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By Robert L. Phillips Jr. and Andrew W. Bazemore

Primary Care And Why It Matters
For U.S. Health System Reform

ABSTRACT The term primary care is widely used as if it were consistently
defined or well understood. In fact, neither is the case. This paper offers
a definition of primary care derived from historical perspectives—from
both the United States and abroad. We discuss the evidence for primary
care’s important functions and international experiences with primary
care. We also describe how and why the United States has deviated from
this fuller realization of primary care, as well as the steps needed to
achieve primary care and health outcomes on a par with those of other
developed countries. These include doubling primary care financing to
10–12 percent of total health care spending—a step that would be likely to
pay for itself via resulting reductions in overall health spending.

D
efinitions of primary care evolved
during the past century, with
leaps forward often coinciding
with efforts to expand access in
developed countries. We begin

this article with a brief outline of primary care
developments in various developed and develop-
ing countries.

Primary Care: History And Context
As Europe wrestled with meager finances and
heavy health care demand in the wake of World
War I, the so-called Dawson Report, prepared
under the chairmanship of Sir Bertrand Dawson
for Britain’s Council onMedical andAdministra-
tive Services, was issued in 1920. The report rec-
ommended the creation of a general medical
service and set forth the notion of primary care,
distinguishing it fromwhatwasprovided in “sec-
ondary” health centers and teaching hospitals.1

However, it took a quarter of a century and an-
other world war to make primary care the foun-
dation of the U.K. health system. Today, primary
care constitutes the “source of 80 percent of all
interactions between patients and the [National
Health Service].”2

United States The United States did not sub-
stantively address primary care for another
twenty years, until the 1960s, when two major
reports helpeddefineU.S. primary care.Onewas
a report from the American Medical Associa-
tion’s (AMA’s) Ad Hoc Committee on Education
for Family Practice, which was chaired by John
Millis, who at the time was president of Case
Western Reserve University. Known today as
the Millis report, it referred to the need of every
individual for a primary physician.3 The other,
the 1966Council Report onEducation for Family
Practice, was produced under the leadership of
WilliamR.Willard, vice president and dean of the
University of Kentucky Medical Center. This re-
port focused on family medicine as a needed
reform of general practice to balance an over-
emphasis on medical specialization.4

Canada Meanwhile, similar efforts were
under way in Canada. The Canadian health min-
ister,Marc Lalonde, issued a report in 1974 amid
health reform efforts in that country that added
health promotion and disease prevention as im-
portant components of primary care.5 The report
set Canada on a path of experimentation with
primary care models that still continues.6

World Health Organization A globally rec-
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ognized definition of primary care was finally
realized in 1978 at the World Health Organi-
zation (WHO) International Conference on
Primary Health Care held in Alma-Ata (now
Almaty), Kazakhstan. The resulting 1978 “Dec-
laration of Alma-Ata”7 stated:
“Primary health care is essential health care

based on practical, scientifically sound and so-
cially acceptable methods and technology made
universally accessible to individuals and families
in the community through their full participa-
tion and at a cost that the community and the
country can afford…. It forms an integral part of
both the country’s health system, of which it is
the central function and main focus, and the
overall social economic development of the com-
munity. It is the first level of contact of indi-
viduals, the family and the community…andcon-
stitutes the first element of a continuing health
care process.”
Although the vision of primary care as founda-

tional for both individuals andnationswasnever
fully realized, the implementation of primary
care went forward in succeeding decades in
nearly all developed countries and in many
others as well.Wide implementation was accom-
panied by experimentation and attempts to
clarify the principles of primary care.8

Lessons from implementation in many coun-
tries resulted in continued evolution and matur-
ation of the definition. The WHO updated its
vision for primary care in the 2008WorldHealth
Report, Primary Health Care: NowMore than Ever,
recognizing the importance of comprehensive-
ness; integration; continuity; patient empower-
ment; bridgingpersonal, family, and community
health; prevention and health promotion; and
team-based care.9 It also emphasized the need
for adequate resources and investment. This re-
vision added specificity to the need for care
teams to provide more comprehensive services.
It also pointed to the chronic problem of under-
estimating the resources needed for effective pri-
mary care, and to cases suggesting that increased
investment improved quality and satisfaction
and reduced health system costs.

