Editorial

Separating Fad from Fact: Family Medicine, Primary Care,
and the Role of Health Services Research

Kevin Grumbach, MD

San Francisco, California

Family practice must come to terms with its sudden pop-
ularity. There is no mistaking the signs. The 1996 match
rate for family practice residency programs was the high-
est it has been in many years. Graduating family practice
residents are finding themselves inundated with recruit-
ment offers that range from urban health maintenance
organizations (HMOs) to rural clinics. From the cham-
bers of Congress, the boardrooms of Wall Street, and
even from some medical school lecture halls emanate
voices singing the praise of primary care physicians as
saviors for the ills of the US health care system, while
castigating specialists as culprits in a system run amok.
This is all heady stuff for a specialty that has been de-
scribed by its founders as a counterculture in rebellion
against the medical status quo.

What explains this dramatic turn of events? It is
tempting to believe that the merits of primary care and
family medicine are self-evident and that the United
States has finally come to its senses. The beguiling vapors
of subspecialization have suddenly blown away, leaving
the public in clear-eyed appreciation ofthe humble virtues
of family practice. An alternative view is that this shift in
policy consciousness is the product of along campaign to
educate the public and policymakers about primary care.
One ingredient in this campaign has been the advocacy of
individuals and organizations in family practice and other
generalist fields. Whether quietly setting the example by
serving as role models for patients, students, and col-
leagues, or by broadcasting the message through newspa-
per advertisements about “physicians who specialize in
you,” these advocates have been spurred on by a deeply
held conviction of the value of primary care. Another key
ingredient in this educational effort has been health ser-
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vices research. Athough one should be equally cautious
about crediting scientific evidence with being the para
mount influence on either health policy or clinical prac
tice, it is important to acknowledge the valuable role o
research in enhancing the status of primary care in this
country.

Among the most influential work have been studies
showing that the costs of medical care are lower when ce
is provided by family physicians and other generalist phy:
sicians with a primary care orientation. The most note:
worthy of these studies is the Medical Outcomes Study,
a large project that carefully adjusted for differences ir
case mix such as disease severity in its comparison d
family physicians, general internists, and medical subspe
cialists serving as the principal physician for their patients.
The Medical Outcomes Study found that family physi
dans and general internists used significantly fewer re
sources in caring for similar patients. A subsequent pub
lication from the Medical Outcomes Study reported tret
patient outcomes and quality of care were equivalent
across specialty groups, ie, generalist physicians provided
a more efficient mode of care that achieved comparable
patient outcomes.2 The results of the Medical Outcomes
Study are consistent with prior studies. Several excellent
review articles have summarized this research literature.3

Two articles in this issue of The Journal of Famil]
Practice are welcome additions to this literature. Mk
and colleagues5 examined the association between tre
supply of physicians in different specialties and Medicare
expenditures for physician and related professional s
vices. In contrast to the approach of the Medical Qut
comes Study that examined individual patients and py
sicians, Mark et al performed an “ecological” study wsing
urban counties as the unit of analysis. They found tret
counties with more family physicians per capita had long
Medicare Part B expenditures per Medicare beneficiary
Conversely, areas with a greater supply of non-generalist
physicians had higher Medicare expenditures. Areas with
a higher proportion of general internists relative to non

The Journal of Family Practice, Vol. 43, No. [(Jul), 196



Separating Fad from Fact

generalist physicians also had lower Medicare expendi-
tures. Unlike family physicians, however, general inter-
nists tend to locate their practices in the same counties as
non-generalist physicians. Consequently, counties with a
high supply of general internists also tend to have a high
supply of non-generalist physicians. Overall, Medicare
costs were higher in these areas because the impecunious
influence of the more populous non-generalists overrode
the efforts of general internists.

The methods of Mark et al5draw from several previ-
ous analyses of the association between physician supply
and resource use for Medicare beneficiaries across geo-
graphic areas. These analyses have found the same inverse
relationship between the proportion of generalist physi-
cians and resource use.6~8 Mark et al5 have provided an
additional degree ofrefinementin their research design by
scrutinizing each individual primary care specialty and by
more carefully controlling for potential confounding vari-
ables, such as community sociodemographic characteris-
tics that may be associated with both generalist physician
supply and medical expenditures.

Why does the presence of more generalist physicians
correspond to lower Medicare expenditures? Mark et al5
offer several hypotheses, including a potential role for
early and effective primary care interventions to prevent
expensive hospitalization from advanced or poorly con-
trolled disease, better coordination of care to reduce un-
necessary use of specialty referrals, and lower prices typi-
clly associated with generalists compared with specialists
forsimilar care. (Due intriguing finding ofthe study is that
the supply of general practitioners was associated with
higher Medicare costs rather than lower costs as with
family physicians and general internists. This finding raises
the possibility that generalist physicians with less extensive
training may be less effective in delivering primary care
that is economically efficient.

Although the results of Mark et al5 are provocative,
they need to be interpreted with the caution deserved by
any observational study of small area variation. One can-
not conclude with confidence that a policy that redistrib-
uted physician supply from specialists to generalists would
necessarily produce the savings implied by the data in this
study. The lower expenditures in areas with more family
physicians may not be the direct effect of family physician
supply. Rather, family physicians may be drawn to areas
that for unmeasured reasons are less disposed toward
medical care expenditures in the first place, whether this
tendency is due to underlying population characteristics
or the presence of other health system factors, such as
managed care.

