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MILBANKQUARTERLY

A MULTIDISCIPLINARY JOURNAL OF POPULATION HEALTH AND HEALTH POLICY

Perspective

The Role of Primary Care in Improving
Population Health

KURT C. STANGE,* WILLIAM L. MILLER,'
and REBECCA S. ETZ*?

*Center for Community Health Integration, Case Western Reserve University;
Lehigh Valley Health System and University of South Flovida Morsani
College of Medicine; *Virginia Commonwealth University

Policy Points:

® Systems based on primary care have better population health, health
equity, and health care quality, and lower health care expenditure.

® Primary care can be a boundary-spanning force to integrate and person-
alize the many factors from which population health emerges.

® Equitably advancing population health requires understanding and sup-
porting the complexly interacting mechanisms by which primary care
influences health, equity, and health costs.

Keywords: population health, primary health care, generalism, general prac-
tice, health equity, health expenditures, physician—patient relationship, care
integration.

N WIDELY QUOTED ECOLOGICAL ANALYSES, PRIMARY CARE IS
associated with population health.!* Not only with population
health,>* but with health equity,”° health care quality,”* and lower

L4910__g pretty good definition of value.'!

health care expenditure
Yet, there is a paradox about primary care.'” Despite these desir-
able population-level attributes, at the disease level at which we typi-

cally measure, incentivize, and organize the work of health care, when
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796 K.C. Stange, W.L. Miller, and R.S. Ezz

assessed with one-disease-at-a-time quality measures, primary care does
not perform as well as care focused on a single disease.

What is going on here? In caring for patients’ individual diseases,
primary care appears to offer lower quality than specialty care. But at
the population level of countries, systems, and municipalities—if we
organize around primary care, we get better health, equity, quality, and
value?'*"®> How can this be?

Apparently there are some emergent properties of primary care in
which a relationship with the whole—person, family, community—is
more than the sum of its parts.'*!> Not understanding this paradox, in-
deed feeling threatened by it, leads us to act on many potential health
drivers in ways that do not have the intended effects on the health of
people and populations and that indeed often make things worse.!>~!”
This paper explores the ways in which primary care might influence

8 across the often-

population health by serving as a force for integration'
fragmented systems'? influencing population health. In the course of
that exploration, we will examine the complexly related mechanisms
by which the craft of general practice, as a vital component of primary
health care, leads to the emergent properties of health, equity, quality,
and sustainable resource use. Then, we will consider two informative
stories—one of a person living with multiple chronic conditions and
social disadvantage, and a second person who is overserved and whose
problems and opportunities do not fit neatly into little boxes. Next, we
will examine how primary care might helpfully interact with the other
influencers of population health investigated in this special issue of The
Milbank Quarterly. We close with policy recommendations for federal,
state, and health care system leaders.

Situating Primary Care

When people talk about primary care, they usually mean primary med-
ical care. But there are related primary sources of care that also influ-
ence health.”’ The most proximate primary care involves people be-
ing supported by family, friends, neighbors, coworkers, and lay health
peers. Primary medical care adds the particular expertise of the general-
ist clinician, often supported by a team, taking responsibility for health
care services at the front door of the health care system, and connect-
ing to specialized expertise when needed.!” Primary health care adds
the additional resources of public health and health-related community
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The Role of Primary Care in Improving Population Health 797

organizations, nested within a larger sociocultural commitment, as ex-
emplified in the lofty Declaration of Alma-Ata.?!*?

Primary medical care, supported by the discipline and craft of gener-
alist practice, is situated at the unsettled boundary region between the
messy but meaningful lives of individuals, families, and communities,
and the health care, public health, and social systems designed to support
them.?> Witnessing and acting at those junctures puts properly under-
stood and supported primary care in a boundary-spanning role?* with a
breadth that makes it both difficult to characterize and uniquely posi-
tioned to provide locally adaptable solutions.?* In this paper, we use the
term primary care in its most common use, referring to primary medical
care offered by a generalist clinician supported by a primary care team.

The Locally and Personally Adaptable
Generalist Approach

Effective primary care is based on a generalist approach that involves
.26 Generalist
ways of being include an open stance that is receptive to diverse perspec-

certain ways of being, knowing, perceiving, and doing.

tives and co-created knowledge. It involves humility that comes from
being connected in key relationships as a boundary spanner. Generalist
ways of knowing require broad knowledge of self, others, systems, the
natural world, and their interconnectedness. Generalist ways of perceiv-
ing involve seeing the world in ways that foster integration—scanning
and prioritizing, then directing attention to the highest priority in that
moment—in many moments over time, focusing on the particulars?’
while keeping the whole in view. Generalist ways of doing involve pri-
oritized, joined-up action that engages with the most important parts
in context,?® often doing multiple low-level tasks to enable higher-level
integrative action over time—iterating among breadth/depth, subjec-
tive/objective, parts/whole, and action/reflection in service to a particu-
lar person and situation.”’

One of the desirable features of a generalist approach to primary
care that makes it difficult to characterize is that it adapts to the
particular?’ local needs of people, families, and communities.”*° This
local adaptation occurs at the level of the clinician—patient relation-
ship and manifests differently in different personal and sociocultural
contexts.”?! It would not be surprising for six different patients from
six different neighborhoods with the same elevated blood pressure

A ‘1S “€20T ‘600089¢ 1

sy Wwosy poprojus

dny) sUOnIPUOD) pue SWd L A4 38 “[$207/60/0T] U0 A1eiqrT duHuO A1 ALISYFAINN HAYASTY NALSAM ASVO A4 8E9T1°6000-89¢1/1111°01/10p/wod K]

o Kol

SUBIIT SUOWO) DAL AIqEaNIAdE 2) Kq PAUIIACS AIE SDILE VO 5N JO Sa[M 10} AILIqIT AUIUO AD[LAN UO



798 K.C. Stange, W.L. Miller, and R.S. Etz

reading to have six different care plans that simultaneously acknowledge
the evidence-based guidelines based on what works on average while ac-
commodating their personal needs, capacities, and sociocultural context.
Current top-down quality improvement methods that attempt to reduce
variability often are too crude to recognize the appropriate variability
that represents personalized care.!>!

Vertical and Horizontal Integration and
Different Sociopolitical Manifestations of
Primary Care

In our fragmented health systems, there are two ways of approaching in-
tegration. Vertical integration, typically organized around disease path-
ways, involves managing named disease conditions or risk factors for
ill health.>® Tt connects people’s defined needs with specialized services
across multiple levels of the system.’> Horizontal integration, typically
organized around whole people or communities with complex needs
rather than disease-specific conditions, involves broad-based collabora-
tion to improve overall health.** Comprehensive, whole-systems inte-
gration includes a balance of both.?

