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BACKGROUND. Appropriate utilization of primary and specialty care has stimulated substantial debate, but the
portion of the discussion focused on policies that restrict or discourage direct access to specialists has been
largely uninformed by empirical analysis. Using data from the National Ambulatory Care Survey (1985 to 1992
surveys), we examined the associations of patient and physician demographics and health maintenance organi-
zation (HMO) insurance status with the utilization of primary compared with specialty care.

METHODS. Office visits for adult patients seen by primary care physicians and specialists were analyzed for: (2)
patient-initiated utilization of specialists (patient self-referral) compared with that of primary care physicians; and
(2) utilization of specialists compared with that of primary care physicians, stratified by HMO insurance status.

RESULTS. After multivariate adjustment, patient self-referral was less likely among black patients (adjusted odds
ratio [AOR] = 0.67; 95% confidence interval [CI] = 0.59 to 0.76), self-pay (AOR =0.81; 95% CIl = 0.74 to 0.88), or
patients with Medicaid (AOR =0.51; 95% CIl = 0.43 to 0.61). The proportion of non-HMO patients seeing special-
ists remained stable (44.9%). For HMO patients, the proportion of total visits made to specialists increased from
27.6% in 1985 to 41.3% in 1991, then dropped to 33.2% in 1992. Disparities in utilization of specialists by
women, blacks, and patients with Medicaid observed among non-HMO patients were not found in the HMO pop-
ulation. Specialists were more likely to see HMO patients for follow-up of a known problem, whereas non-HMO
patients were more likely to have specialist follow-up visits for new problems.

CONCLUSIONS. The results suggest greater utilization of specialists by male, white, and privately insured
patients. The findings may partially account for disparities in specialty procedure use, and suggest that HMO
insurance may reduce some of these disparities. The less frequent and more selective use of specialists among
HMO patients suggests an evolving role for specialists in managed care.
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ealth expenditure containment efforts
have provided an expanded role for pri-
mary care physicians and have been
responsible for a more selective use of
specialists.22Limits on the utilization of
specialty care are achieved largely through incen-
tives associated with managed care (eg, gatekeep-
ing and higher coinsurance for direct access to
specialists). The effects of these policies were high-

Submitted, revised, June 16, 1997.

The views expressed herein do not necessarily represent those
ofthe Agencyfor Health Care Policy and Research or the
Public Health Service. From the Centersfor primary Care
Research and Outcomes and E ffectiveness Research, Agency
for Health Care Policy and Research, Rockville, MD (C.M.C.),
and theprimary Care Institute, Highland Hospital, and the
Department ofFamily Medicine, University ofRochester,
Rochester, NY (P.F.). Requestsfor reprints should be addressed
to Peter Franks, MD, Primary Care Institute, Family
Medicine Center, 885 South Ave, Rochester, NY 14620.

500 The Journal of Family Practice, Vol. 45, No. 6 (Dec), 1997

lighted in Weiner's projection of physician supply in
the year 2000, in which he predicted that if 40% of
Americans were enrolled in HMOs, the United
States would have approximately 165,000 “excess”
specialists.3For these and other reasons, some pol-
icymakers have proposed restrictions on the num-
ber of specialists trained. Concerns have been
expressed that current efforts to reduce the number
of specialists have already gone too far and may
impair the quality of care available to health care
consumers.1lAnalyses of patients’ utilization of spe-
cialty care, however, are not being prominently fea-
tured in current discussions.5

In a previous paper, we examined referrals of
adult patients by primary care physicians using data
from the National Ambulatory Medical Care Survey
(NAMCS).6 Patient visits to specialists may repre-
sent patient-initiated visits (self-referral) in addition
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to those resulting from referral by a primary care
physician. The purpose of this study is to comple-
ment our referral analysis of NAMCS data by com-
paring physician and patient characteristics associ-
ated with utilization of primary and specialty care.
The NAMCS, conducted by tire National Center for
Health Statistics, is the only nationally representa-
tive source of data on physicians’ ambulatory patient
encounters.

