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The evidence for the foundational value of 
primary care is robust: first access, continuity 
of care by a trusted clinician and team, and 
coordination and comprehensiveness of care 
lengthen patients’ lives, improve quality and 
equity, and offer the potential to reduce health 
care costs.1-8 Interdisciplinary teams deliver these 
core functions, with further value generated by 
advanced primary care (APC) services such as 
behavioral health integration, clinical pharmacy, 
care management, population health, services to 
address social barriers to care, and e-consults.

Yet, today, millions of Americans lack access 
to high-quality, comprehensive primary care. 
Surveys show that roughly one-in-three adults 
do not have a trusted, usual source of care — and 
anecdotal evidence from news stories across the 
nation suggest these challenges may be escalating. 
Unfortunately, this reduced access comes when 
American communities can least afford it, as the 
rate of chronic disease such as diabetes, obesity and 
behavioral health conditions are on the rise. 

At the heart of these access issues is inadequate 
payment for primary care, which is threatening 
the survival of primary care in the United States. 
Poor compensation discourages new trainees from 
entering the field and drives experienced clinicians 
towards retirement or higher paying jobs as 
concierge physicians or in industry.9-11

The most direct solution to inadequate payment 
is enhanced payment — through value-based 
compensation, increased fee-for-service rates 
or blended models. Although most experts agree 
that fee-for-service should be replaced by value-
based payments, the optimal model for payment 
that will support cost savings is still a matter of 
debate and experimentation. 

Federal and state governments are increasingly 
committed to changing the payment model: the 
Center for Medicare and Medicaid Innovation 
(CMMI) has piloted alternative payment models,12

and the Centers for Medicare and Medicaid Services
(CMS) has increased primary care payments in
Medicare Advantage plans. They are also offering
new value-based payment codes for APC services.
These include three advanced primary care
management (APCM) codes for patients with
complex conditions (G0556-G0558).13

Three additional codes to support medically complex 
patients with behavioral health conditions are 
proposed for 2026. Five states (California, Colorado, 
Delaware, Oregon and Rhode Island) have legislated 
higher commercial primary care spending.14 
Others are moving toward similar mandates or 
regulatory targets. And Medicaid, through 1115 or 
1915 waivers, is creating opportunities for state-
based primary care payment reform. Momentum is 
building to define, measure and set growth targets 
for primary care spending. 

However, we still need answers to the critical 
question: How should increased primary care 
payments be invested to ensure the most productive 
and beneficial use of those additional resources? 
Beyond investing in added compensation to attract 
and reward the needed workforce, what APC 
services should be offered within primary care 
practices to drive the needed further improvements 
in quality, equity, population health, clinician and 
staff experience, and cost reduction? 

The Primary Care Investment Guide (PCIG) 
is designed to provide helpful information to 
organizations as they holistically assess, plan 
and prioritize investments in team-based 
APC services.

Executive Summary
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We addressed this question by learning from 
organizations and payers in five states with 
relatively high primary care spending (based on 
claims data), one with mandated increases in 
commercial Medicaid, Medicare Advantage, and 
public employee benefit payments (California), 
two with mandated increases in commercial 
payments (Rhode Island and Oregon), one with 
enhanced value-based payment in Medicaid and a 
legislative task force that will be proposing increased 
commercial payments (Massachusetts), and one 
that has mandated an increase in Medicaid primary 
care rates (Oklahoma). 

We worked with state data agencies to identify 
provider/physician organizations leading in 
primary care spending and payers nominated by 
state partners for their support for primary care 
transformation. We conducted in-depth interviews 
with leaders from provider organizations, practices 
and payers, within the context of state health policy 
and incentives for primary care payment reform. 

To supplement these data, we also completed 
systematic literature reviews on the costs and 
impacts of APC services most often considered 
for investment among the provider organizations 
included in our interview sample. Using data from 
both the interviews and the literature reviews, 
we produced an investment guide for physician 
organizations/providers, payers, employer groups 
and policymakers. 

