
PSYCHIATRIC SERVICES ♦ March 2002   Vol. 53   No. 3 229999

Throughout the United States,
publicly financed health and
mental health systems are un-

dergoing dramatic changes. Driven
largely by cost containment, these
changes involve the development of
new organizational forms, financing
arrangements, clinical protocols, and
business management strategies that
differ fundamentally from those that
have traditionally been used. 

Federal and state Medicaid expen-
ditures increased from $53.3 billion
in 1988 to $157.3 billion in 1995 (1).
In 1997 the Congressional Budget Of-

fice projected that federal Medicaid
spending would increase from $92 bil-
lion in 1996 to $216 billion in 2007 (1).
To control costs, states have imple-
mented various managed care strate-
gies. In 1991 a total of 2.7 million
Medicaid beneficiaries (9.5 percent)
were enrolled in managed care plans.
By 1997 this figure had increased to
15.3 million (47.8 percent). In 1998 a
total of 16.7 million Medicaid benefi-
ciaries were enrolled in some type of
managed care plan in 49 states and
the District of Columbia (2).

Under many Medicaid managed

care arrangements, states limit finan-
cial responsibility by capping Medic-
aid budgets. Capping may be accom-
plished by using at-risk contracts with
managed care organizations or serv-
ice providers, who assume financial
risk for medically necessary services
to identified populations for a fixed
payment per enrollee per a given pe-
riod, usually per member per month.
Contractors assume risk with the
hope of making a profit through the
efficient management of care. The ul-
timate goal of these reforms is to re-
duce costs while maintaining or en-
hancing access to services and quality
of care by using better clinical man-
agement techniques. 

The incentives involved in service
provision have changed. Under fee-
for-service arrangements, providers
maximize revenue by increasing the
volume of services. Under prospec-
tive at-risk arrangements, revenue
per enrollee is fixed and profits are
maximized when the provision of serv-
ices is minimized. Minimizing services
may be accomplished in several ways,
including enrolling low-need popula-
tions, promoting well-being among
enrollees, selecting more appropriate
or effective care, substituting less in-
tensive services, using care manage-
ment strategies, or restricting access
to care. Limiting access to care can
result in underserving persons in
need. In light of the profit-related in-
centives for minimizing the volume of
services, monitoring access to and
outcomes of care should be a major
emphasis of evaluations of managed
care. 
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Objective: The relationship between financial risk arrangements, access to
services, and consumer satisfaction with services was assessed in a sample
of Medicaid beneficiaries who were enrolled under three different finan-
cial risk arrangements for health care and mental health care. Methods: A
survey was mailed to a stratified random sample of 9,449 recipients of
Supplemental Security Income. Respondents reported their health and
mental health service needs, service use, and satisfaction with services.
Access was measured in terms of service needs that were met. Results: Ac-
cess to services was related to the type of risk arrangement. Respondents
who were enrolled in plans that assumed the risk for the cost of services
had poorer access to services than respondents who were enrolled in plans
that did not assume the risk for the cost of these services. Satisfaction with
medical services was negatively related to the plan’s assuming the risk for
medical expenditures. Conclusions: Financial risk arrangements may have
important implications for service use patterns among persons who have
disabilities. Health and mental health policy makers should carefully con-
sider risk arrangements when designing health plans for vulnerable pop-
ulations. (Psychiatric Services 53:299–303, 2002)
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Studies of the impact of capitated
risk arrangements on enrollees’ ac-
cess to care have had mixed results.
In a study by Mark and Mueller (3),
enrollees in health maintenance or-
ganizations (HMOs) who were pri-
vately insured reported having more
unmet medical needs than persons in
traditional plans. Sisk and colleagues
(4) found that recipients of Aid to
Families With Dependent Children
(AFDC) who were enrolled in Med-
icaid managed care programs were
more likely to report a usual source of
care and shorter waiting times for ap-
pointments than persons enrolled in
conventional Medicaid programs. In
terms of the ability to obtain needed
care, no differences were found be-
tween Medicaid beneficiaries who
were enrolled in managed care pro-
grams and those who were enrolled in
conventional programs. 

