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In today’s competitive health care market, only innova
tors who demonstrate improvements in both quality 
and price will survive. Primary care physicians can sur
vive, and even thrive, in this environment if they take a 
hard look at their goals, reflect on necessary changes, 
and experiment boldly to forge a new primary care 
model that can achieve the necessary goal of improved 
clinical care effectively and efficiently.

We propose a new model of primary care, the 
Enhanced Primary Care Model, that combines clinical 
tools with quality improvement methods to improve 
health outcomes. Tools include clinical guidelines, 
patient registries, team care, monitoring, tracking, pri
oritization, outreach, and the formation of multidiscipli
nary teams that use continuous quality improvement 
(CQI) methods. The Enhanced Primary Care Model has 
many advantages for both patients and clinicians as

compared with competing models, such as the 
Subspecialty Model and the Disease Management 
Carve-out Model.

There is a short window of opportunity for primary 
care physicians to demonstrate improved health care 
processes and outcomes using the Enhanced Primary 
Care Model. Some improvements in primary care have 
been achieved by increasing efficiency and rearranging 
what we have to make it work better. However, more 
radical change is now urgently needed. In the absence 
of radical improvement in quality of care, the future of 
primary care may be much more bleak than most 
physicians have assumed.
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W ith today’s emphasis on health care value, 
defined as quality divided by cost, there 
has been renewed interest in primary care. 
Primary care is widely believed to be a 
more efficient way to provide and coordi

nate most care, thus avoiding the excessive use o f tests 
and procedures that add little benefit in terms o f clinical 
outcomes.111 Managed care organizations have long empha
sized primary care, and generally use about a 50:50 ratio o f 
primary providers to specialists, compared with roughly a 
25:75 mix in favor o f  subspecialists in the United States 
overall.1'7

In recent years, as managed care organizations have 
increased the proportion o f the population under their 
care, and as guidelines and payers have emphasized value, 
primary care has flourished, gaining renewed respect, 
increased importance in the health care system, more 
training resources, increased interest by medical students, 
and better reimbursement.8 Since fierce competition in 
today’s health care market is increasingly based on quality, 
as well as cost, it is o f  utmost importance that the quality 
o f primary care be good.
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HOW WELL ARE WE DOING?

What is the evidence that current health care is producing 
either good processes or good outcomes? There is an 
abundance o f evidence that there has been only minimal 
improvement in health outcomes on a population basis in 
the United States since approximately 1960, although 
expenditures on health increased from 5.3% to 13.2% of 
the gross national product from 1960 to 1991.

Clinical preventive services rates are far from the 
modest Healthy People 2000 goals.9-12 Hypertension, 
diabetes, and lipid disorders are controlled in approxi
m ately 30% o f  those w ith diagnosed disease.1311 
E ffective treatment for asthma with inhaled steroids, 
congestive heart failure with ace inhibitors, and coro
nary heart disease with aspirin and beta-blockers are 
often not used.1718

Documentation o f the impact o f  the health care sys
tem on outcomes such as disability, quality o f life, and 
functional status is almost entirely lacking.19'21 The 
Medical Outcomes Study has provided some evidence of 
the impact o f  various chronic diseases on functional 
health status,22 and has shown that subspecialty care of 
hypertension and diabetes is more resource-intensive 
than primary care, but is not associated with superior 
clinical outcomes.523 In recent decades, it appears that 
increased investment o f resources in the US health care 
system has yielded only small incremental improve
ments in the health o f the country’s population.21

© 1998 Appleton & Lange/ISSN 0094-3509



THE FUTURE OF PRIMARY CARE

the c o m in g  c r is is  in  p r im a r y  c a r e

To date, problems with quality o f  care have been dis
cussed primarily in relatively obscure scholarly journals. 
However, business health care purchasing coalitions and 
other health care payers such as the federal government 
are increasingly demanding evidence o f good quality 
care.25 In response to this demand, both the National 
Commission for Quality Assurance (NCQ A) and the 
Foundation for Accountability (FACCT) have proposed 
methods to measure quality o f  care so that purchasers 
can make decisions based on quality o f  care along with 
cost.26-27 Health care delivery systems will need to demon
strate rapid and dramatic improvement in health care 
processes and outcomes, and any system that can suc
cessfully and economically do this w ill be in a strong 
position to compete in its market.

