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BACKGROUND.  The purpose of this study was to determine the extent to which consumer and provider reports 
of primary care differ according to particular characteristics of the primary care setting. 

METHODS.  A random sample of consumers was surveyed by telephone in a defined geographic area of 
Washington, DC, to determine their experiences with care provided to a randomly chosen child. The primary care 
provider of each respondent was sent a parallel survey. Scores were obtained for each of two subdomains in the 
four cardinal primary care domains (first contact, longitudinality, comprehensiveness, and coordination) and for 
three related domains (family centeredness, community orientation, and cultural competence).    Differences 
between settings that did or did not impose limitations on autonomy for referrals and between fee-for-service and 
capitated settings were ascertained. 

RESULTS.  Both consumers and their providers in settings characterized by high degrees of limitation on physi
cian autonomy or by capitation reported better first-contact accessibility and a greater range of services available 
than did consumers in settings with low degrees of limitation, or by fee-for-service reimbursements to physicians. 
Consumers but not providers reported better family centeredness in these settings. Most other differences 
favored these settings as well, but these were not consistently statistically significant for both providers and con
sumers in both types of settings. 

-

-

CONCLUSIONS.  The quality of primary care services in different settings can be ascertained by using an instru
ment with demonstrated reliability and convergent validity.  Although certain types of settings, in the particular 
geographic area studied, appear to perform better in several key aspects of primary care, replication of the study 
in other areas would be useful before judging the performance of the newer types of settings to be superior to 
more conventional care for general populations. 

-
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D
espite  its  rapid  growth, the current 
incarnation of organizations character
ized  by  certain  aspects of "managed 
care" has not yet demonstrated superi
ority in improving the quality of care. 

Many of the purported advantages of organized 
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health care delivery systems are based on studies 
from  a  prior incarnation in the form of prepaid 
group practice or staff-model health maintenance 
organizations  (HMOs). 1 An updated review  pub
lished in 1994,  while more cautious in its conclu
sions, suggested that HM Os ( one form of managed 
care) had lower hospitalization  rates, shorter 
lengths of hospital stay, the same or more physician 
office visits per enrollee, greater use of preventive 
services, lower enrollee satisfaction with services 
but greater satisfaction with costs, and mixed 
results on health outcomes. 2 

-
-

However, the relevance of these earlier studies to 
the late 1990s is unclear, because the newer forms 
of care differ from the HMO prototype in several 
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respects. Physicians are still paid predominantly by 
fee for service rather than capitation'; the aegis of 
organized health care is increasingly a profit-making 
entity rather than nonprofit; and much of it does not 
take place in group settings with integrated services, 
such as had been the case up until the past few 
years.' Furthem10re, capitation is not synonymous 
with managed care, and much of fee-for-service care 
may involve  a  high degree of management. For 
example, primary care case management and pre
f erred provider organizations may involve an exten
sive degree of management without necessarily 
involving capitation, at least to the individual 
provider or provider group. The literature is sparse 
on the evaluation of those fom1s of care. 

-
-

At least some of the justification for the provi
sion of care in organized settings rests on the 
implicit assumption that it fosters primary care 
because it is commonly associated with the gate
keeper function. Health systems with better prima
ry care infrastructures have been shown to have 
better outcomes and lower costs,' but the extent to 
which the newer forms of organization are orient
ed toward primary care is unclear." Several aspects 
of the current competitive scene do not appear to 
be conducive to achieving the cardinal features of 
primary care.7 p8 Encouragement of first-contact 
care may be thwarted by access limitations on uti
lization. 0 w Ongoing relationships may be compro
mised by frequent changes in contracts that are not 
under the control of the individual subscriberw or 
by physician changeover resulting from canceled 
contracts. 11 Comprehensiveness may be incom
plete due to restrictions in benefit packages'

-
~ or 

through limitations on referral to specialists. 11 

Coordination may not be achieved when the man
aged care organization does not make specific 
efforts to encourage it,•~ especially when the orga
nization contracts separately for the care of specif
ic diseases or types of problems.'' 

