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Objective: This study compares the primary health care quality of 
community health centers (CHCs) and health maintenance organi
zations (HMOs) in South Carolina to elucidate the quality of CHC 
performance relative to mainstream settings such as the HMO. 

-

Methods: Mail surveys were used to obtain data from 350 randomly 
selected HMO users. Surveys with follow-up interviews were con
ducted to obtain data from 540 randomly selected CHC users. A vali
dated adult primary care assessment tool was used in both surveys. 
Multivariate analyses were performed to assess the association of health 
care setting (HMO versus CHC) with primary care quality while con
trolling for sociodemographic and health care characteristics. 

-
-

-

Results: After controlling for sociodemographic and health care use 
measures, CHC patients demonstrated higher scores in several pri
mary care domains (ongoing care, coordination of service, compre
hensiveness, and community orientation) as well as total primary 
care performance. 

-
-

Conclusion: Users of CHC are more likely than HMO users to rate 
their primary health care provider as good, except in the area of ease 
of first contact. The positive rating of the CHC is particularly im
pressive after taking into account that many CHC users have char
acteristics associated with poorer ratings of care. 

-
-

Since their inception in the 1960s, community health cen
ters (CHCs) have served as a primary care safety net for 

the medically vulnerable populations in both inner-city and 
rural areas of the United States.1–4 CHCs are private, non
profit organizations that receive public funding to provide 
comprehensive, coordinated, integrated health care, including 

-

-

primary and preventive care services, within a single institu
tional setting for people residing in their service areas. Their 
central mission is to increase access to community-based pri
mary health care services and improve the health status of 
medically vulnerable populations. In 1998, health centers na
tionwide consisted of nearly 700 organizations delivering ser
vices at almost 2,000 sites to an estimated 9 million people, 
among whom approximately 40% were uninsured, 65% were 
members of racial and ethnic minority groups, 6% were home
less, 33% were insured by Medicaid, 66% were living below 
the poverty level, and another 20% had incomes between 100 
and 200% of the poverty level.5 

-

-

-
-

-

Although CHCs have improved access to health care for 
medically vulnerable populations in the United States,6–13 

limited research has been published regarding the quality of 
health care services provided in the CHC setting relative to 
mainstream settings.4,14–18 The purpose of this study was to 
compare primary care quality provided to patients seen by a 
CHC with that provided to patients seen by a health mainte
nance organization (HMO). The Institute of Medicine listed 
the quality attributes of primary care as accessibility, com
prehensiveness, coordination, continuity, and accountabili
ty.19 Its 1994 report further defined primary care as “the 
provision of integrated, accessible health care services by 
clinicians who are accountable for addressing a large majority 
of personal health care needs, developing a sustained part
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Key Points 
� Users of community health centers (CHCs) are more 

likely than health maintenance organization (HMO) 
users to rate their primary care as good, except in the 
area of ease of first contact. 

� After controlling for sociodemographic and health care 
use measures, CHC patients demonstrated higher scores 
in several primary care domains (ongoing care, coordi
nation of service, comprehensiveness, and community 
orientation) as well as total primary care performance. 

-

� The positive rating of the CHC is particularly impres
sive after taking into account that many CHC users have 
characteristics associated with poorer ratings of care. 

-
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nership with patients, and practicing in the context of family 
and the community” (p 1).20 Using primary care attributes as 
quality measures is consistent with the prevailing literature 
that links high-quality primary care to improved health. In
dividual and ecological studies have demonstrated the asso
ciation of primary care system measures and better health 
outcomes.21–31 Each of the main features of primary care 
(person-focused care over time, accessible care, comprehen
sive in the sense of meeting all common health needs, and 
coordination when people have to receive services elsewhere) 
are known to improve both the effectiveness and the effi
ciency of care. 21,22,27,32–38

-

-
-

-

This study emphasizes patients’ experience of their care 
rather than their rating of satisfaction or providers’ perception 
of their experience. Satisfaction ratings often depend on in
dividuals’ expectations and preferences, which vary widely 
and ultimately do not suggest ways in which the health care 
system can be improved.34 Whereas providers are better 
equipped to judge the technical quality of care, patients are 
best suited to assess their own experience of care and the 
interpersonal aspect of the care they receive. Use of the HMO 
for comparison is consistent with the trend in health care 
delivery. Health care delivery is likely to continue to be de
livered in a managed care environment for the foreseeable 
future, with increased penetration in both private and public 
sectors. Thus, comparing CHC health care delivery with that 
of HMOs not only serves to elucidate the quality of CHC 
performance relative to mainstream settings but also exam
ines the extent to which the HMO is able to provide high
quality primary care to vulnerable populations relative to that 
provided by CHCs. 

