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Practices Caring For The
Underserved Are Less Likely To
Adopt Medicare’s Annual Wellness
Visit

ABSTRACT In 2011 Medicare introduced the annual wellness visit to help

address the health risks of aging adults. The visit also offers primary care

practices an opportunity to generate revenue, and may allow practices in

accountable care organizations to attract healthier patients while

stabilizing patient-practitioner assignments. However, uptake of the visit

has been uneven. Using national Medicare data for the period 2008–15,

we assessed practices’ ability and motivation to adopt the visit. In 2015,

51.2 percent of practices provided no annual wellness visits

(nonadopters), while 23.1 percent provided visits to at least a quarter of

their eligible beneficiaries (adopters). Adopters replaced problem-based

visits with annual wellness visits and saw increases in primary care

revenue. Compared to nonadopters, adopters had more stable patient

assignment and a slightly healthier patient mix. At the same time, visit

rates were lower among practices caring for underserved populations (for

example, racial minorities and those dually enrolled in Medicaid),

potentially worsening disparities. Policy makers should consider ways to

encourage uptake of the visit or other mechanisms to promote preventive

care in underserved populations and the practices that serve them.

N
ational policies to improve pri-
mary care often require practices
to adopt new care delivery ap-
proaches that entail a substantial
investment of time, money, or

personnel.What enables andmotivates practices
to make such changes? To explore this question,
we studied the adoption of a new type of visit in
primary care. In 2011, through the Affordable
Care Act (ACA), Medicare introduced the annual
wellness visit—the first yearly checkup offered at
no cost to fee-for-serviceMedicarebeneficiaries.1

The annual wellness visit was designed to
promote evidence-based preventive care and ad-
dresshealth risks in agingpatients,with require-
ments such as screening for depression and fall
risk that arebeyond the scopeof otherpreventive
visits.

Use of the annual wellness visit among eligible
beneficiaries grewmodestly, from 7.5 percent in
2011 to 15.6 percent in 2014.2 This slow uptake
may be explained in part by the visit’s complex
and sometimes confusing requirements3,4 (see
online appendix I).5 Practices have reported re-
lying onnewworkflows, electronic health record
(EHR) templates, andnonphysicians to facilitate
annualwellness visits.3,4,6,7Certainpractices—for
example, those with greater EHR capabilities or
larger size—could be better equipped to adopt
the visits through the use of such mechanisms.
Practices caring for a larger fraction of disadvan-
taged or high-risk populations may offer fewer
annual wellness visits because they have limited
resources or their patients have more pressing
needs.8–12 Meanwhile, practices with a greater
focus on providing primary care or those with
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more Medicare beneficiaries per doctor may
have greater incentives to overcome the chal-
lenges of adoption.
Despite the complexities of adopting annual

wellness visits, practices might be motivated by
the potential benefits of adoption. First, it may
increase revenue.3,6Medicare paysmore for such
a visit than for the typical problem-based visit
(appendix II)5 and allows clinicians to bill for an
annual wellness visit concurrently with a prob-
lem-based visit—if, for example, a patient brings
up an acute concern. Roughly 40 percent of an-
nual wellness visit are co-billed.2

The annual wellness visit may present addi-
tional benefits that are particularly important
to practices participating in alternative payment
models such as accountable care organizations
(ACOs)—groups of providers incentivized to
provide high-quality care within a budget for a
defined set ofMedicare patients. In suchmodels,
and in pay-for-performance programs such as
the Merit-based Incentive Payment System, pri-
mary care visits are used to assign patients to
physiciansorpractices. The annualwellness visit
is an additional primary care visit that may im-
prove the stability of this beneficiary assign-
ment6,13 so that practices get “credit” for any pos-
itive impact of their care. Annual wellness visits
may improve stability through the visit itself as
well as through downstream effects of engaging
patients in their care, strengthening patient-
clinician relationships, and establishing clinical
plans that require subsequent encounters. Final-
ly, because ACOs earn shared-savings bonuses if
spending for their attributed patient popula-
tions is sufficiently below their risk-adjusted
financial benchmarks, practices might use well-
ness-oriented visits to attract younger, healthier
patients (particularly those whose risk scores
underpredict spending) or, conversely, to record
more diagnoses and thus increase their risk-
adjusted benchmarks. The impact of the visits
on the stability of beneficiary assignment and
on practices’ patient mix has thus far not been
assessed.
To better understand the factors underlying

practices’ ability and motivation to adopt these
new visits, we examined national claims for a
random 20 percent sample of fee-for-service
Medicare beneficiaries.We determined practice
characteristics associated with use of the annual
wellness visit in 2015. We then compared visit
adopters with nonadopters in the period 2008–
15, examining trends in visit rates and practice
revenue and using difference-in-differences
models to assess whether visit adoption was as-
sociated with greater stability of patient assign-
ment or a younger and healthier patient mix.

