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2 – 4 p.m. 
Hybrid Meeting 

 
Committee Members: 

 Judy Zerzan-Thul, Chair  Chandra Hicks 

 Kristal Albrecht  Maddy Wiley 

 Sharon Brown  Shannon Fitzgerald 

 Tony Butruille  Sheryl Morelli 

 Michele Causley  Lan H. Nguyen 

 Linda Van Hoff  Katina Rue 

 Shawn West  Mandy Stahre 

 Staici West  Jonathan Staloff 

 Ginny Weir  Elizabeth Hutchinson 

 

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 

2:05 – 2:10 

(5 min) 

Approval of April PC meeting summary  

 
2 

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

Health Care Authority 

2:10 – 2:15 

(5 min) 

Public Comment 
3 

Rachelle Bogue, Cost & Transparency Manager  

Health Care Authority  

2:15 – 2:30 

(10 min)  

May CB report out + workplan for getting 

to policy recs (Aug meeting)  

 

4 

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

Health Care Authority 

2:30 – 2:35 

(5 min)  

Provider forum review  
5 

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

Health Care Authority 

2:35 – 3:20 

(45 min) 

Increasing Primary Care expenditure  

(and Q&A) 

 
6 

Russ Phillips, MD Professor of Medicine, Harvard Medical 

School; Amie Pollack, PhD,  Research Director of the 

Center for Primary Care at Harvard Medical School 

 

3:20 – 3:40 

(20 min) 

Workforce development  
7 

Renee Fullerton, Policy Associate and Staff to Health 

Workforce Council  

3:40 – 3:55  

(15 min) 

 

 

 

 

 

Discussion   

8 

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

Health Care Authority 

3:55 – 4:00 

(5 mins) 

Next steps,  

Wrap-up and adjourn  
 

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

Health Care Authority 

 

 

http://www.hca.wa.gov/
mailto:hcahcctbprimarycareadvisorycommittee@hca.wa.gov
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Health Care Cost Transparency Board’s   

Advisory Committee on Primary Care meeting summary  
April 23, 2026 

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 

Dr. Judy Zerzan-Thul, Chair  

Jonathan Staloff 

Kristal Albrecht 

Michele Causley 

Elizabeth Hutchinson  

Lan Nguyen 

Katina Rue 

Mandy Stahre 

Jonathan Staloff  

Ginny Weir  

Maddy Wiley 

 

 

Members absent 
Sharon Brown 

Gregory Marchand  
Sean West 
Shannon Fitzgerald  

 

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 (HCA) 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 August 28, 2025, 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.  

Cost Board update and cost growth analysis 
Dr. Judy Zerzan-Thul (HCA) 

The Chair recapped the March 25, 2026, Cost Board meeting, highlighting a driver analysis of healthcare 

spending. Overall claims spending per member per month grew by 64% between 2017 and 2024. Service 

categories including retail pharmacy, hospital outpatient, and other medical services drove spending growth. 

However, primary care spending remains a very small portion of total expenditure, which the committee aims to 

address through its 12% of total expenditure target.  

Find the full presentation in the meeting recording (time stamp 0:10:11).  

Market Oversight presentation 
Rachelle Bogue and Jennifer Scott (HCA) 

Staff updated the committee on recent Board discussions on how healthcare consolidation impacts primary 

care access and health care spending. This included a presentation on Oregon’s Healthcare Market Oversight 

(HCMO) program, which reviews potential mergers/acquisitions for their impact on equity, access, and costs. 

Additionally, evidence concerning the impacts of consolidation and the current Washington state landscape 

were reviewed. 

Find the full presentation in the meeting recording (time stamp 0:24:30).  

Universal Primary Care proposal 
Jane Beyer (OIC) 

Jane Beyer presented a potential pathway to increasing primary care investment: a universal primary care 

system carved out of traditional insurance. As described, this policy would entail a non-insurance benefit offered 

to all Washington residents featuring capitated payments to provide predictable revenue for practices. It would 

also emphasize interdisciplinary teams, including behavioral health and community health workers. In 

https://youtu.be/5Sp5ud6At7I?si=qkJ8Bu22Bf5LupNi&t=611
https://youtu.be/5Sp5ud6At7I?si=zJfv4y93m4aQO9RH&t=1468
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potentially related work, the Universal Health Care Commission is considering using $250,000 in proviso funding 

for an economic analysis of this proposal.  

Find the full presentation in the meeting recording (time stamp 0:29:58).  

Primary care access, utilization, and spending 
Ross McCool and Harrison Fontaine (HCA) 

Staff presented a deep dive into primary care data, including analysis of data from All-Payer Claims Database 

(APCD). Washington has approximately 110 primary care physicians (PCPs) per 100,000 residents (as of 2023), 

which is slightly above the national average. The supply of primary care physicians varies widely across the state 

and nation. APCD data show that primary care service utilization remains flat across most markets. Average 

price per service has increased modestly, led by Medicaid’s average price increase of 78% since 2017; however, 

Medicaid reimbursement remains lower than other payers.  

Find the full presentation in the meeting recording (time stamp 0:54:42). 

 

Workforce development 
Megan Regis (HCA) 

Megan Regis provided an overview of emergent issues for the primary care workforce. These include burnout 

and panel size compression, which are among the factors driving projected national PCP shortages. Recent 

federal changes to Medicaid eligibility (HR1) and new student loan limits are also expected to stress the 

workforce pipeline. There is a broad need for a larger workforce, and positions like medical assistants are 

especially needed—this position currently holds the longest vacancies in the state.  

Find the full presentation in the meeting recording (time stamp 1:19:15).  

Committee Discussion 
Discussion and questions from committee members included interest in examining advanced practice 

providers, although current data collection through the state does not allow for it. There was interest in the 

decreased utilization in rural areas and potential reasons for it. The slow rate of growth in primary care 

reimbursement in the commercial market was revisited, and potential policy options to increase reimbursement 

in the commercial market specifically. 

