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Does Continuity of Care Increase HMO Patients' 
Satisfaction with Physician Performance? 
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Background: This study describes the relation between patient satisfaction with physician perfonnance and 
seeing one's "own doctor" for a recent office visit. 

Methods: A cross-sectional, randomized, computer-assisted telephone interview survey was perfonned at 
an urban health maintenance organization; 1146 responses were analyzed. , 

Results: Patients seeing their own physicians were significantly more satisfied than patients seeing 
another physician, even after controlling for effects of patient age, sex, reason for visit, clinic attended, 
satisfaction with appointment making, and interval between scheduling and making the visit. The 
interaction between getting one's choice of provider and seeing one's own physician was a significant 
predictor of satisfaction (P = 0.003). Among patients who got their choice of provider, seeing one's own 
physician had a more significant effect on satisfaction than seeing any other physician (P = 0.0009 
compared with P = 0.04). Patients who did not receive their choice of provider but who did see their own 
physician had the highest satisfaction scores (P = 0.007). 

Conclusion: To increase patient satisfaction with physician perfonnance, health maintenance 
organizations should ensure that patients see their "own doctor" whenever possible for routine office 
visits. 0 Am Board Fam Pract 1996; 9:31-36.) 

Managed competition depends on market forces 
acting on organizations of health care providers, 
such as health maintenance organizations (HMOs), 
to reduce health care costs. This concept is funda­
mental in health care reform. Managed competi­
tion has been described as a potential threat to 
continuity of care and patient-physician relation­
ships that develop over a long time. l ,2 This con­
cern is especially relevant today, because since 
1992 HMOs have grown to provide care for more 
than one fifth of America's population.3 Continuity 
of care has been studied as a variable affecting pa­
tient satisfaction,4-6 but there have been no reports 
on whether continuity of care is important for pa­
tient satisfaction among patients who receive their 
health care in HMO settings. 

The Medical Outcomes Study showed that 
patient ratings of solo or single-specialty groups 
(with greater continuity of care) were signifi­
cantly more likely to be excellent than were the 
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ratings of multispecialty groups or HMOs {with 
less continuity of care),7 but the study did not 
directly examine the effect of continuity of care 
on patient satisfaction. A meta-analysis found 
that satisfaction with continuity of care ranked 
6th of 11 correlates of consumer satisfaction,8 
but this analysis did not consider the effect of 
practice type. Visits to physicians that are 
longer9 and that include psychosocial issues lo 

and nonmedical problems ll are associated with 
higher levels of patient satisfaction; but again, 
these findings might not be generalizable to . 
populations served by HMOs, because they 
were obtained in either community-based prac­
tices or university settings. Continuity of care 
has also been shown to be related to physician 
satisfaction. For example, Blankfield et aJl2 found 
that continuity of care as measured by the usual 
provider continuity method was highly corre­
lated with provider satisfaction as measured on a 
practice satisfaction scale; but again, this study 
was not done in an HMO setting. 

Because family physicians are becoming the 
keystone of primary care delivery in HMOs, and 
because the issue of continuity of care is a funda­
mental principle of family medicine,4 it is impor-
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Table 1. Content Areas of Interview Questionnaire. 

Health care center attended 

Health care provider seen 

Satisfaction with ease of seeing desired provider 

Time interval in days between making and keeping the 
appointment 

Overall satisfaction with ease of appointment making 

Satisfaction with telephone scheduling (10 questions) 

Reason for the appointment (routine health screening, acute 
problem, nonacute condition, check-back visit) 

Coordination between members of the medical team 

Ability to get specialist referral 

Time spent with the provider 

Thoroughness and competence of the provider 

Explanation given about care 

Friendliness and caring of the provider 

Preventive care focus of the provider 

Friendliness and caring of the nurses 

Thoroughness and competence of the nurses 

Overall visit satisfaction, overall satisfaction with the health 
maintenance organization 

tant to ascertain whether continuity of care mat­
ters to HMO patients as well. This study was 
done to test whether HMO patients who saw 
their own physician at their last office visit were 
more satisfied with physician performance than 
patients who saw another physician. 

Methods 
A computer-assisted telephone interview was 
conducted between 16 February and 11 May 
1994 on a randomly selected sample of enrollees 
of Group Health Cooperative of Puget Sound 
(GHC), a staff-model HMO in Washington State 
with approximately 350,000 enrollees. Patients 
were randomly selected from HMO members 
who made a primary care visit to one of nine 
medical centers in the central region of GHC in 
january, February, or March 1994. For children 
the accompanying parent was interviewed about 
the child's last visit. The time interval between 
patient visit and interview was between 1 week 
and 5 months. 

