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September 1, 2026

The Honorable Christopher R. Blazejewski
Speaker of the House of Representatives
Rhode Island State House, Room 323

82 Smith Street

Providence, RI 02903

The Honorable Valerie J. Lawson
President of the Senate

Rhode Island State House, Room 318
82 Smith Street

Providence, RI 02903

The Honorable Daniel J. McKee
Governor

Rhode Island State House, Room 228
82 Smith Street

Providence, RI 02903

To the Honorable Speaker of the House, the Honorable President of the Senate, and the Honorable
Governor:

The enacted budget for State Fiscal Year 2026 required the Office of the Health Insurance Commissioner
(OHIC) to “publish and submit to the general assembly and the governor a one-time report making and
justifying recommendations for adjustments to primary care services reimbursement and financing.” It was
further required that the report “shall include consideration of Medicaid, Medicare, commercial, and
alternative contracted payments.”! In compliance with this directive the following report presents data and
analysis on primary care reimbursement and financing to support a multi-year strategy, in coordination with
federal partners, to further increase reimbursement rates and alternative contracted payments for primary
care.

Primary care is the foundation of the health care system. However, national and local experience shows
this foundation eroding. Practices have merged with larger hospital-based health systems to remain
financially viable. Some have closed. Some practices have sought to extend the bandwidth of primary care
clinicians by forming interdisciplinary teams but have found payer funding for these team-based models
variable and unreliable. Others have transitioned to concierge models that charge patients membership
fees, sometimes at exorbitant levels, which creates a system of preferential access only for those who can
afford it.

In response to these challenges policymakers in Rhode Island have made significant strides in the past
year to improve primary care reimbursement through legislative and regulatory actions. These are
described in the report. As a result of actions taken by the state beginning in 2025, Rhode Island’s Medicaid
reimbursement rates are aligned with Medicare and compare favorably to other state’s Medicaid Fee for
Service and Medicare rates in the New England region. This represents a significant and positive
development.

However, state reimbursement comparisons do not answer whether prevailing reimbursement rates are
sufficient to cover the operating expenses of primary care practices, support workforce recruitment and
retention, or promote access to care and population health objectives within the state.

LR.l. Gen. Laws § 42-14.5-3(t)(2)(xi).



This rate review sought to evaluate reimbursement rates in relation to the costs incurred to deliver primary
care. Consistent with OHIC’s approach to the biennial social and human services rate reviews that were
completed in 2023 and 2025, we developed independent rate models to build reimbursement rates for
primary care services from the ground up. To inform these models we compiled data on the operating costs
of primary care practices under different configurations of team-based care from multiple sources including
the Bureau of Labor Statistics and from provider surveys. The independent rate model incorporates the
reasonable costs of primary care delivery and transparently presents other assumptions that inform the
resulting reimbursement rates. OHIC also developed primary care reimbursement benchmarks by
analyzing other New England states’ Medicaid fee schedules, Medicare rates, and commercial insurance
reimbursement rates from regional and national datasets.

OHIC’s recommendations combine increases for fee-for-service reimbursements in the near term with the
future development of a payment model to support advanced primary care services through an expanded
team-based care model. OHIC estimates the annualized fiscal impact of these recommendations to be
approximately $42 million, all funds, which is comprised of two parts. First, implementation of
reimbursement rate increases comprises approximately $22 million annualized. Second, the future
development of payment for advanced team-based care comprises an additional $20 million annualized.
These estimates are based on present assumptions.

OHIC’s recommendations have been submitted to the Executive Office of Health and Human Services
(EOHHS) for consideration in accordance with R.I.G.L § 42-14.5-3(t). As policymakers, interested parties,
and members of the public read this report, | want to make some observations about the present state of
federal Medicaid rules that will shape, and potentially constrain, the implementation of these
recommendations.

1. There is significant uncertainty about the future course of federal Medicaid rules that govern
provider payments. CMS released a proposed rule on May 22, 2026 (CMS-2449-P) that would
extend Medicare-based payment limits to certain Medicaid payment arrangements, including
certain targeted Medicaid FFS payments. Because the existing Medicaid primary care FFS rates
are based on Medicare reimbursement levels, the proposed rule may limit the extent to which those
rates could be increased. The CMS rule has not been finalized at the time of this report.

2. Changes to primary care reimbursement authorized by the General Assembly will not occur over
night. Medicaid changes require federal approval, and the approval process may extend the
timeline for implementation far beyond what local stakeholders expect or prefer.

3. Beyond Medicaid, OHIC’s findings can be used by commercial health insurers as a guide for setting
a floor for reimbursement rates and developing alternative contracted payments for primary care
providers.

OHIC will host a public forum on September 16 from 9:30 am — 11:00 am at the Department of Labor and
Training Conference Room, 1511 Pontiac Ave. Building 73-1, Cranston, RI, 02920. The purpose of this
meeting is to provide the public, providers, and other interested parties with an opportunity to offer
comments on the report and to ask questions.

Sincerely,
,f/‘lb 5 - oy
waﬂ-a/f

Cory B. King

Health Insurance Commissioner
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Executive Summary

In April 2025 Governor McKee requested appropriations for an expedited rate review for primary care
services. In June 2025 the Rhode Island General Assembly enacted H5076 Sub A as amended which
comprised the budget for State Fiscal Year (SFY) 2026. Article 8 Sub A as amended directed the Office of
the Health Insurance Commissioner (OHIC) to complete a review of primary care reimbursement and
financing by September 1, 2026. Specifically, the legislation required:

On or before September 1, 2026, the office shall publish and submit to the general assembly and
the governor a one-time report making and justifying recommendations for adjustments to primary
care services reimbursement and financing. The report shall include consideration of Medicaid,
Medicare, commercial, and alternative contracted payments.

This report presents OHIC’s findings and recommendations regarding primary care reimbursement and
financing in Rhode Island. These recommendations were formed by specifying models of primary care
delivery that represent two configurations of team-based care. Local provider organizations were engaged
in this process and provided valuable qualitative and quantitative inputs through interviews and surveys.!
The first configuration is a traditional team comprised of physicians, nurse practitioners and/or physician
assistants (collectively, advanced practice providers (APPs)), and medical assistants. The second
configuration is an expanded care team that combines the traditional care team with an interdisciplinary
team of professionals, including nurses, social workers, clinical pharmacists, and others. Some primary
care provider organizations have implemented elements of the expanded care team, but staffing
configurations and funding mechanisms vary across providers. In this report the expanded care team model
is presented as an aspirational model for primary care delivery that Rhode Island could work toward. OHIC
believes such a team-based care model with capabilities to deliver advanced primary care services is best
positioned to deliver better access, better health outcomes, and manage downstream health care costs.

Through this review OHIC determined the operating costs and calculated the reimbursement necessary to
fund the delivery of primary care under each of these models. This approach allowed OHIC to develop
recommendations for primary care reimbursement under the traditional model as a first step. As a second
step we provide analysis for policymakers and other interested parties that can inform future development
of a funding mechanism to support advanced primary care services through an expanded team-based care
model.

OHIC also benchmarked Rhode Island’s Medicaid rates to other state’s Medicaid Fee-for-Service rates,
Medicare rates, and commercial reimbursement rates in the New England region.

Overview of Key Findings

e Rhode Island’s current Medicaid rates for primary care are competitive with Medicaid Fee-
for-Service (FFS) and Medicare rates in New England. In October 2025 Rhode Island’s Medicaid
reimbursement rates were increased to equal 100% of the Medicare Physician Fee Schedule. As
a result, Rhode Island’s Medicaid reimbursement rates compare favorably to Medicaid FFS rates
and Medicare rates among New England states. As of October 2025, only Vermont’'s Medicaid FFS
rates were higher than Rhode Island’s. Rhode Island’s Medicaid rates were less than 1% below
Medicare rates for the Massachusetts non-Boston locality and higher than Medicare rates in Maine,
New Hampshire, and Vermont. Medicare rates for the Massachusetts Boston locality and
Connecticut were only about 8% and 4% higher than Rhode Island’s Medicaid rates, respectively.

" For an overview of OHIC'’s stakeholder engagement process with primary care organizations see pages 11-12 of Milliman Report.
Primary Care Rate Review: Independent Rate Model Development. Prepared for State of Rhode Island Office of the Health
Insurance Commissioner, August 28, 2026.



https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-08/RI%20OHIC%20Primary%20Care%20IRM%20%20Development.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-08/RI%20OHIC%20Primary%20Care%20IRM%20%20Development.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-08/RI%20OHIC%20Primary%20Care%20IRM%20%20Development.pdf

OHIC’s rate analysis suggests that prevailing reimbursement rates do not cover the
reasonable costs of primary care service delivery. This was determined by developing an
independent rate model (IRM) for primary care services that incorporates the costs of delivering
primary care, including direct service staff salary and wages, employee benefit expenses, program
support, administration and overhead. The IRM approach has been used in prior OHIC rate
reviews.

Reimbursement rate increases between 48% and 66% for some high-volume primary care
services are justified. The IRM developed reimbursement rates for a set of procedure codes
commonly billed by primary care providers. Rates were developed separately for physician-led
services and APP-led services. For physician-led services, IRM reimbursement rates for
established patient office visits are approximately 48% higher than current Medicaid rates, on
average. For new patient office visits, IRM reimbursement rates are approximately 66% higher than
current Medicaid rates, on average. For APP-led services the IRM rates are 10% and 23% higher
than current Medicaid rates for established patient and new patient office visits, on average. The
average IRM rate increases cited above corresponds to the traditional primary care model. IRM
results for the expanded primary care model produce higher average rate increases and are
provided in this report as information for future policy development.

OHIC’s analysis supports setting Medicaid rates at approximately 150% of Medicare for
physician-led services and 110% of Medicare for APP-led services, on average, under the
traditional model.? This compares to Rhode Island’s current rates which are 100% of Medicare.
Each of the cited percentages is based on the Medicare Physician Fee Schedule for 2026.
Additional funding is necessary to support a more advanced form of primary care delivery.
There is evidence that advanced primary care services like care management, integrated
behavioral health, clinical pharmacy integration, and population health activities can improve health
outcomes and manage downstream health care costs. OHIC’s rate review provides policymakers
with an estimate of the additional reimbursement needed to fund an expanded team-based care
model within primary care. Service delivery requirements and funding mechanisms for this model
require further development.

This rate review provides evidence to support raising commercial reimbursement rates for
primary care above current rates. Commercial health insurer reimbursement benchmarks for
Rhode Island are generally above Medicaid rates. However, OHIC’s analysis strongly supports
increasing primary care reimbursement by commercial health insurers above current levels.

