
Primary Care Payment Reform Collaborative 

Meeting

December 12, 2024



Agenda

Housekeeping & announcements

Primary Care & APM Spending Report

Update on Standing Committee on Primary Care

Annual report recommendations

Public comment



Meeting Goals & Requested Feedback

• Review PC/AMP spending 
findings

• Learn about activities of 
Standing Committee on 
Primary Care

• Workshop annual report 
recommendations

* * Incorporate equity into discussion and recommendations * * 

• Q&A with CIVHC about 
PC/APM data

• Identify intersections with 
work of Standing 
Committee and PCPRC

• Edits to recommendations 
report draft

GOALS FEEDBACK



Housekeeping & Announcements



Housekeeping & Announcements

• Meeting minutes – posting abbreviated minutes for 
Nov, Dec and Jan

• Welcome new member

Kevin McFatridge
Executive Director

Colorado Association of Health Plans



Housekeeping & Announcements

• 2025 Meeting Schedule finalized

Register: https://us06web.zoom.us/meeting/register/tZMkdequrT4vHtX-7DQb0V8UY2Y7pW1ljRL4

Summer Holiday  

https://us06web.zoom.us/meeting/register/tZMkdequrT4vHtX-7DQb0V8UY2Y7pW1ljRL4


Federal Updates

• CMMI – Seventh Report to Congress

◦ Strategic accomplishments

◦ Updates on 37 models and initiatives

◦ Activities from 10/1/22 – 9/30/24

◦ Available here

• Open enrollment

◦ Nearly 988,000 new consumers enrolled as of 12/5/24

◦ Open enrollment runs through January 15

https://urldefense.proofpoint.com/v2/url?u=https-3A__links-2D2.govdelivery.com_CL0_https-3A-252F-252Fwww.cms.gov-252Fpriorities-252Finnovation-252Fdata-2Dand-2Dreports-252F2024-252Frtc-2D2024_1_01010193b6eaf09e-2Dbaf5375d-2D26bd-2D402a-2D98b6-2Dc174c6c1cae3-2D000000_uJa1SkvXfx8EFqFfVn16CdzZekPTeYnzlo1lyEfmNwE-3D383&d=DwMFaQ&c=sdnEM9SRGFuMt5z5w3AhsPNahmNicq64TgF1JwNR0cs&r=i8e7p5PGZ6qpKMNLQSCOPlvrWpdaDLBYel5Def7lnAw&m=MkNH1ThqMJbBMSmbiIjN6ee5lGGIWrdpzjWEgLsfNjmBr1CBqlM0L7OtCqjgSLUk&s=tl7dqFwSaHaUVgDQdQgBiz3nqMtEDDPNziEoFGz-c_A&e=


2024 Primary Care
Spending Report
December 12, 2024
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Background

• Primary Care Spending Report satisfies statute:
• CRS 25.5-1-204(3)(c)(II) - Report includes the percentage of medical 

expenses allocated to primary care, the share of payments that are 
made through nationally recognized alternative payment models, and 
the share of payments that are not paid on a fee-for-service or per-
claim basis. 
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Report Content

• Analysis of primary care and Alternative Payment Model (APM) spending 
as a percentage of total medical spending for:
• 2021, 2022, and 2023

• Commercial, Medicaid, CHP+, and Medicare Advantage (excludes Medicare FFS)

• Does not include pharmacy or dental spending

• Two separate sources of information for report:
• Carrier-submitted APM files (13 payers submitted APM files)

• Claims from the CO APCD
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Report Content
• The same primary care and APM categorization methodology used in the 2023 report 

was applied here.

• Followed data collection and validation process established in 2021:
• Qualitative field collection to ensure accurate APM categorization

• Ensured carriers appropriately categorized FFS payments under larger APMs (i.e. pay for 
performance) 

• Attestation by C-suite payer representative

• Inclusion of payer vs. member portion of spend, prospective payment spending, and 
reporting of PMPM spending
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Report Content

• An APM contract file is collected to describe the contract between carriers 
and providers and its HCP LAN category. Carriers provide details on:
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Category Options

Mode of Payment Claims, Non-Claims, or Both

Type of Services Paid Specific medical services, Non-medical services, 
Comprehensive medical services

Timing of Payments Prospective with retrospective reconciliation, Prospective 
without reconciliation, Retrospective

