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BACKGROUND: Coordination across a patient’s health
needs and providers is important to improving the
quality of care.

OBJECTIVES: (1) Describe the extent to which adults
report that their care is coordinated between their
primary care physician (PCP) and specialists and (2)
determine whether visit continuity with one’s PCP and
the PCP as the referral source for specialist visits are
associated with higher coordination ratings.

DESIGN: Cross-sectional study of the 2007 Health
Tracking Household Survey.

PARTICIPANTS: A total of 3,436 adults with a PCP and

one or more visits to a specialist in the past 12 months.

MEASUREMENTS: Coordination measures were patient
perceptions of (1) how informed and up to date the PCP
was about specialist care received, (2) whether the PCP
talked with the patient about what happened at the
recent specialist visit and (3) how well different doctors
caring for a patient’s chronic condition work together to
manage that care.

RESULTS: Less than half of respondents (46%)
reported that their PCP always seemed informed about
specialist care received. Visit continuity with the PCP
was associated with better coordination of specialist
care. For example, 62% of patients who usually see the
same PCP reported that their PCP discussed with them
what happened at their recent specialist visit vs. 48% of
those who do not usually see the same PCP (adjusted
percentages, p<0.0001). When a patient’s recent spe-
cialist visit was based on PCP referral (vs. self-referral or
some other source), 50% reported that the PCP was
informed and up to date about specialist care received
(vs. 35%, p<0.0001), and 66% reported that their PCP
discussed with them what happened at their recent
specialist visit (vs. 47%, p<0.0001).

CONCLUSIONS: Facilitating visit continuity between
the patient and PCP, and encouraging the use of the
PCP as the referral source would likely enhance care
coordination.
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INTRODUCTION

This study assesses whether continuity of care and referral
source are associated with better coordination of care from the
patient perspective. Primary care and care coordination con-
ceptual frameworks'? suggest that these aspects of care are
important to coordination; however, data linking these primary
care processes with better coordination for adults are less
plentiful in the literature than one might expect.

Coordination of care is a defining component of primary
care.’® Common to most definitions of coordination is the degree
to which information from various sources is recognized and
incorporated into a patient’s current care.'™ This includes
communication between the primary care physician (PCP) and
the other specialists a patient sees, and between the PCP and the
patient, in order to integrate specialists’ recommendations in a
way that is clinically appropriate, understandable to the patient,
and consistent with the patient’s needs. Coordination between
referring physicians and specialists is highly valued by
patients*® and is associated with higher quality care, enhanced
referral completion, greater physician satisfaction with specialty
care, and use of recommended preventive services.!>%7 PCPs,
working with their staff as a team, are well positioned to lead
coordination of care for patients given their generalist training
and knowledge across different body systems and conditions,
expertise in managing comorbid conditions, and ongoing rela-
tionship with a patient over time.!>68

Yet, referring clinicians and specialists exchange information
less frequently than necessary, and this has adverse conse-
quences for patients.>” This aspect of coordination has been
examined within particular health systems®'° in samples of
primary care clinics and physicians”!! and in an international
study of health systems,'? with less coordination being associat-
ed with poorer patient outcomes, duplication of services,®'2
lower provider satisfaction, less efficiency, and lower patient
ratings of physicians.>”-!! Analyses of Medicare claims data also
suggest that care is highly fragmented across physicians, in
particular for patients with chronic conditions.'*

Since patients are the parties experiencing care first-hand
from multiple providers (e.g., only the patient was present in
both the specialist's and PCP’s office), they are uniquely
positioned to assess particular aspects of coordination. Exam-
ples of such aspects of coordination include: (1) whether the
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primary care physician is informed of care the patient received
from an outside specialist, (2) whether the PCP discussed with
the patient what happened at the most recent visit to the
specialist, and (3) whether different doctors caring for a patient’s
chronic condition work well together to coordinate that care
(e.g., in a way that avoids conflicting advice to the patient).
Using a nationally representative population-based sample
of adults across a range of demographic, geographic, and
insurance characteristics, we (1) describe the extent to which
adults report that their care is coordinated between their
primary care physician (PCP) and specialists and (2) determine
whether visit continuity with one’s PCP and specialist referral
source were associated with higher ratings of coordination.

