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Health care in the United
States has rapidly evolved
from a predominantly fee-

for-service system to one in which
most care is provided under managed
care arrangements. This change has
been credited with substantial cost
savings, particularly in mental health
care. The rate of growth in behavioral
health care costs has been lower than
that for health care, and the fraction
of the health care budget devoted to
behavioral health has decreased
(1–3). Also, hospital stays have de-
creased more for behavioral disorders
than for nonbehavioral disorders (4). 

Financing for behavioral health
care differs from other health care
services in two important ways. First,
despite federal and state parity laws
(5), copayments and coinsurance
rates are frequently higher for behav-
ioral health care than for other med-
ical conditions, and limits on behav-
ioral health inpatient days or outpa-
tient visits are often more stringent
(6–9). Second, mental health services
are often coordinated through a sepa-
rate managed behavioral health or-
ganization (MBHO) in a carve-out
arrangement in which the financing
and administration of behavioral
health care services is separated from
other health care services (10–13). 

These differences in financing and
insurance coverage emerged during a
period when behavioral health care
costs were growing more rapidly than
overall health care costs and likely
were a response to this rapid growth.
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Objective: This study compared psychiatrists’ assessments of their
ability to deliver high-quality care with those of other physicians.
Methods: Data were used from the Community Tracking Study Physi-
cian Survey, a national survey of 12,528 physicians. Linear regression
models were used to investigate the effects of type of physician (psy-
chiatrist or other physician), managed care involvement, and ability to
obtain inpatient care on four measures of physicians’ assessments of
quality. Results: In models that did not control for difficulty in obtain-
ing inpatient services, assessments of quality were significantly lower
among psychiatrists than among other physicians. Furthermore, al-
though managed care involvement was associated with lower assess-
ments of quality for all physicians in these models, the effects were
stronger for psychiatrists than for other physicians. However, after dif-
ficulty in obtaining inpatient services was controlled for, psychiatrists’
and other physicians’ assessments of quality were similar. Conclusions:
Compared with other physicians, psychiatrists’ assessments of the
quality of care that they provide were lower and their assessments
were more influenced by involvement with managed care. These dif-
ferences may be mediated by difficulty in obtaining inpatient services.
When designing and administering behavioral health benefits pack-
ages, clinical policy makers should consider the possible effects of re-
duction in inpatient services on quality of care. (Psychiatric Services
56:308–314, 2005)
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During this time, use patterns often
corresponded to what some felt were
overly generous insurance benefits.
For example, many lengths of stay
were exactly 30 days (the maximum
number of days allowed by insurers),
leading critics to charge that the sub-
jective nature of psychiatric diagnoses
and treatment outcomes, coupled with
a lack of cost consciousness, led to ar-
bitrarily long inpatient stays or an ex-
cessive number of outpatient visits.
Ironically, the subjective aspects of
mental disorders may now contribute
to mental health service constraints,
given inherent limitations in the preci-
sion of treatment outcome measures. 

The impact of changes in the health
care system on the use of and access
to behavioral health services as well as
quality of care is an active area of in-
quiry (2,10,12–21). Recent studies of
the use of mental health services
show fewer inpatient admissions and
shorter lengths of stay (10,12,18,21).
The number of individuals who use
outpatient behavioral health services
has increased (2,15), but the cost per
episode has decreased (12,18). The
evidence is mixed on whether quality
of care is better, equivalent, or worse
under managed mental health care
compared with other methods of fi-
nancing and delivery (15–17,22–26). 

A complementary strategy to inves-
tigate quality of behavioral health
care is to analyze physicians’ assess-
ments of their ability to deliver high-
quality care (19,20,27,28). This strat-
egy may give us important insights in
this area in which there is mixed evi-
dence. By using data from the first
wave of the Community Tracking
Study Physician Survey (CTS) (29),
Reschovsky and colleagues (27) ana-
lyzed physicians’ responses to ques-
tions about their ability to deliver
high-quality care. They found that
half of all physicians disagreed with at
least one of four statements that re-
flected aspects of quality of care. Psy-
chiatrists were less likely than other
specialists to say that they were able
to deliver high-quality care. The
study found a significant, albeit mod-
est, association between involvement
with managed care and disagreement
with statements about quality. Sturm
and Ringel (28) used data from the
second wave of the CTS and also

found that psychiatrists were less like-
ly than other specialists or primary
care physicians to endorse statements
about quality. 

