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I. The Problem
Primary care is the principle intake point for much of healthcare and a critical element in
prevention and chronic disease management. Who are primary care providers and what
do they do that makes them unique? “Primary care is continuing, comprehensive, and
preventive personal medical care. A primary care provider should be able to treat most
of the top 25-40 diagnoses which make up 60-90% of office visits.” 1 Primary care should
meet IOM goals—safe, effective, patient centered, timely, efficient, and equitable—yet
repeated evidence indicates that it falls far short. Only about half of all patients receive
fully appropriate care.2 3 4 56 Patient satisfaction is limited.7 8 Continuous improvement,
as a concept, has not been broadly accepted, although primary care physicians appeared
more receptive than specialists.9 At the same time, disturbing trends are appearing among
primary care practitioners. Substantial numbers are dissatisfied, varying by location.10 11
12 13
One article, in the Annals of Internal Medicine, begins simply, “Primary care is in
crisis.”14 The Society of General Internal Medicine has noted the issue in a report on the
future of general internal medicine. 15 Their recommendations emphasize several of the
goals described below, particularly the practitioner role in coordinating complex care.16
Enrollment in primary practice residencies is falling.17 18 “[T]he negative factors making
primary care less appealing include the trainees’ perceptions of job dissatisfaction among
primary care practitioners, lack of prestige, indebtedness, lower income potential, greater
stress, bureaucracy, changing consumer preferences away from primary care, and a lack
of clarity about the future of primary care practice as other types of providers enter the
field.”19 These might be summarized as a lack of respectable professional self-image.
The nation clearly needs a new vision that offers substantially more both to doctors and
patients, and provides a clinically and economically sound foundation. The issues at stake
are extensive and fundamental:
1. Maintenance of an attractive, reassuring, and clinically competent “point of entry”
for patients;
2. Effective management of a large and growing chronic disease population;
3. Improvement of primary and secondary prevention activities;
4. Providing primary care practitioners with a rewarding professional life, including
income, professional development, satisfaction with practice, and work/life
issues;
5. Control of cost of care through improved effectiveness of diagnosis and
treatment;
6. Expansion of services to the uninsured, underinsured, and Medicaid populations.
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The problem is not just the crisis of primary care as it is currently understood but also the
relationships between primary care, the hospital, and other elements of a comprehensive
care program. The disintegration of linkages between community physicians and
community hospitals has contributed in part to the developments and potential
achievements of both. Primary care is a selective and integrative activity. It channels
patients to the right resources, and integrates multiple services for multiple needs. Any
program to achieve the new vision must meet six important criteria:
1. It must be responsive to patient needs as patients perceive them. Patients must
be “delighted” by their encounters, in the sense that they will return when
appropriate and that they will recommend the provider to others;
2. It must provide benchmark level care against IOM goals. CMS’ Physician
Focused Quality Initiative measures are available for several important
disease groups.20 It is likely that the number of measures of care will expand
over time. The measures will permit continuous improvement in quality and
effectiveness;
3. It must “delight” practitioners, so that it attracts and retains an expanding
stream of caregivers;
4. Beyond the IOM’s “efficient” goal, it must be economically viable, providing
care that maximizes value. Implicit in this criterion is effective management
of referrals for patients needing specialty care;
5. It must use financial incentives to reward providers and patients for
constructive behavior. Insurers and other buyers must participate in designing
the incentives;
6. It must be implemented “on the fly,” working with real patients and
practitioners without substantial disruption to their care or their practices.
These are demanding criteria. The eventual solution must include radical changes, but
they must be introduced with due regard to current needs. The vision itself is not new;
the history of “gatekeeper physicians,” purchased practices, and medical management
corporations is one of failed attempts. Yet the need is pressing, and there are many
tempting records of small and isolated trials.
In the next sections, we present a vision of primary care: how it might be
implemented; organizations most likely to implement the vision; and the means to
evaluate its processes and outcomes, and in turn enrich our theoretical and practical
knowledge.
