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I. Introduction
during tHe past 40 years, signifiCant progress Has 
been made in providing primary care for underserved populations 
through the establishment and expansion of federally qualified health 
centers (FQHCs). This has been achieved through local, regional, and 
state government-sponsored programs. Consistent access to outpatient 
specialty care services other than emergency care, however, remains 
a problem. Up to 25 percent of patients who present for care at 
community health centers need specialty and diagnostic services that 
are not available at these facilities.1

A 2004 survey of FQHC directors in California found that access 
to specialty care for their patients was frequently problematic. Of 
the 77 respondents, 85 percent acknowledged that their uninsured 
patients “often” or “always” had difficulty obtaining needed specialty 
care.2 In inner cities, where there is a concentration of low-income 
and uninsured people, access to specialty medical care is a particularly 
severe problem.3 – 7 According to a recent national survey of FQHC 
directors, uninsured patients are significantly more likely to experience 
difficulty accessing specialty medical services, compared with 
privately insured patients.8 These findings are echoed in other reports 
by organizations that work with underserved patients,9, 10 and are 
consistent with those of a 2003 Institute of Medicine report, Hidden 
Costs, Value Lost, which found that lack of access to specialty care 
contributes to continuing health disparities among low-income and 
minority patients served by community health centers.11 

Consistent access to outpatient 

specialty care services other than 

emergency care remains a problem.
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II.  Why Is Access to Specialty Care a Challenge?
Payment Is a Problem
Nearly all underserved patients either rely on government-sponsored 
insurance (Medicaid or Medicare) or pay out of pocket. Low 
Medicaid reimbursement rates,12 delays in payment and other 
bureaucratic challenges,13 and the rise in penetration of Medicaid 
managed care arrangements14 all contribute to limits on the number 
of physicians who accept Medicaid patients. Many specialists require 
uninsured patients to pay out of pocket, and some demand payment 
in full before any services are provided.15

The safety-net system of FQHCs effectively addresses these 
primary care payment issues. In return for enhanced Medicaid and 
Medicare reimbursement and grant funding, this network of over 
1,000 health centers located in medically underserved areas of the 
country provides care to approximately 18 million patients in the 
greatest need.16 In addition to Medicaid patients, FQHCs must 
accept uninsured patients whose incomes conform to poverty line 
guidelines. These individuals are provided care on a flat-fee, sliding-
scale arrangement that covers all services rendered during a particular 
encounter, including physician, lab, preventive, and vaccination 
services.17 Although FQHCs often arrange for their patients to obtain 
specialty services, there is no parallel specialty care safety net for the 
underserved per se. 

Limitations to Certain Types of Specialty Care
As the U.S. population ages, the demand for specialty care will 
continue to rise.18 Access to certain types of specialty care is 
problematic regardless of payer status. A 2005 report by the Council 
on Graduate Medical Education predicts a shortage of between 
85,000 and 96,000 physicians across all specialties by 2020.19 In 
a 2003 survey, the National Cancer Institute found insufficient 
endoscopist capacity to meet the colon cancer screening requirements 
of the U.S. population.20 Also, the current demand for pediatric 
dermatologists exceeds the number of available practitioners.21 Today, 
as a result of a shortage of qualified providers, a number of specialty 
practices, ranging from cardiology to nephrology to pulmonary/

Primary care physicians must 

increasingly depend on their specialty 

colleagues for advice and support.
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critical care, are experiencing physician recruitment 
difficulties.22, 23 

One consequence of this shortage of providers 
is an increase in wait times for care. As of 2002, 
wait times for adult dermatologic care for Medicare 
and privately insured patients were in excess of one 
month; for Medicaid patients, it was approximately 
50 days.24 As appointment wait times increase, the 
likelihood that a patient will receive necessary care 
diminishes.25 

Underserved Patients Find Access  
More Challenging
Patients who depend on safety-net systems face 
additional barriers to accessing specialty care. For 
example, Medicaid patients wait, on average, two 
weeks longer for an appointment with an adult 
dermatologist, compared with those with Medicare 
or private insurance. In addition, only 32 percent of 
physicians are accepting new patients with Medicaid, 
compared with 87 percent of new patients with 
Medicare or private insurance.26

Even if specialty care for underserved patients 
can be arranged, other barriers often prevent them 
from receiving needed care. Factors such as a lack 
of reliable transportation, cost, failure to receive 
notification of an appointment, language support, 
insurance, and trust have been cited as reasons for 
not attending specialty visits.27, 28

Variability of Current Referral and 
Specialty Care Systems 
There is marked variation in the rate of specialty care 
referral rates across physician practices.29, 30 Patient-
related factors, such as health status and diagnosis, 
account for much of this variation.31, 32 Individual 
physicians are more likely to make a referral when:  
1) they care for a small number of patients who 
have a particular problem;33 2) when they lack the 

technical skills to provide a necessary diagnostic 
or therapeutic procedure; 34 3) when diagnostic 
uncertainty exists; 35 and 4) when the physician’s 
practice style favors referral.36 

