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ABSTRACT

BACKGROUND: Despite national primary care access
challenges, some women receive primary care from both
general medicine and obstetrics-gynecology (ob/gyn).
The extent and potential implications of this phenom-
enon are unclear.

OBJECTIVE: To evaluate primary care use among US
women and identify characteristics and service receipt
associated with visits to both general medicine (e.g.,
general internal medicine, family medicine, pediatrics,
geriatrics) and ob/gyn.

DESIGN: Retrospective descriptive study using 2012,
2017 and 2022 data from the nationally representative
Medical Expenditure Panel Survey.

PARTICIPANTS: Non-pregnant women aged
19-85 years.

MAIN MEASURES: Visit pattern (visits to general medi-
cine only, ob/gyn only, both, another specialty only, no
visits), usual source of care, service receipt.

KEY RESULTS: Of 9,297 respondents
(weighted =125,485,789), 29.2% reported no usual
source of care in 2022; 20.3% had no visits in 2022,
an increase from 18.9% and 18.2% in 2012 and 2017,
respectively (p-value=0.03). Most 2022 respondents
(53.8%) saw general medicine only, 3.4% saw ob/gyn
only, 10.4% saw both, and 12.0% saw another specialty
only. Among women who saw both specialties, 65.4%
reported a general medicine clinician and 2.1% reported
an ob/gyn clinician as their usual source of care. In
multivariable models, compared to those with other
visit patterns, women who saw both specialties had
higher education levels (adjusted relative risk (aRR) 2.48
(95% CI 1.49, 4.13) for master’s/doctorate degree vs.
no degree) and were more likely to have insurance (pri-
vate, public, Medicare) vs. no insurance (aRR 4.89 (2.47,
9.67), 4.21 (2.00, 8.88), 3.81 (1.61, 9.02), respectively).
Seeing both specialties was associated with higher rates
of potentially low-value lab testing and imaging, and
both guideline-discordant and guideline-concordant
Pap smears and mammograms.

CONCLUSIONS: One-fifth of nonpregnant adult women
had no visits in 2022, while 10% received primary care
from two sources, suggesting gaps and redundancies in
primary care that could exacerbate access limitations
and widen health inequities.
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INTRODUCTION

Primary care—comprehensive, longitudinal care that includes
health maintenance, disease prevention, and management of
acute and chronic conditions—is associated with improved
health outcomes and reduced health care spending.'”> While
adult primary care is most often provided by clinicians spe-
cializing in family medicine or general internal medicine
(hereafter, “general medicine”), many adult women may also
or instead see an obstetrics-gynecology (ob/gyn) clinician
for both reproductive care and for non-reproductive primary
care needs.” These women may seek primary care from both
general medicine and ob/gyn outside of pregnancy or with-
out need for specialized gynecologic care, for example by
having routine annual check-ups with both sources. This may
result from perceived societal norms, personal preferences,
or perceived or actual lack of provision of routine gyneco-
logic or reproductive health services from general medicine
clinicians.’

Women’s sources of primary care, in turn, influence the
services they receive and have broader implications for pri-
mary care access in the United States.>"!! Women who see
both general medicine and ob/gyn for primary care may
experience care fragmentation, redundant services, and
increased out-of-pocket costs (e.g., if their insurance is billed
for two annual visits/year but only covers one/year).'>"!’
Duplicate routine visits also consume limited capacity in
primary care as well as for specialized ob/gyn services.'82*
This is concerning given the declining number of clinicians
entering and remaining in primary care specialties,”>? the
growing shares of Americans without a primary care physi-
cian,”’?® and increasing wait times for both general medicine
and ob/gyn.?’ Studies using data from the 1990 through
2015, largely inclusive of pregnant women, found that up
to a third of women received regular care from both general
medicine and ob/gyn clinicians, > and that this choice
was associated with factors such as patient age, educational
attainment, geographic location, and health insurance. But
the extent of this phenomenon among nonpregnant women
and in recent years remains unclear.
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We used nationally representative survey data to deter-
mine primary care use patterns among nonpregnant adult
women in the United States and identify patient characteris-
tics that may be associated with having visits to both general
medicine and ob/gyn clinicians. We also examined services
received by visit pattern (i.e. the types of specialties seen in
the year) to understand differences in use of potentially high
and low-value care.

METHODS

Review for this study was waived by the Mass General
Brigham institutional review board because patient data were
non-identifiable.

Data Source

We used data from the 2012, 2017, and 2022 Medical
Expenditure Panel Survey (MEPS), a large, annual, nation-
ally representative sample of the US civilian nonincarcer-
ated population. The survey is conducted by the Agency for
Healthcare Research and Quality and captures individuals’
and households’ use of health services, insurance cover-
age, and medical expenditures in the US from five rounds
of interviews over a two-year period.>® We used the sur-
vey file for patient sociodemographic variables and health
conditions, and the MEPS outpatient visit and office-based
provider visit event files for self-reported in-person and tel-
ehealth visits (Appendix 1).

Study Cohort

We included women (self-reported sex “female” in MEPS)
who were ages 19-85 as of December 31 st of the survey
year. We excluded women who were pregnant in the calendar
year (i.e.,> 0 pregnancy-related visits).

Measures

Our primary measure was visit pattern in the study year,
defined by provider specialty. We first grouped visits
into three specialty categories: “General medicine visits”
included those with family physicians, general practitioners,
general internists, pediatricians, and geriatricians. Because
MEPS does not include specialty information for osteopathic
physicians (DOs), nurse practitioners (NPs), or physician
assistants (PAs), and these clinicians are much more likely
to work in general medicine specialties than in ob/gyn,>*-¢
they were also included in this category. “Ob/gyn visits”
included those by ob/gyn physicians and midwives. In a
sensitivity analysis, we included visits with DOs, NPs, and
PAs in the ob/gyn category. “Other visits” included those by
all other specialties and visits for which the patient did not
identify a specialty. In an additional sensitivity analysis, we

examined internal medicine and family medicine clinicians
separately.

We then grouped respondents into one of five mutually
exclusive and comprehensively exhaustive visit patterns: 1)
visits with general medicine but not ob/gyn, 2) visits with
ob/gyn but not general medicine, 3) visits with both general
medicine and ob/gyn, 4) visits with other provider types only
(but none to general medicine or ob/gyn), and 5) no visits.

We considered limiting analyses to the self-reported
“general check-up” visit type, which theoretically typifies
routine primary care. However, validation checks suggested
that this visit type was neither sensitive nor specific for rou-
tine primary care (i.e., services such as vaccinations and
mammograms were offered across visit types) (Appendix 2,
Table S1). Therefore, we included all outpatient and office-
based visits in our main analyses and then limited to “general
check-up” visits in a sensitivity analysis.