II. The Vision
The possibilities for the vision include both patient-oriented and practice-oriented
opportunities. For patients, one could envision an expanded network of prevention
and care opportunities beyond the traditional doctor’s office and emergency
department:
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1. Expanded use of web communication, encouraging patients to use risk
evaluation surveys, email, and general health information sources;
2. Use of telemedicine, home monitoring, home visits, and group visits for
patients in similar circumstances, such as congregate living, to make chronic
care more convenient;
3. Expanded access to "just in time" health care—shopping mall or workplace
triage centers staffed by nurses or midlevel practitioners who are trained and
electronically supported by a central service;
4. Coordinated use of nurses, psychologists, podiatrists, chiropractors,
alternative medicine practitioners, midlevel caregivers, social workers, doulas,
and parish nurses for improved convenience in dealing with minor medical
needs;
5. Integrated primary and specialty care in a primary care visit; e.g., the PCP
coordinates chronic care for the severely depressed patient through instant
psychiatrist input, nurse care managers, and a payment system that
compensates for the incremental time and cost of caring for a mentally ill
patient in the PCP office;
6. Expanded access to gender and ethnically matched caregivers;
7. Expanded counseling on palliative and end-of-life care, including grievance
management.
From a patient perspective, care would be accessible through multiple mechanisms,
including voice phone, email, websites, and geographically and temporally convenient
sites for hands-on care in addition to the primary physician’s office, the specialist’s
office, and the emergency department. Patients would have a choice of practitioner. No
one would be denied access to a physician, and patients could seek second medical
opinions if they desired, but marketing devices, including placement, promotion, and
price, would channel patients to the most cost effective care. Higher cost options would
be chosen much less often than they are now, because other avenues would be more
convenient for patients and more carefully managed. Seriously ill patients would get
protocol-driven care, a standardized record to reduce errors and delays, specialist
consultation and referral as indicated, and continuing management by a personal
physician.
Most of these approaches have been demonstrated as cost-effective in limited and closely
controlled trials, but they are generally not cost effective in open use under current
insurance arrangements. To make them work effectively in real communities would
require effective clinical management designed to optimize prevention and limit
unrewarding treatment:
1. A standardized electronic medical record to reduce errors and coordinate
multiple caregivers;
2. Faster, more extensive communication through wireless and hand-held
support;
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3. Evidence-based protocols and measures to optimize management of common
chronic diseases;
4. Increased training and “service excellence” approaches to improve the quality
of the patient experience, and patient receptiveness to clinical advice.
A sophisticated modern organization could install a system of this kind. But modern
organizations work by building loyalty and providing rewards to their members as well as
their customers. To make the system attractive to primary care physicians and other
caregivers requires a responsive organization that frees caregivers to give care. The
organization must answer the caregivers’ needs as the caregivers see them. This is likely
to require:
1. Personnel management that meets caregivers' work/life concerns, including
recruitment, credentialing and selection, staffing and scheduling programs,
on-call coverage, and locum tenens relief;
2. Support for ongoing staff development, including recruitment, credentialing,
and continuing education;
3. Incentive pay for quality, effectiveness, and patient satisfaction, and an
opportunity for compensation beyond current market levels;
4. Highly effective logistic and business office functions that would make
facility, supply, and finance operations transparent to clinical personnel;
5. Capital for maintaining, updating, and expanding the program.
One can imagine a different world in primary care, a system gently promoting the sickest
patients to the physicians’ direct care and offering the less sick a variety of options.
Patients would have an array of choices, but those choices would be coordinated to direct
the patient to the most clinically effective path, whether it be the emergency department
and catheterization lab or the school nurse, parish nurse, or website for advice and
reassurance. All of these options are available now in most cities. The difference would
lie in their integration and coordination. Training, protocols, the electronic record, and
rapid communication would assure quality, both by standardizing responses and by
providing fast, easy medical backup. Price, placement, and promotional incentives would
manage the high volume traffic of primary care. Extended hours, geographic
convenience, culturally matched caregivers, coupons, and reduced co-payment would
encourage the patient with primary prevention, reassurance, and self-limiting disease
needs toward low cost sites. Primary physicians and midlevel practitioners would manage
the smaller volume but higher cost and risk chronic patient.
The proposed model develops the primary care physician as an expert in leverage and
information. The primary care physician would use web-based technologies, electronic
reminders and alerts for evidence-based screening and treatment recommendations, local
nurse clinicians, and midlevel providers as leverage to optimize reach to the client. These
mechanisms will provide patients the opportunity to access care on their own terms
without waiting for lower levels of care. For example, a 40-year-old woman would
receive an electronic alert as a convenient mechanism for a health inventory and
symptom assessment at her convenience. Based on an electronic algorithm, the patient
would be provided instantaneous screening recommendations and orders for a
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mammogram, blood count, and cholesterol screen. While the primary care physician
would supervise the process, the patient may not be required to see the physician.