-

-
-

-

-
-

-

-
-

This study was designed to determine the extent 
to which practices with varying  levels of certain 
characteristics often associated with managed care 
achieve the goals of primary care, particularly when 
compared with other fom15 of organization, as deter
mined by the reported experiences of people 
enrolled or working in them. It was part of a larger 
effort to develop and validate an instrument 
designed to ascertain the experiences of people with 
their health care provider, specifically the quality of 

-
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primary care delivered to children. It included a sur
vey of a random sample of households as well as a 
survey of providers identified as the source of pri
mary care by the respondents in tht> household sur
vey.   Since the survey was explicitly  designed to 
quantitatively address achievement of the cardinal 
features of primary care, and since we had infom1a
tion from the provider that enabled us to character
ize certain aspects of the practice, we were able to 
detennine how well two different types of practice 
achieve primary care, both from the provider and 
consumer viewpoints. The study is thus pursuant to 
the Institute of Medicine's (IOM) recent recommen
dation that the perfom1ance of health care systems 
be monitored to assess their adequacy in delivering 
prin1ary care.· 

-

-
-

-
-

-

•~•?i1=,11 •~'1 
Our approach to assessing the quality of primary 
care is based on the definition of prin1ary care as 
proposed by the IOM' and others. 8 In the IOM defini
tion, primary care is the provision of integrated, 
accessible, health care services by clinicians who are 
accountable for addressing a large majority of per
sonal health care needs, developing a sustained part
nership with patients, and practicing in the context 
of community and family. It follows in the line of 
prior conceptualizations of prin1ary care as longitu
dinal and person-focused (rather than disease-
focused), comprehensive in  addressing  relatively 
common problems, and coordinated to "connect 
within and across" the various services that people 
need from time to time.' Although the IOM  did not 
include the "first contact" aspect of care that is gen
erally considered critical to primary care, 16 it recog
nized that "self-referral defeats coordination of care 
and 'global' professional management, risks picking 
the wrong type of clinician and receiving less than 
optimun1 care, may result in inappropriate referrals 
by specialists to other specialists, and increases the 
cost of medical care."' Thus, the approach taken in 
this paper includes first-contact care as an important 
domain of primary care. 

-

-
-

-

-
-

The approach also considers the assessment of 
high-quality primary care delivery to require two 
components for each defining feature (domain) of 
primary care. One domain concerns structural char
acteristics of the facility or provider that reflect a 
capacity to achieve each of the functions of primary 

-
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care, and the other assesses perlom1ance (processes 
of care),  which indicates the achievement of the 
function in actual practice.' 

The capacity to  provide  first-contact care was 
assessed by means of answers to questions regard
ing ease of accessing care (First contact: accessibil
ity), and was asked of both consumers and 
providers. The perlormance component of first con
tact (First contact: use) was assessed by answers to 
three questions  concerning  where  care was last 
sought for each of three different types of reasons 
(routine care, immunizations, and illness care), and 
was asked only of consumers. The structural 
component of longitudinality (Longitudinality: 
extent of affiliation) was assessed by detemuning 
the extent to which the provider identified as the reg
ular source of care was also the provider who knows 
the person best and the place from which care would 
be sought for  a new problem.  The question was 
asked only of consumers. The component that 
assessed the capacity for comprehensiveness 
(Comprehensiveness:   services   available) was 
assessed by detemuning the availability of 11 differ
ent types of services, and was asked of both con
sumers and providers. The performance component 
of comprehensiveness (Comprehensiveness:   ser
vices provided) was assessed by means of respons
es to five questions inquiring about the receipt ( con
sumers) or provision (providers) of five age-relevant 
services important in prinlary care. The capacity for 
achieving coordination ( Coordination: medical 
record continuity) was assessed by means of 
responses to six questions concerning those charac
teristics of the medical record system that foster 
coordination of care.  These  were  asked  only of 
providers. The performance of coordination 
(Coordination: integration of care) was assessed by 
answers to questions  regarding  characteristics of 
care when referrals to specialists or specialty ser
vices were required; these were asked of both con
sumers and providers. 

