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Highlights

What are the main findings?
• Higher physician self-efficacy was associated with lower situational anxiety and with 

more frequent use of autism-adapted clinical strategies; physicians reported greater 
situational anxiety than parents perceived in the attending physician.

• Across two independent, non-linked samples, physicians reported delivering routine 
clinical strategies more often than parents reported receiving them, while parents’ 
reports of structural accommodations were uneven, with provider continuity reported 
most frequently and priority first-slot scheduling least frequently.

What are the implications of the main findings?
• Systemic accommodations: suggested. The observed pattern points to institutionalized 

structural reforms (e.g., priority scheduling, care continuity) as a direction for future 
evaluation rather than a solution established by this study.

• Standardized communication tools: proposed. Standardized checklists and structured 
consultation protocols are proposed as directions suggested by the observed pattern; 
their effect on the difference between physicians’ and parents’ reports was not tested 
in this design.

Abstract

Background: Autism spectrum disorder carries a psychiatric-comorbidity burden that, 
depending on the sample, reaches 70–83%—placing the condition at the center of routine 
child mental-health service delivery. Primary care physicians act as gatekeepers, care co-
ordinators, and frequently the de facto first mental-health contact, yet the mental-health 
competencies they bring to consultations with autistic children have rarely been character-
ized in parallel with the perspective of parents. This study evaluated physician self-efficacy 
in such consultations and compared physicians’ and parents’ reports of physician situational 
anxiety and of the implementation of routine clinical strategies. Methods: Two parallel, web-
based surveys were distributed between October 2023 and February 2024 to PCPs (N = 166) 
and parents of children with ASD (N = 177) in Poland. Data evaluated demographics, situ-
ational anxiety, self-efficacy, and the frequency of utilizing specific autism-tailored clinical 
accommodations. Results: Among physicians, higher self-efficacy was associated with lower 
situational anxiety (𝜚 = −0.24, p = 0.002) and with more frequent use of clinical strategies 
(𝜚 = 0.41, p < 0.001). Physicians reported higher situational anxiety than parents attributed 
to them (U = 8545.0, Z = −7.49, p < 0.001). Physicians’ reports of routine strategy delivery 
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exceeded parents’ reports of receiving them in the three directly comparable domains of 
clinical strategy use, with a fourth, non-equivalent comparison also differing (physician 
confidence in adapting the clinical environment versus parental report of the frequency 
of sensory adjustments); the largest relative difference concerned family-centred needs 
(OR = 3.94, 95% CI 2.06–7.54), followed by the discussion of social difficulties (OR = 3.18), 
the tracking of ongoing external therapies (OR = 2.70), and sensory accommodations in the 
medical setting (OR = 2.44). Parental reports also highlighted significant organizational 
barriers, particularly in priority scheduling. Conclusions: Physicians reported greater situa-
tional anxiety than parents perceived in them, and physicians’ reports of routine strategy 
delivery consistently exceeded parents’ reports of receiving them. Because the physician 
and parent samples were independent, these findings indicate different distributions of the 
two groups’ reports rather than within-consultation disagreement. Optimizing primary 
care for the autistic community may require systemic reforms, standardized communicative 
checklists, and institutionalized accommodations—directions suggested by the observed 
pattern that were not tested in the present cross-sectional, self-report design and require 
future evaluation.

Keywords: autism spectrum disorder; primary care; physician self-efficacy; parental
experience; physician anxiety

1. Introduction
Autism spectrum disorder (ASD) is defined as a heterogeneous group of neurodevel-

opmental conditions characterized by persistent deficits in social communication as well 
as restrictive and repetitive patterns of behavior [1]. Over the last two decades, the global 
prevalence of ASD has risen consistently. Large-scale registry studies and meta-analyses 
indicate that the prevalence of autism in Europe ranges between 1% and 2% [2], although 
detailed reports from Scandinavian countries document rates up to 2.40—3.13% within 
the pediatric population [3]. This escalating prevalence introduces an emerging challenge 
across various medical disciplines, most notably within primary healthcare systems.

The first symptoms of neurodevelopmental disorders manifest as early as infancy, and 
typically become quite apparent around the second year of life [4]. Clinical literature sug-
gests that a reliable diagnosis of ASD can be established around 2 years of age [5]. However, 
a comprehensive meta-analysis by van ‘t Hof et al. revealed that the average age of an 
ASD diagnosis remains as high as 60.48 months (5 years) [6]. Even in a narrowed analysis 
of child cohorts under 10 years of age, the average diagnostic age stands at 43 months. 
This diagnostic gap is profoundly detrimental; studies systematically published worldwide 
demonstrate that early therapeutic intervention is paramount for the social, behavioral, 
and cognitive functioning of patients with ASD. For instance, Maksimovic et al. (2023) 
indicated that initiating intervention between the 3rd and 4th birthdays is significantly 
more effective in improving symptom-related and language outcomes than delaying ther-
apy until 48–60 months of age [7]. Consequently, due to delayed diagnoses, the early 
childhood period—which is critical for neuroplasticity—passes in many cases without the 
implementation of appropriate therapeutic interventions.

Given that early intervention directly correlates with optimized patient outcomes 
and reduced parental stress [8,9], there is an urgent need for universal, early screening. 
Primary healthcare physicians are uniquely positioned to spearhead this effort, serving as 
the frontline “gatekeepers” of the pediatric population [10]. However, effective screening 
and ongoing care management are heavily dependent on the physician’s perceived self-
efficacy and emotional burden [11]. Clinicians often face numerous systemic and clinical 
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barriers, including limited consultation time, inadequate specialized training, and the 
behavioral complexity of pediatric patients on the spectrum [12,13]. These challenges 
can undermine doctors’ confidence in recognizing early red flags or communicating a 
suspected diagnosis, thereby generating substantial situational anxiety, and diminishing 
their perceived self-efficacy in managing ASD care.

