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BACKGROUND: It is not uncommon for medical special-
ists to predominantly care for patients with certain chron-
ic conditions rather than primary care physicians (PCPs),
yet the resource implications from such patterns of care
are not well understood.
OBJECTIVE: To assess resource use of diabetes patients
who predominantly visit a PCP versus a medical
specialist.
DESIGN: Retrospective cohort study of diabetes patients
aging into the traditional Medicare program. Patients
were attributed to a PCP or medical specialist annually
based on a preponderance of ambulatory care visits and
categorized according to whether attribution changed
year to year. Propensity score weighting was used to bal-
ance baseline demographic characteristics, diabetes com-
plications, and underlying health conditions between
patients attributed to PCPs and to medical specialists.
Spending and utilization were measured up to 3 patient-
years.
SUBJECTS: A total of 141,558 patient-years.
MAIN MEASURES: Total visits, unique physicians, hos-
pital admissions, emergency department visits, proce-
dures, imaging, and tests.
KEYRESULTS:Eachyear, roughly 70%of patientsmain-
tained attribution to a PCP and 15% to a medical special-
ist relative to the previous year. After propensity weight-
ing, patients continuously attributed to a PCP versus
medical specialist from 1 year to the next had lower aver-
age total payer payments ($10,326 [SD $57,386] versus
$14,971 [SD $74,112], P<0.0001) and lower total patient
out-of-pocket payments ($1,707 [SD $6,020] versus
$2,443 [SD $7,984], P<0.0001). Rates of hospitalization,
emergency department visits, procedures, imaging, and
tests were lower among patients attributed to PCPs as
well.
CONCLUSIONS: Older adults with diabetes who receive
more of their ambulatory care from a PCP instead of a
medical specialist show evidence of lower resource use.
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INTRODUCTION

Primary care is commonly upheld as a fundamental compo-
nent of the health care system and a comprehensive source of
patients’ preventive, treatment, and management care needs.1–
3 While primary care physicians (PCPs) have traditionally
addressed patients’ primary care needs, medical specialists
may also function as a source of primary care.4, 5

Roughly half of traditional Medicare patients predominant-
ly visit a clinician who is not a PCP,6 and approximately 1 in 5
of them receive a majority of their ambulatory care from
medical specialists.7 While patients may rely on the expertise
of specialists for specific health needs, they may also do so for
their general health needs.8, 9 Specialists may have a more
intense practice style compared with PCPs,10 but they may
also be able to deliver higher quality condition-specific care.5,
11, 12

It is challenging to study the effects of PCPs and medical
specialists on resource use because sicker patients tend to need
more care, which is why receiving more of their care from
specialists may be warranted.9 Thoroughly accounting for
patients’ illness burden is difficult in observational studies
since secondary data may not fully capture differences in
health status across patients.11 In an effort to address as much
patient heterogeneity as possible, this study focuses on
patients who newly entered the Medicare program at age 65
and have diabetes, which has complications that are well
captured in administrative data and can be treated by PCPs
or certain medical specialists such as endocrinologists or
nephrologists.13 Our hypothesis is that spending and utiliza-
tion are greater when a diabetes patient predominantly visits a
medical specialist.

Prior presentations Poster at 2018 AcademyHealth Annual Research
Meeting in Seattle, WA

Received October 22, 2020
Accepted March 9, 2021

J Gen Intern Med 37(2):283 9–

Published online April 1, 2021

JGIM

ORIGINAL RESEARCH

283

10.1007/s11606-06710-
http://crossmark.crossref.org/dialog/?doi=10.1007/s11606-021-06710-y&domain=pdf


METHODS

Using administrative data, a cohort of fee-for-service Medi-
care beneficiaries was identified who entered the program at
age 65 with an active diagnosis of diabetes mellitus. Then,
each beneficiary’s visit patterns were tracked up to 5 years to
determine whether a PCP or a medical specialist was the
beneficiary’s predominant physician each year. Resource use
was measured over 3 years while accounting for each benefi-
ciary’s underlying conditions and diabetes complications.
Limiting the study population to diabetes beneficiaries who
aged into the Medicare program in the same year created a
relatively homogenous cohort with a medical history captured
by claims data covering approximately the same period of
time.

