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The following articles deal with primary care’s impact on cost and/or quality of care:

1. Fisher ES. Paying for performance--risks and recommendations. [Journal Article] New England Journal of Medicine. 355(18):1845-7, 2006 Nov 2. 

2. Schoenbaum SC. Keys to a high-performance health system for the United States. [Journal Article] Healthcare Financial Management. 60(7):60-4, 66, 2006 Jul.
Five keys to better performance in the U.S. healthcare system are: Coverage of the uninsured, reduction in cost shifting, and administrative simplification. More primary care and less specialty care. Interoperable health IT. Mass customization of care. Delivery of near perfect care.

3. Starfield B. Shi L. Macinko J. Contribution of primary care to health systems and health. [Review] [158 refs] [Journal Article. Review] Milbank Quarterly. 83(3):457-502, 2005.
Evidence of the health-promoting influence of primary care has been accumulating ever since researchers have been able to distinguish primary care from other aspects of the health services delivery system. This evidence shows that primary care helps prevent illness and death, regardless of whether the care is characterized by supply of primary care physicians, a relationship with a source of primary care, or the receipt of important features of primary care. The evidence also shows that primary care (in contrast to specialty care) is associated with a more equitable distribution of health in populations, a finding that holds in both cross-national and within-national studies. The means by which primary care improves health have been identified, thus suggesting ways to improve overall health and reduce differences in health across major population subgroups.

4. Starfield B. Powe NR. Weiner JR. Stuart M. Steinwachs D. Scholle SH. Gerstenberger A. Costs vs quality in different types of primary care settings.[see comment]. [Journal Article] JAMA. 272(24):1903-8, 1994 Dec 28.
OBJECTIVE--To determine the relationship between efficiency in use of resources and quality of care provided by physicians serving as the usual source of care for patients in a state Medicaid program. DESIGN--Retrospective quality-of-care review of 2024 outpatient medical records of 135 providers sampled from system-wide Medicaid claims data in Maryland. SUBJECTS--Providers in three types of practice settings (hospital outpatient clinic, community health center, and physician's office) were stratified into three case mix-adjusted resource use groups (high, medium, and low). A sample of patients with the diagnoses of diabetes, hypertension, asthma, well-child care, or otitis media were identified from Medicaid claims forms from visits during 1988. Case mix was controlled by the application of the ambulatory care groups, a method that characterizes populations according to their burden of morbidity. MAIN OUTCOME MEASURES--Nurses from the local peer review organization audited medical records using explicit criteria for quality of care in several categories: evidence of impaired access, evidence of compromised technical quality, evidence of inappropriate care, outcome of care, and several generic indicators of quality. Well-adult care was assessed for patients with the adult diagnoses. RESULTS--Although there were some systematic differences by type of facility in some aspects of quality of care (more access problems for patients in hospital clinics and more technical quality problems for patients in office-based practice), there were no consistent differences in quality of care overall for patients in different types of settings and no consistent relationships between cost-efficiency and quality of care. However, patients in medium-cost community health centers had the best or second best scores for most of the 21 comparisons of type of quality assessed. CONCLUSIONS--Quality of care provided for common conditions in primary care is not associated with costs generated by providers. Policies directed toward the choice of low-cost vs high-cost providers will not necessarily lead to a deterioration in the quality of care. States can both improve quality and lower costs by consistent monitoring of programs over time. The finding of generally higher quality of care for patients in medium-cost community health centers deserves further study.

5. Engstrom S, Foldevi M, Borgquist L.  Is general practice effective? A systematic literature review.  Scand J Prim Health Care. 2001 Jun;19(2):131-44.

OBJECTIVE: To find evidence of the effectiveness of physicians working in primary care. DESIGN: Systematic literature search in the Medline and Cochrane databases. MATERIAL: Out of 7223 titles found in the search, 45 studies, comparing, from different aspects, primary care with specialist care, were extracted. MAIN OUTCOME MEASURES: Health indicators, health care costs, quality of health care. RESULTS: Primary care contributed to improved public health, as expressed through different health parameters, and a lower utilisation of medical care leading to lower costs. Physicians working in primary care, in comparison with other specialists, took care of many diseases without loss of quality and often at lower cost. The organisation of primary care was important in respect of reimbursement by capitation, more group practices, higher personal continuity, and having generalists as primary care physicians. CONCLUSIONS: To compare the effectiveness of primary care and specialist care is a complex task and there are limitations in all studies. However, we have found evidence that increased accessibility to physicians working in primary care contributes to better health and lower total costs in the health care system. It is also clear that studies with evaluation of how to most effectively organise primary care are far too few. There is an extensive need for future research in this area, a suitable task for collaborative research between the Nordic countries.

