less tangible, 

perspective , the im portance of this program  to  the social work 

departm en t, to ge ther with the uniqueness of the job position design and 

its  special association  w ith a ttend ing  physicians, has resu lted  in the 

position becom ing a prestig ious one with the worker benefiting  in term s 

of job conditions, responsibilities, experiences and professional s ta tu s.

As th is specialized p rivate p rac tice  m odel has becom e established 

in the social work and m edical com m unities over the years, its re fe rra l 

netw ork sources have expanded. Although physicians s till co n stitu te  the 

prim ary source for re fe rra ls , e .g ., a ll new m yasthenic pa tien ts  in the 

Clinic Chief's p rivate  p rac tice  are  au tom atically  re fe rred  for social work 

screenings, o ther sources such as p a tien ts  and professional colleagues 

have begun to  m ake re fe rra ls . A particu larly  in teresting  and recen t 

re fe rra l agen t is the Muscular Dystrophy A ssociation which s till 

m aintains an ac tiv e  in te re s t in M yasthenia Gravis. Through connections 

with the MDA service rep resen ta tive , p a tien ts  a re  being re fe rred  to the 

Mount Sinai p rivate social work program from  hospitals th a t  t r e a t  

m yasthenia but lack the serv ices o f a  social worker w ith special 

expertise  in the illness. Since this is a re la tively  new developm ent 

involving a sm all num ber o f p a tien ts , the politics and e th ics  of such a 

situation  have not, as ye t, been worked out. In addition to  the MDA 

Foundation re ferra ls, the M yasthenia Gravis Foundation which has its  

national headquarters and regional ch ap te r o ffices in the New York C ity 

a rea , has re fe rred  p a tien ts  who inquire about help w ith problem s of a 

non-m edical or psychological natu re .
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The w orker's partic ip a tio n  in the  M yasthenia Gravis Foundation 

conferences, conventions, and fund raising a ffa irs , co n s titu te  key 

prom otional a c tiv itie s  which have m ade h e r known to many p a tien ts  and 

enhanced her cred ib ility  as a  spec ia lis t in th a t field  of p rac tice . The 

fac t th a t she was in itia lly  introduced to  these com m unity organizations 

by physicians may have helped to  acc e le ra te  her accep tan ce  and 

leg itim ation  as a  valued professional who is p a r t o f the tre a tm e n t team .

Specific prom otional a c tiv itie s  have ranged from  in itia lly  attend ing  

ch ap te r m eetings and p a tien t functions on an inform al basis, to  

partic ipa ting  as a scheduled speaker a t  m edical sem inars and lay 

conferences.

In sum, this m odel's success would appear to  be a ttr ib u ta b le  to  such 

facto rs  as the ex istence of an identifiab le p a tie n t population whose 

needs require psychosocial serv ices, and the availab ility  of physician and 

in s titu tiona l supports which resu lt in functional s tru c tu re s  th a t enhance 

worker m otivation , increase p roductiv ity  and m ain tain  quality  in service 

delivery.

This m odel is illu s tra tiv e  of th e  co llaborative principle both from 

an in terd iscip linary  point of view which seeks to  o ffe r com prehensive 

p a tien t c a re , and from a perspective of in stitu tion  and com m unity 

m edical p rac tice  associations which perm its  hospita l-based  social work 

departm en ts  to  establish  form alized linkages with p rivate  physicians 

through the provision of in stitu tiona l serv ices.

In assessing the m odel from  th e  point of view o f its  w eaknesses as 

well as s tren g th s, i t  was noted th a t a highly specialized  p rac tice  may be 

lim ited  in te rm s of a c tu a l num bers of po ten tia lly  partic ipa ting  p a tien ts
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because the natu re  of the specia lization  is narrow  while the geographic 

d istribution of p a tien ts  is wide. T here are  also problem s with 

establishing on-going or long-term  social work tre a tm e n t, which can be
I

the foundation of a  p rivate  p rac tice , because of the  variab ility  inherent 

in the illness. For exam ple, rem issions can ex acerb a te  denial of 

problem s; relapses can in te rru p t tre a tm e n t or resu lt in too much 

incapacita tion  to  p a rtic ip a te .

With regard to  accoun tab ility , the  w orker has to  cope with the 

pressure and stress  of answering to  m ultiple "m asters" whose objectives 

and prio rities may not alw ays correspond. In addition, when disease- 

specific  p a tien ts  are  hosp ita lized , they a re  o ften  in many locales 

throughout the in stitu tion , depending on the na tu re  of th e ir  problem , bed 

availab ility , e tc .  The w orker, th e re fo re , cannot estab lish  her or h im self 

with a single service but, ra th e r , m ust c re a te  co n tac ts  and credib ility  in 

m ultiple se ttin g s  w ith m ultip le disciplines in order to  gain the 

cooperation  necessary  for m eeting  p a tien t needs.

As with o ther private m odels, p a tien t records do no t becom e p a rt 

o f th e  peer review  process, unless a  p a tien t is hospitalized. In addition, 

i t  also lacks accounting and bookkeeping supports which lim its ab ility  to  

deal with th ird  party  paym ents, follow-up billings or partia lly  paid 

balances.
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B. ANALYSIS OF CONSUMER SURVEY DATA: REPORT OF RESULTS

D escription of Sample Population

The p a tien ts  surveyed ranged in age from 18 -  85; the m edian age 

of the group was 46 - 55(see Table 1). Approxim ately 60% w ere fem ale 

(Table 2) and over 90% w ere C aucasian (Table 3); the la t te r  fac to r 

re flec ting  the natu re of this p articu la r p rivate  p rac tice . For the m ost 

p a rt, p a tien ts  had in ta c t fam ilies; m ore than tw o-th irds o f the 

repondents were m arried  (Table 4), and 40% had dependent children 

living a t  hom e (table 5). With resp ect to  occupation , the group was 

fairly  evenly distributed  among the ca tego ries  of hom em aker, 

professional, blue co llar w orker and re tire e  (Table 6). This was also a 

well educa ted  p a tien t group with 35% graduating from  high school, 30% 

attend ing  co llege, and 23% having graduate  level educa tiona l experience 

(Table 7).

The m ajority  of p a tien ts  had mild to m odera te  sym ptom atology, 

with only 19% experiencing a severe form of the d isease (Table 8). One- 

th ird  of the sample were recen tly  diagnosed; over 50% w ere diagnosed 

over a decade ago (Table 9).

In sum, the sam ple population was a  w hite , m iddle/upper-m iddle 

class group, who w ere evenly d istribu ted  am ong the sexes, averaged 

around 50 years of age, and, for the m ost p a rt, had in ta c t fam ilies. More 

than one-half had gone to  college and w ere em ployed as professionals or 

c raftsm en ; with a large p ercen t falling into non-working ca tego ries . On 

the whole, this was a fairly w ell group of chronically ill p a tien ts  who had 

lived with the ir illness over a considerable period of tim e and had 

m inim al to  mild physical im pairm ent.
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P atien t's  R atings of Service Com ponents 

The following services w ere regarded as  being m ost im portan t by 73% or 

m ore of the  population:

Inform ation on benefits  

A ssistance with m edical tre a tm e n t 

Providing le tte rs

Inform ation on com m unity resources 

Help w ith m edical problem s 

Help with reac tions to  illness 

Help w ith mood changes

(See Tables 11, 14, 15, 17, 19, 20, 21)

The serv ices perfe rred  m ost re fle c ted  a com bination o f co ncre te  needs

and psychological supports to  enhance coping with the im pact of illness.

None of the services received  a ra ting  of un im portan t by m ore than 50%

of the population. Those th a t  w ere, how ever, ra ted  as un im portan t by the

g re a te s t percen tage of respondents w ere:

A ssistance with H om ecare 

Help w ith hom e m odifications 

Guidance for educational problem s 

Help with sexual functioning 

Help with socia l/in terpersonal problem s 

Help with fam ily problem s

(See Tables 12, 13, 16, 22, 23, 26)

The choices tend to  re f le c t the wellness of the population; and the fa c t

th a t the ir overall functioning was only minim ally to  m oderately  im paired.
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P a tien t's  R atings of Service F ea tu res  

There was l i t t le  variance am ong the ratings for the d iffe ren t service 

fea tu re s . Those ra ted  m ost im portan t by 80% or m ore of the population 

w ere:

P rom pt service

Same provider

C ost of service

A vailability of insurance

Location

A tm osphere

C ertified  provider

Physician recom m endation

C onfidentiality

Home v isits  and c red it card  accep tance w ere ra ted  as being the le a s t 

im portan t fea tu res  (See Table 28).

F ac to r Analysis

The item s in P a r t A and B of the questionnaire w ere subjected to fac to r 

analysis to  determ ine which service com ponents or fea tu res  co rre la ted  with 

each o th e r. Those item s th a t c lu ste red  to g e th e r becam e a fac to r.

P a r t  A

In P a r t A th ree  fac to rs  w ere identified:

F ac to r  1 was com prised of co n cre te  and psychological support services. 

The common elem ents could be ch arac te rized  as "coping with illness: 

co n cre te  and psychological". Specifically , it  included the following item s:



Inform ation on benefits

A ssistance with obtaining m edical tre a tm e n t

Providing le tte rs

Inform ation about com m unity resources

Help with m anagem ent of illness

Help in coping with m edical problem s

Help w ith dealing with reac tions to  illness

Help with mood changes

F ac to r 2 was com prised of psychological support serv ices. The elem ents

could be ch a ra c te rized  as "psychotherapeutic services: individual and fam ily".

