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Abstract: Background: Not much is currently known about United States (US) physicians’ opinions
about healthcare financing, specifically subsequent to the creation and implementation of the
Affordable Care Act (ACA). Objectives: A four state survey of practicing US based physicians’
opinions about healthcare financing following ACA passage and implementation. Methods:
Physician leaders practicing in the state of New York, Texas, Colorado and Mississippi were
surveyed. Two factor analyses (FA) were conducted to understand the underlying constructs.
Results: We determined the final response rate to be 26.7% after adjusting it for a variety of
factors. Most physicians favored either a single payer system (43.8%) or individualized insurance
coverage using health savings accounts (33.2%). For the single-payer system, FA revealed two
underlying constructs: System orientation (how the physicians perceived the impact on the healthcare
system or patients) and individual orientation (how the physicians perceived the impact on
individual physicians). Subsequently, we found that physicians who were perceived neutral in their
attitudes towards physician-patient relationship and patient conflict were also neutral in reference
to system orientation and individual orientation. Physicians who were perceived as stronger on
the physician-patient relationship were more supportive of a single-payer system. Conclusion:
This study brings attention to the paradox of social responsibility (to provide quality healthcare)
and professional autonomy (the potential impact of a healthcare financing structure to negatively
affect income and workload). Efforts to further reform healthcare financing and delivery in the US
may encounter resistance from healthcare providers (physicians, mid-level prescribers, pharmacists,
or nurses) if the proposed reform interferes with their professional autonomy.

Keywords: healthcare financing; physician survey

1. Introduction

The run up to the creation of Affordable Care Act (ACA) in March 2010 furthered the ongoing
debate regarding the ideal structure of healthcare financing in the United States [1–3]. Healthcare
financing options span a spectrum of ideas, from a tax-payer funded unique payment option which
includes universal coverage (also known as single payer system with universal coverage) on one end
and a freely competitive market on the other; along this spectrum lie government-supported programs
such as Medicare and Medicaid, employer sponsored health insurance plans, and individual insurance
funded through health savings accounts. The suitability and viability of every option on the spectrum
of health coverage generates passionate debate amongst health policy analysts, payer organizations,
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healthcare practitioners, and patients regarding social responsibility versus personal responsibility
for care [4–6]. The structuring of healthcare financing in the United States stands in contrast to the
framework of healthcare in industrialized nations such as Japan, Australia, Canada, and most of Europe,
where universal coverage is mandated through legislation and funded primarily through taxation [7].
Within this framework, significant differences exist by which countries offer their universal coverage
(including policies, service coverage, and copayment levels) [8]. For example, Switzerland’s policy
of requiring residents to purchase compulsory basic health insurance with the option of purchasing
supplemental private insurance contrasts with Norway’s program of taxation-based financing with
equal access and coverage for all [9]. Despite these fundamental differences, Switzerland and Norway
are both ranked in the top five of recent national consumer health indices [10].

Historically, the delivery mechanism for healthcare in the industrialized world followed the
fee-for-service model, a system in which a patient’s clinical interest in receiving as much care as
necessary was aligned with a physician’s financial interests [11]. This fee-for-service model has
evolved to include a mix of capitation and fee-for-service systems, with financial incentives to ensure
and advance the value of care [12]. The implementation of managed care cost control principles
(including capitation, utilization review, physician profiling, and fee reduction) served to limit
physician autonomy and curtailed American physician reimbursement [13], slowing healthcare
expenditures for a period of time [14] but also increasing physician dissatisfaction with the American
healthcare system and impinging their professional autonomy [15,16]. Physician satisfaction in
the United States lags behind most industrialized nations, and is significantly lower than that in
Switzerland and Norway [17]. Physician satisfaction is often tied to feelings of professional autonomy,
the degree of bureaucratic interference, and payment rates [18].

Studies have been performed to determine the views of American physicians on healthcare
financing options [19–26]; several of which [22,24,25] were published during the debate around the
ACA. While these studies have found increasing physician support for a publicly financed single
payer system, most were state or regional studies that were limited in scope. One national survey [22]
found physicians were four to five times as likely to express support for either individually purchased
insurance coverage with tax incentives and penalties or a government-run, taxpayer-financed national
health insurance program compared to the current employer-sponsored financing system. To update
this previous research and in order to explore for changes in opinions following the enactment of
most of the key provisions of the ACA in January 2014, the authors conducted a four-state survey of
practicing physicians.

2. Methods

2.1. Study Sample

Physician leaders practicing in the states of New York, Texas, Colorado, and Mississippi were
selected for survey inclusion because of certain unique attributes. Texas had the highest rate of
uninsured residents (28.8%) in 2012, far exceeding the national average of 16.9% [27]. Mississippi
had a lower rate of uninsured residents (21.7%), but also had the greatest physician shortage in
the country [28]. In contrast to Mississippi, New York state had the third highest concentration of
practicing physicians in the nation (277.4 per 100,000 people). Nationally, in addition to the lack of
physicians, Mississippi had the highest prevalence of diabetes (15.4%) and second highest prevalence of
hypertension (38.4%). Colorado stands in stark contrast to Mississippi; the prevalence of hypertension
(22.0%) and diabetes (7.4%) among Coloradans were the lowest and second lowest in the nation,
respectively; Colorado also had the lowest rates of obesity nationwide [29].
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The lead physician in the respective practice(s) were the focus of this survey. A third party,
commercial vendor was employed to generate contact information for a practice’s lead physician; this
vendor had no relationships with any of the included states’ medical societies. The selected vendor
was utilized because they had the capability to provide lead physician contact information, which was
not available from the respective state medical societies mailing lists. The study was funded by the
College of Pharmacy and Health Sciences and approved by each author’s Institutional Review Board
(IRB).

The initial phase of this mixed method (paper, internet, fax, and telephone) study had each
lead physician receive a packet which included a cover letter, survey instrument, and a postage-paid
return envelope. A random sample of Internal Medicine and Family Practice physicians (total number
of physicians = 2225) were selected for the initial mailing, distributed as follows: Colorado = 228,
Mississippi = 153, New York = 893, and Texas = 951. Signed informed consent letters were not
required, as a statement in the cover letter implied consent upon the return of a completed survey.
Non-responding physicians received up to three reminder post cards and up to three additional mail
surveys. Data collection for the study commenced in March 2014.

Additional attempts were made to increase the response rate by the Principal Investigator (PI)
by contacting non-responding physicians via telephone using an institutional polling center at the
authors’ institutions. A phone survey was conducted for those physicians indicating a preference for
this survey method. Physicians also had the option to complete the survey online; an electronic copy
was sent over the internet to those indicating this preference.

2.2. Survey Instrument Development

The survey instruments were developed after conducting a comprehensive literature
review [19,20,22,30–40].

The survey was organized into four sections, including questions relating to: Various elements
of the Patient Centered Medical Home (PCMH); patient-practitioner orientation; healthcare finance;
and demographics. Close-ended, multiple choice questions were structured using dichotomous, and,
3-point and 4-point Likert type scales questions.

The survey included 19 questions in reference to physician opinions about four different
models of healthcare financing: A taxpayer-financed, national health insurance program (“single
payer with universal coverage”) administered by the government, employer-sponsored health
insurance, individually purchased insurance coverage paid for through health savings accounts,
or a multi-payer managed care system (with federal subsidies available for low income subscribers
and penalties for failure to purchase a minimum policy). The first eight questions determined
physician opinions regarding the various healthcare financing options and attitudes towards healthcare
access. These questions were adopted from a survey instrument developed by Albers et al. and
McCormick et al. [19,20]. The original survey instrument developed by Albers et al. included eight
questions excluding demographic questions (19). The remaining nine questions determined physician
beliefs about the impact of a potential single payer system; these questions were adopted from a larger
50-item questionnaire developed by Nayakama et al. [35].
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The 18-question Patient-Practitioner Orientation Scale (PPOS) developed in 2000 by Krupat
was used as the basis of our measurement of patient-practitioner orientation [38]. A subset of
seven questions from the PPOS focusing on the respondents’ philosophical belief regarding patients,
physicians, and medical care were selected for use in our survey. An additional question was added
regarding transparency of a physician’s relationships with the pharmaceutical and medical device
industries [36]. A 4-point Likert scale was used (4: Strongly agree, 3: Agree, 2: Disagree, 1: Strongly
disagree). Reverse wording was used for three questions (please see results section for detail); for
these, the scale was reversed (with the lower scores associated with stronger agreement). The scale
range for the patient-practitioner orientation measurement was from 8 to 32; the higher total score, the
less patient orientation indicated by the physician.

