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For some time, sociologists have debated whether physicians still retain domi-
nance in the health care world, public faith in their moral and scientific author-
ity, and the autonomy to set work conditions and make clinical decisions. Using
ideas derived from this debate, we analyze the impact of changes in the health
care environment on physician satisfaction. Our data come from amailed sur-
vey of 510 Arizona physicians. Our results show that background physician
attributes did not predict satisfaction, nor did most organizational attributes.
However, participation in |PAs (Individual Practice Associations) predicted
higher satisfaction, while payment according to athird party payer's fee-for-
service schedule predicted lower satisfaction. In addition, physicians were
more likely to be satisfied if they wrote the orders that non physicians had to
follow, were paid what they wanted, did not need to subordinate their clinical
judgment to that of non-physicians, and believed that their patients had confi-
dence in physicians. Our conclusions discuss both theoretical and policy impli-

cations of our findings.

From at least the turn of the century until the
mid-1970s, medicine seemed the consummate
example of a profession-an occupational
group characterized by specialized technical
knowledge, public faith in itsmoral and scien-
tific authority, the autonomy to make decisions
and regulateitswork conditions and members,
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and dominance over other occupationsin its
work sphere (Freidson 1970, 1994; Par sons
1951; Starr 1982). However, changes during
thelast twenty year s-especially therise of
patients rightsand managed care plans (in
which medical treatment isclosely supervised
to control costs)-have led some sociologists
to arguethat medicine haslost much of itssta-
tusasa profession (e.g., Haug 1977; Haug and
Lavin 1981; McKinlay 1988; McKinlay and
Arches 1985; McKinlay and Stoeckle 1989).
Others, on the other hand (e.g., Freidson,
1986, 1994; Hafferty and Light 1995) have
argued that medicine's professional status
remainslargely intact and that medicine
remainsthe dominant profession in the health
carefield. (For an excellent summary of this
debate, see Light and L evine 1988).
Curiousdly, these debates about the profes-
sional status of physicians haverarely been
grounded in data on physicians assessments
of their situation. Of course, these theories
wer e developed to explain the status of medi-
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cine as a profession, not the situations of indi-
vidual physicians. Nevertheless, each of these
theories provides uswith valuable concepts for
under standing the situation of contemporary
physicians. In this paper, we use concepts
taken from these theoriesto identify factors
that may increase or decrease physician satis-
faction in thisrapidly changing healthcare
environment. Using these theoriesin thisway
seems particularly appropriate astheir propo-
nents sometimes have linked changesin the
professional status of medicineto physician
satisfaction (e.g., Haug 1988; McKinlay 1988;
Stoeckle 1988).

Physician satisfaction isa critical topic not
only for physicians but also for patientsand
healthcare administrators. When physicians
are satisfied, they are significantly morelikely
to stay in a given practice (Lichtenstein 1984,
Mick et al. 1983). Asaresult, plan administra-
torsare saved thefinancial costs associated
with high turnover, aswell asthe declinein
patient satisfaction that often accompanies
high turnover. Patients, meanwhile, may
receive not only greater continuity of care but
also a higher quality of care (Skolnik, Smith,
and Diamond 1993). This may explain why
physician satisfaction and patient satisfaction
arestrongly correlated (Lien et al. 1985).
Finally, when patients are satisfied, they are
lesslikely to leave a plan, which is obvioudly a
benefit for any healthcare administrator.

In thisstudy, welook specifically at the
impact on physician satisfaction of changesin
patient/physician relationships and of changes
associated with therise of managed care.
Managed care was developed as a way to con-
tain costs without sacrificing quality of carein
the absence of a national healthcar e system.
Given the large and growing role played by
managed carein the United States, it iscritical
that we learn how managed car e affects physi-
cian satisfaction and what factor s can amelio-
rate any negative effects of managed care.

Asothershave noted (Lammers 1992; Linn
et al. 1985; Schulz, Girard, and Scheckler
1992), surprisingly few recent studies have
looked at physician satisfaction. Moreover, none
have looked at the impact of changing patient/
physician relationships, and almost none have
looked at theimpact of managed care (Hadley
and Mitchell 1997). Studies conducted in the
last two decades, during which managed care
has flourished, suggest that satisfaction may be
correlated with self-employment (Baker and
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Cantor 1993); perceived intellectual rewards
(Chuck et al. 1993); working in group rather
than solo practice (Skolnik et al. 1993); control
over thework environment and lack of bureau-
cratic regulations (Chuck et al. 1993; Lammers
1992); and, for those working in staff model
HM Os, participation in organizational deci-
sions on such issues as hiring, adopting new
services, or resolving patient grievances (Barr
and Steinberg 1983). Age and sex have not
been found correlated with satisfaction.