This investment guide is not a comprehensive survey 
of the status of primary care across the country but 
rather is meant to serve as a best-practice guide. 
Interviews with payers and health system leaders, 
complemented by our literature review, provide 
insights into promising models for APC services, 
and ways to sustain them over time. Although we 
also share information obtained from provider 
organizational leaders and payers on payment 
models, we did not conduct an empirical evaluation 
of the alternative payment models discussed.

In this report we make a distinction between 
structural capabilities to offer APC services, and 
payment interventions that might contribute 
to the sustainability of these services. Payment 

interventions include investments by insurers, 
employers and society into primary care through 
financing mechanisms. In contrast, structural 
capabilities of primary care practices include 
staffing, workflow and organizational support that 
enable primary care practices to do more and deliver 
better care for patients. The former is often meant 
to pay for the latter but that ultimately depends on 
what provider organizations and health systems 
decide to do internally, which is difficult to observe 
and depends on leadership, priorities and values.

Below, we summarize the findings on the advanced 
services receiving the most interest from the 
leaders of the provider organizations included 
in our sample. In-depth findings, cross-cutting 
themes and best practices for each service are 
included in the full report.

Behavioral Health Integration 
Behavioral health integration (BHI) embeds mental 
health and substance use services within primary 
care, allowing whole-person care that addresses 
physical, behavioral and social needs. The Primary 
Care Behavioral Health (PCBH) model embeds 
consultants (psychologists, licensed counselors and 
clinical social workers) in primary care to provide 
brief, functional interventions across a broad range 
of conditions. 

The Collaborative Care Model (CoCM) brings 
together the primary care clinician, a behavioral 
health care manager and a consulting psychiatrist to 
provide stepped-care treatment for depression and 
other common mental health conditions supported 
by registries, ongoing symptom measurement and 
structured follow-up.

Barriers are significant: Shortages of psychiatrists 
and licensed behavioral health clinicians, 
compounded by screening and monitoring 
requirements that add workflow burden, and 
reimbursement rates that rarely cover costs. 
To extend capacity, some organizations contract 
with vendor telebehavioral health services, adopt 
AI-enabled therapy tools or develop internal 
telebehavioral health programs.
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Evidence from interviews and literature confirms 
strong potential return on investment (ROI): fewer 
emergency department (ED) visits, reduced 
hospitalizations and better chronic disease 
control, especially when services are available at 
the practice level. However, leaders stressed that 
without mechanisms to return cost savings or 
incentive payments to frontline practices, these 
services are not financially sustainable over time as 
the usual payments for services does not cover costs.

Integrated Pharmacy Services
Pharmacists embedded in primary care teams 
are instrumental in medication optimization, 
population health/chronic disease management 
and patient education. They titrate medications, 
monitor outcomes, manage prior authorizations 
for medications, reconcile medications during care 
transitions and help patients navigate affordability 
and insurance coverage.

Implementation models range from full-time 
embedded pharmacists in clinics, to centralized 
telepharmacy services, to hybrid models 
where disease-specific pharmacists (e.g., HIV, 
anticoagulation or diabetes) serve multiple sites. 
Many organizations rely on 340B pharmacy 
revenue or targeted grants to support positions.

Integrating clinical pharmacy into primary care 
faces several key challenges: high costs and 
staffing shortages, particularly in rural areas 
where full-time embedded pharmacists are not 
feasible; limited clinician engagement and 
cultural resistance to delegating care; and 
difficulties with sustainable funding models. 
While approaches like cost-plus arrangements tied 
to 340B pharmacies offer potential solutions, these 
barriers continue to limit the scale and impact of 
clinical pharmacy services in primary care.

