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Advisory Committee on 
Primary Care 

Agenda 
Thursday, April 23, 2026 

2–4 p.m. 
Hybrid Teams and in-person meeting 

 

 

 

Members 

☐ Judy Zerzan-Thul, Chair ☐ Shannon Fitzgerald ☐ Mandy Stahre 

☐ Jonathan Staloff, Co-Chair ☐ Chandra Hicks ☐ Ginny Weir 

☐ Kristal Albrecht ☐ Elizabeth Hutchinson ☐ Shawn West 

☐ Sharon Brown ☐ Gregory Marchand ☐ Staici West 

☐ Tony Butruille ☐ 

☐ 

Lan H. Nguyen ☐ Maddy Wiley 

☐ Michele Causley ☐ Katina Rue ☐  

Time Agenda items  Tab Lead 

2:00–2:05 

(5 min) 

Welcome, roll call, introductions, 

and agenda review 

1 Dr. Judy Zerzan-Thul, Committee Chair, Medical 

Director, Health Care Authority (HCA) 

2:05–2:10 

(5 min) 

Review of previous meeting 

minutes 

2 Dr. Judy Zerzan-Thul 

2:10–2:15 

(5 min) 

Public comment 3 Rachelle Bogue, Cost & Transparency Manager, HCA 

2:15–2:30 

(15 min) 
• Cost Board updates (March 25 

meeting) 

• Announcements 

4 Dr. Judy Zerzan-Thul 

2:30–2:55 

(25 min) 

Cost Board 2026 priorities for 

policy action: Market oversight & 

primary care and discussion 

5 Rachelle Bogue 

Jennifer Scott, Senior Health Policy Analyst, HCA 

2:55–3:15 

(20 min) 

Primary care access, utilization, 

and spending 

6 Ross McCool, Cost Board Data Analyst  

Harrison Fontaine, Senior Health Policy Analyst 

3:15–3:35 

(20 min) 

Workforce development 7 Meghan Regis, Workforce Innovation & Alignment 

Manager, HCA 

3:35–3:55 

(20 min) 

Discussion 8 Dr. Judy Zerzan-Thul 

3:55–4:00 

(25 min) 

Next steps 

Wrap-up and adjourn 

 Dr. Judy Zerzan-Thul 





Tab 2



 

Advisory Committee on Primary Care meeting summary  

June 26, 2024 

 
Page | 1 

Health Care Cost Transparency Board’s   

Advisory Committee on Primary Care meeting summary  
August 28, 2025 
Virtual meeting held electronically (Zoom) and in person at the Health Care Authority (HCA) 

2–4 p.m. 

Note: this meeting was video recorded in its entirety. The recording and all materials provided to and 

considered by the committee is available on the Advisory Committee on Primary Care’s webpage. 

Members present 
Judy Zerzan-Thul, Chair 

Kristal Albrecht 

Tony Butruille  
Michele Causley 

Lan Nguyen 

Katina Rue 

Mandy Stahre 

Jonathan Staloff  

Ginny Weir (joined late)  

Maddy Wiley 

Members absent 
Sharon Brown  

Tracy Corgiat 

Chandra Hicks 

Gregory Marchand 

Sarah Stokes  

Shawn West 

Staici West  

 

Former members (no longer with advisory committee since last meeting)  
David Di’Guissepe  

D.C. Dugdale 

Sharon Eloranta 

Linda Van Hoff - resigned (replaced by Shannon Fitzgerald)  

D.C. Dugdale 

Meg Jones 

 

https://www.hca.wa.gov/about-hca/who-we-are/advisory-committee-primary-care
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Call to order 
Chair Dr. Judy Zerzan-Thul called the meeting of the Advisory Committee on Primary Care (committee) to order 

at 2:05 p.m.  

Agenda items 
Welcoming remarks 
Chair Dr. Judy Zerzan-Thul welcomed committee members, performed the roll call, and provided an overview of 

the meeting agenda. 

Meeting summary review from the previous meeting 
Members present voted by consensus to adopt the June 26, 2024, meeting summary without changes.  

Public comment 
Rachelle Bogue, Cost & Transparency Manager, Health Care Authority (HCA) called for comments from the 

public. There were no public comments.  

Overview of Primary Care Expenditure in Washington State 
Jingping Xing, Cost & Quality Analytics Manager, HCA  

Staff presented updated data on primary care spending trends in Washington, including the current ratio of total 

health care spending devoted to primary care, progress toward the 12% target, and variation across payers and 

provider types. The discussion also highlighted differences between the previous and updated definitions of 

primary care spending adopted in 2023, which now accounts for service type, provider type, and care setting. 

Overall, primary care spending declined slightly as a share of total expenditures in the most recent year, 

consistent with national patterns, and remains well below the state’s 12% target, underscoring the ongoing 

imbalance between primary and specialty care. 

 

Updates on passing of SB 5084 (Office of the Insurance 
Commissioner)  
Nico Janssen, Senior Health Policy Analyst, Office of the Insurance Commissioner (OIC) & Rocky Patterson II, 

ASA, Actuary, OIC  

Staff provided an update on the passage and implementation of SB 5084, which expands the role of the 

Washington State OIC in measuring and reporting primary care spending. The law directs OIC to produce an 

annual report on primary care expenditures across payers using a standardized methodology and expanded 

data collection that includes both claims and non-claims spending. Rulemaking is underway, and the first report 

is expected in July 2026. Committee members emphasized the importance of capturing non-claims investments 

such as care coordination and infrastructure, ensuring consistency across payers, and using the data to inform 

policy and track progress toward the state’s 12% target. Overall, the bill was viewed as an important step in 

improving transparency and alignment across the system. 

 

Policies and Strategies to Reach the 12% Target 
The committee discussed a range of policy options and strategies to help move the state toward its goal of 

investing 12% of total health care spending in primary care. Members noted that primary care continues to be 

underfunded relative to its role in improving health outcomes and managing costs. They also highlighted 

ongoing workforce challenges, particularly in recruiting and retaining primary care providers, as a significant 

barrier to expanding capacity. The group discussed how fee-for-service payment models may limit investment in 

prevention and care coordination and emphasized the need to accelerate the shift toward alternative payment 
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approaches. In addition, members pointed to the importance of better alignment across payers to create 

consistent incentives, as well as the need to improve patient access to and engagement with primary care 

services. 

