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Abstract
Objective: To develop a managed care curriculum

for primary care residents.
Design: This article outlines a 4-stage curriculum

development process focusing on concepts of man-
aged care organization and finance. The stages con-
sist of: (1) identifying the curriculum development
work group and framing the scope of the curricu-
lum, (2) identifying stakeholder buy-in and expecta-
tions, (3) choosing curricular topics and delivery
mechanisms, and (4) outlining the evaluation
process. Key elements of building a curriculum
development team, content objectives of the cur-
riculum, the rationale for using problem-based
learning, and finally, lessons learned from the part-
nership among the stakeholders are reviewed.

Results: The curriculum was delivered to an
entering group of postgraduate-year 1 primary care
residents. Attitudes among residents toward man-
aged care remained relatively negative and stable
over the yearlong curriculum, especially over issues
relating to finance, quality of care, control and
autonomy of practitioners, time spent with patients,
and managed care’s impact on the doctor-patient
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Currently, it is estimated that 40% to 65% of all
Americans receive care through integrated
healthcare plans requiring new skills of their

clinicians.1 Not only are most traditional insurers
moving to managed care models, but both Medicaid
and Medicare are moving rapidly in most states to
capitated models of care.2-4 Enrollees in such pro-
grams have reported better access to care and high-
er levels of satisfaction compared with conventional
programs.5 It has been long recognized, however,
that training opportunities in managed care settings
must be increased, especially because much of post-
graduate medical training involves Medicare and
Medicaid beneficiaries.6-8

National surveys of managed care administrators,
managed care providers, and academic deans of
medical schools report significant deficiencies in the
formal curricula and skills training of students and
residents regarding how to function in future man-
aged care practice settings.9 The knowledge and skill
domains needed to prepare resident physicians to
practice in managed care settings reported in these

relationship. Residents’ baseline knowledge of core
concepts about managed care organization and
finance improved during the year that the curricu-
lum was delivered. Satisfaction with a problem-
based learning approach was high.

Conclusion: Problem-based learning, using real-
life clinical examples, is a successful approach to res-
ident instruction about managed care.

(Am J Manag Care 2000;6:561-572)
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surveys include managed care essentials (definitions
and principles), quality assurance/risk management,
utilization management, customer relations and ser-
vice orientation, and working in health teams and
team building.10 It is also very important to provide
residents with personal experience managing panels
of patients under managed care plans before they
enter actual practice.11 Unfortunately, very few resi-
dency programs are able to make residents the pri-
mary provider of care for patients under managed
care plans.12,13 Increasing ambulatory care training
without learning managed care principles, even
within the context of a staff-model health mainte-
nance organization (HMO), doesn’t provide resi-
dents with essential knowledge or skills for future
managed care practice.14

Educational partnerships have developed between
academic health centers and managed care organiza-
tions (MCOs) to educate resident physicians for the
future work environment of managed care.15-18 The
Pew Charitable Trust has funded a 3-year initiative,
Partnerships in Quality Education, to develop innova-
tive models of training generalist residents that involve

MCOs and academic health centers.10,18 Most of these
new partnerships are within large staff-model prac-
tice HMOs rather than with independent practice
associations (IPAs). However, the group/staff-model
HMOs account for less than 10% of the total managed
care market, while IPAs are becoming the predomi-
nant model for new managed care contracts.7,8

Creating and implementing managed care curric-
ula pose significant challenges for medical educa-
tors. The curriculum must be comprehensive, deliv-
erable within the constraints of competing training
expectations of residents, and relevant and respon-
sive to future practice needs of the trainees. Off-the-
shelf curricula and training modules that outline
core principles and objectives in managed care are
available,13,19,20 but they usually fail to adequately
address the local needs of graduate medical educa-
tion programs, such as faculty development, and the
unique relationships among residency training pro-
grams, hospitals, and local MCOs.

This article focuses on the curriculum develop-
ment process for primary care residency training
programs associated with Michigan State
University’s College of Human Medicine (MSU-
CHM), the Sparrow Health System (SHS), and 4
regional MCOs (predominantly IPAs) in mid-
Michigan: Physician’s Health Plan, Care Choices,
Blue Care Network of Mid-Michigan, and the
Wellness Plan.21 The consortium, called the Capitol
City Consortium (CCC),21 came about in response
to a proposal from Michigan’s Department of
Community Health (DCH) to establish demonstra-
tion projects to train generalist physicians in man-
aged care practice with a particular focus on the
needs of Medicaid patients.

