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From the earliest definitions of the term primary care to the most
recent, all have stressed that primary care is predicated on a
sustained relationship between patients and the clinicians who
care for them. Primary care differentiates itself from other areas of
medicine by attending to the whole person, in the context of the
patient’s personal and medical history and life circumstances,
rather than focusing on a particular disease, organ, or system.
Finally, the primary care physician plays a distinctive role in inte-
grating the care that patients receive from within and outside of
the primary care setting.

Data obtained from patients over the past 15 years demon-
strate that most Americans have a physician whom they consider
to be their primary physician. This was the case well before the
rules of managed care plans required patients to align themselves
with a particular primary care physician and to allow that physi-
cian to coordinate all of their medical care. However, information

from patients indicates that despite primary care relationships that
endure over several years, the ideals of whole-person, integrated
care are largely unmet in patients’ primary care experiences.
Moreover, considerable evidence indicates that the quality of pri-
mary care relationships has eroded over the past several years.

This article highlights the relative strengths and weaknesses
of primary care, as experienced and reported by patients, and
posits three areas that must be addressed for primary care to live
up to the ideals of sustained partnerships providing whole-person,
integrated care. These three areas involve the use of teams in
medicine, the establishment of meaningful primary care partner-
ships, and integration of care in a delivery system that patients
experience as increasingly fragmented.
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From the earliest definitions of the term primary care to
the most recent, all have stressed that primary care is

predicated on a sustained relationship between patients
and the clinicians who care for them (1–5). Most defini-
tions have indicated that the primary care provider can be
a single clinician or team and have not delineated particu-
lar clinical disciplines to which primary care belongs. Be-
yond the requirement for sustained clinician–patient rela-
tionships, primary care has been defined to encompass the
following essential elements: accessibility, continuity, inte-
gration, a whole-person orientation, comprehensiveness,
and clinical management (1–5). Drawing on information
obtained from adults nationwide, I examine the status of
primary care relationships in the United States, identify
key strengths and limitations as experienced and reported
by patients, and propose possible directions for improving
performance and outcomes in primary care.

THE STATUS OF PRIMARY CARE RELATIONSHIPS IN THE

UNITED STATES: WHAT PATIENTS TELL US

Having a Primary Physician
No administrative data systems track the percentage of

Americans with a primary care provider. However, numer-
ous national surveys suggest that most Americans have a
primary care provider, and that most consider their pri-
mary care provider to be a particular named physician, not
a site or group. Moreover, despite marked changes in U.S.
health care systems over the past two decades—in particu-
lar, the emergence of managed care arrangements that em-
phasize the role of the primary care physician—the per-
centage of Americans who report having a regular source of
care has changed little. In 1975, when the concept of pri-
mary care was first being formalized in the United States,

88% of adults reported having a “regular source” of care:
Seventy-eighty percent named a particular physician and
10% considered an institution or several physicians to ful-
fill this role (6). In 1987, the National Medical Expendi-
ture Survey reported that 82% of Americans had a “usual
source of care” (7). In 1994, 80% of adults completing the
General Social Survey (8), which was administered to a
national probability sample of U.S. households, reported
having a particular physician whom they considered to be
their “regular personal doctor.” And in the 1996 Medical
Expenditure Panel Survey, administered to a national
probability sample of U.S. households, 77% of Americans
reported having a “usual primary care provider” (9). The
Medical Expenditure Panel Survey may have underesti-
mated this figure somewhat owing to the criteria it applies.
The Medical Expenditure Panel Survey defines usual pri-
mary care provider as a particular health professional or site
to which the patient goes under each of four circum-
stances, including “to obtain a referral to other health pro-
fessionals.” Approximately half of insured Americans have
coverage that does not require referrals for specialty care
(10–14).

With regard to clinical specialty, available data suggest
that the majority of Americans rely on generalist physicians
for their primary care but that a substantial minority rely
on specialists (6, 15, 16). No national estimates are avail-
able of the percentage of Americans who view a nurse prac-
titioner or other nonphysician as their primary care pro-
vider.

