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Single-Payer, Health Savings
Accounts, or Managed Care?
Minnesota Physicians' Perspectives
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Kirk C. Allison, Ph.D., Charles N. Oberg, M.D., and James F. Hart, M.D.T

ABSTRACT

The United States is facing a health care crisis with the number of uninsured
Americans exceeding 46 million and health care premiums and overall costs
increasing at 3 to 4 times the rate of inflation. Proposed solutions include contin-
uing managed care, moving to a single-payer financing system with universal cov-
erage, and replacing traditional health plans with high-deductible policies that
allow patients to draw from health savings accounts (HSAs) to pay out-of-pocket
costs. Despite physicians’ vital role in health care, few studies have assessed their
preferences regarding health care financing systems. We surveyed a random sam-
ple of licensed Minnesota physicians to determine their preferences regarding
health care financing systems. Of 390 physicians, 64% favored a single-payer sys-
tem, 25% HSAs, and 12% managed care. The majority of physicians (86%) also
agreed that it is the responsibility of society, through the government, to ensure
that everyone has access to good medical care. Less than half (41%) said that the
private insurance industry should continue to play a major role in financing health
care. The accumulating knowledge about physicians’ preferences for various
health care financing mechanisms merits widespread inclusion in policy debates.

the U.S. health care system is failing both cli-
nicians and patients, that their frustration lev-
els have never been higher, and that fundamental
changes are needed.l1 By 2005, more than 46 mil-
lion Americans, including 400,000 Minnesotans,

In 2001, the Institute of Medicine reported that

were uninsured, and health insurance premiums
and overall costs were rising at a rate 3 to 4 times
that of general inflation and wages.2-4 Employers
have been forced to eliminate or cut back on
health benefits, often increasing employee out-of-
pocket costs beyond many households’ ahility to
pay. In 2004, the average Minnesota household
spent $11,000 on health insurance premiums and
out-of-pocket costs; that figure is projected to
reach $22,000 by 2010 if current trends continue.4

For those reasons, the consensus among most
observers is that urgent reform is needed.
Proposed solutions to the health care financing
crisis include continuing with the current man-
aged care system, moving to a single-payer sys-
tem, or moving toward one in which individuals
rely on high-deductible health plans with health
savings accounts (HSAs). Minnesota has one of
the most established managed care systems in the
United States, with 4 managed care companies

insuring or handling administrative duties associ-
ated with insuring more than 90 percent of
Minnesotans who have health coverage. These
organizations often group physicians into price-
tiered, competitive networks. Recent physician
surveys document significant concerns about
managed care including concern about ethical
issues, physician satisfaction, effects on the physi-
cian/patient relationship and on the profession
itself, quality of care, and cost-effectiveness.5-10
A Medline search produced 4 randomized
studies published between 1993 and 2005 that
examined physicians health care financing prefer-
ences. They indicate growing support for a single-
payer model that is publicly financed and admin-
istered by a single, public payer.1l-14 Such sys-
tems lower costs through economies and efficien-
cies of scale and streamlined administration yet
still allow physicians to work in private practices
and preserve quality care. State and national stud-
ies comparing financing models increasingly sug-
gest the potential for a single-payer system to
achieve universal, comprehensive coverage with-
out increasing total health care spending.15-17
Health savings accounts, enacted by the 2003
Medicare Part D drug law, are tax-free savings

accounts to which individuals and employers
contribute. The money can be drawn out to pay
for approved medical expenses. Individuals and
families with high-deductible health insurance
plans are eligible to open HSAs. Proponents of
HSAs argue that patients with health insurance
policies that require little or no deductible or co-
pay perceive health care as being “free” and
become insensitive to price. The belief is that
these individuals overuse health care and drive up
costs. The idea behind what is being called “con-
sumer-directed health care” is that having a high-
deductible health plan with an HSA forces con-
sumers to spend their own money, prompting
them to cut back on frivolous health care usage.
This type of financing system is also designed to
encourage physicians and hospitals to compete on
price, theoretically lowering costs. Despite health
care over-utilization by consumers being greatly
overstated and the lack of evidence that con-
sumer-directed health care actually lowers costs
or improves quality, high-deductible plans with
HSAs have been heavily marketed across the
United States and in Minnesota.18,19

To date, no one has compared Minnesota
physicians’ attitudes toward single-payer, con-
sumer-directed, and managed care systems. Thus,
we developed and conducted a survey to probe
which financing system physicians believe will
provide the best care to the most people for a
given amount of money.

