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The Clinical Case for Between-Visit Care
What a decade of Medicare care-management evidence tells us
about Advanced Primary Care Management (APCM)

FOR PHYSICIANS AND CLINICAL LEADERS AT INDEPENDENT PRIMARY CARE PRACTICES · JULY 2026

Executive summary

Medicare's Advanced Primary Care Management program (APCM), launched in January 2025, pays

primary care practices a monthly, per-patient fee to manage chronic conditions between office visits. It

is not a new idea. It is the redesign of a decade-old one — Chronic Care Management (CCM) —

whose evidence base is now mature enough to evaluate honestly.

That evidence says three things. First, when Medicare paid for structured between-visit care, its own
commissioned evaluation found the program was associated with $74 per patient per month in
slower spending growth at 18 months — roughly $888 per patient per year — driven by fewer

hospital, skilled nursing, and emergency department services.3 Second, the benefit is not automatic:

across the broader literature, the programs that work share specific ingredients — frequent contact,

medication management, support for care transitions, and a close link back to the treating physician —

while low-touch telephone programs without those ingredients have repeatedly failed.1415 Third, almost

nobody got this care: in the government's own claims analysis, only about 4 percent of eligible

Medicare beneficiaries received CCM in a year.5

APCM is CMS's attempt to close that gap by removing the administrative barriers that kept practices

out. This paper reviews what the clinical evidence actually shows — including where it is mixed and

where it is silent — so that physicians can judge the model on its merits.

01 The gap between visits

Chronic disease is the core business of Medicare. In CMS's most recent comprehensive chartbook,
about two-thirds of Medicare fee-for-service beneficiaries had two or more chronic conditions, and the

sickest 14 percent — those with six or more — accounted for 46 percent of program spending.1 Yet the

delivery system built around this population still runs almost entirely on episodic office visits. A patient

with heart failure, diabetes, and hypertension may see her primary care physician for a handful of visits
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a year, totaling perhaps an hour of contact — and spend the other 8,700 hours managing three

conditions on her own.

The cost of what happens in those unobserved hours is visible in the utilization data. In 2020, Medicare

patients were readmitted within 30 days at a rate of 17 per 100 admissions, at an average cost of

$18,100 per readmission.2 Much of the deterioration behind those numbers — missed medications,

unrecognized symptom changes, failed follow-up after discharge — is exactly the kind of problem that
surfaces in a routine check-in conversation, if anyone is having one.

≈2 in 3 Medicare beneficiaries have two or more chronic conditions. The 14% with six or
more drive 46% of program spending.

02 What Medicare found when it paid for between-visit care

In 2015, Medicare began paying for CCM: structured, non-face-to-face care management for

beneficiaries with two or more chronic conditions. CMS commissioned Mathematica Policy Research to

evaluate the program's first two years using claims from more than 270,000 CCM recipients matched

against comparison beneficiaries.3

The headline finding: CCM was associated with progressively slower growth in total Medicare spending

— no significant difference at 6 months, $28 per beneficiary per month lower at 12 months, and $74
per beneficiary per month lower at 18 months, the figure behind the widely cited estimate of roughly

$888 per patient per year.34 The savings came from the places clinicians would predict: reduced
spending on inpatient hospital care, skilled nursing facilities, and outpatient and emergency department

services. The evaluation also found a tenfold difference in advance care planning (10 percent of CCM

recipients versus about 1 percent of comparable beneficiaries), with the largest expenditure reductions

among patients near the end of life — a signal that between-visit conversations change more than

utilization curves.3

Two honest caveats. The design was a matched difference-in-differences comparison, not a

randomized trial, so the correct phrasing is "associated with," not "caused." And the effect took time to

appear — a program evaluated at six months would have looked like a failure. Between-visit care is a

compounding intervention, not an acute one.

CMS's commissioned evaluation: CCM was associated with $74 per patient per month in
slower Medicare spending growth at 18 months — driven by fewer hospital, SNF, and ED
services.
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03 The transitions evidence

The single most dangerous between-visit window is the weeks after a hospital discharge. Here the

evidence for structured follow-up — Medicare's Transitional Care Management (TCM) benefit, whose

functions APCM folds into its monthly service — is unusually consistent across independent analyses.

A JAMA Internal Medicine study of 18.8 million Medicare discharges found that beneficiaries who

received TCM had about 10 percent lower adjusted costs in the following month than those who did

not.6 A more rigorous federal replication by NORC for the HHS Office of the Assistant Secretary for

Planning and Evaluation, using 8.4 million episodes from 2018–2019, found TCM associated with a 5.6
percent relative reduction in rehospitalization, $236 (7.8 percent) lower spending per episode, and

more healthy days at home.7 A 2025 Health Affairs analysis confirmed the pattern — and found the

effects were larger for patients attributed to accountable care organizations.8 Among dual-eligible

beneficiaries, one of Medicare's most vulnerable populations, TCM receipt was associated with a 13
percent relative reduction in 30-day readmissions and a 9 percent reduction in emergency
department visits.9

One discipline note: an early study also reported lower mortality with TCM, but the federal replication

did not confirm a mortality benefit.67 The defensible claim is about readmissions, spending, and days at

home — and that claim has now been replicated three times.

04 The active ingredients: frequency and support

Condition-level research explains why monthly contact matters — and what has to travel with it.

Diabetes. A meta-analysis of 41 randomized trials covering 7,013 patients found that chronic disease
management programs reduced A1c by about half a point on average. The more striking finding was

the dose-response: programs with high-frequency patient contact showed nearly double the effect
of low-frequency programs, and programs whose care managers could act on medications

outperformed those that could not.10 Contact frequency is not a convenience feature; in the trial data, it

is the active ingredient.

