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Community Tracking Study Cognitive Interview Report
Round 4

1. Overview

The Community Tracking Study (CTS) is the core research effort of the Center for
Studying Health System Change (HSC), a nonpartisan policy research organization
located in Washington, D.C., and funded by the Robert Wood Johnson Foundation.
HSC’'s mission is to inform health care decision makers about changes in the health care
system at both the local and the national levels, as well as about how such changes will
affect people. HSC conducts national surveys of those involved in or affected by changes
in the hedlth care system — households, physicians, employers — and interviews health
care leaders in 12 communities.

The Physician Survey is a nationally representative telephone survey of non federd,
patient care physicians, which offers perspective on how healthcare delivery is changing.
Physicians respond to a series of questions about whether they are able to provide needed
services for patients, how they are compensated, and what effects various care
management strategies have on their practices, as well as questions about their practice
arrangements.

For the first three rounds of the physician survey, HSC provided technical direction and
oversight for the physician survey, The Gallup Organization conducted the interviewing,
and Mathematica Policy Research (MPR) was responsible for the sample design, sample
weights, variance estimation, and tracing of physicians who could not be located.

For the first time in Round 4, Gallup was aso responsible for the cognitive interviewing.
This report details the results of the cognitive interviewing.

Copyright 2004
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2. Field Preparation

For Round 4 of the Physician Survey, Gallup was responsible for conducting cognitive
testing of potential survey modifications and additions. The objective of the cognitive
testing is to determine the effectiveness of the potential survey modifications and gather
feedback from the sample population on potential survey alterations focusing on
comprehension of response options, the retrieval processes for behavioral questions, and
the appropriateness of survey topics.

21 Instrument Development

Potential alterations to the Round 3 questionnaire were compiled by the HSC staff and
submitted to Gallup for cognitive interviewing. Gallup then organized these items into
survey script format. The items included in the cognitive interviews were divided into
two groups to stay within reasonable time limitations and ease respondent burden. Group
A included questions regarding access (except for charity care) and compensation. Group
B included questions regarding charity care, productivity, consumer information, cost
sharing, case mix, coordination and patiert safety, and threat to quality. Because of
complicated skips and fill-ins, Group A was programmed into Computer-Assisted
Telephone Interviewing (CATI) to ease the interviewers ability to navigate the script.
The skip patterns included in Group B are not as complex as those in Group A and did
not require CATI programming.

22 Sample

Gallup purchased a nationally representative sample of physicians from Medical
Marketing Service, Inc. (MMS) that provided an appropriate distribution of primary care
physicians and specialists. Three hundred cases were initially purchased®. Special care
was taken to ensure that the sample had adequate coverage in Medicare and SCHIPS
states.

The sample excluded the following:

Full-time federal employees

Residents or fellows

Physicians who perform less than 20 hours of direct patient care during atypical
week

Physicians who practice outside of the continental United States

Specialties excluded from previous rounds of the Physician Survey

The guestionnaires also included screener questions to ensure that only qualified
physicians completed the survey.

! Additional cases were ordered during the field period. See Section 3 for more information.
Copyright 2004
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2.3 Interviewers

Two Executive Interviewers, Laura Bishop and Allen Jarchow, conducted all cognitive
interviews. Both interviewers were selected from the team that has worked on the
Physician Survey for al three previous rounds. In addition to their experience
interviewing physicians, the selected interviewers have extensive experience with in-
depth interviewing. Gallup conducted a training session with the interviewers with
assistance from HSC. Training included a thorough review of each question and each
follow-up probe. Interviewers were instructed to ask every survey item exactly as
worded, but to use their judgment in asking the cognitive follow- up questions. The
interviewers were taught in detail why each question was being considered for
modification and/or addition to the CTS questionnaire so they would better understand
how to probe respondents. Gallup’s Cognitive Testing Director listened to audiotapes of
each interviewer’s first few completed interviews and Gallup’s Co-Project Director
reviewed the written transcripts. Detailed feedback was then provided to the interviewers
and their supervisor before any further interviews were attempted. The interviewers typed
all responses and each interview was tape-recorded and transcribed.

24 Recruitment

A recruiting screener was used to ensure both primary care physicians and specialists
were recruited. Screener question from the Physician Survey were also included to ensure
that participants met the eligibility requirements®.

Physicians were offered $100 incentives for completion of the survey.

2 See Section 2.2 for alist of the eligibility requirements.
Copyright 2004
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3. Data Collection

Interviewing began on November 17, 2003. During the first few weeks of interviewing,
however, the interviewers confrorted considerable obstacles and had little success in
completing interviews. Obstacles encountered included:

A national flu epidemic that made primary care physicians difficult to reach
Vacations and/or limited working hours around the winter holiday season

Personal health problems that impeded the two trained interviewers from
spending sufficient time working to recruit participants.

In an effort to counteract these problems, Gallup and HSC took two main steps. The first
was for HSC to draft a letter from the President of HSC, Paul Ginsberg, that the
interviewers faxed to hesitant participants. The letter described the focus of the cognitive
interviews and urged physicians to participate.® The second step was to purchase an
additional 600-piece sample set from MMS. Because the cognitive interviewing used a
convenience sample, flooding the interviewers with fresh cases was not an important
issue. The new sample followed the same specifications as the original sample and was
split evenly between primary care physicians and all other specialties.

While progress remained slower than anticipated due to the reasons outlined above, the
fina interview was conducted on January 2, 2004. The $100 honorarium checks were
mailed to all 35 participants on January 8, 2004.

3A copy of thisletter is attached to this document as Appendix C.
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4. Detailed Findings

This section of the report contains the actual question items that composed both the
Group A and Group B interviews followed by a summary of the respondents answers to
the follow- up questions. After each response summary, Gallup offers arecommendation
for how to approach the new question(s).

41 Group A
4.1.1 Accessto Medical Services (Other Than Charity Care)

4.1.1.1 Questions 1 and 1a

Questions 1 and 1a ask about the physicians' ability to obtain services for their patients
that they believed to be medically necessary.

1 During the last 12 months, were you unable to obtain any
of the following services for your patients when you
thought they were medically necessary? How about (read
and rotate A-E)?

A. Referrals to high quality specialists

B. High quality ancillary services, such as physical
therapy, home health care, nutritional counseling,
and so forth

C. Non-emergency hospital admissions

D. High quality diagnostic imaging services

E High quality outpatient mental health services

la (For_each code 1 in #1 A-E, ask:) During the last 12
months, for what percentage of your patients who needed
(read and rotate A-E, as appropriate), were you unable
to obtain the service?

A. Referrals to high quality specialists

B. High quality ancillary services, such as physica
therapy, home health care, nutritional counseling,
and so forth

C. Nornemergency hospital admissions

D. High quality diagnostic imaging services

E High quality outpatient mental health services

Most respondents were very confident in their responses. The lowest level of confidence
was described as “fairly.”

Copyright 2004
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Nearly all physicians agreed that 12 months was a good timeframe to use in this question.
They indicated that limiting it to one month might be too small to be accurate, and that 12
months provides a better reflection of the practice because conditions would not have
changed that would materially impact availability within one month. One physician
pointed out that solo practitioners need to close their books every year, so 12 months
would be the ssimplest and most accurate way for them to think of aresponse. Another
respondent said that a 1- month timeframe would be more accurate, but a 12- month
timeframe is more reflective of the whole picture.

One physician recommended changing the question wording to ask whether the
respondents were “able” to obtain the services instead of “unable” to obtain the services.
He believed that the positive wording would make “you concentrate more on how to
answer, makes you answer the question correctly rather than thinking about the issue.”

Another recommendation was to offer some examples for what services are included in
the categories.

One respondent pointed out the difference between hospital admissionsin rural versus

urban areas. Reasons for lack of accessin rural areas might be that the facilities are not
available, whereas in urban areas, there are typically a large number of facilities but not
enough bed space.

Many physicians wanted to explain their answers. In those cases, the interviewerstold
them that the next questions expanded on that point.

Recommendation: Because all respondents expressed some degree of confidence in their
responses, Gallup suggests that Question 1 be added to the Round 4 Physician Survey as
itis. Similarly, Gallup aso believes that Question 1a should be added to the Round 4
Physician Survey asit is. While a few physician respondents indicated that it would be
easier to recall specifics over a 1-month timeframe, nearly all agreed that a 12-month
timeframe was more sensible and more reflective overal.

4.1.1.2 Questions 2 and 2b

Respondents who reported that they were unable to obtain referrals to high-quality
specialists, nonemergency hospital admissions, or high-quality outpatient mental health
services, continued with Questions 2 and 2b. All others skipped to Question 3.

Questions 2a and 2b ask the same question about reasons why a physician might be
unable to obtain various services testing two alternatives of the response scale. 2a uses a
numeric scale from one to ten with only the endpoint labeled. Question 2b uses a fully
labeled, four-point verbal “importance” scale.

2a. | am now going to read some reasons why you might be
unable to obtain various services. Using any number from

Copyright 2004
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one-to-ten, where 1 is not important and 10 is very important,
rate each of the following reasons for your being unable to
obtain (read a-c). How about (read A-C)?

2b. Now | am going to read some reasons why you might be
unable to obtain various services. For each one, tell me
whether it a very important, moderately important, not very
important, or not at al important reason for your being
unableto obtain (read a-c). How about (read A-C)?

a (If code 001-100 in #1a-A, ask:) Referrals to high quality
specidists

b. (If code 001-100 in #la-C, ask:) Non-emergency hospital
admissions

C. (If code 001-100 in #la-E, ask:) High quality outpatient
mental health services, when you think it is medicaly
necessary

A. There aren't enough qualified service providers or facilities
in my area

B. Health plan networks and administrative barriers limit
patient access

C. Patients lack health insurance or have inadequate insurance
coverage

Quite a few respondents preferred the verba scale, saying that they do not need the level
of gradation offered by the numeric scale. However, a majority favored the 10-point scale
for the opposite reason. They appreciated having the ability to be more specific.

Two recommendations offered by respondents were to add a verbal midpoint to the
numerical scale (such as 5 equals neutral), and to provide an “ Other” category that could
be selected when the reasons provided are not explicitly applicable.

Recommendation: While substituting the verbal scale would allow more consistency
with other question items, Gallup suggests continuing the numeric scale. Respondents did
not seem to have difficulty switching between the verbal and numeric scales. Gallup also
recommends considering offering an operntended “Other” option.

4113 Question3

Question 3 asks about whether the respondent’ s practice is accepting new patients with
certain health plans. The focus of this question is to determine whether respondents are
familiar with SCHIP and how it differs from Medicaid.

Copyright 2004
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3. Now, I'd like to ask you about new patients the practice in
which you work might be accepting. Is the practice accepting
all, most, some, or no (read A-E, as appropriate)?

A. New patients who are insured through Medicare, including
Medicare managed care patients

B. (If code 06 in _Sc, ask:) New patients who are insured
through MediCAL, including MediCAL managed
care patients

C. (If code 04 in_Sc, ask:) New patients who are insured
through AHCCCS (Say: Access)

D. (If code 01-03, 05, or 07-56 in Sc, ask:) New patients who
are insured through Medicaid, including Medicaid
managed care patients

E (If code 1 in Sa, ask:) New patients who are insured by a

(responsein Si)

Overall, respondents were not familiar with SCHIP and therefore were unable to
differentiate between SCHIP and Medicaid practices.

Recommendation: Gallup recommends either not including the SCHIP category in
Question 3 or providing a description or explanation of the SCHIP programs.

4.1.1.4 Question 4

Respondents who indicated that their practices are accepting only some or no new
patients insured through Medicare continued to Question 4. Other respondents skipped to
Question 5.

Question 4 asked the physicians to rate the importance of various potential reasons why
physician practices may be limiting or not accepting new Medicare patients.

4, | am going to read some reasons why physician practices
may be limiting or not accepting new Medicare patients. For
each one, tel me whether it a very important, moderately
important, not very important, or not a al important reason
why your practice is [(If code 1 in #3-A, read:) not
accepting/(If code 2 in #3-A, read:) limiting] new Medicare
patients. How about (read and rotate A-E)?

Billing requirements

Concern about a Medicare audit

Inadequate reimbursement

Full panel

Medicare patients have high clinical burden

moow>
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Severa respondents cited reimbursement as another reason that they would limit their
new Medicare patients, though Question 4B had already asked about reimbursement.
Others indicated that it would entail hiring more administrators, which they do not have
the capacity to do, and one said that his discipline simply does not include those types of
patients. Alternately, several physicians said that there were not any factors other than
those listed in Question 4 that affected their decisions.

None of the respondents had difficulty with the scale used in this question.
Recommendations for improving the question included changing to a yes/no scale, and
introducing the four categories at the beginning and then asking them to consider each
one individually.

Opinions were mixed about whether the term “billing requirements’ refers to
administrative burden. Some felt that administrative burden is a distinct reason that
should be included on the list, while some described billing requirements as “purely
administrative.”

Respondents agreed that the term “Medicare audit” does not require explanation. It isa
term that anyone who has ever accepted a Medicare patient would be familiar with.

However, most respondents did not understand what “full panel” meant. A few
successfully guessed the meaning, but were not confident.

Recommendations:

- While none of the respondents had difficulty answering Question 4A about billing
requirements, several indicated in the follow- up question that it did not
necessarily fully encapsulate administrative burden. Gallup suggests modifying
the wording to “ billing requirements including all associated paperwork and
filing.”

Respondents were comfortable with the term “Medicare audit.” They were not,
however, familiar with “full panel.” Gallup recommends adding a definition or
simply using the definition and not including the term.

Gallup recommends considering changing this item to a yes/no format.

4.1.1.5 Question 5

Physicians who indicated that they were only accepting some or no new patients who are
insured through MediCAL or Medicaid were asked Question 5. Others continued to
Question 6.

Question 5 asks about reasons why practices may be limiting or not accepting new
MediCAL or Medicaid patients.

5. Next, | am going to read some reasons why physician

Copyright 2004
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practices may be limiting or not accepting new [(If code 06
in_Sc, read:) MediCa/(Otherwise, read:) Medicad]
patients. Again, tell me whether each one is a very important,
moderately important, not very important, or not at all
important reason why your practice is [(If code 1 in #3-D,
read:) not accepting/(If code 2 in #3-D, read:) limiting] new
Medicaid patients. How about (read and rotate A-E)?

Billing requirements

Delayed reimbursement

I nadequate reimbursement

Full panel

Medicaid patients have high clinical burden

moow»

A few physicians referred to the associated administrative burden as another reason that
their practice accepts only some or no new MediCAL or Medicaid patients. One
respondent said that his practice does not include those types of patients, asin Question
4. Those respondents seem to perceive the term “billing requirements’ as meaning part of
larger bureaucratic issues caused by MediCAL or Medicaid patients.

One physician said that Medicaid patients are less of a clinical burden, but more of a
legal burden or risk and suggested adding another question about the possibility of legal
ramifications for mistakes. Another indicated that Medicaid patients tend to not be
responsible in terms of keeping appoi ntments.

Respondents did not have any difficulty with the scale on Question 5.

As mentioned previoudly, most respondents are not familiar with the term “full panel”
and believe that it requires explanation.

Overal, respondents had positive opinions about Question 5 and believed that it would
provide “appropriate and helpful” data that could alow the Medicare and Medicaid
programs to consider modifications to increase practitioner ease.

Recommendation: Gallup’s recommendation for Question 5 is the same as that provided
for Question 4.

4.1.2 Compensation

4.1.2.1 Questions 6 and 7

Question 6 begins the second portion of the interview that deals with compensation and
practice revenues.

Copyright 2004
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Question 6 asks physicians what proportion of their patient care revenue is paid on a
capitated or other prepaid basis. This question has been used on previous rounds of the
Physician Survey and is used as a screener for Question 7.

6. Thinking about the patient care revenue from ALL sources received
by the practice in which you work, what percentage is paid on a
capitated or other prepaid basis? [(If necessary, read:) Under
capitation, afixed amount is paid per patient per month regardless of
services provided.] (Probe:) Your best estimate would be fine.
(Open ended and code actual percent) INTERVIEWER NOTE:
| ncludes payments made on a capitated or other prepaid basis
from Medicare or Medicaid)

A few respondents were not familiar enough with the term “capitated” and required the
interviewer to read the definition. Others who were familiar with the term felt that the
definition was useful to include for younger physicians or those who don’t deal with the
business side of the practice.

Respondents who indicated that any amount of their patient care revenue was capitated or
prepaid continued to Question 7. Others skipped to Question 8.

Question 7 asks how much of the practice’ s capitated revenue is global or primary care.

7. Global capitation typicaly covers hospital, specidist, and
primary care services, whereas primary care capitation only
covers primary care services. What percentage of the
practice’s capitated revenues is (read A-B) capitation?

A. Global
B. Primary Care

The definitions of global and primary care capitation were clear and physicians were
familiar with them, but there was some confusion about whether the percentages should
total 100%, whether they were referring to the practice’ s overall revenue or capitated
revenue. Once it was determined that the question was asking for a percentage of the
capitated portion of the revenue alone, they did not have much trouble answering. One
did mention that administrators could answer the question more easily.

The issue of whether prescription drugs are included in global capitation elicited mixed
responses. According to one respondent, they are included for employees. Another
indicated that they are only included in primary care capitation. Other respondents did not
know the answer to this question.
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One respondent suggested having a screener question before Question 7 that asks whether
the respondent is in any plans that have global or individual capitation. If so, then the
subsequent questions could be modified to directly apply to the respondent.

Recommendation: For Question 7, Gallup suggests adding either an Interviewer Note
explaining that the percentages should sum to 100% or a preface to the question
clarifying that point for the respondent. For instance: “ The next question will ask you to
divide the practice's capitated revenues into global or primary care capitation.”

4.1.2.2 Questions 8, 8a, and 9

Solo practitioners skipped the next few questions to Question 13. Others continued with
Question 8.

Question 8, 8a, and 9 asked physicians about how they get paid. Questions 8 and 8a have
been used on previous rounds of the Physician Survey and are used here as screeners for
Question 9.

8. Areyou asdaried physician?

8a. Areyou currently eligible to earn income through any type of
bonus or incentive plan? (INTERVIEWER NOTE: Bonus
can_include any type of payment above the fixed,
guar anteed salary)

9. Areyou dligible to receive end-of-year adjustments, returns
on withholds, or any type of supplemental payments, either
from this practice or from hedth plans? (If necessary,
read:) Withhold is a percentage of the capitation or fee-for-
service payment that is retained by the health plan.
Withhold funds may be distributed to physicians as bonuses
a the end of the contract year if they have not been
expended on health care services.

Only avery few physicians were not completely familiar with the term “return on
withhold” and required the interviewer to read the definition. Most respondents believed
that the question was clear and that it would be applicable to the majority of physiciansin
multi-owner practices.

Recommendation: Gallup believes that Question 9 could yield interesting data and
suggests considering its inclusion in the Round 4 Physician Survey pretest.

4.1.2.3 Question 10
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Question 10 asks physicians whether certain factors are accounted for in their compensation.
Questions 10A-D have been used on previous rounds of the Physician Survey and are
being used here for context to test Question 10E.

10.1 am going to read you a short list of factors that are
sometimes taken into account by medical practices when they
determine the compensation paid to physicians in the
practice. For each factor, please tell me whether or not it is
EXPLICITLY considered when determining your pay. When
your pay is determined, does the practice consider (read and
rotate A-E)?

A. Factors that reflect your own productivity (If necessary,
read:) Examples include the amount of revenue you generate
for the practice, the number of reative value units you
produce, the number of patient visits you provide, or the size
of your enrollee panel

B. Results of satisfaction surveys completed by your own

patients

C. Specific measures of quality of care, such as rates of
preventive care services for your patients

D. Results of practice profiling comparing your pattern of using

medical resources to treat patients with that of other
physicians INTERVIEWER NOTE: A practice profile is
a report that is usually computer generated, which
compar es you to other physicians on things like referrals
to specialists, hospitalizations and other measures of cost
effectiveness)

E The overdl financia performance of your practice, but not
your own productivity

Most respondents did not have difficulty differentiating between their own productivity and
the practice’ s performance. A few indicated having “dight” difficulty because it is not an
issue that they keep up with.

One respondent suggested that Question 10E (“The overall financia performance of your
practice but not your own productivity”) sounds like an either/or question. For many, if
not most physicians, however, pay is based on a combination of the two. “If we do a good
job and treat our patients in an appropriate way, we'll get referrals and have more patients
satisfied and not have them shop elsewhere.” Breaking 10A and 10E into mutually
exclusive choices is too limiting for physicians in this situation. It was suggested that
another option be included that would combine individual productivity and the practice's
financial performance.

Recommendation: Gallup suggests considering adding another category that would
combine individual productivity and the practice's financial performance.
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4.1.2.4 Question 11a and 11b

Physicians who indicated that any of the factors in Question 10 were accounted for in their
compensation continued with the next set of questions. Others skipped to Question 15.

Question 11 asks respondents to rate the importance of certain factors in determining
their compensation. This question was posed using two different scales: a 10-point
numerical scale with endpoint anchors and a 4-point verbal “importance”’ scale.

11a.  Next, | would like you to rate the importance of [(If code 1 to
two or more in #10 A-E, read:) these factorg(lf code 1 to
ONLY ONE in #10 A-E, read:) this factor] in determining
your compensation. Using any number from one-to-ten,
where 1 is not important and 10 is very important, how
important is (read A-E, as appropriate) in determining your
compensation?

11b.  For each of the factors you mentioned, tell me whether it isa
very important, moderately important, not very important,
or not at all important in determining your compensation?
How about (read and rotate A-E, as appropriate)?

(If code1in #10-A, ask:) Your own productivity

(If code 1 in #10-B, ask:) Satisfaction surveys

(If code 1 in #10-C, ask:) Qudlity of care measures

(If code 1in #10-D, ask:) Results of practice profiling
(If code 1 in #10-E, ask:) Overdl practice performance

moowy

Most respondents felt that it was not difficult to rate the relative importance of the listed
factors. As with previous questions, many physicians preferred the numeric scale. They
found it to be less confusing, particularly with an issue that can be as complicated as
compensation. One respondent indicated that he regularly uses a 1-to-10 scale with his
patients. A few, however, did feel that the verbal scale provided sufficient variation and
thought it was easier to deal with, and more comfortable.

Recommendation: Gallup suggests including Question 11A on the Round 4 pretest.

4.1.2.5 Question 12

Physicians who said that their own productivity was used to determine their
compensation were asked to rate the importance of various factors used to measure their
productivity in Question 12.
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12.  (If code lin #10-A, ask:) Now, | am going to ask you to rate
the importance of various factors used in determining your
productivity. For each one, tel me whether it is very
important, moderately important, not very important, or not
at all important? How about (read and rotate A-E)?

A. Number of patients seen
B. Pand size

C. Gross hillings

D. Revenues

E

RBRV S [Resource Based Relative Value Scal€]

Respondents did seem to be aware of which factors were used to determine their
productivity.

Physicians who are part owners, and therefore possibly more aware of the financial status
of the practice, indicated that they monitor their own productivity on a monthly basis. A
few respondents indicated that their practices distribute reports that provide information
such as the number of visits, procedures, injections, ancillary charges, and total number
of patients seen compared to other physiciansin the practice.

Most respondents did not feel that there would be any substantive difference between
scaling and ranking the factors in Question 12, but that scaling is probably easier.

A very few physicians were not fully familiar with the terms “RBRVS’ or “panel size”
and believed that having definitions available, though not read unless necessary, would
be helpful.

RBRV S was the only types of relative value scale that respondents were aware of using.

Recommendation: Gallup suggests including definitions of RBRV'S and panel size as
Interviewer Reads on Question 12 on the Round 4 pretest.

4.1.2.6 Question 13, 14a, and 14b

Solo practitioners who are full owners of their practices were asked Question 13
regarding whether health plans consider certain factors in determining their payments.
Others skipped to Question 15.

13. Do any hedth plans consder the following factors in
determining the payments you receive? (Read and rotate A-
C

A. Results of satisfaction surveys completed by your
own patients
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B. Specific measures of quality of care, such as rates of
preventive care services for your patients
C. Results of practice profiling comparing your pattern

of using medical resources to treat patients with that
of other physicians

Physicians who indicated that any of the factors listed in Question 13 were considered by
health plans in determining their payments continued with Question 14. Others skipped to
Question 15.

Question 14 asks respondents to rate the importance of the factorsin Question 13 in
determining their payments from health plans. This question was posed using two
different scales: a 10-point numerical scale with endpoint anchors and a fully labeled, 4-
point verbal “importance” scale.

14a.  Next, | would like you to rate the importance of [(If code1to
two or more in #13 A-C, read:) these factors/(If code 1to
ONLY ONE in #13 A-C, read:) this factor] in determining
the payments you receive. Using any number from one-to-
ten, where 1 is not important and 10 is very important, how
important are (read A-C, as appropriate) in determining the
payments you receive?

14b. (If code 1l to TWO OR MORE in #13 A-C, read:) For each
of the factors you mentioned, tell me whether it is a very
important, moderately important, not very important, or not
a al important in determining the payments you receive?
How about (read and rotate A-C, asappropriate)?

A. (If code1in #13-A, ask:) Satisfaction surveys

B. (If code 1in #13-B, ask:) Quality of care measures

C. (If code 1 in #13-C, ask:) Results of practice
profiling

Very few respondents answered affirmatively to Question 13 and continued to Question
14. One physician who did said that s’he did not have any real difficulty with or
preference on the scales.

Recommendation: Gallup cannot reasonably suggest an approach to these questions
because so few respondents qualified for them. The choice of scales does not seem to be
a hurdle for respondents.

4.1.2.7 Questions 15, 15a, and 16
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Questions 15 and 15a ask respondents for their net income during 2002. These questions
have been used on previous rounds of the Physician Survey and are being used here as
screeners and to provide context for Question 16.

15. During 2002, what was your own net income from the practice of medicine to the
nearest $1,000, after expenses but before taxes? Please include contributions to
retirement plans mede for you by the practice and any bonuses as well as fees,
salaries, and retainers. Exclude investment income. If you work for more than one
practice, please include earnings from ALL practices, not just your main practice. (I
necessary, read:) We define investment income as income from investments in
medically related enterprises independent of a physician's medica practice(s), such
as medical labs or imaging centers. (INTERVIEWER NOTE: If " Refused” , say:)
This information is important to a complete understanding of community health care
patterns and will be used only in aggregate form to ensure your confidentiality of the
information. (Open ended and code actual number) (If responseisgreater than
$1 million, verify)

15a. (If code "DK" in #15, read:) Would you say that it was
read 01-04)?
(If code "RF" in #15, read:) Would you be willing to
indicate if it was (read 01-04)?

01 L ess than $100,000

02 $100,000 to less than $150,000
03 $150,000 to less than $250,000
04 $250,000 or more

98  (DK)
99  (Refused)

A few physicians were leery of providing their actual net income and felt that responses
would be more honest if ranges were used, as in Question 15a. Most did not have trouble
providing an income amount, but thought that ranges would be easier.

Salaried physicians who are eligible for bonuses or incentive plans, or any type of
supplemental payments were asked Question 16 regarding what proportion of their net
income was from their salary. Others skipped to Question 17.

16.  During 2002, about what percent of your net income from medical practice was
from the salaried portion of your compensation?

Respondents were comfortable estimating responses to Question 16 and indicated that
inserting the income amount provided in Question 15 into Question 16 would not make a
notable difference since the questions are asked sequentially.
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Recommendation: While respondents did not indicate that auto-filling the net income
figure from Question 15 into Question 16 was necessary, in the longer, full-length survey,
it may do more to lessen respondent burden. The additional skip patterns (for physicians
who do not provide a response in Question 15) and CATI programming that this would
require is not overly complicated. Therefore, Gallup recommends using the auto-fill
option for the pretest.

4.1.2.8 Question 17

Primary care physicians were asked Question 17 about gatekeepers. For al others, the
interview was complete at this point. Question 17 is new to the Physician Survey, but has
been used on the Y oung Physicians Survey (Y PS). The definition of a gatekeeper was
added for this test.

17. Some insurance plans require patients to go through specific
physicians, sometimes called gatekeepers, to obtain services.
For roughly what percent of your patients do you serve in this
role?

Inclusion of the definition of gatekeepers in the question wording was helpful to
respondents. According to one respondent, unless physicians are not in any HMOs, they
would be familiar with the term, but reminding them of the strict definition is useful.

Recommendation: Gallup suggests keeping the definition of gatekeeper in Question 17.
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42 GroupB

The Group B interview included sections on charity care, physician productivity,
consumer information, cost sharing, case mix, coordination and patient safety, threat to
quality, and electronic prescriptions.

4.2.1 CharityCare

4.2.1.1 Questions 1 and 1a

1 During the last month, how many hours, if any, did you spend providing charity
care? By this we mean that because of the financial need of the patient you
charged either no fee or areduced fee. Please do not include time spent providing
services for which you expected, but did not receive payment. Y our best estimate
would be fine.

If respondents indicated that they had provided at least one hour of charity care during
the last month, they continued to Question l1a. Otherwise, they skipped to the Physician
Productivity section.

la. (If code 01-97 in #1, ask:) Where do you typically provide charity care? In your
main practice, on-cal at a hospital emergency department, in another practice or
clinic, or somewhere else?

Respondents did not have trouble answering Questions 1 and 1a and did not provide any
recommendations for improving the list of categories.

4.2.2 Physician Productivity

4.2.2.1 Questions 2 and 3
Primary care physicians continued on with Question 2. Specialists skipped to Question 4.

2. Thinking of your last complete week of practice, about how
many hours did you spend in direct patient care activities?
(INTERVIEWER NOTE: Direct patient care includes
seeing patients, performing surgery, patient record
keeping, and related office work, travel time connected
to seeing patients)

The only comment on this question was that many physicians would not consider time spent
record keeping, nor possibly travel time connected to seeing patients as direct patient care.
Including the Interviewer Note in the question wording would clarify thisissue.
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3. During that week, how many patient visits did you personally
have in each of the following settings? Please count as one
vist each time you saw a patient. How about (read and

rotate A-D)?

A. In the office

B. In outpatient clinics

C. In nursing homes and other extended care facilities
D. On hospital rounds

The only difficulty encountered with Question 3 was for physicians whose offices are
located in an outpatient clinic. One physician in this situation suggested altering category
B to read “outpatient clinics other than your main practice.” In general however, the
respondents did not think that a definition of “outpatient clinics’ was necessary.

Otherwise, respondents considered this question to be very easy and were extremely
confident in their responses.

Most physicians calculated the number of patient visits by estimating the typical number
of patients seen per day and multiplying it by the number of days providing the service
that week.

Recommendation: Based on the ease with which the physicians responded to this
guestion, Gallup feels that anchoring the number of patient encounters in the number of
hours spent in each setting (asin the AMA PCPS version) is not necessary and may, in
fact, add undue complication to the question. Therefore, Gallup suggests using the
wording from the cognitive interviews in the Round 4 pretest with the addition of an
interviewer note clarifying how to allocate visits if the respondent’s office is also an
outpatient clinic.

4.2.3 Consumer Information

4.2.3.1 Question 4

4, During the last month, for what percentage of your patients
did you order tests, procedures, or prescriptions suggested by
patients that you would not otherwise have ordered?

Physicians recommended including examples to clarify the categories.

Recommendation: Gallup suggests adding parenthetical examples of which treatments
should be classified as “tests” and which as “procedures’ for the interviewers to reference
as necessary.
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4.2.3.2 Question 4a

Respondents who indicated that they did not order any tests, procedures, or prescriptions
suggested by patients that they would not otherwise have ordered skipped to the section
on Cost Sharing. Others continued with Question 4a.

da. During the last month, which service suggested by patients
did you order most often: diagnostic tests and procedures,
therapeutic procedures, including surgery, prescriptions, or
something else?

Physician respondents did not have difficulty with this question and were very interested
in the issue of the impact of direct consumer advertising on patients.

Physicians recommended including referrals to specialists in this question, or breaking
the question into five different yes/no questions rather than one asking for the most
common request.

Recommendation: Gallup suggests adding referrals to specialists as a distinct category
in this question. Depending on the level of interest in the issue of consumer information,
breaking the question into distinct yes/no questions would yield interesting data.

4.2.4 Cost Sharing

4.2.4.1 Question 5

5. Patients with health insurance often have out-of-pocket
costs for co-payments and deductibles. The next questions
concern the relationship between these costs and clinical
decisions. (Read and rotate A-C)

A. If a generic option is available, how often do you
prescribe a generic over a brand name drug, never,
rarely, sometimes, usually, or always?

B. If there is uncertainty about a patient’s diagnosis,
how often do you consider an insured patient’s out-
of-pocket costs in deciding whether to recommend
additional testing, never, rarely, sometimes, usually,
or always?

C. If there is a choice between outpatient and inpatient
care, how often do you consider an insured patient’s
out-of-pocket costs in making this decision, never,
rarely, sometimes, usually, or always?

Respondents awareness of patients' out-of-pocket costs for co-payments and deductibles
varied considerably. However, most indicated that they do not take those costs into
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consideration unless the patient directly expresses concern. Regardless, however, the
physician would follow their clinical judgment and what they consider to be the
appropriate course of action for the patient’s well being.

Some respondents believed that the suggestion that they may be placing costs above
clinical concerns could be considered insulting because it calls their clinical judgment
into question. Most were ot offended by the questions, however.

Respondents did not have any difficulty with the terminology used in this set of
guestions.

Recommendation: Gallup suggests that the social desirability bias may taint the value of
the responses to these questions. While some physicians did admit taking patient costs
into consideration, none indicated that they would base their clinical decisions on
anything other than what they believed to be the correct medical steps.

425 CaseMix

4.2.5.1 Question 6

6. On a different subject, about what percentage of your
patients do you have a hard time speaking with or
understanding because you speak different languages?

Respondents were very comfortable answering this question. They recommended
retaining both “speaking” and “understanding” in the question wording or substituting
“communicating with.”

Recommendation: Gallup suggests that the slight simplification of substituting
“communicating with” would not alter the meaning of the question. We recommend
considering this modification for the Round 4 pretest.

4.2.6 CareCoordination and Patient Safety

4.2.6.1 Question 7

7. Does the hospital where most of your patients are treated
have computerized systems to order tests and medications?

The question was clear to respondents, but was not strictly applicable to several who do
not admit patients to the hospital with any frequency or regularity. Others were not
absolutely certain about the correct answer. It was suggested that only physicians who do
daily rounds would know.
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Recommendation: Gallup suggests that this question be included in the Round 4 pretest
with a“not applicable’ response option.

4.2.6.2 Question 8

8. Medical errors include dispensing of incorrect medication
doses, surgical mistakes, or human error in interpreting
results of diagnostic tests. Some errors harm patients, some
are caught before they can cause any harm, and others may
occur but don't cause any harm. Does the hospital where
most of your patients are treated have a system for
anonymously reporting medical errors?

Again, as with Question 7, afew respondents could not provide a confident response
because they do not admit patients to a hospital often. Others indicated that such systems
might be in place, but that until you had a reason to be involved in it, you may not be
explicitly aware of it.

One recommendation was to include “laboratory errors’ to the list of medical mistakes.
Physicians indicated that 1ab errors are one of the most common medical mistakes.

Respondents understood a system for anonymously reporting medical errorsin afew
different ways. one that lawyers will not be involved in, one that is kept in confidence
between an oversight committee and the physician in question, and one in which the
identities of the physician in question and the person who reports the error remain
confidential.

Recommendation: Gallup suggests removing the second sentence from the question
wording for the Round 4 pretest.

4.2.6.3 Question 9

0. Hospitalists are physicians whose primary professional
focus is the general medical care of hospitalized patients.
What percentage of your patients who were hospitalized last
year had a hospitaist involved in their inpatient care?