Furthermore, comprehensive autism care in primary medicine cannot be evaluated 
solely from a clinical standpoint; it fundamentally requires a family-centered approach. In 
fact, a recent study by Domarecki et al. (2024) highlighted a widespread negative assess-
ment of complex ASD pediatric care from the parental perspective [14]. Parents of children 
with ASD navigate extraordinary administrative, financial, and emotional challenges, mak-
ing their collaboration with primary care providers critical. Caregiving families require 
more than routine medical examinations; they rely on physicians to actively track external 
therapies, address complex social and behavioral difficulties, and provide sensory-friendly 
accommodations within the clinic [15,16]. When a child presents with co-occurring condi-
tions, such as intellectual disabilities or ADHD, parental expectations and the perceived 
complexity of the medical encounter intensify [17]. Therefore, exploring the alignment—or 
misalignment—between physicians’ self-reported practices and the actual lived experiences 
of parents is essential to identifying systemic gaps in autism care.

Importantly, autism spectrum disorder is accompanied by exceptionally high rates of co-
occurring psychiatric comorbidity. Estimates from community and epidemiological samples 
place psychiatric comorbidity at 70–75%, and in psychiatrically referred autistic youth the 
rate reaches 83%. When children with ASD present to publicly funded mental health 
services, approximately 92% meet criteria for at least one additional non-ASD Diagnostic 
and Statistical Manual diagnosis—most commonly attention-deficit/hyperactivity disorder 
(78%), oppositional defiant disorder (58%), anxiety disorder (56%), and mood disorder 
(30%) [18]. These figures make clear that the mental-health needs of autistic children are 
not narrow or domain-specific but span the full range of child and adolescent psychiatric 
practice, and that meeting them depends on the integrated functioning of child psychiatry, 
allied mental-health services, and the primary-care clinicians who form the de facto first 
entry point to the health system.

Where primary-care physicians make first contact with children with ASD, recent 
diagnostic evidence is sobering: in a prospective North-American cohort, the sensitivity of 
pediatrician diagnosis for ASD relative to a multidisciplinary specialist team was 0.75 (95% 
CI 0.67–0.83) and the negative predictive value of pediatrician non-recognition was only 
0.60—corresponding to 18 of 72 children ultimately diagnosed with ASD being misclassified 
by the referring general pediatrician [19]. Each such primary-care consultation therefore 
doubles as an early mental-health encounter whose accuracy has direct downstream conse-
quences for access to specialized child psychiatric services. Furthermore, recent large-scale 
birth-cohort analyses indicate that the historical male-to-female incidence ratio of autism 
has been progressively narrowing across successive birth cohorts, suggesting that female 
autistic individuals are being identified more frequently—but still less completely—than in 
earlier decades [20].

This study pursued two distinct aims. First, utilizing a parallel cross-perspective 
design in two independent, non-linked samples, we aimed to compare physicians’ and 
parents’ group-level reports across two core clinical domains: physicians’ self-reported 
situational anxiety versus parental perception of the physician’s anxiety, and physicians’ 
reported routine use of clinical strategies versus parents’ reports of receiving them. Be-
cause the two samples were not matched at the level of individual consultations, these 
comparisons describe differences between the distributions of the two groups’ reports rather 
than within-consultation disagreement. Second, we characterized, in purely descriptive 
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terms, the specific structural and organizational barriers—such as care continuity and 
scheduling constraints—experienced by families within the primary healthcare setting. By 
indexing both perspectives in a single study, we position each primary-care contact itself as 
a measurable mental-health service encounter, amenable to system-level improvement.

2. Materials and Methods
The original questionnaires for both physicians and parents were developed specifically 

for this study by the authors and are provided in full in English as Supplementary Material 
[see parental questionnaire as Additional File S2 and physicians’ questionnaire as Additional 
File S3]. Prior to wider dissemination, item content was reviewed by two pediatricians, 
two child psychiatrists, and three parents of children with ASD during the pilot phase 
to establish preliminary content validity; expert feedback guided item wording, response 
scale selection, and removal of duplicate items; pilot data were excluded from the final 
analytic sample.

The physician questionnaire was divided into two sections. The first section gathered 
demographic and professional data, including age, gender, medical specialty type and 
status, practice location, years of clinical experience, and family history of ASD. The second 
section assessed physicians’ anxiety, self-efficacy, and clinical strategies using 4-point fre-
quency and confidence scales. Self-efficacy items were rated from 1 = very unconfident 
to 4 = very confident, and clinical strategy items from 1 = never to 4 = every visit, so that 
higher values denote greater confidence and more frequent strategy use. The single anxiety 
item used the same frequency format (1 = never to 4 = every visit), so that higher values 
denote more frequent self-reported anxiety. Self-efficacy was evaluated through items fo-
cusing on physicians’ confidence in recognizing ASD symptoms, their knowledge regarding 
the diagnostic process, their perceived competence in communicating a suspected ASD 
diagnosis, and their ability to adapt the clinical environment to meet the needs of individ-
uals with ASD. Items regarding clinical strategies addressed the frequency of discussing 
patients’ emotional and social difficulties, ongoing interventions and therapies, and the 
broader support needs of the patient’s entire family system.

