The New England Journal of Medicine

Special Article

VIEWS OF MANAGED CARE

A Survey of Students, Residents, Faculty, and Deans at Medical Schools in the United States

STeVeN R. Simon, M.D., M.P.H., RicHArD J.D. Pan, M.D., M.P.H., Amy M. SuLLvan, Eb.D.,
NANCY CLARK-CHIARELLI, ED.D., MAUREEN T. CONNELLY, M.D., M.P.H., ANTOINETTE S. PETERS, PH.D.,
JuDITH D. SINGER, PH.D., THomAs S. Inul, M.D., AND SusaN D. BLock, M.D.

ABSTRACT

Background and Methods Views of managed care
among academic physicians and medical students in
the United States are not well known. In 1997, we
conducted a telephone survey of a national sample of
medical students (506 respondents), residents (494),
faculty members (728), department chairs (186), di-
rectors of residency training in internal medicine and
pediatrics (143), and deans (105) at U.S. medical
schools to determine their experiences in and per-
spectives on managed care. The overall rate of re-
sponse was 80.1 percent.

Results Respondents rated their attitudes toward
managed care on a 0-to-10 scale, with 0 defined as
“as negative as possible” and 10 as “as positive as
possible.” The expressed attitudes toward managed
care were negative, ranging from a low mean (+=SD)
score of 3.9x1.7 for residents to a high of 5.0+1.3 for
deans. When asked about specific aspects of care,
fee-for-service medicine was rated better than man-
aged care in terms of access (by 80.2 percent of re-
spondents), minimizing ethical conflicts (74.8 percent),
and the quality of the doctor-patient relationship
(70.6 percent). With respect to the continuity of care,
52.0 percent of respondents preferred fee-for-service
medicine, and 29.3 percent preferred managed care.
For care at the end of life, 49.1 percent preferred fee-
for-service medicine, and 20.5 percent preferred man-
aged care. With respect to care for patients with
chronic iliness, 41.8 percent preferred fee-for-service
care, and 30.8 percent preferred managed care. Fac-
ulty members, residency-training directors, and de-
partment chairs responded that managed care had
reduced the time they had available for research (63.1
percent agreed) and teaching (58.9 percent) and had
reduced their income (55.8 percent). Overall, 46.6
percent of faculty members, 26.7 percent of residen-
cy-training directors, and 42.7 percent of department
chairs reported that the message they delivered to
students about managed care was negative.

Conclusions Negative views of managed care are
widespread among medical students, residents, fac-
ulty members, and medical school deans. (N Engl J
Med 1999;340:928-36.)
©1999, Massachusetts Medical Society.
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ANAGED care, the dominant force

in health care delivery in the United

States,!2 is shaping the educational ex-

periences of medical students and res-
idents.?-6 Faculty members, as the chief transmitters
of attitudes, knowledge, and values about the prac-
tice of medicine, have a critical role in developing
the culture in which students and residents are so-
cialized.”8 Earlier studies suggest that competitive-
ness in health care markets may hinder the capacity
of faculty members to conduct academic research
and may discourage collegial relations.! The facul-
ty’s experiences with, and attitudes toward, managed
care are likely to influence students’ and residents’
views of managed care.

Medical students and residents will need special
knowledge and skills to practice in a managed-care
environment.!! Little is known, however, about their
views of managed care and how well they believe
their experiences in medical school and residency are
preparing them for practice in that setting.1214 We
surveyed a national sample of students, residents,
faculty members, directors of residency training, de-
partment chairs, and deans at U.S. medical schools
to examine their views of managed care.

METHODS
Study Sample and Data Collection

We used the master files of the American Medical Association
and the Association of American Medical Colleges to draw strat-
ified probability samples of first-year and fourth-year medical
students, residents in their third postgraduate year (excluding
graduates of foreign medical schools), full-time clinical faculty
members from all specialties, directors of residency training in in-
ternal medicine and pediatrics, department chairs, and medical
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TABLE 1. POPULATION SIZE, SAMPLE SIZE, AND RESPONSE RATE
ACCORDING TO ACADEMIC GROUP.