Respondents were familiar with the term “hospitalist” and did not have difficulty
answering the question. One recommendation was to reiterate that hospitalists do not
have practices outside the hospital.

Recommendation: Gallup suggests that Question 9 should be included in the Round 4
pretest in its current form.
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4.2.7 Quality of Care

4.2.7.1 Question 10

10. Now, | am going to list several problems that may threaten
physicians ability to provide quality care. For each
problem, tell me whether it is a magjor threat, a minor threat,
or not a threat to your ability to provide quality care. How
about (read and rotate A-H)?

A. Inadequate time with patients during office visits

B. Patients' inability to pay for needed care

C. Rejections of care decisions by insurance
companies

D. Lack of qualified specidistsin your area

E Not getting timely reports from other physicians
and facilities

F. Difficulties communicating with patients due to
language or cultural barriers

G. Difficulties maintaining continuing relationships

with patients
H. Medical errors in hospitals

Respondents did not have trouble responding to this set of questions. A few indicated that
it would be helpful to clarify whether the questions are referring to occurrences at the
office or in the hospital or both (where not aready provided).

Malpractice and litigation threats were mentioned as additional complications to
physicians ability to provide quality care.

A few respondents suggested using a scale for this question or offering a mid-point between
magor and minor threeat.

Recommendation: Gallup suggests including this set of questionsin the Round 4 pretest
to further explore whether respondents are focusing on the prevalence or intensity of the
problems.

4.2.8 Electronic Prescriptions

4.2.8.1 Question 11

11. Finally, | have afew questions about electronic prescriptions.
In your practice, are computers or other forms of information
technology used to write prescriptions?
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Most respondents do not use electronic prescriptions, although they are familiar with the
practice and enthusiastic about adopting it. Those who do use them were extremely
positive about their value.

Respondents indicating that they use e-prescriptions continued with the next set of
guestions. Others skipped to Question 11f.

1la. (If codelin #11, ask:) For what percentage of your patients
do you write el ectronic prescriptions?

11b. Does the system you use for electronic prescriptions
provide information on potential patient drug interactions
with other drugs, allergies, and/or patient conditions?

11c. Could you describe the system you use to write eectronic
prescriptions and obtain information on drug interactions?

11d. Is the drug interaction information you obtain from this
system tailored specifically to your individua patients?

1le. Could you describe the system you use to write eectronic
prescriptions?

11f.  Inyour practice are computers or other forms of information
technology used to obtain information on potential patient
drug interactions with other drugs, alergies, and/or patient
conditions?

11g. Could you describe the system you wse to obtain information
on drug interactions?

Many physicians use technology such as specialized palm pilots to obtain information on
potential drug interactions. They were very positive about the value of these devices and
indicated encouraging associates to learn how to operate them.

Recommendation: Gallup suggests pursuing this line of questioning. Overall,
respondents found this technology to be very valuable.
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Appendix A.
Group A Survey Instrument
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PRQIECT REAQ STRATI ON #140157
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2003 Physician Testing - Goup A APPROVED BY PROJECT MANAGER
McConb/ Ri cht er
Brenda Sonksen, Specwiter
Novenber, 2003 n=20
|.D. #: (1-6)
** AREA CODE AND TELEPHONE NUMBER:
(649 - 658)
** | NTERVI EW TI ME:
(716 - 721)
( NOTE: Al interviews are recorded. The recordi ng begins
when the respondent answers the phone. This
statenent is read after the "Continue" response is
entered after the Introduction and before the first
guestion) This call wll be recorded for quality
assur ance.
1 (Conti nue)
2 (Refused) - (Thank and Term nate) (984)
Sa. SCH P STATE: (Code from fone file)
1 Yes
2 No __(99)
Sb. SPECIALTY: (Code fromfone file) (SURVENT NOTE. Show on
| nt roducti on Screen)
(108 - 122)
©THE GALLUP ORGANIZATION 11/01/06
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Sc. 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  Washington D.C. - SC 38 North Dakota - NC
12 Florida - SC 39 Chio - NC

13 CGeorgia - 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 I ndi ana - NC 45 South Carolina - SC
19 lowa - NC 46 Sout h Dakota - NC
20 Kansas - NC 47 Tennessee - SC

21 Kentucky - SC 48 Texas - SC

22 Loui si ana - SC 49 Uah - W

23 Mai ne - NE 50 Vernont - NE

24 Maryl and - SC 51 Virginia - SC

25 Massachusetts - NE 53 Washington - W

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

28 M ssi ssi ppi - SC 56 Womng - W

29 M ssouri - NC

(93) (94)
Sd. COUNTY: (Code fromfone file)
( - )
Se. DOCTOR TYPE: (Code fromfone file)
1 VD
2 oo (107)
Sf. DOCTOR NAME: (Code fromfone file)
(63 - 90)
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Sg. PRI MARY SPECI ALTY: (Code fromfone file)
(108 112)
Sh. ZIP CODE: (Code fromfone file)
(100 105)
Si. SCHP PROGRAM (Code fromfone file)
01 (If code 1 in Sa AND code 01 in Sc:) AL SCH P
02 (If code 1 in Sa AND code 04 in Sc:) KidsCare
03 (If code 1 in Sa AND code 08 in Sc:) CHP+
04 (I'f code 1 in Sa AND code 09 in Sc:) HUSKY Program
05 (If code 1 in Sa AND code 10 in Sc:) Del anare
Heal thy Children's Program
06 (I'f code 1 in Sa AND code 13 in Sc:) Peach Care for
Ki ds
07 (I'f code 1 in Sa AND code 20 in Sc:) Heal t hWave
08 (If code 1 in Sa AND code 28 in Sc:) MC SCH P
09 (If code 1 in Sa AND code 30 in Sc:) M+ for Kids
10 (If code 1 in Sa AND code 32 in Sc:) Nevada Check-
Up
11 (If code 1 in Sa AND code 37 in Sc:) NC SCH P
12 (If code 1 in Sa AND code 41 in Sc.:) OR SCH P
13 (If code 1 in Sa AND code 42 in Sc:) PA SCH P
14 (I'f code 1 in Sa AND code 48 in Sc:) Texas Heal t hy
St eps
15 (If code 1 in Sa AND code 49 in Sc:) UT SCH P
16 (If code 1 in Sa AND code 50 in Sc:) VT SCH P
17 (If code 1 in Sa AND code 53 in Sc:) WA SCH P
18 (If code 1 in Sa AND code 54 in Sc:) W/ SCH P
19 (If code 1 in Sa AND code 56 in Sc:) W SCH P
(97) (98)
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| NTRODUCTI ON #1:

Hel | o, this IS wth The Gl | up
Organization. 1'd like to invite you to help us test
sonme new survey questions for the fourth round of the
Robert Wbod Johnson Foundation's Physician Survey. The
survey is part of a study of changes in the health
care system in communities across the nation. It
concerns how such changes are affecting physicians,
their practices, and the health care they provide to
their patients.

The purpose of this interview is to get your feedback
on the itens being considered for the survey and to
find out if any parts of the questions are confusing,
anbi guous, or inappropriate. W will not be asking you
the entire survey, but sinply testing new itens.
Generally, I will ask you a survey question, and then
wi Il ask you sone foll ow ups about how you interpreted
the question. The interview will take about 40 m nutes
and we are providing an honorarium of $100 as a small
token of our appreciation. 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 is convenient for you.
1 Respondent avail able - (Conti nue)

7 Respondent not available — (Set tine to call back;
Restart with Introduction #2)

8 (Soft Refusal)

9 (Hard Refusal) - (Thank and Term nate) (1001)
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READ: | apologize in advance if it seenms as if |I'm
skipping around from topic to topic. As |
mentioned, we wll not be asking you the entire
survey, but sinply testing new itens. So please
bear with ne on the subject matter! Please feel
free to junp in at any point wth your own
observati ons about the questions and how t hey coul d
be inproved. Sone of the questions | ask wll not
have any follow-ups to them | wll be taping these
conversations but only so | can wite a report of
the overall results. Your individual responses wll
never be associated with you. Do you have any
guestions before we begin?

(Al in Read, Skip to Al)

| NTRODUCTI ON #2: (Schedul ed | nterview)

Hel | o, this IS wth The Gl | up
Organi zation. Thank you for agreeing to help us test
out sone new survey questions for the fourth round of
t he Robert Wod Johnson Foundation's Physician Survey.
The purpose of this interview is to get your feedback
on the itens being considered for the survey and to
find out if any parts of the questions are confusing,

anbi guous, or inappropriate. | apologize in advance if
it seems as if |I'm skipping around from topic to
topic. We will not be asking you the entire survey,
but sinply testing new itens. So please bear with ne
on the subject matter! GCenerally, | wll ask you a
survey question, and then will ask you some foll ow ups

about how you interpreted the question. Please feel
free to junp in at any point wth your own
observati ons about the questions and how they could be
i nproved. Sone of the questions | ask wll not have
any followups to them | wll be taping these
conversations but only so | can wite a report of the
overall results. Your individual responses wll never
be associated with you. Do you have any questions
bef ore we begi n?

1 Respondent avail able - (Continue)
7 Respondent not available — (Set tine to call back)
8 (Soft Refusal)

9 (Hard Refusal) - (Thank and Term nate) _ (1002)
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Al. Are you currently a full-time enployee of a federa
agency, such as the U S. Public Health Service, Veterans
Adm nistration, or a mlitary service? (Probe:) Do you

receive your paychecks from a federal agency?
respondent works part-tinme for a Federal Agency,

ask:)

Do you consider this (Federal Agency) vyour

practice?

1 Yes - (Continue)

2 No - (Skip to A2)

3 (Retired) - (Thank and Term nate, and Set
Fai | ed Screener)

4 Qut of country - (Thank and Term nate, and Set to
Fai |l ed Screener)

5 Institutionalized - (Thank and Term nate, and Set

to Failed Screener)
8 ( DK) (Thank and Ter m nate)

9 (Refused) (Thank and Term nate)

(If code 1 in Al,

READ. In this survey, we wll not be interviewng

physi ci ans who are Federal enployees. So it appears
that we do not need any further information from

you at this tinme, but we thank you for
cooperation. - (Thank and Term nate)

A2. (If code 2 in Al, ask:) Are you currently a resident

or fellow?

1 Yes - (Continue)

2 No - (Skip to A3)

8 (DK) (Thank and Ter m nate)

9 (Refused) (Thank and Term nate)
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(If code 1 in A2,

READ: In this survey, we wll not be interviewng

A3.

physicians who are residents or fellows. So it
appears that we do not need any further information
fromyou at this tinme, but we thank you for your
cooperation. - (Thank and Term nate)

(If code 2 in A2, ask:) During a TYPICAL week, do you
provide direct patient care for at |east twenty hours
a week? (If necessary, read:) Direct patient care
includes seeing patients and performng surgery. (If
necessary, read:) INCLUDE tinme 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 begi nning and end of the work day.

1 Yes - (Skip to Sla)

2 No - (Continue)

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

(If code 2 in A3,

READ: In this survey, we wll not be interviewng

physi cians who typically provide patient care for
| ess 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 cooperation. -
(Thank and Ter m nate)

Sla. Are you a full owner, a part owner, or not an owner of

your primary practice? (| NTERVI EVEER NOTE: A
shar ehol der of the practice in which they work should
be coded as 2-Part owner)

1 Ful | owner
2 Part owner
3 Not an owner
8 ( DK)
9 (Ref used)
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S1. Wiich of the follow ng best describes this practice? Is
it (read 06-16, then 01)? (INTERVIEWER NOTE. A free-
standing clinic includes non-hospital -based anbul atory
care, surgical, and energency care centers)

01 OR, sonething el se (Thank and Ter m nate)
02 ( DK) (Thank and Ter m nate)
03 (Ref used) (Thank and Term nate)
04 HOLD
05 HCOLD

06 A practice owned by one physician (solo practice)
07 A two physician-owned practice

08 A group practice of three or nore physicians

09 A group nodel HMO

10 A staff nodel HMO

11-
15 HOLD

16 A freestanding clinic

(1007) (1008)

Slb. QUOTAS. (Autocode fromresponses in Sl)

1 (I'f code 06 in S1:) Solo practice (n=b)
2 (I'f code 07-10 or 16 in Sl:) Goup/Staff/dinic
(n=15) (1009)

S2. Are you a primary care physician? (Probe:) By primary
care physician, we nean are you in general famly

practice, general pediatrics, or general i nt ernal

nmedi ci ne.

1 Yes

2 No

8 ( DK)

9 (Ref used) (1010)
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(READ: ) These first few questions are about access to
medi cal servi ces.

(SURVENT NOTE: Ask #1 and #la, as appropriate, for each

item before going to the next item

(F8)

1. During the last 12 nonths, were you unable to obtain
any of the following services for your patients when
you thought they were nedically necessary? How about
(read and rotate A-E)?

1 Yes

2 No

8 ( DK)

9 (Ref used)

A Referrals to high quality specialists

B. High quality ancillary services, such as physical
t her apy, home heal t h care, nutritional
counseling, and so forth

C. Non- ener gency hospital adm ssions

D. Hi gh quality diagnostic imaging services

E. Hi gh quality outpatient nental health services
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la. (For each code 1 in #1 AE, ask:) During the last 12
mont hs, for what percentage of your patients who
needed (read and rotate A E, as appropriate), were you
unable to obtain the service? (Open ended and code
act ual percent age)

000 None
101 1%or |ess
102 (DK)
103 (Refused)
A Referrals to high quality specialists
(1306 - 1308)

B. High quality ancillary services, such as physical

t her apy, home heal t h care, nutritional

counseling, and so forth

(1309 - 1311)

C. Non- ener gency hospital adm ssions
(1312 - 1314)
D. Hi gh quality diagnostic imaging services
(1315 - 1317)
E. Hi gh quality outpatient nental health services
(1318 - 1320)
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(READ: ) Ckay, now |I'’m going to ask you a few follow-up

guesti ons.
Cla. How confident are you in the responses you just
provi ded? (Open ended)
01 O her (list)
02 ( DK)
03 (Ref used)
04 No
05 HOLD
(1321) (1322)
Clb. The question asked you to think about your inability
to obtain services for your patients over the |ast 12
months. Whuld you have been able to provide nore
accurate information if we had asked about the | ast
nmonth instead of the last 12 nont hs?
1 Yes
2 No
8 ( DK)
9 (Refused (1323)
Clc. Do you have any recommendations for how to inprove these
guestions about access to nedical services? (Open ended)
01 O her (list)
02 ( DK)
03 (Ref used)
04 No/ No recommendati ons
05 HCOLD
(1324) (1325)
(If code 001-100 in #la A, C, or E, Continue;
Q herwi se, Skip to #3)
©THE GALLUP ORGANIZATION A A 45 11/01/06

RWJPHYSICIAN TESTING SURVEY GROUP A



(F8A)
2. I’m going to ask the next question to you in

different ways and then get your feedback on which
a better way to ask the question. (Read and rotate &

b)
a. [VERSION 1]

| am now going to read sone reasons why you m ght
be unable to obtain various services. Using any
nunber from one-to-ten, where 1 is not inportant

and 10 is very inportant, rate each of

foll ow ng reasons for your being unable to obtain

(read a-c). How about (read AQ?

10 Very i nportant 04

09 03

08 02

07 01 Not i nportant
06 98 ( DK)

05 99 (Ref used)

a. (If code 001-100 in #la-A, ask:) Referrals

to high quality specialists

A. There aren't enough qualified service

providers or facilities in ny area

B. Heal th plan networks and adm nistrative

barriers limt patient access

C. Patients |ack health insurance or
i nadequat e i nsurance cover age
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2. (Conti nued:)

b. (If code 001-100 in #la-C, ask:) Non-
ener gency hospital adm ssions

A. There aren't enough qualified service
providers or facilities in ny area

(1332) (1333)

B. Heal th plan networks and adm nistrative
barriers limt patient access

(1334) (1335)

C. Patients |ack health insurance or have
i nadequat e i nsurance cover age

(1336) (1337)

C. (If code 001-100 in #la-E, ask:) High
quality outpatient nental health services,
when you think it is medically necessary

A. There aren't enough qualified service
providers or facilities in ny area

(1338) (1339)

B. Health plan networks and adm nistrative
barriers limt patient access

(1340) (1341)

C. Patients |ack health insurance or have
i nadequat e i nsurance cover age

(1342) (1343)
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2. (Conti nued:)

b. [VERSION 2]

Now | am going to read sone reasons why you m ght
be unable to obtain various services. For each

one, tell nme whether it a very inportant,
noderately inportant, not very inportant, or not
at all inportant reason for your being unable to

obtain (read a-c). How about (read AQ)?

4 Very inportant

3 Moder at el y i nportant
2 Not very i nportant

1 Not at all inportant
8 ( DK)

9 (Ref used)

a. (If code 001-100 in #la-A, ask:) Referrals
to high quality specialists

A. There aren't enough qualified service
providers or facilities in ny area (1344)

B. Heal th plan networks and adm nistrative
barriers limt patient access (1345)

C. Patients |ack health insurance or have
i nadequat e i nsurance coverage (1346)

b. (If code 001-100 in #la-C, ask:) Non-

ener gency hospital adm ssions

A. There aren't enough qualified service
providers or facilities in ny area (1347)

B. Heal th plan networks and admi nistrative
barriers limt patient access (1348)

C. Patients |ack health insurance or have
i nadequat e i nsurance coverage (1349)
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2. (Conti nued:)

cC. (If code 001-100 in #la-E, ask:)

quality outpatient nental health services,

when you think it is nmedically necessary

A. There aren't enough qualified service

providers or facilities in ny area

B. Heal th plan networks and adm nistrative

barriers limt patient access

C. Patients |ack health insurance or
i nadequat e i nsurance cover age

READ: Okay, now | wll ask you a few follow-up

guesti ons.

C2a. What did you think about the two different scal es? One
was a 10-point scale, and the other was a scale wth
adjectives. [(If necessary, read:) very inportant,

noderately inportant, not very inportant, and not at al

inportant.] Do you have a preference for one over
ot her? Explain why. (Open ended)

01 O her (list)
02 ( DK)

03 ( Ref used)

04 No preference
05 HOLD

C2b. Is a scale even appropriate for this question, or would
it be better to just choose which of the three options

best described why you were wunable to obtain

servi ce?
1 Scale is appropriate
2 Better to choose option

8 ( DK)
9 (Ref used)
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(FOD)
3.

Now, I'd |ike to ask you about new patients the practice
in which you work mght be accepting. Is the practice
accepting all, nost, sonme, or no (read AE as
appropriate)?

4 Al l

3 Mbst

2 Sone

1 No new pati ent s/ None
8 ( DK)

9 (Ref used)

A. New patients who are insured through Medicare,
i ncl udi ng Medi care nmanaged care patients

B. (If code 06 in Sc, ask:) New patients who are
i nsured through Medi CAL, including Medi CAL managed
care patients

C. (If code 04 in Sc, ask:) New patients who are
i nsured through AHCCCS (Say: Access)

D. (If code 01-03, 05, or 07-56 in Sc, ask:) New
patients who are insured through Medicaid,
i ncl udi ng Medi cai d managed care patients

E. (If code 1 in Sa, ask:) New patients who are
insured by a (response in Si)

(If code 1 in Sa, Continue;
QO herwi se, Skip to Note before #4)

C3a. Now, a few followup questions. Are you aware of
(response in Si) and how it differs from Medi cai d?
1 Yes - (Continue)
2 No (Skip to Note before #4)
8 (DK) (Skip to Note before #4)
9 (Refused) (Skip to Note before #4)
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C3b.

(If code 1 in C3a, ask:) Does your practice’s policy
of accepting new patients differ between (response in
Si) and Medicaid?

1 Yes
2 No
8 (DK)
9 (Ref used)
(If code 1 or 2 in #3-A, Continue;
QO herwi se, Skip to Note before #5)
(F9A2)
4. | am going to read sone reasons why physician
practices nmay be limting or not accepting new
Medi care patients. For each one, tell nme whether it a
very inportant, nmoderately inportant, not very
inmportant, or not at all inportant reason why your
practice is [(If <code 1 in #3-A read:) not
accepting/ (If code 2 in #3-A read:) limting] new
Medi care patients. How about (read and rotate A-E)?
4 Very i nportant
3 Moder at el y i nmport ant
2 Not very inportant
1 Not at all inportant
5 (Does not apply to
nmy practice) - (Skip to Note before #5)
8 (DK)
9 ( Ref used)
A Billing requirements
B. Concern about a Medicare audit
C. | nadequat e rei mbur senent
D. Ful | panel
E. Medi care patients have high clinical burden
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C4a. Are there any other reasons why your practice is not

accepti ng new Medi care patients or accepting only sone
new Medicare patients? (If Yes, ask:) Wat other

reasons? (Qpen ended)

01 O her (list)

02 ( DK)

03 (Ref used)

04 No/ No ot her reasons
05 HOLD

C4b. Dd you have any difficulty with the scale on the
Medi care questions? [(If necessary, read:) The scal e was
very i mportant, noderatel y i mportant, not very
inportant, and not at all inportant.] Do you have any
recomendati ons for inprovenent? (Open ended)

01 O her (list)

02 (DK

03 (Ref used)

04 No difficulty/No recomendati ons
05 HOLD

CAc. | asked about billing requirenments as a reason for not
accepting new Medicare patients. Does the term
"billing requirenents” get at adm nistrative burden or
is it sonething else in your mnd? Wat are you
t hi nki ng of ? (Open ended and code)

01 Sonet hing el se (list)
02 (DK
03 (Ref used)
04 HOLD
05 HOLD
06 Adm nistrative burden
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CAd. | nentioned concerns over a Medicare audit as a reason
for not accepting new Medicare patients. Does this
survey need to explain what a Medicare audit is? If so,
how woul d you define it? (Open ended)

01 O her (list)

02 (DK

03 (Ref used)

04 No, no need to explain
05 HOLD

(1374) (1375)

C4e. | asked about full panel as a reason for not accepting
new Medi care patients. Does this survey need to explain
what a full panel is? If so, how would you describe it?
(Open ended)

01 O her (list)

02 (DK)

03 (Ref used)

04 No, no expl anati on needed
05 HOLD

(1376) (1377)
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(If code 1 or 2 in #3-B OR #3-D, Conti nue;
QO herwi se, Skip to Read before #6)

(F9B2)

5. Next, | am going to read sonme reasons why physician
practices may be limting or not accepting new [(If
code 06 in Sc, read:) MdiCal/(Qherwi se, read:)
Medi cai d] patients. Again, tell nme whether each one is
a very inportant, noderately inportant, not very
inmportant, or not at all inportant reason why your
practice is [(If code 1 in #3-D, read:) not

accepting/(If code 2 in #3-D, read:) limting] new

Medi cai d patients. How about (read and rotate A-E)?

4 Very inportant
3 Moder ately i nportant
2 Not very inportant
1 Not at all inportant
5 (Does not apply to
my practice) - (Skip to Read before #6)
8 ( DK)
9 (Ref used)
A. Billing requirenents
B. Del ayed rei nbur senent
C. | nadequat e rei mbur senent
D. Ful I panel
E. Medi cai d patients have high clinical burden

Coa. Are there any other reasons why your practice is not
accepting Medicaid patients or only accepting sonme new
Medi caid patients? (If Yes, ask:) Wat other reasons?
(Open ended)

01 O her (list)

02 ( DK)

03 ( Ref used)

04 No/ No ot her reasons
05 HOLD
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C5h.

Dd you have any difficulty with the scale on these
guestions? [(If necessary, read:) The scale was very

i mportant, noderately inportant, not very inportant, and
not at all inportant.] Do you have any reconmendati ons
for inprovenent? (QOpen ended)

01 O her (list)

02 (DK)

03 (Ref used)

04 No difficulty/No recomendations

05 HOLD

Coc. | nentioned billing requirenents as a reason for not
accepting or limting new Medicaid patients. Does the
term"billing requirenents" get at adm nistrative burden
or is it sonething else in your mnd? Wat are you
t hi nki ng of ? (Open ended and code)
01 Sonmet hing else (list)
02 (DK
03 (Ref used)
04 HOLD
05 HOLD
06  Admi nistrative burden

C5d. | nentioned full panel as a reason for not accepting or
l[imting new Medicaid patients. Do we need to explain
what a full panel is? If so, how would you describe it?
(Open ended)
01 O her (list)
02 (DK)
03 (Ref used)
04 No, no expl anati on needed
05 HOLD
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(READ:) Now |I'd like to ask you sonme questions about
practice revenues.

(&)
6. Thi nki ng about the patient care revenue from ALL sources
received by the practice in which you work, what
percentage is paid on a capitated or other prepaid
basis? [(If necessary, read:) Under capitation, a fixed
anount is paid per patient per nonth regardless of
services provided.] (Probe:) Your best estimte would be
fine. (Open ended and code actual percent) (INTERVI EWER
NOTE: | ncludes paynents nade on a capitated or other
prepai d basis from Medi care or Medi cai d)
000 None
001 1%or less
DK  (DK)
RF  (Refused)
(1391 - 1393)
(If code 001-100 in #6, Continue;
QO herwi se, Skip to Note before #8)
(G3a)
7. d obal capitation typically covers hospital, specialist,
and primary care services, Wwhereas primary care
capitation only covers primary care services. Wat
percentage of the practice’s capitated revenues is (read
A-B) capitation?
000 None
001 1%or less
100 100% Al |
DK  (DK)
RF (Ref used)
A. d oba
(1394 - 1396)
B. Primary Care
(1397 - 1399)
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Cra. How easy or difficult was this second question for
you? Way do you say that? (Open ended)

01 O her (list)

02 (DK)
03 (Ref used)
04 HOLD
05 HOLD

(1401) (1402)

C7b. How confident are you of your percentage responses? Wre
t hey actual nunbers or just a guess?

1 Act ual nunbers

2 Just a guess

8 ( DK)

9 (Ref used) (1403)

C7c. Do you think that your answers would change
significantly if you or a nenber of your practice
checked your adm nistrative records?

1 Yes

2 No

8 ( DK)

9 (Refusedy (1404)
C7’d. Is the definition of global and primary care capitation

clear? [(If necessary, read:) d obal capitation

typically covers hospital, specialist, and primary care

services, whereas prinmary care capitation only covers

primary care services.]

1 Yes

2 No

8 ( DK)

9 (Refusedy (1405)
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Cre.

(SURVENT NOTE: RECORD ONLY) Does the sum of #7 A and B
equal 100%

1 Yes

2 No (1406)
Crf. Are prescription drugs included in global capitation?

1 Yes

2 No

8 ( DK)

9 (Refused (1407)
C7g. Do you have any recommendations for how to inprove the

capitation revenue question? (If Yes, ask:) Wuat

reconmendat i ons? (Qpen ended)

01 Oher (list)

02 (DK)

03 ( Ref used)

04 No/ No reconmendat i ons

05 HOLD

(1408) (1409)
(If code 07, 08, 09, 10, or 16 in S1, Continue;
O herwise, Skip to Note before #13)
(READ:) Now I'd like to ask you some questions about how
you get paid.

(H1)
8. Are you a sal ari ed physici an?

1 Yes

2 No

8 ( DK)

9 (Ref used) (1410)
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(H4)

8a. Are you currently eligible to earn incone through any
type of bonus or incentive plan? (INTERVIEWER NOTE:

Bonus can include any type o paynent above the fixed,

guar ant eed sal ary)

1 Yes

2 No

8 ( DK)

9 (Ref used)

(If code 1 in #8a, Skip to #10;
Q herwi se, Conti nue)

(HAA)
9. Are you eligible to receive end-of-year adjustnents,

returns on wthholds, or any type of supplenenta
paynents, either from this practice or from health
pl ans? (If necessary, read:) Wthhold is a percentage
of the capitation or fee-for-service paynment that
retained by the health plan. Wthhold funds may be
distributed to physicians as bonuses at the end of the
contract year if they have not been expended on health

care services.

1 Yes

2 No

8 ( DK)

9 (Ref used)

C9a. Were any of these terns confusing to you? Can we inprove
upon themin any way? Do we need to provide definitions

of them or have definitions avail abl e? (Qpen ended)

01 O her (list)

02 (DK)

03 (Ref used)

04 No, not confusing
05 HOLD
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(H5)

10. | amgoing to read you a short list of factors that are
sonmetines taken into account by nedical practices when
they determne the conpensation paid to physicians in
the practice. For each factor, please tell ne whether or
not it is EXPLICITLY considered when determ ning your
pay. Wen your pay is determ ned, does the practice
consider (read and rotate A-E)?

1 Yes
2 No
8 ( DK)
9 (Ref used)
A. Factors that reflect your own productivity (If

necessary, read:.) Exanples include the anount of

revenue you generate for the practice, the nunber

of relative value units you produce, the nunber of

patient visits you provide, or the size of your

enrol | ee panel (1415)
B. Results of satisfaction surveys conpleted by your

own patients (1416)
C. Specific nmeasures of quality of care, such as rates

of preventive care services for your patients (1417)
D. Results of practice profiling conparing your

pattern of using nedical resources to treat

patients with that of other physicians (I NTERVI EWER

NOTE: A practice profile is a report that is

usual |y conputer generated, which conpares you to

other physicians on things like referrals to

speci alists, hospitalizati ons and ot her neasures of

cost effectiveness.) (1418)
E. The overal |l financial performance of your practice,

but not your own productivity (1419)
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ClOa. (If code 1 in #10-E, ask:) In answering this question,
how difficult was it to differentiate between your own
productivity and your practice’ s perfornmance? Was it

read 4-1)?

4 Very difficult

3 Sormewhat difficult

2 Not too difficult

1 Not difficult at all

8 ( DK)

9 (Ref used) (1420)
Cl0b. How does the practice’s overall performance affect

i ndi vi dual conpensation? (Open ended)

01 O her (list)

02 (DK)
03 (Ref used)
04 HOLD
05 HOLD

(1421) (1422)

(If code 1 to ANY in #10 A E, Continue;
O herwi se, Skip to #15)
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(H6)

11. 1'm going to ask the next question to you in two
different ways and then get your feedback on which is
a better way to ask the question. (Read and rotate &

b)

[ Version 1]

a. Next, | would like you to rate the inportance of
[(If code 1 to two or nore in #10 A-E, read:) these
factors/ (If code 1 to ONLY ONE in #10 AE, read:)
this factor] in determning your conpensation
Usi ng any nunber from one-to-ten, where 1 is not
inmportant and 10 is very inportant, how inportant
is (read AE, as appropriate) in determning your
conpensati on?

10 Very inportant 04

09 03

08 02

07 01 Not i nport ant
06 98 (DK)

05 99 ( Ref used)

A. (If code 1 in #10-A ask:) Your  own
productivity

(1423) (1424)

B. (If code 1 in #10-B, ask:) Satisfaction
surveys

(1425) (1426)

C. (I'f code 1 in #10-C, ask:) Quality of care
neasur es

(1427) (1428)
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11. (Conti nued:)

D. (If code 1 in #10-D, ask:) Results of
practice profiling

(1429) (1430)

E. (If code 1 in #10-E, ask:) Overall practice
per f or mance

(1431) (1432)

[ Ver si on2]
b. For each of the factors you nentioned, tell ne
whether it is a very inportant, noderately

i nportant, not very inportant, or not at all

inportant in determning your conpensation? How
about (read and rotate A-E, as appropriate)?

(If code 1 to ONLY ONE in #10 AE, read:) Is (read
A-E, as appropriate) a very inportant, noderately
i nportant, not very inportant, or not at all
i mport ant factor in det erm ni ng your
conpensati on?

4 Very inportant
3 Moder at el y i nport ant
2 Not very inportant
1 Not at all inportant
8 ( DK)
9 (Ref used)
A. (If code 1 in #10-A ask:) Your own
productivity (1433)
B. (If code 1 in #10-B, ask:) Satisfaction
surveys (1434)
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11. (Conti nued:)
C. (I'f code 1 in #10-C, ask:) Quality of care
nmeasur es
D. (If code 1 in #10-D, ask:) Results of
practice profiling
E. (If code 1 in #10-E, ask:) Overall practice
per f or mance
Clla. What did you think about the two different scal es?
One was a ten-point scale, and the other was a
scale with adjectives. [(If necessary, read:) The
scale was very inportant, noderately inportant,
not very inportant, and not at all inportant.] D d
you have a preference for one over the other? Wich
was easier to use? Explain why. (Open ended)
01 O her (list)
02 (DK)
03 (Ref used)
04 HOLD
05 HCOLD
Clib. How easy or difficult was it for you to rate the
relative inportance of these factors? (Open ended)
01 O her (list)
02 (DK)
03 (Ref used)
04 HOLD
05 HOLD
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Cllc. Do you have any recomendations for how to
i nprove this question? (If Yes, ask:) Wat other
recommendati ons? (Qpen end)

01
02
03
04
05

O her (list)

( DK)

( Ref used)

No/ No recomrendati ons
HOLD

(HBA)

12. (If code 1 in #10-A ask:) Now, | amgoing to ask you to

rate the

i nportance of various factors wused in

determ ning your productivity. For each one, tell nme

whether it is very inportant, noderately inportant, not
very inportant, or not at all inportant? How about
(read and rotate A-E)?
4 Very i nportant
3 Moder ately i nportant
2 Not very inportant
1 Not at all inportant
8 ( DK)
9 ( Ref used)
A Nunber of patients seen
B. Panel size
C. G oss billings
D. Revenues
E. RBRVS [ Resour ce Based Rel ative Val ue Scal e]
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Cl2a.

Cl12b. Woul d
facto

How does vyour practice nake you aware of
i mportance of these factors in determ ning your

productivity? (Open ended)

01 Oher (list)

02 (DK)
03 ( Ref used)
04 HOLD
05 HOLD

it be sinpler to rate the

to | east inportant?

1
2

8
9

Cl2c. Do any of the factors need nore expl anation than ot hers?
Nunber of patients

Whi ch
seen,

Scal e
Rank order

( DK)
(Ref used)

ones? [(If necessary, read:)

panel size, gross billings,

(Al'l ow t hree responses)

01 Oher (list)
02 ( DK)
03 ( Ref used)
04 No/ None
05 HOLD
06 Nunber of patients seen
07 Panel size
08 Goss billings
09 Revenues
10 RBRVS
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Cl2d. Does your practice use other types of relative value
scal es besides RBRVS? [(If necessary, read:) RBRVS is

Resource Based Rel ative Val ue Scal e. ]

1 Yes - (Continue)

2 No (Skip to #15)

8 ( DK) (Skip to #15)

9 (Refused) (Skip to #15) (1458)

Cl2e. (If code 1 in Cl2d, ask:) Wich types of relative
value scales are used in your practice? (Qpen
ended) (Al low three responses)

01 Oher (list)

02 ( DK)

03 ( Ref used)

04 HOLD

05 HOLD
1st
Resp: (1459) (1460)
2nd
Resp: (1461) (1462)
3rd
Resp: (1463) (1464)

(Al in Cl2e, Skip to #15)
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(If code 06 in S1 AND code 1 in Sla, Continue;
O herwi se, Skip to #15)

(H7)
13. Do any health plans consider the following factors in
determ ning the paynents you receive? (Read and rotate

A-C

1 Yes
2 No

8 ( DK)

9 ( Ref used)

A Results of satisfaction surveys conpleted by your
own patients

B. Speci fic nmeasures of quality of care, such as rates
of preventive care services for your patients

C. Results of practice profiling conparing your
pattern of using nedical resources to treat
patients with that of other physicians

(If code 1 to ANY in #13 A C, Conti nue;
O herwi se, Skip to #15)
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(H8)

14. 1’m going to ask the next question to you in two
different ways and then get your feedback on which is
a better way to ask the question. (Read and rotate &

b)

[ Version 1]

a. Next, | would like you to rate the inportance of
[(If code 1 to two or nore in #13 A-C, read:) these
factors/ (If code 1 to ONLY ONE in #13 AC, read:)
this factor] in determning the paynents you
receive. Using any nunber from one-to-ten, where 1
is not inportant and 10 is very inportant, how
inmportant are (read A-C, as appropriate) in
determni ng the paynents you receive?