Recommended Actions

The purpose of this rate review was to make and justify recommendations for adjustments to primary care
services reimbursement and financing. OHIC’s choice of rate review methods allowed us to reach
conclusions regarding appropriate reimbursement for primary care services under the traditional model.
Our analysis also quantifies the incremental costs of an expanded model of team-based care capable of
delivering more advanced primary care services.

Reimbursement rates should be increased to better align with the costs of primary care
delivery. OHIC recommends increasing Medicaid reimbursement rates for primary care services
based on the results of the IRM for the traditional care team model.

Rhode Island should work toward developing and funding advanced primary care services
through expanded care teams. OHIC’s analysis provides a starting point for the future

2 Under Medicare rules, APPs are reimbursed at 85% of the Medicare Physician Fee Schedule rate when they bill directly for
services. OHIC’s analysis presents APP rates as a percentage of the physician rate, not the discounted rate.



development of payment and policy to support an expanded team-based care model within primary
care.

Together these recommendations combine increased fee-for-service reimbursements in the near term with
the future development of a payment model to support expanded care teams after service delivery
requirements are established and further payment modelling is conducted. OHIC recognizes that
implementation of these recommendations will require approval by the Rhode Island General Assembly
and the Centers for Medicare and Medicaid Services (CMS). Due to implementation considerations these
recommendations are communicated as a two-step action to be considered in sequential order.

Relative to the current Medicaid rates, OHIC estimates the total annualized fiscal impact of adopting the
recommended IRM traditional care team reimbursement across the Medicaid FFS and MCO programs to
be approximately $22 million (including state and federal funds). Based on the assumptions set forth in this
report, funding the incremental cost of the expanded care team as described herein is estimated at
approximately $20 million in additional funds annualized (including state and federal funds). This estimate
is very likely to change in the future depending on service delivery requirements and provider uptake of the
expanded model. Under present assumptions the combined annualized fiscal impact of both
recommendations is estimated at approximately $42 million.

Federal Policy Uncertainty

Federal Medicaid rules governing provider payments are presently changing following passage of H.R. 1.
CMS released a proposed rule on May 22, 2026 (CMS-2449-P) that would extend Medicare-based payment
limits to certain Medicaid payment arrangements, including certain targeted Medicaid FFS payments.
Because the existing Medicaid primary care FFS rates are based on Medicare reimbursement levels, the
proposed rule may limit the extent to which those rates could be increased. The rules are not finalized at
the time of this report.



Introduction

In April 2025 Governor McKee requested appropriations for an expedited rate review for primary care
services.® In June 2025 the Rhode Island General Assembly enacted H5076 Sub A as amended which
comprised the budget for State Fiscal Year (SFY) 2026. Article 8 Sub A as amended directed the Office of
the Health Insurance Commissioner (OHIC) to complete a review of primary care reimbursement and
financing by September 1, 2026. Specifically, the legislation required:

On or before September 1, 2026, the office shall publish and submit to the general assembly and
the governor a one-time report making and justifying recommendations for adjustments to primary
care services reimbursement and financing. The report shall include consideration of Medicaid,
Medicare, commercial, and alternative contracted payments.

This report responds to the legislative directive. It draws on the experience that OHIC has gained through
two cycles of the biennial rate review process for social and human services dating back to 2022.4 OHIC’s
approach to data collection, provider engagement, and rate review methods is consistent with previous rate
reviews, albeit within the more distinct and specialized discipline of primary care.®

The legislative directive for this report is notable for its breadth of scope. While this assessment of primary
care reimbursement and financing produces recommendations for state-established Medicaid
reimbursement rates, and is consistent with the product of past social and human service rate reviews, the
statute directs OHIC to submit a report “making and justifying recommendations for adjustments to primary
care services reimbursement and financing” (emphasis added). OHIC has interpreted this charge broadly.
OHIC approached this rate review by studying the delivery of primary care in Rhode Island, quantifying the
costs of delivering primary care under different configurations of team-based care, and evaluating the level
of reimbursement rates necessary to support the delivery of primary care. The product of this rate review
is intended to be of use to primary care providers and payers more broadly as a benchmark for
reimbursement rates and other payments for primary care.

i. The Broader Context for this Report

It was not within the scope of this report to review the challenges facing the primary care workforce and
patient access to care in Rhode Island or the nation more broadly. These challenges are well documented.®
In recent months policymakers in Rhode Island have taken meaningful steps to support the primary care
workforce and improve access to primary care. These steps include state actions to reduce administrative
burdens due to prior authorization?, planning and funding to support the creation of a public medical school

3 See Governor’s Budget Amendment #19, April 29, 2025. https://omb.ri.gov/sites/a/files/xkgbur751/files/2025-04/GBA%2019%20-
%20FY%202026 FINAL.pdf. Governor McKee’s proposed budget for SFY 2026 recommended adding primary care services to the
biennial OHIC social and human services rate review process. The enacted budget for SFY 2026 authorized a one-time review.

4 Information on OHIC'’s past social and human service rate review cycles can be found on the OHIC website:
https://ohic.ri.gov/regulatory-review/social-and-human-service-programs-review

5 The biennial rate review process for social and human services comprises a broad and heterogeneous scope of services, including
social, mental health, developmental disability, child welfare, juvenile justice, prevention services, habilitative, rehabilitative,
substance use disorder treatment, residential care, adult or adolescent day services, vocational, employment and training, or aging
service programs or accommodations purchased by the state.

8 In Rhode Island, OHIC has documented the state of primary care in recent years. This includes OHIC’s December 2023 report,
Primary Care in Rhode Island: Current Status and Policy Recommendations and OHIC’s June 2026 Annual Report: Primary Care
Spending and Utilization in Rhode Island. At the national level, the Milbank Memorial Fund has published an annual scorecard on
the health of primary care in the United States. See Jabbarpour Y, Jetty A, Byun H, Siddigi A, Park J. The Health of US Primary Care
2025 Scorecard--The Cost of Neglect How Chronic Underinvestment in Primary Care Is Failing US Patients. Milbank Memorial Fund
and The Physicians Foundation. February 18, 2025. https://doi.org/10.1599/mmf.2025.0218.

7 State of Rhode Island General Assembly. (2025, June 20) General Assembly approves bill to reduce prior authorization
requirements for primary care [Press release].

https://www.rilegislature.gov/pressrelease/ layouts/RIL.PressRelease.ListStructure/Forms/DisplayForm.aspx?List=c8baae31%2D3c
10%2D431¢c%2D8dcd%2D9dbbe21ce3e9&ID=375718&Web=2bab1515%2D0dcc%2D4176%2Da2{8%2D8d4beebdf488
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https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-05/OHIC%20Primary%20Care%20Report%202026_final%20v2.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-05/OHIC%20Primary%20Care%20Report%202026_final%20v2.pdf
https://doi.org/10.1599/mmf.2025.0218
https://www.rilegislature.gov/pressrelease/_layouts/RIL.PressRelease.ListStructure/Forms/DisplayForm.aspx?List=c8baae31%2D3c10%2D431c%2D8dcd%2D9dbbe21ce3e9&ID=375718&Web=2bab1515%2D0dcc%2D4176%2Da2f8%2D8d4beebdf488
https://www.rilegislature.gov/pressrelease/_layouts/RIL.PressRelease.ListStructure/Forms/DisplayForm.aspx?List=c8baae31%2D3c10%2D431c%2D8dcd%2D9dbbe21ce3e9&ID=375718&Web=2bab1515%2D0dcc%2D4176%2Da2f8%2D8d4beebdf488

at the University of Rhode Island® and legislative and regulatory actions to boost primary care
reimbursement by Medicaid and commercial health insurers.

Recent actions addressing primary care reimbursement deserve extended discussion as background for
this rate review.

Medicaid Reimbursement. In June 2025, the General Assembly increased Medicaid reimbursement rates
for primary care services in the SFY 2026 budget. This included appropriations to increase Medicaid
reimbursement rates to 100% of the Medicare Physician Fee Schedule rate.® These rate increases were
applied to Medicaid Managed Care Organization fee schedules and were effective as of October 1, 2025.
On July 1, 2026, the Medicaid rates were increased again to continue the alignment with the Medicare
Physician Fee Schedule. The SFY 2026 budget also appropriated additional funding for Rhode Island’s
Federally Qualified Health Centers (FQHCs).'° Finally, the SFY 2026 budget directed OHIC to conduct this
rate review to inform future policy decisions on primary care reimbursement and financing following
Governor McKee’s recommendation.

Commercial Reimbursement. In March 2025, the McKee administration promulgated amendments to
OHIC regulation 230-RICR-20-30-4 which required commercial health insurers in Rhode Island to increase
funding for primary care incrementally through 2028 by meeting annual primary care expenditure targets.!
Commercial health insurers were directed to meet the expenditure targets by increasing reimbursement
rates for primary care services, increasing primary care capitation, and increasing funding for primary care
practice-based population health management resources, including care management, integrated
behavioral health, and staffing for team-based care.'? Blue Cross Blue Shield of Rhode Island (BCBSRI),
the health insurer that has been the most publicly transparent about its strategy to meet the expenditure
targets, subsequently increased fully insured fee schedules by 15% in July 2025, followed by another 18%
increase in January 2026. The company is planning another fee schedule increase in January 2027 of
approximately 15% to 20%, and has increased reimbursement by even greater amounts for practices
operating in primary care capitation contracts. Cumulatively, this will represent an increase of nearly 50%
in eighteen months for fully insured lines of business. These increases do not apply to BCBSRI’s self-
insured employer groups' and OHIC is not aware of any commercial insurer in Rhode Island that has
increased reimbursement rates for self-insured clients. For context, self-insured employers account for
approximately 65% of Rhode Island resident enrollment in employer-sponsored health insurance plans.
The OHIC primary care expenditure regulations do not directly govern self-insured employer payments.

Medicare Reimbursement. In recent years the Centers for Medicare and Medicaid Services (CMS) has
sought to improve primary care reimbursement through annual regulatory updates to the Medicare
Physician Fee Schedule. Some examples include improvements in the relative value of evaluation and
management services compared to procedures and the creation of new HCPCS codes that support
longitudinal care relationships in primary care and advanced care management within team-based primary
care.' Within the 2027 Medicare Physician Fee Schedule Proposed Rule, CMS issued a Request for

8 State of Rhode Island General Assembly. (2026, June 12) 2027 state budget bill enacted [Press release].
https://www.rilegislature.gov/pressrelease/ layouts/15/ril.pressrelease.inputform/DisplayForm.aspx?List=c8baae31-3c10-431c-
8dcd-9dbbe21ce3e9&ID=376721

% Previously, the Fiscal Year 2023 budget appropriated funding to increase primary care reimbursement rates for pediatricians to
100% of the Medicare reimbursement rate. This requirement was binding on Managed Care Organizations.