2.3. Data and Statistical Analyses

Initial analyses included descriptive statistics (frequency counts, percentages, means, and standard
deviations) for demographic and outcomes data, and other variables of interest. Relationships between
physician characteristics and variables of interest were explored with additional analyses, including
Chi-square [x2] analyses, regression and parametric statistics. Physician perceptions on the four
different structures of healthcare financing was the primary outcome variable. Significance of the
results was determined with an a priori p value of 0.05 or less. Statistical analyses were conducted
using Statistix version 8 (Analytical Software, Tallahassee, FL, USA) and SPSS version 24 (Armonk,
New York, NY, USA) [41,42].

To our knowledge, no previous research has investigated the interplay between
patient-practitioner orientation and physician opinion on financing of the healthcare system. Survey
responses regarding patient-practitioner orientation and perceptions on healthcare finance (including
perceptions on the four different options for healthcare financing and a potential single payer system)
were further analyzed. Two factor analyses using Principal Component Analyses (PCA) with Varimax
rotations were performed to identify the components underlying the survey questions related to
patient-practitioner orientation and perceptions about a single payer system. The objective of factor
analysis is to take a large set of variables and examine how the data could be reduced to smaller
set of factors or components [43]. Two sets of Chi-square analyses were conducted to explore
potential relationships between the components obtained from the factor analysis of patient-practitioner
orientation and (a) the four options of healthcare financing, and (b) components obtained from the
factor analysis of physician perceptions of a potential single payer system.

3. Results

3.1. Survey Responses

The initial mail survey of 2225 lead physicians resulted in 182 useable responses, with 307 surveys
returned as undeliverable. After repeated mailings, attempts to increase response rates were made
by contacting all non-responding physicians (n = 1731) during the summer of 2015 via telephone by
a university-based polling station. An additional 802 physicians were eliminated from the sample
for the following reasons: Incorrect addresses (n = 236), unverifiable addresses (n = 566), or refusal to
participate (n = 385). The remaining 544 non-responding physicians were then re-contacted by the PI;
an additional 173 addresses were deemed incorrect. These efforts to reduce non-response yielded an
additional 66 survey responses (51 via telephone, 8 via fax, and 7 via online survey). This resulted
in a total of 248 responding physicians, representing a final response rate of 11.1% and an adjusted
response rate of 26.7% (after correcting for incorrect and unverifiable addresses) (Figures 1–3).
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3.2. Baseline Cohort Description

Responding physicians worked in small practices, with solo practices constituting half (50.2%) the
sample; most of the sample (81.8%) reported working in practices with five or fewer physicians
(Table 1). State medical association membership was reported by most responding physicians
(67.4%); commercial insurance and Medicare (33% each) were most frequently reported for patient
coverage, and almost 8% of patients were reported as uninsured. Responding physicians correlated
well with national physician demographic data in terms of age, gender, and membership in the
American Medical Association [44,45]. There was some state-wise statistical variation on certain
demographics: Patient insurance coverage mix (p < 0.05), state medical society membership (p < 0.0001),
and rural/suburban/urban location (p = 0.0214).

Table 1. Physician and practice characteristics.

Characteristics
Primary State of Medical Practice

Total
NY (n = 112) TX (n = 81) CO (n = 13) MS (n = 30)

Male 82 (73.2%) 56 (69.1%) 12 (92.3%) 21 (70.0%) 175 (72%)

Geographical Location *

Rural 31 (27.9%) 26 (32.1%) 8 (61.5%) 12 (40.0%) 78 (32.2%)

Suburban 29 (26.1%) 32 (39.5%) 4 (30.8%) 9 (30.0%) 75 (31.0%)

Urban 51 (45.9%) 23 (28.4%) 1 (7.7%) 9 (30.0%) 87 (36.0%)

Practice Size (# of Physicians
Practicing)

Solo 60 (55.0%) 49 (60.4%) 5 (38.5%) 8 (26.7%) 124 (50.2%)

2 to 5 27 (24.8%) 20 (18.3%) 4 (30.8%) 17 (56.7%) 70 (28.3%)

6 or more 22 (20.2%) 12 (14.8%) 4 (30.8%) 4 (13.3%) 45 (18.2%)

Member of State Medical
Association ** 54 (48.2%) 74 (91.3%) 9 (69.2%) 21 (72.4%) 163 (67.4%)

Member of American Medical
Association 30 (26.8%) 22 (27.2%) 5 (41.7%) 6 (20.0%) 64 (26.4%)
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Table 1. Cont.

Characteristics
Primary State of Medical Practice

Total
NY (n = 112) TX (n = 81) CO (n = 13) MS (n = 30)

Medical School Graduation Year

Before 1970 11 (9.9%) 7 (8.8%) 0 2 (6.9%) 23 (9.3%)

1970 to 1989 69 (62.1%) 44 (55.0%) 13 (100%) 15 (51.7%) 143 (57.9%)

1990 to Present 31 (27.9%) 29 (36.3%) 0 12 (41.3%) 74 (30.0%)

% Patients Enrolled in Medicaid
(mean ± std.dev) *** 19.6 (19.6) 11.3 (14.0) 25.3 (20.7) 16.5 (24.2) 16.5 (18.7)

% Patients Enrolled in Medicare
(mean ± std.dev) 34.7 (21.4) 34.2 (21.5) 30.6 (17.9) 27.9 (21.6) 33.1 (21.4)

% Patients Enrolled in
Commercial Insurance
(mean ± std.dev)

29.5 (20.1) 35.3 (22.7) 27.6 (19.6) 40.8 (25.2) 33.3 (22.1)

% Patients Enrolled in HMO
(mean ± std.dev) **** 15.8 (16.8) 9.6 (12.0) 3.8 (5.9) 11.4 (12.4) 12.3 (14.5)

% Patients Uninsured
(mean ± std.dev) ***** 6.7 (10.5) 8.7 (11.2) 15.0 (11.2) 6.2 (4.7) 7.8 (10.4)

Primary state of medical practice not provided by 12 respondents (4.8%). * x2 = 14.85; p = 0.0214; ** x2 = 40.17;
p < 0.0001; *** Bartlett’s Test x2 = 14.7; p = 0.0021; **** Bartlett’s Test x2 = 18.6; p = 0.0003; ***** Bartlett’s Test x2 = 18.6;
p = 0.003; Data presented as No (%)/Mean (± Standard Deviation (std.dev)).

3.3. Healthcare Financing Options

Table 2 reports information about the four different healthcare financing options in reference
to respondent demographic information. Of the four options, most physicians favored either a
single payer system (43.8%) or individualized insurance coverage using health savings accounts
(33.2%). It is worth noting that neither of these systems are currently utilized to finance the United
States healthcare system; the financing systems currently most frequently utilized in the United
States were least favored by the respondents: Multi-payer managed care (17.7%) and an employer
sponsored healthcare system with tax credits or penalties (5.3%). Only a minority of demographic
data provided statistically significant differences: Physicians who were not members of their state
medical society were more likely to prefer a tax-payer funded unique system with universal coverage
over individualized insurance with health savings accounts compared to members of state medical
societies, who were equally likely to favor these two options (Table 2). Physicians practicing in Texas
reported a slim preference for a tax-payer funded unique payment system with universal coverage
compared to physicians practicing in other states (Table 2).

