Via Electronic Mail
Seema Verma
Administrator
Centers for Medicare and Medicaid Services
7500 Security Boulevard
Baltimore, Maryland 21244
Re: CMS Request for Information: Direct Provider Contract Model
May 25, 2018
Dear Administrator Verma:
The Physicians Foundation respectfully submits this response to the Centers for Medicare & Medicaid
Services (CMS) informal request for information (RFI) regarding a Direct Provider Contract (DPC) model.
The Physicians Foundation is a 501(c)(3) not-for-profit organization created from a settlement on behalf
of all physicians in the United States. Today, its governing Board of Directors represents 17 state medical
societies and three county medical societies from across the country.
As an organization representing physicians and the patients they serve, we are grateful for the
opportunity to help shape how CMS and the Center for Medicare and Medicaid Innovation (CMMI) think
about reforms that directly address the realities of beneficiaries lives from the perspective of physicians
that care for them. Having submitted a RFI for CMMI’s New Direction, we were pleased to see our
comments related to physician access, burden and quality care mirrored in the RFI for a DPC model.
It is becoming clear that to improve health and reduce long-term healthcare expenditures, a broader
notion of health is needed; rather than just treating and managing illness1, we believe any contracting
approach that incentivizes health is better positioned to achieve the types of goals stated in the DPC
model, those of enhanced access, burden reduction, improved quality and reduced cost. Such goals align
with the Physicians Foundation’s mission to empower physicians to lead in the delivery of high-quality,
cost-efficient healthcare. We appreciate that the model is still early in development and if the model
were to explicitly reinforce a commitment to whole-person care, we feel its value would become even
more apparent.
Our healthcare system has historically failed to account for the social determinants of health, and our
continued failure to do so contributes to poor patient outcomes and physician burnout.2 We believe
that a DPC model could address adverse social determinants of health through payment incentives,
quality measures and other model design features. We also believe that protections are needed within a
DPC model to ensure that the most vulnerable beneficiaries have equal access to the model and are not
relegated to inferior care due to an inability to contract effectively or inability to pay. The unanticipated
consequences of new payment models has been described elsewhere in detail and creates risk around
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increased cost, utilization and inequity.3,4 To that end, our comments emphasize 1) the need to account
for poverty by addressing the social determinants of health and prioritizing the needs of vulnerable
populations, 2) opportunities and challenges for the DPC model (or models) goal of reducing
administrative burden on physicians so they can focus on delivering high quality care and 3) a focus on
ways to integrate and simplify current models of care. We have therefore limited our response to the
RFP to selected questions 1, 2, 7, 9, 11 and 14.
Response to Question 1
One of the key questions in healthcare right now is whether small physician practices can survive in the
current reform and policy environment which favors consolidation of physicians and physician
practices.5 Small practices have less shared resources, are more likely to be subject to the penalties of
the Merit-based Incentive Payment System, under the Medicare Access and Chip Reauthorization Act
(MACRA), and much of the additional funding associated with Alternative Payment Models (APMs) make
their way to local physicians and other providers only indirectly through the filter of large convening
entities (e.g., accountable care organizations, medical homes, state innovation model) and their
contracting arrangements.
These conditions make it difficult for small and independent physician practices to feel ownership and
accountability for the new payment models within these indirect contractual relationships. Ironically, to
the extent these independent practices are embedded in the communities they serve, they are the
embodiment of person-centered care the models seek to promote, and yet these practices increasingly
struggle to survive. Most importantly, in many rural settings the independent practice may be the only
source of medical care in the area.
Through CMMI, a DPC model could test contracting mechanisms and incentives that empower local
decision-making and financing at the level of a small/independent physician practice thereby providing
the opportunity to learn how an independent practice model would differ (in outcomes, access and
cost) compared to convening models. This has not yet been systematically tested through CMMI and
could provide important learning. Some small practices are experimenting with ways to pool and
manage resources across groups (e.g., pods or shared service networks) while at the same time
maintaining their independence and intimacy with patients and communities.6 These approaches could
be incentivized and supported through CMMI. However, we recognize there are a number of challenges
that would need to be addressed as the model is being developed:
●
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difficult. It will also challenge the actuarial analysis of net impact to the trust fund needed to
address scalability of a model. It is possible some of the primary care practices could be carved
out or “nested” within an existing model.
●