No. oF RESPONSE
RESPONDENTS RATE

ToTAL SAMPLE

Acapemic GrRouP PopuLATION*  SizE

%

First-year medical 15,889 324 287 88.6
students

Fourth-year medical 15,298 253 219 86.6
students

Residents in post- 12,571 632 494 78.2
graduate year 3t

Clinical faculty members 71,160 949 728 76.7

Directors of residency 235 181 143 79.0
training}

Department chairs§ 807 240 186 77.5

Deans 121 121 105 86.8

Total 116,081 2700 2162 80.1

*Totals are the total numbers in each academic group at 121 U.S. four-
year medical schools accredited by the Liaison Committee on Medical Ed-
ucation.

tGraduates of foreign medical schools were excluded.

1The sampling frame included directors of residency-training programs
in internal medicine and pediatrics that have major affiliations with the
sponsoring medical school. In cases of multiple affiliated residency-training
programs, we selected the director of the largest program.

§AIl chairs of departments of internal medicine, pediatrics, and family
medicine at each medical school and a random sample of chairs of the de-
partments of anesthesiology, neurology, obstetrics and gynecology, oph-
thalmology, pathology, psychiatry, radiology, and surgery at each school
were included.

school deans. We oversampled specific target groups (e.g., pri-
mary care faculty members) in order to ensure their adequate rep-
resentation in the sample. Between March and August 1997, the
Center for Survey Research of the University of Massachusetts,
Boston, conducted confidential 20-minute telephone interviews
with 2162 participants. The study was approved by the Human
Studies Committee of Harvard Pilgrim Health Care.

For each academic group, the size of the population from
which the sample was drawn, the size of the sample, and number
of respondents are shown in Table 1. Response rates varied from
76.7 to 88.6 percent among subgroups; the overall rate was 80.1
percent. We defined primary care respondents as those who prac-
ticed or intended to practice in the area of family medicine, gen-
eral internal medicine, general pediatrics, or geriatrics. We defined
specialists as those who practiced or intended to practice any oth-
er specialty or subspecialty, or whose practice involved a combi-
nation of primary care and a specialty or subspecialty.

Development of the Survey

The questionnaires (available elsewhere*) were developed on the
basis of a systematic review of the literature and the observations
of focus groups of students, residents, faculty members, deans,
department chairs, and directors of residency training in areas of
the United States with high, intermediate, and low levels of mar-
ket penetration by managed care. Participants in the focus groups
were broadly divergent in their understanding of the term “man-
aged care,” both within and among geographic regions. Because
of the difficulty of arriving at a common definition, and because

*See NAPS document no. 05506 for 89 pages of supplementary mate-
rial. To order, contact NAPS, ¢ /o Microfiche Publications, 248 Hempstead
Turnpike, West Hempstead, NY 11552.

of the heterogeneity of managed-care organizations and programs
in different areas, we allowed respondents to use their own expe-
rience and definitions of managed care in answering our questions.

We carried out two pilot studies with a total of 86 participants
from each of the study populations and modified the question-
naires on the basis of the results. The final questionnaires included
items designed to measure elements of academic culture in relation
to managed care (outlined in the Appendix). To minimize the
length of the questionnaires and the time necessary to complete
the survey, we excluded questions to which the responses varied
little during preliminary testing. A majority of the respondents in
the pilot studies considered managed care better than fee-for-serv-
ice care in terms of preventive services, the coordination of care,
cost effectiveness, and avoidance of unnecessary care. Similarly, a
majority of respondents in the pilot surveys found fee-for-service
care superior to managed care in terms of access to surgical care,
tests, procedures, and “high-technology” experimental therapies.

Statistical Analysis

Because we oversampled several subgroups of respondents and
sampled a different fraction of the total population of each aca-
demic group, we used sampling weights to adjust for differences
in the probability of selection in all analyses. All estimated means
and percentages are weighted statistics and therefore represent es-
timates of the responses of the national populations of students,
residents, faculty members, medical school deans, department
chairs, and directors of residency training in internal medicine
and pediatrics within U.S. academic health centers. To estimate
the responses and their standard errors appropriately,!516 we used
a specialized statistical program, SUDAAN,'” which is designed
for the analysis of complex probability-sample data.