Population-based Payment Yes/No

Provider Risk Upside, Downside, Both, N/A

Quality Measurement Yes/No

Target Spending Yes/No
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Primary Care Spending as a Percentage of Total 
Medical Spending by Line of Business: 2021-2023
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Primary Care Spending as a Percentage of Total 
Medical Spending: 2023
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Notes: 
(1) Total Medical Spending does not include dental and pharmacy spending
(2) Kaiser Permanente and Denver Health are not currently subject to the required targets for 
primary care investment established through Colorado Regulation 4-2-72 due to their unique 
integrated payer-provider systems.
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APM Spending as a Percentage of All Medical Spending: 2023



Alternative Payment Models (APM) as a Percentage 
of Primary Care Spending: 2023
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Note: Value-Based APMs include LAN Category 2, 3, and 4 payments, with the exception of 3N and 4N (payments with no link 
to quality)
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APM as a Percentage of Primary Care Spending, 
excluding Kaiser and Denver Health: 2023
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Prospective Payments as a Percentage of Total Medical 
Spending: 2023
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Prospective Payments as a Percentage of Primary Care 
Spending: 2023
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Prospective Payments as a Percentage of Primary Care 
Spending excluding Kaiser and Denver Health: 2023
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Limitations

• Resource constraint from payers presented challenges with submission logic and validation feedbacks

• Multiple entities/teams reviewing data at different times on the payer’s side caused timeline issues

• Complexities of APMs data collection
• Based on last year’s learning, some payers re-evaluated their APM categories

• Need to continue year-round outreach with payers around APM categories criteria and PMPM calculations

• Challenges in validating APM data with CO APCD data

• Primary care definition’s reliance on provider taxonomies
• No clear methodology to identify portion of capitated payments designated for primary care

• Primary care designation varies by payer

• Continue investigation on primary care designation comparisons with payers with large differentials

• Medicaid 
• Payers only reported payments they made directly to providers, this avoids duplicating payments going from 

HCPF to RAE/MCO organizations 
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Next Steps
• Continue working with payer representatives to ensure accurate reporting

• Use various payer forums to talk about APM data collection and criteria used to identify APM 
categories

• Continue improving data collection process by clarifying instructions on data fields and contract 
supplement

• Investigate and add as needed new primary care codes

• Plan for incorporating Capitation File data into the annual reporting

22
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Questions?



NASEM Standing Committee on Primary Care



Introducing the National Academies of 
Sciences, Engineering, and Medicine 
(NASEM) Standing Committee on 
Primary Care

Lauren S. Hughes, MD, MPH, MSc, MHCDS, FAAFP

State Policy Director, Farley Health Policy Center, University of Colorado

Co-chair, NASEM Standing Committee on Primary Care

Acknowledgment: Robert L. Phillips, Jr., MD, MSPH, Founding Executive Director, 

The Center for Professionalism and Value in Health Care



The National Academies

Private, nonprofit institutions that provide 

independent, objective analysis and advice to the 

nation to solve complex problems and inform public 

policy decisions related to science, technology, and 

medicine.



Implementing High-Quality Primary Care (NASEM, 2021)



Consensus study context
Primary care is the only part of health care system

that results in better health outcomes and

greater health equity.

It is weakening when it is needed most, stemming

from decades of chronic underinvestment.

Primary care is inaccessible for large portions of the 

population.

Visits to primary care are in decline, and the 

workforce is shrinking.

Innovative delivery models exist, but they can be 

difficult to replicate and spread.



An updated definition of primary care

High-quality primary care is the provision of whole- person, integrated,

accessible, and equitable health care by interprofessional teams that

accountable for addressing the majority of an individual’s health and 

needs across settings and through sustained relationships with patients,

families, and communities.





Action 1.1: Payers should evaluate and disseminate

payment models based on their ability to promote the

delivery of high-quality primary care.

Action 1.2: Payers using fee-for-service models for 

primary care should shift toward hybrid reimbursement 

models.

Objective 1: Pay for primary care teams to 
care for people, not doctors to deliver services



Making Care Primary now live in eight states

• Overarching goal is to move practices from FFS to prospective, population-based payments that

support comprehensive, integrated primary care

• Focus on small, independent, rural, safety net practices, including those new to value-based care

• Payers are partnering to align on areas to reduce provider burden

• Key design features:



Three cohorts are participating in AHEAD

• Overarching goal is to partner with states to curb 

health care cost growth, improve population health, 

and advance health equity

• Builds on existing CMMI state-based models in 

Vermont, Maryland, and Pennsylvania

• 11-year, all-payer model

• AHEAD model participants will be held 

accountable for state-specific Medicare and all-

payer cost growth and primary care investment 

targets

• Primary care component of the model will align

with state-level Medicaid transformation efforts and 

improve team-based care, care management, and 

behavioral health







Action 1.3: CMS should increase overall portion of primary 

care spending by improving Medicare fee schedule and 

restoring the RVS Update Committee to advisory nature.

