The Seven Joint Principles of Patient-Centered Medical Home

1.) That each patient has an ongoing relationship with a personal physician
trained to provide first contact, continuous, and comprehensive care.

2.) That the personal physician leads a team of individuals at the practice
level who collectively take responsibility for the ongoing care of patients.

3.) That the personal physician is responsible for providing for all the patient’s
health care needs and for appropriately arranging care with other qualified

professionals.
4.) That care is coordinated and/or integrated across all elements of the

complex health care system and the patient's community and that care is ‘

aray P N Y | L 5 Nt ialasalrdlal e

facilitated by registries, information technology, heaith information
exchange, and other means. .

5.) That quality and safety are hallmarks of the medical home, including a
strong physician-patient-family partnership, the use of evidence-based
medicine, and quality improvement activities.

6.) Enhanced access to care is available through systems such as open
scheduling, expanded hours, and new options for communication among

- patients, their personal physicians, and practice staff.

7.) Payment appropriately recognizes the added value provided to patients

who have a patient-centered medical home.
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[t’s not a place
It’s a system

What is a Patient Centered Medical Home'!
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» ABSTRACT

PURPOSE To foster redesigning the work and workplaces of family physicians,
this Future of Family Medicine task force was created to formulate and
recommend a financial model that sustains and promotes a thriving New Model of
care by focusing on practice reimbursement and health care finances. The goals
of the task force were to develop a financial model that assesses the impact of
the New Model on practice finances, and to recommend health care financial
policies that, if implemented, would be expected to promote the New Model and
the primary medical care function in the United States for the next few decades.
METHODS The members of the task force reflected a wide range of professional

backgrounds and expertise. The group met in person on 2 occasions and
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communicated by e-mail and conference calls to achieve consensus. A marketing
study was carried out using fbcus groups to test the concept of the New Model
with consumers. External consultants with expertise in health economics, health
care finance, health policy, and practice managementwere engaged to assist the
task force with developing the microeconomic (practice level) and
macroeconomic (societal level) financial models necessary to achieve its goals.
Model assumptions were derived from the published medical literature, existing
practice management databases, and discussions with experienced physicians
and other content experts. The results of the financial mbdeling exercise are
included in this report. The initial draft report of the findings and
recommendations was shared with a reactor panel representing a broad
spectrum of constituencies. Feedback from these individuals was reviewed and
incorporated, as appropriate, into the final report.

RESULTS The practice-level financial model suggests that fullimplementation of
the New Model of care within the current fee-for-service system of reimbursement
would result in a 26% increase in compensation (from $167,457 to $210,288 total
annual compensation) for prototypical family physicians who maintain their
current number of work hours. Alternatively, physicians could choose to decrease
their work hours by 12% and maintain their current compensation. This result is
sensitive to physician practice group size. The societal level financial model
shows that modifications in the current reimbursement system could lead to
further improvements in compensation for family physicians practicing the New
Model of care. Reimbursement for e-visits and chronic disease management
could further increase total annual compensation to $229,849 for prototypical
family physicians maintaining their current number of work hours. The widespread
introduction of quality-based physician incentive bonus payments similar to some
current programs that have been implemented on a limited basis could further
increase total annual compensation up to $254,500. The adoption of a mixed
reimbursement model, which would add an annual per-patient fee, a chronic care

bonus, and an overall performance bonus to the current reimbursement system,
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could increase total annual compensation for the prototypical family physician
continuing the current number of hours worked to as much as $277,800, a 66%
itncrease above current compensation levels. The cost of transition to the New
Model is estimated to range from $23,442 to $90,650 per physician, depending
on the assumed magnitude of productivity loss associated with implementing an
electronic health record. The financial impact of enhanced use of primary care on
the costs of health care in the United States was estimated. If every American
used a primary care physician as their usual source of care, health care costs
would likely decrease by 5.6%, resulting in national savings of $67 billion dollars
per year, with an improvement in the quality of the heatt‘h care provided.
CONCLUSIONS Family physicians could use New Model efficiency to increase
compensation or to reduce work time. There are alternative reimbursement
methodologies compatible with the New Model that would allow family physicians
to share in the health care cost savings achieved as a result of effective and
efficient delivery of care. The New Model of care should enhance health care
while propelling the US system toward improved performance and results that are
satisfying to patients, health care professionals, purchasers, and payers. The
New Model needs to be implemented now. Given the recognized need for
improvements in the US health care system in the areas of quality, safety, access
and costs, there is no reason to delay.