Study Population

Non-disabled beneficiaries who did not have end-stage renal
disease and who became eligible for Medicare coverage at age
65 in 2011 were identified from the 20% sample of beneficia-
ries in the Master Beneficiary Summary File (MBSF) of the
Chronic Conditions Warehouse (CCW).14 Beneficiaries were
restricted to those alive and continuously enrolled in full fee-
for-service Medicare from the time of enrollment in 2011
through the end of 2012 and further restricted to those who
ever had a diabetes diagnosis through 2012 according to the
CCW. The resource use of the resulting cohort was measured
from 2013 through 2015 or until death or loss of full fee-for-
service coverage.

Physician Identification and Patient Attribution

The physician specialty code most billed by a unique national
provider identifier (NPI) in the 20% sample of Carrier claims
from 2011 through 2015 was used to identify PCPs and
medical specialists for purposes of patient attribution
(Supplemental Table 1). If a physician had an equal number
of bills under a PCP or specialist specialty code, then the
physician was deemed a specialist.
Each patient eligible for attribution to a physician must have

had at least 1 ambulatory evaluation and management visit
with a PCP or medical specialist in Carrier claims data or a
visit to a rural health center or federally qualified health clinic
in outpatient claims data (Supplemental Table 2). Patients
were initially attributed to an individual PCP or medical spe-
cialist based on a plurality of visits starting when a patient
enrolled in Medicare in 2011 through the end of 2012, which
has been shown to be a robust method of attribution to a usual
care physician for diabetes patients.15, 16 Then, the cohort’s
visits continued to be tracked in 2013, 2014, and 2015 to allow
attribution to an individual PCP or medical specialist in each
year.
We did not restrict patient attribution to a certain type of

medical specialist. Visits with more than 1 physician could
occur the same day, but multiple visits with the same physician

on the same day were counted only once. In cases where a
patient had an equal number of visits with a PCP and amedical
specialist, the patient was attributed to the specialist. If a
patient had no visits in 1 year, then his or her attribution to a
PCP or medical specialist continued from the prior year.
Patients attributed to a PCP or medical specialist in more than
1 year were not necessarily attributed to the same physician. A
patient observed for a partial year from loss of fee-for-service
Medicare coverage could be observed in subsequent years if
coverage was regained.
After annual attribution, each patient’s PCP and medical

specialist attribution patterns between years were categorized
into a 4-category variable to capture any changes in attribution
over time (Fig. 1). A patient’s current-year attribution was
compared against the previous year’s attribution to determine
whether the patient (1) maintained attribution to a PCP, (2)
maintained attribution to a medical specialist, (3) switched
attribution from a PCP to a medical specialist, or (4) switched
attribution from a medical specialist to a PCP. This variable
was created for 2013 with initial attribution in 2011–2012
considered the previous year, for 2014 with 2013 as its previ-
ous year, and for 2015 with 2014 as its previous year. While
all attribution categories were compared, the focus of the
analysis was on the comparison between patients maintaining
attribution to a PCP and those maintaining attribution to a
medical specialist since switching attribution likely represents
changing health status and would be expected to result in
changes in resource use.

Measuring Utilization and Spending Outcomes

Visit patterns were measured each year in 2013, 2014, and
2015 to capture patients’ total visits with PCPs, medical spe-
cialists, surgical specialists, and other specialists as well as the
number of unique PCPs, medical specialists, surgical special-
ists, and other specialists visited (Supplemental Table 1).
Other utilization and spending measures were gleaned from

the annual CCW Cost and Use File for 2013, 2014, and 2015.
Utilization included acute inpatient stays, emergency depart-
ment (ED) visits, and the major Berenson-Eggers Type of
Service (BETOS) categories of imaging, tests, and procedures.
ED visits were counted as visits alone or as inpatient admis-
sions through the ED. Part A and Part B Medicare payments,
add-on payments, and other primary payer payments were
aggregated across all care settings to produce total payer pay-
ments; patient coinsurance and deductible (out-of-pocket)
payments were tabulated separately.
All utilization and spending measures were measured in

each of the 3 years between 2013 and 2015 and scaled by
the number of months patients had fee-for-service coverage so
that those who were alive or enrolled in fee-for-service Medi-
care for only some months of a year were measured on an
equivalent basis with patients enrolled a full year.
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Patient Baseline Characteristics