 

Find the full discussion in the meeting recording (time stamp 1:45:00) 

 

Next Meeting of Advisory Committee on Primary Care 
The next committee meeting is scheduled for June 25, 2026 

Adjournment 
The meeting adjourned at 5:02 p.m.. 

https://youtu.be/5Sp5ud6At7I?si=8Gsnqymu4398rE-1&t=1798
https://youtu.be/5Sp5ud6At7I?si=VeMp_psGAcOqDpws&t=3282
https://youtu.be/5Sp5ud6At7I?si=h8DqhIpIGP8nckKx&t=4755
https://youtu.be/5Sp5ud6At7I?si=8YxeY-m7y8GwQhNY&t=6300
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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

May 28, 2026, Cost Board Meeting 



May 28 Cost Board Meeting Overview 
Balancing the scales: doubling the primary care spend while 
controlling total health care costs 

Kevin Grumbach, MD, Professor, UCSF Dept of Family & Community Medicine 

Cost Driver Data Follow-up Presentation 
Harrison Fontaine, Sr. Policy Analyst 

WA Health Alliance, Annual Report 
Dr. Drew Oliveria, WA Health Alliance 

Market Consolidation & Primary Care: Implications for affordability 
Rachelle Bogue, Cost & Transparency Manager 

Jenn Scott, Sr. Policy Analyst 



Balancing the Scales: 
Modeling the Economic Impact of 

Doubling Primary Care Spend While 
Controlling Total Health Care Costs

Juan Carlos Lozano, MD
Carissa Longo, MD
Sameen Ansari, MD

James G. Kahn, MD, MPH
Kevin Grumbach, MD

University of California, San Francisco



The California Laboratory

California Office of Health Care Affordability 
Policies Adopted 2024

1. Primary Care Investment: Double primary care 
investment from the current approximately 7% of total health 
care spending to 15% over 10 years

2. Cap Overall Spending Growth: Limit California’s total 
health care expenditures (THCE) to a 3.5% cap on annual 
growth rate (effective 2025) decreasing to 3.0% (effective 
2029) 



Model the average annual growth rates (AAGR) and 
estimated spending amounts by health care sectors 
over 10 years to achieve

1) doubling PC investment as a share of  THCE while 

2) capping THCE growth using 3 different scenarios 
for “strictness” of limits on THCE growth

Model “rebalancing of 
the scales”



Results

● 10 year spending projections for various health care sectors, 
highlighting offsets needed in spending growth in non-primary 
care sectors to accommodate increased primary care 
investment 

● Will first show results for PC and Hospital/ED spending to 
demonstrate impact of PC doubling on cost trajectories and 
AAGR under different THCE growth scenarios



Cost Growth Driver 
Analysis

2017–2024



Contributors to PMPM growth, 2017–2024

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

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

Outpatient contributed to growth in 
the commercial & MA markets while 
inpatient contributed in the 
Medicaid market. 

From 2017-2024, median wage 
increased by 41% and gross state 
product (GSP) increased by 63%.

Data sources: WA APCD, overall excludes Medicare FFS; WA ESD; US BEA

https://esd.wa.gov/jobs-and-training/labor-market-information/employment-and-wages/median-and-average-hourly-wages
https://apps.bea.gov/itable/?ReqID=70&step=1#eyJhcHBpZCI6NzAsInN0ZXBzIjpbMSwyOSwyNSwzMSwyNiwyNywzMF0sImRhdGEiOltbIlRhYmxlSWQiLCI2MDAiXSxbIk1ham9yX0FyZWEiLCIwIl0sWyJTdGF0ZSIsWyIwIl1dLFsiQXJlYSIsWyJYWCJdXSxbIlN0YXRpc3RpYyIsWyI0Il1dLFsiVW5pdF9vZl9tZWFzdXJlIiwiTGV2ZWxzIl0sWyJZZWFyIixbIjIwMjQiXV0sWyJZZWFyQmVnaW4iLCItMSJdLFsiWWVhcl9FbmQiLCItMSJdXX0=


Other medical spending elsewhere

Nationally, spending for categories 
corresponding to ‘Other medical’ increased 
substantially from 2020-2021

Durable medical equipment

Physician and clinical services (includes testing)

Oregon also observed increases in other 
medical spending in 2020

Increases were driven more by price than 
utilization

Other spending in Oregon, 
2018-2023

C
u

m
u
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v
e
 i
n
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e
a
se

Sources: Oregon 2025 sustainable health care cost growth report; Hartman et al., 2026 

https://www.oregon.gov/oha/HPA/HP/Cost%20Growth%20Target%20documents/Oregon-Health-Care-Cost-Trends-Report-2022-2023.pdf
https://www.healthaffairs.org/doi/10.1377/hlthaff.2025.01683


Future directions for OM and other cost 
driver categories
Break out component subcategories of cost drivers including 
other medical, outpatient, and retail pharmacy services

CPT code level analysis to compare across markets

For other medical, examine contribution of diagnostic and imaging 
facilities 

Include Medicare FFS data to facilitate interpretation
To be included in legislative report 



Washington Health Alliance:
Community Check-Up 2026

Drew Oliveira, MD, MHA
Medical Director

17



Community Checkup -  Highlights
Highlights are specific reporting packages including:
• Total Cost of Care Trend – by population mix, 

utilization and unit costs
• Total Cost of Care Utilization – intensity, utilization 

and cost category 
• Quality Composite Score and Total Cost of Care
• Variations in Health Care Quality – County, Medical 

Group and Clinic
• Quality Results by Area Deprivation Index
• Total Cost of Care by Area Deprivation Index
• Total Cost of Care by County, ACH, Medical Group 

and Clinic



Impact of Primary Care – Cost and Access
• Doesn’t everyone already have a PCP?  Didn’t we assign members to a PCP?
• Commercial enrollees –

• 27.5% do not attribute to a PCP* but have claims (614K/2,233K)

• Another 12% have no claims
• Risk adjusted costs are 9.3% higher ($59.34 PMPM)

• Medicaid enrollees – Does not include members with no claims
• 31.9% do not attribute to a PCP* but have claims (633K/1,989K)

• Another 21% of members have no claims (consistent with national results)

• Risk adjusted costs are 19.9% higher ($85.61 PMPM)

19

* PCP Attribution = 2 or more visits with a PCP in previous two years



Impact on Care of not having a Primary Care Provider

20

Clinical Measure
Commercial Insured

State 
Average

HEDIS 
Ranking

Best Practice
National 90th 

Percentile

Had claims but 
no PCP 

Breast Cancer Screening 68% <25th 81% 26%

Colon Cancer Screening 58% 27%

Cervical Cancer Screening 61% <25th 81% 29%

Chlamydia Screening 35% < 25th 62% 21%

Diabetic Eye Exam 52% 50th – 75th 64% 48%

Avoiding imaging for Acute LBP 79% 75th  – 90th 81% 82%

Well Child Visits total 49% <25th 75% 3%

Asthma Medications ratio 78% 50th – 75th 91% 67%



Actionable Solutions

• Make Primary Care Foundational
• Invest More Where Needs are Greater
• Make Patient Safety Non-Negotiable
• Fix Blind Spots in Data Use
• Purchasers Should Buy for Value 
• Advance Comprehensive Cultures of Health and Wellness



Health Care Consolidation & 
Primary Care: Implications 

for affordability 
Jenn Scott, Senior Health Policy Analyst 

and Rachelle Bogue, Cost and Transparency Manager



How does market consolidation impact 
primary care?  

