
Does Dissatisfaction
With Health Plans Stem
From Having No Choices?
Even a small amount of choice might restore public confidence
in health insurance, a 1997 survey suggests.
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Benson, Larry Levitt, and Larry Hugick

Data from a 1997 nationwide telephone survey are used to assess
the relationship between choice and public opinion about managed care. We
found that only a minority of the working-age population effectively control what
health plan they get. Persons without choice were markedly more dissatisfied
with their health plan, especially when enrolled in managed care. In multivariate
analysis, how respondents  rated  their health plan depended as much on
whether they lacked choice as on whether they were enrolled in managed care.
Persons without choice also had more negative opinions about managed care
in general. The results suggest that the managed care “backlash” may persist
so long as consumers have little control over health insurance decisions.

D
iscontent with managed care is running high, and
the public favors remedial government action.1 The source of
the “backlash” against managed care, however, is unclear. Is

the problem that its restrictions are too onerous, or is it something
else?

A growing body of literature suggests that a lack of insurance
choices could be a core problem driving the public’s dissatisfactio n
with health care. Prior surveys have found that persons who were
forced to enroll in managed care were significantly less satisfied
with their plan and their care than were managed care enrollees who
could choose a traditional fee-for-service plan.2 Interestingly, for
those given a choice, there was no difference in satisfaction between
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traditional insurance and  managed care.3 Ralph Ullman and col-
leagues  showed that having  a choice even  among managed care
plans improved satisfaction.4 Enrollees who were offered a choice
between NYLCare’s network-only  and less restricted point-of-
service (POS) plans were more satisfied than were those who were
given no choice. Type of plan made no difference in satisfaction once
the effect of choice was taken into account.

These studies raise important questions. Does choice affect satis-
faction with health plans on the national level as profoundly as it
does in these regional studies? Do the number and variety of choices
matter? Does choice affect public opinion about managed care?

The overall importance of choice in the managed care backlash
also depends on the extent to which Americans lack choices. Sur-
veys have estimated that 44–58 percent of workers who have insur-
ance are given no choice of plans.5 However, even persons who have
options may be denied effective choice. For example, an employer
may drop an employee’s plan from the available list, forcing him or
her to change. Also, the variety may be so limited as to represent no
choice at all—for example, when no plan offered allows a family to
keep its chosen providers. The proportion of Americans with genu-
ine control over their choice of health plans remains unknown.

We sought to gather evidence about choice and its significance
using national data taken from a more comprehensive survey of public
attitudes toward managed care and regulation.6 Specifically, we aimed
(1) to estimate the extent of choice people actually have; (2) to assess
the degree to which choice, managed care, and other factors affect
dissatisfactio n with one’s particular health plan and managed care
overall; and (3) if choice matters, to determine whether the number or
perceived variety of options affects satisfaction.

Data And Methods
Data collection. Princeton Survey Research Associates conducted

this telephone survey, which was designed by researchers at the
Henry J. Kaiser Family Foundation and Harvard University, be-
tween 22 August and 23 September 1997, with a randomly selected
national sample of 1,204 adults (sampling error of ±3 percent, re-
sponse rate 49 percent).7 For this analysis of insurance for the work-
ing-age population, we restricted the sample to insured adults un-
der age sixty-five, for a total of 778 subjects (Exhibit 1).

Choice questions. We asked respondents, “When you enrolled
in your current health plan, did you have a choice of more than one
plan, or was only one plan available?” This is worded to capture not
only those with choices through a single employer but also those
with  choices  through different family  employers,  the individual
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market, or public insurers. We also asked if persons were forced to
change health plans because of an employer’s decision during the
past five years. For those with a choice, we asked how many plans
were available and if they thought “there was enough variety—or
not enough variety—among the plans you had to choose from.”

How insurance type was determined. Respondents could not
reliably classify their plans (54 percent either had never heard of
“managed care” or were unsure what the term meant), so we asked
specific questions about insurance to establish its type. We asked
whether their plan required them to do any of the following: choose
doctors from a list and pay more for care from doctors not on the list;
select a primary care doctor or medical group; or obtain a referral
before seeing a specialist or doctor outside the plan. We classified
respondents as being in “heavy” managed care if they reported that
their plan, as typical health maintenance organizations (HMOs) do,
had all of these characteristics. If respondents said that their plan
had some but not all, as typical preferred provider organizations
(PPOs) and POS plans do, we categorized their plan as “light” man-
aged care. If respondents said that their plan had none, we scored

Male
Nonwhite
College degree or more

50%
19
32

Income
Less than $10,000
$10,000–$19,999
$20,000–$29,999
$30,000–$49,999
$50,000–$74,999
$75,000–$99,999
$100,000 or more