1 he article by Forrest and Starfield9 takes a different
approach to analyzing costs. Unlike Mark et al,5 who
focus on the issue of who is providing care, Forrest and
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Starfield examine the matter of how care is being provided.
Barbara Starfield, one of the article’s coauthors, has a
distinguished record of performing research that probes
the process of primary care. Her book Primary Care—
Concept, Evaluation, and Policyis an authoritative synthe-
sis of theory and evidence about the ingredients compris-
ing good primary care services.10 Among the essential
attributes of primary care are first-contact care (including
accessibility"), continuity, comprehensiveness, and coordi
nation. Whether care is being provided by a family physi-
cian, a cardiologist professing to be the “primary care
physician” to his or her patients, a nurse practitioner, or a
health care team, the quality of the primary' care delivered
may be judged against these essential attributes.l

One of the challenges for researchers has been to
document that care satisfying these primary care elements
offers a better product than does a model of care that lacks
comprehensiveness, coordination, and other primary care-
attributes. There isrelatively little published research doc-
umenting the beneficial outcomes ofaprocess of care that
features the specific elements of primary care. Among the
published research in this area are studies demonstrating
that patients who receive continuity of care experience
fewer hospitalizations than patients without good conti-
nuity of care,12 and that patients whose overall care fits a
primary care model are more likely to receive appropriate
preventive care services.13

In the study reported in this issue of The Journal,
Forrest and Starfield9 analyzed a nationally representative
sample of physician encounters to investigate whether
costs for an episode of care were lower when patients
initiated first-contact care with their regular physician.
The authors found that for a variety of acute and preven-
tive care episodes, ambulatory care costs were about 50%
lower when the episode of care began with the patient’s
identified primary care physician rather than with a differ-
ent provider. From a policy perspective, the observed
differences in costs would be most compelling if they
indicated that the actual delivery of care is more efficient
when a patient initiates care from a clinician familiar with
that particular individual. That is, the findings could be
interpreted as evidence that continuity of care promotes
efficiency because physicians can be more selective or ac-
curate in their use of diagnostic tests and treatments or
more willing to rely on watchful waiting when prior ex-
perience in caring for a patient allows a richer context for
interpreting new symptoms.14

Unfortunately, a myriad of alternative explanations
may account for the cost differences observed in this
study. The research design allows little opportunity to test
these alternative hypotheses. For example, it is quite likely
that the more urgent the medical problem, the more
difficult it was for patients to conveniently schedule an
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appointment with their regular physician. The greater the
severity of the illness, the more likely the higher costs and
the lower likelihood of initiating care with their regular
physician. The data used by the researchers do not pro-
vide any insights into severity of illness. In addition, it is
unclear whether the variation in costs was primarily ex-
plained by differences in the actual use of services or sim-
ply by differences in charges for a similar package of ser-
vices. Did patients who used alternative sources of care
such as emergency departments or specialist physicians
actually consume more “real” resources such as tests and
procedures, or did they simply incur higher costs because
these other providers charge more for the same types of
services? The latter explanation leads to much less inter-
esting policy conclusions. That is, it is hardly surprising to
learn that specialists and emergency departments charge
more than primary care physicians. A recent study even
suggested that emergency department charges may se-
verely overstate the true marginal resource costs of pro-
viding primary care services in the emergency depart-
ment.15Finally, in addressing the how question, the study
avoids the who question. We know nothing about whom
patients identified as the “particular doctor they usually
see.” Some of these physicians are probably subspecialists
who serve as the “usual” doctor for many patients. It is
possible to interpret the results of the study as indicating
that a patient who initiates care from her “regular” car-
diologist may incur lower costs than a patient who ini-
tiates care with a family physician who is not the patient’s
personal continuity provider but is covering for another
family physician in the same office.

Despite these limitations, these studies add to the
accumulating literature indicating that a primary care
model of care delivered by family physicians and other
generalists results in more economical care. The key chal-
lenge for health services researchers will be to document
that this economy docs not come at the expense of qual-
ity. Neither Mark et al5 nor Forrest and Starfield9 exam-
ined clinical outcomes in their studies. Although, as noted
above, some research has shown that quality of care is
comparable across specialties, research must continue to
link analysis of costs with analysis of meaningful health
outcomes. Recent studies presented at conferences, but
not yet published in peer-reviewed journals, have sug-
gested that generalist physicians are less adept than spe-
cialists in managing patients with conditions such as cor-
onary artery disease and congestive heart failure.16 A
colleague of mine has dubbed these studies as “ The Em-
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pire Strikes Back” literature defending the role of special
ists. Research that demonstrates the unique contributions
ofgeneralists and specialists to patient care and highlights
the type of teamwork among clinicians that might po
duce optimal outcomes would be most productive.

In coming to terms with its hard-won popularity,
family medicine must guard against complacency. Tre
medical marketplace is fickle: today’s hero is tomorrow?
villain. Health policy is too often driven by fads rather
than by facts. Research that carefully documents the im
portant contributions offamily medicine and primary ae
will help to assure a more lasting appreciation ofthe \de
of family practice.
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