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DEFINITIONS AND ACRONYMS

ABFM – American Board of Family Medicine

AHRQ – Agency for Healthcare Research and Quality

CAHPS – Consumer Assessment of Healthcare Providers 
and Systems

Clinician – Includes doctors of osteopathy (DOs), medical 
doctors (MDs), nurse practitioners (NPs), and physician 
associates/physician assistants (PAs).

CMS – Centers for Medicare an d Medicaid Services

Community-Based Training Broad – Any primary care 
resident who completed their training in a program that, 
according to the American Medical Association’s FRIEDA 
database, primarily trained outside of a hospital or a large 
academic center was considered community-trained.

Community-Based Training Narrow – Any primary care 
resident who trained in a Teaching Health Center or rural 
training track was considered community-trained.

EHR – Electronic health record

Graduate Medical Education (GME) – Commonly referred to 
as residency or fellowship training for physicians. Typically, a 
three- to nine-year training track for residents to specialize 
and practice independently after completing medical school.1

Health Information Technology (HIT) – Electronic system 
that health care professionals and patients use to store, 
analyze, and share health information.

High-Quality Primary Care – The provision of whole-
person, integrated, accessible, and equitable health care by 
interprofessional teams who are accountable for addressing 
the majority of an individual’s health and needs across 
settings and through sustained relationships with patients, 
families, and communities. (As defined by the 2021 NASEM 
report, Implementing High-Quality Primary Care.)

MEPS – Medical Expenditure Panel Survey

NASEM – National Academies of Sciences, Engineering, 
and Medicine

NIH – National Institutes of Health

Nurse Practitioner (NP) – Nurse with an advanced graduate 
degree and clinical training from a nationally accredited 
nurse practitioner program.

OECD – Organisation for Economic Co-operation and 
Development

Physician Associate/Physician Assistant (PA) – Individual 
with an accredited graduate degree program, clinician 
training hours, and certification from the PA-accrediting 
body.

Primary Care Clinician (PCC) – Clinicians practicing in the 
field of primary care.

Primary Care Physician (PCP) – Physicians practicing in 
the field of primary care. These include family physicians, 
general internists, general pediatricians, and geriatricians.

Primary Care Residents – Resident studying and practicing 
in the field of primary care.

Primary Care Spend – The proportion of total health care 
expenditures going to primary care.

Primary Care Spend Broad – Spending for office-based 
care from NPs, PAs, behavioral health clinicians, and 
obstetricians/gynecologists. Includes the narrow definition 
of primary care spend.

Primary Care Spend Narrow – Restricted to outpatient and 
office-based expenditures to PCPs only.

Social Deprivation Index (SDI) – A composite measure 
of area-level deprivation based on seven demographic 
characteristics collected in the American Community Survey 
and used to quantify the socioeconomic variation in health 
outcomes.

Usual Source of Care (USC) – A specific person (clinician) 
or place (doctor’s office, clinic, health center, or other place) 
that an individual goes to with a health issue or concern.

VA – United States Department of Veterans Affairs

Whole-Person Care – As defined by the NASEM committee 
on Implementing High-Quality Primary Care: “Whole-person 
health focuses on well-being rather than the absence of 
disease. It accounts for the mental, physical, emotional, 
and spiritual health and the social determinants of health 
of a person.”
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EXECUTIVE SUMMARY

Primary care is in crisis. In 2023, the inaugural Primary Care Scorecard 
made clear the systemic lack of support for primary care in the United 

States, which is harming people’s health and weakening the US health system.2 
It is no surprise that one year later, in the absence of a coordinated effort 
among policy leaders, we see news stories on the diminishing availability of 
primary care physicians and long wait times for primary care visits.3 Headlines 
such as “Primary Care Saves Lives. Here’s Why It’s Failing Americans”4 and 

“The Shrinking Number of Primary Care Physicians Is Reaching a Tipping 
Point”5 dominate the lay media’s reporting on primary care. Despite the 
overwhelming evidence that access to primary care improves population 
health, reduces health disparities, and saves health care dollars, support for 
primary care continues to dwindle. As a result the average life expectancy in 
the United States continues to stagnate,6 and health disparities in preventive 
services and other basic primary care services persist, accounting for 60,000 
excess deaths each year.7

Grounded in the recommendations of the 2021 National Academies of 
Sciences, Engineering, and Medicine (NASEM) report, Implementing High-
Quality Primary Care: Rebuilding the Foundations of Healthcare,8 this year’s 
Scorecard report assesses the health of primary care at the federal level 
using measures of access, financing, workforce/training, and research. This 
assessment identifies five reasons why primary care in the United States is 
inaccessible for so many Americans.
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Reason 1: The primary care workforce is not growing fast enough 
to meet population needs.
• The number of primary care physicians (PCPs) per capita has declined over time from a high 

of 68.4 PCPs per 100,000 people in 2012 to 67.2 PCPs per 100,000 people in 2021.

• While the rate of total clinicians in primary care, inclusive of nurse practitioners (NPs) and 
physician assistants (PAs), has grown over the past several years, it is still insufficient to 
meet the demands of overall population growth,9 a rapidly aging population with higher 
levels of chronic disease,10 and workforce losses during the pandemic.11  Compared to 
Canada, which boasts a primary care physician-only density of 133 per 100,000 people, 
the US primary care total clinician (physician, NP, and PA) density was only 105 per 
100,000 people in 2021.12

Reason 2: The number of trainees who enter and stay on the profes-
sional pathway to primary care practice is too low, and too few primary 
care residents have community-based training.
• In 2021, 37% of all physicians in training (residents) began training in primary care, yet only 

15% of all physicians were practicing primary care three to five years after residency. More 
than half of residents with the potential to enter primary care subspecialized or became 
hospitalists instead.

• In 2020, only 15% of primary care residents spent a majority of their time training in 
outpatient settings where a majority of the US population receives their care.13 Fewer than 
5% of primary care residents spent a majority of their training with the most underserved 
communities in the United States.

• The number of medical residents per person in primary care has risen at a slower pace than 
all other specialties, increasing by only 21% compared to 26% in other specialties.

Reason 3: The US continues to underinvest in primary care.
• The investment in primary care as a share of total health care spending has dropped from 

5.4% in 2012 to 4.7% in 2021.

• Medicaid and commercial insurer investment in primary care has decreased since 2012, 
and Medicare investment remains low. Since 2019, primary care investment has steadily 
declined for all payers; this decline is most pronounced in the Medicare population.

Milbank Memorial Fund • www.milbank.org 6



Reason 4: Technology has become a burden to primary care.
• Data limited to family physicians demonstrate that health care technologies do not 

serve primary care physicians adequately; more than 40% of family physicians report 
unfavorable scores in electronic heath record (EHR) usability, and over 25% report overall 
dissatisfaction with their EHR.

Reason 5: Primary care research to identify, implement, and track novel 
care delivery and payment solutions is lacking.
• Since 2017, only around 0.3% of federal research funding (administered through the 

National Institutes of Health and the Agency for Healthcare Quality and Research, for 
example) per year has been invested in primary care research, limiting new information on 
primary care systems, payment and delivery models, and quality.