Two issues complicate consideration of appropri-
ate utilization of specialist care. First, prior studies
suggest a significant overlap in the care provided by
primary care physicians and specialists.78 Patients
may choose to seek care directly from specialists (ie,
self-referral) or they may be referred by a primary
care physician. The growing importance of HMOs
adds another wrinkle to this investigation, since
many HMOs require primary care physicians to
authorize visits to specialists.9 Additionally, some
educational leaders have speculated that, by serving
as consultants and teachers for primary care physi-
cians, specialists function differently in HMOs than
in traditional practice settings, although there has
been little study to either support or refute this
premise.

Second, discussions in the popular press and
recent innovations in managed care arrangements
that permit patients to seek care directly from spe-
cialists imply that a substantial proportion of
patients are dissatisfied with primary care providers
serving as gatekeepers to specialist care.DThere is
no published information available on the patient
factors associated with an increased propensity to
seek care directly from specialists. Our prior referral
analysis suggests that male patients are more likely
to be referred by primary care physicians, and that
HMO insurance may increase referral rates for
patients who also are covered by either Medicaid or
Medicare.6 The current analysis also focuses on the
possible role of patient sex, race, and insurance sta-
tus in the differential utilization of primary and spe-
cialty care and the mediating effect that HMO insur-
ance may have on these utilization practices.

METHODS

Patient Sample

The data were derived from the National
Ambulatory Medical Care Survey (NAMCS) for
1985 and for the years 1989 to 1992 (there were no

surveys from 1986 to 1988).“ All nonfederal physi-
cians in office-based practice, including physicians
whose offices were within hospitals and those who
were employed full-time by HMOs, were eligible
for inclusion in the survey.

NAMCS has a multistage probability sample
design. The first stage involves primary sampling
units, made up of either a single county or a group
of adjacent counties. The second stage consists of
a probability sample of office-based physicians
selected from the master files maintained by the
American Medical Association and American
Osteopathic Association. Within each primary sam-
pling unit, eligible physicians are stratified by spe-
cialty groups and randomly selected within each
stratum. The final selection stage is the selection of
a systematic random sample of about 20 patient
visits to sample physicians. The basic sampling
unit for the NAMCS, thus, is the physician-patient
encounter.

After the encounter, the physician completes a
patient record that includes the following informa-
tion: physician-identified sociodemographic infor-
mation; up to three diagnoses; up to five medica-
tions prescribed; whether the patient has been
seen before for the presenting problem or other
problems; whether the patient was referred for the
visit by another physician; and visit length. The
National Center for Health Statistics also provided
additional physician information, including age
and sex.

The subset of encounters selected were visits by
patients 25 years of age and older to primary care
physicians (internists, family physicians, and gen-
eral practitioners), medical specialists, and select-
ed surgical subspecialists. Visits with primary sex-
specific diagnoses (pregnancy and diagnoses
involving sex organs) were excluded to simplify
examination of the effect of gender on utilization.
Visits to surgical subspecialists in ophthalmology,
otolaryngology, orthopedics, and urology were
included because these specialists provide a signif-
icant portion of specialized ambulatory care.

In addition to family physicians, general practi-
tioners, and internists, the specialties included
were allergy and immunology, cardiology, derma-
tology, endocrinology, gastroenterology, hematol-
ogy, infectious disease, neurology, nephrology,
oncology, ophthalmology, orthopedics, otolaryn-
gology, psychiatry, pulmonology, rheumatology,
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and urology. Visits to obstetrician-gynecologists
and general surgeons were excluded because these
physicians provide significant amounts of both
general primary care and specialty care 24and dis-
tinguishing the type of visit is impossible in this
data set. Patients whose race was neither black nor
white were also excluded because their number
was too small to allow for reliable analysis.

Analysis
Two main sets of analyses were conducted to
investigate (1) patient-initiated use of specialists
(patient self-referral analysis), and (2) overall use
of specialist and primary care, stratified by HMO
insurance status (HMO analysis). In the logistic
regression analyses, the dependent variable was
whether the visit was with a primary care physi-
cian or a specialist. For the self-referral analysis, a
visit was included if the patient was visiting for the
first time for the presenting problem and was not
referred by another physician. The HMO analyses
included all visits to both primary care physicians
and specialists, stratified by HMO insurance status.

