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ABSTRACT

PURPOSE Physicians’ values may be shifting under managed care, but there have
been no empirical data to support this claim. We describe physician conceptions
of responsibility to individual patients and distributive justice in health care, and
explore whether these values are associated with type of managed care practice
and professional satisfaction.

METHODS \We mailed a questionnaire to 500 primary care physicians from 80 out-
patient clinics in 11 managed care organizations (MCOs) who were participating in
4 studies designed to improve the quality of depression care in primary care.

RESULTS We received 414 responses (response rate 83%). Twenty-eight percent

of physicians strongly agreed that their main responsibility was to the individual
patient rather than to society (strong sense of responsibility to individual patients).
Physicians with a strong sense of responsibility to individual patients were older
(43% of physicians older than 50 years reported a strong sense of responsibility

to individual patients, compared with 26% of physicians aged 36 to 50 years, and
21% of physicians younger than 35 years, P = .009) and tended to practice in
network- rather than staff-model MCOs (33% of physicians in network-model MCOs
reported a strong sense of responsibility to individual patients compared with 24%
in staff-model MCOs, P = .077). Scores on a scale measuring egalitarian concep-
tions of distributive justice within the health care system were similar for physicians
regardless of whether they reported a strong sense of responsibility to individual
patients. When we controlled for physician and practice characteristics, physicians
with a strong sense of responsibility to individual patients and physicians with
higher scores on an egalitarian scale were more likely to be very satisfied overall
with their practices (adjusted odds ratio [AOR] = 2.23, 95% confidence interval
[C], 1.11-4.49, and AOR = 1.18, 95% Cl, 1.09-1.29, respectively).

CONCLUSIONS Physicians with a strong sense of responsibility to individual
patients are older and less likely to practice in staff-model MCOs. Stronger com-
mitment to an egalitarian health care system and a strong sense of responsibility
to individual patients are independently associated with greater practice satisfac-
tion among physicians. The impact of these values on patient care should be a
priority for future research and the subject of professional education and debate.

Ann Fam Med 2005;3:53-59. DOI: 10.1370/afm.257.

INTRODUCTION

he tension between physicians' obligations to individual patients

and their obligations to society has perhaps never been greater

or more widely debated.'?? As health care costs have dramatically
increased, physicians have been called upon to control spending by with-
holding marginally beneficial therapy from patients.'” It is argued that
escalating costs result in higher insurance premiums, which in turn result
in fewer people having access to health care. Although physicians may
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INDIVIDUAL PATIENTS AND JUSTICE

have always adopted some societal responsibility (for
example, in patient assessment for disability benefits

or competence),'? physicians are now urged to take
responsibility for societal interests in improving access
to health care. By doing so, however, physicians may
experience ethical conflict with respect to where their
primary responsibility lies. To avoid this conflict, many
have argued that physicians ought be responsible only
to individual patients.®”!>172921 At the extreme of this
view, physicians have been found to deceive third party
payers or manipulate reimbursement rules to secure
payment for necessary patient care.?*»

The argument about whether physicians ought
to withhold marginally beneficial services from some
persons so that others have access to health care is fun-
damentally a debate about distributive justice. Theories
of distributive justice describe methods to allocate
goods in limited supply relative to demand, and there
is considerable disagreement about how goods ought
to be distributed. The United States is engaged in such
a debate over allocation of health care resources, and
there is discussion about whether our society ought to
distribute health care equally (often termed an “egali-
tarian distribution of resources”), or at least provide all
persons with basic health care.

We designed this study to explore the extent to
which physicians have a sense of responsibility to
individual patients and an egalitarian conception of
distributive justice within the health care system, to
determine the relations between and determinants of
these values, and to examine the possible associations
between these values and professional satisfaction.

METHODS
Study Design and Population

We analyzed a cross-sectional survey of primary care
physicians affiliated with 1 of 11 different managed care
organizations (MCQOs). The MCOs were chosen for their
willingness to participate in 1 of 4 separate studies col-
lectively known as the Quality Improvement for Depres-
sion (QID) program, which was designed to evaluate the
effectiveness of quality improvement strategies for the
treatment of major depression in primary care.?**” Each
of the 4 studies recruited organizations with diversity in
either geographic location, organizational structure, or
patient ethnicity. The MCOs in the study operated as
either network- or staff-model organizations. Staff-model
MCOs were defined as practices with prospective bud-
geting in which most clinicians worked exclusively for

a single integrated health care system. Network-model
MCOs included solo or small-group practices linked
through some kind of practice network, all of which
negotiate contracts with several managed care plans.?

