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The Primary Care is in Crisis White Papers were commissioned by the Michigan Primary Care Consortium (MPCC) 
as a call for action to preserve and revitalize the primary health care system in Michigan.  Paper One defines 
the crisis within the context of the larger health care system.  Papers Two, Three and Four include solutions for 
resolving the crisis and each concludes with recommended actions the MPCC could undertake during 2009, 2010 
and beyond to strengthen the primary health care system in Michigan.

The MPCC is a partnership of organizations committed to rebuilding and strengthening primary care as the 
foundation of the state’s health care system and to improving the delivery of primary health care services.  The 
MPCC’s vision is that every Michigan resident will access primary health care in a patient-centered medical home 
that provides comprehensive, evidence-based preventive and chronic disease care and helps patients to engage in 
self-management of their health. 

MPCC’s diverse member organizations include primary care associations, employers, health plans, physician 
organizations, academia, quality improvement initiatives, public health agencies, consumer groups, and many others.  
The MPCC strives to align quality improvement initiatives, identify barriers and gaps, and generate creative solutions 
for sustaining and improving the delivery of primary care.  Important MPCC initiatives include:

• Utilizing health information technology to improve safety and quality of care.

• Reengineering practices to improve efficiency and effectiveness.

•  Incorporating decision support tools into practices to assure evidence-based preventive and chronic disease care 
are the norm. 

• Reforming the way that primary care is reimbursed.

• Making effective use of community health resources.

• Engaging consumers to become active members of their health care teams.

• Rebuilding the shrinking primary care workforce.

The MPCC invites and welcomes all who are interested to read these papers and join us in the challenge to rebuild 
and strengthen the foundation of our health care system—primary care.

         www.mipcc.org    |    517.241.7353    |    P.O. Box 30195, Lansing, Michigan 48909
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Primary care, the care we receive 
from our trusted doctor, is in 
jeopardy of becoming a casualty 

of a failing U.S. health care system.  
When we seek our regular health 
care from a general internist, family 
physician, or take our children to 
a pediatrician for their health care 
needs, we have entered the health 
care delivery system through the 
doorway of primary care.  It is in 
the primary care setting where we 
are known as individuals and receive 
compassionate care that is tailored to 
our needs and values. 

Primary care providers, which 
include physicians, physician assistants 
and nurse practitioners, offer basic 
health care that is continuous, 
comprehensive and coordinated, and 
which optimizes health and well-being 
within the context of the family and 
community.  Most Americans have a 
primary care provider.  More than 
three-quarters of patients surveyed 
reported that they preferred to see 
their primary care physician first, 
before seeing a specialist.  Ninety-
four percent agreed that they valued 
having a primary care physician.1 
Nonetheless, because of misaligned 
financial incentives and a lack of 
investments, primary care is widely 
believed to be at a crossroads,2 in 
crisis,3 and has been described as 
being on death row.4  Predictions of 
its impending collapse5 leave us to 
wonder, “Will primary care survive?”6

Primary care is the foundation 
of the health care system.  In areas 
where primary care is strong, patients 
have better health outcomes and are 
more satisfied, while health disparities 
and health care costs are lower.7  Of 
major concern is that the primary 
care workforce is shrinking.  Doctors 
are retiring or taking jobs outside 

the primary care office and there are 
not enough primary care medical 
students in the pipelines to fill the 
gap.  Immediate and comprehensive 
reform is required to reverse the 
forces sapping primary care of its 
vitality.  Without reform, there is a 
real possibility that within a few years 
there will be insufficient primary care 
physicians to take care of our aging 
population and its chronic diseases.