-

-

-
-

Patients and Methods 
Patients 

The study participants were patients in an HMO or a 
CHC in two counties of South Carolina. Both counties are 
part of Columbia, the capital and the third-largest city in 
South Carolina. The HMO is licensed according to an inde
pendent practice association HMO model in which primary 
care physicians act as gatekeepers and health care managers. 
Referral to specialists must be through primary care physi
cians, and specialists must be affiliated with the HMO. The 
HMO’s major market has been large-group employers, in
cluding employees of state agencies as well as national and 
regional companies. Members of this plan are primarily from 
middle-income households. The CHC provides services to 
people including Medicaid recipients and low-income house
holds at three sites in the two counties. These two settings 
were selected because they were the major sources of care for 
middle- and low-income individuals in the two counties. Sam
ples of patients from these two settings allowed us to compare 
the quality of primary care that patients received, including 

-

-

-

-

-

both middle- and low-income individuals, who receive ser
vices in regular physician offices and at CHC sites, respec
tively. 

-
-

A minimum sample size of 300 for each setting was 
deemed necessary to conduct the comparative analysis.39 For 
the HMO plan, a mail survey was used because it was con
sidered the most efficient data-gathering method. In two prior 
longitudinal studies of the same HMO, we had alternately 
used mail surveys or telephone interviews for HMO members 
and obtained comparable results.40,41 We sent a cover letter 
with the questionnaire to 1,000 randomly selected members 
from a list of current HMO enrollees who had made at least 
one physician visit and invited them to participate in the 
project. A total of 350 individuals responded after three mail
ings. After excluding the nonresponders (due to wrong ad
dresses or changed plans) (n � 340), the effective response 
rate was 53% (350 of 660). The respondents and nonre
sponders were not significantly different with regard to age 
and race. 

-

-

-
-

For the CHC group, because of more frequent address 
changes and to enhance response rate, we solidified mail 
surveys with follow-up interviews with nonresponders during 
their regularly scheduled on-site visits. A total of 800 indi
viduals were randomly selected and contacted. Three hundred 
fifty individuals responded to the surveys, and 190 responded 
during interviews. Taking only the refusal rate into account, 
the response rate was 67% (540 of 800). All interviews were 
conducted by graduate public health students trained in in
teractive sessions and completed in 1999. The analyses were 
restricted to those who identified the HMO or the CHC as 
their usual source of medical care (333 for the HMO plan and 
490 for the CHC plan). Separate analysis (with mode of data 
collection entered into the regression model) indicated no 
bias toward satisfaction ratings due to the mode of data col
lection (ie, the regression coefficient of the variable mode 
was not significant). 

-

-

-

Measures 

We used the Primary Care Assessment Tool–Adult Edi
tion (PCAT–AE) for data collection. PCAT–AE was devel
oped by Johns Hopkins Primary Care Policy Center for Un
derserved Populations to measure the extent and quality of 
primary care services provided at a setting designated by 
consumers as their main source of general care and is con
sistent with a focus on the attributes of primary care that have 
been demonstrated to produce better outcomes of care at lower 
cost.37 It focused on consumers’ experiences with aspects of 
health care delivery rather than satisfaction with them. The 
questionnaire, which takes approximately 40 minutes to com
plete, can be administered by telephone, in face-to-face in
terviews, or by mail. A relatively high reading level is re
quired to self-administer the questionnaire. Validation of the 
PCAT–AE published elsewhere39 indicates that the hypoth

-
-
-

-

-
-
-

-
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esized domains for primary care have substantial reliability 
and validity, consistent with the findings with regard to the 
PCAT–Child Edition.  42