Secondary measures included respondents’ usual source
of care and the specialties of usual source of care pro-
viders. Finally, we examined four categories of services
received: “Potentially low-value services,” with low-value
defined as offering limited/no clinical benefit despite poten-
tial for harm:>’ lab testing, imaging (MRI, CT, ultrasound,
and x-ray), and EKG offered at a visit. While MEPS does
not include clinical details to adjudicate appropriateness of
these tests, evidence-based guidelines recommend against
certain routine lab tests (e.g. CBC, CMP),*® imaging (MRI,
CT, ultrasound, and x-ray, in specific clinical scenarios),”> !
and screening EKGs in healthy, asymptomatic patients.*?
“Likely high-value services” were vaccinations offered at
a visit. “Guideline-concordant cancer screening” included
self-reported receipt of Pap smear in the past 5 years among
women ages 26—69 and mammogram in the past two years
among women ages 40—74.%* “Guideline discordant cancer
screening” included Pap smear receipt in the last 5 years
among women aged > 70 without prior cervical cancer and
mammogram receipt among women aged > 75 without prior
breast cancer.*>**

Patient characteristics included age, race and ethnicity,
census region of residence, marital status, highest degree
of education, family income as a percent of federal pov-
erty level, insurance coverage, perceived health status, and
multimorbidity.

Statistical Analysis

For 2022 survey respondents, we described the number and
survey-weighted proportion of women with each visit pat-
tern overall and stratified by age group. We compared the
proportions with those responding to the 2012 and 2017
surveys using chi-squared tests to assess trends over time.
We reported the survey-weighted percentage of patients who
reported a usual source of care and the specialty of their
usual source of care provider overall and among those with
visits to both general medicine and ob/gyn.
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We examined visit patterns across patient characteristics
and performed chi-squared tests to determine whether each
characteristic was associated with having visits with both ob/
gyn and general medicine vs. other visit patterns. We used
a multivariable log-binomial regression including the above
characteristics to estimate the adjusted relative risk of see-
ing both specialties (primary model). We used chi-squared
tests to compare the previously described categories of ser-
vices received among respondents with each visit pattern.
For likely high-value and potentially low-value services, we
stratified by age group. We also examined potentially low-
value services among women aged 19—44 without chronic
conditions, for whom the examined services had even higher
potential to be of low-value (given fewer testing indications).

Using survey analysis in R(v4.3.1), we weighted the
analyses at the respondent level and accounted for MEPS
survey stratification and clustering such that the results were
nationally representative. We used complete case analysis
since missingness was rare (< 1.3% across variables). We
accounted for multiple comparisons in primary model results
using Holm-Bonferroni correction. All other statistical tests
were conducted at the two-sided 0.05 significance level.

RESULTS
Primary Care Visit Paitern

In 2022, 9,297 non-pregnant adult women ages 19-85 were
surveyed, representing 125,485,789 US women in weighted
analyses. Of these, 1,787 (20.3%) had no visits in 2022, an
increase from 18.9% and 18.2% in 2012 and 2017, respec-
tively (Table 1). Among younger women (aged 19-44),
31.4% had no visits in 2022, an increase from 27.8% in 2012
and 27.8% in 2017, respectively (Table S2).

In 2022, 7,510 survey respondents (weighted 79.7%)
had > 1 visit. Ten percent (10.4%, 896) of all respondents had
visits with both general medicine and ob/gyn, 5,281 (53.8%)
saw general medicine only, 251 (3.4%) saw ob/gyn, and
1,082 (12.0%) saw another specialty only (Table 1). Among
women who saw a general internist, 20.7% also saw ob/gyn;
among those who saw a family practice physician, 13.9%
also saw ob/gyn. Compared to 2012 and 2017, the proportion

of women seeing both specialties declined slightly, the pro-
portion seeing ob/gyn declined, and the proportion seeing
other specialties only increased.

In the sensitivity analysis treating all DOs, NPs, and PAs
as ob/gyn, we found an upper bound of 23.7% of women see-
ing both general medicine and ob/gyn in 2022, with slightly
lower shares in 2012 and 2017 (Table S3). In the sensitiv-
ity analysis limited to self-reported general check-up visits,
5,687 (59.1%) of women reported at least one general check-
up in 2022; 467 (5.3%) had a general check-up with both
general medicine and ob/gyn (Figure S1; Table S4).

Usual Source of Care

Among all women in the 2022 cohort, 29.2% did not report
a usual source of care, as compared to 21.8% in 2017 and
20.2% in 2012. In 2022, among the 70.8% who reported
a usual source of care, these included general medicine
(50.9%), ob/gyn (0.7%), and other or unspecified specialties
(19.2%). Among women with a male general medicine pro-
vider as their usual source of care, 12.5% had visits with both
specialties; among women with a female general medicine
provider as their usual source of care, 14.1% had visits with
both specialties.

Of women who had visits with both general medicine and
ob/gyn in 2022 (n=896), 15.1% did not report a usual source
of care, 65.4% reported a general medicine provider, 2.1%
reported an ob/gyn provider, and 17.4% reported another
specialty or did not specify.

Patient Characteristics by Visit Pattern

In unadjusted analyses, women who saw both specialties
were more likely to be younger, non-Hispanic White or non-
Hispanic Black, live in the Northeast, be married, have a
bachelor’s degree or higher, have higher income, and have
private health insurance (Table 2). In multivariable analysis,
significant predictors of seeing both specialties were having
a master’s/doctorate degree vs. no degree (adjusted Relative
Risk (aRR) 2.48 [95% CI 1.49, 4.13]), and having health
insurance (including private insurance, public insurance,
and Medicare) vs. no insurance (aRR 4.89 [95% CI 2.47,
9.67], 4.21 [95% CI 2.00, 8.88], and 3.81 [95% CI 1.61,

Table 1 Primary Care Visit Pattern by Physician Specialty in 2012, 2017 and 2022

Physician specialty 2012 2017 2022 P-value’
n=13977 (%)* n=11944 (%)* N=9297 (%)*

Both general medicine and ob/gyn 1219 (11.8) 1213 (11.9) 896 (10.4) 0.03

General medicine only 6695 (54.1) 6438 (55.1) 5281 (53.8) 0.40

Ob/gyn only 673 (5.2) 445 (4.2) 251 (3.4) <0.001

Other provider only 1318 (9.9) 1194 (10.7) 1082 (12.0) 0.002

No visits 4072 (18.9) 2654 (18.2) 1787 (20.3) 0.03

* Absolute number and weighted percent of survey participants within each visit pattern