In this study we used data from the
1996 through 1997 CTS to compare
psychiatrists’ self-reported ability to
deliver high-quality care with that of
other physicians. We built on the
work of Reschovsky and colleagues
and Sturm and Ringel in two impor-
tant ways. First, we investigated
whether the strength of the relation-
ship between physicians’ involvement
in managed care and their assess-
ments of quality differed for psychia-
trists and other physicians. We hy-
pothesized that the relationship be-
tween involvement with managed
care and physician-reported quality
problems would be stronger for psy-
chiatrists than for other physicians.
Second, we investigated one possible
reason that psychiatrists’ assessments
of their ability to deliver high-quality
care are lower than those of other
physicians, namely that such differ-
ences are mediated by physician-re-
ported ability to obtain inpatient care
for patients. 

Methods
Sample
The data came from the first round of
the CTS, a nationally representative
cross-sectional telephone survey field-
ed from 1996 to 1997 (29–31). The
purpose of the CTS is to “document
changes in health care systems over
time and track the effects of those
changes on people” (32). Physicians
who provide direct patient care at least
20 hours per week were eligible for the
study. Federal employees, non–direct
care specialists (for example, patholo-
gists), residents, interns, and foreign
medical graduates licensed only tem-
porarily to practice in the United
States were not included. The sam-
pling frame was clustered within 60
randomly selected U.S. communities
and was constructed from the master
files of the American Medical Associa-
tion and the American Osteopathic
Association. A supplemental national
sample was included to increase the
precision of national estimates. Inter-
views were completed for 12,528
physicians (623 psychiatrists and
11,905 other physicians), with a re-

sponse rate of 65 percent. We used the
1996 through 1997 wave of the CTS
rather than the 1998 through 1999
version because it was the only version
available that allowed us to adjust for
geographic clustering. Sample weights
were used to account for sample de-
sign and nonresponse. Physicians gave
verbal consent to participate in the
survey. This study was approved by the
institutional review board of the Uni-
versity of California, Los Angeles. 

Variables
Dependent variables. Physicians
were asked four questions to rate their
strength of agreement on a 5-point
scale (5, agree strongly; 4, agree some-
what; 3, neither agree nor disagree; 2,
disagree somewhat; and 1, disagree
strongly) about their ability to provide
high-quality care: it is possible to pro-
vide high-quality care to all my pa-
tients; I have adequate time to spend
with my patients during typical office
or patient visits; I have the freedom to
make clinical decisions that meet my
patients’ needs; and it is possible to
maintain the kind of continuing rela-
tionships with patients over time that
promote the delivery of high-quality
care. Although past studies often di-
chotomized these variables (27,28),
we chose to analyze the original
scores, both to enhance power by re-
flecting the magnitude of potential
differences and because we were con-
cerned that the results might be sensi-
tive to differences in cutoff points. 

Independent variables. Similar
to previous studies that used CTS
data (27,33), our study used a set of
variables that represented physician
characteristics and the practice envi-
ronment. Our primary measure of
managed care involvement was the
percentage of revenue from managed
care. We dichotomized physicians
into two groups: those who received
25 percent or less of their revenue
from managed care and those who re-
ceived more than 25 percent of their
revenue from managed care. Approx-
imately half of all psychiatrists in the
CTS reported that they received 25
percent or less of their revenue from
managed care sources. In sensitivity
analyses our results did not differ sub-
stantively in models that used a di-
chotomized measure of managed
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care revenue and models that used a
continuous measure. We modeled the
number of managed care contracts
(zero, one to five, six or more) with a
set of indicator variables. We also di-
chotomized physicians into psychia-
trists or other physicians. 

Physicians were asked about their
ability to obtain medically necessary
services for their patients—specifical-
ly, how often they were able to admit
patients for nonemergent hospitaliza-
tion and how often they were able to
obtain an adequate number of inpa-
tient days for hospitalized patients.
Answers were on a 6-point scale (6, al-
ways; 5, almost always; 4, frequently; 3,
sometimes; 2, rarely; and 1, never).

The CTS did not directly measure
characteristics of the physician’s pa-
tients. We followed the model used
by Landon and colleagues (33) and
used the percentage of patient rev-
enue from Medicaid and Medicare as
proxies for the proportion of low-in-
come and elderly patients, respec-
tively. Physicians were again classified
into groups on the basis of sources of
the physician’s revenue: greater than
or less than or equal to 10 percent of
total revenue from Medicaid and
greater than or less than or equal to
15 percent of total revenue from
Medicare. These cut points divided
physicians into roughly equal groups.