The final sample of 500 eligible clinicians was drawn
from 80 different outpatient sites in 11 different MCOs
across the United States. Eligible clinicians in each study
identified themselves as internists, family physicians,
physician assistants, or nurse practitioners and spent at
least 50% of their time providing primary care in one of
the practices from a participating MCO. A total of 414
separate clinicians (response rate 83%) completed the
questionnaire. In this study, we exclude the 42 nonphysi-
cian clinicians and focus on the 372 physicians.

Survey Administration

Confidential questionnaires that took approximately
20 minutes to complete were mailed twice to all par-
ticipating clinicians in 1996. Nonrespondents were
telephoned and encouraged to return the question-
naire. Depending on the study, some clinicians were
rewarded with a small gift or monetary incentive.
Further details on the design and administration of the
study are published elsewhere.?”

Survey Content

The clinician questionnaire elicited demographic
characteristics (age, sex, race), background and train-
ing (specialty, years in practice), professional practices
(number of hours per week in direct patient care), atti-
tudes and practices toward the treatment of depression,
professional values, and practice satisfaction. The items
measuring professional values were separated from the
items measuring satisfaction by several pages in the
questionnaire.

For this study, we focused on 2 basic professional
values—sense of responsibility to individual patients and
egalitarian beliefs about distributive justice within the
health care system—and on the relationship of these
values to physician satisfaction. Iltems measuring the 2
professional values were based on previous work?® and
were further developed with input from 2 focus groups
of community physicians. In the questionnaire, 1 ques-
tion pertained to physicians' sense of responsibility,
and 3 items pertained to their beliefs about distributive
justice in health care. We asked respondents to indicate
their level of agreement (from strongly agree to strongly
disagree) with the statements listed in Table 1. We also
asked respondents to indicate their level of satisfaction
(from very satisfied to very unsatisfied) with the following
aspects of their practice: quality of care they provided to
patients, ability to serve the needs of the enrollees, pro-
fessional autonomy, compensation, and overall practice.

Analysis

First, we used descriptive statistics to show the distri-
bution of responses to the 4 items measuring physi-
cians' professional values. We then dichotomized the
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Table 1. Distribution of Percentage of Physician Responses to Professional Values Items

than others for the same problems

Strongly Strongly

Item Agree Agree Neutral Disagree  Disagree

Sense of responsibility to individual patients

The physician’s main responsibility is to each individual patient rather 28 42 13 13 4
than to society

Egalitarian beliefs about distributive justice

It is the responsibility of society to provide everyone with the best 18 35 13 25 9
available health care

Society should allow patients who are willing to pay more to purchase 25 38 20 8 8
more expensive treatments

It is unfair, in principle, for some people to have different health care 18 29 20 23 9

Note: Percentages may not add to 100% because of rounding.

responses to the item measuring sense of responsibil-
ity to individual patients to compare “strongly agree”
(strong sense of responsibility to individual patients)
with all other responses. We used %? tests to evaluate
differences in MCO type, age, sex, race, specialty, geo-
graphic region, and number of hours per week in direct
patient care between physicians with and without a
strong sense of responsibility to individual patients. We
then used logistic regression to examine the indepen-
dent effects of MCO type and physician age on the
sense of responsibility to individual patients while con-
trolling for other potential confounders.

To summarize egalitarian beliefs about distributive jus-
tice within the health care system, we developed an egali-
tarian scale that represents the sum of responses to the 3
distributive justice items (with the second item reversed),
ranging from 3 (lowest commitment to an egalitarian
conception of justice in health care) to 15 (highest com-
mitment). Thus, a score of 9 on the egalitarian scale is
the equivalent of responding “neither agree nor disagree”
on all 3 items. The reliability coefficient for this 3-item
egalitarian scale was o = .60, and the scale had a normal
distribution based on the Shapiro-Wilk test (z = -0.859, P
= .80). We used t tests and analysis of variance to evaluate
differences in egalitarian scores by MCO type, age sex,
race, specialty, geographic region, and number of hours
per week spent in direct patient care. We then used linear
regression to examine the independent effects of these
variables on egalitarian scores.