Data & Reporting Enhancements 
SB 5084 implementation will complement ongoing data work.   

The forthcoming OIC report (anticipated July, 2026) will provide a more complete picture of total primary care 

investment (using the new primary care definition) and improve transparency and accountability.  

 

Vote on recommendation package for submission to Cost Board 
Chair Zerzan-Thul held a final vote for the total package of 2 recommendations and 5 endorsements of efforts by 

other organizations. The package was passed unanimously.  

Recommendations Approved: 

▪ Increase primary care spending by 1% annually  

▪ Maintain and enhance Medicaid reimbursement  

▪ Advance alternative payment models  

▪ Support primary care workforce development  

▪ Strengthen multi-payer alignment  

▪ Enhance patient engagement and access  

▪ Continue data development and interagency coordination 

 

Primary Care Committee wrap up for 2025 & next steps 
Chair Dr. Judy Zerzan-Thul, Medical Director, HCA 

With the recommendations and endorsements approved, the committee has completed its work for the year. 

Staff will circulate the finalized language to confirm member agreement before advancing the package to the 

Cost Board and will incorporate the approved recommendations into the Annual Legislative Report. 

Next Meeting of Advisory Committee on Primary Care 
The 2026 meeting calendar is currently being planned. Anticipated that the next committee meeting will be held 

around August 2026 or sooner based on the Cost Board’s needs from this committee. Future meeting dates will 

be shared with the committee as the 2026 calendar is finalized.  

Adjournment 
Meeting adjourned at 3:54 p.m. 



Tab 3



Public comment



Microsoft Teams meeting tools
Available tools are in the right-hand corner of your meeting window.

Webcam / Camera
Off
On

Mute / Unmute
Muted
Unmuted

Raise hand
Lowered
Raised

Note: You will be highlighted for the host 
when hand is raised.
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Cost Board Report Out

From 3.25.26 Stakeholder Advisory 
Committee Meeting 



Cost Growth Driver Analysis

2017–2024



Building on data workstreams

The performance against the benchmark 
analysis helps us track total health care 
spending and high-level trends over time.

To identify key contributors to spending 
growth, we utilize a cost driver analysis. 
Further analysis of these contributors can 
identify opportunities to reduce spending 
growth.

Examining granular claims data in the WA-
APCD provides information on price, 
utilization, regional trends, demographics, 
etc.

Performance 

against 

benchmark

Total spending 

trends and 

performance 

against the 

benchmark

Data sources:

WA Health Care 

Cost Transparency 

Board data calls

Cost driver 

analysis/cost 

experience

Assessment of 

key drivers of 

spending 

growth.

Data sources:

Washington All 

Payer Claims 

Database

 (WA-APCD)



Contributors to PMPM Growth, 2017–2024

Over 2017-2024, overall claims 
spending PMPM grew by 64%, with 
variation by market growth ranging 
from 38% (Medicare Advantage; MA) 
to 58% (commercial).

Overall growth rates are affected by 
shifts in market enrollment.

Across markets, leading contributors 
to growth are retail pharmacy and 
other medical (other claims).

Additionally, outpatient significantly 
contributed to growth in the 
commercial & MA markets while 
inpatient contributed in the 
Medicaid market. 

Data source: WA APCD; Overall excludes Medicare FFS



Contributors to PMPM Growth, 2023–2024

Overall growth from 2023-2024 
was driven by:

Outpatient, other claims and 
inpatient. 

Shifts in market enrollment 

Commercial had large 
contributions to growth from 
outpatient, retail pharmacy, and 
other medical.

Medicaid’s contributors to growth 
were atypical but Medicaid also 
saw a decrease in membership.

Medicare Advantage had large 
contributions to growth from 
outpatient, other medical, and 
inpatient

Data source: WA APCD; Overall excludes Medicare FFS



Key Takeaways: Cost Driver Analysis (2017–
2024)

Across markets, key contributors to growth are outpatient, retail 
pharmacy, and other medical.

Pharmacy growth is heavily price/intensity driven, while other 
categories are split between utilization and price/intensity.



Primary Care

Health Care Cost Transparency Board

March 25, 2026

• Increasing Primary Care Expenditures 

• Workforce Development



Recommended focus from prior 
recommendations



Primary care expenditures by market, 2020-2023 

The Legislature set 
a target of 12% for 
primary care 
spending (claims 
and non-claims)

Data here captures 
only claims-based 
primary care 
spending

The recent update 
to the primary care 
definition yielded a 
drop in both 
spending and 
overall proportion 
of total medical 
expense (TME)

9 Data source: Cost Board data call



Primary care spending compared to other states, 
2022

Differing PC definitions and 
targets contribute to the wide 
spread of PC as a proportion 
of TME

Additionally, not all states 
publish PC for State & all 
markets, so we can compare 
WA with only 3 states

10 Source: Washington HCCTB data call, Oregon Health Authority, 

Connecticut Office of Health Strategy, Massachusetts CHIA

https://www.hca.wa.gov/about-hca/who-we-are/health-care-cost-transparency/call-benchmark-data
https://www.oregon.gov/oha/HPA/ANALYTICS/APAC%20Page%20Docs/2024-PCSR-executive-summary.pdf
https://portal.ct.gov/ohs/services/data-and-reports/publications-and-reports?language=en_US
https://www.chiamass.gov/primary-care-and-behavioral-health-care-pcbh-expenditures


Persistent barriers

Not enough attention on primary care
Specialty and hospital care drive spending growth

Underinvestment in prevention and chronic care management

Access and affordability
Rising premiums and cost-sharing increase out-of-pocket costs for 
patients

Workforce shortages can make primary care inaccessible, especially in 
rural areas

Fragmented payment structures



Increasing spending ratio, not total 
spending

We are not trying to:
 Increase total health care spending

We are trying to:
 Rebalance system investment
 Strengthen preventive systems that address the root causes of illness (social 

determinants of health) rather than just treating symptoms
 Improve access & workforce stability
 Slow reactive care spending growth (emergency, acute, or chronic disease 

management)
 Improve patient affordability



Topic 2: Workforce Development

Projected primary care shortages nationally

Aging workforce & retirement trends

Burnout and panel size compression, fewer graduates

Growing demand for providers (aging population, chronic 
diseases)

Quiet majorities in the workforce now are women and non-U.S. 
citizens 

Structural barriers and federal changes will cause risks to the workforce 
pipeline 



Discussion questions for the Board 

Workforce development: 

What workforce levers can we control at a state level? 
How vulnerable is WA to IMG pipeline disruptions?