Independent variables included patient, physi-
cian, and practice factors. Patient factors were
age, sex, race (black or white), insurance status
(any one or more of the following: self-pay, includ-
ing copayments; HMO, ie, any plans involving
patient prepayment; private insurance, including
all payments made either directly to the physician
or reimbursed to the patient by nongovernmental
insurance companies; Medicaid; and Medicare); as
a measure of illness burden, the number of med-
ications prescribed and the number of chronic dis-
ease diagnoses (made from the following cate-
gories: malignancies, diabetes, cardiovascular,
cerebrovascular, or chronic pulmonary disease);
principal diagnostic category (infectious disease,
cancer, endocrine, psychiatric, neurologic, cardio-
vascular, respiratory, gastroenterologic, urologic,
dermatologic, musculoskeletal, symptom, injury,
or other); new or old problem; new or old patient;
and, visit length. Physician factors included: age,
sex, and physician specialty. Practice factors
included rural or urban location (based on stan-
dard metropolitan statistical areas); geographic
region (Northeast, West, South, and Midwest); and
year of visit.

Because of the complex survey design of
NAMCS, which involves the clustering of visits
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within individual physicians’ practices, the analy-
ses were conducted with the statistical package
SUDAAN.B SUDAAN uses Taylor series lineariza-
tion to produce appropriate standard errors in sur-
veys involving cluster sampling. Each physician
was treated as the primary unit of analysis, strati-
fied within the 15 main physician specialty groups,
with visits to the physician clustered within the
physician’s practice. Observations were weighted,
based on the weights provided on the audio tapes
available for public use. The weights on the public-
use tapes adjust each physician-patient encounter
according to its sampling probability and the prob-
ability of physician nonresponse to yield unbiased
national estimates of annual total visits.

RESULTS

Study Sample. The sample included 122,124 vis-
its, 56% of which were to primary care physicians
and 44% to specialists. Table 1 shows how each
patient and physician characteristic is associated
with seeing a primary care physician or a special-
ist.

Patient Self-referrals to Specialists. Among
the 31,676 first visits for the presenting problem
not referred by another physician (self-referred),
74% were to primary care physicians and 26%
were to specialists (Table 2). A higher proportion
of visits to dermatologists, ophthalmologists,
orthopedists, and otolaryngologists were self-
referred, ie, they were not associated with a refer-
ral from a another physician (data not shown). The
multiple logistic regression analysis of patients
presenting for the first time for the presenting
problem (Table 2), along with a comparison of
patients self-referring to specialists with those see-
ing primary care physicians, revealed that self-
referring patients were older, more likely to be
white, and more likely to have private insurance,
but less likely to be self-pay, to be covered by
Medicaid, or to be enrolled in an HMO. Patients
self-referring to specialists were prescribed fewer
medications, given fewer chronic disease diag-
noses, and were less likely to have been seen pre-
viously by the reporting physician.

Self-referralfor Cardiovascular Problems.
The debate on disparities in the utilization of spe-
cialty care has been best studied for cardiovascu-
lar procedures. We therefore conducted a self-



TABLE 1

Patient, Physician, and Practice Characteristics, by Number of Visits and Type of Physician Seeing Patient

Characteristic No. of Visits Specialist (% or means)  Primary Care Physician (% or means)