METHODOLOGY

Study Sample and Data Collection

Following approval by the University of
Minnesota’s Institutional Review Board, a list of
all 17,766 physicians licensed in Minnesota was
obtained from the Minnesota Board of Medical
Practice; the number was reduced to 13,770 after
eliminating those with out-of-state addresses. A
random sample of 1,061 physicians was then gen-
erated using M initab Statistical Software.
Surveys accompanied by a cover letter inviting
participation and a consent form were mailed on
December 6, 2005. Twenty-seven were returned
undeliverable and randomly replaced. Physicians
could fill out a paper survey or complete an online
version. Those who did not respond were sent a
second mailing in January of 2006. Altogether,
408 physicians responded by the February 13,
2006, cut-off. Those respondents closely approxi-
mate population parameters by sex (within
0.6%), by rural/metropolitan practice (within
1.3%), and across 4 practice categories (within
0.4% to 2.6%). Those categories were primary
medicine (internal medicine and family medicine,
pediatrics, general practice, and geriatrics), all »
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» other medical specialties, general surgery, and
surgical specialty (anesthesiology, orthopedics,
obstetrics, gynecology, pediatric surgery, and neu-

rosurgery).

Survey Design

We updated an 1l-item survey by McCormick
et al. and expanded it to 16 questions in order to
reflect current trends and maintain state-to-state
comparability.ll Questions assessed physicians’
opinions about various health care financing
structures (single payer, HSAs, and managed
care) and gathered information about partici-
pants’ demographics, primary specialty, and geo-
graphic and primary practice settings.

To elicit physicians’ preferences regarding
health care financing structures, we asked,
“Which of the following 3 structures would offer
the best health care to the greatest number of peo-
ple for a given amount of money?” Respondents
could select “current competitive multi-payer

»

managed care systems,” “single payer with univer-
sal coverage,” or “individualized insurance cover-

age utilizing health savings accounts” as answers.

We defined those financing mechanisms as fol-
lows:

Multi-payer managed care. The current market-
based system in which individuals are enrolled in
1 of a variety of private insurance plans. Plans offer
certain health care benefits and use utilization
review to control costs and improve quality.

Single-payer system. A single insurance plan
administered by a governmental body or publicly
accountable commission, guaranteeing coverage
and access to necessary medical treatment. Under
such a system, hospitals would remain privately
owned and physicians would be employed by pri-
vate groups and practices.

Individualized coverage utilizing health sav-
ings accounts. Individuals with high-deductible
health insurance plans can use pretax money from
a health savings account to pay for current and
future health expenses.

Statistical Analysis

We performed chi-square analysis to identify
the demographic variables significantly associat-
ed with physician financing system preference (2-
tailed, alpha .05) including sex, geographic loca-
tion, primary specialty, and primary practice set-
ting,

To determine the influence of nonresponse
bias, we performed a sensitivity analysis recalcu-
lating response proportions for managed care, sin-

gle-payer, and HSA preference relative to
Minnesota physician population parameters for
specialty, sex, and geography (rural versus metro-
politan).

Using binary logistic regression models, we
assessed the relationship between preferred sys-
tem and chi-square significant variables (includ-
ing general attitude, working environment, rural
or urban setting, sex, salary system, and other
demographic variables). The Likert scale respons-
es “strongly agree” and “somewhat agree” were
combined as were “strongly disagree” and “some-
what disagree.”

