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Abstract

This study aimed to investigate the current contract rate and residents’ willingness to contract with general practitioner
(GP) services in Guangzhou, China, during the policy trial phase, and also to explore the association of behavior contract
and contract willingness with variables based on Andersen’s Behavioral Model of Health Services Use (ABM). In total,
160 residents from community health centers (CHCs) and 202 residents from hospitals were recruited in this study. The
outcome variables were behavior contract and contract willingness. Based on the framework of ABM, independent variables
were categorized as predisposing factors, enabling factors, need factors, and CHC service utilization experiences. Univariate
and multivariate logistic regression analysis models were applied to explore the associated factors. Out of 362 participants,
14.4% had contracted with GP services. For those who had not contracted with GP services, only 16.4% (51 out of 310)
claimed they were willing to do so. The contract rate for community-based participants was significantly higher than that
for hospital-based participants. Major reasons for not choosing to contract were perceiving no benefit from the service and
concerns about the quality of CHCs. Community health center experiences and satisfaction were significantly associated with
contracting among hospital-based participants. A need factor (diagnosed with hypertension or diabetes) and CHC service
utilization experiences (have gotten services from the same doctor in CHCs) were significantly associated with contract
willingness among CHC-based participants. Intervention to improve awareness of GP services may help to promote this
service. Different intervention strategies should be used for varying resident populations.
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What do we already know about this topic?

Since 2016, Chinese government has begun to promote contracts with general practitioner (GP) services in urban areas
on a large scale to guide residents seeking health services in primary health care level; however, little is known about the
willingness to contract GP services from the perspective of residents.

How does your research contribute to the field?

This is one of the first studies to investigate behavior contract and contact willingness to GP services and the associated
factors based on Andersen’s Behavioral Model of Health Services Use, during the new GP services policy trial phase
among residents in China.

What are your research’s implications toward theory, practice, or policy?

The prevalence of behavior contract and contract willingness were unfavorable during the trial phase in Guangzhou,
especially among hospital-based participants. Unaware of the availability of GP services and primary health care quali-
ties were the major reasons of uncontracting or unwilling to contract, and the associated factors vary among community
health center (CHC)-based participants and hospital-based participants; therefore, different intervention strategies
should be used for varying populations.
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Introduction

Many developed countries have established the gatekeeper
system in health care in which the primary care physician
(PCP) plays a central role."? In this system, PCPs are the
patient’s first point of contact. Primary care physicians coordi-
nate and manage patients’ overall care. Often internists and
general practitioners (GPs), they diagnose and treat registered
patients as well as provide health promotion and health man-
agement services. More importantly, they determine whether
patients need to be referred to specialists, and in this sense are
the gatekeepers to other sources in the health care system.
Studies have shown that the gatekeeper system plays a key
role in controlling health care cost; increasing the efficiency of
the health care system; and providing convenient, continuous,
comprehensive health care services to the public.’ In countries
where they play an important role in the health care system,
90% of disease- or health-related problems can be solved by
PCPs with only complex or rare conditions referred to special-
ists in secondary or tertiary hospitals.*

China has been in the process of establishing the gate-
keeper system in health care since 2009. The most persistent
obstacle to achieving this goal is patients’ underuse of pri-
mary health care and overuse of tertiary hospital-based
health care.”® One reason for this imbalance is that patients
are free to enter all types of medical institutions, including
primary care facilities (community health centers [CHCs] in
urban areas and township health centers in rural areas) and
non-primary health institutions (secondary and tertiary hos-
pitals), with no appointments or referrals necessary. Another
reason is that the quality of care in tertiary hospitals is better
than that in primary health care institutions. For these rea-
sons, officials hope to improve the quality of primary health
care and at the same time establish the gatekeeper system.
One of the goals of the gatekeeper system is that patients
with common or frequently occurring diseases and chronic
diseases are to be treated at the primary health care level.”
With the quality of primary health care improving in China,
the gatekeeper system will guide the public to make their
first contact at primary level institutions with GPs as their
PCPs. Therefore, contracting for GP services (also known as
family doctor services) is under development as the chosen

approach to guide the public into the system and take the first
steps in establishing gatekeeper health care.®