VALUE OF PRIMARY CARE
Starfield, Shi and Macinko reviewed 

literature on the value of primary 
care and identified six mechanisms 
that separately and in combination 
may account for the beneficial 
impact of primary care on the health 
of a population.  Strong primary 
care provides: 1) access to needed 
services, 2) high quality, evidence-
based care through adherence to care 
guidelines, 3) a focus on prevention, 
4) early management of health 
problems, 5) first contact, continuity 
and coordination of care leading to 
greater efficiency of services, and 
6) a reduction in unnecessary and 
sometimes harmful specialist care.8

Improved Health 
and Quality of Care

Literature reviews by the American 
College of Physicians,9 the American 
Academy of Family Physicians10 and 
Starfield, Shi and Macinko11 document 
that greater access to primary care 
is associated with improved health 
and quality of care.  Studies find that 
the greater the supply of primary 
care physicians, the lower the age-

specific and all-cause mortality.  For 
disease specific mortality, cardiac, 
cancer and stroke mortality are 
all decreased in regions having a 
greater concentration of primary 
care providers.  The incidence of 
low birth weight infants, neonatal 
mortality and infant mortality are also 
reduced.  There are reductions in the 
incidence and mortality of cervical 
and colorectal cancer.  Based on 
these studies, it is estimated that the 
addition of one primary care physician 
for a population of 10,000 could avert 
as many as 127,617 deaths per year in 
the United States.  By comparison, this 
would avert more deaths than lower 
respiratory tract disease, the fourth 
leading cause of death in 2000, which 
claimed 122,009 lives.12

Having a primary care provider 
is also positively associated with 
receiving preventive services.  Studies 
show that generalist providers are 
more likely than others to counsel 
patients regarding behavioral risks 
such as alcohol use, failure to wear 
a seat belt, lack of exercise, tobacco 
use,13 and to provide influenza14, 15 
and pneumococcal14 immunizations.  
Cancer screening through clinical 
breast exams, mammograms, Pap 
smears16 and colorectal cancer 
screenings17 also are more likely to 
occur in primary care settings.  

This importance of the primary 
care screening role is demonstrated 
in estimates that each tenth percentile 
increase in primary care supply results 
in a 4 percent increase in the odds 

Primary care is the foundation of the health care system.  In areas 
where primary care is strong, patients have better health outcomes 
and are more satisfied, while health disparities and health care 
costs are lower.7
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of detecting breast cancer at an early, 
treatable stage.18 

Lower Health Care Costs
A study of Medicare beneficiaries 

revealed that health care was less 
costly, more effective and of higher 
quality in states with a higher number 
of primary care physicians per unit of 
population than in states with fewer 
such physicians.  Patient satisfaction 
with care was no greater in those 
states that spent more on health 
care,19 and quality of care ratings were 
equivalent to those of patients from 
states with greater access to primary 
care physicians and lower health care 
costs.20 

Hospitalizations are the most 
expensive events in health care, and 
studies repeatedly show lower rates 
and lower costs in areas where 
primary care is strong.  In 2000, five 
million hospital admissions in the U.S. 
incurred a total cost of $26.5 billion 
for conditions that might have been 
prevented through access to high 
quality primary care.21  

Studies indicate that living in 
a primary care shortage area is 
an independent risk factor for 
hospitalizations that could have been 
prevented.22,23  Patients without a 
primary care physician who presented 
to a hospital for uncontrolled 
hypertension were four times more 
likely to be admitted compared to the 
overall sample.24  In a University of 
Michigan study,  patients admitted to 
general medical services and assigned 
to a physician on a rotating basis had a 

shorter length of stay and lower costs 
when cared for by general internists 
than by specialists.25

Culler and Parchman found 
the rate of hospital admissions for 
avoidable conditions decreased as 
the number of family practitioners/
general practitioners per population 
unit increased.26  Kravet et. al. 
reported that counties across the U.S. 
with a higher proportion of primary 
care physicians also had significantly 
fewer hospital admissions, visits to 
an emergency department and total 
surgeries.  In practical terms, if there 
were a 5 percent increase in primary 
care physicians in a metropolitan 
area of 775,000, there would be 
2,500 fewer admissions to the 
hospital, extrapolating to a savings 
of $23 million (assuming an average 
hospitalization cost of $9,000); 15,000 
fewer emergency department visits; 
and 2,500 fewer surgeries.27  Pediatric 
hospital admissions would decrease      
as well.28   

