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Primary Care — Will It Survive?
Thomas Bodenheimer, M.D.

The American College of Physicians recently warned that "primary care, the THIS ARTICLE

backbone of the nation's health care system, is at grave risk of collapse."l And
indeed, primary care is facing a confluence of factors that could spell disaster.
Patients are increasingly dissatisfied with their care and with the difficulty of
gaining timely access to a primary care physician; many primary care
physicians, in turn, are unhappy with their jobs, as they face a seemingly
insurmountable task; the quality of care is uneven; reimbursement is
inadequate; and fewer and fewer U.S. medical students are choosing to enter
the field.
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The great majority of patients prefer to seek initial care from a primary care MORE INFORMATION
physician rather than a specialist,g but their unhappiness with their primary
care experience is growing.§ At the same time, primary care physicians are
expressing frustration that the knowledge and skills they are expected to
master exceed the limits of human capability, making it impossible to provide the best care to every patient.4
The scope of primary care extends from uncomplicated upper respiratory and urinary tract infections to the
longitudinal care of elderly patients with diabetes, coronary heart disease, arthritis, and depression — who
may also have limited proficiency in English.
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Reimbursement based primarily on the quantity of services delivered, rather than on quality, forces primary
care physicians onto a treadmill, devaluing their professional work life. The short, rushed visits with
overfilled agendas that cause patients dissatisfaction simultaneously breed frustration in physicians.

Contributing to this frustration is the growing set of demands placed on primary care. The preventive services
that a physician either ought to provide because there is evidence of their efficacy or might provide because
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of the patient's preferences (which must therefore be discussed) have multiplied. The prevalence of chronic
conditions — most of which are handled in primary care settings — is increasing, as are requirements for
their proper management. Not only has the number of primary care tasks grown exponentially, but physician
performance is being measured and physicians are even being paid according to their ability to perform these
tasks reliably and consistently. It has been estimated that it would take 10.6 hours per working day to deliver
all recommended care for patients with chronic conditions, plus 7.4 hours per day to provide evidence-based
preventive care, to an average panel of 2500 patients (the mean U.S. panel size is 2300).4

These excessive demands contribute to long waiting times and inadequate quality of care for patients. A

growing proportion of patients report that they cannot schedule timely appointments with their physician.
Emergency departments are overflowing with patients who do not have access to primary care. The majority
of patients with diabetes, hypertension, and other chronic conditions do not receive adequate clinical care,

partly because half of all patients leave their office visits without having understood what the physician said.>

These problems are exacerbated by the system of physician payment.l Thirty minutes spent performing a
diagnostic, surgical, or imaging procedure often pays three times as much as a 30-minute visit with a patient
with diabetes, heart failure, headache, and depression. The median income of specialists in 2004 was almost
twice that of primary care physicians, a gap that is widening. Data from the Medical Group Management
Association indicate that from 1995 to 2004, the median income for primary care physicians increased by
21.4 percent, while that for specialists increased by 37.5 percent. A 2006 report from the Center for Studying
Health System Change reveals that from 1995 to 2003, inflation-adjusted income decreased by 7.1 percent
for all physicians and by 10.2 percent for primary care physicians. The 5 percent increase in Medicare
payments for primary care announced in June 2006 is insufficient to narrow the gap.

These factors add up to an unsurprising result: fewer U.S. medical students are choosing careers in primary
care.L Between 1997 and 2005, the number of U.S. graduates entering family practice residencies dropped by
50 percent (see line graph). In 1998, half of internal medicine residents chose primary care; currently, about
80 percent become subspecialists or hospitalists (see bar graph).l These trends are occurring at a time of
growing need for primary care for an aging population with an increased prevalence of chronic disease.
Moreover, many nurse practitioners and physician assistants who could join the primary care workforce are
instead going to work in wealthier specialty practices. Primary care practices in the United States now
depend on luring physicians away from other countries.

Family Medicine Residency Positions and Number Filled by U.S. Medical
School Graduates.

From the American Academy of Family Physicians, based on data from the
National Resident Matching Program.
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Proportions of Third-Year Internal Medical Residents Choosing Careers as
Generalists, Subspecialists, and Hospitalists.

For 2001, the data reflect the career plans for all third-year internal medicine

residents, including categorical, primary care, medicine—pediatrics, and other

View larger version tracks. Data for all other years reflect the career plans of third-year residents
(28K): enrolled in categorical and primary care internal medicine programs. Data for 1998

[in this window] through 2003 are from Garibaldi et al.% Data for 2004 and 2005 are from Carol
[inanewwindow]  Popkave, American College of Physicians. NA denotes not applicable.
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Even as primary care spirals further into crisis, studies have demonstrated that a primary care—based health
care system has the potential to reduce costs while maintaining quality. The hospitalization rates for
diagnoses that could be addressed in ambulatory care settings are higher in geographic areas where access to
primary care physicians is more limited. States with a higher ratio of generalist to population have lower
per-beneficiary Medicare expenditures and higher scores on 24 common performance measures than states
with fewer generalist physicians and more specialists per capita.l

Fixing primary care requires actions on the part of primary care practices (microsystem improvement) and
the larger health care system (macrosystem reform). A covenant is needed between those who pay for health
care and those who deliver primary care: primary care must promise to improve itself, and in return, payers
must invest in primary care.

Fortunately, microsystem improvement is taking place. Many primary care practices have instituted policies
to reduce appointment delays. Learning collaboratives have catalyzed primary care practices — particularly
in community health centers, integrated delivery systems, and academic medical centers — to implement
components of the Chronic Care Model, effecting impressive improvements in process and outcome
measures. Primary care professional societies are designing and testing new practice models.