Leaders reported improved diabetes and 
hypertension control, reduced specialist 
referrals, lower ED use and increased equity 
by ensuring access to affordable medications. 
Pharmacists also reduce physician workload, 
freeing up clinical time for other priorities. 
Rapid review findings reinforce these outcomes: 

12 of 14 studies documented positive financial 
returns, and nine of 12 similar studies showed 
significant reductions in ED utilization and 
hospitalizations. The greatest financial gains came 
when pharmacist services were integrated with 
broader care management and population health 
initiatives and when pharmacists were available at 
the practice level.

Care Management
Care management provides proactive, coordinated 
support for high-risk, high-need patients, 
addressing both medical and psychosocial challenges. 
Successful models integrate centralized analytics 
for patient risk stratification with local care 
managers who maintain continuity and trust. Teams 
often include nurses, navigators, social workers 
and pharmacists, supported by IT infrastructure for 
registry management and outreach.

Care management implementation faces several key 
challenges: high resource intensity and limited 
scalability, with services often confined to high-
risk or Medicare Advantage/ACO (accountable care 
organization) populations; funding instability, 
especially in rural practices where support disappears 
when Medicare resources decline; and workflow 
integration difficulties, as coordination across 
multiple sites and teams requires complex, tailored 
processes. Coverage gaps tied to insurance type 
and shifting eligibility rules further strain provider 
capacity and compromise equitable patient support.

ROI is highest when targeting patients at greatest 
risk of hospitalization, or those predicted 
to become high risk, and incorporating 
behavioral health and social service interventions. 
Organizations reported lower acute care 
utilization, improved outcomes for chronic 
conditions and reduced clinician burnout through 
shared responsibility for complex cases. Systematic 
literature review findings align: most programs 
for complex patients showed positive ROI, with 
intensive care management yielding the largest cost 
savings. Sustainability is limited outside Medicare 
Advantage and ACO risk contracts, and delayed 
incentive payments can strain budgets.
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Population Health
Population health programs apply data-driven 
approaches to identify care gaps, coordinate 
outreach and track outcomes across entire patient 
panels. Mature programs feature centralized 
outreach teams, remote monitoring and local 
clinical follow-up.

Challenges include the cost of navigators, care 
coordinators and data analysts, the need 
for integrated claims and electronic health 
record (EHR) data, and balancing centralized 
efficiency with flexibility for local adaptation. 
Interviewees consistently reported reductions in 
hospitalizations, ED visits and readmissions, 
translating into substantial savings under value-
based contracts.

The literature supports these findings: In 
interventions for persons with diabetes, 73% 
reported cost savings, with the remainder being 
cost neutral. Additional revenue can be generated 
via billable population health Current Procedural 
Terminology (CPT) codes and quality incentives. 
Programs that integrate SDOH strategies and align 
with value-based payment models are more likely to 
sustain results and reduce clinician burnout.

Social Determinants of  
Health and Addressing 
Disparities

Social determinants of health (SDOH) 
interventions are now widely integrated into 
primary care, typically starting with systematic 
screening and referral to internal community 
health workers (CHWs) or external community-
based organizations. CHWs provide direct support 
for needs like food access, transportation 
and benefit navigation, and maintain ongoing 
contact to ensure barriers are resolved. SDOH 
interventions are often incorporated into care 
management and population health activities.

Housing is consistently identified as the most 
challenging domain as it is resource-intensive, 
slow to resolve and often outside the traditional 
health sector’s control. Hybrid models pairing 
internal CHWs with external community-based 
organization (CBO) partnerships have been 
most effective. Rapid-response funds help address 
urgent needs such as eviction prevention, grocery 
payments or utility payments, averting crises and 
preserving continuity of care.

While formal cost-effectiveness data are limited, 
leaders report reduced acute care utilization, 
smoother care transitions, improved trust and 
lower provider burden. Equity-focused outreach, 
such as culturally tailored engagement and mobile 
outreach to unsheltered patients, has successfully 
closed preventive care and chronic disease gaps in 
high-risk populations.