Spain Decades of implementation and exper-
imentation reveal that primary care is central to
the functioning of health systems in many coun-
tries, where it is offered more consistently than
in the United States and follows the definitions
above. Spain is a modern example, having
adopted a national health system in 1986 with
the objective of reengineering health care
around primary care. It built its first Primary
Care Health Center that year and by 2006 oper-
ated more than 13,000 such centers nationally.10

It has a primary care physician-to-population
ratio very similar to that of the United States,

but it spends only 8.4 percent of its gross domes-
tic product (GDP) on health care, compared to
16 percent in the United States. Ten years into
Spain’s efforts at health care reform, external
evaluation showed improvements in health out-
comes and equity of access and services in health
care.11 In 2006, Spain’s infant mortality rate was
nearly half that of the United States.12

Developing Countries Asnoted above, devel-
oping nations are alsomaking strides in improv-
ing access to comprehensive primary care as a
means of improving overall health. In fact, Sir
Michael Marmot, chairman of the WHO Com-
mission on Social Determinants of Health, re-
cently stated, “There is no question that part
of improving health in poorer countries, as in
richer, is the provision of comprehensive pri-
mary care.”13

Thailand is a good example of a developing
nation that invested heavily in primary health
care, beginning with subsidized health insur-
ance for the poor and children under age
twelve.14 Since 1990 Thailand has demonstrated
the highest average yearly reduction inmortality
for children younger than age five and greatly
reduced itsmaternalmortality rate. In2001Thai-
land extended universal health insurance to
75 percent of the uninsured population and es-
tablished local clinics as the first point of contact
for primary care. The foundation for Thailand’s
success was laid through progress toward an
equitable primary health care system.15 Thailand
started this process when it had very low per
capita income. It provides a good example of
how to redesign a health system to help reduce
the impact of social determinants of health.

Current Status Of U.S. Primary Care
Definition Asprimary care–centeredhealth care
systems take root elsewhere, the lack of its im-
plementation in theUnitedStates is citedas akey
reason that the nation is falling farther behind in
measuring and improving population health
metrics and continues to have wide disparities
of health outcomes within its population.16

The U.S. Institute of Medicine (IOM) issued
reports on primary care in 1978 and again in
1996. In 1978 the IOM stated that primary care
could be “distinguished from other levels of per-
sonal health services by the scope, character, and
integration of the services provided.” It listed
accessibility, comprehensiveness, coordination,
continuity, and accountability as essential attri-
butes of primary care.17

In 1996 the IOM revised its definition to add
patients and family, community, and integrated
service delivery as important to primary care:18

“Primary care is the provision of integrated,
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accessible health care services by clinicians who
are accountable for addressing a large majority
of personal health care needs, developing a sus-
tained partnership with patients, and practicing
in the context of family and community.” This
definition established primary care as a function
not fully captured by any single specialty. The
IOM declared primary care the “logical founda-
tion of an effective health care system” and “es-
sential to achieving the objectives that together
constitute value in health care.”18

A Workforce In Decline In 2008, some
240,000 primary care physicians represented
35 percent of the U.S. physician workforce in
direct patient care. But this proportion, too,
has been indecline. Amajor factor in this decline
is the enormous growth in the income gap be-
tween primary care and other specialties during
the past two decades. Growth of the income gap
is significantly associated with fewer students’
and residents’ selecting primary care and with
the growth of subspecialty training positions in
academic hospitals.19 These trends have now be-
come so pronounced that it is likely that the
primary care physician workforce will not re-
place itself over the next twenty years.
Similarly, only 37 percent of 80,000 physician

assistants are believed to be practicing in pri-
mary care.20 It is estimated that about half of
the practicing 120,000–140,000 nurse practi-
tioners are in ambulatory care settings, but it
is not clear how many are in primary care.21

