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PHYSICIAN SATISFACTION

Evolving Dissatisfaction Among 
Primary Care Physicians

Bruce E. Landon, MD, MBA; Robert Aseltine, Jr, PhD; James A. Shaul, MHA; 
Yael Miller, MBA; Bruce A. Auerbach, MD; and Paul D. Cleary, PhD

During the past decade, an accumulating conflu-
ence of forces that first began in the early
1980s has changed the practice of medicine in

unprecedented ways. There is increasing focus on,
and concern about, the quality of medical care1,2;
financial constraints are being applied more frequent-
ly and stringently; and the practice and management
of medical care has become increasingly centralized
and dominated by managed care and physician orga-

nizations.3-5 Whereas physicians once practiced pri-
marily alone or in small autonomous groups, they now
are more likely to practice in large groups and are
increasingly subjected to profiling, utilization review,
and preapproval for procedures and treatments. In
addition, most physicians are now expected to follow
prescribed guidelines and to use decision tools sup-
plied by others, and they encounter patients who are
better informed and more likely to ask about informa-
tion found on the Internet or in advertising.6,7

Evidence suggests that physicians are becoming
increasingly unhappy in this environment.8-11

Many researchers described changes in profession-
al autonomy well before the major changes described
in the previous paragraph occurred. As early as 1973,
there was extensive debate about this issue.12

Physicians in the United States currently have rela-
tively higher salaries and levels of autonomy than
those in many other countries, and medicine is still
perceived as a desirable occupation in the United
States. Thus, it is important to evaluate whether
physicians are less satisfied with their careers than
they were in the recent past and whether current
issues affecting the practice of medicine are similar to
those that have been expressed previously.

Understanding the physician perspective on
recent changes is important for several reasons.
First, if physicians are dissatisfied with their current
situation and feel that they are not able to change
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the situation, they are more likely to leave the pro-
fession or not to encourage others to enter.13-15 In
addition, they might be more likely to relocate to
other practices or practices in other areas of the
country.16 Even if such changes are only occurring
on the margin, this would diminish the overall qual-
ity of care, be very expensive, and cause a great deal
of disruption. Health plans would also bear higher
costs and inefficiencies as their physicians leave the
plan and, in certain circumstances, if their patients
also leave the plan as a result. Furthermore, if physi-
cians view current strategies for improving the effi-
ciency and quality of care negatively, they are
unlikely to adhere to, and indeed may actively
resist, strategies for encouraging certain types of
practices. Although this would be beneficial if they
resisted inappropriate restrictions on care, it would
be deleterious if they resisted efforts to increase effi-
ciency and the use of “best practices.”

There are few systematic data on trends in physi-
cian satisfaction, particularly within managed care.
Whereas some studies have examined the associa-
tions between features of physician practices and
overall career satisfaction, few have systematically
tracked changes in satisfaction over time. We are
aware of only 3 previous studies that examined sat-
isfaction over time. The first 2 studies used data that
are now several years old, and the third study, also
conducted in Massachusetts, used data from dis-
parate samples of physicians that were collected
many years apart.11,16,17 Furthermore, in addition to
examining changes in satisfaction over time, it is
important to try to understand which factors most
affect physician behaviors and perceptions.

In the study reported herein, we administered
surveys to probability samples of practicing primary
care physicians (PCPs) in Massachusetts several
years apart to examine trends in career satisfaction.
We believe that Massachusetts is an interesting area
to study because it has a high level of managed care
penetration (approximately 50% in 1999) and its
health plans are regularly rated among the top in the
nation.18 We had 2 primary questions. First, is over-
all career satisfaction and satisfaction with managed
care changing over time? Second, what features of
individual physicians and practices are associated
with lower levels of career satisfaction?

METHODS

Overview
We report data from 2 surveys conducted in 1996

and 1999 of representative cross-sectional samples

of physicians affiliated with the largest health plans
in Massachusetts. The main purpose of the surveys
was to gather information on physicians’ percep-
tions of the major health plans in Massachusetts to
help the PCPs improve. The surveys asked about the
physician’s practice situation, attitudes, and experi-
ences, as well as specifically about one of the health
plans for which he or she provided services. The
methods used for the 1996 survey have been
described in detail elsewhere.19,20

Study Population
Study physicians were selected to be representa-

tive of physicians practicing under managed care in
Massachusetts. In 1996 and 1999, physicians were
sampled based on their affiliations with the 5 largest
HMOs in Massachusetts. Collectively, these health
plans represented more than 85% of the HMO market
in Massachusetts in 1996 and 95% of the market in
1999 and virtually all PCPs in eastern Massachusetts.

