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Dear Colleagues, 
At the heart of many innovations in primary care is cultivating a stronger 
relationship between individuals and the primary care clinicians who care for 
them. The evidence base is clear that Relationships Matter and where they exist, 
patients are healthier, care is more equitable, and costs are curbed.

Unfortunately, not everyone seeking to establish such relationships finds it easy 
to do so. There are long wait times to get into practices and to get care, lack 
of after-hours and weekend appointments, jobs that do not provide sick leave, 
and financial barriers, to name a few impediments. 

Increasingly, practices are enhancing access and communication via portals 
and telehealth but demand for primary care is outstripping supply, or what is 
available is not meeting patient needs. Retail pharmacies and urgent care offer 
access and convenience to primary care services, filling gaps. At least one survey 
showed that those seeking services in such settings would prefer an ongoing 
relationship with a clinician or a care team, but more research is needed.

The National Academies of Science Engineering and Medicine (NASEM) report 
defines primary care as a common good, recommending that all individuals 
have a usual source of care, and laying out strategies for public and private 
payers to support such relationships.

The Primary Care Collaborative’s 2022 Evidence Report shows declines in usual 
source of care across all ages, races/ethnicities, and insurance types since 2000, 
with a slight upturn in 2020. The report also shows more pronounced declines 
over the last five years for younger adults (18-34), those over 65, and individuals 
who have dual coverage (Medicare/Medicaid). Non-Hispanic Black and Hispanic 
Americans have lower usual source of care rates than their White counterparts, 
even after controlling for other factors. 

There is no easy fix to re-establishing and strengthening these essential bonds 
between individuals, communities, and primary care – the fragility of which 
likely affected our nation’s resiliency when the pandemic hit and led to poorer 
outcomes. Solving this problem will take changes to payment and benefit 
design, new investment in primary care and workforce policies, and creative 
care delivery solutions that leverage technology and data. 

We must re-double our efforts, learning from Federally Qualified Health 
Centers (FQHCs) and primary care innovators who are in underserved 
communities with very low usual source of care and are reversing declines. 

The heart of primary care is stressed; it urgently needs our collective commitment 
to reverse course so we can achieve Better Health for all communities. 

Kind regards, 
 
 

Ann Greiner
President and CEO 
Primary Care Collaborative
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Executive Summary 

THE CONTEXT 

Research confirms the benefits to individuals of having a usual source of care 
(USC) — as a person or place that you can turn to with a health issue or concern 

— and generally considered primary care. 

This robust evidence base documents better population health outcomes, more 
equitable care, and lower cost of care across all demographic groups who have 
an ongoing relationship with primary care.1,2 An ongoing relationship — often 
considered the “secret sauce of primary care” — can enable clinicians to better 
know and understand their patients’ needs and preferences, to build trust and 
rapport, and may result in higher patient satisfaction.3,4 

There are recent externalities that may be influencing USC trends, including:

 z The continued implementation of the Affordable Care Act (ACA), 
which expanded coverage for the commercially insured and Medicaid — 
conceivably enhancing demand for USC. 

 z A rapid rise in employers offering high-deductible health plans, which can 
pose a financial barrier to people getting primary care services beyond 
screenings, perhaps decreasing the uptake of USC. 

 z A maldistribution of primary care, with growing shortages in under-
resourced urban and rural communities, undermining the supply of primary 
care and contributing to individuals’ inability to find and retain primary care.

 z The rise of alternative sources of primary care services — including urgent, 
retail, and digital — that affect where individuals are getting care and 
may substitute for a USC.

 z The negative effects of the pandemic on the primary care platform 
— with estimated losses in 2020 of $15 Billion — resulting in early 
retirements and career changes.5 Simultaneously, patient demand for 
primary care increased. 

2

Primary Care Collaborative



TRENDS IN USUAL SOURCE OF CARE (USC)

Despite some factors that may enhance USC, the 2022 Primary Care 
Collaborative (PCC) Evidence Report shows that the percentage of Americans 
with an ongoing primary care relationship has been declining, falling 10% 
between 2000-2019, from 84% to 74%. In 2020, there was a slight uptick in 
USC to 75%, potentially attributable to the pandemic. It is not known if this will 
be a one-time increase or a change in trend. 

FIGURE 1

Percent of U.S. Population with a USC

100%

90%

80%

70%

60%

20
00

20
16

20
08

20
04

20
20

20
12

20
02

20
18

20
10

20
06

20
14

Data Source: Analyses of Medical 
Expenditure Panel Survey, 
2000-2020.

Notes: HAVEUS42 and LOCATN42 
were combined to construct a two-
category USC measure. No USC 
includes respondents not having 
a USC and those who reported 
emergency department as the 
USC. Adjusted for gender, female, 
education, race-ethnicity, region, 
insurance coverage, and income.

Much of the data reported in the PCC’s 2022 Evidence Report is from the Agency 
for Healthcare Research and Quality’s (AHRQ) 2000-2020 Medical Expenditure 
Panel Survey. Other data sources include the 2019 Behavioral Health Risk Factor 
Surveillance System and the 2019 National Health Interview Survey. 

There has been a shift in where individuals seek their USC, with those who 
define a person as their USC declining and those who report a facility as their 
USC increasing. Due to a change in the way that the question was asked, 
however, the survey does not allow for comparisons over time. In addition, 
it is not clear if people might identify a team providing care as a facility or a 
person within a facility. 

Relationships Matter: How Usual is Usual Source of (Primary) Care?
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The PCC report shows that states vary considerably in USC, with data from 
2020 demonstrating a spread of 27%. The states with high rates — up to 84% — 
are in the upper Northeast and pockets of the Midwest. The lower rate states — 
as low as 57% — are concentrated in the Southeast and Southwest, particularly 
non-Medicaid expansion states, and include Alaska, Nevada, and Wyoming.

FIGURE 2

Percent of Population with a USC

84% 57%

Data Source: Analyses of 
Behavioral Health Risk Factor 
Surveillance System, 2019. 

Notes: The variable PERSDOC2 
was used to create a two-category 
USC measure to examine percent 
population with and without USC.

Insurance type matters, with those on Medicare and both Medicare/Medicaid 
having the highest rates of USC, followed by those with Medicaid and those 
with commercial insurance. Except for the uninsured, these trends are likely 
related to health, given that patients with more medical conditions are more 
likely to have a regular clinician. For the uninsured, it is not necessarily fewer 
health conditions, but instead the lack of insurance coverage and costs that are 
barriers to having a USC.
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There is also a more recent, concerning trend in USC in two, disparate age 
cohorts. There was an increase in younger people, age 18 – 34, having no 
USC, from 38% in 2014 to 46% in 2019, an 8%-point swing. For those over 65, 
between 2014 – 2019 there was a 60% increase in the percentage of those 
without a USC: from 5.9% to 9.7%. 

The younger population may favor the access and convenience that the growing 
prevalence of retail, urgent, and telehealth outside of an established relationship 
provide, not wanting to wait days, weeks, or months for an appointment. This 
cohort may also consult the internet for advice and answers. How much of this 
care-seeking pattern will remain in place as this cohort ages is an important 
future research question. On the upper end of the age span, the increase in no 
USC is surprising, given that more seniors are in Medicare Advantage plans, 
which typically have a higher rate of USC than traditional Medicare. 

As with all demographic groups, there has been a decline in USC rates for  
non-Hispanic Black and Hispanic individuals, but both groups were starting 
from lower levels than White Americans. 

More specifically, in 2019:

 z Hispanic individuals had a 66% higher rate of no USC (34.3%), compared 
to their White counterparts (20.7%)

 z Non-Hispanic Black individuals had a 37% higher rate of no USC (28.4%), 
compared to their White counterparts (20.7%) 

ABBREVIATED TABLE 1

Trends in Percent U.S. Population with USC by Payer Type

 2015  2020

Source: Analyses of Medical 
Expenditure Panel Survey, 
2015 and 2020. Full results 
in Appendix Table 4.

Medicare

Dual

Medicaid

Private

Uninsured

93.2%

89.9%

82.5%

78.8%

91.1%

81.5%

80.5%

76.8%

47.4%

38.5%
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When holding all other demographic variables constant — including age, insurance 
type, poverty, region, and income — the odds of having a USC is still lower for Non-
Hispanic Black and Hispanic populations. The location of where populations receive 
their care also varies, with Black and Hispanic populations more likely to receive 
care in the Emergency Department or in a facility than from a person. 

Taken together, these differences across racial/ethnic groups are concerning 
and may be contributing to ongoing and persistent health inequities, inequities 
that were made worse during the pandemic. 

POTENTIAL SOLUTIONS 

In recent years, primary care has been leveraging technology and teams to 
provide more ready access to primary care and to strengthen an ongoing patient-
clinician relationship. These innovations include implementing patient portals to 
enhance bi-directional communication, offering telehealth and telephonic visits, 
and building out teams to provide more points of contact to primary care. 

To date, these innovations to enhance the value proposition for primary care 
have not been sufficient to overcome structural barriers. Policies that could 
make a difference include:

1. Change How and How Much We Pay Primary Care 

Both public and commercial payers should be investing more in primary care 
and paying through a hybrid payment model — predominantly capitated with 
some fee-for-service — as called for by the 2021 NASEM report.6 Despite robust 
conversations about value-based payment in primary care and in other parts 
of the health system, the dominant way primary care is paid remains fee for 
service. Investment, calculated as the percentage of primary care spend as a 
percentage of total cost of care, is a dismal 5-7 cents on the dollar.7 

Paying more and differently can support primary care building out teams to provide 
more access and more comprehensive services, support longer visits for patients 
who need more attention, promulgate creative ways of delivering care not tied to 
a visit, and attract and retain clinicians in primary care. Primary care teams, where 
all members are working to bring their talents and expertise, may be able to provide 
care that is more timely, individualized, and able to meet an array of patient needs. 

Racial, ethnic, and cultural differences also influence where patients seek care. 
A recent study showed that concordance between patients and clinicians in all 
three areas increases the use of preventive care services.46 However, Non-Hispanic 
Black adults and Hispanic adults are less likely than their White counterparts 
to report racial and ethnic concordance with medical provider.46 Cultural and 
language differences between patient and clinician can lead to misunderstanding 
and miscommunication and discourage individuals from seeking regular care.28,47 

6
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2. Incentivize Selection and Remove Financial Barriers to Primary Care 

With nearly half of those with commercial insurance (46%) in PPO plans that 
do not require primary care to gain access to specialist services,8 employers 
need to take steps to make it easy and worthwhile for employees to select and 
retain a USC. Some employers have provided financial incentives for employees 
to select a primary care practice and/or to get wellness visits, while others 
assign a primary care clinician. Covered California, for example, has coupled 
such policies with consumer education about the benefits of a regular source 
of care, no co-pays or deductibles for annual primary care wellness visits, and 
primary care visits that are generally not subject to a deductible.9,10

A justified critique of assigning a patient to a practice, more prevalent 
in Medicaid plans and on some ACA exchanges, is that this kind of plan 
matchmaking may engender patient distrust and clinician backlash. There 
are approaches to mitigate these effects, including allowing the patient to 
change primary care practices at any time and leveraging demographic data 
to make sure there is geographic, racial/ethnic, and language concordance 
between a patient and their clinician. 