In the CTS, practices were
grouped into six categories: solo or
two-physician practice, group prac-
tice (three or more physicians), group
or staff-model health maintenance
organization (HMO), medical school,
hospital based, or other. In our re-
gression analyses, we combined the
categories of HMO and other be-
cause of the small number of HMO
psychiatrists (N=19). A physician
could be a full owner, part owner, or
employee of the practice. 

Our models included whether the
physician was salaried and whether
compensation was affected by meas-
ures of quality of care, practice profil-
ing, patient satisfaction, and physician
productivity. In the CTS, owners of
solo or two-physician practices were
not asked about compensation; we as-
sumed that they were not salaried and
that their compensation depended on
their own productivity. 

Physicians used a 6-point scale to

rate the effect of formal practice
guidelines, practice profiling, and sat-
isfaction surveys on their practice of
medicine, which we termed “care
management factors.” For each vari-
able we classified physicians into two
groups: those who reported a very
large, large, or moderate effect and
those who reported a small, very small,
or no effect. We controlled for gender
and year of graduation (before 1971,
1971 through 1985, or after 1985). 

Analyses
We first calculated descriptive statis-
tics of the type of practice; ownership;
proportion of revenue from managed
care, Medicare, and Medicaid; and
physician-reported quality by physi-
cian type. 

We then used multiple linear re-
gression to investigate the effects of
managed care involvement and physi-
cian type on physicians’ assessments of
quality. (Our results were essentially
the same in logistic regression mod-
els.) We allowed the effect of percent-
age of revenue from managed care to
differ for psychiatrists and other physi-
cians through use of an appropriate in-
teraction term. To do this we con-
structed an interaction term that was 1
for psychiatrists who received more
than 25 percent of their revenue from
managed care and 0 in other cases. A
negative coefficient means that the ef-
fect of the percentage of revenue re-
ceived from managed care had a
greater negative effect on psychia-
trists’ assessments of quality than oth-
er physicians’ assessments of quality.
In a model such as this, with an inter-
action between type of physician and
revenue from managed care, statistical
tests or differences in quality assess-
ments between psychiatrists and other
physicians is done for both levels of
managed care revenue (that is, 0 to 25
percent and 26 to 100 percent). In
other words, on the basis of the esti-
mated regression models, we conduct-
ed two-sided t tests that compared
psychiatrists with other physicians at
each level of revenue from managed
care. We reported the results from
these t tests in the text, but not in the
Tables. These models controlled for all
independent variables described
above, except for difficulty in obtain-
ing inpatient services.

Finally, we investigated whether the
relationship between type of physician
and physicians’ assessments of quality
might be mediated by difficulty in ob-
taining necessary services. To do this
assessment we investigated the effects
of managed care involvement and
physician type on physicians’ assess-
ments of quality by using linear regres-
sions that also controlled for difficulty
in obtaining inpatient services. To the
extent that this added predictor ex-
plained the same variation in out-
comes as type of physician, we inter-
preted difficulty in obtaining inpatient
services as a possible mediator.

Statistical tests were two-tailed.
Analyses were weighted and calculat-
ed with SUDAAN Software for the
Statistical Analysis of Correlated Data
to take into account the complex sur-
vey design. The rates of item-level
missing data were less than 3 percent
for all dependent variables discussed
here. The rates of item-level missing
data for two predictors—nonemer-
gency hospital admission and ade-
quate number of inpatient days—
were 13 percent and 12 percent, re-
spectively, resulting in 18 percent of
missing data for the complete-case
regression analyses. Actual Ns used in
analyses are indicated in the tables. 

Results
As shown in Table 1, compared with
other physicians, psychiatrists were
significantly more likely to be in solo
or two-physician practices and signif-
icantly less likely to be in group prac-
tices. On average, psychiatrists re-
ceived a significantly smaller percent-
age of their revenue from managed
care than other physicians (35 per-
cent compared with 40 percent,
p<.001). Psychiatrists also received a
smaller percentage of their revenue
from Medicare than other physicians
(21 percent compared with 32 per-
cent, p<.001) but a greater percent-
age from Medicaid (17 percent com-
pared with 14 percent, p=.01).