The CCC designed a 3-year curriculum for pri-
mary care residencies that consisted of 4 separate
components: (1) managed care organization and
finance, (2) clinical epidemiology, (3) evidence-
based medicine and practice, and (4) communica-
tion skills, including patient-provider and provider-
provider skills. The primary care residencies
included family practice, internal medicine, pedi-
atrics, obstetrics-gynecology, and the allopathic and
osteopathic transitional internships. To accomplish
all facets of the 3-year project, postgraduate-year 1
(PGY-1) primary care residents were chosen as the
inception cohort. Characteristics of those who par-
ticipated in the managed care curriculum are
shown in Table 1. This report summarizes the
development and implementation of the managed
care organization and finance module. Unique ele-
ments of this curriculum include participation of all
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Table 1. Characteristics of Resident Cohort
Participating in the Managed Care Curriculum

Professional Characteristics Percentage

Gender

Male 67.5

Female 32.5

Ethnicity

Caucasian/white 90.0

African American/black 2.5

Hispanic/Mexican/Latino 5.0

Asian/Pacific Islander 2.5

Medical school

Allopathic (MD) 70.0

Osteopathic (DO) 30.0

International medical graduate 32.5

Residency training specialty

Family medicine 27.5

Internal medicine 22.5

Internal medicine/pediatrics 5.0

Obstetrics-gynecology 7.5

Pediatrics 17.5

Osteopathic internship 7.5

Transitional internship 12.5



primary care residency programs associated with
MSU-CHM and SHS, participation of faculty from dif-
ferent specialties, a problem-based learning (PBL)
approach to curriculum delivery, involvement of
multiple Medicaid managed care systems and con-
tract agencies, and the adaptation of the curriculum
to other specialty residency training programs and
advanced practice nursing education. 

. . . CURRICULUM DEVELOPMENT PROCESS . . .

Stage 1: Identifying the Curriculum
Development Work Group and Framing 
the Scope of the Curriculum 

The initial curriculum development process
began with the naming of a curriculum committee
composed of individuals from each of the stakehold-
er groups. Committee members included a managed
care medical director, 7 academic physicians (4 of
whom were primary care residency training direc-
tors), 2 resident physicians, 3 PhD medical educa-
tors including an ethicist, 1 medical school adminis-
trator, and 5 nurses (4 of whom represented MCOs).
A 7- to 9-member executive work group did most of
the curriculum development and proved valuable in
preparing material, meeting target deadlines, and
advocating for curriculum continuity to the larger
group. Work products originating from the executive
work group were then reviewed, revised, and
approved by the full committee. 

The variations in members’ educational and pro-
fessional backgrounds, experience in curriculum
development, and attitudes toward managed care
necessitated repeated clarification of the scope and
expectations of the curriculum. Initially, defining the
scope of the curriculum required consensus building
because of the combined pressures of time (eg, time
available in the seminar series of each residency)
and the uncertainty surrounding the managed care
sophistication of the target audience of PGY-1 resi-
dents. Some members argued for an extensive, high-
ly technical managed care organization and finance
curriculum that examined issues such as different
models of health system integration or financial
models of risk sharing. Of considerable concern to
some stakeholders was the need to present concepts
about managed care organization and finance in a
fair manner. For example, when the initial draft of
the curriculum was circulated for review, the MCO
representatives were unanimous in their perception
that managed care was unfavorably presented. Based
on their concerns, additional information was added

to the background section of each module to present
a more balanced view.

The practicalities of delivering this material to
first-year residents from multiple primary care resi-
dencies led to several key decisions about the scope
of the curriculum. First, the curriculum committee
believed that a faculty-led, PBL seminar series inter-
mixing residents from different residencies was the
most stimulating way of getting resident buy-in and
active participation. Scheduling difficulties notwith-
standing, the group believed that a lecture-based
curriculum would not be well received by residents.
Second, because one of the agendas set by the
Michigan DCH for this training proposal was to focus
the project on issues surrounding primary care prob-
lems in Medicaid patient populations, the curricu-
lum committee designed clinical case vignettes typi-
cal of the clinical and psychosocial problems in this
vulnerable patient population. Third, the managed
care organization and finance topics chosen were
broad, ranging from an overview of healthcare
financing to ethics (Table 2). Topics were chosen
first, and a clinical vignette was fashioned to meet
the educational objectives for the particular topic.
Fourth, early on the curriculum committee recog-
nized a need for faculty development because the
success or failure of the PBL approach to curriculum
delivery depended on the skill sets of individual fac-
ulty members who facilitated the seminar series.

