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PCC Mission

MISSION
Promote Robust 

Primary Care 

to Achieve the 

Quadruple Aim

Quadruple Aim
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• Initial partnership between employers and physician 
specialty societies (2006) 

• PCPCC launched 
• 2007 PCMH Joint Principles 

• Advocacy with plans, states and Federal government 
spurred widespread adoption of the PCMH 

• 42% of practices with PCPs are in a PCMH  (2018, AMA)

• PCPCC became PCC in 2019 

History of Primary Care 
Collaborative

Presenter
Presentation Notes
32% of all physicians are in a PCMH; up from 26% in 2016.  
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Vision for Primary Care Updated 

2017: Shared Principles Issued
They updated the 2007 PCMH 
Principles 
350 Signatories to Date
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Evidence and Changing Practice Arrangements Shape 2017 
Shared Principles

• Team -based – not just the physician -patient relationship
• Equity  and the influence of social factors
• Value is a stand -alone principle 

Shared Principles shape the PCC’s  policy/advocacy, education, 
and research agendas.  

2007 Principles Updated in 2017 
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PCC Levers to Achieve Mission 
and Vision

Advocate to influence 
public and private 

policymakers 

Provide tools and TA 
to inform policy and 

practice 
Disseminate evidence 

&  exemplar models
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PCMH Results

2017 PCC Evidence 
Report 
Synthesizes Research 
Literature

2018 PCC 
Evidence Report 
Examines 
Contribution of 
PCMH to ACOs 
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PCMHs 
Improve 
Value 
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ACO 
Success 
Linked 
to PCMH
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PCMH Enhanced 
Primary Care But 

• The Model is Underpowered: 

• Mo st  p rim a ry ca re  
p ra c t ice s  p a id  u n d e r 
FFS

• In su ffic ie n t  in ve st m e n t  
in  p rim a ry ca re /P CMH 
 Te a m -le t s
 Ca re  is  n o t  t ru ly 

com p re h e n sive   
• La ck o f a lig n m e n t  

a c ro ss t h e  m e d ica l 
n e ig h b o rh oo d  
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Primary Care Practices Moving 
(Slowly) to Comprehensive 
Payment 

• Health Affairs study shows that primary care practices:
• Need to be at 63% capitation to fund team and non -visit care
• Nearly all PC practices with < 23% capitation will lose $ with capitation 

• Proportion of physicians reporting some capitation revenue is 24% (AMA, 2018),  
falling slightly since 2014

• Overall 70% of physician revenue remains FFS (60% for PCPs in PCMH and ACO 
arrangements)

Presenter
Presentation Notes
Basu et al.  Health Affairs, September 2017 “High Levels Of Capitation Payments Needed To Shift Primary Care Toward Proactive Team And Nonvisit Care” 
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• Increasing Medicare primary care E&M codes –
baseline for future APMs – effective 2021

• CMMI primary care models: largest investment to 
date 

• CPC + (2017) – implementation midpoint; evaluation 
pending 

• 3,000 practices, 18 sites; 15.2 M patients 

• Primary Cares models rolled out in April 2019 
• Primary Care First (2)
• Direct Contracting (3) 

CMS Primary Care Efforts: 
Potential Game Changers? 
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P rim a ry Ca re  Firs t  RFA 

Model implementation begins in January 2021

For most practices, the majority of revenue would come from prospective 
(capitated) payment + risk -based performance payment + visit fee 

•Prospective payment risk adjusted (4 levels)
•Performance payment: up to 50% upside and 10% downside 
•Preserve payment for face -to -face visits 

Initial Assessment 
• Applaud commitment to experimentation, movement toward 

comprehensive payment 
• However, lack of payer alignment and sparse performance measures 

potentially problematic 
• Bottom line: Is there enough investment in the model to attract enough 

practices ?
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CMS: 
BEYOND 
PRIMARY 
CARE 