The linear processes of vertical integration are easier to understand
and to organize in top-down fashion. Vertical integration can be very
helpful once problems have been characterized. It is a viable way to or-
ganize multiple specialized systems around a well-defined need. But if
health care is organized only around well-characterized problems, then
complex multifactorial, undifferentiated, and unexplained problems get
short shrift.®

The dynamic processes of horizontal integration require flexible sys-
tems that iteratively link on-the-ground experience with efforts to grasp
the larger contexts in which they operate. Comprehensive primary care
and public health can serve as forces for horizontal integration that make
the vertically integrated systems more efficient and effective. However,
in the United States, we have conceptualized and organized primary care
and public health almost entirely as part of top-down vertically inte-
grated systems focused on problems rather than on people and commu-
nities, resulting in diminished effectiveness.?’>*%7

Local adaptation of the generalist function to specific individuals,
families, and communities also is reflected in the wide variability of the
primary care function at the sociopolitical and population level.

A ‘1S “€20T ‘600089¢ 1

sy Wwosy poprojus

dny) sUOnIPUOD) pue SWd L A4 38 “[$207/60/0T] U0 A1eiqrT duHuO A1 ALISYFAINN HAYASTY NALSAM ASVO A4 8E9T1°6000-89¢1/1111°01/10p/wod K]

o Kol

SUBIIT SUOWO) DAL AIqEaNIAdE 2) Kq PAUIIACS AIE SDILE VO 5N JO Sa[M 10} AILIqIT AUIUO AD[LAN UO



The Role of Primary Care in Improving Population Health 799

For example, Geoff Meads, in studying primary care in 31 coun-
tries undergoing primary care reforms, identified a typology of six
different manifestations.’® Interestingly, all six ways of organizing care
are visible in the heterogeneous US system. In different settings, with
different needs and resources, these manifestations of primary care vary
in the degree to which they provide individual medical care and/or larger
public health functions, and various degrees of horizontal and vertical
integration.”’

Outreach franchises deliver primary care organized around a cen-
tral hospital or sometimes administrative agencies, charities, companies,
churches, councils, or communities. In this model, there rarely is coher-
ence between the pattern of service delivery in one area and another.
Vertical integration is centrally controlled by the hospital seeking to
encourage access to specialized services. Horizontal integration is ad hoc
and largely dependent on visionary leaders and chance. In the United
States, this model is common in hospital systems that have purchased
or affiliated with primary care practices to create service networks and
feeder systems for their specialized services.

Reformed polyclinic organizational schemes originated in Russia as
part of centralized planning for health care but more recently have at-
tracted international interest as a way for specialist and generalist clini-
cians to connect at the local level without the need for coordinated ser-
vice planning. Doctors convene, usually in the same building, and are
paid for what they doeither directly by patients or through government
subsidy. Vertical integration dominates with an emphasis on medical
treatment of individual problems. But the overall value of a polyclinic
must be interpreted in the light of other local services and the vision
of the doctors. For example, in Sydney there is a strong parallel public
health role in health promotion, whereas in Copacabana the polyclinic
functions almost as a community development agency. In the United
States, the Mayo and Cleveland Clinics are well-known examples.

Extended general practice has its roots in post—World War II general
practice that became separated from hospital development and identi-
fied with community services. It strongly emphasizes multidisciplinary
working, and general practitioners have pivotal leadership roles, often
shared with other team members. Sometimes, a health authority man-
ages the contract for services through certain markers of achievement
and negotiates practice involvement in local developmental work. It
facilitates horizontal integration through its extended multidisciplinary
team because interorganizational partnerships are usually too weak to
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8oo K.C. Stange, W.L. Miller, and R.S. Etz

support broader collaborations. It facilitates vertical integration by
serving as a selective and personalized gateway to specialist care for those
registered with the practice. In the United States, many private practice
examples exist, often operationalized as patient-centered medical homes,
and some have become highly functional physician-led accountable care
organizations (ACOs).

District health system models have been promoted by the World
Health Organization as a way to provide whole population care. Its phi-
losophy is “health for all,” but its organization is bureaucratic. Typically,
a health authority employs all health care workers and public health of-
ficers as part of a wider multidepartment executive with responsibility
for the full spectrum of public facilities across populations from 10,000
to >100,000. Nurses commonly run clinics with doctors operating as
supervisors or strategic consultants. Both vertical and horizontal inte-
gration are planned through committees that devise care pathways and
cross-organizational innovation. Line management is the norm, but of-
ten at a local level charismatic nurses act as community leaders in their
“spare time.” This entrepreneurial interface with voluntary work and
community development is largely invisible in published papers. In the
United States, a number of tribal health service systems are examples.

Managed care enterprises, in which primary care clinicians are con-
tracted by insurance companies to deliver agreed packages of care, devel-
oped in the United States to bring disease management under the con-
trol of one health insurance company. This approach has been adopted in
many low- and middle-income countries as a condition of international
loans. It has been used in many high-income countries as well but has
fallen out of favor in much of the United States as the illusion of informed
patient choice came to the fore. Its philosophy is rooted in market theory
and focuses on ways to control wait times, prescriptions, diagnoses, and
packages of care. Those who purchase services are often separated from
those who provide them to make one accountable to the other. Devia-
tion from the norm results in financial sanctions. Vertical integration
of medical care is its great strength by tracking all links and costs in
the care pathway. Horizontal integration is present or absent depending
on the local context, but difficulties in measuring this can result in it
being misrepresented, with the term “horizontal integration” used to
mean local management of medical conditions. In the United States,
Kaiser, Group Health, and others are examples that have persisted.

Community development agency approaches carry a concern for so-
cial justice and see “health as a citizen, rather than professional issue.”
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The Role of Primary Care in Improving Population Health 8o1

Basic principles include capacity building, shared responsibility, and
local ownership. It aims for simultaneous vertical and horizontal inte-
gration. Health centers typically serve populations of 10,000-20,000.
Local multidisciplinary committees develop economic policies that in-
clude control of pharmaceutical supply and local pricing, as well as using
mapping techniques and community diagnosis to evaluate social capi-
tal. A network of cooperatives and neighborhood committees support
sophisticated horizontal integration of health care. Women and elders
often became leaders. The approach is overtly connected with the no-
tion of a learning organization, and practitioners are often required to
take part in learning events such as telemedicine links with a university
hospital. Local autonomy is tempered by a national focus on equity and
targets for capital investment. Integrated information systems facilitate
the amalgamation of data. Public health and personal care practitioners
work side by side. Management concentrates especially on communica-
tion systems. In the United States, community development agencies
often bring social and housing services together with community health
centers providing care to disadvantaged populations.