Stage 2: Stakeholder Expectations and Buy-in
Department of Community Health, State of

Michigan. Michigan’s DCH made a strategic decision
in 1996 to mandate enrollment of the entire
Medicaid population into managed care plans.
Recognizing the need to train, recruit, and retain
primary care practitioners skilled in managing these
complex patients in managed care settings, DCH
redirected $10 million to develop educational part-
nerships between medical education and managed
care entities. These funds had been previously
included as “disproportionate share” expenses paid
to hospitals for inpatient medical education.22 The
Michigan DCH intended to redirect graduate medical
education funding in order to provide primary care
providers with the skills and training necessary for
practice in managed care environments. As a sec-
ondary goal, DCH also hoped that the Medicaid
training grants would better train primary care resi-
dents to deal with the clinical problems characteris-
tic of Medicaid patient populations and would
encourage trainees to explore clinical practice
opportunities in underserved areas.
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Grant Leadership Team: Michigan State
University College of Human Medicine and the
Sparrow Health System. From the perspective of
the grant leadership team, the CCC provided an
opportunity to create a framework for interinstitu-
tional program development and cooperation, as
well as to develop managed care training opportuni-
ties that have become part of the essentials for many
residency training programs. Critical to the planning
process was the idea that the curriculum had to be
designed and delivered in a manner consistent with
the unique aspects of the community-based primary
care residency training programs associated with
MSU-CHM and SHS. From the perspective of MSU-
CHM and SHS, the curriculum had to address the
following issues: (1) The curriculum had to link the
fundamental elements of managed care organization
and finance to typical Medicaid patient problems
and to identify appropriate healthcare outcomes. (2)
The curriculum had to be practical and recognize
the time constraints imposed on PGY-1 primary care
residents. To achieve this goal, the curriculum
development team constructed clinical case
vignettes typical of real-life situations in which resi-
dents find themselves. (The risk of this approach,
however, was the possibility that the curriculum
would overemphasize clinical objectives at the
expense of managed care objectives.) (3) The curricu-
lum had to expose residents to the difficult ethical and
moral questions that managed care environments

pose for healthcare professionals. We believed that
delivering the curriculum during the residents’ PGY-1
year better enabled them to develop skills that could
help them balance their professional responsibility
to patients with the expectations of managed care.

Managed Care Organizations. There was a gen-
eral feeling among local MCO managers that many
practicing physicians in the mid-Michigan region
did not really understand managed care principles.
This perception was especially strong when it came
to physicians who practice in academic medical set-
tings. The MCOs wanted an opportunity to impart
principles of managed care in a manner such that
resident physicians might perceive managed care as
an efficient healthcare delivery system, not as a
threat to the physician-patient relationship, which
is how it has been portrayed in the media and
organized medicine. At best, they hoped for a neu-
tral or more positive view of managed care. It was
also important to the MCOs that the curricular
material point out the contrasts between managed
care and indemnity insurance systems in a fair and
reasonable fashion.

The characteristics of the local healthcare market
were an important element in understanding the
MCO incentives for participation in the CCC. Before
the decision to enroll Medicaid recipients in MCOs,
the managed care penetration in the mid-Michigan
region had been about 20%. Two of the MCO stake-
holders were preparing for initial enrollment of
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Table 2. Matrix of Case Vignettes and Managed Care Topics

Integrated Patient- Quality
Definition/ Health Clinical Provider Measurement Ethics Information

Vignette Structure Finance Systems Competence Relations Indicator Leadership Systems

Emergency care ✔ ✔

Medical necessity criteria ✔ ✔

Formulary ✔ ✔ ✔

Referring a patient ✔ ✔ ✔ ✔ ✔

Dealing with difficult ✔ ✔ ✔

patients

Case management ✔ ✔ ✔ ✔ ✔ ✔

Practice guidelines ✔ ✔ ✔

Mental health ✔ ✔ ✔



Medicaid recipients under a new contract with
Michigan’s Medicaid program. The other MCO part-
ners were involved in “right sizing” operations,
which resulted in decreased local presence.
Representatives of the two MCOs that were actively
involved in developing Medicaid products were quite
interested in the content and delivery of the cur-
riculum, because many of their prospective
enrollees would be cared for in the community-
based residency training programs.