-
-

-

-

-
-

-
-
-

-

-
-

Three additional aspects of prinlary care (family 
centeredness, community orientation, and cultural 
competence) were also assessed by both consumers 
and providers. Family centeredness addressed the 
role of the family  in the child's  primary  care. 
Community orientation concerned the provider's 
knowledge of and involvement in the community. 
Cultural  competence addressed adaptations that 
would facilitate relationships with populations hav-
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ing special cultural characteristics or beliefs. 
Table  1 describes the types of questions used to 

assess each component of the seven domains. 
All scales ( except for Cultural compete11re in the 

consumer survey) had four response options. For 
consumers, these options were in the form of defi
nitely (score=4), probably, probably not,  definitely 
not (score=l) and, for providers, always (score=4), 
usually,  sometin1es, or rarely/never (score=l). The 
response options are worded differently for the con
sumer scale than they are for the provider scale 
because providers were reporting the consistency 
within  their  entire  practice,  whereas  consun1ers 
were reporting their own experiences, with greater 
or lesser degrees of certainty. "Don't know" respons
es were given a score of zero in the consumer survey, 
on the assumption that consumers  should  have 
knowledge about important aspects of their prinlary 
care source and not having it signifies a failure of 
information transfer about available   services. 
However, for Cultural competence in the consumer 
survey, "don't know" responses were coded at mid
point (3), with "definitely" coded as a 5 and definite
ly not coded as a 1, since these items were prinlarily 
opinion rather than informational, and a  "don't 
know" response is neutral. For the provider survey, 
"don't know" responses were also coded as 0, on the 
assumption that providers should be expected to 
know the characteristics of their practice, if for no 
other reason than to answer questions posed by 
patients. 

-

-

-

-
-

CONSUMER SURVEY 
Washington, DC, was chosen as the site for testing of 
the instrument,  since the city health department's 
strategic plan included an assessment of primary 
care.  The city was particularly interested in child 
health services and requested that the survey be tar-
geted at prinlary care for children and conducted in 
a political subdivision that represented a cross-sec
tion of the city's population. The study site had a 
population of 72,118, with 12,961 persons younger 
than 18. 

-

An analysis of the frequency of telephone 
exchanges in the target census tracts showed that 
five  exchanges accounted for  almost 75% of the 
numbers for those census tracts. Seventy-five per
cent of the telephone numbers for the study were 
randomly  generated  using  these  exchanges;  tele
phone listings were used for the remaining 25% for 

-

-
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TABLE 1 

The Types of Questions in Each Primary Care Domain from the Questionnaire Used to Assess the Providers' Capacity to 
Supply Care and Services 

First contact: accessibility Questions address health system characteristics that facilitate access, eg, if facility is 
closed  on  weekend  days  would  the  patient  be  seen  by  a  practitioner  from  the 
facility? 

First contact: use 
(consumer only) 

Questions address the use of primary care facility for each new need (regular check-
up, immunization, an acute illness). 

Longitudinality: extent of affiliation 
(consumer only) 

Questions  address  the  extent  of the  relationship  with  a specific  provider, eg, the 
degree to which the provider identified as the regular source of care also knows the 
individual best and is the provider from whom care would be sought for a new prob
lem. 

-

Longitudinality: relationship Questions address the  "person orientation" of practitioner-patient interactions, eg, 
the degree of interest the doctor has in the  individual as a person,  rather than as 
someone with a medical problem. 

Comprehensiveness: services available Questions address the availability of 11 specific services, eg, family planning. 

Comprehensiveness: services provided Questions address the services received from the primary care source, eg, discus
sions of ways to stay healthy. 

-

Coordination: medical record continuity 
(provider only) 

Questions address the methods of recordkeeping, eg, Do you  use flow  sheets to 
assure that needed services are provided? (Also, printed practice guidelines, period
ic medical audits, problem lists, medication lists.) 

-

Coordination: integration of care Questions address the quality of the interface between primary care and specialist 
services, eg,  Did the primary care practitioner know that you made a visit to a spe
cialist? 

-

Family centeredness Questions address the consideration  of the family in the patients'  treatments,  eg, 
Does the doctor ask about opinions of family members when planning treatment and 
care? 

Community orientation Questions address the doctor's knowledge of the community, eg, Does the doctor 
know about important health problems of the neighborhood? 