Similarly, the parent questionnaire consisted of two sections. The first section focused 
on parental and child demographic and personal data, including parental age, gender, 
geographic location, the child’s diagnostic subtype and comorbidity, as well as the physi-
cian’s specialty and the duration of care. The second section focused on the level of the 
physician’s anxiety, resources, and organizational barriers from the parental perspective. 
The assessment of clinical resources was based on questions regarding the frequency of 
discussing the child’s current social or behavioral difficulties, ongoing therapeutic support, 
and previously unutilized therapeutic options. Additionally, it evaluated challenges ex-
perienced by the family in relation to the child’s autism diagnosis, the physician’s ability 
to adapt the sensory environment to the child’s needs, explain the steps of the medical 
examination to the child beforehand, and address the child respectfully. Organizational 
barriers were assessed through questions regarding the continuity of care provided by a 
single physician, adherence to scheduled appointment times to minimize waiting room 
exposure, and the practice of prioritizing children with ASD at the beginning of the clinic 
queue. Because the three items ask how frequently specific structural and scheduling 
accommodations were provided, they were reverse-scored so that higher values denote 
less frequent provision of accommodations, and thus greater organizational barriers. The 
parental item “perceived physician anxiety” was rated on the 4-point frequency format 
(1 = never to 4 = every visit), with higher values denoting more frequent parental percep-
tion of the physician’s anxiety. Although the two items (parental and physician’s) share the 
same response format, they are not directly equivalent: physicians rated how often they 
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themselves feel anxious, whereas parents rated how often the physician appeared anxious. 
The full psychometric profile of each aggregated composite—including Spearman inter-
item correlations, per-item α-if-deleted and corrected item-total correlations, scale-level 
Cronbach’s α, and principal component analysis outputs (unrotated, Kaiser criterion)—is 
reported in the Supplementary Materials.

Internal consistency was acceptable for the physician self-efficacy (𝛼 = 0.873) and clini-
cal strategies (𝛼 = 0.807) scales and for the parental physician resources scale (𝛼 = 0.830), but 
weak for the organizational barriers scale (𝛼 = 0.613); the parental physician resources scale 
also showed a two-component structure. The composites were retained for descriptive and 
exploratory purposes, and these psychometric limitations are reported in the Limitations.

To reach a broad range of physicians and parents, online versions of both questionnaires 
were disseminated. The link to the physician questionnaire, along with an invitation to 
participate in the study, was distributed via e-mail to general practitioners and pediatricians 
registered in professional medical associations and online physician groups. Physicians 
in current or former practice were asked to report on their clinical practice over the year 
preceding the survey. The link to the parental version of the questionnaire was disseminated 
via social media platforms, engaging autistic individuals and their family members as part 
of the Community Involvement process. Data collection for both groups was conducted 
between October 2023 and February 2024.

A total of 183 physicians completed the questionnaire; however, 17 were excluded 
from the analysis due to incomplete responses, resulting in a final sample of 166 medical 
professionals. The inclusion criteria for physicians were current or former practice within the 
Polish primary healthcare system (at least part-time) and holding a specialty or undergoing 
residency training in general practice or pediatrics. A total of 177 participants completed 
the parental version of the questionnaire. The inclusion criteria for this group required 
being a parent or legal guardian of at least one individual diagnosed with ASD (regardless 
of the parent’s or child’s age) and having the child registered with a primary care physician 
within the Polish healthcare system.

Ethical approval was obtained from the Bioethical Committee at the Medical University 
of Gdansk (approval number: KB 511/2023), which complies with the Declaration of 
Helsinki. Informed consent was obtained from all participants at the beginning of the 
questionnaire. Prior to completing the survey, every participant was presented with the 
study’s aims and assured of the absolute anonymity of their responses. Participants were 
also informed of their right to withdraw from the study at any time during data collection 
without providing any reason.

The questionnaires analyzed in this study are part of a larger, multi-purpose research 
project on primary care for ASD in Poland, jointly designed by the authors. Two earlier 
publications reported findings from other subsets of items within the same data collection: 
the first publication analyzed items related to parental assessment of comprehensive ASD 
care [14] while the second analyzed items related to physicians’ factual knowledge of autism 
etiology, diagnosis, and support [21]. The present analysis addresses physicians’ self-
reported self-efficacy, clinical strategies and situational anxiety (physician side), together 
with parental perception of physician resources, parental perception of organizational 
barriers, and parental perception of the physician’s anxiety (parent side). The recruitment 
infrastructure, sampling period, and demographic profiles are identical to those previously 
reported. Because the three reports draw on the same two surveys, the item sets are not 
entirely disjoint: the parental items on physician resources (Q13–Q16, Q20–Q22) and 
organizational barriers (Q17–Q19) were also analysed in the earlier parental-view report 
and are re-used in the present study as components of composite scores and in the cross-
perspective comparison. The present analysis is therefore in part a secondary analysis of 
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items reported previously. The physician items and the parental anxiety item are analysed 
here for the first time. Table S8 maps each item block analyzed in this study against its 
publication status in the two earlier reports [Additional File S1].

The physician and parent samples were independent and not linked at the level of 
individual consultations; no physician–parent dyads were formed, and the two question-
naires did not refer to the same consultations. All cross-perspective comparisons therefore 
describe differences between group-level reports. The two samples also differed in compo-
sition: 59.6% of the physician sample were pediatricians, whereas 71.8% of the physicians 
described by parents were pediatricians, and 12.0% of physicians versus 31.1% of parents 
were based in a rural setting. These differences are addressed in the Limitations.

