Report on Survey Methods
for the Community Tracking Study’s 1998-1999
Round Two Physician Survey

Final Report (Public Use File)

CENTER for STUDYING

CHANGE

Frank Potter, Mathematica Policy Research
Richard Strouse, Mathematica Policy Research
Michael Sinclair, Mathematica Policy Research
Steven Williams, Mathematica Policy Research

Michael Ellrich, Gallup Organization
Roger Tourangeau, Gallup Organization

600 Maryland Avenue, SW
Suite 550
Washington, DC 20024

Technical Publication No.

November 2001



CONTENTS

Chapter Page
I OVERVIEW ...ttt sttt sttt e st saeeneese e e e e et e ntessentennenneens 1
A. OBJECTIVES OF THE COMMUNITY TRACKING STUDY .....ccceovrinirininniens 1
B. ANALYTIC COMPONENTS OF THE COMMUNITY TRACKING
10 1161 USSP 2
C. THEPHYSICIAN SURVEY ..ottt st ens 4
0 SAMPLE DESIGN ...ttt sttt sttt enes 6
A. SITE SELECTION ....ooiiiiiiiieiesesie et ee ettt sse e e sae e saessessesneesesnens 7
1. DEfiNItiON Of SITES.....ceiiieiiiiiesierie et 7
2. NUMDEYN OF SITES.....ciiiiiiisereser et 7
TS 1 (<= 1= ol i o] o [ SR 8
4. Additional Samplesfor Better National EStimates...........cccceeveevviceeveeiennne 10
B. TARGET POPULATION.....cciiiitistsiisiisesieee st st st sae st ssesne s 11
C. DESIGN ISSUES ...ttt sttt st s 14
S 1110 =X @ V= 1 = o IS 14
2. Errorsin Specialty ASSIONMENT ......cccovuiiiierierinesesieseee e 19
3. Geographic MisClassifiCation ..........ccceveeeeieeriecie e 20
D. IMPLEMENTATION ..ottt sttt nne e 22
1 SamPliNg FIamMe.......ccoiiee et 22
2. Sampling Unitsand StratifiCation.............ceoeeerereneneneneseeeeeeee e 23
[l SURVEY DESIGN AND PREPARATION ....cccoiiiiiiiinininieieesie e 32
S O o =l 1 U S 32
B. INSTRUMENT DEVELOPMENT .....occtiiiieieiesiesie et nee s 33
T o ) SO 33



CONTENTS (continued)

Chapter

Page

D. ADVANCE LETTER PREPARATION ..ot 33
E. CATISYSTEM AND TELEPHONE MANAGEMENT SYSTEM.........cccccueun..e. 36
F. INTERVIEWER SELECTION ....ccciiiiiiiieiie et 36
G. INTERVIEWER TRAINING......ooiiie ittt 37
H. PREPARING SAMPLE FOR THE FIELD.......c.ccooiiieeeeeee e 38
DATA COLLECTION ...ttt st 39
A. TELEPHONE CENTER STAFF ...t 39
B. INTERVIEWER MONITORING ......ccoiiiieieeee et 39
C. LENGTH OF INTERVIEW .....oooiiiiieeeeeee ettt 40
D. SPANISH-SPEAKING PHY SICIANS ... s 40
E. TRACING... .ottt st b e e e e neennes 40
F. REFUSAL CONVERSION......cccoiiiiiiieniie ettt 43
G. RESPONDENT INCENTIVES.. ...ttt 45
H. PHYSICIAN RECRUITERS........ccoi ettt 46
.  DISPOSITION OF THE ROUND TWO SAMPLE.......cccoiiiieeeneeeeeen 46
J. RESPONSE RATE CALCULATIONS ......oooiereeee ettt 50
K. DATA PREPARATION.....ciiiiiietee sttt st 53
1. RANGE CNECKS....ceiitiiicieeee e s 53

2. CONSIStENCY CECKS......ciiiieciie ettt 54



CONTENTS (continued)

Chapter Page
3. DAACIANING ..cveviriieiieieeeie et 55
N oo (] oo ST 55
5. Location Coding REVIEW .........cceviiiriiiiieeeses e 55
V. SAMPLING AND ANALYSISWEIGHTS .....coi et 58
A, OVERVIEW ...ttt st sttt nneene e 58
L HIgh-INteNSItY SItES.....coiciiiiie et 58
2. Competing ODJECHIVES .......cceiuiriirierieeee e 60
3. FOCUSON PriMary Care......ccccoveiieiieiieesieesiee et ste st sae et st sre e s eneas 61
4.  Supplemental SAMPIE ..o 62
5.  Geographic Misclassification (MOVENS) .......cccccuveieeiieiiieeiie e 62
6. Longitudinal Versus Cross-Sectional ESimates.........ccccvvveveeveneeneciinneenn 63
7. ANAYSISWEIGNES. ... .ooiieciiccee e 63
8. WEIGNISUSEM.... .ot e 64
B. COMPUTATIONAL METHODS.......cci oot 64
I O Y V1= P 64
2. Probability of SEIECON .......ccocciieiiicece e 66
C. LOGISTIC PROPENSITY MODELS FOR NONRESPONSE

ADJUSTMENTS ...ttt esreenaeeneesne e s e 68
1.  Examining Patterns of NONTESPONSE..........covreiriererieriesie s 72
2. Determining Factors Influencing RESPONSE .......cceevveeieeiieiiiee e 72
3. Developing AdjuSImMENt FaCLOrS.........ccueuiierierierere e 73
D. RESPONSE PROPENSITY MODELS.......ccccoeieeiereereeeseee et 74
1. General Model DeVEIOPMENT........covririiieee s 74
2. Poststratification and Ratio-Type Adjustments........ccccvveceeieecieeieecsieesiens 85
3. Site Estimate AJUSIMENTS.......ccooiiiiierie e 88
4, WeIght THMMING ...oocveeiieciee e e b e e re e sraeereeanes 91
5. Panel WEIGNLS.......coiiiiieeee et 92

6. National Anaysis Based on Combined Site and Supplemental
SAMPIES....c e et 93



CONTENTS (continued)

Chapter Page
e o AL 98
APPENDIX A: SURVEY INSTRUMENT AND ADVANCE MATERIALS.......... Al

APPENDIX B: EQUATIONS USED FOR ROUND TWO INCLUSION
PROBABILITIES......coi et B.1

APPENDIX C: NONRESPONSE ANALY SIS (NOT AVAILABLE IN THIS
VERSION) ..ot Cl1

APPENDIX D: CONCEPTUAL FRAMEWORK FOR COMBINED SAMPLE
ESTIMATES ..o s D.1

Vi



Table

.1

.2

.3

1.4

.5

1.6

.7

.1

.2

V.1

V.2

V.3

V.4

V.1

V.2

LIST OF TABLES

Page
SITESSELECTED FOR THE COMMUNITY TRACKING STUDY ....cccccccvvevvieeee 3
SPECIALTIES EXCLUDED FROM THE AMA FILES ..o, 12
SPECIALTIES EXCLUDED FROM THE AOA FILES.......cccoi e 13
SURVEY PRECISION REQUIREMENTS.......ooie e 15

ROUND TWO EXPERIENCE WITH MOVERS (NOT AVAILABLE IN THIS
VERSION) ...ttt ettt s bt b et enenn e b nn e

STRATIFICATION AND SAMPLING ASSUMPTIONS AND
SPECIFICATIONS FOR THE COMMUNITY TRACKING STUDY
PHYSICIAN SURVEY ..o s 25

SAMPLING FRAME AND SAMPLE COUNTS FOR THE 1998 SITE

SURVEY (NOT AVAILABLE IN THISVERSION......ccccoiiiiiiiicse e
FRAME AND SAMPLE COUNTS FOR THE SUPPLEMENTAL SAMPLE........... 29
ROUND TWO PHY SICIAN SURVEY SCHEDULE.........ccoocoiiiiiieee 32
CHANGES TO THE ROUND TWO PHY SICIAN SURVEY .....ccccoviiiiiiiiiieee, 34
FINAL DISPOSITION OF THE SAMPLE, BY ROUND........ccccoiiiniriececee 47
DISPOSITION OF ROUND TWO SAMPLE, BY SAMPLE TYPE AND

ROUND TWO RESPONSE STATUS ... .o 49
COMPLETED CASES, BY TARGET SAMPLE SIZE, SITE, AND

TYPE OF PHYSICIAN (NOT AVAILABLE IN THISVERSION) ......ccviiieieniinieenen,
RESPONSE RATE CALCULATIONS FOR ROUND TWO .......cccoiiiiiiiriiinens 51
SUMMARY OF ANALY SISWEIGHTS........cooinirrereeesiesiesisesiesieseesseseesenns 65

RESULTS OF THE LOCATION MODELING PROCEDURES, BY PANEL,
FORTHE SITE SAMPLE.......o s 78

vii



TABLES (continued)

Table

V.3

V.4

V.5

V.6

V.7

V.8

V.9

RESULTS OF THE LOCATION MODELING PROCEDURES, BY PANEL,

FOR THE SUPPLEMENTAL SAMPLE ......ooiii e

RESULTS OF THE RESPONSE MODELING PROCEDURES, BY PANEL,

FOR THE SITE SAMPLE ... .o

RESULTS OF THE RESPONSE MODELING PROCEDURES, BY PANEL,

FOR THE SUPPLEMENTAL SAMPLE ......ooiiiie e

SUMMARY OF THE PROPENSITY SCORE ADJUSTMENTS, BY SAMPLE

TYPE AND PANEL ...

POSTSTRATIFICATION AND RATIO-TYPE ADJUSTMENTS FOR

NATIONAL AND SITE ESTIMATESWEIGHTS.......cccoi i,

FINAL SITE ESTIMATES OF NUMBERS OF PHY SICIANS FOR ROUND

TWO, BY PCP STATUS (NOT AVAILABLE IN THISVERSION............cceueu....

ROUND ONE QUESTIONNAIRE ITEMSUSED IN RAKING

PROCEDURES.........oo s

viii



LIST OF FIGURES

Figure Page
1.1 OPTIMUM ROUND TWO SAMPLE OVERLAP FOR DIFFERENT

LEVELS OF CORRELATION BETWEEN ROUND ONE AND
ROUND TWO SURVEY ESTIMATES.......co oot 18

1.2 RELATIVE EFFICIENCY FOR DIFFERENT LEVELS OF OVERLAP..........ccccenuee. 20



I. OVERVIEW

A. OBJECTIVESOF THE COMMUNITY TRACKING STUDY

The Community Tracking Study (CTS), which is funded by the Robert Wood Johnson
Foundation (RWJF), is designed to provide a sound information base for decision making by
health care leaders. It does so by collecting information on how the health system is evolving in
60 nationally representative communities across the United States and on the effects of those
changes on people. The CTS, which has been under way since 1996, is a longitudinal project
that relies on periodic site visits and surveys of households, physicians, and employers.
Although many studies have examined markets in California and Minnesota, and many have
analyzed local or selected data, no study has systematically examined change in a broad,
nationally representative cross-section of U.S. markets. Moreover, none has analyzed the effects
of changes on service delivery, cost, and quality. The CTS addresses two broad questions that

are important to public and private health decision makers:

1. How is the health system changing? How are hospitals, health plans, physicians,
safety net providers, and other provider groups restructuring, and what key forces are
driving organizational change?

2. How do these changes affect people? How are insurance coverage, access to care,

use of services, health care costs, and perceived quality of health care changing over
time?

Focusing on markets is central to the design of the CTS. Understanding market changes
requires a study of local markets, including the markets' culture, history, and public policies

relating to health care. To track change across the United States, we randomly selected 60



nationally representative communities stratified by region, community size, and type
(metropolitan or nonmetropolitan).

The CTS examines 12 of the 60 communities in depth by conducting site visits and using
survey samples large enough to draw conclusions about change in each community. The 12
communities comprise a randomly selected subset of sites that are metropolitan areas with more

than 200,000 people (as of July 1992). We refer to them as high-intensity sites.

B. ANALYTIC COMPONENTSOF THE COMMUNITY TRACKING STUDY

The CTS has qualitative and quantitative components. The qualitative component consists
of case studies in the 12 high-intensity sites. The first round of comprehensive case studies of
the health system was conducted in 1996 and 1997; the second round was conducted in 1998 and
1999. Survey data from the 12 high-intensity sites and from 48 additional sites, listed in Table
[.1, complement this information.

The CTS aso includes independent surveys of households, physicians, and employersin all
60 sites, thereby enabling researchers to explore relationships among purchasers, providers, and
consumers of hedth care? We also conduct a Followback Survey, which is linked to the
Household Survey. In the Followback Survey, the privately financed health insurance policies
covering respondents to the survey of households are “followed back” to the organization that

administers the policy. The purpose of the Followback Survey isto obtain information about the

The CTS covers the contiguous 48 states and the District of Columbia. Alaska and Hawaii
were not part of the study.

*The RAND Corporation, in collaboration with the Center for Studying Health System
Change (HSC), conducted the Employer Survey; other surveys were conducted under HSC's
direction.



TABLEI.1

SITES SELECTED FOR THE COMMUNITY TRACKING STUDY

High-Intensity Sites

Low-Intensity Sites

Metropolitan Areas

Metropolitan Areas

Metropolitan Areas

Nonmetropolitan

>200,000 Population® >200,000 Population® <200,000 Population® Areas
01-Boston (MA) 13-Atlanta (GA) 49-Dothan (AL) 52-West Central
02-Cleveland (OH) 14-Augusta (GA/SC) 50-Terre Haute (IN) Alabama

03-Greenville (SC)
04-Indianapolis (IN)
05-Lansing (M)
06-Little Rock (AR)
07-Miami (FL)
08-Newark (NJ)
09-Orange County (CA)
10-Phoenix (AZ)
11-Seattle (WA)
12-Syracuse (NY)

15-Baltimore (MD)
16-Bridgeport (CT)
17-Chicago (IL)
18-Columbus (OH)
19-Denver (CO)
20-Detroit (MI)
21-Greenshoro (NC)
22-Houston (TX)
23-Huntington (WV/KY/OH)
24-Killeen (TX)
25-Knoxville (TN)
26-Las Vegas (NV/AZ)
27-Los Angeles (CA)
28-Middlesex (NJ)
29-Milwaukee (WI)
30-Minneapolis (MN/WI)
31-Modesto (CA)
32-Nassau (NY)

33-New York City (NY)
34-Philadel phia (PA/NJ)
35-Pittsburgh (PA)
36-Portland (OR/WA)
37-Riverside (CA)
38-Rochester (NY)
39-San Antonio (TX)
40-San Francisco (CA)
41-Santa Rosa (CA)
42-Shreveport (LA)
43-St. Louis (MO/IL)
44-Tampa (FL)

45-Tulsa (OK)
46-Washington (DC/MD/VA)
47-West Palm Beach (FL)
48-Worcester (MA)

51-Wilmington (NC)

53-Central Arkansas
54-Northern Georgia
55-Northeastern
Illinois
56-Northeastern
Indiana
57-Eastern Maine
58-Eastern North
Carolina
59-Northern Utah
60-Northwestern
Washington

NOTE:

*Based on 1995 Census estimates.

Numbers correspond to coding of the site identification variable in the survey.



private policies that is more detailed and more accurate than Household Survey respondents are
ableto provide.

Data are collected on a two-year cycle, to enable researchers to track changes in the health
care system over time. The Round One surveys and case studies of households and physicians,
completed during 1996 and 1997, and the Followback Survey, completed in 1997 and 1998, are
the baseline. Data collection for the Round Two surveys of households and physicians began in
1998 and was completed in 1999. Round Two Followback Survey data collection was
conducted during 1999 and 2000. Round Two case studies were completed in 1998 and 1999.

Documentation of CTS data collection activities is available at www.hschange.org.

C. THEPHYSICIAN SURVEY

The CTS Physician Survey was conducted under the direction of HSC. The Gallup
Organization was the primary data collection contractor. Mathematica Policy Research, Inc.
(MPR) managed the Gallup subcontract for HSC and was responsible for the sample design,
weighting, variance estimation, and tracking of physicians who could not be located. Project
Hope and CODA, Inc. assisted in developing the Round One instrument, including cognitive
testing. Socia and Scientific Systems, Inc. (SSS) was instrumental in converting the raw survey
datainto adatafile suitable for anaysis.

The CTS Physician Survey instrument collected information on physician supply and
specialty distribution, practice arrangements and physician ownership, physicians’ time
alocation, sources of practice revenue, level and determinants of physician compensation,
provision of charity care, physicians perceptions about their ability to deliver care and about
career satisfaction, effects of care management strategies, and various aspects of physicians
practice of medicine. The instrument also contained vignettes for primary care physicians

(PCPs) that provided clinical presentations for which no prescribed method of treatment exists.
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The PCPs were asked to state the percentage of patients for whom they would recommend the
course of action specified in each particular vignette. Except for minor changes (discussed in
Chapter 111), the same survey instrument was used in Round One and Round Two of the
Physician Survey.

The survey was completed by telephone, using computer-assisted telephone interviewing
(CATI) technology. The sample frame was devel oped by combining lists of physicians from the
American Medical Association (AMA) and the American Osteopathic Association (AOA). A
total of 12,528 physicians were included in the Round One data file, and 12,304 in the Round
Two datafile.

The design of the Round One Physician Survey is described in the “Community Tracking
Study Physician Survey, Survey Methodology Report—Technical Publication #9”
(www.hschange.com). That report also discusses the data collection methods used in Round
One.

In this report, we discuss the design of the Round Two sample (Chapter 11), survey design
and preparation (Chapter 111), data collection (Chapter 1V), and sample weighting (Chapter V).
The appendices present the survey instrument and advance materials (Appendix A) and provide
additional detail on the equations used to compute the weights (Appendix B), and an explanation
of the conceptual framework for computing survey estimates combined across the site and
supplemental samples (Appendix D).

Tables displaying site-level data and an analysis of nonresponse (Appendix C) are excluded
from this version of the report to protect the confidentiality of the data.  These tables and

appendix are included in the full report that is available to Restricted Use File users.



Il. SAMPLE DESIGN

For both the first and second rounds of the CTS Physician Survey, interviews were
conducted with a sample of physicians in the 60 CTS sites and with an independent national
sample of physicians. The survey has the following three-tiered sample design, which makes it
possible to develop estimates at the national and community (site) levels:

e The first tier is a sample of 12 communities from which a large number of

physicians in each community was surveyed. The sample in each of these “high-
intensity” sitesis large enough to support estimates in each site.

* The second tier is a sample of 48 communities from which a smaller sample of
physicians in each community was surveyed. This sample of “low-intensity” sites
permits findings to be generalized to the nation. The first and second tiers comprise
the site sample.

* Thethirdtier isa smaller, independent national sample. This supplemental sample
augments the site sample and substantially increases the precision of national
estimates with arelatively modest increase in the total sample size.

We sampled PCPs at a higher rate than specialists in both rounds of the survey. Because the
CTS Physician Survey is longitudinal, survey precision is affected by the amount of overlap
between the first and second rounds. Therefore, a key design decision for Round Two was the
amount of overlap between rounds. In addition, there were differences between sample frame
and interviewer classifications of physicians as PCPs or speciaists and between the two
classifications of physicians' practice location. Procedures were developed for identifying and
adjusting for errorsin specialty assignment and geographic misclassification.

In the following sections, we describe site selection; the target population; our approach to
the overlap, speciaty assignment, and geographic misclassification issues; stratification; and

sample selection procedures.



A. SITESELECTION

The primary goal of the CTS isto track health system change and its effects on people at the
local level. Determining which communities (sites) to study was therefore the first step in
designing the CTS sample. Site selection involved three activities. (1) defining sites,

(2) determining how many would be studied, and (3) selecting the sites.

1. Definition of Sites

The sites were intended to encompass the range of existing local heath care markets.
Although these markets have no set boundaries, the intent was to define areas such that residents
predominately used health care providers located in the same area, and providers mostly served
area residents. To this end, we generaly defined sites to be Metropolitan Statistical Areas
(MSAs) as defined by the Office of Management and Budget or, in the case of nonmetropolitan
sites, to be Bureau of Economic Anaysis economic areas (BEAEAS). For additional detail on

the definition of CTS sites, refer to Metcalf et a. (1996).

2. Number of Sites

The next step in creating the site sample was to determine the number of high-intensity sites.
We considered the trade-offs between data collection costs (the cost of conducting case studies
and surveys) and the research benefits of alarge sample of sites. The research benefits include a
greater ability to empirically examine the relationship between system change and its effect on
care delivery and consumers and increased “generalizability” of the study findings to the nation
asawhole.

Despite the cost advantages of conducting intensive case studies in fewer sites, focusing on a
smaller number of communities would have made it more difficult to distinguish between

changes of general importance and changes or characteristics unique to a community. Solving



this problem by increasing the number of case study sites would have increased the cost of data
collection and analysis prohibitively. We therefore chose 12 sites for intensive study and added
to this sample 48 sites that would be studied less intensively. The 60 high-intensity and low-
intensity sites are primary sampling units (PSUs) and form the site sample (see Table I.1 in
Chapter 1).

Although we had no formal scientific basis for choosing 12 high-intensity sites, the number
reflects a balance between the benefits of studying arange of different communities and the costs
of that study. The addition of 48 low-intensity sites solved the problem of limited
generdizability associated with only 12 sites and provided a benchmark for interpreting the

representativeness of the high-intensity sites.

3. Site Sdlection

After the number of sites for the site sample was determined, the next step was to select the
actual sites. The 60 sites were chosen for the first stage of sampling. Sites were sampled by
stratifying them geographically by region and then selecting them randomly, with probability
proportional to their July 1992 population. The CTS sites (or PSUs) were selected independently

inthree strata. Thethree strata were:

1. MSAswith 200,000 or more people (large MSAs)*
2. MSAswith fewer than 200,000 people (small MSAS)

3. Nonmetropolitan areas

'Some sites were defined as primary metropolitan statistical areas (PMSAS) or consolidated
metropolitan statistical areas (CMSAS).



In each of these strata, CTS sites were selected with probability proportional to the size of
the civilian population (as of July 1992). For eight sites in the large MSA stratum, the
population was sufficiently large that the site was selected with certainty. These eight sites were
Boston (MA portion); Philadelphia, PA-NJ PMSA; Washington/Hagerstown PMSA; New Y ork
City; Detroit, M1 PMSA; Chicago/K enosha/K ankakee PM SAs; Houston-Galveston-Brazoria, TX
CMSA; and Los Angeles-Long Beach, CA PMSA. A ninth site (Batimore, MD PMSA) was
selected with certainty in the sample to complete coverage of the major cities of the Northeast
Corridor.

In addition to the nine certainty selections, 39 sites were selected with probability
proportional to this alocation, using a sequential selection algorithm with selection control
imposed on the basis of geographic region. This alocation ensured that (1) al MSAs had a
chance to be selected, (2) larger MSAs had a greater chance than smaller MSAs of being
selected, and (3) the site sample would have an approximately proportional alocation across
geographic regions.

For the small MSAS, three sites were selected with probability proportiona to size, again
using a sequential selection algorithm with ordering by geographic region. For the
nonmetropolitan areas, the first stage of selection was the state.?> The states were also selected
with probability proportional to the size of their nonmetropolitan population using the sequential
selection algorithm (ordered again by geographic region); nine states were selected. Based on
county groups used by the BEA, one county group was selected within each state with

probability proportional to the population in these county groups.

“Washington, DC, and New Jersey were excluded because they do not have any
nonmetropolitan areas. Alaska and Hawaii were excluded by the CTS study design.



Of the 60 sitesin the CTS sample, 48 were selected in large MSAS, 3 in small MSAs, and 9
in nonmetropolitan areas. The 12 high-intensity sites were selected randomly from the 48 large
MSA sites.

Together, the high-intensity and low-intensity sites account for about 90 percent of all
survey respondents. (The remaining 10 percent were selected from the supplemental sample,
discussed below.) The site sample can be used to make national estimates and also may be used
to make site-specific estimates for the high-intensity sites. Users should be aware that site-
specific estimates for the low-intensity sites will be less precise because of the small sample size

from these sites.

4. Additional Samplesfor Better National Estimates

Although the site sample by itself would have yielded national estimates, the estimates
would have been less precise than if we had sampled more communities, or if we had used a
simple random sample of the entire U.S. population of physicians. We therefore added the
supplemental sample—the third tier in the design of the CTS Physician Survey sample—to
increase the precision of national estimates with only a relatively small incremental increase in
survey cost.

The supplemental sample is a relatively small, nationally representative sample of
physicians randomly selected from the 48 states in the continental United States and the District
of Columbia. It is stratified by 10 geographic regions (based on the groups used by the AMA
Socio-economic Monitoring System [SMS] Survey) crossed with physician speciaty groupings
(PCP and specidist), but it essentially uses ssmple random sampling techniques within strata.
The site sample and the supplemental sample comprise the combined sample.

In addition to increasing the precision of national estimates based on the site sample, the

supplemental sample dightly improves site-specific estimates derived from the site sample.
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Because approximately half of al U.S. physicians are located in the 60 site-sample communities,
approximately half the supplemental sample also falls within those communities. When making
site-specific estimates, we can therefore augment observations from the individual site samples
with observations from the supplemental sample. These are known as the augmented site

samples.

B. TARGET POPULATION

The target population was based on information provided on the AMA Masterfile (which
includes both AMA members and nonmembers) and on the AOA membership file.® To meet the
initial eligibility criteria for sampling, physicians in the frame had to have completed their
medical training, practice in a state within the continental United States, and provide direct
patient care for at least 20 hours per week. Residents, interns, and fellows were considered to be
still in training and were excluded from the sample. The direct patient care criterion resulted in
the exclusion of inactive physicians and physicians who were not office- or hospital-based (such
as teachers, administrators, and researchers). The following types of physicians were designated

asineligible for this survey and were removed from the frame:

+ Specidistsin fields that do not focus primarily on direct patient care®

* Federal employees

*The AMA Masterfile includes licensed allopathic physicians and osteopathic physicians
who obtained graduate training in alopathic medical schools or were identified on state licensing
boards. The AOA membership file includes graduates of osteopathic medical schools. In
addition, the AOA file often has current addresses for osteopathic physicians that may not be on
the AMA Masterfile.

“Tables 1.1 and 1.2 list the specialties excluded from the frame.
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TABLEII.1

SPECIALTIES EXCLUDED FROM THE AMA FILES

Aerospace Medicine

Allergy and
Immunology/Diagnostic
Laboratory

Anatomic Pathology
Anesthesiology

Bloodbanking/
Transfusion Medicine

Clinical and Laboratory
Dermatologica
Immunology

Clinical Pharmacology
Dermatology
Dermatopathol ogy
Diagnostic Radiology
Forensic Pathology
Forensic Psychiatry
Hematol ogy/Pathology
Legal Medicine
Medical Management

Medical Microbiology

Medical Toxicology
(Emergency Medicine)

Medical Toxicology
(Pediatrics)

Medical Toxicology
(Preventive Medicine)

Neuropathology
Neuroradiology
Nuclear Medicine
Nuclear Radiology
Other Specialty
Pain Management
Pain Medicine
Palliative Medicine

Pathol ogy—
Anatomic/Clinical

Pathol ogy—Chemical

Pathol ogy—Cytopathol ogy

Pathol ogy—
Immunopathology

Pediatric Pathology

Pediatric Radiology

Public Health and General
Preventive Medicine

Radiation Oncology
Radioisotopic Pathology
Radiological Physics
Radiology

Selective Pathology
Sleep Medicine
Undersea Medicine
Unspecified Specialty

Vascular and
Interventional Radiology

12



TABLE1.2

SPECIALTIES EXCLUDED FROM THE AOA FILES

Allergy/Diagnostic Lab
Immunology

Anatomic Pathology

Anatomic/Clinica
Pathology

Anesthesiology

Anesthesiology/Pain
M anagement

Angiography and
Interventional Radiology

Bloodbanking/
Transfusion Medicine

Cardiothoracic
Anesthesiology

Chemical Pathology
Clinical Pathology
Clinical Pharmacology
Cytopathology
Dermatopathol ogy
Diagnostic Radiology
Epidemiology

Forensic Pathology

Forensic Psychiatry
Hematology Pathology
Immunopathol ogy
Internship

Intraoperative Regional
Anesthesiology

Legal Medicine
Medical Microbiology
Neuropathology
Neuroradiology
Nuclear Cardiology
Nuclear Medicine
Nuclear Pathology
Nuclear Radiology
Obstetrical Anesthesia
Other Specialty

Pain Management
Rehabilitation Medicine

Pediatric Anesthesiology

Pediatric Pathology

Pediatric Radiology

Preventive Medicine—
Aerospace Medicine

Preventive Medicine,

Epidemiology or
Public Health

Preventive—
Occupational—
Environmental Medicine
Psychosomatic Medicine
Radiation Oncology
Radioisotopic Pathology
Radiology

Radiological Physics
Retired

Toxicology

Transitional Y ear

Undersea Medicine

Unknown Specialty

13



e Graduates of foreign medical schools who are licensed only temporarily to practice
in the United States

Eligible physicians were then classified as either PCPs or speciaists. PCPs were defined as
physicians with a primary specialty of family practice, general practice, genera internal
medicine, internal medicine/pediatrics, or general pediatrics. All others with survey-eligible
specialties were classified as specidists.

The interviewer also verified physician eligibility before continuing with the survey. The
attributes that were verified during the interview included whether the physician was a federa
employee, whether he or she was a resident or fellow, and whether he or she provides patient
care for 20 hours a week or more. Physicians who were €ligible based on the AMA or AOA
Masterfile data, but were ineligible at the time of the interview, were excluded from the survey

asineligible.

C. DESIGN ISSUES

The precision requirements for cross-sectional site and nationa estimates, shown in
Tablel.3, were the same for Round One and Round Two. However, because this study is
longitudinal, survey precision isinfluenced by the amount of overlap between the two rounds. In
this section, we explain how we chose the amount of overlap between surveys.

Physician specialty and practice location could be defined differently in the sample frame
(AMA and AOA files) and in the interview. This section aso discusses procedures for
identifying and adjusting for errors in specialty assignment and geographic misclassification in

the sample design.

1. SampleOverlap

A common feature of longitudinal surveysis the selection of sampling units in one round of

a survey for participation in the next round. In this case, physicians are the sampling unit.
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TABLEII.3

SURVEY PRECISION REQUIREMENTS

Effective Sample Sizes Sampling Error for P =0.5
Estimation
Survey Category PCP  Specidist Combined PCP  Specidist Combined
Site High-intensity site 400 200 433 0.025 0.035 0.024
Site Low-intensity site 100 50 114 0.050 0.071 0.047
Site® National 3,579 4,760 8,339 0.008 0.007 0.005
Supplement  National 515 685 1,200 0.022 0.019 0.014

PCP = primary care physician.

*No specified constraint for national-level estimates from the site sample.
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Including a portion of the physicians who responded to Round One in the Round Two sample
may increase precision substantially for change estimates and, to a lesser extent, for cross-
sectional estimates. At the same time, to ensure complete population coverage in Round Two
and to minimize respondent burden and conditioning (because repeated contacts may influence
survey responses), some proportion of the Round One sample should be replaced to represent
physicians who had no chance of selection in prior rounds.

We considered several factors when determining the optimum level of sample replacement,
including coverage bias, the precision of cross-sectional and change estimates, and possible
correlations between Round One and Round Two survey estimates. Our analysis supported a
reinterview rate of 45 percent. Based on an expected eligibility rate for reinterviewed physicians
of 89 percent and a response rate of 75 percent, we set the initial sample overlap at 67 percent.
In the next section, we discuss the benefits and drawbacks of increasing the degree of overlap

between rounds and show how we arrived at the optimum level of overlap.

a. Benefitsand Drawbacks of Increasing Overlap

Increasing the degree of sample overlap between rounds also increases the precision of
change estimates. The optimal overlap (for estimates of change) for any variables with positive
correlations between rounds is 100 percent; however, the potential for gainsin precision depends
on the degree of correlation between rounds. Increasing the overlap too much can lead to
coverage bias. If the overlap portion of the sample includes al the sample from the previous
survey, the new round will have less opportunity to represent physicians who had no chance of
selection in the previous round.

A high degree of overlap also can be less than optimal for certain cross-sectional estimators.

That is, the degree of overlap can affect the precision of cross-sectional estimates if it increases
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the design effect due to unequal weighting. As the overlap is increased, the weights of new

sample members become relatively larger.

b. Optimum Overlap

The key question for Round Two was the optimal overlap between rounds. Because no
information was available about the level of correlation between rounds for key study variables,
we reviewed the sensitivity of optimum overlap at different levels of correlation. Figure 11.1
shows that 40 to 50 percent overlap is desirable for a range of the most likely levels of
correlation.