Table 3 represents the overall physician attitudes towards access to healthcare and a single payer
system, and Table 4 identifies statistically significant differences between demographic variables.
When physicians were asked about patient access to good medical care, a vast majority (86.3%) either
strongly agreed or agreed that ‘good medical care should be accessible to all regardless of ability to
pay.’ However, less than half (43.8%) favored a single payer system (Table 2), and even fewer (34.6%)
favored a single payer system like England.
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Table 2. Four different healthcare financing options and demographic data.

Multi-Payer
Managed Care

System

Single Payer with
Universal
Coverage

Individualized
Insurance

Coverage (Using
Health Savings

Account)

Employer Sponsored
Healthcare System with Tax

Credit or Penalty (For
Buying or not Buying Health

Insurance)

OVERALL 40 (17.7%) 99 (43.8%) 75 (33.2%) 12 (5.3%)

Gender

Male 28 (17.4%) 71 (44.1%) 53 (32.9%) 9 (5.6%)
Female 11 (17.7%) 27 (43.5%) 21 (33.9%) 3 (4.8%)

State Medical Society Member

Yes 25 (16.7%) 59 (39.3%) 59 (39.3%) 7 (4.7%)
No 14 (19.2%) 39 (53.4%) 15 (20.5%) 5 (6.8%) *

American Medical Association Member

Yes 8 (13.8%) 28 (48.3%) 17 (29.3%) 5 (8.6%)
No 31 (18.9%) 70 (42.7%) 56 (34.1%) 7 (4.3%)

Medical School Graduation Year

Before 1970 5 (23.8%) 7 (33.3%) 7 (33.33%) 2 (9.5%)
1970 to 1989 19 (14.4%) 64 (48.5%) 44 (33.3%) 5 (3.8%)
1990 or later 14 (20.3%) 27 (39.1%) 23 (33.3%) 5 (7.2%)

Geographic location of primary medical practice

Rural 11 (15.1%) 36 (49.3%) 23 (31.5%) 3 (4.1%)
Suburban 14 (19.4%) 23 (31.9%) 28 (38.9%) 7 (9.7%)

Urban 14 (17.9%) 39 (50%) 23 (29.5%) 2 (2.6%)

Primary State of Medical Practice

New York 24 (22.6%) 51 (48.1%) 24 (22.6%) 7 (6.6%)
Mississippi 0 (0%) 7 (53.8%) 6 (46.2%) 0 (0%)
Colorado 4 (15.4%) 13 (50%) 9 (34.6%) 0

Texas 10 (13.5%) 24 (32.4%) 35 (47.3%) 5 (6.8%) **

Solo Practice

Yes 23 (20%) 47 (40.9%) 39 (33.9%) 6 (5.2%)
No 16 (15.8%) 46 (45.5%) 35 (34.7%) 4 (4.0%)

* x2 = 8.05, p = 0.0449; ** x2 = 18.92, p = 0.0258.

Table 3. Physician attitude towards healthcare access and healthcare financing.

Items Strongly Agree Agree Disagree Strongly Disagree

Good medical care should be accessible to
all regardless of ability to pay 108 (44.6%) 101 (41.7%) 25 (10.3%) 8 (3.3%)

I would accept a 10% reduction to income
for a significant reduction in paper work 49 (20.5%) 98 (41.0%) 56 (23.4%) 36 (15.1%)

I would favor paying physician by salary
(fixed annual income) if the salaries were
determined in a fair way

33 (13.6%) 85 (35.1%) 73 (30.2%) 51 (21.1%)

The private insurance industry should
continue to play a major role in the
financing and delivery of medical care

33 (13.9%) 78 (32.8%) 69 (29.0%) 58 (24.4%)

In Favor Undecided Opposed

Do you favor physicians group
competing for placement in price tiered
networks?

39 (16.3%) 76 (31.7%) 125 (52.1%)

Do you favor a single payer system (like
England)? 84 (34.6%) 44 (18.1%) 115 (47.3%)

Do you favor the use of health savings
account with a high deductible? 96 (39.7%) 71 (29.3%) 75 (31.0%)
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Table 3. Cont.

Items Strongly Agree Agree Disagree Strongly Disagree

Under a Single Payer System . . . Strongly Agree Agree Disagree Strongly Disagree

Emergency conditions will receive high
quality care 39 (16.5%) 95 (40.1%) 63 (26.6%) 40 (16.9%)

Patients will have access to cutting edge
technology 20 (8.4%) 82 (34.6%) 88 (37.1%) 47 (19.8%)

Patients will have access to preventive
care 60 (25.0%) 124 (51.7%) 34 (14.2%) 22 (9.2%)

Patients health outcomes will improve 37 (15.9%) 81 (34.9%) 73 (31.5%) 41 (17.7%)

Fewer administrative staff will be
necessary 39 (16.7%) 85 (36.3%) 55 (23.5%) 55 (23.5%)

Acquisition of new technology will
improve 11 (4.7%) 63 (27.0%) 104 (44.6%) 54 (23.2%)

My income will decrease significantly 49 (20.9%) 94 (40.2%) 79 (33.8%) 12 (5.1%)

I will have to work longer hours 41 (17.5%) 76 (32.5%) 102 (43.6%) 15 (6.4%)

I will have more free time 12 (5.2%) 56 (24.2%) 114 (49.4%) 49 (21.2%)

I will have a fixed salary 25 (10.7%) 139 (59.4%) 62 (26.5%) 8 (3.4%)

Overall, the US economy will benefit 38 (16.2%) 67 (28.6%) 69 (29.5%) 60 (25.6%)

Table 4. Physician attitudes towards healthcare access and single payer system and demographic data.

Items Strongly Agree Agree Disagree Strongly Disagree

I would favor paying physician by salary (fixed annual income) if the salaries were determined in a fair way

Female 15 (22.7%) 25 (37.9%) 18 (27.3%) 8 (12.1%)

Male 48 (23.8%) 57 (28.2%) 54 (26.7%) 43 (21.3%) *

Fewer administrative staff will be necessary under a single payer system

Member of state medical association 20 (12.9%) 53 (26.2%) 41 (20.3%) 41 (20.3%)

Not a member of state medical association 19 (25.3%) 30 (40%) 13 (17.3%) 13 (17.3%) **

Rural primary practice location 13 (16.9%) 23 (29.9%) 25 (32.5%) 16 (20.8%)

Suburban primary practice location 6 (8.5%) 32 (45.1%) 12 (16.9%) 21 (29.6%)

Urban primary practice location 20 (24.4%) 28 (34.1%) 17 (20.7%) 17 (20.7%) ***

I will have a fixed salary under a single payer system

Solo practitioner 9 (7.7%) 75 (64.1%) 25 (2.4%) 8 (6.8%)

Not a solo practitioner 15 (14.0%) 60 (56.1%) 32 (29.9%) 0 (0%) †

Overall, the US economy will improve under a single payer system

Member of state medical association 17 (11.0%) 44 (28.4%) 52 (33.5%) 42 (27.1%)

Not a member of state medical association 20 (26.3%) 23 (30.3%) 16 (21.1%) 17 (22.4%) ††

In Favor Undecided Opposed

Do you favor a single payer system (like England)?

New York 48 (43.2%) 16 (14.4%) 47 (42.3%)

Texas 17 (21.3%) 14 (17.5%) 49 (61.3%)

Mississippi 5 (41.7%) 3 (25%) 4 (33.3%)

Colorado 9 (30%) 10 (33.3%) 11 (36.7%) †††

Member of state medical association 47 (29.4%) 28 (17.5%) 85 (53.1%)

Not a member of state medical association 36 (46.2%) 14 (17.9%) 28 (35.9%) §

Rural primary practice location 32 (41.0%) 23 (29.5%) 23 (29.5%)

Suburban primary practice location 37 (50%) 24 (32.4%) 13 (17.6%)

Urban primary practice location 26 (30.2%) 22 (25.6%) 38 (44.2%) §§
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Table 4. Cont.