Theseresults must be considered very tenta-
tive, however, given the small number of stud-
ies on these issues and the limitations of those
studies. Two of these studies (Baker and Cantor
1993; Chuck et al. 1993) present only bivariate
relationships and use no control variables. A
third compares doctorsin marketswith high
versuslow managed car e penetration rather
than comparing doctorswith high versuslow
proportions of patients from managed care
(Hadley and Mitchell 1997). Asaresult, this
last study ismore useful for under standing the
market than for under standing the situation of
physicians.

The best data on how managed car e affects
physician satisfaction comes from two cross-
sectional studies of physiciansin the Madison,
Wisconsin  metropolitan area conducted in
1986 and 1993 (Schulz et al. 1992, 1997).
About 85 percent of patientsin that area
belong to managed car e plans, so physicians
essentially cannot avoid participating in man-
aged care. Both studiesfound that satisfaction
with HM O work was higher among primary
care physicians, those in group practice, and
those who obtained mor e than 25 percent of
their patientsfrom HM Os (probably because
those with lower percentages faced sever e eco-
nomic difficulties). In addition, satisfaction
with HM O work was highest among those who
believed they had substantial clinical autono-
my and who wer e satisfied with their income.
Neither age nor sex was correlated with satis-
faction in these studies.

THEORETICAL OVERVIEW

According to John McKinlay and his col-
leagues John Stoeckle and Joan Arches
(McKinlay 1988; McKinlay and Arches 1985;
McKinlay and Stoeckle 1989; Stoeckle 1988),
contemporary physicians have far less autono-
my than physiciansin past decades. From their
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per spective, physicians have lost control over

who becometheir patients, thetermsand con-
tent of their work, the equipment and facilities
needed for their work, and the amount and rate
of remuneration for their labor. These changes
stem primarily from two sources: (1) the
increasing attempts by the federal gover nment
to control healthcare costs, such asthrough the
Diagnosis Related Groups system and the
Resour ce-Based Relative Value Scale, and (2)

therisein managed car e plans, which enrolled
six million Americansin 1976 but 51 million

in 1995 (Group Health Association of America
1995). Under managed care, physicians' clini-
cal autonomy may be compromised, asthey
often must obtain approval before beginning
care, prescribe only authorized drugs, or fol-
low specified treatment plansfor given ail-
ments (Hafferty and McKinlay 1993; Light
1993; Schneller, Hughes, and Hood-Szivek
1994). In addition, managed car e has threat-

ened physicians autonomy to make everyday
decisions about work conditions; it has pressed

them to abandon entrepreneurial solo practices
and their own fee-for -service schedules and to
accept working in ever-larger group practices
and receiving payment via capitation, salary,

or third parties fee schedules. Finally, under
managed car e physicians have consider ably
less control over their patient pool, as patients
enter and leave their practices based on the
contracts with managed care firmsthat physi-
cians and employerssign. For all theserea-
sons, then, McKinlay and his colleagues argue
that physicians have lost professional autono-
my.

Marie Haug and Bebe Lavin (Haug 1977,
1988; Haug and L avin 1981) also believe that
physicians status as professionalsisthreat-
ened, but emphasize therole played by chal-
lengesto professional authority. They define
authority as"theright toinfluence and direct
behavior, such right having been accepted as
valid and legitimate by othersin the relation-
ship" [emphasisin original] (Haug and Lavin
1981:212). They arguethat in past decades, the
public assumed physicians had a wealth of
knowledge far beyond that available to con-
sumers and trusted physiciansto use that
knowledge for the public's good. With therise
of the patient rights and medical self-care
movements, however, public knowledge of and
involvement in medical matters hasincreased
while public trust in physicians has decr eased.
Asaresult of these challenges to professional
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authority, physicians ar e becoming only expert
consultants whose advice may betaken or |eft,
rather than membersof a profession, asearlier
sociologists (e.g., Freidson 1970) had defined
that term.