© Payments to Federally Qualified Health Centers (FQHCs) were excluded from this rate review. The rationale for the exclusion of
these payments is provided in Section 1.

" OHIC Issues New Regulations to Strengthen Primary Care in Rhode Island.

12 230-RICR-20-30-4.10(B)(1)(c)

3 The one exception is BCBSRI itself. As a self-insured employer BCBSRI has stated that it has aligned its primary care
reimbursement rates with the enriched fully insured fee schedule.

4 The new HCPCS codes include G2211 and the Advanced Primary Care Management (APCM) codes G0556 — G0558.



https://www.rilegislature.gov/pressrelease/_layouts/15/ril.pressrelease.inputform/DisplayForm.aspx?List=c8baae31-3c10-431c-8dcd-9dbbe21ce3e9&ID=376721
https://www.rilegislature.gov/pressrelease/_layouts/15/ril.pressrelease.inputform/DisplayForm.aspx?List=c8baae31-3c10-431c-8dcd-9dbbe21ce3e9&ID=376721
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-01/OHIC%20Issues%20New%20Regulations%20to%20Strengthen%20Primary%20Care%20in%20Rhode%20Island%20Announcement.pdf
https://rules.sos.ri.gov/Regulations/Part/230-20-30-4

Information on Redesigning Primary Care to Make America Healthy Again.’™ This shows a continued
interest by CMS in improving primary care payment through the Physician Fee Schedule.

ii. The Value of Primary Care

Policymakers’ interest in payment for primary care services is important. How much we pay, and the way
we pay, can promote better access and higher quality primary care. Evidence shows that accessible, high-
quality primary care produces clear benefits for society. These include improved health status, greater
longevity, and lower health care costs.’® The 2021 National Academies of Sciences, Engineering, and
Medicine (NASEM) report, Implementing High-Quality Primary Care: Rebuilding the Foundation of Health
Care, summed up the nature and impact of high-quality primary care as follows:

Primary care provides comprehensive, person-centered, relationship-based care that considers the
needs and preferences of individuals, families, and communities. Primary care is unique in health
care in that it is designed for everyone to use throughout their lives—from healthy children to older
adults with multiple comorbidities and people with disabilities. Absent access to high quality primary
care, minor health problems can spiral into chronic disease, care management becomes difficult
and uncoordinated, visits to emergency departments increase, preventive care lags, and the
nation’s health care spending soars to unsustainable levels. People in countries and health systems
with high-quality primary care enjoy better health outcomes and more health equity.'”

iii. Outline of the Report

The report is organized into the following sections. Section 1 describes OHIC’'s approach to
operationalizing the definition of primary care services from the statute into specific procedure codes for
review and reimbursement rate modelling. Section 2 presents primary care reimbursement benchmarks
from other New England states’ Medicaid FFS programs, Medicare, and commercial insurers. Section 3
provides an overview of the rate review framework developed by OHIC and the methodology used to inform
the recommendations in this report. Section 4 presents the rate model findings and OHIC’s
recommendations. Section 5 offers observations on policy considerations that are pertinent to the review
and implementation of OHIC’s recommendations for adjustments to primary care reimbursement and
financing in Rhode Island.

'S hitps://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2027-medicare-physician-fee-schedule-proposed-rule

16 Several studies have found that primary care produces a range of positive benefits to society in terms of better health, higher
quality, and lower cost. A few of these are cited here: Shi L. The impact of primary care: a focused review. Scientifica (Cairo).
2012;2012:432892. doi: 10.6064/2012/432892. Epub 2012 Dec 31. PMID: 24278694; PMCID: PMC3820521.; Basu S, Phillips RS,
Berkowitz SA, Landon BE, Bitton A, Phillips RL. Estimated Effect on Life Expectancy of Alleviating Primary Care Shortages in the
United States. Ann Intern Med. 2021 Jul;174(7):920-926. doi: 10.7326/M20-7381. Epub 2021 Mar 23. PMID: 33750188.;
Yanagihara, D., & Hwang, A. (2022). Investing in primary care: Why it matters for Californians with commercial coverage. California
Health Care Foundation.
https://www.chcf.org/wpcontent/uploads/2022/04/InvestingPrimaryCareWhyltMattersCommercialCoverage.pdf.; Jabbarpour Y, Jetty
A, Byun H, Siddiqi A, Park J, Koller CF. Investing in Primary Care: The Missing Strategy in America’s Fight Against Chronic Disease.
The Milbank Memorial Fund and The Physicians Foundation. February 2026. https://www.milbank.org/publications/investing-in-
primary-care-the-missing-strategy-in-americas-fight-against-chronic-disease/.

7 National Academies of Sciences, Engineering, and Medicine. 2021. Implementing High-Quality Primary Care: Rebuilding the
Foundation of Health Care. Washington, DC: The National Academies Press. https://doi.org/10.17226/25983., p.3.
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1. Primary Care Services Definition

Primary care providers deliver a scope of services addressing the treatment of sickness and injury, chronic
disease, and prevention. The statute authorizing this rate review defined primary care services broadly as
“professional services rendered by primary care providers'® at a primary care site of care, including care
management services performed in the context of team-based primary care.”'® This section describes how
OHIC operationalized the definition of primary care services for this rate review.

1.1 Selection of Evaluation & Management Services for Review

Primary care providers generate the majority of practice revenues from office-based patient visits that are
billed to insurers as claims in a fee-for-service payment system.20 Claim-based billing involves the selection
of an appropriate Current Procedural Terminology (CPT) code, or set of codes, that describe the service(s)
that were rendered. These CPT codes have an associated reimbursement rate within insurer contracts, or
publicly established fee schedules for payers like Medicaid and Medicare and are paid in accordance with
written billing policies. Our review focused on primary care services delivered in the office or outpatient
setting, including office/outpatient evaluation and management (E/M) visits for new and established patients
and preventive medicine visits for new and established patients. Figure 1 lists the specific CPT codes
selected within these service groups. These services were selected for review because they account for
the preponderance of primary care revenues through claim-based billing.?! This selection of codes was
validated by analyzing Medicaid Managed Care expenditures.?? The selected CPT codes accounted for
approximately 98.0% of Medicaid Managed Care expenditures for adults aged 18 and older and 89.0% of
Medicaid Managed Care primary care expenditures for children under age 18.22 These percentages are
based on July 2024 through June 2025 (SFY 2025) experience and exclude FQHC visits and home visits.
Provider interviews during the rate review process further validated the selection of this code set.

'8 Primary care providers are usually defined as providers within the practice type of family medicine, geriatric medicine, internal
medicine, or pediatrics, with the following professional credentials: a Doctor of Medicine or Doctor of Osteopathic Medicine, a nurse
practitioner, or a physician assistant, and who are credentialed with an insurer as a primary care provider. Some definitions of
primary care include OB-GYN providers in the context of health services for women.

" R.I. Gen. Laws § 42-14.5-2.1(3).

20 Some practices contract with insurers on a capitated basis, where the practice receives a predetermined prospective monthly
payment based on patients who are attributed to the practice. The monthly payment covers preventive and sick visits and is usually
tied to historical FFS revenues from office visits.

2! Medicare uses different codes for preventive services. This was not a concern for OHIC’s analysis because the rate
recommendations will not govern Medicare payments.

2 As part of the comprehensive review of primary care services OHIC reviewed all services included in Appendix A from the
Consensus Administrative Specification for Health Care Cost Driver Analysis developed by the Peterson-Milbank Work Group on
Health Care Cost Driver Definitions published in June 2025 for potential inclusion in this rate review. The procedure codes, provider
taxonomy codes, and place of services codes that combine to produce a definition of primary care services applicable to the
analysis of administrative claims datasets corresponds closely with the codes included in 230-RICR-20-30-4, which contains OHIC'’s
primary care expenditure requirement for commercial health insurers.

2 The remaining 2.0% of adult primary care expenditures and 11.0% of pediatric primary care expenditures are primarily attributable
to immunization administration services (procedure codes 90460 through 90474).
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FIGURE 1: IN-SCOPE PRIMARY CARE SERVICES

PROCEDURE CODE DESCRIPTION PROCEDURE CODE
Office Outpatient Visit New 20 Minutes 99202
Office Outpatient Visit New 30 Minutes 99203
Office Outpatient Visit New 45 Minutes 99204
Office Outpatient Visit New 60 Minutes 99205
Office / Outpatient Visit — Established Patient

Office Outpatient Visit Est 10 Minutes 99212
Office Outpatient Visit Est 20 Minutes 99213
Office Outpatient Visit Est 30 Minutes 99214
Office Outpatient Visit Est 40 Minutes 99215
Initial Preventive Medicine — New Patient

Initial Preventive Medicine New Patient <1 Yr 99381
Initial Preventive Medicine New Pt Age 1-4 Yrs 99382
Initial Preventive Medicine New Pt Age 5-11 Yrs 99383
Initial Preventive Medicine New Pt Age 12-17 Yr 99384
Initial Preventive Medicine New Pt Age 18-39 Yrs 99385
Initial Preventive Medicine New Patient 40-64 Yrs 99386
Initial Preventive Medicine New Patient 65 Yrs & Older 99387
Periodic Preventive Medicine — Established Patient

Periodic Preventive Med Established Patient < 1Y 99391
Periodic Preventive Med Est Patient 1-4 Yrs 99392
Periodic Preventive Med Est Patient 5-11 Yrs 99393
Periodic Preventive Med Est Patient 12-17 Yrs 99394
Periodic Preventive Med Est Patient 18-39 Yrs 99395
Periodic Preventive Med Est Patient 40-64 Yrs 99396
Periodic Preventive Med Est Patient 65 Yrs & Older 99397

1.2 Team-Based Primary Care and Advanced Primary Care Services

OHIC collaborated with local primary care organizations to identify and define basic and advanced practice
core functions. This allowed us to specify the structure and quantify the total operating cost of two practice
models: a traditional care team model and an expanded care team model.?* The models were specified
separately for adult and pediatric populations. The expanded model reflects capabilities associated with
more advanced primary care services delivery, including greater capacity for non-visit-based care, chronic
condition management, behavioral health integration, care coordination, and population health activities.25
Literature reviews find that advanced primary care services can improve quality and lower downstream
costs.26

2 The terms “traditional” and “expanded” which are used to describe the team-based structures are merely descriptive. Expanded
care teams are established to deliver advanced primary care services as described in this report. These terms derive from work that
was done by the Care Transformation Collaborative of Rhode Island in 2021.

