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Abstract

The purpose of this research was to gather insggarding physicians’
understanding and view of the medical speech-laggypathologist. Some questions
were compared to previous data presented in a guiwey by McCauslin, Florance and
Rabidoux in 1980. The sample population included &andomly selected family
medicine and internal medicine physicians withia state of Alabama. The physicians
were mailed a packet which included an informatedter, a cover letter, the survey and
a pre-stamped envelope for easy return. Physigians given thirty days to complete
and return the survey. While several results weesented in a descriptive manner, non-
parametric analysis was completed on the datausetg chi square analysis. The survey
included 145 respondents from both medical speéesaltAn encouraging response rate
illustrated that, overall, the results were positin the physicians understanding and view

of the medical speech-language pathologist.
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CHAPTER 1
INTRODUCTION

Throughout the history of medical speech-languadbgiogy there has been an
expansion in the scope of practice of the speaupyulage pathologist. As the scope has
grown to include persons with dysphagia, right tegrhere damage, or tracheostomy and
ventilator dependence, medical speech-languagelpaikts have interacted with an
increasing number of medical specialties upon whioey rely for patient referral. In
today’s economy, it is vital for a successful pi@ein speech-language pathology that
physicians recognize and refer those patients wénp lmenefit from services of speech-
language pathologists. A strong and positive gastmp between the physician and the
speech-language pathologist is needed for the @haysio begin and to continue to refer
his/her patients to speech-language pathologists.

The profession of speech-language pathology begarthe eleven members
who founded the American Academy of Speech Cowoedti 1925. In 1947, two
decades after the founding of their organizatibaytrenamed themselves the American
Speech and Hearing Association (ASHA). Since theimble beginnings as the
American Academy of Speech Correction, the group kikown as ASHA has expanded
to be a society composed of many thousands of Bgaeguage pathologists and
audiologists. (Uffen, 2005)

Today there are nearly 110,000 certified speecpdage pathologists in the

United States. Approximately 43,000 of those Gediwork in health care and social
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assistance. The total number is expected to gpavearly 121,000 by the year 2016

(http://www.bls.gov/ 2009). Specific to the state of Alabama, theeSBpeand Hearing

Association of Alabama (SHAA) was founded in 1958HAA was formed to unite those
interested in communication disorders within tteesof Alabama. According to the
2007 report from the Bureau of Labor Statistics) S@eech language pathologists were
employed in the state of Alabama.

The literature review will explore the history okedical speech-language
pathology and discuss previous studies which hasessed the opinion or perception of
speech-language pathologists. These studies lerediven in random samples of the
general public, educators and physicians.

This project updates and expands upon a surveyhwbas completed in 1980
(McClausin, Rabidoux and Florance) and will evadudite awareness and degree of
insight physicians have with regard to the scoperattice, education, and place of
employment of speech-language pathologists. Tédtseconcluded that while some
physicians were familiar with speech-language gdatiists’ scope of practice and patient
clientele, over half of the physicians were undartd the significance of speech-
language therapy and speech-language pathologiged’of education. They were also
generally unable to identify how to refer to a sfelanguage pathologist.

In order to promote a strong partnering betweersigigns and speech-language
pathologists, periodic reassessment of the strevfgtiat rapport is necessary. Following
reassessment, it will be useful for those resuoltsetaugmented with data as to why and
how any changes may have occurred. The resuttsso$tudy will permit an informal

discussion of those areas of speech-language pathislpublic relations which are



currently successful and those which need impromeme/hile the data gathered will
represent the opinions of physicians only in ontheffifty United States, the

implications of the survey findings will providesight as to the relative success and
failure of our partnering with these medical spksis. Furthermore, the findings will
point the way for future research perhaps acrosadar regions of the country, other

medical specialties, and other members of the linezié team.



CHAPTER 2
LITERATURE REVIEW

History of Medical Speech-Language Pathology

In the midst of the tragedy of wounded soldier8Marld War | and Il came
advancements in the practice of medicine and réteinn. Key rehabilitation
professions of physical therapy, physical medieiné rehabilitation, occupational
therapy, and speech-language pathology appeartodeveloped almost in parallel.
During World War | (1917-1918), physical therapistghen called reconstruction aides—
worked in medical centers such as hospitals ang azhrabilitation centers. Mostly
women, these reconstruction aides worked with &dracnd mostly in physical
education. This marked the beginning of physicatdapy. Physical therapists evolved
as a profession in part due to the polio epidemic

(http://www.vault.com/nr/newsmain.jsp?nr page=3&cdxa50&article id=27540923&

cat _id=33322009). Following the same timeline, occupatidhalapy records its origin
in World War | due to the burgeoning industrialinat the crippling that resulted from
the First World War and the rapid growth of popiaias located in the city and working
in the factories. In the early to mid 1930’s, Fc&trusen, M.D. began to research the
uses of physical medicine. He initiated a progadiphysical therapy at Temple
University and later moved to the Mayo Clinic in389 forming the Department of
Physical Medicine. In 1938, “Dr. Krusen proposke term physiatrist to identify the

physician specializing in physical medicine”

4



(http://www.aapmr.org/academy/historyb.ht2®09, p. 1). However, the formal name

‘physiatrist’ was not adopted by the American Madligssociation until 1946.
Meanwhile, “starting in 1936, Dr. Krusen and 13esthioneering physiatrists began a
decade of work to establish physical medicine a&mélbilitation as a specialty”

(http://www.aapmr.org/academy/historyb.ht2®09, p. 1,

http://www.usc.edu/schools/ihp/ot/what_is_ot/ot.htBD07).

To some degree parallel with physical therapy, patonal therapy and physical
medicine and rehabilitation, the Academy of Spe@alrection was established in 1925,
marking the beginning of the professional orgamirabf speech-language pathology.
The first great expansion occurred during World Wand in the years immediately
following the war. The nation then realized a né®dncreased rehabilitation as the
wounded soldiers returned from war. Literatureorépthat “this recognition led to the
institution of speech, language and hearing sesvitcenilitary hospitals during the war ,
and after, in veterans administration medical asihtéMinifie, 1994, p. 5). As those
individuals who staffed military programs returrtectivilian life following the war,
there was a movement toward the development ofasiservices in medical centers and
agencies within the community (Minifie, 1994).

Along with the expansion of medical speech-langyzagbology, the number of
medical specialties with whom speech-language pagigts interact has also grown.
The profession of speech-language pathology has defened by Ballew (1993) as an
organization of nationally certified individuals wihave been trained to provide speech
and language therapy to persons who have commigmdatpairments. Since Ballew’s

definition, the scope of practice of speech-languaathologists has greatly expanded in



recent years. According to Miller and Groher (1998uring the 1970s and 80s, the
clinical setting of speech-language pathologistgabeo evolve from what was once
almost exclusively a public school and an ambujatare population, to a practice in
acute and chronic care medical institutions” (p)180

As the scope of practice has expanded, the redphiiess of speech-language
pathologists have also changed to meet the grodengands. For example, the speech-
language pathologist should also provide servidashwwill improve a patient’s ability
to swallow effectively in every day circumstanckakiinski, 2003). As speech-language
pathologists become increasingly involved in thelite community, the demand for a
solid working relationship with physicians is dletmore vital. One clinician
summarizes the role of many medical speech-langpati®logists nicely,My day is
probably not at all what you might think. | rarelgidress ‘speech’ disorders anymore
because my focus is so predominantly on swallow\fgs, that’s right, swallowing.
Eighty percent to ninety percent of my caseloadlves swallowing disorders, otherwise
known as dysphagia” (Kosteva, Schaller, Brian, &trdyer, 2005). Medical speech-
language pathology can be defined more specifitallthe setting in which the speech-
language pathologist works, what types of servéicegperformed, and how those services
are performed. Places of practice may includeamity medical centers, acute care
hospitals, rehabilitation hospitals, outpatientici, skilled nursing facilities, home
health, hospice, and private practice. Areas pedise the medical speech-language
pathologist offers to both adults and childrenude assessment and treatment of
communication disorders caused by vascular, tragmatectious, neoplasms, and

neurologic impairments that produce speech, cogrfiinguage, and/or swallowing



problems. In response to the growth of speechtage pathologyht acute care
speech-language pathologist, not unlike most healéhprofessionals, must now be well
equipped to offer comprehensive diagnostics andtiomal treatment in a brief period of
time (Kosteva et al., 2005).

According to ASHA, in 2006 nearly 35% of speechgaage pathologists work in
health care settings. Medical speech-languageleagists have become more proficient
in and knowledgeable about medical equipment, sagaladiographic techniques used in
evaluations to better plan treatment for a pa{ipanhaur, David, Johnson, Meyer,
2009). An example of such radiographic technignelsides the modified barium
swallow study. Also, as speech-language pathdlogmsve become more frequent
participants in formerly exclusively medical procees such as endoscopy to assess
voice and swallowing, there has been more oppdstdioi interaction with physicians.
This further begs the question, “How are speechtlage pathologists being perceived?”
Survey Data

In 1980, a survey was given to seventeen famgtore residents in Columbus,
Ohio. The purpose of the study was to evaluate timelerstanding of aphasia and the
role of the speech-language pathologist in evalnaind treatment. The results showed
that while the residents had some idea of the tgpeatients speech-language
pathologists see, there were several key factatsabre unknown. Nearly half of the
residents reported they did not know the appropiabcess of referral. Also of
importance, while speech-language pathology’s teafrdegree is at the Master’s level,
the medical residents generally thought that thesked with either a high school

diploma or a bachelor’'s degree. These findingsithate that what speech-language



pathologists expect physicians to know may not batwhey actually know. It is
suggested that physicians who know about speegudaye pathologists through
experience or education are more likely to makeferral and/or tell their colleagues
about the work done by speech-language pathold@/t€auslin et al., 1980).

Five years later, a survey was given to teachexspds, and nurses regarding the
knowledge and opinions of speech therapy. For no&tiye professionals, speech-
language pathologists were seen as working ex@lyswith children, and not reported
to work with the adult population. Interestingllgpse in the medical field were shown to
have the least knowledge that speech-languagelpgisis are involved with patients
who have communication disorder after stroke.hkwway of education, it was generally
thought that speech language pathologists comalétgear honors degree course.
However, the most popular response to this questyaeachers was that speech
language pathologists complete a 3-year diplomadgreand Hassip, 1986).

With a similar focus on therapy, Moran and Pen@8{) surveyed
otolaryngologists regarding their opinions towavdge therapy for vocal nodules in
children. It was reported that while there wa®sifive opinion about the role of speech
pathologists in the use of voice therapy, ‘a sigeatinority of respondents did not
consider therapy an effective means of treat[mentfegard to vocal nodules” (Moran
and Pentz, 1987, p.172). While this study is disowg vocal nodules, the responses by
the otolaryngologists may suggest the lack of ¢ffeness some physicians may feel
towards speech-language therapy.

In 2000, a study was completed of “primary cardgssionals’ knowledge and

attitudes on speech dysfluency in pre-school chilti{Lees, Stark, Baird and Birse,



2000). The survey was conducted by way of a queséiire and yielded a response rate
of 76.2%. Of the respondents, two groups were éakiiealth visitors and general
practitioners. The British terimealth visitorrefers to registered nurses who have
undergone additional medical training so as to pardof a primary care medical team.
Health visitors reported referring an average af fchildren per year to a speech-
language pathologist due to their dysfluencies,red® general practitioners reported
referring a median of zero children per year. plaetitioners who had attended
postgraduate training in speech dysfluencies redah average referral rate of five
children per year. Of those who did not attendgrasluate school, the average referral
rate was 1.9. These findings show that those wbeived additional education on
speech dysfluencies reported a higher referra] safgporting the British Stammering
Association’s emphasis on postgraduate level tngiof non-speech, speech and
language therapy professionals (Lees et al., 2080@Wwever, not all surveys mailed to
physicians have yielded such a successful respatese A survey was created to assess
the primary care physicians’ knowledge, attituded practices pertaining to newborn
hearing screenings. The survey was mailed to 12pR¥sicians in 21 states and one
territory, Puerto Rico. The survey yielded a 16 E¥ponse rate, 1968 responses
(Moeller, White and Shisler, 2006).

