
It is time for family medicine to stop enabling a dysfunc-
tional health care system.

The patient needs that family physicians witness and 
strive to meet each day are immediate and personal.1 That 
immediacy, and directly knowing the individuals, families, 
and communities we serve over time, have impelled us to con-
tinue to do whatever it takes to be a force for integration in a 
disintegrating system.2

But in doing whatever it takes, we have enabled the 
larger system’s avarice and depersonalization to grow. We 
have unintentionally become part of the problem by holding 
together an unsustainable, unfair, and too often ineffective 
system.3 Every day we witness the needs of people we are 
no longer able to help, as we crank patients through and tick 
boxes to meet so-called productivity and quality metrics. 
This is a perfect recipe for the burnout, moral distress, and 
depersonalization that are rampant among clinicians, staff 
members, and patients.4-6

We can’t do it anymore.7-10 We are burned out, not as 
much by overwork as by under value—stuck in a system that 
asks us to meet business goals first and patient needs with 
what time and energy is left over. We are like the hobbled 
parent, a step too slow to rescue her child from running into 
the busy street. We are the line worker, dutifully tightening a 
couple bolts on a jalopy when we are trained and motivated 
to lead teams building Ferraris. We are the unreplenished 
main course of a buffet in which the dessert side of the table 
has been so oversupplied that most diners are left starving 
while a few grow corpulent.

Our hallowed role as the front door for people seek-
ing health, healing, and connection11 has been relegated to 
the position of weathered doormats for a system bent on 

optimizing its ability to deliver and be paid for commodi-
ties.12,13 But as was pointed out by a recent National Acade-
mies report, primary care is a common good that benefits and 
is deserved by everyone.14 The health it seeks to foster fun-
damentally emerges from relationships.15-27 Our system has 
lost the thread of connected, personalized care because it has 
not invested in supporting family physicians who provide the 
majority of the care that people need.28 It has not invested 
in or prioritized the relationship bank of the personal physi-
cian that can be drawn upon with interest when the chips 
are down.29,30

The many well-intentioned patches designed to improve 
primary care have added untenable administrative bur-
den,9,10 made care less available and less open to the patient’s 
agenda,31 and have diminished and demoralized the work-
force.32 How ironic is it that we take the most complex task 
in medicine—integrating, personalizing, and prioritizing 
care for whole people—try to cram it into 10 minutes, and 
pay those doing this work less than those providing narrow 
technical care?

What if we stop asking an insufficiently sized and under-
supported primary care workforce33,34 to assume the respon-
sibility of holding together a fragmented and failing health 
system? What if, rather than just providing the easiest, sim-
plest medical services for all Americans, we focus family medi-
cine on delivering the highest quality personal doctoring for 
the number of people for whom that is feasible,35 and let the 
resulting growing demand drive the needed systemic changes?

What if, for the moment, we worry less about the number 
of people we are training and more about the situations in 
which they will be practicing? What if we offer care that is so 
personal and effective in advancing health, healing, and con-
nection that students clamor and compete to enter our training 
programs—care for which patients create such demand that 
payments to generalist personal physicians began to exceed 
those to narrowly focused technical providers? What if we 
make urgent care unnecessary for our patients, and emergency 
and hospital services a rarely used but well-integrated part of 
care? What if we show that a recent call for a new specialty for 
patients with perplexing conditions36 is unnecessary if people 
have a personal family physician who knows and cares for 
them over time in their family and community context?

EDITORIAL 

Time for Family Medicine to Stop Enabling 
a Dysfunctional Health Care System

Kurt C. Stange, MD, PhD
Center for Community Health Integration, Case Western Reserve University, Cleveland, Ohio

Ann Fam Med 2023;21:202-204. https://doi.org/10.1370/afm.2981

Conflicts of interest: author reports none.

CORRESPONDING AUTHOR

Kurt C. Stange
Center for Community Health Integration
Case Western Reserve University
10900 Euclid Ave 
Cleveland, OH 44106-7136
kcs@case.edu

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 21, NO. 3 ✦ MAY/JUNE 2023

202

https://doi.org/10.1370/afm.2981
mailto:kcs%40case.edu?subject=


EDITORIAL 

Now is the time to invest in developing primary care that 
is able to serve as the foundation of an effective, sustainable, 
and fair health care system.

Accessible personal doctoring by well-trained, well-sup-
ported family physicians with reasonable panel sizes would 
create demand among patients, health care systems, and 
medical students for the thing we actually most value—care 
in the context of ongoing relationships with a person who has 
earned our trust.37,38 The market, which currently is driving 
fragmentation and low-value expenditure, would then be dis-
rupted toward supporting and expanding the short supply of 
family physicians offering personal doctoring.

Re-energizing the internal motivations and professional-
ism that have been co-opted by external command and con-
trol metrics21 would begin to unknot the tangled problems of 
burnout and low student interest.39 It would enable on-the-
ground action to personalize care for the disadvantaged and 
provide time with patients to address the social and envi-
ronmental drivers of health that also require complementary 
systemic solutions.

Some, by necessity or choice, will need to keep working 
in dysfunctional systems. As a transitional phase, some will 
need to continue in the current protocol-driven primary care 
system, even as a growing number of others show the ben-
efits of more sophisticated primary care. But the more family 
physicians who insist on and create practice situations that 
support them in using their full skills to meet the needs of 
their patients and communities, the more people will see that 
having a personal physician is not a dream from the past but 
a reality for today and a feasible foundation for a functional 
health care system of tomorrow. The more of us that can 
work in practices and systems that allow our “family doctor-
ness” to shine, the sooner we’ll reach a tipping point in which 
the high-level generalist personal doctor becomes the valued 
norm for nearly everyone.40

We already see glimmers of possibility for re-energizing 
the role of the personal family physician in the actions of 
direct primary care physicians who care for mixed panels of 
working poor and more-advantaged patients, charging an 
accessible monthly subscription fee to assure all primary care 
for panels of around 500 patients.41-44 We see the systemic 
possibilities in physician-led accountable care organizations 
that have improved quality and controlled costs by invest-
ing in on-the-ground knowing and relationships and use 
that capital to selectively contract for targeted use of more 
specialized services.45,46 We see hope in the eyes of a new 
generation that wants to model in their own lives the fairness, 
balance, and health they seek for their patients.

When Annals of Family Medicine was launched two decades 
ago47,48 as an unprecedented collaborative forum,49 the disci-
pline believed that we should strive to prepare one-half the 
health care workforce that would provide a “basket of services” 
for a “New Model of practice.”50-52 Embedding that experiment 
in a system that knows how to take, but not to give, doomed 
it to failure. We now have the opportunity to move from a 

broken system, that supports us only in providing commodified 
services, toward a system that values and invests in healing and 
health-promoting relationships with our patients and communi-
ties. By refusing to enable our dying system, we can plant the 
seeds for the rebirth of health care that starts with the whole 
person and then focuses on the parts only in the context of 
knowing and connectedness.30,53,54 We can show that the per-
sonal doctoring that fosters health and healing is possible. This 
is not a pipe dream. We can be the change we wish to see.

 Read or post commentaries in response to this article.
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