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Abstract
Many seek to improve the quality of primary care in the United States, particularly for Medicaid patients. This paper revisits the question of 
whether Medicaid patients receive less primary care, such as the length or scope of services per visit, than commercial patients. Analyses of 
2016–2019 National Ambulatory Medical Care Survey data, the most recent available, find there were no significant differences in the average 
length of ambulatory care visits, or of primary care visits in particular, between Medicaid and commercial care, nor differences in the scope, 
based on the number of diagnostic and treatment services, health education topics covered, or the number of medications prescribed in the 
visit. Only small differences were found for uninsured patients. The duration and scope of ambulatory and primary care visits were primarily 
related to the characteristics of patients, visits, and the physicians’ practices. To improve primary and ambulatory care for disadvantaged 
patients, it may be more important to focus on increasing access to care by reducing insurance and cost-related barriers and on broad-based 
efforts to improve quality.
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Introduction
In 2021, a National Academy of Sciences, Engineering, and 
Medicine report recommended strategies to improve primary 
care services in the United States.1 There has been special inter-
est in improving primary care in Medicaid, which serves low- 
income patients who are at greater risk of poor health because 
of their disadvantaged and often marginalized status.2,3

Medicaid payment rates for physicians are typically lower 
than payments from commercial insurance or Medicare4 and 
many physician practices do not accept new Medicaid 
patients.5 This leads to concerns that Medicaid patients might 
receive lower quality care than commercially insured patients. 
Some have speculated that higher use of emergency depart-
ments by Medicaid patients might be due to lower quality of 
primary care in Medicaid than with commercial insurance.6

Ding and Glied7 found that, although Medicaid patients 
were as likely to receive guideline-based care as 
non-Medicaid patients, they were often concentrated in a 
small number of office-based practices, which were less likely 
to use electronic medical records, which could deter the use of 
more advanced services.

The current study revisits and updates a 2013 paper that ex-
amined data from the 2006–2010 National Ambulatory 
Medical Care Surveys (NAMCS).8 That analysis determined 
there were no significant differences in the average length of 
a primary care visit for Medicaid, commercial, uninsured, or 
community health center patients, and there were scant differ-
ences in the scope of diagnostic, treatment, or health education 
services provided. The length and content of a typical primary 

care visit were essentially equivalent for safety net and non– 
safety net patients, even for the uninsured.

The current paper revisits the topic using data from the 
2016–2019 period, the most recent data available. Since 
2010, the health environment has changed greatly: the 
Affordable Care Act was implemented and Medicaid eligibil-
ity expanded in most states. There were some concerns that 
Medicaid expansions could exacerbate a shortage of primary 
care providers, limiting access.9 One study found that primary 
care access improved in expansion states despite shortages, 
but suggested that providers might have coped with the influx 
of new patients by shortening visits.10

Other important changes since 2010 include the continued 
expansion of managed care, increased use of electronic medic-
al records, the advent of value-based payment systems, and 
consolidation of physician practices into larger health systems. 
The 2016–2019 data used in this paper predate the COVID-19 
pandemic; more recent data are not available.

The length of an ambulatory care visit may be particularly 
important since time is ultimately the most valuable medical 
care resource. The length of a visit is an important measure 
of care quality and is associated with patient satisfaction.11,12

This paper focuses on insurance-related differences in the 
length and content of ambulatory care visits, particularly pri-
mary care, in the 2016–2019 period, as measured by the aver-
age time spent with the physician per visit and the reported 
number of diagnostic and treatment services, health education 
topics, and new medications prescribed. In addition to 
examining differences by source of coverage, we examined 
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differences related to patient, visit, or provider characteristics, 
including differences for primary care and specialty status.

Methods
The study is based on pooled data for nonelderly patients from 
the 2016, 2018, and 2019 NAMCS, administered by the 
Centers for Disease Control and Prevention (CDC). The 
NAMCS identifies nationally representative samples of office- 
based, nonfederal physicians and data are either abstracted 
from medical records reviewed in the offices or abstracted 
from electronic medical records submitted to CDC.13 The 
NAMCS includes data about the length and content of each 
sampled visit, as well as related information about the physi-
cian’s practice. We excluded data from those 65 and older be-
cause of the higher medical needs of elderly patients, almost all 
of whom are covered by Medicare. The sample of physicians 
across the 3 years was 2056, but the subsample for this study 
will be somewhat smaller because we excluded elderly 
patients.