Next, we sought to determine whether having a
strong sense of responsibility to individual patients and
strong egalitarian beliefs is related to physician satisfac-
tion. We dichotomized each of the practice satisfac-
tion measures between “very satisfied” and all other
responses. We used X2 tests to compare the percentage
of "very satisfied” physicians with or without a strong
sense of responsibility to individual patients on each
specific satisfaction measure and on an overall physi-
cian practice satisfaction item. We then used logistic

regression to assess the independent effects of having a
strong sense of responsibility to individual patients and
higher egalitarian scores on overall physician practice
satisfaction while adjusting for potential confounders.
We also performed several subsidiary analyses.
We explored the effect of choosing a different cutoff
by repeating all analyses after redefining the “sense
of responsibility to individual patients” to include all
“strongly agree” and "agree” categories. We also tested
for a potential interaction between MCO type and a
strong sense of responsibility to individual patients by
stratifying our analysis to examine whether the effect
of having a strong sense of responsibility to patients
on practice satisfaction was the same in network- and
staff-model MCOs. All data were analyzed using Stata
Version 6.0, and all analyses were adjusted for the clus-
tering of physicians within managed care organizations.

RESULTS

Characteristics of Physician Sample

Most of the 372 physicians were male (67%) and white
(68%), with a mean age of 43 years (range 26 to 76
years). Almost one half (48%) of respondents were
general internists, 39% were family physicians, and
13% were still in training. One half of the physicians
(51%) were affiliated with a staff-model MCO and one
half (49%) were affiliated with a network-model MCO.
The distribution of responses to the professional values
items are shown in Table 1. There were no significant
differences in the mean egalitarian scores of physicians
with or without a strong sense of responsibility to indi-
vidual patients.

Characteristics of Physicians With a Strong
Sense of Responsibility to Individual Patients
Physicians reporting a strong sense of responsibility to
individual patients were older and tended to practice
in network-model compared with staff-model MCOs
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; . . . (Table 2). There were no sig-
Table 2. Unadjusted Associations Between Physician Characteristics I . .
and Professional Values nificant differences in sex, race,
specialty, geographic region, or
Percent Reporting hours in direct patient care. After
. Strong Sense of Mean adjustment for number of hours
Physician Responsibility to P Egalitarian P Kin di .
Characteristic No. Individual Patients Value* Score Valuet per week in direct patient care,
e ot GO geographic region, and clustering
ype o .. L1
Staft model 184 ” 6.8 of physicians within MCOs, phy-
Network model 188 33 077 8.86 932 sicians from staff-model MCQS
Age, years and younger physicians had sig-
<35 76 21 8.89 nificantly lower odds of reporting
35.50 224 26 8.84 a strong sense of responsibility to
>50 72 43 .010 8.97 .950 individual patients (Table 3). The
Sex intraclass correlation coefficient
Male 246 29 8.55 for the sense of responsibility to
Female 121 26 491 9.61 001 individual patients at the organi-
Race zation level was low (0.03, 95%
\[L(’::thne f;: i: s 2;2 . CI, 0.00-0.07). Additional adjust-
Type of provider ' ' ' ment for physician sex, race, or
Family medicine 138 3 6.83 specialty did not substantively
Internal medicine 172 30 9.01 change the results.
Housestaff 48 18 215 8.88 .858 L. .
Geographic region Characteristics of Physicians
West 237 26 8.93 With Stronger Egalitarian
Non-West 135 33 154 8.79 651 Beliefs
H(é{lfs th ‘t'Yeel( The mean egalitarian scores
Irect patient care . . ..
o8 P 24 55 853 associated with each physician
28-40 181 7 8.96 demographic and practice charac-
540 56 40 144 8.82 541 teristic are also presented in Table
S — 2. Female physicians and nonwhite
- ' hysicians had significantly higher
* Obtained with x? tests, comparing percentage of physicians with individual-patient ethic. P y] . gh ly gd
t Obtained with t tests and analysis of variance, comparing mean egalitarian scores. egalitarian scores than male an

Table 3. Adjusted Odds of Physician Reporting
Strong Sense of Responsibility to Individual
Patients

Factor AOR* 95% Cl
Type of MCO

Network model 1.00

Staff model 0.67 0.51-0.88
Age, years

<35 1.00

35-50 1.48 0.73-2.97

>50 3.30 1.38-7.93
Number of hours direct 1.02 1.00-1.03

patient care
Geographic region

Non-West 1.00

West 0.77 0.60-0.98

AOR = adjusted odds ratio; Cl = confidence interval; MCO = managed care
organization.

* Logistic regression model included MCO type, physician age, number of hours
in direct patient care, and geographic region.

white physicians, respectively.
Both sex and race remained inde-
pendently associated with egalitarian score after adjust-
ment in linear regression analyses. The intraclass correla-
tion coefficient for the egalitarian score at the organiza-
tion level was low (0.00, 95% CI, 0.00-0.03). There were
no significant associations between egalitarian scores and
physician age, specialty, MCO type, geographic region,
or number of hours per week in direct patient care.