Sanger, Hux and Griess (1995) surveyed educatord #ieir opinions of the role
and performance of school speech-language patistdogihe educators specifically
included the following occupations: regular andcsgleeducation teachers, elementary
school principals, and school psychologists. Turgesy was composed of 78 questions

addressing the respondent’s professional and eduneébackground. The questionnaire



continued with questions pertaining to the respatidenteraction with speech-language
pathologists, along with questions of opinion affdaiveness. The initial response rate
was 43%. The results generally reported a positpigion about services speech-
language pathology offers. However, the resute aliggested some uncertainty about
the speech-language pathologists’ role with padicstudent groups and the adequacy of
their training and education. Interestingly, thsults showed an inconsistency in the
types of students who should receive services ttanspeech-language pathologist.
Overall, even though there seemed to be a pogiBveeption of speech-language
pathologists, there seemed to be an uncertairttyeofole of speech-language
pathologists, along with the services they del(&anger, Hux and Griess, 1995).

A decade later, Shaughnessy and Sanger (2005¢draaurvey which was
mailed to 1036 kindergarten teachers in a singleestThe survey’'s purpose was to
assess the kindergarten teachers’ perspectiverthegaanguage and literacy
development, roles and responsibilities of speaaigtiage pathologists, and teacher-
derived interventions in the classroom.” The symmas composed of 36 questions,
including demographics and items which addressedetcher’s professional training
and job-related experience with speech-languadeofmgists. Shaghnesy and Sanger
(2005) found a 46.68% return rate, as 484 teadwrpleted and returned the survey.
Overall, the response towards speech-languagelpgis$is in this survey was positive
and overall views of the clinicians’ therapy asefive. The teacher’s responses
suggested that the teachers generally valueditiieigh’s contributions. However, a
particular respondent claimed that, “I don’t fdett| have a very good understanding of

what the [speech-language pathologist] actuallysdaiéh the students. The students
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leave to work with the [speech-language patholpgistl come back into the classroom”
(Shaughnessy et al., 2005, 75). Though this stuas/a@nducted with kindergarten
teachers, it further illustrates that although speanguage pathologists may assume
those individuals they work closest have a goodesgntation of what speech-language
pathologists do, they may still be unclear.

The American Speech and Hearing Association coedugisurvey in September
of 2004. They interviewed from a pool of 1,058 ltgllages 18 years or older, via the
telephone. Results show that nearly 70% of thétadesponded that they were familiar
with speech-language pathologists, while 25% ofatth@ts had not heard of the
profession. Generally, awareness of speech-lamgpaiinologists was relatively high;
however, the study shows that the number decreglsed questioned about the
understanding of what speech-language pathologgstslly do. Of those interviewed,
only 40% responded that they know what speech-kggpathologists do (S. Slater,
personal communication, March 13, 2009). So, wihigeprofessional name may be
recognized, it is likely that individuals do notderstand the scope of practice and the
role of the speech-language pathologists

In the field of Audiology, researchers assessedtiosviedge of, experience with,
and attitudes towards newborn hearing screenirggptdiatricians hold. The survey
was conducted in two manners, both through emdilbgrpaper-and-pencil survey. The
survey was given to 115 pediatricians and 21 resdpdna response rate of 18.6%. The
results showed that most of the pediatriciansristonded “had adequate knowledge
about, experience with, and generally positivewatts toward [early hearing detection

and intervention programs]” (Danhauer, David, Jomnend Meyer, 2009). The response
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rate to this survey was significantly lower thameocited in this section, however this
rate is probably at a level most frequently encered.

Studies have been conducted in the neighboring éiEhursing to evaluate
general practitioners’ knowledge of the role ofsaupractitioners. The study was sent to
108 general practitioners in the Northland DistHetalth Board, New Zealand. The
response rate was near 46%, revealing positiv@nsgs from the general practitioners.
The study also revealed that general practitioreggerted themselves to be
knowledgeable in the role of the nurse practiticaewell as having had some experience
in working with nurse practitioners. While the geal responses were positive, some
uncertainty was noted in the lack of knowledge altoe role of the nurse practitioner
(Mackay, 2003). This study received a positivepoese rate and showed interest from
the respondents.

Although few studies have been conducted spetiificegarding the physicians’
perception of speech-language pathology, studisswfar interests and in neighboring
fields presented here have shown a glimpse ofé¢hergl uncertainty of who speech-
language pathologists are and what they do. ltitezdhas also revealed the lack of
research completed in assessing the physiciansiledge and understanding of speech-
language pathology.

Survey Formatting

When conducting a survey, each survey should bgigina cover letter which
explains to the respondent the importance of theiticipation in the research. To stress
the importance of participation, literature pro\dharee viewpoints which encourage the

survey to be presented with a cover letter: thendiéic method, the egoistic approach,
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and the social utility approach. The scientifipagach suggests that results will not be
accurate unless each person completes and reharissitvey. The egoistic approach
encourages participation and suggests benefietoespondent if he/she participates.
The final approach which may be taken is the sagilty approach, stressing the value
and importance of the study (Mangione, 1995). Jidially, these approaches aim to
engage the respondent in participation. Thesepagws may be expressed separately or
collectively through the use of the cover lett€he letter provided by the Institutional
Review Board as well as the personal cover letiipvovide an explanation regarding
the necessity of the research and the importanaa aflequate sample.

When conducting a mail survey, there are threegprinciples that must be
addressed: the right of privacy, informed consantl confidentiality (Bradburn, Sudman
and Wansink, 2004). The respondent may be congé¢haé their identifying information
is being shared with the public, although “respartsién the vast majority of surveys are
not ‘at risk,” where risk is thought of as the pbggy that harm may come to [them] as a
consequence of answering questions” (Bradburn,e2084, 15-16).

Literature suggests that the person sending euuhvey, the interviewer, should
be sure to inform the survey respondents of themgpurpose of the survey (Bradburn
et. al, 2006). Furthermore, the respondents shueifdlly aware of why they are being
asked to complete the survey and how their responidebe used. These guidelines are
in agreement with the concept of informed consemplying that the respondents will
know exactly what they are filling out, why, andathwill be done with their responses.

A formal written consent is not usually obtainesl participation is voluntary. If the

13



respondent completes the survey, it is assumedhiéy consented to participate in the
survey (Bradburn et. al, 2004).

Research has shown that anonymous questionndiiel wontain no identifying
information, such as name or contact informatioifi, v more likely to yield honest
responses from those responding (Bradburn et0@4;2Mangione, 1995). Bradburn et
al. (2004) defines anonymous forms as “questioesdhat do not obtain names or other
critical identifiers, in order to assure respondssrifidentiality. For anonymous forms to
be effective, the respondent must believe the asses of anonymity” (p. 347).
Research has identified mail surveys as the secmsti anonymous possible (Bradburn
et al, 2004). According to Bradburn and colleag(2304, 352), “demographic
characteristics [include] the basic classificatianiables—sex, age, marital status, race,
ethnic origin, education, occupation, income, tielg and residence—that characterize
an individual.”

Literature states that, “most questionnaires cmmdisome questions that have
been used before and some new questions, althaaghtlee new questions may be
adapted from earlier ones” (Bradburn et al, 20023). Researchers have also
suggested that it is most helpful to borrow--withdit--questions that have been
successfully used. In asking a combination of neestions and previously-used
guestions, the surveyor may be able to comparepdaté@ously gathered with the data
gathered from the new survey (Bradburn et al., 2004

Survey questions should be divided into three ggofirstly, questions that ask
about behavior or facts; secondly, questions thlatlzose that ask about knowledge; and

finally, questions that ask about psychologicdestar attitudes (Bradburn et al., 2004).
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The principal reason for these specific categarfepuestions is to differentiate and
better understand how a variety of people rateapatation of different occupations.
Furthermore, the literature holds that it is impattto clearly delineate the difference
between the words “attitude” and “opinion”. Attitelis “more often used to refer to a
bundle of opinions that are more or less cohenedtagie about some complex object,”
while the word opinion “most often refers to viealsout a particular object such as a
person or policy” (Bradburn et al., 2004, p. 12Adequate distinction between these
words may result in better clarity of the survegtgective.

There are two main categories of questions whiak e used in a questionnaire.
The first type of question is open-ended and tlcerse is a closed-answer form of
guestion. Research has shown that “numerical iqunssare generally the most difficult
for respondents to answer” (Bradburn et al., 2@0£208). In addition, research has
shown that while open-ended questions may be easverite, when it comes to scoring
and analyzing, they are much more difficult dugdoying responses (Borque et al.,
2002).

In creating each specific question, there arerigtyaof manners in which to word
the questions and an equal variety of manners inhwtb ask for responses. However, in
telephone surveys and many electronic surveysnthst frequently questions asked are
yes~no questions. These yes~no questions prosgedfic answer which can be
translated into hard data estimates” (Bradburn.e2@04, p. 131). A possible reason for
why yes~no questions may be used so often is bedaissthe simplest form of a

guestion (Mangione, 1995).
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Checklists are often used when there is a lon@fithings within a group in
order to allow the responder to answer more ea3ihe checklist is a varied form of the
yes~no question. Most checklists used include arigx in which you check if the
answer is yes. The concerns which arise with distsks that there is no differentiation
between a “no’ response from an ‘accidentally pkigh response or a ‘don’t know’
response” (Mangione, 1995, p. 9). A suggestiorcivimmay be made in this situation is
to provide both a ‘yes’ and a ‘no’ box when usihg thecklist question type.

Another type of question is the multiple choicenfiat. According to Mangione
(1995), “the key to constructing a good multipl®icie question is that the categories you
offer should be mutually exclusive and should cdtierrange of alternatives that people
would experience” (p. 11). Itis also suggesteddte whether the multiple choice
guestion is either a single response questiondrexk all that apply’ format (Mangione,
1995; Borque et al., 2002). Each multiple-choroeltiple-answer question in this
survey will specify itself by including the phrasacle any of the following’ if multiple
answers are requested. Bradburn et al. (2004 )estgythat “multiple choice questions
are the most popular type of survey questions Isecthey are generally the easiest for a
respondent to answer and the easiest to analyz82@). They also note that multiple
choice questions which do not provide all possibfponses may cause confusion and
frustration to the respondent.

In surveys, the questions should be short, agefiguestions are more valid
guestions because they are more likely to be reagbletely and less likely to have
qualifying phrases and less susceptible to extasedluences on the respondents’

answers’ (Mangione, 1995, p. 17). Literature atkoms that brief questions are less
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inclined to biases produced by format or positigrfthe response alternatives.
Mangione (1995) suggests that “one of the waysghaple get into trouble,” is to create
guestions which are too long and “use extraneoudswar phrases that take up space but
do not add anything essential to the question1{). He also suggests that when
creating a survey, one should follow these conatdms: define key terms, beware of
expert jargon, beware of unclear referents of ppospavoid double negatives, and avoid
adverbial questions constructions (Montagne, 19%ally he adds that, in keeping the
guestions brief, they should be unidimensional asdfess one issue. One should
remember that “a good question leaves no ambiguittye mind of the respondent.

There should be only one correct or appropriatecehior the respondent to make”
(Bradburn et al., 2004, p. 327).

When creating the wording of the questions, madghadjectives and adverbs
should be excluded because they hold variable mgarind may be somewhat unclear.
Examples of words which should be omitted fromdhestionnaire include: usually,
often, sometimes, occasionally, seldom, rarely,ynarost, numerous, a minority of, a
substantial majority, a considerable number ofrgd proportion of, a significant
number of and several. Words suclaad or, if andnot may sometimes be problematic,
as they serve as red flags and may cause configitime respondent (Bradburn et al.,
2004).

In regard to the overall format of the survey, ¢inder in which the questions are
placed is important. The ease and ability forrdspondent to complete the
guestionnaire is largely determined by the formterefore, the questionnaire’s format

largely influences the quality of the data (Bradbat al., 2004). They explain that
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“because answers are asked sequentially, answguesbions trigger thought in
respondents’ minds that may spill over and influetiee answers to later questions. The
potential biasing effect of the positioning of qu@ss in a questionnaire has long been
recognized as a problem in survey and market relsegy. 145).

Furthermore, Bradburn and colleagues (2004) attiptegeneral questions are
consistently shown to be influenced by placemeunttte direction of the effect varies
from question to question and is not steady throughTherefore, there may be more
importance placed upon the direction of the eftket to the relation of the thoughts,
which are triggered by the specific questions amd the respondents interpret the
answers (Bradburn et al., 2004). Magnoine (1988jinues by saying that, “question
order effect refers to the finding that the answera particular question may depend on
its sequence in the questionnaire” (p. 32). Whekeearch has shown that order does
affect interviewer-based methodologies, researshals shown that this problem is not
as high when using mail survey because the respbhds the opportunity to preview
the questions before responding and is able togehanswers if so desired (Mangoine,
1995).