The unit of analysis is an ambulatory medical visit. The sam-
ple includes data abstracted from 20 078 visits: 8164 from pri-
mary care providers, 6486 from surgical specialists, and 5428 
from medical specialists. All analyses are adjusted by 
NAMCS’s visit-based sample weights and survey design 
parameters.

These analyses particularly focus on care provided by pri-
mary care providers. For this study, primary care is based on 
the specialty of the physician as categorized by CDC,14 not 
the nature of specific medical care services; most physicians 
conduct evaluation and management services as well as treat-
ment services. Primary care practices include family medicine, 
general internal medicine, pediatrics, obstetrics/gynecology, 
geriatrics, and related specialties. Surgical specialties include 
general and specialized surgery, orthopedic surgery, and surgi-
cal oncology, while medical specialties include cardiology, 
psychiatry, endocrinology, medical oncology, emergency 
medicine, and others.

On a weighted basis, 57.6% of visits were to primary care 
physicians, 18.1% to surgical specialists, and 24.4% to med-
ical specialists. More than half of the visits (55.8%) were to 
physicians in group practices, 35.8% to solo physicians, and 
8.4% to other practice types (eg, practices owned by a health 
maintenance organization [HMO] or hospital system).

Key outcomes include the following: the length of the ambu-
latory visit (in minutes) that a patient spent with the physician, 

not including waiting time or time spent with non-clinicians; 
number of diagnostic and treatment services (eg, vital signs, 
hemoglobin A1c [glycated hemoglobin] test, X-ray, psycho-
therapy, wound care); number of health education topics 
(eg, tobacco cessation, diabetes, nutrition, exercise, family 
planning, etc); and number of new medications, not including 
prior medications reported in the record.

A key aspect is a comparison by the expected payer for the 
visit: commercial, Medicaid (or Children’s Health Insurance 
Program [CHIP] or another state program), Medicare, other 
insurance (eg, worker’s compensation, veterans), and unin-
sured/self-pay/charity. The expected payer is the source that 
the provider bills for service, although the actual payer may 
differ if the insurer rejects the claim.

Multivariate analyses control for other characteristics of the 
patient, visit, or provider practice. Patient and visit character-
istics include the following: the major reason for the visit (new 
problem, chronic problem [routine], chronic problem [flare 
up], presurgery, postsurgery, and preventive), whether the pa-
tient is a new or existing patient for the provider, the total 
number of chronic conditions noted in the patient’s record, 
the primary diagnosis category (based on the International 
Classification of Diseases, Tenth Revision [ICD-10], code), 
and the patient’s age, gender (as recorded), and race/ethnicity 
(non-Hispanic White, non-Hispanic Black, Hispanic or 
non-Hispanic other). Provider practice characteristics include 
primary care versus surgical specialty versus medical specialty 
and whether the practice is a solo, group, or other practice. To 
account for changes that may have occurred between 2016 
and 2016, whether due to broad practice changes or changes 
in NACMS survey methods, the survey year is also included 
as a covariate.

Most of the multivariate analyses in this paper use ordinary 
least-squares regression methods. In light of the findings from 
Ding and Glied,7 the Supplementary Appendix presents auxil-
iary analyses about factors affecting the availability of elec-
tronic medical records in ambulatory care. This study was 
exempt from human subjects review because it relied on de- 
identified public secondary data.

Results
Length of ambulatory visits
Table 1 presents weighted tabulations of the number and aver-
age length (in minutes) of ambulatory care visits, classified by 
the expected payer and provider type for nonelderly patients. 

Table 1. Weighted number and average length of ambulatory care visits for those under 65 years, 2016–2019.