General practitioner services in China are provided by a
health care team in CHCs in urban areas. The team includes
general physicians, nurses, and public health physicians.® If
residents contract with GP services, GP teams will provide
them with primary health care services including health man-
agement, disease control, health assessment, and referral ifit is
needed. General practitioner services in China are mainly
focused on generalist clinical care and basic public health ser-
vices covered by the government’s public health program.
Since 2009, many cities such as Beijing, Shanghai, and
Shenzhen have initiated trials to establish the GP system.
Since 2016, China has begun to promote contracts with GP
services in urban areas on a large scale. New policy guidelines
for promoting GP services were published which required that
by the year 2017, 30% of the population should be contracted
with GPs, and 60% of priority populations, such as the elderly,
chronic disease patients, and mental health patients, should be
covered for care.® The hope has been that the GP system will
attract more people into making their first contact at a primary
health care institution and thus allow the GP to control and
oversee their progress through the health care system.
However, the prevalence of contracts with GP services among
Chinese urban residents is currently not favorable.”"*

Despite news reports that the contract rate is increasing in
China, little original local research has investigated the will-
ingness to contract GP services from the perspective of resi-
dents. Previous Chinese studies focused mainly on evaluating
the effects of GP services in improving health outcomes'>'®
discussing the optimal operating mechanism of the service.
In pilot cities, some studies investigated residents’ contract
rates and willingness to contract, but few of them examined
residents’ reasons for refusing or failing to contract, especially
during the new GP policy trial phase which was the critical
phase for developing policy intervention.”'* Furthermore,
these studies did not include participants at hospital level,
which may lead to selection bias. Finally, only limited research
investigated the association factors with willingness to con-
tract services based on a certain theoretical framework.

Andersen’s Behavioral Model of Health Services Use
(ABM) is widely used in studies on health service
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utilization.””>* It provides a framework for describing and
understanding individuals’ decision to use health care ser-
vices. We consider the dependent variables in this study, con-
tracted with GP services and willingness to contract, as health
care utilization, which is similar to other published stud-
ies.”**' Therefore, we applied ABM as a conceptual frame-
work to guide the investigation. According to this model, an
individual’s willingness to contract GP services is influenced
by 3 factors: predisposing, enabling, and need factors.
Predisposing factors such as sociodemographic characteristics
may influence use indirectly: for example, age and gender are
related to illness and health which may in some way influence
the individual’s health utilization. Enabling factors such as
types of health insurance at both personal and community
level may facilitate or impede the use of health services. Need
factors include a perceived need or evaluated need. Perceived
need refers to how people view their health status and the
severity of their symptoms or disease while evaluated need
refers to a professional assessment of people’s need for certain
health services.’® In addition to these 3 factors in ABM,
according to a previous study in China, the experience or sat-
isfaction of CHCs were significantly associated with willing-
ness to contract.'? Experiences in CHCs and satisfaction with
CHC:s are not under the ABM framework, but the experience
of using CHCs where GP services are provided influences the
willingness to contract/contract with GP services. Therefore, it
is a significant variable to be measured, and we developed
variables related to experiences in CHCs in the study.

The purpose of this study was to investigate the current
contract rate of GP services and willingness to contract
among residents in Guangzhou and also to examine the asso-
ciation of behavior contract and contract willingness with
variables based on ABM.

Methods

This study was conducted in the Haizhu District of
Guangzhou from September to November in 2015.
Guangzhou is the capital of Guangdong Province in south-
ern China and has a population of 14 million; it is one of
the first cities to promote GPs contract services in China.
Haizhu is the first district in Guangzhou to pilot the GP
services contract since 2015.

Sampling

Stratified random sampling was applied to recruit partici-
pants. First, CHCs were divided into 2 levels according to
whether there were more than one secondary or tertiary hos-
pital within a radius of 1 km. At each level, a CHC was
selected by simple random sampling and then the nearest
secondary and tertiary hospitals were selected. According to
the sample size calculation, we needed at least 340 samples
in total or 170 samples at each stratification. Finally, we
reached 397 potential participants and a total of 362 respon-
dents completed the questionnaires. The overall response

rate was 91%. Participants were Guangzhou registered per-
manent residents aged 18 years or older who agreed to sign
the informed consent form and were recruited in the waiting
area of an outpatient department for chronic diseases. Next,
we conducted a face-to-face questionnaire interviews in a
quiet place while participants were waiting for their consul-
tations. It took 10 to 15 minutes to complete the question-
naire. Those who had difficulty understanding the interview
questions were excluded. The study protocol was approved
by the ethics review committee of the School of Public
Health at Sun Yat-sen University.