It included the following item s:

Providing educational guidance 

Help with problem s in sexual functioning 

Help with in terpersonal problem s 

Help with work re la ted  problem s 

T rea tm en t for em otional problem s 

Help with fam ily problem s 

Helping fam ily m em bers cope

F ac to r 3 consisted  exclusively of concre te  services and could be

c h arac te rized  as "resource needs". I t included the following item s:

Inform ation about m edical aids 
A ssistance with home and health  supports 

Help with planning housing m odifications
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P a r t B

In P a rt B four fac to rs  w ere identified :

F ac to r 1 could be ch a rac te rized  as  "serv ice accom m odations" and was 

com prised of the following elem ents:

A vailability o f prom pt service 

Evening o ffice hours 

2b hour coverage 

Home visists

Service with same provider

Provider a ffilia tion

F ac to r 2 could be ch a rac te rized  as "cost fac to rs"  and was com prised of

the following elem en ts:

C ost of Service 

F lexible paym ent schedules 

C red it card  accep tance  

A vailability  of insurance coverage

F ac to r 3 could be ch a rac te rized  as "locale fea tu res/leg im ation" and was

com prised of th e  following elem ents:

Convenient location 

P leasan t atm osphere 

Physician's recom m endation

F a c to r b consisted  of two e lem en ts  and could be ch a rac te rized  as

"confiden tia lity /p rov ider creden tials":

L icensed professional 

P rivacy and confiden tia lity
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Consum er Fam ilia rity  and In ten t to  U tilize  

The degree of consum er aw areness of the program and the ir po ten tia l 

u tiliza tion  of service w ere exam ined. Only 17% of the  respondents said they 

w ere very fam iliar with the social work program .

"Som ew hat fam iliar" (47%) was the m ost common response, and 35% 

s ta te d  they w ere unfam iliar w ith the program  (Table 29). Slightly m ore than 

one-half of the  sample indicated  they would probably u tilize  the serv ice, and 

87% indicated  in te re s t in a brochure th a t would provide detailed  inform ation 

about the program  (Tables 30, 31). With regard  to  consum er experience with 

sim ilar serv ices, 93% reported  th a t they were no t presently  engaged in 

counseling or psychotherapy, and approxim ately  tw o-th irds had no prior 

m en ta l health  service experience (Tables 32, 33).

In general, this m ark e t would appear to  be com prised of an unin itia ted  

c lien te le  who had li ttle  or no fam ilia rity  w ith the program . While they do 

show in te re s t in potentially  using the serv ice, they  clearly  require more 

c la rifica tio n  about it .

Social Work Service Consumers:

Sub-group Analysis of M yasthenia Gravis (MG) Program  P artic ip an ts

Out of 100 respondents, the re  was a penetra tion  ra te  o f 18 cases th a t 

had p artic ip a ted  in the MG Social Work Service Program . Of this group of 

service users, 83% learned  about the program from th e ir physician, and 72% 

s ta te d  th a t the physician's recom m endation influenced th e ir  decision to 

u tilize  service (Tables 34, 35).

In 63% of the cases, the service was ra te d  as being very helpful; only 6% 

ra ted  it as not a t  a ll helpful (Table 36).
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More than half the respondents ind icated  they would defin itely  use the 

service in the fu tu re , and nearly one-quarter s ta te d  they m ight use the 

service again (Table 37).

Finally, a lm ost 90% o f the p a tien ts  w ere willing to  recom m end the 

service to  o ther p a tien ts; w ith the rem aining p ercen t indicating th a t they 

would probably recom m end it  (Table 38).

O verall, the responses of service users pointed ou t the im portance of the 

physician's role in fac ilita tin g  re fe rra ls  and influencing u tiliza tion , and 

ind icated  an overwhelm ingly positive reac tion  to  the service experience.
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CHAPTER VI. CONCLUSIONS AND RECOMMENDATIONS

PRIVATE FEE-FOR-SERVICE SOCIAL WORK MODELS

Summary and Im plications

As a resu lt of th e  private m odel survey, seven d istinct 

institu tionally  based p rac tice  arrangem ents were identified  and 

exam ined. The analysis serves to  acquain t social work adm in istra to rs 

and p rac titio n ers  in health  care  settings with a broad range of fee -fo r- 

service program options; th e ir  inheren t m arketing  po ten tials  and 

lim ita tions.

In line with these objectives, a  typology was developed which can 

be used to  classify  m edical p rac tices  according to  th e ir p aram eters , foci 

and type of p a tie n t populations served.

Such classification  will enable the adm in istra to r and p rac titioner 

to  d ifferen tia lly  assess institu tional and com m unity based m edical 

p rac tices  on the basis of the ir consum er ch a ra c te ris tic s  and needs, 

service requirem ents, and revenue producing possibilities. This type of 

analysis, in tu rn , perm its determ ination  of p o ten tia l fo r private social 

work program developm ent.

From a d iffe ren t perspective, the im plications of the  data were 

exam ined with an eye tow ard program m atic revisions th a t would improve 

the functional aspec ts  of the models under study. Among the  areas  th a t 

w arran t fu rth er a tte n tio n  are :
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1. A ccountability  M echanisms:

a) A dm inistrative R eporting System  -

Under the  p resen t system , w orkers seek consultation  or 

supervision for th e ir  p riva te , fee paying c lien ts  on an e lec tiv e  

basis. Because th e re  is no sy stem atic  review  o f cases, 

w orkers m onitor the ir own accoun tab ility .

A m ore s tringen t policy is needed to  insure th a t cases 

receive a  review ed opinion. Since the degree of experience 

and knowledge among w orkers tends to  vary, s tr ic te r  

en fo rcem en t of case supervision should be required  in o rder 

to  m aintain  accep tab le  p rac tice  standards.

b) P eer Review  -

Because p rivate  social work p a tien t ch a rts  a re  not 

included in the m edical record  system , they fail to  go through 

routine assessm ent procedures. D evelopm ent of a sepera te  

accoun tab ility  mechanism for p rivate  case review , would help 

to  insure th a t appropria te  standards for quality  case 

m anagem ent are  ca rried  out.

2. Revenue Production:

In m ost cases, the models w ere not achieving th e ir maximum 

financial po ten tia l. This s ituation  could be im proved by 

establishing case quotas ra th e r than  depending exclusively on the 

w orker's in itia tive  to  develop a p riva te  caseload.

In addition, estab lishm en t of standard ized  fees and 

en fo rcem en t o f consisten t pricing policies, would help increase and 

stab ilize revenue production.



A dm inistrative Supports:

a) Bookeeping and A ccounting Supports -

R eliance on w orkers to  m ain tain  th e ir  own accounting 

and billing system s has resu lted  in lo s t revenue because 

w orkers lack th e  tim e and expertise  to  appropria tely  

adm in ister these tasks. By providing bookkeeping supports to  

m onitor accoun t balances and issue p a tie n t bills, th ird  p arty  

paym ents, delayed or p a rtia l paym ents, and unpaid balances 

could be m anaged m ore e ffic ien tly  and e ffec tiv e ly . If p a tien ts  

did no t have to  render paym ents a f te r  each session and w ere 

able to  u tilize  insurance benefits  or pay ou t balances over 

tim e, then higher fees and flexible paym ent schedules could be 

estab lished .

b) Training Sem inars -

S ta ff  sem inars should be resum ed. Their purpose would 

be to  leg itim a te  p rivate  p rac tice  serv ices, encourage w orker 

partic ipa tion , and provide the  necessary  train ing  for dealing 

with the p rac tica l and e th ica l issues of serving a paying 

c lien te le .

Worker M otivation:

In m odels w here p rivate  cases are  ca rried  on an e lec tiv e  basis 

and are  no t p a r t of routine responsibility , incentives becam e an 

im po rtan t issue.

P resen tly , incentives consist o f the opportunity  to  have a 

varied  caseload  mix and gen era te  incom e for the D epartm en t. Such 

incentives do li t t le  to  prom ote and m otivate  w orker partic ipa tion .
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If, how ever, w orkers could d irec tly  b enefit from revenues they 

g en era te , they  m ight seek to  actively  expand the ir caseloads.

Incentives could take a  m onetary  form such as  percen tage of 

earnings, or could be tran s la ted  into a "perk" such as subsidizing 

a ttendance  a t  a  professional conference of choice. Any num ber of 

benefits  could be designed which would be supported by earnings 

produced from p riva te , fee -fo r-serv ice  p a tien t co n tac ts . Of course, 

appropriate m echanism s should be in s titu ted  fo r m onitoring these 

ac tiv itie s  so th a t they do not com prom ise the service rendered to  

non-fee paying clien te les.

5. Prom otion:

The prom otional s tra teg ie s  em ployed in the MG and G eria tric  

m odels consisted  prim arily of public speaking a c tiv itie s  ta rg e ted  a t  

professional and lay com m unity groups.

A dditonal m ethods for publicizing the program s include: 

brochures for providers and consum ers, le t te r s  to  physicians 

inform ing them  of the role and function of social workers in p rivate  

p rac tice  se ttings, m eetings with physicians to  define po ten tia l 

m arke ts  and assess the ir p rac tices  for p rogram m atic po ten tial.