Study Data And Methods
Study Population We examined 2008–15 na-
tionalMedicare claims data for a random20 per-
cent sample of beneficiaries enrolled in fee-for-
service Medicare continuously or until death in
each year. Consistent with Medicare’s regula-
tions, beneficiaries were considered eligible
for an annual wellness visit if they had twelve
months of continuous prior enrollment (in the
first year of enrollment, beneficiaries are instead
eligible for a one-timeWelcome toMedicare pre-
ventive visit).1

Annual wellness visits were identified by
Healthcare Common Procedure Coding System
codes G0438 (initial annual wellness visit) and
G0439 (subsequent annual wellness visit). Prob-
lem-based (evaluation and management) visits
were identified using codes 99201–15 (appen-
dix III).5

Assigning Beneficiaries To Practices We
identified practices using taxpayer identification
numbers (TINs).13,14 We attributed each benefi-
ciary to a practice based on the TIN that ac-
counted for more of the person’s office visits
with a primary care physician (defined by having
a specialty in internal medicine, family medi-
cine, general practice, or geriatrics) than any
other TIN in a given year (appendix IV).5

Measures
▸ PRACTICES’ USE OF ANNUAL WELLNESS

VISITS: For each practice to which at least one
Medicarebeneficiarywas assigned,wemeasured
the percentage of beneficiaries eligible for an
annual wellness visit and attributed to the prac-
tice who received such a visit at that practice in a
given year.
▸ PRACTICE CHARACTERISTICS: We identified

setting (for example, metropolitan or rural),
practice site (hospital-based versus indepen-
dent), specialty mix (the percentage of a practic-
e’s physicians in a primary care specialty), num-
ber of primary care physicians in the practice,
and number of attributedMedicare beneficiaries
per primary care physician. To capture the pa-
tient population cared for by a practice, we mea-
sured the race (percentage nonwhite),10 Medic-
aid and Medicare dual-enrollment status, and
the medical risk (based on Hierarchical Condi-
tion Category risk score) of practices’ attributed
beneficiaries in 2015.We also assessed practices’
participation in the Medicare Shared Savings
Program or Pioneer ACO model through 2015
and, as ameasure of EHR capability, the percent-
age of each practice’s clinicianswhoparticipated
in Medicare’s EHR Incentive Program, which
started in 2011 (appendix VI).5

▸ POTENTIAL OUTCOMES OF ANNUAL WELL-

NESS VISIT ADOPTION: Asnotedabove, adoption
of the annual wellness visit could affect practice
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revenue, the stability of patient assignment, and
patient mix. Therefore, we measured the mean
number of primary care visits (annual wellness
visits and problem-based visits by primary care
physicians) received by attributed beneficiaries
at their assigned practices in a given year. For
this purpose, annualwellness visits concurrently
billed as problem-based visits were counted as
annual wellness visits alone (appendix VII).5 We
used standardized reimbursement rates to calcu-
late mean practice-level Medicare payments for
primary care visits (appendix exhibit 7),5 this
time using all allowable visit charges—including
co-billed annual wellness visits and problem-
based visits.We measured the stability of patient
assignment by calculating the percentage of ben-
eficiaries attributed to a given practice in any
year of a three-year period who remained attrib-
uted in all three years. Finally, we measured the
mean age and Hierarchical Condition Category
risk score ofMedicare beneficiaries attributed to
each practice in a given year.

Analyses We began by estimating the varia-
tion in the rate of annual wellness visits across
practices (appendix V).5 Next, we assessed prac-
tice characteristics associated with use of the
visits in 2015 through a series of univariate an-
alyses and then with a multivariable linear re-
gression model that adjusted for all practice
characteristics. The unit of analysis was the prac-
tice, and we weighted practices by their number
of attributed beneficiaries (appendix VIB).5

We created a patient-level logistic regression
model with practice fixed effects to determine
whether certain patient characteristics were as-
sociated with lower odds of receiving an annual
wellness visit within a given practice (appendix
IVB).5 We then created a second patient-level
logistic regression model that included both
practice and patient characteristics as predictors
of annual wellness visit receipt. This model al-
lowed us to interpret the relationship between
practicewidepatient characteristics (such as per-
centage of dual enrollees) and use of annual
wellness visits after controlling for individual
patient characteristics (appendix VIC–D).5