• ACO Models 

• Accountable Care Communities 

• Addressing Social Needs through 
Existing Programs 

Me d ica re  Ad va n t a g e  P la n s  
Me d ica id  W a ive rs   

Presenter
Presentation Notes
Medicare ACO Models: Medicare Shared Savings Program
	- ACO Investment Model: MSSP ACOs to test pre-paid savings in underserved/rural areas
	- Next Generation ACO Models: For experienced ACOs
	- Vermont All-Payer ACO Model: Effort to transform healthcare for Vermont’s population
Accountable Health Communities Model: screening for social needs, referral to community services, provision of navigation assistance for high-risk beneficiaries, and encouragement of alignment between clinical and community services
	- 30 organizations currently participating
	- support infrastructure and staffing needs; do not pay for community services
Medicare Advantage Supplemental Benefit Flexibility: “any item or service that could reasonably improve or maintain health or function for enrollees with certain chronic conditions”
	- Adult day care, home safety improvements, transportation, personal home helpers, telephone navigator support
Medicaid Waivers that address social needs: 
	-35 out of 39 states that operate Medicaid managed care programs now require or encourage managed care organizations (MCOs) to screen enrollees for social issues and provide referrals to services
	- 28 out of 39 states require MCOs to ensure a portion of their provider payments are distributed as value-based payments
	- 4 states have 1115 waivers that explicitly require some level of contracting with/or investment in community-based organizations that provide social services
	- 4 states have 1115 waivers that allow them to cover additional services related to helping enrollees find stable housing
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Inadequate 
investment 
in primary 
care 



16

2019 PCC Report 
on Primary Care 
Spend

• Funded by Milbank Memorial Fund
• Research Partnership with the 

Graham Center 
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PCC 
Report 
Methods 

Data:  2011 - 2016 Medical Expenditure Panel 
Survey (MEPS): primary care spend

PC Spend: U.S. + 29 states; public/private payers

• PC Narrow – PCP (FPs, GPs, Peds, Geriatricians, Internists)
• PC Broad – PCP, NP/PAs, Psychiatrists, MH non -physicians, and OB -

GYN

Health Outcomes

• Any ED visit 
• Any hospitalization 
• % Ambulatory -care sensitive hospitalizations
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State PC Narrow
National 5.6

AL 6.2
AZ 5.2
CA 6.1
CO 5.0
CT 3.5
FL 5.7
GA 5.7
IL 5.0
IN 4.7
KY 4.5
LA 5.3
MA 4.8
MD 5.5
MI 4.7
MN 7.6
MO 4.6
NC 5.9
NJ 4.6
NY 5.0
OH 4.6
OK 6.7
OR 5.6
PA 4.2
SC 5.0
TN 4.8
TX 6.3
VA 5.7
WA 5.9
WI 6.2
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State PC Broad
National 10.2

AL 10.8
AZ 8.7
CA 10.8
CO 10.6
CT 10.6
FL 8.8
GA 9.6
IL 9.0
IN 9.7
KY 10.0
LA 8.3
MA 10.9
MD 9.6
MI 9.0
MN 14.0
MO 11.7
NC 10.0
NJ 8.2
NY 10.0
OH 8.7
OK 10.7
OR 10.9
PA 8.5
SC 8.3
TN 8.8
TX 10.0
VA 10.0
WA 10.1
WI 11.
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Study Limitations

• Self -reported data – recall and reporting bias

• Based on non -institutionalized and civilian population 

• Some expenses imputed based on costs by region, payer, gender, 
age 

• PC spend not adjusted for payer, health of the population and other 
confounders
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Study 
Bottom 
Line

1. PC Spend is lower in the U.S. (5 -7%) 
when compared to OECD nations (9 -
19% with an average of 14%)

2. PC Spend varies across states and 
across payers 

3. Data suggests higher PC spend is 
associated with lower inpatient and 
ED utilization

4. Research has direct implications for 
policy 
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Growing State Momentum

• To date, 13 states have introduced/passed legislation 
related to primary care investment  

• 6 states passed legislation in 2019 – CO, DE, VT, ME, 
WA and WV – focused on reporting primary care 
spending levels to achieve more comprehensive PC 

• 3 states have set targets for primary care spending in 
legislation w/out growing total cost of care 

• Rhode Island – 10.7% Connecticut – 10%
• Oregon – 12% 

C T
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State PC Investment Legislation 

@Milbank
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Growing 
Evidence 
Base

“The Impact of Primary Care: A Focused Review,” Leiyu Shi.  Scientifica
(Ca iro ). 20 12. 

”Im p le m e n t a t io n  o f Ore g o n ’s  P CP CH P ro g ra m : Exe m p la ry P ra c t ice  
a n d  P ro g ra m  Fin d in g s,” P o rt la n d  St a t e  Un ive rsit y, 20 16 . 