Health system factors — such as specialist supply, 
practice size, and area penetration of managed care —  
also influence referral rates.37 In addition, a number 
of nonmedical factors generate referrals. These 
include direct patient requests, time pressures, and 
the need for medical education for both practicing 
physicians and trainees.38

The shortage of specialists in the U.S. health 
care system is further amplified by an inefficient 
use of existing resources. The appropriateness 
and avoidability of referrals is a topic of debate 
among primary care and specialty physicians.39 Few 
evidence-based guidelines exist to guide primary care 
physicians and specialists to the optimal referral point 
for a given condition or diagnosis.40 

The roles of specialists in treating certain clinical 
conditions are not well delineated. It is unclear, for 
example, whether the best outcome for a patient 
with intractable low back pain comes from a referral 
to a neurologist, neurosurgeon, orthopedist, pain 
specialist, or physiatrist.41 Many patients who 
currently use specialty health care services could be 
safely cared for by their primary care physician if 
effective referral guidelines were in place along with 
better lines of communication between primary care 
physicians and specialists.42 

Physician consultations and referral practices 
are not skills that are deliberately or well taught 
in most training programs.43 As a result, upon 
entering practice, physicians are likely to employ 
ad hoc strategies for developing referral criteria and 
networks. 
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Narrowed Scope of Practice of Primary 
Care Physicians 
The scope of practice of primary care physicians has 
grown more limited over the last century. In 1900, 
the ratio of generalist physicians to the population 
was about 150 per 100,000. This ratio has declined 
to approximately 30 per 100,000 today.44 Few 
physicians practice the idealized “country doctor” 
type of medicine in which the practitioner sees 
patients in the office, hospital, and home, and even 
performs surgeries and deliveries when necessary. 

The scope of practice was first limited by the rise 
of specialty boards in the early 20th century. The 
first specialty board was created for surgery in 1913; 
this was followed by boards for internal medicine in 
1915 and pediatrics in 1930. Then came the rise of 
subspecialties by organ system and sub-subspecialties 
that focused on specific parts of organ systems. 

A more recent development is the formation of 
specialties by site of care. Emergency medicine was 
introduced as a specialty in 1968 and critical care in 
1970. Hospital medicine is another specialty that will 
soon receive board certification.

In a recent review, Canin and colleagues cite a 
number of other factors that have contributed to 
the decline of the scope of primary care practice. 
These include lifestyle factors, training, hospital 
credentialing, patient expectations, and malpractice 
coverage.45

As a result of the contraction in the scope of 
practice for generalist physicians, a greater need for 
referral and consultation has emerged. In addition, 
rapidly developing knowledge and technology make 
it impossible for a single physician to maintain 
competence in every aspect of patient care. Primary 
care physicians must increasingly depend on their 
specialty colleagues for advice and support.  
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III. Four Models
approaCHes to improving aCCess to speCialty Care  
and overcoming the obstacles described above fall into three 
categories:

Expand the procedural, diagnostic, and management skills of   

primary care physicians. 

Improve the efficiency of the consultation and referral process.   

Increase the supply of specialists willing to care for the   

underserved by addressing reimbursement and other  
logistical issues.

The first two approaches are considered in this research, which 
identified representative programs through: searches of databases of 
academic literature as well as the Internet; networking through email, 
LISTSERV communications, and word of mouth; and input from 
other experts in the field. The selected programs can be categorized 
into four models:

 1. The “mini-fellowship” model of training and mentorship for 
individual physicians; 

 2. The “registrar” model where primary care doctors work together 
with specialists to expand service;

 3. Innovative continuing medical education (CME) that provides 
opportunities to expand skills; and

 4. Models that encourage the use of guidelines to streamline the 
referral process.

Selected examples of these models are described below. The first 
three represent different approaches to training physicians to expand 
their scope of practice, and the fourth offers an example of decision 
support for improving the efficiency of referrals. Although these 
strategies were designed for the underserved, they also can be applied 
to improving access to specialty care for all populations.

Although these strategies were 

designed for the underserved,  

they also can be applied to  

improving access to specialty care  

for all populations.
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Mini-Fellowships
A mini-fellowship can be defined as a training 
program for physicians who have completed a 
residency to learn procedural skills or knowledge 
beyond what is usually expected of primary care 
physicians. Mini-fellowships46 usually consist of 
didactics combined with hands-on skills training, 
usually for a brief time compared with formal 
fellowships (days or weeks rather than months). They 
often involve an extended preceptorship to support 
the physicians as they integrate these new skills 
into regular clinical practice. To qualify as a mini-
fellowship, the program should have the following 
attributes:

Training in a new skill not previously mastered    

by the physician;

Brief time required away from usual clinical   

duties for the intensive part of the didactic 
training; and

A hands-on component under the supervision   

of a teaching physician that is followed by post-
training support for varying amounts of time. 

