Primary Care
Investment

Guide

AUTHORS

Amie A. Pollack, PhD

Center for Primary Care, Harvard
Medical School; Program in Global
Primary Health Care, Office for
Research Initiatives and Global
Programs, Harvard Medical School

Dru A. Ricci

Center for Primary Care, Harvard
Medical School; Program in Global
Primary Health Care, Office for
Research Initiatives and Global
Programs, Harvard Medical School

Zirui Song, MD, PhD
Department of Health Care Policy,
Harvard Medical School

Erin E. Sullivan, PhD
Department of Healthcare
Administration, Sawyer Business
School, Suffolk University

Kevin Grumbach, MD
Department of Family and
Community Medicine,

University of California,

San Francisco School of Medicine

Deborah J. Cohen, PhD
Department of Family Medicine,
Oregon Health and Science
University School of Medicine

Russell S. Phillips, MD

Center for Primary Care, Harvard
Medical School; Division of
General Medicine, Beth Israel
Deaconess Medical Center,
Harvard Medical School

DECEMBER 2025

PREPARED BY

CENTER FOR
PRIMARY CARE

HARVARD MEDICAL SCHOOL

DISTRIBUTED BY

C primary care
collaborative



Acknowledgements

This publication was produced with funding
from the California Health Care Foundation and
the Commonwealth Fund.

California
\ Health Care
Foundation

The California Health Care Foundation is an
independent, nonprofit philanthropy that works
to improve the health care system so that all
Californians have the care they need. They focus
especially on making sure the system works for
Californians with low incomes and for communities
who have traditionally faced the greatest barriers
to care. To learn more visit www.chcf.org. The
views presented here are those of the authors and
not necessarily those of the California Health Care
Foundation, its directors, officers or staff.

The
Commonwealth
Fund

The Commonwealth Fund is a national, private
foundation based in New York City that supports
independent research on health care issues and
makes grants to improve health care practice

and policy. The views presented here are those

of the authors and not necessarily those of the
Commonwealth Fund, its directors, officers or staff.

Acknowledgements

We are especially grateful to Kathryn E. Phillips,
MPH, Associate Director, Improving Access to Care,
California Health Care Foundation, and Corinne
Lewis, MSW, Assistant Vice President, Improving
Care Delivery, The Commonwealth Fund, for their
support and thoughtful input throughout the project.

This project would not have been possible without
the engagement of participants from provider
organizations, primary care practices and payer
organizations. Their shared experiences, practical
insights and dedication to improving primary care
delivery were invaluable to this work.

We extend our appreciation to the reviewers,
advisors and student researchers whose expertise
and collaboration contributed greatly to the quality
and completeness of this publication.

Reviewers

Mark Friedberg, MD, MPP, SVP,
Performance Measurement and Improvement,
Blue Cross Blue Shield of Massachusetts

Miriam Sheinbein, MD, Medical Director,
Health Plan of San Mateo, CA

John Zubialde, MD, Senior Medical Advisor,
Oklahoma Health Care Authority



http://www.chcf.org/

Advisors

Amy Harris, MPH, Patient-Centered Primary Care
Home Program Manager, Oregon Health Authority

Ann Greiner, MCP, President and CEO, Primary
Care Collaborative

Asaf Bitton, MD, Associate Professor, Executive
Director of Ariadne Labs, Harvard Medical School
and Harvard T.H. Chan School of Public Health

Betsy-Boyd Flynn, Executive Director, Oregon
Academy of Family Physicians

Caitlin Sullivan, MPH, Deputy Executive Director,
Health Informatics and Reporting, Massachusetts
Center for Health Information and Analysis

Carol Mita, MLIS, Research & Instruction
Librarian, Harvard Medical School

Cory King, MPP, Health Insurance Commissioner,
Office of the Health Insurance Commissioner
Rhode Island

Dolores Yanagihara, MPH, Vice President,
Strategic Design & Initiatives, Integrated
Healthcare Association

Erin Bonney, MA, Director, Health Informatics
and Reporting at the Center for Health Information
and Analysis, Massachusetts Center for Health
Information and Analysis

James M Herman MD, MSPH, Dean, OU-TU
School of Community Medicine

Jill Yegian, PhD, Yegian Health Insights

Lauren Hughes, MD, MPH, MSc, MHCDS,
Associate Professor, State Policy Director, Farley
Health Policy Center, University of Colorado

Margareta Brandt, Assistant Deputy Director
Health System Performance, Office of Health Care
Affordability of California

Mary Gowin, PhD, MPH, Associate Professor,
Director, Primary Care Health Policy Division,
University of Oklahoma Health Sciences Center

Acknowledgements

Mary Jo Condon, MPP, Principal Consultant,
Freedman HealthCare

Sara Singer, MBA, PhD, Professor of Health Policy
and Medicine, Stanford University School of Medicine

Sarah Anne Henning-Schumann, MD, MPH

Stephanie Gold, MD, Associate Professor, Farley
Health Policy Center, University of Colorado

Steven A. Crawford, MD, DABFM, Director,
James W. Mold Oklahoma Primary Healthcare
Improvement Cooperative, Professor Emeritus,
University of Oklahoma College of Medicine

Susan Huang, MD, MS, Chief Medical Officer,
America’s Physician Groups

Toney Welborn, Interim Chief Quality Officer,
Oklahoma Health Care Authority

Student Researchers

Amina Rahimi, Vassar College

Anamika Mishra, Harvard T.H. Chan School of
Public Health

Ananya Tadikonda, Harvard Medical School
Anuja Bahulekar, Harvard Medical School

Hannah Schmitt, New York Institute of Technology
College of Osteopathic Medicine

Jack Rogen, Tufts University

Sirine Benali, Brown University

Suggested citation: Pollack, AA, Ricci, DA, Song,

Z, Sullivan, EE, Grumbach, K, Cohen, DJ, and
Phillips, RS (December 18, 2025). The Primary Care
Investment Guide, Primary Care Collaborative.



https://www.ariadnelabs.org/

Table of Contents

Executive Summary 1
Behavioral Health Integration 2
Integrated Pharmacy Services 3
Care Management 3
Population Health 4
Social Determinants of Health and Addressing Disparities 4
E-Consults 4
Payer Perspectives 5
Cross-Cutting Insights 5

Recommendations 6
Provider Organizations and Practices
Health Insurers
Policymakers

Section 1. Introduction 9
Objective of the Investment Guide 10
Who Is It Meant to Be Used By? 1
Development of the Investment Guide 1
Overview of Methods 1
Limitations 12

Section 2. Using this Investment Guide:

A Strategic Approach to Investing in Advanced Primary Care 13
Step 1. Define Strategic Objectives and Organizational Context 13
Step 2. Assess Policy, Market and Regulatory Environment 14
Step 3. Engage Stakeholders and Integrate Patient Perspectives 14
Step 4. Leverage the Catalog of APC Services 14
Step 5. Develop, Pilot and Evaluate an Investment Action Plan 14

Table of Contents




Section 3. Menu of Advanced Primary Care Services for Investment 15
Mission and Areas of Focus 15
Behavioral Health Integration 16
Clinical Pharmacist Integration 22
Care Management 26
Population Health 30
Services to Address Social Determinants of Health and Disparities 35
E-Consultations 39

Section 4. Financing Advanced Primary Care:

Interviews with Health Insurance Leaders 43
Payer Strategic Approach to Primary Care Investment 43
Factors Considered by Payers when Investing in Primary Care 44
Key Areas of Payer Investment 45
Drivers Behind Payer Initiatives 45
Outcomes and Early Impact 46
Financial Models Supporting Initiatives 46
Understanding How Health Insurance Companies Consider Return on Investment 46
Payment Structures That Have Supported Return on Investment 47
Types of Advanced Primary Care Services That Provide Return on Investment 47
Challenges Payers Experience in Their Efforts to Invest in Primary Care 47
Primary Care Payment Tracking and Transparency 48

Section 5: Conclusion 50

Appendices 52
Appendix A: Abbreviations 53
Appendix B: Advanced Primary Care Services Terms 54
Appendix C: Cost and Revenue of Primary Care 58
Appendix D: State Policy Efforts to Increase Investment in Primary Care 59
Appendix E: Research Methods 64
Appendix F: Rapid Literature Review Methodology and Findings 66
Appendix G: References 78
Appendix H: Rapid Literature Review References 82

Table of Contents




Executive Summary

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.'® 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.®**

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.
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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,*?
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).1

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.'*

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.




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

Executive Summary

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.

9 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
Al-enabled therapy tools or develop internal
telebehavioral health programs.




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.

X .
@3 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:
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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.

ROl 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.




A 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.

Nt 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.
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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 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.




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:

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

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

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

Executive Summary

o Equity-focused design: Targeted interventions
to reduce disparities improve both outcomes
and ROL.

¢ 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.




Recommendations

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:

o 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.

e 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.

o 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.

Recommendations

Provider Organizations
and Practices

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

o Prioritize evidence-based APC services,
including BHI, care management, population
health, integration of clinical pharmacists,
addressing SDOH and e-consults, as %ig7-
value, high-impact components of primary care
transformation.

o 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.

e 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.

e 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.




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.

Recommendations

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.




e 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.

o 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:

o 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.

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

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

- 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.

o 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.

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

Recommendations

o 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.

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

o 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.

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

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

o 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.




Section 1

Introduction

Primary care is central to an effective, efficient,
and equitable health system. Higher numbers of
primary care clinicians are consistently linked

with longer life expectancy, lower mortality, and
improved health outcomes.**%1°Yet U.S. primary
care is under strain: Nearly 98 million people live

in primary care shortage areas, more than 16,000
additional physicians are needed, and patients,
especially those from low-income and marginalized
communities, struggle to access timely care.*”?
Black and Hispanic populations experience higher
rates of poor health and shorter life expectancy, with
the pandemic further widening disparities.>??

Strengthening primary care requires moving to team-
based, patient-centered care models that improve
outcomes and clinician wellbeing.?*?> Advanced
primary care (APC) services have the potential to
extend reach, address social determinants of health
(SDOH), and reduce costs.?*3>A comprehensive list of
APC services can be found in Appendix B. Evidence
from our study indicates that the following APC
services are often prioritized for investment:

o Behavioral health integration (BHI):
Identifying patients who need behavioral
health services/counseling through strategies
which may include screening for conditions,
making appropriate referrals for counseling and
psychopharmacology either within or outside
the practice, and tracking patients over time and
refining treatment approaches as needed

o Integrated clinical pharmacists: Including
pharmacy staff in the primary care team to assist
clinicians in making decisions about and co-
managing medications
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o Care management for complex patients -
Employing team members (e.g., case managers,
nurses, CHWs or patient navigators) to identify
and manage the care of patients with complex
clinical or SDOH needs to help those patients
navigate the health care system and to help
them avoid use of the hospital and emergency
department (ED)

¢ Population health management:
Systematically evaluating the patient population
and determining which preventive medicine
interventions need patient outreach and which
common chronic diseases (e.g., Diabetes mellitus
or hypertension) or risk factors for disease
require population-based approaches to improve
management and control

Services identifying and addressing social
determinants of health (SDOH) needs:
Screening for social needs, referring patients to
relevant services outside the practice, such as
governmental social services and community
organizations, and providing services within the
practice or organization that address SDOH

o E-consultations with specialists: Having
synchronous or asynchronous, consultative,
specialist-to-primary care clinician
communications regarding the care of a patient
who requires specialty input or to assess the need
for continued specialty engagement

Despite its impact, U.S. primary care remains
underfunded. Compared with Western Europe, the
U.S. spends about half as much on primary care,
with state-level variation ranging from 3.5% to 7.6%




of total medical spend.***” Payment systems such

as relative value units (RVUs) undervalue primary
care and lack billing codes for key team roles.
Greater investment is supported by evidence linking
higher primary care spend to improved population
health, quality and equity.'® Value-based payment
in primary care can improve quality by limiting the
number of unnecessary services to patients, while
encouraging attention to patient needs that may
not be compensated in a purely fee-for-service
system.** While value-based models are promising,
they require broad adoption to be effective.*

Momentum is building across the country to address
chronic underinvestment in primary care. At least
17 states have enacted legislation to measure or
increase primary care spending, and several have set
ambitious benchmarks or launched payment reform
initiatives.>*° Although the specific approaches
vary, these efforts share the aim of strengthening
primary care as a driver of better population health,
greater equity and more sustainable health systems.
(A detailed policy review and state case studies are
provided in Appendix D.)

We are encountering a critical moment for primary
care with opportunities for reimagining how primary
care can be delivered in order to meaningfully impact
the quintuple aim: improving health outcomes,
reducing costs, enhancing patient experience,
supporting workforce wellbeing and advancing
equity. The experiences of leading provider
organizations, practices and payers that have
invested in APC services can provide an important
roadmap for other organizations that are likely to
move in the direction of value-based payment and
increased primary care investment in the future.*

Guidance is needed to support organizations,
practices, employers and payers as they look to invest
in APC services aligned with their strategic goals.
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Objective of the
Investment Guide

The Primary Care Investment Guide (PCIG) is
designed to help organizations holistically assess,
plan and prioritize investments in APC services.
The PCIG aims to support organizations in
making investments aligned with their specific
needs and strategic priorities. The PCIG focuses
on APC services most often considered for
investment, including BHI, clinical pharmacy,
care management, population health, services
addressing SDOH, and e-consults. For each
service, evidence is provided regarding the following:

o Leading drivers for investment in APC services

o Characteristics of primary care organizations
that influence investment decision-making
(i.e., organization structure, characteristics of
the patient population being served, payment
mechanism and incentives, staffing, and team-
based care structures)

o Common service implementation models,
including centralized vs. practice-level approaches

o Costs of implementation and sustaining
the service

o Common challenges associated with
implementation

o Impacts of the service on costs and/or utilization,
quality of care, patient health, clinician burnout
and equity
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Who Is It Meant to Be Used By?

The intended audience is anyone considering
investments in APC. This may include policymakers,
employers, provider organization leadership,
practices, and health plans. We anticipate that the
PCIG will be a reference for organizations as they
consider investment options, guiding decision-
makers to consider key factors specific to their
organization and community, and offering an
evidence base for advanced practice options.

Additionally, the PCIG is intended to support
national and state-based primary care policy in
efforts to transform primary care to better meet the
needs of all patients and clinicians by encouraging
specific primary care investments. Potential policy
implications for the research include informing
CMS/CMMI and state-level policymakers on what
services to prioritize in model development, and
what to anticipate in terms of costs and impacts
associated with each service.

Development of the
Investment Guide

The PCIG integrates evidence collected from
stakeholders and from the published literature.
Qualitative data from over 40 interviews with
provider organizations, practices and payers,
including brief case studies informed by provider
organization and practice spending reports, are
presented along with evidence from a series of
systematic literature reviews focused on the impact
of specific APC services on key quintuple aim
outcomes. The PCIG synthesizes these findings to
offer actionable guidance.

Overview of Methods

The PCIG was developed through a mixed-methods
study of APC investment. The study examined the
experiences of provider organizations, practices and
payers leading in investment in APC from the states
of California, Rhode Island, Oregon, Oklahoma, and
Massachusetts. These states were chosen because
they have committed to public reporting of primary
care investment and are working to increase primary
care spending in various ways.
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In each state, state agencies supported identification
of provider organizations leading the state in
primary care investment and in the development of
APC services such as behavioral health integration
(BHI), population health, clinical pharmacists,
community health workers (CHW), and so on. Each
participating provider organization nominated two
practices affiliated with the organization to invite for
participation. State partners also nominated payers
in each state leading in support for APC.

Primary care leaders from the provider
organizations, practices and payers participated in
a key informant interview. Interviews focused on
how primary care investment decisions are made,
factors influencing investment decisions, priorities
for investments in APC services, and costs (% spend
or per member per month [PMPM]) and impacts of
investments. Provider organizations and practices
were also asked to complete a spending report.

A series of rapid literature reviews (RLRs) —
similar to a systematic literature review but using
fewer databases, a narrower scope, and limited
assessment of the quality of studies reviewed)*?

— were conducted to study the impact of APC
services on quintuple aim outcomes. Only papers
published since 2010 with original, empirical data
were included, and studies of settings outside the
United States or not published in English were
excluded. A total of nine reviews were included

in the study, which examined the impact of BHI,
clinical pharmacist integration, care management,
population health services, SDOH services, and
e-consultations on cost, quality and/or equity. Two
reviewers independently screened and extracted
studies. See Appendix F for detailed information
about the RLRs.

Evidence for APC services provided in Section 3 is a
synthesis of this primary and secondary research.

This study was reviewed by the Harvard Medical
School Institutional Review Board and was
determined to not be human subjects research, with
a nonsensitive security level (IRB23-1713). However,
to maintain participant confidentiality, data was
kept in a secure drive location.
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Limitations

This report does not reflect a comprehensive survey
or evaluation of the status of primary care across

the country. Rather, the study focused on states,
health organizations and payers already committed
to advancing APC, which may bias results toward
more favorable conditions. Qualitative interview and
rapid literature review data on return on investment
(ROI) are context-specific and vary by patient
population, payment model and service intensity,
making it difficult to draw general conclusions about
ROL. Confidentiality constraints prevent attribution
of findings to specific organizations. Interviews with
payers and health system leaders provide insights
into promising models for financial support of APC,
however we did not conduct an empirical evaluation
of payment models.

Due to time and resource constraints, review of the
literature was limited to six commonly considered
APC services as identified by our interviewees, and
a limited set of outcomes (i.e., cost, and sometimes
quality and equity). Thus, the literature review did
not comprehensively examine evidence regarding
the impacts of all APC services on all quintuple aim
outcomes. The rapid literature review approach

is limited to one or two databases. As such, the
findings of these reviews may be limited in terms of
comprehensiveness and quality assessment.

Refer to Appendix E for more information
about study methodology, and Appendix F

for key findings and references from the RLRs.
The Technical Supplement includes qualitative
analysis code book and rapid literature review
PRISMA charts.

Participation of Provider Organizations, Practices and Payers Across Five States:

. PO Practice
PO Practice Payer . .
State . . . Spending Spending
Interview Interview Interview
Report Report

California 6 2 2 1 0]
Massachusetts 6 7 1 1 4
Oklahoma 3 2 1 1 2
Oregon 3 1 1 1 1
Rhode Island 2 4 1 2 3
Total 20 16 6 () 10

Section 1: Introduction
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Section 2

Using this Investment Guide

A Strategic Approach to Investing in Advanced Primary Care

The PCIG is designed as a practical and strategic
resource for organizations — including payers,
provider organizations, health systems and
policymakers — seeking to strengthen primary
care through targeted investments in advanced
services. While the guide offers evidence-based
insights, its effective use depends on a thoughtful,
context-specific approach that aligns organizational
priorities, stakeholder perspectives, and policy
realities. This section outlines key steps and
considerations to maximize the value of the PCIG.

STEP 1

Define Strategic Objectives
and Organizational Context

Before considering specific investments,
organizations should:

o Clarify strategic goals (e.g., improving
population health, enhancing care equity,
enhancing care management activities to
reduce hospitalizations and total cost of care,
or providing additional support to primary care
practices) and the match between strategic
goals and payment incentives. Consider how
strategic goals might be better aligned with
payment incentives.

Section 2: Using this Investment Guide

Assess organizational characteristics,
including size and comprehensiveness of primary
care, presence of hospitals and the role of primary
care in referring patients for hospitalization,

level of integration of services within primary
care as well as with specialist services within the
larger organization, workforce capabilities, and
financial risk-bearing capacity.

Assess the needs of the patients and
communities being served by your organization
and the extent to which these needs are being
met by currently available services.

Assess gaps in care as identified by ongoing
population health and patient experience
measures in your organization in comparison
to best practices or comparator practices,
organizations or systems to identify
opportunities for improvement.

Map current primary care infrastructure and
identify existing gaps or duplication in services.

Consider ways to improve efficiency within
practices and where investment is needed to
support effective team-based care and to
provide needed services.

Assess capacity for innovation and
improvement and what might be needed to
further develop that capacity within primary
care practices.

13



STEP 2

Assess Policy, Market and
Regulatory Environment

APC investments must be considered in light of:

o State-specific policies on primary care spending
requirements, value-based payment initiatives
and Medicaid or commercial incentives.

e Local market dynamics, such as payer
competition, the presence of large health systems
or independent practices, and existing primary
care collaboratives.

o Regulatory levers or barriers that may
influence service adoption, such as scope-of-
practice rules for pharmacists, telehealth policies
or BHI requirements.

Understanding this landscape ensures that
investments are both compliant and strategically
positioned for maximum impact.

STEP 3

Engage Stakeholders and
Integrate Patient Perspectives

Successful investments in primary care depend on
multi-stakeholder alignment:

e Include patients and caregivers to
understand preferences, barriers to access,
and perceived needs.

o Engage clinicians and frontline teams to
ensure feasibility, foster buy-in, and surface
operational realities.

e Incorporate perspectives from community
partners and social service organizations,
especially when addressing SDOH.

e Collaborate with payers and policy stakeholders
to align incentives and maximize ROL.

Stakeholder engagement is not a one-time activity;
feedback loops should be embedded throughout
planning, piloting and scaling processes.
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STEP 4

Leverage the Catalog of
APC Services

Once strategic priorities and contextual factors are
clear, organizations should consult the Menu of
APC Services (Section 3) to:

o Review evidence on the impact of specific
services on quintuple aim outcomes (quality, cost,
experience, equity, workforce sustainability).

o Evaluate implementation considerations,
including staffing, technology requirements and
potential barriers.

o Identify services with proven or emerging ROI
in similar organizational and policy settings.

This evidence should guide the selection of services
most likely to advance organizational goals.

STEP 5

Develop, Pilot and Evaluate an
Investment Action Plan

A robust investment strategy involves:

o Designing a tailored, comprehensive action
plan that specifies selected services, resource
allocation and timelines.

o Piloting services with clear outcome metrics,
including cost, utilization, equity and patient
experience measures.

e Monitoring performance and iterating based
on stakeholder feedback and real-world results.

o Scaling successful interventions, supported by
ongoing evaluation and adaptive management.

Continuous improvement and data-driven
decision-making are essential to sustaining impact
and achieving long-term returns on primary

care investments.
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Section 3

Menu of Advanced Primary
Care Services for Investment

The PCIG provides an evidence-informed resource
to guide organizations in strengthening their
primary care capabilities. Developed through
triangulation of findings from primary research
(including interviews and surveys with practice,
provider and payer leaders) and secondary
research (systematic literature reviews), the
guide highlights key service areas such as BHI,
care management, population health and remote
monitoring, services addressing SDOH, clinical
pharmacist collaboration, and e-consults.