A patient-year data set was created where patients appeared up
to 3 years in the data to study the relationships between
combinations of PCP and specialist attribution patterns in a
current and previous year and their annual outcomes. Out-
comes included total payer payments and patient payments;
total number of visits and unique physicians; inpatient admis-
sions; ED visits; and imaging, tests, and procedures. Each
payment type was Winsorized at its 99th percentile across all
observations.
The 2012 MBSF was used to source the patient character-

istics sex (female versus not) and race or ethnicity (Black,
Hispanic, Asian, or other race versus non-Hispanic White).
Medicaid dual-eligible status was defined according to wheth-
er a patient had at least 1 month of Medicaid coverage through
2015, as determined by the 2011–2015 MBSF. Patient Zip
Code in 2012 from the MBSF was used to determine median
household income from the US Census at the Zip Code
Tabulation Area level to control for the possibility that patients
with greater financial means may have better access to special-
ists and hospital referral region (HRR) to control for regional
treatment intensity.17, 18

Diabetes complications were flagged using diagnosis codes
in 2011 and 2012 inpatient, outpatient, and Carrier claims data
according to the diabetes complication and severe complica-
tion categories of a validated algorithm (Supplemental
Table 3).13 To capture chronic illness burden, 22 chronic ill-
nesses diagnosed through 2012 from the Chronic Condition
Summary File were grouped into 7 clinically similar condition
categories (Supplemental Table 4). Occurrence of the acute
conditions acute myocardial infarction, hip fracture, or stroke
was flagged as well.

Statistical Analysis

Probability weights, or the inverse of the fraction of patients in
each attribution pattern category, were used to account for
large sample size imbalances across the 4 levels. These

weights were applied to a multinomial logistic regression
model, where the outcome was the 4-category attribution
variable regressed on the following covariates: patients’ base-
line demographic characteristics, diabetes complications, pres-
ence of acute or chronic conditions, and total number of
chronic conditions. Year fixed effects as well as HRR fixed
effects were included. The predicted probability that a patient
was attributed to his or her actual attribution pattern category
was used to calculate inverse propensity weights (IPWs), or
the inverse of the given predicted probability, for each patient.
These IPWs were applied to each covariate in the multinomial
model to assess weighted covariate balance across attribution
pattern categories at baseline, with ANOVA used to test for
whether the weighted means significantly differed. We also
applied the weights to calculate means of the outcomes across
attribution pattern categories, using ANOVA to test for differ-
ences and a post hoc Scheffe test to specifically measure the
difference in weighted means between the continuous PCP
and medical specialist categories.
All analyses were performed using SAS-EG (version 7.15),

with the multinomial logistic regression model run using the
CATMOD procedure.

RESULTS

Among the 141,558 patient-years in the study sample, the
majority were attributed continuously to PCPs (70.8%) from
1 year to the next; almost 15% had continuous attribution to a
medical specialist; and about 15% had attribution that
switched, either from a medical specialist or from a PCP
(Table 1). In the unweighted comparison of baseline patient
characteristics across attribution pattern categories, all varia-
bles except female were significantly different (P<0.0001)
(Supplemental Table 5). In particular, patients attributed to
medical specialists had higher cardiovascular and renal disease
and diabetes complications, as expected. After propensity
weighting, all baseline variables, including illness measures,

A�ribu�on Comparison
Cohort 
Defined Observa�on Years

2011-2012 2013 2014 2015

A�ribu�on categories 
between 2011-2012 and 2013

PCP PCP
Specialist Specialist

PCP Specialist
Specialist PCP

A�ribu�on categories 
between 2013 and 2014

PCP PCP
Specialist Specialist

PCP Specialist
Specialist PCP

A�ribu�on categories 
between 2014 and 2015

PCP PCP
Specialist Specialist

PCP Specialist
Specialist PCP

Fig. 1 Illustration of attribution patterns. Illustration of the four categories representing combinations of attribution patterns to a primary care
physician (PCP) or medical specialist between years.
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were balanced across categories and no longer statistically
significant (P>0.05). A little more than half of the weighted
sample was female, about 75% was White, and about 15%
was dually eligible for Medicaid.
With propensity weighting, patients continuously attributed

to PCPs had lower mean spending and utilization compared

with those continuously attributed to medical specialists. An-
nual total payer payments averaged $10,326 for patients con-
tinuously attributed to a PCP, compared with $14,971 for
those continuously attributed to a medical specialist (Table 2
and Fig. 2). Total patient out-of-pocket payments averaged
$736 lower for patients continuously attributed to a PCP

Table 1 Baseline Characteristics of Diabetes Cohort by PCP and Medical Specialist Attribution Patterns with Weighting, 2011–2012

