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Beyond the COVID-19 Pandemic:
The Urgent Need to Expand Primary

Care and Family Medicine

John P Geyman, MD

ABSTRACT: The COVID-19 pandemic, together with its resultant economic down-
turn, has unmasked serious problems of access, costs, quality of care, inequities,
and disparities of US health care. It has exposed a serious primary care shortage,
the unreliability of employer-sponsored health insurance, systemic racism, and
other dysfunctions of a system turned on its head without a primary care base.

Fundamental reform is urgently needed to bring affordable health care that is ac-
cessible to all Americans. Over the last 40-plus years, our supposed system has
been taken over by corporate stakeholders with the presumption that a compet-
itive unfettered marketplace will achieve the needed goal of affordable, accessi-
ble care. That theory has been thoroughly disproven by experience as the ranks
of more than 30 million uninsured and 87 million underinsured demonstrates.

Three main reform alternatives before us are: (1) to build on the Affordable
Care Act; (2) to implement some kind of a public option; and (3) to enact sin-
gle-payer Medicare for All. It is only the third option that can make affordable,
comprehensive health care accessible for our entire population. As the debate
goes forward over these alternatives during this election season, the likelihood
of major change through a new system of national health insurance is becom-
ing increasingly realistic. Rebuilding primary care and public health is a high
priority as we face a new normal in US health care that places the public in-
terest above that of corporate stakeholders and Wall Street investors. Primary
care, and especially family medicine, should become the foundation of a re-
formed health care system.
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or many years we have as-
Fsumed that primary care

should provide the foundation
of a strong health care system, as it
does in advanced countries around
the world with systems of univer-
sal coverage. But we have fallen
way short of that goal in the United
States for a number of reasons, and
our experience with the COVID-19
pandemic has made that goal even
more important.
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This article has four goals: (1) to
describe how the COVID-19 pandem-
ic, together with its accompanying
economic downturn, has adversely
impacted our system and prima-
ry care; (2) to bring historical per-
spective to transformational system
changes over the last 50-plus years
that have run counter to the growth
of primary care; (3) to show why pri-
mary care and family medicine are
essential to system reform; and (4)

to consider how financing reform can
bring universal coverage to all Amer-
icans and expand the essential role
of primary care.

Impact of the COVID-19
Pandemic on Our System
and Primary Care
The COVID-19 pandemic has
stressed America’s health care sys-
tem beyond its capacity on many
fronts. The lack of preparedness has
been exposed for all to see, togeth-
er with the primary care shortage,
the wide gulf between politics and
the science of public health, the lack
of leadership at the national level,
and any kind of an effective national
plan for bringing the pandemic un-
der control.

These markers indicate the sever-
ity of stress on our system and pri-
mary care:

e Primary care physicians in
smaller independent group
practices, already in short sup-
ply, faced such a large drop in
patient visits that they thought
they may be forced to close their
practices.!

e  Almost all in-person outpatient
visits were cancelled in many
parts of the country between
February and May 2020, with
more than $15 billion in revenue
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losses even if reimbursement for
telemedicine visits occurred.?

e Almost 2,000 low-cost and free
health clinics closed temporarily
and others worried about their
financial futures as racial dis-
parities widened.?

e  Almost 27 million Americans
lost their employer-sponsored
health insurance due to the pan-
demic.*

e (Continuing inequities by race
are widespread, such as Afri-
can Americans dying from CO-
VID-19 at about twice the rate
of White Americans.’

Although employer-sponsored
health insurance has been the base
of health insurance in the United

States, with some 160 million Ameri-

cans so covered before the pandemic,

its frailty and unreliability became
obvious during the pandemic. Wen-
dell Potter, formerly an insider ex-
ecutive at Cigna and author of the
book, Deadly Spin: An Insurance

Company Insider Speaks Out on

How Corporate PR Is Killing Health

Care and Deceiving Americans, has

this to say:

America needs to get out of the
business linking health coverage
to job status. Even in better times,
this arrangement was a bad idea
from a health perspective. Most
Americans whose families depend
on their employers for coverage
are just a layoff away from being
uninsured. And now, when many
businesses are shutting down and
considering layoffs, it’s a public
health disaster.’