DECLINING PRIMARY 
CARE WORKFORCE

Of particular concern in Michigan 
is assuring an adequate supply of 
primary care physicians to enable 
communities to reap the benefits 
described above.  Only 36 percent 
of physicians nationwide29 and              
34 percent of physicians in Michigan30 
are practicing in a primary care field, 
which is substantially lower than 
in other developed countries (>50 
percent).31  Nationally, in 2004, there 
were almost twice as many specialists 
as primary care physicians (398,568 

specialists compared to 222,059 
primary care physicians).32  Of the 
approximately 50,000 physician 
assistants and 115,000 nurse 
practitioners who provide care in 
the U.S., 44 percent and 80 percent, 
respectively, work in primary care.33 
Two troubling trends raise concerns 
that Michigan and the U.S. will soon 
face a serious undersupply of primary 
care physicians.  Increasing numbers 
of physicians are leaving practice while 
the number of new physician, physician 
assistant and nurse practitioner 
graduates who are entering the 
primary care workforce is declining.

Departing Physicians
A recent national survey of board 

certified internists showed that                                                
21 percent of general internists 
certified in the prior 10 years are no 
longer working in internal medicine.34  
A 2007 survey of Michigan physicians 
revealed that 41 percent plan to 
continue practicing for only one to 10 
more years.35  Even more worrisome 
is a 2008 nationwide survey in 
which 49 percent of the primary 
care physicians reported they plan 
to reduce the number of patients 
they see or stop practicing entirely 
in the next three years.  Of these 
physicians, 75 percent agreed there is 
a shortage of primary care physicians.  
The most important reason for the 
shortage was “fewer doctors choosing 
primary care” followed by “practice 
closures due to rising cost/declining 
reimbursement”, “aging/growing 
population” and “physicians choosing 
early retirement.”36

This same survey indicated 
physician morale was low.  Only
27 percent indicated they would 
choose primary care as their 
profession if starting over.   The 
most frequently identified causes 

Hospitalizations are the most expensive events in health care and 
studies repeatedly show lower rates and lower costs in areas where 
primary care is strong. 
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of dissatisfaction cited by primary 
care practices were reimbursement, 
followed by “malpractice/defensive 
medicine pressures” and “Medicare/
Medicaid/government regulations.”  
Many physicians reported the cost to 
provide care for patients in certain 
health plans was greater than the 
reimbursement received, with 
64 percent reporting this to be the 
case for Medicaid, 43 percent for 
HMO/PPO plans and 36 percent for 
Medicare.  One-third of the physicians 
were struggling financially, either losing 
money or just breaking even, while 
half of the physicians reported they 
were making it, but had low profit 
margins.36  

Fewer Graduates
Although there have been 

substantial efforts in Michigan and 
nationwide to increase the supply of 
medical school graduates, that alone 
has not resulted in an adequate supply 
of primary care graduates.  Students 
may enter medical programs planning 
to specialize in primary care, but 
attitudes toward primary care erode 
as they progress through medical 
school, and by the time residency 
decisions are made in the third or 
fourth year, fewer choose primary 
care fields.37  From 2002 to 2007, 
the number of U.S. allopathic (MD) 
physicians training in a primary care 
field decreased by 2,641.38

Top reasons cited by students who 
planned to specialize in family practice 
and later switched to a specialty 
were lack of prestige, income, 
encouragement from an advisor to 
switch and the perception that family 
practice has an excessive breadth 
of content area to master.39  When 
students compare the average medical 
school debt of $139,517 for the class 
of 2007 to the median primary care 

physician salary of $161,816 with 
median specialty incomes ranging from 
$211,094 to $427,815, a compelling 
economic argument to choose a 
non-primary care medical specialty 
becomes evident.40 

