
CARPE DIEM 
Critical Access and Rural Patient Engagement in Diet, Integration, Exercise, and Management 

PROPOSAL: The new $50 billion RHTP provides an opportunity to radically redesign rural 
health, but states face tight deadlines, stakeholder pressures and financial risks.  The CARPE 
DIEM model is a framework for states to create a new system of care focused on health, 
wellness, nutrition, and prevention and management of chronic disease. It deploys a new 
workforce of health medics armed with patient engagement technology and machine learning. 
To reverse the disparities in rural mortality rates, clinicians would adopt a standard of care for 
referrals to be managed by telemedicine locally as frequently as possible, with strong ties to 
academic medical centers for advanced cancer care and maternal health management.  

POPULATION-BASED PAYMENT MODEL: An up-front infrastructure payment of $750,000 and 
population-based payments of $12.50 PMPM would be tied to meeting minimum thresholds for 
engagement of the population, including care plans and progress documented in the medical 
record. Managing clinicians (including behavioral health, RHCs, FQHCs, SNFs) can all earn 
APM bonuses of $15,000 per year. These payments would generate roughly 20% more profits 
for the community and clinicians, off-setting anticipated reimbursement cuts. An additional $50 
PPPY can be earned through the Medicare Shared Savings Program assuming the 
interventions reduce annual cost of care by 5% by year five. By 2030, per 10,000 rural people 
(not just patients but all people, all payers, initially subsidized by the RHTP), a community will 
generate between $500,000 and $1,000,000 per year, and Commercial, Medicare and Medicaid 
costs will decrease by 5%. Machine Learning will be applied to double efficiency and reduce the 
ongoing population-based payment to a more sustainable $7.50 PMPM. 

BACKGROUND: As the founders of Caravan Health, we led the transformation to value of 
hundreds of rural hospitals and thousands of clinics in 44 states from 2013 - 2022. We designed 
methods to pool unrelated providers and standardize prevention, wellness and chronic care 
management. We redesigned CMMI’s unsuccessful Advanced Payment ACO Model to create 
the highly successful ACO Investment Model, which saved Medicare more than $300 million in 
rural America, paid half back in shared savings, and improved quality and access for more than 
1 million rural Americans, the most successful CMMI population health program to date.1 

Our rural model was based on one intervention: each community hired a population health 
nurse who began sustainable billing for wellness visits and chronic care management under 
general supervision. Once we had perfected our accountability system, we routinely generated 
3% savings per year across hundreds of hospitals and thousands of clinics, despite increasing 
billing an average of 2%. Given the level of intervention contemplated in CARPE DIEM, 5% 
savings by year 5 is reasonable and achievable in a managed population. 

Changing how patients are managed is difficult and demanding work. One salient experience at 
Caravan Health was the inability to get patients to widely adopt remote technology during the 

 
1 h#ps://www.cms.gov/priori1es/innova1on/data-and-reports/2022/wp-eval-synthesis-21models-slides 



pandemic, despite the desperate need. We learned how labor intensive the process was and 
that, just like today, no one can add that to their busy schedules. In fact, most remote patient 
monitoring and chronic care management is not automated at all and is still hand-to-hand 
combat. The key to changing our culture is hours of hard work with patients and providers to 
support the adoption of new technology. Technology and machine learning can advance only 
after the patients become engaged in their health. The proposed $150 PMPM population-based 
payment is essential to pay for that transformation and provide the army of health medics that 
are needed to change behavior. 

Based on trial and error, we learned what is possible to achieve in rural health systems in short 
order and what is not. With the risk of claw backs and reallocation of future funds, states need to 
propose transformation plans that are simple to administer and audit and have achievable 
goals. They also need to prescribe known, effective models of care. Based on our experience 
with Medical Homes, CPC, and CPC+, prior population-based payment models failed to qualify 
for expansion because of their lack of specific accountability. The approach that gave Caravan 
consistent results was highly structured and prescriptive, requiring ongoing oversight of Key 
Performance Indicators (KPIs) and standardization for meaningful results—something often 
overlooked but critical to success. For that reason, the model includes 20% in the budget for TA 
and 20% for local overhead and supervision which should be tied to achieving engagement 
goals. Outcomes will be measured by all-payer quality reporting, the Medicare Shared Savings 
Program and Medicaid claims analysis. 

