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operations, evaluation, and mean-
ingful community engagement.
Health systems, particularly in
an era of shrinking margins,
may balk at infrastructure invest-
ments for an anchor strategy. Al-
though the Affordable Care Act
mandated completion of CHNAs
and Community Health Improve-
ment Plans (CHIPs), hospitals were
not provided additional resources
to invest in innovative public
health initiatives. We believe that
just as the Health In-
formation Technolo-
gy for Economic and
Clinical Health (HITECH) Act
provided financial incentives for
adoption of electronic health rec-
ords, federal legislation is needed
that offsets the costs of adoption
of meaningful anchor strategies.
Other critical questions center
on how best to monitor outcomes.
At Rush, and for many other
HAN members, CHNAs and
CHIPs provide a roadmap for
evaluating the success of the an-
chor strategy. HAN has devel-
oped a dashboard of health and
socioeconomic metrics that form
the basis of ongoing performance
measurement. Similarly, WSU

monitors progress using a pub-
lic-facing dashboard that tracks
outcomes across four domains:
health and health care, economic
vitality, educational attainment,
and neighborhood built environ-
ment. Metrics include local hir-
ing and career pathways, purchas-
ing, investing, public health, and
community wealth building. But
anchor strategies may take years
to measurably improve population
health, particularly after the de-
clines in life expectancy seen
during the Covid-19 pandemic.
Methods such as social-return-on-
investment analyses have shown
promise for capturing the broad-
er social, environmental, and eco-
nomic benefits of anchor invest-
ments.’ Federal and philanthropic
grant funding is necessary to
support evaluations of existing
anchor initiatives to distinguish
which ones have the highest so-
cial return on investment.

Despite these challenges, an
anchor strategy can be an effec-
tive health care institution ap-
proach to address place-based,
racial, economic, and other struc-
tural inequities that drive popu-
lation health and wealth.*
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Corporate Investors in Primary Care — Profits, Progress,
and Pitfalls
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On July 21, 2022, Amazon an-
nounced plans to acquire
One Medical — a primary care
practice with nearly 200 loca-
tions serving more than 700,000
patients — for $3.9 billion. The
deal, if approved, would repre-
sent Amazon’s largest payment for
a health care company to date. On
September 5, 2022, CVS Health
confirmed its acquisition of Sig-
nify Health, which offers in-home

N ENGL ) MED 388;2

and traditional primary care, for
around $8 billion.

These deals reflect a broader
trend in the United States toward
corporate investment in primary
care, driven by an increasing fo-
cus on “total-cost value-based
care” — a model in which health
care providers are paid to man-
age the total cost of care for their
patients and the size of each pa-
tient’s capitated budget may be
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increased on the basis of the pa-
tient’s health risks and the pro-
vider’s performance on quality
metrics. Though potentially bene-
ficial for certain well-insured pa-
tients, the trend of corporate in-
vestment in primary care could
threaten equitable access to care,
raise health care costs, and reduce
physicians’ clinical autonomy. Phy-
sicians, patients, and policymak-
ers should understand what’s
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driving these investments, their
potential benefits and risks, and
possible policy levers for mitigat-
ing those risks.

An overarching revenue strategy
underlies investors’ appetite for
primary care. As Medicare and
commercial payers move toward
total-cost value-based payments,
such as capitation, and away from
fee-for-service reimbursement, pri-
mary care practices may hold the
key to increased profitability of
health care under value-based
payment systems.! Primary care
practices can generate substantial
profits by growing their popula-
tion of patients covered by Medi-
care Advantage (and other lucrative
payers), maximizing the “budget”
for each patient’s care using risk
adjustment and quality bonuses,
minimizing their health expendi-
tures with utilization management,
and referring patients to other
product and service offerings, such
as pharmacy. Primary care provid-
ers are health care’s front door not
just for patients, but also for inves-
tors who see those patients as a
revenue stream. Primary care
practices offer corporate inves-
tors access to these patients and
their data, both for risk-coding ad-
vantages and as potential custom-
ers for other lines of service.

Corporate interest in primary
care practices is not new — the
introduction of managed care
and capitated payments in the
1980s and 1990s spurred a boom
(then bust) of physician practice
management companies. But the
pace of recent investment is note-
worthy. Between 2010 and 2021,
the total capital raised for private
investment in primary care in the
United States increased by a fac-
tor of more than 1000 — from
$15 million to $16 billion.?

Corporate-owned primary care
practices (CPCPs) can be grouped
into three categories: retail-owned
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(e.g., Amazon, CVS, Walmart),
insurance-owned (e.g., United-
Health Optum, Humana), and
investor-backed (e.g., Agilon Health,
Oak Street Health). Many CPCPs
fit into more than one category;
for example, Oak Street’s initial
investors included Humana and
private equity companies, and
since going public, it has estab-
lished a partnership with Wal-
mart. The organizational struc-
tures of CPCPs vary with the
market segment or payment model
they are targeting (e.g., Medicare
Advantage, Medicare or commer-
cial accountable care organiza-
tions [ACOs], or direct contract-
ing under the new ACO Realizing
Equity, Access, and Community
Health [REACH] model), but they
all benefit from increasing the
risk-adjusted payments they re-
ceive by engaging in more inten-
sive and strategic risk coding,
and they have market incentives
to do so. CPCPs may also have
resources that facilitate intensive
coding practices — including pro-
prietary coding software, robust
beneficiary data, and additional
administrative staff — that are
less available to independent pri-
mary care physicians.