Rapid shift away from independent 
PCPs

Nearly half of PCPs now 
hospital-owned (national)

Source: 

• Growth of Private Equity and Hospital Consolidation in Primary Care Government Accountability Office (GAO) 

25.20%

47.90%

2009 2023



Consolidation’s impact on health care 
affordability

• Hospital-owned PCP visits are ~10.7% more expensive than independent practices. 

• Private equity-owned PCP visits are ~7.8% more expensive 

• UnitedHealth pays Optum-affiliated physicians 17-61% more than unaffiliated 

physicians. 

Higher prices

• After physician practices are acquired by hospitals: 

• More services (e.g., imaging, labs) are referred to hospital settings 

• Medicare spending increases significantly due to higher reimbursement rates

Higher cost settings

Sources:

• 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.

• Singh Y, Radhakrishnan N, Adler L, Whaley C. Growth of Private Equity and Hospital Consolidation in Primary Care and Price Implications. JAMA Health Forum. 2025;6(1):e244935. doi:10.1001/jamahealthforum.2024.4935

• Arnold and Fulton, 2025 as cited by Fuse Brown, E. “State strategies to improve health care market oversight”, Peterson-Milbank Program Policy Roundtable December 3-4, 2025.

https://jamanetwork.com/journals/jama-health-forum/fullarticle/2829224


What other states are doing

State strategies:

Transaction review laws 

Cost growth benchmarks 

Primary care spend targets 

Oregon:

Market transaction review process with ability to stop consolidation

Reviews: 
Cost 

Access 

Equity 



How do transaction review laws help 
primary care?  

Protect independent practices 

Limiting outside interference

Ensuring access to care 

Increasing price transparency 

Enforcing CPOM laws (which prevent non-physicians [like PE 
firms] from controlling the professional judgment of physicians 
and how care is managed.)

As of August 2024 – 15 states have enacted transaction review 
laws

Sources: 

Abelson, Reed. Corporate Giants Buy Up Primary Care Practices at Rapid Pace. The New York Times. May 8, 2023. 
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Primary Care Provider 
Forum



Primary Care Provider Forum

The Primary Care Provider Forum is charged with providing input 
to HCA on the following topics:

Increasing an understanding of the design process and structure of 
Washington’s PCTI model

Identifying key implementation challenges and strategies from a provider 
perspective

Increasing an understanding of provider implementation challenges, and 
identify strategies payers can adopt to help address them

Increasing an understanding of payer implementation challenges and 
identify strategies providers can adopt to help address them



Primary Care Provider Forum Topics

Focus Area 1: Quality Metric Alignment

Agreement and alignment with payers on measures for easy provider understanding
(10 votes)

Develop appropriate infrastructure and reporting interface (9 votes)

Universal measures wherever possible (8 votes)

Focus Area 2: Primary Care Spend

Reaffirm/define what is constituted in primary care spend (10 votes)

State policies and infrastructure not structured correctly to achieve 12% target (6 votes)

Transparency in reporting on funds flow cost structures (3 votes)

Focus Area 3: Prior Authorization Streamlining

Need a group of subject matter experts to address this (10 votes)

Unified criteria and process (10 votes)

Understand learnings from prior HCA Prior Authorization (PA) workgroup (7 votes)
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Perspectives of Physician    Organizations and Payers on Primary Care investment and Policy Implications

Perspectives of Physician    

Organizations and Payers on Primary 

Care investment and Policy Implications

Russ Phillips, MD

Amie Pollack, PhD

Dru Ricci, MPH(in 

progress)

Zirui Song, MD, PhD

June 25, 2026

3
2



3
3

● Russ Phillips is an advisor to companies that serve as vendors to 

primary care practices.  (Bicycle Health, Grow Therapy, Droxi AI, 

and the Maven Project). 

● Other investigators have no relevant disclosures.

Disclosures



Why Primary Care investment Matters

Why Primary Care investment Matters

3
4

● U.S. primary care is underfunded (Only 3.5–7.6% of TME)

despite strong evidence of improved outcomes with 

increased spending.

● Underinvestment/spending creates workforce shortages,

limited access to primary care, and worse patient outcomes.

● Some states, payers, and federal agencies are 

mandating/encouraging new spending on primary care. Some 

organizations are making new investments in primary 

care.



 Study Purpose

Study Purpose

3
5

● Create an investment guide for stakeholders to encourage 

high impact investments in primary care 

● Learn from the experience of those investing in primary care about

○ Investment priorities and their impact on teams and outcomes

○ Facilitators, barriers, and lessons learned.

○ Validate experience of respondents using published research on the 

financial impact of investments using rapid l i terature 

reviews



Qualitative:

● State-data agency supported sample of organizations leading in PC

investment

● Interviews: provider organizations (20), practices (16), and payers (6)

across 5 states 

Rapid literature reviews:

● Six advanced primary care services (APCS) receiving investment

● Impact of APCS on cost and utilization: 200+ studies reviewed

 

3
6

Methods Overview

Methods Overview



What we learned from Physician Organizations (1)

What we learned from Physician Organizations (1)

3
7

APC Service Common Service Models Barriers Reported Impacts Representative Quotes

Behavioral Health 

Integration (BHI)

Primary Care Behavioral 

Health; Collaborative Care; 

co-located models; 

embedded behavioral 

health specialists;  

Shortage of psychiatrists; 

↓ capacity; ↓ 

reimbursement; ↓ 

external resources; ↑ 

demand, ↓ revenue to 

cover costs

↓ hosp use;  ↑ patient 

outcomes; ↑clinician 

satisfaction; 

“Behavioral health… has been really 

beneficial to both patients and 

providers… one of the biggest 

concern[s] for their patients was getting 

them access to behavioral health 

resources within the [area].”