The interview questionnaire contained 44 ques­
tions and had been developed as part of an on­
going project to monitor patient satisfaction with. 
care. The questionnaire was developed in 1989 as 
a joint project of the Group Health Association of 
America and the HMO group. To maximize con­
tentvalidity,john Ware,jr., PhD,14,15 was enlisted 
as a content specialist in the design phase. No 

32 JABFP Jan.-Feb.1996 Vol. 9No.l 

other specific validity testing was performed, al­
though the questionnaire used in this study had 
been revised from the original 1989 instrument 
based on cumulative experience with its adminis­
tration. Questionnaire reproducibility was deter­
mined by inspecting the stability of responses to 
selected questions used within the past 4 years, 
during which the questionnaire had been adminis­
tered on eight separate occasions. In addition to 
demographic information, patients were asked to 
rate their satisfaction with various aspects of care 
on a 5 -point Likert scale (poor, fair, good, very 
good, excellent). General content areas included 
are presented in Table 1. 

Patients' satisfaction with the performance of 
their physician or other health care provider was 
measured using the same S-point scale. Patients 
were asked to rate time spent with the provider, 
the thoroughness and competence of the pro­
vider, the explanation given about their care, the 
friendliness and caring of the provider, the sup­
port they received from the provider on ways to 
avoid illness and stay healthy, and their overall 
satisfaction with the visit. 

Statistical Analysis 
The dependent variable for satisfaction with 
physician performance was calculated as the sum 
of consumer evaluations of three of the five di­
mensions of physician performance: thoroughness 
and competence, explanation given about care, 
and physician support for ways to avoid illness and 
stay healthy. In this way, a IS-point scale was cre­
ated for this variable: poor, 0 to 3; fair, 4 to 6; 
good, 7 to 9; very good, 10 to 12; excellent, 13 to 
15. This summary variable was chosen because it 
was both the most specific assessment of discrete 
physician behavior, and it was approximately nor­
mally distributed. Other possible groupings of the 
physician satisfaction variables were less appropri­
ately distributed to fulfill the parametric assump­
tions of multivariate regression analysis. 

Independent variables were selected for both 
theoretical reasons (age, sex, reason for visit, 
clinic attended) and through forward and back­
ward stepwise regression methods to find particu­
larly salient features of the process of obtaining 
medical care (ease of appointment making by 
telephone, delay in days between requesting ap­
pointment and actually being seen). Dummy vari­
ables were used to evaluate the effect of clinic at-
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Table 2. Calculated Percentage of Change in Satisfaction Score 05-Point Scale) for Regression Model Variables.· 

Variable 

Age (change per I-year interval) 

Sex (1= female, 2= male) 

Ease of appointment making 

Each day between scheduling and keeping appointment 

Reason for visit compared with health maintenance visit 

Acute illness 

Nonacute illness 

Follow-up visit 

Clinic attended (1 of9 clinics) 

Percent Change 

-0.07 

3.1 

8.0 

0.33 

(Any reason) 

4.3 

6.5 

7.3 

(Any clinic) 

PValue 

0.46 

0.10 

<0.000 

<0.000 

0.01 

0.09 
0.Q2 

0.004 

<0.000 

Physician seen and choice of provider, compared with least satisfied group 

Saw own physician, got choice of provider 

(Any combination) 

10.0 

0.003 

0.0009 

Saw other physician, got choice of provider 

Saw own physician, did not get choice of provider 

Saw other physician, did not get choice of provider 

9.3 

21.3 
Reference group 

0.04 

0.007 

·Regression model R2 = 0.24; F test value 19.5, degrees of freedom 1135, significance ofF test value P <0.000 

tended, reason for visit, having one's request to 
see a specific provider met, and seeing one's own 
versus another physician. Because receiving one's 
choice of provider was highly correlated with the 
provider actually seen, the relation between satis­
faction and these two variables is presented as a 
stratified analysis. 

The data were analyzed using chi-square tests 
to test associations between nominal variables, 
two-tailed t-tests to test for differences in means 
of continuous variables, multiple analysis of vari­
ance (MANOVA) to test for significance of age 
and sex as covariates, and multiple regression 
analysis to control for confounders while testing 
for associations between independent and depen­
dent variables. 