Weighted

Continuous
PCP attribution

Continuous
medical specialist
attribution

Switch PCP to
medical specialist
attribution

Switch medical
specialist to PCP
attribution

P
value

Continuous PCP
continuous
specialist

Patient-years, N (%) 100,229 (70.8) 20,994 (14.8) 10,936 (7.7) 9,399 (6.6)
Female (%) 52.6 52.2 51.9 52.2 0.16 −0.440
Race/ethnicity (%)
Non-Hispanic White 73.7 73.8 73.9 73.8 0.62 0.055
Black 9.8 9.7 9.8 9.8 0.62 −0.122
Hispanic 7.1 6.8 6.8 6.8 0.62 −0.215
Asian 2.5 2.6 2.5 2.5 0.62 0.056
Other 6.7 6.9 6.8 6.8 0.62 0.208

Medicaid dual-eligible
(%)

15.8 15.6 15.2 15.3 0.20 −0.215

Median household income (%)
First quartile 22.9 22.7 22.8 22.7 0.83 −0.202
Second quartile 24.4 24.4 24.2 24.3 0.83 0.057
Third quartile 25.0 24.9 25.1 25.0 0.83 −0.049
Fourth quartile 27.7 27.9 27.9 28.0 0.83 0.194

Baseline diabetes complications (%)
Mild retinopathy 13.4 13.4 13.4 13.3 0.90 −0.014
Severe retinopathy

complications
4.9 4.9 4.8 4.8 0.88 0.003

Mild nephropathy 2.6 2.5 2.5 2.5 0.82 −0.026
Renal failure or

insuffiency
19.0 19.0 18.8 18.8 0.91 0.005

Neuropathy 27.6 27.6 27.3 27.3 0.67 −0.062
Cerebrovascular

complication (TIA)
3.0 3.0 3.0 2.9 0.95 0.013

Severe cerebrovascular
complication (stroke)

5.9 5.9 5.9 5.9 1.00 −0.005

Mild cardiovascular
complications

23.2 23.0 23.0 23.1 0.65 −0.126

Severe cardiovascular
complications

22.8 22.5 22.5 22.6 0.26 −0.305

Peripheral vascular
disease

12.2 12.2 12.0 12.0 0.74 −0.025

Severe peripheral
vascular disease
complications

4.5 4.5 4.5 4.5 0.93 −0.016

Severe metabolic
complications

1.8 1.7 1.7 1.7 0.55 −0.056

Baseline acute conditions (%)
Acute myocardial

infarction
1.7 1.8 1.7 1.7 0.87 0.022

Hip fracture 0.3 0.3 0.3 0.3 0.73 −0.011
Stroke 4.5 4.4 4.4 4.3 0.43 −0.100

Baseline total number of chronic conditions (%)
First quartile 25.8 26.1 26.3 26.1 0.17 0.290
Second quartile 56.9 57.0 57.0 57.1 0.17 0.128
Third quartile 15.4 15.1 14.9 15.1 0.17 −0.273
Fourth quartile 1.9 1.8 1.8 1.8 0.17 −0.145

Baseline chronic conditions (%)
Cardiac 42.4 41.9 41.9 42.0 0.13 −0.511
Neurological 6.4 6.2 6.2 6.1 0.17 −0.199
Depression 17.9 17.5 17.5 17.5 0.15 −0.352
Renal 18.7 18.5 18.4 18.4 0.44 −0.172
Respiratory 16.3 16.1 16.0 16.1 0.51 −0.143
Rheumatic 28.5 28.5 28.2 28.3 0.89 0.025
Cancer 9.4 9.3 9.2 9.3 0.65 −0.075

Baseline characteristics in 2012 balanced with propensity weights for patients with diabetes who aged into fee-for-service Medicare into 2011. Patients
were attributed to a primary care physician (PCP) or medical specialist based on a plurality of 1 or more ambulatory care visits each year from 2011 to
2012 through 2015. They were categorized according to whether they maintained attribution to a PCP or medical specialist or switched from one year
to the next. Attribution was carried over from the previous year if a patient had no visits in the current year. P value indicates differences across
categories according to ANOVA
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($1,707 versus $2,443). Payments were highest for patients
who switched from a PCP to a medical specialist (payer pay-
ments $17,350; patient payments $2,896).
In terms of utilization, the weighted mean number of total

visits was 11.7 for patients continuously attributed to PCPs
and 13.2 for patients continuously attributed to medical

specialists, with a similar mean number of physicians visited
(5.2 and 5.9 physicians). As expected, patients with PCP
attribution had more visits with PCPs, and those with medical
specialist attribution had more visits with medical specialists.
Patients continuously attributed to a PCP versus a medical
specialist averaged a slightly lower rate of hospitalization

