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ABSTRACT

The state of family medicine and primary care in the United States is precarious, afflicted
by chronic underinvestment. Family physicians and their allies should not expect differ-

ent policy outcomes without adopting a different theory of change and tactical approach
to reform. | argue: (1) high-quality primary care is a common good, as asserted by the
National Academies of Sciences, Engineering, and Medicine; (2) a market-based health
system captured by extractive capitalism is inimical to primary care as a common good;

(3) professionalism has both aided and constrained family physicians as agents of change
for primary care as a common good; and, (4) to actualize primary care as a common good,
family physicians must embrace “counterculture professionalism” to join with patients, pri-
mary care workers, and other allies in a social movement demanding fundamental restruc
turing of the health system and democratization of health that takes power back from
interests profiting from the status quo and reorients the system to one grounded in healing
relationships in primary care. This restructuring should take the form of a publicly financed
system of universal coverage for direct primary care, with a minimum of 10% of total US
health spending allocated to Primary Care for All.
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"The dream of reason did not take power into account.”
- Paul Starr

he state of family medicine and primary care in the United States is precari-
ous, afflicted by chronic underinvestment.

Over past decades, several waves of health reform and advocacy efforts
offered hope of revitalizing the specialty of family medicine and the primary care
sector: the rise of managed care in the 1990s; the Joint Principles of the Patient-
Centered Medical Home in 2007%; enactment of the Patient Protection and Afford-
able Care Act in 2010; the launching of Family Medicine for America's Health in
2013.3 Yet the reality on the ground has not fundamentally improved for family
physicians and others working in primary care, or for patients struggling to obtain
high-quality primary care. Between 2005-2015, the number of primary care phy-
sicians per capita in the United States declined, primary care visits per capita
decreased, and waiting times for new primary care appointments lengthened.* The
earnings gap between primary care physicians and physicians in other specialties
widened and burnout remains high. Most tellingly, only about 5% of national health
expenditures in the United States are spent on primary care’>—one-half or less than
the proportion spent in Canada and Europe.

The latest beacon of hope is the National Academies of Sciences, Engineering,
and Medicine (NASEM) 2021 report, Implementing High-Quality Primary Care, affirm-
ing the vital importance of primary care and recommending policies to rebuild the
nation's primary care infrastructure, including increasing the proportion of “primary
care spend.” The Office of the Assistant Secretary of Health (OASH) has subse-
quently established a Federal Initiative to Strengthen Primary Health Care.®

Will this time be different> [ contend that it is unreasonable for family physicians
and their allies to expect different policy outcomes without adopting a different
theory of change and tactical approach to health care reform. | argue the following:

1. As stated in the NASEM report, high-quality primary care is a common good.

2. A market-based health system is inimical to primary care as a common good.
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The market-based, multi-payer US health system that is being
rapaciously captured by extractive capitalism is a formidable
structural barrier to progress.

3. Professionalism has both aided and constrained fam-
ily physicians as agents of change for primary care as a
common good. It has affirmed a social contract to act in
the public’s interest, but also positioned family medicine
and other specialties to behave as protectionist guilds and
impeded social solidarity to advance collective aims that
threaten holders of power.

4. To actualize primary care as a common good, family
physicians must embrace “counterculture professionalism” to
join with patients, primary care workers, and other allies to
build a broad-based social movement demanding fundamental
restructuring of the health system and democratization of
health that takes power back from interests profiting from the
status quo and reorients the system to one grounded in heal-
ing relationships in primary care.

Family Medicine and Primary Care

Before proceeding to explicate these 4 points, it is important
to clarify terms. Family medicine is a specialty. Primary care
is a function defined by longitudinal, comprehensive, acces-
sible, and integrated care.” Not all family physicians in the
United States function as primary care clinicians, and not all
primary care clinicians are family physicians. Yet the fates

of primary care and family medicine are inextricably inter-
twined. Although some family physicians function as hos-
pitalists and in other non—primary care roles, about 80% of
clinically active family physicians practice primary care. And
while family physicians constitute 30% of the primary care
clinician workforce (which includes nurse practitioners and
physician assistants),® they are fast becoming the predominant
physician specialty delivering primary care to adults, as most
new internal medicine residency graduates turn to hospital
medicine and subspecialties.” The United States will not have
high-quality primary care without a vibrant family physician
workforce. Family medicine has a large stake in achieving pri-
mary care as a common good.

