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IMPORTANCE Peer relationships may motivate physicians to aspire to high professional
standards but have not been a major focus of quality improvement efforts.

OBJECTIVE To determine whether peer relationships between primary care physicians (PCPs)
and specialists formed during training motivate improved specialist care for patients.

DESIGN, SETTING, AND PARTICIPANTS In this quasi-experimental study, difference-in-
differences analysis was used to estimate differences in experiences with specialist care
reported by patients of the same PCP for specialists who did vs did not co-train with the PCP,
controlling for any differences in patient ratings of the same specialists in the absence of
co-training ties. Specialist visits resulting from PCP referrals from 2016 to 2019 in a large
health system were analyzed, including a subset of undirected referrals in which PCPs did not
specify a specialist. Data were collected from January 2016 to December 2019 and analyzed
from March 2020 to October 2022.

EXPOSURE The exposure was PCP-specialist overlap in training (medical school or
postgraduate medical) at the same institution for at least 1 year (co-training).

MAIN OUTCOMES AND MEASURES Composite patient experience rating of specialist care
constructed from Press Ganey’s Medical Practice Survey.

RESULTS Of 9920 specialist visits for 8655 patients (62.9% female; mean age, 57.4 years)
with 502 specialists in 13 specialties, 3.1% (306) involved PCP-specialist dyads with
a co-training tie. Co-training ties between PCPs and specialists were associated with a 9.0
percentage point higher adjusted composite patient rating of specialist care (95% CI, 5.6-12.4
percentage points; P < .001), analogous to improvement from the median to the 91st
percentile of specialist performance. This association was stronger for PCP-specialist dyads
with full temporal overlap in training (same class or cohort) and consistently strong for 9 of
10 patient experience items, including clarity of communication and engagement in shared
decision-making. In secondary analyses of objective markers of altered specialist practice
in an expanded sample of visits not limited by the availability of patient experience data,
co-training was associated with changes in medication prescribing, suggesting behavioral
changes beyond interpersonal communication. Patient characteristics varied minimally by
co-training status of PCP-specialist dyads. Results were similar in analyses restricted to
undirected referrals (in which PCPs did not specify a specialist). Concordance between PCPs
and specialists in physician age, sex, medical school graduation year, and training institution
(without requiring temporal overlap) was not associated with better care experiences.

CONCLUSIONS AND RELEVANCE In this quasi-experimental study, PCP-specialist co-training
elicited changes in specialist care that substantially improved patient experiences, suggesting
potential gains from strategies encouraging the formation of stronger physician-peer
relationships.
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I t is well understood that physician behavior is a primary
driver of patient outcomes and health care spending. Phy-
sicians are expected to be well-informed agents who are in-

trinsically motivated to optimize care for their patients.1 Yet
deficits in quality are pervasive,2-5 and effective strategies to
influence physician decisions and performance remain elu-
sive. That physicians are also motivated by profit1,6 has in-
spired 2 decades of efforts to link payment to performance on
quality measures. These pay-for-performance schemes have
produced minimal gains for various reasons, including mea-
surement challenges and inherently weak incentives, and have
had unintended consequences.7-16

More recently, interventions have focused on nonfinan-
cial incentives that influence physician behavior. The appli-
cation of behavioral science to health care17,18 has conceived
a range of nudges (eg, use of defaults, public commitments,
or information framing) that have successfully prompted
higher-value decisions.19-21 While a clear advance, these ap-
proaches have so far been applied mainly to specific mea-
sures or clinical decisions using scripted interventions, such
as peer performance comparisons or required justification to
discourage inappropriate antibiotic prescribing.22 Broader ap-
plications could have a greater impact.

In particular, the influence of peer observation and ap-
proval is likely to be powerful in medicine and could be more
productively deployed. Physicians are motivated to demon-
strate their competence to other physicians not only for finan-
cial gain (eg, to earn favorable evaluations as trainees or to at-
tract referrals), but also because they may derive professional
satisfaction from upholding standards when observed.

Behavioral science has long demonstrated peer23-25 and
audience26 effects, by which the physical or imagined pres-
ence of others improves performance. These effects can be
particularly powerful when peer relationships are strong and
when peers share high standards and common purpose.27,28

Accordingly, an audience of familiar peers may elevate physi-
cian performance, not only by subjecting it to informed
scrutiny, but also by providing an opportunity to demon-
strate commitment to what is valued by the profession. If
strong, the motivational effects of peer interaction25 could
have profound implications for the organization of care deliv-
ery, including potential gains from models encouraging peer
familiarity and visibility—gains that could accrue over many
dimensions of care without requiring decision-specific
interventions.

In this study, we used 2016 to 2019 electronic health rec-
ord data on referrals initiated by primary care physicians (PCPs)
from a large academic health system to investigate the asso-
ciation between PCP-specialist co-training and patient expe-
riences with specialist care. Training together is 1 source of pro-
fessional peer relationships that, when present, may motivate
physicians to deliver better care. Specialists are aware that
PCPs can observe aspects of their care through reading their
notes and talking to patients; the presence of a strong peer
relationship may also remind them of commonly valued
precepts of professionalism. Accordingly, specialists may as-
pire to deliver their best care when seeing patients whose PCPs
they know.

Methods

Study Design and Overview
In a difference-in-differences analysis of specialist visits re-
sulting from referrals, we compared patient ratings of special-
ist care between patients seen by a specialist who trained with
the patient’s PCP (in medical school or postgraduate medical
programs) and patients of the same PCP seen by a specialist
who did not train with the PCP, controlling for any between-
specialist differences in ratings observed in the absence of
co-training ties between PCP-specialist dyads. The study was
approved by the health system’s institutional review board.
Informed consent was not required because of the nature of
the research as analyzing secondary data. Data were col-
lected from January 2016 to December 2019 and analyzed from
March 2020 to October 2022.

The referral ordering system generates 2 types of refer-
rals: directed referrals, in which PCPs specify a specialist by
name in the referral order, and undirected referrals, in which
PCPs do not. Undirected referrals are assigned to specialists
within a specialty department based on specialist availability
and patient input.

