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ABSTRACT

Those in practice find that the fee-for-service system does not adequately value
the contributions made by primary care. The Center for Medicare and Medicaid
Innovation (Innovation Center) was created by the Affordable Care Act to test
new models of health care delivery to improve the quality of care while lowering
costs. All programs coming out of the Innovation Center are tests of new pay-
ment and service delivery models. By changing both payment and delivery mod-
els and moving to a payment model that rewards physicians for quality of care
instead of volume of care, we may be able to achieve the kind of health care
patients want to receive and primary care physicians want to provide.
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rimary care could be so much more than it is today. Those in practice

aspire to deliver excellent care all the time, yet many feel frustrated

by constraints of time and money as they struggle to incorporate bur-
geoning responsibilities.! Physician organizations and some policy makers
have argued that the fee-for-service system does not adequately value the
contributions made by primary care.? Meanwhile, many practicing primary
care physicians have, out of necessity, oriented and organized their prac-
tices around the very payment systems they decry. Initiatives throughout
the country, however, appear to be demonstrating that if we change both
payment and delivery models, we may be able to achieve the kind of health
care patients want to receive and primary care physicians want to provide.‘*'5

The Center for Medicare and Medicaid Innovation (Innovation Cen-
ter) was created by the Affordable Care Act to test new models of health
care delivery to improve the quality of care while lowering costs. We have
a number of programs in various stages of development and implementa-
tion that are directly focused on testing whether new models of enhanced
primary care payment and delivery can achieve improved quality at
reduced costs. Collectively they communicate a vision for the future of
primary care. All these programs have been designed to be synergistic
with and supportive of models that are being developed and implemented
in the private sector, and each model tests different features of primary
care payment or practice redesign‘

One of the unique features of the Innovation Center, in addition to its
flexibility and resources, is a pathway for scaling up successful initiatives.
If one of the payment or service delivery models tested by the Innova-
tion Center successfully demonstrates, to the satisfaction of the Medicare
Actuary and the Secretary of Health and Human Services, improvement
in quality and lower costs, the Secretary is able to expand the initiative
within the Medicare, Medicaid, and Children's Health Insurance Program
(CHIP) programs through Department of Health and Human Services
rule-making and without needing further authorization or action by Con-
gress. This powerful pathway for institutionalizing and sustaining suc-
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cessful programs makes it particularly important that
the Innovation Center programs be designed to be
rigorously evaluated and positioned to succeed. Thus
Innovation Center programs are not just free-standing
tests; they can be a vehicle leading directly to change
in the payment system.

The Innovation Center announced the Multi-Payer
Advanced Primary Care (MAPCP) demonstration in
November 2010.¢ Under this program, authorized
by federal statute (42 USC 1395b-1), the Centers for
Medicare and Medicaid Services (CMS) sought states
that had successfully initiated—or would be ready to
implement within a specified time frame—multipayer
primary care payment and practice redesign initia-
tives and offered to join those initiatives on the same
basis as other participating payers. Because of antitrust
barriers forbidding coordinated pricing—even when
the intention is to pay more—it has been difficult for
insurers within communities to develop a common
strategy for purchasing advanced primary care. Some
states have resorted to formal legislative or executive
action to overcome these barriers, but this approach
has not been widespread.

Each state participating in MAPCP has a somewhat
different set of expectations for the participating prac-
tices and varies in how much direct financial support
each insurer is paying to the practices. States are the
conveners and leaders in this program; most states
expect participating practices to achieve recognition
by the National Committee for Quality Assurance
(NCQA), or similar recognition from another entity,
as an accredited Patient-Centered Medical Home
(PCMH), but states also have supplemental expecta-
tions for participating practices. Medicare is paying
fees up to $10 per beneficiary per month to contribute
its share of support for the infrastructure the practices
need to build to deliver high-value primary care activi-
ties, including quality reporting and improvement, care
management, and expanded access. By the end of the
third year of the demonstration, up to 1,200 practices
in 8 states are expected to be participating, caring for
up to 900,000 Medicare beneficiaries.

In partnership with the Health Resources and Ser-
vices Administration (HRSA), the Innovation Center
announced the Federally Qualified Health Center
(FQHC) demonstration in July 2011.7 Under this
program, participating FQHCs are offered support,
on behalf of fee-for-service Medicare beneficiaries
in their practices, of $6 per beneficiary per month to
undergo practice transformation using the NCQA
process as a framework and achieve recognition as a
PCMH. The expectation is that they will provide an
enhanced level of services to the vulnerable popula-

tion served by FQHCs. Five hundred FQHCs are

participating in this demonstration, reaching approxi-
mately 195,000 beneficiaries; the first enhanced pay-
ments were distributed in December 2011.