Another challenge is the percentage of commercially insured individuals in 
high-deductible health plans (HDHPs) — hovering around 30% in recent years11 

— that may provide a financial barrier to primary care services beyond routine 
screenings. Employers with an appreciation for primary care have established 
on-site or near-site primary care clinics for their employees to get care outside of 
the HDHP or have entered direct contracting arrangements to provide primary 
care services. More recently, a policy change was made that will enable HDHPs 
paired with Health Savings Accounts to cover the provision of chronic care 
services on a pre-deductible basis, which could have a favorable future effect.12

Throughout the report, quotes from real patients have been used 
to highlight findings from the data. These narratives were collected 
by and used with the permission of Patients for Primary Care 
(P4PC). P4PC formed in 2022 to center the voices of patients in the 
movement to revitalize primary care. P4PC is a national network of 
community members telling our stories to help raise awareness of 
the need for greater investment in primary care to ensure healthier 
futures for our communities. P4PC partners with the Primary Care 
Collaborative and other organizations in educational and advocacy 
efforts. We invite community members to join our movement for 
high-quality primary care for all! Visit us at www.P4PC.org to watch 
videos of our stories, share your own story, and join our network of 
primary care patient activists.

Relationships Matter: How Usual is Usual Source of (Primary) Care?
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3. Workforce Policies to Attract, Retain, and Diversify Primary Care 

In addition to policies that support team-based care, there needs to be more 
effective approaches to diversifying the workforce so that it better matches 
patient race/ethnicity and to attract more students to select the specialty of 
primary care and practice in underserved areas.

Unfortunately, the U.S. has made almost no progress over four decades in the 
representation of non-Hispanic Black and Hispanic students in medical school.13 
Most analysts agree that pathway programs that focus on recruiting racial/
ethnic minorities into the health professions earlier in the education pipeline 
have the best track record and should be the focus.14

To attract students to select primary care and address primary care workforce 
maldistribution, federal and state loan forgiveness programs focused on primary 
care clinicians practicing in rural and underserved areas15 could be made more 
generous, particularly16 as there is an average differential in earnings between 
primary care and subspecialists of approximately $100,000 a year.17 

And finally, efforts to train primary care clinicians in teams in community 
settings where people “work and live,” as recommended by the NASEM report, 
should be expanded. The evidence suggests that residents who train in rural 
and underserved settings, such as community health centers (CHCs), are much 
more likely to practice in such settings.18,19 One analysis found that if academic 
health centers were held to the same rate as CHCs for training physicians, 
Medicare could save $1.28 Billion. These savings could be used to train 
additional primary care clinicians to serve in rural and underserved areas.20 

One of the things that really worries me about primary 
care is burnout and short staffing and how hard they’re 
working and how much they’re giving, but yet they’re 
losing staff. They’re losing front office staff and nursing 
staff and [face an] inability to recruit good providers. 
In a [rural] community like ours, if there’s not good 
primary care, we simply don’t have access. We can’t go 
down the road to get it. And so I want my primary care 
office to be vibrant. I want it to be fully staffed. I want 
it to be well funded. And I don’t want to have to worry 
about them quitting and giving up because this is an 
unsustainable position.

Maret is a third-generation farmer and former educator living 
in eastern Colorado. Her family’s primary care clinician for 
many years was a nurse practitioner working at a rural clinic 
operated by a large health system.
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Introduction
In their 2021 report, Implementing High Quality Primary Care in the United 
States, the National Academies of Science, Engineering, and Medicine (NASEM) 
recommended that every “individual in the United States should have the 
opportunity to have a usual source of primary care.”6 This recommendation is 
grounded in the strong evidence that a USC, particularly a longitudinal one, 
improves access to healthcare, reduces healthcare costs, increases patient and 
provider satisfaction, and results in better population health outcomes.4,21,22,23 
Despite the known benefits of having a USC, fewer U.S. residents have a USC 
than they did 20 years ago.24 

One in five U.S. residents has no usual source of healthcare, and those that do 
are increasingly naming a facility, like a clinic, hospital, or Emergency Department, 
over a clinician.1 USC also differs by age. About a third of millennials, the nation’s 
largest population cohort, did not have a regular doctor, whereas only 15% of the 
population between age 50 to 64 did not.2 

The decline in USC is linked to several factors. For millennial patients and 
younger, there is some evidence that the access and convenience that retail or 
urgent care settings provide matter more than clinician continuity.25 For other 
patients, especially those who are uninsured or underinsured, the challenge of 
finding a regular clinician who is taking new patients can be burdensome and 
may lead to delays in care.26 In the 2020 Evidence Report, Primary Care Spending: 
High Stakes, Low Investment, the Primary Care Collaborative (PCC) reviewed 
research suggesting that high cost-sharing rates for primary care services in 
private insurance were associated with decreasing utilization.7 And for some, it 
is mistrust in the medical system27 or cultural barriers28 that prevents them from 
relying on or obtaining a USC. These are just some of the barriers that patients 
may face when trying to establish a continuous relationship with a USC.  
 

One in five U.S. residents has no usual source of 
healthcare, and those that do are increasingly 
naming a facility, like a clinic, hospital, or 
Emergency Department, over a clinician.
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International comparisons of ten high-income countries show that the U.S. 
is among the poorest performing when it comes to having access to a USC. 
Specifically, Americans are the second least likely to have a regular doctor or 
place to go for care and least likely to have a longstanding relationship with a 
primary care provider.29 This lack of a USC may, in part, explain the poor health 
outcomes in the U.S. when compared to other high income countries;30 in 
countries with better access to primary care, health outcomes are better.31 Given 
the importance of USC to health outcomes, it is imperative to understand the 
current state of USC in the U.S. on a national and state level and to examine 
trends by demographics, income, insurance status, geography, and type of USC. 

This report has three sections:

 z In Section 1, what is known to date on USC will be reviewed.

 z In Section 2, an analysis using national Medical Expenditure Panel Survey 
(MEPS) data is presented. This analysis examines trends in USC at the 
national and state level, and considers factors such as race, income, age, 
and insurance status on the likelihood of having a USC. 

 z Section 3 concludes the report with a discussion of the policy implications 
of expanding USC, including the barriers that must be overcome to do so. 

10
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SECTION 1

Literature Review
TYPES OF USUAL SOURCE OF CARE AND  
TRENDS OVER TIME

A usual source of care (USC) can mean a person, a facility or both. Studies have 
examined what most Americans consider to be their USC. Liaw et al.24 used 
Medical Expenditure Panel Survey (MEPS) data from 1996-2014 to determine 
the proportion of the U.S. population stating they have: 1) no USC; 2) a person 
as their USC; 3) a facility as their USC; or 4) a person within a facility as their 
USC. Overall, the researchers found that the proportion of the population 
with no USC increased by 10% over 18 years. During this same period, those 
reporting a facility as their USC increased by 18%, whereas those naming a 
person as USC decreased by 43%. Younger people tended to identify a facility 
as their USC, whereas older people were more likely to identify a person as 
their USC. In addition, having a USC varied with demographics; individuals who 
are uninsured, are young adults, are Hispanic, and have less than a high school 
education are all less likely to have a USC.24 

Not having a USC is also related to increased emergency department (ED) 
use. One study found that among Medicaid enrollees without a USC, 21.6% 
had half or more of their ambulatory visits in EDs, compared to 8.1% of those 
who had a USC.32 Among the uninsured in that study, the rate difference was 
similar: 24.1% of those without a USC were seen in the ED vs. 8.8% of those 
with a USC. The difference persisted even in patients with private insurance, 
although the rates were much smaller: 7.8% vs. 5.0%. Reducing nonemergent 
ED use does not just depend on having a USC; other studies have shown 
that characteristics of the USC also matters. Villani and Mortensen21 found, 
for example, that lower nonemergent ED visit rates were associated with 
patients who had USCs that were geographically closer, offered provider-
patient language concordance, and had after-hours visit availability. The 
impact of type of USC has also been studied, and there is a difference in 
outcomes between having a person as USC versus a facility as USC: Among 
low-income individuals living at less than 200% of the federal poverty limit, 
those with no USC, with a person in a facility USC, or facility-only USC were 
more likely to have ED visits than those with a person as a USC.10 

Relationships Matter: How Usual is Usual Source of (Primary) Care?
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DEMOGRAPHIC FACTORS AND USUAL SOURCE OF CARE

Usual Source of Care and Age

ADULTS

Patients who have a USC are more likely to have preventive care across the 
age spectrum than those who don’t. In adults, having a USC is associated 
with improved receipt of preventive services (cervical cancer screening, clinical 
breast exam, mammogram, prostate cancer screening, and flu shot).22 In 
another study, having no USC was negatively associated with receiving smoking 
cessation advice.33 Patients with a USC report higher quality of care and more 
patient-centered communications,4 as well as more attention to their social 
needs (ranging from government assistance to transportation and housing).34 
A 2022 study among older adults found those with a USC were more likely to 
say their care preferences were considered, more likely to have preventive care, 
and less likely to have certain high-risk biomarkers present.35 Young adults are 
more likely to receive flu vaccine, STD screening, cholesterol screening, and 
counseling if they have a USC.36 

Adults with chronic health conditions also seem to have better outcomes if they 
have a USC. For example: 

 z Patients who had had an acute myocardial infarction in the previous year 
were at increased risk of death if they had no USC compared to those 
who had a strong USC.37 

 z Those with chronic kidney disease and a clinic as their USC had lower risks 
of hospitalization and death than those who used either an ED or urgent 
care center for their care.38

 z Statistically significant differences in hypertension control were found 
between those who had a USC and those without a USC.39 

 z Patients who lacked a USC were more likely to have unmet needs for 
mental health services.40 

CHILDREN 

Young children have the highest rate of USC across surveys that include 
children, yet insurance coverage and familial patterns of utilization can impact 
USC uptake and healthcare utilization in children. 

Parental uptake of USC can impact their children’s utilization of healthcare, 
independent of whether the children themselves have a USC. Studies have found 
that children with a USC but a parent or parents with no USC are more likely 
to have unmet needs, including an insurance coverage gap, an unmet medical 
or prescription needs, and no yearly dental visits, compared with children with 
a USC whose parent(s) also had a USC.41 Furthermore, for children with a USC, 
negative parental attitudes towards the benefits of having a USC have been 
found to negatively impact their children’s receipt of preventive services.42 
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Insurance coverage is another potential barrier to uptake of USC for some 
children. A Kaiser Family Foundation (KFF) analysis found that access to care 
for children with special needs varies by type of insurance coverage.43 Children 
with special healthcare needs with private coverage were more likely to report 
a usual source of sick care and preventive care, and slightly more likely to report 
at least one preventive visit in the past year than children with Medicaid/CHIP 
alone and those with both Medicaid/CHIP and private coverage.43 

Usual Source of Care and Race/Ethnicity

Disparities in USC across race and ethnicity narrowed after implementation 
of Affordable Care Act (ACA) coverage expansions, but they persist. Analyses 
conducted by the Commonwealth Fund using the Behavioral Risk Factor 
Surveillance System (BRFSS) indicate the share of Black and Hispanic adults 
with a USC — defined as a personal doctor or other healthcare clinician such as 
a health clinic where someone would usually go if they were sick — rose almost 
4% between 2013 and 2019. Yet improvement on this key measure stalled for 
Black and Hispanic adults after 2016 and is attributed primarily to a stall in 
state Medicaid expansion efforts. White adults are still the most likely to have 
a USC among the three groups, but White adults have also experienced a slight 
decline in USC since 2019.44 

Racial disparities in USC uptake may also be due to medical mistrust. One 
study found that differing rates of use of EDs for USC between Black adults 
and White adults was attributed to medical mistrust.27 

Percentage of U.S. Adults Ages 18–64 Who Reported a Usual Source 
of Care, by Race/Ethnicity
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Data: Behavioral Risk Factor 
Surveillance System (BRFSS), 
2013–2019.