Results 
A total of 1939 persons were contacted, and 1447 
interviews were completed, with approximately 
150 members interviewed from each medical cen­
ter, for an overall response rate of 70 percent. 
There were 572 (33 percent) male and 875 (67 
percent) female patients, with an age range of 0 to 
96 years. After excluding persons seen by a nurse, 
physician's assistant, or other nonphysician and 
incomplete responses, the responses of 1146 pa­
tients were included in the final regression analy­
sis; 468 (41 percent) from male, and 678 (59 per­
cent) from female respondents. 

Interestingly, 90 percent of total respondents 
reported having gotten their appointment when 

they wanted it. Chi-square analysis revealed that 
satisfaction with physician thoroughness and ex­
planation was highly related to whether the pa­
tients got an appointment with the provider they 
requested (P = 0.00001 for thoroughness; P = 
0.0008 for explanation). Likewise, these satisfac­
tion scores were also significantly related to 
whether patients saw their own physician (P = 
0.0008 for thoroughness; P = 0.05 for explana­
tion). Although seeing one's requested provider 
was more highly correlated with excellent satis­
faction than seeing one's own physician, both 
were significantly related to levels of excellent 
satisfaction. The mean score for the dependent 
variable for satisfaction was significantly higher 
for subjects who saw their own versus another 
physician (10.72, very good, compared with 9.70, 
good; P = 0.01 by two-tailed t-test). 

Patient age was significantly related to satisfac­
tion scores, with increasing satisfaction among 
older consumers (P = 0.004 by MANOVA). Sex 
was also significantly related (P = 0.04 by 
MANOVA). Both sexes were equally likely to see 
their own physician (P = 0.4 by two-tailed t-test). 

Multiple regression analysis was used to control 
for the effects of patient age, sex, clinic attended, 
reason for visit (health maintenance, urgent condi­
tion, nonurgent condition, follow-up), overall sat­
isfaction with ease of appointment making, and 
time in days between making and keeping an ap­
pointment. Calculated percentage of change in 
score on the IS-point satisfaction scale for vari-
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Figure 1. Satisfaction by physician and choice of provider. 

abIes in the final regression model is shown in 
Table 2. These values show that after controlling 
for variables in the model, consumers were more 
satisfied with physician performance when they 
saw their own physician for a clinic appointment 
than when they saw another physician. The inter­
action of getting an appointment with a requested 
physician and seeing one's own physician was a sig­
nificant predictor of patient satisfaction (P < 
0.003). Compared with the least satisfied con­
sumers who neither saw their own physician nor 
received their choice of provider (ie, the reference 
group), patients who either saw their own physi­
cian or received their choice of provider were more 
satisfied. Among patients who got their choice of 
provider, seeing one's own physician had a more 
significant effect on satisfaction than seeing any 
other physician (P = 0.0009 compared with P = 
0.04). PatientS who were able to see their own 
physician, but who did not receive their choice of 
provider, had the highest calculated satisfaction 
score, with a calculated 21.3 percent increase in 
satisfaction compared with the reference group. 
This change equates to an increase of more than 
one complete satisfaction group on the Likert scale. 

Figure 1 presents the distribution of patients 
based on physician seen and choice of provider. 
Approximately 40 percent of consumers reported 
excellent satisfaction in the three strata that either 
saw their own physician or got their choice of 
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provider. In contrast, only 23.9 percent of con­
sumers reported excellent satisfaction in the least 
satisfied stratum (ie, the reference group). 

Discussion 
Continuity of care in this HMO, defined as pa­
tients seeing their own physician versus someone 
else, was significantly related to patient satisfac­
tion with physician performance. This relation 
remained s'tatistically significant even after con­
trolling for patient age, sex, clinic attended, rea­
son for visit, overall satisfaction with appointment 
making, and timing of the appointment. In addi­
tion, this study shows that whether patients re­
ceive their choice of providers is also significantly 
related to satisfaction with physician perfor­
mance. Among patients who received their choice 
of provider, seeing one's own physician had a 
larger and more significant effect on patient satis­
faction than seeing any other physician. These 
findings are consistent with those of DiMatteo 
and Hays,16 which showed higher levels of patient 
satisfaction associated with higher levels of conti­
nuity of care, but they did not control for poten-
tial confounders. . 