For each APC service, the guide synthesizes
information on costs, areas of impact,
implementation challenges and evidence of success,
offering actionable insights grounded in both lived
experience and published data. Recognizing that no
two organizations are alike, the guide also outlines
adaptation options tailored to different organizational
characteristics, supporting leaders in designing
sustainable, high-impact primary care investments
aligned with their mission and patient needs.

Mission and Areas of Focus

Interviews with primary care leadership from
participating provider organizations indicate that
primary care is central to the mission and strategy
of these organizations. Many leaders describe
primary care as the core of their mission to improve
community health, deliver equitable and accessible
care, and keep patients healthy and out of higher-
cost settings. Federally Qualified Health Centers
(FQHCs) explicitly center all their services around
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primary care, spanning family medicine, internal
medicine, pediatrics, women’s health, behavioral
health and preventive services to address health
disparities. Large hospital-based health systems
see primary care as essential for shifting care

into community settings, strengthening patient
relationships, and guiding downstream care within
their networks. As one health system leader shared:

(Our) values include equity and empathy,
rights and respect, among other things.

To achieve those things — being out in the
community and providing care that is not

only patient-centric, but with a high degree

of empathy and respect — primary care is an
important base for those and for the purpose of
achieving our mission.

Physician-owned groups emphasize sustaining
independent practices, with primary care as the base
of all care delivery.

Provider organization leadership reported that
current efforts in primary care are concentrated on:

e BHI: Implement collaborative care models and
embedd behavioral health in primary care to
meet patient needs and reduce clinician and
staff burden.

¢ Care management and population health: Use
data-driven approaches, dashboards and health
navigators to engage patients, close care gaps
and coordinate referrals.
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e Workforce and burnout reduction: Support
clinician and staff wellbeing through workflow
redesign, ambient documentation technology
and staff vitality/resilience training. As one
leader explained, “A huge driver, which I think
about all the time, is around physician wellness or
the opposite of burnout.”

e Value-based and preventive care: Many
organizations operate under capitation or value-
based models, incentivizing outcomes, patient
engagement, and proactive management to keep
care in the primary setting.

Overall, these provider organizations see primary
care not just as a clinical entry point but as the
strategic hub for community health, patient
relationships and financial sustainability. Their
focus is on integrating services, leveraging data
and redesigning care to meet the goals of equity,
prevention and value-based care.

Interviews with leadership at primary care
practices find that nearly all practices emphasize
providing high-quality, patient-centered primary
care with a strong commitment to equity and
serving underserved populations. Pediatric and
family practices often highlight the concept of a
“medical home,” while community health centers
emphasize social responsibility and access for
socioeconomically diverse or rural populations:

o Focus on accessibility and continuity: Many
practices aim to reduce barriers to care through
home visits, telehealth and extended or 365-day
availability. Team-based care and asynchronous
care models are increasingly used to maintain
continuity for large patient panels.

e Innovations in workforce and technology:
Practices invest in tools to improve efficiency,
reduce clinician and staff burnout, and enhance
patient care — such as Al scribes, lean workflow
redesigns and remote inbox management.
Workforce development, including medical
assistant training and student clerkships/
internships, is also a priority.
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o Population health and integrated services:
Several organizations focus on integrating
behavioral health, SDOH interventions, substance
use treatment, and health coaching. Group visits
and interdisciplinary care are common strategies
to improve outcomes for complex or high-risk
populations. One provider organization leader
shared, “We’ve created solidified integrated care
teams, which allowed a lot of the services we were
providing to be distributed to those patients who
really need the services, and also allowed us to
track and do outreach for patients who would
benefit from chronic disease management in a
more coordinated way.”

Overall, these practices demonstrate a balance

of mission-driven, patient-centered care with
strategic investments in workforce, technology and
integrated services to meet the evolving demands
of primary care.

@

Behavioral Health Integration

BHI in primary care is the coordination of mental
health, substance use and behavioral health services
within primary care settings to provide whole-
person, team-based care. It can involve embedding
behavioral health screening, treatment and follow-
up into routine primary care workflows so that
patients receive timely, coordinated support for both
physical and behavioral health needs in a single care
setting. Common BHI models include a team-based
approach to system redesign in primary care. The
Primary Care Behavioral Health (PCBH) model
embeds behavioral health consultants, typically
psychologists or licensed counselors, to provide
brief, functional interventions for a wide range of
conditions.* The Collaborative Care Model (CoCM),
grounded in the adult chronic care framework,
involves a primary care clinician, care manager,

the capacity for referrals to social workers and
psychologists, ongoing measurement of anxiety and/
or depression levels among patients being followed,
and psychiatrists collaborating to improve outcomes
for patients with anxiety and depression.**
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The PCBH model is considered by some primary care
clinicians to be more easily adapted to primary care
as it offers more flexibility across many different
behavioral health needs, while others prefer the
CoCM given its team-based focus and ongoing
measurement for two of the most commonly
encountered behavioral health conditions: anxiety
and depression. Additional models target specific
populations, disorders and severity to meet patient
and organizational needs. For example, post-
discharge care management for behavioral health
aims to improve continuity of care from psychiatric
inpatient stays to outpatient or community care
settings through care coordination and follow-up
and individualized treatment plans.*

@ Implementation Models Described by
Primary Care Leadership

Interviews with provider organizations and
practices indicate that BHI is a critical priority.
Organizations and practices took varied approaches
to integrating behavioral health into their primary
care workflows. Many organizations shared their
intention to provide collaborative care models,
although implementation varied based on specific
needs and available resources. Organizations

and practices described embedded behavioral
health care managers — often licensed clinical
social workers (LCSWs) — within primary care
teams. The behavioral health care managers work
with consulting psychiatrists who review cases,
recommend medication adjustments, and provide
guidance on treatment planning. This model allows
for short-term therapy and systematic monitoring
while ensuring that primary care providers remain
central in managing patients’ ongoing needs. It is
particularly effective for patients with less severe
depression and anxiety, though it can be stretched
to support higher-acuity cases due to system gaps.
As one organization leader noted, collaborative care
models expand access to behavioral health services:

So, this is a (collaborative care) program that
I think has been really beneficial again to both
patients and providers ... when we first began
working with a lot of our providers, one of the
biggest concerns that they had about caring
for their patients was getting them access to
behavioral health.
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Some organizations leaned on short-term psychiatry
consultations when behavioral health staff
availability and community assets were limited.

Other provider organizations used variations of the
Primary Care Behavioral Health model, making
an intentional effort to embed behavioral health staff
in the primary care setting. This model typically
relied on LCSWs, who offered short-term therapy,
screenings and crisis support. In this model, warm
handoffs are possible, which may make patients feel
more comfortable and lead to better coordination
of care. Where in-person consultation was not
possible, some organizations utilized telehealth to
do virtual handoffs at the point of care, to ensure
patients were connected to care when they needed
it. Some organizations are moving towards more
integrated models. One pediatric organization
described their model:

The big push now is to move into more of an
integrated model, so as opposed to having

a co-located therapist in your office who is
available for traditional booked appointment
visits, whether those are in person or
telehealth, what we try to do now is integrate
that having them as standard parts of some
types of visits. So different practices in the
network do that differently. We're trying to
push to have our LICSWs (visit with) every
two-and-a-half-year-old, because we know
that that’s a visit that is really key to social
and emotional development.

Co-located or centralized behavioral health
models are common in the smaller or community-
based practices interviewed. These programs often
place counselors or part-time behavioral health
clinicians in primary care locations but rely heavily
on centralized referral networks and consultative
psychiatric support. While these models enable
warm handoffs and real-time consultation when
feasible, they typically provide shorter-term or
episodic care. Long-term therapy or specialty
psychiatric services are referred out to community
clinicians, which can be challenging in areas with
limited behavioral health capacity.
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One FQHC noted about their virtual model:

We actually do integration to the point where
we use Zoom ... If I'm seeing a patient right
now, and I think they need behavioral health, I
quickly send a Zoom chat. Isay, “This patient,
Twant them to get in.” We have open access, so
we have clinicians available every day ... for
patients to be able to get timely appointments.

© Major Challenges

One of the most significant challenges identified
across organizations is the shortage of
psychiatrists, which limits the ability to manage
high-acuity behavioral health needs. Systems
reported long wait times for psychiatry, sometimes
as much as six months, leaving primary care
clinicians to manage severe cases like psychosis

or acute bipolar disorder in house. This shortage
drives reliance on integrated behavioral health and
consultative models rather than fully embedded
psychiatric care. As one Medicaid-focused provider
organization leader mentioned:

We do not have a psychiatrist who's been with
us for some time ... there’s such a need for that,
and there is still work to be done. Considering
how many patients we have, we don’t have
enough (behavioral health access).

Another major challenge is sustainability and
reimbursement for integrated behavioral
health. Practices noted that while co-located

or consultative models are feasible, sustaining
fully integrated models with frequent warm
handoffs is financially difficult without clear
payment mechanisms. Even systems with strong
infrastructure rely on health system mandates or
board directives to maintain embedded behavioral
health staffing. One FQHC leader noted on the
challenges of financial sustainability:

We've never been able to figure out how to
sustain that integrated model where you have
the concept of a behavioral health clinician,
where you're doing these warm handoffs that
may or may not happen. In the meantime,
who’s paying the salary of that behavioral
health clinician?
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Finally, referral and care coordination barriers
remain a common problem. Organizations
emphasized that without dedicated social workers
or CHWS , patients often struggle to navigate
behavioral health benefits and referral networks.
One ACO addressed this by creating individualized
workflows with each health center to ensure
discharge summaries and follow-up plans are
completed, reducing patient frustration and
improving continuity of care.

© Staffing and Costs

Staffing models for BHI typically include LCSWs,
counselors, psychologists, psychiatric

nurse practitioners and community health
workers (CHWs), with psychiatrists most often
serving in a consultative role. For example, two
provider organizations rely on behavioral health
clinicians in the clinic supported by consulting
psychiatrists who review records and make
medication recommendations. One practice
reported use of e-consults to provide rapid input
on medication adjustments.

Innovative approaches are emerging to maximize
limited psychiatric resources. Two Medicaid-
focused organizations have implemented
telepsychiatry and e-consults, allowing
psychiatrists to provide guidance without requiring
full in-person evaluations. Other organizations offer
open-access slots and warm handoffs to support
real-time patient needs and reduce delays in care.
These models reduce bottlenecks and improve
responsiveness, especially for patients in crisis.

From a cost perspective, organizations noted that
financial sustainability remains a concern.
Integrated programs often depend on cross-
subsidization from the broader health system,
grant funding, or value-based care incentives. One
practice specifically emphasized that maintaining
a fully integrated model with dedicated in-clinic
behavioral health clinicians would be unsustainable
without reliable reimbursement, highlighting the
need for payment models that support BHI.
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O Impact on Costs and Utilization

Most organizations participating in the study
reported that the primary financial impact of BHI
is seen through indirect ROI, with organizations
aiming to reduce ED visits, hospitalizations and
readmissions rather than generate direct revenue.
One ACO’s post-discharge program demonstrated
clear improvements, reducing 7- and 30-day
psychiatric readmissions by embedding clinicians
and CHWs at critical transition points.

Efficiency gains also contribute to cost
management. Two practices reported that using
e-consults and rapid coordination allows for
faster medication titration and reduced need

for external referrals, which helps manage
utilization and improves patient satisfaction.
However, sustainability remains an issue,
with organizations noting that without clear
reimbursement pathways, integrated behavioral
health must rely on institutional commitment rather
than demonstrated financial return.

One hospital-based pediatric organization also
mentioned cost as a driver for investment, as
they believed unnecessary trips to the emergency
room and hospitalizations could be avoided with
improved BHI:

The hospital made some major investments in

behavioral health and that did not come from

a change in value-based care. It came from too
many patients in the emergency room and the
hospital wards.

A rapid review of the literature identified ten studies
on the costs of providing BHI, and any related cost
savings. iR 110 Five studies reported implementation
costs ranging from $5.09-$554 PMPM (see table in
Appendix F); median: $66.17 PMPM; mean: $136.73
PMPM.RR4710 Collaborative care utilizing telehealth
generally costs less than more robust in-person
behavioral health care with connection to community
resources. Two of the 10 studies demonstrated cost
savings compared to a usual care group or pre-
implementation period. ®®+¢ Other studies reported
costs as a function of reductions to cost growth, with
two studies reporting lower incremental cost growth
in BHI settings compared to usual care. ¥-82° See
Appendix F for detailed study results.

Section 3: Menu of APC Services for Investment

© Impact on Health, Quality, Burnout
and Equity

BHI has shown meaningful improvements in patient
outcomes across organizations. Organizations

and practices use proactive screening and early
intervention to prevent progression of mental

health concerns in children and adults, supporting
developmental health and reducing the likelihood of
ED visits. These approaches also enhance medication
safety and allow for quicker responses to crises.

Clinician burden and burnout are reduced when
embedded teams can provide direct behavioral
support, and refer severe cases to psychiatry.
Effective integrated behavioral health may also
reduce unnecessary referrals to specialty care,
which allows specialists to work at the top of their
license for the most complex cases. Leaders from
several provider organizations described the value of
having behavioral health colleagues and consulting
psychiatrists available to “phone a friend” for
medication advice or to manage acute patient
needs, improving both efficiency and confidence for
primary care clinicians.

Finally, equity gains are a notable benefit of
integrated behavioral health. Programs rely on
social workers and CHWs to help patients navigate
the complex behavioral health landscape and
address SDOH. This improves access for vulnerable
populations, ensuring patients are less likely to fall
through gaps in fragmented systems.

A rapid literature review was conducted to
evaluate the impact of BHI depression interventions
in primary care on patient health equity, resulting
in 47 studies.®®1-57 In this search, equity was
defined as interventions targeting an underserved
or minority population (n=32),RLR 14.151719-21,23-
28,30,53-374041.43:44.48-57 95 wel] as studies that stratified
intervention outcomes by patient characteristics,
such as race, ethnicity, language, income or
insurance type (n=13) .RLR 11-13,16,18,22,29,31,32,38,45-47

Two studies were also included that integrated
SDOH screening into the BHI intervention.}®
342 Eyidence of the impact of BHI on racial and
ethnic minority health outcomes was mixed. Nine
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papers stratified outcomes by race, ethnicity or
language, RLR 11-13.18, 2231324647 it h four showing that
BHI interventions resulted in closing disparities
or greater improvements for nonwhites and
Spanish speakers.XR 11132247 Two papers found
worse outcomes or lesser improvements for
minorities, R 1246 and three found insignificant or
mixed results (see table in Appendix F) RLR18:3152
Eleven studies evaluated an intervention targeting

a Latino/Hispanic population;RLR 14:1923-27.3033,34.55 fiye
showed significant positive impacts on depression
outcomes,RR141227.3355 and the remaining six found
insignificant or mixed results kR 23263034 For studies
of African American populations,®-®1%2L4 two of
three studies showed significantly positive outcomes
for depression,®® 74 and for Asian populations, ®®
35435657 two of four studies kLR35

O Cross-Cutting Themes and
Best Practices

Several cross-cutting themes emerged across
organizations:

o Psychiatry shortages and access challenges:
Nearly all organizations reported limited access
to psychiatrists, requiring primary care teams
to manage high-acuity patients and driving the
need for consultative or collaborative models.

o Financial sustainability and reimbursement
limitations: Fully integrated models are difficult
to sustain without clear financial support
mechanisms or value-based incentives. Financial
support is required to help cover the costs of
employed clinicians as reimbursement levels
often do not cover the costs of employment.

o Importance of care coordination and
navigation: Social workers, CHWs and behavioral
health navigators are crucial for connecting
patients to care, addressing social determinants
and avoiding drop-offs after referral.

o Diverse implementation models adapted to
resources: Organizations employ collaborative
care, co-located, or post-discharge management
models based on their patient population
and staffing capacity, showing flexibility in
achieving integration.
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o Impact on clinician support and burnout:
Embedded behavioral health services reduce
pressure on primary care clinicians and increase
confidence in managing complex patients.

o Indirect ROI through reduced utilization:
Programs report reduced ED visits and
readmissions, generating indirect returns even
without immediate revenue gains.

o Equity improvements and patient-centered
care: Integration increases access for vulnerable
populations, particularly when programs
address social determinants and provide real-
time navigation.

Best practices observed across high-performing
programs include:

o Use of integrated behavioral health care
with consultative psychiatry: Embed LCSWs
and leveraging psychiatrists for case review and
medication guidance extends behavioral health
support efficiently.

o Leveraging of e-consults and telepsychiatry:
Tools like e-consults and telepsychiatry
expand psychiatric expertise without requiring
in-person visits.

o Embedding of social workers and CHWs:
Real-time patient navigation, safety planning
and follow-up improve engagement and reduce
care gaps.

¢ Maintenance of open-access slots and warm
handoffs: Some organizations offer same-day
behavioral health access and clinician-supported
connection to a behavioral health specialist ,
supporting timely intervention and continuity.

o Targeted post-discharge interventions:
Embedding clinicians and CHWs at transition
points reduces readmissions.

o Balancing of co-located and centralized
resources: Sharing staff across sites and
leveraging central support structures maximizes
reach while controlling costs.

o Early intervention and proactive screening:
Integrating behavioral health screenings into
routine visits supports prevention and early
management.
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@ Case Study:
Behavioral Health Integration

One example of a behavioral health program can be
found in a large pediatric clinic serving more than
15,000 patients with over 80% of patients covered by
Medicaid health insurance. This practice is affiliated
with an academic medical center and is located in

a mid-sized metro area with a median household
income of about $65,000. The pediatric behavioral
health program was developed in response to the
growing mental health needs of children and the
limited availability of pediatric psychiatry services
in the community. Pediatric leaders described an
integrated service embedded within the general
pediatric clinic where behavioral health is
woven into routine pediatric care, with services
provided by an interdisciplinary team that includes
psychologists, a psychiatrist and pediatricians.

This co-located and integrated approach facilitates
early identification, timely intervention and
ongoing support for children with behavioral,
developmental and emotional health concerns. The
behavioral health program is supported by 10.5
clinician FTEs, 3.05 advanced practice provider
(APP) FTEs, and 27 support staff FTEs.

The delivery model includes annual screening of
all children. In-house psychologists and a consulting
child psychiatrist work closely with pediatricians

to provide both assessment and treatment. One
psychologist focuses on conducting behavioral
assessments, including screenings for autism and
learning disabilities, while another psychologist
provides counseling and therapy services. The
team is further strengthened by the participation of
pediatric psychiatry attendings and fellows. Notably,
a child psychiatrist offers on-site outpatient
psychiatric consultations one afternoon per week,
with plans to expand. This psychiatrist typically
sees patients for two to three visits to assist with
diagnostic clarification or medication management
and then refers the patient back to the pediatrician
for ongoing care. In more complex cases, continued
psychiatric management is offered. This shared-
care model ensures that primary care clinicians are
supported in addressing mental health concerns
while maximizing access to specialty input.
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The behavioral health services are tightly
integrated with other components of care, such
as social work, legal aid and specialty clinics.
Pediatricians and psychologists work in tandem to
manage patients, and care is further coordinated
with community resources when needed. The
program is also linked to broader institutional
efforts such as an early intervention clinic and child
abuse and neglect services, where behavioral and
psychological support are essential elements of care.
This integration ensures that behavioral health is
not siloed but instead functions as part of a holistic,
team-based approach to child wellness.

Despite the strength of the model, the program

faces several challenges. Financially, the behavioral
health services are not separately funded and are
incorporated into the general clinic budget. There

is no distinct cost center for behavioral health,
making it difficult to track the true costs or secure
specific funding. These services are widely recognized
as under-reimbursed, and the program depends on
the commitment of the clinical and administrative
leadership to sustain them. While the child abuse
and neglect program receives philanthropic support,
behavioral health services do not have the same

level of external funding. Staffing and scheduling
constraints — particularly given the long visit times
and increasing demand for mental health care —
also present limitations to scale and access.

Nevertheless, the perceived impact of the program
is significant. Primary care leaders report improved
access to behavioral health care, more timely
psychiatric consultations, and enhanced
capacity for pediatricians to manage mental
health needs confidently. The collaboration across
disciplines promotes continuity of care and fosters
an environment in which behavioral health is treated
as an essential part of pediatric care rather than an
ancillary service. The experiences of this practice
serve as a promising example of how community-
based clinics can deliver integrated, team-based
behavioral health services, even in resource-
constrained settings.
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Clinical Pharmacist Integration

Pharmacists in primary care settings can take on
avariety of roles. Most commonly, pharmacists

and pharmacy technicians work with primary care
teams to improve chronic disease management,
evaluate the appropriateness of medications, assist
with prior authorizations for medications, educate
patients, monitor patient outcomes, and assist

with transitions-of-care. To address workforce and
patient needs, provider organizations may opt to
have pharmacists operate in several different clinics.
Pharmacists may be co-located at these practices or
offered in a centralized manner through telehealth
and referral. Pharmacists may also help to provide
person-centered care and address SDOH. For safety-
net practices serving low-income patients, embedded
340b pharmacies can buy medications from
manufacturers at a discounted cost and sell them to
insured patients at retail costs, allowing practices to
generate revenue that must be reinvested to benefit
low-income and underserved patients.*

Clinical pharmacy services are increasingly
recognized as a critical component of high-
performing, team-based primary care.

@ Implementation Models Described by
Primary Care Leadership

Interviews with provider organization and practice
leaders highlight three common approaches to
integrating clinical pharmacists: embedded, shared/
centralized or consulting/340B-supported models.

EMBEDDED PHARMACISTS

Many organizations have embedded clinical
pharmacists directly into primary care teams. These
pharmacists manage chronic conditions like
diabetes, hypertension and congestive heart failure,
perform medication reconciliation, assist with prior
authorizations, and provide patient education. One
large hospital-based organization also leverages
pharmacists for remote patient monitoring in
hypertension management. One practice employs a
similar embedded model, where pharmacists focus
on blood pressure control and proactive outreach
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to high-risk patients. Pharmacists and nurse care
managers within practices may also be useful in
assisting with transitions-of-care for patients
recently discharged from the hospital or following
emergency room visits.

