
Failure of the Problem-Oriented Medical Paradigm 
and a Person-Centered Alternative

ABSTRACT
Our problem-oriented approach to health care, though historically reasonable and undeni-
ably impactful, is no longer well matched to the needs of an increasing number of patients 
and clinicians. This situation is due, in equal parts, to advances in medical science and 
technologies, the evolution of the health care system, and the changing health challenges 
faced by individuals and societies. The signs and symptoms of the failure of problem-
oriented care include clinician demoralization and burnout; patient dissatisfaction and non-
adherence; overdiagnosis and labeling; polypharmacy and iatrogenesis; unnecessary and 
unwanted end-of-life interventions; immoral and intolerable disparities in both health and 
health care; and inexorably rising health care costs. A new paradigm is needed, one that 
humanizes care while guiding the application of medical science to meet the unique needs 
and challenges of individual people. Shifting the focus of care from clinician-identified 
abnormalities to person-relevant goals would elevate the role of patients; individualize 
care planning; encourage prioritization, prevention, and end-of-life planning; and facilitate 
teamwork. Paradigm shifts are difficult, but the time has come for a reconceptualization of 
health and health care that can guide an overdue transformation of the health care system.
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A RIGHTEOUS QUEST

Last year at my 45th medical school class reunion, my former classmates and I 
recounted medical school experiences. As I rose to speak, my thoughts were 
mixed. I recalled learning a new language and increasing my knowledge 

of human biology and the differential diagnosis and the treatment of diseases. I 
remember the diseases, but I have only vague recollections of the people who had 
them except for those I saw during 2 rural preceptorships.

Our curriculum made it possible for me, after core clinical rotations, to arrange 
3-month experiences with small-town general practitioners in Idaho and Wyoming. 
Both saw patients of all ages in all settings. Many of these patients were their friends, 
former teachers, and classmates. The care the practitioners provided was tailored to 
each person’s unique circumstances. I remember many of those patients vividly.

Later, when I told the chairman of Medicine that I wanted to be a family physi-
cian, he tried to dissuade me—too easy, a waste of your intelligence—and when 
that failed—too hard, no one can do it well—which strengthened my resolve. The 
specialty of family medicine had been established 5 years earlier in an effort to 
merge medical science and person-centered care. My residency colleagues and I 
were revolutionaries. It was the 1970s, and we were full of optimism. But we had no 
appreciation for the force of the wind against which we were running or its source. 
Over the course of my career, which included 6 years in a small rural practice and 
31 years as an academician, I watched the science of medicine displace the art and 
science of caring for people.

In 2000, my 80-year-old father was hospitalized 3 times during a 3-month 
period in the hospital where I had been a student. His clinical teams seemed to 
approach each hospitalization as an isolated event. I saw no evidence that they ever 
determined the likely sequence of events leading up to each admission—esopha-
geal reflux with sphincter spasm causing chest pain, fear of a fatal heart attack, 
and autonomic hyperactivity causing coronary vasoconstriction, angina, and atrial 
fibrillation, which ultimately exacerbated heart failure. The focus was on identify-
ing current cardiac abnormalities and adjusting his medications. There was never 
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any discussion of what to do if it happened again or how to 
diminish his fear of dying. I blamed it on poor doctoring.

Fifteen years later, my 89-year-old mother fell while hik-
ing in the woods, breaking her T12 vertebra into several mis-
aligned pieces. She crawled out of the woods, drove herself 
home, and eventually made it to her primary care physician’s 
office. A month later, she was hospitalized because of inad-
equate pain control and the adverse effects of prescription 
narcotics.

Many things had changed since my father’s hospitaliza-
tions. Electronic records had been implemented. Patient care 
tasks had been divided among narrowly focused staff who 
spent more time at the computer than interacting with Mom. 
The process resembled a factory assembly line. A neurosurgi-
cal consultant advised against surgery based on her computed 
tomography scan. At discharge, she was denied inpatient 
rehabilitation because she didn’t have an approved rehabilita-
tion diagnosis. I blamed the situation on the corporatization 
of health care.