We constructed 2 analytic samples for the analysis of the
study’s primary outcome. First, we pooled directed and un-
directed referrals to maximize available information on pa-
tient ratings of specialist visits and number of PCP-specialist
dyads who trained together. Second, we limited analysis to
the set of undirected referrals. These should be less subject than
directed referrals to potential bias from PCPs referring cer-
tain patients selectively to specialists with whom they trained
(eg, in an attempt to improve match quality29,30) or from
PCPs priming patient expectations when referring to a spe-
cialist they know well.

Assignment of undirected referrals may be influenced by
patient preferences based, for example, on recommenda-
tions from friends or family, patient availability (patients
with less availability may prefer specialists with greater
availability), specialists’ public reputation, or PCP recom-
mendations not reflected in the referral order. However, we

Key Points
Question Do physician-peer relationships motivate improved
specialist care for patients?

Findings In this study of specialty referrals for 8655 patients,
patients reported substantially better specialist care than other
patients of the same primary care physician (PCP) referred to the
same specialty if the consulting specialist trained with the PCP—
an association not expected from differences in performance
between the same specialists in the absence of PCP-specialist
co-training ties. Co-training was not only associated with a more
friendly and concerned manner but also clearer explanations,
greater engagement in shared decision-making, and changes in
prescribing by specialists.

Meaning This study suggests potentially large gains in quality
from encouraging and harnessing physician-peer relationships.
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controlled for each specialist’s average effect (pooled across
PCPs) in addition to each PCP’s average effect to isolate the
relationship between PCP-specialist dyad concordance in
training and patient experiences with specialist care. Thus, if
a specialist with whom a PCP trained was rated highly
because they provided better care or selectively attracted
patients who gave favorable ratings, our analytic approach
would remove that specialist’s higher average rating from
the estimated effect of co-training ties. We assumed only
that any nonrandom sorting of patients to specialists did
not vary systematically across PCPs according to PCP-
specialist co-training ties. This assumption would be violated
in undirected referrals if, for example, PCPs verbally
instructed certain types of patients to request a specialist
with whom they trained. We tested this assumption by
assessing the relationship between PCP-specialist co-training
and patient characteristics.

Study Population
We identified all referrals initiated by system-affiliated PCPs
from 2016 to 2019 to 13 medical and surgical specialties
accounting for 50.7% of total system referrals (eMethods in
Supplement 1). We limited referrals to those that resulted in a
completed specialist consultation visit (linked to the referral
order by a tracking identifier) and were thus eligible for
patient experience assessment. We further restricted the
study analysis to patients new to the specialist (eMethods in
Supplement 1) because referrals for established patients may
have been ordered to continue a preexisting relationship. We
also restricted analyses to visits with specialists who trained
with at least 1 PCP in their referral base and could thus
contribute to co-training estimates. We defined a specialist’s
referral base as all PCPs belonging to the physician organiza-
tions that included at least 1 PCP who referred to the special-
ist. Finally, for analyses of our primary outcome (patient
experiences), we included only specialist practices affiliated
with the 2 hospitals in the system (1 large academic and
1 community) that routinely administered patient experience
surveys.

Study Variables
Co-Training
Using medical licensing data from the Massachusetts Board of
Registration in Medicine, we determined whether each refer-
ring PCP and consulting specialist overlapped at the same in-
stitution for at least 1 year during either medical school or post-
graduate medical training irrespective of stage (ie, residency
or fellowship) (eMethods in Supplement 1). Because this indi-
cator of co-training is a predictor of peer relationships, not a
direct measure, the study results are likely biased toward the
null. In sensitivity analyses, we explored whether results dif-
fered for PCP-specialist dyads with full temporal overlap (those
who were in the same medical school class or post-graduate
training cohort and therefore more likely to form relation-
ships) vs partial overlap and for dyads who overlapped in medi-
cal school vs post-graduate training.

Patient Experiences With Specialist Care
The study’s primary outcome was a composite measure of pa-
tient-reported experiences with ambulatory specialist care
based on the Care Provider domain of the Press Ganey Medi-
cal Practice Survey, which includes 10 questions (Figure 1). The
survey was administered via mail and email after a random
sample of ambulatory visits at 2 system hospitals during the
study period with a reported response rate of 23%.

We focused on patient experiences as our primary outcome
for 3 main reasons. First, patient experiences constitute an im-
portant dimension of quality, one that is positively associated
with other important care processes and outcomes.31-33 Second,
patient experience measures should detect physician efforts
to demonstrate their professionalism, as the medical profes-
sion values patient-centered care. Third, we could attribute
patient experience ratings to specific specialist visits because
the survey referenced a specific visit and was completed soon
after the visit. In contrast, the effects of enhanced specialist care
on more distal outcomes (eg, disease control, complications,
or mortality) would be challenging to ascertain, as such out-
comes manifest with substantial lags and reflect many other
care inputs.

Figure 1. Press Ganey Medical Practice Survey Care Provider Questions

CARE PROVIDER – PLEASE ANSWER THESE QUESTIONS WITH THE DOCTOR, PHYSICIAN ASSISTANT (PA), NURSE
PRACTITIONER (ARNP), THERAPIST OR OTHER SPECIALIST NAMED ON THE FRONT OF THE SURVEY IN MIND.

Very
poor Poor Fair Good

1. Friendliness/courtesy of the care provider

2. Explanations the care provider gave you about your problem or condition

3. Concern the care provider showed for your questions or worries

4. Care provider’s efforts to include you in decisions about your treatment

5. Information the care provider gave you about medications (if any)

6. Instructions the care provider gave you about follow-up care (if any)

7. Degree to which care provider talked with you using words you could understand

8. Amount of time the care provider spent with you

9. Your confidence in this care provider

10. Likelihood of your recommending this care provider to others

Very
good

Patients rated their specialists on
a scale from 1 (very poor) to 5 (very
good) on 10 items, as shown in the
figure. We constructed a composite
rating by first dichotomizing (very
good vs other) and centering
responses and then calculating
a mean rating among all nonmissing,
centered, dichotomized items for
each specialist visit with data
available. Press Ganey has granted
permission to reproduce this
copyrighted figure.
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We dichotomized responses to each item into very good
(the highest rating) vs other,34 thereby facilitating interpreta-
tion with estimates expressed in terms of the percentage of
patients giving their specialist a top rating. We calculated a com-
posite equal to the average of nonmissing values for the
dichotomized item, each centered around its sample mean.
In secondary analyses, we also assessed the contribution of
each of the 10 survey items to the primary estimate.