Primary Care Experiences Reported by Patients from
1986 to 2000

With this picture of primary care arrangements in the
United States, and the understanding that these arrange-
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ments have been remarkably stable despite dramatic
changes in the organization and financing of care, it is
useful to learn about the primary care experiences reported
by patients. What are the relative strengths and weaknesses
of primary care from the patient’s viewpoint? To what
extent do patients perceive the quality of primary care to be
changing? What accounts for these changes?

This article summarizes findings from two longitudi-
nal research studies that administered the Primary Care
Assessment Survey (PCAS) to U.S. adults of all ages. The
Massachusetts Study of Primary Care Performance admin-
istered the PCAS in 1996 and 1999 to a longitudinal panel
of adults sampled from each of 12 commercial health
plans. The Study of Choice and Quality in Senior Health
Care administered the PCAS annually from 1998 to 2000
to a longitudinal panel of Medicare beneficiaries sampled
from the traditional (fee-for-service) Medicare program
and Medicare health maintenance organizations in 13
states with high rates of managed Medicare participation
(Arizona, California, Colorado, Florida, Illinois, Massa-
chusetts, Minnesota, New Mexico, New York, Oregon,
Pennsylvania, Texas, Washington). Details of the design
and methods of both studies are published elsewhere (15,
17–25).

The PCAS (15) is a validated, patient-completed ques-
tionnaire that measures the defining characteristics of pri-
mary care posited by the Institute of Medicine Committee
on the Future of Primary Care (2) and others (1, 3–5). The
PCAS measures seven features of primary care through 11
summary scales: access (financial and organizational), con-
tinuity (relationship duration and visit-based continuity),
comprehensiveness (“whole-person” knowledge of the pa-
tient and preventive risk counseling), integration of care,
quality of the clinician–patient interaction (clinician–pa-
tient communication and thoroughness of physical exami-
nations), interpersonal treatment, and patient trust (15).
All concepts are measured in the context of a specific cli-
nician–patient primary care relationship and reference the
entirety of that relationship (that is, the survey is not visit-
specific). The PCAS does not assess technical aspects of
quality of care owing to limitations of patient-provided
information about this domain (26–30).

Sustained Partnerships Providing Whole-Person Care:
How Are We Doing?

The importance of sustained, whole-person oriented
care from the physician’s perspective is well illustrated by
these quotes from a 1994 study on the definition of pri-
mary care (31).

“Well, continuous care is the notion. . . . The
whole idea is that it’s not episodic around the problem.
The commitment is long-term.”

“It’s a commitment to the patient that you are go-
ing to be there tomorrow and the next day. That what
you do now is going to be building for everything
you’re going to be doing in the future.”

“Other men and women are responsible for differ-
ent parts and pieces and different areas, but there must
be, there has to be, there should be one person respon-
sible for the whole picture. Who has the ability, cogni-
tively and emotionally, to put it all together and to put
the different recommendations into a context of that
patient’s life.”

“I think the way you get that is by really trying to
understand who the patient is. And again, understand-
ing who the patient is will be much more than just a
review of the organ systems.”

Despite these compelling testimonials from clinicians,
patient data suggest that whole-person care is a weak link
in primary care performance. Whole-person care consis-
tently ranks lowest among five PCAS measures of interper-
sonal care (19, 21, 23). Except for knowledge of their med-
ical history, only about one third of patients consider their
physician’s knowledge about them to be excellent or very
good (Table 1). The majority of patients rate their physi-
cian’s knowledge about them and their life circumstances
as good, fair, poor, or very poor. This finding constitutes
weak performance on a defining and distinctive feature of
primary care. The result is striking in light of evidence of
considerable continuity in U.S. primary care relationships.
Three quarters of adults in these samples had gone to their
primary physician for 3 years or more (19, 23). Moreover,
the results did not vary meaningfully by patients’ sociode-

Table 1. Patients’ Views of How Much Their Primary Care Physician Knows about Their Medical History and Life Circumstances*