For change estimates between rounds, the optimum level of overlap is 100 percent. For
regression-type estimates of Round Two statistics, the optimum level depends on the amount of
correlation between observations obtained for both rounds. The form of the regression estimates

for Round Two being considered hereis:

@D YV =¢Y, + -0V,
where:

@, = afunctionof reciprocal variances
V’ZU = VZU
VIZm = Vzm + b(vl - Vln)’

and b isaconstant (for example = 1) or is estimated from data.

In this form, the means without the prime are the simple means for the matched and
unmatched portions of the sample. The primed means, estimated from regression-type
equations, are then combined using a parameter (¢) involving ratios of reciprocal variances

(Cochran 1965).

17



FIGURE Il.1

OPTIMUM ROUND TWO SAMPLE OVERLAP FOR DIFFERENT LEVELS OF
CORRELATION BETWEEN ROUND ONE AND ROUND TWO SURVEY ESTIMATES
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From Figure 11.1, we note that the maximum optimum overlap for these estimators does not
exceed 50 percent and, for most typical correlations, is in the range of 40 to 50 percent. The
target overlap for completed interviews used for Round Two was 46 percent.

Next, we examined the relative efficiency for different levels of overlap (Figure 11.2). We
are interested in optimum levels of overlap and loss of potential gain as we move away from that
optimum. Four values for the between-round correlation coefficient (rho) are presented.
Clearly, little is gained from these estimators for values of rho of lessthan 0.5. We can also see
that, as rho increases, the optimum percentage overlap decreases. Finally, except for very large
correlations, fairly large departures from optimum overlap do not seriously reduce the gain in

precision.

2. Errorsin Specialty Assignment

In preparing the sample frame, physicians were classified as PCPs or specialists, based on
the primary specialty in the AMA and AOA files (as defined in Section B). During the
interview, physicians were asked to verify their primary speciaties. In some cases, they cited a
specialty other than the one listed in the AMA or AOA file, necessitating a change in
classification. These physicians, whom we describe as switchers, were reclassified for some
analyses, but their selection probabilities remained unchanged. Some unequal weighting resulted
from the reclassification, but the number of switchers was relatively small. In Round One, nine
percent of physicians classified in the sample frames as PCPs responded as specialists, and four
percent classified in the sample frames as specialists responded as PCPs. Because PCPs and
specialists comprised separate strata with sample size targets, we had to predict switching in the

sample allocation to maintain the desired precision.
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FIGURE I1.2

RELATIVE EFFICIENCY FOR DIFFERENT LEVELS OF OVERLAP
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3. Geographic Misclassification

A goa of the sample design was to assign physicians to a site based on the location of their
main practice. Operationally, physicians listed in the AMA or AOA sample frame were
classified by the county of their “preferred mailing address,” as that address was the most current
one on the files. However, AMA dtaff indicated that many of these addresses are home
addresses, rather than main practice locations. In other cases, physicians' practices had moved
since the last file update. Nevertheless, even if the actual current practice location did not match
the preferred mailing address on the AMA or AOA file, the two addresses usually were within
the same site (MSA).

Some physicians gave a different address when asked in the survey about practice location.

As aresult, they moved from one survey site to another. Others were classified as being outside
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the boundaries of any of the 60 sites. These cases are known as movers, even though many of
the preferred mailing addresses simply may have been home addresses located in a site other
than the main practice site.

For sampling purposes, physicians remained in the site that was originally assigned (that is,
physicians in the Round One sample who had a practice address outside the 60 sites for the
survey were kept in the sampling frame for Round Two). Maintaining the original site
assignment enhanced the survey’s coverage of physicians in the 48 contiguous states and the
District of Columbia. If we had not retained these physicians, we would have progressively lost
cases with each round of the survey.

For site-level estimates, physicians for the site sample were linked to the site in which they
practiced, rather than to the site from which they originaly were sampled. Some physicians
therefore were selected from a site that did not contain their practice. If the practice was outside
the 60 sites, they were not used in site-level estimates. They also were not used in some national
estimates that used site-level independent variables. However, if they were selected from a site
other than the one in which they practiced, they were included in the site sample for site-level
estimates and for all nationa estimates. A mover was considered to be a member of the site
sample for site-level estimates and some nationa estimates only if both the original address
(based on the preferred mailing address) and the interview location were in the site sample. The
probability that both locations would be in the site sample is referred to as the joint inclusion
probability. Joint inclusion can result in large sampling variances that subsequently must be
subjected to weight trimming (discussed in Chapter V).

Because some preferred mailing addresses were the same as the home addresses, suburban

sites tended to lose more physicians and the more urbanized areas tended to gain them. The
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sample sizes for individual sites were adjusted for the Round Two allocation to account for

anticipated gains or losses caused by these movers.®

D. IMPLEMENTATION
1. Sampling Frame

Asin Round One, the sampling frame was developed from physician records maintained by
the AMA and AOA. These files contained the most recent information available from the two
organizations as of April 1998, the date used to select the Round Two sample. The data fields
for the full file included names, telephone numbers, addresses, dates of birth, specialties, and
other information useful for sampling and data collection. We also used selected information
from the Round One frame and survey results in the frame devel opment.

Thefive key steps used to construct the frame were:

1. Specifying file content and format for ordering the files
2. Verifying file content after receiving the AMA and AOA files

3. Matching the 1998 AMA and AOA files against each other and the Round One
sample to identify physicians added to the sample frames since Round One

4. Excludingineligible physicians
5. Classifying records by primary design strata and site and by the speciaty and Round

One outcome secondary strata
The complete list of physicians for the Round Two sampling frame was obtained from the
AMA and AOA. Therecords were then assigned to primary and secondary design strata, and
the sample was allocated on the basis of these stratum counts. (Section D.2 discusses primary

and secondary design strata.)

>Table 1.4, showing experience with movers, is included in a separate report available to
users of the Restricted Use File (RUF).
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After reviewing frequency counts for key items to ensure file accuracy and completeness,
we performed a series of processing steps. The AMA and AOA files were matched to identify
physicians in each file, after which the combined AMA/AOA file was matched to the Round
One sample. A computer match by name, address, and other characteristics was performed to
determine which physicians in the Round Two sample had been selected in the Round One
sample®

Each physician was then linked to an appropriate site or stratum. For sampling purposes,
the site designation and geographic stratum were based on the physician’s preferred mailing
address on the AMA and AOA files.

Because physicians are added to the AMA and AOA files on an ongoing basis, we had to
identify physiciansin the Round Two frame who were not in the Round One frame. The Round
One sample was selected in the spring of 1996, so we considered physicians added to the AMA
and AOA files after June 1996 as new entries. We obtained afile of these physicians from the
AMA and AOA and sampled this group as a separate substratum.

Finally, each physician was classified as a PCP or specialist. This classification was based

on the Round One survey response (if available) or on the AMA or AOA specialty code.

2. Sampling Unitsand Stratification

Stratification is a feature of most large-scale surveys that performs severa important
functions. Using strata containing populations that are expected to have similar responses may
increase survey precision. Another key function of stratification isto ensure an adequate sample

size for important study populations. Stratification also is a useful tool for optimum allocation in

®For Round One, AMA staff selected the sample based on specifications provided by MPR
and HSC staff. Consequently, we had information on the Round One sample, but not on the
entire Round One popul ation.
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surveys in which some groups exhibit more variability in responses or are more costly to survey.
The design for Round Two used dtratification to improve precision and to ensure adequate
representation by site, geographic region, population density, and physicians who were new to
the frame. Stratification also was used to control precision for survey estimates of PCPs and
specialists.”

In the following sections, we describe procedures for selecting the site and supplemental

samples (see Table 11.5).

a. SiteSample

The site sample was stratified geographically by region and population size and was selected
with probability proportional to size (estimated population for July 1992). Within each site, the
sample was stratified by PCPs and specialists (primary strata) and by the following four frame

strata (secondary strata):

1. Physicians who completed interviews in Round One
2. Physicians who were selected for Round One but who did not complete interviews

3. Physicians who were in the AMA/AOA sample frames for Round One but who were not
sampled

4. Physicians who were not in the AMA/AOA sample frames for Round One but who were
new to the frame for Round Two

"We expect that some groups sampled for Round Two, such as physicians who could not be
located or who refused in Round One, will be more costly to survey or will have lower response
rates. We did not have sufficient data on interviewing costs or response rates to vary sampling
rates for different groups of Round One respondents for Round Two. However, we plan to use
Round Two data on costs and response rates for these subgroups to optimize our Round Three
sample alocation.

24



9G ‘€S ‘6 ‘9 ‘T '8€ 'GE ‘¢€ ‘TE ‘0€ ‘0C ‘9T ‘80 Y0
GG L2 6T ‘LT

6€ ‘9C ‘8T

8v ‘OF ‘6C ¢ 'S0

Ly ‘82 ‘T2 TT ‘10

15 'Sy ‘L€ 'V €T 'TT
¥S '2v ‘e ‘0T

0S ‘¥ ‘€€ 'S¢ ‘€2 ‘60

‘9|gedljdde 10u = €U

90

—

9e

ANMNMITONON~N0OO O

(wesAs Buisseno.d uoieWIO| [eRPeH) VRIS BRIIS,

"OM ] PUNOY J0} SSWeJ} 3y} 01 MBU 3JBM OYM INQ SBlLiel} YOV JO W INY SUQ Punoy ayi ul 1ou aem oymsuedisAyd (7) pue ‘BuQ punoy Joj pajdues 10U aem oym sswel) YOV 10 VA BUQ punoy ayp
ursuensAyd sup punoy (€) :(suensAyd sjgereoo|un pue ‘siuepuodsa. 8(qiB U ‘SJUBpUOTSaIUOU BuIpN|ouT) SMBIABIUILOU BUO PUNOY (Z) ‘S8 |dwiod 8uQ punoy (T) 8k erelis, awely Alepuodss Inojay L,

('€V'11 Uo110BS 88S) 'SBlIS 3SBU) J0j PR IP S2INP300.d Lo B RS B1IS *AUR1BO U1IM PRIIS S 88M 6 ‘000'002< Lo iendod Yim SYSIN 817 Ul JO,

o) s,
BRIS UIYHM auwely pue ‘(g) s1e1eds/dod a|dwes
eu eu uenisAyd Wewiade|dal y1im Alljigeqo.d jenb3 eu eu ,'(0T) suoibai aydesboeD elews [ddns
sa1s uIyIIM Buijdwes uswiede|do.
o) erens, swely yrm Anjiqegoud enbs pue saiss Jo dnoib
uenisAud yum (g) s1eioeds/dod a15S1D Bujduwres juswide|del INoY1IM Sdd (6) s9115 AureieoUON Aunod v3g Seafe UelljodoJBWUON 'S
Sal1s uIy1Im Buijduwres 1uswiede|da.
o) eress, swely unm Ayjigecoud [enbs pue sals Jo (c66T)
vesAud UM (2) stesds/dod aISS1D Bu1|duwes uswede(de INOYHM Sdd (€) s91s ArensouoN SYSIN uoie|ndod 000'00Z> YWMSYSIN ‘2
sa1s uIyIIM Buijdwes uswede|do.
V) ERIS, BWel) ynm Ajigecoud fenbo pue sis jo
uesAud yim (2) 1R 1980s/dod 815510 Burdures JusweIR |08 INOYHM Sdd (6€) se15 Aure1BOUON
o) erens, swely S81s uIyim Buiiduwes (c66T)
uesAud yim (2) 1R 1080s/dod ASSI1D wsweIe|dss yim Aljicegold enb3 (6) s915 A1) SVSIN uoiendod 000‘002< UHMSYSIN ‘T a|duwes 815
nin uo ol iens nun Arew g suondwinssy uone ps LUOIIRO1JI8Se|D) U0 RS uonuipAa eRIsS a|dwes
Arepuodss 81S-UIYHM als als Arwid

AIAANS NVIOISAHA AQNLS ONIMOVHL ALINNININOD FH.L JO04 SNOILVYOIF1D3dS ANV SNOILdINNSSY ONITIdINYS ANV NOILVOIHILVYH1S

Sl3ngavil

25



The number of physicians available in each site and stratum varied substantially among the
sites. However, the CTS design specifies a larger effective sample in Lansing or Little Rock
(which are high-intensity sites) than in New Y ork, Los Angeles, and Chicago combined (each of
which isalow-intensity site). The smaller pool of physicians and larger effective sample size for
some of the high-intensity sites required the use of the finite population correction in the
computation of the nominal sample size. The sample alocation process aso had to account for
stratification and geographic and specialty misclassification.

The sample size and allocation were based on the precision requirements, the frame counts,
and the stratification. Table 11.3 specifies the precision requirement (in terms of effective sample
size) for each site for PCPs and specialists. The effective sample sizes were adjusted to
compensate for design effects (especialy the finite correction); switching among patient care
classifications, geographic misclassification; and expected nonresponse from unlocatable,
ineligible, or nonresponding physicians. For al sites, a constant design effect (deff) was used in
addition to the site-specific finite population correction factor. The sample sizes were then
adjusted for physicians who may have been geographically misclassified by practice location and
for physicians who may have been incorrectly classified as PCPs or specialists.

The sample sizes also were adjusted for expected errors in specialty assignment (switchers)
and geographic misclassification (movers), based on Round One experience. The adjustment

factor was calculated as:;

(2 F=S(S-L+G),

where the denominator is equal to the starting number (S) minustheloss (L) plusthe gain (G).
For movers, we made site-specific adjustments. For switchers, site-specific adjustments

were made for the high-intensity sites and overal average adjustments were made for low-
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intensity sites (1.06918 for PCP and 0.90294 for specialists).?® The sample sizes were then
adjusted to accommodate sample losses resulting from ineligibility nonresponse, and inability to
locate some physicians (see Chapter IV for the final sample allocation). These numbers, which
are referred to as the base sample, were allocated to the secondary frame strata.  The projected
response rates for each frame stratum were used to check that the allocation met the target values
in each cell.

The allocation rule was to assign to the frame cells 67.6 percent of the Round One
completes, 67.6 percent of the Round One noninterviews (but with physicians who were
deceased, retired, or out of the country excluded), and a proportional number of new cases
(physicians new to the frame in 1998). We wanted to proportionally allocate as much sample as
possible to control the variation in weights. To obtain a minimum of five interviews in each
frame stratum, we permitted some departures from thisideal.

The expected results were obtained by adjusting for an anticipated completion rate (that is,
the number of Round One completed interviews divided by the number fielded in each site,
where the fielded sample included completes, nonrespondents, ineligible respondents, and
unlocated physicians). The Round One site-specific completion rates averaged 55.1 percent for
PCPs and 59.5 percent for specialists and were used to select samples from the pool of
physicians in the Round One frames who were part of the Round One sample and from the pool
of physicians who were new to the frame since Round One. For al sites, the projected
completion rate was 67.6 percent for the Round One completes and was 41.8 percent for the

Round One noninterviews.

8Adjusted sample sizes by site areincluded in Table I1.6, which is available to RUF users.
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To control for possible changes in response and digibility, we selected an augmented
sample. To select the augmented sample, we initialy increased the sampling rate by 25 percent
for the strata of Round One completes and noninterviews and by 50 percent for the other strata.
A substantial proportion of the augmented sample was ultimately fielded in order to approach the

target nomina sample sizes.

b. Supplemental Sample

The supplemental sample was a stratified simple random sample of physicians. The
population counts and the nominal sample (or expected number of completed interviews) by
region and by eight substrata are shown in Table I1.7. As with the site sample, the eight
secondary strata were PCPs and specialists for each of the four frame categories. (1) physicians
who completed interviews in Round One; (2) physicians who were sampled for Round One but
who did not complete interviews (that is, refusals, indigibles, unlocatables, and so on); (3)
physicians in the sample frame for Round One who were not selected; and (4) physicians who
were new to the sample frame in 1998.

The basic allocation of the four frame categories again assigned a sample of 67.6 percent of
the Round One completes and noninterviews (except for deceased, retired, and foreign practice)
to the two strata for the Round Two sample. A proportional number was then assigned to the
stratum of physicians who were new to the Round Two frame; the intent was to include
physicians new to the Round One frame at approximately the same rate as those included from
the Round Two frame. Finally, in order to reach the target total, part of the sample was assigned
to the stratum of physicians who were in the Round One frame but who were not selected in

Round One. Some exceptions had to be made when the frame counts would not permit this
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alocation. This occurred when fewer physicians were available in a stratum than had been
allocated to the stratum and when the allocation would have resulted in fewer than five
interviews without adjustments.

We began with the target effective sample and then, to determine the nominal sample size,
adjusted that sample on the basis of the Round One design effect. The nominal sample size was
then adjusted to account for geographic and specialty misclassification and other attrition. The

mi sclassification factor was calculated as:
(3) F=9(S-L+ G),

where the denominator is equal to the starting number (S) minustheloss (L) plusthe gain (G).

The misclassification counts were apportioned by region and stochastically rounded. No
adjustment had to be made in the supplemental sample for geographic misclassification
(movers).

These region-specific samples were then allocated to the four frame strata according to two
rules. (1) the regional sample was to include 67.6 percent of the Round One completes and 67.6
percent of the Round One noninterviews, and (2) the remaining sample size was proportionally
assigned to the physicians who were new to the frame and (if necessary) to physicians in the
Round One frame who were not selected for the Round One sample.

Using projected completion rates of 67.6, 41.8, 53.6, and 53.6 percent for the four strata,
respectively, and the proportional adjustments made to the counts, we checked whether the
dlocation would satisfy the target nomina sample sizes® If it would, the numbers were

stochastically rounded to obtain the final base sample. As with the site sample, these numbers

*The completion rate is the number of completed eligible interviews divided by the total
sample.
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were increased to obtain an augmented sample that allowed for approximately a 50 percent

reserve sample in each stratum.

31



1. SURVEY DESIGN AND PREPARATION

In this chapter, we describe the survey schedule and activities that preceded interviewing.
The activities included making changes to the survey instrument for Round Two, pretesting,
mailing advance letters and publications to physicians prior to contacting them, selecting and

training interviewers, and preparing the sample.

A. SCHEDULE

Survey preparation and data collection for the Physician Survey were conducted from April
1998 through December 1999 (Table 111.1). Survey preparation, including questionnaire
changes, pilot testing, and revision of training materials, was conducted from April through July
1998. Interviewing began on August 27, 1998, and continued through November 15, 1999. A
final data file was delivered on December 20, 1999. The dates for key study activities are listed

here:

TABLE IIl.1
ROUND TWO PHY SICIAN SURVEY SCHEDULE

Dates

Activities

3/25/96-7/17/98
4/8/98-6/4/98
5/8/98
6/19/98-6/30/98
7/1/98-8/17/98
7/20/98-7/28/98
7/29/98
8/20/98-11/15/99
11/18/98
3/16/99
12/20/99

Questionnaire revisions

Renew study endorsements for Round Two
Advance | etter approval

Pilot test

Prepare sample for field

Interviewer training materials devel opment
Interviewer training

Mailing of advance letters and interviewing
First data delivery

Second data delivery

Final data delivery
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B. INSTRUMENT DEVELOPMENT
A major objective of the CTS is to monitor change over time, so few changes were made in
the instrument for Round Two. Changes to the instrument are described in Table 111.2, and a

copy of the instrument isin Appendix A.

C. PRETEST

Because minimal changes were made to the instrument, the purpose of the pretest was
limited to assessing the few changes in skip patterns and wording, verifying that the CATI
program did not contain any errors, and evaluating the time required to administer the interview.
The pretest sample target was 50 completed interviews. The sample was drawn from the AMA
Masterfile, but both allopathic and osteopathic physicians were included. The sample was
divided equally between PCPs and specialists. Forty of the pretest interviews were conducted
with physicians who had been interviewed for Round One, and 10 with physicians who had not
participated in Round One. Eight executive interviewers completed the 50 physician interviews
during a seven-day period, averaging 19.1 minutes per interview, virtually the same as the Round

One average completion time of 19.4 minutes.

D. ADVANCE LETTER PREPARATION

As in Round One, an advance letter was prepared and mailed to sampled respondents one
week prior to interviewing. Because endorsement by medical societies generally increases
response rates, we asked societies that endorsed Round One to do so again for Round Two. All

of them agreed to do so.!

"Medical societies endorsing the study included the American Medical Association,
American Osteopathic Association, American Academy of Family Physicians, American
Academy of Pediatrics, American College of Physicians—American Society of Internd
Medicine, American Psychiatric Association, and American College of Surgeons.

33



TABLE I11.2

CHANGES TO THE ROUND TWO PHY SICIAN SURVEY

Question
Number Item Purpose
Added Questions

A5b Zip code of practice To permit small area analysis

C2ac Group practice type If practicing in a multispecialty group, asks PCPs
whether the practice includes specialists and asks
specialists whether the practice includes PCPs

C6 Ownership of practice  Expands list of organizations that could own the
practice to other physicians within the practice;
another physician group; a hospital or hospital
group; or an insurance company, health plan, or
health maintenance organization

H11-12 Race/ethnicity Information not available from other sources;
used same formulation as on Household Survey®

A3ac Eligibility for survey in  Determined Round One €ligibility for physicians

Round One sampled for the first timein Round Two
Alla Al3a, Board certification Verified rather than asked for board certification
A15, A16 for physicians who were reinterviewed
Deleted Question
B7 Time spent in main Asked only of about 10 percent of physicians

practice and had little analytic value

®The CTS Household Survey questions on ethnicity were developed before the Census Bureau
adopted its current version permitting respondents to select more than one category. To
maintain tracking, we have not changed our questions.



Advance letters were mailed one week prior to each sample release. (The sample was
released in several waves.) In addition to the letter describing the survey and asking for the
physician’s participation, initial mailings included a copy of a brochure describing HSC. Two
versions of the advance letter were used during Round Two. The first was similar to the
Round One letter and was mailed to physicians who were not sampled or had not been reached
during the first round. The second version was sent to physicians who participated in the Round
One survey.

A second copy of the advance letter was sent to various respondents at different times
throughout the field period. For example, refusal cases were permitted to “age” for some time
and then were assigned to refusal specialists for attempted conversion. One week prior to
assignment of refusal cases, a second copy of the advance letter was sent.

In March and June of 1999, additional materials were mailed to nonresponding physicians.
In addition to a revised cover letter, the March mailing included two HSC Issue Briefs: (1)
Managed Care Cost Pressures Threaten Access for the Uninsured (#19), and (2) How Physician
Organizations Are Responding to Managed Care (#20).> The June mailings included articles
from the New York Times and Wall Street Journal highlighting findings from the Round One
survey on the impact of managed care competition on academic research funding and physician-
provided charity care. Copies of the advance materials used for Round Two are included in

Appendix A.

’HSC Issue Briefs are available at the web site (http://www.hschange.com); Issue Briefs #19
and #20 areincluded in Appendix A.
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E. CATI SYSTEM AND TELEPHONE MANAGEMENT SYSTEM

The CATI instrument was programmed on the SURVENT system. SURVENT interfaces
with Gallup’s Telephone Management System (TMS), an automated sample server that
distributes telephone numbers to each interviewer according to the sample design. To support
reporting, it maintains cal histories on every released case, including call statistics and

interviewer productivity figures.

F. INTERVIEWER SELECTION

The CTS Physician Survey was an executive ownership study, meaning that executive
interviewers at Gallup who specidize in interviewing physicians, other health professionals, and
business executives conducted the survey. Executive ownership also means that the interviewers
“owned” their cases. Interviewers were responsible for setting and keeping their own callback
appointments. They therefore had ample opportunity to establish rapport with office workers, as
well as with the physicians themselves.

Gallup’'s executive interviewers had from 3 to more than 15 years of experience. The
members of the executive interviewing team for Round Two were among the top-producing
interviewers who worked on Round One. Ten full-time and 14 part-time interviewers worked on
the Round Two survey.

Some physicians, especialy those in the Miami site, could not be contacted initially because
the practice receptionist or other “gatekeeper” spoke only Spanish. A bilingual interviewer was
added to the project team halfway through the field period, primarily to communicate with
Spanish-speaking receptionists. Thus, atotal of 25 interviewers worked on the Physician Survey

during the second round.
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G. INTERVIEWER TRAINING

Although content was updated for Round Two to reflect new information and feedback from
pretest interviews, the documents provided at the interviewer training session remained the same
asin Round One. Interviewers received the following documents, which they were encouraged

to keep in their carrels when making Physician Survey calls:

. Physician specialty lists
. Definition of key terms

1

2

3. Copy of the RWJF advance letter

4. Copy of the brochure describing HSC
5

. Interviewer' s manual

Interviewer training was conducted jointly by Gallup and MPR staff on July 29, 1998.
Because few changes had been made to the survey instrument, and the entire Round Two
interviewing team had participated in the first round, only a half-day of training was required.
Sessions were designed to provide background information on the study, summarize the sample
and sample release procedures, review the instrument, and highlight issues that had been
discovered during the pretest.

After receiving the Round Two instrument, interviewers conducted paired practice
interviews. They took turns conducting mock interviews by going through the actual CATI
programin “test” mode. After afinal debriefing and discussion at the end of the training session,
interviewers conducted additional mock interviews until they were comfortable with the

instrument and the information provided during training.
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H. PREPARING SAMPLE FOR THE FIELD

After receiving the complete replicated sample file from MPR, Gallup reviewed it to
identify any duplicates between the site and supplemental samples, and to identify cases without
telephone numbers. (Procedures for tracing missing tel ephone numbers are described in Chapter

IV.) Only physicians with telephone numbers were released for interviewing.
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IV. DATA COLLECTION

In this chapter, we describe data collection activities, including staffing, monitoring
procedures, tracing activities to locate physicians, efforts to increase response rates, response rate
calculations, and data preparation tasks. Overal, we completed 12,304 interviews'; the

unweighted response rate was 60.9 percent, and the weighted response rate was 61.1 percent.

A. TELEPHONE CENTER STAFF

In addition to the 25 executive interviewers, Gallup’s telephone center staff assigned to the
CTS Physician Survey included four supervisors (including the head supervisor of the telephone
center) and support staff. The supervisors monitored interviews, reviewed and resolved problem

cases, produced reports, and communicated interviewing problems to HSC and MPR staff.

B. INTERVIEWER MONITORING

A total of 15 percent of the interviewers work was monitored by supervisors who listened
to a sample of interview attempts, refusal conversion calls, and full interviews. For full
interviews, the supervisor scored interviewers on each of the following behaviors, using a
standard evaluation form developed by Gallup: explaining the survey, reading questions
verbatim, recording responses accurately, using objective probing techniques, courtesy, voice
quality, and diction. An abbreviated scoring system was used to evaluate interview attempts and
refusal conversion attempts. Interviewers with a perfect evaluation score received 50 points. All

interviewers were expected to maintain a score of at least 48.

Twenty-four physicians were selected for both the site and supplemental samples, even
though they were interviewed only once. Thus, there are 12,304 physician records on the Round
Two datafile, even though 12,280 were interviewed.
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The supervisors aso provided feedback to improve performance. Full-time interviewers

were reviewed twice per month; part-time interviewers were reviewed once per month.

C. LENGTH OF INTERVIEW

The average length of the Round Two interview was 19.1 minutes. The average length for
PCPs was 21.2 minutes; the average length for specialists was 17.2 minutes. The interview was
longer for PCPs than for specialists because the former were asked to respond to a series of
questions on clinical descriptions of patient histories; specialists were not asked these questions.
(The questions are included in Section E of the survey instrument, which is shown in

Appendix A.)

D. SPANISH-SPEAKING PHYSICIANS

Interviewers in sites with sizable Hispanic populations occasionally had to set up
appointments with Spanish-speaking office workers. A bilingual interviewer helped make the

appointmentsin these sites. However, the actual interviews were conducted in English.

E. TRACING

Two types of tracing activities were conducted. In the first phase of tracing, cases with
missing telephone numbers were sent to a vendor, who used directory assistance and telephone
matching software to obtain new numbers. Of the 4,801 cases sent to the vendor, new telephone
numbers were obtained for 2,104 physicians. Some of these telephone numbers were incorrect,
as were some numbers obtained for physicians sampled for Round One. In the second phase of
tracing, a more intensive effort was undertaken to obtain telephone numbers to replace the
incorrect numbers, as well as to obtain current numbers of physicians who had changed
practices. Intensive tracing was transferred to MPR, which was able to provide additional

tracing resources. For Round Two, 4,336 physicians (16.9 percent of the total sample) were
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transferred to MPR for intensive tracing. Telephone numbers were obtained for 2,198 telephone
numbers out of the 4,336 that were traced (50.7 percent).

The level of tracing in Round Two was substantially greater than expected. We had
anticipated a relatively low level of effort because we had Round One telephone numbers for
most of the sample.? However, in contrast to our experience in Round One, a large fraction of
the new sample was missing telephone numbers. Our experience was corroborated by AMA
staff, who reported that the number of accurate telephone numbers drawn for the SMS Survey in
1998-1999 also had declined significantly (Thran 2000). The decline was partly due to a policy
of purging home telephone numbers from the Masterfile. Thran also speculated that business
numbers may have begun to turn over more frequently in the medical practice environment of
the past few years, which has seen practice consolidation.

Tracing staff relied on a broad range of primarily Internet-based sources to trace physicians
addresses and telephone numbers. Business numbers were preferred, but home numbers were
obtained when business numbers were not available.

In an attempt to locate physicians with missing telephone numbers, the tracing team

followed a six-step procedure:

1. We attempted to obtain the social security numbers of physicians in the tracing
sample, as these numbers permit links to otherwise unavailable databases. Under our
agreement with the AMA, we obtained social security numbers only for the purpose
of locating physicians for the CTS Physician Survey. We did not access any credit
information. If asocial security number was obtained, MPR ran a search, using the
DTEC tracing service, to determine the most recent personal address. DTEC is a
subscription service that accesses the Equifax database, and that provides address
updates (and, sometimes, telephone numbers) as people apply for credit.

%Of the 25,627 physicians released for the Round Two sample, 9,396 were new sample and
2,522 were physicians who had not been located for the Round One survey. We had Round One
telephone numbers for the remaining 13,709 physicians.
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2. If we did not have a social security number, we searched the GTE Yellow Pages,
under “Physicians & Surgeons,” by entering the physician’s name and state. If
necessary, we resubmitted the search using adjacent states, supplemented with
Internet map sites.

3. We then searched an online telephone white pages database, using the “People
Search” option, by entering first initial, last name, and state (and adjacent states as
needed). This source was particularly effective for locating physicians with unusual
names.

4. The tracing staff then checked the AMA’s online database (www.docfinder.org) and
the following state licensing boards:

Arizona Arizona Board of Medical Examiners
Cdlifornia Medical Board of California
Cadlifornia Board of Podiatric Medicine
Colorado Colorado State Board of Medical Examiners
lowa lowa Board of Medical Examiners
Kansas Kansas State Board of Healing Arts
Maine State of Maine Board of Licensurein Medicine
State of Maine Board of Osteopathic Licensure
Maryland Maryland Board of Physician Quality Assurance
M assachusetts M assachusetts Board of Registration in Medicine
Minnesota Minnesota Board of Medical Practice
North Carolina North CarolinaMedica Board
Ohio The State of Ohio Medical Board
Oklahoma Oklahoma Board of Osteopathic Examiners
Rhode Island Rhode Island Board of Medical Licensure and Discipline
Texas Texas Board of Medical Examiners
Vermont State of Vermont Board of Medica Practice

If the physician was not listed in one of these states, we defaulted to the state professional

licensing databases. The following states had such a database at the time of the survey:

Connecticut Connecticut Health Care Professional’ s License Status
Florida Florida Health Licensee Search

Georgia Georgia’ s Medical Board Physician Database
Missouri Missouri Board of Registration

Nebraska Nebraska License Information System

New York New York State Professional Licensing

Oregon Oregon Board of Medical Examiners

South Carolina South Carolina Medical Board

Tennessee Tennessee Health Care Professions

Virginia Virginia Department of Health Professions
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5. If these sources were unsuccessful, we performed additional internet searches, using
www.certifieddoctor.com or one of the following specialties’ sites. American Board
of Medica Specidties, American College of Obstetricians and Gynecologists,
American Board of Internal Medicine, American Psychiatric Association, Society for
Neuroscience, American College of Rheumatology, and the American
Psychoanal ytic Association.

6. Finally, we used some insurance provider databases; the most useful was the Blue
Crosssite.

After a physician was traced through one of these sources, tracing staff verified that the
telephone number was valid by calling it. She or he asked to speak to the physician or another
person who could verify the physician’s full name and primary speciaty. In some cases, we
were able to confirm reasons for ineligibility (such as deceased, retired and not practicing,

federal employee, or resident).

F. REFUSAL CONVERSION

Due to their demanding schedules, it is often difficult to schedule and conduct interviews
with physicians. Because efforts to convince reluctant physicians to participate in surveys can
reduce nonresponse and the risk of nonresponse bias, interviewers were trained to persuade
reluctant respondents (soft refusals) to reconsider and participate in the survey. A physician who
was too busy to do the interview at the time of the initial call or a receptionist who said that the
physician does not participate in surveys was coded as a soft refusal. Soft refusals usualy were
coded by the interviewers as callbacks, rather than refusals, and were retained by the original
interviewer who owned the case. In addition, a team of highly skilled “refusal converters’
contacted physicians who had been coded as hard refusals or had two soft refusals. A call was
coded as a hard refusal when the physician or office worker became hostile, and the interviewer
believed that arefusal conversion specialist might be more successful. A second refusal also was

assigned to arefusal converter after two soft refusals were coded.



