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Until relatively recently, primary care was a neglected facet of the modern U.S. health care system, obscured by the shadows of the citadels of specialty medicine. These lofty icons of American culture were richly furnished with the latest technology that an affluent society could afford, that a public entranced by biomedicine could desire, and that imaginative, well-intentioned physicians could devise. Between 1950 and 1990, the number of specialists per capita tripled in the United States, while the supply of primary care physicians declined.1 The humble general practitioner in fraying tweeds became a second-class citizen. Subspecialists such as invasive cardiologists, slipping from Armani suits into surgical scrubs to enter the catheterization suite to inject, dilate, and implant stents in the coronary arteries of an increasingly sedentary, arteriosclerosis-laden population, became the new medical heroes. Although increasing specialization conferred many benefits, it also contributed to the fragmentation of care and to escalating costs. 
By the mid-1990s, many observers believed that a convergence of public opinion, policy consensus, and market pressures would restore the primary care practitioner to the dominant role in the health care system.2 A key factor in the shifting stock of primary care physicians was their assignment to the role of "gatekeepers" in managed care health plans. 
Under gatekeeping arrangements, patients are required to register with a primary care physician. Patients must initiate care with their primary care physician and obtain authorization from this physician for referrals and other specialized services. Many managed-care organizations pay their primary care "gatekeepers" by capitation and place the primary care physician at financial risk for the costs of referrals and hospital services. 
Undeniably, the gatekeeper model brought tremendous potential for empowering primary care practitioners. In theory, primary care physicians would be able to coordinate referral services for their patients, while avoiding inappropriate self-referrals. They would be liberated from prejudicial fee-for-service payments that failed to reward evaluation and management services. They would exercise greater control over services by flexibly managing a capitated budget, and they would have a defined panel of patients, thus enhancing the practice of population-based medicine. The golden age of primary care might finally arrive. Unfortunately, primary care physicians, rather than relishing a revival of their calling, appear beleaguered by the requirements of managed care. 
The survey of U.S. physicians reported by St. Peter et al. in this issue of the Journal 3 reveals one aspect of the tensions primary care physicians in the United States now experience. These authors found that 30 percent of primary care physicians reported that the scope of care they provided to their patients without referral to specialists had increased over the previous two years; one quarter believed that the scope of the care they were expected to provide was greater than it should be. Primary care physicians who received a larger proportion of their income through capitation and who served as gatekeepers for a higher proportion of their patients were more likely to believe that the scope of their practice was too broad. These results suggest that many primary care physicians feel unduly pressured by capitation and gatekeeper arrangements to limit referrals and to take on an unwelcome degree of responsibility for delivering care directly to sicker patients with more complicated conditions than in the past. 
Other recent studies document the ambivalence of many primary care physicians about their role in managed-care systems. Although they acknowledge that models of health care delivery in which primary care physicians serve as gatekeepers may enhance the continuity and coordination of care and improve the provision of preventive services, many also believe that these models have a deleterious effect on physician–patient relationships, clinical freedom, and the overall quality of care.4 Primary care physicians' dissatisfaction with their role as gatekeepers may in part be due to the financial incentives often associated with this model. In a study of primary care physicians in California, the presence of a bonus incentive — such as a bonus based on a low rate of referrals — was one of the factors most strongly associated with physicians' experiencing pressures that they felt "compromised care."5 Bonus incentives were also associated with lower levels of satisfaction among primary care physicians. Other recent surveys of physicians indicate that managed care is associated with declining levels of satisfaction among primary care physicians, with a sense of loss of control and clinical autonomy, and with a perception that the quality of care is deteriorating.6,7,8 
The fragmented system of health care financing in the United States also conspires to undermine the principles of primary care. A basic element of good primary care — continuity of care with a personal practitioner — is frequently thwarted by involuntary disruptions in insurance coverage. One study found that 25 percent of patients had been forced to change primary care physicians within the previous two years because of changes in their insurance plans. The patients who had made such involuntary changes rated their current physicians significantly lower on several measures of the quality of care than did patients who had not been forced to change physicians.9 
The opinions of primary care physicians about their role in managed-care organizations are mirrored by those of patients. On the one hand, patients overwhelmingly confirm the value of having a primary care physician to coordinate their care and to serve as the point of initial contact for most of their health care needs. At the same time, patients express concern that primary care physicians may restrict their access to specialty care they want or need. Patients who believe that their primary care physicians impede their access to specialists have more negative attitudes than others toward their primary care physicians.10 
The ascendance of managed care pushed primary care to center stage in the United States. However, much of this push was motivated by the desire of the operators of managed-care plans to cast primary care physicians in the role of agents of cost containment. The perception that primary care physicians ration care — and, in particular, the perception that they ration care on behalf of profit-maximizing managed-care plans or for their own financial interest — jeopardizes public and professional support for a stronger role for primary care.11 
The first sentence of Charles Dickens's Tale of Two Cities sums up the ambiguous state of primary care physicians in the United States: "It was the best of times, it was the worst of times, it was the age of wisdom, it was the age of foolishness, it was the epoch of belief, it was the epoch of incredulity, it was the season of Light, it was the season of Darkness, it was the spring of hope, it was the winter of despair, we had everything before us, we had nothing before us, we were all going direct to Heaven, we were all going direct the other way." For a primary care physician in the United States, the experience of managed care is just such a set of contradictions. Primary care physicians are loved, and they are defiled. They are the answer to the problem of too easy access to specialty care, and they are the cause of the problem of too difficult access to specialty care. They are empowered by their control of capitated budgets, and they are damned for controlling these budgets. They have been liberated from the corrupting temptations of fee-for-service medicine, and they have been seduced by the wickedness of financial incentives to limit care. They are expected to compensate for a seriously deficient system of health insurance financing, and they are victims of the grave limitations and discontinuities of the financing system. They are the type of physician everyone really needs, unless of course the person is actually ill, at which point a more qualified specialist should take over. 
We continue to await the unambiguous arrival of the golden age of primary care in the United States. 
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