Established clinical care models, including primary 
care models, that can show no better than 30% success in 
important health care measures, such as pneumococcal 
immunization in the elderly, or diabetes and hypertension 
control, will quickly come to be viewed as expensive fail
ures, and competing clinical care models may be selected 
by health plan managers on the promise o f better results.

RADICAL INNOVATION

As this scenario unfolds, the primary care system as we 
know it may be in serious trouble. Primary care systems 
are still structured around providing episodic care, and 
they usually manage chronic diseases and preventive ser
vices in the same way: one patient and one visit at a time. 
The immense costs o f not successfully treating chronic 
disease and providing preventive care, and the availability 
of well-developed measures o f quality o f care in these 
areas will very likely direct evaluative attention to preven
tive and chronic disease care rather than to acute care.

For primary care to survive, family physicians must 
quickly improve preventive care and the management of 
chronic disease. We need to be radically innovative in how 
we think about and provide primary health care. For 
decades, family physicians have used first-order change as 
the means o f improvement. First-order change is defined 
as rearranging what we already have, in an attempt to 
make it work better. It relies on small improvements in 
existing ways o f doing things. This exercise has, for the 
most part, been a failure.

Second-order change, a much more radical and painful 
process, is now necessary and will be required by payers. 
Second-order change starts by articulating a goal and rad
ically rethinking what is needed to achieve it. In this case, 
improved preventive health care and improved treatments 
of chronic disease are the goals. What tasks need to be 
done, and what types o f  workers are needed to fulfill these 
tasks? Are primary physicians necessary? What are the 
roles that primary physicians, registered nurses, and com

puterized clinical information systems will play in the 
health care system o f the future? What are the rights and 
responsibilities o f patients? How can organized care sys
tems more effectively assist patients with needed behavior 
changes? What are the relative costs o f different ways, o f 
approaching improvements in the quality o f health care?

The trouble is that when drastic changes are being 
made by those who do not understand or care about the 
valuable parts o f our current system, those valuable parts 
may be swept aside as well. That may be particularly true 
for doctor-patient relationships or other characteristics o f 
primary care, such as the continuity and comprehensive
ness that many o f us value.

Who will the innovators be? Second-order change will 
be encouraged in far-sighted clinics and health care deliv
ery systems that can foresee the coming crisis in health 
care. Factors that stimulate radical experimentation 
include: capitated rather than fee-for-service payment; a 
legal environment that is expanding the boundaries o f 
nursing practice; advocates o f self-care; a fiercely compet
itive health care marketplace; sophisticated information 
systems; capacity for investment o f  substantial resources; 
and a coiporate rather than a health care professional 
approach to timelines. Thus, it is predictable that over the 
next several years, managed care organizations will be the 
drivers for the most radical innovation, especially since 
they will be the ones held accountable for desired 
improvements in quality o f care.2527

It is likely that successful innovators will tailor new 
models to their customers’ needs. New  primary care mod
els in particular must be well received by patients them
selves, whose satisfaction is a major concern o f health 
plans, employers, and providers. In addition to the impact 
on cost and quality o f care, the other major criterium used 
to assess the usefulness o f new models will be patient sat
isfaction. Patient satisfaction, in turn, may be related to 
efficiency, continuity, patient-centeredness, comprehen
siveness, and coordination o f care, which are the key char
acteristics o f primary care.1

A NECESSARY INNOVATION: THE 
ENHANCED PRIMARY CARE MODEL

The Enhanced Primary Care Model is one that is capable 
o f achieving improved quality o f  care while maintaining 
key primary care characteristics and strengthening the 
role o f  primary clinicians in the design and management 
o f new care delivery systems (Table). It has been devel
oped by bringing together tested approaches that are 
compatible with the values and experiences o f primary 
care physicians.^’Research has identified many clinical 
improvement tools that have worked for short periods in 
research settings on selected subgroups o f patients. 
However, the widespread application o f these innova
tions in real-world practice has lagged because o f doubts 
about their generalizability to “average” patients, concern
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TABLE