Residency Training Directors. Buy-in of the resi-
dency training directors was crucial for the success
of the project. A number of factors made the cur-
riculum development process mutually advanta-
geous for residency directors and the curriculum
development team. First, residency training direc-
tors recognized that this curriculum could satisfy
elements of managed care training established by
the residency review committees of the
Accreditation Council for Graduate Medical
Education. For example, internal medicine, pedi-
atrics, and family practice programs specifically
require education in practice management and
managed care, and the requirements for obstetrics-
gynecology cite a need for education in health sys-
tems.23 In addition, the residency training directors
were able to provide the curriculum development
group with critical information regarding the logis-
tics and sequencing of the material. They also were
able to approve the presentation of the material in
“dedicated” time (ie, all first-year residents were
required to be present), as well as making clear to
the residents that the material was a required part of
their programs’ practice management curriculum.
As experienced training directors, they knew what
qualities and characteristics of curriculum format
would be acceptable to residents. Historically,
instruction in managed care topics had been viewed
as a “soft” subject that got in the way of clinical
training. The training directors articulated residents’
perceptions that anything “managed care” was
abstract at best and a nuisance at worst and inter-
fered with the major function of residency train-
ing—learning how to take care of patients. 

Tension developed over how best to deliver the
material. Several committee members advocated for
the PBL approach because the cases would be tied to
real-world situations. There was some objection to
this approach from the residency training directors,
at least one of whom preferred an evidence-based
approach in lecture format as a more academically
solid curriculum. The resident participants on the
curriculum development committee felt that the

PBL approach would be acceptable to the vast
majority of the resident participants. Ultimately, the
committee decided that acceptance of the curricu-
lum by the residents was the most important factor
in deciding how the material should be presented.

Resident Physician Cohort. The CCC planned to
deliver the managed care curriculum to an inception
cohort of PGY-1 primary care residents who began
their training on July 1, 1998. The main reason PGY-
1 residents were chosen was that the grant to CCC
was designed to support a 3-year, multifaceted train-
ing program that included formal didactic training,
enhanced training in physician-patient relationship
skills, principles of epidemiology, and using palmtop
computers as tools to practice evidence-based med-
icine. The grant also contained a resident perfor-
mance component, with clinical practice report
cards that simulated what the residents would
receive from an MCO in a practice environment. To
accomplish the goals of the grant, as well as to
attempt to measure the impact of the curriculum on
knowledge, skills, attitudes, and clinical practices
regarding Medicaid managed care patients, the PGY-
1 resident cohort was a logical choice. 

Thirty-seven residents comprised the PGY-1
cohort. About 68% of the residents were male, and
90% were Caucasian. Thirty percent of the residents
were osteopathic physicians, and 32.5% of the sam-
ple were international medical graduates. Residents
in family practice and internal medicine constituted
the largest group (50%), followed by pediatrics
(17.5%), transitional internship (12.5%), obstetrics-
gynecology and osteopathic internship (both 7.5%),
and internal medicine-pediatrics (5.0%).

Stage 3: Identifying Curricular Topics and
Choosing a Delivery Mechanism

As this portion of the curriculum could not cover
the entire spectrum of managed care organization
and finance, the curriculum development group
deliberated on 5 critical questions. 

1. What are the critical managed care content areas
most relevant to PGY-1 residents?

2. How can the managed care content be effectively
packaged and sequenced?

3. How can the curriculum be linked to Medicaid
patient populations?

4. What is the most practical way of delivering the
curriculum to a diverse audience given limited
resources?

5. What faculty development strategies are needed
to ensure successful delivery of the material?
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Table 3. Topics and Educational Objectives for Managed Care Curriculum for First-Year Primary Care
Residents, Developed by the Capitol City Consortium 

HMO = health maintenance organization; MCO = managed care organization.

Session Month Topic Areas Objectives

Session 1: 
Overview of managed care August Pretest By the end of the session the resident will:
curriculum (lecture format) Why are we here? • Have completed a pretest of knowledge about 

How does managed care MCOs and principles
impact you? • Understand the rationale, purpose, and

organization of the Capitol City Consortium 
project.

Overview of the yearlong curriculum including 
case-based methodology

Session 2: 
Concepts of managed care September Definitions/terminology By the end of the session the resident will:
(lecture format) of managed care • Define managed care and cite the relevant 

• Case management historic events leading to its acceptance in
• Quality improvement contemporary US healthcare
• Cost containment • Review common definitions in MCOs
Basic principles • Describe national, state, and private sector 

roles in determining MCO policy
• Review rationale for case-based methodology 

for curriculum

Session 3:
Emergency care case vignette October Integrated health systems By the end of the session the resident will:

Patient-provider relations • Define alternative case management and 
patient education to avoid misuse of 
emergency room

• Be aware of mechanisms of communication 
with primary care providers after hours

• Define “emergency” within the framework of 
a managed care system

Session 4:
Medical necessity case vignette November Finance By the end of the session the resident will:

Ethics • Define medical necessity criteria and how 
they are developed

• Define and interpret the role of a medical 
director in a managed care company 

• List primary care provider roles in interpreting 
medical necessity criteria

• Define the concepts of a benefits package for 
an HMO

• Define how medical necessity decisions are 
made in indemnity insurance plans and 
how they are similar to or dissimilar from  
managed care plans

Session 5:
Formulary case vignette December Definition/structure By the end of the session the resident will:

Clinical competence • Explain the definition and purpose of a
Patient-provider relations formulary

• Define prior authorization and how it is 
used at an MCO 

• Understand cost-benefit treatment options
Review appropriate provider-provider 
relations when conflicts arise



. . .  TRAINING CLINICIANS FOR MANAGED CARE . . .