All 122,124 43.6 56.4

Patient factors

Mean age, y (SD) 55.5 (17.4) 54.6 (17.5)
Sex
Male 51,776 45.7 54.3
Female 70,348 42.1 57.9
Race
White 112,902 44.5 55.5
Black 9,222 33.4 66.6
Insurance status
Self-pay 39,732 39.6 60.4
Private 35,941 52.5 47.5
HMO 12,680 33.7 66.3
Medicaid 6,864 31.2 68.8
Medicare 36,569 45.6 54.4
No. of medications, mean (SD) 0.99 (1.26) 1.43 (1.31)
No.of chronic diseases, mean (SD) 0.26 (0.56) 0.54 (0.72)
Previously seen 101,155 41.6 58.4
Old problem 82,229 47.8 52.2
Principal diagnostic category
Infection 2,917 33.4 66.6
Cancer 6,145 68.6 31.4
Endocrine 5,161 18.1 81.9
Psychiatric 8,992 68.8 31.2
Neurologic 19,658 79.5 20.5
Cardiovascular 14,000 21.7 78.3
Respiratory 11,488 24.4 75.6
Gastroenteroiogic 4,000 22.4 77.6
Urologic 3,907 44.3 55.7
Dermatologic 8,050 63.4 36.6
Musculoskeletal 12,002 42.5 57.5
Symptom 5,365 27.5 72.5
Injury 9,520 45.1 54.9
Other 10,919 44.5 55.5
Physician factors
Sex
Male 114,776 44.6 55.4
Female 7,348 30.9 69.1
Mean age, y (SD) 52.2(10.5) 52.3 (13.0)
Practice factors
Location
Rural 28,346 34.3 65.7
Urban 93,778 46.9 53.1
Region
Northeast 26,040 49.5 50.5
South 38,733 41.2 58.8
West 26,174 49.6 50.4
Midwest 31,177 36.9 63.1
Year of visit
1985 41,030 42.7 57.3
1989 20,933 43.5 56.5
1990 24,183 42.7 57.3
1991 18,042 45.9 54.1
1992 17,936 44.2 55.8

Note: Numbers represent sample sizes. Percentages and means are adjusted using sampling weights to produce national estimates. Means indicate mean val-
ues of characteristics, except where percentages represent row total visits.
SD denotes sample standard deviation; HMO, health maintenance organization.
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referral subanalysis (n=1519) limited to patients
presenting for the first time with cardiovascular
problems and to those seeing cardiologists or pri-
mary care physicians. This analysis produced
results similar in direction to the overall analysis:
privately insured patients (adjusted odds ratio
[AOR] = 2.32; 95% confidence interval [CI] = 1.56 to
3.45) and men (AOR = 1.81; 95% CI = 1.21 to 2.73)
were more likely to present to cardiologists than to
primary care physicians. There was a trend for
black patients to be less likely to present to cardi-

ologists (AOR = 0.55; 95% CI =
TABLE 2

not statistically significant in the HMO group.
Utilization of specialists was greater among the
HMO compared with the non-HMO population for
patients who also had Medicare insurance, who
made a previous visit for the current problem, and
who made a more recent year of visit. In contrast,
patients who had been seen before for any prob-
lem were less likely to be seeing a specialist; this
disparity was greater for patients with HMO insur-
ance. For both HMO patients and non-HMO
patients, encounters in rural areas were less likely

0.25 to 1.12).

HMO and Insurance Status.
Patients with HMO insurance
comprised 12.0% of all visits,
increasing from 8.5% in 1985 to
17.1% in 1992. For non-HMO
patients, there was little change
in the proportion of patients see-
ing specialists (averaging 44.9%
of visits). For HMO patients, in  Male
contrast, the proportion of visits  Black
to specialists increased from  '"surance status

Risk Factor*

Patient factors
Age (/10 years)!:

27.6% in 1985 to 41.3% in 1991 2‘;'5:?
and then dropped to 33.2% in HMO

1992 (Table 3). The year-by-year Medicaid
increase until 1991 and the Medicare

Multiple Logistic Regression of Factors Associated with Seeing a Specialist When the
Visit Is the First Encounter for the Presenting Problem Only, Without Referral by
Another Physician (n=31,676)

Adjusted Odds Ratiof

decline from 1991 to 1992 are sta-
tistically significant. There were
no significant time trend associa-
tions between HMO insurance
status and mean patient age,
number of chronic disease diag-
noses, or duration of visit; there
was a similar small increase in
the number of medications pro-
vided for both HMO and non-
HMO patients.

The adjusted odds ratios for
having seen a specialist com-
pared with a primary care physi-
cian, stratified by HMO insur-

No. of medications
No. of chronic diagnoses

Previously seen

Physician factors
Female
Age (710 years)!

