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Abstract
Background—Some believe that a substantial amount of US health care is unnecessary,
suggesting that it would be possible to control costs without rationing effective services. The
views of primary care physicians—the frontline of health care delivery—are not known.

Methods—Between June and December 2009, we conducted a nationally representative mail
survey of US primary care physicians (general internal medicine and family practice) randomly
selected from the American Medical Association Physician Masterfile (response rate, 70%;
n=627).

Results—Forty-two percent of US primary care physicians believe that patients in their own
practice are receiving too much care; only 6% said they were receiving too little. The most
important factors physicians identified as leading them to practice more aggressively were
malpractice concerns (76%), clinical performance measures (52%), and inadequate time to spend
with patients (40%). Physicians also believe that financial incentives encourage aggressive
practice: 62% said diagnostic testing would be reduced if it did not generate revenue for medical
subspecialists (39% for primary care physicians). Almost all physicians (95%) believe that
physicians vary in what they would do for identical patients; 76% are interested in learning how
aggressive or conservative their own practice style is compared with that of other physicians in
their community.

Conclusions—Many US primary care physicians believe that their own patients are receiving
too much medical care. Malpractice reform, realignment of financial incentives, and more time
with patients could remove pressure on physicians to do more than they feel is needed. Physicians
are interested in feedback on their practice style, suggesting they may be receptive to change.

Per capita us health care spending exceeds, by a factor of 2, that of the average
industrialized nation and is growing at an unsustainable rate.1 Many worry that controlling
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medical costs inevitably would lead to the rationing of effective services. A number of
health care epidemiologists and economists, however, have suggested that a substantial
amount of US health care is actually unnecessary.2–4 They believe that we can “bend the
cost curve”5 without rationing by reducing this unnecessary care.

What do practicing physicians believe? The views of primary care physicians—the frontline
of health care delivery—are not known. But they matter. Primary care physicians are
uniquely positioned to oversee most of the care that patients receive. Because they both
manage their own patients and are the source of most referrals to other physicians, primary
care physicians are at least indirectly responsible for initiating the cascade of health care
utilization (testing, therapies, and hospitalizations) for most patients.6,7 We therefore
surveyed US primary care physicians about whether they think patients are receiving too
much or too little medical care and what factors influence how aggressively or
conservatively they practice.

METHODS
We conducted a national mail survey of 627 practicing US adult primary care physicians
(response rate, 70%) identified from a random sample of the American Medical Association
Physician Masterfile.8 The survey, conducted in collaboration with Harris Interactive, a
professional survey research firm, was approved by the institutional review board at
Dartmouth Medical School.

Physicians received up to 3 mailings of the 9-page survey (see relevant survey content in
eAppendix; http://www.archinternmed.com) and between $20 and $100 (varying due to an
embedded methodology study). Because physicians in focus groups and cognitive interviews
spontaneously used the terms aggressive and conservative to describe practice styles of
ordering of diagnostic tests and referrals, we adopted these terms in the survey. All analyses
were carried out in STATA 10.0 statistical software (StataCorp, College Station, Texas).

RESULTS
PHYSICIAN CHARACTERISTICS

Respondents were mostly male (72%), graduates of US or Canadian medical schools (81%),
and board certified (88%); reported a median of 24 years in practice; and were fairly evenly
divided between family medicine (54%) and internal medicine (43%).

BELIEFS ABOUT THE INTENSITY OF AMERICAN MEDICAL PRACTICE
Almost half (42%) of US primary care physicians believed that patients within their own
practice were receiving too much medical care (Figure); just 6% believed that their patients
were receiving too little care (52% thought that the amount was just right). More than one-
quarter (28%) said they themselves were practicing more aggressively (ie, ordering more
tests and referrals) than they would ideally like to be, almost identical to the proportion
(29%) who believed that other primary care physicians in their community were practicing
too aggressively. Respondents were much more likely to report that mid-level primary care
providers (nurse practitioners and physician assistants) (47%) and medical subspecialists
(61%) practice too aggressively (P<.001 for each group compared with primary care
physicians).