Studies of the effect of managed
care on Medicaid enrollees’ access to
mental health care have also had
mixed results. An evaluation of Iowa’s
Medicaid managed care demonstra-
tion by the National Alliance for the
Mentally Ill found that clients had dif-
ficulty obtaining access to specific
mental health services, such as evalu-
ations by psychiatrists and supportive
services, and experienced disruptions
to their benefits (5). 

An examination of Utah’s Medicaid
mental health plan found that, relative
to persons who were served in fee-for-
service programs, managed care en-
rollees had a lower use of psychother-
apy and fewer crisis visits and a
greater use of case management over
a three-year period (6). 

These changes in patterns of use of
mental health services were not con-
sistent with those of enrollees’ in fee-
for-service plans. A study of four
states that implemented Medicaid
mental health carve-outs—Colorado,
Iowa, Massachusetts, and Washington
—found that access was increased, to
varying degrees, by expanding the ar-
ray of community-based mental
health services, but the use of inpa-
tient services decreased (7).

Recent changes in the Florida Med-
icaid financing system have created an
opportunity to examine the relation-
ships between risk arrangements and
enrollees’ access to and satisfaction

with care. Under a Health Care Fi-
nancing Administration waiver, the
Florida Medicaid authority imple-
mented a Medicaid Pre-paid Mental
Health Plan (PMHP) in the Tampa
area in March 1996. Under the PMHP
a monthly prospective payment is
made to a specialty behavioral health
organization to provide a comprehen-
sive array of mental health services
(excluding substance abuse services)
to recipients of Temporary Aid to
Needy Families (TANF) and Supple-
mental Security Income (SSI) who are
enrolled in Medicaid programs. 

The PMHP bears the full financial
risk for mental health services. The
plan involves a partnership of five com-

munity mental health centers that
serve the Tampa area and a private for-
profit behavioral health organization
(7). PMHP enrollees receive general
health care through MediPass, a case
management program through which
primary care physicians are paid a
nominal monthly fee to coordinate
and authorize components of care.
Under the MediPass program, health
services are paid on a fee-for-service
basis, with no risk to providers.

All TANF and SSI Medicaid bene-
ficiaries are required to join either
MediPass or an HMO. In August

1996, HMOs in the Tampa area were
required to provide the same com-
prehensive array of mental health
services to their TANF and SSI en-
rollees that were provided by the
PMHP. The HMOs received an aug-
mented premium to assume risk for
the cost of comprehensive mental
health services in addition to the gen-
eral health services for which they al-
ready carried the risk. At the time of
the study, all the HMOs purchased
their mental health services from spe-
cialty behavioral health organizations
to arrange for the provision of mental
health services. The behavioral health
organizations were often at financial
risk for mental health services, and,
typically, they purchased services
from the same community mental
health centers that constituted the
PMHP (8). 

In other parts of Florida, Medicaid
enrollees receive comprehensive
mental health services that are reim-
bursed through a fee-for-service mech-
anism in which the state assumes risk
for the cost of services. Either HMOs
or MediPass may be used for general
health services.

In this study we compared access to
and satisfaction with services among
individuals who were enrolled under
these financing arrangements to as-
sess the effects of risk on service use
and satisfaction.

Methods
Design
This population-based study was part
of a larger evaluation of the three man-
aged care arrangements (8) that used
nonequivalent comparison groups.
Two financing arrangements in Tampa
were contrasted with one in Jack-
sonville, which is the most similar to
Tampa demographically and in charac-
teristics of its health care market. The
overall evaluation is ongoing. The data
reported here were collected between
August 1997 and March 1998.