Clinical Pharmacy 

Services

Embedded/central clinical 

pharmacists; chronic 

disease ; med 

reconciliation; 

collaborative practice 

agreements; 340B

↓ reimbursement, ↑ effort 

to establish trust;  

variable scope-of-

practice laws, ↓ revenue 

to cover costs

↓ hospital use; ↑ 

diabetes/HTN control: ↑ 

adherence; ↓ PCP 

workload and burnout; 

“We have a pharmacist who can manage 

a cohort of diabetic patients… check 

medicines, do adjustments, give them 

education… we will do that in 

partnership with [the PCP].”

Care Management high-risk patients; 

Embedded care managers; 

RN or LCSW-led 

programs; CHWs/ 

navigators;; hybrid 

central/local

↓ Resources; workflow 

issues; ↓ revenue to 

cover costs

↓ hospital use: ↑ post-

discharge follow-up: ↓ 

clinician burden, 

“Our health navigators… do the pre-

visit planning and post-visit follow-up… 

helping patients coordinate referrals, 

schedule referrals, and close the referral 

loop.”



What we learned from Physician Organizations (2)

What we learned from Physician Organizations (2)

3
8

APC Service Common Service Models Barriers Reported Impacts Representative Quotes

Population 

Health

Address gaps in care and 

control of common conditions 

(hypertension, diabetes); 

remote patient monitoring, 

patient outreach/navigation

Data integration limitations 

in combining claims and 

EHR data; staffing needs; 

uneven adoption across 

practices; ↓ revenue to 

support services

↑ screening and ↓ care 

gaps; ↑ chronic disease 

control; ↑equity; ↓ 

burnout;

↓ hospital use

“We’ve done the AMA Mini-Z 

assessment every year since 2017… last 

year we saw a remarkable 

improvement… job satisfaction was 

32% higher and burnout 13% lower in 

practices with the population health 

model in place.”

Social 

Determinants of 

Health (SDOH)

SDOH screening; CHW 

networks; CBO contracts; 

food/housing/utility support; 

case management

Limited community 

resources(especially 

housing); need to build 

referral infrastructure; ↓ 

financial resources for 

patients: ↓ revenue for 

services

↓ hospital use; ↑ patient 

outcomes and 

engagement; ↓ burnout

“We contract directly with community-

based social service organizations… 

paying for staff time and reimbursing 

them for goods—tailored meals, 

housing supports, first and last month’s 

rent—address our members’ needs.”

E-Consults Virtual or asynchronous 

specialty consults; nurse-

supported specialist review 

using EHR

PCP workload/time burden; 

inconsistent 

reimbursement; specialist 

availability; workflow

Faster decision-

making; ↓ unnecessary 

referrals; ↑ patient 

experience; ↑clinician 

capacity

“The PCP can just click cardiology e-

consult and within 24 hours, often in an 

hour, they get back a board-certified 

cardiology consult, saving in-person 

visits, with very good…satisfaction.”



What we learned from Payers

3
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Barriers to Investment

H a r d  t o  ensure dol lars  reach f r o n t l i n e  care 
“we don’t track the dollars within a larger organization 
and we can’t ..our hypothesis is that these dollars don’t 
reach the practices”)

Q u a l i t y  incentives vary across payers 
“your patients are 4% of our revenue, its not enough 
money to be worth the hassle…”

Smal l  pract ices  lack needed i n f r a s t r u c t u r e

W o r k f o r c e  shortages  and burnout  l i m i t  u p t ak e  
” t h e y  a r e  s o  b u r nt  o u t  t h a t …s t ak e h o l d e r  b u y  i n  ( t o  
i n n o vat i on s )  i s  a  c h a l l e n ge . . . ”

I n v es t m en t s  t o  r e d u c e  c o s t s  ( E D ,  h o s p i t a l  u s e )  
m a y  f a i l

Solutions

accountability and transparency, multi -payer alignment, infrastructure support, global payments/incentives 
to↓costs, ↑revenue for APC services



Cross Cutting Insights

Cross Cutting Insights

40

1.Match services to strategy and local context

● Success depends on alignment with patient needs, staffing capacity, payment model.

2. Hybrid central + local models work best

● Centralized analytics & outreach + embedded team members in practice.

3. Meeting workforce needs essential

● Burnout, shortages, and retention consistently constrain delivery.

4. Equity improves ROI

● Culturally tailored outreach, CHWs, and SDOH support reduce gaps and drive cost 

savings.

5. Dollars must reach frontline primary care

● Sustainability depends on reinvesting savings and incentives into the care team.



Investment Guide Recommendations

Investment Guide Recommendations

41

Physician Organizations and Practices

• Prioritize high-value APC services as part of primary care team

• Adopt hybrid central–local models that support team and relationship-based care

• Integrate behavioral health specialists, CHWs and pharmacists; care management, population 

health and e-consult functions within primary care team

Payers

• Provide upfront transformation funding and support on the job workforce training

• Offer (hybrid) payment models that fully support core and advanced primary care services

• Adjust for primary care work due to social risk to address the ↑ cost/effort

Policymakers

• Establish primary care spending targets sufficient to support team-based care + APC services 

• Invest in workforce to increase availability of needed primary care team members

• Require spending reporting/transparency/accountability/system-level incentives to ↓costs



Investment Evaluation and Policy Implications

42

Evaluation Framework Measurement Considerations Policy Implications

More being spent on PC 

Define PC investment consistently 

and measure to confirm investment is 

occurring. Consider measuring effects 

on other areas of spending.

Enforce/incentivize targets. Seek 

multipayer alignment. Consider ways to 

include ERISA employers

Money reaching frontline 

practices

Measure practice effects (revenue, 

staff retention and hiring, access, 

panel size

Consider payment structure that 

incentivizes ↑ panel (hybrid payment), fund 

flow transparency, cost/revenue reporting

Practices implementing 

advanced PC services 

Measure provision of advanced PC 

services

Incentivize team-based care (hybrid 

payment). Payment system accounts for 

provision of advanced PC services



Investment Evaluation and Policy Implications

43

Evaluation Framework Measurement Considerations Policy Implications

Improving ore functions of                                                        

primary care

Measure 4Cs (continuity, 

comprehensiveness, first access, and 

coordination)

Incentivize APC services (extended care 

hours, e-consults, care coordination) 

through payment and quality measures

Improving patient and PC 

team experience / quality

Use relevant measures and monitor over 

time

Build in and pay for quality measurement 

and improvement with dollars reaching 

front-line practice

Costs that can be reduced 

by primary care

Consider logic model. What costs should 

be reduced, over what timeline, and how 

measured?