What evidence-based strategies are feasible in 1–3 years?
What opportunities exist in WA 

What additional information or data analysis would be most helpful 
for the Board as we begin exploring potential policy options in future 
meetings?



Market Oversight

Health Care Cost Transparency Board

March 25, 2026



Washington’s Current Authority

Washington currently has limited authority and data visibility to 
comprehensively monitor health care market activity. 

In contrast, peer states such as California and Oregon have 
developed more robust market oversight frameworks that 
provide greater transparency and policy insight.



Oregon’s Health Care Market Oversight 

(HCMO) Program 

Presentation to 

Washington’s Health Care Cost Transparency Board

March 25, 2026
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Through the Health Care 

Market Oversight (HCMO) 

program, OHA reviews 

proposed heath care 

business deals to make 

sure they support statewide 

goals related to cost, equity, 

access, and quality.

Promote transparency

HCMO aims to..

Support statewide 

priorities

Monitor and study  

impacts
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Why was the HCMO program created?

• The Oregon legislature created the HCMO 

program to regulate and monitor health care 

consolidation and ensure that transactions 

support Oregon’s goals of health equity, 

lower costs, increased access, and better 

care. 

• This legislation was in response to concerns 

raised by unions, patient advocacy groups, 

and other public-interest organizations. 

Concerns:

• Increased health care costs 

• Reduced access to services 

(especially in rural areas) 

• Access to reproductive, gender-

affirming, and end-of-life care 

• Increased private equity ownership 

19
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Oregon has one of the strongest market oversight 
programs in the nation.

The Source on Healthcare Price & Competition, Market Consolidation National Trends

All proposed health care business 

deals that meet criteria must file a 

notice with OHA. 

For each proposed deal, OHA 

may:

• Approve

• Approve with conditions

• Disapprove
Several states have proposed or pending 2026 

market oversight legislature not captured here.

https://sourceonhealthcare.org/market-consolidation/


21

Why health care market oversight matters

Affordability 

• When health care companies combine, 

prices generally increase (due to 

increased market power) 

• Some transactions may result in cost 

savings for companies, but they aren’t 

necessarily passed on to patients 

• Price increases impact the broader 

economy through lower wages and 

fewer jobs 

Access, Quality, Equity 

• Consolidation may impact access to 

care or lead to worse quality 

• Consolidation may worsen health 

inequities

21

*references available on final slide
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Guiding Principles: when reviewing material change 
transactions, OHA shall…  

• Focus on improving the health of people living 

in Oregon 

• Focus on maintaining and improving access 

to equitable care and working towards OHA’s 

2030 goal to eliminate health inequities 

• Ground analyses in:

• the impact to health equity 

• the impact to equitable access to care, specifically 

essential services 

• the impact to health care quality and costs to 

consumers, patients, employers, and other 

purchasers

• Focus on ensuring entities’ accountability to 

the community 

• Meaningfully engage the public in a robust 

and transparent process. 

• Use resources wisely and ensure the 

sustainability of the program.

• Collaborate with DCBS, DOJ, and other 

state agency programs as applicable.

22
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2025 & 2026 

Trends in Oregon

Trends in consolidation

23

Past HCMO transactions have 

involved a range of industries: 

048 The Oregon Clinic – Northwest

Gastroenterology Clinic

061 Asante - Surgery Center of Southern

Oregon

063 AmSurg - Ascension

Ambulatory Surgery Centers

048 The Oregon Clinic – Northwest 

Gastroenterology Clinic *- In progress 

061 Asante - Surgery Center of Southern 

Oregon- In progress

063 AmSurg - Ascension -In progress

*Both entities operate ASCs, but their 

business is not solely focused on ASCs

047 Dispatch-Medically home

050 Act II-VaxCare

057 Better Life Health-Thirty Madison

Digital Health

047 Dispatch-Medically home- Approved

050 Act II-VaxCare- Approved

057 Better Life Health-Thirty Madison- 

Approved

043 Providence-Compassus

044 Willamette Valley Hospice-Chapters

068 Brighton Hospice – Court Square

Capital Partners

014 United Health

Group-Amedisys

Home Health & Hospice

043 Providence-Compassus- In progress

044 Willamette Valley Hospice-Chapters-

Approved with conditions

068 Brighton Hospice – Court Square 

Capital Partners - In progress

OHA also resumed its previously 

suspended review of 014 United Health 

Group-Amedisys after the federal antitrust 

lawsuit reached a settlement.  

16 with hospice or home health

11 with hospitals or health systems

14 with private equity firms

10 with insurance companies

10 with pharmacies or PBMs

8 with provider groups

https://www.oregon.gov/oha/HPA/HP/Pages/048-TOC-NWGI.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/048-TOC-NWGI.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/061-Asante-SCSO.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/061-Asante-SCSO.aspx
https://about.ascension.org/news/2025/06/ascension-enters-into-an-agreement-to-acquire-amsurg
https://www.oregon.gov/oha/HPA/HP/Pages/047-DispatchHealth-MedicallyHome.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/050-ActII-VaxCare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/057-betterlife-thirtymadison.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/043-Providence-Compassus.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/044-WVH-Chapters.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/068-Brighton-Courtsquare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/068-Brighton-Courtsquare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/014-United-Amedisys.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/014-United-Amedisys.aspx


Announcements



Universal Primary Care Proposal Overview

Design a model for universal primary care (UPC)

Primary care is offered to all Washington residents as a non-insurance 

benefit (carved out of the health insurance system)

Consumer health insurance wraps around and coordinates with PC 

providers to cover other services

Build on evidence-based PC models, (e.g., UW AIMS Center 

Collaborative Care model) 

Care is delivered by an interdisciplinary care team integrating 

behavioral health, advanced PC, and care coordination.  