Hypertension. An individual-patient-data meta-analysis of 25 randomized trials (10,487 patients) found

that blood pressure self-monitoring alone produced essentially no benefit — about 1 mmHg — while

self-monitoring paired with individualized support lowered systolic pressure by 6.1 mmHg at twelve

months.11 Devices and portals do not manage blood pressure. The support layer wrapped around them

does.

Heart failure. A Cochrane review of 41 trials found structured telephone support was associated with a
15 percent reduction in heart-failure hospitalizations and a 13 percent reduction in all-cause mortality,

with telemonitoring showing stronger effects still.12
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Depression. Chronic physical disease rarely travels alone. In the landmark IMPACT trial of

collaborative care for depression in 1,801 older primary care patients, systematic between-visit follow-

up roughly doubled the treatment response rate (45 percent versus 19 percent) — and a four-year

cost analysis found net savings of about $3,363 per patient.13 This evidence is newly relevant: in 2026,

CMS added behavioral health integration add-on codes to APCM, funding exactly this kind of

systematic follow-up alongside medical care management.20

The evidence is not uniform across conditions, and it is worth saying so. In COPD, results are

genuinely mixed — one well-run trial of a simple education-plus-monthly-call program reduced COPD-

related hospitalizations and ED visits substantially, but another comprehensive care-management trial

was stopped early for excess mortality, and a third was retracted and republished after its claimed

benefit reversed on reanalysis. Responsible programs treat COPD patients within a physician-

supervised escalation framework rather than promising condition-specific results. In chronic kidney

disease, the care-management literature is similarly thin. A credible between-visit program should claim

what the evidence supports — no more.

05 What separates programs that work from programs that don't

The strongest cautionary evidence in this field is also its most useful design document. Medicare's

Coordinated Care Demonstration randomized more than 18,000 beneficiaries across 15 different care-

coordination programs in the early 2000s. The aggregate result was sobering: most programs did not
reduce hospitalizations, and none generated net savings after fees.14

But the follow-up analysis of the demonstration is where the lesson lives. The programs that did cut

hospitalizations — by 8 to 33 percent among higher-risk enrollees — shared a specific anatomy:

frequent contact with patients, rigorous medication management, teaching patients self-management

skills, a strong transitional-care component after hospital discharge, and — critically — care

coordinators who functioned as a communications hub with the treating physicians rather than as a

detached call center.15

That anatomy is the design brief for modern between-visit care, and it is the standard against which

any APCM program — including ours — should be judged: monthly contact at minimum, medication

review built into every check-in, structured post-discharge follow-up, and a closed escalation loop that

puts findings in front of the patient's own physician, in the practice's own workflow.

In Medicare's 15-program randomized demonstration, detached, low-touch telephone
coordination failed. The programs that cut hospitalizations 8–33% shared frequent contact,
medication management, transition support, and a tight link to the treating physician.
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06 Continuity: the quiet compounder

One more line of evidence deserves attention because it favors precisely the practices APCM was

designed for. In an analysis of 1.45 million Medicare beneficiaries, patients whose care showed the

highest continuity with their primary care physician had 14.1 percent lower total Medicare spending
and 16.1 percent lower odds of hospitalization than those with the lowest continuity.16 A systematic

review found that in 9 of 12 studies examining the question, higher continuity was associated with lower

all-cause mortality.17

Between-visit care management, done correctly, is continuity infrastructure: it keeps the patient's
relationship anchored to their own physician rather than to whichever urgent care or emergency

department is open. That is a clinical argument, and — as Paper 2 in this series details — an economic

one for the practice.

07 APCM: scaling what worked

This is the context in which to read APCM. CMS folded the functions of CCM, principal care

management, and communication-technology services into a single monthly payment, stratified by

patient complexity, with no minute-counting — explicitly to remove the administrative burden that held

CCM participation to a small fraction of the eligible population.51819 (Paper 3 in this series examines that

redesign in detail.)

A transparency note that we believe belongs in any honest treatment of this subject: APCM is new,
and no APCM-specific outcome data has yet been published. Medicare claims data lags roughly

two years; the first rigorous analyses of the program's 2025 launch cohort are expected in late 2026
and 2027. The clinical case for APCM today rests on the CCM, TCM, and care-management evidence

reviewed above — the same evidence CMS cites as the program's foundation. We will update this

series as first-party APCM data emerges.

A note on reading this evidence

Most of the Medicare-scale studies cited here are observational analyses with matched comparisons,

not randomized trials; patients who receive care management may differ from those who do not in ways

statistical adjustment cannot fully capture. Where randomized evidence exists — the condition-level

meta-analyses, the IMPACT trial, the Coordinated Care Demonstration — we have said so.

Throughout, we use "associated with" deliberately. The consistent direction of the evidence across

designs, populations, and decades is what makes the case; no single study does.
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About Alli Health

Alli Health provides turnkey APCM for independent primary care practices. Alli's care team conducts

structured monthly check-ins with Medicare patients between visits — by phone, text, or email —

reviews medications, screens for the warning signs the evidence says matter, and routes every

escalation back to the patient's own physician through the practice's existing workflow. Practices add a

new Medicare revenue line and the between-visit layer their patients need, with no new staff and no

operational change. Better care between visits. New revenue for your practice. Learn more at

allihealth.ai or write to hello@allihealth.ai.
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