Trend And Difference-In-Differences An-
alyses For these analyses, we included all prac-
tices that were both present in claims data and
had at least ten Medicare beneficiaries through-
out 2008–15. We categorized practices as non-
adopters of the annualwellness visit (the control
group) if 0 percent of eligible beneficiaries re-
ceived such a visit in our data. Among the re-
maining practices, roughly half provided the vis-
its to more than 25 percent of their eligible
beneficiaries; we designated these practices as
adopters of the visits (the intervention group).
For adopters and nonadopters, we estimated

annual primary care visit rates and practice-level
primary care visit revenue, adjusting for patient
age, sex, Hierarchical Condition Category risk
score, and geographic location at the level of
the hospital referral region.
We then conducted a series of difference-in-

differences analyses to assess the impact of an-
nual wellness visit adoption on the stability of
patient assignment and patient mix (appendix
VIII).5 The difference-in-differences approach
adjusted for baseline differences between prac-
tices that did and those that did not adopt the
visit and thus isolated changes attributable to
adoption—under the assumption that differenc-
es would have remained constant over time in
the absence of adoption.We defined 2008–10 as
thepreperiod (before introductionof the annual
wellness visits) and 2013–15 as the post period
(after that introduction). For each outcome, we
compared how it changed from before to after
the visits’ introduction between adopters and
nonadopters. Differences were adjusted for pa-
tient characteristics (age, sex, Medicaid enroll-
ment, and risk score) and for geographic loca-
tion at the level of the hospital referral region.
Because these outcomes are particularly relevant
to ACOs, we repeated the analyses among prac-
tices with ACO status.
Reported p values were two-sided.We consid-

ered p < 0:05 to be significant. To perform the
analyses, we used SAS, version 7.12.
LimitationsOurworkhad several limitations.

First, there is no publicly available database of
US physician practices. Though we and others
have used TINs to define practices,13,14 we ac-
knowledge that they do not represent a consis-
tent level of organization: Multiple practices
within a larger health system may use a single
TIN tobill their services,while inotherpractices,
physicians may use individual TINs.
Second, using Medicare claims, we underesti-

mated the number of annual wellness visits per-
formed by nonphysicians since they are often
billed under a physician’s identifier. Third, we
couldnot distinguishbetweenpart- and full-time
physicians.
Fourth, we could not determine whether ben-

eficiaries received a preventive visit through em-
ployer-based or supplemental insurance. Fifth,
we did not evaluate annual wellness visits per-
formed at federally qualified health centers, be-
cause these practices use separate billing codes
under Medicare Part A that are not organized
by TINs.
Sixth, though we adjusted our difference-in-

differences analyses for geographic and patient
characteristics, our results may be biased by un-
measured confounders or trends that differen-
tially affected adopting and nonadopting prac-
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tices. For example, adopting practices may have
been more involved in payment reform efforts
that started around the same time as annual
wellness visits, such as Medicare’s Comprehen-
sive Primary Care initiative (though such initia-
tives often involve nomore than several hundred
practices). Therefore, we could not attribute a
differential change in assignment stability or pa-
tient mix to the adoption of annual wellness
visits alone.
Finally,we focusedonpractice-level predictors

and drivers of annual wellness visit adoption,
and did not assess the impact of these visits on
the quality of care and patient outcomes. This
will be an important focus for future work.

Study Results
In 2015, 18.8 percent of all eligible beneficiaries
(N ¼ 6,186,679) received an annual wellness
visit. Among these recipients, only 2.8 percent
hadnoother visits that year.Whenwe limitedour
analyses to the 4,407,239 beneficiaries who
could be assigned to a practice, we found that
24.8 percent received an annual wellness visit in
2015. Within this group, 90.6 percent received
the visit at their assigned practice, and 79.7 per-
cent received it from their attributed primary
care provider.5

Among all annual wellness visits provided in
2015, 92.0 percent were done by physicians, and
89.2 percent by primary care physicians. Six per-
centwereperformedby anurse practitioner, and
1.9 percent by a physician assistant. Nearly half
(44.6 percent) of the visits were billed concur-
rently with a problem-based visit.
Among the 50,591 practices we examined in

2015, the mean practice rate of annual wellness
visits was 17.4 percent (standard deviation:
26.1 percent). Variation inuse of the visits across
practiceswas similarwhenwe estimatedpractice
variation net of sampling error (SD: 25.1 per-
cent) (see appendix V for details).5

In 2015, 51.2 percent (25,912) of the practices
in our sample were nonadopters of the annual
wellness visit, while 23.1 percent (11,699) were
adopters. Adopting practices were clustered in
urban areas and in the Northeast (see map in
appendix exhibit 10).5

Practice Characteristics Several practice
characteristics were associated with the use of
annual wellness visits (exhibit 1 and appendix
exhibit 3).5 We found lower rates of the visits
among rural practices than those in other set-
tings (for example, 8.1 percent versus 24.4 per-
cent among metropolitan practices), those
caring for patients with high medical risk
(18.2 percent versus 23.0 percent), and those
with higher rates of Medicaid enrollment