Comparison of Selected Characteristics of Competing Health Care Delivery Models

Health Care Delivery Model

Characteristic

Enhanced
Primary

Care
Status

Quo Subspecialty

Diagnosis
Management

Carve-out

1
Patient
Self-
Care

Potential fo r fu ture co s t reductions G ood P oor P oor Fair U nknown

Potential fo r quality im provem ent G ood P oor U nknow n Unknow n Limited

Value quotien t 
(quality vs  cost) G ood P oor Unknow n U nknow n Unknown

Role o f prim ary care 
physician Major Major M inor M inor M inor

Im portance o f office system s High Low Low High Unknown

Im portance o f new  
ro les/team  m odels High Low Low High High

Im portance o f population 
health concerns High Low Low M edium High

Use o f clinical 
databases High Low Low High Unknown

A ttractiveness to  purchasers High Low M ixed High M ixed

A ttractiveness to  H M O  m anagers High High M ixed High High

Attractiveness to  patients Unknow n High High U nknow n Unknown

A ttractiveness to  subspecialists M ixed High High M ixed Very low

over costs, and lack o f perceived need for change on the 
part o f  both physicians and health care systems.

The Enhanced Primary Care Model provides a more 
organized, more consistent approach to care, and assures 
that more patients with specific needs receive critical ele
ments o f care. This model applies a specific set o f tools for 
better basic primary care processes. These tools include 
clinical guidelines, patient registries, computerized track
ing o f  patients, team care, targeting and triage tools, recall 
systems, flowsheets, telephone outreach, standing orders, 
patient self-monitoring technology, individualization o f 
therapy based on clinical status, efficient use o f subspe- 
cialty expertise, and other tools that have proved effec- 
tiveness.28"36 The model seeks to apply these tools within 
primary care clinics, combining the advantages o f sophis
ticated clinical databases* with old-fashioned continuity 
o f care,37 ongoing relationships with patients, and support 
o f patient responsibility and autonomy.38139

What does this model look like? It could look very dif
ferent in different practice settings. As a specific example, 
consider the following possible scenario at a clinic with 
five primaiy care physicians, two registered nurse-educa

tors, and other support personnel to serve approximately 
10,000 patients. The clinic has agreed to adopt certain pre
ventive and chronic disease care guidelines. An age/sex 
registry that includes information on patients’ immuniza
tions, mammograms, and sigmoidoscopies is developed. 
The database is checked monthly by a secretary, who iden
tifies clinic patients due for particular needs. The secretary 
sends these patients letters, signed by them physician, ask
ing them to come in for the needed services. Patients are 
sent no more than two reminders. A  copy o f the letter is 
put in the patient’s chart to remind the provider's of this 
issue at the next clinic visit, even if  it occurs for an wire 
lated reason.

As an extension o f this system to chronic disease care, 
patients who have diabetes mellitus, known coronary 
artery disease, or significant lipid disorders are identified 
and listed in a confidential registry available only to clini
cians and clinic staff. Critical care elements are identified 
for patients with specific conditions, such as a glycosylat
ed hemoglobin value within 2% o f  top normal for patients 
with diabetes, annual retinal examinations for patients 
with diabetes, LDI^cholesterol <100 mg/dL for patients
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with known coronaiy artery disease, and so forth. The 
clinical database monitors the test results o f patients with
in these defined clinical categories and periodically identi
fies those who fall outside desired ranges. These patients’ 
cases are reviewed by trained office nurses working in 
close collaboration with the patient’s personal physician, 
and necessary changes are made in the patients’ care plans 
or treatments, possibly through telephone communication 
and follow-up.

Many other ways to improve care are possible using the 
tools included in this model. The application o f these tools 
in different practice settings could lead to many variations 
on the system outlined above. Changes in primary care 
clinics that seem simple in theory are difficult to achieve in 
practice, as evidenced by so little improvement in the past 
30 years. However, a variety o f quality improvement meth
ods are available to support clinics and health plans 
through the change process.36'® The defining characteristic 
of the Enhanced Primary Care Model is that it nests these 
innovative tools and systems in the context o f organized 
primary care services.