Lifestyle considerations also affect 
the choice of specialty.  Desire for a 
controllable lifestyle (defined variably 
by the amount of free time available 
outside of practice requirements 
for leisure, family and vocational 
pursuits; control of total weekly hours; 
remuneration; and prestige), has been 
shown to be significantly associated 
with the chosen field of practice of 
U.S. medical graduates.  Students 
perceive primary care practice to 
be incompatible with a controllable 
lifestyle and many are choosing 
EROAD specialties (emergency 
medicine, radiology, ophthalmology, 
anesthesiology and dermatology).41,42

As the primary care physician 
workforce declines, many are 
questioning who will take up the slack.  
Some speculate there will be greater 
pressure on specialists to assume the 
duties of generalists, even though it is 
not clear they are interested in doing 
so, or that they have the necessary 
experience and training to make them 
capable.43  

Others speculate that increasing 
the number of nurse practitioners and 
physician assistants can alleviate the 
shortage of primary care physicians.  
This solution is unlikely, however, 
as there are similar declines in the 

numbers of nurse practitioners and 
physician assistants choosing primary 
care. 44

BROKEN HEALTH 
CARE SYSTEM

If primary care collapses for lack of 
providers, we will have lost our best 
hope of reforming and strengthening 
the failing U.S. health care system.  
Health care delivery is characterized 
by fragmentation at the national, state, 
community and practice levels.  No 
single entity or set of polices guide 
our health care system.  Multiple 
federal and state agencies share 
responsibilities in this arena and 
providers who care for the residents 
of their community often work 
independently from each other.45 

Today’s health care delivery is 
primarily designed to deliver acute 
and episodic care, even though some 
estimate that by 2020, care associated 
with treating chronic illness will 
consume 80 percent of the nation’s 
spending on health care.46  The system 
has failed to keep pace with the 
unprecedented rise in medical science 
and technology during the past                              
50 years that has led to individuals 
living longer, and the emergence of 
multiple chronic illnesses that require 
complex management regimens.  

Complex care may involve 
management by multiple specialists 
who, too frequently, each provide 
care only within the boundaries of 
their own specialty, and with minimal 
awareness of the activities occurring 

Today’s health care delivery is primarily designed to deliver acute 
and episodic care, even though some estimate that by 2020, care 
associated with treating chronic illness will consume 80 percent 
of the nation’s spending on health care.46
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in other fields.  The 2001 Institute of 
Medicine (IOM) publication, Crossing 
the Quality Chasm: A New Health System 
for the 21st Century, made a bold claim.  
“The American health care system is 
in need of fundamental change.  Trying 
harder will not work since current care 
systems cannot do the job.  Changing 
the system of care is essential.”47 

Underperformance
Our health care system is the most 

expensive in the world.  Health care 
expenditures totaled $2.2 trillion in 
2007, an amount that represents 16.2 
percent of the gross domestic product 
(GDP).48  Health care expenditures 
were expected to rise 6.9 percent in 
2008, two times the rate of inflation.49  
Next to the introduction of new 
drugs and technology, higher costs 
were linked to a greater demand 
for services due to longer life spans, 
an aging population and increases in 
chronic illnesses.50  

Unfortunately, spending the most 
does not guarantee excellent results.  
In fact, on quality indicators such 
as lifespan or infant mortality, the 
U.S. ranks worse than every other 
comparable Organization of Economic 
Cooperation and Development 
country,51 most of which have a 
strong primary care foundation and 
all of which provide universal health 
care coverage.52  A 2006 survey of 
the quality of care in 12 communities 
across the country revealed that 
individuals received only half of the 
recommended preventive and chronic 
illness care.53

Escalating Costs
The urgency to find a solution 

to escalating costs is heightened by 
demographic changes that will create 
even greater economic pressures than 
those currently driving health system 
policies.  An epidemic of chronic 
disease, largely due to lifestyle-
mediated illnesses, costs the economy 
nearly $2 trillion every year and 
currently consumes over 75 percent 
of medical care expenditures.54  