SHARED OR CENTRALIZED MODELS

Several systems use centralized or rotating
pharmacists to cover multiple practices. One
organization supports embedded pharmacists in
larger clinics and rotates pharmacists between
smaller sites. One practice benefits from a nearby
rural health pharmacy that provides informal team
support. One practice affiliated with a large hospital-
based organization relies heavily on e-consults and
centralized medication access coordinators to
address prior authorizations and coverage issues.
As one leader noted:

We have e-consults for pharmacy, where, if’
1 had a patient sitting in front of me and I
wasn’t sure what inhaler might be covered for
a particular patient, I could shoot off a little
message to one of our central pharmacists
and get some feedback, or if worried about
interactions with a particular medication.
More recently, we're investing in med access
coordinators to be able to help us with prior
authorizations for our GLP-1 medications
which has become a huge stressor on our staff,
as well as potentially inhalers.

Two other practices report use of hybrid models
with specialized pharmacists (e.g., for HIV) and
central teams to manage refills and consultations.
Two practices affiliated with a large provider
organization illustrate a hybrid central/

local model, where pharmacists are assigned

to practices but largely managed centrally,
providing weekly on-site support for diabetes
and transitions-of-care activities.

CONSULTING AND 340B-SUPPORTED MODELS

An ACO shared that it operates pharmacies for
FQHCs and provides embedded and consulting
pharmacists, leveraging 340B revenue to support
operations and offer technical assistance. A number
of practices also rely on 340B programs to sustain
pharmacy services, with pharmacists managing
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chronic conditions, polypharmacy and warfarin
anticoagulation care, and in some cases, providing
home delivery of medications.

Collaborative practice agreements were one
strategy some practices adopted to integrate
pharmacists into the care team. These agreements
allowed pharmacists to function as direct care team
members and host a patient panel. One provider
organization described their team-based model:

We have what’s called a collaborative practice
agreement so pharmacists can work as
advanced practitioners and take full care of
patient ... If we can get physicians to sign on
at no cost to the physician to a collaborative
practice agreement and assign patients to the
pharmacist, that pharmacist can essentially

function as a direct care team member.

© Challenges in Development
and Delivery

Interviewees consistently cited several challenges in
building and sustaining clinical pharmacy programs.
Costs and staffing requirements remain major
barriers, as pharmacist support is often restricted

to select practices or high-risk populations. Access
and staffing constraints limit reach in rural
systems, where full-time embedded pharmacists are
not feasible due to the unavailability of pharmacists
and the smaller size of practices, and services must
rely on shared or ad hoc models.

Physician engagement and culture change are
also critical, with one organization emphasizing

the need for collaborative practice agreements

and physician willingness to delegate care to
pharmacists. Another organization addressed
concerns about delegation with their PCPs by using a
collaborative approach, “We have a pharmacist who
can manage a cohort of diabetic patients for you that
you don’t have time to call, check their medicines, do
adjustments, give them education. We will do that
for you in partnership with you, we’ll meet with you,
understand what it is you’re comfortable with, and
then we’ll go do that work for you.”
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To promote sustainability of funding, one
Medicaid-focused provider organization uses

a cost-plus model to support 340B pharmacies
in their affiliated practices. In this model, the
provider organization runs the pharmacies,
including staffing and operations, which are
then charged back to the practice. Any revenue
generated is retained by the practice.

© Costs, Staffing and Funding Models

Organizations use a combination of funding
sources and staffing strategies to sustain clinical
pharmacy services. Most programs rely heavily on
340B revenue, which several organizations and
practices use to fund ongoing pharmacy operations,
while at least two organizations also leverage
grant funding to support pharmacists and mobile
immunization initiatives. Several leaders noted that
340B and grant funding remain vital for program
sustainability, particularly in community health
centers and rural settings.

One provider organization leader described the funding
mechanism for practice-based 340B pharmacies:

The cost of those employees, as well as the goods
and services that a pharmacy runs through,
are charged back to the health center and then
any revenue that is gained from 340 B or other
mechanisms s retained by the health center.

To manage costs, many systems adopt shared full-
time equivalents (FTE) or centralized models
— for example, rotate or centralize pharmacists

to provide broader coverage with fewer full-time
staff. In addition, some organizations employ
support staff such as pharmacy technicians and
medication access coordinators to handle prior
authorizations and administrative tasks, thereby
reducing clinician burden and improving overall
efficiency. Organizations noted that team-based care
requires cultural change, with clinicians delegating
and pharmacists fully integrating into care teams.
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O Impact on Costs, ROl and Utilization

Clinical pharmacy integration has demonstrated
measurable impacts on both cost and
utilization. At one provider organization, an

early study of embedded pharmacists showed that
having pharmacists available to support medication
management reduced ED visits and lowered
overall costs. Similarly, two other organizations
reported that pharmacist-led chronic disease
management programs helped avoid unnecessary
specialist referrals, further decreasing utilization.
A leader of one provider organization noted cost
savings resulting from embedding a pharmacist in
primary care:

We did a study of the embedded pharmacist

... and in that study we were able to show

that (by) having the pharmacist available to
talk to patients and help the physicians make
decisions regarding medical treatment, we
were able to reduce emergency room visits and
reduce overall cost in that population that we
were looking at.

Integration also supports value-based care
performance; for example, one organization
reported that pharmacist-driven immunization
and medication therapy management initiatives
improve adherence and quality metrics,
contributing to stronger contractual performance
and the potential for shared savings.

One of the strengths of pharmacy integration is

the potential for revenue generation, which

is not common to all services. Pharmacists may

be able to bill for services, especially when they
utilize a collaborative practice agreement and are
able to manage patient panels. In these situations,
pharmacists may be able to bill for annual wellness
visits, which meet Medicare requirements, as well as
medication therapy management and evaluation and
management CPT codes.

A rapid review of the literature of clinical pharmacist
integration in primary care and cost/utilization
identified 34 studies.®-® 581 Generally, studies

found that pharmacists can lower health care
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costs, bring in revenue through billing, and
reduce downstream costs through reductions

to utilization. 14 studies examined financial ROI.
RLR 68,69,71,72,74,76,77,79,82,85,86,88-90 Ofthose, 12 Studies
showed positive ROI resulting from increased
revenue and/or reductions in health care costs for
patients managed by pharmacists (see table in
Appendi_x F) .RLR 69,71,72,74,76,77,79,85,86,88-90 TWO Studies
showed negative ROI resulting from direct revenue
not meeting cost.kR %882 In a majority of studies of
inpatient and ED utilization (9 out of 12),RLR 60.66.6972-
75771984-86 clinical pharmacist integration was found
to significantly reduce usage, RL-R 60:66:697273.75777986 yyith
several studies showing estimated downstream cost
savings as a result, RLR 606669727377, 86 See Appendix F
for more information.

© Impact on Health, Quality, Burnout
and Equity

Clinical pharmacy integration has a significant
impact on health outcomes, care quality,
clinician wellbeing, and equity. Organizations
and practices report improved management of
chronic diseases, particularly better diabetes and
hypertension control, with pharmacist involvement.
Others note that pharmacists reduce clinician
burden and burnout by taking on time-intensive
medication management tasks, which frees clinician
schedules and enhances overall team efficiency.

Pharmacists play an important role in advancing
equity and access: pharmacists frequently help
patients navigate insurance coverage, identify
lower-cost alternatives, and secure needed
medications in underserved communities. SDOH,
including medication affordability, transportation,
and storage, are increasingly addressed by
pharmacists, enhancing patient-centered care.

At one organization, pharmacists frequently
address medication costs, insurance coverage
challenges, and barriers to adherence such

as home storage issues, “A lot of our clinical
pharmacists will dive into socioeconomic concerns
with medications costs. Is there a refrigerator at
home for insulin?”
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One FQHC reported an increase in access to
medications for its rural population:

1t is extremely helpful. We're a rural health
clinic. They're a rural health pharmacy. So
they’re able to get medications that are hard to
get in the rest of the town. And so that’s been

very helpful.

O Cross-Cutting Themes and
Best Practices

o Embedding pharmacists into primary care
teams: Place clinical pharmacists directly
in primary care settings to manage chronic
diseases, perform medication reconciliation and
support transitions-of-care.

o Using shared and centralized models
for efficiency: Rotate or centrally manage
pharmacists to cover multiple sites, allowing
smaller or rural practices to access clinical
pharmacy services without full-time staffing.

o Leveraging 340B revenue and grant funding
for sustainability: Use 340B pharmacy
revenue and targeted grants to fund pharmacist
positions, mobile immunization programs and
infrastructure needs.

o Reducing clinician burden and improving
team efficiency: Pharmacists handle time-
intensive tasks such as medication adjustments,
patient education and prior authorizations,
freeing clinicians to focus on other care needs.

e Supporting value-based care and improving
ROI: Deploy pharmacists in programs that
enhance adherence, chronic disease control and
preventive services, driving quality metrics and
potential shared savings.

e Addressing patient-level and socioeconomic
barriers: Pharmacists play a key role in improving
equity by navigating insurance coverage,
identifying affordable options and addressing
challenges such as medication storage and access.

o Employing flexible and hybrid staffing
models: Combine embedded, rotating and
virtual pharmacy services to balance cost and
reach, particularly for rural and resource-
limited settings.
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¢ Getting team-based culture and collaborative
practice agreement: Ensure clinician buy-in
and formal agreements to allow pharmacists to
manage care independently within the team.

@ Case Study: Clinical Pharmacy

One example of an integrated clinical pharmacy
model comes from a Medicaid accountable entity
(AE), operating much like an accountable care
organization (ACO) with two-sided risk contracts.
The organization covers 29,000 Medicaid lives,
2,000 Medicare fee-for-service (FFS) lives, and
10,000 commercial lives, and its network includes
FQHCs and community mental health centers. The
organization’s mission is to improve outcomes,
reduce costs and address SDOH.

This organization has embedded clinical pharmacy
services across all practices in its network, ensuring
that pharmacists are integrated within team-based
primary care. These services support medication
safety, cost optimization, reconciliation and
titration, and play a critical role in chronic disease
management for conditions such as diabetes

and hypertension. Pharmacists provide real-time
guidance on evidence-based prescribing and
assist with connecting patients to affordable
medication resources when needed. By working
side-by-side with physicians, nurse practitioners
and physician assistants, they help optimize
prescribing, prevent medication-related harm and
improve adherence.

The annual cost of providing clinical pharmacy
services is approximately $121 PMPM, excluding
staffing costs. The clinical pharmacy services
support 39 primary care physicians and 81
advanced practice providers, with pharmacists
embedded in the broader care team. Because these
services are not always directly reimbursable,
funding is often drawn from shared savings or
state transformation initiatives.

Clinical pharmacy services have demonstrated
impact across cost, quality, patient experience,
health outcomes and equity. Optimized
prescribing reduces unnecessary utilization,
while targeted medication management helps close
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care gaps in HEDIS measures and improve chronic
disease control. Patients benefit from better
medication education and adherence support,
and equity is advanced by addressing cost and
access barriers for high-SDOH-risk populations.
Although pharmacy-specific ROI is not isolated, the
services are a core component of the organization’s
population health strategy and contribute to shared
savings in its risk-based contracts.

This organization’s success with clinical pharmacy
services has come alongside several challenges.
Sustaining funding remains difficult given the lack
of direct reimbursement. Recruiting pharmacists
with primary care integration experience can be a
hurdle, and interoperability issues persist due to
the use of multiple EHR systems across member
organizations. At the patient level, barriers such as
medication costs, insurance coverage limitations,
housing instability and low health literacy continue
to affect adherence and outcomes.

Care Management

Care management is a structured approach
involving coordinated activities that help patients
more effectively manage complex health conditions
and related psychosocial challenges, aiming to
improve health outcomes and reduce health care
utilization.*® This has become a central component
of the Chronic Care Model, which includes self-
management support, clinical decision support,
delivery system redesign (such as planned visits),
population health management through the use

of clinical information technology, organizational
design, and referral to community resources.*’ Care
managers’ (often nurses) activities can include
patient education, coping support, crisis response,
monitoring for disease progression, care planning,
guidance through the health care system, support
for family caregivers, delivery of clinical services and
coordination among care providers.

While there is some overlap between population
health and care management, they are usually
distinguished by population health using approaches
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that work across a population without requiring
attention to the complexity of multiple diseases,

behavioral health disorders and social barriers to care.

As an example, a population health approach might
involve medication titration to improve hemoglobin
A1C, while a care management approach might
address the needs of patients whose other chronic
diseases and food insecurity contribute to their
difficulty managing their diabetes, requiring more
extensive support guided by a nurse care manager.

@ Implementation of Care
Management Services Described
by Primary Care Leadership

Interviews with provider organization and practice
leadership demonstrate that care management in
primary care is implemented through a variety of
team-based and hybrid models, often combining
clinical and administrative support roles to meet the
needs of complex patient populations. One large,
physician-managed care network has developed

a strong model using health navigators for pre-
visit planning, post-visit follow-up and patient
education. Navigators perform behavioral health
and SDOH screenings and help close the loop on
referrals, ensuring patients receive timely specialty
care. Similarly, one large independent physician
association (IPA) operates an integrated care
team of health navigators, case managers and social
workers that focuses on inpatient transitions and
complex chronic care management.

Some organizations have developed formal
multidisciplinary programs to support chronic
disease management. One organization’s “Active
Diabetes” program, in place for over a decade,
engages pharmacists, nurse practitioners, dieticians
and social workers to achieve best-in-state Alc
control rates. A hospital-based practice also
relies on nurse care managers, LCSWs, CHWs
and pharmacists to support both chronic care and
transitional care, integrating these services into a
patient-centered primary care home model.

Several systems use centralized or hybrid care
management models to optimize resources. Two
practices affiliated with a large hospital system rely
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heavily on centralized nurse and social work teams,
which manage high-risk Medicare ACO and selected
commercial patients. In contrast, a large provider
organization blends centralized coordination

with in-practice nurse care managers and patient
support teams, allowing them to provide both local
continuity and system-level efficiency.

One practice affiliated with a large health system
leveraged CMS funding to incorporate care
management for complex Medicare beneficiaries.
As a practice leader explained:

We participated in a CMS demonstration
project around management of high-risk
Medicare beneficiaries and it involved putting
very highly skilled nurses into the primary
care setting to manage a cohort of very
medically complex Medicare recipients who,
historically, had had high utilization. With
that project also came social work support ...
pharmacy support for those patients ... (and)
community resource spectalists to really try to
curb the cost of care.

Targeted post-discharge behavioral health
care management is a more specialized approach
described by one ACO interviewed for the project.
This model places licensed clinicians directly in
psychiatric hospitals, supported by CHWs, to
meet patients prior to discharge and maintain
engagement after they return to the community.
The aim is to prevent hospital readmissions,
improve 7- and 30-day follow-up rates, and
strengthen continuity of care. The experience of
this ACO demonstrates that embedding behavioral
health staff at transition points can significantly
improve outcomes for high-risk populations and
reduce unnecessary utilization.

© Challenges in Development
and Delivery

Despite demonstrated benefits, scaling and
sustaining care management services presents
significant challenges. Many organizations cited
resource intensity and difficulty extending care
management beyond high-risk populations. One
organization is still developing disease management
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programs outside of diabetes and struggles to
support its expanding network of eight new offices
with limited care management resources. Two
practices also face coverage gaps because formal care
management is largely tied to Medicare Advantage
or ACO participation, leaving patients with other
insurance plans without comparable support.

One rural practice shared that Medicare funding
sustainability led to diminished care management
support. A leader of the practice reported, “We had
care coordinators get assigned, and then, funding
wise, they disappeared.”

Workflow integration and coordination
complexity emerged as cross-cutting challenges.
One organization of FQHCs, which developed a post-
discharge psychiatric care management program,
needed to create unique workflows for each
partnering health center to ensure timely follow-up
and seamless transitions. Two other organizations
similarly emphasized the “communication dance”
between practice-based nurses and centralized
transitions-of-care teams, particularly during
hospital discharges. Additionally, practices
expressed concern that budget-driven eligibility
shifts, such as restricting care management to risk-
contract patients, leave gaps that affect clinician
satisfaction and patient outcomes.

© Costs and Staffing

Effective care management requires investment
in multidisciplinary teams and infrastructure.
Organizations described staffing their programs
with nurses, pharmacists, dieticians, social workers
and CHWs, often supplemented by specialized roles
like psychiatrists or endocrinologists to address
complex needs. These models rely on team-based
delegation to maximize clinician efficiency and
ensure patients receive comprehensive care.

In some cases, centralization reduces cost but can
limit engagement. A provider organization and

a practice described transitioning from embedded
care coordinators to centralized virtual teams,
achieving cost savings but raising concerns about
patient connection and follow-up quality. Funding
sources are often blended or program-specific.
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For example, one system sustains its model through
PMPM payments from patient-centered medical
home programs, while another organization
supplements system resources with $1M annually
for social work to ensure every practice has access to
a dedicated social worker.

O Impact on Costs, ROI and Utilization

Care management programs have shown clear
impact on cost and utilization metrics,
particularly for high-risk and complex patients. One
system reports that nurse case management and
transitional care teams effectively keep patients out
of the hospital, reducing bounce-back admissions
and supporting population health goals.

Chronic disease-focused programs demonstrate
strong ROI through improved control and reduced
downstream costs. One provider organization
successfully moved 95% of uncontrolled diabetes
patients to Alc <8 within one year, and one practice
paired pharmacists with home health partners to
improve blood pressure control and care navigation,
which likely prevents costly complications. Targeted
care management initiatives consistently show

that early intervention with high-risk populations
delivers measurable financial and clinical benefits.

One large provider organization shared their
thoughts on using health coaching and care
management to reduce costs: “If we can actually
institute lifestyle modifications and changes in
their diet and exercise, we can avoid some of those
downstream costs.”

A rapid literature review identified 39 papers
analyzing care management in primary care and
the associated effects on costs and utilization.*'®
92130 Cost of implementation in 13 studies ranged
greatly, with models involving more team members
or service high-risk populations costing more.R'*
92,97,99,100,102,106,108-110,116,120,122,130 There were Substal‘ltial
cost savings associated with care management,
though these results were inconsistent, with
savings ranging from $6.69 PMPM for care of
uninsured patients in the community®®* to

RLR 125

$4,944 PMPM for an intensive care program
(median: $74 PMPM, mean: $538 PMPM).
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Seven studies showed a positive ROI, ranging from
0.43 to 19.94.RLR97.102,106109,116121,122 Ope study showed
negative ROI, as revenue only met 21% of program
costs (see table in Appendix F).R:R198 Many studies
showed improvements in utilization through
reduced usage of the emergency room and reduced
hospitalizations.

© Impact on Health, Quality, Burnout
and Equity

The patient-level and provider-level impacts of
care management extend beyond cost. Two large
physician organizations leverage navigators to close
preventive care gaps, ensure timely screenings,

and support patient engagement, which directly
improves quality measures. A practice’s integrated
care teams provide comprehensive support for
chronic disease patients, incorporating external
agencies when needed, which improves continuity
of care and patient trust.

Clinician burnout mitigation is another key benefit
of well-structured care management programs.
Practices from multiple states demonstrate that
team-based and centralized support relieves primary
care clinicians from administrative tasks like post-
discharge follow-up, referral coordination and

social services navigation, allowing them to focus

on clinical care. Additionally, many organizations’
care management programs actively address

SDOH, supporting equity by connecting patients

to food, housing and transportation resources that
influence overall wellbeing.

A rapid literature review of the impacts of care
management in primary care on quality of care
and patient experience was conducted. Sixty-
three papers were retrieved from the search,X® 5%
195 3 common implementation strategy of which was
adaptation of the Chronic Care Model, and many
studies targeted diabetes and behavioral health.
See Appendix F for detailed information.
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DIABETES

The review identified 13 papers of care management
for diabeteS,RLR 140,144,148,153,155,161,169,171,179,180,184,186,190

of which 11 reported the impacts of diabetes care
management on attainment of health outcome
targets. RLR 140,144,148,153,155,161,179,180,184,186,190 Studies
generally showed improvements in HbAlc
through decreased measured HbAlc compared to
pre-intervention or control groups and attainment
of clinical goals, improvements in blood pressure
control, and improvements in LDL-C. See table in
Appendix F for further details.

BEHAVIORAL HEALTH

Fifteen papers of behavioral health care management
were identiﬁed,RLR 131,135,139,142,146,149,157-159,160,165,166,172,173,186
of which 14 studied changes to behavioral health
outcome metrics or attainment of behavioral health
outcome goals' RLR 131,135,139,142,146,149,157-159,160,165,172,173,186
Several showed reductions in depression severity
and achievements in depression remission.
Results of papers of care management for substance
use disorder were mixed, with mostly insignificant
effects RLR13LI91% Papers found significantly
reduced risk of mortality for depression care
management patients.K-R 35149 See table in
Appendix F for further details.

PATIENT EXPERIENCE AND
PERCEPTIONS OF CARE

Most papers (16/17) reporting on patient experience
showed a positive impact of care management on
patient ratings of care quality, satisfaction with care,

and other patient experience measures, LR 136137
157,177,186,188,191,192

@ Cross-Cutting Themes and
Best Practices

Several cross-cutting themes emerged across
organizations:

e Team-based multidisciplinary care is
foundational. Combining nurses, social
workers, pharmacists and CHWs enables
holistic, patient-centered care.
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o Optimize efficiency with hybrid central-
local models. Systems demonstrate that
centralized transitional care teams paired with
in-practice nurses balance cost control with
patient engagement.

o Prioritize high-risk and post-discharge
patients first. Focusing on complex chronic and
recently discharged patients maximizes early ROI
and avoids readmissions.

o Integrate behavioral health and SDOH into
care management. Organizations report
that embedding behavioral and social support
enhances outcomes and equity.

o Use data-driven risk stratification and
dashboards. Organizations leverage patient
data to identify high-priority populations for
outreach, ensuring resources are directed where
they have the most impact.

© Case Study: Care Management

One example of a care management service comes
from an independent, physician-owned primary
care organization operating multiple clinics that
collectively serve tens of thousands of patients
across urban and suburban areas. The patient
population is diverse in age and socioeconomic
background, with a significant proportion living
with multiple chronic conditions such as
diabetes, hypertension, COPD and CHF. Many
patients face barriers such as transportation
challenges, high out-of-pocket costs, and limited
access to specialty care — factors that heavily shape
this organization’s approach to care management.

