
 

   
 

 

Interview Summary: Dr. Michael Cropp, MD 

Perspective: Physician and Health Plan Leader 

Value & Access Briefing Series: Closing Gaps Between Cardiovascular Screening and 
Treatment 

Dr. Michael Cropp, family physician and President and Chief Executive Officer of 
Independent Health, discussed the persistent gap between cardiovascular risk 
identification and successful treatment from the unique perspective of both a practicing 
physician and health plan leader. Throughout the conversation, Dr. Cropp emphasized that 
improving cardiovascular outcomes will require more than better screening—it will require 
redesigning healthcare systems, payment models, and care delivery structures to support 
prevention, team-based care, and long-term management of chronic disease.  

Dr. Cropp described cardiovascular disease as the most significant health challenge 
facing the populations served by Independent Health. While cardiovascular risk factors 
affect all populations, he noted that the greatest barriers to prevention and treatment are 
often found among Medicaid beneficiaries, who frequently face challenges related to 
healthcare access, resource limitations, and social determinants of health. At the same 
time, he observed that the greatest burden of cardiovascular disease is often seen among 
Medicare beneficiaries, many of whom have lived with poorly controlled risk factors for 
years before developing serious cardiovascular and metabolic complications.  

A major theme of the discussion was the challenge of identifying and controlling silent risk 
factors such as hypertension. Dr. Cropp noted that many individuals remain unaware that 
they have elevated blood pressure, while others are diagnosed but fail to achieve adequate 
control. He pointed to several contributing factors, including limited access to care, time 
constraints within primary care practices, and the tendency to dismiss elevated readings 
as temporary or situational. Because hypertension often produces no obvious symptoms, 
opportunities for diagnosis and intervention can easily be missed.  

Throughout the interview, Dr. Cropp repeatedly highlighted the value of team-based care. 
He cited historical examples demonstrating that nurses tasked with blood pressure 
management often achieved better hypertension control than traditional physician-
centered approaches. In his view, improving cardiovascular outcomes will require 
expanding the roles of nurses, pharmacists, community health workers, and other 



 

   
 

members of the healthcare team. These professionals can help monitor patients, provide 
education, reinforce treatment plans, and extend the reach of primary care physicians 
facing increasing demands and workforce shortages.  

Technology also emerged as a major focus. Dr. Cropp described how digital tools, remote 
monitoring, and machine-learning-supported platforms can help patients manage chronic 
conditions such as diabetes while providing clinicians with actionable information. Rather 
than relying on infrequent office visits and retrospective patient recall, technology can 
provide real-time insights into behaviors, symptoms, and treatment responses. He 
emphasized that these tools not only improve patient engagement but also free clinicians 
to spend more time on meaningful conversations and shared decision-making rather than 
data collection and interpretation.  

Dr. Cropp expressed similar enthusiasm for remote patient monitoring and telehealth. He 
argued that home blood pressure monitoring and virtual care models can expand access, 
improve convenience, and increase healthcare system capacity while maintaining clinical 
effectiveness. These approaches may be particularly valuable in managing common 
chronic conditions such as hypertension, where ongoing monitoring is often more 
important than frequent in-person visits.  

Perhaps the strongest theme throughout the interview was the importance of payment 
reform. Dr. Cropp argued that traditional fee-for-service reimbursement models have 
failed to produce the cardiovascular outcomes healthcare systems seek. Instead, he 
advocated for value-based payment models that reward prevention, care coordination, 
and achievement of measurable health outcomes. Under Independent Health's approach, 
primary care practices receive resources to support team-based care, care management, 
pharmacist integration, behavioral health services, and patient education. In addition to 
fee-for-service payments, practices are rewarded for quality outcomes and reductions in 
downstream healthcare utilization.  

Dr. Cropp explained that Independent Health worked collaboratively with primary care 
physicians to design a blended payment model that provides upfront resources for 
population health management while rewarding success in controlling chronic conditions 
such as hypertension and diabetes. He believes this model creates the appropriate 
incentives for prevention and enables practices to invest in services that are often 
unreimbursed under traditional payment systems. According to Dr. Cropp, the approach 
has helped achieve some of the strongest diabetes control outcomes among health plans 
while strengthening partnerships between payers and providers.  



 

   
 

Trust emerged as another important theme. Dr. Cropp noted that many innovative 
programs fail because health plans attempt to impose solutions without strong 
relationships with providers. Independent Health's approach focuses on developing 
collaborative partnerships with clinicians and giving practices flexibility to determine how 
best to use available resources. In his view, trust between payers and providers is 
essential for successful implementation of prevention-focused initiatives.  

The discussion also addressed shared decision-making and patient engagement. Dr. 
Cropp acknowledged that clinicians often struggle to know whether patients truly 
understand and embrace treatment recommendations after leaving the office. He 
emphasized the importance of ongoing communication, reinforcement, and follow-up 
through technology, nurses, and other members of the care team. Effective chronic 
disease management requires not only clinical recommendations but also systems that 
help patients remain engaged over time and overcome barriers as they arise.  

Looking ahead, Dr. Cropp expressed optimism about expanding the roles of community 
health workers and pharmacists within cardiovascular care. He described efforts to build 
community health worker programs within Medicaid populations and emphasized the 
unique reach pharmacists have within communities. He suggested that future incentive 
models should more directly engage pharmacists and community-based organizations in 
improving cardiovascular risk factor control.  

When asked what policy change would have the greatest impact, Dr. Cropp offered a clear 
recommendation: healthcare systems should move beyond measuring screening alone 
and begin rewarding successful control of cardiovascular risk factors. He argued that 
states, health plans, and policymakers should create accountability for both 
measurement and control of conditions such as hypertension, diabetes, and high 
cholesterol. In his view, what gets measured and rewarded ultimately receives attention, 
and meaningful progress will require aligning incentives with prevention and long-term 
health outcomes.  

Ultimately, Dr. Cropp's message was that healthcare systems already possess many of the 
tools needed to improve cardiovascular outcomes. The challenge is creating payment 
models, care teams, technologies, and partnerships that consistently support prevention, 
risk factor control, and long-term patient engagement.  

Key Takeaways 



 

   
 

• Cardiovascular disease remains the most significant health challenge facing many 
patient populations, particularly those with longstanding, poorly controlled risk 
factors.  

• Many patients remain unaware of conditions such as hypertension, while others 
struggle to achieve sustained control despite diagnosis.  

• Team-based care models that include nurses, pharmacists, and community health 
workers can significantly improve chronic disease management and extend primary 
care capacity.  

• Technology, remote monitoring, and telehealth can improve patient engagement, 
increase efficiency, and support more effective management of cardiovascular risk 
factors.  

• Traditional fee-for-service payment models often fail to support prevention, while 
value-based models can better align incentives with long-term health outcomes.  

• Providing primary care practices with flexible resources and rewarding outcomes 
encourages investment in care coordination, education, and population health 
management.  

• Trust and collaboration between payers and providers are essential for successful 
implementation of prevention-focused initiatives.  

• Healthcare systems should move beyond measuring screening rates and begin 
rewarding successful control of cardiovascular risk factors such as hypertension, 
diabetes, and high cholesterol. 

 

 