10 Very inportant 04

09 03

08 02

07 01 Not i nport ant
06 98 (DK)

05 99 ( Ref used)

A. (If code 1 in #13-A ask:) Satisfaction
surveys

(1468) (1469)

B. (If code 1 in #13-B, ask:) Quality of care
neasur es

(1470) (1471)

C. (If code 1 in #13-C,  ask:) Results of
practice profiling

(1472) (1473)
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14. (Conti nued:)

[ Version 2]

b.

(If code 1 to TWO OR MORE in #13 A C, read:) For
each of the factors you nentioned, tell ne whether
it is a very inportant, noderately inportant, not
very inmportant, or not at all inportant in
determ ning the paynents you receive? How about
(read and rotate A-C, as appropriate)?

(If code 1 to ONLY ONE in #13 AC, read:) Is/Are
(read A-C, as appropriate) a very inportant,
noderately inportant, not very inportant, o not
at all important factor in determning the
paynents you receive?

4 Very i nportant
3 Moder at el y i nportant
2 Not very i nportant
1 Not at all inportant
8 ( DK)
9 (Ref used)
A. (If code 1 in #13-A ask:) Satisfaction
surveys (1474)
B. (If code 1 in #13-B, ask:) Quality of care
neasur es (1475)
C. (If code 1 in #13-C,  ask:) Results of
practice profiling (1476)
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Cl4a. What did you think about the two different scales? One
was a ten-point scale, and the other was a scale wth
adjectives. Did you have a preference for one over the
ot her? Explain why. (Open ended)

01 O her (list)
02 (DK)

03 (Ref used)

04 HOLD

05 HOLD

(1477) (1478)

Cl4b. How easy or difficult was it for you to assess
the relative inportance of these factors? (Qpen
ended)

01 Oher (list)
02 (DK)

03 ( Ref used)

04 HOLD

05 HOLD

(1479) (1480)
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( HL0)
15,

During 2002, what was your own net incone from the
practice of mnmedicine to the nearest $1,000, after
expenses but before taxes? Please include contributions
to retirenent plans nmade for you by the practice and any
bonuses as well as fees, salaries, and retainers.
Excl ude i nvestnent incone. |If you work for nore than one
practice, please include earnings from ALL practices,
not just your main practice. (If necessary, read:) W
define investnent income as inconme frominvestnents in
medi cal | y rel at ed enterprises i ndependent of a
physi cian's medi cal practice(s), such as nedical |abs or
i magi ng centers. (INTERVIEWER NOTE: If "Refused", say:)

Thi s i nformation i's I mport ant to a conpl ete
under st andi ng of community health care patterns and wl|
be wused only in aggregate form to ensure your
confidentiality of the information. (Open ended and code

actual nunber) (If response is greater than $1 mllion,

verify)
0000000 None - (Skip to Note before #16)
0000001-
9999999 9,999,999+ - (Skip to Note before #16)
DK (DK) (Conti nue)
RF (Ref used) (Cont i nue)
(H10a)
15a. (If code "DK" in #15, read:) Wuld you say that it was
(read 01-04)7?
(I'f code "RF" in #15, read:) Wuld you be willing to
indicate if it was (read 01-04)?
01 Less than $100, 000
02 $100,000 to |l ess than $150, 000
03  $150,000 to |l ess than $250, 000
04  $250,000 or nore
98 (DK)
99 (Ref used)
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( HLOSAL)

16. During 2002,
medi ca

000
101
102
103

(If code 1 in #8 AND

Code 1 in #8a OR #9, Conti nue;

O herwise, Skip to Note before #17)

None

1% or | ess
( DK)

( Ref used)

about what percent of your
practice was fromthe salaried portion of your
conmpensation? (Qpen ended and code actua

i ncome from

per cent)

(If code 0000000-9999999 in #15, Conti nue;

Cl6a. Wul d this question be any easier
we included your

this
about
from

O herwi se, Skip to Note before #17)

iten? For exanple,

what percent

nmedi cal practice was from the salaried portion of

your conpensation?

1

2

8

9
Cl6b. How

01
02
03
04
05

Yes
No

(DK)
(Ref used)

confident are you
i ncone question is accurate? (Qpen ended)

O her (list)
( DK)

(Ref used)
HOLD

HOLD

for you to answer
response to the previous question in
we could ask,

(response

"During 2003,
in #15)

t hat

your response

(1510 - 1512)

(1513)
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(If code 1 in S2, Continue;
O herwi se, Skip to Validate and Thank)

( HLOb1)

17. Sone insurance plans require patients to go through
speci fic physicians, sonetines called gatekeepers,

obtain services. For roughly what percent

patients do you serve in this role? (Open ended and

code actual percent)

000 None
101 1% or | ess
102 (DK)

103 (Refused)

(I'f code 001-100 in #17, Conti nue;
O herwise, Skip to Validate and Thank)

17a. Can your own conpensation be adversely affected by the
patients

nunber of referrals you nake on behal f of your
covered by gat ekeeper arrangenents?

Yes

No

(DK)

( Ref used)

O©OooN PR

C17b. How hel pful was the definition of gatekeeper?
[(If necessary, read:) CGatekeeper was defined as
when insurance plans require patients
t hrough specific physicians to obtain services.]

(Open ended)

01 O her (list)
02 (DK)

03 (Ref used)
04 HOLD

05 HOLD

©THE GALLUP ORGANIZATION A A 74
RWJPHY SICIAN TESTING SURVEY GROUP A

(1516 - 1518)

(1520) (1521)

11/01/06



Cl7c. Was there anything confusing about the question?
(If Yes, ask:) What was confusing? (Qpen ended)

01 O her (list)

02 (DK

03 (Ref used)

04 No/ Not hi ng conf usi ng
05 HOLD

(1522) (1523)

C17d. Is there anything you d change about this
gquestion to make it better? (If Yes, ask;) Wat

woul d you change? (Open ended)

01 O her (list)

02 (DK)

03 (Ref used)

04  No/Wuld not change
05 HOLD

(1524) (1525)

18. This concludes the interview unless you have any bri ef
comrent you would |ike to add. (Open ended)

01 Q her (list)

02 ( DK)
03 (Ref used)
04 HOLD
05 HOLD
(1526) (1527)
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19. | just need to verify your nanme and nuiling address so
we can send you your incentive check.

FI RST NAME:

(1601 - 1640)
LAST NAME:

(1641 - 1680)
ADDRESS #1:

(1701 - 1740)
ADDRESS #2:

(1741 - 1780)
aTy:

(2001 - 2040)
STATE:

(2041) (2042)
Z|I P CODE:

(2043 - 2047)

(VALI DATE PHONE NUMBER AND
THANK RESPONDENT BY SAYI NG )

Again, thisis |, wth The Gllup O ganization of
_____ | would like to thank you for your tinme. CQur
mssion is to "hel p people be heard® and your opinions
are inportant to Gallup in acconplishing this.
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D1. PHYSICI AN NAME: (Code fromfone file)

D2. PREFERRED PROFESSI ONAL MAI LI NG ADDRESS: (Code from fone
file)

( - )
D3. PRI MARY SPECI ALTY: (Code fromfone file)
( - )
D4. TELEPHONE NUMBER: (Code fromfone file)
( - )
| NTERVI EVER | . D. # (571-
574)
j 1w 2003\ RW\RW Physician Testing Goup A 0311
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| NDEPTH

FI NAL DRAFT — DECEMBER 4, 2003

THE GALLUP ORGANI ZATI ON
PRQIECT REGQ STRATI ON #140157
ROBERT WOOD JOHSON APPROVED BY CLI ENT
City Center: Washington D.C
2003 Physician Testing - Goup B APPROVED BY PROJECT MANAGER
McConb/ Ri cht er
Decenber, 2003 n=15

|.D. #: (1- 6)

** AREA CODE AND TELEPHONE NUMBER:

(649 - 658)
** | NTERVI EW TI ME:
(716 - 721)
( NOTE: Al interviews are recorded. The recordi ng begins
when the respondent answers the phone. This
statenent is read after the "Continue" response is
entered after the Introduction and before the first
guestion) This call wll be recorded for quality
assurance.
1 (Conti nue)
2 (Refused) - (Thank and Term nate) (984)
Sa. SPECIALTY: (Code fromcall record card)
( - )
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Sb. STATE: (Code fromcall record card)
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  Washington D.C. - SC 38 North Dakota - NC
12 Florida - SC 39 Chio - NC
13 CGeorgia - SC 40 Gkl ahoma - SC
15 Hawaii - W 41 Oregon - W
16 | daho - W 42 Pennsyl vania - NE
17 [Ilinois - NC 44 Rhode Island - NE
18 I ndi ana - NC 45 South Carolina - SC
19 lowa - NC 46 Sout h Dakota - NC
20 Kansas - NC 47 Tennessee - SC
21 Kentucky - SC 48 Texas - SC
22 Loui siana - SC 49 Uah - W
23 Mai ne - NE 50 Vernmont - NE
24 Maryl and - SC 51 Virginia - SC
25 Massachusetts - NE 53 Washington - W
26 M chigan - NC 54 West Virginia - SC
27 M nnesota - NC 55 Wsconsin - NC
28 M ssi ssi ppi - SC 56 Womng - W
29 M ssouri - NC

( ) ( )
Sc. COUNTY: (Code fromcall record card)
( - )
Sd. DOCTOR TYPE: (Code fromcall record card)
1 VD
2 DO I ( )
Se. DOCTOR NAME: (Code fromcall record card)
( - )
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Sf. PRI MARY SPECI ALTY: (Code fromcall record card)

( - )
Sg. ZIP CODE: (Code fromcall record card)
( - )
| NTRODUCTI ON #1.:
Hel | o, this is W th The Gl | up

Organi zation. 1'd like to invite you to help us test
sonme new survey questions for the fourth round of the
Robert Wod Johnson Foundation's Physician Survey. The
survey is part of a study of changes in the health
care system in comunities across the nation. It
concerns how such changes are affecting physicians,
their practices, and the health care they provide to
their patients.

The purpose of this interview is to get your feedback
on the itenms being considered for the survey and to
find out if any parts of the questions are confusing
anbi guous, or inappropriate. W will not be asking you
the entire survey, but sinply testing new itens.
Generally, | will ask you a survey question, and then
w Il ask you sone foll ow-ups about how you interpreted
the question. The interview will take about 20 to 30
m nutes and we are providing an honorarium of $100 as
a small token of our appreciation. Al the information

you provide wll be kept strictly confidential. It
will be used in statistical analysis and reported only
as group totals. | can oonduct the interview now, or

at any tinme that is convenient for you.
1 Respondent avail able - (Continue)

7 Respondent not available — (Set tine to call back;
Restart with Introduction #2)

8 (Soft Refusal)

9 (Hard Refusal) - (Thank and Ter m nate)

©THE GALLUP ORGANIZATION A. B. 83 11/01/ 06
RWJ PHYSICIAN TESTING SURVEY GROUP B INDEPTH



READ: | apologize in advance if it seenms as if |I'm
skipping around from topic to topic. As |
mentioned, we wll not be asking you the entire
survey, but sinply testing new itens. So please
bear with nme on the subject matter! Please feel
free to junp in at any point wth your own
observati ons about the questions and how t hey coul d
be inproved. Sone of the questions | ask wll not
have any follow-ups to them | wll be taping these
conversations but only so | can wite a report of
the overall results. Your individual responses wll
never be associated with you. Do you have any
guestions before we begin?

(Al in Read, Skip to Al)

| NTRODUCTI ON #2: ( Schedul ed | ntervi ew)

Hel | o, this IS wth The Gl | up
Organi zation. Thank you for agreeing to help us test
out sone new survey questions for the fourth round of
t he Robert Wod Johnson Foundation's Physician Survey.
The purpose of this interview is to get your feedback
on the itens being considered for the survey and to
find out if any parts of the questions are confusing,

anbi guous, or inappropriate. | apologize in advance if
it seems as if |I'm skipping around from topic to
topic. W will not be asking you the entire survey,
but sinply testing new itens. So please bear with me
on the subject matter! GCenerally, | wll ask you a
survey question, and then will ask you some foll ow ups

about how you interpreted the question. Please feel
free to junp in at any point wth your own
observati ons about the questions and how they could be
i nproved. Sone of the questions | ask wll not have
any followups to them | wll be taping these
conversations but only so | can wite a report of the
overall results. Your individual responses will never
be associated with you. Do you have any questions
bef ore we begi n?

1 Respondent avail able - (Continue)
7 Respondent not available — (Set tine to call back)
8 (Soft Refusal)

9 (Hard Refusal) - (Thank and Term nate)
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Are you currently a full-time enployee of a federa

agency, such as the U S. Public Health Service, Veterans
Adm nistration, 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 nain
practice?

1 Yes - (Continue)

2 No - (Skip to A2)

3 (Retired) - (Thank and Term nate)

4 Qut of country - (Thank and Term nate)

5 Institutionalized - (Thank and Term nate)
8 ( DK) (Thank and Ter m nate)

9 (Refused) (Thank and Term nate)

(If code 1 in Al,

READ: In this survey, we wll not be interviewng

physi ci ans who are Federal enployees. So it appears
that we do not need any further information from
you at this tinme, but we thank you for your
cooperation. - (Thank and Term nate)

A2. (If code 2 in Al, ask:) Are you currently a resident
or fellow?
1 Yes - (Continue)
2 No - (Skip to A3)
3 ( DK) (Thank and Ter m nat e)
4 (Refused) (Thank and Term nate)
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(If code 1 in A2,

READ: In this survey, we wll not be interviewng

A3.

physicians who are residents or fellows. So it
appears that we do not need any further information
fromyou at this tinme, but we thank you for your
cooperation. - (Thank and Term nate)

(If code 2 in A2, ask:) During a TYPICAL week, do you
provide direct patient care for at |east twenty hours
a week? (If necessary, read:) Direct patient care
includes seeing patients and performng surgery. (If
necessary, read:) INCLUDE tinme 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-cal
when not actually working, and travel between hone and
work at the begi nning and end of the work day.

1 Yes - (Skip to S1)

2 No - (Continue)

3 ( DK) (Thank and Term nate)
4 (Ref used) (Thank and Term nate)

(If code 2 in A3,

READ: In this survey, we wll not be interviewng

physi cians who typically provide patient care for
| ess than 20 hours a week. So it appears that we do
not need any further information fromyou at this
time, but we thank you for your cooperation. -
(Thank and Ter m nate)

S1. W have your primary specialty listed as (response from
call record card). Is this correct? (If necessary,
read:) W define primary specialty as that in which the
nost hours are spent weekly.

1 Yes
2 No
3 ( DK)
4 ( Ref used)
(If code 2-4 in Sl1, Continue;
O herwi se, Skip to Read before #1)
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S2. What is your primary specialty? (Open ended)
READ. This first question is about charity care.

(B6)

1. During the last nonth, how many hours, if any, did you
spend providing charity 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. Your best
estimate woul d be fine.

00 None - (Skip to Note after Clc)
01-

97 97+ - (Continue)

98 (DK) (Skip to Note after Clc)
99 (Refused) (Skip to Note after Clc)

(B6a)

la. (If code 01-97 in #1, ask:) Wwere do you typically
provide charity care? In your main practice, on-call at
a hospital energency departnment, in another practice or
clinic, or somewhere else?

(READ: ) Now, | wll ask you the followup questions to

see how you t hought about the question.

Cla. Wre you able to pick just one setting where you
typically provide charity care or did you want to pick
nore than one?

Clb. In what other settings do you provide charity care?

Clc. Can you think of any ways the charity care question
coul d be inmproved? (Open ended)

(If primary care, Continue;
O herwi se, Skip to Read before #4)
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(READ: ) These next two questions are about physician
productivity.

(B3d)
2. Thi nki ng of your |ast conplete week of practice, about
how many hours did you spend in direct patient care
activities? (INTERVIEWER NOTE: D rect patient care
i ncludes seeing patients, performng surgery, patient
record keeping, and related office work, travel tine
connected to seeing patients)

(B3f)
3. During that week, how many patient visits did you
personally have in each of the followng settings?
Pl ease count as one visit each tinme you saw a patient.
How about (read and rotate A-D)?

A In the office
B. In outpatient clinics
C. I n nursing hones and ot her extended care facilities

D. On hospital rounds

(If "O/None" to ALL in #3 A-D, Skip to Read before #4;
Q herwi se, Conti nue)
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(READ: ) Now, a few foll ow up questi ons.

C3a. How did you cal cul ate your answers to the patient visit
questions? For exanple, did you estimate the nunber of
hours in each setting and the average nunber of patients
seen per hour? Did you estimate the typical nunber of
patients seen per day and nmultiply by the nunber of days
providing this service that week? O sonething el se?

01 Somet hing el se (list)

02 (DK

03 (Ref used)

04 HOLD

05 HOLD

06 Estimate nunber of hours in each setting and
average nunber of patients see per hour

07 Estimate typical nunber of patients per day and
mul tiplied by nunber of days proving that service
t hat week

C3b. How easy or difficult was it for you to come up wth
your answers?

C3c. How confident are you in the response you just gave ne?

C3d. Were any of the itens confusing or needing a definition?
Do you think other physicians would find exanples of
outpatient clinics helpful or is this too obvious to
menti on? (Open ended)

READ: These next few questions are about nedical services
requested by patients.

(B9)

4. During the last nonth, for what percentage of your
patients did vyou or der tests, procedur es, or
prescriptions suggested by patients that you would not
ot herw se have ordered?

(If no nuneric response given, Skip to #5;
I f numeric response given, Continue)
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(B9a)

4a. During the last nonth, which service suggested by
patients did you order npst often: diagnostic tests
and procedures, t herapeutic procedures, i ncl udi ng
surgery, prescriptions, or sonething else?

C4a. Were any of the terns anbiguous or confusing? Any
clarifications needed?

CAb. Are there any other services we should ask about? (If
Yes, ask:) Wat other services? (Open ended)

C4c. How could it be inproved? (Open ended) (INTERVI EVER
NOTE: Re-read #4a, if necessary) During the |ast
mont h, which service suggested by patients did you
order nost often: diagnostic tests and procedures,
t her apeutic procedur es, i ncl udi ng surgery,
prescriptions, or sonething el se?

(B12)

5. Patients with health insurance often have out-of-
pocket costs for co-paynents and deducti bl es. The next
guestions concern the relationship between these costs
and clinical decisions. (Read and rotate A-Q

A. If a generic option is available, how often do
you prescribe a generic over a brand nane drug
never, rarely, sonetinmes, usually, or always?

B. If there is uncertainty about a patient’s
di agnosis, how often do you consider an insured
patient’s out-of-pocket costs in deciding whether
to recommend additional testing, never, rarely,
sonetimes, usually, or always?

C. If there is a choice between outpatient and
inpatient care, how often do you consider an
insured patient’s out-of-pocket costs in making
this decision, never, rarely, sonetines, usually,
or al ways?
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[ Del et ed Read]

Cba. How often do you actually know your insured patients
out - of -pocket costs for co-paynents and deducti bl es?

Cob. How do you determine whether or not to consider an
insured patient’s out-of-pocket <costs in nmaking a
clinical decision?

C5c. How truthful do you think physicians wll be when
answering these questions? Do you think physicians wll
feel threatened by the assunption they are placing cost
above clinical concerns?

Cod. Is there anything you' d recommend to i nprove the out-of-
pocket expense questions? (If Yes, ask:) Wuat would you

reconmmend?

(B16)

6. On a different subject, about what percentage of your
patients do you have a hard tinme speaking with or
under st andi ng because you speak different |anguages?

C6a. Did you make a distinction between "speaking with" and
"understanding” or in the future can we |imt the
question to "do you have a hard tinme understandi ng"?

C6b. How confident are you in the response you just gave
me?

READ:. These next questions are about coordination of
care and patient safety.

(D)

7. Does the hospital where npbst of your patients are
treated have conputerized systens to order tests and
nmedi cati ons?

(Question Cr7a del eted)
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C7b. Do you think nost physicians wll know this?

C7c. Do you send nost of your patients to one hospital ?

1 Yes - (Skip to #8)
2 No - (Continue)
3 ( DK) (Skip to #8)

4 (Refused) (Skip to #8)

5 (Do not admt or treat
patients in a hospital) - (Skip to #10)

Crd. (If code 2 in Cr7c, ask:) Was it difficult for you to
think of a single hospital ?

( D6a)
8. Medi cal errors i ncl ude di spensi ng of i ncorrect
nmedi cati on doses, surgical mstakes, or human error in
interpreting results of diagnostic tests. Sone errors
harm pati ents, sone are caught before they can cause any
harm and others nmay occur but don’t cause any harm
Does the hospital where nost of your patients are
treated have a system for anonynously reporting nedica

errors?

1 Yes

2 No

3 (DK)

4 (Ref used)

C8a. What did you think of the definition of nedical errors?
I s there anyt hing you woul d change about the definition?
(I NTERVIEWER NOTE: Re-read first sentence of #8, |if

necessary) Medi cal errors include dispensing of
i ncorrect medication doses, surgical mstakes, or human
error in interpreting results of diagnostic tests.
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C8b. Did the sentence explaining the inpact of nedical errors
make any difference in how you responded? (I NTERVI EVER
NOTE: Re-read second sentence of #8, if necessary) Sone
errors harm patients, sone are caught before they can
cause any harm and others may occur but don’t cause any
har m

C8c. In your own words, what does it nean to have an
"anonynous system for reporting nmedical errors"?

C8d. Do you think nobst physicians would know about the
systens for reporting nedical errors used in the
hospi tal they use nost?

(D6b)

9. Hospitalists are physicians whose prinmary professiona
focus is the general nmedical care of hospitalized
patients. Wat percentage of your patients who were
hospitalized last year had a hospitalist involved in
their inpatient care?

C9a. What did you think of the definition of "hospitalist"?
Is there anything you would change or add to the
definition? Do you think nost physicians are famliar
with this specialty? (INTERVIEWER NOTE: Re-read first
sentence of #9, i f necessary) Hospitalists are
physi cians whose primary professional focus is the
general nedical care of hospitalized patients.

C9b. How confident are you in the response you just gave
me?
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( HLOd)

10. Now, | am going to list several problens that nmay

threaten physicians' ability to provide quality care.

For each problem tell ne whether it is a nmgjor

threat, a mnor threat, or not a threat to your

ability to provide quality care. How about (read and

rotate A-H)?

A. | nadequate tinme wth patients during office
visits

B. Patients’ inability to pay for needed care

C. Rej ections  of care decisions by insurance
conpani es

D. Lack of qualified specialists in your area

E. Not getting tinely reports from other physicians
and facilities

F. Difficulties comunicating with patients due to
| anguage or cultural barriers

G Difficulties maintaining continuing relationships
with patients

H. Medi cal errors in hospitals

ClO0a. Are there any other problens we didn't nention
that threaten your ability to provide quality
care? (If Yes, ask:) Wat probl ens?

C10b. What were you thinking about when you decided
whet her each problem was a nmajor or mnor threat?
Were you thinking about how often in happens? How
serious of a problemit is? Both?

Cl0c. What types of "facilities" were you thinking of
when we asked about "not getting tinely reports
from ot her physicians and facilities?"
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(DLE)
11,

Finally, | have a few questions about electronic
prescriptions. In your practice, are conputers or other
forms  of information technology used to wite

prescriptions?

1 Yes - (Continue)
2 No (Skip to #11f)
3 ( DK) (Skip to #11f)
4 (Refused) (Skip to #11f)
(D1E1)
11a. (If code 1 in #11, ask:) For what percentage of your

patients do you wite electronic prescriptions?

( DLE2)

11b.

Does the system you use for electronic prescriptions
provi de i nformati on on potenti al pati ent drug
interactions wth other drugs, allergies, and/or
pati ent conditions?

1 Yes - (Continue)
2 No (Skip to #lle)
3 ( DK) (Skip to #11le)

4 (Refused) (Skip to #lle)

11c. Could you describe the system you wuse to wite
el ectronic prescriptions and obtain informtion on drug
i nteractions?

(D1E2a)

11d. Is the drug interaction information you obtain fromthis
system tailored specifically to your i ndi vi dual
patients?
1 Yes
2 No
3 ( DK)
4 (Ref used)

(Al in #11d, Skip to #11h)
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lle. Could you describe the system you wuse to wite

el ectroni c prescriptions?
(Al in #1le, Skip to #11h)

(D1E3a)

11f. In your practice are conputers or other forns of
information technology used to obtain information on
potential patient drug interactions with other drugs,
al l ergies, and/or patient conditions?
1 Yes - (Continue)
2 No (Skip to #11h)
3 ( DK) (Skip to #11h)
4 (Refused) (Skip to #11h)

11g. Could vyou describe the system you use to obtain
i nformati on on drug interactions?

11h. Were any of the questions anbiguous or difficult to
understand? Do you have any suggestions for inproving
t henf?

12. This concludes the interview unless you have any bri ef
comment you would |like to add. (Qpen ended)

13. | just need to verify your nane and nuailing address so
we can send you your incentive check.
FI RST NAME:
LAST NAME:
ADDRESS #1.:
ADDRESS #2:
aTy:
STATE:
ZI P CODE:
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( VALI DATE PHONE NUVBER AND
THANK RESPONDENT BY SAYI NG )
Again, thisis , Wth The Gallup

Organi zation of . I would like to thank you
for your tine. Qur mssion is to "help people be
heard” and your opinions are inportant to Gallup

in acconplishing this.

D1. PHYSICl AN NAME: (Record fromcall record card)

D2. PREFERRED PROFESSI ONAL NMAI LI NG ADDRESS. (Record from
call record card)

D3. PRI MARY SPECI ALTY: (Record fromcall record card)

D4. TELEPHONE NUVMBER: (Record fromcall record card)

| NTERVIEWER | . D. # (571-
574)
REVI SI ONS
12/ 4/ 03 Revi sed: Wbrding on #10
Added: #11- #11h
Renunber ed: #11 to #12 and #12 to #13

j w2003\ RWI\ RW Physi ci an Testing G oup B 0311
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CENTER for STUDYING

[CHANGE

Providing Insights that Contribute
to Better Health Policy

December 1, 2003

Dear Doctor:

| am writing to ask you to participate in atelephone interview to help us evaluate new questions for the next
round of the Community Tracking Study’s Physician Survey. The survey focuses on changes in the health care
system and the practice of medicine and how these changes are affecting patients and physicians. Theinterview is
being conducted by the Gallup Organization for The Center for Studying Health System Change (HSC), a
nonpartisan health services research organization that receives its funding from The Robert Wood Johnson
Foundation; for more information about us, please visit our web site at http://www.hschange.org/.

The Community Tracking Study includes surveys of physicians, employers, and the general public to provide
data for analysis of health policy issues. Recent studies conducted by HSC and available from our web site
illustrate how our research is used to inform the health policy debate:

- In their annual essay on the health care system, HSC Vice president Len Nichols and |
explore the trade-offs inherent in containing health care costs and expanding health
insurance coverage to the uninsured.

- Hospitals and physicians alike can raise prices to private insurers to offset payment
reductions from Medicare and other government health programs if market conditions are
right, according to aHealth Affairs article that clasheswith traditiona health care economic
theory.

- Thefdlout from rapidly rising medical malpractice insurance premiumsis prompting some
physicians to refer more patients to already crowded emergency departments, refuse to
provide on-call emergency department coverage and decline elective referrals, according to
a study released by HSC in September, 2003.

Next year, we will begin the fourth round of our physician survey. To ensure that new questions are
reliable, we conduct pilot tests with a small number of physicians to evaluate question wording. These pilot
interviews, which normally take from 30 to 45 minutes, are an integral part of the survey development process.

A professional interviewer from The Gallup Organization will arrange for a convenient time for you to
complete the interview. As atoken of our appreciation for your help, we offer an honorarium of $100. If you
have any further questions about the study, please call Christine McComb (202/715-3141), Gallup’s survey
director. | know you are extremely busy and appreciate your willingness to help inform the public debate on health
care.

waw*}

600 MARYLAND AVE SW- SUITE 550 - WASHINGTON, DC 20024-2512 - TEL: 202.484.5261 - FAX: 202.484.9258 - WWW.HSCHANGE.ORG
HSC, FUNDED EXCLUSIVELY BY THE ROBERT WOOD JOHNSON FOUNDATION, IS AFFILIATED WITH MATHEMATICA POLICY RESEARCH, INC.
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Sincerely yours,




ADVANCE LETTERSAND HSC FACT SHEET



DATE

Dear Colleague:

A few years ago, you participated in the Community Tracking Study Physician Survey, a project
sponsored by The Robert Wood Johnson Foundation and conducted by The Gallup Organization for the
Center for Studying Health System Change (HSC). The survey focuses on changes in the hedlth care
system and the practice of medicine and how these changes are affecting patients and physicians. Asa
practicing physician, you experience the effects of these changes on adaily basis. That is why your
perceptions and experiences are such a critical component of HSC' s research program.

Using data from the physician surveys and other sources, researchers provide sound analysis on a growing
body of topics of importance to physicians, other providers, and policy makers. To give you a sense of
the range of issues addressed by HSC, | have enclosed some materia that includes a brief description of
HSC and alist of recent articles that may be of interest to you. Y ou can view these and other studies by
visiting the HSC web site at www.hschange.org.

Since the main objective of the Community Tracking Study is to understand changes in the hedlth care
system, we conduct follow-up interviews with physicians who participated in previous rounds.

A professiona interviewer from Gallup will be contacting you shortly to ask you to participate in the
fourth round of the survey, and | hope that you will agree to do so. The telephone interview takes only
about 20 minutes and will be conducted at a time convenient for you. If you would like to contact Gallup
directly to set up an appointment, please call Donna Stetler at 1-800-274-5447.

Several physician organizations have supported the survey and urged members to participate:

American Medical Association American Academy of Family Physicians
American Osteopathic Association American Academy of Pediatrics
American College of Surgeons American Psychiatric Association

American College of Physicians

Although we cannot compensate you for your time, we offer an honorarium of $25 as a token of our
appreciation. | hope we can count on your participation again. If you have any questions about the study,
you may cal Kelly Hunt at The Robert Wood Johnson Foundation at 1-800- 719-9419.

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

Sincerdly,

F _,-". s 4
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RisaLavizzo-Mourey, M.D., M.B.A.
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DATE

Dear Colleague:

Asafellow physician concerned about changesin American hedlth care, | would like to ask you to take a
few minutes to participate in a very important nation-wide survey of physicians sponsored by The Robert
Wood Johnson Foundation (RWJF). The Community Tracking Physician Survey focuses on changesin
the health care system and the practice of medicine, and how these changes are affecting patients and
physicians such asyou. The survey is conducted by experienced professional interviewers from The
Gallup Organization for The Center for Studying Health System Change (HSC), an independent, nor+
partisan research organization funded by RWJF.

Using data from the physician surveys and other sources, researchers provide sound analysis on a growing
body of topics of importance to physicians, other providers, and policy makers. To give you a sense of
the range of issues addressed by HSC, | have enclosed some materia that includes a brief description of
HSC and alist of recent articles that may be of interest to you. You can view these and other studies by
visiting the HSC web site at www.hschange.org.

For your information, the following physician organizations support the survey and urge members to
participate:

American Medica Association American Academy of Family Physicians
American Osteopathic Association American Academy of Pediatrics
American College of Surgeons American Psychiatric Association

American College of Physicians

A professiona interviewer from Gallup will be contacting you shortly to ask you to participate in the
fourth round of the survey and | hope you will agree to do so. The telephone interview takes about 20
minutes and will be conducted at a time convenient for you. If you would like to contact Gallup directly
to set up an appointment, please call Donna Stetler at 1-800-274-5447.

Although we cannot compensate you for your time, we will mail an honorarium of $25 as a token of our
appreciation. | hope we can count on your participation. If you have any questions about the study, you
may call Kelly Hunt at The Robert Wood Johnson Foundation at 1-800-719-9419.

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

Sincerely,

A e e
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RisaLavizzo-Mourey, M.D., M.B.A.
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DATE

Dear Colleague:

Asafellow physician concerned about changesin American hedlth care, | would like to ask you to take a
few minutes to participate in a very important nation-wide survey of physicians sponsored by The Robert
Wood Johnson Foundation (RWJF). The Community Tracking Physician Survey focuses on changesin
the health care system and the practice of medicine, and how these changes are affecting patients and
physicians such asyou. The survey is conducted by experienced professiona interviewers from The
Gallup Organization for The Center for Studying Health System Change (HSC), an independent, nor+
partisan research organization funded by RWJF.

Using data from the physician surveys and other sources, researchers provide sound analysis on a growing
body of topics of importance to physicians, other providers, and policy makers. To give you a sense of
the range of issues addressed by HSC, | have enclosed some materid that includes a brief description of
HSC and aligt of recent articles that may be of interest to you. Y ou can view these and other studies by
visiting the HSC web site at www.hschange.org.

A professiond interviewer from Gallup will be contacting you shortly to ask you to participate in the third
round of the survey and | hope you will agreeto do so. The telephone interview takes about 20 minutes
and will be conducted at atime convenient for you. If you would like to contact Gallup directly to set up
an appointment, please call Donna Stetler at 1-800-274-5447.

For your information, the following physician organizations support the survey and urge members to
participate:

American Medica Association American Academy of Family Physicians
American Osteopathic Association American Academy of Pediatrics
American College of Surgeons American Psychiatric Association

American College of Physicians

Although we cannot compensate you for your time, we have enclosed an honorarium of $25 as a token of
our appreciation. | hope we can count on your participation. If you have any questions about the study,
please cal Kelly Hunt at The Robert Wood Johnson Foundation at 1-800-719-9419.

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

Sincerely,

RisaLavizzo-Mourey, M.D., M.B.A.

RLM:pb
Attachments (2)
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CENTER for STUDYING

[CHANGE

Providing Insights that Contribute
to Better Health Policy

Who We Areand What We Do

Founded in 1995, the Center for Studying Health System Change (HSC) is a nonpartisan policy research
organization focused on the cost, quality and accessibility of health care in the United States. The center’'s team
of researchers explores the policy implications of these factors. Instead of advocating for particular policies, HSC
serves as an honest broker of information for policy makers, the news media, employers, health care providers,
insurers and the public. HSC is funded principally by The Robert Wood Johnson Foundation and is affiliated with
Mathematica Policy Research Inc., aleader in evaluating the effectiveness of local, state and federal hedlth,
human services and educational programs.

HSC’s main research tool is the Community Tracking Study (CTS), which consists of national surveys of consumer
households and physicians in 60 nationally and geographically representative communities across the country. HSC
also conducts intensive site visits to 12 of these communities. The household survey is conducted by Mathematica
Policy Research and the physician survey by The Gallup Organization. Led by Paul B. Ginsburg, Ph.D., and Len
Nichols, Ph.D., both nationally known health economists and health policy experts, HSC researchers combine
guantitative and qualitative research from the surveys and site visits to provide policy makers with a picture of
changing health care market dynamics and the implications for health care policy.

Recent Studies of Particular Interest to Physicians

“Growing Physician Investment in Specialty Hospitals and Ambulatory Surgical Centers,” Health Affairs,
March/April 2004.

“Physicians’ Responses to Financia Pressures in Private Practice,” Health Affairs, March/April 2004.

Consequences of Rising Medical Malpractice Insurance Premiums on Patient Access to Health Care and Costs
Issue Brief No. 68, September 2003.

“Physicians' Views of Formularies and Implications for the Medicare Drug Benefit Design,” Health Affairs,
January/February 2004.

Behind the Times: Physician Incomes, 1995-99, Data Bulletin No. 24, March 2003.
“Trends in Hospital Relationships with Physicians,” Health Services Research, February 2003.
“Changes in Career Satisfaction Among Physicians,” JAMA, Jan. 22, 2003.