Qu a lit y a n d  Exp e rie n ce  o f Ou t p a t ie n t  Ca re  in  t h e  Un it e d  St a t e s  fo r 
Ad u lt s  w it h  a n d  W it h o u t  P rim a ry Ca re . Da vid  M. Le vin e  e t  a l.  Jama 
Internal Medicine, Ja n u a ry 28 , 20 19. 

“He a lt h  Ca re  Sp e n d in g  Slo w e d  Aft e r Rh o d e  Is la n d  Ap p lie d  
Affo rd a b ilit y St a n d a rd s t o  Co m m e rc ia l In su re rs ,” Aa ro n  Ba u m  e t  a l.  
Health Affairs, Fe b ru a ry 4 , 20 19  

“Asso c ia t io n  o f P rim a ry Ca re  P h ysic ia n  Su p p ly w it h  P o p u la t io n  
Mo rt a lit y in  t h e  U.S., 20 0 5 – 20 15,”  Se t h  Be rko w it z, e t  a l.  Jama Internal 
Medicine.  Fe b ru a ry 18 , 20 19
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Raising the 
Visibility 
About the 
Importance of 
Supporting 
Advanced 
Primary Care
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• According to a 2018 report by the National Association of State Health Policy (NASHP), 30 
states are addressing at least one social need through their Medicaid programs.

State Innovations: Primary Care + Community 
Services 

3 states:

New services 
w/VBP 

initiatives 

23 states:

MCO 
partnerships 
with CBOs

10 states:

SDOH screening 
and linkages

7 states:

§1115 
partnerships 
with CBOs

24 states:

Additional 
Services

2 states:

§1115 funding 
for ACOs to 

address 
SDOH

Presenter
Presentation Notes
7 states have delivery system reform demonstrations through §1115 waivers that build multi-disciplinary partnerships with community-based organizations (CBOs) or social service agencies.
23 states have programs through their Medicaid MCOs that create partnerships with CBOs and social service agencies.
24 states have programs through either §1115 waivers or Medicaid MCOs that provide for additional services related to social needs.
10 states have delivery system reform demonstrations that encourage screening for social needs and linkages to community resources that address SDOH.
2 state have §1115 waivers that specifically fund Medicaid ACOs’ capacity to address SDOH.
3 state have §1115 demonstrations that created new types of services related to SDOH and linked those services to VBP initiatives.
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Oregon:
Coordinated Care 
Organizations (CCOs) 
have the latitude to pay 
for flexible services and 
incentivize upstream 
health promotion 
through an 1115 waiver. 
Some of their measures 
include:

• Effective 
contraceptive use

• Cigarette smoking 
prevalence

• Childhood obesity

Examples of 
State 

Efforts to 
leverage PC 

and 
community 

services 

California:
California Accountable 
Communities for Health 
Initiative (CACHI) was 
started through several 
state policy initiatives 
such as an 1115 waiver. 
Conditions focused on 
include:

• Asthma
• Cardiovascular 

disease
• Diabetes
• Depression
• Trauma
• Substance use 

disorders
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Examples of 
State Efforts 
to leverage 

PC and 
community 

services 

North Carolina:
“Healthy Opportunities Pilot” through an 1115 waiver 
includes enhanced case management for needs related 
to housing, food, transportation, and interpersonal safety
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Delaware:
Healthy 
Neighborhoods were 
established through a 
SIM Testing Grant and 
focus on four priority 
areas:

• Healthy lifestyles
• Maternal and child 

health
• Mental health and 

addiction
• Chronic disease 

prevention and 
management

Washington:
Accountable 
Communities of Health 
(ACHs) were established 
through policy levers 
such as a SIM Testing 
Grant, state legislation, 
and an 1115 waiver. They 
are required to address 
at least four DSRIP 
measures. Areas of focus 
can include:

• Immunizations
• Physical and 

behavioral health 
integration

• Tobacco cessation
• Certain cancer 

screenings
• SUD service 

penetration

Examples of 
State Efforts 
to leverage 

PC and 
community 

services 
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Artiga S, Hinton E. (2018). Beyond Health Care: The Role of Social Determinants in Promoting Health and Health Equity. Kaiser Family 
Foundation. h t t p s ://w w w .kff.o rg /d isp a rit ie s-p o licy/issu e -b rie f/b e yo n d -h e a lt h -ca re -t h e -ro le -o f-so c ia l-d e t e rm in a n t s-in -p ro m o t in g -
h e a lt h -a n d -h e a lt h -e q u it y/