6. Donohoe MT. Comparing generalist and specialty care: discrepancies, deficiencies, and excesses.[Journal Article Review] Arch Intern Med. 1998 Aug 10-24;158(15):1596-608.

Policymakers, managed care organizations, medical educators, and the general public are showing an increasing interest in the amount and quality of care provided by generalists and subspecialists. This article reviews studies comparing the knowledge base of and quality of care provided by these 2 groups of physicians. English-language articles were identified through MEDLINE (1966-present) using the following keywords: generalist, generalism, (sub)specialist, (sub)specialty, (sub)specialization, consultation, referral, and quality of care, and through the bibliographies of these citations. All studies were evaluated. With respect to quality of care, only American studies were chosen. Data quality was assessed by me. Evidence is strongest that the knowledge base and quality of care provided by specialists exceeds those of generalists for certain conditions such as myocardial infarction, depression, and acquired immunodeficiency syndrome. Differences in many other areas are multifactorial, and often a function of study design or patient selection. The differences, however, are not as striking or important to the health of the public at large as those deficiencies in disease management, preventive care, and health maintenance that are common to all physicians. Furthermore, overuse of diagnostic and therapeutic modalities by certain specialists leads to increased costs with either no benefit or added risks to patients. The quality and coordination of care provided by generalists and specialists may be improved through changes in education and training, via quality improvement methods of providing patient care, and by increasing visit length and optimizing use of referrals and strategies for generalist-specialist comanagement. Further study of these areas is warranted and should concentrate on outcomes.

7. Welch WP. Miller ME. Welch HG. Fisher ES. Wennberg JE.

Urban Institute, Washington, DC 20037.

Geographic variation in expenditures for physicians' services in the United States.

New England Journal of Medicine. 328(9):621-7, 1993 Mar 4.

BACKGROUND. The national volume-performance standard recently implemented by Medicare does not account for geographic variation in expenditures for physicians' services. To study this variation, we examined expenditures for physicians' services in all metropolitan areas in the United States. METHODS. We used Medicare claims data for 1989 to measure rates of service use for beneficiaries living in the 317 U.S. metropolitan statistical areas (MSAs). The variables investigated were rates of admission to the hospital, payments to physicians for inpatient care per admission and per beneficiary, payments to physicians for outpatient care per beneficiary, and overall payments to physicians per beneficiary. Expenditures were measured in terms of allowed charges as adjusted to reflect prevailing charges in each MSA. Rates of use were adjusted for age and sex, with the exception of the variable for payments to physicians for inpatient care per admission, which was adjusted for case mix. RESULTS. Expenditures for the delivery of physicians' services to Medicare beneficiaries varied markedly among MSAs, with those for the areas with the lowest and the highest rates differing at least twofold on each measure. The measures for specific areas varied in parallel: areas with high rates of admission tended to have high levels of payment to physicians for inpatient care per admission, and areas with high payments for inpatient services tended to have high payments for outpatient services. Expenditures were not related to the number of physicians per capita but were lower in MSAs with a high proportion of primary care practitioners. The variation persisted when the 25 largest MSAs were examined; for total payments to physicians per beneficiary, there was a twofold difference between the area with the lowest rate and that with the highest, San Francisco ($872) and Miami ($1,874). The states with the highest overall payments to physicians per beneficiary were Florida, Louisiana, and Michigan. CONCLUSIONS. The marked variation among metropolitan areas in payments to physicians underscores the lack of consensus among physicians about which services are required. Moreover, the practice style in a given community appears to be influenced not by the aggregate supply of physicians but rather by the mixture of primary care physicians and specialists.

The following articles emphasize patient involvement in care decisions:
8. Wennberg JE. Practice variations and health care reform: connecting the dots. Health Affairs. Suppl Web Exclusive:VAR140-4, 2004.

