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Transforming Health Care Delivery: Innovations
in Payment Models for Interprofessional Team-

Based Care

Hossein Khalili

By examining the strengths, limitations, and implications of
different payment models we seek to inform policymakers,
practitioners, and educators on the path toward patient-cen-
tered, efficient, and sustainable primary health care deliv-
ery. Health care payment model reform should be viewed
as an investment in future health asset capacity and equity
production rather than an immediate return on investment
for short-term health care cost reduction.

Introduction

The US health care system is characterized by com-
plexity, fragmentation, and suboptimal coordination,
posing significant challenges to achieving optimal patient
outcomes and controlling health care costs [1]. The pres-
ence of multiple payors, fragmented financing, and outdated
reimbursement processes exacerbates these challenges,
hindering innovation and collaboration among diverse health
care professions and organizations [2, 3]. Consequently,
there is a pressing need for adoption of blended payment
systems that incentivize collaborative, patient-centered care
within interprofessional teams [1, 4, 5].

Moreover, the US health care system is widely recognized
for its exorbitant costs, complicated structure, and com-
paratively lower quality when compared to other developed
nations [6]. The disjointed nature of the system, coupled
with its reliance on traditional fee-for-service (FFS) payment
models, conceals its progress toward improved health care
outcomes by hindering care coordination and investments in
health information technology infrastructure while prioritiz-
ing volume of services over value-based care delivery. With
escalating costs, restricted access, and persistent quality
issues, urgent reforms are imperative to enhancing health
care delivery and outcomes nationwide [1].

The challenges confronting the US health care system,
including high-cost, low-quality health care services and
outcomes, are not unique and echo those seen in high-
performing systems worldwide. However, what sets high-
performing systems apart is their ability to transform these
challenges into opportunities for positive change.

In 2019, the US health care system'’s average cost per per-
son was almost two and a half times the average of 35 OECD

countries [6]. Despite the high health expenditures, the
United States lags behind in key metrics such as life expec-
tancy, access to care, and quality of care [6]. The health
care system also faces a myriad of challenges, including an
aging population with multiple chronic diseases, widening
health disparities, the impacts of climate change, repercus-
sions from pandemics, global socioeconomic instability, and
large-scale migration, placing significant strains on health
care resources [7]. Fragmentation and a lack of collabora-
tion and coordination across health care professions and
agencies are identified as primary reasons for the high cost
and low quality in the health care system [2, 8].

To address current and future challenges, immediate
reforms within the health care system are imperative [7, 9].
In response, interprofessional team-based care emerges as
a pivotal strategy to enhance patient outcomes and optimize
service delivery efficiency, especially in managing chronic
diseases and transitioning to value-based care models
[8,10, 11]. The aim is to harness the diverse skills and exper-
tise of various health care providers within their full scope
of practice, without introducing unnecessary specialization
that could lead to care fragmentation. Through this approach,
team-based care seeks to boost efficiency and effectiveness,
expand access, and elevate satisfaction for all stakeholders,
including health care providers and patients [1].

Financial incentives, as a determinant of clinicians’ deci-
sions, significantly impact the volume and nature of care
services provided [12, 13]. Clinicians may be inclined to
prioritize services with higher financial returns, potentially
influencing the utilization and composition of health care
services. The disproportionately low allocation and valu-
ation of total health care expenditures to team-based care
and primary care—with rates paid for primary health care
being lower than those paid for specialty or procedural
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care—intensifies challenges in retaining experienced pri-
mary health care clinicians, a situation further exacerbated
by the strains of the COVID-19 pandemic, which led to the
closure of many primary health care practices [5, 10, 14].

It is important to distinguish between primary care and
primary health care. Primary care refers to the initial point
of contact with the health care system, typically provided by
general practitioners, family physicians, or pediatricians. On
the other hand, primary health care encompasses a broader
range of health care providers, services, functions, and goals,
including health promotion, disease prevention, treatment,
rehabilitation, and palliative care [5].