So c ia l De t e rm in a n t s  o f He a lt h . Healthy People 2020. h t t p s ://w w w .h e a lt h yp e o p le .g o v/20 20 /t o p ics-o b je c t ive s /t o p ic /so c ia l-d e t e rm in a n t s-
o f-h e a lt h

La P o in t e  J . (20 18 ). Ho w  Ad d re ss in g  So c ia l De t e rm in a n t s  o f He a lt h  Cu t s  He a lt h ca re  Co st s . RevcycleIntelligence. 
h t t p s ://re vcyc le in t e llig e n ce .co m /n e w s/h o w -a d d re ss in g -so c ia l-d e t e rm in a n t s-o f-h e a lt h -cu t s-h e a lt h ca re -co s t s

Gre e n  C. (20 18 ). Be t t e r St a t e  P o licy Ne e d e d  t o  Ad d re ss  So c ia l De t e rm in a n t s  o f He a lt h . RevcycleIntelligence. 
h t t p s ://h e a lt h p a ye rin t e llig e n ce .co m /n e w s/b e t t e r-n e e d e d -fo r-s t a t e s-t o -a d d re ss-so c ia l-d e t e rm in a n t s-o f-h e a lt h

Ad d re ss in g  So c ia l De t e rm in a n t s  o f He a lt h  via  Me d ica id  Ma n a g e d  Ca re  Co n t ra c t s  a n d  Se c t io n  1115 De m o n st ra t io n s . (20 18 ). Center for 
Health Care Strategies.h t t p s ://w w w .ch cs .o rg /m e d ia /Ad d re ss in g -SDOH-Me d ica id -Co n t ra c t s-1115-De m o n st ra t io n s-121118 .p d f

Fra n c is  D. (20 19). An  Evo lvin g  Ro a d m a p  t o  Ad d re ss  So c ia l De t e rm in a n t s  o f He a lt h . Commonwealth Fund.
h t t p s ://w w w .co m m o n w e a lt h fu n d .o rg /b lo g /20 19/e vo lvin g -ro a d m a p -a d d re ss-so c ia l-d e t e rm in a n t s-h e a lt h

Cla ry A, Ka rt ika  T, Ro se n t h a l J . (20 18 ). St a t e  Ap p ro a ch e s  t o  Ad d re ss in g  P o p u la t io n  He a lt h  Th ro u g h  Acco u n t a b le  He a lt h  Mo d e ls . 
National Academy for State Health Policy. h t t p s ://n a sh p .o rg /w p -co n t e n t /u p lo a d s/20 18 /0 1/Acco u n t a b le -He a lt h -Mo d e ls .p d f

Ad d re ss in g  So c ia l Ne e d s  Th ro u g h  Me d ica id : W h a t  Co n su m e r Ad vo ca t e s  Ca n  Le a rn  fro m  No rt h  Ca ro lin a  a n d  Ore g o n . (20 20 ). 
Community Catalyst.h t t p s ://w w w .h e a lt h in n o va t io n .o rg /re so u rce s /p u b lica t io n s/b o d y/Ad d re ss in g -So c ia l-Ne e d s-Th ro u g h -Me d ica id -NC-
a n d -OR.p d f

Hin t o n  E, Art ig a S, Mu su m e ci M, Ru d o w it z R. (20 19). A Firs t  Lo o k a t  No rt h  Ca ro lin a ’s  Se c t io n  1115 Me d ica id  W a ive r’s  He a lt h y 
Op p o rt u n it ie s  P ilo t s . Kaiser Family Foundation. h t t p ://file s .kff.o rg /a t t a ch m e n t /Issu e -Brie f-A-Firs t -Lo o k-a t -No rt h -Ca ro lin a s-Se c t io n -1115-
Me d ica id -W a ive rs-He a lt h y-Op p o rt u n it ie s-P ilo t s
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An n  Gre in e r, P re s id e n t  a n d  CEO
• a g re in e r@p c p c c .o rg
• 20 2 4 17 -20 6 2
• @a g re in e r1
• w w w .p c p c c c .o rg
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