Institution Center for the Evaluative Clinical Sciences at Dartmouth Medical School in Hanover, New Hampshire, USA. john.wennberg@dartmouth.edu

Abstract Unwarranted variation is a ubiquitous feature of U.S. health care. Remedies for variations exist, and several are described in the current collection of Health Affairs papers. Several obstacles stand in the way of widespread adoption of these remedies: (1) a quality agenda that has yet to focus on improving the quality of patient decision making; (2) economic incentives that do not reward exemplary practice; and (3) the poor state of clinical science. Medicare reform legislation creates the opportunity for a demonstration project to redesign health care to address these barriers. We also must grapple with the cultural bias that more care is better and that physicians must know best.

9. Weinstein JN. Bronner KK. Morgan TS. Wennberg JE. Trends and geographic variations in major surgery for degenerative diseases of the hip, knee, and spine. Health Affairs. Suppl Web Exclusive:VAR81-9, 2004.

Abstract Although Medicare rates for surgery to treat degenerative diseases of the hip, knee, and spine are highly variable among hospital referral regions (HRRs), the relative risk for surgery within a region is constant from year to year-a large majority of the variation in surgery in 2000--01 is "explained" by the variation in rates in 1992--93. The within-region constancy in rates for highly variable procedures (the "surgical signature") is illustrated for South Florida HRRs. Involving the patient in choice of treatments (shared decision making) and outcomes research are promising strategies for reducing unwarranted regional variation and local constancy in surgery risk.

10. Wennberg JE.

Outcomes research, patient preference, and the primary care physician.[comment].

Journal of the American Board of Family Practice. 4(5):365-7, 1991 Sep-Oct.

The following report is a current, general reference on healthcare quality outcomes in the United States

11. Why Not the Best? Results from a National Scorecard on U.S. Health System Performance. THE COMMONWEALTH FUND COMMISSION ON A HIGH PERFORMANCE HEALTH SYSTEM, SEPTEMBER 2006; accessed at www.cmwf.org
ABSTRACT: Created by the Commonwealth Fund Commission on a 

High Performance Health System, the National Scorecard on U.S. Health 

System Performance is the first-ever comprehensive means of measuring and monitoring health care outcomes, quality, access, efficiency, and equity in one report. Its findings indicate that America’s health system falls far short of what is attainable, especially given the resources the nation invests. Across 37 indicators of performance, the U.S. achieves an overall score of 66 out of a possible 100 when comparing actual national performance to achievable benchmarks. Scores on efficiency are particularly low. This report explains how the Scorecard works, describes results for each domain of performance, and discusses implications for policies to improve quality, access, and cost performance. 

Excerpt: Overall, the Scorecard indicates that our health 

care system falls far short of what is attainable, especially given the tremendous resources we invest. Across 37 separate indicators of performance—from preventive care for children to hospital readmission rates for nursing home residents, from the accessibility of primary care to physicians’ use of electronic health records—the U.S. achieves an overall score of 66 out of a possible 100. That is simply not good enough. 

In reviewing these scores, it quickly becomes clear that technical proficiency in medicine alone will not generate good health outcomes consistently. Patients die when the various clinicians caring for them do not communicate with one another and fail to coordinate their care. Chronic conditions that are easily controlled with the proper medications are transformed into health crises when patients fail to fill prescriptions or skip doses in order to afford basic necessities. 

Nor is it true that high costs go hand-in-hand with high quality. Indeed, the Scorecard reveals that lower quality is often associated with higher costs resulting from duplication, waste, error, and administrative inefficiency. And while ensuring universal participation in the health care system entails its own substantial costs, not doing so has serious consequences: poorer health from lack of access to timely care; health conditions that, left unchecked for too long, have become costlier to treat; and reduced economic output from a sicker workforce. 

Discussion about the Medical Home:

Schoenbaum SC,Abrams M. No Place like Home

http://www.cmwf.org/aboutus/aboutus_show.htm?doc_id=434064
Accessed 1-2-07

Excerpts: The American Academy of Family Physicians (AAFP), the nation's largest professional association of primary care doctors, has launched an ambitious project AAFP has created TransforMED, a National Demonstration Project to test whether 36 participating primary care practices can "transform" themselves and, if so, whether the transformed practices will improve care and make primary care practices more welcoming and satisfying to patients.

What Are Your Thoughts?

Research shows that better developed primary care services in other countries such as Denmark, and even in certain regions of the United States, are associated with better patient outcomes and lower costs. Yet, the current U.S. health care system is highly specialty oriented. Do you think this can change? How? We'd like to hear your feedback on this issue and on medical homes generally. Please send an e-mail with your perspective to scs@cmwf.org or mka@cmwf.org. With your permission, we'll plan to publish some of your responses.

