
Will Increasing Primary Care Spending Alone
Save Money?

Primary care, defined as core functions that patients re-
ceive from their usual source of care, is an essential com-
ponent of health care and is associated with better-
quality care, patient experience, and outcomes including
lower mortality.1 Observational studies have also linked
primary care to lower levels of spending.2 However, from
a policy perspective, a key question is whether increas-
ing primary care spending by a state or the nation would
slow the growth of total health care spending.

In recent years, policymakers have increasingly
considered spending more on primary care to improve
population health and slow total spending. Rhode Island
statutorily required commercial insurers to increase
the proportion of health care spending on primary care by
1 percentage point per year, raising statewide primary
care spending from $47 million to $74 million over
7 years.3 Other states, including Delaware, Vermont,
Maine, Oregon, and West Virginia, have passed or consid-
ered similar legislation. In May 2019, Colorado passed a bill
that sets targets for primary care investments with the ex-
plicit goal of generating net savings. The Massachusetts
Medical Society is considering advocating for doubling
thestate’sshareofspendingonprimarycare.Federally,the
Centers for Medicare & Medicaid Services’ new Primary
CaresInitiativealsoaimstostrengthenprimarycaretoslow
spending, building on its Comprehensive Primary Care
models. Such efforts to boost primary care spending of-
ten receive bipartisan support.

Existing Evidence
The idea that an additional dollar spent on primary care
can lead to more than a dollar in savings drives the leg-
islative debate. The key underlying hypothesis is that by
spending more on primary care functions, such as pre-
vention and care coordination, people can be healthier
and their need for specialty, emergency, and hospital care
will diminish. This hypothesis requires that primary care
is a substitute for (rather than a complement to) or pre-
vents the need for more expensive subsequent care.

To date, the causal evidence is sparse that increas-
ing primary care spending consistently replaces enough
of these subsequent services to generate net savings sys-
temwide, especially in a sustainable manner such that
it slows total spending growth, which is a more impor-
tant marker of fiscal sustainability than the level of spend-
ing. While some observational studies support a corre-
lation between primary care capacity, its functions, or a
system’s orientation toward primary care and lower lev-
els of spending,2 causal evidence of primary care spend-
ing reducing total spending growth is limited.

Rhode Island, which did experience a slowdown in
total spending after raising primary care spending, likely
achieved this more from its simultaneous price controls

on commercial insurers, as savings were explained by
lower prices without changes in utilization.4 Evaluation of
the federal Comprehensive Primary Care initiative, which
enhanced core primary care functions such as care con-
tinuity and caregiver engagement, showed that monthly
payments to primary care practices to support care man-
agement did not generate net savings despite reducing
emergency department visits.5 In the program’s first 3
years, Medicare spending declined by $16, $10, and $2 per
beneficiary per month, respectively, which did not off-
set the average $16 care management fee.6 While cross-
sectional analyses have found lower levels of spending in
areas with a higher ratio of primary care physicians to spe-
cialists, longitudinal analyses have found that the share
of primary care physicians in an area is not correlated with
spending growth.7

Why is evidence of greater primary care spending sav-
ing money lacking? Given spending is the product of the
prices and quantities of services, savings require a de-
crease in prices, quantities, or both. If primary care spend-
ing does not affect the prices of care directly, it must off-
set or prevent more expensive utilization to generate net
savings. This is difficult. Some studies show that strength-
ening primary care may increase utilization. Care coordi-
nation, preventive services, and telehealth all cost some
money, and have not yet been shown to offset utilization
consistently enough to pay for itself. More primary care
spending could improve health, patient experience, or
other important outcomes. However, policymakers would
benefit from judging the balance of the evidence in fore-
casting its potential to slow overall spending growth.