Domains of Primary Care 

The validated PCAT–AE consists of seven scales repre
senting five primary care domains: first contact–accessibility, 
first contact–use (first contact domain), ongoing care (longi
tudinal domain), coordination of services (coordination do
main), comprehensiveness–services available, comprehen
siveness–services received (comprehensiveness domain), and 
community orientation (derivative domain). First contact care 
implies accessibility to and use of services for each new 
problem or each new episode of a problem for which people 
seek health care. Longitudinality presupposes the existence of 
a regular source of care and the characteristics of the inter
personal relationship between that source and the patient. 
Coordination of care requires some form of continuity, either 
by practitioners, medical record keeping, or both, as well as 
recognition of problems that are addressed elsewhere and the 
integration of care into the total care of patients. Comprehen
siveness implies that primary care facilities are able to pro
vide or to arrange for all types of health care services, in
cluding referrals to secondary services for consultation, 
tertiary services for specific conditions, and essential support
ing services such as home care and other community servic
es.27 Community orientation refers to the care provider’s 
knowledge of community needs and involvement in the com
munity. These primary care domains were consistent with the 
Institute of Medicine definition of primary care.14,15 The spe
cific items representing the primary care domains are pre
sented in Figure 1. 

-

-
-
-

-

-
-
-

-
-

-

-
-

For consistency in response and scoring, all items rep
resenting the primary care domains were scored according to 
a 4-point Likert-type scale, with 1 indicating “definitely not,” 
2 indicating “probably not,” 3 representing “probably,” and 4 
representing “definitely.” The total score for each domain 
was derived by summing (after reverse-coding where appro
priate) the values for all items under each domain. The total 
score for overall primary care achievement was derived by 
summing the values for all domains. 

-

-

Sociodemographic and Health Care Measures 

The sociodemographic characteristics included in the 
questionnaire were race, household income, and insurance 
coverage. Health care use measures included were duration 
with usual source of care, physician choice, specialist visit, 
and trouble paying for health care. 

Analysis 

The purpose of the analysis was to compare the achieve
ment of primary care quality attributes of the CHC and HMO 
settings. First, sociodemographic and health care character

-

-

istics of patients in the CHC and the HMO were compared by 
performing �2 analysis to highlight the differences in target 
populations and service characteristics. Next, ordinary least 
squares multiple regression analysis was performed to assess 
the association of health care setting (HMO versus CHC) 
with primary care attributes while controlling for sociodemo
graphic and health care characteristics. Further comparisons 
were made with regard to the achievement of the separate and 
total primary care attributes between the CHC and the HMO. 
t tests of differences in means were conducted, and multivar
iate analysis of variance was performed for comparison after 
adjustments were made for sociodemographic and health care 
covariates. 

-

-

Results 
Table 1 compares the HMO sample with the CHC sam

ple with regard to sociodemographic and health care use mea
sures. The HMO sample included predominantly white 
(81.6%) and higher-income individuals (86.8% with annual 
household income $25,000 or more). In contrast, the CHC 
sample included predominantly nonwhite (83.2%) and lower-
income individuals (85.9% with annual household income 
less than $25,000). Although most of the HMO sample 
(93.6%) was insured all year, many patients in the CHC sam
ple were uninsured (19.3%) or insured during only part of the 
year (18.2%). Compared with the CHC respondents, HMO 
users had been seeing their regular source of care for a longer 
time, were more likely to choose their own doctors and to 
visit specialists, and were less likely to have trouble paying 
for health care. 

-
-

-

Table 2 presents the regression coefficients of health care 
setting, health care use, and sociodemographic characteristics 
with regard to primary care attributes represented by the total 
primary care score. The square of the multiple correlation 
coefficient (r2) indicates that 21.19% of the variance in the 
dependent variable was explained by the independent vari
ables in the model. The adjusted r2, 19.93%, takes into ac
count the number of parameters used and the number of ob
servations in the model. 