Practice factors
Rural

NortheastH
Southlj

W estlj

Year of visit

(95% Cl) P value
1.13(1.10-1.16) <.001
0.97 (0.91-1.04) >.05
0.67 (0.59-0.76) <.001
0.81 (0.74-0.88) <.001
1.27 (1.17-1.38) <.001
0.32 (0.28-0.36) <.001
0.51 (0.43-0.61) <.001
1.04 (0.93-1.17) >.05
0.77 (0.74-0.80) <.001
0.63 (0.57-0.70) <.001
0.30 (0.28-0.32) <.001
0.49 (0.44-0.56) <.001
1.01 (1.01-1.01) <.001
0.55 (0.52-0.59) <.001
1.59 (1.45-1.73) <.001
1.32 (1.23-1.42) <.001
1.63 (1.50-1.78) <.001
1.05 (1.04-1.07) <.001

Note: Analysis also adjusted for diagnostic category.

ance status, are shown in Table

*Risk factors indicate the value of the characteristic with associated adjusted odds ratio of seeing a spe-

cialist compared with seeing a primary care physician.

4. In the non-HMO group, being
female, black, and having
Medicaid insurance were all
associated with a reduced likeli-

tExcept where noted, the odds ratio shows the adjusted odds of seeing a primary care physician with the
risk factor present compared with the risk factor absent.

fFor age and physician age, odds ratios reflect 10-year increments in age.
fiReference region is the Midwest.

Cl denotes confidence interval; HMO, health maintenance organization

hood of seeing a specialist,
whereas these disparities were
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to be with specialists than those occurring in non-
rural areas; this disparity was less marked among
HMO patients.

DISCUSSION

The results of the current analysis present an
overview of utilization of primary and specialty care
in the United States during the period of 1985 to
1992. These findings can be used to inform current
discussions of changes in managed care arrange-
ments with respect to access to specialty care. As

TABLE 3

was suggested by our previous referral analysis,6
male patients in the current study were more likely
than female patients to have been seen by a special-
ist. Whereas the earlier analysis6éfound no racial or
insurance status disparities in referrals by primary
care physicians, the current research found that
patient self-referrals to specialists were less likely
among black patients, self-pay patients, and those on
Medicaid. Additionally, gender, racial, and insurance
status disparities in utilization of specialists
observed in non-HMO patients were less marked in
the HMO population. Until 1991, there was a slight

increase in the proportion of

patients seeing specialists largely

Characteristics of Patients with and without Health Maintenance Organization

Insurance (HMO) Seeing Specialists, by Study Characteristics

% or Means (SE) of Patients Seeing Specialists
No HMO Insurance

Characteristic HMO Insurance

Patient factors

Mean age, years 49.8 (0.2)
Sex

Male 34.6 (0.7)

Female 33.2 (0.6)
Race

W hite 34.1 (0.4)

Black 30.3 (1.3)
Other insurance

Self-Pay 25.2 (2.0)

Private insurance 51.7 (5.0)

Medicaid 35.0 (9.1)

Medicare 52.2 (2.2)
No. of medications 0.97 (.02)
No. of chronic diseases 0.25 (.01)
Previously seen 31.4(0.4)
Old problem 40.4 (0.6)
Practice factors
Location

Rural 31.2 (1.3)

Urban 34.0 (0.4)
Region

Northeast 34.8 (1.0)

South 30.1 (0.7)

West 42.9 (0.6)

Midwest 34.8 (0.6)
Year of visit

1985 27.6 (0.6)

1989 31.3(0.8)

1990 36.7 (0.9)

1991 41.3 (0.9)

1992 33.2 (0.7)

Note: Percentages, means, and standard errors are adjusted to produce national

SE denotes standard error.

because of an increase in the uti-
lization of specialists by HMO
patients. This trend appears to
have reversed in 1992 because of a
decline in the utilization of
specialists by HMO patients.
Compared with non-HMO pa-