Action 1.4: States should facilitate multi-payer collaboration

and increase the portion of health care spending for primary

care.



The Standing Committee on Primary Care is 
examining alternative ways to valuate primary care



AHRQ issues technical brief on primary care spend

• 67 estimates of primary care spending identified

• Single estimates for primary care spending (without specifying narrow

range from 5.1 – 10.3% of total healthcare spending

• Estimates vary widely based on different definitions of primary care

payments, payers, and patients are included

• To improve primary care spending estimates:

– Develop a consensus definition of primary care

– Establish consistent methods to measure and collect data and to attribute

care

– Create standards for transparent reporting of methods

and decisions that impact estimates



Objective 5: Ensure that high-quality primary 
care is implemented in the United States

Action 5.1: The HHS Secretary should establish a Secretary’s

Council on Primary Care to coordinate primary care policy, 

ensure adequate budgetary resources for such work, report to 

Congress and the public on progress, and hear guidance and 

recommendations from a Primary Care Advisory Committee that 

represents key primary care stakeholders.



Implementing High-Quality Primary Care (NASEM, 2021)

Recommendation 5.1:

Secretary’s

Council on

Primary Care

Primary Care 

Advisory 

Committee

Initiative to Strengthen

Primary Health Care

NASEM Standing

Committee on Primary Care



HHS Issue Brief





Standing Committee on Primary Care: 
Statement of Task

• NASEM will establish a standing committee of experts in primary 

care delivery, research, and policy to help inform the Initiative to 

Strengthen Primary Health Care, a coordinated activity across 

agencies within the Federal Government.

• The Standing Committee will maintain surveillance of the primary 

care field.

• The Standing Committee may issue letter reports in response to

direct questions from sponsors.



How the Standing Committee Does Its Work

• Two main public work streams: meetings and publications focused

on advising federal actions

– Publications can include policy recommendations for Federal agencies or other stakeholders

• Areas of focus for 2024:

– Payment

– Workforce

• Funded for 3 years; 2 - 4 public meetings per year





Identified Needs (Payment)

• What do primary care providers and practices, especially small and

rural practices, need to join value-based models?

• Medicare Advantage is now half of the program. More data is needed 

on all fronts:

– Cost, quality, and access for beneficiaries

– Marketing practices

– Delays and denials

• As more and more states are venturing into primary care spend, a

common definition would be welcome. (Discussed during September

public meeting)



Identified Needs (Payment)

• Metrics alignment across payers is paramount.

• Work is needed on evaluating the valuation process for primary care,

including better understanding the limitations of the current approach and

identifying the time and effort required for interprofessional teams to

deliver high-quality advanced primary care. What are the principles and

processes for alternative inputs that still meet statutory requirements?

(Publication in process, anticipated Q1 2025 release)

• Scaling and spreading of care models and new codes

– Parts of (or entire) CMMI demonstrations

– Capitalize on VA, payer learnings

– Educate about new G codes for health-related social needs services



Identified Needs (Workforce)

• Improving graduate medical education

– CMS authority to track outcomes and how these $$$ are spent

– Funding that follows trainees, rather than institutions

–

–

Sharing teaching health center GME results (+ needs permanent funding)

Identifying community-based sites with enough capacity to welcome learners

(Both points discussed during the November public meeting)

• Interprofessional primary care teams

– Composition

– Training

– Payment (form, amount, and flow)

– Data clarity and comprehensiveness



RFI Responses Point to the Need for Payment Reform



Action 5.2: HHS should form an Office of Primary Care 

Research at NIH and prioritize funding of primary care research 

at AHRQ.

• AHRQ’s National Center for Excellence in Primary Care Research received

its first funding ever in FY22 of $2 million.

• HHS Primary Care Dashboard proposes two measures re: NIH and federal 

dollars going into primary care research.