We drew a probability sample of eligible physicians
from plan lists of participating physicians.20 Both
PCPs and specialists were surveyed, but this article
presents results from PCPs only; those with special-
ties in internal medicine, family practice, or pedi-
atrics or those who were identified by the health plan
as providing primary care services and were assigned
a panel of patients by the plan.20 A subset of the ques-
tions refers to the plan from which the physician was
sampled, that is, the “target plan.”

Survey Development
The development and content of the 1996 survey

have been described fully elsewhere,19 so only rele-
vant parts of the survey are described in the follow-
ing section. For the 1999 survey, we shortened and
modified the 1996 survey based on 3 focus groups
with generalist and specialist physicians, review of
other surveys,21-23 and analyses of the 1996 data.

Measures
Physician Satisfaction and Ratings of Managed

Care. Physicians were asked to rate their overall sat-
isfaction with their current practice situation and
their current experience with managed care using a
4-point scale ranging from “very satisfied” to “very
dissatisfied.” They were then asked whether they
would recommend working with the target health plan
to physician colleagues and whether they would rec-
ommend insurance coverage from the target health
plan to a member of their family using a 5-point scale
ranging from “strongly agree” to “strongly disagree.”
In the 1999 survey, physicians were also asked to rate
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the quality of care and the burden of treating patients
in managed care compared with that in 1997.

Physician and Practice Characteristics. The
questionnaire asked about respondent sex, year of
graduation from medical school, primary area of
practice, hours per week spent in patient care, num-
ber of patients seen in a typical week of patient care,
number of health plans worked with, and the per-
centage of their patients enrolled in managed care
plans. Physicians were also asked whether their
main practice was a solo practice or a single-special-
ty or multispecialty partnership or practice; whether
they owned the practice; the number of years they
had been affiliated with the practice; and whether
the practice was part of an integrated delivery sys-
tem, independent practice association, or physician
hospital organization. Physicians were then asked to
rate the extent to which each of these types of orga-
nizations as well as the target health plan and other
managed care plans they work with influenced “the
way you provide care to your patients.”

We also asked whether any of these types of orga-
nizations, including their practice, set restrictions
on either the specialists or hospitals that they could
use and how much influence, ranging from “none at
all” to “a great deal,” the physician had on the reim-
bursement and referral policies of their practice.

Respondents then rated agreement with general
statements about the practice of medicine. Questions
asked about the need to consider resources available
for all patients when making decisions about individ-
ual patients; whether respondents felt pressure from
their peers to reduce healthcare costs; and whether
they agreed that physicians “should tell patients of
alternative treatment options even if they are not
covered by their current health plan.” We also asked
whether the respondent thought that capitation
“influences physicians to withhold appropriate care”
or “fee-for-service medicine influences physicians to
provide unnecessary care.”

Financial Arrangements. Physicians were asked
what percentage of their income from clinical prac-
tice is based on a salary set at the beginning of the
year and whether the salary is based on their per-
formance (or that of their group) in the previous
year. We then asked physicians what percentages of
their clinical income were derived from fee-for-ser-
vice payments and capitation payments.

To determine whether physicians were eligible for
bonus payments, we asked whether their personal
income is adjusted up or down based on their person-
al “volume, financial, or quality performance” or that
of their group and, if so, the percentage of their per-

sonal income in the previous year that was earned in
the form of a bonus, returned withhold, or surplus pay-
ment. For physicians who indicated that their group
performance affected their income, we also asked how
many people were in the risk pool whose performance
determined adjustments to their personal income.
Last, we asked for what percentage of their patient vis-
its did their group receive capitated payments.

Plan Ratings and Evaluations. The survey
included questions about the specific performance
of the target health plan, including questions about
professional autonomy, adequacy of the fee schedule
or capitation rates, availability of services (subspe-
cialists and behavioral health services), ease of
obtaining referral authorizations, and completing
paperwork and of appealing denied claims, support
for prevention, and the quality of information about
the plan given to enrollees. Physicians were also
asked the frequency with which they had not been
paid on time or had been denied payment for services
and if there were health plan policies or procedures
that had a particularly positive or negative impact on
their practice.

Study Procedures
For both rounds of the survey, self-administered

questionnaires were mailed to sampled physicians.
Nonresponders were sent a reminder postcard and
then were contacted by telephone if they did not
return the questionnaire. For the second survey, a
subsequent letter was sent encouraging physicians
to participate in the survey, and nonrespondents
were faxed copies of the survey to complete. A $35
voucher to a Massachusetts Medical Society contin-
uing medical education program was offered as an
incentive. The first round of the survey was admin-
istered between September 1996 and February
1997, and the second round of the survey was
administered between May and October 1999.