Perhaps the biggest draw for
investors is the growing Medi-
care Advantage market, which ac-
counts for nearly half of Medicare
spending. The program’s risk-
adjusted payments attract corpo-
rate investors to primary care prac-
tices serving Medicare Advantage
patients, since such practices can
aggressively code beneficiaries’ di-
agnoses to draw higher payments.?
Indeed, between 2006 and 2011,
risk scores for Medicare Advantage
beneficiaries were 6 to 16% higher
— translating into approximately
$650 more per beneficiary — than
they would have been under tradi-
tional fee-for-service Medicare.*

Although One Medical is

The New England Journal of Medicine

known for concierge-style prac-
tices for well-insured workers, it
recently entered the Medicare
Advantage market by acquiring
senior-focused Iora Health, which
made it an attractive investment
target. Because Medicare Advan-
tage contracts give CPCPs con-
trol of the entire capitated pay-
ment for each patient, about half
of One Medical’s 2021 net reve-
nue came from its Medicare Ad-
vantage members, who made up
only 5% of its patient population.’

CVS’s acquisition of Signify
Health also creates a strategic in-
road into the Medicare Advan-
tage market. CVS owns Aetna,
one of the largest Medicare Ad-
vantage coverage providers. Signi-
fy’s data analytics and care man-
agement technology for home
health visits and health risk as-
sessments could allow CVS to
code more strategically and ag-
gressively to boost reimburse-
ment for the care of Aetna’s
Medicare Advantage beneficiaries.
Similarly, Humana has partnered
with private-equity firm Welsh,
Carson, Anderson, and Stowe to
purchase primary care clinics for
its Medicare Advantage plans, a
form of vertical integration be-
tween payer and provider that’s
associated with increased coding
intensity — and profit.>*

For patients and physicians, the
proliferation of CPCPs could have
certain benefits for primary care
delivery. Patients, especially those
enrolled in commercial insurance,
Medicare Advantage, or a Medi-
care ACO, may have greater and
more convenient access to newer
models of primary care delivery
than they would with a hospital-
based or independent primary care
service. For physicians, partnering
with a CPCP provides access to
capital for investing in informa-
tion technology and supplemental
services that could improve patient
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care. Working for a CPCP could
relieve physicians of the adminis-
trative burden of managing a
practice, reduce the size of their
patient panels, compensate them
well, and provide better work-life
amenities, such as flexible sched-
uling or reduced work hours.

The risks posed by corporate
investors’ land grab for primary
care, however, should not be dis-
counted. For patients, issues re-
lated to equity and access abound.
Since most CPCPs focus primar-
ily on lucrative Medicare Advan-
tage and commercially insured
beneficiaries, younger Medicaid
or uninsured patients may be left
behind. Underserved, low-income
patients could have less access to
essential primary care services if
more physicians choose to work
for CPCPs, which offer greater
pay and benefits, rather than for
safety-net or rural facilities. Fur-
thermore, CPCPs’ success depends
on growth and consolidation,
and massive integrated primary
care networks can exert market
power to raise prices and limit
access. CPCPs may also pose pri-
vacy threats to patients if they
cannot adequately silo protected
health information from other
segments of their business.

Clinicians face risks of burn-
out and moral distress if the
CPCP pressures them to intensify
coding to maximize risk scores
and boost quality bonuses while
reducing staffing levels and clin-
ical autonomy. CPCPs may also
use strict noncompete and non-
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disclosure agreements that limit
physicians’ ability to leave or
speak out about these practices.
We believe that policymakers
and regulators need to consider
these risks for patients, practi-
tioners, and health care costs
and apply their available over-
sight tools vigorously.® Federal
and state enforcers could expand
antitrust scrutiny to these trans-
actions to identify threats to
competition. The Federal Trade
Commission is reviewing the
Amazon and CVS deals but could
also evaluate smaller, incremen-
tal acquisitions of physician prac-
tices and transactions spanning
multiple geographic and product
markets. The Centers for Medi-
care and Medicaid Services could
limit opportunities for gaming
the risk-coding system that de-
termines Medicare Advantage pay-
ments, to prevent excess public
dollars from being spent on cod-
ing efforts rather than improve-
ments in care. Federal and state
fraud and abuse enforcers could
increase their scrutiny of referral
and coding practices used by
CPCPs, whose duties to maximize
profits for shareholders and in-
vestors may conflict with what’s
best for patient care. And states
could strengthen their doctrines
regarding the corporate practice
of medicine and limit use of non-
compete and nondisclosure agree-
ments so as to preserve physi-
cians’ authority over clinical
practices and administrative de-
cisions affecting patient care.

Primary care has evolved from
family doctors visiting patients
by horse and buggy, to profes-
sional physician groups, to inte-
gration into larger health sys-
tems. Now, corporate investors
are moving aggressively into this
field, drawn by financial oppor-
tunities created by the shift to
value-based care, with major ram-
ifications for the decades ahead.
It is critical that neither the his-
torical creed of medicine nor pa-
tients’ trust in primary care physi-
cians be sacrificed along the way.
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A Rural Idyll

John A. Connolly, Ph.D.

ichael stepped out the door,
feeling the dark morning
air on his cheeks. He walked a

few steps down the path made
from old slabs. Forty years of his
morning routine were worn into

the limestone, and each morning
he would look down and see the
rivulet of time running into the
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