Primary Care as a Common Good

The NASEM report emphasized primary care's distinct
contribution to health equity and asserted that “High-
quality primary care is not a commodity service whose
value needs to be demonstrated in a competitive market-
place but a common good promoted by responsible public
policy and supported by private-sector action.” Although
the NASEM committee spoke boldly in affirming primary
care as a common good, the report did not fully elaborate
the implications of this axiom. Primary care as a common
good challenges the structure of the market-based, multi-
payer US health system that configures health services as
commodities. Lack of centralized financing and planning
diffuses accountability and authority among many public
and private actors.

Growing the Family Medicine Workforce: Good Intentions,
Failed Policy
The family medicine workforce represents a case in point. In
2018, US family medicine organizations launched the “25 by
30" campaign, with the goal of having 25% of medical school
graduates entering family medicine by the year 2030."° Much
of the campaign's emphasis is on enhancing medical school
experiences to motivate more students to select careers in
family medicine. Several years into the campaign, the per-
centage of graduates entering family medicine has remained
flat at only one-half the goal.!" This situation is a decided
contrast to Canada, where about 40% of medical school
graduates enter family medicine residencies every year due to
consolidated government financing and regulation of medical
education and physician payment. There is much greater pay
equity in Canada than in the United States between family
doctors and physicians in other specialties. When the num-
ber of medical students in Ontario entering family medicine
started dropping in the late 1990s, the provincial health plan
increased payments for family doctors and the supply prob-
lem was fixed. The federal and provincial governments in
Canada regulate the number of residency positions available
in each specialty, prioritizing positions in family medicine."
As David has noted,'® the 25 by 30 campaign is unlikely
to succeed in the United States without a national health
system that redistributes power and resources. The eco-
nomic winners in the current system are those positioned
to commodify and monetize their services and products—
non—primary care specialists, hospitals, pharma, information
technology (IT) and digital health suppliers, and health
plans, among others. A similar observation was made 20
years ago by the medical historian Rosemary Stevens, who
asserted that “The most important impediment to a clear-cut
role for family practice has been the lack of a formal admin-
istrative structure for primary care practice on a nationwide
basis in the United States.” She suggested that “Single-payer
insurance systems with strengthened primary care could rap-
idly expand the number and centrality of family physicians in
the US health care system."'*

Market-Driven Medicine, Capitalism, and the Common Good
Could government still act, short of implementing single-payer
financing, to correct market failure and adequately support
primary care as a common good? Examples exist, such as the
Netherlands, of nations with robust primary care sectors and
tax-financed multipayer health insurance systems using non-
profit health plan intermediaries."” But these systems operate
under universal social insurance schemes with all-payer regula-
tion of physician fees, as well as public funding and planning
of physician training and specialty distribution. In the United
States, attempts by the Centers for Medicare and Medicaid
Services (CMS) to promote multipayer collaboration in alter-
native primary care payment models, such as the Comprehen-
sive Primary Care Plus program, have been less transformative
than hoped due in part to the reticence of private health plans
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to fully participate in an all-payer model, diluting the ability of
payment reforms to realize meaningful increases in total pri-
mary care spend across payers.'®

Market-driven medicine has been inimical to primary care
as a common good. United States health care is hurtling into
late-stage capitalism, featuring market consolidation by inves-
tor-owned conglomerates. For-profit corporations dominate
the insurance market and own most hospices, nursing homes,
urgent care and dialysis clinics, imaging facilities, and home
care agencies, and a growing share of hospitals and medical
groups.'” The United Health subsidiary Optum now employs
more physicians than Kaiser Permanente." Even nonprofit
health care organizations are subject to the perverse incen-
tives of a market in which unremitting growth and the quest
for financial margins drive behavior.

For-profit enterprises are luring family physicians with
a siren song of better resourced primary care. Gilfillan and
Berwick, in explaining the ways investor-owned Medicare
Advantage plans game the system to maximize profits at tax-
payer expense without increasing value to Medicare benefi-
ciaries, described how primary care physicians become gears
in what they refer to as the “Medicare money machine.""”
Primary care physicians are purchased and aggregated by
private equity firms, artificial intelligence and other schemes
are used to aggressively code and concoct diagnoses to
increase risk scores that generate higher Medicare Advantage
(MA) payments from Medicare, and a share of the profits are
returned to the primary care physicians. Gilfillan and Berwick
concluded, “Why the rush of investors into MA primary care
space? Because it is an MA money machine. While all can
agree that we should improve compensation for primary care,
these extraordinary profits are more likely to be captured by
the for-profit parent entities rather than passed through to
physicians delivering care.” A Faustian bargain between pri-
mary care physicians and the forces of extractive capitalism
jeopardizes professionalism and will not lead to primary care
as a common good.