The Innovation Center recently announced the
Comprehensive Primary Care initiative. This initiative
is designed to build on what we have already learned
from the private sector and the implementation of the
other programs and to test rigorously the hypothesis
that larger, strategic investment in primary care will
lead to improved care and improved health at lower
overall costs.® It will operate in selected communi-
ties with approximately 75 practices per community.
For most practices, developing the infrastructure to
reliably deliver advanced primary care requires addi-
tional staff, technology, and physician time devoted to
non—visit-based care. Although Medicare and Med-
icaid fee-for-service beneficiaries are the focus of the
Innovation Center, most physicians care for patients
covered by a diverse set of both public and private
insurers. Consequently, what one or even a few payers
attempt to support with payment changes designed to
reward high-quality care and lower costs will represent
a change in only a small fraction of most typical physi-
cians' full patient panel and revenue stream.

One result of piecemeal transformation of the
payment system has been a “3-foot rope for a 10-foot
hole": practices find support for required investments
from only a limited number of payers covering only a
limited portion of their practice. Transformation to a
new model of primary care is not economically feasible
with fragmented, uncoordinated payment. Acting on
the assumption that a major barrier to transformation
in practice is the need for corresponding transforma-
tion in payment, the Innovation Center invited public
and private insurers around the United States to col-
laborate in supporting high-value primary care in the
communities they serve.

Under this initiative, the Innovation Center is
transparent about the kind of support it is prepared
to offer for comprehensive primary care on behalf
of Medicare fee-for-service beneficiaries, and what
services it expects the practice to offer to be eligible
for this enhanced payment (Table 1). There are 3
components of primary care payment offered by CMS
on behalf of fee-for-service Medicare beneficiaries to
practices selected to participate in this program. The
first is traditional Medicare fee-for-service payment,
which remains in place for all participants. The sec-
ond is a monthly care management fee (up to $20 per
beneficiary per month, on average, risk adjusted within
a practice), designed to provide the support needed
for practices to expand their infrastructure and take
on new non-visit-based clinical effort. The third is a
shared savings component. Part of what we are test-
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ing is whether this kind of investment in primary care
leads to a decrease in total health system costs.

Because much of the variation in cost of care
occurs at the individual practice level, CMS will
calculate shared savings at the community level and
distribute shares to practices based on their size and
their performance on quality measures. By placing this
incentive at the community level, we want to encour-
age clinicians and patients to make wise choices about
necessary and appropriate care, and share successful
strategies for effective care delivery. Evidence sug-
gests, for example, that engaging patients with shared
decision-making tools often leads them to choose less
risky, invasive, and expensive options than physicians
assume patients want.'”"* Providing resources to create
and support models where primary care practices have
the space and staff to make this a routine part of care
will engage patients in making better, more informed
choices that reflect their actual preferences even as it
may lower total cost of care.

Private insurers, Medicare Advantage Plans, and
other health care payers are invited to join this initia-
tive by committing to collaborate with CMS and other
payers in their marketplace in providing enhanced sup-
port for comprehensive primary care. Individual payers
responded to the call for proposals by describing how
they would align with the Innovation Center approach
to supporting comprehensive primary care, outlining
what they are already doing, and describing what they
are prepared to provide in support of comprehensive
primary care in the community or communities they
serve. Insurers must also commit to sharing data with
participating practices, including utilization and total
cost of care data.

CMS is analyzing the aggregate responses and
identifying communities in which a preponderance of
payers is offering to support a comprehensive primary
care model and will select communities that have a
critical mass of aligned insurers. CMS will also look
at other aspects of the community that make it likely
comprehensive primary care models will be supported:
Is there a regional quality collaborative® that includes
payers? s the state interested in participating, either
through Medicaid or through their insurance plan for
public employees? Are consumers engaged in commu-
nity delivery system reform efforts? Is there an existing
data exchange that includes participation by multiple
payers? Under this initiative, CMS will not be provid-
ing direct financial support to any participating payer.