Single set of quality measures

Clinicians make decisions about services and patient care



Proposal overview

Capitated provider payments from some form of “primary care 
trust fund” to bring predictable revenue to PC practices

Consideration of attribution methodology, risk adjustment and 
need for transitional steps 

Tune in to the Universal Health Care Commission meeting 
April 30th 2-5pm to learn more
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Cost Board 2026 Priorities for 
Policy Action 

Advisory Committee on Primary Care

April 23, 2026

Market Oversight & Primary Care 



Cost Board 2026 priorities for policy action 

Issue: Increasingly consolidated 

health care market

Issue: Increasing prices & utilization Issue: Primary care/specialty care 

imbalance 

Strategy: Enhance market transparency 

and oversight mechanisms

Ownership transparency

Transaction review

Regulatory

Strategy: Slow spending growth

Transparency

Limit price growth

Understand cost drivers

Strategy: Invest in primary care to 

increase utilization

Understand & monitor current state

Increase reimbursement

Multi-payer alignment



Background & understanding the core 
problem (how it relates to affordability)

Washington’s health system faces:
1. Specialty- and hospital-driven spending growth

2. Rising premiums and cost-sharing

3. Workforce shortages in primary care

4. Underinvestment in prevention & chronic care management

5. Fragmented payment structures

Primary care currently represents a relatively small share of total 
health spending, despite being foundational to population health



Legislative directive     

In 2022, the Legislature directed the Health Care Cost 
Transparency Board (Cost Board) to

Define and measure primary care spending in Washington

Develop recommendations for achieving Washington’s target of 
increasing primary care expenditures to 12 percent of total health 
care expenditures



Increasing primary care expenditures   

Implementing High-Quality Primary Care: A Policy Menu for 
States

National Academy for State Health Policy (NASHP), September 2025

1. Make and Keep Primary Care a Top Policy Priority

2. Pay Primary Care More and Differently

3. Make it Easier for People to Access Their Primary Care Clinician

4. Expand and Support the Current and Future Primary Care Workforce

5. Build Provider Capacity to Provide Patient-Centered, Whole Person Care

https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/


Cost Board priorities are interconnected
Addressing the imbalance in spending between PC 
and higher cost services mitigates expenditure 
growth: 

PC lowers the rate of hospitalizations and ED 
visits

Continuity of primary care reduces health care costs

Primary care practices are highly consolidated

Consolidation leads to increased prices in PC

Consolidation may lead to reduced PC visits 
according to one study published in Health 
Economics. 

Health Care 

Consolidation

Primary Care

Price Growth

Sources:

Zhang J, Chen Y, Einav L, Levin J, Bhattacharya J. Consolidation of primary care physicians and its impact on healthcare utilization. Health Econ. 2021 Jun;30(6):1361-1373. doi: 10.1002/hec.4257. Epub 2021 Mar 25. PMID: 33764640

Investing in Primary Care: The Missing Strategy in America’s Fight Against Chronic Disease | Milbank Memorial Fund.

https://onlinelibrary.wiley.com/doi/10.1002/hec.4257
https://www.milbank.org/publications/investing-in-primary-care-the-missing-strategy-in-americas-fight-against-chronic-disease/


Types of physician practice consolidation 

Merger of physician practices (horizontal 
consolidation)

Practice acquisition (vertical consolidation): 

Hospital system

Corporate entity 

Health insurer 

Private equity firm 

Management services organization (MSO)

Physician management company (physician 
staffing)

Source: United States Government Accountability Office Report to Congressional Committees. Health Care Consolidation. Published Estimates of the Extent and Effects of Physician Consolidation. September 2025. 

https://www.gao.gov/assets/gao-25-107450.pdf


Oct. 2nd Agenda

Review nominations & vote to fill positions

Primary Care Advisory Committee (1)

Stakeholder Advisory Committee (4) 

From presentation: “State strategies to improve health care market oversight”, Erin Fuse Brown, Peterson-Milbank Program Policy Roundtable December 3-4, 2025



Washington’s health care consolidation

WA has a moderately to highly concentrated (uncompetitive) health 
insurance market: 

Insurers are purchasing physician practices, PBMs, health care benefit managers, data 
and analytics

54% of hospitals are affiliated with a multi-hospital system
8 multi-hospital systems: 

90%+ of licensed beds
65%+ of staffed beds 
Employ 65%+ of MDs and PAs who work in WA hospitals 

Private equity (PE) ownership has grown over the past decade 

Note: HHI above 2,500 indicates a highly concentrated market



Entities consolidating with physician 
practices seek: 

Additional revenue / control over costs / maximize payments

Increased market share 

Increased bargaining power

Influence over care

Ease of coordination across health care settings

Preventing practice closures



Reasons why physicians consolidate

Independent practices face challenges with insurer negotiations 
and patient referrals 

Physicians often sell their practices out of a desire to: 
Enhance ability to negotiate higher payment rates with insurers

Improve access to costly resources (e.g., technology, infrastructure, 
equipment, facilities)

Reduce administrative & regulatory burdens, economies of scale

Source: United States Government Accountability Office Report to Congressional Committees. Health Care Consolidation. Published Estimates of the Extent and Effects of Physician Consolidation. September 2025. 

Source: Tewfik G, Grech D, Laham L, Chaudhry F, Naftalovich R. The Risks and Benefits of Physician Practice Acquisition and Consolidation: A Narrative Review of Peer-Reviewed Publications Between 2009 

and 2022 in the United States. J Multidiscip Healthc. 2024 May 14;17:2271-2279. doi: 10.2147/JMDH.S463618. PMID: 38765617; PMCID: PMC11102090.

https://www.gao.gov/assets/gao-25-107450.pdf


What this means for primary care investment

Ownership matters: 
Nearly half of PCPs are now hospital-affiliated

Independent primary care is declining as a dominant model 

The same office visit costs more when delivered in a hospital-owned practice

Spending: 
Integration shifts care into hospital settings, which are reimbursed at higher 
rates, but cost consumers more

Implications on affordability: 
Increased primary care investment alone may not reduce costs if funds flow 
into consolidated systems 

Without market oversight, consolidation may undermine affordability goals 



Feedback from February 19 Stakeholder 
Advisory Committee meeting

Health care consolidation has impacted consumers, employers, and employees. Feedback from 
panelists: 

Consumer impact

Increased cost and prices

Reduced access 

Loss of services (e.g., faith-based organizations) 

Loss of coverage (e.g., Medicaid, contracting process) 

Confusion about policies, more “red tape”, trouble navigating 

Employee impact

Less influence over policies

Reduced influence on how care is delivered 

Doctors leaving practices 

Employer impact

Prices have increased 

Costs going up above the cost of living (8–9%)

Increased employee cost sharing

13



Aspects of our health care system that are 
important to preserve 

Services 

Primary care

Behavioral health 

Specialties 

Access to non-faith-based health 
care  

Community health systems

Innovation 

Quality 

Equity

Regional care 

14



Questions 

What are your experiences with health care consolidation?