Additional Analyses to Explore Mechanisms
In addition to the sensitivity analyses described above, we as-
sessed whether patient ratings of the same specialist differed
between directed and undirected referrals to further explore
whether the study’s findings were due to PCPs sharing their
impressions of specialists in advance as opposed to special-
ists responding to the presence of a strong peer connection. If
visits following directed referrals were rated systematically
higher, consistent with a priming effect, that might raise con-
cern about residual bias from unobserved priming among
undirected referrals.

As secondary outcomes, we examined 3 indicators of spe-
cialist ordering during the consultation: whether the special-
ist prescribed a medication, ordered an imaging study, or re-
quested a follow-up appointment be scheduled at check out.
We could not assess the appropriateness of these orders, or
whether they added to or merely preempted other orders, but
they provided an objective basis for assessing changes in spe-
cialist behavior other than in interpersonal communication.
Because these outcomes could be assessed for all specialist vis-
its in the entire system, not just those for which patient expe-
riences were collected, we focused on undirected referrals in
analyses of these secondary outcomes.

Statistical Analysis
For each outcome, we fit the following linear regression model:

j k
Outcomeijkt = β1 · co-trainingjk + β2j · specialistj + β3k · PCPk

l t
β4l · patient covariatesil ++ β5t · yeart + εijkt

where i indexes the completed referral with specialist j for a
patient of PCP k in year t. The specialist and PCP fixed effects
(the β2 and β3 terms) control for the average patient rating of
specialist care associated with each specialist and PCP, respec-
tively, and thus for any physician-specific factors (eg, special-
ists’ availability, specialists’ interpersonal skills, or PCPs’ re-
ferral thresholds) that might influence patient ratings. With
specialist and PCP fixed effects in the model, the coefficient
on the indicator of co-training (β1) is the average difference in
the outcome between patients seen by a specialist who trained
with the referring PCP and patients of the same PCP seen by
other specialists, controlling for the difference in the out-
come between the same specialists for patients within other
PCPs (the difference that would be expected in the absence of
the dyad’s co-training tie). Assuming the co-training status of
the PCP-specialist dyad is independent of patient factors con-
ditional on the referring PCP and consulting specialist (ie, the
distribution of referred patients' characteristics across spe-

cialists did not vary by PCP according to who the PCP trained
with), β1 is the average causal effect of a PCP-specialist dyad
having overlapped in their training. To assess the validity of
this assumption, we estimated this effect with and without
adjustment for patient covariates (Table35,36). A minimal ef-
fect of adjustment would support the assumption. We used
a robust variance estimator,37 specifying referring PCPs as
clusters. Two-sided statistical significance was assessed
at P < .05; R statistical software, version 3.6 (The R Project
for Statistical Computing), and Python, version 2.7 (Python
Software Company), were used.

Results
Study Sample
The primary analysis of patient experiences included 9920
specialist visits (5562 resulting from directed and 4358 from
undirected referrals) for 8655 patients (62.9% female; mean
age, 57.4 years) with 502 specialists in 13 specialties (eFigure;
eTables 1-2 in Supplement 1). Systemwide, 137 074 specialist
visits resulting from undirected referrals were available for
analysis of secondary outcomes. As expected, only a small
proportion of specialist visits involved a PCP-specialist dyad
who overlapped in training (3.1% [306 of 9920] and 3.0%
[4104 of 137 074] of visits in the aforementioned samples,
respectively).

Covariate Balance
Among visits resulting from all referrals at the 2 system-
affiliated hospitals routinely collecting patient experience data,
PCP-specialist co-training ties were not associated with a mean-
ingful difference in the availability of completed patient
experience survey data (covariate-adjusted difference: −0.6
percentage points [pp]; 95% CI, −2.6 to 1.3 pp) (eResults in
Supplement 1). Among visits from directed or undirected re-
ferrals with patient experience data available, patient charac-
teristics differed minimally by co-training status of PCP-
specialist dyads (Table). Differences were still modest but
subject to more random error in the smaller sample of undi-
rected referrals with patient experience data available and were
very small in the larger systemwide sample of undirected
referrals (eTables 3-4 in Supplement 1).

Patient Experiences With Specialist Care
PCP-specialist co-training was associated with a 8.3 pp higher
composite rating of specialist care (95% CI, 4.9-11.8 pp; P < .001)
when controlling for year and PCPs’ and specialists’ average
ratings (fixed effects) but not patient covariates. Adjustment
for patient covariates slightly strengthened, rather than at-
tenuated, the association (9.0 pp; 95% CI, 5.6-12.4 pp; P < .001)
(Figure 2A). This difference corresponds to an effect size of 1.31
SDs of the specialist-level distribution in composite ratings,
analogous to an improvement from median performance
among specialists to the 91st percentile. Item-specific analy-
ses revealed consistently strong associations between co-
training and patient experiences for 9 of 10 survey items
(Figure 2A and B).
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Estimates were qualitatively similar when we restricted to
specialist visits resulting from undirected referrals (Figure 2 B;
eTable 3 in Supplement 1). Alternate definitions of co-training
all produced positive associations between co-training and
patient experiences but suggested stronger associations when
co-training ties were based on overlapping postgraduate (vs
medical school) training and full (vs partial) temporal overlap
in training (eTables 5-6 in Supplement 1). Controlling for visit-
level medication and imaging orders did not attenuate the
association between co-training and patient experiences
(eTable 7 in Supplement 1).

Specialists’ Ordering Behavior
PCP-specialist co-training was associated with a 1.6 pp (95%
CI, 0.3-2.9 pp) higher adjusted proportion of specialist visits
in which patients were prescribed a medication (8.8% of the
sample mean [18.2%]), a less precisely estimated but simi-
larly large 1.2 pp (95% CI, −0.7 to 3.0 pp) higher adjusted pro-
portion of visits with imaging ordered (8.6% of the sample
mean [13.9%]), and no difference in the proportion with a fol-
low-up appointment recommended (Figure 3).

