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Preface

 The Challenge of Primary Care for Older Adults

As a fourth year medical student at the University of Texas, Medical Branch, in 
1984, I wrote a paper on whether geriatrics should be a primary care or consultative 
discipline. Over 30 years has passed, and I have been blessed with opportunities to 
experience the field of geriatrics from a variety of vantage points. I recount some of 
these in the first chapter, “Primary Care in the United States Today.” One thing is 
clear, that is, the baby boomer generation is transforming the demographic makeup 
of our society. Annual Medicare expenditures presently exceed $650 billion. It is 
only a matter of time before this number exceeds a trillion dollars. Medicaid spend-
ing is close behind. A generally underappreciated fact is that a large portion of the 
Medicaid budget goes toward paying for long-term care services for older adults. 
The need for long-term care services is directly associated with a person’s health. 
How we address primary care for older adults is not only an issue for the individuals 
seeking such care but a critical question for our society to tackle in terms of how we 
are going to pay for it.

The field of geriatric medicine has been growing, with a surge in the evidence-
based literature around the care of older adults. A growing body of literature has 
questioned the use of antipsychotic medication in older adults with dementia [1]. 
The Centers for Medicare and Medicaid (CMS) have championed the National 
Partnership for Dementia Care, which has targeted the inappropriate use of anti-
psychotic medications in the long-term care setting [2]. The ramifications of efforts 
such as this are significant. A recent study out of Great Britain has questioned 
aggressive treatment of cholesterol, blood sugar, and blood pressure in elderly dia-
betics [3]. Sharing this knowledge with a workforce that has been trained primarily 
to treat a younger population is one of our country’s greatest challenges. We pres-
ently suffer from significant workforce issues in the field of geriatrics. The number 
of board-certified geriatricians is presently under 7000 and is going down every 
year [4].

How we address the primary care healthcare needs of older adults will have 
ramifications on our country for many years to come. While the issues of how we 
train our workforce to care for older adults is beyond the scope of this book, the 
reader will find insights into how we can work within the construct of our existing 
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workforce to provide quality care to older adults. We have been fortunate to engage 
a broad cross section of clinicians who care for older adults across the continuum. 
By definition, the field of geriatrics requires an interdisciplinary approach. Within 
these pages, the reader will find expertise not only from geriatricians but from nurse 
practitioners, physician assistants, pharmacists, and practice managers.

I regularly opine that the geriatric approach to care, as I like to call it, is the 
“secret sauce” necessary to bring cost-effective, high-quality care to older individu-
als. You will find this to be a constant theme throughout this book. We are not pro-
posing a single solution to how primary care is delivered, nor would we want to. The 
spirit of exploration and the ongoing search for quality requires us to try different 
approaches. With that said, the geriatric approach certainly appears to be a neces-
sary “constant” in the various methodologies espoused in this book.

I recently became aware of the concept of cargo cult science, put forth by 
Dr. Richard Feynman in his 1974 Cal Tech Commencement address.

In the South Seas there is a Cargo Cult of people. During the war they saw airplanes land 
with lots of good materials, and they want the same thing to happen now. So they’ve 
arranged to make things like runways, to put fires along the sides of the runways, to make a 
wooden hut for a man to sit in, with two wooden pieces on his head like headphones and 
bars of bamboo sticking out like antennas—he’s the controller—and they wait for the air-
planes to land. They’re doing everything right. The form is perfect. It looks exactly the way 
it looked before. But it doesn’t work. No airplanes land. So I call these things Cargo Cult 
Science, because they follow all the apparent precepts and forms of scientific investigation, 
but they’re missing something essential, because the planes don’t land [5].

How is this relevant to effectively delivery primary care to older adults? It is 
relevant because there seems to be a belief that specific structural models of care are 
all that is necessary to enhance the delivery of care to older adults. Care coordina-
tion models are commonly touted as the solution, although the evidence is quite 
lacking [6]. I would suggest that without including the “secret sauce,” which is the 
geriatric approach to care, we are just building our care models out of wood and 
bamboo sticks, which is why the planes don’t come. Within the pages of this book, 
the reader will find how the geriatric approach to care has been integrated into a 
variety of care models and clinical disciplines.

George Santayana said, “those who cannot remember the past are condemned to 
repeat it.” Throughout this book are examples of successful models of care and 
insight into what has made these models successful. Primary care isn’t the same 
thing to each individual. Nor is it always the same thing to each population. 
Hopefully, exposure to a variety of care models along the entire continuum of care 
will give the reader a starting point from which to evaluate effective approaches for 
their practice or community.

Los Angeles, CA, USA Michael Wasserman, MD, CMD 
Denver, CO, USA James Riopelle, MD

Preface
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1Introduction: Primary Care in the United 
States Today

Michael Wasserman and James Riopelle

A recent publication by the John A. Hartford Foundation opened with the following 
statement: “Reform efforts, such as the patient-centered medical home (PCMH) 
model, are a promising template for better primary care. However, national and 
local definitions of PCMHs have little or no focus on geriatric expertise, including 
advance care planning, functional status, or comprehensive assessments and inter-
ventions for older or medically complex patients and their caregivers” [1]. There is 
no question about the declining number of primary care physicians in the United 
States. There is also no question about the increasing number of older adults and the 
geriatric imperative that the baby boomer generation has brought about. Many geri-
atricians are used to being told by internists and family physicians alike that they 
practice geriatrics because many of their patients are old. Where does this leave 
geriatrics in relation to the primary care challenges that we are facing today?

Is geriatrics a primary care specialty or subspecialty? This is a question that has 
been asked for the past few decades. As a young geriatrician in the 1990s, it was a 
question that I (Michael Wasserman) encountered in various practice settings. We 
developed a geriatric consult clinic at Kaiser Permanente in 1989 in order to share 
geriatric medical expertise with primary care physicians. In the 1990s, GeriMed of 
America managed hospital-based senior clinics and then opened their own in an 
effort to deliver a primary care-based model for older adults. There have clearly 
been various approaches to the delivery of primary care to older adults in the past 
few decades. The Affordable Care Act endeavored to promote a variety of primary 
care models and approaches. It even included a 10% reimbursement bonus to pri-
mary care  physicians for 5 years.

mailto:wassdoc@aol.com
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It is heartening that the Hartford Foundation paper attempts to shine a spotlight 
on the paucity of geriatric expertise that exists in primary care today. The lack of 
geriatric competencies in the physician workforce and primary care workforce in 
particular begs the question of how to “geriatricize” primary care. This brings us to 
the focus of this book.

Let’s begin by stating what this book is not about. It is not meant to be a treatise 
on the history of primary care. It is not even meant to focus on primary care methods 
and programs as a whole. The baby boomers have begun to “age in” at a rate of 
roughly 10,000 per day.1 We will leave a discussion regarding primary care for the 
pediatric and commercial population to others. Instead, we will focus on the popula-
tion over 65 and the need for, and importance of, more effective primary care ser-
vices for this growing population. The most rapidly growing demographic in the 
United States are those 85 and older, with a projected increase from 5.7 million in 
2011 to 14.1 million in 2040.2 In 2011, Medicare beneficiaries over the age of 80 
comprised one third of all Medicare spending while representing 24% of the 
Medicare population.3

While projections vary, there is no question that there will be a significant short-
fall of primary care physicians in the coming years.4 This creates a perfect storm. 
Anyone with knowledge of the CPT coding system knows that reimbursement 
decreases with the number of problems and length of visits. This puts a premium on 
trying to see the most patients in the course of a day, which suits itself toward 
younger individuals with single problems. That does not describe the older popula-
tion. A study in 2002 demonstrated how primary care physicians found caring for 
elderly patients to be difficult [2]. Older adults require more time and thus require a 
greater number of physician full-time equivalents (FTEs) for similar numbers of 
patients.

In 1966, the Folsom report stated: “Every individual should have a personal phy-
sician who is the central point for integration and continuity of all medical services 
to his patient. Such physician will emphasize the practice of preventive medicine … 
He will be aware of the many and varied social, emotional and environmental fac-
tors that influence the health of his patient and his family … His concern will be for 
the patient as a whole, and his relationship with the patient must be a continuity 
one” [3]. These hallmarks of primary care are also key elements of a geriatric 
approach to care.

Primary care was defined by the World Health Organization in 1978 as “essential 
healthcare based on practical, scientifically sound, and socially acceptable methods 
and technology made universally accessible to individuals and families in the com-
munity by means acceptable to them and at a cost that the community and the 

1 https://www.ssa.gov/pressoffice/pr/babyboomerfiles-pr.htm.
2 http://www.aoa.gov/Aging_Statistics/Profile/2012/docs/2012profile.pdf.
3 http://kff.org/report-section/the-rising-cost-of-living-longer-section-1-medicare-per-capita-
spending-by-age -among-traditional-medicare-beneficiaries-over-age-65-2011/.
4 https://www.aamc.org/download/426260/data/physiciansupplyanddemandthrough2025keyfind-
ings.pdf.

M. Wasserman and J. Riopelle

https://www.ssa.gov/pressoffice/pr/babyboomerfiles-pr.htm
http://www.aoa.gov/Aging_Statistics/Profile/2012/docs/2012profile.pdf
http://kff.org/report-section/the-rising-cost-of-living-longer-section-1-medicare-per-capita-spending-by-age-among-traditional-medicare-beneficiaries-over-age-65-2011
http://kff.org/report-section/the-rising-cost-of-living-longer-section-1-medicare-per-capita-spending-by-age-among-traditional-medicare-beneficiaries-over-age-65-2011
https://www.aamc.org/download/426260/data/physiciansupplyanddemandthrough2025keyfindings.pdf
https://www.aamc.org/download/426260/data/physiciansupplyanddemandthrough2025keyfindings.pdf
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country can afford to maintain at every stage of their development in a spirit of self-
reliance and self-determination. It forms an integral part of both the country’s health 
system (of which it is the central function) and a main focus of the overall social and 
economic development of the community. It is the first level of contact for individu-
als, the family, and the community with the national health system, bringing health-
care as close as possible to where people live and work, and constitutes the first 
element of a continuing healthcare process” [4, 5]. How do these essential elements 
of primary care mesh with the principles and practice of geriatric medicine?

In 2010, Robert Phillips and Andrew Bazemore described the history and status 
of primary care in the United States and around the world [6]. They concluded that 
“the United States has fallen behind other developed and developing countries that 
share a common focus on, and dedication to, to primary care.”5 It is unclear what the 
subsequent years have brought in terms of primary care workforce development. 
However, a number of primary care-based initiatives have come forward in the past 
several years, many of which are topics in this book.

In 2012, the Center for Medicare & Medicaid Innovation (CMMI) of the Centers 
for Medicare & Medicaid Services (CMS) began the Comprehensive Primary Care 
(CPC) initiative. This collaborative endeavor between CMS and other private and 
public payers aimed to improve primary care delivery. They focused on helping 
medical practices implement five key functions in their delivery of care: (1) access 
and continuity, (2) planned care for chronic conditions and preventive care, (3) risk- 
stratified care management, (4) patient and caregiver engagement, and (5) coordina-
tion of care across the medical neighborhood [7]. In the first 2 years of the program, 
there have been some positive results, but there has yet to be demonstrated any net 
savings to the Medicare program, after deducting the cost of providing for addi-
tional case management services. This is consistent with previous initiatives funded 
by CMS evaluating case management and care coordination models of care [8].

There continues to be hope that patient-centered medical home models can 
improve the care of older adults in a cost-effective manner. The John A. Hartford 
Foundation paper outlined what they believe to be important attributes in making 
patient-centered medical homes senior friendly. These include a focus on patient- 
centered care, coordinated care, accessible services, and a commitment to quality 
and safety [1]. The most problematic aspect of impacting primary care in older 
adults may have more to do with a lack of adequate expertise in geriatric medicine 
among the clinicians in the healthcare workforce. This has been described in detail 
in a previous publication on the importance of integrating a geriatric medical 
approach within various delivery models [9].

This book will view the geriatric primary care challenge from a variety of van-
tage points. We will look at some of the more robust initiatives that have been set 
forward in the past several years, with a particular focus on the patient-centered 
medical home. The concept of population health has also taken on a significant part 
of the primary care discussion, and this will be looked at from both a general and 
program-oriented prospective. We will also look at approaches to impacting more 

5 ibid.
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traditional primary care practices. Finally, there will be a view from the provider 
perspective, as the opportunity to involve a wider variety of clinicians throughout 
the continuum of care has come about.

It is our hope that the relevance of older adults in the primary care discussion will 
be made very obvious throughout the course of this book. That is not nearly enough, 
however, in a healthcare market that has a significant deficit in geriatric clinical 
competencies. Every chapter in this book shines a light on developing systems of 
care that are ingrained with a geriatric approach. If we are to significantly impact the 
delivery of primary care to older adults in the coming decades, we ignore this at our 
peril.
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2Geriatric Consultative Models  
in Primary Care

Magda Lenartowicz

Geriatric consultants are not a new invention. This is essentially the way that many 
geriatric medicine pioneers, such as the British physician Dr. Marjory Warren, prac-
ticed at the beginning of the twentieth century. Although it was Dr. Ignatz Nascher 
who coined the term “geriatrics” in the USA in 1909, Dr. Warren instituted the first 
geriatric medicine ward akin to what we would think of today, complete with com-
prehensive assessments, focus on early mobility, and coordinated discharge plan-
ning [1]. Dr. Warren was luckily also a prolific writer and researcher, becoming the 
first geriatrician to publish her unit’s outcome statistics, [2] and thus firmly estab-
lishing the key role of evidence-based practice within geriatric medicine.

The British tradition of geriatrics as a subspecialty arrived in Canada along with 
some of the specialty’s early adopters. Geriatric medicine specialists in Canada are 
all essentially geriatric hospitalists and have been ever since the specialty was 
enshrined by the Royal College in Canada in 1977, limiting entry only to those 
trained in internal medicine (this decision was not without its detractors). Geriatric 
physicians thus remain mostly as consultants at large academic hospitals, or medi-
cal managers of ACE units and specialty clinics, which is likely the most judicious 
use of their rather small numbers. Currently there are only 261 geriatric specialists 
in Canada, which is approximately 0.7 per 100,000 people, with 40% of these MDs 
being over the age of 55 [3].

American geriatrics really took off during the 1960s, with the first geriatric fel-
lowship program in the USA being established in 1966. In contrast to its Canadian 
and UK counterparts, however, US geriatric medicine developed into a mostly pri-
mary specialty, which put it in somewhat of a double bind, in being a primary spe-
cialty and working with a population that has been traditionally overlooked. This is 
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likely a contributing factor to the reality that recruitment into geriatrics has not been 
easy—in 2016 geriatric fellowships across the country only filled 50% of available 
spots, and 100/137 programs went unfilled altogether [4]. In addition, the volume- 
driven fee-for-service system, mostly based on Medicare payments, has made the 
practice of primary care geriatrics a formidable task. It has proven difficult to sustain 
a geriatric private practice (primary or otherwise) since comprehensive geriatric 
assessments take time, and multidisciplinary teams are expensive. The US Medicare 
and private insurance payment systems lack the type of specialized reimbursements 
available to Ontario (Canada) geriatricians, for example, where an initial consult visit 
with a geriatrician ($175) is reimbursed differently than a 75-min or 90-min CGA 
(reimbursed at $300 and $365 Canadian, respectively) [5]. In addition, the 90-min 
CGA can be claimed for all patients with dementia, regardless of age. In comparison, 
based on Medicare reimbursement thus far, the most complex new patient visit 
(60 min) is approximately $200 US, and no special reimbursement is available for 
CGAs. Follow-up visits are reimbursed at a lower rate in both countries, but geriatri-
cians in Ontario do get payment for providing phone-based support to caregivers of 
persons with cognitive impairment, as well as for specialized telehealth visits. In 
contrast, Medicare requires that services be delivered face-to-face, thus making it 
difficult to justify the prolonged time that many geriatricians spend on the phone or 
with caregivers. These facts make it a little less surprising that when combined with 
entrenched societal ageism and complexity of geriatric patients, the (comparatively) 
middling compensation does not entice young residents with astronomical student 
loans to pursue this path. This is reinforced by the argument that the low interest also 
stems from a lack of definition for the specialty, and the fact that the practice of geri-
atrics can be seen as an approach rather than a special skill, which then leads to the 
perception of a lack of “prestige” and respect afforded other specialists. Combined 
with the pay, these factors may contribute to the fact that, despite reports of geriatri-
cians being some of the most content physicians out there [6, 7], the low interest in 
the specialty has not thus far improved.

