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BACKGROUND. The competitive managed care marketplace is causing increased restrictiveness in the struc-
ture of health plans. The effect of plan restrictiveness on the delivery of primary care is unknown. Our purpose
was to examine the association of the organizational and financial restrictiveness of managed care plans with
important elements of primary care, the patient-clinician relationship, and patient satisfaction.

METHODS. We conducted a cross-sectional study of 15 member practices of the Ambulatory Sentinel Practice
Network selected to represent diverse health care markets. Each practice completed a Managed Care Survey to
characterize the degree of organizational and financial restrictiveness for each individual health care plan. A total
of 199 managed care plans were characterized. Then, 1475 consecutive outpatients completed a patient survey
that included: the Components of Primary Care Instrument as a measure of attributes of primary care; a measure
of the amount of inconvenience involved with using the health care plan; and the Medical Outcomes Study Visit

Rating Form for assessing patient satisfaction.

RESULTS. Clinicians’ reports of inconvenience were significantly associated (P <.001) with the financial and
organizational restrictiveness scores of the plan. There was no association between plan restrictiveness and
patient report of multiple aspects of the delivery of primary care or patient satisfaction with the visit.

CONCLUSIONS. Plan restrictiveness is associated with greater perceived hassle for clinicians but not for
patients. Plan restrictiveness seems to be creating great pressures for clinicians, but is not affecting patients’
reports of the quality of important attributes of primary care or satisfaction with the visit. Physicians and their
staffs appear to be buffering patients from the potentially negative effects of plan restrictiveness.
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anaged care has become the predomi-
nant approach to health care financing in
the United States.1This explosive growth
has been accompanied by an increasingly
complex array of types of managed care
plans and a growth in the use of restrictions and finan-
cial incentives to influence physician practice behav-
ior.2 Contributing to the diversity and complexity of
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managed care are new incentive systems, strategies to
manage patterns of care,3 and a shift toward national
investor-owned plans. In addition, many practicing
physicians are participating in new business relation-
ships, including physician hospital organizations, med-
ical service organizations, and risk-sharing arrange-
ments. The treatment of all managed care plans as a sin-
gle entity for comparison with fee-for-service plans is
no longer adequate to capture the effect of the health
care context on the delivery of care or health out-
comes.”” A typology of features that represents a plan’
organizational and incentive features would facilitate
understanding of what specific aspects affect outcomes
of care across the nation.67 The Managed Care Survey
was developed for use in this study to build on previous
work by measuring specific attributes of different man-
aged care plans that may affect both physician and
patient outcomes.

Managed care organizations traditionally position
primary care clinicians as the cornerstones of their
delivery system8 however, the effect of the restrictive-
ness of managed care plans on the patient-physician
relationship and the delivery of important attributes of
primary care (as described by the Institute of
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Medicine9 are poorly understood. A common assump-
tion is that managed care fosters primary care because
of its gatekeeper and first-contact functions.8 Since
health systems organized around primary care have been
shown to have better population-level outcomes,Done
might expect similar results from managed care sys-
tems. 1B Several aspects of the current competitive man-
aged care marketplace, however, do not appear to be
conducive to achieving the goals of primary care.45The
restrictions on clinicians’ and patients’ choices have
raised concerns about the potential detrimental effect of
managed care on the patient-physician relationship.BIn
addition, the practice of annual re-bidding of managed
care contracts can cause a forced disruption in continu-
ity of care7with detrimental effects on patients. EBFor
these reasons, the Institute of Medicine recommends
monitoring the performance of health care systems to
assess the adequacy of the delivery of attributes of pri-
mary care.9

The restrictions and incentives imposed by managed
care organizations that are designed to modify physician
practice behavior may inadvertently effect other valued
aspects of patient care. The purpose of our study is to
evaluate the association of managed care restrictiveness
with specific attributes of primary care, visit-based
patient satisfaction, and perceived inconvenience (or
‘hassle”) of using the plan.