Transformational

System Changes

We are now just over 50 years be-
yond when family practice was rec-
ognized in 1969 as the 20th specialty
in American medicine with the for-
mation of the American Board of
Family Practice. From the begin-
ning it was a different kind of spe-
cialty—not one pursuing depth in a
narrow area, but one that cut hori-
zontally across the majority of health
care conditions so as to serve as the
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foundation of the system. It was the
hope of many in those early years
that this would happen. But today
we still have a health care system
with no real foundation. Patients are
on their own dealing with a confus-
ing array of “providers”—the new
name for physicians—with the chal-
lenge of finding a source of readily
accessible comprehensive care with
continuity.

Medical care in the United States
has undergone a remarkable trans-
formation over the last 50-plus years
that has worked against the goal of
placing primary care at the base of
our system. Following are some of
the major trends that have stood in
the way.

Growth of Employer-Sponsored
Health Insurance Into a Burgeon-
ing Private Health Insurance
Industry
Long past their early history with a
mission of service, Blue Cross Blue
Shield abandoned that goal for the
business ethic of maximizing profits
for themselves and their sharehold-
ers on Wall Street. After the 1970s
and 1980s, Blue Cross and Blue
Shield were forced to go for-profit
in 1994 in order to better compete
with many large private insurers en-
tering a lucrative market.” Twenty-
six years later, the Blue Cross Blue
Shield Association, which has 36
member companies including An-
them, has just agreed to a tentative
antitrust settlement for $2.7 billion.?
Today, private insurers have many
ways to profiteer on the backs of
their enrollees, including imposing
higher copays and deductibles, re-
stricting choice through narrowed
and ever-changing networks, exiting
from unprofitable markets, and de-
nial of claims, which have averaged
18% under the Affordable Care Act
(ACA).° They also impact the prac-
tices of physicians, especially those
in primary care, as shown by these
examples:
e Intrusion of increasing elec-
tronic health record/desk work
into every physician-patient
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encounter, taking twice as much
time as with patients.®

e Physicians and their staffs
spend on average 14.6 hours,
or about 2 work days, to obtain
preauthorizations for tests or
treatments."

e Marked decline in independent
practice, with more than 60%
of physicians now employed by
others, especially by hospital
systems. 12

Increased Corporatization

Before the 1960s, most health care
facilities were small, individual-
ly owned and operated companies.
Ironically, the passage of Medicare
and Medicaid in 1965 launched the
entry of larger, investor-owned cor-
porations into the delivery of health
care. By 1984, the largest eight cor-
porations together owned and oper-
ated 426 acute care hospitals, 102
psychiatric hospitals, 272 long-term
care facilities, and 89 ambulatory
care centers.'

Paul Starr, professor of sociology
at Princeton University, called atten-
tion to this development in his 1982
book, The Social Transformation of
American Medicine: The Rise of a
Sovereign Profession and the Mak-
ing of a Vast Industry:

The rise of the corporate ethos in
medical care is already one of the
most significant consequences of the
changing structure of medical care.
It permeates voluntary hospitals,
government agencies, and academ-
ic thought, as well as profit-making
medical care organizations. Those
who talked about “health care plan-
ning” in the 1970s now talk about
“health care marketing.” Everywhere
one sees the growth of marketing
mentality in health care.

Rise of the Medical-Industrial
Complex

This term, patterned after President
Eisenhower’s use in the 1950s of the
term “military-industrial complex,”
was coined in 1970 by John and Bar-
bara Ehrenreich, together with the
staff of the Health Policy Center in
New York, as described in their 1970
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book, The American Health Empire:
Power, Profits and Politics.'> Increas-
ingly, this complex has turned our
system upside down by raising prices
to what the traffic will bear, restrict-
ing access and choice of care, profi-
teering, and leading the way on the
S&P 500.1¢

Today, we have a large medical in-
dustrial complex of investor-owned
corporate stakeholders bent on maxi-
mizing revenue, charging what the
traffic will bear, and cutting corners
that adversely impact quality of care.
Table 1 documents the extent to
which investor-owned facilities and
services have higher costs and lower
quality of care compared to their not-
for-profit counterparts.'’2®

Why System Reform Requires
Expansion of Primary Care

and Family Medicine

The logic of a generalist specialty
that is trained and committed to the
comprehensive and continuing care
of patients anywhere in the country
was apparent to health policy ex-
perts many years ago. Family medi-
cine is the classic specialty for this
role, as are general internists and
general pediatricians for adults and
children, respectively.