METHODS
Study Population and Data

The data source for this analysis is the 2007 Health Tracking
Household Survey, a nationally representative survey of the
civilian noninstitutionalized US population. Funded by the
Robert Wood Johnson Foundation, the 2007 survey is the fifth
in a series of household surveys that have been conducted
since 1996 (previously known as the Community Tracking
Study Household Survey). All interviews were conducted by
telephone, in English or Spanish, with a random-digit dialing
(RDD) sample selection method. The survey collected detailed
information on health insurance, health services use, access to
care, health status and chronic conditions, and perceptions of
quality of care. Details on the survey methodology, including
its clustered sampling design, can be found at (http://www.
hschange.org/CONTENT/757/757.pdf).'®

The survey’s response rate (43%) takes into account families
who were contacted and refused to participate and households
with whom contact was not made. Population weights used to
produce nationally representative estimates adjust for differ-
ential nonresponse based on age, gender, race/ethnicity, and
education. The response rate is consistent with other recent
population-based national RDD telephone surveys, !¢ which in
general have had declining response rates over the past
10 years. Although lower response rates increase concerns
about survey bias, methodological studies on earlier survey
rounds with higher response rates strongly suggest that the
lower response rate has not increased the bias of survey
estimates, especially after adjustments to population weights
that account for nonresponse bias.'”

The total sample for the survey was 17,797 persons,
including 15,197 adults. Our analysis did not include the
2,600 persons under age 18 from the sample. So few children
had a specialist visit, it was not an efficient use of resources to
ask them the coordination items because there would have
been insufficient power to analyze coordination in that group.

The two objectives of this analysis were to describe patients’
ratings of coordination of care between their PCP and
specialist(s) they had seen in the past 12 months and to
determine whether continuity of care and referral source were
linked with those ratings. Thus, our analyses focus primarily
on the subgroup of adults with a usual PCP and a visit to a
physician specialist in the previous 12 months, with completed
responses to the items on coordination of care (n=3,436)
(Fig. 1).

Measures

Establishing Usual Source of Care and Specialty Care Use.
Question flow and content are summarized in Figure 1. Survey
items and lay person’s definitions of terms used in those items
(e.g. primary care physician, specialist, coordination of care,
chronic disease definitions) come from previously validated

surveys. 821

Measures of Care Coordination. Coordination items were
adapted from validated surveys'®>! and underwent cognitive
interview testing to ensure that respondents understood and felt
capable of answering the items. The first two outcomes focused
on the components of coordination that relate to communication
and recognition of specialists’ recomendations by the PCP and
back to the patient. Our third coordination measure assessed the
extent to which different physicians caring for a patient’s chronic
conditions work together to co-manage care. The first two
outcome measures were: (1) “In the last 12 months, how often
did your usual physician seem informed and up to date about the
care you got from specialists?” Response options were: never,
almost never, sometimes, usually, almost always, always, and
don’t know/refused. (2) “After going to the most recent specialist
visit, did your usual doctor talk with you about what happened at
the visit with the specialist?” Response options were: yes, no.

