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Primary care is essential for achieving high quality population health; 
however, its future remains uncertain with pervasive provider burnout, compensation 
structures based on service volume, and systemic undervaluation relative to specialty 
care. Value-based payment models aim to improve health outcomes and reduce costs, yet 
their implementation in academic medical centers remains complex. This study 
examined primary care physicians’ perceived impacts of changing to a value-based 
compensation model in a large academic medical center. 

A mixed methods study was conducted using semi-structured interviews with 
17 primary care physicians across 12 practices affiliated with Brigham and Women’s 
Hospital (BWH), an academic medical center in Boston, Massachusetts. Interview 
transcripts were analyzed using a hybrid deductive-inductive thematic approach. 
Quantitative data included changes in panel size, panel growth, the proportion of 
physicians meeting panel targets, and quality metrics for patients with chronic disease. 

Three years after implementing a value-based compensation model, the total 
number of covered lives in BWH’s primary care department increased by 31,000, 
representing a growth rate of 6.8%-9% annually. Physicians identified three primary 
domains differentiating fee-for-service (FFS) and value-based compensation models: 
provider experience, access to care, and system-level factors. Reported advantages of the 
new model included recognition of inter-visit work and reduced productivity pressures. 
However, concerns emerged about limitations in patient access and persistent systemic 
challenges, including understaffing. 

A value-based compensation model in academic primary care may enhance 
panel management and physician experience. However, long-term success depends on 
addressing systemic barriers and aligning clinical productivity expectations with 
value-based goals. 

Keywords: Academic Medical Centers, Access to Care, Compensation, Organizational 
Change, Primary Health Care, Primary Care Physicians, Qualitative Research, Value-
Based Health Care 

Introduction  

Primary care is a foundational element in delivering high-
quality, efficient population health.1 However, the future 
of primary care is not certain. Primary care is threatened 
by high rates of burnout, fewer residency graduates choos
ing primary care, and experienced primary care physicians 
(PCPs) retiring earlier. Additionally, due to system opera
tional forces and individual financial compensation based 
on volume, primary care providers are struggling.2‑5 This 
is compounded by primary care’s undervaluation relative to 
specialty care in the US.6 Integrated delivery systems7 and 
academic medical centers (AMCs) view primary care as a 
gateway into the healthcare system, rather than as a di

rect driver of financial value. This contributes to underin
vestment in essential primary care infrastructure, such as 
care coordination, behavioral health integration, and re
sources to address social determinants of health. Conse
quently, PCPs face mounting workloads and insufficient 
support, which fuels burnout and reductions in clinical ef
fort among PCPs. 

For decades, primary care has been paid via fee-for-ser
vice (FFS) in which physicians are reimbursed for each ser
vice they provide, measured in relative value units (RVUs). 
FFS rewards and encourages quantity of care as opposed 
to quality of care, and in some cases can incentivize un
necessary procedures and visits.8 FFS payment models are 
particularly misaligned with the goals of primary care to 

Ulin L, Rotenstein L, Gitomer R, et al. Impact of a Primary Care Value-Based
Compensation Model. JABFM. 2026;39(1). doi:10.3122/jabfm.2025.250220R2

 on 14 O
ctober 2026 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2025.250220R

2 on 15 S
eptem

ber 2026. D
ow

nloaded from
 

https://doi.org/10.3122/jabfm.2025.250220R2
https://doi.org/10.3122/jabfm.2025.250220R2
http://www.jabfm.org/


provide comprehensive, continuous, first-contact, and co
ordinated care.9 The resources available to primary care are 
closely tied to the number of in-person visits delivered by 
the individual or group. While primary care practices in 
an integrated delivery system benefit from the resources 
of their system, the main financial and operational focus 
for primary care and healthcare system leaders remains the 
number of visits, which then translate into relative value 
units, and subsequently into FFS payment. The difference 
between the cost and the RVU-generated revenue defines 
the “support” for primary care. 