Statistical analysis was performed using StatPlus v.8. To establish the psychometric 
integrity of the study-developed instruments, the internal consistency of all aggregated 
scales was evaluated using Cronbach’s α. Within the physicians’ questionnaire, both com-
posite measures met the conventional reliability benchmark: the perceived self-efficacy 
scale (4 items) yielded 𝛼 = 0.873, and the clinical strategies scale (3 items) yielded 𝛼 = 0.807. 
From the parental perspective, the scale measuring perceived physician resources (7 items) 
showed strong internal consistency (𝛼 = 0.830), while the organizational barriers scale 
(3 items) yielded 𝛼 = 0.613, below the conventional 0.70 threshold; findings based on this 
scale are therefore interpreted as exploratory, and this weak internal consistency is reported 
as a limitation. Each composite was computed as an unweighted sum of its items, and 
higher values denote a greater amount of the construct in every case: physician self-efficacy 
(4 items, possible range 4–16), physician clinical strategies (3 items, possible range 3–12), 
parental perceived physician resources (7 items, possible range 7–28) and parental organiza-
tional barriers (3 items, reverse-scored so that higher values indicate less frequent provision 
of accommodations, possible range 3–12). Composite sums were used in all inferential 
analyses. The internal structure of the study-developed composites was examined with 
principal component analysis on the standardized item-correlation matrix, with compo-
nents retained according to the Kaiser criterion (𝜆 > 1); no rotation was applied. For the 
parental Physician Resources scale, the inter-item Spearman matrix showed non-uniform 
cohesion (𝜌 range = 0.23–0.73), and the unrotated solution yielded two components with 
𝜆 > 1 (𝜆1  = 3.562, 𝜆2  = 1.199), together accounting for 68.02% of the variance. Because the 
second component showed a mixed-sign pattern consistent with method variance rather 
than a substantively interpretable sub-dimension, and because the seven items formed a 
reliable composite (𝛼 = 0.830), all seven items were retained as a single unweighted sum. 
Full PCA outputs are reported in Table S5A–D. The assumption of normality was checked 
for all continuous variables using the Shapiro–Wilk test, and since the normal distribution 
was rejected, non-parametric methods were applied. To compare differences between two 
independent groups, the Mann–Whitney U test was performed. For all Mann–Whitney U 
comparisons the effect size was calculated as r = |Z|/√N and is reported alongside the test 
statistic; confidence intervals for r are not reported because r is derived directly from the 
test statistic rather than estimated independently.

Spearman’s rank correlation coefficient was calculated to determine associations be-
tween selected variables. For the cross-perspective comparison of categorical frequencies of 
routine clinical strategy use between physicians and parents, chi-square tests with odds 
ratios were applied; all tests used a two-tailed significance threshold of p < 0.05.

3. Results
The demographic profile of both physician and parent samples is presented in Table 1. 

A total of 166 physicians participated in the study, including 99 pediatricians (59.6%) and 
67 general practitioners (40.4%). The majority of respondents were female (142, 85.5%). The 
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median age of the participants was 35 years (range: 28–69). Regarding professional status, 
97 participants (58.4%) were fully certified specialists, while 69 (41.6%) were physicians 
in training (residents). Primary healthcare clinics constituted the main workplace for 
106 physicians (63.9%). Additionally, a positive family history of ASD was declared by 
36 participants (21.7%).

Table 1. Characteristics of parent and physician samples.

Physician Sample Parent Sample

Variable N (%) Variable N (%)

Gender Parent’s gender

Male 24 (14.5%) Male 12 (6.8%)

Female 142 (85.5%) Female 165 (93.2%)

Physician age—med. (range) 35 (28–69) Parent age—median (range) 39 (26–60)

Type of settlement Type of settlement

Rural area 20 (12%) Rural area 55 (31.1%)

Small town (up to 20,000 inhabitants) 24 (14.5%) Small town (up to 20,000 inhabitants) 39 (22%)

Medium town (20,000–100,000 inhabitants) 32 (19.3%) Medium town (20,000–100,000 inhabitants) 33 (18.6%)

City (more than 100,000 inhabitants) 90 (54.2%) City (more than 100,000 inhabitants) 50 (28.3%)

Medical specialty Child’s gender

Pediatrician 99 (59.6%) Male 146 (82.5%)

General Practitioner 67 (40.4%) Female 31 (17.5%)

Professional status Child age—med. (range) 7 (2–19)

Specialist 97 (58.4%) Subtype of ASD diagnosis (ICD-10)

Physician in training 69 (41.6%) Childhood autism 92 (52%)

Experience in primary healthcare Atypical autism 21 (11.9%)

Up to 5 years 74 (44.6%) Asperger Syndrome 51 (28.8%)

Between 5 and 10 years 42 (25.3%) Pervasive developmental disorder, 
unspecified 13 (7.3%)

Between 10 and 15 years 8 (4.8%)

More than 15 years 42 (25.3%) Comorbid ADHD

Primary healthcare as main workplace Yes 27 (15.3%)

Yes 106 (63.9%) No 150 (84.7%)

No 60 (36.1%) Comorbid intellectual disability

Positive ASD family history Yes 38 (21.5%)

Yes 36 (21.7%) No 139 (78.5%)

No 130 (78.3%) Primary care physician’s specialty

Pediatrician 127 (71.8%)

General Practitioner 50 (28.2%)

A total of 177 parents or legal guardians completed the questionnaire, the vast majority 
of whom were female (n = 165, 93.2%). The median age of the parents was 39 years (range: 
26–60). The median age of the children was 7 years (range: 2–19). Regarding the clinical 
profile, the sample of children represented various subtypes of ASD diagnoses according to 
ICD-10, alongside comorbidities such as attention-deficit/hyperactivity disorder (ADHD) 
and intellectual disability. The primary healthcare services for the participants’ children 
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were provided predominantly by pediatricians (n = 127, 71.8%), followed by general 
practitioners (n = 50, 28.2%).

To assess the overall clinical profile from the physicians’ perspective, three categories 
were identified. Individual items measuring self-efficacy and the implementation of clinical 
strategies were aggregated into composite scores. The third category evaluated physi-
cians’ subjective perception of situational anxiety, operationalized through a single-item 
global rating. Subsequently, associations between chosen variables and differences between 
subgroups were analyzed (Table 2).

Table 2. Correlation between chosen variables from the physician perspective (N = 166).

Variables Physician Anxiety Perceived Self-Efficacy Clinical Strategies

Physician anxiety -

Perceived self-efficacy 𝜚 = −0.24,
** p = 0.002 -

Clinical strategies 𝜚 = 0.07,
p = 0.36

𝜚 = 0.41
*** p < 0.001 -

** p < 0.01, *** p < 0.001.

The analysis revealed a significant negative correlation between the level of anxiety and 
self-efficacy (𝜚 = −0.24, p = 0.002) and positive correlation between the level of perceived 
self-efficacy and the more frequent use of clinical strategies (𝜚 = 0.41, p < 0.001).