METHODS

Study Design, Sites, and Sample
Across-sectional design was used to collect data from 15
member practices of the Ambulatory Sentinel Practice
Network (ASPN). ASPN, composed of 752 community-
based practicing clinicians, was established in 1982 to
conduct practice-based research. Its 122 practices in 34
states have been shown to serve a nationally representa-
tive patient population and provide access to health care
markets with a wide range of penetration and maturity
of managed care.DWe solicited volunteer practice sites
and chose 15 US ASPN sites to represent high-, medium-,
and low-levels of managed care penetration in both
urban and rural areas. Clinician and practice character-
istics, including the clinicians’ estimate of the proportion
of managed care in the practice, were obtained from the
ASPN member database, which is updated annually. All
15 sites that were invited to participate in the study
agreed to complete it.

Data Collection

The ASPN central office recruited and trained partici-
pating practice personnel and coordinated project
implementation. Between April and August 1997, prac-
tices were sent explicit protocol instructions and copies
of the Managed Care Survey and the patient survey and
were instructed to choose a start date for administering
surveys to 50 consecutive patients of each participating

clinician. Patients were asked to complete the survey
before leaving the office. A preassigned number corre-
sponding to the patient’s insurance plan was written on
the survey before it was given to the patient. The staff
also kept track of the age, sex, and insurance plan of
those patients who declined to participate, so that any
nonparticipation bias could be evaluated.

In addition, for each practice a single Managed Care
Survey was completed jointly by a physician and office
manager to characterize each individual managed care
health care plan with a minimum of 5% of all patients.
Each insurance plan on the survey was identified by the
same number that was used on the corresponding indi-
vidual patients’ health care plans on the patient survey.

Measures

Managed care was conceptualized as a set of organiza-
tional restraints and financial incentives that are intend-
ed to focus and limit clinicians’ use of health care
resources. The Managed Care Survey was designed to
characterize managed care plans along several dimen-
sions. The survey was developed by the ASPN Task
Force on Managed Care, which consisted of 6 family
physicians from the United States and 1 from Canada
representing diversity in gender, geographic location,
organization of practice, managed care market, and
years in practice. Group consensus was used to identify
and define the key managed care features that represent
organizational restraints, financial incentives, and other
aspects affecting the restrictiveness of plans.

The plan features measured by the managed care sur-
vey included the proportion of each practice’ patients in
the plan, the plan’ financial restrictiveness and organi-
zational restrictiveness, and the level of hassle associat-
ed with it. The financial restrictiveness portion of the
survey included the type of reimbursement (capitation
global risk, capitation professional risk, capitation pri-
mary care risk, discounted fee-for-service, or fee-for-ser-
vice) and whether the plan carried a clinician-withhold
fund or an incentive-bonus fund. The organizational
restrictiveness part of the survey included plan charac-
terization on the following features: mental health carve-
out, laboratory services, formulary preauthorization for
diagnostic or treatment procedures, preauthorization for
physician referrals, specialty network, and procedure
(site of service) constraints. The managed care survey
features and their definitions are listed in Appendix A*

Some plan features were viewed as more important
than others for describing a plan’ financial and organi-
zational restrictiveness. Each member of the ASPN
Managed Care Task Force assigned a value of impor-
tance for each feature (using a Likert scale where 1 =
somewhat important; 10 = very important). The group
mean assigned weight for each feature was used to cal-
culate the 2 weighted summary scores representing the

‘The appendices for this paper can be found on the Journal's Web
site at www.jfampract.com.
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financial and organizational restrictiveness of each plan.

In addition to the managed care plan features, clini-
cians completing the survey were asked to rate the
degree of hassle, defined as the degree of time-con-
suming interference with routine practice activities
perceived to be associated with the plan, on a scale of
1to 5. Additional items on the Managed Care Survey
included questions about the type of practice (solo,
multispecialty group, and so forth), political/business
affiliations, recent mergers/buyouts, and type of clini-
cian compensation.