Beginning in 2010, value-based payment models intro
duced via the Center for Medicaid & Medicare Services 
started operating in parallel with FFS payments. These 
models require participants to take on greater accountabil
ity for the quality and cost of care and usually require a 
greater investment in primary care as a key element. By 
paying for a group of patients’ overall care rather than indi
vidual units of care, value-based payment models have the 
potential to better align payment with primary care’s fun
damental goals. Further, value-based models allow more 
flexibility for remote and inter-visit care, which is appre
ciated by patients and physicians alike, provided issues of 
health equity are addressed and not exacerbated.8 

Added resources, such as staffing that enables PCPs to 
engage more frequently with their patients, and that sup
port the management of patients with complex needs, cost 
money. Organizations can recover the costs of such added 
resources, however, because they are paid under risk-based 
contracts that reward the organizations for reducing spend
ing and improving quality across their patient population. 
However, the impact of these models remains uneven.10 

Many AMCs and integrated delivery systems remain in hy
brid environments where FFS revenue continues to dom
inate, limiting the resources available for robust primary 
care investment. This dynamic is particularly challenging in 
AMCs, where financial margins from care delivery are often 
redirected to support teaching and research missions. 

Brigham and Women’s Hospital (BWH) is an academic 
medical center in Boston and a founding member of the 
Mass General Brigham health system. Between 2016 and 
2017, BWH faced 9%-11% attrition of primary care clini
cians, with projected declines in covered lives in the follow
ing two years. Covered lives are defined as the number of 
patients enrolled in the BWH’s insurance contracts or at
tributed to its care network. In response, BWH proposed 
and implemented a shift from a FFS model to a value-based 
compensation model throughout their 16 clinics (see Table  
1 for key changes). This happened in phases, which in
cluded initial changes to primary care infrastructure from 
2017 to 2019, discussions with leadership from 2018 to 
2020, and two years of frozen salaries due to COVID from 
2020-2022. There was a phased transition from 15 to 
30-minute visits that started in spring 2020. A planned 
change in how primary care physician compensation was 
determined, from RVU-driven compensation to a value-
based compensation model incorporating multiple compo
nents, including a panel-size target based on the physi
cian’s clinical FTE was communicated in 2020 (see Table  

2 for compensation components). Subsequently, variable 
compensation changed to value-based compensation in 
2021, with the full model implemented in 2022 (see Figure  
1 for a timeline overlaid with panel growth rate). This 
mixed-methods study was designed to understand how a 
new value-based compensation model impacted the daily 
practice of PCPs. 

Methods  

Study Design   

This mixed-methods study used a convergent design, col
lecting quantitative and qualitative data in parallel to pro
vide a comprehensive perspective on the transition to 
value-based compensation at primary care clinics within 
BWH; specialty care was excluded from this study as it 
was not part of this specific initiative. Quantitatively, the 
study assessed shifts in the proportion of physicians meet
ing panel targets, overall panel growth, and RVU production 
post-implementation. Qualitatively, semi-structured inter
views explored physicians’ perceptions and experiences in 
the post-implementation period. Quantitative and qualita
tive findings were integrated during analysis by compar
ing key findings, allowing for a richer interpretation of the 
compensation model’s impact. 

Setting and Participants    

BWH has 16 primary care practice locations with approx
imately 200 physicians caring for about 122,000 patients. 
Two practices were community health centers, while the 
others ranged from a large teaching site with substantial 
resident involvement to smaller community-based clinics 
with minimal or no academic roles. The scope of primary 
care practice includes preventive care, chronic disease 
management, and care coordination, with procedural or 
condition-specific interventions often referred to special
ists; further, consistent with standard practice in an AMC, 
patients with complex or specialized issues are referred 
to specialists. A patient panel is defined as the group of 
unique patients assigned to a specific physician, enabling 
continuity of care, relationship-building, workload defini
tion, and quality improvement efforts.11 

Quantitative Data Collection and Analysis      

Using internal operational data, we descriptively character
ized changes in the proportion of physicians meeting their 
panel target (defined as the number of patients each physi
cian is expected to have on their patient panel), and overall 
panel growth before and after the introduction of the value-
based compensation model. These data also informed the 
selection of balancing measures, including changes in RVU 
production following implementation of the new model. We 
also reviewed quality of care metrics for patients with hy
pertension and diabetes from July 2016 to August 2022. 
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Table 1. RVU vs. Value-Based Compensation Model: Key Differences        

