WILL “MEDICAL HOMES” WORK?
"Medical home" proposal in DFL "reform" bills won't work 

By Kip Sullivan April 8, 2008

The DFL leadership in the Senate and House introduced health care "reform" bills late last February that contain a few good provisions and a lot of bad ones. The good provisions include those which expand MinnesotaCare and Medical Assistance, and finance programs to reduce obesity and smoking.

The bad provisions are the "payment reform" sections which shift insurance risk from the insurance industry to clinics, hospitals, and other providers, and those which subject providers to report cards. I discussed the bad provisions in my first two articles in this series.

The bad provisions in the Senate bill, SF 3099, came within one vote of being deleted from the bill when the entire Senate debated SF 3099 on March 27. The vote came on an amendment to SF 3099 offered by Sen. John Marty that would have cut the "payment reform" and report card language out. His amendment failed on a 32-33 vote. The bill passed an hour later by a 41-22 vote.

The companion bill in the House, HF 3391, has not yet come to a floor vote. A very similar debate is going on in that chamber between the authors of HF 3391 and the single-payer legislators who oppose the "payment reform" and report card provisions. The single-payer legislators are telling the authors of HF 3391 there will be a fight on the House floor if the authors don't take the objectionable provisions out.

One other novel "reform" in the DFL bills that is generating much discussion, but not as much controversy, is the "medical home" (or "health care home") proposal. This proposal was popularized by the Health Care Access Commission (HCAC), one of two health care "reform" commissions that met throughout most of the last half of 2007. The HCAC recommended that the Department of Human Services (DHS) create "health care homes" for people who qualify for the state's three big public health insurance programs - MinnesotaCare, Medical Assistance (Minnesota's Medicaid program), and General Assistance Medical Care. Sen. Linda Berglin (<?xml:namespace prefix = st1 ns = "urn:schemas-microsoft-com:office:smarttags" />Minneapolis) and Rep. Tom Huntley (Duluth), who chaired the HCAC and who are the authors of SF 3099 and HF 3391 respectively, included that recommendation in their bills.

The "medical home" proposal has nowhere near the potential to harm providers and patients and drive up costs that the "payment reforms" and the report card requirements do. Nevertheless, it is objectionable policy.

It has no clear definition and will, therefore, be impossible to evaluate with anything resembling precision. It is supposed to cut costs by improving care. But it won't work for those public program enrollees who are only eligible for a few months and are then bounced from the rolls; and it may not do much even for the minority of enrollees who stay on the rolls for years.

If it accomplishes any good for some patients, it will be at the expense of other patients because the legislation authorizes DHS to take money from non-"home" clinics to help "home" clinics defray the cost of qualifying as a "medical home." These costs include expenditures to finance extra nurses and clerks, to help patients schedule appointments, to stay open later, to buy computers and software, and to spend more time interacting with patients and their family members.

                AN EVOCATIVE METAPHOR BECOMES POLICY

If "medical home" were merely a synonym for "regular source of medical care maintained by the patient over a long period of time," the phrase would not be difficult to define. And there would be no question as to whether it would be a good thing. A small body of research has demonstrated that longevity in doctor-patient relationships improves quality of care.

Of course, the main threat to longevity of doctor-patient relations is our sick health care system. Our system permits 47 million of us to go without health insurance, and it forces those of us who are insured to change insurers every two or three years, which in turn often means changing doctors because most insurers limit which doctors we can see. Unless we establish universal health insurance and restore complete freedom to choose our doctors, the dream of a "medical home" a place where doctors get to know their patients over many years - will remain unfulfilled for the large majority of us.

These impediments to long-term patient-doctor relations are especially severe for the low-income Minnesotans who qualify for MinnesotaCare, Medical Assistance, and GAMC (the programs that will be required to create "medical homes" under the DFL bills). According to research done at the national level, 60 percent of Medicaid recipients lose their Medicaid coverage within one year of getting it. "Medical home" proponents do not explain how it is possible to establish long-term doctor-patient relations when continuity of insurance coverage is non-existent.

