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The Influence of Gatekeeping and Utilization Review 
on Patient Satisfaction

 

Eve A. Kerr, MD, MPH, Ron D. Hays, PhD, Allison Mitchinson, MPH, Martin Lee, PhD,
Albert L. Siu, MD, MSPH

 

OBJECTIVE: 

 

To examine the influence of utilization review
and denial of specialty referrals on patient satisfaction with
overall medical care, willingness to recommend one’s physi-
cian group to a friend, and desire to disenroll from the health
plan.

 

DESIGN: 

 

Two cross-sectional questionnaires: one of physi-
cian groups and one of patient satisfaction.

 

SETTING: 

 

Eighty-eight capitated physician groups in California.

 

PARTICIPANTS: 

 

Participants were 11,710 patients enrolled in
a large California network-model HMO in 1993 who received
care in one of the 88 physician groups.

 

MEASUREMENTS AND MAIN RESULTS: 

 

Our main measures were
how groups conducted utilization review for specialty refer-
rals and tests, patient-reported denial of specialty referrals,
and patient satisfaction with overall medical care. Patients in
groups that required preauthorization for access to many
types of specialists were significantly (

 

p

 

 

 

#

 

 .001) less satisfied
than patients in groups that had few preauthorization re-
quirements, even after adjusting for patient and other group
characteristics. Patients who had wanted to see a specialist
in the previous year but did not see one were significantly
less satisfied than those who had wanted to see a specialist
and actually saw one (

 

p

 

 

 

,

 

 .001). In addition, patients who did
not see a specialist when desired were more likely to want to
disenroll from the health plan than patients who saw the spe-
cialist (40% vs 18%, 

 

p

 

 

 

#

 

 .001) and more likely not to recom-
mend their group to a friend (38% vs 13%, 

 

p

 

 

 

#

 

 .001).

 

CONCLUSIONS: 

 

Policies that limited direct access to special-
ists, and especially denial of patient-desired referrals, were
associated with significantly lower patient satisfaction, in-
creased desire to disenroll, and lower likelihood of recom-
mending the group to a friend. Health plans and physician

groups need to take these factors into account when design-
ing strategies to reduce specialty care use.
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F

 

ew managed care strategies to reduce costs have
raised as much controversy as those aimed at restrict-

ing access to specialists.

 

1–3

 

 This access restriction posi-
tions the primary care physician as both the main pro-
vider of health care services and the physician charged
with controlling decisions about whether a specialty refer-
ral is necessary. Some 40% of Americans obtain their
health care under such “gatekeeping” arrangements.

 

4

 

 In
some cases gatekeeping is augmented with utilization re-
view, so that even after primary care physicians approve
or initiate a referral, they must still have the referral pre-
authorized.

 

5

 

 More recently, there has been a growth of
point-of-service plans and “open-access” HMOs, which al-
low patients direct access to specialists, albeit with a
higher copayment than patients would pay with a referral
from the primary care provider.

 

6

 

 However, such systems
typically use gatekeeping arrangements as well.

Gatekeeping and utilization review strategies are
based on the idea that reducing patient access to special-
ists and specialized services reduces the opportunity for
further medical resource use and may protect patients
from overtreatment.

 

7

 

 Although previous studies have ex-
amined the influence of specialty differences on the qual-
ity and costs of care,

 

8–16

 

 we could not locate any studies of
the influence of utilization review methods or denial of
specialty referral on patient satisfaction with care.

Patient satisfaction is an important tool to measure
the performance of providers, managed care organiza-
tions, and health care systems. Results of patient satis-
faction surveys have been used in many ways, including
to identify quality problems, to track the performance of
medical groups and health plans, to modify capitation
rates, and to make health care purchasing decisions.

 

17

 

 Al-
though satisfaction alone is not a sufficient measure of
patient outcomes, there are several important reasons to
measure and improve patient satisfaction with medical
care. First, patient satisfaction is an important aspect of
health care quality and can be used for monitoring at
least some aspects of quality.

 

18,19

 

 High levels of satisfac-
tion predict important aspects of care including the likeli-
hood of following medical advice,

 

20

 

 the strength of the
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patient–physician relationship,

 

21,22

 

 and continuity of care.
In addition, patients who are dissatisfied are more likely
to switch physicians and medical groups,

 

23

 

 which could
lead to decreased viability of the medical practice.

 

24,25

 

Health plans are also using satisfaction ratings to modify
payment and capitation rates, provide bonuses, and iden-
tify outliers, at both the medical group and individual
physician levels.