• Lack of adequate data about the primary care infrastructure hinders this Scorecard’s 
capacity to fully track progress on the NASEM report objectives: (1) Pay for primary care 
teams to care for people, not doctors to deliver services; (2) Ensure that high-quality 
primary care is available to every individual and family in every community; (3) Train primary 
care teams where people live and work; (4) Design information technology that serves the 
patient, family, and the interprofessional care team; (5) Ensure that high-quality primary 
care is implemented in the United States.

Please see the accompanying Scorecard data dashboard for measure-specific maps 
and state profiles that can be used by federal and state researchers, policymakers, 
purchasers, and advocates to assess the health of primary care and progress on the NASEM 
recommendations. Top-performing states on key Scorecard measures include Alaska 
(workforce), Oregon (financing), and North Dakota (training).

There are bright spots where innovative primary care policy is being implemented, resulting 
in improved access to team-based care and new pathways for primary care clinicians. We 
describe some of these initiatives in this report and hear from essential primary care team 
members, such as community health workers and medical assistants, whose numbers and 
training we can’t yet track due to data limitations.

Without policy solutions to the problems outlined in this report, however, access to primary 
care will continue to erode, as will the health of the nation. To ensure Americans can get 
primary care when and where they need it and can live longer, healthier, and more productive 
lives, policymakers will need to support the primary care workforce and pipeline with the 
systemic reforms outlined in the 2021 NASEM report.
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INTRODUCTION: ACCESS TO PRIMARY CARE 
IS WORSENING

The state of access to primary care in the United States has crossed a line from which 
recovery will be difficult. A decade ago, the number of physicians entering the primary 
care workforce was not sufficient to replace the existing primary care workforce,14 and this 
phenomenon has only gotten worse due to retirement, burnout, and a reduction of clinical 
hours.15 The explosion of delivery models such as telehealth-only primary care, retail clinics, 
and urgent care has fragmented the primary care workforce into two distinct arms: one that 
provides traditional primary care that is based on a continuous patient-clinician relationship, 
and one that provides episodic and fragmented care.16–19 Furthermore, the US population is 
growing and aging, increasing the demands on an already overextended workforce.9 Health 
crises such as the opioid epidemic and the increasing behavioral health needs of the nation 
post-COVID have also left primary care in high demand but short on resources.20

My primary care doctor 
knows about my family, 
and I know about his 
family. He’s so important 
in my life. When he comes 
in the [examination room], 
he knows all the doctors I 
see, and all that I’m going 
through, and I appreciate 
that. He’s not walking 
in the room without 
knowing what’s going on; 
sometimes I don’t want to 
explain it again.

—Yunina Graham, patient, San 
Francisco

As a result of this mismatch between the supply of primary care and the demand for primary 
care, patients are suffering, and the nation is less healthy than a decade ago; life expectancy 
is lower,21, 22 the gap in access to primary care between underserved and non-underserved 
areas is increasing,2 and health issues like obesity, unmanaged behavioral health conditions, 
and maternal mortality are on the rise.23–26

For individual patients, fewer health care needs are being met,27, 28 new patients are struggling 
to get appointments with primary care offices, and wait times to see a primary care clinician 
(for those who already have one) are nearly a month long.1

One marker of access is whether people have a familiar provider they can turn to when they 
are sick or in need of medical advice, also known as a “usual source of care.” A usual source 
of care improves health and reduces inequitable outcomes. People with a usual source of care 
have better access to care,29 higher rates of preventive service use,30 better control of their 
chronic diseases,31 and report higher levels of satisfaction with their care.32

Over the past decade, however, the percentage of adults and children who report not having 
a usual source of care has been rising (Figure 1). There has been a 36% increase in the share 
of children and a 21% jump in the share of adults without a usual source of care from 2012 
to 2021. Given multiple reports of children falling behind on their preventive care during the 
pandemic33, 34 and the rising burden of mental health issues in children and adolescents since 
the pandemic,35, 36 the drop in children reporting a usual source of care after the pandemic is 
cause for concern.
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I liked my primary care 
doctor but because I had 
to wait so long to get an 
appointment with her, 
when I was sick, I would 
go to urgent care. I would 
only see her for my yearly 
check-up. During COVID, 
I got several messages 
from my doctor that said 
she was limiting services 
and adding fees for things 
like timely prescription 
refills to keep herself in 
business. Eventually, I 
got a letter from her 
practice saying she was 
going into concierge 
medicine. You could get 
same-day appointments, 
longer appointments that 
started on time, and reach 
her by phone, email, or 
text. But it was $2,000 a 
year to join the program, 
so I opted out and don’t 
currently have a primary 
care doctor.

—Jennifer Dunham,  
New York City 

Figure 1. The Percentage of the US Population Without a Usual Source of Care Is Rising 
(2012–2021)
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Data Source: Analyses of Medical Expenditure Panel Survey data, 2012–2021.
Notes: Usual source of care (USC) ascertained whether that is a particular doctor’s office, clinic, health center, or other place where the individual 
usually goes when sick or in need of health advice. No usual source of care includes those who reported no usual source of care and those who 
indicated the emergency department as their usual source of care.

Beyond the data, the reality of poor primary care access is gaining public attention. In the last 
year, national news stories about the problem have proliferated. Headlines such as “Primary 
Care Saves Lives. Here’s Why It’s Failing Americans”4 and “The Shrinking Number of Primary 
Care Physicians Is Reaching a Tipping Point”5 point to the diminishing availability of primary 
care physicians and long wait times for primary care visits.

In response to our crumbling primary care infrastructure, a National Academies of Science, 
Engineering, and Medicine (NASEM) committee published a landmark report in 2021, 
Implementing High-Quality Primary Care: Rebuilding the Foundation of Health Care.8 The report 
offered 16 recommended actions to achieve five objectives: (1) Pay for primary care teams 
to care for people, not doctors to deliver services, (2) Ensure that high-quality primary care 
is available to every individual and family in every community, (3) Train primary care teams 
where people live and work, (4) Design information technology that serves patients, their 
families, and the interprofessional primary care team, and (5) Ensure that high-quality primary 
care is implemented in the United States. Fortunately, and perhaps as a result of the NASEM 
report, more federal and state policymakers are paying attention to primary care. We see a 
new focus on primary care at the US Department of Health and Human Services37 and more 
states tracking primary care spending or setting primary care targets to increase primary 
care investment and strengthening access to team-based care.38 Yet, the work needed to 
meet the objectives outlined in the NASEM report is far from complete.

The NASEM report authors recommended the development of a primary care scorecard to 
track progress toward meeting its objectives, leading to the first scorecard report and 
dashboard in 2023. Using the NASEM report objectives as a framework and examining trends 
in the primary care workforce, primary care training, and investment in primary care services 
and primary care research, this year’s Scorecard identifies five factors contributing to the 
country’s worsening access to primary care. This year, we also offer more robust state-
specific performance data in the Scorecard data dashboard. While this report profiles some 
initiatives where primary care policy is being done right, it underscores the need to implement 
the NASEM policy solutions that will address the primary care access crisis at the scale needed.
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WHY NO ONE CAN SEE YOU NOW

Reason 1: The primary care workforce is not growing fast enough to 
meet population needs.