This model originated in surgery and radiology, 
where advances in technology, such as laparoscopy 
and advanced imaging, made it imperative for 
physicians to learn new techniques in order to deliver 
the emerging standards of care. Excluded from 
this research were traditional lecture-based CME 
programs, retooling programs for physicians re-
entering practice after an absence, and programs with 
no follow-up component. Also excluded were formal 
fellowships that typically last six months to two years. 
Most formal fellowships for primary care physicians 
focus on advanced procedural skills training in 
orthopedics, sports medicine, geriatrics, obstetrics, 
and hospital care. 

The REACH Institute 
EvidEncE-basEd intErvEntions in child and 

adolEscEnt mEntal hEalth 

The REACH Institute, located in New York City, 
offers a mini-fellowship in primary pediatric 
psychopharmacology, focusing on evidence-based 
interventions in child and adolescent mental health. 
It consists of a 16-hour workshop followed by six 
months of live interactive distance learning. Founded 
in 2005, the Institute is currently headed by Peter 
Jensen, M.D., a child psychiatrist who was formerly 
with the National Institutes of Mental Health and 
Columbia University. 

There is a nationwide shortage of qualified 
child and adolescent mental health professionals to 
treat the estimated 12 to 14 million young people 
with mental health problems.47 There are only 
about 7,000 child and adolescent psychiatrists,48 
which would allow an average of only two hours 
consultation per year for each child in need of 
care.49 However, because many of these children and 
adolescents have some contact with a primary care 
physician, Dr. Jensen and his staff developed the 
primary pediatric pharmacology training program to 
expand the expertise of these physicians in treating 
common mental health conditions. 

Participants attend a three-day workshop 
offered at various locations around the country. In 
addition to pharmacology, the training also covers 
diagnosis, symptom monitoring, counseling, and 
family involvement in the care of the patient. 
Also addressed is the building of a treatment team 
consisting of family members, school personnel, and 
other professional caregivers, as well as coding and 
billing issues to ensure appropriate reimbursement 
for services.

After completing the workshop, the physicians 
take part in twice-monthly case discussion conference 
calls. During each hour-long call, two physicians 

http://www.TheReachInstitute.org
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present a case from their current practice that is then 
discussed by other primary care practitioners and 
psychiatrists. Each primary care physician can present 
three cases over six months.

Some 300 physicians have completed the 
training as of December 2008, and the program has 
been positively received. According to Dr. Jensen’s 
evaluations, about 60 percent of the physicians 
have begun using formal rating scales to monitor 
their patients’ symptoms. They report an increase in 
competence and confidence in addressing the mental 
health needs of their pediatric patients. Not only are 
many physicians interested in additional training, 
but also many now serve as community mental 
health champions in communities where access to 
psychiatric care is otherwise limited.

Using a similar combination of initial face-to-
face training and distance learning methods, the 
REACH Institute also offers year-long fellowships 
in psychotherapy training for practitioners who are 
interested in expanding their psychotherapeutic skills. 
This program is generally pursued by psychologists 
and social workers, but is open to physicians as well.

Los Angeles County-University of  
Southern California Medical Center,  
COPE Health Solutions, and the Camino  
de Salud Network
Physician chamPions facilitatE rhEumatology 

and cardiology rEfErrals

To find out why patients were overutilizing 
emergency department services, Los Angeles County-
University of Southern California Medical Center 
(LAC+USC) and the Camino de Salud network 
of community health centers hired COPE Health 
Solutions, a nonprofit health consulting firm. 

Finding that access to specialty care was a major 
obstacle for patients, COPE designed pilot programs 
in rheumatology and cardiology, two specialty areas 

that had particularly high wait times. The firm’s staff 
worked with community health centers to identify 
primary care physicians who were willing to undergo 
additional training to act as physician champions 
for their clinics’ patients. COPE also identified 
the rheumatology and cardiology specialists at 
LAC+USC who were open to developing an ongoing 
relationship with these primary care doctors in order 
to shift some specialty care to the community health 
centers. 

As part of their training, the physician champions 
spent several days in the specialty clinics in the 
county hospital to shadow specialists. The focus was 
on expanding skills in the diagnosis and management 
of common conditions in cardiology and 
rheumatology that are typically referred but could be 
handled by a primary care physician. 

Today, any rheumatology or cardiology referral 
within the Camino de Salud network must first 
pass through the physician champion, who provides 
feedback and recommendations to the referring 
doctor about next steps. The physician champion 
also meets weekly with the specialists to review 
cases. Once a month, the entire group of physician 
champions and consulting specialists meets to discuss 
progress and participate in continuing education. 