Similarly, the patient with diabetes would have automatic evidence-based interval
screening recommendations and orders for a retinal exam, hemoglobin A1C, and foot
exam. These electronic systems never fail to remember to provide the evidence-based
recommendations and simultaneously provide convenient access to these standard
interventions. The current system of providing less than 50% of screening
recommendations is gone.21 22All patients with a heart attack will receive their betablockers and ACE inhibitors. Similarly, the system will have immediate access to
interactive patient education materials on-line to discuss the mechanics, benefits and risks
for specific services. Interactive patient materials already exist through several vendors
and would allow the patient as much time as necessary to understand the specific service.
Eliminated are the days when the rushed physician explains the risks and benefits of
colonoscopy in 2 minutes. The 50-year-old man will be instantly offered colon cancer
screening and be provided with state-of-the-art and interactive information for decision
making. This provides a consumer-directed system that once developed is nearly cost
free for each individual while assuring full compliance and real informed consent.
While ideally all patients would obtain the recommended services, the electronic system
will alert the nurse-clinician that the patient did not receive her recommended
mammogram. The nurse-clinician will be located in the community with the knowledge
of logistic and cultural concerns of the local population. The nurse would be aware of the
non-compliance and have the time to call or visit the patient and discuss her concerns and
issues. The nurse will provide the bridge from the electronic system to the health care
delivery system. He/she will be a knowledgeable advocate for the patient with expertise
in how and where to get laboratory and radiology testing, coordinate care, and assure
culturally appropriate and individualized compassionate care. These nurse-clinicians will
be immediately available 24 hours a day through e-mail, phone, or in person. Access to
these knowledgeable experts will better assist in triaging patients to the optimal caregiver
as well as dramatically reduce inappropriate patients going to the high cost emergency
room.
Midlevel providers—nurse practitioners, physician assistants, and nurse midwives—will
be the primary provider for most examinations and care oversight. These individuals
already have the expertise for routine screening and treatment services. By locating them
in convenient locations around the community, the patient will have more convenient
access than today’s centralized system. These practitioners will be located in malls,
churches, schools and businesses. They will understand the local community conditions
that may be important for both optimal psychosocial and clinical needs. As in the
managed care days of the past, these providers will be responsible for assuring screening
compliance of a specific patient population as well as provide most of the basic health
care services. In addition, these providers will both triage and coordinate more
specialized or advanced care with other caregivers. This expert will assist the chronic
care patient with multiple problems in developing a single and coordinated plan.
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Lastly, the primary care physician will be the primary consultant for complicated
patients, one of the educators of nurses and midlevel providers, assure the adoption of
contemporary and evidence-based care for their population, and manage the system. The
primary care physician will provide an important link from the patient population to the
hospital and cadre of specialists. They will assure the appropriate continuum of care
from the outpatient to inpatient to hospice care. They will manage population level
information as well as assure that the systems are effective and efficient for each
individual client. While the healthy patient that only requires regular screening will not
likely see this physician, this person will be the expert in leveraging resources and
information to assure outstanding and individualized patient care. (See Figure 1) In
addition, the primary care physicians will develop strong and reliable relationships with
specialists. Direct phone and e-mail consultations will be completed for patient-specific
issues. This will eliminate multiple visits to several providers. The primary care
provider will coordinate and directly work with specialists to achieve outstanding quality.
For the patients that need to see a specialist for a specific condition, the primary care
physician will serve as the coordinator of these advanced services. For example, a
hypertensive patient may require more specialized advice on complex management from
a cardiologist. The primary care provider will directly interact with that cardiologist to
make a plan for the patient. Unless the cardiologist has a specific reason for the patient to
visit, such as a cardiac catheterization, the patient will be managed completely by the
primary care provider with the invisible (to the patient) consultation with the cardiologist.

III. The Business Model
A sophisticated marketing organization, a retailer of medical care, would be essential to
mount the transition we envision. Such an organization could revolutionize primary care,
as Ritz-Carlton, Border’s, Southwest Airlines, and Wal-Mart have revolutionized other
retailing activity. The major requirements for the organization—marketing (both to
patients and caregivers), logistic support functions, clinical practice functions, and
financial management—are depicted in Figure 2.
