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Background: Although numerous changes are appar-
ent in the US health care system, little is known about
how these changes have altered the work of primary care
physicians.

Methods:We analyzed a nationally representative sample
of 136 233 adult office visits to general internists, gen-
eral practitioners, and family physicians contained in the
1978 through 1981, 1985, and 1989 through 1994 Na-
tional Ambulatory Medical Care Surveys. Annual sample
sizes varied between 5662 and 19 977 visits. Measures
included the characteristics of patients presenting to pri-
mary care physicians, physician activities during these
visits, and the disposition of the visits to primary care
physicians.

Results: Visits to primary care physicians have dimin-
ished as a proportion of all adult visits from 52% in 1978

to 41% in 1994. Dramatic trends in adult primary care
included the growing racial or ethnic diversity of pa-
tients, the doubling (since 1985) of health maintenance
organization coverage, increased provision of preven-
tion services, changes in the most common medica-
tions, and an 18% increase in the duration of adult visits
to primary care physicians.

Conclusions: Trends in primary care practice reflect
changes in society and in the US health care system, in-
cluding demographic changes, an emphasis on preven-
tion, and the growth of managed care. The increasing role
of managed care, with its emphasis on increased produc-
tivity, appears at odds with primary care physicians’ in-
creasing responsibility for prevention and the associ-
ated increase in the duration of primary care visits.
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A L T H O U G H numerous
changes are apparent in
the US health care sys-
tem, little is known about
how the work of primary

care physicians (PCPs) has been altered.
As medical care that is first contact, lon-
gitudinal, and comprehensive,1,2 primary
care has been affected by many planned
and unplanned alterations in health care
in the past 2 decades. Trends in the de-
mographics of the US population,3 par-
ticularly the aging of the population, may
have affected primary care practice more
directly than other elements of the health
care system. Likewise, changes in health
care reimbursement, particularly the
growth of managed care,4 have especially
affected PCPs. The technology of medi-
cal care has continued to develop, provid-
ing PCPs with more choices for diagnos-
tic testing and medical therapy. Several
changes in medical education have oc-
curred, including increasing primary care
training in medical schools5,6 and the
growth of family medicine and primary
care internal medicine residency pro-

grams.7,8 Finally, an increasing emphasis
on evidence-based clinical practice has in-
cluded the development of clinical guide-
lines for many primary care tasks.9,10

Whereas many of these changes place
primary care in an increasingly pivotal role
in the health care system,11 the effect of sev-
eral trends may be divergent. For ex-
ample, although an aging population im-
plies increasing clinical complexity,
managed care may exert pressures to make
the work of PCPs more efficient. There is
limited documentation of the specific ef-
fects of these multiple changes. Informa-
tion on time trends in primary care prac-
tice can add to our understanding of the
current role of primary care in our health
care system and assist in the formulation
of health policy related to primary care in
the future.

To evaluate longitudinal patterns in
the practice of primary care, we have
analyzed the National Ambulatory Medi-
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cal Care Surveys (NAMCSs) conducted from 1978 to
1994. This analysis of adult visits to PCPs provides a 17-
year, nationally representative, visit-based perspective on
adult primary care, with a focus on changes in the pro-
file of patients seeking care and on the clinical activities
of PCPs.

RESULTS

VOLUME OF VISITS TO PCPs

Data available from the NAMCSs suggest that during the
past 17 years, the number of adult visits to PCPs has de-
clined. In 1978, an estimated 236 million (95% confi-
dence interval, 226-246 million) adult visits to PCPs com-

prised 52% of adult visits to all physicians. In 1994, PCPs
provided 219 million (95% confidence interval, 206-
232 million) adult visits (41% of visits). Despite this trend,
visits to general internists have increased from 66 mil-
lion (15% of all visits) in 1978 to 97 million (18% of all
visits) in 1994 (Figure 1). Correspondingly, visits to
family physicians and general practitioners have de-
clined in aggregate.

PROFILE OF PRIMARY CARE PATIENTS

Demographics of Primary Care Patients

The mean age of adults visiting PCPs increased from
49.1 years in 1978 to 52.5 years in 1994 (P,.001)

METHODS

Data for this study come from the NAMCSs for 1978 through
1981, 1985, and 1989 through 1994.12-22 Conducted by the
National Center for Health Statistics, these surveys de-
scribe the patients and practices of US office-based physi-
cians. The sampling process uses American Medical Asso-
ciation and American Osteopathic Association master lists
of all US patient care physicians. Physicians from these lists
are selected through random stratified sampling by geo-
graphic area and specialty. Among eligible physicians, an-
nual participation rates have varied from 70% (1994) to 78%
(1981). For each participating physician, patient visits dur-
ing a randomly selected week were sampled systemati-
cally. The survey has included between 33 598 (1994) and
71 594 (1985) annual outpatient visits to between 1074
(1994) and 2879 (1985) physicians. Our analysis of adult
($18 years of age) visits to PCPs uses a total of 136 233
office visits.