If the physician told the interviewer during the initial call that he or she was too busy, the
interviewer would emphasize that a rescheduled interview would be conducted at the physician’s
convenience. If the physician persisted in saying he or she did not have time, the interviewer
would put the case aside for at least a few weeks and then try again. Postponing the call to a
more convenient time often was sufficient to convince the physician to complete the interview.
If areceptionist or other staff member acted as a gatekeeper, the interviewer would try to call
again, when that staff person was likely to be out of the office. In those cases, a different office
worker might answer and transmit the call to the physician or the physician might answer and
could be persuaded to compl ete the interview.

The Gallup refusal conversion team assigned hard refusals and second soft refusals for
Round Two consisted of 11 executive interviewers who were particularly skilled in convincing
receptionists and other gatekeepers to transfer calls to physicians and in fluently addressing
physicians’ concerns about survey participation, such as burden, sponsorship, study purpose, or
data confidentiality.

For Round Two, atotal of 2,928 cases, representing 12.1 percent of all released cases, were
sent to the refusal conversion team. The refusal conversion team converted 359 (12.3 percent) of
these original refusals to completed interviews.

Often, receptionists or other gatekeepers refuse for physicians, so the physician may not
have been aware of the call. In other cases, the physician may have refused because he or she
was extremely busy at the time of the call. Thus, the refusal was allowed to age for three to four
months. The refusal conversion specialist would then prepare for the interview by reviewing
notes about prior interactions, which the original interviewer had recorded in the CATI system.

The notes enabled the specialist to prepare responses to previously expressed concerns. To



prepare for the refusal converter's approach, we sent the physician another copy of the
introductory letter but did not acknowledge the previous refusal.

Rules were developed during the last few months of the survey to determine an appropriate
level of effort for refusal conversion attempts. Our goal was to maintain a balance between
efforts to reduce nonresponse and the need to complete the survey during a reasonable time
period and to avoid harassing physicians who clearly did not wish to participate. Although no
limit was placed on call attempts, we agreed that a case given to the refusal conversion team (in
other words, a case that had received one hard or two soft refusals) would result in a disposition

of afinal refusal after one additional physician refusal or two additional gatekeeper refusals.

G. RESPONDENT INCENTIVES

The Round Two incentive plan initially consisted of mailing a check for $25 to each
physician after he or she completed an interview. The advance letter offered the $25 honorarium
and explained that it would be paid on interview completion.

Some physicians requested that their honoraria be forwarded to nonprofit organizations. We
responded to these requests by adding two donation options on June 11, 1999. Physicians
contacted after that date were informed in the advance letter and at the beginning of the survey
that they could select a $25 honorarium that would be forwarded, in their name, to either Project
Hope or Doctors Without Borders.

To minimize pressure on a physician to select the donation option, the charity option was
not mentioned during the interview closing. Instead, the interviewer confirmed the physician’s
address and then asked if that was the address to which he or she would like the $25 honorarium
check mailed. If the physician agreed, the check was mailed directly to him or her at that
address. Alternatively, if the physician expressed a preference for one of the donation options,

the interviewer recorded the choicein the CATI system.
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The check, accompanied by a letter explaining the donation and listing the name of the
donating physician, was sent to the selected charity. (Appendix A includes copies of the letter.)
Between June 11, 1999, and November 15, 1999, 524 physicians (15.6 percent of the 3,352
physicians who completed interviews during this period) elected to donate their $25 honoraria to

Project Hope (143 physicians) or Doctors Without Borders (381).

H. PHYSICIAN RECRUITERS

During Round One, a physician recruiter evaluated the efficiency of employing physicians
to help recruit respondents. The physician recruiter was assigned 99 cases, including 53 hard-
refusal cases and 46 cases that had been attempted more than 10 times without reaching the
respondent. After significant effort, the physician recruiter obtained verbal agreements to
complete the interview from 11 of the 53 hard-refusal cases (21 percent), and from 17 of the 46
hard-to-reach cases (37 percent).

After the physician recruiter obtained verbal agreement, the case was sent back to the
origina interviewer, who contacted the respondent and attempted to complete the interview.
Interviewers were able to complete only three interviews with the hard-refusal cases and eight
interviews with the hard-to-reach cases. Given the relatively few interviews converted with the
help of a physician and the high cost and operational complexity of the effort, we abandoned it

for Round Two.

[. DISPOSITION OF THE ROUND TWO SAMPLE

Table 1V.1 shows the final disposition of all cases for Round Two of the CTS Physician
Survey. The table also displays comparable figures from Round One. The first two columns of

the table show the outcomes for the first round of the study—the number of physicians with each
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TABLEIV.1

FINAL DISPOSITION OF THE SAMPLE, BY ROUND

Round One Results Round Two Results

Disposition Frequency Percent Frequency  Percent
Complete 12,528° 52.7 12,304° 48.0
Ineligible
Deceased 102 04 135 0.5
<20 hours 847 3.6 993 3.9
Other ineligible (federal employee, resident or fellow,

excluded specialty) 400 17 469 18
Retired 913 3.8 1,423 5.6
Total Ineligible 2,262 9.5 3,020 11.8
L ocated Nonrespondent
AMA refusal® 525 2.2 308 12
Study refusal® 4,166 175 4,455 17.4
IlIness, language barrier 43 0.2 53 0.2
No contact® n.a 1,450 5.7
Respondent unavailable during field period 170 0.7 148 0.6
End of study’ 1,310 55 1,216 4.7
Other? 9 0.0 535 21
Total Nonrespondents” 6,223 26.2 8,164 319
Final Tracing/Unlocatable” 2,751 11.6 2,138 8.3
Total 23,764 100.0 25,627 100.0

%For Round One, 143 physicians completing interviews were selected for both the site and supplemental samples, even though
they were interviewed only once. There are 12,528 physician records on the Round One data file, even though only 12,385
physicians were interviewed. These physicians have different weights depending on whether they are included in the site or
supplemental samples.

®For Round Two, 24 physicians completing interviews were selected for both the site and supplemental samples, even though
they were interviewed only once. There are 12,304 physician records on the Round Two data file, even though only 12,280
physicians were interviewed. These physicians have different weights depending on whether they are included in the site or
supplementa samples. Tablesin this report are based on the weighted data files including 12,304 completed interviews.

“Physicians who were designated as “do not contact” on the AMA Masterfile, so no interview attempt was made; however, they
were included in response rate and sample weights calculations.

dPhysj cians who refused during calls made during data collection.

*Primarily physicians located at home addresses, where no contact was made by the end of the field period; this status code was
not used in Round One. Thefinal disposition codes were (1) no answer, (2) answering machine, or (3) other noncontact.

fPhysi cians who had been contacted but had neither completed an interview nor refused to be interviewed by the end of the field
period. Includes one physician who was coded as a completed interview but was later deleted from the analysisfile.

9L ocated physicians who were terminated before the end of the study for reasons other than refusal.
hEligi bility unknown.

n.a. = not applicable.
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final disposition code and the percentage of the total sample with that disposition. The next two
columns show the corresponding figures from the second round.
The main differences between the two rounds were (1) an increase in the percentage of ineligible
physicians, and (2) an increase in the percentage of physicians who could not be contacted. The
increase in the percentage of ineligible physicians (from 9.5 to 11.8 percent of the total sample)
resulted from more intensive tracing, which identified additional physicians as retired. For
Round One, 11.6 percent of physicians could not be located; as a result of more intensive tracing
efforts, this fraction declined in Round Two to 8.3 percent. However, these efforts also produced
more home telephone numbers, which often resulted in final dispositions of no contact. Because
the percentage of business numbers available from the AMA Masterfile is declining, we
anticipate that this problem may increase in subsequent rounds. Consequently, additional
resources will be allocated in those rounds to conduct interviews during evening and weekend
shifts.

Table IV.2 provides additional detail on the disposition of the Round Two sample, by

sample type and response status. There are several key findings from thistable:

1. More than three-fourths (77 percent) of sampled physicians who completed
interviews for Round One did so for Round Two, as either eligible or ineligible
physicians. Only 3.2 percent could not be located.

2. Similarly, approximately three-fourths of physicians who were ineligible for Round
One responded in Round Two; most (57 percent) were ineligible again. Fewer than
10 percent could not be located.

3. Physicians who did not respond in Round One typicaly did not respond in Round
Two. Only 35 percent in Round Two completed interviews or were ineligible; 53
percent failed to respond again, and 12 percent could not be located.

Completion rates for physicians sampled for the first time were very low. Only 41
percent of the new sample completed interviews, arate that is much lower than the 53
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percent of Round One physicians completing interviews. (Round Two new sample
are shown in Table 1V.2; Round One new sample are shown in Round One results in
Table1V.1.) The percentage of Round Two sample that was ineligible (13.4 percent)
was higher than in Round One (9.5 percent); the percentage that could not be located
was comparable (11.6 percent in Round One compared with 11.4 percent in Round
Two). The key change was the increase in nonresponse by located physicians, from
26.2 percent in Round One to 33.9 percent in Round Two.

These results, which are consistent for the site sample and the supplemental sample, indicate
that both physicians sampled for the first time and those who did not participate in the prior
round were increasingly reluctant to participate in the survey. physicians who participated in

round one demonstrated a high degree of willingness to be interviewed again.

J. RESPONSE RATE CALCULATIONS

For Round Two, we estimated an unweighted response rate of 60.9 percent, and a weighted
response rate of 61.1 percent (see Table 1V.4). For PCPs, the unweighted and weighted response
rates were 59.1 and 58.7 percent, respectively. The corresponding response rates for specialists
were 64.3 and 62.7 percent. This section describes the calculation of the response rate.

The response rate is generally defined as the proportion of eligible cases providing
completed interviews. Determining the response rate thus required an estimate of the total

number of physicians in the sample who actually were eligible for the study. An estimate was
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necessary because we could not ascertain eligibility for 10,302 physicians who could not be
located or who were located but not interviewed. When a sample contains cases with unknown
eigibility, the total number of eligible sample casestypically is estimated based on the digibility
rate of the cases whose dligibility was determined. For Round Two, 12,304 of the 15,324 sample
cases whose eligibility was determined were eligible for the study, implying an overall digibility
rate of 80.3 percent.

In Round One, however, a small study was carried out to investigate the eligibility of cases
who could not be found during the field period. It seemed likely that physicians who could not
be located were less likely to be practicing than were physicians who could be located. To test
this hypothesis, we carried out in-depth tracing of 400 sample cases who were not located
through the usual procedures. The results of the tracing study suggested that, as expected, the
eligibility rate among the unlocatabl e physicians was considerably lower (at 62.9 percent) than in
the sample asawhole.

Our strategy for estimating the total number of eligible physicians in the sample was to add
to the number of sample physicians known to be eligible (that is, the 12,304 physicians who were
screened and who completed the main interview) the estimated number of eligible physicians
among those who could not be located and the estimated number of eligible physicians among
those who were located but did not respond. We used the eligibility rate from the Round One
study of unlocated physicians to estimate the number of eligible physicians among the Round
Two unlocated ones (that is, 62.9 percent of 2,138) and used the overall Round Two €ligibility
rate to estimate the number of eligible physicians among located nonrespondents (80.3 percent of
8,165 nonrespondents). Altogether, then, our estimate of the total number of eligible physicians

was 20,205 (that is, 12,304 + 1,345 + 6,556), and our estimate of the unweighted response rate
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was 60.9 percent (12,304/20,205). Similar calculations were applied to PCPs and specialists.

Weighted response rates a so were computed.

K. DATA PREPARATION

Most of the data coding and cleaning was accomplished by the CATI system. As the
interviewers entered response option codes selected by the respondents, these numbers were
written to a data file. The CATI system was programmed to conduct range and consistency
checks, and to prompt the interviewer when an impossible or unlikely response was entered. The
interviewer could then correct the data entry or could ask the respondent to clarify his or her

ansSwer.

1. RangeChecks

The ranges of most closed-ended items in a CATI survey are determined by codes for the

available responses. For example, a“Yes/No” variable offers the following codes:

8 =Don’t know

9 = Refused

If the interviewer mistakenly attempts to enter a code of “3,” the CATI system will notify
the interviewer that this is an unacceptable code. The interviewer can then enter the correct
code.

Some items, such as dates, number of hours worked, or percentages of revenue, do not have
a set of preassigned response codes. Ranges are bounded by what is possible. For example,

guestion B1 in the Physician Survey asks the respondent how many weeks he or she practiced
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medicine during 1997. Because there are 52 weeks in a year, the acceptable range for responses

was 00 to 52. Higher numbers were not accepted by the system.

2. Consistency Checks

Consistency or logic checks examine the relationships between two or more variables to be
sure that the responses do not conflict with one another. A few logic checks were contained in
the CATI program. For example, question B2 asks the physician how many hours he or she
spent in al medically related activities in the last week. Question B3 then asks how many hours
were spent in direct patient care that week. If the responses to these two questions are equal, a
verification question is asked to ascertain that all the physician’s time was spent in direct patient
care. Alternatively, if the physician indicated that he or she spent more hours in direct patient
care than in al medicaly related activities (alogica impossibility), the physician was prompted
to revise one or both of the answers to questions B2 and B3.

Section G of the questionnaire also contains several consistency checks, which resulted in
interviewer prompts. The checks are summarized here; any of the following conditions resulted

in an error message to the interviewer:

* The combined practice revenue from Medicare and Medicaid is greater than 100 percent.

* The percentage of practice revenue from al managed care contracts is less than the
percentage received on a capitated basis.

» All the practice’s managed care revenueis paid on a prepaid basis.

* The percentage of revenue from the practice’'s largest managed care contract is greater
than the total revenue from al managed care contracts.

» The practice has more than one managed care contract, but the revenue from the largest
managed care contract equals the total revenue from all managed care contracts.

* The physician says that his/her practice has more than 20 managed care contracts.



3. DataCleaning

Although most data cleaning for a CATI survey is done online, a few data cleaning steps
must be completed after the survey leaves the field. Frequencies are examined and cross-
tabulations are run to check for additional consistency checks that were not built into the survey.
On the basis of these tabulations, data may be changed or flagged for further checking. CATI
adjustments for Round Two included some state and specialty exclusions. As a result of these
adjustments, the number of problem cases with state or specialty exclusions dropped from fivein

Round Oneto two in Round Two. The two cases were removed from the Round Two data set.

4. Coding

As in the first round, only an extremely limited amount of postinterview coding was
conducted for Round Two. Five questions in Section C (questions C2, C3b, C3c, C6, and C6a)
permitted entry of “other” responses for which the interviewer was to type in any answer that
was not provided as a coded response option. Open-ended responses obtained for these
questions were examined to determine whether the responses fit any of the categories provided in
the question. If they did not, no change was made. If they did, the “other” response entered by
the interviewer was recoded to the correct response category. A few response categories were

added to permit coding of most of the “other” responses.

5. Location Coding Review

Physicians in the site sample were sampled as part of the population of a particular site, and
each site was defined as containing a particular set of Federal Information Processing System
(FIPS) codes. During the interview, every respondent was asked to confirm the county and state

where his or her primary practice was located. Respondents whose practices were not located in
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the county and state shown in the sample record were asked to provide their current county and

state.

County and state names were matched against a list containing al the FIPS codes in the

country to determine the FIPS code of each physician’s current location. These NEWFIPS codes

were then compared with the FIPS codes in the sample record to determine whether the

physician’s site had changed since sampling. The following variables were provided in a

separate file to document the site locations of physicians who moved between the time of

sampling and the time of the interview:

OLDSITE —

NEWSITE —

OLDFIPS —

NEWFIPS —

LOCCODE —

The site where sampled. It was “0” for all supplemental sample cases and
“1-60" for the site sample cases.

The site where the physician was located when interviewed. To determine
the NEWSITE, the verbatim county and state information was converted to
FIPS codes (NEWFIPS). These FIPS codes were then matched against a
file that identified whether the code fell into one of the 60 sites, or whether
it was outside the 60 sites. If outside the 60 sites, it was coded as site 61.
“0” was used to indicate the supplemental sample and not in the site area.
Codes 98 and 99 were added to indicate, respectively, DK/Refused on the
county question (A5a) and no match found on state/county when compared
with the database.

The FIPS code provided by the AMA or AOA Masterfiles at the time of
sampling

The FIPS code of the county in which the physician was located when
interviewed. These codes were determined by matching the verbatim
county and state responses against a file that contains all FIPS codes in the
United States.

1= Respondent remains in the same site where sampled (sites 1-60).

2 = Respondent was sampled in one site but moved to a different site.
Supplemental respondents (all sampled as part of site 0) were located
within a particular site when sampled but had moved to a different site
at the time of interview.
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3 = Respondent was sampled in the site sample but had moved outside the
60 sites(site61).

4 = Respondent was sampled in the site sample but had moved to a new
location, which was unknown.

5= Respondent was sampled in the supplemental sample (site 0) and
remained within the same site location as at the time of sampling (either
sites 1-60 or site 61, outside the 60 sites).

STRATCHG —Applied only to cases in the supplemental sample, although “0” was used as
a placeholder for site sample cases. By comparing the state where sampled
with the state names in question Aba, we determined whether these cases
were in the same stratum as when sampled, or whether they were in a
different stratum.

1 = Respondent remained in the same stratum where sampled.
2 = Respondent moved to a different stratum.
3 = Respondent moved to a new, unknown location, stratum unknown.

SMPSITE=OLDSITE — For cases sampled in the supplemental sample, SMPSITE is the
site in which the case would have been selected if part of the site
sample (sites 1-60). If a supplemental case would not have been
selected in any of the 60 sites, the SMPSITE value was 61.
SMPSITE was used to create the LOCCODE variable.

STCNTY — Thisfidd was added to the final Round Two locator database and contains the

two-letter state code concatenated with the county name, as given by the
respondent.
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V. SAMPLING AND ANALYSISWEIGHTS

A. OVERVIEW

We distinguish between sampling weights and anaysis weights. Sampling weights are
calculated from the selection probabilities. Sampling units at each sampling stage have known
probabilities of being selected, and the sampling weights equal the reciprocal of the product of
these probabilities. We could have used sampling weights alone for our analyses if all the frame
definitions had been correct, and if every digible physician in the sample had been located and
had completed a survey questionnaire. However, some of the frame definitions (for example,
geographic and physician specialty coding) were incorrect; some physicians could not be
located, and others did not participate. We therefore had to modify the sampling weights to
account for errors in the sample frame and nonresponse. To produce valid study results, we had
to use modified weights, which we refer to as analysis weights. Furthermore, because we use
two samples (the site sample and the supplemental sample) in each study round and are
interested in severa different analyses objectives, severa sets of both the sampling weights and
analyses wei ghts have been cal cul ated.

The objectives of the study and planned analyses (Chapter I1) affect the calculation and use
of the sampling and analysis weights. These features and the weighting implications are

described in the following sections.

1. High-Intensity Sites

Of the 48 sites selected from MSAs with 200,000 or more population (in July 1992), 12
were randomly assigned as high-intensity sites and 36 as low-intensity sites (see Table I.1).
Each of the 48 sites had a 25 percent chance of being assigned as a high-intensity site. (The

other sites did not have a chance of being selected as a high-intensity site.) This random
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assignment influenced the probability of selection for a physician practicing in one of the 48
sites. That is, a physician could be selected with one of two different sampling rates, depending
on whether the physician’s practice was assigned to a high- or low-intensity site.

We can view this situation as being analogous to an experiment with four possible outcomes:

Physician Selected: Ph

/
\ Physician not Selected: 1-Ph

High
P=.25

Low
P=.75

/ Physician Selected: Pl
\

Physician not Selected: 1-PI

Each physician practicing in a site could follow one of the four paths. The Ph and Pl are
conditional probabilities that equal the probability of the physician being selected for the survey
if hisor her practice was in a high-intensity site (Ph) or low-intensity (Pl) site, respectively. The
probability of any one of the four outcomesis equal to the product of the branching probabilities
at each node along the path to that outcome. Note that the selection of a particular physician at
that site coincides with two of the four outcomes. Hence, the probability of a physician being
selected for the Round One study equaled the probability of selecting his or her site of practice
multiplied by the sum of the probabilities for those two outcomes.

This basic concept can be extended to deal with the increased complexities of the

longitudinal probabilities applicable to a study such as this one. The number of paths is ssimply
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increased to account for selection in any one of several survey rounds and several categories of
prior survey outcomes for a particular physician.

To calculate the selection probability for a physician, two conditional probabilities had to be
calculated, one for each path. To calculate the conditional probabilities for the path to which the
physician did not get assigned, the conditional probabilities were calculated using the sample
alocation rules that would have been used for the alternative path. In Appendix B, we describe

the full set of conditional probabilities; these probabilities were called alternative probabilities.

2. Competing Objectives

Several sets of analysis weights were developed for Round Two, reflecting the study’s
analytic objectives. The site sample in the high-intensity sites will be used to support site-level
analyses for high-intensity sites. Combined with the low-intensity sites, both sets together
comprised a valid national sample. Different site sample weights were developed for site- and
national-level analyses because the weights that were efficient for national analyses were not
suitable for site analyses. Simply multiplying analysis weights for site-level estimates by the
site-level weight would produce valid national estimates, but with large variances because of
variation sizein the high- and low-intensity sites’ sample sizes.

The supplemental sample was used to develop more efficient national-level estimates,
unhampered by cluster sampling and the need to deal with geographic misclassification. The
weights for this sample did not relate to whether practicing physicians practice within one of the
survey sites.  Supplemental sample weights would produce site-level estimates, but the sample
sizes would be inadequate (that is, the estimates would have insufficient precision).

Several sets of weights were designed to utilize the two samples in combination to produce
the most accurate estimates for the individual sites and nationally. All the weights were

calculated separately for the two physician specialty categories (PCPs and specialists). Although
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the equations are the same, the sampling rates differed and reflected the need to oversample
primary care physicians.
Some of the national-level analyses used site-specific information. Hence, separate sets of
national weights were developed that excluded physicians practicing outside the 60 sample sites.
Finally, panel weights were developed for longitudinal analyses. These weights were
designed to permit analyses of individual changes for physicians who responded to both Round

One and Round Two. These longitudinal analyses can use a model such as the following:

(1) Yij :Bc)ﬁl"'BL(Xij _Xil)+Qj’

where Y;j; denotes the observed data for the ith physician at time j, Xi; denotes the value of the
independent variable at time 1 for the ith physician, B¢ denotes the coefficient estimate at time 1,
X;; denotes the value of the independent variable at time j for the ith physician, B, denotes the
coefficient estimate at time j, and g; is the random error term. The first two terms on the right
side of the equation are the cross-sectional and the longitudinal terms, respectively, for subject i

at timej (Diggle et al. 1999).

3. Focuson Primary Care

PCPs were sampled at approximately twice the rate as specialists to produce the desired
precision for these physicians and for all physicians who had patient contact. The different
sampling rates for PCPs and specialists resulted in unequal weights and, hence, reduced the
survey precision for estimates for al physicians who had patient contact. Because of this
disproportionate sampling, the two physician categories were designated as strata to control
sample sizes and were candidates for separate nonresponse adjustments. Prior to sample

selection and interviewing, physicians were classified as PCPs or specialists based on the
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sampling frame information from AOA and AMA (for physicians who had not previously been
interviewed) or on the Round One survey response (for those who completed Round One
interviews). During the Round Two survey, some of the physicians were re-classified based on
information provided by survey responses. However, sample weights had to ensure that they
retained their initial probability of selection, even if they changed specialty classification based

oninterview data. (See Chapter 11 for amore detailed discussion of this problem.)

4. Supplemental Sample

The use of a supplemental, unclustered national sample improved the precision of national
estimates because the clustering and different sampling rates in the site sample reduced the
precision for national estimates from that source. The site and supplemental sample designs
were quite different and required different equations for calculating weights. Therefore, using
the two samples in combination in various ways required several different sets of weights (for

example, augmented sampl e estimates and combined national-level estimates).

5. Geographic Misclassification (Movers)

Physicians in the site sample were to be assigned to the site containing their practice.
However, information available at the time of sample selection did not aways identify whether
the practice was in one of the 60 sites; the information available may have been the physician’s
home address. Because practice site was an important analysis domain, some physicians had to
be reassigned to a site other than the one assigned at sample selection because the practice site
was not known with certainty until the interview (also discussed in Chapter 11).

Reassigning practice sites resulted in unequal weighting and complicated the equations used
to compute the weights because physicians selected from one sampled site who practiced in

another sampled site must reflect probabilities associated with both sites (referred to as joint
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inclusion probabilities). The sampling weight for these cases therefore sometimes differed

substantially from the weight for the other physicians practicing in the same site.*

6. Longitudinal Versus Cross-Sectional Estimates

Because the CTS is a longitudinal survey, the Round Two sample will be used to provide
both cross-sectional and change estimates. As discussed in Chapter Il, part of the sasmple was
interviewed in both rounds to improve the precision of both change and cross-sectional (point-in-
time) estimates.

Weighting for longitudinal surveys is complex because the inclusion probabilities are
defined not only on the current conditiona selection probabilities, but also partly on the selection
of physicians from prior surveys and the number of times the physicians are selected for
additional surveys. Finaly, panel weights for the reinterviewed physicians required adjustments
so that the panel weights related to the same reference population (that is, the panel weights for

Round Two respondents were scaled to the Round One population distribution).

7. AnalysisWeights

Unbiased estimates are the goal of any serious survey. However, some of the physicians
sampled for the CTS Physician Survey could not be located, and others who were located refused
to participate or did not respond after many calls. Using logistic regression models based on
available data from the sampling frames (for all physicians) and from the prior survey (for
reinterviewed physicians), we developed weights for these physicians to reduce the potential for
bias by compensating for the physicians who could not be located and for nonresponses among

located physicians. We refer to these weights as the analysis weights. Separate multivariate

'Extremely large weights may be trimmed to improve the precision for site-level estimates.
However, we minimized weight trimming to avoid introducing significant bias into the survey
estimates.
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models were developed to adjust the weights for unlocated and nonresponding physicians in the

sample.

8. WeightsUsed

The limitations of the sample frames (for example, missing or incorrect information from
the AMA and AOA files) and the need to use unequal sampling rates both influenced and
complicated the calculation of sampling and analysis weights. In addition, the analytic
objectives required the calculation of several sets of anaysis weights. The various weights

include those needed for:

* Nationa-level estimates for the site sample, supplemental sample, augmented site
sample, and combined sample (using both site and supplemental samples)

* Site-level estimates

* Panel analyses

Table V.1 summarizes the weights and their uses.

B. COMPUTATIONAL METHODS
1. Overview

The sampling and anaysis weights had one component in common—the weight was
calculated as the reciprocal of the inclusion probability of the physician. This weight was based
on the site weight and one or more conditional weights (based on reciprocal selection
probabilities). As Table V.1 shows, severa sets of weights were computed to serve different
analytic objectives. Because the equations for each weight were complex, only a few examples

are presented here. The process for adjusting the sampling weights to account for unlocated



TABLEV.1

SUMMARY OF ANALYSISWEIGHTS

Records with Completed
Type of
Estimate Sample Round One Round Two Round One Round Two Comments
Site-Specific Site sample (practice in PHYWGT1 PHYWGT1 10,881 10,434 Does not include additional cases from the
60 sites) supplemental sample
Augmented site sample PHYWGT5 PHYWGT5 11,456° 10,920 Best option for site-specific estimates, because
(WTPHY1) (WTPHY1) site samples include additional cases from the
supplemental sample
National Site sample (practicein PHYWGT6 n.a 10,881 n.a Does not include additional cases from the
60 sites) (WTPHY2) supplemental sample
Site sample (al) PHYWGT2 PHYWGT2 11,310 11,216 Does not include additional cases from the
supplemental sample
Supplemental sample PHYWGT4 PHYWGT4 1,218 1,088 Unclustered design, minimal design effect
(WTPHY3) (WTPHY3)
Augmented site sample n.a WT_NAUG n.a 10,920 Best option for national estimates when using
PHYWGT7 site-level variablesin analysis, because it
(WTPHYS5) includes additional cases from the supplemental
sample
Combined sample PHNATLWT WT_COMB 12,528 12,304 Best option for most national estimates,
(WTPHY4) (WTPHY4) because it uses all cases from site and
supplemental samples
National Panel Combined sample na PANEL_WT n.a 7,092 Includes only those physicians interviewed in
PPHNTLWT both Round One and Round Two
(WTPANL1)
Site sample (al) n.a PPHYWGT?2 n.a 6,569
(WTPAN2)

*Name in parentheses refers to variable name on the Public Use File and Restricted Use File.

®Some physicians were sampled for both the site and supplemental samples and are included in each sample, athough they were interviewed only once. There were
143 physicians included in both samples for Round One and 24 for Round Two.

11,474 in augmented sample, minus 18 supplemental cases that were misclassified as outside the 60 sites.



physicians and nonresponse was complex and included nonresponse adjustments (including
separate treatment of unlocated physicians and nonresponding physicians who were located),

poststratification, and weight trimming.

2. Probability of Selection

Sampling weights were essential for calculating unbiased statistics from the survey data and
for conducting valid analyses. To calculate the weights, the inclusion probabilities had to be
calculated for each record on the datafile.

As noted, the entire site sample, including movers, was used to develop weights for nationa
estimates. The site sample was a two-stage probability sample drawn from the national frame
(that is, from the population of al physicians in the defined target population). For national
estimates, the calculation of the inclusion probability (P;) for any sampled physician accounted
for the selection probability of the site, the random assignment of a site as either a high- or low-
intensity study site, and the selection probability of the physician in the site.

To illustrate, for the Round One sample, the probability of selection (P;) of a physician

sampled within a site was cal culated according to the following equation:

(2) P = P(site)*P(i/site)

= P(site)*[P(HI)(nu/ Ns) + (1 - P(HI))(nLo/Ns)],

where Ns was the sampling frame size, P(HI) = 12/48=1/4 for the 48 large metropolitan sites and
= 0 for the other sites, and ny, (N o) was the sample size that would have been alocated to a site
if it was chosen as a high- (low-)intensity site. To use equation (2), we had to estimate the
sample size that would have been released under our original sample allocation plan, treating
each site first as a high-intensity one and then as a low-intensity one. The process was required

for each of the four sampling strata used in Round One of the study (PCP or specidlist by frame
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source [AMA or AOA]) within each of the 48 large metropolitan sites,

For the Round One supplemental sample, the calculation of the probabilities for the basic
weights was a simpler single-stage process. The same strategy was used to calculate Round Two
inclusion probabilities, except that more sampling strata were defined in each site or supplement
sample stratum. We also had to account for the fact that a physician could have been selected in
either Round One or Round Two.

At this point, we ignore the issue of physicians whose geographic or patient care
classification was misassigned by the frame. (This issue is discussed in Appendix B.) In this
example, we also ignore the fact that large MSA sites were randomly assigned as high- or low-
intensity sites in order to simplify the discussion. In Round Two and subsequent rounds, these
calculations must also reflect probabilities and response status relating to previous pointsin time.

Consider that a physician could be sampled for Round Two via several paths, which were

used to develop four frame strata:

1. Physician was eligible and completed a Round One interview (a Round One €ligible
complete)

2. Physician was selected in Round One but did not complete the interview (for
example, was ineligible, could not be located, or refused) (a Round One
noninterview)

3. Physician was not selected in Round One but was in the Round One frame (an old
frame physician)

4. Physician was not in the Round One frame (a new frame physician)

If we consider the chain of events for the Round Two physicians selected from the Round
One population, we have two possible routes, a (was selected in the Round One sample) and b

(was not selected in the Round One sample):

(3) Pa= P1*P11*P21

67



and

(4) Pb= P1*(1- P11)*P23,

where:

P1 = the (unconditional) probability of selecting the site.

The conditional probabilities are defined as Pij, i relates to Round One or Round Two, and |
relates to the frame strata 1 to 4 for primary care (and 5 to 8 for specialists, reflecting the

different selection probabilities of PCP and specialists).

P11 = the conditional probability of selecting the physician in Round One given the site
was selected

P21 = the conditional probability of selecting the physician in Round Two given the
physician was an eligible in the Round One sample (j = 1)

P23 = the conditional probability of selecting the physician in Round Two given the

physician was not selected in Round One (but was in the Round One frame).

The inclusion probability, P, equals the sum of probabilities for occurrence in one or the
other of two digoint events. That is, P = P1*{P11* P21+ (1-P11)*P23}.

