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Executive summary

Primary care is an essential, and today largely undervalued, foundation of the U.S.
health care system. That may be especially true in Medicaid where beneficiaries—
disproportionately high-need, children, pregnant women, and people of color—require
robust primary care but are often underserved. The Primary Care Collaborative (PCC)
undertook a review of existing evidence and emerging practices to identify the most
effective payment and care delivery strategies for strengthening primary care in
Medicaid, independent of other policy options, such as eligibility or benefit expansions.
That process, consisting of literature reviews and key informant interviews, and
overseen by a multi-stakeholder workgroup, identified eight strategies for improving
primary care access and outcomes in Medicaid:

Report and increase the share of Medicaid spending going to primary care

Increase payment to primary care clinicians

Support behavioral health and primary care integration

Pursue population-based payment models

Stratify data and incorporate health equity quality incentives into payment models
Increase federal funding for community health centers and create new access points

Pay for community health workers

0 N O 1 A W N =

Encourage Patient-Centered Medical Home (PCMH) attributes, including care coordination

This report describes the evidence for each and considerations for implementation.
It also recognizes the important role managed care plays as a lever to realize and
amplify their effects.

Taken together, the strategies are largely consistent with calls for primary care
transformation system-wide, including in NASEM's 2021 report on primary care:
Medicaid must pay primary care more, and pay primary care differently, to improve
the health of its beneficiaries. Those new dollars through value-based payments can
strengthen existing advanced primary care models and provide resources for key
attributes that will improve the quadruple aim and health equity, including connections
to community-based services and greater support for behavioral health integration.
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Report and increase the share of Medicaid
spending going to primary care

Increasing the proportion of health care dollars that goes to primary care,

including in Medicaid, is a direct and trending strategy to strengthen primary care.
Evidence of its effect include inverse associations between primary care investment
and hospitalizations and emergency department visits, and positive relationships
between Medicaid managed care plan spending on primary care and composite
measures of quality. Today, more states are working to shift spending towards
primary care using a range of methods. Medicaid spending on primary care varies
by state—both in absolute terms and relative to commercial payers. A few states
are going beyond reporting to setting enforceable targets for levels of primary care
spending, including in Medicaid.

Key informants and the literature noted several implementation considerations for

the strategy, including how to best report and set targets. Interviewees were largely in
agreement that levels of Medicaid investment in primary care were too low but differed
on the efficacy of using targets to increase them and where to invest allocated dollars.

Increase payment to primary care clinicians

Pay for primary care clinicians is notably low relative to their peers. This is especially true
in Medicaid where, nationally, average fee-for-service primary care physician fees are just
67% of those paid in Medicare, contributing to lower Medicaid participation by clinicians.
Evidence of the impact of pay increases on primary care access—largely focused on

the Affordable Care Act's (ACA) Medicaid parity provision—is mixed. Potential reasons
include its short time frame and implementation obstacles. Administrative burden and
late payments in Medicaid may also generally inhibit clinician acceptance of Medicaid.
Still, some point to the ACA fee bump as a positive given that nineteen states chose to
continue the temporary policy change in some form. And there is stronger evidence of a
positive effect for dual-eligible Medicare and Medicaid beneficiaries.

The Centers for Medicare and Medicaid Services (CMS) have been pursuing this
strategy through its waiver authority by requiring states (such as California, Arizong,
Oregon and Massachusetts) to increase rates for certain specialties. Congress

could also act by increasing state Federal Medical Assistance Percentages to states
that reimburse primary care at Medicare levels. Network adequacy standards may
be another way to encourage managed care organizations to increase their rates

in order to expand provider networks. In its May 2023 proposed Medicaid rules

(one addresses managed care; the other primarily fee-for-service), CMS proposed
new standards for measuring access in managed care and new rate transparency
provisions for primary care.
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Support behavioral health and primary
care integration

Medicaid enrollees have better outcomes when behavioral health is integrated with
primary care. Two leading approaches to this are the Collaborative Care Model
(CoCM) and the Primary Care Behavioral Health (PCBH) model. CoCM—a model
that utilizes primary care providers in collaboration with behavioral health care
managers and psychiatric consultants—has some of the most robust evidence of
impact, including significant improvement in depression and anxiety. And its effect
sustains, and in some cases, may be even greater, for publicly insured patients.
Separately, PCBH, a team-based approach to managing biopsychosocial issues
involving an integrated behavioral health consultant, has demonstrated success
improving outcomes and patient and clinician experience. This success appears to
hold true in safety net settings, including reduced preventable inpatient utilization.
A third approach integrates primary care with community behavioral health
centers—showing mixed results.

Payment is often cited as a key barrier to better behavioral health integration
(BHI). Fee-for-service billing codes for integrated care have had partial uptake. As
of June 2022, 24 state Medicaid agencies were covering CoCM codes—though with
varying rates and levels of policy complexity. Key informants pointed to '‘expanded
and consistent’ coverage of codes to improve BHI in Medicaid, while noting
implementation alone does not necessarily lead to notable utilization. Alternative
payment models may offer a better way to sustainably achieve BHI in Medicaid.
Examples include models out of Colorado and Oregon. And states can play a major
role in advancing BHI in managed care.

4 Pursue population-based payment models

Medicaid primary care population-based payment (PBP) models—offering "upfront,
flexible payments” tied to quality—have been implemented in several states,
including Colorado, Maine, Washington, and Oregon, and through the Center for
Medicare and Medicaid Innovation (CMMI). States pursue these models through
waivers, state plan amendments, CMMI, and CMS review of managed care rates
and contracts, with Medicaid agencies increasingly doing so. Rigorous, long-term
evaluations of primary care PBPs for enrollees exclusively covered by Medicaid are
still in the "evidence-building phase". Out of CMMI, Comprehensive Primary Care Plus
(CPC+), whose "track 2" involved hybrid capitation, showed mixed results; Medicaid-
focused models were not included in analyses, and practices in disadvantaged areas
had lower participation. Many more Medicaid PBPs are newer, but their available
results are described as promising, with models that “make intuitive sense"” to
improve quality, experience, and equity. Medicaid accountable care organization
arrangements exist in 14 states with mixed results.
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Multi-payer alignment—described as "absolutely necessary” for success of these
models—was among the most recurrent themes of PCC's key informant interviews.
Yet challenges abound: the diversity of state policies, approaches, and managed care
plans; constraints on CMMI's statutory authority to waive Medicaid policies; and
existing fragmentation of performance measures and incentives. Nevertheless, many
felt that CMS and CMMI must ultimately lead the way with PBP models. Future
processes, interviewees advised, must involve more active conferring with states and
plans and must better include small practices. (CMMI's latest primary care model
aims to target "the large proportion” of safety net and primary care providers that
have not participated in previous models.) Other implementation considerations
include: addressing clinician apprehension of capitated models; offsetting the
capacity and infrastructure constraints on small practices; and the potential
unintended consequences of PBPs, such as practices limiting care or selectively
serving healthier patients.

Stratify data and incorporate health equity
quality incentives into payment models

States can leverage payment innovations to further health equity goals, including
equity-focused alternative payment models (APMs), payment enhancements to
safety net providers, and primary care payment tailored to patient populations
according to health status, social risk, and historic under-investment. Momentum

is growing on this front. In 2027, a dozen states were linking Medicaid financial
incentives to health disparities metrics, up from just two states in 2019. The evidence
on their impact—how well they address disparities in care/outcomes and if they have
unintended consequences—is almost entirely left to be seen.

Measures stratified by race, ethnicity, language, or disability status, are key to
meaningfully address disparities, including through APMs. Today, data on race and
ethnicity in Medicaid are largely incomplete. A majority of states are now making
explicit efforts to address data completeness, including requiring disaggregated
quality metrics through managed care contracts and using 1115 waivers to pay for
stratified reporting. Interviewees acknowledged that "we are still figuring out the
right way to incorporate equity into payment models”, cautioning that value-based
models must be intentionally designed to ensure that disparities are addressed,
rather than worsened.

. Primary Care Collaborative


https://www.cms.gov/blog/cms-innovation-centers-strategy-support-high-quality-primary-care
https://www.commonwealthfund.org/publications/fund-reports/2022/apr/medicaid-safety-net-providers-equity-partnership
https://www.commonwealthfund.org/publications/fund-reports/2022/apr/medicaid-safety-net-providers-equity-partnership
https://thepcc.org/sites/default/files/resources/PCC-NCPC%20Health%20Equity%20Report.pdf
https://www.kff.org/report-section/medicaid-budget-survey-for-state-fiscal-years-2022-and-2023-health-equity/
https://www.macpac.gov/wp-content/uploads/2020/09/Federal-Data-Sources-for-Analyzing-Racial-and-Ethnic-Disparities-in-Medicaid-and-CHIP.pdf
https://www.kff.org/report-section/medicaid-budget-survey-for-state-fiscal-years-2022-and-2023-health-equity/

Access & Equity in Medicaid: Robust Primary Care Is a Must

Increase federal funding for community
health centers and create new access points

Community health centers—which provide comprehensive primary care to patients
in underserved areas—are integral to Medicaid and vice versa. Serving one in five
Medicaid enrollees, health centers receive over 40% of their revenue from the
program. Over decades, health centers have reliably shown to provide the same or
higher quality primary care as other settings and better access for underserved
populations. This holds for Medicaid enrollees. Moreover, health centers are often
recognized as leaders in reducing health care disparities in primary care. Such care
is associated with lower overall health care costs—with health centers saving 15%
among Medicaid fee-for-service adults and 22% among children.

NASEM's 2021 primary care report calls on the Department of Health and Human
Services, enabled by Congressional appropriations, to “target sustained investment
in the creation of new health centers"” in federally designated shortage areas.
Ultimately, the number and scope of commmunity health centers largely depends on
funding for Section 330. Mandatory funding for health centers expires at the end of
fiscal year 2023, and there are bipartisan efforts to extend and expand health center
funding, although the outcome is not yet known.

7 Pay for community health workers

Increasingly, community health workers (CHWSs) are considered key members of
primary care teams. They both improve primary care outcomes and “"open the door to
primary care" by connecting low-income individuals to Medicaid. Several models exist
for integrating CHWs, including embedding them in primary care teams as patient
navigators, advocators and/or accompaniers. Evidence of their impact is strong:
CHWs improve outcomes, "such as chronic disease control, when CHWs are engaged in
team-based care”. Results remain strong in safety net settings, with some of the most
promising evidence coming from the IMPaCT model, an intervention that integrates
CHWs in primary care to address health barriers among low-income populations.