Measures

A questionnaire was designed based on literature review and
under the framework of ABM.

Behavior contract and contract willingness. The dependent vari-
ables of this study were residents’ behavior contract (con-
tracted with GP services) and contract willingness
(willingness to contract with GP services). Behavior contract
was defined specifically as participants currently contracted
with GP services. All participants were first asked whether
they were currently contracted with GP services. Contract
willingness was defined specifically targeting participants
not contracted with GP services, who were asked about their
willingness to contract. Participants not willing to contract
were asked their reasons for not doing so. Afterward, those
who reported being unaware of the services were introduced
to them. A brief message identified the types of services,
benefits of the services, and how to access the services.
Finally, after message delivery, these participants were asked
again about their willingness to contract with GP services
and reasons for unwillingness (see Figure 1).

Predisposing factors. According to the ABM, predisposing
factors are defined as individual characteristics that exist
prior to an individual’s illness or the onset of their need for
health care services, which may affect their utilization of
health services indirectly.” Predisposing factors include
demographic and social structural characteristics (age and
gender, education, marital status, family size). Family size
was measured by the number of family members.

Enabling factors. Enabling factors refer to external condi-
tion factors which permit individuals to satisfy their needs
for health services.* In this study, family income, types of
health insurance (Urban Employee Basic Medical Insur-
ance [UEBMI], Urban Residents’ Basic Medical Insur-
ance [URBMI], New Rural Cooperative Medical System
[NRCMS], others), social support (measured by Oslo
3-item Social Support Scale),”’ and whether participants
have paid attention to health-related information were
measured as enabling factors.

China now has 3 main types of health insurance. UEBMI
covers all employees from state-owned enterprises, private
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Currently contracted or not

YES

NO
(310 out of 362)

14.4% (52 out of 362)

YES

Willing to contract

NO
(259 out of 310)

16.5% (51 out of 310)

Reasons included unaware of
the services, concerns about the
quality of CHCs', concerns

Ask reasons for unwillingness

about the cost, no benefit from
the service, structural barriers

For participants unaware of the services—44.8%. (116 out of 259):
brief message about GP” services including introduction to GP contract

services, services contents, benefits, and how to access.

YES

Willing to contract or not

NO
(65 out of 116)
Ask reasons for unwillingness

"1 44.0% (51 out of 116)

Figure |. Flow chart for measuring residents’ behavior contract and contract willingness in Guangzhou, China.

Note. CHC = community health centers; GP = general practitioner.

enterprises, public institutions, social organizations, and
non-government organizations in urban areas. Those who are
not employed in urban areas (eg, students) are covered by
URBMI; rural populations are covered by the NRCMS.
Medical Assistance for Poverty, Civil Servant Medical
Insurance for national civil servants, and other kinds of com-
mercial health insurance were grouped as other types of
health insurance in this study.

Need factors. Need factors are defined as direct causes of
health services use. That is to say, people will first perceive
an illness or probability of illness and then seek health ser-
vices or treatments.** Need factors were divided into per-
ceived health and evaluated health. In this study, measures of
perceived health include perceived health status (categorized

as very good, good, ordinary, bad, very bad) and perceived
severity of hypertension or diabetes (categorized as slight,
moderate, severe, no idea). Objective health status measured
by hypertension or diabetes condition (whether diagnosed
with hypertension or diabetes) and length of disease history.

Experiences in CHCs. A previous study in China noted that
experiences with and attitudes toward CHCs might influence
the willingness to contract GP services.'> Experience of utili-
zation of CHCs, where GP services are provided, would in
turn influence the willingness to contract/contract with GP
services. Therefore, we included measures for experience
using CHC health care (Do you have any medical care expe-
rience in CHCs?); referral experience (Have you been
referred to specialists in CHCs?); satisfaction with CHCs
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(categorized as strongly dissatisfied, dissatisfied, neutral,
satisfied, strongly satisfied); having gotten services from the
same physician in CHCs (Do you consult the same doctor
every time you need medical treatment?).