The current health care system 
and the American economy simply 
cannot support the projected need 
as an aging and sicker population 
increases the demand for medical 
services in greater numbers than ever 
before.  The American population is 
aging and the “baby boomers” will 
reach retirement age beginning in 
2011.  The number of older adults is 
expected to nearly double by the year 
2030.55  

If health care costs escalate at 
their current rate, they will more 
than exceed the GDP by mid-
century.  The ability of the country 
to fund the big three entitlement 
programs—Medicaid, Social 
Security and Medicare—during the 
next few decades will be greatly 
compromised.56

Health care in the United States 
is financed through a mixture of 
private commercial insurance 
plans, federal (Medicare) and state 
(Medicaid) public plans, and direct 
payment by individuals.  Seven of every               

10 Americans receive some form of 
insurance coverage through their jobs.  
Health insurance expenses are the 
fastest growing cost component for 
employers and, unless things change 
dramatically, health insurance costs 
may soon exceed profits.57  

Private insurance coverage 
is becoming unaffordable for an 
increasing number of Americans.  
In 2008, insurance premiums for 
the average family of four reached 
$12,700 a year, exceeding the gross 
annual income of a full-time minimum 
wage worker.58  Moreover, it has 
been projected that by 2025, the 
average annual family health insurance 
premium will equal the average U.S. 
household income.59   About 56 
million Americans (18 percent) are 
medically disenfranchised.60  People 
who lack access to primary care often 
delay treatment for illness and end 
up seeking treatment in emergency 
departments at a much higher cost 
than if they had been seen earlier by a 
family doctor.   The uninsured are more 
likely to die younger, suffer a decline 
in their health, or experience life-
threatening developments due to late 
stage diagnosis of serious disorders.61

Misaligned Financial Incentives
The competition for health 

care dollars is intense.  Hospitals, 
specialists and primary care physicians 
compete around technological 
advances and generate revenues with 
sophisticated imaging devices and 
high paying services and programs. 
Direct marketing to consumers 
creates demand.  Fundamental flaws 
in payment design have created a 
reimbursement system that pays for 
the volume of services provided and 
contains few incentives to improve 
quality and decrease costs.62   A few 
examples follow.

People who lack access to primary care often delay treatment 
for illness and end up seeking treatment in emergency 
departments at a much higher cost than if they had been seen 
earlier by a family doctor. 
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•  Procedures and diagnostic tests 
are reimbursed at a higher rate 
per unit of time than primary 
care visits.  Since primary care 
physicians primarily bill for the 
latter, a widening gap is developing 
between primary care and 
specialist salaries.  To make ends 
meet, primary care physicians feel 
compelled to increase the number 
of patients seen daily, leading to 
rushed visits and inadequate time 
to evaluate and treat patients 
with multiple, complicated chronic 
diseases.  Patients and doctors are 
increasingly dissatisfied.

•  Insurance plans frequently do 
not cover preventive and chronic 
disease management services 
because the health benefits may 
not be realized for several years.  
The implications of not covering 
these services are immense.  For 
example, Medicare will pay for 
treatment after a patient has a 
stroke, but basic coverage does 
not cover the cost of the blood 
pressure medication intended to 
prevent the stroke.  In cases where 
these services are covered, the 
associated deductibles and co-pays 
may discourage “healthy” patients 
from taking advantage of them.

•  Current systems generally do 
not pay hospitals or physicians to 
manage the needs of patients with 
complex conditions after being 
discharged from the hospital; yet, 
to do so would improve outcomes 
and prevent the all-too-frequent 
readmissions to the hospital.