-
-
-

Controlling for the influence of health care use and so
ciodemographic measures, health care setting was signifi
cantly associated with primary care attributes. Specifically, 
whether a patient was enrolled in the study HMO had a sig
nificant negative effect on whether the patient reported re
ceiving high-quality primary care services. The average ad
justed primary care score was nearly 11 points higher at the 
CHC than at the HMO (P � 0.0056). The finding for the 
setting variable confirmed the descriptive finding that HMO 
patients reported fewer attributes associated with high-quality 
primary care. Among health care use measures, factors pos
itively associated with primary care quality were longer du
ration with usual source of care (5 or more years versus less 
than 1 year; P � 0.0004), physician choice (versus being 

-
-

-
-
-

-
-
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First Contact: Accessibility (4 items) 
1. When the office is open and you get sick, would someone there see you the same day? 
2. When the office is closed on Saturday and-Sunday and you get sick, would someone there see you the same 

day? 
3. When the office is closed and you get sick during the night, would someone be there to see you or talk with you 

that night? 
4. When the office is closed, is there a telephone number you can call when you get sick? 

First Contact: Utilization (3 items) 
1. When you need a regular general checkup, do you go to your doctor before going somewhere else? 
2. When you have a new health problem, do you go to your doctor before going somewhere else? 
3. When you see a specialist, does your doctor have to approve it or provide a referral? 

Ongoing Care (20 items) 
1. When you go to see your doctor, do you see the same doctor or nurse each time? 
2. Do you think that doctor or nurse understands what you say or ask? 
3. Does your doctor answer your questions in ways that you can understand? 
4. If you have a question, can you call and talk to the doctor who knows you best? 
5. Does your doctor know you well as a person? 
6. Does your doctor give you enough time to talk about your worries or problems? 
7. Do you feel comfortable telling your doctor about your worries or problems? 
8. Does your doctor know who lives with you? 
9. Does your doctor know what problems are most important to you? 

10. Does your doctor know your complete medical history? 
11. Does your doctor know about your work or employment? 
12. Would your doctor know if you had trouble getting or paying for medicine you needed? 
13. Would your doctor be willing to meet with family members if you thought it would be helpful? 
14. Does your doctor know about all of the medications you are taking? 
15. Would your doctor let you look at your medical record if you wanted to? 
16. When you go to your doctor, is your medical record always available? 
17. Does your doctor call or send you the results of laboratory tests? 
18. If the doctor who knows you best is not available and you have to see someone else, would your doctor get the 

information about that visit? 
19. Would you recommend your doctor to a friend or relative? 
20. Would you recommend your doctor to someone who does not speak English well? 

Coordination of Services (8 items) 
1. Did your doctor suggest that you see a specialist or receive special services? 
2. Did the doctor know you made these visits to the specialist or to special services? 
3. Did your doctor discuss with you different places you could have gone to get help with that problem? 
4. Did your doctor or someone working with your doctor help you make the appointment for that visit? 
5. Did your doctor write down any information for the specialist about the reason for the visit? 
6. Did your doctor know the results of the visit? 
7. After going to the specialist or special service, did your doctor talk with you about what happened at the visit? 
8. Does your doctor seem interested in the quality of care you receive from that specialist or special service? 

Comprehensiveness: Services Available (21 items) 
1. Answer questions about nutrition or diet. 
2. Immunizations (ie, "shots"), such as for influenza or tetanus. 
3. Check to see whether your family is eligible for any social services program or benefits. 
4. Suggestions for nursing home care for someone in your family. 
5. Family planning or birth control methods. 
6. Discussion of alcohol or drug abuse problems for you or a family member. 
7. Counseling for mental health problems. 

(continued on next page) 

Fig. 1 Validated questionnaire items of the Primary Care Assessment Tool–Adult Edition. 
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(continued) 

8. Test for lead poisoning. 
9. Sew up a cut that needs stitches. 
10. Counseling and testing for human immunodeficiency virus (HIV)/acquired immunodeficiency virus (AIDS). 
11. Hearing screening. 
12. Allergy shots. 
13. Removal of wart. 
14. Peroxidase antiperoxidase complex (ie, PAP) tests for cervical cancer. 
15. Rectal examinations or sigmoidoscopy examinations for bowel cancer. 
16. Smoking counseling. 
17. Prenatal care. 
18. Splinting for sprained ankle. 
19. Care for an ingrown toenail. 
20. What to do in case someone in your family is incapacitated and cannot make decisions about his or her care. 
21. Changes in mental or physical abilities that are normal with aging. 