5
10
18
28
22
10

7

Not employed
Part-time workers
Full-time workers

19
11
70

Source of coverage
Respondent’s employer
Spouse/family member’s employer
Other source (public program or self-purchase)

68
17
15

Insurance type
Heavy managed care
Light managed care
Traditional insurance

34
45
21

Employer forced a change in plan in past five years 31

SOURCE: Kaiser/Harvard/Princeton Survey Research Associates Managed Care Survey, 1997.
NOTE: N = 778.
a Does not include “do not know” or “refuse” answers.
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them as being in traditional insurance (Exhibit 1).8

Statistical analysis. We analyzed the data using the chi-square
test or Kruskal-Wallis test where appropriate (p 0.05). For the
continuous variable of age, however, we compared differences in
mean age. We performed  all multivariate analyses using logistic
regression for fifteen dummy variables representing choice, insur-
ance type, income, being forced to change plans, education, having
dependents, health status, and employment status.9

Research Results

Persons enrolled without choice. Of insured respondents, 42
percent said that they were given no choice of health plans when
they enrolled in their current plan (Exhibit 2). Even among those
given choices, one in five complained of not having enough variety
(Exhibit 3). Also, 31 percent of adults said that their employer forced

Total sample (N = 761)b 42%

Dependent status
Has a dependent child
Does not have a dependent child

43
41

Insurance type
Heavy managed care
Light managed care
Traditional insurance

37*
41
53

Whether employer forced a change in plan in past 5 years
Forced to change plans
Not forced to change plans

50*
38

Employment status
Self-employed
Employed (except self-employed)
Not employed

34
43
47

Employed full time
Employed part time

40
47

Income
Less than $10,000
$10,000–$19,999
$20,000–$29,999
$30,000–$49,999
$50,000–$74,999
$75,000–$99,999
$100,000 or more

65*
53
49
39
35
34
42

SOURCE: Kaiser/Harvard/Princeton Survey Research Associates Managed Care Survey, 1997.
a Had no choice of plans at the time respondents chose their current health plan.
b Excludes “do not know”/”refuse” responses (17 subjects).
* p < 0.05.
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them to change their health plan during the past five years (Exhibit
1). Overall, 63 percent of respondents had no choice of plans, had
plans of inadequate variety, or were forced to change plans.

Sex,  race, education, employment status,  marital  status,  and
health status did not affect the likelihood that respondents would
have no choice or be dissatisfied with their variety of choices. How-
ever,  respondents with low incomes disproportionately  lacked
choices. Among those with choices, income did not affect whether
respondents reported having  enough variety.  Although persons
with children were just as likely as those without children were to
be offered a choice of plans, they were significantly more likely to
say that their choices were inadequate. Also, those in a heavy man-
aged care plan were most likely to have a choice but less likely to be
satisfied with those choices.

Among respondents with choices, 29 percent had two options,
and 34 percent had three. The more choices people were offered, the
more likely they were to report that they had enough variety. Of
persons with three or more plans from which to choose, 86 percent
said that they had enough variety, compared with 63 percent of
persons with two options (p 0.001).

Persons with no insurance choice reported having their current

Total sample (N = 431) 20%

Dependent status
Has a dependent child
Does not have a dependent child

27*
14

Insurance type
Heavy managed care
Light managed care
Traditional insurance

27*
15
12

Whether employer forced a change in plan in past 5 years
Forced to change plans
Not forced to change plans

30*
15

Employment status
Self-employed
Employed (except self-employed)
Not employed

20
20
17

Employed full time
Employed part time

19
26

SOURCE: Kaiser/Harvard/Princeton Survey Research Associates Managed Care Survey, 1997.
a Among respondents with a choice of health plans, those reporting that there was “not enough variety” when they chose their
current plan.
* p < 0.05.

188 CHOICE OF
INSURANCE

H E A L T H A F F A I R S ~ V o l u m e 1 7 , N u m b e r 5

D a t a W a t c h



plan for a median duration of three to four years. This was no differ-
ent from those with choices.

Persons forced to change plans. Sex, race, education, income,
marital status, presence of dependent children, employment status,
and health status did not affect the likelihood that an employer had
forced a respondent to change plans during the past five years. Re-
spondents who were forced to change, however, were less likely to
have a choice of plans now (Exhibit 2). When given choices, they
were more likely to have an inadequate variety of options (Exhibit
3). Those forced to change plans also were less likely to have tradi-
tional insurance now (12 percent versus 21 percent, p 0.05), and
their median duration of enrollment, one to two years, was shorter
(p 0.05).

