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Study Shows Physician Gatekeeping May Help
Lower Costs, But Questions Remain about Physician

and Patient Satisfaction

Gaekegping— asystem inwhich hedth
plan enrallees choose aprimary care physician
(PCP) asade-facto sarvices-utilization manager
and consultant to make decisons regarding the
need for specidty providersand sarvices—is
aterm that iswidely recognized withinthe
context of managed hedth care. But how well
the public understands both the objectives of
gatekeeping and its effects on hedlth care ddliv-
ery, isnot widdy known. Thus, the question
posed by David Blumenthd, M.D., chief of the
Hedlth Policy Research and Development Unit
a Massachusetts Generd Hospita (MGH), and
his colleagues was how does gatekeeping effect
accessto, qudity of, and satisfaction with hedth
care. Specificaly, he examined the outcomes
for employees of alarge Massachusetts hospitd
who choseto join ahedth maintenance organi-
zaion (HMO) that required the use of aPCP
gatekeeper, rather than remaininginasmilar
plan without a gatekeeper.

Oveadl, they found that while gatekesping
did serveto lower cogtsfor theinsurance carrier,
satifaction with the gatekeeping plan was
lower from the perspective of both doctors and
patients. Andwhile HMOs aretouted as
improving rates of preventive care, the sudy
results show that there was no significant
increasein preventive care (mesasured according
to number of Pap tests, mammograms, and
other screening devices) for the gatekeeping
population. Intermsof understanding what
meakes people who have the option choose
ather anindemnity or an HMO plan, it was
found that overdl, higher-income employees
werelesslikely to switch. Thisimpliesthat for
those who can afford an indemnity plan, flexi-
bility and choice are high priorities.

“Gatekeeping isrecognized as an important
and sgnificant changein theway hedth plans
do business” Blumenthd explains. “It makes
sense from the HMOs' standpoint because they
can delegate management to the doctors, who
theoreticaly have closer relationshipswith
patients and can better understand whet patients
need.” But what the researchersfound wasthat
doctorsthemsdaves were less stisfied with the
gatekeeper arangement. Whilethe gatekeep-
ing plan effectively improved enrollees’ conti-
nuity of care, itsmain achievement wasto curb
the cogt of thet care.

Project Description

At the heart of Blumenthd’sandyssisa
natura experiment that occurred at MGH in
1993. That year, MGH employesswere given

thefollowing choice: to continuetheir enroll-
ment in the Blue Cross and Blue Shield indem+-
nity plan (BCBS) offered by the hospitd, or to
switchto an HMO plan caled MGH Plus
(MGHP), which required aprimary care gate-
keeper. Approximately haf of the BCBS
enrollees made the switch, creeting both atreet-
ment and a control population upon which the
effects of gatekeeping could be measured.

Blumentha and histeam of researchers—
Danid Singer, M.D. and Nancyanne Causino,
Ed.D., both from MGH, and John A. Rizzo,
Ph.D., from the School of Public Hedth a Yae
Universty — formulated three sets of hypothe-
sesthat focused on 1) the effects of gatekeeping
on accessto, codt of, and qudity of carefor dl
MGH employess, 2) the effects of gatekegping
on patient and provider stisfaction; and 3) the
economic, demographic, and other factorsthat
influence employeesto choose a plan that man-
dates use of agatekeeper. These hypotheses
weretested using both patient and provider data
in theform of sdf-administered surveysto both
populations, aswell asthrough clams deta.

To account for hedlth utilization behavior
both before and after the HMO plan wasintro-
duced (thereby controlling for self-selection
bias), datawere collected from 1991 to 1995 —
the two years before and two years after the
switch took place. In addition, becausethey
understood that differencesin utilization could
be attributed to characteritics other than the
hedlth plan, the researchers controlled for
severd variables, including type of job and
sdary level. They dso noted who had been
previoudy diagnosed with hypertension,
diabetes, or asthma, in order to andyze gate-
keeping's effect on enrolleeswith chronic
illness.

Achieving the Balance: Costs vs.
Quality of Care

Based on the petient and cdlaims data, the
researchers found that during thefirst year podt-
MGHP, gatekeegping did, in fact, result inlower
cogts, mainly dueto the reduced use of specid-
igs. Atfirg, thefact that doctorswere given no
financia incentive for regtricting referralsto
specidigsinthe MGHP planimplied that the
declinein cogts could be atributed mainly to
the strength of the gatekeeping mechanismasa
case management toal. In year two, however,
the gatekeeping plan witnessed anincreasein
cogtsthat brought them just below thosefor the
indemnity plan. The genera explanation for
this dichotomy isthat the“ switching” factor led



to adedinein specidty referrds, which subse-
quently sparked the naticesble dedinein codts.
Inpracticd terms, the act of switching hedth
plans may have caused adecreasein overdl
hedlth plan utilization, which wasreflected inthe
drop in cogt over thefirgt yeer after the switch
occurred. Unfamiliarity with gatekeeping,
ddlaysin choosng aPCP, and miscommunica
tion over the process of usng specidty services
coulddl contributeto thedrop. After re-
enralling for asecond year, however, employess
may have become more familiar with the
processesinvolved in obtaining care through the
HMO and been better equipped to beer the
adminigtrative burdensimposed by gatekegping.