For each selected patient visit, physicians completed
patient-visit forms detailing the clinical services provided
during the visit, patient demographics, clinical diag-
noses,23 the reason for the visit,24 current over-the-
counter and prescribed medications, and the visit dura-
tion and disposition. Starting in 1985, physicians were asked
to check all of the applicable payment categories among
health maintenance organization (HMO) or prepaid, Medi-
care, Medicaid, private or commercial, other government,
self-pay, no charge, and other, with the result that mul-
tiple payment sources could be coded for each visit. We
used mutually exclusive categories of expected source of
payment by creating a hierarchy of payment sources so that
governmental sources were coded even if patients had both
governmental and nongovernmental sources of health in-
surance. In the NAMCSs, self-pay was defined as pertain-
ing to visits where charges were fully paid by the patient,
even if these included health insurance deductibles.

For each visit record, the National Center for Health
Statistics provides a visit weight calculated from the phy-
sician and visit sampling rates, adjusted for nonresponse.
Statistical aggregation using these visit weights allows an
extrapolation to national patterns of practice. We used the
National Center for Health Statistics relative–standard er-
ror figures to calculate 95% confidence intervals for these
national estimates.12,22

Changes over time in the NAMCS patient-visit forms
impose some limits on longitudinal analyses of primary care
practices. Many key elements, however, such as diag-
noses, medications, and visit disposition, are common to
all years. For some measures, we analyze data from shorter
periods, based on availability.

This analysis focuses on adult visits to physicians who
identified their specialty as general internal medicine, fam-
ily medicine, or general practice. Visits to obstetrician-
gynecologists (Ob-Gyns) are not included. Although Ob-
Gyns are sometimes identified as PCPs,25,26 our preliminary
analysis of the NAMCS data suggested that Ob-Gyns have
practices dissimilar to those of other primary care special-
ists. A total of 136 233 adult office visits to PCPs were avail-
able for analysis, with annual sample sizes between 5662
and 19 977 visits.

We describe the presenting characteristics of pa-
tients and physician activities during visits by adults to PCPs
from 1978 through 1994. Patient characteristics, includ-
ing age, sex, insurance status, race or ethnicity, diagnoses,
and referral source, are presented as time series of propor-
tions or means. Physician activities during visits, includ-
ing the frequency of tests and treatments, current medica-
tions, visit duration, and patient disposition, are likewise
presented as time series. Although comparisons between
the earliest and the most recent years are highlighted, we
also evaluated the entire time series using ordinary least
squares regression. To quantify changes over time, we used
a series of linear models that included time (survey year)
as the only predictor variable. For the frequency of tests
and treatments, visit duration, and patient disposition, we
also statistically evaluated the effect of year adjusted for pa-
tient age, race or ethnicity, region, and sex. Given the large
sample sizes involved in our study and the multiple com-
parisons made, we have generally only reported findings
with P values of .001 or less to avoid reporting results that,
although significant, may not be of substantive impor-
tance.

To simplify the large number of diagnostic codes en-
countered in primary care, we used diagnosis clusters de-
veloped by Schneeweiss et al27 to profile in broad terms the
most common diagnoses in 1979 and 1994. Similarly, we
profiled new or continuing medications by generic names
for 1980 and 1994. In both cases, the statistical signifi-
cance of differences between the earliest and most recent
years was determined by the Student t test.
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(Table 1). More substantial changes occurred in the
proportion of visits by patients aged 65 years and older
(from 24% to 32%) and patients aged 85 years and older
(from 1.6% to 3.4%). All primary care specialties had an
aging clinical population. The proportion of visits by
women remained constant: 60% in both 1978 and 1994
(Table 1).