Items Strongly Agree Agree Disagree Strongly Disagree

Do you favor the use of health savings account with a high deductible?

Member of state medical association 69 (43.4%) 54 (34.0%) 36 (22.6%)

Not a member of state medical association 25 (32.1%) 15 (19.2%) 38 (48.7%) §§§

* x2 = 9.44, p = 0.0239; ** x2 = 8.66, p = 0.0342; *** x2 = 14.05, p = 0.0291; † x2 = 11.6, p = 0.0089; †† x2 = 10.71, p = 0.0134;
††† x2 = 16.92, p = 0.0096; § x2 = 7.52, p = 0.0233; §§ x2 = 13.74, p = 0.0082; §§§ x2 = 16.99, p = 0.0002.

We found a number of demographic and practice-related factors that exerted influence on
physician opinion about access to healthcare and a single payer system. Fewer state medical society
members favored a unique payment mechanism (29.4% vs. 46.2%) and were more likely to favor
the use of health savings accounts with high deductibles (43.2% vs. 32.1%) compared to those who
reportedly were not state medical society members (Table 4). Further, more than half of non-members
felt that fewer administrative staff would be necessary under a single payer system (65.3% vs. 39.1%,
Table 4) and the overall US economy would benefit from such a system (56.6% vs. 39.4%) as compared
to members (Table 4). Additionally, compared to physicians practicing in rural locations (46.8%),
physicians practicing in urban locations (58.5%) were more likely to indicate that fewer administrative
staff would be necessary under a single payer system (Table 4). More rural physicians (practicing
in rural areas) favored the use of health savings accounts with a high deductible compared to those
practicing in urban locations (70.5% vs. 55.8%) (Table 4).

Physicians who disagreed or strongly disagreed with the statement that a unique payment
mechanism requires fewer administrative staff were spending a higher percentage of their time
in patient care (mean = 87.5% of time) compared to their peers whose opinion differed with that
assertion (81.5% of time; p = 0.0143; data not shown). Patients’ Medicaid enrollment status influenced
physician beliefs in several ways. Physicians who favored a single payer system, like England, had
a higher percentage of their patients enrolled in Medicaid (mean = 21.4%) compared to those who
were undecided or opposed to such a plan (14.2%, p = 0.0245; data not shown). The use of health
savings accounts with high deductibles were less likely to be favored by physicians with higher mean
percentages of their patients enrolled in Medicaid (12.6% vs. 21.1%; p = 0.0178, data not shown), while
physicians who were more likely to strongly agree or agree that their income would decrease under a
single payer system had a lower mean percentage of patients enrolled in Medicaid (13.2% vs. 20.8%;
p = 0.0071).

3.4. Patient-Practitioner Orientation

Responses to the patient-practitioner orientation questions were mixed (see Table 5); half the
questions reflected agreement with patient orientation (85% or higher), but the remaining questions
reflected less agreement with patient orientation (a response of 70% or less). For the statement,
“most patients want to get in and out of the physician’s office as quickly as possible,” only 48.1% of
respondents disagreed or strongly disagreed.
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Table 5. Patient-practitioner orientation scale (PPOS).

Elements Strongly Agree (n, %) Agree (n, %) Disagree (n, %) Strongly Disagree (n, %)

If physicians are good at diagnosis
and treatment, the way they relate
to patients is not as important.

4 (1.6%) 9 (3.7%) 87 (35.7%) 143 (58.6%)

Patients should be treated as
partners with the physician, equal
in power and status regarding
health decisions *

88 (35.9%) 123 (50.2%) 27 (11.0%) 6 (2.4%)

Patients generally want
reassurance rather than
information about their health

7 (2.9%) 75 (31.3%) 127 (52.9%) 31 (12.9%)

Clinical disagreements between
the physician and the patient, is a
sign that the physician does not
have the patient’s trust

8 (3.3%) 72 (29.6%) 135 (55.6%) 28 (11.5%)

A treatment plan cannot succeed
if it is in conflict with a patient’s
lifestyle or value *

76 (30.9%) 140 (56.9%) 28 (11.4%) 2 (0.8%)

Most patients want to get in and
out of the physician’s office as
quickly as possible

35 (14.3%) 94 (38.5%) 92 (37.7%) 23 (9.4%)

Humor is a factor in the
physician’s treatment of the
patient *

64 (26.6%) 148 (61.4%) 22 (9.1%) 7 (2.9%)

Patients should know about their
physician’s financial relationships
with drug and medical device
companies

63 (26.1%) 104 (43.2%) 50 (20.7%) 23 (9.5%)

* Reverse coded.

The patient-practitioner orientation measurement consisted of two subscales, one for Sharing
(mean = 3.22) and the other Caring (mean = 3.32). Physicians tended to be more patient-centric in
terms of Caring when they were not members of the American Medical Association (mean = 3.6 vs. 3.3,
p = 0.005). Furthermore, for the Caring subscale, physicians located in New York tended to be more
patient-centric versus physicians located in the other states (mean score 3.6 vs. 3.4, p = 0.04).

3.5. Statistical Analysis: Healthcare Financing and Patient-Practitioner Orientation

A Factor Analysis (FA) of patient-practitioner orientation revealed three components, which
explained about 52% of the variance. For patient-practitioner orientation, FA reduced the eight survey
questions on patient-practitioner orientation to three components or factors. These three components,
in order of importance, were determined to be: Physician-Patient Relationship (which explained
20.3% of the variance), Physician-Patient Engagement (18.0%), and Patient Conflict (13.6%) (Table 6).
We found a statistically significant relationship between one factor (physician-patient relationship)
and the four financing options (Table 7). Most physicians (67.4%) whose responses loaded strongly
on the physician-patient relationship factor favored a single-payer system, compared to all other
systems (each ≤ 18.6%) (Table 7). Conversely, physicians whose responses did not load strongly
on the physician-patient relationship factor equally favored a multi-payer managed care system or
individualized insurance coverage (using health savings account) (each 50.0%) and none favored a
single-payer system. Respondents whose loadings were neutral mostly favored a single payer system
(43.0%) or an individualized insurance coverage using health savings accounts (36.4%) (Table 7).
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Table 6. Patient-practitioner orientation factor loadings.

Physician-Patient
Relationship

Physician-Patient
Engagement Patient Conflict

Patients should be treated as partners with
the physician, equal in power and status
regarding health decisions *

0.69

Humor is a factor in the physician’s
treatment of the patient * 0.61

Patients should know about their
physician’s financial relationships with
drug and medical device companies

−0.67

If physicians are good at diagnosis and
treatment, the way they relate to patients is
not as important.

0.72

Most patients want to get in and out of the
physician’s office as quickly as possible 0.63

Patients generally want reassurance rather
than information about their health 0.59

Clinical disagreements between the
physician and the patient, is a sign that the
physician does not have the patient’s trust

0.78

A treatment plan cannot succeed if it is in
conflict with a patient’s lifestyle or value * §

* Reverse coding; § This statement loaded on multiple factors.

Table 7. Four different healthcare financing structures and PPOS.

Multi-Payer
Managed Care

System

Single Payer with
Universal
Coverage

Individualized
Insurance Coverage

(Using Health
Savings Account)

Employer Sponsored Healthcare
System with Tax Credit or
Penalty (For Buying or not
Buying Health Insurance)

Perceived Weaker
Physician-Patient

Relationship
10 (50%) 0 (0%) 10 (50%) 0 (0%)

Perceived Neutral
Physician-Patient

Relationship
21 (13.9%) 65 (43%) 55 (36.4%) 4 (6.6%)

Perceived Stronger
Physician-Patient

Relationship
4 (9.3%) 29 (67.4%) 8 (18.6%) 2 (4.7%)

x2 = 36.146, p < 0.0000001.