For binary, nominal, and ordinal outcomes, we constructed a
series of logistic-regression, multinomial logistic-regression, and
ordinal logistic-regression models, respectively, to assess whether
variation in the responses was associated with the academic group
or a specialty orientation (the main effect), and whether the effect
of specialty orientation differed among academic groups (an in-
teraction effect).!$19 In cases in which the assumptions for ordinal
logistic regression were violated, we refitted the models using the
more generalized, nonordered, multinomial logit model.2° For
continuous outcomes, we fitted linear regression models to test
for variation among academic groups or according to specialty
orientation.?! Three groups were not included in analyses accord-
ing to specialty orientation: deans, because the number of deans
in primary care was too small for analysis; directors of residency
training, because there were no specialists in this group; and stu-
dents and residents (51 and 14, respectively) who were undecided
about their career plans and therefore could not be categorized
according to specialty orientation.

We also examined whether variations in the perceived effects of
managed care on the academic mission and professional life of the
faculty were related to the respondents’ level of exposure to man-
aged care, as measured by physicians’ reports of the proportion
of their patients who were enrolled in managed care and by the
competitiveness of the managed-care market in each respondent’s
geographic area.!%.22 The index of competitiveness we used was
that of the University HealthSystem Consortium, which classified
the competitiveness of U.S. health care markets on the basis of
the number of health maintenance organizations (HMOs) with
more than 100,000 enrollees, the percentage of all enrollees in
the three largest HMOs, hospital occupancy rates, the average
number of hospital days per 1000 population, the percentage of
specialists who were paid on a capitated basis, the percentage of
Medicare and Medicaid beneficiaries enrolled in HMOs, and the
average premium for a commercial HMO in 1995.10.22

To test for differences among items assessed for individual sub-
jects, we used repeated-measures analysis of variance. We used ad-
justed Wald F statistics to test hypotheses, because of the stratifi-
cation and unequal sampling fractions.!” All reported P values are
two-tailed. To adjust for the increased risk of a type I error re-
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sulting from the multiple tests of hypotheses, we used P<<0.01 as
the criterion for statistical significance.

RESULTS
Attitudes toward Managed Care

In general, students, residents, faculty members,
directors of residency training, department chairs, and
deans reported negative attitudes toward managed
care. On a 0-to-10 scale (with 0 indicating an atti-
tude as negative as possible and 10 an attitude as
positive as possible), mean (=SD) scores for the re-
spondents’ attitudes toward managed care ranged
from a low of 3.9*x1.7 for residents to a high of
5.0*1.3 for deans. Primary care respondents report-
ed less negative feelings about managed care than
specialists (mean score, 4.6 vs. 4.0; P<<0.001).

Table 2 shows respondents’ comparisons of man-
aged-care with fee-for-service delivery systems with
regard to access to physicians, the presence of ethical
conflicts, the quality of the doctor—patient relation-
ship, continuity of care, the quality of end-of-life
care, and the management of chronic illness. In terms
of all these features, a higher proportion of respond-
ents rated fee-for-service systems superior to man-
aged care. The highest ratings for managed care
were for management of chronic illness and continu-
ity of care, with 30.8 percent and 29.3 percent of
respondents, respectively, identitfying managed care
as the better system. In general, specialists were
more likely than primary care respondents to prefer
fee-for-service medicine to managed care on most
measured dimensions of clinical care. Responses also
varied according to academic group, with faculty
members and department chairs expressing the great-
est preference for fee-for-service medicine over man-
aged care. There was an interaction effect in several
of the models, indicating that department chairs
who were specialists were the most likely of the sub-
groups to favor fee-for-service medicine over man-
aged care.

All groups expressed a preference for a single-payer
health care system over both managed-care and fee-
for-service systems. Overall, 57.1 percent thought
that a single-payer system with universal coverage was
the best health care system for the most people for
a fixed amount of money. A total of 21.7 percent fa-
vored managed care, and 18.7 percent preferred a
fee-for-service system (2.5 percent did not state a pref-
erence).