In addition to  exam ining functional s tru c tu re s  and program fea tu res , 

this study also identified  a number o f ways in which fee-fo r-serv ice  m odels 

can benefit social work departm en ts  in health  care  se ttings. For exam ple, 

partic ipa ting  in the p rivate  service m odel could co n stitu te  a form of 

v e r tic a l/la te ra l m obility for w orkers in system s where few opportunities for 

prom otion ex is t. Such "advancem ents" would need to include tangible
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rew ards (incentives), analogous to  prom otional t i t le s  and salary increases, 

th a t would sa tisfac to rily  com pensate w orkers.

A dditionally, revenues produced from private  service m odels can be 

used to  provide funds fo r program s serving disadvantaged p a tien t populations 

where viability  is th rea ten ed  due to  in su ffic ien t financial resources.

F inally, surplus revenue genera ted  by c lien t fees can be applied tow ard 

sponsoring a varie ty  of d epartm en ta l a c tiv itie s . As an exam ple, the social 

work departm en t fund a t  Mount Sinai, which is largely  financed by private 

c lien t fees, supports a range of educational and serv ice o rien ted  ac tiv itie s . 

Specific exam ples include: m em bership dues fo r facu lty  m em bers, purchase 

of professional lite ra tu re  for the s ta ff  lib rary , guest speaker and consu ltan t 

fees, funding for social occasions, e .g ., holiday and re tirem e n t parties .

Funds have also been applied tow ard s ta r t-u p  costs for new program s. In 

one case they w ere used to  in itia te  a  com puter program  prior to  obtaining 

full funding; in ano ther they helped to  tem porarily  support a new social work 

position until perm anent funding could be established.

In conclusion, based on the prelim inary findings of this study, i t  would 

appear th a t the developm ent of p rivate , fee-fo r-serv ice  m odels can have 

positive im plications for social work's grow th and expansion in the health  

care  arena . P riva te  service m odels help to expand the p rac tice  domain of 

in s titu tiona l social work departm en ts  by enabling them  to  provide serv ice to  

new c lien t m arke ts  w ithin health  care  se ttings, and ex tend  estab lished  

services into com m unity based private  m edical p rac tices .
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The study also suggests th a t the following requ isites a re  needed for 

optim al program functioning:

1. A definable m ark e t with iden tifiab le  psychosocial needs

2. Physician support and sanction

3. A dm inistrative supports

Incentives to  m o tiva te  w orker partic ipa tion  and productivity

5. A ccountability  m echanism s

6. S tandardized fee charging policies

7. O rganized prom otional a c tiv itie s
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B. CONSUMER SURVEY ANALYSIS

Summary and Im plications 

This study rep resen ts an approach to  analyzing and understanding 

service design and delivery from a m arketing perspective. I t seeks to 

determ ine w hat chronically ill p a tien ts  need and w ant from a p rivate  

social work service health  care  program . Specifically , it exam ined the 

needs, p references, perceptions, and sa tisfac tion  of M yasthenia Gravis 

(MG) pa tien ts . The resu lts  of the study con tribu te  to  our knowledge 

about m arketing p rivate  social work service health  ca re  models and 

provide a  basis for expanding cu rren t program m atic e ffo rts .

Although the findings m ust be considered ten ta tiv e  due to  the 

lim ited  sample size, they support the notion th a t chronically ill pa tien ts , 

tre a te d  in the p rivate  m edical sec to r, have psychosocial requirem ents 

and would u tilize  and pay for social work support services if they were 

appropria tely  suited  to  th e ir needs. Exam ination o f d a ta  showed th a t, in 

alm ost a ll the cases, p a tien ts  re la ted  to  some type of service need. I t is 

significant th a t the service p references identified  by this group of 

pa tien ts  w ere a com bination of co ncre te  and psychological supports 

resem bling conventional social work service as i t  is p racticed  in the 

health  care  field. This would seem to  imply th a t the social work 

product, as i t  has been trad itionally  packaged in health  care  se ttings 

serving underprivileged groups, has appeal and u tility  for consum ers in 

the private health  ca re  m arke t.

I t was also noted th a t  respondents not only re la ted  to  the 

prespecified  lis t of serv ices presented  in th e  questionnaire, bu t 

recom m ended o thers  as  well th a t could serve to broaden the s tru c tu re  of 

the MG social work role. These included:
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C onducting p a tien t education sem inars about 

research  and tre a tm e n t developm ents

Group counseling in addition to  individual tre a tm e n t

Providing consultation  to  self help groups and 

linkages am ong p a tien ts  in the sam e geographic a rea

R efe rra l serv ices for counseling in locales 

throughout the country

Training sem inars for m en ta l health  professionals in 

o ther geographic locales concerning the 

m anagem ent and tre a tm e n t of psychosocial 

problem s in specific illness groups

V ocational evaluation  where disability n ecessita te s  

job change

R outine social work consultation  fo r p a tien ts  and 

fam ilies a t  tim e of diagnosis and a t  annual m edical 

exam ination

Such specific service requests  a re  ind icators o f p a tie n t in te re s t and 

need. These expanded role functions, which re f le c t the needs and desires 

of the ta rg e t m ark e t, rep resen t product m odifications th a t can enhance 

appeal and broaden m ark e t response. In addition, m ost of these 

functions have inheren t p o ten tia l for generating  revenue, if s tru c tu red  

and priced as independent serv ice en titie s .

A nother im portan t finding d ea lt w ith the fac to r analysis and 

resu ltan t iden tification  of serv ice c lu ste rs . These fac to rs  rep resen t 

d is tin c t service packages which can be m arke ted  on the  basis of the ir
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suitab ility  for p articu la r p a tien t groups. For exam ple, because elderly  

p a tien ts  o ften  require assis tance  with resources, they m ight be inclined 

to  use a  serv ice th a t o ffe rs  inform ation and re fe rra l assis tance . On the 

o th e r hand, young single people and fam ilies m ight be a t tra c te d  to  a 

psychotherapeutic  type of service program . Services can be packaged 

and m arke ted  to  physicians based on the specia l needs of th e ir p a tien t 

populations. Thus, by applying the concep t of specia lization , one can 

o ffe r a lim ited  se t of services to a  lim ited  m ark e t.

The notion of service packages also enables social w orkers to  

explicitly  define service program s for consum ers and providers, ra th e r 

than relying on vague defin itions which only confuse, ra th e r than 

enlighten, po ten tia l users. The objective is to  em phasize product 

specific ity  and thereby  highlight the a ttr ib u te s  of the service th a t will 

m axim ize its  a ttac tiv en ess  to  its  c lien ts . In th is sense, the basis for 

appeal should re f le c t the com plem entary  f i t  betw een the consum er's 

unique needs and the product's specific a ttr ib u te s .

This concep t agrees w ith S tratm ann 's con ten tion  th a t m ark e t 

behavior which guides the choice of health  care  serv ices resu lts  from 

cognitive trad e -o ffs  am ong various se ts  of decision com ponents. 

Consum ers tend  to  u tilize  the source of ca re  th a t is ca lcu la ted  to  have 

the g re a te s t perceived value. It also re f le c ts  Friedson's hypothesis th a t 

service u tiliza tion  may depend on w hether th e  service m atches the 

p a tien ts  requ irem ents and th e ir perceptions of the provider's role and 

function.

Consum ers ratings of service fea tu res  co n s titu ted  ano ther dimension 

of the study. Analysis showed th a t te rm s of serv ice delivery , physical
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environm ent and provider c red en tia ls  w ere a ll im portan t to  consum ers in 

the ir evaluation of a  source of ca re . This supports F izdale 's experience 

(A rthur Lehman Counseling Service) in com peting with o ther m en tal 

health  disciplines where fac to rs  such as o ffice  location and am biance, 

conditions of serv ice , and professionalism  proved to  be c r it ic a l to 

success.

C onceptually , these com ponents, when com bined with th e  range of 

services o ffe red , provide a useful fram ew ork fo r understanding the 

m ultitude of fac to rs  th a t consum ers consider when selecting  a service 

resource. It should be noted, how ever, th a t the fea tu res  identified  in 

this study a re  probably not exhaustive and may d iffer from those th a t 

m ight em erge in ano ther population.

When consum er product aw areness and u tiliza tion  p o ten tia l were 

exam ined, several sign ifican t findings em erged . F irs t, the consum er 

sample proved to  be an un in itia ted  m arke t with little  prior product 

(counseling) experience. F urtherm ore , because over 80% of the 

respondents had little  or no fam iliarity  with the program , it can be 

concluded th a t they could use m ore knowledge (fam iliarity  w ith) about 

it. Second, the d a ta  showed th a t the program has m arke t p o ten tia l, and 

th a t there  is su ffic ien t u tiliza tion  in te re s t among respondents. P a tien ts  

who w ere inclined tow ard utilizing th e  service ind icated  th a t i t  could be 

helpful during tim es of personal crisis or when th e ir illness worsened. 

This group also saw i t  as enabling them  to  cope m ore effec tive ly  with 

the em otional problem s and day-to-day m anagem ent issues connected  to  

the illness. In co n tra st, p a tien ts  who w ere not in te res ted  in u tiliz ing  the 

serv ice found it  to  be e ith e r  geographically inaccessible or unnecessary 

due to  sa tisfac to ry  adap tation  and ad justm ent.
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These findings imply th a t newly diagnosed p a tien ts  and those who 

are  experiencing m edical or personal crisis  would be m ost recep tive  to  

receiving serv ice . Of the p a tien ts  th a t live in close proxim ity to  the  

program , those th a t have adap ted  to  th e ir illness or a re  in rem ission 

would be le a s t likely to  u tilize  the serv ice . I t is of in te re s t to  note th a t 

only 196 of th e  cases iden tified  cost as a determ ining fac to r in choosing 

w hether or not to  u tilize  serv ice.