Statistical Analysis

To differentiate between the factors’ influence on commu-
nity-based residents and on hospital-based residents, strati-
fied analysis was applied. We first used univariate analysis to
investigate the association between variables mentioned
above and dependent variables. Then, age, gender, marital
status, and education level were treated as confounders in the
multivariate regression model to evaluate the association.
Two multivariate regression models were separately built
among community-based residents and hospital-based resi-
dents. Statistical significance was defined by P value <.05.
Data of this study were analyzed with SPSS20.0.

Results

Sociodemographic Characteristics, Behavior
Contract, and Willingness to Contract With GP
Services Among Guangzhou Residents

In total, 362 participants were aged from 40 to 91 years, and
the mean age was 65. 77.9% were married. 12.8% had a post-
secondary education level or above, and 41.1% had com-
pleted high school. 54.4% participants had 3 or more family
members.

Out of 362 participants, 44.2% (160/362) of participants
were recruited from CHCs and 55.8% (202/362) from a sec-
ondary or tertiary hospital. Gender, marital status, and educa-
tion variables were comparable between these 2 groups.
Only age and number of family members were significantly
different. 44.4% (71 out of 160) of participants from CHCs
were =65 years old while 60.9% (123 out of 202) from hos-
pitals were that age. Participants from CHCs had a larger
family size with 63.8% (102 out of 160), having more than 3
family members compared to 47.0% (95 out of 202) of hos-
pital-based participants (see Table 1).

14.4% of participants (52 out of 362) had contracted with
GP services. For those who had not contracted with GPs
before, 16.4% (51 out of 310) claimed they were willing to
contract. The contract rate in community-based participants
was 23.8% (38 out of 160), which was significantly higher
than that in hospital-based participants (6.9%, 14 out of 202).
13.1% (16 out of 122) of uncontracted participants from CHCs
were willing to contract, which was comparable with hospital-
based participants (18.6%, 35 out of 188) (see Table 1).

Reasons for Unwillingness to Contract With GPs

Out of the 259 participants who were unwilling to contract
with GPs, 44.8% of respondents claimed they were not aware

of the GP contract service. For example, most of them stated,
“I didn’t know the CHC had this service.” 38.6% of respon-
dents considered there was no significant benefit or necessity
to contract with GPs. They claimed, “Contracts make no dif-
ference” or “I am healthy now and I do not need this ser-
vice.” 36.6% of respondents were unwilling to contract GP
services because of concerns about the quality of services in
CHCs, including the quality of physicians (26.2%), shortage
of medicine, and medical devices examination and readiness
(10.4%), as indicated in the following statement: “I am a lit-
tle worried about the quality of doctors in CHC.” Finally,
10.8% were concerned about the cost of such services and
6.9% met some structural barriers including inconvenience
of distance to CHC: “CHC is quite far from my home” and
inaccessibility of contracts/services with GPs: “I don’t know
where to sign the contract” (see Table 2).

A total of 116 respondents who stated they were unaware
of the GP services contract were introduced to its contents,
benefits, and access information on the spot. The willingness
to contract was assessed again for these participants, and
56.0% (65 out of 116) were still unwilling to contract GP
services. Their related questions and reasons are shown in
Figure 1 and Table 2.

Variables Related to ABM

All variables related to the ABM are shown in Table 1. Out
of 362 participants, 77.6% were diagnosed with hyperten-
sion or diabetes with an average disease history of 8 years.
70.2% had been to CHCs for medical consultation and 16.6%
had referral experience. 54.4% felt satisfied or strongly satis-
fied with CHCs. Variables were comparable between com-
munity-based participants and hospital-based participants
except for family income (=$450/mo 55.0% vs 67.3%, P =
.016) and variables related to CHC experiences.

The Association Between Variables Related to
Anderson’s Behavioral Model of Health Services
Use and Behavior Contract and Contract
Willingness

According to stratified analysis, experiences of medical-
related consulting in CHCs (AORh = 4.17; 95% confidence
interval (CI), 1.11-15.68; P < .05) and satisfaction with
CHC:s (satisfied vs never visited CHCs AORh = 4.24; 95%
CI, 1.06-16.88; P < .05) were significantly associated with
behavior contract among hospital-based participants but not
community-based participants (see Table 3).