Eliot Freidson (1994), on the other hand,
arguesthat despite any changesin physicians
work environment or relationshipswith
patients, they retain their dominancein the
healthcareworld. This position is also support-
ed by various other observers, such as Frederic
Hafferty and Donald Light (1995). According
to Freidson, "the[medical] profession is
accepted asthe authoritative spokesman on
affairsrelated to its body of knowledge and
skill, and so itsrepresentatives serve as expert
guidesfor legidation and administrativerules
bearing on itswork. Furthermore, the profes-
sion has an administrative or supervisoral
monopoly over the practical affairs connected
with itswork; itsmembersfill the organiza-
tional ranksthat are concerned with establish-
ing work standards, directing and evaluating
work. "Peer review' rather than hierarchical
directiveisthe norm” -even if that peer
review isbased partly on data from modern
infor mation systems established and adminis-
tered by non-physicians (Freidson 1994:
163-164). Thus, although the position of indi-
vidual physicians may have changed, and their
autonomy and authority may bethreatened, the
dominance of the profession remainsintact.

METHODS
Study Site

Data for thisstudy come from a mailed sur-
vey conducted by the authorsin Maricopa
County, Arizona. Maricopa County ishometo
the city of Phoenix and to 59 per cent of
Arizona's physicians. This area was chosen as
resear ch site both for logistical reasons and
because the impact of managed car e has been
particularly acute here. Eighty-six percent of
physiciansin Arizona have at least one con-
tract with a managed care plan (Group Health
Association of America 1995). All Arizonans
who belong to AHCCCS (the state's substitute
for Medicaid) are enrolled in managed care
plans. So are 72 percent of commercially
insured personsresiding in the Phoenix metr o-
politan area (Edlin 1994), as compared to 52.6

percent of Americans nationally (Edlin 1994).
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Finally, Arizonaistied with California for hav-
ing the highest proportion of M edicar e r ecipi-
entsenrolled in managed car e programs: 37
percent, compared with 13 per cent nationally
(Health Care Financing Administration 1997).

Sample

The survey was mailed in 1995 to a random
sample of 1070 licensed medical doctorsin
active, federal or nonfederal, clinical practice
in Maricopa County, stratified by primary ver-
sus specialty care. Seventy-nineindividuals
wer e later removed from the sample because
they had retired, died, or moved. Final
response rate was 51.5 per cent (n = 510) of the
991 potential respondents. There were no sig-
nificant differencesin gender, age, group size,
or participation in various types of managed
car e plans between our respondents and
M aricopa County respondentsto the 1994
Arizona Board of Medical Examiners
(BOMEX) survey; that survey isrequired for
licensur e and was answer ed by mor e than 95
percent of Arizona physicians.

Eighty-two per cent of survey respondents
wer e male, compared to 79.2 per cent of physi-
cians nationally (Randolph, et al. 1997).
Respondentsranged in age from 28 to 78 with
a mean of 46. Arizona physicians wer e some-
what younger than physicians nationwide; 81
per cent were under age 55, compared to 70
percent nationally (Randolph, et al. 1997).
Twenty-four percent of respondents practiced
as solo practitioners, compared to 29 per cent
nationally (Kletke, Emmons, and Gillis 1996).
Thirty-seven percent practiced in groups of
three or more compar ed to 33 per cent of non-
federal physicians nationally. An average of 11
physicians practiced per group, as wasthe case
nationally (Kletke et al. 1996). Almost all
respondentsto our survey (97%) indicated that
they participated in at least one type of man-
aged car e plan, and many reported participat-
ing in morethan onetype.

Measures

Table 1 showsall variables used in this
study. Itemswer e recoded if necessary so that
higher scoreswould reflect greater perceived
challenges to professional autonomy, authori-
ty, or dominance. The dependent variable, sat-
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isfaction, was measur ed using responses (on a
Likert scalefrom 1 =strongly disagreeto 5 =
strongly agree) to thisitem: "1 am satisfied
with being a physician today." In this paper,
those who disagreed or strongly disagreed are
referred to asthe per centage dissatisfied.