Minutes with physician

Measure No. of observations Weighted no. of visits Weighted mean SE

Expected source of payment
Commercial insurance 13 042 398.4 mil. 22.17 0.31
Medicare 1053 31.2 mil. 21.18 0.74
Medicaid/CHIP/other state 3228 109.1 mil. 21.82 0.70
Worker’s compensation/other 482 22.3 mil. 28.81 4.26
Uninsured/self-pay/charity 1100 37.2 mil. 25.58 1.32

Provider type
Primary care 8164 361.9 mil. 20.79 0.34
Surgical specialist 6486 113.6 mil. 22.73 0.70
Medical specialist 5428 153.2 mil. 26.37 1.16

Abbreviations: CHIP, Children’s Health Insurance Program; mil., million. 
Source: Pooled 2016, 2018, and 2019 National Ambulatory Medical Care Surveys data.
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In total, there were 598.2 million ambulatory care visits per 
year, of which two-thirds (66.7%) were for commercial insur-
ance, 18.2% Medicaid, 6.2% uninsured, 5.2% Medicare, and 
3.7% worker’s compensation. For Medicaid, commercial, and 
Medicare patients, an average visit with a physician lasted 21– 
22 minutes; the average length was slightly longer for other/ 
worker’s compensation and uninsured/self-pay/charity visits. 
The average visit with a primary care provider was 21 mi-
nutes, 22 minutes for surgical specialists, and 26 minutes for 
medical specialists. Differences are more rigorously examined 
in multivariate analyses that control for patient, visit, and 
practice characteristics.

Table 2 presents results from multivariate regression models 
of factors associated with the length of the visit. Model 1 ex-
amines all ambulatory care visits pooled together, including 
primary care providers and medical and surgical specialists, 
while model 2 is solely for visits to primary care providers. 
In model 1, the pooled model, there were no significant differ-
ences in the average visit length associated with Medicaid, 
commercial, or uninsured status, after controlling for patient, 
visit, and practice characteristics. However, the length of an 
ambulatory visit was approximately 2 minutes shorter for 
nonelderly Medicare patients in the pooled model. Visits to 
medical specialists were approximately 4 minutes longer 
than for primary care providers, but there were no significant 
differences for surgical specialists.

In model 2, for primary care provider visits only, there were 
no significant insurance-related differences in the length of pri-
mary care visits, even Medicare visits, after controlling for oth-
er factors.

Characteristics of patients and visits were generally the 
dominant factors influencing visit length. In the pooled pro-
vider model, visits were 2 minutes shorter for established com-
pared with new patients, approximately 3 minutes longer for 
visits related to flare-ups of chronic conditions, and 9 minutes 
longer for presurgery visits. Interestingly, visits for Hispanic 
patients averaged approximately 1.5 minutes longer than for 
non-Hispanic White patients. Visits to solo practitioners 
were approximately 2 minutes longer than those in other prac-
tice settings.

When the model was confined to visits to primary care pro-
viders, visits were significantly longer when they were related 
to flare-ups of chronic conditions and presurgery care. The 
length of visits remained longer for Hispanic patients and visit 
length increased as patients grew older. A primary care visit by 
a 45–64-year-old patient averaged 2.5 minutes longer than 
one by a child under 15 years.

The scope of ambulatory and primary care visits
Table 3 presents weighted means for the number of diagnostic 
and treatment services, health education topics, and new 

Table 2. Multivariate factors associated with the length of the ambulatory care visit (in minutes) for those under 65 years, 2016–2019.

Model 1: all provider types  
(n = 18 195)

Model 2: primary care only  
(n = 7511)

Coeff. SE Coeff. SE

Expected payment source (ref = commercial)
Medicare −1.99 0.68** −1.18 0.82
Medicaid/CHIP/other state −0.03 0.54 0.01 0.61
Worker’s compensation/other 3.91 2.82 −1.85 1.44
Uninsured/self-pay/charity 1.05 1.24 −1.78 1.09

Characteristics of patient or visit
Existing patient (vs new) −2.26 0.68*** −1.20 0.89
Major reason for visit (ref = preventive)

New problem 0.68 0.63 −0.40 0.76
Chronic problem (routine) 1.61 0.94 −0.48 0.85
Chronic problem (flare-up) 3.11 1.01** 3.53 1.28**
Presurgery 9.23 2.22*** 6.03 2.56*
Postsurgery −1.35 0.84 −2.74 1.43