Satisfaction levels. Respondents were markedly unhappier with
the performance of their health plan when they did not choose that
plan (Exhibit 4). Almost 40 percent of those not given a choice gave
their plan a C (average), D (poor), or F (failing) grade—nearly dou-
ble the proportion of those who chose their plan. This effect became
more acute when we took plan type into account. Half of those in
heavy  managed  care  without choice gave their  plan  low grades,
compared with 29 percent of those in traditional insurance without
choice. In multivariate analysis only three independent factors were
significant: choice, insurance  type, and having  children. Persons
without choice were 2.6 times as likely as those with choices were

 Kaiser/Harvard/Princeton Survey Research Associates Managed Care Survey, 1997.
*  < 0.05.

Percent giving their plan a C, D, or F grade
0 10 20 30 40 50 60

With no choice of plans

With choice of plans

Had no choice and was enrolled in heavy managed care

Had no choice and was enrolled in light managed care

Had no choice and was enrolled in traditional insurance

Had choices and enrolled in heavy managed care

Had choices and enrolled in light managed care

Had choices and enrolled in traditional health insurance

Forced to change plan by their employer in past 5 years

Not forced to change plan

With a choice of two plans

With a choice of three or more plans

39*
23

50*

37

29

29*

22

11

36
25

22

22
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to give their plan a low grade; those in heavy managed care were 2.8
times as likely as those in traditional insurance; and those with a
dependent child were 1.5 times as likely as those without one.10

Having even two options seemed to help (Exhibit 4). However,
having more than two choices did not make a significant further
improvement in the grade given to a person’s health plan, although it
did improve respondents’ satisfaction with their variety of choices.

Choice and opinion about health care. Persons without choice
had more negative opinions about insurers and managed care in
general (Exhibit 5). They were significantly more likely to say that
managed care makes it more difficult to see specialists, decreases the
time doctors spend with patients, and generally provides lower-
quality care. Persons with no choice of plans gave managed care less
credit for lowering costs and were less likely to believe that any such
savings go to them. They also were much less likely to trust their
insurers to do the right thing.

In multivariate analysis, only  lacking  choice  was  a consistent
factor, which increased the likelihood of a negative response 1.5 to
2.5 times, depending on the question. However, enrollment in man-
aged care did significantly and independently increase the likeli-
hood of not trusting one’s insurer (odds ratio 3.9 for heavy managed
care, 3.1 for light managed care).

Negative convictions persisted no matter what terminology was
used. Whether plans were termed HMOs, managed care, or health insur-
ance, persons who lacked choice were significantly less likely to say
that health plans do a good job of serving consumers.

Lack of choice did not affect support for increasing regulation of
managed care. Asked whether they believed that government should
act “to protect consumers” or that such regulation “would raise the

Respondents who say that managed care plans
Make it harder to see specialists
Decrease the time doctors spend with their patients
Decrease the quality of health care
Make it easier to get preventive services
Have helped to keep health care costs down
Make health care more affordable for people like them

75%*
72*
56*
48
27*
54*

55%
62
48
53
36
65

Respondents who trust their health plan to do the right
thing for their care, at least most of the time

Respondents who trust their primary care doctor to do the
right thing for their care, at least most of the time

70*

84

84

88

SOURCE: Kaiser/Harvard/Princeton Survey Research Associates Managed Care Survey, 1997.
* p < 0.05, compared with respondents who had a choice when they enrolled in their current plan.
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cost too much,” almost half in all groups favored government action.
Variety of choices matters. Persons who said that they had an

inadequate variety of choices gave their health plan poorer grades
than others did and were less likely to trust their insurer (Exhibit 6).
They also were more negative about managed care in general.

In some cases, results comparing those with and without choices
may mask the negative opinions of this group that has options but
inadequate variety. For example, 67 percent of respondents with an
inadequate  variety of choices, and 53 percent of  those  with  no
choices, were worried that when they become sick, their health plan
would be more concerned about saving money than about what
their best treatment would be. By comparison, significantly fewer
respondents who had enough choices expressed this fear (45 per-
cent, p 0.05). Persons who were forced to change plans also were
more likely to worry about their sickness coverage than others were
(59 percent versus 46 percent, p 0.05).

Policy Implications

Our findings indicate that an important factor driving opinion on
managed care is not just the type of health plan people are enrolled
in, but the extent to which they have a choice in the matter. Accord-
ing to our national survey, persons without choice at enrollment are
substantially less satisfied with their plan and with managed care in
general than are persons with choices.