 

17

 

 Finally, purchasers are basing con-
tracting decisions at least in part on patient satisfaction
reports. Indeed, the National Council for Quality Assur-
ance (NCQA) has recently required a standardized patient
satisfaction survey as part of the Health Plan Employer
Data and Information Set (HEDIS 3.0, 1997) for plans
seeking NCQA accreditation.

Although many health care organizations would like to
improve patient satisfaction, in order to do so, the plan or
group must identify modifiable sources of dissatisfaction
and understand how their management strategies influ-
ence satisfaction. For example, some studies have demon-
strated that patients enrolled in managed care plans are
less satisfied with their access to specialty care than those
enrolled in fee-for-service arrangements.

 

24,26–28

 

 However,
these studies did not examine whether the specific man-
agement strategies used to control access to specialty ser-
vices influenced satisfaction. Building on our study of uti-
lization management in capitated physician groups,

 

5

 

 we
examined the influence of physician groups’ utilization re-
view mechanisms and denial of specialty referrals on pa-
tient satisfaction with overall medical care provided by
the groups, willingness to recommend one’s group to a
friend, and desire to disenroll from the health plan.

 

METHODS

Setting

 

In late 1993, we surveyed medical directors from all
133 physician groups (medical group practices and inde-
pendent practice associations [IPAs]) having capitated
contracts with one of the largest network-model health
plans in California regarding their utilization manage-
ment and quality assurance practices.

 

5,29

 

 Both medical
group practices and IPAs care for patients covered under
many different managed care contracts, as well as those
covered through more traditional forms of insurance. The
physician groups are paid a set fee for patients who enroll
in their groups through capitated contracts. From these
set fees, the groups cover all services that are used by pa-
tients and are included in the contract. In addition, the
physician groups retain control over how they reimburse
their own physicians and assume the primary responsi-
bility for utilization management.

The study methods and administrative structures of
the 94 groups (71%) that responded are detailed else-
where.

 

5

 

 All of the physician groups had capitated con-
tracts with multiple health plans. The capitated rate cov-
ered all primary care services and outpatient specialty

services. Some groups had capitated contracts that cov-
ered all services. In addition, physicians in all of the
groups continued to see some proportion of patients who
were not covered by capitated contracts. All groups moni-
tored access to specialty care through gatekeeping and
utilization review. Utilization review consisted primarily of
preauthorization of specialty referrals and tests, which re-
flected that someone in the group needed to authorize a
referral submitted by the primary care doctor before a
service (e.g., consultation) could be performed. Preautho-
rization policies were set individually by each group, so
the intensity of preauthorization varied across groups,
with some groups requiring preauthorization for nearly all
specialty visits, tests, and procedures, and other groups
requiring preauthorization for only selected specialty vis-
its and tests.

 

5

 

 Nonetheless, within an individual group,
preauthorization policies were the same for all health plan
contracts (except when a health plan specified that pa-
tients were to have direct access to certain specialists).
Further, groups reported a range of average denial rates
for preauthorization as well as a wide range of turn-
around times for preauthorization referrals. Responding
groups did not differ from those not responding to the
survey with respect to size or type.

 

5

 

In order to examine the influence of preauthorization
on patient satisfaction, we obtained 1993 patient satisfac-
tion data from the same California health plan. This plan
surveyed the satisfaction of members enrolled in all of the
groups with which they had contracts (135 at the time of
the survey, which took place approximately 3 months be-
fore the utilization management survey). Of the 94 physi-
cian groups for which we had utilization management
data, 88 were the same as groups for which the health
plan had collected patient satisfaction data (Fig. 1).

 

Survey Design and Data Collection

 

Satisfaction data were collected by telephone inter-
views with patients enrolled in the California health plan.
An external survey research firm hired by the health plan
conducted the telephone survey in the fall of 1993. Survey
participants were persons aged 18 years or older who had
used medical services at least once in the previous year.
To facilitate comparisons of patient satisfaction among
the groups contracting with the plan, the plan attempted
to obtain responses from 140 randomly sampled patients
from each group. In physician group practices with more
than one site, the size of the sample from each site was
proportional to the total number of enrollees at that site.

The survey was based on the Group Health Associa-
tion of American (GHAA) questionnaire of consumer satis-
faction.