(17.0 percent versus 26.5).
While a greater number of primary care physi-

cians in a practice was not associated with the
rate of annual wellness visits (appendix VI),5

practices with more Medicare beneficiaries per
primary care physician had higher rates than
those with fewer beneficiaries per physician
(26.8 percent versus 8.8 percent). Hospital-
based practices were less likely than indepen-
dent ones to provide annual wellness visits
(9.8 percent versus 24.9 percent). Practices with
smaller percentages of physicians in primary
care were also less likely to provide annual well-
ness visits: 14.3 percent of practices with fewer
than 25 percent of primary care physicians pro-
vided them, versus 23.7 percent of practices with
at least 75 percent of such physicians.
Finally, practices with EHR capability were

more likely to provide the visits than other prac-
tices (26.0 percent of practices with at least
50 percent participation in the Medicare EHR
Incentive Program versus 15.0 percent of prac-
tices with lower participation). And those partic-
ipating in an ACO had higher rates of annual
wellness visits than other practices (30.3 percent
versus 20.1 percent).
The associations between these practice char-

acteristics and visit rates remained consistent
and significant in our multivariable analysis.
Within practices, patients with dual enroll-

ment (odds ratio: 0.64), nonwhite race (OR:
0.95), and higher medical risk (OR: 0.77) were
less likely to receive an annual wellness visit,
compared to other patients in the same practice
(appendix exhibit 4).5 When these patient char-
acteristics were controlled for, patients attribut-
ed to practices disproportionately serving non-
white or dually enrolled beneficiaries still had
lower odds of getting an annual wellness visit
than patients at other practices (appendix ex-
hibit 5).5

Visit Rates, Revenue, Assignment Stabili-
ty, And Patient Mix We saw similar trends in
numbers of primary care visits per attributed
beneficiary over the study period among practic-
es that adopted the annual wellness visit and
those that did not (exhibit 2). The results were
comparable when we counted co-billed annual
wellness visits as two separate visits (data not
shown). Beneficiaries attributed to adopting
practices had fewer visits throughout the study
period but had a slightly larger percentage of
their primary care visits at their attributed prac-
tice than beneficiaries in nonadopting practices
(appendix exhibit 6).5

On average, practices that adopted the annual
wellness visit generatedgreater primary care rev-
enue and had an increase in revenue over the
study period, while nonadopters had a slight
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decline (exhibit 3).
Adopters had greater stability of patient as-

signment at baseline than nonadopters did
(68.6 percent versus 62.4 percent) and saw a
slower decrease in stability (declines of 1.0 per-
cent versus 4.8 percent) (exhibit 4).We observed
similar trends when we limited the sample to
practices participating in ACOs.
Finally, at baseline practices that adopted the

annual wellness visit had slightly older (age 74.2
versus 72.6) yet lower-risk beneficiaries (risk

score 1.16 versus 1.23). In both sets of practices
there was minimal change in mean beneficiary
age (no change versus a decline of 0.1 year, re-
spectively). Adopting practices had a slower rise
in average risk compared to nonadopters (0.02
versus 0.04). We saw similar results when we
limited the sample to practices that were in an
ACO (exhibit 4) and when we used lagged risk
scores to address the possibility that annual
wellness visits could be used to generate higher
Hierarchical Condition Category risk scores

Exhibit 1

Annual wellness visit use in 2015, by practice characteristics

Characteristic
Practices
(N= 50,591)

Annual wellness
visit rate (%)

Difference in annual wellness
visit use in adjusted modela (%)

Setting

Metropolitan 40,682 24.4 Ref
Micropolitan 5,315 17.7 −4.2****
Small town 1,725 11.7 −7.9****
Rural 2,869 8.1 −9.5****

Practice site

Hospital-based 4,346 9.8 Ref
Independent 44,917 24.9 9.1****

Specialty mix (% of physicians in primary care)

0–<25 1,579 14.3 Ref
25–<50 2,405 21.5 2.1***
50–<75 3,532 21.9 2.7****
75–100 43,075 23.7 6.1****

Medicare beneficiaries per primary care physician

0–<10 14,181 8.8 Ref
10–<100 34,827 22.9 7.5****
≥100 1,583 26.8 11.5****

Race (% of attributed patients who were nonwhite)

0–<10 24,728 24.2 Ref
10–<50 17,055 21.0 −3.1****
50–100 8,808 15.0 −2.8****

Medicaid enrollment (% of attributed patients)

0–<15 24,763 26.5 Ref
15–100 25,828 17.0 −2.9****

Medical risk of attributed patientsb

High 12,991 18.2 −3.0****
Low 37,600 23.0 Ref

ACO participation

No 42,878 20.1 Ref
Yes 7,713 30.3 7.8****

Medicare EHR Incentive Program participation (% of clinicians)