p-values from chi-squared tests with Rao & Scott’s second-order correction
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Table 2 Patient Characteristics by 2022 Visit Pattern
Both general General medi- Ob/gyn only  Other provider No visits (%)  Total (%)* P-value® Multivari-
medicine and  cine only (%)" (%) only (%)" ate aRR of
ob/gyn (%)* seeing both
general
medicine
and ob/gyn
(95% CD)"
N=12,948,225 N=67,701,198 N=4,087,471 N=15,235,089 N=25,513,806 N=125,485,789
Age <0.001
Age 19-44 11.8 38.2 5.0 13.6 314 434 1.81 (1.02,
3.22)
Age 45-64 11.6 57.7 29 12.3 15.5 33.0 1.51 (0.88,
2.60)
Age > 65 6.3 77.2 1.1 8.7 6.6 23.6 Ref
Race/ 0.02
ethnicity
Non- 114 59.7 33 11.9 13.6 61.0 1.16 (0.89,
Hispanic 1.50)
White
Non-His- 11.1 48.0 4.1 10.0 26.7 12.6 1.25 (0.94,
panic Black 1.67)
Non-His- 7.3 46.6 2.1 18.8 25.3 6.9 0.62 (0.39,
panic Asian 0.99)
Non-His- 8.6 51.9 3.6 152 20.6 2.8 0.97 (0.49,
panic other 1.93)
Hispanic 7.9 40.0 3.6 10.6 379 16.7 Ref
Region 0.004
Northeast 13.5 50.7 4.7 11.6 19.5 17.6 1.35 (1.08,
1.68)
Midwest 11.0 60.1 2.7 11.6 14.6 20.2 1.16 (0.95,
1.42)
West 9.5 52.8 3.0 14.2 20.5 232 1.04 (0.83,
1.30)
South 9.3 52.6 34 11.1 23.6 39.0 Ref
Marital 0.005
status
Married 11.9 55.0 4.3 11.7 17.0 48.3 0.93 (0.75,
1.14)
Never mar- 9.2 39.3 35 14.0 34.1 26.3 0.80 (0.60,
ried 1.07)
Widowed, 8.9 66.7 1.5 10.5 124 25.4 Ref
divorced or
separated
Highest <0.001
degree of
education
High school 7.4 54.8 2.5 11.7 23.6 41.6 1.22 (0.75,
diploma/ 1.99)
GED
Bachelor’s 14.3 53.6 52 11.9 15.0 23.0 2.03 (1.24,
degree 3.33)
Master’s/ 17.9 53.1 5.7 10.7 12.6 14.5 2.48 (1.49,
doctorate 4.13)*
degree
Other degree 9.4 59.3 22 12.6 16.4 12.0 1.41 (0.84,
2.39)
No degree 4.9 45.8 1.2 13.6 34.5 8.9 Ref
Missing ()1 56,902 578,107 13,872 330,490 550,975 1,530,346
Family <0.001
income as
% of pov-
erty line
<100% 6.6 52.2 2.9 12.1 26.1 11.7 Ref
100%—199% 6.5 56.9 3.0 10.6 23.0 15.6 0.93 (0.66,
1.31)
200%-399% 9.7 533 2.4 11.6 23.0 29.3 1.13 (0.79,
1.62)
>400% 13.3 53.5 43 12.8 16.0 433 1.24 (0.85,

1.81)
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Table 2 (continued)

Both general General medi- Ob/gyn only  Other provider No visits (%)"  Total (%)* P-value!  Multivari-
medicine and  cine only (%)" (%) only (%)" ate aRR of
ob/gyn (%) seeing both
general
medicine
and ob/gyn
(95% CI) "
N=12,948,225 N=67,701,198 N=4,087,471 N=15,235,089 N=25,513,806 N=125,485,789
Insurance <0.001
coverage
Age <65 13.7 49.1 4.5 134 19.4 55.1 4.89 (2.47,
with private 9.67)%
insurance
or age > 65
with non-
Medicare
insurance
Age <65 8.2 46.7 3.7 11.2 30.1 13.8 4.21 (2.00,
public 8.88)*
insurance
Age >65 6.6 76.7 1.1 8.9 6.7 25.0 3.81 (1.61,
Medicare 9.02)*
Uninsured 2.0 19.0 2.0 14.4 62.6 6.1 Ref
Perceived health status
Excellent/ 10.7 514 3.6 12.5 21.8 86.6 0.20 0.94 (0.71,
very good/ 1.26)
good
Fair/poor 9.0 69.2 2.0 8.9 10.9 13.4 Ref
Missing ()1 8,280 335,328 0 60,169 45,982 449,759
Multimor- 0.08
bidity
>2 chronic 9.6 73.9 14 8.5 6.7 33.1 1.14 (0.96,
conditions 1.35)
<2 chronic  10.9 43.9 44 13.7 27.0 66.9 Ref
conditions
Missing )1 0 51,917 0 5,702 102,749 160,367

Abbreviations: aRR, adjusted relative risk; GED, general education development

*Significant with Holm-Bonferroni correction
TWeighted row percentages

*Weighted column percentages

SP-values for the association between each patient characteristic and the “Both general medicine and ob/gyn” pattern vs. all other visit patterns

using chi-squared test with Rao & Scott’s second-order correction

aRR with 95% CI were calculated from a multivariable log binomial regression model, with outcome variables of visits with both general medi-
cine and ob/gyn providers. Regression included age, race/ethnicity, region, marital status, family income as a percent of the poverty line, insurance
coverage, perceived health status, and an indicator for multimorbidity (>2 chronic conditions including heart disease, high cholesterol, hyperten-

sion, stroke, cancer, diabetes, asthma, emphysema)

TWeighted number of missing observations

9.02], respectively). In the sensitivity analysis limited to
self-reported general check-up visits, women who saw both
general medicine and ob/gyn were more likely to live in the
Northeast vs. South (aRR 1.68 [95% CI 1.26, 2.25]) and to
have private health insurance vs. no insurance (aRR 6.40
[95% CI2.23, 18.35]) (Table S5).

Services Received by Visit Pattern

Women who had visits to both general medicine and ob/gyn
in 2022 were generally more likely to receive lab testing and
imaging overall (Table 3), across all age groups, and spe-
cifically among younger women without chronic conditions

(Table S6). Women who saw both specialties and those who
saw general medicine alone had higher rates of EKGs and
vaccinations than others. Women who saw both specialties
or ob/gyn alone were more likely to receive guideline-con-
cordant cervical cancer screening (96.0% and 90.5%, respec-
tively) and mammograms (95.9% and 95.3%, respectively)
than others. Women who saw both specialties or ob/gyn
alone were also more likely to receive guideline-discordant
cervical cancer screening (77.7% and 88.3% respectively, vs
31.3% for general medicine alone) and guideline-discordant
breast cancer screening (95.0% and 81.3% respectively vs.
51.4% for general medicine alone) (Table 3). Results for
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Table 3 Service Receipt by 2022 Visit Pattern

Service Receipt (%) Both general medicine and General medicine Ob/gyn only Other provider only P-value*
ob/gyn only

Potentially low-value services

Lab test 88.0 73.3 61.2 27.7 <0.001

Imaging 46.2 35.8 25.8 18.5 <0.001

EKG 12.5 12.9 39 5.4 0.30

Likely high-value services’

Vaccines 30.3 29.6 10.3 16.6 0.02

Guideline-concordant cancer screening

Pap smear* . 96.0 74.1 90.5 73.3 <0.001

Mammogram® 95.9 82.2 95.3 66.7 <0.001

Guideline-discordant cancer screening

Pap smear? 77.7 31.3 88.3 22.7 <0.001

Mammogram® 95.0 51.4 81.3 38.1 <0.001

“p-values for the association between each service provided and the “Both general medicine and ob/gyn” pattern vs. all other visit patterns using a
chi-squared test. Individuals who did not have any visits in 2022 were excluded from the analysis

"Percent of women who received a given service in at least one visit in 2022

#Percent of women who received a Pap smear in the last 5 years

$Percent of women who received a mammogram in the last 2 years

lab testing, guideline-concordant screening, and guideline-
discordant screening were similar in a sensitivity analysis of
general check-ups alone (Tables S7 and S8).

DISCUSSION

In this nationally representative study, 20% of nonpregnant
adult women had no medical visits in 2022, while 10%
received visits from both general medicine and ob/gyn.
Women with visits to both specialties had higher rates of
guideline-concordant cancer screening, but also received
more guideline-discordant screening and potentially low-
value services.