Cultural competence Questions address the  doctor's knowledge of the  patient's culture,  eg,  Would you 
recommend  doctor to someone who currently uses folk  medicine or  has  special 
beliefs about health care? 

Answers were obtained from both consumer and provider unless otherwise noted. 

efficiency in assuring that contacts were in the target 
area. One third (33.2%) of all contacts resulted in 450 
completed surveys. The sociodemographic distribu
tions of the 450 surveys closely reflected that of the 
chosen geographic area as reflected in census data. 

-

Cost considerations dictated telephone adminis
tration  rather  than  in-person  interviews.  Inter
viewers  included  nursing  students,  graduate  stu
dents in public  health,  and  community  members 
active in various community projects. An interview

-
-
-

-

er training manual was developed and included the 
purpose of the survey, the concept and domains of 
primary care, 7·8 procedures for selection of individu
als to be interviewed, the role of the interviewer, 
ethics and confidentiality, survey format and instruc-
tions for completing the survey form, strategies for 
conducting successful telephone surveys, and appro
priate answers to frequently asked questions.  The 
survey instrument and procedures were approved by 
The Johns Hopkins University Office for Research 

-

-
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Subjects and the Washington, DC, Institutional 
Review Board for  Public  Health. Interviewers 
inquired as to who was the best person to answer 
questions about the  health care of the  randomly 
selected child.  That person was then interviewed 
either then or at a tin1e that was more convenient for 
the  respondent.  Almost  three  quarters  (73%) of 
respondents were mothers; 14% were fathers; 9% 
were grandparents. Respondents were not compen
sated for their participation. 

-

An algorithm based on responses to three ques
tions (who is the usual source of care? who is the 
provider who knows the child best? and who would 
be the provider of care for new problems?) identified 
the likely source of primary care (Appendix). 
Consumers who identified places rather than indi
viduals were asked if there was a specific individual 
at the place; where there was not, the place was con
sidered the source of primary care. All subsequent 
questions inquired about this person or place. 

-

-

-

In this paper, we report only on the experiences of 
consumers whose providers also provided informa
tion about their practices. The designation of man
aged care depended on this information  from 
providers,  since consumers were not expected to 
know the extent to which their provider was 
engaged in managed care arrangements or restric
tions on their practice. 17 

-
-

-

PROVIDER SURVEY 
Survey packets were mailed to the 101 individual 
providers or facilities  identified  by the consumer 
respondents as their source of primary  care. All 
providers and facilities  not  responding  within  2 
weeks were sent a  reminder postcard; at 3 to 4 
weeks, they were contacted by telephone. The final 
response rate was 46.5% (n=47): 31/75 (41 %) surveys 
sent to individual providers and 16/26 (62%) of the 
surveys sent to facilities were returned. Completed 
surveys from these individual providers and facilities 
provided information for 240 (53%) of the total num
ber (450) of consumers in the main survey. One indi
vidual provider was eliminated because the respon
dent had changed practice venue and answered from 
the perspective of the new site rather than the one 
identified  by the consumer.  Thus,  there  were  46 
unduplicated responses from the individual 
providers and facilities.  The 46  responses actually 
represented only 39  different sites.  Five  sites had 
two respondents each because consumers named 

 
-
-
-
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two providers at each  site.  One  site  had  three 
respondents because consumers named three 
providers at that site. 

In the absence of a well-validated method to char
acterize facilities as providing a managed care set
ting or not, we developed our own way of reflecting 
at least some aspects of managed care. We tested 
two methods,  one based on capitation  compared 
with fee for se1vice and one based on limitations on 
autonomy. The first dealt with responses to a ques
tion about the approxinrnte percent of patients in the 
practice who were in fee-for-service compared with 
capitated plans. The second was based on responses 
to a question about the approximate percentage of 
patients in the practice who "have health coverage 
that limits referrals, limits to whom (you) can refer, 
or requires  approval for referrals." We designated 
those facilities with capitation payments for more 
than 50% of patients as capitated, and those with a 
referral limitation of greater than 80% as having lim
ited  physician  authority. We also  tested  a  third 
method, based on an algorithm using both the ques
tion on limitations on referrals and a question on lim
itations on autonomy in hospitalization  decisions. 
This latter method provided four categories instead 
of two: limited physician authority (>80% of patients 
with limitations on autonomy for both referrals and 
hospitalizations); partial limited authority (>80% of 
patients with limitations on autonomy for referrals); 
little limited authority (60% to 80% of patients with 
limitations on autonomy for both referrals and hos
pitalizations); and no limited authority . This latter 
method,  when  dichotomized,  gave  essentially  the 
same findings as the first,  so is not reported sepa
rately. 