Comprehensiveness: Services Received (13 items) 
1. Advice about healthy and unhealthy foods. 
2. Advice on seatbelt use or child safety seats. 
3. Home safety, such as obtaining and checking smoke detectors and storing medicines safely. 
4. Ways to handle family conflicts that arise from time to time. 
5. Advice about appropriate exercise for you. 
6. Tests for cholesterol level in your blood. 
7. Checking on and discussing the medications you are taking. 
8. Possible exposure to harmful substances in your home, at work, or in your neighborhood. 
9. Ask whether you own a gun, as well as its storage or security. 

10. For women: How to prevent osteoporosis or fragile bones. 
11. For women: Care for menstrual or menopause problems. 
12. For people older than 65 years of age: How to prevent hot water burns. 
13. For people older than 65 years of age: How to prevent falls. 

Community Orientation (3 items) 
1. Would anyone at the doctor's office ever make a home visit? 
2. Does your doctor know about health problems in your neighborhood? 
3. How does (Dr. /Place  P) get opinions and ideas from people that will help provide better health care? 

Do they: 
a. Conduct surveys of their patients to see if their services are meeting people's needs? 
b. Conduct surveys in the community to find out about health problems that they should know about? 
c. Ask family members to be on the board of directors or advisory committee? 

__

Fig. 1 Continued. 

assigned; P � 0.0069), visit to specialist (versus no specialist 
visit; P � 0.0001), and having trouble paying for health care 
(versus no trouble; P � 0.0010). After controlling for health 
care setting and use patterns, no sociodemographic measures 
included in the model were significant for predicting primary 
care quality. 

Table 3 presents comparative results of primary care qual
ity of the HMO and CHC settings. In the unadjusted com
parisons, there was no significant difference in comprehen
siveness of services available. HMO patients received 
significantly better primary care quality on the first contact 
domain (accessibility and use), whereas CHC patients re

ported significantly higher scores on all other primary care 
domains (ongoing care, coordination of service, comprehen
siveness, and community orientation). CHC patients also re
ported a higher overall primary care total score than HMO 
patients did. 

In the adjusted comparisons (after controlling for race, 
income, insurance, duration of usual source of care, and phy
sician choice), there was no significant difference in the first 
contact domain. However, CHC patients continued to dem
onstrate higher scores in other primary care domains (ongo
ing care, coordination of service, comprehensiveness, and 
community orientation). The adjusted average primary care 
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Table 1. Comparison of sociodemographic 
characteristics and health care services use among adult 
patients in health maintenance organizations and 
community health centersa 

Variables 
HMO (%) 
(n � 333) 

CHC (%) 
(n � 490) 

Sociodemographic characteristics 

Race 

White 266 (81.6%)b 77 (16.8%)b 

Nonwhite 60 (18.4%) 382 (83.2%) 

Household income 

Under $25,000 42 (13.2%)b 373 (85.9%)b 

$25,000 or more 276 (86.8%) 61 (14.1%) 

How much of the past 12 months were 
you covered by any type of health 
insurance, including Medicaid? 

All year 307 (93.6%)b 279 (62.6%)b 

Partial year 14 (4.3%) 81 (18.2%) 

Never 7 (2.1%) 86 (19.3%) 

Access to health care 

How long have you been going to your 
usual source of care? 

�1 yr 36 (10.9%)b 108 (22.2%)b 

1–2 yr 66 (20.1%) 99 (20.4%) 

3–4 yr 88 (26.7%) 104 (21.4%) 

�5 yr 139 (42.2%) 175 (36.0%) 

Did you choose this doctor, or were you 
assigned there? 

You or someone in your family chose it. 287 (87.0%)b 347 (71.4%)b 

You were assigned to it. 43 (13.0%) 139 (28.6%) 

Have you ever visited a specialist or 
special services? 

Yes 230 (70.3%)b 216 (45.5%)b 

No 97 (29.7%) 259 (54.5%) 

In the past year, did you have trouble 
paying for health care? 

Yes 50 (15.2%)b 156 (34.3%)b 

No 278 (84.8%) 299 (65.7%) 

aHMO, health maintenance organization; CHC, community health center. 

bP � 0.01 (�2 test). 

total score by CHC patients was more than 10 points better 
than that of HMO patients (201.79 versus 191.50; P � 0.01). 