Third, and la s t, the overw helm ing m ajority  of p a tien ts  desired 

additional inform ation about the  program . If th is sam ple is 

rep resen ta tiv e , one could surmise th a t m ost p rivate  p a tien ts  a re  unclear 

and uncerta in  about the functions o f a  social w orker in a p rivate  m edical 

p rac tice  se ttin g , bu t are  in te re s ted  in learning m ore about it .  As such, 

they co n stitu te  an uninform ed group o f p o ten tia l product users.

Consum er u n certa in ty  is a basic m arketing  issue for providers of 

professional serv ices. Where th e re  is a lack of inform ation, people can 

rem ain unsure if they need the service or d issatisfied  if they  use it  and it  

fails to  m ee t exaggerated  expec ta tions.

In order to  reduce consum er u ncerta in ty , professional serv ices m ust

em phasize education ra th e r than persuasion in the ir m arketing . For

exam ple, MG p a tien ts  could b en efit from a brochure th a t  teach es  them

about the following:

When they should seek professional service

Which serv ices a re  available and on w hat 
te rm s

Who will render the  service (provider's 
c red en tia ls , skills, e tc .)

How to  c o n ta c t th e  service provider
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How the service can b en efit them

Because such an approach im parts an understanding o f p a tien ts  

problem s and provides them with the fac tu a l inform ation needed to  m ake 

an inform ed decision, i t  can stim ulate  in te re s t and confidence in the 

product.

In addition to  querying prospective consum ers about the ir 

p references and a ttitu d e s  tow ard the sevice program , the study also 

looked a t  the percep tions and reac tions of MG service users.

An im portan t finding to  em erge from this sub-group analysis is th a t 

th e  physician has considerable influence on the u tilization  decision. The 

physician was no t only seen as  being the prim ary source of inform ation 

abou t the program but, through his endorsem ent and support, influenced 

p a tien ts  to  u tilize  i t  as well. This would tend to  support Beloff and 

K orper's findings which showed th a t the provider's philosophy of care  can 

be a key de term inan t in influencing type of service u tilized  and in 

c rea tin g  a dem and for services o ffered . Thus, because the physician 

plays a c ritic a l role in prom oting the serv ice , his or her co llaborative 

involvem ent in the m arketing plan would seem essen tia l to  insuring 

program  success. When analyzing respondents' high degree of 

sa tisfac tion  with the service experience; and the ir willingness to  use it 

again, it appears sign ificant to  look a t  the reasons given. Positive 

experiences w ere associa ted  with help received  during and a f te r  

hosp ita lization , and a t  tim es when the illness w orsened. I t was also 

associa ted  with p a tien t outcom es such as increased self es teem , 

decreased  fea r and anxiety ; or with the process itse lf , i.e ., beneficial 

c o n ta c t with a caring  and helpful person.
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Only 6% of the p a tien ts  reported  a negative service experience. 

R eluctance to  use the service again was a ttr ib u te d  to a  lack of need, a 

negative prior experience, or the geographic inaccessib ility  of the 

program .

Based on these results, one can hypothesize th a t the c r it ic a l en try  

points for social work in tervention  may occur around hospita lization  or 

exacerbation  of illness. This is com patible with w hat we know about the 

psychological consequences of illness, i.e ., its  dysfunctional e f fe c ts  on 

self esteem  and coping m echanism s and the fa c t th a t people are  more 

am enable to  help during periods of cris is. In keeping with this fram e of 

re ference , tim e of diagnosis would co n stitu te  ano ther c r it ic a l en try  point 

fo r in tervention .

With resp ect to  the tre a tm e n t process itse lf , the em pathy of the 

provider was seen as having a positive e f fe c t  on p a tien t response. It is 

possible, the re fo re , th a t  both the tim ing of in tervention  and the em pathy 

of the provider are  fac to rs  which may influence p a tien ts ' reactions to  

and u tilization  of social work services.

In looking for additional ind icators of sa tisfac tion , pa tien ts  were 

asked if they would recom m end the serv ice . P roduct recom m endation is 

not only an indication of consum er sa tisfac tio n  bu t is also an im portan t 

mechanism for generating  new business.

The study group's unanimous consent to recom m end the service to 

o ther MG p a tien ts  in fers th a t all the respondents in the sample found it  

useful on some level. When asked about the reasons for 

recom m endation, they made reference to  the fa c t th a t  i t  helped th e ir 

ad justm ent to  illness by providing em otional support and educational
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inform ation , and enabled fam ilies to  b e t te r  cope with the tasks, feelings 

and problem s th a t arose as a resu lt of the illness.

Thus, for th is  population of service users, the  availab ility  of a  social 

w orker in a  p rivate  m edical se ttin g  is viewed as a  positive com ponent of 

the ca re  process th a t has inheren t benefits  fo r the individual and his or 

her fam ily. This te lls  us th a t, based on the opinions of a  group of 

p a tien ts  who have used the  product, i t  does have u tility  and appeal for 

the m arke t i t  seeks to  serve.

Summary of Study Findings 

It is believed, th a t the findings p resen ted  here have im portan t 

im plications for m arketing  p rivate  social work health  care  m odels in general, 

and d isease-specific  m odels, m ost particu la rly . To briefly sum m arize key 

points, the  study has identified :

1. A po ten tia l m arke t fo r the MG serv ice  m odel -which 

may be an indication th a t,  on a  broader level, the 

p rivate  health  care  sec to r rep resen ts  a sign ifican t 

and untapped m ark e t for social work program 

developm ent.

2. A dem and for social work serv ice , as i t  is 

trad itionally  p rac ticed  in health  ca re  institu tions, by 

a new private  m edical p a tie n t m arke t -  which would 

imply th a t social work, as a m arketab le  product, has 
appeal and u tility  fo r all socioeconom ic groups.

3. The im portance of physician involvem ent in insuring 

a successful m arketing  cam paign because of th e ir 
p ivotal role with p a tien ts  in prom oting and 

sanctioning social work serv ice u tiliza tion .



The concep t o f social work serv ice health  care  

program "packages"; th e ir im plications for 
u tiliza tion  by lim ited  m arke ts  th a t are  a t tra c te d  on 

the basis of product specific ity  (specialization).

The fa c t th a t consum ers do seem to  evaluate  

program  fea tu res  as w ell as serv ices when 

considering a source of care  -  such da ta  has 

im plications for a ll social c lasses and has no t been 

adequately  addressed by social program planners.

The fa c t th a t p rivate  p a tien ts  seem to  be re la tively  

unfam iliar w ith the  social work role in m edical 

p rac tice  se ttings and, th e re fo re , may co n stitu te  an 

in te res ted  bu t uninform ed group o f p o ten tia l 

p roduct users.

The need for product prom otion s tra te g ie s  th a t will 

ed uca te  health  care  consum ers about p rivate  social 

work serv ices and when and how they can be best 

u tilized .

P roduct m odifications in the form of a lte rn a te  

service approaches for genera ting  program  revenues 

-  the in te n t being to  broaden estab lished  roles based 

on specific  ta rg e t population needs; thereby  enhance 

m arke t response.

Which types of consum ers are  likely to  be 

m o s t/le a s t in te res ted  in using serv ice , e .g ., service 

may be useful for p a tien ts  in m edical or personal 

cris is, bu t not for those who have adap ted  over tim e 

or are  in rem ission.



10. What fac to rs  a re  possibly associated  with a positive 

service experience, e .g ., help received  during 
hosp ita lizations and a t  tim es of m edical crises , and 
w hat a re  some of the  benefits  derived, e .g ., 

increased  self esteem  and decreased  fea r.

All of the above co n stitu te  a reas  for fu tu re  study and exploration
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Study L im itations

Although th is study did, for the m ost p a rt, sa tifac to rily  m ee t its  

intended goals and ob jectives, th e re  w ere a  num ber of inheren t lim ita tions. 

To begin w ith, the  sam ple rep resen ta tion  was d isto rted  because i t  consisted 

o f only one year's tr ia l  period involving the p rac tice  o f a single physician. I t 

is no t, th e re fo re , rep resen ta tiv e  of the whole population. Also because of the  

lim ited  sample size, the num bers w ere no t su ffic ien t for making quantifiab le 

pro jections to  the to ta l universe.

A nother problem concerning the study sample perta ined  to  the lim ited  

num ber of service users. While the penetra tion  ra te  of users in rela tion  to  

th e  to ta l population looked high (N=18), i t  actually  rep resen ted  a  tim e span of 

ten  years. There was no way to  determ ine , th e re fo re , if social work was 

properly or under u tilized . In addition, we could no t com pare user and non 

user service needs and p references  because the  num bers did not lend 

them selves to  s ta t is t ic a l analysis. F u rth e r exploration of these issues with 

la rg e r population sam ples is w arran ted , if we are  to  understand w hat leads to 

e ffe c tiv e  social program  m arketing.