Source: Jesse C. Baumgartner, 
Sara R. Collins, and David 
C. Radley, Racial and Ethnic 
Inequities in Health Care 
Coverage and Access, 2013–2019 
(Commonwealth Fund, June 
2021). https://doi.org/10.26099/
spz0-mk34
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In a 2022 report, Person-Centered Care: Why Taking Individuals’ Care Preferences 
Into Account Matters, Tavares et al.45 explored large disparities in older adults’ 
healthcare experiences based on race, income, and other demographic factors. 

One third of older adults reported their preferences were never or only 
sometimes considered, with Hispanic patients twice as likely and Black patients 
three times as likely to say the system does not account for their preferences. 
When preferences were ignored, older adults were more likely to go without 
care and report lower satisfaction with their care.35 

Having a USC had a moderating effect on the role of race and income on 
whether care preferences were never considered. Having a USC made it more 
likely that care preferences were considered, more likely that care was received, 
and less likely that certain high-risk biomarkers would be present. 

The analysis found having a USC “weakens the associations between being 
a person of color and reporting that one’s care preferences were never 
considered.”45 Having a USC can decrease the likelihood of never having care 
preferences taken into account among those with lower income and poverty.

Primary care is important for…bridging the gap 
between the inequities in the community and my 
community – [African American] people like me…
when you develop that relationship, it can break those 
fears because now you have your trust in this doctor. 
Once you know that somebody is taking care of you, 
that’s all you need. That’s all that’s important. And 
I really think it’s that simple. 

Nina is a transplant recipient and cancer survivor living in 
San Francisco, CA. Her primary care clinician is a physician 
assistant working at a county-operated family health center. 

14

Primary Care Collaborative



THE ROLE OF INSURANCE IN USUAL SOURCE OF CARE

Insurance matters, but workers also need time off to get needed care. In a 
June 2022 Health Affairs article, Hegland and Berdahl found that job flexibility 
plays a role in USC and likelihood of workers having an office-based visit in 
the past year.48 Both job flexibility and access to paid sick leave were positively 
associated with having an office-based visit in the past year, after controlling 
for demographic factors including insurance status. Black and Hispanic workers, 
as well as low-wage workers broadly, are less likely to have job flexibility and 
access to paid sick leave, highlighting persistent structural barriers that 
contribute to inequity in having a USC. 

Private Insurance

In at least one study,24 those with private insurance were no more likely to have 
a USC than those covered by Medicaid. However, the same analysis found that 
those with private insurance and a USC were more likely to have a person as a 
USC compared to those with Medicaid and a USC.7,49 

Medicare

Medicare coverage improves access to USC in some racial/ethnic groups 
(e.g., Hispanic patients) and not in others (e.g., Black patients), according 
to at least one study.50 With enrollment in Medicare Advantage (MA) 
approaching 50% of all Medicare beneficiaries, it is important to understand 
any differences in access, USC, and preventive care between beneficiaries 
enrolled in MA and those in traditional Medicare. 

I really value having my primary care doctor as a quarterback 
to sort of run the place, to help me understand who are the 
best specialists… I have a pacemaker. I’ve been to urologist, 
an ear, nose, and throat [doctor]…[He] stays in touch with 
what they are finding and dealing with, because it helps him 
understand what I may need in other areas going forward. 
So I think that’s been very valuable and helpful.”

Ray is a retired US Army officer and Medicare beneficiary, living in 
North Carolina. His primary care clinician is a family physician in 
private practice.

Relationships Matter: How Usual is Usual Source of (Primary) Care?
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A 2022 literature review conducted by researchers at the KFF looked at various 
outcomes between enrollees in MA and traditional Medicare, including measures 
of USC and access.51 Looking across multiple studies using data from multiple 
national surveys, they found “Medicare Advantage (MA) enrollees were more 
likely than those in traditional Medicare to report having a USC.”52 Moreover, 
one study found MA enrollees were more likely to report a primary care clinician 
as their regular source of care than beneficiaries in traditional Medicare.53 
A 2021 analysis of Medicare Current Beneficiary Survey data conducted for The 
Commonwealth Fund found that MA enrollees are “more likely than those in 
traditional Medicare to have a treatment plan, to have someone who reviews 
their prescriptions, and to have a regular doctor or place of care.”54 

Studies of high-need Medicare beneficiaries confirm higher rates of access and 
USC for those enrolled in MA. In one study using the Medicare Current Beneficiary 
Survey from 2015 through 2018 to examine access and quality measures for people 
under 65 enrolled in Medicare due to disability, Johnston, et al. found “comparing 
MA and traditional Medicare among beneficiaries with disabilities, those in MA had 
significantly better rates of access to a USC (90.2% vs. 84.9%).”53 

Medicaid

The Medicaid and CHIP Payment and Access Commission (MACPAC), which 
advises Congress on Medicaid and CHIP Policy, analyzed access to care and 
USC for Medicaid beneficiaries using the National Health Interview Survey. Most 
Medicaid enrollees had a USC in 2019, but they were less likely to have a USC 
compared to adults with private coverage (85.6% compared to 90.2%). While 
Medicaid enrollees were as likely as those with private coverage to have seen 
a general doctor in the past 12 months, they were more likely to have received 
counseling from a mental health professional than those with private insurance, 
and less likely to have had a dental exam, a flu shot, or an eye exam.55

…[My daughter] Kayla was diagnosed as having fussy 
baby syndrome. She actually didn’t have that. She 
actually had cerebral palsy…So for me to get a [primary 
care] doctor that can recognize that and give her the 
right test and for her to be recommended to the right 
specialist, actually, I would say kind of saved her life.”

Monifa lives near Oakland, California. Her daughters are cared 
for by a general pediatrician working at a Federally Qualified 
Health Center.
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Changes in insurance plan, either by choice or due to eligibility changes, known 
as churn, can result in gaps in coverage that disproportionately affect Medicaid 
beneficiaries.56,57 Frequent changes in insurance plans make it difficult to 
maintain a USC as insurers cover different subsets of providers. Coverage gaps 
are associated with decreases in access to primary care and increases in ED 
visits, and a change in primary care clinician.57 

Insurance, or lack thereof, also influences where and how patients receive care. 
Those who are uninsured are less likely to access a USC and more likely to seek 
care only when absolutely necessary.58 Studies show that in states that have 
expanded Medicaid there is greater access to primary care.59 However, one 
analysis indicates that adult Medicaid patients are concentrated among a 
small number of primary care physicians. In contrast, researchers found children 
enrolled in Medicaid received care from a larger proportion of pediatricians, 
with little difference between pediatricians located in Medicaid expansion 
states and those located in non-expansion states.7,49,60

Patient Preference and Usual Source of Care

Aside from age, race, and insurance coverage, patient preference also impacts 
uptake of USC. Older studies using the Medical Expenditure Panel Survey show 
that most adults who lacked a USC two decades ago did so by choice, with 72% 
of those without a USC responding that they had “no preference to have one.”61 
More recent studies confirm this finding with 80% of patients in the no USC 
group preferring not to have a USC.62 

For some patients, it is ease of access that is preferred over continuity, 
resulting in lower rates of USC. Younger and healthier adults increasingly avail 
themselves of more convenient accessible care.25 As a result, these patients are 
increasingly seeking care from urgent care, retail clinics,63 and even EDs.64 Many 
urgent care clinics offer greater flexibility, as well as competitive, often lower, 
pricing.63 As the retail market in medicine grows it will be important to track 
USC trends and how the tradeoff between convenience and continuity impacts 
the delivery of healthcare and its effect on health outcomes. 

Relationships Matter: How Usual is Usual Source of (Primary) Care?
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SECTION 2

Usual Source of Care 
Analysis
Trends, State-level Variations, and 
Special Populations for Consideration

INTRODUCTION: WHAT WE KNOW AND KEY QUESTIONS 

As presented in Section 1, a large body of literature has confirmed the benefit 
of having a USC. Yet, past analysis of the Medical Expenditure Panel Survey 
from 1996-2014 by Liaw et al. has shown that not only is the percentage of 
patients who report a USC decreasing, but there is also a shift away from 
having (or listing) a person as a USC.24 The likelihood of having a USC also 
varies based on race, age, income, gender, and insurance status.24 

Much has changed in healthcare since 2014, including complete implementation 
of the ACA, continued Medicaid expansion, and the COVID-19 pandemic. All of 
these changes had the potential to change the availability and accessibility of a 
USC for communities in the U.S. 

For example: 

 z Did expanding coverage through widespread implementation of the 
ACA result in an increase of the population with a USC, or did demand 
outpace supply, resulting in an overall decrease in the availability of USC? 

 z Did expanding Medicaid result in more people with a USC? 

 z Did the pandemic keep people away from a USC, or did it encourage 
those who previously did not seek care to find a clinician whom they 
could turn to for COVID-19-related advice? 

Using updated data over the last decade, this analysis examines whether 
the trends initially explored in the Liaw et al. analysis persist. Importantly, 
this analysis also examines state-level uptake of USC and explores potential 
reasons for variation. Finally, it investigates USC at a granular level, in order 
to understand potential disparities, relationship to key patient outcomes, 
implications, and potential solutions.
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METHODS 

Three data sources were used in assessing USC in the U.S. population: the 
2000-2020 Medical Expenditure Panel Survey, a nationally representative 
survey of civilian, non-institutionalized populations; the 2019 Behavioral Risk 
Factor Surveillance System (BRFSS), a national survey of adults; and the 2019 
National Health Interview Survey (NHIS), a national survey on health of civilian, 
non-institutionalized populations. MEPS was used for most of the analysis 
presented, though BRFSS was used in the state-level analysis and NHIS was 
used for associations with wellness visits. 

In the MEPS data, USC is determined by the following question: “Is there a 
particular doctor’s office, clinic, health center, or other place that you usually 
go to if you are sick or need advice about your health?” Those who answered 

“yes” were then asked two additional questions that clarify whether the patient 
perceives the USC to be a person, facility (office or ED), or person in a facility. 
Using these questions, we created four categories: no USC; person; person in 
facility; and facility. 

If a patient answered yes to USC, they are also asked about the location of 
their USC and whether it was in an outpatient office, in the hospital but not 
ED, or in the ED. Different from past studies using MEPS analysis for USC,24 
if a patient answered that they had a USC, but that the USC was in the ED, 
we placed them in the no USC category. Of note, retail or urgent care centers 
are not differentiated from traditional locations of USC and neither is receiving 
services via telehealth. Also, although the question in MEPS asks, “doctor’s 
office,” nurse practitioners (NPs) and physician assistants (PAs) are included in 
the calculations for USC as well. 