Taken together with prior work, our results suggest that
the share of adult women seeing both general medicine
and ob/gyn clinicians for non-pregnancy related needs has
declined slightly over time. In other national survey studies
from 1993 to 2015 that largely included pregnant women,
16% to 33% of women received care from both a general
medicine and ob/gyn clinician.!****?> Among women aged
19-39 surveyed in the 2011 MEPS, Petterson et al. reported
that 21.5% sought care from both a family or internal medi-
cine physician and ob/gyn, with pregnancy-related visits
accounting for a majority of visits to ob/gyn providers;*
similarly, using the 2012 MEPS, Raffoul et al. reported that
16% of women aged 45-64 saw both specialties.’’ Among
all nonpregnant adult women participating in the National
Health Interview Survey in 2015, Simon et al. found that
29.8% saw both an ob/gyn and a general physician, a decline
from 35.2% in 2003.%? Factors including wider recom-
mended cervical cancer screening intervals®? and worsening
capacity limitations in primary care and ob/gyn may have
contributed to a decreased share of women seeking care
from both specialties. However, as our sensitivity analysis

suggests, if nurse practitioners and physician assistants are
playing a larger role in ob/gyn care,*>*¢ the proportion of
women receiving care from both general medicine and ob/
gyn may be higher or even increasing over time.

Potential redundancies in primary care are particularly
concerning given our findings supporting limited primary
care access that substantiate prior reports. We found that
29% of women in 2022 did not report a usual source of
care, similar to the estimate for all adults without primary
care using 2015 MEPS data®’ and a 2022 estimate from the
National Association of Community Health Centers.?® The
share of women without medical visits grew since 2012 and
was larger among women in lower-income groups and those
who identified as racial/ethnic minorities. These trends may
reflect post-pandemic changes in health-seeking behavior*’
as well as supply constraints that warrant efforts to expand
the primary care workforce, reduce financial and geographic
barriers, and employ community-based approaches to facili-
tate primary care delivery to target populations.*®

The substantial proportion of women who see both spe-
cialties outside of pregnancy may do so for a variety of rea-
sons. While a small share may require specialized care of
gynecologic conditions (estimated prevalence 97 per 1,000
women),*’ many women see both general medicine and ob/
gyn for annual check-ups, as supported by our sensitivity
analysis of self-reported general check-ups alone. Factors
such as perceived social expectations, patient preference,
and perceived or actual lack of availability of Pap smears,
sexually transmitted infection screening, or contraception
at general medicine providers visits may contribute to these
patterns.’™ Supporting the role of cultural norms that often
track with geography and sociodemographic factors, and
consistent with a 1993 survey,'>*” we found that women who
saw both specialties were more likely to live in the northeast,
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have health insurance coverage, have higher income, and
have higher education attainment. Patient age and reproduc-
tive status also play a role, as women of active childbear-
ing age may prefer to continue with their obstetric clinician.
Finally, while some women with male (vs. female) general
medicine clinicians may prefer to also see ob/gyn, we found
the opposite, suggesting that women who seek both special-
ties may not simply do so for provider gender-concordance.

Women may also seek care from both specialties to fill care
gaps. Although the Society for General Internal Medicine has
emphasized specific core competencies in women’s health,*
the American Board of Internal Medicine has removed pap
smear requirements for medical trainees,’'? and prior stud-
ies suggest limited provision of services like long-acting
contraceptives and menopause management by internal medi-
cine clinicians.>>*>* Women’s health services are more often
included in family practice training and care,’® and our findings
demonstrate that patients who see family practice clinicians
were less likely to seek ob/gyn care. On the other hand, while
the American College of Obstetricians and Gynecologists
promotes ob/gyn clinicians providing primary care, they also
note that well-woman care within this specialty has largely
been limited to reproductive health services.’® Studies using
1985 to 2018 national survey data have found that ob/gyn vis-
its are more likely to include screening for cervical cancer,
breast cancer, and sexually transmitted infections than general
medicine visits while general medicine visits are more likely to
screen for conditions such as high cholesterol or diabetes.®™!!
Visit time limitations, patient complexity, and an expanding
list of recommended preventive services may further exacer-
bate care gaps.”’™° To address these gaps, recent multidisci-
plinary efforts to identify core preventive care services across
a woman’s lifespan®® may facilitate delivery of comprehensive
care of women from a single primary care clinician, regardless
of specialty.

We also found that women with visits to both general medi-
cine and ob/gyn were more likely to receive both guideline-
concordant and discordant cancer screening as well as poten-
tially low-value lab and imaging tests across age groups. This
is consistent with studies from the 1990s and 2000s show-
ing that women who saw both specialties received more tests
(including screening for cervical, breast and colorectal cancer,
hypertension, hyperlipidemia, and sexually transmitted infec-
tions, that were largely guideline-concordant at that time) as
well as more counseling (e.g., on physical fitness, nutrition, and
menopause) compared to women who saw general medicine
providers alone.'*!#%! These findings may be explained in part
by selection effects: women who seek care from both special-
ties are likely more inclined to seek preventive and other ser-
vices. To the extent these findings are clinician-driven, women
receiving routine care from both clinicians may benefit from
more of some recommended services but also face greater risk
of guideline-discordant and potentially low-value services. For
example, annual ob/gyn visits commonly include screening

pelvic exams, which are invasive and categorized as grade
“I” by the USPSTF.%>%° Prior studies have found guideline-
discordant cervical cancer screening is also most often pro-
vided by ob/gyn providers while low-value screening EKGs
and blood testing are more common among general medicine
providers.®®%” These lab and imaging tests, in turn, can trigger
cascades of downstream services of uncertain value.%®"°

This study’s strengths include use of a nationally representa-
tive survey and examination of women’s primary care sources
across the lifespan. We also acknowledge limitations. Health
care utilization may be underreported in MEPS, although recall
error is decreased by the survey’s use of short recall period,
diaries, and probes.”! Distinguishing primary care visits from
other outpatient and office-based visits is also difficult, as visit
types are classified based on patient description. However,
our analysis examining self-reported general check-up visits
alone showed a smaller but still substantial share of women
seeing both types of providers. MEPS does not collect data on
gender identity (only self-reported sex), limiting our ability to
understand how visit patterns may be informed by gender vs.
biologic sex. Finally, we could not observe clinical details rel-
evant to the examined services to assess their appropriateness
(e.g., screening vs diagnostic EKG), including among younger
women without documented comorbidities. As no prior studies
have assessed overuse in routine visits to both general medicine
and ob/gyn clinicians, future studies should examine poten-
tially duplicative and/or low-value services among adults in
this group.

CONCLUSIONS

Our study demonstrates that in 2022, one-fifth of women
had no primary care visits, while 10% received primary care
from general medicine and ob/gyn, with service receipt pat-
terns suggesting potential gaps, redundancies, and overuse
of care. Our findings underscore the importance of ensuring
that all women have access to primary care and allocating
limited primary care resources toward this goal.

Supplementary Information The online version contains
supplementary material available at https://doi.org/10.1007/s11606-
025-10038-2.

Corresponding Author: Ishani Ganguli, MD, MPH; Division of Gen-
eral Internal Medicine and Primary Care, Brigham and Women'’s Hos-
pital, Boston, MA, USA (e-mail: iganguli@bwh. harvard.edu).

Author Contributions N. Thakore had full access to all the data in
the study and tales responsibility for the integrity of the data and
the accuracy of the data analysis.

Conception and design: All authors.