Physician’s Knowledge of: General Adult Population
(n � 6094)†

Adults >65 Years of Age
(n � 8828)‡

Excellent or
Very Good

Good, Fair, Poor,
or Very Poor

Excellent or
Very Good

Good, Fair, Poor,
or Very Poor

4OOOOOOOOOOOOOOOOOOOOOO%OOOOOOOOOOOOOOOOOOOOOO3
Your entire medical history 51 49 54 46
Your responsibilities at home or work 34 55 40 60
What worries you most about your health 36 64 44 56
You as a person (your values and beliefs) 29 71 39 61

* Items represent the Primary Care Assessment Survey measure of the primary physician’s “whole-person knowledge” of the patient (15).
† Baseline data from the Massachusetts Study of Primary Care Performance (19).
‡ Baseline data from The Study of Choice and Quality in Senior Health Care (23).
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mographic characteristics or health status: Only age, edu-
cation, and health status were significantly associated with
patients’ assessment of their care, and even for these vari-
ables, the effects were small and together explained less
than 5% of the variance in multivariate regression models.
These findings are highly consistent with existing evidence
on the relationship between patient characteristics and pa-
tient-based assessments of care (32–35).

The Performance of Primary Care Teams
Formal definitions of primary care posit that it can be

provided by an individual clinician or a team (1–5). The
functioning of primary care teams has important bearing
on primary care physicians’ ability to meet the objectives of
whole-person care and sustained partnerships. Throughout
the United States, practices rely substantially on teams to
provide primary care. Yet, available evidence from patients
reveals a large gap between the reality of team care and the
ideals of “sustained clinician-patient partnerships providing
care in the context of family and the community” (2).

Consider that there is a distinction between “visible”
and “invisible” team care, and that most U.S. patients ex-
perience invisible team care. In visible team care, the mem-
bers of the primary care team and their respective roles are
known to and understood by the patient. In invisible team
care, the roles and identities of the other clinicians involved
in the patient’s care are not clear to the patient; rather, the
patient relates to these others as “not my doctor” rather
than as part of a team of clinicians with whom he or she
has a “sustained primary care partnership.”

Among patients nationwide who report having a pri-
mary physician, approximately half report that there are
other clinicians in their physician’s practice who play an
important role in their care (19, 23). Roughly half of pa-
tients rate both the quality of care by these other clinicians

and their coordination with the primary physician as excel-
lent or very good (Table 2). However, interpersonal ele-
ments of team care have considerable failings. Three quar-
ters of patients in practices that rely on teams rate the other
clinicians’ whole-person knowledge about them unfavor-
ably, nearly two thirds rate the clinicians’ knowledge of
their medical history unfavorably, and about half rate their
communication skills unfavorably (Table 2). By compari-
son, patients’ ratings of their primary physician’s whole-
person knowledge about them, knowledge of their medical
history, and communication skills were better (P � 0.001).
The data suggest that although many primary care prac-
tices embrace a team approach, we are far from meeting the
defining criteria of primary care through teams. Most par-
ticularly, team care is generally not meeting the criteria for
“sustained partnerships” and a whole-person orientation.

The weak performance of teams may help explain the
differences in performance consistently observed between
open-model and closed-model primary care practices (19,
23, 36–42). Closed-model practices refer to those in which
physicians work exclusively for one health plan on a sala-
ried or contractual basis (staff-model and group-model
health maintenance organizations). Open-model practices
refer to those in which physicians have contracts with mul-
tiple health plans. An underlying philosophy that gave rise
to today’s closed-model practices is that a clinician’s
knowledge and technical expertise are paramount and that
the quality of care is unrelated to the clinician’s previous
knowledge of the patient. Thus, closed-model practices
have historically embraced the concept of primary care
teams and use scheduling and staffing protocols accord-
ingly. The appointment scheduling protocols of staff-
model and group-model health maintenance organizations
that we have studied have almost uniformly prioritized pa-

Table 2. Patients’ Assessment of Care Provided by Other Clinicians in Their Primary Physician’s Practice Compared with Care
Provided by Their Primary Physician*