With primary care access diminishing, it is reasonable to start by asking if there is a sufficient 
supply of primary care clinicians in the United States. Despite the rise in demand for primary 
care – with chronic disease and mental illness incidence increasing over the past several 
years15 – the number of primary care physicians per capita is falling (Figure 2).

Figure 2. The Number of Primary Care Physicians per Capita Is Falling (2012–2021)

66.0

66.5

67.0

67.5

68.0

68.5

69.0

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

R
A

T
E

 P
E

R
 1

00
,0

00
 P

O
P

U
L

A
T

IO
N

YEAR

68.4 68.5
68.7

68.6

68.1

67.4 67.4
67.5

67.8

67.2

Data Source: Analyses of American Medical Association Masterfile (2012–2021), Centers for Medicare and Medicaid Services Physician and Other 
Practitioners data (2012–2021), and the American Community Survey Five-Year Summary Files (2012–2021).
Notes: Primary care specialties included family medicine, general practices, internal medicine, geriatrics, pediatrics, and osteopathy.

Although the number of primary care physicians per capita is dropping, the number of NPs 
and PAs working in primary care is on the rise. As a result, the total number of primary care 
clinicians per capita is increasing (Figure 3), yet this clinician mix is evidently insufficient to 
meet demands. The patient population is growing, is aging, and has a higher chronic disease 
burden. Physicians tend to see more patients overall than NPs and PAs, and they also tend to 
see more complex patients on average.39, 40 Therefore, while NPs and PAs are essential to the 
primary care team, they play different roles and have different skill sets than physicians, so 
they are not a one-to-one replacement when determining workforce sufficiency.

Even though the rise in total primary care clinicians is promising, the relative size of the 
workforce is still abysmal compared to other nations with better health outcomes. In the 
United States, the average primary care physician density per 100,000 population in 2021 
was 67.2. When adding in nurse practitioners and physician assistants, the overall density of 
primary care clinicians rises to 105.6 per 100,000. By contrast, Switzerland, which has some 
of the best indicators of population health status of all the OECD countries,12 has a primary 
care physician density of 114 per 100,000 population.41

Despite the rise in 
demand for primary 
care – with chronic 
disease and mental illness 
incidence increasing over 
the past several years – 
the number of primary 
care physicians per capita 
is falling.
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Figure 3. The Number of Primary Care Clinicians (Physicians/NPs/PAs) per Capita 
Is Rising (2016–2021)
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Data Source: Analyses of American Medical Association Masterfile (2012–2021), Centers for Medicare and Medicaid Services Medicare Provider 
Enrollment, Chain, and Ownership System data (2016–2021), National Plan and Provider Enumeration System data (2016–2021), Centers for 
Medicare and Medicaid Services Physician and Other Practitioners data (2012–2021), and the American Community Survey Five-Year Summary 
Files (2012–2021).
Notes: Primary care specialties included family medicine, general practices, internal medicine, geriatrics, pediatrics, and osteopathy. Estimates 
of nurse practitioners and physician assistants working in primary care were calculated and are included in this figure. (See Appendix for detailed 
methodology.)

In addition, although the absolute number of clinicians of all specialties is growing overall 
in the US (see Appendix), the share of the clinician workforce in primary care has remained 
stagnant (Figure 4). The percentage of the total clinician workforce in primary care has 
hovered around 28% over the past several years.

Figure 4. The Share of All Clinicians (Physicians, NPs, and PAs) Working in Primary Care 
Remains Stagnant (2018-2021)
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Data Source: Analyses of Centers for Medicare and Medicaid Services Medicare Provider Enrollment, Chain, and Ownership System data, National 
Plan and Provider Enumeration System data, and Centers for Medicare and Medicaid Services Physician and Other Practitioners data, 2016–2021.
Notes: Primary care specialties included family medicine, general practice, internal medicine, geriatrics, pediatrics, and osteopathy. Estimates 
of nurse practitioners and physician assistants working in primary care were derived and are included in this figure. (See Appendix for detailed 
methodology.)
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Primary Care Workforce Distribution by Social Need

In a country as large and demographically diverse as the United States, the distribution of primary care 
clinicians is perhaps a more important indicator to follow than average density or number of primary 

care clinicians per capita in the total population. It is well known that the social drivers of health such 
as housing, transportation, income, and educational attainment impact the health status of individuals. 
Specifically, people in areas of high social disadvantage have higher chronic disease rates and worse 
health than those in areas of less social disadvantage.42,10 Arguably, primary care should be more 
prevalent in areas of high disadvantage given the higher disease burden. Using a validated index of 
social drivers of health known as the Social Deprivation Index (SDI),43 we compared primary care density 
in areas of high social need with those of lower social need.

Figure 5. Primary Care Clinician Density Is Highest in High-Need Areas (2016-2021)

70.0

75.0

80.0

85.0

90.0

95.0

100.0

105.0

110.0

115.0

2016 2017 2018 2019 2020 2021

R
A

T
E

 P
E

R
 1

00
,0

00
 P

O
P

U
L

A
T

IO
N

, B
Y

 S
D

I

YEAR

pcp+np+pa_100k pcp+np+pa_100k (high SDI) pcp+np+pa_100k (low SDI)

90.5 91.4
93.6

95.9
100.0

105.6

93.8 95.5
98.4

101.2

105.8

111.7

87.2 87.4 88.8
90.7

94.3

99.5

Data Source: Analyses of American Medical Association Masterfile (2012–2021), Centers for Medicare and Medicaid Services Medicare Provider 
Enrollment, Chain, and Ownership System data (2016–2021), National Plan and Provider Enumeration System data (2016–2021), Centers for 
Medicare and Medicaid Services Physician and Other Practitioners data (2012–2021), Robert Graham Center Social Deprivation Index (2012–2021), 
and the American Community Survey Five-Year Summary Files (2012–2021).
Notes: Primary care specialties included family medicine, general practices, internal medicine, geriatrics, pediatrics, and osteopathy. Estimates 
of nurse practitioners and physician assistants working in primary care were derived and are included in this figure. (See Appendix for detailed 
methodology.)
Abbreviations: NP, nurse practitioner; PA, physician assistant; PCP, primary care physician; SDI, Social Deprivation Index

The finding for this measure is unexpected but hopeful. In 2021, the overall density of primary care 
in areas with a higher-than-median (most disadvantaged) SDI was 111.7 per 100,000 and the PCP 
density in areas with a lower-than-median (least disadvantaged) SDI was 99.5 per 100,000 (Figure 3). 
Likewise, within states, many disadvantaged areas had higher primary care clinician density and less 
disadvantaged areas had lower primary care clinician density (Figure 4). This finding may be attributed, 
in part, to the success of the community health center movement, which aims to place clinicians in 
areas of highest social need.44–47 Still, this promising finding needs to be tempered by the reality that 
even this higher density of primary care clinicians may not meet patient demands given that people 
living in high-need areas tend to have higher levels of medical need.48

What Is 
the Social 
Deprivation 
Index?