Element RVU-Based Compensation Model Value-Based–Compensation Model 

Panel size 
target 

1800 patients 1800 patients, with adjustment for social complexity, medical 
complexity, and percent of the panel comprised of female patients 

Determinant of 
PCP 
Compensation 

Number of wRVUs achieved in 
prior fiscal year 

Combination of fixed component based on cFTE, adjusted panel size, 
seniority of physician, achievement of adjusted panel size target 

Visit Length 20 minute visits for existing 
patients, 40 minute visits for new 
patients 

30 minutes for all visit types 

Yearly Visit 
Target 

None Floor set for number of visits expected that each PCP deliver yearly, 
normalized to their cFTE 

Abbreviations: RVU = relative value unit, wRVU = work relative value unit, PCP = primary care physician, cFTE = clinical full time equiv
alent 

Table 2. Compensation Components for PCPs in Value-Based Compensation Model         

Component Average 
Proportion of 

Total 
Compensation* 

Fixed normalized to cFTE 61% 

Panel size: Adjusted for social complexity, medical complexity, and percent of the panel comprised of female 
patients. 

27% 

Seniority: Additional compensation based on each sequential year post-residency. 6% 

Citizenship normalized to cFTE: Compensation based on PCPs engaging in 2-3 activities that were of 
priority to the organization (eg, attending clinic meetings, encounter completion within a specified period) in 
each fiscal year. 

3% 

Panel bonus normalized to cFTE (distributed twice yearly): Based on achieving target panel threshold 
relative to each physicians’ cFTE allocation 

3% 

*Average proportions of compensation noted here are based on a physician with 15 years of experience with an average size panel and 
clinical FTE. Exact proportions may vary by clinical effort, panel size, and years of experience. 
Abbreviations: cFTE = clinical full time equivalent, PCP = primary care physician 

Qualitative Data Collection and     
Analysis  

We created a semi-structured interview guide to elicit per
ceptions of how the value-based compensation model af
fected PCPs’ approaches to clinical work, identify strengths 
and weaknesses they perceived with the model, and reflect 
on whether the model had addressed their levels of joy or 
burnout with their clinical role (see interview guide in digi
tal supplement). The interview protocol was created by the 
qualitative researcher (ES) in consultation with the clinical 
leaders (LR, RG), who had extensive knowledge of, and ex
perience with, the design and implementation of the value-
based compensation model. 

We recruited voluntary physician interviewees after clin
ical leaders were informed about the study via emails and 
announcements at physician meetings. Eligibility criteria 
included attending PCPs at the primary care sites who were 
employed by BWH for at least 3 years. This time period en
abled participants to have a basis for comparing the value-
based model to the prior FFS model in a context unaffected 
by the COVID-19 pandemic. From among eligible physi
cians, participants were selected via a random-access gen
erator and were sent an email invitation to participate in 

the study. Participants were also invited to participate via a 
division-wide email announcement. 

One of the study co-authors (ES) conducted all 17 inter
views one-to-one with each PCP. This co-author had exten
sive experience in conducting qualitative interviews in pri
mary care settings and had no relationship with the BWH 
implementation of value-based compensation. Semi-struc
tured interviews lasted an average of 20 minutes and were 
conducted via Zoom from June through October 2023. The 
timing of the interviews ensured that the value-based com
pensation model had been fully implemented with suffi
cient time for PCPs to perceive potential changes to their 
practice. Participants provided verbal consent before being 
interviewed. All interviews were recorded, transcribed ver
batim, and de-identified. Participants received no compen
sation for their participation. Interviews were conducted 
until data saturation occurred. 

Two authors independently reviewed a sub-set of (5) 
transcripts to create an initial codebook. Codes were iden
tified based on the interview guide as well as through in
ductive coding. The lead analyst (LU) then coded all 17 
interviews; another analyst (ES) cross-checked the coding 
to ensure accuracy.12 Given some overlapping constructs 
in the data, the analysts engaged in discussions to reach 
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Figure 1. Trends in Absolute Panel Size Across the Center of Excellence and Percentage Changes in Panel Growth                 
Rate by Year    

Panel Growth Rate is defined as ((Year End Panel – Year End Panel of Prior Year)/Year End Panel of Prior Year). This measure was used 
since organizational accountabilities were based on the rate of panel growth for BWH Primary Care. 
Abbreviations: RVU = relative value unit 

a consensus about final codes during regular team meet
ings.13 Major themes were identified by consensus within 
the analysis team and then presented to other co-authors 
for validation. 