The advantages o f  this model include the ability to tai
lor improvement tools and processes to unique local clin
ic needs; the potential to increase clinic capacity at low 
cost by expanding the roles o f interested and easily trained 
office personnel; the integration and improvement o f care 
at the primary care clinic level; and the ability to coordi
nate care for patients who have multiple chronic disease 
and preventive care requirements. This model supports 
and expands the ability o f primary care providers to pro
vide comprehensive, coordinated, continuous, and compe
tent care to patients and families who have placed their 
trust in us. The Enhanced Primary Care Model avoids both 
the risk o f fragmenting care and the necessity o f outside 
contracting, which are mrqor drawbacks o f several alter
native models.

To make the Enhanced Primary Care Model work, a 
clinic or health care system must invest the resources 
needed to select specific measurable improvement 
goals, develop effective primary care teams, find effi
cient methods to identify important groups o f patients, 
develop clinical databases to monitor and track patients, 
apply acceptable and effective approaches to patient 
behavior change, and implement important evidence- 
based clinical guidelines. The tools and methods that 
support the Enhanced Primary Care Model can be 
applied effectively in either a capitated system o f care or 
a fee-for-service system, and can accommodate local 
variations in standards o f care, referral patterns, or 
patient mix.

COMPETING MODELS FOR IMPROVING 
PRIMARY CARE QUALITY

The Status Quo Model. Many family physicians and pri
mary care professional organizations are enjoying the cur

rent popularity and increased demand for primary physi
cians so much that they see no need to rock the boat. The 
Status Quo Model is not new; it is a trap for primary care 
leaders and primary physicians, and should be avoided at 
all costs. Quality o f care is a major problem, and major 
changes designed to improve quality are inevitable. Those 
who defend the Status Quo Model guarantee its replace
ment by an alternate model.

The Subspecialty Model. As demand for subspecialty 
care has fallen, some subspecialists and subspecialty advo
cacy organizations have suggested that subspecialists, 
rather than primary care physicians, should provide care 
to most patients with common problems, such as 
headaches, that traditionally have provided high patient 
volume and income to most subspecialists. The 
Subspecialty Model proposes that problems such as 
headaches, hypertension, type 2 diabetes mellitus, asthma, 
gastritis, and depression are best cared for by subspecial
ists rather than primary care physicians. This is, at least in 
part, an effort to recapture lost business and preserve sub- 
specialty jobs and income.

This model has powerful political advocates, but it is 
constrained by several factors. First, it is very expensive. 
Second, it tends to fragment patient care among several 
different providers or teams o f providers. Third, for many 
common conditions, such as hypertension and diabetes, 
there is conflicting evidence on whether subspecialty mod
els perform better than existing primary care models,23,39'41 
even for the specific condition usually addressed by the 
subspecialist. Finally, although this issue has received little 
research attention, patients who visit a subspecialist for 
their main health problem may receive inferior care for 
their other health issues.

The Disease Management Carve-out Model. This 
model typically is marketed directly to health plan execu
tives by drug company spin-offs or small venture capital 
firms, who offer “disease management” o f conditions rang
ing from depression to diabetes to heart disease, often in 
exchange for a capitated fee.4244 The argument is made that 
diabetes can cost an organization $25 million a year, so if 
the organization gives the providers a mere $22 million a 
year, they will provide better care and will save the orga
nization a lot o f money.45

Disease management services can be provided in many 
ways, ranging from having patients talk to a telephone 
nurse in New  Jersey, to building a local “diabetes clinic,” to 
contracting with local subspecialty groups for primary 
care o f selected conditions, to using many expanded-role 
nurses supervised by a few  subspecialists. Many o f the 
clinical improvement tools that are applied in the 
Enhanced Primary Care Model can also be applied to a 
more limited domain o f patient problems in the Carve-out 
Model. Both these models attempt to provide more orga
nized and consistent clinical care. The difference is that
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the Enhanced Primary Care Model has the capacity for 
coordinating the care o f  patients with more than one prob
lem or clinical need, while the Carve-out Model does not.