In 2018, the MEPS questionnaire was changed. Starting that year, MEPS 
introduced a clarifying question to differentiate a person as USC from a person 
in facility/facility USC. Because of this change, direct comparisons in type of 
USC from before 2018 to after cannot be made. 

Relationships Matter: How Usual is Usual Source of (Primary) Care?
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RESULTS

Usual Source of Care Trends

WHAT IS NEW SINCE 2014?

 z There is a continued decrease in percent of the population reporting a 
USC — a 10% decline between 2000-2019 — with a possible upturn during 
the pandemic that should be tracked. 

 z There continues to be a decrease across all demographics in patients 
reporting a personal clinician as their USC.

 z The proportion of those aged 65 years and above reporting no USC 
has increased by two-thirds, though this group remains the most likely 
to have a USC.

 z For Hispanic patients, facility USC is no longer the most likely category 
to be reported; it is now no USC.

Using MEPS data, the proportion of the population reporting a USC over the 
last two decades was analyzed (Figure 1). Any respondents who reported having 
the ED as their USC or who responded that they had no USC were categorized 
into the “no USC” group. From 2000-2019, the percentage of the population that 
reported a USC fell 10%, from 84% to 74%. In 2020, there was a slight increase in 
those who reported a USC, to 75%. 

FIGURE 1

Percent of U.S. Population with a USC
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Data Source: Analyses of Medical 
Expenditure Panel Survey, 
2000-2020.

Notes: HAVEUS42 and LOCATN42 
were combined to construct a two-
category USC measure. No USC 
includes respondents not having 
a USC and those who reported 
emergency department as the 
USC. Adjusted for gender, female, 
education, race-ethnicity, region, 
insurance coverage, and income.
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Compounding this concerning trend of a decrease in USC is the shift away from 
a person as a USC (Figure 3). The percentage of the population that reported 
a facility as their USC rose, while the percentage that reported a person as 
their USC fell. This finding may reflect a growth in team-based care,65 resulting 
in patients identifying a team (perhaps represented by facility) as opposed 
to a person as their USC. Or, this finding may reflect the rise in consolidation 
in healthcare and the loss of small and solo practices nationwide.66 Given the 
benefits of a continuous relationship with a primary care clinician, this trend of 
moving away from a personal clinician and towards a facility for primary care 
could be concerning, particularly if these facilities do not provide continuous 
relationship with a team. 

Although USC uptake is decreasing nationwide, there may be some demographic 
differences in the populations impacted. Descriptive analyses demonstrate 
differences in the distribution of demographic characteristics by type of USC. 
(Figure 1). Nearly half (46%) of the population aged 18-34 reported no USC in 2019, 
up from 38% found in 2014 by Liaw et al.24 This age group is traditionally healthier 
than older patients, which may explain the lack of USC; healthier populations have 
fewer reasons to regularly seek medical care and perhaps are more likely to consult 

“Dr. Google” for medical advice when needed.67 Furthermore, this is a population 
that is more transient in their employment and thus may not always have steady 
insurance coverage; this is particularly true above the age of 26 when the ability to 
stay on their parents’ health plan, as provided in the ACA, ends.68 

FIGURE 3

Percent of Population with a USC byType of USC 
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Data Source: Analyses of Medical 
Expenditure Panel Survey, 
2000-2019.

Notes: HAVEUSC42 (Have a 
usual source of care), PROVTY42 
(Provider type), LOCATN42 
(Provider location) were combined 
to create a four-category USC 
measure. No USC includes 
respondents who reported not 
having a USC and those who 
reported emergency department 
as the USC. In 2018 the question 
stem changed which is noted 
by a break in the data. Adjusted 
for gender, female, education, 
race-ethnicity, region, insurance 
coverage, and income.
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On the other end of the age spectrum, compared to data from 2014, the 
percent of patients >65 without a USC increased by 65% (5.9% vs 9.7%). 
Nonetheless, this age group still has the highest proportion of individuals 
who reported a USC. Steady insurance coverage through Medicare for this 
population as well as a higher healthcare need as patients age are potential 
explanations for high USC, but factors affecting the decline since 2014 are not 
clear and should be further examined. 

Although there was an increase in the percent of individuals reporting no USC 
in all race categories and with all insurance types since 2014, Black and Hispanic 
individuals along with those who have Medicaid or are Uninsured continue to 
have the highest rates of no USC. Different from data in 2014, where facility 
USC was the most commonly reported “type” for all races, in 2019 the highest 

“type” of USC for Hispanic patients was “no USC” (28.8% in 2014; 34% in 2019). 

Compared to the findings from Liaw et al., the largest jump in USC type 
across all demographic variables was “person in facility.” In fact, there seems to 
be a shift away from facility since the 2014 analysis for all age groups towards 

“person in facility.” This may be due to changes in the way the USC questions 
were asked beginning in 2017 (see Methods) but should be followed as more 
data emerge from future surveys. 

In 2019, Black and Hispanic individuals along with 
those who have Medicaid or are Uninsured continue 
to have the highest rates of no USC. 
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TABLE 2

Distribution of Demographic Characteristics by USC Type

Characteristics
All  No USC  Person, USC 

Person in Facility, 
USC 

 Facility, USC 
p-value 

Number Percent Number Percent Number Percent Number Percent Number Percent 

Gender

Male  12,932  48.9  3,464  28.0  1,639  12.9  4,906  37.3  2,923  21.8 <0.001

Female  14,120  51.1  2,996  21.3  1,883  14.0  6,097  42.9  3,144  21.8 <0.001

Age in Years

0-17  6,266  22.5  725  10.6  733  12.2  2,826  47.1  1,982  30.2 <0.001

18-34  5,299  22.7  2,443  46.2  418  8.9  1,273  23.6  1,165  21.4 <0.001

35-49  4,915  18.8  1,649  32.6  490  10.9  1,587  33.2  1,189  23.3 <0.001

50-64  5,264  19.3  1,135  20.8  816  16.8  2,364  44.9  949  17.5 <0.001

65 and older  5,308  16.7  508  9.7  1,065  20.4  2,953  55.6  782  14.3 <0.001

Education

Less than high school  6,510  21.7  1,963  31.1  811  12.8  2,481  37.3  1,255  18.8 <0.001

High school diploma/GED  6,486  21.3  1,425  21.2  719  11.5  2,499  39.2  1,843  28.1 <0.001

Post high school  14,056  57.0  3,072  23.4  1,992  14.5  6,023  41.6  2,969  20.6 <0.001

Race/Ethnicity

Non-Hispanic, white  14,605  60.1  2,834  20.7  2,179  14.7  6,786  45.1  2,806  19.5 <0.001

Non-Hispanic, Black  3,850  12.0  1,055  28.4  419  11.6  1,465  36.2  911  23.8 <0.001

Non-Hispanic, other  2,339  9.4  562  25.3  345  15.1  867  35.2  565  24.3 0.067

Hispanic  6,258  18.5  2,009  34.3  579  9.9  1,885  29.3  1,785  26.5 <0.001

Census Region

South  10,265  38.2  2,808  27.5  1,203  12.0  4,002  39.6  2,252  20.8 <0.001

Northeast  4,057  16.8  880  24.0  767  18.6  1,692  39.2  718  18.2 <0.001

Midwest  5,776  21.0  1,043  18.6  833  15.5  2,632  45.4  1,268  20.4 <0.001

West  6,954  24.0  1,729  25.6  719  10.4  2,677  37.0  1,829  27.0 <0.001

Insurance Coverage

Private  12,781  55.5  3,196  25.4  1,608  13.0  5,035  38.9  2,942  22.7 <0.001

Medicaid  6,283  19.3  1,392  23.2  657  11.4  2,368  37.5  1,866  27.9 <0.001

Medicare  4,917  16.0  458  9.3  986  20.4  2,764  56.2  709  14.0 <0.001

Dual  1,139  3.0  147  13.3  186  16.8  589  50.9  217  18.9 <0.001

Not insured  1,932  6.3  1,267  65.7  85  4.8  247  13.6  333  15.9 <0.001

Income

≤100% FPL  4,525  11.7  1,270  29.3  460  11.4  1,673  36.6  1,122  22.8 <0.001

100-124% FPL  1,396  4.3  342  25.5  149  10.8  540  37.5  365  26.2 0.067

125-199% FPL  3,879  12.9  953  25.9  491  12.8  1,512  38.6  923  22.7 0.418

200-399% FPL  7,693  29.0  1,965  27.1  987  13.0  3,042  38.6  1,699  21.3 0.025

≥400% FPL  9,559  42.1  1,930  21.1  1,435  14.8  4,236  43.0  1,958  21.1 <0.001
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State Variation in Usual Source of Care

SUMMARY

 z Examination of USC on a state level demonstrates great variation, with 
88% of the population in some states reporting a USC and only 66% of 
other states reporting a USC.

 z Having a USC and primary care physician supply are not always 
correlated, signaling that factors outside of supply are impacting uptake 
of a USC on the state level.

Factors at the state level such as clinician supply, payer mix, and Medicaid 
expansion could impact a person’s ability to have a regular healthcare provider. 
Using the most recent reported year (2019) of BRFSS to identify state-level 
data on USC, the percentage of the population per state reporting a USC 
was calculated. Figure 2 demonstrates that states such as Alaska, Texas, 
Nevada, and Wyoming had the lowest rates of reported USC. The Southeast, 
particularly the non-Medicaid expansion states, also had among the lowest 
levels of USC. Conversely, many of the states in the upper Northeast had 
among the highest rates of USC. 

FIGURE 2

Percent of Population with a USC

84% 57%

Data Source: Analyses of 
Behavioral Health Risk Factor 
Surveillance System, 2019. 

Notes: The variable PERSDOC2 
was used to create a two-category 
USC measure to examine percent 
population with and without USC.
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Factors at the state level such as clinician supply, 
payer mix, and Medicaid expansion could impact a 
person’s ability to have a regular healthcare provider.

 
Besides insurance coverage for the population, one potential explanation 
for variation in USC by state could be the supply of primary care clinicians. 
The Area Health Resource File for 2019 was used to calculate the supply of 
primary care physicians (PCPs) by state. The supply of PCPs was used as a 
proxy to examine primary care supply, since NPs and PAs working in primary 
care are not delineated in the Area Health Resource File. Figure 4 does 
demonstrate that there is an association between PCP density and percent 
population with a USC, but a state-by-state examination shows that there 
is variation in this pattern and outliers exist (Figure 5).  

Data Source: Analyses of 
Behavioral Health Risk Factor 
Surveillance System (2019), the 
Area Health Resource File (2019) 
for number of primary care 
physicians and the American 
Community Survey (2019) for state 
population counts.

Notes: USC and no USC derived 
from the variable PERSDOC2 
provided in BRFSS 2019. States 
derived from the state variable 
provided in the BRFSS public-use 
file. New Jersey not included in 
the BRFSS 2019 public-use file, 
hence USC data for New Jersey 
derived from the BRFSS 2018. 
The data on number of primary 
care physicians (family medicine, 
general practice, internal medicine, 
pediatrics, osteopaths) obtained 
from the AHRF 2019 file. The state-
level population estimates were 
extracted from the ACS 1-year 
estimates. U.S. totals exclude data 
from the territories. 