Clearly, one can use different assumptions to calculate the basic sampling weights in
longitudinal surveys. The method used in Round Two is a dight variation of the method shown
here. The aternatives that were considered produce unbiased estimates subject to some
reasonable assumptions. In addition, the resulting variances are similar. The full equations used

to calculate the Round Two weights are in Appendix B.

C. LOGISTIC PROPENSITY MODELSFOR NONRESPONSE ADJUSTMENTS

The purpose of nonresponse adjustment to sampling weights is to reduce the potential for

bias associated with nonresponse. If nonresponse to a survey is completely random, then
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weighted estimates of means would be unbiased and nonresponse adjustment would not be
required. For estimating totals, however, a single adjustment still would be needed to inflate a
weighted total to account for the proportion of physicians who did not respond. However,
nonresponse is rarely completely random, and it is possible to ascertain patterns about
characteristics of sampled individuals, such as physicians, who do or do not respond. For the
CTS Physician Survey, the concept underlying nonresponse adjustments is to find groups of
physicians who respond with a similar probability, and to compute an adjustment value for each
of the groups. The adjustment factors are ssmply the inverse of the response rate for physicians
in that group.

The most common method for computing these nonresponse adjustments is to form
mutually exclusive classes of physicians who seem to have the same response probability, or
propensity (Brick and Kalton 1996). A weighted response rate is computed independently in
each class, and the inverse of the response rate is the adjustment factor. A key determinant in
developing these weighting classes is the availability of information for respondents and
nonrespondents. In many surveys, limited information is available beyond that used for
sampling strata. However, we have considerable information from the sample frames and the
Round One survey that can be used to adjust for nonresponse to the Physician Survey. For
nearly al sampled physicians, selected demographic and practice characteristics are available
from the AMA and AOA files that were used as the sample frame. We aso have an extensive
array of variables from the Round One survey for physicians who completed interviews in
Round One. For nonresponding or unlocated Round One physicians selected for Round Two, we
have data on survey dispositions for both rounds.

In the weighting class nonresponse adjustment procedure, the mutually exclusive weighting

classes must contain a sufficient number of physicians so that the estimate of the weighted
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response rate is stable. The usual criterion isthat 20 or more cases should be in aweighting class
so that the variance of the response rate is sufficiently small that the estimate is accurate and
stable? (Some researchers may require 50 or more in each class to reduce instability.)
Weighting classes are combined if the number of cases is less than this count. However, given
that the purpose of forming weighting classes is to group physicians with similar response
probabilities to reduce the potential for bias, combining weighting classes may reduce some of
the value of this approach.

Logistic regression modeling for the probability of responding is an extension of the
weighting class approach. The predicted value for a physician is the probability that the
physician would respond (the response propensity), so the inverse of the response propensity is
equivalent to the inverse of the weighted response rate estimated in the weighting class method
(lannacchione et al. 1991).

Logistic propensity modeling has three major advantages over the weighting class approach.
First, mutually exclusive classes are not needed. The logistic model can use categorica as well
as continuous data as independent variables, and interactions among these variables can be
included in this model. Second, the weighted response rate is a model-based estimate that uses
information from all physicians, not just the physicians with similar characteristics (that is,
physicians in a specific weighting class). In the modeling process, alternative variables and
scalings of variables can be tested for the best ability to predict the propensity to respond. Third,
the predicted response propensity is estimated using a model and the full sample of physicians,
so the variance for the response propensity will generally be substantially less than the variance

from a comparable weighting class approach.

Assuming a sample size of 20 implies a confidence interval of +0.20 for aresponserate, r,
around 0.60 (0.40 to 0.80), where the variance is estimated by r * (1 - r)/20.
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A disadvantage of the logistic propensity modeling is that the predicted propensity value can
be small and, therefore, the inverse of this value would be large. A large adjustment value can
result in greater variation in the fina analysis weights, but various methods of smoothing the
adjustments may be used to reduce the impact of large values on weights (Little 1986).

To summarize, the two approaches will have identical results if the independent variables
used in a logistic propensity model exactly match the mutually exclusive classes used in the
weighting class procedure. In this case, the predicted response propensity values would be
identical to the weighted response rates in the weighting class approach. The adjustment is
simply the inverse of the predicted response propensity or the weighted response rate. However,
this is rarely the case, and the advantages of modeling the propensity of response will usually
outweigh its disadvantages.

Logistic propensity modeling has been used for surveys where information on the
characteristics of both respondents and nonrespondents is available. For example, this approach
was used for the National Survey of Family Growth (Potter et al. 1998) and has been tested for
use with the Survey of Income and Program Participation (Folsom and Witt 1994). The
procedure also has been used in surveys of military personnel (lannacchione et a. 1991) and in
surveys of Medicare and Medicaid populations for which demographic and economic data are
available from federa or state administrative files (CyBulski et a. 1999).

Thefirst stepsin adjusting for nonresponse are;

1. Examining patterns of nonresponse
2. Determining what factors may be related to the likelihood of responding

3. Developing adjustment factors that are assigned to each respondent to compensate for
nonrespondents
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The following sections describe how the models were developed; we then describe the

weight adjustment procedures.

1. Examining Patterns of Nonresponse

First, we examined the pattern of nonresponse relative to the data available on sample
members. For this survey, we had different levels of data for the site sample and for the
supplemental sample, as well as for subgroups based on their Round One interview status. For

both the site sample and the supplemental sample, we had three subgroups of physicians:

1. Round One Interviews. Physicians who completed the Round One interview

2. Round One Noninterviews. Physicians who were selected for the Round One sample
but who did not complete the interview for some reason

3. New Sample. Physicians in the Round Two sampling frame who were not selected
for the Round One sample

We therefore had six groups of physicians with different levels of data. We had the most
information on physicians who responded and completed the Round One interview (Round One
interviews). This information included information from the Round Two sampling frame,
responses from the Round One instrument, and information from Round One survey dispositions
(such as the record of calls for the Round One interview). We had information on Round One
noninterviews from the Round Two sampling frame and survey dispositions (such as response
status and the record of calls for Round One). Only information from the Round Two sampling

frame was available for new sample.

2. Determining FactorsInfluencing Response

We examined the pattern of nonresponse in each group to determine which factors might
have influenced the likelihood of responding. As expected, a major factor was whether a

physician could be located. This finding led us to examine factors associated with whether a
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physician could be located and then to separately analyze factors associated with response
among located physicians. We used a variety of procedures, including simple cross-tabulations
and analysis of variance (ANOVA) procedures to identify candidate variables and classifications

of the variables.®

3. Developing Adjustment Factors

To estimate the adjustment factors for locating a physician and for responding among
located physicians, we used weighted logistic regression to estimate a “response propensity”
score for each physician. The modeling approach can result in a few sample members being
assigned an extremely large adjustment factor (Little 1986). However, the possibility of large
adjustment factors can be reduced by using a restricted logistic regression model* or by trimming
and compensating for adjustment factors from an unrestricted logistic regression model in a
sample alignment or poststratification adjustment process. We used the latter approach.

The model-based nonresponse adjustments represented predicted values (based on a best
linear unbiased prediction model) and were used in the computation of different sets of analysis
weights. That is, the model-based propensity scores developed for the full sample were used to
account for the inability to locate a physician and physician nonresponse in the computation of
weights for site-level estimates (for both the unaugmented and augmented samples) and for panel
estimates. (A weighting class approach would have required the estimation of adjustment factors

separately for each set of weights.)

*The nonresponse analysis is included in Appendix C of the full report, which is available to
RUF users.

*The coefficients of the model are estimated based on restrictions on the size of the
adjustment factor.
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After computing adjustment factors for the inability to locate a physician and for
nonresponse among located physicians, various sets of weights were computed. These adjusted
weights were then checked for consistency with known (or estimated) population counts of
eligible physicians and were poststratified. Because of the variation in the weights based on the
original selection probabilities as well as the adjustment factors, analysis weights for some
physicians differed substantially from that of other physicians within a pool of similar
physicians. We evaluated the few extreme weights, which could have decreased the precision of
the survey estimates and analysis, and trimmed some of them.

The following section describes weight adjustment procedures and construction of analysis

weightsin more detail.

D. RESPONSE PROPENSITY MODELS
1. General Modd Development

We prepared two sets of weighted logistic regression models to adjust the survey weights for
our ability to locate physicians and to obtain a response (either a completed or ineligible
interview) among the located cases. We developed separate models for location and response for
physicians for (1) Round One completed interviews among eligible physicians, (2) Round One
noninterviews, and (3) physicians not in the Round One sample (the new sample). We used this
trichotomy because the physician characteristics associated with the ability to locate a physician
and response varied across these three groups and because available data varied by groups. We
also developed separate models for the site and supplemental samples because different data
were again available for each sample. In total, we developed 12 model s—separate location and
response adjustments for the site and supplemental sample crossed with the three groups (Round

One interviews, Round One noninterviews, and new sample).
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Each model was used to predict the value for location or response among located cases as a
function of physician characteristics represented by a series of indicator variables. The models
used the sampling weights applicable to the specific sample and analysis objective (site-level
estimates versus national estimates). For the location models, the weights consisted of the
normalized initial weight computed on the basis of the original selection probabilities. For the
nonresponse models, the weights consisted of the normalized product of the initial weight
computed on the basis of the original selection probability and the location adjustments.

After reviewing the results from our nonresponse analysis, we concluded that most of the
characteristics could help predict location or nonresponse. Therefore, we began by including all
of them in the models. Many of them contained categorical responses (for example, specialty
type, PCP status), so we transformed them into a series of indicator variables. If a category
contained 100 or fewer cases, we collapsed some of the categories. In addition, we collapsed
categories with similar location and response rate patterns. For afew variables, we modified the
indicator variable definitions depending on whether they were used for the locating models or for
the response models. In particular, we included a variable for each site in the site sample, with
one exception. To prevent a singularity in the model, we combined sites in which all physicians
were located or al physicians responded with sites with the next highest rate. In addition, we
combined variables with missing information (for example, unknown country of graduation)
with other categories or created an indicator to denote a status of missing.

We also examined the ability to locate or respond for various bivariate interactions between
characteristics. To isolate the interactions, we conducted cross-tabulations on the location rates
and the response rates by pairs of physician characteristics. To help reduce the initial list of
possible interactions, we also conducted an ANOVA study of the characteristics, treating the

outcomes as the dependent variable and the characteristics as the treatment effects, using the
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SAS GLM procedure. Although the data violate the ANOVA model assumptions (about the
error term for the data; e = N(0,0)), we found this method to correctly identify potential
interaction effects. Our analysis indicated possible interactions for locating and response for site
membership and age and site membership and PCP status. As a result, we included some
indicators in the models for these effects.

To prepare the models, we used a weighted stepwise variable selection logistic regression
procedure from SAS. We decided to use a significance level for variable inclusion of 0.15 to
keep variables in the model that had a potential impact on the outcome. We used this criterion
because the primary purpose of the models was to predict a response rate for a physician, rather
than to explain the relationships between the dependent variable and the characteristics.

The predicted values from the models were used to prepare two sets of adjustments (which
were equal to the inverse of the predicted response propensity) for each physician who (1) was
located (among the located and unlocated cases), or (2) completed the survey (completed
interviews and ineligible physicians among the located physicians). The inverse of the predicted
propensity value sometimes contained large values (for example, 5 or higher), and we conducted
a trimming process on the adjustment values. For the trimming, we computed the standard
deviation of the adjustment values and identified cases with adjustments that were more than 2.5
for the location model or 2.5 times the standard deviations from the mean for the response
model.

The adjustment values that exceeded these limits were considered to be “outliers’ and we
decided to reduce them to limit the potential for extremely large weights. Although a fixed
trimming value (of 2.5) could be used in the location models, the higher level of nonresponse and
variability in the response rates indicated that the trimming value had to accommodate the

inherent variation. The adjustment factor value was trimmed for those that exceeded the cut-off
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value at the trimming value, and the trimmed excess was allocated among the cases that had an
adjustment value between 1.0 and 2.5 for the location model or between 1.5 or 2.5 times the
standard deviations from the mean for the response model. That is, the trimmed excess was
distributed among cases that reflected the next “tier” of cases that had similar low predicted
probabilities of location or response.

For example, in the location model for the site sample, Round One nonrespondents (based
on 4,932 located cases), the maximum adjustment value (the inverse of the predicted propensity)
was 4.47; the mean adjustment value was 1.14 and the standard deviation was .0243. We capped
al the cases with adjustment values at or above 2.5 (22 cases) to the value 2.5. We then
examined the sum of the survey weights (using the location-adjusted weights) for the pool of 654
cases that had scores at or above one standard deviation above the mean (1.38 = 1.14 + .0243),
which included the 22 trimmed cases. Before trimming, the sum of the weights was 22,330 for
the 654 cases; after trimming, it was 22,213. We then spread the weighted trimmed excess of 87
(22,330 - 22,213) for the trimmed cases across the 654 cases by multiplying the weights for the
654 cases in the pool by 1.0052 = (22,330/22,213). This step produced a maximum adjustment
value of 2.51 and reduced the coefficient of variation in the propensity adjustment values from
21.3t0 20.6. This example is typical for many of the models in that the methodology trimmed
only arelatively few of the extreme propensity adjustment val ues.

Tables V.2 and V.3 summarize the indicator variables that were significant at a .15 level in
the stepwise logistic regression procedures for the six location models for the site sample and
supplemental sample, respectively. Tables V.4 and V.5 present the results for the response
models. For each variable, the tables present the standardized coefficient assigned to the
indicator variable or physician characteristic. For each model, we aso present the r-squared

values and the Hosmer-L emeshow goodness-of-fit test statistic p-value (Hosmer and Lemeshow
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TABLEV.2

RESULTS OF THE LOCATION MODELING PROCEDURES, BY PANEL, FOR THE SITE SAMPLE

Standardized Logistic Regression Coefficient

Round One Round One

Characteristic/Indicator Variable Reinterview Noninterview New Sample
Age 25t0 44 Years 0.0840 -0.0747
Age 65+ Years 0.2944 0.1145
Board Certified in Primary Specialty 0.1156 na na
Gender Male 0.0425 0.1207
AMA Member 0.1568 0.1989 0.1607
Round One Managed Care Revenue 60 Percent or Higher na na
Round One Number of Physiciansin Office Is 2 to 10 0.0735 na na
Round One Full or Part Owner 0.1939 na na
Question A19 Career Satisfaction High (5) 0.1715 na na
Round Two Present Employment 011,013 Solo + Partnership -0.0878
Round Two Present Employment 035 (HMO) + Other -0.0970 -0.0984 -0.1413
0to 2 Yearsin Practice -0.0742 na na
3to 9 Yearsin Practice -0.1512 na na
Groups of Sites Combined that Have Close to 100 Percent Location

Rate (Site 18, 56, and 60) 0.4131
Site Sample # 1 Boston MA -0.0430
Site Sample # 2 Cleveland OH
Site Sample # 3 Greenville SC -0.1643
Site Sample # 4 Indianapolis IN 0.0558
Site Sample# 5 Lansing M|
Site Sample # 6 Little Rock AR -0.0394
Site Sample # 7 Miami FL 0.0887 -0.0927
Site Sample # 8 Newark NJ -0.0421 -0.0717
Site Sample # 9 Orange County CA -0.0794 -0.0381 -0.0684
Site Sample # 10 Phoenix AZ -0.0461
Site Sample # 11 Seattle WA
Site Sample # 12 Syracuse NY
Site Sample # 13 Atlanta GA -0.0412
Site Sample # 14 Augusta GA -0.0751
Site Sample # 15 Baltimore MD -0.0367 -0.0672
Site Sample # 16 Bridgeport CT 0.0733
Site Sample # 17 Chicago IL -0.0677
Site Sample # 19 Denver CO -0.0380
Site Sample # 20 Detroit M| -0.0697
Site Sample # 21 Greensboro NC
Site Sample # 22 Houston TX -0.0534 -0.0307
Site Sample # 23 Huntington WV
Site Sample # 24 Killeen TX -0.0393
Site Sample # 25 Las Vegas NV
Site Sample # 27 Los Angeles CA -0.0521 -0.0730
Site Sample # 28 Middlesex NJ
Site Sample # 29 Milwaukee WI
Site Sample # 30 Minneapolis MN
Site Sample # 31 Modesto CA
Site Sample # 32 Nassau NY -0.0288
Site Sample # 33 New Y ork City NY -0.0601 -0.0261
Site Sample # 34 Philadelphia PA -0.0483
Site Sample # 35 Pittsburgh PA

Site Sample # 36 Portland OR
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Table V.2 (continued)

Standardized Logistic Regression Coefficient

Round One Round One

Characteristic/Indicator Variable Reinterview Noninterview New Sample
Site Sample # 37 Riverside CA -0.0406
Site Sample # 38 Rochester NY 0.0551
Site Sample # 39 San Antonio TX -0.0527
Site Sample # 40 San Francisco CA -0.0456
Site Sample # 41 Santa Rosa CA -0.0936 -0.0515
Site Sample # 42 Shreveport LA -0.0583
Site Sample # 43 St. Louis MO -0.0288
Site Sample # 44 Tampa FL -0.0367
Site Sample # 45 Tulsa OK -0.1360
Site Sample # 46 Washington DC 0.0526
Site Sample # 47 W Palm Beach FL -0.0424
Site Sample # 48 Worchester MA 0.0572
Site Sample # 49 Dothan AL
Site Sample # 50 Terre Haute IN -0.1623
Site Sample # 51 Wilmington NC -0.0684 0.0735
Site Sample # 52 W-Cen Alabama -0.0695 -0.0404 -0.0697
Site Sample # 53 Cen Arkansas -0.0997
Site Sample # 54 N Georgia -0.1454
Site Sample # 55 NE Illinois
Site Sample # 57 E Maine
Site Sample # 58 E North Carolina -0.1679
Site Sample# 59 N Utah -0.0689
Cardiologist Specialty Indicator for Location Model 0.1408 0.0733
General Practice Specialty High-Location Subcategories 0.0657
General Practice Specialty Low-Location Subcategories -0.0549
Internal Medicine Specialty High-Location Subcategories 0.0730 0.1404
Psychiatrist Status for Location Model -0.0773
Surgeon Status for Location Model 0.1589
Graduate of European, Canadian, or Other Medical School 0.1773 -0.0370
Unknown Graduate School Country -0.0576 0.0768
Graduate of Latin America, Asian, or South American Medical

School -0.0545 -0.0962
Round One Number of Calls 1 to 4 (Location Model) 0.1189 na
Round One Status Not Located na -0.6156 na
Round One Status Hard Refusal na na
Round One Status Ineligible na -0.2464 na
Site 4 and Age Interaction 0.0735
Site 5 and Age Interaction 0.1497
Site 6 and Age Interaction
Site 30 and Age Interaction
Site 54 and Age Interaction
Site 55 and Age Interaction -0.0682 -0.0678
Site 7 and Age Interaction
Site 10,19,40,46 and PCP Status I nteraction -0.0434
Estimated R-Square Value 0.0357 0.1606 0.0593
Hosmer and Lemeshow Goodness-of-Fit P-Value® 0.2327 0.5886 0.7603

n.a = not applicable.

*Test of goodness-of-fit with null hypothesis of no difference between distribution of observed and predicted value. A higher p-value imples a
better fit of model to data.
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TABLEV.3

RESULTS OF THE LOCATION MODELING
PROCEDURES, BY PANEL, FOR THE SUPPLEMENTAL SAMPLE

Standardized Logistic Regression Coefficient

Round One Round One
Characteristic/Indicator Variable Reinterview Noninterview New Sample
Age25to 44 Years -0.2351 0.2241
Age 65+ Years 0.4787
Board Certified in Primary Specialty na na
Gender Male 0.0904
AMA Member 0.1148
Round One Managed Care Revenue 60 Percent or Higher na na
Round One Number of Physiciansin Office Is 2 to 10 na na
Round One Full or Part Owner 0.4730 na na
Question A19 Career Satisfaction High (5) na na
Round Two Present Employment 011,013 Solo + Partnership -0.3801 0.2841
Round Two Present Employment 035 (HMO) + Other -0.4307
0to 2 Yearsin Practice na na
3109 Yearsin Practice na na
AMA Region 1
AMA Region 2
AMA Region 3
AMA Region 4
AMA Region 5 -0.1015
AMA Region 6
AMA Region 7
AMA Region 8 -0.1269
AMA Region 9

Cardiologist Specialty Indicator for Location Model
General Practice Specialty High-Location Subcategories

General Practice Specialty Low-Location Subcategories

Internal Medicine Specialty High-Location Subcategories

Psychiatrist Status for Location Model -0.2055
Surgeon Status for Location Model

Graduate of European, Canadian, or Other Medical School
Unknown Graduate School Country

Graduate of Latin America, Asian, or South American Medical School -0.1594 -0.1675
Round One Number of Calls1to 4 na na
Round One Status Not Located na -0.8908 na
Round One Status Hard Refusal na na
Round One Status Ineligible n.a -0.4216 na
Estimated R-Square Value 0.0522 0.1845 0.0355
Hosmer and Lemeshow Goodness-of-Fit P-Value® 0.5033 0.9085 0.7713

n.a. = not applicable.

*Test of goodness-of-fit with null hypothesis of no difference between distribution of observed and predicted value. A higher p-value imples a
better fit of model to data.
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TABLEV .4

RESULTS OF THE RESPONSE MODELING PROCEDURES, BY PANEL, FOR THE SITE SAMPLE

Standardized Logistic Regression Coefficient

Round One Round One

Characteristic/Indicator Variable Reinterview Noninterview New Sample
Age 251044 Years -0.0317 0.0415
Age 65+ Years 0.1043 0.2299 0.1474
Board Certified in Primary Specialty 0.0242 na na
Gender Male
AMA Member -0.0415 -0.0208
Round One Managed Care Revenue 60 Percent or

Higher 0.0261 na n.a
Round One Number of Physiciansin OfficeIs2to 10 na na
Round One Full or Part Owner -0.0935 na na
Question A19 Career Satisfaction High (5) na na
Round Two Present Employment 011,013 Solo +

Partnership -0.0369
Round Two Present Employment 035 (HMO) + Other
0to2 Yearsin Practice na na
3t09 Yearsin Practice na na
Groups of Sites that Have Close to 100 Percent

Completion Rate
Site Sample # 1 Boston MA -0.0261 0.0369
Site Sample # 2 Cleveland OH 0.0314
Site Sample # 3 Greenville SC
Site Sample # 4 Indianapolis IN 0.02%4
Site Sample# 5 Lansing M|
Site Sample # 6 Little Rock AR -0.0511
Site Sample # 7 Miami FL -0.0692 -0.0509
Site Sample # 8 Newark NJ -0.0236 0.0342
Site Sample # 9 Orange County CA
Site Sample # 10 Phoenix AZ
Site Sample # 11 Seattle WA 0.0263
Site Sample # 12 Syracuse NY
Site Sample # 13 Atlanta GA
Site Sample # 14 Augusta GA -0.0242
Site Sample # 15 Baltimore MD 0.0274 0.0462
Site Sample # 16 Bridgeport CT -0.0528
Site Sample # 17 Chicago IL 0.0291
Site Sample # 19 Denver CO 0.0294 0.0403
Site Sample # 20 Detroit M| -0.0221
Site Sample # 21 Greensboro NC
Site Sample # 22 Houston TX -0.0326
Site Sample # 23 Huntington WV
Site Sample # 24 Killeen TX
Site Sample # 25 Las Vegas NV -0.0229
Site Sample # 27 Los Angeles CA
Site Sample # 28 Middlesex NJ
Site Sample # 29 Milwaukee WI
Site Sample # 30 Minneapolis MN 0.0311
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Table V.4 (continued)

Standardized Logistic Regression Coefficient

Round One Round One
Characteristic/Indicator Variable Reinterview Noninterview New Sample

Site Sample # 31 Modesto CA -0.0189
Site Sample # 32 Nassau NY -0.0682 -0.0316
Site Sample # 33 New York City NY -0.0310 0.0821
Site Sample # 34 Philadelphia PA -0.0256 0.0415
Site Sample # 35 Pittsburgh PA 0.0298
Site Sample # 36 Portland OR

Site Sample # 37 Riverside CA -0.0255

Site Sample # 38 Rochester NY 0.0416

Site Sample # 39 San Antonio TX

Site Sample # 40 San Francisco CA 0.0327

Site Sample # 41 Santa Rosa CA

Site Sample # 42 Shreveport LA -0.0528

Site Sample # 43 St. Louis MO

Site Sample # 44 Tampa FL

Site Sample # 45 Tulsa OK

Site Sample # 46 Washington DC 0.0660
Site Sample # 47 W Palm Beach FL -0.0373

Site Sample # 48 Worchester MA 0.0342
Site Sample # 49 Dothan AL -0.0306

Site Sample # 50 Terre Haute IN -0.0942

Site Sample # 51 Wilmington NC -0.0497

Site Sample # 52 W-Cen Alabama -0.0538 0.0319 0.0221
Site Sample # 53 Cen Arkansas 0.0268

Site Sample # 54 N Georgia

Site Sample # 55 NE lllinois

Site Sample # 57 E Maine 0.0379

Site Sample # 58 E North Carolina

Site Sample #59 N Utah -0.0408 0.0492

Cardiologist Specialty High-Response Subcategories -0.0200
General Practice High-Response Subcategories 0.0537 0.0466 0.0757

Internal Medicine Specialty High-Response
Subcategories 0.0287

Internal Medicare Specialty Low-Response -0.0373 -0.0241
Subcategories

Psychiatrist Status for Response Model 0.0707
Surgeon Status for Response Model -0.0311

Graduate of European, Canadian, or Other Medical
School 0.0345

Unknown Graduate School Country

Graduate of Latin America, Asian, or South American
Medical School -0.0465
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Table V.4 (continued)

Standardized Logistic Regression Coefficient

Round One Round One
Characteristic/Indicator Variable Reinterview Noninterview New Sample
Round One Number of Calls1to 4 0.3668 n.a na
Round One Number of Calls5to 14 0.1810 na na
Round One Status Not Located n.a 0.1888 n.a
Round One Status Hard Refusal n.a -0.0927 n.a
Round One Status Ineligible na 0.2960 na
Site 4 and Age Interaction 0.0332
Site 5 and Age Interaction
Site 6 and Age Interaction 0.0332 -0.0417
Site 30 and Age Interaction -0.0503
Site 54 and Age Interaction
Site 55 and Age Interaction
Site 7 and Age Interaction 0.0358
Site 10,19,40,46 and PCP Status Interaction -0.0338
Estimated R-Square Vaue 0.0578 0.1588 0.0383
Hosmer and Lemeshow Goodness-of-Fit P-Value® 0.1333 0.7584 0.2895

n.a = not applicable.

*Test of goodness-of-fit with null hypothesis of no difference between distribution of observed and predicted value. A higher p-value imples a
better fit of model to data.
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TABLEV.5

RESULTS OF THE RESPONSE MODELING PROCEDURES,
BY PANEL, FOR THE SUPPLEMENTAL SAMPLE

Standardized Logistic Regression Coefficient

Round One Round One
Characteristic/Indicator Variable Reinterview Noninterview New Sample
Age 25t0 44 Years 0.1104
Age 65+ Years 0.1895 0.1915
Board Certified in Primary Specialty na na
Gender Male
AMA Member
Round One Managed Care Revenue 60 Percent or Higher na na
Round One Number of Physiciansin Office s 2 to 10 na na
Round One Full or Part Owner na na
Question A19 Career Satisfaction High (5) na na
Round Two Present Employment 011,013 Solo + Partnership -0.0799
Round Two Present Employment 035 (HMO) + Other -0.0638
0to 2 Yearsin Practice na na
3to9 Yearsin Practice na na
AMA Region 1
AMA Region 2
AMA Region 3
AMA Region 4
AMA Region 5 -0.1020
AMA Region 6
AMA Region 7
AMA Region 8
AMA Region 9
Cardiologist Specialty High-Response Subcategories -0.1049 -0.0709
General Practice High-Response Subcategories
Internal Medicine Specialty High-Response Subcategories
Internal Medicare Specialty Low-Response Subcategories -0.0787 -0.0670
Psychiatrist Status for Response Model 0.1029 0.0853
Surgeon Status for Response Model
Graduate of European, Canadian, or Other Medical School
Unknown Graduate School Country 0.0789
Graduate of Latin America, Asian, or South American Medical School 0.0661
Round One Number of Calls 1 to 4 0.3670 na na
Round One Number of Calls 5 to 14 0.1957 na na
Round One Status Not Located na 0.1913 na
Round One Status Hard Refusal na -0.1178 na
Round One Status Ineligible na 0.3843 na
Estimated R-Square Value 0.0478 01756 0.0493
Hosmer and Memeshow Goodness-of-Fit P-Value® 0.7923 0.8714 0.3455

n.a. = not applicable.

*Test of goodness-of-fit with null hypothesis of no difference between distribution of observed and predicted value. A higher p-value imples a better
fit of model to data.
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1989). (A large p-value indicates a good fit because it implies that the null hypothesis of no
difference between the observed and predicted distributions is not rejected.) The goodness-of-fit
test indicated that the models were a reasonable fit (the smallest p-value was 0.13). The r-
squared values were small (as is common for weighted logistic regression models), with an
average value of about nine percent for both the location and response models. Table V.6
presents the range in the propensity scores for each of the 12 models after trimming and indicates

the impact of the adjustment on the design effects based on the variability in the survey weights.

2. Poststratification and Ratio-Type Adjustments

After applying the adjustments to the weights for unlocated physicians and for nonresponse
among located physicians, the weighted counts for physicians who completed the interviews or
who were ineligible did not reproduce the Round Two frame totals for some of the primary
anaytic domains of PCP/specialists and sample source. Therefore, we computed a ratio-type
adjustment so that the sum of the nonresponse-adjusted weights matched the frame counts,
before adjusting for geographic misclassification. In general, these adjustments were the frame
count for a group divided by the corresponding sum of the nonresponse-adjusted weights for the
completed and ineligible interviews in the group. Table V.7 presents the cell definitions used to
poststratify or ratio-adjust each type of survey weight.”

Because patient care classification (PCP or specialist) was a key variable, this characteristic
was used in al the poststratification adjustments. We prepared the adjustments for each sample
separately and then used these adjustments to prepare the adjustments for the augmented site
sample weights. For the national estimates from the site sample, we poststratified the weights to

the frame counts generally using the combination of PCP/specialist status and sample frame

*The national combined weight was not poststratified; the site and supplement components
were separately poststratified and combined using lambda.
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TABLEV.6

SUMMARY OF THE PROPENSITY SCORE ADJUSTMENTS,
BY SAMPLE TYPE AND PANEL

Percentage Change in Design
Effect
from Starting Weights

Maximum Maximum With
Sample Type L ocatability Response Locating With Both
and Panel Adjustment Adjustment Adjustment Adjustments
Site Sample
Reinterview 1.77 1.74 -0.3 0.9
Noninterviews 2.51 5.74° 3.7 18.5
New Cases 2.07 2.23 1.3 -4.2
Supplemental Sample
Reinterview 1.63 1.78 05 1.3
Noninterviews 2.40 429 4.1 15.2
New Cases 1.44 2.53 0.9 2.8

12.77 prior to trimming.

®Not trimmed.
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TABLE V.7

POSTSTRATIFICATION AND RATIO-TYPE ADJUSTMENTS
FOR NATIONAL AND SITE ESTIMATES WEIGHTS

Analytic Purpose Poststratification and
Weight Name of Weight Ratio-Adjustment Methodology

PHYWGT2 National estimates from sitesample  Four cells defined by PCP/specialist
and Round One frame versus
remainder of Round Two frame

PHYWGT4 National estimates from supplemental Four cells defined based on
sample combination of PCP/specialist status,
region membership, and new to the
frame versus original frame cases

WT_NAUG National estimates from augmented Applied adjustments for PHYWGT2
site sampl e weights to site sample cases and
adjustments for PHYWGT4 weights to
supplemental sample cases

PHYWGT1 Site-level estimates from sitesample  Weights aligned to frame on a 120-cell
basis. The 120 cells defined based on
combination of PCP/specialist status
and site membership”

PHYWGTS Site-level estimates from augmented  Applied adjustments for PHYWGT1
site sample weights to site sample cases and
adjustments for PHYWGT4 weightsto
supplemental sample cases

#The augmented site sample includes the site sample cases plus any cases from the supplemental
sample that had officesin the 60 sites.

PFor consistency with the available frame counts, site membership was defined as the physicians

site membership at the time of sample selection, rather than as the site membership reported
during the interview.
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characteristic (physicians in both Round One and Round Two frame versus physicians only in
the Round Two frame).

For the supplemental sample, we used regional frame counts for the four combinations (40
cells). We used these totals because they were known counts. For the site-level weights, the
poststratification adjustment was limited to site membership (as of sample selection) and
PCP/speciaist status (120 cells).

For the augmented national- and site-level weights (WT_NAUG and PHYWGTS5,
respectively), we applied the previously computed site sample adjustments to the site sample
cases (adjustments for PHYWGT2 and PHYWGT1) and applied the supplemental sample
adjustment to the supplemental sample cases.