We need a health care system that places greater empha-
sis on interprofessional team-based care, aiming to foster a
healthier population with consistent access to primary care
services and a potentially more equitable distribution of
health care resources [1, 15-17]. Payment methods in health
care significantly shape clinician behavior, with fee-for-ser-
vice models often incentivizing a focus on individual billable
services at the expense of non-billable services that contrib-
ute to positive health outcomes.

In light of these formidable challenges, this paper aims
to delve into payment models specifically tailored to inter-
professional team-based care. Recognizing the pivotal role
of payment models in shaping the future of health care
delivery in the United States, this exploration seeks to offer
insights and recommendations for policymakers, practitio-
ners, and educators striving for a health care system that
prioritizes collaboration, patient-centeredness, quality, and
sustainability.

Background

The transition from fee-for-service to value-based care
represents a pivotal mechanism in unlocking the full poten-
tial of interprofessional team-based care to shift the bur-
den of risk from patients/payors to health care providers
[14,18, 19]. By fostering cross-professional and inter-agency
collaboration, value-based payment models incentivize
providers to prioritize patient-centered care and improve
overall service quality and health outcomes. The reactive
and transactional nature of fee-for-service is ill-suited to the
collaborative and proactive approach inherent in interpro-
fessional team-based care, often constraining providers by
time limitations [1, 191.

Value-based payment models emerge as catalysts for
innovation, fundamentally redefining health care delivery
by prioritizing quality and outcomes over the sheer volume
of appointments [20]. This paradigm shift allows care to
extend beyond traditional office hours, leveraging interpro-
fessional teams and technological advancements to provide
comprehensive patient support. Moreover, it acknowledges
and rewards the care coordination and collaborative man-
agement efforts of health care teams, aligning incentives
with proactive patient engagement. Empowering health care
providers to build meaningful relationships with patients fos-

ters trust and rapport, leading to more effective health man-
agement, earlier detection and intervention, and ultimately
improved patient wellness and population health [18, 201.

For this transformative shift to succeed, policymak-
ers must accelerate the adoption of value-based payment
models across broader patient populations and health care
settings. Legal frameworks play a crucial role in shaping
payment models, and policymakers must address regula-
tory barriers to effective interprofessional collaboration.
Advocating for supportive policies that align with the goals
of interprofessional team-based care is essential, ensur-
ing legal frameworks facilitate successful implementation
within various payment models [2, 14, 201].

Furthermore, policymakers should prioritize the develop-
ment of regulations that incentivize and support the adoption
of payment models conducive to interprofessional collabo-
ration. This includes addressing reimbursement structures
and providing frameworks that encourage the integration
of diverse health care professionals in team-based care. By
proactively addressing these issues, policymakers can pave
the way for a more collaborative and effective health care
system that prioritizes patient-centered care and enhances
overall health outcomes.

Health Care Payment Models

Health care payment models for interprofessional team-
based care have been developed to provide high-quality
care to patients while improving cost-effectiveness. These
models incentivize health care providers to work together to
provide coordinated care to patients. Here is an overview of
the common payment models and the way they foster (or
hinder) achievement of this goal.

Fee for Service (FFS)

FFS, a traditional payment model, operates by reim-
bursing health care providers based on individual services
rendered. While this approach incentivizes volume, it also
presents challenges to interprofessional collaboration due to
its reliance on itemized billing. Furthermore, the model may
not align seamlessly with patient-centered goals, potentially
leading to fragmented care. Numerous studies have high-
lighted the drawbacks of FFS, including its association with
overutilization of services and a lack of focus on preventive
care, indicating the need for a shift toward more collabora-
tive payment models [2, 5, 14, 20-22].

Capitation

Capitation involves paying a fixed amount per enrolled
patient to health care providers. This model encourages
preventive care and population health management, fos-
tering collaboration among diverse providers. The focus on
overall patient well-being and predictable costs for health
care systems adds to its appeal as a viable payment model.
Research has shown that capitation models are associated
with improved preventive care measures, leading to bet-
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ter overall health outcomes for patients, making capitation
a valuable consideration for interprofessional team-based
care[2,5, 21, 23].

