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PREFACE v

Preface

After decades of relative neglect in a health care system that placed most of
its emphasis on specialization, high technology, and acute care medicine, the
value of primary care is again being recognized as part of the wave of reform that
is sweeping the U.S. health care industry. There are numerous indications of the
increasingly important role being played by primary care. Health care reform
proposals developed by both the federal government and several state
governments have included measures to strengthen the delivery of primary care.
More important in view of current trends has been the emphasis that market
forces have placed on a vigorous primary care system. A further indication of the
current level of interest has been the number and variety of public and private
sponsors of this Institute of Medicine (IOM) study of the future of primary care.

The current IOM study can be divided into two phases. During the first
phase the study committee, which included members with diverse backgrounds
and interests, agreed upon a number of underlying principles related to primary
care and also reviewed and updated the definition of primary care that had been
developed by the IOM in 1978. The underlying principles are listed in Chapter 1
of this report. Of particular importance is the committee's consensus that primary
care represents the logical foundation for the U.S. health care system of the
future.

The revised definition of primary care was published in a September 1994
preliminary report and is also contained in Chapter 2 of this final report. It takes
into consideration the numerous changes in health care that have occurred in the
nearly two decades since the original IOM definition was published. It would be

Copyright © National Academy of Sciences. All rights reserved.
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PREFACE vi

impossible to overemphasize the importance the committee attached to the new
definition. Committee members continually referred to it when formulating
recommendations on issues such as who is a primary care clinician, what should
be the content of education and training programs in primary care, and what
items should be included in the research agenda for primary care.

The second phase, which occupied the final 18 months of the study, involved
visits to urban and rural primary care delivery sites, a public hearing, the
preparation and review of several commissioned papers, and two workshops. It
included an examination of topics such as the nature and content of primary care
and the value of primary care to both individual patients and to the health care
system as a whole. Also considered were the delivery of primary care, the needs
of the primary care workforce, education and training in primary care, and
primary care research requirements. Finally, the committee recognized that
additional steps will be needed to implement the 31 recommendations contained
in this report and therefore developed the implementation strategy outlined in
Chapter 9.

The committee wishes to acknowledge the superb support it received from
the IOM staff. Study Co-directors Karl Yordy and Molla Donaldson, and
Kathleen Lohr, Director of the IOM Division of Health Care Services, all played
major roles in gathering data, helping to define the issues, and writing the report.
The committee was impressed with both their knowledge and their
professionalism. Other IOM personnel who provided valuable assistance were
Lisa Chimento, Robin Rivkind, Diane Prescott, Helen Rogers, Anita Zimbrick,
and Don Tiller.

Although it is impossible to predict what the U.S. health care system will
look like when the current pace of rapid change ends and a period of relative
stability is reached, the committee is confident that primary care will remain an
essential component of efforts to improve the quality of care, increase access to
health care, and control health care costs. It hopes that this report will both
convey the value, complexity, and richness of primary care and catalyze concrete
steps to strengthen this crucial part of the delivery system.

Neal A. Vanselow, M.D.
Chair

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

ACKNOWLEDGMENTS vii

Acknowledgments

The Committee on the Future of Primary Care is appreciative of the
assistance it and the study staff received from many individuals and organizations
during its site visits. All were gracious in offering their time and insights
regarding the direction of primary care. The committee also made much use of
the written statements and testimony given at a public hearing held by the
committee in December 1994. These testimonies provided thoughtful reactions to
the committee's interim report and information about current and planned primary
care activities.

The committee benefited from thoughtful presentations by several experts
invited to its meetings. At its first meeting, in March 1994, the committee heard
from John M. Eisenberg, M.D., Chairman and Physician-in-Chief of the
Department of Medicine at Georgetown University and Chairman of the
Physician Payment Review Commission. Guest speakers at its second meeting, in
May 1994, were Susan Schooley, M.D., Chair, Department of Family Practice,
Henry Ford Health System; Patricia Simmons, M.D., Associate Professor,
Department of Pediatrics and Adolescent Medicine, and Member, Board of
Governors, Mayo Clinic and Foundation; and Jack M. Colwill, M.D., Professor
and Chairman, Department of Family and Community Medicine, University of
Missouri—-Columbia, and Member, Council on Graduate Medical Education
(COGME).

At its July 1994 meeting the committee heard a presentation by Dana Gelb
Safran, Sc.D., Senior Policy Analyst, Division of Health Improvement, The
Health Institute, New England Medical Center. She and the committee engaged in
a lively discussion about a background paper she wrote for the committee on
defining primary care. Material in that paper was derived in part from a
consensus

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

ACKNOWLEDGMENTS viii

conference convened in May 1994 by Dr. Safran and Dr. Alvin Tarlov of The
Health Institute.

Fitzhugh Mullan, M.D., Director, Bureau of the Health Professions, Health
Resources and Services Administration (U.S. Public Health Service) gave a
presentation on the changing primary care workforce at its June 1995 workshop
on roles in primary care. Drs. Kerr White and Barbara Starfield were
extraordinarily helpful to the committee in responding to requests for information
and generous with ideas about primary care based on their long experience in this
field. Joyce Fitzpatrick, while the Distinguished Nurse-Scholar-in-Residence at
the IOM, provided very helpful material to the committee on interdisciplinary
education and practice.

The committee would like particularly to acknowledge the help of several
organizations and individuals who provided data and conducted analyses for the
committee: Carolyn Clancy, M.D., Agency for Health Care Policy and Research
(USPHS); Paul A. Nutting, M.D., Ambulatory Sentinel Practice Network; Robert
Larsen, M.D., FHP International, Inc.; Pauline Nefcy and Sarmad Pirzada of the
Group Health Cooperative of Puget Sound; William Rush, Ph.D., and Leif 1.
Solberg, M.D., the Group Health Foundation; David Nerenz, Ph.D., the Henry
Ford Health System; Merwyn R. Greenlick, Ph.D., and Nancy Clarke, the Kaiser
Permanente Center for Health Research; Les Zendle, M.D., the Southern
California Permanente Medical Group; Kathy Martin of Sharp HealthCare;
Marcia J. Wilson of Sharp Rees-Stealy Medical Center, Inc.; and Peter Franks,
M.D., University of Rochester/Highland Park Hospital.

Major funding for this study was received from the following: Department
of Veterans Affairs, The Josiah Macy, Jr., Foundation, The Pew Charitable
Trusts, The Robert Wood Johnson Foundation, and the U.S. Public Health
Service, the Agency for Health Care Policy and Research and the Health
Resources and Services Administration (HRSA). HRSA provided additional
funding for a workshop on the scientific basis of primary care held in January
1995. The committee and staff are appreciative of the help provided by the
contract officers whose organizations sponsored the study.

Additional funding for special study activities was received from Blue Cross
of California, the Irvine Health Foundation, and the Pew Health Professions
Commission for support of a constructive and informative workshop on roles in
primary care that was held in Irvine, California, in June 1995. Funding for the
committee's very useful and illuminating site visits was provided by the W.K.
Kellogg Foundation.

Additional funding was received from a large set of organizations. Many of
these organizations also provided helpful materials and data in response to our
numerous questions. These sponsors are the Ambulatory Pediatric Association,
American Academy of Family Physicians, American Academy of Pediatrics,
American Academy of Physician Assistants, American Association of Colleges
of Nursing, American Association of Colleges of Osteopathic Medicine,
American

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

ACKNOWLEDGMENTS ix

Association of Dental Schools, American College of Osteopathic Family
Physicians, American College of Physicians, American Geriatrics Society,
American Medical Informatics Association, American Nurses Association,
American Optometric Association, American Osteopathic Association, American
Physical Therapy Association, and the Society of General Internal Medicine.
Finally, the committee would like to express its gratitude to the IOM staff
who facilitated the work of the committee. We are grateful for the secretarial and
logistical support provided by Helen Rogers and Anita Zimbrick, to H. Donald
Tiller, Administrative Assistant to the Division, and for the assistance during the
report review and preparation stage of Claudia Carl and Michael Edington of the
IOM's Reports and Information Office; the steady help of Nina Spruill, Financial
Associate for the Division of Health Care Services, is also greatly appreciated.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

ACKNOWLEDGMENTS

"uonNguile Joj UOISIaA SAlle}lIoYyINe 8y} Se uoledlignd siy} JO UoIsIaA Julid 8y} 8sh ases|d "pajasul Ajlejusplooe usaq aney Aew sious oiydelbodA} swos pue
‘paulejal aq jouued ‘Janamoy ‘Buijewsoy oloads-bunesadAl Jayjo pue ‘sajhis Buipeay ‘syealq piom ‘syibus) aull {|eulbuo ay} 0} ani} ale syealq abed "so|i} BuesadAy
[euiblio ay} woulj jou Yooq Jaded [euiblio sy} wouy pajessd safi JNX Wolj pasodwodal usaq sey YIom [eulblio ayj jo uonejuasaidal [e)bip mau siy] :8[ 4ad Sy} Inoqy

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

CONTENTS

xi

Contents

SUMMARY
Definition of Primary Care
Value of Primary Care
The Nature of Primary Care
The Delivery of Primary Care
The Primary Care Workforce
Education and Training for Primary Care
Research and Evaluation in Primary Care
A Strategy for Implementation

1 INTRODUCTION
The Institute of Medicine Study
Underlying Assumptions
Historic Roots and the Contemporary Context for Primary Care
Organization of the Report
References

2 DEFINING PRIMARY CARE
Early Definitions
The First IOM Definition
Distinguishing Public and Personal Health Services
The 1984 Report on Community-Oriented Primary Care
Changes in Health Care Delivery Today
The New Definition and an Explanation of Terms
Achieving the Goals of Primary Care as Defined
References

Copyright © National Academy of Sciences. All rights reserved.

AN BB W WD~

27
28
29
29
30
31
31
50
50


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

CONTENTS

xii

3 THE VALUE OF PRIMARY CARE
The Value of Primary Care for Individuals
Primary Care and Costs, Access, and Quality
The Limits of Primary Care in Improving Population Health
Summary
References

4 THE NATURE OF PRIMARY CARE
Content of Primary Care
Characteristics of Primary Care
Summary
Appendix: Data on the Majority of Personal Health Care Needs
References

5 THE DELIVERY OF PRIMARY CARE
Current Pathways for Primary Care
Moving Toward Delivery of Primary Care as Defined
Summary
References

6 THE PRIMARY CARE WORKFORCE
Workforce Trends and Supply Projections: Physicians
Workforce Trends and Supply Projections: Nurse Practitioners
Workforce Trends and Supply Projections: Physician Assistants
Other First-Contact Providers
Comment on Workforce Estimation
Conclusions and Recommendations about the Supply of Pri-

mary Care Clinicians

Summary
References

7 EDUCATION AND TRAINING FOR PRIMARY CARE
Appropriate Training in Primary Care
The Education of Physicians
Other Content Issues in Training for Primary Care
Financial Support for Graduate Training in Primary Care
Interdisciplinary Education of Primary Care Clinicians
Integrated Delivery Systems and Primary Care Training
Continuing Medical Education
Physician Retraining
Summary
References

Copyright © National Academy of Sciences. All rights reserved.

52
53
62
71
72
72

76
77
80
88
89
102

104
105
112
144
145

148
149
158
162
165
165
167

175
175

179
180
180
187
196
203
206
207
208
211
212


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

CONTENTS

Xiii

8 RESEARCH AND EVALUATION IN PRIMARY CARE
Support for the Infrastructure for Primary Care Research
Priority Areas for Primary Care Research
Summary
References

9 IMPLEMENTATION STRATEGY
Guiding Perspectives
A Primary Care Consortium
Implementation of Specific Recommendations
Final Comment on Implementation

APPENDIXES

Site Visits

Public Hearing

Workshops

Mental Health Care in the Primary Care Setting
Frank deGruy I, M.D.

Life in the Kaleidoscope: The Impact of Managed Care on the
U.S. Health Care Workforce and a New Model for the
Delivery of Primary Care
Richard M. Scheffler, Ph.D.

F Integrating Our Primary Care and Public Health Systems: A
Formula for Improving Community and Population Health
William E. Welton, M.H.A., Theodore A. Kantner, M.D.,
and Sheila Moriber Katz, M.D., M.B.A.

G Committee Biographies

oaQ®m >

es!

INDEX

Copyright © National Academy of Sciences. All rights reserved.

216
218
234
244
244

247
247
250
252
261

265
268
274
285

312

341

374

387


http://www.nap.edu/catalog/5152.html

Xiv

CONTENTS

"uonNguiIe 1o} UOISISA SAlle}lIoyINe 8y} Se uoledlignd siy} JO UoIsIaA Julid 8y} 8sh ases|d "pajasul Ajlejusplooe usaq aney Aew sious oiydelbodA} swos pue
‘paulejal aq jouued ‘Janamoy ‘Bunewsoy oloads-buesadAl Jayjo pue ‘sajhis Buipeay ‘syealq piom ‘syibus) aull {|eulbuo ay} 0} ani) ale syealq abed "so|i} BuesadAy
[euiblio ay} woulj jou Yooq Jaded [euiblo sy} wouy pajesld safi JNX Wolj pasodwodal usaq sey YIom [eulblio ayj jo uonejuasaidal [e}ibip mau siy] :8[iy 4ad SIY} Inoqy

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

XV

Primary Care

"uonNQguyIe Joj UOISISA SAlle}lIoYyINe 8y} Se uoledlignd siy} JO UoIsIaA Julid 8y} 8sh ases|d "pajasul Ajlejusplooe usaq aney Aew sious oiydelbodA} swos pue
‘paulejal aq jouued ‘Janamoy ‘Bunewsoy oloads-buesadAl Jayjo pue ‘sajhis Buipeay ‘syealq piom ‘syibus) aull {|eulbuo ay} 0} anJ) ale syealq abed "so|i} BuesadAy
[euiblio ay} woulj jou Yooq Jaded [euiblo sy} wouy pajesld safi JNX Wolj pasodwodal usaq sey YIom [eulblio ayj jo uonejuasaidal [e}ibip mau siy] :8[iy 4ad SIY} Inoqy

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

XVi

"uonNQguyIe Joj UOISISA SAlle}lIoYyINe 8y} Se uoledlignd siy} JO UoIsIaA Julid 8y} 8sh ases|d "pajasul Ajlejusplooe usaq aney Aew sious oiydelbodA} swos pue
‘paulejal aq jouued ‘Janamoy ‘Bunewsoy oloads-buesadAl Jayjo pue ‘sajhis Buipeay ‘syealq piom ‘syibus) aull {|eulbuo ay} 0} anJ) ale syealq abed "so|i} BuesadAy
[euiblio ay} woulj jou Yooq Jaded [euiblo sy} wouy pajesld safi JNX Wolj pasodwodal usaq sey YIom [eulblio ayj jo uonejuasaidal [e}ibip mau siy] :8[iy 4ad SIY} Inoqy

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

SUMMARY 1

Summary

Primary care is the provision of integrated, accessible health care
services by clinicians who are accountable for addressing a large majority of
personal health care needs, developing a sustained partnership with
patients, and practicing in the context of family and community. To bring this
vision of the future of primary care closer to reality, the Institute of Medicine
(IOM) appointed an expert committee to carry out a two-year study intended to
address the opportunities for and challenges of reorienting health care in the
United States. The above definition (published in the committee's interim report
in 1994) guided its deliberations and its consideration of the conclusions and
recommendations offered in the main part of this report (see Box S-1).
Specifically, the report

* gives a clear definition of the function of primary care that can guide public
and private actions to improve health care;

* encourages certain organizational arrangements for health care, built on a
foundation of strong primary care, that will facilitate the coordination of the
full array of services that are essential for maintaining and improving the
health status of patients;

 argues for development and dissemination of improved information systems
and quality assurance programs for primary care;

* advocates development and sustained support of means to make primary care
available to all Americans, regardless of economic status, geographic
location, or language and cultural differences;
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* suggests financing mechanisms that encourage good primary care rather than
episodic interventions late in the disease process;

* encourages support for training of a primary care workforce, sufficient in
numbers to meet the needs for primary care, equipped with the skills and
competencies that match the function as the committee has defined it, and
prepared to work in the context of a team that includes primary care
physicians, nurse practitioners, physician assistants, community health
workers, and other health professionals;

» favors enhancement of the knowledge base for primary care based on clinical
and health services research; and

* speaks to the development of primary care as a continually improving system
in an era of rapid change through program evaluations, dissemination of
innovations, and continued education of the clinician and patient.

The chapters of this report constitute a road map for reaching the
committee's goals, as reflected in five assumptions. First, primary care is the
logical foundation of an effective health care system because primary care can
address the large majority of the health problems present in the population.
Second, primary care is essential to achieving the objectives that together
constitute value in health care—quality of care (including achievement of desired
health outcomes), patient satisfaction, and efficient use of resources. Third,
personal interactions that include trust and partnership between patients and
clinicians are central to primary care. Fourth, primary care is an important
instrument for achieving stronger emphasis on (a) health promotion and disease
prevention and (b) care of the chronically ill, especially among the elderly with
multiple problems. Fifth, the trend toward integrated health care systems in a
managed care environment will continue and will provide both opportunities and
challenges for primary care.

DEFINITION OF PRIMARY CARE

The committee's definition of primary care (see Chapter 2), which the
committee formally recommends be adopted (see Box S-1), is presented in terms
of the function of primary care, not solely in terms of who provides it. The
definition calls attention to several attributes that provide the structure within
which the broad themes of this report are addressed. The critical elements include

* integrated and accessible health care services;

* services provided by primary care clinicians—generally considered to be
physicians, nurse practitioners, and physician assistants—but involving a
broader array of individuals in a primary care team;

* accountability of clinicians and systems for quality of care, patient
satisfaction, efficient use of resources, and ethical behavior;
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* the majority of personal health care needs, which include physical, mental,
emotional, and social concerns;

* asustained partnership between patients and clinicians; and

* primary care in the context of family and community.

VALUE OF PRIMARY CARE

The committee's case for primary care (see Chapter 3) is made in two ways.
The first concerns the value of primary care for individuals. The committee uses
fictional scenarios to illustrate the terms in the definition and argues that primary
care (a) provides a place to which patients can bring a wide range of health
problems; (b) guides patients through the health system; (c) facilitates ongoing
relationships between patients and clinicians within which patients participate in
decisionmaking about their health and health care; (d) opens opportunities for
disease prevention and health promotion as well as early detection of disease; and
(e) builds bridges between personal health care and patients' families and
communities.

The second way to approach the question of the value of primary care is by
recourse to empirical evidence. The committee amasses considerable evidence
that primary care improves the quality and efficiency of care and expands access
to appropriate services; it also forms an important bridge between personal health
care and public health, to the advantage of both.

THE NATURE OF PRIMARY CARE

The complexity of primary care is reflected in six core attributes explored in
Chapter 4 of the report:

1. Excellent primary care is grounded in both the biomedical and the social
sciences.

2. Clinical decisionmaking in primary care differs from that in specialty
care.

3. Primary care has at its core a sustained personal relationship between
patient and clinician.

4. Primary care does not consider mental health separately from physical
health.

5. Important opportunities to promote health and prevent disease are intrinsic
to primary care practice.

6. Primary care is information intensive.

In the committee's view, no health care system can be complete without
primary care. In the United States, the time is right for primary care to undergo
more systematic and creative development and to expand as the foundation of
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SUMMARY 4

health care delivery. It is amenable to improvement through methods of science,
implementation of key supporting elements of the health care infrastructure, and
use of relevant management and organizational principles. Much of the
remainder of the report explores these points in more detail.

THE DELIVERY OF PRIMARY CARE

The features of the U.S. health care scene that will influence the extent to
which primary care evolves in this country are myriad: the spread of managed
care, the expansion of integrated health care delivery systems, the consolidation
of health plans and systems, growth in for-profit ownership of health plans and
integrated delivery systems, the diversity among and within health care markets,
the special challenges of primary care in rural areas and for the urban poor, the
need for primary care to coordinate with other types of services, current and
evolving roles for health care professionals, and the role of academic health
centers in primary care delivery.

Key aspects of these trends and themes are explored in Chapter 5. Based on
its analysis of these topics, the committee arrived at a series of recommendations
concerning actions it believes would be necessary to overcome the barriers, or
exploit the advantages, that these above factors pose for full implementation of
the committee's vision of primary care. In all, the committee advances 11 separate
recommendations in Chapter 5 (see Box S-1). The first group concerns the
financing of primary care services, and the committee makes a strong statement
about the availability of the services of a primary care clinician and the need for
health care coverage for all Americans. Another recommendation concerns the
organization of primary care and emphasizes the importance of the primary care
team. With respect to underserved populations, the committee returned to its
earlier themes to underscore the importance of primary care for populations who
have special health care needs or who are traditionally underserved. Another
major thesis of this chapter is the need for primary care to develop strong
relationships with three other types of health activities—public health, mental
health, and long-term care—and the committee offers three specific
recommendations intended to reinforce the coordination and collaboration of
efforts in these areas. Another recommendation calls for specific steps to develop
tools and approaches for monitoring and improving the quality of primary care
and to make performance information available to a wide audience. The final
recommendation concerning the delivery of primary care calls on academic health
centers to make primary care a core element of their mission and to provide
leadership in education, research, and service delivery related to primary care.

THE PRIMARY CARE WORKFORCE

The committee concludes in Chapter 6 that the nation probably has a slight
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shortage, overall, in supply of the principal types of primary care clinicians—
physicians, nurse practitioners, and physician assistants—but it underscores the
great difficulties of developing reliable and valid estimates of supply of and,
especially, requirements for clinicians or clinicians' services. The committee
states four recommendations concerning important directions for the production
and use of primary care clinicians (see Box S-1). These involve: (1) continuing
the current level of effort to increase the supply of primary care clinicians but
ensuring that primary care training programs and delivery systems focus their
efforts on improving the competency of primary care clinicians and on increasing
access for populations not now receiving adequate primary care; (2) encouraging
state and federal agencies to monitor carefully the supply of and requirements for
primary care clinicians; (3) exploring ways in which managed care and integrated
health care systems might be used to alleviate the geographic maldistribution of
primary care clinicians; and (4) examining how state practice acts for nurse
practitioners and physician assistants might be amended to eliminate outmoded
restrictions on practices that currently impede efficient and effective functioning
of primary care teams and access to needed health care.

EDUCATION AND TRAINING FOR PRIMARY CARE

If primary care is to move in the directions advocated by this committee,
then many aspects of health professions education and training will need to be
restructured. Chapter 7 explores the changes likely to be required in
undergraduate and graduate training, argues that clinical training ought to involve
multidisciplinary team practice, and examines issues of retraining physicians for
primary care. The committee used the broad scope of primary care to suggest that
all trainees should be equipped to practice competently in the following areas:
periodic assessment of asymptomatic persons; screening and early disease
detection; evaluation and management of acute illness; assessment and either
management or referral of patients with more complex problems that call for the
diagnostic and therapeutic tools of medical specialists and other professionals;
ongoing management of patients with established chronic diseases; coordination
of care among specialists; and provision of acute hospital and long-term care.

To reach this goal, the committee puts forward several recommendations
(see Box S-1). With respect to undergraduate medical education, the committee is
concerned about students gaining experience in primary care settings; with
respect to graduate training, the committee explores issues of residency programs
in family practice, internal medicine, and pediatrics. More broadly, the committee
examines questions of advanced training for all primary care clinicians and calls
attention to the need to develop a set of common core competencies for all
primary care clinicians. In addition, the committee highlights its concerns about
two special areas of emphasis—communication skills and cultural sensitivity. A
major concern for the committee is financial support for primary care training,
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and consistent with earlier recommendations about universal coverage for health
care, the committee calls for an all-payer system to support health professions
education and training, with some of this support reserved for primary care and
directed to training in nonhospital sites such as offices, clinics, and extended care
facilities. Other elements of education and training include developing more
innovative and interdisciplinary training programs and creating mechanisms by
which physicians can be formally retrained for primary care.

RESEARCH AND EVALUATION IN PRIMARY CARE

Despite the committee's clear vision for the future of primary care and the
consensus it reached on many steps toward bringing that vision to fruition, the
committee still acknowledges that primary care represents a largely uncharted
frontier awaiting discovery and exploration. Expanded research in this area is
timely because of the accelerating movement toward a variety of managed care
and integrated delivery systems, most of which will rely on primary care models
and clinicians. To the degree that this is so, improved primary care that can bring
about a better balance between patients' and populations' needs and the health
care services they receive is critical.

As noted in Chapter 8, the science base for primary care is modest, and the
infrastructure underlying the knowledge base is skeletal at best. Thus, the
committee proposes four recommendations intended to strengthen the
underpinnings of a primary care research enterprise (see Box S-1). These relate to
(1) federal support for primary care research, including the designation of a lead
agency in this effort; (2) development of a national database on primary care,
ideally through some form of ongoing survey mechanism; (3) support of research
through practice-based primary care research networks; and (4) development of
standards for data collection, including attention to data element definition and
improved coding.

The committee also identified a number of subjects that it believes warrant
high priority in any primary care research agenda. Prominent among these is the
committee's fifth recommendation in Chapter 8 concerning specialist provision of
primary care. Other subjects involve major elements of the committee's
conceptualization of primary care, such as the large majority of personal health
care needs, the sustained partnership between clinicians and patients,
accountability, and practicing in a family and community context.

A STRATEGY FOR IMPLEMENTATION

The recommendations described so far are regarded by the committee as
essential steps toward strengthening primary care as the firm foundation for
health care in this country, but only effective implementation will permit the
nation to realize their benefits. To provide focus for the implementation effort,
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Chapter 9 of the report discusses specific means for implementation and
identifies the many parties whose commitment will be necessary. This plan for
implementation is guided by several perspectives that, in the view of the
committee, are essential for success: the need for a coordinated strategy, a long-
term perspective, and involvement of a large set of change agents and interested
parties.

Coordinated implementation by many participants over time is unlikely to
take place unless an entity exists whose purposes are to build appropriate
coalitions, stimulate action, and monitor and facilitate implementation. To this
end, the committee recommends the formation of a public-private, nonprofit
primary care consortium (see Box S-1). Its broad functions would be (among
other things) to

* coordinate efforts to promote and enhance primary care;

* conduct research and development projects, provide technical assistance, and
disseminate information on issues such as primary care infrastructure,
innovative models of primary care, and methods to monitor primary care
performance; and

* organize national meetings through which interested parties can report on
progress in implementing the primary care agenda.

The committee's view of this entity as a public-private partnership was
arrived at advisedly. Government at all levels has a deep interest in seeing the
primary care vision of this committee succeed, but many aspects of the strategy
proposed in this report require action and commitment by many entities in the
private sector.

With the apparent demise of comprehensive national health care reform, the
climate for moving ahead on a reform agenda affecting primary care might seem
to be unfavorable. Yet, the pace of change in the health care systems of
communities around the country remains very rapid. In those changes and the
restructuring being proposed for Medicare and Medicaid, opportunities exist to
make the American health care system more effective and efficient. Important
parts of the agenda proposed in this report require federal action, but for many
elements the key decisionmakers are to be found in the states and cities of this
country, in health care plans, in educational institutions, in professions, and in
private foundations. Many of these parties are already committed to a renewed
emphasis on primary care. In this situation, opportunities for coalition building
for implementation should be present, and that is one reason the committee has
recommended establishment of a primary care consortium.

This is a time when creative effort and collaboration can influence the forces
driving health care change in the directions defined by this committee. It will not
be a time for weak hearts or quick fixes—but the promise of improving health
care for Americans should be motivation enough to stay the course set out in this
report.
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BOX S-1 COMMITTEE RECOMMENDATIONS

Chapter 2
2.1 To Adopt the Committee's Definition

This committee has defined primary care as the provision of integrated,
accessible health care services by clinicians who are accountable for
addressing a large majority of personal health care needs, developing a
sustained partnership with patients, and practicing in the context of family
and community. The committee recommends the adoption of this definition
by all parties involved in the delivery and financing of primary care and by
institutions responsible for the education and training of primary care
clinicians.

Chapter 5
5.1 Availability of Primary Care for All Americans

The committee recommends development of primary care delivery systems
that will make the services of a primary care clinician available to all
Americans.

5.2 Health Care Coverage for All Americans

To assure that the benefits of primary care are more uniformly available, the
committee recommends that the federal government and the states develop
strategies to provide health care coverage for all Americans.

5.3 Payment Methods Favorable to Primary Care

The committee recommends that payment methods favorable to the
support of primary care be more widely adopted.