Analysis & interpretation of data: All authors.

Drafting of the manuscript: N. Thakore.

Critical revision of the manuscript for important intellectual content:
All authors.

Final approval of the article: All authors.

Statistical expertise: All authors.

Administrative, technical, or logistic support: All authors.
Supervision: I. Ganguli.


https://doi.org/10.1007/s11606-025-10038-2
https://doi.org/10.1007/s11606-025-10038-2

Thalkore et al.: Where U.S. Women Receive Primary Care

JGIM

Funding No other authors report funding for this worlk.

Data Availability Datasets analyzed for this study are readily
available from the Medical Expenditure Panel Survey public data
repository, available at: https:/ /meps.ahrq.gov/data_stats/downl
oad_data_files jsp.

Declarations

Human Ethics and Consent to Participate Not applicable.

Competing interest No authors have relevant competing interests
to report.

10.

11.

12.

13.

14.

REFERENCES

Friedberg MW, Hussey PS, Schneider EC. Primary Care: A Critical
Review Of The Evidence On Quality And Costs Of Health Care. Health
Affairs. 2010;29(5):766-772. https://doi.org/10.1377 /hlthaff.2010.
0025

Basu S, Berkowitz SA, Phillips RL, Bitton A, Landon BE, Phillips
RS. Association of Primary Care Physician Supply With Population
Mortality in the United States, 2005-2015. JAMA Internal Medicine.
2019;179(4):506. https://doi.org/10.1001 /jamainternmed.2018.7624
Mazzoni S, Brewer S, Durfee J, et al. Patient Perspectives of Obstetri-
cian-Gynecologists as Primary Care Providers. J Reprod Med. Jan-Feb
2017;62(1-2):3-8.

Hall KS, Patton EW, Crissman HP, Zochowski MK, Dalton VK. A
population-based study of US women'’s preferred versus usual sources
of reproductive health care. American Journal of Obstetrics and Gyne-
cology. 2015;213(3):352.e1-352.e14. https://doi.org/10.1016/j.ajog.
2015.04.025

Chen C, Strasser J, Banawa R, et al. Who is providing contracep-
tion care in the United States? An observational study of the contra-
ception workforce. American Journal of Obstetrics and Gynecology.
2022;226(2):232.e1-232.e11. https://doi.org/10.1016/j.ajog.2021.
08.015

Stormo AR, Saraiya M, Hing E, Henderson JT, Sawaya GF. Women'’s
clinical preventive services in the United States: who is doing what?
JAMA Intern Med. Sep 2014;174(9):1512-4. https://doi.org/10.1001/
jamainternmed.2014.3003

Attanasio L, Ranchoff B, Jeung C, Goff S, Geissler K. Preventive care
visits with OB/GYNs and generalist physicians among reproductive-age
women with chronic conditions. Health Serv Res. Feb 2023;58(1):207-
215. https://doi.org/10.1111/1475-6773.14100

Scholle SH, Chang J, Harman J, McNeil M. Characteristics of patients
seen and services provided in primary care visits in obstetrics/gyne-
cology: data from NAMCS and NHAMCS. Am J Obstet Gynecol. Apr
2004;190(4):1119-27. https://doi.org/10.1016/j.ajog.2003.09.059
Scholle SH, Chang JC, Harman J, McNeil M. Trends in women’s
health services by type of physician seen: data from the 1985 and
1997-98 NAMCS. Womens Health Issues. Jul-Aug 2002;12(4):165-77.
https://doi.org/10.1016/s1049-3867(02)00139-1

Cohen D, Coco A. Do physicians address other medical problems
during preventive gynecologic visits? J Am Board Fam Med. Jan-Feb
2014;27(1):13-8. https://doi.org/10.3122/jabfm.2014.01.130045
Bartman BA, Weiss KB. Women'’s Primary Care in the United States:
A Study of Practice Variation Among Physician Specialties. Journal of
Women’s Health. 1993;2(3):261-268. https://doi.org/10.1089/jwh.
1993.2.261

Clancy CM. American Women’s Health Care. JAMA. 1992;268(14):1918.
https://doi.org/10.1001 /jama.1992.03490140126048

Weisman CS, Cassard SD, Plichta SB. Types of Physicians Used by
Women for Regular Health Care: Implications for Services Received.
Journal of Women’s Health. 1995;4(4):407-416. https://doi.org/10.
1089/jwh.1995.4.407

Henderson JT, Weisman CS, Grason H. Are two doctors better
than one? Women’s physician use and appropriate care. Women'’s
Health Issues. 2002:;12(3):138-149. https://doi.org/10.1016/s1049-
3867(02)00134-2

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Kern LM, Safford MM, Slavin MJ, et al. Patients’ and Providers’
Views on Causes and Consequences of Healthcare Fragmentation in
the Ambulatory Setting: a Qualitative Study. J Gen Intern Med. Jun
2019;34(6):899-907. https://doi.org/10.1007 /s11606-019-04859-1
Kern LM, Seirup JK, Rajan M, Jawahar R, Stuard SS. Fragmented
ambulatory care and subsequent emergency department visits and
hospital admissions among Medicaid beneficiaries. AmJ Manag Care.
Mar 2019;25(3):107-112.

Kern LM, Seirup JK, Casalino LP, Safford MM. Healthcare Fragmen-
tation and the Frequency of Radiology and Other Diagnostic Tests: A
Cross-Sectional Study. J Gen Intern Med. Feb 2017;32(2):175-181.
https://doi.org/10.1007/s11606-016-3883-z

Khalil-Khan A, Khan MA. The Impact of COVID-19 on Primary Care: A
Scoping Review. Cureus. 2023;https://doi.org/10.7759/cureus.33241
National Academies of Sciences E, and Medicine; Health and Medicine
Division; Board on Health Care Services; Committee on Implementing
High-Quality Primary Care. In: Robinson SK, Meisnere M, Phillips
RL, Jr., McCauley L, eds. Implementing High-Quality Primary Care:
Rebuilding the Foundation of Health Care. 2021:chap Primary Care
in the United States: A Brief History and Current Trends.

New AAMC Report Shows Continuing Projected Physician Shortage.
Association of American Medical Colleges. Accessed October 6, 2024,
https://www.aamc.org/news/press-releases/new-aamc-report-
shows-continuing-projected-physician-shortage

Rayburn WF. The Obstetrician-gynecologist Worlkforce in the United
States: Facts, Figures, and Implications, 2017. American Congress of
Obstetricians and Gynecologists; 2017.