2 A recent publication by the Center for Primary Care — Harvard Medical School identified the core components of advanced
primary care services as behavioral health integration, clinical pharmacist integration, care management, population health, services
addressing social determinants of health, and e-consults. See Pollack, AA, Ricci, DA, Song, Z, Sullivan, EE, Grumbach K, Cohen
DJ, and Phillips, RS (December 18, 2025). The Primary Care Investment Guide, Primary Care Collaborative. https://thepcc.org/wp-
content/uploads/2026/01/REPORT-Primary-Care-Investment-Guide-2025.pdf

% |bid. pp. 64 — 77.
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In recent years primary care has embraced a team-based care model that combines physicians and
advanced practice providers with an interdisciplinary care team.?” Some primary care provider
organizations have implemented elements of the expanded care team, but staffing configurations and
funding mechanisms vary across providers.

The primary care team models are described in greater detail in Milliman Report: Primary Care Rate
Review: Independent Rate Model Development.?® Figure 2 presents the traditional and expanded care
team staffing assumptions.

FIGURE 2: PRIMARY CARE TEAM STAFFING FTES FOR A PATIENT PANEL OF 10,000
TRADITIONAL EXPANDED TRADITIONAL EXPANDED

PROVIDER GROUP ADULT ADULT _ PEDIATRIC __ PEDIATRIC
Physician (MD/DO) 4.90 4.00 4.40 4.50
Advanced Practice Provider (NP/PA) — Empaneled 1.60 2.00 1.50 1.00
Advanced Practice Provider (NP/PA) — Unempaneled - 2.00 - 2.00
Medical Assistant 6.50 5.00 5.90 4.50
Licensed Practical Nurse or Licensed Vocational Nurse - 1.00 - 1.00
Registered Nurse - 4.50 - 2.25
Pharmacist - 0.50 - -

Psychologist - 0.10 - 0.25
Social Worker (BSW, MSW, LCSW, LICSW) - 3.80 - 2.50
Community Health Worker - 1.50 - 4.00
Nutritionist or Registered Dietitian - 0.15 - -

Composite 13.00 24.55 11.80 22.00

OHIC believes a team-based care model with capabilities to deliver advanced primary care services,
consistent with the expanded care team described herein, is well positioned to deliver better access, better
health outcomes, and manage downstream health care costs.

1.3 Out of Scope Reimbursement

Medicaid payments to Federally Qualified Health Centers (FQHCs) were not within the scope of this rate
review. FQHCs are paid using an alternative payment methodology developed by the Executive Office of
Health and Human Services (EOHHS).?° The state’s Principles of Reimbursement for Federally Qualified
Health Centers, dated August 2022, sets forth the state’s process for FQHC rate review and rate setting.
This process includes consideration of special circumstances, changes in scope of services, and appeals.30

2" National Academies of Sciences, Engineering, and Medicine. 2021. Implementing High-Quality Primary Care: Rebuilding the
Foundation of Health Care. Washington, DC: The National Academies Press. https://doi.org/10.17226/25983., pp. 181 — 224.

2 Milliman Report. Primary Care Rate Review: Independent Rate Model Development. Prepared for State of Rhode Island Office of
the Health Insurance Commissioner, August 28, 2026.

2 See Principles of Reimbursement for Federally Qualified Health Centers. State of Rhode Island Executive Office of Health and
Human Services, August 2022.

%0 For example, Section 5.1 of the Principles of Reimbursement for Federally Qualified Health Centers states: “A rate adjustment will
be considered where there is a material change in the FQHC operations that results in a long- term (six months or more) change in
the FQHC’s cost per visit of 5% or more (compared to the one year prior to the change in operations) that EOHHS/Medicaid deems
to be significant based on verifiable data provided by the FQHC. Such extraordinary situations will be reviewed on a case-by-case
basis.”



https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-08/RI%20OHIC%20Primary%20Care%20IRM%20%20Development.pdf
https://ohic.ri.gov/sites/g/files/xkgbur736/files/2026-08/RI%20OHIC%20Primary%20Care%20IRM%20%20Development.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-04/FQHC%20Principles%20of%20Reimbursement%202022_For%20FQHC%20Signature.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2023-04/FQHC%20Principles%20of%20Reimbursement%202022_For%20FQHC%20Signature.pdf

2. Primary Care Reimbursement Rate Benchmarks

The statute required that this report “shall include consideration of Medicaid, Medicare, commercial, and
alternative contracted payments.” To establish a baseline understanding of these payments in a
comparative context OHIC benchmarked Rhode Island’s Medicaid FFS reimbursement rates for primary
care services to other state Medicaid FFS, Medicare, and commercial payer rates within New England. The
data sources, methods, and findings of this benchmarking analysis are presented in Milliman Report:
Primary Care Rate Review: Reimbursement Rate Benchmarks.3' Benchmarks were analyzed for four
office-based primary care visit groupings: office visits for new patients, office visits for established patients,
preventive medicine visits for new patients, and preventive medicine visits for established patients. These
groupings correspond to the CPT codes within the scope of this rate review and identified in Figure 1,
above.

Rhode Island’s Medicaid FFS rates, effective October 1, 2025, were legislatively mandated to equal 100%
of the Medicare Physician Fee Schedule rate and EOHHS required that Medicaid MCOs in Rhode Island
adopt these rates as a floor for primary care reimbursement. The Medicaid rates effective in October 2025
are the baseline for this benchmarking analysis. 32

Before presenting the findings of the benchmarking analysis, three limitations must be noted.

1. OHIC was unable to benchmark Rhode Island’s Medicaid FFS rates to other state’s Medicaid MCO
rates. In Rhode Island MCOs administer benefits for approximately 90% of Medicaid enrollees.
Likewise, other states contract with MCOs in their Medicaid programs. States may require MCOs to
follow a minimum fee schedule, like Rhode Island, but MCOs privately negotiate reimbursement rates
with their network providers, and these rates are generally not subject to public disclosure.

2. Reimbursement rates are only one determinant of a primary care practice’s total revenue. Primary
care practices often receive funding through value-based contracts (or “alternative contracted
payments” as specified in the rate review statute). These payments are not systematically measured
across states or payers and are not available for benchmarking.

3. The presentation of rate benchmarks does not account for differences in insurer payment and
contracting rules that influence the revenues of primary care practices. These payment and
contracting rules include such factors as the allowable use of modifiers and add-on codes. For
instance, while Medicare Part B allows providers to bill code G2211 in addition to certain E/M codes,
other payers may not follow this practice.

2.1 Medicaid Benchmarks: Medicaid reimbursement benchmarks vary widely. See Figure 3. New England
state Medicaid fee schedules range from approximately 50% to 110% of the Rhode Island Medicaid fee
schedule across the four primary care visit groupings. The Vermont enhanced primary care rate is the
highest New England Medicaid fee schedule benchmark, at approximately 110% of the Rhode Island rate,
while the Connecticut base and New Hampshire fee schedules are among the lowest, at approximately
50% to 70%.

31 Milliman Report. Primary Care Rate Review: Reimbursement Rate Benchmarks. Prepared for State of Rhode Island Office of the
Health Insurance Commissioner, August 7, 2026.

32 OHIC chose the October 1, 2025 Rhode Island Medicaid rates as the baseline for this benchmarking analysis, instead of the July
1, 2026 rates, because the benchmarking analysis utilizes other data sources that exist on a lagged basis. October 1, 2025
Medicaid rates better align with the most recent available data in these alternative data sources.
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FIGURE 3: MEDICAID FEE SCHEDULES IN EFFECT OCTOBER 2025 AS A PERCENTAGE OF THE RHODE ISLAND
MEDICAID FEE SCHEDULE - COMPOSITE

120.0%
100.0%
BCT Base Medicaid Fee Schedule 80.0%
BCT Pediatric Medicaid Fee Schedule  gg gy,
EMA Medicaid Fee Schedule
. 40.0%
BME Medicaid Fee Schedule
mNH Medicaid Fee Schedule 20.0%
VT Medicaid Fee Schedule 0.0%
Office Visit - New  Office Visit - Preventive Preventive
Patient Established Medicine - New Medicine -
Patient Patient Established
Patient

We used the Transformed Medicaid Statistical Information System (T-MSIS) to compare Rhode Island’s
Medicaid FFS rates to national experience. National Medicaid FFS reimbursement observed in the CY 2024
T-MSIS claims data varies widely but appears generally lower than the Rhode Island Medicaid fee schedule.
See Figure 4.

FIGURE 4: CALENDAR YEAR 2024 MEDICAID T-MSIS REIMBURSEMENT RATES AS A PERCENTAGE OF THE RHODE
ISLAND MEDICAID FEE SCHEDULE

140.0%

120.0%
100.0% A
80.0%
. T-MSIS National Medicaid

60.0%
40.0%
20.0%

0.0%

Office Visit - Established Patient Preventive Medicine - Established Patient
Office Visit - New Patient Preventive Medicine - New Patient

Notes:

1. The T-MSIS National Medicaid data benchmark excludes New England state experience.
2. Boxplots display the interquartile range (25th, 50th, and 75th percentiles). Whiskers represent the 10th and 90th percentiles.

2.2 Medicare Benchmarks: Rhode Island updated its Medicaid rates for primary care to be equivalent to
100% of Medicare reimbursement effective October 1, 2025. Medicare physician fee schedules for New
England localities range from approximately 92% to 108% of the Rhode Island Medicaid fee schedule, with
the Massachusetts Boston locality representing the highest reimbursement rates (about 8% higher than
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Rhode Island) and the Maine rest-of-state locality representing the lowest reimbursement rates. The
Medicare physician fee schedule for the Rhode Island locality is within 0.7% of the Medicare physician fee
schedule for the Massachusetts non-Boston locality. See Figure 5.