5.4 Payment for Primary Care Services

The committee recommends that when fee-for-service is used to reimburse
clinicians for patient care, payments for primary care be upgraded to reflect
better the value of these services.

5.5 Practice by Interdisciplinary Teams

The committee believes that the quality, efficiency, and responsiveness of
primary care are enhanced by the use of interdisciplinary teams and
recommends the adoption of the team concept of primary care wherever
feasible.

5.6 The Underserved and Those with Special Needs

The committee recommends that public or private programs designed to
cover underserved populations and those with special needs include the
provision of primary care services as defined in this report. It further
recommends that the agencies or organizations funding these programs
carefully monitor them to ensure that such primary care is provided.
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5.7 Primary Care and Public Health

The committee recommends that health care plans and public health
agencies develop specific written agreements regarding their respective
roles and relationships in (a) maintaining and improving the health of the
communities they serve and (b) ensuring coordination of preventive
services and health promotion activities related to primary care.

5.8 Primary Care and Mental Health Services

The committee recommends the reduction of financial and organizational
disincentives for the expanded role of primary care in the provision of
mental health services. It further recommends the development and
evaluation of collaborative care models that integrate primary care and
mental health services more effectively. These models should involve both
primary care clinicians and mental health professionals.

5.9 Primary Care and Long-Term Care

To improve the continuity and effectiveness of services for those requiring
long-term care, the committee recommends that third-party payers
(including Medicare and Medicaid), health care organizations, and health
professionals promote the integration of primary care and long-term care by
coordinating or pooling financing and removing regulatory or other barriers
to such coordination.

5.10 Quality of Primary Care

The committee recommends the development and adoption of uniform
methods and measures to monitor the performance of health care systems
and individual clinicians in delivering primary care as defined in this report.
Performance measures should include cost, quality, access, and patient and
clinician satisfaction. The results should be made available to public and
private purchasers of care, provider organizations, clinicians, and the
general public.

5.11 Primary Care in Academic Health Centers

The committee recommends that academic health centers explicitly accept
primary care as one of their core missions and provide leadership in the
development of primary care teaching, research, and service delivery
programs.

Chapter 6
6.1 Programs Regarding the Primary Care Workforce

The committee recommends (a) that the current level of effort to increase
the supply of primary care clinicians be continued and (b) that these
primary care training programs and delivery systems focus their efforts on
improving the competency of primary care clinicians and on increasing
access for populations not now receiving adequate primary care.
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6.2 Monitoring the Primary Care Workforce

The committee recommends that state and federal agencies carefully
monitor the supply of and requirements for primary care clinicians.

6.3 Addressing Issues of Geographic Maldistribution

The committee recommends that federal and state governments and private
foundations fund research projects to explore ways in which managed care
and integrated health care systems can be used to alleviate the geographic
maldistribution of primary care clinicians.

6.4 State Practice Acts for Nurse Practitioners and Physician Assistants

The committee recommends that state governments review current
restrictions on the scope of practice of primary care nurse practitioners and
physician assistants and eliminate or modify those restrictions that impede
collaborative practice and reduce access to quality primary care.

Chapter 7
7.1 Training in Primary Care Sites

All medical schools should require their undergraduate medical students to
experience training in settings that deliver primary care as defined by this
committee.

7.2 Common Core Competencies

The committee recommends that common core competencies for primary
care clinicians, regardless of their disciplinary base, be defined by a
coalition of appropriate educational and professional organizations and
accrediting bodies.

7.3 Emphasis on Common Core Competencies by Accrediting and Certifying
Bodies

The committee recommends that organizations that accredit primary care
training programs and certify individual trainees support curricular reforms
that teach the common core competencies and essential elements of
primary care.

7.4 Special Areas of Emphasis in Primary Care Training

The committee recommends that the curricula of all primary care education
and training programs emphasize communication skills and cultural
sensitivity.

7.5 All-Payer Support for Primary Care Training

The committee recommends the development of an all-payer system to
support health professions education and training. A portion of this pool of
funds should be reserved for education and training in primary care.
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7.6 Support for Graduate Medical Education in Primary Care Sites

The committee recommends that a portion of the funds for graduate
medical education be reallocated to provide explicit support for the direct
and overhead costs of primary care training in nonhospital sites such as
health maintenance organizations, community clinics, physician offices,
and extended care facilities.

7.7 Interdisciplinary Training

The committee recommends that (a) the training of primary care clinicians
include experience with the delivery of health care by interdisciplinary
teams; and (b) academic health centers work with health maintenance
organizations, group practices, community health centers, and other health
care delivery organizations using interdisciplinary teams to develop clinical
rotations for students and residents.

7.8 Experimentation and Evaluation

The committee recommends that private foundations, health plans, and
government agencies support ongoing experimentation and evaluation of
interdisciplinary teaching of collaborative primary care to determine how
such teaching might best be done.

7.9 Retraining

The committee recommends that (a) curricula of retraining programs in
primary care include instruction in the core competencies proposed for
development in Recommendations 7.2 and 7.3 and (b) certifying bodies in
the primary care disciplines develop mechanisms for testing and certifying
clinicians who have undergone retraining for primary care.

Chapter 8
8.1 Federal Support for Primary Care Research

The committee recommends that (a) the Department of Health and Human
Services identify a lead agency for primary care research and (b) the
Congress of the United States appropriate funds for this agency in an
amount adequate to build both the infrastructure required to conduct
primary care research and fund high-priority research projects.

8.2 National Database and Primary Care Data Set

The committee recommends that the Department of Health and Human
Services support the development of and provide ongoing support for a
national database (based on a sample survey) that reflects the majority of
health care needs in the United States and includes a uniform primary care
data set based on episodes of care. This national survey should capture
data on the entire U.S. population, regardless of insurance status.
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8.3 Research in Practice-Based Primary Care Research Networks

The committee recommends that the Department of Health and Human
Services provide adequate and stable financial support to practice-based
primary care research networks.

8.4 Data Standards

The committee recommends that the federal government foster the
development of standards for data collection that will ensure the
consistency of data elements and definitions of terms, improve coding,

permit analysis of episodes of care, and reflect the content of primary care.

8.5 Study of Specialist Provision of Primary Care

The committee recommends that the appropriate federal agencies and
private foundations commission studies of (a) the extent to which primary
care, as defined by the IOM, is delivered by physician specialists and
subspecialists, (b) the impact of such care delivery on primary care
workforce requirements, and (c) the effects of these patterns of health care
delivery or such care on the costs and quality of and access to health care.

Chapter 9
9.1 Establishment of a Primary Care Consortium

The committee recommends the formation of a public-private, nonprofit
primary care consortium consisting of professional societies, private
foundations, government agencies, health care organizations, and
representatives of the public.
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1

Introduction

Rapid and profound changes are under way in the organization and financing
of health care in the United States. Driven largely by concerns about the rising
costs of health care, some of these changes are intended to control the growth of
expensive, specialized services and to favor growth in the role of primary care.
The desirability of greater emphasis on primary care has long been recognized by
the Institute of Medicine (IOM) and other groups and reflected in public policies
at the federal and state levels. Efforts to encourage primary care in the past have
included federal and state support for training of primary care clinicians, direct
support for the organization of primary care services to disadvantaged
populations, and development of health maintenance organizations (HMOs) and
other financing mechanisms that encourage primary care.

These policies and steps have not, however, been the major force in bringing
about renewed emphasis on primary care. In fact, pronouncements, studies, and
public policies intended to encourage primary care have seemed remarkably
ineffective as the health care system continued its drift of the past 50 years toward
ever greater dependency on services provided by medical specialists and the
related growth of hospital-based care. Meanwhile, a growing body of evidence
suggested that this trend toward expanded use of specialized services has
contributed significantly to an unsustainable increase in health care costs, has
aggravated problems of access to basic services for some of our population, and
has failed to address effectively common health problems that cause disability
and death in the population.

Many factors encourage specialization. Among them are growth of medical
knowledge based on biomedical research; methods of reimbursement of
physicians
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and hospitals that support the expanded use of medical technologies; and a
training system based in specialized care settings. Prior reports by the IOM
(1978) and other organizations (e.g., the Physician Payment Review Commission
[PPRC] in its annual reports of the 1980s and 1990s; the Council on Graduate
Medical Education [COGME] in its periodic reports over the same time period)
have documented these trends and demonstrated how, until fairly recently, they
overwhelmed the factors that promote primary care.

Today, powerful economic forces in the health care market, especially the
actions of large purchasers of group health benefits, are driving a shift away from
specialized services and toward primary care. In the absence of comprehensive
health care reform, these market forces are likely to remain dominant in reshaping
health care. Because cost is the major concern behind these market forces,
primary care is seen as desirable because it is less expensive. Although
wholeheartedly endorsing the emphasis on primary care, the IOM study
committee appointed to produce this report (see below) is concerned about
spotlighting primary care as a means to control the use of expensive, specialized
services rather than as a better way to meet the health care needs of people.

In the longer run, the American people will accept only a system that meets
their needs for good health care, and they will resist changes that are perceived as
aimed principally at controlling costs. The committee believes that primary care
is the foundation of that health care system—one that is effective and responsive
as well as efficient in the use of expensive resources. Medical science will
continue to improve its ability to diagnose and treat diseases, but primary care can
assure that advances in diagnosis and treatment are used in a way that emphasize
personal values in our diverse society; that emphasize health promotion, disease
prevention, and early intervention; that enhance the ability of the individual to
maintain effective functioning in daily life; and that facilitate links among
individuals, their families, and their communities.

In this report, the committee sets out its vision of primary care, taking full
advantage of the forces that have brought primary care to the fore after decades in
eclipse. Its focus is on ensuring that primary care is shaped by concern for
meeting people's needs for health care in the best traditions of the health
professions. This vision includes continuous innovation and improvement in the
performance of the health system. The committee cannot answer all questions
that might arise about primary care, but it can and does identify the directions in
which to go and the means by which to get there. As laid out in this report, these
objectives include:

* a clear definition of the function of primary care that can guide public and
private actions to improve health care;

* organizational arrangements for health care that are built on a foundation of
strong primary care and that facilitate the coordination of the full array of
services essential for maintaining and improving individuals' health status;
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* improved information systems and quality assurance programs for primary
care;

* ways to make primary care available to all Americans, regardless of
economic status, geographic location, language, or cultural background;

* financing mechanisms that encourage quality primary care rather than
episodic interventions late in the disease process;

* aprimary care workforce sufficient in numbers to meet the needs for primary
care, equipped with appropriate skills and competencies, and prepared to
work in teams that include primary care physicians, nurse practitioners,
physician assistants, community health workers, and other health
professionals;

* an enhanced knowledge base for primary care, drawn from clinical and health
services research; and

* program evaluation, dissemination of innovations, and continued education
of both clinician and patient as means continually to improve the primary
care system in an era of rapid change.

As can be seen from these objectives, primary care is not just a label for a
set of clinicians. Rather, the committee views primary care as a system of
services guided by a common vision. Realizing this vision poses a complex
agenda—one that requires a coordinated strategy for implementation, many
actors, and both short- and long-term steps. Primary care must include the
appropriate organizational and financing arrangements, the necessary
infrastructure, the knowledge base, a way of thinking and acting for the
clinicians, and the understanding and support of patients and consumers. The
committee hopes that this report will serve as a road map for a journey that will
continue for many years.

THE INSTITUTE OF MEDICINE STUDY

Funding

The IOM initiated this study with major funding provided by the U.S. Public
Health Service (the Health Resources and Services Administration [HRSA] and
the Agency for Health Care Policy and Research [AHCPR]), the Department of
Veterans Affairs, The Robert Wood Johnson Foundation, The Pew Charitable
Trusts, and The Josiah Macy, Jr. Foundation. All these foundations and
government agencies as well as the IOM have had a long-standing interest in
issues relating to primary care such as workforce, financing, organization and
delivery, education and training, and research. As the study proceeded, the
committee identified additional activities that would contribute to its
deliberations, and additional support for these activities was received from a
number of professional organizations and foundations (see list of sponsors in
acknowledgments).

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

INTRODUCTION 16

The Study Committee and Its Charge

In early 1994, the IOM appointed a study committee that conducted the
major part of its work between March 1994 and October 1995. The committee,
chaired by Neal A. Vanselow, M.D., consisted of 19 individuals (see roster on
pp. iii—iv) with diverse expertise in the administration and governance of
hospitals, HMOs, medical centers, and academic health centers; the practice of
medicine (including the fields of family practice, general internal medicine,
general pediatrics, cardiology, obstetrics-gynecology, and osteopathy); public
health; nursing; physician assistant training; dentistry; health economics; long-
term care; health services research; epidemiology; and consumer wellness.
During its nine meetings and other study activities, the committee addressed the
following charge:

[P]rovide guidance for augmenting and improving primary care as an essential
component of an effective and efficient health care system. The study will focus
on the health needs of the population and the functions of primary care in
meeting those needs, not just on the numbers and roles of health care
professionals choosing primary care careers. Attention will be given to the
issues of the overall financing and organization of services as well as to the
training and deployment of the primary care work force. An interim report
providing the initial conclusions of the committee concerning the definition of
the primary care function will be issued in September, 1994. The study will draw
on the related work of federal agencies, foundations, and other organizations
carrying out related studies and program initiatives.

Study Activities

Commissioned Papers

To avail itself of expert and detailed analysis of several issues beyond the
time resources of its members, the committee commissioned three major
background papers. The first, by Inge Hofmans-Okkes, M.A., Ph.D. and Henk
Lamberts, M.D., Ph.D., provides data on the majority of personal health service
needs and is summarized as an appendix to Chapter 4. The second, by Frank
deGruy III, M.D., examines the relationship between primary care and mental
health and appears as Appendix D. The third, by William E. Welton, M.H.A.,
Theodore A. Kantner, M.D., and Sheila M. Katz, M.D., M.B.A., explores issues
of primary care and public health and appears as Appendix F. In addition, a paper
commissioned by HRSA and written by committee member Richard M.
Scheffler, Ph.D., provides an economic analysis of workforce issues and appears
as Appendix E.

Interim Report

In September 1994 the committee released Defining Primary Care: An
Interim
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Report (IOM, 1994). The definitions of primary care and the terms used in the
definition acted as a reference point for the committee during its deliberations.
The definition has been disseminated widely, and the committee has received
considerable feedback from a variety of individuals, professional groups, and
organizations. That work is incorporated in Chapter 2.

Site Visits

When IOM studies with national significance involve activities initiated at
the state and community level, the IOM often makes a concerted effort to reach
out to those engaged in such activities in those locales. The aims are (a) to learn
about the activities and to understand the views of interested parties about issues
pertinent to the local efforts and then (b) to apply those lessons, as appropriate, to
broad national, professional, and policy-related issues. The IOM takes care, in
these circumstances, not to evaluate or draw public judgments about
organizational efforts.

During late 1994 and through the summer of 1995, the committee conducted
site visits. Three major visits were made to the following areas: Minnesota,
southern California, and Texas and New Mexico. Shorter visits were made to
rural North Carolina and Boston. (See Appendix A.) The sites were chosen to
provide a firsthand view of primary care in these very different settings.
Information gathered there confirmed the swift and profound changes that are
under way in the financing and organization of health care in this country.
Discussions with people engaged in the organization and delivery of primary care
and involved in educational programs, as well as patients, reinforced the
committee's view that primary care is a very rapidly moving target.

Public Hearing

In December 1994 the full committee held a public hearing to gather
information about a broad set of issues, including (a) the scope of primary care;
(b) who should deliver primary care; (c) the organization and financing of
primary care; (d) education, training, and research in primary care; (e) the
committee's definition of primary care; and (f) other issues before the committee.
A range of organizations were invited to express their views, describe their
experiences, and comment on these matters, as well as to submit articles,
descriptive materials, and position statements on primary care. In all, 86
organizations submitted written testimony and 31 organizations presented oral
testimony at the public hearing. (See Appendix B.)

Workshops
An invitational workshop held in January 1995 (see Appendix C) provided
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an opportunity for thoughtful discourse among a knowledgeable and diverse
group of experts concerning the scope and directions for research that can best
strengthen the base of scientific knowledge for primary care, and it yielded
insights that the committee incorporated in its conclusions and recommendations
concerning primary care research and the infrastructure necessary to the research
enterprise (see Chapter 8). A special issue of the Journal of Family Practice
(February 1996) comprises papers based on many of the workshop presentations.

A second invitational workshop held in June 1995 (see Appendix C) featured
a structured discussion by a diverse group of health professionals about the roles
of the various health professions in carrying out the function of primary care.
Materials and views from this workshop are reflected throughout this report (and
especially in Chapters 3 through 7).

UNDERLYING ASSUMPTIONS

To guide its development of this report, the committee adopted five
assumptions. These are, in the committee's judgment, critical for the future of
primary care in this nation's health care system, and they are consistent with the
evidence and logic presented throughout the report. The principles are:

1. Primary care is the logical foundation of an effective health care system
because it can address the large majority of the health problems present in
the population.

2. Primary care is essential to achieving the objectives that together
constitute value in health care: high quality of care, including
achievement of desired health outcomes; patient satisfaction; and efficient
use of resources.

3. Personal interactions that include trust and partnership between patients
and clinicians are central to primary care.

4. Primary care is an important instrument for achieving stronger emphasis
on both ends of the spectrum of care: (a) health promotion and disease
prevention and (b) care of the chronically ill, especially among the elderly
with multiple problems.

5. The trend toward integrated health care systems in a managed care
environment will continue and will provide both opportunities and
challenges for primary care.
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HISTORIC ROOTS AND THE CONTEMPORARY CONTEXT
FOR PRIMARY CARE

Historic Roots

Before World War 11

Before World War II, health care in the United States was based on what
would now be described as primary care. The Committee on the Costs of
Medical Care, a private group established with support from foundations, carried
out the first comprehensive study of health care in this country and, in 1932,
stated that "each patient would be primarily under the charge of the family
practitioner ... [and] ... would look to his physician for guidance and counsel on
health matters and ordinarily would receive attention from specialists when
referred..." (CCMC, 1932, p. 63). Through the 1930s and 1940s general care was
increasingly provided by pediatricians and internists (whose specialty boards
were established in 1933 and 1936, respectively) in addition to general
practitioners. In many locales, the public health nurse also provided important
aspects of what we now call primary care.

The 1960s

The term primary care began to appear in the literature in the early 1960s.
Kerr White and his associates made important contributions to the concept and
study of primary care. The important 1961 article "The Ecology of Medical
Care," written at a time when the growth of specialized care was well under way,
used epidemiological analysis to show that most health care problems were
appropriately addressed in the primary care setting (White et al., 1961).

Concerned by the decline of general practitioners as key providers of
primary care, several major commissions issued reports in the 1960s' that
encouraged the establishment of family practice as a new primary care specialty.
Nevertheless, the decline in the numbers of general practitioners continued (from
71,366 in 1965 to 42,374 in 1975), and the numbers of physicians trained in the
new specialty of family practice did not make up for this decline. Meanwhile, the
total number of physicians grew rapidly as medical education expanded,
encouraged by federal and state policies and financial support that resulted from a
perceived general shortage of physicians; most of this growth went into specialty
care (COGME, 1992).

! Important publications on primary care issues dating back 25 to 30 years or so include
the Coggeshall report (1965), the Millis Commission report (1966), and the Willard
Committee report (1966).
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The training of physician assistants and nurse practitioners also began in this
period, with the objective of filling part of the perceived gap in the shortage of
physicians. Federal support, such as that authorized in Titles VII and VIII of the
Public Health Act, encouraged these training programs.

Public sector financing of health services also emerged in the 1960s. To
target the problem of access to health services for the poor, federal programs
were launched to assist in the development of community-based comprehensive
primary care centers for both the urban and rural poor. More well-known efforts
to expand access to care were the Medicare and Medicaid programs for,
respectively, the elderly and selected parts of the poor population.

The 1970s

By 1976, a growing belief that primary care physicians were in short supply
led to federal support for the training of general internists and general
pediatricians in addition to family practitioners. Several major private
foundations, particularly the Robert Wood Johnson Foundation, devoted
substantial funds to the encouragement of primary care and training for primary
care.

The IOM report A Manpower Policy for Primary Care made a number of
recommendations to shift the emphasis of medical care toward primary care
(I0M, 1978). Drawing heavily on the earlier work of Alpert and Charney (1973),
the report contained a definition of primary care that became widely used, but the
report's policy recommendations were not implemented.

During this period, specialty care grew in most industrialized countries, but
the proportion of physicians delivering primary care remained substantially
higher in other nations than in the United States (Starfield, 1991, 1992). In 1978,
the World Health Organization, in the so-called Alma-Ata declaration, put
primary care at the center of its strategy of "health for all by the year 2000."

In the United States, the growth of HMOs was encouraged by the Health
Maintenance Organization Act of 1973. Drawing on the experience of capitated
group practice models, HMOs emphasized primary care services and lower
hospital utilization. Their growth accelerated in the 1970s and 1980s (from 3
million members in 1973 to more than 29 million in 1987) largely through
encouragement by business interests looking for a way to control their
expenditures for employee health benefits. Much of this growth was in loose
models based on networks of physicians and hospitals; the primary care physician
filled a "gatekeeper" role as the required path to specialized services.

Despite these many independent efforts, primary care did not prosper in the
midst of economic and professional incentives that continued to favor specialty
care. Specialized services continued to increase as a proportion of all medical
care.
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Current Forces

Health Care Reform

When this study began, comprehensive reform of the U.S. health system
seemed a likely prospect. A number of the proposals for comprehensive reform,
including that of the Clinton administration, contained specific provisions
intended to increase the emphasis on primary care. Whatever the specific
arrangements, such extensive reform would have addressed the issue of health
coverage for the growing numbers of uninsured. It would also have provided a
specific framework for changes in health care and clearer patterns of
accountability for the results of those changes.

Comprehensive reform initiated by the government did not come to pass,
however, and it now seems unlikely for some years. Although some states have
moved to develop and implement their own reform plans, the future of these
plans is also uncertain in light of both the failure of national comprehensive
reform and efforts to constrain spending at all levels of government. Incremental
changes in the rules for the health insurance market may still occur at the
national and state levels, but how these changes will affect the arrangements for
primary care is unclear.

Other Forces

Despite the failure of comprehensive reform efforts, rapid changes in the
organization and financing of health care continue, driven primarily by powerful
forces in the health care marketplace. These forces are likely to continue and
constitute the context in which the future of primary care will be determined. The
major forces for change, as seen by the committee, involve the following eight
sets of factors:

1. Continuing concerns of payers of group health benefits about the costs
and effectiveness of medical care. Group payers include both private
sector employers and federal, state, and local governments. All are
concerned about what they perceive as unsustainable rates of increases in
medical care expenditures. Derivative from cost concerns are questions
about the effectiveness and necessity of specific health services.

These considerations have led to various approaches to managing care and
capping expenditures, which often emphasize reducing the use of specialized
services and hospital care and shifting more clinical responsibility to the primary
care clinician. Health care plans and governments have also used their economic
power to reduce levels of payment to providers. These actions have the aggregate
effect of creating excess capacity in hospitals, reducing the demand for many
specialized services, and creating economic pressures to reduce these capacities.
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Although the more aggressive actions have been taken by private payers,
several states are moving their Medicaid programs into managed care
arrangements. The Medicare program has lagged in this movement; overall, only
about 9 percent of beneficiaries are enrolled in plans with Medicare risk contracts
(HMOs), but the proportion is much higher in some markets where managed care
penetration is high. By contrast, Medicare has taken the lead on changes in
methods of reimbursement in the fee-for-service sector, including changes in
physician reimbursement that were intended to increase the payment for primary
care services relative to specialty procedures. Discussions of substantial
reductions in Medicare and Medicaid funding are likely to accelerate the move of
these public programs into managed care arrangements.

The result of these actions is a strong growth in enrollments in HMOs and
other forms of managed care, but the rates of HMO enrollment vary considerably
across different areas of the country and there is little penetration of rural
markets. In markets in which managed care penetration is high, intense cost-based
competition results.

2. Development of integrated delivery systems and consolidation of
providers and health plans. To compete effectively for patients and to
meet the concerns of health plans, employers, and governments to hold
down costs, physicians and institutional providers are increasingly
forming integrated delivery systems built on a foundation of primary
care. As the committee observed in its site visits to areas where markets
have advanced far into this competitive managed care environment,
physicians and hospitals are finding it difficult to survive without joining
some form of organized arrangement for health care. Plans and delivery
systems are also consolidating into larger aggregates that can access
capital, market and compete effectively in broader areas, and develop the
infrastructure (including data systems and clinical decision systems)
needed for improved efficiency and effectiveness of services.

3. Growing influence of the private capital markets. The creation of large
plans and integrated systems requires access to substantial capital. The
need for capital has the practical effect of introducing a new set of
decision makers who focus chiefly on financial viability. For for-profit
plans, which are a growing proportion of the health care industry, growth
in profitability over time is another major goal and criterion of success to
which the health plans must be attentive.

4. Legislative actions affecting primary care in an era of reductions of public
budgets. The federal government has encouraged primary care in several
ways: subsidies for the training of primary care clinicians, changes in
Medicare reimbursements for physicians, and grant support for organized
primary care services at the community level. Unprecedented efforts to
balance the federal budget make future funding of these federal programs
uncertain. Efforts to reduce the growth of Medicare and Medicaid may
contribute to the inability of health care institutions and organizations to
meet the primary care needs (let alone the full range of health care needs)
of the growing numbers of uninsured
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throughout the country, and these steps to curtail federal programs will
complicate, if not undermine, the actions that states and localities might
wish to take to support and expand primary care services.

Meanwhile, various states have considered or taken actions intended to
increase the proportion of primary care physicians and other clinicians being
trained. Laws have also been passed or are being considered that designate certain
specialties as part of primary care. State legislative actions have also expanded
the scope of practice of nurse practitioners and physician assistants in many
states, which has implications for the role of these clinicians in the provision of
primary care. These state actions are often linked to concerns about rural health
care and access to care by the poor in the inner cities, but the process serves to
raise the level of awareness of primary care issues in the legislature.

5. A surplus of specialist practitioners. As the health care system shifts
toward primary care and the demand for specialized care diminishes, a
surplus of physicians and nurses who have been providing specialty
services seems likely to emerge. Certainly this is true for physicians
(IOM, 1996a). The concerns of these groups, expressed in the political
process, are already being heard, especially with respect to the effects of
downsizing and restructuring on the nursing profession (IOM, 1996b).
These concerns may be a limiting factor on the rate of the changes
described above.

6. Role of the patient in determining the pace and nature of changes in the
patterns of medical care. An increasingly well-informed patient is an
important force in determining the future course of medical care,
including primary care. Some changes in the patterns of medical care
disrupt long-established physician-patient relationships and established
patterns of care that patients perceive as desirable. For example, when
employers change health plans offered to employees, or when clinicians
lose their affiliations with health plans and are no longer included in the
panel of clinicians available to patients, then clinician-patient
relationships are likely to be interrupted. Some patients resent being cut
off from direct access to their established clinicians or to specialists of
their choice.

Patients also express resistance to patterns of care established by managed
care plans in the interest of cost containment. A current example is the
controversy over lengths of hospital stay for obstetric care; pressures for shorter
stays are being resisted by both women and clinicians, and state legislative
actions are being taken or proposed that would impose length-of-stay
requirements on managed care plans. In many of these situations, patients'
concerns are augmented by clinicians' concerns about limitations on their freedom
to make clinical decisions in the interests of their patients (or to provide patients
with all appropriate information necessary for adequate decisionmaking). In the
United States, changes in arrangements for a service as basic as medical care are
unlikely to endure without the support of patients. If such support is to be
achieved, it will need to be based on better understanding of the potential benefits
of the changes in terms of the values that patients and their families hold dear.
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7. Effects of changes on academic health centers. Academic health centers
are under pressure to place more emphasis on primary care in their
educational and patient care programs. At the same time, the aggressive
competition of managed care plans and current and potential declines in
federal and state support for their educational missions are making
response to change even more difficult for these institutions. Their
complex governance patterns make rapid change difficult under any
circumstances, but their increasing dependence on clinical income, most
of which is derived from highly specialized services, to subsidize their
educational and research missions puts these institutions at a competitive
disadvantage relative to health care plans that do not have these missions.
Furthermore, an emphasis on primary care is at variance with the
traditional clinical base of specialized, tertiary care services found in
many institutions.