While cosgswere oneissue, the evolution of a
new type of relationship between physicdiansand
patientsthat could beinitiated by the gatekeep-
ing mechaniam isancther important varigblein
thisstudy. The dataimplied thet the MGHP
gatekesping method served to promote continu-
ouscarein away that thetraditiond indemnity
plandid nat. Paientswho enrolledinthe
MGHP had to choose asingle physician whose
jobit now wasto advise on what kind of sar-
vicesthey needed, and in some cases, to make
urethose serviceswerereceived. The mandate
thet each enrollee consult with a PCP before
getting additiond care gpparently improved
continuity of care, which could beseenasa
positive aspect of gatekeeping.

While MGHP enrdlless gave their actud care
high absolute marks, they were not as positive
about their overd| experiencewith the planas
wereindemnity members. Infact, MGHP
memberswereless positive on severd categories
related to qudity of care, including informetion
received from their PCPs, thethorough - ness of
exams, the PCPs persond interest in and atten-
tion to the patient, the amount of time spent with
their doctors, and communication with their
doctorswhen not on ascheduled gppointment.
Whenit cameto use of specidigts, enrolless
expressed dissatiSaction with the difficulty in
obtaining referrds and ahigh incidence of
billing mistakes related to specidist vidts.

Physicians’ Response

The survey of physicians examined their
attitudes regarding the effects of gatekeeping
compared to tradiitional careinthree aress:
adminigtrative burden, qudity of care, and
appropriateness of resource use and codt.
Again, dthough gatekeeping's ahility to control
cogswas rated positively by the mgjority of
physicians, quality of care and satisfaction
were highlighted as areasin which gatekesping

did not perform aswell asthe traditiond
indemnity plan.

Similar to their patients, doctors responded
negatively to questions relating to the effects of
gatekeeping on the doctor-patient relationship
and time spent with patients. 1t should be noted,
however, that when cost and qudity were taken
together asasummary rating, 72 percent of
PCPs considered gatekeeping to be equd to or
better than traditionad care. Thephyscian
survey controlled for characterigticsthat could
affect ease or difficulty of adjusment to agate-
keeper system. Thereaults of that analysisindi-
caetha the physcian characteristic most
strongly associated with attitudes was number
of yearsindinicd practice— the fewer years,
the more positive the gatekeeper ratings. In
addition, being agenerdis rether than agpecid-
ist and having asmaller number of patients
enrolled in an HMO were S0 associated with
better overdl attitudes and subsequent ratings.

Implications for Policy and Research

Blumentha notesthet “ gatekeeping is
aways subject to physicians poor judgement,
which could be athreset to qudity.” When
financia incentives are added to the mix, both
patient and provider satisfaction may declineas
accessto and qudity of care becomelower
prioritiesthan saving money. “ Gatekesping
must beimposad with sengtivity and flexibil-
ity,” he sates, especidly since he seesfinancia
incentivesto reduce specidty care becoming
mare common among plansthat use the gate-
kesping mechaniam.

Asfar asfurther work on thissubject,
Blumentha is now using the data collected for
thisstudy to look a how the need for pediatric
carefactorsinto the choice of indemnity vs.
HMO and is planning to prepare a paper
exploring thisquestion. Other issuesthat he
believeswarrant further study include efforts
by hedlth plansto diminate gatekeeping al
together. Basing thiskind of study onthe
reverse of what occurred a& MGH, hewould
examine changesin access, quality, and satis-
faction among patients who became “trained”
in going through a gatekeeper. But until anatu-
ral experiment takes place, thistype of evdua
tion will haveto wait.

In addition, Blumentha would eventualy
like to study what happens when gatekesping
evolvesfrom being adrictly adminigtrative tool
to being aprocess linked to financia incen-
tives. Answersto that question will dso haveto
wait until there are working models available
for examination. m

For moreinformation, contact David Blumenthal, M.D., at (617) 726-5212.
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Although gatekeeping’s
ability to control costs

was rated positively by

the majority of physicians,
quality of care and
satisfaction were highlighted
as areas in which gate-
keeping did not perform

as well as the traditional

indemnit

ALPHA CENTER
1350 CONNECTICUT AVENUE, NW
SUITE 1100
WASHINGTON, DC 20036
TEL: (202) 296-1818
FAX: (202) 296-1825

Program Director
ANNE K. GAUTHIER

Deputy Director
DEBORAH L. ROGAL

Senior Research Manager
AMY BERNSTEIN

Editor
CAROLE C. LEE

Writer
TANYA T. ALTERAS