But advocates of the "home" concept do not limit their definition of "medical home" to just - "a regular source of care". They claim that "medical homes" will provide much higher quality of care than your run-of-the-mill clinic. They say this will be achieved by numerous tactics that go beyond merely facilitating longer patient-doctor relations, and that these tactics will culminate in greater use of preventive services and better "management" of chronic disease, and this in turn will bring costs down in the not-too-distant future. The tactics "medical homes" are supposed to use include

* hiring more staff (especially non-physician staff such as nurses and physician assistants),

* providing or "arranging all - care" patients might need,

* improving physician compliance with existing guidelines on how to treat and prevent particular diseases,

* making greater use of computers,

* achieving greater "linkage" with non-medical service agencies,

* improving access through either longer hours or more availability of doctors and nurses by phone and email, and

* communicating more often with patients and family members.

And, of course, there are the ever-popular report cards. "Medical home"

advocates believe all clinics should send their patients' medical records to some third party so that party can prepare report cards on how well clinics treat hundreds or thousands of different types of disease ("home" advocates are very vague about what proportion of treatments report cards should cover). Like all managed-care proponents and advocates of "market" solutions, "medical home" advocates believe doctors and nurses will be motivated to take better care of their patients if they are subjected to the embarrassment of seeing low "grades" next to their names on public report cards, and to financial rewards and punishments based on their grades.

With the exception of report cards and the destruction of patient privacy report cards entail, and with the possible exception of greater use of computers (it is not at all clear that computers improve care or reduce costs), these features of "medical homes" are quite attractive. Who wouldn't want access to clinics with all the extra services "home"

advocates want to make available at "medical homes?" But if that's what the "medical home" is - if it's nothing more than a clinic endowed with more resources than the average clinic - why not say so and dispense with the "medical home" poetry?

The maddening vagueness of the "medical home" proposition is best illustrated by examining the two most important mysteries left unsolved by proponents of "medical homes": Who will pay for all the extra services, and will the enrollees in MinnesotaCare and the other public programs be forced to visit one and only one clinic during their tenure as public program enrollees? I discuss these two mysteries in the remainder of this article.

                        LUNCH WILL NOT BE FREE

"Medical home" proponents have no idea what it will cost Minnesota clinics to do all the things necessary to qualify as "medical homes." (DHS and the Department of Health will be jointly in charge of deciding which clinics qualify.) What will it cost, for example, to hire extra nurses to provide above-average volumes of preventive services, more advice to the chronically ill, more meetings with patients and their families, and more hours to keep the clinic open longer? No one knows. Similarly, no one can say for sure how these costs will be paid for.

You might think the Health Care Access Commission, which devoted hundreds of people hours to this topic, would have addressed the cost question before endorsing the "health care home" as a cost-containment device. You would be wrong. The closest the HCAC got to explaining who will pay for all the extra features is to imply that all these features will pay for themselves, apparently in the near future. Here is how the HCAC (which used the phrase "health care homes" more often than "medical homes") put it in their February 2008 report to the Legislature: "The health care home would support the reliable delivery of preventive care and disease management through care coordination, which has been shown to increase health care quality and reduce health care spending." There was no footnote appended to this statement. (The HCAC report is available at

http://www.commissions.leg.state.mn.us/lchca/HCAC%20Report%20final%202-08.pdf.)

Even if this statement were true, it would leave unanswered the question:

Who will front the money to the clinics so they can buy the people and equipment they need to be certified as "health care homes"? After all, even the most effective forms of preventive and disease management services take time to pay off in the form of reduced medical bills.

But the statement is not true. There is no scientific research (as opposed to junk science produced by business consultants and insurance companies) supporting the claim that prevention and disease management save money. In fact, the research suggests that many preventive and disease management services raise health care costs. ("Preventive services" refers to medical services, like flu shots and mammograms, given to people before they get sick, or at least before they have outward signs of being sick. Disease management refers to medical and education services given to patients who already have a disease or show signs of getting one. Disease management services are typically aimed at prevalent, chronic diseases like heart disease, asthma, diabetes, and depression.)

Here is how experts characterized the professional literature on preventive medicine in the February 13, 2008 edition of the New England Journal of Medicine: "Although some preventive measures do save money, the vast majority reviewed in the health economics literature do not" (Joshua T. Cohen et al., "Does preventive medicine save money? Health economics and the presidential candidates," 358:661-663).