Data Analysis
We compared respondents and nonrespondents

by target plan, age, sex, and specialty using admin-
istrative data from the Massachusetts Board of
Registration of Medicine. We used the Student t test
for continuous variables (age and number of ambu-
latory visits) and the Pearson χ2 test for categorical
variables.

For multivariable analyses, we created a series of
dichotomous variables to indicate whether the
physician’s main or other practice influenced care “a
lot”; whether organizations such as a physician hos-
pital organization, independent practice association,

PHYSICIAN SATISFACTION



or integrated delivery system influenced care “a
lot”; or whether the target or other health plans
influenced care “a lot.” Finally, we created 2 com-
posite variables related to managed care “hassles”
and access that were constructed by taking the
mean scores of plan ratings.

All analyses were conducted using sampling
weights equal to the inverse probability that the
physician would be sampled and asked to report on
the target plan. The weights depended on both the
plan reported and the stratum (group of physicians
with the same set of plan affiliations) for the report-
ing physician.

Longitudinal Analysis. We examined differences
between 1996 and 1999 survey responses using the
χ2 test for categorical variables and the Student t
test for continuous variables. We estimated multi-
variable logistic regression models to assess
changes in overall career sat-
isfaction and satisfaction with
managed care while control-
ling for changes in the compo-
sition of the sample and
individual provider character-
istics.

Cross-sectional Analysis.
We analyzed the 1999 data to
examine the impact of individ-
ual- and practice-level charac-
teristics on satisfaction with
the current practice situation
and satisfaction with managed
care. We assessed the associa-
tion between variables hypoth-
esized to be related to
physician dissatisfaction using
the χ2 test for categorical vari-
ables and the Student t test for
continuous variables. Next we
estimated logistic regression
models to assess the indepen-
dent influence of these vari-
ables on the dissatisfaction
measures. To simplify the pre-
sentation of the models, we
present a model that does not
include variables that were not
associated with the dependent
variables in either of the mod-
els and/or were confounded
with other variables in the
model (eg, base payment
method and bonus payments).

RESULTS

We received responses from 1336 PCPs for the 1996
survey (56% response rate) and 966 physicians for the
1999 survey (42% response rate). Respon-dents to the
1999 survey were very similar to respondents to the
1996 survey (Table 1). For the 1999 survey, 28% of
respondents were women; there was an average of 22.7
years since graduation from medical school, with 91%
of the sample graduating at least 10 years earlier.
Fourteen percent of respondents were family physi-
cians, 52% were general internists, and 28% were gen-
eral practitioners.

Changes in Physician Satisfaction 
Between 1996 and 1999

In 1996, 19.7% of physicians were somewhat or
very dissatisfied with their current practice situation
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Table 1. Characteristics of Respondents to the 1996 and 1999 Surveys of
Massachusetts PCPs 

1996 Survey 1999 Survey
(n = 1336) (n = 966)

Female, % 25.9 28.4

Time since medical school graduation, mean, y 22.4 22.7

Time since medical school graduation, %
0-10 y 11.2 9.1
>10 y 88.8 90.9

Specialty, %
Family medicine 15.4 14.2
General medicine 49.0 51.9
General pediatrics 27.7 27.7
Specialists who are PCPs 8.0 6.3

Practice type, %
Solo 21.1 24.6
Single specialty 39.4 38.0
Multispecialty 39.5 37.4

Time spent in patient care, mean, h/wk 46.1 46.9

Patient visits per week, mean, No. 96.3 95.2

Patients in any managed care plan, %*
0%-25% 7.3 5.8
26%-50% 30.7 24.1
51%-75% 41.4 38.5
76%-100% 20.6 31.6

PCPs indicates primary care practitioners.
*P < .001 for the difference between 1996 and 1999.
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compared with 33.4% in 1999,
an increase of more than
50% (P < .001) (Table 2 and
Figure 1). Similarly, overall
dissatisfaction with managed
care increased from 28.3% in
1996 to 62.1% in 1999 (P <
.001). Fully one fifth of physi-
cians were “very dissatisfied”
with managed care in 1999.
After controlling for potential
confounders, the odds of a
PCP being dissatisfied with
his or her overall practice in
1999 compared with 1996
was 1.87 (95% confidence
interval [CI], 1.49-2.35), and
the odds of being dissatisfied
with managed care was 4.18
(95% CI, 3.37-5.19).