To ensure that the weights for the completed interviews produced consistent totals, we aso
conducted a similar poststratification adjustment after the weights were trimmed (see Section
D.4) and made adjustments to the site estimates (see Section D.3). For the national estimates, the
augmented site sample (WT_NAUG) had the largest sample size and provided the most precise
estimate of the eligible physician population weights for the site sample and the supplemental
sample. We therefore adjusted PHYWGT2 and PHYWGT4 to match the sum of the WT_NAUG
weights among the completed interviews for the augmented national sample on the four cells
listed in Table V.7. For the weights for site-level estimates, we selected the augmented site
sample weight (PHYWGTDS) to estimate the population of eligible physicians, and we adjusted
the weights for the site estimates using only the site sample (PHYWGTL1) to match the sum of the

weights for the augmented site sample (PHYWGTD5) on the 120 cells defined in Table V.7.

3. Site Estimate Adjustments

Site estimates were desired on the basis of the physician’s practice, but the site assignment

a the time of sample selection may have been based on the physician’s home address.
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Physicians who were misclassified were called movers, and we had to account for this
misclassification in the physician’s weights and for site estimates of the eligible physician
population.

The weights from the site sample (PHYWGT1 and PHYWGTD5) adjusted for nonresponse and
ratio-adjusted to site totals, as of sample selection, provided the basis for estimating the number
of physicians in each site. Physicians who indicated during the interview that their office was
located in a site other than the one recorded at the time of selection were classified as out-
movers. Out-movers residing in one of the other 60 sites were defined as in-movers to that site.
Out-movers who were not in one of the 60 sites were not used in the site estimates. In preparing
initial site estimate totals, we excluded the out-movers and included the in-movers. Hence, in
comparison with the weighted count in each site based on the sample frame (frame estimate), the
omission of the out-movers deflated the value for the estimate based on the Round Two survey
(survey estimate), and the in-movers increased the value.

Because in-movers had a potentially substantial impact on the survey estimate, we reviewed
the estimate and adjusted it. First, in-movers generally had larger weights relative to nonmovers
(physicians who were correctly assigned to the site), because the weights for the in-movers also
included a component to account for the joint selection of the two sites involved.® Second, if a
physician from a low-intensity site (with a fairly large weight) was reclassified into a high-
intensity site (with a lower weight), the weight for that in-mover might have been substantially
larger than the weight for a nonmover. Although the resulting variability in the weights can be

substantially increased, there were few such cases, so their impact on sampling variability was

®The in-movers usually have a larger weight relative to static site cases and out-movers
because an in-mover must have had original (frame) and current (survey) site membership in two
of the selected 60 sites. As such, we adjusted the probabilities of selection for these cases to
account for the joint selection probabilities of the two sitesinvolved (see Section 1V .2).
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manageable. We therefore decided to review the changes in the site estimates as a function of
the in-movers, and to smooth the changes when the impacts appeared to be excessive and were
based on few cases.

Because the weight from the augmented site sample (PHYWGTS) provided the best site
estimates (the largest sample sizes), we reviewed the impact of in-movers on the survey site
estimates using this weight. We then used the poststratification procedures described in Section
D.2 to adjust the weight (for the site sample only cases [PHYWGT1]) to match the final adjusted
site estimates from the augmented site sample. In the review, we computed for each site and
PCP/specialist status combination (120 cells) the percentage of the total weight accounted for by
the in-movers, and the average percentage of the total weight accounted for by each individual
In-mover.

We aso computed a trimming criterion value (the “NAEP” value) associated with the
weights. The NAEP weight trimming algorithm compared each weight with the sguare root of

the average value of the squared weight (Potter 1990):
) NAEP = SQRT [ ¢* (Sum of squared weights)/ n],

where ¢ = 10 and n is the size of the subgroup. This trimming criterion suggested a maximum
weight value for the cell. Based on this information, we adjusted the weights for 18 of the cells
by truncating the in-mover weights in the cells to the NAEP value. We based this decision partly
on the fact that each in-mover accounted for more than two percent of the total estimate in the 18
cells.” We truncated the weight for 65 physicians (ranging from 1 to 13 in a site and

PCP/specialist combination).®

"Each in-mover accounted for an average of 10 percent of the total site estimate, which we
believed was too large relative to the other values to provide a stable estimate. For example, in
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This process introduced a small downward bias in population totals because the truncated
values were not redistributed. The weights used for national-level estimates were therefore ratio-
adjusted to estimates from the supplemental sample, which was not influenced by in-movers or

related site-level adjustments.

4. Weight Trimming

After the site population estimates were developed, a second round of trimming was
conducted to address the potential of extreme weights to inflate the sampling variance of survey
estimates. The NAEP procedure was used with an assessment of the impact of the trimming on
the sampling variance (that is, we estimated the design effect from unequal weighting and other
factors). The following discussion summarizes the procedure for weight trimming to achieve the
site population estimates.

The second round of weight trimming identified weights to be trimmed and distributed the
trimmed excess among the weights that were not trimmed. The statistical measure of the impact
of the trimming was based on the design effect attributable to the variation in the sampling
weights. The design effect attributable to weighting is a measure of the potential lossin
precision caused by the variation in the sampling weights relative to a sample of the same size
with equal weights. Sampling weights were trimmed to reduce the design effect and to minimize

the risk of introducing bias into the sample estimates (that is, trimming was limited to ensure a

(continued)
site 55 (NE lllinois), the one in-mover among the 53 cases interviewed in the site in the
augmented sample accounted for 33 percent of theinitial total site estimate of 196 physicians.

® The find site estimates of numbers of physicians, by PCP status, are presented in Table

V.8 of the full report (available to RUF users). This table also shows frame counts and the initial
weight totals using the weight for site estimates from the augmented site sample.
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minimal effect on survey estimates). A weight for site-level estimates was trimmed for 1.75
percent of the physicians.

For the weights designed to produce national estimates, similar weight trimming was
conducted using the NAEP procedure and an assessment of the impact of the trimming on the
design effect from unequal weights. Fewer than one percent of these weights were trimmed.

5. Panel Weights

Some physicians responded to both Round One and Round Two. The panel represents a
valid probability sample of physicians because approximately 75 percent of the responding
Round One physicians were randomly selected for Round Two, and a high percentage of those
selected responded in the second round (see Chapter 1V). The inferential population was based
on the Round One population, so the Round One site and supplemental physician weights were
adjusted to account for Round Two sampling rates and were then adjusted by the Round Two
response rates among these physicians. These adjusted weights were then ratio-adjusted, using a
raking procedure to the Round One totals for various factors.

To control the variation between the Round One survey responses, we conducted a weight
raking or calibration procedure on the panel weights. This procedure adjusted the survey
weights for the Round Two completes and for ineligible cases so that the weighted distribution
for a specified set of Round One survey items would match the reported results from the Round
One anaysis.

We conducted a least-squares raking procedure (Deville and Sarndal 1992 and 1993) for the
site sample and a weighted least-squares procedure for the supplemental sample. Both
procedures differ from the traditional iterative proportional fitting procedure of Deming and
Stephan (1940) in that they use an iterative least squares loss function to identify a raked set of

survey weights that meet the desired constraints while minimizing the squared differences

92



between the pre- and post-raked weights. The raking procedure program also enabled us to
control the minimum or maximum size of the weight produced by the raking procedure. Hence,
it offered greater control over the variation added to the weights from the calibration process.
The weighted procedure differed from the standard |east-squares approach by minimizing the
relative squared difference, rather than by minimizing the actual difference between the pre-
raked weights and the new weights. As such, the squared differences were minimized relative to
the starting weights (thus giving this process its name). The procedure ensures that the process
does not make a larger relative change in a small weight value than in alarge weight in meeting
the constraints. It also reduces the variability in the survey weights and the size of the relative
changes resulting from calibration. Despite these advantages, the weighted method requires
substantial computer resources, so we did not use it for the site sample. In both methods, the
constraints are specified in terms of the desired weighted counts for a set of categories.

Table V.9 presents the survey items used in the raking procedure for the site and
supplemental samples. As desired, the initial raking procedures increased the coefficient of
variation (CV) in the site weights only dlightly. For the supplemental sample, the raking

adjustments had a greater increase in the design effect from unequal weighting.

6. National Analysis Based on Combined Site and Supplemental Samples

Point and variance estimates based on the combination of the two samples in the CTS (the
national multistage sample using 60 sites and the national supplemental sample) can be
constructed using estimates computed from the site and supplemental samples separately and
then combining the estimates to form national estimates. This strategy provides the most
accurate point estimates in that it minimizes the estimates of the sampling variance. However, it

also creates discrepancies in the analyses (for example, the sum of percentages does not aways
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add to 100 percent) and involves additional processing time. Furthermore, this strategy is

difficult to implement for regression-type analyses.
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TABLEV.9

ROUND ONE QUESTIONNAIRE ITEMSUSED IN RAKING PROCEDURES

Site Sample Supplemental Sample
Item Categories Item Categories
IMGUSPR: Foreign Medical 2 (Yes/No) IMGUSPR: Foreign Medical 2 (Yes/No)
School Graduate School Graduate
GENDER 2 (Male, Female) GENDER 2 (Male, Female)
DOCTYP: Doctor Type 2 (MD, DO) DOCTY P: Doctor Type 2 (MD, DO)
SPECX: Specialty and 7 Categories SPECX: Specialty and 7 Categories

Subspecialty

CARSAT: Overall Career
Satisfaction

HRFREEC: Hours of Charity
Care

OWNPR: Ownership Status

PRACTICE: Practice Type

EFPROFL: Effect of Practice
Profile Result

CLNFREE: Freedom for Clinical
Decisions

HIGHCAR: Possibility of High-
Quiality Care

OBREFS: Referrals to Quality
Specialists

OBUTPT: High-Quality
Qutpatient Mental Health Care

SALWAGE: Sdlary
Compensation

PMCAREC: % Payment
Medicare

PMCAIDC: % Payment
Medicaid

PCAPREVC: % Revenue Pre-
Pay Capitation

NMCCONC: # Managed Care
Clinics

PMCC: % Revenue Managed
Care

SSAT: Patient Satisfaction
Affects Compensation

PCTINCNC: Income Category
Includes Bonus

YRPRACC: Yearsin Practice

INCOMEC: Physician’'s Own
Net Income from Medical
Practice(s)

Site Membership

PCP Status
TOTAL CONSTRAINTS?

5-Point Scale Rating/5 Categories
4 Ranges

3 Categories (Full/Part/Not an
Owner)

10 Categories

1=Solo

2=Partnership

3=Small Group

4=Medium Group

5=Large Group

6=HMO Group

7=Medical School

8=Hospital

9=Local Government + Unknown

10=Freestanding Clinic

6 Categories

5-Point Scale Rating/5 Categories

5-Point Scale Rating/5 Categories

6 Categories

6 Categories

3 Categories

1=Fixed Salary, Not Eligible for
Bonus

2=Fixed Saary, Eligible for Bonus

3=Cther

5 Ranges

5 Ranges

4 Categories

5 Categories

5 Categories

3 Categories

3 Categories

5 Categories

6 Categories

13 Categories (12 High Intensity +
All Others)

2 Categories (PCP, speciaist)

98 Unique Category Targets

Subspecialty
CARSAT: Overall Career
Satisfaction

PRACTICE: Practice Type

EFPROFL: Effect of Practice
Profile Result

CLNFREE: Freedom for
Clinical Decisions

HIGHCAR: Possibility of
High-Quality Care

SALWAGE: Salary
Compensation

PMCAREC: % Payment
Medicare

PMCAIDC: % Payment
Medicaid

PCAPREVC: % Revenue
Pre-Pay Capitation

AMA Region Strata

5-Point Scale Rating/4 Categories

10 Categories

1=Solo

2=Partnership

3=Small Group
4=Medium Group
5=Large Group
6=HMO Group
7=Medical School
8=Hospital

9=Local Government + Unknown
10=Freestanding Clinic
5 Categories

5-Point Scale Rating/4 Categories

5-Point Scale Rating/4 Categories

3 Categories

1=Fixed Salary, Not Eligible for
Bonus

2=Fixed Saary, Eligiblefor Bonus

3=0Other

5 Ranges

5 Ranges

4 Categories

10 Categories in Combination with
PCP Status (20 Total)

64 Unique Category Targets

AIncluding one continuous variable constraint equal to the total number of managed care contracts, and the total number of physiciansin the study as
estimated from the Round One sample.
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Given these difficulties, we used a strategy of combining the two sample components by
adjusting the weight for each sample so that the sum of the weights across the two samples
would equal the population total. (See Appendix D for details and equations.) This effort was
designed to identify one or more values of a scaling factor (called lambda) that could be used to
combine the weights from each sample component and achieve the best estimates with nearly
minimal sampling variances for these estimates. It also was designed to reduce the amount of
computer processing. Conceptually, any value of lambda would result in unbiased estimates, but
the best point estimate would be associated with the value of lambda that achieved the minimum
variance. The effort therefore was directed at identifying a value of lambda that achieved the
smallest variance estimates across different subpopulations and analysis variables.

The estimation of the scaling factor used variance estimates computed for each component
survey for multiple subpopulations and for both continuous and categorical analysis variables (11
populations and 26 variables). Values of lambda were computed directly from the variance
estimates. The lambda values were evaluated first by assessing the distribution of the lambdas
and determining factors explaining the variation in the lambda values and then by assessing the
effect of different lambda values on the point estimate and the variance estimates for the
subpopulations and analysis variables.

With these procedures, a single value of lambda of 0.8742 was identified for the physician
survey. This value achieved the desired level of sampling variances and simplified the
processing of all estimates.

For the physician survey, the lambda value was estimated from the average of the medians
for 10 subpopulations of physicians. The evaluation of the effect of the lambda value indicated
that the increase in the sampling variance would be between one and three percent for most

subpopulations. For the larger populations, the sampling variances would increase by four to
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five percent. Thisincrease in the sampling variance would be for populations that generally have

smaller sampling variances.
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APPENDIX A

SURVEY INSTRUMENT AND ADVANCE MATERIALS



ROBERTVADD
JOHNSON

FOUNDATION
July 1998

Dear

Roughly two years ago, you took time to participate in the Community Tracking
Study, a telephone survey conducted by The Gallup Organization on behalf of The Robert
Wood Johnson Foundation. I want to personally thank you for your time and help. Your
willingness to respond to the interview helps to ensure that our study about the impact of
changes in the health care system reflects the views of physicians throughout the country.

In order to continue to track the important changes taking place in health care and
their effects on physicians, we are now beginning our second round of surveys. Once again,
your participation is extremely important to the success of our efforts and we hope that we
can count on your help. The following organizations endorse the survey and urge members to
participate:

American Medical Association American College of Physicians--
American Osteopathic Association American Society of Internal Medicine
American Academy of Family Physicians  American Psychiatric Association
American Academy of Pediatrics American College of Surgeons

The interview, which takes about 20 minutes, will be conducted by an experienced
interviewer from Gallup at a time that’s convenient for you. If you would like to contact
Gallup directly for an appointment, please call Donna Stetler at 1-800-274-5447. Although
we cannot compensate you for the time spent responding to ‘the survey, we offer an
honorarium of $25 as a token of our appreciation for your help.

Enclosed is more information about the Community Tracking Study and The Center
for Studying Health System Change, the organization responsible for analyzing results. If
you have any questions about the study, please call Dr. Alice Kroliczak, Project Director at
Gallup at 1-800-288-9439 or Maureen Michael at the Foundation at 1-800-719-9419. Please
also feel free to review results of this research at www hschange.com, or to get results
mailed, please fax your name and address to 202-484-9258.

Thank you in advance for your time and cooperation. I know you are extremely busy
and appreciate your willingness to help inform the public debate on health care.

Sincerely,

Steven A. Schroeder, M.D.

Office of the President
Route 1 and College Road East  Post Office Box 2316 Princeton, New Jersey 08543-2316  (609) 452-8701




ROBERTVAVDD
JOHNSON

FOUNDATION
July 1998

Dear

The Robert Wood Johnson Foundation is sponsoring the Community Tracking Study,
a major study to track important changes taking place in health care and their effects on
physicians. We would greatly appreciate your participation in a brief telephone interview to
ensure that this study reflects the views of physicians throughout the country.

The interview, which takes about 20 minutes, will be conducted by an experienced
interviewer from the Gallup Organization at a time that is convenient for you. If you would
like to contact Gallup directly for an appointment, please call Donna Stetler at 1-800-274-
5447. Although we cannot compensate you for the time spent responding to the survey, we
offer an honorarium of $25 as a token of our appreciation for your help.

Your participation is extremely important to the success of the study and we hope we
can count on your help. The following organizations endorse the survey and urge members
to participate:

American Medical Association American College of Physicians--
American Osteopathic Association American Society of Internal Medicine
American Academy of Family Physicians = American Psychiatric Association
American Academy of Pediatrics Amencan College of Surgeons

Enclosed is more information about the study and the Center for Studying Health
System Change, the organization analyzing the results for us. If you have any questions,
please call Dr. Alice Kroliczak, Project Director at Gallup at 1-800-288-9439 or Maureen
Michael at the Foundation at 1-800-719-9419. Also, please feel free to review the results of
our research at www hschange.com, or to get mailed results, please fax your name and
address to 202-484-9258.

Thank you in advance for your time and cooperation. I know you are extremely busy
and appreciate your willingness to help inform the public debate on health care.

Sincerely,

Steven A. Schroeder, M.D.

Office of the President
Route | and College Road East  Post Office Box 2316 Princeton, New Jersey 08543-2316  (609) 452-8701



December 8, 1999

Ms. Chrissa Baroga

Doctors Without Borders USA, Inc.
6 East 39th Street, 8th Floor

New York, NY 10016

Dear Ms. Baroga:

The Robert Wood Johnson Foundation is pleased to submit a check in the amount of $250 in
support of your organization’s international humanitarian efforts. The donation is on behalf of
10 doctors whose names and addresses are listed on the enclosed sheet. These doctors
participated in a survey sponsored by Robert Wood Johnson Foundation and elected to have their
honorariums go to Doctors Without Borders.

On behalf of all of these doctors, I thank you for the important work Doctors Without Borders is
doing.

Sincerely,

Foer r Dbt~

Steven A. Schroeder, M.D.

/ml




November 4, 1999

William B. Walsh, President
Project HOPE

International Headquarters

Health Sciences Education Center
Carter Hall

Millwood, VA 22646

Dear Mr. Walsh:

The Robert Wood Johnson Foundation is pleased to submit a check in the amount of $200 in
support of your organization’s international humanitarian efforts. The donation is on behalf of
8 doctors whose names and addresses are listed on the enclosed sheet. These doctors
participated in a survey sponsored by Robert Wood Johnson Foundation and elected to have their
honorariums go to Project HOPE.

On behalf of all of these doctors, I thank you for the important work Project HOPE is doing.
Sincerely,

8(';(,,@&3112\%&\

Steven A. Schroeder, M.D.

/ml
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CENTER for STUDYING

[CHANGE]

Center for Studying Health System Change

An Overview

Our Mission: To Inform Public and Private Decision Makers
About How the Health System is Changing

The Center for Studying Health System Change (HSC), a non-partisan think tank, was founded
to inform health care decision makers about changes in the health care system on both the local
and national levels, and the effect of such changes on people. HSC seeks to provide incisive,
timely analyses that lead to sound policy and management decisions, with the ultimate goal of
improving the health of the American public. Health System Change is funded exclusively b;l
the Robert Wood Johnson Foundation, the world’s largest health-related philanthropy.

HSC’s Approach to Documenting and Interpreting Change
Starting in 1996, HSC began conducting large scale surveys of physicians (12,000), consumers
(60,000) and employers (23,000) to understand how health care financing and delivery is
changing at both the community and national levels. Based on these surveys, which are fielded
every two to four years, as well as intensive case studies in 12 communities and secondary data,

HSC’s researchers are answering two major, pressing questions that are critical to health care

decision makers:

e How is the organization of the health system changing? HSC is documenting how
health plans, hospitals, physicians, safety net providers, public health agencies and
other providers are affected by managed care and other forces.

® Are consumers benefiting from these changes? HSC researchers are analyzing how
access to care, costs, satisfaction, perceived quality, insurance coverage, and use of
services are affected by managed care and other changes in the health system.

CENTER FOR STUDYING HEALTH SYSTEM CHANGE

600 MARYLAND AVENUE SW, SUITE 550, WASHINGTON, DC 20024-2512 TEL: 202-484-5261 FAX: 202-484-9258 WEB: WWW HSCHANGE.COM
THE CENTER. SUPPORTED BY THE ROBERT WOOD JOHNSON FOUNDATION AS PART OF ITS HEALTH TRACKING INITIATIVE. IS AFFILIATED WITH MATHEMATICA POLICY RESEARCH. INC
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The first round of surveys and site visits, conducted in 1996-1997, provided baseline data
— the starting point against which changes documented in subsequent surveys and site
visits will be tracked and compared. The second round of data collection began in June

1998.

More Information about Health System Change
Health System Change, based in Washington, D.C., was founded by Paul B. Ginsburg,
Ph.D, a nationally renowned economist, who continues to serve as HSC’s president.
Before starting HSC, Ginsburg served as executive director of the Physician Payment
Review Commission (now known as MedPAC, Medicare Payment Advisory
Commission). HSC’s staff come from a vanety of academic disciplines, and most have

either industry experience or policy expertise, as well as proven research skills.

How to Learn About Our Results
HSC is a national resource for information on health system change for policy makers,
industry executives, employers, association leaders, the press and the public at large --
virtually anyone who wants to understand how managed care and other forces are
affecting the American health system, both nationally and at the local level. Look to
HSC to provide information through:

e HSC publications which include Issue Briefs, Data Bulletins and Technical
Publications;

e HSC national conferences, held on a quarterly basis, focusing on critical
issues related to health system change;

e HSC’s web site (www.hschange.com) which includes abstracts of peer
reviewed journal articles by HSC researchers, as well as full text of HSC
publications; and

e HSC news releases, media interviews, legislative testimony and speeches.

To get on HSC’s mailing list to receive publications, conference announcements,

and other HSC information, please visit our web site (www.hschange.com).
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Managed Care Squeezes Research Funds and Charity Health Aid, Studies Find

By SHERYL GAY STOLBERG

WASHINGTON, March 23 — In the
wake of the managed care revolu-
tion, health policy analysts have long
suspected that financial pressures
would threaten care for the poor and
prevent academic health centers
from financing their own biomedical
research Now, two new studies pro-
vide the first evidence that those
suspicions are correct.

The studies, paid for by nonprofit
health care research organizations,
found that in regions of the country
where managed care competition is
most intense, doctors are less likely
to provide free care to the indigent,
and academic institutions are signifi-
cantly less likely to use their own
money for sclentific research.

The findings, which appear in the
current issue of The Journal of the
American Medical Association, are
based on surveys of more than 10,000
physicians and more than 2,000 fac-
ulty members of medical schools.
Taken together, the studies suggest
that as managed care takes hold,
doctors and academic researchers
are losing their ability to provide for
*‘the common good,” said Dr. David
Blumenthal, director of the Institute
for Health Policy at Massachusetts

General Hospital, who is an author of
the medical school study.

Health care economists, however,
said society, not managed care, was
to blame. Now that ‘‘cross-subsi-
dies™ — the practice of shilting prof-
its from patient care to pay for unre-
imbursed work — have been
squeezed out of the system, they
said, Americans must confront the
questions of how to finance research
and how to care for the growing
number of uninsured, now estimated
at 43 million.

*'Any economist would have pre-
dicted this,”" said Uwe Reinhardt,
professor of economics at Princeton
University. 'l see in the medical
establishment all this hand-wringing
of saying the managed care industry
is destroying all the good things in
American health care. That's bull
shine. Do we want this research?
Yes? Then let's pay for it. Do we
want to provide the uninsured care?
Yes? Then let's pay for it.”

In their analysis of charity care,
researchers at the Center for Study-
ing Health System Change, a non-
profit organization in Washington,
surveyed 10,881 physicians in 60 ran-
domly selected communities in 1996
and 1997, asking them about the
amount of free care they provided in

A sigh that ‘the holes
in the safety net are
getting bigger.’

the month prior to being interviewed.
The study, paid ;or by the nonprof-
it Robert Wood Johnson Foundation,
found that doctors who depend on
managed care plans for 85 percent or
more of their income spent, on aver-
age, 52 hours a month caring for
indigent patients, while doctors who
derived no income from managed
care spent nearly twice that amount
of time, 10 hours a month. Even so,
more than three-fourths of the doc-
tors provided some charity care.
The study also found that a climate
of intense managed care competition
had an effect on the behavior of
dectors, even when they did not ac-
cept managed care plans them-
selves. In communities with the most
competition, the researchers found,
doctors on the whole provided abhout
25 percent less charity care than
their counterparts elsewhere. In ad-
dition, doctors who did not own their
own practices were also less likely to

provide charity care.

The study did not compare the
amount of indigent care today to
what has been provided in the past.
Nonetheless, Peter J. Cunningham,
the lead author of the research, said:
“The evidence suggests that the
holes in the safety net are getting
bigger. In areas where managed
care is more highly developed, it is
more difficuit for uninsured persons
to get care.”

The analysis of academic research
spending was paid for by the Com-
monwealth Fund, a nonprofit organi-
zation in New York that in 1995 creat-
ed a panel to examine how the mar-
ketplace affects academic bhealth
centers. In surveying 2,336 faculty
members at 117 of the nation’'s medi-
cal schools, Dr. Blumenthal and his
colleagues tried to assess the amount
of “‘unsponsored research’’ — stud-
ies financed by faculty members
themselves or by thelr institutions,
as opposed to the pharmaceutical
industry or the Federal Government.

The study found that nearly three-
fourths of those surveyed conducted
some unsponsored research, and
about 4.4 percent of the total cost of
research was paid for by institutions.

But the amount of institutional fi-
nancing declined, the authors found,

in communities where managed care
competition was most pronounced.
In the least competitive markels,
including Chicago and Atlanta, fi-
nancing for unsponsored research
was more than twice as high — 6.1
percent of the total — as it was in
more competitive markets like San
Diego or Minneapolis-St Paul
Although the budgel (or the Na-
tional Institutes of Health is sched-
uled to increase by 15 percent this
year, Dr. Blumenthal said that would
not solve the problem. 1o make use
of additional grant money, iany ac-
ademic health centers would have to
build more laboratory space But in
an era when revenue from patient
care is declining, Dr. Blumenthal
said, the centers might nol want to
invest money in building new labs
If money for unsponsored re-
search shrinks, Dr. Blumenthal
warned, the training of young scien-
tists will be compromised and cre-
ative work that is ton nascent to
warrant industry or Federal support
will be lost. Indeed, the study found
that unsponsored research was gen-
erally productive; almaost four-lifths
of it led to publications in peer-re-
viewed journals, and about 12 per-
cent resulted in patent applic ations
“Ht's a very uncertiam tune,” Dr
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Blumenthal said. “"You won't see
holes in the ground where academic
medical centers used to be. You will
see a great erosion of a capability
which has been built up over many
decades.”
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Risein Health-Care Competition Saps
Medical-Research Funds, Charity Care

By RoN WiNsLow
Staff Reporter of THE WALL STREET JOURNAL

-.BOSTON-Two new studies suggest
that.the rise of competition in health-care
markets puts a squeeze on charity care
pravided by doctors and on funds that aca-
demnic medical centers earmark to support
medical research.

The reports, published in today's Jour-
nal of the American Medical Association,
are.among the first to provide significant
documentation for what some economists
and researchers have long suspected are
important consequences of the rise of man-
aged care in markets around the U.S.

“This is substantial evidence that as
you move toward a market that is more
competitive, we see some significant un-
raveling of the longstanding system of
cross-subsidies’’ that have enabled doctors
and medical centers to devote time and
revenue to providing care for the indigent
and for missions of teaching and research,
said Paul Ginsburg, president of the Cen-
ter for Studying Health System Change in
Washington, which conducted the study on
physicians and charity care.

For years, doctors and research and
teaching hospitals have essentially built
into their rates what have amounted-to hid-
den subsidies for these so-called public-
good activities. But as employers have
looked increasingly to managed-care orga-
nizations to reduce or hold the line on
health-care costs, these subsidies have
gradually been squeezed out of reimburse-
ment for clinical services. .

**As we go forward with this approach in
health care, we have to be attentive to the
side effects of market forces,” said David
Blumenthal, a researcher at Harvard Med-
ical School and chief of health-policy re-
search at Massachusetts General Hospital.

Dr. Blumenthal is co-author of the study
that linked high penetration of managed
care in a health-care market with reduced
medical-center support for research. *‘This
activity shouldn’t be an orphan caught be-
tween advocates for managed care and ad-
vocates for academic medical centers,” he
said. ““No substitute currently exists to
support activities that are being reduced in
the current market.”” -

In the study about physicians, re-
searchers led by Peter J. Cunningham of
the  Center for Studying Health System
Change found that physicians who derive
at least 85% of their incomes. from man-
aged health-care plans were significantly
less likely to provide charity care or spent
fewer hours providing the service than doc-

tors who had little involvement with man-

aged care. The findings are based on a sur-
vey of a random sample of 10,881 doctors in
60 U.S. markets. .

The other report found that academic
medical centers in less competitive mar-
kets provided 6.1% of total research fund-
ing awarded to its faculty, compared with
2.5% in highly competitive markets. Joel S.
Weissman, who teaches health-care policy
at Harvard Medical School, was the lead
author.

In an editorial accompanying the arti-
cles, - Robert H. Fletcher, a professor at
Harvard Medical School, cautioned
against blaming managed care for the
squeeze on these activities, which aren't
“the direct responsibility of any one
health-care provider or insurance organi-
zation.” Rather, indigent care and re-
search and teaching functions should find
a more reliable source of support, he sug-
gested.

**1f the U.S. is torely on market forces to
deal with cost and.quality [of health care],
some other mechanisms.must be put in
place to make up for what has been left un-
attended.”
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Jssue Brief

Findings from HSC

MANAGED CARE COST
PRESSURES THREATEN
ACCESS FOR THE
UNINSURED

People without health insurance have historically received medical care from

the safety net, which among many kinds of providers includes physicians who

voluntarily provide uncompensated care. With 43 million Americans uninsured

today—a group that has grown by 1 million a year for the last decade—the

health care safety net is increasingly critical as a way for the medically indigent to

get services. However, there are signs that the safety net is weakening because of

certain changes in the health care system. This Issue Brief discusses Center for
Studying Health System Change (HSC) findings from its Community Tracking
Study indicating that higher managed care penetration is associated with both

physicians providing less charity care and less access to care for the uninsured.

Access Suffers in High Managed Care Markets

hanges in the health care system

are putting a strain on safety
net providers, including free-care
clinics, public and teaching hospitals,
some not-for-profit hospitals and
others that voluntarily provide
uncompensated care. Specifically,
there is growing concern among
policy makers and advocates for the
poor that the financial and competi-
tive pressures associated with the
rise of managed care—including
Medicaid managed care—are limiting
providers’ ability to offer uncompen-
sated care to the needy.

CENTER for STUDYING

[CHANGE

Few studies examine how managed
care affects physicians’ provision of
charity care and access to care of
uninsured persons. An analysis of
HSC's Physician and Househoid
Surveys provides new insights into
these issues and offers the following
four key findings:

+ Physicians who derive most of
their practice revenue from
managed care provide 40 percent
less charity care than those who
receive relatively little revenue from
managed care plans.

* Physicians who practice in areas
with high managed care penetra-

" tion provide less charity care than
physicians in other areas, regardless
of their own level of involvement
with managed care.

* Low-income uninsured persons
report lower access to care in areas
with high Medicaid managed care
penetration.

+ Differences in access between
insured and uninsured persons—
the so-called access gap—are
even greater in areas with higher
Medicaid managed care penetration.
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Pressures on the Safety Net

One way providers have long subsidized
the care they provide to the medically
indigent is by shifting the costs of this
care onto other public and private payers.
However, with managed care increasing its
share in both public and private insurance,
health plans have pushed down provider
payment rates, making cross-subsidization
of indigent care more difficuit. In addition,
many traditional safety net providers—
such as public hospitals and community
health centers—face increasing competition
for Medicaid managed care patients, a source
of revenue that is important for their very
survival and their ability to subsidize care
for the uninsured.

Other pressures on the safety net, taken
collectively, could further decrease access to
care for uninsured persons:

* Many safety net providers are facing
increased demands for uncompensated
care because of the growing numbers of
uninsured Americans.

* Direct public subsidies for indigent care
have been reduced in many areas, due to
cuts in state uncompensated care pools
and reductions in Medicaid disproportion-
ate share hospital payments resulting from
the Balanced Budget Agreement of 1997.