In discussing the word ordering effects, it mayriferred that there is
significance in the manner in which the answerhéoquestions are arranged as well.
Two tendencies may present themselves when angyguigstions, especially multiple-
choice questions. The first tendency is to piekig at either the beginning of a long list,
or the end. This is likely because people oftemaloread the entire list, and if they do
so, they most likely remember those items liststl Idhe obvious way to avoid this

problem is the make the list of choices shorteéhenathan longer. There is also a
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tendency for respondents to answer in the middllak for the average answer. This
may be avoided by increasing the range of choicés leave out the middle response
and leave categories which are close to both siflde middle answer so respondents
may easily identify which answer they desire toade(Mangoine, 1995). Bradburn et
al. (2004,) emphasizes that the “transition betwgpestions should be smooth.
Questions should also be grouped so that theyiraras (p. 328), making it easier for
the respondent to complete them.

Research has shown that when comparing the anfwergeneral questions
with the data of previous questions from other sysy it may be best to place the general
guestions at the beginning of the survey, to deerdikelinood of influenced responses.
For future research, “putting the general questfoasalso makes it easier for others to
compare their data to yours” (Bradburn et al., 2@04.47-148).

In general, the questions should be formatte®updint font, with instructions
distinguished with an alternate typeface. Thisrakite typeface may be bold type,
italicize or capitalization. Questions should disonumbered. Numbering questions can
help the respondent be aware if a question hasdie¢eped (Bradburn et al, 2004
Mangoine, 1995). Finally, follow-up debriefingsvieaindicated that some people find
satisfaction in seeing they have answered a cantairber of questions and are
progressing thought the questionnaire at a sat@facate” (Bradburn et al., 2004, p.
284-285). Furthermore, a question should nevepliebetween two pages, but should
be placed on a single page. This simple arrangewi#elp the respondent to respond
to each question appropriately, as the responddikely to believe a question has ended

at the end of the page. Answers should be inglesoolumn, reading down, and not
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horizontally across the page. Research has shmavithis is easier for interviewers,
respondents, and for data-processing personnedugggests that reading across may
cause confusion to the respondent as to wheretod¢heir answers (Bradburn et al.,
2004). They also suggest that even though lengtiecsurvey is important, more
important is the respondent’s perception of thellef difficulty. When aligning the
guestions in a single column, this provides thestjaenaire with more white space,
giving the appearance of less clutter and makisgein easier to complete (Mangoine,
1995).

Mangione (1995) shares many facts which are impbttaincreasing the
likelihood of a good response rate. A key facsgpostage. It is very important for the
interviewer to keep in mind that, “to get a gootlire rate you have to supply the
respondent with a return envelope, already addidessgou, and return postage”
(Mangoine, 1995, p. 64). When the return postagsaced on the return envelope,
subtle pressure is then placed on the respondeeinth the completed survey back, so the
stamp will not be wasted. Furthermore, the shaherquestionnaire and the easier it
appears to the respondent, the likelihood of respoate increases (Mangione, 1995;
Borque et al., 2002). Research also supports‘dibself-administered questionnaires
should be printed on paper of sufficient qualitgttthe print or writing on the reverse
side cannot be seen. Forms that are blemishadyiway or that are difficult to read
because the ink is too light should not be usedadBurn et al., 2004, p. 307).

The respondent should be made aware of the deadhigeuraging the timely

response and return of the survey (Mangoine, 198%pn completion of the survey, a
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‘thank you’ page should be attached to expressegfgiron to the respondent for taking
time to complete the questionnaire (Bradburn e28i04).

Literature argues that mailed questionnairestaertost common manner for
surveying physicians in areas of health servicesareh (Cummings, Savitz and Konrad,
2001). According to Burt and Woodwell (2005), age response rates of health surveys
from physicians range from 40-50%. Cummings ef2401; Glascoff, 2001) argues that
a response rate of 50% is very good for mailedtiprasaires. To broaden the range,
Lusk, Delclos, Burau, Drawhorn and Aday (2007) répesponse rates for health
professional varying from 16% to 91%. Responsesratay vary widely depending on
the purpose of the study, the way in which the syiig presented, the target population
and the respondent’s interest in the subject (laist., 2007). Lusk et al. conducted a
mail survey of 3,529 nurses, occupational therapisspiratory therapists and
physicians. While their overall response rate 84, the physicians yielded the lowest
of the participants. Reasons why a physician nmapse to not participate are simply a
lack of time, the perceived salience of the staahygl/or concerns about confidentiality
(VanGeest, Johnson and Welch, 2007).

Glascoff (2001) also suggests factors of the sutivalymay affect the response
rate. These items include: shorter questionnainelsmonetary incentives such as the use
of postage stamps on both the outgoing and thenretail (Glascoff, 2001, VanGeest et
al., 2007; Dillman, 2007). Elements such as “langjtthe questionnaire, wording of the
survey questions, the inclusion of leading questi@amd the ordering of the survey
guestions” have a heavy impact on the survey'slitgland results (Cummings et al.

2001). Burt and Woodwell (2005) suggest that irt pg the cooperation theory, if the

21



physicians knew the importance of the survey, theyld be more likely to participate in
the survey because there would be benefit for i@mselves and the survey.
Summary

These major references cited above were considieredghout the development
of the survey and the survey packet. The followdhgpter will discuss in depth the

manner in which the information gathered from iterdture has been applied.
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CHAPTER 3
METHODS

Subjects

The respondents from a list of 500 physicians skagethe subject population for
this thesis project. These physicians were rangeelected from the list obtained from
the Medical Association of the State of Alabamaibl website. All family practice
and general internal medicine physicians were nbththrough this agency. The
survey’s purpose was to describe how internistsfamily practice physicians within the
state of Alabama view their success in partneriith medical speech-language
pathologists, and their understanding of our sajg®actice and educational
background.
Survey and Crafting of the Questions

The survey packet, which was mailed to each phassjancluded: a cover letter,
the survey and a pre-addressed and pre-stampebbpaver easy return (Magnione,
1995; Glascoff, 2001; VanGeest et al., 2007). ddweer letter (Appendix A) was be used
to notify the respondent of the purpose of the syiand to inform him/her that results
will be used to help maintain or improve the prsfesal relationship between members
of their medical profession and speech-languadeopagists. Furthermore, the cover
letter also informed the client that the surveyaBintary and anonymous, there was no
identifying information provided to the interviewepon response. In accordance with

the literature and under the assumption that themef a completed survey implies
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consent, a formal written consent was not be raqdes this survey (Bradburn et al.,
2004). To ensure anonymity and privacy to theaadpnt, during the period in which
the envelopes were being addressed, names andselsingere not removed from the
Auburn University Speech and Hearing Clinic. Imnli&dn, the names and addresses
were shredded immediately following the initial k@it of the surveys.

Though identifying information was not used, denagdnic questions were
presented in this survey (Bradburn et al., 2004)his survey inquired about the
respondent’s general information such as gendeupation and years of practice. The
purpose of these questions was to better ideritifyere were statistical trends throughout
the responses. The demographic information wag taskelp the author gain a better
understanding of the respondent’s answers and gaihie information in regards to
their interaction with Speech-Language Pathologists

The survey being used in this study (Appendix B} waompilation of questions
that have been used previously in other studiesgalvith new questions (Bradburn,
2004). This survey was an updated and expandetbwenf a study completed nearly
three decades ago (McClausin et al., 1980). Thsogie questions from this survey
were borrowed from the previous study, the questiwsare updated to include the
expanded scope of practice (e.g., swallowing dmsid The questions in the study were
composed in a manner which sought to discover tlovledge that physicians have
about who speech-language pathologists are, thairesof practice and place of
employment, and the physician’s clinical experiengereferral rates to speech-language

pathologists.
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In making the survey as user-friendly and briepassible (Bradburn et. al,
2004), no numerical questions which ask the respoinid rank were used. Instead, the
guestionnaire was composed of closed-answer qusssach as yes~no, single answer
multiple choice and multiple-answer multiple-chogreestions. Many yes~no questions
were used to provide ease to the respondent whaplebting the survey. When
answering a multiple-choice question, the respond@s given a variety of choices and
asked to choose their answers accordingly, somstiig instructed to choose more
than one answer. However, this survey was creatadvay which presented the
respondent with as little dilemma as possible.c&iaccording to the provided literature,
checklists present an uncertainty of ‘no’ verswesdhcidentally skipped response, this
survey did not contain checklists (Mangione, 1995).

This questionnaire was designed to be brief andposed of short, easy-to-
answer questions. The language used in this sus\@gnple and the wording is concise
(Mangione, 1995; Glascoff, 2001; VanGeest, 200he questions provided in this
thesis omitted jargon pertaining specifically te field of speech-language pathology or
any other profession. Questions that lead to anityigvere removed from the survey
(Bradburn et al., 2004). This survey contained/@plestions which were easy for the
respondent to answer along with questions in wthehnterviewer is most interested. In
carefully wording the questions in this survey,uslhecessary, misleading, and or
confusing verbiage have been removed or changedj(Bcet al., 2002). The questions
do not contain modifiers whose meaning may be stibjeeach individual (Bradburn et

al., 2004).
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In the formation of the questions presented inshivey, careful thought was
given to the organization and formation. Each jaesvas an individual thought and
there should be no place where the potential lgesifect is present. In following with
Mangoine (1995), this survey was mailed and thparedent was given the opportunity
to preview the questions before completing the foEwmery precaution was taken to
remove the biasing effect and to reduce the triggesf certain answers due to word
ordering.

The questions in this survey were organized sotttginitial questions are
demographic in nature (Borque et al., 2002). Hspondent was presented with
guestions regarding their perception of speechdagg pathologists. To facilitate a high
response rate, the survey was composed of 20 questnd all necessary response
envelopes and postage was provided for the resptsxd€or formality, university
letterhead was used in addition to printing onlyaosingle side of the page. The
extensive review in how to formulate a survey waispleted to facilitate a larger-than-
average return rate from the physicians.

Analysis

The questions were divided into three categodemographics of the physician,
the physicians’ knowledge of the speech-languagfeopagists’ scope of practice, and the
relationship between the physician and the spesofdiage pathologist. Responses are
described in percentages. Tables have been uskEg$tabe ranges relative responses.
Demographic information was clustered into subgsaiopsee if there is a correlation or
if group differences are present, such as betwhgsigians practicing sixteen or more

years versus less than sixteen years.
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CHAPTER 4
RESULTS
The respondent’s information from the surveys wasred into Microsoft Office

Excel 2007. The spreadsheet of individual suresponses permitted comparisons in a
number of ways, such as the subgroup comparisonphggicians with over twenty-six
years of experience versus those with five or yesss of experience viewed speech-
language pathologists as valuable team memberstieinp care teams. Microsoft Excel
was used to calculate percentages of responsds anehte the graphic displays of the

data. The data listed below reflects the respogises.

1. What medical specialty do you practice?

a. a. Family Medicine (41.38%)
b. b. Internal Medicine (49.66%)
c. c. Other (08.28%)*

*The survey was mailed out to internal medicinegtians and family medicine physicians who
were randomly selected from a list from the Mediks$ociation of the State of Alabama.
Therefore, the physician’s who responded ‘otheg’lzglieved to consider themselves in a more
specialized practice, but fall under the medicalcggity of internal medicine.

2. Have you or someone in your immediate family reediservices from a Speech-Language

Pathologist?
a. Yes (29.86%)
b. No (70.14%)

3. How many years have you been practicing medicine?
a. 05 (05.52%)
b. 6-15 (22.76%)
c. 16-25 (37.24%)
d. 26+ (34.48%)

4. Are you affiliated with a hospital?
a. Yes, one hospital (65.28%)
b. Yes, more than one hospital  (31.94%)
c. No (02.78%)
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10.

11.

12.