Aspect of Care Other Clinicians on the Primary
Care Team†

Primary Physician P Value‡

Excellent or
Very Good

Good, Fair, Poor,
or Very Poor

Excellent or
Very Good

Good, Fair, Poor,
or Very Poor

4OOOOOOOOOOOOOOOOOO%OOOOOOOOOOOOOOOOOO3
Quality of care they provide 55 45 –§ –§ –
Coordination between them and your regular

doctor 57 43 –§ –§ –
Their knowledge of you as a person (your

values and beliefs) 24 76 29 71 0.001
Their knowledge of your medical history� 36 64 54 46 0.001
Their explanations of your health problems or

treatments that you need 54 46 72 28 0.001

* Except where noted, all results are from the Massachusetts Study of Primary Care Performance (19).
† Patients who reported having a regular personal doctor were asked: Are there other doctors or nurses who work in your regular doctor’s office, who play an important role
in your care? Those who answered “yes” were asked a set of questions about “these other doctors or nurses who play an important role in your care” (results shown here).
‡ For each item, P values compare patients’ assessments of their primary care physician with their assessments of other clinicians in the practice who play an important role
in their care.
§ This item was not asked with reference to the primary physician.
� Data for this item are from The Study of Choice and Quality in Senior Health Care, 1998 (23). The item was not asked in the Massachusetts Study of Primary Care
Performance.
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tients’ access to care over continuity with particular clini-
cians. Indeed, more patients in closed-model practices re-
port that other clinicians in the practice play an important
role in their care (19), yet their assessments of this care are
no better and are often less favorable than ratings of team
care in open-model practices (Table 3).

The use of teams, without the establishment of visible
team care, may account for the less rich, less enduring
primary care relationships observed in closed-model set-
tings (19, 23, 36–42). Research conducted over 20 years
consistently finds that compared with their open-model
counterparts, closed-model primary care practices provide
less visit-based continuity, that their patients report less
favorable communication quality, interpersonal treatment,
and whole-person care, and that they change physicians
more often (19, 23, 36–42).

Considerable empirical evidence underscores the high
value that patients place on the interpersonal aspects of
care, including continuity with their physician, and dem-
onstrates the important role these factors play in determin-
ing outcomes of care, including patients’ adherence to
medical advice (18, 43–46), improved health status (18,
47, 48), loyalty to a physician’s practice (22), and reduced
malpractice litigation (49–51). In our study of adults in
Massachusetts and our national study of older Americans,
three quarters of adults with a primary physician reported
that they place a high priority on seeing that physician
when they require care. Within that group, most also want
appointment times that meet their schedules. Only 16% of
participants indicated that they prioritize access and con-
venient appointment times over continuity. These patient
priorities regarding the access–continuity trade-off may
surprise many practice managers. Practices in competitive
health care markets often presume that their patients pri-
oritize access above all else and implement scheduling sys-
tems accordingly.

The Declining Quality of Patients’ Primary Care
Experiences

Although no national tracking systems are in place to
monitor changes in the quality of primary care, data from
our two longitudinal patient surveys raise concerns about
the current trajectory. Murphy and colleagues recently re-
ported substantial declines in the quality of primary care
relationships among Massachusetts adults who retained the
same primary physician over a 3-year observation period
(1996 to 1999) (21). In addition, data from the Study of
Choice and Quality in Senior Health Care reveal similar
declines in the quality of physician–patient interactions
(communication quality, interpersonal treatment, and
thoroughness of physical examinations) among Medicare
beneficiaries nationally over a 2-year observation period
(1998 to 2000) (Table 4). Among Medicare beneficiaries,
substantial declines in financial access to care, visit-based
continuity, and integration of care were also observed. The
observed declines in the quality of physician–patient inter-
actions seen in both studies are noteworthy in that they
represent the erosion of approximately 5% of baseline
scores among patients who did not change physicians. Al-
though we do not know whether performance was already
declining before these studies and, more important,
whether declines are continuing at this rate, the magnitude
of the observed changes in this brief period is disturbing.
Understanding the reasons for this erosion of quality in
relationships is pressing as we look to secure the future of
primary care.

