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ABSTRACT 

The effective management of professionals requires 

achieving a balance between organizational control and 

professional autonomy. The problem of achieving a balance is 

important currently in the United states healthcare industry. 

This dissertation examined the antecedents and consequences of 

physician autonomy in both traditional fee-for-service (FFS) 

and non-traditional managed care settings. The population of 

physicians in one county were surveyed. Two models were 

developed arguing that physician practice choice affects 

autonomy. The antecedents and consequences of autonomy were 

compared both between FFS and managed care practice and 

between different types of managed care organizations (MCOs). 

Resul ts indicate that most physicians in the survey area 

choose managed care practice, and the value physicians place 

on income is positively associated with the volume of patients 

from MCOs. FFS practice generated greater autonomy than MCO 

practice, and autonomy within MCOs positively affected 

practice satisfaction. Group practice positively affected 

autonomy within MCOs. Autonomy did not vary across different 

MCO types but was influenced by the process variables 

physician decision involvement and organizational 

formalization, thus suggesting that classifying organizations 

by autonomy requires knowledge of the processes used in the 

MCO. 



CHAPTER 1 

The Problem 
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The problem of achieving an effective balance between 

managerial control and professional autonomy has been a 

central issue among organizational theorists who study the 

management of professionals (Bacharach, Bamberger & Conley, 

1991~ Kornhauser, 1962; Wilensky, 1964; Scott, 1965; 

Sorenson & Sorenson, 1974; Hall, 1968; Davies, 1983; Raelin, 

1986). Achieving such a balance has been the subject of 

study because of the argument that professionals are 

especially reluctant to comply with organizationally-imposed 

controls. This view suggests that professionals are likely 

to perceive organizational controls as intrusions upon the 

workplace autonomy they believe to be their right. In 

reaction to what they perceive to be inappropriately low 

levels of autonomy, professionals may develop relatively low 

levels of satisfaction with their practice and commitment to 

the organization. Low levels of these attitudes may 

negatively influence the professional's behavior. 

Professionals may, for example, be less likely to remain 
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with the organization, and more likely to resist management 

decisions (Raelin, 1986). 

To achieve an "effective" balance, the administrator 

must identify the levels of control and autonomy he/she 

feels will help accomplish the organization's objectives and 

then determine how to manage the conditions in the 

organization to reach these levels. To do this, he/she 

needs to understand the impact of organizational contexts on 

autonomy, and the consequences of variations in levels of 

autonomy on the attitudes and behaviors of the 

professionals. 

The literature on the management of professionals 

suggests that autonomy is a function of personal 

characteristics of the professional (Wolinsky, 1982) 

organizational characteristics (Scott, 1982; Wolinsky & 

Marder, 1985) and the organization's management processes 

(Raelin, 1986). Autonomy has been associated with job 

satisfaction of professionals (Schulz and Schulz, 1988), and 

may play a role in physician decisions to remain with 

organizations (Mick, Sussman, Anderson-Selling, et ale 

1983) . 

The need to understand the consequences of a 

professional's organizational choice is particularly salient 

among health care administrators in the United states. A 

change in the organization of medical practice has resulted 
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in an unprecedented increase in the number of physicians who 

work for organizations. At this stage in the industry's 

development, a multitude of physician practice arrangements 

has emerged (Mechanic, 1991), but there is little 

information to help administrators determine what 

arrangements work best. 

Traditionally, physicians in the United states worked 

in "private" practice, selling their services directly to 

the consumer. Autonomy was not an issue because physicians 

controlled their practices. A dramatic shift in the 

environment of medicine occurred during the 1980s when the 

search for lower health care costs generated rapid growth in 

the number of organizations employing or contracting with 

physicians to provide health care. Two broad types of 

managed care organizations, HMOs (Health Maintenance 

Organizations) and PPOs (Preferred Provider organizations), 

have developed delivery systems which compete with 

traditional practice to attract patients. 

Physicians generally perceive managed care 

organizations (MCOs) to be autonomy-limiting (Schulz, 

Scheckler, Girard, & Barker, 1988; Fielding, 1984). This 

view reflects the American Medical Association's (AMA) 

argument that any organization which seeks to deliver health 

care will reduce physician autonomy. Autonomy reduction is 

viewed as an inevitable consequence of the organization's 



attempt to accomplish objectives (e.g. revenue-generation 

and cost-minimization) which are different from those of 

physicians (e.g. income and quality maximization). 
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Virtually every managed care organization (MCO) 

attempts to control its costs (Barr & steinberg, 1980; de 

Lissovoy, 1987; Luft, 1981) and many may also seek to 

control the quality of the health care they deliver, but the 

extent to which these control attempts constrain physician 

autonomy is not clear. The mere presence of controls does 

not necessarily imply reduced autonomy. Some MCOs may use 

more extensive controls than others and some may enforce 

control standards more stringently than others. Different 

types of controls may affect autonomy differently. 

If MCOs do constrain autonomy, what are the 

consequences? Raelin (1986) argues that autonomy is 

inversely related to negative work attitudes (e.g. job 

satisfaction and attitudinal commitment) and ·to negative 

behaviors (e.g. turnover, resistance to management). 

Research suggests, however, that autonomy is not always 

important to all professionals (Wolinsky, 1982; Meiksins & 

Watson, 1989). The desirability of autonomy may depend on 

the nature of the decision. That is, the professional may 

value autonomy over some types of decisions (i.e. facets of 

autonomy) but not others (Derber, 1982; Bailyn, 1985; 

Breaugh, 1985; Meiksin & Watson, 1989). Research into the 



effects of autonomy on physicians in managed care settings 

has been very limited. There are studies of the impact of 

MCOs on physician satisfaction (Wholey & Burns, 1993; 

Schulz, et al. 1990) and case studies of managed care 

(Kralewski, Pitt, & shatin, 1985; Feldman, Kralewski, & 

Dowd, 1989), but few studies have sought to isolate the 

consequences of different levels of autonomy. 
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This research proposes to address some of the 

shortcomings in the literature by assessing the effects of 

different organizational contexts on the autonomy of 

physicians. The importance of autonomy will be assessed by 

determining the effects of variations in autonomy on 

physician satisfaction and on the physician's organizational 

commitment. 

Autonomy as an Attribute of the Professional's Work 

No one definition of autonomy appears to be standard, 

but all suggest that autonomy is the degree to which an 

actor controls his own decisions. Dill (1958) defines 

autonomy as a condition in which an individual makes 

decisions in the absence of the influence of others. Based 

on this definition, an individual can be said to have 

autonomy "over" a decision or sets of decisions. Spenner 

(1983, p.824) defines autonomy as an attribute associated 
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with a task: "the ability to initiate and conclude action, 

to control the content, manner and speed with which the task 

is done". Engel (1969, p.31) expands the definition by 

specifying the task. Her definition is, " ... the 

professional's self control over both his decisions and his 

work activities within a particular work setting, or his 

freedom to deal with his client". 

Sevaral researchers argue that autonomy should be 

viewed in terms of different types or "facets". Breaugh 

(1989), for example, argues that a worker's job autonomy 

comprises the facets autonomy over work methods, work 

scheduling, and work criteria. Fielding (1990) identifies 

two facets of physician autonomy. He argues that physicians 

have "technical" autonomy when they decide how to implement 

medical or surgical procedures and "clinical" autonomy when 

they decide whether and when a procedure will be done. 

High levels of autonomy distinguish professions from 

other occupations (Kornhauser, 1963; Hall, 1968; Freidson, 

1970). According to Freidson (1970) a profession is an 

occupation whose members work on tasks requiring application 

of knowledge-intensive technology and to which society 

grants sole authority to make decisions requiring that 

technology. As representatives of the profession, 

individual professionals are trained to make decisions in 

matters relating to their expertise and also believe that 
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they should be autonomous. According to Hall (1968, p.93), 

professionals develop "the feeling that the practitioner 

ought to be able to make his own decisions without external 

pressures from clients, those who are not members of his 

profession, or from his employing organization". 

Given that they feel autonomy is their prerogative, 

professionals are likely to resist attempts to intrude upon 

that autonomy (Raelin, 1986). However, intrusions upon 

professional autonomy are difficult to avoid in 

organizations because the goals professionals seek to 

accomplish often conflict with the goals of administrators 

(Kornhauser, 1962). 

Professionals' goal pursuit is aided by resource use, 

but administrators' goal pursuit is aided by resource 

conservation. Professionals are concerned with achieving 

their tasks up to the standards embodied by the culture of 

their profession (Raelin, 1986). Professionals will often 

strive to acquire resources because to do so may improve the 

outcomes of their work, and thus conform to the profession's 

expectations (TIarris, 1977; Raelin, 1986). While they may 

also seek quality outcomes, administrators must conserve 

organizational resources to use for other organizational 

purposes (e.g. paying support personnel and administrators, 

reducing prices charged to customers). 
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The competing pressures on administrators and 

professionals thus set up a situation in which high levels 

of professional autonomy may encourage greater resource use 

than the administrator wants, and thus lead to 

administrative controls which reduce the professional's 

autonomy. 

Raelin (1986) contends that professionals do not object 

to the administrator's control of the outcomes (i. e. "ends") 

to which the professional's work is directed, but do resist 

control of the process (i.e. "means") of doing the work. 

According to Raelin (1986, p.35,36), conflict occurs because 

administrators have a tendency to control or "overspecify" 

means. It is not clear, however, whether the boundary 

between means and ends is always easily defined. Very tight 

control of ends may effectively limit a professional's 

choice of means. For example, physicians who are allotted a 

fixed sum of money (what appears to be control of ends) to 

cover the costs of the treatment they will decide upon may 

find that they are not able to afford a preferred treatment. 

The Consequences of Organizational Constraints 

Most students of the management of professionals 

believe that a professional's resistance to an organization 

is an inverse function of his/her autonomy within the 

organization (Kornhauser, 1962; Raelin, 1986; Scott, 1965; 
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1982; Mintzberg, 1979). Resistance may be manifested in a 

variety of behaviors including complaints, i.e. what 

Hirschman (1970) labels "voice" behaviors; the decision to 

leave the organization i.e. Hirschman's "exit" option; or 

dysfunctional work behaviors. Attitudinal consequences may 

include dissatisfaction with career progress, distrust of 

management, and reduced commitment to organizational goals 

(Raelin, 1986). Research in a variety of job settings 

demonstrates associations between perceived autonomy on the 

one hand, and turnover, job satisfaction, and commitment to 

the organization on the other (Ross, 1969; Mick, et al .. , 

1983; Lichtenstein, 1984; Maimon & Ronen, 1978). 

organizational Control and Professional Autonomy in Health 

Care 

Health care in the united states is an industry in 

which the study of autonomy is particularly timely. Beset 

by rapidly escalating costs, participants in the industry 

have increasingly sought to control physician behaviors. 

One result has been a proliferation of MCO practice 

arrangements in addition to traditional, non-organization

based practice forms. Another result has been generally 

increased vigilance over health care costs by employers, 

individuals, insurers and the government (Mechanic, 1991). 

Both health care administrators and policy makers are 
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actively seeking to determine which of these arrangements 

work best. Administrators seek to determine how to design 

and run their organizations, while policy-makers seek to 

decide which practice arrangements should be encouraged as 

matters of public policy. Because it is based on the 

provision of healthcare through managed care organizations, 

the success of the Clinton Administration's proposed 

healthcare policy depends in particular on finding effective 

ways of managing these organizations. 

At this stage of industry development it is unclear 

which settings provide the highest levels of autonomy. An 

almost taken-for-granted view is that conventional fee-for

service practice provides greater autonomy than MCOs, but 

the difference may be less than assumed (Mechanic, 1991). 

Though some MCO forms seem to limit autonomy more than 

others because they appear to facilitate control (Wolinsky & 

Marder, 1985), empirical studies have yet to distinguish 

between them on the basis of the autonomy the physician 

experiences. 

The physician practice setting is a matter of choice. 

Traditionally the choice was between solo, group, and 

hospital-based practice. Physicians still make that choice, 

but in addition must decide whether or not to participate in 

managed care and, if they choose managed care, must decide 

which type of MCO they should join. 



A Comparison of Managed Care and Conventional Practice 

The fundamental distinction between managed care and 

non-managed care (i.e. conventional) practice is in the 

nature of the product. In non-MCO practice physicians 

deliver health care. MCOs offer a product comprising both 

health care delivery and medical insurance. 

20 

A physician practicing in a non-MCO setting works 

either alone, as a member of a group practice, or, less 

often, in a hospital. Group practitioners share common 

facilities with one another and distribute income from the 

practice (Hillman, 1981). Most non-MCO practitioners 

provide care and then bill their patients or their patients' 

insurers for the cost of the care. Insurers pay whatever 

portion of the bill they are obligated to cover under the 

terms of the contract with their policy holder. There is no 

contractual relationship between the physician and the 

insurer (i.e. the insurer pays no matter who the physician 

is). This payment arrangement is known as "fee-for-service" 

(FFS). The insurance product in which fee-for-service 

claims are reimbursed is labeled "indemnity insurance". 

In MCO practice the nature of the insurance product is 

different. The individual signs up with an organization 

that provides both health insurance and health care. The 

MCO pays for all or a portion of the patient's health care 

with the proviso that the patient is treated by providers 



21 

with whom the Mca maintains a contractual relationship. The 

contracts between physicians and Mcas enable the Mca to 

specify provisions that constrain physician behavior. Thus, 

for example, physicians who wish to contract with an Mca may 

have to agree to be compensated on a basis other than fee

for-service. 

The Growth of Managed Care Practice in the united states 

Managed care evolved to an important practice option 

for u.s. physicians by the 1980s, but only after resistance 

to the concept by the AMA weakened, and the Federal 

government actively encouraged and subsidized its 

development. 

Throughout the first half of the twentieth century, the 

vast majority of physicians were solo practitioners who 

enjoyed great autonomy. Physicians were free to bill 

patients for what the market would bear, and rarely had 

their judgment in medical matters questioned. Neither 

patients nor insurers (who became major players in the 

industry by the 1940s) sought to contain the costs of the 

medical care physicians ordered. Patients typicallY assumed 

the "sick role" in which they deferred to the expertise of 

physicians, and insurers could easily pass along any of the 

relatively modest cost increases to their clients who only 



paid a fraction of the true cost of medical care (Harris, 

1977) • 
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The AMA strongly endorsed traditional solo, fee-for

service practice and successfully limited expansion of 

alternative group practice forms. They argued that 

physician incomes would be diminished because the 

organization would claim some of the solo practitioner's 

customary fees, and that health care quality would be 

jeopardized as the organization influenced decisions that 

should be left to physicians (starr, 1982). Thus, 

"organized medicine" was identified as a threat to physician 

autonomy. 

The AMA sought to limit early forms of managed care 

which included contract medicine and prepaid group practices 

(PPGPs). In contract medicine, a practice form started in 

the late 1800s, physicians contracted to provide medical 

care to employees of companies whose remote locations 

precluded conventional care (Brown, 1983). Physicians 

working in PPGPs agreed to offer unlimited medical care for 

a yearly fee (i.e. pre-payment). Several PPGPs were founded 

during the late 1920s and early 1930s, but a marked increase 

in the number of PPGPs would not occur for 45 years. 

Because PPGPs were based on the group practice model, 

which was itself anathema to the AMA, a breakthrough toward 

PPGP development occurred in 1959 when the AMA legitimized 
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group practice with the issuance of the "Larson report" 

(AMA, 1959). The Larson report was an analysis of group 

practice which concluded that the objectives of the medical 

profession were not necessarily compromised by group 

practice, though the report cautioned that the development 

of groups ought to be closely monitored. On the issue of 

quality the report concluded: 

... the committee believes that the quality of 
medical care rendered to subscribers by the units 
visited and, within the scope of services offered, 
is comparable to the average level of care which 
members of the committee have observed in their 
years of medical practice. (p. 52). 

As Luft (1981) and Brown (1983) indicate, the 

Larson report did not eliminate suspicion of either group or 

prepaid practice by solo-FFS practitioners, nor did it 

completely eliminate the AMA's resistance to those forms. 

Though the popularity of fee-for-service group practice 

increased following the Larson report, managed care practice 

forms remained dormant until shortly after the government 

became a major third-party payer for health care. When the 

government enacted its Medicare and Medicaid programs in the 

1960s to provide care for the aged and the poor 

respectively, it at once escalated health care costs and 

assumed much of that cost burden. The Nixon administration 

envisioned a remedy to costs in the form of an insurance 

market in which PPGPs competed with traditional insurance. 
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Policy makers believed that to remain viable in a 

competitive market, managed care organizations would develop 

the means to contain health care costs. The HMO Act of 1973 

was the manifestation of the new Nixon health care policy. 

The act provided a variety of grants and incentives to 

encourage the founding of prepaid practices which were given 

the new name Health Maintenance Organizations to accentuate 

the belief that these organizations would monitor 

individuals closely to prevent rather than cure illnesses 

(Luft,1981) . 

HMO growth was slow during the decade following the HMO 

Act, but growth in the number of HMOs and HMO enrollment 

accelerated from about 1984 to 1986. Growth continued in 

both the number of new HMOs and in HMO enrollment in the 

1986-1987 year, but at a decelerating rate (Gruber, Shadle, 

& Polich, 1988). According to Christianson, Sanchez, 

Wholey, & Shadle (1990), factors that may have contributed 

to the growth included actions by the federal government 

shifting many HMOs from the not-for-profit to the for-profit 

sector and legislation which allowed HMOs greater 

penetration of Medicare and Medicaid markets. In response 

to the government's termination of its program of loans and 

subsidies, many HMOs changed to profit status to raise 

capital. Profit opportunities may have increased during 

this time because legislation in 1981 (the Omnibus Budget 
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Reconciliation Act--OBRA) gave states greater flexibility in 

using HMOs for Medicaid patients. Payment rates for HMO

enrolled Medicare patients increased as a consequence of the 

Tax Equity and Fiscal Responsibility Act (TEFRA) of 1982. 

The number of HMOs increased from 35 in 1972 to more 

than 200 in 1978 and slightly more than 630 in 1988 (Sorkin, 

1986:122; Christianson, et al .. 1990: Figure 1). More than 

42 million people were members of HMOs in 1992, up from 9 

million in 1978. By 1986 16.5 million people were eligible 

to use PPOs (de Lissovoy, et al .. 1986), an increase of 15.2 

million since 1984 (Gabel and Ermann, 1985). 

Types of Managed Care Organizations 

MCOs are customarily separated into the HMO and PPO 

categories. Luft (1981, p.2) defines HMOs by the following 

five characteristics: 

1. The HMO assumes a contractual responsibility to 

provide or assure the delivery of a stated range of health 

services. This includes at least ambulatory care and 

inpatient hospital services. 

2. The HMO serves a population defined by enrollment in 

the plan. 

3. Subscriber enrollment is voluntary. 

4. The consumer pays a fixed annual or monthly payment 

that is independent of the use of services. (This does not 
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exclude the possibility for some minor charges related to 

utilization.) 

5. The HMO assumes at least part of the financial risk 

or gain in the provision of services. 

Luft (1981, p.2) argues that the key feature of HMOs is 

the contract with the client for the pre-determined annual 

fee: 

Under the usual FFS practice the provider's income is 
directly related to the number of services rendered. 
with a fixed payment per enrollee, the HMO's net income 
is inversely related to the number of services 
provided, and there is a financial incentive to reduce 
the number of unnecessary procedures. 

Cowan (1984, p.9) defines PPOs as: " ... associations or 

organizations of physicians and hospitals that contract with 

employers or insurers to provide comprehensive health-care 

services to subscribers on a fee-for-service basis." PPOs 

differ from HMOs in that they do not employ the pre-paid 

feature of HMOs, are not at financial risk for losses on 

health services provided, do not restrict clients' choice of 

physicians, and are not governed by HMO regulations (Cowan, 

1984) . 

Despite the absence of the pre-payment feature of HMOs, 

PPOs generally must compete on the basis of price, and so 

must employ cost containment mechanisms. Thus, while they 

allow clients the free choice of providers, PPOs typically 

charge an additional out-of-pocket premium if the client 
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uses a provider not listed as "preferred" by the PPO (Merz, 

1984; Cowan, 1984; Gabel & Ermann, 1985). 

There is only one type of PPO, but HMOs are sub

classified into the categories group, staff, network and IPA 

model HMOs (Luft, 1981; Wholey & Burns, 1993; Emmons, 1988). 

In the group model HMO (PPGP), physicians are members of a 

multispecialty group practice which contracts with the HMO 

administration to provide medical service. Network HMOs are 

a collection of several group practices. staff model HMOs 

are similar to group HMOs with the exception that they pay 

physicians a salary. Physicians in staff HMOs are thus 

effectively employees of the HMO. Physicians in all the 

group models usually work in facilities (i.e. offices, 

clinics, treatment rooms) provided by the group (Luft, 

1981). Physicians in these practices are expected to treat 

primarily, but not exclusively, patients from the HMO 

(Mackie & Decker, 1981). IPAs are HMOs in which physicians 

practice out of their own private offices, and are paid on a 

fee-for-service basis by the HMO (Luft, 1981). IPA 

physicians are free to treat as many or as few HMO patients 

as they want (Mackie & Decker, 1981). 

Though conceptually different, in practice PPOs and 

IPAs appear to be very similar (Luft, 1981; Cowan, 1984; de 

Lissovoy, 1987; Merz, 1984). Both are collections of 

physicians who practice in their own, private office. 
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Physicians who work in both the IPA and PPO are under no 

obligation to treat primarily managed care patients, (Luft, 

1981; Welch, 1987; de Lissovoy, et al., 1987) but are 

subject to controls when they do treat managed care 

patients. 

controls on Physicians in Managed Care Practice 

There are a number of control techniques that MCOs 

typically use, though the extent of use and mix of 

techniques used varies widely (Luft, 1981). MCOs typically 

control physicians directly by requiring that they adhere to 

a variety of standard operating procedures in which their 

decisions on diagnosis and treatment are monitored and 

evaluated in terms of MCO-defined criteria. Physicians are 

also controlled indirectly through the use of reimbursement 

mechanisms in which cost-containing incentives are embedded. 