Patients visiting PCPs have become more ethni-
cally and racially diverse. A growth in visits by Hispan-
ics (4.3%-6.8%) and Asians (0.7%-4.0%) accounted for
this change. The proportion of non-Hispanic whites
declined from 85.1% of all patient visits in 1979 to
79.4% in 1994. The proportion of visits by African
Americans was relatively constant (9.9% to 9.6%).
Among PCPs, general internists showed a decline in
visits by non-Hispanic whites (90.2% in 1979 to 74.5%
in 1994; P,.001 for trend), whereas the proportion of
visits by non-Hispanic whites to general practitioners
and family physicians remained the same (83% in 1979
and 1994). Visits to PCPs also shifted to metropolitan
areas (66.9% in 1978 and 80.8% in 1994; P,.001 for
trend).

Payment Source in Visits to PCPs

Substantial changes occurred in the payment source of
PCP visits between 1985 and 1994—the years for which
payment source was available in the NAMCSs. The most
dramatic growth was in HMO coverage: 10.3% of visits
in 1985 to 21.4% in 1994 (P,.001 for trend) (Figure 2).
Visits to general practitioners showed the greatest in-
crease in HMO coverage: 5.3% in 1985 to 16.0% in 1994
(P,.001 for trend). Traditional private insurance also in-
creased (20.9% in 1985 to 29.0% in 1994; P,.001 for
trend), as did Medicare coverage (23.3% in 1985 to 29.3%
in 1994; P,.001 for trend). The proportion of visits with
Medicaid coverage was unchanged between 1985 (5.8%)
and 1994 (5.0%).

Source of Visits to PCPs

The proportion of visits to PCPs by previously seen pa-
tients changed little: 88.4% in 1978 and 87.5% in 1994
(P,.001 for trend). The proportion of visits to PCPs by
patients referred by another physician increased from 2.3%
of visits in 1978 to 4.8% in 1994 (P,.001 for trend). Spe-
cialty differences in referrals as a source of visits per-
sisted over time, with general internists seeing more vis-
its from referrals (7.2% in 1994) than general practitioners
and family physicians (2.8% for both; P,.001).

Clinical Characteristics of Patients Visiting PCPs

The diagnostic problems encountered by PCPs showed
remarkably little change. Hypertension, acute upper res-
piratory tract infection, and general medical examina-
tion remained the 3 most frequent diagnosis clusters in
both 1979 and 1994 (Table 2). The increasing fre-
quency of visits for sinusitis (1.0% in 1979 to 3.8% in
1994) and the decreasing frequency of reported obesity
(2.6% to 0.6%) constituted the only changes in the 10
most frequent diagnosis clusters. The top 10 diagnosis
clusters accounted for 44% of all visits in both 1979 and
1994.
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Figure 1. Percentage of adult visits to US primary care physicians, by
physician specialty, 1978 to 1994. GP indicates general practice; FP, family
practice; and IM, general internal medicine.

Table 1. Characteristics of Adult Visits to US Primary Care Physicians, 1978 to 1994*

Year
Mean Patient

Age, y
Visits by Patients

Aged $65 y
Visits by Hispanics

and Nonwhites†
Visits by
Women

Visits by Payment Source‡

Medicare HMO Private

1978 49.1 24.4 . . . 60.2 . . . . . . . . .
1979 49.2 25.7 14.9 61.7 . . . . . . . . .
1980 49.8 26.6 14.3 61.7 . . . . . . . . .
1981 50.7 27.3 15.9 60.8 . . . . . . . . .
1985 50.6 29.4 15.7 62.5 23.3 10.3 20.9
1989 51.4 30.4 18.9 61.6 24.9 16.5 20.5
1990 51.2 30.2 21.0 62.0 27.3 12.6 24.6
1991 51.8 31.2 17.9 61.7 28.5 14.4 24.0
1992 50.5 28.6 20.5 61.8 24.9 20.9 25.5
1993 52.6 32.2 18.6 60.4 29.8 19.0 27.3
1994 52.5 31.8 20.6 60.9 29.3 21.4 29.0
Change per decade

(95% CI)
1.7 (1.5 to 1.9) 4.1 (3.7 to 4.5) 4.3 (3.9 to 4.8) 0.3 (−0.1 to 0.8) 6.7 (5.7 to 7.8) 11.2 (10.4 to 12.0) 8.1 (7.1 to 9.1)

*Except where noted, all data are given as percentage. CI indicates confidence interval.
†Hispanics may be of any race. Data are not available for 1978 (indicated by ellipses).
‡Payment source data are not available before 1985 (indicated by ellipses). HMO indicates health maintenance organization.
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PHYSICIAN ACTIVITIES DURING PCP VISITS

Services Provided During Visits to PCPs

The provision of dietary counseling increased from 10.7%
of all adult PCP visits in 1978 to 18.0% in 1992 (Table3),
becoming the most common form of counseling. Di-
etary counseling represented general counseling regard-
ing diet and was not necessarily related to specific medi-
cal conditions. Whereas primary care specialties differed
little in the provision of dietary counseling in 1978, gen-
eral internists showed greater increases (12.0% in 1978
to 23.1% in 1992) compared with general practitioners
and family physicians (10.1% in 1978 to 15.2% in 1992).

