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PRIMARY CARE PROVIDER STAFFING

Veterans Health Administration (VHA) 
has not been able to consistently 
determine Primary Care Provider (PCP) 
staffing gaps at a clinic or national level.

Aim: Develop a “Gap Staffing” Metric 
for PCPs in Primary Care clinics.
 Determine which clinics have a gap.
 How many PCPs would VHA need to hire (or 

redistribute) to fully staff all PC clinics. 
 Rural vs. Urban comparisons.
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IMPROVING PATIENT ACCESS TO CARE:
BALANCING SUPPLY AND DEMAND

Patient 
Demands

Provider 
Availability

BUT –
There is a limit to how many 
patients a provider can 
reasonably see!

Why?
Time Constraints
Patient Acuity
Comorbidities
Care Coordination



CHANGES IN
SUPPLY AND DEMAND

4https://www.rand.org/pubs/periodicals/health-quarterly/issues/v6/n1/12.html

https://www.rand.org/pubs/periodicals/health-quarterly/issues/v6/n1/12.html


QUESTION: WHAT IS THE OPTIMAL PRIMARY 
CARE PANEL SIZE PER PHYSICIAN FTE?

A. 650
B. 900
C. 1,200
D. 1,500
E. 2,500
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QUESTION: WHAT IS THE OPTIMAL PRIMARY 
CARE PANEL SIZE PER ADVANCED PRACTICE 

PROVIDER (NP/PA) FTE?

A. 650
B. 900
C. 1,200
D. 1,500
E. 2,500
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PRIMARY CARE PROVIDERS AND PANEL SIZE

Panel Size

Panel Size 
too small -

inefficient and 
unskilled

Panel Size  
too large -
becomes 

overwhelming

Panel size 
is just 
right



IDEAL PANEL SIZE ANSWER: 
BETWEEN 500 AND 2,500 PATIENTS/FTE

 Depends on who is asking
 Too small (e.g., <900):
 Inefficient and likely lack the “volume-

outcome” effect.
 Not cost-effective for a system
 Not available (if < full time)

 Too large (>2,500):
 Unable to keep up & burned out.
 Longer wait times (not enough slots).
 Can’t do everything needed.

 “What is the ideal practice model 
that results in the best outcomes 
for the population in question?”*
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Optimal BP Control

Jing, Panel Size and Health Outcomes.JGIM 36(11):340109.2021*Sinsky, Optimal Panel Size: Asking the Right Question?AnnIntMed.2020



BLUF: Insufficient evidence to make evidence-based recs on optimal 
PC panel size for achieving beneficial health outcomes.
 Clinical Quality: mixed results
 Patient Centeredness: no association
 Access: longer wait time (NS), longer 3rd next available (p<0.01), U-shaped for 

continuity
 Efficiency: no data
 Burnout: Panel size  >1,200 higher burnout (53% vs. 48%) (AOR 1.19 [CI 1.01-1.40]*

 Take Home Message: Panel size of 1,200/1 FTE MD and 900/1 FTE APP within 
the VA PACT Model of 3:1 team members (RN, LPN, Clerk) is reasonable. 

10*Helfrich, Assoc of workload and staffing with burnout in VA.JGIM;32:760-6.2017
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GAP STAFFING METRIC FOR PRIMARY CARE

Since primary care panel size is fixed in the VHA, we can 
calculate the maximum clinic capacity as:

(MD FTE*1200) + (APP FTE*900)

 Calculation represents maximum # of patients clinic can 
accommodate.
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GAP STAFFING METRIC FOR PRIMARY CARE

PCP Gap Staffing Metric is the ratio of maximum clinic
capacity divided by total patients assigned to a clinic

(MD FTE*1200) + (APP FTE*900)        
Total Patients

Three gap staffing levels were determined:

Ratio > 1.2 = Fully Staffed
<1.2 and >1.0 =  Marginally Staffed

Ratio < 1.0 = Understaffed
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RESULTS

939 total Primary Care Clinics - 23 Excluded (N<450)
 916 Clinics evaluated

 165 Medical Centers

 751 Community Based Outpatient Clinics

Clinic Size Patient Range N
Small (450 - 2,400) 177

Medium (2,400 - 10,000) 629
Large 10,000+ 110
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RESULTS (MARCH 2021)

Total Patients    = 5,014,445
Total PC clinics = 916
Total PCP FTE  = 6,201 (4,757 MD + 1,444 APP)

38% of PC clinics were marginally- or under-
staffed (N=351) 
of which HALF had ≥0.5 FTE gap  (N=179)



HOW TO GRAPHICALLY DISPLAY 
THE STAFFING GAP

Clinical Resource Hub (CRH)



NATIONAL MAP OF THE GAP METRIC

Map of all Primary Care 
Clinic Locations (N=939) 
and Gap Metric
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THE GAP METRIC OVER TIME



HOW MANY PCPs ARE NEEDED TO FULLY STAFF 
ALL PC CLINICS?