MCOs generally require physicians to obtain approvals 

from committees before using expensive technologies (e.g. 

devices that produce sophisticated imagery of internal 

bodily systems such as CT-Scans and MRls), or particular 

procedures for given diagnoses. Many MCOs require 

physicians to prescribe only drugs listed on their pre

approved list or "formulary", and may indicate protocols for 

preferred drug use as well. MCOs typically limit the 

hospitals to which physicians may admit patients, specify 
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limits on length of hospital stay and limit physician choice 

of labs for various tests. After physicians admit patients 

to the hospital, managed care organizations often monitor 

the physician's decisions and may remind physicians of MCO 

policy with regard to hospital utilization. Follow-up 

reviews may be done after a patient has been treated to 

evaluate the physician's decisions, and sanctions may be 

applied to reinforce the organization's objectives and 

policies (Barr & steinberg, 1980). 

Income-based incentives include salaries, capitation, 

and fee-for-service withholds (Hillman, 1987). MCOs rarely 

reimburse physicians on an unrestricted FFS basis because to 

do so may encourage cost escalation rather than containment. 

Fee-for-service "withholds" and "capitation" provide 

physicians with incentives to contain costs. A fee-for

service withhold refers to reimbursement in which a portion 

of the physician's fees are withheld pending the 

accomplishment of some pre-determined performance outcomes. 

If the desired outcome is, say, organization profitability, 

then physicians risk losing their "withholds" if they do not 

contribute to cost containment. Under a capitation scheme, 

physicians are given a pre-determined allowance out of which 

they must pay the medical expenses they incur. If they 

contain costs effectively, capitated physicians pocket the 

surplus, but if costs are too high they lose income 



(Hillman, Pauly, & Kerstein 1989; Hillman, 1987). Hillman 

(1987) found that most of the HMOs he studied protect 

capitated physicians from cases where resource use is 

uncharacteristically high. Salaries eliminate any direct 

incentive associated with charges because salary does not 

vary in response to charges. 

Trends 
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In the absence of changes in healthcare policy it is 

not clear whether MCOs would continue to grow as rapidly as 

in the past (Eastaugh, 1987). Should the Clinton 

Administration's managed care-based healthcare proposal be 

accepted, however, growth in MCO enrollment and the number 

of MCOs will likely accelerate. MCOs also seem to be 

popular options among health care subscribers and employers 

(Fuchs, 1988; Goldsmith, 1988). Employees generally appear 

satisfied with the plans (Gabel, Jajich-Toth, de Lissovoy, 

Rice, & Cohen 1988), and HMOs appear to reduce health care 

costs associated with subscriber hospital utilization (Luft, 

1981; Manning, 1984). Though the performance of PPOs has 

yet to be established, Gabel, et al .. (1988) report strong 

demand for HMOs and PPOs among employees who must choose a 

plan. 

Physician resistance to MCOs appears to be diminishing. 

The AMA's stance makes MCO participation more acceptable 
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than in the pre-Larson report days, and the rapid market 

penetration of managed care (Wholey & Burns, 1993) increases 

pressure on physicians to join MCOs (Fuchs, 1988; Goldsmith, 

1988). As market penetration increases, the client pool for 

non-MCO physicians shrinks. To ensure an adequate client 

base under these circumstances, physicians may feel they 

must join MCOs (Brown, 1983). 

The pressure for physician to join MCOs is suggested by 

the rapid proliferation of IPAs (Wholey & Burns, 1993). 

Physicians appear to join IPAs only so that they may be 

listed on the IPA's roster and thus gain access to the IPA's 

share of the market (Brown, 1983). To acquire the listing, 

however, physicians must agree to constraints imposed by the 

IPA. This suggests that physicians who join IPAs value 

market access more than the freedom of private practice. 

Rapid IPA growth thus indicates that many physicians are 

concerned with their access to patients. The desirability 

of fee-for-service practice may also be somewhat diminished 

by reduced autonomy in that sector. Mechanic (1991) argues 

that even solo, FFS practitioners enjoy less autonomy than 

they did in the past. He contends that government agencies, 

traditional insurers, and professional review agencies have 

become "somewhat tougher watchdogs" (p.491), and that 

patients themselves are tougher critics of physicians. 
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Nature of the Research 

This paper examines two models of the antecedents and 

consequences of physician autonomy. Both models argue that 

a physician's autonomy, practice satisfaction, and 

organizational commitment are influenced by his or her 

practice choice. 

The first model compares Mca and non-MCa practice 

settings to determine what factors influence the physician's 

choice between Mca and non-MCa practice, then compares 

autonomy in Mca and non-MCa practice, and finally compares 

levels of satisfaction of physicians in Mca and non-MCa 

settings. Because most physicians treat both Mca and non

Mca patients, autonomy differences between each physician's 

Mca and non-MCa settings will also be compared. 

The second model compares different types of managed 

care practices, and explores their impact on autonomy as 

well as several other process variables (e.g. organization 

formalization and decision-making participation). The 

impact of those variables on practice satisfaction and 

commitment to the Mca is then assessed. satisfaction and 

commitment are examined as consequences because they may be 

associated with other outcomes managers value such as the 

ability of Mcas to attract and retain physicians and to 

maximize physician loyalty and effort on behalf of the 

organization. 
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Contributions of the study to organizational Theory 

This study's primary contribution to organization 

theory is its examination of the relationship between 

antecedents and consequences of autonomy. Previous studies 

have identified both antecedents and consequences of 

autonomy, but provide little help in understanding how they 

are related to organizational contexts. 

Models of organizational autonomy are pertinent to the 

work of Scott (1982) and others who seek to classify 

professional organizations. Scott argues that professional 

organizations can be classified along a continuum on the 

basis of their autonomy. At one extreme are "autonomous" 

organizations in which professionals make all their own 

decisions and at the other "heteronomous" organizations 

where administrators control the professional's autonomy. 

Between the extremes are "conjoint" organizations. A 

taxonomy of professional organization's based on Scott's 

model would allow theorists to distinguish between 

organizations on the basis of autonomy and estimate models 

to predict the consequences of the different types. As 

Scott (1982) argues, however, locating organizations on the 

continuum (except at the extremes) is currently very 

difficul t. Scott could only offer vlhat he called "vague" 

descriptions of the structural characteristics of conjoint 

organizations because "few organizations of this type 
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currently exist" (p. 232). The tests of models presented in 

this dissertation may provide clearer autonomy-based 

distinctions between organizations by revealing which 

combinations of organizational and professional 

characteristics are associated with autonomy. 

contributions of the study to Management 

This study should benefit managers by helping them 

determine the extent to which they should worry about 

physician autonomy, and how they can augment autonomy. 

Because it examines the impact on of a number of exogenous 

variables including gender, age, physician specialty, and 

physician practice setting on practice choice and autonomy, 

this study may also provide information useful to human 

resource administrators for developing recruitment and 

retention strategies. 
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CHAPTER 2 

Development of Models and Hypotheses 

This paper develops two models which argue that factors 

influencing the physician's practice choice combine with 

characteristics of the practice to influence the physician's 

autonomy, practice satisfaction, and organizational 

commitment. The models explore the difference between MCO 

and fee-for-service practice and then compare different MCO 

types. 

Modell examines the physician's choice between fee

for-service and managed care (i.e. MCO) practice and the 

consequences of that choice for autonomy and satisfaction. 

Model 2 examines physician choice between MCOs by studying 

the subset of physicians who choose MCO practice. Model 2 

is designed to determine the effects of different MCO types 

on management process variables (i.e. formalization, 

physician decision involvement in the organization and 

autonomy), as well as on practice satisfaction and 

organizational commitment. The following discussion 

develops the rationale for the causal paths of these models 

in terms of a series of testable hypotheses. 



Modell 

Insert Figure 2-1 Here 

Practice Choice 

A two-stage choice model is used to examine the 

determinants of "practice choice". In the first stage 

physicians are asked whether or not they participate in an 

MCO; in the second stage physicians are asked what 

proportion of their patients come from MCOs. 
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Model 1 argues that physician preferences, demographic 

and economic factors, and the physician's practice setting 

influence the physician's choice between MCO or non-MCO 

practice. Cnce the practice choice has been made, the 

physician is then subject to the influence of that choice on 

autonomy. The effects of the practice type on autonomy are 

not expected to be uniform, however, because factors 

influencing physician choice may also influence autonomy. 



Figure 2-1 
Modell 

Practice setting 

supply of Physician's 
Specialty 

Age 

AutonOmy", 

Practice 
satisfaction 

Gender------------------------------~~ 
Practice Choice 
(MCO or non-MCO) 

Physician valuation 
of income 

Physician specialty 
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MCO participation 

The literature on physician practice choice suggests 

that the physician's choice may be a function of the value 

physicians place on autonomy and income. Goodman and 

Wolinsky (1982) and Wolinsky (1982) found that physicians 

who value autonomy prefer solo practice, while those who 

seek collegiality and "quality" prefer group practice. 

Because they generally perceive MCOs to be less autonomous 

than non-MCO practice (Wolinsky & Marder, 1985), physicians 

who value autonomy might be expected to avoid MCO practice. 

It is unlikely, however, that all physicians who value 

autonomy can afford to choose non-MCO practice because they 

must also be concerned with earning an adequate income. In 

many markets physicians may join MCOs because they feel they 

must avoid losing patients to area MCOs. Freund and Allen 

(1985) found that physicians will join IPAs to improve their 

ability to compete for patients. Some writers argue that 

IPAs (Brown, 1983) and PPOs (de Lissovoy, 1987) appeal to 

physicians primarily because they provide access to MCO 

patients. If physicians who value autonomy cannot avoid MCO 

practice, they may be able to minimize autonomy loss by 

limiting the number of MCO patients they treat. 

Hypothesis 1: The percentage of MCO patients a physician 
treats is negatively associated with physician valuation of 
autonomy. 



If many physicians feel compelled to join MCOs to 

safeguard income, then those physicians who value income 

highly would be expected to choose MCO practice where MCOs 

are a competitive threat. 

Hypothesis 2: MCO choice is positively associated with 
physician income valuation in markets with high MCO market 
penetration. 

Any condition that increases the competitiveness of a 
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market is likely to enhance managed care's attractiveness to 

a physician. As competition increases, physicians are 

likely to seek ways to gain an advantage in the market. 

within any given market, competitiveness is a function of 

the relative supply for a given skill. Thus physicians 

whose specialty is over-supplied are expected to be 

attracted more to MCO rather than fee-for-service practice. 

Hypothesis 3: MCO practice choice is positively associated 
with the supply of practitioners in the physician's 
specialty. 

A physician's age has consistently been found to 

influence choice of practice setting. Young physicians tend 

to participate in managed care more often than their older 

colleagues (Held & Reinhardt, 1979; Goodman & Swartwout, 

1984; Rosenbach, Harrow & Hurdle, 1988). Younger physicians 

appear to accept MCO practice more readily than their older 

colleagues and younger physicians are less likely to able to 



afford the investment to start a practice (Emmons, 1988; 

Goodman & Swartwout, 1984). 

Hypothesis 4: MCO practice choice is negatively associated 
with physician age. 

Gender is expected to affect the choice between fee-
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for-service and MCO practice. In their study of a national 

sample of physicians, Goodman and Swartwout (1984) found a 

disproportionately high number of females in prepaid group 

practice (i.e. group HMOs). In a later study, Rosenbach. 

Harrow, and Hurdle (1998) found a small but non-significant 

female preference for participating in MCOs. On the other 

hand, they found that females tended to treat a greater 

proportion of managed care patients than men. The authors 

of these studies attribute the results to female preferences 

for the more predictable working hours associated with MCO 

practice. This is based on the premise that females seek to 

maximize time spent nurturing the family (Hrebiniak & 

Alutto, 1972; Angle & Perry, 1981). 

Hypothesis 5: MCO practice is positively associated with 
female gender. 

The form of the physician's practice setting is 

expected to influence the percentage of a managed care 

patients a physician treats. Solo practitioners tend to 
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join IPAs or PPOs while group practitioners join group or 

staff model HMOs. Unlike IPAs and PPOs, group HMOs require 

that their physicians commit a specified minimum proportion 

of their service to HMO clients (Luft, 1981). IPA and PPO 

physicians are free to serve as few or as many MCO patients 

as they want, but generally service fewer MCO patients than 

group practitioners (Luft, 1981). This occurs in part 

because IPAs and PPOs maintain much larger physician rosters 

to allow patients greater choice of providers. 

Hypothesis 6: Group practice is positively associated with 
the percentage of MCO patients treated. 

Physician specialty is also expected to influence the 

percentage of managed care patients treated. Because they 

act as "gatekeepers" (i.e. screen all requests for 

healthcare and then decide on a course of action), general 

and family practitioners (GPs and FPs) and pediatricians and 

obstetrician-gynecologists see all MCO patients and then 

refer a proportion of those patients to specialists. Unless 

demand for their services is unusually great, specialists 

must acquire their patients from multiple sources including 

non-MCO physicians. On the other hand, FPs and GPs gain an 

advantage by letting an MCO market them. The MCO lists FPs 

and GPs and requires that patients choose from among those 

listed. Letting the MCOs provide customers is thus a low 
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cost strategy by which FPs and GPs can generate clientele 

unless FPs and GPs are in abundant supply (currently not the 

case). Though MCOs generate referrals to other specialists 

through their generalists, MCOs attempt to minimize the 

volume of MCO traffic directed at specialists to contain 

costs. In addition, because they usually cannot be as 

certain of their volume as generalists and do not want to 

exclude referral sources, specialists seem more likely to 

treat a greater proportion of fee-for-service clients. 

Hypothesis 7: The percentage of managed care patients 
treated is positively associated with FPs and GPs and 
Pediatricians/OB-GYNs. 

Autonomy in Fee-for-service and MCO Practice 

MCOs are generally expected to provide lower levels of 

autonomy than FFS practice due to their efforts to control 

utilization and costs. FFS practitioners encounter fewer 

such controls because they are not contractually linked to 

insurers. However, the relationship between bureaucracy and 

autonomy is not consistently negative. Bureaucracy may 

provide resources (e.g. diagnostic machinery, support staff, 

malpractice protection) that enhance autonomy (Barr & 

steinberg, 1980; Engel, 1969; Schulz, et al., 1990; Schulz, 

Girard, and Scheckler, 1991). Baker and Cantor (1993) found 

that some facets of autonomy in HMOs were greater than 
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others and that autonomy varies as a function of the 

contractual relationship between the HMO and the physician. 

FFS practitioners are not free from autonomy 

constraints. When they treat Medicare patients, physicians 

are pressured by hospitals to limit the costs of hospital 

services. Hospitals do this because they are reimbursed a 

pre-determined amount for each patient's treatment under 

Medicare. To earn a surplus or avoid losses, the hospitals 

must minimize the costs of each treatment. Because their 

decisions determine the hospital's cost of medical 

treatment, physicians are pressured by the hospital to 

contain the costs they generate. 

Some FFS practitioners may also constrain their own 

decisions in order to compete for patients. These attempts 

at self-control may account for findings of Schulz et ale 

(1990) that the presence of HMOs in a market depressed 

autonomy across both HMO and non-HMO practitioners. 

Though they may not have as much autonomy as in the 

past (Mechanic, 1991), FFS practitioners are still expected 

to experience fewer constraints than their Meo colleagues. 

Many FFS physicians limit their exposure to bureaucratic 

controls by being in solo practice, and except for those who 

treat primarily Medicare patients, are free of formal 

constraints (e.g. contracts with insurers) on their charges. 
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Hypothesis 8: Non-MCO practice is positively associated with 
autonomy. 

The physician's practice setting is also expected to 

influence autonomy. Group settings are expected to be more 

autonomy-constraining than solo practice. Physicians in 

groups often work under administrative controls, and are 

subject to the approbation of the other physicians in the 

group while solo practitioners do not report to 

administrators and, working alone, are subject primarily to 

the influence attempts of patients (Freidson, 1970). Though 

physicians pay great deference to their colleagues' 

judgments (Freidson, 1975), the fear of disapproval by 

members of the profession may be a more powerful influence 

than disapproval by patients (Freidson, 1970). 

Hypothesis 9: Group practice is negatively associated with 
autonomy. 

Gender is included as a control variable. Female 

psychiatrists report significantly less autonomy than males 

in organization-based psychiatric practice (Schulz & Schulz, 

1988). The difference may reflect differential treatment of 

females by administrators or colleagues resulting from 

gender bias. Since the study focused on psychiatrists in 

the then Federal Republic of Germany, the comparability of 

the results to MCOs in the united states among a range of 

specialists is difficult to assess. 



satisfaction 

Autonomy is generally viewed as a job attribute that 

promotes satisfaction and motivation (Hackman & Oldham, 

1980). Among physicians autonomy ought to be especially 

important because their training and socialization teaches 

them to expect to be autonomous. Locke (1976) argues that 
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satisfaction is a positive function of met expectations, and 

March & Simon (1958, p.94) propose that " ..• the greater the 

conformity of the job characteristics to the self-

characterization held by the individual, the higher the 

level of satisfaction". 

Research tends to support the existence of a positive 

relationship (see Lichtenstein, 1984, for a review). 

Schultz, et al. (1991) found that "perceived clinical 

freedom" was positively associated with physician job 

satisfaction. 

Hypothesis 10: Autonomy is positively associated with 
physician satisfaction. 

Model 2 

Once physicians decide to treat Meo patients, they may 

choose to work with one or more Meos. Model 2 examines the 

antecedents and consequences of this choice, and thus 

considers only Meo physicians. The model's ultimate 
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outcomes are autonomy, practice satisfaction, and 

organizational commitment. Intervening factors examined in 

the model are physician decision involvement, organizational 

formalization, and autonomy. 

Insert Figure 2-2 Here 



Figure 2-2 
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MCO Choice 

Physicians may choose among group, staff, network or 

IPA-model HMOs or PPOs. similarities among the different 

MCO types suggest, however, that the five types can be re

classified into two polar opposite forms. Group and staff 

HMOs appear very similar because physicians work near one 

another and use common facilities and support services. At 

the other extreme, PPOs and IPAs are "loose" organizations 

that link together geographically dispersed physician 

offices and offer little collegiality except listing 

physicians on the same roster. Network HMOs are amalgams of 

group and IPA models, thus physicians in networks actually 

work primarily in either the group or IPA setting within the 

network. The focus in this study is on the difference 

between the IPA/PPOs on the one hand and staff and group 

HMOs on the other, thus physicians in network HMOs are 

classified into whichever type (IPA or Group HMO) applies. 

Physicians who join MCOs recognize that their income 

will be constrained by the Meo's reimbursement method. 

Thus, physicians valuing income need to decide which form 

imposes the least constraint. Fee-for-service reimbursement 

is preferred because the physician can set the fees, but MCO 

payment methods are usually limited to salary, capitation, 

or discounted fee-for-service. 
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While there is no reason inherent in the payment method 

why capitated fees and salaries cannot be competitive with 

discounted fee-for-service discounts, the latter does allow 

greater physician control of reimbursement because the 

physician determines the basic fee (Hillman, 1987). 

Salaries and discounted FFS also subject the physician to 

less risk than capitation. Discounted FFS is used most in 

IPAs. Thus: 

Hypothesis 11: Physician income valuation is positively 
associated with IPA/PPO choice. 

Autonomy-valuing physicians are expected to seek the 

practice forms that most resemble solo, FFS practice. The 

MCO forms resembling solo, fee-for-service practice are IPAs 

and PPOs. Physicians in these MCO forms work out of their 

private offices and can choose from a fairly wide array of 

support services (e.g. labs, referral physicians) whose 

locations may be quite varied. IPA physicians are also 

reimbursed on a fee-for-service basis, though they generally 

must agree to discount their fees. In contrast, group-HMO 

physicians work together in one facility and use the support 

services available in that facility. Reimbursement is more 

likely to be based on salary or capitation. On the basis of 

these differences, Wolinsky and Marder (1985) argue simply 

that IPAs are much less "integrated" than group HMOs. 



Hypothesis 12: Physician autonomy valuation is positively 
associated with IPA/PPO choice. 

Another determinant of the MCO selection decision may 

be the physician's specialty. Primary care physicians 

(GP/FPs and Pediatricians/OB-GYNS) appear to be assured a 

heavy patient volume if they choose to work in group HMOs. 

Groups typically adopt a strategy to maximize use of 

their facilities (thus reducing their average fixed costs) 

on any given day. The strategy entails generating a large 
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enrollment and then requiring patients to use the HMO clinic 

and choose from a limited number of primary care physicians. 

This means that unless the HMO has too few customers, the 

primary care physician can likely count on a regular and 

fairly heavy patient traffic flow. 

This contrasts with IPA strategy. Since they do not 

have facilities, IPAs can afford to provide subscribers with 

a long list of primary care physicians. The volume of IPA 

traffic is thus split among more providers than in the group 

HMO. Research evidence demonstrates that IPA physicians 

treat fewer Mca patients on average than group-HMO 

physicians. This implies that primary care physicians in 

IPAs must incur the costs of finding other patient sources 

to maintain their volume. The comparison suggests, 

therefore, that primary care physicians benefit more from 

joining a group- rather than IPA model HMO. 



Hypothesis 13: FP/GP and Pediatrics/OB-GYN specialties are 
positively associated with group-HMO choice. 

Another factor influencing physician choice is the 

pressure they experience to participate in managed care. 
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Brown, (1983) Wholey & Burns (1993), and de Lissovoy (1987) 

all argue that IPAs and PPOs are MCO forms that developed as 

a reaction to group-Hr10s. They argue that IPAs and PPOs are 

forms which provide physicians an MCO option that does not 

deviate as much from traditional fee-for-service practice as 

group HMOs. This appeals to physicians who would rather not 

be in managed care but feel they must join to maintain 

access to clients. Freund and Allen's (1985) study of 

physicians who joined an IPA supports this argument. Those 

physicians who joined the IPA were the ones who felt they 

had the fewest alternative practice forms from which to 

choose. 

Hypothesis 14: Perceived pressure to join an MCO is 
positively associated with IPA choice. 

Consequences of MCO Practice Choice 

In Model 2 the choice of MCO type is expected to have 

consequences for physician autonomy, practice satisfaction 

and organizational commitment. The effect of the MCO on 

these outcomes is likely to be moderated by its use of 

management processes, in particular, the extent of both its 

formalization and its involvement of physicians in 
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organizational-level decision making, and the levels of 

autonomy it provides physicians. 