Diagnosed with hypertension or diabetes and have gotten
services from the same doctor in CHCs (AORc = 5.29; 95%
CI, 1.43-19.53; P < .05) were significantly associated with
contract willingness among community-based participants,
while none of these variables were significant among hospi-
tal groups (see Table 3).
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Table I. Behavior Contract/Willingness and Factors Based on Andersen’s Behavioral Model of Health Services Use Among Residents in

Guangzhou, China.

All Community Hospital
N = 362 n =160 n =202 X (P
Contract with GPs
Currently contracted with general practitioners 18.56 (<.001)
No 85.6 (310) 76.3 (122) 93.1 (188)
Yes 14.4 (52) 23.8 (38) 6.9 (14)
Willing to contract with general practitioners n=122 n= 188 0.94 (.333)
(N’= among 310 who did not have contract with GPs)
No 83.5 (259) 86.9 (106) 81.4 (153)
Yes 16.5 (51) 13.1 (16) 18.6 (35)
Predisposing factors

Age 7.27 (.007)
<65 46.4 (168) 55.6 (89) 39.1 (79)
=65 53.6 (194) 444 (71) 60.9 (123)

Gender 0.80 (.372)
Male 384 (139) 33.8 (54) 42.1 (85)

Female 61.6 (223) 66.3 (106) 57.9 (117)

Marital status 1.68 (.195)
Married 77.9 (282) 81.3 (130) 75.2 (152)
Co-habitant/divorced/widow 22.1 (80) 18.8 (30) 24.8 (50)

Education 0.37 (.544)
High school or below 46.1 (167) 48.8 (78) 44.1 (89)

College or above 53.9 (195) 51.3(82) 55.9 (113)

Family member 6.87 (.009)
<3 people 45.6 (165) 36.3 (58) 53.0 (107)
=3 people 54.4 (197) 63.8 (102) 47.0 (95)

Enabling factors

Family per capita income monthly 5.75 (.016)
<$450 38.1 (138) 45.0 (72) 32.7 (66)
=$450 61.9 (224) 55.0 (88) 67.3 (136)

Health insurance 7.15 (.307)
UEBMI 67.7 (245) 69.4 (111) 66.3 (134)

URBMI 18.5 (67) 16.9 (27) 19.8 (40)
NRCMS 2.2 (8) 1.9 (3) 2.5 (5)
Other types 3.3(12) 2.54) 4.0 (8)
None 8.3 (30) 9.4 (15) 74 (15)

Pay attention to health-related information 0.91 (.341)
No 11.0 (40) 8.8 (14) 12.9 (26)

Yes 89.0 (322) 91.3 (146) 87.1 (176)

Social support* 6.08 (.048)

Weak 17.4 (63) 11.3(18) 22.3 (45)
Moderate 309 (112) 33.1 (53) 29.2 (59)
Strong 51.6 (187) 55.6 (89) 48.5 (98)

Need factors

Perceived health status in the last month 0.88 (0.347)
Very bad/bad 24.0 (87) 25.6 (41) 22.8 (46)

Very good/good/ordinary 76.0 (275) 744 (119) 77.2 (156)

Diagnosed with hypertension or diabetes 3.39 (.066)
No 22.4 (81) 27.5 (44) 18.3 (37)

Yes 77.6 (281) 72.5(116) 81.7 (165)

Length of hypertension or diabetes history, y 1.48 (0.223)
<8 42.0 (118) 46.6 (54) 38.8 (64)
=8 58.0 (163) 53.4 (62) 61.2 (10l)

(continued)