•  Many payers do not have 
mechanisms to encourage or 
direct patients to use providers 
who supply better value (i.e., 
those who provide care at a lower 

cost for the same quality, or who 
provide higher quality at the same 
cost).63

The authors of the 2003 report, 
Reducing the Costs of Poor Quality 
Health Care, estimate that 30 percent 
of all direct health care outlays today 
are the result of poor-quality care 
that can be categorized as overuse, 
underuse, misuse and waste.64  Top 
categories of poor-quality care include 
drug misuse, overuse of inpatient care 
(versus care in less-costly settings), 
overuse of antibiotics, hospital-
acquired infections, inadequate 
treatment for diabetes, depression, 
asthma, congestive heart failure and 
following heart attacks, and underuse 
of influenza and pneumococcal 
vaccinations.64

In Michigan, the consequences of 
pouring more and more resources 
into health care are readily apparent.  
Escalating health care costs are 
threatening our crippled economy and 
placing impossible economic burdens 
on purchasers—the businesses 
and industries trying to compete 
in a global market—and on state 
government, which must commit a 
larger portion of its limited resources 
to health care.  This very real crisis 
expresses itself as losses in other 
areas such as jobs, public funds for 
K-12 education, and funds for public 
health infrastructure and services that 
leave our state vulnerable to emerging 
health and other threats. 

At the March 3, 2009, Health Care 
Summit President Obama said:

The same soaring costs that 
are straining families’ budgets 
are sinking our businesses and 
eating up our government’s 
budget, too.  Too many small 
businesses can’t insure their 
employees.  Major American 
corporations are struggling 
to compete with their foreign 
counterparts, and companies 
of all sizes are shipping their 
jobs overseas or shutting their 
doors for good.  Medicare 
costs are consuming our 
federal budget.  Medicaid 
is overwhelming our state 
budgets.  At the fiscal summit 
that we held last week, the 
one thing on which everyone 
agreed was that the greatest 
threat to America’s fiscal health 
is not Social Security, though 
that’s a significant challenge.  It’s 
not the investments that we’ve 
made to rescue our economy 
during this crisis.  By a wide 
margin, the biggest threat to 
our nation’s balance sheet is 
the skyrocketing cost of health 
care.”65

ADDRESSING THE CRISIS
President Obama’s pledge to 

reform the health care system offers 
hope that measures soon may be 
taken to slow the spiraling costs of 
health care, improve the quality of 
services, expand coverage to the 
uninsured and, ultimately, improve 

The authors of the 2003 report, Reducing the Costs of Poor 
Quality Health Care, estimate that 30 percent of all direct health 
care outlays today are the result of poor-quality care that can be 
categorized as overuse, underuse, misuse and waste.64
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the health of the American people.  
This gigantic endeavor will not only 
require revamping the way health 
care is paid for, it will mean revamping 
the way care is delivered in regions, 
communities and individual doctor’s 
offices throughout the nation.  It will 
mean aligning health care incentives 
with value rather than volume, 
implementing improved systems 
of care for persons with chronic 
illnesses, and taking steps to rebuild 
the primary care workforce.

Improved Health Care Models
The Obama Administration has 

solicited broad input on reforming the 
health care system.  Fortunately, a lot 
of preparatory work for redesigning 
the delivery of primary health care 
services has already been completed. 
Improved delivery system models 
have been developed and promising 
concepts are being tested in pilot 
studies.  Recommendations based on 
these efforts have been embedded 
into the multitude of reform proposals 
being submitted by leading health care 
organizations across the country.

Institute of Medicine Report 
According to IOM’s 2001 landmark 

document on redesigning health care 
delivery, Crossing the Quality Chasm, 
the goal of the redesigned health 
care system would be “to continually 
reduce the burden of illness, injury 
and disability, and to improve the 
health and functioning of the people 
of the United States.”  The redesigned 
system would ensure that health 
care services are safe, effective, 

patient-centered, timely, efficient and 
equitable.  Principles were identified 
for moving toward patient-centered 
health care processes.  Four arenas for 
environmental change were identified: 
1) evidence-based care, 2) information 
technology, 3) payment policies, and  
4) preparing the health care 
workforce.66  In response to the 
IOM call to action, organizations 
throughout the United States began 
developing and testing frameworks 
and models to create health care 
processes and systems meeting the 
specifications outlined in Crossing 
the Quality Chasm.  Among those are 
models that will strengthen primary 
care through creation of:  

•  Redesigned primary care practices 
staffed by prepared, proactive 
health care teams that assure the 
provision of evidence-based care 
for all patients, including those with 
chronic illnesses.  