The impact of this arrangement is currently under 
evaluation as part of a separate California HealthCare 
Foundation project. Preliminary findings suggest 
that it is difficult to measure the number of referrals 
that were averted as a result of the program. One 
of the recognized benefits, however, is the personal 
access that primary care physician champions now 
have to specialists for consultation. The program is 
being examined to see how it can be made financially 
sustainable for primary care physicians and specialists 
alike, and how it can offer CME credit and other 
benefits to participants.
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Salud Family Health Centers 
rEtinoPathy scrEEning Program and 

colonoscoPy Program

Salud Family Health Centers (SFHC) is a network 
of federally qualified community health centers in 
Colorado that employs about 70 clinicians, including 
family physicians, physician assistants, and nurse 
practitioners. No specialist physicians are employed. 
Ninety percent of SFHC patients fall below 200 
percent of the federal poverty level. Beginning in 
2004, SFHC undertook initiatives to help patients 
in need of two types of specialty services that were 
difficulty to access — colonoscopy and retinal 
screening. Both programs were supported with grant 
funding.

To provide colonoscopies, SFHC requested that 
two family physicians receive training from a local 
gastroenterologist. The family physicians had prior 
experience in the procedure, but their training was 
insufficient for independent practice. SFHC built 
colonoscopy suites at two of their clinics. More 
than 200 colonoscopies are performed each year at 
these sites and an additional 600 are done at local 
hospitals. 

A retinal screening program for patients with 
diabetes began with SFHC Medical Director 
Tillman Farley, M.D., acquiring training in the use 
and interpretation of retinal photographs using a 
retinal camera; he went on to train other primary 
care physicians in the health centers. For the first 
three years of the program, 100 percent of the retinal 
photos were over-read by an ophthalmologist. After 
that, the interpretations were so consistent that the 
ophthalmologist’s involvement was no longer needed. 

Registrar System
A second model for expanding access to specialty 
care services is based on the British registrar system, 
which parallels the U.S. residency training system. 
In Britain, the registrars provide the bulk of medical 
training of all hospital and surgical specialties. 
Primary care physicians examine patients in 
specialty clinics under the supervision of a specialist. 
The primary care physician gains experience and 
competence in taking care of common conditions 
within a specialty and has ready access to the 
specialist for support. The supervising physician, in 
turn, gains additional time for treating patients with 
more complex or less common conditions. In time, 
this on-the-job training enables the primary care 
physician to expand access to care in a given specialty. 
Frequently, he or she assumes the role of first-line 
consultant physician for a hospital or clinic.

These primary care physicians, known as 
registrars, can then go on to train other general 
physicians. The following two examples interpret the 
British model in U.S. settings.

Contra Costa County Health System 
Primary carE Physicians train for broad rangE 

of ProcEdurEs

This public county health system, located in the 
San Francisco Bay Area, serves an urban/suburban, 
primarily underserved patient population and is 
home to a family medicine training program. Lack of 
access to specialty care had been a longstanding issue. 
In the early 1950s, the county developed a creative 
approach to this problem under the leadership of a 
military general surgeon, Dr. George Degnan. He 
had learned about the registrar system while stationed 
in England after World War II. 

Dr. Degnan established a two-year generalist 
residency program at the county hospital, in which 
he trained his generalist residents to become registrars 
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after graduation. They provided nearly all the 
specialty care throughout the entire health system 
in what was a rural county at that time. During his 
tenure with the hospital from 1950 to 1981, Dr. 
Degnan acted as an on-call physician backup to the 
generalist physicians who provided the majority 
of medical and surgical care. By 1991, former 
Degnan registrars were performing a wide range 
of procedures, including nephrectomies, major 
orthopedic procedures, and general surgery. “[It was] 
unusual only in that what was once a rural county 
had clearly become an urban/suburban one by the 
time I got here,” one Contra Costa County physician 
recalled.

The Contra Costa County registrar system 
remains vibrant today. Family medicine physicians 
provide a variety of specialty services within the 
hospital and its outpatient clinics, including 
noninvasive cardiology testing, dermatology, 
orthopedics and sports medicine, perioperative 
evaluation, urology with cystoscopy, colonoscopy, 
outpatient surgeries, gynecologic and reproductive 
health procedures, and pre- and postoperative 
care for neurosurgical patients. In addition, these 
physicians provide a full range of hospital care that 
includes ED staffing and treating ICU patients. They 
also perform a number of surgical procedures such as 
cesarean sections and hysterectomies.