The mean±SD scores for the four
outcomes—ability to provide high-
quality care to all patients, adequate
time to spend with patients, freedom
to make clinical decisions, and ability
to maintain continuing relationships
with patients over time—were, re-
spectively, 3.9±1.3, 3.7±1.4, 4±1.3,

PSYCHIATRIC SERVICES ♦ http://ps.psychiatryonline.org ♦ March 2005   Vol. 56   No. 3331100

edl3.qxd  2/17/2005  3:21 PM  Page 310



and 3.6±1.5. As shown in Tables 2 and
3, psychiatrists’ assessments of their
ability to deliver high-quality care
were generally lower than those of
other physicians, and they also report-
ed more difficulty obtaining nonemer-
gency inpatient hospitalizations and an
adequate number of inpatient days.

As shown in Table 4, in multiple re-
gression models psychiatrists’ ratings
of quality were lower than those of
other physicians in both revenue
groups (0 to 25 percent and 26 to 100
percent) across all four measures of
quality, and these differences were
highly significant. Physicians who re-

ceived a greater percentage of rev-
enue from managed care or who had
more managed care contracts report-
ed significantly lower levels of quality.
The interaction term of psychiatrist
with managed care revenue was neg-
ative and significant in two regres-
sions (p<.05) and negative in the oth-
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Ownership, type of practice, and sources of revenue among physicians who participated in the 1996–1997 Community Trac-
ing Study Physician Survey, by type of physiciana

Psychiatrist (N=623) Other physician (N=11,905)

Variable N % SE N % SE χ2† p

Type of practice
One or two physicians 333 56.3 2.1 4,397 39.4 .9 46.55 <.001
Group of physicians 35 6.2 .9 3,387 30 1 161.21 <.001
Health maintenance 

organization 19 3.1 .8 802 5.1 .4 6.3 .01
Medical school 50 7.5 .9 840 7.3 .5 .06 .8
Hospital based 100 14.2 1.4 1,394 10.3 .5 9.12 .003
Other 86 12.7 1.4 1,085 8 .3 11.68 <.001

Ownership
Full 317 53.4 2 4,000 35.7 .7 54.62 <.001
Part 43 7.9 1.1 2,767 26 .7 126.1 <.001
None 263 38.8 2 5,138 38.3 .7 .04 .83

a Percentages were weighted.
† df=1

TTaabbllee  22  

Assessments of quality of inpatient services among physicians who participated in the 1996–1997 Community Tracing Study
Physician Survey, by type of physiciana

Strongly Somewhat Somewhat Strongly
agree agree Neither disagree disagree

Variable N % N % N % N % N %

It is possible to provide high-quality
care to all my patientsb

Psychiatrists (N=617) 172 28.8 182 29.3 8 1.3 137 22.4 118 18.2
Other physicians (N=11,880) 5,586 46.3 3,819 31.8 180 1.6 1,591 13.9 704 6.5

I have adequate time to spend with my
patients  during their office visitsc

Psychiatrists (N=618) 214 35.2 185 30.8 7 1.1 125 19.9 87 13
Other physicians (N=11,872) 3,997 35.5 4,186 35.5 250 1.9 2,335 18.6 1,104 8.6

I have the freedom to make clinical de-
cisions that meet my patients’ needsd

Psychiatrists (N=621) 195 31.8 181 28.5 12 1.8 140 23.2 93 14.7
Other physicians (N=11,888) 5,779 47 3,877 32.2 148 1.3 1,442 13.3 642 6.2

It is possible to maintain the kind of contin-
uing relationships with patients over time that
promote the delivery of high-quality caree

Psychiatrists (N=610) 148 25.8 162 26.4 11 1.8 138 22.3 151 23.7
Other physicians (N=11,552) 4,554 36.6 3,479 30.4 269 2.6 1,938 18 1,312 12.4

a Percentages were weighted.
b Psychiatrists compared with other physicians, χ2=108.6, df=4, p<.001
c Psychiatrists compared with other physicians, χ2=19.4, df=4, p<.001
d Psychiatrists compared with other physicians, χ2=100.0, df=4, p<.001
e Psychiatrists compared with other physicians, χ2=64.1, df=4, p<.001
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er two, although these results were
not significant. A negative interaction
coefficient means that the percentage
of revenue from managed care was
associated with a larger negative ef-
fect on psychiatrists’ quality ratings
than on other physicians’ quality rat-
ings. Furthermore, the magnitude of
the interaction was large (–.25 to
–.28) when compared with the main
effect of percentage of revenue from
managed care (–.02 to –.18). 