The relational adaptability of the generalist approach and the so-
ciopolitical adaptability of primary care systemic organization are its
great strengths. This local adaptability is a source of primary care’s
positive effects on population health, equity, and cost. New and cre-
ative models®**! are continuing to emerge to adapt to the changing so-
ciopolitical and environmental landscapes and population health needs.
Such models were stimulated by the COVID-19 pandemic and grow-
ing use of telehealth®** and by the recognition of opportunities for
greater integration with behavioral health,>%¢ social drivers,*’*® and
public health.*->! However, the resulting large heterogeneity and of-
ten helpful lack of standardization has made primary care challenging
to understand.’? This lack of understanding has consequences.

Interacting Mechanisms: How Primary
Care Works to Advance Person and
Population Health

(Mis)understanding Primary Care

Amid the multilevel factors influencing population health, primary
care acts in the middle.”> It works to foster population health one
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802 K.C. Stange, W.L. Miller, and R.S. Etz

person at a time. Primary care serves a boundary-spanning role be-
tween individuals” experience of health and illness and the collective of
medical, social, and environmental factors that advance or impede health
and healing.”* It provides the large majority of health care.’® On the
basis of personal knowing that comes from seeing people in sickness
and in health over time, primary care serves as a connector and a buffer
within a system that can be brilliant at delivering commodities of health
care’” but dangerous if that care is fragmented and decontextualized.?®
Primary care serves as a bridge to targeted use of specialized services
that make them more effective and limit their risks.® Primary care also
can serve as a link with public health and social services and environ-
ments that support population health.*>” Primary care provides con-
textually tailored whole-person care that advances equity in health care
and health’® and both buffers structural inequities and fosters the social
capital and relationships needed to advance systemic change.””? Peo-
ple with social disadvantage, including poverty, persons of color, and
the uninsured are more likely to receive care from family physicians,*’
and greater access to primary care is associated with improved life
expectancy. 002

Support for primary care must align with how it functions, and yet
how primary care works is widely misunderstood.>%* Too often, it
is conceptualized, measured, and incentivized based on pieces of the
whole—disease care or “management,” preventive service delivery, serv-
ing as a referral mechanism, etc.'"* Misunderstanding primary care has
led to often well-intentioned but damaging efforts to improve these
parts, absent an understanding of their interdependencies and how they
articulate as a whole.!>!®19:% For example, the combination of empha-
sizing access over continuity, expanding required checklists on electronic
medical record templates, and compensating physicians on performance
of a few selected disease measures, all work together to diminish the
perceived value of the healing relationship and to create professional
role conflict, moral distress, untenable data gathering and administra-
tive burden, and burnout.’!

In the following sections, we explore some of the complexly re-
lated mechanisms by which primary care can deliver its value. This
exploration begins by asking those receiving, providing, and paying
for primary care, “what matters?” That exploration revealssimple rules
and a patient-reported measure that help us to understand health
and health care as complex systems that require a balanced mix of
specialized and generalist services. Then we examinesome of the
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The Role of Primary Care in Improving Population Health 803

features of primary care that must be understood if we are to advance
primary care as a personalizing and integrating force for population
health.

Asking Those Providing, Receiving, and
Paying for Primary Care

A recent survey asked members of the public, clinicians, and payors what
is most important about primary care. In crowdsourced surveys of nearly
a thousand people, patients and clinicians were largely congruent in
valuing relationship, personalized attention, and accessibility, whereas
health care payors tended to emphasize health care organizational
factors.?® The identified attributes of what matters then were vetted and
interpreted at the Starfield Summit III, a two-and-a-half day workshop
among 70 national and international health care delivery experts, includ-
ing patients. Participants shared personal, research and policy experi-
ences, and surfaced the multifaceted mechanisms by which primary care
can foster personal and population health, healing, and systemic value.®

During the summit, participants struggled to fit the interrelated
complexity of the generalist approach and primary care into the usual
reductionist classification and measurement systems that assume that
the whole is merely the sum of its parts. The complexity of primary
care was well captured in stories, and participants were able to begin to
identify the mechanisms by which those complex ways of knowing and
doing could be described. But in trying to operationalize measurement
of these ways of knowing and doing, they became quite anxious that a
measure of any individual function could be misused. They emphasized
that the individual facets of primary care must be understood, acted on,
and supported as a whole. The different ways of knowing and doing rep-
resent trade-offs, and the right decision among the competing demands
and opportunities requires local knowledge on the ground and in the
moment.

Careful analysis of responses from the surveys and of the work by the
Starfield III Summit participants revealed two complementary ways of
understanding and assessing primary care: a set of simple rules and a
parsimonious holistic measure.

Initial analyses built on principles from complexity science and
uncovered three simple rules that, when actualized together by pa-
tients, clinicians, and practices, and supported by systems, describe the
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804 K.C. Stange, W.L. Miller, and R.S. Etz

generalist approach from which the population health outcomes of pri-
mary care emerge.®’ Subsequent analyses also revealed complementary
simple rules for the more narrowly focused specialist function.®’

Further analyses identified a parsimonious set of individual attributes
that, when used as a set rather than assessed individually, can focus
attention and support on the mechanisms by which primary care gener-
ates value.%

Simple Rules to Understand the Craft of Generalism and the Complementary
Specialist Function. Sometimes, the emergent behavior of complex systems
can be described and understood by simple rules.®’

Consider an analogy. The marvelously complex flocking behavior of

birds can be described by three simple rules followed by each bird:’°

1. Line up with those close by;
2. Steer toward the emerging center mass of those around you;
3. Seek to be equidistant from your neighbors so you do not collide.

Similarly, when clinicians act as specialists, their behavior can be ex-
plained by three simple rules that represent the dominant approach to

health care organization and quality measurement:®’

1. Identify and classify disease for management;
2. Interpret through specialized knowledge;
3. Generate and carry out a management plan.

However, when clinicians act as generalists,”” their thoughts and ac-
tions invoke three simple rules that are focused not only on single dis-
ease elements but on the whole person.®” Considering the person in their
larger context®® requires that they do the following:

1. Recognize a broad range of problems/opportunities/capacities;

2. Prioritize attention and action with the intent to promote hea/th,
healing, and connection;

3. Personalize care based on the particulars of the individual or fam-
ily in their local context.

These generalist rules work together to focus care on what is most
important for each patient at a given time, and over time through a life
course perspective.
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The Role of Primary Care in Improving Population Health 805

Figure 1. The Iterative Nature of the Craft of Generalism

Illustration

Recognize

—

Sl

Recognizing requires foraging for salient information’! based
on a comprehensive generalist perspective—watching for teachable
moments,’>”> clues, risks, and opportunities.”’