Family physicians are full voting members of 
all major teaching departments: medicine, surgery, 
obstetrics and gynecology, pediatrics, emergency 
medicine, and family medicine. Family physicians 
chair the departments of emergency medicine 
and obstetrics and gynecology. Becoming a junior 
member of these registrar groups usually requires 
the completion of an informal fellowship of one 
to two years, during which senior members of 
the department or one of the limited number of 
specialists on staff provide backup.

University of Michigan 
collaboration bEtwEEn Primary carE  

and urology

The department of urology at the University of 
Michigan (UM) was experiencing significant 
difficulty in providing timely appointments for the 
evaluation of non-emergent, medical-based urologic 
conditions. The solution to the problem, which was 
widespread across southeast Michigan, grew out of a 
collaborative arrangement between the departments 
of urology and family medicine. As a result, three 
physicians in the department of family medicine 
now hold joint appointments in the department of 
urology.

Dr. Joel Heidelbaugh, a clinical assistant professor 
of family medicine, led the initiative. He learned that 
many referrals evaluated by the urologists were for 
medical issues that were non-emergent, nonsurgical, 
and did not require a urologist’s technical skills. 
Furthermore, specialists who practice in academic 
medical centers are usually subspecialized in narrower 
fields, such as prostate disease or incontinence. It may 
not be evident to referring primary care providers 
which urologist a patient should see. 

Dr. Heidelbaugh worked closely with the urology 
faculty to develop dedicated teaching sessions and 
clinic shadowing under supervision by UM faculty 
urologists for family medicine practitioners. In 2008, 
he and two other family physicians began seeing one 
patient per week, on a referral basis, in designated 
primary care urology clinics. In this capacity, they 
serve the function of general urologists, fully trained 
to evaluate and treat a wide variety of common 
conditions. By serving as the first point of contact, 
these physicians have been able to expand the 
urology clinic’s patient capacity. Patients who require 
non-emergent procedural or surgical evaluation are 
fast-tracked to a urologist and receive the necessary 
intervention within one to two weeks. 
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The clinics also provide an opportunity for 
interval follow-up of urologic conditions. Many 
patients who self-refer to the primary care urology 
clinics did not initially have primary care providers. 
This venture has allowed for improved access to a 
designated patient-centered medical home for them. 

The UM family physicians have also developed a 
teaching curriculum to augment the often-minimal 
training in urologic conditions encountered in 
medical school and family medicine residencies.  
Dr. Heidelbaugh is creating a teaching tool based on 
interactive multimedia to help students and residents 
understand the appropriateness of specialty referral 
from primary care.

Innovative CME
A third model is a program that resembles traditional 
CME but is more thorough, offers hands-on training, 
and often provides follow-up mentorship.

The National Procedures Institute
hands-on training in officE-basEd ProcEdurEs

Started by Dr. Jack Pfenninger, a Michigan family 
physician, the National Procedures Institute (NPI) 
has grown from its local roots to become a national 
program. The for-profit institute holds approximately 
100 courses in cities throughout the U.S. that are 
attended by 3,000 to 4,000 clinicians each year. 
Dr. Pfenninger began the program 18 years ago as 
a way to offer his patients a wide variety of services 
at a relatively low cost. Generalists receive hands-
on training during the one-to-three-day workshops 
in office-based procedures, such as skin biopsy, 
laceration repair, colposcopy, stress testing, fracture 
care and casting, and office ultrasound. The most 
frequently attended courses are in dermatology 
procedures, endoscopy, and hospital-based 
procedures training.

Although the NPI does not offer formal 
mentoring after the courses, instructors regularly 
answer phone calls and emails from attendees. Dr. 
Pfenninger also has frequently mentored physicians. 
He believes that patient satisfaction improves when 
more services are offered locally. Many family 
physicians similarly wish to perform specialized 
procedures but are hampered by a lack of sufficient 
role models to train them. Dr. Pfenninger cites as 
barriers to training the resistance of certain specialists 
and the restrictions that insurance companies 
place on generalists despite their demonstrated 
competence. 

The American Society of Colposcopy and 
Cervical Pathology 
in-dEPth focus on colPoscoPy

The American Society of Colposcopy and Cervical 
Pathology offers a structured series of seminars and 
credentialing processes aimed at building competency 
in colposcopy for primary care physicians, nurse 
practitioners, and physician assistants. Colposcopy is 
a technique for identifying cervical abnormalities and 
performing biopsies upon evaluating an abnormal 
Pap smear. 

After attending a four-day training session 
and completing a pre- and post-test, clinicians 
are assigned to a local mentor colposcopist. The 
colposcopist will supervise them as they perform 
25 colposcopies, including three with findings 
of advanced cervical pathology. After clinicians 
complete the monitored cases satisfactorily, they 
are eligible to sit for the Colposcopy Mentorship 
Program examination, which is also available to 
physicians who complete an equivalent training in 
residency. Also offered is an advanced level of training 
and corresponding exam. This CME is organized 
around a structured curriculum with an experiential 
component to reinforce skills and a standardized 

http://www.npinstitute.com
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assessment of competency. More information is 
available at the society’s Web site (www.asccp.org). 