Patients who did not choose to see their own 
physician but did so anyway were more satisfied 
than any other subgroup in this sample (a calcu­
lated satisfaction score increase from the refer­
ence group of 21.3 percent compared with 9 to 
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10 percent). This finding suggests that patients 
were pleasantly surprised by the chance to see 
their own physician, perhaps for hastily sched­
uled or walk-in appointments, when they had 
chosen to see the first available provider rather 
than requesting their own physician. In contrast, 
patients who requested to see their own physi­
cian but were unable to do so were clearly the 
least satisfied group in this sample. Interestingly, 
compared with satisfaction levels with health 
maintenance visits, patients were more satisfied 
with nonurgent visits and follow-up visits than 
with urgent visits. This finding might relate to 
patient expectations associated with different 
types of visits, but would require additional study 
to evaluate. 

The mechanism by which continuity of care is 
associated with patient satisfaction and with 
physician performance might be through the ef­
fect of personal knowledge of family physicians 
for their patients.17 Personal knowledge is a per­
sonal information network that family physicians 
develop through working with patients. It is a de­
tailed portrait of the patient as a person, consist­
ing of medical facts, the physician's experience 
and intuition, and the ethics and psychodynamics 
of the relationship between patient and physician. 
The physician's personal knowledge of the patient 
allows the physician to tailor communication for 
each patient, a process that has been shown to 
promote patient satisfaction. IS In addition, per­
sonal knowledge of the patient has many other 
important influences on physicians' daily clinical 
practice. 19 

The development and use of personal knowl­
edge by physicians require both time and interest 
on the part of physicians and patients alike. Gabel 
et apo found that the physician's knowledge of the 
patient and the patient's familiarity with the 
physician were the two main factors contributing 
to the maintenance of a continuous care relation­
ship between patients and physicians. Their re­
sults were not from a managed care setting but 
were noteworthy because the patient-physician 
relationships studied were of at least 15 years' du­
ration. Similarly, many physicians in our study 
had practiced for more than 15 years at GHC.1t 
is possible that patient satisfaction is increased 
among patients who enjoy such long-term rela­
tionships with their physicians compared with pa­
tients with less established relationships; but 

these data do not permit further clarification of 
this point. 

One drawback of this study is that the measure 
of continuity of care was a single question asking 
whether patients saw their own physician rather 
than another physician or other health care 
provider at their last visit. Thus, it is not entirely 
clear whether follow-up from one visit to the next 
or an ongoing relationship between provider and 
patient was being assessed. The former is some­
times regarded as continuity, the latter, longitudi­
nality, as Dietrich and MartonS point out. Be­
cause a response to this question implies that 
patients understood who their own physician was, 
the concept of continuity measured seems more 
similar to longitudinality rather than to follow-up 
visit continuity. Further work using similar ques­
tionnaires would benefit from more precise mea­
surement of these aspects of continuity of care. 

This study was performed in a staff-model 
HMO in which approximately two thirds of pa­
tients saw their own physician at the visit studied. 
In private practice preferred provider organiza­
tions near the study region, approximately 80 
percent of patients saw their own physician at 
their last visit.21 Thus these data show the same 
pattern of increased continuity in single-specialty 
groups, compared with HMO clinics, that was 
present in the Medical Outcomes Study.7 The 
findings of this analysis suggest that this pattern 
is not the result of a preference of HMO patients 
for decreased continuity, but rather a conse­
quence of the managed care system itself. Be­
cause health care reform and market forces are 
moving Americans toward managed care, be­
cause managed care is associated with decreased 
continuity of care, and because continuity of care 
affects patient satisfaction, as well as utilization 
of health resources22 and emergency services,23 
we need further research to explore how the 
move to managed care might adversely affect 
other aspects of health care utilization than pa­
tient satisfaction. 

Conclusion 
To increase patient satisfaction with physician per­
formance, HMOs should increase the chance that 
patients see their own physicians whenever possi­
ble for follow-up and nonacute office visits. Ad­
ministrative decisions that interfere with continu­
ity in relationships between HMO patients and 
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their self-defined "own" physician could adversely 
affect patient satisfaction with their health care. 

The Quality of Service Department of Group Health Co­
operative ofPuget Sound, and Russ Riddle of Decision Data 
Inc., Kirkland, Wash., provided data collection and entry. 
The Biostatistics Consultation Service of the University of 
Washington provided statistical advice. 
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