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that they interfere with interstate 
commerce and violate the First 
and Fourteenth Amendments.5 
California’s law has reportedly 
had some success, as drug com-
panies have decided to rescind 
or reduce previously announced 
price increases for health plans 
in that state. Establishing afford-
ability boards may be a natural 
next step that more states take to 

exert a stronger in-
f luence over price 
spikes and still sur-
vive legal challenges.

The challenge facing any state-
level effort will be to achieve the 

kind of scale necessary to affect 
an industry that manufactures 
more than 4 billion prescriptions’ 
worth of drugs each year for the 
United States alone. These new 
approaches are unlikely to be a 
substitute for a federal solution 
that alters the fundamental mar-
ket factors responsible for driving 
up drug prices.

Disclosure forms provided by the authors 
are available at NEJM.org.

From the University of Arizona James E. 
Rogers College of Law. 
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Colleagues Unknown — How Peer Evaluation Could Enhance 
the Referral Process
Gregory E. Brisson, M.D.  

My email was written in good 
faith, but still the subject 

was delicate. I was looking for a 
specialist who would be a good 
fit for my patient, an anxious 
gentleman who required extra 
time at office visits to get an-
swers to his many questions. He 
had seen my go-to consultant in 
this specialty, a seasoned physi-
cian with a gentle bedside man-
ner. That visit had not gone well. 
Whatever the reasons, he wanted 
a new doctor. Rather than blindly 
referring him to any available phy-
sician in the division, I emailed a 
cadre of colleagues to get their 
recommendations.

They didn’t have any. Their 
experience with the division in 
question was as limited as mine. 
I considered resending the email 
to the entire general-medicine 
mailing list, but I had concerns 
about maintaining confidential-

ity, and physicians’ mailboxes are 
already inundated. Instead, I con-
tacted a specialist who was new 
to the system. She could see the 
patient the next day, though he 
would have to drive an hour to the 
city where her clinic was located. 
He agreed. With the expectations 
of both parties managed, the 
visit went smoothly.

Finding patient-centered solu-
tions has always been one of the 
challenges and rewards of clini-
cal medicine, but stories like this 
one are becoming routine. I reg-
ularly receive emails from peers 
who need help navigating the 
system. Colleagues at other insti-
tutions describe similar experi-
ences. These observations raise 
questions about how doctors re-
fer and shed light on the reality 
that generalists and specialists 
increasingly don’t know each 
other. It’s now the norm for U.S. 

physicians to work in large groups 
— networks that can span coun-
ties or cross state lines.1 In such 
systems, there’s little opportunity 
for interaction among colleagues.

It wasn’t always this way. Ear-
lier in my career, I knew most of 
the doctors at my hospital. I was 
generally aware of who was kind, 
curious, and a good collaborator 
— qualities I value in consultants. 
When I made a referral, it was 
usually to someone I knew first-
hand whom I could trust. That 
started to change in the past 
decade.

The group I work for merged 
with several hospitals and grew 
from hundreds of physicians to 
thousands — I can’t possibly 
know them all, no matter how 
many meet-and-greet socials I at-
tend. Hospitalist programs in-
f lamed the problem by discon-
necting generalists from hospitals, 
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where we would often interact 
with specialists. Electronic health 
records (EHRs) further reduced 
interaction among physicians by 
driving us into our offices to type 
notes.2

These shortcomings are famil-
iar to all physicians. Contempo-
rary medicine is an easy target 
for clinicians who yearn for a 
greater sense of professional com-
munity. Even so, there are bene-
fits to recent changes: EHRs 
mean I don’t waste time search-
ing for charts; hospitalists make 
clinic less hectic since I no longer 
have to visit inpatients. But the 
business of medicine has changed 
the culture of medicine. We traded 
collegiality for clinical productiv-
ity. Although the effect on quality 
is unclear, the impact on relation-
ships among doctors is palpable.

Patients have also noticed this 
shift. Like many physicians, for 
routine consults I have started 
referring patients to departments 
instead of to individual clinicians 
— with the expectation that all 
specialists in my network are 
qualified and that administrators 
will guide patients to the appro-
priate subspecialists. Patients, 
however, often ask me to recom-
mend a specific consultant by 
name, which is uncomfortable 
when you don’t know your col-
leagues. Recently, a patient com-
plimented a physician I’d referred 
him to. Pleased, I commented 
that patients always had good 
experiences with him, after which 
the patient awkwardly pointed out 
that the specialist is female. Apart 
from being embarrassing, blun-
ders like this one erode trust.

In truth, the referral process 
has always been arcane. Recent 
practice trends have only ampli-
fied existing vulnerabilities. If 
we practice where we trained, we 

probably maintain referral pat-
terns established during residency. 
When we are new to a system, 
we most likely rely on word-of-
mouth recommendations. Once 
we factor in network constraints, 
clinician availability, and location, 
convenience may have more sway 
than we care to admit. For an 
evidence-based profession, the 
way in which we refer is conspic-
uously anecdotal.

Patients and physicians would 
benefit from an improved pro-
cess, one that enables doctors to 
tailor referrals for individual pa-
tients. Patients already expect that 
we do that. Technology, although 
part of the problem, may also of-
fer solutions. Profiles on Doxim-
ity and LinkedIn, for instance, 
include information on physi-
cians’ training, certification sta-
tus, and professional activities. I 
use these platforms to get ac-
quainted with colleagues. Their 
utility is limited, however, because 
they provide primarily background 
information.

