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Physicians traditionally view themselves as 
healers of the sick; however, in the present system 
of health care delivery in the United States, the 
physician also must accept the role of manager of 
the health care dollar for his patient. The concept 
of the primary care physician as gatekeeper to the 
health care marketplace has become broadly ac
cepted. Although only 20 percent of the health 
care costs are paid to physicians, an estimated 70 
percent o f all health care expenditures are deter
mined directly or indirectly by physicians. The 
physician is the one who must decide to admit and 
discharge patients from the hospital, order diag
nostic tests, write prescriptions, and recommend 
surgery. In many respects, physicians, not pa
tients, are the consumers of the health care dollar.

With the identification of the physician as the 
manager of scarcer health care resources, increas
ing attention is now being centered on identifying 
physicians whose practices are characterized by a 
conservative, cost-efficient style. That such style 
differences actually exist has been documented by 
Norbrega and colleagues,1 who compared physi-
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cian practice styles in one part of the country with 
national patterns in practice style. Furthermore, 
investigation has also revealed that physicians in 
training can learn to practice in a more cost- 
efficient, conservative style without sacrificing 
quality.2 Other research has also begun to focus on 
particular primary care specialists to identify 
characteristics that indicate general trends in 
practice style regarding cost-efficient use of medi
cal resources. This commentary summarizes the 
findings of several of these studies and considers 
their implications for family practice.

Fee-for-Service Setting
One of the first evaluations to look at conserva

tive practice style patterns among primary care 
physicians was done by Noren et al.3 In their 
study, data from the National Ambulatory Medical 
Care Survey were used to compare the style of 
practice of general internal medicine physicians 
with family physicians and general practitioners. 
This study demonstrated that internists were 30 
percent more likely than family physicians and 
general practitioners to refer their patients to an-
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other physician or agency. Referrals by internists 
occurred in 4.4 percent o f outpatient visits vs 3.1 
percent of family physician and general practi
tioner visits ( P >  .001). Lengths of visits for inter
nists averaged 18.4 minutes compared with 13.0 
minutes for family physicians and general practi
tioners. For general internists 20 percent of all 
visits were devoted to general examinations com
pared with 12.4 percent o f all visits for family 
physicians and general practitioners (P >  .0001).

Laboratory testing occurred in 39.1 percent of 
visits for general internists vs 22.6 percent for 
family physicians and general practitioners, and 
roentgenograms were obtained by internists in 
13.4 percent of visits vs 6.0 percent of visits 
with family physicians and general practitioners 
(P >  .001). These differences could not be ac
counted for as a result of general internists having 
more new-patient encounters, since both special
ties saw approximately the same number of new 
patients. Furthermore, it was noted that family 
physicians and general practitioners actually saw a 
significantly higher number of established patients 
returning with new problems (P >  .001). The au
thors urged caution in interpreting their findings, 
as important parameters, such as quality of care, 
severity of illness, and patient age distribution, 
had not been included in the analysis. They con
cluded, however, that these findings had impor
tant implications regarding the cost, as well as 
quality, of primary medical care rendered in the 
United States and that further investigation is 
needed.

Prepaid Practice Setting
In a study that examined differences in practice 

patterns among primary care physicians practicing 
in a prepaid independent practice association in 
Pennsylvania, Burkett4 also noted disparate prac
tice styles among primary care physicians within 
the prepaid practice. The study compared physi
cians in family practice, general practice, internal 
medicine, and pediatrics. Pediatricians, because of 
their unique age grouping of patients, were sepa
rated from most of the analyses regarding hospital
ization, referrals to specialists, and so on. In corn
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paring other primary care specialists (general 
practitioners, family physicians, and general in
ternists), the author acknowledged that no data 
were available to determine the health status of 
individuals utilizing the various types of medical 
specialties. It was noted, however, that the aver
age age difference of patients of general internists 
and of family physicians and general practitioners 
was very small, 28.3 years and 27.9 years, respec
tively. Health service utilization rates for this 
group showed the highest hospital utilization 
among internists at 560 days per 1,000 persons per 
year. Internists also had the highest referral ex
penditures, $19.42 per person per month. Family 
physicians had the lowest hospital utilization, with 
477 days per 1,000 persons per year, and they also 
had the highest primary visits per referral (5.68) 
and referral expenditures o f only $15.40 per per
son per month (general practitioners had the low
est, $14.56). Statistical analysis of these variables 
using zero order correlation revealed significant 
differences between general internists and family 
physicians. It was the author’s conclusion that 
among this relatively young population practition
ers in internal medicine rely more heavily on refer
ral services and on inpatient care than do family 
physicians or general practitioners.