Account for cost measurement and 

reporting across entire health system

Improving equity

Assure data quality sufficient to monitor 

effects of investments across all relevant 

patient characteristics

Account for measurement of spending, 

access, health outcomes and quality 

across all relevant patient characteristics
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Occupations playing key roles

o Physicians

o Nurse practitioners

o Physician assistants

o Nurses

o Pharmacists

o Medical assistants

o Behavioral health clinicians

o Community health workers

o Front office staff

}
These professions make up the bulk of diagnosing 

and treating clinicians in primary care; WA broad 

scope for ARNP/PA makes their primary care 

contribution larger than in some other states.  



Primary care physician workforce

Family medicine training is connected to primary care
As specialties, family medicine, internal medicine and pediatrics all produce graduates for primary 

care practice. However, a significant percentage of internal medicine and pediatric physicians 

typically pursue a subspecialty and are less likely to work in primary care than family medicine.

Growing family medicine programs as a workforce strategy
Nationally, family medicine training has significantly expanded; however, while the number of 

positions has grown, the volume of medical students interested in primary care has not seen a 

commensurate increase. Washington is facing new challenges to our training capacity. 



Source: American Academy of Family Physicians. 

Data are sourced from the National Resident Matching 

Program as of Match Day each year and do not include 

positions filled in the Supplemental Offer and 

Acceptance Program or through the American 

Osteopathic Association Intern/Resident Registration 

Program. 

Note: The rapid increase in number of positions offered 

and filled 2014 to 2020 is reflective of the shift to a 

single accreditation program under the ACGME.

The percentage of offered 

family medicine positions filled 

during the NRMP Match has 

been declining.

899 FMY positions were unfilled 

after the Match in 2026, though 

most were ultimately filled via 

the Supplemental Offer and 

Acceptance Program. 



Family medicine physician supply

Overall weak 

student interest in 

and exposure to 

family medicine
Nationally, 7.7% of all U.S. MD 

seniors matched into family 

medicine, some medical 

schools have family medicine 

match rates close to zero.

University of Washington SoM 2022 2023 2024 2025 2026

Number UW Students Matching* 265 268 252 256 272

Number UW Students Matching into FM 47 36 43 33 29

Percent UW Students Matching in FM 17.7% 13.8% 17.1% 12.9% 10.7%

Washington State University CoM 2022 2023 2024 2025 2026

Number WSU Students Matching 54 68 66 68 74

Number WSU Students Matching in FM 9 16 9 11 7

Percent WSU Students Matching in FM 16.6% 23.5% 13.6% 16.2% 9.4%

*Includes UW seniors and “sponsored grads”; those matching includes the NRMP, urology, ophthalmology and the 

military match

Data from University of Washington Family Medicine Residency Network



Family medicine physician supply

Osteopathic medical 

schools historically 

have more students 

enter FM
Nationally, 17.7% of all U.S. DO 

seniors matched into family 

medicine, however this 

percentage has been declining 

in recent years

Pacific Northwest University of Health 

Sciences CoOM

2022 202

3

2024 2025 2026

Number PNWU Students Matching* 148 137 148 140 142

Number PNWU Students Matching in FM 55 46 43 42 46

Percent of PNWU Students Matching in  FM 37.2% 33.6% 29.1% 30.0% 32.4%

Data from University of Washington Family Medicine Residency Network

*Includes PNWU seniors and “sponsored grads”; NRMP, urology, ophthalmology and military match



Family medicine physician supply

Washington has sought to increase FM programs
Nationally, graduate medical education programs 

are not evenly distributed; location of training 

programs varies greatly and are disproportionally 

located in the eastern part of the United States. 

Washington family medicine program 

growth was steady from 2014-2023, 

however recent years have brought 

concerning changes.

161

171

153

155

145

141

100

120

140

160

180

2022 2023 2024 2025 2026 2027*

First-year family medicine residents 

in Washington

*Best current estimate with planned consolidation/reduction 

Data from University of Washington Family Medicine Residency Network



Internal medicine physician supply

More internal medicine 

residents appear to be 

subspecializing
Immigration policy changes may also 

impact the future IM workforce. The 

2026 Match rate for non-U.S. 

international medical graduates needing 

visa sponsorship was a 5-year low.

WA has seven civilian IM programs 

accepting about 125 residents per year.

Surge of Subspecialties in Internal Medicine Residency

https://www.trillianthealth.com/market-research/archive/internal-medicine-subspecialty-fellowships-surge


Pediatric physician supply

Pediatric programs 

remain popular
There has been steady growth in 

pediatric positions, though not as 

large as family medicine. According to 

the American Academy of Pediatrics, 

about half of pediatric residents will 

go on to subspecialty training. 

WA has two civilian pediatric  

programs accepting about 45-50 

residents per year.

More than 3,000 pediatric residencies filled in 2026 Match, a slight dip from previous year | AAP News | American Academy of Pediatrics

https://publications.aap.org/aapnews/news/34734/More-than-3-000-pediatric-residencies-filled-in?searchresult=1&_gl=1*1dkcsrz*_ga*MTE4MjU0MTIxOS4xNzgxMDIwMjU5*_ga_FD9D3XZVQQ*czE3ODEwNTc1NjkkbzUkZzEkdDE3ODEwNTg3MTQkajMxJGwwJGgw*_gcl_au*NDk1NzY5NzUyLjE3ODEwNTc4OTEuNTU2MjAxNDYzLjE3ODEwNTgwNDIuMTc4MTA1ODY3Mw..*_ga_GMZCQS1K47*czE3ODEwNTc4OTIkbzEkZzEkdDE3ODEwNTg3MTQkajMxJGwwJGgw
https://publications.aap.org/aapnews/news/34734/More-than-3-000-pediatric-residencies-filled-in?searchresult=1&_gl=1*1dkcsrz*_ga*MTE4MjU0MTIxOS4xNzgxMDIwMjU5*_ga_FD9D3XZVQQ*czE3ODEwNTc1NjkkbzUkZzEkdDE3ODEwNTg3MTQkajMxJGwwJGgw*_gcl_au*NDk1NzY5NzUyLjE3ODEwNTc4OTEuNTU2MjAxNDYzLjE3ODEwNTgwNDIuMTc4MTA1ODY3Mw..*_ga_GMZCQS1K47*czE3ODEwNTc4OTIkbzEkZzEkdDE3ODEwNTg3MTQkajMxJGwwJGgw
https://publications.aap.org/aapnews/news/34734/More-than-3-000-pediatric-residencies-filled-in?searchresult=1&_gl=1*1dkcsrz*_ga*MTE4MjU0MTIxOS4xNzgxMDIwMjU5*_ga_FD9D3XZVQQ*czE3ODEwNTc1NjkkbzUkZzEkdDE3ODEwNTg3MTQkajMxJGwwJGgw*_gcl_au*NDk1NzY5NzUyLjE3ODEwNTc4OTEuNTU2MjAxNDYzLjE3ODEwNTgwNDIuMTc4MTA1ODY3Mw..*_ga_GMZCQS1K47*czE3ODEwNTc4OTIkbzEkZzEkdDE3ODEwNTg3MTQkajMxJGwwJGgw