There are several reasons why most preventive services don't save money. One is that they are given to massive numbers of healthy people, only a small fraction of whom were going to get the disease anyway. A second is that preventive services are rarely 100 percent effective. The result: We spend lots of money providing preventive services to millions of people, but the savings from warding off disease in a tiny percentage of those people are too small to offset the cost of administering the preventive services.

The rule of thumb that prevention does not save money applies as well to disease management, for similar reasons. The disease management services (the most common of which is phone calls from nurses to patients to see if they are following their doctor's orders) cost money, and they do not always result in improved health and lower use of medical services.

Research indicates that disease management of a few diseases save money (management of congestive heart failure is an example), but most don't and some raise costs. Here is how a review of the scientific literature published last December in the American Journal of Managed Care characterized the current evidence: "[T]he results of our review suggest that, to date, support for disease management is more an article of faith than a reasoned conclusion grounded on well-researched facts" (Soeren Mattke et al., "Evidence for the effect of disease management: Is $1 billion a year a good investment?" American Journal of Managed Care 2007;13:670-676).

Just yesterday the New York Times reported on a three-year experiment sponsored by Medicare to see if disease management saves money. Medicare paid disease management companies like Healthways and Health Dialog up to $2,000 per patient (the patients had, among other diseases, heart disease and diabetes) and measured the impact these companies had on the cost of medical services. The preliminary finding is that the money paid to the disease management firms was not offset by reduced medical expenditures, and the net effect was to raise Medicare's costs.

Two final arguments some "health care home" advocates make is that computerized medical records and report cards will somehow cause doctors to become better doctors, or at least more efficient doctors. As is the case with the arguments for prevention and disease management, these arguments are not supported by the scientific evidence.

Bill Gates and the computer industry eagerly promote the notion that getting all clinics and hospitals to spend billions on computers and software in order to switch from paper to computerized records will save money. They claim the investments in computer technology will save more money than the new technology cost by replacing human workers and by improving care and reducing future medical costs. But the small body of research on these claims indicates electronic medical records have a mixed effect on cost and quality of care. Some research (but by no means all research) actually shows that computerized medical records make doctors less efficient and increase the risk of medical errors.

The evidence on report cards is almost nonexistent, and what there is lends no support to the claim that report cards improve care. In fact, some research indicates report cards harm sicker patients because doctors avoid them to keep their grades from being dragged down. Report cards are going to cost something to produce. If we do report cards on even a substantial minority of the thousands of treatments available in a modern nation, the total cost is going to be huge.

To sum up, even if preventive services, disease management, computers, and report cards saved money, they can't save money before a clinic opens as a "health care home." But the fact is these things don't save money. The fact is, the "health care home" lunch will not be free. If there will be no savings, where do "health care home" advocates think clinics will find the funds to provide more services than the average clinic does now?

                          MEDICAL HOTELS

The mystery of how the extra services of "health care homes" will be financed is intimately related to the other mystery I mentioned: the question of how any clinic can be held responsible for its services to patients when those patients are not forced to "enroll" with that clinic and to promise not to seek care from other clinics for a defined period of time.

The HCAC and the Berglin-Huntley bills call for DHS to pay "per-person-per-month coordination fees" to every "health care home."

These fees are to be higher if the patient for whom the fee is paid is sick and lower if the patient is healthy. (Just as the HCAC did not hazard a guess as to how much it will cost clinics to gear up to be "homes," and did not hazard a guess as to how much report cards will cost, so the HCAC did not hazard a guess as to how much it will cost DHS to figure out how healthy each of the hundreds of thousands of public program enrollees are and to adjust the "coordination fee" accordingly.) The HCAC and the early versions of SF3099/HF3391 stated that the "coordination fee" could not exceed $50 a month for the sickest patients. Thus, for a typical primary care doctor with 2,000 patients (let's pretend for the moment they all took an oath to visit only that doctor), the "coordination fee" would amount to somewhere between zero (if all the patients are very healthy) to $100,000 a month (if they are all very sick).

