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Overview of Tonight’s Meeting

• Why are we here?

• What we will do to help 

• Implementation 
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High Cost of Care: 
Percent of Median Family Income Required 

to Purchase Family Health Insurance
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What High Costs Mean to an Average American

My barber’s story

• Two small children and spouse who stays at home

• Buys insurance in the individual market

• His 2010-2011 family insurance premium climbed from $1,025 
to 1,155. 

• Home Mortgage is $1,225. 

• Health insurance is no longer affordable, so he will shop for a 
high deductible plan and gamble in 2012. 
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Can Primary Care Survive?
36% of PCPs in the United States are not satisfied with practicing medicine, compared 

with 11-12% in Norway, New Zealand, or the Netherlands, and 19% in the UK (1)

Intrinsic Challenges

• Changing demography 

• Increasing demand for services by patients

• Greater care complexity

• Working harder and harder just to keep up

Extrinsic Challenges

• Falling real income relative to other specialties

Percentage of medical students choosing family medicine and  general internal medicine 
fell from over 25 % in 1999 to 10% in 2009.

(1)  Source: 2009 Commonwealth Fund International Health Policy Survey of Primary Care Physicians
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All in a day’s work
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Type of Service
Number of Services 
per physician per day

Office visit 18.1

Telephone call 23.7

Rx Refill 12.1

Email message 16.8

Review Imaging Report 19.5

Review Laboratory Report 11.1

Review  Consultant Report 13.9

Baron RJ.  “What’s keeping us so busy in primary care? A snapshot from one practice.”
New Engl Journal of Med, April 29, 2010.



The Challenge

“The future of primary care (and our healthcare system) depends upon its 
ability to improve quality (first aim) and reduce costs (second aim), 
especially for the chronically ill.  It will also require a recommitment of 
primary care to meet the needs of patients for timely, patient-centered, 
continuous and coordinated care (third aim--improve patient experience).  
This will require a major transformation or redesign of practices, not just 
an EMR and better reimbursement.  Such transformations will be difficult 
to implement or sustain without strong motivation.”

Dr. Ed Wagner MD, MPH, MACP, address to IHI 
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Advanced Primary Care --
We have a Long Way to Go

• Only 46% of U.S. PCPs have an EMR, compared to 95+% in the Netherlands, UK, 
and New Zealand.

• Only 30-40% of U.S. PCPs have the capacity to generate a list of patients with a 
disease or generate a drug list, compared with the majority of MDs in most other 
developed countries.

• Only 29% of U.S. PCPs have arrangements for patients to see a provider after 
hours, compared with 89% or more in the Netherland, UK, and New Zealand.

• Less than 50% of U.S. PCPs have data on the quality of their care.

• 59% of U.S. PCPs use nonphysician staff for patient care, compared with 98% in the 
UK and Sweden.

Source:  2009 Commonwealth Fund International Health Policy Survey of Primary Care Physicians
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You are doing better than most

• Only 46% of U.S. PCPs have an EMR compared with 82% of practices in the MMPP. 

• Only 30-40% of U.S. PCPs have the capacity to generate a list of patients with a 
disease or generate a drug list, compared with 66% of practices that say they can 
do both. 

• Only 29% of U.S. PCPs have arrangements for patients to see a provider after 
hours, compared with 96% who say they have arrangements in the MMPP.

• Less than 50% of U.S. PCPs have data on the quality of their care, compared with 
78% in the MMPP.

• 59% of U.S. PCPs use nonphysician staff for patient care, compared with 35% in the 
MMPP.
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The State of Maryland is Committed to the 
Success of the Program
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Organization of the Program
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MHCC’s Team

– Program Coordinator – Karen Rezabek

– Legal Advice – Suellen Wideman and Sondra McLemore, Assistant Attorneys 
General

– Health IT Transformation – David Sharp and his team and David Horrocks and 
CRISPHEALTH, 

– Employer and Carrier Engagement Team – Susan Myers and Benefit 
Consultants

– Data Aggregation Team – Social and Scientific Systems (SSS)

– Program Evaluator Vendor (TBD)

– Recognition, Quality, Performance and Shared Savings – Discern Consulting 
LLC and SSS 
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Program Implementation for 2011

April 12-14, 2011 Program Launch Kick-off dinner and webinar

May 1, 2011 Carriers provide enrollee rosters for attribution

May 14, 2011 Launch of the Maryland Learning Collaborative

June 7, 2011 MHCC releases patient attribution results.

July 2011 Private carriers and Medicaid begin paying PPPM fixed payments 

to practices that attest to meeting NCQA criteria. 

August  2011 Practices return list of decliners to the carriers.

September 30, 2011 Deadline to submit applications to NCQA’s Physician Practice 

Connections– Patient-Centered Medical Home for recognition.

October 1st , 2011 Start of Second Attribution- Carrier submits the Retrospective 

Professional Services and Medical Eligibility Files with the 

encrypted identifiers to MHCC. 

January 2012 Round 2 of Payment -- Carriers deliver payments to practices 

based on the list of attributed patients identified by MHCC.