Once promising communities have been selected,
the consortium of payers in that community, along
with clinician representatives and consumers, will
build alignment on specific quality metrics and imple-
mentation milestones for the project. Then practices
will be selected by CMS and invited to apply to join
the initiative, sign independent agreements with the
other aligned payers, and commit to delivering the 5
primary care functions and achieving the agreed-upon
milestones. Were all payers in a given community to
align with the CMS payment approach, our models
suggest that participating practices could see a 30%
to 50% increase in total practice revenues through
payments received from CMS and other aligned pay-
ers committed to this program. Those practices will
need to demonstrate the capacity to deliver high-value
primary care services through such efforts as meet-
ing Meaningful Use criteria, offering extended hours
and continuous care. We expect that physicians will

Table 1. Comprehensive Primary Care Services Expected by Medicare Fee-for-Service Beneficiaries
for Innovation Center Enhanced Payment Eligibility

Primary Care

Functions Description

1. Risk-stratified care
management

2. Ensure access to and
continuity of care

w

. Deliver planned care
for chronic conditions
and preventive care

4. Engage patients and

caregivers
centered care

w1

. Coordinate care
across the medical
neighborhood

Patients with serious or multiple medical conditions need more support to ensure they are getting the medical
care and/or medications they need. Participating primary care practices will deliver intensive care management
for these patients with high needs. By engaging patients, primary care clinicians can create a plan of care that
uniquely fits each patient’s individual circumstances and values

Because health care needs and emergencies are not restricted to office operating hours, primary care practices must
be accessible to patients 24/7 and be able to utilize patient data tools to give real-time, personal health care infor-
mation to patients in need. Patients are best served when they receive their care from the same clinician or health
team with whom they build a trusted relationship

Primary care practices will be able to proactively assess their patients to determine their needs and provide appro-
priate and timely preventive care. With disease registry capacity, practices can better track their chronically ill
patients and provide the full range of timely and appropriate health services

Primary care practices will have the ability to engage patients and their families in active participation in goal set-
ting and decision making. Through a variety of policies and tools, patients can be full partners in truly patient-

Primary care is the first point of contact for many patients and takes the lead in coordinating care as the center
of patients’ experiences with medical care. Under this initiative, primary care physicians and nurses will work
together and with a patient’s other health care clinicians and the patient to make decisions as a team. Access to
and meaningful use of electronic health records should be used to support these efforts
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devote an appreciable portion of their professionally
active time to delivering non—visit-based services, such
as e-mail and proactive telephone outreach, as well as
taking on leadership and oversight of team-based care.
They will also need to make a commitment to use the
extra resources made available through this project to
achieve the aims of better health, better health care,
and decreased total health system costs for their entire
practice population. In addition to reporting standard
clinical quality metrics in the domains of prevention
and chronic care, all participating practices will mea-
sure patient experience of care in a rigorous way.

How we pay for care sends powerful signals about
what we value. We believe, as do many others, that
responsible stewardship of health care resources is a
core attribute of excellent modern practice." Creating
a sustainable health care system is going to require
all clinicians to be sensitive to the choices they make
even as they keep patient welfare at the center of their
practice. By moving to a payment model that rewards
physicians for quality of care instead of volume of care,
we are signaling our expectation that practices partici-
pating in this initiative will be using the expertise they
have to assure that patients get what they need—not
more and not less.

All the programs coming out of the Innovation
Center are tests of new payment and service delivery
models. They all rely on collaboration among multiple
stakeholders in the interest of better, more affordable
patient care. We have an opportunity on an unprece-
dented scale to test whether increased support for
comprehensive models of primary care can be part
of the broad strategy for making our health system
sustainable and better. Though Innovation Center
programs only operate with some selected communi-
ties or providers—the Comprehensive Primary Care
Program Initiative will, for example, roll out in only 5
to 7 communities in the United States—their impact
is far broader because they change the national con-
versation. Many communities engage in preparing
for these programs, and even if not selected by CMS,
they are taking important steps to prepare for a dif-
ferent future. And many constituents in the payment
and service delivery worlds look at Innovation Center
programs as a road map for the future and use them
to support their own strategic planning and institu-
tional transformation efforts. We hope those partici-
pating in our initiatives, payers and practitioners alike,
will rise to the challenge these opportunities present
and demonstrate what can be achieved when many
stakeholders come together to improve care. The
world will be watching.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/content/10/2/152.

Key words: primary health care; administration; management of
health care; health care delivery; health services research; health policy
research; health policy; health care economics and organizations; Center
for Medicare & Medicaid Innovation; Agency for Health Care Research
and Quality

Submitted December 5, 2011; submitted, revised, December 24, 2011;
accepted January 4, 2012.

References

1. Baron RJ. The chasm between intention and achievement in pri-
mary care. JAMA. 2009;301(18):1922-1924.

2. American College of Physicians. Solutions to the Challenges Facing
Primary Care Medicine. [Policy monograph.] Philadelphia, PA: Ameri-
can College of Physicians; 20009.

