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There seems to be a consensus that the quality of primary care 

round the world is unreasonably poor, and study after study is 

onducted to point this out. Health care providers are performing 

adly in public systems; they are doing the same in private set- 

ings. At the same time, the motivations of individual providers are 

nquestionably noble, with only have the best health of patients at 

eart. 

If providers have good intentions but perform poorly, they must 

ace either a resource shortage like equipment or education or a 

onstraint like profit motivation or bad management [1] . Yet end- 

ess interventions find that external effort s to remove these con- 

traints rarely substantially improve performance [2] . So providers 

ust be intentionally choosing to perform as they do – and this 

ould imply their beliefs about what is best for patients are 

rong. 

But this does not comport with the evidence. We repeatedly 

nd that patients have access to providers who are reasonably 

nowledgeable and that those providers exert effort to meet pa- 

ient needs [ 3 , 4 ]. In vignette studies, we find that providers in

esource-poor settings have sufficient (though contextually vari- 

ble) knowledge to manage common conditions. In standardized 

atient studies, we find that providers are highly responsive to 

mall changes in presentation, suggesting they work hard to solve 

ach case [5] . We frequently observe an aggressive approach to 

are covering many potential causes and symptoms, with conscien- 

ious cost control for patients [6] . So why, then, does care remain 

oor? 
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A growing body of research suggests a fundamental tension in 

arly diagnosis, when primary care providers take wide differen- 

ial diagnoses, assess likely risks, and decide which are worth act- 

ng on [7] . In the course of a short interaction, providers make 

 management decision balanced between doing too little to help 

he patient and doing too much . No provider, presumably, wants 

o be responsible for ignoring a critical warning sign leading to 

eath; but none wants to be responsible for overusing expensive 

iagnostics and prescribing dozens of medications “just in case”. 

or each patient, the provider has to adjudicate what might be 

alled “the WebMD problem”: it’s probably nothing, but it might be 

ancer. 

How, then, are providers deciding what to do? Two studies in 

he Lancet Regional Health – Western Pacific help us reframe our 

hinking of how health care providers face these decisions. Yi et al 

2020) assess the ability of rural health care providers in South- 

estern China to manage epilepsy using clinical vignettes [8] . Most 

roviders say they would do little to “treat” the condition, in- 

luding even asking relevant history questions. But this does not 

ean their management of the patient was poor. Fully 90% ex- 

ressed this was a case requiring specialized attention and said 

hey would refer accordingly. In Guo et al. (2020), clinical vignettes 

ere used to assess ability to diagnose and manage angina [9] . 

hen the providers were told the correct diagnosis, they improved 

nly slightly in correct management – but use of potentially harm- 

ul medications dramatically fell. 

In both studies, we see providers making behaviors of large 

agnitudes where the risk of misdiagnosis can be controlled. 

pilepsy is easy to diagnose based on hallmark presentations of 

rand mal seizures. But the risk of a serious neurological prob- 

em is hard to assess (particularly in a child, as the study vignette 
nder the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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epicts). Chest pain, too, is easy to identify, but again difficult to 

uickly separate mundane causes from life-threatening risks. Cor- 

espondingly, we see that providers don’t get much better at treat- 

ng angina when told what it is – if they worried it was serious, 

hat was already covered (by ordering referral). But they stopped 

aking additional behaviors potentially intended to manage other 

auses. Across the research, then, we see a common thread: perfect 

iagnosis is hard at the primary level, and providers knowingly be- 

ave correspondingly to contain catastrophic tail risks. 

This creates a policy problem. The motivation for some of this 

esearch (including, explicitly, Guo et al) is that some governments 

ow want to conserve resources by having primary care providers 

anage complex and chronic conditions. But what primary care 

roviders have revealed themselves to be supremely competent at 

s not diagnosis and treatment, but risk assessment and triage – de- 

ermining whether a serious underlying condition is possible, and 

f so, referring appropriately. The proliferation of specialized lab- 

ratory diagnostics now often makes this an optimal choice for a 

isk-averse provider whenever they are not completely confident in 

heir diagnosis (and in standardized patients, for example, formal 

iagnoses are rare). 

A policy shift towards primary care providers taking on that 

isk – by demanding providers refer less, treat more, and man- 

ge complex and chronic conditions directly – appears fundamen- 

ally at odds with how primary care operates globally today. There- 

ore, these policy suggestions call for serious academic and policy 

onsideration of whether this is an appropriate model for primary 

ealth care and the development of tools to cope with such a fun- 

amental change in approach. 
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