Marsa L. Labor pains: The OB-GYN shortage. Accessed 1/20/2025,
https://www.aamc.org/news/labor-pains-ob-gyn-shortage

Satiani B, Williams T, Landon M, Ellison C, Gabbe S. A Critical
Deficit of OBGYN Surgeons in the U.S by 2030. Surgical Science.
2011;02(02):95-101. https://doi.org/10.4236/ss.2011.22020
Kozhimannil KB, Interrante JD, Carroll C, et al. Obstetric Care
Access at Rural and Urban Hospitals in the United States. JAMA.
2025;333(2):166. https://doi.org/10.1001/jama.2024.23010
Hoffer EP. Primary Care in the United States: Past, Present and
Future. The American Journal of Medicine. 2024;137(8):702-705.
https://doi.org/10.1016/j.amjmed.2024.03.012

Jabbarpour Y, Jetty A, Byun H, Siddiqi A, Petterson S,
Park J. The Health of US Primary Care: 2024 Scorecard Report
— No One Can See You Now. 2024. https://www.milbank.
org/publications/the-health-of-us-primary-care-2024-score
card-report-no-one-can-see-you-now/

Levine DM, Linder JA, Landon BE. Characteristics of Americans With Pri-
mary Care and Changes Over Time, 2002-2015. JAMA Internal Medicine.
2020;180(3):463. https://doi.org/10.1001/jamainternmed.2019.6282
Closing the Primary Care Gap: How Community Health Centers Can
Address the Nation’s Primary Care Crisis. National Association of
Community Health Centers. https://www.nachc.org/nachc-conte
nt/uploads/2023/06/Closing-the-Primary-Care-Gap_Full-Report_
2023_digital-final.pdf

2022 Survey of Physician Appointment Wait Times and Medicare
and Medicaid Acceptance Rates. AMN Healthcare/Merritt Hawkins.
Accessed December 13, 2024, http://www.wsha.org/wp-content/
uploads/mha2022waittimesurveyfinal.pdf

Petterson SM, Bazemore AW, Phillips RL, Rayburn WF. Trends
in Office-Based Care for Reproductive-Aged Women According to
Physician Specialty: A Ten-Year Study. Journal of Women’s Health.
2014;23(12):1021-1026. https://doi.org/10.1089/jwh.2014.4765
Raffoul MC, Petterson SM, Rayburn WF, Wingrove P, Bazemore
AW. Office Visits for Women Aged 45-64 Years According to Physi-
cian Specialties. Journal of Women'’s Health. 2016;25(12):1231-1236.
https://doi.org/10.1089/jwh.2015.5599

Simon AE, Uddin SFG. Trends in Seeing an Obstetrician-Gynecolo-
gist Compared With a General Physician Among U.S. Women, 2000~
2015. Obstetrics & Gynecology. 2017:130(4):677-683. https://doi.
org/10.1097/a0g.0000000000002248

Cohen JW, Cohen SB, Banthin JS. The Medical Expenditure Panel
Survey. Medical Care. 2009;47(7_Supplement_1):S44-S50. https://doi.
org/10.1097/mlr.0b013e3181a23e3a

2023 OMP Report tracks growth & expansion of osteopathic medi-
cine. American Osteopathic Association. Accessed October, 25, 2024,
https://osteopathic.org/about/aoa-statistics/


https://meps.ahrq.gov/data_stats/download_data_files.jsp
https://meps.ahrq.gov/data_stats/download_data_files.jsp
https://doi.org/10.1377/hlthaff.2010.0025
https://doi.org/10.1377/hlthaff.2010.0025
https://doi.org/10.1001/jamainternmed.2018.7624
https://doi.org/10.1016/j.ajog.2015.04.025
https://doi.org/10.1016/j.ajog.2015.04.025
https://doi.org/10.1016/j.ajog.2021.08.015
https://doi.org/10.1016/j.ajog.2021.08.015
https://doi.org/10.1001/jamainternmed.2014.3003
https://doi.org/10.1001/jamainternmed.2014.3003
https://doi.org/10.1111/1475-6773.14100
https://doi.org/10.1016/j.ajog.2003.09.059
https://doi.org/10.1016/s1049-3867(02)00139-1
https://doi.org/10.3122/jabfm.2014.01.130045
https://doi.org/10.1089/jwh.1993.2.261
https://doi.org/10.1089/jwh.1993.2.261
https://doi.org/10.1001/jama.1992.03490140126048
https://doi.org/10.1089/jwh.1995.4.407
https://doi.org/10.1089/jwh.1995.4.407
https://doi.org/10.1016/s1049-3867(02)00134-2
https://doi.org/10.1016/s1049-3867(02)00134-2
https://doi.org/10.1007/s11606-019-04859-1
https://doi.org/10.1007/s11606-016-3883-z
https://doi.org/10.7759/cureus.33241
https://www.aamc.org/news/press-releases/new-aamc-report-shows-continuing-projected-physician-shortage
https://www.aamc.org/news/press-releases/new-aamc-report-shows-continuing-projected-physician-shortage
https://www.aamc.org/news/labor-pains-ob-gyn-shortage
https://doi.org/10.4236/ss.2011.22020
https://doi.org/10.1001/jama.2024.23010
https://doi.org/10.1016/j.amjmed.2024.03.012
https://www.milbank.org/publications/the-health-of-us-primary-care-2024-scorecard-report-no-one-can-see-you-now/
https://www.milbank.org/publications/the-health-of-us-primary-care-2024-scorecard-report-no-one-can-see-you-now/
https://www.milbank.org/publications/the-health-of-us-primary-care-2024-scorecard-report-no-one-can-see-you-now/
https://doi.org/10.1001/jamainternmed.2019.6282
https://www.nachc.org/nachc-content/uploads/2023/06/Closing-the-Primary-Care-Gap_Full-Report_2023_digital-final.pdf
https://www.nachc.org/nachc-content/uploads/2023/06/Closing-the-Primary-Care-Gap_Full-Report_2023_digital-final.pdf
https://www.nachc.org/nachc-content/uploads/2023/06/Closing-the-Primary-Care-Gap_Full-Report_2023_digital-final.pdf
http://www.wsha.org/wp-content/uploads/mha2022waittimesurveyfinal.pdf
http://www.wsha.org/wp-content/uploads/mha2022waittimesurveyfinal.pdf
https://doi.org/10.1089/jwh.2014.4765
https://doi.org/10.1089/jwh.2015.5599
https://doi.org/10.1097/aog.0000000000002248
https://doi.org/10.1097/aog.0000000000002248
https://doi.org/10.1097/mlr.0b013e3181a23e3a
https://doi.org/10.1097/mlr.0b013e3181a23e3a
https://osteopathic.org/about/aoa-statistics/

JGIM

Thalkore et al.: Where U.S. Women Receive Primary Care

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

2020 AANP National Nurse Practitioner Sample Survey Results. 2020.
https://storage.aanp.org/www/documents/no-index/research/2020-
NP-Sample-Survey-Report.pdf

Rodriguez MA, Hooker RS, Puckett KK, Kozikowski A. Demograph-
ics of Physician Associates (PAs) in Obstetrics and Gynecology: Where
They Work and How They Compare to Other PAs. Obstetrics and Gyne-
cology International. 2024;2024(1):1-9. https://doi.org/10.1155/
2024/3057597

Ganguli I, Thakore N, Rosenthal MB, Korenstein D. Longitudinal
Content Analysis of the Characteristics and Expected Impact of Low-
Value Services Identified in US Choosing Wisely Recommendations.
JAMA Internal Medicine. 2022;182(2):127. https://doi.org/10.1001/
jamainternmed.2021.6911

Choosing Wisely — Five Things Physicians & Patients Should Question.
Choosing Wisely. Updated September 23, 2022. https://www.sgim.org/
wp-content/uploads/2024/02/Choosing-Wisely-Checkups-Recs-
20220923.final_.authors-web-version.pdf

Chou R. Diagnostic Imaging for Low Back Pain: Advice for High-Value
Health Care From the American College of Physicians. Annals of Inter-
nal Medicine. 2011;154(3):181. https://doi.org/10.7326/0003-4819-
154-3-201102010-00008

