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P ayors could make greater and wiser use of 
primary care health care providers result-
ing in healthier employees, lower costs 

and increased employee morale.

This article is directed to the payors—especially 
self-funded employers and TPAs—that seek to 
improve the health of the populations they cover 
in addition to administering the plan.  Greater use 
of primary care is one way to better manage the 
health delivery. The results should also impact 
costs in a measurable way.

 
What is Primary Care? 
Primary care includes family medicine doctors, 
general practitioners, pediatricians, nurse practi-
tioners and physician assistants.   Generally, these 
professionals treat acute conditions, and to some 
degree, chronic conditions.  While many health 
care provider groups (specialty, pharma, hospi-
talization) experience double-digit cost increases, 
the group of primary care providers lags with 
an average three-percent annual increases. The 
result is pushing more and more primary care 
physicians into specialty care where reimburse-
ments are greater.  

Our payment systems pay more for specialty 
care.  Our case management will often not permit 
procedures unless ordered by a specialist. The 
focus of our stop-loss community is on high-cost 
hospitalization and associated high-cost specialty 
care. While our focus is justified, it causes us to 
focus on specialty and hospitalization care, and 
gives little or no time and effort to promote the 
values of primary care.

Primary care is America’s best-kept secret for 
keeping costly conditions from happening in the 
first place. Primary care is the ideal coach or 
liaison to coordinate and oversee the specialty 
care that often operates in silos.  Patients will 
often have two or three specialists with each 
focused solely on their “special” part of the body 

or condition. Specialists prescribe medication 
to treat their focus often without knowledge of 
other specialty care being administered, whether 
treatments or medication. The primary care pro-
vider can serve as coordinator, patient advocate, 
and patient educator. The result can be vastly 
improved care, better coordination of treatments 
and medications, improved communication and 
education with the patient.

As few years ago, a 38-year-old female caf-
eteria worker with the self-funded assisted living 
facility management firm, American Retirement 
Corporation, said she was looking forward to see-
ing the onsite clinic physician because she was 
taking eight medications prescribed by three spe-
cialists. She had been diagnosed with high blood 
pressure, diabetes, and had a heart attack two 
years earlier. Her out-of-pocket on the medica-
tions alone was over $300 a month.  

Several months later when visiting the clinic, she 
found me in the company cafeteria.  With tears in 
her eyes, she pulled on my arm to step away from 
my colleagues at the table.  She said, “I just want 
you to know that I love Dr. Gross (the onsite pri-
mary care physician).  He has helped me reduce 
to only three drugs.  I only need two of my three 
specialists now. My out-of-pocket is now only $80 
a month. My headaches have stopped and I have 
never felt better.”

It is not that Dr. Gross was necessarily any smart-
er than the specialists.  But his care coordination 
and patient education made a huge difference, 
improving the health of this employee/patient and 
lowering the costs for both her and her employer.

 
Much of Specialty Care 
Spending is Unnecessary
Specialty care in the United States is the envy of 
the world.  Dedicated professionals spend decades 
in education to refine their knowledge, skill and 
application to make a significant difference in 
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medicine and in the lives of patients. Nevertheless, 
as a nation, we overuse specialty care.  

According to the Dartmouth Atlas of Health Care, 
almost one-third spending for the chronically ill 
is unnecessary. It’s principal investigator, John 
E. Wennberg, M.D., M.P.H., states “Variation is 
the result of an unmanaged supply of resources, 
limited evidence about what kind of care really 
contributes to the health … and falsely optimistic 
assumptions about the benefits of more aggres-
sive treatment of people.” 

Many high-intensity hospitals’ care facilities 
are overly used with no evidence to support 
better outcomes, and may actually cause harm 
according to Wennberg. Dartmouth researchers 
studied Medicare patients with heart attacks, hip 
fractures and colon cancer. The data suggest that 
centers with the most high-intensity care actually 
have slightly higher death rates than those with a 
lower intensity of care. As a result, the research-
ers say, the bills for patients with similar illness 
may be two or three times higher at some pres-
tigious institutions, with no apparent additional 
benefit—and perhaps some risk of harm.  

High-intensity hospital cost for a certain  
procedure in the study varied from $30,000 to 
$110,000 with the predominant influencer of 
cost being the volume of services available. That 
is, the primary reason for the cost differences 
was the capacity of services, such as hospital 
beds, intensive care units and specialist phy-
sicians, within the community. There was no 
evidence that people are sicker in the markets 
of high-intensity services than in low ones, says 
Wennberg. When beds are available, physicians 
figure out a way to fill them.

“The problem of overuse of acute care hospitals 
and medical specialists in the management of 
chronic illness is rapidly getting worse,” said 
Wennberg. He points to finding that the resources 
per capita allocated to managing chronic illness 
during the last two years of life are increasing 

steadily each year. For example, the nation’s 
health care providers were using 13.6 percent 
more ICU beds in 2003 than they did in 2000. 

Both doctors and patients generally believe that 
more services—that is, using every available 
resource such as specialists, hospital and ICU  
beds, diagnostic tests and imaging, etc.— 
produces better outcomes.  The evidence is lack-
ing to support the belief.

 
Only a Few Chronic 
Conditions Account for  
the Majority of Health  
Care Costs
In 1999, the Institute of Medicine, issued “To Err 
is Human,” a report describing issues relating 
to medical errors and patient safety.  The report 
stated that the needs of the American public have 
been shifting from predominantly acute, episodic 
care, to care for chronic conditions. Chronic 
conditions are now the leading cause of illness, 
disability, and death. They affect almost half of 
the U.S. population and account for the majority 
of health care expenditures.

Yet there remains a dearth of clinical programs 
with the infrastructure required to provide the 
full complement of services needed by people 
with heart disease, diabetes, asthma, and other 
common chronic conditions. The fact that more 
than 40 percent of people with chronic condi-
tions have more than one such condition argues 
strongly for more sophisticated mechanisms to 
communicate and coordinate care. 

Physician groups, hospitals, and other health 
care organizations operate as silos, often provid-
ing care without the benefit of complete infor-
mation about the patient’s condition, medical 
history, services provided in other settings, or 
medications prescribed by other clinicians.
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