Key Words: Family practice « primary health care » family medicine « medical
informatics * patient-centered care « practice management * quality of health care

« health care costs ¢« reimbursement ¢ incentive « economics

» DISCUSSION
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The accuracy of any economic or financial prediction  APREFACE
. f . 2INTRODUCTION
model is dependent on the accuracy of the assumptions | vrerrops
contained in the model. The models described in t . DISCTSRION
report contain a number of assumptions. These - wCONCLUSIONS ?
+RECOMMENDATIONS

assumptions were based on information derived from the =~ *REFERENCES
published medical literature, existing practice

management databases, and discussions with

experienced physicians and other content experts. There was less literature-
based information available for the microeconomic model, and this analysis was
more heavily reliant on expert judgment. The projections of the financial impact of
the New Model are based on the bestinformation available; the accuracy of the
projections must ultimately be tested in a live demonstration project. The
macroeconomic model was more heavily based on data from the published
literature, and it also used assumptions based on some reimbursement methods
that are currently being utilized on a limited basis. The projection of major cost
savings to the health care system based on a wider use of primary care
physicians is consistent with the findings of studies of other countries with

stronger primary health care delivery.30:35-38 The analysis assumes that

widespread implementation of the New Model of care would encourage most
patients to utilize primary care physicians, ultimately decreasing the overall cost
of health care. It does not assume financial inducements to patients to increase
primary care physician utilization; such incentives would likely further increase
the magnitude of health care system savings. The incremental costs of a
transition to the New Model of care are considerable, but these costs can be
offset by increased revenues attributable to improved efficiencies of care and
ultimately by new methods of reimbursement that recognize enhanced quality
and value of care. Implementation of the New Model should result in a win-win

outcome for patients, payers, and family physicians alike.
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CONCLUSIONS

The task force draws the following conclusions from its deliberations and

analyses:

The United States has the opportunity to enhance the value of the health care
system by strengthening primary care expenditures.

The New Model should enhance health care, while propelling the US system
toward improved performance and results that are satisfying to patients, health
care professionals, purchasers, and payers.

In the current payment system, the New Model should result inincreased volume
of services and quality of care provided by family physicians.

The net financial impact of the New Model could be at minimum a 5% reduction
in health care expenditures.

Family physicians could use the New Model efficiency to increase compensation
or to reduce work time.

Alternative reimbursement methods that are compatible with the New Model
would allow family physicians to share in the health care cost savings achieved as
a result of effective and efficient delivery of care.

Transition costs are a formidable barrier to transforming frontline health care and
require immediate attention through additional payments in the current system or
moving to more innovative models of payment directed toward value generation.

The New Model needs to be implemented now. Given the recognized need for

improvements in the US health care system in the areas of quality, safety,

access, and costs, there is no reason to delay.
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» RECOMMENDATIONS

Based on these conclusions, the task force makes the following
recommendations:

Recommendation 6.1. A national demonstration project should be ‘launohed
immediately, involving 10 to 20 family medicine practices of varying sizes,
locations, and patient populations, to implement fully all elements of New Model.
This 24- to 36-month project should be an "in vivo" exercise focused on
demonstrating proof of concept. A careful multimethod evaluation program should
be imbedded in the project to determine empirically the business and medical
performance characteristics of the New Model.

Recommendation 6.2. One or more business entities should be created to
facilitate the implementation of the New Model by providing products and services
necessary for a tumkey‘implementation, as well as consultation on selective
components of the model. This assistance organization should be launched in
tandem with the demonstration project.

Recommendation 6.3. Federal and private sector leadership is needed at various
levels to assure a coherent and sustained movement toward the New Model. This
movement should include support for (1) experimental payment strategies, such

as blended payment including fees per patient, fees for service, and incentives

Pas



for performance; and (2) standardization of data across health care settings in

support of the New Model and the rest of the health care system.
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FINAL 2-21-07

American Academy of Family Physicians (AAFPY
Amerivan Academy of Pediatrics {AAP)
American College of Physicians (ACP)
American Osteopathic Association (AUOA)

Joint Principles of the Patient-Centered Medical Home
February 20607

Tntrodinction

The Patient-Centered Medical Home {PC-YHY is an approach to providing

comprehensive primary care for children, youth and aduolts. The PC-MH is a health

care setting that facilitates partnerships between individual patients, and theiv
persenal physicians, and when sppropriate, the patient’s family.