Limitations o f the Carve-out Model include the lack o f 
objective, unbiased evidence that carve-out systems are 
actually effective, the potential for fragmentation and 
lack o f coordination o f  care for patients with more than 
one condition, and the difficulty o f  assessing the quality 
o f  services provided by independent-contracted organi
zations. However, an additional strength o f this model is 
the com fort many health plan executives may feel with 
contracting as a way to share risks and control costs. 
The difficulty o f  actually tracking the portion o f  costs 
related to treating a disease such as diabetes makes it 
difficult to confirm or disprove claims that this model 
could save money for managed care organizations. And 
although this is a relatively unresearched issue, it is pos
sible that overall utilization and overall costs may actu
ally go up.

The Patient Self-Care Model. The concept o f a clinic or 
health system “partnering” with members to address 
behavioral issues such as smoking, physical activity, diet, 
use o f alcohol and drugs, and the use o f preventive ser
vices has great merit, and has been shown to be acceptable 
to nearly all health plan members in some settings.86 In our 
view, efforts that provide positive incentives to patients, 
respect patient autonomy, and guard patient confidentiali
ty are exciting innovations.

There are some constraints to this approach, howev
er. Consistently effective approaches to lifestyle modifi
cation have not yet emerged. Moreover, emphasis on 
behavioral issues related to health should not substitute 
for the provision o f adequate access to coordinated and 
integrated clinical services; these two components o f  a 
health system need each other to be effective. Negative 
incentives for use o f  the health care system directed at 
patients with health-adverse behaviors are fraught with 
ethical and legal dangers, and need to be approached 
cautiously or avoided altogether.

Clinics or health plans that adopt partnering approach
es between activated patients and facilitating care systems 
are likely to gain market share if  this service is provided as 
“value-added” at low  premium cost, and is seamlessly inte
grated with high-quality accessible primary care services. 
Many consumers give their health plans high marks for 
organized prevention activities, and may equate such 
efforts with good quality health care.4647 But efforts to 
address behavioral issues related to health must be care
fully integrated with primary care services, and supple
ment rather than displace such services.

CALL TO ARMS

Complacency about the current role o f primary physicians 
and the acceptability o f current health care quality could

lead to catastrophic consequences for both family physi
cians and patients. In the rapidly evolving US health care 
system, all o f the models w e have described will be played 
out in different settings, and some hybrid approaches will 
evolve. The only ticket primary physicians hold in this lot
tery is some version o f the Enhanced Primary Care Model. 
Primary care physicians must soon demonstrate improved 
health care processes and outcomes using the Enhanced 
Primary Care Model. Significant improvements in primary 
care have been difficult to achieve using first-order 
change, and second-order change is now essential. The 
future o f primary care is bleak in the absence o f radical 
and successful innovation.

Primary care physicians can succeed in today’s envi
ronment if  clinical care is rapidly improved. The task will 
be easier i f  primaiy physicians are trained or retrained in 
the critical and informed use o f clinical guidelines, are able 
to operate comfortably in team settings and share patient 
care with nurses and other types o f providers, understand 
and use system- and process-thinking to organize and 
improve care, enlarge our patient focus to include popula
tion health, and become adept at changing our own behav
iors over the course o f our careers.*50 It is important to 
understand clinical evaluation science, clinical decision- 
making, quality improvement methods, and population 
health concepts. Educators should consider ways to sup
port the evolutionary development o f  primary physicians 
in order to assist them in gaining recognition as a valued 
force for innovation and improvement in health care.

The old order o f primary care is not likely to survive 
into the future. However, primary care physicians are the 
providers with the experience, compassion, and power to 
guide the necessary changes in our care systems. To sur
vive and thrive, we must reinvent ourselves and learn how 
to provide real value in chronic disease and preventive ser
vices. Only then can we contribute to the coming revolu
tion in the organization and improvement o f  health care 
services.
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