-
-

-

-

-
-

-

-

Differences between mostly capitated and mostly 
fee-for-service  practices and between  those  with 
more and less restriction on autonomy were tested 
for  significance  using  the  Kruskal-Wallis  one-way 
analysis of variance procedure. 1" 

The 240  consumers whose providers returned the 
provider survey did not differ from the remainder of 
the consumer sample (n=210) with respect to child 
age, household income, type of insurance (HMO, pri
vate, medical assistance, other), or child health sta
tus; they were slightly more likely to be white. They 
were also slightly more likely to cite an HMO as their 

-
-
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TABLE 2 

Primary Care Scores by Managed Care Designation: Provider Responses (N = 46) 

Primary Care Domain (No. of questions) 

Limitation on 
Referral Authority Capitation 

or Salary 
(n:21) 

Fee for 
Service 
(n:19) 

>80% 
(n:21) 

~80% 
(n:25) 

First contact: accessibility (7) 2.95t ph&fax 2.38 2.99 ph&fax 2.40 

Long/tudinality: relationship (7) 2.99 ph&fax 2.63 2.91 2.75 

Comprehensiveness: services available (11) 2.68 2.32 2.65 ph&fax 2.14 

Comprehensiveness: services provided (5) 3.24 2.92 3.27 2.90 

Coordination: medical record continuity (6) 2.83 2.59 2.68 2.66 

Coordination: integration of care (5) 2.87 3.15 2.94 3.11 

Family centeredness (13) 2.61 2.58 2.65 2.46 

Community orientation (22) 2.02 1.77 2.07 ph&fax 1.66 

Cultural competence (13) 2.14 2.10 2.41 ph&fax 1.79 

t Higher values indicate better scores. 
•p < .01 between pairs represented. 
"P < .02 between pairs represented . 
... P < .05 between pairs represented. 

source of primary care, probably because the staff 
models among the HMOs  are larger and therefore 
have more consumers  relating  to them than the 
other facilities.  The findings on their experiences 
with primary care were the same for both groups of 
consumers with one exception, as noted below. 

1\venty-one providers fit the criterion for more 
limited referral authority practices and 25 for less 
limited  physician  authority.  1\venty-one  practices 
provided capitated or salaried care for more than 
50% of their patients, 19 provided fee-for-service, 
and the remaining 6 had other predominant modes 
of payment and were eliminated from this particular 
comparison.  One  designation  did not necessarily 
imply the other; there were two "limited authority," 
fee-for-service facilities whose population was char
acterized by providers as primary care case man
agers. Conversely, there were facilities that reported 
being capitated with only 61 % to 80% limitations on 
physician referral authority. Thus, capitation is usu
ally consistent with limitations on physician authori
ty, but that is not always the case. 

-
-

-
-

Psychometric properties (including content valid-

ity, internal  consistency reliability, and test/retest 
stability) for the entire consumer survey (N=450) are 
reported in a separate communication (Cassady et 
al, unpublished data, 1997). The internal consistency 
reliability of the eight primary care components for 
the 240 consumers and of the nine components on 
the  provider  survey that were considered to be 
scales are available from the authors. 

Tables 2 and 3 present the comparisons an1ong 
the different types of settings,  as reported by the 
providers and the consumers, respectively. Findings 
for the full set of questions posed to the consumers 
and providers respectively are presented. The num
ber of questions that were identical on both the con
sumer and provider surveys were 6, :3, 11, 5, 0, 4, 4, 2, 
2, respectively, for the subdomains listed in the left 
column on Table 2. The results that showed signifi
cant differences by type of setting generally showed 
a  similar difference for both the identical subsets 
and the full set. In the domains where the subset con
tained only a few questions, neither the full set nor 
the subset showed significant differences by type of 
setting. 