Why is consolidation occurring and what types of strategies 
could address negative impacts associated with consolidation?

What aspects of our health care system are important to 
preserve in the face of consolidation?

What role should the public play in transaction review?

15
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Primary care access, utilization, 
and spending

Advisory Committee on Primary Care
April 23, 2026



Primary care physician 
supply



U.S. primary care physician supply 

Data source: HRSA State of primary care workforce, 2025

Washington state had an 
average of 110 PCPs/100,000 
residents in 2023, compared 
to a national average of 
101/100,000.

Regions with fewer than 29 
PCPs/100,000 (1:3500) residents 
may receive a federal shortage 
designation.

Nationally, PCPs accounted 
for 34% of active physicians.

From 2016–2023, the number of 
PCPs increased 8%, compared 
to a 17% increase for other 
specialties.

Primary care physicians per 100,000 residents
By state, 2023 

https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/State-of-the-Primary-Care-Workforce-2025.pdf


WA physicians by county

Data source: OFM 2021-23 Physician Supply Estimates
1. State rural primary care issue brief. Commonwealth Fund (2025)

Specialists per 100,000 residents
By county, 2023 

Primary care physicians per 100,000 residents
By county, 2023 

Statewide, PCPs comprised 36 percent of physician workforce in 2023.
Supply of PCPs and specialists varies widely across and within counties. 

Even in regions with enough PCPs overall, geographic distribution of physicians causes access problems.1

https://ofm.wa.gov/wp-content/uploads/sites/default/files/public/dataresearch/healthcare/workforce/physician_supply_2021-23_counties.pdf
https://ofm.wa.gov/wp-content/uploads/sites/default/files/public/dataresearch/healthcare/workforce/physician_supply_2021-23_counties.pdf
https://ofm.wa.gov/wp-content/uploads/sites/default/files/public/dataresearch/healthcare/workforce/physician_supply_2021-23_counties.pdf
https://www.commonwealthfund.org/publications/issue-briefs/2025/nov/state-rural-primary-care-united-states


Primary care access, spending, and utilization

Primary care physician supply is highest in urban counties and 
tends to be lower in rural regions.
Many Washington counties have partial or county-wide 
designation as primary care shortage areas.
In addition to adequate supply of physicians, realized access to 
care is critical. 

Utilization of primary care is one measure of realized access.
Prices of primary care services also impact access to care.

The following analysis of claims data shows high-level trends of 
primary care utilization, prices, and spending over time.



Primary care spending



Primary care definition
We used the Advisory Committee on Primary Care’s definition 
of primary care in this analysis.
Definition is based on procedure, provider, and place of service.

This is a shift from the definition used in previous Performance Against 
the Benchmark reporting but matches the definition in the most recent 
Cost Board data call.

The following slides include only claims-based spending. 
Spending data inclusive of non-claims will be available in late 2026.



Data source
This analysis is part of the Cost Board’s Cost Driver Analysis.
Data is pulled from the Washington All-Payer Claims Database 
(APCD).
The APCD covers about 70% of the Washington population.

Data from self-insured plans is limited.
At the time of analysis, Medicare FFS data was available through only 
2022, so it is not included.
Granular data allows for future deep-dive analyses.



Metrics 
Per-member-per month (PMPM) spending 
Utilization per 1,000 members

Primary care services are measured by counting claim headers
Average allowed amount per service

Stand-in for price but also includes effects of intensity
Percent change from since measurement began (2017–2024) and 
most recent year available (2023–2024)



Primary care growth over time

Data source: WA APCD; overall excludes Medicare FFS

2024 averages:
Services per 
member

Commercial: 1.8 
Medicaid: 1.8 
MA: 3.6 
Overall: 2.1

Price per service
Commercial: $193
Medicaid: $118 
MA: $132 
Overall: $149 



Primary care PMPM growth drivers: 
utilization or price/intensity?
Change in PMPM 
spending can be 
split into:

Change due to 
utilization (services 
per 1000)
Change due to 
price/intensity 
(average allowed 
per service)

For reference, 2024 
PMPMs were:

Commercial: $29
Medicaid: $18
Medicare Advantage: 
$41

Source: WA APCD; OnPoint data pull and HCA staff calculations.  Utilization is measured by claim header count for primary care services.
See Appendix methodology slide for a description of the calculation.

Important caveat: This assumes that the only factors that impact PMPM are utilization and price/intensity. 



Commercial primary care allowed amount 
per service

Average allowed 
amount per service 
ranges from $137 in 
Yakima County to 
$266 in Clark County.
Clark, Douglas, and 
Cowlitz Counties all 
have high allowed per 
service.

County is county of member residence.

Source: WA APCD



Commercial primary care utilization
Graph shows services 
per 1,000 members in 
2024.
Services ranged from 
about 1.4 services per 
member in Adams 
County to 2.2 services 
per member in 
Clallam County.

County is county of member residence.

Source: WA APCD



Change in commercial primary care 
utilization

Primary care 
utilization (services 
per 1,000 members) 
decreased in several 
rural counties 
between 2017 and 
2024.
Several counties saw 
very large changes in 
primary care 
utilization.

County is county of member residence.

Source: WA APCD



Medicaid primary care allowed amount per 
service

Average allowed 
amount per service 
ranges from $86 in 
Whitman County to 
$342 in Ferry County.
Eight counties, 
including King and 
Spokane, have 
average allowed 
amount per service 
below $100.

County is county of member residence.