For a DPC-type model, there is some important learning to be leveraged from the Advanced
Payment ACO model that recently concluded.7 That model targeted 36 small physician-based
Medicare Shared Savings ACOs with upfront payments to invest in basic resources (e.g., billing
and accounting systems, FTEs, data management and IT infrastructure) that would be recouped
against shared savings. Overall, the model did not improve care or produce the anticipated
savings, but it demonstrated the type of basic support and resources independent physician
practices need to survive in a value-based purchasing environment. Many of the physician
practices targeted in the DPC model will be in a similar situation and these challenges apply
more broadly to most CMMI models.8

●

To date, many of the convening-type models have produced negative, equivocal or neutral
results.9 It is especially interesting to note that none of the models have directly addressed
poverty and the unmet needs of patients (pre-AHC and CPC+). The inability of physicians and
other providers to address these needs in their patients is associated not only with higher costs
(e.g., increased utilization) but it is also considered a driver of physician burnout.10 A DPC model
could attract physician practices and those not currently engaged in a model by establishing
incentives and specific measures intended to help address physician burnout. This does not
exist, to our knowledge, in any reform model presently and it would therefore provide an
exciting learning opportunity.

Lastly, on the point of reduced administrative burden, the number of contracts a physician practice will
be involved in should be considered. As the number of contracts a physician is engaged in increases, so
will the degree of effort and complexity to manage them. The proposed DPC model should seek to align
the incentives and harmonize the reporting demands and payment incentives between the various types
of contracts.
Response to Question 2
Given the DPC model includes a focus on physician practices not currently engaged in an APM, it should
carefully consider what participants in these types of practices need to be successful. To the extent a
DPC model is focused on health and cost, there is an opportunity to integrate a number of tools,
capabilities, resources and financial incentives emerging across the market to address the major driver
of poor health and cost in the system - unmet social needs. These include the following:
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●

The resources required to care for patients differs depending on the patient’s life circumstances,
symptoms, needs, and abilities to interact with the health care system, and whether a health
system’s processes and programs support these patient differentials.11 To account for these
differences, CMS could risk-adjust the payment formula of the per beneficiary per month rate
(PBPM) for the estimated additional costs of providing care for vulnerable populations and
those that face adverse social determinants of health.

●

Require and incentivize 2015 EHR certification to capture social, psychological and behavioral
data using LOINC terms (As required for CPC+ track 2 staring 2019).12,13 Collecting data on social
determinants of health is linked to improved patient outcomes.

●

Require practices to build screening patients for unmet social needs into their clinical workflows
(using tools established for AHC/CPC+) and establishing financial incentives around screening
and navigation. Beyond the examples of AHC and CPC+, states across the country have built into
Accountable Care Organization and Managed Care contracts screening for the social
determinants of health and the learning from these initiatives could be crucial to understanding
how to build such provisions into a DPC model.14

●

To the extent DPC practices can leverage community resources being developed through other
models such as AHC and CPC+ this should be built into structural requirement of the model.

•

Measurement is critical to drive improvement and learning, but the number of measures used
by CMS is long and many are not necessarily patient or community-centered. For example, the
2018/2019 CMS Quality Benchmarks for the Medicare Shared Savings Program does not include
a single measure on social needs, despite the link between those co-variates and utilization.15
Through this model, there is truly a significant opportunity to reduce the number of measures to
help model participants focus on a core set of measures versus trying to be comprehensive,
often through myriad process measures. At the same time as reducing measurement burden,
select measures should be included to address the social determinants of health and physician
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burnout, as noted above. Both of these issues are priorities for the Physicians Foundation and
our members.
Response to Question 7
•

To support practices and beneficiaries in the enrollment process, CMS should consider funding
Medicare eligibility and enrollment specialists, that are either based in the practice or in the
community. Such specialists will have the subject matter expertise to not only protect the
beneficiary to ensure they fully understand the care they are choosing, but will also have the
content knowledge to understand other Medicare models.