Today, at least 21 states authorize Medicaid payment for CHW services; 12 states
specifically address the use of CHWSs in managed care contracts. And states across
the political spectrum are exploring how to finance CHW services through Medicaid.
However, current law and regulation do not require coverage of CHW services in
federal programs, although this may change soon in Medicare if pending regulatory
proposals are finalized. NASEM's primary care report acknowledges that payment
often inhibits the use of CHWs who are currently paid through a “patchwork of
funding options"; and that comprehensive payment models, with flexible resource
allocation, offer the best way forward. Experts highlighted the important role
CHWs play as members of expanded care teams under value-based payment and as
"health equity change agents”.
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Encourage PCMH attributes,
including care coordination

Advanced primary care models are integral to better health, and the Patient-
Centered Medical Home (PCMH) is the most widely implemented. The model
employs a multi-disciplinary care team holistically managing patients’ health.
Medicaid beneficiaries are inconsistently served by medical homes, with variation
across and within states. Some states go beyond common standards to include
elements such as integration of primary care with public health and social services.

Research around the PCMH model overall has shown improvements in quality,
utilization, and costs, though not uniformly. In Medicaid specifically, there is mixed,
though more promising in the longer-term, evidence for the potential of PCMH elements
to improve outcomes. This report summarizes the evidence from large evaluations of
federal programs involving Medicaid enrollees as well some state efforts.

While PCMH is a care delivery strategy, the payment that underlies it largely
dictates the model's success and sustainability. Many of the PCMH demonstrations
to-date have relied on fee-for-service payments, with an additional—and usually
meager—care management fee on top. NASEM's primary care report highlights
this challenge, along with lack of multi-payer alignment, and PCC's interviewees
echoed it. They noted the challenge for primary care practices to cover upfront and
ongoing transformation costs without greater investment and realigned incentives.
Others pointed to a primary care medical education system that leaves clinicians
unprepared and burned out—contributing to growing workforce shortages.

The takeaway

Some of the identified strategies have strong evidence of success; others show
promise but are new and need time to demonstrate their impact. Most are known
strategies, with several in operation for decades but not at scale, while others are
at least generally accepted today. Still, Medicaid beneficiaries continue to face
substantial barriers to access and equitable, high-quality care. This report suggests
that to realize the aim of accessible, advanced primary care in Medicaid, what's
needed is not a single "silver bullet" innovation. Rather, the country needs broad,
vocal, and focused support for an agreed upon set of policies that strengthen
primary care. These policies must be pursued systematically and with sustained,
sufficient investment, transparent reporting, and enforcement mechanisms that
provide accountability. Only then will we realize the full promise of primary care to
better the health of those covered by Medicaid.

. Primary Care Collaborative


https://www.kff.org/medicaid/state-indicator/states-that-reported-patient-centered-medical-homes-in-place/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.0141
https://www.chcs.org/media/PCI-Toolkit-PCMH-Crosswalk_090319.pdf
https://www.pcpcc.org/sites/default/files/resources/pcmh_evidence_report_08-1-17%20FINAL.pdf
https://www.nationalacademies.org/our-work/implementing-high-quality-primary-care

Access & Equity in Medicaid: Robust Primary Care Is a Must

Background

Medicaid is an essential source of coverage in the U.S. for low-income populations
and people with disabilities, covering nearly 94 million individuals across Medicaid
and CHIP as of March 2023 (CMS, n.d). Medicaid covers a disproportionate share of
people of color, with gains in Medicaid coverage helping to reduce racial disparities in
coverage over time (Guth et al., 2023). More than half of Black, Hispanic, American
Indian and Alaska Native, and Asian, Native Hawaiian, and Other Pacific Islander
children in the country are covered by Medicaid and CHIP (Artiga & Hill, 2022).

With over 60% of its enrollees identifying as Black, Hispanic, Asian American, or
other persons of color, the health inequities seen across the U.S. health system are
"particularly relevant” to Medicaid (MACPAC, 2021). And disparities in coverage,
access, and quality within Medicaid are well-studied.

Primary care plays an important role in reducing such disparities (Rittenhouse et
al., 2023) and is foundational to good health (Starfield et al., 2005). Yet investment
in it is chronically low and declining (Kempski & Greiner, 2020). This holds true for
Medicaid, whose spending on primary care has "fallen nearly continuously since
2014, from a high of 5.3% to a low of 4.2% in 2020" (Jabbarpour et al., 2023).
Within Medicaid, racial differences exist in health care spend, with Black enrollees
generating lower spending and using fewer primary care services than White
enrollees (Wallace et al., 2022). Access to primary care is also declining, including

in Medicaid. The percent of Medicaid enrollees with a usual source of care fell from
82.5% in 2015 to 76.8% in 2020 (Jabbarpour et al., 2022). The same analysis also
found that Medicaid enrollees are "disproportionately represented in the emergency
department (ED)," representing 38.5% of the population using the ED as their
usual source of care, despite representing just 19.2% of the population. Here, too,
racial and ethnic differences exist with Black and Hispanic nonelderly adults being
significantly less likely to have a usual source of care compared with White adults
(Jabbarpour et al., 2022).

As a state-federal partnership, Medicaid's unique regulatory and financing
mechanisms warrant specialized attention to better understand how to improve
primary care for its recipients. And the different characteristics and needs of the
program'’s covered populations further merit a singular focus on Medicaid. At

the same time, Medicaid's vast reach—particularly as a major source of coverage
for people of color—creates urgency to identify and execute strategies that will
strengthen primary care for Medicaid recipients with the goal of furthering health
equity and improving the health of millions of Americans.
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Our process

The Primary Care Collaborative, with funding from the California Health Care
Foundation, undertook a process to identify and assess evidence-based strategies
for strengthening primary care in Medicaid. We reviewed published articles,
evaluations, and gray literature for both proven and promising practices to improve
primary care for Medicaid beneficiaries. This search was complemented by findings
from six semi-structured interviews with experts representing clinicians, consumers,
payers, evaluators, and state Medicaid advisors. We developed an interview guide
to probe topics such as high-priority policy changes; barriers and enablers to
implementation; health equity; team-based care; and payment levels and models.

PCC convened an eight-member multi-stakeholder workgroup and hired a health
policy research consultant to inform its work. They collectively advised on scoping
parameters, offered assessment criteria, prioritized strategies, and identified related
policy options.

The scope of our scan focused specifically on strategies related to payment and
delivery reform, underpinned by the payment-related recommendations made in the
National Academies of Sciences Engineering and Medicine (NASEM) 20271 Consensus
Study Report “Implementing High-Quality Primary Care". We aimed to assess
interventions based on their demonstrated impact on improving access, improving
health outcomes, and reducing disparities (as opposed to process measures or short-
term costs savings). PCC limited its scan to assessments of policies and programs
carried out specifically within Medicaid-populations, either exclusively or in-part.

Throughout this brief, the term "strategy"” describes a high-level concept for
strengthening primary care in Medicaid; the term "lever" describes a mechanism
by which a strategy may be attained or implemented; and the term “policy option”
describes legislative, regulatory, and market-based avenues for pursuing those
strategies in the real world.
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Strategies

PCC identified eight key payment and delivery strategies for strengthening primary
care in Medicaid. Far from an exhaustive list, these strategies were among those that
exhibited either the strongest evidence of success or the greatest promise for impact.
Below we describe the research and current landscape for each, while introducing
implementation considerations raised by the literature and key informants.

The strategies include:

Report and increase the share of Medicaid spending going to primary care

Increase payment to primary care clinicians

Support behavioral health and primary care integration

Pursue population-based payment models

Stratify data and incorporate health equity quality incentives into payment models
Increase federal funding for community health centers and create new access points

Pay for community health workers

0 N 06 1 A W N =

Encourage Patient-Centered Medical Home (PCMH) attributes, including care coordination

“ We are no longer at the point of saying, 'Let's continue to let
10,000 flowers bloom.' We need to figure out which of these
flowers are blooming in such a way that is useful to the most
people and plant a whole lot more of those everywhere. Because
the only way you get systemic change in Medicaid—or in any
system—is that you make it systematized, you make it widespread,
you make it easy to adopt, you make it obvious."

— Matt Salo, Salo Health Strategies, formerly National Association of Medicaid Directors

Primary Care Collaborative
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Report and increase
the share of Medicaid
spending on primary care

The evidence

Increasing the proportion of health care dollars that goes to primary care* including
in Medicaid, is a direct and trending strategy to strengthen primary care. NASEM's
report on implementing high-quality primary care supports the option of increasing
the allocation of spending to primary care by asserting: "clear evidence suggests that
systems oriented toward primary care in both policy and relative resource allocation
show improved population outcomes and better efficiency over time (Bitton et al.,
2017), (Shi, 2012)".

The Primary Care Collaborative in its 20719 evidence report found inverse associations
between primary care investment and three outcomes: total hospitalizations,
hospitalizations for ambulatory care-sensitive conditions and emergency department
visits (Jabbarpour et al., 2019), though noting that causality or directionality could
not be inferred. More recently, the California Health Care Foundation released a
report that analyzed primary care spending by 13 Medi-Cal managed care plans in
California. It found a statistically significant relationship "..between plans with higher
primary care spending percentages and those that scored higher on the Aggregated
Quality Factor Score, a composite measure of overall care quality, which includes the
percentage of plan members who complete well-child visits, receive immunizations,
have control of their diabetes, and receive recommended cancer screenings, among
other measures” (Edrington et al., 2022). It also found that higher percentage
spending on primary care was associated with better plan ratings from the National
Committee for Quality Assurance (NCQA), which evaluates plans on quality of care,
patient experience, and plans' efforts to improve.

* Methods of measuring the percentage of overall health care expenditures attributable to primary care are not

standardized and depend on the source of data. A common approach is to identify expenditures for ambulatory
care provided by designated primary care physicians, e.g., pediatricians, family practitioners, non-specialty
internists, etc. Others view primary care related to evaluation and management (E&M) and preventive care

as compared to procedures, recognizing that many non-primary care physicians conduct E&M and preventive
services and some care by primary care physicians are more specialized procedures. Medicaid claims and
encounter data offer more detail, but are complicated, and managed care utilization often lacks expenditure
data. Other relevant issues are which services and populations are included or excluded (Edrington et al., 2022).
Primary care spending is also influenced by the types of populations served: e.g., children are likely to have a
larger share of primary care expenditures, while aged and disabled populations are likely to have more specialty
and inpatient expenditures.
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The strategy in practice

Health care purchasers are now using a range of ways to shift spending

towards primary care. A separate report by the California Health Care Foundation
(Condon et al., 2022) identifies three key mechanisms: transparency (measurement
and reporting); contracting (shaping formal agreements); and regulatory (statues
and regulations).

Few data exist for Medicaid spending on primary care, and the measures are often
inconsistent, but more states are requiring transparency and reporting of primary
care investment levels. Some states, including Oregon, Maine, and Vermont, report
slightly higher rates of primary care spending in Medicaid relative to commercial
payers, whereas other states, including Delaware, report slightly lower rates (Kempski
& Greiner, 2020). A NESCSO analysis of 7.2 million lives across six New England states
finds an average primary care percent of total medical expenditures of 8.0% for
Medicaid using a narrow definition restricted to primary care services and procedures
provided by primary care providers (NESCSO, 2020). (Rates by other payer types
ranged from 3.4% to 6.1%.) And the California Health Care Foundation's report
analyzing primary care spending among managed care plans in California found that
the proportion of primary care (defined broadly) averaged 11% of total expenditures,
though with a wide range of 5% to 19% (Edrington et al., 2022).