Action 5.3: Primary care professional societies, consumer 

groups, and philanthropies should assemble, regularly compile, 

and disseminate a “High-quality primary care implementation 

scorecard” to improve accountability and implementation.



NIH launches CARE for HealthTM initiative to expand 
frontline primary care research opportunities



Milbank Memorial Fund and 
Physicians Foundation partner 
with the Robert Graham Center 
on the second “Health of US
Primary Care” scorecard

• The workforce is not growing fast enough

• The number of trainees entering and staying in

primary care is too low – and not enough have

community-based training

• The US continues to underinvest in primary care

• Technology has become an added burden in

primary care

• Research to identify, track, and implement novel 

care delivery and payment solutions is lacking



States are developing primary care scorecards



Implementing High-Quality Primary Care (NASEM, 2021)



Thank you!

Please reach out at lauren.hughes@cuanschutz.edu.

mailto:lauren.hughes@cuanschutz.edu


Annual Report Timeline & Process



Recommendations Report

10/10/24 11/14/24 12/12/24 1/9/25

IDENTIFY 

RECS

YOU ARE HERE

APPROVE DRAFT 

RECS

CIVHC Presentation

APPROVE 

FINAL 

REPORT

APPROVE FINAL 

RECS

(Full Draft Report) 

*2/6/25*

FINALIZE RECS

Review #1

Review #2

Review #3

12/2 12/20

1/3 1/17

1/27 2/7



Review Period

• Content from  
today’s (12/12) 
meeting

Current 
working draft

• Content from 
1/9 meeting

PCPRC 
meeting – 1/9 • Add comments 

or edits based 
on discussion

Cutoff for 
final edits

Comments: 12/12 – 12/20

Comments: 1/3 – 1/8 Comments: 1/9 – 1/17

NEXT MEETING – Feb 6



Annual Report Recommendations



Organizational Structure

• Summary and recommendationsExecutive Summary

• Statutory charge

• Operations (report process/voting, membership)
PCPRC Background

• Key themesIntroduction

• Marketplace dynamics, AI, health equityRecommendations

• Summation

• Next steps
Conclusions

FUTURE WORK



Executive Summary

• Executive summary
◦ Reaffirm need to strength primary care

▪ Through increased investment and adoption of value-based payments

▪ To support and promote delivery of high-quality, person-centered care that 
improves health outcomes

◦ This year’s topics: marketplace dynamics, AI, health equity

• Previous recommendations have focused on strategies related to 
care delivery, including integrated care, and payment mechanisms 
◦ During that time, significant shifts in primary care landscape

◦ Marketplace dynamics – impacts on providers, payers, and  patients

◦ AI – great promise, concerns re: how technologies developed and deployed



PCPRC Background

• History
◦ One of early leaders in this space (originally a handful, now 13+)

• Statutory charges

• Report process and voting

• Membership

• Sunset – include COPRRR summary?



Introduction and Key Context

• Summary of previous reports – include at start or as an appendix?

• Additional investment needed because:

◦ Workforce challenges

◦ Affordability and access challenges

◦ Continued need to address health equity

◦ Tenuous financial state of rural and independent practices

◦ Additional expectations placed on primary care providers

• PCPRC achievements

• National recognition

• Context/summary of marketplace dynamics, AI, health equity



Recommendation #1 – Marketplace Dynamics

Recommendation 1: Monitor the Impact Landscape of 
Marketplace Dynamics on in Colorado’s Primary Care 

Practices

Marketplace dynamics that impact of primary care practices, 
particularly consolidation and private equity investments, should be 
monitored in Colorado. These dynamics have a direct impact on the 
quality and cost of healthcare. Understanding marketplace trends is 
needed to support the primary care workforce and inform future 
investments in primary care infrastructure.



Recommendation #1 – Marketplace Dynamics

• Consolidation and private equity

• Marketplace data and trends

• Understanding the Colorado landscape

• Negative impacts on payers, providers, and patients
◦ Cost of care

◦ Quality of care

◦ Provider and practice experience

• Role of value-based payment



Recommendation #1 – Marketplace Dynamics

• ACOs - benchmarking, attribution, HRSN, pediatrics

• Independent primary care - additional payments, upfront capital 

for “low-revenue” physician led ACOs, reduce threshold of 
minimum covered beneficiaries

• Multiple CMMI models

MISCELLANEOUS



Recommendation #2 – Artificial Intelligence (AI)

Recommendation 2: Ethical and Equitable Adoption of 
Artificial Intelligence

New technology, including artificial intelligence (AI) tools, should be 
thoughtfully adopted into the primary care setting. Valid concerns 
about AI accuracy, impacts on practice workflow, and consent over 
the rapid adoption of this technology should be meaningfully 
addressed before the technology is [adopted, incorporated] 
standardized.