The third coordination measure was preceded by ascertain-
ing whether respondents had been told by a health profes-
sional that they had 1 or more of the 11 most prevalent chronic
conditions.'® Patients who responded affirmatively to any of
the 11 chronic conditions (n=1,650) were asked whether they
had seen a doctor or other health professional for that
particular condition, and then were asked the question used
to create our third outcome measure: “How well do the
different doctors that see you for your [chronic condition]
coordinate your care? By care coordination, we mean how well
do your doctors work together to manage your health care?”
Response options included: My care is...not coordinated at all,
coordinated some of the time, coordinated most of the time,
and coordinated all of the time.?! If a respondent had more
than one chronic condition and their ratings of the quality of
co-management between their physicians was the same, the
patient was assigned that value for this outcome variable. If
the respondent’s quality of co-management was reported to be
different for their separate conditions, then the conditions were
ranked in the order listed above based on clinical judgment
and prior data'® on the extent to which each condition on
average poses greater coordination burden and need for co-
management; the condition listed highest was the one used to
create that co-management variable for that respondent. There
were insufficient numbers of respondents with individual
conditions to analyze conditions separately.

Independent variables of primary interest were visit continu-
ity (whether the patient usually sees the same physician at the
practice for primary care visits) and referral source for the most
recent specialist visit (PCP vs. some other source such as self-
referral or cross-referral from one specialist to another). The
variable on continuity of primary care visits with the same
individual was subjective and was based on the survey question:
“Do you usually see the same doctor each time you go there?”

Controlling variables prior literature'™>'%?? indicates could
potentially influence or confound patient access to care, percep-
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Entire CTS Household Survey Sample N=17,797

Persons age 18 and over n=15,197 (75%)

!

Adults with a usual source (site) of care n=12,996 (82%)

Has a usual physician at that site, n=11,971 (92%)

l

Usual physician was a primary care physician, n=10,502 (87% of those with a usual physician)

“In the past 12 months did you or a doctor think you needed to see a specialist?”
“Yes” n=4,122 (40%)

l

“In the last 12 months did you see a specialist?”
Adults who said “Yes” totalled n= 3,617 (85%)

l l

4

Presence of one or more of 11
particular chronic conditions?
n=1,650 (10%)

“In the last 12 months, how often
did your usual physician seem
informed and up-to-date about the
care you got from specialists?”
Response options: Never, Almost
Never, Sometimes, Usually,
Almost Always, Always
(n=3,436%)

specialist?”

(n=3,436%)

(Coordination Measure #1)

“After going to the specialist,
did your usual doctor talk
with you about what
happened at the visit with the

Response options: Yes, No

(Coordination Measure #2)

“How well do the different doctors
that see you for your [chronic
condition] coordinate your care? By
care coordination, we mean how
well do your doctors work together
to manage your healthcare?”
Response options: My care is...Not
coordinated at all, Coordinated
some of the time, Coordinated most
of the time, Coordinated all of the
time. (n=1,650)

(Coordination Measure #3)

* This number (n=3,436) differs from the previous box (n=3,617) due to exclusion of persons without complete
responses to the coordination items, i.e. missing or “don’t know” responses.

Figure 1. Survey item flow and content, frequencies and (weighted percentages).

tions, and ratings of care coordination included: patient age,
sex, education, income, race/ethnicity, interview language, self-
assessed health status, number of chronic conditions, number
of specialists seen in the past 12 months, insurance coverage
and type, HMO participation, PCP’s practice setting, urban/
rural location, the patient’s activation score (how active a role a
patient plays in his/her own health care),?® and the ratio of
primary care to specialist physicians in a respondent’s county.

Statistical Analysis

Both unadjusted and adjusted results are presented with
sample frequencies and population-based weighted estimates.
Associations were measured in bivariate analyses using x>
tests. A separate regression model was created for each of the
three coordination outcomes. These models were also repeated
on just the subgroup with the seven prevalent chronic condi-
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Table 1. Respondent Characteristics, 2007 Health Tracking
Household Survey