Prioritizing begins with the broad, inclusive generalist perspective
and then sorts, ranks, and negotiates what is most important to identify
what action or set of actions in the moment and across moments, has the
greatest potential to advance health, healing, and connection.?>%%74

Personalizing care moves from the statistical generalities of evidence-
based medicine to the nitty-gritty of this person or family in this partic-
ular moment and place and context.”’” Over time, there are many partic-
ular moments,'%?>"> and attending to these develops knowledge of the
person, trust, and trustworthiness.?’

As shown in Figure 1, the generalist three simple rules interact
and operate in an iterative fashion:’®77 1) as new information reframes
problems and opportunities; 2) as what is most important continually
evolves; and 3) as hypotheses are tried out with the intent of promoting

SUORIPUOD) PUT SWLRL a1 39S “[$T0T/60/0T] U0 A1eaqr] 2uluO YL ‘A LISYHAINN HANASHA NUALSAM HSYD A4 8E9T1°6000-89%1/1111°01/10p/wod KajimKieaqriautuoy/:sdiy woy papeojumod ‘IS ‘€70z ‘600089% 1

Ko

P

P

259011 SO0 2ANEa) 2[quatidde 2 £q PAUIFAOS 21 SIPIE VO SN Jo SN 10j AIIGUT AUIUQ Kolty U0



806 K.C. Stange, W.L. Miller, and R.S. Ezz

some combination of health, healing, and/or connection. The cumula-
tive effect of actualizing these rules is an investment in a relationship
bank that can be drawn on with interest during challenging moments
in the health and lives of individuals, families, and communities.”*

Balanced with the right mix of specialist approaches and connected
with functional social systems, this generalist approach serves as an in-
tegrating and personalizing force in systems that otherwise tend to be
fragmented.®*’®

The paradox of primary care is not a paradox if we understand that
focusing comprehensively on the needs of the whole person, over time,
in relationship, combined with selective use of more narrow expertise,
results in care that is personalized, integrated, and prioritized.”*’? That
approach fosters healthy individuals, families, and communities and re-
sults in a fair, effective, and sustainable health care systern.l’4

Eleven Items That Reveal the Whole of the Craft of Generalism and the
Primary Care Function. Further analyses of both the crowdsourced origi-
nal data and the work of the Starfield Summit IIT participants revealed
11 attributes that represent what those receiving, providing, and pay-
ing for primary care find to be most valuable. Interestingly, these di-
verse attributes, as assessed by the patient, all factor analyze into a sin-
gle factor®®, showing that there is strong conceptual coherence to the
comprehensiveness of a person-focused approach to health care. These
11 attributes have been subjected to extensive reliability and validity
analyses® 508! and translated into 30 languages® as a patient-report
measure of what matters in primary care—the Person-Centered Primary
Care Measure.%

The actual measure is freely available at the Person-Centered Primary
Care Measure website®® or a public domain scientific article,®® but the
11 items assessed by this measure can be summarized as follows:

® accessibility;

¢ a comprehensive, whole-person focus;

integrating care across acute and chronic illness, prevention,
mental health, and life events;

coordinating care in a fragmented system;

knowing the patient as a person;

developing a relationship through key life events;

advocacy;

providing care in a family context;
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The Role of Primary Care in Improving Population Health 807

® providing care in a community context;
® goal-oriented care; and
e disease, illness, and prevention management.

The Person-Centered Primary Care Measure has been endorsed by the
National Quality Forum and by the Centers for Medicare and Medicaid
Services for use in measuring high value primary care in quality perfor-
mance programs.

Putting a Face on the Generalist Approach to
the Primary Care Function

Many practitioners, patients, and observers have witnessed how the craft

64,72,84

of generalism, as manifested in primary care, influences the health

of real people over time in ways that collectively lead to improved pop-

85,86 87,88 can help

ulation health. Complex system models and theories
to convey how health emerges at the level of the person and population
by paying attention to related factors on the ground, but many times,
that complexity is most easily shared through stories.®”* Below, two
pseudonymous composite stories of real people begin to put a face on
this complexity.

The Williams Family. Mrs. Williams lost her job and her health in-
surance at the start of the pandemic and was humbled to have to go
to a community health center when her prescriptions ran out. It was a
four-week wait to see a gender/race-concordant physician, so she settled
for Dr. White, whom she had seen on TV doing COVID testing at a
homeless shelter. At least he seemed humble. She had worked hard to
get her four specialists to prescribe the latest medications for her dia-
betes, hypertension, anxiety, insomnia, irritable bowel syndrome, and
osteoarthritis and did not want her new doctor messing with things. At
the first visit, he renewed each medication. When he pointed out the
possible beneficial effects of working in a bit of regular physical activity
for many of these illnesses, she said that her knee pain and the burning
in her feet were too bad for that.

Over the next few months, Mrs. Williams came in for a couple of res-
piratory infections that, thank goodness, turned out not to be COVID.
On one of the visits, Dr. White diagnosed diabetic neuropathy as one
cause of her leg pain, and she got him to prescribe the pill she had seen
on TV, even though it was expensive. Then her pregnant daughter lost
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808 K.C. Stange, W.L. Miller, and R.S. Etz

her job, and Mrs. Williams had her come in. Dr. White had the daugh-
ter start seeing one of the midwives at the practice, and he referred one
of the grandsons to see the male social worker for counseling about his
depression and drug use. When her grandson was shot by a drug dealer,
Mrs. Williams and her daughter and Dr. White cried together, and the
social worker started seeing the whole family.

When her savings ran out, Mrs. Williams finally was able to hear
what Dr. White had been saying, that sometimes, doing “good enough”
on a bunch of things at the same time ends up being “great.” He pre-
scribed a low-dose antidepressant that was not a first-line treatment
for any of her conditions but reduced her panic attacks, made the dia-
betic neuropathy burning leg pain tolerable, and slowed her diarrhea to
the extent that she felt more comfortable leaving the house. The med-
ication made her sleepy, but taking it at bedtime helped the insom-
nia, and finding she had more energy, she let Dr. White have her see
the health coach, who reminded her of her grandson. Mrs. William’s
daughter was showing signs of diabetes, and so with a tailored plan
from the coach, they all started walking together during the day when
the streets felt safer. With her reduced blood pressure and blood glu-
cose and by doing “good enough” for all her illnesses together, Dr.
White was able to reduce her medications from nine to four inexpensive
generics.