VOL. 6, NO. 5 THE AMERICAN JOURNAL OF MANAGED CARE 567

Table 3 (Continued). Topics and Educational Objectives for Managed Care Curriculum for First-Year Primary
Care Residents, Developed by the Capitol City Consortium

Session Month Topic Areas Objectives

Session 6: 
Referring a patient case vignette January Finance By the end of the session the resident will:

Clinical competence • Explain criteria for patient referral
Quality measurement • List how financial incentives influence patient 

indicator relations
Ethics • Contrast physician incentives for referral in
Information systems a managed care vs a fee-for-service 

environment
• Describe the key elements of coordination of 

care as it relates to quality

Session 7:
Dealing with difficult patients February Patient-provider relations By the end of the session the resident will:
case vignette Quality measurement • Know the appropriate responses of a

indicators provider to a patient complaint
Ethics • Know the HMO’s and physician’s

responsibilities to noncompliant patients
• Know what elements define patient satisfaction 

and how they relate to medical care
• Understand patients’ concepts of what defines 

a “good doctor”

Session 8:
Case management vignette March Definition/structure By the end of the session the resident will:

Finance • Define the basic concepts of case management 
Integrated health systems and disease management
Patient-provider relations • Understand the flexibility of benefits under 
Quality measurement risk contracting

indicators • Understand the benefits of a team approach
Ethics in patient management, including financial 

advantages of such assistance in a capitated 
payment arrangement

• Understand the concept of augmentation vs 
replacement of physician management as the 
premise of case management

Session 9:
Practice guidelines case vignette April Definition/structure By the end of the session the resident will:

Quality measurement • Define what practice guidelines are
indicators and how they are used

Leadership • Know what the Agency for Health Care Policy 
and Research is

• List the reasons why a physician in an HMO 
could advocate treatment outside of practice 
guidelines

• Define evidence-based medicine and its role 
in the development of practice guidelines

Session 10:
Mental health case vignette May Definition/structure By the end of the session the resident will:

Integrated health systems • Define how mental health services
Clinical competence are managed in an MCO

• Know advantages and disadvantages of 
carved out and carved in mental health 
management practice

Session 11:
Review and posttest June

HMO = health maintenance organization; MCO = managed care organization.



Choosing Critical Content Areas. Choosing the
content areas for the managed care organization and
finance module was the first priority of the curricu-
lum work group. The group recognized the need to
inject interest and enthusiasm into topics that resi-
dents might have difficulty perceiving as relevant to
their daily lives and that they might well already
have negative attitudes toward. The final topics, out-
lined in Table 3, were chosen through a modified
nominal group process that consisted of identifying
all relevant categories, followed by prioritization of
topics based on importance, relevance to first-year
residents, and feasibility of developing clinical cases
to highlight different educational objectives. The
curriculum work group was unanimous in choosing
topics that addressed basic definitions and the
structural organization and financial arrangements
of MCOs. Additional topics included how to achieve
clinical competence within an MCO, the importance
of patient-provider relationships in an MCO setting,
linkage of information systems and quality measure-
ment indicators, basic understanding of integrated
healthcare systems, and the development of leader-
ship skills within an ethical biomedical framework.

Packaging and Sequencing the Curriculum.
Table 3 summarizes the educational objectives and
sequence of the 10 modules used for the managed
care organization and finance curriculum. The first
2 modules were lectures. They focused on providing
residents with an overview of the CCC training grant
as well as an overview of national, state, and private-
sector roles in managed care policy and a basic tax-
onomy of terminology frequently used in MCOs. The
remaining 8 modules used a preceptor-led, PBL
small-group format. 

For each training module, a clinical case was pre-
sented, highlighting the key learning issues.
Resource material for each module that was made
available to the residents included the module’s edu-
cational objectives, background information sum-
marizing key learning objectives and topics to be
covered, and stimulus questions to guide the group
discussion. A printed bibliography and reference
lists were provided for each case. 

Linking Managed Care Objectives to Medicaid
Populations. The development group struggled most
with relating managed care organization and finance
topics to Medicaid patient populations. This difficul-
ty was solved through the construction of 8 stimulus
case vignettes that used clinical scenarios typical of
those found in Medicaid patient populations, with
the background material and case discussion of these
vignettes being tied to the managed care objectives.