Effects of Managed Care on Academic Medicine

A total of 63.1 percent of faculty members, direc-
tors of residency training, and department chairs
and 96.2 percent of deans thought that managed
care had decreased faculty members’ time for re-
search (either a lot or a little) (Table 3). Similarly,
58.9 percent of faculty members, directors of resi-
dency training, and department chairs and 93.4 per-

930 - March 25,1999

cent of deans reported that teaching time had been
reduced by managed care. A total of 26.9 percent of
faculty members, directors of residency training, and
department chairs and 52.6 percent of deans believed
that managed care was decreasing care for tradition-
ally underserved groups of patients. As compared
with faculty members in primary care, specialists
were nearly twice as likely to report “a lot” of (as
compared with little or no) reduction in research
time because of managed care (34.4 percent vs. 20.9
percent; odds ratio, 1.8; 95 percent confidence inter-
val, 1.2 to 2.9).

Effects of Managed Care on the Quality
of Professional Life

More than half of faculty members, directors of
residency training, and department chairs reported
that their income had decreased a lot or a little (re-
ported by 55.8 percent of these respondents), that
job security had diminished (54.1 percent), and that
collegial relations had deteriorated (52.2 percent) as
a result of managed care (Table 3). Similarly, 79.1
percent of deans reported a decrease in faculty mem-
bers’ income; 81.9 percent reported a decline in job
security for faculty members; and 61.9 percent re-
ported poorer collegial relations among the faculty.
Specialists were more likely than those in primary
care to report “a lot” of (as compared with little or
no) decline in income (19.3 percent vs. 6.5 percent;
odds ratio, 2.8; 95 percent confidence interval, 1.6
to 4.6). Results also varied according to academic
group, with directors of residency training less likely
to note an effect of managed care than faculty mem-
bers and department chairs (odds ratio, 0.28; 95
percent confidence interval, 0.14 to 0.59).

Exposure to Managed Care and Perceptions of Its Effects

Faculty members, directors of residency training,
and department chairs who cared for higher propor-
tions of patients enrolled in managed-care plans
were more likely to report that they had decreased
time available for research and a diminished level of
job security (data not shown). For example, our
models estimated that faculty members who report-
ed that 75 percent of their patients were enrolled in
managed-care plans were 1.6 times as likely to report
that their job security had decreased “a lot” (rather
than “a little” or “not at all”) as a result of managed
care than were faculty members who reported that
25 percent of their patients were enrolled in man-
aged-care plans.

Deans’ Views of Managed Care

More than two thirds of deans (72.5 percent) re-
ported that there had been a decline in their schools’
overall budgets for medical education as a result of
managed care; 85.9 percent of deans perceived re-
sistance from managed-care organizations to collab-
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TABLE 3. REPORTED EFFECTS OF MANAGED CARE ON ACADEMIC MEDICINE, ACCORDING TO ACADEMIC GROUP.*

RESIDENCY- FacuLTy, RESIDENCY-
TRAINING TRAINING DIRECTORS,
DIRECTORS AND DEPARTMENT DEeAns
VARIABLE FacuLty (N=143) DEPARTMENT CHAIRS  CHARRs (N=1057) (N=105) P VaLuet
PRIMARY
PRIMARY PRIMARY CARE VS.
CARE  SPECIALTY CARE  SPECIALTY SPECIALTY ~ ACADEMIC
(N=131) (N=597) (N=44) (Nx=142) ORIENTATION ~ GROUP
percentage of respondents
Effects on academic mission
Time for research decreased 0.008 0.05
A lot 209 344 22.8 26.1 31.3 33.0 60.1
A little 27.3 30.2 314 25.3 39.6 30.1 36.1
Not at all 44.5 33.0 435 48.5 28.8 34.2 3.8
Time for teaching decreased 0.34 0.47
A lot 20.0 235 16.2 14.2 21.0 23.0 344
A little 35.1 359 40.7 33.2 35.7 359 59.0
Not at all 44.6 38.8 42.4 52.6 43.2 39.5 6.6
Care of patients from underserved 0.09 0.02
groups decreased
A lot 7.2 9.3 5.6 7.1 19.2 9.2 20.2
A little 11.5 18.6 10.5 12,5 13.0 17.7 324
Not at all 79.5 69.1 83.2 79.5 67.7 70.2 44.6
Effects on quality of professional life
Income decreased <0.001 <0.001
A lot 6.5 19.3 7.2 0.9 14.0 17.8 229
A little 29.0 38.7 31.8 13.1 58.8 38.0 56.2
Not at all 63.6 39.8 59.7 86.0 27.2 42.2 20.0
Job security decreased 0.11 0.07
A lot 8.3 19.4 7.1 2.4 16.2 18.2 219
A little 425 35.3 42.0 27.3 26.1 359 60.0
Not at all 49.2 43.6 50.3 70.4 57.7 44 .4 17.1
Quality of collegial relations diminished 0.99 0.30
A lot 12.6 13.7 9.0 11.1 18.2 13.6 171
A little 41.6 38.1 42.0 51.7 43.1 38.6 44.8
Not at all 45.8 45.7 48.3 37.2 38.7 45.6 38.1