State enrollment data were used to
select a random sample of 9,449
Medicaid enrollees between the ages
of 21 and 64 years who were receiving
SSI in the Tampa and Jacksonville ar-
eas. The sample was stratified by fi-
nancing arrangement and included
3,019 MediPass enrollees in Tampa,
2,979 HMO enrollees in Tampa, and
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3,451 enrollees in the Jacksonville
fee-for-service system. 

A self-administered questionnaire
was developed and pilot-tested for
the study (9). The questionnaire con-
tained 24 structured questions that
assessed enrollees’ Medicaid, Medi-
care, TANF, and SSI eligibility status;
the financing arrangement under
which they were enrolled; and any re-
cent changes in their enrollment sta-
tus. Enrollees also rated their health
status and reported on their need for,
use of, and satisfaction with medical,
mental health, dental, and substance
abuse services during the previous
nine months. Individuals were of-
fered $5 for completing and returning
the questionnaire.

A highly systematic and structured
approach to survey design and follow-
up was used (10,11). This approach
was based in part on a formal feasibil-
ity study (9) in which we validated the
use of mailed surveys with a Medicaid
population.

Data analysis 
A retrospective stratified weighting
scheme, as described by Rosenbaum
(12), was used to adjust for case-mix
differences in the sex and race of en-
rollees across the plans. Case-mix dif-
ferences were controlled by propor-
tionally weighting observations in
each sex and race stratum of each fi-
nancing arrangement to reflect the
weight for the aggregate population
in that stratum across all financing
arrangements. Although this proce-
dure controls for demographic differ-
ences across plans, it does not control
for differences in enrollee function-
ing that may have existed and that
may have been related to service use
and satisfaction.

To assess the impact of the type of
risk arrangement on enrollees’ access
to services, plans with identical risk
mechanisms were pooled. For exam-
ple, because enrollees in both the
Tampa MediPass condition and the
MediPass program in Jacksonville do
not assume the risk for medical serv-
ices, these two arrangements were
pooled and contrasted with the HMO
condition under which the HMOs
bear the risk for the cost of medical
services. The effects of risk arrange-
ments were then examined with use

of an independent t test on the case-
mix-adjusted rates of access and rat-
ings of satisfaction with services (13). 

To measure access to services, re-
spondents indicated whether they
needed services and whether they
had used health and mental health
services during the previous nine
months. Access was calculated by de-
termining the percentage of respon-
dents in need of a service who used
that service. This measure of access
has been used in other studies and
has been described as “one of the
most direct measures of access to
care” (14). Analyses related to en-
rollees’ satisfaction with a particular
service were limited to respondents
who had used that service.

Results
Response rate
Of the 9,449 surveys mailed, a total of
4,860 were returned, for an unadjust-
ed response rate of 51 percent. When
adjusted for questionnaires that were
returned as undeliverable (984, or 10
percent) and for individuals who had
died (81, or 1 percent), the response
rate was 58 percent. Although this re-
sponse rate is somewhat lower than
those for surveys of the general pop-
ulation, it is substantially higher than
those from other studies of Medicaid
populations (15–18).

The numbers of participants re-
ported throughout the Results sec-

tion are based on case-mix-adjusted
means and thus are estimates of the
number of respondents in each com-
parison group.

Respondent characteristics
Most of the respondents were female
(3,125, or 64.3 percent). A total of
2,381 respondents (49 percent) were
white, 1,545 (31.8 percent) were
black, and 923 (19 percent) were of
other races, most likely of Hispanic
origin. A comparison of respondents
and nonrespondents showed differ-
ences in age, sex, and race. The mean
age of respondents was about two
years lower than that of nonrespon-
dents (43.2±.18 years and 45.5±.18
years, respectively; t=9.13, df=9,447,
p<.001). Women were overrepresent-
ed among respondents compared
with nonrespondents (64.3 percent and
56.9 percent, respectively; χ2=30.42,
df=9,444, p<.01). Black individuals
were underrepresented among res-
pondents compared with nonrespon-
dents (31.8 percent and 39.3 percent,
respectively), and white persons were
overrepresented among respondents
(48.8 percent compared with 41.5
percent; χ2=64.91, df=2, 9,442,
p<.01). Case-mix-adjustment proce-
dures were used to control for these
response biases.