Physicians as Providers of
Charity Care

Physicians are a significant part of the
safety net, and HSC’s survey found that

77 percent of doctors provided at least
some charity care, averaging 10.3 hours a
month. The survey defined charity care as
charging either no fee or a reduced one
because of the financial need of the patient;
care for patients expected to pay but who
did not was not counted.

Researchers then examined the relation-
ship between the level of charity care
physicians provided against the amount
of revenue their practice derived from all
types of managed care plans and the overall
level of managed care penetration in the
community where they practice. Managed
care penetration in the community is
defined here as the percent of physician
revenue derived from managed care,
averaged across all physicians in the
community. Researchers also controlled
for specialty as well as other physician
practice and market characteristics that
might be related to the amount of charity
care that physicians provide.

Researchers found that the number
of hours spent on charity care varied signif-
icantly based on physicians’ involvement
with managed care. More managed care

Figure 1

Hours Physicians Spent Providing Charity Care during the Previous Month
PERCENT OF PHYSICIAN’S MANAGED CARE PENETRATION
PRACTICE REVENUE DERIVED AT THE COMMUNITY LEVEL
FROM MANAGED CARE Low AVERAGE HicH
0 : 11.2 hours 10.0 hours 8.5 hours
1-20 94 84 7.2
21-40 8.6 7.7 6.6
41-60 8.3 74 6.3
61-84 8.5 7.5 6.5
85+ 5.8 5.2 4.4

Note: Estimates are computed from multivariate analyses that include other characteristics of physicians, physician practice and the market.

HSC Community Tracking Study, Physician Survey, 1996-1997
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meant fewer hours treating the indigent
for free or a reduced fee.
Specifically:

+ Physicians who derive 85 percent or
more of their total practice income
from managed care provided about
half as much charity care as those
with no managed care business, and
about 40 percent less than those who

Figure 2

Average Hours Physicians Spent
Providing Charity Care during the
Previous Month

hours

hours
hours 7.4
| | hIrs

1-20 21-40 41-60 61-84 85+

PERCENT OF REVENUE DERIVED
FROM MANAGED CARE

Note: Estimates are computed from multivariate
analyses that include other characteristics of
physicians, physician practice and the market.

HSC Community Tracking Study, Physician Survey,
1996-1997

derive 1-20 percent of revenue from
managed care (see Figures | and 2).

* The degree of managed care in the
community is also an important
factor. Researchers found that
physicians who practiced in areas of
highest penetration provided about
25 percent less charity care than those
in areas of lowest managed care
penetration.

¢ Practice arrangements, size and
ownership made a difference in how
much charity care physicians provid-
ed. Physicians in medium to large
groups were one-third less likely to
offer charity care than those in solo
or two-person practices, while physi-
cians in staff- and group-model health
maintenance organizations (HMOs)
were only one-third as likely to pro-
vide charity care as those in solo or
two-person practices. Physicians in
larger practices provided less charity
care than those in smaller practices,
and physicians who are full or part
owners of their practices were almost
twice as likely to provide charity care
than those who did not own any part
of their practice.

This may be due to larger practices
setting up unintentional or intentional
barriers to their physicians giving charity
care because of competing organizational
goals or other reasons. In addition,
physicians in large groups and those who
do not have an ownership stake in their
practices may have less control over their
ability to see needy low-income patients
without insurance. Because charity care
provision is more strongly associated
with small or solo-practice physicians,
the growing number of physicians affili-
ated with larger and more formal groups
who may also not have an ownership
stake in their practice raises the concern
about further erosion of charity care.

A.1l

HSC’s findings also showed that
physicians tend to provide more chary,
care in areas with relatively fewer pubj;.
hospitals or hospital emergency rooms.
This suggests that physicians pick up
some of the excess demand for indigent
care where there are fewer community-
based resources. On the other hand,
physicians tend to provide more charity
care in areas with relatively large numbers
of teaching hospitals. It could be that
teaching hospitals and their staff play an
important role by encouraging a commu-
nity-wide commitment to charity care.

Impact on Access for the
Uninsured

HSC researchers examined how low-
income uninsured people’s access to
health care services relates to the level
of managed care penetration in the
community as well as Medicaid managed
care penetration in the state. This latter”
measure is important given how depen-
dent many safety net providers are on
Medicaid revenue. The Medicaid man-
aged care penetration measure reflects
the percentage of Medicaid enrollees in
capitated managed care plans in the state;
community-level data were not available.

To determine whether a low-income
person had access to care, researchers
used three standard measures of access:
(1) whether a person had an ambulatory
care visit in the past year; (2) whether
that person had a usual source of care;
and (3) whether that individual was able
to obtain needed medical services during
the previous year. The study controlled
for individual demographic characteris-
tics, including health and socioeconomic
status, and community and health system
characteristics.

In general, the low-income uninsured
had more difficulty getting access to
care in communities with high Medicaid
managed care penetration (see Figures
3A and B):




. Only about half of all low-income unin-
sured persons had an ambulatory care
visit in the past year in high Medicaid
managed care states, while more than 60
percent of the uninsured had such visits
in low Medicaid managed care areas.

+ Uninsured persons were about 75 percent
more likely to lack a usual source of care
in states with high Medicaid managed
care penetration than uninsured persons
in low Medicaid managed care states.

The gap between insured and uninsured
persons as it relates to access to care is larger
in areas with high Medicaid managed care
(see Figure 4). Specifically, uninsured per-
sons are about 2.5 times more likely than
insured persons to lack a usual source of
care in states with low Medicaid managed
care penetration, but more than four times
more likely in high Medicaid managed care
states. This gap is larger, in part, because for
low-income people with health insurance,
there are virtually no differences on these
two measures by the level of Medicaid
managed care in the community.

On another measure, unmet medical
needs, low-income persons as a group—
the insured and uninsured—were more
likely to report difficulty in states with high
Medicaid managed care penetration. The
difference for the uninsured population on
this measure was not statistically signifi-
cant, perhaps due to a smaller sample size.

When researchers examined the rela-
tionship between overall managed care
penetration and access for the uninsured,
little independent effect was found. This
suggests that Medicaid managed care is
the dominant factor in explaining lower
access to care for the uninsured in high
managed care markets.

In addition to Medicaid managed
care penetration, the rate of uninsurance
in the community proved to be an
important factor associated with access.

In communities with the highest levels of
uninsurance, the uninsured had the most
difficulty getting access to care, perhaps due

Figure 3

Access to Care for Uninsured Low-
Income Persons by Level of Medicaid
Managed Care in the Area

3A
Percent with an Ambulatory Care Visit

70%
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H 56% 51%
50%
30%
20%
10%
096 :

Low MODERATE HiGH

PENETRATION PENETRATION PENETRATION

The hours spent

on charity care

varied signiﬁcénﬂy

’ '

a8
Percent with No Usual Source of Care
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based on

physicians’

3C
Percont with Unmet Medical Needs
. 18%
20% - 16%
i 13%
0% l
Low MODERATE HiGH
PENETRATION PENETRATION PENETRATION

HSC Community Tracking Study, Household Survey, 1996-1997
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The low-income

Figure 4

Access to Care for Low-Income Persons by Level of Medicaid Managed Care in

the Area
MEDICAID | PERCENT WITH AN i PERCENT WITH PERCENT WITH |
MANAGED | AMBULATORY CARE VISIT i No USUAL SOURCE UNMET MEDICAL NEEDS

CARE | i OF CARE
PENETRATION | jninsuRED  INSURED UNINSURED INSURED | UNINSURED  INSURED
Lessthan 10% | 63% 82% 26% 1% ©  13% 6%
10-39% ;  56* 83 32+ o 16 7
40% and higher 51* 83

45+ 0 18 8*

uninsured had

* Within insurance groups, difference with estimate for sites with lowest managed care penetration/uninsurance rate is statistically

significant at the p<0.05 level.

Note: Estimates control for sociodemographic and health characteristics of individuals, health system and other market characteristics.

HSC Community Tracking Study, Household Survey, 1996-1997
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to higher community demand for indigent
care. Specifically, in these communities,
uninsured persons were less likely to have
had an ambulatory care visit in the past
year, more likely to lack a usual source of
care and more likely to have unmet medical
needs than uninsured persons in areas with
low rates of uninsurance (see Figure 5).

Implications for the Uninsured

HSC’s findings related to managed care
raise concerns about the continued viability
of the safety net, where most uninsured
people receive care in the United States.
While many people credit managed care
with containing runaway health care costs,
one apparent consequence of managed
care’s drive toward greater cost efficiency

is a loss of more generous payments that
providers use to cross-subsidize care for
the medically indigent. This appears to be
an unintended consequence of managed
care’s more aggressive cost control objec-
tives. Any type of cost control that limits
provider revenue could potentially produce
the same result.

There are two caveats: HSC researchers
did not directly measure the causal
mechanisms—financial and competitive
pressures—attributed to these results.

A. 13

And because the analysis was based on
comparisons across communities at one
point in time, rather than longitudinally,
HSC cannot conclude with certainty that )
an increase in managed care over time is
eroding charity care and access to care of
the uninsured. However, HSC researchers
have previously found that access to care

Figure 5

Percent of Uninsured Low-Income
Persons with No Usual Source of
Care by the Uninsurance Rate in
the Community

50%
40% 42%
319%
30% : 28%
0% |
Low MODERATE HiGH
UNINSURANCE UNINSURANCE UNINSURANCE
RaTE RATE

Note: Estimates control for sociodemographic and health
characteristics of individuals, heaith system and other market
characteristics.

HSC Community Tracking Study, Household Survey, 1996-1997
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for the uninsured is eroding, specifically
the proportion of uninsured individuals
who do not have a usual source of care.
Some health policy analysts believe that
cost savings from managed care will actual-
ly reduce the number of uninsured persons,
either by making private insurance more
affordable to employers and families or
by states explicitly using cost savings from
their Medicaid managed care programs
to fund increased eligibility for current
programs or to support additional ones
for the poor. While HSC researchers
did not test this hypothesis directly, the
descriptive findings question such asser-
tions. Specifically, HSC’s results show that
the uninsurance rate (and therefore the
demand for indigent care) is at least as high
in areas with high managed care penetra-
tion as it is in areas with low managed care
penetration, suggesting that lower access
for uninsured persons is not offset by fewer
numbers of uninsured.

Policy Implications

The U.S. health system has long provided
care for the indigent, in part through private
cross-subsidization that is unique in the
industrialized world. Historically, hospitals
and physicians have charged insured patients
rates high enough to leave them with the
ability to provide free or less expensive care
to low-income patients without insurance.
When these rates are squeezed, whether
through Medicare and Medicaid reimburse-
ment policies or competitive purchasing by
managed care plans, these important
cross-subsidies are threatened.

Policies that respond to these threats
and enable providers to continue serving the
uninsured fall into three general categories.
First, steps can be taken to expand insurance
coverage, thus reducing the need for cross-
subsidization. These can be incremental

expansions, such as the federal Children's
Health Insurance Program (CHIP), or uni-
versal expansion policies. Second, steps can
be taken to lessen the degree of downward
pressure on payment rates. Finally, steps can
be taken to provide explicit subsidies to those
providers that provide uncompensated care.
This can be done either with public funds or
through a pool of funds obtained from all
payers.

Policies in each of these categories have
been pursued to some extent in the past.
However, given the well-documented
problems of access to care for the uninsured,
it is possible that more fundamental changes
need to be made in providing care for the
medically indigent.

JOURNAL ARTICLES

This Issue Brief is adapted from “Managed
Care and Physicians’ Provision of Charity
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Grossman, Robert F. St. Peter and Cara S.
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American Medical Association, Vol. 281, No.
12 (March 24-31, 1999) and “Pressures on
the Safety Net: Differences in Access to
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Managed Care Penetration and
Uninsurance Rate in a Community,” by
Peter J. Cunningham, which appeared in
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Issue Brief
Findings from HSC

HOW PHYSICIAN
ORGANIZATIONS ARE
RESPONDING TO
MANAGED CARE

Despite a rash of troubles in 1998, physician organizations—formed in response
to managed care plans—can thrive if they are locally owned, physician-run and
rationally sized, said panelists at a recent roundtable organized by the Center for
Studying Health System Change (HSC). The panelists also noted the market’s
slow progress toward global capitation as a way of compensating physician
organizations, and the generally weak state of information systems required to
support the goals behind capitation: accountability, efficiency and quality. This
Issue Brief reports on governance, physician-hospital relationships, capital needs,
compensation and other developments covered at the roundtable.

No One-Size-Fits-All Organizations

Q hysicians are key to the delivery of
effective care, and their decisions
drive approximately 80 percent of all
medical spending. So any organization
that wants to influence their behavior
and control quality “needs to be able to
come up with appropriate incentives
and structures,” said HSC health
researcher Joy M. Grossman.
Consequently, a wide variety of
physician entities have sprung up to
organize physicians in ways that go
beyond the traditional practice of
medicine and billing. These organiza-
tions have attempted to consolidate
physicians as a means to obtain more
advantageous managed care contracts
and gain administrative and clinical
efficiencies. Such organizations have
also sought to acquire capital to finance
organizational growth; to develop

CENTER for STUDYING

[CHANGE]

information and clinical management
systems to control costs and improve
quality; and to develop strategies that
tie physicians to larger, integrated
health care organizations.

There is no one-size-fits-all
physician organization. They may be
locally owned and operated or regional/
national in scope. They can be single-
specialty or multispecialty practices.
And they can be owned by the physi-
cians themselves, a hospital, outside
public or private investors or a health
plan. Other defining characteristics are
the management techniques an organi-
zation brings to bear, how active the
physicians are in setting practice policy;
the financial incentives physicians face
and whether the organization is tied
exclusively to one payer.

Many of the challenges confronted

by physician organizations today stem
from a sense that certain, hoped-for
economies of scale have not yet
emerged. For example, large practices
tend to generate expensive new admin-
istrative complexities, inciuding a layer
of costly staff to support the organiza-
tion. Moreover, larger entities, especially
those formed from practices acquired
by hospitals and physician practice
management corporations (PPMCs),
have often degraded physician perfor-
mance, productivity and enthusiasm
by shifting the doctors to salary-based
compensation systems and eliminating
or reducing their equity in the organi-
zation. How organizations attempt to
balance their objectives of cost-effective-
ness with physician satisfaction will be
an important factor as health systems
evolve in coming years.
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This Issue Brief is based on a
roundtable sponsored by HSC,
held January 27, 1999, in
Washington, D.C.

Panelists

David Blumenthal, M.D., M.PP.
Director, Institute for Health
Policy, MGH/Partners Health
Care System, Inc.

Joy M. Grossman, Ph.D.
Health Researcher, Health System
Change

J.D. Kleinke, M.S.B.
Chairman, Health Strategic
Network, Inc.

Jacob G. Kuriyan, Ph.D.
CEO and President, Physmark
Moderator

Paul B. Ginsburg, Ph.D,
President, Health System Change

Govermnance and Physician
Involvement

One of the core attributes of a viable physician
organization identified by the panelists was physi-
cian buy-in based on a strong role in governance.
The panelists concurred that an organization can-
not be imposed from the outside on physicians,
who by nature are highly independent, strong-
willed people with “an almost religious sense”

of autonomy. Moreover, their accountability and
liability for their patients’ well-being is a powerful
disincentive to share responsibility for medical
management with others.

These complex sociological, legal and eco-
nomic factors have produced governance mod-
els that are often unstable. Many small practices
wind up running like dictatorships, noted Jacob
G. Kuriyan, CEO of Physmark. “As long as it
is a benign dictatorship, these things seem to
work,” he said, but often those models leave
the leader/owner vulnerable to buy-out offers
from PPMCs or hospitals. Larger organizations,
said David Blumenthal, director of the Institute
for Health Policy, MGH/Partners Health Care
System, Inc., can maintain the trust of members
by operating like a republic or representative
democracy, “with legitimacy deriving from the
fact that people are elected and accountable.”

Countering this, Grossman cited an Orange
County, Calif., independent practitioner associa-
tion (IPA) that had seen its democratic model
evolve into a more authoritarian approach as
the IPA gained leverage in the market, and
various groups within the IPA became hesitant
to share data with the whole organization.

J. D. Kleinke, chairman of Health Strategic
Network, Inc., differentiated between the natur-
al leadership exhibited in good physician-run
organizations and the technocratic approach
of institutional practice mangers. Management
by formula, he said, “is anathema to the practice
of medicine.” The bottom line, said Blumenthal,
is that “legitimate physician organizations for
the most part are run by physicians.”

Physician-Hospital Relationships
Questions of leadership and practice manage-

ment can be particularly prickly when hospitals
acquire physician practices in an attempt to
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control a primary care network. Many of these * *
relationships had been costly for hospitals,

Kleinke noted, largely because of the rush by
competing hospitals and PPMCs to acquire
practices. As a result, prices were driven up to
unreasonable levels. Moreover, hospitals and

other entities that purchase practices often put
doctors on salary without performance-based
adjustments and end up paying excessive salaries
with declining productivity.

This does not mean that hospitals cannot
make excellent organizing partners. “If practices
need capital, information systems and the
ability to assume global risk, and want to appeal
directly to consumers to neutralize health main-
tenance organizations [HMOs}, then the local
hospital is the place that makes the most sense
to organize physicians,” Kleinke says. '

Kuriyan agreed that the hospital model
can work, but said that the degree of hospital
control and the willingness of doctors to live
with that control depends entirely on the local
marketplace. Moreover, he said, “it is a mistake
to think that owning a person is the best way to
have a good tie with that person. There are better
ways of building a relationship.” One of those
ways is for the hospital to educate its physicians
about the business of managed care. “If physi-
cians understand why the world has changed
and why, for example, global packaged pricing
needs to occur, then hospitals will have done an
invaluable service,” Kleinke said.

Hospitals’ natural advantage as organizers of
physicians, according to Blumenthal, is not that
they have particular skill (“they are terrible at it,
for the most part”™), but that they are immovable
fixtures in the community, and their profitabili-
ty makes them a good source of capital. Even
though long-standing antagonisms often fester
between hospitals and physicians, the doctors
ought to take a second look. “Hospitals’ local-
ness is a major advantage,” he said.
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Raising and Spending Capital

The amount of capital a physician practice
needs to use to grow and modernize depends
on its ambitions, according to the panelists.
Modest-size local organizations are sustainable
without much financing, and the capital can
usually be raised from the member/owner




doctors themselves, said Kuriyan. Grossman
noted that traditional, local sources of capi-
al, such as banks, are proving to be good
sources of capital for smaller operations. If
an organization wants to adopt all or some
of the attributes of a health plan, however,
financial requirements for solvency and
information systems quickly run into the
many millions of dollars.

The most conspicuous and complicated
influx of capital to the physician sector in
recent years, panelists agreed, has come
from Wall Street. Investors saw vast potential
for consolidation, standardization and
economies of scale. But Kuriyan cited two
flaws in that vision. First, investors were
looking for returns similar to those being
realized in other hot sectors, such as Internet
stocks—an impossibility given that physi-
cian practices make modest margins in
the best of times. Second, Wall Street-style
investments require a clear exit strategy—a
point at which investors can take their gains
and leave the field. This is “very difficult
when you are talking about a lifelong rela-
tionship between a doctor and a patient,”
he said. In addition, Blumenthal maintains
that investors in the corporate PPMC model
did not understand the product. Investors
assumed the work of physician offices could
be standardized and franchised, but the
complexity of clinical decision making
and physicians’ natural distrust of outside
managers have made that difficult.

Compensation and Capitation

It is widely assumed that the efficiency and
practice style of physicians is intimately
related to how their services are compensat-
ed. The incentives apply at both the level at
which a health plan pays a physician organi-
zation or intermediary (e.g., capitation) and
the way the organization pays the individual
doctor (e.g., through bonuses for productiv-
ity). Kuriyan said that capitation clearly
reduces utilization, but Blumenthal noted
that evidence of capitation’s effects on long-
term quality of care is still not available.
While it has proliferated more slowly than
many experts predicted, capitation has had

THREE PHYSICIAN ORGANIZATIONS: A STUDY OF CONTRASTS

To demonstrate how dramatically different physician groups can be, HSC prepared
case studies drawn from experiences in three of its 12 Community Tracking Study
sites. Most of the forces affecting physician practices nationwide appear in at least
one of these cases. Each panelist introduced one case study; detailed descriptions
of each can be found at www.hschange.com.

Community Hospitals Indianapolis (CHI), a four-hospital health system with
ownership interest in the practices of more than 270 primary care physicians in
about 120 offices, is a good example of an integrated system trying to get doctors
and hospitals to work together with aligned incentives, said Kuriyan. While CHI
may have made a miscalculation typical of hospitals in recent years in “acquiring
physician practices without quite understanding why,” it has brought both flexibility
and uniformity to its affiliated physician practices. Doctors may affiliate with CHI
in three ways: (1) as CHI employees in CHI-owned practices; (2) as members of
groups in which CHI has a minority ownership interest; or (3) as private practice
physicians with privileges at one or more CHI hospitals. Whatever their affiliation,
nearly all CHI doctors are part of a physician-hospital organization that acts as a
contracting entity and either a primary care or specialty IPA affiliated with the
hospital that organizes medical management. CHI is re-evaluating its relationships
with “owned” physicians, including introducing productivity-based compensation
because it is losing money with this arrangement.

Harvard Vanguard Medical Associates is a not-for-profit, semi-exclusive
group practice affiliated with Harvard Pilgrim Health Plan (HPHP)—the sole
source of its managed care business—with 600 physicians and 300,000 covered
lives. Blumenthal said that when the staff-model clinic was spun off from its former
parent HMO in 1997, it was to test the theory that “physicians who govern them-
selves and have autonomy in their organization can do better at controlling costs
and improving quality than they could in a more complicated organization in which
they had less governance control.” Vanguard instituted risk-sharing between HPHP
and the physicians for the first time and developed a compensation system based

in part on patient satisfaction. The organization has close ties to Harvard Medical
School and an active research program that maintains a reputation for clinical inno-
vation and excellence, another important factor in maintaining physician loyalty.

Thomas-Davis Medical Centers, of Tucson and Phoenix, is a striking example
of the possible perils of corporate ownership, said Kleinke. In his “autopsy” of the
70-year-old group practice, he noted several mistakes in the final years of the prac-
tice. First, when the clinic and its owned HMO partner were sold to a large national
HMO in 1994, some senior doctors/owners earned more than $3 million each, but
in their role as employees of the new organization, they lost governing authority.
Second, the HMO sold the physician practice to a national PPMC, keeping the
health plan in what Kleinke characterized as an “arbitrage play” for a “bargain-
basement” price on 380,000 covered lives. The PPMC that bought Thomas-Davis
imposed stiff cost-cutting measures, inflaming the clinic’s Tucson doctors to the
point where they joined a physicians’ union. The PPMC also suffered from the
ultimately futile attempt to manage physicians from a corporate headquarters

in a remote city.
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“Physicians do not want
to be in organizations. It is
something they are forced

into for survival.”

—David Blumenthal

“It is a mistake to think
that owning a person is the
best way to have a good tie
with that person. There are

better ways of building

a relationship.”

—Jacob Kuriyan

“If practices need
capital, information
systems and the ability
to assumne global risk,
and want to appeal
to consumers, then
the local hospital is
the place that makes
the most sense to
organize physicians.”
— J.D. Kleinke
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positive effects on some physician cultures.
Blumenthal said that the group he works with
confronted the constraints of capitation by subdi-
viding into “pods” of eight to 12 doctors who
meet weekly to review complications or deaths
and discuss difficult or expensive cases. “This level
of organization requires capital and support in
the form of assistance—statistical, technical and
other kinds—to realize its full potential,” he said.

While capitation has not been without
problems (“it has forced physicians to think
like adverse selection-avoiding insurance
executives”), Kleinke noted that it also offers
incentives for efficiency and quality that are too
powerful to ignore. “Being more attuned to the
process of care when there is some financial
pain associated with sloppiness ultimately
drives the market toward capitation or some
variant of it,” he said.

The ways in which individual doctors
get compensated are, if anything, even less
advanced than capitation systems. The panelists
did note, however, that two of the case study
sites had taken opposite approaches. Harvard
Vanguard, upon separating from its HMO
partner, adopted an individual compensation
system based in part on the productivity of
each physician and on the satisfaction of his
or her patients. After being acquired by an
HMO, Thomas-Davis doctors were shifted to a
straight salary system, only to see productivity
and physician motivation fall sharply.

Information Systems

Much of the ability of physician organizations to
monitor their own costs under capitation, work
with hospital partners and refine the efficiency
and effectiveness of their own care depends on
advanced clinical and financial information sys-
tems. The health care sector has talked about
leveraging informatics for years, but providers
on the front lines have not invested in the best
the market has to offer, Kleinke said. This is
because “we are dealing with generations of
disincentives to measure and understand” the
process of medicine.

Information systems make their own argu-
ment for smaller, local physician organizations.
The per-doctor cost of an off-the-shelf system
that serves a small group is significantly lower
than the cost for a larger group that needs cus-
tomization. “One of the biggest PPMCs in the
country had 43 databases that were all not talk-
ing to each other,” Kuriyan noted. The result is
that many groups do not know their costs in real
time, who their underperforming doctors are or

how to identify their especially costly patients.

Future Directions

The panelists pointed to a future in which

global capitation—a payment that covers all

or most medical expenses—would proliferate, ®
but not without more struggle. Kuriyan said
that direct contracting between employers
demanding value for their health care premium
dollar and physician groups seeking to box out
the insurer middle man would be part of this
future landscape. Kleinke said that [PAs appear
to represent the “most flexible, nimble and
fungible” kinds of organizations. Physicians
also may find them more participatory than
corporate organizations.

Blumenthal attempted to sum up the
attributes of a successful physician organiza-
tion. It would require: (1) true cost account-
ability of each group; (2) abundant sources of
data about utilization and quality; (3) physi-
cian leadership; (4) modest size, involving
accountability among cells of around 20 to
30 physicians; and (5) a multispecialty orienta-
tion to facilitate efficiency and exchange of
information across the care continuum.

The fundamental problem, said Blumenthal,
is that “physicians do not want to be in organi-
zations. It is something they are forced into
for survival. The only compelling glue that
holds physician organizations together is the
opportunity to negotiate better prices,” he said.
“We haven't yet developed other services to
the point where physicians truly see the added
value sufficiently so that they are willing to pay
for these services by giving up something.” @

HSC, funded exclusively by The Robert Wood Johnson Foundation, is affilioted with Mathematica Policy Research, Inc.
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**STATE: (Code from "Fone" file)

01 Al abama - SC 30 Montana - W

02 Al aska - W 31 Nebraska - NC

04 Arizona - W 32 Nevada - W

05 Arkansas - SC 33 New Hanpshire - NE
06 California - W 34 New Jersey - NE

08 Col orado - W 35 New Mexico - W

09 Connecticut - NE 36 New York - NE

10 Del aware - SC 37 North Carolina - SC
11 Washi ngton D.C. - SC 38 North Dakota - NC
12 Florida - SC 39 Chio - NC

13 Georgia - SC 40 Gkl ahoma - SC

15 Hawaii - W 41 Oregon - W

16 | daho - W 42 Pennsyl vania - NE
17 [1linois - NC 44 Rhode Island - NE
18 | ndi ana - NC 45 South Carolina - SC
19 lowa - NC 46 Sout h Dakota - NC
20 Kansas - NC 47 Tennessee - SC

21 Kent ucky - SC 48 Texas - SC

22 Loui siana - SC 49 Uah - W

23 Mai ne - NE 50 Vernont - NE

24 Maryl and - SC 51 Virginia - SC

25 Massachusetts - NE 53 Washi ngton - W

26 M chigan - NC 54 West Virginia - SC
27 M nnesota - NC 55 W sconsin - NC

28 M ssi ssi ppi - SC 56 Wwomng - W

29 M ssouri - NC

( 1/16) ( 1/17)
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SECTI ON A
| NTRODUCTI ON AND SCREENI NG

("FONE'" NANAGEMENT NOTE: Any T&T's should send

t he

case to a special "HOLD' category that could be

reactivated by refusal converters if necessary)

S1. DOCTOR TYPE: (Code from "Fone" file)
DOCYPE

1 DO

2 MD

Slb. REPLI CATE NUMBER  (Code from "Fone" file)
REPLI CAT
[ SET BY JOHN SELI X]

Slc. PANEL: (Code from"Fone" file)
PANEL

1 New

2 Re-i ntervi ew

3 Non- r espondent

Sid. (If code "2" in Slc:) BDCTSP: (Code from

" Fone"

file)

1 Yes
2 No

Sle. BDCTSB: (Code from "Fone" file)
BDCTSBV

1 Yes

2 No

S1f. BDCTPSP: (Code from "Fone" file)
BDCTPSPV

1 Yes

2 No

©THE GALLUP ORGANIZATION 3
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(21/12)

(21/ 13)

(21/ 14)

(23/ 80)



S2. DOCTOR NAME: (Code from "Fone" file)

S3. PRI MARY SPECI ALTY: (Code from "Fone" file)

$4. SITE NUMBER: (Code from "Fone" file)

( 5/70 - 5/ 72)

S5. SITE TYPE: (Code from "Fone" file)
STYPE

1 H gh intensity

2 Low i ntensity/ Nati ona

S6. ZIP CODE: (Code from"Fone" file)
ZI P

HOLD

¢ r - 1)
«C 7))

0 ( 6/26-
6/ 27)
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(NOTE TO SURVENT: Di spl ay "doctor's naneg" and
"gender" at top of screen)

(If code "1" or "3" in Slc, Continue;
QO herwise, Skip to "lIntro #2"

| NTRO #1
HELLO1L

Hello, Dr. (nane from "Fone" file), ny nane
i's from The @Gllup Organization. A short tine
ago, you should have received a letter from the
Robert Wod Johnson Foundation indicating that
Gllup is conducting a national survey  of
physicians for the Foundation. The survey is part
of a study of changes in the health care systemin
communities across the nation. It concerns how
such changes are affecting physicians, their
practices and the health care they provide to
their patients.

The interview will take about 20 mnutes and we
are providing an honorarium of $25 as a snal

token of our appreciation to each physician who
conpletes an interview Al the information you

provide wll be kept strictly confidential. It
will be used in statistical analysis and reported
only as group totals. | can conduct the interview

now or at any tine that’s convenient for you.

0 Gat ekeeper soft refusa
1 Respondent available - (Skip to #Al)
3 No | onger works/Lives here - (Skip to S8)
4 Never heard of respondent - (Skip to S7)
5 Gat ekeeper hard refusa
6 Answering service/Can't ever
reach physician at this nunber - (Skip to Sl11)
7 Respondent not available -

(Set time to call back)

8 Physi ci an soft refusal
9 Physi ci an hard refusal ( 5/12)
©THE GALLUP ORGANIZATION 5
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| NTRO #2

HELLQO2
Hello, Dr. (nane from "Fone" file), ny nane
is , from The @Gllup Oganization. You

shoul d have received a letter fromthe Robert Wod
Johnson Foundation indicating that Gallup woul d be
calling you again to participate in the second
round of the study of changes in the health care
systens in comunities across the nation. The
study concerns how these changes are affecting
physicians, their practices and the health care
they provide to their patients.

The interview will take about twenty m nutes, and
we are again providing an honorarium of $25 as a
smal | token of our appreciation to each physician
who conpletes an interview Al the information

you provide will be kept strictly confidential. It
will be used in statistical analysis and reported
only as group totals. | can conduct the interview

now, or at any tinme that's convenient for you.

0 Gat ekeeper soft refusa

1 Respondent available - (Skip to #Al)

3 No | onger works/Lives here - (Skip to S8)
4 Never heard of respondent - (Continue)

5 Gat ekeeper hard refusa

6 Answering service/Can't ever
reach physician at this nunber

7 Respondent not avail able -
(Set time to call back)

8 Physi ci an soft refusal
9 Physi ci an hard refusal ( 5/12)
©THE GALLUP ORGANIZATION 6
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S7. (If code "4" in "Intro", ask:) | would like to
verify that | have reached (phone nunber from
"Fone" file).

VPHONE
1 Yes - (Thank and Term nate; Skip to Sl11)

2 No - (INTERVIEWER READ.) | amsorry to
have bot hered you. - (Reset to "Intro")

3 (DK) (Thank and Term nate; Skip to S11)
4 (Refused) (Thank and Term nate; Skip to Sl11)

S8. (If code "3" in "Intro", ask:) Dr. (response in
S2) is a very inportant part of a nedical study
for the Robert Wod Johnson Foundation. Do you
have the address or telephone nunber where | can
reach (hinfher)?

DI FFADR

1 Yes - (Skip to S10)

2 No/ Unknown (Conti nue)

3 (DK) (Conti nue)

4 (Ref used) (Conti nue)

5 (Retired) - (Thank and Term nate)

S9. (If code "2", "3" or "4" in S8, ask:) Do you
happen to know if the doctor is still in this
area, or is (he/she) in another city?