-
-

-

-
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TABLE 3 

Primary Care Scores by Managed Care Designation: Consumer Responses (N:240) 

Primary Care Domain (No. of questions) 

Limitation on 
Referral Authority Capitation 

or Salary 
(n:105) 

Fee for 
Service 
(n:107) 

>80% 
(n:102) 

5.80% 
(n:138) 

First contact: accessibility (6) 3.25t h&fax 2.42 2.92 2.76 

First contact: use (3) 2.84 2.85 2.85 2.84 

Longitudinality: extent of affiliation (3) 3.84 ph&fax 3.45 3.76 3.53 

Longitudinality: relationship (4) 3.45 3.56 3.54 3.47 

Comprehensiveness: services available (11) 2.97 ph&fax 2.60 2.98 ph&fax 2.55 

Comprehensiveness: services provided (5) 2.87 2.91 2.90 2.90 

Coordination: integration of care (7) 2.89 2.96 2.86 2.97 

Family centeredness (6) 2.36 fax 2.03 2.36 ph&fax 2.03 

Community orientation (3) 1.60 1.79 1.58 1.79 

Cultural competence+ (3) 4.14 ph&fax 3.80 3.94 4.03 

•p < .01 between pairs represented. 
•• P <.05 between pairs represented. 
>t Higher values indicate better scores. + Generally higher scores due to scoring on a 5-point scale rather than a 4-point scale for the other domains. 

Table 2 presents the findings from the provider 
questionnaire. Providers in settings with referral lim
itations and in which the majority of patients were 
capitated reported significantly greater accessibility 
of their services (First contact: accessibility). This 
group also scored significantly higher on 
Longitudinality: relationship. Settings in which the 
reimbursement method was  primarily  capitation 
also did significantly better than fee-for-service set
tings with regard to Comprehensiveness:  services 
available, Community orientation, and Cultural 
competence. All but one of the other differences in 
Table 2 favored the restricted referrals or capitated 
settings, but these differences did not reach statisti
cal significance. 

-

-

-

Findings  from the consumer smvey (Table  3) 
were similar. Comprehensiveness:  services  avail
able and Family centeredness, were reported as sig
nificantly better by consumers associated with facil
ities that limited physician referral authority or were 
primarily capitated. First contact: accessibility and 
Longitudinality: extent of affiliation were signifi

-
-
-

-
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cantly better in the restricted referral settings, but 
did not reach statistical significance in settings with 
a majority of capitated patients. 

Only  for Community  orientation did the con
sumer and providers differ in the direction of signif
icant differences. 

-
-

11111 11 GtM!AAJ cu¢■.__ _________ _ 
This study suggests the existence of differences in 
achievement of primary care characteristics by dif
ferent types of settings. To our knowledge, this study 
is the first to be conducted from a general population 
perspective, the first to systematically measure 
those facets of the  delivery of services that are 
specifically relevant to primary care, and among the 
very few to include a characterization related to cer
tain aspects of managed care.  Since primary care 
physicians are increasingly recognized as the cor
nerstone of a health services system and both as the 
entry point and as the integrator of all other services, 
patients' experiences with primary care are impor

-

-

-

-

p
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tant in achieving improved health levels. 7 Our study 
is wmsual in  its focus on consumers' experiences 
with health delivery characteristics rather than satis
faction  with them.  Although satisfaction with ser
vices  provides  an  important  tool  for  marketing, u, 

information on specific  experiences  with  various 
aspects of care is needed in order to know how ser
vices should be altered to in1prove  the quality of 
care. 

-
-

-

Although caution is required in interpreting the 
measuring of statistical significance (because of 
the number of comparisons), the consistency of 
the findings  provides some confidence  in their 
robustness. The direction of differences was simi
lar both for consumer judgments based on their 
experiences and for characteristics as reported by 
the providers themselves for  almost all primary 
care components. Thus, although there is no assur
ance that either consumer or provider responses 
were valid, the consistency of the findings suggests 
that they are likely to be. 

-

-

One other study examined the achievement of 
primary care characteristics as reported by adult 
patients in ongoing care for one of several chronic 
illnesses in selected fee-for-service or HMO (capi
tated) settings."