56.1 (0.1)
tients, HMO patients seen by spe-
47.2 (0.2) cialists were more likely to have
43.3 (0.2) been seen previously for the same
45.9(0.1) problem rather than for a different
34.0 (0.5) problem, suggesting that the role
of specialists caring for HMO
39.8 (0.2) patients may have been more
52.5 (03 selective than for non-HMO
31.0 (0.6) .
patients.
45.4 (0.3)
1.00 (.01)
0.26 (.00) Patient Factors
42.9 (0.1) and Increased
48.7 (0.1) Self-referral Rates
The higher rates of self-referral
to specialists by white and pri-
34.4 (0.1) vately insured patients may rep-
49.0 (0.1) resent increased demand for
direct access by those patients,
i;'gig'i; or they may simply reflect that
51.4(0.1) self-referral to specialist care is
38.6(0.1) easier. These results also may
partly explain the greater use of
44.2.(0.1) invasive technology is among
jz'j(fo'll)) male, white,7 and privately
46.6 (02) insuredBBpatients.
46.4 (0.2) Compared with patients seeing
primary care physicians, those
estimates.

self-referring to specialists were
prescribed fewer medications
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and assigned fewer chronic disease diagnoses. This
disparity was less evident when all patients seeing
specialists and primary care physicians were com-
pared (data not shown). The illness burden of
patients self-referring to specialists was apparently
lower than for patients referred by primary care
physicians. While these data do not directly address
iliness severity, they are consistent with limited
research suggesting that patients self-referring to
specialists are not sicker than patients seeing pri-
mary care physicians.Z”1 RoosDfound that patients
self-referring to otolaryngologists had lower appro-
priateness scores for tonsillectomy and adenoidec-
tomy and worse outcomes than did referred
patients. Physicians tend to recommend similar pro-
portions of their patients for an intervention, regard-
less of whether those patients have been previously

TABLE 4

determined by other physicians not to need the
intervention.2Z Thus, patients self-referring to spe-
cialists may have a higher risk of receiving unneces-
sary or inappropriate interventions.2

It is ironic that the demographics of utilization
of specialty care appear to be poorly matched to
those who may benefit most from the higher inten-
sity of care offered by specialists. If disparities in
utilization of specialty care merely reflect the
effect of market forces or patient preferences and
have no implications for medical care quality or
expenditures, then the study findings would be of
limited interest. Several studies, however, suggest
that primary care provided by specialists, com-
pared with that provided by primary care physi-
cians, is more expensive, with limited evidence of
improved outcomes.585 In the Medical Outcomes

Multiple Logistic Regression of Factors Associated with Seeing a Specialist Compared with Seeing a Primary Care Physician, for
Patients with and without Health Maintenance Organization (HMO) Insurance

No HMO Insurance
(n=109,444)

HMO Insurance
(n=12,680)

Risk Factor* AORt(95%CI) P Value AORf(95%Cl) P Value
Patients
Age (/10 years):): 1.06(1.04-1.07) <.001 1.06 (1.02-1.09) <.001
Male 1.16(1.12-1.20) <.001 1.02(0.92-1.13) >.05
Black 0.74 (0.69-0.78) <.001 1.13(0.97-1.33) >.05
Insurance status
Self-pay 0.70 (0.68-0.73) <.001 0.66 (0.50-0.87) <.001
Private 1.53 (1.47-1.58) <.001 2.30 (1.35-3.91) <.001
Medicaid 0.60 (0.55-0.64) <.001 0.89 (0.43-1.84) >.05
Medicare 1.02 (0.96-1.07) >.05 2.40 (1.88-3.06) <.001
No. of medications 0.89 (0.88-0.90) <.001 0.85(0.81-0.89) <.001
No. of chronic diagnoses 0.63 (0.60-0.65) <.001 0.54(0.47-0.61) <.001
Previously seen 0.21 (0.20-0.23) <.001 0.14(0.12-0.16) <.001
Old problem 4.38(4.16-4.61) <.001 8.11 (6.99-9.42) <.001
Practices
Rural location 0.53 (0.52-0.54) <.001 0.71 (0.60-0.83) <.001
NortheastH 1.59 (1.55-1.64) <.001 1.61 (1.41-1.83) <.001
Southlj 1.22 (1.19-1.25) <.001 1.26 (1.13-1.41) <.001
W estf] 1.46 (1.42-1.51) <.001 1.94 (1.75-2.15) <.001
Year of visit 1.02 (1.01-1.02) <.001 1.13(1.12-1.15) <.001

Note: Analysis also adjusted for diagnostic category.

