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Introduction and Rationale
All who work in the US health care 
system struggle to design a more 
effective, efficient, accessible, high-
quality, and high-value enterprise.1,2 
Primary care is widely acknowledged 
to be essential for better health and 
health care value and should be 
foundational to all health care sys-
tems.3-8 Many observers have pointed 
to the US health system’s under-
investment in primary care as an 
important reason for the nation’s 
lagging performance.3,9 Significant 
changes have occurred in the way 
primary care is organized, financed, 
and delivered in response to great-
er demand for high-quality services, 
rising health care costs, and increas-
ing burden of disease across popula-
tions.10 Concepts such as the Patient 

Centered Medical Home emerged to 
describe a more advanced model of 
primary care.11,12 The ongoing trans-
formation of primary care delivery 
models and heightened attention to 
the importance of primary care have 
prompted fresh thinking about the 
essential principles that define pri-
mary care. In this article, we present 
an updated primary care conceptual 
model, the Shared Principles of Pri-
mary Care, developed by a diverse 
group of stakeholders representing 
health professionals, consumers, pur-
chasers, and health plans. We dis-
cuss the context for developing this 
updated set of principles, the process 
for drafting them, and the implica-
tions for policy and practice.

Why Does There Need to Be a 
Shared Set of Primary Care  
Principles?
Modern-day conceptual models of 
primary care build on the seminal 
work of Barbara Starfield, JT Hart, 
Ian McWhinney, and Gayle Ste-
phens, among others. Starfield af-
firmed that four cardinal functional 
attributes together define primary 
care: comprehensive, continuous, 
first contact (or accessible), and co-
ordinated. Other scholars and or-
ganizations, such as the Institute 
of Medicine,13 have articulated con-
ceptual models of primary care that 
are iterations of Starfield’s four ele-
ments. In the early years of the 21st 
century, there was growing recogni-
tion that while the core principles of 
primary care retained their integri-
ty, there was a need to rethink the 
approach to organizing, delivering, 
and paying for primary care to actu-
alize those key attributes. The con-
cept of the Patient Centered Medical 
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Home was created to characterize 
practice models that embraced in-
novations in practice design. An ear-
ly version of the medical home was 
first described in 1967 by the Amer-
ican Academy of Pediatrics (AAP). 
In 2007, the AAP joined with three 
other physician organizations—the 
American Academy of Family Physi-
cians (AAFP), the American College 
of Physicians (ACP), and American 
Osteopathic Association (AOA)—to 
issue the Joint Principles of the Pa-
tient Centered Medical Home.12 To 
Starfield’s core principles, the Joint 
Principles added the principles of a 
personal physician, physician direct-
ed medical practice, quality and safe-
ty, and payment reform. One of the 
catalysts for these four organizations 
coming together to issue the Joint 
Principles was the formation in 2006 
of a multistakeholder coalition, the 
Patient Centered Primary Care Col-
laborative (PCPCC), that included 
these physician organizations as well 
as employers, payers, and consumer 
groups.11 The Joint Principles were 
issued 21 months before the 2008 
US presidential election and played 
an influential policy role as a wave 
of health reform proposals gathered 
steam in anticipation of a new ad-
ministration. The Principles repre-
sented one of the first times that the 
four physician organizations repre-
senting different primary care spe-
cialties came together to produce a 
common position statement and ad-
vocacy agenda around practice re-
design and value-based payment 
reform.

The Joint Principles informed 
many of the primary care policies in-
corporated into the Affordable Care 
Act and set the stage for develop-
ment of Patient Centered Medical 
Home recognition programs admin-
istered by the National Committee 
for Quality Assurance (NCQA) and 
other organizations. The Joint Princi-
ples also came under criticism. Fore-
most was the complaint that it was 
exclusive for a group of physician or-
ganizations to brand a set of prin-
ciples as “patient centered” without 

including patients and consumers in 
a prominent role in the drafting of 
the principles. Many nurse practitio-
ners and other health professionals 
also balked at the “physician direct-
ed” precept. These criticisms, among 
others, impeded the realization of a 
set of primary care principles that 
could be embraced and advocated for 
by the broadest possible a coalition 
of stakeholders. In fact, these princi-
ples are not designed for one special-
ty or profession alone, but rather are 
to be the foundation for the move-
ment of primary care to reform the 
way health care is both delivered 
and received in our country.3,14

Methods
Realizing that achieving ideal pri-
mary care occurs faster when all 
stakeholders can speak with unity, 
multiple constituents came together 
in 2016 to launch the drafting of an 
updated set of primary care princi-
ples.15,16 Leaders also wanted to re-
spond to an updated view of what 
contributes to health and changes 
in the way primary care is deliv-
ered and paid for. Two tributaries 
converged in this process. One was 
a move by the PCPCC11 to bring a 
broader group of stakeholders to the 
table to revisit the essential princi-
ples of primary care and the estab-
lished Joint Principles of the Patient 
Centered Medical Home. Redesign-
ing primary care to feature integrat-
ed interdisciplinary teams of health 
care professionals working together 
for the best interests of the patient, 
the family, and the community was 
central to this process.