Approximately how many beds does your primary hiadhiave?

a. 1-150 (35.86%)

b. 151-300 (29.66%)

c. 301-450 (20.69%)

d. 451+ (13.79%)

How many Speech-Language Pathologists does yomapyihospital employ?
a. 1-2 (37.50%)

b. 35 (05.56%)

c. Morethan5 (02.78%)

d. |don’t know (40.28%)

e. My hospital does not have a Speech-Language Paikbld 3.89%)

How often do you make referrals to a Speech-Langrghologist?

a. Daily (01.38%)
b. Weekly (20.69%)
c. Monthly (32.41%)
d. Rarely (40.00%)
e. Never (05.52%)

How often do you interact with a Speech-Languagédtagist?

a. Daily (00.69%)
b. Weekly (09.66%)
c. Monthly (25.52%)
d. Rarely (51.03%)
e. Never (13.10%)

What is the minimum educational degree requirgatéatice as a licensed Speech-Language
Pathologist in Alabama?

a. High School Diploma (00.00%)
b. Associate Degree (01.56%)
c. Bachelor’s Degree (42.19%)
d. Master's Degree (54.69%)
e. Doctorate Degree (01.56%)

Approximately how many Speech-Language Pathologigtsertified in the United States?
a. 25,000 (58.18%)

b. 100,000 (33.64%)

c. 300,000 (08.18%)

Circle any of the following locations in which a&gzh-Language Pathologist might be employed:
a. Private Practice (82.07%)

b. Assisted Living (77.93%)

c. Hospital (97.24%)

d. Skilled Nursing Facility (95.17%)

e. University Clinics (84.83%)

Circle the following patient conditions in whichwymnight refer to a Speech-Language
Pathologist?

a. Aphasia (86.90%)
b. dysphagia (swallowing disorders) (93.79%)
c. dementia (45.52%)
d. dysarthria (86.90%)
e. none of the above (00.69%)
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13.

14.

15.

16.

17.

18.

19.

20.

If communication deficits are present followingteoke or traumatic brain injury, when is the best
time to refer to a Speech-Language Pathologist?
a. Within the first 2 weeks (95.17%)

b. After 1 month (04.83%)
c. After 3 months (00.00%)
d. After 6 months (00.00%)

Circle any of the following patients which may raeeservices from a Speech-Language
Pathologist:

a. Persons with difficulty pronouncing their soundsreotly (98.62%)

b. Persons with autism (68.97%)
c. Persons who stutter (95.86%)
d. Persons wishing to change their dialectal accents (61.38%)

e. Persons with chronic hoarseness (66.21%)

Would you refer a patient who is unable to verbatiynmunicate to a Speech-Language
Pathologist?

a. Yes (87.23%)
b. No (12.77%)
Are Speech-Language Pathologists qualified to sstggen-oral feedings?
a. Yes (87.86%)
b. No (12.14%)

Are separate certifications required for Speechguaige Pathologists to work with children
versus adults?

a. Yes (49.57%)

b. No (50.41%)

Do you view the Speech-Language Pathologist asuabie team member in the care of the
patient?

a. Yes (97.93%)

b. No (02.07%)

If a continuing education activity was availableymur community about Speech-Language
Pathology services, would you or your staff bereséed in participating?

a. Yes (60.71%)

b. No (39.29%)

What is your gender?
a. Female (16.55%)
b. Male (83.45%)

Demographic Questions

Of the 500 randomly selected physicians, 145 cote@land returned the survey

within the allotted thirty day period, yielding 8% response rate. When grouped into

the corresponding medical specialties, 60 of tHfagily medicinephysicians

responded, a 32.79% response rate, while 156 @ltfienternal medicinphysicians

responded, a 26.50% response rate. In merelyrig@k the percentages, there were a
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higher percentage of family medicine physicians wdgponded when compared to
internal medicine physicians. However, it shouddtdiken into consideration that the
family medicine physician population was smallerthhat of the internal medicine, thus
creating an inequality in the two groups and cagismncern when comparing the two.
There will be more discussion of these two grougts independently and combined.
The data presented below the survey which was chaié along with the responses
provided in percentages for each correspondingtiquesnd answer.

Physicians were asked to respond according tohg&het not they have had
clinical experience with a speech-language pathsiiogn this case, clinical experience
refers to either the physician personally, or a iemof his/her family having received
therapy services from a speech-language patholo§istvey data shows that nearly a
third of the subjects, 29.86% answered yes, wtilé4% answered no to the question.
The majority, over two-thirds of the respondenpared no clinical experience with a
speech-language pathologist.

Survey question #3 asked, “How many years havebgam practicing
medicine?” Respondents were given 4 year groups Which to choose. Group 1,
years 0-5, included 5.52% or respondents, whileg®y years 6-15, included 22.76% of
respondents. These two groups will be discussema@group further in the chapter.
The eldest two groups are more similar in respon&¥sup 3, years 16-25, included
37.24% of respondents, while group 4, with 26 orengears of practicing, included
34.38% of respondents. Thus, the responses werglynfrom the physicians who have

been practicing medicine for 16 or more years.
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Physicians were asked in question #4, “Are yoiliakd with a hospital?”

Nearly 97% of respondents reported an affiliatiothwat least one hospital. Specifically,
65.28% reported affiliation with a single hospitahile 31.94% reported affiliation with
more than one. Only 2.78% of respondents reporvétbeing affiliated with any

hospital. In regard to the size of the hospitagrd®65% of respondents are practicing in a
hospital with 300 beds or less. Most respond@&86% reported the primary hospital
having 1-150 beds. Closely behind, 29.66% of redpats reported the primary hospital
having 151-300 beds. One-fifth, exactly 20.69%espondents claimed the hospital to
have 301-450 beds, while only 13.79% reported tivegry hospital to have 451 or more
beds.

Furthermore, physicians were asked to report hamwynspeech-language
pathologists the primary hospital employs. Ofrésgponses, 37.50% answered 1-2
speech-language pathologists, 5.56% responded8-3.28% reported that the primary
hospital employs more than 5 speech-language magistd. The majority of respondents
reported uncertainty in the number employed ané8E8.reported that the primary
hospital does not currently employ any speech-laggupathologists.

It is of interest to note the number of physiciare reported to be interested in
attending, or allowing their staff to attend, atboning education activity to increase
knowledge and understanding of speech-languagelpathservices. Of the
respondents, 60.71% reported to be interestedcim gwourse, while 39.29% reported no

such interest.
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Physicians were also asked to identify their gengen completion of the
survey. Of the respondents, 83.45% were male 6rib% were female. Both genders
responded positively to attending such a courstivity.

Questions Regarding the Relationship with the Spéemguage Pathologist

In assessing the physician’s relationship withdpeech-language pathologist,
respondents were asked to disclose how often bBbeeorefers a patient to a speech-
language pathologist. Nearly 55% of respondemsrteo refer their patients daily,
weekly or monthly. Approximately 45% of respondereport to refer their patients
rarely or never. This question was cross referemgddseveral other survey questions.

The following charts illustrate the responses mae comparative manner.
When broken down into medical specialties, of #raify medicine physicians who
responded, half reported that they that they raedflyr their patients to speech-language
pathologists. For the remainder of responding gharss, 26.67% refer their patients
monthly and 18.33% report to refer on a weekly ©iaihese results are depicted in
Figure 1. Figure 2 shows that of the internal roed physicians, who responded, most
reported to refer their patients to the speechtagg pathologist monthly, with the
referral rate being 36.9%. Following closely, 3/@internal medicine physicians

reported that they refer rarely and 21.43% arerteddo refer weekly.
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Figure 1 — Referral rates of family medicine phiais to speech-language pathologists.

Family medicine referral rates to SLPs

W Daily, 1.67%

m Weekly, 18.33%
= Monthly, 26.67%
M Rarely, 50.0%

m Never, 3.33%

Figure 2 — Referral rates of internal medicine jitigas to speech-language pathologists.

Internal medicine referral rates to
SLPs

H Daily, 1.19%

m Weekly,21.43%
= Monthly, 36.90%
H Rarely, 33.33%

m Never, 7.14%

Physicians were also asked to report if they oresmra in their family has
received services from a speech-language pathtddgisletermine if there is a possible
relationship between the response rate to speedud@e pathologists and clinical
experience with a speech-language pathologisth&@e who reported having a clinical

experience with a speech-language pathologist944 daimed to refer their patients
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rarely, while 48.84% refer patients on a monthlymare frequent basis. Of the
physicians who reported no previous services receirom a speech-language
pathologist, 38.61% refer their patients rarelyjlesb4.45% refer monthly or more
frequently (See Figure 3 for detailed data).

Figure 3 — Referral rates of physicians with anthaut clinical experience with a

speech-language pathologist.

Does clinical experience with an SLP have an effect on referral
rates?

50.00%

45.00%
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10.00% -
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0.00% -
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How often do you make referrals to a speech-language pathologist?

In looking at years of practice, physicians wereardy questioned about
interaction, but how often they refer their patgett a speech-language pathologist. And,
when asked about the referral frequency, physiciatis0-5 years in practice responded
with 62.50% rarely, and 37.50% for monthly, weekhd daily. Of the physicians with
16-25 years in practice, 48.48% reported that teéyr rarely, while 42.42% reported to
refer on a daily, weekly or monthly basis. TheZEyears group held higher referral rate
for weekly and monthly at 57.41%. Similarly, thaggéh over 26 years in practice
responded that 62.00% refer their patient’s toeesp-language pathologist on a weekly

or monthly basis (As seen in Figure 4).
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Figure 4 — Referral rates of physicians basedeamsyof practice.
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How often do you make referrals to a speech-language pathologist?

W 0-5 Year
B 6-15Years
W 16-25 Years

W 26+vyears

Throughout these questions the 16-25 years ang/@érs followed a similar pattern and

were somewhat paralleled in responses. It is itapbto note the total number of

responses from each group when looking at the deddle 1 reflects the details of the

respondents based on years of practice. It is shbat the majority of the responses

were in the 16-25 years and 26+ years’ groups.

Table 1 — Summary of respondents based on yegmsctice

YearsPracticing Number of Per centage of Respondents
Medicine Respondents
0-5Years 8 5.52%
6-15 Years 33 22.76%
16-25 Years 54 37.24%
26+ Years 50 34.48%
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Physicians were also asked to provide their gerseas to see if there is a
notable difference in the referral of patients &paech-language pathologist between the
male and the female physician. Of the responderttse survey, 24 (16.55%) were
female and 121 (83.45%) were male. The resultstamen below in Figure 5 depicting
the referral rates based on the physician’s gen@&the females, 41.66% report to refer
their patients on a weekly or monthly basis, wb33% tend to refer either rarely or
never. Male physicians report a higher referred,revith 57.02% daily, weekly or
monthly and 42.98% referring rarely or never. didi@ssing referral rates based on
gender, please note that there was higher respatesan males than there were females.

Figure 5 — Referral rates based on gender.
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Along the lines of referral, is the topic of intetian. The respondent was asked
to report how often he or she interacts with a spdanguage pathologist. Of the
respondents, approximately 64% of physicians ioteya a rarely or never basis, while
nearly 36% interact with speech-language patha®gis a daily, weekly or monthly

basis.
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The data gathered from the physician’s referragatas cross-referenced with
the data from the referral rates to see if therg beaa possible relationship. Figure 6
shows that of the family medicine physicians whepmnded, 60% reported to interact
with speech-language pathologists rarely, whil&3% reported a monthly interaction
and 15% reported that they never interact witheeesp-language pathologist. Of the
internal medicine physicians, 45.24% respondedth®t interact with a speech-language
pathologist rarely, 30.95% interact monthly and®0% never (Figure 7).

Figure 6 — Family medicine physician interactiothagpeech-language pathologists.
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Figure 7 — Internal medicine physician interactiath speech-language pathologists.
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Furthermore, results were analyzed to compare teghafinical experience with
speech-language pathologists to how often theyaotevith speech-language
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pathologists. As seen in Figure 8, of those wiported having some form of clinical
experience with a speech-language pathologist, lesléreported interacting with them
rarely, at a 51.16% response rate. The followegponses are very similar in
percentages; 18.60% reported to interact with $péserguage pathologist monthly,
while 16.28% interact weekly and 13.95% reportedewer interact with a speech-
language pathologist. However, results show & dfft interaction rate in physicians
who reported no previous clinical experience wiikexh and/or language therapy.
Similarly to the physicians who reported havingeieed such services, 51.49% reported
interacting with the speech-language pathologatsly, while 27.72% reported
interacting on a monthly basis.