Sensitivity Analyses
In contrast with co-training, PCP-specialist concordance in sex,
concordance in year of medical school graduation without con-
cordance in training institution, training at the same institu-
tion irrespective of temporal overlap, and concordant train-
ing at institutions affiliated with the study health system
irrespective of temporal overlap were weakly associated with
patient ratings of specialist care (Figure 4). The within-
specialist difference in patient ratings between directed and
undirected referrals was minimal (eTable 8 in Supplement 1).

Discussion
In this quasi-experimental study of specialist referrals in a large
health system, patients’ ratings of specialist care were mark-
edly higher when the specialist and referring PCP trained at
the same time at the same institution, particularly when in
the same year, and were thus more likely than other PCP-
specialist dyads to have a strong peer relationship estab-
lished. The enhanced patient experiences were not explained

Table. Association Between Co-Training Status of PCP-Specialist Dyad and Characteristics of Patients Seen During Visits With Specialists

Variable

Visits with specialists, mean or %a

Standardized
mean
difference

Effect of single
variable adjustment
on main outcomeb

Co-trained
with PCP

Did not co-train
with PCP

Mean age, y (SD) 56.7 (12.1) 57.4 (10.6) −0.064 7.9

Female 62.1 63.0 −0.027 3.2

Race and ethnicityc

Asian 2.8 2.9 −0.002 3.8

Black 5.4 4.4 0.063 5.4

Hispanic 0.8 0.9 −0.018 3.7

Non-Hispanic, White 86.7 86.7 −0.001 3.8

Other 4.2 5.1 −0.049 2.6

Preferred language

English 99.5 97.6 0.157 2.6

Spanish 0.2 0.8 −0.083 3.7

Other 0.3 1.6 −0.132 2.6

Educational attainment, highest degree

High school 18.9 18.8 0.002 3.7

College 50.7 50.9 −0.005 3.8

Graduate school 15.5 16.8 −0.041 4.1

Other 14.9 13.5 0.050 4.4

Insurance

Commercial 60.7 59.3 0.034 4.1

Medicare 25.3 26.8 −0.042 4.2

Medicaid 5.4 5.3 0.002 3.8

Other 8.6 8.5 0.006 3.8

Mean Elixhauser comorbidity index (SD)d 1.73 (2.21) 1.86 (1.82) −0.070 4.4

Abbreviation: PCP, primary care physician.
a Table shows patient characteristics for the primary sample that includes all

referrals (directed and undirected) with patient experience ratings available.
Means or proportions in characteristics, and differences associated with
co-training, were estimated and adjusted for specialist and PCP fixed effects
by fitting a model for each patient covariate as the dependent variable with
an indicator of co-training status and specialist and PCP fixed effects as the
independent variables. Numbers may not sum to 100% due to rounding.

b The effect of single-variable adjustment on the main outcome (ie, the
difference in composite patient experience ratings between visits with

co-trainees vs non-co-trainees) denotes the percentage change in the
outcome when adjusting for the indicated covariate (but not other covariates)
relative to a model adjusting only for specialist and PCP fixed effects.

c Race and ethnicity are assessed from electronic health record data, which may
not concord with self-reported race and ethnicity.35 As with other patient
covariates, we assessed race and ethnicity to assess balance in patient
characteristics associated with co-training relationships.

d The Elixhauser comorbidity index summarizes patient comorbidities that are
predictive of hospital outcomes, including mortality, and was measured over
the 12 months preceding each patient’s visit.36
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by the performance of the same PCPs or specialists in the ab-
sence of co-training ties or by concordance in other physician
characteristics that, alone, would not be expected to result in
strong peer relationships. We also found no evidence of selec-
tion bias from nonrandom sorting of patients to specialists with
concordant training. These findings suggest that the higher pa-
tient ratings of specialists were specific to the PCP-specialist
relationship as opposed to PCP, specialist, or patient-specific
factors. In addition, patient ratings of specialist care were not
higher in directed referrals, in which PCPs selected a pre-
ferred specialist for patients and were thus more likely to share

their impressions of the consulting specialist with the patient.
This suggests that any unobserved disclosure of favorable im-
pressions in undirected referrals are also unlikely to explain
the study results, leaving specialist responses to relationships
with PCPs as the more likely explanation.

Secondary analyses suggest that referrals from a PCP with
whom a specialist overlapped in training not only elicited a
more friendly, courteous, and concerned manner but also
clearer explanations, greater engagement in shared decision-
making, more time spent with patients, and objective changes
in medication prescribing. Thus, the behavioral response elic-

Figure 2. Adjusted Differences in Patient Experience Ratings of Specialist Care Between Visits
With Specialists Who Co-Trained With the Referring PCP and Visits With Specialists Who Did Not

20100–10

Difference between specialists who co-trained
with the referring PCP vs not

All referrals (directed and undirected)A

–20

Clinician composite (mean, 82.8%) 9.0 (5.6 to 12.4)
1. Friendliness/courtesy (mean, 86.1%) 9.3 (5.8 to 12.8)
2. Explanations (mean, 83.7%) 9.9 (6.2 to 13.6)
3. Concern shown (mean, 83.1%) 9.8 (5.5 to 14.1)
4. Inclusion in decisions (mean, 82.9%) 10.2 (6.0 to 14.3)

7. Used understandable words (mean, 86.7%) 8.6 (5.0 to 12.2)
8. Time spent (mean, 78.9%) 9.5 (5.0 to 13.9)

5. Information on medications (mean, 81.2%) 8.3 (2.8 to 13.8)
6. Follow-up instructions (mean, 81.0%) 3.1 (–2.3 to 8.5)

9. Patient confidence (mean, 84.0%) 8.5 (4.5 to 12.6)
10. Likelihood of recommending (mean, 83.2%) 9.6 (5.4 to 13.9)

Lower with

co-training

Higher with

co-training

Percentage points

(95% CI)

Undirected referralsB

Lower with

co-training

Higher with

co-training

Percentage points

(95% CI)