8. Continued growth of knowledge and technologies for improved medical
care. The results of the continued rapid growth in biomedical knowledge
—new diagnostic and therapeutic modalities—will continue to influence
the nature and costs of health care. The potential benefits of these
advances continue to be exciting and popular, but in a cost-constrained
medical environment new technologies are being subjected to more
examination of their costs and effectiveness. New technologies have, over
the years, prompted increased specialization, but the environment of
managed care is leading to more explicit decisions about the introduction
and appropriate use of technologies and the roles of primary care
clinicians in determining their use.

Advances in information technologies also have considerable potential for
shaping the future of health care and the role of primary care. Computer-based
patient records and decision assists have the potential to change the roles and
functions of primary care clinicians and improve the participation of patients and
consumers in making informed decisions about their own care.

Growth in knowledge and techniques for outcomes-based accountability in
health care is also shaping the future of primary care. Although cost has been a
principal engine of change in health care arrangements, including the shift toward
primary care, better techniques for measuring outcomes, including measures that
reflect the perceptions of the patient about the outcomes of care, are changing the
nature of accountability in health care. Clinicians and health care organizations
and institutions will be under more pressure to justify their activities and their use
of scarce resources in terms of results—both clinical outcomes and measures of
patient functioning and satisfaction. Primary care will face difficult challenges in
developing and using appropriate outcome measures that will convince patients,
health care systems, and payers that a primary-care-based health system can
benefit patients as well as constrain costs. Because of the breadth of primary care
and its longitudinal nature, and because of the difficulties of measuring outcomes
attributable to the care process over the long time periods often required in
ambulatory care, the technical challenges in developing appropriate outcomes-
based accountability will be substantial.
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ORGANIZATION OF THE REPORT

All the forces outlined above—and indeed others not yet perceived—will
shape primary care in ways that this committee cannot fully anticipate. They
constitute, however, an important context for the information presented and the
findings and recommendations offered in the remainder of this report.

Chapter 2 incorporates much of the committee's interim report defining
primary care (IOM, 1994). Chapter 3 discusses the value of primary care as
viewed from the perspective of the individual and the policymaker, and it makes
extensive use of illustrative vignettes. The nature of primary care, using the
committee's definition as an organizing framework and drawing from its
workshop on the scientific basis of primary care, is explicated in Chapter 4.
Chapter 5 addresses the organization and delivery of primary care from the
perspective of several current trends: changes in organization and financing;
rising use of teams; growing needs of underserved populations; increasing
recognition of the need for strong relationships between primary care and public
health, mental health, and long-term care; the increasingly complex and fragile
role of academic medical centers; and the emerging emphasis on information
about quality of care.

Chapter 6 describes the primary care workforce and calls attention to the
need to address all components of that workforce in concert, and Chapter 7
focuses on education and training issues for primary care clinicians. Chapter 8
identifies high priority research topics and documents the need for developing the
infrastructure to support research efforts in this field. Finally, Chapter 9 discusses
critical steps in implementation of the committee's recommendations.
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2

Defining Primary Care

Since its introduction in 1961, the term primary care' has been defined in
various ways, often using one or more of the following categories to describe
what primary care is or who provides it (Lee, 1992; Spitz, 1994). These
categories include:

* The care provided by certain clinicians—Some proposed legislation, for
example, lists the medical specialties of primary care as family medicine,
general internal medicine, general pediatrics, and obstetrics and gynecology.
Some experts and groups have included nurse practitioners and physician
assistants (OTA, 1986; Pew Health Professions Commission, 1994);

* A set of activities whose functions define the boundaries of primary care—
such as curing or alleviating common illnesses and disabilities;

* A level of care or setting—an entry point to a system that includes secondary
care (by community hospitals) and tertiary care (by medical centers and
teaching hospitals) (Fry, 1980); ambulatory versus inpatient care;

* A set of attributes, as in the 1978 IOM definition—care that is accessible,
comprehensive, coordinated, continuous, and accountable—or as defined by
Starfield (1992)—care that is characterized by first contact, accessibility,
longitudinality, and comprehensiveness;

! This chapter is based on the study committee's interim report, Defining Primary Care:
An Interim Report (IOM, 1994b). The definition of primary care set forth here is the same
as that in the interim report.
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* A strategy for organizing the health care system as a whole—such as
community-oriented primary care, which gives priority to and allocates
resources to community-based health care and places less emphasis on
hospital-based, technology-intensive, acute-care medicine (IOM, 1984).

No one category incorporates all the dimensions that people believe are
denoted by the term, and this has resulted in a lack of clarity and consensus about
the meaning of the term. A clue to the difficulty lies in an ambiguity of the word
primary, as noted in a background paper prepared for this report by Safran
(1994). If primary is understood in its sense of first in time or order, this leads to a
relatively narrow concept of primary care as "first contact,” the entry point, or
ground floor of health care delivery. This meaning of primary can connote only a
triage function in which patients are then passed on to a higher level of care. If,
on the other hand, primary is understood in its sense of chief, principal, or main,
then primary care is better understood as central and fundamental to health care.
This latter idea of primary care supports the multidimensional view of primary
care envisioned by this IOM committee.

This IOM committee thus reaffirms the importance of continuing to define
primary care as multidimensional; it cannot be defined on the basis of a single
dimension, as attractive as this might be for policymakers who formulate
workforce policy and must decide who does or does not provide primary care.
This exigency, faced by policymakers, has led to reliance on criteria based on, for
example, residency training, care setting, or level of care (e.g., first contact).
While fully acknowledging the need for a clearer sense of primary care to guide
policymaking at the national and state level, the committee believes a careful but
multidimensional view of primary care will permit a far richer discussion of
organizational opportunities, professional development and satisfaction, health
curricula reform, and improved health care than any single-dimension definition.
Given this belief, the committee draws on an extensive literature that includes a
number of key articles on primary care.

EARLY DEFINITIONS

The notion of the primary physician providing continuing and
comprehensive care was introduced very early. According to what became known
as the Millis Commission report (1966), the primary physician

will serve as the primary medical resource and counselor to an individual or a
family. When a patient needs hospitalization, the services of other medical
specialists, or other medical or paramedical assistance, the primary physician
will see that the necessary arrangements are made, giving such responsibility to
others as is appropriate, and retaining his own continuing and comprehensive
responsibility (Millis, 1966, p. 37).
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The report also emphasized the need to focus "not upon individual organs
and systems but upon the whole man, who lives in a complex social setting.
... (Millis, 1966, p. 35).

From 1966 to the late 1970s variations and refinements of this concept
appeared. In a classic monograph, Alpert and Charney (1973) described the three
fundamental characteristics of primary medicine (defined as the personal health
system of individuals and families, as distinguished from public health): Its
clinicians (1) provide first-contact care (as compared to that based on referral),
(2) assume responsibility for the patient over time regardless of the presence or
absence of disease, and (3) serve as the "integrationist" (serve a coordinating
role). They also believed that it was preferable that all family members be cared
for by the same physician.

THE FIRST IOM DEFINITION

In 1978, the IOM published a report entitled A Manpower Policy for
Primary Health Care: Report of a Study (I0M, 1978). The second chapter, which
had been released a year earlier as an interim report, defined the essence of
primary care as it should and could be practiced: "accessible, comprehensive,
coordinated and continual care delivered by accountable providers of personal
health services." That definition has been widely quoted and used. It has also
proved useful as a touchstone for guiding the assessment of primary care.

DISTINGUISHING PUBLIC AND PERSONAL HEALTH
SERVICES

Meanwhile, work by McKeown (McKeown and Lowe, 1966) and others led
to a better understanding of socioeconomic, environmental, and behavioral
factors affecting the health of individuals and populations. In a 1974 report,
Canadian Minister of Health Marc Lalonde emphasized the importance of health
promotion and disease prevention (Lalonde, 1974). Subsequently, the notion of
primary care was expanded to the point where the World Health Organization
conference at Alma-Ata defined primary health care as

essential health care ... made universally accessible to individuals and families
in the community ... through their full participation and at a cost that the
community and country can afford (WHO, 1978, p. 3).

This definition takes the notion of primary care beyond what this IOM
committee intends. The committee therefore distinguishes between two terms: (1)
primary health care as defined by WHO, which includes such public health
measures as sanitation and ensuring clean water for populations; and (2) this
committee's term primary care, which focuses on the delivery of personal health
services. For this reason, this report addresses personal health services in a
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context of family and community health and not population-based, public health
services.

There are, however, vital and important linkages that must be developed
between primary care and public health programs, which are addressed in
Chapter 5 and Appendix F of this report. The committee notes the increasing
intersections and changing connections between public health and personal health
care delivery. Two examples are childhood immunization and tuberculosis
outreach services that are now provided in the public health sector to individuals
and communities.

THE 1984 REPORT ON COMMUNITY-ORIENTED PRIMARY
CARE

Abramson and Kark (1983) pioneered an emphasis on communities and
their connections with health practitioners. They viewed community-oriented
primary care (COPC) as "a strategy whereby elements of primary health care and
of community medicine are systematically developed and brought together in a
coordinated practice" (p. 22) to facilitate community diagnosis, health
surveillance, monitoring, and evaluation. They pointed out that such an approach
requires knowledge of the demographic, socioeconomic, and cultural
characteristics of communities.

A study completed by the IOM in 1984 addressed COPC. That report
described community-oriented primary care operationally as

the provision of primary care services to a defined community, coupled with
systematic efforts to identify and address the major health problems of that
community through effective modifications in both the primary care services and
other appropriate community health programs (IOM, 1984, p. 2).

According to that report, primary care practitioners strive to deliver to their
active patients (the "numerator” in a COPC context) effective and appropriate
health services. The word community as used by the COPC committee meant any
group of people that the practice or program might reasonably expect to cover,
the denominator in this COPC context. That is, the study directed its attention
toward communities that included both users and nonusers of primary care
services and did not mean the community defined solely in terms of the practice's
active patients.

An operational COPC model must satisfy three criteria. There must be (1) a
primary care practice, (2) an involved and definable community, and (3) a set of
activities that systematically address the major health issues of the community. In
its case studies at that time, the IOM COPC committee found no fully developed
example of COPC. However, efforts to implement COPC continue in many
countries, including the United States, with varying degrees of success. In the
meantime, broad-scale changes in health delivery have refocused attention on the
delivery of personal health care services in this country.
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CHANGES IN HEALTH CARE DELIVERY TODAY

The health care system, health policy, and health professional curricula in
the United States are undergoing a period of rapid change. These shifts,
particularly those that involve integrated delivery systems (Shortell et al., 1994),
could not have been reflected in the Millis Commission report, Alpert and
Charney's 1973 monograph, or the earlier IOM reports. The development of
integrated delivery systems means that primary care cannot be defined or assessed
in isolation from the overall system of which it is a part. Such systems involve
physicians and other clinicians and the facilities they use to deliver a full array of
services, for a given price, to a defined population, in settings that are most
appropriate to patients' needs. The committee's first task in considering the future
of primary care was to reexamine the 1978 IOM definition and other definitions
in light of the current and anticipated health care environment. In doing so, the
committee supported the essential features of the earlier definition but also
believed that a new definition was needed to reflect the dramatic health system
changes that have occurred in the past 18 years and to anticipate and to guide
future change. After release of its recent interim report (IOM, 1994b), the
committee invited public comment on its definition at conferences, in a published
article (Vanselow et al., 1995), and in a public hearing that specifically requested
comment on its definition. After considering all comments and letters that the
committee received, it concluded that the new definition was well accepted, and
it was adopted for this report. The definition is described below.

THE NEW DEFINITION AND AN EXPLANATION OF TERMS

The definition of primary care adopted by the IOM Committee on the Future
of Primary Care follows:

Primary care is the provision of integrated, accessible health care services by
clinicians who are accountable for addressing a large majority of personal health
care needs, developing a sustained partnership with patients, and practicing in
the context of family and community.

Each term in the definition is summarized in Box 2-1 and is explained in the
text following the box.

Although the new definition is based on the 1978 IOM definition, it
recognizes three additional important perspectives for primary care: (1) the
patient and family, (2) the community, and (3) the integrated delivery system.
The 1978 IOM report addressed the first perspective, and the 1984 COPC report
addressed the second. In recognizing the increasing importance to primary care
of the integrated delivery system, this report addresses all three. The new
definition thus stresses the importance of the patient-clinician relationship (a) as
understood
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BOX 2-1 DEFINITION OF PRIMARY CARE

Primary care in the provision of integrated, accessible health care services by
clinicians who are accountable for addressing a large majority of personal health
care needs, developing a sustained partnership with patients, and practicing in
the context of family and community.

Integrated is intended in this report to encompass the provision of
comprehensive, coordinated, and continuous services that provide a seamless
process of care. Integration combines events and information about events
occurring in disparate settings, levels of care and over time, preferable
throughout the life span.

Comprehensive. Comprehensive care addresses any health problem at any given
stage of a patient's life cycle.

Coordinated. Coordinated ensures the provision of a combination of health
services and information that meets a patient's needs. It also refers to the
connection between, or the rational ordering of, those services, including the
resources of the community.

Continuous. Continuity is a characteristic that refers to care over time by a single
individual or team of health care professionals (“clinician continuity”) and to
effective and timely communication of health information (events, risks, advice,
and patient preferences) (“record continuity”).

Accessible refers to the ease with which a patient can initiate an interaction for
any health problem with a clinician (e.g., by phone or at a treatment location) and
includes efforts to eliminate barriers such as those posed by geography,
administrative hurdles, financing, culture, and language.

Health care services refers to an array of services that are performed by health
care professionals or under their direction, for the purpose of promoting,

in the context of the patient's family and community, and (b) as facilitated and
augmented by health care teams and integrated delivery systems.

Figure 2-1 illustrates this committee's view that the patient-clinician
relationship is central to primary care. The patient and primary care clinician
interact with one another as appropriate and also with others in the community
and the health care delivery system. The shaded areas in the figure are fields this
committee newly emphasizes in this report. On the patient side, the family and
community provide the context in which to understand and assist the patient. On
the health care delivery side, the team and integrated delivery system provide the
means for extending and improving the delivery of primary care. One challenge
that faces health care clinicians, policymakers, and administrators is how to foster
and maintain such patient-clinician relationships in a complex, integrated delivery
system. A correlative challenge is how to realize the potential benefits of
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maintaining, or restoring health (Last, 1988). The term refers to all settings of care
(such as hospitals, nursing homes, clinicians' offices, intermediate care facilities,
schools, and homes).

Clinician means an individual who uses a recognized scientific knowledge base
and has the authority to direct the delivery of personal health services to patients.

Accountable applies to primary care clinicians and the systems in which they
operate. These clinicians and systems are responsible to their patients and
communities for addressing a large majority of personal health needs through a
sustained partnership with a patient in the context of a family and community and
for (1) quality of care, (2) patient satisfaction, (3) efficient use of resources, and
(4) ethical behavior.

Majority of personal health care needs refers to the essential characteristic of
primary care clinicians: that they receive all problems that patients bring—
unrestricted by problem or organ system—and have the appropriate training to
diagnose and manage a large majority of those problems and to involve other
health care practitioners for further evaluation or treatment when appropriate.
Personal health care needs include physical, mental, emotional, and social
concerns that involve the functioning of an individual.

Sustained partnership refers to the relationship established between the patient
and clinician with the mutual expectation of continuation over time. It is predicated
on the development of mutual trust, respect, and responsibility.

Patient means an individual who interacts with a clinician either because of
illness or for health promotion and disease prevention.

Context of family and community refers to an understanding of the patient's
living conditions, family dynamics, and cultural background. Communities refers
to the population served, whether they are patients or not. Community can referto a
geopolitical boundary (a city, county, or state), or to neighbors who share values,
experiences, language, religion, culture, or ethnic heritage.

these organizations and the interdependent work of health professionals in
improving patients' health. The committee addresses these issues in Chapter 5 of
this report.

Recommendation 2.1 To Adopt the Committee's Definition

This committee has defined primary care as the provision of integrated,
accessible health care services by clinicians who are accountable for
addressing a large majority of personal health care needs, developing a
sustained partnership with patients, and practicing in the context of family and
community. The committee recommends the adoption of this definition by all
parties involved in the delivery and financing of primary
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FIGURE 2-1 The interdependence of the constituents of primary care showing
the centrality of the patient-clinician relationship in the context of family and
community and as furthered by teams and integrated delivery systems.

care and by institutions responsible for the education and training of primary
care clinicians.

The committee has recommended that health policymakers, professional
groups and academic health centers adopt this definition for use in all relevant
activities within their scope of responsibility. The committee believes that the
adoption of a common definition will lead to greater clarity in health care delivery
and program planning and in policy debate. If those involved in service,
education, financing, and research in primary care use the same starting point in
discussions, then substantive differences can be better understood and resolved
and the field moved forward. Consistent with this objective, this report uses the
committee's definition as a reference for framing its discussion about the content
of primary care and research priorities.

Patient

By the term patient, this committee means an individual who interacts with a
clinician either because of disease or illness or for health promotion and disease
prevention. In primary care systems not all people are patients. People are usually
patients at one time or another, but most of the time they are simply individuals
going about their lives. They may need advice, information, or periodic physical
examinations for preventive care. Wherever the term patient is used in this
report, it is intended to mean individuals who seek care, whether or not they are
ill at a given time.
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Family

Use of the term families in this report acknowledges the care-giving roles,
the concerns of family members, and the impact of family dynamics on health
and illness. The phrase context of family and community in the definition refers to
an understanding of the circumstances and facts that surround a patient, such as
the patient's living conditions, family dynamics, work situation, and cultural
background. This committee uses the term family broadly to include a unit of
individuals in a household and not necessarily a traditional nuclear family. Often a
family member is a care giver—a parent caring for a child or an adult child caring
for a parent. Unless clinicians can understand the nature of these relationships,
they can miss opportunities to provide effective care of individual health care
needs.

Community

The community refers to the population potentially served, whether its
members are patients or not. Community can refer to a social group residing in a
defined geopolitical boundary (a city, county, or state), or to neighbors who share
values, religion, experiences, language, culture, or ethnic heritage. The use of the
term community draws attention to the different perspectives that need to be
addressed. On the one hand, primary care needs to be concerned with the care
that primary care clinicians deliver to individuals. This more traditional and
familiar area of primary care addresses the care and outcomes of individual
patients. In its broadest sense, primary care must also be linked to the larger
community and environment in which people work and live. This also requires
that primary care clinicians know the major causes of mortality and morbidity for
the community served and that they be aware of what may be happening in the
community—such as occupational dangers, patterns of childhood injuries,
patterns of lead poisoning or other environmental hazards, homicides, issues of
domestic violence, and epidemics. Health care needs and objectives may not be
the same for individuals and communities or for different individuals or different
communities. Individuals have particular health care needs; the community has a
broader perspective that emphasizes improving health status” and reforming the
way care is delivered. An integrated delivery system has the potential for melding
both perspectives.

Prevention of illness and promotion of healthful lifestyles are critical
components of good health. The benefit gained from these elements and from
broader

2 Health status refers broadly to physical, mental, and social function. Although health
status is largely determined by environmental and personal variables, health services
should, to the extent possible, contribute to improved health status.
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public health activities as compared to medical care can vary. For example, 10-to
24-year-olds are likely to gain much more in improved health and rates of
survival by preventing injuries and damage due to violence, motor vehicle
accidents, or substance abuse than they are from direct, episodic, medical care
(I0M, 1994a).

Many barriers to better health are related to socioeconomic status,
education, and cultural and behavioral components. At times these factors extend
far beyond health care or health promotion and disease prevention in their usual
sense. Primary care clinicians are not "responsible” for the environment, jobs,
housing, or violence. Primary care clinicians do, however, need to be
knowledgeable about the context of their patients' lives and problems and need to
be knowledgeable about the resources in their communities. Health promotion
activities within the primary care setting should (a) incorporate information about
the needs of the community and its health problems, (b) provide information to
the community and those involved in its public health efforts, and (c) help to
coordinate the public health, social services, mental health services, and other
appropriate services needed by patients.

Clinician

The term clinician refers to an individual who uses a recognized scientific
knowledge base and has the authority to direct the delivery of personal health
services to patients. A clinician has direct contact with patients and may be a
physician, nurse practitioner, or physician assistant. For most families, this
clinician is a physician. Additionally, primary care clinicians might turn to a
variety of other individuals—both with and without health care training—for
their assistance and skill in particular areas. Examples of individuals other than
primary care clinicians who can contribute to primary care are dentists,
pharmacists, physical therapists, nutritionists, and social workers. Among many
cultural groups, traditional healers may also provide primary care, for instance,
the promotoras for Latino communities.

This committee has chosen to use the term clinician in contrast to other
familiar terms such as provider. Provider is commonly used not only to refer to
individuals who deliver care but also to denote facilities or organizations that
provide health care, such as hospitals or health plans. In medical centers, clinician
refers to someone with direct patient care responsibilities; in using the term
clinician, then, this report underscores the importance of a relationship between a
patient and an individual who uses judgment, science, and legal authority to
diagnose and manage patient problems.

Partnership

The term sustained partnership refers to the relationship established between
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the patient and clinician with the mutual expectation of continuation over time. It
is predicated on the development of mutual trust, respect, and responsibility. A
bond to someone you trust may be healing in and of itself. This relationship is
essential when guiding patients through the health system. As an ideal, primary
care occurs within the context of a personal relationship between a patient and
clinician that extends beyond an episode of illness. Such a relationship, developed
over time, fosters a sense of trust and confidence. The partnership facilitates
tailoring a specific intervention or specific advice to the needs and the
circumstances of a particular person.

Although it denotes participation by both clinician and patient, the term
partnership does not necessarily imply equal roles for clinicians and patients. The
term partnership means that the patient and clinician agree on goals and the ways
to reach them. It also implies that the patient's values and preferences are taken
into account. In some cases patients desire and should have a large role in
identifying health problems to be addressed or deciding how they should be
addressed. In other cases a patient may prefer a relatively small role and may
delegate most decisionmaking to a clinician.

The committee that developed the 1978 IOM definition viewed the primary
care clinician as a manager for a specific episode of care. The current IOM
committee broadens that view considerably. It emphasizes the need for the
primary care clinician not only to manage a given health concern and address
issues of preventive health care, but also to act as an advocate for the patient in a
larger health system so that the patient knows who is directing and coordinating
his or her care.

This personal relationship is more important to some people in some
circumstances than it is to others. Although in many circumstances patients may
feel quite comfortable knowing that information is in their medical record where
all those involved in their care can find it, patients often prefer (when they can) to
see a particular clinician. Challenges remain, however, about how to structure a
team so that personal relationships are supported, and these challenges are
addressed later in this report.

Health Care Needs and Health Care Services

The term personal health care needs includes reference to physical, mental,
emotional, and social concerns that involve the functioning of an individual. The
term health care services refers to an array of services that are performed by
health care professionals or under their direction, for the purpose of promoting,
maintaining, or restoring health (Last, 1988). The term refers to all settings of
care (e.g., hospitals, nursing homes, clinicians' offices, community sites, schools,
and homes). Health care services address physical, mental and emotional, and
social functioning. The last concept pertains to any health condition that impedes
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an individual's ability to fulfill his or her social roles, such as ability to attend
school, work at gainful employment, or perform as a parent.

Integrated

A key term used in this definition is integrated. It can be defined as
"combining separate and diverse elements or units so as to provide a harmonious,
interrelated whole" (see Merriam-Webster, 1981; Random House, 1983).
Integrated as used in this report describes health care that coordinates and
combines into an effective whole all of the personal health care services a patient
needs over an extended period of time—that is, the provision of comprehensive,
coordinated, and continuous services. Those three terms from the 1978 IOM
definition—comprehensive, coordinated, and continuous—are described below.
When using the term integrated this committee refers to all the office visits and
phone calls, tests, procedures, and encounters that individuals have, regardless of
setting such as clinic, hospital emergency room, doctor's office, hospital
admission, or rehabilitation unit. It refers to services and information about the
services of all the clinicians and other health professionals—pharmacists, nurse
midwives, physical therapists, and so forth—over an extended period of time.

The committee's use of the term integrated when describing personal health
care services should not be confused with the widely used term as applied to
horizontal and vertical integration in integrated delivery systems. To integrate
primary care fully, however, primary care clinicians are likely to practice in
teams and in such integrated delivery systems.

Some care settings are very small systems, for example, a solo clinician,
nurse, one administrative person, and referrals as needed for specialty care. One
can envision, however, the development of primary care networks that use
computers to link smaller systems of care into broader ones that are facilitated by
information networks (IOM, 1991). Although such primary care networks might
not include a full range of services, such developments would move small
systems toward the sort of integration envisioned by the committee.

Integration might be fostered in other ways. An example would be linking
specialist (e.g., dermatology, psychiatry) or subspecialist (e.g., gastroenterology,
pulmonology, cardiology) services for a patient with a chronic illness with a
primary care clinician (either within the subspecialty practice or elsewhere) who
continues to provide primary care.

Comprehensive

First contact. One element of primary care is sometimes referred to as first
contact. In a well-developed and functioning system, primary care is the usual
and preferred route for entry into the health care system (although not necessarily
in all circumstances). In the simplest model, the primary care clinician receives
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patients regardless of the disease or organ system involved and addresses a given
patient's problem. This function may require sorting out a mixture of ill-defined
symptoms, or it may call for fairly straightforward treatment. This simplest of
models, however, should be flexible enough to allow patients to enter at various
points or to skip given steps (e.g., authorizations) based on their needs and safety
as well as on efficiency considerations. The model is not intended to describe a
regimented or restrictive processing system, and indeed such a system would be
antithetical to the committee's future vision of primary care.

First contact with a primary care clinician may lead to referrals to other
resources—for example, to a nurse practitioner for diabetic counseling or to a
cardiologist for subspecialty care. In some cases, self-referral by a patient may be
appropriate—for example, for recurrent problems previously treated by another
specialist or subspecialist or refractions for eyeglass prescriptions. Information
about these encounters should be provided to the primary care clinician.

The descriptor first contact is not, however, a sufficient or unique attribute
for defining primary care. It is not unique because some first contact events do
not represent primary care—for example, those that occur through an
occupational health service, an emergency room, or at a health fair booth for
cholesterol screening. Such encounters can be integral to the patient's health care,
and information gathered should be communicated to the primary care practice.

First contact is not adequate to define primary care. Insofar as it has come to
imply the restriction of primary care to a triage function, it neglects the other
characteristics of primary care included in this report, specifically,
comprehensiveness.

A derivative term is gatekeeper. In many circles, the term gatekeeper has
been used to describe the function of using the experience and judgment of the
primary care clinician to determine whether diagnostic tests are necessary,
whether a patient's problem can be handled by the primary care practice, or
whether a person needs to be evaluated or treated by another specialist or
subspecialist. The primary care clinician's important role in helping the patient to
obtain appropriate care in a complex health system requires a high level of skill
and judgment. This judgment involves both clinical and economic
decisionmaking.

Patients may view gatekeeping with suspicion because they fear that efforts
to control use of services and to manage costs may have subtle effects on
clinicians and ultimately work to the detriment of their health. By contrast, many
managers, benefits officers, and policymakers view gatekeeping with enthusiasm
because they see it as a way of rationalizing, if not restricting, the use of health
care resources. The term gatekeeper, therefore, has come to have a pejorative
connotation when primary care is reduced to the function of managing costs and
especially when it implies that the gate is kept closed most of the time. This
committee categorically rejects the view that the primary care clinician acts
mainly or exclusively as a gatekeeper.
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The scope of primary care. Comprehensive care is intended to mean care of
any health problem at a given stage of a person's life. It includes ongoing care of
patients in various care settings (e.g., hospitals, nursing homes, clinicians'
offices, community sites, schools, and homes). Ideally, the primary care clinician
listens to the patient, makes diagnoses, manages, and screens for other health care
problems. The clinician educates and communicates with the patient and others
who may be involved including other specialists when appropriate. He or she
assumes ongoing responsibility for maintaining contact with and care of the
patient and assuring that the care provided is suitable.

The IOM definition refers to a large majority of personal health care needs.
That phrase refers to the essential characteristic of primary care clinicians.
Primary care clinicians receive all problems that people bring—unrestricted by
problem or organ system—and have the appropriate training to manage a large
majority of those problems, involve other health professionals for further
evaluation or treatment when appropriate, and continue to act as advocates for
their patients.

Primary care addresses a mixture of health problems along the spectrum of
disease as they occur singly or in combination within a single individual. Ideally,
primary care clinicians elicit the full range of patient concerns, whether physical
or psychosocial, and are sensitive to the concerns and circumstances that
accompany a patient's symptoms.

Not all patient problems represent deviations from normal health that require
medical action. Thus, primary care clinicians have a special responsibility to be
sensitive to those concerns that are appropriately labeled health problems and
those that are not or that could be made worse by medical intervention.?