Interactive Referral Guidelines
A fourth model employs the use of interactive referral 
guidelines to assist the decisionmaking of both 
primary care physicians and specialists in improving 
the efficiency of the referral process. Guidelines are 
established by group consensus to guide the primary 
care physician in initial diagnosis, management, 
and appropriate pre-referral workup and to provide 
criteria for discharge from the specialty clinic and 
return to primary care. 

Madigan Army Medical Center 
Publicly availablE rEfErral guidElinEs

The referral guidelines for the Madigan Army 
Medical Center (MAMC) in Tacoma, Washington, 
were developed in the late 1990s in response to 
growing concern over access to care in certain 
specialties. A referral guidelines committee was 
developed as an offshoot of existing committees for 
drafting and disseminating clinical and treatment 
guidelines. Specialist physicians were asked to 
develop specialty- and condition-specific guidelines. 
Primary care physicians were involved in drafting the 
criteria for return of patients to primary care. 

These guidelines are available for public use 
through the MAMC Web site. The intention is that, 
by accessing and reviewing these guidelines online, 
patients can save themselves unnecessary visits to 
the medical center’s ED. Currently, the site features 
more than 200 guidelines covering 36 specialties, and 
more are under development. Many include links 
to evidence-based guidelines for clinical care and 
treatment developed within MAMC or from the U.S. 
departments of Veterans Affairs and Defense. Patient 
education information is often embedded in the 
guidelines, which are available as simple text-based 

documents that can be printed for review. They can 
be accessed at www.mamc.amedd.army.mil/referral/
guidelines/index_rgsp.htm. 

MAMC intends to revise the guidelines as 
necessary at least every three years. Guideline use 
is voluntary and there is no penalty for failing to 
follow recommendations. There has not been a 
formal assessment of the impact of the guidelines on 
changing referral patterns or decreasing wait times 
for specialty care. However, the guidelines have been 
useful in the education of residents and medical 
students, according to Col. Diane Flynn, M.D., chair 
of the guidelines committee. 

Cook County Health and Hospitals System
intEractivE dEcision trEEs for Each sPEcialty

In the late 1990s, the Cook County Health and 
Hospitals System (CCHHS) in Illinois developed the 
first Internet-based specialty and diagnostic services 
referral system in response to increasing wait times 
and backlogs in specialty care. The prior paper-based 
system was highly inefficient: Patients often waited 
months for appointments with specialists. There 
were no data on the demand for services or the 
capacity within the specialty clinics, and physicians 
were often unaware of the range of services available. 
Misdirected referrals caused additional problems.

The Internet Referral Information System (IRIS) 
was developed to streamline the referral process 
for the CCHHS, which includes three hospitals, 
a network of ambulatory health centers, health 
services at the county jail, and the CORE Center 
that offers outpatient care for infectious disease. In 
addition, some FQHCs have access to the system. 
IRIS is designed to be used by a physician, physician 
assistant, or nurse practitioner. For each specialty, 
the clinician is led through an interactive decision 
tree that asks questions about the desired services, 
diagnostic workup already completed, and response 

http://www.asccp.org
http://www.mamc.amedd.army.mil/Referral/guidelines/index_rgsp.htm
http://www.mamc.amedd.army.mil/Referral/guidelines/index_rgsp.htm
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of the patient to initial management suggestions. The 
process of working through the decision tree also 
serves as an educational tool.

IRIS has three main functions: 

It ensures that the referring clinician consults the   

appropriate specialist by automatically shifting 
to the proper clinic based on the algorithm being 
accessed. 

It ensures that the appropriate preliminary   

workup for a particular condition has been 
completed (or is in process) so that the results are 
available to the specialist. 

It can guide the physician in the proper   

initial evaluation and management of certain 
conditions. For example, if a referring physician 
has diagnosed an enlarged prostate, the system 
will only allow the referral to proceed if the 
patient is experiencing symptoms (based on a 
widely used scale) that are not relieved by initial 
medical management. When a referral is rejected, 
the physician has the option of advocating why a 
particular patient’s case should be reconsidered. 
Patients are notified of appointments using an 
automated phone messaging system.