The care management program is designed to
improve health outcomes, reduce avoidable
utilization and enhance both patient and clinician
experience. It focuses on high-risk and high-need
patients, using a multidisciplinary, wraparound
approach that blends clinical care, behavioral
health and social support.
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The program is led by dedicated RN care
managers and six LCSWs, embedded at each
clinic and one at the integrated care center, who
provide care coordination, disease management
and patient education. A clinical pharmacist and
dietitian will soon be added to the team to expand
medication management and nutrition counseling
services. The care management team works closely
with embedded behavioral health clinicians
(supplied through a vendor partnership) to address
mental health needs that often complicate chronic
disease management.

A key feature of the model is the use of remote
patient monitoring using a vendor-supported
platform. Patients regularly submit home health
readings, such as blood pressure measurements,
through a secure HIPAA-compliant messaging
system. Care managers respond promptly to
concerning trends, often intervening before an
ED visit is necessary. The platform also enables
daily engagement with patients to encourage
adherence to care plans.

To address SDOH, the organization integrates
transportation assistance (e.g., Uber rides to
medical appointments) and medication pickup
services for patients who might otherwise miss
critical care steps. During the current pilot phase,
the organization is waiving all patient cost-sharing
for care management services to encourage
participation and remove financial barriers.

Technology costs are tied to the remote patient
monitoring platform. While some payers reimburse
for care management services, others do not, and
several impose limits on billable interaction time. To
maximize engagement, the organization currently
absorbs unreimbursed costs, subsidizing the
program with revenue from other service lines (e.g.,
mammography) while working toward sustainability
through demonstrated ROL.

Organization leaders report that the care
management service is impactful. Clinical
outcomes are improving. Among ~450 enrolled
patients, blood pressure control, COPD/CHF
symptom stability and diabetes management
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have all shown measurable progress. Remote
monitoring has helped avert 32 preventable ED
visits in the past year, while readmission rates
remain low at 5-8%, depending on payer.

Equity and access have also improved. Waiving
cost-sharing ensures that financial constraints do
not prevent engagement. Transportation and
prescription pickup help close critical access
gaps. Providing services in-house (e.g., lab tests
or retinopathy screening) has increased adherence
to preventive care and allowed earlier detection

of complications.

From a provider perspective, the program
offloads routine chronic disease monitoring,
enabling physicians to focus on complex decision-
making and reducing burnout risk.

Despite its successes, the organization faces
persistence of payer limitations (e.g., lack of
care management coverage by certain insurers or
restrictive billing rules). Sustaining the program
long term will require continued evidence of
cost savings and successful negotiations with
payers for shared savings models. Reliance

on vendor-supplied behavioral health staff also
creates challenges in maintaining consistent
availability across clinics.

[ 2N
ala
Population Health

Population health focuses on improving health
outcomes by using data-driven approaches

to identify and address gaps in care.*® This
includes developing systems and hiring staff

to systematically evaluate patient populations
through registries, outreach efforts and targeted
follow-up to those at high risk. Effective
population health initiatives require integrated,
cross-sector strategies that address SDOH,
utilize interdisciplinary teams, leverage data and
technology, engage communities, and evolve
through continuous quality improvement.**°
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@ !mplementation of Population
Health Services Described by
Primary Care Leadership

Population health implementation across the
organizations interviewed shows a wide range of
maturity and models, from highly integrated, team-
based programs to focused, small-scale initiatives.
Often population health works closely with care
management activities, with the population health
staff monitoring patients for issues that may prompt
referral to care management.

Several organizations have comprehensive
population health infrastructures. One
organization described a high-functioning model,
with a patient support model (PSM) that includes
remote patient monitoring (RPM) for COVID-19,
diabetes and congestive heart failure, a transitions-
of-care team, night nurse triage, and Al-based
scribes to reduce clinician burden. Similarly, one
practice leverages a Hospital-to-Home program
with wearable biometric devices to monitor post-
discharge patients for 30 days, integrating a
central hub and primary care follow-up to reduce
readmissions. Other organizations use centralized
population health teams for outreach, chronic
disease follow-up and screening, allowing local
primary care teams to focus on in-person visits.
As one provider organization leader described:

We keep in touch with the patients with a
secure HIPAA secure messaging system. So if
somebody has high blood pressure they’ll send
us their blood pressure, and we'll say ‘Good
Job,” or ‘What have you done differently today?’
We'll have a dialogue with them sometimes
every day. Then, if we don’t hear from them in
several days we'll reach out to them and say,
‘Hey, are you okay?’ There have been times
when patients have said, T'm heading to the
ER because I'm feeling dizzy’ or something,
and we’ll reach out to them and prevent them
from presenting at the ER.
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A practice affiliated with a large provider
organization shared their approach to remote
monitoring: “We've also added eye scanners, and
we’ve had blood pressure cuffs to hand out to our
patients that need them ... and then partnering
with the performance network to have RPM that
pharmacists handle for hypertension.”

One large health system provides another example
of a robust, integrated model, embedding

health navigators for pre- and post-visit
planning, behavioral health and SDOH screening,
referral coordination, and dashboard-driven
performance tracking.

Other practices focus on targeted, high-yield
interventions rather than full-scale population
health systems. One pediatric practice relies on

Epic dashboards to identify children needing well
visits, while another practice distributes home blood
pressure monitors as a basic RPM program. Another
pediatric practice operates with a single medical
home coordinator, managing initiatives such as

flu vaccination campaigns and developmental
screenings. These targeted efforts help maintain
quality measures within resource-limited settings.

Across all organizations, centralization and
technology-enabled population health (e.g.,
asynchronous monitoring and dashboards) are
increasingly common strategies for scalability.

A practice affiliated with a large PO mentioned
the strength of having a centralized EHR for their
population health initiatives:

There are going to be some add-ons to Epic
that will allow me, as a provider, to dig down
into my patient panel and be able to see A1Cs
and whose blood sugars are too high and be
able to do outreach. We have some population
health coordinators who used to be more local,
(but) now they’re more centralized. They do
some outreach to our patients as well.
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© Challenges in Developing and
Delivering Population Health

Organizations reported a consistent set of challenges
in designing and sustaining population health
initiatives. Staffing and resource intensity is

a primary barrier. Several organizations and
practices emphasized that population health
programs require dedicated navigators, care
coordinators and nurses, which are expensive to
maintain. Two practices operate with minimal local
staff, relying on centralized or remote support,
which limits the breadth of services they can offer.

Data integration and timeliness pose significant
challenges for nearly all organizations. One
provider organization relies on multiple parallel
data streams, including payer claims, EHR feeds
and internal transitions-of-care inputs, that

are often incomplete or delayed, making timely
decision-making difficult. Another provider
organization noted that their electronic medical
record (EMR)-based population health tool only
captures data for patients who actively visit the
clinic, creating blind spots in proactive outreach.
And several organizations and practices described
the tradeoffs of moving to centralized analytics:
while it improves standardization, it can reduce the
responsiveness of local teams.

One provider organization leader mentioned

that moving to an EHR for population health and
other initiatives has been a challenging transition,
resulting in temporary burnout and increased
administrative burden. The leader explained, “We
knew it was gonna hurt morale and wellbeing, but
it’s been really crushing... Every week it gets better,
but, boy, that’s a long time to delay gratification.”

Patient engagement and addressing SDOH are
ongoing obstacles. Leaders from two organizations
reported struggling to reach patients facing
socioeconomic barriers, while another organization
reframes “non-compliant” patients as having
unmet social or behavioral needs, seeking to design
interventions around companionship, mental
health, or other SDOH drivers.
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Balancing local flexibility with centralized
efficiency is a challenge. Organizations have

found that while centralization improved workflow
efficiency and alignment with value-based care, local
teams sometimes felt disconnected or constrained in
responding to unique community needs.

© Costs and Staffing

Population health programs demand significant
human and financial resources. One provider
organization exemplifies the scale of investment,
spending over $20 million annually, primarily on
human capital including salaries and benefits for
transitions-of-care nurses, medical assistants,
health navigators, and analytics staff. Other
practices and POs described resource-intensive
models, requiring central teams, care coordinators,
and monitoring infrastructure to support
distributed primary care practices.

To manage costs, many organizations are leveraging
technology to extend reach and reduce staffing
needs. Several organizations use asynchronous

RPM to engage more patients without proportional
increases in staffing. Others are piloting RPM for
chronic conditions such as hypertension and diabetes
to reduce dependency on in-person follow-up and
prevent costly hospitalizations.

Smaller practices operate lean programs with
minimal staffing and rely on existing EMR tools
or low-cost interventions (e.g., BP cuffs, targeted
outreach) to meet core population health goals.

O Impact on Costs, ROI and Utilization

Many organizations reported that population health
programs, either alone or in collaboration with

care management referrals, effectively reduce
hospitalizations, ED visits and readmissions,
which are key drivers of ROI for the health system.
One clinic’s Hospital-to-Home program and a
provider organization’s transitions-of-care and RPM
model both focus explicitly on avoiding readmissions
and keeping patients safely at home. Another
organization uses CareSignal to maintain daily or
weekly patient contact, often preventing avoidable
ER visits.
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Value-based and risk-based payment models
strongly incentivize population health investments.
Many POs and practices emphasized that their
population health programs are designed

to optimize ACO performance, Medicare
Advantage outcomes, and shared savings
opportunities. One organization focused on
independent practices explicitly ties its population
health strategy to HEDIS measures and quality
multipliers, balancing patient outcomes with
financial sustainability.

Smaller practices connect population health
activities to quality bonuses and performance-
based compensation, ensuring that population-
focused care is financially viable despite fewer
direct RVUs.

The rapid literature review of diabetes population
management interventions and cost and
utilization outcomes retrieved 11 studies. kLR 194-204
Diabetes was selected to narrow the scope of the
review and was informed by insights from interviews.
Cost of implementation for diabetes population
management varied widely. The lower end of

the range reflected telehealth interventions with
asynchronous management of medications, while the
higher end reflected more complex interventions,
including telehealth plus behavioral health nurses
and other educational interventions for diabetes
management.RLR 194195197203 Qyerall, 8 of 11 studies
showed cost savings associated with population
health interventions KR 95197203 and another

study determined that their intervention was cost
neutral (see table in Appendix F).K-R20¢ Reductions
in utilization were also found in 7 studies, RLR 195198203
in many cases accounting for the cost savings. Three
studies showed a ROI of 139%, 117% and 136%,
resulting either from revenue or cost savings above
implementation cost.R-R197%202.203

© Impact on Health, Quality,
Burnout and Equity

Organizations observed improvements

in preventive care and chronic disease
management with population health
implementation. One provider organization
saw increased preventive screening rates and
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behavioral health identification. A pediatric
practice boosted flu vaccinations, fluoride
applications and developmental screenings through
coordinated outreach.

Programs that support clinicians can reduce
burnout and improve satisfaction. A provider
organization’s PSM demonstrated 32% higher
job satisfaction and 13% lower self-reported
burnout among participating practices. Another
organization uses panel-based compensation and
quality bonuses to reward non-visit-based work,
reinforcing that proactive population health
activities are recognized and valued. Provider
organizations and practices credit population
health efforts with reducing workload for staff
when supported through centralized systems.
As one provider organization leader shared:

We have a small team of what we call care
coordinators that support our PH efforts ... We
convened a group of primary care operational
leaders and talked through what’s bogging
your internal teams down that could be done
effectively and supportively, centrally. And
there was a resounding endorsement for things
that were more scheduling functions. And so
that’s really what the central team does. So, for
example, they’re really focused on identifying
patients overdue for well child (visits),
immunizations. They're reminding patients

to return their FIT kits so our clinics aren’t
having to call those patients. They’re also
outreaching to patients with disparities, so
ensuring that they really have that dedicated
telephonic outreach, get an interpreter on the
line, things of that nature.

Equity-focused initiatives are emerging as a

best practice. One organization launched a blood
pressure disparity program for African American
patients, and another organization ensures
outreach teams include interpreters and culturally
appropriate engagement. Leaders from one practice
describe connecting medically complex, low-income
patients to social support services, addressing
barriers beyond the clinic.

33



O Cross-Cutting Themes and
Best Practices

e Team-based, role-specific care models
(navigators, coordinators, and RPM staff) drive
the most effective population health programs.

o Centralization with local adaptation is a key
balance. Central teams manage efficiency and
scale, while local teams provide context and
community connection.

o Technology and RPM extend reach and reduce
synchronous workload, but success depends on
timely, integrated data streams.

o Alignment with value-based care is critical
for sustainability; organizations in risk contracts
invest most heavily in population health.

o Equity and SDOH programming improves
outcomes by addressing the real drivers of
patient behavior and health.

e Clinician burnout mitigation requires
thoughtful compensation models and recognition
of panel-based, non-visit work.

@ Case Study: Population Health

A practice affiliated with an academic medical
center illustrates how practices can provide
population health services. This practice serves

a diverse patient base that includes both highly
affluent patients and socially vulnerable populations
(including 13% Medicaid and 29% Medicare). This
clinic delivers population health services through

a team-based, integrated model designed to
manage chronic disease, close preventive care gaps,
and address SDOH for all patients, regardless of
insurance type.

Population health is embedded into the clinic’s
team-based care model, with five multidisciplinary
teams responsible for managing panels of patients.
These teams deliver proactive, data-driven care
aimed at improving preventive service uptake,
chronic disease outcomes, and overall patient
health. Clinic core population health activities
include chronic disease management, with
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proactive identification and monitoring of patients
with conditions such as diabetes, hypertension
and COPD; preventive care outreach, involving
systematic tracking and outreach to patients for
screenings, vaccinations and other preventive
services; and data-driven targeting, which uses
clinic-level and health system data analytics to
identify care gaps, prioritize high-risk patients and
monitor quality metrics.

Implementation of the population health services for
the fiscal year July 2023-2024 cost approximately
$221,000 including staffing, infrastructure, and
operational expenses. Implementation involved
three support staff FTE and a 0.5 FTE data analytics
team member. Many population health services

are supported by Medicaid PMPM prospective
payments. While these funds originate from
Medicaid, services are offered on a payer-agnostic
basis to all patients in the clinic.

Practice leaders report that population health
services have led to:

o Improved preventive care compliance through
targeted outreach and panel management

o Better chronic disease control via consistent
monitoring, co-management with pharmacists
and structured follow-up

¢ Reduced avoidable utilization as care
managers intervene with high-risk patients
before conditions worsen

o Enhanced equity by offering population health
services to all patients, including those with
commercial or Medicare coverage

While the model has demonstrated clear

benefits, challenges remain, including financial
sustainability, as population health services
generate little direct revenue and rely heavily on
Medicaid funding and institutional commitment.

A second challenge concerns resource allocation
of specialized staff such as data analysts. The
clinic’s population health efforts are also challenged
by patient complexity, as serving both highly
vulnerable populations and affluent, medically

34



complex patients requires tailored approaches and
significant care coordination. A final challenge lies
in the need to demonstrate the value of these
services to hospital financial leadership.

Experiences of this clinic illustrate how practices can
leverage team-based care, payer-agnostic access and
limited funding to build a robust population health
infrastructure.

] l |

Services to Address

Social Determinants of Health
and Disparities

Social determinants of health, including economic
stability, education, access to health care, physical
environment and social support, account for up

to 90% of health outcomes.*** Primary care can
play a critical role in addressing these factors;
however, many health centers focus on collecting
data at the patient level rather than at the broader
community level.>* Adaptation of electronic health
systems and identification of social needs through
screening, integrated referral systems, embedding
CHWs and utilizing community resources are found
to be successful approaches to improve health
outcomes and reduce disparities.’>*” Screening for
and addressing SDOH needs may be offered to all
patients but is also often incorporated into care
management and population health activities.

@ 'mplementation of SDOH Services
Described by Primary Care Leadership

Most organizations have integrated SDOH
screening and interventions into primary care,
but the depth of implementation varies. Many
leaders described fully embedded SDOH screening
into clinical workflows and Epic EHRs, enabling
clinicians to address social needs in real time. For
example, one pediatric organization uses iPads

for patient screening during visits, and a practice
incorporates a state Medicaid SDOH tool into care
manager and CHW assessments. Early adopters
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normalized comprehensive screening in rooming
workflows before it was required. A practice links
SDOH efforts to quality improvement (QI) projects
targeting disparities in hypertension and diabetes
outcomes among non-English-speaking patients.

CHWs and navigators are critical to effective
SDOH programs and reducing disparities. Two
Medicaid-focused provider organizations rely on
CHWs and centralized referral hubs to connect
patients to community resources for housing,

food, and transportation. A pediatric provider
organization uses navigators to address housing,
utility and food insecurity, extending care beyond
the clinic. Another provider organization uses
community health advocates (CHAs) for proactive,
culturally and linguistically tailored outreach,
including Latino colon cancer screening and African
American blood pressure management initiatives.

Direct service provision is rare but impactful.
One organization operates an emergency hotel/
motel housing program with medically tailored
meals. A practice runs mobile health units, a
monthly food distribution program with a local food
bank, and street medicine services. In contrast,
other organizations and practices screen for

SDOH needs and refer patients externally through
platforms like Unite Us, without providing direct
services at the practice level.

One Medicaid-focused provider organization
connected about 170 patients who were
unhoused or at risk to housing support and
food. An organizational leader described their
innovative model:

We partnered with local hotels and motels
across Rhode Island, and they stay about 42
days ... They are required to reconnect with
services and support, so get connected to a
medical and behavioral health care manager
(who) look at the gaps in care that they haven’t
closed and reconnect so that they can help with
their health outcomes. We also partnered with
a medically tailored meals program called
Mom’s Meals. During that hotel stay, instead
of just having muffins three times a day that
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they’re hoarding from breakfast, we provide
them (food) based on their chronic condition.
So, for instance, if their primary chronic
condition is hypertension, then they get low
sodium meals delivered to the hotel for the
duration of their stay.

© Challenges in Developing and
Delivering SDOH Services

Implementing SDOH programs is resource-
intensive and requires sustained investment

in staff and infrastructure. Two organizations
highlight the labor-intensive nature of SDOH
engagement, which demands dedicated staff for pre-
visit planning, patient engagement and follow-up on
positive screens. A pediatric organization notes that
navigators and social workers are essential but hard
to scale, while other organizations acknowledge that
social workers and psychologists cannot be placed

at all sites, necessitating centralized or shared
resource models.

One provider organization suggested their model
helped address the labor issues and burden on
clinicians, as they integrated specific roles for
SDOH support:

We're providing that layer of support to

help engage patients and help the providers
do pre-visit planning to make sure that the
patients come in and we are able to identify
upfront what care gaps they may have, what
care they need, and what social determinants
of health issues they may be facing that are
stopping them from getting the care that they
need. So we’re helping support the providers
in that space too.

Housing is the most difficult SDOH domain to
address. One system regularly identifies housing
insecurity but has limited capacity to directly resolve
homelessness. Another organization adapted the
medical respite model by offering 42-day hotel stays
because the state housing shortage complicates
permanent transitions. An ACO provides eviction
prevention and landlord negotiation services
through community partners, but capacity is
constrained by CBO bandwidth.
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Funding and coordination remain major
barriers to sustainability. An ACO’s flexible
services program relies on short-term or targeted
funding to pay for staff and goods like meals and
rent. Other organizations highlight the need to
continuously justify investments in CHWs and other
nonbillable staff. Smaller practices depend on ACOs
and regional support teams to manage complex
SDOH needs that they cannot address alone.

© Costs, Staffing and Resources

Effective SDOH programs depend on a
combination of internal staffing and external
partnerships. One provider organization internally
funds its CHAs as a rapid-response team for health
equity, while another invests in engagement staff
and dashboards to support patient screening, pre-
visit planning and equity monitoring. A practice
staffs CHWs and uses interpreter iPads, tying these
investments directly to QI projects.

External partnerships extend capacity and
enable direct SDOH support. One FQHC
organization follows a hub-and-spoke model,
contracting with 20 CBOs to deliver housing
assistance, medically tailored meals and case
management. Another organization partners with
hotels/motels and a local food vendor to provide
transitional housing and nutrition for high-risk
patients. A health center complements its CHWSs with
volunteer-driven food programs and an employee-
funded access-to-care fund to meet urgent patient
needs like transportation or medication co-pays.

O Impact on Costs, ROI and Utilization

Most organizations report reduced acute care
utilization and better care transitions due to
SDOH interventions. A provider organization’s
emergency housing program and an ACO’s flexible
services have prevented ED visits and hospital
readmissions by stabilizing high-risk patients with
housing and nutrition support. Practices report
lower hospital readmission rates because they
address SDOH needs with rapid follow-up and
transportation support, sometimes using telehealth
for recently discharged patients.
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Cost avoidance is significant but often qualitative
rather than formally measured. A pediatric
provider organization demonstrates that small
interventions like paying utility bills or addressing
food insecurity can prevent medical crises. Another
provider organization improves colon cancer
screening and blood pressure control in high-risk
groups through targeted, culturally tailored outreach
and connection to community resources for social
needs led by CHAs. In this case addressing SDOH is
incorporated in the population health activities:

e Colon cancer screening: They identified lower
screening rates among their Latino population
and piloted a program using a Spanish-speaking
CHA to contact patients who had not completed
screening. The CHA reached about 70% of the
target group, and 57% of those engaged went on to
complete colonoscopy screening — substantially
increasing early detection opportunities.

o Blood pressure control: Building on that model,
they launched a new program focused on African
American patients, addressing disparities in both
blood pressure management and the recording of
blood pressure readings.

The primary care leader of that provider
organization believes these interventions will reduce
future downstream costs because improved
screening and control help identify disease earlier
and prevent complications. Catching colon cancer

at an early stage avoids the far higher costs of late-
stage treatment, while better hypertension control
reduces the likelihood of expensive events like
strokes, heart attacks and kidney failure.

These examples show SDOH services can provide
ROI by reducing avoidable utilization and
supporting preventive care.

A rapid literature review regarding the impact
of social needs screening in primary care on cost
and utilization outcomes only identified three
papers.®Rk 205207 One study showed reduction in
ED visits among patients who received help for
their identified social needs.®®2% Two studies
reported implementation costs, both of which
suggest affordability. One study found that the
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cost of screening and assisting patients ranged
from $10 to $48 per patient,®®2°¢ and another,
which utilized CHWs along with screening and
identification of social needs, estimated costs at
$184 per household per year.®:®207 See Appendix F
for detailed information.

A recent review by the Commonwealth Fund of
individual SDOH service provision, including
housing, transportation and nutrition services,
found positive impacts on utilization and health
outcomes, and limited evidence on ROI and cost.%®
Interventions specifically utilizing CHWs were
among the most positive in terms of ROI and
reductions in costly hospitalizations.*®

© Impact on Health, Quality,
Burnout and Equity

SDOH interventions improve health outcomes,
support equity and reduce clinician burden.
Organizations and practices lead equity-focused
initiatives that use culturally specific outreach and QI
methods to close gaps in preventive care and chronic
disease management. One practice extends care to
homeless and vulnerable populations through mobile
health units, food distribution and street medicine
programs, ensuring care reaches those who might
otherwise remain disconnected from the system.