ACR Appropriateness Criteria. American College of Radiology. https://
www.acr.org/Clinical-Resources /ACR-Appropriateness-Criteria

Rao VM, Levin DC. The Overuse of Diagnostic Imaging and the Choos-
ing Wisely Initiative. Annals of Internal Medicine. 2012;157(8):574.
https://doi.org/10.7326/0003-4819-157-8-201210160-00535
Curry SJ, Krist AH, Owens DK, et al. Screening for Cardiovascular
Disease Risk With Electrocardiography. JAMA. 2018;319(22):2308.
https://doi.org/10.1001/jama.2018.6848

Nicholson WK, Silverstein M, Wong JB, et al. Screening for Breast Cancer.
JAMA. 2024;331(22):1918. https://doi.org/10.1001 /jama.2024.5534
Curry SJ, Krist AH, Owens DK, et al. Screening for Cervical Cancer.
JAMA. 2018;320(7):674. https://doi.org/10.1001/jama.2018.10897
U.S. Department of Health and Human Services HRaSA, National
Center for Health Workforce Analysis. Projections of Supply and Demand
for Women’s Health Service Providers: 2018-2030. 2021. https://bhw.
hrsa.gov/sites/default/files /bureau-health-workforce /data-research/
projections-supply-demand-2018-2030.pdf

Rodriguez MA, Hooker RS. Procedures by Physician Associates in
Obstetrics and Gynecology. Women'’s Health Reports. 2023;4(1):536-
543. https://doi.org/10.1089/whr.2023.0044

Moynihan R, Sanders S, Michaleff ZA, et al. Impact of COVID-19
pandemic on utilisation of healthcare services: a systematic review.
BMJ Open. 2021;11(3):e045343. https://doi.org/10.1136/bmjop
en-2020-045343

Kona M, Clark J, Walsh-Alker E. Improving Access to Primary Care for
Underserved Populations: A Review of Findings from Five Case Studies
and Recommendations. 2023.

Kjerulff KH, Erickson BA, Langenberg PW. Chronic gynecological
conditions reported by US women: findings from the National Health
Interview Survey, 1984 to 1992. American Journal of Public Health.
1996;86(2):195-199. https://doi.org/10.2105/ajph.86.2.195
Henrich JB, Schwarz EB, McClintock AH, Rusiecki J, Casas
RS, Kwolek DG. Position Paper: SGIM Sex- and Gender-Based
Women’s Health Core Competencies. Journal of General Inter-
nal Medicine. 2023;38(10):2407-2411. https://doi.org/10.1007/
511606-023-08170-y

Policies and Procedures for Certification. American Board of Internal
Medicine. Accessed April 5, 2025, https://www.abim.org/Media/
splbmepe/policies-and-procedures.pdf

Rusiecki J, Rojas J, Oyler J, Pincavage A. An Expanded Primary
Care-Based Women'’s Health Clinic to Improve Resident Education
and Patient Care in Resident Continuity Clinic. Journal of General
Internal Medicine. 2022;37(9):2314-2317. https://doi.org/10.1007/
s11606-022-07512-6

Casas RS, Prifti CA, Bachorik AE, et al. Contraceptive Procedures
in Internal Medicine Clinics and Resident Education: a Qualitative
Study of Implementation Methods, Barriers, and Facilitators. Journal
of General Internal Medicine. 2021;36(11):3346-3352. https://doi.org/
10.1007/s11606-021-06832-3

Santen RJ, Stuenkel CA, Burger HG, Manson JE. Competency in Meno-
pause Management: Whither Goest the Internist? Journal of Women'’s
Health. 2014;23(4):281-285. https://doi.org/10.1089/jwh.2014.4746
Kwolek DS, Witzke D, Sloan DA. Assessing the Need for Faculty
Development in Women'’s Health among Internal Medicine and Family

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

Practice Teaching Faculty. Journal of Women'’s Health & Gender-Based
Medicine. 1999;8(9):1195-1201. https://doi.org/10.1089/jwh.1.
1999.8.1195

ACOG Committee Opinion No. 755: Well-Woman Visit. Obstetrics &
Gynecology. 2018;132(4):e181-e186. https://doi.org/10.1097 /aog.
0000000000002897

Abbo ED, Zhang @, Zelder M, Huang ES. The Increasing Number of
Clinical Items Addressed During the Time of Adult Primary Care Visits.
Journal of General Internal Medicine. 2008;23(12):2058-2065. https://
doi.org/10.1007/s11606-008-0805-8

Pollak KI, Krause KM, Yarnall KS, Gradison M, Michener JL, @stbye
T. Estimated time spent on preventive services by primary care physi-
cians. BMC Health Services Research. 2008;8(1):245. https://doi.org/
10.1186/1472-6963-8-245

Porter J, Boyd C, Skandari MR, Laiteerapong N. Revisiting the
Time Needed to Provide Adult Primary Care. J Gen Intern Med. Jan
2023;38(1):147-155. https://doi.org/10.1007/s11606-022-07707-x
Recommendations for Preventive Services for Women Women’s Preven-
tive Services Initiative. Updated December 2016. Accessed January
20, 2025, https://www.womenspreventivehealth.org/about-wpsi/#:
~:text=What%20is%20WPSI%3F,the%20Women’s%20Preventive%
20Services%20Guidelines

Gallagher TC, Geling O, Comite F. Use of Multiple Providers for
Regular Care and Women'’s Receipt of Hormone Replacement Therapy
Counseling. Medical Care. 2001:;39(10):1086-1096. https://doi.org/
10.1097/00005650-200110000-00006

Henderson JT, Harper CC, Gutin S, Saraiya M, Chapman J, Sawaya
GF. Routine bimanual pelvic examinations: practices and beliefs of US
obstetrician-gynecologists. American Journal of Obstetrics and Gynecology.
2013;208(2):109.e1-109.€7. https://doi.org/10.1016 /j.ajog.2012.11.015
ACOG Committee Opinion No. 754: The Utility of and Indications for Rou-
tine Pelvic Examination. Obstetrics & Gynecology. 2018;132(4):e174-e180.
https://doi.org/10.1097 /aog.0000000000002895

Bibbins-Domingo K, Grossman DC, Curry SJ, et al. Screen-
ing for Gynecologic Conditions With Pelvic Examination. JAMA.
2017;317(9):947. https://doi.org/10.1001/jama.2017.0807
Qaseem A, Humphrey LL, Harris R, Starkey M, Denberg TD. Screen-
ing Pelvic Examination in Adult Women: A Clinical Practice Guideline
From the American College of Physicians. Annals of Internal Medicine.
2014;161(1):67. https://doi.org/10.7326/m14-0701

Chant ED, Crawford M, Yang C-WW, Fisher ES, Morden NE, Ganguli
I. Sources of Low-Value Care Received by Medicare Beneficiaries and
Associated Spending Within US Health Systems. JAMA Network Open.
2023;6(9):€2333505. https://doi.org/10.1001/jamanetworkopen.
2023.33505

Ganguli I, Crawford ML, Usadi B, et al. Who's Accountable? Low-Value
Care Received By Medicare Beneficiaries Outside Of Their Attributed
Health Systems. Health Affairs. 2023;42(8):1128-1139. https://doi.
org/10.1377 /hlthaff.2022.01319