To identify potential determinants of clinicians’ approaches to patients on the autism 
spectrum, group comparisons were conducted across three mentioned domains. The Mann–
Whitney U test revealed that medical specialty significantly differentiated physicians’ clinical 
profiles. While no significant difference was observed in baseline anxiety levels between 
pediatricians and general practitioners (Z = −0.21, p = 0.83), a significant difference emerged 
regarding perceived self-efficacy (Z = 2.34, p = 0.02) with pediatricians demonstrating a 
higher overall rank distribution of self-efficacy than general practitioners. Furthermore, a 
significant difference was found in the utilization of clinical strategies (Z = 3.81, p < 0.001), 
with pediatricians reporting a significantly higher frequency of implementing specific 
accommodations. In contrast, specialty status did not significantly differentiate scores 
in any of the examined domains. Regarding demographic and workplace characteristics, 
gender was found to significantly influence perceived self-efficacy, with female physicians 
reporting higher overall efficacy ranks than male clinicians. Additionally, physicians whose 
main workplace was outside of primary healthcare settings reported a significantly greater 
frequency of utilizing clinical accommodations than those working predominantly within 
primary care (Z = 3.06, p = 0.002). A positive family history of ASD was significantly 
associated with both enhanced perceived self-efficacy (Z = 2.4, p = 0.02) and a higher 
frequency of implementing specialized clinical communication strategies during patient 
encounters (Z = 2.08, p = 0.04).

Continuous and categorical analyses demonstrated that physicians’ chronological age, 
total length of professional practice (years of experience), and the geographical location 
or population size of the medical facility yielded no statistically significant associations or 
differences across any of the three clinical perspectives in this sample. Subgroup analysis of 
physicians’ situational anxiety, perceived self-efficacy, and clinical strategies is presented in 
Table 3.
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Table 3. Subgroup analysis of physicians’ situational anxiety, perceived self-efficacy, and clinical 
strategies (N = 166).

Subgroup (N) Anxiety
Median (Range)

Self-Efficacy
Median (Range)

Clinical Strategies
Median (Range)

Specialty

Pediatricians (99) 2 (1–3) 8 (4–12) 7 (3–10)

General Practitioners (67) 2 (1–4) 8 (4–13) 6 (3–12)

Z-score (r) −0.21 (0.02) 2.34 (0.18) 3.81 (0.30)

p-value 0.83 * 0.02 *** <0.001

Specialty status

Specialists (97) 2 (1–4) 8 (4–13) 6 (3–12)

Physicians in training (69) 2 (1–3) 8 (4–12) 6 (3–10)

Z-score (r) −0.06 (0.01) −0.20 (0.02) −0.96 (0.07)

p-value 0.95 0.83 0.34

Gender

Male (24) 2 (1–3) 7 (4–10) 7 (3–12)

Female (142) 2 (1–4) 8 (4–13) 6 (3–10)

Z-score (r) 0.84 (0.07) 2.39 (0.19) 1.17 (0.09)

p-value 0.40 * 0.02 0.24

Primary healthcare as main workplace

Yes (106) 2 (1–3) 8 (4–12) 6 (3–12)

No (60) 2 (1–4) 8 (4–13) 7 (3–10)

Z-score (r) −1.68 (0.13) −0.96 (0.07) 3.06 (0.24)

p-value 0.09 0.34 ** 0.002

Positive ASD family history

Yes (36) 2 (1–4) 8 (4–13) 7 (3–12)

No (130) 2 (1–4) 8 (4–12) 6 (3–10)

Z-score (r) −0.72 (0.06) 2.40 (0.19) 2.08 (0.16)

p-value 0.47 * 0.02 * 0.04
* p < 0.05, ** p < 0.01, *** p < 0.001.

To examine how parental evaluations of healthcare encounters are shaped by logistics, 
medical specialties, and the child’s clinical presentation, three core domains were identified. 
Perceived physician anxiety was operationalized as a single-item assessment capturing the 
parents’ subjective observation of the clinician’s situational distress. Individual items mea-
suring perceived physician resources and perceived organizational barriers were aggregated 
into composite scores.

Parents whose children had co-occurring intellectual disability perceived significantly 
higher levels of consulting physician’s anxiety (Me = 2, range: 1–4) compared to parents 
of children without intellectual disability (Me = 1, range: 1–4) (Z = 2.01, p = 0.04). In 
contrast, the presence of comorbid intellectual disability did not significantly alter parental 
assessments of the physicians’ available professional resources (p = 0.67) or the severity of 
perceived organizational barriers (p = 0.72). Similarly, a comorbid diagnosis of ADHD did 
not yield any significant differences in perceived physician anxiety (p = 0.15), resources 
(p = 0.19), or structural constraints (p = 0.26).
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Furthermore, the specific clinical subtype of the autism spectrum diagnosis (Childhood 
Autism vs. Other ICD-10 Diagnostic Variants) did not significantly differentiate parental 
reports across any of the evaluated outcome measures: perceived anxiety (p = 0.49), pro-
fessional resources (p = 0.85), or barriers (p = 0.55).

No statistically significant differences were detected for logistical and professional 
characteristics in parental evaluations. The primary specialty of the healthcare practitioner 
visited (Pediatrician vs. General Practitioner) did not significantly differentiate parents’ 
perspectives on perceived anxiety (p = 0.25), resources (p = 0.69), or organizational barriers 
(p = 0.63). Finally, the geographical setting and population size of the medical facility 
(towns with up to 100,000 inhabitants vs. cities with more than 100,000 inhabitants) showed 
no statistically significant relationships across the three parental dimensions (all p > 0.05). 
Comparison of perceived physician factors and organizational barriers in parental subgroup 
analysis is presented in Table 4.