TABLE 1. Survey Questions Used For Variables

Physician Attributes
1. Inwhat year were you born?
2. In what year did you begin practice?
3. Areyou male or female? (coded female=1,
male = 0)
4. Areyou aprimary care physician? (coded yes
=1, no =0)
Organizational Attributes
5. In addition to you, how many physicians work
in your practice? ‘
6. About what percentage of your patients are
from managed care plans?
In which types of managed care plans do you
participate:
7. PPOs? (coded yes =1, no = 0)
8. IPA HMOs? (coded yes= 1, no = Q)
9. Group/Staff HMOs? (coded yes = 1, no = 0)
| am paid by:
10. the fee-for-service schedule | set. (coded yes
=1, no =0)
11. the fee schedule set by third parties. (coded
yes= 1, no=0)
12. capitation. (coded yes =1, no = 0)
13. salary. (coded yes= 1, no = 0)
Attitudinal Measures®
Challenges to professional autonomy
14. 1 own or rent my office.*
15. 1 own most of the diagnostic technology (from
low to high tech) | usein daily practice.
16. By and large, | am paid what | want to be paid
for my services*
17. Sometimes | must ignore my own clinical
judgment and follow the directives of non
physicians regarding patient care.
18. | do not determine my work schedule.
19. In order to get new patients, | generally must
sign managed care contracts.
20. Third party payers have considerable effect on
how | treat my patients.
Challenges to professional authority
21. In general, my patients have agreat deal of
medical knowledge.
22. Most of my patients do not want to participate
in their treatment decisions.*
23. My patients have little confidence in
physicians.
Challenges to professional dominance
24. | write the orders that nonphysician healthcare
workers must follow when treating my
patients.*
Satisfaction
25. | am satisfied with being a physician today.
sResponses t0 attitudinal questions ranged from 1 =
strongly disagreeto 5 = strongly agree. Items marked
with an asterisk were reverse coded.
Note; |PA =individual practice association. PPO =
preferred provider organization.
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Data Analysis

Because thisresearch isbased on a cross-
sectional survey, we cannot directly investigate
how changes over timein the practice of med-
icine have affected physician satisfaction.
Instead, the data analysisis designed to com-
pare levels of satisfaction between physicians
whose wor king conditions are more like those
prevailing in the past (e.g., solo practice, low
per centage of patientsfrom managed care) to
those whose wor king conditions are morelike
those expected in the future (e.g., group prac-
tice, high percentage of patientsfrom managed
care).

Wefirst present bivariate correlationswith
satisfaction for all physician and organization-
al attributesand for all variables measuring
per ceived challengesto professional autono-
my, authority, or dominance. We then present
five multipleregression models. Thefirst
model looks at the impact on satisfaction of
the physician and organizational attributes.
Each of the next three models addsto thisthe
variables derived from one of the three sets of
challengesto physicians' professional status.
The final model includes all physician and
organizational attributes plusall variables
measuring challengesto physicians profes-
sional status.

Dueto problemswith multicollinearity, we
use only age and not first year in practicein
the multipleregressions. No other variables
presented problemswith multicollinearity.

RESULTS
Satisfaction

Just over half of our respondents (56.5%)
describe themselves as satisfied or very satis-
fied with being a physician today. M ean satis-
faction was 3.457 with a standard deviation of
1.178. In contrast, other surveys have found
higher levels of satisfaction with between 65
percent and 87 percent considering themselves
satisfied or very satisfied. These studies all
used Likert-type scales, but each used a differ-
ent measur e of satisfaction. Asaresult, itis
very difficult to comparethese findingsand to
try to under stand why-or if-our respondents
were mor e dissatisfied than those answering
other surveys.
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Bivariate Analysis

Physician and organizational attributes.
Befor e looking at the theor etical models, we
first looked at the impact of physician and
organizational attributeson physician satisfac-
tion. Todo this, we used t-testsfor differences
between meansfor dichotomous variables and
Pear son correlationsfor continuous variables
(Table 2).

Neither age, first year in practice, nor gen-
der aresignificantly related to satisfaction, nor
areprimary care physicians mor e satisfied
than specialists. :

Organizational attributes proved better pre-
dictorsof satisfaction than physician attribut-
es. Satisfaction ispositively correlated with
size of practice. The percentage dissatisfied
dropsfrom 33 percent among solo practition-
ers, to 29 percent among those in groups of
twotofour. It dropsfurther to 14 percent
among thosein groups of 5 to 10. However,
dissatisfaction rises somewhat (to 24 percent)
among thosein groups of more than 10.

Satisfaction isinversely correlated with per-
centage of patientsfrom managed care.
Seventeen per cent of those with lessthan one-
quarter of patientsfrom managed careand 18
percent of those with 25—49 per cent of patients
from managed care ar e dissatisfied. In con-
trast, 29 percent of those with 50-74 percent
of patientsfrom managed care and 31 percent
of those with three-quarters or mor e of
patients from managed care are dissatisfied.