The full implementation of this package would be a massive change. The current array of
independent and loosely affiliated vendors would be organized. Primary care practice
would resemble the service lines that have been successful for specialist care. Primary
care physicians would have a major role, serving as caregivers for the most complex,
chronically ill patients and consultants to other caregivers. Non-physicians at varying
levels of skill would manage routine prevention, reassurance, and self-limited disease.
Quality would be maintained through training, convenient consultation, and protocols.
Caregiver satisfaction and patient satisfaction would maintain through “service
excellence” and “magnet” approaches recognizing the importance of meeting worker
needs. Financial gain would occur through efficiencies in the logistic and business office
functions, but principally by revised clinical care—improved prevention, reduced
unnecessary and futile treatment, improved management of chronic disease, and
improved patient comfort with service and reliability.
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The business model is an organization that:
1. Effectively provides multiple levels of patient access, in sites and hours
convenient to the patient;
2. Coordinates these levels through protocols, electronic communication, and
responsive supervision;
3. Advertises itself to patients as “the place to go for any kind of medical need”;
4. Advertises itself to caregivers as “the place to practice excellent medicine and be
rewarded for it,” and delivers on that promise with service, flexibility, and betterthan-competitive compensation;
5. Achieves economic viability by promoting optimal as opposed to maximal care.
This departs radically from current practice. First, to our knowledge, no one has tried to
offer an integrated, multiple-level access system leveraging the primary care physician
with other caregivers. Second, the electronic record is still a promise rather than a reality
in most locations. Third, only a few organizations have demonstrated excellence in
marketing, logistics, and clinical management, three of the four components of Figure 1.
The model demands an organization that can recruit and retain personnel, maintain the
logistics, operate the information systems, train professionals and non-professionals,
measure performance, and support a culture of continuous improvement. More complex
than marketing household goods or airline flights, it can only be successful if doctors,
other caregivers, and patients find it preferable to current models.
Most seriously, the model requires two important revisions to health insurance. It is
economically justified by reduction in use of services, substituting optimal treatment for
maximal treatment. In the end, maximal care is unsustainable. But this is the path that led
to “managed care,” a revolution some say failed. First, the patient must share economic
risk. Somehow, the marketing organization must find acceptable ways to bring the
economic consequences into the patient’s decision making. Second, the model will
require substantial changes in provider payment mechanisms. The primary caregivers
must be explicitly rewarded for quality and service. It is highly likely that incomes for
primary care providers must increase, to recruit and retain the corps of knowledgeable
and dedicated caregivers that the model demands. Third, the success of the model means
a reduced likelihood that a patient will receive the most expensive interventions. Other
things being equal, that reduces specialist and hospital income. If a hospital were to
implement the model successfully under current reimbursement models, it would face
negative financial consequences.
These are truly “wicked problems.”23 Yet the need for solution is undeniable. The present
model compounds a dozen other problems, from the uninsured to freestanding specialty
centers. It also raises the specter of the disruptive innovator. Successful innovators leave
a trail of bankrupt competitors. If today’s leading healthcare organizations do not address
primary care, someone else might. Also, a surprising number of parts to the solution are
at hand. New companies have moved rapidly to make protocols practical. The electronic
record does work, and the Veterans Administration version is operational and available
for nothing. Self-administered health risk analysis is used successfully.24 The lower cost
alternatives for care, from generics to hospices, now document that they meet IOM goals
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in well-managed applications. “Service Excellence” and “Magnet Hospital” programs
have been successfully implemented in many hospitals. The path to overall excellence in
hospital and specialty care has been blazed by about 200 hospitals.25
The least tractable of the four components of Figure 1 is the finance. Three elements must
be managed simultaneously, to provide patient incentives, primary provider incentives,
and protection to the hospital.
• The growth of point-of-service copayment provides an avenue for the first. A subscriber
would face an array of copayments. Websites might be free; midlevel providers in
malls $5; primary care physicians $25, and emergency departments and specialists
without prior referral $100. Coupons—copay reductions—could be used to promote
compliance for key services. A coupon might encourage necessary referral to more
skilled practitioners, or a smoking cessation program. An obese patient achieving
significant weight loss could be awarded with reduced or eliminated copays.