Access to services
Overall, 2,940 (97.1 percent) of the
3,028 respondents who reported
needing medical services used them.
To determine whether access to med-
ical services differed between risk
arrangements, respondents who were
enrolled in the fee-for-service system
or the PMHP were pooled and com-
pared with those who were enrolled
in HMOs. Respondents who were en-
rolled in plans that did not assume fi-
nancial risk for medical services—the
fee-for-service system or the PMHP
—reported significantly higher use of
medical services (2,009 respondents,
or 98 percent) than respondents who
were enrolled in HMOs (937 respon-
dents, or 95.4 percent) (t=3.41, df=
3,026, p<.001). 

To assess the effect of type of risk
arrangement on access to mental
health services, enrollees in the
PMHP and the HMOs, both of which
bear the financial risk for mental
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health services, were pooled and com-
pared with those enrolled in the fee-
for-service system, under which men-
tal health services are provided with-
out financial risk to the providers. Col-
lectively, 1,245 (87.3 percent) of the
1,426 respondents who needed men-
tal health services used them. Access
to mental health services was signifi-
cantly related to type of risk arrange-
ment (t=2.79, df=1,424, p<.001). Re-
spondents who were insured under
plans that assumed the risk for mental
health services—the PMHP and the
HMOs—were significantly less likely
to have used mental health services
(912 respondents, or 86.1 percent)
than those whose mental health serv-
ices were paid on a fee-for-service ba-
sis (569, or 91.2 percent).

A total of 358 respondents who
needed mental health services (25.1
percent) reported difficulty obtaining
these services, and this difficulty was
associated with type of risk arrange-
ment (t=3.68, df=1,405, p<.001). Par-
ticipants in the PMHP or in HMOs
were significantly more likely to report
difficulty gaining access to mental
health services (290, or 27.9 percent)
than enrollees whose mental health
services were paid on a fee-for-serv-
ice basis (68, or 18.7 percent). 

Among all respondents, the most
frequently cited difficulties were
transportation problems (267, or 74.6
percent), the preferred physician’s
not accepting Medicaid (264, or 73.8
percent), problems obtaining refer-
rals (245, or 68.4 percent), services
not being covered (245, or 68.4 per-
cent), long waiting lists (244, or 68.2
percent), problems obtaining ap-
pointments (223, or 62.4 percent),
and limits on benefits (222, or 62.1
percent). The types of access difficul-
ties cited by respondents did not dif-
fer substantially across the three man-
aged care arrangements.

Satisfaction with services
Participants who used medical servic-
es were moderately satisfied with
them. Collectively, the mean±SE lev-
el of satisfaction was 3.18±.02 on a
scale ranging from 1, representing
not at all satisfied, to 4, representing
very satisfied. A significant difference
was found in respondents’ level of sat-
isfaction on the basis of type of risk

arrangement (t=3.50, df=3,096, p<
.001). Enrollees in plans that did not
bear the risk for medical services—
the fee-for-service arrangement and
the PMHP—reported significantly
greater satisfaction with the services
they received (mean±SE=3.24±.03)
than enrollees in the HMOs (mean±
SE=3.06±.04).

Users of mental health services also
reported moderate levels of satisfac-
tion (mean±SE=3.16±.001). Howev-
er, no difference was found in the lev-
el of satisfaction between enrollees
whose plans assumed the risk for
mental health services and those
whose plans did not. 