FIGURE 5: CALENDAR YEAR 2025 MEDICARE FEE SCHEDULE RATES AS A PERCENTAGE OF THE RHODE ISLAND

MEDICAID FEE SCHEDULE

Office Visit - New Patient Office Visit - Established Patient

120.0%
BCT Medicare Fee Schedule Rate
100.0%
BMA (Boston) Medicare Fee Schedule
Rate
80.0%

mMA (Rest of State) Medicare Fee
Schedule Rate

BME (South) Medicare Fee Schedule 60.0%
Rate

mME (Rest of State) Medicare Fee

Schedule Rate 40.0%
NH Medicare Fee Schedule Rate
20.0%
BT Medicare Fee Schedule Rate
0.0%

2.3 Commercial Benchmarks: We evaluated commercial reimbursement using Rhode Island’s all-payer
claims database (APCD) and the Milliman Consolidated Health Cost Guidelines™ Sources Database
(CHSD). Commercial reimbursement for primary care generally exceeds the Rhode Island Medicaid fee
schedule across all four visit groupings and commercial benchmark sources. Rhode Island commercial
reimbursement benchmarks are generally in line with national commercial benchmarks, with both typically
falling between approximately 100% and 150% of the Rhode Island Medicaid fee schedule. Massachusetts
and broader New England commercial reimbursement benchmarks are materially higher than the Rhode
Island and national commercial benchmarks. See Figure 6.
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FIGURE 6: COMMERCIAL REIMBURSEMENT AS A PERCENTAGE OF THE RHODE ISLAND MEDICAID FEE SCHEDULE

Office Visit - Established Patient Preventive Med 1[n:. Established Patient

Notes:

1. The National CHSD data benchmark excludes New England state experience.
2. Boxplots display the interquartile range (25th, 50th, and 75th percentiles). Whiskers represent the 10th and 90th percentiles.

Due to timing constraints on the production of data in the all-payer claims database, the Rhode Island
commercial reimbursement rates benchmarked in this report do not include recent rate increases that were
implemented by Rhode Island insurers following promulgation of the 2025 OHIC regulation.

2.4 Discussion of Benchmarking Analysis

The benchmarking analysis shows that Rhode Island’s current Medicaid reimbursement rates compare
favorably to Medicaid FFS rates and Medicare rates in neighboring New England states. Rhode Island’s
commercial reimbursement rates, as of 2024, were above existing Medicaid benchmarks, but below
Massachusetts and New England commercial benchmarks. The March 2025 OHIC regulations were
promulgated to improve primary care funding by closing these commercial reimbursement rate differences.
In summary, the recent increase of Medicaid reimbursement to equivalency with Medicare was a meaningful
step toward improving funding for primary care and creating alignment with other public payer rates in the
New England region.

State reimbursement comparisons do not answer whether prevailing reimbursement rates are sufficient to
cover the operating expenses of primary care practices. This requires a deeper assessment of primary care
practice models and analysis of direct service staff wages, employee related expenses, overhead, and
other practice expenses. Such an analysis was performed by OHIC. The following sections describe OHIC’s
methodology and findings. Reimbursement comparisons also do not answer whether rates are sufficient to
support workforce recruitment and retention or promote access to care and population health objectives
within the state.
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3. Rate Review Methodology

This rate review evaluates reimbursement rates for primary care considering the reasonable costs incurred
by primary care practices to deliver services. As described above, OHIC specified two practice models, a
traditional care team model involving physicians, advanced practice providers (APPs), and medical
assistants, and an expanded care team model involving an interdisciplinary care team capable of delivering
advanced primary care services. OHIC directed Milliman to develop an independent rate model for primary
care leveraging these team configurations. This section describes the independent rate model approach.
More detailed information on model assumptions, inputs, and the provider engagement process can be
found in Milliman Report: Primary Care Rate Review: Independent Rate Model Development.33

3.1 Independent Rate Model Comparison Rates

OHIC’s 2023 and 2025 rate reviews for social and human services relied extensively on independent rate
models. The independent rate model (IRM) approach is designed to estimate and document the average
costs a reasonably efficient Rhode Island provider would be expected to incur in delivering a service. The
output of an IRM is a comparison rate. One of the benefits of this approach is the transparency it provides
into the reasonable and necessary costs3* associated with delivery service. Another benefit is that rates
are developed independently of providers' historical costs, facilitating an understanding of how comparison
rates change under different assumptions. Rather than relying on prior-period expenditures to determine
appropriate reimbursement levels, the IRM builds rates from the ground up by estimating the resources
required to deliver a service and assigning costs to those resources based on a defined set of assumptions.
This framework helps communicate the costs that may reasonably be incurred in providing services, along
with key cost drivers and operational considerations to support funding and resource allocation decisions.

To develop comparison rates for the in-scope services Milliman developed a per-unit rate model. This type
of model is appropriate when the direct service time associated with delivering a service can be reasonably
estimated on a per-unit basis. The model is intended to capture the average expenses expected to be
incurred during a single service encounter. Different assumptions may be applied to reflect differences in
how individual services are delivered; however, all models incorporate the same general categories of
assumptions, cost components, and model elements.

33 Milliman Report. Primary Care Rate Review: Independent Rate Model Development. Prepared for State of Rhode Island Office of
the Health Insurance Commissioner, August 28, 2026.

34 Determinations of allowable costs must be consistent with 2 CFR § 200, and in principle, the term “reasonable” relates to the
prudent and cost-conscious buyer concept that purchasers of services will seek to economize and minimize costs whenever
possible. The term “necessary” relates to the necessity of the service. To be “necessary”, it must be a required element for providing
care to individuals as specified by the regulations governing the service (e.g., approved Medicaid State Plan).
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Figure 7 provides the key high-level components included in the IRM approach.

FIGURE 7: HIGH-LEVEL INDEPENDENT RATE MODEL COMPONENTS

Unit

Service
Rate

Direct Service Staff
Salary & Wages

= Direct & indirect
time per service

= Staff hourly wage
rates

= PTO/ training /

Employee Benefit
Expenses

Administration,
Program Support,
and Overhead

ir

I

= Employee-related
taxes and fees

= Employee benefits,
such as health
insurance and
retirement

All other operating
expenses, including
management staff
positions,
accounting, legal,
IT, etc.

conference
inefficient time
adjustment

The first two components, illustrated in Figure 7, Direct Service Staff Salary & Wages and Employee Benefit
Expenses, comprise the largest portion of the expected costs built into the IRM for the services included in
this rate review. The IRM accounts for differences in the salaries and wages and the employee benefit
expenses attributable to the different types of direct service staff involved in providing each of the services
included in this rate review.

The IRM approach can be distinguished from other provider payment methodologies in that it estimates
what the costs for each service could be given the resources (salaries and other expenses) reasonably
expected to be necessary, on average, while delivering the service. This approach relies on multiple
independent data sources, in addition to input from subject matter experts, to develop rate model
assumptions to construct the comparison rates. By contrast, many cost-based methods rely primarily on
the reported historical costs incurred while delivering services, which can be affected by operating or service
delivery decisions made by providers.
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Figure 8 provides an overview of the key components and elements of the IRM approach.

FIGURE 8: INDEPENDENT RATE MODEL COMPONENTS AND ELEMENTS

Component Elements Sub-elements ‘ Clarifying Notes

Amount of time per service spent face-to-face with

Direct Time an individual directly providing the indicated service.

Includes pre-service and post-service time, such as
service-necessary planning, preparation time, note
Indirect Time taking, service follow-ups, etc. This includes time
that occurs before, on, and after the day of the direct
encounter.

Service-Related Time

Direct Service Staff
Salary & Wages

Wage rates vary depending on types of direct
Wage Rates Hourly Wage service employees which have been assigned to
provider groups.

Paid vacation, holiday, sick, training, and conference
time. Also considers additional training time
attributable to employee turnover.

Paid time off (PTO) /

Time Adjustments L ;
training / conference time

Federal Insurance
Contributions Act (FICA),
Federal Unemployment
Tax Act (FUTA), State
Unemployment

Insurance (Sul),
Workers' Compensation

Payroll-Related Taxes
& Fees

Applicable to all employees and varies by wage level
assumption.

Employee Related
Expenses (ERE)

Health, dental, vision, | Insurance assumptions are the same for all
Employee Benefits life/disability insurance, | employees. Retirement benefits vary by provider
and retirement benefits group.

Includes program
- . operating expenses,
Ad tration, . .
Prom::;ra Iogu ort All  other business- | such as management, | Applied as a percentage of the total rate. Excludes
9 pport, related costs accounting, legal, | non-allowable costs.

and Overhead . .
information  technology
(IT), etc.

The IRM constructs a comparison rate for each service as the sum of the costs associated with each of the
components illustrated above. The cost and other assumptions associated with each component are
adjusted to reflect the expected use of resources separately for each service.

Comparison rates were developed for both the traditional and expanded care team models described in
Section 1.2. Expanded care team IRM comparison rates estimate the additional reimbursement that would
be required to support expanded primary care teams under a fee-for-service payment structure. However,
advanced primary care capabilities are more commonly financed through alternative payment mechanisms
(what the statute refers to as “alternative contracted payments”), including shared savings distributions,
quality incentive payments, capitation, and care management per member per month (PMPM) payments.
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The IRM results are intended to quantify the incremental costs associated with expanded care teams rather
than suggest comparable increases in fee-for-service reimbursement rates. These estimated costs can be
converted to PMPM payment differentials for use in alternative payment model (APM) design and
evaluation. Data on the PMPM conversion is presented in the IRM report and in the discussion of IRM

findings in the section that follows.
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4. Findings and Recommendations

This section summarizes the findings from the IRM report and presents OHIC’s recommendations for
adjustments to primary care services reimbursement and financing.

4.1 Findings

The IRM report produced comparison rates for the adult and pediatric traditional and expanded care team
models. Rates were developed separately for physician (Doctor of Medicine, MD/Doctor of Osteopathic
Medicine, DO) and advanced practice provider (APP) (Nurse Practitioner, NP/Physician Assistant, PA) led
services. The comparison rates are based on assumptions adjusted and trended to April 1, 2028, the
midpoint of the assumed rating period from October 1, 2027, through September 30, 2028. Detailed
information on model assumptions, inputs, and interpretation of rates can be found in Milliman Report:
Primary Care Rate Review: Independent Rate Model Development.3® The report and detailed IRM exhibits
are posted on the OHIC website. Appendix 1 of this report presents the comparison rates for each CPT
code.

Figures 9A through 9D present the composite IRM comparison rates among the four evaluation and
management service groups. Comparison rates and associated rate increases relative to current Medicaid
reimbursement vary across the underlying CPT codes. Appendix 2 of this report shows detailed information
on increases at the CPT code level. The CPT code level IRM comparison rates are the same for adults and
pediatrics under the traditional care team model. The composite rates shown in Figures 9A through 9D
reflect differences due to variation in the distribution of service utilization between adults and pediatrics.
The IRM comparison rates for the expanded care team model differ for adults and pediatrics due to
differences in the staffing composition of the expanded care teams.

