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According to the Institute of Medicine, primary care is
defined as “accessible, comprehensive, coordinated, and
continuous.” 1,2 The health care system of the United
States is largely organized around specialty care.3 Over
a period of 2 years, 14.7% of the state of Washington
Medicare beneficiaries saw only specialists, provok-
ing speculation about a “hidden system of primary
care.”4,5

I t has been suggested that some specialists provide
one of the elements of primary care, comprehensive-
ness of care, including care that is traditionally outside
the domain of their specialty. This reportedly occurred
with greatest frequency among specialists in neurol-
ogy, oncology, pulmonology, rheumatology, general
surgery, and gynecology.4 But, are these specialists truly
providing comprehensive care, including the coordi-
nation of care that might be expected of primary care?1

That is, are they arranging for patients to receive all
necessary care, including off-site referrals, comprehen-

sive preventive care services, and care in the functional,
organic, and social dimensions?3

Unfortunately, multiple providers with different set-
tings, goals, and philosophies may lead to fragmenta-
tion of care. Without proper coordination of care, in-
cluding managing and interpreting information among
the patient’s multiple providers, errors are likely to oc-
cur. This was illustrated by the case “Ms Martinez”  in
Crossing the Quality Chasm, where an abnormal mam-
mogram result was not shared with the patient or her
primary care physician, leading to more than a year’s
delay in her diagnosis of breast cancer.6 Physicians may
work so independently that they provide care without
complete information about patients’  conditions, medi-
cal histories, or the treatment and diagnostics received
in other settings. For example, family physicians and
chiropractors receive information from each other only
25% of the time.7 This lack of continuity has been sug-
gested to play a role in medical errors and patient safety.8

Overall, there has been little investigation into the
phenomenon of specialists providing care outside the
traditional domain of their specialty or specialists as-
suming a generalist role.9 This study’s purpose, there-
fore, was to investigate, from the specialist’s perspec-
ti ve, the ci rcumstances under  whi ch a speci al i st
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provides care that is traditionally felt to be out of the
domain of that specialty and how this care is coordi-
nated with the other physicians caring for the patient.
We assessed the strategy of a varied group of medical
and surgical specialists with respect to their approach
to their specialist and generalist roles in everyday out-
patient care, as well as perceived problems with frag-
mentation of care. We used grounded theory qualita-
tive methods to allow us to “go beyond the numbers”
to investigate the provision and coordination of out-of-
domain specialty patient care.

Methods
This study used grounded theory methodology10 with

data collection through semi-structured face-to-face
interviews of approximately one half hour in length.
We interviewed 13 specialists at an academic medical
institution from August 2002 through February 2003.
This institution has more than 700 physicians on staff
and has an electronic medical record (EMR) for most
departments. The physi ci ans’  speci al t i es were
pulmonology/critical care medicine (three), neurology
(one), pediatric neurology (one), hematology/oncology
(one), general surgery (one), orthopedics (three), and
obstetrics-gynecology (three), including one sub-
specialist in maternal-fetal medicine. We chose physi-
cians whose specialties corresponded with those that
have been previously identif ied as providing some of
the highest and lowest proportions of traditionally out-
of-domain care and majority care.4 The specialists had
been in practice from 10 to 32 years; four were women.

Table 1 provides a synopsis of interview topics. In-
terviews were audiotaped and transcribed. Interview
transcripts were then independently analyzed as they
were collected by each of the authors, allowing for a
continuous iterative process where interview questions
could be modif ied for clarification. Over the course of
the interviews, the investigators met three times to dis-
cuss emerging themes and to use this information to
shape our further sampling and questions. Subsequent
sampling included a decision to include, for example,
a pediatric subspecialist and more obstetrician-gyne-
cologists and pulmonologists. We judged the interview
process to be complete when new interviews did not
yield additional information. The Institutional Review
Board of the Medical University of South Carolina ap-
proved this research.

Results
The following themes emerged from the analysis of

the data:
Provision of out-of-domain care is patient driven and
of low complexity.

Among obstetrician-gynecologists, female gender
and pregnancy define the domain of care. Therefore,
female, and especially pregnant, patients frequently
came to their obstetrician-gynecologist with concerns

other than reproductive and prenatal health. But, many
specialists indicated that their patients largely deter-
mined whether they provided care that was tradition-
ally outside the domain of their specialty. That is, the
patient plays a large part in choosing the agenda of a
visit with the specialist. Some specialists expressed that
patients will try to “ take the path of least resistance,”
ie, they use the doctor who is most convenient and
bundle their concerns together to make eff icient use of
doctor visits.