The results of the FA for the single payer system revealed two components which explained 67.3%
of the scale variance: System and individual orientations. System orientation (defined as how the
physicians perceived the impact of the single payer system on the healthcare system or patients) was
the dominant dimension, explaining 47.7% of the variance. Individual orientation (how the physicians
perceived the impact of the single payer system on individual physicians) explained 19.6% of the
variance (Table 8). We further examined the results of the FA by conducting a Chi-square analysis.
The two factors of patient-practitioner orientation (physician-patient relationship and patient conflict)
and both factors of the single payer system (Table 9) exerted statistically significant results. Respondents
perceived neutral in their attitudes towards physician-patient relationship were also neutral in reference
to system orientation (83.7%) and individual orientation (70.3%). Similarly, respondents perceived
neutral in their attitudes towards patient conflict were also neutral in reference to system orientation
(72.4%) and individual orientation (76.9%). Furthermore, physicians who were perceived to have
weaker physician-patient relationships were less system oriented (16.7%) than those perceived to
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have stronger physician-patient relationships (0%). The opposite relationship was observed with
physicians perceived to have stronger physician-patient relationships being more system-oriented
(58.3%). A higher percentage (29.4%) of physicians who perceived less patient conflict were more
system oriented than those physicians who perceived more patient conflict (4.7%). Finally, physicians
who had perceived less patient conflict were less likely (44.1%) to have a neutral individual orientation
than those physicians who had either perceived neutral (76.9%) or more (59.5%) patient conflict.

Table 8. Factor loadings—single payer system.

System Orientation Individual Orientation

Emergency conditions will receive high
quality care 0.825

Acquisition of new technology will improve 0.844
Patients will have access to cutting edge
technology 0.881

Patients will have access to preventive care 0.806
Patients health outcomes will improve 0.894
Fewer administrative staff will be necessary 0.749
My income will decrease significantly 0.811
I will have to work longer hours 0.744
I will have a fixed salary 0.748
Overall, the US economy will benefit 0.81

One question (I will have more free time) loaded on both factors without showing significant loading either.

Table 9. Single payer system and patient-practitioner orientation.

Less System
Orientation

Neutral
System

Orientation

More
System

Orientation

Less
Individual
Orientation

Neutral
Individual
Orientation

More
Individual
Orientation

Physician perception of physician-patient relationship

Weaker 6 (16.7%) 22 (61.1%) 8(22.2%) 9 (25%) 19(52.8%) 8 (22.2%)
Neutral 4 (3.3%) 103 (83.7%) 16 (13%) 23 (15.9%) 102 (70.3%) 20 (13.8%)
Stronger 0 (0%) 5 (41.7%) 7 (58.3%) * 0 (0%) 22 (75.9%) 7 (24.1%) **

Physician perception of patient conflict

Less conflict 7 (20.6%) 17 (50%) 10 (29.4%) 9 (26.5%) 15 (44.1%) 10 (29.4%)
Neutral conflict 18 (13.4%) 97 (72.4%) 19 (14.2%) 12 (9%) 103 (76.9%) 19 (14.2%)

More conflict 14 (32.6%) 27 (62.8%) 2 (4.7%) *** 11 (26.2%) 25 (59.5%) 6 (14.3%) ****

* x2 = 26.015, p < 0.000001; ** x2 = 10.669, p = 0.031; *** x2 = 16.694, p = 0.002; **** x2 = 18.384, p = 0.001.

4. Discussion

In absence of a comprehensive nationwide study, this four state study provides us with significant
information about physicians’ opinions about healthcare financing. Furthermore, the few studies that
have examined physicians’ views about healthcare financing were conducted prior to the passage and
implementation of the ACA [19,22,25]. Our most significant finding was an apparent contradiction
regarding physician opinions about the financing system. Although a vast majority (86%) agreed that
good medical care should be accessible to all regardless of ability to pay, only one-third (34.6%) favored
a single payer system (similar to England) which would guarantee such access. This contradiction may
be the product of physician concerns observed in our findings (and supported in previous research)
that a single payer system would connect to a substantial decline in income and a rise in workload.
Past research has found that physician backing for a single payer system is reduced if physician
income is expected to be negatively impacted [35], eroding support for a system that physician
respondents identified as having the potential to improve preventive care access and provide high
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quality emergency care. Nevertheless, it is worth noting that good medical care could be financed with
a multi-payer system while providing universal coverage, a system which operates in Switzerland [46].

The percentage of respondent physicians (86%) that agreed that good medical care should be
accessible to all regardless of ability to pay was aligned with older research (range: 86% to 89%), [19,22]
indicating that physician views on this topic have not changed over time, despite the significant policy
changes implemented by the ACA. One issue where physician perspective may have changed over
time is the function of private insurance in the funding and delivery of healthcare; our study found
46.7% of respondents agreed or strongly agreed that private insurance should play a major role, higher
than the 29.7% found in a previous study of Massachusetts physicians [20]. This difference may be
explained in part by interstate variance in the survey population (statewide rates varied by 23.5%),
or an endorsement of private health insurance by those respondents who are opposed to the ACA
and/or a single payer system, which was conceptually closer to fruition at the time of our survey than
the comparator survey.

Among the four healthcare financing options, respondent physicians most favored either a single
payer system (43.8%) or individualized insurance coverage using health savings accounts (33.2%).
The financing systems most frequently utilized in the United States (multi-payer managed care;
employer sponsored healthcare system with tax credits or penalties) were not favored by physicians,
with only one in twenty respondents indicating a preference for employer sponsored healthcare.
These findings were consistently observed through our respondent pool, with few demographic
characteristics contributing variance to the results. These findings are also similar to research conducted
prior to the passage of the ACA, which found a high preference for a single payer system and low
preference for managed care among surveyed physicians in Massachusetts [20] and Minnesota [19].

Geography may influence physician attitudes towards healthcare financing options, with Texas
physicians less likely than other respondents to favor a single payer system with universal coverage.
This result may reflect interstate differences more so than regional or political differences, as Texas
and Mississippi are both heavily Republican states in the United States Census Bureau south central
division [47]. Texas has both the highest rate and the highest number of uninsured individuals in the
nation [27], despite having a median household income in the upper half among all states [48]. Despite
being geographically and politically similar to Texas, Mississippi physicians were more in support of a
single payer system with universal coverage. This may be a product of Mississippi having the lowest
median household income in the nation [48]. There were no variations in our findings centered on
practice location (urban/suburban/rural), in contrast to an earlier study [19].

Few other demographic variables exerted a statistically significant influence on physician attitudes
towards healthcare financing options. Unlike previous research, our results found no significant
influence of physician gender [19,20]. Membership in the American Medical Association was not
associated with respondent opinions on healthcare financing, contradicting previous research [22].
However, physicians who were members of their state medical society were equally likely to prefer
a single payer system or other individualized insurance with health savings accounts, whereas
non-members of state medical societies were more likely to favor the single payer system. Though not
clear, this finding may be the result of the higher percentage of membership by Texas physicians in
their state medical society, relative to other states. Physicians who favored a single payer system had a
higher percentage of their patients enrolled in Medicaid compared to those who were undecided or
opposed to such a plan. Medicaid is associated with low reimbursement rates, delays in payment, and
cumbersome paperwork requiring additional staff [49].

