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As practicing primary care physi-
cians, we think a useful, comple-
mentary perspective might result 
from doing the opposite: looking 
intensely at the health and health 
care of an individual but widen-
ing the lens through which that 
patient is viewed. We wanted to 
consider a patient’s entire life 
story — and more.

More, in one recent instance, 
turned out to be three genera-
tions of a single family being 
cared for by the same primary 
care physician, who recognized 
that similar issues were arising 
in each generation with discour-
aging predictability. Our timeline 

was derived from a detailed re-
view of medical records of Muriel 
(born 1935), her daughter Janine 
(born 1958), and Janine’s son 
Joshua (born 1977). We used in-
formation from the medical rec-
ords of these three patients to 
derive a rough estimate of the 
costs of their care over the year 
leading up to the chart review.

This three-generation case study 
shows the intertwined effects of 
poverty, depression, alcoholism, 
drug addiction, unemployment, 
domestic violence, and occasion-
ally incarceration on individual 
family members and the family 
as a whole. Each family member 

was born into a chaotic social con-
text, and then social and presum-
ably some genetic factors com-
bined to lead to a downward 
personal spiral. If records had been 
available for Muriel’s father and 
grandmother, we would in all like-
lihood have had a five-generation 
case study with similar themes.

The case study revealed what 
will come as no surprise to pri-
mary care physicians: that “social 
determinants of health” actually 
do determine health. The life 
stories of these three people are 
punctuated by health care events: 
fractures, hospitalizations (for 
heart failure, chronic obstructive 
pulmonary disease, liver disease, 
kidney disease, seizures, and gas-
trointestinal bleeding), suicide 
attempts, and psychiatric admis-
sions. Patterns of behavior associ-
ated with deprivation and mental 
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Conventional wisdom holds that the redesign of 
health care requires stepping back from the is-

sues of individual patients and analyzing patterns 
of outcomes and costs for large patient populations. 
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illness have led to the develop-
ment of a textbook range of 
chronic conditions.

Data are important, of course, 
but numbers sometimes imply an 
order to what is happening that 
can be misleading. Stories are 
better at capturing a different type 
of “big picture.” The chaos of the 
timeline shown here mirrors the 
chaos of these people’s lives and 
that of the systems that seek to 
support them. Although their cli-
nicians fully understand the ef-
fects of social and mental health 
issues on physical health, these 
patients “disappeared” in the 
transition to adulthood, only to 
reappear to the health care sys-
tem as the effects of their behav-
ior patterns kicked in. And as the 
needs of these patients became 
more complex, so did the de-
mands on the medical and social 
systems around them.

Our clinical colleagues who 
have reviewed this timeline have 
had a range of reactions, includ-
ing frustration that the patients 
themselves have not been willing 
or able to take more control of 
their social and medical prob-
lems. But one thing that  every 
clinician immediately sees is that 
his or her own ability to change 
the overall trajectory of such pa-
tients’ health issues through tra-
ditional medical means is limit-
ed at best. It feels as if we are 
medical physicians facing a pa-
tient with a surgical abdomen. 
We know that the tools at our 
disposal are not going to work.

Nevertheless, from a pragmat-
ic perspective, when we are the 
physicians caring for such pa-
tients, our jobs are to help these 
very real human beings — who 
may, like Muriel, Janine, and 
Joshua, have their considerable 
charms. Yet we also have roles as 
stewards of society’s resources, 
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which must be used to provide 
care for everyone. A rough esti-
mate of the costs of providing 
care and other social services to 
these three individuals over the 
year before the chart review was 
approximately £1 million ($1.68 
million). Not all these costs are 
accounted for by traditional 
“health care” — for example, 
there’s the estimated £40,000 
($67,100) for a prison term — 
but they all represent spending 
of taxpayer funds that could have 
been used in some other good 
way. We think these cost esti-
mates are actually conservative 
and that the real total health 
care and social costs for the 
three patients are higher.

Of course, these three patients 
are not the problem. In fact, in-
terdependency of social and health 
issues affects patients of all so-
cial strata and with all types of 
medical conditions. Accordingly, 
we believe that this case study 
highlights the need for a reassess-
ment of how we think about 
strategy as we try to redesign 
health care.

We already know that, at a 
population level, we have predict-
ably poor health outcomes (espe-
cially for patients with mental 
health problems) and that there 

is deeply ingrained 
dysfunction in our 
system. We respond 
reasonably well to 

crises, but there is little focus on 
prevention or the wider determi-
nants of health. All too often, 
care is fragmented, unplanned, 
and uncoordinated, regardless of 

the patient’s economic status. 
And as clinicians, we are pain-
fully aware of increasing de-
mands from patients such as 
these, the increasing complexity 
of patients’ cases (e.g., those of 
elderly patients with multiple co-
existing conditions), and the 
fragmentation and poor coordina-
tion of the systems around us.

We think the message to be 
derived from this timeline is that 
we need to reorganize care 
around achieving value for pa-
tients — and that we have to do 
it in more thoughtful and strate-
gic ways. If we are really trying 
to improve health outcomes for 
patients, we first need to define 
all the activities that are likely to 
enhance health for specific seg-
ments of the population — that 
is, to map out what organiza-
tional strategists call “value 
chain analyses.” Many of those 
activities — such as addressing 
housing and nutritional needs — 
lie outside the traditional health 
care system. Others — such as 
prenatal care, teaching parenting 
skills, and supporting families 
during the first years of a child’s 
life — represent long-term “in-
vestments.”

Health care providers obvious-
ly cannot take on all those activi-
ties, and some that are consid-
ered “health care” (e.g., education 
about prevention) may be done 
better and more efficiently by 
others. In such cases, health care 
organizations might consider di-
verting some of their resources to 
other organizations that can per-
form those activities best. At a 

minimum, health care providers 
might work to ensure that those 
value-enhancing activities occur 
and that they are coordinated 
with the provision of traditional 
clinical care. An example is the 
integration into clinical settings 
of personnel who can help ad-
dress social needs, such as a 
lack of housing or access to ad-
equate food.

Throughout our careers, we 
have learned much from our pa-
tients, and we think these three 
patients from one family offer an 
important lesson for the work 
that lies ahead. We don’t think 
that lesson is different on our 
two sides of the Atlantic. We 
cannot think of health care rede-
sign without thinking of the ac-
tivities that will influence the so-
cial factors that are intertwined 
with health — and that thus af-
fect health care spending. The 
approach we’re advocating isn’t 
charity; it’s strategy. And we be-
lieve it’s our best hope for ensur-
ing that one or two generations 
from now, the story line of Mu-
riel, Janine, and Joshua’s family 
is a different one.

The patients’ names and other identifying 
details have been changed in order to pro-
tect their privacy.

Disclosure forms provided by the authors 
are available with the full text of this article 
at NEJM.org.
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