FIGURE 4

Percent of Population with a USC vs. PCPs per 100,000 
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FIGURE 5

Percent Population with USC vs. PCPs per 100,000 population

Data Source: Analyses of 
Behavioral Health Risk Factor 
Surveillance System (2019), the 
Area Health Resource File (2019) 
for number of primary care 
physicians and the American 
Community Survey (2019) for state 
population counts.

Notes: USC and no USC derived 
from the variable PERSDOC2 
provided in BRFSS 2019. States 
derived from the state variable 
provided in the BRFSS public-use 
file. New Jersey not included in 
the BRFSS 2019 public-use file, 
hence USC data for New Jersey 
derived from the BRFSS 2018. 
The data on number of primary 
care physicians (family medicine, 
general practice, internal medicine, 
pediatrics, osteopaths) obtained 
from the AHRF 2019 file. The state-
level population estimates were 
extracted from the ACS 1-year 
estimates. U.S. totals exclude data 
from the territories. 
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For some states, such as Texas and Nevada, as well as states in the upper 
Northeast, PCP density may be responsible for the patterns of USC uptake 
by state. As expected from low levels of USC, Texas and Nevada also have low 
PCP density. Similarly, in the upper Northeast, where high levels of USC were 
found, there are high levels of PCP density. Yet states like Alaska, Minnesota, and 
Colorado seem to be outliers with high PCP density but low USC. On the other 
hand, Kentucky stands out as a state where PCP volume is low, but percent 
reporting USC is high. In these states where supply of PCPs does not seem to be 
contributing to USC rates, there may be intrastate variation in population needs, 
demographics, and payer mix that drive the findings. County-level analyses could 
clarify factors that are contributing to USC uptake in these states. 
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Usual Source of Care and Health Equity

SUMMARY

 z Race impacts odds of having a USC when holding all other factors 
constant. Specifically, Hispanic, and non-Hispanic Black patients have a 
lower likelihood of having a USC compared to White patients. Hispanic 
and non-Hispanic Black patients are over-represented in the group that 
reports the ED as the location for their USC.

 z Insurance matters. Medicare and dual-eligible patients have a higher 
likelihood of having a USC than privately insured patients. Uninsured 
patients have a lower chance and Medicaid patients have the same 
chance of having a USC as privately insured patients.

Having a USC is associated with higher levels of health equity31 regardless 
of whether the care is characterized by supply of primary care physicians, a 
relationship with a source of primary care, or the receipt of important features of 
primary care. The evidence also shows that primary care (in contrast to specialty 
care and is central to addressing health inequities in the U.S. In the following 
section, we present a series of analyses to analyze the demographic characteristics 
associated with USC. In Table 3, MEPS data from 2019 were used to investigate 
the characteristics associated with having a USC. For each demographic category 
(i.e., gender, age, race), the chance of having a USC compared to a reference 
category were calculated, holding all other variables constant. 

For example, using male as the reference category, the likelihood of having a 
USC for females was calculated holding age, race, education, income, insurance 
type, and region constant. In Figure 6, we use the same type of methodology, 
but this time to calculate the chance of having a facility USC compared to a 
person USC. By doing this we can determine the demographic factors that 
make someone more or less likely to have a personal clinician as their USC. 

Finally, in Table 4, we analyzed where respondents received their care if they 
reported having a USC: ambulatory clinic, hospital outpatient department, or 
ED. As opposed to the rest of the analysis where respondents were excluded 
from the “have USC” group if they reported the ED as their USC, for this 
analysis we included patients who reported using the ED. 
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TABLE 3

Patient Characteristics Associated with Usual Source of Care

Characteristics
Have a Usual Source of Care

Odds Ratio 95% Confidence Interval

Gender

Male

Female 1.45** (1.35 - 1.56)

Age in Years

0-17

18-34 0.15** (0.12 - 0.17)

35-49 0.26** (0.22 - 0.30)

50-64 0.42** (0.35 - 0.51)

65 and older 0.44** (0.33 - 0.59)

Education

High school diploma/GED

Less than high school 1.15* (1.00 - 1.32)

Post high school 1.11* (1.00 - 1.24)

Race-Ethnicity

Non-Hispanic, white

Non-Hispanic, Black 0.78** (0.67 - 0.92)

Non-Hispanic, other 0.87 (0.72 - 1.06)

Hispanic 0.68** (0.59 - 0.79)

Census region

South

Northeast 1.03 (0.78 - 1.37)

Midwest 1.54** (1.25 - 1.89)

West 1.08 (0.90 - 1.30)

Insurance coverage

Private

Medicaid 1.11 (0.97 - 1.27)

Medicare 2.34** (1.80 - 3.03)

Dual 2.16** (1.67 - 2.80)

Not insured 0.26** (0.22 - 0.31)

Income

≤100% FPL

100-124% FPL 1.16 (0.91 - 1.47)

125-199% FPL 1.25* (1.03 - 1.51)

200-399% FPL 1.17* (1.00 - 1.37)

≥400% FPL 1.50** (1.24 - 1.81)

Constant 5.44** (4.17 - 7.10)

Observations 27,052

Data Source: Analyses of Medical 
Expenditure Panel Survey, 2019. 

Notes: USC Type, a four-category 
measure combined from 
HaveUS42, Provty42 and Locatn42. 
No USC includes No USC and 
those who reported Person in 
Facility, and Facility on Provty42 
and Hospital, ED as the USC on 
Locatn42, ** p<0.01, * p<0.05
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Race/Ethnicity and Usual Source of Care

As previously discussed, descriptive results demonstrated that Hispanic 
patients and non-Hispanic Black patients were the highest represented groups 
in the no USC category (Table 2). Hispanic patients had a 65% higher rate of 
no USC (34.3 %) compared to their White counterparts (20.7%). Non-Hispanic 
Black patients had a 37% higher rate of no USC (28.4%), compared to White 
individuals. When holding all other demographic variables constant (age, 
insurance, poverty, region, income), the odds of having a USC is still lower for 
Non-Hispanic Black (OR 0.78, 95% CI .67-.92)* and Hispanic patients (OR 0.68, 
95% CI 0.59-.079). Furthermore, Non-Hispanic Black patients (OR 1.33, 95% CI 
1.04-1.71) and Hispanic patients (OR 1.31, 95% CI 1.05-1.64) are over 30% more 
likely to have a facility (as opposed to a person) USC than non-Hispanic White 
individuals (Figure 6). 

When examining the location where respondents received their USC, non-
Hispanic Black patients and Hispanic patients were over-represented in the ED 
(Table 4). While non-Hispanic Black patients are 12.3% of the U.S. population, 
they were 20% of the population that uses the ED for their USC. Similarly, 
while Hispanic patients are 18.5% of the population, they were 33% of the 
population that used the ED for their USC. Not only are the benefits of having 
a USC clear, but the benefits of having a person as a USC seem to outweigh 
those of using a facility, and the benefits of having a clinic as opposed to the 
ED for the location of one’s USC have also been demonstrated.38,69 

Taken together, these finding are concerning and may be contributing to the 
widening gap of healthcare disparities in the U.S. Understanding what is driving 
this lower uptake of USC, and specifically a person USC, in non-Hispanic Black 
and Hispanic populations is an essential component of addressing health 
disparities. Factors that may be contributing to these findings, such as racism 
in healthcare,70,71 higher representation of non-Hispanic Black and Hispanic 
patients in medically underserved areas,72 mistrust of the medical system,27 
and financial barriers to care, should be explored.73  

While non-Hispanic Black individuals are 12.3% of the 
U.S. population, they were 20% of the population 
that uses the ED for their USC.

* OR represents the Odds Ratio. An OR less than 1 represents a lower odds, and OR greater than 1 represents 
a higher odds. CI represents the confidence interval, or the range of values that are observed in the sample. 
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Gender

Male

Female

Age in Years

0-17

18-34

35-49

50-64

65 and older

Education

High school diploma/GED

Less than high school

Post high school

Race-Ethnicity

Non-Hispanic, white

Non-Hispanic, Black

Non-Hispanic, other

Hispanic

Census region

South

Northeast

Midwest

West

Insurance coverage

Private

Medicaid

Medicare

Dual

Not insured

Income

≤100% FPL

100-124% FPL

125-199% FPL

200-399% FPL

≥400% FPL

Data Source: Analyses of Medical 
Expenditure Panel Survey, 2019. 

Notes: USC Type, a four-category 
measure combined from 
HaveUS42, Provty42 and Locatn42. 
No USC includes No USC and 
those who reported Person in 
Facility, and Facility on Provty42 
and Hospital, ED as the USC on 
Locatn42, ** p<0.01, * p<0.05

FIGURE 6

Factors Associated with Likelihood of Having Facility USC versus Person USC

Odds Ratio and 95% Confidence Interval

0 .5 1 1.5 2
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Insurance Coverage and Usual Source of Care

It has long been demonstrated that financial barriers and lack of insurance or 
appropriate coverage are associated with reduced healthcare utilization.73–75 
Table 2 also demonstrates that those without insurance are the highest group 
in the no USC category. Over time, this trend does not seem to have changed. 
Figure 7 shows that from 2000-2020, the uninsured continue to have the 
lowest rates of USC and the Medicare population the highest. Of the insured, 
privately insured populations have the lowest rates of USC. When holding 
demographic variables constant, Table 3 shows that the uninsured have a much 
lower chance of having a USC than those with private insurance (OR 0.26, 
95% CI 0.22-0.31). But those with Medicare and dual-eligible beneficiaries 
had a much higher chance of having a USC than those with private insurance 
(Medicare OR 2.34, 95% CI 1.80-3.03, Dual OR 2.16, 95% CI 1.67-2.80). This is 
likely because these patients have higher rates of chronic disease and greater 
overall healthcare needs, making them more likely to seek care

An important group to consider when examining the impact of insurance on 
USC is Medicaid beneficiaries. Compared to privately insured individuals, the 
odds of having a USC for Medicaid beneficiaries is not statistically different 
(Table 3).** Furthermore, when examining the type of USC, there is no statistical 
difference in the odds of using a facility USC as opposed to a person USC 
between Medicaid beneficiaries and the privately insured. These findings are 
interesting given reports of the lack of physicians who take Medicaid in many 
states.76 The success of the health center program in improving access to care 
for Medicaid patients may partially explain the discrepancy between Medicaid 
acceptance by physicians, and the odds of having a USC for Medicaid patients 
in this study.77 

Looking at the data slightly differently and examining the location where all 
patients report getting their care, a different story emerges. In Table 4 those 
who report the ED as their USC are no longer excluded from the data and 
the location for USC for all respondents is examined. This time, Medicaid 
beneficiaries were disproportionately represented in the ED; they are 19.2% of 
the population but 38.5% of the population using the ED as the location of their 
USC (Table 4). Given that this is a medically vulnerable population, the potential 
lack of continuity and access that use of the ED signifies, could be particularly 
troublesome for their health. 