Similar trends were evident
in other global assessments of
managed care. Many fewer
physicians in 1999 than in
1996 reported that they would
recommend the target health
plan to their colleagues (12.4%
vs 28.3%; P < .001) or family
(14.3% vs 27.6%; P < .001)
(Figure 2). In addition, when
asked to compare care provid-
ed in 1999 with that provided
in 1997, 35.9% of PCPs report-
ed that quality of care for man-
aged care patients today was
somewhat or much worse com-
pared with only 16.7% who said
it was somewhat or much bet-
ter. Similarly, the burden of
treating managed care patients
in 1999 was reported to be
somewhat or much worse for
69.2% of physicians, whereas
only 6.1% said is was somewhat
or much better.

Predictors of Satisfaction
With Current Practice
and Satisfaction With 
Managed Care in 1999

General internists and spe-
cialists who also practice as
PCPs were more likely to be

Table 2. Changes in Physician Satisfaction Between the 1996 and 1999
Surveys of Massachusetts PCPs

1996 Survey 1999 Survey
(n = 1336) (n = 966)

Recommend target health plan to colleagues, %*

Strongly agree 28.4 12.4

Agree 47.2 49.7

Undecided 14.3 22.4

Disagree 7.5 11.7

Strongly disagree 2.6 3.8

Recommend target health plan to family members, %*

Strongly agree 27.6 14.3

Agree 44.1 47.8

Undecided 14.5 19.0

Disagree 9.6 13.4

Strongly disagree 4.2 5.5

Overall satisfaction with current practice situation, %*

Very satisfied 29.7 17.7

Generally or somewhat satisfied 50.6 48.9

Somewhat or generally dissatisfied† 16.0 25.7

Very dissatisfied 3.7 7.7

Overall satisfaction with managed care, %*‡

Very satisfied 6.0 4.8

Generally satisfied 41.2 33.0

Neither satisfied nor dissatisfied 24.6 —§

Somewhat or generally dissatisfied† 22.7 42.0

Very dissatisfied 5.6 20.1

Quality of care for managed care patients in 1999 compared with 1997, %

Much better NA 2.3

Somewhat better NA 14.4

About the same NA 47.5

Somewhat worse NA 30.0

Much worse NA 5.9

Burden of treating managed care patients in 1999 compared with 1997, %

Much better NA 0.9

Somewhat better NA 5.2

About the same NA 24.7

Somewhat worse NA 45.0

Much worse NA 24.2

PCPs indicates primary care practitioners; NA, not applicable.
*P < .001 for the difference between 1996 and 1999.
†The exact wording was “generally dissatisfied” in 1996 and “somewhat dissatisfied” in 1999. 
‡Test for difference between 1996 based on the percentage “somewhat/generally and very dis-
satisfied” vs other response categories.
§“Neither satisfied nor dissatisfied” was not present as a response option for the 1999 survey.
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dissatisfied with their
current practice situa-
tion and with managed
care than were family
practitioners or pedia-
tricians, although this
difference was less pro-
nounced for dissatisfac-
tion with managed care
(Table 3). Physicians
who worked more
hours per week were
more dissatisfied, and
increasing numbers of
managed care contracts
were associated with
increased dissatisfaction
with managed care. No
other demographic char-
acteristics were signifi-
cantly associated with
dissatisfaction.

Influences on prac-
tice were strongly relat-
ed to both overall
dissatisfaction with their
current practice and dis-
satisfaction with man-
aged care. Physicians
who reported restric-
tions on their practice,
such as choice of hospi-
tals (59.2% of the sam-
ple) or specialists (50.3%), and those who reported
that managed care plans influence their practice “a
lot” (21.3%) were significantly more likely to be dis-
satisfied with their current practice. In addition,
physicians who rated as “fair” or “poor” the avail-
ability of subspecialists and mental health services
(12.7%), their ability to exercise independent med-
ical judgment (9.2%), the benefit information given
to enrollees (39.2%), and the “hassles” of managed
care (eg, obtaining referral authorizations and com-
pleting paperwork) (16.1%) were more likely to be
dissatisfied with both their current practice and with
managed care.

Physicians who gave poor ratings of the adequa-
cy of reimbursement rates (47.4%) and those who
experienced late payments (31.3%) were more likely
to be dissatisfied with both managed care and their
current practice. Conversely, physicians in larger
risk pools (in which their own financial performance
is diluted by that of many other physicians) and

those whose income was not tied to their personal
performance were less likely to be dissatisfied with
managed care. 