Discussion 
On the basis of patient-provided survey information col

lected in two health care settings in South Carolina, this study 
assessed the quality of primary care received by patients in a 
CHC and those in an HMO. Achieving the hallmarks of ad
equacy in the delivery of high-quality primary care services is 
an important goal for all primary care organizations. There is 
reason, therefore, to expect that different types of organiza

-

-

-

Table 2. Health care setting and use and 
sociodemographic characteristics associated with 
primary care achievement by adult patients: Multiple 
regression analysis resultsa 

Dependent variables: Primary 
care achievement (total score) 
(n � 702) 

Estimated 
coefficient (SEM) 

P 
value 

Intercept 187.40 (5.2668) 0.0001 

Health care Setting 

HMO �10.9886 (3.9517) 0.0056 

CHC 0.0000 

Health care services use 

How long have you been going to 
your usual source of care? 

�5 yr 12.922 (3.6061) 0.0004 

3–4 yr 3.9522 (3.8612) 0.3064 

1–2 yr 2.0303 (3.9807) 0.6102 

�1 yr 0.0000 

Did you choose this doctor or were 
you assigned there? 

You or someone in your family 
chose it 

8.2024 (3.0248) 0.0069 

Your were assigned to it 0.0000 

Have you ever had a visit to any kind 
of specialist or special services? 

Yes 29.2393 (2.5343) 0.0001 

No 0.0000 

In the last year, did you have trouble 
paying for your health care? 

Yes �10.0185 (3.0218) 0.0010 

No 0.0000 

Sociodemographic characteristics 

Race 

White �0.8837 (3.1764) 0.7809 

Nonwhite 0.0000 

Household income 

$25,000 or more �3.4295 (3.6042) 0.3417 

Under $25,000 0.0000 

How much of the past 12 months 
were you covered by any type of 
health insurance, including 
Medicaid? 

All year 5.4479 (4.0812) 0.1824 

Partial year 4.2718 (4.8780) 0.3805 

Never 0.0000 

Model statistics 

r2 21.19% 

Adjusted r2 19.93% 

F statistic 16.863 0.0001 

aSEM, standard error of the mean; HMO, health maintenance organization; 
CHC, community health center. 

tions should strive toward providing good primary care de
fined by a wide range of professional groups and experts.20 

-
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Table 3. Comparison of primary care achievement 
among adult patients in health maintenance 
organizations and community health centersa 

Primary care domains 
(range of values) 

HMO Mean 
% (SD) 

CHC Mean 
% (SD) 

Unadjusted primary care 
achievement 

First contact: Accessibility 
(4–16) 

12.03 (2.41)b 10.71 (3.12)b 

First contact: Utilization 
(3–12) 

11.25 (1.54)b 10.38 (2.15)b 

Ongoing care (20–80) 62.99 (11.35)b 68.49 (9.29)b 

Coordination of services 
(8–32) 

24.81 (6.18)b 26.80 (6.89)b 

Comprehensiveness: Services 
available (21–84) 

64.73 (12.21) 63.32 (16.49) 

Comprehensiveness: Services 
received (13–52) 

34.13 (10.27)b 36.99 (10.38)b 

Community orientation 
(5–20) 

9.76 (3.36)c 10.67 (4.29)c 

Primary care total score 
(74–296) 

193.43 (30.40)d 197.49 (33.81)d 

Adjusted primary care 
achievemente 

First contact: Accessibility 
(4–16) 

11.50 (0.22) 11.07 (0.20) 

First contact: Utilization 
(3–12) 

10.70 (0.15) 10.84 (0.13) 

Ongoing care (20–80) 62.24 (0.76)b 69.64 (0.69)b 

Coordination of services 
(8–32) 

24.54 (0.47)b 26.94 (0.52)b 

Comprehensiveness: Services 
available (21–84) 

65.22 (1.09) 64.00 (0.99) 

Comprehensiveness: Services 
received (13–52) 

33.55 (0.80)b 37.11 (0.71)b 

Community orientation 
(5–20) 

9.63 (0.32)d 10.58 (0.28)d 

Primary care total score 
(74–296) 

191.50 (2.29)b 201.79 (2.06)b 

aHMO, health maintenance organization; SD, standard deviation; CHC,
community health center. Statistical probabilities are based on T tests for
unadjusted comparisons and analysis of variance for adjusted comparisons.