Formalization and Physician Decision Involvement 

Organizational formalization refers to the extent and 

rigidity with which the organization follows policies, 

procedures, and rules. Formalization is one means of 

coordinating activities within an organization. virtually 

all MCOs require that physicians use formal procedures (e.g. 

requisitions, lists of approved drugs, record-keeping 

requirements). Formalization is difficult, however, if 

those required to comply cannot be readily monitored or 

assisted in using the methods. Because their offices are 

geographically spread out, IPAs are poorly structured to 

accomplish the necessary monitoring. 

Hypothesis 15: Group-model HMOs are positively associated 
with organizational formalization. 

The proximity of group practice members is likely to 

facilitate physician involvement in organizational-level 

decision making because physicians are aggregated in one 

location and because they join the group with the 

expectation of collegiality. Groups also make greater use 

of committees than IPAs. 

Hypothesis 16: Group-model HMOs are positively associated 
with physician decision involvement. 
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The Effect of MCO Choice on Autonomy 

Group HMOs are expected to limit physician autonomy 

more than IPAs because their structure facilitates 

organizational control. Proximity allows physicians to 

monitor one another and be monitored by administrators. In 

addition, by making support services and facilities easily 

available (i.e. in part by being housed close together), the 

group HMO eliminates some of the decisions that IPA 

physicians must make. Unlike his IPA counterpart, for 

example, the group practitioner does not have to decide 

which lab to use for tests or which referral specialist is 

most conveniently located for his/her patient. This 

property appears to be what Wolinsky and Marder (1985) 

referred to as the better "integration" of group HMOs in 

contrast to IPAs. The capitation and salary pay methods 

used by groups clearly also control physicians by 

eliminating incentives to order procedures and tests or by 

imposing incentives to reduce their use. 

Though there is little research that distinguishes 

group/staff autonomy from IPA/PPO autonomy, Baker and Cantor 

(1993) report that one facet of autonomy was positively 

associated with staff HMOs while another was negatively 

related. Physicians employed by HMOs felt freer to order 

tests and procedures and worried less about hospital length 

of stay than other- and self-employed physicians treating 
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MCO patients, but felt they lacked sufficient time to spend 

with patients and to treat patients who could not pay for 

care. Physicians not employed by the MCOs but treating MCO 

patients reported less freedom in both areas as their MCO 

volume increased. Since high volume MCO practitioners 

tended to work in group HMOs, these results suggest that 

group HMO practice constrains at least two facets of 

autonomy for all but staff physicians. It is not clear from 

the study why staff physicians viewed their autonomy 

differently or how the author's constructs relate to 

different or broader measures of autonomy. 

Hypothesis 17: Autonomy is negatively associated with group 
HMOs. 

Effects of organizational formalization on autonomy and 
satisfaction 

Increased formalization is expected to reduce both a 

professional's autonomy and satisfaction. Formalization is 

the extent to which written rules and procedures are used in 

an organization (Hage & Aiken, 1967). Rules and procedures 

provide standard responses to decision situations (Roberts & 

Hunt, 1991), thus removing certain decisions from the 

discretion of individuals. As formalization increases, the 

number of decisions no longer subject to individual 

discretion increases. In professional organizations this 
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means that increasing formalization may reduce the number 

of decisions under the professional's purview, thus reducing 

autonomy. 

Formalization is also inversely related to 

satisfaction. Both Miller (1967) and Aiken and Hage (1966) 

found a positive association between formalization and a 

professional's alienation from his/her job. since they 

operationalized alienation with satisfaction measures, Aiken 

and Hage (1966) concluded that alienation is inversely 

related to satisfaction. 

Hypothesis 18: Physician autonomy and practice satisfaction 
are negatively associated with organizational formalization. 

Effects of Physician Decision Involvement on Autonomy, 
satisfaction, and commitment 

Physician decision involvement is expected to enhance 

both physician autonomy and practice satisfaction. Decision 

involvement refers to the individual physician's involvement 

in management decisions and his or her perception that 

physicians control decisions in the organization. 

Employee involvement in decision-making is consistently 

found to enhance job satisfaction. Miles (1965) described 

two different theories to explain why employee decision 

involvement is associated with satisfaction. The "Human 

Relations" explanation suggests that participation is 

satisfying because it fulfills higher-order needs. The 
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"Human Resource" explanation argues that employee 

involvement makes use of the better information available to 

employees. Employees have better information because they 

are more closely involved in production than the managers. 

The use of better information leads to better decisions 

which are, in turn, more rewarding. Blumberg's (1968) 

review of the literature found positive relationships 

between decision involvement and satisfaction. schulz and 

Schulz (1988) found the same positive relationship among 

psychiatrists. 

Schulz and Schulz (1988) found a positive association 

between physician decision involvement and autonomy. This 

may reflect the high value physicians place on decisions 

made by their colleagues (Goss, 1961; Barr and Steinberg, 

1980; Scott, 1982; Konrad as cited by Lichtenstein, 1984). 

That is, physicians may not see constraints imposed by 

physicians to be autonomy-reducing because the autonomy of 

the profession (Wolinsky, 1988) is maintained and that 

supersedes concerns about one's individual autonomy. 

Causality may also be reversed, however. Physicians who 

report high levels of autonomy may conclude that their high 

levels of autonomy are an indicator which bespeaks high 

levels of physician decision involvement. 

Organizational commitment refers to degree to which 

employees choose to involve and identify themselves with 
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their organization and are unwilling to leave it (Porter, 

steers, Mowday and Boulian, 1974; Buchanan (1974). 

Organizational commitment is associated with low levels of 

absenteeism and turnover (Shore & Martin, 1989), high levels 

of willingness of employees to share and make sacrifices 

(Randall, Fedor, & Longnecker, 1990) and positive personal 

consequences such as pleasant life outside of work (Romzek, 

1989) • 

March and simon (1958) argue that commitment is jointly 

determined by an interaction between job satisfaction and 

the perceived ease of movement to other jobs. commitment is 

a positive function of satisfaction, but a negative function 

of the number of alternative job opportunities. In this 

model, the employee decides whether his or her level of 

satisfaction is great enough to warrant committing to his or 

her current job. The level of satisfaction that is 

sUfficient to generate commitment will vary as a positive 

function of perceived ease of movement. That is, if there 

are few alternatives, employees are likely to commit to 

their current jobs despite moderate or low levels of 

satisfaction. If movement between jobs is perceived to be 

easy, however, employees may be less committed because they 

believe they can attain higher levels of satisfaction 

elsewhere. 
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Becker (1960) argues that commitment is a positive 

function of the employee's "side-bets". Side-bets are 

investments employees make in the organization that increase 

their cost of leaving. Thus, employees who stay with an 

organization a long time invest in (i.e. bet upon) 

organization-specific knowledge. Should these employees 

leave the organization they would incur the cost of not 

being able to use that knowledge. 

Organizational commitment is conceptually similar to 

job satisfaction because both concepts encompass employee 

evaluations of their organizations. However, commitment is 

different from job satisfaction because it: 1) applies to an 

employee's evaluation of an organization rather than his or 

her job; 2) requires time to develop, is more enduring and 

less likely to change as readily as job satisfaction 

(Porter, Steers, Mowday, and Boulian, 1974). Research 

consistently demonstrates a positive association between the 

two constructs. Models of commitment suggest that job 

satisfaction is positively associated with commitment 

(Porter, et al. 1974; Mathieu & Hamel, 1989; Hulin, 

Roznowski, Hachiya 1985; Mercer, Hernandez & Bilson, 1985). 

Participation in organizational decision making is 

expected to affect commitment by increasing the "side-bets" 

made by employees. organization decision making represents 

an investment in the organization, and may increase employee 



identification with the organization to the extent its 

decisions reflect its employees inputs. 

Hypothesis 19: Physician autonomy, practice satisfaction, 
and commitment are positively associated with physician 
involvement in organizational decisions. 
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Effects of Tenure on Autonomy, satisfaction, and commitment 

Tenure provides individuals with organization-specific 

experience and tends to increase their rank relative to 

others. Both consequences are likely to increase autonomy. 

Experience confers knowledge about how to maximize autonomy 

within the system. Thus, for example, the probability that 

a physician will receive approvals for certain procedures 

may be enhanced if the physician knows how to formulate 

requests or whom to ask for approvals. At the same time, 

others in the organization recognize experience and are 

likely to accord its possessor with a status ranking that 

increases as a function of tenure. Increased "rank" need 

not be formal, but is likely to confer greater leeway 

(autonomy) in decision making because its possessor will be 

thought to be wiser than those of lower rank. 

The length of a physician's tenure with an Mca is also 

expected to influence satisfaction and commitment. Th= 

increased status generated by tenure is likely to be 

satisfying because it enhances one's self-image. 

Individuals with longer tenure may also feel they must 
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justify their decision to remain, and may do so by reporting 

greater satisfaction (McElrath, cited in Lichtenstein, 

1984). Tenure, like decision involvement, is thought to 

affect commitment by increasing the individual's investment 

in the organization (Hrebiniak & Alutto, 1972; Sheldon, 

1971; Buchanan, 1974). 

Hypothesis 20: Physician autonomy, practice satisfaction, 
and commitment are positively associated with tenure within 
the organization. 

other Effects on commitment 

Commitment may also be produced at a psychological 

level. When they feel they have made a choice of their own 

free will, individuals will feel more committed to that 

choice than when they feel the choice was forced on them 

(staw, 1980). Thus, professionals who join organizations 

will be more committed if they feel it was their choice, not 

a choice they were forced to make. Many physicians argue 

that their decision to join an MCO is in fact the 

consequence of economic pressure (Brown, 1983; Freund & 

Allen 1985). 

Hypothesis 21: Organizational commitment is negatively 
associated with perceived pressure to join MCOs. 

Age is included as a control variable because of a 

persistent positive association between age and commitment 

(Burns & Wholey, 1992; Grusky, 1966; Hrebiniak & Alutto, 



1972; Angle & Perry, 1981; Sheldon, 1971, Steers, 1977). 

Aging is expected to increase the cost of leaving an 

organization because alternative employment opportunities 

are perceived to diminish as an individual ages. 

Gender is included as a control variable because some 

research indicates that gender may influence job 

satisfaction (Schulz and Schulz, 1988). 
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The percent of a physician's patients from MCOs is 

included because it indicates the degree to which the 

physician depends on MCOs. Physicians who are highly 

dependent on MCOs may be more committed to MCOs in general 

because they likely perceive difficulty generating adequate 

patient volume if they were to rely solely on non-MCO 

patients. If they are more committed to MCOs, then perhaps 

that commitment will generalize to their primary MCO. 

The perceived quality of MCO care is included as a 

control variable. Physicians generally place great value on 

the quality of care their patients receive. Unusually low 

or high quality would likely influence satisfaction and 

commitment. It seems unlikely that physicians concerned 

with quality would remain with an MCO where quality was 

substandard, but may find themselves in that position if 

they feel constrained to work in any particular MCO. 

Physician reimbursement methods are included as 

controls because they may influence autonomy. Wolinsky and 
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Marder (1985) argue that the tightness of fiscal constraint 

limits a physician's autonomy. Two reimbursement methods 

most commonly used by MCOs (e.g. capitation, and fee-for

service plus withholds) provide physicians with incentives 

to be efficient. Physicians may view these methods as 

autonomy-constraining because they feel compelled to choose 

lower-cost treatment options. Research has not yet 

indicated, however, whether reimbursement methods can be 

ranked on the basis of their autonomy-limiting 

characteristics. 



CHAPTER 3 

Research Design 

overview of the Research Design 
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This study is based on data from various public sources 

and from a survey designed expressly for the population of 

physicians in the greater Tucson, Arizona region. The unit 

of analysis is the physician-practice setting relationship. 

study Site Characteristics and sampling strategy 

Approximately 1800 physicians serve a population of 

approximately 600,000 (300 physicians per 100,000 

population) in the study area. At the time of the study 

there were 13 MCOs in the area including three serving the 

state's Medicaid beneficiaries. The market share of MCOs in 

the area has been estimated to be 30% in a study conducted 

by a local medical center. 

The distribution of physicians by specialty is similar 

to urban distributions nationwide (AMA, 1989). All major 

specialties are represented. The single geographic site 

controls for variation between different markets that might 
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affect results. Labor market conditions, levels of 

competition, local regulatory conditions, region, city size 

are all controlled. The major disadvantage of the single 

site is the inability to generalize the results to other 

regions. comparative data (Burns, private communication) 

suggests, for example, that the study area is substantially 

different from the state's other major metropolitan region 

in terms of the degree to which physicians participate in 

managed care. 

The sampling strategy was to survey all non-federal 

physicians in the region. This strategy was chosen because 

responses from both fee-for-service and Meo physicians were 

needed to facilitate comparisons in Model 1, and to insure 

that there were a sufficient number of MCO-affiliated 

respondents to allow estimation of Model 2. Public 

information was judged to be inadequate to estimate a valid 

distribution of physicians in MCOs. Physicians with office 

addresses at the local VA hospital and at the military base 

were excluded from the mailing because those physicians 

cannot practice in managed care. Also excluded were 

deceased and retired physicians, as well as those who moved 

or who indicated the survey was not relevant to their 

practice. Information about moves, retirements, and deaths 

was obtained from returned surveys and telephone calls. 

Relevance was determined by interpreting various comments 
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physicians made. Comments included: "did not apply", "is 

not relevant", "I couldn't fill this out", "I don't have 

time for this". In one case the respondent remarked that he 

filled out the survey even though he practices out of state. 

Several said they filled the survey out even though they had 

retired. In one case the respondent explained that he 

filled it out "as if he were an MCO physician". All such 

questionnaires were excluded. 

Physician names were obtained from a mailing list 

available from the Pima County Medical Examiner's Office. 

That list included physician license numbers, names, 

addresses, phone numbers, and practice specialties. An 

initial list of MCO physicians was compiled from public MCO 

rosters. 

Conduct of Survey 

The survey was pre-tested on a random sample of 300 

physicians in Maricopa county. Substantial modifications 

were made based on comments solicited from the respondents 

and difficulties encountered in interpreting survey 

responses. 

The completed survey was distributed in two mailings 

about two months apart. The first mailing was in December, 

1991, the second, to non-responders, in February, 1992. 



Each mailing was followed with a reminder postcard mailed 

two weeks after the survey. 
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Each survey was accompanied by a cover letter under 

University of Arizona, Department of Management and Policy 

letterhead. The cover letter accompanying the first survey 

was signed by the directors and one assistant director of 

three area HMOs. The cover letter accompanying the second 

mailing was signed by several physicians whom other 

physicians judged to be well-respected in their specialties. 

Each cover letter promised confidentiality. 

Survey content~ 

Background information. 

In part I of the survey (see Appendix) physicians were 

asked the percentage of time spent on patient care, their 

practice type (solo, group, resident, intern, or other 

hospital-based), the size of their group (if applicable), 

whether or not they treat MCO patients, and if so the 

proportion of MCO patients they treat. They were asked to 

rate the importance on a five-point scale (5= very important 

1=not at all important) of 9 items in their choice of a 

practice setting. 

MCO participants were provided with a list of 18 

possible MCOs (including 5 from outside the survey area in 
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the event that listed physicians occasionally treat patients 

out of the area) and asked to identify and rank in order of 

patent volume the three MCOs which provided them the most 

patients (if they used as many as three MCOs) . 

other questions asked MCO participants the length of 

their affiliation with the MCO (tenure), and how they were 

reimbursed. MCO physicians were also asked to assess the 

impact of five factors that influenced their decision to 

join their primary MCO. Finally, MCO physicians were asked 

on a five-point scale the extent to which they felt 

compelled to participate in managed care (5= strongly 

compelled, 1= Not compelled at all). 

Physician autonomy. 

Eleven questiolls were used to assess physician autonomy 

with the physician's primary MCO and the physician's fee

for-service setting. Physicians who treated either MCO or 

fee-for-service patients would answer eleven questions 

pertaining to the applicable category. Physicians who 

treated both types of patients would answer the eleven 

questions twice. Both categories were included to measure 

perceived differences in autonomy between the two types of 

practice settings. The scales were located adjacent to one 

another to make the comparison obvious to the respondents, 

though this design may also create an anchoring effect. 
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Physicians were asked on a five-point scale the extent 

to which they agree (1= strongly disagree, 5=strongly agree) 

with statements regarding autonomy. Because of the wording 

of the questions, disagreement corresponds to greater 

autonomy. To avoid confusion, responses were reverse-coded 

during data processing so that higher numbers correspond to 

greater autonomy. The autonomy scale consists of items 

asking physicians to estimate levels of cost and time 

pressure, amount of control over patient care, freedom of 

choice with respect to drugs prescribed, labs used for 

tests, and referral physicians. Physicians are also asked 

to estimate the frequency with which decisions pertaining to 

costly procedures, elective surgery, referrals to other 

physicians, and the amount of time patients spend in the 

hospital are contested. 

A problem arises when asking questions about the 

frequency of contested decisions. The question is more 

precise if the source of contested decisions can be 

specified. Thus a question might be phrased, "to what 

extent are your decisions (about ... ) contested by the Mea". 

However, a comparable question cannot be asked of a 

physician in a fee-for-service capacity because these 

decisions are probably not contested by any single entity. 

To achieve question comparability the questions were framed 



in the more general way, i.e. "to what extent are your 

decisions (about ..• ) contested"? 

Practice satisfaction. 
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One set of five questions was used to assess 

physicians' satisfaction with their practice (no distinction 

is made between satisfaction with MCO and satisfaction with 

fee-for-service practice). The five questions asked 

physicians to report on a five point scale their degree of 

overall practice satisfaction and their satisfaction with 

patient volume, amount and speed of reimbursement, and 

hospitals to which they have access. 

Organizational characteristics. 

Physicians participating in MCOs were asked several 

questions about the organizational characteristics of their 

primary MCO. Three questions related to the degree of 

formalization in the MCO. Formalization was measured by the 

extent of procedure use, the emphasis on using proper 

channels, and the degree to which exceptions to rules and 

procedures are made. Physician involvement in 

organizational-level decisions was measured by three 

questions. Two questions measured the extent to which 

physicians in general are involved in organization 

decisions, while the third measured the respondent's 
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involvement in organizational policy making. The 

formalization and decision involvement measures were adapted 

from Hetherington, Calderone, & Smale (1983). 

organizational commitment. 

Four scale items based on questions used by Mowday, 

Steers, and Porter (1979) measured commitment to the MCO. 

Physicians were asked how much they care about and how much 

loyalty they feel toward the organization, how much effort 

they are willing to expend on behalf of the organization, 

and the extent to which they intend to stay with the 

organization. The question on loyalty was reverse scaled. 

Construction of Variables in the Models 

Scale construction. 

Scales were developed to summarize the measures of 

physician values, autonomy, practice satisfaction, 

organizational formality, physician involvement in 

organizational decisions, and organizational commitment. 

Scales were all constructed using principal components 

factor analysis with Varimax rotation. The analysis for 

each scaled variable will be reported individually. 

Physician values were elicited by asking physicians to 

rank from 1 (not important) to 5 (very important) the 



following criteria in their choice of practice setting: 

patient availability, administrative support, access to 

technology, earning potential, quality of patient care, 

phase of medical training', malpractice protection, 

workload, and control over medical decisions. The 

coefficient alpha for the full scale is .72. Factor 

analysis revealed two distinct factors. The first factor 

includes earning potential, training, malpractice, patient 

and workload. The second includes quality of care and 
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control of medical decisions. The variables administrative 

and technical support were dropped because of low 

correlations with the other factors. The new variables, 

labeled "physician valuation of income" (alpha = .66) and 

"physician valuation of autonomy" (alpha = .56) 

respectively, are weighted combinations of the variables 

loading on the first two factors. 2,3 

Phase of medical training was listed because some 
physicians at the resident or even intern stage might respond 
to the survey. Physicians in these classifications were not 
excluded from the mailing because a medical director 
interviewed for the study said that some physicians in both 
categories do participate in managed care in the study area. 

2 Weights for income valuation variable = .62 for earning 
potential; .71 for malpractice protection; .67 for workload, 
and .61 for phase of training and .40 for patient volume. For 
autonomy valuation: .79 for quality of care, and .77 for 
control over medical decisions. 

3 When physicians left blank spaces for these 
"preference" variables the response was coded as "missing". 
This particular set of variables thus accounts for many of the 
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The eleven autonomy items yielded a coefficient alpha 

of .86 for Meo patients and .85 for fee-for-service 

patients. Factor analysis revealed two factors defined by 

the same questions in both categories. The first includes 

the first seven questions: how controlled drug choice is, 

pressures to limit costs and time with patients, constraints 

on referrals and labs, and perceptions of the adequacy of 

the physician's decisions and control of patient care. The 

second consists of four questions asking physicians to 

assess the extent to which their decisions on costly 

procedures, surgery, referrals, and hospital length of stay 

are contested. The first seven items were added together 

into a variable labeled "job autonomy" and the second four 

into a variable labeled "decision autonomy". 

Following factor analysis, the satisfaction with 

reimbursement, speed of reimbursement, and practice 

variables were combined into one factor denoting practice 

satisfaction. The coefficient alpha for the whole scale is 

.67. 

The three variables designed to measure organizational 

formalization do not combine well. Two of the variables, 

the proliferation of rules and pressure to follow channels 

loaded together on one factor, although the alpha is low 

missing variables in subsequent regression models. 
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(.58). The third variable labeled organizational rigidity 

to denote the inverse of flexibility (i.e. making exceptions 

to rules) is clearly distinct from the other two. A 

formalization variable was constructed by combining the two 

variables loading on one fa~tor.4 

The three variables designed to measure physician 

involvement in organizational-level decisions (the 

physician's involvement in policy, and physicians' 

involvement in work and medical decisions) combined into one 

factor with an alpha of .80. This variable is an unweighted 

combination of each of the component variables. 

The four variables designed to tap organizational 

commitment (alpha of .84) loaded on one factor. The four 

components were added together into one commitment variable. 

ather variables. 

Model 1 dependent variables other than autonomy include 

the decision to participate or not in an Mca and the 

percentage of a physician's patients from Mcas. The 

decision to participate is a dichotomous variable in which 1 

corresponds to Mca participation and 0 to no Mca 

participation. 