Today, some states are going beyond reporting to setting enforceable targets for levels
of primary care spend, including in Medicaid. Oregon requires its Medicaid Coordinated
Care Organizations to achieve a minimum of 12% on primary care spending (Kempski
& Greiner, 2020). Prior to the target start date, variation among the state's Medicaid
plans was notable: in 2019 primary care spending ranged from 8.9% to 22.5% (Condon
et al., 2022). Colorado also has primary care investment requirements that apply to

its Medicaid plans; these require carriers to increase the proportion of total medical
expenditures allocated to primary care by one percentage point annually in 2022 and
2023 (Colorado Division of Insurance, 2020).

Implementation considerations

The literature and key informant interviews highlighted several considerations for
policies to report and increase the proportion of primary care spending. Some suggested
the idea of distinguishing Medicaid thresholds from other payer thresholds given

the unique needs of the program'’s populations. For example, the California Health
Care Foundation's recent report on primary care and health equity offered sample
recommmendations for the state to consider, including: "whether Medi-Cal should

have a discrete target for primary care investment that reflects the needs of Medi-

Cal members and serving providers, reflects the structure of the Medi-Cal benefit
package, and addresses historic under-investments in Medicaid payments to providers”
(Rittenhouse et al., 2023). One perspective noted the importance of reporting primary
care spend not only as a percentage of total spend, but also as a dollar figure (such as
per member per month) given the wide variation in total spend between states and
programs, which can be significant.
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Key informants underscored the complexity of both defining primary care—what

gets counted, and what does not—and finding the right level of detail necessary for
reporting: "Given that it takes effort to collect this information, it's important to think
about the correct balance: what do we really need to make sure, not just that we're
spending more money, but that it's actually going to the right place?” One interviewee
pointed to states that are breaking out levels of primary care investment by sub-
groups, including pediatric versus adult populations and by race.

Key informants were largely in agreement that levels of Medicaid investment in
primary care were too low but differed on the efficacy of using targets to increase
them. Proponents of the strategy deemed it necessary to support truly robust
primary care, especially given the costs of team-based care. Yet some voiced
skepticism around the political reality of the strategy: "As long as the premise of
putting more money into primary care looks like either a threat or a flash in the pan,
there will be entities looking to subvert it or only give lip service." Another interviewee
shared a similar sentiment: "The idea of upping the floor of percentage primary
care spend... to me, it's still a fee for service kind of mentality that pits primary care
versus specialty care. It's going to make people feel threatened. We should move
more towards value-based payments in which everybody sees themselves as the
winner. And everybody sees that the savings can be shared." What's more, some
acknowledged the tension of reallocating dollars away from specialty care—which

is often already difficult to access for Medicaid enrollees.

Indeed, for many key informants, how funds are invested was critical to the idea
of successfully increasing investment, with value-based payment models offering
a possible answer. Some states, such as Washington and Colorado, are explicitly
pursuing primary care investment in this context by tying greater investment to
transformation and participation in alternative payment models (Brykman et al.,
2023). Though, as one interviewee reflected, value-based models offer the promise
of increasing primary care investments in ways that keep patients healthy—and
without hurting state budgets—but that "we're still learning what it takes to

fulfill that promise.”

‘ ‘ You can throw all the money that you want at some of these
organizations, and they're still not going to have the capacity to
pivot [to value-based payment] without some direct support.
Technical assistance and upfront grants to providers serving
disadvantaged communities is key."

— Tricia McGinnis, Center for Health Care Strategies
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Increase payment to
primary care clinicians

Pay for primary care clinicians is notably low relative to their peers (Fujisawa &
Lafortune, 2008), contributing to challenges retaining primary care clinicians

and recruiting new ones (NASEM, 2021). This is especially true in Medicaid where,
nationally, average fee-for-service primary care physician fees are just 67% of those
paid in Medicare (KFF, 2021). Such low reimbursement levels contribute to lower
Medicaid participation by physicians, and fewer providers participating in Medicaid
could reduce access to primary care (Holgash & Heberlein, 2019). One strategy

for improving primary care access is to pay primary care clinicians more through
incentives and fee-for-service schedules.

The evidence

Among the most researched attempts at this is the Affordable Care Act's Medicaid
parity provision that required states to increase Medicaid reimbursements for
primary care, with the federal government paying 100% of the difference in fees.
For 2013 and 2014, it increased Medicaid payment rates for qualifying primary care
physicians and services to at least 100% of Medicare levels under both fee-for-
service and managed care.

While some studies of the fee bump suggested some positive effect (Polsky et al.,
2015), other studies showed no association between the pay bump and participation
in Medicaid (Decker, 2018) or Medicaid service volume (Mulcahy et al., 2018). A 2019
systematic review (Saulsberry et al.) of the literature on the ACA Medicaid parity
provision concluded that the overall evidence is "mixed", with the most consistent
positive effects seen around improved access to care.

Several studies posit potential reasons for not seeing greater impacts from the
parity provision, including: the short timeframe for implementation; complex "system
modifications necessary for claims payment”; the need to update contracts and
capitation payments; lack of provider awareness of the new provision; and the
near-term end date of the policy that expired after two years (MACPAC 2013, 2015).
Another report (Zuckerman et al., 2017) notes that “Implementation difficulties

and delays in federal rulemaking meant that most eligible physicians did not
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begin receiving higher fees until mid- to late 2013". PCC's conversations with key
informants uniformly underscored these concerns, emphasizing the short timeframe
and implementation obstacles as major impediments to the ACA Medicaid parity
provision. As one interviewee described it: "States just scrambled to implement

it. Some providers didn't even know about it. It was like 101 around how not to
implement a rate increase in Medicaid.”

Administrative burden and late payments may also contribute to the muted effect
of rate increases on provider acceptance of Medicaid. One analysis finds that
physicians lose an estimated 18% of Medicaid revenue to billing problems, compared
with less than 5% for Medicare and less than 3% for commmercial insures (Dunn et al.,
2021). Some states, such as Idaho, commonly delay Medicaid payments at the end
of the year when there are budget shortfalls. Others, such as California, have cut
the state Medicaid dental benefit when budgets were tight, only to reinstate it when
coffers refilled. Experts say such churn leads to skepticism of rate increases among
clinicians who may wonder if, and how long, such changes will last.

Still, some point to the ACA fee bump as a positive for primary care given that

19 states chose to continue the temporary policy change in some form after the
provision expired (Zuckerman et al., 2017), suggesting that "..even a temporary
federal policy had lasting effects on some states' approaches to Medicaid
reimbursement.” And there is much stronger evidence of a positive effect for
dual-eligible Medicare and Medicaid beneficiaries than for the overall Medicaid
population (Cabral et al., 2022) as the policy greatly increased Medicaid payments
of Medicare's cost-sharing. For its part, CMS has concluded "two key drivers of
access - provider network size and capacity — are inextricably linked with Medicaid
provider payment levels and acceptance of new Medicaid patients" (Medicaid and
CHIP Managed Care Access, 2023).

Apart from the fee bump, other studies of primary care pay show potential positive
impacts such as spillover effects from higher primary care reimbursement that
reduce mental illness and substance use disorders among Medicaid enrollees
(Maclean et al., 2023) and greater acceptance of Medicaid among practices with
nurse practitioners in states where NPs receive 100% of physician Medicaid fee-for-
service rates in addition to having full scope of practice (Barnes et al., 2017).

Parity with Medicare

One way to increase Medicaid payment rates is to match them to Medicare rates.
Indeed, this is what's called for in NASEM's 2021 report, noting that "reforming
Medicaid to mirror Medicare's payment standards may be the most straightforward
path to ensuring equitable access to high-quality primary care for its beneficiaries”
(NASEM, 2021).
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Recently, CMS has been pursuing this avenue through its waiver authority by
requiring states to increase rates for certain specialties. For example, as a condition
of federal funds for California’s Providing Access and Transforming Health (PATH)
program, CMS has required the state to "increase and (at least) sustain Medi-Cal
fee-for-service provider base payment rates and Medi-Cal managed care payment
rates in primary care, behavioral health, and obstetrics care” if its average Medicaid-
to-Medicare provider rate ratio falls below 80%. Similar parity policies exist in
Arizona, Oregon, and Massachusetts (Rittenhouse et al., 2023).

Congress could also act on this front. A 2020 report by the Bipartisan Policy Center on
strengthening primary care in Medicaid included the recommendation that Congress
increase state Federal Medical Assistance Percentages (FMAP) to 100% for primary
care services for states that reimburse at Medicare rates for five years (Hayes et al,
2020). The report's accompanying analysis of estimated federal costs found that the
policy would cost $27 billion over ten years (Hammelman & Cohen, 2020).

Several key informants acknowledged the important role Medicare plays, noting
that when Medicare takes action, it's easier for "laggard” states to say "ok, this is
the new bar". Still, others point out that even Medicare's rates may be insufficient to
deliver robust primary care and incentivize better Medicaid acceptance. (The NASEM
report also recommends improved valuation methods with a goal to increase the
Medicare fee schedule for primary care evaluation & management services by

50%.) Separately, at least two key informants noted the feasibility challenges of
implementing rate increases given state and managed care flexibilities.

Some, including the NASEM committee, point to managed care network adequacy
standards as a means to improve access for Medicaid enrollees by encouraging
managed care organizations (MCOs) to increase their rates in order to expand
provider networks. CMS pursued this tack in its May 2023 proposed Medicaid rules
(one addresses managed care; the other primarily fee-for-service), which include

new federal standards for measuring access in managed care, as well as new rate
transparency provisions that compare Medicaid rates to Medicare for certain services
including primary care. At the same time, some members of PCC's workgroup
highlighted how workforce shortages and other challenges contribute to network
inadequacies, suggesting that increases in pay were necessary, but not sufficient.
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Support behavioral
health and primary care
Integration

The evidence

Behavioral health integration in Medicaid takes many forms, with practices relying on
a range of team-members and approaches to meet patients' needs. Two leading
models include the Collaborative Care Model (CoCM) and the Primary Care
Behavioral Health (PCBH) model.

CoCM has some of the most robust evidence of impact. The model treats common
mental health conditions by utilizing primary care providers in collaboration with
behavioral health care managers and in consultation with psychiatric consultants.
The AIMS Center has compiled an overview of the model's foundational evidence,
highlighting key research from over 90 randomized controlled trials that show the
model to more effective than usual care for treating depression, anxiety, and other
conditions (AIMS Center, n.d.). This research includes a Cochrane systematic review
(Archer et al., 2012) that found significantly greater improvement in depression and
anxiety outcomes for adults in the short-, medium-, and long-term as compared

to usual care. The CoCM model has succeeded in a range of safety net settings
including rural clinics (Powers et al., 2020) and public-sector clinics (Lagomasino et
al., 2017). And its effect sustains, and in some cases, may be even greater, for low-
income patients (Katon et al., 2015), (Grote et al., 2015).