If somebody has a cold, we will be asked whether or
not we can prescribe a sleeping medicine, we will be
asked is it okay if I take a cruise, what do I need, can I
have a flu shot, what do I do for this and that. Do we do
sophisticated hypertension management? No. Do we
switch somebody f rom oral agents to insulin? No. But
do we try to be pretty service oriented toward our pa-
tients? Yes. (an oncologist)

Specialists mainly chose to do out-of-domain care
that was of low complexity or closely related to their
specialty. Most specialists, except orthopedic surgeons,
would do one-time refills of anti-hypertensive medica-
tions but avoided things like comprehensive diabetes
management.

It [provision of out-of-domain care] depends on what
it is and how much follow-up is required by what I’m
doing. For treating diabetes, I’d rather a primary care
physician does that so that they can be following up

Table 1

Abbreviated List of Interview Questions

1. How likely are you to provide care that you perceive as outside the domai n
of your specialty, for example, treating hypertension? How about sinusitis,
sprained ankle, or acne?

2. In general , under what ci rcumstances would you be more likel y to provide
care outside of your specialty for a patient?

3. Do you send i nformation on medical care that is out of  your specialty
area that you may be providing to other physicians involved in the care
of the patient, and how does this occur?

4. Have you ever had a patient who wanted to use you as his or her regular
doctor?
Can you give an example of a patient where this happened?
What types of problems did you end up managing for the patient?

5. How do you deal with the patient and the primary care physician if  the
patient real ly feels a loyalty to you and wants you to handle some problems
outside of your specialty domain?

6. When you are the physician who sees the patient more than any other
physician, how do you ensure that all their health care needs are being
met?
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with the eye exams and 24-hour urine and education
and things like that. If it’s to prescribe someone their
anti-ulcer medication, you know, I don’t have a prob-
lem doing that. (a pulmonologist)

Comprehensive care for low-complexity conditions
was not completely consistent with what might be seen
as primary care. Virtually all of the specialists we in-
terviewed, except the orthopedic surgeons, would not
treat a sprained ankle because they would not feel com-
fortable doing this; orthopedic specialists didn’t treat
anything but musculoskeletal conditions.

Respiratory tract infections commonly, viral gastroen-
teritis-type disorders commonly. Orthopedic injury is
rare. (an obstetrician-gynecologist)

Specialist comfort with out-of-domain care.
The internal medicine specialists felt that they were

“ f irst an internist”  and so described feeling comfort-
able with a wide range of medical care, with nothing
outside their domain. One pulmonologist asserted that
as a critical care specialist, she is “ the ultimate inter-
nist.”  Most of the surgical specialists and obstetrician-
gynecologists felt that patients sometimes pushed them
beyond their comfort level with requests for out-of-
domain care. In such situations, these specialists said
they either explained their specialist role to these pa-
tients and referred them (back) to a primary care phy-
sician or proceeded to make simple interventions but
not without some discomfort.

I saw somebody for migraines, for which I can cer-
tainly give them the basic medicines, but this person
had already taken that, and they sti l l were not getting
better. She didn’t want to go to her primary care or neu-
rologist so she came to me, and I  gave her something. I
didn’t feel comfortable because I wasn’t sure if I  was
treating it correctly. She had kind of gone beyond my
limited scope of migraines. (an obstetrician-gynecolo-
gist)

I don’t remember the last time I treated anybody out-
side of my specialty. I generally refer out. I would feel
very uncomfortable. The only circumstances would be
a real necessity or urgency where nobody else would
be available, and it would be a one-time occurrence.
People want you to be their regular doctor but not too
often. It’s pretty rare for me since most people are here
for knee replacements. I don’t have any examples, and
I’ve never done it. (an orthopedic surgeon)

Specialist desire to do out-of-domain care.
Some specialists in internal medicine subspecialties

wanted to provide aspects of primary care; others
wanted to avoid it, preferring to compartmentalize their
specialty role. None of the orthopedic surgeons acted
in a primary care role or expressed any interest in do-
ing so. One non-surgical specialist said his department
actively discouraged any out-of-domain care, largely
due to a departmental shortage of specialty physicians
relative to patient demand.

I don’t know about my partners, whether they may [pro-
vide out-of-domain care]  once in a while, but typically
I don’t think that they do, and [they] are also being
encouraged to do less and less just because there are so
few of us and such an increasingly high demand. (a
pediatric neurologist)

Communication with the primary care
physician is important.

All specialists thought communication with the pri-
mary care physician was important, although this hap-
pened in varying degrees. Many specialists reported
that this was something they did routinely with every
patient. However, some specialists expressed that this
was time consuming and might not happen as much as
they would like.