Health care is complex. The logical response has been 
reductionism and subspecialization. Even 50 years ago, my 
basic science classes were taught by faculty with narrow 
fields of expertise. There are now orthopedists who only 
perform knee surgery and ophthalmologists who only remove 
cataracts. Generalists can now acquire certificates of added 
qualifications in addiction medicine, adolescent medicine, 
brain injury medicine, clinical informatics, emergency medi-
cal services, geriatric medicine, hospice and palliative care, 
hospital medicine, pain medicine, sleep medicine, and sports 
medicine, as well as subspecialty certification in maternal and 
fetal medicine.

But, as Barbara Starfield and colleagues1 showed con-
vincingly, subspecialist-heavy health care systems provide 
suboptimal care. The most effective, efficient, and equitable 
systems are built on a foundation of primary care, “the provi-
sion of integrated, accessible health care services by clinicians 
that are accountable for addressing a large majority of per-
sonal health care needs, developing a sustained partnership 
with patients, and practicing within the context of family and 
community.”2 But that kind of primary care is getting harder 
to find. Many primary care physicians have stopped taking 
care of patients in hospitals and nursing homes. Few deliver 
babies. It is now common practice to refer patients with 
chronic pain to pain specialists and dying patients to pallia-
tive care teams.

Health care is not just complex, it is highly personal. The 
clinician-patient relationship is one of the few settings in 
which people can talk about painful, frightening, and embar-
rassing issues with someone other than a friend or family 
member. Those interactions are often therapeutic beyond 
the specific medical management issues discussed. Each per-
son has unique vulnerabilities, resources, circumstances and 
experiences, values, and priorities, making both fragmenta-
tion and excessive standardization detrimental. The generalist 
physicians I shadowed during those summer preceptorships 

understood that, and even at that early stage of my training, I 
could see the difference it made.

Ten years beyond residency I could see that our revolu-
tion had lost momentum. The emerging field of geriatrics was 
promoting the functional needs of patients and teamwork. 
I decided that learning to care for complex older patients 
might be the best way to understand how to provide care to 
all patients, so I became a geriatrician. Before long, I was giv-
ing lectures to physician groups on “normal aging changes.” 
At the time, I wondered why that topic seemed so important. 
The answer turned out to be a major piece of the puzzle I 
was trying to solve.

When colleagues and I established a geriatric fellowship, 
it surprised me that so few residents applied. They said that 
old people had too many problems, which required too much 
time, and they were nonlucrative, even depressing. It finally 
dawned on me that physicians were interested in normal 
aging because our medical approach involves identifying 
and correcting abnormalities. It is essential to draw a clear 
line between normal and abnormal. In order to apply that 
approach to aging and other continuous measures like blood 
pressure, glucose level, and mood, we dichotomize them—
hypertensive vs normotensive, diabetic vs nondiabetic, 
depressed vs nondepressed, normal vs abnormal aging. It was 
around that time that I began to ask medical students, “How 
is being a doctor different from being an auto mechanic?”

OUR FAILING PARADIGM
Problem solving has been an effective strategy for centuries. 
It has worked particularly well for correctable problems such 
as infections and injuries. Problem solving is compatible with 
a mechanical model like the one used to repair automobiles. 
It offers certain advantages to physicians, the experts when it 
comes to identifying, naming, and recommending treatment 
for medical conditions. With expertise comes power, control, 
and safety. Objectifying the task allows us to distance our-
selves from the personal and emotional aspects of care. The 
result is great disease management but poor doctoring. For 
administrators, it has encouraged the application of manufac-
turing principles to improve quality and reduce cost.