Many physicians (45%) estimated that at least 1 in 10 patients they see on a typical day
could be handled in ways other than a physician visit (eg, by telephone, e-mail, or
nonphysician staff such as nurses).
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FACTORS INFLUENCING THE INTENSITY OF TESTING AND REFERRAL
Physicians identified 3 factors causing them to practice more aggressively: inadequate time
to spend with patients (40%), clinical performance measures (52%), and malpractice
concerns (76%) (eFigure). The way that malpractice concerns lead to more aggressive
practice was clear: 83% of physicians thought they could easily be sued for failing to order a
test that was indicated, but only 21% thought they could be sued for ordering a test that was
not indicated. While few physicians believed that financial considerations influenced their
own practice style (3%), most thought they affected other physicians. Specifically, 39%
believed that other primary care physicians would order fewer diagnostic tests if such tests
did not generate extra revenue; almost two-thirds (62%) said that medical subspecialists
would cut back on testing in the absence of a financial incentive.

VARIATION IN PRACTICE
Respondents overwhelmingly (95%) believed that primary care physicians vary in their
testing and treatment decisions for similar patients. Most (76%) were interested in learning
how their own practice pattern compared with that of other physicians; 65% requested a
report we offered on how practice in their own community compared with others.

COMMENT
Nearly half of all primary care physicians in the United States think that their own patients
are receiving too much medical care, and more than one-quarter believe that they themselves
are practicing too aggressively. Even more are concerned about overly aggressive practice
among midlevel primary care providers and medical subspecialists. Our findings show that
many primary care physicians believe there is substantial unnecessary care that could be
reduced, particularly by increasing time with patients, reforming the malpractice system, and
reducing financial incentives to do more.

Prior work has also implicated financial incentives9–11 and malpractice12–14 as important
factors promoting aggressive practice. The extent to which fear of malpractice leads to more
aggressive practice (so-called defensive medicine) has been hotly debated15; based on our
findings, we believe it is not a small effect. Estimates that have relied on differences in
malpractice risk across communities ignore the likelihood that the pervasive threat of
litigation leads all physicians to practice more aggressively—to an extent that is not easily
predictable.

Our work suggests 2 additional factors that encourage more aggressive practice. Inadequate
time with patients may force physicians to turn instead to testing or referrals to solve clinical
questions,16 a hypothesis supported by work showing that a telephone triage system with
shorter call durations was associated with more patients referred to see a physician.17 The
proliferation of clinical performance measures may encourage utilization—and,
paradoxically, lower quality of care—by promoting uncritical adherence to interventions of
increasingly tiny benefit.18

Several limitations of our study deserve mention. As with any survey, nonresponse limits
generalizability; our response rate of 70%, however, is exceptional for a survey of American
physicians. Second, some may believe that our primary finding was based on an overly
simplified construct, that is, are patients receiving too much or too little health care. We
found, however, that physicians instinctively discussed the experiences of their patients
using this language. Lastly, we cannot know to what extent physicians are able to accurately
report the role of specific influences on their practice behavior.
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We believe that our findings have important implications for health care reform in the
United States—efforts that undeniably depend on the engagement of physicians.19,20

Primary care physicians believe that many patients receive too much care. They recognize
that practice patterns vary across communities and most would like to know where they
stand in comparison with their peers. Taken together, we believe our findings suggest that
physicians are open to practicing more conservatively.

A lot will have to happen if practice is to change. There needs to be a fundamental
realignment of financial incentives and reform of the malpractice system. Physicians believe
they are paid to do more and exposed to legal punishment if they do less. Reimbursement
systems should encourage longer primary care physician visits and telephone, e-mail, and
nursing follow-up, rather than diagnostic intensity. Caution is warranted for policy solutions
that promote increased reliance on midlevel primary care providers and clinical performance
measures, efforts that may ironically increase utilization.

Our work shows that primary care physicians recognize the excesses of our health care
system, can point clearly to some of the causes, and may be open to changing their own
practices to address them.
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Figure.
Primary care physicians’ opinions (n=627) on the style of medical care practiced in their
communities. The most extreme responses (along a 5-point Likert scale) are shaded in white
and black; gray shading represents the intermediate responses (eg, “too little” and “too
much” for the first question). The neutral category (eg, “just about right”) is omitted from
the Figure. Item nonresponse for the 5 questions, in order, was 1.3%, 2.6%, 5.6%, 2.6%, and
2.2%. *No physicians responded “much too little.” NPs indicates nurse practitioners; PAs,
physician assistants.
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