 
'1 In that study, patients in the fee-

for-service settings reported better access, conti
nuity, and interpersonal accountability, but 
patients in HMOs reported better financial access 
and coordination. Comprehensiveness was found 
to be worse in HMOs, but the measure of compre
hensiveness was not comparable in concept to the 
measure used in our study. 

-

-

-

Our findings suggest that characteristics of capi
tated settings are not necessarily the same as those 
for managed care without capitation. For some com
ponents of primary care, capitated settings perform 
differently than settings characterized by limitations 
on physician authority. For example, settings with 
limited  referral  authority were rated  significantly 
higher by consumers on Cultural competence, but 
capitated settings were rated higher (though not sig
nificantly so) on Longitudinality: relationships. 

-

-

-

Although there is little in the published literature 
on the performance of settings with characteristics 
of managed care as compared with more conven
tional settings,  earlier studies indicated that man
aged care increased access to care for those who did 
not previously have it. zi-z,; The one exception was a 
study that demonstrated greater difficulties  in 

-
-
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obtaining care for a sick child in a managed care set
ting.'' Medicaid managed care enrollees have report
ed an increase in off-hours availability.'7 There is lit
tle evidence of the in1pact of managed care on the 
nature of patients' interactions with their providers, 
although there are indications that affiliations with 
particular providers are threatened by changing eli
gibility determinations and changing contracts 
between insurers and medical care organizations."1"7 

In our study, there were no differences between the 
two types of settings in the relationship with the pri-
mary care provider.  However,  consumers in prac
tices with limited physician referral authority report
ed a significantly higher extent of affiliation with the 
provider, which may be a reflection of the gatekeep
ing function in these settings. 

-
-
-

-

-
-

-

No evidence is available on the extent of benefit 
packages in managed care as compared with more 
conventional  indemnity policies,  although  compli
ance with Early, Periodic, Screening, Detection, and 
Treatment  (EPSDT) mandates appears compro
mised in managed care arrangements for children on 
Medicaid. 12

·22 In our study, we found clear and con
sistent evidence of the superior performance of man
aged care regarding the availability of a range of ser
vices, as well as evidence of better performance on 
services actually received by consumers. One study 
reported less communication with specialists 
regarding specific referrals in managed care1

\ in our 
study there were no differences by type of setting or 
source of information. 

-

-

-
-
-

There are limitations to our data and their inter
pretation. First, the number of providers (46) was 
small; although they represented care received by 
more than half of the population in the sample, 
they may not represent the universe of providers 
available to the population in that area. As noted 
above, the sample of 240 consumers for whom 
provider responses were received were similar to 
the 210 others, with the exception that they report
ed more family-centeredness of their provider 
(2.17 vs 2.02, a  difference of borderline signifi
cance.) Second, the questionnaire was long as a 
result of the developmental nature of the study, 
which was designed to validate  a primary care 
questionnaire as well as to evaluate care provided 
to a population. The questionnaire has since been 
revised to make it more concise. 

 
-

-

-

Third, it is possible that some patients were char
acterized as being assigned to facilities with limited 

-
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physician referral authority when they might have 
been one of the up to 20% of patients whose care 
was not subject to such limitations.  However,  the 
fact  that  the  alternative  method  described  above 
gave the same findings suggests that the method is 
likely to be robust and, if anything, that the misclas
sifications minimize rather than enhance actual dif
ferences. 

-
-

Fourth, the study was conducted in only one geo
graphic area (albeit one with a good representation 
of social classes and types of health insurance) and 
households without telephones were omitted from 
the survey. To the extent that their experiences with 
managed care compared with nonmanaged care may 
differ from those of the respondents, the survey find
ings might not be generalizable to the whole popula
tion of that geographic area. Moreover, the types of 
managed care organizations in this geographic area 
may be atypical of those in the nation as a whole. If 
the organizations in this geographic area overrepre
sent older forms of managed care in the form of non
profit prepaid group practice (with its demonstrated 
superior performance

 
2), the findings will not be gen

eralizable to the current generation of managed care. 

