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Invited Commentary

Physicians as Owners and Agents—A Call for Further Study
Paul J. Eliason, PhD; Ryan C. McDevitt, PhD; James W. Roberts, PhD

Physicians act as gatekeepers in the US health care system,
helping patients decide what care to seek and where to seek
it, as well as coordinating and evaluating the care they ulti-
mately receive. This unique position of authority could lead

to conflicts of interest, how-
ever, if financial incentives in-
fluence physicians’ recom-
mendations at the expense of
patients or payers. In their
cross-sectional cohort study

in this issue of JAMA Internal Medicine, Lin et al1 therefore make
an important contribution by studying how physicians’ own-
ership of dialysis facilities is associated with patient care and
outcomes. Using ownership data for 2017 obtained from a Free-
dom of Information Act request and a difference-in-
differences research design, they establish 2 key results: own-
ership is associated with a more limited use of erythropoiesis-
stimulating agents (ESAs) and a more extensive use of home
dialysis. Both findings capture critical features of the care of
patients receiving dialysis, given the historical overuse of ESAs2

and underuse of home dialysis.3

Ownership arrangements between physicians and health
care facilities take a variety of forms, such as an individual phy-
sician investing in an independent facility, a partnership, or a
joint venture (JV), and are common across many sectors of the
health care system. Despite the prevalence of physician own-
ership, its implications have not been studied extensively,
largely due to a lack of data and transparency. The limited work
outside dialysis provides mixed evidence on how physician
ownership affects patient care and prices (eg, Swanson4); Lin
et al1 advance this knowledge for a segment of the health care
system where nearly 1 in 3 facilities now operates as a JV be-
tween for-profit dialysis chains and local physicians.5

Although dialysis chains assert that JVs benefit patients by
improving the coordination of care and its quality,6 other stake-

holders have questioned whether they might distort treat-
ment decisions and harm patients. A 2022 report from the
Medicare Payment Advisory Commission, for example, sug-
gests that clinicians with financial interests in dialysis facili-
ties may be inappropriately influenced when it comes to de-
cisions about patient care.7 This might include initiating
patients on dialysis when it is of questionable value, pushing
patients to in-center dialysis instead of home dialysis or trans-
plantation, steering patients to facilities in which they have an
ownership stake even if a different facility might be better for
that patient, and overproviding profitable separately billed ser-
vices or underproviding bundled services.7 Central to this de-
bate is the physician’s role as an agent acting on behalf of pa-
tients. Ownership of a health care facility could enable
physicians to better navigate corporate constraints for their pa-
tients, or it could lead physicians to put their own financial in-
terests ahead of their patients’ well-being.

Lin et al1 bring new evidence to the broader debate sur-
rounding physicians’ ownership of health care facilities. The
authors’ primary analysis relies on a difference-in-differences-
type empirical strategy, and their main empirical challenge is
selection bias. To understand whether physician ownership
affects care decisions, an ideal randomized clinical trial (RCT)
would randomly assign different ownership arrangements
across physicians, facilities, and patients. Because such an ex-
periment is infeasible, the next-best alternative is to use qua-
siexperimental methods to mimic the design of an RCT as
closely as possible using observational data.

A difference-in-differences method typically does this by
(1) specifying a comparison group (like a control group in an
RCT) and (2) comparing changes from before and after a treat-
ment (such as a physician becoming an owner of a facility) for
the treated group relative to the control group. Set up this way,
the difference-in-differences method eliminates any con-
founding factors related to common time trends, as well as fac-
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tors that contribute to constant differences between the treated
and comparison groups. The design in Lin et al1 is slightly dif-
ferent, however, in that their cross-sectional data prevent them
from meaningfully comparing pretreatment and posttreat-
ment periods. Rather, the authors specify the treated group to
be the set of patients receiving dialysis at facilities with a phy-
sician owner along with a comparison group made up of pa-
tients receiving dialysis at facilities without a physician owner.
They then compare the differences between patients treated
by a physician owner and those treated by a physician non-
owner within treated facilities to the same difference at com-
parison facilities. This design controls for the systematic ways
that certain types of facilities may enter into ownership ar-
rangements with physicians, as well as which types of physi-
cians opt to become owners.

In so doing, Lin et al1 make the most of the data they have
but leave some critical questions for future inquiries. Left un-
answered by this design are questions about how physician
ownership affects all patients treated at a facility: Is there a fa-
cility-wide effect from physician ownership that might affect
both patients treated by the owner and patients treated by non-
owners? Are patients managed by physicians who have an own-
ership stake at a facility other than the one they receive treat-
ment from more likely to be neglected? Do the results they find
arise because physicians are better able to act as altruistic
agents on behalf of patients, or because of alignment with the
financial incentives of being an owner? An important and re-
lated limitation is that the difference-in-differences design does
not account for the nonrandom assignment of patients to fa-
cilities. That is, a physician may be financially motivated to
steer patients who need costly ESAs to a facility where they
do not have an ownership stake—and therefore do not bear the

costs of administering the drugs—or they may cherry-pick pa-
tients who are better suited for home dialysis, steering them
to their own facility. Steering such as this could generate the
results in Lin et al1 even if the actual use of ESAs or home di-
alysis does not differ across owners and nonowners.

Although the authors1 acknowledge this limitation and as-
sess how observable patient attributes differ across physi-
cian and facility types, the potential for physician owners to
steer patients to their own facilities for financial reasons mer-
its further research, as it may directly affect patient welfare.7

In our own contemporaneous and independent work, we
complement the work by Lin et al1 by studying the economics
that underpin dialysis JVs.5 Using data on facilities that tran-
sition to being JVs over a 12-year span, we find that entering
into a JV increases the number of patients treated at a facility
by 13.4% to 14.8%, due largely to increased referrals from phy-
sicians. These findings suggest that large dialysis organiza-
tions seek out these arrangements to ensure that patients con-
tinue to receive dialysis at their facilities, particularly patients
with lucrative private insurance.

As physician ownership arrangements extend through-
out the health care system, more analysis of how they affect
patients and payers is urgently needed. The study by Lin et al1

provides a substantial step in this direction, even if some im-
portant questions remain open for further exploration. Al-
though multiple laws seek to limit the potential conflicts of in-
terest arising out of physician ownership, such as the Stark Law,
certain sectors, including the dialysis industry, receive excep-
tions. Obtaining a greater understanding of the trade-offs be-
tween the potential gains from physician ownership and costs
due to conflicts of interest would inform the policy discus-
sion and potentially benefit patients and stakeholders alike.
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