E-Consults
E-consults allow primary care physicians (PCPs) to 
obtain specialist input asynchronously via EHR 
or synchronously via telephone or video contacts 
with specialists, improving access and avoiding 
unnecessary referrals. Benefits include shorter 
decision times, increased PCP confidence in 
managing complex conditions, and reduced patient 
travel and wait times. Some organizations have 
structured e-consult programs with billing protocols, 
while others rely on informal secure messaging.

Barriers include inconsistent payer 
reimbursement, lack of standardized billing 
processes and the potential for added PCP workload 
without protected time. Successful programs depend 
on integrated EHR systems, strong leadership 
endorsement and trusted relationships between 
PCPs and specialists. Literature and interviews 
show e-consults can reduce specialist backlogs, 
lower costs and improve satisfaction for both 
patients and clinicians.
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Payer Perspectives
Payers who are making investments in primary 
care broadly agree that strong primary care is 
essential to better outcomes, cost efficiency and 
equity. Investment strategies include capitation 
and shared risk contracts, pay-for-equity 
incentives and premium increases tied to 
spending benchmarks. These tools allow payers to 
justify increases to regulators and employers while 
advancing system transformation.

Barriers are persistent: limited transparency on 
whether funds reach frontline care, misaligned 
incentives when payers cover only a small share of a 
practice’s panel, regulatory constraints (especially 
in Medicaid) and workforce shortages that limit 
providers’ ability to engage in new programs. 
Payers stressed that sustained progress will require 
aligned, multipayer payment strategies and 
incentives and mechanisms ensuring dollars reach 
the care teams delivering services.

Cross-Cutting Insights
Looking across the findings, a set of cross-cutting 
insights stand out as especially significant for 
consideration:

•	 Alignment with strategy and context: 
Investments succeed when matched to patient 
needs, staffing and policy environment.

•	 Hybrid models: Centralized analytics and 
resources paired with local delivery optimize both 
efficiency and relationships.

•	 Workforce capacity: Proactively addressing 
burnout and shortages is essential for successful 
transformation.

•	 Equity-focused design: Targeted interventions 
to reduce disparities improve both outcomes 
and ROI.

•	 Returned earned revenue: The primary care 
portion from shared savings and incentive 
payments from capitation, global budgets and 
performance-based contracts must be returned 
to primary care practices so that those dollars 
can continuously be used to improve services 
and cover the added costs of advanced services. 
Ideally, those dollars would be paid in advance to 
enable investment in advanced services.

•	 Financial accountability and transparency: 
Separating primary care revenues and costs 
from non-primary care revenues and costs, and 
maintaining cost centers that show expenses 
and revenues for APC services, enables financial 
accountability for services being offered and 
transparency of funds flowing from payers to 
primary care practices.

With these elements in place, strong, well-funded 
and strategically targeted primary care can deliver 
durable gains in health outcomes, equity and cost 
sustainability. In this report, we present the overall 
recommendations, the motivation for our work, 
the definitions of APC services that our study 
organizations prioritized for investment, how to 
use the information presented and our findings, 
organized according to provider organizations 
and practices, followed by payers. As a caveat, our 
findings are not meant to be broadly representative 
of all provider organizations, primary care 
practices or payers, but rather represent learnings 
from organizations that are choosing to make 
investments in primary care. Our findings are 
meant to be useful to other organizations that are 
considering investments in primary care and want 
to be guided by the experience of others.
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Study findings informed recommendations for 
three key stakeholder groups, including provider 
organizations and practices, health insurers, 
and policymakers, to guide strategic investment 
in APC services. Recommendations are grounded 
in findings from our interviews, surveys and 
literature reviews, as well as case examples of 
successful APC implementation. Overall, what 
our study makes clear is that policies to support 
patients and policies to support the primary care 
team are inseparable. When investment flows to the 
frontline team, patients experience better health 
and more equitable, high-quality care and clinicians 
experience less burnout and more joy in practice:

•	 Investing in APC works. Services such as 
BHI, clinical pharmacy, care management and 
addressing social needs improve outcomes and 
equity and offer the potential to reduce costly 
hospital use.

