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A 91-year-old man drove 3 hours to be seen by a hematologist for an appointment he was told he
could not afford to miss. He was referred for advice on the duration of anticoagulation after he was
diagnosed with heparin-induced thrombocytopenia 2 months earlier when he had coronary artery
bypass surgery.

A 22-year-old woman with anemia because of severe menometrorrhagia was referred for evaluation of
thrombocytosis needed to have a “bone marrow biopsy to test for blood cancer.”

A 44-year-old woman, who was overweight and a heavy smoker, living 120 miles from our center, was
referred for evaluation of increased white blood cells (11 × 103/μL on account of neutrophilia 7.6 ×
103/ccu) because she “could have leukemia.”

In our classical ("benign") hematology clinic, the first patient was advised to continue his current
anticoagulant (warfarin) for an additional month. This could spare the patient an unnecessary trip if a
referring provider had consulted guidelines on managing heparin-induced thrombocytopenia man-
agement within a few minutes at the point of care. The woman with thrombocytosis was told that her
platelets were increased because of iron deficiency anemia (from severe menometrorrhagia) that will
eventually normalize after her anemia corrects on iron replacement (which they did), a fact that the
referring physician probably knew, if he could take a moment to reflect on it. After taking the history of
the patient who presented with mild leukocytosis, it became clear that she had been evaluated for it
several years earlier. At the time, she was told that the etiology of her mild leukocytosis was related to
her obesity and smoking. The patient was referred to us after being seen for <5 minutes in the primary
care office.

These patients had waited 2 to 4 months to be seen at our tertiary academic center. It is probably
obvious to all readers that the management of these patients did not require referrals to a subspe-
cialty tertiary center. However, what we describe is not an exception. This trend of increasingly
referring patients to subspecialists pervades all specialties, not only our specialty, hematology. The
“referral madness” results in hyper-fragmentation, defined as the delivery of health services across an
excessively large number of specialists of poorly coordinated providers,1 with the serious conse-
quence of inadequate access to high-quality care. In our practice, we consult >1500 patients per
year in our hematology clinics, of whom 50% to 70% of patients have similar clinical questions as the
patients described in the opening vignettes. Each of these patients sees multiple providers. However,
as more individuals make more decisions, the probability of diagnostic and therapeutic error
increases.

What are the possible explanations for this increasingly intolerable poor quality of care? Because the
cornerstone of expertise is judgment competence,2 we argue that judgment competence was
compromised in each case.

What affects judgment in people who otherwise have proven their professional competence by
completing their medical training, passing the board exams, meeting all regulatory requirements for
continuing medical education, and probably dealing with similar clinical cases in their professional
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career? It is not the lack of knowledge per se. In the final analysis,
the quality of care comes down to time. The limited time provided
to practitioners to go beyond minimally required data collection to
enable cognitive efforts to reflect, deliberate, review, and look up
information severely curtails their ability to make high-quality, evi-
dence-based decisions. The lack of time is increasingly compro-
mising clinical judgment competence leading to unnecessary
referrals and fragmentation of care.

To maintain their incomes, physicians increasingly need to see
more patients. To accommodate more patients, health providers
have drastically reduced the time they devote to their patients. But,
because there is a strong reciprocal relationship between the
quantity and quality of decisions, the reduced time typically leads to
poor decisions.3 It has been estimated that health care providers’
decisions affect 80% of all health care expenditures,4 and poor
decisions represent the leading cause of death.5 Providers con-
strained by time can only effectively practice if they rely on their
memory, reaching out to well-rehearsed heuristics they can
immediately activate.3 To minimize error in their judgments, and
given the limits of our brain capacity,3 the physicians are forced to
subspecialize. Consequently, it is not unusual for physicians to see
only patients with 1 disease, even though they have spent years
learning how to care for patients with various problems in their
specialty. It is not, therefore, surprising that some providers are
reluctant to investigate topics with which they are less familiar. As a
result, many physicians, primary care or even specialists, increas-
ingly refuse to see patients with common problems such as anemia
or leukocytosis even if they have been trained in managing these
problems. If the problem falls into a category that they cannot easily
retrieve from their memory, physicians will refer the patient to
specialists instead of searching for information external to one’s
own memory, a hallmark of the educational and scientific process
fundamental to gaining clinical competence.

As our opening vignettes illustrate, hyper-fragmentation1,6 severely
affects patients’ access to health care providers. Increasingly, more
patients with less complex problems are being seen by specialists
at tertiary centers.1 Specialists are seeing more patients but not
necessarily more new or complex patients that would be more
appropriate for them to evaluate. All physicians have more patient
visits but fewer new patients. As a result, the system is clogged
with ever-increasing patient waiting times.

This trend has major implications for the health care system. Other
factors also contribute to hyper-fragmentation, such as the aging
population, the rise of chronic diseases, multiple problems leading
to different care management pathways, and physicians’ desire to
reduce misses that may lead to liability consequences. However,
the onslaught of trivial referrals seemingly prompted by the desire
to mitigate diagnostic or therapeutic uncertainties7 often leads to
additional workup resulting in the unsafe practice of the cascade of
unnecessary diagnostic testing and treatments.

Nevertheless, as we highlighted earlier, high-quality care requires
time. It has been said that “time is the greatest commodity of our
times.” Although everyone acknowledges this fact of today’s envi-
ronment, we are unaware of any initiative that incentivizes providers
to spend more time developing competence that will reduce the
fragmentation of care. In the United States, the Federal Health
Insurance Program of the Centers for Medicare and Medicaid
Services, which provides health coverage to >100 million people,
14 NOVEMBER 2023 • VOLUME 7, NUMBER 21
uses codes to allow physicians to charge based on time spent with
their patients. However, the coding system does not capture the
true time-consuming activities such as reviewing records, coordi-
nation of care, and responding to patient emails after the visit. Most
importantly, it does not incentivize physicians to look up recent
advances in health care.

The best decisions are made when evidence is retrieved at the time
we need it.3 Incentivizing physicians to spend more time with their
patients and develop competence to answer as many common
medical problems that fall within the purview of their overall training
as possible would improve the current unacceptable hyper-
fragmentation of health care. Although waiting for policymakers
to take the time factor more seriously, the current “referral
madness” can conceivably be reduced by relying more on elec-
tronic consults,8 a quick answer to well-articulated questions about
the patient’s care that would, in our estimate, reduce >50% of
unnecessary referrals. Rapid access to current guidelines and
specialists through electronic consults regarding collecting,
analyzing, reviewing, and interpreting clinical information should
also promote clinical competence and reduce trivial referrals.
Reducing the number of patients circulating through the health
care system would, paradoxically, increase patients’ access to
specialists, including those with more serious illnesses currently
waiting months to be seen. Electronic consultation is an important
educational tool addressing relevant problems at the point of care;
it can facilitate a stronger partnership with primary care providers,
generating significant opportunities for substantial savings, elimi-
nating waste, and improving the quality of care.9
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