Multivariable Predictors of Overall Dissatisfaction
With Their Current Practice Situation and
Dissatisfaction With Managed Care in 1999

In multivariable models, personal characteristics
continued to be important predictors of overall dis-
satisfaction with the current practice situation
(Table 4). Older physicians who had been in prac-
tice for at least 10 years (OR, 2.01; 95% CI, 1.02-
3.96) were more likely to be dissatisfied than were
younger physicians, whereas family practitioners
(OR, 0.50; 95% CI, 0.27-0.92) and pediatricians
(OR, 0.56; 95% CI, 0.33-0.95) were less likely to be
dissatisfied. In addition, external influences on
practice remained important predictors of overall
dissatisfaction. Physicians whose choice of hospi-
tals was restricted (OR, 2.23; 95% CI, 1.30-3.78) and

Figure 1. Changes in Physician Satisfaction Between the 1996 and 1999 Surveys
of Massachusetts Primary Care Physicians
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Figure 2. Changes in Physician Health Plan Recommendations Between the
1996 and 1999 Surveys of Massachusetts Primary Care Physicians
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those who reported that man-
aged care plans influenced
their practice “a lot” (OR,
1.85; 95% CI, 1.10-3.11) were
more likely to be dissatisfied,
whereas those who had any
influence on the reimburse-
ment policies of their medical
group were less likely to be
dissatisfied (OR, 0.44; 95% CI,
0.25-0.75). Physicians who
rated the adequacy of reim-
bursement rates as “fair” or
“poor” were also more likely
to be dissatisfied (OR, 1.40;
95% CI, 1.04-1.87).

Multivariable predictors of
dissatisfaction with managed
care differed from the predic-
tors of satisfaction with their
current practice. Except for
physicians with larger num-
bers of managed care con-
tracts, personal and practice
characteristics were generally
not related to satisfaction with
managed care. In contrast to
satisfaction with their current
practice, availability of ser-
vices was an important predic-
tor (OR, 1.52; 95% CI,
1.07-2.17). Finally, whereas
the adequacy of reimburse-
ment was also an important
predictor of satisfaction with
managed care and the ways in
which physicians experienced
the financial incentives associ-
ated with managed care also
remained important predic-
tors after adjusting for other
factors. Physicians in larger
risk pools in which financial
penalties or bonuses are deter-
mined by a larger number of
physicians were less likely to
be dissatisfied with managed
care (OR, 0.52; 95% CI, 0.30-
0.92), whereas those who
reported that their personal
performance influences their
income were more likely to be
dissatisfied with managed care
(OR, 2.14; 95% CI, 1.39-3.30).

Table 3. Physician and Practice Characteristics and Physician
Dissatisfaction—1999 Survey of Massachusetts PCPs

Proportion 
Somewhat or Very

Proportion Dissatisfied
of

Sample Current Practice Managed Care

Personal and Practice Characteristics
Sex

M 71.6 72.9 71.8
F 28.4 27.1 28.2

Time since medical school graduation, y *
0-10 9.1 5.6 7.6
>10 90.9 94.4 92.5

Specialty † *
Family medicine 14.2 10.2 11.5
General medicine 51.9 59.5 54.1
General pediatrics 27.7 20.9 27.3
Specialists who are PCPs 6.3 9.5 7.1

Practice type *
Solo 24.6 26.7 26.9
Single specialty 38.0 34.4 39.5
Multispecialty 37.4 38.9 33.7

Hours per week ‡ *
0-40 42.7 35.0 40.2
41-50 25.2 26.0 24.7
51-60 19.8 21.4 20.4
≥61 12.4 17.6 14.7

Patients in managed care, %
0-25 5.8 6.7 6.4
26-50 24.1 25.9 25.5
51-75 38.5 35.4 39.5
76-100 31.6 32.0 28.6

Managed care contracts, No. †

0-4 24.0 19.8 17.9
5-9 48.0 50.7 53.3
≥10 28.0 29.5 28.8

Practice affiliation§

IDS 38.1 41.6 39.7
IPA or PHO 43.0 40.5 43.9
None 19.0 17.9 16.4

PHYSICIAN SATISFACTION

PCPs indicates primary care physicians; IDS, integrated delivery system; IPA, independent
practice association; PHO, physician hospital organization.
*P < .05 for the difference between respondents who are very or somewhat dissatisfied with
managed care and those who are not.
†P < .001 for the difference between respondents who are very or somewhat dissatisfied with
managed care and those who are not.
‡P < .01 for the difference between respondents who are very or somewhat dissatisfied with
managed care and those who are not.
§Physicians in an IDS can also be members of an IPA or PHO. “None” refers to physicians
who are not in an IPA, PHO, or IDS.