4 Proliferation of rules or "red tape" is weighted .57, 
use of channels is weighted .72. 
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The accuracy of the dichotomous Mca participation 

variable was checked first by comparing those who claimed 

not to participate against the names of Mcas from whom the 

physician receives patients, and second by determining if 

the alleged non-MCa physicians answered Mca autonomy 

questions. If physicians ranked Mcas and responded to Mca 

questions but left the Mca participation question blank or 

claimed non-participation, they were listed as Mca 

participants. If the determination remained ambiguous Mca 

rosters were used to decide whether to list the physician as 

an Mca participant or not. 

The proportion of patients corning from Mca sources was 

derived from a response in which physicians could mark any 

one of five categories delineated in 20 percent increments 

(i.e. 0-20, 21-40, 41-60, 61-80, and 81-100 percent 

categories). Data were entered as a "1" for the first 

category, "2" for the second, and so on. This 

categorization cannot be used to determine who treats 

exclusively either Mca or fee-for-service patients. The 

proportion response was verified against the dichotomous Mca 

participation variable to confirm that those responding "0" 

to that variable also responded with a "1" to this variable. 

For responses in which the proportion was left blank, but 

participation was marked "0", the proportion were designated 

"1". 
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Independent variables in Model 1 include the autonomy 

and income valuation variables (described above), age, 

gender, physician specialty, practice setting, and supply of 

specialty. A continuous variable for age was derived by 

subtracting the physician's birth year from 1991. Gender is 

coded "0" for male and "1" for female. 

Physician specialties were derived using a dataset 

provided by the Pima county Board of Medical Examiners. 

Only the physician's primary specialty was used. 

Specialties were collapsed into six categories: general and 

family practice, psychiatry, general surgery, internal 

medicine, pediatrics/obstetrics and gynecology, and "other" 

(see Appendix for a complete list and distribution among 

categories) . 

Physician practice setting was defined as solo, group, 

and hospital-based. Physicians listing themselves as 

residents were included in the hospital-based category, and 

those few listed as "other" were excluded from the analysis. 

The supply of specialty variable is a number indexing 

the proportion (i.e. number of physicians in specialty/ 

number of physicians) of physicians in a specialty in Tucson 

against the average proportion of the same specialties in 

urban areas in the united states. The proportion in Tucson 

is the numerator so that numbers greater than one indicate a 

greater supply, and numbers less than one indicate a lower 
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supply than the national urban average for that specialty. 

Data were collected from the AMA's 1991 demographic data of 

physicians and compared against the proportions of Tucson

area physicians derived from the Board of Medical Examiners' 

listing of physicians. Unfortunately, this index number 

does not incorporate demand for the specialties in the local 

area, thus making the variable a very rough approximation. 

Additional dependent variables included in model 2 

which are not scaled variables already discussed are those 

delineating "MCO choice". MCO choice is a dichotomous 

variable denoting either IPA or Group model MCOs. The MCO 

choice variable was constructed by identifying the MCO the 

physician ranked "#1" and then matching the name of the MCO 

with its type. Because there were relatively few staff or 

PPO physicians, staff and group HMOs were combined into the 

group category while IPAs and PPOs were combined into the 

IPA category. Classification of network physicians required 

examination of the rosters of Network HMOs. The rosters 

used distinguished those in group and IPA practice, so most 

physicians in network HMOs could be readily classified into 

either category. In the relatively few cases where 

physicians were listed in both categories physicians who 

classified themselves in solo practice were labeled IPA 

physicians and those who classified themselves in group 

practice were labeled group-HMO physicians. There was no 



category for physicians not participating in MCOs because 

they are excluded from model 2. 
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Other independent variables in model 2 include 

physician tenure with the MCa, degree of compulsion to join 

MCOs, and the method by which the physician is reimbursed. 

Tenure is reported in years with the MCO. compulsion to 

join reflects the degree to which physicians agreed with the 

statement, "To what extent do you feel you were compelled to 

participate in managed care?". The reimbursement variable 

consisted of the categories fee-for-service, fee-for-service 

with discount, salary, capitation, and other. From those 

categories four dummy variables were created. Fee-for

service and FFS with discount were collapsed into one 

category because there were so few in the FFS category 

working for MCOs. Fee-for-service was the excluded contrast 

category. 

Analysis 

Data cleaning and response bias. 

The data were first checked to determine if responses 

were consistent with similar categories, and to determine 

how many returns had to be deleted because of duplications, 

movement out of the area, physician retirement, death, etc. 

After corrections and adjustments the total number of 
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surveys mailed was 1,268. 473 (37.3%) of the responses were 

usable. 

The distribution of responders was compared with the 

known distribution of all physicians in the population area 

to estimate response bias. Age was collapsed into six 

categories and physician specialty into 11. Chi-square 

analysis revealed a significant under-response rate for 

radiologists, anesthesiologists, and pathologists (RAPs), 

and a significant over-response rate for females. 

Examination of the returns from RAPs suggested that they had 

difficulty responding to the survey because they are 

typically not included in managed care networks. To 

facilitate analysis, RAPs (n=52) were dropped from the 

population. The elimination of RAPs increases the rate of 

return slightly (to 38.3%). 

Testing the models. 

Correlations and means were examined to identify any 

apparent anomalies in the data, to identify instances of 

multicollinearity, and to determine if correlations appeared 

to be in the expected directions. Each model was then 

tested by fitting regression models between independent and 

dependent variables to determine if hypothesized 

relationships appear to be linear or if outliers are 

influencing regression slopes to too great an extent, and if 
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there is evidence of specification bias. There was no 

evidence of non-linear relationships, but several age 

outliers were identified. Regressions were run with and 

without the age outliers to determine the extent of their 

influence. Influence of age outliers on the regressions was 

negligible. 

Scatter plots of regressions and residuals were 

examined to determine if error terms were independent. The 

autonomy valuation variable was found to have an error term 

increasing as a function of the value of the variable (i.e. 

heteroskedasticity). Regressions were run adjusting this 

variable by using weighted least squares to correct for the 

problem. 

Ordinary least squares, logit, and probit regression 

models were used in these analyses. OLS was used with all 

regressions except the choice dependent variables. Choice 

variables in this analysis are all categorical, thereby 

necessitating either logit or probit analysis. The Logistic 

regression program in SAS was used to regress the 

physician's decision to participate or not in MCOs and the 

decision between the IPA and Group MCOs (i.e. the MCO form 

variable). 

All regressions in the second model require an 

adjustment because they are applied to a limited segment of 

the total population studied. That is, model 2 refers only 
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to physicians practicing in MCOs, excluding fee-for-service 

practitioners. Berk (1983) demonstrates that even if the 

analyst has no interest in the excluded population, 

regression results will be biased by excluding those in the 

non-participant category. This form of specification bias 

can be corrected by generating a new variable from the full 

model that accounts for the missing population, and using 

the correction term in all the regressions of the restricted 

model. This term is listed as "correction term" in model 2 

regressions. 
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CHAPTER 4 

Physician Choice Between MCO and Non-MCO Practice and the 
Consequences of that Choice 

Data for model 1 indicate that physicians experience 

greater autonomy in non-MCO rather than MCO practice, though 

group practitioners report greater MCO autonomy than solo 

practitioners. Despite the importance physicians attribute 

to autonomy, few physicians practice exclusively in non-MCO 

settings, though many physicians treat a greater number of 

non-MCa than Mca patients. When they treat Mca patients, 

physician practice satisfaction is significantly influenced 

by their level of autonomy within the Mca. 

Tables 4-1 and 4-2 provide descriptive statistics of 

the dependent and independent variables. Table 4-3 lists 

correlations and Tables 4-4, 4-5, 4-6 and 4-7 the results of 

the regression analyses. Table 4-8 lists the results of a 

paired comparison test. 

An examination of means (Table 4-1) reveals that 

physicians report valuing the control of medical decisions 

(i.e. autonomy valuation) more than they do income. Levels 

of autonomy are significantly higher in FFS practice than in 

Mca practice (Table 4-8) as expected. Most physicians 

(34.5%) acquire 20 per cent or less of their patients from 



MCOs. Only 12.8 % acquire 80 percent or more of their 

patients from MCOs. 
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Satisfaction scores indicate that solo, MCO 

practitioners are decidedly the least happy physicians, 

seemingly in envy of their fee-for-service counterparts. 

Physicians in group practice are less satisfied than solo 

practitioners, but group practitioners in MCOs are slightly 

more satisfied than group practitioners in fee-for-service 

practice. 

Table 4-2 indicates that surgeons use MCOs least (mean 

proportion of MCO patients = 2.19) and pediatricians use 

them the most. Somewhat surprisingly, more men than women 

practice in managed care. Physicians under fifty use MCOs 

fairly heavily, though the percentage of patients from MCOs 

declines in the age groups between 40 and 70. This is 

consistent with the beliefs that younger physicians are 

perhaps better socialized into managed care and need MCOs as 

sources of patients. 

Practice Choice 

Table 4-1 indicates that very few physicians (11.5 

percent) limit their practice to fee-for-service patients 

(i.e. a mean of .885 for "treats MCO patients" indicates 

that .115 percent of the physicians surveyed treat MCO 

patients). This result is odd considering that MCOs account 
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for about 30 percent of the market. The discrepancy may be 

partly explained by very low levels of participation among 

some of the physicians, however, there may have been a 

disproportionately high response from MCO physicians5 • 

Unfortunately, there are no reliable data from other sources 

to validate physician participation rates in Pima county. 

An examination of the rosters of MCO physicians suggests 

that slightly less than 50 percent of Pima county physicians 

treat MCO patients; however, the roster data appear to 

understate MCO involvement. The rosters indicate that more 

than 100 of the physicians who returned surveys were not 

affiliated with an MCO, yet the survey indicates that only 

half that many are not MCO participants. 

A breakdown of physician participation by specialty, 

gender, and age (Table 4-2) indicates that in most 

specialties only between 5 and 11 percent of the physicians 

choose to treat exclusively fee-for-service patients. The 

only exceptions occur among psychiatrists (29.3 percent of 

whom treat only FFS patients) and the few physicians in the 

5 Data on physician participation in MCOs statewide 
collected recently by Burns suggests lower rates. In his 
study, the percentage of specialists reporting practice in 
managed care ranged from 1.0 percent for radiologists, 
anesthesiologists, and pathologists to a high of 27.1 percent 
for obstetricians and gynecologists. The percentage of time 
each physician spent in managed care was also comparatively 
low. In the Burns study, obstetricians and gynecologists 
spent the most time (18.1 percent) in MCO practice. 



miscellaneous category (31 percent of whom treat FFS 

patients) .6 
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The high number of physicians in the study area who 

treat MCO patients suggests that MCO practice may be less of 

a choice between participating or not than of deciding how 

many patients from MCOs a physician should treat. 

As some physician comments indicate, even those hostile to 

managed care may feel they have no choice but to 

participate. Even if they prefer not practice in MCOs, 

however, physicians still may decide to limit the number of 

MCO patients they choose to treat. This may account for the 

regression results (Table 4-4) indicating a greater number 

of significant effects on the percentage of MCO patients 

treated (Table 4-4, Column 2) than on the choice between MCO 

and non-MCO practice (Table 4-4, Column 1). 

Income valuation appears to influence physician 

decisions to participate in MCOs, but autonomy valuation 

does not. Hypothesis one was not supported. Autonomy 

valuation had no significant effect on either the choice 

between MCO and non-MCO practice, or on the proportion of 

MCO patients treated. Income valuation had no effect on the 

choice to practice in MCOs, but did significantly affect 

6 special ties included in the "other" category (n in 
parentheses) : physical and rehabilitative medicine (4), public 
health (3), and administrative medicine (3). 
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the proportion of MCO patients the physician treats. The 

latter result suggests that physicians believe MCOs in the 

market studied control a sUbstantial proportion of the 

patients. This perception may account for the high number 

of physicians who choose MCO practice in the area regardless 

of their income or autonomy valuations. That is, physicians 

may be joining MCOs to avoid losing patients. 

Evidence of the power of MCOs to generate patients is 

also provided by the support received for hypothesis 3 

(p=.056). As supply of physician specialties increases 

relative to urban averages, the proportion of MCO patients 

treated increases. Thus, physicians in this market who 

sense competition for patients appear to compete by treating 

a greater proportion of MCO patients. 

Despite competitive pressures, not all physicians 

choose to join MCOs. Older physicians and psychiatrists 

avoid MCO practice. Results supporting hypothesis 4 

indicate that older physicians are significantly less likely 

to join MCOs (p=.OOOl) and treat smaller proportions of MCO 

patients than their younger colleagues (p=.OOOl). Older 

physicians may avoid MCOs because they do not believe in the 

concept and because they have less of a need to use MCOs to 

become established in a practice. Means indicate that few 

psychiatrists treat MCO patients, probably because few forms 

of psychiatry are covered by the MCO insurance plans. 
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significant negative effects of psychiatry on both practice 

choice measures confirm this, though the level of 

significance of the psychiatry effect on the dichotomous 

choice variable (p=.10) appears to be understated because of 

an interaction between psychiatry and gender. 

A gender effect is not readily apparent from Table 4-2, 

column I, but controlling for an interaction reveals that 

females are somewhat more likely than males to choose MCO 

practice. The initial test of hypothesis 5 yielded a non

significant relationship in the expected direction between 

gender and practice choice. That is, the negative sign 

suggests a tendency for women to prefer MCO to fee-for

service practice. However, the correlation between gender 

and practice choice is positive, suggesting instead that 

females prefer fee-for-service practice. A positive 

correlation between gender and psychiatry appears to account 

for the difference. Adding an interaction term to the model 

to control for the combined psychiatry and gender effect 

makes the predicted negative relationship significant. The 

magnitude of the gender parameter is increased from -.809 to 

-1.46, and the p value changes to .016. In addition, the 

significance of the psychiatry effect increases (parameter = 

-3.98; p=.02) and the interaction itself is marginally 

significant (parameter = 2.36; MSE = 1.33; p= .08). 
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Thus, the gender effect postulated in hypothesis 5 does 

appear to occur, but is obscured by the number of females 

choosing a specialty which has a relatively strong 

association with fee-for-service practice. At the same 

time, the gender effect obscures the significant tendency of 

psychiatrists to select exclusively fee-for-service 

practice. 

Despite their tendency to choose MCO rather than 

exclusively fee-for-service practice, females do not treat a 

significantly greater proportion of MCO patients than males. 

This result is different from that reported by Rosenbach, 

Harrow, and Hurdle (1988), and thus suggests that females 

may not be seeking any greater working hour predictability 

from their practice than men. A different explanation for 

the female tendency to choose MCOs is needed. MCOs may 

facilitate the acceptance of females by patients, perhaps 

conferring legitimacy to their role as physician. 

In a market where most physicians choose MCO practice 

and where the number of IPAs matches the number of group 

HMOs, neither group nor solo practitioners ought to be any 

more likely to choose MCO or non-MCO practice. Most solo 

practitioners who join MCOs join IPAs while group 

practitioners join group-HMOs. However, as postulated in 

hypothesis 6, solo practitioners (the excluded contrast 

category) treat fewer MCO patients than group practitioners 



(p=.OOOl). This may reflect the fact that group 

practitioners tend to be in group-HMOs where they are 

required to treat some minimum proportion of MCO patients, 

and where they compete with fewer physicians than in IPAs 

for the available patients. 
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The proportion of patients treated by hospital-based 

practitioners treat is not significantly different from that 

treated by solo practitioners. This seems a reasonable 

conclusion because hospital-based practitioners treat 

patients referred to them by both group and solo 

practitioners. If the proportion of MCO patients they 

receive from group practitioners is high, this is probably 

offset by the low proportion of MCO patients referred by 

solo practitioners. The effects of physician specialty on 

practice choice indicate that most physicians playing 

gatekeeper roles treat a greater proportion of MCO patients 

than referral specialists. In support of hypothesis 7, 

general and family practitioners (the excluded contrast 

category) treat significantly more managed care patients 

than all other practitioners except for pediatrician

ob/gyns, who also perform gatekeeper roles. Internists may 

also assume gatekeeper roles, but were found to treat 

significantly fewer MCO patients than the other gatekeepers. 



Levels of Autonomy 

Even if Mechanic's (1991) argument that autonomy in 

fee-for-service practice has eroded over the years is 

correct, results from this study suggest that autonomy is 

still greater in fee-for-service than Mea practice. The 

difference between Mea and fee-for-service autonomy means 

(Table 4-1) were found to be significantly different in a 

paired comparison test (Table 4-8). This result confirms 

the positive association between autonomy and non-Mea 

practice postulated in hypothesis 8. The difference is 

consistent for both job and decision autonomy. 

Determinants of Job Autonomy 
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An examination of the determinants of job autonomy 

(Table 4-5) reveals an unexpected relationship between the 

physician's practice and autonomy. Hypothesis 9 postulates 

that autonomy is negatively associated with group practice 

because groups can more easily control physicians. The 

hypothesized relationship appears to hold, but only in the 

case of fee-for-service practice. That is, group 

practitioners report lower levels of job autonomy than solo 

practitioners when they treat fee-for-service patients. 

However, group practitioners report greater job autonomy 

than solo practitioners when they treat Mea patients. Thus 

group practice apparently can either function to enhance or 
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diminish autonomy, but the direction of the effect is 

determined by the underlying form (i.e. solo or group) of 

the physician's practice. One explanation of this 

phenomenon may be the different roles groups play in the 

different situations. In FFS practice groups add some level 

of coordination and control above and beyond solo practice. 

In Meo practice, however, the buffering capabilities of the 

group may be used to minimize the impact of the cost

containment arm of the Meo. That is, groups negotiate with 

the Meo on behalf of their members. In contrast, the solo 

practitioner in an Meo setting must negotiate directly with 

the Meo. 

Another unexpected result indicates that physicians' 

Meo and hospital ties affect fee-for-service job autonomy 

(Table 4-5, column 3). No connection between the treatment 

of Meo patients and fee-for-service autonomy was 

hypothesized because physicians are under no formal 

constraint to limit the way they choose to practice on fee

for-service patients. Nonetheless, Meo association and the 

proportion of Meo patients treated both have significant 

autonomy-constraining effects on fee-for-service practice. 

This may occur because physicians treat both their Meo and 

fee-for-service patients the same. Physicians may find it 

easier to follow MeO-based procedures than to distinguish 

one patient from another and develop different treatment 
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routines, particularly when they treat a large volume of Meo 

patients. The same reasoning may explain why hospital-based 

practitioners report less fee-for-service job autonomy than 

solo practitioners. 

Determinants of Decision Autonomy 

No differences were hypothesized between job and 

decision autonomy because they were expected to be part of 

the same autonomy construct. However, regression analysis 

(Table 4-5) indicates that they are each affected by 

different independent variables, and that the effects are 

different in Meo and fee-for-service practice. An 

examination of explanations for their effects on decision 

autonomy suggest that the construct may tap leeway 

physicians have in making decisions (i.e. autonomy), but may 

also measure how closely physicians follow rules. 

An example is provided by the age effect. In Meo 

practice, decision autonomy is positively associated with 

age (though the effect is only marginally significant at 

p<.1). This might occur because older physicians have 

learned to avoid making decisions that are likely to be 

contested. If this is the case, then the older physician is 

in effect limiting his or her own decisions. such self

limiting behavior could explain why there is no age effect 

on job autonomy. The older physician may have no greater 
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autonomy, but is simply better than the younger physician at 

constraining his or her own decisions. 

A similar explanation may account for significant 

effects of pediatrics/OBGYN and gender on decision autonomy. 

Pediatrics/obgyn seems an unlikely specialty to enjoy high 

levels of MCO-sanctioned decision autonomy because the 

specialty is especially sensitive to malpractice claims. 

Perhaps because of the malpractice threat, physicians in 

this specialty adhere closely to MCO protocols, thereby 

limiting the number of contested decisions. 

Finally, this explanation may apply to the positive 

association between females and decision autonomy. Females 

might be slightly more likely to adhere to protocols if they 

feel they must be especially vigilant to compete in a male

dominated profession. 

Psychiatrists and those in the "other" specialty 

category report less of both fee-for-service job and 

decision autonomy than other specialists. This is 

interesting in light of the earlier evidence that physicians 

in these specialties are more likely to choose exclusively 

fee-for-service practice than physicians in the other 

specialties. The nature of the specialties in the "other" 

category suggests that these physicians may have autonomy

constraining affiliations with organizations other than MCOs 

(e.g. administrative medicine specialists probably work at 



least part of the time in organizational settings, and 

rehabilitation specialists may work for non-MeO employers. 

The same may be true of at least some psychiatrists). 
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The difference between autonomy in fee-for-service and 

managed care settings was also examined for those physicians 

in both practice settings (Table 4-6). Simple difference 

scores were calculated by subtracting Meo autonomy from fee

for-service autonomy. If the difference is zero, then Meo 

and fee-for-service autonomy are identical. A difference 

greater than zero indicates that fee-for-service autonomy is 

greater than Meo autonomy (because Meo autonomy is less than 

fee-for-service autonomy). A negative coefficient indicates 

that the parameter has the effect of reducing the difference 

between Meo and fee-for-service autonomy, thus increasing 

Meo autonomy relative to fee-for-service autonomy. 

All of the significant effects reported in Table 4-6 

are in the direction of reducing the autonomy difference 

between Meo and fee-for-service practice. Thus group 

practice, female gender, psychiatry, and other specialties 

all account for greater Meo autonomy relative to fee-for

service autonomy. The effect of group practice is 

consistent with earlier findings demonstrating that group 

practitioners experience greater Meo autonomy, and 

relatively less fee-for-service autonomy than solo 

practitioners. 
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The difference is also a negative function of gender. 