Nurse practitioner supply

NP supply has surged 

nationally and in WA
OFM analysis of supply for 2021-2023 found 

about 50% of ARNP license holders were active 

in Washington insurance networks. 

Of those ARNPs actively participating in 

insurance, about 33% were providing 

primary care. 
7,065 active 

ARNP licenses 

in 2019

18,012 

active ARNP 

licenses in 

2026

2021-23 Advanced Registered Nurse Practitioner Supply

Source: Washington Board of Nursing

https://ofm.wa.gov/wp-content/uploads/sites/default/files/public/dataresearch/healthcare/workforce/ARNP_supply_2021-23.pdf
https://ofm.wa.gov/wp-content/uploads/sites/default/files/public/dataresearch/healthcare/workforce/ARNP_supply_2021-23.pdf
https://ofm.wa.gov/wp-content/uploads/sites/default/files/public/dataresearch/healthcare/workforce/ARNP_supply_2021-23.pdf


Physician assistant supply

PA supply has steady risen
OFM analysis of supply for 2021-2023 found 

about 75% of PA license holders were active 

in Washington insurance networks. 

Of those PAs actively participating in 

insurance, about 22% were providing 

primary care. 

2021-23 Physician Assistant Supply in Provider Networks: 

Estimates for Washington

3,018
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6,000

7,000
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Washington Physician Assistant Licensees

Source: Washington Medical Commission

https://ofm.wa.gov/wp-content/uploads/physician_assistant-supply-2021-23.pdf
https://ofm.wa.gov/wp-content/uploads/physician_assistant-supply-2021-23.pdf
https://ofm.wa.gov/wp-content/uploads/physician_assistant-supply-2021-23.pdf
https://ofm.wa.gov/wp-content/uploads/physician_assistant-supply-2021-23.pdf


Employer recruitment and retention

Physicians are consistently difficult to hire
The Health Workforce Sentinel Network gathers data from health sector employers about their 

experiences recruiting and retaining a variety of worker types.

WASentinelNetwork_RuralHealthClinic_

Brief_2025Spring.pdf

WASentinelNetwork_CommunityHlthC

enter_Brief_2025Spring.pdf

https://wa.sentinelnetwork.org/wp-content/uploads/sites/2/2025/08/WASentinelNetwork_RuralHealthClinic_Brief_2025Spring.pdf
https://wa.sentinelnetwork.org/wp-content/uploads/sites/2/2025/08/WASentinelNetwork_RuralHealthClinic_Brief_2025Spring.pdf
https://wa.sentinelnetwork.org/wp-content/uploads/sites/2/2025/08/WASentinelNetwork_CommunityHlthCenter_Brief_2025Spring.pdf
https://wa.sentinelnetwork.org/wp-content/uploads/sites/2/2025/08/WASentinelNetwork_CommunityHlthCenter_Brief_2025Spring.pdf


2026 WA Sentinel Network Data 

Employed primary care workforce has mixed composition 
In Sentinel Network responses this spring,  

45 organizations reported on their primary 

care workforce, spanning FQHCs, 

rural health clinics, primary care 

clinics, behavioral health 

agencies, and hospital systems. 

Responses show a strong dependence 

on nurse practitioners and family 

medicine physicians, with lower 

employment of internal medicine 

and pediatric physicians.

87%

78%

60%

42%

27%

Nurse practitioners Family medicine

physicians

Physician assistants Internal medicine

physicians

Pediatrics

physicians

Of the occupation types listed below, which types does 

your organization employ to provide primary care?



2026 Sentinel Network Data 

4%

3%

3%

30%

30%

25%

43%

26%

43%

45%

50%

29%

48%

22%

21%

25%

29%

23%

Physician assistants

Nurse practitioners

Pediatrics physicians

Internal medicine physicians

Family medicine physicians

For each provider type you employ, rate your 

organization’s ability to retain staff in the past year.

Very Difficult Somewhat Difficult Somewhat Easy Very Easy

23%

26%

25%

54%

33%

41%

41%

50%

46%

56%

27%

26%

25%

7%

9%

7%

4%

Physician assistants

Nurse practitioners

Pediatrics physicians

Internal medicine physicians

Family medicine physicians

For each provider type you employ, rate your 

organization's ability to recruit in the past year.

Very Difficult Somewhat Difficult Somewhat Easy Very Easy



Recruitment themes

Physicians tend to be more challenging to recruit than APPs

“Recruiting Family Medicine and Pediatric physicians has been somewhat difficult, with longer time 
to fill driven by strong competition for primary care providers, rural location preferences, and a 
candidate pool heavily weighted toward new graduates … In contrast, recruiting nurse practitioners 
and physician assistants has been somewhat easier, supported by a stronger candidate supply, 
student placement pipelines, and shorter time to fill compared to physician roles.” – FQHC

“When we had a pediatrician leave our practice for a MUCH higher paying position in a large 
organization, we were unable to attract pediatricians who were willing to work for our relatively low 
pay and/or take hospital call. We ultimately hired a nurse practitioner. We have had many nurse 
practitioners who are newly graduated want to work for us, but it was always difficult to gauge how 
quickly they would come up to speed.” – Rural Health Clinic