As a result, Dr. Warren’s call to increase training of geriatric specialists as well 
as improve geriatrics education among all physicians is still the same argument 
being made today. It seems that despite making great strides in terms of establishing 
itself as a specialty, and prolific academic research on the topic, geriatrics still 
appears uncertain of its rightful place within the medical field. This is not a new 
problem but a persistent one since the time geriatrics was developed as a separate 
field, with detractors accusing geriatricians of not being able to “make it” in another 
specialty. Both patients and other physicians still often do not understand what a 
geriatrician actually does, and physicians who practice geriatric medicine, but have 
no extra training in geriatrics, are viewed on the same level as boarded geriatri-
cians.1 Yet it is important to note that few would dare, in this litigious society, call 
themselves cardiologists just because they deal with heart failure. This frustrating 
reality has even been demonstrated in literature, where a 2013 survey from Johns 
Hopkins reported the same findings that many geriatricians encounter in their daily 

1 The caveat being that this excludes physicians who were grandfathered into the specialty.

M. Lenartowicz



7

work, including a “shocking lack of public awareness of our field” and the inexpli-
cable tendency to conflate the term Geriatrician with “nutritionist” [8]. Not only 
does this not endear the specialty to new grads, but why would patients want to 
switch from their primary physician to a primary care geriatrician if they do not 
have any idea what benefit this type of care would provide (nor why they should if 
they have a good relationship with their original primary)?

The reality is that geriatrics does have a specific scope of practice, which becomes 
diluted when pursued solely as a primary care service. Geriatricians as a group have 
tried to become too many things to too many people, spreading themselves too thin 
in the end and moving too far away from the focused work of people like Marjory 
Warren. Primary care physicians who are not geriatricians are perfectly capable of 
managing the myriad chronic care conditions that afflict our society, in both the old 
and the young. Where geriatric expertise becomes key are those who are cognitively 
impaired, frail, falling, in need of transition, or overmedicated, where the geriatric 
minutiae of aging pathophysiology and medication interactions can make a world of 
difference. I argue that in order to manage the increasing numbers of people living 
well into their 80s and 90s, and to more firmly establish geriatrics as a specialty, we 
need to move away from primary practice and toward a more consultative-based or, 
even more boldly, a co-management approach.

Consultative models are in fact already present in a wide variety of settings in the 
USA. Many are based within academic centers and large health systems, although 
community hospitals are also becoming interested in this model of care. Increasing 
numbers of adults over the age of 75, few evidence-based guidelines for the man-
agement of chronic diseases in seniors, the prevalence of cognitive impairment, and 
changes in reimbursement that focus on transitional care are just a few of the rea-
sons geriatricians are starting to become an attractive investment. Geriatric specialty 
care is also commonly tied to clinics specializing in the management of cognitive 
impairment, for example, as the broad expertise that geriatricians can provide is 
especially relevant in the care of adults with dementia [9]. Another type of specialty 
clinic involves assessing adults with multiple falls, often in concert with orthope-
dists or physical medicine and rehabilitation physicians, as a way of mitigating the 
monetary and societal costs of high mortality and morbidity in these patients. 
Geriatricians also staff many Chronic and Transitional Care clinics, set up to help 
prevent readmissions in increasingly older adults with multiple illnesses. In addi-
tion, Medicare has begun to recognize and address the importance of assessment 
and care planning for chronically ill patients, and new reimbursement codes will 
hopefully allow geriatricians to bill for the specialized, but often time- consuming, 
care that they routinely provide.

Geriatric consultants most commonly work in interdisciplinary settings, 
from geriatric surgical teams that include a geriatrician, geropsychiatrist, sur-
geon, or surgical NP to geriatric specialty clinics that often include a geriatri-
cian, a mental health provider, as well as key Allied Health Partners including 
occupational and physical therapies, speech therapy, nutrition, and pharmacy. 
The involvement of geriatricians in perioperative care has worked so well, in fact, 
that is has been enshrined in the National Surgical Quality Improvement Program 

2 Geriatric Consultative Models in Primary Care



8

(NSQIP)/American Geriatrics Society (AGS) Guidelines for the Optimal 
Perioperative Care of the Geriatric Patient [10]. Promising evidence for 
improved outcomes in older trauma patients who undergo proactive geriatric 
assessments has also led to the development of the ACS/TQIP Geriatric Trauma 
Management Guidelines [11]. This interdisciplinary milieu is in fact the exact 
format within which geriatric care is most likely to show benefit, as the compre-
hensive geriatric model is a truly holistic, detail-heavy assessment that requires 
excellent team coordination and communication. These types of evaluations are 
really only possible based on the expertise of several specialties, and there is 
good evidence of their utility. A 2011 Cochrane review concluded that compre-
hensive geriatric assessments performed in hospitals improved mortality, 
decreased discharges to long-term care facilities, and appeared protective 
against deterioration in patients’ cognitive function [12]. Surgical specialties, 
oncology, and cardiology have been reporting improved outcomes with this 
type of approach as well [13–16], and shortened versions of the CGA are being 
developed to focus in on specific issues, such as predicting mortality following 
hospitalizations in older adults with heart disease [17].

So why is it that surgical specialties have embraced the co-management or consul-
tation model, yet most primary care physicians and internists have not? This goes 
back to the perception of value and the persistent conflict between the ideas of “geri-
atricized” medicine and geriatric specialists, whose scope of practice is erroneously 
perceived as too broadly overlapping with that of other physicians. It is not well 
understood that geriatricians practice within a very specific model that looks at medi-
cal problems as related to function, mobility, and cognition, rather than a focus on a 
specific disease process, with the goal of identifying unmet needs that are not a part 
of the standard medical assessment. Yes, other modern physicians may practice in 
this holistic way, but geriatricians apply this approach to every single patient, rather 
than only those perceived as needing this type of care. A geriatric specialist coalesces 
a multiplicity of specialties and approaches into an assessment that can only enhance, 
rather than detract from, the busy practice of today’s primary care physician.

Hence, let me challenge the idea that primary care physicians would find no use 
in working with a geriatric consultant. In fact, geriatricians are experts in interdisci-
plinary communication and maintaining continuity of care, as well as ensuring close 
communication with direct care providers. Within both private insurance networks 
and novel payment models introduced by Medicare, the utilization of geriatric con-
sultants opens up an opportunity for co-management and eases the path toward meet-
ing ever-steeper quality indicators. Some pertinent quality measures here include the 
staging, assessment, and management of dementia, medication reconciliation and 
high-risk medication assessment, incontinence assessment and plans of care, func-
tional assessment for adults >65 with heart failure, and fall risk assessments.

The interdisciplinary nature of most geriatric clinics means that dementia 
care plans, functional assessments, and medication reconciliations can be done 
efficiently, giving the primary care provider ready access to PT, OT, SLP, or 
home care services through the geriatric specialist. This not only helps to main-
tain excellent patient experience but enhances the primary physician’s 360° 
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knowledge of his or her patient, in essence sharing the time required to obtain this 
information. Geriatric consultants or co-managers can also help with chronic care 
management of complex, elderly people to whom current guidelines are not readily 
applicable (resulting from the lack of robust studies inclusive of the 80+ crowd). 
Geriatricians are also well versed in end-of-life counseling and palliative care 
approaches to the older adult, assisting with conversations that can be difficult to 
have in a busy primary practice. Finally, hospital-based geriatric consultants can 
help provide continuity of care if a patient is admitted, facilitating the transitions of 
care necessary to ensure a smoother experience for both the patient and her family/
caregivers.

This naturally leads into a discussion of how acute care/inpatient geriatric mod-
els can also provide significant value to the primary physician and the hospitalist. 
The world of medicine has certainly changed, and increasingly fewer primary phy-
sicians see their patients in hospital or follow them to tertiary care centers. Today’s 
inpatient wards are also notoriously overflowing, and many hospitalists juggle a 
large list of patients, the majority of whom tend to fit the “geriatric” label. In 2012 
over 30% of hospital admissions involved patients over the age of 65, with an aver-
age length of stay of 5 days [18], which is longer than their younger counterparts. In 
addition to primary care physicians no longer following patients into acute care 
settings, hospitalist models vary widely in their scheduling patterns, meaning that 
continuity of care may not always be achievable. It is also sometimes necessary to 
prioritize the acutely ill patient over an older adult with a deceptively less emergent 
issue, such as delirium, and the involvement of a geriatric specialist may help miti-
gate the significant adverse effects that syndromes like delirium can have on both 
function and post-discharge mortality.

The ideal format for the delivery of inpatient geriatric care is not yet clear, 
although it is true that the analyses available thus far suggest dedicated geriatric 
wards, or Acute Care of the Elderly (ACE) units, rather than consultative teams, 
offer more measurable benefit, such as fewer falls, shorter length of stay, decreased 
cost of care, and less delirium [19]. It has been difficult to truly compare inpatient 
consultative services, however, since the frequency with which recommendations 
are implemented and the structure of the consultative teams tend to be quite varied. 
A tantalizing explanation offered by Calkins et al. (1999) is also a tricky one and 
posits that whereas other consulting specialties can leave concrete and specific rec-
ommendations, geriatric suggestions often require the primary provider to “change 
their approach,” so that the care recommended is performed in a specific way, often 
requiring a global, rather than just an individual, effort [20]. An example of this 
would perhaps be the institutional implementation of a non-pharmacological sleep 
protocol before a sleep aid is actually given to an older patient, as a result of the 
geriatric team consistently recommending this via consultation. This means that 
many geriatric recommendations go beyond a suggested lab or change in medica-
tion and can affect not just the actions of the primary physician but also nursing and 
ancillary staff. Simply put, they appear harder to implement.

Yet there are few studies so far that have looked at a standardized, validated, 
acute-focused geriatric assessment that could be utilized by geriatric consultation 
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teams to communicate with both hospitalist and primary care providers in a system-
atic fashion. The development of such an assessment, focusing on four axes—cog-
nition, function, mobility, and medication reconciliation—may one day provide a 
standardized way to provide clear recommendations and consistent communication 
with primary physicians. Regardless of its ultimate form, the key to useful inpatient 
consultation models should most definitely be targeted co-management rather than 
general consultation, focusing on function, mobility, cognition (delirium), and dis-
charge planning, as well as suggestions for care that take into consideration patho-
physiological changes of aging, and the resulting atypical presentations of acute 
illnesses.

Many primary providers have also likely discovered that over the past few 
years, non-medical “geriatric consultation” business models, focused on helping 
families and older adults to decide “what’s next” when issues such as falls, frailty, 
and cognitive impairment arise, have proliferated. Individuals who run these busi-
nesses have a wide variety of training, from no special education at all to geriatric 
MSWs and RN-PhDs. As a result their services vary quite widely, from transi-
tional care support to advocacy and assistance with legal issues. There is in fact a 
national association called the Aging Life Care Association, which unites geriat-
ric care managers/professionals under one umbrella. There are also many private 
companies who offer support and guidance to help “place” older adults in various 
assisted living situations. These companies usually do not charge the client, but 
are rather paid by the facilities in which their client ends up, usually taking a per-
centage of one or several months’ rent. With the business world’s realization that 
“senior” business is lucrative business, there is also an opportunity for the geria-
trician to serve as a navigator that helps patients and their primary providers sur-
vive those murky waters of various support services. In fact, a good geriatric 
co-management model would include care managers who can support chronic 
care with the goal of preventing readmissions and delaying the need to live in a 
care facility for as long as possible. Funnily enough, many of the extra services 
offered out there can be arranged easily enough within the walls of a geriatric 
consultant’s office.

So while some argue that instead of training geriatric specialists, aspects of the 
care of older adults specific to each field should be instilled during residency and 
medicine “geriatricized,” I posit that this is happening anyways with the aging of the 
baby boomers, and most physicians will (and do) know something about geriatric 
medicine. Whether this happens “on the job” or with formal education may become 
less relevant with increasing need, although I am a strong proponent for mandatory 
geriatric training modules for all physicians. However, in this world of changing 
priorities among those who fund medicine, on quality vs. quantity and chronic vs. 
acute care, I argue that geriatric subspecialists can play a unique and important role 
in not only helping other physicians manage complex, frail, and often very work- 
intensive patients, but assisting those patients in navigating the increasingly com-
plex world of chronic care medicine. The truth is that co-management is already 
becoming increasingly attractive to surgeons, as well as subspecialists, including 
cardiologists and oncologists, and primary providers should benefit from this as 

M. Lenartowicz



11

well. There are multiple formats that can support geriatric primary co-management, 
including multidisciplinary geriatric specialty clinics, geriatric inpatient teams, and 
even group practices that include primary physicians working alongside a geriatri-
cian, as well as a few key subspecialists such as cardiology or nephrology. Geriatric 
eMedicine and telehealth visits, in conjunction with regular primary care office vis-
its, are also starting to become an indispensible tool to care for the homebound and 
less mobile patients (and hopefully reimbursement will catch up with services that 
have been available for many years now).

I strongly believe that it is incumbent upon the geriatric profession to band 
together and continue educating both other physicians and the public. With vigorous 
outreach, this type of care can become more attractive to patients who are lucky 
enough to find a primary co-management model, as it gives them options and 
increased access to their physicians. In the end, primary care of older adults is a 
challenging area of practice, requiring a degree of mental flexibility, and an active 
interest in the lives of patients beyond the “medical problem.” Yet it is also extremely 
rewarding, and the effects of small changes in the medications, environment, or 
social situation can quickly show visible results. At a time of a growing senior popu-
lation, changing payment models and increasingly complex chronic care, patients, 
their families, as well as their primary physicians can find geriatric consultants of 
great value in adding quality to those crucial years of life.
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3GRACE Team Care Model

Cathy C. Schubert, Julia Dolejs, and Justine May

Delivering high-quality, coordinated medical care to older adults, many of whom 
have multiple medical and psychosocial comorbidities, is challenging, whether one 
is the patient, the clinician, or the healthcare system. Interdisciplinary teams provid-
ing in-home geriatric assessment and ongoing care management, such as Geriatric 
Resources for the Assessment and Care of Elders (GRACE), are one solution to the 
challenges of caring for this patient population.

 Current Issues and Challenges in the Care of Complex,  
High- Risk Older Adults

 Perspective of the Patient

As they age, our patients frequently accumulate multiple chronic medical condi-
tions (multimorbidity) such as diabetes mellitus, coronary and vascular atheroscle-
rosis, chronic obstructive pulmonary disease, and chronic renal insufficiency. As a 
result, an older adult will often see multiple medical providers as part of the man-
agement of these myriad comorbid conditions. In a given year, the average Medicare 
beneficiary sees seven different outpatient providers (two primary care providers 
and five specialists) from four different practices; for older adults with multimorbid-
ity, that number is even higher [1]. Adding in a major transition of care, such as a 
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hospitalization or a subacute rehabilitation facility stay, can cause even more com-
plexity in the older adult’s case and increase the risk of complications, including 
medication errors, poor communication between providers and settings, and lack of 
appropriate or missed outpatient follow-up. Thus, treatment of multimorbidity can 
lead to complex, complicated management regimens that may include multiple 
medications, dietary restrictions, frequent medical appointments, and lifestyle 
changes, which sets the stage where an older adult may struggle with compliance 
and maintaining health.

Low health literacy can be a significant and often unrecognized impediment for 
older adults and their compliance with care instructions. Health literacy is described 
as the individual’s ability to access, process, and understand basic health informa-
tion and health services. It involves the complex interaction of reading, listening to, 
and interpreting health information, making decisions based on that information, 
and then communicating those choices to healthcare providers and caregivers. Of 
adults in the United States over the age of 60, 71% have difficulty understanding 
and utilizing print materials; 80% have difficulty completing forms or using charts 
for information; and 68% struggle to interpret numbers and to perform calculations 
[2]. Thus, instructions that seem simple to clinicians may actually be daunting or 
even overwhelming to older patients who have a hard time grasping the concepts 
and then developing the plan for integrating them into their daily routines.

In addition to the health literacy issues, older adults may also have underlying 
geriatric syndromes that impact their ability to manage their health and chronic 
comorbid conditions. Cognitive impairment, which often is not detected in primary 
care until the severe stages of dementia [3], compounds the issues with compliance 
by making it difficult for the older adult to remember instructions, appointments, 
and medication regimens. Depression also has a negative impact on health in chronic 
medical illness, being associated with higher symptom burden and functional 
decline, poor compliance with self-care and lifestyle changes, and increased medi-
cal costs and risk of morbidity and mortality [4]. Functional impairments such as 
difficulty walking, hearing loss, or visual impairment are also common in older 
adults, especially among those with frailty. Such impairments make it more difficult 
for the older adult to access medical care because of limited handicapped-accessible 
transportation options, many medical facilities not being geriatric-friendly in their 
layout and design, and clinicians being untrained or poorly equipped in how to 
accommodate such functional impairments during their care of the older adult.

Social concerns and unmet psychosocial needs can impede care of medical ill-
ness and patient self-management as well, particularly among the frail elderly and 
those with low incomes who may struggle even to afford the care they need. Even 
with Medicare and other insurance support, costs of care, such as for some medica-
tions and transportation to and from appointments, continue to be out-of-pocket 
expenses for the patient, and they may not be able to afford or find the appropriate 
foods for their prescribed diets. If they are no longer able to drive and either cannot 
navigate public transportation or cannot afford available transportation options, 
older adults may miss clinical appointments, be unable to access a pharmacy to 
obtain their medications, and become increasingly socially isolated. If the patient is 
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physically frail and requires assistance with instrumental activities of daily living 
(IADLs) and/or basic activities of daily living (ADLs), obtaining such assistance in 
the home environment is often exorbitantly expensive. Sometimes, older adults 
have family or friends who can take on a caregiving role and assist with these needs. 
For those who are socially isolated, however, they may need help but have nowhere 
to turn to obtain it. In such cases, the older adult may enter a steady downward spiral 
of physical decline that often leads to emergency room visits, acute hospitalizations, 
and eventually institutionalization.