 

CARPE DIEM is a flexible, plug-and-play model that states can adopt using only a portion of 
their rural transformation dollars, leaving funding for other critical projects. In doing so, the 
states can foster better health in their rural communities, reduce total cost of care to help state 
and federal budgets, create a sustainable income stream for rural health systems that will keep 
them solvent in spite of the pending cuts to their reimbursement, creating a new model for 
health that can be adopted in both rural and urban settings. 

STAKEHOLDER PARTICIPATION: The proposal emphasizes prevention, wellness, technology 
adoption, and integrated care. Wellness Centers would be developed in each community to 
deploy the health navigators in collaboration with local, tertiary and quaternary hospitals, RHCs, 
FQHCs, FFS clinicians, EMS, and behavioral and mental health providers, with special focus on 



areas like diet, nutrition, exercise, obstetrics and cancer, and creating a standard of care to use 
telemedicine for distant referrals whenever possible. 

While the population is the focus of the intervention, one organization will need to lead the 
community effort. All stakeholders who manage patients can get paid APM bonuses, PMPM 
payments and shared savings, but a local, central organization with the critical mass to support 
the program is essential. They would receive the start-up funds, create and furnish the Wellness 
Center, partner with academic medical centers, employ, train and retain the health navigators 
and telemedicine technicians, provide IT support and the master patient index for identification 
of assignable community members, support the reporting of quality and compliance and receive 
and disburse shared savings, APM bonuses and PMPM payments to the community clinicians. 
Any entity can be the hub. In many rural communities, particularly ones served by county and 
district hospitals, the rural hospital is the ideal convener, already employs most clinicians, and 
has IT and telemedicine infrastructure and experience. In other areas, there may be a tech-
savvy and sophisticated clinic that is a better hub organization. Populations can be identified 
from the Master Patient Index. Profits from the Wellness Center would sustainably support the 
rural hub, ensuring survival and access. 

SCORING FOR RHTP: The CARPE DIEM model meets most initiative criteria for the Rural 
Health Transformation Program (see below for excerpt from NOFO). States can adapt and scale 
the program and would be responsible for a population health payment of $12.50 PMPM, 
$15,000 per clinician bonuses, and $750,000 per community up front to focus on the MAHA 
agenda of health, wellness and chronic care management. The payments would be relatively 
simple to administer, and the program meets all criteria for transformation, ensuring high scoring 
on competitive bids. 
 
Main strategic goal: Make Rural America Healthy Again 
Uses of funds: A, B, C, E, F, G, H, I, J, K (non-exhaustive) 
Technical score factors: B.1, B.2, C.1, C.2, E.1, F.1, F.2, F.3 (non-exhaustive) 
Key stakeholders: Rural Health Clinics, Rural Hospitals, Primary Care Clinics, 
Community Health Centers, Pharmacies, Emergency Medical Services, 
Community-Based Organizations, Indian Health Care Providers 
Outcomes (examples, non-exhaustive): 
• Two-way patient engagement 
• Reduced obesity rates 
• Reduced smoking rates 
• Increased medication adherence 
• Decreased maternal mortality rates 
• Decreased cancer mortality rates 
• Decreased rates of avoidable hospitalizations and readmissions. 
• Decreased rates of avoidable emergency department use. 
• Reduced overall hospital use for recipients in the served community, no 
• matter where the hospitalization occurs. 
• Reduced total cost of care for the target population. 
• Improved clinical indicators associated with long-term disease risk (such 
• as blood pressure or hemoglobin A1c) for the target population. 
• Increased hiring, training, and use of non-traditional provider types such 

as community health workers. 



SUSTAINABILITY: Future Medicaid PPPY costs are expected to decrease by at least 50% to 
$7 PPPY as machine learning automates much of the health navigator’s work.  As envisioned, 
patients will live longer and healthier lives, states will lower Medicaid and Medicare costs by 5% 
or more and rural hospitals would replace lost revenue and refocus their services on Making 
America Healthy Again. A sample budget for the first and last years of the program is below: 
 

CARPE DIEM YEAR START-UP & 5-YEAR SUSTAINABILITY  
(Per 10,000 Lives) 

 

 
 

 
 
 
Note: These views are those of Lynn Barr and not the Medicare Payment Advisory Commission 
(MedPAC). Ms. Barr has no financial interest in this proposal. This material is not copyrighted 
and is open source. The author assumes no liability. 
 