In the majority of cases, the patient does have a pri-
mary care physician. So you sort of run the risk of pro-
viding fragmented, confusing care if you decide to take
on the role of a primary care physician even in a l im-
ited sense. And, if you happen not to communicate with
the primary care doctor, then he is suddenly out of the
loop. (a neurologist)

Quite frankly, I see huge numbers of patients, I just
don’t have the time to dictate four or five letters a day
to primary care docs. I don’ t have time and can’t do
that. I’ l l  often tell patients to go back and see your regu-
lar doctor about your hypertension or whatever. The
answer to your question should be yes, I always send
the primary care doctor a letter or records or whatever,
but I don’t, and I  hang my head in shame. (an orthope-
dic surgeon)

Fragmented care can lead to medical errors.
Many specialists volunteered that fragmentation of

care could be dangerous for patients. One specialist
worried about providing primary care, since that could
interfere with the care plan of the patient’s primary care
physician, especially if  communication is not good,
citing “ too many cooks . . . ”  More than one specialist
worried about the risk of polypharmacy, especially in
elderly patients.
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The neurologist is usually not going to go through this
long list of drugs used for many different ailments . . .
and if anybody is going to do it at all, it would be the
primary care physician, and sometimes that doesn’t
even happen. But if you have that whole picture with-
out a primary care doctor, there is a very real risk that
the patient will get f ragmented care. That is going to
result in major polypharmacy, and that is an important
public health issue, especially in the geriatric patient
population in this country where that phenomenon hap-
pens. Your [patient is] on all kinds of meds, and the list
of meds grows into something that fi l ls half a shopping
bag, and nobody is monitoring it very well. (a neurolo-
gist)

EMRs help physicians coordinate care.
While we did not initially ask about the use of the

EMR, a majority of the specialists asserted that the EMR
enhanced their communication ability, allowing them
to immediately copy their note or generate a letter to
the patient’s primary care physician. A central reposi-
tory of information, at least within the medical univer-
sity, was also felt to enhance coordination of care.

There is just a barrier in communication between the
doctors. In other words, waiting for dictated notes re-
ally delays communication. Having notes and other
information on-line is a great help. You know, I can
pretty much take care of  anyone in our system with all
the information I get on-line. (a general surgeon)

Discussion
The f indings of our study suggest that specialists do

take on a primary care role with aspects of comprehen-
siveness by performing out-of-domain care. However,
the inconsistent out-of-domain care described does not
meet the definition of comprehensive care of patients.3

Moreover, the rubric of “specialists”  is too general and
potentially misleading when discussing out-of-domain
care because internists, via their more general training
prior to specialization, seem particularly comfortable
with taking on this role, whereas surgical and some other
specialists may not.

Specialists indicated that patients drove the delivery
of out-of-domain care, along with the physician’s com-
fort with and desire to provide this care. The request
from the patient tends to break down the difference in
roles of primary care physician and specialist. In these
cases, coordination of the patient’s care between the
providers is key. The descriptions provided by the re-
spondents in this study emphasize the importance of
coordination, since they discuss treating a variety of
medical conditions while acknowledging a limited f low
of communication back to the primary care physician.
All of this suggests that there is no “hidden system of
primary care.” 5

The informants did indicate that information f low is
aided by the use of an EMR, a strategy encouraged by
the Institute of Medicine to decrease the fragmentation
of care and concomitant disruption of information that
are key causes of medical errors.6,8 Having the patient
record available electronically may provide the neces-
sary information regarding treatment by multiple pro-
viders without explicit communication avenues about
the patient. Unfortunately, this may decrease expecta-
tions about communication between providers, with
particularly deleterious consequences for patients who
use physicians who are not all in the same health sys-
tem linked by the same EMR. Thus the present f ind-
ings with regard to EMR, although encouraging, may
represent particular problems with coordination for
patients whose primary care and specialist physicians
are not in the same health care system. Communica-
tion with other physicians should be emphasized and
modeled in both specialty and primary care training
programs.

Limitations
We acknowledge that this study is limited in its set-

ting, with all the specialists being at a single academic
medical center with substantial linking available via
EMRs. While such a collection of specialists is often
found in the setting of academic medicine, there is likely
less coordination among a community of specialists
who work without a central EMR system. Alternatively,
they may use different, perhaps more direct, commu-
nication strategies for specialists, such as telephone
calls.

Conclusions
We have explored out-of-domain care by specialists

and proposed a model whereby this care is driven by
the patient’s choice. Coordination of this out-of-domain
care with the primary care physician is diff icult and,
therefore, inconsistent.

Specialists should take care to communicate with the
pati ent’s other physici ans when provi di ng out-of-
domain care. Both specialty and primary care trainees
should learn by example to communicate freely with
other physicians about their shared patients. EMRs may
facilitate this coordination and may also lead to a re-
duction in medical errors.
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