• We envision an increase in primary care practitioner total compensation as part of the
incentives for joining the organization. Starting with a fair market income, a
practitioner could realize up to 25 percent bonuses based on quality, service, and
utilization scores. (We have deliberately left the structure of the physician
participation open. It could be through a limited liability corporation or employment,
and there are multiple ways to structure each. We believe the proper incentives can be
built into most structures, and local history may determine the outcome.)
• The protection of the hospital and specialists may be the least serious of the needs.
Given a reasonable period of testing and growth, demand for high cost acute care will
rise during the period due to population aging. It is possible that the hospital can
maintain competitive specialist compensation and its own cash flow requirements by
careful planning. For an experimental situation, the insurer might guarantee either of
these risks at some level.
IV Candidates
Who could develop the “Wal-Mart of medical care”? The business model requires solid
insight into the cutting edge tools of 21st century management. It is based on the thinking
that drives Malcolm Baldrige National Quality Award winners. It also requires a solid
foundation of clinical management, from the selection and maintenance of protocols to
the support of professional personnel, to the implementation of a fully electronic,
dynamic, and longitudinal medical record. It requires sufficient financial strength to deal
with the issues of risk sharing and the interim losses that are likely to arise. It requires
substantial patience. A reasonable trial might take three to five years, the rollout longer.
We envision four organizational forms with the ideal characteristics to implement this
21st century primary care model: 1) Entrepreneurial and patient focused integrated
healthcare delivery systems with the resources and patient population ready for
innovation; 2) Individual or small groups of primary care providers with business and
technological savvy; 3) Insurance companies with an interest in efficiently managing
their patient population and developing expertise in primary care networks; 4) Health
departments that have a large underserved population that require primary care services at
8

the lowest possible cost. While the orientation of each of the four ideal candidates is
different, each of these has at least some of the elements for successful implementation of
the model.
Among potential candidates are operating healthcare companies like Kaiser-Permanente,
Mayo Clinics, Intermountain Health Care, and Catholic Health Initiatives, insurance
firms such as Wellpoint and United Health Care, and government providers, like the VA.
To succeed, each must demonstrate flexibility and mass-market acceptance, have the
financial resources, provide care, support a sophisticated information technology
infrastructure, and utilize midlevel and physician provider partnerships for the delivery of
primary care services. Early candidates would also serve a large and widely dispersed
patient population. Somewhere, some small group of doctors and venture capitalists may
build the model. Their efforts could lead to a massive shift in developing the health care
system of the future, stifling most current provider organizations as Wal-Mart destroyed
its competitors.
While the ideal candidates have great potential for success, each has different strengths
and liabilities for implementation. First, the integrated delivery model has both the
expertise and financial resources to develop the 21st century primary care model;
however, these systems tend to avoid risk and entrepreneurial activities. They are both
slow to engage and have not been overly successful in managing physician practices in
the past. Second, primary care physicians have the benefits of moving rapidly and often
have real entrepreneurial tendencies with a motivation for innovation. These providers
know how the basic business and understand patient issues in fundamental ways.
Unfortunately, these physicians will require technologic expertise and financial resources
to support the leveraged and information-based model. These providers may need to
partner with venture capitalists, bankers and experts in information technology to be
successful. Third, the insurance companies have a ready-made patient population with
the potential to manage their existing information repositories. They should have ready
access to both the financing and information expertise in implementation; however, these
companies will only rarely have expertise in patient care and/or running offices. Lastly,
the health department will likely have patient care expertise and some ability to manage
information; however, these systems tend to be devoid of entrepreneurial spirit. In
addition, these indigent systems of care tend to be very slow in adopting new
technologies and have real challenges in maintaining high quality and devoted clinical
staff. Thus, each of the four candidates has both strengths and challenges in
implementing our new patient centered model. Clever partnerships may blend the
preferred components to allow even more optimal implementation with more limited risk.
A not-for-profit healthcare corporation and physicians currently in practice might easily
avoid any experimentation in the problem. There is as yet no groundswell of demand for
change. The path is hazardous, possibly even imprudent. There are only three reasons for
accepting the challenge:
1. It is a central part of the healthcare organization’s mission.
2. It is a task that addresses the core issues of 21st century healthcare, balancing
equity, cost, and access to the most advanced technology.