LOOKING TO THE FUTURE

As we look to the future, the challenges of creating
sustained clinician–patient partnerships and providing
whole-person care appear substantial. They come from the
Internet, with its round-the-clock abundant information,

Table 3. Assessments of Team Care by Patients in Open-Model and Closed-Model Practices*

Aspect of Care Open-Model Practices Closed-Model Practices P Value

Excellent or
Very Good

Good, Fair, Poor,
or Very Poor

Excellent or
Very Good

Good, Fair, Poor,
or Very Poor

4OOOOOOOOOOOOOOOOOO%OOOOOOOOOOOOOOOOOO3
Quality of care they provide 56 44 55 45 �0.2
Coordination between them and your regular

doctor 59 41 53 47 0.001
Their explanations of your health problems or

treatments that you need 54 45 55 45 �0.2
Their knowledge of your medical history† 37 63 34 66 0.05
Their knowledge of you as a person (your

values and beliefs) 27 73 21 79 0.001

* Except where noted, all results are from the Massachusetts Study of Primary Care Performance (n � 6018 [open-model, n � 4101; closed-model, n � 1917]) (19). Patients
were asked to indicate whether there were other physicians or nurses in their primary physician’s office who “play an important role” in their care. Those who answered “yes”
(47% of open-model patients and 63% of closed-model patients) evaluated these primary care team members through the items in this table.
† Data for this item are from The Study of Choice and Quality in Senior Health Care, 1998 (n � 8288 [open-model, n � 6458; closed-model, n � 2370]) (23). The item
was not asked in the Massachusetts Study of Primary Care Performance.
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and from a population that hungers for that. They come
from an insurance system in which established primary
care relationships can be disrupted by a single business
decision on the part of a practice, employer, or health plan.
They come from our failure to develop care that is truly
integrated within and across settings over time. And they
come from a population that eagerly looks to complemen-
tary therapies as well as conventional ones to achieve the
health they long for. Establishing sustained clinician–pa-
tient partnerships and whole-person care in the face of
these challenges will require commitment and creative so-
lutions. Consider these possible components:

Accepting and Embracing the Role of Teams
Primary care in the 21st century requires a team of

clinicians. Primary care practices nationwide rely on teams
to ensure 24-hour coverage for their patients every day of
the year and, in many cases, to leverage physicians’ time
through the use of nurse practitioners, physician assistants,
or other clinical professionals. However, for the most part,
patients’ expectations and preferences have not made room
for teams. Available data suggest that patients predomi-
nantly experience primary care teams as something missing
rather than something gained. The experience of invisible
team care can be likened to that of baseball fans during the
strike of 1994. There were 34 weeks during which the
usual players we knew did not play ball, yet baseball was
played. It was disorienting to watch “your team” (the Bos-
ton Red Sox, in my case) play with a cast of characters
whose batting averages, pitching statistics, and abilities at
first base were unknown.

Creating visible team care will require two compo-
nents. First, it will require communicating with patients
about teams and making explicit who the “players” are and
what “position” each plays. It will also require that prac-

tices develop systems to ensure that they, too, know the
position played by those involved and an organizational
culture that actively fosters team work. To date, the use of
primary care teams has been primarily about ensuring ac-
cess. But accessibility is only one of the defining criteria of
primary care. We must improve performance on the fea-
tures of primary care that have been shown to be lacking.
Each clinician must fulfill his or her role in creating a
sustained partnership with the patient. There is reason to
believe that doing so will benefit patients, clinicians, prac-
tice organizations, and purchasers. Considerable empirical
evidence links the performance of care teams—including
their communication, coordination, and collaborative pro-
cesses—to improved health care outcomes and reduced
costs (52–54). And in a population that is living longer
with increasing incidence and prevalence of major chronic
illness, the potential for primary care teams to improve
health care and health has never been greater. Anderson
Rothman and Wagner underscore that primary care teams
represent an ideal structure through which to address the
ongoing clinical, educational, behavioral, and care coordi-
nation needs of patients with chronic illness (55). But they
note that to realize this potential will require moving away
from the acute care paradigm that still predominates, even
where primary care teams are nominally in place (55).