 

30

 

 The survey included a question assessing satis-
faction with overall care in the medical group: “All things
considered, how do you rate the medical care you and
your family receive from your participating medical
group?” To ease telephone administration, participants
were asked to rate elements of their medical care using a
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scale of 1 to 10 (1 being unacceptable and 10 superior or
excellent) rather than the 5-point Likert-type scale (from
poor to excellent) used in the GHAA survey. Respondents
were also asked if they would be willing to recommend
their physician group to a friend and if they would change
from the health plan given the opportunity. In addition,
the survey included questions about whether or not pa-
tients felt they had needed to see a specialist in the previ-
ous year and whether they had obtained specialty referral
if they desired it. These questions read, “In the past 12
months, were there any times that you wanted to see a
specialist, even after you discussed your problem with
your primary care doctor?” and “In the past 12 months,
when you wanted to see a specialist did you get to see
one?” A final specialty question asked about the reasons
for not seeing a specialist if desired. The survey also con-
tained five demographic items and two items on previous
insurance. Further information on survey design and ad-
ministration is reported elsewhere.

 

25

 

The survey firm completed as many telephone calls
as necessary to obtain as close to 140 respondents from
each group as possible. In 20 groups, fewer than 100 pa-
tients were successfully surveyed (range of patients sur-
veyed per group, 24–140; median, 140). Of the 52,525 at-
tempted calls, 6,403 of the potential participants did not
meet eligibility criteria and 23,096 were to wrong or dis-

connected numbers. Of those contacted and eligible,
17,196 (75%) completed the survey, while 5,830 persons
refused.

For the utilization management survey of the physi-
cian groups, data were collected using two detailed self-
report questionnaires focusing on organizational charac-
teristics of the physician groups and the use of utilization
management techniques and quality assurance methods.
The methods used to collect these data and subsequent
analyses have been previously reported.

 

5,29

 

 Of the 17,196
respondents who completed the satisfaction survey (rep-
resenting all 135 groups), we had the corresponding phy-
sician groups data for 11,710 enrollees (from the 88
matching groups) (Fig. 1). The analyses presented in this
report are based on this sample of 11,710, linked to the
group utilization data by a variable in both data sets that
identified the physician group.

 

Analysis

 

We constructed two multivariate models to examine
the influence of utilization review and denial of specialty
referrals on patient satisfaction with the overall medical
care provided by their physician group. The first model
(all respondents) was estimated for all patients who an-
swered the survey, and the second model (specialist de-
sired) was estimated for only those patients who reported
that they had wanted to see a specialist in the past year
(

 

n

 

 

 

5

 

 4,567). The second model allowed us to further ex-
amine the influence of utilization review and denial on
those who felt they needed specialty care.

The dependent variable in both models was the single
measure of overall satisfaction with medical care, de-
scribed above under Survey Design and Data Collection.
The four main independent variables in both models con-
sisted of three factors related to how the group performed
utilization review (preauthorization intensity scale, refer-
ral denial scale, and preauthorization turnaround time)
and one factor related to patient-reported denial of spe-
cialty referrals. The first independent variable, the preau-
thorization intensity scale, reflects the degree of rigor with
which groups institute their preauthorization programs.
To construct this scale, we summed responses from the
physician group utilization management survey to four
multi-item questions regarding (1) the degree of impor-
tance placed on preauthorization of elective admissions,
certain ambulatory procedures, and specialty referrals;
(2) the mechanism of referral to 11 listed specialists (pri-
mary care physician referral only, primary care referral
and preauthorization of the group, or self-referral only);
(3) the mechanism of referral for nine listed ambulatory
tests and procedures (whether or not preauthorization
was required for specific nonurgent ambulatory testing);
and (4) how often preauthorization was required for ur-
gent specialty referrals, tests, or procedures. The scale
was standardized to have a mean (SD) of 50 (10). The
questions in the scale and the scoring used to construct

FIGURE 1. Data collection for the two surveys used in the
current analysis.
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the scale are provided in Appendix A. To illustrate, a
group at the 10th percentile of preauthorization intensity
(lowest 10%, corresponding to a score of 35) required pre-
authorization for 3 of the 11 listed specialty consultations
and three of the nine nonurgent ambulatory tests and
procedures. In contrast, a group at the 90th percentile
(highest 10%, corresponding to a score of 61) required
preauthorization for all 11 specialty referrals and six of
the nine nonurgent tests and procedures.