Total no. of chronic conditions 0.01 0.23 0.10 0.15
Race/ethnicity (ref = White)

Black −0.35 0.57 −1.18 0.71
Hispanic 1.60 0.62** 1.52 0.74*
Other 0.91 0.74 0.48 0.76

Age category (ref = <15 y)
15–24 y 0.44 0.70 1.27 0.77
25–44 y 0.59 0.75 1.69 0.74*
45–64 y 1.31 0.76 2.46 0.79**

Characteristics of provider
Provider type (ref = primary care)

Surgical specialist 0.61 0.75 N/A
Medical specialist 4.10 0.95*** N/A

Practice type (ref = other type)
Solo 2.10 1.00* 1.53 1.03
Group −0.08 0.88 −0.16 0.84

Abbreviations: CHIP, Children’s Health Insurance Program; Coeff., coefficient; N/A, Not Applicable; NAMCS, National Ambulatory Medical Care Surveys; 
ref, reference. 
Source: 2016–2019 NAMCS data. Models also control for patient gender, metropolitan/non-metropolitan status, category of the primary diagnosis, and survey 
year. 
*P < .05, **P < .01, ***P < .001; otherwise not significant.
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medications reported in the medical record. Out of the 28 pos-
sible diagnostic and treatment services, the average number 
for Medicaid, commercial, and Medicare patients ranged be-
tween 5 and 6 services provided in a visit; averages were slight-
ly lower for other/worker’s compensation and uninsured/ 
self-pay/charity visits, at approximately 4 services. Primary 
care providers averaged 6 services per visit, while surgical 
and medical specialists averaged approximately 4.

The average number of health education topics mentioned 
in the record averaged from 0.3 to 0.6 per visit, depending 

on the expected payor. Primary care providers tended to cover 
more education topics (0.6 per visit) than surgical specialists 
(0.1 per visit) or medical specialists (0.3).

The average number of new medications ranged from 0.5 to 
0.8 per visit. That is, a new medication is prescribed about 
every 1 or 2 visits. The total number of medications mentioned 
in the record was higher, averaging 2.6 (data not shown), in-
cluding medications that patients were already taking.

These counts are based on reporting in the medical records 
and abstraction into NAMCS forms. The actual number of 

Table 3. Average number of services, health education topics, or new medications mentioned per ambulatory visit, in those under 65 years: 2016–2019.

No. of diagnostic/ 
treatment services

No. of health education 
topics

No. of new  
medications

Mean SE Mean SE Mean SE

Expected source of payment
Commercial insurance 5.37 0.13 0.42 0.03 0.68 0.03
Medicare 5.39 0.28 0.56 0.09 0.50 0.06
Medicaid/CHIP/other state 5.87 0.36 0.47 0.05 0.76 0.06
Worker’s compensation/other 4.08 0.18 0.37 0.05 0.55 0.14
Uninsured/self-pay/charity 3.50 0.32 0.32 0.09 0.78 0.25

Provider type
Primary care 6.19 0.16 0.58 0.04 0.78 0.04
Surgical specialist 3.63 0.17 0.12 0.03 0.58 0.10
Medical specialist 4.46 0.36 0.30 0.04 0.54 0.05

Abbreviation: CHIP, Children’s Health Insurance Program. 
Source: Pooled 2016, 2018, and 2019 National Ambulatory Medical Care Survey data.

Table 4. Multivariate factors associated with the number of services, health education topics, or new medications mentioned per primary care visit for 
those under 65 years, 2016–2019 (not including surgical or medical specialists).