Trends in Physicians' Acceptance of New Medicare Patients, 1ssue Brief No. 55, September 2002.

600 MARYLAND AVE SW- SUITE 550 - WASHINGTON, DC 20024-2512 - TEL: 202.484.5261 - FAX: 202.484.9258 - WWW.HSCHANGE.ORG
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HARD COPY REQUI RED FI NANCE, R\ 59687
F687
ROUND #4

FI ELD FI NAL — MAY 26, 2004
(Col ums are ABSOLUTE)
(Revisions 7/13, 9/2)

THE GALLUP ORGANI ZATI ON
PROJECT REG STRATI ON #140157
THE CENTER FOR STUDYI NG X APPROVED BY CLI ENT
HEALTH SYSTEM CHANGE ( RW)
City Center: Washington, D.C.
Physi ci ans Study - Round #4 X APPROVED BY PRQIECT MANAGER
Larsen/ McConb/ Ri cht er
Brenda Sonksen, Specwriter
July, 2004 n=7, 000

| . D. #: (1-6)

** AREA CODE AND TELEPHONE NUMBER:

(649 - 658)

**| NTERVI EW TI ME:

(716 - 721)

( NOTE: Al | interviews are recorded. The recording
begi ns when the respondent answers the phone.
This statenent is read after the "Continue"
response is entered after the |Introduction and
before the first question) This call wll be
recorded for quality assurance.

1 (Conti nue)
2 (Refused) - (Thank and Term nate)
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** SPECI ALTY:

(Code from fone file) (SURVENT NOTE: Show on | ntroduction

(58)

(59)

screen)

SPCLTY

**STATE: (Code fromfone file)
01 Alabama - SC 30 Montana - W
02 Alaska - W 31 Nebraska - NC
04 Arizona - W 32 Nevada - W
05 Arkansas - SC 33 New Hanmpshire - 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 Washington D.C. - SC 38 North Dakota - NC
12 Fl orida - SC 39 Ohio - NC
13 Georgia - SC 40 Ckl ahoma - SC
15 Hawaii - W 41 Oregon - W
16 | daho - W 42 Pennsyl vania - NE
17 [11inois - NC 44 Rhode Island - NE
18 | ndi ana - NC 45 South Carolina - SC
19 |l owa - NC 46 Sout h Dakota - NC
20 Kansas - NC 47 Tennessee - SC
21 Kentucky - SC 48 Texas - SC
22 Loui siana - SC 49 Uah - W
23 Mai ne - NE 50 Vernmont - NE
24 Maryl and - SC 51 Virginia - SC
25 Massachusetts - NE 53 Washington - W
26 M chigan - NC 54 West Virginia - SC
27 M nnesota - NC 55 W sconsin - NC
28 M ssi ssippi - SC 56 Womng - W
29 M ssouri - NC

**COUNTY: (Code fromfone file)
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SECTI ON A
| NTRODUCTI ON AND SCREENI NG; LOCATI ON,;
BOARD CERTI FI CATI ON; SATI SFACTI ON

S1. DOCTOR TYPE: (Code from fone file)

DOCTYP
1 VD
2 oo (63)

Slb. REPLI CATE NUMBER: (Code from fone file)
REPLI CAT

[ SET BY JOHN SELI X]

Slc. PANEL: (Code fromfone file)
PANEL
1 New
2 Re-intervi ew
3 Non-respondent (64)
(There are no questions Sid- Sif)
S2. DOCTOR NAME: (Code fromfone file)
(65 - 105
S3. PRI MARY SPECI ALTY: (Code fromfone file)
(5t
S4. SITE NUMBER: (Code from fone file)
(1¢
S5. SITE TYPE: (Code from fone file)
STYPE
1 High intensity
2 Low intensity/National (150)

S6. ZIP CODE: (Code fromfone file)
Zl P
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(151 - 155)

S6a. PRESEND CHECK EXPERI MENT:
PRECHK

1 Yes

2 No

(Question Sa del et ed)

(Question Si del eted)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE
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(SURVENT NOTE:. Di spl ay Doctor's nanme at top of screen)

(If code 1 or 3 in Slc, Continue;
Ot herwi se, Skip to Introduction #2)

| NTRODUCTI ON #1

Hello, Dr. (name from fone file), ny nane

, from The Gallup Organization. A short

time ago, you should have received a letter fromthe

Robert Wbod Johnson Foundation indicating

Gal lup is conducting a national survey of physicians
for the Foundation. The survey is part of a study of
changes in the health care system in communities
across the nation. It concerns how such changes are

af fecting physicians, their practices, and
health care they provide to their patients.

The interview will take about 20 m nutes and we are
provi ding an honorarium of $25 as a small token of
our appreciation. All the information you provide
will be kept strictly confidential. It wll be used
in statistical analysis and reported only as group

totals. | can conduct the interview now or at
time that’'s convenient for you.

0 Gat ekeeper soft refusal

1 Respondent available - (Skip to Al)

2 Gat ekeeper not available - (Set tine to cal
back)

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 number - (Skip to S11)

7 Physician not available - (Set tinme to call
back)
8 Physi ci an soft refusal
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9 Physici an hard refusal (1052)
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| NTRODUCTI ON #2
HELLO2

Hel | o, Dr. (name from fone file), my nanme s
, from The Gallup Organi zation. You should
have received a letter from the Robert Wod Johnson
Foundation indicating that Gallup would be calling
you again to participate in the fourth round of the
study of <changes in the health care systens in
conmmunities 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 small
token of our appreciation. All the information you

provide will be kept strictly confidential. It wll
be used in statistical analysis and reported only as
group totals. I can conduct the interview now, or at

any time that's convenient for you.

0 Gat ekeeper soft refusal

1 Respondent available - (Skip to Al)

2 Gat ekeeper not available - (Set time to cal
back)

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 nunmber - (Skip to S11)

7 Physician not available - (Set time to call

back)

8 Physi ci an soft refusal

9 Physi ci an hard refusal .~~~
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S7. (If code 4 in Introduction, ask:) | would like to

verify that | have reached (phone nunber from fone

file
VPHONE

1 Yes - (Thank and Term nate; Skip to S11)

2 No - (READ:) | amsorry to

have bothered you. - (Reset to Introduction)
3 ( DK) (Thank and Term nat e;
Skip to Directory Assistant)
4 (Refused) (Thank and Ter m nate;
Skip to Directory Assistant) (2418)

S8. (If code 3 in Introduction, ask:) Dr. (response in

S2) is a very inportant part of a nedical study for

t he Robert Wod Johnson Foundation. Do you have the

address or telephone nunber where | can reach

(him her)?
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) L
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 Same area - (Thank and Term nate; Skip to S11)

2 Different city - (Continue)

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

4 (Refused) (Thank and Term nate; Skip to S11) (2420)
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S10. (If code 2 in S9 OR code 1 in S8:) ENTER PHONE

NUMBER AND ADDRESS OR AS MJUCH OF I'T AS POSSI BLE.
NWPHONE

WORK PHONE NUMBER:

(2¢

NVWHPHON

HOVE PHONE NUMBER:

(2¢

NWADDR

STREET ADDRESS:

( 2¢

NWCI TY

CITY:

NWSTATE

STATE:

(2431) (2432)

NWZ| P

Z|I P CODE:

(2¢

(Al'l in S10, Thank and Term nate;

Call new nunber and Reset to |Introduction;
I f BLANK i n WORK PHONE NUMBER and
HOVE PHONE NUMBER in S10, Conti nue)
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S11. (FDI RECTA) (If code 1, 3, or 4 in S7, OR code 6 in
| ntroduction, OR code 1, 3, or 4 in S9, OR BLANK in
WORK PHONE NUMBER and HOVE PHONE NUMBER in S10:)
(Call directory assistance for nobst recent city or
area code. Ask for directory assistance using full
nane fromfone file.)

(Original phone nunber from fone file)

(Oiginal city fromfone file) or (CITY from S10)

(Nane fromfone file)

1 New nunmber - (Enter on next screen)

2 No nunber/Match - (Thank and Ter ni nate;
Save Case | D)

(AI'l in S11, call new nunber,
and Reset to |Introduction)

CLOCK:
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Al. Are you currently a full-tinme enployee of a federa
agency such as the US. Public Health Service,
Veterans Admnistration, or a mnmlitary service?
(Probe:) Do you receive your paychecks from a
federal agency? (If respondent works part-tinme for a

Federal Agency, ask:) Do you consider this (Federal
Agency) your main practice?

FEDEMP
1 Yes - (Continue)
2 No - (Skip to A2)
3 Retired - (Thank and Term nate,
and Set to "Failed Screener")
4 Qut of country (Thank and Term nat e,
and Set to "Failed Screener")
5 I nstitutionalized (Thank and Term nate,
and Set to "Failed Screener")
8 ( DK) (Thank and Term nat e)
9 (Ref used) (Thank and Term nate)

(I'f code 1 in Al,

READ: In this survey, we wll not be interviewng
physi cians who are Federal enployees. So it
appears that we do not need any further
information from you at this tinme, but we thank
you for your cooperati on. - (Thank and
Ter m 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 (Refused) (Thank and Ter ni nate)

(If code 1 in A2,
READ: In this survey, we wll not be interviewng
physi cians who are residents or fellows. So it
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appears that we do not need any further
information from you at this tinme, but we thank
you for your cooperati on. - (Thank and
Ter m nat e)
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A3.

During a TYPI CAL week, do you provide direct patient
care for at least twenty hours a week? (INTERVI EVER
NOTE:) (If necessary, say:) Direct patient care

includes seeing patients and perform ng surgery. (If
necessary, say:) |INCLUDE tinme spent on patient
record- keepi ng, patient-related office work, and
travel tinme connected with seeing patients. EXCLUDE
time spent in training, teaching, or research, any
hours on-call when not actually working, and trave
bet ween home and work at the beginning and end of
the work day.

1 Yes - (Skip to Note before A5)
2 No - (Continue)

8 ( DK) (Thank and Term nat e)
9 (Refused) (Thank and Ter n nate)

(I'f code 2 in A3,

READ:

In this survey, we wll not be interviewng
physi cians 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 vyour
cooperation. - (Thank and Term nate)

[ Del et ed Not e]

(Questi ons A3a- Ada del et ed)

AS5.

(If BLANK in **COUNTY, Skip to Aba;
Ot herwi se, Conti nue)

We'd like you to think about the practice |ocation
at which you spend the greatest anmount of tinme 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

of fice, not the hospital where they perform
surgery.)
1 Yes - (Skip to Note before A5b)
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2 No (Conti nue)
8 ( DK) (Conti nue)
9 (Ref used) (Conti nue)

Aba. (If code 2, 8 or 9 in A5 OR If BLANK in **COUNTY,
ask:) In what county and state is the practice
| ocated. (Open ended) (VERI FY SPELLI NG
DK  ( DK)

RF  (Refused)
COUNTY:
STATE:
(I'f code 15 or 02 in A5a - State, Continue;
Ot herwi se, Skip to A5b)

(READ: ) We are not interview ng physicians in your state
at this tine. So it appears that we do not need
any further information from you, but we thank
you for your cooperation. - (Thank and
Ter m nat e)

A5b. What is the zip code of your practice? (Open ended

and code all five digits of zip code)

99998 ( DK)
99999 (Ref used)

(I'f code 2 in Slc, Skip to A7;
Ot herwi se, Conti nue)
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A6. In what year did you begin medical practice after
conpleting your undergraduate and graduate nedical
trai ning? (1 NTERVI EVEER NOTE: A resi dency or
fellowship would be considered graduate nedical
training.) (Open ended and code all four digits of
year) (SURVENT NOTE: Force interviewers to enter
FOUR DI G TS)

DK  ( DK)
RF (Ref used)

(1€

(I'f code 999 in S3, Skip to AS8;
Ot herwi se, Conti nue)

A7. We have your primary 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.

1 Yes - (Autocode response in S3 into A8)

2 No - (Continue)

8 ( DK) (Thank and Term nat e)

9 (Ref used) (Thank and Term nate) (1065)
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A8. (If code 2 or BLANK in A7, ask:)

primary specialty? (If necessary, say:)

primary specialty as that in which

i s

We define
t he nost

are spent weekly. (Open ended and code from hard

copy) (1 NTERVI EVEER NOTE: Probe codeabl e
response)
(If code 1 in S1 [ MD-AMA LI ST])
301 Abdom nal Radi ol ogy (AR)
202 AIDS/H 'V Speci ali st
001 Allergy (A
133 Adol escent Medicine Pediatrics
127 Addiction Medicine ( ADM
132 Addiction Psychiatry
002 Allergy & | nmunol ogy
003 Allergy & Inmmunol ogy/

Di agnostic Laboratory | nmmnol ogy (ALI)
005 Aerospace Medicine (AM
085 Adol escent Medicine (Internal Medicine)
006 Anest hesi ol ogy ( AN)
007 Pai n Managenent
026 Abdom nal Surgery (AS)
103 Anatom c Pat hol ogy (ATP)
104 Bl oodbanki ng/ Transfusi on Medi ci ne ( BBK)
190 Cardi ovascul ar Surgery ( CDS)
008 Critical Care Medicine (Anesthesiol ogy)
050 dinical Cytogenetics (CCQ
191 Craniofacial Surgery
128 Critical Care Medicine (Internal

Medi ci ne) (CCM

086 Critical Care Pediatrics
027 Critical Care Surgery (CCS)
009 Cardiovascul ar Di sease (CD)
051 Cdinical Cenetics (CO
054 Child Neurol ogy
010 Child & Adol escent Psychiatry
049 Clinical Biochem cal Genetics
105 dinical Pathol ogy (CLP)
052 dinical Mol ecular Genetics (CMG)
055 dinical Neurophysiol ogy
011 Colon & Rectal Surgery (CRS)
401 Cosnetic Surgery (CS)
124 Cardi ot horacic Surgery (CTS)
012 Der mat ol ogy (D)
164 Dermatol ogi ¢ Surgery
013 dinical & Laboratory

Der mat ol ogi cal | nmunol ogy ( DDL)
035 Di abetes (DI A
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( ADL)

( ADP)
(Al)

(AM)

(APM

(CCA)

(CFS)

( CCP)

( CHN)
( CHP)
( CCG)

(CN)

(DS)



A8. (Conti nued:)

106 Der nmat opat hol ogy
014 Di agnostic Radi ol ogy
015 Enmergency Medicine

308 Internal Medicine/ Emergency Medicine
036 Endocrinol ogy, Diabetes & Metabolism

302 Epi dem ol ogy

016 Sports Medicine (Enmergency Medicine)
402 Endovascul ar Surgi cal Neuroradi ol ogy

140 Medical Toxicol ogy (Energency

Medi ci ne)
303 Flex Residents
403 Fam |y Medicine
018 Forensic Pathol ogy
019 Famly Practice

020 Geriatric Medicine (Famly Practice)

078 Facial Plastic Surgery

021 Sports Medicine (Famly Practice)

022 Gastroenterol ogy
061 Gynecol ogi cal Oncol ogy
023 General Practice

024 General Preventive Medicine

029 General Surgery

062 Gynecol ogy

037 Hemat ol ogy

038 Hepat ol ogy

107 Hemat ol ogy Pat hol ogy
030 Head & Neck Surgery
136 Hemat ol ogy/ Oncol ogy
070 Hand Surgery Othopedics
101 Hand Surgery Plastic
031 Hand Surgery

201 Hospitalists

039 dinical Cardiac El ectrophysiol ogy

040 Infectious D seases
004 | nmunol ogy

041 Clinical & Laboratory Immunology (IM

042 Internal Medicine

194 Interventional Cardiol ogy

043 Ceriatric Medicine (IM

044 Sports Medicine

309 Sports Medicine (Physical
and Rehabilitation) (IM

129 Legal Medicine

138 Medical Managenent

063 Maternal & Fetal Medicine

304 Maxillofacial Radiol ogy

053 Medical Genetics
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( DVP)

(EM
( MEM
( END)
(EP)
(ESM
( ESN)

(ETX)
( FLX)

(FOP)

( FPG)
( FPS)
(FSM
(GE)
(GO)
(GP)
(GPM

(PMV)
(LM
(MM

(MXR)

(DR)

(FM
(FP)

(GS)
(GYN)

( HEM
( HEP)
( HMVP)

( HSO)
( HSP)

(1 CE)

(1G

(10

(1'SM

(MM



108
195

Medi cal
| nt er nal

M cr obi ol ogy
Medi ci ne/ Fam |y Practice
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A8. (Conti nued:)

137
099

056
310
311

058
404
045
057
109
087
117
305

059
060
046
405
071
064
065
066
134
068
406
072
047
073
069
074
028
075
076
079
197
080
077
082
312
313
130
147
110
111
088

| nt ernal Medi ci ne/ Pedi atrics

Public Health & General
Preventive Medi cine

Neur ol ogy

| nt ernal Medi ci ne/ Neur ol ogy

Neur ol ogy/ Physi cal Medi ci ne
and Rehabilitation

Critical Care Medicine (Neurosurgery)

Neur odevel opnental Disability

Nephr ol ogy

Nucl ear Medi ci ne

Neur opat hol ogy

Neonat al / Peri natal Medi ci ne

Nucl ear Radi ol ogy

Neur ol ogy/ Di agnosti ¢ Radi ol ogy/
Neur or adi ol ogy

Neur ol ogi cal Surgery

Pedi atri c Neurosurgery

Nutrition

Neur opsychi atry

Adult Reconstructive Othopedics

Obstetrics & Gynecol ogy

Obstetrics

OB Critical Care Medicine

Foot & Ankle Orthopedics

Cccupati onal Medicine

Oral and Maxil | of aci al Surgery

Muscul oskel etal Oncol ogy

Medi cal Oncol ogy

Pedi atric Orthopedics

Opht hal nol ogy

Ot hopedi ¢ Surgery

Ot her Specialty

Sports Medicine (Othopedic Surgery)

Orthopedi ¢ Surgery of the Spine
Ot ol ogy

O ol ogy/ Neur ot ol ogy

Ot ol aryngol ogy

Ort hopedi ¢ Trauma

Psychi atry

Psychiatry/Fam |y Practice

| nternal Medici ne/ Psychi atry
Cli ni cal Pharnmacol ogy

Pul nonary Critical Care Medicine
Chem cal Pat hol ogy

Cyt opat hol ogy
Pedi atrics
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(MPD)

( MPH)
(N)
(MN)

( NCO)

(NM
(NP)
(NPM
(NR)

( NRN)

( NSP)
(NTR)

(OAR)
(0BG

(oM

(ON)
(OP)
(OPH)
(ORS)

(OSM
(0SS)
(am)
(NO)
(01O
(OTR)

( FPP)
(MP)
(PA)
( PCC)
(PCH)
( PCP)

(NPR)

( NDN)
( NEP)

(NS)

( NUP)

(0BS)
(0CO)
(OFA)

( OVF)
(OVO)

(0S)

(P)

(PD)



089 Pediatric Allergy ( PDA)
306 Pediatric Anesthesiology (Pediatrics) (PAN)
098 Pediatric Cardiol ogy ( PDC)
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A8.

(Conti nued:)

198
193
090
145
081
091
192

118
032
139
144
017

135
092
093
112
094

143
100
314

200

142
407

095
146
113
096
102
199
307
408
097
114
141

116
196
083
084
119
067

Pedi atric Cardi ot horacic Surgery
Pedi atric Enmergency Medi ci ne
Pedi atri ¢ Endocri nol ogy

Pedi atric Infectious Di seases
Pedi atric O ol aryngol ogy

Pedi atri ¢ Pul nonol ogy

Pedi atrics/ Psychiatry/Child &
Adol escent Ps

Pedi atri ¢ Radi ol ogy

Pedi atric Surgery

Medi cal Toxi col ogy (Pediatrics)

Pedi atri c Enmergency Medi ci ne

Pedi atric Energency Medicine
(Pedi atrics)

Forensic Psychiatry

Pedi atric Gastroenterol ogy

Pedi atri c Hemat ol ogy/ Oncol ogy

| mmunopat hol ogy

Clinical & Laboratory Inmmunol ogy
(Pedi atrics)

Pal | i ati ve Medi ci ne

Physi cal Medici ne & Rehab

I nt ernal Medi ci ne/ Physi cal Medi ci ne
& Rehabilitation

Physi cal Medicine & Rehabilitation
(Pedi atrics)

Pai n Medi ci ne

Sports Medicine (Physical

Medi ci ne and Rehabi litation)

Pedi atri c Nephrol ogy

Pedi atri c Opt hal nol ogy

Pedi atri c Pat hol ogy

Pedi atri ¢ Rheumat ol ogy

Pl astic Surgery/ Cosnetic Surgery

Phar maceuti cal Medi ci ne

Public Health

(PCS)
( EMP)
( PDE)

( PDP)

(CPP)
( PDR)
( PDS)
( PDT)
(PE)

( PEM
( PFP)
(PO

(PLI)
(PLM

(MPM

( PMP)
( PVD)

(PMM

(PO
(PP)
(PPR)
(PS)
(PHV
(PH

Pl astic Surgery within the Head and Neck

Sports Medicine (Pediatrics)

Anat om ¢/ Cl i ni cal Pat hol ogy

Medi cal Toxi col ogy (Preventive
Medi ci ne)

Pul nonary Di seases

| nt ernal Medi ci ne/ Preventi ve Medi ci ne

Psychoanal ysi s

Geriatric Psychiatry
Radi ol ogy

Reproducti ve Endocri nol ogy
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(PSM
(PTH)

(PTX)
( PUD)
(IPM
(PYA)

(R)
( REN)

(PDI)
(PDO)

(PHO)
(PI'P)

(PM

(PN)

(PSH)

(PYG)



048 Rheumat ol ogy ( RHU)
115 Radi oi sot opi ¢ Pat hol ogy (RIP)
120 Neur or adi ol ogy ( RNR)
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A8. (Conti nued:)

123 Radi ation Oncol ogy (RO
121 Radi ol ogi cal Physics

409 Pediatric Rehabilitation

150 Spinal Cord Injury (SCl)
149 Sl eep Medici ne (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 (V)
025 Undersea Medicine (UM
126 Pediatric Urol ogy (UP)
131 Unspecified (US)
122 Vascular & Interventional Radiol ogy (VMIR)
165 Vascul ar Medi ci ne (VM
034 Vascul ar Surgery (VS)
210 Devel opmental & Behavioral Pediatrics (DBP)
159 Proctol ogy

124 Thoracic Surgery (TS)
997 Other (list) - (USE VERY SPARINGLY; Thank
Term nat e)

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

(If code 2 in S1 [DO AOA LI ST])

301
202
002
003
004
005
006
006
006
006
006
007
007
008
009
009
009

Abdom nal Radi ol ogy AR
Al DS/ HI V Speci al i st

Al l ergy and | mmunol ogy Al
Al | ergy-Di agnosti c Lab I mmunol ogy ALI
| mmunol ogy

Preventive Medi ci ne- Aerospace Medi ci ne AM
Anest hesi ol ogy AN
Anest hesi ol ogy CAN
Anest hesi ol ogy | RA
Anest hesi ol ogy OBA
Anest hesi ol ogy PAN

Pai n Managenent

Pai n Managenent

Critical Care-Anesthesiology CCA
Car di ovascul ar Di seases- Cardi ol ogy

Car di ovascul ar Di seases- Car di ol ogy

Car di ovascul ar Di seases- Car di ol ogy
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(RP)
(RPM

( PRO)

and

(1C

APM
PMR

CvD
I C



190 Cardiovascul ar Surgery CDS
191 Craniofacial Surgery CFS
010 Pediatric Psychiatry CHP
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A8. (Conti nued:)

010 Pediatric Psychiatry
011 Colon & Rectal Surgery
012 Der mat ol ogy

015 Energency Medicine

014 Diagnostic Radi ol ogy

308 Internal Medicine/ Enmergency Medi ci ne

015 Enmergency Medicine
015 Energency Medicine
015 Energency Medi cine
302 Epi dem ol ogy

016 Sports Medicine (Enmergency Medicine)
017 Pediatric Emergency Medicine

303 Flex Residents

018 Forensic Pat hol ogy
019 Famly Practice
019 Famly Practice

020 Geriatrics-General or Famly Practice
020 Geriatrics-General or Famly Practice

021 Sports Medicine-Famly or
General Practice

021 Sports Medicine-Famly or
General Practice

022 Gastroenterol ogy

023 General Practice

024 Preventive Medicine

025 Undersea Medi cine

026 Abdom nal Surgery

027 Critical Care-Surgery or

027 Critical Care-Surgery or

028 Other Specialty

029 Surgery- Cener al

030 Head & Neck Surgery

031 Hand Surgery

031 Hand Surgery

201 Hospitalists

032 Pediatric Surgery

033 Traummtic Surgery

034 Vascul ar Surgery-General

034 Vascul ar Surgery-General

036 Endocri nol ogy

037 Hemat ol ogy

039 Cardi ac El ectrophysi ol ogy

040 Infectious Diseases

Tr
Tr

or
or

aunma
aunma

Peri pher al
Peri pher al

041 Diag Lab I munol ogy-1nt Med

042 Internal Medicine
194 Interventional Cardiol ogy

195 Internal Medicine/Famly Practice
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CRS

EM

VEM
EMS
FEM
| EM
EP

ESM
PEM
FLX
FOP

GFP
GGP

SFP

SGP

PVM
UM
AS
CCS
CCT

HNS
HS
HSS

PDS
TRS
GVS
PVS
END

<=0

| FP

PDP

DR

FP
UFP

» 3

HEM
| CE



042 Internal Medicine
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A8.

(Conti nued:)

043
309
044

044
044
044
044
045
046
047
048
050
051
053
054
054
055
056
310
311
056
056
056
305

057
057
057
058
059
061
062
062
063
304
064
064
065
066
067
068
068
069
069
069
069

Geriatrics-Internal Medicine
Geriatrics-Internal Medicine

Sports Medici ne (Physical Medicine &

Rehabilitati on)

Sports Medi ci ne

Sports Medici ne

Sports Medici ne

Sports Medi ci ne

Nephr ol ogy

Nutrition

Oncol ogy

Rheumat ol ogy

Clinical Cytogenetics

Clinical Genetics

Medi cal Cenetics

Pedi atric or Child Neurol ogy

Pedi atric or Child Neurol ogy

Cli ni cal Neurophysi ol ogy

Neur ol ogy

| nt ernal Medi ci ne/ Neur ol ogy

Neur ol ogy/ Physi cal Medi ci ne & Rehab

Neur ol ogy

Neur ol ogy

Neur ol ogy

Neur ol ogy/ Di agnosti ¢ Radi ol ogy/
Neur or adi ol ogy

Nucl ear Medi ci ne

Nucl ear Medi ci ne

Nucl ear Medi ci ne

Critical Care-Neuro Surgery

Neur ol ogi cal Surgery

Gynecol ogi cal Oncol ogy

Gynecol ogy

Gynecol ogy
Mat ernal & Fetal Medicine

Maxi | | of aci al Radi ol ogy
Cbstetrics & Gynecol ogy
Obstetrics & Gynecol ogy
Obstetrics

Critical Care-Obstetrics & Gynecol ogy

Reproducti ve Endocri nol ogy
Cccupati onal Medicine
Cccupati onal Medici ne
Opht hal nol ogy
Opht hal nol ogy
Opht hal nol ogy
Opht hal nol ogy

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.141

GER
G M

NTR

RHU
CCG
CG
I MG
CHN
PDN

NIVD
NP
NPN

NRN
NI
NM

NCC

MXR
0BG
oCcC
OCM
COR

OAS
OCR

PVM
| SM
PMS
RMS
SM
NEP

CN

NPR

NS

GYN
MFM

OBS



069 Opht hal nol ogy OPH
069 Opht hal nol ogy VRS
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A8. (Conti nued:)

070
071
072
073
074
074
074
075
076
078
080
080
080
197
081
082
312
313
083
084
085

085

086
087
088
089
306
091
198
092
093
094
095
192

096
097
098
099
099
099

099

Hand Surgery-Orthopedic Surg

Adult Reconstructive Othopedics

Muscul oskel etal Oncol ogy

Pedi atric Orthopedics

Ort hopedi ¢ Surgery

Ort hopedi ¢ Surgery

Ot hopedi ¢ Surgery

Sports Medi ci ne- Ot hopedi c Surgery

Ort hopedi ¢ Surgery- Spi ne

Facial Plastic Surgery

O ol aryngol ogy or Rhi nol ogy

Ot ol aryngol ogy or Rhi nol ogy

O ol aryngol ogy or Rhi nol ogy

Ot ol ogy/ Neur ot ol ogy

Pedi atric Ot ol aryngol ogy

Psychi atry

Psychiatry/Fam |y Practice

Psychi atry/ I nternal Medicine

Psychoanal ysi s

Geriatric Psychiatry

Adol escent Medici ne-Fam |y or
General Practice

Adol escent Medi ci ne-Fam |y or
General Practice

Pedi atric Intensive Care

Neonat ol ogy

Pedi atrics

Pedi atric Allergy & I nmmunol ogy

Pedi atric Anesthesiol ogy (Pediatrics)
Pedi atri c Pul nol ogy Medi ci ne

Pedi atric Cardi ot horacic Surgery

Pedi atric Gastroenterol ogy

Pedi atri c Hemat ol ogy- Oncol ogy

Pedi atric Diag Lab I nmunol ogy

Pedi atri c Nephrol ogy

Pedi atrics/ Psychiatry/Child &

Adol escent Ps

Pedi atri ¢ Rheumat ol ogy

Sports Medicine - Pediatrics

Pedi atric Cardi ol ogy

Preventive Medicine, Epidem ol ogy
or Public Health

Preventive Medicine, Epidem ol ogy
or Public Health

Preventive Medicine, Epidem ol ogy
or Public Health

Preventive Medicine, Epidem ol ogy
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HSO
OAR
AJl

ORS
OPL
oTL
OTR
RHI

NO

FPP

PYA

AFP
AGP
NE

PAN
PDX

PCS
PG

CPP
PPR
PSM

EPI

PH

OSM
GSS

PYG

PI C

PD
PAI

PHO
PLI
PNP

PDC



or Public Health PHP
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A8. (Conti nued:)

199
100
100
100
314

100
200

101
102
102
103
104
104
105
106
107
108
109
110
111
112
113
114
114
115
307
196
116
116
117
118
119
119
119
119
119
120
121
122
122
123
123
124

124

Phar maceuti cal Medi ci ne

Physi cal Medi ci ne & Rehabi

Physi cal Medi ci ne & Rehabi

Physi cal Medi ci ne & Rehabi

| nt ernal Medi ci ne/ Physi cal
Rehabilitation

Physi cal Medi ci ne & Rehabi

Physi cal Medi ci ne & Rehabi
(Pedi atrics)

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- Transfusi on Medi ci ne

Clinical 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 atri c Pat hol ogy

itation
itation
itation
Medi ci ne &

itation
itation

Anat om c/ Cl i ni cal Pathol ogy
Anat om c/ Cl i ni cal Pat hol ogy

Radi oi sot opi ¢ Pat hol ogy
Public Health

| nt ernal Medi ci ne/ Preventi ve Medi ci ne

Pul nonary Di seases
Pul nronary Di 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'| Radi ol ogy

Radi ati on Oncol ogy

Radi ati on Oncol ogy

Car di ovascul ar or Thoracic
Car di ovascul ar Surgery

Car di ovascul ar or Thoracic
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PHM

AP

CLP
DPT

NPT
CP
cY

PP
APL
PTH
RI P
PH

| PM
PUD
PUL
NR

PRD
DUS

R
RT
RTD
NRA

RO
TR

PM
I AR
PDR

RM

PMVP
HSP

PLR

BBT
LBM

HEP

| PT

RP
ANG
SCL

CVS



Car di ovascul ar Surgery
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TS



A8. (Conti nued:)

125 Urol ogy U
125 Urol ogy URS
126 Pediatric Urol ogy uP
127 Addictive Diseases ADD
128 Critical Care-Medicine CCM
129 Legal Medi cine LM
130 dlinical Pharmacol ogy PA
131 Unknown Bl ank

133 Adol escent Medi ci ne ADL
134 Othopedic Foot & Ankle Surg OFA
135 Forensic Psychiatry FPS
136 Hemat ol ogy & Oncol ogy HEO
137 Internal Med-Pediatrics | PD
139 Toxi col ogy

142 Psychosomati c Medici ne PYM
145 Pediatric Infectious Di seases

146 Pedi atric Opht hal nol ogy PO
147 Pul nmonary-Critical Care PUC
153 MOHS M crographic Surgery

154 Hair Transpl ant

155 Osteo Manipul ative Treat +1 oML
156 Osteopathic Manipul ati ve Medi ci ne Oow
157 Sports Medicine - OW ovs
158 Osteo Mani pul ative Medici ne omMr
159 Proctol ogy

160 Internship

161 Retired RET
162 Transitional Year TY
209 Nucl ear Cardi ol ogy NC
210 Devel opnental & Behavioral Pediatrics DBP
159 Proctol ogy

124 Thoracic Surgery TS
410 Clinical Neurophysiol ogy

411 Hemat ol ogy/ Oncol ogy HO
413 Nutrition NTR
414 Pul nonary Critical Care Medicine PCC
415 Pediatric Infectious Disease PDI
416 Pedi atric Nephrol ogy

417 Spinal Cord Injury Medicine SCl
997 Other (list) - (USE VERY SPARINGLY;
Term nat e)

998 ( DK) (Thank and Term nat e)

999 (Refused) (Thank and Term nate)
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X

PI D

PRO

CN

PN

Thank and




(1
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(If code 003, 005-007, 013-014, 018, 025, 028,
057, 099, 103-115, 117-122, 129-131, 135,
138-141, 148, 160-162, 209, 301-307, or 402 in A8,

Conti nue;
Ot herwi se, Skip to Note before A9)

READ: In this survey, we are only interview 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 tinme, but we thank
you for your cooperati on. - (Thank and
Ter m nat e)

(I'f code 201 in A8, Skip to Al7;

If code 042, 088, 137, or 195 in A8, Continue;

| f code 001-002, 004, 009, 012, 015-016,
020- 022, 024, 035-041, 043-048, 055-056, 085,

116, 128, 136, 142, 143, 147, 149, 194, 196, 199, 308,
310, 313, 314, or 414 in A8, Skip to A9a;
| f code 017, 049-054, 063, 086-087,

089- 094, 095-098, 133, 144-145, 192, 193,

200, 210, 409, 415, or 416 in A8, Skip to A9b;
Ot herwi se, Skip to Alb)

A9. (If code 042, 088, 137, or 195 in A8, ask:) Do you
spend nore hours weekly in general (response in A8),
or a subspecialty in (response in A8)? (INTERVI EVER
NOTE. |f respondent says 50/50 split, code as 1)

1 General - (Skip to AlL)
2 Subspecialty (including adol escent
medi ci ne or geriatrics) - (Skip to AlQ0)
8 ( DK) (Skip to Al5)
9 (Ref used) (Skip to AZ%) (1069)
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A9a.

A9b.

(If

code 001-002, 004, 009, 012, 015-016, 020-022,

024,

035- 041, 043-048, 055-056, 085, 116, 128, 136,

142,

143, 147, 149, 194, 196, 199, 308, 310, 313,

314,

OR 414 in A8, ask:) Do you spend npbst of your

time practicing in (response in A8), or in general
internal nedicine? (INTERVIEWER NOTE: |f respondent
says 50/50 split, code as 1)

1 Subspecialty
2 General internal nmedicine (or

general famly practice)
3 General pediatrics
8 ( DK)
9 (Ref used)

(Al in A9a, Skip to Alb)

(If code 017, 049-054, 063, 086-087, 089-098, 133

144- 145, 192, 193, 200, 210, 409, 415, or 416 in A8,

ask:) Do you spend nobst of your time practicing in
(response in A8), or in general pedi atrics?