A second widely-adopted model, the Primary Care Behavioral Health (PCBH) model,
is a team-based approach to managing biopsychosocial issues (Reiter et al., 2018)
that involves a behavioral health consultant who is integrated into the primary care
team to support care. The model has demonstrated success improving outcomes
(Robinson et al., 2020) and patient and provider experience (American Psychological
Association, 2022), though reviews of the model have called for more rigorous studies
of its effect on outcomes (Possemato et al., 2018), (Hunter et al., 2018). This success
appears to hold true in safety net settings (Begley et al., 2008), including reduced
preventable inpatient utilization among patients who received integrated behavioral
health services at safety net primary care clinics (Lanoye et al., 2016).
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Another area for consideration is the integration of primary care and preventive
physical health services into community behavioral health centers. Since 2009,
SAMHSA has annually awarded Primary and Behavioral Health Care Integration
grants to cohorts of community behavioral health centers, who often partner with
primary care clinics, or occasionally hire primary care clinicians directly. The program
aims to improve the health of individuals with Serious Mental lliness (SMI) and/or
co-occurring Substance Use Disorder (SUD) by providing coordinated primary care
services in community-based settings (Scharf et al., 2013). Four program features
include: screening/referral for physical health prevention/treatment; developing a
registry/tracking system for physical health needs/outcomes; care management;
and prevention and wellness support services. A 2019 ASPE evaluation that used
Medicaid claims data to assess the program'’s impact found mixed results: some
positive effects were seen on patient utilization (all five cohorts saw a reduction in
the proportion of patients having four or more emergency department or inpatient
visits), while limited effect—positive or negative—was seen on the quality of care
measures (Breslau et al., 2019). In a similar fashion, HRSA has emphasized behavioral
health integration at community health centers; health centers provided over 15
million mental health visits in 2021 (HRSA, 2022).

Paying for the models

Payment is frequently cited as the primary barrier to better uptake of behavioral
integration models, with many activities not directly reimbursable. A comprehensive
toolkit by the Center for Health Care Strategies (CHCS) outlines the general
approaches that may be used to pay for integrated care in Medicaid: "(1) new
fee-for-services billing codes (e.g., Washington State's Collaborative Care Model
codes); (2) care management payments (e.g., New York's case rates for qualified
Collaborative Care Model providers); (3) bundled payments (e.g., Minnesota's
Diamond model); and (4) primary care capitation (e.g., Rhode Island's primary care
capitation framework)" (Crumley et al., 2019¢c).

Fee-for-service billing codes for integrated care have had partial uptake. In 2016,
CMS introduced unique CoCM billing codes for collaborative care. As of May 2021,

19 state Medicaid agencies were covering CoCM as a benefit (California Health Care
Foundation, 2021)—though with varying rates and levels of policy complexity relative
to Medicare (e.g., requiring attestation, limited diagnoses, licensing requirements,
and exclusions) (Raney, 2021). One year later, 24 states were covering the codes (two
as limited pilots), and six more were "in progress” (American Psychiatric Association,
2022). Medicaid agencies and managed care plans may choose to follow CMS
guidance for the codes, revise it, or "decline to implement it altogether” (California
Health Care Foundation, 2021). FQHCs and rural health clinics have their own CPT
code (GO512) that may be billed monthly if behavioral care mangers complete an
hour or more of collaborative work per patient (Raney, 2021).
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Key informants highlighted coverage challenges in interviews with PCC: "In the
context of Medicaid specifically, one thing that would be tremendously helpful is
if there were expanded and consistent coverage of the collaborative care codes.
Inconsistent state coverage can be a barrier to uptick of providers billing those
codes. That's something tangible that could improve integration.” However,
implementation of the codes alone does not necessarily lead to notable utilization
(Copeland et al., 2022).

Alternative payment models may offer a better answer for how to sustainably
integrate behavioral health services within primary care for Medicaid enrollees.
Increasing examples of this approach are emerging. CareOregon launched the
Primary Care Payment Model (PCPM) for Medicaid members, which adjusts per-
member per-month payment levels based on quality performance for four focus
areas—including behavioral health integration (BHI). Performance measures for
BHI include positive screening for Screening, Brief Intervention, and Referral to
Treatment (SBIRT) and depression screening and follow-up. In Colorado, Rocky
Mountain Health Plans expanded behavioral health services for Medicaid enrollees
by developing an alternative payment model that allowed contracted primary care
practices to hire behavioral health staff and offer screenings, brief interventions,
ongoing therapy for mild to moderate conditions, and warm handoffs to specialists
(Hostetter & Klein, 2022). A case study of the program found the payment approach
increased the number of Medicaid beneficiaries receiving behavioral health services,
with initial investments offset by savings in total cost of care.

States can play a major role in advancing behavioral health integration within a
managed care context. CHCS's BHI toolkit outlines the spectrum of approaches
states may take in addressing BHI in Medicaid managed care contracts to advance
better care. This includes defining MCO requirements and responsibilities for
integrated primary care, selecting the screenings to be integrated into primary
care, and deciding how much direction to give MCOs in terms of provider pay for
integrated care (Crumley et al., 2019¢).
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Pursue population-based
payment models

As much of health care increasingly looks to alternative payment models, so, too,
does Medicaid. Several key informants underscored the now well-known refrain of
tying pay to outcomes, not volume of services. One key interviewee put it this way:
"We should ask ourselves—what do we want the Medicaid program to do? | think
the super simplistic answer is that we want to get people healthy, and we want to
keep them that way. The problem is that the underlying reimbursement nature of
Medicaid does not deliver that. If people get healthy, then that means less services,
less business, and less money to the system.”

Population-based payment models—those that offer "upfront, flexible payments”
to provider organizations "tied to quality incentives" (Brykman et al., 2023)—

for Medicaid have been implemented in several states, including primary care models
out of Colorado and Maine (under FFS delivery systems), Washington (under MCO
delivery system), and the CMS Innovation Center (Comprehensive Primary Care
Plus and Primary care First) (Houston et al., 2022), with a new model "Making Care
Primary" announced in June 2023. In Oregon, the state's Medicaid coordinated care
organizations (CCOs) are required to provide per member per month payments

to their PCMH clinics known as Patient-Centered Primary Care Homes, paying
"meaningful” amounts that increase annually over five years (Oregon Health
Authority, 2019). "Primary care PBP models in Medicaid tend to use a hybrid
payment mechanism that may help incentivize higher volume of under-utilized
preventive care services while creating greater revenue stability than FFS payment”
(Houston et al., 2022).

States obtain authority to pursue these models through a range of avenues,
including via Medicaid Section 1115 demonstrations, state plan amendments, the
CMS Innovation Center (CMMI), and "CMS review of managed care rates, contracts
and directed payments"” (Houston et al., 2022). "Federal regulations authorize states
to build value-based payments into their managed care contracts to promote clinical
quality and efficiency at the point of care”, with state Medicaid agencies increasingly
utilizing this approach (Rosenbaum et al., 2022).
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The evidence

While there is widespread support for the concept of population-based payment in
Medicaid, rigorous, long-term evaluations of primary care population-based payment
models for enrollees exclusively covered by Medicaid are still under development.

As one key informant put it: “We are still very much in the evidence-building

phase." Out of CMMI, Comprehensive Primary Care Plus (CPC+), whose "track 2"
involved hybrid capitation, showed mixed results including some improvements in
service use and quality-of-care, and no net savings (Lewis et al., 2022). Practices in
disadvantaged areas—including those with a higher mean share of households living
in poverty—had lower participation rates in the model (Fraze et al., 2018). CPC+
has been implemented by Medicaid programs in AR, CO, MT, OH, OK, OR, and TN
(CMS, n.d.-b); however, Medicaid-focused models were not included in analyses of
the program "..as they serve a different beneficiary population and themes from
evaluation results of models focused on Medicaid may differ from those related to
Medicare models” (CMS, 2022a).

In 2022, the Center for Health Care Strategies issued a comprehensive report on
population-based payment (PBP) in Medicaid that describes current state models
and outlines considerations for policymakers looking to pursue this type of advanced
value-based payment. The report acknowledges that "many Medicaid PBP models
are relatively new and are still awaiting results. However, the results that are
available are promising” (Houston et al., 2022). The report's analysis of eleven PBPs—
inclusive of primary care, hospital, and total cost of care models—found that “...only
models in three states — Maryland, Massachusetts, and Vermont — and CPC+'s
Medicare component currently have cost or quality results for their programs, and
Pennsylvania's model has anecdotal findings from early evaluations.” Without the
ability to point to clear evidence, the authors suggest the models still "make intuitive
sense" to improve quality, experience, and equity relative to fee-for-service, and that
PBPs stronger incentives as compared to other value-based payment approaches
such as pay-for-performance and shared savings models “..could allow them to
outperform these models' results" (Houston et al., 2022).

NASEM'S 2021 primary care report notes that Medicaid accountable care
organization (ACO) arrangements exist in 14 states "showing mixed results" including
some promising outcomes for pediatric populations, and that these "organizations
differ in the extent to which they emphasize, incorporate, pay for, and support”
primary care (NASEM, 2021). Its payment actions reflect this, recommending that,
under risk-bearing contracts, payers ensure “sufficient resources and incentives flow
to primary care" rather than paying primary care on a fee-for-service basis thus
"blunting the effects of [the] models".
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Implementation considerations

Perhaps the most recurrent theme of PCC's conversations with key informants

was their emphasis on the importance of multi-payer alignment when undertaking
advanced value-based payment models for primary care, with some describing it

as "absolutely necessary" for success: "If I'm a physician/clinic/group practice, and
there are six managed care organizations in my state, and they all want value-based
payment... all with slightly different incentives and then Medicare/commercial are
doing something different... how many times am | as a business owner going to be
forced to completely rethink my business model, my profit margin, my incentives, my
longevity? Any more than once or twice, | just won't do it. | will wait it out.”

Another expert highlighted how many practices that serve Medicaid patients also
serve commercial and Medicare patients, including multiple types of managed care
arrangements, each of which has its own set of performance measures and payment
formulae. They described how the fragmentation of performance assessment and
incentive structures makes it challenging for practices to adequately focus on specific
methods of quality improvement. An additional problem is that some practices—
particularly unaffiliated smaller and rural practices—lack the administrative capacity
to adopt and sustain changes sought by value-based systems.

Some interviewees acknowledged that payer alignment has been a stated goal

of federal programs, but without great success. One interviewee observed the
challenge of recruiting multiple insurers in CMMI's CPC+ model, when many had
their own initiatives with similar goals or conflicts with other policies. Multiple key
informants noted that states and payers often felt excluded from the process:

"The way CMMI models have worked to date is that, at least from the payer's
perspective, it's a bunch of bureaucrats sitting in a room, making decisions about
what the model is going to look like, and then it's rolled out sort of 'take it or leave
it" And | don't think that's how it's intended to come out, but it's certainly been a
criticism.” Another noted barrier was CMMI's challenges working with Medicaid
because of the diversity of state policies, approaches, and managed care plans
involved, and the constraints on its statutory authority to waive Medicaid policies.
Indeed, CMMI's recently released strategy to support high-quality primary care notes
that over half of primary care practices are not participating in CMS ACO initiatives,
nor CMMI'S Primary Care First model (Rawal et al., 2023).