** Note this finding differs from MACPAC’s finding reported in “Access in Brief: Adults’ Experiences in 
Accessing Medical Care, November 2021. This may be the result of using different data sets which ask the 
USC question differently, and using different statistical methods.
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TABLE 4

Distribution of Patient Demographics Among Respondents Who Reported Having USC (3 Types) 
by Location

Characteristics
Weighted Frequencies Ambulatory Clinic Hospital Outpatient Dept. Emergency Department

Number Percent Number Percent Number Percent Number Percent 

Gender

Male  160,438,309  49.0  3,916  45.1  2,573 47.7 48 56.5

Female  166,958,384  51.0  4,846  54.9  2,908 52.3 44 43.5

Age in Years

0-17  73,727,901  22.5  2,176  25.3  1,436 25.5 17 16.8

18-34  74,014,196  22.6  1,008  13.7  825 16.9 31 35.0

35-49  60,895,613  18.6  1,239  15.1  987 19.2 24 29.1

50-64  62,784,113  19.2  1,935  22.7  1,066 19.1 9 8.9

65 and older  53,365,824  16.3  2,404  23.2  1,167 19.2 11 10.2

Age missing  2,609,046  0.8 

Education

Less than high school  69,333,979  21.2  1,888  19.7  1,413 23.3 29 26.7

High school diploma/GED  71,910,871  22.0  1,964  19.9  1,220 20.4 22 24.5

Post high school  186,151,843  56.9  4,910  60.4  2,848 56.3 41 48.9

Race/Ethnicity

Non-Hispanic, white  195,488,622  59.7  5,509  68.1  2,754 55.3 28 34.8

Non-Hispanic, Black  40,181,245  12.3  1,112  10.2  771 12.5 20 19.2

Non-Hispanic, other  31,270,321  9.6  729  8.8  507 10.5 11 9.9

Hispanic 60,456,506  18.5  1,412  12.9  1,449 21.8 33 36.1

Census Region

South 123,618,384  37.8 3359  39.3  1,510 27.1 31 35.4

Northeast 55,606,889  17.0 1647  19.4  460 9.2 19 18.6

Midwest  67,846,622  20.7 1866  22.5  1,606 26.5 17 19.1

West  77,715,752  23.7 1890  18.8  1,905 37.2 25 26.9

Region missing  2,609,046  0.8 

Insurance Coverage

Private  179,577,104  54.9  4,052  54.1  2,524 53.4 24 32.6

Medicaid  62,808,196  19.2  1,802  17.4  1,410 21.3 42 38.5

Medicare  52,164,106  15.9  2,246  22.5  1,075 18.1 9 9.2

Dual  9,980,812  3.0  455  3.6  272 4.0 4 3.2

Other public  2,252,171  0.7 13

Not insured  20,614,305  6.3  207  2.3  200 3.2 16.5

Income

≤100% FPL  38,503,317  11.8  1,253  10.2  892 11.5 32 29.6

100-124% FPL  14,187,888  4.3  395  3.6  292 4.8 3 3.2

125-199% FPL  42,582,818  13.0  1,221  12.5  904 14.6 10 10.8

200-399% FPL  95,561,706  29.2  2,425  28.3  1,590 29.0 25 30.3

≥400% FPL  136,560,964  41.7  3,468  45.3  1,803 40.1 22 26.1

Data Source: Analyses of Medical Expenditure Panel Survey, 2019. 

Notes: USC Type, a four-category measure combined from HaveUS42, Provty42 and Locatn42. No USC includes No USC and those who reported Person in 
Facility, and Facility on Provty42 and Hospital, ED as the USC on Locatn42, ** p<0.01, * p<0.05
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Associations Between Usual Source of Care and  
Healthcare Utilization

The 2019 National Health Interview Survey, which includes data on wellness 
visits, was used to examine associations between “routine check-ups” and 
USC. The odds of having a routine checkup, where preventive screenings and 
immunizations are typically ordered or administered, was significantly higher 
for patients with a USC (OR 3.09, 95% CI 2.78-3.43), even after adjusting for 
demographic factors, self-reported health status, and number of office-based 
visits (OR 2.85, 95% CI 2.56-3.18) (Table 5). 

When looking at ED visits and hospitalizations, the results are slightly more 
complicated. Using the MEPS data, those with a USC had a higher likelihood 
of ED visits (OR 1.64, 95% CI 1.46-1.84) and hospital admissions (OR 2.12, 
95% CI 1.79-2.52). This phenomenon may be explained by the fact that 
healthier patients are less likely to have a USC67 and also less likely to use the 
ED. Similarly, patients with multiple comorbidities are more likely to have a 
USC, but also more likely to end up in the ED. In fact, when controlling for 
demographic factors, self-reported health status, and number of office visits to 
examine whether it is having a USC or other factors that are impacting ED use, 
the association between ED use and USC is no longer significant. 

FIGURE 7

Percent U.S. Population with USC by Insurance Coverage
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LIMITATIONS

There are several limitations to consider in the analysis in Section 2. First, the 
sources used patient — or parent-reported data. Patients themselves may have 
trouble recalling important details about their USC or may not understand the 
questions. Second, there was a break in the MEPS data in 2018 where the USC 
questions were changed. For this reason, direct comparisons between the pre-
2018 and post-2018 data may not be reliable. Nonetheless, trends over the last 
two decades regarding the USC seem to be consistent, and it is unlikely that the 
way the question is now asked impacted those trends. Third, for the preventive 
care associations, the NHIS data were used instead of MEPS, because MEPS 
stopped reporting preventive care from 2017 onwards. Similarly, for the state 
maps, we used BRFSS data on USC and not MEPS, since MEPS did not provide 
state-level data in their public use files. Finally, although nurse practitioners and 
physician assistants are an important component of the primary care workforce, 
they are not well represented in the data. This may be because patients are not 
aware that their clinician is an NP or PA and report them as a physician instead. 
More accurate data collection regarding clinician type will be important in 
understanding the entire team’s contribution to USC for patients. 

TABLE 5

Association between USC and Use of Healthcare services

Odds ratio
95% Confidence 

Interval
Adjusted  

Odds ratio
95% Confidence 

Interval

Routine Check-up/
Wellnesss Visit 

No USC

USC 3.09** (2.78 - 3.43) 2.85** (2.56 - 3.18)

Any ED Visit
No USC

Have USC 1.64** (1.46 - 1.84) 1.09 (0.97 - 1.23)

Any Hospital Admission
No USC

Have USC 2.12** (1.79 - 2.52) 1.06 (0.87 - 1.28)

Data Source(s): Analyses of National Health Interview Survey, 2019.  Adult Survey for wellness visit and Medical Expenditure Panel Survey , 2019 for ED 
visits and Hospital Admission. Controlled for age, gender, race-ethnicity, region, income, education, insurance, health status and , number of office-based 
visits (ED and Hospital admissions only)
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CONCLUSION

These findings taken together point to the fact that both USC and person USC 
are on the decline. For some populations, this may be more consequential. Most 
of the data points to less USC for non-Hispanic Black and Hispanic patients. 
Where these populations do have a USC, the USC is less likely to be a person 
and they tend to be seen in the ED as opposed to an outpatient clinic. 

The age differences seen in USC deserves attention. It is unclear if the lack of 
USC in the 18-34 age group is a product of their current health and lifestyle 
needs, or if it is a life-long trend. If this move away from USC in the young is 
a trend, will it result in a change in the landscape of primary care delivery or is 
it in response to the rise of alternative sources of care such as retail clinics78,79 
and the proliferation of medical advice on the internet? On the other end of the 
age spectrum, while most individuals over 65 do have a USC, there has been a 
near doubling in the percentage of those who do not and a 10% USC decline 
for those with Medicare/Medicaid coverage dual coverage. It is unclear what is 
contributing to these troubling trends.  
 

It is unclear if the lack of USC in the 18-34 age group 
is a product of their current health and lifestyle 
needs, or if it is a life-long trend. 

 
Finally, the data reported here is only through 2020. Continuing to track USC 
during and after the COVID-19 pandemic will be important to understand if 
patient attitudes about and need for a USC have shifted and if existing race/
ethnicity disparities in USC were further exacerbated by the pandemic. It will 
also be critical to understand how primary care office closures and over-run 
hospitals and EDs, as well as the pivot to telehealth may have affected the 
ability of Americans to avail themselves of their USC. 
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SECTION 3

Potential Solutions to 
Declines and Disparities 
in Usual Source of Care

Given significant differences across demographic groups in USC, as well as 
differences across public and private insurance, there is no single solution 
to addressing the 10% decline in USC and persistent disparities in race and 
ethnicity. Young and healthy populations may value the access and convenience 
that retail clinics provide over establishing an ongoing relationship with primary 
care,80 although we need further research to understand whether the reported 
USC decline in young adults will hold as this population ages and what the 
implications are for their health and well-being. 

The types of solutions fall into four main categories:

 z Enhancing the value proposition for having a USC;

 z Reforming how and how much primary care is paid to support better 
access to a USC;

 z Changing health plan design to facilitate establishing and maintaining 
a USC; and 

 z Putting workforce policies in place that attract and retain primary care 
clinicians and that increase the diversity of the workforce.  
 
 

Given significant differences across demographic 
groups in USC, as well as differences across public 
and private insurance, there is no single solution to 
addressing the 10% decline in USC and persistent 
disparities in race and ethnicity. 
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ENHANCING THE VALUE PROPOSITION FOR 
USUAL SOURCE OF CARE 

Primary care practices are making changes to enhance communication, access, 
and convenience, which may contribute to an enhanced value proposition for 
USC. They are incorporating patient portals to allow more patient contact 
without requiring a visit. They have broadened care modalities including video 
and phone (particularly during the COVID-19 pandemic). And a more limited set 
of practices have built out teams that proactively reach out to patients and/or 
provide more ready access. 

Patient portals may support ongoing patient-clinician relationships and 
engagement; questions can be easily answered, lab results and next steps can 
be shared, and communication can flow bi-directionally without a visit.81,82 
Increasingly, it appears that practices are taking steps to provide hybrid 
care, with both in-person and remote visits. These were supported by health 
plan design changes and Medicare rule changes during the COVID-19 public 
health emergency.83 

Telehealth has enabled access to mental health services and routine chronic 
care visits, and surveys suggest that this is popular both with patients and 
clinicians.84 The future is hybrid for primary care,85,86 but financing needs to 
be aligned. The ideal solution is to pay for such care in a prospective payment 
instead of creating a parallel virtual-fee schedule, which adds complexity, 
perpetuates undervalued primary care services, and undermines effective 
team building. The choice of modality should be driven by clinician and patient 
preference and clinical appropriateness, not payment levels.87 

 

 

Primary care practices are making changes to 
enhance communication, access, and convenience, 
which may contribute to an enhanced value 
proposition for USC.  

These innovations in primary care need to continue to be scaled up; however, the 
value proposition may still not be enough to overcome the tradeoffs and barriers 
patients face when they are considering establishing or maintaining a USC. More 
research is needed to understand what younger and healthier adults want from 
primary care, as their USC percentage is low and fell 8% between 2014 and 2019. 
Also, we need to know why the percentage of older Americans with no USC rose 
— 5.9 % to 9.7% — during this same period and why the percentage of those with 
dual coverage and no source of care increased nearly 10%. 
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This research needs to be coupled with policy efforts to address structural 
issues that are an impediment to a USC. Our analysis indicates that while 
insurance coverage increases the likelihood of having a USC substantially, 
disparities remain across race, ethnic groups, and income level even among 
those with insurance coverage. Moreover, privately insured survey respondents 
are more likely to lack a USC, followed closely by Medicaid beneficiaries, 
when compared to those with Medicare or with both Medicare and Medicaid 
coverage. (See Figure 7). 