Figure 8 — Comparison of physician interaction elical experience.
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In considering specific patient conditions whiclygicians might refer to a
speech-language pathologist, 93.79% of respondeptsted referring patients with
dysphagia to the speech-language pathologist. rbysaand aphasia were both reported
by 86.90% of physicians, while only 45.52% of resgents included dementia as a

possible patient condition which might be refenteé speech language pathologist. It
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should be noted that a small percentage, 00.69%texpthat none of the above
mentioned patient conditions should be referrea $peech-language pathologist.
When asked about how often physicians interact avgpeech-language
pathologist, the most prevalent answer was raréiythose physicians in practice for 0-5
years, approximately 80% report that they intevéttt a physician either rarely or never,
while on 60% of those who have been in practic® §dars interact rarely or never with
a speech-language pathologist. For those in ldeir years, 16-25 years of practice,
nearly 65% reported that they interact only ramiyever and of those who have been
practicing 26 or more years, 60% reported inteoactirarely or never as well. These
numbers seem to be averaging around the same larsamportant to note when
looking at the 0-5 years population, that thereenaarly 8 participants in this group and
therefore there should be no direct comparison é&etvihis group and the other
populations. Additionally, the group who reportbd most interaction with the speech-
language pathologist on a daily, weekly or montidgis was the 6-15 year group,
closely followed by the 26+ years group and thenl6-25 year group (See Figure 9).

Figure 9 — Comparison of physician interaction w#ars of practice.
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In further looking at the care of the patient, pbiss were asked if they would
refer a patient to a speech-language patholodiseipatient was unable to verbally
communicate. Of the respondents, 87.23% repoiigdht patient under such
circumstances should be referred, whereas 12.78%eaad that such a condition should
not be referred to a speech-language pathologiss question will be viewed in two
aspects. The first aspect is whether or not tlysipians reports clinical experience with
a speech-language pathologist (See Figure 10)seliwbo report having such experience
had a response rate of 88.37% affirming that theyldvrefer a patient who is unable to
verbally communicate. Similarly, but slightly deased, is the population who reported
no such clinical experience and had only 83.17%awese in favor of such referrals.
Figure 11 shows the data in relation to specificlice specialties and their response to
whether or not they would refer a patient who ialie to verbally communicate to a
speech-language pathologist. Of the family medighysicians, 88.33% answered ‘yes’
to the question and 82.14% of internal medicinespiigns answered ‘yes’.

Figure 10 - Physicians referrals of patients wheoiarable to verbally communicate

based on the physician’s clinical experience.
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Figure 11- Comparison of referral of patients whe rzon-verbal with the medical

specialties.
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Finally, in discussing the physician’s relationshiph the speech-language
pathologist, physicians were asked to report om thew of the speech-language
pathologist’s value and a team member in the chpatients. Physicians were
guestioned regarding their view of speech-langyegleologists as a valuable team
member in the care of their patients. The resudie broken into medical specialties.
The first section examined responses based ormygqgmans’ medical specialty. Of the
family medicine physicians who responded, 96.67p6rted viewing the speech-
language pathologist as a valuable team membelg &1#3% reported not viewing the
speech-language pathologists as a valuable teanbener®f the internal medicine
physicians who responded, the results were similién, 98.81% giving the speech-
language pathologist value and 1.19% denying tredure as a team member. Of the
physicians that responded, the percentages werparalyie in agreeing that speech-

language pathologists are a valuable team memberK§ure 12).
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Figure 12- The physician’s view of the speech-laggupathologist as a valuable team

member based on medical specialty.
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In addition to looking at the physician’s responlsased on medical specialty,
results were also described in terms of the spketiutage pathologist’'s value as a team
member based on the physicians’ history of person&milial speech-language
pathology services. Figure 13 shows that of thesjgians who reported having received
therapy services from a speech-language pathol@%is35% responded that the speech-
language pathologist is a valuable team membenilé8ly, 99.01% of those physicians
who reported to have had no personal or familiakspp and/or language therapy, also
reported them being valuable team members in tteeafahe patient.

Figure 13 — Physician’s view of the speech-languysgbologist as a valuable team

member based on clinical experience.
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When addressing the value of the speech-languabelpgist as a team member
based on gender, the following results show thdt tiee female and the male physicians
generally view the speech-language pathologists\aduable team member in the care
of their patients. Female physicians reported av@5% approval rate of the speech-
language pathologist as a valuable team membeditidually, the male physicians had
over a 98% approval rate of a speech-language lpgibb(See Figure 14 for more
details).

Figure 14- The view of the speech-language patlistisyalue as a team member based

on the physician’s gender.
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In addition to looking at the physicians’ view bdktspeech-language
pathologist’s value as a team member based onhysqgians gender, it is also
interesting to view their perceived value basedhenphysicians’ years of practice.
According to Figure 15, the overall consensusas fiinysicians view speech-language
pathologists as a valuable team member in theafaheir patient. The group with the
highest approval rating was that of the 16-25 ye&acticing population, with 100%
of respondents reporting that the speech-languati®logist is of value to the team.

This high report is followed by the 26+ years cdgircing population with 98.00% and
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then the 6-15 years population with 96.97% of resleats reporting to view the speech-
language pathologist as a valuable team membegselpercentages are followed by the
youngest group, 0-5 years of practicing, with 8%58f respondents claiming to view the
speech-language pathologist as a valuable team eremthe care of their patients.
Figure 15- The physician’s view of the speech-laggupathologist as a valuable team

member based on the physician’s years of practice.
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Questions for Knowledge about the Speech-Languatem®gist

In regard to physician’s knowledge and understagoi the speech-language
pathologist and their scope of practice, the redutim several questions were cross
compared with each other. The first question wivdhbe addressed is question #9,
“What is the minimum educational degree requiredraxtice as a licensed speech-
language pathologist in Alabama?” The majorityesdpondents, 54.69% reported a
Master’s degree, while the second most popular enswis a Bachelor’'s degree with
42.19% of responses. Nearly 2% of physicians teddryoth an Associate’s degree and a
Doctorate degree. No respondents reported thermamirequirement as a High School

Diploma.
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Responses to education degrees may be lookedhatanety of categories. The
first is looking at the physician’s clinical expemice and the response to educational
degrees required. The majority answer was Mastiegsee for both populations,
however the percentages are closely tied. Foetpbgsicians who report to have
clinical experience with a speech-language pathsiod6.51% stated that the minimum
educational requirement is a Master’s, while 32.58&ted that the minimum educational
requirement is a Bachelor’'s degree. For thoseipiays who reported no clinical
experience with a speech-language pathologist]148 & those physicians reported the
minimum educational requirement is a Master’s degnile 39.60% reported a
Bachelor’'s degree (See Figure 16). As seen baldvigure 17, the results are very
similar when looking at the aspect of years of pcac The majority of respondents have
answered Bachelor’s or Master’s degrees as alsoisdégures 18 and 19.

Figure 16- Physician’s response to educationaleegrquirements for a speech-

language pathologist to practice in Alabama basediaical experience.
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Figure 17- Physician’s view of the minimum degreeded to practice as a certified

speech-language pathologist in Alabama based as gpéaractice.

Physician's view of the minimum degree needed to
practice as a certified speech-language pathologistin
Alabama based on years of practice

70.00%

60.00%

50.00%

40.00%

30.00% m0-5 Years
W 6-15 Years

20.00%
m16-25Years

10.00% W26+ Years

0.00% -
High Schoo Associgte Bachelor's Master's Doctorate
Diploma Degree

What is the minimum educational degree required to practice as a licensed
speech-language pathologists in Alabama?

Figure 18- Physician’s view of the minimum degreeded to practice as a certified

speech-language pathologist in Alabama based oiyfamdicine physicians.
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Figure 19- Physician’s view of the minimum degreeded to practice as a certified

speech-language pathologist in Alabama based emadtmedicine physicians.
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Physicians were asked to respond in regard to tiheurght of how many speech-
language pathologists are certified in the Uniteate€s. The majority of respondents,
58.18%, reported 25,000 speech-language pathdodi&arly a third of respondents,
33.64% stated 100,000 and just below 10% repogpdbaimately 300,000 certified
speech-language pathologists.

Also of interest in the area of knowledge incluttestions in which the speech-
language pathologists might be employed. Quegtidngave the physicians an
opportunity to circle multiple choices. Most readents, 97.24% included the hospital
and 95.17% reported a skilled nursing facility.sé\bf a high response, 82.07% of
respondents included private practice and 77.93%rted speech-language pathologists
to be employed in an assisted living community.

In regard to physician’s knowledge of when is tlestliime to refer a patient to a
speech-language pathologists if communication defare present following stroke or

traumatic brain injury, the vast majority of resgents, specifically 95.17% reported that
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patient’s should be referred within the first tweeks. All other respondents, 4.83%,
responded that referral is best after one month.

In discussing the care of the patient, the pawitip were asked to respond to
what they view as an optimal time to refer theitigras to a speech-language pathologist,
following a stroke or traumatic brain injury, if @anunication deficits are present, based
on the physicians amount of years in practice. rélsalts reflect and overwhelming
response in referral of the patient within two weekthe stroke or traumatic brain
injury. As shown below in Figure 20, the gene@igensus among the internal medicine
and family medicine physicians is that a patiemiuth be referred earlier, rather than
later. The results are similar when broken dowa the two medical specialties
surveyed in this study, internal medicine and fgmikdicine. According to the chart
below, Figure 21, both medical specialties hadspaase rate of approximately 95%
responding that the patient should be referredimithio weeks of onset.

Figure 20- Physician’s view of an optimal time éber patients who have communication

deficits following traumatic brain injury or strokaccording to years of practice.
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Figure 21- Physician’s view of the best time tcered patient who has communication

deficits following stroke or traumatic brain injubased on medical specialty.
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Physicians were presented with question #14 tcsasbe areas of scope of
services provided by the speech-language patho|d@iscle any of the following
patients which may receive services from a speacbtiage pathologist.” Two groups
received a highly responsive rate: 98.62% inclugdons with difficulty pronouncing
their sounds correctly, and 95.86% included persdns stutter. Nearly 69% of
respondents reported persons with autisms maywveeservices from a speech-language
pathologist. Similarly, 66.21% reported personthwhronic hoarseness and 61.38%
included persons wishing to change their dialeataknts. In further addressing the
speech-language pathologist’s scope of practiogsiplans were asked to report whether
or not they view speech-language pathologists abfipa to suggest non-oral feeding.
The results show that 87.86% responded positivéiyle 12.14% responded negatively.

In regard to certifications required, question #%Ked, “Are separate

certifications required for speech-language patists to work with children versus
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adults?” The results were similar, with 50.41%veer®d no, while 49.57% responded
yes. The physicians were nearly split on theiwmgieegarding separate certifications for
children vs. adults. This may be attributed togpecialized studies completed in the
medical field for certain populations. These resaliggest that more awareness should
be raised that speech-language pathologists atéiegito work with a variety of
populations. As such information is spread, alaity the increase in awareness and
understanding of the speech-language pathologistipe of practice, a rise in more
frequent referral rates may be seen.
Chi Square Analysis

As displayed below, chi square analysis was caediuan the discussed areas in
order to determine if there may be a possibleimzlahip between the compared data

sets. Only three results proved to be significant.
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Table 2: Statistical results for questions compavil the physician’s medical specialty.

Based on the physician's medical specialty: ChiSquare df d

2. Have you or someone in your immediate family received

services from a Speech-Language Pathologist? 1.15 1 0.2835
3. How many years have you been practicing medicine? 4.04 3 0.2572
6. How many Speech-Language Pathologists does your

primary hospital employ? 2.54 4 0.6375
7. How often do you make referrals to a Speech-Language

Pathologist? 4.68 4 0.3217
8. How often do you interact with a Speech-Language

Pathologist? 4.13 1 0.0421

9. What is the minimum educational degree required to
practice as a licensed Speech-Language Pathologist in
Alabama? 1.47 4 0.8319

13. If communication deficits are present following a stroke
or traumatic brain injury, when is the best time to refer to a
Speech-Language Pathologist? 0 3 1

15. Would you refer a patient who is unable to verbally
communicate to a Speech-Language Pathologist? 0.31 1 0.5777

16. Are Speech-Language Pathologists qualified to suggest
non-oral feedings? 1.69 1 0.1936

17. Are separate certifications required for Speech-
Language Pathologists to work with children versus adults? 0.03 1 0.8625

18. Do you view the Speech-Language Pathologist as a
valuable team member in the care of the patient? 0.09 1 0.7642

19. If a continuing education activity was available in your
community about Speech-Language Pathology services,
would you or your staff be interested in participating? 12.57 1 0.0004

20. What is your gender? 0.05 1 0.8231
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Table 3 — Statistical results for questions comgpaveth the physician’s gender.