No. of diagnostic/ 
treatment services

No. of health education 
topics

No. of new  
medications

Coeff. SE Coeff. SE Coeff. SE

Expected payment source (ref = commercial)
Medicare −0.74 0.40 0.14 0.16 −0.13 0.07
Medicaid/CHIP/other state 0.10 0.32 −0.07 0.06 −0.04 0.06
Worker’s Comp/other −0.99 0.56 0.01 0.12 0.30 0.29
Uninsured/self-pay/charity −0.47 0.34 0.33 0.14* −0.20 0.08*

Characteristics of patient or visit
Existing patient (vs new) −0.33 0.25 0.16 0.06** 0.05 0.07
Major reason for visit (ref = preventive)

New problem −1.10 0.28*** −0.31 0.07*** 0.16 0.06**
Chronic problem (routine) −1.09 0.34*** −0.08 0.11 −0.06 0.06
Chronic problem (flare-up) 1.11 0.86 −0.03 0.11 0.15 0.09
Presurgery 0.60 0.83 −0.30 0.24 −0.27 0.18
Postsurgery −2.73 0.26*** −0.56 0.10*** −0.16 0.09

Total no. of chronic conditions 0.34 0.07*** 0.12 0.02*** 0.03 0.01
Race/ethnicity (ref = White)

Black 0.20 0.25 −0.05 0.08 0.03 0.06
Hispanic 0.50 0.25* 0.05 0.08 0.11 0.08
Other 0.30 0.41 −0.01 0.08 0.19 0.10

Age category (ref = <15 y)
15–24 y 0.41 0.30 −0.25 0.09** −0.22 0.08**
25–44 y 0.65 0.35 −0.35 0.11** −0.37 0.08***
45–64 y 1.32 0.41*** −0.37 0.12** −0.30 0.09***

Characteristics of provider
Practice type (ref = other types)

Solo −2.11 0.69** −0.03 0.13 −0.12 0.11
Group −1.50 0.72 −0.02 0.12 −0.10 0.10

Abbreviations: CHIP, Children’s Health Insurance Program; Coeff., coefficient; NAMCS, National Ambulatory Medical Care Surveys; ref, reference 
Source: 2016–2019 NAMCS data. Models also control for patient gender, metropolitan/non-metropolitan status, category of the primary diagnosis, and survey 
year. 
*P < .05, **P < .01, ***P < .001; otherwise not significant.
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diagnostic or treatment services or health education topics de-
livered might differ, depending on how thoroughly they were 
noted in the record or whether there were appropriate categor-
ies in the NAMCS abstraction tool. The number of medica-
tions is probably more accurate because of the importance 
of recording and issuing prescriptions.

Table 4 presents factors associated with differences in the 
number of diagnostic or treatment services, health education 
topics, or new medications per visit, among visits to primary 
care providers. (A version that pools primary care, surgical, 
and medical specialty data is shown in the Supplementary 
Appendix.) There were few significant differences related to 
the source of payment, although the uninsured received slightly 
fewer new medications (−0.2) but more health education topics 
(+0.3) than the commercially insured.

The content of services delivered during a primary care visit 
was primarily influenced by patient and visit characteristics. 
Those with chronic conditions received more diagnostic, treat-
ment, and health education services but not more new medica-
tions. Patients presenting with new problems received more 
new medications but fewer diagnostic, treatment, and health 
education services. Routine chronic condition visits and post-
surgery visits had fewer diagnostic and treatment services. 
Existing patients received more health education.

Hispanic patients and those aged 45–64 years received more 
diagnostic and treatment services, although increasing age was 
associated with fewer health education topics and fewer new 
medications per visit. Solo practitioners provided fewer diag-
nostic and treatment services than those in other practice 
types. Gender (male vs female) was not significantly associated 
with the length or scope of visits in any of the analyses con-
ducted, nor did metropolitan/non-metropolitan status. Other 
analyses (data not shown) also included the effect of the pro-
portion that a practice’s revenue came from managed care; 
these generally did not find that reliance on managed-care rev-
enue significantly affected the length or content of primary 
care visits.

Analyses that included surgical and medical specialists are 
shown in the Supplementary Appendix and reveal that surgi-
cal and medical specialists provide fewer diagnostic and treat-
ment services and less health education than primary care 
providers.

Discussion
The length and general content of primary care visits (and am-
bulatory care visits more broadly) are not significantly associ-
ated with the type of insurance that a patient has but are 
primarily affected by the patient’s characteristics, reasons for 
the visit, and practice-related factors. After controlling for 
those factors, the length and scope of care that Medicaid 
patients receive in a medical appointment are essentially 
the same as the care received by commercial patients. Even 
uninsured patients received similar care to insured patients 
in a visit, although the uninsured received slightly fewer new 
medications and more health education during a primary 
care visit.