Among visits to PCPs by women between 18 and
64 years of age, the proportion that included Papanico-
laou smears decreased from 7.9% in 1978 to 5.7% in 1992
(P = .11 for trend). A separate analysis of visits to Ob-
Gyns involving Papanicolaou smears indicated that the
absolute increase in Papanicolaou smears performed by
Ob-Gyns between 1978 and 1992 more than offset the
decline seen for PCPs.

During adult visits to PCPs, blood pressure mea-
surement became 50% more common, increasing from
53.5% of visits in 1978 to 81.9% in 1994. Specialty dif-
ferences remained relatively unchanged, with general in-
ternists consistently more likely to check blood pres-
sure (89.4% of 1994 visits) than general practitioners
(80.3%) and family physicians (73.7%) (P,.001).

Duration of Visits to PCPs

The mean duration of PCP visits increased from 15.3 min-
utes in 1978 to 18.1 minutes in 1994 (P,.001). In con-
trast to this overall pattern, the duration of general in-
ternists’ visits failed to increase (19.8 minutes in 1978
to 19.3 minutes in 1994). The visit duration for other PCPs
grew substantially from 1978 (13.5 minutes) to 1994 (17.1
minutes).

Longer visit duration was partly explained by the
increasing frequency of visits by elderly patients. In
1994, as in previous years, elderly persons had longer
visits (19.0 minutes) than nonelderly persons (17.6
minutes) (P,.001). Another contributor to longer visits

was the increased provision of counseling services and
hypertension screening. As in previous years, the mean
visit duration in 1992 was longer for visits where
dietary counseling was provided (18.9 minutes) than
for those where no dietary counseling occurred (16.5
minutes) (P,.001). The visit duration also was longer
for those visits where blood pressure was measured
(18.4 vs 16.3 minutes without blood pressure measure-
ment for 1994; P,.001).

Health maintenance organization coverage was
associated with shorter visits. In 1994, HMO visits
(17.5 minutes) were shorter than non-HMO visits (18.5
minutes) (P,.005). In 1985, HMO (16.2 minutes) and
non-HMO (16.3 minutes) visits were of similar length,
indicating a slower growth in HMO visit duration. Con-
trolling for the characteristics of patients visiting PCPs,
including patient age, the increase in visit duration
between 1978 and 1994 was statistically significant
(P,.001). In addition, the duration increased for both
HMO and non-HMO visits after adjustment for patient
characteristics.

Medications in Primary Care Practice

The proportion of patients reported to be taking 1 or more
prescribed or over-the-counter medications at the time
of a primary care visit changed little. In 1980, at least 1
medication was reported in 76.4% of visits, whereas in
1994, this figure was 78.6%. In contrast, the most fre-
quent medications in primary care practice have changed
substantially (Table 4). Only 4 medications were among
the 10 most frequent medications in both 1980 and 1994:
digoxin, furosemide, aspirin, and levothyroxine so-
dium. Consistent with the persistence of hypertension
as the most frequent diagnosis, antihypertensive medi-
cations represented 4 of the 10 most frequent medica-
tions in 1980 and 1994. In 1994, however, 3 of these an-
tihypertensive drugs—diltiazem hydrochloride, verapamil
hydrochloride, and nifedipine—were not available in
1980.
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Figure 2. Percentage of adult visits to US primary care physicians, by
payment source, 1985 to 1994. HMO indicates health maintenance
organization.