Professionalism: In Service to the Public Good
or Guild Protectionism?
Professionalism is central to considering family medicine's
historical and future role in health reform. Professional-
ism both aids and constrains family physicians as agents of
change for the common good. Professionalism means abiding
by a social contract to act in the public’s interest in return
for self-regulation and other societal prerogatives. It enables
physicians to speak with moral authority about factors shap-
ing the health of their patients and communities. But profes-
sionalism also advances self-serving goals for its members,
restricting competition in the labor market and affording
physicians high social and economic status. There is invari-
ably tension between professionalism in service to the public
and professionalism as a protectionist guild.?°

Serving the common good was a prominent justifica-
tion for creating the specialty of family medicine. National

commissions in the 1960s called for establishing the specialty
to address the nation's critical need for a primary care physi-
cian workforce and a less reductionistic approach to health
care. In his classic essay on the formation of the specialty,
Gayle Stephens linked the advent of family medicine with
social reform movements of that era such as feminism and
humanism. He labeled family medicine as “counterculture,”
remarking that early in its inception family medicine was
“counter to many of the dominant forces in society."?!

Since the founding of the specialty, family physicians
have had an unsettled collective identity as social reformers.
Facing hostility from many medical institutions during the
first decades of the specialty, guild protectionism served as a
survival strategy, with family physician professional societies
expending considerable effort assisting members to obtain
hospital privileges, establish academic departments, and
wrestle with similar tasks. As family medicine took hold in
diverse settings, it also became clear that family physicians
held far-ranging political opinions, spanning social crusaders
working in community health centers to entrepreneurial small
business owners in private practice. Whereas the specialty of
pediatrics early on assumed the mantle of principled advo-
cate for social reforms to promote the welfare of children
and mothers,?' family medicine specialty societies have until
recently been much more reluctant than pediatric societies to
take strong public stances on politically controversial issues.

The inclination of family medicine organizations to act as
a guild rather than as partners in a broader social movement
has often left family physicians in an insular position when
advocating for primary care. The collaboration between the
American Academy of Family Physicians (AAFP) and internal
medicine, pediatric, and osteopathic physician associations in
2007 to produce the Joint Principles of the Patient-Centered
Medical Home was an important step toward allyship among
physician organizations. However, notably absent from
authorship of the Joint Principles were nurse practitioner and
physician assistant associations, and patients and consumer
advocacy organizations. Although family medicine organiza-
tions did, a decade later, co-create with patients and other
health professionals the Shared Principles of Primary Care,*
patients remain largely inconspicuous as the face and voice of
advocacy campaigns to promote primary care.

A Social Movement for Primary Care as a Common
Good

To actualize primary care as a common good, family physi-
cians must embrace what [ call “counterculture professional-
ism” to join with patients, community members, primary care
workers, and other allies to build a broad-based social move-
ment demanding a fundamental restructuring of the health
system and democratization of health that takes power back
from interests profiting from the status quo and reorients the
system to one grounded in healing relationships in primary
care. A social movement must have clarity about what it
wants to achieve, and how to achieve it.
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A Vision of Primary Care as a Common Good

The NASEM committee’s vision of flourishing, high-quality
primary care must be accompanied by equally visionary rein-
vention of the structure of US health care. One formulation
of this structure is what I will call Primary Care for All: a pub-
licly financed and administered system of universal coverage
for primary care replacing the multi-payer insurance system.
Everyone residing in the United States would be eligible for
Primary Care for All (PC4All). The program would take over
the portion of health benefits currently provided by private
and public health plans for primary care and cover primary
care services for individuals otherwise uninsured, creating

a single payer system for primary care. Private health plans,
Medicare, Medicaid, and other existing insurance programs
would continue to provide coverage for non-primary care
services. Everyone enrolled in PC4All would be required to
register with a primary care practice of their choice. PC4All
would pay practices a monthly capitation fee, with payments
varying based on a parsimonious set of case-mix adjustment
items such as patient age and social determinants (eg, Area
Deprivation Index of the patient's census tract of residence).
This universal program would resemble the "direct primary
care model” operated by some primary care practices in the
United States that features capitated fees for comprehensive
primary care services without assumption of financial risk for
non-primary care services, but with government rather than
patients as the direct payer sponsor. Practices would be held
accountable for meeting performance standards, such as com-
prehensiveness, timely access, and reasonable scores on the
Person-Centered Primary Care Measure.?* Primary Care for
All would be financed at a minimum of 10% of the total US
health care spend—sufficient to pay for the team personnel
required for high performing primary care and to narrow the
earning gap between primary care physicians and physicians
in other specialties.?* Primary Care for All would also assume
responsibility for financing health professional education in
core primary care specialties as a public good.