100–10 20

Difference between specialists who co-trained
with the referring PCP vs not

–20

Clinician composite (mean, 82.8%) 7.4 (1.7 to 13.0)
1. Friendliness/courtesy (mean, 86.1%) 7.2 (0.7 to 13.7)
2. Explanations (mean, 83.7%) 8.7 (2.7 to 14.8)
3. Concern shown (mean, 83.1%) 9.5 (3.2 to 15.9)
4. Inclusion in decisions (mean, 82.9%) 8.4 (0.4 to 16.4)

7. Used understandable words (mean, 86.7%) 8.8 (3.2 to 14.4)
8. Time spent (mean, 78.9%) 9.7 (2.8 to 16.5)

5. Information on medications (mean, 81.2%) 6.0 (–4.8 to 16.9)
6. Follow-up instructions (mean, 81.0%) –2.9 (–11.3 to 5.5)

9. Patient confidence (mean, 84.0%) 5.5 (–1.8 to 12.9)
10. Likelihood of recommending (mean, 83.2%) 6.8 (0.5 to 13.1)

A, Estimates in the sample of
specialist visits resulting from all
referrals (directed and undirected).
B, Estimates in the sample of
specialist visits resulting from
undirected referrals only. Point
estimates (in percentage points) are
plotted with 95% CIs for differences
in patient experience ratings
between visits with specialists who
co-trained with the referring primary
care physician (PCP) vs those who
did not. The vertical line at 0 denotes
no effect.

Figure 3. Adjusted Differences in Specialist Orders Between Visits With Specialists Who Co-Trained
With the Referring PCP and Visits With Specialists Who Did Not

2.50 5.0–2.5

Difference between specialists who co-trained
with the referring PCP vs not

–5.0

Medication ordered (mean, 18.2%) 1.6 (0.3 to 2.9)

Imaging ordered (mean, 13.9%) 1.2 (–0.7 to 3.0)

Follow-up appointment ordered (mean, 27.7%) –0.7 (–1.9 to 0.6)

Lower with

co-training

Higher with

co-training

Percentage points

(95% CI)

Point estimates (in percentage
points) are plotted with 95% CIs for
differences in electronic health
record–recorded specialist orders
between visits with specialists who
co-trained with the referring primary
care physician (PCP) vs those who did
not, in the sample of undirected
referrals. The vertical line at 0
denotes no effect.
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ited by co-training ties seems to extend well beyond a change
in demeanor that might alter patient perceptions to include
behavioral changes that promoted patient-centered care. We
could not judge the appropriateness of resulting changes in
ordering behavior, which could signify changes in decision-
making (eg, from gathering additional information from
patients), initiation of treatment plans, courtesy refills, or
unnecessary care. Findings for patient experiences were not
mediated by changes in medication or imaging ordering.

Taken together, these findings are consistent with the no-
tion that peer relationships can motivate physicians to de-
liver improved care through peer or audience effects23-26; when
physicians believe their work may be scrutinized or recog-
nized by peers, they may aspire to higher standards. Refer-
rals from familiar PCPs should make alignment of values more
visible, thereby establishing stronger peer accountability and
offering an opportunity for the specialist to demonstrate what
is valued by the related PCP-specialist dyad, including com-
petence and patient-centered care.25,27,28

The estimated effects of co-training on patient ratings of
specialist care are much larger than the effects of other poli-
cies, interventions, or efforts to improve patient experiences,
including public reporting,38 accountable care organizations,39

health plan effects,40 and hospital characteristics.41 Accord-
ingly, the present study’s findings, and extensions thereof,
could have major implications for the organization of care de-
livery, as they suggest potentially large quality gains from mod-
els encouraging peer interactions—such as team-based care,
digital consultations that foster direct communication, peer
coaching, and multispecialty case discussions.

Whereas much of the literature on peer motivation in the
workplace focuses on synchronous in-person interactions,23-25,27

our findings suggest that peer relationships can affect physi-
cian behavior when peer interactions are asynchronous and vir-
tual. In addition, the peer relationships in our study were formed
in the past (during training) but elicited tangible benefits for pa-
tients many years later, suggesting that delivery models that
strengthen peer relationships may continue to yield payoffs over

time. Peer and audience effects are at play during training and
conceivably drive much of the motivation to learn and provide
high-quality care but are not cultivated in the routine practice
of medicine thereafter, suggesting substantial room for foster-
ing and harnessing peer relationships more systematically. More
generally, our study suggests that nonfinancial strategies to
harness physician professionalism, including the pressure to live
up to the expectations of colleagues, could generate gains over
many dimensions of care without requiring decision-specific
interventions that risk erosion of intrinsic motivation when
deployed in aggregate.16,42,43

In our study’s setting, patient characteristics were bal-
anced with respect to co-training ties. Across other settings,
patients exposed to strong physician-peer relationships
may differ systematically from those in settings where
physicians have weaker relationships. In addition, some phy-
sicians may favor certain patients in referring to specialists
well-known to them, plausibly contributing to health care
disparities. Nevertheless, the main implication of our find-
ings is that peer relationships could be fostered and deployed
to improve quality more broadly and even reduce disparities
(eg, by implementing team care models in community
health centers).

Limitations
This study has limitations. First, we investigated PCP-specialist
co-training as a proxy for peer relationships that may moti-
vate physicians to deliver better care, but co-training ties were
uncommon and likely not the only source of such peer ef-
fects. Whether other sources of physician peer relationships
produce similar effects remains a question for future work. Nev-
ertheless, the implications of our findings may generalize, as
the professional or social relationships formed in training could
be replicated to some extent via other strategies that encour-
age physicians to interact. Thus, although co-training is a spe-
cial case, it is observable and instructive.