When an older adult’s care is medically complex and there is a caregiver involved, 
the burden of multimorbidity and functional decline broadens and expands to impact 
more than just the patient. For example, multiple and frequent clinic appointments 
with various providers may require the caregiver to take time off from work, com-
pounding the already present stress of helping the patient get ready for the appoint-
ment, providing the transportation, and then assisting the older adult with any 
changes to the treatment regimen after the appointment. Geriatric syndromes such 
as dementia, depression, frailty, and falls increase the burden of caregiving as well. 
In some cases, the caregiver may have medical illness and care needs of his own 
also, such as when an elderly spouse is caregiver for his frail wife. In such fragile 
medical and psychosocial situations, both the caregiver and the patient are at high 
risk for functional decline, worsening morbidity, and other adverse outcomes.

In its seminal 2001 report “Crossing the Quality Chasm: A New Health System for 
the 21st Century [12],” the Institute of Medicine (now called the National Academy of 
Medicine) described patient-centered care as “respectful of and responsive to indi-
vidual patient preferences, needs, and values and that ensures that patient values guide 
all clinical decisions.” Unfortunately, in busy clinical settings that make up today’s 
modern healthcare systems, conversations about personal values, care preferences, 
and goals, which are often time-consuming, tend to fall by the wayside until a time of 
medical crisis, such as admission to the medical intensive care unit (MICU) with life-
threatening illness. Perhaps this ongoing lack of patient-centered care was part of the 
motivation behind the American Geriatrics Society’s 2016 update [13] on this issue, 
where they describe person-centered care as when “… the individuals’ values and 
preferences are elicited and … guide all aspects of their health care, supporting their 
realistic health and life goals.” Having such discussions with older adults with com-
plex medical conditions and functional impairment before a medical crisis is of para-
mount importance for ensuring the older adult receives the amount and quality of care 
she wants while avoiding potential harms of unwanted or futile treatment.

 Perspective of Providers and the Health System

Older adults with multiple comorbid medical and psychosocial conditions present 
myriad challenges for providers, staff, and health systems. Multimorbidity is associ-
ated with many adverse outcomes, including greater use of healthcare resources, 
higher risk of adverse effects of treatment, poorer quality of life for the patient, and 
higher rates of disability, institutionalization, and death.

3 GRACE Team Care Model
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Most health professionals are taught to manage a specific disease entity or a 
single organ system at a time, and they receive little education in the comprehensive 
management of patients who have multiple medical conditions that are interplaying 
and interacting to impact that patient’s health. Being confronted with an older adult 
with multimorbidity during what is supposed to be a brief outpatient clinic visit is 
often overwhelming and frustrating for clinicians.

Additionally, while many chronic diseases have specific clinical practice guide-
lines that have been developed for each single disease, those guidelines for care do 
not take into account how management may need to change in the face of other 
chronic medical conditions or of geriatric syndromes such as frailty, incontinence, 
or dementia [5]. This increases the risk for harm to the older adult during treatment. 
To complicate matters further, many well-meaning health systems and insurance 
providers have implemented quality measures by which providers’ performance is 
judged according to their patients’ outcomes per these published disease guidelines 
(e.g., achieving hemoglobin a1c of less than 7.0% in type 2 diabetes). Often, these 
quality measures do not take into account individual patient characteristics such as 
frailty, multimorbidity, or advanced age and can result in harm to the older adult. If 
such performance measures are not met, though, clinicians may face retribution, 
such as loss of income. Unfortunately, such a situation can lead to harm, either to 
the patient if the guidelines are stringently followed or to the provider if the perfor-
mance measures are not met.

Providers and health systems continue to struggle with coordination and inte-
gration between primary and specialty care and inpatient and outpatient visits, 
even when electronic health records are in place. For every 100 Medicare benefi-
ciaries a primary care provider manages, she typically coordinates care with 99 
additional physicians from 53 different practices. Based on Medicare population 
data, about a third of those beneficiaries are those older or disabled adults who 
have four or more chronic medical conditions and thus would benefit the most from 
ongoing care coordination. For that subset of patients alone, however, the primary 
care provider interacts with an average of 86 physicians in 36 practices [1], making 
efficient, effective care coordination in primary care by the clinician alone an 
impossible task.

Just as with patients themselves, low health literacy presents challenges to clini-
cians and health systems, especially those caring for underserved populations who 
are living at or below the poverty level. At the individual level, low health literacy 
is associated with decreased ability to take medications correctly, less use of pre-
ventive care, and higher risk of needing emergency room visits and hospitaliza-
tions. From the wider standpoint of health systems and population health, it is 
linked to greater healthcare service utilization, higher risk of poor outcomes, 
greater risk of hospitalization and higher costs for that inpatient care, and higher 
mortality rates [2].

When older adults with the complexity of multimorbidity and geriatric syn-
dromes encounter the healthcare system, be it a simple doctor’s visit or an acute 
hospitalization, they are at higher risk for negative outcomes such as adverse drug 
reactions, polypharmacy, delirium, functional decline, and falls. These negative 
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outcomes contribute to higher rates of acute care utilization, prolonged hospitaliza-
tions, and higher care costs because of a higher density of medical staff needed to 
provide their care over a longer length of stay. Poorly structured transitions of care 
serve to compound these issues because of ineffective communication between sites 
of care, increased possibility of errors and omissions in care because of its complex-
ity, duplicated tests and studies, and missed opportunities for outpatient follow-up. 
From a clinician and health system perspective, older adults with multimorbidity 
are high-risk, high-cost patients for whom to provide care.

An area of particular concern and struggle for clinicians and health systems is 
when an older adult’s social concerns become impediments to medical care and 
self-management. When the patient is on a low or fixed income, she may not be able 
to afford her prescriptions or the appropriate foods for a healthy diet. If he can no 
longer drive due to illness or geriatric issues such as vision loss or dementia, the 
older adult may miss doctor’s appointments, be unable to obtain medications or 
food, or become depressed due to loss of social interaction. Transportation may be 
a particular problem in rural areas or in urban areas that lack options for public 
transportation. A particularly challenging situation occurs when an older adult is in 
need of social supports but has no one available to provide it. As mentioned above, 
hiring paid caregivers to provide assistance with IADLs and ADLs in the home is 
expensive to the point of being beyond what most families on fixed incomes can 
afford. In many cases, institutionalization and applying for Medicaid benefits 
becomes the only financially viable option for many older adults, which is unfortu-
nate since remaining in their homes and communities is an important goal for many.

 Geriatric Resources for Assessment and Care of Elders: 
The GRACE Model

To adequately address the medical and psychosocial needs of complex older adults 
with multimorbidity, we need innovative models of care that utilize input from pro-
viders with geriatric expertise. As such clinicians are in short supply, however, such 
new models must also efficiently leverage what geriatric expertise is available in a 
health system so that as many older adults benefit as possible.

Geriatric Resources for Assessment and Care of Elders (GRACE) Team Care 
collaborates with primary care providers and the patient-centered medical home to 
provide in-home geriatric care management focusing on geriatric syndromes and 
psychosocial issues commonly found in older adults that are often difficult to 
address adequately in primary care. By utilizing an interdisciplinary team that 
includes a geriatrician, advanced practice nurse, social worker, pharmacist, and a 
mental health liaison, GRACE is able to assess and address medical and social con-
cerns concomitantly and effectively using home-based comprehensive geriatric 
assessment and ongoing, protocol-driven care management. Because GRACE is 
integrated with primary care and the medical home, implementation of the plan of 
care for the older adult’s geriatric and psychosocial issues is collaborative, efficient, 
and effective.

3 GRACE Team Care Model
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 Key Components of GRACE

At the heart of the GRACE model is the GRACE Support Team, which is composed 
of an advanced practice nurse (APN) and a licensed clinical social worker (SW). 
Both have clinical backgrounds and training in geriatrics, and both are employed by 
the healthcare system. The intervention [10] begins with the GRACE Support Team 
conducting an in-home comprehensive geriatric assessment that includes a medical 
and psychosocial history, medication reconciliation, functional assessment, review 
of social support, review of any existing advanced directives, a home safety assess-
ment, and screening for caregiver stress. The visit continues with a physical exami-
nation, including a focus on orthostatic vital signs and screening for geriatric 
syndromes such as vision and hearing loss, gait and balance impairments, depres-
sion, and cognitive impairment. The APN and the SW collaborate throughout the 
assessment, discerning and exploring the medical and psychosocial issues together 
in concert. That the assessment is conducted within the patient’s home allows for a 
unique, valuable, and highly informative glimpse of the patient’s daily life and func-
tion that is otherwise impossible to achieve within the confines of an office or inpa-
tient visit.

Within a week of the in-home comprehensive assessment, the GRACE Support 
Team meets with the larger GRACE interdisciplinary team composed of the APN 
and SW, geriatrician, pharmacist, and mental health liaison, all of whom are also 
employed by the health system. During this meeting, the APN and SW summarize 
the pertinent positives of the case found during the in-home assessment, and the 
interdisciplinary GRACE Team develops a patient-centric, individualized care plan 
utilizing the 12 GRACE protocols as appropriate to the case (Fig. 3.1). These 12 
protocol conditions were initially chosen by primary care providers and opinion 
leaders in geriatrics within the Eskenazi Health system, the safety net health system 
located in Indianapolis, Indiana, where GRACE was first developed as a random-
ized clinical trial. For each condition, the GRACE protocols specify recommenda-
tions for evaluation and management that are based on published practice guidelines 
[6, 7]. All patients receive the medication management, health maintenance, and 
advanced care planning protocols, while the other protocols are activated only when 
appropriate to the individual patient. Each protocol contains evaluation and man-
agement suggestions specific to the condition, some of which are meant for the 
Support Team to implement themselves on a routine basis, while others they review 
with the primary care provider and then implement with the provider’s approval. 
For example, routine team interventions for the difficulty walking/falls protocol 
include monitor orthostatic vital signs, provide education on falls prevention, and 
encourage exercise for balance and strengthening. Suggestions that the team would 
discuss with the primary care provider might be checking thyroid function, vitamin 
B12 level, and a vitamin D level and considering referral for physical therapy.

With the patient-centric, individualized care plan in hand, the GRACE APN and 
SW discuss the recommendations with the primary care provider and medical 
home team. Such communication can be accomplished via face-to-face meeting, 
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phone call, encrypted e-mail, or using the health system’s electronic health record. 
In collaboration with the primary care provider, the GRACE Support Team 
then implements the care plan, with the first step being a follow-up home visit to 
discuss the recommendations with the patient and ensure that the plan of care 
is consistent with the patient’s goals. During this follow-up visit, the team pro-
vides literacy-level- appropriate education to the patient and caregiver for the cor-
responding  activated GRACE protocols, including encouraging the patient in goal 
setting and self-care activities for her own health. Another important part of the 
follow-up visit and care going forward is linking the patient with appropriate exist-
ing health-system and community-based resources and services, such as the local 
Area Agency on Aging, transportation services for the disabled, programs for 
those with impaired vision or hearing, low-cost dental services, Senior Law assis-
tance, the Alzheimer’s Association, and senior centers. Finally, patients and their 
caregivers are provided with the contact information for the GRACE Team so that 
they have a direct phone number to reach their GRACE providers during business 
hours. The GRACE Team stresses to patients and caregivers the importance of call-
ing GRACE if feeling ill, if they have questions about their healthcare or medica-
tions, or if they are hospitalized or seen in the emergency department outside of 
their primary healthcare system.

GRACE Protocols

1. Difficulty walking/falls

2. Depression

3. Cognitive Impairment

4. Incontinence

5. Malnutrition/Weight Loss

6. Visual Impairment

7. Hearing Impairment

8. Chronic Pain

9. Caregiver Burden

10. Medication Management

11. Health Maintenance

12. Advanced Care Planning

Fig. 3.1 GRACE Protocols for common 
geriatric conditions
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After the  follow-up educational visit, GRACE remains involved with the patient 
for ongoing geriatric care management. Each GRACE Support Team dyad of APN 
and SW can manage a census of 80–110 patients, with the actual number being 
dependent on factors such as geographic reach of the program and population acuity 
and complexity. At a minimum, every GRACE patient receives one phone contact 
per month from either the APN or SW. The purpose of the monthly contact is to 
ensure proactive follow-up with the treatment plan and to check in if the patient or 
caregiver has new issues or concerns. All patients also receive an annual compre-
hensive geriatric assessment and follow-up educational visit to assess for any 
changes in their geriatric or psychosocial issues and to evaluate for any new prob-
lems that may have developed. Beyond these minimum contacts, further encounters 
with the patient occur as needed to implement the care plan. In addition, the GRACE 
Support Team visits the home and discusses the case with the interdisciplinary team 
again after any acute hospitalizations or other major transitions of care, such as a 
stay in a subacute rehabilitation facility. In this manner, GRACE facilitates coordi-
nation of care across providers and sites of care as much as possible and helps the 
patient maintain contact with the primary care provider and medical home.

 Outcomes of the GRACE Model

 Perspective of the Patient

In the original randomized controlled trial of GRACE, the older adults in the inter-
vention arm reported improved general health, vitality, social functioning, and men-
tal health on the Medical Outcomes 36-Item Short-Form (SF-36) scale after being 
enrolled in the program for 2 years. The quality of their geriatric care improved as 
well compared to the control group, as the patients enrolled in GRACE were more 
likely to be assessed and treated for geriatric syndromes including difficulty walk-
ing/falls, urinary incontinence, depression, vision impairment, and hearing impair-
ment [8]. In our experience, older adults and their caregivers appreciate the holistic 
nature of the care offered by the GRACE model, particularly that their individual 
goals of care are assessed and honored and that their psychosocial concerns are 
being addressed along with their medical illnesses (Fig. 3.2).

“The GRACE team is a blessing! During the time the team came to our home, they were professional
yet caring and made a huge difference for us. When a chronically ill patient’s family calls with
concerns, send a GRACE team out to the home ASAP!”

 “I am amazed at how you guys keep track of me. GRACE is wonderful, and I surely do appreciate
you guys!”

“The GRACE team saved my husband’s life and my sanity. I had hit rock bottom when the team came
to our home and didn’t know how we were going to continue like this. GRACE was absolutely superb
in getting his medications properly managed and helping me access the services I needed to care for
him. Thank you from the bottom of my heart for giving me my husband back.”

Fig. 3.2 Examples of satisfaction feedback from patients and families about GRACE
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 Perspective of Providers and the Health System

GRACE is a natural fit with the concepts of the medical home model for primary 
care that many healthcare systems are enacting. While not every older adult 
needs a proactive, in-home care management program such as GRACE, health 
systems and providers can reap significant benefits by having a GRACE pro-
gram for their complex older adults with multimorbidity, especially those who 
are at high risk for hospitalizations and functional decline. In fact, GRACE has 
been shown to reduce emergency department visits, hospitalizations, 30-day 
readmissions, and total inpatient bed days of care in high-risk patients [8, 9]. At 
the same time, older adults enrolled in a GRACE program have improved con-
tinuity of care, including being more likely to maintain an established primary 
care provider, to obtain posthospital follow-up visits in primary care, and to 
have an updated and accurate medication list. GRACE patients are also more 
likely to receive needed preventive care, such as immunizations and age-appro-
priate cancer screening, and they are more likely to have engaged in advanced 
care planning, such as completing a living will and naming a healthcare repre-
sentative [8].

Geriatricians and healthcare providers with geriatric expertise are in short sup-
ply, so their time must be carefully and efficiently leveraged so that they can posi-
tively impact as many older adults as possible. In our experience, once a GRACE 
program is established within a health system and is operating at full capacity with 
two or three GRACE Support Teams, the geriatrician’s time commitment is primar-
ily the 2 to 3 h per week that are devoted to the weekly interdisciplinary team meet-
ings. Because of the team structure of GRACE, however, that small time commitment 
benefits many older adults, usually several hundred per year depending on the size 
of the program and far more than the geriatrician would ever have been able to help 
via individual face-to-face visits. In addition, we have also noticed providers in our 
health system beginning to implement some of GRACE’s typical geriatric recom-
mendations in their patients who are not enrolled in the program, such as screening 
for depression and checking vitamin D levels in older adults with falls. Such “geri-
atricizing” of primary care and other providers can thus further broaden the reach of 
the limited supply of specialists in geriatrics and begins to benefit the health system 
as a whole.

In the initial randomized controlled trial of GRACE, primary care physicians 
whose patients received the intervention were surveyed for their satisfaction with 
the program. These physicians were much more satisfied with the resources pro-
vided by GRACE compared with usual care, and many rated the amount of care 
provided by the GRACE Support Team as “just right” (Fig. 3.3).

“GRACE is absolutely so helpful, and we are thankful for all the assistance.”

“Thank goodness GRACE is involved with this patient!”