Females perceive less of an autonomy difference between MCO 

and fee-for-service practice than males. The negative 

effect of pediatrics on MCO decision autonomy is the result 

of that specialty's positive association with MCO decision 

autonomy. The negative effect of psychiatry is produced not 

by the high levels of MCO autonomy among psychiatrists, but 

rather the relatively low levels of fee-for-service autonomy 

associated with psychiatry. 

satisfaction 

Regression analysis (Table 4-7) provides partial 

support for hypothesis 10. Physicians who report greater 

MCO job autonomy are significantly more satisfied than those 

with less job autonomy. However, the remaining types of 

autonomy (i.e. MCO decision autonomy and both fee-for

service job and decision autonomy) had no such effect even 

though correlations between each type of autonomy and 

practice satisfaction are all positive and significant. The 

smaller correlations and the absence of significant effects 

suggest that fee-for-service autonomy plays a much less 

important role than MCO autonomy in practice satisfaction. 

Perhaps this occurs because of a salience effect. 

Physicians entering MCOs may be more sensitive to autonomy 

because they are more concerned about it when they enter an 



Mea. Some research indicates that physicians are 

apprehensive about retaining autonomy when they first join 

an Mea (Schulz, et ale 1991). 
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An unexpected effect displayed in the satisfaction 

regression indicates that solo practitioners are 

significantly less satisfied than group and hospital-based 

practitioners. The latter effect may be accounted for by 

solo practitioners treating Mea patients. satisfaction 

means are highest for solo practitioners who treat only fee

for-service patients (Table 4-1), but lowest among solo 

practitioners treating Mea patients. The low levels of 

satisfaction may be the result of relatively low income

generating characteristics of the solo, Mea practice. 

Recall that group practitioners treat a significantly 

greater proportion of Mea patients than solo practitioners. 

These physicians may feel they are not able to treat the 

volume of Mea patients they need to generate an adequate 

income. If income valuation is an important determinant of 

Mea choice as found earlier (Table 4-4, column 2), then 

those solo practitioners who choose Mea practice may be 

disillusioned by the income their Mea affiliations generate. 

Discussion 

Model 1 compares FFS and Mea practice because the two 

are often viewed as polar opposites on autonomy and income-
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generating dimensions. Logically, FFS practice ought to be 

the choice of physicians who value both autonomy and income 

because FFS practice has long epitomized income and autonomy 

maximization. Given these attributes, FFS practice ought to 

also be more satisfying than MCO practice. 

The results support the notion that FFS practice 

generates greater perceived autonomy than non-FFS practice, 

but also show that valuation of autonomy has no impact on 

either the decision to participate in MCOs or the volume of 

MCO patients a physician treats. 

MCO participation 

The model provides a poor explanation of the decision 

to participate in MCOs. This may reflect market conditions 

that effectively eliminate choice or a skewed sample. If 

the sample is not skewed, then the large number of 

physicians participating in MCOs in the study area suggest 

that very few choose not to participate in MCOs. If the 

sample is skewed toward physicians participating in MCOs, 

then an accurate indicator of choice is lacking because of 

the inability to estimate the choice models of non

responders. 

The importance of MCOs in the local market may account 

for the positive association between physician income 

valuation and percentage of patients from MCOs. This 
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indicates that despite the power of FFS practice to generate 

income, physicians in the Pima county market who value 

income increase their volume of Meo patients. 

other determinants of the volume of MCO patients 

include the physician's specialty and practice setting. 

Both primary care physicians and group practices appear. to 

benefit from increased Meo patient volume in contrast to 

specialists and solo practitioners. 

Autonomy and satisfaction 

FFS practice is clearly associated with gr.eater 

autonomy than Meo practice, but group practice enhances 

autonomy among Meo practitioners. If this reflects the 

ability of the group to buffer physicians from MCOs, then 

group practice may be a desirable element of effective Meo 

forms. The relatively high levels of satisfaction among 

group-Meo practitioners supports this conclusion. 

Job autonomy appears to be an important attribute to 

try to achieve in MCOs because of its positive impact on Meo 

satisfaction. The absence of an effect of decision autonomy 

on satisfaction should not be taken to mean, however, that 

administrators need not worry about decision autonomy. 

Quite possibly, MCOs already minimize their intrusions on 

decision autonomy because of the way they determine the 

standards which they use as the basis for contesting 
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decisions. Most MCOs probably enlist physicians to 

establish the standards they use as the basis for contesting 

decisions. Physicians are more likely to accept standards 

set by their peers (Freidson, 1970). If physicians accept 

the standards, then even if the probability of contested 

decisions is great, there may be little impact on autonomy. 

The absence of an autonomy effect on satisfaction in 

FFS practice suggests that autonomy may be taken for granted 

in FFS practice. Perhaps physicians are more conscious of 

intrusions upon their autonomy in MCO settings because their 

is an identifiable entity to associate with the intrusions. 

In light of the absence of an autonomy effect on 

satisfaction in FFS practice, the negative impact of MCO 

practice on FFS autonomy may be of little consequence. 

Validity issues 

Any conclusions drawn from the model 1 results must be 

interpreted cautiously. External validity is clearly 

limited because the study was conducted in one county. 

Thus, any characteristics of the county that differentiate 

it from others could bias the results. At least one 

characteristic of the county is important to take into 

account when interpreting the data. The market penetration 

of MCOs appears to be rather high. As suggested above, this 

may explain some of the results. However, since a 
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comparison across a random sample of markets was not 

conducted, one cannot conclude that the findings here would 

be duplicated under conditions of sUbstantial MCO market 

penetration. The findings suggesting the positive influence 

of group practice on MCO practice might be idiosyncratic to 

Pima county. There are no measures which allow for a 

comparison of the group practice settings in Pima county 

with those outside the county. If group practices are more 

the norm in Pima county than elsewhere, then positive 

effects of groups could be the result of a climate 

especially friendly to groups. Thus, concluding that all 

group MCO arrangements will maximize MCO autonomy and 

satisfaction may be inappropriate. 

A threat to both internal and external validity arises 

from the possibility of a response biased by a 

disproportionately high number of MCO physicians. 

other threats to validity include those factors 

excluded from the linear models that might differentially 

affect the results (i.e. specification bias). Practice 

choice regressions exclude values other than autonomy and 

income. The most important of these may be the value of 

leisure time7. 

7suggested by two survey respondents as their primary 
value. 
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A variable excluded from both the autonomy and 

satisfaction regressions that might be expected to influence 

both is an indicator of resource munificence. Meiksins and 

Watson (1988), and Schulz and Schulz (1988) both suggest 

that abundant resources (e.g. revenue) may both enhance 

autonomy perceptions and satisfaction. 



CHAPTER 5 

MCO Choice 

The Importance of MCO Choice 
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Model 2 examines the antecedents and consequences of 

MCO choice. As positioned in model 2, MCO choice is 

relevant to concerns of both health care administrators and 

organizational theorists. Health care administrators have 

an immediate, practical need to determine which types of 

MCOs attract physicians, and which combination of 

structures, processes and physician types are likely to 

yield the most desirable physician behaviors and attitudes. 

organization theorists can use the results to determine how 

the structures and processes of professional organizations 

predict levels of autonomy. Such knowledge would improve 

theorists' ability to distinguish between professional 

organizations. 

MCO administrators must be concerned with their ability 

to recruit and retain physicians, since the physicians who 

provide their service influence the MCO's ability to attract 

clients. Effective recruitment requires knowledge of the 
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way physicians and MCOs choose one another. If 

administrators know the determinants of choice, then they 

can attempt to incorporate those factors in their MCOs and 

increase the salience of those factors to prospective 

physicians. strategies for retaining physicians can be 

developed if administrators are able to identify 

organizational factors that generate positive physician 

attitudes toward the MCO, and then modify those factors to 

enhance those attitudes. It is not clear, however, what 

factors influence physician choice of an MCO, how physicians 

react to the different MCO types, or how much the different 

MCO types matter as determinants of attitudes and behaviors. 

Model 2 will contribute to organization theory by 

testing assumptions about the importance of autonomy and 

improving knowledge of the autonomy-generating 

characteristics of organizations. Such tests may facilitate 

development of theories of professional organizations. Many 

of those who have studied professional organizations argue 

that autonomy is an important determinant of the ability of 

those organizations to effectively manage professionals 

(Raelin, 1986: Scott, 1982,1985). Scott (1985) advanced 

those ideas by proposing an autonomy-based typology of 

organizations. He argued that professional organizations 

range between ideal-typical organizations that maximize 

autonomy at the one extreme and minimize it at the other. 
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scott theorized that in today's medical environment truly 

effective professional organizations (i.e. "conjoint" 

organizations) may balance the characteristics of the 

extreme types. At this point in the development of theory, 

locating professional organizations along an autonomy 

continuum is difficult because we know little about how 

professional organizations produce autonomy. 

Wolinsky and Marder (1985) propose a classification of 

medical practice based on theory about how organizational 

forms affect autonomy. They argue that the identifiable 

physician practice forms affect autonomy predictably because 

of characteristics inherent in the respective forms. It is 

not clear, however, whether autonomy is primarily a function 

of those particular forms or whether autonomy varies 

substantially within those forms. Luft (1981) argues that 

management practices within HMOs are quite diverse. 

An examination of the impact of Mea choice on autonomy 

can inform models for classifying professional organizations 

on the basis of autonomy. If autonomy varies as a function 

of forms, then the forms might be used to classify 

organizations. On the other hand, if autonomy varies as a 

function of different processes within those forms, then 

classification models must reflect a consideration of those 

processes. 
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Model 2 

Physicians who decide to practice in MCOs may choose 

between PPOs and four types of HMOs. HMOs comprise IPA, 

group, staff, and network models. For purposes of this 

study, however, the five categories are collapsed to two 

because the most important differences in terms of physician 

autonomy are expected to be a function of the practice 

settings and reimbursement methods associated with each MCO 

type. The importance of this distinction is noted by Luft 

(1981) and Wolinsky and Marder (1985). IPAs and PPOs are 

very similar to one another because they both contract 

attract primarily with solo, fee-for-service practitioners 

and reimburse on a discounted fee-for-service basis. IPAs 

and PPOs are placed in one category and will be referred to 

as IPAs. Group and staff HMOs are both group practices 

which reimburse either by salary or capitation (i.e. a fixed 

fee per patient from which the physician draws income but 

also pays medical expenses). Group and staff HMOs will both 

be referred to as group HMOs. Since networks comprise both 

group HMOs and IPAs, physicians in networks are categorized 

into whichever of the two settings applies to them. Most 

network physicians are listed as members of either the IPA 

or group component of the network but not both. Those 

physicians listed with both an IPA and group component of 

the network are categorized by their practice form. That 
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is, solo practitioners are classified as IPA physicians and 

group practitioners as group HMO physicians. This is done 

because the likelihood is greater that solo practitioners 

are members of an IPA rather than a group HMO, and that 

group practitioners are members of a group HMO rather than 

an IPA. 

Several studies have determined characteristics of 

physicians joining particular types of MCOs. Barriers to 

entry into local markets appear to motivate physicians to 

join IPAs. Freund and Allen (1985) and Aluise, Konrad and 

Buckner (1989) found physicians who decided to join an IPA 

tended to have lower incomes and fewer patient visits than 

those who chose to stay in fee-for-service practice, were 

newer in the community, and were strongly influenced by 

peers. Since this study did not compare IPAs with other 

MCOs, these economic concerns do not discriminate between 

the choice of an IPA or a group HMO. 

Other studies show that some physicians join IPAs 

because they feel compelled to do so. Several physicians in 

one study remarked that they joined IPAs to thwart 

competition from other (i.e. group) HMOs (Rosenbach, Harrow, 

& Hurdle, 1988). The physician's specialty and proximity to 

urban centers also have had an effect. Specialists choose 

group HMOs while general practitioners tend to choose IPAs, 
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and physicians are much more likely to participate in PPOs 

if they are from urban areas (Rosenbach, Harrow, & Hurdle, 

1988) • 

Research examining physician choice of a practice 

setting is also relevant to the MCO choice because most solo 

practitioners join IPA and PPOs (Goodman & Swartwout, 1984) 

while most group practitioners join group HMOs. Thus, the 

factors influencing group choice may be similar to those 

influencing affiliations with group HMOs. Values positively 

associated with the choice of solo practice include autonomy 

(Goodman and Wolinsky, 1982; Wolinsky, 1982) and income 

(Mick, et ale 1983). Values positively associated with 

group practice include better professional contacts, higher 

quality of health care, location of the group (Goodman & 

Wolinsky, 1982) regular working hours, free weekends, the 

availability of allied health personnel, and freedom from 

administrative responsibility (Mick, et al., 1983). 

Variables included as determinants of MCO choice in 

model 2 (Figure 2-2) include earnings potential, malpractice 

protection, phase of medical training, workload, patient 

availability, quality of care, control of medical decisions, 

availability of administrative and technical support. 

Principal components analysis revealed two underlying 

factors labeled income and autonomy valuation. Earnings 

potential, phase of training, malpractice protection, 
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patient availability and workload loaded on the factor 

labeled income valuation. Quality of care and control of 

medical decisions loaded on autonomy valuation. 

Administrative and technological support variables were 

excluded because they neither constituted a third factor nor 

added reliability to the income and autonomy valuation 

scales. Two other variables included as determinants of Meo 

choice were the physician's specialty and the extent to 

which the physician felt compelled to join the Meo. 

The model is based on the notion that once the 

physician has made the Meo choice, he/she is in one of two 

Meo types that are structurally different from one another. 

The different structures are argued to influence autonomy 

directly. Thus, physicians working in their own private 

offices away from any clinic-like facility are expected to 

derive greater autonomy from that structure than group-HMO 

physicians. However, the structure is not viewed as the 

only determinant of autonomy because each Meo develops its 

own management processes. The management processes of 

organizational formalization and physician decision 

involvement are included because the literature associates 

them with autonomy, satisfaction, and commitment. (Miller, 

1967; Aiken & Hage, 1966; Schulz & Schulz, 1988). 

Regardless of the other structures unique to each Meo type, 

formalization is expected to reduce autonomy and physician 
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decision involvement is expected to increase autonomy. 

Formalization and decision involvement are not expected to 

be independent of the MCO choice, however. Group practice 

lends itself to both decision involvement and the ability to 

implement formal rules because physicians work in close 

proximity. Thus MCO choice may have both a direct and 

indirect effect on autonomy. MCO choice may have an 

indirect effect on physician satisfaction through its effect 

on decision involvement and organizational formality which 

are both expected to directly influence satisfaction and 

commitment. 

All variables that affect autonomy may also produce an 

indirect effect on satisfaction because autonomy is expected 

to directly affect satisfaction. commitment, in turn, is 

expected to be indirectly affected by those factors that 

influence satisfaction because satisfaction is argued to 

directly affect commitment to the MCO. Factors that 

positively influence autonomy are also argued to positively 

influence satisfaction and commitment. 

Tenure is an exogenous variable directly and positively 

affecting autonomy, satisfaction, and commitment. 

"Perceived pressure to join MCO" is an exogenous variable 

directly and negatively influencing both MCO choice and 

commitment. 
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The existence of both direct and indirect causal paths 

means that effects of one variable may be obscured by other 

variables in a causal path. Thus, where effects are 

significant, the relative importance of the variables in the 

path need to be estimated. 

Results 

In this study, 157 physicians (43.4%) were classified 

as IPA physicians and the remaining 205 (56.6%) as group 

physicians. Only 11 of the IPA physicians (3% of the total) 

were affiliated with PPOs. About 16% of the physicians are 

paid salaries and thus are employed by staff HMOs. 

Most physicians in the study area practice in more than 

one MCO (74 physicians list only one MCO as a practice site, 

53 list 2 MCOs and the remaining 204 list 3 MCOs). When 

they choose multiple affiliations, many physicians (158 or 

about 43%) practice in both group and IPA settings. 

Physicians in this study were classified not by their 

multiple affiliations, however, but rather by their primary 

MCO. In those cases where network physicians could not be 

clearly associated with an IPA or group the physician's 

practice type (solo or group) was used to classify the 

physician (solo practitioners were classified as IPA 

physicians, group practitioners as group HMO physicians) . 



MCO Choice 

The model argues that Meo choice is determined by a 

physician's values, specialty, and perceived economic 

pressure. Summarizing the hypotheses: 

Hypothesis 11: Physician income valuation is positively 
associated with IPA/PPO choice. 

Hypothesis 12: Physician autonomy valuation is positively 
associated with IPA/PPO choice. 
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Hypothesis 13: Choice of group-HMOs is positively associated 
with FP/GP and Peds/OB-GYN specialties. 

Hypothesis 14: The choice of IPAs is positively associated 
with perceived pressure to join an Meo. 

The analysis of MCO choice provides no support for 

hypotheses 11-14. Significance was attained only by the 

correction term (Table 5-1). The correction term controls 

for response bias that occurs because physicians who do not 

treat Meo patients are excluded from the model (Berk, 1983). 

The absence of significant effects suggests either that 

significant variables were excluded from the model, or 

variables in the model inadequately captured the 

determinants of choice they were supposed to represent. 

Given the fact that most IPA physicians were solo 

practitioners and group-HMO physicians were group 

practitioners, the absence of an association between 

autonomy valuation and IPA membership is surprising in light 

of the positive association between solo practice and 
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autonomy valuation found by Goodman and Wolinsky (1982), and 

Wolinsky (1982). 

Since not all group physicians affiliate with group-

HMOs, a second regression was run to determine whether 

autonomy valuation was negatively related to group practice. 

The results (Table 5-1) show no autonomy effect though they 

do indicate that among Meo physicians, females and older 

physicians tend to choose solo practice, while psychiatrists 

choose group practice. The absence of an autonomy-valuation 

effect may indicate, at least in the study market area, that 

autonomy is not strongly associated with solo practice. 

However, the low reliability of the autonomy valuation 

variable suggests that the absence of an autonomy-practice 

setting relationship may be due to an inadequate measure of 

autonomy valuation. 

organizational Formalization and Physician Decision 

Involvement 

Once the physician chooses an Meo, he/she will 

experience its management process. These processes are 

expected to be determined by the structural constraints of 

the Meo. The relevant hypotheses are: 

Hypothesis 15: Group-model HMOs are positively associated 
with organizational formalization. 



Hypothesis 16: Group-model HMOs are positively associated 
with physician decision involvement. 
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The regression (Table 5-2) does not support hypothesis 

15. Neither MCO structure is associated with formalization. 

However, the greater the physician's sense that he/she was 

compelled (i.e. coerced) to join an MCO, the greater is the 

formalization. This indicates that physicians who would 

have preferred to avoid MCOs may be especially sensitive to 

formalization when they do join MCOs. Perhaps these 

physicians view formalization as one of the negative 

attributes of MCOs. 

Psychiatrists report less formalization than any other 

specialists. This may be a reflection of a specialty which 

by its nature generates fewer treatment variations and less 

costs than other specialties. Assuming that the repertoire 

of diagnosis and treatment choices available to a 

psychiatrist is less costly than those available to other 

specialists (i.e. psychiatry does not typically rely on 

costly machinery or costly physically invasive procedures), 

then the MCO may have less need to attempt to implement 

formal procedures. 

In support of hypothesis 16, physician decision 

involvement is significantly higher in group-HMOs than in 

IPAs. This supports the notion that proximity facilitates 

physician input, or more generally, that structure 
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determines the management processes used. The group 

structure could be generating perceptions of high physician 

involvement by facilitating the use of committees and task 

forces. Even if actual decision involvement was no greater 

in group HMOs than IPAs, however, the proximity may enhance 

perceptions of decision involvement by providing more 

information through informal contacts. 

Like formalization, decision involvement is 

significantly affected by the pressure to join MCOs 

physicians report. In this case the relationship is 

negative. Greater pressure is associated with less 

physician decision involvement. This may occur because 

physicians who are actively involved in decision making may 

feel as if they are taking constructive actions to shape 

their environment, while others may feel somewhat helpless. 

In effect, the act of participating may be a sUbstitute for 

the act of reporting greater pressure (i.e. complaining). 

Both acts represent manifestations of "voice". (Hirschmann, 

1970). 

The Physician's Autonomy 

Both physicians' "job" and "decision" autonomy are 

expected to be shaped by the type of MCO they contract with 

and the management processes used by the MCO. The 

physicians' feelings of diagnostic and treatment freedom as 
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well as their sense of control and pressures are the 

elements of job autonomy. These "feelings" and "senses" may 

in part be a reflection of the behaviors of the Meo 

administration. The particular type of behavior that seems 

to epitomize administrative control is the evaluation of and 

challenges to physician decisions (i.e. "decision 

autonomy"). If job autonomy is determined by decision 

autonomy, then the causes for both should be similar. The 

hypotheses summarized below apply to both types of autonomy 

in Meo settings. 

Hypothesis 17: Autonomy is negatively associated with group 
HMOs. 

Hypothesis 18: Physician autonomy and practice satisfaction 
are negatively associated with organizational formalization. 

Hypothesis 19: Physician autonomy, practice satisfaction, 
and commitment are positively associated with physician 
involvement in organizational decisions. 

Two different approaches were used to examine 

influences on autonomy. First, each form of autonomy was 

analyzed as a dependent variable in both Meo and fee-for-

service settings, then the differences between fee-for-

service and Meo autonomy were calculated for each 

individual. No hypotheses were proposed for fee-for-service 

autonomy. All regressions were on the same independent 

variables. Results will be reported first on autonomy in 
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Mea settings, then on autonomy in fee-for-service settings. 

Finally, the difference scores will be examined. 

Autonomy in Mea settings 

Mea choice appears to matter less as a determinant of 

autonomy than the processes the Mea uses. Regression , 

analysis (Table 5-3) suggests that Mea choice (i.e. group or 

IPA) does not affect physician autonomy, but the 

characteristics of formalization and physician decision 

involvement do. Thus, contrary to hypothesis 17, the choice 

of group HMas is not associated with less autonomy than the 

choice of IPAs. an the other hand, hypotheses 18 and 19 are 

supported. An Mea's autonomy level is negatively associated 

with formalization and positively associated with physician 

decision involvement. 

Path analyses (Figures 5-1a, 5-1b, 5-2a,5-2b) suggest 

that the process variables mediate the relationship between 

Mea choice and both types of autonomy. The direct effect of 

physician decision involvement on job and decision autonomy 

is greater than the direct effect of Mea choice on autonomy. 