Thie AAP, AAFP, ACP, and AQA, representing approximately 333,000 phvsicians,
have developed the following jeint principles fo describe the characteristics of the

PO-MH.

Principles

phvsician tramned to provide fust contact,

mtiuons and compreher
Phywician directed medicad practice ~the p
mdviduals at the practice | whr colles
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The American Acadermy of Pediatrics { AAP) introduced the medical home coneept in
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Good afternoon. My name is Virginia Ann La Noce. Iam a Family Nurse Practitioner practicing
in North New Portland. My practice, NP Family Medicine, is privately owned with me as the sole
provider. I am living a dream I have had ever since I first heard of Independent Nurse
Practitioners back in 1980. This dream was to have my own practice in a rural area providing
care to members of the community in which I resided. But this dream has a nightmare aspect!!
Too little reimbursement to cover cost and/or excessive labor and extensive knowledge, beyond
my medical training, required to get reimbursement. The cost of maintaining the practice is
constantly running nose to nose with the revenue. Each month I struggle to keep overhead low
and revenue up. My husband works long hours and does a great job getting the best prices and
the best deals on office and pharmaceutical supplies to keep my cost low. He also does a large

amount of the scanning that’s required to be paperless, maintains the eleven computers I need and '

the lan that connects them, spends hours each week putting together medical records requested by
others and lobbies for me at the PAG, TAG and DHHS legislative committee. But his single
biggest time requirement is spent trying to get Mainecare reimbursement. We s‘ull have not been
reimbursed for patient visits as far back as 2004!!!!

- No matter how hard I try, I cannot do much to increase my revenue. 70% of my visits are
Mainecare. On every straight 99213 visit, I lose at least $10. As you can see by the table of rates
Thave provided Mainecare pays on average only 40% of the Medicare allowable rate but they

ik ale ot

chuuc: much additional effoit to gel tnat claim pcuu This 18 wrong.

I realize it is a ludicrous idea, given current circumstances, to raise the level of reimbursement for
Mainecare. Until we get some kind of fiscal stability in this state, it’s not going to happen. We

need to find other ways to help Primary Care Providers increase revenue or decrease overhead
because as with any business, survival depends on “The Bottom Line”. As much as the concept
of providing healthcare is to provide service, it still has a business side. I would love to just
provide care and not worry about the money, but I can’t.

My thoughts on how we can do this might include:

1. Allow providers to bill for “No Shows”. Medicare allows this. If you do not show up
for an appointment and you do not call to cancel, you should pay a penalty no matter who
you are.

2. When Mainecare is the secondary insurer, they should pay for copays and
deductibles up to their allowed amount for that code. Currently Mainecare pays nothing
saying you’ve already been reimbursed by the primary. But the primary’s reimbursement
is based on you getting that copay. (When the primary is Mainecare then and only then
will they pay the copays.) This is wrong.

3. Simplify the procedure and paperwork for Mainecare reimbursement. Why does the
billing process have to be so intricate? Several times a week my billing person will
comment about how now on the 1500 form she has to put this number in this box and
change this number to this box or this number is not accepted anymore. WHY? How
many hoops do we have to jump through to get paid for a service we have already
provided? Why do the hoops keep on changing? Ibelieve these obstacles are constantly
being put in the way in hopes that we might just give up trying to collect what is owed us.
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COMPENSATION COMPARISON

Regular office visits:

MAINECARE MEDICARE ~ ANTHEM
99212 $19.85 $28.92 $51.80
99213 $28.94 34763 $70.59 -
99214 $42.50 $72.24 | $110.69

Well child checks and preventative visits:

MAINECARE AETNA - ANTHEM
99391 $43.75 ' $77.00 -  $95.64
99392 $44.50 ~ $82.00 : - $106.49
99393 $45.25 $82.00 $105.50
99394 $46.50 ~ $90.00 - $115.86
99393 $47.78 $91.00 $116.84
99396 $47.78 ~ $100.00 $129.17
99397 $47.78 $110.00 $142.97
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