35 Milliman Report. Primary Care Rate Review: Independent Rate Model Development. Prepared for State of Rhode Island Office of
the Health Insurance Commissioner, August 28, 2026.
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FIGURE 9A: COMPARISON RATES RELATIVE TO FFS RATES — ADULTS PHYSICIAN-LED

CURRENT IRM IRM
COMPARISON COMPARISON TRADITIONAL EXPANDED %
SERVICE GROUP O ATE RATE: RATE: % INCREASE INCREASE
TRADITIONAL EXPANDED
Office / Outpatient Visit: o o
New Patient $152.74 $ 252.86 $ 313.64 65.5% 105.3%
Office / Outpatient Visit: 6 0
Established Patient $117.03 $173.17 $ 213.62 48.0% 82.5%
Initial Preventive Medicine: o o
New Patient $ 144.17 $ 308.91 $ 376.87 114.3% 161.4%
Periodic Preventive Medicine: 6 Q
Established Patient $127.97 $ 264.76 $ 326.63 106.9% 155.2%
Composite $120.96 $ 190.55 $ 235.14 57.5% 94.4%
FIGURE 9B: COMPARISON RATES RELATIVE TO FFS RATES — PEDIATRICS PHYSICIAN-LED
CURRENT COMPARISON  COMPARISON TRADITIONAL  EXPANDED %
SERVICE GROUP O ATE RATE: RATE: % INCREASE INCREASE
TRADITIONAL EXPANDED
Office / Outpatient Visit: o o
New Patient $141.35 $235.48 $273.63 66.6% 93.6%
Office / Outpatient Visit: 6 0
Established Patient $105.77 $ 157.18 $181.40 48.6% 71.5%
Initial Preventive Medicine: o o
New Patient $ 126.56 $192.92 $ 220.92 52.4% 74.6%
Periodic Preventive Medicine: 6 0
Established Patient $ 112.09 $174.77 $ 202.37 55.9% 80.5%
Composite $109.44 $ 166.31 $192.20 52.0% 75.6%
Notes:

1. Medicaid FFS rates are effective July 1, 2026. Pediatric rates reflect those associated with the MPR010 program indicator code; adult rates reflect those

associated with a blank program indicator code.

2. Composites are weighted based on July 2024 through June 2025 Medicaid managed care encounter utilization as reported in the claims data provided by the

Rhode Island Executive Office of Health and Human Services (EOHHS) on April 15, 2026.

3. The procedure code level IRM comparison rates are the same for adults and pediatrics under the traditional care team model. The composite rates shown
above reflect differences due to variation in the distribution of service utilization between adults and pediatrics.

4. The IRM rates are assumed effective October 1, 2027. A portion of the percentage differences shown above may be due to differences in timing between the
IRM rates and the July 1, 2026 Medicaid rates, which are aligned with CY 2026 Medicare rates.

For physician-led services, the IRM comparison rates produce composite rate increases of 52% for
pediatrics and 57.5% for adults under the traditional care team model. Composite rate increases for the

expanded care team model are 75.6% for pediatrics and 94.4% for adults.
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FIGURE 9C: COMPARISON RATES RELATIVE TO FFS RATES — ADULTS APP-LED

SERVICE GROUP ﬁggﬁi{g COMPARISIgm COMPARISIgm TRADITIONAL  EXPANDED %
MEDICAID RATE: RATE: % INCREASE INCREASE
TRADITIONAL EXPANDED
omce ] Dutpatient Visit $152.74 $187.94 $ 268.45 23.0% 75.8%
Office / Outpatient Visit: o ®
Eototlishad batiort $117.03 $128.68 $183.10 10.0% 56.5%
nitial Preventive Medicine: $ 144.17 $229.71 $323.93 59.3% 124.7%
Periodic Preventive Medicine: ® ®
Eotai o $127.97 $196.76 $280.02 53.7% 118.8%
Composite $120.96 $ 141.60 $201.53 17.1% 66.6%

FIGURE 9D: COMPARISON RATES RELATIVE TO FFS RATES - PEDIATRICS APP-LED

SERVICE GROUP ﬁggﬁi{g COMPARISIgm COMPARISIgm TRADITIONAL  EXPANDED %
MEDICAID RATE: RATE: % INCREASE INCREASE
TRADITIONAL EXPANDED
ommce ] Dutpatient Visit $141.35 $174.98 $231.25 23.8% 63.6%
Office / Outpatient Visit: ® g
Eototlishad batiort $105.77 $116.85 $153.57 10.5% 45.2%
iial Preventive Medicine: $ 126.56 $ 143.44 $ 187.41 13.3% 48.1%
Periodic Preventive Medicine: ® g
Eotai o $112.09 $129.86 $171.13 15.9% 52.7%
Composite $ 100.44 $123.61 $162.64 12.9% 48.6%

Notes:

1. Medicaid FFS rates are effective July 1, 2026. Pediatric rates reflect those associated with the MPR010 program indicator code; adult rates reflect those
associated with a blank program indicator code.

2. Composites are weighted based on July 2024 through June 2025 Medicaid managed care encounter utilization as reported in the claims data provided by the
Rhode Island Executive Office of Health and Human Services (EOHHS) on April 15, 2026.

3. The procedure code level IRM comparison rates are the same for adults and pediatrics under the traditional care team model. The composite rates shown
above reflect differences due to variation in the distribution of service utilization between adults and pediatrics.

4. The IRM rates are assumed effective October 1, 2027. A portion of the percentage differences shown above may be due to differences in timing between the IRM
rates and the July 1, 2026 Medicaid rates, which are aligned with CY 2026 Medicare rates.

For APP-led services, the IRM comparison rates produce composite rate increases of 12.9% for pediatrics
and 17.1% for adults under the traditional care team model. Composite rate increases for the expanded
care team for APP-led services are 48.6% for pediatrics and 66.6% for adults. The major driver of the
differences in physician-led and APP-led rates is the assumed wages difference between these provider

types.

Blending the physician-led and APP-led IRM comparison rates for adults produces a composite rate
increase of 47.6% for the traditional care team model and 85.1% for the expanded care team model.
Blending the rates for pediatrics produces composite rate increases of 42.0% for the traditional care team
model and 70.7% for the expanded care team model. The blended comparison rates assume a blend of
physician and APP providers equal to the mix of empaneled providers illustrated in Figure 2.

Another way to interpret the IRM comparison rates is as a percentage of Medicare. Figure 10 shows the
IRM rates for outpatient visits for new and established patients for each team structure as a percentage of
the 2026 Medicare Physician Fee Schedule rate. Two caveats should be noted. First, the IRM produces
different reimbursement rate relativities between the individual CPT codes than the Medicare rate setting
methodology. Second, due to the Rhode Island budget cycle, the IRM rates are trended to April 1, 2028.
Future Medicare rates are likely to be higher than present Medicare rates, therefore the percentages shown
in Figure 10 may be overstated compared to future Medicare rates.
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FIGURE 10: IRM RATES FOR OUTPATIENT VISITS AS A PERCENTAGE OF THE 2026 MEDICARE RATE

Rate Summary

Percent of Medicare
Traditional Traditional Expanded Expanded

Adult Traditional | Pediatric Traditional Adult Expanded | Pediatric Expanded
Service Physician Adult APP | Physician Pediatric | Physician Adult APP | Physician Pediatric
Code Service Description Led Led Led APP Led Led Led Led APP Led
99202  Office Outpatient Visit New 20 Minutes 151.4% 112.5% 151.4% 112.5% 191.7% 163.4% 179.2% 150.9%
[99203  Office Outpatient Visit New 30 Minutes 169.8% 126.1% 169.8% 126.1% 212.6% 181.5% 198.6% 167.5%
f99204  Office Outpatient Visit New 45 Minutes 160.9% 119.7% 160.9% 119.7% 198.3% 170.1% 185.3% 157.0%
199205  Office Outpatient Visit New 60 Minutes 180.9% 134.4% 180.9% 134.4% 223.5% 191.4% 208.8% 176.7%
Composite Office Outpatient Visit New Patient 165.5% 123.0% 166.6% 123.8% 205.3% 175.8% 193.6% 163.6%
99212  Office Outpatient Visit Est 10 Minutes 143.6% 106.5% 143.6% 106.5% 177.0% 151.4% 165.8% 140.2%
[99213  Office Outpatient Visit Est 20 Minutes 149.5% 111.2% 149.5% 111.2% 185.7% 159.1% 173.2% 146.5%
[99214  Office Outpatient Visit Est 30 Minutes 147.0% 109.2% 147.0% 109.2% 180.6% 154.8% 168.5% 142.7%
99215  Office Outpatient Visit Est 40 Minutes 148.1% 110.2% 148.1% 110.2% 182.2% 156.3% 170.2% 144.3%
Composite Office Outpatient Visit Established Patient] 148.0% 110.0% 148.6% 110.5% 182.5% 156.5% 171.5% 145.2%
Composite All 149.7% 111.3% 149.9% 111.4% 184.8% 158.4% 173.1% 146.5%

Notes:

1. Composites are weighted based on July 2024 through June 2025 Medicaid managed care encounter utilization as reported in the claims data provided by the
Rhode Island Executive Office of Health and Human Services (EOHHS) on April 15, 2026.

In Section 3 we observed that the expanded care team IRM comparison rates estimate the additional
reimbursement that would be required to support expanded primary care teams under a fee-for-service
payment structure. It may be preferable to create an alternative payment for primary care that funds the
expanded care team through a predefined PMPM payment based on patient attribution. A PMPM payment
has the advantage of providing a predictable stream of revenue in addition to fee-for-service billing. In the
context of insurance plans that contain patient cost sharing, a PMPM payment can be made without
triggering cost sharing, like co-payments. Figure 11 shows the IRM results converted into a PMPM under
five scenarios:

1.

Using physician-led rates (assuming 100% of primary care services are delivered by
physicians)

Using APP-led rates (assuming 100% of primary care services are delivered by APPs)

Using a blend of physician-led and APP-led rates based on the empaneled provider mix
assumed for the traditional care team models illustrated in Figure 2 in Section 1.

Using a blend of physician-led and APP-led rates based on the empaneled provider mix
assumed for the expanded care team models illustrated in Figure 2 in Section 1.