The attributes of delivery of primary care were mea-
sured by the revised Components of Primary Care
Instrument (CPCI)ZLwhich measures key attributes of
the patient-provider relationship based on the recent
Institute of Medicine definition of primary care.6 The
CPCI assesses interpersonal communication, compre-
hensive care, continuity of care, coordination of care,
providers accumulated knowledge about the patient,
family orientation, community orientation, advocacy,
and patient preference for their usual provider. Each
attribute is measured from the patient’s perspective of
the patient-provider relationship. Descriptive statistics,
internal consistency reliabilities, and scale content are
displayed in Appendix BA Missing data on the CPCI
scale scores were handled by setting a maximum num-
ber of missing values allowed per scale and computing a
score using individual responses to the remaining scale
items. Questionnaires missing more data than the maxi-
mum allowed were given no score for that scale.
Therefore, the total number of patients with complete
data per scale, and the sample size for analyses, varies
by scale.

Patient satisfaction with the visit was mea- —
sured using the Medical Outcomes Study 9-ltem
Visit Rating Form.2 Two scores were computed,

patient survey were linked by a unique identifier on the
basis of site and site-specific health care plan. Patient
surveys that could not be linked (eg, because of a miss-
ing plan identifier or because the plan was not rated on
the Managed Care Survey) were included in the descrip-
tive statistics of the study sample, but are excluded from
the analyses involving the managed care features.
Descriptive statistics of the sites, clinicians, and plan
features are calculated. We used chi-square tests to com-
pare the data available from the nonresponders with the
data from the responders to assess bias.

We used the Pearson correlation to test the associa-
tion of the plans’financial and organizational restrictive-
ness scores with the clinicians’ reports of hassle. The
association of the managed care plan restrictiveness
scores with each of the CPCI scale scores, patient satis-
faction with the visit, and patient perceived hassle was
tested with multilevel modeling techniques using hierar-
chical linear regression software.2 Multilevel modeling
is an analysis technique that accounts for the nested
structural context of the data. Two potential confound-
ing variables, patient age and health status, were includ-
ed as covariates in these analyses.

RESULTS

All 15 sites returned a completed Managed Care Sunvey.
Practice characteristics are displayed in Table 1 One
fourth of the practices had experienced a recent profes-
sional merger and one third had undergone a recent pur-
chase or buyout. The average number of managed care
plans in each practice ranged from 1to 25, with an aver-

TABLE 1

Characteristics of the 15 Practice Study Sites

patient satisfaction with the physician and with ~ Characteristic Percent or Mean (D)
practice operation.3Another specific patient item )
(satisfaction with the amount of time spent with ~ Region
the physician) was also assessed separately. Eight Eastern 53
items were written to assess the patients per- Cen_tr_a' 21
ceived hassle in obtaining health care, and a sum- G Pacific ) 20
. . eographic location
mary scale score was computed (internal consis- Rural 23
tency rellablllty = .80). AletlonaI items on the Urban 13
patient survey included patient age, sex, 2 reports Suburban 53
of health status, whether today’s physician is the  pragtice type
patients regular physician, and if no, whether the Solo 20
patients regular physician is a member of the Single-specialty group 27
office. Standard demographic items were included Multispecialty group 20
on the abbreviated survey for new patients. Also HMO staff model 7
included were questions regarding whether that Academic practice 26
visit was for well-care or serious illness, and Recent merger (% yes) 25
whether they had been forced to change physi- Recent buyout (% yes) 33
cians in the past 2 years. Average no. of managed care plans 13.3 (7.7)
Average % of patients in managed care plans 51.1 (24.9)

Analyses
Data from the Managed Care Survey and the

SD denotes standard deviation.
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TABLE 2