Some portion of patient problems—based on a particular individual's needs,
on safety, or on efficiency considerations—may not be manageable by the
primary care clinician. Some portion may require the expertise of other health
professionals, other specialists, or subspecialists. The following categories of
service are within the scope of primary care as defined by the committee:

1. Acute care.* (a) The primary care clinician evaluates a patient with a
symptom or symptoms sufficient to prompt him or her to seek medical
attention. Health concerns may range from an acute, relatively minor,
self-limited illness, to a complex set of symptoms that could be life
threatening, to a mental problem. The clinician arranges for further
evaluation by specialists or subspecialists when

3 The term undifferentiated is sometimes used to describe a patient whose symptoms
and preventive care needs have not been given diagnostic labels—the kind of patient often
seen in primary care. Such a term expresses the complexity of the primary care task, but it
is not otherwise a particularly useful or attractive term.

4 The usual distinction between acute and chronic is not always exact. Duodenal
ulcers and depressive disorder are examples of conditions that may be neither clearly
acute nor clearly chronic.
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appropriate. (b) The clinician manages acute problems or, when beyond
the scope of the particular clinician, arranges for other management of the
problem.

2. Chronic care. A primary care clinician (a) serves as the principal provider
of ongoing care for some patients who have one or more chronic diseases,
including mental disorders, with appropriate consultations, and (b)
collaborates in the care of other patients whose chronic illnesses are of
such a nature that the principal provider of care’ is another specialist or
subspecialist. The primary care clinician manages intercurrent illnesses,
provides preventive care (e.g., screening tests, immunization, counseling
about life style), and incorporates knowledge of the family and the
patient's community. An example would be managing the dermatitis,
hypertension, or upper respiratory infection of a patient who is under the
care of a rheumatologist for rheumatoid arthritis.®

3. Prevention and early detection. The primary care clinician provides
periodic health assessments for all patients, including screening,
counseling, risk assessment, and patient education. Periodic health
assessments are a natural part of primary care. Primary care must reflect
an understanding of risk factors associated with these illnesses, including
genetic risks, and of the early stages of disease that may be difficult to
detect at their outset.

4. Coordination of referrals. The clinician coordinates referrals to and from
other clinicians and provides advice and education to patients who are
referred for further evaluation or treatment.

Coordinated

Coordination ensures the provision of a combination of health services and
information that meets a patient's needs and specifically means the connection

5 The term principal provider or principal physician is sometimes used to describe
clinicians who may be specialists or subspecialists and from whom some patients receive
most of their health care because of a major ongoing illness or medical condition—e.g.,
cancer, heart disease, rheumatoid arthritis, chronic renal failure, or chronic obstructive
pulmonary disease. When they act as the principal physician for a patient, these specialists
may provide primary care (as defined by this committee) to these patients; on the whole,
however, the committee believes that most patients should obtain such primary care—e.g.,
preventive screening and counseling and care for episodes of injury or illness not clearly
related to their major condition—from primary care clinicians.

6 In medicine, the term generalist is sometimes used to denote the medical disciplines
of family practice, general pediatrics, and general internal medicine—i.e., clinicians whose
roles are focused on a wide spectrum of health-related problems and ambulatory care but
often include hospital care, including care provided in specialized hospital units such as
intensive care.

The terms generalist and primary care clinician are both sometimes used to describe
specialists who provide a broad spectrum of care within their own specialty, for example,
generalist orthopedist, primary care ophthalmologist, or generalist obstetrician. The
committee emphasizes, however, that general care of an organ such as the eye or of an
organ system does not constitute primary care as the committee defines it.
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within and across those services and settings—putting them in the right order and
appropriately using resources of the community. The goal is to focus on
interactions with patient and family and their health concerns, clarify clinical care
decisions, advise hospitalized patients and their families, and help patients and
their families cope with the social and emotional implications of disease or
illness.

The primary care clinician will often be the principal clinician of inpatient
care for certain conditions that require hospitalization (e.g., pneumonia). He or
she follows hospitalized patients, even those whose principal clinician may be
another specialist or a subspecialist. The primary care clinician brings knowledge
of a patient and family history and social perspectives to bear on that episode of
care. He or she may also manage other aspects of the patient's care during
hospitalization, for example, by continuing to manage the diabetes of a patient
who is hospitalized for a hip fracture. The primary care clinician also coordinates a
patient's transition between health care settings—for example, hospital and
home, home and nursing home, or between clinicians' offices.

Teams. An individual may need a set of activities that entail an array of
services. The sorts of tasks required are varied and require efficient management
of both care and available resources. The emphasis in this report on primary care
teams acknowledges that we need not depend on a single person to organize and
provide all expertise and care. Much primary care is rendered by single
clinicians, but increasingly teams are managing the health problems presented to
primary care practices.

A team is a group of people organized for a particular purpose. It may be
organized to subdivide tasks, increase accessibility, extend the expertise of a
health professional by drawing on several disciplines, or delegate tasks that do
not require a clinician's level of training. The organization of health services for a
defined population can be greatly facilitated by using teams with a mix of
practitioners who together are best suited to meet the range of needs of a given
patient or of a population. A pediatric practice may, for instance, have a group of
pediatricians, a pediatric nurse practitioner, and a receptionist who work together
giving general pediatric care. Other multidisciplinary groups might be organized
for the care of those with particular problems, for instance, children who have
been abused. Yet another case in point is a geriatric practice team that includes a
social worker, dietitian, physical therapist, geriatric nurse practitioner, and
geriatrician. Team composition may vary by specialty, subspecialty, clinician
interest, expertise, and resource availability. The population served by a team
may vary by gender, age, health concerns, and social problems.

As indicated in Figure 2-1, the committee views the team as an extension of
the patient-clinician relationship, not as an alternative to it. Although primary
care can be delivered by teams, exemplary primary care requires that one or more
members of that team develop a close one-on-one relationship with the patient.
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Interaction with Communities

The effective coordination of health care services requires an intimate
knowledge of the communities in which those services are delivered. Such
coordination requires:

* knowledge of other health care agencies, resources, and institutions within
the community (e.g., the availability of classes teaching cardiopulmonary
resuscitation or of smoking cessation support groups);

 an understanding of the financial concerns of patients and communities;

* an understanding of the cultural, nutritional, and belief systems of patients
and communities that may assist or hinder effective health care delivery;

* an understanding of day-to-day lifestyle patterns of patients and in
communities that may enhance or diminish coordination efforts (e.g., work,
transportation, school, child care); and

* effective information systems.

Continuous

The term continuous means "uninterrupted in time, without cessation; being
in immediate connection or spatial relationship" (Random House, 1983). In this
report, continuity is a characteristic that refers to care over time by a single
individual or team of health professionals ("clinician continuity") and to effective
and timely communication of health information (about events, risks, advice, and
patient preferences) ("record continuity"). It applies to both space and time. It
combines events and information about events occurring in disparate settings, at
different levels of care, and over time, preferably throughout a person's life span.
Continuity encompasses patient and clinician knowledge of one another and the
effective and timely communication of health information that should occur
among patients, their families, other specialists, and primary care clinicians.

Clinician continuity, when achieved, is an effective way to provide
continuity in primary care. The patient record is essential, but it does not
substitute for clinician continuity. Information such as family, sexual, or
emotional problems is often intentionally excluded from the record because of
concern that the information might not be kept confidential. Knowledge of a
patient's usual ways of dealing with symptoms such as pain is another example of
how care can be dramatically altered by sustained personal relationships between
clinicians and patients. A patient's story is dynamic, not static, and a primary care
clinician who knows a patient understands when it is appropriate to use or
disregard medical information in the patient's record because it is outdated,
irrelevant, or wrong.

Given our propensity in the United States for moving from place to place,
for changing employers and health insurance plans, and for changing household
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composition, such a goal of clinician continuity is not likely to be perfectly
realized. At an earlier time in our nation's history, a general practitioner might
care for a couple, deliver their babies, and see those children grow, marry, and
have children of their own. Physicians knew their patients and their families, and
record keeping was modest. Now the amount and complexity of information that
must be recorded about patients is steadily increasing. If continuity is to be an
element of primary care, it will likely be achieved by ensuring that relevant,
accurate information is available to all clinicians, even when the relevance of data
is not immediately apparent; this reflects the goal of record continuity.

Increasingly sophisticated clinical (as opposed to financial) information
systems are being developed rapidly, and the progress of computer technology
has led to efforts to aggregate health data from many sources such as hospitals,
offices, pharmacies, and laboratories. Such data aggregation has tremendous
potential for ensuring the continuity of medical information. Two IOM reports,
The Computer-Based Patient Record: An Essential Technology for Health Care
(1991) and Health Data in the Information Age: Use, Disclosure, and Privacy
(1994c), have explored the benefits and risks of computer-based patient records
and community-level information databases. Meeting the need for continuity of
care is a significant element of computer-based patient records. Continuity can
apply to an integrated delivery system, a primary care practice or team, and a
single primary care clinician. Although the ideal may be an individual seeing the
same clinician at each visit, there may be tradeoffs between continuity and
access. Continuity of clinician may be more important for some people and in
some circumstances than others. For a patient with hypertension who makes
appointments at regular intervals, for example, it is particularly helpful to both
the clinician and the patient to ensure continuity over a succession of visits so
that progress and the need to adjust medications can be assessed. Continuity can
also be a major source of satisfaction both to patients and clinicians, as it fosters
the long-term relationships that represent, for many clinicians, a significant
reward of medical practice.

Sometimes, however, patients have an acute illness or injury and would
prefer quick access to a clinician who might be known to them as a member of a
team or practice or might even be a complete stranger at an urgent care center or
emergency room. Balancing the competing values of continuity and access
represents one of primary care's important challenges and one for which
integrated delivery systems may offer some solution.

Comment: Who Is a Primary Care Clinician?

The committee acknowledges that the use of a functional definition of
primary care does not provide a definitive answer to those who must count
primary care clinicians and develop policies regarding payment for primary care
services. Because the definition is normative, the committee hopes that the
functions of
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primary care will increasingly be adopted. The committee preferred not to use the
definition to differentiate among clinicians, despite the interest of many that it do
so. If pushed to differentiate among clinicians, however, the committee would use
as a reference its knowledge of how clinicians are currently trained and what they
generally do in their practices. From this perspective, it seems clear that those
trained in family medicine, general internal medicine, general pediatrics, many
nurse practitioners, and physician assistants are trained in and are generally most
likely to practice primary care.

Some physicians in other specialties may also be practicing primary care.
For example, obstetrician-gynecologists undoubtedly deliver some primary care,
but others are surgically oriented, are not currently trained in primary care, and do
not consider themselves primary care clinicians (Leader and Perales, 1995).
Subspecialists, particularly in internal medicine, may provide primary care for a
subset of their patients with chronic conditions and they may well provide a
majority of those patients' care. Specialists in emergency medicine may provide
first-contact care, but this care is not usually integrated. It is certainly not
continuous, and this care does not comprise the full spectrum of primary care.
General dentists may provide general dental care, but they do not provide the full
range of health care needs. If other medical specialties and health care disciplines
are to provide primary care as defined by this committee, training would have to
be modified as described in Chapter 7.

Accessible

The term accessible means "easy to approach, reach, enter, speak with or
use" (Random House, 1983). It refers to the ease with which a patient can initiate
an interaction for any problem with a clinician (e.g., by phone or at a treatment
location). It includes efforts to eliminate barriers such as those posed by
geography, administrative hurdles, financing, culture, and language.

Accessibility is also used to refer to the ability of a population to obtain
care. For example, having public insurance coverage does not guarantee access to
care if no local clinicians are willing to see individuals with that form of
insurance. Accessibility is also a characteristic of an evolved system of which
primary care is a basic unit. Potential enrollees of a health plan want to know
whether they have "access" to other specialists or subspecialists, how to obtain
that access, and where they would need to go to be seen on a weekend or holiday.
Determining the level of accessibility that has been achieved is a judgment that is
based on a community's needs and expectations as defined by members of the
community and based on their experiences in obtaining the care they desire.

Clearly, no single clinician can be accessible at all times to all patients.
Integrated delivery systems seek ways to ensure timely care, to meet patient
expectations, and to use resources efficiently. Integrated delivery systems may
establish policies regarding maximum waiting times for an urgent appointment,
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periodic health examinations, coverage when a clinician is out of the office,
getting patients into substance abuse treatment programs on a weekend, or
handling an out-of-market-area health problem.

Primary care is a key to accessibility because it can provide an entry point to
appropriate care. It is the place to which all health problems can be taken to be
addressed. People do not have to know what organ systems are affected, what
disease they have, or what kind of skills are needed for their care.

Accessibility also involves user friendliness. It refers to the information
people have about a health system that will allow them to navigate the system
appropriately. Health plan members need directions about where to call for
certain information or how to get help in an emergency. Patients need to
understand how to get information about self-care or community resources, about
the use of computer technologies to obtain information, or about how to obtain
their own medical record.

Administrative barriers to accessing health services deserve special
attention. Even when individuals have a benefit package that provides coverage
for a given service, administrative hurdles may sometimes be so burdensome,
whether by intention or not, that the service is effectively denied. For example,
the approval process for obtaining mental health care is, in some organizations, so
intimidating or personally intrusive that individuals may be unable to get timely
assistance or even any adequate care at all.

Accessibility can also be increased by the use of telecommunication and
information management technologies. Clinicians in rural practices can use
telecommunication to obtain subspecialist consultations in the reading of
diagnostic tests for heart function and for reading slides of pathology specimens.

Accountable

The term accountability in a general sense means the quality or state of
being responsible or answerable. It also means "subject to the obligation to
report, explain, or justify" (Random House, 1983). Like all clinicians, primary
care clinicians are responsible for the care they provide, both legally and
ethically. Primary care clinicians and the systems in which they operate are, in
particular, answerable to their patients and communities, to legal authorities, and
to their professional peers and colleagues. They can be held legally and morally
responsible for meeting patients' needs in terms of the components of value—
quality of care, patient satisfaction, efficient use of resources—and for ethical
behavior. Primary care clinicians are also accountable to the systems in which
they work.

Quality of Care

Primary care practices are accountable for the quality of care they provide.
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A 1990 IOM report, Medicare: A Strategy for Quality Assurance, defined
quality of care in the following way:

Quality of care is the degree to which health services for individuals and
populations increase the likelihood of desired health outcomes and are
consistent with current professional knowledge (IOM, 1990, p. 21).

Focusing on outcomes requires clinicians to take their patients' preferences
and values into account as together they make health care decisions. The phrase
current professional knowledge in the above definition underscores the need for
health professionals to stay abreast of the knowledge base of their professions and
to take responsibility for explaining to their patients the processes and expected
outcomes of care. High standards for licensure, certification, and recertification
for all individuals and institutions that provide health care must be maintained. In
accordance with this definition, primary care practices must be able to address
three fundamental quality-of-care issues in their assessments of quality and in the
steps they take to improve it (IOM, 1990):

1. Use of unnecessary or inappropriate care. This makes patients vulnerable
to harmful side effects. It also wastes money and resources that could be
put to more productive use.

2. Underuse of needed, effective, and appropriate care. This is related to
accessibility—that is, whether people get the proper preventive,
diagnostic, or therapeutic services; whether they delay seeking care; and
whether they receive appropriate recommendations and referrals for care.
People may face geographic, administrative, cultural, attitudinal, or other
barriers that limit their abilities to seek or receive such care. Within
managed care environments, efforts to restrict access to some services
may result in underuse of care.

3. Shortcomings in technical and interpersonal aspects of care. Technical
quality refers to the ways health care is delivered—e.g., skill and
knowledge in making correct diagnoses and prescribing appropriate
medications. Professional competence is critical to high quality care, and
inferior care results when health care professionals are not competent in
their clinical areas. Interpersonal aspects of care are of particular
importance in primary care. They include listening, answering questions,
providing information, and eliciting and including patient (and family)
preferences in decisionmaking. Interpersonal skills are also essential to
primary care clinicians in their roles as coordinators, as members of a
collaborative team, and with other health professionals.

Quality Measurement

Quality assessment involves more than the measurement of a single
clinician's performance. The performance of systems—including primary care
and entire integrated delivery systems—must also be measured and improved.
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Greater attention will need to be focused on the failures of systems of care in
which well-trained and well-meaning clinicians work. A shift in focus is
occurring—from reviewing records of individual patients and compiling
assessments of care by individual clinicians to monitoring the performance of
health plans and populations, and this has other implications for quality
measurement. Although individual record review will undoubtedly continue to be
necessary in some instances (e.g., surgical complications, adverse drug
reactions), the creation of reliable, uniform data systems and the collection of
consistent data from a variety of sources means that quality assessment may
become less dependent on review of individual cases. This change in perspective
from individual patients and clinicians to the performance of health plans might
also result in less attention being paid to changes in the patient-clinician
relationship. As policymakers shift attention toward systems of care, integration,
and team approaches to health care delivery, it will be especially important to
understand the relative risks and benefits to health outcomes and patient
satisfaction of promoting or disrupting personal relationships.

The appropriate unit of assessment. To assess important attributes of
primary care such as continuity, coordination, and the outcomes of and
satisfaction with primary care, the most appropriate unit of analysis is the episode
of care whose beginning and ending points are determined, in principle, by the
individual. An episode of care refers to all the care provided for a patient for a
discrete illness. A particular episode of care begins when a patient brings a
problem to the attention of a clinician (or when a clinician brings a problem to the
attention of a patient), and that patient accepts the continuing care that may be
offered (should it be needed). Multiple episodes (sometimes referred to as
comorbidity) may occur at the same time for a given patient. Because the
beginning and ending points of an episode of care are defined in practice by a
patient, the use of episodes of care to assess quality explicitly incorporates the
patient's perspective whether those episodes last for a visit or two, for a year, or
over a patient's lifetime. This means that structures for accountability and
especially for measuring outcomes of care need to be able to define and measure
episodes of care. In particular, an assessment of the outcome of care—both what
is measured and the results of the assessment—may be quite different after a
single visit than after an episode of care.

Patient Satisfaction

An emphasis on satisfaction and information highlights the importance of
patients' and society's preferences and values and implies that they should be
elicited (or acknowledged) and taken into account in health care decisionmaking
(I0M, 1990). Knowledge about patient and family experiences in the health care
system can be derived from patient reports—interviews and surveys of patients
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about their care. Patient reports on satisfaction can tell much about patient
experiences in terms of access to and coordination of care, interpersonal and
technical aspects of care, and understanding of instructions and follow-up advice.

Efficiency

In common parlance, efficiency is related to the organization and delivery of
services so that waste and cost are minimized. Underuse of needed services (such
as tests, therapies, or assistance) or overuse of services that result in unwarranted
interventions or exposure to harm can hurt patients and waste resources—the time
of patients and clinicians, money, and access for other patients. Tests that must be
repeated because results are lost or wrong are examples of inefficiency that are
quality of care problems. Good primary care presupposes a careful effort to
manage care to ensure the efficient use of resources including the effective use of
other health and social services.

Ethical Behavior

A critical part of accountability in primary care concerns the ethical
behavior and decisionmaking by primary health care clinicians in relation to their
patients, the community, and the health systems in which they practice. Primary
care clinicians are responsible for care that respects and protects the dignity of
patients and ensures that an individual's presenting complaint is addressed.
Although the issues are not unique to primary care, clinicians must be competent
in managing events with significant ethical overtones. These may include
informed consent, advance directives, avoidance of conflicts of interest in
financial arrangements, care of family members when goals are in conflict,
reproductive decisionmaking, genetic counseling, privacy and confidentiality, and
equitable distribution of resources. Clinicians are accountable first and foremost
to their patients. They are also accountable to the health care systems in which
they practice, and this may contribute to tension, especially when they must
advocate for a patient's use of resources. Primary care clinicians are always
ethically accountable for their advice, consultations, and actions, especially when
they have financial or other incentives to use or not use certain resources.

Accountability of Patients

Use of the term partnership is intended to convey the idea that both
clinicians and patients have responsibilities. Clinicians are accountable as
described above; patients are responsible for helping to sustain the relationship,
for conveying complete and timely information to the primary care clinician, for
undertaking reasonable preventive care, for making healthy lifestyle choices, for
seeking care as appropriate, and for participating in the management and
treatment plan.
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Patients are responsible for their own health to the extent that they are
capable—that is, to the extent that they have the knowledge and skills that allow
them to participate in improving their health. Patients must also be responsible in
their use of resources when they need health care.

ACHIEVING THE GOALS OF PRIMARY CARE AS DEFINED

The committee believes that these attributes of primary care are highly
desirable and achievable over time. It also believes that the degree to which
current primary care practices match these attributes varies considerably.
However, the committee did not want to propose a limited definition of primary
care that sets goals that might be more immediately achievable by most practices
but does not present challenging goals for the future. Neither did the committee
want to establish a commendable but ideal definition of primary care that would
bear little relationship to current realities.

In the committee's judgment, all practices deserving the primary care label
can aspire to many of the attributes in the near term; indeed, some may already be
there. In the spirit of continuous quality improvement, however, the committee
believes that all primary care activities must strive toward a fuller realization of
these attributes. The pace of accomplishment will vary depending on a practice's
starting point, its circumstances, and its resources.

The committee has already indicated its belief that the achievement of the
desired attributes of primary care will be easier in some form of integrated
delivery system serving a defined population than in isolated practices without a
defined member population. A major advantage of integration lies in providing
infrastructure support for personal health care services and for developing
systems of accountability. Such arrangements often do not exist in many primary
care settings and may be a long time in coming. In the meantime, every practice
can move toward meeting the goals of primary care.
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3

The Value of Primary Care

In setting out its view of the value of primary care, the committee makes two
critical assumptions. First, primary care is the logical basis of an effective health
care system. Second, primary care is essential to reaching the objectives that
constitute value in health care: high quality care (including achieving desired
outcomes), good patient satisfaction, and efficient use of resources. If the health
care system is to move in the directions identified in this report, the value of
primary care must be clear to the American public, policymakers, communities,
educators, individual health professionals, and students. All people—adults as
well as children, middle-class as well as poor, the healthy as well as the ill—must
be seen to benefit.

This chapter addresses the value of primary care from two main
perspectives. The first section provides some illustrative examples of the value of
primary care for individuals; they are organized by the key elements of primary
care in the definition from Chapter 2 and are oriented to primary care as it should
be. The second section focuses on the benefits of primary care for populations
and for the broader society. In reviewing evidence that primary care improves the
quality and efficiency of care as well as access to care for populations, the section
focuses, of necessity, on primary care as it is now provided. Because much of the
current provision of primary care does not match all of the attributes set out in the
definition, the value of primary care may, in our judgment, be understated
compared with its potential benefits.
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THE VALUE OF PRIMARY CARE FOR INDIVIDUALS

Primary care is valuable to individuals in at least the five ways listed below:

1. It provides a place to which patients can bring a wide range of health
problems for appropriate attention—a place in which patients can expect,
in most instances, that their problems will be resolved without referral.

2. It guides patients through the health system, including appropriate
referrals for services from other health professionals.

3. It facilitates an ongoing relationship between patients and clinicians and
fosters participation by patients in decisionmaking about their health and
their own care.

4. It provides opportunities for disease prevention and health promotion as
well as early detection of problems.

5. It helps build bridges between personal health care services and patients'
families and communities that can assist in meeting the health needs of
the patient.

These key components of high quality and efficient health care for
individuals are illustrated in vignettes throughout this section of the chapter.!
Reflecting the nature of primary care, the vignettes include situations in which a
variety of seemingly routine or simple problems may be embedded in the
possibility of a patient's having conditions that could have serious consequences
for his or her health. They illustrate the need for excellent primary care training
that underlies clinicians' ability to distinguish among simple, serious, and
complex conditions and to provide care for all.

Addressing Most Problems That Patients Bring

Most of the problems that people bring to the health care system are
appropriately resolved at the level of primary care. Having the capacity to address
"a large majority of personal health care needs" also means that primary care
offers patients a sensible and convenient route to appropriate care, which may
involve referrals or coordination of services by others; patients do not need to
guess for themselves what is causing a symptom or concern to be able to enter the
health care system at the right place.

! Although fictitious composites, the vignettes are drawn from the clinical experience of
the committee members to illustrate the terms in the definition and a variety of settings,
practitioners, patients, and problems.
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Jan Anderson, a 28-year-old woman, visits her doctor because her lower back
has been hurting for a week. She has been a patient of Dr. Bloch, a family
physician, since she was 10 years old, for a variety of problems. Dr. Bloch has
been involved in treating her scoliosis (when she was a young girl) and in
managing, over the years, a recurrent kidney infection, irritable bowel
syndrome, and, before she used contraceptive pills, painful menstrual cramps,
all possible sources of her pain. Dr. Bloch also knows that Ms. Anderson is an
avid exercise enthusiast. Dr. Bloch evaluates the low back pain to determine if it
is related to one of the earlier problems or to exercise. After he has diagnosed
her problem, he treats her and makes arrangements for follow-up care.

Helping patients sort out and resolve such symptoms and dilemmas is an
essential feature of primary care. Sometimes evaluation may reveal that, in
addition to the patient's stated reason for a visit, an even more important problem
or concern lies unspoken and perhaps unacknowledged or unrecognized by the
patient.

Caroline Clark is a 40-year-old married woman who manages her own business.
She visits her primary care team and sees the nurse practitioner, Donna
Washington, complaining of insomnia. Ms. Washington knows that in the past
year, Mrs. Clark has had a severe allergic reaction to a bee sting and lithotripsy
for a kidney stone; she also knows that Mrs. Clark's 10-year-old son is being
treated for leukemia in a nearby medical center, which causes many trips to the
hospital, repeated difficult laboratory tests, and frequent school absences; she is
aware that Mr. Clark's profession requires frequent and long trips away from
home. Ms. Washington prescribes Mrs. Clark a mild sleeping pill, renews her
prescription for adrenalin in case she suffers any bee sting in the future, and
advises Mrs. Clark about what she may expect in the future regarding kidney
stones. Ms. Washington also provides support in coping with these personal and
family stresses that may affect her current and future health, including
information about how she can, if she wishes, arrange an appointment with a
clinical psychologist who is part of her health plan.

These vignettes illustrate that in addressing the "large majority of health
needs" the primary care clinician and the patient benefit from the characteristics
of primary care, including integration, the development of a sustained
partnership, and attention to the context of family and community.

Guiding Patients in Using the Health Care System

A major element of good primary care is the ability of primary care
clinicians to diagnose and manage their patients' health care problems. In many
cases, this may require considerable understanding of the local health care scene
and how best it might be navigated. When patients (or family) are new to an area
or otherwise lacking in knowledge of the full range of resources open to them, the
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primary care team can play a significant role in ensuring that those individuals
move through the system efficiently and comfortably. For example, for patients
with frightening symptoms such as acute dizzy spells upon awakening, a major
question is where to go for help. Is this a problem that requires the services of a
specialist, such as a neurologist? Is the problem related to other health problems
for which the patient is being treated by a medical subspecialist and a
psychiatrist, both of whom have prescribed prescription drugs? A primary care
clinician can evaluate the problem and either manage the problem or arrange the
appropriate referrals.

More generally, with its complex array of personnel, facilities, technologies,
and other components, the health care system can confuse and intimidate
patients. Primary care clinicians who know how the health system operates and
have the expertise to evaluate information can provide instructions that patients
can understand and help patients and families to make appropriate decisions and
use the health care system to best advantage. In pediatrics, this concept is known
as a "medical home";? it is an appealing concept for all ages.

The tasks involved include: coordinating referrals to other specialists and
sorting out the sometimes conflicting advice these clinicians give; arranging and
overseeing care provided in different settings (e.g., hospitals or nursing homes);
and finding and helping to secure ancillary resources such as physical therapy. To
be sure, some patients can coordinate much of their own care; all too often,
however, this responsibility falls to patients or their families who lack full
knowledge of available health care resources. When patients are frail, lack family
support, are faced with several difficult options, or have a problem that is
complex and not well understood, they need help. Primary care teams can carry
out these formidable tasks of coordination on behalf of the patient, drawing on
their knowledge of the range of the patient's health problems, family or other
social supports, and living arrangements.