In an evaluation of a closed-panel health main
tenance organization (HMO), Farrell and col
leagues5 also studied the utilization rate for physi
cian visits and cost of laboratory and radiology 
services over a 33-month period. This study dif
fered from the previous two cited in that the in
vestigators attempted to match patient profiles not 
only for age and sex of family groups, but also by 
family size, by plan membership of more than one 
year, and for frequency and severity of medical 
problems according to already established medical 
records. Family practice center group patients 
with their matching pediatrics and medical groups 
were compared for patterns of utilization. The 
family practice group patients visited specialists 
about one half as frequently as the matching 
group, with 0.9 visits per patient per year com
pared with 1.8 visits per patient per year. Fur
thermore, the family practice group visited non
physician providers only one third as frequently 
as the matching group. However, family practice 
patients had one more physician visit per year than 
the matching group. For pediatric patients aged 
under 15 years, visit rates for primary care physi-
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cians did not differ between the pediatric group 
and family practice group. Nor were there such 
significant differences between the number of 
specialty physician visits. There was a greater 
number of visits to nonphysician providers, such 
as for audiometry, dietary, optometry, and physi
cal therapy services, for the pediatric group. No 
differences were noted for laboratory or radiology 
costs between the family practice group and the 
other matching primary care groups.

More recently Catlin and colleagues6 examined 
the role of the family physician in 104 HMOs 
regarding their hospital utilization patterns. 
Although the authors acknowledge the study rep
resents only preliminary findings, the results dem
onstrate a trend that may indicate an inverse rela
tionship between hospital utilization rates and the 
number of family physicians in the HMO. This 
relationship was noted to be present whether the 
number of physicians is measured by ratio of 
HMO membership or as a percentage of the total 
number of physicians in the HMO.

Comments
All of these studies indicate that the present 

training of family physicians in comprehensive 
medical care may instill in them a basic behavioral 
attitude toward cost-efficient medical care, for 
example, greater continuity, fewer referrals, and 
less hospital usage. All of these characteristics are 
highly valued in a prepaid medical practice. As 
Geyman7 recently noted, prepaid medical care is 
here to stay and will play an even greater role in 
the delivery of health care in the American society 
as it attempts to conserve health care resources. 
Furthermore, he predicts that family physicians 
will necessarily play a critical and growing role in 
this health delivery model. Health care administra
tors, usually nonphysicians with a business per
spective, will be examining profiles of physicians 
who deliver high-quality medical care, but do so in 
a cost-conscious manner. As the projected over
supply of physicians becomes more pronounced, 
these factors may play a greater role in the re
cruitment of newly trained family physicians as 
they leave residency training.
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These forces currently acting in American 
society give increased incentives for the discipline 
of family medicine actively to adopt conservative, 
cost-efficient medical practice as a part of its 
traditional essence of health care delivery, ie, 
continuous and comprehensive medical care. The 
studies cited demonstrate that the practice of 
cost-efficient medicine readily complements and 
enhances these factors. Rather than merely giving 
lip service to cost-efficient medical practice, how
ever, an active adoption of this new dimension 
of prudent medical care should be considered an 
integral part of residency training and continuing 
medical education of family physicians. As noted 
previously, the study by Martin et al2 nicely 
demonstrates that conservative medical care can 
be taught to medical students and residents. Other 
innovative teaching models are now being 
developed.8'10

Family practice has been applauded for provid
ing individuals with accessible physicians who can 
address a broad range of health care problems for 
themselves and their families. A new opportunity 
now presses the discipline to fill yet another prior
ity of society: to help conserve its limited health 
care resources.

References
1. Norbrega FI, Krishan I, Smoldt RK: Hospital use in a 

fee-for-service system. JAMA 1982; 247:806-810
2. Martin AC, Marshall AW, Thibodeau LA, et al: A trial 

of two strategies to modify the test ordering behavior of 
medical residents. N Engl J Med 1980; 303:1330-1336

3. Noren J, Frazier T, Altman I, et al: Ambulatory med
ical care: A comparison of internists and family-general 
practitioners. N Engl J Med 1980; 302:11-16

4. Burkett GL: Variations in physician utilization pat
terns in a capitation payment IPA-HMO. Med Care 1982; 
11:1128 1137

5. Farrell DL, Worth RM, Mishina K: Utilization and 
cost effectiveness of a family practice center. J Fam Pract 
1982; 15:957-962

6. Catlin RF, Bradbury RC, Catlin RJO: Primary care 
gatekeepers in HMOs. J Fam Pract 1983; 17:673-678

7. Geyman JP: Family practice and the gatekeeper 
role. J Fam Pract 1983; 17:587-588

8. Eisenberg JM: Educational program to modify labo
ratory use by housestaff. J Med Educ 1977; 52:578-581

9. Lyle CB, Bianchi RF, Harris JA, et al: Teaching cost 
containment to house officers at Charlotte Memorial Hospi
tal. J Med Educ 1979; 54:856-869

10. Speigel CT, Kemp BA, Newman MA, et al: Modifi
cation of decision-making behavior of third-year medical 
students. J Med Educ 1982; 57:769-776

603