This study was approved by Mass General Brigham IRB 
(study number 2023P000464). 

Results  

Quantitative Data   

In 2017, 51 of the approximately 200 (25%) physicians were 
not at their panel target. In 2023, all but 4 of the ~200 (2%) 
of established physicians were at their panel target. From 
FY2019 to FY2022, the number of patients cared for by pri
mary care grew from 124,505 to 155,010—an increase of 
approximately 31,000 covered lives. This represents year-
over-year growth of 6.8% to 9.0% during the three-year im
plementation and rollout of the new compensation model. 
Of note, panel growth subsequently decreased to 2.9% in 
2023 as PCPs’ panels filled and a lack of physical space 
made it challenging to add new PCPs (see Figure 1 ). RVUs 
did not significantly change during the study period after 
the new model was implemented. Quality metrics for pa
tients with hypertension and diabetes improved overall 
from January 2017 to August 2022, with notable gains fol
lowing implementation of the new model; specifically, an 
8% increase in blood pressure control among patients with 
hypertension, and a 9.3% increase in HbA1c control among 

patients with diabetes. However, some quality metrics de
clined during the COVID-19 pandemic. 

Qualitative Data   

Participants included 17 physicians from 12 out of 16 clin
ics across BWH. Participating clinics included one commu
nity health center as well as the large teaching site. Respon
dents had been practicing for an average of 22 years since 
completing clinical training (range of 3 to 46 years), saw 
patients an average of 4 half-day sessions per week (range 
of 3 to 7 sessions), and had an average full-time equiva
lent of 0.55. Through qualitative thematic analysis, 3 areas 
were identified in which physicians perceived differences 
between the FFS and value-based compensation models: (1) 
physician experience, (2) access to care, and (3) systems is
sues. 

Physicians’ Experience   

Physicians’ experience, specifically their explicit or implicit 
expectations of daily work activities, emerged as a major 
theme in the physician responses, with interviewees re
porting that the value-based compensation model had both 
positive and negative effects on their clinical practice. 
Many physicians, even some who preferred the RVU model, 
appreciated that the new model accounted for patient com
plexity and gender, provided a monetary acknowledgment 
of their inter-visit work, and removed perceived pressure 
tied to FFS models. In particular, they believed that the 
shift from 15- to 30-minute patient visits relieved time 
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pressure and reduced stress about lost income due to no-
shows, which was an issue in the FFS system. As one physi
cian said, 

I think it’s really provider-centered. And then … that 
leads to it being patient-centered, I think it allows us to 
again … focus on the patients that we’re caring for and 
kind of distribute our resources, our time and energy, 
where it needs to be distributed. 

Some respondents perceived that the new model de
creased their burnout, and attributed that to how the model 
was concordantly aligned with their values, the acknowl
edgment of inter-visit care, and decreased stress from chas
ing RVUs and add-on visits. As one physician described the 
new model, 

I actually love it. I hated the RVUs…. I know I’m taking 
care of a number of patients, and even though we have 
a minimal threshold of visits, I don’t get the panic I 
used to get if patients no show. I feel it’s a much better 
way to take care of patients. 

However, positive perceptions were mixed with physi
cians’ beliefs that the value-based compensation model 
negatively affected their clinical work, citing increased pa
tient-portal demands leading to more hours working, cov
ering other PCPs’ panels without additional compensation, 
difficulty meeting visit targets, and decreased appointment 
access for patients (as described further below). Notably, 
physicians in our study had differences in perceptions 
based on physician career length. Early-career physicians 
(average 6.4 years in practice) tended to view the value-
based compensation model favorably, whereas those with 
longer service histories expressed more negative perspec
tives. 