Consistent with previous surveys, we found that 42 percent of
insured adults under age sixty-five were given no choice of health

Give their plan a C, D, or F grade 50%* 17%

Say managed care plans
Make it harder to see specialists
Decrease the time doctors spend with their patients
Decrease the quality of health care
Make it easier to get preventive services
Have helped to keep health care costs down
Make health care more affordable for people like them

68*
68
58*
44
32
52*

52
62
46
55
37
68

Trust their health plan to do the right thing for their care, at least
most of the time

Trust their primary care doctor to do the right thing for their care,
at least most of the time

62*

77

89

90

SOURCE: Kaiser/Harvard/Princeton Survey Research Associates Managed Care Survey, 1997.
* p < 0.05, compared with respondents who report that they had enough variety when they chose their current plan.
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plans at the time of their last enrollment, a proportion that increases
as income declines.11 Interestingly, the self-employed and the not
employed reported having choices no less often than others did.
Presumably they had choices through  the individual  market, a
spouse, or public programs. If we take into account the respondents
who had choices but reported either that the variety was inadequate
(disproportionately, persons with children) or that they were forced
by an employer to change plans during the past five years, then only
a minority seems to have had an adequate choice of plans.

Respondents  without choices were more  unsatisfied, ranking
their plans lower and believing that managed care makes it more
difficult to see specialists, decreases time spent with patients, pro-
vides lower-quality care, and does not save them money. Persons
with choices but an inadequate variety of them also were more
unsatisfied with their plan’s performance and with managed care.

Why choice matters remains unclear. Our survey captured those
who did not have “enough variety,” but we did not ascertain differ-
ences in the content of people’s choices. Thus, we do not know
whether what counts is the number of choices in and of itself or
having a choice of plans with different levels of restriction, even if
offered by a single carrier.

We also did not ask detailed questions  about  care,  such  as
whether persons who lack choice change providers or submit to
less-than-optimal treatment more often. As a result, we could not
determine the extent to which our findings reflected the psychology
of choice rather than an actual difference in care. Persons may be
satisfied with what they choose simply because  they choose it.
However, discontent among the “choiceless” may be at least partly a
reaction against employers’ choices. Persons without choice have
disproportionately low  incomes and, according to other studies,
work for small employers.12 They may have inferior plans in terms of
quality of care, cost sharing, benefits, or provider networks.

The policy response. Since employers  predominantly decide
what plan is offered, competition requires insurers to please them
first and foremost. Employers do have reasons to select the plan that
employees would want. However, employees do not all want the
same thing; it is not always easy to figure out what they want; and
employers also must satisfy their own and their stockholders’ finan-
cial interests. In a 1993 Foster-Higgins survey, most managed care
organizations reported that price was more important than patient
satisfaction or quality in succeeding with employers in the market-
place.13 The dissatisfaction we found among persons without choice
may reflect a divergence in what consumers and employers seek
when picking plans.
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Why do negative opinions of managed care persist even among
those who choose it? Perhaps some choose managed care for cost
reasons but then are unhappy about the restrictions that make the
lower costs possible. However, it also may be that managed care is
not responding to this minority’s signals. With employers driving
the marketplace, managed care plans may be structured primarily to
meet employers’ preferences in balancing cost and quality.

Whether lack of choice leads to discontentment with managed
care because people simply prefer choice, because enrollees without
choice are reacting against restrictions they did not agree to, or
because their plans are actually inferior (or because of all three),
choice clearly matters. Our findings also suggest that regulations
that loosen managed care restrictions may not improve satisfaction
without measures to increase choice.

As President Clinton’s Advisory Commission on Consumer Pro-
tection and Quality in the Health Care Industry struggled in the fall
of 1997 to reach consensus on proposals to address public discon-
tent with managed care, one of the thorniest and most divisive is-
sues was whether consumers should be assured the right to choose
their health plan.14 The Washington Post announced in a page-one
headline in October 1997 that the “Commission Would Guarantee
Patient Choices,” but its scoop proved wrong.15 The divided commis-
sion’s final recommendations included no such guarantee.16

The original HMO Act of 1973 had provisions, since repealed, that
sought to ensure that employees had a choice between an HMO and
a traditional plan. It is noteworthy that we found that respondents
with two choices gave their health plan much better grades than did
those with only one option—grades that were similar to those of
persons having far more variety. Policies, whether of employers or of
government, to ensure even a small amount of choice may help to
restore public confidence in health insurance and health care.

The authors thank Karen Donelan for her assistance in developing the measures of
health plan choice used in this survey. Atul Gawande is supported by an Agency for
Health Care Policy and Research award.
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