The coefficient for the direct effect of Mea choice on job 

autonomy is .05 and decision autonomy is -.05. Adding the 

indirect effects of decision involvement yields coefficients 

for the total influence on job autonomy of .15 and on 

decision autonomy of .05. Thus, the indirect effects of 



decision involvement are .09 on job autonomy and .10 on 

decision autonomy. 
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organizational formalization has less of a mediating 

effect on either autonomy facet than physician decision 

involvement because the association between MCO choice and 

formalization (Figure 5-2a and 5-2b) is relatively weak 

(.08). The total of direct and indirect effects of 

formalization on job autonomy is .02. Thus, the negative 

mediating effect of formalization reduces the positive 

direct effect of MCO choice (.05) by about .03. The total 

direct effect of MCO choice on decision autonomy (-.064) 

represents the addition of an indirect effect of -.04 to the 

direct effect of -.05 of MCO choice. 

These results suggest that the structure of the MCO 

need not constrain autonomy if appropriate management 

processes are employed. MCOs which can involve physicians 

in decisions and avoid formalization appear likely to be 

able to generate relatively high levels of autonomy despite 

the constraints of their respective forms. 

One non-hypothesized effect on both types of autonomy 

was found. Age was positively associated with both types of 

autonomy. Older physicians may be accorded greater autonomy 

because of their experience and status. Norms of deference 

to experience and status appear to play important roles in 

the socialization of physicians (Bosk, 1979). 
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Several variables influenced either job or decision 

autonomy, but not both. The catch-all specialty category 

"other" was negatively associated with autonomy as was the 

control variable "capitation" (Le. a form of physician 

reimbursement). Interpretation of the effect of "other" 

specialists is difficult because there are so few physicians 

in this category and because they represent several 

specialties. The effect of capitation is marginally 

significant, but interesting because it suggests that MCOs 

using capitation more closely monitor physician decisions. 

This may reflect a capitation method in which the MCO rather 

than the physician is at risk (i.e. the Meo receives a sum 

of money "per capita" then must determine how to manage 

costs to cover its expenses and generate profits) and, 

therefore, highly motivated to control the physicians. The 

positive effect of the proportion of MCO patients on 

decision autonomy may indicate that the physician learns how 

to avoid contested decisions as he/she gains experience with 

the MCO, and as the MCO gains experience with him/her. 

An unanticipated negative association was found between 

job autonomy and pressure to join MCOs. This may occur 

because pressure to join MCOs is closely related to the job 

autonomy construct. Pressure to join an MCO is in effect a 

constraint on autonomy over practice choice. This reduced 

autonomy which may generalize to job autonomy because the 



same pressures physicians experience that constrain Mca 

choice may constrain job autonomy. 

Autonomy in fee-for-service settings 
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As expected, this model explains relatively little 

variance in either fee-for-service job autonomy (R2 = .14) 

or decision autonomy (R2= .22). Most effects are marginally 

significant. The physician's specialty, method of payment, 

and organizational formalization affect autonomy. Surgeons, 

psychiatrists, and those in the "other" category all report 

less job autonomy in fee-for-service settings than other 

specialists. The low levels of autonomy across both Mca and 

fee-for-service settings suggest that psychiatrists 

generally feel greater pressure than other specialists to 

constrain themselves, though the reason is unclear. 

Surgeons may report relatively low levels of autonomy in 

fee-for-service practice because they may be subject to 

controls from the hospitals where they perform the bulk of 

their services. Psychiatrists and "others" also report less 

decision autonomy. The effect of surgeons on decision 

autonomy is not significant, but in the same negative 

direction. In addition, pediatricians, obstetricians, and 

gynecologists report less decision autonomy in fee-for

service settings than general practitioners (the excluded 

contrast category) and internists. This negative 
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association does not appear in MCO settings, suggesting that 

MCOs constrain these specialists less than does fee-for

service practice. This may reflect the notoriously high 

malpractice premiums encountered in particular by 

pediatricians, obstetricians, and gynecologists. 

Malpractice coverage is one of the benefits an MCO may 

provide. 

Formalization has a marginally significant effect on 

fee-for-service decision autonomy, but the reason is not 

clear. In formal settings (e.g. clinics and hospitals), 

physicians may be required to fill out paperwork on fee-for

service patients. This may be one means by which group and 

staff HMOs keep track of the proportion of MCO patients 

their physicians treat. 

Differences between MCO and fee-for-service autonomy 

Physicians were asked to report autonomy when treating 

their fee-for-service as well as MCO patients. This was 

done to determine what factors account for differences in 

autonomy between the two practice settings. The difference 

score was obtained by subtracting autonomy in MCO settings 

from autonomy in fee-for-service settings. The net 

difference was a positive value, indicating greater fee-for

service than MCO autonomy. As the difference score 



increases, autonomy in fee-for-service practice increases 

relative to autonomy in MCO practice. 
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As a general rule, any factor which positively affects 

fee-for-service autonomy or negatively affects MCO autonomy 

might be expected to positively affect the difference score. 

Conversely, any factor which negatively affects fee-for

service autonomy or positively affects MCO autonomy would be 

expected to decrease the difference scores. 

A review of factors affecting MCO and fee-for-service 

job autonomy (Table 5-4, first column, and Table 5-5, first 

column) suggests several anticipated effects: Organizational 

formalization and pressure to join MCOs should positively 

affect the difference scores because each affected MCO 

autonomy negatively; physician decision involvement should 

negatively affect the difference scores because it affected 

MCO autonomy positively; surgery and psychiatry specialties 

along with capitation and salary reimbursement mechanisms 

should negatively influence the difference scores because 

they reduce levels of fee-for-service autonomy. 

Regressions of the difference scores (Table 5-5) 

reveal the predicted positive effects of organizational 

formalization and pressure to join MCOs and the predicted 

negative effect of physician decision involvement, but 

significant effects were not found for any of the variables 

that negatively affected fee-for-service job autonomy. 
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That is, surgery and psychiatry specialties and the 

capitation and salary reimbursement mechanisms did not 

significantly affect the difference scores. This may 

indicate that the factors negatively associated with fee

for-service job autonomy had relatively less impact on the 

difference scores than those factors affecting Mea autonomy. 

Age, gender, and tenure with the primary Mea 

significantly affected the difference scores, even though 

none had significant effects on either Mea or fee-for 

service autonomy. The negative signs indicate that these 

variables reduce the difference scores. Age and tenure 

effects may both result from greater physician experience. 

The greater experience older physicians have with medical 

practice in general may make them more efficient than their 

younger counterparts. Improved efficiency may allow them to 

conform to Mea controls more easily and thus be less 

concerned about Mea controls. For some physicians, Mea 

controls may be less stringent than those they use in their 

fee-for-service practice. Tenure effects likely increase a 

physician's organization-specific knowledge. This may 

enable physicians to learn how to use the organization's 

control systems more effectively to better control their 

practice. For example, an experienced physician may be 

better able than a less experienced physician to obtain 

approvals for certain procedures. Physicians who experience 



less resistance to their procedures likely also perceive 

greater job autonomy. 
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The gender effect indicates that females perceive less 

of a difference between MCO and fee-for-service job autonomy 

than males. Correlations (Table 4-3) suggest that this 

occurs because females experience less fee-for-service job 

autonomy than males and greater MCO job autonomy than males. 

The correlation between gender and MCO job autonomy is .11 

(p< .10) while the correlation between gender and fee-for

service autonomy is -.08 ( though not significant). This 

result may indicate that gender-based impediments to 

autonomy present in traditional fee-for-service practice are 

alleviated to some degree in MCOs. One such impediment may 

be the increased income uncertainty of fee-for-service 

practice postulated by Rosenbach, Harrow, & Hurdle (1988) to 

explain the tendency of females to generate more income from 

prepaid practice than males. In effect, such a preference 

could be viewed as autonomy-enhancing, reducing pressures 

generated by increased income uncertainty. 

Differences between MCO and fee-for-service decision 

autonomy are less effectively explained by the model than 

the differences for job autonomy (R2 = .29 for decision 

autonomy, .36 for job autonomy). Gender, age, physician 

decision involvement, and psychiatry all are associated with 

reducing the autonomy gap. The psychiatry effect is 
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noteworthy because it is the only one which appears to 

account for a reduced gap because of a negative association 

with fee-for-service autonomy rather than a positive 

association with MCO autonomy (recall that psychiatry's 

association with decision autonomy is not significant). 

Despite the negative association, however, mean values of 

autonomy for psychiatrists are greater in fee-for-service 

than in MCO settings. It is not clear why this result 

should occur. 

Practice satisfaction and Commitment to the MCO 

Practice satisfaction is one of two indices of the 

importance of MCO choice, management processes, and 

autonomy. The underlying assumption behind the inclusion of 

satisfaction in the model is the positive effect of 

satisfaction on professionals in their medical practice. 

commitment is included in the model because it may influence 

practice satisfaction, or may be a benefit that results from 

levels of practice satisfaction. The commitment literature 

consistently finds a positive association between job 

satisfaction and commitment (Porter, et al .. 1974; Mathieu & 

Hamel, 1989; Hulin, Roznowski, Hachiya 1985; Mercer, 

Hernandez & Bilson, 1985). Benefits of commitment may 

include loyalty to the organization manifested by a 

willingness to work hard on the organization's behalf, 
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remain with the organization, and represent the organization 

in a positive light (Mowday, Porter, & steers, 1982). 

The model measures practice satisfaction rather than 

job satisfaction because the focus of this study is on the 

effects of MCOs on practice settings. Though the precise 

relationship between practice and job satisfaction 

constructs has not been established (Lichtenstein, 1984), 

hypotheses were developed assuming a high degree of 

similarity. The satisfaction hypotheses are summarized 

below. 

Hypothesis 18: Physician autonomy and practice satisfaction 
are negatively associated with organizational formalization. 

Hypothesis 19: Physician autonomy, practice satisfaction, 
and commitment are positively associated with physician 
involvement in organizational decisions. 

Hypothesis 20: Physician autonomy, practice satisfaction, 
and commitment are positively associated with tenure within 
the organization. 

Results support hypothesis 19 but not hypothesis 18 as 

it relates to practice satisfaction. There is no support 

for hypothesis 20 as it relates to practice satisfaction. 

Decision involvement appears to affect practice satisfaction 

directly and indirectly through its effect on job autonomy, 

and to affect commitment directly. Path diagrams (Figure 5-

1c and d) indicate that physician decision involvement 

affects practice satisfaction directly and indirectly, 



though its indirect effect is positive in the case of job 

autonomy and negative in the case of decision autonomy. 
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When job autonomy mediates the positive direct effect of 

physician decision involvement on practice satisfaction the 

total effect is .508 • The indirect effects are due to the 

strong positive association between job autonomy and 

satisfaction. However, when decision autonomy replaces job 

autonomy in the path diagram, the total effect is less than 

the direct effect of decision involvement (.329). In this 

case, the negative coefficient between decision autonomy and 

satisfaction reduces the effect. That is, greater decision 

autonomy caused by physician decision involvement reduces 

practice satisfaction. 

Path coefficients (Figure 5-2c,d) indicate that 

organizational formalization has only negligible direct 

effects on satisfaction and commitment, but a fairly strong 

effect on job autonomy (-.37), and thus indirectly affects 

practice satisfaction (-.13). Formalization's affect on 

decision autonomy is considerably smaller (-.18) and, given 

the negative path between decision autonomy and 

satisfaction, increases autonomy somewhat. 

8 The calculation: .50 = «.36) (.34) + .38) 

9 Calculation: .32 = «.42) (-.15) + .38). 
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The positive impact of decision involvement on job 

autonomy may occur because physicians feel that involvement 

helps them shape decision criteria so that the rules and 

procedures reflect their exercise of autonomy. It may also 

stem from the sense that they are autonomous as long as the 

profession controls the organization's decisions. possible 

explanations for the positive effect on decision autonomy 

are less clear. Perhaps physicians accept the decisions 

contested on the basis of standards established by 

themselves and their colleagues and thus view them as less 

intrusive than they would if standards were generated by 

administrators. It is also possible that the frequency with 

which decisions are contested is lower where physicians 

actively participate in organizational matters. Under these 

circumstances physicians may constrain their own behaviors 

because their involvement makes them more aware of the rules 

and because they may better understand the rationale behind 

those rules. 

The reason for the negative coefficient on the path 

between decision autonomy and practice satisfaction is not 

clear. The negative effect of decision autonomy on 

satisfaction in the regression (Table 5-6) is not 

significant, and the zero-order correlation between decision 

autonomy and satisfaction (Table 4-3) is positive. This 

suggests that other variables may be interacting with 
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decision autonomy to generate a negative effect, though an 

examination of other correlations gives no clear indication 

of a possible interaction. The result does suggest, 

however, that the reason for fewer contested decisions may 

be less an indication of greater decision freedom than of 

other conditions which while reducing the frequency of 

contested decisions also reduce physician satisfaction. 

The weak direct effect of satisfaction on commitment 

(p<.10) is interesting in light of the positive 

relationships generally found between the two variables. 

The weak association very likely reflects the absence of an 

effect of Meo type on satisfaction. If the Meo type has no 

influence on practice satisfaction, then there is little 

reason to expect the Meo to benefit substantially from 

feelings of satisfaction. 

other effects on practice satisfaction 

Non-hypothesized effects on practice satisfaction were 

found for psychiatry and salary and mixed pay methods. The 

pay effects are weak, but may indicate concern over the 

uncertainty of physician reimbursement because salaries are 

predictable and not expected to generate income that is 

equivalent to fee-for-service reimbursement (the excluded 

contrast category in the regression). It is worth noting 

that this study has no evidence to indicate that salaries in 



the study area are necessarily lower than the income 

generated by capitation or fee-for-service. The 

satisfaction associated with multiple payment methods may 

indicate some uncertainty reduction because the physician 

can rely on more than one source for his/her income. 
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The positive effect of psychiatry on satisfaction along 

with other results suggest psychiatry may be fundamentally 

different from other specialties, though the reasons for 

this difference remain a mystery. 

other commitment effects 

Though hypothesis 20 is not supported for the effect of 

tenure on satisfaction, there is marginal support (Table 5-

5) for the positive effect of tenure on commitment (p<.10). 

Thus, a physician's commitment to an MCO appears to increase 

as the physician invests more of him-/herself in the 

organization over time (Becker, 1960). 

One additional commitment hypothesis was formulated: 

Hypothesis 21: organizational commitment is negatively 
associated with perceived pressure to join MCOs. 

This hypothesis is based on the notion that when individuals 

feel they have made decisions autonomously, they become 

committed to the decision (staw, 1981). In essence, the 

individuals have only themselves to blame if they are 

responsible for the decision, and so work harder to make the 



decision work than they would if the decision is not of 

their own volition. 
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Several researchers have argued that physicians often 

feel pressured into joining MCOs because economic conditions 

leave them no choice, and comments from practitioners seem 

to confirm this view. However, hypothesis 21 was not 

supported. This is probably not due to the absence of the 

sense that physicians feel compelled to join MCOs because 

the mean of the variable measuring the degree of pressure to 

join MCOs is quite high (mean = 4.12 on a 1 to 5 scale). 

Thus, the feeling of being compelled to choose MCO practice 

did not influence commitment. This result may have occurred 

because the measure of pressure on physicians to join an MCO 

did not ask whether they felt compelled to join their 

particular primary MCO. Despite feeling pressured to 

participate in MCOs, many physicians may have felt they were 

free to choose from among the available MCOs. This effect 

might offset any commitment-reducing effects of a more 

general feeling of pressure to join an MCO. 

Discussion 

The outstanding feature of model 2 is the apparently 

potent role played by physician involvement in 

organizational decision making. The greater the level of 

physician involvement (i.e. the greater the perception that 

physicians make decisions and are responsible for what goes 
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on in the MCO), the greater the levels of job and decision 

autonomy, practice satisfaction, and organizational 

commitment. This confirms the generally positive view of 

the benefits of employee involvement found in the job design 

literature (Hackman & Oldham, 1980) and may also 

sUbstantiate the argument that physicians react positively 

to practices that assure them that their profession retains 

control of the work within MCOs. 

The absence of effects on autonomy attributable to MCO 

types coupled with the strong effects for physician decision 

involvement and organizational formalization on autonomy 

suggests that variation within MCOs is a more important 

determinant of physician attitudes than the type of MCO. 

There is evidence from the study, however, that the MCO type 

appears to facilitate or limit the ability of MCOs to 

involve physicians in decisions. 

The absence of effects on MCO choice may be indicative 

of the absence of a real choice or simply of specification 

bias. It is clear that group physicians join group HMOs and 

solo practitioners join IPAs. It is not clear, however, how 

much of a choice this set of circumstances provides. Choice 

might be constrained by MCO recruitment policies or by 

physician dependence on their colleagues. Group HMOs, for 

example, often contract with private group practices for 

physicians, thus excluding all physicians not within that 
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group from choosing them. Freund and Allen (1985) found 

that physician practice choice was significantly influenced 

by their colleagues. The influence may develop from 

physician interdependencies. Physicians in a variety of 

specialties must rely on well-elaborated referral networks 

to generate business. If a colleague on whom they rely for 

referrals decides on an MCO, some of his or her colleagues 

may feel they should make the same choice. 

If MCOs limit choice by recruiting groups, then the 

groups limit physician choice to the extent they agree to 

work for the MCO. Wholey and Burns (1993) suggest this is 

commonly the practice. Reinhardt (1979) argues that groups 

assume many such decisions on behalf of their practitioners. 

other factors influencing MCO choice but not measured 

include real sunk costs (i.e. investments) made by 

physicians in their practice. Group practitioners may be 

especially likely to put capital into the group (Wolinsky & 

Marder, 1985) and may feel compelled to follow the group's 

MCO choice. Physicians may have other opportunities to 

invest in MCOs, but such data are unavailable. 

Absent from all these considerations is the effect of 

the MCO's choice of physician. That is, the physician's 

"choice" could well be a function of the availability of 

vacancies. IPAs are more likely to have vacancies than 

group HMOs because the cost of increased staffing is much 
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less for IPAs (i.e. no need to provide facilities). The MCO 

the physician works with provides no clue as to the 

physician's preference unless near-perfect physician 

mobility can be assumed. 

other factors either not measured or poorly measured 

include an assessment of the utility of MCOs for their 

ability to simplify tasks and provide physicians with work 

schedules. The very rules and procedures which may be 

constraining also may simplify tasks by eliminating some 

decisions physicians must make. Work schedules may improve 

physicians' ability to plan which allow them to plan for 

leisure time activities. Both factors were found to be 

important determinants of group choice by Mick, et ale 

(1983). 

Though formalization clearly has an effect on physician 

attitudes, MCO choice provides little information to explain 

the causes of formalization. Despite the apparent 

capability of group HMOs to facilitate the enactment of 

rules and procedures, this alone appears insufficient to 

cause the development of formalization. The size of the MCO 

or the remoteness of the MCO's locus of administrative 

decision-making may better explain formalization. 

A strong association between income and autonomy 

valuation and some evidence of a link between autonomy and 

income (Meiksins & Watson, 1988) suggest that autonomy may 
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be a function of income, the predictability of income, or 

the degree of a physician's fiscal investment in the MCO or 

group (Wolinsky & Marder, 1985). Autonomy also may depend 

on the specific nature of the working relationship. The 

fact that many physicians report working for MCOs that do 

not list them on rosters may signal non-contract 

relationships. In any event, there may be a variety of 

contractual relationships which, by their nature influence 

autonomy. Autonomy may also be a function of the proportion 

of Medicare or Medicaid patients the physician treats. 

Some of the same variables excluded from the model for 

MCO choice are also excluded from the models on satisfaction 

and commitment, in particular, availability of leisure time 

and weekends. Given the area's sunny climate, and the 

city's size (i.e. urban by population numbers, but 

relatively quiet and affordable) geographic location may 

also influence satisfaction and commitment. 
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CHAPTER 6 

Discussion and Implications 

This study was designed to analyze the differences in 

physician autonomy across practice settings, and to examine 

the antecedents and consequences of those differences. Two 

models were developed to examine different aspects of a 

physician's practice choice. The first model compared the 

physician's choice between managed care and non-managed care 

(i.e. fee-for-service) practice. The second model, 

examining only those physicians who chose managed care, 

compared the physician's choice between MCOs. 

Autonomy was studied because it is thought to be a 

particularly important determinant of the behaviors and 

attitudes of professionals. Despite its alleged importance, 

little is known about the conditions in organizations that 

generate autonomy, or how important autonomy is. This 

knowledge gap is important to health care administrators and 

organizational theorists. The former must worry about 

generating sufficient autonomy in their MCOs to attract, 
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retain and motivate a class of professionals (i.e. 

physicians) who are unaccustomed to constraints on their 

autonomy, and the latter need to more completely specify the 

conditions associated with the professional autonomy versus 

administrator conflict. 

Some of the results match expectations. Fee-for

service practice is more autonomous than MCO practice, older 

physicians treat fewer MCO patients than their younger 

counterparts, and general practitioners treat a greater 

percentage of MCO patients than do more specialized 

physicians. Unexpected results, however, indicate that 

physicians who value income treat a higher proportion of MCO 

than fee-for-service patients. This coupled with the very 

high percentage of physicians treat MCO patients suggests 

that the market area represented in the survey strongly 

influences physicians practice choices. The market's 

influence is duly noted by the tendency of physicians to 

report being "compelled" to join MCOs. 

Satisfaction scores suggest as expected that solo 

practitioners clearly prefer fee-for-service to MCO 

practice. On the other hand, group practitioners seem 

about equally satisfied whether treating MCO or fee-for

service patients. If physician satisfaction matters, then 

this suggests either that group HMO practice is a better 

alternative than individual-based HMO practice, or that MCOs 
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should develop ways to increase their solo practitioners. 

The positive association between groups and job autonomy for 

MCO patients compared with the negative association between 

groups and job autonomy for fee-for-service patients 

suggests that the combination of MCOs with groups works 

well. 

The MCO-group combination may work well because groups 

are positively associated with MCO job autonomy. MCO job 

autonomy is in turn positively associated with practice 

satisfaction. Whatever groups do to generate MCO autonomy 

apparently does not happen in the group, fee-for-service 

sector. One explanation may be that the group buffers 

physicians from the administrative intrusions of the MCO. 