Mr. Williams was dead set against vaccines, but Mrs. Williams made
him come in and talk to Dr. White, and he at least let everyone else in
the family get the COVID shot. When Mrs. Williams got “the COVID”
anyway, Dr. White discussed with the whole family the wishes she had
expressed in her living will and then called the intensive care unit (ICU)
physician at the hospital with them. After nine days in the ICU, Mrs.
Williams died within an hour of being taken off the respirator.

Mrs. Williams’ family continues to see Dr. White and his team, some-
times remembering her together.

My. Falstaff. For a number of years, Mr. Falstaff enjoyed flying his pri-
vate jet to whatever world-class specialist was recommended during his
annual two-day executive physical at a large well-known multispecialty
practice. He was bothered by waxing and waning fatigue and sometimes
incapacitating headaches. He accumulated many tests and several diag-
noses, but after a while, he decided he needed a “quarterback” to lead
his medical care. His executive assistant made an appointment with Dr.
Beck in his hometown.
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The Role of Primary Care in Improving Population Health 809

During his first visit, Dr. Beck corrected him that she was not a
concierge physician who charged a high retainer fee on top of insur-
ance. She was a direct primary care physician. Mr. Falstaff scoffed at the
$100 per month fee that supposedly covered all his primary care and
that was low enough that people with no insurance or just a cheap high-
deductible insurance could afford. How good could she be if she did not
respect herself to charge enough to make a decent living?

“Do the math,” she said. “I have a panel of 500 patients, rather than
the 2,400 I had when I was employed by the health system. So I can
spend time with people. And I keep my overhead low.”

“Too low.” His face was almost a sneer. “You can’t even afford a waiting
”
room.

“Nobody waits.”

As long as he was there, he let her do her thing. When he left after an
hour of mostly talking, he felt more known and respected than after a
day of world-class prodding and high-tech testing at his annual physical.
Because his wife already had paid for the whole year, he decided to accept
Dr. Beck’s invitation to come back after she had gotten all his medical
records.

“You have a lot of medically unexplained symptoms,” she said.
“Most of the tests come back negative.”

She asked him to keep diaries of his symptoms and life events and
diet. Over the year, she worked with him to experiment with several diet
changes, and when some of the symptoms improved, she took the oppor-
tunity to challenge him about the way he medicated himself with alco-
hol. He seldom came into Dr. Beck’s one-room office, but they worked
together by text and talk.

Mr. Falstaff got no magical diagnosis but developed understanding of
his body and how his mind affected it. After a rare in-person visit, he saw
a family of migrant workers waiting outside in a dilapidated truck. He
watched as they entered Dr. Beck’s office. When he got home, he sent
an letter to Dr. Beck with a note that said, “Eventually, once people see
what a personal physician can do, the market will drive more physicians
and patients into this kind of practice. But until then, here’s a check so
more people can experience it now.”
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810 K.C. Stange, W.L. Miller, and R.S. Etz

International and Interdisciplinary Work to
Understand the Mechanisms of Primary Care

A considerable body of literature conceptualizes the mechanisms by
which primary care works. Barbara Starfield, whose international com-
parative research revealed the positive population health and cost effects

. A
of primary care™”!
5,92,93

and whose later work focused particularly on its eq-
%4 in which

primary care was central.® Nested within that model, she described four

uity effects, developed a model of health service use
cardinal functions of primary care, widely referred to as the four Cs: first
contact (going to primary care first for each new need or problem), con-
tinuity (later called longitudinality—seeing the same primary care clin-
ician over time), comprehensiveness (addressing all health-related needs
in the population except those too rare for primary care clinicians to
maintain competence), and coordination (iharmonizing care when pa-
tients need to be seen elsewhere).*>%1

Tan McWhinney, who trained in England, practiced in Stratford-
Upon-Avon, and then had a central role in launching primary care in
North America,”>?°
by family physicians who

articulated primary care’s functions, as embodied

® are committed to the person rather than a particular body of
knowledge or group of diseases;

® seck to understand the context of the illness;

® see every contact with the patient as an opportunity for preven-
tion or health education;

® view their practice as a population;

see themselves as part of a communitywide network of supportive
and health care agencies;

ideally, share the same habitat as their patients;

see patients in their homes;

attach importance to the subjective aspects of medicine; and
97

act as a manager of resources.

Other early founders, as well as settlers and homesteaders in the rein-
vention of the ancient craft of the generalist healer as primary care,
have added refinements based on their grounding in practice, com-
munity health, research, or policy. These conceptualizations examine
the healing journey”® and how primary care relationships can result in
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The Role of Primary Care in Improving Population Health 811

healing for people who have suffered diverse illness and life

77,78,98

traumas. Empirical studies and systematic reviews characterize

the different effects of relationships” as manifested in interpersonal or

10.100-102 3 nq highlight the importance of a suf-

88,103-105

informational continuity
ficiently broad scope of primary care
son to be seen and cared for in their community context. Other work

to allow the whole per-

highlights the emergent outcomes of the profound combination of broad
scope, first contact, and ongoing relationship in enabling the most im-
portant and effective care to be provided at the right moment over time
to meet the needs of people in their personal, family, and community
contexts, 2328104106

One conceptual innovation that has profoundly affected how pri-
mary care is understood, organized, and paid for, is the Chronic
Care Model'”"'% proposed by Ed Wagner for proactively organizing
evidence-based care for the growing number of chronic diseases that
drive so much of health care costs. This model has been expanded to es-
pouse a proactive approach to evidence-based preventive services'"” and
population health.''” As a result, primary care has become organized
around providing chronic illness and preventive care'!! and is less avail-
able for addressing patients’ acute illnesses and most salient felt needs.' !
This diminished availability to patients’ immediate needs and concerns
has reformulated primary care as a collection of health services, rather
than as a locus of health care. The loss is doubled as the simple rules
of generalist practice are interrupted by a commodified health care ap-
proach that diminishes the relationships developed from meeting those
immediate concerns.”* Dr. Starfield’s untimely death halted the final de-
velopment of a paper that she and Drs. Wagner and Stange were work-
ing on to examine the trade-offs in balancing responsive availability for
patients’ acute problems with proactively managing chronic illnesses.
Dr. Starfield felt that something important was being lost in the re-
cent decades’ emphasis on directively managing chronic care over the
generalist simple rule to recognize and be available and open to people’s
immediate concerns.'!?