3. A competitor might achieve the vision and capture the market.
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Realistically, the organization will require either a compelling and critical business case
or an incredible tendency for entrepreneurial innovation. For example, the VA system is
becoming overwhelmed with the number and frequency of patient visits across their
system. Perhaps this model will provide the answer to solve their access problem.
Similarly, the three-person primary care office is interested in the business prospects of
caring for an even larger population. And lastly, the integrated heath delivery system
may wish to assure a steady stream of patients to their specialists and hospitals. By
providing 21st century primary care, these organizations will be likely benefited in terms
of market share, efficiency, and profitability. Their customers will likely appreciate these
innovative systems for culturally appropriate, personalized, efficient, and easily accessed
quality care.
V Designing a Path
How does an interested organization move from concept to implementation? Candidates
for 21st century primary care will require a logical and prudent process to realize their
vision. The elements of development are part of any business planning process. (See
Figure 3) The various elements to implement this model include: 1) committed project
leadership; 2) detailed assessment of market conditions including: target service
populations, competitors, likely partners, environmental roadblocks, and community
interests; 3) understanding of operational needs including: personnel, leverage models,
and target partners such as hospitals, specialists, vendors for evidence-based care
processes, and information technology; 4) analysis of financing needs and cash flow; 5)
execution plan for implementation including pilot testing and systematic roll-out.
Leadership and Staffing
This project must be viewed as a venture, with a firm organizational commitment, a
project leader and staff, and funding for a substantial period of time. The sponsoring
organization must identify a trial site, frame an offer to primary care physicians currently
working in the site, and work with those physicians to complete the design and
implement a trial or trials.
The project could be structured as a business start-up: venture capital commitment, a
governance structure, a CEO or senior leader, and an implementation team. The
governance structure should ideally include representatives of critical stakeholders: the
provider system, the participating physicians, the insurer, and the community. While the
structure could be a subsidiary rather than a freestanding organization, it should have
substantial autonomy within agreed upon goals.
The critical ingredient for any of the candidates is strong primary care physician
leadership. Fortunately, a large cadre of these skilled physicians are being developed
through MHSA, MBA, MMM and dual MD degree programs; and through organizations
such as the American College of Physician Executives. Clearly, the physician leader
must be capable of balancing leverage and information technology opportunities within a
personalized and culturally sensitive care system.
The project will require staff to support discussion, selection, and implementation of
specific procedures, including training. A reasonably large integrated system has the
necessary skills and could supply them on a contract basis.
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Understanding Market Needs
The model depends on a sophisticated balance of supply and demand. Data from a
reasonably large patient population should be analyzed to quantify appropriate demand
for various providers. Issues of convenience, like cultural matching and travel time, must
be weighed against cost and provider work loads. Surveys and focus groups of the patient
population will be necessary to evaluate their trade-offs on convenience and amenities
issues. Clinical need must be judged from protocols. Efficient but realistic standards must
be established for provider contact times. Supervisory demands on primary physicians
must be established. Scheduling systems must be selected or designed. These studies are
all feasible, but they will require six to twelve months to complete, using skilled staff
support.
Understanding Provider Needs
A systematic “listening” activity aimed at understanding and meeting caregiver needs is
essential to success. The history of failed relationships must be replaced by real
collaboration toward common goals. “Magnet” and service excellence principles are
clearly applicable. They require a mission focus, training of both workers and
supervisors, and willingness and ability to act on problems perceived by workers.
Employing these approaches in primary care must begin with primary care physicians.
These individuals must feel that they are empowered, in the sense of being able to impact
their work environment.
Graduating medical students are losing interest generally in primary care.26 We have
seen sharp declines in AAMC graduates entering primary care, internal medicine,
pediatrics, obstetrics and gynecology and family medicine. As highlighted earlier,
today’s graduates are looking for work-life balance, opportunities for state-of-the-art and
specialized expertise, and good income opportunities. Unfortunately, today's graduates
grade our standard primary care model with poor marks for each of these areas. The 21st
century model develops primary care physicians as the experts in information technology,
evidence-based practice, and leverage. In addition, the optimal leverage of lower cost
technologies and personnel provide huge income opportunities for these entrepreneurial
physicians. Whether the model is originated by the integrated health system, primary
care practitioner, insurance company, or health department, these physicians will have the
opportunity to be specialized experts in patient care just as an otolaryngologist specializes
in skull-base surgery. The rebuilt primary care specialty will likely appeal to the
innovative and technologically prepared graduate with an interest in chronic disease,
prevention, and team leadership.