Mary Ellerbee, herself elderly, lives with her 83-year-old husband who is being
treated for hypertension, diabetes, and poor eyesight. She has moderate dementia
and frequently wanders. The couple is cared for by a primary care team; in
particular, Robert Griffith, a general internist, and Linda Fuentes, a nurse
practitioner, who alternate in seeing the Ellerbees. All of the office staff

2 The American Academy of Pediatrics (AAP, 1992, p. 251) describes the "medical
home" (with respect to care for infants, children, and adolescents) as: "accessible,
continuous, comprehensive, family centered, coordinated, and compassionate"; "delivered
or directed by well-trained physicians who are able to manage or facilitate essentially all
aspects of pediatric care"; and involving physicians who "should be known to the child and
family and able to develop a relationship of mutual responsibility and trust with them."
The IOM committee on pediatric emergency medical services (EMS) strongly endorsed
the idea of a medical home, and the contributions of primary care providers, in the context
of EMS for children (IOM, 1993Db).
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are familiar with the couple and their health problems, so that calls can be
referred appropriately to Ms. Fuentes and Dr. Griffith. Ms. Fuentes has arranged
for a home health aide to assist the couple and has located respite services, and
at Mr. Ellerbee's request, Dr. Griffith has been in touch with their only son to
give him updates on his parents' health.

Mr. Ellerbee experiences chest pain; in response to a neighbor's call to 9-1-1, he
is hospitalized under Dr. Griffith's care, who arranges a consultation by a
cardiologist. Ms. Fuentes helps the son find temporary care for his mother and,
at the time of Mr. Ellerbee's discharge, Dr. Griffith assesses both Mr. Ellerbee's
needs and those of his wife. Other health professionals are involved in their care
as needed and to ensure that the couple can remain at home and that both receive
appropriate medical care.

Providing an Ongoing Relationship Between Patient and
Clinician

Continuity

An important feature of primary care is the continuity that results from an
ongoing relationship with clinicians who know their patients and their patients'
health histories. Such relationships open opportunities for patients to disclose
sensitive problems and for clinicians to discover favorable moments to provide
counsel and advice.

Some problems are clearly related one to another; some are not clearly
related but, when concurrent, may influence each other. Over the years, primary
care clinicians will see patients through waves of episodes of care—some spells
of illness and treatment stop, others begin, and others overlap. Periods of
wellness are interspersed with problems that are chronic, acute, or intermittent.
Some patients have only occasional acute problems that can be treated in
isolation—a cough, a sprained ankle—and may seek only assured and rapid
access to care. Other patients have problems that are recognized only because of
patterns of illness that occur over months and years as opposed to hours or days
—such as work-related asthma, or depression that results in many physical
complaints. All in all, viewing health care as a continuum of interrelated episodes
presents a very different picture of health and health care from one in which
illness and disease are considered in isolation.

John Williams is an overweight 48-year-old bank executive who comes to his
health plan because of his wife's complaints about his snoring. He wonders
whether he has a serious condition called sleep apnea and has heard about
multiple options for the ailment—diagnostic tests in a sleep disorders laboratory
or neurologic testing, and therapies in the form of nasal surgery by an ear, nose,
and throat specialist or laser surgery on the uvula by a plastic surgeon. Dr.
Xanthos, his general internist, reviews his medical history, probes especially into
Mr. Williams's current lifestyle and responsibilities, and orders a preliminary set
of tests. His aim is to understand to what extent the condition is
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serious and may require surgery, is caused or influenced by Mr. Williams'
obesity, his heavy business and social schedule that often involves drinking
alcohol in the evening, his sleeping position, or some other problem. Upon the
return of the laboratory tests, Dr. Xanthos and Mr. Williams will discuss
whether any further evaluations are needed, but in the meantime Mr. Williams is
counseled about healthier lifestyle choices he might make in the area of
exercise, diet, and alcohol intake.

Time—in effect an element of continuity—is an excellent diagnostic tool.
Because of ongoing relationships with patients, primary care clinicians can better
evaluate the importance of a patient's symptoms than can practitioners who do
not know the patient. This may in turn mean that extensive diagnostic testing for
ill-defined symptoms or complaints can be postponed or avoided altogether,
because the patient will be assured of follow-up care in person and by telephone.

Another aspect of continuity is having relevant, up-to-date information
about a patient available when it is needed. Although this information can reside
in paper records and the memories of physicians or others with long-standing
relationships to patients, ideally the record will reside on a computer-based
patient record that can, with proper authority and passwords and due attention to
privacy and confidentiality, be accessed by all clinical members of the primary
care team (IOM, 1991; IOM, 1994).

Larry Jones calls his health plan during the weekend because he believes he is
experiencing a side effect from his new heart medicine. Although the physician
who is on call is not his usual primary care clinician (Dr. Kelly), a list of the
patient's current medications, problems, and allergies is available on-line and can
be accessed by the on-call physician. Knowing Mr. Jones' diagnosis, the type of
medication he has begun and its dosage, the physician changes the dose, assures
Mr. Jones that Dr. Kelly will be notified of the change, and advises him to call
back if he has further problems.

Accountability

Accountability reflects the degree to which clinicians or health plans take
responsibility for the care they provide and the extent to which they are legally
and morally answerable for important attributes of that care, such as quality,
patient satisfaction, and efficient use of services. Accountability also involves
continuing oversight of the patient's condition and placing occasional acute
events in the context of a patient's problems. Being accountable also implies some
obligation to maintain adequate, accurate, and retrievable records on patients. As
implied above with respect to computer-based patient records, primary care can
serve as the hub of an integrated health information system; clinicians can
increase the accountability of the system by maintaining patient records of,
among other things, medications, allergies, laboratory test results, and family
medical histories. Such information serves a variety of purposes. For example, by
reviewing
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test results, tracking abnormal findings, and making sure patients know about
these results, members of a primary care team can ensure that the health system is
accountable for follow-up when it is needed. All such information can help
patients avoid the problems that sometimes result when they see many different
health practitioners, no one of whom has all the relevant information.

Myron Laramie, now 70 years of age, had triple bypass surgery 10 years ago.
His current medical problems include diabetes, which he controls with diet;
benign prostate enlargement, which his general internist, Dr. Mishalani, checks
periodically; and recurrent depression, for which he sometimes takes
medications. Recently, he had a cataract operation in his left eye. In all, Mr.
Laramie takes six different medications—some several times a day, some daily,
and some only when needed—each of which, taken one by one, is effective for a
given condition. Mr. Laramie finds it hard to keep track of doses and to
recognize side effects and interactions among these medications. Dr. Mishalani
knows that overuse of medication in older patients is an important clinical issue
and that, if possible, it is preferable to reduce the number of medications a
patient must take. Dr. Mishalani cautiously starts a program of carefully
withdrawing medications that may not be absolutely necessary. He monitors
these medications and helps Mr. Laramie know how to recognize and manage
potential side effects and interactions that may arise in the future. The doctor
also tracks changes in Mr. Laramie's overall health status and his ability to
function independently and confers with specialists who are also treating Mr.
Laramie.

Preventing Illness and Detecting Diseases Early

At all ages, patients benefit from the proactive stance that primary care
physicians, nurse practitioners, and physician assistants can take to listen, ask
questions, and provide information. Indeed, primary care is often considered the
front line for many aspects of health promotion and disease prevention.

Annette Nilsson, now 15 years old, has been followed by Dr. O'Brien, a
pediatrician, since childhood; she now comes for a visit for treatment of mild
acne. This visit presents an opportunity for Dr. O'Brien, who otherwise rarely
sees this healthy young woman, to discuss Ms. Nilsson's understandable
concerns about changes in her body and to offer appropriate personal guidance
concerning smoking, alcohol, sexual activity, and other risk-taking behaviors.

Primary care fosters early detection of various disorders (including those
that begin insidiously). The benefits include earlier and less onerous health care
interventions, better and less hurried decisionmaking between the primary care
clinicians and patients and their families, and likely lower costs of an episode of
care.

In a primary care clinic, Dr. Renfroe sees a new patient, Betty Simms, for a sore
throat. He also identifies high blood pressure and obesity and learns from Mrs.
Simms that she has a two-pack-a-day history of cigarette smoking. Dr.
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Renfroe evaluates her sore throat, determines that it is not bacterial in origin, and
suggests some useful remedies; in addition, he counsels her about the dangers of
her smoking addiction. With Mrs. Simms's agreement, he arranges to follow up
her high blood pressure. Finally, he enlists the assistance of the clinic's
receptionist to arrange for Mrs. Simms to have a nutrition consultation
concerning her weight problem, noting the interactions between her smoking and
eating habits and her hypertension.

Bridging Personal Health Care, Family, and Community

Primary care clinicians can establish links with communities and their
resources, including those that patients on their own may not be aware of or be
able to gain access to. In this way, they can create valuable bridges between what
is done to and for patients and their families within the personal health care system
and the preventive health or social services that may be available in the area in
which patients reside. Knowledge of the family and community may also help the
primary care clinician understand better the health problems and health risks
faced by the patient. In addition, personnel in primary care teams and settings
may often be able to act on behalf of their patients in settings and circumstances
outside the traditional health care environment.

Primary Care and the School

Schools are among the settings most amenable to certain types of primary
care, at least for persons from school age through late adolescence or early
adulthood.? Obviously, schools are environments in which acute illness,
emotional stress, and violence all can occur. They are also windows onto health-
related problems whose etiology may not, in the first instance, be obvious to
school personnel. Primary care outreach may, therefore, be a useful tool for
identifying and managing health-related problems before they irreparably damage
a person's educational experience and accomplishments.

Johnny Torres, who is eight years old, has been a good student. Midway through
the third grade, however, his teacher reports that he is having difficulty

3 A current IOM committee is exploring issues related to a "comprehensive school
health program," which consists of health services, education, counseling, nutrition,
school policies, and related activities (IOM, 1995). With respect to "school health
services," the committee is working with a concept of "a coordinated system that ensures a
continuum of care from school to home to community health care provider and back."
According to this study (IOM, 1996, in press), the most commonly provided services
include first aid and administering medications, screening and referral (immunization,
height, weight, vision, and hearing), and services mandated by law for children with
disabilities and special health care needs. That committee has found a great deal of interest
exists in school-based health centers that provide primary care, especially in disadvantaged
areas where students have great needs and limited access to care.
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in reading and is "hyperactive" and disruptive in class; she wonders if Johnny
has an attention deficit disorder and would benefit from drug therapy. At the
teacher's urging, the family calls Dr. Ursini, their pediatrician, who has cared for
Johnny since birth. Dr. Ursini knows that a new baby sister is occupying much
of Mrs. Torres's time and that the family is under economic stress because Mr.
Torres's firm is anticipating layoffs following a corporate merger. At a quickly
arranged visit, Dr. Ursini confirms that Johnny is reacting to stress; during a call
to the school shortly thereafter, the pediatrician explains to Johnny's teacher and
the school principal that no testing or medication is indicated right now but that
Johnny would benefit from extra support and attention. Arrangements are made
for a follow-up conference in six weeks.

Primary Care and the Elderly

Consistent aspects of caring for elderly patients include how the aging
process affects health problems, the provision of care across different
institutional settings, the need to involve family and community, and the benefit
of working in a sustained relationship. Families of these patients need to be
involved in planning for transportation, for direct care, for managing
emergencies, and for issues of advance directives.

Assistance with buying groceries, cooking, managing finances, and personal
care can be critical, because mobilizing these home or community services may
enable elderly persons to stay in their homes or independent living situations
rather than be moved to a nursing home. A primary care team can work closely
with older persons and their families (or close friends or members of other social
support systems, such as churches) to sustain these connections between personal
health care services and long-term-care and social services.

Anthony Villarreal, now 88, has been discharged from the hospital following
treatment for an episode of severe congestive heart failure, kidney failure, and
paralysis caused by a recent stroke; his prognosis is not encouraging. Mr.
Villarreal, his family, and his primary care physician, Dr. Young, have agreed
that Mr. Villarreal will end his days at home without rehospitalization. His care
is then orchestrated by Dr. Young with the help of Susan Zall (a visiting nurse),
social services, and the office receptionist. Mrs. Zall obtains needed laboratory
tests on a routine basis and sees that oxygen therapy and other services are
arranged through social services; the office receptionist directs phone calls from
home. Overall assessment of the patient's condition is based on reports from the
family and occasional home visits by Dr. Young and Mrs. Zall, who also have
advised the family about procedures they will need to take at the time Mr.
Villarreal dies, which happens several months later at home.

Primary Care and Public Health

Links between primary, community, and public health functions are
important
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parts of primary care. Although primary care clinicians typically cannot intervene
to solve public health problems that require community action, their awareness of
infections, risks, and sources of morbidity in communities—in the environment,
workplaces, homes, neighborhoods, and schools—can prompt important
cooperative relationships with those who can intervene at a community level
more effectively.

Following a discussion with a teacher, a school-based nurse practitioner, Sarah
Aaronson, wonders what might explain the irritable behavior of five-year-old
Melissa Edelman. Suspecting lead poisoning, Ms. Aaronson refers Melissa to a
community health center. There Jerry Ikle, the center's physician assistant, takes
a medical history and does a physical examination and orders appropriate
laboratory tests. The lead test result shows elevated levels, and Mr. Ikle notifies
his supervising family physician, begins an appropriate protocol-driven
treatment, prescribes a follow-up visit with the physician, and alerts the city's
medical social worker, Sharon Tang. Mrs. Tang visits Melissa's home, because
she has begun to see a pattern of lead poisoning in that part of town, and
suspects that it may be caused by old plumbing in many of the houses there.
After comparing records, Mr. lkle and Mrs. Tang alert the local housing
authority, the school, and the public health department to both Melissa's case and
the broader threat to the community who reside in that area.

The primary care clinician can also be an effective advocate in the
community for needed public health actions. Good examples are the successes
pediatricians have had in advancing child health through community actions,
e.g., lead abatement, child safety seats, safety caps on medicines, community
awareness of child abuse, support of poison control centers, and immunization
campaigns.

Comment

These vignettes describe primary care that can be, and is, provided by well-
trained, skillful, and dedicated individuals and teams. It would be naive,
however, to conclude that the sorts of coordination, continuity, sustained
personal relationships, and linkage of services within the health system, the
family, and community that have been described here are either easy or
inexpensive. Similarly, it would be naive not to recognize the inherent tensions
between a drive for efficiency, as reflected in the private-sector reforms in health
care delivery, and a desire to maintain strong patient-clinician relationships.

As to the first, the need to assemble, access, and make sense of huge
amounts of information is growing. Also rising in intensity is the drive toward
more efficient care in a managed care environment, which can sometimes lead to
fragmented care that involves many health professionals who work under
increasingly stringent time constraints. In the committee's view, however,
achieving efficiency by delivering discrete services in this way—care for a sprain
by

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

THE VALUE OF PRIMARY CARE 62

one clinician, management of a serious infection by another, adjustment of
chronic medication by a third—cannot be the most important goal of health care
delivery; indeed, a "division of labor" approach may not necessarily be the most
efficient health care delivery.

Rather, a subtlety exists in patient-clinician relationships that so-called
efficient systems cannot replace. An integrative function must be nurtured, and it
almost certainly requires sensitivity and judgment on the part of a single, specific
individual who knows the patient and the patient's circumstances. A group of
clinicians—despite the best of intentions and the best-run team management—
cannot replace this function. Moreover, medical records or a computerized
summary cannot substitute for verbal and nonverbal communication that is based
on an ongoing relationship between patient and clinician.

This tension between organized arrangements that facilitate care and
efficient practice, on the one hand, and the intimate and personal relationships
that are at the core of health care, on the other, is a central challenge for health
care delivery systems. In posing these illustrative scenarios, the committee
wishes to draw attention not only to the promise of primary care in pulling these
threads together on behalf of the patient but also to the obstacles that opposing
trends in health care delivery can place in the path of realizing that promise.

PRIMARY CARE AND COSTS, ACCESS, AND QUALITY

Empirical research, though sometimes indirect, indicates that primary care
reduces costs, increases access to appropriate medical services for the population
being served, and does not reduce the quality of care, thereby advancing the
broader social interests in health care. This section reviews a portion of the
literature comparing resource utilization, quality, and access to care among
generalists and specialists. Some of this literature is reviewed in greater detail by
Bowman (1989), Starfield (1992), Moore (1992), and Blumenthal and Mort
(1992) and includes international comparisons of health status and costs as related
to a country's primary care orientation, retrospective review of care given to
patients in different settings, and randomized studies that assign patients to
primary care and non-primary-care arms of a study. Investigators measure and
compare the use of resources and the processes and outcomes of care to
understand better whether the frequent claims that primary care reduces costs of
care and improves quality and access to appropriate care can be justified. As
noted at the start of this chapter, such empirical research is based on primary care
as it has been or is now delivered in a number of settings. Demonstration of the
full benefits of primary care as this committee has defined it will require
prospective studies.

As noted by a preeminent researcher in this area, the effectiveness of
primary care can be assessed by measuring each attribute of primary care and
determining the impact on outcomes such as health status, satisfaction, use of
services, and
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costs of care (Starfield, 1992). Some comparisons are based on structural features
that permit or facilitate the provision of primary care and on the performance of
that system. Many studies, however, assume that if the structural features of
primary care are present (for example, "a usual source of care"), then primary
care is being provided. Other studies use the provision of care by health
maintenance organizations (HMOs) as a proxy for primary care without
estimating the extent to which primary care is actually provided. Readers need to
consider these issues when reviewing assertions in the literature about quality and
costs of primary care. They must also keep in mind that primary care is a moving
target, evolving in response to social, economic, and professional factors as it is
being studied.

Costs of Care

The primary care model is widely believed to be less expensive than
specialty medicine, in part because payments to primary care clinicians are lower
and in part because primary care clinicians tend to use fewer resources than other
specialists.

Several studies suggest that primary care physicians tend to deliver less
intensive care than specialists, particularly in hospital settings. Manu and
Schwartz (1983) studied procedures ordered in a medical service ward of a
teaching hospital. When the ward team was headed by a subspecialist,
substantially more procedures were ordered, including more colonoscopies, bone
marrow biopsies, and exercise treadmill tests. Since then Cherkin et al. (1987)
found that recent graduates of internal medicine programs, which included many
individuals headed for careers in subspecialties, were twice as likely as recently
graduated family physicians to order blood tests, blood counts, chest x-rays, and
electrocardiograms for their patients.

The Medical Outcomes Study (MOS) is a major observational study of more
than 20,000 patients conducted in the late 1980s and into the 1990s.* Greenfield
et al. (1992) compared use of resources in specialty practice (cardiology and
endocrinology) and generalist practice (family practice and general internal
medicine) in five different systems of care that included both fee-for-service and
prepaid practice. Adjusting for patient mix and comparing hospital admission
rates, annual office visits, prescription drugs, and common tests and procedures,
the authors concluded that specialty training as well as payment system and
practice organization had independent effects on resource use.

4 Among the analyses from the MOS are those involving primary care performance in
fee-for-service and prepaid health care systems (Safran et al., 1994); patient ratings of
outpatient visits (Rubin et al., 1993); and diagnosis-specific investigations of hypertension
and non-insulin-dependent diabetes mellitus (Greenfield et al., 1995) and depression
(Wells et al., 1989; Rogers et al., 1993). A description of the MOS can be found in Tarlov
et al. (1989) and Stewart and Ware (1992).
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In particular, cardiologists and endocrinologists had higher rates of
hospitalization than did family practitioners and general internists. With respect to
office visits, endocrinologists had significantly higher rates than the other
physician groups. For prescription drugs, the rates for family practice and general
internal medicine were "considerably lower" than the rates for the subspecialties,
and the proportion of patients having tests and procedures and the mean number
of tests and procedures per visit and per year were generally lower for the
generalists than for the subspecialists. Overall differences across the four
specialties were highly significant statistically.

Another study compared expenditures for Colorado Medicaid patients who
were and were not enrolled in a primary care physician program using as outcome
variables the use of emergency department and inpatient services (Fryer, 1991).
Fryer found a slight increase in expenditures for physician services, but this was
more than offset by decreases in inpatient and emergency department
expenditures. Overall, there was a 15 percent decrease in costs for the group
enrolled in the primary care physician program as compared to usual costs in the
Medicaid program in which patients did not have access to a usual primary care
physician.

Evidence demonstrating that primary care providers are more efficient in
their use of resources has led managed care organizations to use "networks" of
primary care physicians. Premiums for managed care plans have been about 7
percent lower than they are for more traditional indemnity insurance plans
(Barents Group, 1995). Whether these cost savings can be attributed to better
management of care, economies of scale realized through administrative
efficiencies, selection bias, or all three, remains unresolved. What cannot be
disputed is the rapid growth of managed care based on primary care as a
principal way to moderate increases in health care costs.

The supply of primary care physicians in a geographic area also appears to
be associated with the level of costs. Dor and Holahan (1990) reported that
Medicare physician expenditures were lower in areas with higher numbers of
general practitioners (GPs) and family physicians (FPs). Total Medicare
expenditures per beneficiary—adjusted for the prevailing charge index—
decreased by 1 percent for every 10 percent increase in the supply of GPs and
FPs. Similarly, according to Welch et al. (1993), expenditures for the delivery of
physicians' services to Medicare beneficiaries are higher in areas of the country
with a lower proportion of primary care practitioners. A recent study (Mark et al.,
1995) found that U.S. urban counties with higher population densities of family
practice and general internal medicine physicians have lower total Medicare Part
B reimbursements per beneficiary.

Although evidence indicates that organizational models that emphasize
primary care are less expensive than organizational models emphasizing specialty
medicine, skeptics may still ask whether such savings come at the expense of
good quality care.

The early work of the Ambulatory Sentinel Practice Network (ASPN, 1988)
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(see Chapter 8), a practice-based research network, included a study that
suggested that excellent results can be attained in primary care with less intensive
use of services than are indicated by specialty-based practice standards. In a study
of usual care of miscarriage as managed in primary care practices, for about half
of patients, management departed from textbook recommendations (in which all
patients should be hospitalized), but results at follow-up were no different among
patients treated according to standard teaching and those who were not. The
primary care physicians were evidently able to discriminate on the basis of
clinical presentations those women who would do well with less intensive
treatment than recommended.

The same network later reported a series of investigations concerning the
evaluation of headache and the detection of intracranial tumors, subarachnoid
hemorrhages, and subdural hematomas in primary care patients (Becker et al.,
1993a, 1993b). Becker and his colleagues found that primary care clinicians used
computed tomography (CT) scanning very selectively and that more extensive
use of CT scans would be a weak strategy to improve detection of these serious
disorders because increased use would lead to higher health care costs and to
unintended adverse effects, but they provide little if any benefit. Although these
studies are not conclusive, they suggest that policies directed toward the use of
low-cost providers will not necessarily lead to a deterioration in the quality of
care.

Access to Care

According to an IOM report on access (IOM 1993a), access is the timely
receipt of appropriate care. The concept is relevant to primary, specialty, and even
exotic or experimental care, but in all cases, access to appropriate care is
influenced by the number and distribution of primary care clinicians.

To cite cases in point, when individuals do not have a usual source of
primary care because of geographic, financial, or other barriers, the care they
receive through emergency departments may be both costly and inefficient (Shea
et al., 1992). Lack of health insurance or gaps in insurance can mean loss of a
source of primary care (Berman, 1995; Kogan et al., 1995). Having a "regular
source of care" is sometimes used as a proxy for availability of primary care and
of continuity. The Rand Health Insurance Study demonstrated the benefit of
access to primary care services, in particular for the poor, that resulted in
improved vision, more complete immunization, better blood pressure control,
enhanced dental status, and reduction in estimated mortality in comparison to
low-income individuals and their children who had financial barriers to access
consisting of cost sharing (Lohr et al., 1986; Goldberg and Newhouse, 1987;
Newhouse and the Health Insurance Group, 1993).

Some patients identify the emergency department as their regular source of
care (Baker et al., 1994), but this cannot be considered primary care, and as a
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regular source of care it may not be appropriate to their needs. Hurley et al.
(1988) randomized Medicaid patients into two groups: those with a primary care
physician and those without. Patients who were assigned to a primary care
physician had substantially fewer emergency department visits without an
accompanying increase in office visits to a primary care physician.

With respect to hospital admissions, Parchman and Culler (1994) showed
that, even after controlling for per capita income, preventable hospitalization
rates among adults and children were significantly lower where the ratio of family
and general practice physicians to population was greater. Bindman et al. (1995a)
and Starfield (1995) report evidence suggesting that preventable hospitalizations
are associated with a lack of primary care. Communities in which residents
reported lower access to medical care (meaning principally primary care) had
higher rates of preventable admissions for chronic medical conditions such as
asthma, hypertension, congestive heart failure, chronic obstructive pulmonary
disease, and diabetes.

Lurie et al. (1984, 1986) studied the effects of termination of Medi-Cal
benefits for California's 270,000 medically indigent adults. They found that
access to care and health status of those who lost their health coverage worsened.
One year after their benefits were ended, only half of these low-income adults
could identify a regular doctor, indicating a lack of access to primary care, and
only two in five thought they could obtain care when they needed it. Sixty-eight
percent of the group reported a specific episode in which they had not obtained
care that they believed they needed; of those patients, 78 percent listed cost as a
reason for not obtaining care. The percentage of medically indigent adults
satisfied with their care decreased from 97 percent before termination to 40
percent one year after termination of benefits. While these findings extend
beyond primary care, the finding of loss of a regular doctor for many would
indicate that access to primary care was an important casualty of the loss of health
benefits.

Quality of Care

General Observations

How might we know if primary care produces equivalent or better outcomes
and increases patient satisfaction compared to other health care delivery
arrangements for serving populations with similar needs? Measures can include
the classic triad of structure, process, and outcome described by Donabedian
(1966, 1980, 1982, 1985). One can quantify underuse and overuse of services as
well as technical and interpersonal quality in primary care settings, offices of
medical subspecialists, and other settings such as emergency departments. To
make such comparisons, one needs, first, to know how to measure primary care
and, second, to determine which settings are providing primary care.

Measurement of primary care is made more difficult because the
committee's
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definition emphasizes characteristics of primary care that extend well beyond the
competence with which a specific medical service is performed. Both process and
outcome data need to relate to the objectives of integration (continuity,
comprehensiveness, and coordination), accessibility of services, sustained
partnership with patients, the scope of services and the pattern of referrals, and
knowledge of relationships to family and community relevant to the provision of
primary care.

An important task in comparing the quality of care in primary care and non-
primary-care settings is the need to control for variation in the kinds of patients
seen in each setting—that is, to account accurately for demographic
characteristics and severity and type of illness or injury. As Bindman (1994)
notes, the extensive literature comparing generalist and specialist practice is
difficult to interpret because of such differences. Studies that have avoided
selection bias or adjusted for differences in patient populations have found that
primary care physicians use fewer technologies and admit patients to the hospital
less frequently.

Outcomes

A primary care orientation has been an important variable in improving
health status. It enables individuals to obtain services for illnesses before they
become severe (Gonnella et al., 1977). It can improve health by controlling
chronic conditions and thereby reducing preventable hospitalizations and what is
usually thought to be inefficient utilization of nonemergency services provided by
emergency departments. For example, Shea et al. (1992) determined that patients
who had uncontrolled hypertension and did not have any primary care physician
were more likely to seek emergency department care or to be admitted to a
hospital than those with primary care physicians, even after controlling for
patients' insurance status and compliance with medical therapy.

Higher levels of primary care in a geographic area are associated with lower
mortality rates. Shi (1992) showed a consistent relationship between the
availability of primary care physicians and positive health status in 50 states and
the District of Columbia, as assessed by age-adjusted and standardized overall
mortality, mortality associated with cancer and heart disease, neonatal mortality,
and life expectancy; the association held even after controlling for the effect of
urban-rural differences, poverty rates, education, and lifestyle factors. His results
confirmed an earlier study by Farmer et al. (1991), which found that the ratio of
primary care physicians to population was the only consistent predictor of age-
specific mortality rates, even when considering such other characteristics as
rurality, percentage of female-headed households, education levels, minority
status, and poverty rates.

Information from countries with strong systems of primary care is
illuminating as well. For example, in the 11 European, Scandinavian, and North
American countries studied by Starfield (1994), countries whose health systems
are more
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oriented toward primary care generally realize better population outcomes. They
achieve better health status (based on 14 indicators such as low birthweight ratio,
neonatal mortality, age-adjusted life expectancy, and years of potential life lost),
higher satisfaction with health services among their populations, lower
expenditures per capita, and lower medication use.