(continued on following page)
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Sensitivity Analysis
To test the sensitivity

of our results to nonre-
sponse bias, we
calculated the number
of additional responses
we would need to have
received in the 1999 sur-
vey to achieve the same
response rate that was
achieved in 1996. We
then estimated the pro-
portion of these respons-
es that would have had
to report being satisfied
with either managed care
or their current practice
situation for there to
have been no difference
in dissatisfaction rates
between 1996 and 1999.
For both primary end
points, even if 100%
of the approximately
320 required additional
respondents had reported
that they were satisfied,
the dissatisfaction rates
in 1999 would still have
been significantly higher
than those observed in
1996.

DISCUSSION

We found an almost
2-fold increase in the
number of PCPs in
Massachusetts who were
very dissatisfied with
their practice situation
between 1996 and 1999
and a 4-fold increase in
the number of physi-
cians who were very dis-
satisfied with managed
care in the same period.
Physicians in all types of
practices and in all of the
sampled managed care
plans had comparable
levels of dissatisfaction.
Physicians also reported

Table 3. Physician and Practice Characteristics and Physician Dissatisfaction—
1999 Survey of Massachusetts PCPs (Continued)

Proportion 
Somewhat or Very

Proportion Dissatisfied
of

Sample Current Practice Managed Care

Influences on Practice
Medical group, IPA, or PHO restricts †

choice of specialists
No 49.7 37.5 47.9
Yes 50.3 62.5 52.1

Medical group, IPA, or PHO restricts †

choice of hospitals
No 40.8 27.3 38.6
Yes 59.2 72.8 61.4

Amount of influence on group * *
referral policies

Any 69.3 62.8 66.0
None 30.7 37.2 34.0

Amount of influence on group † *
reimbursement policies

Any 52.6 40.2 49.3
None 47.4 59.8 50.7

Medical groups influence the way 
care is provided

None to some 54.4 57.2 56.5
A lot 45.6 42.8 43.5

Other physician organizations influence *
the way care is provided

None to some 78.3 74.0 75.7
A lot 21.7 26.0 24.3

Managed care plans influence the way †

care is provided
None to some 78.7 71.2 76.5
A lot 21.3 28.8 23.5

Availability of subspecialists for referrals † †

Good to excellent 87.3 80.9 82.2
Fair or poor 12.7 19.2 17.8

Ability to exercise independent † †

medical judgment
Good to excellent 90.8 82.9 86.4
Fair or poor 9.2 17.1 13.6

PCPs indicates primary care physicians; IDS, integrated delivery system; IPA, independent practice
association; PHO, physician hospital organization.
*P < .05 for the difference between respondents who are very or somewhat dissatisfied with man-
aged care and those who are not.
†P < .001 for the difference between respondents who are very or somewhat dissatisfied with man-
aged care and those who are not.
‡P < .01 for the difference between respondents who are very or somewhat dissatisfied with man-
aged care and those who are not.
§Physicians in an IDS can also be members of an IPA or PHO. “None” refers to physicians who are
not in an IPA, PHO, or IDS.

(continued on following page)
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that the burden of treat-
ing patients in the 1999
managed care environ-
ment had increased sub-
stantially since 1997.

The most recent stud-
ies on physician satisfac-
tion used survey data
from 1995 or 1996,
which might not reflect
adequately the current
state of the healthcare
market. Nevertheless,
our data are consistent
with these previous
reports. In California,
physicians were less sat-
isfied with their career in
1996 than in 1991, and,
in the same period, the
perceived level of auton-
omy among physicians
also declined markedly.17

Another study21 reported
that 27% of physicians
in states with “high HMO
penetration” (including
Massachusetts) were dis-
satisfied with their cur-
rent practice in 1995. In
addition, the 1991
Survey of Young Physi-
cians demonstrated that
physicians in markets
with higher HMO penetra-
tion were less likely to be
very satisfied with their
current practice.22

Overall satisfaction
and satisfaction with
managed care are related
to different factors. In
addition to personal char-
acteristics such as years
in practice and specialty,
overall satisfaction was
most strongly related to
external influences on
practice, such as restric-
tions on hospital choice
and the extent to which
managed care plans influ-
ence physicians’ prac-

Table 3. Physician and Practice Characteristics and Physician Dissatisfaction—
1999 Survey of Massachusetts PCPs (Continued)

Proportion 
Somewhat or Very

Proportion Dissatisfied
of

Sample Current Practice Managed Care

Financial Factors and “Hassles”
Primary payment type

Salary 37.8 36.8 36.6
Fee for service 26.8 26.7 28.3
Mixed 27.3 30.8 27.2
Capitated 4.9 3.6 4.5
Other 3.2 2.2 3.4