A randomized trial of an intensive outpatient care in-
tervention compared with standard primary care for 583
high-need patients at a Veterans Affairs hospital offers an
example. Bolstering primary care teams with more re-
sources and offering high-touch services (eg, care man-
agement, frequent contact, and better coordination
through attendance at specialist appointments) im-
proved patient satisfaction but did not reduce acute care
utilization, including hospitalizations and emergency de-
partment visits. Monthly spending declined by similar
amounts between the intervention and control groups
(21.0% vs 20.7%), suggesting no net savings due to the
intervention over the 17-month study.8 The authors at-
tributed cost reductions in similar prior programs to per-
haps limitations of observational study designs.

Context, Content, and Timing
While the evidence is sobering, the context of primary
care, content of primary care, and timing of evaluation
may matter for interpreting the evidence. In contrast to
settings where some degree of primary care exists (eg,
Veterans Affairs), in settings where no primary care exists
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(eg,theuninsured), increasingspendingonprimarycaremaymoreeas-
ily offset emergency department or inpatient care, which otherwise
are the only available sources of care. A randomized trial that offered
primary care visits to 1228 uninsured adults in Virginia found that a pri-
mary care visit modestly reduced nonemergent emergency depart-
ment visits, although it did not lower total spending over 12 months,
as the savings were offset by increased outpatient utilization.9

The content and practice patterns of primary care vary. Pri-
mary care physicians in high-spending areas see patients in fol-
low-up more frequently and recommend more screening tests of un-
certain benefit and more discretionary services. In such areas,
spending more on primary care might increase total spending. Ad-
ditionally, increasing spending on primary care that is largely deliv-
ered through 15-minute visits with administrative burdens may be
inherently ineffective in altering total spending. If nontraditionally
billable services (such as food and housing) and addressing other
social determinants of health are important for offsetting more ex-
pensive utilization, then payment models in which primary care phy-
sicians receive a budget (and can assume financial risk) may offer a
better investment. A number of innovative primary care delivery or-
ganizations across the country have evolved around this model, with
anecdotal success. An initial evaluation of a primary care capitation
model in Hawaii showed that it was associated with improvements
in quality, although total spending did not change in the first year
relative to the control group.10

In addition, existing studies are generally limited by short du-
rations of follow-up. If primary care initially increases spending due
to addressing unmet needs, including referrals to specialists, lon-
ger follow-up is more appropriate to assess its ability to slow total
spending. Longer-run effects may be more difficult to evaluate given
patient turnover and changes in the delivery system, but would be
arguably more important.

Implications for Policy
Given pressures to control health care spending without harming
quality, efforts to increase spending on primary care are well-
intentioned. Such investments may well improve health and save
lives. However, the proposition that merely spending more on pri-
mary care as it is presently structured alone will slow total health care
spending currently lacks strong empirical evidence. This offers cau-
tion to policymakers aiming to curb health care spending via pro-
posals focused solely on the amount or share of spending allocated
to primary care. Expectations of net savings in such cases, particu-
larly in the short run, may be overly optimistic. With that said, in-
creased spending on primary care—even absent net savings—
should not garner a negative interpretation if it is high value or higher
value than other services; much of evidence-based primary care can
be cost-effective (eg, cancer screening) without being cost-saving
(eg, immunizations).

To slow total spending while reaping the benefits of primary
care, investments in primary care may need to be paired with other
interventions in the delivery system. Payment reform for physi-
cians and hospitals, competition or regulation to address prices,
and value-based insurance design (which lowers cost-sharing for
preventive care) could complement efforts to strengthen primary
care. Payers and policymakers might also consider other ways to
help primary care avert preventable downstream utilization, such
as reducing administrative burden to create more time for patient
care, changing malpractice laws to lessen defensive medicine,
enabling primary care teams to meet their patients’ mental health
needs, or equipping practices to address social determinants of
avoidable utilization—indeed enhancing the substance of primary
care—in place of (or in addition to) spending more on primary care
as it is delivered today. Rigorous evaluations of such strategies
would help advance evidence-based policy.
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