Similarly, we constructed the referral denial scale,
our second independent variable, by summing answers in
the group utilization management survey to four items re-
garding how often the group denied urgent or nonurgent
specialty consultations, tests or procedures. This scale
was also standardized to have a mean (SD) of 50 (10). To
illustrate, groups at the 10th percentile in the denial scale
(corresponding to a score of 38) reported denying 2% to
5% of nonurgent specialty consultations, while groups in
the 90th percentile (a score of 63) reported denying 11%
to 15% of specialty consultations. The preauthorization
turnaround time, our third independent variable, was the
average number of days that the group reported it took to
approve or deny a nonurgent specialty referral. The fourth
main independent variable, from the patient satisfaction
survey, was whether or not the patient received a spe-
cialty referral when desired. This variable categorized pa-
tients as those who saw a specialist in the past year if de-
sired (reference group), those who did not see a specialist
despite wanting to, and those who reported not wanting
to see a specialist.

We controlled the regressions for both physician
group and patient characteristics. Physician group char-
acteristics consisted of both the number of primary care
physicians (a reflection of group size) and the number of
years each organization had existed under its current
name. The logarithmic transformation of these two vari-
ables was used to provide a better fit for the regression
models. Patient characteristics consisted of two continu-
ous variables (age and the number of times the patient
used any medical services in the past 12 months), three
multiple category variables (household income, educa-
tion, and previous insurance), and two dichotomous vari-
ables (race and gender). We found that increasing age was
negatively associated with satisfaction from age 18 to 50,
but positively associated with satisfaction after age 50. To
adjust for this change of the relation between age and pa-
tient satisfaction at age 50, we included an age indicator
variable (18–50; 51 and older) in the regressions to allow
for best fit in the models.

Because we sampled patients at the physician group
level, and because patients in the same group might re-
port scores that are more similar to one another than pa-
tients in different groups, we adjusted for this possible
clustering effect using the Huber/White cluster correc-
tion.

 

31,32

 

 This correction utilizes the intraclass correlation
and is proportional to the size of this correlation, thus
correcting for any underestimation in the models’ stan-

dard errors. Further, because the plan sampled an equal
number of plan enrollees per physician group regardless
of how many plan enrollees were actually members of
the group, we estimated regression models that were
weighted by the actual number of enrollees from the
health plan in each physician group. There were no signif-
icant differences between the results of weighted regres-
sions and unweighted regressions. Therefore, we only
present results from unweighted models with the correc-
tion for clustering.

There were no missing data for the physician group
information and utilization management variables. All of
the patient variables had fewer than 5% missing data, ex-
cept income, which had 15% missing. To reduce bias,
missing data for age, race, income, education, and previ-
ous insurance were replaced using a regression imputa-
tion technique. To examine whether satisfaction scores
were different for patients with imputed data, we included
in the models a variable indicating whether or not the
record contained any imputed values. This variable was
significant in both models and denoted that those with
missing data had generally lower satisfaction scores than
those without any missing data. However, regression
models that ignored missing data were very similar to
those that included the imputed values.

Regression models allow us to evaluate whether cer-
tain variables are significantly associated with the out-
come of interest, but it is often difficult to understand
from the model how different values of an independent
variable influence the dependent variable. Using the
model to calculate the value of the dependent variable for
different values of an independent variable (e.g., high and
low values of a continuous variable or alternate values of
a categorical variable) allows one to appreciate the extent
of change in the dependent variable for a change in the
independent variable. Therefore, to illustrate more clearly
the magnitude of the associations between patient satis-
faction and both preauthorization intensity and whether
or not the patient reported seeing a specialist, we used
the all respondents model to calculate predicted mean
overall satisfaction with medical care scores for the 10th
percentile (score 

 

5

 

 35.07) and 90th percentile (score 

 

5

 

61.06) of preauthorization intensity and for whether or
not a patient reported seeing a specialist when desired.
For these calculations we held all values of the other inde-
pendent variables constant at their means.

In order to anchor our analysis of global patient satis-
faction on easily understood and relevant factors, we as-
sessed the influence of not obtaining a specialty referral
when desired on two other indicators of patient satisfac-
tion with care: desire to leave the health plan and willing-
ness to recommend the physician group to a friend. Using
the same independent variables and covariates from the
all respondents model and correcting for clustering, we
constructed two logistic regression models with the di-
chotomous dependent variables being wanting to leave
the plan (yes/no) and willingness to recommend the
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group to a friend (yes/no). Because adjusting for covari-
ates did not change the effect of receiving a specialty re-
ferral on the two dependent variables, we present the un-
adjusted percentages (see Table 4). All analyses were
performed using STATA, Release 5 (Stata Corp., College
Station, Tex, 1997).

 

RESULTS

 

The characteristics of respondents are reported in Ta-
ble 1. Sixty-five percent of respondents were women, 70%
were white, and 41% had completed college. The mean
age was 41 and the median was 39. Forty percent of pa-
tients reported having wanted to see a specialist in the
previous year.