Source: WA APCD



Medicaid primary care utilization
Graph shows services 
per 1,000 members in 
2024.
Utilization ranged 
from an average of 1.5 
services per member 
in King County to 
about 3.3 services per 
member in Clallam 
County.

County is county of member residence.

Source: WA APCD



Primary care takeaways
Primary care PMPMs have generally increased more slowly than 
other service categories (e.g., hospital outpatient or retail 
pharmacy).1 
Primary care PMPM growth drivers differ by market.

Commercial is primarily price/intensity-driven
Medicare Advantage is primarily utilization-driven
Medicaid saw long-term falling utilization with rising price/intensity.

Primary care spending and utilization vary widely across the 
state.

1For comparison, see the analysis presented to the Cost Board in March 2026.

https://www.hca.wa.gov/assets/program/cost-board-meeting-materials-20260325.pdf


Appendix



Data notes | Physician supply
Physician supply figures

Physicians includes MDs and DOs, excluding residents. 
Primary care includes four specialties: family medicine/general practice, 
geriatric medicine, general internal medicine and general pediatrics. All 
other physicians were labeled as specialists.
Primary data source for OFM state-level report was Network Access 
Reports (NAR). Provider records were matched with records in the 
state’s health care provider license database and with the national 
provider identifiers in the National Plan and Provider Enumeration 
System. 
Primary data source for HRSA national report was American Medical 
Association’s (AMA) Physician Professional Data and Census Data (for 
population estimates).



Data notes | APCD
Self-insured commercial plans are not required to report data to 
APCD.
No data is available for the uninsured.
Medicare FFS data is available through only 2022 so is excluded 
from some totals.
Alternative payments (e.g., capitated payments, pharmacy 
rebates) currently are not reported to the APCD.
Long-term care data for Medicaid is not reported to the APCD



Data notes | Payer types
Payer type Notes
Commercial Limited data from self-insured plans
Medicaid Managed care and FFS included
Medicare Fee-for-
Service (FFS)

Only available through 2022

Medicare Advantage Submitted by commercial plans
WA Health Benefit 
Exchange

Commercial

Dual-eligibles Not broken out separately in this analysis



Data notes | Service categories
Category Notes

Hospital inpatient Room and board and ancillary payments for hospital inpatient
Hospital outpatient All hospital types, satellite clinics, and outpatient ED services 
Professional – PCPs Advisory Committee on Primary Care definition of primary care

Professional – Specialty providers Non-PCP physicians

Professional – Other providers Other professionals (e.g., physician assistants (PAs), nurse practitioners (NPs), 
occupational therapists, counselors); community health centers and facility fees 
for freestanding ASCs also included

Long-term care SNFs, hospice, home health, personal care services, etc.
Retail pharmacy Pharmacy claims 
Other All other medical claims dollars 

https://www.hca.wa.gov/about-hca/who-we-are/health-care-cost-transparency/advisory-committee-primary-care


Methodology notes | Utilization and 
price/intensity

We calculated the change in PMPM attributed to utilization by first 
determining what the change in PMPM would have been if the only 
utilization changed (with the average allowed amount per service 
remaining constant).
The remainder of change in PMPM is assumed to be due to changes in 
price and/or intensity of services.
Changes due to price vs. intensity can’t be disentangled here because the 
data includes only service category level averages of allowed amount per 
service.

Increased price: higher allowed amount for same service 
Increased intensity: members received more intensive services/treatment (may be 
due to increase in condition prevalence, technological changes, etc.)

This method assumes the only factors that impact PMPM are utilization 
and price/intensity.



Commercial primary care spending
PMPY primary care 
spending by county 
varied from about 
$225 in Adams 
County to over $500 
in Clark County.
The three lowest 
counties were Adams, 
Asotin, and Whitman.
The three highest 
counties were Clark, 
Douglas, and Cowlitz. 

County is county of member residence.

Source: WA APCD



Medicaid primary care spending
Medicaid primary care 
PMPY ranged from 
just under $140 in 
King County to $1,075 
in Clallam County
Six counties had 
PMPYs over $500:  
Ferry, Kittitas, Klickitat, 
Columbia, Jefferson, 
and Clallam.

County is county of member residence.

Source: WA APCD



Change in Medicaid primary care utilization
Primary care 
utilization (services 
per 1,000 members) 
decreased for most 
counties between 
2017 and 2024.
Several counties saw 
very large changes in 
primary care 
utilization.

County is county of member residence.

Source: WA APCD



Medicare Advantage primary care spending
Medicare Advantage 
primary care PMPY 
ranged from just 
under $160 in Kittitas 
County to just over 
$750 in Clark County.

County is county of member residence.

Source: WA APCD



Medicare Advantage primary care utilization
Graph shows services 
per 1,000 members in 
2024.
Utilization ranged from 
an average of 1.5 
services per member in 
Kittitas County to 4.4 
services per member in 
Benton and Garfield 
Counties.
Asotin County had 
higher utilization but 
relatively few members.

County is county of member residence.

Source: WA APCD



Medicare Advantage primary care allowed 
per service

Average allowed 
amount per service 
ranges from $72 in 
Asotin County to $195 
in Wahkiakum County.
The overall 
geographic pattern is 
more similar to the 
commercial market 
than to the Medicaid 
market.

County is county of member residence.

Source: WA APCD
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Primary Care Roadmap

March
• Cost Board Meeting
• Workforce development & increase primary care expenditures as levers to reach 12% 

April 
• Primary Care Meeting 
• Policy design & feasibility (what are other states doing?)

May  

• Cost Board Meeting
• National landscape, PMPM spending & utilization data, other state models, gap analysis, 

narrow in on options to address 

July 

• Cost Board Meeting
• Evidence-based data, affordability impact, implementation roadmap (what next?) 