Relations Between Professional Values

and Satisfaction

Without adjustment for physician and practice charac-
teristics, physicians with a strong sense of responsibility
to individual patients were significantly more likely to
report being very satisfied with the quality of care they
provided and with their ability to serve the needs of
the enrollees (Table 4). There were no significant asso-
ciations between sense of responsibility to individual
patients and physician satisfaction with their profes-
sional autonomy, with their compensation, or with
their overall practice.
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and almost one fifth either dis-

Table 4. Associations Between Professional Values )
p ; agreed or strongly disagreed.
and Career Satisfaction .
Furthermore, although one might
Percent Reporting expect physicians' strong sense
Specific B Strong Sense of Mean of responsibility to individual
Satisfaction Physician Responsibility to Egalitarian tients to b tivel
Measure Response No. Individual Patients Score patients to be negatively cor-
: : related with strong egalitarian
Quality of care Very satisfied 82 44 9.28 beliefs about the health care svs
provided Not very satisfied 254 23* 8.79 h | y
Ability to serve Very satisfied 54 48 9.23 tem, these values appear empiri-
enrollee needs oy very satisfied 280 24 8.85 cally to be independent. Finally,
Professional Very satisfied 52 31 9.15 we found that both a strong sense
autonomy Not very satisfied 281 28 8.83 of responsibility to individual
Compensation Very satisfied 34 24 9.76 patients and strong egalitarian
Not very satisfied 301 29 8.81 beliefs about the health care sys-
Overall practice Very satisfied 52 37 9.67 tem are associated with greater
Not very satisfied 281 27 8.73! professional satisfaction among
* P <.001 obtained with ? tests. physicians. Each of these findings
TP <05 obtained with t tests. deserves separate consideration.

A different pattern emerged for the relation
between professional satisfaction and having an egali-
tarian conception of distributive justice in health care
(Table 4). Whereas there were no significant associa-
tions between egalitarian beliefs and satisfaction with
quality of care, ability to serve enrollee needs, or pro-
fessional autonomy, there was a significant association
between strong egalitarian beliefs and satisfaction with
compensation and with overall practice. After adjust-
ment for physician age, sex, race, number of hours
per week in direct patient care, geographic region,
and clustering of physicians within MCOs (Table 5),
physicians reporting a strong sense of responsibility to
individual patients, those with higher egalitarian scores,
and those in network-model MCOs were significantly
more satisfied with their overall practice.

When we redefined responses to the responsibil-
ity to individual patients to include all “strongly agree”
and “agree” responses, physician age and MCO type
remained significantly associated with sense of respon-
sibility, but we found no association with physician sat-
isfaction, suggesting that higher physician satisfaction
may be related only to strong sense of responsibility
to individual patients. We did not find an interaction
between MCO type and sense of responsibility to indi-
vidual patients on physician satisfaction.

DISCUSSION

Our study is the first to describe physicians' attitudes
toward their responsibility to individual patients (vs
society) and their egalitarian beliefs about health

care. Although physicians generally agreed that their
main responsibility was to each individual patient, we
found that less than one third of PCPs strongly agreed

In our study, physicians with
a strong sense of responsibility to individual patients
did not have significantly lower levels of commitment
to strong egalitarian beliefs than physicians without a
strong sense of responsibility. This finding may seem
surprising, considering that undivided commitment

Table 5. Adjusted Odds of Physician Very Satisfied
With Overall Practice

Factor AOR* 95% ClI
Strong sense of responsibility

to individual patients

No 1.00

Yes 2.23 1.11-4.49
Egalitarian score 1.19 1.09-1.29
Type of MCO

Network model 1.00

Staff model 0.28 0.11-0.75
Age, years

<35 1.00

35-50 0.97 0.34-2.80

>50 1.02 0.40-2.62
Sex

Male 1.00

Female 0.70 0.37-1.34
Race

White 1.00

Nonwhite 0.83 0.36-1.95
Noumber of hours in direct 0.99 0.97-1.01

patient care
Geographic region

Non-West 1.00

West 1.89 0.75-4.78

AOR = adjusted odds ratio; CI = confidence interval.

* Logistic regression model included strong sense of responsibility to individual
patients, egalitarian score, MCO type, physician age, physician sex, physician race,
noumber of direct hours in patient care, and geographic region.
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to patients is thought by some to undermine egalitar-
ian goals.'” These data suggest that physicians may

not view strong responsibility to patients as opposed

to egalitarian beliefs about distributive justice within
health care. Responsibility to patients might be thought
of as the responsibility of physicians, whereas a just
distribution of resources might be thought of as the
responsibility of society, which is reflected in the word-
ing of the items. It may be that many physicians see
both patient advocacy and just distribution of resources
as morally desirable, although many have argued that
these views are contradictory or unrealistic.'”