Primary care remains the largest platform of
formal health care in the United States: In 2006,
568 million visits were made to primary care
physicians.22,23 This represented 57 percent of
all patient visits. Despite the volume of care,
primary care patient visits are estimated to be
only 6–7percent of total health care spending for
Medicare beneficiaries, and this percentagemay
be lower for the rest of the population.24 Income
disparities leave primary care struggling to com-
pete with more lucrative specialties, both as a
career path for physicians andas revenue centers
for training institutions.
Why Does It Matter? Multiple investigators

from various disciplines have assessed the ef-
fects of primary care and found that when peo-
ple have access to primary care, treatment
occurs before more severe problems can de-
velop.25–27 People who receive primary care also
have fewer preventable emergency department
visits and hospital admissions than those who
don’t.28–32 Primary care clinicians use fewer tests,
spend lessmoney, and protect people from over-
treatment more than do the subspecialists from
whom people seek routine care.33–35 Particularly
for the poor, access to primary care is associated
with improved outcomes, more complete immu-

nization, better blood pressure control, im-
proved dental health, reduced mortality, and
improved quality of life.36–39

People with a regular source of primary care
also receive more preventive services than those
who lack such a source of care.40,41 Higher levels
of primary care in a geographic area are associ-
ated with lower mortality rates, after important
effects of urban-rural differences, poverty rates,
education, and lifestyle factors are controlled
for.42–46 In addition, having a primary care physi-
cian is associated with increased trust and treat-
ment compliance.47 Primary care enhances the
performance of health care systems. It is not the
solution to every health-related problem, but
few, if any, health-related problems can be
adequately addressed without it.

Strategic Opportunities
Health care is themost reliable engineof theU.S.
economy. No other sector comes close to match-
ing its consistency of growth.Yet there is increas-
ing consensus that the nation cannot afford to
continue spending one out of every three tax
dollars on health care. Several strategic oppor-
tunities exist for helpingU.S. primary care trans-
form itself and achieve the definition and
function embraced by the WHO, the IOM, and
most developed nations.
The Patient-Centered Medical Home The

patient-centered medical home is a more com-
plete example of primary care. This model is
characterized by relationships between patients
and teams of providers that endure over time.
Providers offer a broad scope of practice, health
care integration, and transition management,
and they work closely with community support
services as well. As envisioned, a patient-
centeredmedical home is undergirded by robust
information systems that enable quality im-
provement through systematic preventive serv-
ices delivery, utilization monitoring, and popu-
lation health tracking.
Medical home provider teams, whether em-

bedded in practices or in the community, require
sophisticated biomedical, behavioral, and social
skills. The current U.S. health care system
cannot adequately support these models of care
delivery. However, doubling primary care
financing, to 10–12 percent of total health care
spending, would be likely to pay for itself, via
resulting reductions in overall health spending.
This construct has been endorsed by many For-
tune 100 companies and the Medicare Payment
Advisory Commission (MedPAC).48,49 Early re-
sults fromongoing demonstrations include total
health care savings of 15 percent or more, reduc-
tions in hospitalizations and emergency visits,
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and even reductions in mortality.50

Support Structures For Medical Homes
Without the cooperation of outside organiza-
tions responsible for most health care spending,
medical homesmay prove insufficient to achieve
what every other developed country has gained
through primary care. Most early successes with
medical home demonstration projects have
comeoutof integrated servicedeliverynetworks,
such as the Geisinger Health System—most
likely because the system had the infrastruc-
ture and capital to support medical homes.50

Geisinger is a ninety-five-year-old integrated
health system in Pennsylvania and is experi-
menting with a medical home model of primary
care, as well as investing in more intensive pri-
mary care and in population health manage-
ment. The focus on increased accountability
for the personal health of a population served
through medical homes has inspired MedPAC
and others to conclude that successful “account-
able care organizations” in the future will re-
quire medical homes as their building blocks.48

Independent practices or those affiliated with
other hospitals typically do not have payment
models that support such a shift.53 As a result,
in Vermont, under an initiative known as Blue-
print for Health, public and private payers are
experimenting with community care teams,
which embed clinical and population health
functions in a shared community resource that
receives separate payments.