Table 2. Patients’ Ratings of Care Coordination Between Their
Physicians

Total Adults Adults with
adult without a specialist
sample* a specialist visit in last
n=15,197 visit in last 12 months
12 months and a PCP
n=11,761% n=3,436
% 1 °/oT % u
Age
18-45 52 57 36
46-64 32 30 39
65+ 16 13 25
Female 52 50 56
Education
0-11 years 16 17 11
High school 58 59 57
graduate or
some college
Completed college 26 24 32
or more
Income
Less that 200% 28 30 21
poverty level
200-400% 27 26 28
poverty level
>400% poverty level 45 43 51
Race/ethnicity
White only 68 66 77
non-Hispanic
Hispanic 14 15 8
African-American 12 12 9
Asian or other 6 6 5
Health status
Excellent-very good 54 56 45
Good 26 26 28
Fair-poor 20 18 27
Insurance type
<65 years old
Private insurance 68 66 80
Uninsured/self-pay 19 22 5
Medicaid /SCHIP 7 6 8
Other 6 5 7
Insurance type
>65 years old
Medicare 12 12 12
and Medicaid
Medicare only 16 16 15
Medicare with 71 71 73
secondary private
Respondent is 27 26 32
in an HMO
Usual physician’s practice setting
Physician’s office 63 57 85
(includes HMO)
Hospital or 19 20 15
community clinic
No usual site of care 18 23 0
Usually sees same 708 65 93

PCP for visits
Source of referral to specialist

PCP referred 138 Not applicable 72
Some other way 68 28
Specialists seen last 12 months

More than one 148 Not applicable 45
One 168 55

*Weighted population estimate of total sample=220,775,476
fPercentages are weighted to represent national estimates. The sum of
percentages may not add to 100% due to rounding

*Respondents in this group of 11,761 may or may not have a usual PCP
SPercentage of the total sample (n=15,197); so, denominator includes
those with no usual source of care

Coordination of care Frequency %l SE

PCP seemed informed and up to date about care you received
from specialists*

Never-almost never-sometimes 736 24 09
Usually-almost always 1,060 31 0.9
Always 1,640 46 1.0

PCP talked with you about what happened at the most recent
visit with the specialist?* *
No 1,289 38 1.0
Yes 2,205 62 1.0
How well do the different doctors that see you for your chronic
condition (X) work together to manage your health care?'$
My care is...

Not coordinated at all or only some of the time 432 30 1.6
Coordinated most of the time 413 26 1.5
Coordinated all of the time 805 44 1.6

Data source: 2007 Health Tracking Household Survey

PCP = respondent’s usual primary care physician

*Respondents with a PCP and a visit to a specialist in the previous
12 months, n=3,436

Refers to last 12 months

Refers to last (most recent) visit to a specialist

SAmong patients with one or more chronic conditions, n=1,650

I Percentages are population-based weighted estimates

tions that were most likely to require coordination (hyperten-
sion, coronary heart disease, diabetes, depression, cancer,
chronic obstructive pulmonary disease, asthma). All models
were estimated using SUDAAN software?* (version 9.0.1) to
adjust the standard errors for the effects of clustering within
households and for the complex sample design. For the logistic
regression analyses, adjusted percentages are presented along
with odds ratios and 95% confidence limits. Tests of statistical
significance and adjusted percentages are based on the
underlying logit coefficients.

RESULTS

Compared to the entire sample, the subgroup with a usual
PCP and a visit to a specialist in the previous 12 months was
on average older, had higher income, and was more likely to be
in fair or poor health status (Table 1). Among people under age
65, those with a visit to a specialist in the previous 12 months
were more likely to have private insurance. There were no
differences between persons with and without a specialist visit
in terms of primary language, patient activation scores, rural/
suburban/urban residence, or county ratio of primary care to
specialist physicians (thus data not shown).

Among respondents with a PCP and one or more specialist
visits in the previous 12 months, 93% usually saw the same
PCP for their primary care visits (vs. 70% for the entire
household adult sample). Seventy-two percent of those with a
recent specialist visit indicated that the specialist was identi-
fied by their PCP (Table 1).

