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In the past few decades there has been a trend of physicians moving from smaller to larger
group practices. We found that this trend continued in the period 2013–15. Primary care
physicians have made this change at a much faster pace than specialists have.
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O

ver the past decade, health care in
the United States has been undergoing a tremendous transformation. Medicare and private payers
have been increasingly shifting
their methods of reimbursing health care providers from fee-for-service to risk-based payments.1,2 Hospitals, physicians, and other providers have been forming accountable care
organizations, in which they share responsibility
for both the cost and the outcomes of their patients.3 During this time there has also been significant movement of physicians from smaller to
larger group practices.4,5
Using data from Medicare’s Physician Compare data set,6 we examined the rate of US

physician consolidation from smaller to larger
group practices in the period June 2013–
December 2015. This period saw significant
changes in the makeup of physician groups.
The proportion of physicians in groups of nine
or fewer dropped from 40.1 percent in 2013 to
35.3 percent in 2015, while the proportion of
those in groups of one hundred or more increased from 29.6 percent to 35.1 percent during
the same time period (Exhibit 1).

Study Data And Methods
The Centers for Medicare and Medicaid Services
began providing Physician Compare public use
data sets7 in mid-2013. The data are derived from

Exhibit 1
Percentages of US physicians in practice groups of various sizes, June 2013 and December 2015

SOURCE Authors’ analysis of Medicare Physician Compare data. NOTE There were 562,508 physicians in June 2013 and 578,491 in
December 2015.
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cialists and many pediatricians.
Second, some large physician practices make
decisions about how to organize themselves for
legal or tax purposes that may mask the actual
size of the group. For example, a large group
that operates as a single entity may bill under
multiple taxpayer identification numbers, which
makes the group appear to be smaller than it
actually is. Because of data limitations, our findings are limited to the groups of physicians that
billed Medicare.
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Medicare’s Provider Enrollment, Chain, and
Ownership System and are validated by claims
data.6 The data sets include information about all
physicians who have submitted a Medicare claim
within the previous twelve months or are newly
enrolled in the system, have at least one specialty, and have at least one practice location.6 Despite being called Physician Compare, the data
sets also contain information on nonphysician
providers who participate in Medicare.
Providers are considered to be part of a group
practice if they have filed at least one claim with
a group practice taxpayer identification number
within the past twelve months. A group practice
is defined by the number that the physician uses
to submit claims, not by employment status. The
data are organized at the individual provider
level, so a provider who participates in more than
one group practice appears multiple times in
the data. Consequently, the data include every
group practice in which a physician or other
provider has practiced during the previous
twelve months. Between June 2013 and December 2015, Physician Compare released the public
use file forty times—approximately monthly—
and we downloaded it from the Physician Compare website.7
Physician Compare data are released at the
individual provider level. In this analysis we first
identified the providers who were physicians,
based on their credentials and primary specialties, and we excluded nonphysician providers.
We next calculated the size of each physician
group practice. For physicians in multiple group
practices, we weighted the physician by 1 divided
by the number of practices in which he or she
participated, so that no physician was counted
more than once.We used the weighted number of
physicians within each group to estimate the
proportion of total physicians practicing in various group sizes (1–2 physicians, 3–9, 10–24,
25–49, 50–99, 100–499, and 500 or more).
We also estimated the absolute and percentage
changes between the June 2013 and December 2015 releases of the data, both overall and
comparing primary care physicians to specialists. Traditionally, primary care physicians are
those with a primary specialty of family practice,
general practice, geriatric medicine, internal
medicine, or pediatric medicine. Not all pediatricians participate in Medicare. We included
those who did in our analysis so that our population consisted of all Medicare-participating
physicians.
Our study had several important limitations.
First, physicians who were not enrolled in Medicare were excluded. Thus, the data presented
may not be representative of physicians who do
not treat Medicare patients, such as some spe-

Study Results
In mid-2013 there were 154,726 unique group
practice identifying numbers, with a mean group
size of 3.8 (standard deviation: 29.0), and the
median physician’s group size was 8.0 (that is,
the median physician was part of a group practice with eight physicians). At the end of 2015
there were 152,328 unique group practice identifying numbers, with a mean group size of 4.0
(SD: 32.4), and the median physician’s group
size was 10.0.
Overall, large numbers of physicians migrated
from smaller to larger groups, with the greatest
changes occurring in the smallest and largest
group sizes (Exhibits 1 and 2). The changes
throughout the study period were highly consistent.
For example, in June 2013, 22.5 percent of
physicians were in the smallest group size (1–2
physicians), and 17.6 percent were in the nextsmallest group size (3–9). In December 2015 the
proportion of physicians in each group size had
dropped to 19.8 percent and 15.5 percent, respectively. This equates to a relative decrease of
12.1 percent (absolute difference: −2.7 percentage points) and 11.9 percent (absolute difference: −2.1 percentage points) in the two smallest
groups.
In contrast, in June 2013, 12.6 percent of
physicians were in the largest group size (500
or more physicians), and 17.0 percent were in
the next-largest group size (100–499). These
proportions had grown to 15.4 percent and
19.7 percent, respectively, in December 2015.
This equates to a relative increase of 22.5 percent
(absolute difference: 2.8 percentage points) and
15.3 percent (absolute difference: 2.6 percentage
points) in the two largest groups.
The online Appendix presents the geographic
variability we found.8 It shows estimates of statelevel changes in the proportion of physicians in
small groups (fewer than ten physicians) and
large groups (a hundred physicians or more).
We also noted a stark contrast in practice size
changes between primary care physicians and
specialists. From June 2013 to December 2015
September 2016
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Exhibit 2
Changes in percentages of US physicians in practice groups of various sizes, June 2013–December 2015