There also proved to  be problem s with the questionnaire design;

particu larly  those questions perta in ing  to  head  of household. For exam ple,
I

working wives had trouble with this group of questions because they saw 

them selves as co-heads of household. Husbands also acknow ledged th e ir 

w ives' financial contributions. I t appears from these responses th a t the 

Women's M ovement has strongly im pacted  on this issue and th a t this standard  

type of m arketing  question needs to  be re -evalua ted  in ligh t o f rece n t social 

trends. As a resu lt of unan tic ipa ted  respondent reac tio n , head o f household 

questions w ere elim inated  from  th e  final resu lts  and we w ere unable to
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determ ine the num ber of income producing m em bers in a  p a tien t fam ily. 

Sim ilarly, the question re la ted  to  number of persons living in household 

proved to  be ambiguously worded and was u ltim ate ly  discarded.

Finally, although we did a tte m p t to  segm ent the m arke t according to  

sociodem ographic variab les, no s ta tis tic a l d ifferences could be estab lished  

with regard to  service p references among the sub-groups of the population. 

When the m ean scores for the groups w ere com pared, the num bers proved to  

be too small to determ ine any significant d ifferences. We w ere unable, 

th e re fo re , to prove a  c e n tra l hypothesis of the study which was th a t disease- 

specific private p a tien ts  who com prise a d iscre te  m arket, as defined by a 

common illness and tre a tm e n t se ttin g , would respond d ifferen ta illy  to  a 

social work service program . Although we did ascerta in  the needs, 

p references and perceptions of the study group as a whole, we do no t know 

w hether the various segm ents of the m arke t d iffered  in the ir a ttitu d e s  or 

w hat the ir specific serv ice p rio rities  and requirem ents w ere. Such analysis 

would co n stitu te  ano ther im portan t phase of fu rth er study.

Conclusion

This p resen ta tion  exam ined the  im pact of chronic illness on middle 

class health  consum ers; the ir growing need for social health  support serv ices. 

It addressed social work service 's engagem ent of a middle class population 

with chronic illness and assessed cu rren tly  operative institu tionally  based 

service delivery m odels, from a consum er o rien ted  m arketing  perspective.

It was the purpose of this study to  con tribu te  to  a rela tively  new a rea  

of social work p rac tice  in health  care  by identifying and describing a range of 

p rivate  social work service models operating  under in stitu tional auspices, and
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by developing an approach, based on m arketing principles, for designing and 

prom oting such m odels.

The study was d istinc t in th a t it applied principles of m arketing  and 

consum er u tiliza tion  theories to  the task of assessing social work program 

design and delivery; u tiliz ing  the concepts of product, p rice, place and 

prom otion. It rep resen ted  an in itia l a t te m p t to  classify  various types of 

p rac tice  arrangem ents found in institu tionally  based private social work 

m odels, and exam ine in-depth , a single operative m odel th a t evolved in a 

highly specialized  private m edical p rac tice  se ttin g  serving middle class, 

chronically  ill p a tien ts .

The approach em ployed in th is study res ts  on the underlying belief th a t 

program appeal and u tiliza tion  can be enhanced by using consum er judgm ents 

as an in trinsic  p a rt of the planning and evaluation process. I t  assum es th a t 

consum ers will u tilize  professional serv ice if it  sa tisfies  the ir in te re s ts  and 

conform s to  th e ir norm s and expec ta tions.

It is believed th a t the proposed s tra teg ies  can be applied to  range of 

service m odels and ta rg e t populations where th e re  is a definable m arke t with 

m ultiple service needs. As such, it  has im portan t im plications for expanding 

program e ffo rts , engaging new c lien t m arkets, and com peting e ffec tiv e ly  

with o ther m en tal health  professionals in the open m arketp lace . This is 

particu larly  re levan t a t  a tim e when the profession m ust seek ou t new 

m arke ts  for its  serv ices and is experiencing an expansion of th ird  party  

insurance coverage which can resu lt in new resource p o ten tia l fo r program 

support.

In conclusion, i t  is believed th a t  this p resen ta tion  will con tribu te  to  our 

knowledge about how consum ers se lec t a serv ice; w hat they need and w ant
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from a p rivate  social work hea lth  ca re  program . A t a broader level, it  

com bines service provision concep ts and m arketing  s tra te g ie s  to  c re a te  

program s th a t a re  responsive to  p a tie n t needs, cap tu re  the ir in te re s t, and 

m otivate  p artic ipa tion . Such an approach serves as a fram ew ork for planning 

new program  co n ten t and d irec tion  and evaluating  the e ffec tiv en ess  of 

estab lished  program tria ls .

In line w ith the  foregoing, one hopes th a t this research  will stim ulate  

fu rth e r exploration in to  a new and prom ising a re a  for social work in health  

ca re  and serve as a f irs t step  in a  sequence of research  ac tiv itie s  to 

determ ine how com m ercial m arketing  theory can be suitably adapted  for 

social work program developm ent.
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STAFF QUESTIONNIARE 
Survey of P riv a te , F ee-fo r-S erv ice  Social Work Models 

Mount Sinai M edical C en ter 
F all 1984

I. HISTORICAL DEVELOPMENT AND BACKGROUND 

A. How the Model Began

1. Who orig inated  the concep t

2. What m otivated  the idea

3. How was it im plem ented

4. What supports w ere needed to  make it  possible

a . A dm inistrative

b. F inancial

5. Who was served in itially  ( ta rg e t population)

II. CURRENT MODEL: DESIGN AND OPERATIONAL ISSUES

A. F inancial

1. How is i t  financed

2. Fee System

a. How was fee system  estab lished

b. Who does billing and how (bookkeeping system )
c. Fee range (fixed or sliding scale)

1) Screening m echanism s

2) F lexibility

3) A verage fee charged

d. C ollection policies

e. Fee arrangem ents betw een w orker and institu tion  

1) Who does the p a tie n t "pay" (name on check)

f. Am ount of income genera ted  from p riva te , paying p a tien ts

1) Self pay and/or 3rd party  p rivate  insurance
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B. A dm inistrative

1. Who is responsible for program  operations

a. Policy

b. Im plem entation

2. What adm in istrative supports a re  given

3. A ccountability

a . To whom is i t  accountable

b. What are the  accountab ility  reporting  m echanism s

c . Who keeps p a tien t records

1) F inancial

2) Case co n tac ts

C. Location

1. Where is the program  loca ted

2. Where is service rendered

D. P a tie n t Population

1. How do p a tien ts  com e in to  the system  

a. R e fe rra l sources

2. Types of p a tien ts  seen 

a. N eeds/problem s

E. Com ponents of,Service

1. Monthly case volume

a. Number of re fe rra ls

b. A verage num ber of co n tac ts

c . Size of ac tiv e  caseload

2. Type and range of service o ffered

a . Long te rm , short te rm , crisis  in terven tion

3. P e rc e n t of w orker tim e spent in the program

4. Full o r p a rt tim e position

5. Specialized or generic social work serv ice
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F . P rom otional S tra teg ies

1. With whom it is prom oted

2. What prom otional a c tiv itie s  a re  planned
3. How do p a tien ts  and providers hear about the program

G. A ssessm ent of the  Program

1. S trengths/W eaknesses

a. What m akes the m odel work
b. What a re  the problem s with it

c . Suggestions
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MYASTHENIA GRAVIS PATIENT QUESTIONNAIRE

This q u es tio n n a ire  p e r ta in s  to  the  M yasthen ia  G rav is  S oc ia l Work S erv ice  

P ro g ram . The in te n t  o f  th e  study  is to  b e t te r  u n d e rs ta n d  p a tie n ts ' n eed s  and  

a t t i tu d e s  to w ard  th is  type o f se rv ic e . The q u es tio n n a ire  w ill ta k e  only 15 

m in u te s  to  fill o u t. Y our nam e w ill in no way be c o n n e c te d  w ith  it.

P lea se  re tu rn  i t  in th e  en c lo sed  se lf -a d d re sse d  enve lope  no la te r  th an  May 15.



APPENDIX B

mr
MYASTHENIA GRAVIS QUESTIONNAIRE

Page 132

PACE 1

A. Som etim es, illnesses like M yasthenia G ravis can  cause  problem s fo r p a tie n ts  
and th e ir  fam ilies. The serv ices lis ted  below a re  based  on a  range of 
problem s which p a tie n ts  an d /o r fam ily m em bers m ay occasionally  ex p erien ce .
V e would ap p rec ia te  your ra tin g  these item s accord ing  to  how im p o rtan t they 
a re  to  you.

PROCEDURE!

Please ra te  each  o f th e  item s lis ted  below from  1 -  5 by c irc lin g  the  num ber 
which is app licab le .

1 = Very im p o rtan t

2 = Som ew hat Im portan t

3 = Som ew hat U nim portan t

4 = Very U nim portan t

5 = No Opinion F or c le r ic a l use
Do no t com ple te

1. In form ation  ab o u t m edically  recom m ended a ids (appliances, equ ipm en t, e tc .) .

1 2 3 4 5

2. In form ation  on b en efits  and e n title m e n ts  (financia l planning, m edical 
coverage , social secu rity , e tc .) .

I 2 3 4 3

3. A ssistance in obtain ing hom e and h ea lth  supports (nursing serv ices, 
hom em akers, b ab y sitte rs , e tc .) .

1 2 3 5

4. Help in planning housing m odifica tions (special bathroom  fac ilitie s , 
inc lina to rs, e tc .) .

1 2  3 4 5

5. A ssistance w ith obtain ing on-going m edical tre a tm e n t (plasm apheresis, 
d oc to r's  o ffice  v is its , e tc .) .