Less than half of respondents (46%) reported that their PCP
always seemed informed about care received from specialists
(Table 2). Two thirds (62%) reported that after going to the
specialist, their PCP talked with them about what happened at
that most recent specialist visit. In terms of how well different
doctors work together to manage a patient’s chronic condition,
44% said they coordinated “all of the time.”
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Table 3. Respondents’ Reports of Coordination of Care According to Their Personal and Primary Care Characteristics (Unadjusted
Percentages)

PCP always informed
and up to date about
care received from
specialist (N=3,436)

PCP talked with me
about what happened
at most recent

specialist visitt (N=3,436)

The different doctors that

see me for my chronic condition
work well to co-manage my
care all of the time' (N=1,650)

% % %
Total 46 62 44
Patient characteristics
Age
18-45 (ref) 37 56 33
46-64 46** 62* 45%*
65+ 57** 68** 57**
Sex
Female 46 61 40%*
Male (ref) 46 62 50
Education
0-11 years (ref) 55 63 49
High school graduate or some college 48 64 43
Completed college or more 39** 56 44
Health status
Excellent-very good (ref) 47 57 46
Good 43 63** 48
Fair-poor 47 67** 41
Insurance type <65 years old
Private insurance (ref) 42 59 45
Uninsured/self-pay 39 51 23**
Medicaid/SCHIP 43 61 33
Other coverage 41 63 45
Insurance type >65 years old
Medicare and Medicaid 69* 81 66
Medicare only (ref) 53 72 55
Medicare with secondary private 56 65 55
HMO status among the insured
In an HMO (ref) 41 60 44
Not in an HMO 48** 63 48
Plays active role in own care-PAM-13
Stage 1 (least activated-ref) 30 47 16
Stage 2 33 49 31*
Stage 3 44* 64** 48%*
Stage 4 (most activated) 50%* 64** 51%*
Primary care process and characteristics
Usually sees same PCP for visits
Yes (ref) 47 63 46
No 31%* 47** 40
Source of referral to most recent specialist visit *
Primary care physician referred (ref) 50 67 50
Some other way 33%* 46** 36**
Usual physician’s practice type
Physician’s office (includes HMO) (ref) 46 63 48
Hospital outpatient clinic or community clinic 46 57 39%
Specialists seen in last 12 months
More than one 45 64 46
One (ref) 46 59#* 46

Data source: 2007 Health Tracking Household Survey

Unadjusted row percentages—all percentages are weighted to represent national estimates
*p<0.01, *p<0.05; chi-square significance tests compare the percentage in the cell with those reporting a poorer care coordination for each outcome

variable
fRefers to last 12 months
*Refers to last visit to a specialist

Coordination of care varied by patient characteristics (Table 3).
Persons over 65 years were more likely to rate their coordination
highly. There were no differences in coordination ratings by
income, race and ethnicity, or primary language (thus data not
shown). Patients who were more activated (in terms of playing a
role in their own care®®) rated their coordination more highly than
did less activated persons. Persons 65 years and over with both
Medicare and Medicaid rated their coordination higher than
those with Medicare alone.

Compared to patients with less continuity, those who saw the
same PCP for most primary care visits were more likely to report
that their PCP was informed about care received from specialists
and that the PCP discussed what happened at their most recent
specialist visit (Tables 3 and 4). When patients’ visits to a
specialist were based on PCP referral rather than from some
other source, patients were significantly more likely to report that
the PCP was informed and up to date about care received from
the specialist (50% vs. 35%, adjusted percentages, p<0.0001)
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Table 4. Extent to Which PCP Continuity and Referral Source Are Associated with Coordination of Care

PCP is always informed and up
to date about care received
from other specialist (vs. never,

PCP talked with me about
what happened at the most
recent specidlist visit (vs. no)