Personal performance affects income *
Yes 71.3 75.0 73.9
No 28.7 25.1 26.1

Practice performance affects income
Yes 59.1 61.6 60.7
No 40.9 38.4 39.3

Risk pool size ≥50 ‡

No 86.8 86.8 89.6
Yes 13.2 13.2 10.4

Not paid on time * †

Never to twice 68.7 63.0 60.6
Several times or regularly 31.3 37.0 39.4

Denied payment †

Never to twice 71.9 67.2 64.2
Several times or regularly 28.1 32.8 35.9

Fee schedule or capitation rate † †

Good to excellent 52.6 41.0 41.6
Fair or poor 47.4 58.9 58.4

Information given to enrollees about † †

benefits and referrals
Good to excellent 60.8 48.2 52.3
Fair or poor 39.2 51.8 47.7

Ease of obtaining referral authorizations, † †

completing paperwork, and appealing 
denied claims and claims processing

Good to excellent 83.9 76.2 77.6
Fair or poor 16.1 23.8 22.4

PCPs indicates primary care physicians; IDS, integrated delivery system; IPA, independent practice
association; PHO, physician hospital organization.
*P < .05 for the difference between respondents who are very or somewhat dissatisfied with man-
aged care and those who are not.
†P < .001 for the difference between respondents who are very or somewhat dissatisfied with man-
aged care and those who are not.
‡P < .01 for the difference between respondents who are very or somewhat dissatisfied with man-
aged care and those who are not.
§Physicians in an IDS can also be members of an IPA or PHO. “None” refers to physicians who are
not in an IPA, PHO, or IDS.
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tices. Satisfaction with
managed care, however,
seems to be more related
to aspects of managed
care that might make
practice more difficult,
such as increasing num-
bers of contracts and
difficulties in obtaining
services for their patients.

The adequacy of the
fee schedule or capitation
rates was an important
determinant of dissatis-
faction with current prac-
tice and dissatisfaction
with managed care, and
dissatisfaction with man-
aged care was strongly
related to the extent to
which the physicians’
own performance influ-
enced how they were
paid. With respect to
managed care, physician
dissatisfaction also seems
to stem from the sense of
conflict engendered by
financial incentives that
physicians think are not
in the best interests of
their patients. Physicians
whose incentives were
diluted by large risk pools
were less dissatisfied with
managed care, whereas
those whose personal
performance influenced
their compensation were
more dissatisfied. These
findings are consistent
with a survey of
California physicians
conducted in 1996.24 In
that study, satisfaction
was significantly related
to the financial incen-
tives experienced by
physicians. As in our
study, physicians with an
incentive based on pro-
ductivity were less likely
to be satisfied.

Table 4. Adjusted Predictors of Dissatisfaction With Managed Care and Practice
Satisfaction—1999 Survey of Massachusetts PCPs*

Somewhat or Very Dissatisfied

Current Practice Managed Care

Personal and Practice Characteristics
Female (vs male) 1.19 (0.75-1.90) 0.99 (0.61-1.63)
Medical school graduation >10 y (vs ≤10 y) 2.01 (1.02-3.96)† 1.77 (0.94-3.33)
Specialty (vs general medicine)

Family medicine 0.50 (0.27-0.92)† 0.53 (0.29-1.46)
Specialists who primarily work as PCPs 2.65 (1.11-6.33)† 1.20 (0.51-2.83)
General pediatrics 0.56 (0.33-0.95)† 0.86 (0.51-1.46)

Practice type (vs solo)
Single specialty 2.26 (0.83-6.12) 0.86 (0.35-2.13)
Multispecialty 1.81 (0.66-5.00) 0.70 (0.28-1.75)

Hours per week (vs ≤40)
41-50 1.03 (0.62-1.71) 0.69 (0.42-1.13)
51-60 0.80 (0.47-1.37) 0.56 (0.34-0.95)†
≥61 1.68 (0.89-3.17) 1.35 (0.64-2.88)

Patients in managed care, % (vs ≤25)
26-50 0.89 (0.29-2.72) 0.64 (0.23-1.80)
51-75 0.74 (0.24-2.21) 0.62 (0.22-1.70)
76-100 0.87 (0.29-2.62) 0.71 (0.25-2.08)

Managed care contracts, No. (vs 0-4)
5-9 1.59 (0.93-2.73) 2.19 (1.26-3.80)†
≥10 1.78 (0.99-3.21) 2.15 (1.17-3.98)†

Part of an integrated delivery system (vs not) 0.73 (0.40-1.35) 0.70 (0.38-1.29)
Part of a PHO or IPA only (vs not) 0.71 (0.40-1.27) 0.71 (0.39-1.31)