VHERE
1 Sane area - (Thank and Term nat e;

Skip to S11)
2 Different city - (Continue)
3 (DK) (Thank and Term nate; Skip to Sl11)

4 (Refused) (Thank and Term nate; Skip to Sl11)

©THE GALLUP ORGANIZATION 7
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S10. (If code "2" in S9, OR code "1" in S8:)

PHONE NUMBER AND ADDRESS OR AS MJCH OF
PCSSI BLE.

WORK PHONE NUMBER:
NVWPHONE

ENTER
IT AS

HOVE PHONE NUMBER:
NVWHPHON

STREET ADDRESS:
NWADDR

arTy:
NCI TY

STATE:
NWSTATE

ZI P CCODE:
NWZI P

(Al'l in S10, Thank and Term nate;
Call new nunber and reset to "Intro";
I f "blank” in "WORK PHONE NUMBER' and
"HOVE PHONE NUMBER' in S10, Conti nue)

©THE GALLUP ORGANIZATION 8
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( 9/21 - 9730)

( 9/41 -~ 9/50)

(15/ 12

15/ 51)

(11/31

11/ 60)

( 9/31) ( 9/32)

( 9/33 - 9/37)



S11. (If code "1", "3" or "4" in S7, OR code "8" in
"Intro", OR code "1", "3" or "4" in S9, OR "bl ank"
in "WORK PHONE NUMBER' and "HOVE PHONE NUMVBER' in
S10:) (Call directory assistance for nost recent
city or area code. Ask for directory assistance
using full nane from "Fone" file.)

(Origi nal phone nunber from"Fone" file)

(Oiginal city from "Fone" file) or ("CITY" from
S10)

(New city; New street address)

(Nanme from "Fone" file)
DI RPHON
1 New nunber - (Enter on next screen)

2 No nunber/Match - (Thank and Term nat e;
Save Case | D) (11/61)

S12 NEWPHONE NUMBER  (FORCE 10 DIG TS)

NWPHON
(11/62 - 11/71)
(Al'l in S12, call new nunber,
and Reset to "Intro")
S13. VERBATI M SCREEN: Descri be what happened on this
cal l in as much detail as
possi bl e.
VERBAT
(11/72) (11/73)
CLOCK:
(28/12 - 28/15)
©THE GALLUP ORGANIZATION 9

11/2/2001



Al. Are you currently a full-time enployee of a
federal agency such as the US. Public Health
Service, Veterans Admnistration or a mlitary
service? (Probe:) Do you receive your paychecks
from a federal agency? (If respondent works part -
tine for a Federal Agency, ask:) Do you consider
this (Federal Agency) your main practice?

FEDEMP

1 Yes - (Continue)

2 No - (Skip to #A2)

8 (DK) (Thank and Term nat e)
9 (Ref used) (Thank and Term nat e)

(I'f code "1" in #Al,

| NTERVIEWER READ:) In this survey, we wll not be
interviewing physicians who are
Federal enployees. So it appears
that we do not need any further
information from you at this tine,
but we t hank you for your
cooperati on. - ( Thank and
Term nat e)

A2. Are you currently a resident or fell ow?
RESFEL

1 Yes - (Continue)

2 No - (Skip to #A3)

8 (DK) (Thank and Term nat e)
9 (Ref used) (Thank and Term nat e)

(If code "1" in #A2,

| NTERVIEWER READ:) In this survey, we wll not be
interviewing physicians who are
residents or fellows. So it appears
that we do not need any further
information from you at this tine,
but we t hank you for your
cooperati on. - ( Thank and
Term nat e)

©THE GALLUP ORGANIZATION 10
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A3. During a TYPICAL week, do you provide direct
patient care for at |east twenty hours a week? (If
necessary, say:) Direct patient care includes
seeing patients and performng surgery. (f
necessary, say:) INCLUDE time spent on patient
record- keeping, patient-related office work, and
travel time connected wth seeing patients.
EXCLUDE tinme spent in training, teaching, or
research, any hours on-call when not actually
wor king, and travel between hone and work at the
begi nning and end of the work day.

FULLTI M
1 Yes - (Skip to "Note" before #A3a)
2 No - (Continue)
8 (DK) (Thank and Term nat e)
9 (Ref used) (Thank and Term nat e) ( 5/15)

(I'f code "2" in #A3,

| NTERVIEWER READ:) In this survey, we wll not be
i ntervi ew ng physi ci ans who
typically provide patient care for
less than 20 hours a week. So it
appears that we do not need any
further information from you at
this time, but we thank you for
your  cooperati on. - (Thank and
Term nat e)

(If code "1" or "3" in Slc, Continue;
QO herwise, Skip to #A4)

A3a. Thinking back to April, 1996, at that tine, were

you a full-tinme enployee of a federal agency?
FEDEMPV

1 Yes

2 No

8 (DK)

9 (Ref used) (21/15)
©THE GALLUP ORGANIZATION 11
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A3b. In April, 1996, were you a resident or fellow?

RESFELV

1 Yes

2 No

8 ( DK)

9 (Ref used) (21/16)
A3c. In April, 1996, were you providing direct patient

care for at least twenty hours a week?
FULLTW

1 Yes

2 No

8 (DK)

9 (Ref used) (21/17)

Ad. Do you currently provide patient care in one
practice, or nore than one practice? (If
necessary, say:) W consider multiple sites or
offices associated with the sane organization to
be only one practice. (INTERVIEWER NOTE #1:
Exanpl es are: a private MD with a downtown and
suburban office is one practice; a regional
organi zation wth nenber doctors practicing in
nunerous satellite «clinics or offices is one
practi ce; and nultiple sites wth D FFERENT
or gani zati ons are di fferent practices.)
(I NTERVI EWER NOTE #2: Do not count non-patient-
care activity, such as teaching or admnistrative
j obs, as practices.)

MULTPR
1 One - (Skip to #A5)
2 More than one - (Continue)
8 ( DK) (Skip to #A5)
9 (Ref used) (Skip to #Ab) ( 5/16)

Ada. (If code "2" in #A4, ask:) In how many different
practices do you provide patient care? (Qpen ended
and code actual nunber)

NUVPR
DK (DK)

RF (Ref used)

( 57/17) ( 5/18)
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A5. We'd like you to think about the practice |ocation
at which you spend the greatest anmount of tine in
direct patient care. Is this practice located in
(county and state from "Fone" file)? (INTERVI EVER
NOTE: Surgeons should give the location of their
office, not the hospital where they perform

surgery.)
LOCCHK
1 Yes - (Skip to "Note" before #A5b)
2 No (Conti nue)
8 (DK) (Conti nue)
9 (Ref used) (Conti nue) (11/74)

Asa. (If code "2", "8" or "9" in #A5, ask:) In what
county and state is the practice l|ocated. (Open
ended) (VER EY SPELLI NG

DK (DK)
RF ( Ref used)

COUNTY:
SCNTY

(14734 - 14/58)

STATE:
SSTATE

(14/59) (14760)

(If code "15 - Hawaii" or "02 - Al aska"
in #Aba - "State", Continue wth
"I ntervi ewer Read";
O herwi se, Skip to #A5b)

(I NTERVI ENER READ.) We are not interview ng physicians
in your state at this tinme. So it
appears that we do not need any
further information from you, but
we thank you for your cooperation.
- (Thank and Term nate)

©THE GALLUP ORGANIZATION 13
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A5b. What is the zip code of your practice? (Open ended
and code all five digits of zip code)

SZI P
99998 (DK)

99999 (Ref used)
(If code "2" in Slc, Skip to #A7;
Q herwi se, Conti nue)

A6. In what year did you begin nedical practice after
conpl eti ng your undergraduate and graduate nedi cal
training? (INTERVIEWER NOTE: A residency or
fellowship would be considered graduate nedical
training.) (Open ended and code all four digits of
year) (NOTE TO SURVENT.: Force interviewers to
enter FOUR DI TS)

YRBGN
DK (DK
RF (Ref used)

(If code "999" in S3, Skip to #AS8;
Q herwi se, Conti nue)

A7. W have your prinmary specialty listed as (response
in S3). Is this correct? (If necessary, say:) W
define primary specialty as that in which the nost
hours are spent weekly.

SPCCOR
1 Yes - (Autocode response in S3 into #A8)

2 No - (Continue)

8 (DK) (Thank and Term nat e)

9 (Ref used) (Thank and Term nat e)
©THE GALLUP ORGANIZATION 14
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A8. (If code "2" or "blank" in #A7, ask:) Wuat is your
primary specialty? (If necessary, say:) W define
primary specialty as that in which the nost hours
are spent weekly. (Open ended and code from hard
copy) (I NTERVI EMER NOTE: Probe for codeable

response)

NVWEPEC

(I'f code "2" in S1 [NMD-AVA LI ST])
001 Al lergy (A
133 Adol escent Medi ci ne (ADL)
127 Addiction Medicine (ADM)
132 Addiction Psychiatry ( ADP)
002 Allergy & |Inmunol ogy (AI)

003 Allergy & I nmunol ogy/

Di agnosti ¢ Laboratory | nmunol ogy (ALI)
005 Aerospace Medicine (AM
085 Adol escent Medi ci ne (AM)
006 Anest hesi ol ogy (AN)
007 Pai n Managenent (APM
026 Abdom nal Surgery (AS)
103 Anatom c Pat hol ogy (ATP)
104 Bl oodbanki ng/ Tr ansf usi on Medi ci ne ( BBK)
049 dinical Biochem cal Cenetics (CBG
008 Citical Care Medicine (Anesthesiology) (CCA
050 dinical Cytogenetics (ccy
128 Critical Care Medicine (ceav
086 Critical Care Pediatrics (ccP)
027 Citical Care Surgery (CCS)
009 Cardiovascul ar Di seases (Cardi ol ogy) (CD)
051 dinical Cenetics (CO
054 Child Neurol ogy (CHN)
010 Child & Adol escent Psychiatry (CHP)
105 dinical Pathol ogy (CLP)
052 dinical Ml ecular Cenetics (M5
055 dinical Neurophysiol ogy (CN)
011 Colon & Rectal Surgery (CRS)
124 Cardi ot horaci c Surgery
(Thoracic Surgery) (CT9)
012 Der mat ol ogy (D)
164 Dernmatol ogi c Surgery (DS)
013 dinical & Laboratory
Der mat ol ogi cal | mmunol ogy ( DDL)
035 Diabetes (DA
106 Der nmat opat hol ogy ( DMP)
014 D agnostic Radi ol ogy (DR
015 Emergency Medi ci ne (EM
036 Endocrinol ogy & Metabolism ( END)
016 Sports Medi cine (ESM
©THE GALLUP ORGANIZATION 15
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A8. (Continued:)

140

018
019
020
078
021
022
061
023
024
029
062
037
038
107
030
136
070
101
031
039
040
004
041
042
043
044
129
138
063
053
108
137
099

056
058
045
057
109
087

117
059
060

Medi cal Toxi col ogy (Emergency
Medi ci ne)

For ensi ¢ Pat hol ogy

Fam |y Practice

Geriatric Medicine

Facial Plastic Surgery

Sports Medi ci ne

Gast r oent er ol ogy

Gynecol ogi cal Oncol ogy

General Practice

General Preventive Medicine

Ceneral Surgery

Gynecol ogy

Hemat ol ogy

Hepat ol ogy

Hemat ol ogy Pat hol ogy

Head & Neck Surgery

Hemat ol ogy/ Oncol ogy

Hand Surgery

Hand Surgery

Hand Surgery

Car di ac El ectrophysi ol ogy

I nf ecti ous Di seases

| mmunol ogy

Cinical & Laboratory I nmmunol ogy

I nternal Medicine

Geriatric Medicine

Sports Medi ci ne

Legal Medi ci ne

Medi cal Managenent

Mat ernal & Fetal Medicine

Medi cal Cenetics

Medi cal M crobi ol ogy

I nternal Medicine/Pediatrics

Public Health & General
Preventi ve Medicine

Neur ol ogy

Critical Care Medicine (Neurosurgery)

Nephr ol ogy

Nucl ear Medi ci ne

Neur opat hol ogy

Neonat al / Peri natal Medi ci ne

( Neonat ol ogy/ Peri nat ol ogy)

Nucl ear Radi ol ogy

Neur ol ogi cal Surgery

Pedi atri c Neurosurgery

©THE GALLUP ORGANIZATION 16
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A8. (Continued:)

046
071
064
065
066
134
068
072
047
073
069
074
028
075
076
079
080
077
082
130
147
110
111
088
089
098
090
145
081
091
118
032
139
144
017
135
092
093
112
094
143
100
142
095
146
113

Nutrition

Adult Reconstructive Othopedics
Gbstetrics & Gynecol ogy
Obstetrics

OB Critical Care Medicine

Foot & Ankle Othopedics
Qccupati onal Medi ci ne

Muscul oskel etal Oncol ogy

Medi cal Oncol ogy

Pedi atric Othopedics

Opht hal nol ogy

Ot hopedi ¢ Surgery

O her Specialty

Sports Medici ne (Othopedic Surgery)
Ot hopedi ¢ Surgery of the Spine
O ol ogy

Q ol aryngol ogy

Ot hopedi ¢ Trauma

Psychi atry

C i ni cal Pharmacol ogy

Pul monary Critical Care Medicine
Chem cal Pat hol ogy

Cyt opat hol ogy

Pedi atrics

Pediatric Allergy

Pedi atri c Cardi ol ogy
Pedi at ri ¢ Endocri nol ogy

Pedi atric Infectious D seases
Pedi atric O ol aryngol ogy

Pedi atri ¢ Pul nonol ogy
Pedi at ri ¢ Radi ol ogy

Pedi atric Surgery

Medi cal Toxi col ogy (Pediatrics)
Pedi atri c Energency Medi cine
Pedi atri ¢ Energency Medi ci ne
Forensic Psychiatry

Pedi atri c Gastroenterol ogy

Pedi atri ¢ Hemat ol ogy/ Oncol ogy

| mmunopat hol ogy

Cinical & Laboratory | nmunol ogy
Pal I i ati ve Medicine

Physi cal Medicine & Rehabilitation
Pai n Medi ci ne

Pedi atri c Nephrol ogy

Pedi at ri ¢ Opt hal nol ogy

Pedi atri c Pat hol ogy

©THE GALLUP ORGANIZATION 17
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A8. (Continued:)

096 Pedi atric Rheumat ol ogy (PPR)
102 Plastic Surgery (PS)
097 Sports Medicine (Pediatrics) (PSM
114 Anatom c/d i nical Pathol ogy (PTH)
141 Medical Toxicology (Preventive

Medi ci ne) (PTX)
116 Pul nonary Di seases (PUD)
083 Psychoanal ysi s (PYA)
084 Ceriatric Psychiatry (PYQ
119 Radi ol ogy (R
067 Reproductive Endocri nol ogy (REN)
048 Rheunat ol ogy ( RHUY)
115 Radi oi sot opi ¢ Pat hol ogy (RIP)
120 Neur or adi ol ogy (RNR)
123 Radi ati on Oncol ogy (RO
121 Radi ol ogi cal Physics (RP)
150 Spinal Cord Injury (sa)
149 Sl eep Medi ci ne (SM
151 Surgical Oncol ogy (SO
148 Sel ective Pat hol ogy (SP)
033 Trauna Surgery (TRS)
152 Transpl ant Surgery (TTS)
125 Urol ogy (Y
025 Undersea Medi ci ne (UM
126 Pediatric Urol ogy (UP)
131 Unspecified (us)
122 Vascul ar & Interventional Radi ol ogy (MR
165 Vascul ar Medi ci ne (W
034 Vascul ar Surgery (VS)
997 Oher (list) - (USE VERY SPARI NAY;

Thank and Term nat e)

998 (DK (Thank and Term nat e)
999 (Refused) (Thank and Term nat e)

( 5/26 - 5/28)

©THE GALLUP ORGANIZATION 18
11/2/2001



A8. (Continued:)

(If code "1" in S1 [DO AQA LIST])
002 Allergy and | nmunol ogy
003 Allergy-D agnostic Lab | munol ogy
004 | munol ogy
005 Preventive Medi cine-Aerospace Medi ci ne
006 Anest hesi ol ogy
006 Anest hesi ol ogy
006 Anest hesi ol ogy
006 Anest hesi ol ogy
006 Anest hesi ol ogy
007 Pai n Managenent
007 Pai n Managenent
008 Critical Care-Anesthesiol ogy
009 Cardiovascul ar D seases- Cardi ol ogy
009 Cardiovascul ar Di seases- Cardi ol ogy
009 Cardiovascul ar D seases- Cardi ol ogy
010 Pediatric Psychiatry
010 Pediatric Psychiatry
011 Colon & Rectal Surgery
012 Der nat ol ogy
014 D agnostic Radi ol ogy
015 Emergency Medi ci ne
015 Enmergency Medi ci ne
015 Emergency Medi ci ne
015 Enmergency Medi ci ne
016 Sports Medici ne (Enmergency Medi cine)
017 Pediatric Energency Medicine
018 Forensic Pat hol ogy
019 Famly Practice
019 Famly Practice
020 Ceriatrics-Ceneral or Famly Practice
020 Ceriatrics-CGeneral or Famly Practice
021 Sports Medicine-Fam |y or Ceneral
021 Sports Medicine-Famly or Ceneral
022 Gastroenterol ogy
023 Ceneral Practice
024 Preventive Medi cine
025 Undersea Medi ci ne
026 Abdom nal Surgery
027 Citical Care-Surgery or Trauna
027 Critical Care-Surgery or Trauna
028 O her Specialty
029 Surgery-Cenera
030 Head & Neck Surgery
©THE GALLUP ORGANIZATION 19
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AM
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I C
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A8. (Continued:)

031 Hand Surgery

031 Hand Surgery

032 Pediatric Surgery

033 Traumatic Surgery

034 Vascul ar Surgery-Ceneral or Periphera

034 Vascul ar Surgery-Ceneral or Periphera

036 Endocri nol ogy

037 Hemat ol ogy

039 Cardi ac El ectrophysi ol ogy

040 Infectious D seases

041 D ag Lab I munol ogy-Int Med

042 Internal Medicine

042 Internal Medicine

043 Ceriatrics-Internal Medicine

043 Ceriatrics-Internal Medicine

044 Sports Medicine

044 Sports Medi cine

044 Sports Medicine

044 Sports Medi cine

045 Nephrol ogy

046 Nutrition

047 Oncol ogy

048 Rheunat ol ogy

050 dinical Cytogenetics

051 dinical Genetics

053 Medi cal Cenetics

054 Pediatric or Child Neurol ogy

054 Pediatric or Child Neurol ogy

055 dinical Neurophysiol ogy

056 Neur ol ogy

056 Neur ol ogy

056 Neur ol ogy

056 Neur ol ogy

057 Nucl ear Medi ci ne

057 Nucl ear Medi ci ne

057 Nucl ear Medi ci ne

058 Critical Care-Neuro Surgery

059 Neurol ogi cal Surgery

061 Gynecol ogi cal Oncol ogy

062 Gynecol ogy

062 Gynecol ogy

063 Maternal & Fetal Medicine

064 (Obstetrics & Gynecol ogy

064 (bstetrics & Gynecol ogy

065 (Obstetrics

066 Critical Care-Cbstetrics & Gynecol ogy
©THE GALLUP ORGANIZATION 20
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A8. (Continued:)

067
068
068
069
069
069
069
069
069
070
071
072
073
074
074
074
075
076
078
080
080
080
081
082
083
084
085

085

086
087
088
089
091
092
093
094
095
096
097
098
099

099

Repr oducti ve Endocri nol ogy

Cccupati onal Medi ci ne

Qccupati onal Medi ci ne

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Hand Surgery-Othopedic Surg

Adult Reconstructive O'thopedics

Muscul oskel etal Oncol ogy

Pediatric Othopedics

Ot hopedi ¢ Surgery

Ot hopedi ¢ Surgery

Ot hopedi ¢ Surgery

Sports Medi ci ne-Ort hopedi ¢ Surgery

Ot hopedi ¢ Surgery- Spi ne

Facial Plastic Surgery

O ol aryngol ogy or Rhi nol ogy

O ol aryngol ogy or Rhi nol ogy

O ol aryngol ogy or Rhi nol ogy

Pediatric ol aryngol ogy

Psychi atry

Psychoanal ysi s

Geriatric Psychiatry

Adol escent Medi cine-Fam |y or
General Practice

Adol escent Medi cine-Fam |y or
General Practice

Pediatric Intensive Care

Neonat ol ogy

Pedi atrics

Pediatric Allergy & I mmunol ogy

Pedi atri ¢ Pul nol ogy Medi ci ne
Pedi atri c Gastroenterol ogy
Pedi at ri ¢ Hemat ol ogy- Oncol ogy
Pedi atric Diag Lab I nmmunol ogy
Pedi at ri ¢ Nephr ol ogy

Pedi atri ¢ Rheunat ol ogy

Sports Medicine - Pediatrics

Pedi atri c Cardi ol ogy

Preventive Medicine, Epidem ol ogy
or Public Health

Preventive Medicine, Epidem ol ogy
or Public Health
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VRS

PYA
PYG

AFP

AGP
PI C
NE
PD
PAI
PDX
PG
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PLI
PNP
PPR
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PDC
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A8. (Continued:)

099
099

100
100
100
100
101
102
102
103
104
104
105
106
107
108
109
110
111
112
113
114
114
115
116
116
117
118
119
119
119
119
119
120
121
122
122
123
123
124

Preventive Medicine, Epidem ol ogy
or Public Health

Preventive Medicine, Epidem ol ogy
or Public Health

Physi cal Medicine & Rehabilitation

Physi cal Medicine & Rehabilitation

Physi cal Medicine & Rehabilitation

Physi cal Medicine & Rehabilitation

Hand Surgery-Plastic Surg

Pl astic Surgery

Pl astic Surgery

Anat om ¢ Pat hol ogy

Bl ood Banki ng- Transfusi on Medi ci ne

Bl ood Banki ng- Tr ansf usi on Medi ci ne

C i ni cal Pathol ogy

Der mat opat hol ogy

Hemat ol ogy- Pat hol ogy

Medi ci ne M crobi ol ogy

Neur opat hol ogy

Chem cal Pat hol ogy

Cyt opat hol ogy

| mmunopat hol ogy

Pedi at ri ¢ Pat hol ogy

Anat om ¢/ d i ni cal Pat hol ogy

Anat om ¢/ d i ni cal Pat hol ogy

Radi oi sot opi ¢ Pat hol ogy

Pul monary D seases

Pul monary D seases

Nucl ear Radi ol ogy

Pedi atri ¢ Radi ol ogy

Radi ol ogy

Radi ol ogy

Radi ol ogy

Radi ol ogy

Radi ol ogy

Neur or adi ol ogy

Radi ol ogi cal Physics

Angi ography & Intervent'|l Radi ol ogy
Angi ography & Intervent'| Radiol ogy

Radi ati on Oncol ogy

Radi at i on Oncol ogy

Car di ovascul ar or Thoracic
Car di ovascul ar Surgery
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PH

PHP
| AR
PDR
PM

HSP

PLR
AP

BBT
LBM
CLP
DPT
HEP

NPT

%

| PT
PP

APL
PTH
R P
PUD
PUL
NR

PRD
DUS

RI
RTD
NRA
RP
ANG
SCL
TR

CVS



A8. (Continued:)

124

125
125
126
127
128
129
130
131
133
134
135
136
137
139
142
145
146
147
153
154
155
156
157
158
159
160
161
162
209

997

998
999

Car di ovascul ar or Thoracic
Car di ovascul ar Surgery

Ur ol ogy

Ur ol ogy

Pedi atric Urol ogy

Addi ctive D seases

Critical Care-Medicine

Legal Medi ci ne

C i ni cal Pharnmacol ogy

Unknown Bl ank

Adol escent Medi ci ne

Ot hopedi ¢ Foot & Ankle Surg

Forensic Psychiatry

Hemat ol ogy & Oncol ogy

I nternal Med-Pediatrics

Toxi col ogy

Psychosomati ¢ Medi ci ne

Pedi atric Infectious D seases

Pedi at ri ¢ Opht hal nol ogy

Pul monary-Critical Care

MOHS M crographi ¢ Surgery

Hai r Transpl ant

Osteo Mani pul ative Treat +1

Spec Prof in Osteo Manip Med

Sports Medici ne - OW

Cst eo Mani pul ati ve Medi ci ne

Pr oct ol ogy

I nt er nshi p

Retired

Transitional Year

Nucl ear Cardi ol ogy

Gther (list) - (USE VERY SPARI NQAY;
Thank and Term nat e)

( DK) (Thank and Term nate)
(Ref used) (Thank and Term nat e)

TS

URS
uP
ADD

LM
PA

ADL
OFA
FPS
HEO
| PD
X

PYM
PI D
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(If code "003", "005-007", "013-014", "018", "025",

"028", "0O57", "099", "103-115", "117-123", "129-
131", "135", "138-143", "148-149", "160-162" or
"209" in #A8,

| NTERVIEWER READ:) In this survey, we are only
interviewi ng physicians in certain
specialties, and your specialty is
not anong those being interviewed.
So, it appears that we do not need
any further information from you at
this time, but we thank you for
your  cooperati on. - (Thank and
Term nat e)

(I1f code "042", "088" or "137" in #A8, Continue;
I f code "001-002", "004", "009", "012", "015-016"
" 020- 022", "024", "035-041", "043-048", "055-056",

"085", "116", "128", "136" or "147" in #AS8,
Skip to #A9a,

If code "017", "049-054", "063", "086-087",
"089-094", "095-098", "133" or "144-145" in #A8,
Skip to #A9b
QO herwi se, Skip to #Al5)

A9. (If code "042", "088" or "137" in #A8, ask:) Do
you spend nore hours weekly in general (response
in #A8), or a subspecialty in (response in #A8)?
(I NTERVI ENER  NOTE: If respondent says "50/50
split", code as "1")

GENSUB
1 General - (Skip to #Al5)
2 Subspeci alty (including adol escent
nmedi cine or geriatrics) - (Skip to #Al10)
8 (DK) (Skip to #Al5)
9 (Ref used) (Skip to #Al15)
©THE GALLUP ORGANIZATION 24
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Ada. (If code "001-002", "004", "009", "012", "015-

016", "020-022", "024", "035-041", "043-048",
"055-056", "085", "116", "128", "136" or "147" in
#A8, ask:) Do you spend nost of your tine
practicing in (response in #A8), or in general
i nt ernal medi ci ne? (1 NTERVI ENER  NOTE: | f

respondent says "50/50 split", code as "1")
S| PNPED
1 Subspeci alty
2 Ceneral internal nedicine (or
general famly practice)
Ceneral pediatrics

( DK)
(Ref used)

© 00w

(Al in #A9a, Skip to #Alb)

A9b. If code "017", "049-054", "063", "086-087", "089-
098", "133" or "144-145" in #A8, ask:) Do you
spend nost of your time practicing in (response in
#A8), or in general pediatrics? (1 NTERVI EVEER
NOTE: If respondent says "50/50 split", code as

)
S| PPED

1 Subspeci alty

2 Ceneral internal nedicine (CGenera

Fam |y Practice)

3 Ceneral pediatrics

8 (DK)

9 (Ref used)

(Al in #A9b, Skip to #A1l5)
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AL0. (If

code

n 2||

in #A9, ask:) And what is that

subspecialty? (If "Mre than one", say:) W're
interested in the one in which you spend the nost
hours weekly.
( CHECK SPELLI NG

(Open ended and code from hard copy)

SUBSPC
(I'f code "2" in S1 [NMD-AVA LI ST])

001 Allergy (A
133 Adol escent Medi ci ne (ADL)
127 Addiction Medicine (ADVM)
132 Addiction Psychiatry ( ADP)
002 Allergy & |Inmunol ogy (AI)
003 Allergy & |Inmunol ogy/

Di agnosti ¢ Laboratory | nmunol ogy (ALI)
005 Aerospace Medicine (AM
085 Adol escent Medi ci ne (AM)
006 Anest hesi ol ogy (AN)
007 Pai n Managenent (APM
026 Abdom nal Surgery (AS)
103 Anatom c Pat hol ogy (ATP)
104 Bl oodbanki ng/ Tr ansf usi on Medi ci ne ( BBK)
049 dinical Biochem cal Cenetics (CBG
008 Citical Care Medicine (Anesthesiology) (CCA
050 dinical Cytogenetics (cCcy
128 Critical Care Medicine (ceam
086 Critical Care Pediatrics (ccP)
027 Citical Care Surgery (CCS)
009 Cardiovascul ar Di seases (Cardi ol ogy)
051 dinical Cenetics (CO
054 Child Neurol ogy (CHN)
010 Child & Adol escent Psychiatry (CHP)
105 dinical Pathol ogy (CLP)
052 dinical Ml ecular Cenetics (M5
055 dinical Neurophysiol ogy (CN)
011 Colon & Rectal Surgery (CRS)
124 Cardi othoracic Surgery (Thoracic

Sur gery) (CTS)

012 Der mat ol ogy (D)
013 dinical & Laboratory

Der mat ol ogi cal | mmunol ogy (DDL)
035 D abetes (DA
106 Der nmat opat hol ogy ( DVP)
014 D agnostic Radi ol ogy (DR
015 Enmergency Medi ci ne (EM
036 Endocrinol ogy & Metabolism ( END)
016 Sports Medi cine (ESM

©THE GALLUP ORGANIZATION
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A10. (Continued:)

140

018
019
020
078
021
022
061
023
024
029
062
037
038
107
030
136
070
101
031
039
040
004
041
042
043
044
129
138
063
053
108
137
099

056
058
045
057
109
087

117
059
060

Medi cal Toxi col ogy (Emergency
Medi ci ne)

For ensi ¢ Pat hol ogy

Fam |y Practice

Geriatric Medicine

Facial Plastic Surgery

Sports Medi ci ne

Gast r oent er ol ogy

Gynecol ogi cal Oncol ogy

General Practice

General Preventive Medicine

Ceneral Surgery

Gynecol ogy

Hemat ol ogy

Hepat ol ogy

Hemat ol ogy Pat hol ogy

Head & Neck Surgery

Hemat ol ogy/ Oncol ogy

Hand Surgery

Hand Surgery

Hand Surgery

Car di ac El ectrophysi ol ogy

I nf ecti ous Di seases

| mmunol ogy

Cinical & Laboratory I nmmunol ogy

I nternal Medicine

Geriatric Medicine

Sports Medi ci ne

Legal Medi ci ne

Medi cal Managenent

Mat ernal & Fetal Medicine

Medi cal Cenetics

Medi cal M crobi ol ogy

I nternal Medicine/Pediatrics

Public Health & General
Preventi ve Medicine

Neur ol ogy

Critical Care Medicine (Neurosurgery)

Nephr ol ogy

Nucl ear Medi ci ne

Neur opat hol ogy

Neonat al / Peri natal Medi ci ne

( Neonat ol ogy/ Peri nat ol ogy)

Nucl ear Radi ol ogy

Neur ol ogi cal Surgery

Pedi atri c Neurosurgery
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A10. (Continued:)

046
071
064
065
066
134
068
072
047
073
069
074
028
075
076
079
080
077
082
130
147
110
111
088
089
098
090
145
081
091
118
032
139
144
017
135
092
093
112
094
143
100
142
095
146

Nutrition

Adult Reconstructive Othopedics
Gbstetrics & Gynecol ogy
Obstetrics

OB Critical Care Medicine

Foot & Ankle Othopedics
Qccupati onal Medi ci ne

Muscul oskel etal Oncol ogy

Medi cal Oncol ogy

Pedi atric Othopedics

Opt hal nol ogy

Ot hopedi ¢ Surgery

O her Specialty

Sports Medici ne (Othopedic Surgery)
Ot hopedi ¢ Surgery of the Spine
O ol ogy

Q ol aryngol ogy

Ot hopedi ¢ Trauma

Psychi atry

C i ni cal Pharmacol ogy

Pul monary Critical Care Medicine
Chem cal Pat hol ogy

Cyt opat hol ogy

Pedi atrics

Pediatric Allergy

Pedi atri c Cardi ol ogy
Pedi at ri ¢ Endocri nol ogy

Pedi atric Infectious D seases
Pedi atric O ol aryngol ogy

Pedi atri ¢ Pul nonol ogy
Pedi at ri ¢ Radi ol ogy

Pedi atric Surgery

Medi cal Toxi col ogy (Pediatrics)
Pedi atri c Energency Medi cine
Pedi atri ¢ Energency Medi ci ne
Forensic Psychiatry

Pedi atri c Gastroenterol ogy

Pedi atri ¢ Hemat ol ogy/ Oncol ogy

| mmunopat hol ogy

Cinical & Laboratory | nmunol ogy
Pal | i ati ve Medi ci ne

Physi cal Medicine & Rehabilitation
Pai n Medi ci ne

Pedi atri c Nephrol ogy

Pedi at ri ¢ Opt hal nol ogy
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A10. (Continued:)