From the primary care perspective, the value proposition for increasing USC 
may not be strong enough for practices to take steps that will enhance the 
relationship if they are not adequately compensated for communication 
outside of the visit, for virtual visits, or to support a broader care team. 

Finally, USC should become a standard metric for the federal government, 
states, and employer coalitions in measuring the health of the primary care 
platform. A private sector effort is underway at the Robert Graham Center, 
with support from Milbank Memorial Fund and the Physicians Foundation, to 
establish such a scorecard. Their intent is to include USC in that report. Given 
the range of USC across states — from 66 to 88% — state leaders should 
understand how this metric may vary by county, insurance product/status, 
and demographic group, and the implications for their populations. 

PAYMENT REFORM: CHANGING HOW WE PAY AND 
HOW MUCH WE PAY 

The first recommendation in the 2021 NASEM primary care report focuses 
on payment as a key lever to strengthen, transform, and increase the supply 
of primary care.6 More robust primary care across all geographies is one 
mechanism to support USC. Specifically, NASEM and other experts recommend 
moving primary care to hybrid payment,88,89 a mix of prospective and fee-for-
service payment, and through this mechanism, investing more in primary care. 

There is considerable room for innovation in primary care payment. According to 
a recent American Medical Association (AMA) survey, 70% of physician revenue 
came from fee-for-service in 2020 — a percentage virtually unchanged since 
2012, and capitated payments as a percentage of revenue grew very modestly 
over this period.90 Further, U.S. investment in primary care is 5-7%, considerably 
lower than the spending by high-income European counterparts.91 Primary care 
payment rates also differ across payers, with PCPs in Medicaid receiving, on 
average, a third less than those providing care to Medicare beneficiaries92,93 and 
those providing care to the commercially insured receiving a premium of 30% 
over Medicare rates.94 There is evidence that increasing provider rates in Medicaid 
leads to increases in the number of clinicians taking Medicaid patients,95 which 
could enhance USC for low-income populations and ethnic/racial minorities. 
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Primary care innovators who are paid via hybrid or capitated payments through 
direct contracting with employers, accountable care organization (ACO) entities, 
MA contracts and other arrangements are incentivized to achieve better 
patient outcomes.96 In some cases, they are building out teams to provide more 
comprehensive services, leveraging virtual and other technologies to increase 
access and convenience, enhancing their connection to patients via longer visits, 
more patient touches, and group visits, and offering care navigation and referral 
services, among other care delivery reforms.97,98 

There are some data to suggest that these innovations enabled by payment 
reforms are resulting in higher levels of USC. A KFF analysis51 of 62 studies 
comparing MA and traditional Medicare did not find many differences overall; 
however, beneficiaries enrolled in MA plans were between 0.9% and 4.0% 
more likely to have a USC, depending on the study, year, and data, than their 
counterparts in traditional Medicare. They also were more likely to receive 
preventive care, including wellness visits, vaccines, and screenings.51 

There are little available data beyond organizational websites to know if 
primary care innovators focused on the commercial population are also 
enhancing USC. Many emphasize that they have more frequent patient 
interactions. Firefly, an all-virtual primary care platform, states that they 
average 48 clinical touches a year.99 

In addition to the population health, equity, and cost reduction benefits of a 
USC, an ongoing relationship is a necessary underpinning of hybrid/capitated 
payment. Clinicians need to be responsible for the management of a panel 
of patients who are attributed to them under such payment models with 
accountability measures in place to track outcomes. 

Both public and private sector leaders must offer new opportunities for primary 
care practices to pivot to hybrid payment, align their efforts, and commit 
to greater investment through these models. While welcome, current, and 
anticipated models from CMS through its Center for Medicare and Medicaid 
Innovation are not sufficient to substantially move the needle on payment reform. 
Medicare should consider a hybrid option within the Medicare Shared Savings 
Program, for example.100 Medicare ACOs already serve 11 million beneficiaries, and 
their performance improves with experience in the program, making it an ideal 
way to innovate and attract more primary care practices to form and join ACOs. 
Similarly, CMS should collect data and permit more research on the link between 
primary care hybrid/capitated models in MA and key patient outcomes. 

Federal Medicaid leaders should consider what they can do to encourage 
payment innovation at the state level. Our analysis indicates Medicaid enrollees 
are less likely to have a USC than any other insured group we analyzed. Also, 
more employers should learn from the California Quality Collaborative, a 
partnership between Purchaser Business Group on Health and the Integrated 
Healthcare Association, who signed an memorandum of understanding with 
six health plans to expand investment in primary care and improve access to 
advanced primary care through aligned alternative payment models.101 
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CHANGING BENEFIT DESIGN TO SUPPORT  
USUAL SOURCE OF CARE

Private and public purchasers should ensure plan design features do not 
impede the ability of all enrollees to select a primary care clinician during 
open enrollment, find one that meets their individual needs, and establish and 
maintain regular access to care. 

To encourage enrollees to select a USC, provider directories must be up to date, 
provide information on language and race/ethnicity concordance, and offer a 
number of practices taking new patients close to a patient’s home or office. 
These operational policies, however, are unlikely to be sufficient for all enrollees. 
Purchasers can use nudges from behavioral economics, such as incentives for 
establishing a USC and getting appropriate screenings or other preventive care. 
Some purchasers assign a primary care clinician if a patient does not select one 
after multiple reminders and sufficient time. This is obviously less than ideal, 
but it is recommended if the patient is not locked in and can later shift to a 
primary care clinician of choice within the network.

Purchasers such as Covered California require their health plans to assign 
patients to a primary care clinician across all product types, including PPOs, 
which can be changed by the patient at any time. They have coupled such 
policies with consumer education about the benefits of a regular source of care, 
no co-pays or deductibles for annual primary care wellness visits, and primary 
care visits that are generally not subject to a deductible payment.9,10 

Our analysis suggests that people in lower income households are less likely 
to have a USC than those in higher income households. Employers are testing 
creative solutions to remove financial barriers to getting primary care for 
patients who are in high deductible health plans which, by law, cover primary 
care screenings on a pre-deductible basis but require patients to pay out-
of-pocket for any other primary care services until they hit their deductible. 
Some employers are offering on- or near- worksite clinics or direct primary 
care offerings to incentivize employees to get needed prevention and chronic 
care management services. In 2019, other employers, together with consumer 
advocates and primary care clinicians, won regulatory changes that allow 
pre-deductible coverage of chronic condition care in high-deductible plans with 
health savings accounts.102 In a subsequent survey, 29% of employers with 200 
or more employees and 48% of employers with more than 5,000 said they 

“changed the services or products that individuals with chronic conditions could 
receive without first meeting their deductibles.”103 
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WORKFORCE POLICIES TO ATTRACT, RETAIN, AND 
DIVERSIFY PRIMARY CARE 

In addition to changes in payment policies, there are an array of policies to 
enhance the diversity of the healthcare workforce so that it better matches 
patient race/ethnicity, attract more students to select primary care specialties 
and practice in underserved areas, and support interdisciplinary team-
based care so that practices can most effectively and efficiently provide 
comprehensive primary care services.14 

Unfortunately, the U.S. has made no progress over four decades in the 
representation of non-Hispanic Black and Hispanic students in medical school,13 
although 2021 did see an increase in Black students enrolling.104 More effective 
ways to address this issue may enhance the relationship between patients 
and their primary care clinicians and boost USC for these populations. Most 
analysts agree that pipeline or pathway programs that focus on recruiting 
racial/ethnic minorities into the health professions have the best track record 
and should be the focus, along with greater support of historically black 
colleges and universities (HBCUs).14

To attract students to select primary care and address primary care workforce 
maldistribution, federal and state loan forgiveness programs focused on primary 
care clinicians practicing in rural and underserved areas15 could be made more 
generous, particularly16 as there is an average differential in earnings between 
primary care and subspecialists of approximately $100,000 a year.17 

Pipeline or pathway programs that focus on 
recruiting racial/ethnic minorities into the health 
professions have the best track record and should be 
the focus, along with greater support of HBCUs.

 
Finally, efforts to train primary care clinicians in teams in community settings 
where people “work and live” as recommended by the NASEM report should be 
expanded. The evidence suggests that residents who train in rural and underserved 
settings such as CHCs are much more likely to practice in such settings.18,19 In 
2022, the Federal Government identified $174 million105, 106 in new funding to 
support community health centers in training primary care clinicians in rural and 
underserved communities; this is positive, but it pales in comparison to the over 
$10 billion that Medicare spends to support hospital-based graduate medical 
education programs, which produce relatively too many specialists. One analyst 
found that if academic health centers were held to the same rate as CHCs for 
training physicians, Medicare could save $1.28 billion. These savings could be used 
to train additional primary care clinicians to serve in rural and underserved areas.20 
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Appendix
DATA SOURCES

1. The Medical Expenditure Survey (MEPS) 2016-2019 
public-use data is available for free at https://www.
meps.ahrq.gov/mepsweb/data_stats/download 
data files.jsp. The MEPS is a nationally represented 
survey of US civilian non-institutionalized 
populations. The survey provides national estimates 
of healthcare services utilization and costs in the 
US. The data were collected based on self-reported 
responses. The data were derived from the 
consolidated files. Details are described elsewhere. 
www.meps.ahrq.gov.

2. Behavioral Risk Factor Surveillance System, 2019 
public-use data is available for free at https://
www.cdc.gov/brfss/annual_data/2019/pdf/
overview-2019-508.pdf. Centers for Disease 
Control and Prevention in collaboration with all 
50 states and the District of Columbia conducts 
ongoing health-related telephone surveys. Data 
on health-related risk behaviors, chronic health 
conditions, and use of preventive services are 
collected from the noninstitutionalized adult 
population (≥ 18 years) residing in the United 
States. In addition, health status, healthy days/
health-related quality of life, and healthcare 
access are also included. Each year, states 
administer modules of core questions on several 
health factors, including demographics, health 
status, and chronic disease diagnoses, and 
in addition, choose to participate in optional 
modules. The proportion of adults reporting 
personal doctor by the state was estimated.

3. American Medical Association Masterfile 2020 is 
proprietary data that is updated every quarter. 
It includes current and historical data for more 
than 1.4 million physicians, residents, and 

medical students in the United States. The AMA 
Physician Masterfile includes their age, gender, 
self-reported specialty, practice address, type of 
medical degree (MD or Doctor of Osteopathic 
Medicine, DO), practice type, specialty, and home 
address. The Robert Graham Center geo-codes 
the addresses in the file and ran readily matches 
the addresses of the other geographic data.

4. National Health Interview Survey (NHIS) 2019 
public-use data is available for free at https://
www.cdc.gov/nchs/nhis/data-questionnaires-
documentation.html. The NHIS is a large nationally 
representative cross-sectional survey of the civilian, 
non-institutionalized, US population conducted by 
the Centers for Diseases Control and Prevention, 
and the National Center for Health Statistics. 
NHIS provides national estimates of health status, 
healthcare access, health behaviors, conditions, 
and disability. The data were derived from the 
Sample Adults files to evaluate the factors 
associated with USC and wellness visits.