An incremental path to PC4All could begin with a regu-
lated, all-payer model at the state level, with private and pub-
lic health plans paying a standardized primary care capitation
fee and collectively achieving the threshold 10% spend for
primary care. Maryland’s all-payer hospital payment pro-
gram, and its new Primary Care Program under the state's
CMS Total Cost of Care waiver, holds lessons for such an
approach.? Ultimately, a successful PC4All program might
prompt the nation to consider not only primary care, but all
health care, to be a common good, and to join other coun-
tries with advanced capitalist economies in implementing a
comprehensive, tax-financed universal health care program.

A Social Movement for Primary Care

Political lobbying by family medicine organizations for pay-
ment reform and other worthy aims to strengthen primary
care has its value, as does making a well-reasoned, evidence-
based case for the importance of primary care. They are

necessary, but the record shows not sufficient to achieve
transformative change. Reason, as Starr notes, often collides
with power.! Moreover, even evidence-based advocacy done
by those with a financial stake in the outcome runs the risk of
being viewed as self-serving—another attempt by the physi-
cian guild to enrich itself, with audiences hearing that the
concern is mainly about how much family physicians earn
and less about the investment needed to support the common
good of robust primary care teams and person-centered care.
Family medicine was forged in the crucible of social move-
ments of the 1960s. To overcome the resistance of interests
benefiting from the status quo requires not just political
advocacy and scientific facts, but a social movement. By social
movement, | mean a coming together of people and organiza-
tions united by a sense of common purpose counter to the
dominant power. The consequential issues of our times—cli-
mate change, systemic racism, inequality of wealth, gun vio-
lence, reproductive rights, among others—are all contests for
the common good. Progress requires an activated citizenry
working in solidarity to challenge profits, power, and privilege
that harm collective well-being. High quality primary care for
all is not simply a parochial interest for family medicine. In the
US context, it is a radical proposition that calls for family phy-
sicians to find common cause with others who share this goal.
Family physicians and their organizations must forge
authentic partnerships with allies. Principal among these
should be patients and community members. Disease-specific
associations such as the American Cancer Society have long
recognized that the most effective advocates are patients.
The patient and community voice has never been sufficiently
centered in efforts to strengthen primary care. Who bet-
ter to explain to policymakers and other stakeholders the
importance of primary care and the need for primary care
investment, than people who can speak to how their lives
and well-being have benefited from great primary care and
express their fears about losing this essential service? A first
step is to include public members on the boards of family
medicine organizations. Several organizations, including the
American Board of Family Medicine, NAPCRG, and Associa-
tion of Departments of Family Medicine, already have public
board members.2° The AAFP and state academies should
follow suit. Second, family medicine should support patients
and community members as leaders in the campaign to imple-
ment the NASEM recommendations and OASH Initiative to
Strengthen Primary Health Care. As an example, community
members from the NAPCRG Patient and Clinician Engage-
ment Program are collaborating with members of the Univer-
sity of California San Francisco (UUCSF) Center for Excellence
in Primary Care to produce videos of patients explaining how
primary care has made a difference in their lives and what
actions they want policymakers to take, striving to build a
national network of Patients for Primary Care activists. Family
medicine lobbying days in the United States and state capitals
should become “primary care as a common good" solidarity
events, co-created and collaboratively led by patients. Third,
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equity must be paramount. This includes an uncompromising
commitment to elevating health equity in the movement for
primary care, building on the NASEM committee's observa-
tion of the salutary influence of strong primary care on health
equity. It also means equitable sharing of power with patient
and community partners in a social movement, with clear
guard rails against exploitation of their contributions.

Family medicine must also move past historical turf battles
with nurse practitioners and other advanced practice profes-
sionals to march together in a big-tent movement for primary
care. There is too much work to be done in primary care,
and not enough workers to do it, to allow sectarian disputes
to undermine the allyship required for the practice of team-
based primary care and for the mobilization of a broad social
movement for primary care.?”

CONCLUSION

The philosopher Michael Sandel argues that the compel-

ling issues of our time “are questions about power, morality,
authority and trust, which is to say they are questions for
democratic citizens.”?® Family physicians must ignite a flame
of “counterculture professionalism” to exercise moral author-
ity and be trustworthy partners in a democratic movement to
liberate primary care as a common good. The way forward
will not be easy or guaranteed to succeed. Democracy is
messy. Coalitions take on a life of their own. Government can
function poorly. Power doesn't willingly relinquish itself. But
the path to well-supported primary care will not be found in
taking comfortable roads that, in the past, never arrived at
their desired destination.

% Read or post commentaries in response to this article.
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