A 10% decrease in income in exchange for a substantial decrease in paperwork was agreeable
to 61.5% of physicians, consistent to what was observed in previous research from the 1990s and
2000s [20,23,50]. This demonstrates that paperwork remains a significant burden to medical offices;
this paperwork burden requires employment of administrative staff (such as medical billing clerks)
and increasing operating costs. A plurality (53%) of our respondents agree (or strongly agree) that they
would need fewer administrative staff under a single payer system. A single payer system is unlikely
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to lead to fewer patient visits or fewer services provided, which leads the authors to believe that the
respondent’s need for fewer administrative staff is a product of either a reduced paperwork burden to
the medical office (requiring fewer administrative staff to manage the paperwork) or a byproduct of
decreased practice revenue/physician income (and the inability to afford administrative staff). Sixty
one percent of our respondents agreed or strongly agreed that a single payer system would lead to a
significant decrease in his/her income, a similar percentage was observed previously among American
surgeons [35].

Finally, we believe that this is first article that has evaluated a relationship between
patient-practitioner orientation and opinions regarding financing of the healthcare system. The results
of factor analysis and subsequent Chi-square analyses revealed that physicians who were perceived as
stronger on the physician-patient relationship leaned more towards a single-payer system, while
physicians who were perceived as weaker in the physician-patient relationship did not favor a
single payer system. Though a direct comparison from the literature is not feasible, previous
research in this area has found that physicians do agree that a single payer system would advance
patient access to preventive care and high-quality emergency care [35] which may connect with a
stronger physician-patient relationship. Similarly, physicians who were perceived as stronger on the
physician-patient relationship were more likely to favor a system-orientation. Lastly, the third factor
capturing patient conflict appears to measure the level of trust in the physician-patient relationship.
The more perceived conflict in the physician-patient relationship, the less likely the physician will
favor either system or individual orientation towards a single payer system. It appears from this study
that patient trust has a pivotal impact on the physicians’ mindset towards healthcare financing.

Any substantial change in the way that healthcare is financed, including the methods examined
in this study, would potentially impact physician income and the physician-patient relationship, but
also many other facets of the US healthcare system, including pharmaceuticals. Given that, it is not
advisable to speculate on the specific impact of these changes on pharmacy and pharmacists based
on a survey of physician opinions. Consequently, the impact of a single payer system with universal
coverage on pharmacy or pharmacists is conjecture at this point, and would not be fully elucidated
until any reforms are developed and implemented. It is possible that prescription drug coverage
under a single payer system could be installed as an extension of Medicare [51,52]. In that case,
the prescription drug coverage could be an augmentation of the Medicare Part D coverage, which
is currently available (as optional coverage) to all Medicare beneficiaries [51–55]. Medicare Part D
as a method of drug coverage from the pharmacists’ and physicians’ perspective has been studied
extensively [51–55].

5. Limitations

There are several limitations to this research, foremost the low survey response rate. A third party
vendor (and not the customary medical society database or non-profit organization) was contracted
to provide physician contact information and addresses [30,33,40,56,57]; inaccuracies within the
vendor-provided list may have contributed to the low response rate. Furthermore, the targeting of
lead physicians, who may be more time constrained with the additional leadership or managerial
responsibilities of operating a primary care practice, may have led them to be less likely to respond to
surveys compared to staff physicians. Nevertheless, our response rate is similar to a recent similar
survey [40,58]. The survey did not collect information about physicians’ political beliefs, which
may have influenced their outlook on healthcare financing. Modification of the variety of survey
instruments utilized into one single survey was required to condense for size and increase the response
rate [19,30,35,59]. Our questionnaire did not define the terms managed care and single payer system,
similar to previous research [19,35]. Managed care encompasses various organizations and contracts
that differ in their details, though the authors believe that physicians understand the fundamental
relationships denoted by these terms. Lastly, similar to any survey, the results may be subject to a
non-responder bias and social desirability response bias [53–57].
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6. Conclusions

The results of this multistate study of physicians brings attention to the paradox of social
responsibility (to provide quality healthcare) and professional autonomy (the potential impact of
a healthcare financing structure to negatively affect income and workload). To garner more physician
support, efforts towards restructuring the healthcare financing system should include preservation of
physician income and workload issues.

Author Contributions: S.K. led on project conceptualization and administration, methodology creation, data
collection, data input and statistical analyses and is the primary author of the paper. J.J.S. contributed to writing of
the paper and statistical analyses. H.E.S. contributed to writing of the paper and statistical analyses. All authors
read and approved the final version of this manuscript.

Funding: This research received no external funding.

Acknowledgments: The authors of this study would like to thank Tim Vercellotti, Director, Polling Institute of
Western New England University (WNEU) and the student workers of WNEU Polling Institute who participated
in contacting non-responding physicians. The authors would also like to thank Thomas J. Moore, Founder and
CEO of Tigerweb Digital Marketing Firm for his technical assistance. We also thank all of the researchers who
provided us with copies of their survey instruments.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Orszag, P.R.; Emanuel, E.J. Health care reform and cost control. N. Engl. J. Med. 2010, 363, 601–603. [CrossRef]
[PubMed]

2. Greaney, T.L. The Affordable Care Act and Competition Policy: Antidote or Placebo? Or. Law Rev. 2011, 89,
811–845. [CrossRef]

3. Blendon, R.J.; Benson, J.M. Understanding how Americans view health care reform. N. Engl. J. Med. 2009,
361, e13. [CrossRef] [PubMed]

4. Shaw, F.E.; Asomugha, C.N.; Conway, P.H.; Rein, A.S. The Patient Protection and Affordable Care Act:
Opportunities for prevention and public health. Lancet 2014, 384, 75–82. [CrossRef]

5. White, J. Markets and Medical Care: The United States, 1993–2005. Milbank Q. 2007, 85, 395–448. [CrossRef]
[PubMed]

6. Krugman, P. One nation, uninsured. New York Times, 13 June 2005.
7. Stuckler, D.; Feigl, A.B.; Basu, S.; McKee, M. The political economy of universal health coverage.

In Proceedings of the Background Paper for the Global Symposium on Health Systems Research, Montreux,
Switzerland, 16–19 November 2010.

8. De Gooijer, W.J. Health care systems in western Europe: An analytical approach. World Hosp. Health Serv.
2002, 38, 9–12. [PubMed]

9. The Commonwealth Fund. International Profiles of Health Care Systems. June 2010. Available online:
http://www.commonwealthfund.org/~{}/media/files/publications/fund-report/2010/jun/1417_
squires_intl_profiles_622.pdf (accessed on 16 July 2018).

10. Bjornberg, A. Euro Health Consumer Index, 2016. Health Consumer Powerhouse, Ltd., 2017. Available online:
https://healthpowerhouse.com/media/EHCI-2016/EHCI-2016-report.pdf (accessed on 5 December 2018).

11. Hadley, J.; Mitchell, J.M. The growth of managed care and changes in physicians incomes, autonomy, and
satisfaction, 1991–1997. Int. J. Health Care Financ. Econ. 2002, 2, 37–50. [CrossRef]

12. Masseria, C.; Irwin, R.; Thomson, S.; Gemmill, M.; Mossialos, E. Primary Care in Europe: Policy Brief.
The London School of Economics and Political Science. Available online: ec.europa.eu/social/BlobServlet?
docId=4739&langId=en (accessed on 7 December 2018).