113 Pediatric Pathol ogy (PP)
096 Pedi atric Rnheumat ol ogy (PPR)
102 Plastic Surgery (PS)
097 Sports Medicine (Pediatrics) (PSM
114 Anatom c/d i ni cal Pathol ogy (PTH)
141 Medical Toxicol ogy (Preventive

Medi ci ne) (PTX)
116 Pul nonary Di seases ( PUD)
083 Psychoanal ysi s (PYA)
084 Ceriatric Psychiatry (PYQ
119 Radi ol ogy (R
067 Reproductive Endocri nol ogy (REN)
048 Rheunat ol ogy (RHY)
115 Radi oi sot opi ¢ Pat hol ogy (RIP)
120 Neur or adi ol ogy (RNR)
123 Radi ation Oncol ogy (RO
121 Radi ol ogi cal Physics (RP)
150 Spinal Cord Injury (sa)
149 Sl eep Medicine (SM
151 Surgical Oncol ogy (SO
148 Sel ective Pat hol ogy (SP)
033 Trauma Surgery (TRS)
152 Transpl ant Surgery (TTS)
125 Urol ogy (Y
025 Undersea Medi ci ne (UM
126 Pediatric Ur ol ogy (UP)
131 Unspecified (Us)
122 Vascul ar & Interventional Radi ol ogy (MR
034 Vascul ar Surgery (VS)
997 Oher (list) - (USE VERY SPARI NAY;

Thank and Term nat e)

998 (DK (Thank and Term nat e)
999 (Refused) (Thank and Term nat e)

( 5/30 - 5/32)
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A10. (Continued:)

(I'f code "1" in S1 [DO ACA LI ST])
002 Al lergy and | mrunol ogy
003 Allergy-D agnostic Lab I nmmunol ogy
004 | munol ogy
005 Preventive Medicine-Aerospace Medi ci ne
006 Anest hesi ol ogy
006 Anest hesi ol ogy
006 Anest hesi ol ogy
006 Anest hesi ol ogy
006 Anest hesi ol ogy
007 Pai n Managenent
007 Pai n Managenent
008 Citical Care-Anesthesiol ogy
009 Cardiovascul ar Di seases- Cardi ol ogy
009 Cardiovascul ar D seases- Cardi ol ogy
009 Cardiovascul ar Di seases- Cardi ol ogy
010 Pediatric Psychiatry
010 Pediatric Psychiatry
011 Colon & Rectal Surgery
012 Der mat ol ogy
014 D agnostic Radi ol ogy
015 Enmergency Medi ci ne
015 Enmergency Medi ci ne
015 Enmergency Medi ci ne
015 Enmergency Medi ci ne
016 Sports Medici ne (Energency Medi cine)
017 Pediatric Energency Mdicine
018 Forensic Pat hol ogy
019 Famly Practice
019 Famly Practice
020 Ceriatrics-CGeneral or Famly Practice
020 Ceriatrics-Ceneral or Famly Practice
021 Sports Medicine-Famly or General Practice
021 Sports Medicine-Famly or CGeneral Practice
022 Gastroenterol ogy
023 GCeneral Practice
024 Preventive Medi cine
025 Undersea Medi ci ne
026 Abdom nal Surgery
027 Critical Care-Surgery or Trauna
027 Citical Care-Surgery or Trauna
028 O her Specialty
029 Surgery-CGenera
030 Head & Neck Surgery
031 Hand Surgery
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A10. (Continued:)

031 Hand Surgery HSS
032 Pediatric Surgery PDS
033 Traumatic Surgery TRS
034 Vascul ar Surgery-CGeneral or Peripheral GVS
034 Vascul ar Surgery-Ceneral or Peripheral PVS
036 Endocri nol ogy END
037 Henat ol ogy HEM
039 Cardi ac El ectrophysi ol ogy | CE
040 Infectious D seases | D
041 Diag Lab I munol ogy-Int Med I LI
042 Internal Medicine I M
042 Internal Medicine | P
043 Ceriatrics-Internal Medicine GER
043 Ceriatrics-Internal Mdicine aMm
044 Sports Medi cine | SM
044 Sports Medicine PNVB
044 Sports Medi cine RV
044 Sports Medicine SM
045 Nephrol ogy NEP
046 Nutrition NTR
047 Oncol ogy ON
048 Rheunat ol ogy RHU
050 dinical Cytogenetics CCG
051 dinical CGenetics CG
053 Medi cal Cenetics | M5
054 Pediatric or Child Neurol ogy CHN
054 Pediatric or Child Neurol ogy PDN
055 dinical Neurophysiol ogy CN
056 Neur ol ogy N
056 Neur ol ogy NVD
056 Neur ol ogy NP
056 Neur ol ogy NPN
057 Nucl ear Medi ci ne NI
057 Nucl ear Medi ci ne NM
057 Nucl ear Medi ci ne NV
058 Critical Care-Neuro Surgery NCC
059 Neurol ogi cal Surgery NS
061 Gynecol ogi cal Oncol ogy €o
062 Gynecol ogy GS
062 Gynecol ogy GYN
063 Maternal & Fetal Medicine MFM
064 (bstetrics & Gynecol ogy OBG
064 (Obstetrics & Gynecol ogy OGS
065 (Obstetrics OBS
066 Critical Care-(Qostetrics & Gynecol ogy oCcC
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A10. (Continued:)

067
068
068
069
069
069
069
069
069
070
071
072
073
074
074
074
075
076
078
080
080
080
081
082
083
084
085

085

086
087
088
089
091
092
093
094
095
096
097
098
099

099

Repr oducti ve Endocri nol ogy

Cccupati onal Medi ci ne

Qccupati onal Medi ci ne

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Opht hal nol ogy

Hand Surgery-Othopedic Surg

Adult Reconstructive O'thopedics

Muscul oskel etal Oncol ogy

Pediatric Othopedics

Ot hopedi ¢ Surgery

Ot hopedi ¢ Surgery

Ot hopedi ¢ Surgery

Sports Medi ci ne-Ort hopedi ¢ Surgery

Ot hopedi ¢ Surgery- Spi ne

Facial Plastic Surgery

O ol aryngol ogy or Rhi nol ogy

O ol aryngol ogy or Rhi nol ogy

O ol aryngol ogy or Rhi nol ogy

Pediatric ol aryngol ogy

Psychi atry

Psychoanal ysi s

Geriatric Psychiatry

Adol escent Medi cine-Fam |y or
General Practice

Adol escent Medi cine-Fam |y or
General Practice

Pediatric Intensive Care

Neonat ol ogy

Pedi atrics

Pediatric Allergy & I mmunol ogy

Pedi atri ¢ Pul nol ogy Medi ci ne
Pedi atri c Gastroenterol ogy
Pedi at ri ¢ Hemat ol ogy- Oncol ogy
Pedi atric Diag Lab I nmmunol ogy
Pedi at ri ¢ Nephr ol ogy

Pedi atri ¢ Rheunat ol ogy

Sports Medicine - Pediatrics

Pedi atri c Cardi ol ogy

Preventive Medicine, Epidem ol ogy
or Public Health

Preventive Medicine, Epidem ol ogy
or Public Health
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VRS

PYA
PYG

AFP

AGP
PI C
NE
PD
PAI
PDX
PG
PHO
PLI
PNP
PPR
PSM
PDC

EPI



A10. (Continued:)

099
099

100
100
100
100
101
102
102
103
104
104
105
106
107
108
109
110
111
112
113
114
114
115
116
116
117
118
119
119
119
119
119
120
121
122
122
123
123
124

124

125

Preventive Medicine, Epidem ol ogy
or Public Health

Preventive Medicine, Epidem ol ogy
or Public Health

Physi cal Medicine & Rehabilitation

Physi cal Medicine & Rehabilitation

Physi cal Medicine & Rehabilitation

Physi cal Medicine & Rehabilitation

Hand Surgery-Plastic Surg

Pl astic Surgery

Pl astic Surgery

Anat om ¢ Pat hol ogy

Bl ood Banki ng- Transfusi on Medi ci ne

Bl ood Banki ng- Tr ansf usi on Medi ci ne

C i ni cal Pathol ogy

Der mat opat hol ogy

Hemat ol ogy- Pat hol ogy

Medi ci ne M crobi ol ogy

Neur opat hol ogy

Chem cal Pat hol ogy

Cyt opat hol ogy

| mmunopat hol ogy

Pedi at ri ¢ Pat hol ogy

Anat om ¢/ d i ni cal Pat hol ogy

Anat om ¢/ d i ni cal Pat hol ogy

Radi oi sot opi ¢ Pat hol ogy

Pul monary D seases

Pul monary D seases

Nucl ear Radi ol ogy

Pedi atri ¢ Radi ol ogy

Radi ol ogy

Radi ol ogy

Radi ol ogy

Radi ol ogy

Radi ol ogy

Neur or adi ol ogy

Radi ol ogi cal Physics

Angi ography & Intervent'|l Radi ol ogy
Angi ography & Intervent'| Radiol ogy

Radi ati on Oncol ogy

Radi at i on Oncol ogy

Car di ovascul ar or Thoracic
Car di ovascul ar Surgery

Car di ovascul ar or Thoracic
Car di ovascul ar Surgery

Ur ol ogy
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PH

PHP
| AR
PDR
PM

HSP

PLR
AP

BBT
LBM
CLP
DPT
HEP

NPT

%

| PT
PP

APL
PTH
R P
PUD
PUL
NR

PRD
DUS

RI
RTD
NRA
RP
ANG
SCL
TR
CVS

TS



A10. (Continued:)

125
126
127
128
129
130
131
133
134
135
136
137
139
142
145
146
147
153
154
155
156
157
158
159
160
161
162
209

997

998
999

Ur ol ogy

Pedi atri c Urol ogy

Addi ctive Di seases

Critical Care-Medicine

Legal Medi ci ne

C i ni cal Pharnmacol ogy
Unknown Bl ank

Adol escent Medi ci ne

Ot hopedi ¢ Foot & Ankle Surg
Forensic Psychiatry
Hemat ol ogy & Oncol ogy

I nternal Med-Pediatrics
Toxi col ogy

Psychosomati ¢ Medi ci ne

Pedi atric Infectious D seases
Pedi at ri ¢ Opht hal nol ogy

Pul monary-Critical Care
MOHS M crographi ¢ Surgery
Hai r Transpl ant

Csteo Mani pul ative Treat +1
Spec Prof in Gsteo Manip Med
Sports Medicine - QW

Ost eo Mani pul ative Medi ci ne
Pr oct ol ogy

I nt er nshi p

Retired

Transitional Year

Nucl ear Cardi ol ogy

Cther (list) - (USE VERY SPARI NGLY:;
Thank and Ter m nat e)

( DK) (Thank and Ter mi nat e)
(Ref used) (Thank and Term nat e)

URS
uP
ADD

LM
PA

ADL
OFA
FPS
HEO
| PD
TX

PYM
PI D

©THE GALLUP ORGANIZATION 34

11/2/2001

( 5/30 -

5/ 32)



(If code "003", "005-007", "013-014", "018", "025",
"028", "0O57", "099", "103-115", "117-123", "129-
131", "135", "138-143", "148-149", "160-162" or
"209" in #A8,

| NTERVIEWER READ:) In this survey, we are only

interviewi ng physicians in certain
specialties, and your specialty is
not anong those being interviewed.
So, it appears that we do not need
any further information from you at
this time, but we thank you for
your  cooperati on. - (Thank and
Term nat e)

All. Are you board-certified in (response in #A10)?

BDCTSB
1

2

8

Alla.

BDCTSBC

Yes - (Skip to #A1l3)

No - (Continue)

(DK) (Skip to #A12)
(Ref used) (Skip to #Al12)

(I'f code "2" in #All, ask:) Qur survey data
shows that you were board certified in
(response in #A10), when we |ast interviewed
you. |Is that correct? (If necessary, say:)

The  previous interviews were conducted
bet ween August, 1996 and August, 1997.

1 Yes

2 No

8 (DK)

9 (Ref used)

Al2. (If code "2", "8" or "9" in #All, ask:) Are you

board-eligible in (response in #A10)?

BDEL SB
1 Yes
2 No
8 (DK)
9 (Ref used)
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Al3. Are you board-certified in (response in #A8)?

BDCTSP
1

2

8

Al3a.

BDCTSPC

Yes - (Skip to #Al19)

No - (Continue)

(DK) (Skip to "Note" before #Al4)
(Ref used) (Skip to "Note" before #Al4)

(If code "2" in Slc,
and code "2" in #Al3,
and code "1" in Si1d, Conti nue;

QO herwise, Skip to "Note" before #Al4)

Qur survey data shows that you were board
certified in (response in #A8), when we | ast
interviewed you. Is this correct? (If
necessary, say:) The previous interviews were
conducted between August, 1996 and August
1997.

1 Yes

2 No

8 (DK)

9 (Ref used)

(If code "1" in #A12, Skip to #Al9;
Q herwi se, Conti nue)

Al4. Are you board-eligible in (response in #A8)?

BDELSP
1 Yes
2 No
8 (DK)
9 (Ref used)
(Al in #A14, Skip to #A19)
©THE GALLUP ORGANIZATION 36

11/2/2001

(21/ 31)

(21/ 32)

(21/ 33)



Al5. Are you board-certified in (response in #A8)?
(INTERVIEWER NOTE: If physician says "Board-

Certified in | nt er nal Medi ci ne" or " Boar d-

certified in Pediatrics", code as "1")

BDCTPSP

1

2

8

9
Alb5a.
BDCTPSC
Al6. Are

Yes - (Skip to #A19)

No - (Continue)

(DK) (Skip to #A16)
(Ref used) (Skip to #Al6)

(If code "2" in Slc,
and code "2" in #Al5,
and code "1" in Sl1f, Conti nue;
O herwise, Skip to #Al6)

Qur survey data shows that you were board
certified in (response in #A8), when we | ast
interviewed you. Is this correct? (If
necessary, say:) The previous interviews were
conducted between August, 1996 and August,
1997.

1 Yes

2 No

8 (DK)

9 (Ref used)

you board-eligible in (response in #A8)?

(I NTERVI EMER  NOTE: If physician says "Board-

Certified in I nt er nal Medi ci ne" or " Boar d-

certified in Pediatrics", code as "1")

BDELPSP
1 Yes
2 No
8 (DK)
9 (Ref used)
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(If code "019", "023", "042",
"088" or "137" in #A8, Skip to #Al9;
O herw se, Conti nue)

( 5/38)

( 5/39)

( 5/ 40)

Al7. Are you board certified in any specialty?

BDCTAY
1 Yes - (Skip to #A19)

2 No (Conti nue)
8 (DK) (Conti nue)
9 (Ref used) (Conti nue)
(If code "1" in #A16, Skip to #Al9;
Q herwi se, Conti nue)

Al18. (If code "2" or "8-9" in #Al7, ask:) Are you board
eligible in any specialty?

BDELAY
1 Yes
2 No
8 ( DK)

9 (Ref used)

Al9. Many of the remaining questions are about vyour
practice and your relationships wth patients.
Before we begin those questions, let ne ask you:
Thinking very generally about your satisfaction
with your overall career in nedicine, would you
say that you are CURRENTLY (read 5-1)?

CARSAT
5 Very satisfied
4 Sonewhat satisfied
3 Sonewhat dissati sfied
2 Very dissatisfied, OR
1 Nei t her satisfied nor dissatisfied
8 ( DK)

9 (Ref used)
CLOCK:
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SECTI ON B
UTI LI ZATI ON OF TI MVE

Bl. (If code "2" in #A4, AND code "03-97", "DK' or
"RF" in #Ada, OR code "8" or "9" in #A4, ask:)
Considering all of your practices, approximtely
how many weeks did you practice nedicine during
1997? Exclude tinme mssed due to vacation, illness
and ot her absences. (If necessary, say:) Exclude
famly leave, mlitary service, and professional
conferences. |If your office is closed for several
weeks of the year, those weeks should NOT be
counted as weeks worked. (Open ended and code
actual nunber)

(If code "2" in #A4, AND code "02" in #Ada, ask:)
Consi dering both of your practices, approxinmately
how many weeks did you practice nedicine during
1997? Exclude tinme mssed due to vacation, illness
and other absences. (If necessary, say:) Exclude
famly leave, mlitary service, and professional
conferences. If your office is closed for several
weeks of the year, those weeks should NOTI be

counted as weeks worked. (QOpen ended and code
actual nunber)

(I'f code "1" in #A4, ask:) Approximately how many
weeks did you practice nedicine during 19977
Exclude tine mssed due to vacation, illness and
ot her absences. (If necessary, say:.) Exclude
famly leave, mlitary service, and professional
conferences. If your office is closed for several
weeks of the year, those weeks should NOT be
counted as weeks worked. (QOpen ended and code
actual nunber)

VKSWRK
53-
97  (BLOCK)
DK (DK)

RF (Ref used)

( 5/41) ( 5/42)
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B2. (If code "2" in #A4, AND code "03-97", "DK' or
"RF' in #Ada, OR code "8" or "9" in #A4, ask:)
Considering all of wyour practices, during your
| ast conpl ete week of work, approxinmately how many
hours did you spend in all nedically related
activities? Please include all tine spent in
adm ni strative tasks, professional activities and
direct patient care. Exclude tinme on call when not
actually working. (QOpen ended and code actual

nunber)

(If code "2" in #A4, AND code "02" in #Ada, ask:)
Considering both of your practices, during your
| ast conpl ete week of work, approximately how many
hours did you spend in all nedically related
activities? Please include all tinme spent in
adm ni strative tasks, professional activities and
direct patient care. Exclude tinme on call when not
actually working. (Qpen ended and code actual

nunber)

(I'f code "1" in #A4, ask:) During your |ast
complete week of work, approximately how many
hours did you spend in all nedically related
activities? Please include all tine spent in
adm ni strative tasks, professional activities and
direct patient care. Exclude tinme on call when not

actual ly working. (Open ended and code actual
nunber)
HRSMD_A
169-
997 (BLOCK)
DK (DK)

RF (Ref used)

( 5/43 - 5/ 45)
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B3. (If code "001-168" in #B2, ask:) O these

(response in #B2) hours, how many did you spend in
direct patient care activities? (If necessary,
say:) INCLUDE tinme spent on patient record-
keeping, patient-related office work, and trave
time connected with seeing patients. EXCLUDE tine
spent in training, teaching, or research, any
hours on-call when not actually working, and
travel between honme and work at the begi nning and
end of the work day. (If appropriate, say:)
| NCLUDE ALL PRACTICES, not just the mmin practice.
(Open ended and code actual nunber)
(I'f code "DK" or "RF" in #B2, ask:) About how many
hours did you spend in direct patient care
activities? (If necessary, say:) [INCLUDE tine
spent on patient record-keeping, patient-related
office work, and travel tine connected with seeing
patients. EXCLUDE tine spent in t rai ni ng,
teaching, or research, any hours on-call when not
actually working, and travel between hone and work
at the beginning and end of the work day. (If
appropriate, say:) |INCLUDE ALL PRACTICES, not just
the main practice. (Open ended and code actual
nunber)

HRSPT_A
169-

997 (BLOCK)
DK (DK)
RF (Ref used)
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(I'f response in #B3 = response in #B2, Continue;
| f response in #B3 > response in #B2, Skip to B4,
O herw se, Skip to #B6)

B3a. So, you spent all of your time working in direct
patient care activities, is that right?

ALLPAT

1 Yes - (Skip to #B6)

2 No - (Continue)

8 ( DK) (Skip to #B6)

9 (Ref used) (Skip to #B6) ( 5/75)
B3b. (If code "2" in #B3a, ask:) I have recorded that you

spent (response in #B2) hours in all nedically related
activities and (response in #B3) hours in direct
patient care. Which of these is incorrect?

VEDPAT

1 Al medically related

activities hours - (Continue)

2 Direct patient care hours - (Skip to #B3d)

3 (Neither are correct) - (Continue)

4 (Both are correct)

8 (DK) (Skip to #B6)

9 (Ref used) ( 5/76)
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B3c. (If code "1" or "3" in #B3b, ask:) Thinking of
your |ast conplete week of work, approximtely how
many hours did you spend in all nedically rel ated
activities? Please include all tinme spent in
adm ni strative tasks, professional activities and
direct patient care. Exclude tinme on call when not
actually working. (Qpen ended and code actual
nunber)

HRSMD_B
169-

997 (BLOCK)
DK (DK)
RF (Ref used)

B3d. (If code "2" or "3" in #B3b, ask:) Thinking of
your |ast conplete week of work, about how many
hours did you spend in direct patient care
activities? (If necessary, say:) INCLUDE tine
spent on patient record-keeping, patient-related
office work, and travel tine connected with seeing
patients. EXCLUDE tine spent in training,
teaching, or research, any hours on-call when not
actually working, and travel between hone and work
at the beginning and end of the work day. (If
appropriate, say:) |INCLUDE ALL PRACTICES, not just
the main practice. (Open ended and code actual
nunber)

HRSPT_B
169-

997 (BLOCK)
DK (DK)
RF (Ref used)
(Al in #B3d, Skip to #B6)
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B4. | may have nmade a recording m stake. My conputer
is showng that |’ve recorded nore hours spent in
di rect pati ent care than in ALL medi cal
activities. So, during your |last conplete week of
wor k, approxi mately how many hours did you spend
in ALL nedically related activities? Pl ease
include all tinme spent in admnistrative tasks,
professional activities and direct patient care,
as well as any hours spent on call when actually
wor ki ng? (Open ended and code actual nunber)

HRSMD_C
169-

997 (BLOCK)
DK (DK)
RF (Ref used)

B5. And of those total [(response in #B4)] hours,
about how many did you spend in direct patient
care activities? (If necessary, say:) INCLUDE tine
spent on patient record-keeping, patient-related
office work, and travel tine connected with seeing
patients. EXCLUDE tine  spent in training,
teaching, or research, any hours on-call when not
actually working, and travel between honme and work
at the beginning and end of the work day. (If
appropriate, say:) |INCLUDE ALL PRACTI CES, not just
the main practice. (Open ended and code actual
nunber)

HRSPT_C
169-

997 (BLOCK)
DK (DK)
RF (Ref used)
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B6. (If code "8" or "9" in #A4, OR code "03-97", "DK"
or "RF" in #Ada, ask:) Again thinking of all your
practices, during the LAST MONTH, how many hours
if any, did you spend providing CHARI TY care? By
this we nean, that because of the financial need
of the patient you charged either no fee or a
reduced fee. Please do not include tine spent
provi ding services for which you expected, but did
not receive, paynent. (Probe:) Your best estimte
would be fine. (Open ended and code actual

nunber)

(I'f code "02" in #Ada, ask:) Again thinking of
bot h of your practices, during the LAST MONTH, how
many hours, if any, did you spend providing
CHARI TY care? By this we nean, that because of the
financial need of the patient you charged either
no fee or a reduced fee. Please do not include
time spent providing services for which you
expected, but did not receive, paynent. (Probe:)
Your best estimate would be fine. (Qoen ended and
code actual nunber)

(I'f code "1" in #A4, ask:) During the LAST MONTH
how many hours, if any, did you spend providing
CHARI TY care? By this we nean, that because of
the financial need of the patient you charged
either no fee or a reduced fee. Please do not
include tinme spent providing services for which
you expected, but did not receive, paynent.
(Probe:) Your best estimate would be fine. (Open
ended and code actual nunber)

(If necessary, say:) EXCLUDE bad debt and tine
spent providing services under a discounted fee
for service contract or seeing Mdicare and

(If code "06" in "STATE", say:.) Medi CAL patients.

(I'f code "04" in "STATE', say:) AHCCCS ("Access")
patients.
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B6. (Continued:)

(If code "01-03", "05" or "07-56" in_ "STATE",

say:) Medicaid patients.

(I'f necessary, say:) By the LAST MONTH, we nean
the | ast four weeks.
HRFREE
DK (DK
RF (Ref used)

CLOCK:
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SECTION C
TYPE AND S| ZE OF PRACTI CE

CA. PRACTICE: (Code only)
ONEPR
1 (If code "1" in #A4:) Practice

2 (I'f code "2", "8" or "9" in #A4:) Main Practice

(I NTERVI EWNER READ:) Now, | would like to ask you a
series of questions about the

(response in #CA) in which vyou
wor k.

Cl. Are you a full owner, a part owner, or not an
owner of this practice? (INTERVIEWER NOTE A
sharehol der of the practice in which they work
shoul d be coded as "2 - Part owner")

OMPR
1 Ful I owner (Conti nue)
2 Part owner (Conti nue)
3 Not an owner (Skip to #C3)
8 ( DK) (Skip to #C3)
9 (Ref used) (Skip to #C3)
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C2. (If code "1" or "2" in #Cl, ask:) Wich of the
following best describes this practice? Is it
(read 06-16, then 01)? (INTERVIEWER NOTE: A free-

st andi ng clinic i ncl udes non- hospi t al - based
anbul atory care, surgical and energency care
centers)

TOPOMN

01 OR, sonething else (list) -
(Skip to #4)

02-
05 HOLD

06 A practice owned by one physician (solo
practice) - (Skip to "Note" before #C3)

07 A two physician practice -
(Skip to #4)

08 A group practice of three or nore
physi ci ans (see AVA definition
on card) - (Continue)

09 A group nodel HMO  Skip to #C7)
10 A staff nodel HMO Skip to #C7)

11-
15 HOLD
16 A free-standing clinic - (Continue)
98 ( DK) (Skip to #C4
99 (Ref used) (Skip to #4)
( 5/65) ( 5/66)
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Ca. (If code "08" or "16" in #C2, ask:) 1Is the
practice a single-specialty or nulti-specialty
practice?

ONNNSPC
1 Single-specialty - (Skip to "Note"

bef ore #C3)
2 Multi-specialty - (Continue)

8 (DK) (Skip to "Note" before #C3)
9 (Ref used) (Skip to "Note" before #C3)
(If code "019", "023", "042",

"088" or "137" in #A10/ #A8,

OR if code "2" in #A9a,
or code "3" in #A9a,
or code "2" in #A9b, or code "3" in #A9Db,
Skip to #C2c;

Q herwi se, Conti nue)

C2b. Are any of the physicians in the practice in
primary care specialties? (Probe:) By primary care
specialties, we nean general or famly practice,
general pediatrics, or general internal nedicine.

OMNNPCP
1 Yes
2 No
8 ( DK)

9 (Ref used)
(Al in #C2b, Skip to "Note" before #C3)

C2c. (If code "019", "023", "042", "088" or "137" in
#A10/ #A8, or if code "2" in #A9a, or code "3" in
#A9a, or code "2" in #A9b, or code "3" in #A9Db,
ask:) Are any of the physicians in the practice in
specialties other than general or famly practice,
general pediatrics or general internal nedicine?

OMNNSPEC
1 Yes
2 No
8 ( DK)

9 (Ref used)
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(If code "1" in #Cl, AND code "06" in #C2,
Skip to #C7;
O herwise, Skip to #4)

C3. (If code "3", "8" or "9" in #Cl, ask:) Wich of
the followi ng best describes your current enployer
or enploynent arrangenent? Are you enployed by
(read 06-16, then 01)? (INTERVIEWER NOTE. Stop
once response is given) (If necessary, say:) An
EMPLOYER is the entity that pays you and should
not be confused with where you work. For instance,
your enployer could be a group practice even if
you work in a hospital.

TOPEMP
01 OR, sonething el se (do NOT
list here) - (Skip to #C3b)
02-
05 HOLD

06 A practice owned by one physician
(solo practice) - (Skip to #C5)

07 A two physician-owned practice -
(Skip to #4)

08 A group practice of three or
nor e physicians (see)
AVA definition on card) - (Continue)

09 A group nodel HMO (Skip to #C7)
10 staff nodel HMO (Skip to #C7)

university (Skip to #C10)
non- gover nment hospi t al
or group of hospitals (Skip to #Cl0)

A
12 A medi cal school or
A

13

14 City, county or state

governnent - (Skip to #C3a)
16 A free-standing clinic - (Continue)
98 (DK) (Skip to #C3b)
99 (Ref used) (Skip to #C3b)
( 5/67) ( 5/68)
C3aa. (If code "08 or "16" in #C3, ask:) Is the

practice a singl e-specialty or mul ti -
specialty practice?
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EMPNSPC

1 Singl e-specialty - (Skip to #4)
2 Multi-specialty - (Continue)
8 ( DK) (Skip to #C4)
9 (Ref used) (Skip to #4)
(If code "019", "023", "042", "088" or "137"
i n #A10/ #A8,
OR if code "2" in #A9a,

or code "3" in #A9a,

or code "2" in #A9Db,
or code "3" in #A9b, Skip to C3ac;

Q herwi se, Conti nue)

C3ab. Are any of the physicians in the practice in
primary care specialties? (Probe:) By primary
care specialties, we nmean general or famly
practice, general pediatrics, or general
i nternal nedicine.

EMPPCP
1 Yes
2 No
8 ( DK)

9 (Ref used)
(Al in #C3ab, Skip to #C4)

©THE GALLUP ORGANIZATION 51

11/2/2001

(21/ 40)

(21/ 41)



C3ac. (If code "019", "023", "042", "088" or "137"

in #A10/#A8, or if code "2" in #A9a, or code

"3" in #A9a, or code "2" in #A9b, or code "3"

in #A9b, ask:) Are any of the physicians in
the practice in specialties other than
gener al or famly practi ce, gener al
pedi atrics or general internal nedicine?

EMPSPEC
1 Yes
2 No
8 ( DK)
9 (Ref used)

(Al in #C3ac, Skip to #X4)

C3a. (If code "14" in #C3, ask:) Is this a hospital,
clinic or sone other setting?

OTHSET

1 Hospi t al

2 dinic

3 O her (do NOT Ilist)

8 ( DK)

9 (Ref used)

(Al in #C3a, Skip to #Cl10)
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C3b. (If code "01", "98" or "99" in #C3, ask:) Are you

enpl oyed by (read 11-21, as appropriate, then 01)7?

EMPTYP

01 OR, sonething el se (do NOT

list here) - (Continue)
02-
10 HOLD
11 Q her HMO, i nsurance conpany or

health plan - (Skip to #Cl10)
15 An integrated health or delivery

system - (Skip to #Cl0)
17 A physi ci an practice nmanagenent

conpany or other for-profit

i nvest ment conpany (Skip to #C10)
18 Conmunity health center - (Skip to #C7)
19 Managenent Servi ces

Organi zati on (MSO (Skip to #C10)
20 Physi ci an- Hospi t al
Organi zati on (PHO (Skip to #C10)
21 Locumtenens - (Skip to #Cl0)
22 Foundation - (Skip to #C3ca)
25 | ndependent contractor (Skip to #C10)
26 | ndustry clinic (Skip to #C10)
98 ( DK) (Skip to #4)
99 ( Ref used) (Skip to #4)
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C3c. What type of organization do you work for? (Qpen
ended and code, if possible; otherwi se, ENTER
VERBATI M RESPONSE)

EMPTYP2
01 O her (list) - (Skip to #C10)
02-
05 HOLD

06 A practice owned by one physician
(solo practice) - (Skip to #C5)

07 A two physici an-owned practice -
(Skip to #4)

08 A group practice of three or
nor e physici ans (see)
AVA definition on card) - (Skip to #C3ca)

09 A group nodel HMO (Skip to #C7)
10 staff nodel HMO (Skip to #C7)

A
12 A nedi cal school or
university (Skip to #C10)
A

13 non- gover nnment

hospital or group

of hospitals (Skip to #C10)
14 Cty, county or state

governnent - (Conti nue)
16 A free-standing clinic - (Skip to #C3ca)
17 HOLD
18 Conmunity health center - (Skip to #C4)
19-
21 HOLD
22 Foundation - (Skip to #C3ca)
25 | ndependent Contract or (Skip to #C10)
26 I ndustry dinic (Skip to #C10)
98 ( DK) (Skip to #C4)
99 (Ref used) (Skip to #4)
(21/43) (21/44)
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C3ca. (If code "08" or "16" in #C3c, or code "22"
in #C3b, ask:) Is the practice a single-
specialty or nulti-specialty practice?

EM2NSPC
1 Singl e-specialty - (Skip to #*4)

2 Multi-specialty - (Continue)
8 ( DK) (Skip to #C4)
9 (Ref used) (Skip to #4)
(If code "019", "023", "042",
"088" or "137" in #A10/ #A8,
ORif code "2" or "3" in #A9a,
OR code "2" or "3" in #A9D,
Skip to #C3cc;
O herwi se, Conti nue)

C3ch. Are any of the physicians in the practice in
primary care specialties? By primary care
speci al ti es, we nean general or famly
practi ce, gener al pedi atrics or gener al
i nternal nedicine.

EM2PCP
1 Yes
2 No
8 ( DK)

9 (Ref used)
(Al in #C3cb, Skip to #C4)

C3cc. (If code "019", "023", "042", "088" or "137"
in #A10/#A8, OR code "2" or "3" in #A9a, OR
code "2" or "3" in #A9b, ask:) Are any of the
physicians in the practice in spe