Pay-for-Performance (P4P)

P4P programs typically involve financial incentives or pen-
alties based on the achievement of predefined performance
measures. Providers receive bonuses or face reductions in
reimbursement based on their performance in meeting qual-
ity metrics, such as patient outcomes, adherence to clinical
guidelines, or patient satisfaction scores. P4P aims to incen-
tivize providers to deliver high-quality care and achieve bet-
ter outcomes. P4P programs in health care have consistently
shown improvements in the quality of care, including better
adherence to clinical guidelines, increased rates of preven-
tive services, and reductions in hospital readmissions and
complications. Moreover, P4P incentives have been associ-
ated with positive changes in provider behavior, such as the
adoption of evidence-based practices and care coordination
efforts [5, 14, 21, 24-26].

Value-Based Care (VBC)

VBC is a broader concept that encompasses various pay-
ment models and approaches aimed at aligning reimburse-
ment with the value of care delivered. Unlike traditional FFS
models that reimburse based on the volume of services
provided, VBC models focus on the quality, outcomes, and
cost-effectiveness of care. These models often include P4P
components but may also incorporate other elements such
as capitation, shared savings, or global payments. VBC
models have shown promise in improving patient outcomes,
health equity, and reducing unnecessary health care costs,

underscoring their potential as an effective payment model
for fostering collaboration among interprofessional teams
[5,14, 24, 271].

Bundled Payments

Bundled payments offer a fixed price for an entire episode
of care, such as joint replacement. This model promotes col-
laboration among health care teams spanning different spe-
cialties, working together to optimize outcomes. However,
successful implementation requires clear care pathways
and a delicate balance of cost containment with maintaining
high-quality care. Studies have demonstrated that bundled
payments can lead to cost savings and improved coordina-
tion among health care providers, emphasizing the potential
benefits of this model in fostering interprofessional collabo-
ration [14, 24, 28, 29].

Accountable Care Organizations (ACOs) and Shared
Savings

ACOs are groups of health care providers that work
together to provide coordinated care to patients, while
shared savings is a payment model that rewards health
care providers for reducing costs while maintaining qual-
ity. Both ACOs and shared savings incentivize providers to
work together to provide high-quality care and reduce health
care costs. ACOs and shared savings have been shown to
improve the quality of care, reduce costs, and promote
collaboration among health care providers, making them
effective models for interprofessional team-based care
[14, 28, 30-32].

In summary and as outlined in Table 1, health care pay-
ment models play a critical role in fostering (or hindering)

TABLE 1.

Pros and Cons of Payment Models Concerning Interprofessional Team-Based Care

Payment Model Pros Cons
Fee-for-Service = Encourages flexibility in service provision = May incentivize unnecessary treatments

= Providers get reimbursed for every service « Potential for fragmented care delivery

= Directly ties payment to services provided * Limited focus on preventive and coordinated care
Capitation * Encourages preventive care = Risk of under-treating patients

= Provides predictable revenue for providers .

Incentivizes cost-effective care delivery

Potential for patient selection
Limited flexibility in care provision

Pay-for-Performance (P4P)

Incentivizes quality improvement
Rewards providers for meeting benchmarks
Promotes adherence to clinical guidelines

Complex to measure and administer
May lead to “gaming"” the system
Potential for cherry-picking patients

Value-Based Care

Emphasizes quality over quantity
Encourages coordinated, patient-centered care
Aligns incentives with patient outcomes

Requires robust data infrastructure
Initial implementation costs can be high
Challenges in defining and measuring value

Bundled Payments

Promotes care coordination
Encourages efficiency in service delivery
Aligns payment with value-based care

Complexity in defining episode of care
Difficulty in distributing bundled payments
Potential for variation in care quality

Accountable Care
Organizations (ACOs) and
Shared Savings

Encourages care coordination

Emphasizes population health management
Shifts focus from volume to value

Potential for cost savings through shared savings

Complex organizational structure
Requires significant upfront investment
Potential for conflicts of interest
Challenges in achieving provider buy-in
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collaboration among interprofessional teams and deliver-
ing high-quality, cost-effective care to patients. By aligning
financial incentives with patient outcomes and quality met-
rics, these models incentivize providers to work together to
achieve common goals and improve the overall delivery of
health care services.