The only study to compare outcomes of care in general and subspecialist
practice is the Medical Outcomes Study. Outcomes of care for primary care and
specialty care for patients with hypertension and diabetes mellitus were compared
in an observational study with follow-up at three periods. Measured outcomes
included mortality, disease-specific physiological markers, and measures of
physical and emotional health. The authors found that clinicians in medical
subspecialties (cardiology and endocrinology) used more services than did
clinicians in family medicine and general internal medicine for patients with
cardiac disease and diabetes mellitus, even after controlling for patient mix
(patients' sociodemographic characteristics and severity of their illness). The
research team also determined that the number of office visits, percentage of
patients tested per visit, and the percentage of patients admitted to the hospital
were higher for medical subspecialists than for clinicians in family medicine or
general internal medicine (Greenfield et al., 1995).

In terms of outcomes, no meaningful differences were found in the mean
health outcomes (including 7-year mortality) for moderately-ill patients with
hypertension or non-insulin-dependent diabetes mellitus. Without further
research, MOS conclusions based on the care of patients with diabetes mellitus
cannot be extrapolated to the management of other conditions, but the evidence
from this study indicates that care for these conditions by specialists does not
result in better outcomes than care provided by generalists.

Attributes of Primary Care

Comprehensiveness. Certain attributes of primary care, including
comprehensiveness, continuity, and coordination of care, are associated with
better health outcomes and patient satisfaction. Hochheiser et al. (1971) compared
the number of emergency department visits by children in 1967, before and after
the opening of a neighborhood health center in Rochester, New York. They
reported a 38 percent decrease in emergency department visits by center-area
children from 1967 to 1970. For routine care of these children, the primary care
setting can be presumed to be more appropriate and less expensive than
alternative settings, such as emergency departments or hospitals.

Alpert et al. (1976) compared the effectiveness of comprehensive family-
focused pediatric care with the episodic pediatric care provided at hospitals and
public clinics. The patients with comprehensive care had fewer hospitalizations,
operations, illness visits, and "no-show" appointments; they had more health
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supervision visits and used more preventive services; and they reported higher
patient satisfaction.

Continuity. Continuity, in the primary care context, has several meanings. It
refers to care over time by a single individual or team of health professionals, but
it can also refer to continuity of information about the patient.

Starfield and others have reviewed research evidence that continuity of care
is "associated with more indicated preventive care, better identification of
patients' psychosocial problems, fewer emergency hospitalizations, fewer
hospitalizations in general, shorter lengths of stay, better compliance with
appointments and taking of medications, and more timely care for
problems" (Starfield, 1986, p. 194). Research has linked continuity of care to
improved health outcomes. For example, Shear et al. (1983) used pregnancy as a
tracer condition to analyze the association between clinician continuity and the
quality of ambulatory care. Utilizing a retrospective cohort study design, they
examined two groups of pregnant women—one cared for in family practice
centers and the other in obstetric clinics. The newborn infants of women in the
family practice group, who had much higher clinician continuity, were of higher
birthweight, even after controlling for race, income, education, and parity of their
mothers.

Using a double-blind randomized trial of elderly men assigned to either a
"provider-continuity group" or a "provider-discontinuity group," Wasson et al.
(1984) found that patients in the continuity group had fewer emergency
admissions and shorter hospital lengths of stay. These patients also viewed their
providers as more knowledgeable, thorough, and interested in patient education.
Billings and Teicholz (1990) reported that patients with a single individual whom
they considered to be in charge of their care experienced much lower rates of
preventable hospital admissions.

Coordination. When patient care is well coordinated, it reflects an
appropriate range of services that are orchestrated in a rational, cost-effective
manner. Coordinated care can lower the risk of harmful complications of
unnecessary tests and procedures (Franks et al., 1992). Furthermore, because
coordination of care can often reduce the numbers of tests and procedures
performed, it can lower the overall costs of care. Although several authors have
expressed concern about the risks that undertreatment might pose for patient
outcomes (Hillman, 1987; Reagan, 1987; Stephens, 1989), little if any evidence
indicates that coordination of care might be associated with unfavorable
outcomes, once confounding factors are taken into account (Franks et al., 1992).

Computer-based information systems lie in the future for primary care and
are an important element of both continuity and coordination. For example, in
one randomized controlled trial, Rogers and Haring (1979) found that
computerized feedback of certain types of information enhanced patient care by
facilitating coordination. Summaries with information about patients—including
a problem
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list, medications, results of laboratory tests, and suggested courses of action for
care—were given to some physicians before their patient visits. Those patients
whose doctors received such summaries had more completed procedures and
referrals, more designated diets, and more discovery of new problems. These
patients also spent, on average, fewer days in the hospital.

Management of Referrals

An important tenet of primary care is that self-referral defeats coordination
of care, risks picking the wrong type of clinician and receiving less than optimum
care, may result in additional and sometimes inappropriate referrals by specialists
to other specialists, and increases the cost of medical care. Most managed care
plans insist that the primary care clinician be the pathway to specialty care. Some
empirical work supports this principle in terms of its effect on quality. For
example, Roos (1979) found that the appropriateness and outcomes of
tonsillectomy and adenoidectomy were better when patients had been referred to
specialists by primary care physicians than when they were self-referred.

Specialists tend to refer to other specialists less appropriately than
generalists (Rothert et al., 1984; Flood et al., 1993). Self-referral may be
associated with other quality-of-care problems. For instance, although specialists
seem to achieve better results than primary care physicians when treating patients
with problems within their specialty, they do less well outside their specialty area
(Rhee et al., 1981).

When referrals by primary care physicians are required before visits to
specialists, use of specialty services and emergency room visits drops. Martin et
al. (1989) randomized patients into two groups; one required a referral for
specialty services and the other did not. The patients in the plan with the referral
requirement had an average of 0.3 fewer visits to a specialist over a one-year
period. These findings have obvious implications for costs of services as well as
for the appropriateness of care, illustrating how cost and quality considerations
are often intertwined.

Preventive Care

Studies show conflicting evidence about the comparative levels of
preventive services provided by generalists and specialists, though Dietrich and
Goldberg (1984) found that both generalists and specialists were well below
preventive services guidelines in providing these services to their patients. More
recently, a telephone survey in urban California found that having a regular
source of primary care has several positive features (Bindman et al., 1995b);
compared to individuals who did not have a regular source of care, those who did
(after controlling for differences in health insurance status) received more
preventive care services.
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THE LIMITS OF PRIMARY CARE IN IMPROVING
POPULATION HEALTH

What are the limits of medical care—in particular, of primary care—in
improving health status? Chapter 2 defined primary care and differentiated it from
primary health care as defined by the World Health Organization (1978, p. 3). As
noted there, primary health care includes population-oriented services such as
sanitation and safe drinking water. By contrast, primary care as defined by this
committee includes personal health services but not population-based, public
health services.

The distinction between public and personal health services is not the only
boundary of interest, however. Those who emphasize community-oriented
primary care (COPC) view COPC as a strategy for focusing attention on
community determinants of health, especially socioeconomic determinants
(Abramson and Kark, 1983; IOM, 1984). COPC proponents and others recognize
that health care by itself, whether primary or specialty-based services, will have a
limited impact on health status until or unless these determinants of public and
social health are addressed.

The aggregate benefits in health status to be gained from increasing income
or education greatly outweigh the gains from medical intervention. For example,
health status has been demonstrated repeatedly to have a direct, positive
relationship to per capita income and to level of education. Similarly, preventing
injuries from violence, child neglect, or motor vehicle crashes and deterring the
adverse health effects of teenage pregnancy, substance abuse, and sexually
transmitted diseases are critical to the health of the community.

Despite diligent efforts by individual clinicians to assist individual patients,
these broader influences on health may outweigh the contributions of traditional
personal health services. During the committee's site visit to one rural area, a
primary care clinician described the community's poverty, illiteracy, lack of
transportation, and lack of knowledge about self-care, all of which made caring
for acutely ill children and the elderly with common chronic problems
particularly difficult and discouraging. She depicted her primary care services as
"a cup bobbing on a sea of social problems."

High levels of teenage pregnancy, prenatal mortality, substance abuse, or
occupational illness all signal factors far beyond the capacity of individual health
care or even health promotion and disease prevention programs to cope with
successfully. Primary care clinicians do, however, form an important bridge
between the health and public health realms—that is, between personal and
population health services. They have knowledge of community and
environmental conditions and understand how their particular patients may be
affected by those conditions. Clearly, primary care clinicians are not
"responsible” for the lack of prenatal care, substance abuse, outbreaks of
infectious disease, or malnutrition, and they cannot alone shoulder the burdens of
social dysfunction. They can and
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do, however, promote collaborative working relationships that include
community resources, employer- or school-based initiatives, lay workers, and
volunteer support groups. As discussed in Chapter 5, primary care is an
arrangement well suited to forming these relationships.

Finally, most primary care interventions are undertaken at the level of
personal health services. Nonetheless, the committee believes that such
interventions—whether counseling, referral, or active listening—are made more
effective by a sustained and personal relationship with patients' families and
knowledge of their communities. In this way, an important conceptual and
practical link between personal and population health services is both maintained
and enhanced.

SUMMARY

The value of primary care to individuals is found in all the core elements of
the definition of primary care. The vignettes in this chapter illustrate that primary
care provides a place to which patients can bring a wide range of health problems
for appropriate attention; guides patients through the health system; facilitates an
ongoing relationship between patients and clinicians in which patients participate
in decisionmaking about their health and their own care; provides opportunities
for disease prevention and health promotion as well as early detection of
problems; and helps build bridges between clinicians and patients' families and
communities. Empirical research also indicates the merits of primary care as a
means of improving the overall performance of the health care system, by
improving the quality and efficiency of care and expanding access to care. The
chapter comments on the relationships between personal health care services
(i.e., primary care) and public health services focused on the population. Chapter 4
explores in more detail the nature of primary care.

REFERENCES

AAP (American Academy of Pediatrics). Ad Hoc Task Force on Definition of the Medical Home.
The Medical Home. In Emergency Medical Services for Children: The Role of the Primary
Care Provider. J. Singer and S. Ludwig, eds. Elk Grove Village, Ill.: American Academy of
Pediatrics, 1992.

Abramson, J.H., and Kark, S.L. Community-Oriented Primary Care: Meaning and Scope. Pp. 21-59
in: Community-Oriented Primary Care—New Directions for Health Services. Washington,
D.C.: National Academy Press, 1983.

Alpert, J.J., Robertson, L.S., Kosa, J., et al. Delivery of Health Care for Children: Report of an
Experiment. Pediatrics 57:917-930, 1976.

ASPN. Spontaneous abortion in Primary Care. A Report from ASPN. Journal of the American Board
of Family Practice. 1:15-23, 1988.

Baker, D.W., Stevens, C.D., and Brook, R.H. Regular Source of Ambulatory Care and Medical
Utilization by Patients Presenting to a Public Hospital Emergency Department. Journal of
the American Medical Association 271:1909-1912, 1994.

Barents Group. The Role of Primary Care Physicians in Controlling Health Care Costs: Evidence

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

THE VALUE OF PRIMARY CARE 73

and Effects. Prepared for the American Academy of Family Physicians. Washington, D.C.:
Barents Group, 1995.

Becker, L.A., Green, L.A, Beaufait, D., et al. Use of CT Scans for the Investigation of Headache: A
Report from ASPN, Part 1. Journal of Family Practice 37:135-141, 1993a.

Becker L.A., Green L.A., Beaufait D, et al. Detection of Intracranial Tumors, Subarachnoid
Hemorrhages, and Subdural Hematomas in Primary Care Patients: A Report from ASPN,
Part 2. Journal of Family Practice 37: 135-141, 1993b.

Berman, S. Uninsured Children. An Unintended Consequence of Health Care System Reform Efforts.
Journal of the American Medical Association 274:1472-1473, 1995.

Billings, J., and Teicholz, N. Data Watch. Uninsured Patients in District of Columbia Hospitals.
Health Affairs 9(Winter):158-165, 1990.

Bindman, A.B. Primary and Managed Care: Ingredients for Health Care Reform. Western Journal of
Medicine 161:78-82, 1994.

Bindman, A.B., Grumbach, K., Osmond, D., et al. Preventable Hospitalizations and Access to Health
Care. Journal of the American Medical Association 274:305-311, 1995a.

Bindman, A.B., Grumbach, K., Osmond, D., et al. Primary Care and Receipt of Preventive Services.
Unpublished document. San Francisco: Bindman, San Francisco General Hospital and the
Institute for Health Policy Studies, University of California, San Francisco, 1995b.

Blumenthal, D., and Mort, E. Primary Care for the Uninsured: A Review of the Literature. Draft of a
paper prepared under contract for the Office of Technology Assessment, U.S. Congress.
Boston: Massachusetts General Hospital and Harvard Medical School, 1992.

Bowman, M.A. The Quality of Care Provided by Family Physicians. Journal of Family Practice
28:346-355, 1989.

Cherkin, D.C., Rosenblatt, R.A, Hart, L.G., et al. The Use of Medical Resources by Residency-
Trained Family Physicians and General Internists. Medical Care 25:455-468, 1987.

Dietrich, A.J., and Goldberg, H. Preventive Content of Adult Primary Care: Do Generalists and
Subspecialists Differ? American Journal of Public Health 74:223-227, 1984.

Donabedian, A. Evaluating the Quality of Medical Care. Milbank Memorial Fund Quarterly 44:166—
203, July (part 2), 1966.

Donabedian, A. Explorations in Quality Assessment and Monitoring. Vols. 1-3. Ann Arbor, Mich.:
Health Administration, 1980, 1982, 1985.

Dor, A., and Holahan, J. Urban-Rural Differences in Medicare Physician Expenditures. Inquiry
27:307-318, 1990.

Farmer, F.L., Stokes, C.S., Fiser, R.H., and Papini, D.P. Poverty, Primary Care and Age-Specific
Mortality. Journal of Rural Health 7:153-169, 1991.

Flood, A.B., Fremont, A.M., Bott, D.M., et al. Comparing Disease-Specific Practice Patterns of
Generalists and Specialists. Presentation at the annual meeting of the Association for Health
Services Research, Washington, D.C., June 1993.

Franks, P., Clancy, C.M., and Nutting, P.A. Gatekeeping Revisited—Protecting Patients from
Overtreatment. New England Journal of Medicine 327:424-429, 1992.

Fryer, G.E. Evaluation of the Primary Care Physician Program. Unpublished report to the Colorado
Department of Social Services, November, 1991.

Goldberg, G.A., and Newhouse, J.P. Effects of Cost Sharing on Physiological Health, Health
Practices, and Worry. Health Services Research 22:279-306, 1987.

Gonnella, J., Cattani, J., Louis, D., et al. Use of Outcome Measures in Ambulatory Care Evaluation.
In: G. Giebink, N. White, and E. Short, eds. Ambulatory Medical Care—Quality Assurance
1977. La Jolla, Calif.: La Jolla Health Science Publications, 1977.

Greenfield, S., Nelson, E.C., Zubkoff, M., et al. Variations in Resource Utilization Among Medical
Specialties and Systems of Care: Results from the Medical Outcomes Study. Journal of the
American Medical Association 267:1624—-1630, 1992.

Greenfield, S., Rogers, W., Mangotich, M., et al. Outcomes of Patients With Hypertension and Non-
Insulin-Dependent Diabetes Mellitus Treated by Different Systems and Specialties: Results

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

THE VALUE OF PRIMARY CARE 74

from the Medical Outcomes Study. Journal of the American Medical Association
274:1436-1444, 1995.

Hillman, A.L. Financial Incentives for Physicians in HMOs: Is There a Conflict of Interest? New
England Journal of Medicine 317:1743-1748, 1987.

Hochheiser, L.I., Woodward, K., and Charney, E. Effect of the Neighborhood Health Center on the
Use of Pediatric Emergency Departments in Rochester, New York. New England Journal of
Medicine 285:148-152, 1971.

Hurley R.E., Freund, D.A., and Taylor, D.E. Emergency Room Use and Primary Care Case
Management: Evidence from Four Medicaid Demonstration Programs. American Journal of
Public Health 79:843-846, 1988.

IOM (Institute of Medicine). Community-Oriented Primary Care: A Practical Assessment. Volume
1. The Committee Report. Washington, D.C.: National Academy Press, 1984.

IOM. The Computer-Based Patient Record: An Essential Technology for Health Care. R.S. Dick and
E.B. Steen, eds. Washington, D.C.: National Academy Press, 1991.

IOM. Access to Health Care in America. M. Millman, ed. Washington, D.C.: National Academy
Press, 1993a.

IOM. Emergency Medical Services for Children. J.S. Durch and K.N. Lohr, eds. Washington, D.C.:
National Academy Press, 1993b.

IOM. Health Data in the Information Age: Use, Disclosure, and Privacy . M.S. Donaldson and K.N.
Lohr, eds. Washington, D.C.: National Academy Press, 1994.

IOM. Defining a Comprehensive School Health Program: An Interim Statement D. Allensworth, J.
Wyche, E. Lawson, and L. Nicholson, eds. Washington, D.C.: National Academy Press,
1995.

IOM. Schools and Health: Our Nation's Investment. D. Allensworth, J. Wyche, E. Lawson, and L.
Nicholson, eds. Washington, D.C.: National Academy Press, in press.

Kogan, M.D., Alexander, G.R., Teitelbaum, M.A., et al. The Effect of Gaps in Health Insurance on
Continuity of a Regular Source of Care Among Preschool-Aged Children in the United
States. Journal of the American Medical Association 274:1429-1435, 1995.

Lohr, K.N., Brook, R.H., Kamberg, C.J., et al. Use of Medical Care in the Rand Health Insurance
Experiment: Diagnosis- and Service-Specific Analyses in a Randomized Controlled Trial.
Medical Care 24:(9 Suppl.):S1-S87, 1986.

Lurie, N., Ward, N.B., Shapiro, M.F., and Brook, R.H. Termination from Medi-Cal—Does It Affect
Health? New England Journal of Medicine 311:480-484, 1984.

Lurie, N., Ward, N.B., Shapiro, M.F., et al. Special Report. Termination of Medi-Cal Benefits: A
Follow-Up Study One Year Later. New England Journal of Medicine 314:1266-1268, 1986.

Manu, P., and Schwartz, S.E. Patterns of Diagnostic Testing in the Academic Setting: The Influence
of Medical Attendings' Subspecialty Training. Social Science and Medicine 17:1339-1342,
1983.

Mark, D.H., Gottleib, M.S., Zellner, B.B., et al. Medicare Costs and the Supply of Primary Care
Physicians. Unpublished document. Milwaukee, Wisc.: D.H. Mark, Medical College of
‘Wisconsin, 1995.

Martin, D.P., Diehr, P., Price, K.F., and Richardson, W.C. Effect of a Gatekeeper Plan on Health
Services Use and Charges: A Randomized Trial. American Journal of Public Health
79:1628-1632, 1989.

Moore, G.T. The Case of the Disappearing Generalist: Does It Need to Be Solved? The Milbank
Quarterly 70:361-379, 1992.

Newhouse, J.P., and the Health Insurance Group. Free for All? Lessons from the RAND Health
Insurance Experiment. Cambridge:Harvard University Press, 1993.

Parchman, M.L., and Culler, S. Primary Care Physicians and Avoidable Hospitalization. Journal of
Family Practice 39:123-128, 1994.

Reagan, M.D. Sounding Board. Physicians as Gatekeepers: A Complex Challenge . New England
Journal of Medicine 317:1731-1734, 1987.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

THE VALUE OF PRIMARY CARE 75

Rhee, S.-O., Luke, R.D., Lyons, T.F., and Payne, B.C. Domain of Practice and the Quality of
Physician Performance. Medical Care 19:14-23, 1981.

Rogers, J.L., and Haring, O.M. The Impact of a Computerized Medical Record Summary System on
Incidence and Length of Hospitalization. Medical Care 17:618-630, 1979.

Rogers, W.H., Wells, K.B., Meredith, L.S., et al. Outcomes for Adult Outpatients with Depression
Under Prepaid or Fee-for-Service Financing. Archives of General Psychiatry 50:517-525,
1993.

Roos, N.P. Who Should Do the Surgery? Tonsillectomy-Adenoidectomy in One Canadian Province.
Inquiry 16:73-83, 1979.

Rothert, M.L., Rovner, D.R., Elstein, A.S., et al. Differences in Medical Referral Decisions for
Obesity Among Family Practitioners, General Internists, and Gynecologists. Medical Care
22:42-55, 1984.

Rubin, H.R., Gandek, B., Kosinski, M., et al. Patient Ratings of Outpatient Visits in Different Practice
Settings. Results from the Medical Outcomes Study. Journal of the American Medical
Association 270:835-840, 1993.

Safran, D., Tarlov, A.R., and Rogers, W. Primary Care Performance in Fee-for-Service and Prepaid
Health Care Systems. Results from the Medical Outcomes Study. Journal of the American
Medical Association 271:1579-1586, 1994.

Shea, S., Misra, D., Ehrlich, M.H., et al. Predisposing Factors for Severe, Uncontrolled Hypertension
in an Inner-City Minority Population. New England Journal of Medicine 327:776-781,
1992.

Shear, C.L., Gipe, B.T., Mattheis, J.K., et al. Provider Continuity and Quality of Medical Care: A
Retrospective Analysis of Prenatal and Prenatal Outcome. Medical Care 21:1204-1210,
1983.

Shi, L. The Relationship Between Primary Care and Life Chances. Journal of Health Care for the
Poor and Underserved 3:321-335, 1992.

Starfield, B. Primary Care in the United States. International Journal of Health Services 16:179-198,
1986.

Starfield, B. Primary Care: Concept, Evaluation, and Policy. New York:Oxford University Press,
1992.

Starfield, B. Is Primary Care Essential? The Lancet 344:1129-1133, 1994.

Starfield, B. Editorial. Access—Perceived or Real, and to What? Journal of the American Medical
Association 274:346-347, 1995.

Stephens, G. Can the Family Physician Avoid Conflict of Interest in the Gatekeeper Role? An
Opposing View. Journal of Family Practice 28:701-704, 1989.

Stewart, A.L., and Ware, J.E., eds. Measuring Functioning and Well-Being: The Medical Outcomes
Study Approach. Raleigh-Durham, N.C.: Duke University Press, 1992.

Tarlov, A.R., Ware, J.E., Greenfield, S., et al. The Medical Outcomes Study: An Application of
Methods for Monitoring the Results of Medical Care. Journal of the American Medical
Association 262:925-930, 1989.

Wasson, J.H., Sauvigne, A.E., Mogielnicki, P., et al. Continuity of Outpatient Medical Care in Elderly
Men: A Randomized Trial. Journal of the American Medical Association 252:2413-2417,
1984.

Welch, W.P., Miller, M.E., Welch, H.G., et al. Geographic Variation in Expenditures for Physicians'
Services in the United States. New England Journal of Medicine 328:621-627, 1993.

Wells, K.B., Hays, R.D., Burnam, M.A., et al. Detection of Depressive Disorder for Patients
Receiving Prepaid or Fee-for-Service Care: Results from the Medical Outcomes Study.
Journal of the American Medical Association 262:3298-3302, 1989.

World Health Organization. Alma-Ata 1978: Primary Health Care. Report of the International
Conference on Primary Health Care, Alma-Ata, USSR, 6-12 September 1978. Geneva:
World Health Organization, 1978.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

THE NATURE OF PRIMARY CARE 76

4

The Nature of Primary Care

Primary care can be a rewarding and challenging enterprise. Its position in
relation to the body of health care was characterized in 1961 in the now classic
paper "The Ecology of Medical Care." This report by White and his colleagues
(White et al., 1961) found that for every 1,000 adults, 750 people perceived a
personal illness of some sort in a given month and 250 people sought care from a
health care professional. Few of these patients were seen by specialists or
hospitalized, and only a tiny fraction made their way to academic centers where
most medical teaching and research take place. Primary care could be considered
the care provided to these 250 individuals—care that is positioned between self-
care and the remainder of the clinical enterprise. Primary care also includes
carefully defined efforts to promote health and prevent disease in the entire
population in coordination with public health activities.

On the one hand, the problems presented to primary care physicians are
sufficiently important for patients to seek help. On the other hand, most of the
problems are resolved at the level of primary care and typically do not result in
referral, consultation, or hospitalization. Indeed, problems that can be resolved at
the primary care level are known to constitute the bulk of the contemporary
clinical enterprise.

The committee learned through site visits, public testimony, and workshops
that primary care is neither so easy that anyone can do it, nor so difficult that no
one can do it. The knowledge base required in primary care includes elements
from the biomedical, behavioral, and social sciences, clinical epidemiology, and
biostatistics, but the base required in primary care is not merely the sum of
existing specialty knowledge found in medicine and nursing. Some of these
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elements are shared with public health (e.g., epidemiology and biostatistics), and
many are shared with other fields of medicine. Primary care practice uses a
unique blend of these knowledge bases, skills, and communication style. This
chapter, without attempting to be exhaustive, describes further the content and
characteristics of primary care.

CONTENT OF PRIMARY CARE

The Large Majority of Health Care Needs

The committee's definition of primary care stresses that primary care
clinicians address a large majority of the problems people bring to the health care
system. The content of primary care has been described in multiple ways, and the
committee examined data from national surveys conducted in the United States
and other countries. Glimpses of primary care can be appreciated by considering
reasons for visits and the range of problems addressed by various clinicians.

The National Ambulatory Medical Care Survey (NAMCS) samples office
visits to physicians and provides information on type of physician, the patient's
stated reason for visit, the diagnosis, interventions, and so forth. Rosenblatt et al.
(1995) using NAMCS data from 1989 and 1990 has characterized the content of
nonreferred ambulatory visits to office-based physicians in the United States as
diagnostic clusters. These clusters incorporate the problems people choose to
bring to the health care system. They have remained stable over time and
approximate the content of primary care practice.

The 20 diagnostic clusters shown in Table 4-1 (in rank order by frequency)
incorporate just over half of nonreferred visits to U.S. physicians. They cover a
spectrum of conditions that are not confined to a particular organ system, gender,
or age group. They include acute and chronic problems, diseases and syndromes,
mental health concerns and trauma, and visits focused on prevention. All of the
clusters reflect problems whose solutions could have a considerable impact on the
health of individuals and for which people expect expert care. They are neither
trivial in their importance nor simple in terms of their diagnosis and
management.

Figure 4-1 shows the portion of care for these clusters that is provided by
three types of physicians: family physicians, internists, and pediatricians. Other
physicians provide the remaining 10 percent or so of visits associated with a
given diagnostic cluster. These specialties include orthopedists for sprains,
strains, low back pain, and degenerative joint disease, and obstetricians for
general medical examinations and urinary tract infections.

Although the NAMCS data display the most common diagnostic clusters,
the distribution of visits by cluster cannot convey the level of complexity or
severity of problems seen in primary care. Some indication of this complexity has
been provided by Barondess (1982), who reviewed consecutive visits to his
practice of
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TABLE 4-1 Diagnosis Clusters That Make Up the Majority of Nonreferred Ambulatory
Visits to U.S. Office-Based Physicians, NAMCS, 1989-1990

Rank Cluster Title Percent Cumulative Percent
1. General medical examination 7.2 7.2
2. Acute upper respiratory tract infection 6.2 13.4
3. Hypertension 4.4 17.8
4. Prenatal care 4.3 22.1
5. Acute otitis media 35 25.6
6. Acute lower respiratory tract infection 2.7 28.3
7. Acute sprains and strains 2.7 31.0
8. Depression and anxiety 25 33.5
9. Diabetes mellitus 2.1 35.6
10. Lacerations and contusions 1.9 37.5
11. Malignant neoplasms 1.7 39.2
12. Degenerative joint disease 1.7 40.9
13. Acute sinusitis 1.6 42.5
14. Fractures and dislocations 1.6 44.1
15. Chronic rhinitis 1.5 45.6
16. Ischemic heart disease 14 47.0
17. Acne and diseases of sweat glands 1.3 48.3
18. Low back pain 1.2 49.5
19. Dermatitis and eczema 1.2 50.7
20. Urinary tract infection 1.1 51.8

*The estimated number of visits for 1989—-1990 (the denominator) is 1,297,334 (in thousands).
This is based on 74,390 survey visits. All relative standard errors are less than 30%.
SOURCE: Rosenblatt et al., 1995.

general internal medicine over a 20-day period. He divided the clinical
problems that he saw into several broad categories—cardiovascular, psychiatric,
gastrointestinal, infectious, and so forth. Barondess concluded that about 10
percent of patients seen in each category of problems had major and often life-
threatening disease, some acute and some chronic, some with complications and
some without. In addition, within each organ system, some patients had an
unusually complex disorder. Overall, he reported that a large number of these
patients required sophisticated and complex clinical judgments "related to the
identification, clinical course, potential complications, and management of a large
number of major organic diseases" (p. 736). Such problems may require the
judicious use of available technologies and efforts to enhance comfort and
functional status and to forestall hospitalization.
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FIGURE 4-1 Physician specialties providing care for generalist-dominant
diagnosis cluster, NAMCS 1989-1990 (all specialties are listed that accounted
for > 10% of visits for that condition). All relative standard errors are <30%. Al =
allergy and immunology; Internal Medicine (IM) = general internal medicine;
OBG = obstetrics and gynecology; ORS = orthopedic surgery; OTO =
otolaryngology; Pediatrics = general pediatrics. Unlabeled cells represent other
specialties. SOURCE: Rosenblatt et al., 1995.