On the other hand, as shown in

Table 5, in models that controlled for
reports of ability to obtain nonemer-
gent hospitalization and adequate
length of stay, no significant difference
was found between psychiatrists and
other physicians in three of the four
regressions. The only significant dif-
ference between psychiatrists and oth-
er physicians was with the dependent
variable high-quality care in the group
who received more than 25 percent of
revenue from managed care (t=2.82,
p<.01). The interaction term of psy-

chiatrist with managed care revenue
was negative in all regressions, al-
though these results were not statisti-
cally significant. The effects of per-
centage of revenue from managed
care remained comparable to those
shown in Table 4, in which effects
were significant in three regressions. 

Discussion
In our initial series of multiple regres-
sions, the mean scores of psychia-
trists’ assessments of the quality of
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Assessments of ability to obtain inpatient services among physicians who participated in the 1996–1997 Community Tracing
Study Physician Survey, by type of physiciana

Always Almost always Frequently Sometimes Rarely Never

Variable N % N % N % N % N % N %

How often are you able to
obtain nonemergeny hospital
admissions when you think it 
is medically necessary?b

Psychiatrists (N=505) 45 8.1 72 13.9 58 11.4 105 21.5 136 27.7 89 17.4
Other physicians (N=10,357) 2,974 27.6 3,315 31.9 1,684 17 1,408 14 738 7.5 238 2.1

How often are you able to
obtain an adequate number of
inpatient days for your hospit-
alized patients when you think
it is medically necessary?c

Psychiatrists (N=525) 32 6.2 70 14.8 94 17.5 150 27.7 148 28.6 31 5.3
Other physicians (N=10,484) 2,417 21.6 3,947 36.7 2,196 21.7 1,479 15.3 380 4.1 65 .8

a Percentages were weighted.
b Psychiatrists compared with other physicians, χ2=226.1, df=5, p<.001
c Psychiatrists compared with other physicians, χ2=247.5, df=5, p<.001

TTaabbllee  44  

Multiple regression models of the effects of managed care and physician type on physicians’ quality assessmentsa

High-quality care Adequate time Clinical freedom Continuity
(N=10,238) (N=10,241) (N=10,250) (N=10,184)

Variable Beta t Beta t Beta t Beta t

Revenue from managed care
0 to 25 percent (reference) — — — —
26 to 100 percent –.02 .65 –.15 4.54∗∗∗ –.1 2.81∗∗ –.18 4.53∗∗∗

Type of physician
Other physician (reference) — — — —
Psychiatrist –.61 6.11∗∗∗ –.2 2.01∗ –.51 5.55∗∗∗ –.57 5.05∗∗∗

Psychiatrist by managed care –.26 1.89 –.28 2.01∗ –.25 1.98∗ –.26 1.79
Number of managed care contracts

Zero (reference) — — — —
One to five –.04 .69 –.28 5.06∗∗∗ –.15 2.58∗∗ –.12 1.66
Six or more –.23 3.44∗∗∗ –.39 6.85∗∗∗ –.42 6.58∗∗∗ –.46 6.17∗∗∗

a Regression controlled for revenue from Medicaid and Medicare, type of practice, ownership, compensation and care management factors, gender, and
year of graduation from medical school.
∗p<.05 (two-tailed)

∗∗p<.01 (two-tailed)
∗∗∗p<.001 (two-tailed)
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care that they provide were lower
than those of other physicians. The
size of the effect was moderate, ap-
proximately one-half of a point, or
two-fifths of a standard deviation, and
highly significant. Furthermore, al-
though an increased percentage of
revenue from managed care was asso-
ciated with lower assessments of
quality, this effect was stronger for
psychiatrists, by approximately one-
quarter of a point. These findings,
coupled with the fact that psychia-
trists actually received less of their in-
come from managed care, might
mean that psychiatrists have a greater
propensity to be dissatisfied with the
health care system in general and
with managed care in particular.

However, our second series of re-
gressions suggests an alternative ex-
planation. We found that in models
that controlled for ability to obtain
nonemergent hospitalizations and ad-
equate length of stay, psychiatrists
differed from other physicians in only
one of four assessments of quality,
and this difference occurred only
among psychiatrists and other physi-
cians who received more than 25 per-
cent of their income from managed
care. The interactions between psy-
chiatrists and managed care revenue

were not significant at the .05 level in
any of the four regressions. This find-
ing suggests that psychiatrists’ assess-
ments of the quality of care that they
provide are lower than those of other
physicians because of limited access
to psychiatric hospitalizations, a trend
that has been well documented for
the past 15 years (34,35). It should be
noted that a weakening of the associ-
ation between quality assessments
and the independent variables in
models that controlled for difficulty
in obtaining inpatient services was
not a general phenomenon: in these
models the percentage of revenue
from managed care and the number
of managed care contracts remained
highly significant negative predictors
of physicians’ quality assessments. 