Primary Care as a Contract
Another aspect of primary care that must be formal-

ized is the requirement for sustained clinician–patient part-
nerships (2). As noted, most Americans report having a
primary care provider (7, 9, 19, 21, 23), and most of these
relationships last for years (19, 23). However, a partnership
is more than a relationship that endures over time. Part-
nership connotes a relationship with shared objectives and
defined roles and responsibilities. In other areas of society,

Table 4. Changes in Primary Care Performance Reported by Patients in Two Longitudinal Studies

Performance Measure Massachusetts Adults,
1996–1999*

Medicare Beneficiaries from 13 U.S.
States, 1998–2000†

Mean Change
in Score‡

Effect Size§ Mean Change
in Score‡

Effect Size§

Physician–patient interaction
Communication �1.5 0.10 �2.9 0.18
Interpersonal treatment �2.1 0.12 �2.3 0.11
Thoroughness of physical examination �3.0 0.17 �2.4 0.12
Physician’s knowledge of patient 1.1 0.05 3.1 0.15
Patient trust �0.7 0.05 0.8 0.06

Structural and organizational factors
Organizational access �2.7 0.17 1.0 0.05
Financial access 0.5 0.02 �4.3 0.22
Visit-based continuity 1.2 0.06 �4.5 0.26
Integration of care 0.4 0.02 �1.3 0.07

* Data are from the Massachusetts Study of Primary Care Performance (n � 6018) (19).
† Data are from The Study of Choice and Quality in Senior Health Care (n � 8288) (23).
‡ For respondents who retained the same primary care physician throughout the observation period, changes in score were computed as the difference between the
respondent’s score at follow-up and at baseline (time2 � time1). Data in the table represent the mean change in scores for each scale. With the exception of two scales
(interpersonal treatment, thoroughness of physical examination), the observed change in score differed significantly between the two studies (P � 0.001).
§ Computed as the absolute change in score divided by the standard deviation of the scale. This standardized metric allows comparison across scales and across studies
regarding the magnitude of the change observed.
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the establishment of a partnership is typically marked by a
written document, verbal exchange of promises, or other
means of formalizing accountabilities. There seems to be
the potential for a powerful shift in primary care relation-
ships if the moment of selecting a primary physician (and a
physician agreeing to that role) is marked by something
akin to a contract—defining shared objectives with regard
to the patient’s health, and individual roles and responsi-
bilities for achieving them. Such a dialogue would go be-
yond taking the patient’s medical history and discussing
their risk profile from a list of behavioral characteristics. It
would require a deliberate discussion about the patient’s
principal health concerns and priorities and designing
strategies to address them. In so doing, it would begin a
process that could help redress some of the performance
gaps with respect to whole-person care that have been ob-
served and reported here. The issues raised during this ini-
tial physician–patient dialogue would undoubtedly extend
outside the realm of that physician’s time and expertise.
But the process would identify the parameters within
which to operate and the other roles needed to meet that
patient’s health objectives.

Integrating Care
Not long ago, it was customary for a single physician,

perhaps working with a nurse, to provide most or all of a
patient’s care over many years, or even a lifetime. Despite
profound advances in medical knowledge, technologies,
and systems and despite the fact that patient care invariably
requires the involvement of multiple professionals, our
ability to integrate care has made little progress. Many of
the structures and processes envisioned 15 or more years
ago as solutions to fragmented care are now in place. More
than half of Americans are enrolled in a health plan that
requires a primary physician to coordinate their care (10–
14). There are integrated delivery systems (56). Acute care
hospitals are now joined with rehabilitation, long-term,
and home care services under various corporate, affiliative,
and strategic structures (57). Yet, most would agree that
care is no more integrated today than before these systems
were in place (58–60). Why have these advances in our
infrastructure not made a noticeable difference in integra-
tion? The answer almost certainly lies in a complex inter-
play among numerous factors, including misaligned finan-
cial incentives, underdeveloped information systems, and
established norms and culture among clinicians and health
care organizations. I will focus on the latter, as I believe
that without attention to this factor, we cannot make
meaningful progress toward integrating care.