Fig. 3.3 Examples of satisfaction feedback from providers about GRACE
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 Lessons Learned from GRACE Implementation

 Factors for Success

GRACE has been successfully implemented in over 20 different health organiza-
tions in five states, including Accountable Care Organizations (ACOs), Medicare 
Advantage Plans, and Veterans Affairs Medical Centers. Factors that contributed to 
these successes at the health system level include early engagement of system lead-
ership and providing regular updates on implementation progress and positive out-
comes for patients, providers, and the health system; clearly communicating from 
the outset the anticipated return on investment, costs, and savings to the system; and 
being a model of care that can be adapted to fit the health system’s local needs, 
goals, and staffing resources while still maintaining the core set of principles and 
focus that make GRACE effective.

At the program level, carefully recruiting advanced practice nurses and social 
workers who have geriatric experience and who can work well together as a GRACE 
Support Team has been vital to implementation and sustainment. Additionally, the 
geriatrician, pharmacist, and mental health liaison need to be highly engaged during 
the GRACE interdisciplinary team meeting and also available by phone as needed 
to answer questions from the GRACE Support Team that may arise in the course of 
patient care.

 Barriers and Solutions

GRACE has faced some special challenges that have limited its widespread imple-
mentation. The most significant of these barriers at the health system level has been 
financing and reimbursement [11]. While GRACE’s reduction of acute care utiliza-
tion makes financial sense for capitated health systems that need to mitigate as 
much as possible the costs of caring for complex older patients, the GRACE model 
is poorly compatible with fee-for-service payment systems because much of 
GRACE’s work, such as follow-up telephone calls and interdisciplinary team con-
ferences, is not reimbursed under such systems.

Another reason for lower uptake of GRACE may be related to scalability con-
cerns. Each GRACE APN/SW Support Team can care for around 80–100 complex 
patients which, while high-yield in terms of cost savings as long as patients are 
carefully and appropriately selected, will seem like a small number to health system 
leadership. This is especially true when compared to the “light touch,” often 
telephone- based care management programs that can enroll high numbers of clients 
but may be less effective for high-risk patients with medical and psychosocial com-
plexity. GRACE’s reliance on home visits, which is one of the model’s keys to suc-
cess, also unfortunately limits its scalability. Home visits are inherently less efficient 
than clinic-based work due to the time spent driving to the patient’s home, and drive 
time is often what limits the geographic reach of GRACE and other home visit pro-
grams. While this is true in urban areas, it is compounded even further when one 
considers attempting implementation in more rural settings.
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Another barrier when implementing GRACE is when system leadership does not 
grasp its holistic focus and the benefit of having the APN and SW on the GRACE 
Support Team conduct home visits together. Healthcare administrators may not 
understand that, when a patient or family has pressing social concerns such as pay-
ing bills, finding transportation, or securing food, they struggle to make healthcare 
and chronic disease management a priority. By having the Team conduct the geriat-
ric assessment together within the home, social needs can be assessed and addressed 
from the outset, allowing the patient and caregiver to then shift their focus to man-
aging health concerns.

At the clinician level, an initial barrier for GRACE can be gaining primary care 
provider buy-in. Providers may be skeptical of the program’s potential and be con-
cerned that having to communicate about GRACE care plans with the GRACE team 
will be time-consuming and burdensome. This barrier can generally be overcome, 
however, with early investment in gaining clinician trust and by illustrating as fre-
quently as possible the benefits to both patient and clinician of having GRACE 
involved. In our experience, having a unified electronic medical record that spans 
both inpatient and outpatient venues of a health system allows this communication 
to take place most efficiently and effectively and helps with primary care provider 
uptake of GRACE significantly.

GRACE Team Care is an evidence-based, innovative model of holistic geriatric 
care management that positively impacts the care of high-risk, complex older adults 
from the perspective of the patient, the provider, and the healthcare system. GRACE 
has the potential to provide better quality of geriatric and chronic disease care to 
medically and psychosocially complex adults and to contribute to overall cost 
 savings in the care of this population.
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4Introduction to Population Health

James Riopelle

As I began the final draft of this chapter, I was reminded of a story that applied not 
only to population health but to life in general. It seems that when Christopher 
Columbus returned to Spain in 1492 after discovering the Americas, Queen Isabella 
was quite smitten. This did not go unnoticed by King Ferdinand, who was report-
edly jealous. At the royal dinner celebrating Columbus’ return and after several 
glasses of wine, the King said, “I don’t think discovering the Americas was such a 
big deal – all you did was sail until you hit land.” Columbus, remembering the cour-
age that sailing across a believed to be flat earth took, was quite miffed. Controlling 
his anger, he took an egg from the royal table and asked if anyone could make the 
egg stand on its end. Around the table went the egg and no one could get it to bal-
ance on its end. Taking the egg from King Ferdinand, the last member of the royal 
party to fail, Columbus gently smashed one end to flatten the egg without breaking 
the entire shell. Smiling, he stood the egg on end and said, “Anything’s easy when 
you’ve been shown how.” I share this story because I’ve spent the last 25 years 
working on aspects of what is now called population health. I’ve been “shown how” 
so my tendency is to oversimplify the process—it’s not simple or it would already 
be in common practice. However, it is very doable.

In reality, we are still debating the definition of population health.
Population health has been defined as “health outcomes of a group of individu-

als, including the distribution of such outcomes within the group” [1]. However, 
population health is defined differently in different settings. I will be using a more 
typical insurance definition, defining population health as “managing the healthcare 
of large groups of people, often chronically ill, to ensure that they are getting care 
at the right time, at the right place and at the right cost.” In addition, it’s impossible 
to discuss population health without incorporating the “triple aim”—improving the 

mailto:jfriopelle@hotmail.com


26

individual experience of care, improving the health of populations, and reducing the 
per capita costs of care for populations.

Population health also represents a transfer of insurance risk and changes the 
financial incentives from volume [FFS] to value. “Fee for service isn’t over yet but 
the shift to value-based care is here and evolving rapidly. It will vary by health sec-
tor and even by geography, affecting different systems at different times. The play-
ers left standing strong will be the ones that strategically embrace innovative 
changes starting now. Strategic integration and deliberate organizational .transfor-
mation are essential to fully realize the benefit from the volume to value reimburse-
ment shift and effectively manage financial and clinical risks.” [2].

In my opinion, there are five critical success factors in transitioning to and main-
taining a population health driven practice.

First: Physician Leadership

An essential factor for success. I cannot overstate the importance of this enough. 
Nonphysician business people have said things like, “It doesn’t matter. We own 
them [or employ them], so they’ll do what we tell them.” One hospital ACO I 
worked with lost more than $5 million in their first month of operation. I joined 
the party late and as I was evaluating what got them where they were, an execu-
tive told me, “We couldn’t generate much physician interest so we just jumped in 
with both feet.” A virtual guarantee of failure. Organizations must understand 
that physicians are human and respond to incentives much like any other group. 
Ensuring physician leadership means taking time, making sure providers under-
stand the upcoming processes and educating them as to the clinical, financial, 
and personal benefits of change for individual providers. Once this has occurred, 
it’s important to take baby steps along the road to full risk. Perhaps start with a 
shared savings program, prove financial performance, gain credibility, and then 
move perhaps to bundled payments, again gaining experience. Try sharing upside 
and downside risk, each time touting improving successful involvement with 
these programs. Finally, the ultimate in population health management is global 
capitation, the end journey of successful population health practice/manage-
ment. Excellent physician leadership is critical to this evolving process.

Second: Align Financial Incentives

A parallel necessity to physician leadership. It makes no sense to have the domi-
nant component of a physician [or any provider] compensation being based on a 
fee- for- service production model when the organization overall wants a value-
driven model. I’d hate to be the individual hospital CEO whose performance/
compensation has historically been measured by heads/beds now reporting to a 
system CEO that just signed a value-based contract. Overnight, full beds go 
from a revenue center to a cost center. Careful strategic planning outlining the 
 timeframe and necessary changes is critical to these transitional phases.
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One of healthcare systems’ greatest challenges is functioning in a mixed-payment 
world. As noted previously, fee for service isn’t just going to magically disappear, 
and providers must have individual/group incentives that combine overall strategic 
goals and a variety of payment mechanisms. The following is an “overview of 
value-based payment models (Fig. 4.1).”

Third: Technology

Motivated providers who are fully committed to population health must have 
access to cost-of-care data, care .deficiencies, and so forth available at the point 
of care. Most standard EMRs are woefully deficient as they grew from a fee-for-
service environment. In addition, links between claim payments [not billed 
charges] are very complex as each provider in most systems [Kaiser being the 
big exception] has multiple payors and each payor guards its fee schedule as 

Bundles (bundled payments): Instead of paying separately for hospital, physician, and other ser-
vices, payments for services linked to a particular condition, reason for hospital stay, and period of
time are grouped together. Providers can keep the money they save through reduced spending
on some component(s) of care included in the bundle. 

Global capitation: An organization receives a per-person per-month payment intended to pay for
all attributed individuals' care, regardless of what services they use.

Patient-centered medical home (PCMH): A team-based model of care, typically led by a prima-
ry care physician who is focused on the whole person and provides continuous, coordinated, inte-
grated, and evidence-based care. Physicians may receive additional payments (for example, care
coordination and/or performance-based incentives) on top of the fee-for-service payments. 

Shared savings: This type of arrangement generally requires an organization to be paid using the
traditional fee-for-service model, but at the end of the year, total spending is compared with a tar-
get; if the organization's spending falls below the target, it can share some of the difference as a 
bonus. Or, if patients have better than average quality outcomes, the provider receives a bonus for
increased payment

Shared risk: As a complement to shared savings, if an organization spends more than the target, it
must repay some of the difference as a penalty. Or, if patients fail to have better than average
quality outcomes, the provider receives a lower payment.

Downside risk: Payment models in which the provider is penalized if its patients fail to have bet-
ter than average quality/cost outcomes. 

Upside risk:  Payment models in which the provider receives a bonus if its patients have better
than average quality/cost outcomes.

CMS Bundled Payment Care Improvement (BPCI): Initiative organizations to be paid under
bundles for specific procedures/conditions. The first program is for joint replacement. After the
first level of participation, participants are required to participate with gradually increasing levels
of downside risk.

Medicare Comprehensive Joint Replacement (CJR) program: A mandatory bundled payment
model for lower extremity joint replacement services in select geographic areas.

Medicare Shared Savings Program (MSSP): Initiative for organizations to develop ACOs for
Medicare patients and be paid via shared savings arrangements. After the first level of the pro-
gram, participants are required to participant in shared risk arrangements with gradually increasing
levels of downside risk.

Fig. 4.1 Value-based payment models and CMS pilot definitions

4 Introduction to Population Health
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proprietary, to be kept secret at all costs. Getting BC/BS, Humana, Aetna, and 
UnitedHealthcare to each share its data is a herculean task, but without cost-of-
care data available at the point of care, how can we expect providers to manage 
efficiently?

I was an HMO medical director in the 1980s when the primary care gate-
keeper model had a brief flurry of popularity with payors. Although very effec-
tive at lowering costs and directing care, attributes of a good population health 
model, the PCP gatekeeper concept quickly fell from grace. It was cumbersome, 
frustrating to providers and patients alike, the technology to support it did not 
exist, and the financial incentives were not appropriately aligned. In many ways, 
population health management is the PCP gatekeeper model on steroids, adding 
physician leadership, proper alignment of incentives, technology, care coordina-
tion utilization review and QA, and patient satisfaction to address the issues that 
caused the original model to fail in the 1980s.

Fourth: Care Coordination/Utilization Review/Quality Assurance

I have combined three .historically independent functions into one of the five 
critical success factors because with the transfer of insurance risk from payors to 
providers, the integration of these functions is much more efficient across disci-
plines. More importantly, when these functions are carried out by providers who 
understand the entire clinical situation, patient satisfaction and quality are sig-
nificantly improved. No longer are providers playing “Mother may I” with insur-
ance companies. They assure responsibility for the cost and quality of care. 
Combining with the other four critical success factors [physician leadership, 
alignment of financial incentives, technology, and patient satisfaction] leads to 
success in a fully capitated population health-oriented delivery system.

Fifth: Patient Satisfaction

The first .challenge in identifying patient satisfaction is designing a survey that is 
valid and provides information for the practice. The questions should be brief and 
clear and include one that asks “How satisfied are you with your physician?”

Not only do patient satisfaction surveys help improve your practice, but also 
in the MedicareHMO world, star ratings can mean the difference between finan-
cial success and failure.

I hope any of you who choose the journey of population health management have 
a fun, prosperous, and successful journey.
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5Patient-Centered Medical Home (PCMH) 
and the Care of Older Adults

Jason F. Lee

More than 50% of older adults have multiple chronic conditions, with distinctive 
cumulative effects for each individual [1, 2]. As an older adult’s number of chronic 
conditions accumulate, the risk of dying prematurely, hospitalization, functional 
decline, and health-care costs increases [3]. Addressing complex medical care is 
most effective when it is comprehensive, patient centered, and coordinated by a 
team of trained health-care professionals that is accessible in primary care settings 
where most older adults receive treatment [4].

The patient-centered medical home (PCMH) is a promising model for transform-
ing the organization and delivery of comprehensive, cost-effective primary care. 
Originally introduced by the American Academy of Pediatrics (AAP) in 1967, the 
medical home concept initially referred to a central location for archiving patient’s 
medical record. In 2002, the AAP expanded the medical home concept as a model 
of delivering primary care that is accessible, continuous, comprehensive, family 
centered, coordinated, compassionate, and culturally effective to every child and 
adolescent. The PCMH concept was adapted to patients of all ages by the American 
Academy of Family Physicians (AAFP) in 2004 and by the American College of 
Physicians (ACP) in 2006. It served as a transition away from historically episodic 
care toward a framework of comprehensive coordinated primary care for patients of 
all ages. In 2007, the AAP, AAFP, ACP, and the American Osteopathic Association 
developed a joint statement of principles to describe the characteristics of the PCMH 
and to lead changes at the physician practice level to improve outcomes in today’s 
primary care practices [5].

Since then, the PCMH model has evolved to improve population health out-
comes, enhance the patient experience, reduce per capita health-care spending, and 
support care team well-being through team-based coordinated care. According to 
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the Agency for Healthcare Research and Quality (AHRQ), the PCMH encompasses 
five major functions and attributes: comprehensive care, patient centered, coordi-
nated care, accessible services, and quality and safety [6]. The PCMH model of care 
has the potential to improve the health of older Americans, as it is uniquely aligned 
with the values of geriatric medicine to deliver primary care for high-cost, high- 
need older adults with complex health needs [7, 8]. This chapter reviews consider-
ations for the aging population and components of PCMH highlighting that 
interprofessional care of older adults is oriented to the whole person, coordinated, 
and comprehensive, with an emphasis on patient safety and quality of care.

Comprehensive care is a vital function of the PCMH and refers to a team of 
health-care providers accountable for addressing the majority of a patient’s physi-
cal, mental, and behavioral health-care needs, including prevention and wellness, 
acute care, and chronic care. The PCMH advocates for a personal physician who is 
informed by an interdisciplinary team, which may include consulting physicians, 
nurses, pharmacists, nutritionists, social workers, educators, and care coordinators, 
to meet the complex needs of patients with multiple comorbidities and increasing 
frailty and disability [9]. A core principle of geriatric medicine has been the use of 
interprofessional team-based care of older adults and application of comprehensive 
geriatric assessment to address health needs systematically and to provide age- 
appropriate preventive care consistent with the older adult’s goals of care. Successful 
model of a geriatrician-led team that actively coordinates care and provides compre-
hensive care across disciplines has been the Department of Veterans Affairs (VA) 
home-based primary care (HBPC) [10]. Established in 1972, the HBPC has been 
expanded across VA facilities in the country to provide comprehensive, cost- 
effective, longitudinal primary care by an interdisciplinary team to homebound 
aging veterans with multiple chronic and disabling conditions [11]. The compre-
hensive care approach becomes more evident for older adults who experience medi-
cal and social challenges and transition through various care settings and services 
[12]. Geriatricians are trained to work as part of a team of health-care providers to 
care for older adults with complex health needs, as they are likely to experience 
physical and social inactivity, falls, functional decline, polypharmacy, barriers to 
adequate nutrition and transportation, depression and memory problems, and poten-
tial for elder abuse [13]. Geriatric medicine aligned with the PCMH model can 
account for these special considerations when developing comprehensive care plans 
for older adults.

Patient-centered care, or care that is oriented toward the whole person, is another 
function of the PCMH, which calls for a physician-led, team-based health-care 
model that focuses on building partnerships with patients and families through an 
understanding of and respect for culture, needs, preferences, and values. The PCMH 
model actively supports older adults in learning to manage and organize their own 
care at the level they choose, as an individual’s daily life may involve various care-
givers, access to independent or assisted living, management of multiple chronic 
conditions, and the need for advance care planning prior to functional decline [14]. 
Caring for older adults requires clinicians who are sensitive to whole-person care 
across a lifespan taking account of advance care planning for serious illness and 
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end-of-life care and social determinants of health. Recognizing that patients and 
families are core members of the care team, the PCMH model focused on older 
adults can ensure that they are fully informed partners in establishing their own care 
plans [15].