Characteristics of the 41 Clinicians in the Study Sanmple

Characteristic Percent or Mean (D)
Men 66
Age, years 42(7)
Degree

MD 96

DO 2

FNP 2
Resident 15
Time spent in patient care 90
Mode of compensation

Net revenues 30

Salary and bonus 52

Straight salary 18

SD denotes standard deviation; MD, doctor of medicine; DO, doctor of
osteopathy; FNP, family nurse practitioner.
*Range = 30% to 100%.

age of 13.3 plans. The average proportion of patients in a
managed care plan per site was 51% (range = 21% to
100%). The 41 clinicians participating in the study are
characterized in Table 2. The vast majority of clinicians
had MD degrees, and 66% were men. On average, clini-

TABLE 3
o,

Characteristics of the 1475 Patients in the Study Sarmmple

Characteristic Percent or Mean (D)
18to 25 n
26to 35 20
36 to 45 22
46 to 55 18
56 to 65 10
66to 75 10
>75 9

Sex, % women 66

Health status*

Today 29 1)
In general 2.6 (1.0
Saw regular doctor today 84
Made well-care visit in past 2 years 56

Been treated for a serious illness in past 2 years 25
Insurance plan type

Traditional commercial n
Medicare 15
Medicaid 6
Self-pay 7
Other 2
Managed care plan 59

Note: This table contains weighted data.
SD denotes standard deviation.
*Measured on a Likert scale, where 1 = excellent and 5 = poor.

cians spent 90% of their time on patient care.

The patient response rate was also excellent. Of the
1922 patients approached, 1839 (96%) agreed to com-
plete the patient survey. One hundred and six patients
returned a blank survey and represent passive refusers.
Of the 1733 patients returning a survey at least partially
completed, 1503 were established patients, and 230 were
new patients. Twenty-eight established patients did not
see their regular physician, and that physician was not a
member of the office they were visiting that day. These
patients were excluded, bringing the final patient sample
size to 1475.

Patient characteristics are reported in Table 3. The
majority of patients were women, and health status, on
average, was good. Most patients (84%) saw their regu-
lar physician, approximately half had a well-care visit
within the past 2 years, and approximately one fourth
were treated for a serious illness within the past 2 years.
Fifty-nine percent of established patients had some type
of managed care insurance. Standard Medicare and
Medicaid insurance accounted for 21% of patients, and
only 11% were categorized as having traditional com-
mercial insurance. Established patients who declined to
complete the patient survey (n = 41) were similar in
average age and type of insurance but were more likely
to be men than the patients who completed the survey.

Table 4 displays the frequency of the different man-
aged care features measured by the Managed Care
Survey. Laboratory services, preauthorization, specialty
networks, and site of service were features of more than
50% of the 199 managed care plans characterized.
Physicians rated plans with a restrictive feature as gen-
erating greater hassle on average than plans without
restrictive features. The 2 exceptions to this trend were
plans with point-of-service and withhold features.

We investigated the association of managed care plan
restrictiveness with each of the CPCI scale scores and
patient satisfaction with the visit. Of the 870 patients
with a type of managed care insurance, 786 patients had
complete data for this analysis. For ease of interpreta-
tion, the managed care restrictiveness scores were divid-
ed into low (27%), medium (46%), and high (27%).5This
categorization of the restrictiveness scores has 3 advan-
tages: interpretation of 3 group means versus a p coeffi-
cient is easier; a nonlinear association is readily deter-
mined; and the distributions of the outcome measure for
the high and low groups can be shown to be nonover-
lapping. If no statistically significant difference is found
between these 2 distinctly different extreme groups, this
can be taken as evidence for not rejecting the null
hypothesis of no association.