The 2023 Primary 
Care Scorecard used 

county-level medically 
underserved area (MUA) 
designations to identify 
areas of higher and lower 
socioeconomic need. This 
year, we shifted to using a 
more frequently updated 
and broader composite 
measure of area-level 
disadvantage called the 
Social Deprivation Index 
(SDI). The SDI is based 
on seven demographic 
characteristics collected 
in the American 
Community Survey, 
including “percent living 
in poverty, percent 
with less than 12 years 
of education, percent 
single-parent households, 
the percentage living 
in rented housing units, 
the percentage living 
in the overcrowded 
housing unit, percent 
of households without 
a car, and percentage 
nonemployed adults under 
65 years of age.” For more 
information see https://
www.graham-center.org/
maps-data-tools/social-
deprivation-index.html.
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Alaska

As of 2021, Alaska 
ranks highest in 

workforce equity. Alaska 
ranks second behind 
Idaho (38.2%) for having 
36.2% of their clinician 
workforce in primary 
care overall (compared to 
28.6% nationally) and first 
for primary care clinician 
(physicians, NPs, and 
PAs) density in the most 
disadvantaged areas, 
with 269 clinicians per 
100,000 people (compared 
to 111.7 clinicians 
per 100,000 people 
nationally). Compared 
to the national averages 
of 66.8 physicians 
and 44.9 NPs/PAs per 
100,000 people in areas 
of highest disadvantage, 
Alaska’s PCP density is 
138 physicians and 131 
NPs/PAs per 100,000 
population.

Community Health Centers 
Are Modeling Comprehensive 
Primary Care
By Christine Haran

This Scorecard’s findings suggest there are 
more primary care clinicians in areas of 

high socioeconomic need than in low-need 
areas, which may reflect the impact of federally 
qualified health centers like the Community 
Health and Social Services Center, or CHASS, 
in Detroit, Michigan. CHASS CEO Felix M. 
Valbuena Jr., MD, explains that community 
health centers, which offer affordable care to 
1 in 11 people in the United States, holistically 
satisfy the often-complex needs of their 
communities because of the comprehensive 
array of services they provide to patients.

“It’s not just having the primary care 
provider managing patients’ chronic 
disease, making sure they get cancer 
screenings, and that the kids get 
their immunizations, but also being 
able to take care of their oral health, 
their behavioral health,” Dr. Valbuena 
says. “It’s about having community 
health workers or pregnancy doulas 
support them and having outreach 
and enrollment workers help them 
navigate their insurance.”

Certified medical assistants (MAs) are critical 
member of the CHASS team as well. CHASS 
MA Jessica Andrade, a former patient, explains 
that MAs manage immunization schedules and 
injections, take vitals, perform EKGs, and more.

Despite all that their teams do, community 
health centers have low profit margins to 
work within and are subject to congressional 
renewals of funding, which creates financial 
uncertainty for a prospective workforce. In 
addition, while health centers like CHASS 
partner with state medical schools to provide 
primary care residencies, they do not receive 
any graduate medical education funding.

Nevertheless, the teams at community health 
centers provide patients with high-quality 
outcomes at lower costs. “As payment moves 
from volume to value,” Dr. Valbuena says, “I 
think that community health centers represent 
the model of primary health care for the nation.”

Felix M. Valbuena Jr., MD Jessica Andrade
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Reason 2: The number of trainees who enter and stay on the 
professional pathway to primary care is too low, and too few have 
community-based training.

A look at primary care training in the US suggests that workforce supply is likely to worsen 
in the near future. While the number of medical residents for all other specialties has risen 
from 23 residents per 100,000 to 29 residents per 100,000 people in the past decade – 
representing a 26% increase – the number for primary care has grown from 14 to 17 residents 
per 100,000 people, representing a 21% increase (Figure 6). We were unable to track the 
training of PAs and NPs because of lack of data on their individual training pathways.

Figure 6. Growth in the Number of Primary Care Residents per Capita Is Not Keeping 
Pace with Other Specialties (2012–2021)
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Data Source: Analyses of Accredited Council of Graduate Medical Education program-level data to get counts for medical residents and Area 
Health Resource File for the population data, 2012–2021.
Notes: Primary care specialties included family medicine, internal medicine, geriatrics, and pediatrics.

Moreover, only a small proportion of primary care residents end up practicing primary 
care three to five years after residency. In fact, nearly 90% of internal medicine residents 
subspecialize or go into hospitalist-only medicine.99 In addition, the number of pediatric 
residents who subspecialize is on the rise.100 By filtering out primary care physicians working 
in hospitals, we find, for the first time, the true share of primary care residents who ultimately 
practice outpatient primary care ranges from 11.7% to 15.5% (Figure 7). There is speculation 
that the jump in percentage of residents entering primary care outpatient practice in 2021 
is a response to the pandemic and a reluctance to practice hospital-only medicine.49, 50 As we 
recalibrate to a postpandemic state, the erosion in outpatient practice seen between 2012 
and 2020 is likely to continue.

Today, approximately 34% of all physicians currently practice outpatient primary care.51 If only 
15% of all residents are entering outpatient primary care medicine, we have a shortage that 
is even worse than that predicted a decade ago (before researchers were unable to exclude 
hospitalists from their calculations).52

Only a small proportion 
of primary care residents 
end up practicing primary 
care three to five years 
after residency. In fact, 
nearly 90% of internal 
medicine residents 
subspecialize or go into 
hospitalist-only medicine.
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Figure 7. Only 15% of Physicians Actually Entered Primary Care Practice in 2021
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Data Source: Analyses of the 2023 American Medical Association Historical Residency File, the 2023 American Medical Association Masterfile, 
and the 2012–2021 Centers for Medicare and Medicaid Services Physician and Other Practitioners data.
Notes: Primary care specialties included family medicine, general practices, internal medicine, geriatrics, pediatrics. Specialty for doctors of 
osteopathy (DOs) are not always included in the American Medical Association Masterfile, so these data may be an underestimation of the true 
workforce. (See limitations in Appendix for more details.)

To reduce the hemorrhaging of primary care residents to specialty or hospital-only care, 
NASEM reiterated the recommendations of the Institute of Medicine in 198953 to train more 
residents in the community, outside the hospital setting. Currently, most residency training 
occurs in the hospital setting, whereas most primary care is delivered in community settings.13

Training in the community can be defined in many ways. To classify a primary care resident 
as “community-trained,” we used two definitions. In the broader definition, any primary care 
resident who completed their training in a program that, according to the American Medical 
Association’s FRIEDA database, primarily trained outside of a hospital or large academic center 
was considered community-trained. In the narrow definition, any primary care resident who 
trained in a Teaching Health Center (THC) or rural training track was considered community-
trained. The Teaching Health Center Graduate Medical Education (THCGME) Program has a 
stated mission of “training physicians and dentists in community-based settings with a focus 
on rural and underserved communities.” Similarly, rural training tracks offer a significant 
amount of their training in rural communities, as opposed to large urban academic centers 
and hospitals where most residents are trained. Both programs not only focus on training 
in the community, but also on training in the most medically vulnerable communities in the 
United States.