Discussion

Navigating the complexities of health care transformation
necessitates a deep understanding of how payment models
impact interprofessional teams. By integrating evidence-
based practices and innovative approaches, this review
serves as a guide for stakeholders committed to shaping a
health care system that prioritizes efficiency, quality, and
sustainability. Through collaborative efforts among policy-
makers, practitioners, and educators, we can pave the way
toward a future characterized by patient-centered, interpro-
fessional health care delivery.

The discussion about payment methods highlights their
distinct impacts on clinician behavior, from fee-for-service to
bundled payments. Concerns about under-provision of care
often arise when clinicians bear financial risk, whereas fee-
for-service models may lead to over-treatment. Empirical
findings support these theoretical expectations, with fee-
for-service models encouraging higher service utilization
and capitation models discouraging unnecessary resource
consumption [14]. Blended payment approaches that com-
bine capitation (or the fee for service) with value-based
payment model elements show promise in supporting high-
quality primary health care and optimizing incentives for
better patient outcomes. Moreover, evidence suggests that
hybrid payment models can mitigate fee-for-service model
shortcomings, promoting care quality and efficiency in the
long run rather than serving as a short-term cost reduction
mechanism.

The health care industry is transitioning toward value-
based contracts to lower costs and deliver proactive primary
health care. While discussions often focus on a complete
shift from fee-for-service, a hybrid payment model is gaining
traction. The National Academies of Sciences, Engineering,
and Medicine [1] recommend a hybrid payment model
for primary health care and interprofessional team-based
care, blending capitation (or the fee for service) and value-
based contracting. This approach allows health care orga-
nizations to adopt alternative incentive programs without
compromising financial stability. The hybrid model empha-
sizes advanced primary health care and interprofessional
team-based care, focusing on person- and family-centered,
high-value, team-based, accessible, and coordinated care
attributes [18, 19].

Health care payment model reform should be regarded
as an investment in future health asset capacity and equity
production, rather than an immediate solution for reduc-
ing health care costs [14]. Evidence indicates that pay-
ment reform alone may not decrease total costs of care

in the short or medium term [5]. However, incorporating
interprofessional team-based care with robust value-based
payment models can lead to long-term efficiency and effec-
tiveness, particularly in chronic care management and
health equity [4, 10]. Strengthening interprofessional team-
based care can significantly reduce health care costs and
improve care quality by decreasing ambulatory care, emer-
gency room visits, and hospitalizations [1, 23]. System-wide
changes are necessary to orient the health care workforce
and practice patterns toward interprofessional team-based
care delivery and primary health care for sustainable trans-
formation in the health care system in the United States
[1,79, 20, 33].

Conclusion

In the dynamic landscape of health care, the way we
pay for services profoundly influences how care is deliv-
ered, experienced, and coordinated. Interprofessional
team-based care, which emphasizes collaboration among
diverse health care professionals, has gained prominence as
a means of improving patient outcomes, enhancing quality,
and optimizing resource utilization. However, the alignment
of payment models with interprofessional practice remains
a critical area of exploration. Health care payment models
play a critical role in shaping how health care services are
funded, delivered, and experienced by patients. These mod-
els impact provider behavior, patient outcomes, and overall
system sustainability.

In conclusion, the introduction of various value-based
payment models within primary and specialty care reflects
ongoing efforts to transform health care delivery and
improve patient outcomes. These models incorporate
diverse approaches, including multi-payer reforms, home-
based care, collaborative learning networks, and bundled
payments. The hybrid payment model for interprofessional
team-based care and primary health care represents a ver-
satile approach, offering a balance between capitation (or
the fee for service) and value-based contracting to support
the transition toward more efficient and patient-centered
care. We need a payment model that supports sustainable,
team- and relationship-based, high-quality, integrated pri-
mary health care, aiming to ensure ready access to primary
health care teams across modalities and address social
determinants of health (SDOH). Highlighting the need for
adequate payment to support primary health care prac-
tices and accommodate emerging delivery models, payment
reform should be viewed as an investment in improving
patient/population health rather than as a mechanism for
significant short-term cost reduction. NCM
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