Coordinated care entails the integration, management, and organization of 
patient care and services across various health-care systems including specialty 
care, hospitals, home health care, long-term care, and community services, with an 
emphasis on efficient and safe transitions of care. The team-based approach to care 
in geriatric medicine is central in assisting older adults to navigate the continuum 
and complexity of the health-care system to prevent them from falling through gaps 
in care [16]. Similarly, the PCMH model promotes care coordination to improve 
communication between organizations and specialists, leverages health information 
exchange, and facilitates follow-up with primary care providers that may reduce 
avoidable readmissions and improve health outcomes especially for those with 
complex care needs [17]. Physicians can lead teams caring for older adults to iden-
tify high-need, high-cost patients and develop individualized, coordinated plans of 
care that integrate medical and social issues. Based on demonstrations of various 
PCMH models, care coordination enables teams to address problems comprehen-
sively and deliver age-appropriate preventive care [18]. Founded in 1978, the 
Programs of All-Inclusive Care for the Elderly (PACE) emerged as a successful 
managed-care program that coordinated comprehensive medical care and long-term 
services and support to frail, nursing home eligible patients to live independently in 
the community and with a high quality of life. Based on a recent retrospective study, 
PACE enrollees experienced lower rates of hospitalization, readmission, and poten-
tially avoidable hospitalization than similar populations [19]. Older adults with 
multimorbidity benefit from care coordination and multidisciplinary team-based 
care as their health-care needs may become complex to be addressed effectively by 
independent primary care providers.

The PCMH framework delivers accessible services with reduced wait times for 
urgent care needs, enhanced and flexible office hours, and 24/7 telephone or elec-
tronic access to primary care physicians (PCPs), and alternative methods of com-
munication through health information technology. Increasing support to PCPs with 
enhanced access can reduce emergency room visits and unmet health-care needs 
[20]. Providing accessible services is essential for caring for older adults who may 
lack personalized care and needs in the home and lack social support or advocacy 
assistance, and office visits may place a burden on patients and caregivers. The 
PCMH model can provide support and guidance to older adults with self- 
management of multiple chronic conditions and caregiver support. Extended visits 
in the office setting can accommodate community-dwelling older adults with physi-
cal and mental limitations.

The PCMH model is committed to continuous quality improvement and patient 
safety strategies through clinical decision support tools, information technology, 
evidence-based care, shared decision-making, performance measurement, and pop-
ulation health management. Measuring medical care for older patients is complex 
and has to account for multimorbidity, geriatric syndromes, and social issues that 
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contribute to variations in care preferences and planning. The Assessing Care of 
Vulnerable Elders (ACOVE) indicators aim to evaluate the range of health-care 
problems experienced by vulnerable older adults in the community who are at 
increased risk of functional decline [21]. States and commercial payers have piloted 
various forms of payment alignment to support primary care, and the PCMH gener-
ally demonstrated better quality of care, patient experiences, care coordination, and 
access [22]. For instance, the Geriatric Resources for Assessment and Care of Elders 
(GRACE) model of primary care for low-income seniors and their PCPs has been 
demonstrated to improve the quality of geriatric care and optimize health and func-
tional status of older adults. The GRACE support team meets with the patient in the 
home to conduct an initial comprehensive geriatric assessment and then meets with 
the larger GRACE interdisciplinary team to develop a comprehensive, patient- 
centered care plan in collaboration with the patient’s PCP that is consistent with the 
patient’s goals and preferences of care. The effectiveness of the GRACE interven-
tion has shown decreased use of the emergency department and hospitalization rates 
of high-risk older patients and has prevented long-term nursing home placement 
[23]. As such, the PCMH presents an ideal opportunity to use quality indicators and 
metrics toward primary care of older adults.

The PCMH has been an effective model for addressing the diverse medical and 
complex care needs and transforming how primary care is organized and delivered 
in a sustainable manner for our health-care system and stakeholders. A new paper 
released by The John A. Hartford Foundation PCMH Change AGEnts Network 
offers recommendations on how PCPs can improve health outcomes for older adults 
through geriatric PCMHs and succeed in the emerging value-based payment health- 
care environment [24]. As discussed in the concept paper, PCPs can begin to trans-
form their existing practices and workforce to address the particular concerns of 
older adults. PCMH steps to serve older adults include the use of the Medicare 
Annual Wellness Visit to create a patient-centered care plan. As PCPs cannot 
address all of the needs of older adults alone, they can collaborate with community 
organizations, such as Area Agencies on Aging, which provide services and support 
to older adults and their families and caregivers to become better self-managers of 
their care. Moreover, advance care planning conversations can help identify and 
update goals of care according to patient’s wishes over time. As such, PCPs can 
facilitate better transitions of care by leading and monitoring relationships with spe-
cialists, local hospitals, and long-term care settings. Lastly, PCPs can provide train-
ing and education of all staff to deliver geriatric-competent care. A PCMH enhanced 
for older adults can enable PCPs to provide better care for the population they 
already serve.

Given the demographic imperative of an aging society, the PCMH enhanced for 
older adults is an ideal model to strengthen the care of all populations, as primary 
care becomes the focal point of complex care coordination. It has demonstrated 
improvement in patient care with respect to transitions of care, access to care, 
patient and caregiver education, chronic disease self-management, decreased hospi-
talizations and emergency room visits, and decreased health-care costs. The PCMH 
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model can mature and expand to identify and address the growing, complex medical 
and psychosocial needs of older adults. Moving forward, geriatric medicine princi-
ples and experience of care models for older adults add to the growing national 
attention to patient-centered quality care and improve clinical outcomes pursued by 
primary care clinicians across the country.
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6A Geriatrician’s Guide to Accountable 
Care Implementation: Thickets 
and Pathways

Terry E. Hill

 Introduction

 Your Fabulous Job Offer

Imagine getting a call from the ruler of Erewhemos, a small country ruled by a 
benevolent monarch who has become concerned about her nation’s healthcare. One 
of her parents has recently died, and the other has become increasingly frail, so she 
has gained considerable first-hand experience with aging, death, and her healthcare 
delivery system. The system was developed by accretion over time so that it now 
has multiple layers of professions, programs, and products, each with its own rules 
and incentives. On good authority the queen has heard of your experience, passion, 
and wisdom. She asks you to come to Erewhemos and develop a sensible healthcare 
delivery system. You will have free rein over the reorganization and full control of 
the healthcare budget, which was thought to be generous until strained recently by 
increasing costs related to drugs, technology, and an aging population. Healthcare 
costs have already begun to cut into other essential services such as education and 
the transportation infrastructure.

You may or may not find the move to Erewhemos attractive, but my assumptions 
in this chapter are that you are capable of taking in a big picture view, just as this 
monarch must do, and that you would very much like to have a sensible healthcare 
delivery system. Specifically, I assume that you are interested in advocating for a full 
array of effective services for older adults and that you are situated as a clinician, 
manager, or other stakeholder at some level within a US healthcare delivery system. I 
will also assume that your delivery system—that is, your organization and its partner-
ships—is responsible for the clinical and financial outcomes for a defined population, 
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whether defined by enrollment, as in managed care, or attribution, as has been used in 
various government and private sector models. We can leave aside the challenge of 
further defining an accountable care organization (ACO), a term that has encompassed 
multiple organizational arrangements and financial imperatives under commercial 
and government contracts [1]; rather, in this chapter we attend to the generic challenge 
of taking responsibility for the health outcomes, patient experience, and total cost of 
care for one or more contractually defined populations. The new focus on value in the 
healthcare marketplace offers unprecedented overlap between the transactional logic 
of operating margins and the mission-driven logic of healing relationships. As advo-
cates for older adults, we should take advantage of this overlap wherever we can.

The chapter will proceed through several domains, beginning with an extensive 
discussion of hospital admissions and readmissions. The costs of these are foremost 
in the minds of your system’s decision-makers, and you can harness the Willie Sutton 
principle to get their attention. We then turn to new developments in post-acute and 
long-term care and new models for high-need populations. Next, after a review of 
key strategies regarding data support for your initiatives, we will address several 
thorny challenges, including care planning, workforce, and disparities. We conclude 
with new perspectives on safety, ethics, and accountability across communities. My 
goal is to help you with ideas, argument, and implementation. I will touch on a host 
of interventions and models of care that have empirical support in the published lit-
erature, but a persistent concern throughout will be the critical processes of imple-
mentation, evaluation, and adaptation. Successful new models emerge in delivery 
systems that are blessed with propitious leadership, data systems, culture, and luck. 
The degree of planning and adaptation required of other systems to replicate these 
models will vary, but in many cases it approaches that of de nouveau innovation.

Throughout this discussion I will refer to the performance of your healthcare deliv-
ery system. I recognize, however, that you may not work in a fully integrated system, 
and the accountable care contract(s) most pertinent to you may be held by a system 
component other than yours, e.g., a hospital or medical group. So what do I mean by 
the healthcare delivery system? I mean the full array of organizations and services that 
comprise a patient’s healthcare experience. All delivery systems in the USA, even the 
most integrated, coordinate care with independent organizations, e.g., nursing facili-
ties, home health agencies, hospices, and vendors for durable medical equipment. 
From the patient’s point of view, all these components constitute a system that 
serves—more or less well—their healthcare needs. A patient-centered accountable 
care framework nudges us toward a similar perspective in which we feel—or at least 
should feel—collectively responsible for quality, cost, and the patient’s experience.

You may also be interested in accountable health communities, in which multiple 
healthcare delivery systems collaborate with public health, education, and business 
to improve well-being and manage costs for the entire population. The potential 
synergies from these collaborations may well be worth the resource investments 
required, as we will address later in the chapter, but for now I will focus on an orga-
nization’s accountability for its own specific population, e.g., in managed care and/
or a Next Generation ACO.

Unlike the extraordinary powers you would enjoy in Erewhemos, in your current 
position, you work within a multitude of constraints. Nevertheless, the momentum 
of accountable care offers each of us an opportunity to contemplate fundamental 
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system changes that could enable a reasonable match of remediable needs and avail-
able resources. Your advocacy is most likely to succeed if you can think along two 
parallel paths at once. I have begun with the Erewhemos fable to encourage blue-
sky thinking. Too often our imaginations are shackled by current realities, and we 
miss equally real opportunities for innovation. The idealized path is simply about 
the fundamentals of matching patients and services; it calls for lucid delineation of 
your population’s healthcare needs and the most effective and efficient deployment 
of resources to meet those needs. While on this idealized path, it would be unwise 
to lose sight of the real-life path that is brambled by all those pesky constraints, laws 
and regulations, obvious power dynamics, not-so-obvious backstories and their 
emotional legacies, and the complex calculus of who wins and who loses in the 
marketplace. As you try to make your way toward optimal care, it would be prudent 
to watch your flank. Many people inside and outside of your organization do not 
share your commitment. Their decisions and activities may hinder or thwart your 
efforts. What appears to be waste, from an idealized point of view, is seen as liveli-
hood from the view of entrenched personal and organizational interests.

 The Age-Neutral Option for Geriatric Programming

The use of age as a marker of need may obscure more than it illuminates. The men 
and women over 70 years of age who can run the Boston marathon in 4 h probably 
don’t need your system’s specialized geriatric services. Conversely, significant 
numbers of younger adults have problems common to aging, so it may or may not 
be appropriate to develop programs targeting only older adults. Continence pro-
grams, for instance, are appropriate for a range of ages; urinary incontinence is 
common in young women, afflicts at least half of middle-aged women, and becomes 
the norm in elderly women [2].

New program development is rarely done on a blank slate, of course. Even if you 
took that all-powerful job in Erewhemos, you would still want to build on the strengths 
of your existing programs, champions, and workforce. Decisions about geriatric-spe-
cific versus age-neutral programming are likely to turn on the dominant messaging and 
imperatives within your delivery system. A system eager to celebrate its care for older 
adults may favor elder-specific terminology, whereas geriatric programming in other 
systems may fare better if bolstered by younger alliances. Your homebound popula-
tion, for example, may include a large minority of younger patients, so age-neutral 
programming and terminology may be appropriate, e.g., “Independence at Home.”

Geriatrics has long stressed function over age with regard to organ systems and 
individuals. Similarly, one can list the requisites of geriatric care without reference 
to age, as demonstrated in Christine Cassel’s argument that the principles of geriat-
rics should be applied throughout the broader delivery system. “Geriatric medicine 
asks for care based on (1) continuous healing relationships; (2) customized services 
devoted to individual patient needs, which also allow the patient to exercise control 
over care; (3) access to information that is accurate and timely and shared with 
patients and families; (4) interdisciplinary teams and coordination of services across 
different settings; (5) anticipation of needs to avoid complications and exacerba-
tions of chronic illnesses; and (6) cooperation, communication, and collaboration 
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among specialists working toward patient-centered goals” [3]. A healthcare deliv-
ery system organized with the requisite competencies for high-quality and efficient 
care of older adults can deploy those same competencies to manage complex 
younger populations well.

One can advocate for these principles and competencies in generic rather than geri-
atric fashion without sacrifice to your older patients because older patients are over-
represented among those with chronic conditions and impairments needing coordinated, 
interdisciplinary care. More pointedly, from the perspective of your organization’s 
decision-makers, older patients are overrepresented in high-cost categories. Several 
influential foundations have argued that “high-need, high-cost” patients, defined as 
those with at least three chronic diseases and one functional impairment, should be our 
healthcare priority [4]. While only 5% of all adults fall into this category, 65% of these 
high-need, high-cost patients are 65 or older [5]. This distribution is why the enlight-
ened monarch of Erewhemos has realized her need for geriatric expertise; at some 
point your current delivery system will come to the same realization.

On the other hand, most older patients—75% who are 75 and older, 91% who are 
65–74—are neither high-need nor high-cost. Even for elders far less athletic than the 
marathoners above, and even for some with several chronic diseases, interdisciplinary 
teams and an elaborate care plan may be unnecessary and wasteful. In the transitional 
zone between healthy and complex, however, it is important to build in self-manage-
ment supports and regular screening opportunities. The annual wellness visits pro-
moted under Medicare, for example, offer a bundle of screening processes that improve 
downstream health status if tied to effective follow-up. Medication review processes, if 
overseen by pharmacists who are attuned to aging and multimorbidity, can also serve 
as intervention triggers, as can electronic registries that reveal gaps in care.

 Idealized Visions and Today’s Nitty-Gritty

The literature is replete with helpful frameworks that you could take to Erewhemos 
or use to assess your own system’s readiness for accountable care [6]. In an adden-
dum to their 2012 Health Affairs paper, Elliot Fisher and colleagues adopt the meta-
phor of journey toward accountable care. They lay out a logic model that highlights 
the importance of a propitious environmental and economic context, as well as the 
requisite governance, relationships, infrastructure elements, and implementation 
activities [7]. The image of journey is apt; it’s also worth noting that an organiza-
tion’s journey is often far from linear. Early CMS ACOs often failed outright, and 
some commercial ACOs with initial successes have subsequently struggled with 
diminishing financial returns and eroding leadership commitment. Attention to the 
conceptual frameworks in light of these challenges may avert future grief.

Idealized models specific to older populations with complex needs are also avail-
able. Particularly thoughtful is a report from The SCAN Foundation that specifies the 
delivery system activities critical for enabling individuals to live as independently as 
possible in accordance with their values and preferences. Figure 6.1 summarizes a 
high-quality system’s essential attributes, beginning with identification of an indi-
vidual’s needs and goals, which then must be addressed in a rolling fashion across 
multiple domains: primary/acute care, community and social supports, long-term 
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services and supports, and behavioral healthcare [8]. Notably, although ACOs have 
recognized the importance of behavioral health for older adults [9], progress toward 
improving behavioral health services has as yet been disappointing [10].

You may have opportunities within your delivery system to argue that this ideal-
ized model should be the standard of care. I agree that it should be, but you are not 
likely to get much traction unless you can also point to a return on investment (ROI). 
Fortunately, The SCAN Foundation has produced a collateral document that out-
lines the steps needed to make a compelling business case for person-centered care; 
the document includes a logic model, sample calculations, and suggestions for dem-
onstrating an exceptionally high ROI [11]. Your argument for resources to support 
optimal care will turn largely on cost avoidance, which will matter to decision-
makers in your organization to the extent that the delivery system as a whole has 
moved from fee-for-service to value. You can also quantify the financial benefits of 
improved patient experience. It is important as well to point out the multivalent 
effects of a single intervention. A robust readmission reduction program, for exam-
ple, will also reduce admissions, as discussed in detail below. Interventions that are 
situated just before or after high-cost episodes, i.e., that are designed to prevent 
admissions or readmissions, tend to have the greatest near-term ROI.

The clarity of one’s idealized vision can be overwhelmed when contemplating 
the array of needs, services, competencies, and interventions within one’s actual 
delivery system, as illustrated in Table 6.1. Not shown here are other equally critical 
infrastructure elements such as information technology, data management, utiliza-
tion management, contracting, and the human resource practices that are conducive 
to high-performance work systems [12]. In assessing your current system (or that of 
Erewhemos), you could ask the following questions about each of the services and 
other elements in Table 6.1: Does it exist? What’s the range of quality? What’s the 

Long-Term Services
& supports

Behavioral
Health Care

Primary/Acute Care

Community
& Social
Supports

Attribute 1:

Each individual’s range
of needs and goals, both
medical and non-medical , as
well as for family/ caregivers,
are identified and re-
evaluated on an ongoing
basis to drive care plans.