Recommendation #2 – Artificial Intelligence (AI)

• Emergence of AI – add definitions of types of AI ?

• Easing administrative burden

• Accuracy and bias – mention SB21-169, NAIC ?

• Inequitable uptake of AI technology

• Patient consent and engagement

• Payment considerations



Recommendation #3 – Health Equity

Recommendation 3: Evaluate the Progress of Payment 
Models in Driving Health Equity Actions

Payment models should drive meaningful actions to address health 
equity. This includes incentivizing evidence-informed actions that 
improve the quality of care and lead to a reduction in disparate 
health outcomes. The extent to which payment models are successful 
in addressing disparities and directing quality improvements in health 
care should be tracked.



Recommendation #3 – Health Equity

• Focusing on health equity in payment
◦ Data collection 

◦ Support for culturally responsive care

• Accountability for health equity
◦ Elevate the voices of individuals and families alongside experts in the health care field

◦ Incentivize action to reduce disparities

◦ Focus on whole-person and whole-family care – tie to last year’s report ?

• Examples of infrastructure to track progress
◦ National example

◦ Michigan example

• Role of the Collaborative



Future Work

• Utilize APCD to better understand state of APM reporting 
and impacts
◦ Measure progress in adopting APMs in primary care setting

◦ Measure and track primary care spending – other? (workforce, etc.)

• Increase data transparency
◦ Sharing data about [value-based payments, other?] in public dashboard

• Explore other important topics as they arise



Additional/Miscellaneous

• Communicating importance of high-quality primary care
◦ NASEM report – continuing the drumbeat

◦ Messaging around APMs – patients/consumers, legislators

• Measuring investments & impact on outcomes
◦ Are payments going to the right places – care transformation measures

◦ Dashboards, score cards – NASEM, Milbank; other states

◦ Investment vs spend on primary care

• ACOs – benchmarking, attribution, HRSN, pediatrics

• Independent practices– addn payments, upfront capital for “low-
revenue” physician led ACOs, minimum covered beneficiary thresholds

• Multiple CMMI models



Graphics Check-In

• Appendix B

• Primary care landscape
◦ CMMI models

◦ ACOs

◦ HCPF – ACC 3.0, APMs (PACT), 1302 grants and report

◦ Integrated delivery systems

• Types of consolidation



CMMI Models



Medicare & State ACOs

• Medicare Shared Savings Program

• Community Health Provider Alliance

• Clinical Partners of Colorado Springs

• Banner Health Network

• HealthONE Colorado Care Partners



Public Comment



Thank you!!



Future Work

• Consult with DPA, HCPF, and CIVHC

• Advise in development of affordability standards 

and targets for investment in primary care

• In coordination with CIVHC, analyze the % of 

medical expenses allocated to primary care

• Develop a recommendation on the definition of 

primary care

• Report on current insurer practices and methods 

of reimbursement that direct greater resources 

and investments toward innovation and care 

improvement in primary care

• Identify barriers to the adoption of APMs by 

health insurers and providers, and develop 

recommendations to address

• Develop recommendations to increase the use of 

APMs that are not paid on FFS basis to:

◦ Increase investment in advanced primary care delivered by 

practices that are PCMHs (state or national criteria) or have 

demonstrated ability to provide high-quality primary care

◦ Align primary care reimbursement by all consumers of 

primary care

◦ Direct investment toward higher value primary care services 

with an aim toward reducing health disparities

• Consider how to increase investment in advanced 

primary care without increasing costs to consumers 

or total costs of care

• Develop and share best practices and technical 

assistance to insurers and consumers

◦ Aligning quality metrics as developed in SIM

◦ Facilitating behavioral and physical care integration

◦ Practice transformation

◦ The delivery of advanced primary care that facilitates 

appropriate utilization of services in the appropriate setting



Data – Second Annual Report

• Data collection at the plan, health system, and practice-level 
should allow analysis of racial and ethnic disparities

◦ To degree data sources exist, often isolated and incomplete

◦ Strategies to improve data collection should be multifaceted and 
address a variety of questions:

▪ Who is collecting the data?