Episodes of Primary Care

To measure accurately the effects of primary care, data systems and research
methods must be able to reflect the co-occurrence of health problems and the
longer time frames needed to evaluate the integrative functions of primary care
—comprehensiveness, continuity, and coordination. However, in primary care,
recording the content of care using standard coding systems such as the
International Classification of Diseases or the Diagnostic and Statistical Manual
(for mental health) is inadequate because of the complex interplay among
diagnostic categories and other clinical or social problems a patient may often
simultaneously experience. Current U.S. databases, such as those provided by
NAMCS, are by design cross-sectional analyses of single visits and thus cannot
capture episode information.

These databases compile diagnostic data from the point of view of visits to
clinicians reflecting the practitioner perspective rather than the perspective of the
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patient in terms of the variety of problems that a given patient brings to the health
care system and the services of clinicians who care for those problems over a
period of time.

Because of such limitations in coding, attempts have been made to describe
primary care in terms of episodes. The term episode of care refers to a problem
or illness in a patient during the time from its first presentation to a clinician until
the completion of the last encounter for that same problem or illness, whether this
covers a short period of, for example, several weeks or a much longer time
(Lamberts et al., 1993). The concept of episodes of care is discussed in more
detail in Chapter 8 with respect to research applications.

The Netherlands Transition Project, which uses the International
Classification of Primary Care (ICPC), provides detailed information on the
content of family practice in the form of episodes of care for age- and sex-
specific groups (Lamberts and Wood, 1987; Lamberts et al., 1993; Lamberts and
Hofmans-Okkes, 1996). By distinguishing reasons for encounter, diagnoses, and
interventions and displaying them for such groups, the Project provides a wealth
of information about the distribution of interventions, comorbidities, and rates of
referral in enrolled primary care populations. The committee undertook data
analyses using both national databases and data provided by several large HMOs
to see whether the European approach could be used to understand how primary
care is delivered in the United States.

The use and sequencing of interventions and the complex interplay in
primary care of comorbidities can be understood using ICPC and methods that
are well suited to primary care. This methodology is now used in several
European countries; however, the committee found very little comparable work in
the United States to elucidate primary care in this promising manner (Klinkman
and Green, 1995). The committee undertook a data exercise using U.S. data from
national surveys and data collected from several large integrated health care
delivery systems to approximate the Dutch analyses as a means of understanding
what range of personal health care needs appear to be met here by primary care.
This effort is briefly reviewed in the Appendix.

CHARACTERISTICS OF PRIMARY CARE

The complexity of primary care requires that its description include a variety
of attributes. Participants at a workshop organized by the Institute of Medicine
(IOM) committee in January 1995 explored the science base of primary care and
described research needed to strengthen that knowledge base (Appendix C). The
six aspects of primary care were emphasized.

1. Excellent primary care is grounded in both the biomedical and the social
sciences.
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2. Clinical decisionmaking in primary care frequently differs from that in
referral specialties.

3. Primary care has at its core a sustained personal relationship between
patient and clinician.

4. Primary care does not consider mental health separately from physical
health.

5. Opportunities to promote health and prevent disease are intrinsic to
primary care practice.

6. Primary care is information intensive.

Biomedical and Social Sciences

Biomedical Sciences

Biomedical knowledge is as important in primary care as it is in secondary
or tertiary care. Primary care draws from biology to provide diagnostic,
prognostic, and therapeutic services to help acutely and chronically ill patients.
Biomedicine incorporates a range of sciences including physics, chemistry,
molecular and cellular biology, and clinical epidemiology. Few conditions are
now completely understood at all levels ranging from the molecular to the
behavioral, although such understanding seems achievable in the future.

Social Sciences and the Humanities in Primary Care

Beyond the knowledge of disease is knowledge of the patient as a human
being. Humanism is a core area of primary care practice. Defined knowledge,
skills, and attitudes contribute to a good clinical process in several core areas: the
medical interview, behavioral medicine, and medical ethics.

Behavioral sciences. The management of many primary care problems,
especially in the context of family and community, leans heavily on the social
sciences. Theories of behavior change help primary care clinicians to

e involve individuals in their own care,

* improve compliance with therapeutic regimens,

e understand causes and utilize effective interventions to reduce substance
abuse, and

* integrate the family in dealing with illness and health.

Knowledge from the social sciences and theories regarding social support
and confidence in one's ability to change behavior in dealing with a particular
problem—called self-efficacy—can also be applied to many primary care
conditions. Such knowledge and theories include those relating to occupationally
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related problems and disorders emanating from the stresses of living and to the
adoption of health-promoting behaviors.

Communication. A core skill for the primary care clinician is expertise in
communication and, in particular, the medical interview. The behavioral sciences
can contribute to effective skills in sequencing the interview, organizing
information, eliciting and responding to patients, understanding verbal and
nonverbal communication, and engaging the patient's participation as an ally in
the therapeutic plan (Lipkin et al., 1984).

Medical ethics. The primary care clinician is an agent of the patient and his
or her welfare, but ethical dilemmas often present themselves. Such issues require
working skills in applying sometimes conflicting ethical precepts related to
bringing about benefit, avoiding harm, enhancing patient autonomy, and
increasing the aggregate well-being of a panel of patients under the clinician's
care as well as that of an individual patient. As is true for clinicians in any field
of medicine, these issues require not only compassion but also skills drawn in
part from the humanities. They include a range of concerns such as
accommodating or resisting end-of-life decisions; assisting and intervening when
necessary with problems involving patients and their families; adopting
appropriate roles when disagreements arise about insurance coverage or the
confidentiality of patient information; using genetic and diagnostic tests; and
deciding to use or not use life-sustaining technologies.

Evidence-Based Medicine

Biomedical knowledge in primary care requires that research evidence be
applied to individual patients using an approach that has come to be called
evidence-based medicine. A large portion of the research evidence comes from
basic research and from randomized clinical trials. Applying such information in
the primary care setting is particularly challenging because such studies typically
restrict their choice of subjects to those who do not have multiple problems or are
of a specific age or gender.

In addition to knowledge derived from the basic and biomedical sciences and
randomized clinical trials, primary care clinicians use results of population-based
epidemiological studies that examine risk factors for disease and information from
outcomes and effectiveness studies of treatments used by community-based
clinicians. Clinicians supplement their knowledge of mechanisms of disease and
therapies and their clinical experience with information about the probabilities
that (a) particular screening or diagnostic tests will be useful, (b) a patient has a
given illness, and (c) such an illness will progress or improve. This, in the
aggregate, is evidence-based medicine, and it requires that clinicians be
proficient
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in searching the literature and in critically appraising that literature using formal
rules of evidence (Evidence-Based Medicine Working Group, 1992).

Clinical Decisionmaking

General Observations

Rosser (1996) and Sox (1996) have suggested that primary care clinicians
differ from specialists in their approach to clinical decisionmaking. The
additional information available to primary care clinicians but not to specialists
affects the development of hypotheses to explain conditions, influences the
ordering of probabilities, and either enlarges or constrains the options for
response. Primary care clinicians, in contrast to referral specialists, must consider
a very broad range of possibilities, often at an earlier time in the natural history
of their patients' problems, and they must tolerate unavoidable uncertainty when
diagnosis is not possible. Some problems never resolve, some are never
diagnosable, and some never require further intervention; they simply persist as
part of the environment in which a patient-clinician relationship continues. What
may appear as a lack of precision in diagnosis by primary care clinicians is often
appropriate, given the nature of the problems presented to primary care
clinicians.

Influence of Different Clinical Roles

The overall care process. According to Sox (1996), different clinical roles in
primary care and referral practice affect decisionmaking throughout the care
process. The specialist is often asked to focus on a single problem, whereas the
primary care clinician is often required to deal with multiple problems
simultaneously. Indeed, comorbidity is virtually a constant in primary care
practice; a typical primary care patient has an active problem list of about six
problems. This factor often precludes assignment of causal relationships with any
certainty, and it constrains therapeutic options that would otherwise be available
to manage a single disease or problem.

Furthermore, the referral specialist often sees patients for a single visit and
has only limited knowledge of the patient's background or history; by contrast,
the primary care clinician often has an ongoing relationship with the patient and
has relevant knowledge of the patient's history and situation. The specialist is
frequently expected to reach an immediate and definitive resolution of a health
concern; the primary care clinician can observe the patient over time, watching
for evolution that indicates greater (or lesser) importance or urgency. Common
concerns such as fatigue, headache, or insomnia require that the primary care
clinician assess the situation, estimate its immediate seriousness, and, in many
instances, provide reassurance to the patient even if a diagnosis of disease cannot
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be made at that time. Prognosis in primary care requires a knowledge of the
person, community, and family as well as the importance of the symptom or
concern. Utilizing this information enables the primary care clinician to
determine whether early action can do more harm than good and whether
watchful waiting is indicated.

Use of diagnostic tests and procedures. Sox (1996) compares the reasoning
by both kinds of clinicians to explain why primary care clinicians may order
fewer diagnostic tests than referral physicians. If primary care clinicians tend to
refer when tests are equivocal or symptoms do not resolve with observation or
treatment, a referral practice would be enriched with patients who have
intermediate probabilities of disease—that is, the diagnostic puzzles of medicine.
Said differently, referral practice consists of patients with a higher probability of
having particular diseases than would be expected in primary care practices.

This circumstance may lead both to a different approach to testing and to a
different frequency and selection of tests in primary care as compared to the
patterns in referral practice. For one thing, diagnostic tests and procedures have
different performance characteristics depending on the prevalence of conditions
in the tested population. Tests that could be of great help to a primary care
clinician might lack the precision required in specialty practice, and tests that help a
specialist might cause more harm than good in primary care practice.

Consequently, the choice and interpretation of tests in primary care practice
would logically be expected to differ from testing in specialty practice. For
example, a test that measures the sedimentation rate of red blood cells is
relatively nonspecific, but it helps to rule out significant disease if the result is
negative. This is of more value in primary care than in specialty care. By
contrast, invasive tests that carry some risk of morbidity and even mortality may
be of more value in specialty practice where the probability of disease is higher.

Personal Aspects of Primary Care

Primary care has at its core a partnership between patient and clinician; that
partnership is meant to encourage active patient participation, sharing of
information and responsibility, and joint goal setting and decisionmaking. The
contributions of primary care to effective health care systems are not achievable
in the absence of trust between primary care clinicians and their patients.

Patients' views of primary care are expressed through their decisions about
whether and when to bring a problem to the attention of clinicians. The reasons
people give for seeking care—the symptom or concern—and the degree to which
these problems are addressed during a patient visit are negotiated during the
encounter between clinician and patient. This negotiation may be direct or
unspoken. Some questions may be left unanswered, some problems unexplored.

When addressing patient health problems, diagnosis may be critically
important
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or irrelevant to the care that is given, and diagnostic codes often fail to capture
the content of a visit and the important contributions of primary care. For
example, providing emotional support, information, and accurate assessment of a
condition may be of great importance. At times, the most important task is simply
to listen as a patient shares his or her burden, and the most powerful intervention
may be the interest shown in the patient and the problem the patient is concerned
about.

Health care choices can be critical for a patient. From the patient's
perspective health care is complex and perplexing, both in terms of how to
navigate the system to obtain appropriate care and in terms of what choices exist
and how to go about making them. Considerations such as whether to act now or
wait, choose a surgical procedure, or embark on a lifetime course of medication
are fraught with uncertainty.

Surveys have repeatedly shown that patients want information about
diseases, treatments, and their benefits and risks. For clinicians to be able to
frame risks and benefits accurately and to recommend interventions also requires
them to have good knowledge of their patients and their patients' goals and
preferences.

The fields of decision analysis, risk communication, and health behavior
have all contributed to a better understanding of how to assess and convey
information in primary care practice; work by Mulley, Wennberg, and others in
the area of shared decisionmaking has been especially influential (Mulley, 1991;
Kasper et al., 1992). Mort (1996) reported on the use of interactive laser disc
technology as a decision support tool for patients. This technique combines
narrative and patient testimonials in ways that permit viewers to hear from
patients who have made different choices and experienced different outcomes.
The narrative tailors estimates of risk and benefits to help patients consider
difficult decisions such as hormone replacement therapy, prostate surgery, and
surgical alternatives for early-stage breast cancer.

Patients come to primary care with their own belief systems, however, based
in the context of their family, community, and culture. A lack of awareness or
insensitivity to the patient's background reduces the likelihood that the goals of
primary care will be achieved. Two recent studies demonstrate this point.

Western clinicians typically view informed consent and advanced care
planning as having great importance and potential to benefit their patients;
moreover, their patients usually expect such information and input into
decisionmaking. Carrese and Rhodes (1995) documented the potential of cross-
cultural misunderstanding involving beliefs that speech itself has the power to
help or to harm. Among traditional Navajo, discussing and thinking about
negative information is viewed as potentially harmful. Understanding this
cultural preference has clear implications for how a clinician should discuss with
Navajo patients the need for prenatal care or immunizations, the options and risks
for a treatment or surgical procedure, or advance directives concerning life-
sustaining therapies. In a second
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example, Blackhall et al. (1995) found that Korean Americans and Mexican
Americans were less likely than European Americans to believe that patients
should be told of a terminal prognosis. They suggested that physicians ask their
patients if they wish to receive such information and make decisions themselves
or if they prefer that their families handle such matters. Primary care clinicians
must be aware of these preferences on the part of their patients and insofar as
possible act accordingly. The personal aspects of primary care also include the
important area of self care. Most symptoms are self-evaluated and self-treated
without the help of health professionals (White et al., 1961), and a vital function
of primary care is to increase self-care competence so that patients can become
active partners in health care (Sobel, 1994; Vickery and Lynch, 1995). By
providing information, answering questions, and helping patients find other
resources for help, primary care clinicians can foster knowledgeable and
confident self care.

Mental Health and Physical Health

In a paper prepared for the IOM committee deGruy has documented the
inability to separate mental and physical health states (see Appendix D).! Mental
distress, symptoms, and disorders are usually embedded in a matrix of explained
or unexplained physical symptoms as well as acute and chronic medical illnesses.
When a patient with a mental disorder presents to a primary care clinician, it is
usually by means of a physical complaint. Primary care patients with mental
diagnoses—whether or not they meet formally defined diagnostic criteria—show
profound functional impairment. Wells and colleagues (1989) demonstrated, for
example, that depressed patients had functional impairments comparable to
patients with chronic medical conditions such as chronic obstructive pulmonary
disease, diabetes, coronary artery disease, hypertension, and arthritis (see also
Wells and Sturm, 1995). Patients with mental diagnoses also have consistently
higher medical utilization rates than their unaffected counterparts.

Primary care clinicians frequently are required to deal with mental
symptoms as part of a physical problem. For example, two-thirds of primary care
patients with a psychiatric diagnosis have a significant physical illness that
precedes the psychiatric diagnosis. Chronic medical illnesses increase the
likelihood of depression by two- to threefold. Primary care patients do not view
their mental diagnoses as something apart from their general health, and they
frequently will not tolerate clinicians' doing so. One-third to one-half of primary
care patients refuse referral to a mental health professional even when a diagnosis
of an important mental illness is present. The future of primary care obviously
requires

! Material included in this section is referenced in Appendix D, Mental Health Care in
the Primary Care Setting.
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learning more about the utility of recognizing and managing mental health
problems as an inseparable component of practice.

Recognized biases in recording mental health problems often occur because
of reimbursement disincentives for clinicians and stigmatization of patients.
These biases, whether attributable to underrecognition or underreporting by
primary care clinicians, produce remarkable underestimates of mental health
problems and subsequent care for these problems in primary care; for example,
the diagnostic cluster of depression and anxiety accounts for only about 2.5
percent of nonreferred ambulatory visits according to the NAMCS data (see
Table 4-1). By contrast, other sources estimate that 10 to 20 percent of the
general population will consult a primary care clinician for a mental health
problem in the course of a year. The proportions of pediatric primary care
patients with significant psychosocial or psychosomatic problems are about 15
percent and 8 percent, respectively. Overall, 10 to 40 percent of primary care
patients have a diagnosable mental disorder (this does not imply, however, that it
would be desirable to recognize or treat all of these).

All in all, the committee views the indivisibility of mental and physical
health as very significant for the future of primary care and for the ultimate health
and well-being of patients and populations. The topic is addressed in more depth
in the following chapter.

Health Promotion And Disease Prevention

Although society has long espoused the need for preventive as well as
curative medicine, only recently has prevention been incorporated into primary
care on a scientific basis. In 1974 the Lalonde report, A New Perspective on the
Health of Canadians, estimated the burden of disease and concluded that about 40
percent of this burden was the result of personal behaviors and modifiable risk
factors (Lalonde, 1974). Thus, effective screening programs aimed at well-
designed preventive care were recognized as potentially fundamental components
of primary care. The immediate responses to this report were twofold: (1) to
examine modifiable risk factors more systematically, especially those attributable
to personal behaviors; and (2) to develop strategies that could detect problems at
the level of primary care, where early intervention could lead to superior results
for patients and the population as a whole.

Given the large number and variety of possible preventive services that
primary care clinicians might offer their patients, a systematic approach to
selection is essential. The principles of screening applicable to the primary care
setting have been carefully crafted and include such considerations as seriousness
and prevalence of possible target conditions, the value of early detection, and the
availability of adequate, acceptable, and affordable tests and treatments. The U.S.
Preventive Services Task Force (1989, 1996) has continued the systematic
evaluation of clinical prevention strategies, and now primary care clinicians have
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a host of scientifically supported recommendations to forward to their patients
and implement in their practices.

Another goal of prevention is to maintain function in the presence of
unavoidable impairment in children and adults of all ages. Accomplishing this
often involves dealing with complex problems that require clinicians to
coordinate care across different settings, to involve family and community in
meaningful ways, and to develop and pass along anticipatory guidance for
children and families.

Increased opportunities to develop preventive strategies in primary care and
to coordinate them with public health efforts using a systems approach are
elucidated by Welton et al. (Appendix F). Currently, the interface between
primary care and public health is irregular and undefined, but achievable linkages
exist that could improve community and population health and lead to the
achievement of public health goals. As with the issues of mental health noted
above, the coordination of primary care personal services with public health
programs is examined in more detail in Chapter 5.

The Power of Information

The knowledge base that is relevant to a large majority of the problems that
people bring to their primary care clinicians is large and constantly evolving.
Similarly, the databases that ought to be developed and maintained for patients
registered and seen in primary care practices are sizeable and expanding. In the
past, many clinicians interested in primary care declined to enter primary care
practice because of the intimidating prospects of not being able to manage the
information challenges. That situation is changing.

The computer revolution has matured to the point that useful applications of
information systems and computer-based patient records—technologies not
previously available in any meaningful way—are now poised for wide
implementation into primary care practice; indeed, computer-based systems and
telecommunications are likely to become key elements of the primary care
infrastructure. Management functions of such electronic information technologies
include those related to registering patients, making appointments, and handling
financial elements of practice. More important, however, are the growing
numbers of clinically useful applications, which provide profiles of practice
patterns, produce reminders for needed services, and open up access to support
systems of various kinds. Although these advances are relevant for both primary
and specialty care, they hold special promise for primary care, where the
information and coordination needs are greater.

SUMMARY

No health care system can be complete without primary care, the nature of
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which has been examined in this chapter in terms of the large majority of
personal health care needs of patients and with respect to several key
characteristics. In the United States, the time is right for primary care, as
understood by this committee, to undergo more systematic and creative
development and to expand as the foundation of health care delivery. Primary
care is amenable to improvement through the methods of science, the
implementation of key supporting infrastructures such as information systems,
and the use of relevant principles of management and organization.

What has been described about the nature of primary care in this chapter has
implications for the actual delivery of primary care (discussed in Chapter 5), for
the existing supply of primary care clinicians (Chapter 6), and for health
professions education (Chapter 7). An understanding of the nature of primary
care also raises questions that cannot now be answered because of the inadequacy
of the current knowledge base. These topics are the basis of the committee's
conclusions and recommendations about needed research in primary care that are
described in Chapter 8.

APPENDIX: DATA ON THE MAJORITY OF PERSONAL
HEALTH CARE NEEDS

As noted in the main text, the Netherlands Transition Project of the
Department of Family Practice at the University of Amsterdam (Lamberts et al.,
1993; Lamberts and Hofmans-Okkes, 1996) uses episodes of care to characterize
age-and sex-specific patterns of care. These data yield considerable insights into
the types of conditions, diagnoses, and reasons for visit for the Dutch population.
The information and the episode-based approach can also provide insights for the
U.S. population, not with standing the fact that the Dutch population is both
considerably smaller and far more homogeneous than that in the United States.
Apart from the value of the information with respect to indicating the incidence
and prevalence of conditions seen by primary care practitioners, the Netherlands
Project data point the way to using a form of episode analysis that may be useful
here for both epidemiologic and research purposes.

To explore this possibility, the committee engaged in a data collection and
analysis effort based on national survey information and specially generated
information from selected health maintenance organizations and managed care
entities (Hofmans-Okkes and Lamberts, 1995). This appendix presents a brief
explanation of the Netherlands Transition Project approach and gives an
illustrative set of data on one age-sex cohort (women ages 25 to 44); it also
includes a short discussion of the analyses done using U.S. data.
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Description of Data

The Netherlands Transition Project

The Dutch data shown in the first set of tables in this appendix include
episode-oriented information for 15,158 enrolled women between the ages of 25
to 44 (of whom 11,570 had visited their family physician at least once in the
relevant year). The information here is given for illustrative purposes; similar
data are available on women in all other age categories (e.g., 75 years or older),
on men of all age groups, and children.

For making inferences about diagnoses, reasons for encounter, and other
specific elements of episodes of care, the Transition Project uses the International
Classification of Primary Care (ICPC); the ICPC is specifically designed by the
World Organization of Family Doctors to characterize primary care episodes
(Lamberts and Wood, 1987; Lamberts et al., 1993). This classification scheme
uses three main elements: (1) the patient's reason(s) for encounter; (2) the
diagnostic label assigned to the episode of care; and (3) the diagnostic and
therapeutic interventions by the primary care clinician, including referrals to
specialists. It maps well to the International Classification of Diseases (ICD) tenth
edition and reasonably well to the ICD-9-CM, which is the ninth edition with
clinical modifications.

The tables in this appendix present data in terms of the "top 20s," that is, the
first (or top) 20 diagnoses or reasons for encounter among women in this age
group. Typically, analyses involving the top 20s will account for a proportion of
episodes of care that exceed, often by wide margins, 30 percent of all episodes.
Thus, the top 20 new episodes give a global impression of the magnitude and
diversity of acute personal health care needs; the top 20 old episodes indicate the
burden of chronic illness and long-term episodes or follow-up (including for
health maintenance and preventive care). The information on interventions
reflects the processes of care; for enrolled populations in plans or health care
systems that rely heavily on primary care practitioners, the information on
referrals suggests what portion of care cannot be or customarily is not handled by
those in primary care.

The Dutch data are presented for the following types of enumerations:

1. diagnostic labels—for "new" episodes—i.e., episodes of care for reasons
that have not surfaced previously for these patients (Table 4A-1);

2. diagnostic labels for "old" episodes—i.e., episodes of care that have been
ongoing for some period of time (Table 4A-2);

3. patients' reasons for encounter at the start of a new episode (Table 4A-3);

4. patients' reasons for encounter during follow-up (Table 4A-4);

5. diagnostic and therapeutic interventions (Table 4A-5); and

6. referrals to specialist care (Table 4A-6).
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TABLE 4A-1 Top 20 New Episodes for Women Ages 25-44 Years

New Episodes N Inc? %
Pap smear 1,313 86.6 3.6
URI (head cold) 1,299 85.7 3.6
No disease 1,295 85.4 3.6
Sinusitis acute/chron 788 52.0 22
Pregnancy confirmed 730 48.2 2.0
Family planning/oral contraceptive 703 46.4 1.9
Low back complaint excl radiation 654 43.1 1.8
Urogenital candidiasis proven 556 36.7 1.5
Contact dermatitis/other eczema 520 343 1.4
Muscle pain/fibrositis 517 34.1 1.4
General weakness/tiredness 512 33.8 1.4
Excessive ear wax 439 29.0 1.2
Adverse effect med agent proper dose 388 25.6 1.1
Cystitis/other urin infect NOS 379 25.0 1.0
Acute bronchitis/bronchiolitis 351 232 1.0
Menstruation excessive/irregular 347 229 1.0
Vaginitis/vulvitis NOS 344 22.7 1.0
Dermatophytosis 334 22.0 0.9
Acute laryngitis/tracheitis 321 212 0.9
Neck sympt/complaint excl headache 320 21.1 0.9
Total top 20 12,110 335

2 Inc = incidence per 1,000 patients per year; NOS = not otherwise specified.
SOURCE: Hofmans-Okkes and Lamberts, 1995.

Data on the 15,158 women studied are presented in three ways. First are
given the raw counts (labeled N) of episodes, interventions, or referrals. Second
appears information on incidence (Inc) or rates per 1,000 enrolled persons per
year for episodes, interventions, or referrals. Third are percentages (%), which
show how much of the entire health care experience is accounted for by the 20
episodes, reasons for encounter, interventions, or referrals. Other information
includes the total number of episodes (interventions, etc.) in the top 20 listing and
the total percentage of all episodes represented by the top 20; from these two
figures, the grand total of episodes (interventions, etc.) can be calculated.