Each individual’s needs
are addressed in a
compassionate, meaningful,
and person-focused way
and incorporated into a care
plan that is tailored, safe,
and timely

Individuals and their family/
caregivers continually
inform the way the delivery
system is structured to
ensure that it is addressing
their needs and providing
resources tailored to them.
 

Attribute 4:

Attribute 2:

Attribute 3:
Individuals have a cohesive,
easily navigable delivery
system so that they can get
the services and information
they want by  themselves or
with support when needed,
and avoid the services they
do not need or want.

Fig. 6.1 Essential attributes of a high-quality system for adults with complex care needs (Reprinted 
with permission, The SCAN Foundation)
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utilization? What’s the cost? Answers to the first two questions must most often 
come from knowledgeable insiders. Data systems can generate answers to the last 
two. Service utilization will always show variation across providers; the Goldilocks 
optimum is usually nonobvious, requiring deeper investigation.

What isn’t obvious from Table 6.1 is the interplay among elements, beginning with 
multimorbidity itself. Your older patients are likely to have multiple conditions under 
the care of multiple clinicians across multiple sites. Figure 6.2 illustrates a simplified 
permutation of conditions and sites of care for complex patients. The schematic only 
hints at the intricacies of multimorbid reality, however. Medicare patients can be 
tiered by clinical complexity. The top tier comprising one-third of Medicare patients 
has over two million distinct combinations of diseases, and this third is responsible for 
about 80% of Medicare fee-for-service expenditures [13]. Your understanding of this 
complexity will protect you from the illusion that a single new program is the answer 
to geriatric population management. The good news is that you have multiple starting 
points for improvement. If you already have a spectacular team focused on congestive 
heart failure, for instance, you might consider supporting the extension of their work 
into another site of care, enhancing their behavioral health competencies, or making it 
easy for them to screen for geriatric conditions.

 Transitions in Care as the Optical Science of Healthcare 
Delivery Systems

You may or may not have been paying attention to readmission reduction efforts in 
your current delivery system, but I will challenge you with this audacious assertion: 
The delivery system that eliminates avoidable readmissions will have crossed the 
quality chasm.

Hospital

Nursing Facility

Assisted Living

Home

Functi
onal S

tatus

More

More

More

More

Less
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Fig. 6.2 Schematic suggesting the overlay of multimorbidity, sites of care, and functional varia-
tion in geriatric population management. For example, a patient with a primary diagnosis of CHF 
and concomitant COPD and depression may migrate from home to hospital, then to nursing facil-
ity or home, with or without significant functional impairment
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Don’t worry, your current delivery system isn’t the only one that is a long way 
from eliminating all avoidable readmissions. If we unpack the extravagance of my 
quality chasm claim, however, we find five more discrete and defensible assertions:

 1. A focus on care transitions offers the single most revealing line of sight into the 
strengths and imperfections of your delivery system.

 2. Older adults are the largest population most vulnerable to those imperfections.
 3. Readmission reduction entails addressing multiple services across multiple sites 

of care, e.g., medication management, advance care planning, and palliative care.
 4. Prevention of avoidable readmissions prevents avoidable admissions.
 5. Because of their high-profile metrics, costs, and human stories, readmissions 

offer the most effective focal point for leveraging organizational resources 
toward optimal population management in geriatrics.

The power of human stories is part of why this lever works. Clinicians and asso-
ciated staff draw deep satisfaction from their work when it is effective and prevents 
suffering. There is abundant preventable suffering among older patients and their 
families; readmissions in particular often represent full-scale family crises. 
Clinicians are disturbed when patients and families suffer needlessly; conversely, 
they feel their work is worthwhile when a thoughtful “plan A” is successful, or 
when a prearranged “plan B backup” is needed and actually works, or when they 
can improvise a solution for a patient in trouble. Opportunities for staff satisfaction 
are plentiful and excitement builds quickly when teams are making progress; this 
virtuous cycle yields yet more creativity.

Human stories rather than utilization and cost statistics are the most powerful 
drivers of frontline efforts. Readmission reviews and the stories derived from them 
provide the emotional hook for daily work and improvement. Clinicians are not the 
only ones who care, of course. Chief financial officers perk up and become more 
creative when good numbers are accompanied by good stories, and they too may 
appreciate the opportunity to reflect upon their own family experiences. Conversely, 
C-suites can undermine frontline compassion, intrinsic motivation, and commit-
ment by focusing exclusively on business imperatives.

Readmission reviews will create a sense of urgency and offer lines of sight into 
your system—and yield promising interventions—to the extent that clinicians 
across disciplines, departments, and sites of care (1) are given a sustained opportu-
nity to think together about the interplay of multilevel causes across multiple popu-
lations, (2) are informed by rich and timely data, and (3) are supported by energetic 
project managers. Avoidable admissions and readmissions represent a meaningful 
pain that calls out for healing at the individual and system level. Please note, how-
ever, that clinicians in full-time patient care cannot be expected to access data, 
develop reports, and drive performance improvement without the support of staff 
dedicated to these functions. For delivery systems on the journey away from heads-
in-beds reimbursement, the cost savings and associated organizational learnings 
will justify the investments made toward readmission reduction.

There is now wide acknowledgement that hospitals’ readmission lens has been 
too narrowly focused on specific diseases. The benefits of readmission reduction 
programs will accrue only if the programs are granted broad scope and leadership 
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support. Restricting attention to a few diagnoses limits both scope and benefits. A 
20% reduction in heart failure readmissions, for instance, might drop the overall 
Medicare readmission rate only from 16.0% to 15.8% [14]. Readmission programs 
have also been hampered by our tendency to produce reports and research as if 
patients have single diagnoses. Without an appreciation of multimorbidity, we can-
not begin to offer person-centered care. Our data systems continue to attribute 
admissions and readmissions to “sepsis” with no indication of the underlying diag-
noses that might be amenable to intervention. There is little acknowledgement of 
diagnostic overlaps, e.g., the well-demonstrated overlap of heart failure, chronic 
obstructive lung disease, and pneumonia [15] or the ways in which common geriat-
ric conditions such as cognitive impairment interact with organ-specific diseases 
such as heart failure [16]. Delivery systems have not routinely asked clinicians with 
geriatric expertise to help lead their readmission reduction efforts, but they should. 
If not asked, clinicians with geriatric expertise should insert themselves into these 
efforts.

 One System’s Journey

Reports from two Kaiser Permanente regions offer a revealing perspective into the 
way readmission reduction efforts evolve over time. I will review this work in some 
detail, not so much because the interventions are unique, but primarily because the 
sequence offers a good example of a system on a journey toward accountable care. In 
2008 Kaiser Permanente Northwest identified care transitions as a “pivotal opportu-
nity” [17]. Informed by the published literature, its own research, dozens of plan-do-
study-act cycles, and review sessions that brought together diverse stakeholders, the 
redesign team implemented an intervention bundle with the following elements:

• Risk stratification into low-, medium-, and high-risk categories
• A post-discharge “hotline” phone number for patients
• Standardized same-day discharge summaries and instructions
• Office follow-up appointments timed according to risk score
• Telephonic nurse transition management for high-risk patients
• Medication reconciliation

Readmissions decreased and patient experience scores improved for the Kaiser 
Permanente Northwest medical centers. In 2012 Kaiser Permanente Southern 
California adapted this bundle and added two major elements: a process for trigger-
ing inpatient palliative care consultations for high-risk patients and a complex case 
conference program to shed light on the interplay of medical conditions and social 
issues for high-risk patients with multiple admissions [18]. The case conferences in 
particular led to significant changes in the established heart failure transitions pro-
gram, which evolved toward a person-centered model in which the care team aspires 
to recognize the patients’ experience of their health problems within their particular 
life context [19]. Not only can this model be applied to other complex diseases but 
also “the knowledge we gain from successfully reducing heart failure readmission 
may be applied to upstream efforts to reduce index admissions.”
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Meanwhile, the transition program back at Kaiser Permanente Northwest has 
continued to evolve [17]. Readmission reviews there led to interventions addressing 
end-of-life issues, wound infections, and constipation, all of which contribute to 
readmissions. Reviews of oncology readmissions led to an expansion of the infusion 
clinic hours. The program involved robust participation of transition pharmacists. 
Invaluable lessons for patient-centeredness have come from a patient with systems 
improvement expertise who continues to participate in program development as an 
active member of the project team. Program extensions have reached to other sites 
of care, e.g., skilled nursing facilities and emergency departments, and have inte-
grated the patients’ care navigators and community resources. It is worth noting that 
even with demonstrated success on multiple performance measures, sustaining ade-
quate attention and resources has been a challenge.

In this brief summary of the Kaiser Permanente transitions programs, I have 
highlighted the processes of development, adaptation, and evolution, glossing over 
multiple operational decisions made over multiple years. I commend these papers to 
those of you who want to learn more. My point here, however, is that even with the 
enviable resources and data systems of Kaiser Permanente, informed by rigorous 
reviews of the published literature and its own internal research, the program teams 
still had to feel their way. This is what successful journeys are like. There is an ever-
present administrative temptation to bet on quick, simple, off-the-shelf solutions to 
complex issues. Those bets routinely result in lost money and time. A better bet is 
to supply advocates with access to expertise and resources and hold them to achiev-
able program goals.

 Readmissions as Marker and Leverage

But why am I going on at such length about hospital readmissions programs? The 
answer is purely pragmatic. If you travel to Erewhemos, you may have other options, 
but in the US context, for 2017 and beyond, this is likely to be your single best lever 
for getting resources for non-hospital programs serving elders. Even in Erewhemos, 
where you might be able to avoid the mental strictures imposed by 30-day windows 
and current bundled payment programs, readmissions will offer a fruitful starting 
place for your assessment.

Because admission rates skew to older ages, you can be assured that an age-
neutral readmission lens entails ample geriatric focus. The Massachusetts adult all-
payer database reveals that for fiscal year 2013, 57% of all 30-day readmissions 
occurred among adults aged 65 and over, with readmission rates of 15.1%, 16.5%, 
and 17.0% among adults aged 65–74, 75–84, and 85 and over, respectively [20].

In a system responsible for the total cost of care, readmission rates are one 
marker of overall delivery system cost-effectiveness. If decision-makers in your 
delivery system have emerged from their dependence on heads-in-beds reimburse-
ment, they should take notice. Readmission rates correlate with community admis-
sion rates [21]. The apparent reason is that programs such as those using 
interdisciplinary team-based care for complex patients decrease both admissions 
and readmissions. The ROI calculation for readmission reduction, therefore, should 
not be limited to counting readmissions per se. Furthermore, the 30-day measure 
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itself reflects only the initial portion of readmission vulnerability, so here again our 
lens has been too narrow. For both complex younger patients and for older patients, 
readmission rates remain high far beyond the initial 30 days [22, 23].

 Readmission Reviews and the (Re)Admission Wheel of Fortune

Robust readmission reduction efforts, therefore, will reach far beyond the hospital, 
both downstream toward late readmissions and upstream toward index admissions, 
as illustrated by the evolution at Kaiser Permanente described above. Readmission 
reviews will point to fragmentation and vulnerabilities throughout your delivery 
system. Figure 6.3 begins to illustrate this process via a (Re)Admission Wheel of 
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Fig. 6.3 The (Re)Admission Wheel of Fortune. Each segment of the wheel spins independently, 
before coming to rest within a new configuration of conditions, sites of care, and services that contribute 
to the occurrence or avoidance of an admission. The sites of care (in green) and services (in blue) are 
duplicated so as to allow for interactions between two different sites of care and between two different 
services. The example shown implies a medication mishap between hospital and home, not prevented 
by the care transition program. Not shown are patient-related biopsychosocial determinants of health
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Fortune. Imagine that each segment of the wheel spins independently before com-
ing to rest in a new configuration of sites of care and services. From the patient’s 
perspective, the wheels can turn fast and furious during episodes of illness. From the 
system perspective, each readmission review is a spin of the wheel that will point to 
disconnects across siloed sites of care and inadequacies of the cross-cutting ser-
vices. Spinning the wheel several times helps people understand the multifactorial 
nature of these admissions, which are resistant to magic bullet solutions.

I do not mean to imply that the majority of readmissions are preventable or even 
that preventability can be reliably measured; preventability lies in the eye of the 
beholder and depends upon the width of the beholder’s lens. That said, the point of 
reviews is to identify factors that can be addressed. Readmissions can be roughly 
scored on a scale of very easy to very difficult to prevent, and they can be classified as 
due to clinician, system, and/or patient factors [24]. It is also useful to think through 
the upstream factors that contribute to the relevant clinician and patient behaviors 
[25]. Inadequate discharge planning, for example, might be tracked back to clinician 
workloads and time pressures or to lack of collaboration across nurse-physician silos. 
Patient no-shows at scheduled follow-up visits might be tracked back to the patient’s 
reluctance to admit a lack of family support and transportation. Getting physicians to 
use standardized forms for reviews can promote “reflective practice” in which they 
review the care they gave; this practice alone can have impacts upon their behaviors 
[26]. A team with adequate representation across the delivery system, using a wide-
enough lens, will soon land on most of the configurations of the (Re)Admission 
Wheel of Fortune and gain insights into the safety hazards that your patients must 
negotiate. As one editorial noted, “the real value in paying attention to readmissions is 
that it forces us to explore the interstitial spaces of our health delivery system” [27].

 Primary Care Access and Quality

If the elements of the (Re)Admission Wheel of Fortune were drawn to scale of 
importance, some would loom far larger than others. Primary care access and qual-
ity certainly have an outsized effect on admissions and readmissions [28, 29]. Other 
functions permeate—or should permeate—across all sites of care, such as medica-
tion management, advance care planning and palliative care, and self-management 
support. I will mention each of these in turn.

Primary care is relevant to admissions and readmissions for many reasons, but it 
is prompt post-discharge follow-up that has become the standard core component of 
readmission reduction efforts. The operational details vary from system to system. 
For high-risk patients, the Kaiser Permanente Southern California bundle described 
above included telephonic nurse follow-up within 72 h and primary care visits 
within 7 days [18]. The Kaiser Permanente Northwest bundle for high-risk patients 
included telephonic follow-up within 48 h and office visits within 5 days; in addi-
tion, hospitalist oversight was extended to 48 h after discharge [17]. As with so 
many system interventions, however, the impacts are variable and clearly context 
dependent; there is no single best practice that will guarantee positive results. In the 
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Kaiser Permanente system, 7-day follow-up reduced readmissions of patients with 
congestive heart failure compared with follow-up that occurred later [30]. The tim-
ing of follow-up of medical patients at the Mayo Clinic, on the other hand, had no 
significant impact on readmission rates [31]. A study of Medicare claims found that 
the combination of early home health nursing and early office follow-up reduced 
readmissions of heart failure patients, but one without the other did not [32]. 
Regardless of this variation in research findings, the prima facie value of primary 
care follow-up is strong enough that you will get little pushback from stakeholders 
in making prompt follow-up a priority.

As yet unexplored in this literature is variation in the quality of post-acute visits 
that do occur. A hasty visit that occurs without a discharge summary or adequate 
medication review is likely to be of low value—and even less when it’s with a clini-
cian who does not know the patient. Figure 6.4 lists a number of behaviors that 
contribute to whether a primary care visit occurs following discharge from hospital 
or nursing facility, as well as why a visit might be low quality.