As indicated in Table 5 the mean of the different
CPCl, hassle, and patient satisfaction scores were very
similar across each level of managed care plan financial
restrictiveness. Similarly, organizational restrictiveness
was not significantly associated with any of the CPCI
scale scores, patient report of hassle, or the satisfaction
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TABLE 4

Frequency of Features of 185 Managed Care Plans

Physician
Perceived
Plan Hassle

with the
Characteristic Percent Feature*
Specialty network 87 291
Preauthorization 61 3.40
Site of service 58 3.45
Laboratory 54 *3.20
Formulary 40 341
Preauthorization for referral 36 3.38
Mental health carve-out 33 3.54
Point of service 23 2.85
Bonus 13 3.74
Withhold 9 2.83

'Physicians rated each plan in terms of perceived ease of use on a scale of 1to 5, where 5=most hassle.

scores. These analyses were adjusted for patient age and
health status and the nested effect of the data.

DISCUSSION

We used innovative measures and a unique practice-
based laboratory to assess the impact of specific aspects
of managed care on the delivery of important attributes
of primary care. The findings suggest that the restric-
tiveness of managed care plans does not affect patients’

TABLE 5

perceptions of multiple
attributes of primary care
or their satisfaction with

Physgan the visit. However, both
Perceived financial and organization-
Plan Hassle al restrictiveness were
erteh;tﬂtré?e P associated with greater
clinician-reported hassle.

207 002 These findings may not
187 <001 conform to the wide-
1.97 <001 spread belief by practicing
237 <001 clinicians that plan char-
239 <001 acteristics affect patients
251 <001 in a direct way,8band clin-
2.37 <001 icians may be reassured to
2.77 ns find that they are able to
2.63 <.001 maintain good primary
2.78 ns care relationships with

patients amidst the chal-
lenges they experience.

Clinician hassle was rated
in terms of the time required for insurance-mandated
administrative activities generated by the plan (eg, the
length and repetition of required forms and written or
verbal requirements). Other studies have reported spe-
cific physician-reported hassles associated with particu-
lar plans.87 Most of the hassles can be attributed to an
added administrative burden, such as the need to make
phone calls, write letters, and gather information from
medical records in response to denial of payment,
requests for patient information, or precertification of

Mean Components of Primary Care, Hassle and Satisfaction Scores by Level of Managed Care Plan Restrictiveness

Financial Restrictiveness

Patient Report of Low Med High
Care Characteristics (n=332) « (n=213) =241)
Components of primary care
Comprehensive care 5.15 5.08 5.18
Accumulated knowledge 4.64 4.45 4.72
Communication 5.05 4.83 5.06
Preference for regular doctor 531 5.20 5.32
Coordination of care 4.84 4.74 4.99
Advocate 5.18 511 5.23
Family orientation 4.47 4.12 4.24
Community orientation 4.50 4.00 4.40
Duration 3.03 3.13 2.92
Continuity of care (UPC index) 0.64 0.64 0.64
Fiassle 2.30 2.25 2.18
Satisfaction
Site 3.84 3.77 3.83
Clinician 4.41 4.26 4.37
Time spent with clinician 3.97 3.88 4.08
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Organizational Restrictiveness

n ' Low Med High
P (n=204)  (n=312) (n=270) P
ns 5.25 5.12 5.09 ns
ns 4.80 4.77 4.53 ns
ns 4.94 5.01 481 ns
ns 5.26 5.28 5.26 ns
ns 4.92 491 4.74 ns
ns 5.06 5.09 5.15 ns
ns 4.54 4.46 4.20 ns
ns 4.20 4.40 4.20 ns
ns 3.06 2.86 2.97 ns
ns 0.65 0.66 0.65 ns
ns 2.46 2.23 2.24 ns
ns 3.64 3.83 3.84 ns
ns 4.35 4.36 4.29 ns
ns 3.93 3.97 4.01 ns
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services.Z Our findings that clinicians reported
increased administrative burden with more restrictive
plans reinforce the idea by Freberg®that it is difficult to
know whether managed care plans axe cost effective or
merely add to the hidden cost of administrative over-
head. Future studies should investigate the amount of
effort required for additional administrative burdens rel-
ative to the cost savings of the plan.