The U.S. Data

The committee examined information from the National Ambulatory
Medical Care Survey (NAMCS) (Schappert, 1994) and the National Health
Interview Survey (NHIS) (Adams and Benson, 1992) in much the same way for
the same
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TABLE 4A-2 Top 20 Old Episodes for Women Ages 25-44 Years

Top 20 Old Episodes for Women 2544 N Rate® %
Family planning/oral contraceptive 1,440 95.0 17.4
Pap smear 378 24.9 4.6
Family planning/IUD 276 18.2 33
Pregnancy confirmed 170 11.2 2.1
Contact dermatitis/other eczema 152 10.0 1.8
Uncomplicated hypertension 148 9.8 1.8
Irritable bowel syndrome 133 8.8 1.6
Hayfever/allergic rhinitis 129 8.5 1.6
Migraine 116 1.7 1.4
Asthma 110 73 1.3
No disease 102 6.7 1.2
Depressive disorder 101 6.7 1.2
Feeling anxious/nervous/tense 96 6.3 1.2
Abnormal Pap smear 94 6.2 1.1
Relation problem partners 91 6.0 1.1
Complaints of infertility 88 5.8 1.1
Low back complaint excl radiation 84 5.5 1.0
Acne 76 5.0 0.9
Other diseases female genital system 75 4.9 0.9
Hyperventilation 74 4.9 0.9
Total top 20 3,933 47.5

2 Rate = per 1,000 patients per year; [UD = intrauterine device.
SOU RCE: Hofmans-Okkes and Lamberts, 1995.

sex-age cohort for years during the late 1980s and early 1990s. In this case,
however, the top 40 diagnoses are used. In addition, the committee requested and
received special episode data runs from three managed care organizations (of six
approached; these three were the only ones able to produce the requested
episode-oriented information from their internal records). The NHIS and NAMCS
data were used to provide baseline indicators of episodes per person per year and
the diagnoses, conditions, and reasons for seeking health care that relate to those
episodes. In this sense, they provide a proxy for "the large majority of personal
health care needs" as understood by this committee. NHIS information cannot be
subdivided into new and follow-up episodes; information from NAMCS and the
private managed care organizations can be so classified. None of these data sets
employs the ICPC approach to labeling diagnosis or reason for encounter, so
information is not strictly comparable to the Dutch data.
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TABLE 4A-3 Patient Reason for Encounter for New Episodes for Women Ages 25-44

Years

Reason at Start of Episode N Rate? %o
Cough 1,395 92.0 3.5
Pap smear 1,349 89.0 3.4
General weakness/tiredness 1,089 71.8 2.7
Headache 1,000 66.0 2.5
Sympt/complaint throat 933 61.6 2.3
Local swelling/papul/lump/mass 900 59.4 23
Low back complaint excl radiation 836 55.2 2.1
Other localized abdominal pain 792 52.2 2.0
Local redness/erythema/rash 681 449 1.7
Sympt/complaint pelvis 543 35.8 1.4
Neck sympt/complaint excl headache 512 33.8 1.3
Fever 495 32.7 1.2
Question of pregnancy 479 31.6 1.2
Ear pain/earache 473 31.2 1.2
Pruritis 451 29.8 1.1
Menstruation excessive/irregular 429 28.3 1.1
Other sympt/complaint vagina 426 28.1 1.1
URI (head cold) 411 27.1 1.0
Sympt/complaint sinus (incl pain) 405 26.7 1.0
Feeling anxious/nervous/tense 403 26.6 1.0
Total top 20 14,002 353

2 Rate = per 1,000 patients per year.
SOURCE: Hofmans-Okkes and Lamberts, 1995.

Results

The Netherlands Transition Project

Because these data are presented mainly for illustrative and heuristic
reasons, they are not discussed in detail. The information in Table 4A-1 indicates
that, among women of child-bearing age in this Dutch study cohort, the top 20
diagnoses account for one-third of all new episodes for this cohort of patients.
Thus, they had, on average, 2.4 new episodes per year (total of 36,150 episodes
among 15,158 women). Among the top 20 entries, as might be expected,
pregnancy and family planning episodes appear frequently, as do certain health
maintenance diagnoses (e.g., Pap smears); other important diagnoses involve
infectious disease (e.g., upper respiratory and genitourinary tract). For example,
the incidence of upper respiratory infections was almost 86 per 1,000 persons; by
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TABLE 4A-4 Patient Reason for Encounter for Follow-up Care for Women Ages 25-44

Years

Reason During Follow-up N Rate? %o
Med exam/health evaluation/partial (reproductive functions) 3,051 201.3 10.7
Family planning/oral contraceptive 1,100 72.6 39
Med exam/health evalua/partial (cardiovascular problems) 872 57.5 3.1
Medication/prescript/injection (reproductive functions) 836 55.2 2.9
Medication/prescript/injection (psychological problems) 599 39.5 2.1
Pap smear 509 33.6 1.8
Feeling anxious/nervous/tense 420 27.7 1.5
Provide initial episode ongoing (psychological problems) 417 27.5 1.5
Therap counseling/listening 399 26.3 1.4
General weakness/tiredness 392 25.9 1.4
Headache 389 25.7 1.4
Other localized abdominal pain 378 24.9 1.3
Low back complaint excl radiation 357 23.6 1.3
Med exam/health, evaluation/partial (musculoskeletal 314 20.7 1.1
problems)

Provide initial episode ongoing (female genital) 278 18.3 1.0
Advice/health education (psychological problems) 276 18.2 1.0
Provide initial episode ongoing (reproductive functions) 274 18.1 1.0
Advice/health education (reproductive functions) 264 17.4 0.9
Cough 259 17.1 0.9
Med exam/health evaluation/partial (skin problems) 259 17.1 0.9
Total top 20 11,643 41.0

2 Rate = per 1,000 patients per year.
SOURCE: Hofmans-Okkes and Lamberts, 1995.
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TABLE 4A-5 Top 20 Diagnostic and Therapeutic Interventions for Women Ages 25-44
Years

Interventions N Rate?® %
Med exam/health evalua/partial 42,248 2,787.2 394
Medication/prescript/injection 21,621 1,426.4 20.2
Advice/health education 18,300 1,207.3 17.1
Therap counseling/listening 3,742 246.9 35
Referral to other physician/specialist 3,251 214.5 3.0
Blood test 3,117 205.6 29
Urine test 2,661 175.6 2.5
Histology/cytology 2,601 171.6 2.4
Referral to nurse, physical therapist 2,303 151.9 2.1
Diagnostic radiology/imaging 1,512 99.7 1.4
Microbio/other immunol test 962 63.5 0.9
Excision/biopsy/removal/cautery 646 42.6 0.6
Incision/drainage/aspiration 553 36.5 0.5
Repair/suture/cast/prosthet. device 537 354 0.5
Dressing/compression/packing 517 34.1 0.5
Administrative procedure 350 23.1 0.3
Local injection/infiltration 299 19.7 0.3
Cathet/intubat/dilat/instrument 251 16.6 0.2
Other diagnostic procedures 235 15.5 0.2
Other laboratory test NOS 209 13.8 0.2
Total top 20 105,915 98.8

2 Rate = per 1,000 patients per year; NOS = not otherwise specified.
SOURCE: Hofmans-Okkes and Lamberts, 1995.

contrast, the incidence of acute laryngitis and tracheitis was only about 21
per 1,000 individuals.

A comparison of information in Tables 4A-1 and 4A-2 indicates that the
annual rate of continuing episodes drops by almost four-fifths (to about 0.54 old
episodes per woman per year, based on 8,280 episodes among 15,158 women).
Thus, women in the age group had, on average, 2.9 episodes overall in one year
(2.4 new and 0.5 follow-up episodes).

The top 20 episodes of care account for nearly one-half of the continuing
care for this group. Several of the diagnoses appear in both new and ongoing
episodes. Among them are family planning and pregnancy (which have rates of
95.0, 18.2, and 11.2 per 1,000 enrolled women); Pap smears and abnormal Pap
smears (rates of 24.9 and 6.2 per 1,000, respectively); and "no disease." More
striking, however, is the substantial change in the frequency of certain episodes,
in particular a move away from acute infections and a shift toward a variety of
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TABLE 4A-6 Top 20 Types of Referrals to Specialist Care for Women Ages 25-44 Years

Referrals N Rate? %
Gynecologist 893 58.9 27.6
Surgeon 381 25.1 11.8
Dermatologist 354 234 10.9
Ophthalmologist 225 14.8 7.0
E.N.T. surgeon 223 14.7 6.9
Neurologist 176 11.6 54
Internist 170 11.2 53
Orthopedic surgeon 133 8.8 4.1
Ambulatory mental health 131 8.6 4.0
Plastic surgeon 113 7.5 35
Psychiatrist 99 6.5 3.1
Other referrals 71 4.7 22
Abortion clinic 65 43 2.0
Cardiologist 40 2.6 1.2
Urologist 34 22 1.1
Pulmonologist 26 1.7 0.8
Rheumatologist 22 1.5 0.7
Dental surgeon 16 1.1 0.5
Gastroenterologist 15 1.0 0.5
Allergist 12 0.8 0.4
Total top 20 3,199 98.9

2 Rate = per 1,000 patients per year.
SOURCE: Hofmans-Okkes and Lamberts, 1995

chronic conditions. Among the latter are hypertension, irritable bowel
syndrome, and asthma; quite notable is the rate of affective mental disorders
(depressive disorders and anxiety, nervousness, and tension, which have rates of
6.7 and 6.3, respectively).

"Reasons for encounter," shown in Tables 4A-3 and 4A-4, are different from
the diagnoses enumerated in Tables 4A-1 and 4A-2. They reflect the issues that
brought these women to their primary care practitioner, and thus they are couched
less in diagnostic terms than in terms relating to symptoms or signs. (The
exception are Pap smears in Table 4A-3 for new episodes and Pap smears as well
as a variety of specific services such as medications and health education in
Table 4A-4 for follow-up.)

The top 20 entries account for about one-third and two-fifths, respectively,
of the reasons for which patients seek new or follow-up care. Reasons for
encounter involving follow-up comprise large numbers of requests for
interventions (Table 4A-4). Clinically and epidemiologically, patterns similar to
those
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for episodes can be seen in Tables 4A-3 and 4A-4. For instance, there is a shift
from acute symptoms (for new episodes) to either chronic conditions or health
maintenance services (for old episodes).

Finally, Tables 4A-5 and 4A-6 are concerned with the interventions used to
manage the conditions presented by women in the age group. Of a total of about
107,200 discrete diagnostic and therapeutic interventions recorded, the top 20
shown in Table 4A-5 constituted nearly 99 percent; said differently, for all intents
and purposes, these 20 classes of interventions describe the content of primary
care. By far the most frequent involved examination, medications, and health
education and counseling (see Table 4A-5), with incidence rates, per 1,000
enrolled women in this age group, of more than 2,787 examinations, 1,426
medication prescriptions or injections given, and 1,207 instances of health
education and advice. Various laboratory tests were the next most common types
of interventions, together with referrals to other types of physicians or primary
care providers.

The referrals away from primary care to specialist care (which totaled
3,235) are shown in Table 4A-6. The top 20 entries here account for virtually all
possible referrals. By far the most frequent specialty was gynecology, with a
referral rate of about 59 per 1,000 women. Other commonly used specialists were
surgeons of various types (including general surgery; ophthalmology; ear, nose,
and throat; orthopedics; and plastic surgery) and mental health specialists.

The U.S. Data

Table 4A-7 provides information on the new and follow-up "episodes" for
U.S. women 25 to 44 years of age, based on the various sources of U.S.
information available to the committee (Hofmans-Okkes and Lamberts, 1995).
The order of types of episodes is somewhat arbitrary, in that it groups preventive
services, various types of gynecologic or obstetric services, a broad set of acute
upper respiratory conditions, widely prevalent chronic conditions, and a wide
array of other conditions that proved to be important in at least one of these data
sets. The data are shown as rates per 1,000 women.

The NHIS data suggest that women in this age group have a total of 2.8
episodes per year on average, although the breakdown between new and follow-
up care cannot be done with these data. By contrast, the NAMCS data are lower,
suggesting that, overall, 2.1 episodes per woman occur per year (0.9 new, 1.2
follow-up). This split does not map to that seen in the Dutch data, but doubtless
the narrower emphasis in the NAMCS data (essentially only physician offices)
and differences in data recording and coding account for some of the
discrepancy.

Information from the three managed care organizations is about as diverse as
that from the two U.S. national surveys. The total rate of episodes from
Organization A appears to be nearly 3.7 per enrolled woman per year, with a rate
of new episodes approximating that of the total for the Transition Project or the
NHIS.
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Total episodes rates for Organizations B and C are considerably lower and
different in the split between new and follow-up episodes.

In terms of diagnosis, the "top 20" approach used for the Dutch data could
not be applied entirely, as the specifics differ considerably. Not surprisingly, of
course, the basic classes of problems that appear to be prevalent in this cohort are
the same—for example, in the case of new episodes, pregnancy and family
planning issues and an array of infectious disease symptoms. The NAMCS data
also indicate something of the shift in problems between new episodes and
follow-up care.

Comment

This data exercise had two purposes. One was to determine what information
on episodes of care pertinent to the entire U.S. population might be gleaned from
various federal (public sector) sources and from private sector health care
organizations. The other was to shed some light, if possible, on the epidemiology
of "the great majority of health care needs" that the committee points to in its
definition of primary care. The data from the Netherlands Transition Project were
used as a analytic prototype. Inferences about the U.S. population should be made
only cautiously from the Dutch data for two reasons: (1) the considerable
differences in the racial, ethnic, and other characteristics of the two populations,
and (2) the more advanced methods used in the project to classify episodes and
code them in terms of diagnosis or reason for encounter.

Several lessons might be drawn. First, the available information in the
United States does not lend itself at present to episode-of-care analysis. To the
extent an episode orientation will be important in the future for research, policy,
health care delivery, or population statistics purposes, this may be a drawback to
appropriate data collection, analysis, and decisionmaking. In that regard,
therefore, the committee was of the view that high priority might well be given to
developing structures and computer-based methods (e.g., computer-based patient
records) that would permit either the public sector (for national statistics or for its
own health care programs) and the private sector to create and analyze episodes
of care in adequate detail. Second, the "great majority of health care needs" is
broad indeed, especially when both new and follow-up episodes are considered.
Third, according to the Dutch data, diagnostic labels for episodes and reasons for
visit or encounter as provided by patients differ considerably. This underscores
the significance of adequate and complete communication between patient and
practitioner, an aspect of care related to the committee's notion of a "sustained
partnership" and a cornerstone of the traditional "art of care" element of high
quality of care.
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5
The Delivery of Primary Care

The definition of primary care (Chapter 2) is a normative definition; that is,
it defines what the committee believes the function of primary care should be.
Whether the elements of this definition can be achieved and whether primary care
can assume its proper role in the delivery of health care will be determined in a
world of health care that is being reshaped by the forces described in Chapter 1.
Although some of those forces are favorable to aspects of primary care, the
committee is not convinced that the current health care market, by itself, will
shape primary care to match all aspects of the definition. Further actions will need
to be taken to provide the financial incentives and infrastructure that will help the
health care system overcome barriers. This chapter includes recommendations for
such actions. In addition to barriers that are specific to primary care, the
committee notes that the lack of universal entitlement to health care benefits will
continue to raise special problems for the uninsured and underinsured in obtaining
access to primary care.

The committee is under no illusion that it can, or should, prescribe a single
path for delivering primary care in an environment that is so diverse and changing
so rapidly. Nevertheless, the definition presents clear guideposts for actions by
the many actors in health care: health professions, health plans and organizations,
payers for group coverage who set many of the standards within which health
care is organized, and government regulators. Diversity in the means of achieving
the committee's primary care objectives may be desirable, but the key elements of
the definition should be the criteria by which actions to advance primary care are
judged.

This chapter is presented in two sections. The first section outlines the
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committee's observations about the current trends and characteristics of U.S.
health care that form the current context for the delivery of primary care. The
second section contains the committee's conclusions and recommendations about
changes needed to improve the delivery of primary care in order to realize more
fully the potential of primary care to improve the health and satisfaction of
patients.

CURRENT PATHWAYS FOR PRIMARY CARE

The rapid pace of change and the diversity of local circumstances are
striking characteristics of current health care. Descriptive evidence about current
directions of health care, augmented by the committee's five site visits, confirms
the magnitude and rapidity of those changes. Ours is a health care system going
through a major transition. From an era of growth in expensive services supported
by open-ended financing, wide choice of clinicians and hospitals, and almost
complete freedom for clinical judgment, the U.S. health system is moving quickly
into an era of limits on resources, cost-based competition among health plans and
providers, financial risk-sharing by providers, and constraints on patient choice
of clinician. No one can predict accurately where the health care system will bein 5
years, let alone 10 or 20 years. Simple generalizations informed by past studies,
even studies only a few years old, are limited in their ability to describe or explain
current directions in health care. Yet we believe that broad pathways for that
change can be identified and need to be taken into consideration.

Some studies have identified stages of the health care market that imply a
progression toward "mature" markets (University Hospital Consortium, 1993)—
essentially those dominated by a handful of large, fiercely competitive health
plans. The committee is wary, however, of any interpretation that such a
progression is an orderly one. In visiting several areas of the country that are
usually considered more mature health care markets (e.g., Minnesota and
southern California), committee members observed that the pace of change
continues to be rapid. Wherever these markets are going, they are not there yet.

With these cautions and caveats, we do see broad themes, both in what is
happening and in what has not happened.

Spread of Managed Care

The term managed care has come to have many meanings. This committee
uses managed care to refer to health plans that have a selective list of providers,
both health professionals and hospitals, and that include mechanisms for
influencing the nature, quantity, and site of services delivered. Many of these
plans have focused initially on using their market power to obtain discounts from
physicians, hospitals, and other providers in an oversupplied market. They are
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evolving, however, toward more organized arrangements that include some form
of involvement of the providers in the risk assumed by the plan. That risk derives
from the plan's agreement to deliver a defined package of services for a fixed
amount per capita for an enrolled population, such as with the various forms of
health maintenance organizations (HMOs). The involvement of providers in the
success of the plan is intended to offer incentives for containing costs while
maintaining patient satisfaction with the care received.

Bailit (1995) estimates that in 1994, of a total of 180 million insured by
private plans, enrollment in managed care totaled about 115 million persons. This
estimate uses a definition of managed care that includes HMOs; "point of
service" plans that combine HMO enrollment with an option to use providers
outside the plan for an additional cost; and PPOs (preferred provider
organizations), which offer a less structured arrangement that presents the
enrolled person with a financial incentive to choose providers from a preferred
list. He estimates that the number of individuals enrolled in managed care in the
private market increased about 10 percent from 1993 to 1994.

Enrollment in managed care in the public programs in 1994 was much lower
than in private plans, at about 8 percent of Medicare beneficiaries and about 25
percent of those eligible for Medicaid. The rate of increase is greater, however,
especially in the Medicaid program. Forty-two states are implementing some form
of managed care in their Medicaid programs. Arizona (100 percent), Tennessee
(74.9 percent), and Oregon (21.9 percent) lead the way in the percentage of
Medicaid dollars spent through managed care arrangements, but many other
states are moving aggressively in this direction (Lewin-VHI, 1995). Current
congressional deliberations on the future course of the Medicare program may
result in further encouragement of enrollment of Medicare beneficiaries in
capitated managed care plans.

Of particular significance for this study is that one major objective of most
managed care plans is to reduce the use of specialists and to increase the use of
primary care clinicians. The path to specialized care in most plans is through the
primary care physician or other primary care clinician. Managed care, therefore,
enhances the power of the primary care clinician to determine the services
provided and by whom. The increasing future opportunities for primary care
clinicians and the contrasting decline in the need for specialists have been
described by Weiner and others in projecting future physician requirements
(Weiner, 1993; COGME, 1995; PPRC, 1995).

The growth of managed care, although substantial, is taking place
predominantly in large and medium-sized markets. Those providing services in
rural areas are anticipating the move of managed care into their communities, but
managed care was not yet evident in the rural areas visited by the committee.

The development of managed care varies widely by region. The most
significant market penetration has been in the West, the upper Middle West, and
the Northeast. The Southeast and South Central regions have less managed care
at
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this time (GHAA, 1995). In all areas, managed care on the basis of an enrolled,
capitated population is not available to the uninsured and many of the
underinsured, a growing proportion of the U.S. population (EBRI, 1995).

The growth of managed care plans is blurring the traditional boundaries
between the insuring or financing function, with its strong concern for managing
risk, and the provision of services and clinical decisions regarding those services.
Managing risk is still important; no plan, regardless how efficient, wants to have a
disproportionate share of sicker patients unless that risk can be shared. Most
managed care plans, however, are also interested in how to improve the efficiency
of services and how to maintain or increase patient satisfaction. Sophisticated
buyers, such as the business community in the Twin Cities area, are developing
performance standards for health plans that include clinical measures (Institute
for Clinical Systems Integration, no date). Older staff and group model HMOs,
such as Kaiser Permanente and Group Health Cooperative of Puget Sound, have
long combined the insurance and patient care functions under a single
organizational umbrella.

Development of Integrated Health Care Delivery Systems

A related and overlapping trend is the development of vertically integrated
delivery systems that combine physicians and other health professionals,
hospitals, rehabilitation units, social services, chronic care capabilities, mental
health and substance abuse programs, and health promotion and disease
prevention programs into an organized whole that can provide and coordinate a
comprehensive array of services. Some of the motivation behind the development
of these systems is to increase and protect market share in areas where there is
surplus capacity. It is difficult to quantify the extent of systems change because so
much is happening so rapidly. Many examples exist, mostly in larger cities but
some in more rural areas, often built on preexisting multispecialty groups such as
those of the Mayo, Marshfield, and Geisinger clinics.

Based on examples seen in the site visits, these systems at their best provide
opportunities for innovations in arrangements for services, in part by breaking
down institutional and professional barriers to delivering services more
efficiently. They also provide the critical mass and capital needed for the
development of infrastructure, such as information and clinical decision systems,
telephone triage programs, and training. In the best of these organizations, the
functions of primary care move well beyond the gatekeeper function toward a
fuller application of the committee's definition.

These systems are not a new phenomenon; some of the older staff and group
model HMOs have had many of these characteristics for some time. What may be
new is an environment that encourages change rather than one that regards
innovations as a questionable deviation from the norm. The pressure for
continuing improvement in the cost-effective provision of services is present in
older

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5152.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the original
typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be retained,

and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

THE DELIVERY OF PRIMARY CARE 108

integrated systems with long track records of success as well as in newer systems
that have been built by combining previously independent providers.

For our purposes, the important point is that all of these systems are built
on, or are building on, foundations of primary care clinicians, often by purchasing
existing primary care practices. This primary care base is seen as necessary for
both building and protecting market share and for creating a mechanism to
control access to specialized services. In a capitated system, specialized services
are seen as cost centers, rather than as revenue centers, and the organization has
strong incentives to control such costs.

Consolidation of Health Plans and Systems

Both health plans and integrated systems are consolidating into larger
organizations. They are driven to do so by several factors, including the need for
capital, advantages in marketing, and potential economies of scale in developing
and using infrastructure such as clinical information systems. Site visits to urban
markets (the Twin Cities, southern California, and Boston) provided multiple
examples in each site of major consolidations of health plans and provider
organizations.

In communities where this consolidation is far along, characterization of
health care as a very local and personalized service—a cottage industry as it has
often been called—no longer holds. Becoming part of a larger organization is
causing considerable stress for clinicians who value highly the autonomy of their
practice and personal relationships with their patients. Some patients are also
disturbed if they believe that their relationship with a primary care clinician who
is committed to their interests is being compromised by a large, impersonal, and
perhaps distant organization.

Growth in For-Profit Health Plans and Delivery Systems

Along with consolidation, health plans and integrated systems are
increasingly under for-profit ownership. In addition to the growth of existing
for-profit plans and their acquisition of not-for-profit plans, some not-for-profit
plans are converting to for-profit forms of ownership. The need to raise capital
for expansion is often given as the reason for the growth of for-profit ownership.
The long range effects of this trend are not clear, but it raises the possibility of
conflict between the desires of the stockholders to maximize profit and the
objectives of primary care to ensure adequate care for patients. It also underlines
the need to have measures of performance that include the interests of patients,
not just the financial interests of group purchasers and stockholders, and that are
available to guide patients' health care choices (for a fuller discussion of these
issues, which is beyond the scope of this report, see IOM, 1986a, and Gray,
1991).
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Diversity Among and Within Markets

As noted, markets vary widely in the extent to which services have moved
along the pathways described above. Most rural areas have not yet joined these
trends, and some urban areas have much lower rates of managed care
penetration. Within markets observed on the site visits, some health plans are
developing service innovations that improve the efficiency of care; others are
focusing on utilization management, sales efforts to increase market share, and
risk-sharing with providers as their means to compete successfully in their
markets. Some groups of clinicians are tightly organized, and some are looser
confederations of clinicians who remain essentially independent contractors with
ownership and control of their own practices.

The clinicians involved in primary care services vary from plan to plan and
setting to setting. In some plans extensive use is made of nurse practitioners and
physician assistants; in others, much less. Other practices continue to emphasize
the traditional role of the physician. Diversity is also seen in the type of primary
care physicians involved. For example, in rural areas family physicians are
prevalent, whereas in urban areas pediatricians and internists play a more
prominent role.

Coordination of Primary Care with Other Services

The focus of most of the large delivery systems remains on more traditional
medical services—acute and chronic care and preventive services provided by
clinicians. The extent to which plans with enrolled populations are dealing with
population-based health issues is not clear, although many examples of health
education and behavior change programs exist. Cooperation with the public
health agencies also seems weak.

Coordination regarding mental health and substance abuse services may be
harder because of the trend toward "carve-outs" for these services into separate
benefit packages that are independently managed. This new trend is in addition to
the continuing patterns of delivery of many of these services by separate
organizations and of limitations on these services in benefit packages.

Financial barriers to long-term care remain a significant problem. Few
private plans include long-term care benefits. In the public sector, the
Department of Veterans Affairs (VA) is a notable exception. All in all, concern
about the lack of involvement of primary care clinicians in the medical care of
patients in long-term care settings remains high (IOM, 1986b; 1995).

Vision care and pharmacy services are collocated in some group model
plans, and many plans include a dental care benefit. Dental services as an integral
part of the primary care delivery system, however, are seen mostly in programs
organized for the poor and by the Indian Health Service.

Judgments may differ as to the likely results of these fissures in services for
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common health problems. Nonetheless, the lack of explicit arrangements for
coordinating primary care with other services that are needed on a routine and
recurring basis by many patients is striking, especially as integration of other
aspects of acute services moves ahead rapidly.

Current and Evolving Professional Roles

There is evidence of the increasing demand for primary care physicians as
their incomes are rising relative to those of specialists in many areas (Mitka,
1994a,b; 1995). Further evidence of the rising status of primary care among
physicians is the desire of many specialists to be designated as primary care
physicians. California has given the primary care label to obstetrics and
gynecology through state law, and other specialist groups have staked out a claim
to the domain of primary care. This desire to be designated as primary care
clinicians is the result of managed care plans' requiring that enrollees choose a
primary care clinician, usually a family practitioner, general internist, or
pediatrician, who will control access to specialized services.

There is also evidence of increasing demand for the use of nurse
practitioners and physician assistants in primary care. Training programs for these
professionals are expanding rapidly (see Chapters 6 and 7). The committee saw
many examples of the involvement of these professions in primary care during its
site visits, nearly always as part of a team that included physicians in a key role.
Within integrated systems, the use of teams and delegation of primary care
functions is proceeding rapidly (see Appendix E). In some locales, supply
constraints, in particular, shortages of nurse practitioners, are impeding their
greater use.

During site visits, committee members saw examples of further delegation
of clinical functions to registered nurses, licensed practical nurses, and desk
clerks. Such delegation was the result of a deliberate decision process that
examined how specific clinical problems could be managed more efficiently. In
some of these settings, primary care physicians were focusing on more complex
clinical problems and taking on managerial roles, thus moving the clinical
boundaries between primary care physicians and specialists toward more
specialized care.

How widespread these changes are is difficult to document because doing so
requires knowledge of the details of how particular functions are carried out, and
these are only partially reflected in aggregate data on the numbers and types of
professionals. This effort on the part of some of the more advanced integrated
systems to redefine professional roles within a team concept may prove very
important, however, as a future pathway for improving the efficiency and
effectiveness of primary care. It may in turn have significant implications for
training programs and for workforce policy. The care delivered by other first
contact professionals such as dentists, eye care clinicians, and pharmacists is
generally less coordinated with the broader functions of primary care.
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Primary Care in Rural Settings

Observations made during site visits to rural areas are consistent with the
extensive literature on rural care in noting what one host called the "fragility" of
many programs providing primary care to rural populations. Rural care is often
dependent on some form of subsidy, as well as on a distant infrastructure that can
provide technical assistance and professional backup. The reasons are several: the
higher proportion of the uninsured and underinsured in many rural areas; higher
costs of transportation; and lower volume of services. Primary care in the rural
setting also includes a stronger emphasis on emergency care and the stabilization
and transportation of patients with medical emergencies and trauma. Managed
care has not yet penetrated most rural settings. The committee observed
successful models of rural care, but none that did not have some form of subsidy
or assistance (or both). It also observed impressive examples of the importance of
community commitment to the maintenance of a primary care capacity in isolated
rural areas.

Care of the Urban Poor

Care for low-income or disadvantaged populations, concentrated in the inner
cities, is complicated by the lack of universal insurance coverage, the health care
needs of illegal immigrants, and the low payments for providers in many states.
These problems have often been alleviated by internal cross-subsidies and federal
program formulas that favor institutions and care settings that serve a
disproportionate share of the poor. The combination of competitive cost pressures
and limits on public financing is likely to become much more acute in the near
future and to make existing arrangements unstable. In some areas and states, such
as Arizona, evidence suggests that managed care may be able to take on an
increased share of these populations, but it is not clear how much such an
approach can succeed without some form of subsidy that recognizes the extra
costs now being incurred to serve the primary care needs of these populations.

Role of Academic Health Centers

In site visits, the committee heard numerous complaints from community
programs about the lack of appropriate involvement of academic health centers
(AHCGs) in primary care and about the resulting lack of fit between the products
of their training programs and the needs of managed care and community-based
programs. The problems that AHCs face in surviving in the current health care
market have been well documented elsewhere (Blumenthal and Meyer, 1993; Fox
and Wasserman, 1993; Epstein, 1995; Josiah Macy, Jr. Foundation, 1995). The
extra costs of training, the dependence on patient care income from referrals for
tertiary services, the higher proportion of the poor in their service area, and
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governance processes that make difficult a quick response to market changes are
all handicaps for these institutions in a highly competitive health care market. For
many of these institutions these factors constitute barriers to greater focus on
primary care. Despite these barriers, there are also examples of effective
involvement of AHCs in strengthening primary care. In one state, an AHC's
mission statement was explicit about its commitment to primary care, and this
mission was reflected in the curriculum and in assistance 