Based on the physician's gender:

1. What medical specialty do you practice?

2. Have you or someone in your immediate family received
services from a Speech-Language Pathologist?

3. How many years have you been practicing medicine?

5. Approximately how many beds does your primary
hospital have?

7. How often do you make referrals to a Speech-Language
Pathologist?

8. How often do you interact with a Speech-Language
Pathologist?

9. What is the minimum educational degree required to
practice as a licensed Speech-Language Pathologist in
Alabama?

13. If communication deficits are present following a
stroke or traumatic brain injury, when is the best time to
refer to a Speech-Language Pathologist?

15. Would you refer a patient who is unable to verbally
communicate to a Speech-Language Pathologist?

16. Are Speech-Language Pathologists qualified to suggest
non-oral feedings?

17. Are separate certifications required for Speech-
Language Pathologists to work with children versus adults?

18. Do you view the Speech-Language Pathologist as a
valuable team member in the care of the patient?

19. If a continuing education activity was available in your
community about Speech-Language Pathology services,
would you or your staff be interested in participating?
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Table 4 — Statistical results for questions compavith the physician’s years of practice.

Based on the physician's years of practice: ChiSquare df d

2. Have you or someone in your immediate family received

services from a Speech-Language Pathologist? 0.37 3 0.9464
3. How many years have you been practicing medicine? 4.04 3 0.2572
6. How many Speech-Language Pathologists does your

primary hospital employ? 11.71 12 0.4692
7. How often do you make referrals to a Speech-Language

Pathologist? 18.39 12 0.1044
8. How often do you interact with a Speech-Language

Pathologist? 9.29 12 0.678

9. What is the minimum educational degree required to
practice as a licensed Speech-Language Pathologist in
Alabama? 16.23 12 0.1809

13. If communication deficits are present following a stroke
or traumatic brain injury, when is the best time to refer to a

Speech-Language Pathologist? 6.91 9 0.6465
15. Would you refer a patient who is unable to verbally
communicate to a Speech-Language Pathologist? 0.25 3 0.9691

16. Are Speech-Language Pathologists qualified to suggest
non-oral feedings? 1.77 3 0.6215

17. Are separate certifications required for Speech-
Language Pathologists to work with children versus adults? 1.77 3 0.6215

18. Do you view the Speech-Language Pathologist as a
valuable team member in the care of the patient? 5.59 3 0.1334

19. If a continuing education activity was available in your
community about Speech-Language Pathology services,
would you or your staff be interested in participating? 7.75 3 0.0515

20. What is your gender? 12.9 3 0.0049
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Table 5 — Statistical results for questions coragavith the physician’s clinical

experience with a speech-language pathologist.

Based on the physician's clinical experience:

1. What medical specialty do you practice?

3. How many years have you been practicing medicine?
6. How many Speech-Language Pathologists does your
primary hospital employ?

7. How often do you make referrals to a Speech-Language
Pathologist?

8. How often do you interact with a Speech-Language
Pathologist?

9. What is the minimum educational degree required to
practice as a licensed Speech-Language Pathologist in
Alabama?

13. If communication deficits are present following a
stroke or traumatic brain injury, when is the best time to
refer to a Speech-Language Pathologist?

15. Would you refer a patient who is unable to verbally
communicate to a Speech-Language Pathologist?

16. Are Speech-Language Pathologists qualified to suggest
non-oral feedings?

17. Are separate certifications required for Speech-
Language Pathologists to work with children versus adults?

18. Do you view the Speech-Language Pathologist as a
valuable team member in the care of the patient?

19. If a continuing education activity was available in your
community about Speech-Language Pathology services,
would you or your staff be interested in participating?

20. What is your gender?
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CHAPTER 5
DISCUSSION

In 1980, a survey by McCauslin et al. launched thestudy of the perception of
physicians of speech-language pathologists, p#atigtthose who work in a medical
setting. An extensive literature review uncovetteat there were no other studies which
focused on the same goal. The following compassaiti help to illustrate strengths and
weaknesses in the partnership today. Furthernttoeeesults of this study will also
introduce ways in which the partnership may bengfiteened and further areas which
should be studied in the future.

The present survey yielded an overall responseofé28%, much higher than was
expected. As seen in the methodology chapterpressprates from physicians when
given a mailed survey may fall as low as 16%. Tlaeesa few possible factors which
may have contributed to the positive response fataay imply that Auburn is held in
high esteem within the medical population in Alalaaeven though there is no school of
medicine. Two additional contributing factors maglude the more personal cover letter
provided by the researcher (See Appendix A) andnfleemation letter as required by the
Institutional Review Board (See Appendix C). Ttasponse rate was very encouraging.

Concerning the physicians specifically, there wereer family medicine
physicians, 183, in the random selection for matlthan there were internal medicine
physicians, 317. While a higher number of intematicine physicians responded, 84,

when compared to family medicine physicians, 66,résponse rate for family medicine
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was higher. Of the family medicine population, theponse rate was near 33%, and
nearly 27% for the internal medicine populatiorneTeturn of such positive responses
among the medical specialties should be encourdgitite field of speech-language
pathology, as approximately one-third of physicitoen each population responded to
the survey.

This chapter will compare the results from the entisurvey with the prior
survey by McCauslin et al. (1984). These resullisbe discussed in detail regarding
changes which may or may not have occurred and thisamay imply. Questions
original to the present study will be discussedval as those effects on today’s clinical
practice. Following the discussion of the origisatvey and the current survey, the
information from demographic questions will be dissed, as they don’t pertain directly
to the speech-language pathologist as they daetphilgsician. Conclusions, limitations,
along with professional and clinical impacts wi discussed at the end of the chapter.
Comparison of Prior Study to Present Study

The original McCauslin et al. (1984) survey was posed of 17 family practice
residents who were given 48 hours to complete anatnr the survey. While there are
similarities between the two studies, there areynthifierences. The present study was
composed of 145 family medicine and internal megighysicians. The current study
also received responses by physicians who haveibdba workforce for years, as
opposed to residents. Instead of two days, the given to complete and return the
present survey was approximately a month. A furtliference was that the current
survey was optional and anonymous, whereas theouegurvey was required by each

resident. Table 6 below illustrates these compass
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Table 6 -Comparing the McCauslin et al. study (1984he current study.

Types of Participants

Family Medicine Residents

Practicing Family Mede&snd
Internal Medicine Physicians

Number of Participants 17 145
Question Format Survey Survey
Question Type Open-ended Multiple Choice
Number of Questions 31 20
Response Time 48 Hours 30 Days

There were three particular questions of intermstdbmparison in the original

study. The first question of interest addrestedypes of patients speech-language

pathologists might see. In the original study (Ma€lin et al., 1984), residents were

asked a single question regarding patients whichbmeaseen by a speech-language

pathologist. The present study proposes two sepgteestions to the residents in order

to gather this information. The following questatiustrate the results.

Question #9: What kind of patients do speech patiisis see?

Aphasia

Apraxia
Stuttering
Hearing-impaired
Children

(47%)
(6%)
(29%)
(18%)
(24%)

Degenerative diseases (6%)

(McCauslin et al., 1984)

The present study had two similar questions, qolegtil4 and #12 which will be

presented with results. The results will furtherdiscussed following the questions.

Question #14: Circle any of the following patientsich may receive services from a

speech-language pathologist:

Persons with difficulty pronouncing their soundsreotly (98.62%)
Persons with autism
Persons who stutter

Persons wishing to change their dialectal accents

Persons with chronic hoarseness

(68.97%)
(95.86%)
(61.38%)
(66.21%)

Question #12: Circle the following patient conditsoin which you might refer to a

Speech-Language Pathologist

Aphasia (86.90%)
Dysphagia (swallowing disorders) (93.79%)
Dementia (45.52%)
Dysarthria (86.90%)
None of the above (00.69%)
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Nearly half of the residents in the original agiceported that speech-language
pathologists would see a person with some fornpbéaia, while the current article
presents a nearly 90% response that physiciansiwetdr a patient with aphasia to a
speech-language pathologist. The doubling of tiggnal survey’s percentage may
reflect the physician’s recognition of this disards it was offered in the multiple-
choice, but may also speak to a strengthening ioparnership over the past 25 years.

Originally, only a third of residents reportedtthaspeech-language pathologist
would see a person who stutters, however this sayglyroximately 95% of respondents
reported that a person who stutters could be atdaiethe speech-language pathologist.
This percentage has more than tripled over thetpastiecades suggesting that there has
been a greater awareness of stuttering and hovat@age it. In comparison to the results
from the original study, the current study seemsuiggest that physicians are aware and
more open to the occupation of the speech-langpathmlogist in the medical setting.

An additional area of interest in both surveys digsovering how aware
physicians are of the speech-language pathologidtisational background. The
original study asked in question #7, “How much edion must a speech pathologist
have?” Just over half of the respondents repohteddquirement to be at the college
level, while only a third reported graduate levélieation as the requirement.
Interestingly, 12% of respondents from the origistaldy mentioned only a high school
diploma was needed for a speech-language pathbtogisactice. The present study
shows a change in these results. Participants askedd in question #9, “What is the
minimum educational degree required to practice lasensed speech-language

pathologist in the state of Alabama?” It was rée@dhat the 12% of respondents in the
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original study who reported the education levdbeoof a high school degree were not
seen in the current study. Additionally, theresvaéso a shift from just a third of
respondents reporting the education level to bedugte degree in the original study, to
the majority of respondents in the present stutlye present study results show the
majority of physicians reported that speech-languyaagthologists are required to have a
Master’s degree to practice in the state of Alahaiftae current education requirement
of speech-language pathologists is indeed a Mastegree. Following closely behind,
approximately 40% responded that only a Bacheliggree was required. It may be
suggested that these responses are a reflectpnysicians’ awareness of the
educational requirements for occupational theraygy@hysical therapy. In the mid
1980’s these professions were required to havesiavla degree, while today, in 2009,
they require a Doctorate. While much of this demay be attributed to the education
requirements of occupational therapy and physkeiapy, it may be suggested that
physicians indeed have become alert to the edunatiequirements placed upon speech-
language pathologists within the state of Alabama.
New Questions and their Clinical Impact

In both surveys physicians were asked to reportiveneor not their hospital had a
speech-language pathologist. The responses tqub&tion may give insight into the
physicians’ awareness of medical speech-languatelpgy. The original study results
are shown in question #2. The current study pregpdse question in a more specific
manner, but still gives the similar insight inte tbhysicians’ knowledge of speech-
language pathologists currently working in theispital system. Results to the present

guestion are shown below in #6.
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#2. Does your hospital have a speech pathologist?

Yes (81%)
No (19%)
#6. How many Speech-Language Pathologists doespyouary hospital employ?
1-2 (37.50%)
3-5 (5.56%)
More than 5 (2.78%)
| don’t know (28%)

My hospital does not have a Speech-Lang®agieologist (13.89%)

The original study reported that only 19% of resideclaimed their hospital did not have
a speech-language pathologist. In looking at thestion further, it is unclear if the
residents were unsure if the hospital employedeadplanguage pathologist or if they
were certain there were certain that no speechikage pathologists were in fact
employed. The present study shows that just b&l of physicians reported their
hospital did not currently employ a speech-langyaagbologist. However, the current
study also revealed that 40% of the respondentstegpto be unsure whether or not their
hospital employed a speech-language patholodiss. nbtable that speech-language
pathologists are more commonly employed and pregdmispitals today than they were
nearly 25 years ago. In comparing these two questit is evident that this information
is vitally important to the speech-language patpisioand shows a need for increased
public relations work.

Concerning the patient conditions which a physicraght refer to a speech-
language pathologist, as seen in question #12, Beaneas frequently dismissed as a
condition which might receive services from a spelanguage pathologist. Nearly 45%
of physicians included this Dementia in their resgeEs to the question. The original
study yielded a 93% positive response rate towidweservices of speech-language
pathologists in patient care. Of note, the oripgtady simply listed the term

“degenerative disease” rather than listing spedignoses which may receive services.
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In reflection, during the early 1980’s, speech-laage pathologists on average were not
providing services to persons with dementia. Tve percentage of results in the present
study may suggest that there needs to be an ircheasvareness and public education
about the speech-language pathologist’s servicgseisons with a degenerative disease.
The speech-language pathologist’s scope of praictotedes helping maintain a person’s
quality of life. In the case of degenerative dggesa one compensatory strategy for
maintaining quality of life includes swallowing exeses to allow the patient to receive
nutrition and hydration orally for as long as pbssi While it is positive that 45% of
physicians responded that they may refer theieptdito a speech-language pathologist,
further education and awareness should be implesdeatincrease this percentage to a
majority. The following tables reflect recenta&tom the American Speech Language
Hearing Association regarding areas of interventiowhich speech-language
pathologist work.