The different doctors that see me
for my chronic condition work
well to co-manage my care all

sometimes, usually, or almost N=3,436 of the time (vs. not at all, some,
always) * N=3,436 or most of the time) * N=1,650
% P value OR (95% CI) % P value OR (95% CI) % P value OR (95% CI)
Usually sees same PCP for primary care visits
Yes 46 0.003 1.73 (1.18-2.54) 62 <0.001 1.81 (1.29-2.52) 44 0.57 0.89 (0.58-1.34)
No 34 1 49 1 47 1
Source of referral to most recent specialist visit '
PCP referred 50 <0.001 1.99 (1.55-2.55) 66 <0.001 2.32 (1.83-2.94) 48 0.06 1.53 (0.96-2.42)
Some other way 35 1 47 1 39 1
Respondents with one or more of seven chronic conditions:*
N=2,035 N=2,059 N=1,342
Usually sees same PCP for primary care visits
Yes 50 0.023 1.70 (1.06-3.03) 70 0.055 1.64 (1.01-2.70) 45 0.91 (0.60-1.40)
No 36 1 57 1 47 0.70
Source of referral to most recent specialist visit '
PCP referred 54 <0.001 2.35 (1.72-3.23) 72 <0.001 2.45 (1.78-3.39) 49 0.014 1.81 (1.11-2.93)
Some other way 35 1 53 1 37 1

Data source: 2007 Health Tracking Household Survey

Percentages and odds ratios are from the logistic regression models and are all adjusted for: age, sex, race/ethnicity, language of interview, education,
income, insurance coverage and type, HMO status, patient self-assessed health status, number of chronic conditions, Patient Activation Score (PAM),
urban/suburban/rural residence, number of specialists seen in the past 12 months, and the ratio of primary care to specialist physicians in the

respondent’s county
*Refers to last 12 months
fRefers to last visit to a specialist

*Hypertension, coronary heart disease, diabetes, depression, cancer, chronic obstructive pulmonary disease, asthma

and that their PCP discussed with them what happened at the
specialist visit (66% vs. 47%, p<0.0001). Among the subgroup
with any of the seven chronic conditions, those whose most
recent specialist visit was based on PCP referral had significantly
higher ratings for all three aspects of coordination, including co-
management by different physicians (Table 4).

DISCUSSION

We found that the majority of patients with a specialist visit in
the past 12 months report less than ideal coordination
between their PCP and the specialist. Continuity of visits with
the same PCP and PCP as referral source were each indepen-
dently associated with higher ratings of care coordination.
Among persons with chronic conditions, the association
between PCP as referral source and each of the three
coordination outcomes was even more pronounced.

Continuity of visits with the same clinician has been linked
with better coordination in a pediatric population.?®> Our
finding that visit continuity with the same PCP was associated
with better coordination for adults adds to this prior work
among children.

Assessment of additional factors associated with better
coordination between primary care and specialist physicians
in the literature to date comes predominantly from physician
surveys and chart reviews. Such data revealed that improve-
ments in the referral process and its completion, as well as
physician satisfaction with the referral process, result from the
PCP making the appointment with the specialist, the PCP
sending the specialist information about the referral, and the
specialist providing feedback to the PCP that include plans for
co-management.” A survey of PCPs and their patients identi-

fied continuous telephone access, the presence of agreements
with other health care providers, and the performance of more
services within the PC office as being associated with higher
levels of coordination between PCPs and specialists.?* To this
prior work, we add the finding that coordination of care
between PCP and specialists is much better, from the patient
perspective, when the PCP is the referral source.

Rates of patient self-referral vary with patient age, insurance,
local market factors, and health status. Among persons under
age 65 in three points of service plans, self-referral rates were on
the order of 17% to 30%.2° Among Medicare beneficiaries, self-
referral rates are much higher, with some estimates of patient
self-referrals to specialists as high at 70%.2” Despite the
prevalence of self-referral, patients do not always feel that they
have the awareness of when a referral is clinically indicated or
appropriate. Patients value the first contact and coordination
roles of PCPs, and find PCP participation helpful in deciding to
see a specialist.>° Given the high rates of self-referral, associated
fragmentation of care, and associated costs of greater use of
specialists,?® efforts to improve care coordination might take into
account the benefit of having a PCP as the referral source as
identified by patients in this study.