1 2 3 4 3

6. Providing le t te r s  and rep o rts  for agencies, insurance com panies, e tc .

1 2 3 4 5

7. Providing guidance for educa tio n a l, vocational or re c re a tio n a l problem s.

1 2 3 4 5

8. Inform ation abou t com m unity organ iza tions, agencies and serv ices for 
M yasthenic p a tien ts .

1 2 3 4 3

i*r

I s T

~ l6 T

~TFT

(8)

“ 75T
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7 T 7 T
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PACE 2

9. H elping w ith the m anagem en t o f the  illness (in fo rm ation  on m ea l p rep ara tio n , 
e tc .l

1 2  3 ^ 5

10. Help in coping w ith  m ed ical o r serv ice  re la te d  problem s.

1 2  3 4 5

11. H elp w ith dealing w ith reac tio n s  to  the illness, m ed ica l p rocedures, 
tre a tm e n t, prognosis.

1 2  3 4 5

12. H elp w ith m ood changes such as feelings o f low se lf-e s te e m , ir r ita b ility , e tc .

1 2 3 4 5

13. Help w ith problem s in sexual functioning.
1 2 3 4 5

14. H elp w ith socia l o r in te rp erso n a l problem s resu lting  from  the  illness.

1 2  3 4 5

15. Help w ith work re la te d  problem s resu lting  from  the illness.

1 2 3 4 5

16. Providing tre a tm e n t fo r em otiona l problem s re la te d  to  an x ie ty , s tre ss , 
depression , alcoholism , drug abuse , e tc .

1 . 2  3 4 5

17. Providing help  w ith fam ily problem s (m arita l, p a ren t/ch ild , school problem s, 
child  c a re  a rran g em en ts , e tc .) .

1 2 3 4 5

18. Helping fam ily m em bers cope w ith the im pact of the illness.

1 2 3 4 5

19. P lease suggest any add itional serv ices which you fee l could be of b e n e fit to  
M yasthenia G ravis p a tie n ts  and th e ir  fam ilies.

~rnr

i n r

T u T

w
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MYASTHENIA GRAVIS QUESTIONNAIRE_______________________ PACE 3
B. If you were to  consider seeking professional help for any of the problems 

mentioned above, how im portant would the following factors be in selecting a 
source of care?
PROCEDURE:

Please ra te  each of the item s listed below from I - 5 by circling the number 
which is applicable.

1 = Very Im portant
2 = Somewhat Important
3 = Somewhat Unimportant
4 = Very Unimportant
5 = No Opinion

1. Availability of prom pt and immediate service 1 2 3 4 5
(23)

2. Evening office hours 1 2 3 4 5
(24)

3. 24 hour phone coverage 1 2 3 4 ' 5
1 2 5 T

4. Home visits I 2 3 4 5
(26)

5. On-going service with the same provider 1 2 3 4 5
(27)

6. Cost of service 1 2 3 4 5
(28)

7. Flexible paym ent schedules I 2 3 4 5
(29)

8. Credit card acceptance 1 2 3 4 5
(30)

9 . Availability of insurance coverage for fees 1 2 3 4 5
(31)

10. Convenient location 1 2 3 4 5
(32)

11. P leasant atm osphere 1 
(quiet, a ttrac tiv e , clean)

2 3 4 5
7 3 3 T

12. Licensed and certified  professional provider 1 2 3 4 5
734)

(35)
13. Physician's recommendation I 2 3 4 5

14. Provider is affilia ted  with same medical I 
cen ter as your physician

2 3 4 5
(36)

15. Privacy and confidentiality I 2 3 4 5
(37)

16. What additional fac to rs would you consider to be im portant'’

(38)
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Tu5T
MYASTHENIA GRAVIS QUESTIONNAIRE_______________________  PAGE 4

C . For the  past e leven years, the M yasthenia Gravis social worker has helped 
patien ts  w ith the types of problem s we have described.

The next group of questions are  concerned with your aw areness of this 
service and po ten tia l in te re s t in using it.

1. Check the s ta tem en t th a t b est describes your fam iliarity  with the social 
service program .

( ) Know very well ( ) Heard of
( ) Know a fa ir am ount ( ) Never heard of
( ) Know just a l i ttle  bit

2. a . How likely is it  th a t you or a family m em ber will u tilize  this service?

( ) D efinitely  will ( ) Probably will not
( ) Probably will ( ) D efinitely  will not
( ) Might u tilize  it

b. Would you please explain your answer.

3. If we were to prepare an inform ational brochure on this service, do you 
think it  would be of value and in te rest to M yasthenia Gravis pa tien ts?

( ) Yes ( ) No ( ) Maybe •

4. Are you curren tly  using psychotherapeutic or counselling services?

( ) Yes ■ ( ) No

5. Have you ev er used psychotherapeutic  or counselling serv ices '1

( ) Yes ( ) No

D. The following group of questions will be used for s ta tis tic a l purposes only.
Please check the s ta tem en t that is applicable.

1. What is your age?

( ) 1 8 - 2 5  ( ) 46 - 55 ( ) 76 - 85
( ) 26 - 35 ( ) 56 - 65 ( ) Over 86
( ) 3 6 - 4 5  ( ) 6 6 - 7 5

2. What is your sex?

1 3 9 7

14o7

1 5 T T

1757

(44)

(45)

( ) Male ( ) Fem ale
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PACE 5

3. To which e th n ic  group do you belong0

t ( ) White
( ) Black
( ) A sian /Pacific  Islander
( ) A m erican/A laskan Native
( ) P uerto  Rican

ft. What is your m arita l s ta tu s?

( ) Mexican Am erican 
( ) Cuban 
( ) O ther Hispanic 
( ) O ther (specify)

( ) 
( ) 
( )

Single
M arried
Separated

( ) 
( )

Divorced
Widowed

5. Persons living in your household (check all th a t a re  applicable).

( ) 
( )

Spouse
R elatives

( ) Children 
( ) O ther (specify)

Number of children living a t  home?

( ) None ( ) One ( ) Two ( ) Three or more

What is your p resen t occupation?

( ) 
( ) 
( ) 
( ) 
( )

Hom em aker 
Physician /D entist 
Professional/T echnical 
Upper M gm t./A dm inistrator 
C raftsm an /T  radesm an

( ) C lerical/W hite co llar 
( ) Sales/Services/M iddle Mgmt. 
( ) R etired  
( ) S tudent

8. Length of tim e a t  p resen t occupation? ________________________

9. a. Are you the head of a household?

( ) Yes ( ) No

b. If you are  not, w hat is the occupation of the head of the household?

( ) Hom em aker
( ) Physician /D entist
( ) Professional/T echnical
( ) Upper M gm t./A dm inistrator
( ) C raftsm an/T radesm an

( ) C lerical/W hite collar 
( ) Sales/Services/M iddle Mgmt. 
( ) R etired  
( ) S tudent

10. Head of household's length of tim e a t  p resen t occupation0

11. What is the highest level of education you have com pleted?

( ) E lem entary  school
( ) Junior High school
( ) High school
( ) Trade/V ocational school

( ) 1 - 2  years of college 
( ) 3 - 4 years of college 
( ) More than ft years of 

college

157T

i f t i r

T w T

isoT

IT T

1 5 2 T

TT5T

T 5 ftT  

7 55T

756T
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Page 157

PACE 6

E. This last group of questions concerns only those patients who are currently 
using the services of the Myasthenia Gravis social worker, or have done so in 
the past.

1. How did you hear about the services? (check all tha t are applicable)

( ) Physician
( ) Hospital staff
{ ) Other Myasthenic patient
( ) Myasthenia Gravis Foundation
( ) Muscular Dystrophy Association (MDA)
( ) Friend or relative
( ) Other (specify) ____________________________ _________

2. What made you decide to utilize the social worker's services?

( ) Recommended by physician
( ) Recommended by friend or relative
( ) Recommended by hospital staff
( ) Self requested
( ) Can't remember
( ) Other (specify) ______________________________________

3. In your opinion, how do you rate the helpfulness of social work services 
provided?

( ) Very helpful ( ) Somewhat helpful ( ) Not a t all helpful

4. a. Would you use the service again?
( ) Yes ( ) No ( ) Maybe

b. Please explain your answer.

5. a. Would you recommend it to other patients'*
( ) Yes M  No ( ) Maybe

b. Please explain your answer.

Thank you for taking the tm e  to respond to this questionnaire. It will greatly 
enhance our abilitv to •■•nder quality service to Myasthenia Gravis patients.
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PAGE 7

F . ILLNESS RELA TED  VARIABLES 
(C h a r t  A n n o ta ted )

1. C lin ica l C la s s if ic a tio n  _________________

2. L en g th  of T im e Since D iagnosis _________________

APPENDIX B

T u 5 T

MYASTHENIA GRAVIS QUESTIONNAIRE
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D epartm en t o f Social Work Services 
The Mount Sinai Medical C en ter

DRAFT OF

GUIDELINES FOR CHARGING FEES TO CERTAIN PATIENTS. CLIENTS
AND THEIR FAMILIES

1. In troduction, Purpose and C onten t

These guidelines w ere developed in a  series of m eetings o f concerned 
s ta ff .*  They provide prelim inary direction for s ta ff  m em bers who now 
charge and who plan to  charge fees to some patien ts , c lien ts  and the ir 
fam ilies. They define:

which pa tien ts /fam ilies  should pay fees} 
w hat these fees  should be 

— how records should be kep t, and 
--  how fees should be co llected .