Second, the response rate to the patient experience
survey was low, as is characteristic of patient surveys. How-

Figure 4. Adjusted Differences in Composite Patient Ratings of Specialist Care Associated With PCP-Specialist Concordance in Select Characteristics

100–10 20

Difference between specialists who concorded
with the referring PCP vs not

–20

PCP-specialist concordance in training institution
with temporal overlap (co-training)

7.4 (1.7 to 13.0)

PCP-specialist concordance in sex 0.5 (–3.4 to 4.5)

PCP-specialist concordance in training at study
institution irrespective of time

–2.6 (–8.5 to 3.4)

PCP-specialist concordance in medical
school graduation year

1.8 (–2.3  to 5.9)

PCP-specialist concordance in training institution
irrespective of time

–0.2 (–5.1 to 4.7)

Lower with

concordance

Higher with

concordance

Percentage points

(95% CI)

Point estimates (in percentage points) are plotted with 95% CIs for differences
in composite patient experience ratings between visits with specialists who
concorded with the referring primary care physician (PCP) on the indicated
measures vs those who did not, in the sample of undirected referrals. The
vertical line at 0 denotes no effect. Concordance in medical school graduation
year refers to a difference in graduation year of 3 or fewer years, without

concordance in training institution. Concordance in training institution denotes
PCP-specialist dyads who trained at the same institution (including the study
institution but also all other institutions represented in the study sample), while
concordance in training at the study institution refers to PCP-specialist dyads
who trained at the institution at which the study was conducted.
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ever, this should not compromise the validity of this study
as long asPCP-specialist co-training did not affect survey
response; we found no evidence that it did. Third, we could
not definitely exclude the possibility that our findings were
mediated by affinity bias that induced higher specialist per-
formance as a consequence of shared traits rather than
strong relationships. While affinity bias could result from
shared affiliation with a training institution, shared affilia-
tions alone, without temporal overlap, were not associated
with patient experiences. Only when physicians trained at
the same institution at the same time did we find an associa-
tion. Fourth, the impact of peer relationships formed from
co-training observed at the study institution may not gener-
alize to other institutions.

Fifth, we also could not exclude the possibility that dif-
ferences in unobserved patient characteristics confounded our
estimates. Nevertheless, the large magnitude of effects on
patient experiences in addition to the observed balance on pa-
tient characteristics make this explanation highly unlikely.

Conclusions
In conclusion, PCP-specialist co-training led to significantly
improved patient experiences with specialist care, suggest-
ing the possibility of considerable quality gains from strate-
gies encouraging the formation of stronger peer relationships
among physicians.

ARTICLE INFORMATION

Accepted for Publication: November 2, 2022.

Published Online: January 3, 2023.
doi:10.1001/jamainternmed.2022.6007

Open Access: This is an open access article
distributed under the terms of the CC-BY License.
© 2023 Pany MJ et al. JAMA Internal Medicine.

Author Contributions: Mr Pany and Dr McWilliams
had full access to all of the data in the study and
take responsibility for the integrity of the data and
the accuracy of the data analysis.
Concept and design: All authors.
Acquisition, analysis, or interpretation of data:
All authors.
Drafting of the manuscript: All authors.
Critical revision of the manuscript for important
intellectual content: All authors.
Statistical analysis: All authors.
Obtained funding: All authors.
Supervision: McWilliams.

Conflict of Interest Disclosures: None reported.

Funding/Support: Supported by grants from the
National Institute on Aging (P01-AG032952 and
T32-AG51108) and the National Institute of General
Medical Sciences (T32-GM144273) of the National
Institutes of Health.

Role of the Funder/Sponsor: The funders had no
role in the design and conduct of the study;
collection, management, analysis, and
interpretation of the data; preparation, review,
or approval of the manuscript; and decision to
submit the manuscript for publication.

Disclaimer: Dr McWilliams is an Associate Editor
of JAMA Internal Medicine but was not involved
in any of the decisions regarding review of the
manuscript or its acceptance. The content is solely
the responsibility of the authors and does not
necessarily represent the official views of the
National Institutes of Health.

Additional Contributions: We thank B. Tocci,
Brigham and Women's Hospital, and P. Wickner,
MD, MPH, Brigham and Women's Hospital and
CVS Health, for facilitating access to and
providing expertise with patient experience data.
These individuals were not compensated for
their contributions.

Data Sharing Statement: See Supplement 2.

REFERENCES

1. Mcguire TG. Physician agency. In: Culyer AJ,
Newhouse JP, eds. Handbook of Health Economics.
Vol 1. Elsevier; 2000:461-536. doi:10.1016/S1574-
0064(00)80168-7

2. Institute of Medicine (US) Committee on Quality
of Health Care in America. Crossing the Quality
Chasm: A New Health System for the 21st Century.
National Academies Press (US); 2001. https://www.
ncbi.nlm.nih.gov/books/NBK222274/

3. Institute of Medicine (US) Committee on Quality
of Health Care in America. Kohn LT, Corrigan JM,
Donaldson MS, eds. To Err Is Human: Building a
Safer Health System. National Academies Press;
2000. https://www.ncbi.nlm.nih.gov/books/
NBK225182/

4. Bates DW, Singh H. Two decades since To Err
Is Human: an assessment of progress and emerging
priorities in patient safety. Health Aff (Millwood).
2018;37(11):1736-1743. doi:10.1377/hlthaff.2018.0738

5. Cutler D, Skinner JS, Stern AD, Wennberg D.
Physician beliefs and patient preferences: a new
look at regional variation in health care spending.
Am Econ J Econ Policy. 2019;11(1):192-221.
doi:10.1257/pol.20150421

6. Chandra A, Cutler D, Song Z. Who ordered that:
the economics of treatment choices in medical
care. In: Pauly MV, Mcguire TG, Barros PP, eds.
Handbook of Health Economics. Vol 2. Elsevier;
2011:397-432. doi:10.1016/B978-0-444-53592-4.
00006-2

7. McWilliams JM. MACRA: big fix or big problem?
Ann Intern Med. 2017;167(2):122-124. doi:10.7326/
M17-0230

8. Frakt AB, Jha AK. Face the facts: we need to
change the way we do pay for performance. Ann
Intern Med. 2018;168(4):291-292. doi:10.7326/M17-
3005

9. Roberts ET, Zaslavsky AM, McWilliams JM.
The value-based payment modifier: program
outcomes and implications for disparities. Ann
Intern Med. 2018;168(4):255-265. doi:10.7326/
M17-1740

10. Frandsen B, Rebitzer JB. Structuring Incentives
Within Organizations: The Case of Accountable Care
Organizations. National Bureau of Economic
Research; 2014, doi:10.3386/w20034

