


























































To summarize

• Growing evidence of its importance to cost and 

quality—especially Family Medicine

• MORE (FM, bigger teams, smaller panels) = LESS (costs)

• Basis of the demonstrations with measurable, 

beneficial outcomes

• Growing coalition of business, payors making 

our case



More = Less



They are singing our song

• Payment
– Primary Care Incentive Payment

– Medicaid-Medicare parity (for a while)

• Distribution
– Expanded National Health Service Corps, CHCs

– Revising shortage & underservice designation

• Pipeline
– HRSA investing $250 million in primary care expansion

– Relaxed rules on outpatient training, preceptors

– Teaching Health Centers

– COGME and MedPac weigh in on payment and GME 
funding reform

– GME Accountability



What we still need

• Payment

– Increase Primary Care spending to 10-12% of total

– Primary Care Incentive Payment—Not big enough

• Distribution

– Change the purpose of the Geographic Practice 
Cost Index (part of SGR)

– Increase HPSA bonus payments or expand loan 
forgiveness

• Pipeline

– GME Accountability



Primary Care Incentive Payments

• Graham Center was able to show that the criteria 

for “Primary Care” were too narrow

– Most rural family physicians were not eligible

• Able to demonstrate that broader scope of 

practice associated with LOWER Medicare costs

– CMS changed rule, making ~25,000 more FPs eligible 

($50-100 million)

• Now working with AAFP Govt Relations to make 

the case for increasing size of incentive



Evidence for Primary Care Payment

• Need to make sure incentives support broad-scope 
Family medicine

• Need to make sure incentive is large enough to change 
behavior and practice

• Large enough may mean moving Primary care from 4-
6% to 10-12% of total spending (we need a target)

• Evidence building that the ROI is high (MORE funding 
for primary care means LESS overall cost)



Distribution

• GPCI could reduce Medicare payments as much 
as 10% (negating HPSA bonus)

• Needs to focus on goal of improving physician 
distribution and Medicare access, NOT 
accounting or regional practice cost differences---
otherwise goals are conflicting

• Also need more visible, tangible bonus or loan 
repayment to get them where they are needed 
(and quickly)



What we still need

• Payment

• Distribution

• Pipeline

– GME Accountability



Education Accountability

• Dr. Petterson (RGC) worked with Fitz Mullan to do 
the Medical School Social Accountability study

– Macy Foundation funds Med School Mapper

• MedPac says GME “unnaccountable” 1989, 2010

• ACA assigned development of accountability 
measures to COGME

• Data from Graham Center helped AAFP and 
“family” defeat GME expansion bill—presented at 
AAMC and just published Academic Medicine

• Macy Foundation funds RGC/GWU GME Social 
Accountability Study



Joan C. Edwards School of Medicine

38.9% of grads stay 

in state

17% Rural

47% Primary care 

3% General 

Surgery

25% Family 

Medicine

www.MedSchoolMapper.org



Resident Physician Shortage Reduction 

Act of 2009

• Introduced in both the U.S. House and Senate 
during health reform

• 15% increase in Medicare-funded GME 

– 15,000 positions 

– ~$1.5 billion annually

• Criteria:

– Hospital 10 or more positions above GME Cap

– at least 25% of its full-time equivalent residents in 
primary care and general surgery



Family Medicine said “NO”

Accountable legislation

• By 2009, nearly 10% growth above GME Cap, 85-90% 
of these were subspecialty or geared for fellowships

• 2005-7: 116,004 physicians completed first residency

– 54,245 (46.8%) were in primary care and general surgery

– And 586 of 683 training institutions met the 25% threshold 

• 2-4 years later, only 25.8% were still in primary care or 
general surgery

– 135 institutions lost eligibility

• A 35% threshold eliminated 314 institutions that train 
81% of residents



GME Accountability Measures

• Josiah Macy Jr. Foundation funded study 

– RGC/George Washington University

• Kicked off with a Qualitative, Key-Informants

– Dr. Anjani Reddy, Sonia Lazreg, Rebecca Etz

• Quantitative Analysis just starting

• Will be used to rank all teaching hospitals on 

several measures

>25% No PC

12% only PC

Most <25% 

PC



Summary

• MORE (incentives, payment, scope) = LESS (cost)

• MORE (focus on distribution) = LESS (variation in 

access and quality)

• MORE (accountability) = LESS (production of a 

workforce we don’t need)

• MORE (Graham Center research and tool building) = 

LESS (sketchy evidence for pushback)