Response to Question 9
•

Require and reimburse physician practices via the PBPM rate for teaming and/or staffing
structures that reduce physician burden and promote quality care (e.g., team-based models,
group care models, integrated Behavioral Health, Community Health Workers, Peer Coaches,
Patient Navigators, administrative supports, case management and Medical Assistants).16,17

•

A DPC model provides an opportunity to test emerging risk-adjusted payment models that
account for community-level need (food, housing, transportation) and to use this data to
establish cost benchmarks for shared savings for physician practices that are closest to the
communities they serve. Physicians know that payment and contracting models that account for
medical problems, but not social risk, will underpay for treating vulnerable populations,
potentially exacerbating inequity in the health system. A new model developed by researchers
at the University of Massachusetts Medical School adds readily available SDoH variables to
medical diagnoses, age and sex that go beyond socioeconomic status level variables and could
be integrated into a DPC contracting model.18

Response to Question 11 (also informs Question 3)
The issue of risk and capacity are related and could be considered jointly in the context of incentives
built into a DPC model that also encourage physician practices to participate in new models.
•

CMS should not assume (or require) that such practices will be able to make a large capital
investment in a model, particularly one targeting independent physician practices that have not
participated in an APM to date. The capacity and infrastructure of small physician practices will
vary greatly (e.g., accounting, beneficiary engagement, EMR capability, managing risk, patient
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population). This capability will influence a practice’s tolerance for downside risk. Through this
model, CMMI should not require downside risk for all practices in order to encourage maximum
participation, but it could incentivize practices with greater capacity to take on downside risk by
offering an upfront capital investment (similar to the Advanced Payment ACO model) but with a
discounted repayment rate offset against shared savings on a sliding scale. Those talking
downside risk would also be eligible for greater shared savings.
Response to Question 14
•

Incentivize providers for improvements on key quality indicators related to the social
determinants by building a select set of measures of unmet needs into the data and reporting
requirements of the model. There are currently a number of health systems and physician
practices that collect this data and are demonstrating reductions in cost through addressing
their patient’s social needs. For example, a recent study demonstrated that SNAP enrollment
produced annual health care savings of $1,400 compared to low-income individuals not on SNAP
after controlling for factors know to be common across SNAP participants.19 Though much of the
focus around social needs is typically around high-cost/high-need individuals, a recent study
across three academic primary care practices (N = 5,125) found that 38.2% of patients that
screened positive for an unmet need had commercial insurance vs. 15.5% that had Medicaid.20

Summary
We encourage CMMI to include the social determinants of health as a guiding design principle for the
DPC model, and revisions to current models, to account for these crucial drivers of health and cost. By
doing so, CMMI would send a powerful signal to the market, and would ensure future payment and care
delivery models are designed to focus on health, rather than only treating and managing illness.
We appreciate the opportunity to share these perspectives with CMS and encourage the agency to
strongly consider the social and built environments in which patients live and physicians practice that so
significantly drive health. We ask that our physician communities are supported with the systems and
structures that allow us to provide comprehensive care to patients, and to dedicate ourselves even
more fully to our patient-facing work, rather than to administrative and regulatory requirements. We
are grateful for CMMI’s leadership role in advancing high-quality care, and we stand ready to work
together with CMMI - we are eagerly prepared to clarify or dive further into any of the comments
above, should the opportunity arise.
Respectfully submitted,
Gary Price, MD, President
Walker Ray, MD, Immediate Past President
Timothy B. Norbeck, Chief Executive Officer
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