*The questions for deans were stated to refer to their institutions; questions for faculty members, residency-training directors, and department chairs
were stated to refer to the effects of managed care on them individually. Because of missing data, percentages may not total 100. “Specialty” indicates
physicians who practiced in a specialty, a subspecialty, or a specialty combined with primary care.

1D values are for the comparison of the responses according to the factor indicated. The addition of an interaction term to each of the models had no

significant effect.

oration with medical schools in medical education,
with 62.8 percent reporting “a lot” of resistance.
The level of competitiveness of the local managed-
care market was unrelated to deans’ reports of the
effects of managed care (data not shown).

The Message about Managed Care

Overall, 46.6 percent of all faculty members, 26.7
percent of directors of residency training in internal
medicine and pediatrics, and 42.7 percent of depart-
ment chairs reported that the message they delivered
to students about managed care was negative. In
contrast, only 16.2 percent of deans said that their
schools conveyed a negative message about managed
care. Primary care respondents were more likely than
specialists to report that they conveyed a positive
message about managed care (26.0 percent vs. 10.6
percent, P<<0.001).

932 March 25, 1999

Influences on Students’ and Residents’ Attitudes
toward Managed Care

Table 4 shows students’ and residents’ perceptions
of the influences on their attitudes toward managed
care. Overall, the three most frequently reported in-
fluences were coursework or the medical literature
(64.8 percent), primary care faculty members (60.8
percent), and specialist faculty members (58.7 per-
cent). Among students and residents reporting those
influences, more than 70 percent described the in-
fluences as negative. Overall, 55.8 percent of stu-
dents and residents identified no positive influences
on their attitudes toward managed care.

Exposure to Managed Care

Fourth-year medical students estimated that they
spent a mean of 4.2+6.6 percent of their clerkship
time (range, 0 to 30 percent) in HMOs or man-
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TABLE 4. STUDENTS’ AND RESIDENTS” REPORT OF INFLUENCES ON THEIR ATTITUDES
TOWARD MANAGED CARE.*

AL YRr-1 Yr-4
STUDENTS AND  MEeDICAL  MEDICAL
RESIDENTS STUDENTS STUDENTS RESIDENTS
VARIABLE (N=1000) (N=287) (N=219) (N=494) P VALUET

PRIMARY
CARE VS.
SPECIALTY ACADEMIC
ORIENTATION GROUP

percentage of respondents

Academic influences

Coursework or the med- 091 0.004
ical literature
Any influence 64.8 76.1 60.1 57.3
Positive influence 26.7 33.3 25.8 17.7
Negative influence 72.8 65.9 74.2 81.6
Primary care faculty 0.98 0.06
Any influence 60.8 51.8 75.8 53.8
Positive influence 254 29.6 26.7 18.8
Negative influence 74.2 69.2 73.3 81.1
Specialty faculty 0.74 <0.001
Any influence 58.7 28.6 74.3 75.2
Positive influence 37 12,5 0.5 3.7
Negative influence 96.1 87.5 99.5 95.7
Peers in program 0.05 0.01
Any influence 53.4 47.8 499 63.8
Positive influence 12.0 20.2 6.8 9.6
Negative influence 87.8 79.8 93.2 89.8
Work experience 0.12 <0.001
Any influence 42.1 29.6 45.0 53.1
Positive influence 294 38.3 36.4 16.8
Negative influence 69.3 61.7 60.9 82.3
Residents 0.42 0.32
Any influence 375 18.8 56.0 —
Positive influence 7.2 3.1 85 —
Negative influence 92.8 96.9 91.5 —
Nonacademic influences
Media 0.29 0.08
Any influence 55.2 57.7 54.7 52.9
Positive influence 12.6 15.2 18.2 9.1
Negative influence 86.9 83.8 80.4 90.9
Experience as a patientf 0.04 0.51
Any influence 48.5 52.2 46.7 46.5
Positive influence 21.5 20.5 25.0 18.6
Negative influence 78.5 79.5 75.0 81.4
Physician relatives 0.03 0.68
Any influence 27.0 31.1 26.3 23.1
Positive influence 8.8 9.8 6.3 10.6
Negative influence 90.4 88.3 93.7 89.4
Summary score§ — _
Any positive influence 44.2 51.6 48.8 30.4
No positive influence 55.8 484 51.2 69.6