A growing number of signs and symptoms, however, sug-
gests that the problem-oriented paradigm is failing. Clinicians 
are demoralized. Rates of stress, depression, and burnout are 
high.3 Despite ongoing quality improvement efforts, clini-
cians follow clinical guidelines only about 50% of the time,4 
a phenomenon referred to as clinical inertia.5 An increasing 
number of publications decry “cookbook medicine” and the 
“corporatization” of health care.6,7

Patients aren’t particularly happy either and are demand-
ing greater input through patient advisory boards, patient 
advocacy groups, and engagement in research. On average, 
only about 60% adhere to physicians’ advice.8 Many seek 
help from a growing number of practitioners using comple-
mentary and alternative approaches. Health and health care 
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disparities persist despite efforts to reduce them.9 Advance 
directives are rarely discussed before terminal illness despite 
the availability of sufficient reimbursement.10 Meanwhile, the 
cost of care continues to rise faster than the cost of living as a 
result of an ever-expanding clinical armamentarium and rising 
patient expectations.11 More and more money is spent for less 
and less benefit.12,13

But, as Thomas Kuhn14 pointed out, paradigms are resil-
ient. Long-held beliefs and well-established processes must be 
reconsidered. Careers, incomes, prestige, and loci of power 
and control are jeopardized when a paradigm is abandoned in 
favor of a new one. Curricula must be rewritten, and research 
questions and methods reimagined. For those reasons, when 
a paradigm begins to fail, valiant attempts are made to shore 
it up. In this case, those efforts have included the creation 
of family medicine, the development and adoption of the 
biopsychosocial model, and the creation of birthing centers, 
palliative care, shared decision making, patient-centered medi-
cal homes, care coordination, patient navigators, the Patient-
Centered Outcomes Research Institute, patient-reported 
outcome measures, and value-based reimbursement schemes, 
among others.

A WAY FORWARD
Geriatric rehabilitation exposed me to a new way of thinking 
about health and health care, one focused on goals instead of 
problems. It led me to wonder whether such a shift in focus 
might offer a way forward. What if we viewed health not as 
the absence of health problems, but as the ability to derive 
as much enjoyment, satisfaction, enrichment, meaning, and 
fulfillment as possible from life’s journey? What if instead 
of asking, “What’s the matter with you?” we first ask, “What 
matters to you?”

It would follow that health care should be designed to 
help each person attain 4 goals: (1) to live as long as pos-
sible up to the point when life becomes intolerable; (2) to be 
able to participate in activities and relationships that provide 
meaning and pleasure; (3) to make the most of opportunities 
to develop fully as a unique human being; and (4) in the end, 
to experience a good death.15,16

If clinicians and patients viewed prevention of premature 
death as a major goal rather than a box-checking process, 
they would be encouraged to prioritize preventive strategies. 
Given the nature and severity of my father’s heart disease, 
his physician might have offered him an implantable defibril-
lator or my mother a portable defribillator and CPR train-
ing. We would probably more consistently educate those 
vulnerable to pneumonia to avoid infectious contacts, wash 
their hands often, and practice good oral hygiene. Focusing 
on survival would likely speed the development of predic-
tive models, requiring better information on causes of death 
and disability—more virtual autopsies, clinical reviews, and 
clinical-pathological conferences. Preventive service regis-
tries and comprehensive risk appraisal tools would replace 

single-disease registries, providing patients with better esti-
mates of the benefits of available preventive strategies.17,18

To help individuals achieve their quality-of-life goals, 
clinicians would need to know a great deal about their 
essential and desired activities, key relationships, values, and 
priorities. My mother’s neurosurgeon, for example, would 
have wanted to know how important certain activities were 
to her and what risks she was willing to take to regain her 
ability to participate in them. Helping patients clarify their 
quality of life goals would require adoption and adaptation 
of techniques and tools used by goal-oriented professionals 
within and outside of health care. It might even be helpful 
to include rehabilitation therapists and mental health profes-
sionals on primary care teams for help with plan development 
and therapeutics.