Understanding Consumer Needs
Lastly, and more importantly, this care model will support high quality, consumer
oriented, clinical services. As our population becomes ever more technologically
proficient, individuals are looking to the web for medical information. Unfortunately,
patients seek information from both high quality and suspicious sources that often causes
confusion, unrealistic expectations, provider-patient conflict, and greater resource
consumption. By supporting contemporary and continuously updated evidence-based
and interactive recommendations, both providers and patients will develop even greater
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satisfaction levels. Further, the automated reminders and alerts to both the patient and
provider will eliminate the need for clinicians to remember important details. Instead, the
electronic system follows its rules-based logic flawlessly every time.
Implementation
The trial will fail if it does not “channel” patients and if it does not reverse the trend away
from primary care medical practice. Implementation requires an effective management
team; people who can solve problems, change processes, answer questions, and make
things happen. The experience of high-performing organizations suggests that they create
these skills rather than hiring them.27 The management positions for the trial must contain
sufficient potential reward to attract capable people, but the people will probably come
from the supporting organization. A record of success in inpatient and service line care
will be a valuable asset to a sponsoring organization.
Financial Modeling
The financial arguments for 21st century primary care are obvious, but challenging. By
leveraging low cost technologies and personnel for the vast majority of care, more people
will have access to better care using fewer, yet more accessible, resources. Similarly, the
embedded evidence-based and dynamic clinical practices will likely provide the right
care at the right time for the right patient. Our proposed model of care will result in
evidence-based practices that dramatically reduce costs by eliminating excess utilization
and needless repetition in diagnostic tests. They will ultimately reduce the burden of
disease by assuring that all of the population are compliant with recommended prevention
and screening. Finally, they will incorporate education and encouragement for palliative
care and more efficient management of end of life care.
The exact impact of these changes on current hospital and specialist revenue is a matter
of concern. Financial modeling to estimate the impact is prudent. A healthcare system
sponsoring the trial can offset some of the risk by careful planning of its specialty
services and physician affiliation. Buyers and insurers have a great deal at stake in this
experiment. It is reasonable to ask them to participate in the planning and in the risk.

Pilot and Roll-out
Many of the problems of the 1990’s were due to haste to do “the next new thing.” We
believe the problem is too complex for precipitous action. We envision a pilot of six to
twelve primary care physicians, serving a population of 12,000 to 25,000 that is part of an
urban area or in a small community. We would look for “early adopters,” doctors who are
willing to experiment and who have confidence in the sponsoring organization. Their
practices provide data to develop leveraging of non-physician caregivers, to analyze
clinical needs, and to develop a reliable model of financial implications. They also
provide a laboratory for management processes.
If the model were successful, it should by definition be attractive in other sites.
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VI Research and Evaluation
The structures, processes and results of the new model should be monitored in systematic
and methodologically rigorous ways so they can be evaluated, published, and replicated.
Successes, failures, and their precursors and sequella, provide feedback to stakeholders
and inform next steps. Without systematic measurement and study, the organizational,
behavioral and economic motivators and mechanisms of action might be missed.
These evaluation and research efforts are tailored to the particular program, community,
health system and practice sites. Research designs, sampling schemes, data and analytic
models vary to fit the aims of the change and the research.
Initially, stakeholders should be asked for their most pressing concerns and needs related
to the potential changes; these questions then drive decisions on the research design, what
sites to sample and what data to collect. Managers, physicians, patient advocates and
office staff are often best able to help identify best measures to use, which data elements
should be collected from which sources, and other helpful avenues through the unique
nature of their communities and data.
Data and plans for analysis need to be specified in advance of interventions so that
baseline phenomena can be documented. This provides the opportunity to measure the
processes and outcomes that existed prior to any implementation. Similar measurements
are required at the non-intervention, or control, sites, so that any observed changes that
might be associated with the intervention are not attributed mistakenly to the passage of
time or other concomitant environmental factors at work in the community and system.