The second was Family Medicine 
for America’s Health (FMAHealth),15 
an initiative among all the major 
national family medicine organiza-
tions, that included a strategic goal 
of more robust engagement with pa-
tients, consumers, and nonphysician 
health professionals. Eschewing par-
allel play, PCPCC and FMAHealth 
consolidated efforts and pledged to 
collaboratively draft 

shared principles of person-cen-
tered, team-based, high-perform-
ing primary care that will serve as 
the foundation of a health system 
designed to achieve the quadruple 
aim of better care, better health, 
lower costs, and greater joy for clini-
cians and staff in delivery of care.17 

With these precepts in mind it 
was time not to replace, but to up-
date the decade-old Joint Principles 
of the Patient Centered Medical 
Home as the practice and delivery 
of primary care has evolved in re-
sponse to population health, reduc-
tions in health care disparities, and 
value-based payment. 

Sponsors committed to using an 
inclusive process to seek input from 
diverse sectors and perspectives. A 
steering committee was established, 
chaired by Christine Bechtel, MA, co-
chair at the time of the PCPCC Pa-
tient, Family, and Consumer Center, 
and Julie Schilz, MBA, BSN, a nurse 
executive at Anthem. The steering 
committee consisted of 30 different 
organizations, including the NCQA, 
Blue Cross/Blue Shield, Millbank 
Memorial Fund, Utilization Review 
Accreditation Committee (URAC), 
Accreditation Association for Am-
bulatory Healthcare (AAAHC), An-
them, Patient Centered Outcomes 
Research Institute (PCORI), the 
American Osteopathic Association, 
the American College of Physicians, 
the American Academy of Pediat-
rics, the American Academy of Fam-
ily Physicians, American Academy 
of Nurse Practitioners, and patient 
organizations. 

Sponsors invested in background 
research, several public surveys, an 
inclusive in-person summit, and out-
reach to more than 100 organiza-
tions to iterate ideas and language 
on what should constitute a renewed 
set of shared primary care principles. 
Draft principles were created and re-
fined with broad stakeholder input. 
Health care organizations, employ-
ers, patient and patient advocacy 
groups, diverse health profession-
al groups, health plans, and others 
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had a voice in the process. Sponsors 
invited hundreds of organizations, 
large and small, that have a stake 
in primary care to sign on and sup-
port the Shared Principles. At the 
time of this publication more than 
300 organizations have endorsed the 
Shared Principles.

Outcomes
The Shared Principles
The seven Shared Principles are 
listed in Table 1. The collaborative 
process reidentified the four clas-
sic Starfield principles—continu-
ous, comprehensive, coordinated, 
and accessible—along with several 
other important concepts. The com-
plete text of the Shared Principles 
is included verbatim in Appendix 1 
(https://journals.stfm.org/media/2045/
epperly-appendix1.pdf); the list of 
endorsing organizations is online at 
https://www.pcpcc.org/principles/sign-
ers. Following are some of the most 
salient modifications and how they 
are different from other sets of pri-
mary care principles.

1. Person and Family Centered
The decision to replace “patient cen-
tered” with the term “person and 
family centered” was a very inten-
tional one, responsive to concerns ex-
pressed by consumer advocates that 
the word “patient” objectified individ-
uals in a sick or dependent role. The 
principles sought to move beyond the 
narrow framework of a disease care 
system to one promoting health. This 
first of the Shared Principles affirms 
an empowered partnership role for 
individuals and families. For exam-
ple, the principle asserts that: 

primary care is grounded in mutu-
ally beneficial partnerships among 

clinicians, staff, individuals, and 
their families, as equal members 
of the care team. Care delivery is 
customized based on individual 
and family strengths, preferences, 
values, goals, and experiences us-
ing strategies such as care plan-
ning and shared decision making. 
There are opportunities for individ-
uals and their families to shape the 
design, operation, and evaluation of 
care delivery.

2. Continuous
This principle reiterates the long-
standing precept that 

dynamic, trusted, respectful, and 
enduring relationships between in-
dividuals, families, and their clini-
cal team members are hallmarks of 
primary care. 