Another conceptualization identifies a hierarchy of health care that
begins with meeting people’s basic needs for care of acute and chronic
illness, prevention, and mental health.”* The resulting personal knowing
and sense of being known sets up the ability to integrate care across these
domains and supports the underappreciated primary care attribute and
second simple rule to prioritize care. The deep understanding that results
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812 K.C. Stange, W.L. Miller, and R.S. Etz

from such integration allows primary care clinicians to abide with people
when cure, disease management, and/or prevention are not possible. It
allows them to be present when healing—transcending suffering toward
meaning—might be within reach, even if that means sticking with the
person as they let go of life.”7113:114

Other observers have articulated the third simple rule, to personalize
care, through such strategies as helping people to find a sense of safety,
not only as part of the process of providing primary care but also as an
important aspect of people’s lives.”® Some have identified the benefits
of recognizing whether patient encounters are routines, ceremonies, or
dramas, and importantly,!"> of protecting people from the dangers of
overtreatment,’® of integrating primary care and behavioral health,*®
36,64,116 36117 and of pro-

viding sufficient time to move beyond the superficial to know people

of managing complexity and multimorbidity,

and their problems in context and to identify and actualize meaningful
solutions.' 18120
Early exemplars linked knowing individuals and families with knowl-

121 and early bottom-up manifestations such as

122,123

edge of the community
community-oriented primary care now are being reinvented as
clinical population medicine,'** population health,'?> and as the (some-
times for-profit)'?° integration of the social determinants of health!?1%8
into health care.*”>7129-131 The success of primary care physician—led
ACOs in advancing population health while controlling costs, com-
pared with the poor performance of hospital-led ACOs, shows the po-
tential of placing primary care at the center of health care organiza-
tion rather than the periphery.!?? Calls for greater support to inte-
grate primary care and public health!’” have been intensified by the
pandemic.*4?

One of the largest bodies of work examines how primary care should
be organized, ranging from recent efforts to expand toward team

46.134.13 -
17,46,134,135 136-138 and

approaches in the patient-centered medical home
39,139

even more recent and contrasting direct primary care- efforts to
reduce overhead, administrative burden, and panel size so that clinicians
can invest the vital resource of time needed to develop relationships and
provide and integrate care.

At the same time, a challenging body of research and policy devel-
opment examines the workforce needed to provide and support pri-
mary care in different settings and to respect the wholeness and dig-
nity of individuals from different disadvantaged or otherwise vulnerable
populations.'“*-11? Related work highlights difficult policy decisions re-
garding the balance of workforce investment and upstream social versus
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The Role of Primary Care in Improving Population Health 813

downstream disease care and the possibilities of primary care as an effec-
tive interface that turns rationing into personalizing.144’145

Much of this work shows, explicitly or implicitly, that to be most
effective at advancing population health, primary care and its heart—
the craft of generalism—must be embedded in societies that have some
sense of the collective as well as valuing the individual and that support
and value various integrating system attributes and functions.>?'146.147
Indeed, international comparisons that attempt to discern the effects of
variably manifested primary care on population health are confounded
by the fact that societies that value primary care also tend to value in-
vestment in other collective goods, such as social services, safety nets,
and other factors that influence population health.*?1:118

The attributes of primary care and their larger societal contexts rep-
resent trade-offs.'*” Optimizing individual attributes of primary care is
unlikely to advance the whole of person and population health, and the
right decisions on where to focus resources requires considerations of
local particulars, larger context, and time."”"

The 2021 report of the (US) National Academies of Sciences, Engi-
neering, and Medicine National Academies of Science, Education, and
Medicine (NASEM) on Implementing High-Quality Primary Care'" iden-
tifies primary care as a “common good” that must be available to every-
one and financed in ways that assure accessibility to it as a whole and
availability as a relationship context for advancing person and popula-
tion health. The report also emphasizes the importance of integrated
whole-person care, sustained relationships, the potential of interpro-
fessional teams, and the critical roles of community, equity, and sup-
porting diversity in the settings and modalities used to deliver primary

care.

Interaction of Primary Care With the
Other Population Health Influencers
Investigated in This Special Issue

One of the points of this special issue of The Milbank Quarterly is
that there are many complexly related, multilevel drivers of popula-
tion health. There is no magic bullet. The multiple drivers of popula-
tion health must be considered collectively, with understanding of how
they work together or oppose each other, if we are to advance population
health.
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814 K.C. Stange, W.L. Miller, and R.S. Etz

One of the points of this paper is that amid many multilevel drivers of
population health, primary care embodied with a generalist approach can
serve a personalizing, boundary-spanning function toward population
health—insufficient by itself, but essential. Therefore, Table 1 examines
how specific primary care mechanisms might be particularly helpful in
supporting the other drivers of population health explicated in this spe-
cial issue of The Milbank Quarterly. Because of the interrelatedness of
different primary care mechanisms, for many of the population health
determinants in the table, it is the totality of primary care mechanisms
together that is likely to be most helpful.

Implications for Policy

How are we to achieve the benefits of systems that invest in
primary care—better population health,'""'*7  greater health
equity,>63859:151,152 7,153
expenditure?l"/"9’m How can we advance primary care as a force for inte-
gration and personalization across our fragmented and depersonalizing
health system?

Achieving the benefits of high value primary care for population and
person health requires new understanding and action by federal, state,
and health care system leaders, as well as by those providing and receiv-
ing care. It requires investment in primary care as a common good.u’154
It requires that we generate grounded and systemic knowledge, de-
velop new systems that support a generalist approach to complement

disease-specific care, and support, rejuvenate, and expand a heroic but
155-159

health care quality, and lower health care

beaten down workforce.

Countries that have healthier populations than the United States tend
to spend less on health care as a whole and more on the primary care
and social services.* Even in the United States, where it is undervalued,
primary care accounts for the following:

¢ 500 million patient visits each year—more than half of all patient
Visits;160

¢ with only 30% of the health care workforce;

163,164

161,162

<6% of health care expenditure; and is
informed by only 0.2% of the National Institutes for Health
(NIH) research budget.165
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Table 1. Primary Care as a Personalizing, Boundary Spanning toward
Integration for Population Health 2
Relevant Primary Care :
Special Issue Articles/Topics Mechanisms z
Drivers of health §
1. Health equity (including A-) z
marginalized populations) E
2. Systemic racism and health A G, 1 g
3. Social drivers of health A, CEGL]J §
4. Upstream policy changes E G 2
S. Medicalization and individualism A,C,EH,L]J g
6. Climate change and environmental G, I é
threats to health §
7. Childhood poverty and health A-K 2
8. Education and health A,C,E,FEG ;
9. Housing and health ACE G H
10. Policing and health A G E’
11. Commercial drivers of health A-K 5
Major health challenges 2
12. Obesity and chronic disease A-K %
13. Substance use/overdose A-K g
14. Aging (including long-term care) A-K :
15. Mental health A-K :
16. Alcohol use A-K g
17. Gun violence/gun safety (including A,B,E,G,]J,L]J E
suicide)
18. Violence/intentional and A,B,E G,]J, L]
unintentional injuries/trauma H
State- and municipal-level policies '
and strategies
19. State-level policies B,G,]1I
20. The politics of population health G,I
21. Municipal-level policies G, I :
Global health E
22. Migration/immigration A-K ;
23. Cities/urbanization A-K 2
24. Global health governance and G :
institutions g
25. Health care spending vs. social A-K :
spending (including equitable :
resource allocation) z
Public health
26. The public health infrastructure E G,I
Continued
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Table 1. (Continued)