 
 
 

bP � 0.01. 

cP � 0.05. 

dP � 0.10. 

ePrimary care scores adjusted for race, income, insurance, duration of usual 
source of care, and physician choice. 

The results of the study indicate that CHC patients were 
more likely than HMO patients to report consistently the 
attributes of primary care associated with quality. This out
come is even clearer after adjusting for patient sociodemo
graphic and health care use factors. Although no significant 
differences were noted in the first contact domain, CHC pa
tients reported higher primary care scores with regard to on

-
-

-
-

Original Article 

going care, coordination of services, comprehensiveness, 
community orientation, and overall primary care performance. 
The adjusted average primary care total score by CHC pa
tients was considerably higher than that of the HMO patients. 

-

In part, this finding may be explained by the importance 
placed on culturally competent and responsive care provided 
by CHCs. It is important to note that the CHCs have as their 
mission the provision of medical care to vulnerable popula
tions, and their care providers are trained to tailor services 
according to the special needs of vulnerable populations. The 
same may or may not be said of HMOs, which historically 
have served primarily middle-income families. Although this 
HMO was able to provide good access to primary care, it fell 
short in providing quality primary care in other areas, partic
ularly with regard to interpersonal, longitudinal aspects of 
care and the community orientation of care, presumably be
cause most of the care provided by HMOs remains episodic 
and problem-focused rather than being holistic and individ
ually and community-oriented. Furthermore, the annual turn
over of patients from one HMO plan to another often weak
ens the continuity of care and severs the usual source of care 
relationship.43,44 Frequent changes in the usual source of care 
result in physicians’ lack of knowledge about patients’ med
ical history, family medical history, and health needs and thus 
weakens the patient-physician relationship.33 

-

-

-

-
-
-

-

Caution must be exercised in interpreting the results of 
this study because of several limitations. First, because this 
study was restricted to one locale and surveyed only one 
HMO plan and one CHC, the generalizability of the findings 
to other sites and states is not possible. Additional corrobo
rative studies are needed. Furthermore, this study examined 
an HMO and a CHC rather than the distinguishing attributes 
of managed care (ie, gate-keeping arrangements, provider and 
patient financial inducements, restricted provider networks, 
limited choice of health care services)45 or community health 
services (ie, low or no cost, patient rather than disease focus, 
comprehensiveness of services, cultural competence, commu
nity orientation). Future studies can identify which of the 
managed care and CHC attributes foster or impede primary 
health care delivery performance. 

-

-

Second, this study examined the experience with rather 
than the outcome of primary health care services. Although 
numerous studies have linked primary care to better health 
outcome,21–31 further research is needed to examine how each 
of the primary care attributes is related to health outcome and 
which organizational arrangements with regard to HMOs and 
CHCs best provide these features. Such research can help to 
explain which processes and systems of care are most closely 
related to outcome so that limited resources can be used to 
focus on these combinations of attributes. 

Third, the survey data on primary care are based entirely 
on respondent self-report. In addition to the usual recall and 
response set-related biases, self-report restricts the inclusion 
of questions about the technical quality of primary care. 
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However, self-report is the only way that people’s actual 
experiences can be ascertained. Differences in data collection 
methods, although necessary because of respondents’ char
acteristics, could also cause differences in reporting. Fourth, 
the cross-sectional nature of the analysis limited our ability to 
draw causal inferences from these findings. Longitudinal anal
ysis is the next important step. 

-

-

This study demonstrates that CHC users are more likely 
than HMO users to rate their primary care as good, except in 
the area of ease of first contact. The positive rating of the 
CHC is particularly impressive after taking into account that 
many CHC users have characteristics associated with poorer 
ratings of care. Given the managed care environment, in ad
dition to cost savings, policy makers should closely monitor 
the quality of primary care provided by HMOs. 

-
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Wisdom is knowing what to do next. 
Skill is knowing how to do it. 
Virtue is doing it. 

––Thomas Jefferson 
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