Satisfaction islesslikely if oneispaid by a
third party'sfee schedule. Twenty-eight per-
cent of those paid by athird party's fee sched-
ule aredissatisfied compared to 21 percent of
those who are not. Conver sely, satisfaction is
more likely if oneispaid by salary: twenty-
three percent of those paid by salary aredis-
satisfied compared to 27 percent of those who
arenot.

Challenges to professional autonomy,
authority, and dominance. Table 2 also shows
bivariate relationships between satisfaction
and challengesto professional autonomy,
authority, and dominance. Seven itemson the
survey measur e challengesto professional
autonomy. Two of these looked at the entrepre-
neurial aspects of medical practice: owning or
renting one's office or owning most of one's
diagnostic equipment. Neither item was signif-
icantly correlated with physician satisfaction.
However, the remaining items, which mea-



TABLE 2. Descriptive Statistics and Bivariate Relationships with Physician Satisfaction (Using Pear son Correlationsfor Continuous Variables and M ean

Difference T-Testsfor Dichotomous Variables).

Continuous =
All Variables Variables Dichotomous Varighles z
Pearson Mean Satisfaction Mean Satisfaction Mean y
Standard Correlation with among those among those Difference .
Independent Variables N Mean Deviation Satisfaction Answering"Yes' (N)  Answering "No" (N) T -value
Physician Attributes )
Age 504 46.545 9.956 -.082 z
First Year in Practice 505 80.229 9.662 .064
Femae 507 .183 . 387 3.444 (90) 3459 (414) -.105
Primary Care Physician 505 546 498 3.504 (274) 3.395 (228) 1031
Organizational Attributes
Size of Practice 506 10.598 28.352 .101*
Percentage Patients from Managed Care 491 53.947 28.819 -.098*
Participate in PPOs 507 791 407 3.445 (399) 3.500 (106) -.439
Participate in IPAS 507 123 447 3.473(364) 3.414 (140) 498
Participate in HMOs 507 437 .496 3.473(222) 3443 (282) 282 o
Paid by Own Fee Schedule 507 447 497 3.529 (225) 3.398 (279) 1.249
Paid by Third Party Fee Schedule 507 .696 .460 3.360 (350) 3.675 (154) S2.777**
Paid by Capitation 507 351 AT7 3.528 (176) 3418 (328) 1.045
Paid by Salary 507 398 490 - 3.617 (201) 3.350 (303) 2.488*
Challenges to Professional Autonomy
Don't Own or Rent Office 490 2.557 1.796 .029
Don't Own Diagnostic Equipment 496 3.526 1.645 .040 —
Not Paid What | Want 503 3725 1.220 -.319%**
Must Ignore Clinical Judgment 503 2.501 1.279 - 205%** —
Don't Set Work Schedule 505 2439 1.327 -.166*** —
Must Sign Contracts to Get Patients 497 3.621 1.380 - 148%** —
Third Parties Affect Treatment 501 3351 1.385 -.188*** —
Challenges to Professional Authority
Patients Have Medical Knowledge 503 2.636 .951 L 119%* —
Patients Want to Participate 503 3.681 .928 .036 —
Patients Lack Confidence in Physicians 503 2.685 .886 -.302x** —
Challenges to Professional Dominance
Don't Write Orders for Nonphysicians 491 2.145 1.097 -.130** u_

*p < .05; **p < .01; ***p <.001



362

sured physicians perceptions of loss of control
over work conditions and clinical autonomy,
wer e all significantly and negatively correlated
with physician satisfaction. The strongest chal-
lengesto satisfaction come from not being
paid what one wanted for one's services and
having to yield one'sclinical judgment to non-
physicians. One-third (33%) of thosewho are
not paid what they want are dissatisfied, com-
pared to only 10 percent of those who are paid
what they want. Similarly, 44 percent of those
who sometimes must yield their clinical judg-
ment to nonphysicians ar e dissatisfied, com-
pared to only 18 percent of those who need not
do so.

In addition, the per centage dissatisfied was
higher among those who do not set their own
wor k schedule, must sign managed car e con-
tractsto get patients, and believe that third
party payers affect their treatment of patients.
One-third (32%) of those who do not set their
work schedules ar e dissatisfied compared to
20 percent of those who do. Similarly, 29 per-
cent of those who must sign managed care
contractsto get patients are dissatisfied com-
pared to 19 percent of those who do not need
to do so, while 31 percent of those who agree
that third party payers have considerable effect
on how they treat their patientsare dissatisfied
compared to 19 percent of those who disagree.