Please contact Lynn Barr, MPH at lynnbarr2020@gmail.com for more information. 
 

Carpe Diem Start-Up                      
Profit and Loss                    Per 

10,000 Population Patients  Base 
 Benefits/ 
Overhead 

 Overhead 
and TA 

 
Equipment/S
W/ Incentives 

 
Enrolled 
Pts  Ratio  FTE 

 Cost per 
enrolled 
member 

 Total Year 1 
Start Up and 
Variable Costs 

 Program 
Incentives 

 Revenue 
per Patient 

 Total New 
Revenue  Net Profit 

Population 10,000
Outreach Rate 5%
MA Health Navigators 47,840$  14,352$   5,000$             500        1.0000  0.50 72$          36,096$             150$           75,000$        38,904$      
Telemedicine MA 47,840$  14,352$   5,000$             250        0.5000  0.13 26$          12,774$             30$              7,500$           (5,274)$       
Program Manager 75,000$  22,500$   5,000$             -         1.00 205$        102,500$          -$                (102,500)$  
EMR Integration 20,000$           -    20,000$             -$                (20,000)$    
Patient RPM Equipment 300$                 25          0.0500  15$          7,500$               500$           12,500$        5,000$         
Patient Incentives 60$                    200        0.1000  24$          12,000$             -$                (12,000)$    
Patient Engagement App/Care Mgmt 
Platform 24$                    500        1.0000  24$          12,000$             -$                (12,000)$    
Telemedicine Capital 250,000$          250,000$      250,000$      -$              
Year 1 start up investment 250,000$          500,000$      500,000$      250,000$   
20% Technical Support 140,574$  500        281$        140,574$          -$                (140,574)$  
20% Local Overhead 140,574$  500        281$        140,574$          -$                (140,574)$  
RHC/FQHC APM Bonus 150,000$      150,000$      150,000$   
MSSP -$            -$                    -$                   -$              
Grand Total 281,148$  1.63 928$        984,018$          900,000$      995,000$      10,982$      

Carpe Diem Year 5               
Profit and Loss                    

Per 10,000 Population Patients  Base 
 Benefits/ 
Overhead 

 Overhead 
and TA 

 
Equipment/
SW/ 
Incentives 

 Enrolled 
Pts  Ratio  FTE 

 Cost per 
enrolled 
member 

 Total  
Variable 
Costs 

 Program 
Incentives 

 Revenue 
per 
Population 

 Total New 
Revenue  Net Profit 

Population 10,000
Outreach Rate 100%
MA Health Navigators 47,840$      14,352$      5,000$         10,000  1.0000   5.00    32$            315,960$       90$             900,000$       584,040$       
Telemedicine MA 47,840$      14,352$      5,000$         1,250     0.5000   0.63    4$               43,870$         30$             37,500$         (6,370)$          
Program Manager 75,000$      22,500$      5,000$         -          1.00    10$            102,500$       -$                 (102,500)$     
EMR Integration 2,000$         -      2,000$            -$                 (2,000)$          
Patient RPM Equipment 300$             1,000     0.0500   8$               75,000$         500$           500,000$       425,000$       
Patient Incentives 60$                200         0.1000   1$               12,000$         -$                 (12,000)$        
Patient Engagement App/Care Mgmt 
Platform 24$                10,000  1.0000   24$            240,000$       -$                 (240,000)$     
Telemedicine Capital -$                 -$                 
Year 1 start up investment -$                 -$                 
15% Technical Support 118,700$   10,000  12$            118,700$       -$                 (118,700)$     
10% Local Overhead 79,133$     10,000  8$               79,133$         -$                 (79,133)$        
RHC/FQHC APM Bonus 150,000$  150,000$       150,000$       
MSSP -$                 412,500$  412,500$       412,500$       
Grand Total With MSSP 197,833$   6.63    99$            989,163$       562,500$  2,000,000$   1,010,838$   
Grand Total Without MSSP 989,163$       150,000$  1,587,500$   598,338$       
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