The 88 physician groups comprised 43 IPAs and 45
medical group practices. These groups had existed under
their current names an average of 17 years and had a me-
dian of 40 primary care physicians. Average turnaround
time for preauthorization approval was 4.4 days (SD 

 

5

 

4.2 days) with a range of 0 to 35 days. Approximately 89%
of groups reported denying referrals, procedures, or tests

less than 10% of the time. Other details about these
groups have been previously published.

 

5,29

 

The overall satisfaction measure had a mean (SD) of
8.03 (2.03). The estimated reliability of the measure at the
physician group level using a one-way analysis of vari-
ance model, with physician group as the between factor,

 

33

 

was 0.77. Both the preauthorization intensity scale and
the referral denial scale exhibited good reliability at the
physician group level (internal consistency reliability 

 

5

 

0.91). The observed range of the preauthorization inten-
sity scale was 26 to 65, while the denial index scale
scores ranged from 36 to 76.

The results of the all respondents regression model
predicting overall patient satisfaction with the medical
care provided by the physician group are listed in Table 2.
This model is based on the data provided by the 11,523 re-
spondents who rated their overall satisfaction. Increasing
preauthorization intensity, but not group referral denial or

 

Table 1. Characteristics of 11,710 Patients Who Responded 

 

to the Health Plan Satisfaction Survey

 

Characteristic Value

 

*

 

Gender (

 

n

 

 

 

5 

 

11,710)
Female 7,646 (65%)
Male 4,064 (35%)

Race (

 

n

 

 

 

5 

 

11,475)
White 8,012 (70%)
Nonwhite 3,463 (30%)

Education (

 

n

 

 

 

5 

 

11,585)  
High school or less 3,072 (27%)
Some college 3,727 (32%)
College graduate 4,786 (41%)

Previous insurance (

 

n

 

 

 

5 

 

11,574)  
Managed care 4,929 (43%)
Indemnity 4,706 (41%)
Unspecified type 357 (3%)
No insurance 1,582 (14%)

Desire to see specialist (

 

n

 

 

 

5 

 

11,553)
Yes 4,615 (40%)
No 6,938 (60%)

Household income–1992 (

 

n

 

 

 

5 

 

10,001)  
Under $20,000 913 (9%)
$20,000–$39,999 3,331 (33%)
$40,000–$79,999 4,198 (42%)
Over $75,000 1,559 (16%)

Age, in years (

 

n

 

 

 

5 

 

11,513) 41.2
(32, 39, 49)

Number of times services used in
past 12 months (

 

n

 

 

 

5

 

11,710

 

 

 

)
7.1

(2, 4, 9)

*

 

Values are presented as 

 

n

 

 (%) for categorical variables and as
mean (25th, 50th, and 75th percentiles) for continuous variables.

 

Table 2. Regression Model Predicting Satisfaction with 
Medical Care for 11,532 Health Plan Enrollees

(All Respondents Model) Who Responded

 

to the Satisfaction Survey (

 

R

 

2

 

 

 

5

 

 .13)

 

Variable

 

*

 

Parameter 
Estimate

 

p

 

 Value

 

Did not see specialist when desired
(vs saw specialist)

 

†

 

2

 

1.645

 

,

 

.001

Specialty referral not desired 
(vs saw specialist)

 

‡

 

0.100 .033
Preauthorization intensity scale

 

§

 

2

 

0.016

 

,

 

.001
Referral denial scale

 

2

 

0.002 .552
Preauthorization turnaround time

 

2

 

0.000 .984

 

Number of visits 0.010

 

,

 

.001
Female 0.224

 

,

 

.001
Previous insurance

indemnity (vs managed care)

 

2

 

0.184

 

,

 

.001
Previous insurance

none (vs managed care) 0.033 .522
Education

 

#

 

high school (vs 

 

.

 

high school) 0.188

 

,

 

.001
Higher income

 

2

 

0.076

 

,

 

.001
White

 

2

 

0.074 .124
Age 18–99

 

i

 

0.008

 

,

 

.001
Age 

 

#

 

50

 

i

 

2

 

0.006

 

,

 

.001
Type of physician group

medical group practice (vs IPA) 

 

2

 

0.250 .002
Years group in existence 0.010 .784
Number of primary care physicians in 

physician group 0.009 .882
Intercept 9.210 —

*

 

Main independent variables are in boldface.

 

†

 

Satisfaction is lower for persons who wanted to see a specialist
and did not compared with those who wanted to see a specialist
and did.