(I NTERVI EMER NOTE: |f respondent says 50/50 split,

code as 1)

N -

Subspecialty

General internal nedicine (Genera
Fam |y Practice)

General pediatrics

( DK)
(Ref used)

(ALl in A9b, Skip to Al5)
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Al10. (If code 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 nopst
hours weekly. (Open ended and code from hard copy)
( CHECK SPELLI NG)

(If code 1 in S1 [MD-AMA LI ST])

301 Abdom nal Radi ol ogy (AR)
202 AI DS/ HI V Speci al i st
001 Allergy (A)
133 Adol escent Medicine Pediatrics ( ADL)
127 Addiction Medicine ( ADM
132 Addiction Psychiatry ( ADP)
002 Allergy & I munol ogy (Al)
003 Allergy & Inmunol ogy/
Di agnosti c Laboratory I mmunol ogy (ALI)
005 Aerospace Medicine (AM
085 Adol escent Medicine (Internal Medicine) (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/ Transfusi on Medi ci ne ( BBK)
190 Cardi ovascul ar Surgery ( CDS)
008 Critical Care Medicine (Anesthesiol ogy) (CCA)
050 dinical Cytogenetics (CCO
191 Craniofacial Surgery (CFS)
128 Critical Care Medicine (Internal
Medi ci ne) (Ccc™m
086 Critical Care Pediatrics (CCP)
027 Critical Care Surgery (CCS)
009 Cardiovascul ar Di sease (CD)
051 dinical Cenetics (CQ
054 Child Neurol ogy ( CHN)
010 Child & Adol escent Psychiatry (CHP)
049 Cdinical Biochem cal Genetics (CCQ
105 dCinical Pathol ogy (CLP)
052 CdCinical Mol ecular Genetics (CMO)
055 dinical Neurophysiol ogy (CN)
011 Colon & Rectal Surgery (CRS)
401 Cosnetic Surgery (CS)
124 Cardi ot horaci c Surgery (CTS)
012 Der mat ol ogy (D)
164 Der mat ol ogi ¢ Surgery (DS)
013 dCinical & Laboratory
Der mat ol ogi cal | nmmunol ogy (DDL)
035 Di abetes (DI A)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.151



Al10. (Conti nued:)

106 Der nmat opat hol ogy
014 Di agnostic Radi ol ogy
015 Enmergency Medicine

308 Internal Medicine/ Emergency Medicine
036 Endocrinol ogy, Diabetes & Metabolism

302 Epi dem ol ogy

016 Sports Medicine (Enmergency Medicine)
402 Endovascul ar Surgi cal Neuroradi ol ogy

140 Medical Toxicol ogy (Energency

Medi ci ne)
303 Flex Residents
403 Fam |y Medicine
018 Forensic Pathol ogy
019 Famly Practice

020 Geriatric Medicine (Famly Practice)

078 Facial Plastic Surgery

021 Sports Medicine (Famly Practice)

022 Gastroenterol ogy
061 Gynecol ogi cal Oncol ogy
023 General Practice

024 General Preventive Medicine

029 General Surgery

062 Gynecol ogy

037 Hemat ol ogy

038 Hepat ol ogy

107 Hemat ol ogy Pat hol ogy
030 Head & Neck Surgery
136 Hemat ol ogy/ Oncol ogy
070 Hand Surgery Othopedics
101 Hand Surgery Plastic
031 Hand Surgery

201 Hospitalists

039 dinical Cardiac El ectrophysiol ogy

040 Infectious D seases
004 | nmunol ogy

041 Clinical & Laboratory Immunology (IM

042 Internal Medicine

194 Interventional Cardiol ogy

043 Ceriatric Medicine (IM

044 Sports Medicine

309 Sports Medicine (Physical
and Rehabilitation) (IM

129 Legal Medicine

138 Medical Managenent

063 Maternal & Fetal Medicine

304 Maxillofacial Radiol ogy

053 Medical Genetics
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( DVP)

(EM
( MEM
( END)
(EP)
(ESM
( ESN)

(ETX)
( FLX)

(FOP)

( FPG)
( FPS)
(FSM
(GE)
(GO)
(GP)
(GPM

(PMV)
(LM
(MM

(MXR)

(DR)

(FM
(FP)

(GS)
(GYN)

( HEM
( HEP)
( HMVP)

( HSO)
( HSP)

(1 CE)

(1G

(10

(1'SM

(MM



108
195

Medi cal
| nt er nal

M cr obi ol ogy
Medi ci ne/ Fam |y Practice
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(I FP)

(M



Al10. (Conti nued:)

137
099

056
310
311

058
404
045
057
109
087
117
305

059
060
046
405
071
064
065
066
134
068
406
072
047
073
069
074
028
075
076
079
197
080
077
082
312
313
130
147
110
111
088

| nt ernal Medi ci ne/ Pedi atrics

Public Health & General
Preventive Medi cine

Neur ol ogy

| nt ernal Medi ci ne/ Neur ol ogy

Neur ol ogy/ Physi cal Medi ci ne
and Rehabilitation

Critical Care Medicine (Neurosurgery)

Neur odevel opnental Disability

Nephr ol ogy

Nucl ear Medi ci ne

Neur opat hol ogy

Neonat al / Peri natal Medi ci ne

Nucl ear Radi ol ogy

Neur ol ogy/ Di agnosti ¢ Radi ol ogy/
Neur or adi ol ogy

Neur ol ogi cal Surgery

Pedi atri c Neurosurgery

Nutrition

Neur opsychi atry

Adult Reconstructive Othopedics

Obstetrics & Gynecol ogy

Obstetrics

OB Critical Care Medicine

Foot & Ankle Orthopedics

Cccupati onal Medicine

Oral and Maxil | of aci al Surgery

Muscul oskel etal Oncol ogy

Medi cal Oncol ogy

Pedi atric Orthopedics

Opht hal nol ogy

Ot hopedi ¢ Surgery

Ot her Specialty

Sports Medicine (Othopedic Surgery)

Orthopedi ¢ Surgery of the Spine
Ot ol ogy

O ol ogy/ Neur ot ol ogy

Ot ol aryngol ogy

Ort hopedi ¢ Trauma

Psychi atry

Psychiatry/Fam |y Practice

| nternal Medici ne/ Psychi atry
Cli ni cal Pharnmacol ogy

Pul nonary Critical Care Medicine
Chem cal Pat hol ogy

Cyt opat hol ogy
Pedi atrics
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(MPD)

( MPH)
(N)
(MN)

( NCO)

(NM
(NP)
(NPM
(NR)

( NRN)

( NSP)
(NTR)

(OAR)
(0BG

(oM

(ON)
(OP)
(OPH)
(ORS)

(OSM
(0SS)
(am)
(NO)
(01O
(OTR)

( FPP)
(MP)
(PA)
( PCC)
(PCH)
( PCP)

(NPR)

( NDN)
( NEP)

(NS)

( NUP)

(0BS)
(0CO)
(OFA)

( OVF)
(OVO)

(0S)

(P)

(PD)



089 Pediatric Allergy ( PDA)
306 Pediatric Anesthesiology (Pediatrics) (PAN)
098 Pediatric Cardiol ogy ( PDC)
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A10.

(Conti nued:)

198
193
090
145
081
091
192

118
032
139
144
017

135
092
093
112
094

143
100
314

200

142
407

095
146
113
096
102
199
307
408
097
114
141

116
196
083
084
119
067

Pedi atric Cardi ot horacic Surgery
Pedi atric Enmergency Medi ci ne
Pedi atri ¢ Endocri nol ogy

Pedi atric Infectious Di seases
Pedi atric O ol aryngol ogy

Pedi atri ¢ Pul nonol ogy

Pedi atrics/ Psychiatry/Child &
Adol escent Ps

Pedi atri ¢ Radi ol ogy

Pedi atric Surgery

Medi cal Toxi col ogy (Pediatrics)

Pedi atri c Enmergency Medi ci ne

Pedi atric Energency Medicine
(Pedi atrics)

Forensic Psychiatry

Pedi atric Gastroenterol ogy

Pedi atri c Hemat ol ogy/ Oncol ogy

| mmunopat hol ogy

Clinical & Laboratory Inmmunol ogy
(Pedi atrics)

Pal | i ati ve Medi ci ne

Physi cal Medici ne & Rehab

I nt ernal Medi ci ne/ Physi cal Medi ci ne
& Rehabilitation

Physi cal Medicine & Rehabilitation
(Pedi atrics)

Pai n Medi ci ne

Sports Medicine (Physical

Medi ci ne and Rehabi litation)

Pedi atri c Nephrol ogy

Pedi atri c Opt hal nol ogy

Pedi atri c Pat hol ogy

Pedi atri ¢ Rheumat ol ogy

Pl astic Surgery/ Cosnetic Surgery

Phar maceuti cal Medi ci ne

Public Health

(PCS)
( EMP)
( PDE)

( PDP)

(CPP)
( PDR)
( PDS)
( PDT)
(PE)

( PEM
( PFP)
(PO

(PLI)
(PLM

(MPM

( PMP)
( PVD)

(PMM

(PO
(PP)
(PPR)
(PS)
(PHV
(PH

Pl astic Surgery within the Head and Neck

Sports Medicine (Pediatrics)

Anat om ¢/ Cl i ni cal Pat hol ogy

Medi cal Toxi col ogy (Preventive
Medi ci ne)

Pul nonary Di seases

| nt ernal Medi ci ne/ Preventi ve Medi ci ne

Psychoanal ysi s

Geriatric Psychiatry
Radi ol ogy

Reproducti ve Endocri nol ogy
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(PSM
(PTH)

(PTX)
( PUD)
(IPM
(PYA)

(R)
( REN)

(PDI)
(PDO)

(PHO)
(PI'P)

(PM

(PN)

(PSH)

(PYG)



048 Rheumat ol ogy ( RHU)
115 Radi oi sot opi ¢ Pat hol ogy (RIP)
120 Neur or adi ol ogy ( RNR)
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Al10. (Conti nued:)

123 Radi ation Oncol ogy (RO
121 Radi ol ogi cal Physics

409 Pediatric Rehabilitation

150 Spinal Cord Injury (SCl)
149 Sl eep Medici ne (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 (V)
025 Undersea Medicine (UM
126 Pediatric Urol ogy (UP)
131 Unspecified (US)
122 Vascular & Interventional Radiol ogy (VMIR)
165 Vascul ar Medi ci ne (VM
034 Vascul ar Surgery (VS)
210 Devel opmental & Behavioral Pediatrics (DBP)
159 Proctol ogy

124 Thoracic Surgery (TS)
997 Other (list) - (USE VERY SPARINGLY; Thank
Term nat e)

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

(If code 2 in S1 [DO AOA LI ST])

301
202
002
003
004
005
006
006
006
006
006
007
007
008
009
009
009

Abdom nal Radi ol ogy AR
Al DS/ HI V Speci al i st

Al l ergy and | mmunol ogy Al
Al | ergy-Di agnosti c Lab I mmunol ogy ALI
| mmunol ogy

Preventive Medi ci ne- Aerospace Medi ci ne AM
Anest hesi ol ogy AN
Anest hesi ol ogy CAN
Anest hesi ol ogy | RA
Anest hesi ol ogy OBA
Anest hesi ol ogy PAN

Pai n Managenent

Pai n Managenent

Critical Care-Anesthesiology CCA
Car di ovascul ar Di seases- Cardi ol ogy

Car di ovascul ar Di seases- Car di ol ogy

Car di ovascul ar Di seases- Car di ol ogy
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(RP)
(RPM

( PRO)

and

(1C

APM
PMR

CvD
I C



190 Cardiovascul ar Surgery CDS
191 Craniofacial Surgery CFS
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Al10. (Conti nued:)

010 Pediatric Psychiatry
010 Pediatric Psychiatry
011 Colon & Rectal Surgery
012 Der mat ol ogy

015 Energency Medi cine

014 Di agnostic Radi ol ogy

308 Internal Medicine/ Emergency Medicine

015 Energency Medicine
015 Energency Medi cine
015 Energency Medi ci ne
302 Epi dem ol ogy

016 Sports Medicine (Energency Medicine)
017 Pediatric Enmergency Medicine

303 Flex Residents

018 Forensic Pathol ogy
019 Famly Practice
019 Famly Practice

020 Geriatrics-General or Famly Practice
020 Geriatrics-General or Famly Practice

021 Sports Medicine-Famly or
General Practice

021 Sports Medicine-Famly or
General Practice

022 Gastroenterol ogy

023 Ceneral Practice

024 Preventive Medicine

025 Undersea Medi ci ne

026 Abdom nal Surgery

027 Critical Care-Surgery or

027 Critical Care-Surgery or

028 Ot her Specialty

029 Surgery- CGener al

030 Head & Neck Surgery

031 Hand Surgery

031 Hand Surgery

201 Hospitalists

032 Pediatric Surgery

033 Traumatic Surgery

034 Vascul ar Surgery-General

034 Vascul ar Surgery- Gener al

036 Endocri nol ogy

037 Hemat ol ogy

039 Cardi ac El ectrophysi ol ogy

040 Infectious Diseases

Tr
Tr

or
or

aunma
aunm

Peri pher al
Peri pher al

041 Diag Lab I munol ogy-Int Med

042 Internal Medicine
194 Interventional Cardiol ogy
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CRS

EM

VEM
EMS
FEM
| EM
EP

ESM
PEM
FLX
FOP

GFP
GGP

SFP

SGP

PVM
UM
AS
CCS
CCT

HNS
HS
HSS

PDS
TRS
GVS
PVS
END

<0

CHP
PDP

DR

FP
UFP

» 3

HEM
| CE



195 Internal Medicine/Famly Practice | FP
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Al10. (Conti nued:)

042 Internal Medicine | P
043 Geriatrics-Internal Medicine GER
309 Ceriatrics-Internal Medicine G M
044 Sports Medicine (Physical Medicine &

Rehabilitation) PVM
044 Sports Medicine | SM
044 Sports Medicine PMS
044 Sports Medicine RMS
044 Sports Medicine SM
045 Nephrol ogy NEP
046 Nutrition NTR
047 Oncol ogy ON
048 Rheumat ol ogy RHU
050 dinical Cytogenetics CCG
051 Cdinical Genetics CG
053 Medical Genetics I MG
054 Pediatric or Child Neurol ogy CHN
054 Pediatric or Child Neurology PDN
055 dinical Neurophysiol ogy CN
056 Neurol ogy N
310 Internal Medicine/ Neurol ogy VN
311 Neurol ogy/ Physical Medicine & Rehab NPR
056 Neurol ogy NVD
056 Neurol ogy NP
056 Neurol ogy NPN
305 Neurol ogy/ Di agnosti ¢ Radi ol ogy/

Neur or adi ol ogy NRN

057 Nucl ear Medi cine N
057 Nucl ear Medi cine NM
057 Nucl ear Medi cine NV
058 Critical Care-Neuro Surgery NCC
059 Neurol ogical Surgery NS
061 Gynecol ogi cal Oncol ogy GO
062 Gynecol ogy GS
062 Gynecol ogy GYN
063 Maternal & Fetal Medicine MFM
304 Maxill of aci al Radi ol ogy MXR
064 Qobstetrics & Gynecol ogy OoBG
064 Obstetrics & Gynecol ogy oGS
065 Obstetrics OBS
066 Critical Care-Obstetrics & Gynecol ogy OCC
067 Reproductive Endocri nol ogy RE
068 Occupational Medicine OCM
068 Occupational Medicine oM
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Al10. (Conti nued:)

069
069
069
069
069
069
070
071
072
073
074
074
074
075
076
078
080
080
080
197
081
082
312
313
083
084
085

085

086
087
088
089
306
091
198
092
093
094
095
192

096
097
098

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-Orthopedic Surg

Adul t Reconstructive Othopedics

Muscul oskel etal Oncol ogy

Pedi atric Orthopedics

Ot hopedi ¢ Surgery

Ort hopedi ¢ Surgery

Ort hopedi ¢ Surgery

Sports Medicine-Othopedic Surgery

Ort hopedi ¢ Surgery- Spi ne

Faci al Plastic Surgery

O ol aryngol ogy or Rhi nol ogy

Ot ol aryngol ogy or Rhi nol ogy

Ot ol aryngol ogy or Rhi nol ogy

Ot ol ogy/ Neur ot ol ogy

Pedi atric O ol aryngol ogy

Psychi atry

Psychiatry/Fam |y Practice

Psychi atry/ I nternal Medicine

Psychoanal ysi s

Geriatric Psychiatry

Adol escent Medi ci ne-Fam |y or
General Practice

Adol escent Medici ne-Fam |y or
General Practice

Pedi atric Intensive Care

Neonat ol ogy

Pedi atrics

Pediatric Allergy & I munol ogy

Pedi atric Anesthesiol ogy (Pediatrics)
Pedi atri c Pul nol ogy Medi ci ne

Pedi atric Cardi ot horacic Surgery

Pedi atric Gastroenterol ogy

Pedi atri ¢ Hemat ol ogy- Oncol ogy

Pedi atric Diag Lab I mmunol ogy

Pedi atric Nephrol ogy

Pedi atrics/ Psychiatry/Child &
Adol escent Ps

Pedi atri ¢ Rheumat ol ogy

Sports Medicine - Pediatrics
Pedi atri c Cardi ol ogy
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COR
OAS
OCR

OPH
VRS
HSO
OAR

AJl
ORS
OPL
OrL
OTR
RHI
NO

FPP

PYA

AFP

AGP

NE

PAN
PDX
PCS
PG

CPP
PPR
PSM

OSM
GSS

PYG

PI C

PD
PAI

PHO
PLI
PNP

PDC



Al10. (Conti nued:)

099

099

099

099

199
100
100
100
314

100
200

101
102
102
103
104
104
105
106
107
108
109
110
111
112
113
114
114
115
307
196
116
116
117
118
119
119
119
119
119
120

Preventive Medicine, Epidem ol ogy

or Public Health

Preventive Medicine, Epidem ol ogy

or Public Health

Preventive Medicine, Epidem ol ogy

or Public Health

Preventive Medicine, Epidem ol ogy

or Public Health
Phar maceuti cal Medi ci ne
Physi cal Medi ci ne & Rehabi
Physi cal Medi ci ne & Rehabi
Physi cal Medi ci ne & Rehabi
| nt ernal Medi ci ne/ Physi cal
Rehabilitation
Physi cal Medi ci ne & Rehabi
Physi cal Medi ci ne & Rehabi
(Pedi atrics)
Hand Surgery-Plastic Surg
Pl astic Surgery
Pl astic Surgery
Anat om c¢ Pat hol ogy

Bl ood Banki ng- Transfusi on Medi ci ne
Bl ood Banki ng- Transfusi on Medi ci ne

Clini 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 atri c Pat hol ogy

itation
itation
itation
Medi ci ne &

itation
itation

Anat om c/ Cl i ni cal Pathol ogy
Anat om c/ Cl i ni cal Pat hol ogy

Radi oi sot opi ¢ Pat hol ogy
Public Health

| nt ernal Medi ci ne/ Preventi ve Medi ci ne

Pul nonary Di seases
Pul nonary Di 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
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EPI

PH

PHP
PHM

AP

CLP
DPT

NPT
CP
cY

PP
APL
PTH
RI P
PH

| PM
PUD
PUL
NR

PRD
DUS

R
RT
RTD
NRA

PM
I AR
PDR

RM

PMVP
HSP

PLR

BBT
LBM

HEP

| PT



Al10. (Conti nued:)

121
122
122
123
123
124

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
210
159
124
410
411
413
414
415
416

Radi ol ogi cal Physics
Angi ography & Intervent'| Radi ol ogy
Angi ography & Intervent'| Radi ol ogy
Radi ati on Oncol ogy
Radi ati on Oncol ogy
Cardi ovascul ar or Thoracic
Car di ovascul ar Surgery
Car di ovascul ar or Thoracic
Car di ovascul ar Surgery
Ur ol ogy
Ur ol ogy
Pedi atric Urol ogy
Addi ctive Di seases
Critical Care-Medicine
Legal Medicine
Cli ni cal Pharnmacol ogy
Unknown Bl ank
Adol escent Medi ci ne
Ot hopedi ¢ Foot & Ankle Surg
Forensi c Psychiatry
Hemat ol ogy & Oncol ogy
| nternal Med- Pedi atrics
Toxi col ogy
Psychosomati ¢ Medi ci ne
Pedi atric Infectious Di seases
Pedi atri ¢ Opht hal nol ogy
Pul nonary-Critical Care
MOHS M crographi c Surgery
Hai r Transpl ant
Osteo Mani pul ative Treat +1
Ost eopat hi ¢ Mani pul ati ve Medi ci ne
Sports Medicine - OW
Ost eo Mani pul ative Medi ci ne
Proct ol ogy
I nternship
Retired
Transitional Year
Nucl ear Car di ol ogy
Devel opnental & Behavioral Pediatrics
Proct ol ogy
Thoraci ¢ Surgery
Cli ni cal Neurophysi ol ogy
Hemat ol ogy/ Oncol ogy
Nutrition
Pul monary Critical Care Medicine
Pedi atric Infectious Disease
Pedi atric Nephrol ogy
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RO
TR

URS
uP
ADD
CCM
LM
PA

ADL
OFA
FPS
HEO
| PD

PYM

PO
PUC

oML
Ow
Oowvs
oMr

RET
TY
NC
DBP

TS

HO
NTR
PCC
PDI

RP
ANG
SCL

CvsS

TS

X

PI D

PRO

CN

PN



417 Spinal Cord Injury Medicine SCI
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Al10. (Conti nued:)

997 Other (list) - (USE VERY SPARI NGLY; Thank and

Term nat e)

998 ( DK) (Thank and Term nat e)

999 (Refused) (Thank and Term nate)

(If code 003, 005-007, 013-014, 018, 025, 028,
057, 099, 103-115, 117-122, 129-131, 135, 138-141,
148, 160-162, 209, 301-307, or 402 in AlO0, Continue;
Ot herwi se, Skip to Note before All)

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

(If code 201 in A10, Skip to Al7;
Ot herwi se, Conti nue)
All. Are you board-certified in (response in Al0)?

1 Yes

2 No

8 ( DK)

9 (Refused) (1358)
(Question Al2 del eted) HOLD (1630)
Al13. Are you board-certified in (response in A8)?

1 Yes

2 No

8 ( DK)

9 (Refusedy (1631)
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(I'f code 2, 8, or 9 in All AND Al13, Skip to Al7;

Ot herwi se, Skip to Al9)
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(Question Al4 del eted) HOLD

Al5. Are you board-certified in (response in A8)7?
(I NTERVI EVER  NOTE: | f physi ci an says " Boar d-

Certified in Internal Medicine" or "Board-Certified

in Pediatrics", code as 1)

BDCTPSP

1 Yes

2 No

8 ( DK)

9 (Ref used)

(If code 1 in Al5, Skip to Al9;
Ot herwi se, Conti nue)

(Question Al6 del et ed) HOLD

Al7. Are you board certified in any specialty?
BDCTAY

1 Yes
2 No
8 ( DK)
9 (Ref used)
(Question Al8 del et ed) HOLD

A19. Many of the remaining questions are about your
practice and your relationships wth patients.
Before we begin those questions, let me ask you:
Thi nking very generally about your satisfaction with
your overall career in nedicine, would you say that
you are CURRENTLY (read 5-1)7?

CARSAT
5 Very satisfied
4 Sonewhat sati sfied
3 Sonmewhat di ssatisfied
2 Very dissatisfied, OR
1 Nei t her satisfied nor dissatisfied
8 ( DK)
9 (Ref used)
CLOCK:

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.169

(1633)

(1636)

(1078)

(1079)

(1080)
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SECTI ON B
UTI LI ZATI ON OF TI ME; PRODUCTI VI TY,;
| NFORMATI ON BROUGHT BY PATI ENTS; CASE M X

TI ME AND PRODUCTI VI TY

Bl. Approximately how many weeks did you practice
medi ci ne during 2003? Exclude tine mssed due to

vacati on, i1l ness, and ot her absences. (L f
necessary, say:) Exclude famly leave, mlitary
service, and professional conf erences. If your

office is closed for several weeks of the year,
t hose weeks should NOT be counted as weeks worked
(I NTERVI EWNER NOTE: Response refers to all practices,
not just nmain practice) (Open ended and code actual

nunber)

53-
97  (BLOCK)

DK  ( DK)
RF (Ref used)

(1C

B2. During your | ast conpl ete week of wor k,
approxi mately how many hours did you spend in all
medi cally-related activities? Please include al
time spent in admnistrative tasks, professional
activities, and direct patient care. Exclude time on
call when not actually working. (INTERVI EMER NOTE:
If necessary, read:) Direct patient care includes
time spent on patient record Kkeeping, patient-
related office work, and travel time connected with
seeing patients. (Open ended and code actual nunber)
(I NTERVI EMER NOTE: Response refers to all practices,
not just main practice)

169-
997 (BLOCK)
DK  (DK)

RF  (Refused)
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[ Del et ed Not e]
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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? Direct care of patients includes
face-to-face <contact wth patients, as well as
patient record keeping and office work, travel tine
connected with seeing patients, and comunication
with other physicians, hospitals, pharnmacies, and
other places on a patient's behalf. (INTERVI EVER
NOTE:) (If necessary, say:) |INCLUDE tinme spent on
patient record keeping, patient-related office work,
and travel time connected wth seeing patients.
EXCLUDE tinme spent in training, t eachi ng, or
resear ch, any hours on-call when not actually
wor ki ng, and travel between hone and work at the
begi nning and end of the work day. (If appropriate,
say:) [INCLUDE ALL PRACTICES, not just the nmain
practice. (Open ended and code actual nunber)

(If code DK or RF in B2, ask:) About how nmany hours
did you spend in direct patient care activities? (If
necessary, say:) EXCLUDE time 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 PRACTICES, not just
the main practice. (Open ended and code actual

nunber)

169-

997 ( BLOCK)

DK ( DK) (Skip to Note after B5)
RF  (Refused) (Skip to Note after B5)

(1086 - 1088)

(If response in B3 = response in B2, Continue;
If response in B3 > response in B2, Skip to B4,
Ot herwi se, Skip to Note after B5)

B3a. So, you spent all of your time working in direct
patient care activities, is that right?

1 Yes - (Skip to Note after B5)
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2 No - (Continue)

8 ( DK) (Skip to Note after B5)

9 (Refused) (Skip to Note after B5) (1115)
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B3b. (If code 2 in B3a, ask:) | have recorded that you
spent (response in B2) hours in all nedically
related activities and (response in B3) hours in
direct patient care. Wiich of these is incorrect?

VEDPAT
1 Al'l medically rel ated
activities hours - (Continue)
2 Direct patient care hours - (Skip to B3d)
3 (Neither are correct) - (Continue)

4 (Both are correct) (Skip to Note after B5)
( DK) (Skip to Note after B5)
(Ref used) (Skip to Note after B5)

©

(1116)

B3c. (If code 1 or 3 in B3b, ask:) Thinking of your | ast
conpl ete week of work, approximtely how many hours
did you spend in all nedically related activities?

Pl ease include all tine spent in admnistrative
tasks, professional activities, and direct patient
care. Exclude tinme on call when not actually
wor ki ng. (Open ended and code actual nunber)

HRSVD B
169-
997 ( BLOCK)
DK  ( DK)

RF  (Refused)
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(If code 1 in B3b, Skip to Note after B5;
Ot herwi se, Conti nue)

B3d. (If code 2 or 3 in B3b, ask:) Thinking of your | ast
conpl ete week of work, about how many hours did you
spend in direct patient care activities? (If
necessary, say:) INCLUDE tinme spent on patient
record-keeping, patient-related office work, and
travel time connected with seeing patients. EXCLUDE
time spent in training, teaching, or research, any
hours on-call when not actually working, and trave
bet ween home 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 B
169-

997 ( BLOCK)
DK  ( DK)
RF  (Refused)
(AI'l in B3d, Skip to Note after B5)

B4. | may have made a recording m stake. My conputer is
showing that |1've recorded nore hours spent in
direct patient care than in ALL nedical activities.
So, during your | ast conplete week of work,
approxi mately how many hours did you spend in ALL
medically related activities? Please include all
time spent in admnistrative tasks, professional
activities, and direct patient care, as well as any
hours spent on call when actually working? (Open
ended and code actual nunber)

HRSMD C
169-

997 ( BLOCK)
DK  ( DK)

RF  (Refused)
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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
wor K, and travel time connected wth seeing
patients. EXCLUDE tinme spent in training, teaching,
or research, any hours on-call when not actually
wor ki ng, and travel between honme and work at the
begi nning and end of the work day. (If appropriate,
say:) [INCLUDE ALL PRACTICES, not just the nmain
practice. (Open ended and code actual nunber)

169-
997 ( BLOCK)
DK  ( DK)
RF (Ref used)
(If code 019-020, 023, 043, 085, 133, 195, or 403
in A0 OR A8
OR If code 1, 8, or 9 in A9 OR
| f code 042, 088, or 137 in A10 OR
If code 2 or 3 in A9a OR
| f code 2 or 3 in A9b, Conti nue;
Ot herwi se, Skip to B6)
(Del eted CLOCK) HOLD
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B5a. Again, thinking of your |ast conplete week of work,
how many patient visits did you personally have in
each of the following settings? Please count as one
visit each tinme you saw a patient. How about (read
and rotate A-D)? (Open ended and code actual nunber)
(I NTERVI EMER NOTE: The categories in this question
are nmutually exclusive. If a respondent works in an
outpatient clinic but is asked the "in the office"
itemfirst and gives a nunber, code the number given
for "in the office" into the "outpatient clinic"
item and recode the response to "office" to 0)
( SURVENT NOTE. Al | ow i ntervi ewers to verify
responses over 400 in any category. In this
i nstance, interviewer say:) That's (response in A-D,
as appropriate), right? (If respondent wants to
change their response, allow interviewer to enter
t he new nunber in place of the old nunber.)

000 None
997 997+
998 ( DK)

999 (Refused)

A. In the office

(3401 - 3403)

B. In outpatient clinics

(3404 - 3406)

C. In nursing honmes and other extended care
facilities

(3407 - 3409)

D. On hospital rounds

(3410 - 3412)
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(Del et ed CLOCK) HOLD
3416)
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B6. 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
whi ch 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 tinme spent
providing services wunder a discounted fee for
service contract or seeing Medicare and [({If code
06 in **STATE AND code 1 in A5} OR {If code 2, 8, 9,
or BLANK in A5 AND code CA in Aba-STATE}, read:)
Medi CAL patients/({If code 04 in **STATE AND code 1
in A5} OR {If code 2, 8, 9, or BLANK in A5 AND AZ in
A5a- STATE}, read:) AHCCCS ("Access")
patients/(Otherwi se, read:) Medicaid patients]. (If
necessary, read:) By the LAST MONTH, we nean the
| ast 4 weeks.

000 None
DK  ( DK)
RF (Ref used)

(I f code 000 in B6, Skip to B12;
Ot herwi se, Conti nue)

B6a. Where do you typically provide charity care, (read
and rotate 1-3, then 4)? (INTERVIEWER NOTE. |If
respondent provides charity care in npre than one
pl ace, ask for the one where they provide care npst

often.)

In your main practice

On-call at a hospital emergency depart nment
I n another practice or clinic

O sonmewhere el se

A WN PR

( DK)
(Ref used) (3417)

©

(Questions B7-Bl1l del et ed) HOLD (3207-
3212)
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HOLD (3256-
3258)
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HOLD

HOLD

CASE M X
(Del et ed CLOCK) HOLD

B12. About what percentage of your patients has a chronic
medi cal condition? (Probe:) Your best estimate is
fine. (Open ended and code actual percent)

CHRNPT

000 None

101 Less than 1%
102 ( DK)

103 (Refused)

(3426 - 3428)
[ Del et ed Not e]
(Question B13 del eted) HOLD
B14. About what percentage of your patients are (read and

rotate A-C)? (Probe:) Your best estimate is fine.
(Open ended and code actual percent)

000 None

101 Less than 1%

102 ( DK)

103 (Refused)
BLCKPT

A. Afri can- Aneri can or Bl ack

(3432 - 3434)
HI SPPT

B. Hi spani c or Latino

(3435 - 3437)
ASI APT

C. Asi an or Pacific |Islander
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(3215-
3216)

(3422-
3425)

(3429-
3431)




(3438 - 3440)
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B15. About what percentage of your patients do you have a
hard time speaking with or understandi ng because you
speak different | anguages?  (Probe:) Your best
estimate is fine. (Open ended and code actua

per cent )
LANGPT

000 None

101 Less than 1%
102 ( DK)

103 (Refused)

(3441 - 3443)

CLOCK:

(21
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SECTI ON C
TYPE AND SI ZE OF PRACTI CE

(Question CA del et ed)

READ: Now, | would like to ask you a series of
guestions about the main practice in which you
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 should be coded
as 2 - Part owner)

1 Ful | owner (Conti nue)

2 Part owner (Conti nue)

3 Not an owner (Skip to C3)

8 ( DK) (Skip to C3)

9 (Ref used) (skip te 2®» (1104)

C2. (If code 1 or 2 in Cl, ask:) Wiich of the follow ng
best describes this practice? Is it (read 06-16,
then 01)? (INTERVIEWER NOTE: A free-standing clinic
i ncl udes non- hospi t al - based anbul at ory care,
surgi cal, and energency care centers)

01 OR, sonething else (list)

02-
05 HOLD

06 A practice owed by one physician (solo
practice)
07 A two physician-owned practice
08 A group practice of three or nore
physi ci ans (see AVA definition on card)
09 A group nodel HMO
10 A staff nodel HMO

11-
15 HOLD

16 A free-standing clinic

98 (DK
99 (Ref used)
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(1105) (1106)

(I'f code 08 or 16 in C2, Continue;
Ot herwi se, Skip to C7)
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C2a.

C2b.

Is the practice a single-specialty or nulti-
specialty practice?

1 Si ngl e-specialty - (Skip to C7)
2 Mul ti-specialty - (Continue)

8 ( DK) (Skip to C7)

9 (Ref used) (Skip to C7)

(If code 019-020, 023, 043, 085, 133, 195, or 403

in A10 OR A8, OR If code 1, 8, or 9 in A9 OR
If code 042, 088, or 137 in A10 OR
If code 2 or 3 in A9a OR
If code 2 or 3 in A9b, Skip to C2c;
Ot herwi se, Conti nue)

Are any of the physicians in the practice in primry
care specialties? (Probe:) By primary care
specialties, we nean general or famly practice,
general pediatrics, or general internal medicine.

1 Yes

2 No

8 ( DK)

9 (Ref used)

(All in C2b, Skip to C7)

(If code 019-020, 023, 043, 085, 133, 195, or 403 in
Al0 OR A8, OR If code 1, 8, or 9 in A9 OR If code
042, 088, or 137 in A10 OR If code 2 or 3 in A9a OR
If code 2 or 3 in A9b, ask:) Are any of the
physicians in the practice in specialties other than
general or famly practice, general pediatrics or
general internal nedicine?

1 Yes

2 No

8 ( DK)

9 (Ref used)

(Al in C2c, Skip to C7)
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C3. (If code 3, 8, or 9 in Cl, ask:) Wich of the
foll owing best describes your current enployer or
enpl oyment arrangenment? Are you enployed by (read
06- 16, then 01)? (INTERVI EWVER 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
enpl oyer could be a group practice even if you work
in a hospital.