Discussion
The results of this study suggest that
financial risk arrangements affect ac-
cess to care and, to a limited extent,
satisfaction. Regarding access, the re-
sponses to the mailed survey indicat-
ed that for adult recipients of SSI,
risk-bearing financing strategies were
typically associated with reduced ac-
cess to care. For example, enrollees in
HMOs had lower access rates than
enrollees in the plans that did not
bear financial risk for service costs.
Similarly, respondents who were en-
rolled in the two plans that were at
risk for mental health services had
lower rates of service use and greater
difficulty in obtaining access to men-
tal health services. Although the im-
pact of financial risk in increasing ac-

cess barriers such as transportation
and preventing patients from going to
their preferred provider is uncertain
at best, the fact that enrollees in these
prepaid arrangements are required to
receive services by specified provi-
ders at specific locations may increase
their transportation burden and limit
provider choice.

The effect of risk arrangements on
enrollees’ level of satisfaction with
services is less clear. Managed care
status appears to influence satisfac-
tion with medical services but not
with mental health services. Under all
three financing arrangements, mental
health services are provided primarily
by public community mental health
centers. In fact, the PMHP and HMO
enrollees in Tampa both use the same
community mental health centers.
The similarity of service providers
might explain the lack of differences
in satisfaction with mental health
services. 

Our findings contrast with those of
Sisk and associates (4), who found
that Medicaid beneficiaries in New
York City who were enrolled in man-
aged care plans had greater access
and greater satisfaction than those
who were enrolled in conventional
plans. That study differed from ours
in several important aspects, includ-
ing the population studied—SSI re-
cipients compared with a general
Medicaid population. In fact, in other
analyses conducted as part of our
evaluation, we did not find these dif-
ferences in access to services among
enrollees who were not recipients of
SSI. Special concern may be warrant-
ed for populations with disabilities.

Population-based monitoring tech-
niques are important in situations in
which financial incentives may limit
access to care. Without the availabili-
ty of such techniques, it might have
been difficult or impossible to sensi-
tively measure the differential access
relative to respondents’ self-identified
need. Similarly, outcome estimates
that involve only individuals who suc-
cessfully gain access to care may mis-
represent the health status of covered
populations. The affordable mailed-
survey technique that we used holds
promise for systematic assessment of
population health needs, access, and
outcomes.
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In our analyses, we assumed that a
respondent’s self-identified need was
a reliable indicator of need for serv-
ice. There is some evidence that pa-
tients’ self-assessments provide infor-
mation that is not captured in clinical
assessments (19). Some might argue
that a major function of managed care
strategies is to eliminate the demand-
based use of services that are not
medically necessary. Within the con-
straints of this study, we could not ad-
dress the appropriateness of respon-
dents’ expressed needs. Unpublished
data from our study suggest that per-
sons who have unmet needs may have
poorer outcomes than those whose
needs are met, although the differ-
ences are modest.

Conclusions 
Ultimately, the integration of specific
need, use, and outcome estimates is
required to understand the effects of
various types of health care organiza-
tions and financial arrangements.
This demonstration of the relation-
ships between characteristics of
plans, access to services, and satisfac-
tion underscores the importance of
carefully considering the structure
and operation of health care financing
strategies on population health status.
The results of these analyses indicate
that caution is warranted in enrolling
SSI populations in managed care
plans that assume the financial risk
for their care. The results further un-
derscore the importance of sensitive
outcome measurement as a means of
gauging the effects of these financial
arrangements. ♦
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Psychiatric Services invites contributions for Frontline Re-
ports, a column featuring short descriptions of novel ap-
proaches to mental health problems or creative applica-
tions of established concepts in different settings. 

Text should be 350 to 750 words. A maximum of three
authors, including the contact person, can be listed; one au-
thor is preferred. References, tables, and figures are not
used. Any statements about program effectiveness must be
accompanied by supporting data within the text.

Material to be considered for Frontline Reports should
be sent to the column editor, Francine Cournos, M.D., at
the New York State Psychiatric Institute, 1051 Riverside
Drive, Unit 112, New York, New York 10032. Dr. Cournos
is director of the institute’s Washington Heights Communi-
ty Service.
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