Recruitment themes

However, recruitment isn’t universally an issue

“We've had a couple of positions we have recruited in the past year for either a MD/DO/PA/ARNP 
as a provider in our RHC family practice clinics. The recruiting takes a while and we often source 
outside help in those efforts but has not been a large struggle. Our clinics are great to advertise 
the slower pace from larger areas, which resonates well with those licenses.” – Rural Health Clinic

“Many physicians are looking to get out of corporate health care. A tribal health clinic offers 
physicians longer appointment times and more personal care of patients. [Our tribal health] clinic 
frequently has physicians requesting positions. – Tribal Clinic



Retention themes

Employers reported a range of reasons for departures 

“They say they are burned out, or the grass looks greener on the other side. Most who 
come here are in their first job out of residency and have not had a professional 
experience prior to coming here. Those who come here from at least one prior job tend 
to stay.” – FQHC

“Most are leaving for different opportunities. When they work for a large organization, it 
is sometimes just a job and they can stay for their contract and then jump to another 
organization for a new sign on bonus. Work life balance is hard for all people in 
healthcare. Organizations should focus on retention just as much as they focus on 
recruitment and this is not generally the case. – Rural Health Clinic 



Retention themes

Employers reported patient populations and the work 

becoming more challenging as a reason for resignations

“… Increasing mental health challenges in patients without adequate community support 
and resources. Increasing vaccine refusals.” – Rural Health Clinic 

“There is typically a higher turnover rate when the student loan repayment programs are 
exhausted … In speaking with NPs who choose to leave once the student loan repayment 
programs end there is a common contributing factor which is workload … Our patients 
are getting sicker; there are increased need to "prove" medical necessity to access 
needed services/resources/medications; access to specialty care is getting lesser; and 
administrative burden is significantly increasing. This is a combination leading to burn 
out and exit from primary care.” – FQHC



Potential policy actions

Payment system reform to improve daily work experience, 
admin burden

Reduce “burnout,” keep the clinicians we already have working in primary care.  

Compressed medical school cohort + primary care residency 
This will help reduce borrowing costs and time to practice for individuals who are dedicated to 
primary care.  

Re-considering Washington Student Loan Program
Chapter 28B.93 RCW created a graduate loan program administered by Washington Student 
Achievement Council, all funding was swept in 2025. This could be “last mile” funding to support 
students once they have reached the new $50K annual cap in federal graduate loan borrowing for 
MD/DO, $20K for ARNP/PA. Law changes may be needed to help fiscal sustainability. 



Potential policy actions

Integrating international medical graduates  
Washington Medical Commission has been working to integrate international medical graduates 

who are already in the United States into clinical practice. SB 5185 passed in 2026 and creates a 

pilot program to assess IMG competency and allow for practice in primary care. Evaluation of this 

effort can determine if it should be continued past the pilot.

Incentives to maintain/grow family medicine training 
The strategy nationally is to incentivize hospitals to keep programs operating. Whether this 

continues to be effective in the face of hospital fiscal pressures is in question.  



Thank you!
Renee.Fullerton@wtb.wa.gov
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Discussion &
Potential Primary Care 

Recommendations



Policy Finalization Process

Review a 

summary of 

feedback

Discuss and vote 

on discrete policy 

modifications

Vote on final 

language for 

each 

recommendation

Vote on final 

package to go to 

Cost Board

70



Topics we have reviewed this year

1. Increase primary care expenditures

2. Workforce development

3. Health care transaction oversight 

71



2026 Key Takeaways 

72

Increasing Primary Care 

Spending Ratio

Health Care Transaction 

Oversight
Workforce Development

• Primary care PMPMs have generally 

increased more slowly than other service 

categories (e.g., hospital outpatient or 

retail pharmacy).

• 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.

• 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 setting

• Integration shifts care into hospitals, 

which are reimbursed at higher rates, 

but cost consumers more

• Increased primary care investment 

alone may not reduce costs if funds 

flow into consolidated systems 

Current Initiatives
• Rural & Tribal Primary Care: “Grow Your Own” 

approach to program design, contracting, payment 
systems

• K-12 and higher education pipeline investments 
• Community & Technical College (CTC) partnerships
• Rural Health Transformation Program

Future Opportunities
• Primary Care Recognition & Transformation
• Ongoing info.-sharing, connections for multi-sector 

programs and opportunities 
• Apply a “workforce lens” to primary care payer 

contracting, data collection, claims and payment 
methodology, etc. 

• Equip clinical and administrative staff with 
materials, tools for workforce best practices



Proposed 2026 
Primary Care Recommendations

73

Increasing Primary Care 

Spending Ratio

Health Care Transaction 

Oversight
Workforce Development

Carriers and large 

provider organizations 

increase primary care 

spending by 1 percent 

annually to reach 12 

percent goal

Endorse Cost Board 

recommendation that 

state pursue a health care 

transaction review 

program

1. Pursue requirement that 

medical schools increase 

primary care/family 

medicine enrollment as 

percentage of total medical 

school graduates.

2. Encourage legislature to 

explore loss of residency slot 

tied to public dollars. 



Questions?

Proposed changes?



Discussion questions 

For 1% annual increase, who is responsible for that? (carriers?)

What workforce strategies could we address at a state level?

What are short term policy solutions and what are longer term 
solutions?



Thank you for joining us.
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Family Medicine Physician Training in Washington 
1. Washington Is losing family medicine training capacity 

Washington’s family medicine residency pipeline is shrinking when the state needs more 
primary care physicians. 

Number of new family medicine residents by year of enrollment:  
(Data from WWAMI Family Medicine Residency Network) 

• 2022: 161 interns 
• 2023: 171 interns 
• 2024: 153 interns (loss of Sea Mar Marysville) 
• 2025: 155 interns 
• 2026: 145 interns (expected with CHC of Tacoma FM closure, Central Washington 

FM Residency - Ellensburg not taking 2 residents this year) 
• 2027: ~141 interns (best current estimate with planned consolidation/reduction at 

Swedish First Hill and Cherry Hill, could be lower depending on reduction phasing) 

This represents a 17% decline from 2023 to 2027. 

• These are long-standing programs closing or shrinking, including 
Prov/Swedish-affiliated programs that historically trained a large share of the state’s 
family medicine residents. 

2. Hospital consolidation may be a driver 

FM leadership suspects consolidation is reducing residency positions, but the causal chain 
is hard to document. 

• Family medicine residencies, especially community-based ones like CHC of 
Tacoma, are vulnerable because they rely on mission-driven hospital partners. They 
are also less remunerative than some specialty residency programs.  