Table 2 Spending and Utilization of Diabetes Cohort by PCP and Medical Specialist Attribution Patterns with Weighting, 2013-2015

Weighted

Continuous PCP
attribution

Continuous medical
specialist attribution

Switch PCP to medical
specialist attribution

Switch medical specialist to
PCP attribution

Patient-years, N (%) 100,229 (70.8) 20,994 (14.8) 10,936 (7.7) 9,399 (6.6)
Total spending, mean (SD)
Medicare payments $10,326 ($57,386) $14,971 ($74,112) $17,350 ($65,343) $12,986 ($52,262)
Patient payments $1,707 ($6,020) $2,443 ($7,984) $2,896 ($8,156) $2,180 ($6,517)

Visits, mean (SD)
Total visits 11.7 (34.1) 13.2 (41.5) 15.9 (41.4) 14.0 (33.4)
PCP visits 5.8 (14.5) 2.4 (13.8) 3.9 (13.7) 5.6 (13.4)
Medical specialist

visits
2.7 (15.3) 7.2 (24.7) 8.0 (22.9) 4.6 (15.1)

Surgical specialist
visits

1.3 (4.8) 1.4 (5.3) 1.6 (5.5) 1.6 (5.0)

Other specialist visits 1.9 (8.4) 2.2 (8.6) 2.4 (8.8) 2.3 (8.2)
Unique physicians, mean (SD)
Total physicians 5.2 (14.7) 5.9 (16.8) 7.2 (16.4) 6.8 (15.3)
PCPs 1.9 (5.0) 1.2 (5.4) 1.9 (5.3) 2.1 (5.2)
Medical specialists 1.4 (6.7) 2.6 (8.5) 2.9 (7.4) 2.3 (6.7)
Surgical specialists 0.7 (2.4) 0.8 (2.5) 0.9 (2.5) 0.9 (2.6)
Other specialists 1.2 (4.1) 1.3 (4.4) 1.5 (4.6) 1.4 (4.4)

Utilization, mean (SD)
Hospitalizations 0.30 (2.1) 0.39 (2.6) 0.48 (2.6) 0.37 (2.1)
Emergency department

visits
0.61 (3.5) 0.70 (3.7) 0.81 (3.7) 0.74 (3.9)

Procedures 7.2 (33.6) 8.9 (39.3) 10.7 (42.7) 8.7 (34.6)
Imaging 5.0 (18.9) 6.0 (22.7) 7.4 (23.0) 6.1 (18.8)
Tests 20.0 (45.3) 24.2 (60.0) 25.8 (59.2) 22.7 (49.4)

Spending and utilization in patient-years between 2013 and 2015 for patient with diabetes who aged into fee-for-service Medicare into 2011. Patients
were attributed to a primary care physician (PCP) or medical specialist based on a plurality of 1 or more ambulatory care visits each year from 2011 to
2012 through 2015. They were categorized according to whether they maintained attribution to a PCP or medical specialist or switched from one year
to the next. Attribution was carried over from the previous year if a patient had no visits in the current year. Outcomes adjusted for months of
observation. All differences across categories were statistically significant (P<0.0001) according to ANOVA, with continuous attribution comparisons
also significant (P<0.05)
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Fig. 2 Weighted means of PCP and medical specialist attribution patterns and spending from 2013 to 2015. Total number of patient-years in all
models was 141,558. Weighted means after balancing patient demographic characteristics, diabetes complications, and comorbid conditions.

Means shown with 95% confidence intervals; differences statistically significant (P<0.0001).
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(0.30 versus 0.39) and ED visit (0.61 versus 0.70). They had
on average 1.7 fewer procedures, 1.0 fewer imaging services,
and 4.2 fewer tests.
The weighted means of all outcomes were significantly

different (P<0.05) between patients continuously attributed
to a PCP versus a medical specialist according to the Scheffe
test.