With IRIS the referral network capacity has 
expanded by about 20 to 25 percent. Wait times, 
on average, are now two to three weeks rather than 
months. Referring physicians are informed when 
their patients have been granted appointments and 
when the patient could not be reached or declined 
the appointment. Data regarding backlogs is available 
on the Web site and can be accessed by the specialty 
and primary care clinics. This information has been 
used to support grant requests to hire additional staff 
to meet such areas of high need as mammography 
and the evaluation of abnormal cervical cancer 
screening tests.
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IV. Discussion
making aCCess to speCialty Care more  
effective and efficient is an important part of 
ameliorating the nation’s health care problems, 
including growth in the uninsured population (nearly 
46 million),50 and rising per capita spending in 
percent of GDP. 51 A low ratio of primary to specialty 
care physicians and inappropriate and ineffective use 
of care are cited as factors driving this increase in 
expenditure.52

Each of the four models presented in this report 
offers a potential solution that is consistent with the 
goals of the patient-centered medical home, which 
has been proposed as a model for improving the 
delivery of health care services through the creation 
of a strong base of primary care across the nation.53 

The primary care physician has the unique ability 
to coordinate care through an integrated knowledge 
of patients’ individual needs and preferences, the 
resources available in the community for both 
specialty and ancillary medical services, and 
population-based issues such as preventive care.54 
It is this role of the primary care physician — to 
provide care within the medical home and to refer as 
appropriate — that might ultimately expand access to 
specialty care through a more rational use of health 
services.55

Although the models differ in structure, four 
themes emerge as key in the development projects to 
expand access to specialty care: local responsiveness, 
direct availability of diagnostic and imaging services 
in primary care, relationship building with specialists, 
and use of management and referral guidelines.

Locally Responsive Solutions
Most of the models were developed as a unique 
response to local conditions and to meet the needs of 
a specific patient population; they are not top-down 
state or national initiatives. Improving specialty care 
access in a particular locale must take into account 
payer mix, specialist supply, distance to specialty care 
(geographic distance and travel time), local primary 
care scope of practice, and patient factors, such as 
the availability of transportation, primary language, 
health literacy, and health status.

Relationship Building
It is important that primary care physicians develop 
a positive personal relationship with a network of 
specialists on whom they can depend for quick 
and informal consultation and advice. With such a 
network in place, a practitioner can avoid wasting 
a valuable clinic visit slot on an issue that might 
be easily resolved with a brief phone or email 
conversation. For many rural physicians, these 
networks are built out of necessity, as specialty care 
is often located hundreds of miles away.56 For urban 
and suburban physicians, the availability of phone 
consultation is likely dependent on the nature of each 
individual physician’s referral network and personal 
relationships with consulting physicians. 

Primary care physicians who work within a large 
health organization or academic medical center are 
likely to benefit from informal access to specialists. 
According to a large national study, a community 
health center’s affiliation with a medical school or 
hospital improves a patient’s access to specialty care.57 

However, some physicians who practice in stand-
alone community health centers have expressed 
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feeling isolated with few on-call resources available 
to answer questions regarding diagnosis and 
management outside of a formal referral.58

Direct Access to Diagnostic and  
Imaging Services
The availability of diagnostic testing and imaging 
services is a separate but related issue that is equally 
important to a primary care physician’s ability to 
care for patients.59 Having direct access to these 
services provides primary care physicians with tools 
to provide better patient care and reduce the need for 
some specialty referrals. 

In some systems of care, for example, a primary 
care physician may order a colonoscopy, cardiac 
echocardiography, or stress testing directly and 
interpret and manage the results in the same way 
he or she might address the results of an x-ray or 
CT scan. The physician then can make referrals for 
specialty care only in those cases where an abnormal 
test result requires a higher level of intervention. 
In other systems, obtaining access to these types of 
diagnostic testing requires the patient to have two 
potentially unnecessary visits with a specialist (one to 
order the test; one to interpret normal test results), 
in addition to the appointment for the actual test. 
This represents an inefficient use of scarce specialty 
resources.

Referral and Management Guidelines
In the proper context, a system that incorporates 
guidelines for pre-appointment management 
and diagnosis has the potential to improve access 
to specialty care for patients, while it empowers 
primary care physicians to appropriately manage 
patients in their home clinic. A study of a guideline 
implementation for a low back pain program showed 
that referrals to specialty care were more accurate, 

patients expressed a high level of satisfaction, and an 
estimated $400,000 per year was saved.60 

The success of IRIS in Cook County relies almost 
entirely on patient care guidelines embedded in 
the system. These have led to reduced waitlists and 
backlogs for care in most specialties, while improving 
the rate of appropriate referrals (right level, right 
specialty, sufficient pre-visit workup).61 The process 
of developing guidelines jointly by primary care and 
specialty physicians is important because it builds 
relationships and improves communications while 
allowing primary care physicians to extend the scope 
of their evaluations and treatments. 

An issue to consider in the use of referral 
guidelines is whether they are applied equally to 
all patients. Experience has shown that uninsured 
patients may be referred to specialists based on one 
set of criteria and patients with insurance — for 
whom there are more readily available options — may 
be referred based on different criteria. It is unclear 
whether the use of different referral criteria results 
in different health outcomes for uninsured patients. 
This is an area deserving of evaluation.
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many of tHe pHysiCians wHo Have implemented these 
programs described barriers to improving access to specialty care. 