We found that between 2013 and 2021, the percentage of primary care residents being trained 
in a community-based setting has risen but remained low for both definitions of community-
based. When using the broad definition, 15% of all primary care residents trained in the 
community in 2021. When using a narrow definition, only 4.6% of primary care residents 
trained in the community – specifically in underserved communities – that year. Notably, 
these percentages are representative of all primary care residents. Specialty-specific 
numbers are likely to be vastly different as primary care specialties such as family medicine 
tend to be more outpatient and community-based as opposed to internal medicine, which 
has a larger focus on hospital settings.54

Currently, most residency 
training occurs in the 
hospital setting, whereas 
most primary care is 
delivered in community 
settings.
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Given that traditional graduate medical education funds are disbursed to hospitals and 
not outpatient centers, it is no surprise that most primary care resident training occurs in 
hospitals, where a minority of the US population seeks care. Programs that do actually train 
residents in the community, such as the Teaching Health Center program, have unstable and 
low levels of funding,55 unlike traditional Medicare GME, which provides hospitals with nearly 
$24 billion yearly.55, 56 Not surprisingly, THC graduates, who train in underserved, outpatient 
settings, also work in underserved communities at higher rates than traditional GME 
graduates.57

Figure 8. The Percentage of Primary Care Residents Trained in Community-based 
Settings Remained Low (2013–2021)
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Data Source: Analyses of Accredited Council of Graduate Medical Education program-level data for numbers of medical residents; FREIDA 
American Medical Association Residency and Fellowship Program Database; a rural residency program list from the RTT Collaborative; and Health 
Resources and Services Administration Teaching Health Center Graduate Medical Education program dashboards to identify community-based 
training programs, 2013–2021.

*Notes: Community-based training was identified if (1) the majority of training did not take place in a university academic medical center 
or a hospital with a medical school affiliation (broad) or (2) it utilized programs with rural training track or a Health Resources and Services 
Administration Teaching Health Center Graduate Medical Education grant (narrow).
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New Pathway Programs Are Widening the Circle 
of Medical Students
By Christine Haran

Data clearly show the impact a health care provider of the same race, and one who speaks the same 
language, has on patient-reported satisfaction and health outcomes.1 Moreover, clinicians of color 

are more likely to work in low-income, medically underserved communities in rural or urban areas. But 
there are many barriers to the creation of a diverse health care workforce,2 such as lack of exposure 
to medical careers, the cost of a medical education, and sometimes a lack of academic preparation, 
particularly for doctoral degrees.

Sunita Mutha, MD, director of the Health Workforce Center at the University of California, San Francisco, 
explains that even for students of color who work through the obstacles and get into medical school, 
staying can be a challenge. The creation of affinity groups or cohorts, Dr. Mutha says, can create a sense 
of community and provide mentorship. However, it still can be difficult to find role models. “Even in 
medical schools where the percentage of students of color has increased, you may have no or very few 
faculty of color,” she says.

That’s one reason why medical schools such as the University of California–Davis are investing in new 
pathway programs to recruit and retain medical students from underrepresented communities and 
prepare them for primary care residencies. “If not enough residency graduates are entering primary 
care, then we should look at who’s going into residency,” says Tonya Fancher, MD, vice chair of workforce 
diversity and associate dean of workforce innovation and education quality improvement at UC Davis. 

“And ultimately that goes back to who gets into medical school.”

For its pathway programs, UC Davis has reengineered admissions to be mission-driven, enabling 
them to recruit nontraditional students. With Dr. Fancher’s guidance, UC Davis created Accelerated 
Competency-based Education in Primary Care (ACE-PC), a three-year primary care program designed 
to mitigate student debt and provide extra supports, as well as a regional program with Oregon Health 
and Sciences University that helps fill workforce gaps in rural, tribal, and urban areas. She is currently 
developing a program to recruit from community colleges, whose graduates are more likely to be 
students of color, as well as more likely to practice family medicine.

More than 30 medical schools participating in the Consortium of Accelerated Medical Pathway Programs 
(CAMPP) have developed three-year or other accelerated curricula that lead to an MD degree. Catherine 
Coe, MD, a family medicine assistant professor at the University of North Carolina (UNC) Medical School, 
is on the CAMPP board of directors and is the former director of UNC’s Fully Integrated Readiness for 
Service Training (FIRST) program, which offers a three-year medical school curriculum to UNC medical 
students who agree to serve for three years in underserved or rural parts of the state after their 
residency. Clinicians who go to medical school and do their residencies in North Carolina have a 62% 
chance of practicing in the state.

Dr. Coe, who observes that fewer medical students are coming directly out of undergraduate programs 
but instead may be coming from other careers, suggests that the United States move toward a 
competency-based medical education framework, which can allow for shorter (or longer) pathways to 
residency as needed and can ensure that clinicians are patient-centered in their approach.

Notes:
1. Cooper LA, Roter DL, Johnson RL, et al. Patient-centered communication, ratings of care, and concordance of patient and physician race. 

Ann Intern Med. 2003;139(11):907-15. doi:10.7326/0003-4819-139-11-200312020-00009.
2. Toretsky C, Munitha S, Coffman J. Breaking barriers for underrepresented minorities in the health professions. Healthforce Center at UCSF. 

July 30, 2018. https://healthforce.ucsf.edu/publications/breaking-barriers-underrepresented-minorities-health-professions.

North Dakota

As of 2021, North Dakota 
is the highest-ranked 

state for training measures. 
Although North Dakota 
has fewer primary care 
residents per population, 
at 14.1 per 100,000 people, 
than the national average 
of 17 per 100,000 people, 
the state has a larger share 
of new physicians entering 
primary care (including 
hospitalists) (36.4%) 
annually than the nation 
(21.6%). North Dakota has 
also maintained a high rate 
of physicians, PAs, and NPs 
working in primary care at 
26.6%, 44.2%, and 39.4%, 
respectively. These rates 
are similar or higher than 
the national averages of 
26.6% PCPs, 29.7% PAs, 
and 34% NPs. Additionally, 
27% of residents in North 
Dakota are trained in 
the community (using 
the narrow definition) 
compared to 2% nationally.

Milbank Memorial Fund • www.milbank.org 17

https://healthforce.ucsf.edu/publications/breaking-barriers-underrepresented-minorities-health-professions


Reason 3: The United States continues to underinvest in primary care.

Primary care is not an attractive choice for trainees who see high levels of burnout,58 poor 
relative compensation,59 and unsustainable workloads.58, 60 To attract more people to primary 
care, and retain them, a larger financial commitment is required. Unfortunately, primary care 
spend, or the proportion of total health care expenditures going to primary care, remains 
unsustainably low.

Although investment varies by payer and state, we found low levels of investment (4.7%) 
persisted in 2021 when using the narrow definition of primary care spend (primary care 
physicians only) (Figure 9). Primary care investment by commercial payers and Medicaid 
dropped over the past decade, while Medicare’s investment in primary care was stagnant 
but low. Between 2019 and 2021, we find that primary care investment has decreased for all 
payers, and this decrease has been the most drastic for Medicare, which had a 15% drop. This 
rapid decline between 2019 and 2021 may have to do with decreased utilization of office-
based visits during the pandemic,61 but it is a trend worth watching.

