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The UK government is hoping to improve primary care through competition. But US experience
shows the difficulties created by a system reliant on market forces

The United States has never had a more robust
primary care workforce, but dysfunctional financing
schemes and inability to compete for the hearts and
minds of the next generation of young doctors
threaten its future. Many of the problems are a direct
result of the market approach to health care.
Innovation is needed in how primary care functions
are financed, protected, organised, and taught in order
to identify options for a stable and robust health
system built on primary care.

US primary care
Primary medical care in the US is delivered by three
specialties: family medicine, general internal medicine,
and general paediatrics. The specialties have a
combined workforce of 222 000 doctors, whose
primary function is to direct patient care. There is at
least one doctor for every 1321 people in the US
(table).1 In addition, more than 100 000 nurse
practitioners and physician assistants work in primary
care.1 Together, their offices serve as the medical home
for most Americans and receive more visits than any
other setting.2 It is concerning then that many recent
publications have concluded that these specialties and
the way they currently care for people is untenable.3 4

These publications show that people in the US are
confused about the primary care specialties, sceptical
about their claim to deliver comprehensive care, and
unable to associate primary care with science or
technology. They also indicate that the generalist
specialties suffer from a lack of respect in academic cir-
cles, administrative burdens, and inflexible appoint-
ment schedules and brief visits that satisfy neither
patient nor provider.

The hospitalist movement, which continues to gain a
foothold in the US, is emblematic of these challenges.
The hospitalist movement is based on the idea that pri-
mary care physicians should hand over the care of their
patients when admitted to hospital to a team of doctors
based in the hospital, rather than trying to attend them
themselves. Giving up hospital care is often more finan-
cially lucrative for primary care doctors, and many hos-
pitalists are themselves primary care doctors.

The three specialties are also having trouble
attracting new doctors.5 6 How is it that the specialties
on which most Americans rely for medical care and
integration of their healthcare services, in a country
that spends nearly $2 trillion ($6700 (£3900; €5700)
per person) on health care, find themselves in an
untenable position?

Problems facing primary care
Many of the issues and concerns raised in the past few
years remain—namely, dissatisfaction, long hours, high

stress, poor reimbursement, and erosion of scope of
practice.7 8 These are often just symptoms, though, of
the greater overall failure in the US in deciding the
purpose of the healthcare system. It currently operates
as a marketplace darling, consuming nearly 16% of the
overall economy and nearly 25% of its annual growth.9

Its role as a reliable economic engine produces amaz-
ing technology and pharmaceutical development, but
it also yields uninsurance and underinsurance, poor
population health compared with other developed
countries, and unethical disparities in both health and
health care.

This purpose of the US healthcare system, as a
prime driver of the US economy, has reduced spending
for other social programmes, such as education, and in
doing so threatens health.9 10 Why does this matter for
primary care? It matters because primary care is a plat-
form for improving population health, not wealth. Or,
as Larson and colleagues put it: “The investment capi-
tal that drives service and program development in
medicine is generally not being used to develop
primary or generalist medical services. Instead, as in
every market economy, capital is being invested to
expand the more lucrative services.”11 For all the US’s
fiscal largesse, there is relative underinvestment in pri-
mary care.

The lower salaries of doctors in primary care
compared with hospital specialists dissuade medical stu-
dents, half of whom now graduate $115 000 or more in
debt, from pursuing primary care careers.12 The median
salary for a generalist physician in the US is currently
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about $130 000 whereas a radiologist will earn
$298 000.13 Fee for service is the dominant payment
scheme for primary care and promotes a piecework
approach to care and increased patient volume rather
than continuity, comprehensiveness, or integration of
care. The services of primary care doctors have long
been undervalued by the Medicare programme, which
often cuts its annual payments to cope with overspend-
ing on procedures in secondary and tertiary care.14

Underinvestment and relatively low financial margins
can make it difficult for primary care doctors to move to
models of care that deliver higher quality. Implementing
electronic health records or effective team based care
requires great personal expense.15

The difficulties that primary doctors face in
transforming care make it difficult for them to commit
to meeting predetermined measures of quality. Despite
these difficulties, primary care professional organisa-
tions are helping develop evidence based measures of
quality and facilitating clinical transformation.16 17 This
leadership may provide financially feasible means for
primary care to succeed and enhance the delivery of
fuller primary care functions for the population.