Primary care is essential at the
base of our system for the care of
patients with unselected and com-
mon health care conditions. As one
of our specialty’s founders, Dr Gayle
Stephens stated this in his classic

paper, The Intellectual Basis of Fam-
ily Practice:

The sine qua non is the knowledge
and skill that allows a physician to
confront relatively large numbers of
unselected patients with unselected
conditions and to carry on thera-
peutic relationships with patients.?

We are indebted to Dr Barbara
Starfield for her pioneering work in
defining the four essential elements
of primary care: first-contact care;
longitudinal continuity over time;
comprehensiveness, with capacity to
manage majority of health problems;
and coordination of care with other
parts of the health care system.® A
2008 report from the World Health
Organization, Primary Health Care:
Now More Than Ever, called atten-
tion to the documented effectiveness,
efficiency, and equity of primary care
over the preceding 30 years, with
this additional statement:

Essential features of a strong
health system led by primary care
are: accessibility (with no out-of-
pocket payments), a person (not dis-
ease) focus over time, universality, a
broad range of services in primary
care, and coordination when people
do not have care elsewhere .... Evi-
dence at the macro level (eg, policy,
payment, regulations) is now over-
whelming: countries with a strong
service for primary care have bet-
ter outcomes at low cost. Systems

that explicitly distribute resourc-
es according to population health
needs (rather than demands), that
eliminate co-payments, that assume
responsibility for the financing of
services within the primary care
sector are more cost-effective.®!

Since we have not developed a
national plan for physician work-
force planning that would build up
primary care, we have let markets
and technology drive the practice of
medicine in this country. Organized
medicine and the medical education
establishment remain silent on what
goal should be set for the generalist-
specialist mix. Other countries with
strong primary care set that ratio
above 40%, or even 50% generalists.

Despite the ongoing primary care
shortage in the United States, we
have compelling evidence of how ef-
fective primary care is compared to
a nonprimary care approach to care.
Here are some specific examples:

e  Greater primary care physician
supply is associated with lower
mortality.?

e Areas of the country with more
primary care physicians have
less use of intensive services,
lower costs, and higher quality
of care.®

e Polypharmacy is widespread
among older adults who see
multiple physicians, who don’t
talk to one another, for common
problems.3

Table 1: Investor-Owned Care vs Not-for-Profit Care Comparative Examples

Care Setting

Comparative Description

Hospitals

Higher costs, fewer nurses, and higher mortality rates'”!®

Emergency medical services

Higher prices, worse care, with slower response times'®

Health Maintenance Organizations

Worse scores on all 14 quality of care measures®

Nursing homes

Often in corporate chains, have lower staffing levels, worse quality of care, and
higher mortality rates??

Mental health centers

Restrictive barriers and limits to care, such as premature discharge without
adequate outpatient care?

Dialysis centers

Mortality rates 19% to 24%**; 53% less likely to be put on a transplant waiting list®

Assisted living facilities

Many critical incidents of physical, emotional, or sexual abuse of patients?

Home health agencies

Higher costs, lower quality of care?”

Hospice

Missed visits and neglect of patients dying at home?
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e The Joint Commission on Ac-
creditation of Healthcare Orga-
nizations has found that 80%
of serious medical errors are
associated with lack of commu-
nication or teamwork among
specialists in hospitals.?®

Today, no more than 10% of US
medical graduates opt for family
practice, and the majority of inter-
nists and pediatricians enter subspe-
cialties. The United States is facing
a shortage of 52,000 primary care
physicians by 2025.3¢ Primary care
physicians today are increasingly
employed by large hospital systems,
are pressed to provide more revenue
to their employers, besieged with ad-
ministrative work, have reduced clin-
ical autonomy, and suffer increasing
burnout.?”

As a result of the shortage in pri-
mary care for first-contact and ongo-
ing care of acute and chronic medical
conditions, many patients seek care
first at urgent care centers or emer-
gency rooms, where they receive ini-
tial care without comprehensiveness,
coordination or continuity of follow-
up care. Then they are often ping-
ponged around among specialists, in
or out of the hospital, with higher
expense and lower quality of care.