These prelim inary guidelines w ill be revised and gain g re a te r  specific ity  
as they are  used, as da ta  is co llec ted  and problem s/issues reexam ined.

2. E ligibility

This section defines who should be charged and those who should not be 
charged for social work serv ices on a fee-fo r-serv ice  basis.

A. Individuals requesting /receiv ing  "non-m andated1 services 
should be charged.

There are  several groups of individuals who seek social work 
services which are  not "m andated", as described below, and not 
reim bursed. These individuals a re  eligible to  receive these services 
when fees are  expected  as reim bursem ent for them . There a re  two 
main groups of such patien ts:

Group I -  This group consists of p a tien ts  and fam ily m em bers 
re fe rred  to  or seeking social work serv ices who have never 
been reg istered  in the Mount Sinai system  and who are  not 
presently  in -pa tien ts  or a ttend ing  any of the Ambulatory C are 
clinics.

Exam ples: — Those private p a tien ts  receiving m edical care  
from an a ttend ing /consu ltan t physician in his 
p rivate  o ffice  and re fe rred  by him for social 
work services; or the ir friends, fam ilies, 
re la tions, e tc . We used to call these 
"courtesy" services.

* Andrew W eissman, Ruth F izd a le , Anne C rane , Susan R ubenste in , Penny 
S chw artz , Jane S ilberm an, Lucille S ilverste in , Cindy Wagner and 
Ginny W alther
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- -  F riends and re la tiv es  of p a tien ts  previously 
known to  us, who them selves w ere no t known 
to  Mount Sinai M edical C en ter previously and 
who are  requesting social work services.

Group II -  This group consists of p a tien ts /fam ilies  who request 
additional social work serv ices a f te r  the ir m andated services 
have been com pleted .

Exam ples - -  P a tien ts  who w ere known to  us during 
hosp ita liza tion  and who e ith e r  continue on or 
re tu rn  for help with ano ther problem unrela ted  
to  the m edical c a re  originally received  a t  
Mount Sinai M edical C en ter.

D itto  form er am bulatory  care  pa tien ts .

The guiding principle here is th a t  the social work services rendered  
in conjunction with a m edical service a t  Mount Sinai are 
com pleted ; and th a t the individuals a re  seeking help with o ther and 
d iffe re n t problem s.

B. Individuals receiving "m andated1* serv ices should not be charged

Most social work serv ices provided to  both in -pa tien ts  and th e ir 
fam ilies as well as those a ttend ing  am bulatory  care  clin ics a re  part 
of the package of m edical care  provided and funded (partially) by 
various reim bursem ent m echanism s paid d irectly  to the H ospital, 
such as the per diem in -p a tien t ra te , o u t-p a tien t M edicaid, self-pay 
ra te s  and o thers. P a tien ts  receiving serv ices under these auspices 
should not be charged a sep ara te  social work fee -fo r-serv ice .

3. D eterm ining Eligibility

P rofessional judgm ents a re  involved in determ ining when our m andated 
services are  com pleted  and when tre a tm e n t is moving into a d iffe re n t 
phase, one d is tin c t from the  in itia l presenting  problem . Since this is the 
beginning phase of the program , and we w ant to develop consistency in 
the im plem entation  o f these guidelines, the determ ination  of w hether 
and when fees should be charged w ill be m ade by the social work s ta ff  
m em ber to ge ther with the p recep to r on a  case-by-case basis.

if. Fee Scale

A. Basic Fee - The basic fee which will be charged for individual 
sessions is $35.00, a sum estab lished  by the D epartm ent.

B. Sliding Scale -  When a p a tien t/fam ily  cannot affo rd  the full basic 
fee , a sum on a  scale from $10.00 to  $35.00 will be s e t by the 
social w orker, with c o n tra c t s ta tin g  how many in terv iew s each 
paym ent w ill cover.
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C. No F ee C harges -  No fee below $10.00 Should be charged. 
Where this sum is no t m anageable for the p a tien t/fam ily , a no- 
fee-charged  s ta tu s  will be estab lished  a t  the  discretion of the 
w orker and the  p recep to r.

D. Income V erification  -  Although th e  w orker will have general 
discussion of incom e w ith the p a tie n t when the full basic fee 
canno t be paid, no procedure will be used to  verify  income and 
expenses.

E. Mount Sinai Em ployees -  Mount Sinai em ployees who m e e t the 
guidelines for e lig ib ility  w ill be charged  a t  the ra te  of th e ir 
insurance reim bursem ent.

5. On-going C onsultation

R uth F izdale and Andrew Weissman will be available for consultation  to 
s ta ff  and precep to rs around any issue in fee-charg ing: e lig ib ility ,
establishing the fee , handling the  fee as a  tre a tm e n t dynam ic, e tc .

6. R eg istra tion  and R ecordkeeping

A. Individuals already known to  Mount Sinai M edical C en ter and 
the D epartm en t of Social Work Services

Those p a tien ts  who have been known previously to  and 
reg is te red  with Mount Sinai M edical C en ter and the 
D epartm en t, require no new unit num ber. Their cases should 
be reopened. R ecording procedures w ill follow the usual 
guidelines, as the p a tien t w ill have a m edical c h a r t and un it 
num ber.

B. Individuals never known to  Mount Sinai M edical C en ter

When the individual has never been known to  Mount Sinai
M edical C en te r, or, when the  fam ily m em ber of p a tien ts  
previously known to  Mount Sinai M edical C en ter becom e 
ac tiv e  with us, the  social w orker will reg is te r the case.

C. Case R eg istra tion  P rocedure

a) The social w orker will ca ll the S ta tis tic a l Unit for a unit 
num ber. Social Work has been assigned a series of un it 
num bers especially  for th is purpose.

b) This unit num ber should be used on the reg is tra tion  shee t.

c) Upon rece ip t of th is reg is tra tio n , the  s ta t is t ic a l  un it will 
re tu rn  a case fo lder to  the social w orker.
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d) The social w orker will use the regular guidelines for ch a rt 
recording in these cases and file these nota tions in the 
case record  folder. The fee estab lished  with the 
p a tien t/fam ily  should be p a rt of the record .

e) A t the case closing, the case record  folder will be sen t to
♦ the S ta tis tic a l Unit along with the closing form(s).

7. Fee C ollection

a) The fee will be co llec ted  by the social worker who will 
m ake out a  rece ip t in tr ip lica te  on rece ip t form s available 
from our receptionists.

b) The social w orker will give the original copy to  the 
p a tien t.

c) The social w orker will give one copy of the rece ip t, along 
with the fee co llec ted , to  the S ta tis tic a l C ontro ller, 
including this inform ation:

P a tien t's  name
U nit number
Fam ily m ember(s) name(s), if re levan t
A m ount of fee
Number of sessions covered by paym ent

d) The social w orker will re ta in  one copy fo r the case 
record .

3. Conclusions

Since we are carving ou t a  s tru c tu re , it will be useful to  keep care fu l 
data ; to share experiences and to  revise th is procedure as knowledge and 
principles becom e c lea re r.
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PHYSICIANS COVERING LETTER

D ate:

D ear :

Some years ago I estab lished  a social work service program  for my 
M yasthenia Gravis p a tien ts . Since the p ro jec t began in 197ft, many p a tien ts  
and th e ir fam ilies have consulted  with this social w orker and been helped 
with a broad range of social and em otional problem s o ften  accom panying this 
illness.

I am in te re s ted  in learning w hether this program  should be fu rth er developed, 
and if so, how i t  can  best m ee t the needs of p a tien ts  like yourself in the 
coming m onths and years.

You are  p a r t of a group of p a tien ts  who a re  being asked to  give th e ir opinions 
on this m a tte r . Your nam e was drawn random ly from a lis t of M yasthenic 
pa tien ts  in my p rac tice . W hether you have used this service in the past or 
not, your guidance w ill be of g rea t help.

L et me assure you of com plete confiden tia lity . The questionnaire has an 
iden tification  number fo r mailing purposes only. This is so th a t your nam e 
can be checked off from the  m ailing lis t when the  questionnaire is retu rned . 
In order to  p ro tec t your anonym ity, no nam e will ever be placed on the 
questionnaire.

P lease take  a few m om ents, if you will, to  com plete the questionnaire and 
re tu rn  it to  me in the enclosed self-addressed  envelope, as soon as possible.

You a re  under no constra in ts  to p artic ip a te  in this study, o f course. If you 
decide not to , it  w ill in no way a f fe c t our relationship .

1 look forw ard to  hearing your com m ents and thank you fo r your assistance .

Sincerely yours,



APPENDIX E Page 164

N otice Mailed to  P a tien ts  R egarding Q uestionniare E rror

Please note th a t on the Q uestionnaire I m ailed to  you da ted  April 29, there  
was a  typing e rro r  on Page 1 concerning the ra ting  scale. R ating  #4 should 
read: Very U nim portant instead  of Very Im portan t. The co rre c te d  scale is as 
follows:

1 = Very Im portan t

2 = Som ew hat Im portan t

3 = Som ew hat U nim portant

4 = Very U nim portant

5 = No Opinion

Once again 1 would ap p rec ia te  your com pleting  the questionnaire as i t  will 
allow us to  im prove our serv ices to  m yasthenic pa tien ts .