In fee-for-service practice there are no intrusions from the 

MCO to fend off, but physicians must still deal with the 

group's administration. since they rather than the MCO 

control the practice, the group's administration assumes the 

role of antagonist to the physician. Model 2 results 

provide some further clues. The single most significant 

finding of model 2 is the positive effect of physician 

decision involvement on all desirable outcomes (i.e. 

autonomy, satisfaction, and commitment). since decision 

involvement is positively associated with group HMOs, it may 

be the ability to generate involvement that allows groups to 

buffer their physicians from controls or offset the negative 
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feelings that controls generate. The group setting by 

itself appears unlikely to generate adequate autonomy, 

otherwise group practice would also be positively associated 

with job autonomy in fee-for-service settings. The MCO's 

presence in the relationship appears to be catalytic. 

Perhaps the MCO causes uncertainties that demand greater 

decision involvement. 

It may also be the case, however, that job autonomy is 

positively associated with income. There are no measures of 

income or of the predictability of income in this study, but 

there is a strong positive association between income 

valuation and autonomy valuation. Some of the job autonomy 

questions may tap into income adequacy when they ask about 

"pressure" and degree of "control" because physicians may 

feel less pressure and in greater control when they have 

more income, or perhaps more importantly, a more predictable 

income. 

Physicians do not seem to mind having their decisions 

contested (i.e. contested decisions do not affect 

satisfaction), and while groups are able to generate job 

autonomy, they are not positively associated with decision 

autonomy (Table 4-5), despite the strongly positive 

association between physician decision involvement and 

decision autonomy (Table 5-3). Perhaps, then, decision 



involvement is only a part of the reason for the group's 

success among MCO practitioners. 

certain messages from the study seem less equivocal. 
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MCO managers appear to be well advised to maximize physician 

autonomy to the extent they wish to increase practice 

satisfaction and to encourage physician decision involvement 

to improve autonomy, satisfaction and commitment. The study 

shows a positive relationship between physician autonomy and 

practice satisfaction and demonstrates that physician 

decision involvement has a direct positive effect on 

autonomy, practice satisfaction, and commitment. 

The study also indicates that administrators seeking to 

increase physician commitment should consider strategies 

different from merely increasing practice satisfaction. 

This study suggests a very weak relationship between 

practice satisfaction and commitment. This unexpected 

result may be in part due to the satisfaction measure's 

dissimilarity to job satisfaction scales which typically 

reveal a fairly strong, positive relationship. The latter 

usually include many more items, and thus may tap into more 

of the benefits the individual receives from the 

organization. Thus job satisfaction measures might have 

yielded the predicted relationship. 

Formalization's negative impact on autonomy is not 

surprising, however, the impact of formalization appears 
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localized to autonomy effects. Thus, reducing formalization 

appears likely to increase autonomy. Effects on 

satisfaction and commitment are limited to those generated 

by the increased autonomy. 

Less clear is the stance an administrator ought to take 

with regard to contested decisions. The results clearly 

show that there are a number of factors negatively 

associated with decision autonomy, but no apparent effect of 

constrained decision autonomy on satisfaction and 

commitment. This seems particularly surprising in light of 

the belief that physicians really dislike intrusions upon 

the decisions that represent the essence of their training. 

It is also clear, however, that physician decision 

involvement has a strongly positive effect on decision 

autonomy. The results may confirm an argument Wolinsky 

(1988) made that physicians may accept the standards that 

lead to the contested decisions when they believe their 

colleagues have crafted the standards. A second possibility 

may be in the assumption that the frequency of contested 

decisions is an important dissatisfier. Flagrant intrusions 

may have a greater impact on physician attitudes toward the 

organization than the frequency of contested decisions. 

Physicians may have found some contested decisions to be 

especially irritating and, therefore, memorable. Finally, 

physicians may have developed a level of tolerance for 
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contested decisions. One medical director of an HMO 

commented that his physicians had "accepted" their roles in 

the HMO. 

Though model 2 proved to be a poor predictor of the 

factors influencing Meo choice (Table 5-1), the same model 

substituting solo versus group practice as the dependent 

variable had the predicted effects. This seems odd given 

the similarity of the Meo and practice variables, but may 

indicate that the practice setting exclusive of the Meo is 

really where the choice occurs. That is, physician 

preferences may be for the setting and the Meo may be more 

of an afterthought. Most physicians who join groups clearly 

also join group HMOs, probably in large part because their 

group joins. Solo practitioners also tend to join IPA. 

Those in each category who do not join the expected Meo type 

would necessarily be contradicting the results found to 

predict membership in group or solo practice. 

There is some evidence that a physician's Meo business 

affects his/her fee-for-service autonomy, but the 

consequences are not particularly damaging. Reduced fee

for-service autonomy is unlike Meo autonomy because it has 

no apparent impact on practice satisfaction. 
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Implications for organization theory 

This study was designed to test models comprising 

antecedents and consequences of autonomy. A variety of 

individual, organizational, and environmental 

characteristics were hypothesized to affect the 

professional's choice of practice, levels of autonomy, and 

attitudes of satisfaction and commitment. The results 

confirm the notion held by many organizational theorists 

that variations in autonomy affect attitudes of 

professionals, though not all attitudes studied were 

significantly affected. The results also suggest some 

modifications to existing theory about the ways in which 

autonomy is produced or constrained in professional 

organizations. 

Autonomy levels in organization settings affected a 

physician's practice satisfaction, but had no effect on 

organizational commitment The unusually weak relationship 

may reflect artifacts of the satisfaction scale used, or may 

indicate that physicians do not believe that MCOs contribute 

substantially to their practice satisfaction. If physicians 

attribute their satisfaction to factors other than the MCO, 

they may be less likely to develop feelings of commitment to 

the MCO. such feelings of a weak organizational connection 

may be a reflection of the strength of the physician's 

allegiance to the profession rather than to an organization. 



Further research into the satisfaction-commitment linkage 

seems necessary to determine whether the linkage is 

substantively different among professionals than non

professionals. A weak linkage suggests that increased 

organizational commitment is not among the benefits of 

improved practice satisfaction. 
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This study also suggests that physician autonomy is 

not simply a function of the organization's apparent 

structure, but depends on the processes occurring within the 

organization. Wolinsky and Marder argued that autonomy 

levels of physician practice settings could be determined by 

whether or not the practice was affiliated with an HMO, and 

by the type of HMO. They based their prediction on 

differences in the extent to which the practices coordinated 

physician activities (i.e. the extent to which physicians 

were "integrated" with the organization) and the stringency 

of fiscal controls in those organizations. In their view 

fiscal controls made HMO practice less autonomous than fee

for-service practice, and greater integration would make 

group practice less autonomous than solo practice. Results 

of this study suggest that their model accurately 

distinguishes between fee-for-service and MCO autonomy, but 

not between different types of MCOs. Autonomy is greater in 

fee-for-service practice than in managed care practice, and 

group fee-for-service practice is less autonomous than solo 
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fee-for-service practice. However, groups are associated 

with greater autonomy than solo practice in MCO settings, 

and no significant autonomy differences were found between 

MCO types. 

The finding that group practice is associated with 

greater autonomy than solo practice when patients are from 

MCOs suggests an unexpected interaction between group 

practice and an MCO environment. If group practice and MCO 

practice are both associated with reduced autonomy, than 

based on additive logic, the combination of the two ought to 

reduce physician autonomy to an even greater extent than 

either one alone. The reversal suggests that either their 

MCO or the group practice increases autonomy in the presence 

of the other. The group may enhance physician autonomy by 

buffering physicians from the MCO, or perhaps the MCO 

reduces the group's uncertainty by generating patient 

volume. Whatever the actual cause, the results suggest that 

the autonomy-reducing capability of the group practice or 

the MCO may be offset by other autonomy-enhancing 

characteristics. 

The existence of a balancing mechanism may explain the 

inability of the tests of Model 2 to find significant 

autonomy differences between different MCO types. Tests of 

that model indicate that physician decision involvement 

significantly affects autonomy and that decision involvement 
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is positively and significantly associated with group HMOs. 

If group HMOs provide an autonomy-enhancing process, then 

the absence of an autonomy effect attributable to group HMOs 

suggests the existence of a counter-balancing factor. On 

the other hand, IPAs generate less decision involvement, but 

produce no less autonomy. This suggests a modification to 

Wolinsky and Marder's (1985) model. Perhaps then the 

absence of integration among IPAs does generate autonomy as 

Wolinsky and Marder (1985) argue, but, the presence of 

integration among group HMOs may enable the decision 

involvement that increases autonomy. Integration may be 

constraining, but it may also may facilitate interaction. 

One might conclude from this that management processes can 

influence autonomy to the extent that those management 

processes are possible. Thus while organizational 

structures may constrain professionals, those same 

structures may enable managers to design processes that 

counter-balance the autonomy reducing effects. 

This study contributes to organizational theory by 

suggesting a direction to follow in attempts to further 

specify structural characteristics of professional 

organizations. The results suggest that classifying 

professional organizations on the basis of autonomy requires 

an examination of the extent of physician decision 

involvement and organizational formalization within a given 
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setting since these are the organizational factors 

discovered in this study which significantly influence 

autonomy levels. Thus, Scott's (1982) "conjoint" 

organizations may be those with high levels of physician 

decision involvement and low levels of organizational 

formalization. Results of this study suggest that 

structural characteristics that facilitate or limit the 

professional's decision involvement and the organization's 

degree of formalization are those that will define 

professional organizations by their respective degrees of 

autonomy. 

Results of this study also appear to demonstrate that 

pluralistic structures may be associated with the 

satisfaction of professionals. Pluralistic structures are 

those in which "multiple centers of power •.. tend towards a 

balance of freedom and power" (Kornhauser, 1962, p.197). 

Group HMOs appear to exemplify pluralistic structures 

because the Meo and the group represent two centers of 

power. Further research might indicate whether the positive 

association between practice satisfaction and these 

organizations is the result of well-developed buffering 

skills as Scott (1982) suggests. 



Table 4-1 
Descriptive statistics: Means and Standard Deviations 

Mean 

Physician Age 48.1 

Relative supply of physician .98 
specialty «1 = fewer >1 = more 
than national metro average) 

Value of income to Physicians 3.49 

Value of autonomy to physicians 4.58 

Practice satisfaction 3.15 

Mea job autonomy 1.69 

Mea decision autonomy 1.95 

Fee-for-service (FFS)job autonomy 2.85 

FFS Decision autonomy 3.02 

Female gender .187 

Treat Mea Patients .885 

Standard 
Deviation 

10.21 

.25 

.71 

.61 

.91 

.81 

.96 

.67 

.71 

.39 

.32 

146 
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Table 4-1 (continued) 

satisfaction by Practice setting 

Practice setting satisfaction 
Mean 

Solo, FFS patients only 3.96 

Solo, MCO patients 2.99 

Group, FFS patients only 3.35 

Group, MCO patients 3.43 

percentage of all patients from MCOs 

Pct of Patients Pct of 
from MCOs Physicians 

0-20 34.5 

21-40 19.5 

41-60 15.4 

61-80 17.8 

80-100 12.8 

Total 100 
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Table 4-2 
Characteristics of Physicians in Managed Care Practice 

S12ecia1ty Practice in MCO Proportion N 
Managed care of practiceB 

Surgeon 91.1% 2.19 82 

Internist 88.6 2.42 109 

Ob-Gyn 95.9 3.06 31 

Psychiatrist 70.6 1. 59 34 

Pediatrician 95.7 3.49 45 

GP/FP 89.7 3.04 61 

Rad/Anes/Path 94.6 2.57 53 

Other 69.6 1.65 32 

Gender 

Male 90.79% 2.58 345 

Female 81. 25 2.42 65 

Age Grou12ings 

20-29 95.8% 2.88 23 

30-39 91.3 2.95 95 

40-49 92.1 2.63 151 

50-59 89.6 2.37 103 

60-69 75.9 1. 91 44 

70+ 66.6 2.11 6 

Practice TY12es 

Solo 86.76 2.01 118 

Group 93.53 3.06 188 

Hospital 79.45 2.19 58 
a 1= 0-20% 2= 21-40% 3= 41-60% 4= 61-80% 5= 81-100% 
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Table 4-3 
Correlations 

1 2 3 4 5 

1. Income 1.0 
Value 

2. Autonomy .41d 1.0 
Value 

3. General/Family .OB .04 1.0 
Practice 

4. Pediatrics/ .01 -.01 -.23d 1.0 
OB-GYN 

5. Psychiatry -.01 -.07 -.12b -.14c 1.0 

6. Surgery -.02 .12b -.24d -.2Bd -.14c 

7. Internal -.03 - .11b -.29d -.34d - .17d 

Medicine 

B. Other -.04 -.01 -.05 -.06 -.03 

9. Supply of -.03 -.04 .12b -.09a -.09a 

Specialty 

10. Pressure to join .07 -.00 .02 .07 -.llb 

MCO 

11. Age -.03 .07 -.12b -.07 .02 

12. Sex -.01 -.03 .01 .11b .11b 

13. Solo Practice -.01 .15c .01 - .14c .15c 

14. Hospital Based -.13b - .16c -.lBd .07 .04 
Practice 

15. Group Practice .10 -.02 - .11b .OB .16c 

a=p< .10 b=p<.05 c=p<.Ol d=p<.OOOl 
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Table 4-3 
Correlations (continued) 

6 7 B 9 10 

6. Surgery 1.0 

7. Internal Medic.ine -.35d 1.0 

B. Other .06 -.OB 1.0 

9. Supply of .13 b -.05 -.09a 1.0 
Specialty 

10. Pressure to -.02 -.03 -.07 .03 1.0 
join MCO 

11. Age .16c .01 -.06 .11 a -.05 

12. Sex -.23d .03 .07 -.09 .02 

13. Solo Practice .04 -.04 .02 .OB -.04 

14. Hospital Based -.05 .14c -.05 -.OB -.00 
Practice 

15. Group Practice .00 -.06 .02 -.01 .04 

11 12 13 14 15 

11. Age 1.0 

12. Sex -.30d 1.0 

13. Solo Practice .21 d -.07 1.0 

14. Hospital Based - .11b .04 -.30d 1.0 
Practice 

15. Group Practice -.llb .04 -.71 d -.45d 1.0 

a=p<.10 b=p<.05 c=p<.Ol d=p<.OOOl 
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Table 4-3 
Correlations (continued) 

16 17 18 19 20 

I. Income Value .07 -.07 .01 .06 .01 

2. Autonomy -.06 .07 .06 -.04 -.09 
Value 

3. GP/FP -.04 .04 -.01 -.03 -.03 

4. Ped/OBG .14c - .15c -.04 .14c .14d 

5. PSY -.03 .04 -.18d -.05 -.00 

6. GS .00 -.00 .16c -.12b -.llb 

7. 1M -.04 .05 -.01 .04 -.01 

8. Other -.04 .04 .01 .01 .06 

9. Supply of -.098 .098 .04 -.01 -.00 
Specialty 

10. Pressure to .00 .01 .06 -.llb -.14 C 

join Meo 

1I. Age -.19d .19d .06 -.03 .01 

12. Sex .03 -.04 -.02 .05 .11 b 

13. Solo -.61 d .61d .01 -.20d -.17d 

14. HBP .08 -. 098 -.02 - .15c - .11b 

15. Group .50d -.50d .01 .29d .24d 

8=p< .10 b=p<.05 c=p<. 01 d=p<.OOOl 
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Table 4-3 
Correlations (continued) 

21 22 23 24 25 

1- Income Value .03 -.16c -.12a - .14b -.os 
2. Autonomy Value -.01 .04 .00 .11 a .04 

3. GP/FP -.09 .04 .04 .11 .09 

4. Ped/OBG .1Sc .03 -.OS _ .11 a -.21d 

5. PSY -.04 -.13b -.20c -.os - .11a 

6. GS -.06 -.02 .05 .07 .OS 

7. IM -.02 .04 .12 0 .05 .11 a 

S. Other -.03 -.05 -.25d -.OS -.10 

9. Supply of .03 -.07 -.02 .02 -.02 
Specialty 

10. Pressure to .01 -.07 -.07 .OS -.02 
join MCO? 

11. Age .04 .00 .06 .03 .03 

12. Sex .11 a -.OS -.02 -.17c -.17c 

13. Solo -.06 .17c .06 .29d .10 

14. HBP - .11 a -.03 -.02 .04 .10 

15. Group .13b - .14c -.05 -.30d -.17c 

a=p<.10 b=p<.05 c=p<.Ol d=p<.OOOl 
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Table 4-3 
Correlations (continued) 

26 27 28 29 

1. Income Value -.04 .15c .07 .03 

2. Autonomy Value -.09 .03 -.07 .03 

3. GP/FP -.02 -.01 -.04 -.01 

4. Ped/OBG .02 .12 b .14c .03 

5. PSY .09 -.03 -.04 -.02 

6. GS -.20d -.12b .00 -.05 

7. IM .11b .02 -.05 .03 

8. Other .07 .04 -.04 .00 

9. Supply of -.01 -.04 -.098 .02 
Specialty 

10. Pressure to -.19d .02 -.01 .03 
join MCO? 

11. Age .02 .108 - .19d -.23d 

12. Sex .09a -.00 .04 - .13b 

13. Solo -.31 d - .14c -.61 - .108 

14. HBP .04 -.13b .09 8 .01 

15. Group .27d .22d .50d .10a 

a=p< .10 b=p<.05 c=p<.Ol d=p<.OOOl 
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Table 4-3 
Correlations (continued) 

16 17 18 19 20 

16. Group HMa 1.0 

17. IPA -.99d 1.0 

18. Formalization .05 -.05 1.0 

19. Physician .27d -.27d -.llb 1.0 
Decision 
Involvement 

20. Mca Job Autonomy .18d -.18d -.30d .46d 1.0 

21. Mca Decision .11 a -.11 a -.21d .42d .18c 

Autonomy 

22. FFS Job -.09a .09 - .10 0 .06 .20d 

Autonomy 

23. FFS Decision -.06 .06 -.10 .OS .18c 

Autonomy 

24. Mca FFS Job -.23d .23d .1S c -.40d -.72d 

Autonomy 

25. Mca-FFS Decision - .15b .15b .14 b .43d .36d 

Autonomy 

26. Satisfaction .2Sd -.28d -.llb .43d .36d 

27. commitment .19d - .19d .01 .54 d .35d 

28. Mca Choice 1.0 1.0 .05 .27d .1Sd 

29. Tenure .19c - .19c .06 .16c .15c 

a=p< .10 b=p<.05 c=p<.Ol d=p<.OOl 
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Table 4-3 
Correlations (continued) 

21 22 23 24 25 

21.MCO 1.0 
Decision 
Autonomy 

22.FFS Job .20d 1.0 
Autonomy 

23.FFS .18b .31 d 1.0 
Decision 
Autonomy 

24.MCO-FFS Job -.45d .53d .23d 1.0 
Autonomy 

25.MCO-FFS -.75d .31d .39d -.45d 1.0 
Decision 
Autonomy 

26.Satisfaction .21 d .09 .09 -.27d - .19c 

27.Commitment .21d -.09 .03 -.36d - .14b 

28.MCO Choice .11 B -.09 -.06 -.23d -.15b 

29.Tenure -.01 -.01 .01 -.16c .00 

26 27 28 29 

26.Satisfaction 1.0 

27. Commitment 1.0 
.30d 

28.MCO Choice .28d .19d 1.0 

29.Tenure .19d .24d .19d 1.0 

B=p< .10 b=p<.05 c=p<.Ol d=p<.OOl 



Table 4-4 
Multiple Regression: Effects on Practice Choice 

Dependent Variables Does physician Percentage of 
participate in patients from 

Independent variables MCO? MCOs 

Value of Income 

Value of Autonomy 

Supply of specialty 

Age 

Psychiatry 

Surgery 

Pediatrics/OB-Gyn 

Internal Medicine 

Other 

Sex 

Hospital-Based 
Practice 

Group Practice 

Constant 

Correction term 

(O=yes l=No) 
Parameter 
(MSE) 
Logit 

.12 (.40) 

.51 (.51) 

- .30 (.83) 

- .07d ( • 02) 

-1.268 (.73) 

.17 (.72) 

1.24 (.95) 

. 14 ( . 68) 

- .90 (1.3) 

- .81 (.55) 

- .61 (.52) 

.48 (.50) 

5.04 (.22) 

.81d (.15) 

.54d (.14) 

- .17 (.21) 

.62 8 (.32) 

- .03d (.01) 

-1. 34d (.31) 

- .93 d (.25) 

.13 (.25) 

- .81d (.23) 

-1.25b (.56) 

- .19 (.20) 

.21 (.21) 

.71d (.17) 

3.2 (.84) 

n= 282 R2= .42 
- 210g likelihood= 
df= 

211.52 
12 

d = p<.OOl c = p<.Ol b = p<.05 a = p<.l 

156 
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Table 4-5 
Multiale Regression: Effects on Autonom~ 

Dependent MCO Job MCO FFS Job FFS 
Variables Autonomy Decision Autonomy Decision 

Autonomy Autonomy 
Independent Parameter 
Variables MSE 

Age .008 .013 8 -.004 .000 
.005 .007 .004 .005 

Sex .140 .329 8 -.168 .026 
.128 .174 .103 .123 

Supply of .038 .165 -.246 -.292 
specialty .205 .287 .158 .193 

Surgery -.088 .122 -.178 .015 
.161 .223 .137 .161 

Internal .077 .205 .039 .219 
Medicine .153 .219 .128 .157 

Pediatrics/ .250 .498b .069 -.111 
OB-Gyn .158 .216 .133 .159 

Psychiatry .148 .100 -.447c -.580b 

.211 .345 .168 .235 

Other .398 -1.1 -.688 b -.208b 

specialty .398 .985 .351 .699 

Treats MCO .285b .394 b 

Patients? .129 .159 

1 Physicians who compete solely in FFS practice will not 
have responded to autonomy question. This will cause missing 
values to appear wherever the response is 1, "Do not 
participate in MCOs". That is, there is no variation in the 
dependent variable. 
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Table 4-5 
(continued) 

Pct MCa -.011 - .071 - .093c - .018 
patients? .038 .051 .034 .039 

Hospital- -.034 - .221 - .290c - .169 
based .141 .194 .111 .130 

Group .374d .053 - .235c - .061 
Practice .112 .153 .089 .105 

Constant 1. 87 1. 37 4.93 4.33 
.44 .60 .35 .40 

R2= .08 R2= .08 R2= .13 R2= .13 
n = 312 n ::: 244 n = 320 n = 254 

d = p<.OOl c = p<.Ol b = p<.05 a = p<.l 
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Table 4-6 
Regressions on Differences Between FFS and MCO Autonomy 

Dependent variables Job Autonomy Decision 
(FFS-MCO) Autonomy 

Independent Parameter 
variables (MSE) 

Age - .01 ( . 01) - .01 ( . 01) 

Gender - .33b ( . 15) - .40b ( .20) 

Supply of Specialty - .03 ( . 24) - .34 (.32) 

Surgery - .00 ( . 20) - .12 ( .26) 

Internal medicine .04 ( .18) - .04 ( .25) 

Pediatrics/OBGYN - .09 ( . 19) - .55b (.25) 

Psychiatry - .43 a ( . 26) - .93b ( . 39) 

Other specialties - .84a (.48) - .88 (1. 02) 

Pct of patients - .06 ( . 05) - .09 ( . 06) 
from MCO 

Hospital Based - .26 ( . 17) .18 ( . 21) 

Group - .60d ( . 13) - .12 ( . 16) 

Constant 2.6d (.53) 2.8 (.67) 

R2= .14 R2= .12 
n = 278 n = 219 

a= p<.10 b= p<.05 c= p<.Ol d= p<.OOl 



Table 4-7 
Multiple Regression: Effects on Practice Satisfaction 

Dependent Variable 

Independent Variables 

Age 

Sex 

Pct of Patients from MCOs 

MCO Job Autonomy 

MCO Decision Autonomy 

FFS Job Autonomy 

FFS Decision Autonomy 

Surgery 

Pediatrics/OB-Gyn 

Internal Medicine 

Psychiatry 

other Specialty 

Hospital-based practice 

Group Practice 

Treats MCO Patients? 