Using a blend of physician-led and APP-led rates based on a 60% physician-led and 40% APP-
led assumption

The various scenarios were modeled to illustrate the sensitivity of the PMPM rates to the assumed blend
of physician-led and APP-led primary care services.
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FIGURE 11: COMPOSITE RATES CONVERTED TO PMPMS

SCENARIO CATEGORY CURRENT MEDICAII;;I:_: IRM COMPAI'RRIiODFrE)?\ITL IRM COMPARIE)(();‘ARr\I?)-II-E%
Composite — All Services Included: Physician-Led
Adults $26.75 $42.13 $51.99
Pediatrics $ 26.26 $39.91 $46.13
Adults $26.75 $31.31 $ 44.56
Pediatrics $ 26.26 $29.67 $39.03
Composite — All Services Included: Blended Physician-Led / APP-Led (Assuming Traditional FTE Blend)
Adults $26.75 $39.47 $50.16
Pediatrics $ 26.26 $37.31 $44.32
Composite — All Services Included: Blended Physician-Led / APP-Led (Assuming Expanded FTE Blend)
Adults $26.75 $ 38.52 $49.51
Pediatrics $ 26.26 $ 38.05 $44.84
Composite — All Services Included: Blended Physician-Led / APP-Led (Assuming 60% Physician-Led / 40% APP-Led Blend)
Adults $26.75 $37.80 $49.02
Pediatrics $ 26.26 $ 35.81 $43.29

Notes:

1. Medicaid FFS rates are effective July 1, 2026. Pediatric rates reflect those associated with the MPR010 program indicator code; adult rates reflect those
associated with a blank program indicator code.

2. PMPMs are based on rates as illustrated in Appendix 1 of Milliman Report: Primary Care Rate Review: Independent Rate Model Development and July 2024
through June 2025 Medicaid managed care encounter utilization, expenditures, and enrollment as reported in the claims and enrollment data provided by EOHHS
on April 15, 2026.

3. The current Medicaid FFS rates for primary care are paid at the same rate regardless of provider type, so the current PMPMs do not vary between physician-led
versus APP-led.

Comparing the PMPMs of the expanded care team to the traditional care team under the scenarios in Figure
11 yields a range of values to quantify the costs of the expanded care team. The PMPM differences range
from ($6.22 — $9.36) for pediatrics and ($9.86 - $13.25) for adults. The blended Physician/APP PMPM
ranges are ($6.79 - $7.48) for pediatrics and ($10.69 - $11.22) for adults.3¢

Note that the PMPM amounts illustrated in Figure 11 are derived from the data, assumptions, and
methodologies supporting the rate analysis and should be interpreted within that context. The PMPM
estimates reflect an assumed utilization distribution, covered service mix, and proportion of attributed
members actively receiving primary care services during the year. The estimates also assume that the costs
of primary care services not explicitly included in this analysis increase at a rate comparable to the costs of
the services that were modeled.

Accordingly, the PMPM amounts presented in Figure 11 should not be adopted without consideration of the
specific population, service scope, and care delivery model to which they would be applied. Any PMPM
amounts utilized in practice should be calibrated to reflect the characteristics of the covered population, the
scope of services supported by the payment, and the operational requirements of the advanced primary
care model being funded. Implementation of funding for the expanded care team model should be paired

3 Within each team-based care model type, there is a different PMPM between adults and pediatrics. Within the traditional care
team model, the difference in PMPM is driven by differences in service mix underlying the PMPM. Within the expanded care team
model, the difference is driven by service mix and the composition of the assumed expanded care team between adults and
pediatrics.
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with a mechanism to certify that practices meet a definition of advanced primary care services to qualify for
payment.

4.2 Recommendations

The purpose of this rate review was to make and justify recommendations for adjustments to primary care
reimbursement and financing. In consideration of the comparison rates generated by the IRM OHIC makes
the following two-part recommendation.

1. OHIC recommends adoption of the IRM comparison rates for the traditional care team model as
the base Medicaid FFS reimbursement rates for primary care and the floor for Medicaid MCO
reimbursement. This will provide an increase in funding for core primary care practice functions
and bring reimbursement rates into alignment with the cost of delivering these core functions. This
will benefit all primary care practices along the spectrum of existing models in Rhode Island.

2. Looking to the future of primary care to support delivery of advanced primary care services through
an expanded team-based model, OHIC recommends the development of a PMPM payment to be
paid to practices based on patient attribution. This would involve developing requirements for
advanced primary care services delivery through an expanded care team model that are
measurable and verifiable to qualify practices for payment. The PMPM ranges provided in Figure
11 serve as a guide to the incremental funding needed to support the expanded care team.
However, as noted above, additional analysis is required to calibrate the PMPM to reflect the
characteristics of the covered population, the scope of services supported by the payment, and the
operational requirements of the advanced primary care model being funded. OHIC recommends
that EOHHS be given necessary fiscal resources to take on this task.

Together these recommendations combine increased fee-for-service reimbursements in the near term with
the future development of a payment model to support expanded care teams after service delivery
requirements are established and further payment modelling is conducted. OHIC recognizes that
implementation of these recommendations will require approval by the Rhode Island General Assembly
and CMS. Due to implementation considerations these recommendations are communicated as a two-step
action to be considered in sequential order.

4.3 Estimated Fiscal Impact

Relative to the current Medicaid rates effective July 1, 2026, OHIC estimates the total annualized fiscal
impact of adopting the recommended IRM traditional care team reimbursement across the Medicaid FFS
and MCO programs to be approximately $22 million (including state and federal funds). Based on the
assumptions set forth in this report, funding the incremental cost of the expanded care team as described
herein is estimated at approximately $20 million in additional annualized funds (including state and federal
funds). This estimate is very likely to change in the future depending on service delivery requirements and
provider uptake of the expanded model. Under present assumptions the combined annualized fiscal impact
of both recommendations is estimated at approximately $42 million.

These estimates are based on managed care encounter expenditures incurred between October 1, 2025
and March 31, 2026, paid through June 30, 2026, multiplied by two to assume a total annualized fiscal
impact. The expenditures were repriced to assume they were paid at the primary care rates effective July
1, 2026. Differences between our projections for fiscal impacts and actual amounts depend on the extent
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to which future experience conforms to the assumptions made for this analysis. It is certain that actual
experience will not conform exactly to the assumptions used in this analysis. Actual amounts will differ from
projected amounts to the extent that actual experience deviates from expected experience. Estimates
should be refined to reflect changes in Medicaid enroliment, claims completion, inflationary trends, provider
billing patterns, or other factors affecting the utilization and cost of primary care services.
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5. Policy Considerations

We conclude with a discussion of policy considerations that OHIC expects to shape the implementation of
these recommendations.

5.1 Potential federal limits on Medicaid FFS rate increases. CMS released a proposed rule on May 22,
2026 (CMS-2449-P)% that would extend Medicare-based payment limits to certain Medicaid payment
arrangements, including certain targeted Medicaid FFS payments. Because the existing Medicaid primary
care FFS rates are based on Medicare reimbursement levels, the proposed rule may limit the extent to
which those rates could be increased. However, advanced primary care services are often funded through
prospective PMPM payments rather than solely through FFS reimbursement. If the rule is finalized, and
depending on CMS guidance and interpretation, the PMPM amounts presented in this report could
potentially be assessed in relation to existing Medicare Advanced Primary Care Management payments.
As described in Section 4, the incremental PMPM attributable to advanced primary care services may be
estimated as the difference between the expanded care team and traditional care team PMPMs, which
could provide one framework for evaluating advanced primary care capabilities in relation to Medicare-
based payment limits.

5.2 Equitable commercial payer reimbursement for primary care. The reimbursement rate benchmarks
presented in Section 2.3 show that the reimbursement rates paid to primary care providers by commercial
health insurers in Rhode Island exceed Medicaid rates but fall below Massachusetts and New England
commercial benchmarks. The OHIC regulations promulgated in March 2025 require commercial health
insurers to boost reimbursement rates for primary care services to meet annual primary care spending
targets.3® These primary care expenditure targets are defined as the ratio of total primary care expenditures
to total medical expenditures for each insurer’s fully insured book of business (inclusive of individual, small
group, and large group markets). The requirements do not directly govern self-insured employer primary
care payments, including the reimbursement rates paid on behalf of self-insured employers by commercial
health insurers who act as third-party administrators of these health benefit plans. OHIC is not aware of
any commercial health insurer that is subject to the OHIC regulation that has voluntarily increased primary
care reimbursement rates for self-insured employer clients.3°

The lack of a standard approach to increasing primary care investment through commercial health insurers
risks diluting the total investment in primary care. This is true when reimbursement rates are increased for
fully insured lines of business, but not the self-insured. Self-insured employers cover approximately 65% of
Rhode Island residents who obtain their health insurance through an employer. Commercial health insurers
who perform third-party administrative services for self-insured employers may not increase reimbursement
rates for primary care, even when doing so for fully insured lines of business in response to state regulation.
There are a few reasons. The market for administrative services in which insurers operate is competitive,
and employers are cost-conscious buyers of these services. If an insurer increases its primary care
reimbursements substantially relative to its competitors, all else equal, they risk potentially losing business
if competitors do not act in a similar manner. Contracts between the insurer and self-insured employer may
also limit the ability of the insurer to increase reimbursement rates within a given period. The
recommendations outlined in this report support setting primary care reimbursement at levels that presently
exceed commercial market averages, inclusive of self-insured employer claims experience. To ensure a
standard approach to primary care investment across payers, policymakers could consider setting a
commercial market reimbursement floor. This would require legislative action. Such action could potentially

37 hitps://www.federalregister.gov/documents/2026/05/22/2026-10292/medicaid-program-medicaid-managed-care-state-directed-
payments-and-medicaid-fee-for-service-targeted

3% See OHIC Issues New Regulations to Strengthen Primary Care in Rhode Island.