 Medication Management

Medication management also has an outsized effect on admissions and readmis-
sions. About 25% of adults age 75 and over have emergency department visits each 
year [33]. Among older adults with emergency department visits due to adverse 

Lack of Timely and Effective
Post-Acute PCP visits

Hospital/transition staff behaviors

1.   Hospital/transition staff do not set appointment
      prior to discharge

2.   Hospital/transition staff do not investigate
      caregivers’ availability, need for transportation, etc 
3.   Information flow from hospital is inadequate

Contributing factors
-       Lack of supportive processes, time, motivation,
        recognition, skills, technology

Patient and caregiver behaviors

1.   Patient doesn’t call for appointment

2.   Patient has appointment but doesn’t keep it

Contributing factors
-     Patient lacks transportation
-     Patient lacks caregiver assistance
-     Patient doesn’t feel well enough to keep
      appointment
-     Patient forgets appointment date
-     Patient dosesn’t want to incur co-pay
-     Appointment is made for inopportune time
-     Patient believes home health services preclude
       need for appointment    
-      Patient believes appointment not necessary
-      Patient lacks meaningful relationship with PCP
-     Patient doesn’t want to bother PCP

PCP and PCP office staff behaviors

1. PCP doesn’t allow hospital staff to set appointment prior to dischatge
2.  PCP office offers only appointments with excessive delay or at times that
     are difficult for caregivers 
3.  PCP office doesn’t take initiative to set appointment either prior to of after
     discharge

Contributing factors
-     PCP office unaware of recent adimission and need for appointment
-     PCP believes transitional care management services (TCM) or home
      health is adequate

-     PCPs frustrated by inadequate information exchange from hospital and/or
      by high rate of appointments not kept

-     PCP office workflows are not conducive to fitting in post-acute
      appointments

-     PCPs and office staff do not have the bandwidth or skill sets to do process
       redesign 
-     PCPs not recognized or rewarded for making the extra effort

4. Patient appointment is timely but inadequate
Patient seen by NP or covering MD who doesn’t know patient 
Patient seen by PCP but “squeezed in” without adequate time for 
medication reconciliation, etc

-
-

Other

1.   Need for ED visit  (+/-admission) precedes PCP appointment
-     May be avoidable vs unavoidable, e.g., condition change, medication
      mishap, DME misap, etc
2.    Lack of alternatives to PCP follow-up when patients are particularly
       complex, e.g, transition clinic with interdisciplinary team  
3.    Patient has intervening SNF stay
-      All factors above may apply to PCP follow-up after SNF discharge

Fig. 6.4 Behaviors that contribute to ineffective primary care visits following hospital discharge
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drug events, 44% are hospitalized, a rate that is seven times higher than for younger 
patients [34]. The primary culprits are anticoagulants and antiplatelet agents, dia-
betic agents, and antibiotics. As of 2012, among adults age 75 and over, 43% were 
taking antihyperlipidemics, 38% were taking beta-blockers, 26% were taking 
diuretics, 20% were taking anticoagulants or antiplatelet agents, and 15% were tak-
ing diabetic agents [33]. The portion of older adults on five or more medications is 
now well over a third and rising year over year [35].

Interventions to prevent adverse drug events have become a standard component 
of readmission reduction efforts; as is the case with post-acute follow-up visits, they 
too take variable forms with variable results. One care transition program employed 
pharmacists to make post-hospital home visits for high-risk patients and phone calls 
for somewhat lower-risk patients, reducing readmissions and saving $2 for every $1 
spent [36]. In another program, pharmacists reviewed medications prior to nursing 
facility discharge, visited patients at home after discharge, and sent notes to the 
primary care physicians [37]. There was a significant decrease in emergency depart-
ment visits and a strong trend toward decreased hospital readmissions. This pro-
gram has since moved the pharmacist upstream to do reviews in the hospital prior to 
nursing facility admission.

The art and science of medication management—and deprescribing in particu-
lar—have always been geriatric core competencies. We have a long way to go, how-
ever, in knowing how best to deploy geriatric and pharmacological expertise and 
staff in our ever-changing environment of organizational arrangements, payment 
streams, electronic records, and telehealth possibilities. A novel collaboration across 
hospitals and community pharmacies in Hawaii offered face-to-face medication 
management services with pharmacists for 12 months to patients identified as high 
risk at hospital discharge. The medication-related hospitalization rate during that 
year was 36% lower for the intervention group than for controls, and the ROI was 
2.6 to 1 [38].

We obviously need to go further upstream and prevent medication misadventures 
before patients land in the hospital; our challenge is that the volume of patients who 
might benefit from intervention is large. Consistent with studies in other popula-
tions, a study of older veterans found that half had at least one prescribing problem; 
the strongest risk factor for each type of problem was the number of medications 
taken [39]. How can we deploy cost-effective interventions for all patients who can 
benefit? One key will be using lower-cost staff. Since pharmacy technicians can 
perform many of the routine tasks of pharmacists, there is increasing recognition 
that we need to integrate them into our pharmacy and interprofessional teams, with 
appropriate pharmacist oversight [40, 41].

 Advance Care Planning and Palliative Care

When appealing to decision-makers for resources, you can legitimately claim that 
advance care planning is the secret sauce of cost control. Advance care planning 

T.E. Hill



49

needs to be incorporated into every service and site of care on the (Re)Admission 
Wheel of Fortune. It starts—or should start—with primary care, and it should 
extend far upstream into young and healthy populations. Simply having more care 
from primary care physicians increases the likelihood that patients will be able to 
die at home with home health or hospice care rather than in the hospital [42]. One 
advance care planning program reduced costs in the last 6 months of life by $14,000 
per patient [43]. Fortunately, completion of formal advance directives is not a pre-
requisite of benefit. Patients who report having any end-of-life conversations with 
physicians have been associated with having lower costs and higher quality of care 
at end of life [44]. The evaluation of tools and training to assist patients and provid-
ers with advance care planning is now an area of intense activity [45, 46]; excellent 
free resource compilations are available [47]. The enormous gap between ideal and 
reality suggests that this is a high-payoff opportunity for delivery systems. In a 2016 
poll, 99% of physicians report that it is important to have these conversations, but 
less than a third had had training to do so. One in four reported that their electronic 
health record had no place for an advance care plan; of the rest, only 54% reported 
that they could access the plan’s contents [48].

Evidence for cost savings from palliative care is even more robust than the 
evidence regarding advance care planning. One integrated delivery system 
deploying palliative care in home and clinic found net savings per patient per 
month of $4258 for cancer patients, $4017 for chronic obstructive lung disease, 
$3447 for congestive heart failure, and $2690 for dementia [49]. Unsurprisingly, 
palliative care emerged as a leading strategy among hospitals enrolled in the 
State Action on Avoidable Rehospitalization (STAAR) initiative [50]. In a nurs-
ing home study, consultations by palliative care nurse practitioners reduced hos-
pital admissions at end of life; the most dramatic reductions occurred with 
consultations done 61–180 days before death [51]. Brian Cassel and coauthors 
have summarized the business case for inpatient and community-based palliative 
care [52]. Although the ROI is more obvious in delivery systems that are respon-
sible for the total cost of care, there is ample evidence that inpatient palliative 
care programs yield financial benefits in fee-for-service models as well as a vari-
ety of risk-share models.

Readmission reviews will reveal an abundance of missed opportunities to address 
end-of-life decision-making, as well as opportunities to improve the impacts of the 
advance care planning and palliative care that do occur. In your delivery system, do 
advance care planning notes and documents from ambulatory care show up in the 
emergency department and hospital? Do inpatient palliative care consultations get 
to—and get read by—primary care physicians? Do inpatient palliative care consul-
tations get read by nursing facility or home health staff? The ROIs noted above 
should readily motivate decision-makers to allocate resources for new program 
development and for repairs to gaps in these communication processes. For front-
line clinicians, engagement with end-of-life patient stories—both suffering incurred 
and suffering averted—will be critical in motivating them to develop new skills and 
behaviors.
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 Self-Management Support

Self-management support has increasingly been recognized as critical to readmis-
sion reduction efforts, whereas earlier research and practice focused almost exclu-
sively on structural elements such as post-discharge follow-up.

The Hospital Medicine Reengineering Network (HOMERuN) study reported 
that readmitted patients largely understood their discharge plan and were satisfied 
with the discharge process but had difficulties carrying out the plan [53]. The 
authors infer that more patient education is not likely to be the answer; rather, they 
suggest anticipatory guidance for resolving challenges, plus meaningful post-
acute support at home for high-risk patients. When the HOMERuN hospitalists 
and primary care physicians were separately asked about the reasons for readmis-
sion of patients whom they themselves treated, they agreed on very little except 
the importance of patients’ ability to self-manage [54]. The remedies they sug-
gested were improving the self-management plan, engaging home and community 
supports, and providing resources for managing post-discharge care and symp-
toms. Interviews of seriously ill veterans also found that lack of caregiver support 
and lack of motivation to provide self-care were prominent contributors to read-
missions [55].

A meta-analysis of randomized readmission reduction trials found that com-
prehensive bundles of support were effective [56]. These involved “a consistent 
and complex strategy that emphasized the assessment and addressing of factors 
related to patient context and capacity for self-care (including the impact of 
comorbidities, functional status, caregiver capabilities, socioeconomic factors, 
potential for self-management, and patient and caregiver goals for care).” A sim-
ple question worth asking consistently is “Can you really do what I’m asking you 
to do?” [57].

I have belabored these research findings because they provide objective evidence 
for the arguments long made by advocates for patient-centered care. After their 
experience in implementing the readmission bundle described above, the Kaiser 
Permanente Southern California clinicians concluded, “The key to reducing read-
missions and avoidable hospital days may be as easy as doing the right thing for our 
patients” [18].

A related theme of “authentic healing relationships” emerged as a key to self-
management support from interviews with patients of the successful Camden 
care management initiative. These relationships were characterized as being 
secure (accepting, attentive), genuine, and continuous (extending over multiple 
visits). The quality of care is often a function of the quality of relationships—
both relationships between patient and clinician and relationships between clini-
cians. Behaviors that contribute to authentic healing relationships can be learned 
by team members and extended to family and friends who provide informal care-
giving. The Kaiser Permanente Northern California “Caring Science” initiative 
offers one example of how an organization can systematically encourage such 
behaviors [58].
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 Caveats and Cautions for Your (Re)Admission Efforts

Readmissions of surgical  patients involve different dynamics from readmissions of 
medical patients, so these readmission reviews should proceed with enhanced 
expertise and considerable caution. Surgical readmissions are difficult to predict at 
time of discharge, and most of the predictors are preoperative patient-level factors 
such as age, comorbidities, and functional status [59]. Because readmissions are 
spread out relatively evenly from time of discharge to 30 days beyond the surgery 
itself, early follow-up may not reduce readmissions [60]. Readmissions and surgical 
complications offer complementary lines of sight into the quality of care. The wide 
variation among surgeons in surgical site infections, the most common reason for 
readmission, suggests one opportunity for improvement [61]. There may also be 
also significant opportunities to prevent admissions following ambulatory surgery. 
These admissions are strongly associated with older age [62]. It may not be realistic 
to expect an older patient to manage medications and her wound dressings within 
hours of a surgical procedure.

Not all admissions and readmissions can or should be prevented. Careful manual 
reviews in an integrated system found that nearly half of 30-day readmissions were 
preventable [63], but a meta-analysis of 16 other studies found that estimates vary 
widely, centering around 23% [64]. The HOMERuN project found that 27% of 
medical admissions were potentially preventable and recommended focusing atten-
tion on many of the factors discussed above, including patient self-management, 
advance care planning, and medication safety [65]. The most common preventabil-
ity factor, however, was the decision by emergency physicians to admit a patient 
who may not have needed an inpatient stay. That finding points to the need for 
additional care coordination and/or hospitalist resources at the point of decision in 
the emergency department. With rare exceptions [66], continuity of care from 
ambulatory sites to emergency departments has become a distant memory of aging 
physicians, and only a handful of readmission projects have even considered miti-
gating this loss by enhancing communication channels from ambulatory providers 
to the emergency department [67].

My final caution regarding readmission work is that you may or may not find that 
this is a top priority for hospital decision-makers. A careful survey of leaders at 
nearly 1000 hospitals conducted in 2013–2014 found that financial penalties from 
the federal Hospital Readmission Reduction program did have a significant impact 
on their behavior [68]. As a priority, however, readmission reduction efforts fell far 
behind initiatives on patient safety, patient experience, infections, and meaningful 
use of information technology. Among the morally dubious behavior changes con-
templated for addressing readmissions, 27% said it was “more than moderately 
likely” that hospitals would increase their use of observation status, and 15% said it 
was “more than moderately likely” that hospitals would increasingly avoid high-
risk patients. Only a minority was participating in ACO, shared savings, or bundled 
payment programs. It may be several years before hospitals’ economic imperatives 
tip from fee-for-service to value.
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The good news is that many hospitals have already embraced value as part of 
their mission, often in advance of a tidal shift away from fee-for-service incentives. 
The importance of this quality commitment is illustrated in a fine-grained study of 
readmission practices and results in the STARR project [69]. The researchers found 
no differences between high-performing and low-performing hospitals in terms of 
the actual practices deployed, such as those in the bundles described above. What 
they did find in the high-performing hospitals were spirited interdisciplinary col-
laboration, meaningful bonds with staff in post-acute settings, and enthusiasm for 
trial-and-error learning, often including repeated plan-do-study-act cycles. Finally, 
in high-performing hospitals, staff reported “that readmissions needed to be reduced 
primarily because they were bad for the patients, rather than to avoid Medicare fines 
for the hospital.” These findings point to the presence of transformational leadership 
at the executive level and meaningful support for innovation of work processes on 
the clinical front lines. In addition, they point to supportive relationships and rich 
communication among clinicians. Particularly for the complex conditions and situ-
ations of older patients, the best course of action is often uncertain. Standard proto-
cols and procedures are helpful but not sufficient, and patients will be best served if 
the clinicians have permission to improvise [70].

 Post-Acute and Long-Term Strategies

 Chaos and Costs

Advocates for older adults are all too aware of fragmentation in primary and spe-
cialty care, post-acute and long-term care, palliative care, and community-based 
services, all of which come with a dizzying array of funding sources and eligibility 
requirements, all of which have been plagued by perverse incentives and Balkanized 
by regulations. Patients and families have borne the most serious consequences, of 
course, but clinicians too have long suffered in their purgatorial silos. If you’re 
lucky, the country of Erewhemos will be far less complicated.

In healthcare as in other industries, teams that coordinate with each other across 
different sites achieve better outcomes when their communication is frequent, 
timely, accurate, and problem-solving rather than finger-pointing; when the teams 
have mutual respect and knowledge of each other’s work; and when they share com-
mon goals [71]. Unfortunately, respect and good communication, common knowl-
edge, and common goals have often not been part of our daily experience as we 
struggle to care for elders with complex conditions. Each new spin of the (Re)
Admission Wheel of Fortune comes to rest in a new configuration of frustration and 
missed opportunities. The good news is that these problems are now being recog-
nized and addressed; we have evidence that the movement toward value and 
accountable care offers hope of improving our communication channels and coor-
dination [72].

Because hospital stays incur the greatest proportion of total healthcare costs, I 
have suggested that advocates for older adults first look there for organizational 

T.E. Hill



53

leverage with delivery system decision-makers. The ROI from decreasing admis-
sions and readmissions will more than cover the costs of efficient clinical interven-
tions. Decision-makers are probably far less aware of the extraordinary costs and 
savings opportunities in post-acute care, which offers you another point of leverage 
for sensible clinical interventions. Over half of fee-for-service Medicare patients 
discharged from the hospital now receive formal post-acute services [73]. Those 
services are costly. Episodes of acute care can be divided into a 3-day preadmission 
segment, the inpatient segment, and a 30-day post-discharge segment. In fiscal year 
2015, the proportional costs of these segments in fee-for-service Medicare were 3%, 
53%, and 44%, respectively. Variation in episode costs across hospitals was largely 
due to variation in post-acute spending [74]. The costs of skilled nursing facilities 
in that 30-day period exceeded the costs of readmissions. The waste and potential 
savings in the post-acute period are so great that many delivery systems participat-
ing in bundled payments and shared savings ACOs are focusing almost exclusively 
on post-acute costs, particularly nursing facility costs, without attending to other 
high-opportunity areas such as medication management or palliative care. Systems 
with more forethought are beginning to make diverse investments across the entire 
post-acute and long-term care domain, which has long been starved for resources, 
training, and technology.

In a happy coincidence of clinical and financial interests, delivery systems have 
begun paving the path from hospital to home, bypassing nursing facilities whenever 
possible. Historically, the use of facility versus home-based services has been 
remarkably haphazard, subject to local custom, rather than evidence based and 
patient centered [75]. Participants in the Centers for Medicare and Medicaid 
Services (CMS) bundled payment initiatives have come to believe that “recovery 
from orthopedic surgery is better achieved in the beneficiary’s home” [76]. One 
hospital, prompted in part by disruption from superstorm Sandy, decreased dis-
charges to inpatient post-acute facilities by 49% for cardiac valve surgery and by 
34% for major joint replacement—with no increases in readmission rates [77]. 
CMS and the Medicare Payment Advisory Commission (MedPAC) have noticed 
“considerable overlap in where beneficiaries are treated for similar [post-acute] 
needs” and are planning to implement a unified post-acute care payment system 
[78]. The considerable financial stakes have triggered intense interest in decision 
support to help clarify which patients should go where when leaving the hospital. 
Electronic decision-support tools developed by CMS and the private sector are 
promising, but they are still largely in early evaluation phase [79, 80].

 Home Health Agencies

The increasing use of home health services as an alternative to nursing facilities has 
prompted interest in overcoming the factors that have perpetuated their suboptimal 
benefit. Home care nurses have been particularly frustrated by their communication 
with physicians—or lack thereof [81]. They feel unsupported by primary care phy-
sicians and challenged by the need to coordinate with the specialists who might be 
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involved in the care of complex older patients. Primary care physicians themselves 
are often left out of the loop, given the prominent involvement of specialists and 
hospitalists. The need for role definition and workflow redesign is urgent [82].

Even within the current regulatory and reimbursement framework, there is ample 
evidence of potential for improvement and innovation. One initiative targeting all 
post-acute providers in 14 communities achieved significant decreases in all-cause 
30-day readmissions and all-cause admissions in those communities, compared 
with controls, through the use of interventions such as transition bundles, medica-
tion reconciliation, and patient activation [83]. There is now recognition of the value 
in “front-loading” visit frequency and intensity during episodes of care [84], as well 
as the value of training home health nurses in motivational interviewing [85]. One 
project compared nurses’ implementation of a comprehensive depression manage-
ment program to usual depression management and reduced 30-day admissions by 
more than one-third for the intervention group [86].