One practice shared their model for providing direct
food support:

We have a partnership with the (local) Food
Bank. They come to our parking lot once

a month and distribute fresh fruits and
vegetables, and we have probably 500 to 600
people who show up to get fresh fruits and
vegetables once a month, and the people who
bag it and put it together are all volunteers.

Clinician burden and burnout are alleviated
when CHWs and navigators manage complex
social needs. Organization leaders noted that
SDOH programs offload social complexity from
clinicians, enabling them to focus on medical care
while SDOH staff handle barriers like housing and
food. Others note that SDOH services enhance
patient trust and engagement through peer
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support and mobile outreach, which is particularly
effective for unsheltered patients and those with
behavioral health needs.

A common strategy for addressing social needs in
primary care settings is through the utilization of
CHWs. A rapid literature review was conducted
to evaluate the impact of utilizing CHWs

on equity. Only studies which included CHWs

who were representative of the population were
included, resulting in 18 studies retrieved.R-R208-226
Studies showed significant improvements in cancer
screening ratesRLR 2012122521822 gnd in engagement
with primary care.RLR 214226

Of the 18 studies, 9 looked at the impact of CHWs
on patient health OutCOIneS.RLR 208, 213,216,217,220,222-225
All three papers evaluating HbA1cR-R21622022¢ apd
all three papers evaluating blood pressure®*
208216220 gshowed significant decreases in the
measures. There were no significant differences
found for mental health outcomes, kLR 213.217.225

@ Cross-Cutting Themes and
Best Practices

o Early integration of SDOH screening
supports sustainability. Organizations
demonstrate that embedding SDOH screening
into workflows enables continuity and
consistency.

e Hybrid models are most effective. Combining
internal CHWs/navigators with external CBO
partnerships maximizes impact.

o Equity-focused targeting yields results.
Programs that prioritize specific populations and
conditions, like colon cancer and blood pressure
initiatives, see measurable improvements.

e Centralized hub-and-spoke approaches
work for small practices. Organizations reduce
burden on small practices by managing contracts,
training and referrals centrally.

o Rapid-response funds prevent crises. Quick
access to small funds for transportation, food and
utilities enables immediate interventions.
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@ Case Study: Services to Address
Social Determinants of Health

A strong example of services designed to address
SDOH can be found in an ACO that delivers

care primarily through FQHCs and community
mental health centers, under two-sided risk
arrangements that allow for both shared savings
and losses based on performance. About 75% of
patients served by the ACO are Medicaid, and

the organization serves a diverse patient base,
with 41.9% speaking a primary language

other than English at home. This population
experiences significant challenges, including
housing instability, food insecurity, behavioral
health needs and chronic medical conditions.
The organization has developed housing and food
support programs specifically targeting high-need
patient groups, including those who are homeless
or at risk for homelessness and those experiencing
food insecurity alongside chronic disease.

An emergency housing program emerged

after the ACO identified approximately 3,000
members who were homeless or at risk for
homelessness and had both medical and behavioral
health complexities. These individuals had high
ED utilization and inpatient admissions. The
program partners with local hotels and motels
across the state, offering an average stay of 42
days (longer than the 30-day average for national
medical respite models), allowing for a better
chance of securing longer-term housing. Eligibility
is determined using the PRAPARE screening tool,
with participants required to engage in primary
care, behavioral health and care management
services during their stay. The program also
incorporates medically tailored meals through a
partnership with a community-based organization,
matching nutrition to chronic conditions such as
hypertension.

The ACO also developed a food pharmacy
program that addresses the needs of patients with
food insecurity but no housing instability, again
identified through PRAPARE screening. Located
within primary care sites, the program provides
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free or low-cost nutritious food, with a focus on
supporting chronic disease management and
prevention. Both programs share a dedicated
SDOH staffing structure, with approximately 8
clinician FTEs, 8 advanced practice providers
and 10 support staff supporting implementation.

The emergency housing program costs
approximately $300,000 annually, while the
food pharmacy program costs around $150,000
annually. Initially, both programs were funded
through a state-based health system transformation
program funded by a Section 1115 Medicaid
Demonstration Waiver. As that funding
decreased, the ACO transitioned to sustaining

the programs through reinvestment of shared
savings, made possible by their proven impact on
cost and utilization.

Both programs have demonstrated significant
impact. According to the ACO leadership, the
housing program has achieved over $2.5 million
in total cost of care savings since its inception.
For participants, ED visits dropped by 33%,

and inpatient admissions fell by nearly 50%.
Patients are more engaged with both primary care
and behavioral health services during and after
participation, and satisfaction rates have been high.

The food program has improved food access for
medically vulnerable patients, with patients
reporting positive effects on both their nutrition
and chronic disease management. Embedding
the program in primary care ensures that food
support becomes part of a comprehensive care plan,
helping to reduce acute care needs.

Despite strong results, sustainability remains a
key challenge. Transitioning from grant-based
funding to internal funding requires continuous
demonstration of value. A statewide housing
shortage makes securing stable housing after
program participation difficult. Some partner sites
were initially skeptical, particularly those with
existing housing connections, but early results have
since turned these sites into some of the program’s
strongest referrers. Additionally, limited resources
mean that only a fraction of eligible patients can
be served each year.
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The experience of this ACO highlights that data-
driven targeting is critical, with claims data

and standardized screening helping to identify

the highest-need patients. Partnerships with
hotels, meal vendors and primary care/behavioral
health clinicians are essential for implementation.
Equally important is integration with care teams,
ensuring that housing and food programs are not
stand-alone services but fully embedded in the care
continuum. Finally, the ability to demonstrate
clear ROI has been central to securing the long-
term survival of these programs.

E-Consultations

E-consults enable clinicians to communicate
asynchronously, allowing access to specialty
expertise without the need for a face-to-face
consultation.® Generally, this is accomplished
either through a shared electronic health record
(EHR) or via an external vendor platform. This
may either happen while the patient is present, or
following an appointment. E-consults may provide
increased access to specialty care in resource-
deprived settings, or where demand for specialist
consultation is high. They may also reduce the need
for patients to be seen in person by specialists,
reducing burden on both the patient and specialist
for conditions that are able to be managed in
primary care.

@ Implementation of E-Consult
Services as Described by Primary
Care Leadership

Across many of the provider organizations and
primary care practices interviewed, e-consult services
have become a key tool for improving access

to specialty expertise while maintaining care
within the primary care setting. Implementation
approaches vary widely, from highly structured
systems to informal, EHR-enabled consultations.

For example, one large university-based clinic offers

a comprehensive platform, with 36 formal e-consult
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options embedded directly in their EHR. These
services are routinely used by clinicians across the
system. Similarly, a large pediatric practice uses

a sophisticated e-consult model supported by its
partnership with an academic hospital and provider
organization. Clinicians can send specialty consult
requests, including photos and videos, through the
integrated EHR and receive responses — such as
dermatology input — within one day.

One provider organization enables primary care
physicians to electronically consult specialists to
determine whether a formal referral is needed,
which enhances decision-making and potentially
reduces unnecessary referrals. Another provider
organization offers streamlined e-consults for
managed care and select FF'S patients; clinicians
receive quick turnaround — sometimes within
hours — thanks to back-end nursing staff who help
prepare the case before specialist review.

Other organizations have focused on specific
specialties. For example, one organization uses
e-consults to facilitate collaboration between
primary care clinicians and psychiatrists,
allowing clinicians to manage anxiety and
depression more confidently in the primary care
setting. Similarly, a Medicaid-focused organization
described how behavioral health e-consults,
coordinated through a co-located licensed clinical
social worker, support therapy and medication
decisions, improving access to psychiatric care that
is often scarce in the community. A community
health center takes a hybrid approach, offering
internal psychiatry e-consults as well as access to an
external platform, Maven, for additional specialties.

In some practices, informal curbside e-consults
have become the norm. One practice, for example,
uses secure Epic chat functions to consult with
specialists, especially for difficult-to-access
specialties like pediatric neurology. While not a
formal or reimbursed model, this process is widely
used and valued by clinicians.
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© Challenges in Developing and
Delivering E-Consults

A primary challenge cited across organizations is the
lack of clear reimbursement pathways, especially
when patients do not directly see the specialist. For
instance, one practice discontinued some e-consult
pilots due to unresolved issues around specialist
payment and billing structures. Another practice
echoed similar concerns, explaining that while the
system is committed to supporting e-consults, billing
for them remains complicated — particularly when a
patient might receive a bill for a specialist they never
saw in person. As one organization leader shared:

There’s really no good financial model for that.
We have talked a little bit about billing for
those e-consults. The challenge becomes that
the patient could receive a bill for a physician
that they actually never saw. It’s a physician
that I just reached out to to get consultation.
So we're kind of working through that.

To address this, one pediatric practice developed a
thoughtful approach to documentation and billing.
Clinicians obtain verbal consent from parents and bill
for e-consults either as part of same-day visits using
time-based coding or by submitting specific e-consult
codes. This level of operational support has helped
sustain the service. As a practice leader reported:

1 can bill for [e-consults] and the specialists
can bill for that. That’s why we make sure
we verbally consent to the patient about it.
There are two ways that I, as a primary care
provider, can bill that. Number one: if I'm
doing that on the same day, and usually I am,
it increases my level of service on time-based
billing. So I account for it that way. But yes,
there are additional codes that we can file,
saying we consulted with the specialist for an
e-consult. We can file those codes too.

However, not all organizations have developed such
billing infrastructure. At one practice e-consults
are informal and not reimbursed, relying instead on
the willingness of specialists to engage in curbside
consultations.
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In addition to financial issues, clinician buy-in and
workflow burden have been notable concerns.
One provider organization reported that although
most clinicians value the e-consult system, a small
number prefer traditional in-person referrals

to avoid the added responsibility of managing
asynchronous communications. Other organizations
have also observed variable adoption, with some
practices integrating e-consults into routine care
and others lagging behind. One practice cited

low uptake and lack of enthusiasm as reasons the
initiative failed to gain traction.

© Costs and Staffing Associated
with E-Consults

Cost considerations are closely tied to staffing
models and platform infrastructure. While many
organizations do not assign separate staff to support
e-consults, one provider organization stands out for
its investment in back-end support. Nurses involved
in the e-consult process access patient data through
Epic and help prepare consults for specialists,
expediting turnaround time and reducing the burden
on clinicians. In contrast, some practices operate
without formal staff support or reimbursement,
relying on existing team members to manage
e-consults alongside their routine duties.

Billing structures are an important consideration

for sustainability. One large pediatric practice has
developed a viable billing approach, making it
possible for both PCPs and specialists to receive
compensation, provided verbal consent is obtained.
However, most organizations acknowledged the lack
of consistent financial models as a barrier to scale.

@ Impact on Cost, ROI and Utilization

The most consistently reported benefit of e-consult
services is the reduction in unnecessary specialty
referrals and associated health care costs. One
pediatric organization reported that about 90%

of dermatology e-consults are resolved within
primary care, saving patients out-of-pocket costs
and avoiding the need for patients to travel into the
city or wait weeks for a specialty appointment. Two
other POs similarly emphasized that e-consults help
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manage patient needs effectively in the primary care
setting, saving time, cost and appointment slots.

E-consults also help manage specialist access and
referral triage, ensuring that only complex cases
are directed to specialty clinics. This was especially
evident at one health system, where precision
referral models allow multiple moderate-complexity
cases to be reviewed efficiently by specialists. At two
organizations, e-consults enable timely behavioral
health management, avoiding months-long delays
for in-person psychiatric care.

Eight studies were identified from a rapid literature
review of literature pertaining to e-consults

and cost and utilization.®* 2272 A]] eight of these
studies demonstrated cost savings, typically as a
result of decreased specialist time and averted in-
person referrals.k-R 227234 See table in Appendix F for
further details.

© Impact on Health, Quality of Care,
Burnout and Equity

E-consults support higher quality of care and
more timely decision-making, particularly for
complex or uncertain cases. Organizations noted
that PCPs feel more confident managing conditions
that previously required referrals, contributing to
more comprehensive and patient-centered care.

Patient and clinician satisfaction has been a major
benefit. One provider organization described high
satisfaction scores from both groups, attributing
this to ease of use, rapid responses, and decreased
need for travel or follow-up appointments. A
pediatric practice emphasized the equity benefit of
keeping families in their local community for care,
particularly in suburban areas where traveling into
the city is burdensome. For one pediatric practice,
avoiding office visits through e-consults has been
“completely life changing.” As one leader described:

What an e-consult is doing is it keeps families
where they want to be, which s in the
suburban area. Trying to get some patients to
come into (the metro area) for a visit s like you
asking them to go to (another state).
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In behavioral health, e-consults offer a powerful
solution to access challenges. A Medicaid-focused
organization noted that their system, developed
during COVID-19, greatly expanded psychiatric
support, enhancing care coordination and improving
outcomes for patients who would otherwise face
months-long wait times. Similarly, one practice
offers addiction care support via e-consults, with
nurse practitioners providing medication-assisted
treatment recommendations.

Finally, from a workforce perspective, e-consults
may help mitigate burnout by reducing the
administrative load of referrals and enabling more
efficient collaboration. Clinicians are empowered
to handle a wider scope of issues without the
frustration of long wait times or fragmented
communication with specialists.

@O Cross-Cutting Themes and
Best Practices

Several key themes and promising practices
emerged across organizations:

o Integrated EHRs are foundational to
e-consult success. Systems using Epic or similar
platforms can build workflows that support both
informal and formal consultations, often with
minimal additional infrastructure.
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Behavioral health and dermatology are high-
impact use cases, especially where specialty
care is hard to access. Several organizations
and practices have used e-consults to extend
psychiatric and dermatologist expertise into
primary care.

Billing innovation and financial modeling are
essential. Without sustainable reimbursement,

even successful pilots are vulnerable. Thoughtful
billing strategies can support long-term viability.

Cultural and leadership support facilitates
adoption. Organizations illustrate how
leadership backing and training promote
integration of e-consults into daily workflows.

Partnerships with specialists and health
systems can facilitate rapid implementation
and ensure specialists are willing to
participate in e-consults.
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Section 4

Financing Advanced

Primary Care

Interviews with Health Insurance Leaders

Interviews with health insurance leaders reveal that
they generally place high value on primary care,
viewing it as foundational to achieving better health
outcomes and controlling health care spending in the
long run. Leaders consistently expressed the belief
that strong primary care is essential to improving
patient experience, managing chronic conditions,
and reducing emergency care, hospitalizations and
unnecessary utilization of high-cost services. Across
plans, primary care is consistently described

as the “quarterback of care,” a role that enables
coordination, first-contact access and management
of both health and spending. Most of the payers
interviewed are actively working to invest more in
primary care, using mechanisms such as capitation
payments, rate increases justified to regulators,

or new incentive programs like pay-for-equity.
However, the extent and sustainability of these
investments vary depending on the payer’s financial
position, regulatory environment, and level of
organizational commitment to value-based care.

Across the interviews, health insurance leaders
described a range of initiatives designed to bolster
primary care, improve health equity and advance
value-based care. These efforts reflect both long-
term strategic goals and more immediate responses
to system gaps and opportunities.
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Payer Strategic Approaches
to Primary Care Investment

Health insurance leaders uniformly emphasized
that investing in primary care is fundamental to
achieving their mission of improving outcomes,
improving quality and obtaining equitable care
for their enrollees. For many, this commitment
reflects not only a clinical imperative but also

an organizational ethos. As one leader stated,
“The premise that systems that invest more in
primary care see better and more equitable health
outcomes has driven our commitment.”

Plans have evolved from small-scale efforts

(e.g., patient-centered medical homes) to more
comprehensive, data-driven and system-wide
strategies that often include robust financial
investments. A key enabler of primary care
transformation is payment reform, with most
plans adopting or moving toward capitation,
shared risk and performance-based payments.
Several leaders highlighted the need to ensure
dollars reach the frontlines of care with one payer
actively shifting payments from ACOs directly

to primary care clinicians: “We’ve been trying to
figure out ways to put more dollars directly in the
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PCP’s pockets.”

Looking ahead, health insurers are focused on
equity, financial transparency and system
integration as key pillars of their evolving
strategies. One leader described a “pay-for-equity”
program and stated, “We should see measured
inequities improve over time — on things like blood
pressure control.” Another payer is integrating

care experience, population health and workforce
diversity into its metrics. And leaders are also
working to streamline financial flows. As one leader
shared, “(We) know how much we paid upfront, but
we don’t know how much went down to the PCP.
That’s a little bit of a broken model.”

While each organization tailors its approach to

its market and mission, the collective interviews
demonstrate alignment across payers on the need
to invest in strong, integrated, and accountable
primary care systems. These efforts are not only
about containing spending growth, but about
creating healthier populations, advancing equity
and building a sustainable future for health care.

Factors Considered by Payers
when Investing in Primary Care

Health insurance leaders emphasized several
critical factors in their decisions to support and
invest in primary care. These factors reflect a

blend of financial constraints, strategic priorities,
regulatory pressures and a commitment to
improving health outcomes through more integrated
and patient-centered care.

A major driver of decision-making is the financial
and regulatory structure that defines how
investments in primary care can be accounted

for. Leaders noted that medical loss ratio (MLR)
requirements often limit the ways in which plans can
directly fund care management or infrastructure.
For instance, investments that do not flow to in-
state providers or are categorized as administrative
costs may not count toward MLR or primary

care spending targets. As a result, value-based
contracting has emerged as the preferred vehicle
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for channeling support to providers in a way that
complies with these constraints.

Many payers operate under state-mandated
benchmarks that influence investment priorities.
For example, some states have established targets to
increase the proportion of total spending dedicated
to primary care or to cap total spending growth.
These policy mandates serve as both a guidepost and
ajustification for payers to reorient spending toward
primary care.

The degree of provider commitment to value-
based care is another key determinant. Insurers
distinguished between providers who proactively
invest in care transformation and those who expect
external funding. Organizations that are “all in” on
value-based models tend to design and implement
their own solutions and seek partnerships that
support their primary care strategy, rather than
relying entirely on payer funding. These providers
are seen as more likely to succeed and drive

better outcomes.

Population health needs also shape payer
investment in primary care. For Medicaid
populations, payers identified maternity, early
childhood, adolescent behavioral health, and
chronic disease management as priority areas for
support. Investments are strategically aligned with
where costs and gaps in care are greatest.

Underlying many investment decisions is a desire to
ensure accountability and measurable outcomes.
Payers are increasingly requiring that funding

— especially care management fees — be tied to
specific quality or outcome metrics that primary
care practices or health care organizations would
report back on.

Payers also recognize the importance of local
capacity building and the organizational diversity of
providers in their networks. This includes a deliberate
focus on supporting small and solo practices,
which may require different contracting models and
technical assistance than larger systems. Investments
must reflect the varied needs and capabilities of
different practice types, especially in areas with
workforce shortages or limited infrastructure.
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Additionally, continuous provider engagement
and feedback loops are central to payer strategies.
Many health plans are using surveys, member
grievances, provider advisory groups and
discovery interviews to understand needs, design
initiatives, and refine their approaches. These
insights help ensure that investments are aligned
with frontline realities and promote provider buy-in.

Finally, successful payer strategies are rooted in
collaboration, flexibility and iteration. Leaders
emphasized the importance of partnerships with
subject matter experts, regional collaboratives,
and other health plans to share learnings and align
around common goals. They acknowledged that
there is no one-size-fits-all approach and that
ongoing adaptation is essential.

Key Areas of Payer Investment

Payers are investing in a broad array of primary care
initiatives, including:

o Behavioral health integration: Some plans are
embedding behavioral health professionals into
primary care teams or funding behavioral health
services directly. As one leader observed, they are
investing in “Lots of behavioral health assets —
much more than any plan I've ever been in.”

o Digital and virtual primary care: One large
payer launched a virtual-first health plan to
increase access: “Coming out of the pandemic,
we stood up a virtual-enabled health plan ... to
accelerate people’s ability to have access to care.”

e Care management and community health:
Payers described expanding care coordination,
medication therapy management, and deploying
community health workers». For example, one
payer has contracted with “a vendor for direct
peer lived experience support” to support
primary care patients.

o Health equity and disparities reduction: Equity
is emerging as a top priority. One payer is piloting
avendor to train clinicians in equity, allowing them
to identify areas where greater access to advanced
primary care services is needed. Another payer
leader emphasized moving “from HEDIS measures
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to ethically better measures,” including patient-
reported outcomes and shared decision-making.
This payer also has a pay-for-equity program which
tracks change to inequities (in blood pressure,

for example) over time. This has allowed them to
invest in a van that drives to neighborhoods with
poor access to public transit, which was barring
patients from getting into the office.

o Workforce stabilization and transformation:
One payer has designed a multi-pronged grant
program focused on stabilizing the workforce,
expanding care teams, and energizing long-
serving clinicians through sabbaticals. “We’re
offering sabbaticals for those who’ve been with
the network in primary care for more than
10 years ... The longer you’ve been, the more
weeks we're funding.”

Drivers Behind Payer Initiatives

Payer investments in primary care are being driven
by a range of interconnected factors. Health equity
mandates and alignment with organizational
missions are key motivators, with many payer leaders
citing a moral imperative to reduce health disparities.
As one leader explained, “We should see measured
inequities improve over time ... Some groups might
focus within the four walls of primary care; others
might work on transportation or nutrition.”

Provider engagement and feedback also play

a central role, with some payers grounding their
strategies in qualitative insights from their networks
— for example, one described a “discovery process
... interviewing 15 of our practices to ask, what’s
working, what’s not, and how can we support?”

Additionally, market structure and sustainability
are influencing priorities, particularly efforts to sustain
independent practices. One leader emphasized,

“We were directed to figure out how to invest in
independent practice to keep people independent.”

Finally, many organizations are adopting an
evidence-based, iterative approach, recognizing
the need to test and refine new strategies over time.
As one payer leader acknowledged, “We're trying
things, but it’s not tried and true ... We're sort of
learning and iterating along the way.”
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Outcomes and Early Impact

While many initiatives are in early phases, payers
reported promising developments:

o Increased engagement: Shared decision-
making efforts and incentives for behavioral
health integration have increased clinician and
patient engagement. One payer leader described
witnessing this change, “Regular old IPA practices
move to APC ... It’s been really cool to watch.”

o New service models expand access: Mobile vans,
virtual platforms and in-home assessments are
expanding access to hard-to-reach populations.

o Improving workforce capacity: One payer’s
grant program is helping reduce burnout and
expand team-based care. The payer leader
shared, “You need an interprofessional team ...
to improve diabetes or depression screening and
follow-up.”