11. McWilliams JM. Professionalism revealed:
rethinking quality improvement in the wake of

a pandemic. NEJM Catal. 2020;1(5). doi:10.1056/
CAT.20.0226

12. Rathi VK, McWilliams JM. First-year report cards
from the merit-based incentive payment system
(MIPS): what will be learned and what next? JAMA.
2019;321(12):1157-1158. doi:10.1001/jama.2019.1295

13. Medicare Payment Advisory Commission.
Report to the Congress: Medicare payment policy.
March 2018. Accessed September 24, 2021. https://
www.medpac.gov/document/http-www-medpac-
gov-docs-default-source-reports-mar18_medpac_
entirereport_sec_rev_0518-pdf/

14. Ody C, Msall L, Dafny LS, Grabowski DC,
Cutler DM. Decreases in readmissions credited
to Medicare’s program to reduce hospital
readmissions have been overstated. Health Aff
(Millwood). 2019;38(1):36-43. doi:10.1377/hlthaff.
2018.05178

15. McWilliams JM, Barnett ML, Roberts ET,
Hamed P, Mehrotra A. Did hospital readmissions
fall because per capita admission rates fell? Health
Aff (Millwood). 2019;38(11):1840-1844.
doi:10.1377/hlthaff.2019.00411

16. Khullar D, Wolfson D, Casalino LP.
Professionalism, performance, and the future of
physician incentives. JAMA. 2018;320(23):2419-
2420. doi:10.1001/jama.2018.17719

17. Patel MS, Volpp KG, Asch DA. Nudge units to
improve the delivery of health care. N Engl J Med.
2018;378(3):214-216. doi:10.1056/NEJMp1712984

18. Emanuel EJ, Ubel PA, Kessler JB, et al.
Using behavioral economics to design physician
incentives that deliver high-value care. Ann Intern
Med. 2016;164(2):114-119. doi:10.7326/M15-1330

19. Patel MS, Day SC, Halpern SD, et al.
Generic medication prescription rates after health
system-wide redesign of default options within the
electronic health record. JAMA Intern Med. 2016;
176(6):847-848. doi:10.1001/jamainternmed.
2016.1691

20. Meeker D, Knight TK, Friedberg MW, et al.
Nudging guideline-concordant antibiotic
prescribing: a randomized clinical trial. JAMA Intern
Med. 2014;174(3):425-431. doi:10.1001/
jamainternmed.2013.14191

21. The Behavioral Economics and eConsult
Steering Committee, Meeker D, Friedberg MW,
et al. Effect of peer benchmarking on specialist
electronic consult performance in a Los Angeles
safety-net: a cluster randomized trial. J Gen Intern

Physician-Peer Relationships and Patient Experiences With Specialist Care Original Investigation Research

jamainternalmedicine.com (Reprinted) JAMA Internal Medicine February 2023 Volume 183, Number 2 131

Downloaded From: https://jamanetwork.com/ by Don Bukstein on 02/07/2023

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2022.6007?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://jamanetwork.com/pages/cc-by-license-permissions?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2022.6007?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://dx.doi.org/10.1016/S1574-0064(00)80168-7
https://dx.doi.org/10.1016/S1574-0064(00)80168-7
https://www.ncbi.nlm.nih.gov/books/NBK222274/
https://www.ncbi.nlm.nih.gov/books/NBK222274/
https://www.ncbi.nlm.nih.gov/books/NBK225182/
https://www.ncbi.nlm.nih.gov/books/NBK225182/
https://dx.doi.org/10.1377/hlthaff.2018.0738
https://dx.doi.org/10.1257/pol.20150421
https://dx.doi.org/10.1016/B978-0-444-53592-4.00006-2
https://dx.doi.org/10.1016/B978-0-444-53592-4.00006-2
https://dx.doi.org/10.7326/M17-0230
https://dx.doi.org/10.7326/M17-0230
https://dx.doi.org/10.7326/M17-3005
https://dx.doi.org/10.7326/M17-3005
https://dx.doi.org/10.7326/M17-1740
https://dx.doi.org/10.7326/M17-1740
https://dx.doi.org/10.3386/w20034
https://dx.doi.org/10.1056/CAT.20.0226
https://dx.doi.org/10.1056/CAT.20.0226
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.2019.1295?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://www.medpac.gov/document/http-www-medpac-gov-docs-default-source-reports-mar18_medpac_entirereport_sec_rev_0518-pdf/
https://www.medpac.gov/document/http-www-medpac-gov-docs-default-source-reports-mar18_medpac_entirereport_sec_rev_0518-pdf/
https://www.medpac.gov/document/http-www-medpac-gov-docs-default-source-reports-mar18_medpac_entirereport_sec_rev_0518-pdf/
https://www.medpac.gov/document/http-www-medpac-gov-docs-default-source-reports-mar18_medpac_entirereport_sec_rev_0518-pdf/
https://dx.doi.org/10.1377/hlthaff.2018.05178
https://dx.doi.org/10.1377/hlthaff.2018.05178
https://dx.doi.org/10.1377/hlthaff.2019.00411
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.2018.17719?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://dx.doi.org/10.1056/NEJMp1712984
https://dx.doi.org/10.7326/M15-1330
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2016.1691?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2016.1691?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2013.14191?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2013.14191?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007
http://www.jamainternalmedicine.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2022.6007


Med. 2022;37(6):1400-1407. doi:10.1007/s11606-
021-07002-1

22. Meeker D, Linder JA, Fox CR, et al. Effect of
behavioral interventions on inappropriate antibiotic
prescribing among primary care practices:
a randomized clinical trial. JAMA. 2016;315(6):562-
570. doi:10.1001/jama.2016.0275

23. Sacerdote B. Peer Effects in Education:
How Might They Work, How Big Are They and
How Much Do We Know Thus Far? In: Hanushek EA,
Machin S, Woessmann L, eds. Handbook of the
Economics of Education. Vol 3. Elsevier; 2011:249-277.
doi:10.1016/B978-0-444-53429-3.00004-1

24. Herbst D, Mas A. Peer effects on worker output
in the laboratory generalize to the field. Science.
2015;350(6260):545-549. doi:10.1126/science.
aac9555

25. Eisenkopf G. Peer effects, motivation, and
learning. Econ Educ Rev. 2010;29(3):364-374.
doi:10.1016/j.econedurev.2009.08.005