Threeitems measured challengesto profes-
sional authority. Surprisingly, those who agree
that their patients have a great deal of medical
knowledge are less likely to be dissatisfied
than those who disagree (18 percent ver sus 32
percent). Whether one's patients want to par-
ticipatein treatment decisions had no impact
on physician satisfaction. However, those who
agreethat patientslack confidencein physi-
cians are considerably morelikely to be dissat-
isfied than those who disagree (47% versus
18%).

Only oneitem in this study measures chal-
lengesto professional dominance. One-third
(34%) of those who do not writethe ordersfor
nonphysiciansto follow are dissatisfied com-
pared to lessthan one-quarter (23%) of those
who do write such orders.

Regression Analysis
Tofurther explore the sources of physician

satisfaction, we used multiple regression
(Table 3). Therelative stability of theregres-
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sion coefficients acr oss the table indicates few
problemswith interactionsin the data.

Model 1 testsonly for the impact of physi-
cian and organizational attributes. In this
model, size of practice, participation in |PAS,
and payment by one's own fee-for-service
schedule are predictors of higher satisfaction
(p < .05) while percentage of patientsfrom
managed car e contracts and payment by third
party payers fee schedulesare predictors of
lower satisfaction (p < .05 and p < .01 respec-
tively). The effect of thelast variableispartic-
ularly strong. Theexplanatory power of the
equation (R?=.05) islow but significant (p <
.01).

Model 2 includes the items measuring chal-
lengesto professional autonomy and the items
on physician and organizational attributes. In
thismodel, neither size of practice, percentage
of patients from managed car e contracts, or
payment by own fee schedule have a signifi-
cant effect. However, participation in IPAs
remainsa predictor of higher satisfaction (p <
.05), and payment according to a third party
payer'sfee-for-service schedule remainsa pre-
dictor of lower satisfaction (p < .01). In addi-
tion, those who do not set their own work
schedule are significantly lesslikely to be sat-
isfied (p < .05) as are those who are not paid
what they want to be paid and those who
believe they must ignoretheir clinical judg-
ment (p <.001). The percentage of explained
varianceishigher (R?=.166) thanin Model 1
and remains significant at p < .01.

Model 3includestheitems measuring chal-
lengesto professional authority and theitems
on physician and organizational attributes. As
in Model I, physiciansin larger practices
report higher satisfaction while satisfaction is
lower for those with higher percentages of
patients from managed care (p < .05). Asin
Models 1 and 2, satisfaction islower for those
who are paid according to athird party payer's
fee-for-service schedule (p < .05 and p <.001
respectively). However, participation in |PAsis
not related to satisfaction. In addition, believ-
ing that patientslack confidence in physicians
isasignificant predictor of lower satisfaction
(p <.001). On the other hand, whether respon-
dentsbelieve that their patients have much
medical knowledge or want to participate in
their own care hasno effect on satisfaction.
The percentage of explained variance (R? =
. 13) islower than in Model 2, but higher than
in Modd 1, and remains significant at p < .01
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TABI F 3 Multiple Regression of Physician Satisfaction (N = 440)8

Independent Variables Model 1 Model 2 Model 3 Model 4 Model 5
Physician Aztributes
Age -.007 -.008 -.008 -.007 -.007
(.006) (.006) (.006) (.006) (.005)
Female .022 -.029 121 .080 .086
(.151) (.145) (.148) (150) (.144)
Primary Care Physician .018 .032 -.003 .023 .016
(121) (.115) (.117) (120) (.111)
Organizational Attributes
Size of Practice .004* .003 .005* .004* .003
(.002) (.002) (.002) (.002) (.002)
Percentage Patients from Managed Care -.005* -.002 -.004* -.005* -.001
(.002) (.002) (.002) (.002) (.002)
Participate in PPOs .064 .088 . 146 111 191
(.185) (.175) (.178) (.183) (.171)
Participate in IPAs 347* .390* .265 .365* .351*
(.162) (.154) (.155) (.159) (.150)
Participate in HMOs -.085 -.053 -.046 -.080 -.033
(118) (113) (.114) (117 (.110)
Paid by Own Fee Schedule .263* .098 187 .290* .083
(.127) (.123) (.122) (.126) (.120)
Paid by Third Party Fee Schedule -.687*** -.568** S 710%** - 71]x .590**
(.201) (.203) (.194) (.199) (.197)
Paid by Capitation 219 . 167 254 .205 194
(:141) (132 (.135) (.139) (129)
Paid by Salary -.013 -.059 -.039 .005 -.060
(.161) (.157) (.154) (159) (153)
Proletarianization Model
Don't Own or Rent Office -.004 -.001
(.049) (.048)
Don't Own Diagnostic Equipment -.015 -.013
(.041) (.040)
Not Paid What | Want - 176%** .164***
(.046) (.045)
Must Ignore Clinical Judgment -.196* ** -.148***
(.042) (.041)
Don't Set Work Schedule -.096* -.061
(.042) (.042)
Must Sign Contracts to Get Patients -.034 -.051
(.045) (.044)
Third Parties Affect Treatment -.041 -.049
(.039) (.038)
Patient Empower ment M odel
Patients Have Medical Knowledge .050 .026
(.057) (.054)
Patients Want to Participate -.039 -.030
(.061) (.059)
Patients Lack Confidence in Physicians -.381*** -.288* **
(062) (.061)
Dominance M odel
Don't Write Orders for Nonphysicians - 172 ** -.126**
(.050) (.047)
Intercept 4.071 5.574*** 5.081*** 3.280*** 5.504%**
Adjusted R2 .050 . 166 1130 074 221