Yet these efforts have touched only a fraction of primary care practices, with small private offices offering
the greatest challenge. Moreover, these models have not sufficiently confronted the reality that primary care
physicians lack the time to provide all evidence-based preventive and chronic care services for the average
patient panel.4 This problem is addressed in a misguided fashion by concierge practices with small patient
panels. Such practices are rarely available to lower-income patients, and if the approach were widely adopted,
the primary care workforce would become grossly insufficient to care for the entire population.

A more thoughtful solution to physicians' time constraints requires a combination of team care and electronic
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encounters. Nonphysician team members working with Web- and e-mail-based patient portals can perform
routine preventive care functions and manage less complex chronic care. However, forging cohesive and
efficient teams is a challenge, and few payers adequately reimburse these services.

Unfortunately, little activity is evident at the macrosystem level. No serious proposals to narrow the income
gap between primary care physicians and specialists are on the national agenda. Fee-for-service payment
rewards quantity rather than quality, fostering the rushed visits that underlie primary care's shortcomings.
Pay-for-performance programs appear to be insufficient to make a substantial difference; physicians could
increase their income more — with less additional work — by adding one or two patient visits each day than
by meeting all the quality standards in current performance-based payment programs.

Serious effort is required to develop a national primary care payment policy. Public policy on primary care
does not exist; the fortunes of primary care are dictated not by the health care needs of the country but by a
specialty-rich, quantity-based reimbursement system. Few legislators, particularly among those responsible
for the trend-setting Medicare program, are aware that primary care is struggling. An educational campaign is
needed — to explain the nature and causes of the threats to primary care's survival; to provide
well-documented information on the benefits of primary care, focusing on the potential for a strong primary
care—based system to control health expenditures; and to offer concrete proposals for reforming both primary
care at the microsystem level and the payment scheme at the macrosystem level.

Who might support a national policy to rescue primary care? Employers and insurers, public and private, may
reap a return on investment by fostering a more effective primary care sector that will reduce health care
costs. The public would benefit from microsystem improvement, with fewer appointment delays, higher
quality, and more meaningful interpersonal relationships. Even specialists might recognize that they would
suffer if primary care deteriorates, being forced to coordinate care and confront psychosocial issues in
patients with multiple acute and chronic conditions rather than focusing on diagnosing and managing specific
diseases within their scope of expertise. Whoever takes up the cause of primary care, one thing is clear:
action is needed to calm the brewing storm before the levees break.

Source Information

Dr. Bodenheimer is a professor at the Center for Excellence in Primary Care in the Department of Family and Community
Medicine, University of California, San Francisco.

References

1. The impending collapse of primary care medicine and its implications for the state of the nation's
health care. Washington, D.C.: American College of Physicians, January 30, 2006. (Accessed August
10, 2006, at http://www.acponline.org/hpp/statehc06 1.pdf.)

2. Grumbach K, Selby JV, Damberg C, et al. Resolving the gatekeeper conundrum: what patients value in
primary care and referrals to specialists. JAMA 1999;282:261-266. [Free Full Text]

3. Safran DG. Defining the future of primary care: what can we learn from patients? Ann Intern Med
2003;138:248-255. [Free Full Text]

4 of 5 1/24/2007 1:19 PM



NEJM -- Primary Care -- Will It Survive? http://content.nejm.org/cgi/content/full/355/9/861

4. Ostbye T, Yarnall KS, Krause KM, Pollak KI, Gradison M, Michener JL. Is there time for management
of patients with chronic diseases in primary care? Ann Fam Med 2005;3:209-214. [Free Full Text]

5. Roter DL, Hall JA. Studies of doctor-patient interaction. Annu Rev Public Health
1989;10:163-180. [CrossRef][ISI][Medline]

6. Garibaldi RA, Popkave C, Bylsma W. Career plans for trainees in internal medicine residency
programs. Acad Med 2005;80:507-512. [CrossRef][ISI][Medline]

THIS ARTICLE

Related Letters: > PDF

= PDA Full Text
The State of Primary Care
Chretien J. H., Das R. R., Moorthi R. N., Becker K. L., Carleton S., Lin
G. I., Poplin C., Oserman S., Fields L. S., Kirk L. M., Bodenheimer T. > Letters
Extract | Full Text | PDE TODLS & SERVICES
N Engl J Med 2006; 355:2595-2598, Dec 14, 2006. Correspondence

COMMENTARY

Add to Personal Archive
This article has been cited by other articles: oty pre e
E-mail When Cited

E-mail When Letters Appear

L B B A

e Wender, R. C. (2007). Preserving Primary Care: the Front Line in the
War Against Cancer. CA Cancer J Clin 57: 4-5 [Full Text]

e Chretien, J. H., Das, R. R., Moorthi, R. N., Becker, K. L., Carleton, S.,
Lin, G. I, Poplin, C., Oserman, S., Fields, L. S., Kirk, L. M., Find Similar Articles
Bodenheimer, T. (2006). T-cell costimulation.. NEJM 355: 2595-2595 » PubMed Citation
[Full Text]

e Lance, P. (2006). The Cancer Genome and Diagnostic Blood Tests.. Cancer Epidemiol. Biomarkers
Prev. 15: 2017-2018 [Full Text]

MORE INFORMATION

¥

HOME SUBSCRIBE | SEARCH | CURRENTISSUE | PASTISSUES | COLLECTIONS HELP
Comments and questions? Please contact us.

The New England Journal of Medicine is owned, published, and copyrighted © 2007 Massachusetts
Medical Society. All rights reserved.

50f 5 1/24/2007 1:19 PM