Relevant Primary Care

Special Issue Articles/Topics Mechanisms
27. Pandemic preparedness A,B,G, I
28. Transforming public health data A-K
29. The Supreme Court and public G
health
The US health care system
30. Role of US health care system in A-K
population health (including access,
affordability)
31. Primary care A-K
32. Workforce (including health care A-K
delivery, social services, public
health)
33. Reproductive health A-K

A. Generalist craft: Recognize, Prioritize, Personalize

B. Accessibility

C. Comprehensive, whole-person focus

D. Integrating care across acute and chronic illness, prevention, mental health, and life
events

E. Knowing the person

E. Developing a relationship by living through key life events
G. Advocacy

H. Contextualizing based on knowing the family

I. Contextualizing based on knowing the community

J. Targeting based on knowing the person’s goals

K. Helping to manage disease, illness, and prevention

Generating the Knowledge Needed to Advance
the Health of Whole People and Populations

Is it not ironic that the United States spends hundreds of billions of dol-
lars each year on basic research to understand the mechanisms of rare
diseases and biological pathways that affect only a small percentage of
the population but has no structured approach to investigating the ef-
fects of a foundational aspect of high-quality health care and population
health that can affect the health of the entire population? There is an
NIH Institute for General Medical Sciences, but it funds only laboratory
research. The Agency for Healthcare Quality and Research is Congres-
sionally mandated to support primary care research but mostly focuses
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The Role of Primary Care in Improving Population Health 817

on health services research,'® has a pittance of the NIH budget, and
does not fund basic science.'®” And the NIH institutes themselves are
organized around diseases and special populations. There is no support
for elucidating the generalist approach to primary care to put all the
pieces together for whole people and the collective of the population.
This must be remedied.

An NIH Institute for Generalism is needed to support the generation
of new knowledge on how to put the pieces back together to advance
the health of whole people, communities, and populations. Even more
important is generating new knowledge that does not start with the
parts but emphasizes the whole. Advances in system science methods
now make this possible.’®5%19-171 Such research embraces complexity
by integrating quantitative and qualitative methods—using both statis-
tics and stories, numbers and narratives—to tell the complete story of
how health and equity are won and lost.'’#!73 Such research requires the
development of generalist laboratories, building on early but largely un-

4 .
74181 community-

185-187

supported work in practice-based research networks,

_184
182-184 that em-

oriented primary care, and participatory methods
phasize the collective.

The generalist approach and primary care are worthy of, and in desper-
ate need of, the generation of relevant scientific knowledge so that efforts
to improve primary care are informed by understanding how it works.
The efforts of recent decades to reform primary care without understand-
ing it have fragmented it,'” burned out and morally distressed the cur-
rent workforce, @18 kept the next generation from joining in, **'% and
have fragmented and depersonalized the larger health care and health

190 to a point of such low value that it is an international embar-

191,192

systems
rassment and a national tragedy.

Investing in Primary Care as the Health Care
System Lynch Pin and the Health System
Integrator

Decades of rising investment in technical and narrowly focused health
care services and burdensome payment models have impoverished the
whole-person care enabled by primary care and have not supported its
much-needed partnerships with public health and social services.'!?!??

The perverse incentives of our current system treatboth the providers
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and receivers of care as objects that can be used to generate additional
commodities of care. The result is great expenditure on often dangerous
services but little effort to prioritize which services provide value and to
integrate them to foster health.

Implementing High-Quality Primary Care'' calls for making primary
care accessible to the entire population and for rebalancing both how
and how much payment is rendered. Increasing accessibility will require
investment in workforce development. But to attract generalists to the
workforce, the payment system must value and support their work. The
NASEM report calls for rebalancing the current unfair system that pays
those providing narrow care twice as much as those offering compre-
hensive care. It calls for increasing national spending on primary care'>*
through blended payment that increasingly pays for primary care as a
foundational common good, moving away from fragmented payments
for disease-focused activities and toward fixed payments for taking care
of whole people and populations. Paying for narrow services may make
sense for specialized care, but it does not support the integrating, person-
alizing, and prioritizing functions of primary care. Capitated payments
for primary care as a common good and foundation for health care have
the potential to reduce the current stifling administrative burden and
can unleash the potential of the current workforce even as an expanded
workforce is being developed.

Supporting the Generalist Approach and a
Primary Care Workforce

For decades, primary care clinicians have tried to hold together an in-
creasingly fragmented health care system that has become more about
generating revenue than about advancing the health of our people and
population. That work has become untenable.'”” Nearly every external
effort to bring support to primary care has added substantial administra-
tive burden'®%>194 that cancels the intended benefit by distracting from
the simple rules of recognizing, prioritizing, and personalizing care to
advance health and healing by investing in relationship.®”-!1%-193
Measuring and paying for fragments of care, combined with the huge
burden of then documenting those fragments,®>!'%!93 both steals at-
tention from the work of care delivery and drives away members of a
shrinking workforce who are actually trying to provide that care.
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The Role of Primary Care in Improving Population Health 819

The pandemic furthered the disconnect between what primary care
longs to be and how its role is misunderstood and its payment and
support misaligned. As we supported emergency departments and
ICUs as the “frontlines” of the COVID-19 pandemic, decried mis-
information and inequitable responses, struggled to make centrally
run testing and vaccination available, and bemoaned the preventive
and chronic and non-COVID acute care that was being missed—
we were blind to those on the primary care frontlines who were us-
ing their relationships with people and communities to do what was
needed despite minimal support, developing telehealth and outreach
systems with potential for increasing care accessibility for vulnera-
ble populations and that are persisting even as the pandemic winds
down, 133195196

In contrast, Germany relied on and supported their primary care
practices as the frontline response to the pandemic, and even before
sufficient testing and treatment and vaccinations were available, they
44197 There is a
poorly recognized but vitally important role in person and population
health for care that is based on ongoing relationships, focused on the
whole person in their family and community context. The primary care
workforce trying to fill that role, and the individuals, families, and
communities that they are trying to serve, need our recognition and

had better early outcomes than most other countries.

support.