 

‡

 

Satisfaction is greater for persons who did not want to see a speci-
aist compared with those who wanted to see a specialist and did.

 

§

 

Satisfaction decreases with greater preauthorization intensity.

 

i

 

Satisfaction increases with age for persons aged 51 years or older
and decreases with age for those aged 18–50 years.
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referral turnaround time, was significantly related to de-
creased satisfaction with medical care. Further, patients
who had wanted to see a specialist in the previous year
but did not see one were significantly less satisfied than
those who saw a specialist when they had wanted to. Pa-
tients who reported not wanting to see a specialist at all
in the previous year were more satisfied than patients
who wanted to see a specialist and saw one. This model
explained 13% of the variance in overall satisfaction with
medical care.

The results for the regression model predicting overall
satisfaction with medical care for patients who reported
having wanted to see a specialist in the past year (special-
ist desired model, 

 

n

 

 5 4,567) were very similar to those of
the all respondents model. The specialist desired model
explained 17% of the variance in satisfaction with overall
medical care. The variable indicating whether or not the
patient saw a specialist when desired explained 13% of
the variance in overall satisfaction, with patients who did
not see a specialist when desired being significantly less
satisfied than those who did see a specialist. The preau-
thorization intensity score remained a significant predic-
tor of satisfaction.

Predicted mean satisfaction scores based on the all re-
spondents model for the 10th and 90th percentiles of pre-
authorization intensity and for whether or not the patient
saw a specialist are presented in Table 3. Satisfaction
scores at the 10th and 90th percentiles of preauthorization
intensity differed by almost one-fourth SD (0.43 units on a
scale of 1 to 10). Predicted satisfaction scores for patients
who wanted to see a specialist and did (8.2) differed from
those for patients who wanted to see a specialist but did
not (6.6) by two-third SD (1.6 units on a scale of 1 to 10).

Table 4 portrays the relation between reported access
to specialty care and (1) predicted overall satisfaction
scores, (2) desire to disenroll, and (3) willingness to rec-
ommend the plan to a friend. Eighteen percent of patients

who reported seeing a specialist said that, given the op-
portunity, they would leave the health plan. In contrast,
40% of patients who had not seen a specialist when de-
sired wanted to disenroll. Similarly, 13% of patients who
saw a specialist said they would not recommend their
group to a friend compared with 38% of patients who had
not seen a specialist.

DISCUSSION

Our study combines data collected at the group level
(utilization review variables and group characteristics)
with patient satisfaction and reported access to care in
these same groups at approximately the same time. We
show that overall satisfaction with the medical care pa-
tients received in their physician groups is influenced by
both the denial of specialty referrals and the intensity of
the preauthorization programs instituted in the groups.
Forty percent of respondents reported that they had
wanted to be referred to a specialist in the previous year.
For these patients, whether or not they actually saw the
specialist was the most important determinant of satis-
faction. In fact, this one variable explained a greater per-
centage of the variance in overall satisfaction than all
other model variables combined. Further, patients who
did not see the specialist were much less likely to recom-
mend their group to a friend and much more likely to
want to disenroll from the health plan.

Because preauthorization intensity is a reflection of
the different types of specialty referrals and tests that
must go through the group’s utilization review mecha-
nism, patients in groups with higher intensity are more
likely to encounter the preauthorization process. In con-
trast, neither the referral denial scale nor the turnaround
time, which are reflections of group-reported average de-
nial rates and turnaround times, influenced satisfaction.
In these physician groups, average reported denial rates
were less than 10% for the majority of groups.5 Although
our study showed that the individual experience with de-
nial affects satisfaction, it is not surprising that individual
patient satisfaction is not independently associated with
group-reported denial averages, especially when overall
denial rates are low.

Our analysis is limited to patients in California physi-
cian groups whose medical director answered an initial
survey about utilization management mechanisms; there-
fore its results are not necessarily generalizable to other
groups. We cannot comment on the utilization manage-
ment techniques in the groups who did not respond to
our initial survey. However, the mean overall satisfaction
score of patients from these nonresponding groups was
very similar to the mean satisfaction score of patients whose
physician groups did respond (8.05 vs 8.03, p 5 .684).
The regression models accounted for 13% to 17% of the
variance in satisfaction with medical care. Similar amounts
of variance in patient satisfaction have been accounted
for in previous studies that included sociodemographic

Table 3. Predicted Mean Satisfaction with Medical Care 
Scores for Significant Utilization Management Variables*