*Risk factors indicate the value of the characteristic with associated adjusted odds ratio of seeing a specialist compared with seeing a primary care physician.
tExcept where noted, the odds ratio shows the adjusted odds of seeing a primary care physician with the risk factor present compared with the risk factor

absent.

tOdds ratios reflect 10-year increments in age.
HReference region is the Midwest.

AOR denotes adjusted odds ratio; Cl, confidence interval.
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Study,8severity-adjusted intensity of care was high-
er among patients seeing specialists than among
those seeing primary care physicians, although
there were few differences in outcomes attribut-
able to the increased intensity of services received
by patients of specialists.5In general, since black
patients, those without insurance, and those on
Medicaid are at higher risk for poor health and
adverse health outcomes, 787 intervention would
likely enhance the benefit-risk ratio.

Utilization of Specialty

Care and HMOS

Tire results stratified by HMO insurance status show
that most of tire increase in utilization of specialty
care between 1985 and 1991 occurred among HMO-
insured patients. The increasing relative utilization
of specialty care observed between 1985 and 1991
for HMO patients cannot be explained using
NAMCS. As an increasing number of persons enroll
in HMOs, sicker patients are more likely to join
HMOs, with a resulting increased need for specialty
care. Some data from this study provide weak evi-
dence refuting this explanation. There was no com-
pensatory decline in use of specialty care by non-
HMO patients; to the contrary, there was a small
increase in specialty utilization. Furthermore, there
was no differential time trend in the mean age, num-
ber of medications, or chronic conditions of patients
enrolled in HMOs (data not shown).

There were no racial or gender disparities in the
utilization of specialty care among HMO patients, in
contrast to that observed among non-HMO patients.
There was a significant trend for a reduced disparity
for those on Medicaid. Table 3 shows a dispropor-
tionate reduction in utilization of specialists by male
and white patients in the HMO environment and a
slight increase in utilization of specialists by patients
with HMO Medicaid insurance compared with non-
HMO Medicaid insurance. The reductions in racial
and Medicaid insurance disparities observed among
HMO patients may reflect increased access to care
for these patients. We speculate that the greater
reductions in specialist care observed among white
and male patients reflect a decrease in the discre-
tionary use of specialists among HMO patients.

Limitations
In our previous paper,6 we provided a detailed dis-
cussion of the limitations of NAMCS for the kinds of

analyses we report here. NAMCS is a self-report sur-
vey of a relatively small number of isolated physi-
cian-patient encounters, and current methods for
measuring illness burden in ambulatory patients are
underdeveloped. The data also do not address
appropriateness or quality of care.

The Role of Specialists in HMOS
Despite these limitations, the data indicate an evolv-
ing role for specialists in the HMO environment.
Specialists seeing HMO patients are less likely to
have seen the patients previously for other prob-
lems, and the total proportion of care provided by
specialists to patients with HMO insurance is lower
than that in the non-HMO environment. From 1985
to 1992, the pattern of care provided by specialists in
the HMO environment appears to be different from
that provided in the non-HMO environment. In the
HMO environment, specialist care is more selective
and problem-focused but it is provided to a broader
sociodemographic group.

CONCLUSIONS

Given the recent rapid changes in and prolifera-
tion of managed care arrangements, the generaliz-
ability of these results to today’s health care sys-
tem is limited. Given the paucity of data on uti-
lization of primary care physicians and specialists
relative to the ongoing debates, however, we
believe that these analyses provide an important
benchmark against which to judge future studies.
During a period when the majority of HMOs used
explicit incentives to restrict direct access to spe-
cialists," these results offer some assurance that
HMO patients were less likely to have lower uti-
lization of specialists solely on the basis of race or
insurance status compared with non-HMO
patients. As competition between health plans and
apparent dissatisfaction with gatekeepers increas-
es pressures to expand direct access to special-
ists,Band a greater number of Medicaid patients
are required to join HMOs, increased vigilance will
be needed to keep socioeconomic disparities in
check. Research that clarifies appropriate and
cost-effective utilization of specialists will help
ensure the optimal delivery of care in the evolving
health care system and guide appropriate training
for specialists entering an increasingly “managed”
health care world.
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