Facilitating Transformation Modernizing
primary care in the United States by moving to
medical homes will happen more quickly with
active facilitation. A primary care extension pro-
gram, modeled after the agricultural extension

program, has been proposed; good examples are
operating in Oklahoma and New Mexico.54 This
concept would have agents in the field to help
practices transform themselves, give them ac-
cess to resources, help connect them to commu-
nity and academic partners, and help them form
learning communities. Especially for practices
without hospital partners, such interventions
could help them form community- or primary
care–based collaboratives, exemplified by Ver-
mont’s Blueprint for Health.

Conclusion
Decades of discussion, research, and implemen-
tation have taught us that investing in primary
care results in healthier individuals and nations.
In terms of health outcomes, the United States
has fallen behind other developed and develop-
ing countries that share a common focus on, and
dedication to, to primary care.Within the United
States, the imperative to reduce health care
spending and disparities in health outcomes
could be realized by expanding primary care to
meet the fuller definition and functions gained
over the past forty years.
Early demonstrations of the patient-centered

medical home, particularly those embedded
within larger more integrated systems, are illu-
minating pathways to better care and savings.
But the pathways are achievable on a national
scale only through payment reform and change
facilitation. Recently enacted U.S. health reform
legislation is likely to spur such changes, but
realizing the full fruits of primary care will re-
quire years of intensified effort and focus. ▪

The authors are grateful to the Josiah
Macy Jr. Foundation for commissioning
an early version of this paper for the
conference, Who Will Provide Primary

Care and How Will They Be Trained?
Raleigh, N.C.; 8–11 January 2010. The
information and opinions contained in
research from the Robert Graham

Center do not necessarily reflect the
views or policy of the American
Academy of Family Physicians.

NOTES

1 Frenk J. Reinventing primary health
care: the need for systems integra-
tion. Lancet. 2009;374(9684):170–3.

2 Johnson A. Vision into action.
Address to the eleventh annual
conference and exhibition of the
National Health Service Alliance.
International Conference Centre,
Bournemouth, U.K.; 2008 Oct 16.

3 Millis JS. Citizens Commission on
Graduate Medical Education. Chi-
cago (IL): American Medical Asso-
ciation; 1966.

4 Willard Committee. Ad Hoc Com-
mittee on Education for Family
Practice. Chicago (IL): American
Medical Association; 1966.

5 Lalonde M. A new perspective on the

health of Canadians. Ottawa: Minis-
try of National Health and Welfare;
1974.

6 Rosser WW, Colwill JM, Kasperski J,
Wilson L. Patient-centered medical
homes in Ontario. N Engl J Med.
2010;362(3):e7.

7 World Health Organization. Alma-
Ata 1978: primary health care.
Geneva: World Health Organization;
1978. Report of the International
Conference on Primary Health Care.
Alma-Ata, U.S.S.R.; 1978 Sep 6.

8 World Health Organization. Global
strategy for health for all by the year
2000. Geneva: WHO; 1981.

9 World Health Organization. Primary
health care: now more than ever.

Geneva: WHO; 2008. World Health
Report 2008.

10 Soria B. The Spanish national health
system: joining efforts to reach op-
timal quality and equity. In: An
international perspective: the suc-
cess of the patient-centered medical
home [Internet]. Washington (DC):
Patient Centered Primary Care Col-
laborative; 2008 Oct 17 [cited 2010
Apr 15] Available from: http://www
.pcpcc.net/content/october-17th-
2008-annual-summit-agenda-
and-files

11 Starfield B, Shi L, Macinko J. Con-
tribution of primary care to health
systems and health. Milbank Q.
2005;83(3):457–502.

MAY 2010 29:5 HEALTH AFFAIRS 809

 on January 17, 2017 by H
W

 T
eam

H
ealth A

ffairs
 by 

http://content.healthaffairs.org/
D

ow
nloaded from

 

http://content.healthaffairs.org/


12 Organization for Economic Co-
operation and Development. OECD
health data 2009: statistics and
indicators for 30 countries. Paris:
OECD; 2009.

13 Marmot M. Harvareian Oration:
Health in an unequal world. Lancet.
2006;368:2081–94.

14 Damrongplasit K, Melnick G. Early
results from Thailand’s 30 baht
health reform: something to smile
about. Health Aff (Millwood).
2009:28:w457–66.