Utilization Management Variable

Satisfaction Predicted 
with Medical Care 
Scores (Adjusted), 

Mean (95% CI)

Preauthorization intensity scores
10th percentile (35.07) 8.27 (8.15, 8.39)
90th percentile (61.06) 7.84 (7.72, 7.96)

Desire and ability to see specialist
Patients who saw a specialist

if desired 8.22 (8.12, 8.32)
Patients who did not see a specialist

if desired 6.58 (6.46, 6.70)
Patients who did not want to see 

a specialist 8.32 (8.24, 8.40)

*Mean satisfaction scores were calculated for alternate values of 
utilization management variables while holding all other variables 
constant at the mean, using the model presented in Table 2.
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and practice organizational variables.34–36 Although it is
possible that the association of preauthorization intensity
with satisfaction would become nonsignificant if other
(unmeasured) variables were added, the model does in-
clude sociodemographic variables previously shown to be
associated with patient satisfaction. In future studies it
may be of particular importance to include variables asso-
ciated with convenience of care (e.g., distance to provider,
wait times), which have been shown to be highly associ-
ated with desire to leave a plan.25

Although each group may provide care to members of
many health plans, our patient satisfaction data pertain
to one health plan only and do not include a measure of
health status. We did include a variable reflecting the
number of times the patient used services in the past
year. Though an imperfect proxy for health status, several
previous studies have shown that utilization is signifi-
cantly correlated with health status.37,38 Our measure of
overall satisfaction is based on one item, but this item
was reliable at the physician group level. Further, these
data are from 1993, and it is likely that both management
strategies and patient expectations from managed care
organizations continue to change. Nonetheless, the desire
to control specialty utilization through gatekeeping and
utilization management continues to be a highly preva-
lent but controversial aspect of managed care. In addi-
tion, although the cooperation rate for the study was
high, the overall response rate was limited by a large pro-
portion of wrong and disconnected numbers. Specifically,
responses were obtained from 37% of potentially eligible
respondents (we do not know how many persons with dis-
connected numbers were actually eligible for the study).
Therefore, the possibility of a systematic bias in our find-
ings exists if the patients whom the plan failed to reach
had different experiences regarding utilization review and
referral denial than the responding patients. The survey
research firm did not gather characteristics of nonrespon-
dents, nor did it track differences in response rates by
physician group. Finally, we cannot comment on the med-

ical necessity of the desired referral or on the type of
referral requested. It is possible that patients who experi-
enced the greatest dissatisfaction regarding preauthoriza-
tion and denial of a desired referral had unreasonable ex-
pectations of their doctor or group regarding specialty
care.

Despite these limitations, our results are intriguing
because they do show an association between group-level
management policies and overall patient satisfaction. Be-
cause patient dissatisfaction has been linked to changing
physicians,23 disenrollment,39 and not following medical
advice,19 and because our study shows that patients who
do not obtain desired specialty referrals are also less
likely to recommend their group to a friend and more
likely to disenroll, managed care organizations may want
to examine their policies regarding the intensity of their
preauthorization programs and denials for specialty refer-
ral. Despite explanations from their primary care physi-
cians regarding the appropriateness of specialty care for a
particular problem, certain patients may nonetheless per-
ceive that they are denied necessary care, and this per-
ception may have consequences not only for their health
behaviors but also for the patient–physician relation-
ship.40 Patients denied specialty care were clearly less
satisfied; however, 60% of them would still recommend
their group to a friend and did not want to disenroll. It is
possible that the nature of the request was different for
these patients. It is also possible that the doctors of these
patients found a more acceptable way to communicate
the denial or offer alternative options.

Should we infer from this study that patients should
be given open access to specialty care when they want it?
If the main goal is to optimize patient satisfaction in the
short run, then the answer may well be yes. Indeed, many
health plans are already responding to this perceived dis-
satisfaction by creating open-access or point-of-service
plans. However, the optimal long-term approach is not clear,
and important research questions remain to be addressed
and answered. For example, would effective communication

Table 4. Association Between Wanting to See a Specialist and Patient Satisfaction with Medical Care, Desire to Leave 
the Health Plan, and Willingness to Recommend Their Group to a Friend for 11,532 Patients Who Responded to

the Satisfaction Survey

Patient Category n

Predicted Satisfaction with 
Medical Care Score,

Mean (95% CI)

Patients Wanting 
to Leave the 

Health Plan, %

Patients Who Would Not 
Recommend Group

to a Friend, %

Patients who saw a specialist 
if desired 2,858 8.22 (8.12, 8.32) 18.0 12.8

Patients who did not see
a specialist if desired 1,709 6.58* (6.46, 6.70) 39.6* 37.9*