Table 2. Most Frequent Diagnosis Clusters
for Adult Visits to US Primary Care Physicians
(Based on Primary Diagnosis), 1979 and 1994

Diagnosis Clusters

1979 1994

Rank
% of
Visits Rank

% of
Visits

Hypertension 1 10.1 1 10.9
Acute upper respiratory

tract infection
2 6.5 2 5.5

General medical examination 3 5.9 3 5.2
Diabetes mellitus 4 3.5 6 3.8
Ischemic heart disease 5 3.4 10 2.1
Acute sprains and strains 6 3.1 7 3.4
Degenerative joint disease 7 3.1 9 2.2
Acute lower respiratory

tract infection
8 2.7 4 3.9

Obesity 9 2.6 36 0.6
Depression, anxiety, or

neuroses
10 2.4 8 2.6

Sinusitis, acute and chronic 22 1.0 5 3.8
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Visit Disposition

Patients in 1994 were only a third as likely to be admit-
ted to a hospital following a visit (0.5%) as patients in
1978 (1.8%; P,.001) (Table 3). There was a decline in
the proportion of visits for which no specific follow-up
visit was planned, from 11.7% in 1978 to 9.3% in 1994
(P,.001 for trend). Referrals to other physicians in-
creased from 3.2% in 1978 to 7.4% in 1994 (P,.001 for
trend). In contrast to these changes, patients were asked
to return for visits at specific times in 57.8% of visits in
1978 and 56.8% in 1994.

COMMENT

These data demonstrate dramatic changes in primary care
between 1978 and 1994, including the demographic com-
position of patients, the growth of managed care, more
preventive services, changes in the most common medi-
cations, and longer visits to PCPs.

Despite their close connection, the demographics of
adult primary care do not directly correlate to changes
in the US population. The proportion of PCP visits by
Hispanics and nonwhites increased by 44% compared with
the 30% increase in these groups in the US popula-
tion,28,29 suggesting their improved access to care. The
growing share of visits by elderly persons (24% in 1978
to 32% in 1994) was greater than their increase in the
population (11% in 1978 to 13% in 1994),28,29 possibly
indicating increasing illness or more intensive services
in this group.

The dramatic growth of visits by HMO patients (10%
in 1985 to 21% in 1994) is but 1 indicator of the rise of
managed care and corresponds to the doubling of na-
tional HMO membership between 1985 and 1994.3 Rather
than suggesting a decrease in the number of uninsured
patients, the decline in self-pay visits is likely to repre-
sent another element of managed care30: the shift of pri-
vate insurance to managed care plans that seldom re-
quire complete out-of-pocket payment for services (coded
as self-pay in NAMCSs). The continued growth of man-
aged care is likely to be a major future influence on pri-
mary care practice.

A rising use of blood pressure measurement and
dietary counseling suggest that physicians are providing
more preventive health services. This finding is consis-
tent with PCPs increasingly gathering information
about health-related risk factors.31 The decline we note
for Papanicolaou test use among PCPs is not incongru-
ent but, rather, corresponds to the increasing role of
Ob-Gyns and nonphysicians in providing this service.

Table 3. Duration, Services Provided, and Disposition of Adult Visits to US Primary Care Physicians, 1978 to 1994*

Year
Mean Visit

Duration, min

Service Provided Visit Disposition

Dietary
Counseling†

Blood Pressure
Measurement Admitted Referred

1978 15.3 10.7 53.5 1.8 3.2
1979 15.2 8.5 58.8 1.6 3.0
1980 15.9 12.9 53.9 1.3 3.3
1981 15.9 11.0 54.7 1.6 3.4
1985 16.3 10.4 64.1 1.1 4.8
1989 16.2 . . . 57.7 0.7 4.1
1990 16.5 . . . 62.8 0.8 4.9
1991 16.0 17.1 72.9 0.9 5.4
1992 17.0 18.0 69.3 0.5 4.2
1993 18.0 . . . 81.0 0.8 5.3
1994 18.1 . . . 81.9 0.5 7.4
Unadjusted change per

decade (95% CI) 10.9 (10.3 to 11.5) 4.7 (4.2 to 5.1) 12.9 (12.4 to 13.3) −0.7 (−0.8 to −0.6) 1.7 (1.5 to 1.9)
Adjusted‡ change per

decade (95% CI) 10.0 (9.3 to 10.6) 5.1 (4.6 to 5.6) 13.0 (12.5 to 13.5) −0.7 (−0.8 to −0.6) 1.8 (1.6 to 2.0)

*Except where noted, data are given as percentage. CI indicates confidence interval.
†Dietary counseling data are not available for 1989 to 1990 and 1993 to 1994 (indicated by ellipses).
‡Adjusted for changes in age, race or ethnicity, region, and sex over time (1979 to 1994).