Our study also found that physicians with a strong
sense of responsibility to individual patients and physi-
cians with stronger commitment to an egalitarian dis-
tribution of health care were more satisfied with their
practices overall. This finding was true in both staff-
and network-model MCOs. These results add to our
understanding of how physicians’ values relate to their
professional satisfaction and are important for those
concerned with physician burnout and turnover. Recent
studies have identified relationships with patients to
be an important dimension of physician professional
satisfaction.?-3° Previous work has shown that physi-
cians who rate benevolence as the guiding principle in
their lives reported higher career satisfaction,’' and that
physicians who are given financial incentives to limit
patient care are less satisfied with their careers.’? These
data together suggest either that depth of moral com-
mitment may play a role in determining physician sat-
isfaction, or that physicians who are very satisfied with
their work are better able to have such commitments,
whether it is the belief in a strong social mission or car-
ing deeply about the individual patient. Alternatively,
there could be unmeasured confounding factors (such
as personality or background) that account for both
erosion of professional satisfaction and these different
values. These issues are important to attend to more
systematically in research and professional debate.

We also found that physicians with a strong sense
of responsibility to individual patients are more satisfied
with the quality of care they are able to give to patients
and with their ability to serve the needs of the enrollees.
Further research is needed to determine whether physi-
cians with a strong sense of responsibility to individual
patients actually provide higher quality or more costly
care or have higher patient satisfaction ratings.

Finally, we found that physicians in staff-model
MCOs were less likely to report a strong sense of
responsibility to individual patients than physicians in
network-model MCOs. Several hypotheses may be put
forth to explain this finding. One explanation might
be that physicians choose a type of practice consistent
with their underlying values. Physicians who choose

to work in staff-model MCOs may be more accept-
ing of the managed care approach, whereas those who
choose financially independent group practices may be
more individually oriented in their values. Alternatively,
physicians' values may be influenced by their practice
environment. If so, staff-model MCOs may be more
effective at indoctrinating physicians to adopt a popu-
lation-based ethic. Physicians in staff-model MCOs
may be more likely to view resources as finite and
therefore believe that money saved in caring for one
patient will be applied to other patients. Alternatively,
if physicians in staff-model MCOs are under greater
pressure to control costs, then perhaps they adopt an
ethic that allows them to do so without experiencing
cognitive dissonance. Finally, there could be unob-
served confounding factors that account for both these
different values and type of managed care practice.

Our results possess several limitations. First, the items
used in this questionnaire may need refinement. For
example, some who disagreed that it is the responsibil-
ity of society to provide everyone with the best avail-
able health care could argue that society should provide
everyone with the same basic level of health care, not
the best health care. The reliability coefficient of the
egalitarian scale was modest, although reliability coeffi-
cients of this magnitude are typical for scales addressing
physician attitudes with only 3 or 4 items.?* Also, there
was only 1 item used to measure the sense of responsibil-
ity to individual patients, although the wording of the
item does seem to capture the essence of the concept.
Further studies should focus on improving measurement
of these important physician values.

Second, we are unable to assess cohort effects or
causality with this cross-sectional data, yet we believe
that our results highlight previously unexplored asso-
ciations that should be further investigated. Third,
these data are limited to a sample of primary care
physicians from selected MCOs who may have dif-
ferent values than other primary care physicians or
than subspecialists or surgeons. Although staff-model
MCOs are becoming less common (thus limiting the
generalizability of the findings related to MCO type),
physicians affiliated with network-model MCOs are
situated in a wide variety of practice settings and are
representative of primary care physicians. As primary
care physicians in MCOs have been given the role of
gatekeepers,** they seem to be a particularly important
group to study. Fourth, these surveys were conducted
in 1996, and physician opinions on these issues may
have since changed. Lastly, although physicians with
a strong sense of responsibility to individual patients
work longer hours and were more likely to report satis-
faction with the quality of care they give, we were not
able to assess the quality of patient care directly.
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Exploration of physicians' core values is critical
to deepening our understanding of the specific atti-
tudes and behaviors that result from these underlying
commitments. Our study has explored 2 important
professional values, shown that physicians’ values can
be associated with their managed care environment,
and shown that both having a strong sense of respon-
sibility to individual patients and strong commitment
to an egalitarian conception of justice are related to
physicians' professional satisfaction. Further research is
needed to understand fully the reasons for and conse-
quences of these findings.

To read or post commentaries in response to this article, see it
online at http:/lwww.annfammed.orgl/cgilcontent/full/3/1/53.
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