Statistical analysis was performed using
Minitab Statistical Software (Release 14) (chi-
square, logistic regression) and Microsoft Excel
2000 (sensitivity analysis, binomials).

Findings

A majority of respondents (72%) were male
with a median medical school graduation year of
1979. Nearly half (46%) practiced primary medi-
cine, followed by medical specialty (35%), surgi-
cal specialty (12%), and general surgery (6%).
More than three-quarters (79%) worked in a met-
ropolitan setting, and nearly two-thirds (65%)
practiced in a clinic.

Of the 390 respondents who answered the
question about which financing system would
offer the best health care to the greatest number of
people for a fixed amount of money, 64% said they
favor a single-payer financing system, 25% pre-
ferred HSAs, and only 12% preferred managed
care (Figure 1). Figures 2 through 4 offer a closer
look at who prefers those financing structures by
sex, geographic location, specialty, and type of
practice.

A single-payer system was favored by women
physicians over men (female, 76%; male, 59%;
p--003); more male physicians than female pre-
ferred HSAs (male, 309%; female, 16%; p=.004). The
percentage of male respondents who favored the
current managed care system slightly exceeded
that of female physicians (129 versus 99%; p=.553).

Geographic setting was also significantly asso-
ciated across the 3 choices. Urban physicians
favored a single-payer system over their rural and
suburban colleagues (71%, 60%, and 549, respec-
tively; p=.009). Rural physicians preferred HSAs
over suburban and urban physicians (34%, 32%,
17%; p-.002). Managed care garnered less than
15% support overall, with 14% of suburban physi-
cians, 12% of urban doctors, and 6% of rural
respondents favoring it; p=.217). Thus, urban
physicians had the most support for a single-
payer system and the least for managed care.
Rural physicians were relatively enthusiastic for
HSAs but least supportive of managed care.

When looking at physicians’ responses across
medical specialty, those practicing primary medi-
cine most favored a single-payer system (74%);
general surgeons least favored such a system
(36%). Conversely, general surgeons most favored
HSAs (55%), and primary medicine physicians
least favored them (20%). Managed care found
greatest support among physicians who practiced
a medical or surgical specialty (179 each) and the
least among those who practiced primary medi-
cine (6%). Of those who favored managed care,
the significant split was specialists over general-
ists (17% and 79%; p=.00L).

Physicians also were asked who should be
responsible for providing access to health care.
Nearly all (86%) believed it is the responsibility of
society through government to ensure access to
good medical care for all, regardless of ability to
pay. Only 41% held that the private insurance
industry should continue to play a major role in
medical care financing and delivery.

Using a regression model, we found that physi-
cians who agreed that it is the government’s
responsibility to ensure access to medical care
were significantly more likely to favor a single-
payer financing system (OR 13.51; CI 2.85, 64.15;
p=.001). Those who believed the private insurance
industry should continue to play a major role in
financing medical care were significantly less like-
ly to favor a government-run system (OR 3.45; CI
1,35, 8.33; p-000).

Corroborating Results

In order to corroborate our results about
physicians’ preferences for various financing sys-
tems, we asked separate questions about their
opinions of each of the 3 structures. We found
56% held a generally favorable view of single-
payer systems, 46% of HSAs, and 209 of managed
care systems in which physician groups compete
for placement in cost-tiered networks. (The total
exceeds 100% as some physicians were generally
favorable toward more than 1 system.)

Thus, more respondents said they preferred a
single-payer system than held a favorable view of
such a system. Among those with a favorable
opinion of single-payer health care, 96% actually
selected single payer as their preference for the
way our health care system should be financed in
the future; among those with a favorable view of
HSAs, only 49% selected HSAs as their preferred
model for a health care financing system.
However, those who had a generally favorable
opinion of competition based on price tiers split
between their preference for a system based on
managed care and one based on HSAs (36% and
39%); only 25% of those respondents said they
preferred a single-payer system. Among those »
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» opposed to price-tier competition, 78% preferred
a single-payer system and 18% preferred HSAs.
Only 4% preferred managed care: Rejecting price-
tier competition was largely co-extensive with
rejecting managed care.