5. American Community Survey, 2016-2020 five-
year summary files public use data available at 
https://www2.census.gov/programs-surveys/
acs/summary_file/2020/data/5_year_entire_sf/. 
This is a demographic survey program conducted 
by the United States Census Bureau. Summary 
files provide estimates for social, economic, 
housing, and demographic data for a single 
geographic area. ACS is the main source of 
comparable, quality information about the people 
in all our communities. The data are used to 
primarily allocate funding and resources, track 
demographic changes, plan for emergencies, and 
study local communities.
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METHODOLOGY

We used the Medical Expenditure Panel Survey 
(MEPS) data to (1) assess the trends in the usual 
source of care (MEPS, 2000-2020), (2) assess factors 
associated with having USC versus no USC (MEPS 
2019), (3) evaluate what patient characteristics 
predict person USC versus a person in facility USC and 
person USC versus facility USC (MEPS 2019), and (4) 
investigate the association between ED utilization and 
hospitalization and the USC (MEPS 2019). 

MEASURES

Three variables HaveUS42, Provty42, and Locatn42, were 
used in defining the USC type. We used responses from 
HaveUS42 and Locatn42 to construct the dichotomous 
variable have USC and no USC. No USC category 
included respondents who reported no USC and those 
who reported the hospital ED as their USC location. 
We also created a four-category USC measure using 
responses from three measures of USC 1. Person USC, 2. 
Person-in-facility USC, 3. facility USC and 4. No USC. 

STATISTICAL ANALYSES

Stata 17.0 was used for all statistical analyses. First, we 
calculated the percentage of USC by year. Second, we 
ran summary statistics of all patient sociodemographics 
(gender, age, race-ethnicity, education, income, insurance 
coverage, and census region of residence), by USC type. 
Third, we performed logistic regressions to examine 
sociodemographic factors associated with having 
USC and no USC. Fourth, we conducted multinomial 
regression models to explore patient characteristics 
associated with the person vs. person-in-facility USC 
and person vs. facility USC. Finally, we evaluated the 
association between USC and the outcomes (ED visits 
and hospitalizations). We also used the National Health 
Interview Survey to examine the relationship between 
USC and wellness visits. We adjusted for patient 
sociodemographic characteristics listed previously in all 
the regression models.

Using Behavioral Health Risk Factor Surveillance 
System (BRFSS 2020), American Medical Association 
(AMA) Masterfile (2020), and American Community 
Survey (2020) we investigated the association between 
USC and primary care physicians’ density we used First; 
we calculated the percent of the adult population with 
USC in each state. We then calculated the total number 
of primary care physicians (family physicians, general 
practitioners, pediatricians, and geriatricians) in each 
state. Then we divided the total counts of primary care 
physicians by the total population in the state and 
multiplied the quotient by 100,000 to obtain primary 
care physicians per 100 000. We used scatterplots to 
display the relationship between USC and the number 
of PCP per 100,000.
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APPENDIX TABLES

TABLE 6

Factors Associated with Likelihood of Having Person in a Facility USC Versus Person USC  
and Facility USC versus Person USC      

Characteristics
Person in a Facility USC vs.Person USC  Facility USC vs.Person USC

Odds Ratio 95% Confidence Interval Odds Ratio 95% Confidence Interval

Gender

Male

Female 1.08* (1.00 - 1.17) 0.94 (0.86 - 1.03)

Age in Years

0-17

18-34 0.69** (0.57 - 0.82) 1.05 (0.87 - 1.28)

35-49 0.78* (0.63 - 0.96) 0.94 (0.75 - 1.19)

50-64 0.65** (0.53 - 0.81) 0.48** (0.38 - 0.61)

65 and older 0.57** (0.42 - 0.78) 0.39** (0.26 - 0.60)

Education

Less than high school

High school diploma/GED 0.96 (0.81 - 1.13) 1.07 (0.87 - 1.30)

Post high school 0.91 (0.80 - 1.02) 0.82** (0.71 - 0.95)

Race/Ethnicity

Non-Hispanic, white

Non-Hispanic, Black 0.94 (0.77 - 1.15) 1.33* (1.04 - 1.70)

Non-Hispanic, other 0.70** (0.55 - 0.89) 0.89 (0.67 - 1.17)

Hispanic 0.84 (0.70 - 1.02) 1.31* (1.05 - 1.64)

Census Region

South

Northeast 0.65** (0.52 - 0.81) 0.58** (0.46 - 0.74)

Midwest 0.88 (0.67 - 1.16) 0.78 (0.57 - 1.07)

West 1.14 (0.91 - 1.42) 1.55** (1.19 - 2.02)

Insurance Coverage

Private

Medicaid 1.00 (0.82 - 1.22) 1.05 (0.83 - 1.33)

Medicare 1.18 (0.90 - 1.54) 0.80 (0.56 - 1.14)

Dual 1.25 (0.91 - 1.71) 0.90 (0.58 - 1.39)

Not insured 0.94 (0.62 - 1.42) 1.42 (0.93 - 2.19)

Income

≤100% FPL

100-124% FPL 1.05 (0.76 - 1.45) 1.17 (0.82 - 1.67)

125-199% FPL 0.94 (0.74 - 1.18) 0.93 (0.71 - 1.22)

200-399% FPL 0.93 (0.75 - 1.15) 0.92 (0.73 - 1.17)

≥400% FPL 0.97 (0.77 - 1.22) 0.98 (0.75 - 1.27)

Constant 4.91** (3.57 - 6.73) 2.61** (1.85 - 3.67)

Observations 14,892 9,993

Source: Analyses of Medical Expenditure Panel Survey, 2019. USC Type, a four-category measure combined from HaveUS42, Provty42 and Locatn42.  No USC 
includes No USC and those who reported Person in Facility  and Facility on Provty42 and Hospital, ED as the USC on Locatn42 , ** p<0.01, * p<0.05   
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TABLE 7

Factors Associated with ED Use and USC

Variables Odds Ratio 95% Confidence Interval Odds Ratio 95% Confidence Interval

No USC

Have USC 1.64** (1.46 - 1.84) 1.09 (0.97 - 1.23)

>200% FPL

<200% FPL 1.32** (1.18 - 1.48)

Excellent

Very Good 1.11 (0.98 - 1.26)

Good 1.50** (1.33 - 1.70)

Fair 2.36** (1.99 - 2.80)

Poor 3.58** (2.84 - 4.53)

# Office-based physician visits - 0

# Office-based physician visits 1-3 2.10** (1.85 - 2.37)

# Office-based physician visits 4-9 3.12** (2.70 - 3.61)

# Office-based physician visits 10-1000 5.34** (4.57 - 6.24)

South

North East 0.94 (0.82 - 1.07)

Midwest 1.07 (0.95 - 1.22)

West 0.87* (0.76 - 0.99)

Male

female 1.04 (0.96 - 1.14)

Private

Medicaid 2.04** (1.76 - 2.37)

Mediciare 1.54** (1.20 - 1.99)

Dual 1.92** (1.50 - 2.46)

Uninsured 1.27* (1.03 - 1.57)

White, Non-Hispanic

Black, Non-Hispanic 1.15* (1.01 - 1.30)

Other, Non-Hispanic 0.82* (0.69 - 0.98)

Hispanic 0.81** (0.71 - 0.94)

<12 Years

HS/GED 0.78** (0.69 - 0.89)

Post HS 0.79** (0.70 - 0.88)

0-17

18-34 1.32** (1.12 - 1.54)

35-49 1.09 (0.92 - 1.30)

50-64 1.02 (0.86 - 1.21)

65 or more 1.01 (0.77 - 1.33)

Constant 0.12** (0.11 - 0.13) 0.04** (0.04 - 0.06)

Observations 26,741 26,741

Source: Analyses of Medical Expenditure Panel Survey, 2019. USC Type, a four-category measure combined from HaveUS42, and Locatn42. No USC includes 
No USC and those who reported and Hospital, ED as the USC on Locatn42. ** p<0.01, * p<0.05
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TABLE 1

Trends in Percent US population with USC by Payer type

Year Private Medicaid Medicare Dual Uninsured

2000 83.4 86.1 93.4 93.4 54.0

2001 84.0 84.1 93.8 89.2 52.3

2002 83.9 83.9 94.0 91.6 49.8

2003 84.3 84.3 93.9 89.4 47.0

2004 83.1 86.3 93.8 92.0 47.9

2005 83.0 84.3 93.9 88.4 48.3

2006 83.8 84.7 94.1 92.2 48.2

2007 82.4 83.8 93.6 92.0 47.0

2008 81.6 84.0 93.4 87.4 46.2

2009 82.6 83.7 93.1 91.5 44.7

2010 83.3 84.0 93.3 93.3 45.5

2011 83.2 84.8 93.3 92.5 45.8

2012 82.0 85.1 92.9 92.4 43.6

2013 82.4 82.5 93.5 93.1 45.1

2014 81.4 82.8 94.2 92.2 44.5

2015 80.5 82.5 93.2 91.1 47.4

2016 79.4 82.2 92.4 91.7 47.2

2017 79.4 82.1 93.0 89.3 43.0

2018 76.1 78.2 91.9 87.7 39.7

2019 74.6 76.8 90.7 86.7 34.3

2020 76.8 78.8 89.9 81.5 38.5

Source: Analyses of Medical Expenditure Panel Survey , 2000-2020
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TABLE 8

USC % by State 2020

State State_abbrev STFIPS PCPper100kpop USC_pct

Alabama AL 01 62 69

Alaska AK 02 97 57

Arizona AZ 04 63 66

Arkansas AR 05 65 71

California CA 06 82 69

Colorado CO 08 83 67

Connecticut CT 09 81 78

Delaware DE 10 71 76

District of Columbia DC 11 123 69

Florida FL 12 72 65

Georgia GA 13 64 69

Hawaii HI 15 95 73

Idaho ID 16 63 67

Illinois IL 17 76 75

Indiana IN 18 64 73

Iowa IA 19 70 77

Kansas KS 20 72 71

Kentucky KY 21 60 74

Louisiana LA 22 65 71

Maine ME 23 105 82

Maryland MD 24 89 80

Massachusetts MA 25 99 82

Michigan MI 26 78 82

Minnesota MN 27 85 70

Mississippi MS 28 50 64

Missouri MO 29 68 70

Montana MT 30 78 63

Nebraska NE 31 72 75

Nevada NV 32 57 60

New Hampshire NH 33 82 84

New Jersey NJ 34 83 73

New Mexico NM 35 74 67

New York NY 36 82 73

North Carolina NC 37 68 65

North Dakota ND 38 72 64

Ohio OH 39 73 72

Oklahoma OK 40 58 70

Oregon OR 41 92 73

Pennsylvania PA 42 78 78

Rhode Island RI 44 95 81

South Carolina SC 45 64 70

South Dakota SD 46 74 70

Tennessee TN 47 67 72

Texas TX 48 59 62

Utah UT 49 57 69

Vermont VT 50 111 80

Virginia VA 51 74 70

Washington WA 53 83 70

West Virginia WV 54 75 77

Wisconsin WI 55 76 79

Wyoming WY 56 65 63
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