Of 351 clinics with a Gap:
 179 (51.0%) have a gap ≥0.5 NPP FTE (potential minimum needed to hire) 

Calculate total FTE gap: add all FTE needed to fill all gaps. 
 If filled by MDs (panel = 1,200): 

 228 FTE distributed across clinics, or 452 MDs if one FTE was hired for every clinic with a gap. 

 If filled by APPs (panel = 900): 

 304 FTE distributed across clinics, or 521 FTE if one APP were hired for every clinic with a gap. 

VA needs 228-521 PCP FTE to fully staff all PC clinics. 
 Represents a 3.7-8.4% staffing deficit. 

 Does not account for excess capacity in some clinics (distribution problem).
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CLINIC CAPACITY, ASSIGNED PATIENTS, AND TOTAL 
PROVIDER FTE BY VISN IN MARCH 2021



21

RURAL & URBAN CLINIC DISPARITIES

Rural clinics tend to be smaller with fewer PCPs serving 
predominantly rural populations.
 Greater health care needs, less well insured, and less access to routine care.

 Greater travel distance to specialty care.

 Rural clinics are vital resource in rural communities.

 Density of PCPs in rural counties has increased, but not kept up to urban areas.

VHA serves a large rural population (~30% of all Veterans).
Historically faced challenges recruiting PCPs to rural sites.
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DEFINING CLINICS AS RURAL

Rural-Urban Commuting Area (RUCA) codes:
30 Mutually Exclusive Categories.
Condensed to Urban or Rural Groups.

Use RUCA codes two ways: 
1) % of patients assigned to a clinic living in a rural location.

2) Clinic’s geographic location.
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% OF MONTHS FULLY STAFFED: 
RURAL VS. URBAN CLINICS

Over 42 months, Rural clinics were understaffed 19.0-20.5% of 
months compared to 13.7-13.8% of months among Urban clinics.

Rural clinics were 7.6% more likely to be understaffed and 
experienced 32% greater cumulative time understaffed.

Variable

Percent Rural by Patient Population Facility Geographic Location

≥ 50% Rural
Mean

< 50% 
Rural
Mean

p-value Rural
Mean

Urban
Mean p-value

Clinic Sample Size N=417 N=496 N=332 N=584
Percent of Months

Fully Staffed 55.7 50.7 0.056 54.8 52.1 0.320
Marginally Staffed 25.3 35.5 <0.001 24.7 34.2 <0.001

Understaffed 19.0 13.8 0.006 20.5 13.7 <0.001
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FULLY STAFFED, MARGINALLY STAFFED, AND 
UNDERSTAFFED CATEGORIZATIONS OVER TIME



25

CLINICS (N=37) CLASSIFIED AS UNDERSTAFFED 
DURING THE ENTIRE STUDY PERIOD
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HOW CAN THE GAP METRIC BE USED?

Quantify both deficits AND excess FTE to inform strategic 
workforce planning.
For clinics needing <0.5 FTE, part-time or shared providers 

across clinics may be appropriate
Clinical Resource Hub model can fill gaps from a “hub” to 

“spokes” using in-person and telehealth.
Inform best practices for PCP recruitment and retention.
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WHAT ABOUT RURAL COMMUNITIES

Staffing challenges in rural communities aren’t new.
Rural clinics were more likely to operate with less than the 

prescribed PCP FTE based on assigned panel size.
A single vacancy in a small clinic has a bigger impact than 

a large clinic, putting stress on remaining provider(s).
Improved understanding of what drives vacancies and 

potential solutions should be considered.
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LIMITATIONS

Calculation is dependent on data accuracy.
VHA Provider FTE and patient data should be updated in PCMM.

Potentially over-simplified approach for complex 
relationships between patient care and provider availability.
Associations with access, outcomes, and CRH model not 

yet explored.
Ignores the 3:1 PACT staffing ratio for teams.
Does not account for variations in reliance or demand for 

VHA care in different markets or existing clinician sharing 
agreements.
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SUMMARY

Primary Care Gap Staffing Metric can be calculated. 
Of 916 Primary Care clinics 38.6% were marginally- or 

under-staffed (N=351).
Half (N=179) had ≥0.5 FTE gap.

Fully staffing all clinics would require 228 to 521 FTE, a 
3.7-8.4% deficit. 
Or require re-distribution of providers using telemedicine.

Rural clinics were 7.6% more likely to be understaffed and 
experienced 32% greater cumulative time understaffed.
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NEXT STEPS

Calculate Gap Staffing Metric on:
 Quarterly in year prior to CRH implementation (Oct 2020) and since

Publish Gap Staffing Metric manuscript and add to online Access 
Metrics Wiki Compendium 
ht tps: / / vhacdwdwhweb100.vha.med.va.gov/phenotype/ index.php/Access:Met r ics_Compendium,_
VARC_Met r ics_Workgroup

Associate variations in Gap Metric with clinical outcomes and 
access metrics. 

https://vhacdwdwhweb100.vha.med.va.gov/phenotype/index.php/Access:Metrics_Compendium,_VARC_Metrics_Workgroup
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QUESTIONS



APPENDIX: SPECIFIC EXAMPLE VISN 1 
(MARCH 2021)

Clinical Resource Hub (CRH)



APPENDIX: SPECIFIC EXAMPLE VISN 1 
(MARCH 2021)

Clinical Resource Hub (CRH)



APPENDIX: SPECIFIC EXAMPLE VISN 1 
(MARCH 2021)

Clinical Resource Hub (CRH)
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