3. Zastrow R, Van Gilder T, Quadracci LJ. Practice profile. An
employer-directed health plan that seeks to reenergize primary
care. Health Aff (Millwood). 2010;29(5):976-978.

4. Reid R, Coleman K, Johnson EA, et al. The group health medical
home at year two: cost savings, higher patient satisfaction, and less
burnout for providers. Health Aff (Millwood). 2010;29(5):835-843.

5. Meyer H. Report from the field. Group Health’s move to the medi-
cal home: for doctors, it's often a hard journey. Health Aff (Mill-
wood). 2010;29(5):844-851.

6. Centers for Medicare and Medicaid Services. Multi-payer advanced
primary care initiative 1995-2011. Baltimore, MD: CMS; 2011. https://
www.cms.gov/DemoProjectsEvalRpts/MD/ItemDetail.asp?ItemID =
CMS1230016. [Updated Apr 12, 2011]. Accessed Oct 4, 2011.

7. Centers for Medicare and Medicaid Services. Details for federally
qualified health center advanced primary care practice demonstra-
tion. Baltimore, MD: CMS; 2011. https://www.cms.gov/demoproject
sevalrpts/md/itemdetail.asp?itemid =CMS1230557. [Updated Aug
31, 2011]. Accessed Oct 4, 2011.

8. Centers for Medicare and Medicaid Services. Comprehensive pri-
mary care initiative. Baltimore, MD: CMS; 2011. http://innovations
.cms.gov/areas-of-focus/seamless-and-coordinated-care-models/
cpcil. Accessed Oct 4, 2011.

9. Agency for Healthcare Research and Quality. Community quality
collaboratives. Rockville, MD: AHRQ; 2011. http://www.ahrg.gov/
qual/value/localnetworks.htm. Accessed Oct 4, 2011.

10. Barry MJ, Fowler FJ Jr, Mulley AG Jr, Henderson JV Jr, Wennberg JE.
Patient reactions to a program designed to facilitate patient partici-
pation in treatment decisions for benign prostatic hyperplasia. Med
Care. 1995;33(8):771-782.

11. Wagner EH, Barrett P, Barry MJ, Barlow W, Fowler FJ Jr. The effect
of a shared decisionmaking program on rates of surgery for benign
prostatic hyperplasia. Pilot results. Med Care. 1995;33(8):765-770.

12. Barry MJ, Cherkin DC, Chang YC, Fowler FJ, Skates S. A randomized
trial of a multimedia shared decision-making program for men fac
ing a treatment decision for benign prostatic hyperplasia. Disease
Management and Clinical Outcomes. 1997;1(1):5-114.

13. Morgan MW, Deber RB, Llwellyn-Thomas HA, et al. Randomized,
controlled trial of an interactive videodisc decision aid for patients
with ischemic heart disease. J Gen Intern Med. 2000;15(10):685-693.

14. ABIM Foundation. American Board of Internal Medicine; ACP-ASIM
Foundation. American College of Physicians-American Society of
Internal Medicine; European Federation of Internal Medicine. Medi-
cal professionalism in the new millennium: a physician charter. Ann
Intern Med. 2002;136(3):243-246.

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG *+ VOL. 10, NO. 2 + MARCH/APRIL 2012

~g




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
    /Arial-Black
    /Arial-BlackItalic
    /Arial-BoldItalicMT
    /Arial-BoldMT
    /Arial-ItalicMT
    /ArialMT
    /ArialNarrow
    /ArialNarrow-Bold
    /ArialNarrow-BoldItalic
    /ArialNarrow-Italic
    /ArialUnicodeMS
    /CenturyGothic
    /CenturyGothic-Bold
    /CenturyGothic-BoldItalic
    /CenturyGothic-Italic
    /CourierNewPS-BoldItalicMT
    /CourierNewPS-BoldMT
    /CourierNewPS-ItalicMT
    /CourierNewPSMT
    /Georgia
    /Georgia-Bold
    /Georgia-BoldItalic
    /Georgia-Italic
    /Impact
    /LucidaConsole
    /Tahoma
    /Tahoma-Bold
    /TimesNewRomanMT-ExtraBold
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
    /Trebuchet-BoldItalic
    /TrebuchetMS
    /TrebuchetMS-Bold
    /TrebuchetMS-Italic
    /Verdana
    /Verdana-Bold
    /Verdana-BoldItalic
    /Verdana-Italic
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f300130d330b830cd30b9658766f8306e8868793a304a3088307353705237306b90693057305f00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /FRA <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