Using the broad definition of primary care spend (PCPs and office-based spending for NPs, 
PAs, OB/GYNs, and behavioral health specialists), 13.5% of total spending was invested 
in primary care in 2021. It seems that higher spend using the broad definition is driven by 
spending for behavioral health services (see Appendix). Notably, this behavioral health spend 
is not necessarily for behavioral health integrated with primary care, which would improve 
access and reduce fragmentation. Instead, it includes all visits billed to behavioral health 
(physician and nonphysician) specialists.

Primary care physicians provide the most office visits and the most comprehensive set 
of health care services of any specialty,62 which in turn lowers total health care costs and 
improves utilization of health care services.63 It should come as no surprise that access 
to primary care is limited when we are spending, on average, only 5% of total health care 
expenditures on these services.

Figure 9. Primary Care Spending (Narrow Definition) Remains Low Across All Insurers 
(2012-2021)
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Data Source: Analyses of Medical Expenditure Panel Survey data, 2012–2021.
Notes: The primary care narrow definition is restricted to primary care physicians only. Primary care specialties included family medicine, general 
practices, internal medicine, geriatrics, pediatrics, and osteopathy.

Oregon

As of 2021, Oregon is 
the highest-ranked 

state for overall primary 
care spend, with 7.7% of 
all health care spending 
going to primary care, 
compared to the national 
average of 4.7%. The state 
is also highest ranked in 
primary care spending 
for commercial payers 
(9.1%) and Medicaid (9.2%), 
compared to the national 
averages of 5.6% and 4.7%, 
respectively. Oregon’s 
Medicare primary care 
spend is slightly lower at 
7.3%, but still higher than 
the national average of 
3.9%.
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In addition, without appropriate investment in primary care, advances that could improve 
access are stalled. Team-based care,64–66 the use of technology,67, 68 and most recently, the 
incorporation of artificial intelligence into the primary care workflow69–73 all have the potential 
to expand access. Yet, these advances in care delivery all require upfront investments in 
infrastructure and payment models that compensate primary care teams for providing 
comprehensive care rather than compensating only doctors for providing specific services.

Community Health Workers: Key Primary Care Team Members
Brea Burke, Lead Community Health Worker, Healing Hands Health, Tennessee; 
Consultant, Impact, University of Pennsylvania

What led you to this line of work?
A lifetime of doing it! I was raised by a full-time pastor and a nurse, so helping 
the community is what we did. After my college closed, I became one of 
the telephone operators at the local hospital. I was the point of contact for 
people at the very beginning. I was trying to find resources like transportation 
to the hospital so they could see their family member. I got close to case 
management, so when they decided to start the community health worker 
(CHW) program in our area in 2019, I became the very first community health 
worker in my region of northeast Tennessee and southwest Virginia.

How do you work with the primary care teams?
In my current position, I am the lead community health worker at a community-
based organization that provides primary care and dental care to the 
uninsured and Medicaid patients. They have a social determinants of health 
form that people fill out when they come in. Based on that form, we get our 
referrals. Or the doctor or nursing staff will pick up on cues from their patients.

Working together as a team is so important. It’s important for me to be able to 
talk to the doctor, knowing that they respect my role. Some of my clients have 
said, I feel like the doctor isn’t listening to me. I need to be able to go back and 
say, “My client really feels like you’re not hearing their problems.” At Impact, we 
help train the whole staff on what CHWs do, how they do it – and how you need 
to be in a partnership.

How would you define your role?
I think a community health worker is a trusted member of the community who 
knows the people of the community and the resources available to them. They 
are very well versed on social determinants of health usually because they’ve 
been there, done that.

When we start working with a client, the doctor might say, “I’ve given them 
their blood pressure medication and they’re not compliant.” Our job is to find 
out why they’re not able to comply. Not to force them to take the medicine, 
but to figure out those other things to help them get to the point where their 
medicine’s important to them. It could be food, housing, transportation, or 
the fact that they’re taking care of their mother, or their kid has expensive 
medications.

What is your day-to-day work like?
Every day for us looks so different. On Monday, I had a client that was in a 
horrible situation, so I spent the entire day with one client. Today, I’ve seen 
five different clients and got to meet all their needs and get them connected 
to the resources they needed. When I started at my organization, the director 
of operations, who is phenomenal, didn’t really understand our work. She 
could not ever understand why I was never there when she went to my office. I 
explained: It’s my job. I’m with my clients. We are going to appointments with 
them, helping them fill out paperwork, and then giving them a road map to 
succeed once we close them out as clients. Until then, we’re walking through 
the trenches with them.

Brea Burke
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Reason 4: Technology has become an added burden to primary care.

Technology has the potential to expand primary care access and strengthen primary care 
delivery. Patient portals can allow for asynchronous care, and the electronic health record 
(EHR) can make population health management more accessible for primary care clinicians. 
Telehealth can expand access to populations who have limited transportation, time off from 
work, or child care. Furthermore, EHR interoperability can improve care coordination across 
clinical settings and partnerships with public health and community-based organizations to 
foster comprehensive, whole-person care. Yet, if not designed, implemented, or supported 
adequately – and if the entire team is not involved in managing it – technology can worsen 
administrative burden for primary care clinicians, further fragmenting care and burning out 
an already overburdened workforce. In fact, recent data from the American Board of Family 
Medicine (ABFM) show that 16% of family physicians report spending four or more hours per 
day outside of patient care on EHRs.74

Poor “usability” may account for some of the time spent. In 2022 over 40% of family physicians 
gave a poor or fair rating to the “ease of finding relevant information” in their EHR (Figure 10). 
And half of those surveyed gave those same low scores when rating the usefulness of alerts 
from their EHR (Figure 10). Not surprisingly, one-quarter of family physicians were dissatisfied 
with their EHR (Figure 11). Although HIT has the potential to improve access for patients, these 
data suggest that HIT is currently a contributor to the access problem.

Figure 10. Nearly Half of Family Physicians Rate EHR Usability Poor or Fair in 2022
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Data Source: American Board of Family Medicine recertification exam, 2022
Notes: A total of 2,117 respondents completed the EHR usability questions.74

If not designed, 
implemented, or 
supported adequately – 
and if the entire team is 
not involved in managing 
it – technology can worsen 
administrative burden for 
primary care clinicians, 
further fragmenting 
care and burning out an 
already overburdened 
workforce. 
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Figure 11. More Than One-Third of Family Physicians Are Not Satisfied with Their EHR 
in 2022
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Data Source: American Board of Family Medicine recertification exam, 2022
Notes: A total of 4,261 respondents completed the EHR satisfaction questions.74

This data could help explain why patients report access to primary clinicians is diminishing; 
increased workload requirements are reducing the size of patient panels that clinical teams 
are able to effectively manage.
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Reason 5: Primary care research to identify, implement, and track novel 
care delivery and payment solutions is lacking.

