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The issue of how to address the acknowledged shortage of primary care physicians is 
at the center of many health policy questions. One question that has been discussed 
with increasing frequency is whether nurse practitioners are the solution. In my 
judgment, nurse practitioners are a part of the answer, but not the whole answer, as 
some have suggested. 
 
Primary care serves four important functions in the delivery of health care: (1) first 
contact access for each new medical need, (2) long-term, person-focused (not 
disease-focused) care, (3) comprehensive care for the majority of a person’s health 
related needs, and (4) coordination of care when it must be sought elsewhere [1]. 
Primary care physicians are the only medical professionals who provide patient-
centered, integrated, accessible health care that addresses the large majority of 
patients’ needs in the context of a sustained partnership with the patient and the 
community [2]. Such comprehensive and coordinated care yields improvement in 
health-related outcomes at reduced expense [3]. Primary care physicians account for 
52 percent of annual office visits made to physicians, although they comprise only 
35 percent of the physician work force [4, 5]. 
 
Starfield et al. have demonstrated that primary care services—whether measured in 
terms of primary care physician supply, source of primary care delivery, or the 
components of primary care that are utilized—reduce morbidity and mortality [3]. 
Furthermore, they found that primary care is more often associated with more 
equitable distribution of health resources than specialty care and with improved 
outcomes at reduced cost. 
 
The contributions of primary care to improvements in many aspects of population 
and individual health are well documented. In addition to the health benefits, there 
are reductions in health system costs and in disparities in health across population 
subgroups. These findings are robust over time and across areas and health systems. 
International comparisons show that countries with health systems based on strong 
primary care have better health at lower costs [3]. 
 
Being under the care of a primary care physician is associated with improved health 
outcomes in cancer, heart disease, stroke, infant mortality, low birth weight, and life 
expectancy [4]. To quantify this relationship, an increase of one primary care 
physician per 10,000 population is associated with an average mortality reduction of 
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5.3 percent as well as a reduction in cost [4, 6]. Patients who have a personal primary 
care physician (rather than a specialist as a personal physician) have 33 percent 
lower health costs and a 19 percent lower mortality rate, even when results are 
adjusted for age, sex, ethnicity, insurance status, reported diagnoses, and smoking 
status [7]. Finally, when evaluating Medicare data, Baicker and Chandra found that 
states with more primary care physicians per capita had lower per capita cost and 
higher quality care [6]. The opposite was seen in states with more specialists per 
capita. 
 
Policy discussions about ways to increase the primary care physician workforce have 
considered utilizing nurse practitioners to address the shortage of primary care 
physicians. Nurse practitioners are part of the answer, but they are not the solution. 
Although nurse practitioners provide some types of care that primary care physicians 
do, their training is very different. There are limits to a nurse practitioner’s ability to 
deliver the full-service, comprehensive care delivered by primary care physicians. 
 
A 2004 Cochrane review attempted to assess patient health outcomes when nurses 
were substituted for primary care physicians [8]. They found that nurse practitioners 
received high scores in patient satisfaction, but studies of outcomes were limited and 
had methodological problems. Of the studies reviewed, more than half occurred in 
the 1960s and 1970s, and only four were recent (the latest was in 2001). The 
Cochrane reviewers opined that all studies had methodological shortcomings, most 
notably a lack of statistical power [8]. The reviewers concluded that, although the 
findings “suggested” that nurses may produce care of the same quality as primary 
care physicians, their conclusions should be “viewed with caution given that only 
one study was powered to assess equivalence of care, many studies had 
methodological limitations, and patient follow-up was generally 12 months or less” 
[8]. By comparison, the studies cited above on outcomes in primary care have 
demonstrated improved patient outcomes with an increased primary care physician 
workforce [4, 6]. 
 
Some assume that, for those who claim nurse practitioners’ care is not equal to that 
delivered by primary care physicians and that, therefore, NPs are not the answer to 
the primary care workforce shortage, the matter is a turf issue. It is not. Setting the 
lack of outcomes research aside, nurse practitioners themselves do not have the 
workforce necessary, based on full time equivalents (FTEs), to provide the amount 
of care that will be needed as the population ages and the chronic disease burden 
increases. 
 
Robert C. Bowman, professor of family medicine at the A.T. Still School of 
Osteopathic Medicine in Mesa, Arizona, has published numerous articles on 
physician workforce issues, especially as they relate to rural medicine. He also 
maintains large public data sets and research literature on primary care workforce 
issues [9]. Bowman has found that, since 2004, the number of nurse practitioners 
entering primary care has declined by 40 percent (as has the number of physicians 
entering primary care) [10]. Moreover, a nurse practitioner who enters primary care 
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now spends an average of 3 standard primary care years, a decline from the 9 
standard primary care years common a decade ago [10, 11]. This compares to 29.3 
standard primary care years for a family medicine residency graduate [11]. The 
standard primary care year is based on a number of variables including time spent in 
primary care delivery, active years in career, and time remaining in career [12]. 
Nurse practitioners spend only 33 percent of their careers in primary care, compared 
to 90 percent for family physicians [11, 12]. Based on such workforce studies, it 
would take 10 nurse practitioners to equal the contribution of one family medicine 
resident [11]. 
 
The benefits of primary care physicians to patients and society are clear. The current 
predicament of the primary care physician workforce and the need to care for 
patients with ever-increasing chronic care needs demand a solution. Fortunately, 
there is a solution. The answer lies in a team-based approach that includes primary 
care physicians, nurse practitioners, and others working together—the patient-
centered medical home. 
 
The patient-centered medical home (PCMH) was first described by the American 
Academy of Pediatrics in 1967 [13]. For the last few years, the PCMH concept has 
been the focal point of primary care redesign and encompasses joint principles 
agreed to in 2007 by the American Academy of Family Physicians, American 
Academy of Pediatrics, American College of Physicians, and American Osteopathic 
Association [14]. These principles are: (1) every patient should have a personal 
physician, (2) physicians direct and lead the medical practice, (3) care is coordinated 
and integrated, (4) quality and safety are hallmarks of the PCMH, (5) patient access 
to care is enhanced, and (6) the payment system is reformed to reflect the value of 
primary care services. 
 
There is ample evidence that the principles of the PCMH are able to deliver as 
promised [15-19]. The Group Health Cooperative of Puget Sound found that patients 
cared for in a PCMH had better HEDIS (Healthcare Effectiveness Data and 
Information Set) quality measures and a reduction in hospital admissions [19]. 
Community Care of North Carolina implemented a PCMH for Medicaid patients and 
improved the quality of care for people with asthma and diabetes and reduced 
hospitalizations, cost, and emergency room use [20, 21]. Geisinger Health System in 
Pennsylvania implemented PCMHs in 2007 and, after two years, found 
improvements in prevention and in care for patients with diabetes and coronary 
artery disease [21, 22]. 
 
There is an answer to the primary care physician shortage: the patient-centered 
medical home, where a physician-led health care team, incorporating nurse 
practitioners as vital team members, coordinates care and manages most of the needs 
of the patient.  
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