▪ Who will it be shared with and why?

▪ How will it be shared?

• Predicated on trust; require relationship building, open and 
transparent communication about needs and uses of such data



Data – Second Annual Report

• Types of data that should be collected:

• Data on social risk factors and underlying drivers crucial to understanding 
and addressing causes of poor health outcomes

• Increased investments and APMs can play key role by supporting strategies 
that increase access (extended office hours)

• Payers and providers can engage with policymakers to develop solutions

Accessibility

• Data on social risk factors less available, if at all

• To develop payments structures, data need to be actionable and shared 
between payers and providers

• Intensely personal and sensitive; engage patients and communities 

Health 
Outcomes

• Affordability concerns often heightened for racial and ethnic minorities

• Data on health care affordability should be disaggregated by race and 
ethnicity and other demographic characteristics

Affordability


	Slide 1: Primary Care Payment Reform Collaborative Meeting
	Slide 2
	Slide 3
	Slide 4: Housekeeping & Announcements
	Slide 5
	Slide 6
	Slide 7
	Slide 8: 2024 Primary Care Spending Report
	Slide 9: Background
	Slide 10: Report Content
	Slide 11: Report Content
	Slide 12: Report Content
	Slide 13: Primary Care Spending as a Percentage of Total Medical Spending by Line of Business: 2021-2023
	Slide 14: Primary Care Spending as a Percentage of Total Medical Spending: 2023
	Slide 15: APM Spending as a Percentage of All Medical Spending: 2023
	Slide 16: Alternative Payment Models (APM) as a Percentage of Primary Care Spending: 2023
	Slide 17: APM as a Percentage of Primary Care Spending, excluding Kaiser and Denver Health: 2023
	Slide 18: Prospective Payments as a Percentage of Total Medical Spending: 2023
	Slide 19: Prospective Payments as a Percentage of Primary Care Spending: 2023
	Slide 20: Prospective Payments as a Percentage of Primary Care Spending excluding Kaiser and Denver Health: 2023
	Slide 21: Limitations
	Slide 22: Next Steps
	Slide 23
	Slide 24: NASEM Standing Committee on Primary Care
	Slide 25: Introducing the National Academies of Sciences, Engineering, and Medicine (NASEM) Standing Committee on Primary Care
	Slide 26: The National Academies
	Slide 27: Implementing High-Quality Primary Care (NASEM, 2021)
	Slide 28: Consensus study context
	Slide 29: An updated definition of primary care
	Slide 30
	Slide 31: Objective 1: Pay for primary care teams to care for people, not doctors to deliver services
	Slide 32: Making Care Primary now live in eight states
	Slide 33: Three cohorts are participating in AHEAD
	Slide 34
	Slide 35
	Slide 36
	Slide 37: The Standing Committee on Primary Care is examining alternative ways to valuate primary care
	Slide 38: AHRQ issues technical brief on primary care spend
	Slide 39: Objective 5: Ensure that high-quality primary care is implemented in the United States
	Slide 40: Implementing High-Quality Primary Care (NASEM, 2021)
	Slide 41: HHS Issue Brief
	Slide 42
	Slide 43: Standing Committee on Primary Care: Statement of Task
	Slide 44: How the Standing Committee Does Its Work
	Slide 45
	Slide 46: Identified Needs (Payment)
	Slide 47: Identified Needs (Payment)
	Slide 48: Identified Needs (Workforce)
	Slide 49: RFI Responses Point to the Need for Payment Reform
	Slide 50: Action 5.2: HHS should form an Office of Primary Care Research at NIH and prioritize funding of primary care research at AHRQ.
	Slide 51: NIH launches CARE for HealthTM initiative to expand frontline primary care research opportunities
	Slide 52: Milbank Memorial Fund and Physicians Foundation partner with the Robert Graham Center on the second “Health of US Primary Care” scorecard
	Slide 53: States are developing primary care scorecards
	Slide 54: Implementing High-Quality Primary Care (NASEM, 2021)
	Slide 55: Thank you!
	Slide 56: Annual Report Timeline & Process
	Slide 57
	Slide 58
	Slide 59: Annual Report Recommendations
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67
	Slide 68
	Slide 69
	Slide 70
	Slide 71
	Slide 72
	Slide 73
	Slide 74
	Slide 75
	Slide 76: Public Comment
	Slide 77: Thank you!!
	Slide 78
	Slide 79
	Slide 80