Liu et al 7
Table I. (continued)
All Community Hospital
N = 362 n = 160 n =202 X (P
Perceived severity of hypertension or diabetes 3.41 (.065)
Slight/unknown 35.2 (99) 26.7 (31) 41.2 (68)
Severe/moderate 64.8 (182) 73.3 (85) 58.8 (97)
Experience with CHCs
Have experience in consulting in CHCs 21.32 (<.001)
No 29.8 (108) 5.0 (8) 49.5 (100)
Yes 70.2 (254) 95.0 (152) 50.5 (102)
Have referral experience in CHCs 81.21 (<.001I)
No 83.4 (302) 73.8 (118) 91.1 (184)
Yes 16.6 (60) 26.3 (42) 8.9 (18)
Have gotten services from the same doctor in CHCs 15.74 (<.001)
No/never visited CHCs before 71.5 (259) 60.6 (97) 80.2 (162)
Yes 28.5 (103) 394 (63) 19.8 (40)
Satisfaction with the services in CHCs 88.21 (<.001)
Never visited CHCs before 29.8 (108) 5.0 (8) 49.5 (100)
Strongly dissatisfied/Dissatisfied/Neutral 15.7 (57) 15.6 (25) 15.8 (32)
Satisfied/Strongly satisfied 54.4 (197) 79.4 (127) 34.7 (70)

Note. Other types: any type of medical assistant, Civil Servant Medical Insurance and commercial health insurance. Social support is measured by Oslo
3-item Social Support Scale. GP = general practitioner; UEBMI = Urban Employee Basic Medical Insurance; URBMI = Urban Residents Basic Medical
Insurance; NRCMS = New Rural Cooperative Medical System; CHC = community health center.

*P < .05.

Table 2. Reasons for Unwillingness to Contract With GPs Before and After Message Delivery of the GP Contract Service Information

Among Residents in Guangzhou, China.

Col % (n)
Before briefing After briefing
(n, = 259) (n, = 65)
Unaware of the service 44.8 (116) —
Benefits and necessity of contract service 38.6 (100) 90.8 (59)
No significant benefits of contract services 21.2 (55) 55.4 (36)
Do not need the service now 17.4 (45) 35.4 (23)
Concerns about quality of services in CHCs 36.6 (95) 38.5 (25)
Doctors’ quality of services in CHCs 26.2 (68) 15.4 (10)
Variety and quality of medicine and medical devices in CHCs 10.4 (27) 23.1 (15)
Concerns about the cost 10.8 (28) 13.8 (9)
Structural barriers 6.9 (18) 15.4 (10)
Inconvenience of CHCs 6.2 (16) 15.4 (10)
Inaccessibility of contracts/services 0.7 (2) 0 (0)

Note. GP = general practitioner; CHC = community health center. The bolded values indicated the sum of proportion of the subdomains.

Discussion

This is one of the first studies to investigate behavior contract
and contact willingness to GP services during the new GP ser-
vices policy trial phase among residents in China. Our results
showed that the prevalence of behavior contract and contract
willingness were unfavorable during the trial phase in
Guangzhou, especially among hospital-based participants.
Influence factors of behavior contract and contract willingness

were different among hospital-based participants and commu-
nity-based participants.

The contract rate in our study was 14.4%, which is rela-
tively low compared to that of previous studies in other cities
in China. One study reported that the contract rate was
70.08% among 1200 participants in the Pudong New Area in
Shanghai in 2012.*° Another study conducted in 2014 in
Shanghai reported that 30.2% of 1021 participants had
contracted with GPs.” The contract rate among 11 CHCs in



'S0" > dx PR3B2IpUl SAN|BA P3p|Og
"3|qE3 Y3 Ul 0.SZ © JO 95NEIS] IUISqE 3B YOV PUB YO,
*J93UDD 3|y ANUNWWOD = DHHD) {[BAIDIUI OUSPYUOD

— D ‘swuedpied paseq-jeaidoy 1oy opes sppo paisnipe="yOV siuedpi.ied paseq-Aunwwo 1oj ones Sppo parsnipe="yYOV ‘0led SPpo = YO “auonnoeid [eisuss = 4o ‘UoREdNPS puE ‘SNIEls [eLIewW

> Y

‘1opuas ‘ade Joj paishlpe I YOV pue

WOV 248y umoys aJe Juedjiusis A|[eo1siels asoy) ‘SisA[eue ul papn|oul a4am g d|qe ] Ul s 3DIAISS Y3[edH JO [9PO| JOIABYSQ S,USISPUY UO Paseq SJ01D.) ||y 910N