Our primary care workforce needs time and support to recover from
the pandemic and from decades of trying to hold together a system that
is bent on models that support effective business practices rather than
effective health care.”> The two can coexist, but prioritizing mar-
gin over mission in this case will always lead to health care as a set
of commercial goods rather than as a common good. This recovery
can be engendered by moving quickly toward fixed payment systems
that value primary care as a foundational gateway to health care and
a connector to public health and social services. It can be fostered by
dramatically changing the current measurement and documentation
systems that are designed to support billing rather than providing,
integrating, and personalizing care. Information technology can be re-
vamped to focus on clinically relevant rather than billing-required in-
formation and by reducing documentation burden by focusing quality
measurement on supporting the integrating, personalizing, and priori-
tizing functions of primary care, such as those assessed by the National
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Quality Forum (NQF)/Center for Medicare and Medicaid Services (CMS)
endorsed Person-Centered Primary Care Measure.%®

Valuing and supporting primary care have the potential to draw into
the workforce those who want to care for whole people and to support
that impulse in the entire workforce. Novel training approaches have
been proposed for the individuals and teams needed for this work.*%1%8

It also is vital to begin to invest in rebalancing toward 50%
of the health care workforce serving in primary care, as is seen in
more functional health care systems.'°"'? Currently, graduate medi-
cal and nursing training is hospital based, and the needs of the popu-
lation would be better served by moving a substantial portion of that
training to community settings and community ownership to bet-
ter reflect population health needs.'”® Redirecting graduate medical
education and graduate nursing education support, including Health
Resources and Services Administration (HRSA) Title VII funding, to-
ward primary care and community training settings'' and refocus-
ing health care professional school admission processes so that trainees

200 are important first steps. In

better reflect underserved populations
addition, there is a growing need for training to better reflect the in-
terprofessional practice setting and to develop integrated training pro-
grams to train other members of the primary care team.'! The tran-
sition to, and sustenance of, practice in currently underserved settings
and populations needs greater support, including increased HRSA Ti-
tle VIII funding, loan forgiveness for those practicing in primary care,
and additional incentives for those serving high needs and underserved

populations.?®!

What Is so Threatening About Generalism?

Why, despite occasionally recognizing the importance of a generalist
approach,'® do we do so much to disparage and disadvantage it? Despite
its macro-level benefits and on-the-ground hominess, there is something
threatening about a generalist approach and primary care. Most peo-
ple like the idea of a personal physician.?°??°> For people who have
experienced the value of a personal physician over time and in mo-
ments of crisis, the benefit is readily apparent. But fewer and fewer
Americans have a regular and ongoing care relationship with a pri-
mary care clinician; the ideal seems unreachable, and for many, it is
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17,119,193,204 Bor those dealing with a new concerning health

unattainable.
condition or living with multiple chronic conditions, medically unex-
plained symptoms, or socioeconomic, racial, or ethnic prejudice, dealing
with the US health care system is a lonely, scary, costly, and dangerous
proposition.’

And yet, we as a society are suspicious of primary care and the gener-
alist approach. Perhaps the combination of large-scale benefit combined
with the paradoxical lack of anything apparently “special” about gen-
eralism is so difficult to understand that it is threatening. Certainly, in
the United States, the idea of primary care as a common good'' and its
emphasis on the collective,as well as the person and family, smacks of
socialism as well as individualism, and is easily maligned.

Simple, reductionist explanations are much more appealing to the
Western psyche than are attempts to understand complex system proper-
ties such as the whole emerging as greater than the sum of the parts.’*%*
It is much easier to try to understand, measure, and incentivize health
improvement as the sum of its parts,l/l as we have done for primary
care and public health. Unfortunately, it does not work like that. And
in trying to command and control primary care, we kill the horizon-
tally integrating and personalizing functions that provide much of its
value.*

Breaking things apart into their pieces is easier than putting things
(and people) together.'* Dividing is an easier way to gain and maintain
mastery of market share and (the often false) prediction of outcomes. Our
current system’s fragmenting and depersonalizing are problematic but
profitable. No wonder generalism is threatening.

It is vital to understand what is valuable about primary care—how
it works—and to support those generalist functions and the relation-
ships necessary to make them work so that those on the front lines have
time and resources to invest in relationships to understand and meet the
local needs of individuals, families, and communities. From that invest-
ment, population health, equity, quality, and sustainable cost are emer-

gent properties.

Conclusion

In summary, the following policies will advance population health
through primary care:
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Create and fund an NIH Institute for Generalism to support the
generation of new knowledge on the health of whole people, com-
munities, and populations.

Actualize the recommendations of the NASEM report on Im-
plementing High-Quality Primary Care,'' including a establish-
ing and empowering a Department of Health and Human Ser-
vices Secretary’s Council on Primary Care and creating a score-
card to track progress in boosting state and national primary care
infrastructure.??’

Invest in primary care as a common good by doubling the
current 6% of health care expenditure on primary care to
1291154206207 and paying for primary care through capitation
as the relationship-centered frontlines for a more integrated, per-
sonalized health care system.

Dramatically reduce administrative and documentation burden
by revamping information systems to focus on clinically rel-
evant rather than billing-required information and focusing
quality measurement on supporting the integrating, personal-
izing, and prioritizing functions of primary care, such as those
assessed by the Person-Centered Primary Care Measure.%®

Invest in expanding the primary care workforce by redirecting
graduate medical education and graduate nursing education sup-
port, including HRSA Title VII funding, toward primary care
and community training settings''"'?%; refocusing health care
professional school admission processes so that trainees better re-
flect underserved populations®”’; developing integrated training
programs for members of the primary care team''; and increasing
HRSA Title VIII funding and loan forgiveness for those practic-
ing in primary care, with additional incentives for those serving

high-need and underserved populations.?’!

Properly understood and supported primary care can be a force for in-
tegration and personalization in a fragmented, impersonal system and
society. Primary care has untapped potential to do even more to advance
population health and equity. To fulfill its role, primary care’s com-

plexly related mechanisms—the generalist craft and the primary care
attributes—must be understood and supported as a whole. By work-
ing at the messy boundary regions between illness and health, person

and population, primary care can help us move toward the unity of

A ‘1S “€20T ‘600089¢ 1

sy Wwosy poprojus

dny) sUOnIPUOD) pue SWd L A4 38 “[$207/60/0T] U0 A1eiqrT duHuO A1 ALISYFAINN HAYASTY NALSAM ASVO A4 8E9T1°6000-89¢1/1111°01/10p/wod K]

o Kol

SUBIIT SUOWO) DAL AIqEaNIAdE 2) Kq PAUIIACS AIE SDILE VO 5N JO Sa[M 10} AILIqIT AUIUO AD[LAN UO



The Role of Primary Care in Improving Population Health 823

purpose that underlies our superficial differences and co-create mean-

ingful population health.
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