Still, many felt that CMS and CMMI need to ultimately lead the way with PBP models
given the capacity constraints on states to design and implement these models—an
undertaking that can involve significant resources. Interviewees instead advised more
active conferring with both states and plans to cultivate buy-in rather than CMS alone
setting the design. Other experts pointed to a similar need to better include small
practices and clinicians, especially those who serve rural communities, disproportionate
shares of Medicaid populations, and those in certain geographic regions with states
that have historically not been selected to participate in CMMI models.
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When asked about the top policy step to strengthen primary care in Medicaid, one
interviewee said a model that offers more resources to practices that participate in
a tiered type of PBP: "l think it has to come from CMMI because states appreciate
that support, but it also has to have flexibilities so that states can do some
customization.” In June 2023, CMMI announced its "Making Care Primary" model
involving three progressive tracks to move practices to more "“flexible prospective
payments that can better support primary care teams.”" The model aims to target
the "large proportion of safety net providers and primary care providers that have
not participated in previous value-based models" (Rawal et al., 2023).

Interviewees also highlighted the importance of buy-in among practices and providers
in shifting towards PBPs. Several key informants pointed to apprehension among
providers who feel uneasy or unfamiliar with capitation rates and complicated formulae.
One suggested this mindset starts early, during providers' education: "Medical schools
tend to insulate themselves from the challenges of capitation. They'll take on capitation
contracts, but they know the value they bring as academic medical centers, and they'll
hold out to get paid whatever they want to get paid. That environment creates a false
sense of security for the faculty, who think the rest of the world operates the same
way. So their graduates are not ready...they just don't have any sense of the practice
environment." To assuage those fears and improve know-how, interviewees suggested
emphasizing the stability of consistent, upfront revenue—particularly in the face of
uncertainties exposed by COVID; teaching value-based concepts and team-based
policies starting in medical school; and fostering greater payer alignment.

Key informants also pointed to the limited capacity of small and solo providers as

a major barrier to their participation in PBPs. They noted the criticality of certain
infrastructure like IT, data, and analytic capabilities, along with population fundamentals
and capital to succeed in advanced value-based models. Some Medicaid plans have
tailored value-based offerings to support small and rural providers such as AmeriHealth
Caritas plans in Louisiana and New Hampshire that work with providers to improve
technology and population management techniques. One interviewee described how
some Independent Practice Associations (IPAs) have increasingly offered practice
transformation coaching to their safety net network providers: "IPAs are taking
advantage of the tools they have in place to help that solo and small practice doctor
say 'l have a partner that is value-added, and I'm going to gravitate towards them

with exclusivity. And in exchange for that, they're going to provide me in-kind dollars of
support to help me transform so | can have a successful practice 10 years from now."

Yet not everyone agrees on these providers' role. One key informant more controversially
questioned whether it even made sense to bring small and solo providers into advanced
payment approaches: "Maybe we stop thinking of the small single-physician shop as
the answer to nation's complicated health care needs and instead try to drive more
availability of health clinics or other practices with more scope—not necessarily large
group practices. Maybe that's just a natural progression of how the workforce evolves.
Everybody is consolidating... Maybe we just lean into a greater footprint for integrated
types of care.” At the same time, a different expert pointed to the effects of practice
consolidation creating more "healthcare deserts” in communities that desperately need
care, particularly communities of color in both urban and rural settings.
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Finally, literature and interviewees alike cautioned against potential unintended
consequences of population-based models that could affect Medicaid enrollees
and the clinicians who serve them. Risks of poorly designed PBP payment include
"providers inappropriately limiting care, taking on more patients than they can care
for, or avoiding patients with complex needs” (Brykman et al., 2023). What's more,
programs that require providers to be "at-risk” for costs—many of which are out of
their control—may reduce patient access if practices limit the number of Medicaid
patients they will accept or are forced to close altogether.

Medicaid agencies are attempting to counter those effects through various
approaches. In Oregon, for example, applicants to its Coordinated Care Organization
(CCO) 2.0 program must submit a plan for "mitigating any adverse effects VBP
implementation may have on health inequities, health disparities, or any adverse
health-related outcomes for at-risk populations” (Crumley & Houston, 2019). Then
the CCO leadership team meets annually with the Oregon Health Authority to
describe the outcomes of the mitigation plan.

It seems likely that Medicaid programs - like Medicare and commercial insurance —
will continue to explore methods to increase population- and value-based payment
methods but will also need to carefully evaluate these innovations to determine
whether the additional administrative effort succeeds in improving quality or
lowering cost, as well as determining which types of models are appropriate for
different sets of clinicians or patients.

It's difficult for states, MCOs, and other payers to make large
scale payment infrastructure investments for capitated payment
arrangements when it's not a critical mass of practices for them.”

— Timothy Day, Centers for Medicare & Medicaid Services
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Stratify data and
incorporate health equity
quality incentives into
payment models

States, with encouragement from the administration, are pursuing innovative
payment approaches to further health equity goals. Under the Biden Administration,
CMS's Strategic Vision for Medicaid and CHIP names "Equity"” as one of the agency's
three priority areas, recognizing several avenues to address it. These include

"making funding and new federal investments linked to progress on reducing health
disparities" (Brooks-LaSure & Tsai, 2021).

Value-based payment is one especially fertile area to address health equity. A recent
California Healthcare Foundation report (2023) offers recommendations including:
"Implement and encourage participation in equity-focused alternative payment
models that enable integration of social services, public health, and community
partnerships into clinical practice” (Rittenhouse et al., 2023). PCC similarly explored
the link between primary care and health equity in a 2022 brief, calling for better
collection of disaggregated race and ethnicity data and transformed primary care
payment tailored to patient populations according to health status, social risk,
historic under-investment, and other elements (McNeely et al., 2022).

State Medicaid programs are increasingly tying payment to equity goals. "There is
growing interest in integrating equity-targeted quality measurement into value-
based payment, with an increasing number of states formally implementing such
strategies” (NCQA, 2021). This can include linking managed care quality incentives
"(e.g., performance bonuses, withholds, or value-based state directed payments)
to health equity-related performance goals" (Hinton et al., 2022).

Safety net providers are considered critical to addressing equity in Medicaid.

A 2022 report by the Commonwealth Fund called for "introducing value-based
payment strategies that reward providers for achieving health equity goals for the
communities and populations they serve” (Rosenbaum et al., 2022). This strategy
acknowledges the unique assets of, and constraints on, safety net providers by
offering them payment enhancements that include upfront "readiness investments”
and safeguards against financial risk.
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The current landscape

Data from the Kaiser Family Foundation show that in 20271 a dozen states were
linking financial incentives to health disparities metrics, up from just two states

in 2019. Most of these incentives were in states' managed care delivery systems
(Hinton et al., 2022). One example is Minnesota, whose Integrated Health
Partnerships (IHP) program 2.0 offers a quarterly population-based payment (PBP)
for care coordination and eligibility for shared savings/losses. Half of the shared
savings are contingent on overall quality results, with a proposed 20% based on an
Equitable Care domain focused on "Improving care for racial and ethnic groups”

by closing gaps (Minnesota Dept. of Human Services, 2022).

While there are several examples of new health equity APM incentives in the works,
the evidence on their impact—how well they address disparities in care/outcomes
and if they have unintended consequences—is almost entirely left to be seen.

Implementation considerations

Target measures should be high-priority and, ideally, existing, to minimize new
administrative burden. As staff from the Center for Health Care Strategies advise
(Brykman et al., 2023), state policymakers should focus on measures that "show
strong evidence of disparities and are reasonably within providers' control to impact,”
with examples including chronic conditions, patient experience, and immunizations.

Stakeholders are increasingly calling for states to require disaggregated data, with
measures stratified by variables such as race, ethnicity, language, or disability status.
Today, such data on race and ethnicity in Medicaid are largely incomplete (Ng et

al., 2017), (Schwartz, 2020). System factors—from unclear instructions to a lack of
practice-level incentives to collect the information—impair complete data collection. At
the same time, applicants may be hesitant to offer this information "because of lack of
understanding about how the information may be used, fears of being denied coverage,
and categories not aligning with how they self-identify” (MACPAC, 2023). A majority of
states now use at least one specified strategy to address data completeness (Hinton
et al., 2022). Some require reporting of disaggregated quality metrics through their
managed care contracts, such as Louisiana and Michigan, thus "forcing better data
collection” (Patel & Zephyrin, 2022); others, like Massachusetts, use 1115 waivers to pay
for stratified reporting of quality metrics to be publicly reported.

Key informants weighed in on this issue. One interviewee noted the understandable
apprehension of applicants to self-report their race and ethnicity: “We know we need
to collect more info on racial/ethnic disparities, but part of the problem is that we
intentionally moved away from this to avoid access issues for beneficiaries who were
worried (perhaps rightly so) that self-identifying as something might be problematic
for them." Other observations included the importance of reporting measures in

a way that "doesn't make the primary care practitioner defensive”, but instead
addresses the scope of the challenge without alienating the workforce integral to
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achieving success. Another interviewee acknowledged that "we are still figuring out
the right way to incorporate equity into payment models” but that data collection,

including around Z codes** can inform efforts and ensure they do not inadvertently
worsen care or outcomes.

Interviewees applauded recent efforts to broadly address social drivers of health,
but some cautioned against losing focus. As one key informant explained: "My fear...
is that when the conversation goes to social determinants of health, then it is about
how do we get health care to pay for housing, how do we get health care to pay for
food, etc. | think we should have housing providers pay for housing, and we should
have food providers and service organizations pay for food, and health care should
link; health care should coordinate." The interviewee instead advised a focus on value
that could conceivably push practices to address disparities because, in order to
bring up the standard of care for the "bottom 25%", practices will need to better
serve low-income communities, patients of color, people with disabilities, and others
who are not as well-served by the system. Yet others continued to caution that
value-based models must be intentionally designed to ensure that disparities are
addressed and safeguard against “cherry-picking” healthy patients.

** The use of ICD-10 Z codes—those that capture standardized information about social determinants of health-
are still sparsely used today, with just over 1% of 2019 Medicare Advantage beneficiaries (CMS, 2022b) and less
than 2% of 2019 Medicare fee-for-service beneficiaries (CMS, 2021) having claims with Z codes.

‘ ‘ Equity is value, and value is equity. The two are not separate in
my view. Even the highest performing practices are challenged in
providing care to those patients for which equity is an issue, whether
it's language access, racism, or social determinants of health."

— Ignatius Bau, Health Equity Consultant
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Increase federal funding
for community health
centers and create new
access points

Community health centers provide comprehensive primary care—inclusive of medical,
dental, and behavioral care along with social supports—to patients in federally
designated underserved areas regardless of their ability to pay (Ku et al., 2022).
Some also provide additional services such as on-site pharmacies, vision care, and
pain management. Today, health centers serve over 30 million people across 15,000+
delivery sites (HRSA, 2023). Their unique mission and mandate makes them “...
designed to meet the needs of those who have complex combinations of health and
social needs"” (Ku et al., 2022).