New approaches to integrat-
ing primary and specialty care 
are increasingly available.3 Some 
health systems use referral-man-
agement software, built into the 
EHR, to guide patients to the 
right subspecialists, expedite trans-
fer of patient data to specialists’ 
offices, and monitor follow-
through. More promising are elec-
tronic referrals, or eConsults — 
virtual “curbside consults” that 
enable physicians to address the 
nature and appropriateness of con-
sults with specialists before initi-
ating a referral.4 eConsults foster 
communication and facilitate ear-
ly comanagement of conditions, 
thus reducing both demand for 
specialists and wait times.

These strategies can improve 
the effectiveness and efficiency 

of referrals, but the concern that 
physicians don’t know each other 
remains unaddressed. To tailor 
referrals, it would be useful to 
know what physicians think of 
each other, as we did when we 
worked in smaller systems. Mass 
emails to colleagues may offer 
guidance, but they are time con-
suming and can be ethically prob-
lematic. Peer evaluations could 
enhance the referral process. A 
secure system that aggregates pro-
fessional feedback from col-
leagues — and that is available 
only to physicians within the net-
work — might add value. The 
strength of any single evaluation 
would be low, but our confidence 
would increase when we recom-
mended physicians with a cluster 
of positive evaluations. Such infor-
mation would supplement data 
we currently use to select consul-
tants. Conceivably, the EHR could 
offer a comparison grid, akin to 
tools provided by TripAdvisor or 
Priceline, with information about 
consultants, including clinical ex-
pertise, availability, and peer and 
patient evaluations.

Admittedly, physician ratings 
are charged. Medicine is still 
struggling to determine the best 
way to use patient evaluations to 
improve care. The prospect of peer 
evaluations might only heighten 
physicians’ anxiety. And choosing 
a consultant is more complex than 
booking a hotel room. Nonethe-
less, I believe peer evaluation is 
an idea we should consider. Some 
medical schools and residency 
programs are successfully using 
such evaluations to assess train-
ees, particularly in terms of their 
proficiency in skills that are chal-
lenging to measure but highly 
valued by patients, such as pro-
fessionalism and communication.5 
These programs offer a road map 
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for incorporating peer evaluations 
into referrals. And by providing 
longitudinal data, peer evalua-
tions could strengthen our ability 
to support colleagues and even to 
self-regulate; declines in perfor-
mance, for example, could sug-
gest that a physician is burned 
out, impaired, or otherwise at risk. 
Such cues could offer opportuni-
ties to assist before physicians 
harm patients or themselves.

Time will tell whether recent 
practice changes are a serious 
blow to professional culture or 
merely growing pains of an ever-
evolving system. Innovations such 
as peer evaluation are only one 
part of a broader discussion about 
making referrals better for pa-
tients and physicians. Improving 
the referral process won’t be an 
easy accomplishment, but if it 
facilitates teamwork and patient 
advocacy, it’s a worthy goal. By 
strengthening connections among 

physicians, it may also promote 
joy in practice.

Recently, I referred a patient 
to a colleague for a hernia repair. 
“Is he a good surgeon?” the pa-
tient asked. I paused. My patients 
who had seen him had typically 
done well, and he was a good com-
municator. Those factors would 
generally be enough to affirm my 
recommendation. But this time 
was different.

“Well, he took out my appen-
dix,” I said, “so I can recommend 
him from personal and profes-
sional experience.” It was true. 
Ten years ago, he did an appen-
dectomy on me, and I had felt 
exceptionally well cared for.

We both laughed, and the pa-
tient wholeheartedly accepted my 
referral. Having personal experi-
ence is, plainly, an absurd stan-
dard for choosing a specialist. Yet 
in that moment, in an increasingly 
disconnected system, it was grati-

fying to offer such an unqualified 
referral.

Disclosure forms provided by the author 
are available at NEJM.org.

From the Northwestern University Feinberg 
School of Medicine, Chicago. 
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Becoming a Physician

Medical Training in the Closet
Jack L. Turban, M.D., M.H.S.  

“If I ever knew someone was 
gay, I’d shoot them. Gay peo-

ple don’t deserve to live.”
I was 14 years old when my 

father said that. He was driving 
along the highway, looking straight 
ahead, and I’ll never forget how I 
felt as I glanced at him from the 
passenger’s seat. I knew he kept a 
handgun in the car. I also knew I 
was gay. Was his comment direct-
ed at me, or did he see someone 
driving in front of him who 
seemed flamboyant? Did he know 
I was gay? Was I going to die?

It turned out he didn’t know, 

and I didn’t die. Now, 15 years 
later, I’m a resident physician in 
psychiatry in Boston. My early 
years of hiding my identity feel 
like a lifetime ago. But the effects 
haven’t left me. From the time I 
realized I was gay in elementary 
school until I came out to friends 
in college, I thought that if any-
one found out, I would be kicked 
out of my house, beaten, or killed.

U.S. society has made signifi-
cant progress since I was a teen-
ager. I can get married now. My 
boyfriend and I can walk around 
Boston holding hands without 

people taking a second look. In 
New England, we often forget how 
different things were just 15 years 
ago. People I work with probably 
imagine that being gay doesn’t 
affect me much. Unfortunately, 
they’re wrong.

I spent a lot of time as a child 
learning to hide aspects of my-
self. I changed my voice to make 
it sound “less gay.” I changed my 
mannerisms to seem less stereo-
typically feminine. The walking 
posture that I’ve been told is stiff 
comes from spending years try-
ing to rid my gait of any charac-
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