TOPEMP
01 OR, sonething else (do NOT
list here) - (Skip to C3b)
02-
05 HOLD

06 A practice owned by one physician
(solo practice) - (Skip to C7)

07 A two physician-owned practice - (Skip to C7)

08 A group practice of three or
nor e physicians (see)
AMA definition on card) - (Continue)

09 A group nodel HMO (Skip to C7)
10 staff model HMO (Skip to C7)

uni versity (Skip to C6b)
non- gover nment hospital
or group of hospitals (Skip to C6b)

A
12 A nmedi cal school or
A

13

14 City, county or state

governnment - (Skip to C3a)
16 A free-standing clinic - (Continue)
98 ( DK) (Skip to C3b)

99 (Refused) (Skip to C3b)

(1107) (1108)
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C3aa. (If code 08 or 16 in C3, ask:) |Is the
practice a single-specialty or nulti-specialty

practice?
1 Si ngl e-specialty - (Skip to C7)
2 Mul ti-specialty - (Continue)
8 ( DK) (Skip to C7)
9 (Ref used) (Skip tocry (1640)
(If code 019-020, 023, 043, 085, 133, 195, or 403
in AL0 OR A8, OR If code 1, 8, or 9 in A9 OR
If code 042, 088, or 137 in A0 OR
|f code 2 or 3 in A9a OR
If code 2 or 3 in A9b, Skip to C3ac;
Ot herwi se, Conti nue)

C3ab. 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 medicine.

1 Yes

2 No

8 ( DK)

9 (Refused) (1641)
(Al in C3ab, Skip to C7)

C3ac. (If code 019-020, 023, 043, 085, 133, 195, or
403 in A10 OR A8, OR If code 1, 8, or 9 in A9 OR If
code 042, 088, or 137 in A10 OR If code 2 or 3 in
A9a OR If code 2 or 3 in A9b, ask:) Are any of the
physicians in the practice in specialties other than
general or famly practice, general pediatrics or
general internal medicine?

1 Yes

2 No

8 ( DK)

9 (Refused) (1642)
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(Al in C3ac, Skip to C7)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.192



C3a. (If code 14 in C3, ask:) Is this a hospital, clinic,
or some other setting?

1 Hospi t al

2 Clinic

3 Ot her (do NOT |ist)
8 ( DK)

9 (Ref used) (1198)

(If code 1 in C3a, Skip to CX
Ot herwi se, Skip to Note before C8a)

C3b. (If code 01, 98, or 99 in C3, ask:) Are you enpl oyed
by (read 11-21, 22, 25, and 26, as appropriate, then

01)7?

01 OR, sonething else (do NOT |ist here)

02-
10 HOLD

11 Ot her HMO, insurance conpany, or health plan
15 An integrated health or delivery system
17 A physician practice managenent conpany
or other for-profit investnent conpany
18 Community health center
19 Managenment Services Organi zation (MSO)
20 Physi ci an- Hospi tal Organizati on (PHO)
21 Locum t enens
22 Foundati on

25 | ndependent contractor
26 | ndustry clinic
98 (DK)

99 (Ref used)

(1199) (1200)

(I'f code 01 in C3b, Continue;
If code 18, 98, or 99 in C3b, Skip to C7;
|f code 22 in C3b, Skip to C3ca;
Ot herwi se, Skip to Note before C8a)
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C3c. What type of organization do you work for? (Open
ended and code, i f possi bl e; ot herw se, ENTER
VERBATI M RESPONSE)

01 Ot her (list)

02-
05 HOLD

06 A practice owed by one physician (solo
practice)
07 A two physician-owned practice
08 A group practice of three or
nor e physicians (see)
AMA definition on card)
09 A group nodel HMO
10 A staff nodel HMO
12 A nmedical school or university
13 A non-governnment hospital or group of hospitals
14 City, county or state government
16 A free-standing clinic

17 HOLD

18 Community health center
19-

21 HOLD

22 Foundati on
25 | ndependent Contract or
26 I ndustry Clinic

98 ( DK)
99 (Ref used)

(1643) (1644)

(If code 01, 25, or 26 in C3c, Skip to Note before C8a;
If code 06, 07, 09, 10, 18, 98, or 99 in C3c, Skip to C7;
If code 08, 16, or 22 in C3c, Continue;
|f code 12 or 13 in C3c, Skip to C6b;

Ot herwi se, Skip to C3d)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.195



C3ca. (If code 08, 16, or 22 in C3c or code 22 in C3b,
ask:) Is the practice a single-specialty or nulti-
specialty practice?

1 Si ngl e-specialty - (Skip to C7)
2 Multi-specialty - (Continue)
8 ( DK) (Skip to C7)
9 (Ref used) (Skip tocry (1097)
(If code 019-020, 023, 043, 085, 133, 195, or 403
in A10 OR A8, OR If code 1, 8, or 9 in A9 OR
If code 042, 088, or 137 in A0 OR
|f code 2 or 3 in A9a OR
If code 2 or 3 in A9b, Skip to C3cc;
Ot herwi se, Conti nue)
C3ch. Are any of the physicians in the practice in
primary care specialties? By primary care
specialties, we nean general or famly practice,
general pediatrics, or general internal medicine.
1 Yes
2 No
8 ( DK)
9 (Refused) (1098)
(Al in C3ch, Skip to C7)
C3cc. (I'f code 019-020, 023, 043, 085, 133, 195, or
403 in A10 OR A8, OR If code 1, 8, or 9 in AQ OR If
code 042, 088, or 137 in A10 OR If code 2 or 3 in
A9a OR If code 2 or 3 in A9b, ask:) Are any of the
physicians in the practice in specialties other than
general or famly practice, general pediatrics, or
general internal medicine?
1 Yes
2 No
8 ( DK)
9 (Refused) (1099)

(Al in C3cc, Skip to C7)
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C3d. (If code 14 in C3c, ask:) Is this a hospital,
clinic, or sone other setting?

1 Hospi t al

2 Clinic

3 Ot her (do NOT |ist)
8 ( DK)

9 (Ref used) (1662)

(If code 1 in C3d, Skip to CX;
Ot herwi se, Skip to Note before C8a)

(Questions C4-C6a del et ed)
[ Del et ed Not e]

C6b. In which of the followi ng settings do you spend nost

of your time seeing patients - in an office practice
owned by the hospital or a university or nedical
school, on hospital staff, in the emergency room in

a hospital clinic, or sonewhere el se?

01 Somewhere el se (list)

02 (DK
03 (Ref used)
04  HOLD
05 HOLD

06 O fice practice owned by t he (hospital/
uni versi ty/ medi cal school)

07 On hospital staff

08 I n emergency room

09 In a hospital clinic

(3217) (3218)

(If code 07 or 08 in C6b, Skip to CX;
If code 01, 02, 03, or 09 in C6b,
Skip to Note before C8a;

Ot herwi se, Conti nue)
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C7. How many physicians, including yourself, are in the
practice? Please include all | ocations of the
practice. (Probe:) Your best estimate would be fine.
(Open ended and code actual nunber) (I NTERVI EMER
NOTE:. |f asked, this includes both full- and part-
time physicians)
997 997+
DK  ( DK)
RF (Ref used)
(Question C8 del eted) HOLD (1151-
1153)
(If code 2 in Slc OR
If response in A6 is |ess than 2002, DK, or RF, Continue;
Ot herwi se, Skip to Note before C9)
C8a. The next question is about the overall |evel, that
is, the quality and number of nurses, including RNs,
LPNs, nurse aides, and assistants, who work in your
practice. Conpared with three years ago, is the
overall 1level of nursing support in your practice
much better, slightly better, about the sane,
slightly worse, or nuch worse?
5 Much better
4 Slightly better
3 About the sane
2 Slightly worse
1 Much wor se
6 ( DK)
7 (Refused) (1159)

(If code 1 or 2 in CBa, Continue;
Ot herwi se, Skip to Note before C9)
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C8aa. Has the overall | evel of nursing support
worsened nmainly because you have fewer nurses,
mai nly because nursing quality has declined, or both
about equal ly?

1 Fewer nurses

2 Nursing quality has declined

3 (Bot h about equally)

4 ( DK)

5 (Ref used)
(If code 06 in C6b, Skip to CX;

If code 08 in C2 or C3 AND
code 025-997 in C7, Continue;
Ot herwi se, Skip to CX)

C9. |Is vyour practice either a group nodel HMO or
organi zed exclusively to provide services to a group
nodel HMO?

GRPHVO
1 Yes
2 No
8 ( DK)

9 (Ref used)

(Questions C10-Cl2 del eted)

CX. How would you describe your overall per sonal
financial incentives in your practice? On bal ance,
do these incentives favor reducing services to
i ndi vidual patients, favor expanding services to
i ndi vi dual patients, or favor neither?

| NCENT
1 Reduci ng services to individual patients
2 Expandi ng services to individual patients
3 Favor neither - (Skip to C2)
8 ( DK) (Skip to C2)
9 (Ref used) (Skip to C2)
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cY. (If

code 1 or 2 in CX, ask:) Have these incentives

[Cif

code 1 in CX, say:) reduced/(if code 2 in CX,

say:) expanded] services a little, a noderate
anount, or a lot?
EFI NCNT
1 Alittle
2 A noder ate anpunt
3 A | ot
4 (None)
8 ( DK)
9 (Refused) (3272)
CZ. The next question deals wth your perception of
conpetition anong physicians. By conpetition anong
physi ci ans, we nmean pressure to undertake various
activities to attract and retain patients. Now,
t hi nki ng about your practice specifically, how would
you describe the conpetitive situation your practice
faces? Wuld you say very conpetitive, sonmewhat
conpetitive, or not at all conpetitive?
COVPETE
3 Very conpetitive
2 Somewhat conpetitive
1 Not at all conpetitive
8 ( DK)
9 (Refused) (3273)
CLOCK:
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SECTI ON D
VEDI CAL CARE MANAGEMENT;
| NFORMATI ON TECHNOLOGY; CARE MANAGEMENT;
HOSPI TAL SAFETY; SCOPE OF CARE

| NFORMATI ON TECHNOL OGY

D1. The next question is about the use of conputers and
other fornms of information technol ogy, such as hand-

held conmputers, in diagnosing or treating vyour
patients. In your practice, are conputers or other
forms of information technology used (read and

rotate A H)? (INTERVIEWER NOTE: "Practice" refers to
mai n practice)

1 Yes
2 No
8 ( DK)
9 (Ref used)
I T TRT
A. To obtain i nformation about t reat ment
alternatives or recomended gui del i nes
| T FORM
B. To obtain information on formnularies
| TRVNDR
C. To generate rem nders for you about preventive
services
| TNOTES

D. To access patient notes, nedication lists, or
problemlists
| TPRESC

E. To wite prescriptions
| TCLI N

F. For clinical data and i mage exchanges W TH OTHER
PHYSI ClI ANS

| THOSP

F1. For clinical data and inmge exchanges WTH
HOSPI TALS AND LABORATORI ES
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D1. (Continued:)

| TCOVWM
G To communi cate about clinical issues wth
patients by e-nmai
| TDRUG
H. To obtain information on potential patient drug

interactions with other drugs, allergies, and/or
patient conditions

(If code 1 in D1-E, Conti nue;
Ot herwi se, Skip to D3)

(Question D2 del eted)
(There are no questions D2a and D2b)
D2aa. What percentage of the prescriptions that you

order are witten electronically? (Open ended and
code actual percent)

EPRESC
000 None
101 Less than 1%
102 ( DK)

103 (Refused)

(3445 - 3447)
[ Del et ed Not e]
(Questi ons D2ab- D2ad del et ed) HOLD

CARE MANAGEMENT

D3. VWhat percentage of your patients have prescription
coverage that includes the wuse of a fornulary?
(I NTERVI EMER NOTE: A fornmulary is a restriction on

(3251)

the types of prescription drugs insurance conpani es

wi |l cover) (Open ended and code actual percent)
FORMLRY

000 None

101 Less than 1%

102 ( DK)

103 (Refused)
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[ Del et ed Read]

(Question D4 del eted)

D4- A.

How | arge an effect does your use of FORVAL,
WRI TTEN practice guidelines such as those generated
by physician organi zations, insurance conpanies, or
HMOs, or governnent agencies have on your practice
of medicine? (INTERVIEVWER NOTE: Exclude quidelines

that are unique to the physician.) [(If physician

says that he/she uses his/her own guidelines, say:)

In this question, we are only interested in the use
of formal, witten guidelines such as those
generated by physician organizations, i nsurance
conpani es or HMOs, or other such groups.] Wuld you
say that the effect is (read 5-0)7?

5 Very | arge

4 Lar ge

3 Moder at e

2 Smal |

1 Very small, OR

0 No effect at all

8 ( DK)

9 (Ref used)

D4- Al. (I'f code 0 in D4-A, ask:) Is that because

you are not aware of guidelines that
pertain to conditions you typically treat,
or because you are aware of them but they
have no effect on conditions you treat?

1 Not awar e
2 Aware, no effect
8 ( DK)

9 (Ref used)

(D4-B, D4-Bl, D4-C, D4-Cl, and D5 del eted) HOLD

(There is no question D6) HOLD
HOSPI TAL SAFETY
[ Del et ed CLOCK] HOLD
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(I f code 019-020, 023, 043, 085, 133, 195, or 403 in

A10/ A8, OR
If code 1, 8, or 9 in A9, OR
|f code 042, 088, or 137 in Al10, OR
If code 2 or 3 in A9a, OR
If code 2 or 3 in A9b, AND
I f code 000, 998, or 999 in B5a-D, Skip to D7,
Ot herwi se, Conti nue)

D6a. Does the hospital where nobst of your patients are

D6b.

treated have conmputerized systens to order tests and
medi cati ons?

1 Yes

2 No

3 (Not applicable; Do not admt patients to
hospi tal)

8 ( DK)

9 (Ref used)

Medi cal errors include events such as dispensing of
incorrect nedication doses, surgical mstakes, or
error in interpreting results of diagnostic tests.
Does the hospital where nost of your patients are
treated have a system for reporting medical errors,
in which the person reporting the error renmains
anonynmous? (If necessary to clarify term "nedical

errors”, read:) Some errors harm patients, sone are
caught before they can cause any harm and others
may occur but don't cause any harm

1 Yes

2 No

3 (Not applicable; Do not admt patients to
hospi tal)

8 ( DK)

9 (Ref used)
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D7. Hospitalists are physi ci ans whose primary
prof essional focus is the general nedical care of
hospitalized patients. What percentage of your
patients who were hospitalized Ilast year had a
hospitalist involved in their inpatient care? (Open
ended and code actual percent)

000 None
101 Less than 1%
102 ( DK)

103 (Refused)
104 ( Not applicable/Do not adm t patients to
hospi tal)

(3453 - 3455)

[ Del et ed CLOCK] HOLD
(3284-
3287)

(If code 019-020, 023, 043, 085, 133, 195, or 403
in A10/ A8, OR
If code 1, 8 or 9 in A9, OR
|f code 042, 088, or 137 in Al10, OR
If code 2 or 3 in A9a, OR
I|f code 2 or 3 in A9b, Conti nue;
Ot herwi se, Skip to CLOCK before F1)

PCP SCOPE OF CARE, GATEKEEPI NG

READ: Now, | would like to ask you a couple of
questions about the range and conplexity of
conditions you treat wi t hout referral to
speci al i sts.

D8. In general, would you say that the conplexity or
severity of patients’ conditions for which you are
currently expected to provide care without referra
is (read 5-1)?

Much greater than it should be
Somewhat greater than it shoul d be
About ri ght

Somewhat |ess than it should be, OR
Much | ess than it shoul d be

RN WRO
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8 (DK

9 (Ref used) (1170)
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D9. During the Jlast two years, has the nunber of
patients that you refer to specialists (read 5-1)7?
SPECUSE
5 I ncreased a | ot
4 I ncreased a little
3 St ayed about the same
2 Decreased a little, OR
1 Decreased a | ot
8 ( DK)
9 (Refused) (1171)
D10. Sone insurance plans or nedical groups REQUI RE their
enrollees to obtain permssion from a primary care
physician before seeing a specialist. For roughly
what percent of your patients do you serve in this
rol e? (Open ended and code actual percent)
(If necessary, say:) The term "gatekeeper” is often
used to refer to this role.
(If necessary, say:) Include only those patients for
whom it is required, not for patients who choose to
do so voluntarily.
PCTGATE
000 None (Skip to CLOCK before F1)
001 1% or less (Skip to CLOCK before
F1)
002-
100 (Skip to CLOCK before F1)
DK ( DK) (Conti nue)
RF  (Refused) (Conti nue)
(17
D10a. (If code DK or RF in D10, ask:) Wuld you say
you serve in this role for (read 1-2)7?
PGATE25
1 Less than 25 percent of your
patients, OR - (Skip to D10c)
2 25 percent or nore of your
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patients

8 ( DK)
9 (Ref used)

(Conti nue)

(Skip to CLOCK before F1)
(Skip to CLOCK before F1)
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D10b. (If code 2 in Dl10a, ask:) Wuld you say for

(read 1-2)7?
PGATES0
1 Less than 50 percent of your patients
2 50 percent or nore of your patients
8 ( DK)
9 (Refused) (1176)
(Al in D10b, Skip to CLOCK before F1)
D10c. (If code 1 in DlOa, ask:) Wuld you say for
(read 1-2)?
PGATEL10
1 Less than 10 percent of your patients
2 10 percent or nore of your patients
8 ( DK)
9 (Refused) (1177)
[ Del et ed Not e]
(There are no questions D11, D12, or D13)
(Question D14 del et ed) HOLD (3456)

CLOCK:

(2:

(There is no Section E)
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SECTI ON F
PHYSI CI AN- PATI ENT | NTERACTI ONS; QUALI TY;
ABI LI TY TO OBTAI N SERVI CES; COST SHARI NG,
NEW PATI ENTS

PERCEPTI ONS OF QUALI TY

F1. Next | am going to read you several statenents. For
each, I'd like you to tell nme if you agree strongly,
agree sonewhat , di sagree sonewhat , di sagree

strongly, or if you neither agree nor disagree. [(If
necessary, say:) As you answer, please think only
about your mai n practice. ] ( Read A- B, as
appropri ate, t hen read and rotate C- H, as
appropriate) Do you (read 5-1)? (If necessary, say:)
We'd like you to think across all patients that you
see in your practice.

5 Agree strongly
4 Agr ee sonewhat
3 Nei t her agree nor di sagree
2 Di sagree sonmewhat, OR
1 Di sagree strongly

(Doct or does not have office) [ A only]
7 (Doct or does not have conti nuing

relationship with patients) [H only]

8 ( DK)

9 (Ref used)

A | have adequate tine to spend with ny patients
during their office visits? (INTERVI EWER NOTE
Do not further differentiate the |evel of visit,
that is, whether brief, internediate, etc.) (If
necessary, say:) We would |ike you to answer in
general or on AVERAGE over all types of visits.

(1308)

B. (I'f code 7 in F1-A ask:) | have adequate tine
to spend with ny patients during a typical
patient visit (INTERVIEWER NOTE: This does not
i ncl ude surgery)

C. | have the freedom to make clinical decisions
that nmeet ny patients’ needs
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D.

|t
al |

is possible to provide high quality care to
of ny patients
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F1. (Continued:)

NEGI NCN
E. | can make clinical decisions in the best
interests of ny patients wi thout the possibility
of reducing my incone
(Items F and G del et ed) HOLD
PATREL
H. |t Is possible to mintain the kind of

continuing relationships with patients over tine
t hat pronote the delivery of high quality care

(There are no questions F2-F7)

ABI LI TY TO OBTAI N SERVI CES

(Question F8 and F8a del et ed)

[ Del et ed CLOCK] HOLD

F8b. During the last 12 nonths, were you unable to obtain
any of the followi ng services for your patients when
you thought they were nedically necessary? How about
(read and rotate A-E, as appropriate)?

1 Yes

2 No

8 ( DK)

9 (Ref used)

A [(If code 019, 020, 023, 043, 085, 133, 195, or

403 in A10/A8, OR code 1, 8, or 9 in A9, or if

code 042, 088, or 137 in A10, OR code 2 or 3 in

A9a, OR code 2 or 3 in A9b, ask:) Referrals to
specialists of high quality/(Oiherw se, ask:)

Referrals to other specialists of high quality]

(Item B del et ed) HOLD
OBHOSPR

C. Non- ener gency hospital adm ssions
OBl MAGR

D. Hi gh quality diagnostic imging services
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E. (If code 010, 019, 020, 023, 043, 062, 064-065,
082-085, 127, 132, 133, 210, 312, 313, 192, 195,
or 403 in Al10/A8, OR code 1, 8, or 9 in A9, or
code 2 or 3 in A9a, or code 042, 088 or 137 in
Al10, OR code 2 or 3 in A9b, ask:) Hi gh quality
out patient nental health services (3461)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.216



[ Del et ed CLOCK] HOLD

F8c. Now,

| am going to read some reasons why you m ght

be unable to obtain various services. For each one,

tell

me whether it is a very inportant, noderately

i nportant, not very inportant, or not at all
i nportant reason for your being unable to obtain
(read A-C, as appropriate). How about (read and

rotate a-c)?

P DNWS

© 0

REFPRVR

REFHPR

REFI NSR

B.

HSPPRVR

HSPHPR

HSPI NSR

Very inportant

Moder atel y i nport ant
Not very inportant
Not at all inportant

( DK)
(Ref used)

(If code 1 in F8b-A, ask:) [(If code 019, 020,

023, 043, 085, 133, 195, or 403 in A10/A8, OR

code 1, 8, or 9 in A9, or if code 042, 088, or

137 in A10, OR code 2 or 3 in A9a, OR code 2 or

3 in A9b, ask:) Referrals to specialists of high
quality/(Otherwise, ask:) Referrals to other
speci alists of high quality]

a. There aren't enough qualified service
providers or facilities in nmy area

b. Health plan networks and adm nistrative
barriers limt patient access

C. Patients Jlack health insurance or have
i nadequat e i nsurance cover age

(If code 1 in F8b-C, ask:) Non- emer gency
hospital adm ssions

a. There aren't enough qualified service
providers or facilities in nmy area

b. Health plan networks and admnistrative
barriers limt patient access
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C. Patients lack health insurance
i nadequat e i nsurance coverage
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F8c. (Conti nued:)

C. (If code 1 in F8b-E, ask:) High quality
outpatient nental health services, when you
think it is nedically necessary

VHPROVR
a. There aren't enough qualified service
providers or facilities in nmy area
VHHPR
b. Health plan networks and admnistrative
barriers limt patient access
VHI NSR

C. Patients |ack health insurance or have
i nadequat e i nsurance cover age

COST SHARI NG

[ Del et ed CLOCK] HOLD

F8d. The next questions concern the inpact of insured
patients' out-of-pocket costs for co-paynents and
deducti bles. (Read and rotate A-C)

5 Al ways
4 Usual | 'y
3 Sonet i mes
2 Rarely
1 Never
8 ( DK)
9 (Ref used)
GENERI C
A If a generic option is available, how often do
you prescribe a generic over a brand nane drug?
(Read 5-1)
DI AGCST
B. If there is uncertainty about a diagnosis, how
often do you consider an insured patient's out-
of pocket costs in deciding the types of tests
to recommend? (Read 5-1)
| OPTCST
C. If there is a choice between outpatient and

i npatient care, how often do you consider an
insured patient's out-of-pocket costs? (Read 5-
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[ Del et ed CLOCK] HOLD
3489)
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NEW PATI ENTS

F9.

Now, 1'd like to ask you about new patients the
practice in which you work mght be accepting. Is
the practice accepting all, nost, sone, or no (read

A-G, as appropriate)? (INTERVIEWER NOTE: Refers to
entire practice not j ust to physician's own
patients. Medicaid and Medicare beneficiaries who
are enrolled in mnaged <care plans should be
included in A or B, respectively.)

4 Al |

3 Most

2 Sonme

1 No new pati ents/ None

8 ( DK)

9 (Ref used)

A New patients who are insured through Medicare,

i ncludi ng Medi care managed care patients

B. [({If code 06 in **STATE AND code 1 in A5} OR
{If code 2, 8, 9, or BLANK in A5 AND code CA in
A5a- STATE}, read:) New patients who are insured
t hrough Medi CAL, including Medi CAL managed care
patients/ ({If code 04 in **STATE AND code 1 in
A5} OR {If code 2, 8, 9, or BLANK in A5 AND code
AZ in A5a-STATE}, read:) New patients who are
insured through AHCCCS ("Access")/(Oherw se,
read:) New patients who are insured through

Medi cai d, I ncl udi ng Medi caid managed care
patients (1322)

(Item Bl del eted) HOLD

C. New patients who are insured through private or
commercial insurance plans including nanaged

care plans and HMOs with whom the practice has
contracts. (If necessary, read:) This includes
both fee for service patients and patients
enrolled in managed care plans with whom the
practice has a contract. It excludes Medicaid or
Medi care managed care

(I'tem D del eted) HOLD
(There are no Itenms E or F)
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G

New uni nsured patients who are unable
your fees
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(Question F10 del et ed) HOLD (3270)

[ Del et ed CLOCK] HOLD
3494)
(If code 1 or 2 in F9-A, Continue;
Ot herwi se, Skip to Note before F12)
F11. I am going to read sone reasons why physician
practices may be limting or not accepting new
Medi care patients. For each one, tell me whether it
is a very inportant, noderately inportant, not very
i nportant, or not at all inportant reason why your
practice is [(If code 1 in F9-A read:) not
accepting/ (If code 2 in F9-A read:) limting] new
Medi care patients. How about (read and rotate A-E)?
4 Very inportant
3 Moder at el y i nport ant
2 Not very i nportant
1 Not at all i nportant
8 ( DK)
9 (Ref used)
MRBI LL
A. Billing requirenents, including paperwork, and
filing of ¢clairm (3496)
MRAUDI T
B. Concern about a Medicare audit L
VRREI VB
C. | nadequat e rei mbur senent .
VRNUFPT
D. Practice already has enough patients (3499)
VRPTBUR
E. Medi care patients have high clinical burden (3500)

(If code 1 or 2 in F9-B, Continue;
Ot herwi se, Skip to CLOCK after F12)
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F12. Next, | am going to read sone reasons why physician
practices may be limting or not accepting new
[({If code 06 in **STATE AND code 1 in A5} OR
{If code 2, 8, 9, or BLANK in A5 AND code CA in
Aba- STATE}, read:) Medi Cal / ({If code 04 in
**STATE AND code 1 in A5} OR {If code 2, 8, 9,
or BLANK in A5 AND AZ in Aba-STATE}, read:)
AHCCCS (" Access")/(Otherwi se, read:) Medicaid]
patients. Again, tell me whether each one is a
very inportant, noderately inportant, not very
i nportant, or not at all inportant reason why
your practice is [(If code 1 in F9-B, read:) not
accepting/ (If code 2 in F9-B, read:) limting]
new [({If code 06 in **STATE AND code 1 in A5}
OR {If code 2, 8, 9, or BLANK in A5 AND code CA
in Aba-STATE}, read:) MediCal/({If code 04 in
**STATE AND code 1 in A5} OR {If code 2, 8, 9,
or BLANK in A5 AND AZ in Aba-STATE}, read:)
AHCCCS ("Access")/(Otherwi se, read:) Medicaid]
patients. How about (read and rotate A-E)?

4 Very inportant
3 Moder at el y i nport ant
2 Not very i nportant
1 Not at all inportant
8 ( DK)
9 (Ref used)
A. Billing requirenents, including paperwork, and

filing of ¢clairmm (3501)
B. Del ayed rei nour se,ent (3502)
C. | nadequat e rei nbur senent .
D. Practice already has enough patients (3504)
E. [({If code 06 in **STATE AND code 1 in A5}

OR {If code 2, 8, 9, or BLANK in A5 AND code CA
in Aba-STATE}, read:) MediCal/({If code 04 in
**STATE AND code 1 in A5} OR {If code 2, 8, 9,
or BLANK in A5 AND AZ in Aba-STATE}, read:)
AHCCCS ("Access")/(Otherwi se, read:) Medicaid]
pati ents have high clinical burden

CLOCK:

(2216 - 2219)
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SECTI ON G
PRACTI CE REVENUE

Gl. Now, |I'm going to ask you sone questions about the
patient care revenue received by the (response in
CA) in which you work. Approximtely what percentage
of the PRACTI CE REVENUE FROM PATI ENT CARE woul d you
say conmes from (read A-B)? (Open ended and code
actual percent) (Probe:) Your best estimate will be
fine. (If necessary, say:) W're asking about the
patient care revenue of the practice in which you
work, not just the revenue from the patients YOU
see. (INTERVIEVER NOTE: "Other public insurance"
i ncl udes Chanpus, Chanpva, and Tricare)

000 None
001 1% or |ess
DK  ( DK)
RF  (Refused)
PMCR A
A Payments from all Medicare plans, including

Medi care managed care

(1325 - 1327)
PMCD A

B. [({If code 06 in **STATE AND code 1 in A5} OR
{If code 2, 8, 9, or BLANK in A5 AND code CA in
A5a- STATE}, read:) Paynents from Medi CAL or any
ot her public I nsur ance, i ncluding  Medi CAL
managed care/ ({If code 04 in **STATE AND code 1
in A5} OR {If code 2, 8, 9, or BLANK in A5 AND
AZ in Ab5a-STATE}, read:) Paynents from AHCCCS

("Access") or any ot her public
i nsurance/ (O herwi se, read:) Payment s from
Medi cai d or any ot her public I nsur ance,

i ncl udi ng Medi cai d managed car €]

(1328 - 1330)

(If response in Gl-A + response
in Gl-B > 100, Conti nue;
Ot herwi se, Skip to G3)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.226



Gla. | have recorded that the conbined practice revenue
from Medicare and [({If code 06 in **STATE AND code
1 in A5} OR {If code 2, 8, 9, or BLANK in A5 AND
code CA in Aba-STATE}, read:) Medi CAL/ ({If code 04
in **STATE AND code 1 in A5} OR {If code 2, 8, 9, or
BLANK in A5 AND AZ in Aba-STATE}, read:) AHCCCS
("Access")/ (Otherwise, read:) Medicaid] is greater
than 100 percent, can you help nme resolve this?
Approxi mately what percentage of the practice's
revenue from patient care cones from (read A-B)?
(1 NTERVI EMER NOTE: Revenue from patients covered by
both Medicare and Medicaid should be counted in
MEDI CARE ONLY) (Open ended and code actual percent)
(Probe:) Your best estimate wll be fine. (If
necessary, say:) W' re asking about the patient care
revenue of the practice in which you work, not just
the revenue fromthe patients YOU see.

000 None
001 1% or less
DK  ( DK)
RF  (Refused)
PMCR B
A. Payments from all Medicare plans, including

Medi care managed care

(1334 - 1336)

PMCD B

B. [({If code 06 in **STATE AND code 1 in A5} OR
{If code 2, 8, 9, or BLANK in A5 AND code CA in
Aba- STATE}, read:) Medi CAL/ ({If <code 04 in
**STATE AND code 1 in A5} OR {If code 2, 8, 9,
or BLANK in A5 AND AZ in Aba-STATE}, read:)
AHCCCS (" Access")/ (Otherwi se, read:) Medi caid]

(1337 - 1339)

(There is no question &)

[ Del et ed Not e]
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G3. Now, again thinking about the patient care revenue
from ALL sources received by the practice in which
you work, what percentage is paid on a capitated or
other prepaid basis? (If necessary, say:) Under
capitation, a fixed ampunt is paid per patient per
month regardl ess of services provided. (Probe:) Your
best estimate would be fine. (Open ended and code
actual percent) (INTERVI EMER NOTE: | ncludes paynments
made on a capitated or other prepaid basis from
Medi care or Medi cai d)

PCAP A
000 None
001 1% or | ess
002-
100
DK ( DK)

RF  (Refused)

(2438 - 2440)

(There are no questions G3a-(&5)
[ Del et ed Not e]

(Question Gba del et ed) HOLD (3509-
3514)

(Question Gbb del et ed)
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G6. Thinking again about the practice in which you work,
we have a few questions about contracts with managed
care plans such as HMOs, PPOs, |PAs, and Point-Of-
Service plans. First, roughly how many managed care
contracts does the practice have? (Probe:) Your best
estimte would be fine. (If necessary, say:) Mnaged
care includes any type of group health plan using

financi al i ncentives or specific controls to
encour age utilization of specific provi ders
associated with the plan. Direct contracts wth

enpl oyers that use these nechanisns are also
consi dered managed care. (INTERVI EMER NOTE: | ncl ude
Medi care managed care, Medicaid managed care, and
other governnent nmnaged care contracts but not
traditional Medicare or Medicaid.) (Open ended and
code actual number)

NMC A
00 None - (Skip to G7)
01-
19 (Skip to G38)
20-
97 (Skip to G6b)
98 98+ contracts (Skip to Go6b)
DK  ( DK) (Conti nue)
RF  (Refused) (Conti nue)

(2458) (2459)

Goa. (If code DK or RF in G5, ask:) Wuld you say |ess
than 3 contracts, 3 to 10, or more than 10
contracts?

NMCCAT
0 (None) - (Skip to G7)
1 Less than 3 (1 or 2) (Skip to G8)
2 3 to 10 (Skip to G3)
3 More than 10 (11+) (Skip to G8)
8 ( DK) (Skip to G8)
9 (Ref used) (Skip to s (2460)
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G6b. (If code 20-97 in G5, ask:) Just to be sure, is this
t he nunmber of contracts, or patients?

CONPATS
1 Contracts - (Skip to (8)
2 Patients - (Continue)
8 ( DK) (Skip to GB8)
9 (Ref used) (Sskiptoe ® (1340)

Goc. (If code 2 in G6b, ask:) In this question, we are
aski ng about contracts. So, roughly how many managed
care CONTRACTS does the practice have? (Open ended
and code actual nunber)

NMC B
00 None - (Continue)
01-
97 (Skip to G8)
DK  ( DK) (Skip to &8)
RF  (Refused) (Skip to G8)

(1341) (1342)
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Gr. (If code 00 in G5, or code O in GBa, or code 00 in
G6¢c, ask:) What percentage, if any, of the patient
care revenue received by the practice in which you

work conmes from all nmanaged care conbined? Pl ease
include ALL revenue from managed care including, but
not limted to, any paynents nade on a capitated or

prepaid basis. (Probe:) Your best estimate will be
fine. (If necessary, say:) Managed care prograns
include, but are not |limted to those with HMOs,
PPGs, | PAs, and  point-of-service plans. (f
necessary, say:) Managed care includes any type of
group health plan wusing financial incentives or
specific controls to encourage utilization of
specific providers associated with the plan. Direct
contracts with enployers that use these nechanisns
are also considered managed care. (Open ended and
code actual percent)

PMC A
000 None
001 1% or | ess
DK ( DK)

RF  (Refused)

(1343 - 1345)

(If code 00 in GB,
and G7 is LESS THAN response in G3, Continue;
If code 00 in G6a or Gbc,
And G7 is LESS THAN response in G3, Continue;
Ot herwi se, Skip to CLOCK before Section H)

Gra. | may have recorded sonmething incorrectly. I
recorded that the percentage of practice revenue
fromall managed care is |less than the percentage of
practice revenue that is paid on a capitated or
ot her prepaid basis. This seens inconsistent, so |et
me ask you again, what percent of patient care
revenue received by the practice in which you work

cones from all nanaged care conbined? (Open ended
and code actual percent) (SURVENT: Show response in
€}

PMC F
000 None
101 Less than 1%
DK  (DK)
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RF (Ref used)

(2548 - 2550)
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G’b. Let nme also ask you again, thinking about the
patient care revenue from ALL sources received by
the practice in which you work, what percentage is
paid on a capitated or other prepaid basis? (Open
ended and code actual percent) ( SURVENT: Show
response in G3)

PCAP D
000 None
101 Less than 1%
DK ( DK)

RF  (Refused)

(2551 - 2553)

(Al in Gr/b, Skip to CLOCK before Section H)

&B. (If code 02-97 in G6¢c, or code 1-3 in G6a, or code
02-97 in G6, ask:) What percentage of the patient
care revenue received by the practice in which you
work cones from these (response in Gb6c/ Goal GB)
managed care contracts conbined? [(If code 001-100
DK, or RF in G3, say:) Please include ALL revenue
from these contracts including, but not limted to,
any paynents nade on a capitated or prepaid basis.]
(Probe:) Your best estimte wll be fine. (If
necessary, say:) Managed care contracts include, but
are not limted to those with HMOs, PPOs, |PAs, and
poi nt-of -service plans. (If necessary, say:) Managed
care includes any type of group health plan using
fi nanci al i ncentives or specific controls to
encour age utilization of specific provi ders
associated with the plan. Direct <contracts wth
enpl oyers that use these nmechanisns are also
consi dered managed care. (Open ended and code actual

per cent )

(If code 01 in G6c or G6, ask:) What percentage of
the patient care revenue received by the practice in
which you work conmes from this managed care
contract? [(If code 001-100, DK, or RF, say:) Pl ease
include ALL revenue from this contract including,
but not limted to, any paynents made on a capitated
or prepaid basis.] (Probe once lightly:) Your best
estimate will be fine. (If necessary, say:) Managed
care contracts include, but are not limted to those
with HMOs, PPOs, |PAs, and point-of-service plans.
(If necessary, say:) Mnaged care includes any type
of group health plan using financial incentives or
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specific controls to encourage utilization of
specific providers associated with the plan. Direct
contracts with enployers that use these nmechanisns
are also considered managed care. (Open ended and
code actual percent)
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&B. (Continued:)

(I'f code "DK" or "RF" in G6c, or code 8 or 9 in Gba,
ask:) What percentage of the patient care revenue
received by the practice in which you work cones
from all of the practice's nmanaged care contracts
conbi ned? [(If code 001-100, DK, or RF, say:) Pl ease
include ALL revenue from these contracts i ncluding,
but not limted to, any paynents made on a capitated
or prepaid basis.] (Probe once lightly:) Your best
estimate will be fine. (If necessary, say:.) WManaged
care contracts include, but are not |limted to those
with HMOs, PPOs, |PAs, and point-of-service plans.
(I'f necessary, say:) Mnaged care includes any type
of group health plan using financial incentives or
specific controls to encourage utilization of
specific providers associated with the plan. Di rect
contracts with enployers that use these mnechanisns
are also considered managed care. (Open ended and
code actual percent)

PMC B
000 None (Conti nue)
001 1% or |less (Conti nue)
002-
100 (Conti nue)
DK  ( DK) (Skip to CLOCK before Section
H)
RF (Ref used) (Skip to CLOCK before Section
H)

(2462 - 2464)

(If response in GB is | ess than
response in G3, Continue;
If response in G3 + response
in GB8=0, Skip to CLOCK before Section H
|f response in G8 > 000, Skip to G3d)
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(Ba.