Health centers are integral to Medicaid and vice versa. Safety net providers in
underserved commmunities “form the primary care foundation on which Medicaid
managed care rests” (Rosenbaum et al., 2022), with health centers serving over
one in five Medicaid enrollees nationally (NACHC, 2021). And Medicaid makes up
a substantial portion of health center revenue—an average of 41% in 2021 (KFF,
2022c¢). (Other revenue sources include: Section 330 grants, Medicare, private
insurance, self-pay patients, the CHC Fund established by the ACA, and other
grants (Hayes et al., 2020).)

The evidence

Over decades, health centers have reliably shown to provide the same or higher
quality primary care as compared to other primary care settings. An issue brief by
the Kaiser Commission on Medicaid and the Uninsured (2013) summarizes the overall
evidence this way: "..health centers perform as well as or better than other settings
(including private primary care physician practices) on diverse measures of access
and quality, including rates of screening services and other preventive care, hospital
admissions and emergency room visits for ambulatory care-sensitive conditions,
and adherence to evidence-based clinical management of chronic conditions.” More
recent evidence reviews find the same, with research showing benefits for quality of
care, better access for underserved populations, economic and employment effects
(Ku et al., 2022), and lower total costs (Nocon, 2023).
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These conclusions hold for Medicaid enrollees served by health centers. Nearly three
decades ago, Barbara Starfield's research of outcomes for patients in a state
Medicaid program found "no consistent differences in quality of care overall" for
patients served by health centers versus other primary care settings (Starfield et al.,
1994). Later research (Bruen et al., 2013) similarly found no significant differences
between health centers and private offices in terms of length of primary care visits
or number of services provided.

Indeed, not only are health centers comparable to other primary care settings that
serve Medicaid enrollees, several studies show their quality of care to be superior.
When quality is measured as a relative reduction in emergency department visits and
hospitalizations, health centers fare well over a range of studies involving Medicaid
enrollees (Nocon et al., 2016), (Evans et al., 2015), (Rothkopf et al., 2011), (Falik et
al., 2006), (Falik et al., 2001). (One study's sub-analysis (Laiteerapong et al., 2014)
found higher rates of emergency room visits among Medicaid health center patients
versus other Medicaid patients, though it included a small sample size for Medicaid.
And follow-on analyses to Nocon et al., 2016, found mixed results with health center
patients having higher emergency department care utilization, but lower costs
(Nocon, 2023).)

Other measures of primary care quality generally show similarly strong results for
Medicaid enrollees served by health centers. A 2013 analysis (Kaiser Commission

on Medicaid and the Uninsured) assessed health center performance relative to
Medicaid managed care organizations (MCO), finding positive, though mixed, results
on quality measures: "Most health centers met or exceeded the Medicaid MCO high-
performance benchmarks for the two chronic care measures, but lagged behind the
average Medicaid MCO on the Pap test measure.”

Health centers are often recognized as leaders in reducing health care disparities in
primary care, with several studies showing that health center patients experience
fewer racial, ethnic and socioeconomic disparities in access to and quality of care
as compared to patients in other primary care settings (Shi et al., 2013), (Shi et al,,
2009), (Shin et al., 2003).

Finally, better quality care has also been associated with lower overall health care
costs for health center patients compared to other practice types, as more preventive
care and chronic disease management lessens the amount of expensive care

needed. In his testimony to the Senate HELP committee, Nocon summarized (2023)
recent analyses performed with collaborators at the University of Chicago that

find substantial savings from health centers including 15% lower total costs among
Medicaid fee-for-service adult beneficiaries and 22% lower total costs among children.
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The need for sustained investment

Health centers have demonstrated the ability to improve health among some

of the country's most marginalized and complex patient populations, including

many individuals served by Medicaid. Given their success, NASEM's 2021 report on
primary care calls for the Department of Health and Human Services, enabled by
Congressional appropriations, to "target sustained investment in the creation of new
health centers (including FQHCs, lookalikes, and school-based health centers), rural
health clinics, and Indian health service facilities in federally designated shortage
areas" (NASEM, 2021).

Yet health centers rely on regular Congressional reauthorizations for funds. As a
recent Bipartisan Policy Center report points out: "Community health centers serve
a critical role for Medicaid beneficiaries and others, but their reliance on short-term
funding creates uncertainty and threatens their ability to operate successfully”
(Hayes et al., 2020). Moreover, a recent report by the National Association of
Community Health Centers (2023) finds that "while the Community Health Center
fund has increased by 14% since 2015, medical care inflation has risen by 25%,
leading to a 9.3% decrease in federal health center funding in real terms."

While there is strong evidence about the effectiveness of primary care provided by
community health centers, and although Medicaid is the largest source of health
center revenue, ultimately the number and scope of community health centers
largely depends on funding for Section 330, which governs community health center
funding through HRSA. Mandatory funding for health centers expires at the end of
fiscal year 2023 and there are bipartisan efforts to extend and expand health center
funding, although the outcome is not yet known.

‘ ‘ Many medical school graduates get diverted from the mission
they had simply because nobody taught them how to work in
underserved communities. And that leads to burnout. In my
experience that is mainly due to the moral injury that they're
not doing what they said they would do if they got accepted to
medical school.”

- Hector Flores, Altais/Family Care Specialists Medical Group
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Pay for community
health workers

NASEM's report on strengthening primary care describes high-quality primary
care as "..the provision of whole-person, integrated, accessible, and equitable
health care by interprofessional teams who are accountable for addressing the
majority of an individual's health and wellness needs across settings and through
sustained relationships with patients, families, and commmunities” (NASEM, 2021).
Increasingly, community health workers (CHWSs) are considered key members of
those interprofessional teams, connecting health care providers and practices
with communities. CHWs are frontline public health workers, often with modest
professional training, who can serve as trusted community members to better
connect patients in the community with the health care system and visa versa.
They both improve primary care outcomes (see 'the evidence' below) and "open
the door to primary care" by connecting low-income individuals to Medicaid
(Rittenhouse et al., 2023).

The evidence

A 2023 review of CHW Integration and Effectiveness (Knowles et al.) describes

four models of integration: community-clinical linkages, employment by payers,
employment through public health departments, and CHWs embedded in health care
institutions. This latter category includes CHWs embedded in primary care teams
where they serve myriad roles from patient navigator to advocator and accompanier.

According to the review: "This model is one of the most rigorously studied, with
multiple reviews highlighting strong evidence for effectiveness in improving health
outcomes, such as chronic disease control, when CHWs are engaged in team-based
care" (Knowles et al., 2023). The authors highlight the benefits these frontline
workers offer, including: facilitating better interprofessional communication,
supporting care navigation through access to EHRs, and enhancing both patient
experience and trust in providers.

In safety net settings specifically, where a high proportion of Medicaid enrollees

are served, CHW integration has similarly shown strong effects for strengthening
primary care. Some of the strongest evidence for this has come from the IMPaCT
model (Individualized Management for Patient-Centered Targets), an intervention
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that addresses barriers to health in low-income populations by closely integrating
CHWs in primary care practices and coordinating with clinical staff, including having
workspace in the practice and access to the EHR (Kangovi et al., 2020). CHWs
provide coaching, social support, advocacy, and navigation, and communicate with
providers including electronic messages with progress updates and action plans at
O, 3, and 6 months of the intervention, in addition to ad hoc messages and telephone
calls as needed (Kangovi et al., 2017).

Various studies of the model consistently show positive impact. Early results

were promising, with a 2017 study showing that “In a high-risk population of
disadvantaged patients with multiple chronic diseases, [the program] led to modest
improvements in diabetes, obesity, and smoking, but not in hypertension, compared
with collaborative goal-setting alone. The CHW support also improved mental health
and quality of primary care [as measured by CAHPS survey] and appeared to reduce
hospital admissions” (Kangovi et al., 2017). The authors also underscore that CHWs
work to address root causes of chronic disease and that such changes often take
time to show results.

A separate study of patients across three primary care settings—a veterans'
hospital, an FQHC, and an academic family practice clinic— found that the IMPaCT
program resulted in "significant and sustained improvements in perceived quality

of primary care and reductions in hospital use" (Long et al., 2019). Another analysis
found that patients in the intervention group were more likely to report the highest
quality of care and also spent fewer total days in the hospital at 6 months and @
months as compared to the control group (Kangovi et al., 2018). Beyond clinical
outcomes, economic analyses of the program published in Health Affairs found that
" .every dollar invested in the intervention would return $2.47 to an average Medicaid
payer within the fiscal year" while likely underestimating the true social return of the
intervention (Kangovi et al., 2020).

Other CHW models have also proven effective for Medicaid patients, including
those led by managed care plans. For example, a large Medicaid managed care plan
implemented a CHW program in 2018 targeted at members with chronic diseases,
multiple ED visits, recent hospitalization, or homelessness. CHWs met with patients
by phone and at home to offer support and education while addressing social

and health issues (Gordon et al., 2023). Their many roles included interfacing with
primary care, such as helping with PCP assignment, accompanying members to
doctors' appointments, and participating in care conferences with providers. A study
of the plan-led CHW program showed positive results for primary care utilization
including a greater increase in primary care visits during the first 6 months of the
program (Gordon et al., 2023). Another study of a CHW program implemented in
Detroit by three Medicaid health plans saw reductions in ED use at 12-months for
patients served by the model as compared to those under usual care; ambulatory
care use was also higher for the intervention group (Heisler et al., 2021).
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A study involving focus groups with patients and CHWs explored the ways in

which CHWs address barriers to primary care in safety net settings (Carson et al.,
2022). It identified that CHWs address both patient-level barriers through “social
support, empowerment, and linkages" and system-level barriers through "enhancing
care team awareness of patient circumstances, optimizing commmunication, and
advocating for equitable treatment.”

The current landscape

As of 2021, at least 27 states specifically allowed Medicaid payment for CHW
services (MACPAC, 2022). A MACPAC issue brief on the topic explains state
authorities for payment: "States can provide Medicaid payment for CHW services
under state plan or Section 1115 demonstration authority. Several states require
managed care organizations (MCO) to provide certain CHW services or include
CHWs in care teams. In addition, other states allow but do not require MCOs to
provide such services" (MACPAC, 2022). A recent analysis of state requirements
for supportive services in MCO contracts found that "only 12 states specifically
address the use of community health workers as a form of patient support for some
or all populations” (Rosenbaum et al., 2020). Though interest in CHW services is
increasing, with states across the political spectrum exploring how to finance their
services through Medicaid (Worku, 2021).

Today, no consistent federal Medicaid or Medicare policies require coverage for
CHW services, "even as other similar workforces such as peer mentors for substance
use disorders have expanded through billable services" (Knowles et al., 2023).