The lack of association between patient-perceived
hassle and plan restrictiveness indicates that the bur-
dens of plan restrictiveness fall squarely on the shoul-
ders of clinicians and staff. It is also likely that patients
who are less concerned about plan restrictions may have
self-selected a restrictive plan for cost savings or other
perceived benefits. For these patients, the benefits (eg,
lower deductibles, coverage of health maintenance vis-
its) may outweigh the disadvantages (eg, restricted free-
dom of choice, increased personal cost incurred to opt
for out-of-plan services).

Concerns have been raised about conflict of interest,
the effect of financial incentives on physician behavior,
the quality of the patient-physician relationship and deci-
sion making, time constraints, and the potential for
underservice with managed care systems.BBD3
Grumbach and colleagues&found that 57% of physicians
surveyed reported that they felt pressure from the man-
aged care organization to limit referrals; 75% felt pres-
sure to see more patients per day; and 17% and 24%,
respectively, felt that limiting referrals and seeing more
patients per day compromised patient care. In our study,
patients in highly restrictive managed care plans did not
perceive their physician to be any less of an advocate for
their health care than patients in the low- or medium-
restrictiveness groups. Thus, this sample of primary care
clinicians continued to engage in trusting relationships
with their patients despite the potential conflict of inter-
est that could arise from managed care plans’ financial
incentives to restrict care.

In our sample of patients, as well as in others,2Lthe
CPCI assessed important aspects of primary care with
good internal consistency. The instrument’ scale scores
have been shown to be associated with patient satisfac-
tionZ and delivery of preventive services,d and have
been shown to detect differences in the delivery of pri-
mary care to patients who faced forced discontinuity of
care and those who remained with their regular physi-
cian.b The CPCI should be sensitive to many of the
potential ill effects of managed care on the patient-physi-
cian relationship and delivery of primary care. The lack
of association between plan restrictiveness and patient
report of primary care is striking, and there is strong evi-
dence that the clinicians and office staff who report
being hassled by these restrictions are not allowing
those hassles to interfere with their delivery of patient
care.

Others® have evaluated physician satisfaction with
specific plan features and physician-rated quality of spe-

cific health care plans.3We asked physicians to objec-
tively report the presence or absence of specific organi-
zational and financial features of each of the managed
care plans in their practices. Using the Managed Care
Survey to characterize specific organizational and finan-
cial aspects of plans is a major advance in being able to
test the importance of these features on physician
behavior and processes of care and patient outcomes.

Limitations

The main potential threat to the internal validity of the
study is patient nonresponse. The nonrespondents were
more likely to be men than patients who completed the
survey. It is possible that these patients may have been
less satisfied with care and may have reported lower
scores on the CPCI. However, nonrespondents represent
only 10% of those approached, and it is unlikely that the
findings of the study would have changed if they had
been included. We are also unable to comment on how
long a patient had been with their current insurance
plan. Length of exposure and actual experience with the
features of a plan could potentially affect the association
of plan restrictiveness with perceived delivery of prima-
ry care. However, consecutive patients were enrolled,
which should reduce the likelihood of a selection bias of
such avariable.

Replication of this study in a larger number of com-
munity-based practice sites and in a general community
sample would add to the generalizability of the findings.
In these times of increased business interest in medi-
cine,¥itis important to continue to monitor and evaluate
the immediate, long-term, intended, and unintended out-
comes of specific features of managed care.

CONCLUSIONS

Managed care plan restrictiveness does not appear to be
affecting the delivery of primary care as measured from
the perspective of the patient. However, the financial
and organizational restrictiveness of managed care plans
does lead to greater clinician hassle. We interpret these
results to suggest that primary care clinicians are able to
effectively buffer the effects of health plan structure on
their patients. These findings raise questions about the
effect of plan restrictiveness on efficient use of clinician
time and the clinicians ability to continue to deliver
quality primary care amidst competing administrative
demands.
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