Topic 2: Workforce Development

Review of national trends in PC workforce: Connected to greater 
market forces and trends

Projected shortages nationally across professions
Aging workforce & retirement trends; loss of more advanced practitioners
Burnout and panel size compression, fewer graduates, increased competition 
for fewer residency & training opportunities
Growing demand for providers (aging population, chronic diseases, increased 
need for behavioral health & substance use treatment)
Changing demographics of providers: Growing roles of women and non-U.S. 
citizens in PC workforce
Long-standing structural barriers to equity across PC professions (including 
family medicine, behavioral health / SUD, OB-GYN, preventative care)

Anticipated federal regulatory & industry changes likely to further 
risk workforce pipelines and PC system of care



Overview:
Primary Care (PC) Workforce Development: 

Review current and emergent issues in the PC workforce:
Impact of federal regulatory and industry changes
State-level issues and trends across Washington (WA)

Review workforce development strategies & 
promising practices in other states
Identify potential solutions & new opportunities to 
advance WA’s PC workforce
Discussion questions
Recommendations & feedback for the CB (next 
meeting: Thurs., May 28)



Current Issues: National Workforce

What are the biggest stressors on the PC workforce 
and PC providers currently?

Connected to market forces and trends across health care 
system

Impact of consolidation & workforce instability
Current & projected staffing shortages, burnout factors

Higher retirements, fewer graduates, fewer PC residency slots
Fewer entry-level clinicians in PC, family medicine, pediatrics, 
OB-GYN (shift more towards specialty care)
High demands on clinicians for comprehensive care, loss of 
advanced practitioners

Impact of federal regulatory & market changes on PC 
pipeline (see next slide)



Impact of Federal Changes 
H.R. 1 Medicaid eligibility changes & downstream effects 
– How will changes affect the PC workforce?

New barriers to PC (work requirements, 6-month eligibility 
redeterminations, limited retroactive coverage, etc.)

Added complexity for patient coverage & greater operational 
demands (administrative / support staff, infrastructure for 
smaller, independent practices)

Approximately 600,000 Washingtonians impacted by changes 
to eligibility and redetermination; 200,000 to 320,000 
expected to lose coverage (H.R. 1 Impacts Fact Sheet)

Decrease in utilization of PC services, preventive care
Increase in uncompensated care, emergency services
Change of non-US citizen eligibility definition resulting in loss of 
coverage for ~20,000 individuals

Uncertainty, rapid implementation with rolling guidance; 
CMS to publish Final Interim Rule by June 2026

https://www.hca.wa.gov/about-hca/programs-and-initiatives/apple-health-medicaid/hr-1-impacts
https://www.hca.wa.gov/assets/program/medicaid-in-washington-state-fact-sheet.pdf


Impact of Federal Changes (cont’d)
H1-B, J-1 waiver changes, climate for international 
students (non-US citizens overrepresented in PC 
workforce)

Impact to current clinicians: Expiring visa terms, incentives for 
long-term residency among IMGs
Impact to student pipeline: Fewer graduates, fewer residency 
/ fellowship opportunities

Federal student loan changes, limits on borrowing for 
advanced-level health professions (eff. Jul. 1, 2026)

Fewer options for student loan repayment, added stress on 
lower-earning, entry-level graduates

May drive new clinicians away from PC, add to trends toward 
higher-pay specialty care, urban practice settings

New lifetime limits on graduate degrees across health 
professions (physician assistants, nursing, social workers, etc.)

Decreases already observed among high school, college student 
interest in health careers requiring advanced degree / licensure

https://www.federalregister.gov/documents/2026/01/30/2026-01912/reimagining-and-improving-student-education


Emergent Issues: Industry Trends
Changes in technology & how patients access care

Rise of telehealth, telesupervision for student/trainee 
licensure & clinical hours
AI tools for variety of administrative, billing & clinical uses 
(with unknown rates of adoption, applications, costs for 
provider-level investments)
Subscription-based, corporate platforms & remote ‘concierge 
care’ (shift from more community-based / physician-owned 
practice, preventive care services)



Current Issues: WA Workforce
WA Sentinel Network: Primary Care Findings 

Top “Exceptionally Long” Vacancies:
MAs (rated #1 for past 5 years), RNs, physicians/surgeons, multiple occupations 
(Spring ’25 Brief) 

Key Themes & Challenges: 
Recruitment & retention: lack of qualified, experienced candidates; more 
difficulty in attracting and retaining providers due to lower pay yet higher stress 
practice setting
Top barriers: Childcare & Housing (high costs, low availability, longer commutes / 
higher transportation needs)

Sentinel Network survey currently open; updated findings expected by 
Jun. 2026

WA Health Care Professional Shortage Areas (HPSAs)
All WA counties currently designated as partial or full HPSAs in primary care, 
behavioral health, and/or oral health, with more severe workforce shortages in 
rural and Tribal areas
160 primary care facilities with current HPSA designation in WA State (HRSA)

Key State Partners
Health Workforce Council (WTB), UW Center for Health Workforce Studies, 
Sentinel Network (statewide provider survey), etc.

https://wa.sentinelnetwork.org/
https://wa.sentinelnetwork.org/wp-content/uploads/sites/2/2025/08/WASentinelNetwork_PrimaryCare_Brief_2025Spring.pdf
https://data.hrsa.gov/topics/health-workforce/shortage-areas/dashboard#:%7E:text=Data%20Source%20Information-,Health%20Professional%20Shortage%20Areas%20(HPSA),medical%20or%20other%20public%20facilities.


Emergent Issues: WA Trends
Accelerating consolidation; immediate and long-term 
consequences for PC workforce:

Professional development and support roles typically first to be 
cut in purchasers’ financial overhaul plans

In WA, recent WARN notices show cuts to Clinical Education, Trainer, 
and Recruiter positions

Intents to maximize profits de-center patient care, contributing 
to practitioner burnout, lower retention, loss of seasoned leaders
Additional cost-saving measures and reduced services result in 
layoffs and/or closures  

State licensing delays & legislative changes
HELMS implementation phases and system issues
Multiple legislative changes to covered services, scope of 
practice, education and supervision requirements

Funding loss: WA Allied Health Center of Excellence (Jul. 1, 
2026)

https://esd.wa.gov/employer-requirements/layoffs-and-employee-notifications/worker-adjustment-and-retraining-notification-warn-layoff-and-closure-database
https://doh.wa.gov/licenses-permits-and-certificates/healthcare-enforcement-and-licensing-management-system-helms


PC Workforce: WA Challenges
Provider Cost Considerations

Lower Medicaid reimbursement rates relative to other 
specialties, driving cost decisions that lead to fewer 
placement and investment opportunities
Payment systems for primary care not structured for team-
based care, disincentivizing innovation and whole-person, 
integrated care
Under-utilization of loan repayment programs in primary 
care settings (WA Health Service Corps, HRSA sites, etc.)