Table 4. Comparison of perceived physician factors and organizational barriers in parental subgroup 
analysis (N = 177).

Subgroup (N) Perceived Physician Anxiety
Median (Range)

Perceived Physician Resources
Median (Range)

Perceived Barriers
Median (Range)

Primary care physicians’ specialty

Pediatricians (127) 1 (1–4) 12 (7–27) 9 (3–12)

General Practitioners (50) 1 (1–4) 12 (8–27) 8 (3–12)

Z-score (r) −1.16 (0.09) −0.40 (0.03) 0.48 (0.04)

p-value 0.25 0.69 0.63

Type of settlement

Town (up to 100,000 inhabitants) 
(127) 1 (1–4) 12 (7–27) 8 (3–12)

City (more than 100,000 
inhabitants) (50) 1 (1–4) 14 (8–22) 9 (3–12)

Z-score (r) −0.48 (0.04) −1.29 (0.10) 1.10 (0.08)

p-value 0.63 0.20 0.27

Subtype of ASD diagnosis (ICD-10)

Childhood autism (92) 1 (1–4) 12 (8–24) 8 (3–12)

Other ICD-10 diagnosis (85) 1 (1–4) 12 (7–27) 9 (3–12)

Z-score (r) −0.69 (0.05) −0.18 (0.01) 0.59 (0.04)

p-value 0.49 0.85 0.55

Comorbid ADHD

Yes (27) 1 (1–3) 11 (8–20) 9 (3–12)

No (150) 1 (1–4) 12 (7–27) 8 (3–12)

Z-score (r) −1.40 (0.11) −1.30 (0.10) 1.10 (0.08)

p-value 0.15 0.19 0.26

Comorbid intellectual disability

Yes (38) 2 (1–4) 12 (8–24) 8 (3–12)

No (139) 1 (1–4) 12 (7–27) 9 (3–12)

Z-score (r) 2.01 (0.15) −0.42 (0.03) 0.36 (0.03)

p-value * 0.04 0.67 0.72
* p < 0.05.
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To explore the interconnectedness of these parental evaluations, a Spearman rank 
correlation matrix was calculated (Table 5). Perceived physician anxiety was significantly 
and negatively correlated with perceived physician resources (𝜚 = −0.21, p = 0.004) and 
positively correlated with organizational barriers (𝜚 = 0.18, p = 0.02). Furthermore, a 
moderate, negative correlation was observed between perceived physician resources and 
organizational barriers (𝜚 = −0.41, p < 0.001).

Table 5. Spearman Rank Correlation Matrix for Perceived Physician Anxiety, Perceived Resources, 
and Perceived Organizational Barriers in Parental Perspective.

Variables Perceived Physician’s 
Anxiety

Perceived Physician’s 
Resources

Perceived Organizational 
Barriers

Perceived physician anxiety -

Perceived physician resources 𝜚 = −0.21,
** p = 0.004 -

Perceived organizational barriers 𝜚 = 0.18,
* p = 0.02

𝜚 = −0.41
*** p < 0.001 -

* p < 0.05, ** p < 0.01, *** p < 0.001.

In addition to evaluating general systemic barriers, parents were asked to report the fre-
quency with which specific structural and scheduling accommodations were implemented 
during their child’s medical visits (Figure 1). Among the surveyed strategies, ensuring 
provider continuity (seeing the same attending physician) was the most frequently experi-
enced accommodation, with the majority of parents (74.0%, n = 131) reporting that this 
occurred routinely (‘Often’ or ‘Always’). In contrast, proactive logistical scheduling was 
substantially less common. Scheduled timing (appointments at a fixed, predetermined 
time to minimize waiting) was experienced routinely by less than half of the sample (42.4%, 
n = 75), Finally, first-slot scheduling (arranging appointments at the very beginning of the 
day or queue to avoid crowded waiting rooms) was the least utilized strategy; only a small 
fraction of parents (12.4%, n = 22) experienced this accommodation routinely.

Figure 1. Parents’ reports on the frequency of structural and scheduling accommodations during 
healthcare encounters (n = 177). Bars show the proportion of parents answering ‘Often’ or ‘Always’ 
versus ‘Never’ or ‘Rarely’: provider continuity 74.0% (131/177) vs. 26.0% (46/177); scheduled timing 
42.4% (75/177) vs. 57.6% (102/177); first-slot scheduling 12.4% (22/177) vs. 87.6% (155/177).
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In order to compare perspectives between both analyzed groups, four item pairs 
were examined: three pairs of frequency items on clinical strategies (physician-reported 
frequency of delivery versus parental-reported frequency of receipt) and one pair that is 
not directly equivalent (physician confidence in adapting the clinical visit environment 
versus parental report of the frequency of sensory adjustments). To conduct the chi-square 
tests, ‘Always’ and ‘Often’ answers were aggregated.

As visualized in Figure 2, physicians reported higher rates of routine strategy delivery 
than parents reported receiving in all four comparisons, of which three are directly com-
parable frequency items on clinical strategy use and the fourth is not directly equivalent: 
the routine discussion of social difficulties (42.2% [70/166] vs. 18.6% [33/177]; 𝜒2  = 22.56, 
p < 0.001; OR = 3.18, 95% CI 1.95–5.18), the tailored addressing of family-centered needs 
(25.3% [42/166] vs. 7.9% [14/177]; 𝜒2  = 18.97, p < 0.001; OR = 3.94, 95% CI 2.06–7.54), 
the systematic tracking of ongoing external therapies (37.3% [62/166] vs. 18.1% [32/177]; 
𝜒2  = 15.99, p < 0.001; OR = 2.70, 95% CI 1.65–4.43), and sensory accommodations in the 
medical setting (27.7% [46/166] vs. 13.6% [24/177]; 𝜒2  = 10.56, p = 0.001; OR = 2.44, 95% 
CI 1.41–4.23). All 𝜒2  values are uncorrected for continuity; Yates-corrected values (21.46, 
17.71, 15.04 and 9.71) yielded the same conclusions.