•	 Frontline teams need real support. 
Sustainable payment models, spending targets 
and transformation funds must ensure dollars 
reach the full primary care team, not just the 
health care organization.

•	 Policy is the lever for change. Aligning 
payers, enforcing transparency and funding 
workforce and infrastructure will secure the 
future of primary care for patients and clinicians 
alike. Precise payment models designed to 
drive reductions in costs may vary across 
organizations and health care markets.

Provider Organizations 
and Practices
Strategies to optimize investment in APC 
components to improve outcomes, equity 
and manage costs:

•	 Prioritize evidence-based APC services, 
including BHI, care management, population 
health, integration of clinical pharmacists, 
addressing SDOH and e-consults, as high-
value, high-impact components of primary care 
transformation.

•	 Adopt multidisciplinary, team-based models 
that include physicians, advanced practice 
clinicians, behavioral health specialists, clinical 
pharmacists, care coordinators, and CHWs to 
improve chronic disease management, support 
behavioral health and social needs, connect 
families with resources, reduce unnecessary 
utilization, and enhance patient and family 
experience. Team members may need training 
and support to adopt a team-based model.

•	 Track costs and revenues for APC services 
separately from general primary care budgets to 
support accountability, sustainability and payer 
negotiations. Consider opportunities for public 
data sharing to learn more about the impact of 
APC service investments.

•	 Adopt new codes meant to support PC in 
the fee schedule, including advanced primary 
care management (APCM) codes from 2025 and 
proposed BHI codes for 2026.

Recommendations
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•	 Favor hybrid central-local delivery models:

a.	 Centralized functions, such as analytics, 
population risk stratification, IT-
enabled patient identification and quality 
measurement, provide economies of scale.

b.	 Embedded practice-level resources, such as 
behavioral health specialists, care managers, 
pharmacists or CHWs, ensure continuity, 
relationship-building and patient trust.

•	 Ensure that funding and subsidies designated 
for primary care within health systems 
reach frontline primary care practices, with 
transparent reporting to track how payments 
are used for care delivery rather than absorbed 
elsewhere in the health system. Facilitate this 
reporting through near real-time data-sharing 
partnerships between provider organizations and 
insurers as well as among provider organizations.

•	 Integrate SDOH screening and navigation 
into workflows, using CHWs/navigators 
to connect patients with housing, food, 
transportation and utility resources. Use-
partnerships between community-based 
organizations and CHWs and rapid-response 
funds for urgent needs.

•	 Use data to guide prioritization: Combine 
claims, EHR and community needs assessments 
to select interventions that address the largest 
gaps in care and align with organizational goals.

•	 Implement continuous quality improvement 
cycles, piloting in high-ROI populations (e.g., 
recently discharged or high-risk chronic disease) 
before scaling.

•	 Leverage technology-enabled care (telehealth, 
remote patient monitoring, asynchronous visits, 
e-consults) to extend reach, improve follow-up 
and reduce provider burden.

•	 Align incentives across payers whenever 
possible to reduce administrative complexity 
and moral distress caused by treating patients 
differently based on insurance.

Health Insurers
Guidance on structuring payment models that 
support sustainable investment in APC:

•	 Adopt hybrid payment approaches that 
combine predictable, prospective payments 
(e.g., per-member-per-month) with a 
component of fee-for-service, including quality-
based payments to incentivize preventive and 
high-value services in primary care. Adopt new 
codes meant to support primary care in the fee 
schedule, including APCM codes from 2025 and 
proposed BHI codes for 2026.

•	 Ensure designated APC funding reaches 
frontline primary care practices, with 
mechanisms to track and verify that incentive 
and transformation payments are used for direct 
care delivery rather than absorbed elsewhere in 
health systems.

•	 Provide upfront transformation funding so 
practices can invest immediately in staffing, 
technology and workflow redesign needed for 
APC implementation, thereby reducing reliance 
on retrospective incentive payments.