The US Congress may yet succeed in implement-
ing a scheme that pays doctors for performance, but it
won’t come with new money attached. Medicare pay
for performance may in fact do more harm than good
to primary care if it is expected to achieve the dual
purposes of improving quality and reducing costs.18 19

There is a glimmer of hope that healthcare purchasers
and insurers are waking up to the benefits of effective
primary care and have some willingness to support
more effective primary care.20 In the meantime,
primary care providers are beginning to bring the
more lucrative technologies and ancillary services back
into their offices as a means of surviving.21

Costs of neglecting primary care
Most countries that have built their healthcare systems
on primary care enjoy better population health
outcomes, lower health disparities, more equitable
access to care, and lower costs.22 23 There are trade-offs
of course, but what should $2 trillion purchase? If pri-
mary care cannot make the considerable investment
required to transform its business and clinical model,
and cannot attract new doctors, the result will be wors-
ened health outcomes and disparities. The same
outcome may result if primary care abandons its core
functions and instead survives by providing expensive
technology and ancillary services. Continuing to stoke
the healthcare economic engine for purposes other
than producing health is also unlikely to be
sustainable. Things could get much worse for primary
care and people in the US before they get better.

Possible solutions
Pay for care differently
The US is jealous of the NHS investment in general
practice infrastructure and measures of quality.24 No
obvious source of such direct investment exists in the
US, but blended payment models have been increas-
ingly advocated as a potential solution. These models
would blend fees for service with monthly patient
management fees or other forms of capitation to sup-
port the broader array of primary care functions and
help avoid the particular pitfalls of the individual types
of payment.25–27 Ginsburg, president of the Center for
Studying Health System Change, has written:

The mechanism of payment for primary care services can
be a substantial impediment to achieving the vision of the
primary care of the future. Fee-for-service payment is not
evolving in the same way that the practice of medicine is.
Primary care practice now involves more telephone and
e-mail communication with patients and time spent on
management and coordination of care.27

Without new models of payment, new models of
care will struggle to evolve.

Separate fund pools
Separating funding for primary care from secondary
and tertiary care could protect primary care from costs
in more expensive settings and preserve access to pri-
mary care for patients. The UK has tried various means
of separation, and the US could learn from these. One
mechanism for this in the US would be to split the
Medicare sustainable growth rate formula into evalua-
tion and management codes (which mainly apply to
primary care) and other codes (mostly procedural and
used in secondary and tertiary care). This would
protect the most important primary care functions
from the cost cutting required when Medicare
spending targets are exceeded (largely due to
procedural costs).14

Separation of funding for primary and secondary
care could also facilitate different ways of paying for
care and the transformation of primary care. Other
healthcare purchasers and payers could make similar
separations in their funding pools since they tend to
follow Medicare’s lead in payment policies. Such a
separation could also promote quality and safety by
assuring access to essential and robust primary care
services while reducing overuse of other treatments.

Rallying primary care doctors and providers
The work, settings, and compensation of general
internists and paediatricians are more similar to those
of family physicians than those of subspecialist
internists or paediatricians.6 The three primary care
specialties could rally around their common problems
and policy options and develop teams better able to
integrate personal, family, and community health
needs. For example, paediatrics recently wrestled with
the specialty’s role in caring for families in the context
of caring for children.28 The political and clinical
integration of these specialties could unify more than a
third of all US doctors and create a force for change.

Hearts and minds
Efforts to resolve the financial and systemic frustra-
tions of primary care doctors would go a long way

Distribution of doctors in United States, 2004

Primary care Subspecialists Total

No of doctors 222 059 398 568 620 627

No of people/doctor 1321 736 472

Doctors/100 000
population

75.8 136.0 211.5

*Doctors who spend most of their time directly caring for patients (American
Medical Association Physician Masterfile, 2004).
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towards inspiring medical students and residents. So
would making residency programmes the focus of the
first waves of clinical transformation. Training pro-
grammes could become laboratories for change,
producing new doctors who expect to work in high
performance settings. The US also needs to explore
changes in residency training that offer students more
flexibility and focused training opportunities within
primary care.29 Currently, the generalist specialties,
accrediting bodies for training programmes, and certi-
fying boards operate semi-autonomously; however
there is sufficient reason for them to consider collabo-
rating to promote innovation. Such change may be
essential to ensure the next generation of capable pri-
mary care doctors.

Time for experimentation
By some measures of sufficiency, the primary care
workforce in the US has never been more capable of
caring for people. Is it just in time to witness its
demise, or just in time to retool and transform its
clinical models and role in the healthcare system? The
problems and possibilities may be coming into
adequate alignment to permit a previously unthink-
able period of experimentation. Such experiments
could include how primary care is financed, how it
may be protected from financial cannibalism by
secondary and tertiary care, how it is organised, and
how it is taught. Innovation and experimentation will
be essential such that when, not if, the US healthcare
economic engine finally overheats, tested options will
be available for building a sustainable system built on
primary care.
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Summary points

Health care is an important economic driving
force in the United States

Emphasis on new technology and market forces
has resulted in undervaluation of primary care

US primary care lacks resources to invest in
change

The US need to move away from fee for service
payments to support a broad range of primary
care services

Innovations in organisation and teaching are also
required

Endpiece

All change
Formerly, when religion was strong and science
weak, men mistook magic for medicine; now, when
science is strong and religion weak, men mistake
medicine for magic.

Thomas Szasz (b 1920), Hungarian born
psychiatrist, in The Second Sin, 1973
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