One of the major NASEM committee recommendations centered on tracking the nation’s 
progress toward strengthening primary care. An initial step toward establishing accountability 
is conducting research to understand what is happening in primary care and what is needed: 
who is delivering primary care, how they are delivering primary care, what impact it’s having 
on health, and where gaps exist, including disparities in access and outcomes. Yet, over the 
past decade, federal agencies responsible for research (including the National Institutes of 
Health, the Centers for Disease Control and Prevention, the Agency for Healthcare Research 
and Quality, and the Food and Drug Administration) have devoted only 0.3% of their yearly 
budget to studying primary care (Figure 12).

Figure 12. Federal Research Investment in Primary Care Was Nearly Nonexistent 
(2017–2022)
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Data Source: NIH RePORTER, 2017–2022.
Notes: Federal investment includes spending from the National Institutes of Health (NIH), the Centers for Disease Control and Prevention, the 
Agency for Healthcare Research and Quality, and the Food and Drug Administration. Funding given to family medicine departments was used as 
a proxy for funding to primary care.

Not only is funding well under 1%, but the data sources available to track primary care are 
incomplete, complicated to use, expensive, and inconsistent in what data are reported year 
after year. Two clear examples are the data gaps around health technology in primary care 
and our inability to monitor progress toward hybrid payment that combines fee-for-service 
payment with per-patient payment (as called for in the NASEM report). Another is the dearth 
of timely information around current practice location and specialty of NPs and PAs, as well 
as information about where they trained. (The limitations of all the data sets explored for the 
2023 and 2024 Scorecard are listed in the Appendix.)

Over the past decade, 
federal agencies 
responsible for research 
(including the National 
Institutes of Health, the 
Centers for Disease 
Control and Prevention, 
the Agency for Healthcare 
Research and Quality, 
and the Food and Drug 
Administration) have 
devoted only 0.3% of their 
yearly budget to studying 
primary care.
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METHODS NOTE: DATA LIMITATIONS
As noted in the report, the data sources available to track primary care are incomplete. We outline here the data 
needs that we have identified while preparing the Scorecard.

Workforce and Access Data
• A “minimum data system” for the nonphysician workforce in 

primary care, in particular, for NPs and PAs. This should include 
current specialty of practice, current address, and clinical hours 
worked (in full-time equivalents). The development of such a 
measure will require collaboration across state boards and 
across each professional organization.  

• An up-to-date data set for physicians of all specialties with 
current address of practice, current specialty, and clinical 
hours worked (in full-time equivalents). These data are 
already collected by state boards during licensing and renewals 
of licensing, but need to be harmonized between states and 
released to the public as in a “minimum data system.”

• A more robust data set that collects information about 
multidisciplinary or interdisciplinary health care provider team 
composition, services provided, and the demographics of 
patients. These data are already collected by boards such as the 
American Board of Family Medicine but need to be expanded to 
other specialties and harmonized into a “detailed data system.”

• National data on wait times for primary care clinicians, 
including initial and follow-up appointments. Each health 
system collects these data separately, but no national repository 
exists. At a minimum, hospital systems that receive federal 
funding (i.e., GME dollars) should be required to report this type 
of data into a national registry.

• Patient-level data on primary care access and experience. 
Data from Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) surveys or equivalent should be harmonized at 
a national level and made publicly available.

• Clinician-level data on practice experience and measures 
of workforce well-being. These data should be collected at a 
national level for any health system that uses federal or state 
(Medicare/Medicaid) dollars.

Training Data
• Data on the clinical settings where nonphysicians train. The 

specialty of the training locations, the address of each training 
location, and hours worked in each setting should be collected 
and made publicly available.

• Longitudinal data on Teaching Health Center programs. Data 
such as years in service and number of residents trained in each 
year should be made publicly available on the Health Resources 
and Services Administration (HRSA) website.

• Data on training outcomes. Data such as percentage of 
residents working in areas of disadvantage and the percentage 
of residents working in outpatient settings should be collected 
by institutions that receive federal funding (CMS, Department of 
Veterans Affairs [VA]) and reported annually; this can be derived 
entirely from existing data without any additional burden for 
teaching hospitals.

Payment Data
• A national All Payer Claims Database (APCD) with harmonized 

metrics for reporting that includes non-fee-for-service 
payments. Several states have APCDs, but each state is 
collecting data in different ways and each payer is reporting 
data differently. The Agency for Healthcare Research and Quality 
is supporting a process that will offer recommendations for a 
national standard on how to calculate primary care spending.

Health Information Technology (HIT) Data
• Longitudinal data on HIT that include::

1. Both patient- and provider-level perspectives 

2. State-level estimates of usability for patients and clinicians

3. Primary care–specific data or ability to sort by any specialty 

• Experiential value-added measures. These data include how HIT 
works, if it generates useful information, and ease of access.

• Information about the costs of using HIT. Data on both monetary 
and nonmonetary expenditures for the primary care offices 
should be collected and reported.
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POLICY SOLUTIONS

The 2021 NASEM report, Implementing High-Quality Primary Care, made 16 policy 
recommendations to strengthen primary care in the United States, organized under five 
objectives:

1. Payment: Pay for primary care teams to care for people, not doctors to deliver services

2. Access: Ensure that high-quality primary care is available to every individual and family 
in every community

3. Workforce: Train primary care teams where people live and work

4. Digital Health: Design information technology that serves the patient, family, and 
interprofessional care team

5. Accountability: Ensure that high-quality primary care is delivered in the United States

Each of the reasons identified in this report to explain why patients are having difficulty 
accessing primary care could be addressed by implementing policy solutions recommended 
in the NASEM report. In this section, we discuss how those solutions could ameliorate the 
identified problems and offer examples of recent supportive federal and state policy activity.

Reason 1: The primary care workforce is not growing fast enough 
to meet population needs.

Reason 2: The number of trainees who enter and stay on the 
professional pathway to primary care practice is too low, and too 
few primary care residents have community-based training.
Relevant NASEM report recommendations:

Action 3.1: Health care organizations should strive to diversify the primary care workforce 
and customize teams to meet the needs of the populations they serve. Government 
agencies should expand educational pipeline models and improve economic incentives.

Action 3.2: CMS, the VA, HRSA, and states should redeploy or augment Title VII, Title VIII, 
and GME funding to support interprofessional training in community-based primary care 
practice environments.

Private and public sector attention to how well the racial and ethnic composition of the 
health care workforce reflects the communities they serve could not only improve patient 
experience77 and outcomes,78 but also the size and retention of the primary care trainee 
pipeline. More strategic and accountable deployment of current and additional federal and 
state workforce funding to support community-based primary care practices would also have 
a profound effect on the size of the current primary care workforce and number of trainees 
who enter and stay on the primary care pathway.

In 2022, Congress authorized an additional $174 million in funding to support primary care 
training in community health centers (CHCs) through the Teaching Health Center (THC) 
program.79 This pales in comparison to the $16 billion that Medicare spends annually, without 
special authorization, on hospital-based Medicare GME programs.80 Congress and Medicare 
have the opportunity to improve the public’s understanding of what kind of workforce it is 
getting for its GME funding.
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As of the publication of this report, the THC program, a more accountable pool of training 
funds, has yet to be reauthorized; neither has the National Health Service Corps, the federal 
health care professional loan forgiveness program.