DISCUSSION

We found that soon after entering theMedicare program at age
65, diabetes patients were associated with more payer and
patient spending and utilization when they consistently visited
a medical specialist instead of a PCP.Whymight patients who
predominantly visit medical specialists be associated with
more spending than those who visit PCPs? Patients who
mainly visit a medical specialist may be subject to referrals
to additional specialists and a more intense practice style, with
higher frequency of ordering more discretionary services such
as procedures, imaging, and tests and less conservative man-
agement of common medical symptoms.6, 10, 12, 19

At the same time, specialists are trained to treat patients with
advanced health problems specific to their area of medical
expertise and, thus, may lead PCPs to refer sicker patients to
them.12, 20 Specialists may also provide higher quality disease-
specific care; for example, patients of endocrinologists may
have lower rates of foot ulcers and better performance on
diabetes process of care measures.21, 22 Although we did not
formally measure quality in this study, the difference in total
spending between patients continuously attributed to PCPs
and medical specialists appears to be driven by visits and
discretionary services, with very small differences in hospital
admissions and ED visits, which we believe are not clinically
meaningful and, thus, may indicate residual confounding by
disease severity and no substantive differences in quality of
care.
Studying resource use between PCPs and medical special-

ists has been notoriously challenging because patient disease
severity is difficult to precisely measure and, thus, know when
more intense care from specialists is necessary. Our goal was
to study this research question by designing the most rigorous,
generalizable observational study with the data available. We
selected a cohort that aged into the Medicare program during
the same year to minimize differences in age-related health
status and restricted to patients with diabetes because diabetes
complications and co-occurring conditions are capture well in
claims data. We further characterized patients who visited a
PCP versus a medical specialist according to whether their
attribution stayed the same or switched from year to year,
focusing on the patients whose attribution was consistent
across years. Finally, we weighted measurable patient demo-
graphic and health characteristics so that they were the same
between patients who consistently visited a PCP or medical
specialist or switched between them.

We did not have access to electronic health record data
containing individual biologic or social measures such as
social supports, formal education level, or housing environ-
ment, whichmight provide additional controls for health status
but are not widely available. A randomized controlled trial
would be ideal to study resource use between PCPs and
medical specialists, although it may not be feasible in a real-
world practice environment where patient preferences for
visiting their personal physician may limit enrollment. There-
fore, our study makes a valuable contribution toward better
understanding the relationships between physician specialty
and resource use that may not be able to be investigated with
other research study designs.
We acknowledge that our study has a number of limitations.

Foremost, we cannot assert a causal relationship between
specialty type and resource use in this observational study.
While we strove to minimize the confounding effects of
patients’ diabetes complications and underlying conditions,
some patients may have visited more specialists and had
higher spending because they became sicker in ways that we
could not adequately measure. That the highest levels of
spending and utilization were for patients who switched from
mainly visiting a PCP to a medical specialist emphasizes this
point, as these patients likely experienced worsening severity
of existing health conditions or had new diagnoses. Patients in
the cohort were diagnosed with diabetes and all in their late
60s, so their results may not be generalizable to patients with
other conditions or other age groups. Attributing patients each
year to the most commonly visited specialty, rather than an
individual physician, may underestimate the potential disrup-
tions to longitudinal relationships that may be occurring at the
individual physician level. Similarly, we did not include visits
with physician assistants or nurse practitioners, who may have
played a distinct role in a patient’s longitudinal care. Although
our study was unable to identify physician practice affiliations,
our results would be unchanged where patients predominantly
visited different physicians within the same single-specialty
practice across years.
Important for the implications of this study, we were unable

to tease apart physician- or patient-related explanations for
why some patients predominantly visit specialists and whether
physicians or patients drive greater resource use. While differ-
ences in practice patterns between PCPs and specialists for
similar patients may be one explanation, some patients may
prefer specialists and more intensive testing and treatments.
Much more investigation is needed to understand the relation-
ships between patient-physician attribution and resource use.
A nudge trial could test incentives that address physician
referral patterns or patient care-seeking behavior to better
understand whether physician practice patterns or patient pref-
erences drive resource use. Patients may not fully understand
the advantages of the generalist orientation of PCPs, namely
comprehensive management of comorbid conditions,23–25

with coordination of care across specialists.9, 26–28 Providing
patients with information about the different practice styles of
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PCPs and medical specialists might lessen their desire to seek
care initially from medical specialists, particularly in the tra-
ditional Medicare program, where patients can seek care with-
out any physician network constraints. Additionally, primary
care models are being tested through the Center for Medicare
& Medicaid Innovation,29 and payment reforms could shape
the delivery of care around PCPs.
Yet if true, our findings hold implications for health policy.

It appears that regularly visiting a PCP may affect a patient’s
resource-use trajectory, specifically for older adults with dia-
betes enrolling in the Medicare program. Encouraging newly
enrolled diabetes patients to seek their primary care from a
PCP rather than a medical specialist could be a mechanism to
reduce higher cost patterns of care, both for the Medicare
program and for patients themselves.

Supplementary Information The online version contains sup-
plementary material available at https://doi.org/10.1007/
s11606-021-06710-y.
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