Members of the curriculum work group drafted
vignettes for emergency care, medical necessity cri-
teria, formulary, patient referral, difficult patients,
case management, practice guidelines, and mental
health. Each vignette was reviewed and revised
before acceptance into the curriculum. Once a
vignette was accepted, introductory and background
material was written to serve as a resource and stim-
ulus for the PBL experience. Selected references
were provided for each vignette in order to enrich
the resource content of the curriculum.

The themes for the 8 cases were chosen based on
the faculty’s assumption that residents would identi-
fy with the basic clinical challenges posed by the
vignettes. A deliberate attempt was made to limit
amount of clinical information in the vignettes in
order to encourage group discussions that focused
on managed care issues. Faculty preceptors were
specifically instructed to help residents frame their
discussion of the clinical problems in the context of
the key managed care topics outlined in the back-
ground materials. For example, the case vignette
describing a complex medical patient requiring case
management services was designed to stimulate the
following discussion points:

• Definition and structure of case management,
• How MCOs use case management services to help

contain financial risk,
• The advantages and disadvantages of integrated

health systems,
• The utilization of quality indicators, and
• Provider-provider relationships in a healthcare

system.

Choosing the Delivery Mechanism: Small-Group
Problem-Based Learning. The curriculum work
group recognized that each residency had a limited
number of faculty with expertise in managed care,
and there was a belief that the lecture-based
approach to delivering the material would not be
well accepted by residents. The work group chose
the PBL as the best approach to deliver the materi-
al.24 It was seen as the most efficient means of deliv-
ering a large volume of material, increasing active
involvement of residents, and imparting principles
of lifelong learning that could assist resident physi-
cians in their continuing medical education process.
In addition PBL cases could be modified to keep cur-
rent with changing trends in the managed care
industry, or if the content of the case was found to
be inadequate. The work group also insisted on mix-
ing faculty and residents from different specialties in
the PBL groups in order to increase interdisciplinary
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discussion, information exchange, and mentoring.
Achieving consensus on choosing PBL as the vehicle
to deliver the curriculum was fairly simple given the
work group’s experience with PBL at MSU-CHM.

The PBL delivery method was designed as a
small-group experience for residents for the following
reasons. First, PBL was a familiar means of delivering
medical education curriculum for the faculty of
MSU-CHM. Many residency training directors had
been preceptors for the medical student curriculum
at MSU-CHM. Thus, faculty development efforts
could be streamlined and focused on discussion of
the content of the managed care curriculum.
Second, small-group PBL seminars allowed the most
flexibility for scheduling the curriculum in admit-
tedly tight residency training schedules.

Faculty Development. A half-day faculty develop-
ment conference was provided for the faculty pre-
ceptors who were responsible for coordinating and
delivering the case-based curriculum presentation.
Faculty preceptors from the MSU-CHM and SHS pri-
mary care residencies were chosen to lead the resi-
dent groups. Preceptors were either residency train-
ing directors or faculty from each department. The
development conference consisted of providing an
overview and rationale for the CCC grant from
Michigan’s DCH, a review of topics and clinical
cases, and a general discussion about best practices
for delivering case-based material. The development
team also expected faculty to sign up for specific res-
ident small groups, and a yearlong schedule was
constructed at this faculty development conference. 

Stage 4: Evaluation Methods and Outcomes
Evaluation Methods. Evaluation of the managed

care finance and organization curriculum consisted
of 3 components, a knowledge base test given at the
beginning and end of the residents’ PGY-1 year, an
attitude survey given at the beginning and end of
their PGY-1 year, and evaluation of each module. All
residents signed informed consent for the evaluation
and test component of the curriculum.

The managed care knowledge test was used to
determine (1) residents’ baseline understanding of
the core principles of managed care organization and
finance and (2) whether the yearlong curriculum
impacted residents’ core knowledge. A pretest/posttest
design, using the same test items at each administra-
tion, was used. It was made clear to the residents that
the test results had no bearing on their job perfor-
mance ratings. They also were given the opportunity
to receive feedback on their performance should they
so desire. Test items were drawn from the resource

material used in the curriculum and consisted of 94
true/false or multiple choice questions. The pretest
was given in August of the residents’ PGY-1 year, and
the posttest was given the following June.