Will that $100,000 come from new taxes? No, it will come out of the hides of clinics that serve public program enrollees that do not volunteer to be "health care homes." SF3099/HF3199 has a "cost neutrality" provision in it. This provision states that if "initial savings" from implementation of "health care homes" are nonexistent or insufficient to cover the cost of the "coordination fees," "the commissioner [of DHS] shall reallocate costs within the health care system." This is a vague way of saying the commissioner of DHS is authorized to lower reimbursements to non-home clinics and all other non-primary-care providers if that's what it takes to pay the "coordination fees" to "home" clinics without raising the total cost of the MinnesotaCare, Medical Assistance, and GAMC programs.

This brings us to the second unsolved mystery: How will DHS know which patients "belong" to any particular "health care home" clinic? You might think patients would be required to enroll with one clinic, just as people with health insurance enroll with one insurer each fall for the coming calendar year. But neither the HCAC report nor the DFL bills require that. They do say DHS shall "encourage" public program enrollees to "choose" a clinic (in some sections the verb is "select") within the first month or two of being enrolled in MinnesotaCare, MA, or GAMC. But that's it.

Will patients be required to sign a statement saying they promise to seek care at only their chosen clinic? If they violate that pledge, what are the consequences? No health care? Will "health care homes" be required to call up "their" public program enrollees every month or two and ask them, "Do you consider yourself a loyal patient of our clinic even in the months when you don't need to come in for a visit?" Will DHS ask the "health care homes" for documentation of such calls? What will all that cost? And if patients are not going to just one clinic, how is it possible to hold any one clinic responsible for providing and "arranging" for all of the patient's medical care services? By what logic should a single clinic be graded on the quality of care that it gives to patients who visit multiple clinics?

It is not clear why the HCAC report and the DFL bills failed to address these issues, in particular why they failed to state explicitly that public program enrollees will have to choose one clinic and promise to go only to that clinic. I can think of only two reasons. Either the authors of the "home" proposal overlooked this question, or they did not overlook it and decided they did not want to call attention to the unpleasant fact that patient choice of provider will have to be severely circumscribed in order to give the "health care home" fantasy a snowball's chance of working.

So, to repeat the question at the heart of the second mystery: How will DHS know which "health care home" should get the monthly "coordination fee"? I, for one, have no idea. If the authors of SF3099/HF3391 know, they aren't saying.

                             CONCLUSIONS

The DFL bills include provisions that require DHS to report regularly to the Legislature on how "health care home" clinics affect both the cost and quality of health care within the public health insurance programs. But, for several reasons, it is extremely unlikely that DHS will be able to do that with anything resembling accuracy. The vague definition of "home" clinics is one problem. The apparent inability of anyone to require patients to "enroll" with one "home" is another. A third reason is the enormous cost of collecting data on patient health and other factors that can influence the cost and quality of health care and adjusting cost and quality data to reflect differences in those factors. Even assuming all "home" clinics adopt the identical set of new features, and even assuming all public program enrollees can be forced to visit only one clinic, differences in factors outside of clinic control must be accounted for if comparisons between "home" and non-"home" clinics are to be fair and useful. If data on these potentially confounding factors are not collected, DHS will have a hard time determining whether differences between "home" clinics and non-"home" clinics were due to something the "home" clinics were doing or to factors such as differences in the health of patients in the two types of clinics.

One solution to this problem would be to reduce the "home" proposal to a pilot project covering, say, four "home" clinics and four non-"home"

clinics. DHS could insist that all "home" clinics adopt the same features, and DHS might actually be able to afford to do the rigorous data collection necessary to produce reliable results. Our Legislature has been for too long in the habit of adopting health policies based primarily on insurance industry propaganda. It is high time they adopted a policy of recommending solutions that have some support in the scientific literature or, failing that, have been tested by pilot projects.

My guess is that if the "health care home" legislation is enacted, few providers will sign up until DHS, or perhaps the Legislature in a future session, clarifies some of the ambiguous language used to describe "health care homes." I'm confident that once a some clinics are certified as "homes" under the language currently used in SF3099/HF3391, we will never know for sure how well or how poorly the "homes" functioned. That doesn't mean they won't be hailed by "home" advocates as the finest thing since sliced bread.