Discussion

Despite the prevalence of managed care in
Minnesota, our study finds only 12% of sampled
physicians favor such systems as a way to finance
health care; 25% prefer HSAs, and 64% support a
single-payer system.

Eighty-six percent believe it is the responsibil-
ity of society through government to ensure
access to good medical care for all. Only 41% say
the private insurance industry should continue to
play a major role in the financing and delivery of
medical care, suggesting support for comprehen-
sive public-sector initiatives rather than private-
sector approaches.

Stand-alone survey questions about various
financing systems showed that nearly 56% of
respondents had a generally favorable opinion of
single-payer health care systems. Of all specialties,
general surgeons had the lowest percentage of
respondents who had a favorable view of such a
system (36%). Forty-six percent thought favor-
ably of HSAs, and 20% had a positive view of
price-tiered competition. This suggests an unwill-
ingness among physician groups to compete
directly under managed competition. Yet 118,000
Minnesota state employees and as many as
150,000 employees whose coverage is obtained by
a large, multiple-employer group purchaser are
enrolled in such managed competition pro-
grams.20

Our findings are consistent with those of oth-
ers who have seen a growing trend toward U.S.
physicians saying they favor a single-payer health
care system. In 1993, Millard et al. found only 25%
of surveyed North Carolina physicians supported
a single-payer system over managed competi-
tion.13 In 1996, Scanlan et al. compared the opin-
ions of U.S. and Canadian physicians and con-
cluded that U.S. physicians might not easily
accept a Canadian-style system because of reti-
cence toward a central government role or cen-
tralized planning12 By 1999, a national survey of
medical school residents and faculty by Simon et
al. found 56% favored a single-payer system over
managed care.14 A 2004 survey by McCormick et
that 64% of
Massachusetts physicians believed single-payer

al.  concluded surveyed
financing would provide the best care for the most
people.1l

In our study, we found that physicians’ views
on health care financing reflect their experience
with Minnesota’s concentrated oligopoly of 4

managed care insurers that either enroll or admin-
ister benefits for more than 90% of insured
Minnesotans.21 In a 1997 report, Borowsky et al.
found fewer than 20% of physicians in the
Minneapolis-St. Paul metro area rated 3 managed
care plans as either excellent or very good on 7
quality-of-care items.9 Such findings are consis-
tent with less favorable views of managed care
and more favorable views of other systems,
including those that haven’t been tried.

Study limitations must be considered. First, it
is possible that only physicians who feel strongly
about health care financing responded to our sur-
vey. However, differences between respondent
characteristics and physician population are min-
imal and the results are robust under sensitivity
analysis. Lack of response is unlikely to have
affected validity.

Second, it may not be possible to generalize the
findings of our study to all U.S. physicians.
However, as noted, results from a recent survey of
physicians in Massachusetts, a state that also has
high managed-care penetration, and a national
survey of university physicians are similar to ours.
Such studies should be replicated in other regions
of the United States to get a more complete pic-
ture of U.S. physicians’ views on this important
public policy matter.

Conclusion

Our survey suggests that the majority of
Minnesota physicians have grown weary of the
current managed care health system that places a
huge administrative layer between them and their
patients.

Because physicians play a central role in health
care, their experience with and views on system
financing have the potential to significantly
inform those heading reform initiatives. With
more than 46 million Americans lacking health
insurance and premiums and health care costs ris-
ing at 3 to 4 times the rate of inflation, reform is
inevitable and necessary. Our survey shows that
nearly two-thirds of Minnesota physicians favor a
single-payer health care financing system. Such a
majority view could be influential in public debate
and in the movement of practitioners and patients
toward implementing a universal health care sys-
tem in Minnesota and the United States. MM
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