(If response in G838 is less than response in G3,

ask:) | have recorded that your revenue from all
managed care contracts is less than the anmount you
received on a capitated or prepaid basis. W would
like you to include all <capitated paynents in
estimati ng managed care revenue. Wuld you like to
change your answer of (read 1-2)7?

FI XPMC

G8b.

1 (Response in GB8) percent from all managed care
contracts - (Continue)

OR

2 (Response in G3) percent received on a capitated
or prepaid basis - (Skip to G8c)

3 (Both) - (Continue)

(Nei t her) (Skip to CLOCK before Section H)
( DK) (Skip to CLOCK before Section H)
(Ref used) (Skip to CLOCK before Section H)

© 0

(I'f code 01-19 in G5, Skip to G8b;
| f code 20-97 in GG,
AND code 1 in G6b, Skip to G8b;
If code 8, 9 or BLANK in G6a, AND
code DK, RF, or BLANK in G6¢c, Skip to G38d;
Ot herwi se, Conti nue)

(If code 1 or 3 in Ba, ask:)
(I'f code 02-97 in G6c, or code 1-3 in G6a or code

02-97 in GB, ask:) So, what percentage of the
practice's revenue from patient care would you say
cones from all of these managed care contracts
conmbi ned? (Open ended and code actual percent)

(I'f code 01 in G6¢c or B, ask:) So, what percentage
of the practice's revenue from patient care would
you say conmes from this managed care contract? (Open
ended and code actual percent)

C

000 None - (Skip to CLOCK before Section H)

001 1% or | ess
DK ( DK)
RF  (Refused)
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(2466 - 2468)
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&Bc. (If code 2 or 3 in GBa, ask:) So what percentage of
patient care revenue received by the practice in
which you work is paid on a capitated or other
prepaid basi s? (1f necessary, say:) Under
capitation, a fixed anount is paid per patient per
mont h regardl ess of services provided. (Probe:) Your
best estimate would be fine. (Open ended and code
actual percent)

PCAP B
000 None
001 1% or |less
002-

100
DK  ( DK)
RF (Ref used)

&Bd. (If "specific" response in GBb/G&B = "specific"
response in G8c/G3, ask:) So, all of the practice's
managed care revenue is paid on a capitated, or
prepaid basis, is this correct?

ALLCAP
1 Yes - (Skip to CLOCK before Section H)

2 No - (Continue)
8 ( DK) (Skip to CLOCK before Section H)
9 (Ref used) (Skip to CLOCK before Section H)
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&Be. (If code 2 in G3d, ask:) | have recorded that
(response in G8h/G8) percent of the practice revenue
is from managed care and that (response in G3c/ G3)
percent of the practice revenue is paid on a
capitated or prepaid basis. Wich of these is
i ncorrect?

Fl XCAP
1 Revenue from managed care - (Continue)
2 Revenue paid on capitated or
prepaid basis - (Skip to G3Q)
3 Both are correct - (Skip to CLOCK before Section
H)
4 Nei t her are correct - (Continue)
8 ( DK) (Skip to CLOCK before Section H)
9 (Refused) (Skip to CLOCK before Section W (1347)

&Bf. (If code 1 or 4 in GBe, ask:)

(I'f code 02-97 in G6¢c, or G6 or code 1-3 in Gba

ask:) What percentage of the patient care revenue
received by the practice in which you work cones
from these [(response in G6¢c/G6)] managed care
contracts conbined? (If code 001-100, DK, or RF in
G3, say:) Please include ALL revenue from these
contracts including, but not limted to, any
payments mnmade on a capitated or prepaid basis.
(Probe:) Your Dbest estimate wll be fine. (If
necessary, say:) Managed care contracts include, but
are not limted to those with HMOs, PPOs, |PAs, and
poi nt-of -service plans. (If necessary, say:.) Managed
care includes any type of group health plan using
financi al i ncentives or specific controls to
encour age utilization of specific provi ders
associated with the plan. Direct contracts wth
enpl oyers that use these mechanisns are also
consi dered managed care. (Open ended and code actual

per cent )
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&Bf. (Conti nued:)

(If code 01 in G6c or 6, ask:) What percentage of
the patient care revenue received by the practice in
which you work conmes from this nmanaged care
contract? Please include ALL revenue from this
contract including, but not limted to, any paynents
made on a capitated or prepaid basis. (Probe:) Your
best estimate wll be fine. (If necessary, say:)
Managed care contracts include, but are not limted
to those with HMOs, PPOs, |PAs, and point-of-service
plans. (If necessary, say:) Mnaged care includes
any type of group health plan wusing financial
i ncentives or specific controls to encour age
utilization of specific providers associated wth
the plan. Direct contracts with enployers that use
t hese mechanisns are also considered managed care
(Open ended and code actual percent)

(If code DK or RF in G6c or code 8 or 9 in GBa,
ask:) What percentage of the patient care revenue
received by the practice in which you work cones
from all of the practice's nmanaged care contracts
conbi ned? Please include ALL revenue from these
contracts including, but not limted to, any
payments made on a capitated or prepaid basis.
(Probe:) Your best estimate wll be fine. (If
necessary, say:) Managed care contracts include, but
are not limted to those with HMOs, PPOs, |PAs, and
poi nt-of -service plans. (If necessary, say:) Managed
care includes any type of group health plan using
financi al i ncentives or specific controls to
encour age utilization of specific provi ders
associated with the plan. Direct contracts wth
enpl oyers that use these mechanisns are also
consi dered managed care. (Open ended and code actual

percent)
PMC D
000 None - (Skip to CLOCK before Section H)
001 1% or |less (Conti nue)
002-
100 (Conti nue)
DK  ( DK) (Conti nue)
RF  (Refused) (Conti nue)
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(1161 - 1163)
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G8g. (If code 2 or 4 in G8e, ask:) Now thinking about the
patient care revenue from ALL sources
the practice in which you work,
paid on a capitated or other
necessary, say:) Under capitation,
paid per patient per nonth regardless of
provided. (Probe:) Your best estimate would be fine.

recei ved by
per cent age
prepaid basis? (If
a fixed anmount

what

services

(Open ended and code actual percent) (INTERVI EVER
NOTE: I ncludes paynents made on a capitated or
prepaid basis from Medi care or Medi cai d)

PCAP C

000 None

001 1% or | ess
002-

100

DK ( DK)

RF  (Refused)

[ Del et ed Not e]
(There are no questions G9-Gl0)
(There is no question Gl1)
(There is no question Gl2)

CLOCK:

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE

A.242

(1191 -

1193)

(2224 -

2227)



SECTI ON H
PHYSI CIl AN COMPENSATI ON METHODS
AND | NCOVE LEVEL

(If code 1 in Cl, AND code 06 in C2, Skip to Hlb5a;
Ot herwi se, Conti nue)

READ: Now, |'m going to ask you a few questions about
how your practice conpensates you personally.
(If necessary, say:) Please answer only about
the main practice in which you work.

Hl. Are you a salaried physician?

SALPAI D
1 Yes - (Skip to H3)
2 No (Conti nue)
8 ( DK) (Conti nue)
9 (Ref used) (Conti nue) S

H2. (If code 2, 8 or 9 in Hl, ask:) Are you paid in
direct relation to the ampunt of tinme you work, such
as by the shift or by the hour?

SALTI VE
1 Yes - (Skip to H4)
2 No (Skip to H4)
8 ( DK) (Skip to H4)
9 (Ref used) (Skip tomwdy . .. (2511)
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H3. (If code 1 in Hl, ask:) Is your base salary a fixed
ampunt that will not change until your salary is re-
negotiated or is it adjusted up or down during the
present contract peri od dependi ng on your
performance or that of the practice? (If necessary,
say:) Adjusted up or down neans for exanple, sone
practices pay their physicians an amount per nonth
that is based on their expected revenue, but this
ampunt is adjusted periodically to reflect actual
revenue produced. (INTERVI EMER NOTE: Base salary is
the fixed anpunt of earnings, independent of bonuses
or incentive paynents.)

SALADJ
1 Fi xed amount
2 Adj usted up or down
8 ( DK)

9 (Ref used)

H4. Are you currently eligible to earn incone through
any type of bonus or incentive plan? (1 NTERVI EVEER
NOTE. Bonus can include any type of paynment above
the fixed, guaranteed sal ary)

BONUS
1 Yes - (Skip to Note before H5)

2 No (Conti nue)
8 ( DK) (Conti nue)
9 (Refused) - (Skip to Note before H5)

Hda. (If code 2 or 8 in H4, ask:) Are you eligible to
receive end- of - year adj ust nent s, returns on
wi t hholds, or any type of supplenental paynents,
either fromthis practice or from health plans?

SUPLPAY
1 Yes
2 No
8 ( DK)

9 (Ref used)

(I'f code 1 in H2 OR code 1 in H3, Continue;
Ot herwi se, Skip to H7)
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H5. | am going to read you a short |ist of factors that
are sonetimes taken into account by nedi cal
practices when they determ ne the conpensation paid
to physicians in the practice. For each factor,
please tell me whether or not it is EXPLICITLY
consi dered: (INTERVIEWER NOTE: "Practice" refers to
mai n practice)

[(If code 1 in H1, AND code 2 or 8-9 in H4 AND H4a,
ask:) Wihen your salary is determ ned, does the
practice consider (read A-E)?

(I'f code 1 in HL AND code 1 in H4 OR H4a, ask:) Wen
ei ther your base salary or bonus is determ ned, does
the practice consider (read A-E)?

(If code 1 in H2, AND code 2, 8, or 9 in H4 AND H4a,
ask:) Wen your pay rate is determ ned, does the
practice consider (read A-E)?

(If code 1 in H2, AND code 1 in H4 OR H4a, ask:)
VWhen either your pay rate or bonus is determ ned,
does the practice consider (read A-E)?

1 Yes

2 No

8 ( DK)

9 (Ref used)

SPROD A

A. Factors that reflect your own productivity (If
necessary, say:) Exanples include the anount of
revenue you generate for the practice, the
nunber of relative value units you produce, the
number of patient visits you provide, or the
size of your enrollee panel.

SSAT A
B. Results of satisfaction surveys COWLETED BY

YOUR OWN PATI ENTS

SQUAL_A

C. Specific nmeasures of quality of care, such as
rates of preventive care services for your
patients

SPROF A
D. Results of practice profiling conparing your

pattern of wusing nedical resources to treat
patients with t hat of ot her physi ci ans

(I NTERVIEVWVER NOTE: A practice profile is a
report that is usually conputer generated, which
conpares you to other physicians on things |ike
referrals to specialists, hospitalizations, and
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ot her neasures of cost effectiveness.)
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H5.

(Conti nued:)

SPERF A

E. The overall fi nanci al performance  of t he
practice (INTERVIEWER NOTE: This itemrefers to
the costs and revenues generated by all of the
physi cians in the practice)

(I'f code 2, 8, or 9 to ALL in H5 A-E,
Skip to Hlb5a;
Ot herwi se, Skip to Note before H7a)

(Question H6 del et ed)

H7. (If code 2, 8 or 9 in H2, or code 2, 8, or 9 in H3,
ask:) | am now going to read you a short |list of
factors that are sonmetines taken into account by
medi cal practices when t hey det erm ne t he
conpensation paid to physicians in the practice. For
each factor, please tell ne whether or not it is
EXPLI CI TLY considered when your conpensation is
determ ned. Does the practice in which you work
consider (read A-E)? (INTERVIEWER NOTE. "Practice"
refers to nain practice)

1 Yes

2 No

8 ( DK)

9 (Ref used)

SPROD B
A. Factors that reflect YOUR OAMN productivity (If

necessary, say:) Exanples include the anount of
revenue you generate for the practice, the
nunber of relative value units you produce, the
nunber of patient visits you provide, or the
size of your enrollee panel.

SSAT B
B. Results of satisfaction surveys COWLETED BY

YOUR OAN PATI ENTS

SQUAL B

C. Specific measures of quality of care, such as
rates of preventive care services for your
patients

SPROF B
D. Results of ©practice profiles conparing your

pattern of wusing nedical resources to treat
patients Wi th t hat of ot her physi ci ans
(I NTERVIEWER NOTE: A practice profile is a
report that is usually conputer generated, which
conpares you to other physicians on things |ike
referrals to specialists, hospitalizations and
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ot her neasures of cost effectiveness)
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H7. (Conti nued:)

SPERF B
E. The

over al | fi nanci al

performance  of t he

practice (INTERVI EMER NOTE: This itemrefers to

the costs and revenues generated by all of the
physicians in the practice)
(If code 1 in H5-A or H7-A, H5-B or H7-B,
H5-C or H7-C, H5-D or H7-D OR
H5- E or H7-E, Continue;
Ot herwi se, Skip to Hlb5a)
[ Del et ed CLOCK] HOLD
H7a. For each of the factors you nentioned, tell ne
whether it is very inportant, noderately inportant,
not very inportant, or not at all inportant in
determ ning your conpensation? How about (read and
rotate A-E, as appropriate)?
4 Very inportant
3 Moder at el y i nport ant
2 Not very i nportant
1 Not at all i nportant
8 ( DK)
9 (Ref used)
| MPPROD
A. (If code 1 in H5-A or H7-A, ask:) Your own
productivity
| MPPSAT
B. (I'f code 1 in H5-B or H7-B, ask:) Satisfaction
surveys
| MPQUAL
C. (If code 1 in H5-C or H7-C, ask:) Quality of
care measures
| MPPROF
D. (If code 1 in H5-D or H7-D, ask:) Results of
practice profiling
| MPRPRF
E. (If code 1 in H5-E or H7-E, ask:) Overall
practice performance
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(There are no questions H8-H12)
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[ Del et ed CLOCK] HOLD
1652)

(Questions H13 and H14 del eted) HOLD (3523-
3542)

Hl5a. During 2003, what was your own net income from
the practice of medicine to the nearest $1, 000,
after expenses but Dbefore taxes? Please include
contributions to retirement plans nade for you by
the practice and any bonuses as well as fees,
salaries and retainers. Exclude investnent incone.
Pl ease include earnings from ALL practices, not just
your main practice. (If necessary, say:) W define
investment incone as inconme from investnments in
medically related enterprises independent of a
physician's nedical practice(s), such as nedical
labs or 1imaging centers. (If respondent refuses,

say:) This information is inportant to a conplete
under standing of community health care patterns and
will be used only in aggregate form to ensure your
confidentiality of the information. (Open ended and
code actual number) (If response is > $1 mllion,
verify)

| NCOVE
0000000-
9999999 (Skip to H18)
DK  ( DK) (Conti nue)
RF  (Refused) (Conti nue)

H15b. (If code DK in Hl5a, ask:) Wuld you say that it

was (read 01-04)~?

(If code RF in Hl5a, ask:) Wuld you be willing to
indicate if it was (read 01-04)7?
| NCCAT

01 Less than $100, 000

02 $100, 000 to | ess than $150, 000
03 $150, 000 to | ess than $250, 000
04 $250, 000 or nore

98 (DK
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99 (Ref used)
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[ Del et ed Not e]

(Questions H16 and H17 del et ed) HOLD

H18.

HI SP

H19.

RACE

Do you consider yourself to be of Hispanic origin,
such as Mexican, Puerto Rican, Cuban, or other
Spani sh background? (Probe Ref usal s W th:) I
understand this question my be sensitive. W are
trying to understand how physicians from different
ethnic and cultural backgrounds perceive sonme of the
changes that are affecting the delivery of nmedical
care.

1 Yes

2 No

8 ( DK)

9 (Ref used)

What race do you consider yourself to be? (If

respondent hesitates, read 06-09) (Probe Refusals
with:) | understand this question may be sensitive
W are trying to understand how physicians from
different ethnic and cultural backgrounds perceive
some of the changes that are affecting the delivery
of nmedical care.] (Open ended and code) (I NTERVI EVER
NOTE: If respondent specifies a n xed race or a race
not pre-coded, code as 01 - O her)

01 Ot her (list)

02-
05 HOLD

06 Whi t e/ Caucasi an

07 Af ri can- Aneri can/ Bl ack

08 Nati ve Anerican (Anmerican |Indian)
or Al aska Native

09 Asi an or Pacific Islander

98 (DK)
99 (Ref used)

(3543-
3548)

(1659)

[ Del et ed CLOCK] HOLD

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.253

(1660) (1661)



2640)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.254



H20. Finally, 1 am going to list several problens that
my |imt physicians’ ability to provide high
quality care. For each one, tell me whether it is a
MAJOR PROBLEM M NOR PROBLEM OR NOT A PROBLEM
affecting your ability to provide high quality care.
How about (read and rotate A-H, as appropriate)?

3 Maj or problem
2 M nor problem
1 Not a problem

8 ( DK)
9 (Ref used)
ONOTI ME
A. | nadequate tinme wth patients during office
visits (3549)
QPRBPAY
B. Patients' inability to pay for needed care
Q NSREJ
C. Rejections of care decisions by insurance
conpani es
ONOSPEC
D. Lack of qualified specialists in your area
OREPT
E. Not getting tinmely reports from other physicians
and facilities
QLANG
F. Difficulties comunicating with patients due to
| anguage or cultural barriers
(I'tem G del et ed) HOLD
QERRHSP
H. Medi cal errors in hospitals
CLOCK:

(SURVENT NOTE: If code 2 in S6a, Autocode 2 in |10)

0. (If code 1 in S6a, ask:) Qur records indicate that
you have al ready received your $25 honorari um check.
Did you receive the check?

CHECK
1 Yes
2 No
8 (DK
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SECTI ON |
ENDI NG

[ Del et ed Not e]

1. Let me verify that your name and address are (read
information from fone file/S4)? (ENTER ALL THAT ARE
| NCORRECT) (I NTERVI EVER NOTE: Verify PRACTI CE

ADDRESS)

First name is incorrect
Last nanme is incorrect
Address is incorrect
City is incorrect

State is incorrect

Zip code is incorrect
Al'l information correct

~No ok~ wWNE

FI RST NAME: (Display fromfone file)

(1801 - 1816)

LAST NAME: (Display fromfone file)

(1781 - 1800)
CSTREET

ADDRESS #1: (Display fromfone file)

(1841 - 1880)
CSTRET2

ADDRESS #2: (Display from fone file)

(3013 - 3037)
CCl TY

CITY: (Display fromfone file)
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1. (Continued:)

STATE: (Display from fone file)

CZI P

ZI P CODE: (Display fromfone file)

(2707) (2708)

(2709 - 2713)
[ Del et ed Not e]
(Question | la del eted) HOLD

HOLD

(AI'l inlla, Skip to |4)

(There are no questions #l la-#l 2)

3. |Is the address of the practice we have been talking

about during this interview (read 1-2)?
ADROKAY

_ (2554)

(1781-
1816)

1 (Address from fone file) - (Skip to Note before

#1 5)

2 (If code 36 in #l1, say:) (Address in #l1)
(Skip to Note before #15)

3 No/ Nei t her - (Conti nue)

8 ( DK) (Skip to Note before #15)

9 (Ref used) (Skip to Note before #15)
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4. WIIl you please give me the address of the practice
we have been talking about during this interview?
(Open ended)

PSTRET1

STREET ADDRESS #1:

(2732 - 2761)
PSTRET?2

STREET ADDRESS #2:

(3088 - 3118)
PCI TY

CITY:

(2762 - 2791)
PSTATE

STATE:

(2787) (2788)

(2789 - 2793)

(If code 08, 09, or 10 in
C2, C3, or C3c, Continue;
If code 1 or 2 in C3a, Continue;
Ot herwi se, Skip to J4)
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5. What is the nanme of the practice we have been
tal king about during this interview? Include the
names of government clinics as eligible responses to
this question. (If necessary, say:) This information
wll help us to better wunderstand the nature of
physi ci an organi zations in your region. (Open ended)

PNANVE
00001 Ot her (list)

00002 HOLD

00003 HOLD

00004 No/ Yes m nd giving
00005 HOLD

99998 ( DK)

99999 (Ref used)

(2812 - 2816)
[ Del et ed Not e]

(Question |I5a-15b del eted)

(If code 2 in Slc, Continue;
Ot herwi se, Skip to J4)

6. Are you with the sanme nedical practice that you were
with in January, 2002, or have you changed practices
since then? (If respondent asks, say:) W wll
consider you as being in the sanme practice if your
practice changed addresses, «clinics, offices, or
partners, BUT kept the sanme parent organization. OR
if your old practice changed ownership; for exanple,
if the practice was sold to an outside organization,
but you stayed on under the new ownership. A new
practice would be one where you termnated vyour
relationship and joined a different one. (If
respondent has nultiple practices and changed one
but NOT all of them say:) W are interested in
whet her you are with the same main nedical practice
that you were wth in January, 2002. By nmmin
practice, we nean the practice where you spend nost
of your tine.

PRACCHG
1 Yes, sane practice - (Skip to J4)

2 No, changed practice - (Continue)
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8 (DK (Skip to J4)

9 (Ref used) (Skip to J4) (1666)
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years expect those

did

7. (If code 2 in 16, ask:) In what nonth and year
you change nedical practice? (Open ended and code
nmont h and year)

MI'H CHG
MONTH:

01 January
02 February
03 Mar ch

04  April

05 May

06 June

07 July

08 August

09 Sept enber
10 Oct ober
11 November
12 Decenber
13 (DK)

14 (Ref used)

YR CHG
YEAR: (SURVENT NOTE: Bl ock al

i sted bel ow)

2002

2003

2004

2005

9998 ( DK)

9999 (Refused)
(1669 - 1672)

(There are no questions #l 8-#19)

CLOCK:

(2229 -
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SECTI ON J
SWEEP- UP

(There are no questions J1-J3)

J4. This concludes the survey unless you have any brief
conmment you would like to add. (Open ended)

COMVENT
0001 Ot her (list)

0002-

0003 HOLD

0004 No/ Not hi ng
9998 ( DK)

9999 (Ref used)
(2555 - 2558)

J5. |INTERVIEWVER CODE ONLY: (INTERVIEWER NOTE: Do NOT
offer to send study report to respondent. Encourage
use of Center's Website, www. hschange. or g, and
encourage them to put their nane on the Center's
mai ling list by using the Wbsite. Respondents can
receive electronic notices of the Center's research
including results of the physician survey when they
become avail able, by signing up on the Center's Wb
site, www. hschange.org.) Did respondent ask any of
the foll ow ng?

1 Yes
2 No
A. Center's Web site address so they can access it
t hensel ves
B. To be placed on the Center's mailing |ist
(There is no Item C) HOLD
J6. | NTERVI EMER COMMENTS:
(3118 - 3119)
CLOCK:
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( VALI DATE PHONE NUMBER AND
THANK RESPONDENT BY SAYI NG )
Again, this is , With The Gallup

Organi zation of .| would like to
t hank you for your time. Qur mssion is to
"hel p people be heard” and your opinions
are inportant to Gallup in acconplishing

this.

DESCRI PTI VE NAMES ONLY: NEED ACTUAL FONE FILE NAMES AND
NUMBER OF COLUMNSI

1. MEDI CAL EDUCATION: (Code from fone file)

( - )
2. PHYSI CIl AN NAME: (Code fromfone file)

( - )
3. GENDER: (Code from fone file)

4. PREFERRED PROFESSI ONAL MAI LI NG ADDRESS: (Code from
fone file)

( - )

5. GEOGRAPHI C CODES ( STATE, COUNTY, ZIP, MsSA, CENSUS
REG ON OR DIVISION): (Code fromfone file)

( - )
6. Bl RTH DATE: (Code fromfone file)

(182 - 189)

7. Bl RTH PLACE: (Code from fone file)
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10.

11.

12.

13.

14.

15.

ClI TI ZENSHI P AND VI SA: (Code from fone file)

( - )
LI CENSURE DATE: (Code fromfone file)

( - )

NATI ONAL BOARD COMPLETI ON DATE: (Code from fone
file)

( - )
MAJOR PROFESSI ONAL ACTIVITY: (Code fromfone file)

( - )
PRI MARY SPECI ALTY: (Code from fone file)

( - )
SECONDARY SPECI ALTY: (Code from fone file)

( - )
PRESENT EMPLOYMENT: (Code from fone file)

( - )

AVERI CAN SPECI ALTY BOARD CERTI FI CATION: (Code from
fone file)
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16. CURRENT AND FORMER MEDI CAL TRAI NI NG - (I NSTI TUTI ON,
SPECI ALTY, TRAI NI NG DATES): (Code fromfone file)

© THE CENTER FOR STUDYING HEALTH SYSTEM CHANGE A.270




17. CURRENT AND FORMER GOVERNMENT SERVICE: (Code from
fone file)
( - )
18. ECFMG CERTI FI CATE: (Code from fone file)
( - )
19. TYPE OF PRACTICE: (Code fromfone file)
( - )
20. TELEPHONE NUMBER: (Code from fone file)
( - )
21. FAX NUMBER: (Code fromfone file)
( - )
| NTERVI EMER | . D. #:
REVI SI ONS
6/ 14/ 04  Added: Interviewer Note to |1, Note before

| 5a, 15a, 15b

Revi sed: Note after 14

7/ 2/ 04 Revi sed: Wording in D2aa

7/ 13/ 04 Del eted: Note before 11, Note after 11, 11a,

Note after |la, Note before |5a, |b5a,
| 5b
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Revi sed: Note after 14

9/ 2/ 04 Added: I nterviewer Note to B2

j 1w 2004\ RWI\ RW physi ci an R4 0407
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APPENDIX B

EQUATIONSUSED FOR ROUND FOUR INCLUSION PROBABILITIES
AND ESTIMATION OF SITE-LEVEL COUNTS OF
ELIGIBLE PHYSICIANS



EQUATIONS USED FOR ROUND FOUR INCLUSION PROBABILITIES

A. BACKGROUND

The background presented in Section B of Chapter V is repeated here to help the reader to
understand the appendix, along with the detailed equations. The basic sampling weights are
based on selection probabilities of the fielded sample, before the nonresponse adjustments for
this physician survey, and vary in complexity because of the longitudinal panel component of the
survey.! To provide a simple example, the calculation of the probabilities of selection for basic
weights is a simple product of conditional and unconditional probabilities for the Round Ore site
sample (that is, the probability of a site selection multiplied by the probability of a physician
selection given that the assigned site was selected).? In subsequent rounds, these calculations
must reflect not only probabilities relating to the current round but also probabilities at previous
rounds that describe the entire path that the sample physician followed to the current sample.
Inclusion probabilities of a physician depend on which path is involved.

For Round Four, the situation can be viewed in several ways. To understand how the
adopted method evolved, first consider that a physician could be included in the Round Four

sample via any one of several paths conditional on Round Three status:

1The tracking of the changes in the attitudes of physicians is a key component to the Community Tracking
Study. Because a high proportion of physicians are interviewed repeatedly across the rounds, the selection
probabilities need to account for when the physician first entered the sampling frame. Cross-sectional surveys (with
a new sample at each round) would not support the analytic objectives nor provide the precision desired for
estimates of change between rounds, unless the sample size was substantially increased. Cross-sectional surveys
require only the selection probability for the current round and these selection probabilities are substantially simpler
to compute.

>To simplify this discussion of the basic selection probabilities, we will describe the adjustments for
geographic error on the location of practice and the random assignment in the first three rounds of some sites to the
high-intensity study later.
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Physician who was selected in Round Three, was eligible and completed the
interview: a Round Three interview

Physician who was selected in Round Three, did not complete the interview (for
example, was ineligible, could not be located, or refused): a Round Three
noninterview

Physician who was in the Round Three sampling frame but was not selected in Round
Three: a Round Three frame physician

Physician who was not in the Round Three sampling frame: a Round Four new frame
physician.

The probabilities for the four sampling paths are different for the primary care physicians
and the specialists. Therefore, we have eight separate paths from Round Three to Round Four
(four paths for the primary care physicians and for paths for the specialists).

In addition, if we consider the chain of events for the sample units representing the
respondent domain alone for the Round Four population (relative to Rounds One, Two, and
Three) we have fifteen possible routes for a physician to be selected in Round Four. The first
eight relate to physicians on the Round One frame and the last seven cover those new to the
frame in one of the subsequent rounds. These routes are presented in Table B.1.

The 15 possible routes along with survey disposition status are taken into account when
computing the probabilities of being selected n Round Four. Usualy the probabilities were
determined either by the sampling rates of PCP or by those for specialists for a particular round
and disposition category, but occasionally a physician would switch between the two practice
classifications—a acomplication that needed to be accounted for in the selection probability
calculations. Findly, while a physician is included in Round Four according to the probabilities
associated with the path they followed, they could have been selected in Round Four via several

other paths depending on whether or not they were selected in other rounds. Hence these
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selection probabilities must aso be accounted for to obtain the inclusion probability for a

physician in Round Four.

B. ROUND FOUR COMPUTATIONAL METHODS

In this section, we outline the method used to calculate the Round Four weights, with the

proposition that no restrictive assumptions are required.

1. Basic Inclusion Probabilities

At this point we should summarize some terminology used for the sample design and
selection. Within the sites, four substrata were defined: primary care physicians or specialists
crossed with old or new (old are those physicians on the previous survey frame and new refers to
those new to the frame since the previous survey). For the physicians in the old stratum, we
further define three sampling classes from which independent samples are selected. These
classes refer to three of the paths described above as Round Three (completed) Interview, Round
Three Noninterview, and Round Three Frame and not selected for Round Three. When we refer
to eight sampling classes, we are emphasizing that independent samples are selected for primary
care physicians and speciaists with four sampling classes each.

The Round Four weights were calculated using the fact that the probability of any physician
being included from the Round Four frame was the sum of the probability of being selected in
Round Three plus the probability of not being selected in Round Three times the respective
conditional probabilities of selection in Round Four (this is valid for physicians for al sampling

classes in the Round Four frame, except the new physicians in the Round Four
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TABLEB.1

EVENT ROUTES THAT CAN LEAD TO A PHYSICIAN BEING
IN ROUND FOUR SAMPLE

Reference
Group Code Event Routes

In the Round One Sampling Frame

a Sdected in Round One, Round Two, and Round Three
Selected in Round One, not selected in Round Two, and selected in
b Round Three
C Sdlected in Round One, not selected in Rounds Two or Three
d Sdlected in Rounds One and Two; and not selected in Round Three
e Not selected in Rounds One, Two, or Three
Not sdected in Round One, sdected in Round Two but not in Round
f Three
g Not selected in Round One but selected in both Rounds Two and Three
h Not sdlected in Rounds One or Two, but selected in Round Three

Not In the Round One Sampling Frame*
[ Selected in Round Two and Round Three
] Selected in Round Two and not selected in Round Three
k Not selected in Rounds Two or Three

I Not sdected in Round Two and selected in Round Three

m Selected in Round Three and was not in the Round Two frame
n Not sdected Round Three and was not in the Round Two frame
0 Not in the Round Three frame; new in Round Four

* Routesi, j, k, and | are new in Round Two.
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frame). That is, the conditional probabilities for the eight sampling classes can be written as:

Pa = P3j*Psn + (1—P3)) * Psg
P = P3j*Psap + (1 - Pg)) * Psys
Psz = P3*Psio + (1-Ps3j) * Psg
P = Psy

Pss = P3*Psis + (1-Pg) * Psy
Pas = P3*Psis + (1—P3) * Psy
Pa7 = P3j*Psuse + (1—Pg) * Psy

Psg = Pssg,

where the conditional probabilities are defined as Pjj, i relates to Round (i=1, 2, 3, 4) and j relates
to the sampling class of the physician in round i. (j=1,2,3,4 for primary care physicians and 5
through 8 for specialists). Note, that for Py, (the probability of selection in Round Four of a
primary care physician who was a respondent in Round Three), a primary care physician could
have been selected in Round Three from any of four sampling classes. Also, dternatively if they
had not been selected in Round Three (with probability 1-Ps;), they could still have been selected
from the Round Four stratum three (that is stratum of physicians in the Round Three frame but
not in the Round Three sample, called subsequently as the “pooal”).

For P4 (the conditional probability of selecting the physician a Round Four for the

sampling classj in Round Four) we have:

3The conditional reference relates to: conditional on the site containing the physician’ s address being selected.
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] = 1 or 5 if the physician had a completed interview in Round Three [these
physicians would come from seven possible event routes, see routes with reference
codesa b, g, h,i, |, and min Table B.1, above],

] =2 or 6 if the physician was a Round Three noninterview [event route codes a, b, g,
h, i, I, and m],

j = 3 or 7 if the physician was in the Round Three frame but not selected in Round
Three [event route codes ¢, d, g, 1, |, k, and n], or

j =4 or 8if the physician was new in the Round Four frame [event route 0].

There were also eight sampling classes each in Rounds Two and Three, depending on
physician speciaty classification and if the physician was selected in the previous round and
completed the interview or did not complete the interview, if the physician was in the previous
round frame and was not selected, or if they were new in the frame.* Therefore, P;, for example,
is the conditional probability of selecting the physician at Round Two for the sampling classj in
Round Two with:

j = 1 or 5if the physician had a complete interview in Round One (event route codes
a b, c,and d),

j =2 or 6if the physician was a noninterview in Round One (event route codes a, b, c,
and d),

] =3 or 7 if the physician was in the Round One frame and not selected in Round One
(event route codes g, f, g, and h), or

j =4 or 8 if the physician was in the Round Two frame and was not in the Round One
frame (event route codes i and j).