Ganguli I, Simpkin AL, Lupo C, et al. Cascades of Care After Incidental
Findings in a US National Survey of Physicians. JAMA Network Open.
2019;2(10):e1913325. https://doi.org/10.1001/jamanetworkopen.
2019.13325

Ganguli I. How One Medical Checkup Can Snowball Into a “Cascade” of
Tests, Causing More Harm Than Good. The Washington Post. Accessed
December 11, 2024, https://www.washingtonpost.com/health /how-
one-medical-checkup-can-snowball-into-a-cascade-of-tests-causi
ng-more-harm-than-good/2020/01/03/0c¢8024fc-20eb-11ea-bed5-
880264cc91a9_story.html

Bhatia RS, Bouck Z, Ivers NM, et al. Electrocardiograms in Low-Risk
Patients Undergoing an Annual Health Examination. JAMA Internal
Medicine. 2017;177(9):1326. https://doi.org/10.1001/jamaintern
med.2017.2649

Zuvekas SH, Olin GL. Validating Household Reports of Health Care
Use in the Medical Expenditure Panel Survey. Health Services Research.
2009:44(5p1):1679-1700. https://doi.org/10.1111 /j.1475-6773.2009.00995.x

Publisher’s Note Springer Nature remains neutral with regard to
Jjurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds
exclusive rights to this article under a publishing agreement with
the author(s) or other rightsholder(s); author self-archiving of the
accepted manuscript version of this article is solely governed by the
terms of such publishing agreement and applicable law.


https://storage.aanp.org/www/documents/no-index/research/2020-NP-Sample-Survey-Report.pdf
https://storage.aanp.org/www/documents/no-index/research/2020-NP-Sample-Survey-Report.pdf
https://doi.org/10.1155/2024/3057597
https://doi.org/10.1155/2024/3057597
https://doi.org/10.1001/jamainternmed.2021.6911
https://doi.org/10.1001/jamainternmed.2021.6911
https://www.sgim.org/wp-content/uploads/2024/02/Choosing-Wisely-Checkups-Recs-20220923.final_.authors-web-version.pdf
https://www.sgim.org/wp-content/uploads/2024/02/Choosing-Wisely-Checkups-Recs-20220923.final_.authors-web-version.pdf
https://www.sgim.org/wp-content/uploads/2024/02/Choosing-Wisely-Checkups-Recs-20220923.final_.authors-web-version.pdf
https://doi.org/10.7326/0003-4819-154-3-201102010-00008
https://doi.org/10.7326/0003-4819-154-3-201102010-00008
https://www.acr.org/Clinical-Resources/ACR-Appropriateness-Criteria
https://www.acr.org/Clinical-Resources/ACR-Appropriateness-Criteria
https://doi.org/10.7326/0003-4819-157-8-201210160-00535
https://doi.org/10.1001/jama.2018.6848
https://doi.org/10.1001/jama.2024.5534
https://doi.org/10.1001/jama.2018.10897
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/projections-supply-demand-2018-2030.pdf
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/projections-supply-demand-2018-2030.pdf
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/projections-supply-demand-2018-2030.pdf
https://doi.org/10.1089/whr.2023.0044
https://doi.org/10.1136/bmjopen-2020-045343
https://doi.org/10.1136/bmjopen-2020-045343
https://doi.org/10.2105/ajph.86.2.195
https://doi.org/10.1007/s11606-023-08170-y
https://doi.org/10.1007/s11606-023-08170-y
https://www.abim.org/Media/splbmcpe/policies-and-procedures.pdf
https://www.abim.org/Media/splbmcpe/policies-and-procedures.pdf
https://doi.org/10.1007/s11606-022-07512-6
https://doi.org/10.1007/s11606-022-07512-6
https://doi.org/10.1007/s11606-021-06832-3
https://doi.org/10.1007/s11606-021-06832-3
https://doi.org/10.1089/jwh.2014.4746
https://doi.org/10.1089/jwh.1.1999.8.1195
https://doi.org/10.1089/jwh.1.1999.8.1195
https://doi.org/10.1097/aog.0000000000002897
https://doi.org/10.1097/aog.0000000000002897
https://doi.org/10.1007/s11606-008-0805-8
https://doi.org/10.1007/s11606-008-0805-8
https://doi.org/10.1186/1472-6963-8-245
https://doi.org/10.1186/1472-6963-8-245
https://doi.org/10.1007/s11606-022-07707-x
https://www.womenspreventivehealth.org/about-wpsi/#:~:text=What%20is%20WPSI%3F,the%20Women’s%20Preventive%20Services%20Guidelines
https://www.womenspreventivehealth.org/about-wpsi/#:~:text=What%20is%20WPSI%3F,the%20Women’s%20Preventive%20Services%20Guidelines
https://www.womenspreventivehealth.org/about-wpsi/#:~:text=What%20is%20WPSI%3F,the%20Women’s%20Preventive%20Services%20Guidelines
https://doi.org/10.1097/00005650-200110000-00006
https://doi.org/10.1097/00005650-200110000-00006
https://doi.org/10.1016/j.ajog.2012.11.015
https://doi.org/10.1097/aog.0000000000002895
https://doi.org/10.1001/jama.2017.0807
https://doi.org/10.7326/m14-0701
https://doi.org/10.1001/jamanetworkopen.2023.33505
https://doi.org/10.1001/jamanetworkopen.2023.33505
https://doi.org/10.1377/hlthaff.2022.01319
https://doi.org/10.1377/hlthaff.2022.01319
https://doi.org/10.1001/jamanetworkopen.2019.13325
https://doi.org/10.1001/jamanetworkopen.2019.13325
https://www.washingtonpost.com/health/how-one-medical-checkup-can-snowball-into-a-cascade-of-tests-causing-more-harm-than-good/2020/01/03/0c8024fc-20eb-11ea-bed5-880264cc91a9_story.html
https://www.washingtonpost.com/health/how-one-medical-checkup-can-snowball-into-a-cascade-of-tests-causing-more-harm-than-good/2020/01/03/0c8024fc-20eb-11ea-bed5-880264cc91a9_story.html
https://www.washingtonpost.com/health/how-one-medical-checkup-can-snowball-into-a-cascade-of-tests-causing-more-harm-than-good/2020/01/03/0c8024fc-20eb-11ea-bed5-880264cc91a9_story.html
https://www.washingtonpost.com/health/how-one-medical-checkup-can-snowball-into-a-cascade-of-tests-causing-more-harm-than-good/2020/01/03/0c8024fc-20eb-11ea-bed5-880264cc91a9_story.html
https://doi.org/10.1001/jamainternmed.2017.2649
https://doi.org/10.1001/jamainternmed.2017.2649
https://doi.org/10.1111/j.1475-6773.2009.00995.x

	Where U.S. Women Receive Primary Care: A Cross-Sectional Analysis
	Abstract
	Background: 
	Objective: 
	Design: 
	Participants: 
	Main Measures: 
	Key Results: 
	Conclusions: 

	INTRODUCTION
	METHODS
	Data Source
	Study Cohort
	Measures
	Statistical Analysis

	RESULTS
	Primary Care Visit Pattern
	Usual Source of Care
	Patient Characteristics by Visit Pattern
	Services Received by Visit Pattern

	DISCUSSION
	CONCLUSIONS
	REFERENCES