*Students and residents were asked whether a variable had any influence on them, and if so whether
it was a positive or a negative influence. Because of missing values, percentages for positive and neg-
ative influences may not total 100.

1P values are for the comparison of the positive with the negative influences according to the factor
indicated. The addition of an interaction term to each of these models had no significant effect. Stu-
dents and residents who were undecided about their future career plans (total, 65) were excluded
from tests of differences according to specialty orientation.

TWe asked respondents whether they or a family member had had experience as a patient that in-
fluenced their attitudes.

§This dichotomous variable indicated whether or not respondents reported a positive influence on
at least one of the nine items measuring influence.
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aged-care settings, and residents reported that they
spent 5.8+18.4 percent of their clinical time (range,
0 to 100 percent) in these settings. On a 0-to-10
scale, with 0 indicating no exposure and 10 extreme-
ly thorough exposure, fourth-year students and res-
idents rated the extent of their exposure to managed
care at 3.6*2.6 and 4.4+ 3.3, respectively.

A total of 75.4 percent of deans reported that
their medical schools offered managed-care courses
or lectures to their students; 65.8 percent required
students to take some managed-care courses. Over-
all, 49.5 percent of deans reported that their medical
schools offered clinical experience in managed-care
settings; 11.5 percent required students to complete
a clinical rotation in a managed-care system.

Preparation for Managed-Care Practice

Deans rated their graduates’ preparation for prac-
tice in managed-care settings at 5.8+1.9 on a 0-to-
10 scale, with 0 indicating a complete lack of prep-
aration and 10 as thoroughly prepared as possible.
Using the same scale, fourth-year students’ ratings of
their preparation for managed-care practice (6.3*+2.1)
were lower than residents’ ratings of their own prep-
aration (6.8*+2.2, P<0.01). For purposes of com-
parison, fourth-year students’ ratings of their prepa-
ration to communicate with patients (8.7+1.2) and
to analyze the medical literature critically (7.4+2.1)
were significantly higher than their ratings of their
preparation for practice in managed-care systems (P<
0.001). Similarly, residents’ ratings of their prepara-
tion for communicating with patients (9.0£1.3) and
analyzing the medical literature critically (7.8*1.8)
were also higher than their ratings of their prepara-
tion for managed-care practice (P<<0.001). Fourth-
year students and residents who reported any ex-
posure to managed-care practice rated themselves
better prepared for practice in managed-care systems
than did those with no exposure (7.1 vs. 6.2, P<
0.001). Among faculty members, ratings of their
own preparation for practice in managed-care set-
tings differed according to their specialty orienta-
tion. Primary care faculty members and department
chairs reported better preparation for practice in
managed care than their specialist counterparts (7.4
vs. 6.1, P<0.001).

Knowledge of Managed Care

On a 0-to-10 scale, with 0 indicating almost no
knowledge and 10 an extremely high level of knowl-
edge, fourth-year students and residents rated their
knowledge of managed care at 6.0£2.7 on a local
level and 5.5*+2.4 on a national level. As compared
with fourth-year students and residents who report-
ed spending no clinical time in managed-care set-
tings, those who reported any clinical training in
managed-care settings reported significantly higher
levels of knowledge of local managed-care plans (6.7
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vs. 5.5, P<<0.001) and a trend toward higher levels
of knowledge of managed care nationally (5.7 vs.
5.3, P=0.01). Faculty members’ scores for their own
knowledge of local and national managed care were
6.5%3.0 and 5.8*2.7, respectively.