The secret sauce of primary care 
is the ongoing trusting relationship 
between clinicians and the primary 
care team and individuals and fami-
lies that is a healing process unto it-
self. This allows the importance of a 
sustained incremental approach over 
time to be foundational to dealing 
with acute, chronic, behavioral, and 
prevention-based health care prob-
lems and issues.18

3. Comprehensive and Equitable
This principle emphasizes important 
contemporary aspects of comprehen-
sive primary care, such as behav-
ioral and mental health as well as 
oral health. Primary care serves all 
ages, both genders, and the majority 
of health care problems. The princi-
ple also ties comprehensiveness to 
emerging concepts in health equity, 
calling on primary care to: 

seek out the impact of social deter-
minants of health and societal in-
equities. The more comprehensive 
the skill set and scope of practice 
is in the existing clinic setting the 
higher the percentage of problems 
that can be cared for in the primary 
care setting. Primary care practices 
are also recognizing the importance 
of the social determinants of health 
and linking patients who have so-
cial determinate issues (eg, food in-
security, transportation issues) with 
community resources that can fur-
ther work with them to resolve 
these issues. Primary care practic-
es partner with health and commu-
nity-based organizations to promote 
population health and health eq-
uity, including making inequities 
visible and identifying avenues for 
solution.

Current research demonstrates 
that health care influences only ap-
proximately 10%-20% of a person’s 
health, with a person’s behaviors, 
environment, genetic makeup, and 
social conditions being the most pow-
erful determinants of health, illness, 
and death.19

4. Team Based and Collaborative 
This principle affirms that individu-
als and families are critical members 
of primary care teams. In recogniz-
ing the multidisciplinary nature of 
team-based care, it also asserts that 

health care professional members 
of the team are trained to work to-
gether at the top of their skill set, 
according to clearly defined roles 
and responsibilities.

This principle broadens the impor-
tance of relationships to include the 
entire primary care team. Many 
team members, from nurses, medi-
cal assistants, receptionists, social 
workers, nutritionists, and clinicians, 
form relationships with the persons 
and families cared for by the prac-
tice. All primary health care team 
members are important in the deliv-
ery of team-based collaborative care. 

Table 1: The Seven Shared Principles of Primary Care

•	 Person and family centered
•	 Continuous
•	 Comprehensive and equitable
•	 Team based and collaborative
•	 Coordinated and integrated
•	 Accessible
•	 High value
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This distribution of workload across 
the team is fundamental to decreas-
ing clinician and health care team 
member burnout and increasing the 
joy in practice.

5. Coordinated and Integrated
The Shared Principles largely reiter-
ate the central emphasis on contem-
porary issues such as “transitions 
of care to achieve better health and 
seamless care delivery across the life 
span.” The term “integrated” refers 
to how the individual’s health data 
and records can inform care within 
the primary care team and with oth-
er health care professionals in the 
medical neighborhood. The term “co-
ordinated” refers to how health care 
is seamlessly arranged with others 
participating with the individual’s 
care outside of the primary care 
practice in the medical neighbor-
hood. With the emergence of evolving 
health information technology, new 
and dynamic ways of integrating and 
coordinating health care information 
and data can be performed both syn-
chronously and asynchronously with 
individuals to optimize their health 
care and health.

6. Accessible
This principle acknowledges the 
changing nature of access in a digital 
communication era, asserting that: 

primary care is readily accessible, 
both in person and virtually for all 
individuals regardless of linguistic, 
literacy, socioeconomic, cognitive, or 
physical barriers. This accessibil-
ity goes far beyond the concept of 
face-to-face visits. Meeting patients’ 
health and health care needs elec-
tronically, telephonically, and in oth-
er technologically empowered ways 
is both achieving person- and fami-
ly-centered care and high-value ac-
cessible care. Primary care provides 
individuals with easy, routine ac-
cess to their health information. 

Moreover, person- and family-cen-
tered access means that “clinicians 
and staff are available and respon-
sive when, where, and how individu-
als and families need them.”

7. High Value
This principle goes further than 
most prior formulations by asserting 
that primary care has responsibility 
for both quality and patient experi-
ence cost components of health care 
value, and once again highlights the 
importance of a person- and family-
centered approach. 

Primary care achieves excellent, 
equitable outcomes for individuals 
and families, including using health 
care resources wisely and consid-
ering costs to patients, payers, and 
the system. Primary care practic-
es employ a systematic approach 
to measuring, reporting, and im-
proving population health, quality, 
safety, and health equity, including 
partnering with individuals, fami-
lies, and community groups. 

Additionally, one cannot place 
enough value on the importance of 
the trusting relationship to drive 
quality and patient safety and to ap-
propriately lower health care costs.

Discussion
What Is New With the Shared 
Principles?
The most novel aspect of the Shared 
Principles was the process for creat-
ing them, which was quite different 
from that used for past primary care 
principles. This process was very in-
clusive and incorporated input from 
clinicians, payers, employers, hos-
pitals, health care systems, patient 
groups, family care advocates, and 
other health care groups and con-
sumer organizations. This process of 
involving over 100 stakeholders en-
sured a broad conceptualization of 
primary care.