The second evaluation tool was an attitude
assessment of residents toward managed care. The
attitude survey was administered at resident orien-
tation in June of their PGY-1 year and in the follow-
ing June. Items for the attitude survey were gath-
ered from several sources, including a previous sur-
vey developed by Mainous and colleagues.25 Some of
the items were from a larger survey of professional
attitudes toward managed care developed by a
Michigan consortium sponsored by DCH. The cur-
riculum work group suggested most of the items.
The same attitude items were used during both sur-
vey periods in order to determine whether there
were attitudinal shifts among the residents during
their PGY-1 year.

The third evaluation strategy consisted of resi-
dent and faculty preceptor assessment of each PBL
session. The preceptors evaluated the content of the
case and its relevance to residents’ and faculty’s
experience and made suggestions for future case
development. These evaluations were compiled and
used to help direct future module development by
the curriculum work group.

Residents’ Knowledge of Managed Care
Organization and Finance. Of the original 37 resi-
dents who took the 94-item pretest, 25 completed
the posttest. Pretest/posttest comparisons were
made only for this cohort of residents. The curricu-
lum work group set as “passing” a test score of 65%.

Approximately 65% of the original 37 residents
passed the pretest, with an average score of 66.4% ±
5.6%. Of the 25 residents for whom pretest/posttest
comparisons could be made, 80% passed the test and
had an average score of 69.2% ± 7.9%. Differences
were not statistically significant. Fifty-six percent of
the residents did better on the posttest, 16% had no
change, and 28% had lower scores. Of those residents
who did better, 65% improved their scores by 5% to
10%. It’s impossible to determine how much of the
residents’ improved knowledge regarding managed
care could be attributed to the curriculum, because
they also had an entire year of on-the-job experience
dealing with managed care issues in their training
programs. That there was general improvement in
their core knowledge, however, was encouraging.

Resident’s Attitudes Toward Managed Care.
Resident attitudes toward managed care were
assessed during their orientation in June 1998. The
Figure summarizes responses to the 15 items in the
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attitude survey taken at the beginning and end of
the residents’ PGY-1 year. Indicated are the per-
centages of respondents who agreed or strongly
agreed with particular statements. Statistically sig-
nificant shifts of resident attitudes toward managed
care did not occur during their PGY-1 year. Their
responses are worth commenting on, however.
Generally speaking, our PGY-1 resident cohort
expressed negative and fairly stable views toward
managed care, especially over issues concerning
finance, quality of care, control and autonomy of

practitioners, time spent with patients, and man-
aged care’s impact on the doctor-patient relation-
ship. For example, 60% of responders agreed or
strongly agreed with the statement “Managed care is
a matter of cost having priority over quality of care.”
Similarly, more than 70% of responders endorsed
the idea that managed care threatens the autonomy
of healthcare providers, and the percentage that
agreed or strongly agreed with that statement
increased nearly 15% by the end of their PGY-1 year.
On the other hand, at the beginning of their PGY-1
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Figure. Managed Care Attitude Survey Among Postgraduate-Year 1 Primary Care Residents Participating in the
Capitol City Consortium

Percentage of Respondents Who Agreed/Strongly Agreed
0% 100%

Managed care is an effective way to get medical costs under control

Managed care is a matter of cost having priority over quality of care

Managed care threatens the autonomy of healthcare providers

Practice guidelines are generally not helpful because each patient is unique

Practice guidelines are created to save money, not improve care

Incentives to limit care are more problematic than incentives to provide care

Did managed care's role in healthcare influence your specialty career choice?

Understanding how I provide care relates to patient outcomes
is important to success in a managed care environment

Practice guidelines improve clinical outcomes for patients

Managed care results in patients getting better quality care

Managed care encourages the practice of preventive care

Managed care increases patient satisfaction with care

Physicians must work as part of interdisciplinary teams in
the development of appropriate medical management plans

With managed care, physicians are less likely than in fee-for-service care to have
the necessary time to help patients with concerns other than physical complaints

Managed care interferes with the foundation of the patient-physician 
relationship; that is, the trust that physicians are dedicated 

first and foremost to serving the needs of their patients
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year, nearly 90% of responders endorsed the belief
that managed care interfered with the doctor-patient
relationship, but by the end of their PGY-1 year only
54% endorsed this position. Responses to this state-
ment showed the most dramatic change over time.

The negative attitudes that residents held toward
the financial, time management, and doctor-patient
relationship elements of managed care did not cross
over to other components of managed care. For
example, residents strongly agreed that managed
care encourages preventive care, that physicians
should be part of a multidisciplinary team, and that
understanding how a physician provides care relates
to patient outcomes. These attitudes were stable
over their PGY-1 year. Residents were more neutral
over the helpfulness of practice guidelines and the
degree to which managed care provides higher qual-
ity care or patient satisfaction. Managed care did not
appear to influence resident’s specialty choice to
any significant degree. 