Performance as an individual and performance within
a group require fundamentally different skills, focus, and
expertise. For a corps de ballet to create the magnificent
effect of unison, each dancer must be keenly attentive to
the group while simultaneously attending to his or her own
dancing, making constant microadjustments to position,
pace, and movement to ensure that the corps performs as a

single, powerful entity. So it is with medicine. We train
health care professionals, in the classroom and at the bed-
side, with an almost exclusive emphasis on honing their
individual knowledge and technique so that they can per-
form their clinical role with excellence. We are superb at
teaching clinicians to be soloists in the ballet of medicine.
But excellence in the performance of groups (or team) re-
quires more than just highly skilled people functioning
individually. To truly function as a team requires addi-
tional skills, and deliberate attention from each individual
to the performance of the whole (53, 61, 62). Our failure
to recognize and address this has kept health care frag-
mented in the face of profound changes in our infrastruc-
ture that we thought would yield integrated care.

CONCLUSION: WHAT IS THE FUTURE OF PRIMARY

CARE FROM THE PATIENT’S PERSPECTIVE?
More than three quarters of U.S. adults indicate that

there is one physician whom they consider to be their pri-
mary physician. This rate has remained remarkably stable
over the past several decades, despite substantial changes in
U.S. health care delivery systems. Moreover, the majority
of primary care relationships endure for years. Thus, even
in an era that has been dubbed consumerist with regard to
health care, available data suggest that Americans value
having an established, long-term relationship with a pri-
mary physician.

However, the patient data summarized here highlight
several areas in which primary care performance is weak,
most notably in providing care that is whole-person ori-
ented, integrated, and grounded in clinician–patient part-
nerships. Despite primary care relationships that are sus-
tained over several years, adults of all ages and from all
regions of the United States report that they do not feel
that their primary care physicians know much about
them—their life circumstances, daily role responsibilities,
or values. Moreover, despite the reliance on teams in pri-
mary care practices nationwide, patients experience the
other clinicians in their physician’s practice as a bewilder-
ing array of clinicians who are “not my doctor.” We are far
from the ideal of primary care that is whole-person ori-
ented, and we appear to be losing ground. Data from both
studies summarized here reveal significant erosion in the
quality of the primary care relationship between 1996 and
2000.

Without our focused efforts, the task of ensuring that
primary care is whole-person oriented, integrated, and
grounded in sustained partnerships will grow more difficult
in the United States, where the health care system is be-
coming increasingly complex, practices are increasingly
strained for time and resources, and the population has
ready access to a bewildering array of information promis-
ing their desired health outcomes. I believe that three ele-
ments are essential to securing the future of primary care in
the face of these challenges: adapting the current function-
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ing of primary care teams so that they become visible,
meaningful, and valued from the patient’s perspective; for-
malizing primary care partnerships; and integrating care in
the face of formidable barriers.

The onset of consumerism in American health care
should not be taken to mean that patients wish to com-
mand their own health care, or that they think they can.
Americans have a seemingly insatiable appetite for infor-
mation about how to get healthier, feel better, and live
longer. Many are willing to combine conventional and
nonconventional therapies to achieve this goal. But they
are also overwhelmed and bewildered by conflicting infor-
mation and boundless choices, with little means of deter-
mining the safety or quality of the therapies or clinicians
they choose. They need and want an expert to work with
them in making these choices. A critical role remains for
the professionals who will serve as patients’ partners in this
realm of health, well-being, and care that profoundly af-
fects the quality of their lives. From the patient’s perspec-
tive, the future of primary care is a certainty. How it will
be configured and whether it will ultimately deliver on its
potential is not.
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