Access to Care    

Patients’ ability to engage with and access healthcare was 
a major theme in physicians’ responses, and many reported 
it as the weakest part of the new model. They felt that 
increasing panel size was theoretically good for access as 
more patients can have a PCP, but frequently found there 
were no available appointments for weeks. One physician 
noted, “If I have too many patients in my panel, I don’t 
have enough appointments to take care of these patients, 
right?” Further, respondents noted that the lack of appoint
ment availability made following their sicker patients more 
difficult. As one physician explained, 

… [there is a] huge rise in people going to urgent care 
places for a lot of their episodic care. They are, you 
know, my patients, [and] they will often end up going 
to one of the other Mass General Brigham urgent cares. 
And you know again, that’s visits that I’m not seeing 
them…. 

Respondents noted the emergence of a disincentive in 
the new model: some felt less motivated to do more than 
the minimum work required of them in the office; for ex
ample, some were less willing to squeeze people in for add-
on visits. As one physician explained, “I am [not] moti

vated [to] double-book, add on, etc., and so more of my 
patients are seeing urgent care and other providers. I don’t 
think that that’s great.” Others reported that they were be
ing less intentional about billing and documentation. PCPs 
noted that the value-based model offered patients greater 
flexibility in accessing care, including via the online portal, 
while diminishing their own concerns about billing more 
during in-office visits. 

Systems Issues   

Physicians highlighted systems-level issues, specifically 
factors outside of their control that influenced patient care 
and access, and affected their perceived level of burnout as 
well as their general attitude about the value-based com
pensation model. Some physicians shared feelings of a loss 
of control in how they were compensated and distrust to
ward healthcare administrators; some expressed concerns 
that compensation changes were for the healthcare sys
tem’s profit margin and not for the benefit of patients or 
physicians. The increased panel size and decreased patient 
access to visits was viewed as unsustainable by some physi
cians, given ongoing staff shortages and the lack of time 
and structures for responding to more patient-portal mes
sages. As one physician said, “So we work harder, which is 
why everyone’s leaving primary care…. You can’t see these 
many patients.” Others cited frustrations with system-level 
specialty-care wait times as a perceived source of burnout, 
as their workload increased and scope of practice extended. 

Discussion  

Primary care is critically important for improving both pa
tient outcomes and addressing rising healthcare spend
ing,14‑16 yet challenges remain for both patients and physi
cians. This study explored PCPs’ perceptions of shifting to a 
value-based compensation model in an AMC. PCPs appre
ciated moving away from FFS and the recognition of inter-
visit work, but they also described the strain of larger pan
els, persistent access barriers for their patients, the growing 
burden of patient-portal demands, and worsening system-
wide issues such as clinic understaffing and longer wait 
times for specialty care. These concerns mirror national 
trends of workforce shortages17 and appointment delays,18 

as well as prior evidence linking electronic health record 
demands to frustration,19 reduced job satisfaction,20 and 
burnout.21,22 

Our findings illustrate a shift in primary care toward 
asynchronous, inter-visit work, much of it managed 
through electronic health records (EHRs) and rewarded by 
value-based models.23 This has altered physician-patient 
engagement, increasing time spent on messaging, remote 
monitoring, and care coordination outside of visits. While 
EHRs enable this work, they also contribute to administra
tive burden and potential burnout.22 The American Medical 
Association has noted generational differences in burnout 
drivers, with electronic documentation being a top concern 
for many baby boomers (born 1946-1964) but less so for 
millennials (born 1981-1999).24 Physicians who entered 
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practice more recently often prioritize work-life balance 
and flexibility,25 which align with the structured workflows 
of value-based care. In contrast, those who trained in sys
tems centered around in-person visits may find the shift 
more challenging.25 These generational differences are 
shaped not only by age but by formative experiences with 
technology, cultural expectations, and workplace norms. 
Younger clinicians, many of whom are digital natives,26 

tend to embrace new communication tools and remote pa
tient monitoring, and they expect supportive, flexible work 
environments. By contrast, more experienced physicians 
may be accustomed to hierarchical team structures and in-
person interactions, making adaptation to new models of 
care and documentation practices more difficult.27 