Psychiatrists received a smaller
portion of their income from man-
aged care than other physicians, but
previous research suggests that man-
aged care organizations (MCOs) may
affect physicians who do not receive
any income from managed care
(27,36). This effect could occur if
MCOs or MBHOs play an important
role in establishing community prac-
tice patterns. In behavioral health it is
likely that MBHO efforts to decrease
psychiatric admissions and length of

stay have had spillover effects on
non–managed care settings, such as
Department of Veterans Affairs hospi-
tals and state and county systems.
Therefore, MBHOs may have strong
effects on the environment in which
psychiatrists practice, even if the per-
centage of revenue that psychiatrists
receive from managed care is modest. 

One limitation of our study is that
the data were from 1996 to 1997.
These data were the only publicly avail-
able data set that we could obtain that
allowed us to adjust for geographic
clustering. Although the health care
market has continued to evolve, we be-
lieve that our results remain relevant.
For example, it does not appear that
our results reflect a cohort effect, in
which younger psychiatrists, trained
when shorter stays were the norm,
have higher quality ratings than older
psychiatrists. In analyses limited to psy-
chiatrists, no significant differences
were found in assessments of quality
between the three age groups. Also, no
evidence exists that access to inpatient
services for behavioral care has im-
proved in the past several years (34,35).

Another limitation is that we exam-
ined physicians’ subjective assess-
ments of quality, not objective meas-
ures. Although we do not know of any
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Multiple regression models of the effects of managed care, physician type, and ability to obtain inpatient services on physi-
cians’ quality assessmentsa

High-quality care Adequate time Clinical freedom Continuity
(N=10,238) (N=10,241) (N=10,250) (N=10,184)

Variable Beta t Beta t Beta t Beta t

Revenue from managed care
0 to 25 percent (reference) — — — —
26 to 100 percent –.01 .32 –.15 4.40∗∗∗ –.08 2.7∗∗ –.16 4.69∗∗∗

Type of physician
Other physician (reference) — — — —
Psychiatrist –.06 .58 .15 1.56 .12 1.4 .02 –.21

Psychiatrist by managed care –.18 1.42 –.23 1.68 –.16 1.44 –.17 1.28
Number of managed care contracts

Zero (reference) — — — —
One to five –.06 .93 –.29 5.13∗∗∗ –.17 3.22∗∗ –.13 1.97∗

Six or more –.16 2.45∗ –.34 6.19∗∗∗ –.34 6.33∗∗∗ –.38 5.65∗∗∗

Ease of obtaining care
Nonemergent hospitalization .13 10.71∗∗∗ .07 5.96∗∗∗ .15 12.84∗∗∗ .16 12.91∗∗∗

Adequate length of stay .29 18.06∗∗∗ .2 10.78∗∗∗ .33 21.44∗∗∗ .29 16.21∗∗∗

a The regression controlled for revenue from Medicaid and Medicare, type of practice, ownership, compensation and care management factors, gender,
and year of graduation from medical school. 
∗p<.05 (two-tailed)

∗∗p<.01 (two-tailed)
∗∗∗p<.001 (two-tailed)
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study that has explicitly investigated
the relationship between physicians’
assessments and objective quality, our
measures have good face validity. Fur-
thermore, physicians’ assessments are
likely important in their own regard,
because the perceived inability to de-
liver high-quality care likely leads to
low morale among psychiatrists.

Conclusions
Our results suggest difficulty in ob-
taining inpatient services as a possible
factor in explaining differences be-
tween psychiatrists’ and other physi-
cians’ assessments of their ability to
deliver high-quality care. Limited ac-
cess to inpatient care was associated
with multiple quality measures, sug-
gesting that reductions in inpatient
psychiatric services may have more
far-reaching effects on quality of care
than anticipated. Future research
should examine the mechanisms un-
derlying the relationship among access
to inpatient care, physicians’ assess-
ments of quality, and other measures
of quality of care and outcomes. Clini-
cal policy makers should carefully con-
sider possible effects on quality of care
when designing and administering be-
havioral health benefits packages that
regulate access to inpatient mental
health care. ♦
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