the percentage of primary care physicians practicing in the smallest group size dropped from
24.8 percent to 19.1 percent (Exhibit 3), whereas
the percentage of specialists practicing in the
smallest group size decreased from 21.0 percent
to 19.9 percent (Exhibit 4)—relative decreases of
29.8 percent and 5.6 percent, respectively. During the same period in the largest group size, the
percentage of primary care physicians increased
from 11.4 percent to 15.9 percent, while the percentage of specialists increased from 14.0 percent to 15.1 percent—relative increases of
28.3 percent and 7.7 percent, respectively.
Both types of physicians showed shifts. However, the changes were significantly more pronounced among primary care physicians than
among specialists.

Discussion
Our findings demonstrate a continuation of physician consolidation. In an earlier study, Pete
Welch and coauthors found that the share of
physicians in groups of more than fifty grew
from 30.9 percent in 2009 to 35.6 percent in
2011.4 The authors wrote that “this shift occurred
across all specialty categories, both sexes, and all
age groups.”4(p1659) Indeed, there has been a gradual decades-long trend of physicians moving to1640
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ward larger groups from smaller ones.5,9
While a variety of factors have contributed
to this trend, we believe that it is important
to highlight several important trends. First,
there are significant financial and technical challenges involved in running a modern medical
practice, including the adoption of electronic
medical records to comply with meaningfuluse requirements—a prerequisite to receiving
certain Medicare benefits. This in itself can offer
a strong incentive for physicians to move toward
larger group practices that have more administrative support than smaller practices can muster.10 Second, with the broad movement in the
health care sector toward population-based contracting arrangements,11,12 physicians seeking to
become involved in these arrangements may feel
the need to be part of large groups that can aggregate the necessary number of patients.13
Third, younger physicians tend to prefer working in larger, instead of smaller, group practices,
and older physicians in smaller practices are
moving out of the workforce into retirement.14–16
Despite the trend among physicians to move
toward larger practices, smaller practices still
account for a large percentage of physicians
overall. Practices with fewer than ten physicians
still represent about one-third of all physicians,
but the proportion of physicians in these smaller

Downloaded from http://content.healthaffairs.org/ by Health Affairs on January 23, 2017 by HW Team

SOURCE Authors’ analysis of Medicare Physician Compare data. NOTES “Groups of various sizes” refers to the number of physicians in a
practice. Dates along the x axis correspond to releases of Physician Compare data, which occurred approximately monthly during the
study period, as discussed in the text.

Exhibit 3
Percentages of US primary care physicians in practice groups of various sizes, June 2013 and December 2015
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SOURCE Authors’ analysis of Medicare Physician Compare data.

Exhibit 4
Percentages of US specialist physicians in practice groups of various sizes, June 2013–December 2015

SOURCE Authors’ analysis of Medicare Physician Compare data.
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creased competition among physicians has been
shown to lead to higher prices,17–20 but larger
groups have also been found to provide better
outcomes and lower population costs.21,22 Continued research is needed to determine the actual
effects of physician consolidation on patients,
physicians, payers, and the health care system
as a whole.

Conclusion
We found strong evidence that US physicians are
continuing to move from smaller to larger group
practices. A variety of factors likely contribute to
this trend. Future research should continue to
identify those factors and assess the impact of
this consolidation on the broader health system,
particularly as it affects the cost and quality of
care. ▪
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practices has dropped, while the proportion of
physicians in practices of one hundred or more
physicians has grown rapidly.
An important question is how consolidated
physician practices can become before government officials invoke antitrust measures to block
a consolidation. Furthermore, the variation in
physician group sizes across the country suggests that the changing group dynamics could
play out differently in various regions. What is
becoming clear is that the country as a whole is
moving away from smaller physician practices
and toward larger ones.
Belonging to larger groups should open the
pathway for physicians to enter into more riskbearing value-based contracts and, ideally,
should increase the quality and value of health
care delivery. However, evidence is mixed as to
whether physician consolidation will lead to better outcomes and lower costs. For example, de-