The authors suggest that legislation authorizing CHW:s to bill for services through
Medicaid "offers a pathway to clearer and more sustainable financing for CHWs."
This may change over the near term, at least in Medicare. CMS's annual Medicare
Part B proposed rule includes proposals to pay for "Community Health Integration”
services under Medicare Part B (CY24 Physician Fee Schedule, 2023). If finalized
later in 2023 for Medicare beneficiaries, this policy change may influence billing and
payment policy in state Medicaid programs. And some states already now include
CHWs as reimbursable.

Implementation considerations

NASEM's primary care report (2021) acknowledges that primary care payment today
poses a major barrier to community-oriented care, including the use of CHWSs, who
are paid "through a patchwork of funding options, such as Medicaid demonstration
waivers, health homes, Medicaid managed care plans and grants (Lloyd et al.,
2020)". The committee asserts that comprehensive payment models that allow for
the flexible allocation of resources offers the best way to address that gap. However,
they also note that, in the interim, "incremental financing options” exist, including
proposals for an optional Medicaid benefit to fund CHWs.
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Several key informants highlighted the importance of expanded care teams and
noted that their inclusion ties directly to new ways to think about payment. One
interviewee pointed out that these care team members are a key aspect of how
primary care practices can reasonably take accountability for the outcomes of their
attributed patients under value-based payment: "Providers may say, '"How do you
expect us to impact the lives of patients that we only see once a year?' The answer:
"You don't, but when you build the team—that includes CHWs, social workers, etc.—
you have greater outreach and can influence their outcomes.”

Some stakeholders, including consumer advocates, also lift up CHWSs as “powerful
health equity change agents” and have been calling on payers and providers to use
CHWs to improve outcomes specifically in communities that “experience health
inequities based on racial, sexual, geographic, linguistic, or economic characteristics”
(Ruff et al., 2019).

Many Medicaid beneficiaries eventually become Medicare
beneficiaries. If you look at preventative health and related
interventions, it seems they would pay off a lot better if we
intervened with patients when they're 40 than when they're 65."

— Timothy Day, Centers for Medicare & Medicaid Services
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Encourage PCMH
attributes, including
care coordination

Advanced primary care models—ones that offer high-quality, whole-person care
delivered by a team—are integral to better health. The Patient-Centered Medical
Home (PCMH) is among the most widely recognized of these models, with a
"multi-disciplinary care team holistically managing patients' ongoing care, including
preventive services, chronic disease management, and access to social services"
(KFF, 2022a). Over the last decade plus, several programs have emerged that
incent and support care delivered through PCMH models by paying for specified
distinctions, attributes, or measures. And many population-based payment models
(see above) are based in part on the adoption of PCMH principles to strengthen
primary care services.

Medicaid beneficiaries are inconsistently served by medical homes, with variation
across and within states. Among adult Medicaid enrollees with a usual source of care
nationally, 65% described the practice as consistent with at least three of five key
PCMH attributes (Cunningham, 2015). Kaiser Family Foundation's annual Medicaid
Budget Surveys track PCMH programs in states and found that each year between
2015 to 2019, 29-30 states marked 'yes' to at least some Medicaid beneficiaries in a
state's Medicaid program being served through a PCMH; yet by 2023, a majority of
states indicated there is no PCMH initiative in the state (KFF, 2022a).

The evidence

Research around the PCMH model overall have shown improvements in quality,
utilization, and costs, though inconsistently. As PCC's 2017 Evidence Report
asserts: "meaningful transformation takes time, is dynamic in nature, and displays
considerable variations in... outcomes” (Jabbarpour et al., 2017). In the context of
Medicaid specifically, there is mixed, though more promising in the longer-term,
evidence for the potential of PCMH elements to improve outcomes.

Large evaluations of federal programs show mixed results on utilization, quality,

and patient experience for Medicaid enrollees. The FQHC Advanced Primary

Care Practice Program (FQHC APCP) (2011-2014) was designed to support the
transformation of federally qualified health centers into PCMHs (“advanced primary
care practices”). It involved four components to support practices in achieving NCQA
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Level 3 PCMH recognition: quarterly care management fees of $18 per Medicare
beneficiary; technical assistance; assistance with biannual readiness assessment
surveys; and periodic feedback reports with performance data. A 2016 federal
evaluation of the program found "strong effects of the demonstration for three

of the four utilization measures": FQHC visits, non-ED ambulatory visits, and ED
visits (Kahn et al., 2016). In the second year of the program, rates of FQHC and
non-ED ambulatory visits were much higher for Medicaid patients attributed to the
demonstration sites than comparison sites, and rates of ED visits decreased more
for Medicaid demonstration patients in both years one and two. No effect was seen
on inpatient admissions. (Note that care management fees and utilization reports
were only provided for eligible Medicare beneficiaries, but the evaluation report still
looked at the overall effect of the program on Medicaid beneficiaries.)

Another program, the Multi-payer Advanced Primary Care Practice (MAPCP)
Program (2011-2016), was the first PCMH model under CMS, requiring participant
practices to meet PCMH recognition requirements and emphasizing the role of

care managers (RTI International, 2017). Payment designs varied widely by state,
averaging $710 or less per beneficiary per month (PBPM). Half of the demonstration
states incorporated pay-for-performance elements into payment models. MAPCP
saw "limited and inconsistent evidence" on Medicaid outcomes, including minimal
evidence of reduced utilization rates and "mixed and unimpressive effects on quality
of care among Medicaid beneficiaries in all but two states." Similarly, access to care/
care coordination only improved in two states, and there was no evidence that the
program reduced 30-day unplanned readmissions in any of the eight states (RTI
International, 2017). The final evaluation pointed to low PBPMs and insufficient
time (nearly all programs were in place 3 years or less) to see results as two primary
explanations for the results. It also noted that participation of all payers is critical.

Medicaid Health Homes are another model of care that emphasizes core PCMH
elements including integrated and coordinated care. The health home state plan
option (2011- present) serves high-need, high-cost Medicaid enrollees with chronic
conditions by offering wholistic care with care management and social supports

to address patients' physical, behavioral, and nonclinical needs. A 20718 report to
Congress summarized five years of program evaluations, pointing to early evidence
of positive impact on “utilization patterns, costs, and quality” (ASPE, 2018). Other
federal programs, including Comprehensive Primary Care (CPC) and Comprehensive
Primary care Plus (CPC+), showed gains in access, care coordination, and some
utilization/quality-of-care measures (CPC+) but little or no effect on other
measures, patient/physician satisfaction (CPC), and net spending (Lewis et al.,
2022). Evaluations of these programs were limited to Medicare beneficiaries, and
CMS cautioned that the ability to extrapolate themes to Medicaid may be limited
(CMS, 2022a).
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Studies of state programs show similar, or in some cases, stronger positive effects
of PCMH programs to reduce ED visits, hospitalizations, and costs for Medicaid
beneficiaries. This includes for Medicaid managed care beneficiaries (Zhai & Malouin,
2019). Several states used State Innovation Model (SIM) grants to support PCMH
programs by funding technical assistance, enhanced care coordination payments,
expanded staff, and health information technology investments. An evaluation

of Round 2 SIM grants found that “"generally, states’ PCMH models reduced total
spending and use of high-cost acute care services” and that "in most states, the
percentage of PCMH patients with at least one annual primary care provider visit
increased relative to the comparison group” (RTI International, 2021). Changes in
quality measures were generally not statistically significant.

Oftentimes, state-specific studies focused on utilization measures or cost savings,
rather than effect on health outcomes and health equity. One study (Swietek et

al., 2020) showed that quality improvements associated with PCMH enrollment for
Medicaid enrollees were inconsistent across racial groups and “not always associated
with reductions in racial disparities in quality.”

Payment hindering practice

While PCMH is described here as a care delivery strategy, the payment that
underlies it largely dictates the model's success and sustainability. Many of the
PCMH demonstrations to-date have relied on fee-for-service payments, with an
additional—and usually meager—care management fee on top. NASEM's report

on implementing high-quality primary care identifies this payment reality, along
with a lack of multi-payer alignment, as the two principal factors hindering the
PCMH model from reaching its true potential to transform patient experience,
outcomes, and costs: "Layering care management fees and shared savings on a
largely unchanged chassis of FFS does not drive robust and focused practice change
to reduce expensive specialty and hospital-based use; practices largely continue to
operate within the confines of FFS, visit-based mentality." Instead, the Committee
calls for stronger incentives in alternative payment models to “counter FFS" and
greater multi-payer participation "with more substantial shifts... toward risk-based
contracting”" (NASEM, 2021).

Key informants echoed the NASEM report's conclusions, noting the challenge

for primary care practices to cover the upfront costs of transformation and

the ongoing costs of maintaining an integrated care team when their payment
remained fundamentally unchanged. A fully-powered PCMH model requires greater
investment and realigned incentives. One interviewee observed this dynamic in the
CPC+ program, noting that “for the vast majority of payers, there isn't really a lot
of unique funding to CPC+. So it really is just continuing on existing programs that
often don't have a strong alternative fee-for-service component to them.”
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Implementation considerations

Interviewees described other barriers and enablers to achieving advanced primary
care beyond payment. Barriers ranged from infrastructure costs—both upfront

and ongoing—associated with population health management technology, to

the challenges of helping low-income patients bridge the digital divide. Others
pointed to a medical education system that is disconnected from the true practice
environment, leaving clinicians unprepared and burned out. This reality is one of
many factors contributing to a growing primary care workforce shortage that
inhibits the delivery of comprehensive primary care. Enablers to implementing PCMH
included: health information technology; community partnerships, including those
that help patients access and use digital tools to manage their health; and practice
transformation coaching.

Indeed, coaching—including that offered through IPAs and health plans—was
highlighted as an important enabler for all primary care practices, including those
serving the safety net. One interviewee offered the example of the support his
practice received through a PCMH initiative run by L.A. Care, a health plan serving
Medi-Cal enrollees in California. It was "a health plan acting proactively to help

its network,” and touted as key to supporting practices who are on the road to
advanced primary care but need the infrastructure and coaching to get there. For
programs that incentivize PCMH standards, the process to attain those standards
is where the real value may lie. As one key informant put it: "PCMH is worth the
designation, but it's really the journey to PCMH that is the most valuable.”

Being sincere and committed to moving from volume to value
means productivity is no longer defined by how many patients we
see, but how much we do for the few patients that we see... Though
it begs the question: who is seeing the other patients? And that's
where team-based care comes into play: PAs, nurse practitioners,
and other professionals working at the top of their license, and
laypersons, working at the top of their training, joining their
physician colleagues to provide exceptional care.”

- Hector Flores, Altais/Family Care Specialists Medical Group
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How the PCMH model presents in Medicaid varies by state. In 2019, the Center for
Health Care Strategies issued a publication that profiled state approaches to PCMH
in New York, Ohio, and Oregon—three states whose PCMH requirements went beyond
common standards to include elements such as integration of primary care with
public health and social services; geographic empanelment with risk stratification

and targeting; and stronger behavioral health requirements (Crumley et al., 2019b).
The three states implemented their programs in managed care through a range of
approaches including distributing enhanced PCMH payments and shared savings

to providers through MCOs and requiring a significant percentage of managed care
members to be served by state-defined medical homes.