While insurance status did not substantially alter the length 
or content of a primary care visit, insurance status and the lev-
el of cost-sharing can affect a patient’s ability to access ambu-
latory care. For example, it is well known that uninsured 
patients have poorer access to care.15 While Medicaid benefi-
ciaries have greater access than the uninsured and Medicaid 

expansions have improved access to care, Medicaid beneficiar-
ies often have problems getting timely care.16 On the other 
hand, deductibles and higher cost-sharing can deter care for 
those with commercial insurance or Medicare.17 But this study 
indicates that, when patients are able to access ambulatory 
care, the duration and scope of care appear to be similar re-
gardless of the type of coverage they have.

This study has a number of limitations. It is based on the ac-
curacy of information in the medical records and the NAMCS 
data abstraction; errors or omissions may occur. The study 
uses very broad measures of the content of care provided in 
ambulatory visits and did not measure quality of care compre-
hensively. It did not, for example, examine whether a patient 
was appropriately screened for diabetes or whether diabetic 
patients received appropriate medications or education. 
Errors in the expected source of payment are possible. For ex-
ample, private Medicaid managed-care organizations could be 
recorded as commercial insurers or those whose commercial 
insurance has high deductibles might be considered unin-
sured/self-pay.

The study used broad groupings of categories of providers. 
As of 2019, the NAMCS data no longer list detailed physician 
specialties and merely categorize providers as primary care, 
surgical, or medical specialists. Differences in patients’ insur-
ance may affect access to care, such as whether they have as-
signed primary care providers and can only see specialists 
after referrals.

These results are similar to the earlier 2013 study, which 
used 2006–2010 data.8 Regrettably, unlike the earlier study, 
this analysis did not include community health centers, a key 
part of the nation’s health care safety net, because 2016– 
2019 NACMS data sampled from community health centers 
have not yet been released (although they appear to have 
been collected; private communication with the CDC). The 
earlier study found that the length and content of primary 
care received at community health centers did not differ 
from care in other care settings. Other research continues to 
show that health centers provide high-quality, cost-effective 
care.18,19 Ding and Glied7 also found no relation between 
the use of medical management, counseling, or screening 
service and the share of practices seeing Medicaid patients, al-
though they did find differences in the use of electronic medical 
records. This issue is examined in the Supplementary 
Appendix.

Overall, patient, visit, and practice characteristics are more 
important in shaping the length and scope of primary care vis-
its than the type of insurance coverage. Older patients and 
those whose chronic conditions flared up tended to have lon-
ger primary care visits. Patients who had more chronic condi-
tions received more diagnostic, treatment, and health 
education services but had similar visit lengths and numbers 
of new medications. Presurgery visits were longer but did 
not differ significantly in services rendered. Postsurgery visits 
had fewer diagnostic and treatment services and less health 
education.

Significant differences were not detected in the average 
length or scope of ambulatory care for White compared with 
Black patients, which is important given concerns about racial 
health equity. But Hispanic patients had significantly longer 
visits and received more diagnostic and treatment services 
than non-Hispanic White patients. This is somewhat surpris-
ing since Latinos often have greater barriers to health care ac-
cess.20 More time or testing may be needed to compensate for 
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Hispanic patients who are more likely to have limited English 
proficiency, which also impedes access and overall utilization 
of care.21 Unfortunately, although using professional inter-
preters can improve the quality of care, fewer than half of 
physicians reported using interpreters when caring for 
limited-English-proficient patients.22

While this study found that some factors are associated with 
differences in medical visit length, the differences are usually 
small, just 1 to a few minutes per visit. An important reason 
for the lack of difference is that the typical modern medical 
appointment system relies on scheduling visits in 15-to- 
30-minute blocks, although new patients often get longer ap-
pointments. Physicians, particularly primary care physicians, 
have limited flexibility to alter the length of a visit. Taking 
more time with 1 patient can delay appointments for all the 
following appointments, so it can be more expedient to sched-
ule a follow-up visit or make a referral to another physician for 
further care.