These evolving dynamics influence both physician sat
isfaction and the effectiveness of primary care delivery in 
a rapidly changing healthcare landscape. While major 
healthcare systems do participate in value-based contracts, 
revenue from these contracts represent a small percentage 
of overall system revenue28‑30 and is unlikely to prompt 
the development of robust infrastructure that is necessary 
to support value-based practices. Our findings emphasize 
that health systems must make appropriate financial in
vestments in the structural supports required for value-
based compensation models if these models are to improve 
patient care and clinician wellness. As our study demon
strates, efforts to provide higher-quality care aligned with 
clinicians’ values can be hindered by structural gaps that 
limit effective implementation. Physicians noted decreased 
patient access to visits, ongoing staff shortages, and long 
specialty care wait times, indicating that a value-based ap
proach and panel expansion in primary care will have lim
ited impact if broader system incentives remain misaligned 
with primary care. These challenges reflect national post-
pandemic trends,31 which are especially pronounced in 
smaller cities with multiple AMCs, where competitive job 
markets intensify staffing shortages. Our study comple
ments other reports of reorienting primary care compen
sation in an academic medical center context away from a 
pure FFS focus.32,33 

Our study has both strengths and limitations. One clear 
limitation is the presence of confounders identified by re
spondents, including the COVID-19 pandemic, some major 
health-system changes that impacted all of BWH, and 
structural forces related to the organization and delivery of 
primary care (eg, staff shortages). This made it difficult for 
PCPs to attribute their perceptions about their practice ex
clusively to the shift in the compensation model. Further, 
we attribute the decline in quality metrics to COVID-19;34 

however, given the concurrent changes, it is difficult to iso
late the specific impact of the compensation model from 
these other influences with complete certainty. Additional 
limitations include a relatively small sample size within 

one health system, self-selection bias, and recall bias, as 
the implementation of the model had stretched over the 
prior 2 years. We did not calculate coder agreement, instead 
relying on verifying accuracy of coding in a sub-sample 
and a consensus-based approach to identifying themes. 
Strengths include a rigorous qualitative analysis of inter
view data as well as evaluations of this model from the 
physicians’ perspective. To our knowledge, this is the first 
report describing PCP perspectives on the implementation 
of such a shift at an academic medical center. 

Conclusion  

Primary care is critical for improving patient outcomes and 
reducing costs; however, it remains in a precarious state, 
affecting both patients and physicians. Understanding 
physicians’ perspectives on transitioning to value-based 
compensation models can help identify areas for improved 
patient-care support and PCP engagement. While full 
adoption of value-based care aligns with the long-term 
mission of primary care, our model offers an interim so
lution: investing in primary care, compensating physicians 
based on panel size and population health, and promoting 
panel growth that drives FFS revenue, which remains the fi
nancial backbone of many academic institutions. While in
complete, PCPs perceived some benefits from transition
ing to the new model, while noting challenges related to 
health-system infrastructure making it difficult to compre
hensively meet patients’ needs. Future studies should seek 
to replicate this approach in additional primary care spe
cialties (eg, family medicine, pediatrics) and in healthcare 
environments with varying amounts of revenue derived 
from value-based versus FFS payment arrangements. 
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Appendix  

Appendix 1. Interview Guide     

Demographic Information 

Questions Related to Value-Based Compensation 

As you are aware, BWH primary care has shifted to a panel-
based compensation model. 

• How many years have you been in practice since your 
last year of clinical training? 

• Where do you currently practice? 
• How long have you been practicing at this location? 
• How many sessions per week do you practice? 

• What do you think about this change? 
• How has this change influenced your practice? 
• Has this change influenced how you approach your 

daily work? If so, how? 

• Has this change influenced how you feel when you’re 
not in clinic? If so, how? 

• Has your approach to non-visit work changed now 
that it is covered with this model? Why or why not? 

• Do you feel that this new model has strengths, or ad
vantages, over the RVU model? If so, what are they? 

• Do you feel that this model has weaknesses or chal
lenges that need to be addressed? If so, what are 
they? 

• Has this shift to panel-based compensation made any 
impact on the level of joy you feel about your work? 

• Has this shift to panel-based compensation made any 
impact on your level of burnout? 

• Is there anything else you’d like to add or tell us 
about this model? 
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