Table 7 — Areas of Intervention of Pediatric Page2005 and 2007.

Areas of Intervention for Pediatric Patients, 2005 and 2007.

Area of Intervention 2005 2007
Articulation/phonology 25% 24%
Cognitive-communication 14% 14%
Fluency 3% 3%
Language 36% 35%
Prevention/wellness < 1%
Swallowing and feeding 16% 17%
Voice/resonance 3% 3%
Other 3% 3%

*|ltem not included in survey.
n=1,034 (2005); n = 1,189 (2007)
(Ghazzawi, 2007, p. 9)
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Table 8 — Areas of Intervention of Adult Patier®#805 and 2007.

Areas of Intervention for Adult Patients, 2005 and 2007.

Area of Intervention 2005 2007
Accent modification/communication effectiveness w 1%
Aphasia 17% 17%
Cognitive-communication 21% 21%
Motor speech 8% 8%
Prevention * 1%
Swallowing 45% 46%
Voice/resonance 7% 5%
Other 3% 2%

*|tem not included in survey.
n =1,374 (2005); n = 1,598 (2007)
(Ghazzawi, 2007, p. 9)
Demographics
The typical respondent to this survey was a mdkrmal medicine physician
having practiced for 16 or more years. Resporseste typically affiliated with at
least one hospital. The majority of physiciansregped interest in a continuing
education activity to further understanding andwiealge of speech-language pathology
as a profession. Furthermore, the majority of sasents viewed speech-language
pathology as a valuable team member in the catfeefpatients.
Family Medicine vs. Internal Medicine
In looking at the results from both medical spe®al direct comparisons will not
be made between specific medical specialties. efaer some points of interest which
will be presented throughout this section of thapthr. Overall survey responses were
mostly from the internal medicine group, comprisiegrly 58% of the responses. While

this level of response is impressive, the sample sihould be taken into consideration.

When looking at the groups individually, family mede physicians had a higher
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response rate. Of those family medicine physiciging were randomly selected, 33%
responded, while only 23% of internal medicine ptigsis responded.

Overall, 55% of physicians reported referring thmtients to a speech-language
pathologist on a daily, weekly or monthly basisewdas only about 45% of physicians
reported referring rarely or never. Although thajonity seems to refer more often, the
results are close in proximity. The results shotird half of the family medicine
responded that they refer their patient’s to a gpéanguage pathologist rarely. Just
below half of family medicine respondents refehertmonthly or more frequently. This
suggests that referral rates from family physiciaresnearly equally split, with 50% of
them referring rarely and 45% referring on eitheregekly or monthly basis. However,
of those internal medicine physicians who respondedrly 60% reported monthly or
weekly referrals, while just above a third repontefiérring patients rarely. Internal
medicine physicians have a slightly higher referasé to speech-language pathologists at
60% than family medicine physicians at 45%. Tlepdiity between the two medical
specialties may be a result of various influendangors such as the clientele for each
group or the physician’s view of the potential effeeness of speech-language therapy
for the client.

Both medical specialties had a highly positive cese towards the value of the
speech-language pathologist as a team member catbeof the patient. Of the total
number of respondents, only three reported notinigihe speech-language pathologist
as a valuable team member. Family medicine phaysschad a response rate of 97%
reporting to view the speech-language pathologist waluable team member, while

internal medicine physicians had a response rad@®%f. The positive response from
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physicians towards the speech-language patholisgsghly encouraging. A positive
view of the speech-language pathologist should beiid the partnership between
physicians and the medical-speech language patistdamn the team. The strong
partnership would benefit the patient in the caceeived from the team.

It is also of importance to determine any similestor differences between the
medical specialties in their view on the speecliege pathologist’'s recommendation of
non-oral feedings. The current study presentedtoure#16 concerning the speech-
language pathologist’s scope of practice: “Are spdanguage pathologists qualified to
suggest non-oral feeding?” Overall, 88% of thepoeslents reported viewing speech-
language pathologists as qualified to suggest mahfeedings. Nearly 93% of family
medicine physicians and 84% of internal medicingspiians responded that speech-
language pathologists are qualified to make suglyestions. Both medical specialties
had a majority response that speech-language paibtd are qualified to recommend
non-oral feedings, however the internal medicispoadents seemed to present a more
controversial view regarding such recommendatiolitge positive response to this
guestion may suggest that the medical communibtg@®ming more aware and accepting
of the speech-language pathologist’s scope of ipgetith regard to swallowing.

Physicians were presented with a question regattiemglace of employment of
the speech-language pathologist. Overall, 66%@féspondents acknowledged the
speech-language pathologist’s possible employnogatibns to include: private practice,
assisted living facilities, hospitals, skilled nagsfacilities and university clinics. The
response for each medical specialty was similarcofding the family medicine

physicians, over 60% responded that speech-lanquetgelogist may be employed in
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the previously discussed locations, while just ef@% of the internal medicine
physicians reported the same locations. Furtbexpthe second most frequent response
of 10% included all facilities except assistedrityi This high response rate towards the
physician’s knowledge of the place of employmentsjpeech-language pathology is
encouraging. This may show that physicians areeatieat speech-language pathologists
are employed in a variety of settings, includinggtions which serve children and adults.

Physicians were asked if they or their staff widog interested in attending a
continuing education course which would provideriniation about the field of speech-
language pathology and the scope of practice ofribical speech-language pathologist.
Overall, 60% of respondents reported interesttenaing the class. However, there was
a striking difference between the medical speeslin their responses. Family medicine
physicians had a positive response, with 79% esprgsnterest in such a course. In
contrast, only 48% of internal medicine physiciarpressed interest in attending or
sending staff to attend such a course. Whilegspanse was much higher among family
medicine physicians, both responses are positigeshauld be encouraging to the field
of speech-language pathology. It is important gifsicians are expressing interest in
learning about the field of speech-language patoldf followed up, these courses may
lead to a better understanding of the field of shdanguage pathology, as well as
building a stronger partnership between the medigaéch-language pathology
community and the medical community.

Physician’s Clinical Experience with the Speechgusge Pathologist

Results were compared to see if there was a higsponse from physicians who

reported having had direct clinical experiencerelti clinical experience, as previously
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stated, includes the physician’s direct therapywhe speech-language pathologist
and/or family member which have received speectage therapy services. Only a
third of the respondents reported having clinicgdexience, while two thirds reported
having no clinical experience. It seems that cahexperience with speech-language
pathology services did not play a major role incbepletion and return of the survey.
Additionally, the following areas were comparedhntite physicians’ clinical experience
to identify if any relationships were present amtmgresults: rates of interaction, view
of the speech-language pathologist as a valuadie teember, the speech-language
pathologists’ qualifications to suggest non-oradi®g, and the physician’s desire to
attending a continuing education activity regardimg field of speech-language
pathology. Generally, there did not seem to beramarkable differences between
physicians reporting to have had clinical expereewtth a speech-language pathologist
when compared to those who have not had such aliexperiences. These results may
be encouraging to the speech-language patholagisshows he/she is thought of
positively by both groups of physicians.

Years of Practice

The first area of discussion in this section wébn looking at demographics and
the amount of years of practice of the participamtsquestion #3, the physicians were
asked to report how many years they have beenigiractmedicine. The majority, 72%,
of respondents fell within the 16-25 years and 26ars groups. Therefore, when
looking at how the physicians responded to questiomelation to their years of
practicing, the data will be collapsed into howdbavith more than 16 years versus less

than 16 years. Overall, physicians who respondae weported to have been in practice
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for 16 or more years. This overwhelming respond@e later years could be due to a
variety of factors. Such factors may have incluttedphysicians having already
established a practice. Another contributing faatay involve the physicians age. It
might be assumed that a more experienced physimald be older, and that his or her
children or grandchildren would be away from thenkg either in school or working.
Therefore, without children at home or extracudacactivities after school for the child,
the physician may have a few additional momentptre at the end of the day towards
completing the speech-language pathology survethird possible influence is the
physician’s value of team perspective. Physiciahg have been in practice longer may
have observed more instances of a speech-langasigalqmist in the team setting,
influencing the view of the value of the speechglaage pathologist. Additional factors
may include previous or current interactions angegiences with a speech-language
pathologist or a desire to assist in graduate léhedis research. As a physician,
continuing education is vital to the success afidaady of practicing. The physician may
also have wanted to contribute to the field of speanguage pathology because of a
personal or clinical relationship he/she has orlfeswith a speech-language pathologist.
Each of these factors may have contributed todtes lyear’s group yielding a higher
response rate when compared to the younger yeapg

The potential influence of years practicing oreredl rate was also of interest.
There were two views which may be taken when camgid years of practice and
referral rates. First, it may be assumed thatelpbg/sicians who are newly practicing
may be more likely to refer, as they may be moraravef speech-language pathologists

and their scope of practice through recent medigaises or rotations. Second, those
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physicians who have been working longer would beentigely to refer because they
have more experience with speech-language patistdognd the patient conditions

which are seen by speech-language pathologistth &sumptions will be considered in
these data sets. Of the physicians with greaigereence, 63% reported to refer rarely or
never, while only 37% reported to refer their paitseto a speech-language pathologist on
a monthly basis or more. Similarly, of those pbigss who have been practicing for a
shorter period of time, 66% reported to refer naglnever, while 34% reported to refer
at least monthly. These percentages suggesteteatal rate does not seem to be
affected much by the number of years practicing.

One might assume that years of practicing migiuemce the physician’s view of
the speech-language pathologist as a valuabler@amber in the patient care. There
was an overwhelmingly positive response among thetHater years and the early year’s
physicians. All but three total respondents regmbthat the speech-language pathologist
is a valuable team member. Of those who have ipggractice 0-15 years, 95%
attributed value to the speech-language pathologtste 99% of those physicians in
practice 16 or more years responded the same. dsotips of physicians responded
positively to the value of the speech-languagegiagist, further attributing a positive
view of the profession.

Furthermore, results were compared to determitteeiphysician’s years of
practice might influence his or her knowledge irewehspeech-language pathologist
might be employed. Of the early years group, D3gears of practice, 31 of the 41
respondents reported the speech-language patholagising at the following settings:

private practice, assisted living, hospitals, skilhursing facilities and university clinics.
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Similarly, 65 of the 103 respondents with 16 or engears of practice reported the same
locations. Overall, majority of physicians’ expged knowledge regarding the locations
in which speech-language pathologist work. Thigy maply that physicians have at the
very least a basic understanding of populationghiith speech-language pathologists
may work with and the locations in which the patisesre seen.

A point of interest in looking at the physicialysars of practice is the effect on
interest to gather more awareness and understahe pfofession of medical speech-
language pathology. Nearly 70% of those in théyeaars group expressed interest in
attending, or allowing their staff to attend, atouning education course. Just over half
of physician in the later years group expressetsémme interest. The lower percentage
from the later years group may be attributed teediig of sufficient knowledge or set
patterns of practice. Itis still encouraging tbhaer half of both groups responded
positively to attending a course to further theiowledge and understanding of the
speech-language pathology profession.

Gender

An additional point of interest in the demographiess looking at the survey
responses according to gender. Overall, both gemdported viewing the speech-
language pathologist as a valuable team membeuorRel referrals also seemed
somewhat comparable. Males physicians tendedeo mere often with 57% referring
patients on either a daily, weekly or monthly basisile only 42% of female physicians
reported daily, weekly or monthly referrals. Hrstally, physicians’ occupations have

been help predominantly by males, while speechtlagg pathology positions have been
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predominantly held by women. Overall, it seems bwh genders have a positive
referral rate of their patients to speech-languzgbologists.

Results were cross-referenced further to seefktivas a possible influence on
referral rate by gender. Of the 24 female physiiaho responded, 42% reported to
refer on a daily, weekly or monthly basis, whil&®8efer rarely or never. In comparing
this to the 121 male physician who respondent, &% patients to speech-language
pathologists on a daily, weekly or monthly basikjlev42% refer rarely or never. Male
physicians seem to refer patients more often tharafe physicians. However, it should
be taken into consideration in viewing this datat the female population was much
smaller than the male population.