(89°T-01°0) £0°1 (LSTI1¥0) €01 (2) 6781

I I (87) s8I
(86'€-6+°0) O (STH-55°0) TS| (0€) L6l

I I (9) 6°€l
+(88°91-90°1) vT¥ «(€€91-20°1) LI'V ® 11
(85'12¥2°0) 10¥ ¥L1¥9°0) ¥E€ (€ v'e6

I I (e) o€
«89st-11°D) L1’y «(9r'¥1-90°1) 16°€ (1) sol
I I (¢) o€

«(€5°61-¢v°1) 6T'S +(£T°6-50°1) 11°€

(0£7127-0£70) SS°T
(0£€1-T1°0) 6T1
I

(¥61-LT70) 0T
I

(€£°07-67°0) 9T
(10%1-€1°0) €€°1
I

(16'81-£70) STT
I

(o et SN
(9) 08 340§2q SOHD PAUSIA JOAIU/ON|
SDHD Ul J10320P SWES 3Y) WO.ly SIIAISS USI1I08 9ABH
SOHD Yam ascuatiadxy
(91) 981 N
(0) 00 ON
s939qelp J0 uoisualiadAy yiim pasoudeliq
$1010%) pasN|
SSSUSUI[|IM 1DBJIUOD PUE SI|GEIIBA U99MID] SUOIIBIDOSSY

(€€) 09T paysnes Auo.ag/paysies
() 091 [eanaN/paysiessil/paysnessip AjSuong
(sl 2.10§9q SOHD PAMSIA JOAIN

SDOHD Ul S92IAISS 9Y3 YIIM Uo1Ide)SIIes

(25) €¥T SOA

(s oN

SOHD ul 3unnsuod ul 93ualiadxe aAeH
SOHD Yam adcuatiadxy
S1DBJIUOD PUE SI|GEIIBA USDMIDQ SUONBIDOSSY

(u) %moy 12e3U0D
01 3ul||Im/pa12B.1AU0D

(ID %S6) OV (1D %56) YO

(ID %S6) YoV

(ID %56) YO

(u) %moy 10e3U0D
01 3ulj|IM/pa12BAU0D

syuedidnued paseq-jeadsoH

syuedidnued paseq-Ayunwwor)

“BUIYD ‘NOYZSUBNL) U] SSNUSA JUSIRYI WO PIINIDDY SIUSPISAY SUOWY SJD) YUAA SSDUSUI[JIAA/IDBIIUOD) UOIABYSG PUE SI|qELIBA U99MISG SUONEBIDOSSY °€ d]qe |



Liu et al

Beijing in 2015 was around 30% to 80%.'" Possible reasons
for these significant differences are as follows: first, all these
studies were conducted among the general population.
Second, participants in Shanghai’s and Beijing’s surveys
were recruited from CHCs whereas participants in our study
were recruited from CHCs and hospitals. This study showed
that the contract rate among community-based participants
was significantly higher than that among hospital-based par-
ticipants. Furthermore, Shanghai and Beijing have estab-
lished a more developed primary health care system than
other cities in the country. Residents of Shanghai and Beijing
might therefore have more positive experiences in CHCs,
and in this case, there would be a higher prevalence of behav-
ior contract with GP services.

It was interesting to find that behavior contract was asso-
ciated with having health services experience with CHCs
and satisfaction with CHC services, and these associations
were observed only among hospital-based participants.
Meanwhile, the association between contract willingness
and having health services from the same physician in CHCs
was only observed among community-based participants.
The reason for CHC experiences associations not existing
among community-based participants is possibly that these
people were residents who usually used primary health care.
Therefore, their regular experiences in CHCs might not be
sufficient to affect their decision on contracting, except
when they have a familiar doctor in CHCs with whom they
would contract for GP services. In this case, the doctor has
built trust with these patients and thus facilitates contract-
ing or willingness to contract. This point is related to the
quality of care in CHCs, especially regarding doctors’ qual-
ity. Residents’ focus on quality of care in CHCs was also
reported in another finding in this study. One of the major
reasons for participants’ failure to contract GP services was
their concern about the quality of care in CHCs, including
the quality of doctors, medicine, and medical devices. The
quality of care a doctor provides plays a critical role in pro-
moting GP services. A similar study on GP contract ser-
vices found that lack of high-quality GPs was an obstacle in
building patients’ trust.”> A study from Hong Kong reported
that the main cause of a low community-based first contact
rate was distrust of PCPs with lower education.’ Hence,
several projects have been launched to improve the quality
of primary care. At this stage, with limited human resources
in primary health care in China, our finding suggests that
intentionally introducing better doctors from CHCs to
patients who never contracted before would facilitate the
willingness to sign up for GP services. On the other hand,
more research is warranted to estimate workloads and
appropriate payment incentives for GP teams during the
ongoing large-scale promotion of GP services. Finally, our
finding suggests that, for people who usually use health ser-
vices in hospitals, interventions to increase their access to
and positive experiences with CHCs would facilitate behav-
ior contract with GPs. For example, promotions of GP