13. Stoddard, J.J.; Hargraves, J.L.; Reed, M.; Vratil, A. Managed care, professional autonomy, and income: Effects
on physician career satisfaction. J. Gen. Intern. Med. 2001, 16, 675–684. [CrossRef]

14. Congressional Budget Office (CBO). The Effects of Managed Care and Managed Competition. CBO Memorandum;
Government Printing Office: Washington, DC, USA, 1995.

http://dx.doi.org/10.1056/NEJMp1006571
http://www.ncbi.nlm.nih.gov/pubmed/20554975
http://dx.doi.org/10.2139/ssrn.1680115
http://dx.doi.org/10.1056/NEJMp0906392
http://www.ncbi.nlm.nih.gov/pubmed/19675325
http://dx.doi.org/10.1016/S0140-6736(14)60259-2
http://dx.doi.org/10.1111/j.1468-0009.2007.00494.x
http://www.ncbi.nlm.nih.gov/pubmed/17718663
http://www.ncbi.nlm.nih.gov/pubmed/12221834
http://www.commonwealthfund.org/~{}/media/files/publications/fund-report/2010/jun/1417_squires_intl_profiles_622.pdf
http://www.commonwealthfund.org/~{}/media/files/publications/fund-report/2010/jun/1417_squires_intl_profiles_622.pdf
https://healthpowerhouse.com/media/EHCI-2016/EHCI-2016-report.pdf
http://dx.doi.org/10.1023/A:1015397413797
ec.europa.eu/social/BlobServlet?docId=4739&langId=en
ec.europa.eu/social/BlobServlet?docId=4739&langId=en
http://dx.doi.org/10.1111/j.1525-1497.2001.01206.x


Pharmacy 2018, 6, 131 17 of 18

15. Feldman, D.S.; Novack, D.H.; Gracely, E. Effects of managed care on physician-patient relationships, quality
of care, and the ethical practice of medicine: A physician survey. Arch. Intern. Med. 1998, 158, 1626–1632.
[CrossRef]

16. Berenson, R.A. A physician’s view on managed care. Health Aff. 1991, 10, 106–119. [CrossRef]
17. The Commonwealth Fund. International Health Policy Survey of Primary Care Physicians. 2015. Available

online: http://international.commonwealthfund.org/data/2015/ (accessed on 12 March 2018).
18. Grant, P. Physician job satisfaction in New Zealand versus the United Kingdom. N. Z. Med. J. 2004, 117,

U1123. [PubMed]
19. Albers, J.M.; Lathrop, B.P.; Allison, K.C.; Oberg, C.N.; Hart, J.F. Single-payer, health savings accounts, or

managed care? Minnesota physicians’ perspectives. Minn. Med. 2007, 90, 36–40. [PubMed]
20. McCormick, D.; Himmelstein, D.U.; Woolhandler, S.; Bor, D.H. Single-payer national health insurance.

Physicians’ views. Arch. Intern. Med. 2004, 164, 300–304. [CrossRef] [PubMed]
21. Millard, P.S.; Konrad, T.R.; Goldstein, A.; Stein, J. Primary care physicians’ views on access and health care

reform: The situation in North Carolina. J. Fam. Pract. 1993, 37, 439–444. [PubMed]
22. McCormick, D.; Woolhandler, S.; Bose-Kolanu, A.; Germann, A.; Bor, D.H.; Himmelstein, D.U. U.S.

physicians’ views on financing options to expand health insurance coverage: A national survey. J. Gen.
Intern. Med. 2009, 24, 526–531. [CrossRef] [PubMed]

23. Shearer, S.; Toedt, M. Family physicians’ observations of their practice, well-being, and health care in the
United States. J. Fam. Pract. 2001, 50, 751–756. [PubMed]

24. Getzin, A.E.; Knox, K.E.; Bergum, A.; Read, L.; Jenkins, C.; Rieselbach, R.; Kniss, C.; Oliver, T.R.; Friedsam, D.
Wisconsin physician opinions on health care reform. WMJ 2009, 108, 302–309.

25. Keyhani, S.; Federman, A. Doctors on coverage–physicians’ views on a new public insurance option and
Medicare expansion. N. Engl. J. Med. 2009, 361, e24. [CrossRef]

26. Ackermann, R.T.; Carroll, A.E. Support for national health insurance among U.S. physicians: A national
survey. Ann. Intern. Med. 2003, 139, 795–801. [CrossRef]

27. Mendes, E. Texas Uninsured Rate Drifts Further from Other States. 28 March 2013. Available online:
https://news.gallup.com/poll/161153/texas-uninsured-rate-moves-further-away-states.aspx (accessed on
4 January 2014).

28. Mississippi Tops List of Physician Shortage Woes. Available online: http://www.hcpro.com/MSL-285734-
871/News-and-briefs-Mississippi (accessed on 4 January 2014).

29. Bass, K. Coloradans Least Obese, West Virginians Most for Third Year. 6 March 2013. Available online: https:
//news.gallup.com/poll/160892/coloradans-least-obese-west-virginians-third-year.aspx (accessed on 4
January 2014).

30. Goldberg, D.G.; Kuzel, A.J. Elements of the patient-centered medical home in family practices in Virginia.
Ann. Fam. Med. 2009, 7, 301–308. [CrossRef]

31. Carney, P.A.; Eiff, M.P.; Saultz, J.W.; Lindbloom, E.; Waller, E.; Jones, S.; Osborn, J.; Green, L. Assessing the
impact of innovative training of family physicians for the patient-centered medical home. J. Grad Med. Educ.
2012, 4, 16–22. [CrossRef] [PubMed]

32. Carney, P.A.; Eiff, M.P.; Saultz, J.W.; Douglass, A.B.; Tillotson, C.J.; Crane, S.D.; Jones, S.M.; Green, L.A.
Aspects of the Patient-centered Medical Home currently in place: Initial findings from preparing the personal
physician for practice. Fam. Med. 2009, 41, 632–639. [PubMed]

33. Friedberg, M.W.; Safran, D.G.; Coltin, K.L.; Dresser, M.; Schneider, E.C. Readiness for the Patient-Centered
Medical Home: Structural capabilities of Massachusetts primary care practices. J. Gen. Intern. Med. 2009, 24,
162–169. [CrossRef] [PubMed]

34. Friedberg, M.W.; Coltin, K.L.; Safran, D.G.; Dresser, M.; Schneider, E.C. Medical home capabilities of primary
care practices that serve sociodemographically vulnerable neighborhoods. Arch. Intern. Med. 2010, 170,
938–944. [CrossRef] [PubMed]

35. Nakayama, D.K.; Langer, J.C. Single payer health insurance in pediatric surgery: US impressions and
Canadian experience. Pediatr. Surg. Int. 2011, 27, 329–334. [CrossRef] [PubMed]

36. Iezzoni, L.I.; Rao, S.R.; DesRoches, C.M.; Vogeli, C.; Campbell, E.G. Survey shows that at least some
physicians are not always open or honest with patients. Health Aff. 2012, 31, 383–391. [CrossRef] [PubMed]

37. Chan, C.M.; Ahmad, W.A. Differences in physician attitudes towards patient-centredness: Across four
medical specialties. Int. J. Clin. Pract. 2012, 66, 16–20. [CrossRef]

http://dx.doi.org/10.1001/archinte.158.15.1626
http://dx.doi.org/10.1377/hlthaff.10.4.106
http://international.commonwealthfund.org/data/2015/
http://www.ncbi.nlm.nih.gov/pubmed/15505669
http://www.ncbi.nlm.nih.gov/pubmed/17388259
http://dx.doi.org/10.1001/archinte.164.3.300
http://www.ncbi.nlm.nih.gov/pubmed/14769625
http://www.ncbi.nlm.nih.gov/pubmed/8228854
http://dx.doi.org/10.1007/s11606-009-0916-x
http://www.ncbi.nlm.nih.gov/pubmed/19184240
http://www.ncbi.nlm.nih.gov/pubmed/11674906
http://dx.doi.org/10.1056/NEJMp0908239
http://dx.doi.org/10.7326/0003-4819-139-10-200311180-00006
https://news.gallup.com/poll/161153/texas-uninsured-rate-moves-further-away-states.aspx
http://www.hcpro.com/MSL-285734-871/News-and-briefs-Mississippi
http://www.hcpro.com/MSL-285734-871/News-and-briefs-Mississippi
https://news.gallup.com/poll/160892/coloradans-least-obese-west-virginians-third-year.aspx
https://news.gallup.com/poll/160892/coloradans-least-obese-west-virginians-third-year.aspx
http://dx.doi.org/10.1370/afm.1021
http://dx.doi.org/10.4300/JGME-D-11-00035.1
http://www.ncbi.nlm.nih.gov/pubmed/23451301
http://www.ncbi.nlm.nih.gov/pubmed/19816826
http://dx.doi.org/10.1007/s11606-008-0856-x
http://www.ncbi.nlm.nih.gov/pubmed/19050977
http://dx.doi.org/10.1001/archinternmed.2010.110
http://www.ncbi.nlm.nih.gov/pubmed/20548005
http://dx.doi.org/10.1007/s00383-010-2590-9
http://www.ncbi.nlm.nih.gov/pubmed/21085973
http://dx.doi.org/10.1377/hlthaff.2010.1137
http://www.ncbi.nlm.nih.gov/pubmed/22323169
http://dx.doi.org/10.1111/j.1742-1241.2011.02831.x