(Physician's Signature)
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TABLES
D escription of Sample Population 
(Q uestionnaire - P a rts  D and F)

Table I

AGE DISTRIBUTION ___________

(N = 99)

AGE RANGE NUMBER PERCENTAGE

18 -  25 4 4%

26 -  35 23 24%

36 - 45 16 16%

4 6 - 5 5 11 11%

56 - 65 20 20%

66 - 75 16 16%

75 -  85 9 9%

MDN = 4 6 - 5 5

Table II

SEX DISTRIBUTION

(N = 99)

SEX NUMBER PERCENTAGE

Male 42 42

Fem ale 57 58

Table III

ETHNIC DISTRIBUTION

(N = 100)

ETHNICITY NUMBER PERCENTAGE

White 93 93%

Black 4 4%

P uerto  R ican 3 3%
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Table IV

MARITAL STATUS DISTRIBUTION

(N = 100)

MARITAL STATUS NUMBER PERCENTAGE

Single 15 15%

M arried 67 67%

Divorced 10 10%

Widowed S 8%

Table V

CHILDREN LIVING AT HOME

(N = 95)

CHILD/NO CHILD NUMBER PERCENTAGE

None 56 59%

One 18 19%

Two 17 18%

Three or m ore 4 if%

Table VI

OCCUPATIONAL DISTRIBUTION

(N = 97)

OCCUPATION NUMBER PERCENTAGE

H om em aker 23 24%
Physician /D entist 23 24%

C raftsm an/T  radesm an 21 21%

R etired 25 26%
Stnrff»nt 5 5%
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Table VI!
_______________ EDUCATIONAL DISTRIBUTION________________

(N = 100)

EDUCATION NUMBER PERCENTAGE

E lem entary  School 4 4%

Junior High School 3 3%

High School 35 35%

T rade/V ocational School 4 4%

1 - 2  Y ears College 15 15%

3 - 4  Y ears College 16 16%

More than 4 Y ears College 23 23%

Table VIII

_______________ CLINICAL CLASSIFICATION DISTRIBUTION_________

(N = 100)

CLINICAL CLASSIFICATION NUMBER PERCENTAGE

Stage I 6 6%

Stage IA 18 18%

Stage IIA 43 43%

Stage IIB 15 15%

Stage IV 4 4%

Stage of Rem ission 14 14%

Table IX 

TIME SINCE DIAGNOSIS

(N = 100)

TIME SINCE DIAGNOSIS NUMBER PERCENTAGE

0 - 5  Y ears 33 33%

6 - 1 0  Y ears 16 16%

11 Y ears or More 51 51%
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SERVICE COMPONENT PREFERENCES 
Q uestionnaire (P art A)

Page 168

Table X

INFORMATON ABOUT MEDICAL AIDS

RATING

(N = 99) 

NUMBER PERCENTAGE

Im portan t 
U nim portant 

No Opinion

65

26

8

66%

26%

8%

Table XI

INFORMATION ON BENEFITS

(N = 100)

RATING NUMBER PERCENTAGE

Im portant 85 85%
U nim portant 12 12%
No Opinion 3 3%

Table XII

ASSISTANCE WITH HOMECARE

(N = 99)

RATING NUMBER PERCENTAGE

Im portan t

U nim portant

No Opinion

56

34

9

57%

34%

9%
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Table XIII

HELP WITH HOME MODIFICATIONS

RATING

(N = 100) 

NUMBER PERCENTAGE

Im portan t 

U nim portant 

No Opinion

37

kS

15

37%

kS%

15%

Table XIV

ASSISTANCE WITH MEDICAL TREATMENT

(N = 100)

RATING NUMBER PERCENTAGE

Im portant 73 73%

U nim portant 20 20%
No Opinion 7 7%

Table XV

PROVIDE LETTERS

(N = 99)

RATING NUMBER PERCENTAGE

Im portan t

U nim portant

No Opinion

7k

21

k

75%
2 1 %

k%
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Table XVI

GUIDANCE FOR EDUCATIONAL PROBLEMS

RATING

(N = 100) 

NUMBER PERCENTAGE

Im portan t 

U nim portant 

No Opinion

54
41

5

54%

41%

5%

Table XVII

INFORMATION ON COMMUNITY RESOURCES

(N = 100)

RATING NUMBER PERCENTAGE

Im portan t 81 81%

U nim portant 15 15%

No Opinion 4 4%

Table XVIII

HELP WITH MANAGEMENT OF ILLNESS

(N = 99)

RATING NUMBER PERCENTAGE

Im portan t

U nim portant

No Opinion

68

25

6

69%

25%

6%
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Table XIX

HELP WITH MEDICAL PROBLEMS

RATING

(N = 98) 

NUMBER PERCENTAGE

Im portan t 

U nim portant 

No Opinion

75

19

4

77%

19%

4%

Table XX

HELP WITH REACTIONS TO ILLNESS

(N = 99)

RATING NUMBER PERCENTAGE

Im portan t 83 84%
U nim portant 13 13%

No Opinion 3 3%

Table XXI

HELP WITH MOOD CHANGES

(N = 99)

RATING NUMBER PERCENTAGE

Im portan t 76 77%

U nim portant 19 19%

No Opinion 4 4%
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Table XXII

HELP WITH SEXUAL FUNCTIONING

RATING

(N = 97) 

NUMBER PERCENTAGE

Im portan t 

U nim portant 

No Opinion

if 9 

31 

17

50%

32%

18%

Table XXIII

HELP WITH SOCIAL/INTERPERSONAL PROBLEMS

RATING

(N = 98) 

NUMBER PERCENTAGE

Im portan t 55 56%
U nim portant 38 39%

No Opinion 5 5%

Table XXIV 

HELP WITH WORK RELATED PROBLEMS

(N = 99)

RATING NUMBER PERCENTAGE

Im portan t 60 61%
U nim portant 28 28%

No Opinion 11 11%
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Table XXV

TREATMENT FOR EMOTIONAL PROBLEMS

RATING

(N = 98) 

NUMBER PERCENTAGE

Im portan t 

U nim portant 

No Opinion

63

27

8

64%

27%

9%

Table XXVI

HELP WITH FAMILY PROBLEMS

(N = 98)

RATING NUMBER PERCENTAGE

Im portan t 48 49%

U nim portant 33 33%

No Opinion 17 18%

Table XXVII

HELPING FAMILY MEMBERS COPE

(N = 99)

RATING NUMBER PERCENTAGE

Im portan t

U nim portant

No Opinion

68

26

5

69%

26%
5%
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SERVICE FEATURE PREFERENCES 
Q uestionnaire (P a rt B)

Table XXVIII

1
ITEM IMPORTANT UNIMPORTANT NO OPINION

Prom pt Service . 93% 7% __ %

Evening Hours 69% 27% 4%

24 Hour C overage 79% 20% 1%

Home Visits 56% 40% 4%

Same Provider 84% 8% 8%

C ost of Service 84% 14% 2%

Flexible Pay Schedule 72% 26% 2%

C red it Card A cceptance 45% 42% 13%

Insurance 92% 5% 3%

Location 92% 7% 1%

A tm osphere 92% 7% 1%

C ertif ied  Provider 95% 3% 2%

M.D. Recom m ended 95% 5% -%

M edical C en ter A ffiliation 78% 18% 4%

C onfidentiality 91% 6% 3%
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PRODUCT FAMILARITY AND INTEREST 

Q uestionnaire (P a rt C)

Table XXIX

FAMILIARITY WITH SOCIAL WORK SERVICES

DEGREE OF FAMILIARITY

(N = 99)

PERCENTAGE

Highly F am iliar 17%

Som ew hat F am iliar 47%

No F am ilia rity 35%

No Answer 1%

Table XXX

INTENT TO UTILIZE

(N = 98)

UTILIZATION INTENT PERCENTAGE

Likely to  U tilize 

Unlikely to  U tilize

56%

44%
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Table XXXI 

REQUEST FOR BROCHURE

RESPONSE

Yes

No

Maybe

(N = 98)

PERCENTAGE

87%
2%

11%

Table XXXII

CURRENT EXPERIENCE WITH MENTAL HEALTH SERVICES

(N 99)

STATUS______________________  PERCENTAGE

Yes 7%

No 93%

Table XXXIII

PRIOR EXPERIENCE WITH MENTAL HEALTH SERVICES

(N = 97)

STATUS _______ PERCENTAGE

Yes

No

37%

63%
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SOCIAL SERVICE CONSUMERS -  MYASTHENIA GRAVIS PROGRAM

SUB-GROUP ANALYSIS 

Q uestionnaire (P a rt E)

Table XXXIV 

REFERRAL SOURCE 

(N = 18)

SOURCE  PERCENTAGE

Physician 83%

H ospital S taff 6%

M yasthenia Gravis Foundation 6%

O ther 5%

Table XXXV 

REASON FOR UTILIZING SERVICE 

(N = 18)

REASON  PERCENTAGE

Physician R ecom m endation 72%

F riend /R ela tive  R ecom m ended 11%

H ospital S ta ff Recom m ended 6%

O ther 11%
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Table XXXVI

HELPFULNESS OF SERVICE

(N = 16)

RATING PERCENTAGE

Very H elpful 63%

Som ew hat H elpful 31%

Not a t  All Helpful 6%

Table XXXVII

USE OF SERVICE IN FUTURE

(N = 17)

RESPONSE PERCENTAGE

Yes 59%

No 18%

Maybe 23%

Table XXXVIII

RECOMMENDING SERVICE TO OTHER PATIENTS

(N = 17)

RESPONSE PERCENTAGE

Yes

Maybe

No

88%

12%

-%
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