Resident Satisfaction With the Problem-Based
Learning Approach. Resident feedback about each
module positively endorsed the PBL approach to the
delivery of the curriculum. In preparation for each
session, residents were expected to read the cases
and the background material to better participate in
the group discussion. This expectation was rarely
met, however, because of time demands placed on
the residents. Nevertheless, residents remained gen-
erally enthusiastic about the content and process of
the seminar series.

Continuation of the Managed Care
Organization and Finance Curriculum Beyond the
Initial Offering. The CCC was interested in deter-
mining whether the managed care curriculum would
be integrated as part of the core training experience
in each primary care residency training program.
Results varied. Each program director recognized the
need for experiential and didactic exposure to man-
aged care. Directors expressed some ambivalence
about whether PGY-1 residents should be the target
audience, however. They also were concerned about
faculty resources required to deliver the material.
On the other hand, the emergency medicine resi-
dency adopted the curriculum and the PBL format
with only minor modifications to the case vignettes.

. . . LESSONS LEARNED . . .

The process of developing and implementing a
managed care curriculum guide for primary care
residents was instructive and perhaps would be use-

ful to others seeking to develop similar curricula. First,
because managed care has become a central concern
for many primary care residencies, it is important for
a curriculum work group to know what educational
efforts are currently active in each program. In our
case, some programs had modest efforts already
under way for residents, whereas others had none at
all. Moreover, we found the expectations of the res-
idency training directors toward the managed care
topics were directly related to their current knowledge
about managed care issues and their clinical involve-
ment with the day-to-day activities of managed care.
Without a needs assessment, the curriculum develop-
ment process would have taken longer.

Second, managing the competing interests of the
curriculum work group will be challenging and will
be the central role for the work group leader. In our
experience, different stakeholders had distinct lev-
els of participation at different stages of the develop-
ment process. For example, representatives from
the MCOs tended to defer to curriculum experts
early in the process, which resulted in significant
conflicts as clinical cases were constructed that ini-
tially portrayed the managed care industry unfavor-
ably. Additionally, residency training programs that
had long-established relationships with MCOs tend-
ed to dominate discussions at the expense of pro-
grams that had little experience. 

The group leader must set a leadership style that
encourages openness and debate because members
of the curriculum work group come from diverse
backgrounds and harbor varied views toward the
managed care industry. The group leader also should
balance a collaborative approach with a directive
style in order to shape the final curriculum. Such an
approach requires listening to the various con-
stituents of the group, obtaining feedback, and
demonstrating explicitly how the feedback was used
to improve the process. Nonetheless, some directive
style is needed to maintain the focus, set realistic
goals, make explicit assignments, and keep the
process moving forward. We learned that using the
large group helped generate ideas about what was
required of the curriculum, and the large group was
useful to gather information about resources and to
review the work product as it unfolded. A smaller and
more focused work group had to be formed, howev-
er, in order to get the curriculum written.

Third, if a PBL format is used, constructing a
matrix of topics and cases is critical for framing the
scope of the curriculum. Identification of key man-
aged care topics and then developing clinical cases
to fit the topics helped us to establish clear teaching
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objectives for each vignette. Additionally, using a
matrix ensured that sufficient time was devoted to
important topics that could be reinforced with mul-
tiple case vignettes at a later time in the curriculum.

Last, faculty development cannot be overempha-
sized. Managing the tension and cultural differences
between university-based faculty, community facul-
ty, and the MCO representatives is critical to devel-
oping and delivering a successful curriculum.
Representatives from the MCOs tended to have
more of a business method of product development,
whereas the academics tended to be slower and
more deliberate in their approach. Alternatively,
MCO representatives tended to defer initial judg-
ment about the content of the curriculum to acade-
mic faculty, but as the materials were developed,
they felt that managed care was portrayed unfavor-
ably. Community faculty tended to be less tolerant
of the slow, deliberative process and more concerned
about logistical problems with implementation of
the curricula. In the end, faculty development was
more about building a team, a core element of suc-
cessful MCOs, and team building turned out to be a
key educational objective that faculty learned.  

. . . SUMMARY . . .

The goal of the managed care curriculum is to
better equip residents in training to practice medi-
cine in managed care settings through the develop-
ment of specific knowledge, skills, and attitudes. It
appears possible and desirable to develop and imple-
ment a managed care curriculum across multiple
primary care residency programs. To do so, however,
requires resources, commitment on the part of resi-
dency training directors, and dedicated time in the
training program. We believe that a PBL approach
provides real-life clinical examples that can success-
fully instruct residents regarding the managed care
environment in which they practice.
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