*Unstandardized regression coefficients are reported. Standard errors are in parentheses.

* p<.05; **P < 01; **+P < 001

Model 4 includes both the item measuring
challenges to professional dominance and the
items on physician and organizational attribut-
es. Inthismodel, asin Model |, size of prac-
tice, participation in IPAs, and payment by
one's own fee-for-service schedule are signifi-

cant predictors of higher satisfaction (p < .05)
while percentage of patients from managed
care contracts and payment by third party pay-
ers fee schedules predict lower satisfaction
(p <.05 and p <.001 respectively). In addition,
those who believe they do not write the orders
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for nonphysiciansto follow are less satisfied
than those who do (p < .001). The percentage
of explained varianceishigher than in Model 1
(R? = .074) and issignificant (p < .01).
However, it islower than in Models 2 and 3,
perhaps because this model has fewer vari-
ablesthan the other theoretical models.

Thefinal model, Model 5, includes all the
variables and hasthe greatest predictive value
(R* = 221, p,<.001). In thismodel, size of
practice, payment by own fee schedule, and
percent of patients from managed care are no
longer significant predictors of satisfaction.
However, participation in IPAsonce again pre-
dicts higher satisfaction (p < .05) while pay-
ment according to a third party payer'sfee-for-
service schedule predicts lower satisfaction
(p <.001). In addition, each of the theor etical
itemsthat had proven statistically significant
in the previous models remains significant in
this model except whether one setsone's own
work schedule. Asin the other models, physi-
ciansare more satisfied if they believe they
write the ordersthat nonphysicians must fol-
low (p <.01), are paid what they want for their
services (p < .001), do not need toignoretheir
clinical judgment and follow the advice of
nonphysicians (p < .001), and believethat their
patients have confidence in physicians (p <
.001).

CONCLUSIONS
Theoretical Implications

We began this project by looking at the the-
oriesof Eliot Freidson, John McKinlay, Marie
Haug, and their colleagues. Each of thesethe-
ories pointed to specific changesin the health-
car e environment that may have affected the
status of medicine as a profession. In this
paper, wetested whether .these same changes
may play arolein enhancing or reducing satis-
faction for individual physicians. Theresults
suggest that some but not all of these changes
do have clear and measur able consequences
for physicians.

To Eliot Freidson, professional dominance
isthecritical factor in physicians' professional
status. In arecent work (1994), Freidson has
argued that so long as physiciansas a group
remain dominant in the division of labor in
healthcare, they will retain their statusaspro-
fessionals even if individual physicianslose
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some of their clinical autonomy. Our research
suggests as well that retaining dominanceis
critical to physician satisfaction.

Wher eas Freidson deemphasizesindividual
clinical autonomy, McKinlay and his col-
leagues consider it a central aspect of physi-
cians professional status. And, indeed, our
resear ch suggeststhat clinical autonomy plays
an important rolein physician satisfaction. In
addition, John McKinlay and his colleagues
also have argued that medicine'sstatusas a
profession has declined due to physicians' loss
of autonomy in setting wor k conditions. Our
resear ch suggeststhat only some of these
changes affect physician satisfaction: solong
as physiciansretain control over their work
schedule and are paid what they want to be
paid, they do not care whether they must sign
managed car e contractsto get patients or
whether they own or rent their own offices or
equipment.

