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INTRODUCTION

The COVID-19 pandemic highlighted both the importance of
primary care and the fragility of its current infrastructure in the
United States (US). Within its first 2 months, stark reminders
of racial injustice, unaddressed health disparities, and grossly
inequitable access to healthcare further underscored the cur-
rent lack and future importance of universal access to high-
performing primary care. At the start of the pandemic, fewer
than 1 in 5 Americans could identify a personal usual source of
healthcare.1 In this time of uncertainty, many patients went
without timely care due to a myriad of difficulties. Perhaps
chief among these was the lack of an accessible, trusted
personal clinician capable of and committed to delivering
personalized advice and comprehensive care at a time of
unprecedented medical and public health uncertainty. In re-
sponse to this crisis, changes in actual and virtual visit acces-
sibility to primary care were further complicated by the limited
office hours or practice closures imposed by crises in provider
organizational finances.
The value of comprehensive primary care has been docu-

mented for decades prior to the pandemic. Nonetheless, at its
outset, most primary care in the USA occurred in settings
adapted to traditional fee-for-service (FFS) payments where
physicians provided highly focused face-to-face visits and
would often “document and refer” (to specialists) patients with
complex conditions. This is in contrast to the type of primary
care described by Starfield to have the fundamental features of
a c c e s s i b i l i t y , c o n t i n u i t y , c o o r d i n a t i o n , a n d
comprehensiveness.2,3

Benefits of Comprehensiveness in Primary Care

While widespread problems with access became immediately
evident with the pandemic, comprehensiveness was another

critical feature widely lacking, yet essential to skillful
pandemic-era primary care. Comprehensiveness has been core
to the definition of primary care since 1967 and is “the feature
of primary care…most salient in distinguishing primary care-
oriented countries from other countries.”2 Defined as “the
extent to which the primary care clinician, as part of the
primary care team, recognizes and meets the majority of each
patient’s physical and common mental health care needs…”
prior to the pandemic, the link between comprehensiveness in
primary care and outcomes was already well established.2,3

Included among the lengthy potential list of comprehensive
primary care services are as follows: prevention and wellness,
acute care of common health concerns, provision of common-
ly needed office-based procedures, and appropriate depth and
breadth of chronic condition management.
More comprehensive primary care is associated with re-

duced hospitalizations and emergency department visits, as
well as lower costs.4 More comprehensive care has also been
associated with greater health equity and care continuity.2

Since more comprehensive primary care practices meet more
patient needs, there are fewer specialty referrals (or self-
referrals) with less health care fragmentation and less need
for care coordination across multiple health care providers.2,3

Barriers to Comprehensiveness

While comprehensiveness is deemed essential to high-value
primary care, it has not been rewarded under US fee-for-
service payment approaches and has declined in recent de-
cades, now varying dramatically across physicians and prac-
tices.3,5 Despite patients presenting with more complex med-
ical conditions, most primary care has still been delivered
through time-constrained visits within outmoded scheduling
approaches and reward systems that encourage a piecemeal,
non-comprehensive, approach to health care. Even before the
pandemic and the recent highlighting of existing health ineq-
uities and the importance of unmet social needs on health
outcomes, primary care clinicians lacked the time to recognize
and address their patients’multiple health needs. Accordingly,
various observers have noted that 2020 demonstrated the
urgent need to fundamentally reform primary care payment
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to ensure ready access to quality healthcare that includes
comprehensive primary care.6

In addition to reform of the organization and financing of
primary care, primary care clinicians must be trained to deliver
comprehensive care. Unfortunately, many primary care clini-
cians may not be educated in environments conducive to the
acquisition of skills for comprehensive primary care. For
example, internal medicine training has long been criticized
for inconsistent support for primary care, though there are
many exemplary primary care internal medicine programs.7

Relative to family medicine, internal medicine devotes con-
siderable program time to the care of complex patients includ-
ing those in hospital settings, but less on the acquisition of the
clinical skills needed for comprehensive outpatient primary
care. Recent findings suggest this training may be associated
with a less comprehensive set of services in internal medicine
practices.5

The evolution of the health systems in which primary care
training occurs may also create educational environments less
conducive to comprehensive primary care. The widely report-
ed consolidation of the US health care has resulted in many
large hospital systems dominated by specialists delivering
lucrative facility-based services. Furthermore, by 2016, nearly
half of all residency positions nationally were controlled by
large specialist-dominated hospital systems without a strong
link to health profession’s education. It is hardly surprising
that this environment may encourage referral to specialists
over comprehensive primary care, contrary to Starfield’s cau-
tion that specialty services are more costly than primary care
services, both from the systems viewpoint and from the view-
point of individuals followed over time.2

Steps Forward

With our US population living longer and with more chronic
illnesses, it is imperative that the primary care workforce
obtains and retains the knowledge and skills to serve the
populations for which they are responsible.6 Lee et.al sug-
gested that in order to train tomorrow’s generalists, we should
prioritize and redesign training programs to include teaching
comprehensive care management including relevant office-
based procedures.8 The new NASEM report on Implementing
High-Quality Primary Care extended this to “building and
supporting interprofessional teams that are accountable for
addressing the majority of an individual’s health and wellness
needs across settings….”6 Once in practice, these primary care
clinicians and teams need the time and the incentives to update
their clinical knowledge, as well as the expectations and
resources to access needed new clinical information. During
COVID-19, such commitment to comprehensive primary care
could have mitigated health inequities, maximized access to
care for those patients with multiple co-morbidities at highest
risk, facilitated timely diagnosis and treatment of health con-
cerns, and promoted continuing care of chronic conditions
while reducing unneeded visits and referrals.

Call to Action

In 2020, COVID-19 further exposed the variability and fragil-
ity of comprehensive primary care and the deep inequities in
access to it in the USA. The rapid changes in clinical knowl-
edge and challenges to patients obtaining reliable personalized
guidance during the pandemic also highlighted why compre-
hensiveness remains a critical feature of high-quality primary
care. Accordingly, the comprehensive primary care practice of
the future should be the place where patients receive person-
alized, skillful, knowledgeable care for the large majority of
their health concerns. Ideally, this practice would have the
financing and infrastructure to deliver this care even when a
new virus alters the diagnostic and treatment landscape and
complicates how existing health problems interact with
emerging risks. To achieve this goal, clinical training should
prepare (and maintenance of certification should support)
future primary care clinicians with the diverse competencies
needed to thrive in such practices. Educators and clinical
practice leaders should endeavor to redesign and reorganize
training and practice to restore comprehensiveness to its prop-
er place as a defining characteristic of primary care. Likewise,
policymakers must develop and implement payment models
that reward more comprehensive primary care and promote
reforms in clinician training that ensures skillful provision of
comprehensive primary care. Policies ideally should involve
all sectors and levels of care to facilitate a community-wide
commitment to the delivery of comprehensive, person-
centered primary care.
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