Figure 2. Comparison of the cumulative frequency of ‘Often’ and ‘Always’ answers for selected 
clinical strategies from the physicians’ (n = 166) and parents’ (n = 177) perspectives. Percentages are 
displayed above the bars for each group: routine discussion of social difficulties, physicians 42.2% 
(70/166) vs. parents 18.6% (33/177), 𝜒2  = 22.56, OR = 3.18, 95% CI 1.95–5.18, *** p < 0.001; tailored 
addressing of family-centered needs, 25.3% (42/166) vs. 7.9% (14/177), 𝜒2  = 18.97, OR = 3.94, 95% CI 
2.06–7.54, *** p < 0.001; systematic tracking of ongoing external therapies, 37.3% (62/166) vs. 18.1% 
(32/177), 𝜒2  = 15.99, OR = 2.70, 95% CI 1.65–4.43, *** p < 0.001; sensory accommodations in the 
medical setting, 27.7% (46/166) vs. 13.6% (24/177), 𝜒2  = 10.56, OR = 2.44, 95% CI 1.41–4.23. All 𝜒2 
values are uncorrected for continuity.

Finally, a Mann–Whitney U test was used to compare physicians’ self-reported anxiety 
during autism-related consultations with parents’ ratings of how often the physician ap-
peared anxious. The two groups differed significantly (U = 8545.0, Z = −7.49, p < 0.001). 
Physicians reported a higher level of situational anxiety during these encounters (Me = 2.0, 
Q1–Q3 = 2.0–2.0) than parents reported observing in the attending physician (Me = 1.0, 
Q1–Q3 = 1.0–2.0). Because the samples were independent and the two items were not 
equivalent, this difference reflects divergent distributions of the two groups’ reports.
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4. Discussion
The current study investigated self-efficacy and the utilization of clinical strategies 

among primary care physicians within the context of caring for pediatric patients with 
ASD with attention to differences between physicians’ and parents’ group-level reports of 
clinical strategies and anxiety. Our findings revealed that higher self-efficacy was associated 
with lower levels of anxiety experienced by clinicians during consultations. This finding 
aligns with prior research demonstrating that low self-efficacy among healthcare providers 
is frequently linked to occupational burnout and heightened emotional distress [22–24]. 
Furthermore, our data indicate that higher self-efficacy was associated with more frequent 
use of clinical strategies, which ultimately supports a higher quality of care in primary 
medicine [25,26]. Pediatricians, physicians whose main workplace was outside of primary 
healthcare settings, and those with positive ASD family history reported significantly higher 
frequency of implementing specific strategies. Specialty, gender and a positive family 
history of ASD were each significantly associated with self-efficacy, whereas specialty status, 
physician age and geographic location showed no significant association; the study was not 
powered to detect small effects.

Furthermore, our study sheds light on the structural reality of primary care through 
the lens of caregiving families. The descriptive analysis of parental responses showed that 
reported structural accommodations were uneven: provider continuity was the most fre-
quently reported accommodation (74.0%), whereas scheduled timing (42.4%) and priority 
first-slot scheduling (12.4%) were reported less often. For families raising children with 
ASD, these organizational barriers transcend minor administrative inconveniences; they 
were reported alongside sensory overload and behavioral distress in pediatric patients. 
The findings correlate with other studies in the field [27–29]. Crucially, the overall level 
of perceived organizational barriers was positively correlated with perceived physician 
anxiety and negatively correlated with perceived physician resources, consistent with a 
weak association between reported organizational barriers and perceived physician anxiety 
in these reports (𝜚 = 0.18, p = 0.02). The construct of physician anxiety was evaluated from 
both perspectives. The level of self-reported clinician anxiety remained stable across all 
investigated variables, indicating that the self-reported anxiety did not differ significantly 
across the physician characteristics examined, although the study was not powered to detect 
small subgroup differences.

Conversely, parental reports showed a significant but modest association between 
comorbid intellectual disability and perceived physician anxiety (Z = 2.01, p = 0.04), 
based on a single unadjusted comparison; no other variable examined showed a significant 
association, and the study was not powered to detect small effects. This finding aligns 
closely with the existing literature [30,31].

Interestingly, the research revealed the statistically significant difference between self-
reported clinician anxiety and the level of anxiety perceived by parents. Physicians reported 
higher situational anxiety than parents attributed to them. Because the two samples were 
independent and the two items were not equivalent (physicians rated how often they feel 
anxious; parents rated how often the physician appears anxious), this finding indicates 
divergent distributions of the two groups’ reports rather than documented concealment 
of anxiety within the same consultation. One possible interpretation, consistent with the 
emotional-labour literature, is that clinicians manage the visible expression of anxiety 
during consultations; this remains a hypothesis, as no measure of expressive suppression 
or concealment was collected [32–34].

Beyond individual attributes and organizational resources, the most critical finding 
of this study lies in the pervasive divergence between physicians’ and parents’ perspec-
tives regarding the implementation of clinical strategies. Across all investigated domains, 
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medical practitioners reported significantly higher rates of routine strategy execution than 
parents reported receiving (three directly comparable comparisons, independent samples, 
p < 0.001; the non-equivalent sensory comparison, p = 0.001). The largest absolute differ-
ence concerned the routine discussion of social difficulties, whereas the largest relative 
difference concerned family-centered needs. The two samples reported different distribu-
tions of routine strategy delivery and receipt; because the groups were independent and 
not linked, the data cannot establish whether an intervention reported by a physician was 
delivered to, noticed by, or remembered by a particular parent. This finding aligns with the 
broader literature on medical communication in developmental care, which emphasizes that 
structured clinical behaviors often fail to translate into perceived support unless they are 
explicitly, repeatedly, and collaboratively communicated to the patient’s primary support 
ecosystem [35–37].

