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Primary care is the foundation of the health care system
and the basis for new payment and delivery reforms in the
USA. Yet since 2008, primary care visit rates dropped by
6–25% across a range of populations in five sources of
national survey and administrative data. We hypothesize
three likely mechanisms behind the decline: decreases in
patients’ ability, need, or desire to seek primary care;
changes in primary care practice such as greater use of
teams and non-face-to-face care; and replacement of in-
person primary care visits with alternatives such as spe-
cialist, retail clinic, and commercial telemedicine visits.
These mechanisms require further investigation. In the
meantime, the trend prompts us to optimize the primary
care visit and embrace the growth of alternatives while
preserving the fundamental benefits of primary care.
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N obody goes to their primary care office anymore. It’s too
crowded. So might say Yogi Berra about a surprising

trend in US health care: primary care visit rates are on the
decline. Between 2008 and 2016, visits per person to primary
care physicians (PCPs) dropped by 6–25% across a range of
populations in five sources of national survey and administra-
tive data capturing commercial, Medicare, and nationally rep-
resentative samples (Fig. 1).
This decline is notable because many believe, and a grow-

ing literature supports, that primary care is key to improving
health outcomes and stemming unsustainable cost growth in
the USA.1–4 In kind, policy leaders have worked to bolster
primary care in a country that has invested less in this foun-
dational specialty than its peers.5, 6 The Affordable Care Act
increased PCP reimbursements and encouraged trainees to
enter the field.7 Payment and delivery reforms such as the

Accountable Care Organization (ACO) and the Patient Cen-
tered Medical Home were built upon the primary care rela-
tionship.7, 8 To the extent that these investments were meant to
shift patient interactions toward primary care (and its main
delivery mechanism: the office visit), the decline implies they
have fallen short.
And yet, this trend is not necessarily a defeat for primary

care and what it was intended to accomplish. In our evolving
ambulatory care landscape—shaped by gains in technology
and rising patient expectations for convenience and
choice—any value assessment or policy reaction must consid-
er the decline within this larger context, as well as its impact on
patient outcomes. Here, we untangle potential mechanisms
behind the decline (Table 1) and address implications for
policy and delivery redesign.
So why are PCP visit rates falling? We hypothesize three

overarchingmechanisms. The first isMr. Berra’s: patients may
have trouble accessing primary care, or have less need or
desire to do so. The aging US population with greater insur-
ance coverage under the Affordable Care Act has
overwhelmed our capacity to deliver primary care, exacerbat-
ing already long wait times for a new or follow-up visit.9, 10 In
particular, the stagnant supply and uneven geographic distri-
bution of PCPs,10 who are also more likely to work part
time,11 have only been partially alleviated by the rise in
physician assistants and nurse practitioners playing these
roles.12 The lack of timely appointments, coupled with growth
in high-deductible health plans and out-of-pocket costs as well
as heightened patient expectations for timely and accessible
care, has unfavorably tipped the perceived (or actual) cost-
benefit trade-off for a PCP visit, leading Americans to delay
visits, forgo them entirely, or seek alternatives.13

Second, and this may be the good news, primary care clinics
may be getting more done at each in-person visit while better
meeting their patients’ needs outside of that visit.14 PCPs
increasingly interact with their patients through online portals,
phone calls, or virtual visits.15 Team members including
nurses, care managers, and population health coordinators
use chronic disease registries, for example, to track patients
between visits. Though primary care clinicians and teams have
being doing aspects of this work (unpaid) for decades, it is
now explicitly supported through mechanisms like monthly
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care management fees and virtual visit reimbursements, often
in the context of alternative payment and delivery models.16

Third, with more complicated implications, patients are
going elsewhere for their care. For instance, we found a rise
(or at least a lesser decline) in specialist visit rates (Fig. 1). This
could be due to the rising complexity of medical diagnoses
and treatments that PCPs may not have the knowledge or time
to address17 or to patients’ increasing willingness or ability to
self-refer. For patients with conditions like HIV, diabetes, or
cancer, specialists may function appropriately as de facto
PCPs. In addition, patients accustomed to convenient, on-
demand services in other aspects of their lives are opting for
care in alternative settings such as retail clinics and urgent care
centers, or via direct-to-consumer telemedicine services.18–20