In regard to the physicians’ view of the speeciglaage pathologist’s value as a
team member, 96% of females reported viewing spiawjuage pathologists as a
valuable team member in caring for the patientnil@rly, 98% of males viewed speech-
language pathologists as a valuable member. Tsiéy®view of the speech-language
pathologists is encouraging for the partnershigvbeh physicians and speech-language
pathologist. It is important for each team mentbariew other team members as
valuable to result in the most optimal care forpag&ent.

In further consideration of the physician’s genidethe influence on their
awareness of the speech-language pathologist'®safqmactice, there was a larger gap
in the percentages when addressing the physiciégaisof the speech-language
pathologist’s qualification to suggest non-oraldiegs. Of the female physicians, nearly
71% responded positively towards the speech-larggpathologists qualifications to

suggest non-oral feedings. On the other hand, &8%e male physicians responded
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positively. Both groups had a majority report thpeech-language pathologists are
gualified to suggest non-oral feedings.

However, female physicians responded more poSita@ncerning continuing
education. Seventy-five percent of the femalesesged interest in attending a
continuing education course or activity to incremsewledge and understanding of the
speech-language pathology profession. Fifty-figecpnt of the male physicians
responded positively to attending such a coursailé/ majority of both groups
expressed interest in increasing their understgnofispeech-language pathologists,
female physicians, overall, seem to express maoesae to do so.

Limitations of the Present Study

A limitation which was revealed throughout the e of the study was in the
random selection of the subjects. The subjectselelist was from the Medical
Association of the State of Alabama website, wwvsatiak.org. As a result of this
general listserve, the list which we randomly sieléour 500 subjects was a mix of
primary care physicians in the specific medicdbieof family medicine physicians and
internal medicine physicians. It was not the ihtthis study to compare one medical
specialty with the other, but rather to observe oy combined medical population
perceives speech-language pathologists. Therdfae was not a equal number of
physicians in each medical specialty. Howevergatld be interesting, in the future, to
make those comparisons and see if there are differi@ perceptions and partnerships

between speech-language pathologists and certalicahspecialties.
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Clinical Implications of the Present Study

The results of this survey have brought about theelusion that there has been
increased awareness and understanding of medigatispanguage pathologists among
both family medicine physicians and internal matkgphysicians. In order to further
increase the awareness and understanding of witidtahepeech-language pathologists
do, it would be useful to offer a continuing edimatcourse to physicians and their staff.
In the survey physicians were presented with thepgsition in order to learn how
physicians might take advantage of such a course. physicians were asked if they
would be willing to attend, or allow their staff édtend one of these workshops. There
was a positive response rate of 61% reportingthiet would be interested in such a
class. Of the respondents who declined attendioly a course, some apologetically
commented on the survey that he/she would be tep tauattend. It should be an
encouraging fact that a majority of physicians régbto be interested in increasing their
knowledge and understanding of medical speech-kggpathologists.

Overall, results of the survey were positive. Pphetnership between physicians
and speech-language pathologists in the mediddldeems to have improved. Both
medical specialties reported viewing speech-langyeghologists as a valuable team
member and the majority of referral rates wereydaikeekly or monthly. It was
encouraging to find the referral rates to be inrtfggority, rather than the minority.
Recommendations for Future Research

There are certain areas in which it would be berafto conduct further studies
and assessment. It would be beneficial to knowenabiout physicians’ knowledge of

which patient conditions they would refer to a sppelanguage pathologist, when, and
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how they come about their decision to refer ortoaefer. Of the disorders presented in
the survey question, physicians generally respopdsdively to a speech-language
pathologist having a person with dysphagia, dysiartémd aphasia on their caseload.
However, the disease in which the minority of phigsis’ identified that speech-
language pathologists work with was dementia. Haurinvestigation should be
completed in the role of the speech-language padgjigilin regard to the various
degenerative diseases. According to Medicare gnateand health care in general,
speech-language pathologists must be an activigiparit in the care of person’s with
degenerative disease to help maintain a persorltyjof life.

It would be interesting to see how other medicakcsgities would respond to
guestions such as the ones presented in this stugas of specific interest would
include specialties which are closely tied with pnefession of speech-language
pathology, such as neurology, physical medicineaathryngology. Further studies
should be conducted so as to view the successetbdanguage pathologists among
these professions. Also, to assess our curratiars and partnerships with such
medical specialties so as to determine if furthéslio relations should be completed
among the groups.

Since there was such a positive response towasdsqims or their staff
attending a continuing education course or activityould be of interest to have a pilot
course conducted to assess its success. Thissomorgd not only give an overview of
the profession, but also explain in further dedhibut the speech-language pathologist’s
education requirements and scope of practice. @Qre$ educational activity would

include topics such as specific patient diagnodgstwmay be served by a speech-
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language pathologist as well as types of therapgiwimight be effective for these
patients. Additional emphasis would be placed ettelbing patient care as well as the
importance of team value and unity. Efforts sushh&se will help speech-language
pathologists maintain a positive relationship amotiger medical professions and

helping to increase partnerships with physicianaliogpecialties.
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APPENDIX A
Cover Letter will be printed on Auburn Universitgtterhead
June 08, 2009

Dear Physician,

The enclosed survey supports my Master’s thesearel at Auburn University.
As the daughter of a physician, | have had the dppity to observe the close
partnership between my father, an interventiondibtagist, and his colleagues. | had
assumed, beginning my clinical work as a graduatgest, that all partnerships would be
as I'd experienced growing up. However, while maaytnerships are strong, | have
witnessed that not all interactions between pradesds is built on such positive rapport.

I am in pursuit of improving and strengthening parships between speech-language
pathologists and physicians in place where nee&ed.our mutual patients to receive the
best care, it is important that the partnershipvben the speech-language pathologist and
the physicians to be as strong as | have obsemigeebn my father and his colleagues.
Please assist me in bettering the quality of treatrfor our patients by completing the
attached survey.

The purpose of this survey is to evaluate the amem® and degree of insight
physicians have in regards to the scope of practecation and place of employment of
speech-language pathologists. The results of thaywill speak to areas of public
relations which may need to be maintained or irseda It may also lead us to see ways
in which students, both medical and in speech-laggypathology, may be taught more
in depth about the scope of practice and interaatith other medical professions.

This survey is strictly voluntary and no identifgimformation will be disclosed.

If you decide to participate, please return the gleted survey in the pre-stamped and
pre-addressed envelope by | 2009.

Thank you for your time and participation,
Amber Carole Hamilton
hamilac@auburn.edu

Auburn University
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APPENDIX B
Speech-Language Pathologist Questionnaire

What medical specialty do you practice?

a. Family Medicine
b. Internal Medicine
(o} Other

Have you or someone in your immediate familyereed services from a Speech-
Language Pathologist?

a. Yes

b. No

How many years have you been practicing medicine
a. 0-5

b. 6-15

C. 16-25

d. 26+

Are you affiliated with a hospital?
a. Yes, one hospital

b. Yes, more than one hospital
C. No

Approximately how many beds does your primargpial have?
a. 1-150
b. 151-300
C. 301-450
d. 451+
How many Speech-Language Pathologists doespyonary hospital employ?
1-2
3-5
More than 5
| don’t know
My hospital does not have a Speech-Languag®lBgtst
ow often do you make referrals to a Speech-uagg Pathologist?
Daily
Weekly
Monthly
Rarely
Never

PQLOTP TDPALOTY
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10.

11.

12.

13.

14.

How often do you interact with a Speech-LanguRaghologist?

a. Daily

b. Weekly
C. Monthly
d. Rarely
e. Never

What is the minimum educational degree requingatactice as a licensed
Speech-Language Pathologist in Alabama?
a. High School Diploma

b. Associate Degree
C. Bachelor's Degree
d. Master’s Degree

e. Doctorate Degree

Approximately how many Speech-Language Patlsitogre certified in the
United States?

a. 25,000
b. 100,000
C. 300,000

Circle any of the following locations in whiehSpeech-Language Pathologist
m|ght be employed:

Private Practice

Assisted Living

Hospital

Skilled Nursing Facility

University Clinics

Clrcle the following patient conditions in whigou might refer to a Speech-
Language Pathologist?

o oo T

a. aphasia
b. dysphagia (swallowing disorders)
C. dementia

d. dysarthria

e. none of the above

If communication deficits are present followmgtroke or traumatic brain injury,
when is the best time to refer to a Speech-LangBagjeologist?

a. Within the first 2 weeks

b. After 1 month

C. After 3 months

d. After 6 months

Circle any of the following patients which ma&geive services from a Speech-
Language Pathologist:

a. Persons with difficulty pronouncing their soucdsrectly

b Persons with autism

C. Persons who stutter

d. Persons wishing to change their dialectal ascent

e Persons with chronic hoarseness
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15.

16.

17.

18.

19.

Would you refer a patient who is unable to aéybcommunicate to a Speech-
Language Pathologist?

a. Yes

b. No

Are Speech-Language Pathologists qualifiediggsst non-oral feedings?

a. Yes

b. No

Are separate certifications required for Spdeannguage Pathologists to work
with children versus adults?

a. Yes

b. No

Do you view the Speech-Language Pathologiat\aduable team member in the
care of the patient?

a. Yes

b. No

If a continuing education activity was avai@abi your community about Speech-
Language Pathology services, would you or youf s&interested in
participating?

a. Yes
b. No
20. What is your gender?
a. Female
b. Male
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APPENDIX C

INFORMATION LETTER
For a Research Study entitled
“Partnering with Physicians: How are Speech-Langed&pathologists Perceived?”

You areinvited to participate in a resear ch study to evaluate the awareness and degree
of insight physicians have in regard to the scdp@actice, education and place of
employment of speech-language pathologists. Tuyss being conducted by Amber
Hamilton, B.S, Graduate Student, under the diraatioNancy Haak, Ph.D., Associate
Professor of Medical Speech Language Pathologheiuburn University Department

of Communication Disorders. You were selected psssible participant because you

are a general internal medicine or family pracgibgsician.

What will beinvolved if you participate? Your participation is completely voluntary.
If you decide to participate in this research sfyay will be asked to complete and
return the survey. Your total time commitment vl approximately 3 to 5 minutes.
There are no associated risks with this study.

Arethereany risksor discomforts? If you participate in this study, you can expect to
contribute to the knowledge about the scope oftm@ceducation and place of
employment of speech-language pathologists.

Arethere any benefitsto yourself or others? You may benefit from a heightened
awareness of the important role of referring pasievhich may benefit from speech-
language therapy services. We/l cannot promisetlyaiuyou will receive any or all of
the benefits described. Benefits to others malpdecapplied research that may follow
presentation and/or publication of the resultshedf study.

Arethereany costs? If you decide to participate, no costs will be agglto you. A
pre-addressed and pre-stamped envelope is endtwseasy return.

If you change your mind about participating, you can simply disregard this survey.
Once you've submitted anonymous data, it cannetitierawn since it will be
unidentifiable. Your decision about whether or twparticipate will not jeopardize your
future relations with Auburn University, the Depaent of Communication Disorders.
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Any data obtained in connection with this study will remain anonymous. We will
protect your privacy and the data you provide biyraquesting any identifying
information from you. Information collected thrdugour participation may be used to
fulfill an educational requirement, presented ational conference, and/or published in
a professional journal.

If you have any questions about this study, please contact Amber Hamilton at
hamilac@auburn.edor Nancy Haak ataaknan@auburn.edu

If you have questions about your rights as a resear ch participant, you may contact
the Auburn University Office of Human Subjects Rash or the Institutional Review
Board by phone (334) 844-5966 or e-maihatibjec@auburn.edar
IRBChair@auburn.edu

HAVING READ THE INFOMRATION ABOVE, YOU MUST DECIDHEF YOU
WANT TO PARTICIPATE IN THIS RESEARCH PROJECT. IFOU DECIDE TO
PARTICIPATE, PLEASE COMPLETE THE ATTACHED SURVEY ANRETURN
IT IN THE ENVELOPE PROVIDED. THIS LETTER IS YOUR@PY TO KEEP.

Investigator Date

"The Auburn University I nstitutional Review Board has approved this document
for use from May 5, 2009 to May 4, 2010. Protocol #09-130 EX 0905."
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