Table 4. Most Frequent Medications for Adult Visits
to US Primary Care Physicians, 1980 and 1994

Generic Name

1980 1994

Rank*
% of
Visits Rank

% of
Visits

Digoxin 1 4.2 6 2.7
Hydrochlorothiazide 2 4.0 24 1.4
Furosemide 3 3.6 2 3.5
Propranolol 4 3.6 38 1.0
Hydrochlorothiazide

plus triamterene
5 2.8 27 1.4

Aspirin 6 2.7 4 3.0
Oral penicillins 7 2.5 76 0.5
Erythromycin 8 2.4 17 1.9
Tetracycline 9 2.2 170 0.2
Levothyroxine 10 2.1 7 2.6
Amoxicillin 34 0.8 1 4.2
Ibuprofen 17 1.8 3 3.0
Diltiazem . . . . . . 5 3.0
Verapamil . . . . . . 8 2.6
Nifedipine . . . . . . 9 2.5
Potassium chloride 12 1.6 10 2.4

*Diltiazem, verapamil, and nifedipine were not reported in 1980 (indicated
by ellipses).
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The expansion of prevention may be due to the transla-
tion of clinical prevention guidelines9,10 into practice
but also may reflect changing patient expectations,
requirements by insurers, quality assurance efforts, and
medical education.

The 18% increase in the duration of PCP visits be-
tween 1978 and 1994 was explained, in part, by increas-
ing prevention services, even after accounting for the char-
acteristics of primary care visits. The visit duration for
HMOs has increased, although at a slower pace than for
visits not covered by HMOs. Other data sources suggest
that longer visits have not led to fewer visits per person.
Visits per person per year increased from 4.7 to 6.1 be-
tween 1980 and 1994.29

We noted several consistencies in adult primary
care over time. Most prominently, there were few
changes in the variety of short- and long-term clinical
problems encountered and the reliance on previous
patients as a source of visits. Visits to PCPs continue to
conform to the definition of primary care as first con-
tact, comprehensive, and longitudinal.1 One surprising
finding was the absolute and relative decline in adult
PCP visits, a trend likely driven by the increasing sup-
ply of specialist physicians and their ability to provide
some tasks performed by PCPs.

This study has several limitations. Although our
visit-based approach allows a description of the work
life of PCPs, we cannot assess the content of care
received by individual patients during this time. Due to
changes in the design of the survey, we were unable to
follow all variables for the entire 1978 to 1994 period.
The NAMCS excludes several sources of primary care,
including emergency and hospital outpatient depart-
ments, so we cannot assess how visits in these settings
may have changed.

Despite these caveats, this study has important
implications for anticipating the future environment
and requirements of primary care practice in the
United States. Demographic changes in the North
American population will continue to modify the
profile of patients visiting PCPs. Medical education
must evolve to address these trends. The continued
aging of the population demands an adequate number
of PCPs competent in geriatric medicine. The increas-
ing racial and ethnic diversity of primary care patients
emphasizes that minority populations are under-
represented among physicians themselves.32,33 The
adequacy of primary care training for the demands of
managed care and increasing preventive tasks also
needs to be examined.34

Although PCPs have consistently encountered
many of the same clinical conditions over time, the
treatment of these conditions has changed rapidly, as
illustrated by the prevalent use of newly available
medications. These changes underscore the need to
provide PCPs with timely, unbiased information
regarding diagnostic and therapeutic developments35

and to incorporate technology evaluation as part of
medical education.

The changes we document suggest that multiple fac-
tors are affecting primary care. These multiple factors may
have different implications for the future. Several trends

suggest that primary care represents an increasingly com-
plex set of tasks. This growing complexity is suggested
by the aging of the US population, the increasing diver-
sity of the population, the expanding choices and recent
changes in drug therapy, and the increasing need for PCPs
to balance acute care and preventive tasks. The length-
ening duration of adult PCP visits appears to reflect these
factors.

In contradistinction, an enlarged role for managed
care, representing both the spread of HMOs and other
new arrangements in private insurance, suggests a
growing emphasis on physician productivity, including
shorter office visits. Thus, the demands of managed
care for increased physician productivity appear to con-
flict with the longer time PCPs spend at each visit. Our
finding of shorter HMO visits compared with non-HMO
visits is consistent with these growing productivity
demands. Despite the desire to increase productivity,
the trend is toward longer visits, even for HMOs. It may
be shortsighted for managed care organizations and
physician groups to hope for major increases in physi-
cian productivity without compromising the provision
of valued preventive services.
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Clinical Pearl

Psyllium With Bile Acid Sequestrant

Psyllium with half-usual dose colestipol was better tolerated and as effective
as full-dose colestipol. (Ann Intern Med.1995;123:493-499.)
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