• When systems merge, they may: 
o Shift resources to higher-margin specialties 
o De-emphasize training investments that don’t support the facility directly 
o Reduce support for rural training tracks 

3. Nationally, family medicine match trends are worsening 

https://familymedicine.uw.edu/network/
https://www.commhealth.org/residency/family-medicine-residency/
https://cwfmr.org/
https://cwfmr.org/
https://www.swedishfirsthill.org/
https://www.swedishcherryhillfmr.org/
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Fewer FM positions are filling in the main National Residency Match Program (NRMP), and 
more positions are going through the Supplemental Offer and Acceptance Program (SOAP). 
This includes higher rates of SOAP in WWAMI region than has been typical historically. 

• FM Residency Network leaders believe this is due to both candidate and program 
factors. 

• NRMP is creating a Blue-Ribbon Panel to explore factors influencing family medicine 
match rates. 

• Of Washington’s medical schools, Pacific Northwest University of Health Sciences 
is the largest contributor of medical students that match into a U.S. family medicine 
residency (46 total, 32% of graduates in 2026.)  WSU (7 total, 9.4%) and UW (29 
total, 10.7%) had smaller percentages of their graduating classes match to family 
medicine in 2026. This was the lowest percentage for WSU and UW over the past 
five years.  
(Preliminary 2026 data from Family Medicine Residency Network) 

4. Rural training tracks are at risk 

Rural training tracks (RTTs) depend on strong urban “parent” programs. When the parent 
shrinks, it can complicate the path to creating strong rural opportunities. This is a potential 
future; there are no immediate changes occurring. The Swedish Cherry Hill/Port Angeles 
RTT will transition the home program to Providence Family Medicine – Olympia.  

5. International Medical Graduates (IMGs) are a critical part of the pipeline, and also 
demonstrate concerning changes 

In 2026’s NRMP, IMGs requiring visas matched at the lowest rate in five years. 

• IMGs disproportionately enter primary care, rural practice, and safety-net settings. 
• A declining match rate for IMGs on visas will mean fewer physicians in the future 

with service obligations in rural/urban underserved communities. 

 

https://www.nrmp.org/about/news/2026/03/nrmp-releases-results-of-the-2026-main-residency-match-for-more-than-38000-future-residents/


WA is about to face even more of a shortage of family
medicine doctors

June 3, 2026 at 8:00 am | Updated June 3, 2026 at 8:01 am Listen to article

Last month, Tacoma’s Community Health Care Family Medicine

Residency was notified it would close altogether June 30 after a

partnership with St. Joseph Hospital, pictured, writes the author.

(Dan DeLong/Kaiser Health News/TNS)

Opinion

https://www.seattletimes.com/opinion/
https://www.seattletimes.com/


By Becca Wolinsky

Special to The Seattle Times

On April 30, Providence Swedish announced a

plan to cut the number of family medicine

physicians it trains in Seattle by six per year

while consolidating its residency programs, a

plan leadership hopes to finalize by July 1. The

Swedish Cherry Hill and First Hill family

medicine residencies have provided care to some

of Seattle’s most medically underserved

communities and attracted trainees from across

the country since the 1970s. 

Last month, Tacoma’s Community Health Care

Family Medicine Residency was notified it would

close altogether June 30 after a partnership with

St. Joseph Hospital (part of Virginia Mason

Franciscan Health) ended. Attempts to save the

program ended when MultiCare declined a

partnership. The Tacoma CHC Residency

typically graduates eight physicians each year. 

Investment in primary care reduces healthcare costs and improves the health of

communities, particularly those with limited access to care. Providence Swedish, with a

mission to serve “those who are poor and vulnerable,” and Virginia Mason Franciscan

Health, with a mission to improve the health of communities, “especially those who are

vulnerable, while [advancing] social justice for all,” are jeopardizing the health of those

they built their identities on serving. We are already facing dramatic primary

care shortages in our region, and these institutions are shaping a future that further

limits access to our most fundamental type of medical care.  

Residency marks the end of a 10-plus-year training process every physician in the U.S.

completes. Family medicine physicians are typically the primary care providers for a

patient load of about 1,800. This impending loss of training positions hurts all of us. Our

vulnerable communities will be the first to feel the impacts, but no one will be

spared. When our region loses 14 family physician trainees annually, 25,000 patients

https://www.seattletimes.com/author/becca-wolinsky/


will be left without a doctor per year. Imagine even longer wait times for routine care

and the trickle-down impacts on already-overwhelmed ERs and specialty services.

Chronic conditions will be further unmanaged, putting more pressure on our already

overwhelmed public assistance systems. Hospitals have struggled since COVID with

higher costs, sicker patients and insufficient reimbursement. Family medicine in

particular prolongs the lifespan of a community and is estimated to save the lives of

50 people per 1,000 each year. Without us, hospitals will need to deliver more

uncompensated care for sicker patients.  

I became a family medicine physician because I couldn’t imagine a more meaningful

way to serve my community. I left Boston for Seattle to join the Swedish Cherry Hill

Family Medicine Residency because I wanted to train in a place that embodied the heart

of family medicine with an explicit commitment to equity and justice. The Swedish

Family Medicine training sites extend across some of Seattle’s most mission-driven

clinics and community health institutions. I wanted to learn to provide high-quality,

evidence-based care to patients through all life’s stages. I have delivered babies,

supported families at the end of life, treated substance use disorders and mental illness,

provided comprehensive reproductive healthcare, performed office-based procedures,

spent countless hours on the inpatient wards and learned to manage medically complex

older adults in the clinic to keep them out of the hospital.

Where residents like me train is the No. 1 determinant of where we will practice.

Swedish residents go on to care for patients across our region including at University of

Washington, PacMed, Kaiser and Optum as well as federally qualified health centers

including Sea Mar, Health Point, Neighborcare, Seattle Roots, International Community

Health Services, Downtown Family Medicine, Seattle Indian Health Board and more.

Providence Swedish, Virginia Mason Franciscan Health and MultiCare are hospital

systems with an obligation to provide community benefit in exchange for their nonprofit

status. Providence Swedish is in the midst of a $1.3 billion hospital construction project.

I doubt this construction, which does not expand hospital services or access, provides

more benefit to the community than the family physicians we would have been

welcoming to our region next year.  

Becca Wolinsky: M.D., is a third-year family medicine resident in Seattle. 
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