DISCUSSION

This 1997 study of a national sample of medical
school students, residents, faculty members, and
deans documents widespread negative views about
the effect of managed care on clinical care, teaching,
research, and the quality of professional life. Special-
ists, who in their practices have experienced the bulk
of changes resulting from managed care,?? were con-
sistently more negative than their counterparts in
primary care about the effects of managed care. Al-
though we found no consistent association between
the competitiveness of the local managed-care mar-
ket and the variables we measured, faculty members
who cared for more patients enrolled in managed-
care plans described more adverse effects on their
teaching, research, and professional lives. Medical
school deans appeared to be particularly negative
about the effects of managed care.

Our data show that medical students and residents
share the negative views toward managed care report-
ed by faculty members and are heavily influenced by
the faculty in developing their opinions. Students and
residents confirmed that many of the messages they
receive from their teachers about managed care are
negative. Although students have some exposure to
managed care in the medical school curriculum, both
students and residents reported little personal experi-
ence with managed care in their clinical training.

Several limitations must be considered in inter-
preting these results. First, this study was undertaken
to ascertain perceptions of managed care among stu-
dents, residents, faculty members, and deans, because
the reality of managed care differs from organization
to organization and from city to city. Perceptions
may be more important than actual experiences, since
they create the culture and shape the discourse, ex-
pectations, and experiences of physicians and trainees
in academic health care centers. Second, we did not
define managed care for respondents and thus do not
know how respondents conceived of managed care
when answering survey questions. For example, in
reporting exposure to managed care, students and
residents may have considered only outpatient rota-
tions in HMOs as experiences with managed care,
even though many of their hospitalized patients
may have been insured by managed-care organiza-
tions. Similarly, respondents may not have consid-
ered courses in health economics or health policy as
courses related to managed care, even though such
courses included discussions of managed-care sys-
tems. Third, although a majority of respondents fa-
vored a single-payer system of health care with uni-
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versal coverage, the survey did not specify what
delivery structure or financing method would under-
lie such a system. Finally, we excluded questions on
attitudes toward managed care when there was
agreement among respondents in a pilot survey that
either managed care or fee-for-service care was clear-
ly better than the other system. This method led to
the exclusion of some items that favored managed
care and some that favored fee-for-service medicine.

The negative views of specialist faculty members
toward managed care might be viewed as arising
from its adverse effects on their incomes and job se-
curity.?? However, primary care faculty members,
who are more likely to have benefited from changes
related to managed care, also expressed reservations
about its effects.

The deficiencies identified by the respondents in
their preparation for practice in a managed-care set-
ting and the concern they expressed about the ca-
pacity of managed care to meet health care needs
may be interpreted as indicating the need to improve
medical education in and about managed care. This
strategy, however, may be ineffective when faculty
members view managed care as negatively as their
responses to this survey suggest. The negative atti-
tudes toward managed care, the lack of emphasis on
education related to managed care, and the per-
ceived effects of managed care on the mission of ac-
ademic medical centers and on the lives of the faculty
may indicate a more fundamental concern about
managed care itself. From this perspective, the ap-

parent deficiencies in exposure to and preparation
for managed-care practice may reflect reservations,
resistance, or even frank opposition to managed care
among faculty members and administrators at aca-
demic health centers.

In either case, a constructive strategy for support-
ing the education of students and residents and ad-
dressing the issues of concern to faculty members
must be developed. Because negative attitudes to-
ward managed care are pervasive within academic
health centers, any efforts to address this problem
must be made system-wide. Our study points to many
opportunities for improving knowledge about and
preparation for practice in the context of managed
care on the part of students, residents, and faculty
members. In addition, we believe that enhanced dia-
logue among public-policy experts, leaders of man-
aged-care organizations, and leaders of academic
health centers about how to provide high-quality
care and improve medical education is an essential step
in ensuring a well-prepared physician work force and
supporting the missions of the academic health center
in research, teaching, and clinical care.
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APPENDIX

AREAS INVESTIGATED IN OUR SURVEY OF ATTITUDES TOWARD MANAGED CARE.