Together with two earlier reports from the same research project, the present study 
forms the third component of a triangulated account of primary care for ASD in Poland. The 
first prior report quantified factual knowledge of ASD among the same 166 primary care 
physicians—etiologies (37.95% correct), diagnostic criteria (42.69%), and patient support 
(70.05%) [21]. The second prior report addressed comprehensive care as experienced by 
parents of children with ASD [14]. The present study shifts the lens to physician self-efficacy, 
clinical strategies, situational anxiety, and organizational barriers—what physicians report 
doing in the consultation room and how those reports align with parents’ perceptions. 
Because the three reports draw on partly overlapping subsets of items from a single, jointly 
designed data collection—the parental items on physician resources and organizational 
barriers having been reported previously and re-used here as composites—the three publi-
cations together offer a more complete view of primary care for ASD in Poland than any 
single publication could, while sharing a common sampling frame and a common set of 
demographic variables.

5. Conclusions
In conclusion, this study documents a substantial divergence between the reports of 

two independent, non-linked groups: primary care physicians and parents of children with 
ASD. Because no physician–parent dyads were formed and the two questionnaires did not 
refer to the same consultations, these findings describe differences between group-level 
reports rather than disagreement within individual visits.

Physicians reported a higher level of situational anxiety during autism-related con-
sultations than parents attributed to the attending physician. This pattern is consistent 
with the possibility that clinicians manage the visible expression of anxiety in front of fami-
lies, but no measure of expressive suppression or concealment was collected; it therefore 
remains an untested hypothesis rather than an observed finding. In parallel, physicians’ 
reports of routine strategy delivery consistently exceeded parents’ reports of receiving 
them across all three directly comparable domains examined, with the non-equivalent 
sensory comparison also differing, and parents’ reports of structural accommodations were 
uneven, with provider continuity reported most frequently and priority first-slot scheduling 
least frequently.

Consequently, optimizing primary care for the autism community is unlikely to be 
achieved by enhancing individual physician self-efficacy alone. The findings point instead 
toward systemic reforms, standardized communication checklists, and institutionalized 
structural accommodations tailored to the logistical realities of neurodivergent pediatric 
patients—directions that follow from the observed pattern but were not tested in the present 
cross-sectional, self-report design and require evaluation in future work using matched 
physician–parent dyads.
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6. Limitations
Several limitations should be considered when interpreting the findings of this study. 

The physician and parent samples were independent and not matched at the level of indi-
vidual consultations; the study therefore compares group-level reports and cannot establish 
within-consultation disagreement or identify whether a particular physician overestimated 
what a particular family received. This is a primary limitation of the design. The two 
samples also differed in composition and setting: pediatricians represented 59.6% of the 
physician sample but 71.8% of the physicians described by parents, and 12.0% of physicians 
versus 31.1% of parents were based in a rural setting. Because pediatricians reported sig-
nificantly more frequent use of clinical strategies than general practitioners, this specialty 
imbalance is itself associated with the outcome compared across samples and is therefore 
a potential contributor to the observed physician–parent difference, rather than a minor 
demographic difference. Because both surveys were distributed online through professional 
networks and social media, a participation rate could not be calculated, and the samples 
are likely subject to self-selection; the extent of this bias cannot be quantified. In addition, 
36.1% of physicians reported that primary healthcare was not their main workplace, and 
these physicians reported significantly more frequent use of clinical strategies than those 
working predominantly in primary care (Z = 3.06, p = 0.002); the physician results may 
therefore not fully represent routine Polish primary care. The analyses were exploratory 
and involved multiple comparisons without adjustment for multiplicity, and the study was 
not powered to detect small subgroup differences; non-significant findings should therefore 
not be interpreted as evidence of absence. The cross-sectional design precludes drawing 
definitive causal inferences regarding the directionality of the links between physician 
self-efficacy, situational anxiety, and parental experiences. Second, data collection relied 
on online self-reported questionnaires developed specifically for this study. While the 
composite scales measuring physician self-efficacy, clinical strategies, and parental per-
ceived physician resources demonstrated strong internal consistency (𝛼 = 0.807–0.873), 
the parental organizational barriers scale fell below the conventional 𝛼 ≥ 0.70 benchmark 
(𝛼 = 0.613). For the organizational barriers scale, 𝛼 = 0.613 should not be interpreted as 
evidence of a reliable measurement instrument but rather as a preliminary indication that 
the three queried logistical accommodations cohere weakly as a single composite in this 
sample. The parental Physician Resources scale warrants particular caution: unrotated 
PCA identified two components with eigenvalues above 1 (𝜆1  = 3.562, 𝜆2  = 1.199), together 
accounting for 68.02% of the variance. The second component showed a mixed-sign pattern 
that may reflect method variance, but a substantive interpretation cannot be excluded; 
because the seven items nevertheless formed a composite with acceptable internal con-
sistency (𝛼 = 0.830), they were retained as a single unweighted sum for descriptive and 
exploratory purposes, and the potential multidimensionality of this score is acknowledged 
as a limitation. The seven items were retained as a single unweighted sum as a pragmatic 
decision, and the potential multidimensionality of this score is an acknowledged limitation. 
Accordingly, these study-developed instruments require confirmatory factor analysis and 
test–retest reliability assessment before deployment as comparative metrics across studies. 
Finally, because the physician protocol did not include a parallel composite of administra-
tive constraints, the characterization of organizational barriers remains strictly one-sided 
from the parental perspective, preventing a direct between-group statistical comparison 
of infrastructural burdens. The child’s ASD diagnosis, comorbid ADHD and comorbid 
intellectual disability were reported by parents and were not independently verified against 
medical documentation; the subgroup analyses that use these variables therefore rest on 
parent-reported classifications.
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