With increasing concerns about the status of the health care workforce in general, and the 
primary care workforce in particular, some state legislatures are turning their attention to 
the issue.81

Reason 3: The United States continues to underinvest in primary care
Relevant NASEM report recommendations:

Action 1.1: Payers should evaluate and disseminate payment models based on their ability 
to promote the delivery of high-quality primary care, not short-term cost savings.

Action 1.2: Payers using fee-for-service models for primary care should shift toward hybrid 
reimbursement models, making them the default over time. For risk-bearing contracts, 
payers should ensure that sufficient resources and incentives flow to primary care.

Action 1.3: CMS should increase the overall portion of health care spending for primary care 
by improving the Medicare fee schedule and restoring the RUC [Relative Value Scale Update 
Committee] to its advisory nature.

Action 1.4: States should facilitate multi-payer collaboration and increase the portion of 
health care spending for primary care.

Action 2.2: HHS should create new health centers, rural health clinics, and Indian Health 
Service facilities in shortage areas.

Action 2.3: CMS should revise access standards for primary care for Medicaid beneficiaries 
and provide resources to state Medicaid agencies for these changes.

The United States is underinvesting in primary care, and Medicare’s fee schedule – which lists 
fees for services – is the chief culprit. With input from the American Medical Association’s 
Relative Value Scale Update Committee (RUC), it undervalues primary care services relative 
to specialty services and pays on a per visit basis, discouraging nonvisit services like emails 
and phone calls as well as care from other members of the primary care team.82 Reimbursing 
primary care practices with hybrid payments, in which a portion of their revenues is covered 
predictably and prospectively based on the number of patients in their practice, promotes 
team-based care and less reliance on in-person visits, which would improve patient access 
and make the practice of primary care more professionally rewarding.83

Reforming how and how much Medicare pays for primary care will ultimately depend on 
congressional action. CMS, in the meantime, continues to make incremental supportive 
changes to the fee schedule, and the Center for Medicare and Medicaid Innovation (CMMI) 
has introduced two new payment models, Making Care Primary (MCP).84 and Advancing 
All-Payer Health Equity and Development (AHEAD),85 that are consistent with these payment 
recommendations. In March 2022, the Primary Care Collaborative launched the Better Health – 
NOW campaign focused on implementing the NASEM payment recommendations and expects 
to see a new optional primary care payment model introduced by CMMI in 2024.86
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Even though over half of Medicare beneficiaries received their benefits from a Medicare 
Advantage plan in 2023,87 very little is known about how or how much these plans pay for or 
promote primary care. CMS is investigating greater public access to Medicare Advantage 
plans’ data.88

In addition, a congressional commitment to increasing the number of community health 
centers – which now serve 1 in 11 people in the country89 – would likely bolster the primary 
care workforce and the government’s investment in primary care. As of the publication of this 
report, Congress had not reauthorized the CHC program at existing or expanded levels. At 
the state level, to date 22 states have passed legislation measuring primary care spending in 
Medicaid and/or commercial insurance or mandating an increase.90 A network of public and 
private sector officials has been convened to organize and advance this work.

Medicaid is the country’s largest payer by population and second largest by payment.91 
Although precise levels vary by state, Medicaid consistently pays for primary care at rates 
that are 66% or less of Medicare’s already low rates.92 Massachusetts’ new 1115 Medicaid waiver 
implements per capita primary care payments; this is one of several important and much-
needed efforts to integrate CHCs into these advanced payment models. In 2023, several 
states asked for section 1115 authority to pay for health-related social needs as a Medicaid 
benefit; CMCS conditioned its approval on these states increasing their primary care fee 
schedules – an appropriate and important use of its waiver approval authority.93

In 2023, CMCS released interim comprehensive regulations regarding access to care, 
including primary care, for Medicaid beneficiaries enrolled in fee-for-service and managed 
care programs.94 These regulations are consistent with NASEM recommendations, and 
compliance will likely result in increased primary care investment.

Reason 4: Technology has become an added burden to primary care 
 Relevant NASEM report recommendations:

Action 2.4: CMS should permanently support COVID-era rule revisions.

Action 4.1: The Office of the National Coordinator (ONC) for Health Information Technology 
and CMS should develop the next phase of digital health certification standards that 
support relationship-based, continuous, and person-centered care; simplify the user 
experience; ensure equitable access and use; and hold vendors accountable.

Action 4.2: ONC and CMS should adopt a comprehensive aggregate patient data system 
that is usable by any certified digital health tool for patients, families, clinicians, and care 
team members.

Efforts to promote the use of telehealth, and other rule changes, made providing services to 
Medicare beneficiaries less burdensome for primary care providers during the public health 
emergency.95 Yet, as discussed in this report, HIT has emerged as a time-consuming burden 
that often leads to less access for patients and increased provider discontent.

While Medicare has retained some of the Covid-era rule changes regarding telehealth, state 
and federal officials have not been active in digital health oversight, leaving it to the private 
sector to attempt to develop industry standards and management innovations to address 
these issues.96
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Reason 5: Primary care research to identify, implement, and track 
novel care delivery and payment solutions is lacking 
Relevant NASEM report recommendations:

Action 5.1: The HHS secretary should establish a Secretary’s Council on Primary Care to 
coordinate primary care policy, ensure adequate budgetary resources for such work, report 
to Congress and the public on progress, and hear guidance and recommendations from a 
Primary Care Advisory Committee that represents key primary care stakeholders.

Action 5.2: HHS should form an Office of Primary Care Research at NIH and prioritize 
funding of primary care research at AHRQ.

Action 5.3: Primary care professional societies, consumer groups, and philanthropies 
should assemble, regularly compile, and disseminate a “High-quality primary care 
implementation scorecard” to improve accountability and implementation.

Coordinated federal administration attention to the status of primary care would lead to more 
effective public policies to address the issues that this report identifies as limiting access 
to primary care: payment and investment, workforce supply and training, technology, and 
research funding.

After an 18-month process, an issue brief released in the fall of 2023 by the US Department of 
Health and Human Services summarized the many current activities across HHS – some of 
them discussed earlier – to strengthen primary care.97 The brief did not, however, commit to 
further actions or, more importantly, to a much-needed department-wide coordinating and 
accountability structure and process.

A new NASEM Standing Committee on Primary Care was created in 2023 to advise HHS on 
these efforts and may help keep HHS accountable for progress in primary care, as well as 
serve as a private sector advisor and partner.98

CONCLUSION

Primary care is the foundation of a high-performing health system, yet fewer and fewer 
Americans report that they are seeing a clinician on a regular basis. This loss of a trusted 
source for routine care negatively affects the opportunity for all Americans to live long and 
healthy lives.

This year’s Scorecard identifies five reasons why access to primary care is declining. There 
is clear evidence to show what needs to be done to improve access to primary care – and 
some promising policy activity. Private and public sector leaders, however, must prioritize and 
accelerate their efforts if the trends identified here and their bleak consequences are to be 
reversed.
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