Influences on Practice and Autonomy
Rating of ability to exercise independent 1.13 (0.87-1.47) 1.35 (0.82-2.22)
medical judgment
Medical group, IPA, or PHO restricts choice 1.10 (0.65-1.86) 0.90 (0.53-1.53)
of specialists (vs not at all)
Medical group, IPA, or PHO restricts choice 2.23 (1.30-3.78)† 1.35 (0.81-2.23)
of hospitals (vs not at all)
Any influence on group referral policies 1.07 (0.40-2.89) 0.82 (0.36-2.07)
(vs none at all)
Medical groups influence the way care is 0.87 (0.57-1.33) 0.89 (0.59-1.34)
provided “a lot”(vs not at all)
Any influence on group reimbursement 0.44 (0.25-0.75)† 0.90 (0.53-1.53)
policies (vs none at all)
Other physician organizations influence the 0.77 (0.45-1.33) 1.66 (0.99-2.75)
way care is provided “a lot” (vs not at all)
Managed care plans influence the way care 1.85 (1.10-3.11)† 1.72 (0.97-3.04)
is provided “a lot” (vs not at all)
Availability of services‡ 1.09 (0.78-1.52) 1.52 (1.07-2.17)†

Financial Factors and “Hassles”
Personal performance affects income (vs not) 1.17 (0.75-1.84) 2.14 (1.39-3.30)†

Risk pool size ≥50 (vs <50) 0.80 (0.43-1.48) 0.52 (0.30-0.92)
Denied payment (vs never to twice) 1.30 (0.80-2.35) 1.65 (1.02-2.67)†

Managed care “hassles”§ 1.14 (0.80-1.62) 1.07 (0.93-1.83)
Rating of the fee schedule or capitation rate 1.40 (1.04-1.87)† 1.41 (1.08-1.83)†

Rating of adequacy of benefit information 1.21 (0.96-1.52) 1.17 (0.94-1.45)
given to enrollees

PCPs indicates primary care physicians; PHO, physician hospital organization; IPA, independent
practice association.
*Data are given as odds ratios (95% confidence intervals).
†P < .05.
‡Includes availability of behavioral health services and of other subspecialists for referrals.
§Combination of ease of obtaining referral authorizations, completing paperwork, and appealing
denied claims and claims processing.
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More than 90% of Massachusetts physicians said
that their ability to exercise independent judgment
was good, very good, or excellent, suggesting that
Massachusetts health plans do not overly constrain
physician decision making. The impact of external
influences on practice is thus experienced in more
subtle ways. For instance, physicians who felt that
managed care and other physician organizations
influence their practice were more likely to be
dissatisfied with their overall practice. Denied
claims were an important determinant of managed
care dissatisfaction.

This study has several limitations. The first is
the relatively low response rate for the second sur-
vey. For a variety of reasons, including increased
time pressures, it is getting more difficult to
achieve good response rates to physician surveys.
In addition, we were unable to offer monetary
incentives, which have been used to increase
response rates in other physician surveys. Despite
the low response rate, however, the characteristics
of the representative cross section in 1996 were
almost identical to the 1999 sample, suggesting
that the samples were similar. More important,
whereas one can speculate whether dissatisfied
physicians would be more likely to respond in
order to vent their frustration or less likely to
respond out of frustration with managed care and
lack of time, our sensitivity analysis demonstrates
that the differences we observed cannot be
explained by differential nonresponse bias.
Second, we were unable to explore the conse-
quences of career dissatisfaction, such as early
retirement or physicians moving to other states.

Physician career satisfaction has several impor-
tant implications for patient care and patient satis-
faction. First, there is previous evidence that
patients cared for in settings with more satisfied
physicians are themselves more satisfied with
care.25,26 Second, physicians who are satisfied with
their practice situation and the support they get
probably are able to provide better care. Third, the
ability of managed care to influence how care is
provided depends on the relationship between man-
aged care (or other) organizations and physicians.
To the extent that dissatisfaction is a marker of a
poor relationship, the ability of managed care orga-
nizations to influence clinical decisions will be com-
promised, and the tools and strategies that managed
care organizations use to effect such change will not
result in increasing quality and lower costs. Instead
they will be perceived as hassles and will lead to dis-
satisfied physicians.

Thus, we believe that the very high levels of dis-
satisfaction among Massachusetts PCPs in 1999 are
reason for grave concern. Our results are especially
troubling when one considers that Massachusetts is
dominated by not-for-profit health plans that consis-
tently receive among the best ratings of quality in
the entire country.27 Continued erosion of physician
satisfaction could have significant implications for
the future in terms of quality of care and the quality
of the workforce that is attracted to medicine as a
career. Efforts are needed to develop new strategies
for improving the quality and efficiency of medical
care that support and energize physicians rather
than alienate them.
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