Growing access to Internet-based health information,21 symp-
tom checkers, and virtual patient communities may preclude
seeking formal medical care altogether.
Alternative payment and delivery models—designed in part

to strengthen primary care—have likely played a hand in these
mechanisms. For example, the increased attention to primary
care in reform efforts may have the unintended consequence of
worsening inefficiencies in primary care delivery (thereby
reducing capacity), since PCPs bear the brunt of data docu-
mentation and reporting requirements in these models. ACOs,

charged with lowering costs and improving quality across a
PCP-attributed patient population, have tried to shift care from
specialty or higher cost settings to primary care by expanding
primary care clinic hours, for example. Yet, other ACO
strategies—such as care coordination and panel-based primary
care compensation—encourage decreased use of in-person
primary care visits while specialists, still largely paid through
paid fee-for-service,22 continue to be rewarded for seeing
patients more often.
Of course, each of these mechanisms require further inves-

tigation, and judgment of the PCP visit decline should rest on
which mechanisms dominate, why there are differences in the
rate of decline across different populations (Fig. 1), how visit
rates correlate with other measures of health care delivery
(e.g., number of PCPs per capita), and most importantly, the
impact on outcomes and spending. The USA already has
lower physician visit rates than most other developed coun-
tries,6 and we have more to learn about the Bright^ visit
frequency.3, 23

But in the meantime, the trend prompts us to rethink the role
of primary care within the evolving ambulatory care landscape
while preserving the fundamentals that led policymakers to bet
on this field in the first place. For instance, one core function
of primary care is to provide patients with care

Figure 1 Change in per capita primary care and specialty visit rates between 2008 and 2016. Percentage change in annual per capita visit rates
between 2008 and 2015 (nationally representative surveys, Medicare, and commercial data) and between 2012 and 2016 (Health Care Cost
Institute data). National survey of office visits analysis was based on National Ambulatory Medical Care Survey (NAMCS; all ages); national
panel survey analysis was based on Medical Expenditure Panel Survey (MEPS) data on office and outpatient visits (all ages); Medicare analysis
was based on 20% sample of fee-for-service Medicare beneficiaries (18 years and older); commercial analysis was based on 100% sample of

claims from large national insurer (18–64 years old); Health Care Cost Institute analysis was based on data obtained from the publicly
available 2016 Health Care Cost and Utilization Report (< 65 years old with employer sponsored insurance; available at http://www.

healthcostinstitute.org/report/2016-health-care-cost-utilization-report/). Primary care physician was defined as a National Provider Identifier
(NPI) with specialty in General Practice, Family Practice, Internal Medicine, or Geriatric Medicine in Medicare; in commercial data, the
definition also included Pediatrics; in NAMCS and MEPS, the definition also included Pediatrics and Obstetrics and Gynecology. Nurse

practitioners and physician assistants were not included because specialties for these clinicians were not consistently recorded in the data. Visits
were identified by Current Procedural Terminology/Healthcare Common Procedure Coding System codes 99201-99215, 99381-99429

(commercial only), and G0402, G0438, and G0439 (Medicare only).
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continuity—traditionally measured by in-person physician
visits.1, 2 But if the underlying goal of continuity is to establish
a trusting, longitudinal relationship with one’s primary clini-
cian, we should consider the full spectrum of in-person and
virtual interactions that might contribute to this goal.
So how can primary care work better in the current envi-

ronment? First, for the clinical scenarios in which in-person
primary care is still best, we need to make these visits worth-
while for patients. For instance, offer point-of-care laboratory
testing to check and act on diabetes markers in the course of a
visit24 or use decision aids to facilitate more productive con-
versations.25 We should make it easier for patients to schedule
and attend these visits—for example, through online self-
scheduling and text-based visit reminders—with the added
benefit of improving capacity via lower Bno-show^ rates.26

Second, we should embrace the inevitability of care shifting
outside of the primary care office visit. All primary care clinics
should offer non-face-to-face care for their patients, investing
in technology and restructuring clinicians’ schedules to incor-
porate this work sustainably as Kaiser Permanente and others
have done.14 At the same time, we ought to pursue strategic
partnerships between traditional primary care and alternative
sources of care. For example, CVSMinute Clinic offers blood
pressure management visits with nurse practitioners through a
commonly used electronic health record (EHR), so visit notes
are visible to PCPs who use a linked EHR. The key will be
preserving continuity and managing hand-offs without intro-
ducing errors or disrupting PCP workflows, thereby contrib-
uting to burnout. Because the array of care-seeking options is
dizzying,18 we should make it easier for patients to consult a
human being in their primary care office, or a care navigator
mobile application, for a quick answer on where to go based
on their needs and preferences. Finally, we should better
leverage value-based delivery and payment models like ACOs
and Comprehensive Primary Care to accomplish these
goals—in short, to provide the right care in the right modality
for our patients.23

To put all of this in economic terms, in-person primary care
visits are losing market share at a time when we may need
primary care more than ever. Rather than mourn this as a loss,
we should understand and prepare for the future this trend
suggests. AsYogi Berra also reminded us, BWhen you come to
a fork in the road, take it.^
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