“Two of these sampling groups (4 and 8) are strata in the classical stratified sampling sense, but they are being
referred to here as sampling classes. The primary care and specialist physicians are also valid strata, and each
contain the four sampling classes, which are a classification based on survey outcome for purposes of varying
sampling rates.
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For the Round One probabilities, Py; is the conditional probability of selecting the physician
a Round One. We used only two strata in this round: primary care physicians (j = 1) and
specidists (j = 2).

Within the specific sampling classes, the Ps; are the sampling probabilities in each round
(i=1, 2, 3, 4), and sampling class j in Round i (j=1,..., 8 for Rounds Two and Three and j=1, 2

for Round One). The Ps; are computed by the equation:
PSj =njj / Nij

where n;; are the sampled cases in round i and sampling class j, and N;j; are the population counts
for round i and sampling classj.

Ps 12 is the weighted mean of the sampling probabilities of Round i and sampling classes 1
and 2 (sampled physicians classified by response status). This modification was required
because physicians selected from sampling classes 3 and 7 involve an unknown probability of
selection (that s if the physician were selected, they could have been either a respondent or a
noninterview and subject to different sampling rates). The weighted mean of the two

possibilities is used because the actual path is not known.
Ps 2= (M1 + M2)™ * (Nie* Pse + n* Ps2)

For Round Three, we had computed Ps; for all physicians selected in Round Three; but we
needed probabilities for those physicians selected in Round Four who were in the Round Three
frame and were not selected in Round Three. First, we recall that the analogous probabilities for

Round Two probabilities are:

P21 = P11*Psy + (1 —P1) * Psz

P2 = P11*Ps» + (1 - P11) * Psx
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Pz = P11*Ps212 + (1—Pu1) * Pss
P2 = Py

P2 = P12*Psxs + (1 —P1) * Psy
P2 = P12*Psxs + (1 —P12) * Psy
P27 = P12*Ps;56 + (1—P12) * Psy

P28 = PSQg.

For the final set of conditional probabilities, P1j had been computed for all physicians
sampled in Round One and for those selected in Round Two (because the Round Two
probabilities were a product of conditional probabilities in both rounds). For physicians selected

in Round One, the probabilities are the simple sampling rates:

P11 = Psiy,

P12 = PSlz.

In contrast, the equations for calculating the P3; in the Round Four conditional probabilities
(P4) are considerably more complex because of the increase in number of paths by which a

physician could possibly be included in the sample as the number of rounds increase. The
equations, while they are essential for the calculation of the weights, become rather difficult to
follow, hence we present a brief overview.

As noted above, the vaues for P53 were calculated in Round Three for those selected in that

round. Therefore, we must consider the conditional probabilities that lead to a physician being in
the Round Four pool (in the Round Three frame but not selected in Round Three). We further

reduce this to PCP physicians in a single site, understanding that different although analogous
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calculations are needed for 120 cells (60 sites times 2 physician classifications, PCP and
speciaists).

Consider one of the patterns, or paths, by which a physician could be in the Round Three
pool. We abbreviate it as RIR2S3, where R1 is a respondent in Round One (so was selected in
Round One), R2 indicates that they are aso arespondent in Round Two, and S3 refers to the fact

they were not selected in Round Three (and hence were in the Round Four pool). There are
thirteen such patterns, al of which have S3 as the final node (R1R2S3, S1R2S3..., where the

underline stands for complement, for example R2 is nonrespondent in Round Two). Each
outcome stratum and survey round combination has a selection probability and response rate
associated with it that is used to calculate the various sequence probabilities--whether or not the
physician was selected, and the response outcome if they were selected. We obtain the inclusion
probability for a physician with this particular pattern by summing the probabilities for the
several paths within that general pattern. In addition to these 13 patterns, we also account for the
fact that the physician could have been included in the Round Four sample if they had by chance

been selected in Round Three (another 13 patterns).

2. Estimation Of Site-Level Counts Of Eligible Physicians

Site-level estimates of the number of éigible physicians with a practice in the site were
relatively imprecise (that is relatively large sampling variances) because of the relatively small
sample sizes, especialy for the sites with small physician populations. In addition, the site-level
estimates were affected by sometimes extremely unequal weights associated with physicians
who had the practice location in the site after being selected in another site. We investigated
various external sources of counts or estimates for use as benchmarks or in post-stratification or

ratio-adjustments, but found no reliable estimates for populations sufficiently similar to the CTS
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population of eigible physicians who have a practice in a CTS site. While no fixed totals were
acceptable, HSC staff were knowledgeable about the trends and patterns of the physician
population. We developed site-level estimates using the knowledge, experience and guidance of
HSC staff and estimates of total counts of eligible physicians with a practice in a site computed
by summing the non-response adjusted sampling weights for eligible physicians.

In Round One and Round Two, we used various measures to determine acceptable site-level
estimates of eligible physicians. One method was to trim excessively large weights without
redistribution of values trimmed. However, this estimate potentially introduces bias that is
different among the sites. It reduced estimated totals for sites with large weights more than
estimated totals for other sites (for example, the estimated totals for sites with large numbers of
in-movers tend to be more seriously downward biased using this estimator).

Because reliable counts of the eligible physician population for post-stratification were not
available at the site level, we developed a series of ratio estimators to seek more stable estimated
totals that were consistent with estimates from prior rounds and the frame counts. Ratio
estimators also are biased but the bias is typically small considering the potential for improved
precision.

Six different estimators, five of them ratio estimators, were used to predict the number of
eligible physicians for the Round Four Physician Survey at the site level. These five ratio
estimators (a1, Mu2,..., Mis) Use three different estimated percentages of eligible physicians by

site and physician classification (PCP or specidlist) as a percentage of frame counts. The

estimates of the related ratios, Pjk, are:

P the proportion of the Round Four frame physicians who are eligible physicians, by
site and physician classification (PCP or specidist), (k=1, 2,..., 120; 60 sites by two
strata)
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Pok the proportion of eligible physicians among the physicians on the Round Three
frame, by site and physician classification (PCP or specialist)

Pk the proportion eligible physicians among those who were new to the frame in
Round Four, by site and PCP/specialist.

The calculations of the estimated proportions (ratios) of the total Round Four frame count

(t) who are eligible physicians, for a specific site and for PCPs, are:

ék =éIW|<|X|<| /éI.WM

where W, = Adjusted weight for site and PCP (k, k =1,...,120) and physician(l) and
Xy = 1if eligible and O otherwise

The calculation of the estimated proportions for the Round Three sample (0), for a specific

site and for PCPs, is:

- o] o]
Py = al'lwk, Xy /aI-WkI
where W, = Adjusted weight for site and PCP (k, k=1,...,120) and physician(l) and
X,y = 1if eligibleand isin Round Three frame and O otherwise
The calculation of the estimated proportions for the new sample (n), say for a specific site and
for PCPs are:
2 _ o o)
Pi=a Wy Xy /a Wy
| |

where W,, = Adjusted weight for site and PCP (k, k=1,...,120) and physician() and
X, =1if eligible and is anew doctor in Round Four frame and O otherwise

The five estimators of the number of eligible physicians in Round Four by site and

PCP/specidlist are listed. The definitions for notation are:
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Nik is the number of physicians listed on the sampling frame in Round i (i=1,2,3,4) by
site and PCP (k=1,...,120) and

nik is the number of eligibles previously estimated for Round i by site and physician
classification (k, k=1,...,120).

For background information, the frame counts for each site increased from Round One to
Round Two (with four exceptions) and they increased again from Round Two to Round Three
and from Round Three to Round Four. But the number of digible physicians decreased for a
substantial number of the sites from Round One to Round Two and from Round Two to Round
Three. In total, the number of PCP physicians on the frame increased by 8.4 percent from Round
One to Round Two, by 13.2 percent from Round Two to Round Three, and by 12.9 from Round
Three to Round Four. For specialists, the increases were 10 percent, 12.5 percent, and 8.7
percent, respectively.

The estimators to predict the number or eligible physicians by site and PCP/specialist are:

ng 1. Thisis an estimate of the number of eligible physicians in Round Four by site and
physician classification (PCP or specialist) computed by multiplying the frame counts
in Round Four by the overall percentage of eligible physicians

N1 = Ny Ry

Nyok: This is an estimate of the number of eligible physicians in Round Four by
classifying the frame counts into two groups. the estimated number of eligible
physicians in the Round Two frame and the new physicians entering the frame in
Round Three and Round Four. This estimator assumes that the number of eligible
physicians in Round Two frame is ny; (the number estimated in Round Two) and the
number of eligible physicians from the new physicians in the frame in Round Three
and Round Four are estimated by the percentage of eligible physicians among the
physicians new on the frame since Round Two.

Ny o = Ny, + (N4k - N2k) ka
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ng3k: This estimate uses the same structure as the previous estimate (n4 2«), but we do not
assume that the number of eligible physicians in Round Two who are dligible in
Round Four is still nyi. In this estimate, the number of eligible physicians in Round
Two is computed from the percentage of eligible physicians among the Round Four
physicians who were on the Round Three frame. The number of eigible physicians
entering the frames in Round Three and Round Four is estimated as previously.

N

N,y = N, P, + (N, - N, )P,

Ng 4. This is an estimate in which the Round Three eligible physicians has added an
estimate of the number of eligible physicians among those who are new to the frame
in Round Four (the second term on the right hand side of the equation). This estimate
will tend to have some upward bias because no direct allowance is made for the ng
eligible physicians who may no longer be eligible in the site (for example death,
retirement, and outmovers). Hence, this estimate relies on a ratio adjustment to all
sites (post-stratification) to produce essentially unbiased estimators; that is, we
assume proportional attrition among sites.

Ny ax =N + (Nyy - Ny )Py

Ngsk: This estimate uses the same structure as the last one (n4,4x), but this estimate uses
an estimate of eligible physicians who were on the Round Three frame using the
Round Three proportion of eligible physicians rather than the actual value as of
Round Three. The advantage this equation seems to have over ng 4 is that we now
have an explicit allowance for attrition of eligible physiciansin Round Three frame.

N, 5 = Ng Py + (N, - Ny )P,

Ngek. This estimator is the direct expansion estimator. It is the sum of the response-
adjusted weights for the Round Four eligible physicians. This is an unbiased
estimator, but has relatively large variance. Because of larger variability in weights
associated to nonresponse adjustments and inmovers, this estimator produces
undesirably large totals for some sites.

N, ek aWkl X

where W, = response-adjusted weight for site and physician type k, k=1,...,120) and
physician (1) and Xy, = 1 for eligible physicians and Xy = 0 otherwise.
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The site weights were poststratified to the national total of eligible physicians for each
estimator before taking the average number of physicians in each site. The nationa total was
based on the adjusted weights for all sample physicians, not just those practicing within one of
the 60 sites; the unbiased estimate for number of eligible physicians in the nation.® The total
number of estimated eligible physicians in each site was again compared to the national number
of eligible physicians after computing the average number of physicians in each site by physician

classification (PCP or specialist) from the first five described estimators.

°The national estimate based on initial weights for those practicing within one of the 60 sites is slightly
downward biased because inmovers from outside the 60 sites are not covered.
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APPENDIX C

NONRESPONSE ANALYSIS



A. OVERVIEW

Nonresponse occurs in all surveys and to adjust for non-participation by sampled physicians,
we used logistic regression models to compute propensity scores to adjust the survey weights for
(1) locating the physician, and (2) the inability to interview al sampled physicians. We defined
interview response as either a completed or ineligible interview (conceptualy, the ineligible
physician completed al portions of the interview for which he or she should or could respond).
Separate locating and response models were developed for the three strataz Round Three
interviews (reinterviews), Round Three noninterviews (noninterviews'), and for physicians not in
Round Three sample fiew?). The models are described in Chapter V. Here, we describe the
main findings of the nonresponse analysis to illustrate various design, practice-related, and

demographic factors related to the ability to locate and interview physicians.

B. CODING OF SURVEY DISPOSITIONS FOR WEIGHTING PURPOSES

Data collection was conducted using computer-assisted telephone interviewing (CATI) and
the data collection management system (or tracking system) maintained a history of the outcome
of each attempt to reach a physician who had a known telephone number. In addition, for those
physicians who were determined to be ineligible prior to data collection (usualy deceased
physicians) or for whom a telephone number was never found, a separate tracking system
maintained the results of physicians who were not assigned to the Telephone Center for data

collection. We used data from both systems to prepare a final disposition code for each

'Round Three noninterviews include physicians who refused to respond, were ineligible or could not be
located in Round Three.

2“New" physicians include physicians who were in the Round Three sampling frame but not selected for
Round Three and physicians who first entered the sampling frame for Round Four.
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physician in the sasmple. Table 1V.1 (in chapter 1V) provides a summary of call outcomes for the
full released sanmple and for PCP and Specialists.

The overall weighted response rate was 52.4 percent compared to 58.6 percent in Round
Three. The decreased rate is linked to increases in unlocatable and end-of-study categories (end-
of-study are active cases designated for call-back or as “soft” refusals when the study ended). A
factor that affected the location rate was access to the physician’s Social Security number; an
important identifier to locate a person. We did not have access to Social Security numbers in
Round Four, but we did in prior rounds. The Round Four survey refusal rate was 18 percent
compared to 19 for the site sample in Round Three; not located (“final tracing”) was 9 percent in
Round Four compared to 6 percent in Round Three; and end-of-study category was 15 percent
compared to 12 percent in Round Three. The response rate for the PCPs (50.6) was dightly
lower than the specidlists (53.5).

In comparison to Round Three and Round Two, the fraction of the sample represented by
located nonrespondents increased from 32 in Round Two, to 36 percent in Round Three, and
increased further to 39 percent in Round Four.

In the next section, we show how geographic, demographic, practice, and survey
characteristics affect the ability to locate physicians, and if they are located, the likelihood that

the physician would agree to be interviewed.

C. FACTORSRELATED TO LOCATION AND RESPONSE

1. Background

Two factors determined physician participation. First, because this was a telephone survey,
we had to obtain either a telephone number for the practice or the home of the sampled

physician. Second, the physician had to agree to complete the survey. Here, we examine three
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sets of characteristics that may be related to either locating or completing an interview with a

physician:

1. Geographic differences.

2. Demographic and practice differences based on data available from the American
Medical Association (AMA) and American Osteopathic Association (AOA) sampling
frames for nearly all sampled physicians.

3. Round Three characteristics of reinterview and noninterview physicians.

Analysis of the relationships between these characteristics and our ability to locate and
interview physicians was used to develop nonresponse adjustment procedures (see Chapter V).
Here, we summarize locating and response patterns that may be helpful in planning future rounds
of the survey.

For the nonresponse analysis, we selected the following characteristics from the AMA and

AOA sample databases:

Region®

Metropolitan Statistical Area(MSA)

Age

Board certification in primary specialty

Country of graduation from medical school: USA/Canada and others
Gender

Type of Practice (from AMA)*

3Region was based in the four census areas of the country: Northeast, North Central, South, and West.

“Present employment was based on the last time the physician provided this information to the AMA.
Consequently, this variable is out of date for many physicians. Furthermore, a substantial fraction of physicians
were coded by the AMA in a nonspecified “other” category, rather than the coded categories of solo practitioner,
partner, group practice member, or HMO employee. Present employment was coded as: solo or partnership
practice, group practice, and other.
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Specialty (coded).®
Income for physicians interviewed in Round Three

Disposition Code in Round Three for the noninterview physicians.®

2. Location and Response Rates by Strata

Location and response rates vary by strata (reinterviews, noninterviews, and new—see
Table C.1). Inthistable, the weighted location rate is the ratio of the weighted sample count for
located physicians to the weighted sample count for all attempted cases. The weighted
percentage of completed interviews, among located physicians, is the weighted sum of
physicians who completed the interview or were screened out as ineligible divided by the
weighted sample count of located physicians. The overal response rate (the weighted
percentage completed among all physicians for whom an interview was attempted) is the
weighted sum of physicians who completed the interview or were screened out as ineligible
divided by the weighted sample count of al attempted cases. We used the weighted sum of
eligible and ineligible physicians because both represented successful interviewing end points.

Since reinterviewed physicians had participated in Round Three of the survey, nearly all
were located. The location rate for the reinterview stratum was 97.9.  The location rates for

Round Three noninterviews and new sample are similar, approximately 87 percent.

®Based on specialty codes in the 2003 AMA or AOA Masterfile, General and Family Practice included codes
FP and GP; Internal Medicine included code IM; Pediatrics included codes PD and MPD; and all other codes were
listed as Specialties.

®The disposition code for Round Three of the noninterview physicians: ineligible, refusals, and unknown
location.
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TABLEC.1

WEIGHTED LOCATION, COMPLETION, AND RESPONSE RATES BY SUBGROUP

Weighted Weighted Percent Weighted
Total Sample Weighted Weighted Weighted Percent Complete Percent
Subgroups® (Unweighted) Total Located Completes” Located Among L ocated Complete
Totals 15,063 559,967 508,640 293,293 90.8 57.7 524
Reinterviews 6,504 208,115 203.660 159,956 97.9 785 76.9
Noninterviews 3,884 203,980 176,341 65,723 86.5 37.3 322
New 4,675 147,872 128,640 67,614 87.0 52.6 45.7

#The three subgroups are based on their Round Three interview status: “reinterviews’ are the physicians who completed the Round Three interview;
“noninterviews” are the physicians who were selected for the Round Three sample but who did not complete the interview (refusals, unlocated
physicians, or ineligible physicians); “new” are the physiciansin the Round Four frame who were not selected for the Round Three sample.

I“Compl eted cases include completed interviews and physiciansidentified asineligible for the survey.



The completion rates vary among strata more than location rates. The completion rate for
located reinterview physicians is 78.5 percent, while the completion rate for located new
physicians is 52.6 percent; and completion rate for the located noninterview physicians is only
37.3 (the noninterview sample included a sample of physicians who refused or could not be
located in Round Three).

Tables C.2 — C.5 provide location and completion rates by stratum, and for the physician

characteristics available for the entire sample.

3. Locating Physicians

The following discussion focuses on the three strata (reinterviews, noninterviews, and new
sample members) (Tables C.3 through C.5). Across al three strata, we located 90.8 percent
(weighted) of the released sample. The characteristics with substantial differences are candidates
for use in the model to adjust for the inability to locate a physician. Differences in location rates
for the reinterview sample were minimal and are not discussed (Table C.3). Differences for the
other two (Tables C.4 and C.5) were generally small, as well, but the ones that exhibit variation
between the characteristic levels are described below:

Region: Location rates in the northeast (85 percent for noninterview and 86 percent

for new) and west for the noninterview (84 percent) were dightly lower than in other
regions, which varied from 87 to 88 percent.

MSA: A physician in the nonmetropolitan areas (location rates from 88 to 89 percent)
isdightly easier to locate than in the MSAs (about 86 percent).

Age: Young physicians (less than 40 years old), who generally are more mobile than
older physicians, were more difficult to locate (81 percent for the noninterview and
84 for the new). Location rates increase with age and doctors 50 and older were the

easiest to locate at around 90 percent.
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TABLEC.2

WEIGHTED LOCATION, COMPLETION, AND RESPONSE RATESBY PHY SICIAN CHARACTERISTICS
ROUND FOUR PHY SICIAN SURVEY

Weighted
Weighted Unweighted Weighted Weighted Percentage Weighted
Unweighted Sample Unweighted Weighted Located Located Percentage Complete/ Percentage

Characteristic Count Count  Completes® Completes Physicians Physicians Located Located Complete
Total 15,063 559,967 8,311 293,293 13,650 508,640 90.8 57.7 52.4
Gender

Female 4,315 144,575 2,311 73,344 3,738 125,578 86.9 58.4 50.7

Male 10,748 415,392 6,000 219,948 9,912 383,062 92.2 57.4 52.9
Age Category

20-44 6,631 196,587 3,369 95,595 5,763 170,464 86.7 56.1 48.6

45-64 7,033 287,913 4,006 149,641 6,569 267,214 92.8 56.0 52.0

65+ 1,399 75,467 936 48,057 1,318 70,962 94.0 67.7 63.7
M edical School

Foreign 3,542 131,342 1,713 59,647 3,105 114,702 87.3 52.0 454

us 11,521 428,625 6,598 233,646 10,545 393,939 91.9 59.3 54.5
Board Certified

Board Certified 11,183 421,913 6,368 226,445 10,460 396,107 939 57.2 53.7

Not Board Certified 3,880 138,054 1,943 66,848 3,190 112,533 815 59.4 484
Specialty

Gen/Family Practice 3,315 100,433 1,868 52,889 2,983 89,751 89.4 58.9 52.7

Internal Medicine 3,242 96,517 1,668 47,028 2,869 85,514 88.6 55.0 48.7

Pediatrics 1,807 50,702 1,104 29,082 1,650 46,047 90.8 63.2 574

Specialist 6,699 312,314 3,671 164,292 6,148 287,326 92.0 57.2 52.6
Region

North East 3,547 137,567 2,028 74,185 3,202 124,111 90.2 59.8 53.9

North Central 2,988 105,821 1,624 55,395 2,715 96,596 91.3 57.3 52.3

South 5,394 200,725 2,931 101,957 4,909 183,572 91.5 55.5 50.8

West 3,134 115,854 1,728 61,755 2,824 104,361 90.1 59.2 53.3
M SA

MSA 13,581 498,551 7,451 259,651 12,262 451,652 90.6 57.5 52.1

Nonmetropolitan 1,482 61,416 860 33,641 1,388 56,987 92.8 59.0 54.8
Present Employment

Office - Group 3,496 135,035 2,128 76,794 3,372 129,710 96.1 59.2 56.9

Solo or 2 practice 3,380 145,640 1,926 76,702 3,223 137,908 94.7 55.6 52.7

Other 8,187 279,292 4,257 139,798 7,055 241,022 86.3 58.0 50.1

#Completed cases include completed interviews and physciansidentified asineligible for the survey.
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TABLEC.3

WEIGHTED LOCATION, COMPLETION, AND RESPONSE RATES FOR THE REINTERVIEW SAMPLE
BY PHYSICIAN CHARACTERISTICS
ROUND FOUR PHY SICIAN SURVEY

Weighted
Weighted Unweighted Weighted  Weighted Percentage = Weighted
Unweighted Sample  Unweighted Weighted Located Percentage  Percentage Complete/  Percentage
Characteristic Count Count Completess Completes Physicians  Located L ocated L ocated Complete
Total 6,504 208,115 4,955 159,956 6,357 203,660 97.9 78.5 76.9
Gender
Femae 1617 47520 1,230 36,408 1554 45,777 96.3 79.5 76.6
Male 4,887 160,595 3,725 123,548 4,803 157,883 98.3 78.3 76.9
AgeCategory
20-44 2,030 54,283 1477 39,673 1,963 52,493 96.7 75.6 73.1
4564 3,819 126,700 2,929 97,447 3,747 124,380 98.2 78.3 76.9
65+ 655 27,133 549 22,836 647 26,787 98.7 85.3 84.2
Medical School
Foreign 1,296 39,137 909 27,651 1,267 38,258 97.8 72.3 70.7
us 5,208 168,978 4,046 132,305 5,090 165,402 97.9 80.0 78.3
Board Certified
Board Certified 5,310 172,201 4,084 133,681 5,205 168,882 98.1 79.2 77.6
Not Board Certified 1,194 35,915 871 26,276 1,152 34,779 96.8 75.6 73.2
Specialty
Gen/Family Practice 1617 40,754 1,240 31,464 1575 39,841 97.8 79.0 77.2
Internal Medicine 1417 35,364 1,035 25,955 1,387 34,623 97.9 75.0 73.4
Pediatrics 936 22,652 727 17,651 910 22,006 97.1 80.2 77.9
Specidist 2,534 109,346 1,953 84,887 2,485 107,191 98.0 79.2 77.6
Region
North East 1,489 50,079 1184 39,709 1,463 49,229 98.3 80.7 79.3
North Central 1,238 38,568 956 30,399 1,210 37,743 97.9 80.5 78.8
South 2,374 75,705 1,762 56,381 2,312 73,887 97.6 76.3 745
West 1,403 43,763 1,053 33,467 1,372 42,800 97.8 78.2 76.5
MSA
MSA 5,741 180,504 4,387 139,170 5,608 176,533 97.8 78.8 77.1
Nonmetropolitan 763 27,611 568 20,787 749 27,128 98.3 76.6 75.3
Present Employment
Office- Group 1,958 62,576 1541 49,380 1934 61,836 98.8 79.9 78.9
Solo or 2 practice 1,794 61,102 1,353 46,298 1,767 60,178 98.5 76.9 75.8
Other 2,752 84,436 2,061 64,278 2,656 81,646 96.7 78.7 76.1
Income (at R3)
Less than 100,000 1,199 34,890 896 26,823 1,148 33,526 96.1 80.0 76.9
100,000-149,999 2,074 60,194 1,619 47,266 2,022 58,686 97.5 80.5 785
Morethan 150,000 3,231 113,031 2,440 85,867 3,187 111,447 98.6 77.0 76.0

dCompleted casesinclude completed interviews and physiciansidentified asineligible for the survey.
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TABLECA4

WEIGHTED LOCATION, COMPLETION, AND RESPONSE RATES FOR THE NONINTERVIEW SAMPLE BY PHY SICIAN CHARACTERISTICS
ROUND FOUR PHY SICIAN SURVEY

Weighted Weighted
Weighted Unweighted  Sample Weighted Percentage  Weighted
Unweighted Sample  Unweighted Weighted L ocated Located Percentage  Complete/  Percentage

Characterigtic Count Count Completes® Completes  Physicians Count Located Located Complete
Total 3,834 203,980 1,213 65,723 3,286 176,341 86.5 37.3 32.2
Gender

Female 1,041 50,870 313 15,324 832 41,658 81.9 36.8 30.1

Male 2,843 153,110 900 50,399 2,454 134,682 88.0 374 329
AgeCategory

20-44 1,364 59,389 399 17,532 1,078 47,884 80.6 36.6 29.5

4564 2,072 113,227 596 32,566 1,799 99,579 87.9 327 28.8

65+ 448 31,364 218 15,625 409 28,878 92.1 54.1 49.8
Medical School

Foreign 1,024 51,764 288 15,148 842 43,014 83.1 35.2 29.3

us 2,860 152,216 925 50,574 2,444 133,326 87.6 37.9 33.2
Board Certified

Board Certified 2,773 150,424 839 46,667 2,480 136,845 91.0 34.1 31.0

Not Board Certified 1,111 53,556 374 19,056 806 39,495 73.7 48.2 35.6
Specialty

Gen/Family Practice 913 40,854 278 12,881 751 34,043 83.3 37.8 315

Internal Medicine 998 42,335 288 13224 841 36,263 85.7 36.5 31.2

Pediatrics 439 18,845 148 6,534 366 15,985 84.8 40.9 34.7

Speciaist 1534 101,946 499 33,084 1,328 90,050 88.3 36.7 325
Region

North East 877 46,599 274 15,047 732 39,774 85.4 37.8 32.3

North Central 752 37,879 220 11,482 639 33,024 87.2 34.8 30.3

South 1,355 74,174 430 23,829 1174 65,465 88.3 36.4 321

West 900 45,328 289 15,365 741 38,079 84.0 404 339
MSA

MSA 3,539 182,114 1,093 58,211 2,984 157,114 86.3 37.1 32.0

Nonmetropolitan 345 21,866 120 7,512 302 19,227 87.9 39.1 344
Present Employment

Office- Group 897 48,941 284 16,132 828 45413 92.8 355 33.0

Solo or 2 practice 1,011 57,846 315 18,877 919 52,845 914 35.7 32.6

Other 1,976 97,194 614 30,715 1,539 78,083 80.3 39.3 31.6
Round Three Status

Ineligible 616 31,796 353 19,256 478 25,322 79.6 76.0 60.6

Located Non

respondent 2,758 148,947 692 38,179 2,478 135,871 91.2 28.1 25.6
Not Located 510 23,237 168 8,287 330 15,147 65.2 54.7 35.7

#Completed cases include completed interviews and physicians identified as ineligible for the survey.
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TABLEC5

WEIGHTED LOCATION, COMPLETION, AND RESPONSE RATES FOR THE NEW SAMPLE BY PHYSICIAN CHARACTERISTICS

Weighted
Weighted Unweighted Weighted  Weighted Percentage = Weighted
Unweighted  Sample Unweighted Weighted Located Located  Percentage Complete/  Percentage
Characterigtic Count Count Completes® Completes Physicians Physicians  Located L ocated Complete
Total 4,675 147,872 2,143 67,614 4,007 128,640 87.0 52.6 45.7
Gender
Female 1,657 46,185 768 21,612 1,352 38,142 82.6 56.7 46.8
Male 3,018 101,687 1,375 46,001 2,655 90,497 89.0 50.8 45.2
AgeCategory
20-44 3,237 82,915 1,493 38,390 2,722 70,087 84.5 54.8 46.3
45-64 1,142 47,986 481 19,628 1,023 43,255 90.1 45.4 40.9
65+ 296 16,970 169 9,596 262 15,297 90.1 62.7 56.5
M edical School
Foreign 1,222 40,440 516 16,847 996 33,429 82.7 50.4 41.7
us 3,453 107,431 1,627 50,766 3,011 95,210 88.6 53.3 47.3
Board Certified
Board Certified 3,100 99,288 1,445 46,097 2,775 90,380 91.0 51.0 46.4
Not Board Certified 1,575 48,584 698 21,516 1,232 38,259 78.7 56.2 44.3
Specialty
General/Family Practice 785 18,826 350 8,545 657 15,868 84.3 53.9 45.4
Internal Medicine 827 18,818 345 7,850 641 14,629 1.7 53.7 41.7
Pediatrics 432 9,205 229 4,897 374 8,057 87.5 60.8 53.2
Specidist 2,631 101,022 1,219 46,322 2,335 90,086 89.2 514 45.9
Region
North East 1,181 40,889 570 19,429 1,007 35,108 85.9 55.3 47.5
North Central 998 29,374 448 13,514 866 25,828 87.9 52.3 46.0
South 1,665 50,846 739 21,747 1,423 44,220 87.0 49.2 42.8
West 831 26,763 386 12,923 711 23,482 87.7 55.0 48.3
MSA
MSA 4,301 135,933 1,971 62,271 3,670 118,006 86.8 52.8 45.8
Nonmetropolitan 374 11,938 172 5,343 337 10,634 89.1 50.2 44.8
Present Employment
Office- Group 641 23518 303 11,283 610 22,462 95.5 50.2 48.0
Solo or 2 practice 575 26,693 258 11,527 537 24,834 93.2 46.3 43.2
Other 3,459 97,661 1,582 44,804 2,860 81,292 83.2 55.1 45.9

&Completed cases include completed interviews and physicians, identified as ineligible for the survey.
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Board certification in primary specialty: Board certified physicians are easier to
locate than the non certified physicians. For both strata, 91 percent of board certified
physicians were located, compared to only 74 percent of noninterviews and 79
percent of new sample who were not board certified.

Country of medical school: Graduates of U.S. and Canadian medical schools were
somewhat easier to locate (about 88 percent compared to 83 percent for the graduates
from other countries).

Gender: Because name changes increase the difficulty of locating female physicians,
men were easier to locate (approximately 88 percent) than women (82 percent).

Type of Practice: This variable was classified in the “other” category in the AMA
Masterfile for most physicians. Physicians classified in the “other” category are more
difficult to locate. Only dlightly more than 80 percent of physicians in the other
category were located. While more than 90 percent of those with type of employment
specified as group, solo, or two-physician practice, were located.

Specialty: Specialists were dightly easier to locate than PCPs (general and family
practice, general interral medicine, and pediatrics) for both strata.

Disposition Code in Round Three for the noninterview physicians. The eligible
sample physicians who were located but not interviewed in Round Three were the
easier ones to locate among the noninterview stratum with a location rate of 91
percent. The most difficult to locate in this stratum were the physicians that could not
be located in Round Three, with a location rate of only 65 percent.

4. Response Rate

Overdl, the conditional response rate (including completed interviews and ineligible
physicians) for the located physicians was 58 percent, with substantial variation by sample
group—79 percent for reinterviews, 37 percent for noninterviews, and 53 percent for the new
sample (Table C.1). For the nonresponse analysis, we defined the conditional response rate as
the ratio of the weighted number of physicians who were ineligible or completed an interview
divided by the weighted number of physicians who were located. This rate is a weighted
estimate of the corditional probability of obtaining a response, having first located the physician.

For ease of exposition, we will refer to the conditional response rate as the response rate in this
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Variation in response rates, by geographic differences, demographic and practice
differences, and Round Three characteristics are discussed here (see Tables C.2, C.3, C.4, and

C.5).

Region: The amount of variation in response rates by region was fairly consistent
across strata—five to six percentage points from highest to lowest region. Among
reinterview physicians, response rates across regions ranged from 76 to 81 percent.
The response rates for noninterview physicians ranged from 35 percent to 40 percent.
The new physicians' response rates ranged from 49 percent to 55 percent. There
aren’'t any clear regiona response patterns across strata except that the response rate
in the southern region was dightly lower for reinterview and new sample, but not for
noninterview physicians.

MSA: Differences in response rates were about two percentage points between
MSAs and nonmetropolitan areas across al three samples.

Age: Older physicians (65+) in all strata had substantialy higher response rates and
middle-age physicians (ages 45-64) had the lowest response rates in two of the
samples. Overal, the response rate for the older group was 68 percent compared to
56 percent for each of the two younger age groups.

Board certification in primary specialty: While physicians who are board certified
are far easier to locate in all strata, in two of the three strata, the Situation is reversed
for response rates. For noninterview physicians who are board certified the response
rate is only 34 percent compared to noncertified physicians at 48 percent. For new
physicians who are board certified, the response rate is 51 percent compared to 56
percent for the noncertified physicians. It is easier to locate the board certified
physicians but they are more difficult to interview. This reversal between location
rates and response rates demonstrates the merit of using different propensity models
for location and response.

Country of medical school: Graduates of U.S. medical schools had somewhat
higher response rates in all strata (3 to 5 points higher) than graduates from other
countries.

Gender: Response rates are virtualy identical for located men and women in the
reinterview and noninterview samples, differing by only about one percentage point.
However, females in the new sample were more likely to respond (57 percent) than
were males (51 percent). For surveys that are limited to new samples, this is another
example of reversal of the rates between location and response.
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Specialty: Pediatricians have the highest response rates in al strata while internists
have the lowest. Among pediatricians, the response rate is 80 percent for reinterview
physicians, 41 percent for the noninterview physicians, and 61 percent for the new
physicians. For physicians practicing in internal medicine, response rates are 75, 37,
and 54 percent, respectively).

Income for reinterview physicians:’’ While easier to locate, higher income
physicians (150,000+) are dlightly less likely to complete the interview. Their
response rate is 77 percent compared to 80 percent for the two lower income groups.
Disposition Code in Round Three for the noninterview physicians. Noninterview
physicians who refused to be interviewed in Round Three were much easier to locate
but more difficult to interview (response rate of only 29 percent). The highest
interview rates in this sample were for physicians who were ingligible in Round
Three, with a response rate of 70 percent. (Note, however, that the ineligibles are

included as respondents.) This is a very important variable and another example of
reversal in rates between location and response.

5. Summary

We were able to compare location and response rates for several variables. board
certification in primary specialty, country of graduation from medical school, gender, type of
practice, speciaty, and income for reinterview physicians, and Round Three disposition for
noninterviewed physicians. After controlling for stratification (reinterview, noninterview, and
new sample), differences in these rates were generally small and sometimes balanced out (with
lower location rates balanced by higher conditional response rates). Any differences in location
and response rates for these variables were controlled for by nonresponse adjustments applied to

sample weights.

"This variable was based on the Round Three interview and was not available for noninterview or new sample.
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