-

-
-

-
-

-

Fifth, it is possible that the differences between 
the types of settings are due to some unmeasured 
characteristic. In this regard, it is of interest that con
sumers in the two types of settings did not differ 
with regard to the proportion with very low income 
(<$10,000 income per year), low income ($10,000 to 
$36,000 per year) and higher income (>$36,000 per 
year), so that findings are not likely to be a result of 
selection by income level into the different types of 
providers. 

 

-

Sixth, the ability of this  particular  survey  for 
detecting the experiences of very ill children in dif
ferent settings was limited since they are uncommon 
in general population samples. Instruments, such as 
PROSPER,29 which obtain information from subpop
ulations with a higher likelihood of chronic or men
tal problems (such as those selected from among 
users of facilities), are able to obtain such informa
tion more readily. Nevertheless, the revision of our 
instrument will broaden the time frame for elucida
tion of these types of problems, and the application 
of the instrument to adults, who have a higher prob
ability of chronic and mental problems, will also pro
vide greater opportunity to elicit experiences with 
gate keeping. 

-

-
-

-

-

-
-

It should also be noted that our approach 
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addressed the quality of primary care delivery and 
not the quality of care as represented by health care 
outcomes.  Most studies of the impact of managed 
care on outcomes are limited to prenatal outcomes 
or preventive care received, and involve  only 
Medicaid beneficiaries. In two studies, prenatal care 
outcomes were shown to be at least equal or bet
ter«i ll; other studies suggested that rates of preven
tive  care were lower.c7 12

" The evidence on differ
ences in the quality of care for clinical diagnoses is 
sparse and limited to managed care settings of the 
HMO-type  (prepaid group practice or independent 
practice  associations) and to adult  populations. 
Some  studies  showed no  difference  in  outcomes 
between fee-for-service and HMO settings, 1'·1

,; where-
as others showed better outcomes in fee-for-service 
settings, but only for the elderly who are very ill or 
poor. 17 However, most of these studies showed dif
ferences  across  settings,  which  suggests  that an 
understanding of the processes of care, most partic
ularly regarding those related to primary care, could 
be helpful in providing explanations. Until now, the 
absence of an adequate instrument to measure pri
mary care has hampered research on the relation
ship between important structures and processes of 
care and outcomes. 

-
-
-

-

-

-
-

Encouraged by our preliminary success in mea
suring the key domains of primary care with relia
bility and a consistency that suggests validity, and 
by our ability to detect systematic  differences 
across various types of facilities, we suggest that 
both the consumer and the provider survey tools 
are appropriate for assessing performance of 
provider organizations, with regard to primary care 
delivery.  At least one state plans to use the 
provider survey, and one other is using the con
sumer survey to evaluate managed care programs. 
The survey is copyrighted by The Johns Hopkins 
University and is available on request. The revised 
questionnaire will be suitable for adults as well as 
children. The generalizability of our specific con
clusions  regarding the performance of different 
types and degrees of primary care will depend on 
replications in different areas and over time. 

-
-

-

-
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APPENDIX 
Algorithm for designating a primary care source and for obtaining the score for Longitudinality: extent of 
affiliation. 

P1* Is there a doctor's office or place (particular clinic, hospital, health center, 
doctor's office, or other place) where the child usually goes if he is sick or 
needs advice about his health? 

P2 What is the name of the doctor or place? 

P3 What is the name of the doctor or place that knows the child best as a per
son, aside from any special health problem that he has? 

-

P .i What is the name of the doctor or place where you would take the child if he 
developed a completely new health problem that was not an emergency? 

Algorithm Score 

Number of Respondents 
Total Consumer 

Sample 
(N:450) 

Sample 
Subset 
(n:240) 

No.(%) No.(%) 

Score= 4 (P2 = P3 = P4) 313 (70) 176 (73) 

Score = 3 (P2 = P3 not P4)  51 (11) 15 (6) 

Score = 2 (P3 = P4 not P2)  19 (4) 9 (4) 

Score= 2 (P2 = P4 not P3) 35 (8) 26 (11) 

Score = 1 (three different places) 24 (5) 10 (4) 

Score = 0 (No P2) 8 (2) 4 (2) 

* Note that the widely used method of identifying the place of primary care ( or "regular source") reflects the existence of a strong 
primary care source only approximately 700/4 of the time. 
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