Oregon has a robust PCMH program in Medicaid. The state requires its Coordinated
Care Organizations (CCOs) to have a plan to increase the number of enrollees

served by Patient-Centered Primary Care Homes (the state's PCMH equivalent),

and it designates "PCPCH enrollment” as one of 19 CCO quality measures used

to determine reward payments (Crumley et al., 2019b). One PCC key informant
specifically commented on Oregon’'s PCMH initiatives as proof that advanced primary
care models can be widely implemented in Medicaid: "Is it just putting people in this
patient-centered primary care home that's responsible for better outcomes, oris it
everything else that the Coordinated Care Organization has done? It's hard to tease
out. But for the feasibility question of can you move a statewide population into these
more advanced primary care models? Oregon has clearly done it statewide.”
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Other strategies

These eight strategies are far from an exhaustive list of ways to strengthen primary
care in Medicaid. Many more exist, spanning efforts to increase cultural competency
of care through trainings/technical assistance or establishing minimum standards,
to diversifying the primary care and behavioral health workforce. Some strategies
focus on empowering patients such as involving enrollees in primary care decision-
making at the plan and practice levels; others focus on shoring up primary care
providers, such as by promoting inclusive provider contracts that offer in-network
status for all Medicaid-covered services that safety net providers are qualified to
furnish (Rosenbaum et al., 2022). Strategies for addressing Medicaid enrollees'
social drivers of health are proliferating; these include CMS's proposed new In-Lieu-
of-Services regulations, state waivers to address SDOH and health-related social
needs (Guth et al., 2023), and Medicaid managed care initiatives financed through
a variety of means (Crumley & Bank, 2023). And telehealth—if pursued equitably—
has potential to improve access to primary care and reduce disparities (Sumarsono
et al., 2023). Beyond the particular scope of this brief—focused on payment and
delivery options—other issues, including Medicaid/CHIP coverage, benefit design, and
workforce development, are equally critical to ensuring accessible, comprehensive
primary care for all eligible individuals, families, and children.

Primary Care Collaborative


https://www.kff.org/medicaid/issue-brief/medicaid-and-racial-health-equity/
https://www.federalregister.gov/documents/2023/05/03/2023-08959/medicaid-program-ensuring-access-to-medicaid-services
https://www.commonwealthfund.org/blog/2022/what-policymakers-can-do-address-our-behavioral-health-crisis
https://www.commonwealthfund.org/publications/fund-reports/2022/apr/medicaid-safety-net-providers-equity-partnership
https://www.commonwealthfund.org/publications/fund-reports/2022/apr/medicaid-safety-net-providers-equity-partnership
https://www.federalregister.gov/documents/2023/05/03/2023-08961/medicaid-program-medicaid-and-childrens-health-insurance-program-chip-managed-care-access-finance
https://www.federalregister.gov/documents/2023/05/03/2023-08961/medicaid-program-medicaid-and-childrens-health-insurance-program-chip-managed-care-access-finance
https://www.kff.org/medicaid/issue-brief/medicaid-and-racial-health-equity/
https://www.kff.org/medicaid/issue-brief/medicaid-and-racial-health-equity/
https://communityplans.wpenginepowered.com/wp-content/uploads/2023/02/Financing-Approaches-to-Address-Health-Related-Social-Needs-via-Medicaid-Managed-Care.docx.pdf
https://communityplans.wpenginepowered.com/wp-content/uploads/2023/02/Financing-Approaches-to-Address-Health-Related-Social-Needs-via-Medicaid-Managed-Care.docx.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9994401/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9994401/

Access & Equity in Medicaid: Robust Primary Care Is a Must

Managed care as a lever

Today, 72% of Medicaid beneficiaries (2020) are enrolled in comprehensive managed
care (KFF, 2022b), and managed care spending represents over half of total Medicaid
spending (Allen, 2019). In these arrangements, states pay managed care organizations
(MCOs) a capitation rate based on FFS rates, and the MCOs contract with health care
organizations "through a series of privately negotiated, proprietary arrangements” to
provide care to enrollees (NASEM, 2021). The use of managed care can be a strategy
onto itself for strengthening primary care in Medicaid, though conflicting evidence
to-date suggests “there is no definitive conclusion as to whether managed care
improves or worsens access to or quality of care for beneficiaries” (MACPAC, n.d.).

Managed care's ubiquity also makes it a powerful lever for advancing the eight
strategies described above. States have a range of MCO-related requirements and
incentives at their disposal to further primary care goals in Medicaid, including around
care coordination/management; MCO payment; provider network; quality assessment
and performance improvement; scope of services; utilization management; and
value-based payment (Crumley et al., 2022). Indeed, managed care contracts are a
particularly potent and increasingly utilized tool for states: “Through active purchasing,
states are shaping the accessibility and quality of health care in their detailed contracts
with the MCOs that administer state plans and develop and oversee provider networks
(Rosenbaum et al., 2022).

"

Examples abound of managed care as a lever to achieve primary care strategies.
Access standards may be among the most well-known levers for increasing provider
pay in Medicaid. NASEM's primary care report notes that short of "a complete
reform of Medicaid, federal access-to-care standards for state Medicaid programs
can be readily modified to catalyze state and MCO payment and coverage policies
to prioritize high-quality care” and that "Medicaid determines payment sufficiency
through the ability of states and managed care contractors to maintain adequate
networks of clinicians” (NASEM, 2021).

In May 2023, CMS proposed new regulations on Ensuring Access to Medicaid Care
and on Managed Care Access, Finance, and Quality, which would provide greater
transparency to Medicaid primary care payment rates and adopt standards

for "timely access to care" such as standards that primary care and OB/GYN
appointments be met within 15 days (CMS, 2023). Although the proposed regulations
do not specify how states should achieve the objectives of better primary care access,
states and MCOs may respond by modifying payment rates or developing other
strategies to improve access to care and quality of services.
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Managed care is also used as a lever to advance behavioral health integration

with primary care for Medicaid enrollees. A Commonwealth Fund analysis of state
Medicaid managed care contracts found the issue to be a key priority for many
states: "all states require care coordination and case management to support this
integration; in addition, 30 states specify some degree of team care and 22 specify
use of value-based payments related to behavioral health integration” (Rosenbaum
et al., 2020). Shifts toward value-based payment are also amplified by managed
care contracts, with about half of managed care states identifying a specific target
in their MCO contracts for the percentage of provider payments or plan members
that MCOs must cover via alternative payment models (Hinton et al., 2023).

To incentivize improvements in health equity, states can "hold plans accountable for
how well they serve communities of color and financially reward decreases in
disparities,” such as in Minnesota where the state is "rewarding reductions in health
disparities and using MCO quality withholds to penalize worsening health disparities”
(Patel & Zephyrin, 2022). Managed care can also be leveraged to integrate community
health workers, though the Commonwealth analysis found that “only 12 states
specifically address the use of community health workers as a form of patient support
for some or all populations” in their MCO contracts (Rosenbaum et al., 2020).

Effective use of managed care contracts as a lever means striking the right balance

of prescriptiveness (to further the states' aims) and flexibility (to foster plans'
innovation). This level of specificity varies by state and contract. Rosenbaum et al. note
in their analysis of MCO contracts that, taken together, "the mix of high specificity and
broad aims coupled with deference suggests that there is much to be learned about
why states make the choices they do. These choices may reflect state knowledge
about the efficacy of a particular approach (or the lack of evidence); alternatively, key
differences may be a greater reflection of the policy and political priorities present in
any state” (Rosenbaum et al., 2020).

Key informants noted the important potential managed care holds—if paired with
capacity and incentives—to strengthen primary care in Medicaid. At the same time,
another theme involved the importance of fostering capacity within Medicaid agencies
in order to fully capitalize on the MCO contracting lever. Contract alignment across
public purchasers is one enabler. In California, for example, the largest purchasers
including the Department of Health Care Services (for Medi-Cal), Covered California
(for marketplace participants), and CalPERS (for public employees) have issued
standard contract requirements around primary care, including nearly identical
provisions on primary care spend reporting and targets, as well as on increasing the
adoption of value-based models for primary care (CHCF, 2023).
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Limitations

PCC's scan of evidence-based strategies to improve primary care in Medicaid faced
several challenges. First, across all strategies, published evaluations often focused on
short-term cost savings rather than impacts on health outcomes and equity, posing

a challenge to assessing their value for furthering primary care as a "common good”
rather than a “commodity service" as called for in NASEM's 2021 consensus study
report on primary care. The strategies' effects on equity, in particular, were harder

to assess: while some strategies, such as advancing health centers, CHWSs, and
behavioral health integration, had clear evidence of impact, other strategies like the
inclusion of equity incentives in value-based payment models, have reduced disparities
as a stated goal but their results are yet to be seen. Second, several innovative
strategies lack significant evidence and/or do not show substantial success. This is
due in part to the early stages of many of the models, which were often only launched
within the last few years. Other barriers to available evidence include the lack of
aligned and refined primary care performance measures; the exclusion of Medicaid
populations from some federal evaluations; and the difficulty of comparing variations
of models implemented in different states with different Medicaid environments.
Third, comprehensive approaches to payment and delivery reform make it challenging
to isolate the effects of a particular intervention. Many of these strategies were
implemented as part of broader initiatives and policy reforms, complicating
evaluators' abilities to conclusively link intervention and effect.
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Conclusion

None of these strategies is entirely new or particularly revolutionary; several have
been in place for decades, and others are at least generally accepted today. Even so,
many are yet to be fully realized in Medicaid, despite their evidence of success and

the need for stronger primary care. And that may be the point: to strengthen primary
care in Medicaid, what's needed is not a single "silver bullet” innovation. Rather, the
country needs broad, vocal, and focused support for an agreed upon set of policies
that strengthen primary care. These policies must be pursued systematically and with
sustained, sufficient investment, transparent reporting, and enforcement mechanisms
that provide accountability. As one key informant put it, that may mean leaning

away from our tendency to push the envelope and instead leaning back to focus on
fundamentals: “Let's focus on getting the minimum baseline up for the whole system,
rather than chasing the shiny.”

At the same time, a true shift toward more equitable care for Medicaid enrollees
will require intentionality in both policy and practice. The proven and promising
practices explored in this report offer ways to strengthen primary care—a necessity
for healthy communities. But equitable outcomes must still be actively prioritized,
and accounted for, across all strategies in order to eliminate disparities in care for
Medicaid beneficiaries.

Finally, while we note that it is crucial to improve primary care in Medicaid, the need
to strengthen primary care is also important for those with commercial insurance,
Medicare and the uninsured. The needs and gaps found in Medicaid have parallels in
other health coverage systems and broad-based reforms that span across multiple
insurance systems might ultimately be the effective approach. But, as the system
dedicated to care for poor and vulnerable Americans, from children to adults, the
elderly and disabled, strengthening Medicaid is especially important and urgent.
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