Constant 

n = 217 

Practice 
satisfaction 

Parameter (MSE) 

.00 (.01) 

-.06 

.07 

.36 

-.00 

-.03 

.06 

-.22 

-.07 

.15 

.51 

-.10 

.47 

.46 

.24 

.99 

(.15) 

( • 05) 

( .09) d 

( . 06) 

( . 10) 

( .10) 

( • 18) 

( • 17) 

( • 17) 

( .28) 

( • 57) 

(.17)C 

( • 13) d 

( • 55) 

( • 85) 

d = P < .0001 c = p<.OOl b = p<.05 a = p<.10 
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Table 4-8 
Paired comparison Between MCO and FFS Autonomy 

Variables Mean T P< 
compared Difference 

FFS-MCO 

MCO Job 1.14 23.4 .0001 
Autonomy 

FFS-MCO 1.03 16.79 .0001 
Decision 
Autonomy 
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Figure 5-1 
Path Diagrams: Physician Decision Involvement, Mca Choice and 
autonomy 

Physician Decision Involvement 

Mca Choice----------------------------. Job Autonomy 
.05 

Physician Decision Involvement 

Mca Choice----------------------•• Decision Autonomy 
-.05 
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Figure 5-2 
Path Diagrams: Physician Decision Involvement, Autonomy, 
satisfaction and Commitment 

Physician Decision Involvement 

.36 .38 .39 

Practice 
Job Autonomy------~~ satisfaction 

~ 

Job Autonomy 

.05 Commitment 

Physician Decision Involvement 

.38 

Practice 
satisfaction 

~6 

.39 

.03 Commitment 
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Figure 5-3 
Path Analysis: Organizational Formalization. MCO Choice. and 
autonomy 

organizational Formalization 

MCO Choice--------------------------~ 
.05 

organizational 

.08 -.18 

MCO Choice----------------~. Decis~on Autonomy 
-.05 
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Figure 5-4 
Path Analysis: Organizational Formal ization, Autonomy, 
satisfaction, an9 commitment 

Organizational Formalization 

-.07 

Practice 
Job Auto~omy satisfaction~ 

----------_____________ .06 
commitment 

.05 

Organizational Formalization 

-.07 

-.15 Practice 
Job Autonomy satisfaction~ ~06 

---------------------------~ commitment 

.03 
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Table 5-1 
Regression of MCO Choice (Logit) 

Dependent 
variable 

Independent 
variable 

Correction 
factor 

MCO Choice 
(O=group, 
l=IPA) 

Parameter 
Estimate (MSE) 

2.69d (.64) 

Income valuation -.38 (.30) 

Autonomy -.90 (.62) 
valuation 

Pressure to -.00 (.13) 
choose MCO 

Demographics 

Gender (o=male, 
l=female) 

Age 

Physician 
specialty 

Pediatrics/OBGYN 

Surgery 

Psychiatry 

Internal 
medicine 

Constant 

-2 Log 
Likelihood 
df 

.40 (.44) 

.00 (.02) 

.24 (.50) 

.41 (.48) 

-.40 (.65) 

.06 (.45) 

1.55 (1.69) 

278.993 

10 

Choice of 
solo or group 
practice 
(O=group, 
l=solo) 

-1.46d (2.58) 

.74 8 (.41) 

-3.1c (1.1) 

. 12 ( . 18) 

1.9c (.65) 

.16c (.04) 

-1.1 8 (.66) 

.50 (.61) 

-3.5c (1.11) 

.13 (.57) 

-1.5 (2.6) 

172.549 

10 

a = p<.10 b = p<.05 c = p<.Ol d = p<.OOl 
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Table 5-2 
Regression of Process variables 

Dependent variable 

Independent variable 

Correction factor 

Gender 

Age 

Tenure 

Coercion to choose MCO 

Surgery 

Internal medicine 

Pediatrics/OBGYN 

Psychiatry 

other specialties 

Group HMO 

Physician decision 
involvement 

Formalization 

organizational 
Formalization 

Parameter 
Estimate (MSE) 

.03 (.25) 

.11 

.01 

-.00 

.09b 

.18 

-.06 

-.07 

-.64 

-.45 

.12 

-.04 

( . 16) 

( .01) 

( . 01) 

( . 05) 

( .19) 

(.17) 

( • 19) 

(.26)C 

( . 48) 

( • 13) 

( . 05) 

Capitation .10 (.15) 

Salary .16 ( . 18) 

Mixed pay methods -.04 (.15) 

Percent of patients from -.00 (.05) 
MCOs 

Constant 2.55d (.68) 

a = p<.10 b = p<.05 c = p<.Ol d = p<.OOl 
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Physician 
Involvement in 
MCO decisions 

.54b 

.23 

.02 

.03 

- .16c 

-.03 

.21 

-.04 

-.15 

.36 

.51 d 

(.32) 

( .21) 

( . 01) 

( . 02) 

( . 06) 

( .25) 

( .23) 

( . 24) 

( • 34) 

( .64) 

( . 16) 

-.06 (.09) 

.22 (.20) 

-.38 (.23) 

-.17 (.20) 

.04 (.06) 

1.87 (.92) 



Table 5-3 
Regressions on MCO Job and Decision Autonomy 

Dependent variable MCO Job Autonomy MCO Decision 
Autonomy 

Parameter (MSE) 
Independent variable MSE 

Correction factor 

Gender 

Age 

Tenure 

.17 

.02 

.01 

Coercion to join MCO -.12c 

Surgery -.01 

Internal Medicine -.10 

Other specialty -.02 

Pediatrics/OB-GYN .12 

Psychiatry -.45 

Group HMO .09 

Physician decision 
involvement 

Organizational -.31d 

Formalization 

Capitation -.16 

Salary -.13 

Mixed Pay mechanisms -.09 

Percent pf patients 
from MCOs 

Constant 

.01 

3.09d 

( . 20) 

( . 14) 

( .01) 

( .01) 

(.04) 

( . 17) 

( . 15) 

( . 41) 

( . 16) 

(.22) 

( . 11) 

( . 05) 

( . 06) 

( . 13) 

(.15) 

( . 13) 

( . 04) 

( . 61) 

a= p<.10 b= p<.05 c= p<.Ol d= p<.OOl 

.15 (.33) 

.32 (.22) 

.02 b (.01) 

-.03 (.02) 

.06 (.07) 

.15 (.26) 

-.15 (.24) 

-l.Sa (.96) 

.22 (.25) 

.06 (.42) 

-.10 (.17) 

.40d (.OS) 

-.24c (.10) 

-.35a (.21) 

-.34 (.23) 

.07 (.20) 

.15b (.06) 

.92 (.94) 
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Table 5-4 
Regressions on Fee-for-service Job and Decision Autonomy 

Dependent variable 

Independent variable 

correction factor 

Gender 

Age 

Tenure 

Coercion to join MCO 

Surgery 

Internal Medicine 

other specialty 

Pediatrics/oB-GYN 

Psychiatry 

Group HMO 

Physician decision 
involvement 

Organizational 
Formalization 

Capitation 

Salary 

Mixed Pay mechanisms 

Percent pf patients 
from MCOs 

Constant 

FFS Job Autonomy FFS Decision 
Autonomy 

Parameter (MSE) 
MSE 

-.12 

-.00 

-.01 

-.02 

-.34° 

-.18 

-.75 

.01 

-.38° 

-.14 

.08 

-.02 

-.32b 

-.39b 

-.09 

-.05 

( .22) 

( . 14) 

( .01) 

( . 01) 

( . 04) 

( . 18) 

( . 16) 

( . 42) 

( . 17) 

(.23) 

( . 11) 

( . 05) 

( .07) 

(.14) 

( .17) 

( . 13) 

(.04) 

( • 63) 

.40 

.13 

.00 

-.00 

-.04 

-.19 

-.11 

( .26) 

( . 17) 

( • 00) 

( . 01) 

( . 05) 

( . 21) 

( .20) 

-2.42 C (.74) 

-.37° (.21) 

-.78 b (.34) 

-.12 (.13) 

.04 (.06) 

-.14° (.08) 

-.32b (.16) 

-.27 (.19) 

-.05 (.16) 

.08 ( . 05) 

4.18d (.74) 

R2 = .29 
n = 153 

a= p<.10 b= p<.05 c= p<.Ol d= p<.OOl 
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Table 5-5 
Regressions on the Differences Between MCO and Fee-For-Service 
Job and Decision Autonomy 

Dependent variable Job autonomy Decision 
Difference autonomy 

Independent variable (FFS-MCO) Difference 
Parameter 
(MSE) 

Correction factor -.71c ( • 25) -.42 ( • 32) 

Gender -.33b ( • 16) -.41 a ( • 24) 

Age -.02b ( • 01) -.03 c ( • 01) 

Tenure -.03a ( • 01) .03 (.02) 

Coercion .10b ( • 05) -.07 ( . 08) 

Surgery -.30 ( .21) -.33 ( .27) 

Internal medicine -.04 ( • 18) .09 ( .26) 

Peds/OB-GYN -.03 ( . 20) -.47 ( . 27) 

Psychiatry .06 ( • 26) -.Ola ( .47) 

Other specialty -.72 ( • 48) -.47 (1.05) 
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Table 5-5 (continued) 

Group HMO -.20 (.13) -.01 ( . 18) 

Physician involvement -.24d ( . 06) -.39d ( .08) 
in org. decisions 

Org. formalization .24d ( • 07) .07 ( . 11) 

Capitation -.23 ( . 16) -.02 (.23) 

Salary -.28 ( . 19) .15 ( .26) 

Mixed pay methods .01 ( . 15) -.17 ( .22) 

Percent of patients -.05 ( .05) -.09 ( .08) 
from MCO 

Constant 1. 62 (.72)b 3.74d (1. 06) 

R2= .36 R2= .29 
n = 194 n = 148 

a= p<.10 b= p<.05 c= p<.01 d= p<.001 
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Table 5-6 
Regressions of Practice satisfaction and MCO commitment 

Dependent variable Practice Organizational 
satisfaction commitment 

Independent variable Parameter 
(MSE) 

Correction factor -.42 ( • 2S) .17 ( • 30) 

Gender -.14 ( .19) -.07 ( • 21) 

Age -.01 ( . 01) .028 ( . 01) 

Tenure .02 ( . 01) .03 ( . 02) 

Coercion .05 ( . 06) -.02 ( . 07) 

Surgery .12 (.23) -.07 (.25) 

Internal medicine .31 ( .22) -.07 ( .25) 

Other specialty .14 ( • 79) -.26 ( . S 7) 

Peds/OB-GYN .13 ( . 13) -.05 (.25) 

Psychiatry 1.11 c (.37) -.05 (.42) 

Group HMO .03 ( . 14) .02 ( . 16) 

Physician involvement in org. 3 ')d . ... ( . 07) .33 d ( • 09) 
decisions 

Org. formalization -.01 ( • 10) -.06 ( .11) 

Capitation .14 ( .IS) -.01 ( .20) 

Salary .34 8 ( • 20) .19 ( • 22) 

Mixed pay methods .2S8 (.17) -.13 ( .19) 

Pct. of patients from MCOs .OS ( • 06) .OS ( • 06) 

MCO job autonomy .3Sc ( • 13) .06 ( • 15) 
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Table 5-6 (continued) 

-.13 ( • 09) -.03 ( . 10) 
MCO decision autonomy 

FFS job autonomy .04 ( • 12) -.18 ( .13) 

FFS decision autonomy .05 (.12) .14 ( .13) 

Practice satisfaction .06 ( .10) 

Constant 1. 67° ( .96) 1. 77 (1. 07) 

R2= .44 R2= .30 
n = 144 n = 144 

a= p<.10 b= p<.05 c= p<.Ol d= p<.OOl 
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Table 5-7 
Distribution of Physicians by MCO Practice 

No MCO IPA Group HMO 

Method of Pay 

Salary 5 12 43 

capitation 1 25 34 

FFS 12 92 79 

Mixed 5 22 41 

Practice 
setting 

Solo 18 102 15 

Group 13 36 151 

HBP 15 19 38 

Specialty 

Internal med. 14 51 59 

Peds/OBGYN 4 22 53 

Other spec. 4 3 3 

Psychiatry 10 12 12 

Surgery 8 37 46 

GP/FP 7 29 32 

Gender 

Male 33 129 167 

Female 14 23 37 

Age 

20-29 1 13 8 

30-39 8 24 57 

40-49 12 53 71 

50-59 11 42 52 

60-69 13 24 16 

70+ 3 3 3 



APPENDIX A 

SURVEY OF PHYSICIAN 
AUTONOMY AND SATISFACTION 

PART I: Dack.rg1lnd Ig[ormA!lgg 

I. What percent of your time II spent on paIlent ~ 7 __ " of clme. 

2. Which 0I1hc foUowln, best cbcribu your type or pracllc;e (check one) 7 
Solo prxticc__ Group prxticc__ Resident __ 
Incem__ Ocher hosplw·b.\sed practlce __ 

3. Rile the imporunce or Ihc fACton below in your choicc of I practice sealnS. (' - very importanl. 4- somewhatlmpot1.lnl. 
3- imporwu. 2- not very Imporunt. I- not II aU Important). 

L~vaIUbUley or paIlenLi 
b. __ AdmlnuInIIVI: sujlJlOft 

c.~ccC$S 10 tcchnololY 
d. __ EamIn, pocenllal 
c. __ Qualiey or patient care 

f.--YIwc 01 mcdicaI trunln, 
,--Malpractice proICCtion 
h. __ WorkJoad 
1. __ Conlrol OVl:t mcdJea/ decisions 
J~~ ____________ __ 

4. If you are I IfOUP practitioner. about how ITWlY physiclaru arc in Ihc IfOUP 7 
2·'---..-:6-IO~ II·I'~ 16-20-..-: morcllwl 20 __ . 

,. Do you ~t palienLi from I mana,cd carc pLln (i.e. HMO. pro. Of !PA) 7 
Ycs __ (Answer questions 6-11). No __ (Skip 10 question /I). 

Pcrcnblcl 0·20 21-40 41-40 '1·10 11·100 ~ 
6. About whal pcrc:enLlge of your palicnLl I I I I I J I J I I 

come 10 you from I manlScd care plan 7 

7. Plca.se IiIIlk the lop ~ HMOsIIPA!lPPOs below in tennsofwhere you receive: 
Th~ most palicnLl ('1) the second most ('2). and the third most ('3). 

__ Arizona PhyslcLlnJ 
__ Arizona Prer.Provider 
__ Cilna 
__ E1 Rio SanLl Cruz Cu __ FHP 

__ Farst HC3Ith or Ariz. 
__ Hc:llth C110icc Arirona 

__ Hc:llth Horizons 
__ lncerlfOUp 
-..-..Uncoln National 
__ McUlfc 
__ Mcn:yCan: 
__ Pannus 

-"ima lIC31th PLln 

__ DC/BS 

~rctTCd Care 
---""tlcipaJ Hlth Care 
__ SamariLln Hlth Pin 
__ Univ PhysicWis ~agcd Care ____ 0Ih~ ______________ _ 
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8. How long have you been with Ihe managed care plan # I (i.e. where you receive tile mosl patients)? __ Years. 

9. Please rale Ihe importruice of the faclors below in influencing your decision lojoin managed care plan # 1 (5= very importanl, 
4= somewhal importanl, 3= importanl, 2= nol very importanl, 1= nol al all importanl, 0= nol relevant). 

a. __ My group joined 
1l. __ Hospilal(s) used by Ihe plan. 
c. __ Number of palienls enrolled 

d. __ Colleagues 
e. __ AdminiSlrnlive support 
f. __ Olher (Specify:, ________ -') .. 

10. To whol exlenl do you feel you were compelled 10 participale in managed care (5= strongly compelled; 4= moderalely, 
3= somewhal, 2= very lillie, 1 = nOI al all) __ . 

11. Whal is Ihe primary way you arc reimbursed in managed care plan #1 ? If Ihere is more thon one primary paymenl melhod, 
check nil thai apply. 

[ I Fcc-for-service + discounl r I Fcc-for-service no discounl [ I Capilalion 
[ I Salary [ I Olher (Specify: ). 

PARTD: Physician aulonomy 

All of Ihe following queslions arc designed 10 conlrasl tile effects of managed care and non-managed care seUlngs on your 
practice of medicine. If you work in both seltings please complele bolh colums; if nOI choose the column Ihal applies. 

Seclion 1 
Managed Care Plan #1 Non-managed care 

Patients "Fee-ror-service" 
Palienls 

s~~ s~~ s~~ s~~ 
Dwvoe D~.,"" NculnJ A .... A .... Ow,"", Ow,"", NtutnJ A .... A .... 

1. The range of drugs I can prescribe is 2 3 4 5 2 3 4 5 
lighlly controlled. 

2. I experience pressure 10 keep down Ihe 2 3 4 5 2 3 4 5 
costs of the medical care I offer. 

3. I experience pressure 10 limit Ihe 2 3 4 5 2 3 4 5 
office time I spend wilh patients. 

4. My choice of referral physicians 2 3 4 5 2 3 4 5 
is more limiled than I would like. 

S. My choice of labs for lesls and x-rays 2 3 4 5 2 3 4 5 
is more limited Ihan I would like. 

6. The number of decisions I make aboul my 2 3 4 5 2 3 4 5 
palienlS' care is less Ihan I would like. 

7. I would prefer 10 have grealer control 2 3 4 5 2 3 4 5 
of my palients' care. 
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Secllon 2: nlis section seeks to determine how often your decisions arc contested. 
A decision is contested if you must obtain prior approval. or if your decisions are questioned (e.g. during concurrent 
or retrospective utilization review). 

Managed Care Plnn #1 "Fee-ror-servlce" 
Patients 

S~y S~y S~y S~y 
DwlTt'f DIUpC'C Neutral A_ A_ Ow,"", Ow,"", No • .., A_ A_ 

8. My decisions to use costly procedures 2 3 4 5 2 3 4 5 
such ns cr Scans. MRls. etc. are often 
contested. 

9. My decisions to perform elective surgery 2 3 4 5 2 3 4 5 
are often contested. 

10. My referrals to other physicians are 2 3 4 5 2 3 4 5 
often contested. 

II. My decisions to keep n patient in the 
hospital longer than a minimum expected 2 3 4 5 2 3 4 5 
stay are often contested. 

Section J: Please nssess the following nspects of your practice. 

S~y S~y 
Ow,," D",_ No • .., A"" AI_ 

12. I have adequate patient volume. 2 3 4 5 

13. I have access to the hospital(s) I prefer. 2 3 4 5 

14. The amount I am reimbursed for my services is rensonable. 2 3 4 5 

IS. Full reimbursement for my services is prompt. 2 3 4 5 

16. I am 5.1tisfied with my current practice. 2 3 4 5 

Section 4: If you treat managed care patients. answer the following questions in reference to managed care plan # 1. If you are 
a group prllclitioner who does not treat managed care patients. please answer in reference to your group. If you 
fit neither category. skip to Part III. 

Managed Cure Plnn #1 
S~y S".,.Jy 
D~,11"' D",,,,, NClitraJ A"" A"" 

17. This organization helps the physician provide quality care. 2 3 4 5 

18. nlere are procedures to follow wilh virtually every situation that arises. 2 3 4 5 

19. Going through proper channels is constantly being stressed. 2 3 4 5 

20. Exceptions to rules and procedures arc made frequently. 2 3 4 5 
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21. I am frequenlly involved in decisions concerning Ihe adoption of new policics. 

22. II is my impression Ihal physicians delennine how works gels done in Ihis 
organizalion 

23. 1\ is my impression Ihal physicians, nol adminislrnlors, make all of Ihe medical 
decisions in Ihis organizalion. 

24. I really care nboutlhe fUlure of tilis organi7Jllion. 

25. I feel very Iitlle loyally 10 Ihis organization. 

26. I am willing 10 PUI in a greal dc.11 of effort beyond Ihal nonnnlly expecled 
10 help Ihis organizalion be successful. 

27. I inlend 10 slay wilh this org:miz.1lion for Ihe forsec.1ble future. 

Cooe ____________ _ 

(The code is used 10 kecp Irnck of mailings.) 

ParI III: Comments 

Use enclosed envelope to return queslionnaire 10: 

John W. Huonker 
Depl of Management and Policy 

Universily of Arizona 
Tucson, Arizona 85721 

(602) 621-7478 
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S"""&iy S"""&iy 
Dw,," DW&mI NntnJ A"", A"", 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 
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