•	 Balance process and outcome measures in 
incentives, for example, rewarding early wins 
such as improved screening rates while also tying 
payment to longer-term cost, utilization and 
quality improvements.

•	 Share with primary care savings generated 
by the provider organization through 
reducing total cost of care, due to reduced ED 
visits and hospitalizations.

•	 Harmonize performance measures across 
contracts and participate in multipayer 
collaboratives to reduce administrative burden, 
improve alignment and strengthen provider 
engagement.

•	 Offer near-real-time data-sharing 
partnerships to give practices timely access 
to utilization, cost and quality data for 
population health management and proactive 
patient outreach.
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•	 Support small, independent, rural and 
resource-limited practices with tailored 
contracting models and technical assistance, 
recognizing differences in capacity and 
infrastructure. These practices may also 
benefit from payer-provided data for panel and 
population management.

•	 Design flexibility into payment models to 
accommodate variation in practice needs, market 
conditions and regulatory requirements while 
maintaining focus on APC core services.

Policymakers
Policy recommendations to facilitate greater APC 
investment and remove barriers to implementation:

•	 Mandate or incentivize increased primary 
care spending through state or federal targets 
(e.g., 10-15% of total health spend), with 
enforceable mechanisms to ensure funds flow 
directly to frontline primary care practices 
and are used for APC service delivery.

	– Base funding levels on the actual budgets 
required to deliver core APC services, with 
adjustments for clinical complexity and 
social needs.

•	 Require transparent tracking and public 
reporting of primary care spending:

	– Use a commonly accepted definition of “primary 
care spend” (e.g., 2024 AHRQ definition).15

	– Report regularly at state and/or national level.

	– Publish payer-specific and aggregated data 
to enable benchmarking, monitor progress 
toward targets, and inform policy adjustments.

•	 Advance payment reform by shifting toward 
prospective, value-based models that reward 
outcomes, equity and prevention, ensuring at 
least two-thirds of a practice’s patient panel 
is covered under such models to support 
sustainable transformation.

•	 Categorize APCM (2025) and proposed BHI 
(2026) codes under preventative services 
to reduce the co-pay burden on patients with 
medical complexity.

•	 Fund infrastructure for transformation, 
particularly for small, rural and resource-
limited practices, through one-time or 
renewable grants for workforce development, 
technology adoption, workflow redesign and 
practice transformation support.

•	 Support workforce pipeline initiatives to 
address shortages in primary care, psychiatry, 
pharmacy and CHWs, including loan forgiveness, 
residencies and fellowships tied to service in 
underserved areas.

•	 Align incentives across payers within a state 
to reduce administrative burden and ensure 
consistent access to high-quality APC services for 
all patients regardless of payer.

•	 Standardize equity-focused quality measures 
across payers and programs, with stratification 
by race, ethnicity, language and geography to 
identify and address disparities.

•	 Enable cross-sector partnerships between 
health care, housing and social services by 
adjusting regulations to support data sharing, 
joint financing and integrated service delivery.

•	 Provide analytic support and technical 
assistance to help practices meet performance 
goals, implement APC services effectively and 
integrate new workflows.

Implementation of these recommendations requires 
coordinated action across all three stakeholder 
groups, in collaboration with patients and employers 
to ensure services, policies and payments are 
addressing patients’ needs. Provider organizations 
must align internal priorities and resources toward 
team-based, data-driven and equity-oriented 
primary care delivery. Policymakers must create 
enabling environments with adequate funding, 
payment reform and accountability mechanisms. 
Health insurers must ensure that payment models 
and data infrastructure are designed to sustain APC 
services over time, while aligned across payers. 
Together, these steps will strengthen primary 
care’s ability to achieve the quintuple aim: better 
population health; improved patient, clinician and 
primary care staff member experience; reduced 
costs; improved quality of care; and greater equity.
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