Finally, Marie Haug and Bebe Lavin argue
that physicians professional status has
declined because patients now have more med-
ical knowledge, want to participatein treat-
ment decisions, and lack confidencein physi-
cians. Our resear ch suggeststhat only the last
of these three variables affects physician satis-
faction.

The context in which physicians practice
has changed dramatically in the last twenty
years. Our data suggest that this context has
changed to such an extent that regardless of
age or yearsin practice, many physicians
accept a somewhat mor e collabor ative rela-
tionship with patients asthe norm rather than
invidiously comparing their positionsto those
of physiciansin someideal past. Similarly,
wher eas physicians twenty year s ago may have
been horrified at the prospect of managed
care, physicians now accept it astherules of
the game-at least in areasin which high per-
centages of patients belong to such plans-and
recognizethat the price of refusing to play by
those rulesis bankruptcy. As a side-effect,
physicians may now view the entrepreneurial
aspects of medical practice-owning or rent-
ing one's office or equipment as an unneces-
sary nuisance rather than asa professional pre-
rogative. Similarly, physicians now accept that
patients will seek medical knowledge and
desireto participatein medical decisions and
thus do not find such patients an impediment
to work satisfaction. We cannot say from our
data, however, whether changesin patient/
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physician relationships have had little effect on
physician satisfaction because physicians have
lear ned to manage such patients without
spending much time or giving up clinical
autonomy or because physicians have conclud-
ed that educated patientsare easier to work
with and have better outcomes.

Practical Implications

From a practical perspective, probably the
most useful conclusion to be drawn from this
study isthat participation in managed care
does not have to lead to physician dissatisfac-
tion (cf., Schulz et al. 1997). Per centage of
patientsin managed car e plans appear s not to
affect satisfaction so long as doctorsretain
clinical autonomy and control over their work
schedule and are paid what they want to be
paid for their services. Interestingly, even if
physicians ultimately are paid what they want,
they find it particularly unsatisfying (or per-
hapsjust aggravating) to be paid according to
athird party'sfee schedule. Conversely, they
find it particularly satisfying towork in IPAs,
which offer more clinical autonomy, entrepre-
neurial autonomy, and control over work con-
ditionsthan any other options available under
managed care. Finally, the beliefsthat patients
lack confidencein physicians and that physi-
ciansdo not write ordersfor nonphysicians
both reduce satisfaction, independently of the
effect of percentage of patientsfrom managed
care.

Managed care plans cannot afford toignore
physician satisfaction asit affects both quality
of care and patient satisfaction. Our results
suggest several stepsthat managed car e pro-
grams can taketo protect physician satisfac-
tion. First, managed care administrators can
review thelimitsthey place on clinical auton-
omy—such asrequiring physiciansto obtain
prior authorization before offering or recom-
mending certain treatments-and can explore
whether plans can offer physicians greater lat-
itude without sacrificing financial or health-
care goals. Second, managed car e administra-
torscan striveto increase patient confidencein
physicians while increasing physicians' belief
that their patients have confidencein them.
Plans can take such stepsasinforming patients
of the strategiesthey useto select high quality
physicians and to ensurethat their physicians
offer high quality care and then informing
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physicians of these actions. Third, managed
care administrator s can involve physiciansin
the processes of setting reimbur sement and
work schedules. Finally, given that managed
care planswill haveto continueto limit clini-
cal autonomy and control work conditions,
physician satisfaction may beincreased if (1)
physiciansplay alarger rolein setting those
limits (including establishing par ameter s for
data collection and analysis) and (2) plans bet-
ter educate physicians regarding how patients
and physicians benefit from those limits. It is
particularly crucial that for-profit managed
car e plans do so as physicians might otherwise
reasonably conclude that the sole purpose of
these limitsisto benefit stockholders.

In an ideal managed car e scenario, contracts
between managed car e plans and physicians
would link physician pay to patient outcomes.
Those outcomes would include both medical
indicators (such as number of hospital admis-
sions) and patient-satisfaction indicator s (such
as survey responses and number of patient-
initiated malpractice complaintsor suits).
These contracts would give both the most clin-
ical autonomy and the most reimbursement to
physicians with the best outcomes-satisfied,
healthy patients. Thus physicianswho use
referrals, diagnostic tests, and medical inter-
ventions wisely-offering patients neither too
much nor too little care-and those who have
a good bedside manner that engender s patient
confidence will receive both the most income
and the most autonomy from managed care
plans. In such a scenario, physicians, patients,
and managed care planswill all benefit.
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