First, the strong tradition of solo practice in the United States is 
a potential barrier to implementing these models. Even within group 
practices, patients are rarely cared for by a team of physicians. Rather, 
each patient “belongs to” an individual physician who has his own 
referral network, level of experience, and decision framework for 
determining at what point to make a referral. Implementation of the 
models requires a team-oriented approach in which the group agrees 
to certain referral and consultation guidelines, and some physicians 
are willing to act as champion experts in a certain content area, while 
others are expert in other conditions.

Second, not all primary care physicians are interested in expanding 
their scope of practice. Researchers who interviewed community 
health center physicians in Chicago found that some physicians 
consider themselves to be “done with training” and prefer to maintain 
their current scope of practice and referral patterns rather than take on 
new challenges. Other clinicians said time and productivity pressures 
lessen their interest in performing additional procedures.62 Some 
physicians feel that the existing scope of practice demanded of them is 
already too broad and would rather limit than expand it.63

Furthermore, there are few national or regional certifications 
available as a mark of competence for primary care physicians who 
expand their skills. Primary care physicians who want to perform 
procedures in hospitals often experience difficulty gaining permission 
from hospital staff and administration. Although the American 
Academy of Family Physicians has issued a position statement64 
that advocates for credentialing to be based on competency and 
experience, hospitals often require completion of specific types of 
residency or fellowship training as a prerequisite for permission to 
practice certain procedures. 

This same tradition often dictates community standards of care, 
which could increase the risk of successful malpractice challenges 
to a primary care provider who attempts to expand his or her scope 
of care. Many of the interviewed physicians recognized malpractice 

Many of the physicians who 

have implemented these programs 

described barriers to improving  

access to specialty care. 

V. Barriers to Implementation 
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as a potential risk, but were more concerned with 
improving their patients’ access to needed care.

The current U.S. reimbursement model inhibits 
expanding the scope of primary care practice. In 
order to reconfigure interactions between primary 
care and specialty physicians in a way that is 
sustainable beyond pilot projects, it will be necessary 
to appropriately compensate primary care and 
specialist physicians and their organizations for their 
time and resources. For example, while it might 
be less resource intensive to employ a specialist to 
oversee the care provided by multiple primary care 
physicians via case conference or other means, the 
specialist must be adequately compensated for his or 
her time.

Finally, the solutions proposed in this report are 
targeted to an underserved setting where the supply 
of patients in need of a particular type of specialty 
care significantly exceeds the availability of specialists 
willing and able to meet that demand. The solutions 
discussed above hinge on maintaining care in the 
primary setting with specialist support for a number 
of conditions that might effectively reduce referrals 
to specialists. It is uncertain whether the proposed 
solutions would be appealing in a more general 
private-practice setting, where a reduction in referrals 
to specialists might adversely affect practice income.
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VI. Conclusion
aCCess to speCialty Care, espeCially 
for the poor and underserved, is an issue of critical 
national importance. As health care dollars tighten 
and more Americans become uninsured, expanding 
and improving primary care resources and reserving 
expensive specialty resources for patients with 
complex or rare disorders will grow increasingly 
important. Change requires recalibrating the 
roles of primary care and specialty physicians and 
determining the boundaries of care. Innovative 
solutions such as telemedicine are already meeting 
patient needs outside of the traditional model of 
a face-to-face visit with a specialist. Some of what 
is currently being accomplished in initial specialist 
visits might be achieved more efficiently within 
the primary care home through the use of referral 
guidelines; consultation with specialists via case 
meetings, phone calls, and emails; and the expanded 
training of primary care physicians to provide more 
procedural services.

At the individual community level, solutions 
may require health centers that care for the poor 
to examine how they build referral networks to 
meet patient needs. Rather than simply identifying 
specialty physicians willing to see patients for office 
visits, it may be more efficient to seek out specialists 
who are willing to serve in a more consultative 
capacity. By creating close and collegial relationships 
with specialty physicians, community health 
centers might work out referral protocols, hold case 
management sessions, and establish information-
sharing agreements to enable communication of pre-
referral workups as well as recommendations by the 
specialist for further diagnosis and management.

The interface between primary care and specialty 
care is an area ripe for research. Topics in need of 
exploration include:

Evaluation and dissemination of model programs;  

Patient perspectives;  

Defining appropriate consultations through   

joint efforts among primary and specialty care 
physicians and explicitly teaching these in 
medical school and residency; and

Quality measures.  

All of the models for expanding the scope of 
primary care physicians and improving the efficiency 
of the specialty referral process have the potential 
for improving patients’ access to specialty care. But 
further work and evaluation is necessary to develop 
programs that deliver specialty care appropriately and 
effectively.
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