•  Payment systems that align financial 
incentives with value, to encourage 
provision of care that will improve 
health outcomes at reasonable cost.

•  Venues for engaging consumers 
in healthy behaviors to prevent 
illness and to manage chronic 
disease, thereby reducing further 
progression of disease and 
development of complications.

 
Patient-Centered 
Medical Home (PCMH)

The national primary care medical 
associations have each worked on 

a medical home model.67  In 2002, 
the American College of Pediatrics 
created an operational definition 
itemizing 37 activities that should 
occur in a medical home, and the 
American Academy of Family 
Physicians launched the Future of 
Family Medicine project that led to 
development of the New Model 
of primary care piloted in the 
TransforMed project in 2006-2008.  
The American College of Physicians 
released their Advanced Medical 
Home proposal in 2006.67  

These medical home models 
incorporated elements of the Chronic 
Care Model developed by the MacColl 
Institute during the early 1990s to 
improve chronic illness care.  The 
Chronic Care Model has subsequently 
been implemented in Federally 
Qualified Health Centers and other 
health care settings throughout the 
country with beneficial results.68  It 
seeks improved health outcomes from 
engaged patients and prepared health 
care teams.  

Practices functioning within the 
context of supportive health systems: 
1) use information technology to 
support various care functions, 2) 
are redesigned to enhance access 
and flow, and to eliminate waste and 
inefficiency, 3) base their care on 
evidence-based guidelines that are 
embedded in worksheets and prompts 
at point-of-care, and 4) provide self-
management support.  Community 
resources are utilized appropriately.69

In 2007, the American Academy 
of Pediatrics, American College of 
Physicians, American Academy of 
Family Physicians and the American 
Osteopathic Association aligned their 
efforts and released Joint Principles of 
the Patient-Centered Medical Home64 

Improved delivery system models have been developed 
and promising concepts are being tested in pilot studies. 
Recommendations based on these efforts have been embedded 
into the multitude of reform proposals being submitted by 
leading health care organizations across the country.
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that describe seven characteristics of 
transformed primary care practices: 70 

•  Patients have a personal physician

•  Care is provided by a physician-
directed medical practice team

•  Care is oriented toward the whole 
person

•  Care is coordinated and/or 
integrated across the health care 
spectrum

• Quality and safety are hallmarks

•  Patients have enhanced access to care

•  Payment supports the many health 
care activities that occur in the 
medical home

In 2008 the National Council of 
Quality Assurance launched a PCMH 
recognition program to serve as the 
basis for enhanced payment.71  The 
PCMH model is attracting attention 
nationwide, largely due to the efforts 
of the Patient-Centered Primary 
Care Collaborative (PCPCC).72  The 
PCPCC was initiated in 2006 by a 
group of large employers, whose 
existence was being threatened 
by increasing health care costs, in 
conjunction with the primary care 
physician associations.  Membership 
soon expanded to include health 
benefits companies, trade associations, 
profession/affinity groups, academic 
centers and health care quality 
improvement associations.  The 
Michigan Primary Care Consortium 
joined in 2007.  The PCPCC advocates 
for PCMH implementation and 
monitors research on the PCMH 
model.  In October 2008, the PCPCC 
published a description of 22 multi-
payer PCMH pilot projects.73