AREA

Overall attitudes toward managed care
Overall rating of managed care

QUESTIONS

Given the current mix of types of managed-care organizations, how would you rate your overall feclings about

managed care? 0 is as negative as one’s feelings can be, and 10 is as positive as one’s feelings can be.

Comparison of managed care with fee-
for-service care in terms of aspects of
health care delivery

Think about “managed care” and “fee-for-service” as service-delivery prototypes. Would each of the follow-
ing be better under managed care, better under fee-for-service, or would the model under which services
are provided make no difference? Under which system would there be

better management of chronic illness?
better-quality end-of-life care?

better continuity of care?

a better-quality doctor—patient relationship?
more cthical conflicts for physicians?*
easier access to one’s physician?

Comparison of managed care, fee-for-
service care, and single-payer systems

Which one of the following three structures would offer the best health care to the greatest number of people
for a fixed amount of money?

fee-for-service system in a competitive marketplace
managed-care system in a competitive marketplace
single-payer system with universal coverage

Effects of managed care on the mission of
academic health centers

These questions are about the way managed care may be affecting your current work situation. Please state
whether you are being affected a little, a lot, or not at all.t To what extent

has your time available for research decreased because of managed care?
has your time available for teaching decreased because of managed care?
are you caring for fewer patients from underserved populations?

Effects of managed care on the profes-
sional life of faculty

To what extent (a little, a lot, or not at all)
is your income declining because of managed care?

do you feel a diminished level of job security because of managed care?
has managed care diminished the quality of your collegial relations?
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APPENDIX

CONTINUED.

AREA

Deans’ views of managed care
Effect on budget
Resistance to collaboration

Faculty appointments
Faculty and deans’ messages about man-
aged care
Influences on students’ and residents’
attitudes toward managed care

Academic influences

Nonacademic influences
Exposure to managed care
Global rating
Clinical time in managed-care setting

Formal managed-care curriculumi

QUESTIONS

To what degree (a little, a lot, or not at all)
has there been a decrease in the global budget for medical education because of managed care?
is there resistance among managed-care organizations to collaborating in the education of medical
students?
has your institution made faculty appointments available to physicians at affiliated managed-care plans?

Would you describe the messages you convey to medical students about managed care as very positive, some-
what positive, neither positive nor negative, somewhat negative, or very negative?

Here are some factors that may contribute to your opinion about managed care. For each, state whether you
feel the factor has influenced your opinion. If yes, would you say the influence from that source was very
positive, somewhat positive, somewhat negative, or very negative? Has your opinion been influenced by

coursework, journal articles, or professional publications?

primary care faculty?

specialty faculty?

residents?

your peers in your postgraduate or residency program?

experiences working in a managed-care setting?

a family or personal experience as a patient in a managed-care situation?
presentations about managed care on television or in other media?
reported experiences of relatives who are physicians?

Using a 0-to-10 scale, on which 0 represents almost no exposure to managed care and 10 represents extremely
thorough exposure, how would you rate your exposure to managed care?

What percentage of your total clinical clerkship and elective time has been spent in health maintenance or-
ganizations (HMOs) or managed-care settings?

Are formal lectures or courses on managed care offered at your institution? If yes, are any of them required
for students, or are they all electives?

Does your medical school offer clinical experiences for students in group- or staff-model HMOs? If yes, is

this a required experience for all students, an elective for some students, or one of several clinical sites for

a required rotation?
Preparation for managed-care practice

On a 0-to-10 scale, on which 0 is completely unprepared and 10 is as prepared as one can be, how well pre-

pared do you feel overall to practice in a managed-care setting?§

Knowledge of managed care

On a 0-to-10 scale, on which 0 represents almost no knowledge and 10 represents an extremely high level

of knowledge, rate your knowledge of managed care (1) on a national level and (2) in your local envi-

ronment.

*This item was worded in the opposite way in the text and Table 2, as “minimizing ethical conflicts,” to be consistent with other questions about aspects

of care; responses were adjusted to reflect the change in wording.

tDeans were asked to what extent managed care had affected the clinical faculty at their institutions in terms of each of these items.

$Only deans were asked about this area.

§Deans were asked how well prepared they felt the graduates from their medical school were to practice in a managed-care setting.
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