¢ Focus on outcomes over structure: One
leader emphasized their principle of paying for
performance over structure, noting, “We don’t
incentivize structure in general ... we incentivize
outcomes, not structure, and groups figure out
what works for them.”

Financial Models
Supporting Initiatives

Payers are deploying a diverse set of financial levers
to support transformation:

o Hybrid payment models: Several payers have
implemented partial capitation with fee-for-
service (FFS) for select services. As one payer
leader described, “We cap most of the services in
primary care but still pay FFS for immunizations,
procedures, and collaborative care.”

e Per-member-per-month (PMPM) care
coordination payments: These are commonly
layered onto base payments. One payer’s model
includes a “population health management fee
that’s been in there since inception.”
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o Pay-for-performance (P4P): Many payers use
P4P models tied to both traditional HEDIS metrics
and newer ones focused on equity or patient
experience. One leader described a new model that
pays providers in small increments throughout
the care journey to close gaps, noting for example,
“When you schedule an appointment, you get
a small dollar amount, and then again when it’s
completed and we receive the claim.”

o Targeted grants and vendor support: In
addition to recurring payments, many payers use
grant mechanisms and vendor partnerships to
support capacity building and transformation in
practices that lack infrastructure.

Understanding How Health
Insurance Companies Consider
Return on Investment

Health insurance company leaders interviewed
recognize the value of investing in primary care,
often viewing it as a pathway to better health
outcomes and more sustainable spending in the
long term. Some payers demonstrate strong
institutional belief in the ROI of primary care,
citing specific models that have been evaluated and
refined over more than a decade. However, this
belief is not always backed by conclusive internal
data. Some payers express skepticism about the
ability to rigorously quantify financial ROI, citing
methodological limitations, cost variability and
difficulty creating valid control groups. As one payer
leader shared, “I'm not saying there isn’t ROL. It’s
just that our population and setup mean we can’t
prove it with our own data.”

Another leader viewed most ROI studies as unreliable
or vendor-driven, describing them as lacking the
rigor necessary to justify specific investments.

Some payers are able to conduct ROI analyses on
discrete initiatives — such as vendor partnerships
— but struggle to assess the impact of broader
infrastructure investments like care management.
As aresult, ROl is often considered at the level of
overall ACO or health system performance rather
than through isolated financial metrics.
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Payment Structures That Have
Supported Return on Investment

Several payment mechanisms have emerged as
enablers of ROI-oriented primary care investments.
Capitation and global budget models are commonly
used, allowing payers to tie reimbursement

to performance on cost and quality outcomes.

For example, in Oregon, the Coordinated Care
Organization (CCO) model enables flexible use of
Medicaid funds through a cost-plus approach that
incentivizes quality and cost control, although direct
ROI justification remains elusive.

One payer employs a regulated rate-setting process,
explicitly requesting premium increases to finance
primary care investments. These rate increases

are justified to state regulators as necessary for
achieving long-term system goals. Another payer
has begun implementing pay-for-equity incentives,
signaling a shift toward more holistic value-based
models that prioritize health equity alongside cost
and quality. Despite varying levels of financial
pressure, most payers support the principle of
allocating a larger share of spending to primary care,
with payment structures serving as a mechanism to
sustain those investments over time.

Types of Advanced Primary
Care Services That Provide
Return on Investment

Advanced primary care services that are frequently
highlighted by payers for their potential ROI include
care management, care coordination, integrated
behavioral health and population health programs.
While difficult to isolate in terms of direct cost
savings, these services are widely considered
essential components of a high-performing system.
Some payers have conducted formal ROI analyses for
vendor-based programs, which offer more discrete
and measurable outcomes. However, infrastructure
investments at the clinic level — such as team-based
care or enhanced care management — are harder

to evaluate due to performance variability and
attribution challenges.
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Equity-focused initiatives reflect a broader
understanding of return that incorporates long-
term improvements in access and outcomes for
marginalized populations. Despite the challenges
in measuring financial ROI, there is a consistent
theme across payers that APC services are critical
to achieving system-wide goals in quality, equity
and cost sustainability.

Challenges Payers Experience
in Their Efforts to Invest in
Primary Care

Health insurance leaders are committed to
strengthening primary care as the foundation of
a high-performing, value-based health system.
Yet their efforts are consistently hampered by a
range of complex and persistent obstacles.

One challenge shared by several payers is high
patient churn and volatile eligibility, particularly
in Medicaid programs. Frequent changes in a
member’s coverage status result in disrupted care
and erode the foundation for attribution-based
payment models. As one payer described: “There’s
this constant churn ... There is no good connection
between who the patient’s PCP is and who they’re
seeing, or what’s happening in the real world.”

This instability makes it difficult to justify long-
term investments in care management services

or population health tools, especially when a

third of the population may no longer be enrolled
by the time interventions are implemented.

Payers are also constrained by attribution and
accountability challenges. Patients frequently see
multiple clinicians, making it difficult to assign care
responsibility or hold any one clinician accountable.
“You say it’s your patient, but they’ve seen a
different PCP four times in the last six months.”

As previously discussed, payers also struggle with
lack of clear ROI for primary care transformation.
While some provider groups have built meaningful
capabilities for value-based care, others have
approached it superficially, undermining outcomes
and ROLI. “There’s a big gap between groups that say
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‘I really believe in this value-based care work’ and
those that don’t do it with the same amount of rigor.”

Adding to this is the misalignment between payer
investments and provider incentives. Many
health systems view payer contracts as too financially
insignificant to merit strategic attention. “Your
patients are 4% of our revenue, and you're offering
value-based incentives on ambulatory services ... It’s
not even enough money to be worth their hassle.”

The path to broader value-based payment (VBP)
adoption is further complicated by fragmented
and burdensome performance measurement
systems. Even within a single health system,
providers may be juggling more than 20 different
metrics across multiple contracts, creating
administrative overload.

Compounding these issues is a lack of
transparency in how primary care dollars flow
through ACOs or large systems. Payers often
cannot verify whether their investments in primary
care actually reach frontline clinicians. “We have no
confidence that it’s making it down to the PCP.” This
issue is discussed in depth in the following section.

Even when payers attempt to redesign payment
structures, they are often met with internal
resistance or logistical hurdles. Operational and
technical barriers, such as the cost and complexity
of updating systems for new payment models, are
substantial with one leader explaining, “Any new
payment change is a multimillion-dollar price tag.”

Regulatory constraints, particularly from state
Medicaid authorities, also limit payer autonomy.
Payers are expected to drive savings but are often
forced to operate with little control over benefits,
formularies or prior authorization protocols.

Finally, clinician burnout and capacity limits
hinder engagement in transformation initiatives.
Even when funding is available, primary care teams
may not have the bandwidth or trust to take part.

“A huge area of friction is that our primary care
network is burned out ... So how do you engage when
people are already spread very thin?”
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Together, these challenges paint a sobering picture:
While payer leaders remain committed to building

a stronger primary care foundation, they are
navigating a landscape rife with financial opacity,
administrative complexity, workforce strain and
limited authority. Addressing these interlocking
barriers will be critical to realizing the full promise of
primary care transformation.

Primary Care Payment Tracking
and Transparency

Health insurance leaders consistently highlighted
serious limitations in the transparency and
tracking of payments to primary care. Despite
broad recognition of the importance of investing in
APC, payers described a system where once funds
are transferred to large provider organizations
or ACOs, they lose visibility into how those
dollars are actually used. As several leaders noted,
it’s a “black box” where even earmarked funds can
be redirected internally without payer oversight.

This issue is compounded by the lack of
enforceability in existing contracts. While
payers can include language suggesting a minimum
percentage of funds go to primary care, they
acknowledged that they cannot compel provider
organizations to open their books or guarantee
compliance. The funds may be allocated toward
centralized infrastructure or support services,

but payers have little insight into whether these
investments translate to tangible improvements at
the practice level.

Several leaders noted that infrastructure
payments do not guarantee practice-level
investment. Payers described funneling millions
of dollars into centralized systems to support

care management, data analytics and quality
improvement, but expressed frustration that

they cannot determine how much of this funding
ultimately benefits primary care clinicians. Frontline
physicians often share this uncertainty, with some
reporting no knowledge of how their organizations
allocate the payments they receive.
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Recognizing these limitations, some payers

are seeking alternative strategies to ensure
accountability and direct investment in primary
care. These include efforts to route payments
directly to practices using billing codes, rather than
channeling them through intermediary entities.
However, such proposals have been met with
significant resistance from ACOs and health systems,
which fear losing control over funding flows.

A few states, such as Rhode Island, have
implemented regulatory requirements for payers
to report primary care spending levels and
meet specific targets. While such measures aim

to increase accountability, they do not fully resolve
the deeper challenge of tracking dollars once they
enter complex provider organizations. In addition to
tracking challenges, regulatory requirements can be
undermined by changes to the definition of primary
care. As one payer leader noted, “All the primary
care and all the providers want all these things ...

so they swelled the definition [of PC] ... and after
the data is all released, we’re gonna say, ‘Okay, hit
the goal, well done plans,’ but it’s all based on the
definition swelling.”
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In light of these challenges, some payers are shifting
toward an outcome-based approach as a proxy
for accountability. Rather than trying to follow
each dollar, they focus on whether their members
report better access, continuity and quality of

care — core functions of effective primary care.

As one leader put it, “If nothing changes, then was
that worth it? Probably not. But if we do see things
change, then it was worth it — even if I don’t know
exactly what happened to retrieve those effects.”

Finally, there is recognition of the wide variation

in how capitation arrangements perform,

with some practices delivering robust services

while others appear to be underperforming. These
discrepancies underscore the need for improved
monitoring systems and stronger accountability
mechanisms to ensure that primary care
investments lead to meaningful improvements in
care delivery.
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Section 5

Conclusion

Investment in advanced primary care (APC) services
remains one of the most effective strategies for
improving patient outcomes, enhancing equity,
strengthening clinician and staff wellbeing, and, in
many cases, reducing downstream health care costs.
Across the APC services examined in this guide,
including BHI, clinical pharmacy, care management,
population health, services to address SDOH, and
e-consults, evidence from both the literature and
primary research indicates that these investments
can meaningfully advance the quintuple aim when
implemented strategically.

Provider organizations and payers alike recognize
the foundational value of primary care in

offering patients a trusted clinician or team who
can provide first-contact care, comprehensive
management of their health conditions, continuity
over time, and coordination within complex, often
fragmented systems. Both groups place high value
on APC services.

Yet important challenges persist. From the payer
perspective, there is uncertainty about whether
incentives and resources actually reach primary care
practices, given limited transparency in financial
flows within organizations. As a result, some payers
focus on outcomes rather than structures to assess
whether investments translate into lower costs,
improved quality or better patient experience.

While many payers are eager to offer capitated

or VBP incentives to encourage transformation,
they recognize that their influence on practice
operations is limited when acting alone. For provider
organizations, sustaining APC services is difficult
when revenue often comes as retrospective incentive
payments rather than predictable, upfront funding
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that can support ongoing operations. Moving toward
value-based approaches that pay for comprehensive
team-based care, rather than productivity measured
in RVUs, remains a significant challenge in a system
that has long undervalued primary care.

A particularly important insight from our primary
research is the difficulty organizations face in
determining the exact costs associated with
providing APC services. Many organizations do not
track costs and revenues for APC services separately
from their overall primary care budget. Provider
organizations and practices are also often unable to
identify clinician, advanced practice provider (APP)
and staff FTEs devoted to each APC service.

This is partly due to a philosophical orientation
toward team-based care where all staff are engaged
in these activities, and partly because many staff
work across multiple APC services, making time
allocation complex. However, the inability to isolate
service-specific costs and revenues limits the ability
to assess value, manage services effectively and
make the case for sustaining them.

Encouragingly, both published literature and the
experiences of leading organizations show that the
APC services prioritized by payers and providers
improve patient outcomes, have the potential to
reduce costs, and should be integral to any high-
functioning primary care system.

Many organizations favor hybrid models that
combine centralized functions, such as data
analytics, IT support and care coordination, with
practice-level resources to address the needs of
high-risk patients and close care gaps. Services that
integrate social needs screening, targeted outreach
and culturally responsive care models demonstrate
particular promise for advancing equity.
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Moving forward, advancing primary care will
require a combination of rigorous research and
coordinated stakeholder action to ensure that APC
investments are both effective and sustainable.

On the research side, there is a need for improved
costing methodologies that can accurately attribute
expenses and FTEs to specific services, particularly
in team-based environments where staff contribute
to multiple functions.

Longitudinal studies linking APC investments to
clinical outcomes, utilization patterns, total cost

of care, and equity will strengthen the evidence
base for which services deliver the greatest value in
different organizational and policy contexts.

Comparative effectiveness research can identify
optimal sequencing or bundling of services,

while robust equity metrics can determine whether
APC investments are truly reducing disparities and
reaching populations most in need.

Beyond research, stakeholders can act now to
strengthen primary care through strategic investment:

o Provider organizations and practices can
enhance internal data systems, adopt hybrid
staffing models and embed equity goals into all
service expansions.

Section 5: Conclusion

o Payers can design and scale VBP models that
reward prevention, coordination and equitable
outcomes, while improving transparency
and sharing timely data to support proactive
population health management.

o Policymakers can set and enforce primary
care spend targets, require standardized
reporting of investment and outcomes, and
fund demonstration projects to test innovative,
sustainable financing strategies.

o Employers and purchasers can embed APC
requirements in contracting, design benefits that
encourage primary care use, and align incentives
toward long-term health and productivity gains.

By aligning research efforts with coordinated
policy, payment and delivery system actions,
stakeholders can ensure that APC investments
deliver measurable improvements in quality,
equity, workforce sustainability and patient health,
creating a primary care system capable of meeting
the needs of all communities.
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Appendix A

Abbreviations

Appendices

ACO: Accountable care organization

APCM: Advanced primary care management
APP: Advanced practice provider

CBO: Community-based organization

CHW: Community health worker

CMMI: The Center for Medicare and
Medicaid Innovation

CMS: The Centers for Medicare and
Medicaid Services

ED: Emergency department

FQHC: Federally Qualified Health Center
PCP: Primary care provider

PMPM: Per member per month

QI: Quality improvement

RLR: Rapid literature review

RN: Registered nurse

ROI: Return on investment

SDOH: Social determinants of health

SUD: Substance use disorder
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Advanced Primary Care

Services Terms
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Primary care: A set of services and activities
including preventive care, chronic disease
management, care coordination and acute or urgent
care, provided typically in the outpatient setting
and often within a longitudinal patient relationship
by clinicians in primary care, family medicine,
pediatrics, geriatrics and, in some cases, specialists.

Advanced primary care (APC): Inclusion of
services which extend the impact of primary care
beyond the traditional provision of services, to
promote care that is patient-centered, team-based,
integrated and coordinated, relationship-oriented,
continuous and comprehensive.

Provider organization (PO): Groups of health
care providers/clinicians that contract together
with health plans and often take risk for total
medical expense.

Team-based care: A collaborative model in which
primary care clinicians and team members share
responsibilities and help each other practice toward
the “top of their license” to achieve high-quality and
efficient patient care.

Integrated care: The delivery of comprehensive,
coordinated health services within the primary care
setting that address a patient’s physical, behavioral
and social needs through a team-based approach and
seamless collaboration across disciplines and systems.

Value-based payment (VBP): Payment models that
depart from pure fee-for-service (FFS), including
bundled, episode-based and global budgets models,
often agreed upon between payers and provider
organizations that are considered accountable care

organizations. In general, these models give provider
organizations a prospectively determined, risk-
adjusted amount for a particular set of services. These
models often entail end-of-year budget reconciliation
to determine shared savings and shared risk for the
provider organization, even though day-to-day claims
are still accounted for in a fee-for-service manner. In
some cases, VBP could be truly prospective in nature,
specifically in the form of capitation or sub-capitation
paid at the beginning of each contracted period

(e.g., month), including primary care sub-capitation.

APC Services

General behavioral health integration:

Identifying patients who need BHI services/
counseling through strategies which may include
screening for conditions, making appropriate
referrals for counseling and psychopharmacology
either within or outside the practice, and tracking
patients over time and refining treatment
approaches as needed

o Screening for mental and behavioral health needs

o Measurement-based monitoring of patients with
adjustment to treatment as needed

o Making referrals for counseling for mental and
behavioral health needs

o Making referrals outside the practice for
psychopharmacology

o Embedded services for basic counseling needs
(such as by a social worker)

o Embedded services for psychopharmacology
(by a psychiatrist)
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Care management for complex patients:

Employ team members (e.g., case managers,
nurses, CHWs or patient navigators) to identify and
manage the care of patients with complex clinical or
social determinants of health (SDOH) needs to help
those patients navigate the health care system and
to help them avoid use of the hospital and ED

Population health management:

Systematically evaluate the patient population and
determine which preventive medicine interventions
need patient outreach, especially through the use
of automated registries and other information
technology intervention

o Tracking patients with chronic conditions and
intervening when necessary to improve care
(e.g., nurse, CHW or patient navigator)

o Identifying patients with gaps in preventive
care (e.g., screening or vaccinations) and
addressing those needs

Services identifying and making
referrals for needs related to SDOH:

Screening for social needs and referring

patients to relevant services outside the practice,
such as governmental social services and
community organizations

o Making referrals to outside organizations/
services to address SDOH

o Staff who help patients connect to organizations
and assist in making sure social needs are met
(e.g., CHWs or patient navigators)

Services directly providing for health-
related social needs (transportation,
food pantry and housing):

Investing in services within the practice

or organization that address SDOH such as
providing free transportation, free food, and housing

e Provision of free or low-cost transportation
e Provision of free or low-cost food

e Provision of free or low-cost housing

Integrated clinical pharmacists:

Pharmacy staff in the primary care team to assist
clinicians in making decisions about medications

o Pharmacy support for decisions about medication
safety and/or costs

o Pharmacy support for medication reconciliation
e Pharmacy support for medication titration

o Making referrals for patients to pharmacy
resources outside the practice

E-consultations with specialists:

Synchronous or asynchronous, consultative,
specialist-to-primary care clinician communications
regarding the care of a patient who requires
specialty input or to assess the need for continued
specialty engagement

o Contracting for specialist services

o Primary care clinician time protected or
reimbursed for utilization of services

Urgent care (or same-day appointment
availability):
Increased access to care by offering patient same-

day access to care and opportunities to walk in
without an appointment to be seen

e Walk-in appointments

o Same-day appointments

After-hours care (evening or
weekend hours):

Increase access to care by extending office hours into
the early morning, evening and weekend

e Early morning and evening hours
o Weekend hours

Home visits:

Offer home medical visits to patients for whom
an office visit is a hardship or for whom seeing
them in their home environment would be
clinically beneficial

e Clinician visits
e APP visits
e RN visits
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Telehealth:

Invest in infrastructure and technology necessary to

offer regular telehealth access to patients that can be
offered at places convenient to patients such as their
homes or offices

e Phone appointments

e Video appointments

Management of inbox messages:

Assistance in the management of a patient

portal: a secure online website that gives patients
convenient, 24-hour access to personal health
information (such as notes and test results)

and the ability to communicate with clinicians;
other messages that enter the inbox may include
communications from other clinicians, requests for
refills, test results, and so on.

e Team-based assistance

o Technology-based/automated assistance

SUD/addiction services:

Employ clinicians and support staff necessary to
provide medication-assisted treatment for addiction
(e.g., Buprenorphine/suboxone or naltrexone)

o Screening for substance use treatment needs

e Buprenorphine/suboxone treatment for
opioid use disorder

e Naltrexone treatment for alcohol use disorder

Care coordination:

Deliberately organizing patient care activities and
sharing information among all the participants
concerned with a patient’s care to achieve safer,
more effective and more efficient care.

e Sending reminders to clinicians to follow up on
labs and test orders

e Sending reminders to patients to follow up on
referrals by scheduling appointments

o Tracking patients who receive follow-up care
outside the practice to ensure ordered tests and
referrals are completed and appropriate follow-
up is provided

Interpretation services:

Provision of systems that ensure that interpreter
services are available to any patients who would benefit

¢ In-person interpretation services
e Web- or phone-based interpretation services

o All languages spoken by patient population
are available

Healthy lifestyle management:

Employ and train staff (e.g., health coaches, peer
educators or CHWSs) to offer regular support and
accountability to patients who aspire to improve
lifestyle habits

o Health coaching for diet and/or exercise

o Health coaching for disease management
/self-management

o Health coaching for behavioral health and
spiritual needs

o Portal-based health coaching and
educational programs

Palliative care integration:

Establish systems to facilitate advanced care
planning and palliative care for appropriate patients

o Screening for palliative care needs

e Making referrals to palliative care specialists
e Embedded palliative care specialists

o Oral health integration:

o Screening for oral health needs and teaming with
those who can offer oral health care

e Screening for oral health needs
e Making referrals to oral health services

o Embedded oral health services

Quality improvement team:

A team that focuses on working to improve patient
safety and quality of care within the practice
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Patient advisor groups:

Recruit patients in the practice to meet regularly
with practice leadership to offer a patient-centered
perspective on decisions being made about patient
care systems in the practice

Procedure services:

Availability of expertise within the practice to
perform procedures relevant to the practice of
primary care (e.g., skin biopsies, long-acting
reversible contraception or colposcopy) that may
be offered in the context of primary care or through
specialized clinics within the practice

e Dermatology procedures (e.g., skin biopsies)
e Gynecological procedures (e.g., LARC
or colposcopy)

o Orthopedic procedures (e.g., joint injections)

Medical scribes:

Employ medical scribes for practice clinicians
to facilitate better documentation and better
communication between patient and clinician

o Embedded scribe staff in the practice
e Virtual scribe staff

o Web-based scribe software/artificial intelligence
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Primary Care
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Estimating costs of primary care is challenging

for a number of reasons, including inconsistent
definitions of primary care services and variation in
how those services are delivered among practices
and physician organizations. Staffing costs differ
among different organizations as does the number
of clinicians and staff that may be required to offer
primary care services. One highly cited paper on
the costs of primary care was based on staffing of
innovative primary care practices that included
many of the advanced primary care (APC) functions
reviewed in this report.®® Findings estimated the
2018 median costs of primary care to be between
$45 and $58 PMPM with costs for the 75th
percentile at $57-$82 PMPM.*® Adjusting using the
Consumer Price Medical Care Index, in 2025 this
equates to median costs of about $54-$69 PMPM,
and 75th percentile costs of $68-$98 PMPM. To the
extent that the median does not reflect sufficient
financing of primary care expenses today, the 75th
percentile may be a more realistic estimate of what is
needed to sustain primary care today.