0–<50 27,244 15.0 Ref
50–100 23,347 26.0 6.4****

SOURCE Authors’ analysis of 20 percent Medicare claims data. NOTES All results were weighted by the number of Medicare
beneficiaries in the practice. ACO is accountable care organization. EHR is electronic health record. aWe built a multivariable
linear regression in which the outcome was practice-level annual wellness visit rate and the predictors included all characteristics
included in the exhibit as well as practice size (number of primary care physicians). We excluded 1,328 practices from the
multivariable analysis because they did not meet our definition criteria for practice site. bWe defined a practice as high risk if
the mean risk score of its attributed beneficiaries was greater than the seventy-fifth percentile among all fee-for-service
beneficiaries, as previously described in Chen LM, Epstein AM, Orav EJ, Filice CE, Samson LW, Joynt Maddox KE. Association of
practice-level social and medical risk with performance in the Medicare Physician Value-Based Payment Modifier Program. JAMA.
2017;318(5):453–61. ***p < 0:01 ****p < 0:001
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through documentation of more medical prob-
lems (appendix exhibit 9).5

Discussion
Medicare introduced the annual wellness visit in
2011 to promote preventive care and mitigate
health risks in aging adults. While it is not yet
clear if the visits improve patient outcomes,15,16

these goals cannot be achieved unless practices
are able and motivated to provide these visits in
the first place.We found that asof2015, useof the
visits variedwidely across practices:Half of prac-
tices did not provide any annual wellness visits,
while 23.1 percent of practices provided them to
at least a quarter of their eligible beneficiaries.
Visit rates were lower in practices that cared for
the historically underserved—namely, racial mi-
norities, those with dual enrollment, and those
living in more rural settings. Adopting practices
appeared to replace what were previously prob-
lem-based visits with annual wellness visits, and
these practices generated greater primary care
revenue than nonadopting practices. Adoption
of the annual wellness visit was associated with
improved stability of patient assignment and

Exhibit 2

Average number of primary care visits per attributed beneficiary per year in practices that adopted the Medicare annual
wellness visit and those that did not, by visit type, 2008–15

SOURCE Authors’ analysis of 20 percent Medicare claims data. NOTES “Adopters” (n ¼ 8,121) are practices that provided annual well-
ness visits to more than 25 percent of their eligible patients. “Nonadopters” (n ¼ 8,501) are practices that provided the visits to
0 percent of their eligible patients. We calculated primary care visits received at each practice per attributed beneficiary each year,
adjusting for beneficiary age, sex, Hierarchical Condition Category risk score, and hospital referral region. Annual wellness visits co-
billed with a problem-based visit were counted as one visit since they represented a single encounter.

Exhibit 3

Average annual primary care revenue for practices that adopted the annual wellness visit
and those that did not, 2008–15

SOURCE Authors’ analysis of 20 percent Medicare claims data. NOTES Adopters and nonadopters are
explained in the notes to exhibit 2, and sample sizes are given there. We used standardized Medicare
payments based on the 2015 physician fee schedule to calculate average practice-level Medicare
revenue for primary care visits, adjusting for beneficiary age, sex, Hierarchical Condition Category
risk score, and hospital referral region.
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modestly healthier patient mix as indicated by
Hierarchical Condition Category risk scores.
One of ourmost striking results was that while

underserved patients were less likely to receive
an annual wellness visit regardless of where they
sought care, practices in rural areas and those
caring for underserved and sicker populations
were less likely to provide such visits to any of
their patients—which suggests that these prac-
tices may face resource constraints or have
priorities that compete with adoption of the vis-
its.10–12,17 Rural practices that disproportionately
care for minority and low-income patients lag
in EHR adoption17 and are more likely to have
difficulty filling clinical positions,12 in addition
to facing other resource challenges.10 Clinicians
serving underserved populations have greater
workloads, which may make the adoption of a
new visit challenging.11

In parallel, both medically and socially com-
plex patients (as suggested by Hierarchical Con-
dition Category risk score and by Medicaid en-
rollment, respectively)may receive fewer annual
wellness visits regardless of the practice because
they place less value on prevention or have more
urgent issues precluding preventive care (partic-
ularly given the prescriptive nature of an annual
wellness visit).4,8,9 Dual enrollees, for example,
spend fewer of their visits each year on preven-
tive care thandopeoplewithprivate insuranceor
Medicare alone.18 Regardless of the mechanism,
and to the extent that annual wellness visits are
beneficial, these trends could worsen disparities
in prevention and health outcomes for under-
served patients.