Pharmacy 2018, 6, 131 18 of 18

38. Krupat, E.; Rosenkranz, S.L.; Yeager, C.M.; Barnard, K.; Putnam, S.M.; Inui, T.S. The practice orientations of
physicians and patients: The effect of doctor-patient congruence on satisfaction. Patient Educ. Couns. 2000,
39, 49–59. [CrossRef]

39. Joo, P.; Younge, R.; Jones, D.; Hove, J.; Lin, S.; Burton, W. Medical student awareness of the Patient-centered
Medical Home. Fam. Med. 2011, 43, 696–701.

40. Aseltine, R.H., Jr.; Katz, M.C.; Geragosian, A.H. Adoption of the medical home in Connecticut. Conn. Med.
2010, 74, 601–607.

41. Statistix—Data Analysis Software for Researchers. Available online: https://www.statistix.com/
(accessed on 12 February 2018).

42. SPSS Statistical Software Package. Available online: https://www.ibm.com/products/spss-statistics
(accessed on 16 October 2017).

43. SPSS Survival Manual by Julie Pallant, 6th ed.; McGraw Hill Education: New York, NY, USA, 2016.
44. Young, A.; Chaudhry, H.J.; Pei, X.; Arnhart, K.; Dugan, M.; Snyder, G.B. A census of actively licensed

physicians in the United States, 2016. J. Med. Regul. 2017, 103, 7–21. [CrossRef]
45. Collier, R. American Medical Association membership woes continue. Can. Med. J. 2011, 183, E713–E714.

[CrossRef] [PubMed]
46. FOPH Health Insurance: The ESSENTIALS in Brief. Available online: https://www.bag.admin.ch/bag/

en/home/versicherungen/krankenversicherung/krankenversicherung-das-wichtigste-in-kuerze.html
(accessed on 9 May 2018).

47. US Census Bureau. Census Regions and Divisions of the United States. Available online: https://www2.
census.gov/geo/pdfs/maps-data/maps/reference/us_regdiv.pdf (accessed on 9 May 2018).

48. US Census Bureau. Median Household Income (in 2014 inflation-adjusted dollars). Available online:
https://www.census.gov/quickfacts/fact/note/US/INC110216 (accessed on 9 May 2018).

49. Long, S.K. Physicians may need more than higher reimbursements to expand Medicaid participation:
Findings from Washington State. Health Aff. 2013, 32, 1560–1567. [CrossRef] [PubMed]

50. Donelan, K.; Blendon, R.J.; Lundberg, G.D.; Calkins, D.R.; Newhouse, J.P.; Leape, L.L.; Remler, D.K.; Taylor, H.
The new medical marketplace: physicians’ views. Health Aff. 1997, 16, 139–148. [CrossRef]

51. Pitts, B.; Dominelli, A.; Khan, S. Physician Patient Communication Regarding Medicare Part D in Two
Midwestern States. P T 2007, 32, 544.

52. Khan, S. Urban and Suburban Community Pharmacists’ Experiences with Part D—A Focus Group Study.
J. Pharm. Technol. 2012, 28, 249–257. [CrossRef]

53. Khan, S. What can pharmacists’ do about the Medicare Part D Donut hole and reimbursement? A six-state
survey. Aging Clin. Exp. Res. 2015, 27, 373–381. [CrossRef]

54. Khan, S. Medicare Part D: Pharmacists and formularies—Whose job is it to address copays? Consult. Pharm.
2014, 29, 602–613. [CrossRef]

55. Spooner, J.J.; Spotts, H.; Khan, S. A Nationwide Study of Pharmacists’ Perception of the Impact of Medicare
Part D on the Pharmacist-Patient Relationship. Consult. Pharm. 2017, 32, 629–644. [CrossRef]

56. Khan, S.; Spotts, H.E.; Lindblad, P.C.; Spooner, J.J. Patient centred medical home (PCMH) and
patient-practitioner orientation: Is there a relationship? Int. J. Clin. Pract. 2018, 72, e13092. [CrossRef]

57. Khan, S.; Sylvester, R.; Scott, D.; Pitts, B. Physicians’ opinions about responsibility for patient out-of-pocket
costs and formulary prescribing in two Midwestern states. J. Manag. Care Pharm. 2008, 14, 780–789.
[CrossRef] [PubMed]

58. Cook, J.V.; Dickinson, H.O.; Eccles, M.P. Response rates in postal surveys of healthcare professionals between
1996 and 2005: An observational study. BMC Health Serv. Res. 2009, 9, 160. [CrossRef] [PubMed]

59. Krupat, E.; Hiam, C.M.; Fleming, M.Z.; Freeman, P. Patient-centeredness and its correlates among first year
medical students. Int. J. Psychiatry Med. 1999, 29, 347–356. [CrossRef] [PubMed]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/S0738-3991(99)00090-7
https://www.statistix.com/
https://www.ibm.com/products/spss-statistics
http://dx.doi.org/10.30770/2572-1852-103.2.7
http://dx.doi.org/10.1503/cmaj.109-3943
http://www.ncbi.nlm.nih.gov/pubmed/21746826
https://www.bag.admin.ch/bag/en/home/versicherungen/krankenversicherung/krankenversicherung-das-wichtigste-in-kuerze.html
https://www.bag.admin.ch/bag/en/home/versicherungen/krankenversicherung/krankenversicherung-das-wichtigste-in-kuerze.html
https://www2.census.gov/geo/pdfs/maps-data/maps/reference/us_regdiv.pdf
https://www2.census.gov/geo/pdfs/maps-data/maps/reference/us_regdiv.pdf
https://www.census.gov/quickfacts/fact/note/US/INC110216
http://dx.doi.org/10.1377/hlthaff.2012.1010
http://www.ncbi.nlm.nih.gov/pubmed/24019360
http://dx.doi.org/10.1377/hlthaff.16.5.139
http://dx.doi.org/10.1177/875512251202800605
http://dx.doi.org/10.1007/s40520-014-0275-2
http://dx.doi.org/10.4140/TCP.n.2014.602
http://dx.doi.org/10.4140/TCP.n.2017.629
http://dx.doi.org/10.1111/ijcp.13092
http://dx.doi.org/10.18553/jmcp.2008.14.8.780
http://www.ncbi.nlm.nih.gov/pubmed/18983207
http://dx.doi.org/10.1186/1472-6963-9-160
http://www.ncbi.nlm.nih.gov/pubmed/19751504
http://dx.doi.org/10.2190/DVCQ-4LC8-NT7H-KE0L
http://www.ncbi.nlm.nih.gov/pubmed/10642908
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Methods 
	Study Sample 
	Survey Instrument Development 
	Data and Statistical Analyses 

	Results 
	Survey Responses 
	Baseline Cohort Description 
	Healthcare Financing Options 
	Patient-Practitioner Orientation 
	Statistical Analysis: Healthcare Financing and Patient-Practitioner Orientation 

	Discussion 
	Limitations 
	Conclusions 
	References