As an alternative for actual cost data, primary care
“spending” — or the amount paid in claims for
primary care services — is used as a rough proxy

for costs. However, claims do not cover many of the
services provided in APC practices, and the Medicare
RVU system on which claims are based is known to
undercompensate for the cognitive and team-based
work of primary care. Further, in assessing costs,
there is variability in how primary care services are
defined when estimating primary care spending, and
the amounts collected by claims vary considerably
among payers and organizations for the same service
as they are based on negotiations between payers and
organizations. Organizations that are larger or have

more “market power” often are able to collect higher
rates for similar services. Primary care spending can
be described as a percentage of total medical spend
within an organization, which generally should
provide a correction for the variability in contracts.
Alternatively, rather than concentrate on a percentage
that is affected by the payments outside of primary
care, one can also examine the primary care spend
per person per month (PMPM), which may reflect the
actual number of dollars being paid for primary care
services. However, this calculation will be affected by
the difference in prices between organizations.

Regardless of these limitations, claims data are

more easily available than “cost” data so primary
care “spending,” or the amount of the total medical
spend paid for primary care services, has become a
standard measure of resources committed to primary
care. Even so, the availability of data on primary care
spending varies greatly between states and there

is no current coordinated federal effort to gather
data on primary care spending nationally. Some
states, such as Oregon and Massachusetts, publish
detailed reports on primary care spending yearly.?=°
Many others, however, do not regularly report on
primary care spending levels, and offer little data on
the spending on APC services unless they generate
specific claims as is the case for behavioral health
integration. APC services have been studied at the
practice level but inconsistencies make it difficult

to draw clear conclusions on actual costs or the
anticipated return on investment.* Lack of clarity
and consistency in definitions of primary care, and a
failure to measure APC services and associated costs,
remain a barrier to guidance on how payers, provider
organizations and practices can most usefully invest
dollars in primary care settings.
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Across the country, initial efforts are underway

to address these concerns through increased
investment in primary care, and through integration
of value-based care payment structures. States
such as Rhode Island, Oregon, Delaware, Colorado
and California have been at the forefront of this
effort, having already enacted policies and practices
increasing primary care investment.® Although
largely not based on actual primary care costs,

they all make efforts to direct more financial
resources to primary care services. Seventeen state
governments have passed legislation regarding
measuring primary care investment (WA, CA, OR,
UT, NM, OK, NE, VA, MD, DE, NJ, CT, RI, ME,

MA, VT and HI).%* Nevada and Minnesota also
have pending legislation that would allow them to
more closely measure and track spend and costs.**
These states reflect emerging national interest in
improving primary care, and associated community
health outcomes, through increased investment.

In addition to state-based efforts, provider
organizations across the country are investing

in advanced primary care (APC), supporting the
development of services that extend the reach and
impact of primary care, and piloting value-based
care payment systems.

We studied five states at various stages of leading in
primary care investment as measured by primary
care spending or a commitment to increase primary
care spending. The variation across these five states,
in terms of legislative contexts, payment practices,
and statewide approaches to strengthening primary

care, offer lessons in how contextual factors may
impact efforts to increase primary care investment.

Rhode Island

Legislation S 770 (2011) increased primary care
spending from 5%-6% to 10%-12% between 2008-
2014, while simultaneously implementing caps
on hospital price increases for commercial payers.
During this period, total health care expenditures
fell by 14%.52 However, the decrease in costs may
relate more strongly to caps put on the increase in
pricing of hospital services rather than an effect on
primary care services.

Oregon

Legislation SB 934 (2017) required health plan
carriers and coordinated care organizations to spend
at least 12% of medical expenditures on primary care
by 2023.% Prior to this, SB 231 (2015) and HB 4017
(2016) established reporting requirements, overseen
by the Oregon Health Authority.c*¢°

Massachusetts

The 2012 legislation establishing the Center for
Health Information and Analysis enabled reporting on
primary care and behavioral health spending,® with
the first report released in 2022.4 The 2022-2027
1115 MassHealth waiver authorized $1.8 billion in
investments, including support for ACOs, community
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partners and APC services through a tier-based
value-based payment that pays more for specified
APC services.*®® Recently, new legislation (S 867) has
been proposed to raise primary care spending for
commercially insured patients to 12%-15% of total
spending, up from the current level near 7%.5"¢°
Evidence has shown that in Massachusetts, provider
organizations that spent more on primary care showed
significant improvements in standardized quality
metrics without increasing overall spending.”

Oklahoma

Legislation SB 1337 was passed in 2022 to increase
primary care spending among Medicaid managed care
organizations to at least 11%.” Subsequent legislation
in 2023 created reporting requirements and guidelines
for these entities, which receive oversight from the
Oklahoma Health Care Authority (SB 563).”

Table of Results from State Policy Scan

California

The AB 1130 Health Care Quality and Affordability
Act (2022) created the Office of Health Care
Affordability, which in 2024 set a benchmark for
primary care spending to reach 15% by 2034, with
annual increases of 0.5%-1%.”" Evidence from
commercial and Medi-Cal (Medicaid) payers shows
that higher investment is linked to better quality
and lower costs.*® The California Health Care
Foundation convened the Primary Care Investment
Coordinating Group, which since 2021 has developed
guiding principles for measuring and assessing
spending,” while other initiatives include CalPERS’
plan to match PPO members with primary care
providers™ and a Medi-Cal requirement to report
primary care spending in its payment system.””

Massachusetts

GOVERNMENT INITIATIVES/POLICIES

Reference Description

Outcomes Innovations

1115 Medicaid
(MassHealth) Waiveré®

MassHealth's 1115 demonstration extension
represents a five-year $67.2 billion
agreement supporting MassHealth reforms.

VBP, BHI, care
coordination, SDOH,
SUD services

Massachusetts Delivery | A component of the MassHealth 1115

System Reform
Incentive Payment’®

infrastructure and workforce.

to fund ACOs, community partners/service
agencies, and statewide investments in

17 ACOs, 27 community VBP, care

Wiaiver, which invested $1.8B over five years | partners, and 19 community | coordination, BHI,

service agencies are SDOH
supported by the waiver.

FUTURE/PENDING POLICIES AND INITIATIVES

Reference Description

Innovations

H 1250 (An Act to

Improve Health Equity)” | behavioral health spending targets and track progress.

Requires the MA Health Policy Commission to establish primary care and

VBP, services to
address SDOH

S 867 (Primary Care
for You)®?

board to set primary care spending targets (12%-15%). It would also
require health plans to contribute to prospective, risk-adjusted PMPM
payments to primary care practices through a primary care trust.

Legislation under consideration which would establish a primary care VBP
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Rhode Island

GOVERNMENT INITIATIVES/POLICIES

Reference

Description

Outcomes

Innovations

S 770 (2011

Established the Patient-Centered Medical
Home Collaborative and required payments

for care coordination.

Incentivized NCQA
certification; increased non-
FFS primary care spending
$2.5M out of $47.6M (5.3%)
in 2007 to $52.1M out of
$85.8M (60.7%) in 2023.

Care coordination

Ch. 42-14.58°

Enables the health insurance commissioner
to set primary care spending targets, which
were set to increase by 1% through 2014,
resulting in 10.7% PC spend.

RI met their goal of 10.7% in
2014, but recently narrowed
their definition of primary
care, resulting in a new
target of 10% with these
constraints.

PAYER/ACO/HEALTH CARE ORGANIZATION INITIATIVES

Reference

Description

Innovations

Compact to Accelerate
Advanced Value-Based
Payment Model Adoption
in Rhode Island®

An agreement between the Office of the Health Insurance

Commissioner and major health plans in Rhode Island to accelerate

the transition to value-based payment.

VBP

Oregon

GOVERNMENT INITIATIVES/POLICIES

Reference

Description

Outcomes

Innovations

SB 934 (2017)%3

Requires coordinated care organizations
(CCOs), Public Employees' Benefit Board
and Oregon Educators Benefit Board to
spend 12% of total medical expenditures on
primary care by January 1, 2023. Establishes
the role of a Primary Care Transformation
Initiative to promote innovation and quality
improvement in primary care, and increase
percent on primary care without raising
total medical expenses (TME).

In 2023, primary care spend
ranged from 13.0% to 15.4%
from Public Employees
Benefit Board to Medicare

Advantage.

SB 231(2015)%*

Requires most large health plans to report on
the percentage of total medical expenditures
devoted to primary care. Requires the state
to convene a Primary Care Payment Reform
Collaborative to support the Primary Care
Transformation Initiative

BHI, SDOH, VBP
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California

GOVERNMENT INITIATIVES/POLICIES

Reference

Description

Innovations

SB 184 (2022)%

Establishes the Office of Health Care Affordability, requires reporting of
medical expenditures and sets primary care spending targets. In 2024,
these targets were set to 15% by 2034, with incremental annual increases
of 0.5%-1%.

Medi-Cal Managed Care
Plan Transition (2024)82

Establishes a managed care model, with organizational requirements for
quality, access, accountability, equity and transparency.

Equity and Practice

DHCS is providing $140 million over three years to support primary care

VBP, population

Transformation Payments | practice transformation. health, SDOH
Program (2024)
Covered California Implements financial incentives for equity-centered health outcomes VBP, SDOH,

Quality Transformation
Initiative (2023)%

measures, and penalties for failure to meet targets. Penalties are
redistributed as population and SDOH investments.

population health

Public Purchaser
Alignment®

Medi-Cal (California Medicaid), Covered California (California's individual
marketplace), and CalPERS (California Public Employees' Retirement
System) collectively negotiate to align provisions related to primary care
investment.

PAYER/ACO/HEALTH CARE ORGANIZATION INITIATIVES

Reference

Description Outcomes

Innovations

California Advanced
Primary Care Initiative®

California Quality Collaborative and the The 2023 report found that
commercial plans spent
8.3% of TME on primary

care in 2021.

Integrated Healthcare Association have
brought together major commercial health
care payers through 2025 to support
primary care practices in transitioning to a
high-performing, value-based care model
focused on lowering costs and enhancing
quality and equity.

VBP, SDOH
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Oklahoma

GOVERNMENT INITIATIVES/POLICIES

Reference

Description

Innovations

SB 1337 (2022)"

Established Medicaid Managed Care (SoonerSelect) and set primary care
spending target to 11% TME within four years.

VBP

SB 563 (2023)™

Established reporting requirements for MCO primary care expenditures.

SoonerSelect Provider
Incentive Directed
Payment Program?®’

Incentive payments distributed to physicians and other clinicians for SBIRT
screenings, after-hours care, and well visit services, as well as a percentage
increase in payments for all other services.

VBP, Population
Health

63


https://oklahoma.gov/ohca/about/newsroom/2024/november/ohca-distributes-11-5-million-to-oklahoma-providers-through-incentive-payment.html
https://oklahoma.gov/ohca/about/newsroom/2024/november/ohca-distributes-11-5-million-to-oklahoma-providers-through-incentive-payment.html
https://oklahoma.gov/ohca/about/newsroom/2024/november/ohca-distributes-11-5-million-to-oklahoma-providers-through-incentive-payment.html

Appendix E

Research Methods

Appendices

Project activities include both primary and
secondary research.

Primary Research Methods

Provider organization sample selection

In RI, MA and CA, provider organizations leading
in primary care investment were identified based on
available state agency data. Each state included has
published data regarding investments (or primary
care spend), with varied detail about organizational
level data. In each state, we worked with state
organizations that collect this data to identify a list
of provider organizations leading in primary care
investment across the state (Integrated Healthcare
Organization in California, the Office of the Health
Insurance Commissioner in Rhode Island, the Center
for Health Information Analytics in Massachusetts,
the Oregon Health Authority, and the Oklahoma
Health Care Authority).

In Oregon, our sample selection varied from the other
states as we lack data on primary care spend at the

provider organization level. Rather, data are available
at the health plan level but there is alignment between

health plans and provider organizations, as many
provider organizations have greater than 65% of their
patients covered by a single Oregon health plan. As
aresult, we identified provider organizations that

are strongly linked to health plans that are in the top
quartile of primary care spend. In this manner, we
selected provider organizations that are investing in
primary care while also examining the role of plans in
Oregon in strengthening primary care.

Within each state, we included multispecialty
groups, hospital-owned provider organizations, and
primary care-based provider organizations, and
included at least one primarily Medicaid provider
organization. Based on the relative population

size of each state, we set target participation at

13 organizations in California, 5 in Massachusetts,
31in Oregon, 3 in Oklahoma and 3 in Rhode Island.

Primary care practice sample selection

Each participating provider organization was asked
to identify two primary care practices in their
organization known for providing strong APC.

We invited those two practices to participate in

the project.

Target Number
State for Inclusion State Data Agency Engaged Method of Selection
(PO, Practice)
. . . Top Primary Care Spending
California 13, 26 Department of Health Care Access and Information o R
Organizations, Nominations
Top Primary Care Spendin
Massachusetts 5,10 Center for Health Information and Analysis P . 'y P 9
Organizations
Oklahoma 4,8 Oklahoma Health Care Authority Nominations
. Top Primary Care Spending
Oregon 3,6 Oregon Health Authority . . .
Organizations, Nominations
Top Pri C Spendi
Rhode Island 3,6 Office of the Health Insurance Commissioner op r!mo'ry are spending
Organizations
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Payer sample selection

In each state, we used a nomination procedure to
identify one health plan (two in CA) known to invest
in APC components.

Data Collection

Key informant interviews

For each organization and payer, we identified leaders
in primary care within the organization and invited
them to a virtual introductory meeting where we
explained the project and invited each organization

to participate. Many organizations opted to proceed
directly to the interview without engaging in the
introductory meeting. Prior to participation in the
interview, all leaders were read the consent form and
provided verbal consent to participate.

The 60-minute semi-structured interview focused
on characteristics of their organization; primary
care investment decisions, especially investments in
APC services, models and staffing associated with
APC services; challenges and facilitators associated
with developing and sustaining APC; and the
financial structure of the provider organization.

Participants joined interviews via the Zoom web
conferencing platform. With participant permission,
interviews were recorded and transcribed via Zoom
services. The interview transcripts were reviewed
against the recording to ensure accuracy, after which
the recordings were deleted. The transcripts were
deidentified to ensure confidentiality of participants.
Interview transcripts were coded using NVivo

using a codebook developed using an inductive/
deductive approach (See Technical Supplement for
qualitative codebook).

PO and practice cost reports

After the in-depth interview, each provider
organization/practice was asked to complete

a follow-up cost report regarding provider
organization/practice characteristics, primary care
spend data, and APC services data. Consent forms
were attached to the beginning of the cost report,
with completion of the report serving as consent.
Cost reports were administered as a Microsoft Word
document sent via email. The results of the reports
were deidentified following analysis.

Secondary Research Methods

State policy scans

A policy scan was conducted to identify key state
legislation and initiatives supporting primary

care investment in each of the five states. Further
details and results of the policy scan can be found in
Appendix D.

Rapid literature reviews

Rapid literature reviews (RLRs) were conducted
to investigate the impact of APC services on health
care costs, quality of care, and health equity.
Detailed methods and findings from RLRs can be
found in Appendix F.
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Rapid Literature Review

Methodology

and Findings

Appendices

Investing in primary care has been shown to be
instrumental in addressing health disparities, lowering
total medical costs, and improving health outcomes.
Recently, there has been a greater movement to
expand the reach of primary care beyond traditional
or basic services, into what is considered advanced
primary care (APC). The provision of APC services is
thought to have beneficial impacts on the quintuple
aim. Understanding these impacts is useful to states,
payers and practice organizations who are interested
in investing in primary care and want to allocate
their spending towards services that have the biggest
impact on certain quintuple aim outcomes.

Aims of the Rapid
Literature Review

A series of rapid literature reviews (RLR) aims to
understand how the implementations of various
APC services affect cost, quality and equity
compared to traditional delivery models. RLRs are
similar in methodology to systematic reviews but use
fewer databases and more streamlined methods to
quickly summarize research findings. We conducted
nine RLRs to address the following questions:

o For patients with depression, does integration
of/collaboration with a behavioral health
practitioner in a primary care practice affect
costs of providing care (cost of implementation,
cost savings and utilization)?

e For patients with depression, does integration of/
collaboration with a behavioral health practitioner
in a primary care practice affect health equity?

e How does embedding a culturally representative
community health worker in a primary care
setting impact health equity?

o For primary care patients with complex or
chronic conditions, how do care management
interventions affect costs of providing care (cost
of implementation, cost savings and utilization)?

o For primary care patients with complex or
chronic conditions, how do care management
interventions affect quality of care and
patient experience?

o How does integration of a clinical pharmacist
in a primary care setting affect costs of
providing care (cost of implementation, cost
savings and utilization)?

o How does implementing population health
services for diabetes management in a primary
care setting affect costs of providing care (cost
of implementation, cost savings and utilization)?

o How does screening and referring for social
determinants of health in a primary care
setting affect costs of providing care (cost of
implementation, cost savings and utilization)?

e How does implementing e-consultations with
specialists affect costs of providing care (cost of
implementation, cost savings and utilization)?

Cochrane guidelines were followed in conducting
these rapid reviews.
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Inclusion criteria. In order to study the impact of
APC services, only studies with a comparison group
(i.e., usual care) or a pre—post-intervention design
were included, including randomized controlled
trials, program evaluations and intervention

data, along with observational studies of impact.
Perspectives, commentaries and other forms of
literature without data analysis were excluded from
review. Only studies in the United States published
since 2010 and written in English were included.

Primary Outcomes

Cost, utilization; per member per month, total
medical expenditure. Cost inclusive of both
implementation cost and cost savings. Utilization

in terms of health care services, including ED
utilization, hospitalizations, primary care visits, etc.

Patient experience, quality of care; surveys of
patient experience metrics, including ratings of care
quality, satisfaction, etc. Quality is also inclusive

of attainment of health outcome goals, compliance
with clinical guidelines or standards, mortality risk,
and screening rates.

Equity; differential outcomes on socio-demographic
groups, studies targeting certain socio-demographic
groups, proportional representation. (See Table 1)

Rapid Literature Review Findings

1. Behavioral Health Integration (BHI)
and Cost

Ten key studies identified costs of providing BHI,
and any related cost savings.®2 110 Five studies
reported implementation costs ranging from
$5.09-$554 PMPM (median: $66.17 PMPM, mean:
$136.73 PMPM).RLR 4710 Collaborative care utilizing
telehealth generally costs less than more robust
in-person behavioral health care with connection
to community resources. One study targeted
depression and diabetes comorbid patients in safety-
net clinics, and achieved a lower implementation
cost of $6.16 PMPM for a technology-facilitated

depression care management program Rk 6

Two studies demonstrated cost savings compared to
ausual care group or pre-implementation period. One
study demonstrated a cost savings of $388 PMPM,
compared to a $6.16 PMPM implementation cost,
resulting in an ROI of 6199%.8%¢ Another study
found a PMPM savings of $54.58, but due to increased
prescription costs, the total cost increased by $8.75
PMPM.RR4 Other studies reported costs as a function
of reductions to cost growth, with two studies
reporting lower incremental cost growth in BHI
settings compared to usual care.X®2° (See Table 2)

Table 1: Reviews Completed and Databases Used

Advanced Primary Care Services

Cost

Other

Behavioral Health Integration

PubMed, HPRC

Equity: PubMed, HPRC

Care Management

PubMed, HPRC

Quality: PubMed

Pharmacist Collaboration

PubMed, HPRC

Population Health + Remote Monitoring PubMed
Social Determinants of Health PubMed
E-Consultation PubMed

Community Health Workers

Equity: PubMed, HPRC
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Table 2: Implementation Costs Associated with Behavioral Health Integration

Cost to Implement

Study Population Intervention
(PMPM)
Hay et al. 2018 Patients with Depression and Type Telemedicine Facilitated Diabetes- $6.16
2 Diabetes in Safety-Net Primary Depression Care Management
Care Clinics
Fortney et al. 2011 Patients with Depression in VA Telemedicine- Facilitated $66.17
Community-based Outpatient Clinics | Collaborative Care
Pyne et al. 2015 Patients with Depression in FQHCs Practice-Based vs. Telemedicine $5.09-$46.36
Facilitated Collaborative Care
Hoeft et al. 2019 Patients with Depression in Primary Collaborative Care $154-$544
Care Clinics Partnered with CBOs
Yeung et al. 2020 Patients with Depression in Primary Behavioral Health Integration $135.35

Care Clinics

with Screening, Assessment, and
Identification

2. BHI and Equity

The rapid literature review of BHI for depression
and equity returned 47 studies.®} 157 Equity was
defined as interventions either targeting a particular
subgroup or stratifying outcomes by race/ethnicity,
age, Medicaid/insurance, and/or financial and
economic status. In general, findings of impact

on depression outcomes were mixed. Of nine
papers stratifying by race/ethnicity or Spanish
language preference, only four showed significant
improvements for minority populations,®-®

11.13.22.47 while three showed insignificant or

mixed differences between minority and white
populations,Ri® 183132 and two showed negative
results for minority populations.RLR 1246

Thirty-two studies targeted specifically underserved
populations, including racial/ethnic minorities

or financially strained populations (safety-net
systems, FQHCs, low-income populations). ®®
14,15,17,19-21,23-28,30,33-37,40,41,43,44,48-57 Three Of these studies
targeted African American populations, with two
showing significant improvements®® 74! and

one showing insignificant changes in depression
outcomes. Four studies targeted Asian Americans,

with two showing significant improvements in
depression outcomes, and two showing insignificant
differences. Of 11 interventions targeting Latino
populations, 5 showed significant improvements
and 6 showed insignificant or mixed results. Both
studies intervening in general racial/ethnic minority
populations showed significant improvements in
depression outcomes. One study of patients with
Portuguese language preference showed significant
reductions in depressive symptoms. Of 12 studies in
economically disadvantaged populations, 10 showed
significant improvements in depression outcomes.
(See Table 3)

3. Clinical Pharmacy and Cost

The rapid literature review of impact of clinical
pharmacist integration in primary care on healthcare
costs and utilization retrieved 34 papers.R-R 5891
Studies found that pharmacists can lower health
care costs, bring in revenue through billing, and
reduce downstream costs through reductions to
utilization. Twelve studies showed positive return on
investment (ROI) resulting from increased revenue
and/or reductions in health care costs for patients
managed by pharmacists RLR 69,71,72,74,76,77,79,85,86,88-90

and two showed negative ROI. KLk 6852
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Table 3: Equity Results of Behavioral Health Integration in Primary Care
for Studies Stratifying Outcomes by Race
Study Intervention Population Equity Outcome
Bowen et Collaborative care | Rural Native American and Alaska Al/AN patients achieved similar depression
al. 2020 Native (Al/AN) patients response and remission rates as white
patients (p>0.05).
Angstman Collaborative care | Adult primary care patients with Racial minorities in usual care had significantly
et al. 2015 depression from a multisite clinical worse outcomes for depression remission
practice and PDS than white patients (p<0.001),
and intervention patients had no significant
differences (p>0.05). Minority patients had
a significant improvement in depression
symptoms and remission (p<0.001).
Davis et al. | Collaborative care | Patients at community-based Racial minority patients had significantly
2011 outpatient VA clinics who were due higher odds of treatment response
for depression screening compared to white patients (OR=6.0;
p=0.01).
Sanchez Collaborative care | Predominantly low-income Hispanic | Significantly greater odds of clinically
and Watt patients in need of mental health meaningful depression improvement for
2012 services at a community-based Spanish-speaking Hispanics compared to
primary care clinic serving uninsured | non-Hispanic whites (OR=2.45, p=0.013).
and underinsured populations
Sadock et Collaborative care | Patients at a medical center White patients experienced significantly
al. 2014 primarily serving indigent urban and | greater reductions in depression systems
rural populations who were referred | than African American patients (p<0.05).
to mental health services
Bao et al. Collaborative care | Patients with major depression at Greater reduction in depression severity for
2011 primary care clinics non-Hispanic white patients by 18 months
(no measure of significance reported).
Huang et Collaborative care | High-risk mothers with probable Significant improvements across racial/
al. 2012 depression at community health ethnic groups (p<0.001), but African
centers American patients had significantly lower
likelihood of depression improvement
compared to Latinas (HR: 0.53.)
Jonassaint Computerized Patients at primary care offices Insignificantly greater decrease in depressive
etal., 2017 cognitive- who required treatment for symptoms for African American patients
behavioral therapy | depression and anxiety compared to white patients (p=0.06).
(CCBT) or CCBT
with an internet
support group
Bauer et al. | Co-located care Patients at community Proportion of patients achieving
2012 health organizations serving depression improvement within 12 weeks
disadvantaged, largely uninsured was significantly higher for patients who
populations preferred Spanish (p<0.01).