Relatedly, ACOs and practices with higher
rates of participation in Medicare’s EHR Incen-
tive Program were more likely to use the annual
wellness visit—which reflects, for example, the
use of EHRs to facilitate visit documentation and
billing.3,6 As Medicare and other payers intro-
duce an array of innovation programs and alter-
native payment models,19 practices previously
engaged in such efforts may be more likely to
take on innovations in general.20 This finding
raises the possibility of widening gaps between
practices that engage in innovation programs
and those that do not.
We found that small and large practices had

similar rates of annual wellness visits (appen-
dix VI and appendix exhibit 3), while indepen-
dent practices were more likely to provide the
visit. This is notable because small physician-
owned practices tend to have fewer resources
such as staff and infrastructure to support quali-
ty improvement or other innovations.21,22 But
what smaller practices lack in resources, they
may compensate for in agility.21 While physician
extenders and electronic health records are like-
ly to be helpful, we surmise that adoption may
require no more than a single, determined cli-
nician.
Our results also support the notion that

specialist-oriented and hospital-based practices
that can profit through investing in inpatient or
specialty care may be less inclined to adopt an-
nual wellness visits. Conversely, practices with
more Medicare beneficiaries per primary care
physician and a larger fraction of primary care
physicians had higher rates of the visits, likely

Exhibit 4

Adjusted difference-in-differences analysis of practice outcomes associated with adoption of the annual wellness visit

AWV adopters
(n= 8,121)

AWV nonadopters
(n= 8,501)

Practice
outcome 2008–10 2013–15 2008–10 2013–15

Change in
adopters

Change in
nonadopters

Difference-in
differences

Stability of patient assignmenta (%)

All practices 68.6 67.6 62.4 57.6 −1.0 −4.8 3.8****
ACOs 68.7 67.8 62.0 55.6 −0.9 −6.4 5.5****

Mean patient ageb (years)

All practices 74.2 74.2 72.6 72.5 0.0 −0.1 0.1
ACOs 74.2 74.2 72.5 72.5 0.0 0.0 0.0

Mean Hierarchical Condition Category risk scoreb

All practices 1.16 1.18 1.23 1.27 0.02 0.04 −0.02****
ACOs 1.17 1.19 1.28 1.31 0.02 0.03 −0.01****

SOURCE Authors’ analysis. NOTES Adopters and nonadopters are explained in the notes to exhibit 2. There were 3,118 accountable care
organizations (ACOs). All analyses were adjusted for beneficiary age, sex, dual enrollment (Medicare and Medicaid) status, Hierarchical
Condition Category risk score, and geographic location at the level of the hospital referral region. Significance was assessed based on
the interaction of two terms: the post period (before implementation of the AWV) versus the pre period; and AWV adopter versus
nonadopter. aPercent of beneficiaries attributed to a given practice in any year of a period who were attributed for the entire period.
bCalculated using previous year’s claims for practice-attributed beneficiaries. ****p < 0:001
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reflecting a greater return on investment in
adopting them.
Consistent with trends observed in other na-

tionally representative data, we found that annu-
al visit rates among seniors dropped during this
period.18 Practices that adopted the annual well-
ness visit did not have a relative increase in visit
rates, even when counting co-billed annual well-
ness visits and problem-based visits as two visits.
This suggests that annual wellness visits primar-
ily replaced problem-based visits. Before 2011,
preventive care may have been provided during
problem-basedvisitswithoutbeingbilledas such
(fee-for-service Medicare did not previously cov-
er “physicals”).15Thismight also be explained by
a slightly healthier case-mix among practices
that adopted the annual wellness visit or by clini-
cians’ addressing problems during those visits
without concurrently billing for aproblem-based
visit.
Despite offering fewer visits, practices that

adopted the annual wellness visit generated
greater primary care visit revenue, saw greater
stability of patient assignment, and brought in
patients who were slightly healthier, on average.
While it is unclear whether these changes were
driven by the adoption itself or by other changes
implemented by adopters during the same peri-
od, it does point to some benefits for practices
that adopt the visit.
Medicare introduced the annual wellness visit

as part of broader efforts to bolster primary
care—a specialty that is relatively poorly reim-
bursed yet foundational to the US health care
system.19 We found that adopters had greater
revenue thannonadopters,which couldbepartly
explained by higher reimbursement rates for an-
nual wellness visits compared to problem-based
visits andby co-billing,whichwasmore common
among practices with high rates of annual well-
ness visits (data not shown). Notably, adopting
practices were receiving more Medicare revenue
than nonadopting practices even before annual
wellness visits were introduced, which likely re-
flects the greater numbers of attributed Medi-
care beneficiaries in adopting practices or differ-
ing practice styles. Our results do not include
revenue from tests and counseling that can ac-
company an annual wellness visit, and therefore
the results underestimate total gains.1,3

Stability of patient assignment differentially
improved among adopters, which cannot be ex-
plained by adopters providing more visits or by
annual wellness visits serving as the sole visit for
attribution: Only 2.8 percent of beneficiaries
who received such a visit in 2015 had no other
visits that year. One possible mechanism is
through annual wellness visits’ bolstering clini-
cian-patient relationships.23,24 In addition, most

recipients of an annualwellness visit got the visit
at their own practice and with their own primary
care physician. This partly dispels concerns
raised by physician groups about for-profit com-
panies’ offering the visit at community events
and therefore subverting the visit’s intended
benefits of promoting thedetection andmanage-
ment of health risks at patients’ usual source of
care.25,26 In future work, it will be important to
study how annual wellness visits affect continui-
ty of care as well as the use of both appropriate
and inappropriate preventive services.