3 The one exception as noted in the introduction is BCBSRI, which increased its own rates as a self-insured employer.
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be structured in a manner that applies to self-insured employer groups and is not subject to federal
preemption by the Employee Retirement Income Security Act of 1974 (ERISA).40

40 A 2020 Supreme Court decision in the case Rutledge v. Pharmaceutical Care Management Association found that “ERISA does
not pre-empt state rate regulations that merely increase costs or alter incentives for ERISA plans without forcing plans to adopt any
particular scheme of substantive coverage.” See p. 6 of Justice Sotomayor’s opinion.
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Primary Care Rate Review

Appendix 1: Rate Summary

Rhode Island Office of the Health Insurance Commissioner

8/30/2026

Medicaid FFS Rates Independent Rate Model
Traditional Traditional Expanded Expanded

Adult Traditional | Pediatric Traditional Adult Expanded | Pediatric Expanded

Physician Adult APP | Physician Pediatric | Physician Adult APP | Physician Pediatric

Service Code Service Description Adult Pediatric Led Led Led APP Led Led Led Led APP Led
99202 Office Outpatient Visit New 20 Minutes $76.87 $76.87 $ 116.36 $ 86.45 $ 116.36 $86.45 $147.34 $ 125.57 $137.77 $116.00
99203 Office Outpatient Visit New 30 Minutes 119.95 119.95 203.69 151.24 203.69 151.24 255.02 217.69 238.28 200.95
99204 Office Outpatient Visit New 45 Minutes 180.87 180.87 291.02 216.49 291.02 216.49 358.68 307.57 335.12 284.02
99205 Office Outpatient Visit New 60 Minutes 241.30 241.30 436.53 324.24 436.53 324.24 539.32 461.92 503.75 426.35
99212 Office Outpatient Visit Est 10 Minutes $ 60.81 $ 60.81 $87.33 $64.76 $87.33 $64.76 $ 107.65 $92.08 $ 100.80 $85.23
99213 Office Outpatient Visit Est 20 Minutes 97.30 97.30 145.51 108.24 145.51 108.24 180.68 154.77 168.48 142.57
99214 Office Outpatient Visit Est 30 Minutes 138.53 138.53 203.69 151.24 203.69 151.24 250.12 214.48 233.38 197.74
99215 Office Outpatient Visit Est 40 Minutes 196.44 196.44 291.02 216.49 291.02 216.49 357.86 307.05 334.31 283.49
99381 Initial Preventive Medicine New Patient < 1 Yr $116.23 $116.23 N/A N/Al  $174.65 $ 130.05 N/A N/A|  $201.55 $170.83
99382 Initial Preventive Medicine New Pt Age 1-4 Yrs 121.31 121.31 N/A N/A 186.25 138.29 N/A N/A 212.29 180.17
99383 Initial Preventive Medicine New Pt Age 5-11 Yrs 126.69 126.69 N/A N/A 180.44 134.16 N/A N/A 206.82 175.40
99384 Initial Preventive Medicine New Pt Age 12-17 Yr 141.69 141.69 N/A N/A 232.85 173.02 N/A N/A 265.28 225.22
99385 Initial Preventive Medicine New Pt Age 18-39 Yrs 137.59 137.59 291.02 216.49 N/A N/A 352.57 303.57 N/A N/A
99386 Initial Preventive Medicine New Patient 40-64 Yrs 158.99 N/A 349.18 259.47 N/A N/A 431.60 369.77 N/A N/A
99387 Initial Preventive Medicine New Patient 65 Yrs& Older 173.32 N/A 378.36 281.27 N/A N/A 460.40 395.86 N/A N/A
99391 Periodic Preventive Med Established Patient <1Y $104.91 $104.91 N/A N/A]  $151.31 $112.38 N/A N/A| $173.74 $147.14
99392 Periodic Preventive Med Est Patient 1-4 Yrs 111.40 111.40 N/A N/A 174.65 130.05 N/A N/A 201.55 170.83
99393 Periodic Preventive Med Est Patient 5-11 Yrs 111.06 111.06 N/A N/A 171.64 127.40 N/A N/A 198.77 167.94
99394 Periodic Preventive Med Est Patient 12-17 Yrs 121.86 121.86 N/A N/A 203.69 151.24 N/A N/A 238.28 200.95
99395 Periodic Preventive Med Est Patient 18-39 Yrs 124.26 124.26 261.85 194.67 N/A N/A 323.75 277.48 N/A N/A
99396 Periodic Preventive Med Est Patient 40-64 Yrs 131.73 N/A 267.78 198.93 N/A N/A 329.63 282.66 N/A N/A
99397 Periodic Preventive Med Est Patient 65 Yrs& Older 142.03 N/A 261.85 194.67 N/A N/A 323.75 277.48 N/A N/A

Notes:

1. The Medicaid FFS Rates reflect rates effective July 1, 2026. The pediatric rates reflect those associated with the MPR010 program indicator code. The adult rates reflect those associated with a blank
program indicator code.
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Rhode Island Office of the Health Insurance Commissioner

Primary Care Rate Review
Appendix 2 Detailed Rate Summary

Percent Utilization Medicaid FFS Rates IRM Percent Change Relative to Medicaid FFS
Traditional Traditional Expanded Expanded

Adult Traditional Pediatric Traditional Adult Expanded | Pediatric Expanded

Physician  Adult APP Physician Pediatric Physician Adult APP | Physician Pediatric

Service Code Service Description Adult Pediatric Adult Pediatric Led Led Led APP Led Led Led Led APP Led
99202 Office Outpatient Visit New 20 Minutes 0.4% 02%| $76.87 $ 76.87 51.4% 12.5% 51.4% 12.5% 91.7% 63.4% 79.2% 50.9%
99203 Office Outpatient Visit New 30 Minutes 2.9% 2.0% 119.95 119.95 69.8% 26.1% 69.8% 26.1% 112.6% 81.5% 98.6% 67.5%
99204 Office Outpatient Visit New 45 Minutes 3.1% 1.1% 180.87 180.87 60.9% 19.7% 60.9% 19.7% 98.3% 70.1% 85.3% 57.0%
99205 Office Outpatient Visit New 60 Minutes 0.4% 0.2% 241.30 241.30 80.9% 34.4% 80.9% 34.4% 123.5% 91.4% 108.8% 76.7%
Composite Office Outpatient Visit New Patient 6.8% 3.5% | $152.74 $ 141.35 65.5% 23.0% 66.6% 23.8% 105.3% 75.8% 93.6% 63.6%
99212 Office Outpatient Visit Est 10 Minutes 3.8% 36%| $60.81 $ 60.81 43.6% 6.5% 43.6% 6.5% 77.0% 51.4% 65.8% 40.2%
99213 Office Outpatient Visit Est 20 Minutes 37.6% 44 1% 97.30 97.30 49.5% 11.2% 49.5% 11.2% 85.7% 59.1% 73.2% 46.5%
99214 Office Outpatient Visit Est 30 Minutes 37.0% 13.1% 138.53 138.53 47.0% 9.2% 47.0% 9.2% 80.6% 54.8% 68.5% 42.7%
99215 Office Outpatient Visit Est 40 Minutes 2.0% 1.2% 196.44 196.44 48.1% 10.2% 48.1% 10.2% 82.2% 56.3% 70.2% 44.3%
Composite Office Outpatient Visit Established Patient 80.4% 61.9% | $117.03 $ 105.77 48.0% 10.0% 48.6% 10.5% 82.5% 56.5% 71.5% 45.2%
99381 Initial Preventive Medicine New Patient < 1 Yr 0.0% 0.5% | $116.23 $116.23 N/A N/A 50.3% 11.9% N/A N/A 73.4% 47.0%
99382 Initial Preventive Medicine New Pt Age 1-4 Yrs 0.0% 0.3% 121.31 121.31 N/A N/A 53.5% 14.0% N/A N/A 75.0% 48.5%
99383 Initial Preventive Medicine New Pt Age 5-11 Yrs 0.0% 0.5% 126.69 126.69 N/A N/A 42.4% 5.9% N/A N/A 63.2% 38.4%
99384 Initial Preventive Medicine New Pt Age 12-17 Yr 0.0% 0.4% 141.69 141.69 N/A N/A 64.3% 22.1% N/A N/A 87.2% 59.0%
99385 Initial Preventive Medicine New Pt Age 18-39 Yrs 0.4% 0.0% 137.59 137.59 111.5% 57.3% N/A N/A 156.2% 120.6% N/A N/A
99386 Initial Preventive Medicine New Patient 40-64 Yrs 0.2% 0.0% 158.99 N/A 119.6% 63.2% N/A N/A 171.5% 132.6% N/A N/A
99387 Initial Preventive Medicine New Patient 65 Yrs& Older 0.0% 0.0% 173.32 N/A 118.3% 62.3% N/A N/A 165.6% 128.4% N/A N/A
Composite Initial Preventive Medicine New Patient 0.6% 1.6% | $ 14417 $126.56 114.3% 59.3% 52.4% 13.3% 161.4% 124.7% 74.6% 48.1%
99391 Periodic Preventive Med Established Patient <1Y 0.0% 7.6% | $104.91 $ 104.91 N/A N/A 44.2% 7.1% N/A N/A 65.6% 40.3%
99392 Periodic Preventive Med Est Patient 1-4 Yrs 0.0% 9.2% 111.40 111.40 N/A N/A 56.8% 16.7% N/A N/A 80.9% 53.3%
99393 Periodic Preventive Med Est Patient 5-11 Yrs 0.0% 8.9% 111.06 111.06 N/A N/A 54.5% 14.7% N/A N/A 79.0% 51.2%
99394 Periodic Preventive Med Est Patient 12-17 Yrs 0.0% 7.2% 121.86 121.86 N/A N/A 67.2% 24.1% N/A N/A 95.5% 64.9%
99395 Periodic Preventive Med Est Patient 18-39 Yrs 6.1% 0.0% 124.26 124.26 110.7% 56.7% N/A N/A 160.5% 123.3% N/A N/A
99396 Periodic Preventive Med Est Patient 40-64 Yrs 5.9% 0.0% 131.73 N/A 103.3% 51.0% N/A N/A 150.2% 114.6% N/A N/A
99397 Periodic Preventive Med Est Patient 65 Yrs& Older 0.0% 0.0% 142.03 N/A 84.4% 37.1% N/A N/A 127.9% 95.4% N/A N/A
Composite Periodic Preventive Medicine Established Patient 12.1% 32.9% | $127.97 $112.09 106.9% 53.7% 55.9% 15.9% 155.2% 118.8% 80.5% 52.7%
Composite All 100.0% 100.0% | $ 120.96 $109.44 57.5% 17.1% 52.0% 12.9% 94.4% 66.6% 75.6% 48.6%

Notes:

1. The Medicaid FFS Rates reflect rates effective July 1, 2026. The pediatric rates reflect those associated with the MPR010 program indicator code. The adult rates reflect those
associated with a blank program indicator code.
2. Composites are weighted based on utilization. Utilization data is SFY 2025 utilization from the April 15, 2026 datamart provided by EOHHS.
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