Appendices
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Table 4: Complete Data on Return on Investment for Pharmacy Integration in
Primary Care

Cost to Cost
. Models of )
Study Population . Implement Savings ROI
Implementation
(PMPM) (PMPM)
Patients with hypertension or
Hoover et al. . . 7P . Medication
diabetes in two rural primary $21.57 $2.64 -0.86
2020 . management
care clinics in Oregon
Woodall Patients aged 65+ with 3+ chronic | Medication $30.15
ocoda
t ol 2017 conditions and 5+ long-term management and $21.85 revenue 0.38
etal, ..
medications annual wellness visits PMPM
High-risk patients taking
Truong et al. multiple medications for chronic Medication 9.76-
° .p. . . $4.85 $ 0.50-9.73
2015 conditions in primary care safety- management $52.05
net clinics
Medicaid patients taking
Smith et al. multiple medications for chronic Medication
.p. . . . $58.00 $145.00 1.5
20M conditions in primary care clinics management
in Connecticut
Patients at high risk of
Kilcup et al. L .g . Medication
readmission in primary care $7.54 $59.13 6.84
2013 i . i management
medical homes in Washington
Pontefract Primary care patients with Chronic disease Revenue met
. 4 P Not stated -0.25
et al., 2018 diabetes management 75% of cost
Medi tient ith
islan et al., ertension, diabetes or ronic disease
yp. . Not stated greater 0.0146
2016 peripheral neuropathy in management
] o than costs
outpatient clinics
. Patients with uncontrolled L
Margolis et L . Chronic disease
hypertension in 16 primary care $125.92 $245.75 0.95
al. 2020 al management
clinics
M b Patients with chroni diti Chronic disease
oczygemba : a |en. s wi 'c‘ ronllc f:on itions $87.97 $18716 11
et al. 2019 in family medicine clinics management
Patients with two or more
Matzke et al. chronic conditions and four or Chronic disease
L . . $39.83 $198.17 3.98
2018 more medications in patient- management
centered medical homes
Patients with high readmissions
Sutt et al. . . =
2023 risk, on a value-based insurance Care transitions $17.20 $279.00 15.22
plan in 21 primary care clinics
Patients at high risk of
Jacobs et al. o . =
2023 readmission in three primary care Care transitions $4.09 $8.63 111

practices
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Revenue in three studies totaled $1598,R-R 90
$2019,RR 8 and $6511,%% 88 per month with greater
revenue resulting from more extensive use of CPT
codes. Cost savings (compared to a control or pre-

period) ranged from $2.64 to $245.75 PMPM (mean:

$114.44 PMPM, median: $102.07 PMPM). Nine of
twelve studies KR 60.66:697275777984-86 found statistically
significant reductions in emergency department
(ED) utilization and hospitalizations, resulting

in avoided costs ranging from $34.53 to $1717.58
PMPM (mean: $445.90 PMPM, median: $182.23
PMPM). RUR 60, 66,69,72,73,75, 77,79, 86 Additionally, three
studies showed significant improvement in primary
care utilization as a result of pharmacy integration.
RIRS8,73,75 (See Table 4)

4, Care Management and Cost

Thirty-nine papers were identified related to the
implementation of care management and care
coordination in primary care settings, and the

related impacts on cost and utilization of health care.

Some programs were specifically designed to target
certain diseases, whereas others took a broader
approach and used care management for several
chronic conditions. Programs included educational
interventions, care coordination, and utilization

of population health strategies. Twelve programs
incorporated pharmacists in the care team, many
times in addition to traditional care managers.

Cost of implementation in 13 papers ranged
greatly, from $6.16 PMPM for automated depression
assessments and team-based diabetes care to $677
PMPM for intensive care management for high-
need, high-spending patients (median: $102 PMPM,
mean: $17’7 PMPM) . RLR 92,97,99,100,102,106,108-110,116,120,122,130

There were substantial cost savings associated
with care management, though these results
were inconsistent. Twelve studies showed cost
savings compared to a pre-implementation
period or control, with savings ranging from
$6.69 PMPM for care of uninsured patients in
the community®®°* and $4944 PMPM for an

intensive care program®-* 1?5 (median: $104 PMPM,
mean: $617 PMPM). RLR 92,97,101,102,103,106,109,110,112,113,
17 However, several studies also showed cost
accrued RIR96:99100.120123.27 ownstream savings
from reduced hospitalizations and emergency room
visits were also estimated for four studies, ranging
from $120.41 PMPM to $364 PMPM (median:

$218 PMPM, mean: $226 PMPM), RLR107115.116,122

Seven studies showed a positive ROI, ranging
from 0.43% to 19.94%. One study showed negative
ROI, as revenue only met 21% of program costs.
(See Table 5)

5. Care Management and Quality

A rapid literature review was conducted to
understand the impact of care management

in primary care on quality of care. Quality

was defined as attainment of clinical goals,
compliance with clinical guidelines, process
improvement metrics and patient satisfaction/
experience. Sixty-three studies were retrieved

from the search, with an array of implementation
strategies and disease categories represented X%
13119 Many studies provided care management for
general chronic illness and complex populations

or patients at increased risk for hospitalization.
Other studies employed care management for

a specific chronic illness population, commonly
diabetes, hypertension and hyperlipidemia, and
behavioral health conditions, such as depression
and substance use disorder. The most common
implementation strategies were interventions based
on the Chronic Care Model (CCM), which includes
self-management support, clinical decision support,
delivery system redesign (such as planned visits), PH
management through the use of clinical information
technology, organizational design, and referral to
community resources. Eighteen papers evaluating
16 interventions utilized CCM as an approach to
care management, both in the context of general

chronic illness populations and in specific disease
subpopulations RLR 136,137,142,148,150,151,158-160,167,172,177-181,184,189
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Table 5: Return on Investment Associated with Care Management

Cost to Cost
Study Population Intervention Type Implement Savings ROI
(PMPM) (PMPM)
Holtrop et al., Primary care patients at high Intensive care $37.80 $7.98 -0.79
2015 risk for hospitalization who had management
. (revenue)

a recent acute care episode
Schubert et al., VA high-need primary care Intensive care $253.77 $364.23 O.44
2016 patients whose health care costs | management

or hospitalization risk were in the

top 5% for the facility
Chuang et al., Low-income primary care Health coaching $132.99 $194.30 0.46
2011 patients with uncontrolled type

2 diabetes, hypertension and/or

hyperlipidemia
Fortmann et al., Uninsured, high-utilizing primary | Centralized care $43.11 $69.58 0.61
2020 care patients management
Pomerantz et al. High-risk patients with Case management | Not provided | Not provided | 3.84
2010 depression with care coaching
Matzke et al. Refugees and immigrants with Care management | $39.45 $218.25 4.53
2018 uncontrolled diabetes and

associated cardiovascular risk

factors in an adult medicine clinic
Horn et al., 2016 Patients with chronic conditions Nurse-led care $677 $4944 6.30

in patient-centered medical coordination

homes
Hay et al. 2019 Medicare patients recently Remote $6.16 $129.00 19.94

hospitalized for heart failure monitoring
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DIABETES

The review identified 13 studies of care management
for diabetes’ RLR 140,144,148,153,155,161,169,171,179,180,184,186,190

of which 11 reported the impacts of diabetes care
management on attainment of health outcome
targets or HbAlc and LDL-C control, RLR140144,148.15
8:155,161.179.180,184,186.190 Four studies showed significant
improvements in HbA1c through decreased
measured HbA1lc compared to pre-intervention

or control groups and attainment of clinical goals,

RLR 140144148161 and two showed no significant

changes. IR 180190 Three studies additionally showed
improvements in blood pressure control,
RLRI144.148,184 and another three showed significant
improvements in LDL-C. 1517218 Qne study
showed significantly less improvement in attainment
of HbA1lc, BP and LDL-C goals for the care
management population compared to usual care ®®
153 An additional two studies showed improvements in
attainment of testing and screening compliance
goals KR199.171 A study examining changes to HbA1lc
goal documentation found significant increases in the
percentage of patients with EHR-documented HbA1c
goals. **° One additional study measured changes in
major adverse cardiac events (MACEs), mortality
rate, and heart failure rate, all of which showed
significant improvement for the care management
population.®R5 (See Table 6)

BEHAVIORAL HEALTH

Fifteen studies of behavioral health care
management were ldel‘ltlﬁed, RLR 131,135,139,142,146,149,157-
159.160,165.166.172.173.186 of which 14 studied changes

to behavioral health outcome metrics or

attainment of behavioral health outcome goals.

RLR 131,135,139,142,146,149,157-159,160,165,172,173,186 Seven Studies
examined the impact of care management on
depression outcomes, with five showing significant
reductions in depression severity, XLk 139.142.157165.1586
and five showing achievements in depression
remission. R-R142:158.160.172.186 Tyyq studies showed
insignificant changes in depression severity. &%
146,160 Results of three studies of care management
for substance use disorder were mixed, with two
showing significant improvements in addiction
treatment success, R'? %1% and one showing
insignificant effects on abstinence.®:* 73 Of the

two studies reporting mortality, both showed
significantly reduced risk of mortality for
depression care management patients. (Table 7)

PATIENT EXPERIENCE AND PERCEPTIONS
OF CARE

Seventeen studies reported on the impact of care
management interventions in primary care on
patient experience and perceptions of care, ®%

136, 137, 147,156,157,161,162,166,172,175,177,182,183,186,188,191,192 With

16 studies showing high or positive patient
satisfaction RLR 136, 137, 147 ,157,161,162,166,172,175,177,182,183,186,188
91192 Seven of the 17 studies compared satisfaction
for care management and usual care patients or to
a pre-intervention period and found statistically
significant improvements in satisfaction for
care management patients RLR 136,157,177,186,188,191,192
Six out of seven of these studies were interventions
targeting general complexity or high-risk
populations, rather than targeted subgroup
intervention RLR 136,177,186,188,191,192

6. Population Health and Cost

The rapid literature review of diabetes
population management interventions and

cost and utilization outcomes retrieved 11 studies.

RLR194-20¢ Four studies reported on the cost of
implementation of PH management services
targeting diabetes, with cost ranging from $18 to
$126.58 PMPM (median: $52.79 PMPM, mean:
$62.54 PMPM). RiR 194195197203 The Jower end of
this range reflected telehealth interventions

with asynchronous management of medications,
while the higher end reflected more complex
interventions, including telehealth plus behavioral
health nurses and other educational interventions
for diabetes management.

Five studies found direct cost savings associated
with diabetes management, either compared to

a control group or a pre-implementation period.
These studies found cost savings ranging from
$36.75 to $417 PMPM (median: $159.84, mean:
$135.33). RLR195.196,200,202,203 Ope study additionally
reported a savings of 7.9% PMPM.X%1° These cost
savings are generally associated with reductions
in ED costs or total medical costs. Seven studies
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Table 6: Impact of Care Management for Diabetes on Health Outcome Quality Metrics

Description of Diabetes Care

Study Population . Health Outcome
Management Intervention
Chwastiak 2017 Safety-net primary care clinic Multi-condition collaborative Significant improvement in
patients with HbAlc > 9% care management (diabetes and Alc (p<0.05)
behavioral health)
Klug 2011 Adults with diabetes and a Telehealth diabetes management | Significant improvement in

recent HbA1c >8%

with clinical pharmacy

Alc, blood glucose (p<0.05)

DelLaRosa 2020

Patients with diabetes at
greatest risk for poor outcomes

Nurse care management

Significant improvement in
Alc, BP (p<0.05)

Gabbay 2011 Patients with diabetes at Chronic Care Model Significant improvement in
primary care medical homes LDL, BP, Alc (p<0.05)

Silver 2011 Primary care patients aged 18- Chronic Care Model Significant improvement in
64 with diabetes and asthma LDL (p<0.05)

Wu 2018 Safety-net primary care mostly | Diabetes-depression care Significant reduction in
Hispanic adult patients with management PHQ-9, increased depression
type 2 diabetes mellitus (T2DM) remission, improved LDL

(p<0.05)

Turner 2018 Mostly Hispanic patients aged Chronic Care Model Significant improvement in
18-75 with DM and SBP 2140 BP (p<0.05)
mmHg on HTN drugs

Hong 2024 Medicare FFS beneficiaries Non face-to-face chronic care Decrease in MACE, mortality,
with T2DM and at least one management HF (p<0.05)
comorbidity

Solorio 2015 Adult primary care patients Clinic-based care coordination Insignificant effect on HbA1c,
aged 18-69 with T2DM based on the Chronic Care Model | BP, and LDL (p>0.05)

Zhu 2024 Patients over the age of 65 Telephone-based nurse care Insignificant change in HbAlc
years with T2DM with an active management (P>0.05)
patient portal account

Herrin 2015 Primary care patients with Diabetes management form in Worsening of LDL, BP, total

diabetes

the EHR

cholesterol (P<0.05)
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Table 7: Impact of Behavioral Health Care Management on Health Outcome
Quality Metrics

Study

Population

Intervention

Health Outcome

Mittal 2011

VA primary care patients with

depression

Depression care
management

Decrease in depression severity
(p<0.05)

Coleman 2017

Primary care patients with
depression and comorbid diabetes
or cardiovascular disease (CVD)

Collaborative Care
Management based on the
Chronic Care Model

Improvement in depression
symptoms, remission, BP
control (p<0.05)

Katon 2010 Patients with poorly controlled Treat-to-target program Improvement in SCI-20, HbA1c,
diabetes, coronary heart disease for diabetes and CHD LDL-c, BP (p<0.05)
(CHD), or both and comorbid with collaborative care for
depression depression

Kilbourne Patients with mood disorders Cross-diagnosis collaborative | Increase in depression remission

2013 in primary care clinics or mental care based on the Chronic and improved wellbeing
health clinics Care Model (p<0.05)

Klinkman Patients with depression at five Depression care Increase in depression remission

2010 primary care practices management based on the (p<0.05), Improvement in PHQ-

Chronic Care Model 9 (p>0.05)

Chang 2021 Commercially insured adult patients | Population-level centralized Reduction in PHQ-9 (p<0.05)
with new depression diagnosis and care management
elevated initial PHQ-9 scores

Wu 2018 Safety-net primary care mostly Diabetes-depression care Reduction in PHQ-9, increased
Hispanic adult patients with T2DM management remission, improved LDL

(p<0.05)

Ell 2012 Low-income, predominantly Collaborative care Insignificant change in
Hispanic patients with diabetes depression symptom
and depression deterioration between study

groups (p>0.05)

Bogner 2016 Patients who scored >20 on the Depression care Decrease in risk of mortality
CES-D, and a 5% random sample management (p<0.05)
of patients who scored lower

Gallo 2016 Patients aged 60 and older with Depression care Significant reductions in risk
varying depression severity management of mortality for intervention

patients with high levels of
comorbidities (p<0.05)

Kim 2012 Adults with alcohol or other Chronic disease management | Insignificant overall change in
substance dependence and any based on Chronic Care Model | addiction outcomes (p>0.05);
recent substance use some values were significant

for clinics with greater degree
of alignment with the Chronic
Care Model (p<0.05)

Alford 2011 Patients treated for opioid Collaborative care with nurse | Achievements in abstinence
addiction utilizing collaborative care | care managers

Saitz 2013 Primary care patients with alcohol Chronic care management Insignificant change in

and other drug dependence

abstinence or addiction severity
(p>0.05)
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showed significant reductions in utilization of the
ED and/or hospitalizations, or the cost reductions
associated with these reductions in utilization KR 1%
198203 Population health management also has the
potential to increase revenue through utilization of
billable CPT codes and incentive bonuses. One study
found a revenue of $43 PMPM through billing,**” and
another resulted in quality bonuses totaling $92,000
per physician per year.*°

Three studies showed a ROI of 139%, 117%, and
136%, resulting either from revenue above cost or
cost savings above cost.k-R197%202.:203 (See Table 8)

7. E-Consultations and Cost

Eight papers were identified from the rapid literature
review pertaining to e-consults and cost. KR 2272% A]]
eight of these papers demonstrated cost savings,
ranging from $0.73 PMPM for a large, longitudinal
study of averted travel reimbursements to $484
PMPM for early implementation of an asynchronous
online platform for e-consults (mean: $113.28 PMPM,
medium: $46.325 PMPM).RR 227234 Most studies
showed cost savings as a result of decreased specialist
time and averted in-person referrals. One study
found an ROI of 0.8% as a result of avoided medical
evacuations (MEDEVACs).RR%! (See Table 9)

Table 8: Cost Impacts Associated with Population Health Management for Diabetes

Study

Population

Intervention

Cost Savings (PMPM)

Hawes et al.
2018

Primary care patients
who required diabetes or
anticoagulation care

Pharmacist-led e-visits for

diabetes management

$25 PMPM revenue less
program costs for diabetes
patients

Kitzman et al.
2022

PCMH patients with at least
2 primary care visits in a 12
month period

PCMH plus population health
services (wellness, prevention,
SDOH services)

$36.75 PMPM lower ED costs
compared to control

Fortmann et al.
2020

Patients with diabetes in a

large primary care group

Integrated diabetes care in a

large system

$139.177 PMPM difference-in
difference reduction in inpatient
and ambulatory costs (including
program costs)

Isaacson et al.
2022

Primary care patients with
diabetes using finger stick
glucometers or continuous
glucose monitors

Remote monitoring for
blood glucose

$417 PMPM reduction in total
costs vs. control

Karslioglu-French
et al. 2023

Adults with uncontrolled
diabetes mellitus in a payer-
provider collaboration

Targeted automatics (TACos) by

endocrinologists

7.9% PMPM reduction in total

costs compared to control

Nundy et al. 2014

Adults at an academic
medical center with diabetes
who belonged to the
employee health plan

M-Health

(Automated text message-based
diabetes self-management
support and exception-based
nurse care management)

$135.33 PMPM reduction
in total costs compared to
pre-period

Magee et al.
2019

Adults in primary care
practices with HbAlc >9%

Diabetes education and
management with remote
monitoring for blood glucose

$257.17 PMPM potential savings
from averted hospitalizations

MclLendon et al.
2019

Rural adult patients living
with poorly controlled
diabetes (Alc >8%)

Nurse care management,
endocrinology e-consults, diabetes
self-management education

$70.95
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Table 9: Cost Savings Associated with E-Consultations in Primary Care

Study

Population

Intervention

Cost Savings (PMPM)

Whittington et
al. 2021

VA patients who required
specialty consultation

E-consultation for

multiple specialties

$40.00-366.67 compared to face-to-
face consultation (range differs by

specialty)

Anderson et al.
2018

Medicaid patients in a
large, multisite safety-net
health center who required
specialist consultation

E-consultation for

multiple specialties

$82.00 compared to face-to-face

consultation

Anderson et. al
2018 (2)

Medicaid patients who
were referred for cardiology
consultations by primary
care clinicians

E-consultation for a

single specialty

$3716 compared to face-to-face

consultation

Kirsh et al. 2015

VA patients who required
specialty consultation

E-consultation for

multiple specialties

$0.73 in travel reimbursement costs

Lin et al. 2017

Naval Medical Center
patients who required
specialty consultation

E-consultation for

multiple specialties

$68.91 through avoided MEDEVACs

Herbert et al.
2017

VA patients who required
mental health specialty
consultation

E-consultation for a

single specialty

$17.41 compared to face-to-face

psychiatric consultation

Yang et al. 2019

Underserved patients in city
health clinics who required
dermatology consultation

Store-and-forward for a

single specialty

$10.00-56.65 per consult compared to
face-to-face consultation (range differs

by alternate outcome)

Newman et al.
2019

Primary care patients with at
least 1 specialist visit with a
participating specialty

Asynchronous
communication for

multiple specialties

$8.00-484.00 in total medical cost
compared to pre-intervention (range
differs by month post-intervention)
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