Policy Implications
Adoptionof the annualwellness visitmaybenefit
practices financially, yet half of themaremissing
out on these benefits—particularly practices that
disproportionately care formedically and social-
ly complex patients. How should these gaps be
addressed? While annual wellness visit require-
ments serve to remind clinicians of evidence-
based screenings and discussions, the complex
requirements may be a greater challenge when
treating underserved populations.1,3,4 Medicare
could consider a less prescriptive form of the
visit or even a new annual wellness visit to be
used with medically and socially complex pa-
tients. Medicare could also extend programs
such as Comprehensive Primary Care Plus, in
which primary care practices are compensated
for caring for complex patients outside of tradi-
tional visits.
Policy makers could encourage annual well-

ness visits led by nurses or pharmacists within
the context of a team-based care model,3,7,23 the
use of shared resources to build information
technology capacity,22 and other financial or op-
erational support to promote the uptake of an-
nual wellness visits. As an example, Aledade,
Inc., uses a web-based platform with automated
work lists and on-the-ground training to help
small physician practices identify and reach
out to beneficiaries eligible for an annual well-
ness visit.6 In addition, patient incentivesmay be
particularly meaningful to low-income benefi-
ciaries. Under the Next Generation ACO model,
Medicare just introduced a $25 patient engage-
ment incentive paid directly to beneficiaries
upon receiving their annual wellness visit, and
this approach could be expanded if it is suc-
cessful.27

Conclusion
We found wide practice-level variation in the
adoption of Medicare’s annual wellness visit.
While practices caring for the underserved had
lower rates of such visits, adopting practices saw
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increased revenue and greater stability of patient
assignment. For these gains to be shared more
equitably, policy makers might encourage the

use of annual wellness visits through mecha-
nisms adapted to underserved populations and
the practices that serve them. ▪
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Health (Grant No. P01 AG032952).

NOTES

1 Centers for Medicare and Medicaid
Services. The ABCs of the annual
wellness visit (AWV) [Internet].
Baltimore (MD): CMS; 2017 Apr
[cited 2017 Dec 5]. Available from:
https://www.cms.gov/Outreach-
and-Education/Medicare-Learning-
Network-MLN/MLNProducts/
downloads/AWV_chart_ICN905
706.pdf

2 Ganguli I, Souza J, McWilliams JM,
Mehrotra A. Trends in use of the US
Medicare annual wellness visit,
2011–2014. JAMA. 2017;317(21):
2233–5.

3 Cuenca AE.MakingMedicare annual
wellness visits work in practice. Fam
Pract Manag. 2012;19(5):11–6.

4 Beran MS, Craft C. Medicare annual
wellness visits. Understanding the
patient and physician perspective.
Minn Med. 2015;98(3):38–41.

5 To access the appendix, click on the
Details tab of the article online.

6 Powers BW, Mostashari F, Maxson
E, Lynch K, Navathe AS. Engaging
small independent practices in
value-based payment: building
Aledade’s Medicare ACOs. Healthc
(Amst). 2017 Jun 23. [Epub ahead
of print].

7 Thomas MH, Goode JV. Develop-
ment and implementation of a
pharmacist-delivered Medicare an-
nual wellness visit at a family prac-
tice office. J Am Pharm Assoc
(2003). 2014;54(4):427–34.

8 Fiscella K, Epstein RM. So much to
do, so little time: care for the socially
disadvantaged and the 15-minute
visit. Arch Intern Med. 2008;
168(17):1843–52.

9 Fox MH, Reichard A. Disability,
health, and multiple chronic condi-
tions among people eligible for both
Medicare and Medicaid, 2005–2010.
Prev Chronic Dis. 2013;10:E157.

10 Lewis VA, Fraze T, Fisher ES,
Shortell SM, Colla CH. ACOs serving
high proportions of racial and ethnic
minorities lag in quality perfor-
mance. Health Aff (Millwood). 2017;
36(1):57–66.

11 Muldoon L, Rayner J, Dahrouge S.
Patient poverty and workload in
primary care: study of prescription
drug benefit recipients in commu-
nity health centres. Can Fam Physi-
cian. 2013;59(4):384–90.