services should not only be conducted in communities but
also in hospital waiting areas. In those waiting areas, patients
may be more receptive to messages about the benefits of GP
services and may more seriously consider visiting CHCs for
future health problems.

Another finding from this study was that a large portion
of participants felt that there was no significant benefit to
contracts and no necessity for contracting GP services. In
the policy, contract benefits include broader reimbursement
from health insurance, a green channel for referrals, appoint-
ment register, and comprehensive medical and preventive
health management.® Even after briefing participants on
these benefits in the survey, there were still many who
believed there are no significant benefits for them to con-
tract services. It is possible that the trade-off between the
relatively lower quality of care and the deductible payments
in primary health care is insufficient for residents. With the
country’s economy improving, a higher quality of health
care might become a priority while out-of-pocket expenses,
especially those incurred due to common/frequent diseases,
may be less so. An even greater priority for residents than
primary health care is accessibility to facilities. For exam-
ple, hospitals are open 24 hours a day, but most primary
health care facilities are only open during working hours. In
addition, making appointments with doctors in hospitals is
sometimes easier than making appointments with GPs in
primary health care facilities through phone apps and other
devices in the mHealth platform (the mobile health plat-
form). Chinese residents’ need for contracts with GPs thus
involve not only economic leverage but also other important
factors such as the accessibility of the primary health care
facility and the time and effort required to get appointments.
Improving the quality of care in primary health care is com-
plex and requires an extended length of time, but the acces-
sibility of CHCs can more quickly be improved. Interventions
or policies to promote GP behavior contract should consider
how to increase the accessibility of CHCs in local areas.

Need factors are associated with the willingness to con-
tract GP services in this study. Patients diagnosed with
hypertension or diabetes were more willing to enter into
contracts. This is consistent with previous studies’ findings.
In Beijing, it was found that people with chronic diseases
were more likely to sign contracts with GPs.*® In a study in
a district in Shanghai, 99.07% of the family with members
suffering from chronic diseases were willing to contract
with GPs.'” In China, the GP contract services package
includes cost-saving and convenience provisions, such as
free annual physical examinations, consultations about
medicine, diet, and life style; provisions for a green channel
for referrals; and extension of single dosages as appropri-
ate.® The latter service should be particularly helpful for
patients with chronic diseases. Again, interventions to pro-
mote GP services to these patients should not only be con-
ducted in the community but should also consider targeting
outpatients who visit hospitals.
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This study has some limitations. Our study is a cross-sec-
tional study. Many previous studies have used cross-sectional
designs and reported significant findings’'>'****"!: however,
as a cross-sectional study, only associations between factors
could be observed, not causality. Second, a self-reporting bias
may exist although we made efforts to minimize bias, includ-
ing interviewing in a quiet room. Finally, only one district in
Guangzhou was studied. To fully investigate contract rates and
better understand contract willingness in Guangzhou, further
studies need to be conducted on a larger scale.

Conclusions

The prevalence of behavior contract and contract willingness
were relatively low during the GP services policy trial phase
in Guangzhou, China, especially among the hospital-based
participants of our study. In the short run, improving GP ser-
vices awareness is necessary to promote GP behavior con-
tract. Furthermore, we should pay attention to the types of
intervention strategies employed for community-based resi-
dents and hospital-based residents. Intervention strategies
should focus on increasing the opportunity to visit CHCs
among hospital-based residents and on building trust with
community-based residents.
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