Medical specialists had longer visits (26 min) than primary 
care physicians (21 min), which is probably related to greater 
complexity or smaller patient caseloads. Some visits, such as 
those for new patients or presurgery visits, are longer, but 
these are the exceptions rather than the norms and those 
scheduling appointments often know that more time is re-
quired for a new patient or presurgery visit.

Conclusion
The key finding of this analysis is that average ambulatory care 
and primary care visits tend to be similar in length and scope 
regardless of the type of insurance that a patient has. 
Differences are primarily related to patient characteristics 
(eg, number of chronic conditions, age), visit type (eg, new 
or established patient, presurgery), or practice type (specialty, 
solo/group/other practice). Other than age, the demographic 
characteristic that mattered most was Hispanic ethnicity; 
Black-White differences were not observed.

These results for the 2016–2019 period are similar to those 
from a decade earlier.8 Changes like Medicaid expansions 
under the Affordable Care Act or other aspects of the changing 
health landscape did not materially alter the length or content 
of medical visits.

On the other hand, the average duration and scope of ambu-
latory care visits are not the same as access to care. Surveys in-
dicate that physicians are most likely to accept privately 
insured patients, followed by Medicare, then Medicaid, and 
are less likely to serve uninsured patients.23 In these data, 
67% of visits were to commercial patients compared with 
18% for Medicaid patients and 6.2% for uninsured patients 
(Table 1). Medicaid participation rates vary widely by state, 
however.24 Although the duration and scope of visits are simi-
lar across insurance types, Medicaid and uninsured patients 
typically have fewer medical visits,25 leading to less overall re-
ceipt of ambulatory medical care.

From the perspective of health equity, it is important and re-
assuring that there are no significant differences in duration 
and content ambulatory and primary care visits between 
Medicaid, commercially insured, and uninsured patients. 
The individual medical needs of patients are more important 
than the type of insurance they have. But these findings may 
be a little surprising since they seem contrary to the physicians’ 
economic interests since Medicaid payments tend to be lower 

than commercial or Medicare payments and uninsured patients 
only have self-payments.

Some potential reasons for the lack of differences include 
the following: 

1. Many factors, only some of which are economic in na-
ture, affect how physicians practice; professional and eth-
ical norms are also important. The evidence about the 
influence of economic incentives on physician behavior 
remains mixed, particularly because incentives are often 
diffuse, differing across payers and insurance plans.26 In 
many cases, physicians may not even be aware of patients’ 
insurance status.

2. The US health care system has “relief valves” that serve 
uninsured and Medicaid patients, like community health 
centers, government clinics, and safety net hospitals. They 
effectively reduce economic pressures on other physician 
practices.

3. Other supply factors may also contribute. One analysis 
found an influx of new general internists to expansion 
states occurred after the Affordable Care Act was 
enacted, but non-expansion states had fewer new general 
internists, which could relieve some of the expected prob-
lems associated with Medicaid expansions.27

While these analyses suggest that there are no (or minimal) 
insurance-related differences in the length or scope of ambula-
tory and primary care services, insurance-related differences 
still exist in patients’ access to medical care. Efforts to bolster 
access to care for underserved populations, by strengthening 
Medicaid coverage, including the continuity of coverage, 
strengthening the scope of benefits, reducing cost-related bar-
riers to care, and expanding the pool of safety net providers, 
may be more important in expanding the quality and benefits 
of ambulatory and primary care in the United States, and 
thereby lowering the need for more expensive emergency 
and inpatient care services.

These results are consistent with an earlier, more compre-
hensive study of the quality of ambulatory care. A landmark 
2006 study found that the quality of care was similar across 
all insurance types (eg, Medicaid, private managed care, 
fee-for-service managed care, uninsured). Patients received 
an average of 54% to 57% of the services that were appropri-
ate, based on their medical conditions, regardless of the kind 
of coverage they had.28 The authors concluded that efforts 
to improve medical care needed to be broad-based, not just 
by the type of insurance. In addition to improving access for 
disadvantaged populations, the nation should consider efforts 
to improve the quality of primary care across all types of insur-
ance coverage, such as those recommended by the National 
Academy of Sciences, Engineering, and Medicine.1
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