26. Zajonc RB. Social facilitation. Science. 1965;149
(3681):269-274. https://www2.psych.ubc.ca/
~schaller/Psyc591Readings/Zajonc1965.pdf

27. Mas A, Moretti E. Peers at work. Am Econ Rev.
2009;99(1):112-145. doi:10.1257/aer.99.1.112

28. Gagné M, Deci EL. Self-determination theory
and work motivation. J Organ Behav. 2005;26(4):
331-362. doi:10.1002/job.322

29. Cooper-Patrick L, Gallo JJ, Gonzales JJ, et al.
Race, gender, and partnership in the
patient-physician relationship. JAMA. 1999;282(6):
583-589. doi:10.1001/jama.282.6.583

30. Alsan M, Garrick O, Graziani G. Does diversity
matter for health: experimental evidence from
Oakland. Am Econ Rev. 2019;109(12):4071-4111.
doi:10.1257/aer.20181446

31. Doyle C, Lennox L, Bell D. A systematic review
of evidence on the links between patient
experience and clinical safety and effectiveness.
BMJ Open. 2013;3(1):e001570. doi:10.1136/
bmjopen-2012-001570

32. Manary MP, Boulding W, Staelin R,
Glickman SW. The patient experience and health
outcomes. N Engl J Med. 2013;368(3):201-203.
doi:10.1056/NEJMp1211775

33. Anhang Price R, Elliott MN, Zaslavsky AM, et al.
Examining the role of patient experience surveys in
measuring health care quality. Med Care Res Rev.
2014;71(5):522-554. doi:10.1177/1077558714541480

34. Presson AP, Zhang C, Abtahi AM, Kean J,
Hung M, Tyser AR. Psychometric properties of the
Press Ganey® Outpatient Medical Practice Survey.
Health Qual Life Outcomes. 2017;15(1):32.
doi:10.1186/s12955-017-0610-3

35. Klinger EV, Carlini SV, Gonzalez I, et al. Accuracy
of race, ethnicity, and language preference in an
electronic health record. J Gen Intern Med. 2015;30
(6):719-723. doi:10.1007/s11606-014-3102-8

36. Elixhauser A, Steiner C, Harris DR, Coffey RM.
Comorbidity measures for use with administrative
data. Med Care. 1998;36(1):8-27. doi:10.1097/
00005650-199801000-00004

37. Cameron AC, Gelbach JB, Miller DL. Robust
inference with multiway clustering. J Bus Econ Stat.
2011;29(2):238-249. doi:10.1198/jbes.2010.07136

38. Roberts ET, Song Z, Ding L, McWilliams JM.
Changes in patient experiences and assessment
of gaming among large clinician practices in
precursors of the Merit-Based Incentive Payment
System. JAMA Health Forum. 2021;2(10):e213105.
doi:10.1001/jamahealthforum.2021.3105

39. McWilliams JM, Landon BE, Chernew ME,
Zaslavsky AM. Changes in patients’ experiences in
Medicare Accountable Care Organizations. N Engl J
Med. 2014;371(18):1715-1724. doi:10.1056/
NEJMsa1406552

40. Elliott MN, Landon BE, Zaslavsky AM, et al.
Medicare Prescription Drug Plan enrollees report
less positive experiences than their Medicare
Advantage counterparts. Health Aff (Millwood).
2016;35(3):456-463. doi:10.1377/hlthaff.2015.0816

41. Jha AK, Orav EJ, Zheng J, Epstein AM. Patients’
perception of hospital care in the United States.
N Engl J Med. 2008;359(18):1921-1931. doi:10.1056/
NEJMsa0804116

42. Slight SP, Seger DL, Nanji KC, et al. Are we
heeding the warning signs: examining providers’
overrides of computerized drug-drug interaction
alerts in primary care. PLoS One. 2013;8(12):e85071.
doi:10.1371/journal.pone.0085071

43. Embi PJ, Leonard AC. Evaluating alert fatigue
over time to EHR-based clinical trial alerts: findings
from a randomized controlled study. J Am Med
Inform Assoc. 2012;19(e1):e145-e148. doi:10.1136/
amiajnl-2011-000743

Invited Commentary

Primary Care–Specialist Relationships, Intrinsic Motivation,
and Patient Experience of Care
Lawrence P. Casalino, MD, PhD

In this issue of JAMA Internal Medicine, Pany and McWilliams1

reported that patient experience of an outpatient visit with
a specialist was much better (analogous to an increase from
median patient experience to the 91st percentile) when the

referring primary physician
and the specialist co-trained
at the same institution. In

addition, the authors found that specialists behaved differ-
ently when they had co-trained with the referring physician.
Specifically, specialists were more likely (for better or for worse)
to prescribe a medication and/or to order an imaging study
for patients than when they had not trained with the refer-
ring physician.

Pany and McWilliams1 were careful to analyze potential con-
founding factors; they convincingly argue that these did not lead
to their findings. However, readers may want to be aware of
2 limitations of this study. First, it was done within a single elite
health system, in which the physicians are likely to have trained
at elite institutions and to highly value that era of their lives. Sec-
ond, the study defined co-training as training that overlapped
for at least 1 year at the same institution at any level (from medi-
cal student to fellow). This means that co-training physicians

may not even have met each other or cared for the same pa-
tients. This suggests that the co-training effects may have
resulted both from physicians actually knowing each other
during training and from physicians who did not know each
other wanting to perform well for a peer with whom they share
a salient, albeit relatively abstract, background. It is possible that
the results would have been even stronger if the primary care
physician–specialist relationship was more substantial (for
example, if they had cared for multiple patients together).

This study by Pany and McWilliams1 is a unique addition
to the growing literature on the potential importance of non-
financial incentives and of physicians’ intrinsic motivation—
motivation not tied to external rewards—to act professionally.2-5

It may be debated whether the desire to act professionally in
the eyes of colleagues should be defined as intrinsic motiva-
tion, but in any case, this motivation—whatever it is called—
is, as the authors suggest, something that organizations that
provide medical care could use more extensively to improve
quality. Furthermore, as the authors suggest, physicians seem
to perform better when they co-trained with a colleague, per-
haps because the fact that they co-trained reminds them of the
professional standards emphasized in their training. If so, this
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