12 Rosenblatt RA, Andrilla CHA, Curtin

T, Hart LG. Shortages of medical
personnel at community health
centers: implications for planned
expansion. JAMA. 2006;295(9):
1042–9.

13 McWilliams JM, Chernew ME,
Dalton JB, Landon BE. Outpatient
care patterns and organizational
accountability in Medicare. JAMA
Intern Med. 2014;174(6):938–45.

14 Roberts ET,Mehrotra A,McWilliams
JM. High-price and low-price physi-
cian practices do not differ signifi-
cantly on care quality or efficiency.
Health Aff (Millwood). 2017;36(5):
855–64.

15 Chung S, Lesser LI, Lauderdale DS,
Johns NE, Palaniappan LP, Luft HS.
Medicare annual preventive care
visits: use increased among fee-for-
service patients, but many do not
participate. Health Aff (Millwood).
2015;34(1):11–20.

16 Jensen GA, Salloum RG, Hu J,
Ferdows NB, Tarraf W. A slow start:
use of preventive services among
seniors following the Affordable
Care Act’s enhancement of Medicare
benefits in the U.S. Prev Med.
2015;76:37–42.

17 DesRoches CM,Worzala C, Joshi MS,
Kralovec PD, Jha AK. Small, non-
teaching, and rural hospitals con-
tinue to be slow in adopting elec-
tronic health record systems. Health
Aff (Millwood). 2012;31(5):1092–9.

18 National Center for Health Statistics.
NAMCS and NHAMCS web tables:
2008–2014 state and national sum-
mary tables [Internet]. Hyattsville
(MD): NCHS; [last updated 2017 Apr
24; cited 2017 Dec 6]. Available
from: https://www.cdc.gov/nchs/
ahcd/web_tables.htm

19 Davis K, Abrams M, Stremikis K.
How the Affordable Care Act will
strengthen the nation’s primary care
foundation. J Gen Intern Med. 2011;
26(10):1201–3.

20 Markovitz AA, Ramsay PP, Shortell
SM, Ryan AM. Financial incentives
and physician practice participation
in Medicare’s value-based reforms.
Health Serv Res. 2017 Jul 26. [Epub
ahead of print].

21 Casalino LP, Pesko MF, Ryan AM,
Mendelsohn JL, Copeland KR,
Ramsay PP, et al. Small primary care
physician practices have low rates of
preventable hospital admissions.

Health Aff (Millwood). 2014;33(9):
1680–8.

22 Fryer A-K, Doty MM, Audet A-MJ.
Sharing resources: opportunities for
smaller primary care practices to
increase their capacity for patient
care. Findings from the 2009 Com-
monwealth Fund International
Health Policy Survey of Primary Care
Physicians [Internet]. New York
(NY): Commonwealth Fund; 2011
Mar [cited 2017 Dec 6]. (Issue Brief).
Available from: http://www
.commonwealthfund.org/~/media/
files/publications/issue-brief/2011/
mar/1489_fryer_sharing_
resources_smaller_primary_
care_practices_ib_v2.pdf

23 Goroll AH. Toward trusting thera-
peutic relationships—in favor of the
annual physical. N Engl J Med. 2015;
373(16):1487–9.

24 Schonberg M. In defense of Medi-
care’s annual wellness exam. Stat
[serial on the Internet]. 2017 Jun 23
[cited 2017 Dec 6]. Available from:
https://www.statnews.com/2017/
06/23/medicare-annual-wellness-
exam-doctors/

25 American Medical Association,
American Academy of Family Physi-
cians, American College of Osteo-
pathic Family Physicians, American
College of Osteopathic Internists,
American College of Physicians,
American Osteopathic Association,
et al. Joint Letter to Andrew Slavitt
[Internet]. Chicago (IL): AMA; 2015
Apr 30 [cited 2017 Dec 6]. Available
from: http://www.aafp.org/dam/
AAFP/documents/advocacy/
coverage/aca/LT-CMS-AWV-043015
.pdf

26 Clark C. For-profit companies seek,
and get, Medicare “Wellness” $$.
MedPage Today [serial on the In-
ternet]. 2015 Sep 8 [cited 2017 Dec
16. Available from: https://www
.medpagetoday.com/primarycare/
geriatrics/53443

27 Center for Medicare and Medicaid
Innovation. Next Generation ACO
Model: benefit enhancements [In-
ternet]. Baltimore (MD): CMS; 2017
Mar 28 [cited 2017 Dec 6]. Available
from: https://innovation.cms.gov/
Files/slides/nextgenaco-benefits
enhancements-slides.pdf

February 2018 37 :2 Health Affairs 291
Downloaded from HealthAffairs.org on August 24, 2023.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.