Involvement of mental health professionals would be criti-
cal for helping patients achieve their growth and develop-
ment goals as well. Focusing on psychological development 
through and beyond childhood could elevate the importance 
of resilience, adaptability, relationship building, and strate-
gies for dealing with loss. Emphasis on resilience might help 
patients decide to increase physical activity, improve their 
eating and sleep habits, get suggested immunizations, and 
avoid unnecessary antibiotics.

Through a goal-oriented lens, death would be viewed as 
part of life’s journey, not as an enemy to be defeated. Refram-
ing death in that way would encourage all adults to document 
advance directives and to discuss their values and preferences 
with those who might be involved in decision making on their 
behalf. Palliative care specialists would focus on teaching pri-
mary care clinicians to care for people nearing the end of life.

Unlike problems, which can be viewed apart from con-
text, goals and priorities are inseparable from their owners. 
Patients possess vital information and opinions, which would 
help to equalize power within patient-clinician relation-
ships. The critical nature of goal clarification would also 
help to equalize status and power between primary care 
clinicians and referral specialists. Focusing on goals could 
improve teamwork and coordination within health systems.19 
And although problem solving can only erase deficits, goal 
achievement optimizes potential. The referent is oneself. 
Normality is largely irrelevant.

Although goal-oriented care might appear to be most 
applicable to older patients with multiple health concerns, 
it is, in fact, applicable across the life cycle, to all genders 
and all social and cultural ecologies. The goals for a young 
man finding meaning in a gang, and the goals of immigrants 
fleeing violence, and the goals of parents struggling with 
troubled children, and the goals of a single mother with a 
newborn, and the goals of a grandparent caring for their 
grandchild as the child’s mother struggles with addiction 
powerfully impact health care decisions and are examples 
of the many ways the 4 goals previously described become 
understood at different times in one’s life and in different 
circumstances.
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Despite the potential advantages of goal-oriented care, 
there will be major implementation challenges beginning with 
the words we use. For example, problems would be reframed 
as risk factors, obstacles, challenges, and opportunities, and 
what we now call goals (eg, systolic blood pressures of less 
than 140 mm Hg and hemoglobin A1c levels of less than 7%) 
would be considered strategies. Record systems would have 
to be reorganized around the 4 major goals, research methods 
expanded to account for individualization, clinical practice 
guidelines reconfigured to reflect the impact of interventions 
on meaningful outcomes, and quality standards reimagined. 
Payment methods would need to reward processes of care 
and cognitive services beyond diagnosis and treatment, the 
appropriate duration of encounters determined by the partici-
pants, not payors or administrators.

REQUIEMS
Although the failure of the problem-oriented paradigm was 
a consequence of advances in medical science, the evolution 
of the health care system, and the changing nature of societal 
health challenges, it has always had a fatal flaw. If we were 
ever able to prevent or eliminate all abnormalities, the result-
ing loss of diversity would be disastrous. Advances in genetic 
engineering are already forcing us to consider how to address 
the complex mixtures of strengths and vulnerabilities revealed 
in our genes.

Dad lived 2 more years with no substantial decline in func-
tion, dying in his sleep at the age of 82. Despite 2 weeks in a 
skilled nursing facility, then outpatient physical therapy, my 
mother never regained sufficient strength, balance, or pain 
relief to tend to her outdoor plants. She was, however, able to 
remain in her home with our help. She died at the age of 91 of 
aspiration pneumonia, for which she refused hospital treatment.

I am lucky to have a primary care physician who knows 
and respects my views on health and health care, and I know 
how the system works. If my wife or I need to be hospital-
ized, however, it will probably be at the medical center 
where I was a student. This article could be my final quixotic 
attempt to make the care we receive there more personal and 
humane than that received by my parents.

The problem-oriented medical paradigm has had a long 
and productive life. It now deserves a good death.

Read or post commentaries in response to this article.
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