Positive Directions for

System Reform That Can
Expand Primary Care

and Family Medicine

In this volatile time when the CO-
VID-19 pandemic, together with its
severe economic downturn, has re-
vealed the reality of a failing health
care system, we have three major
alternatives before us to reform the
system: (1) build on the Affordable
Care Act (ACA) of 2010; (2) some
kind of a public option; and (3) sin-
gle-payer Medicare for All. Only the
third option, however, can bring re-
liable universal coverage at afford-
able costs through a new program of
national health insurance. It would
provide comprehensive benefits
based on medical need, not ability
to pay, alleviate persistent disparities
and inequities, and eliminate cost-
sharing at the point of care.
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Medicare for All would also bring:

e Full choice of hospitals and phy-
sicians anywhere in the country.

e  Simplified administration with
efficiencies through large scale
cost controls.

e Negotiated fee schedules for
physicians and other health pro-
fessionals, who would remain in
private practice and be protect-
ed from closing their doors dur-
ing a pandemic.

e Cost savings of more than $1
trillion a year that would en-
able universal coverage through
a public, not-for-profit financing
system (Figure 1).3

Had we had a single-payer sys-

tem under Medicare for All at the
onset of the COVID-19 pandemic, we
would could have controlled it much
earlier with fewer lives lost and less
disruption to our economy. The ex-
perience of Taiwan, where universal
coverage was enacted with single-
payer national health insurance in
1995, has shown just that. With ev-
idence-based science and informa-
tion technology, Taiwan has achieved
better health outcomes at about one-
third the cost of US health care. It
started dealing with the pandemic
early in January, with widespread
testing, rapid results, effective con-
tact tracing, and quarantine. Their
economy has done well even without
lockdown and with schools remain-
ing open.®
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Experience has told us that mar-
ket-based strategies, despite the
claims of their proponents, cannot
contain prices and costs of health
care. Markets in health care do not
work as they do in other areas of
our economy. In health care, there is
asymmetry of information between
providers and patients, urgency of
time often restricts choice, prices
are not transparent, and increasing
consolidation among corporate gi-
ants gives them wide latitude to set
prices as they grow market share.
Jonathan Gruber, professor of eco-
nomics at the Massachusetts Insti-
tute of Technology and an architect
of the Affordable Care Act 10 years
ago, has recently acknowledged the
predictable failure of market-based
strategies to cost control in these
words:

After decades of trying to figure out
market-based solutions to cost con-
trol, I don’t think there are any. I
think it’s time to regulate health-
care prices.*

These are other health care and
financial advantages of enacting a
program of national health insur-
ance, as is being brought forward
in the House of Representatives
through HR 1384 (Expanded and
Improved Medicare for All), which
already has the support of 135 Rep-
resentatives and 30 members of the
Senate. Under this resolution:

Figure 1: Medicare for All Savings Compared to Current System, 2019

B Provider administration

Press, 2020, p. 62.

B Reduction to Medicare negotiated rates

Source: Friedman, G. The Case for Medicare for All. Medford, MA, Polity

¥ Insurance administration
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e  Primary care and public health
would be better funded.

e A recent Yale study projects that
68,000 deaths a year would be
prevented, together with sav-
ings of more than $450 billion
a year.!

e Risk for the costs of illness
and accidents would be shared
across our entire population of
330 million Americans.

e The poverty level can be reduced
by more than 20% by eliminat-
ing cost sharing, self-payments
and other out-of-pocket costs at
the point of care.*?

e The labor market and economy
can be helped by allowing em-
ployers to redirect money they
have been spending on health
care to their employees’ wages.*?

e Primary care will be expanded
with an emphasis on smaller,
community-based independent
primary care practices, not cor-
porate Walmarts that are plan-
ning and hoping to fill the void
of primary care.*

e Physician workforce planning
by specialty will be established
with the intent to reverse criti-
cal shortages, especially in pri-
mary care and psychiatry.

Conclusion

We are now at a critical juncture in
US health care where fundamental
reform is required. If we can seize
this opportunity to reorganize health
care financing around Medicare for
All in transitioning toward a not-for-
profit system, we can improve access,
quality, and outcomes of care for all
Americans through universal cov-
erage. Primary care, and especially
family medicine, should be an essen-
tial part of the new normal at the
base of a new and improved system.
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