Health Information  
Technology Infrastructure

Information technology (IT) 
tools are an essential part of the 
infrastructure that supports clinical 
processes in a PCMH.  The current 
reality is that medical records in most 
primary care practices in the United 
States are still paper-based, and many 
of the IT products in use throughout 
the health care industry cannot 
directly communicate with each other.  
Infrastructure support is needed at 
the regional or state level to support 
health information exchange, and 
at the practice level to facilitate 
patient and population management 
tasks associated with care planning, 
tracking and coordination.  Health 
IT can support population-based 
health management, consumer self-
management, quality measurement and 
improvement, public accountability, 
clinical and health services research, 
and clinical education.74  In March 
2009, $19 billion was designated by 
the federal government for building 
health IT infrastructures in hospitals 
and medical offices, and for creating 
health information exchange systems 
across the country.75

Consumer Engagement
Achieving the health care reform 

objectives of improving the health of 
the American people while controlling 
health care costs can be facilitated 
through efforts to motivate Americans 
to work toward those ends.  The daily 
health choices of individual consumers 
and their willingness and capability to 
manage their own health have a big 

impact on health care consumption 
and outcomes.77  Employers, health 
plans and policymakers have a marked 
interest in motivating individuals to 
become healthier.  

Consumer-driven health plans 
have not created improvements in 
individuals’ ability to assume more 
responsibility for their health over 
time and, in fact, individuals in those 
plans have tended to cut back on 
evidence-based care as well as on care 
that may not add value.78  The PCMH 
engages patients as partners in their 
health care.  Promising new strategies 
would embed efforts to increase 
activation within the community, as 
part of a coordinated set of activities 
to change social norms and influence 
skill levels and self-efficacy for self-
management.  These approaches could 
include peer support, community 
health coaches, workplace incentives 
and value-driven health benefit 
design.78

Rebuilding the 
Primary Care Workforce

The call to reform the health care 
system underscores the necessity 
of assuring an adequate primary 
care workforce.  The Massachusetts 
experience clearly demonstrates 
that passing legislation to increase 
the number of persons covered by 
insurance is not in itself sufficient.  
There also must be an adequate 
supply of primary care providers 
to render the care.76  The PCMH 
model clearly calls for a better way of 
providing and paying for health care.  

The current reality is that medical records in most primary care 
practices in the United States are still paper-based, and many of 
the IT products in use throughout the health care industry cannot 
directly communicate with each other.  
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Taking action now to implement the 
PCMH model could help retain the 
current primary care workforce and 
create a more appealing profession for 
prospective students. 

MICHIGAN PRIMARY CARE 
CONSORTIUM

The Michigan Primary Care 
Consortium (MPCC), created in 2006, 
is a multi-sectored partnership of 
organizations committed to improving 
the primary care system and assuring 
the survival of primary care.79  MPCC 
has embraced the Patient-Centered 
Medical Home as the most promising 
means of resolving the primary care 
crisis.  

PCMHs will provide state-of-
the-art care to all patients and will 
be designed to provide excellent 
chronic disease management.  The 
high emphasis on quality and safety 
will not only improve care, but can 
also reduce costs through reducing 
waste in the system, including waste 
associated with overuse, underuse and 
misuse.  Both patient and provider 
satisfaction can be expected to 
improve in practices that create a 
PCMH.  Associated improvements in 
the payment for primary care services 
should help stabilize the primary care 
workforce.   

The next three papers in this 
series address solutions to the 
primary care crisis in Michigan and 
make specific recommendations 
regarding actions the Michigan 
Primary Care Consortium can take to: 

•  Transform primary care practice 
and payment

 
• Enhance consumer engagement 

•  Rebuild the primary care 
workforce

Efforts to save primary care are 
underway nationally and within this 
state.  Achieving success will require 
collaboration among all sectors of 
society because every one of us needs 
primary care services.  If primary 
care disappears, health care costs will 
continue to escalate and the health 
of residents of Michigan and this 
nation will suffer.  Should this occur, 
it will truly be a failure of colossal 
significance and begs the question, 
“Who’s going to take care of the 
folks?”80

The next three papers in this series address solutions to the primary 
care crisis in Michigan and make specific recommendations 
regarding actions the Michigan Primary Care Consortium can take 
to transform primary care practice and payment, enhance consumer 
engagement, and rebuild the primary care workforce.
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