15 Rohde J, Cousens S, Chopra M,
Tangcharoensathien V, Black R,
Bhutta ZA, et al. 30 years after Alma-
Ata: has primary health care worked
in countries? Lancet. 2008;372
(9642):950–61.

16 Starfield B. Is U.S. health really the
best in the world? JAMA. 2000;284
(4):483–5.

17 Institute of Medicine. A manpower
policy for primary care: report of a
study. Washington (DC): National
Academies Press; 1978.

18 IOM. Primary care: America’s health
in a new era. Washington (DC): Na-
tional Academies Press; 1996.

19 Weida NA, Phillips RL Jr., Bazemore
AW. Does graduate medical educa-
tion also follow green? Arch Intern
Med. 2010;170(4):389–90.

20 American Academy of Physician
Assistants. 2008 census national
report. Alexandria (VA): AAPA; 2008
Sep 25.

21 U.S. Department of Health and Hu-
man Services, Health Resources and
Services Administration, Bureau of
Health Professions. The registered
nurse population: findings from the
2004 National Sample Survey of
Registered Nurses. Rockville (MD):
BHPr; 2004.

22 Morrissey JP, TausigM, LindseyML,
editors. Network analysis methods
for mental health service system re-
search: a comparison of two com-
munity support systems. Rockville
(MD): U.S. Department of Health
and Human Services; 1985. Pub. no.
(ADM) 85-1383.

23 Cherry DK, Hing E, Woodwell DA,
Rechtsteiner EA. National Ambula-
tory Medical Care Survey: 2006
summary. Hyattsville (MD): Na-
tional Center for Health Statistics;
2008. National Health Statistics Re-
ports no. 3.

24 Goroll AH, Berenson RA,
Schoenbaum SC, Gardner LB. Fun-
damental reform of payment for
adult primary care: comprehensive
payment for comprehensive care. J
Gen Intern Med. 2007;22(3):410–5.

25 Gonnella JS, Cattani JA, Louis DZ,
McCord JJ, Spirka CS. Use of out-
come measures in ambulatory care
evaluation. In: Gebink G, White N,
Eaden J, editors. Ambulatory medi-
cal care—quality assurance. La Jolla
(CA): La Jolla Health Science Publi-

cations; 1977.
26 Ferrante JE, Gonzales EC, Pal N,

Roetzheim RG. Effects of physician
supply on early detection of breast
cancer. J Am Board Fam Pract.
2000;13:408–14.

27 Gadomski A, Jenkins P. Ruptured
appendicitis among children as an
indicator of access to care. Health
Serv Res. 2001;36:129–42.

28 Hochheiser LI, Woodward K,
Charney E. Effect of the neighbor-
hood health center on the use of
pediatric emergency departments in
Rochester, New York. N Engl J Med.
1971;285:148–52.

29 Wasson JH, Sauvigne AE,
Mogielnicki RP. Continuity of out-
patient medical care in elderly men:
a randomized trial. JAMA. 1984;252
(17):2413–7.

30 Hurley RE, Freund DA, Taylor DE.
Emergency room use and primary
care case management: evidence
from four Medicaid demonstration
programs. Am J Public Health.
1988;79:843–6.

31 ParchmanML, Culler S. Primary care
physicians and avoidable hospitali-
zation. J Fam Pract. 1994;39:123–8.

32 Bindman AB, Grumbach K, Osmond
D, Komaromy M, Vranizan K, Lurie
N, et al. Preventable hospitalizations
and access to health care. JAMA.
1995;274(4):305–11.

33 Cherkin DC, Rosenblatt RA, Hart LG,
Schneeweiss R, LoGerfo J. The use of
medical resources by residency-
trained family physicians and gen-
eral internists: is there a difference?
Baltimore (MD): LippincottWilliams
and Wilkins; 1987.

34 Greenfield S, Nelson EC, Zubkoff M,
Manning W, Rogers W, Kravitz RL,
et al. Variations in resource utiliza-
tion among medical specialties and
systems of care: results from the
Medical Outcomes Study. JAMA.
1992;267(12):1624–30.