In terms of content, the Shared 
Principles place more emphasis 

than prior versions on empowered 
and engaged individuals and fami-
lies, shared decision making, asyn-
chronous access, interprofessional 
teams, population health, and reduc-
ing health care disparities by under-
standing and addressing the social 
determinants of health. The Shared 
Principles are compatible with oth-
er schema, such as the Ten Building 
Blocks of High Performing Primary 
Care,20 the Patient Centered Medi-
cal Home recognition criteria used 
by NCQA and other organizations, 
and the eligibility criteria used by 
the Center for Medicare and Medic-
aid Innovation for the Comprehen-
sive Primary Care Plus initiative.

What Was Not Included in the 
Shared Principles of Primary 
Care?
The Shared Principles intentional-
ly did not address several areas, in-
cluding payment models and scope 
of practice of team members. The 
principles focused on the “what” 
and “why” of primary care: princi-
ples that define what individuals, 
families, and the public should ex-
pect of primary care, and for which 
primary care practices should be ac-
countable. Payment and regulatory 
policies are part of the “how” of pri-
mary care: factors that are the nec-
essary enablers for primary care 
practices to be able to fulfill the 
Shared Principles. For primary care 
teams to achieve these aspirational 
principles in daily practice requires 
an investment of adequate resourc-
es, population-based payment mod-
els that do not merely reimburse for 
in-person visits, regulations that al-
low flexible deployment of the work-
force, an infrastructure for practice 
improvement coaching, and other 
policy reforms.

Implications for Practice, Policy, 
and Training
An important goal for the Shared 
Principles is fostering a common lan-
guage among diverse stakeholders 
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for defining the key attributes of 
primary care. One of the challeng-
es facing the field of primary care is 
that the meaning of the term “prima-
ry care” is not self-evident to many 
people—not only to the lay public, 
but also to many individuals work-
ing in health care and health policy. 
Most people understand that cardi-
ology is the field focusing on heart 
and cardiovascular disease, and that 
surgeons and their teams perform 
operations. There is much less un-
derstanding of the essential features 
that define the practice of primary 
care, whether the practitioner be a 
family physician, general internist, 
pediatrician, nurse practitioner, phy-
sician assistant, or other member of 
the primary care workforce. The in-
clusive process for developing the 
Shared Principles was intended to 
promote a more consistent language 
for defining the attributes and expec-
tations of primary care. 

The Shared Principles may be 
used by practitioners to identify the 
ways in which their existing model 
accords with the Principles, and ar-
eas where their current model may 
not fulfill certain Principles. Patient 
Centered Medical Home-recognizing 
organizations should consider the 
Shared Principles as they continue to 
evolve and advance their recognition 
programs. Similarly, payers should 
examine the degree to which their 
payment policies align with and fos-
ter these attributes in primary care 
practice. The Shared Principles may 
also help to focus interprofessional 
education on team-based primary 
care. Training programs in medicine, 
nursing, nurse practitioner, physi-
cian assistant, nutrition, social work, 
psychology, dental, pharmacy, com-
munity health workers, health care 
administration, and other disciplines 
should consider how to operational-
ize the Shared Principles in their ed-
ucational programs.

Conclusion
The United States health care sys-
tem is at a critical crossroad in its 

transformation. The foundational 
importance of primary care in our 
future health care system cannot 
be overstated. The undertaking of 
the collaborative process of refocus-
ing on the value of primary care by 
diverse stakeholders forming new 
partnerships both inside and out-
side of health care is fundamental 
to this effort. This shared process of 
principles creation across multiple 
stakeholders helps create a bonding 
covenant with our patients and the 
public.3

This set of seven Shared Princi-
ples of Primary Care helps define 
the foundational importance of what 
primary care does to advance bet-
ter health, a more satisfying health 
care experience, and more affordable 
costs. The Shared Principles were 
formulated with an understand-
ing that they are aspirational. For 
them to be actualized consistently 
and robustly across the diverse land-
scape of primary care practices in 
the United States will require not 
just commitment from the primary 
care practice community, but also 
a willingness of the public, payers, 
and policy makers to prioritize pri-
mary care. With more than 300 or-
ganizational endorsers, the Shared 
Principles provide an opportunity for 
individuals and organizations com-
mitted to a vibrant primary care sec-
tor to speak with one voice about the 
bedrock elements of primary care 
and their importance to the health 
system. Although the specific ways 
of delivering primary care will con-
tinue to evolve as our complex health 
system changes, these core principles 
help to define the enduring essence 
and value of primary care.
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