Patients who did not want 
to see a specialist 6,965 8.32 (8.24, 8.40) 14.8† 11.3

*Patients who wanted to see a specialist and did not were less satisfied, more likely to want to leave the plan, and less likely to recommend 
the group to a friend than patients who wanted to see a specialist and did (p , .001).
†Patients who did not want to see a specialist were less likely to want to leave the plan than patients who wanted to see a specialist and did 
(p , .001). 
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approaches between the patient and primary care physi-
cian surrounding perceived need for specialty referral
mitigate some of the dissatisfaction? Could balanced eco-
nomic incentives (for primary care physicians, specialists,
and patients), as opposed to capitation only at the level of
primary care, provide open access without either dramat-
ically increasing utilization or promoting underuse of spe-
cialty procedures?

In the long run, health plans, medical groups, and
physicians will need to decide how much dissatisfaction
they are willing to tolerate. This will at least in part de-
pend on how much dissatisfaction “costs.” Health plans
are increasingly linking physician compensation to pa-
tient satisfaction. Therefore, low satisfaction scores may
directly influence physician income.17 Further, patients
who do not follow medical advice because of dissatisfac-
tion or an impaired relationship with their physicians
may cost the group and plan more over the course of
time. In addition, turnover from disenrollment is generally
costly, from both the physician group and plan point of
view. The long-term answer to both improving the satis-
faction of consumers and enhancing the appropriate utili-
zation of primary care and specialty services may lie with
a “team approach,”41 which incorporates generalists, spe-
cialists, and patients. Such an approach could balance
economic incentives for generalists and specialists, focus
on education for physicians and patients, incorporate
some degree of utilization review centering on inappropri-
ate overutilization of specialty services, and establish
quality monitoring mechanisms that concentrate on un-
derutilization. Americans have learned to expect freedom
of choice within the medical care system. Managed care
organizations, physicians, and consumers need to reach a
conclusion about when direct access to specialists is de-
sirable, and determine how much they are willing to pay
for it.
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APPENDIX A
Questions Used to Form Preauthorization Intensity Scale*

Below is a list of elements that physician organizations may implement to manage capitated patients’ utilization of ambulatory
and hospital services. For each element that your organization utilizes, please indicate how important it is in the ability of your
overall utilization management programs to control utilization. Please circle a number on the importance scale (1 5 very
important, 5 5 not at all important); or, if your organization does not utilize the particular element, please circle “0” in the far
right column.

Very
Important Midpoint

Not at All 
Important

Don’t
Utilize

a. Requiring preauthorization of certain 
ambulatory procedures or specialty 
referrals 5 4 3 2 1 0

b. Requiring preauthorization for elective 
admissions 5 4 3 2 1 0

Please indicate how capitated patients generally obtain nonurgent ambulatory consultations with each of the specialists and
providers listed. (Circle one on each line.)

Primary Care Provider Must 
Refer; No Preauthorization 

Necessary

Primary Care Provider Must 
Refer and Group Must 
Preauthorize Referral Patient May Self-Refer

a. Internal medicine subspecialist 0 1 0
b. Dermatologist 0 1 0
c. Obstetrician (pregnancy) 0 1 0
d. Gynecologist 0 1 0
e. Surgical subspecialist 0 1 0
f. General surgeon 0 1 0
g. Mental health specialist 0 1 0
h. Optometrist (refraction) 0 1 0
i. Physical therapist 0 1 0
j. Chiropractor 0 1 0
k. Podiatrist 0 1 0

In general, must a primary care provider obtain preauthorization (for medical necessity) for the following nonurgent ambulatory
tests and procedures? (Circle one on each line.)

Yes No

a. Pulmonary function tests 1 0
b. Echocardiogram 1 0
c. MRI 1 0
d. Chest x-ray 1 0
e. Upper endoscopy 1 0
f. Exercise stress test 1 0
g. Screening sigmoidoscopy 1 0
h. Upper GI series 1 0
i. Bone scan 1 0

Approximately how often must a physician obtain preauthorization when ordering urgent ambulatory referrals, tests or procedures?
An urgent service is one the physician feels needs to be performed within 48 hours.

None of
the Time

A Little of
the Time

Half of
the Time

Most of
the Time

All of
the Time

a. Urgent outpatient specialty referrals 1 2 3 4 5
b. Urgent high-cost (.$500) outpatient

tests or procedures 1 2 3 4 5

*Numbers indicate scoring.