35 Schoen C, Osborn R, Doty M, Bishop
M, Peugh J, Murukutla N. Toward
higher-performance health systems:
adults’ health care experiences in
seven countries, 2007. Health Aff
(Millwood). 2007;26:w717–34.

36 Lohr KN, Brook R, Damberg C,
Goldberg G, Leibowitz A, Keesey J,
et al. Use of medical care in the
RAND Health Insurance Experi-
ment: diagnosis- and service-specific
analyses in a randomized controlled
trial. Med Care. 1986;24:S1–87.

37 Goldberg GA, Newhouse JP. Effects
of cost sharing on physiological
health, health practices, and worry.
Health Serv Res. 1987;22:279–306.

38 Newhouse JP, Health Insurance
Group. Free for all? Lessons from the
RAND Health Insurance Experi-
ment. Cambridge (MA): Harvard
University Press; 1993.

39 Ferrer RL, Hambidge SJ, Maly RC.
The essential role of generalists in

health care systems. Ann Intern
Med. 2005;142(8):691–9.

40 Dietrich AJ, Goldberg H. Preventive
content of adult primary care: do
generalists and subspecialists differ?
Am J Public Health. 1984;74:223–7.

41 Bindman AB, Grumbach K, Osmond
D, Vranizan K, Stewart AL. Primary
care receipt of preventive services. J
Gen Intern Med. 1996;11:269–76.

42 Shi L. Primary care, specialty care,
and life chances. Int J Health Serv.
1994;24(3):431–58.

43 Vogel R, Ackermann RJ. Is primary
care physician supply correlated
with health care outcomes? Int J
Health Serv. 1998;28(1):183–96.

44 Shi L, Starfield B, Kennedy B,
Kawachi I. Income inequality, pri-
mary care, and health indicators. J
Fam Pract. 1999;48(4):275–84.

45 Franks P, Fiscella K. Primary care
physicians and specialists as per-
sonal physicians: health care
expenditures and mortality experi-
ence. J Fam Pract. 1998;47:103–4.

46 Baicker K, Chandra A. Medicare
spending, the physician workforce,
and beneficiaries’ quality of care.
Health Aff (Millwood). 2004;23:
w184–97.

47 Fiscella K, Meldrum S, Franks P,
Shields CG, Duberstein P, McDaniel
SH, et al. Patient trust: is it related to
patient-centered behavior of primary
care physicians? Medical Care. 2004;
42(11):1049–55.

48 Medicare Payment Advisory Com-
mission. Accountable care organi-
zations. Chap. 2 in: Report to the
Congress: Improving incentives in
the Medicare program [Internet].
Washington (DC): MedPAC; 2009
Jul 10 [cited 2010 Apr 15]. Available
from: http://medpac.gov/chapters/
Jun09_Ch02.pdf

49 Patient Centered Primary Care Col-
laborative. Evaluation/evidence of
PCMH [Internet].Washington (DC):
PCPCC; 2010 [cited 2010 Apr 15].
Available from: http://www.pcpcc
.net/evaluation-evidence

50 Grumbach K, Bodenheimer T,
Grundy P. The outcomes of imple-
menting patient-centered medical
home interventions: a review of the
evidence on quality, access, and
costs from recent prospective evalu-
ation studies [Internet].Washington
(DC): PCPCC; 2009 Aug [cited 2010
Apr 15]. Available from: http://
www.pcpcc.net/files/pcmh_
evidence_outcomes_2009.pdf

53 Rittenhouse DR, Shortell SM, Fisher
ES. Primary care and accountable
care—two essential elements of de-
livery-system reform. N Engl J Med.
2009:361(23);2301–3.

54 Grumbach K, Mold JW. A health care
cooperative extension service:
transforming primary care and
community health. JAMA. 2009;301
(24):2589–91.

Urgency Of Problem

810 HEALTH AFFAIRS MAY 2010 29:5

 on January 17, 2017 by H
W

 T
eam

H
ealth A

ffairs
 by 

http://content.healthaffairs.org/
D

ow
nloaded from

 

http://content.healthaffairs.org/