While continuity of visits with one’s PCP, and PCP as
referral source, were associated with substantially higher
ratings of coordination of specialist care, there is clearly room
for improvement. For example, even when patients’ most
recent visit to a specialist was based on PCP referral rather
than self-referral, only 50% of the patients reported that the
PCP was always informed about care received from the
specialist. Communication between the PCP and consulting
specialists likely needs to be increased from both directions,
and sharing of the results of such communications with
patients likely also requires additional attention. Deficiencies
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in consultant communication back to PCPs have been widely
documented.’'! Thus, achieving maximal coordination will
likely require efforts that target specialists as well. Incentives
for two-way communication are currently lacking in our fee-
for-service reimbursement system, with a negative impact on
coordination of care for patients.

Limitations of our study include that most measures were
patient self-reported; thus, there is the potential for bias in that
patients who value coordination more highly may also do more to
inform their PCP of their desire to visit a specialist, or may
participate more actively in organizing their care. We attempted to
control for this potential bias by including a validated measure of
how much patients actively participate in their own care.?® It is
also possible that patient’s may over-estimate the extent of
coordination by their providers. In an attempt to adjust for the
“coordination burden” a patient might require, we adjusted for
the number of chronic conditions, the patient’s health status,
and whether s/he saw more than one specialist in the past
12 months. However, we were not able to adjust for the total
number of visits to specialists in the past 12 months because we
do not have access to respondents’ claims data, and, patient
recall of the annual number of visits by provider type has been
demonstrated by others to be poor.? Finally, these data are
cross-sectional; thus, it is not possible to ascertain causality.

Implications

Decision makers want practical advice on how to improve
coordination of care.” Our nationally representative study
demonstrated that coordination is better, from the patient
perspective, when patients see the same PCP for most of their
primary care visits and when specialist referrals are made by
the PCP rather than by another means.

Our findings can help inform current efforts to develop and
finance medical homes by taking into account the roles that
visit continuity with the same PCP and PCP as the referral
source have on better coordination of care as rated by patients.
This information can inform efforts to create educational
messages for patients, and incentives for patients and provi-
ders. Patients can be encouraged to see the same PCP for as
many of their visits as possible, when scheduling and access
needs permit; provider appointment and scheduling systems
can be structured in a way to facilitate this.

Patients can also be engaged in a discussion or voluntary
agreement with their PCP about the benefits of having a PCP as
their coordinator and referral source, as opposed to engaging
in self-referrals or cross-referrals from one specialist to
another. On the specialist side, specialists might be encour-
aged by payers to both communicate back to a patient’s PCP
and to inform a patient’s PCP of cross-referrals they make.
Encouraging patients to obtain referrals to specialists from
their PCPs need not necessarily take the form of mandatory
gate-keeping. A study of point-of-service health plan enrollees
found that simply having the option to self-refer was enough
for enrollees.?® Thus, encouraging patients and physicians to
voluntarily coordinate referrals within the medical home
(rather than imposed gate-keeping) may be sufficient to
enhance coordination of care.

Finally, our findings have implications for efforts to foster
health care “consumerism”broadly defined as consumers
taking more responsibility for medical costs, lifestyle choices,
and treatment decisions. Some observers propose financial

incentives for consumers to “shop” for physicians and hospi-
tals through the use of comparative cost and quality informa-
tion. An unintended consequence of increased “shopping” for
physicians could be an increase in self-referrals to specialists
by patients who want to avoid the cost of a primary care visit.
Others have found that patients do not always feel that they
have the awareness of when a referral is indicated, and they
find PCP participation helpful in deciding whether to see a
specialist.’ Thus, efforts to engage patients in consumerism
might consider our findings that patients perceive their
coordination to be better when they have continuity of care
with the same PCP and when their referrals to specialists were
based on PCP recommendation.
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