High-Demand / Integrated Care Positions 
Community Health Workers (CHWs); Peers; Substance Use 
Disorder Professionals (SUDPs); Behavioral Health Support 
Specialists (BHSS) / Agency-Affiliated Counselors (AACs)
Supervisors / Preceptors (all advanced practice & clinical 
placements



Strategies in Other States
Market Oversight (OR) as workforce strategy 

Disrupt patterns of provider / support staff layoffs, service reductions 
& clinic closures following consolidation
Monitor corporatization practices that limit physician autonomy, 
increase provider turnover, reduce transparency around 
ownership/governance (State Strategies to Improve Market Oversight)

Value -Based Care / Alternative Payment Models 
Affordability Standards Program (OR & RI)

Enhanced direct data collection from health plans, greater detail on non-
claims-based expense reporting (ex: loan repayment programs, training, 
license fee reimbursement, etc.) 
Establish benchmarks for workforce performance, develop more data -
driven incentives for PC recruitment / retention

Enhance data collection & analysis on Medicaid GME payments (FL)
Improve monitoring for greater accountability, prioritize PC-focused 
incentives and GME payments

Increase Medicaid reimbursement rates for PC services
Strategies across multiple states (better alignment with market rates 
within WA)

https://www.oregon.gov/oha/hpa/hp/pages/health-care-market-oversight.aspx
https://www.milbank.org/wp-content/uploads/2026/02/RecapRoundtable_Report_final.pdf
https://www.milbank.org/wp-content/uploads/2026/02/RecapRoundtable_Report_final.pdf
https://www.milbank.org/publications/the-health-of-us-primary-care-2025-scorecard-report-the-cost-of-neglect/iii-training-misdirected-graduate-medical-education-funding-is-failing-to-produce-new-primary-care-physicians-exacerbating-patient-access-issues/


WA Primary Care: Key Approach & 
Opportunities

Key Approach:
Rural & Tribal Primary Care: “Grow Your Own” approach to program design, contracting, 
payment systems

“Grow Your Own” Toolkit (Dept. of Health, 2025) 
K-12 and higher education pipeline investments (ex: expansion and promotion of HOSA 
chapters, ‘Scrubs” Camps, “College in the High School” programs, allied health CTE, etc.)
Community & Technical College (CTC) partnerships (ex: targeted scholarships, ACH 
regional initiatives, employer agreements for clinical placements, local innovation, etc.)

Opportunity:  Rural Health Primary Care
Rural Health Transformation Program (RHTP) – WA awarded $181M over 5-year period

Additional details (Requests for Proposals, Scope of Work) coming soon
PC Workforce Initiatives (selected):

Initiative 5: “Develop Washington’s rural workforce to support rural communities”
Initiative 4 (incudes investments in primary care technology and data tools)

Opportunity: Training, Consultation & Innovation
Primary Care Recognition Program, Primary Care Transformation
Ongoing info.-sharing, connections for multi-sector programs and opportunities 
(apprenticeships, student loan repayment, HRSA grants, etc.)
Apply a “workforce lens” to primary care payer contracting, data collection, policy, 
program design, interagency coalitions, claims and payment methodology, etc. 
Equip clinical and administrative staff with materials, tools for workforce best practices

https://doh.wa.gov/sites/default/files/2024-03/609027-GrowYourOwnToolkit-RuralHealth.pdf
https://www.wahosa.org/


Discussion Questions
Workforce development: 

What workforce levers can we control at a state 
level? 

How vulnerable is WA to pipeline disruptions among new 
graduates? 
Among IMGs / non-US citizen clinicians? 

What evidence-based strategies are feasible in 1–3 
years?

What opportunities exist in WA’s RHTP?
What state strategies are cost-neutral, actionable & data-
driven?



Resources
Milbank Memorial Fund, “Part III. Training”, “The Health 
of US Primary Care: 2025 Scorecard Report” (Feb. 18, 
2025)
National Academy for State Health Policy (NASHP), 
“Implementing High-Quality Primary Care: A Policy 
Menu for States” (Sept. 2, 2025)
Peterson-Milbank Program for Sustainable Health Care 
Costs, “State Strategies to Improve Market Oversight” 
(Feb. 2026)
Washington Sentinel Network, “Findings Brief: Primary 
Care Medical Clinics” (Spring 2025)
US Department of Education, “Reimagining and 
Improving Student Education” Proposed Rules (pub. Jan. 
30, 2026; effective Jul. 1, 2026)

https://www.milbank.org/publications/the-health-of-us-primary-care-2025-scorecard-report-the-cost-of-neglect/iii-training-misdirected-graduate-medical-education-funding-is-failing-to-produce-new-primary-care-physicians-exacerbating-patient-access-issues/
https://www.milbank.org/publications/the-health-of-us-primary-care-2025-scorecard-report-the-cost-of-neglect/
https://www.milbank.org/publications/the-health-of-us-primary-care-2025-scorecard-report-the-cost-of-neglect/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://www.milbank.org/wp-content/uploads/2026/02/RecapRoundtable_Report_final.pdf
https://wa.sentinelnetwork.org/wp-content/uploads/sites/2/2025/08/WASentinelNetwork_PrimaryCare_Brief_2025Spring.pdf
https://wa.sentinelnetwork.org/wp-content/uploads/sites/2/2025/08/WASentinelNetwork_PrimaryCare_Brief_2025Spring.pdf
https://www.federalregister.gov/documents/2026/01/30/2026-01912/reimagining-and-improving-student-education
https://www.federalregister.gov/documents/2026/01/30/2026-01912/reimagining-and-improving-student-education
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Questions 

What conditions may underpin the geographic variation in primary 
care provider supply, utilization, and price?

Workforce development questions: 

What workforce levers can we control at a state level? 
How vulnerable is WA to IMG pipeline disruptions?

What evidence-based strategies are feasible in 1–3 years?
What opportunities exist in WA 

What additional information or data analysis would be most helpful for 
beginning to narrow down recommendations to bring to the Cost Board? 

1



Thank you for joining us.
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