There are several experimental and quasiexperimental research designs that permit
controlled comparisons among critical dimensions. While randomization of integrated
delivery systems, group practices, individual providers and patients might not be feasible,
observational case-control designs can offer close approximation of relationships and
interactions that are instrumental in developing the vision.
Other studies have used the case-control design to monitor and evaluate the effects on
providers and patients of innovations such as electronic point of service care records,
financial bonuses, and case management. As part of a Robert Wood Johnson Foundation
program on integrating depression and primary care, primary care group practices were
assigned to "case," or intervention sites, and "control," or usual care sites. At the
University of Michigan, interventions included new procedure codes, financial incentives
to the practices and the physicians, and electronic care records that included depression
status scores derived from patient-nurse manager telephone contacts. In intervention sites,
the researchers utilized specialty care managers and an interactive voice recognition
system for ongoing monitoring of integrated depression care delivery. In both types of
sites, researchers monitored service and billing records and administered surveys to
determine patient, office staff and physician satisfaction. 28 Through similar methods,
researchers and providers can determine over time some of the clinical and economic
consequences of such primary care practice changes.
These types of research designs can also approximate broader effects, such as the impacts
on local markets. For example, if change in primary care practice referral processes at
one health system were expected to impact other delivery systems in an area, selected
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characteristics of the other facilities in the market can be measured and analyzed.
Statistical and econometric models allow detection of the relative and marginal
contributions of facility-specific changes on other facilities or groups of individuals. This
is another important reason for assuring that the critical data elements are identified early
and captured initially and at predetermined times throughout the research period.
Qualitative analysis adds other dimensions to the study of a new model. Before and after,
indepth interviews with key stakeholders, focus groups with patients and staff, and
structured observation can add context to findings and provide important insights into
how well processes work and whether change is accelerating communication or
obstructing service. These methods are also useful when reviewing outcomes and
findings from the study. Stakeholders can often interpret results of analysis of electronic
records, cost accounting systems, and aggregated interview data with the wisdom that
comes from experience and special expertise.
Paramount in any research effort is protection of privacy. Protections of associates and
patients and their identifying and clinical information are required throughout the
research process. Researchers need to recognize the sensitivity of personal and clinical
information, and design methods for stripping records of information that would identify
a patient or worker, or that may allow links to critical personal data. Most research
centers and universities require formal, independent reviews of research privacy
safeguards and informed consent processes. Risks and benefits of the research need to be
explained thoroughly to participants and stakeholders.
Research and evaluation play crucial roles in the vision for primary care, as they have in
other major initiatives to change health care. 29,30 Researchers and other stakeholders
involved at all stages of the process drive the inquiry. They also participate in identifying
and integrating expertise in the medical and behavioral sciences, economics and finance,
quality, improvement, evaluation, systems, health services delivery and management.
Pilot tests of components, instruments, analytic methods, and dissemination efforts can be
incorporated into the process, with an overarching design that allows tests of the effects
of and on components of the system and the systems themselves. Only through such
systematic, valid, and reliable observation and analysis can there be hope that what is
done and what is learned will result in a new and improved vision and implementation of
primary care for the 21st century.
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Figure 2
st

Attributes of a 21 Century Primary Care Management Organization
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Figure #3
Model Implementation Checklist
o Dedicated and experienced primary care physician(s).
o Established (or targeted) large patient population.
o Integrated and longitudinal electronic medical record with evidence-based
alerts and reminders for both providers and patients.
o Web-based availability and strategy for interactive patient-specific and
directed health inventories, screening and treatment reminders, and health
education.
o Source of continually updated and reliable evidence-based materials and
reminders.
o Information technology tools used to regularly review client population for
compliance with all patient-specific screening, diagnostic and treatment
recommendations.
o A dedicated and professional midlevel and nurse provider network with
knowledge of the community, culture and resources.
o A dedicated specialist network with willingness and ability to provide
compensated on-line and phone consults to primary care physician and/or
midlevel providers.
o Patient-level financial incentives (or disincentives) to have all non-specialty
services through primary care providers and to visit specialists only for
predetermined services such as surgery, radiology procedures,
catheterizations, or specialized testing.
o 24-hour phone and e-mail connectivity for immediate and convenient patient
access.
o Access to high quality hospitals with continuous on-line connectivity and
information sharing regarding all patient care activities.
o Financial stability with a strong and realistic business plan.
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