Use of pharmacists in nursing facilities has been largely perfunctory and subop-
timal, but they have been virtually absent in standard home care. This absence is 
likely to be remedied in a value-based world. One study found that integrating phar-
macists into the home care team reduced admissions and emergency department 
visits by 40% [87]. Physicians accepted over half of the pharmacists’ recommenda-
tions for medication changes.

While not a panacea for fragmentation and interdisciplinary woes, it is neverthe-
less true that technology promises to transform home care services. Telehealth mon-
itoring has been effective in reducing admissions of patients with heart failure and 
chronic obstructive pulmonary disease, at least in demonstration projects [88, 89]. 
Even a simple electronic prompt for nurses and aides to report changes in condition 
has potential to decrease admissions [90].

 Nursing Facility to Hospital (Re)Admissions

Nursing facilities have long been known as a reservoir for complex patients who 
make unfortunate trips to the hospital. In one study, experts rated 67% of these 
admissions as potentially avoidable [91]. In a more recent study, nursing facility 
staff rated 23% of admissions as potentially avoidable with earlier and better 
management of condition changes and earlier advance care planning [92]. The 
reasons for avoidable admissions can be clustered into nursing factors, physician 
factors, facility/resource factors, patient/family factors, and health system fac-
tors [93]. A movement to implement the Interventions to Reduce Acute Care 
Transfers (INTERACT) program may be able to reduce the national burden of 
unnecessary suffering and costs [94, 95]. As is so often the case, however, the 
attitudes, skills, and performance of clinicians make a difference. Facilities with 
high-admission rates tend to be associated with decision-making that has been 
described as “algorithmic,” while low-admission facilities support individualized 
decision-making with meaningful clinician-family engagement during difficult 
decision-making [96].
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More recently, attention has focused on readmissions from nursing facilities, 
their underlying causes, and their potential remedies. Historically, communication 
from hospitals to nursing facilities has been inadequate, and often abysmal [97]. 
Electronic access to the inpatient record is helpful but far from sufficient for down-
stream providers. Nurse-to-nurse and physician-to-physician communication is 
critical to safe care of high-risk patients. Research on early readmissions also points 
to the need for front-loading medical attention; getting specialist consultation as 
needed, either in person or via telemedicine; and focusing on goals of care [98].

Staff in hospitals and nursing facilities feel different pressures and have different 
perspectives on what is important and possible. When nursing facility staff per-
formed structured root-cause analyses of unplanned 30-day readmissions using the 
INTERACT tool, they judged 13% to be avoidable, citing familiar reasons. Hospital-
based physicians reviewing the same cases with the HOMERuN tool judged 30% to 
be avoidable [99]. The remarkable finding from this study was that the hospital 
physicians reported that the primary reason for half of the avoidable readmissions 
was either a missed diagnosis or inadequate treatment during the hospitalization. 
Standard care transition bundles will not eliminate diagnostic and treatment errors 
any more than they will eliminate surgical complications. Making the correct diag-
nosis can be challenging even in the hospital setting [100]. The challenges of diag-
nosis and treatment are even greater in the nursing facility setting; they necessitate 
expertise and resources proportionate to patient acuity if we expect to reduce avoid-
able transfers.

 Partnerships Between Hospitals and Post-Acute Providers

The value of cross-setting readmission reviews with staff from different settings 
should be obvious. A prerequisite of such reviews—and real-time problem-solving, 
which is yet more valuable—is informal or formal partnership between the hospital 
and post-acute providers. Channeling patients to a limited number of home health 
agencies and nursing facilities through the use of either narrow-network contracts or 
suasion is an obvious first step toward effective partnership. An analysis of national 
Medicare data found that hospitals referring to fewer nursing facilities postsurgery 
had fewer readmissions [101]. Increasing the volume of referrals to a nursing facil-
ity by 10% resulted in a 4% decrease in readmissions. Lumbar spine surgery, coro-
nary artery bypass, and hip fracture repair were particularly sensitive to this effect.

Common criteria used by hospitals in choosing nursing facility partners include 
clinical quality and satisfaction scores, readmission and length of stay performance, 
physician presence, time required for admission decisions, weekend admission 
potential, and niche competencies such as management of wounds, behavioral chal-
lenges, and palliative care [102, 103]. Criteria used in choosing home health part-
ners are similar. Establishing highly functional relationships across the acute and 
post-acute divide takes time and a commitment to work through difficult clinical 
and contractual issues. Participants in the CMS bundled payment initiative have 
found this work to be fruitful [76]. Once the clinicians and managers begin to 
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master the mental models of partnership across siloes, new creativity becomes pos-
sible. Hospitals with difficult-to-place patients, for instance, may find it worthwhile 
to pay for a nursing facility sitter or for a hotel stay following nursing facility 
discharge.

At the extreme, hospital-nursing facility partnerships can transform independent 
nursing facilities into the equivalent of medical-surgical units, as described in a 
report from the University of Michigan [104]. In this example, the ability to manage 
patients with postoperative solid organ transplants and left ventricular assist devices 
came with extra resource requirements, of course, including intensive presence of 
university physicians and nurse practitioners, an integrated health record, and ade-
quate time for discussions about goals of care.

 Newly Noticed Challenges and Opportunities

Until recently there has been very little recognition of adverse events following 
discharge from nursing facilities to home. One study of older patients discharging 
from nursing facilities found that 22% had emergency department visits or hospital 
admissions within 30 days, increasing to 38% within 90 days [105]. Another study 
found that 30% had hospital admissions within 30 days [106]. Among patients with 
end-stage renal disease, 43% had emergency department visits or hospital admis-
sions within 30 days [107].

These volumes should not be surprising, given that there has been very little use 
of checklists or care transition bundles used for these discharges, and the usual 
deficit of information from hospital to primary care physician increases exponen-
tially as nursing facility and home health are added to the equation. In 2016, pro-
fessional organizations jointly published a minimal set of recommendations for 
nursing facility discharges, including appropriate communication and appoint-
ment-making with the primary care physician [108]. Pressure from both CMS and 
the commercial market is already leading to more robust interventions. Visits with 
a pharmacist in the nursing facility and then in the home, as mentioned above, can 
reduce hospital usage [37]. The transitional care clinic model, already popular fol-
lowing hospital discharge, has successfully been extended to nursing facility dis-
charges [109].

The presence of a million people in US residential care facilities has also come 
to the attention of healthcare delivery systems. Hospitalization rates per year are 
23.2% for long-stay nursing home residents and 23.9% for matched individuals in 
residential care facilities [110]. The opportunity for cost savings has prompted 
some systems to ensure a regular primary care presence in residential care. In one 
study, a dedicated primary care team dramatically reduced hospital and emer-
gency department usage compared with control [111]. Additional interventions 
such as those discussed above in post-acute care are obviously appropriate. A 
federally funded trial to adapt the INTERACT program for assisted living is 
underway [112].
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 Home- and Community-Based Services to the Rescue

The most sustained and grievous oversight of healthcare delivery systems has been 
their neglect of home- and community-based services (HCBS). The Aging Network, 
coordinated by Area Agencies on Aging, provides services such as meals on wheels, 
transportation, home modifications, assistive technologies, and housing support. 
These and other services have operated as if in a foreign land, with shoestring fund-
ing and with scant research attention to clinical and financial outcomes. Even ACOs 
rarely have any meaningful collaboration with organizations delivering these ser-
vices [113].

New requirements for hospital community needs assessments [114] and increas-
ing recognition of social determinants of health are beginning to remedy this over-
sight. Some ACOs are partnering with schools and faith-based organizations to 
address population-based needs with hope of improving the ACO performance 
[115]. A survey of 32 ACOs in 2013–2014 found that half had formal processes for 
addressing patients’ nonmedical needs [116]. Partners included public health agen-
cies, churches, community centers, food banks, and fitness centers. Two of the 
ACOs placed HCBS representatives on the ACO governing board. Coming from the 
other direction, organizations with HCBS expertise have partnered with delivery 
systems under both fee-for-service and capitated contracts [117].

For the delivery systems, these contracts are no longer in the realm of charity 
funding but are executed with expectations of return. The administrative and mea-
surement infrastructure for understanding those returns and ensuring accountability, 
however, is still lacking. The National Quality Forum has created a framework for 
measuring HCBS processes and outcomes in a broad array of domains that encom-
pass well-being, independence, social connectedness, caregiver support, and service 
effectiveness [118].

 Primary Care for High-Need Elders

At some point your needs assessment—and savings opportunities—will point 
beyond the programs and sites of care that we’ve discussed so far. It is abundantly 
clear that there are groups of patients living at home whose needs overwhelm the 
capabilities of traditional primary care practices. Indeed, for some their needs will 
overwhelm even high-performance patient-centered medical homes enhanced by 
electronic decision support, case management, and one or more HCBS organiza-
tions. The challenge for your organization is identifying those patients and match-
ing them with resources that will yield benefit.

As of 2017 there are hundreds of organizations trying to figure out how to meet 
this challenge. About two dozen more-or-less distinct models have emerged in the 
literature with names that are likely familiar, e.g., PACE (Programs of All-Inclusive 
Care for the Elderly), GRACE (Geriatric Resources for Assessment and Care of 
Elders), Guided Care, and CareMore. Readily available overviews describe the 
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target populations and program characteristics [119, 120], and the Commonwealth 
Fund has sponsored multiple detailed case studies that you may find useful, so I will 
not dwell here long.

PACE, the oldest US model serving frail elders, has set the gold standard for 
interdisciplinary team-based care for four decades. The newest program to receive 
federal blessing is Independence at Home. Its predecessor was the Home-Based 
Primary Care program of the US Department of Veterans Affairs, which offered 
ongoing team-based primary care in the home to high-risk, high-need patients who 
were not necessarily home bound. Based on the success of this program, the 
Congress passed legislation sponsoring a demonstration project [121]. The pro-
gram targets patients with multiple chronic conditions and functional limitations 
who have had hospital and post-acute care within the last year. In the MedStar 
Washington Hospital Center House Call Program, physicians made same-day 
urgent home visits as needed and followed patients into the hospital; costs over 2 
years were 17% lower than controls, with 9% fewer hospital admissions and 27% 
fewer nursing facility days [122]. In year 1 the national demonstration saved an 
average of $3070 per patient, and in year 2 it saved $1010 per patient [123]. Quality 
scores have been high. The US Senate Committee on Finance Bipartisan Chronic 
Care Working Group enthusiastically recommended extension of the demonstra-
tion [124].

Whether replicating a standard model or developing a new approach for high-
need, high-cost patients, it would help to know the core principles that are critical 
for success. For PACE, these include medication management, advance care plan-
ning and palliative care, prompt response to clinical red flags, patient and caregiver 
support, and care coordination [125]. A survey of 45 diverse programs highlighted 
the following key processes: targeting high-need, high-cost patients likely to benefit 
from the program; adapting to the local environment and evolving over time; pro-
viding the structure and time to support rich, generally face-to-face interactions and 
relationships among clinicians and with patients; assembling the right staff person-
alities and skill sets; encouraging disseminated leadership; reducing physician 
workload; providing timely, actionable data to the care team; and attending to care 
transitions [126]. Your success is likely to turn on whether your program can 
embody these principles, whether or not you are developing programs within pre-
scribed regulatory constraints.

 Overlapping Populations with Complex and Serious Illness

Many of the high-need, high-cost patients we have been discussing are living out the 
last chapters of their lives, but many are not. It is important to understand the degree 
of overlap across your chronic and terminal populations, since this overlap will have 
clinical and financial implications. The 2-year mortality of Medicare homebound 
patients is 40%; for semi-homebound patients it is 21% [127]. Fully half of Medicare 
patients are homebound in the last year of their lives, making it difficult if not 
impossible to get adequate care in primary care offices. Mortality in the MedStar 
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House Call Program was 40% over 2 years. We have ample evidence of cost savings 
from programs designed both as home-based primary care [128] and as home-based 
palliative care [49].

Just as these patient populations overlap, there is also significant overlap of geri-
atric and palliative care principles. The commonalities include interprofessional 
teams focused on patients’ individual goals of care and biopsychosocial needs, as 
well as robust caregiver support [129]. As an advocate for the care of older adults in 
your delivery system, this overlap of needs and principles is more a blessing than a 
problem. Your decision to pursue new program development using a geriatric versus 
palliative care model—or both—will likely turn on the clinical resources that you 
already have in place, your alliances, and your potential new sources of support. 
Palliative care programs, of course, include younger populations; 29% of Medicare 
hospice users are under 65 [73]. As discussed above, program nomenclature can be 
age specific or neutral.

Home-based programs for high-need, high-cost patients need staff with both geriat-
ric and palliative care competencies in order to achieve program quality and efficiency 
standards [130]. Assembling staff with this breadth of skill sets is a nontrivial chal-
lenge. Hospice professionals, for instance, may not be comfortable with advance care 
planning for chronically ill but nonterminal patients. Teams are likely to benefit from 
extra training and tools to address symptoms such as breathlessness, which is common 
across these populations and which is a key driver of hospital utilization [131, 132].

 Data as Sine Qua Non of Survival and Accountability

Your success in advocating for the full array of geriatric services and for improve-
ment of those services will depend upon your ability to demonstrate clinical need 
and financial value based on data from your information systems. Advocates need 
good patient stories and good data in order to catalyze change in their delivery sys-
tems. Healthcare delivery systems are increasingly strained for resources, and ser-
vices for older adults are typically resource intensive, so even the most successful 
programs are subject to budgetary review and potential reduction.

Budgetary battles are complicated by the ever-present reality that different com-
ponents of your delivery system variably contribute to and reap the benefits of 
resource-intensive programs. A provider’s program investment may reduce the total 
cost of care and yield an impressive ROI, but all too often the benefits accrue to 
health plan or payer. For example, even when a medical group’s programs for high- 
need, high-cost patients are effective, the group may bear considerable costs with-
out adequate benefit from shared savings. A related dynamic occurs when hospitals 
invest in improving care transitions; the total cost of care may fall, but even in many 
ACOs, the hospitals themselves lose topline admission revenue that far exceeds 
their readmission penalties. These disconnects and contradictions are obvious when 
the ACO is based upon multi-organizational collaborations, but they are also pres-
ent and troublesome across the intraorganizational divisions and departments of 
integrated delivery systems such as Kaiser.
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The challenge for eldercare advocates is demonstrating value to executive 
decision- makers of the delivery system as a whole. This value may take the form of 
straightforward financial ROI, but it can also take the form of clinical performance 
scores that can yield increased market share because of public reporting [11]. 
Demonstrating value is easier when one has access to good data and analytics; your 
ability to develop and sustain geriatric programs may depend upon your ability to 
obtain and present credible data on clinical and financial performance. If you do not 
have informatics or business intelligence staff dedicated to your programs, then you 
would be advised to make good friends in those departments.

Your clinical priorities should be informed by the available data from your own 
delivery system, by the literature, and by your knowledge of other systems. Keeping 
an open mind, i.e., avoiding premature closure regarding the nature of your chal-
lenges, will be easier if you ask open-ended questions such as What’s going on? 
Strategic thinking, like Shewhart quality plan-do-study-act (PDSA) improvement 
efforts, should be cyclical, so follow-up questions include Is there a need for inter-
vention?, How will we know if an intervention works?, Did the intervention work?, 
and then back to What’s going on?

These questions can be directed to any component of the triple aim (health status, 
cost, experience). Answering the questions depends upon your ability to access data 
for specific patient populations (clinical condition, age category), delivery system 
components (site of care, discipline, program), and business groups (Medicare 
Advantage, fee-for-service ACO), at any level of granularity (system, region, prac-
tice, physician). The process of asking questions and gathering data itself requires 
time and resources; your knowledge of the literature and other systems will increase 
the likelihood of high-payoff queries. Analyses will often replicate what can be 
found in the published literature, but decision-makers are much more likely to be 
swayed when confronted with patient experiences and costs from their own system. 
Additional issues concerning measurement are addressed in the appendix to this 
chapter.

 Targeting Patients for High-Touch Interventions

The good news is that we have made significant headway in understanding how to 
match services to high-need, high-cost patients who can benefit from those services. 
The first lesson learned was that many high-cost patients do not remain high-need 
or high-cost from year to year, so targeting a group that recently incurred high costs 
will not necessarily generate savings or clinical benefit. A series of CMS care man-
agement demonstration projects floundered because they could not generate suffi-
cient savings to overcome this regression-to-the-mean phenomenon [133].

Studies of “super-utilizers” reflect the same phenomenon. Patients with a run of 
emergency department visits and admissions are likely to settle down without spe-
cialized care management intervention. A Denver Health study found that over half 
of the super-utilizers were no longer super-utilizers after 7 months and 72% were no 
longer super-utilizers after 12 months [134]. A study of Medicare fee-for-service 
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patients found that 1% were super-utilizers, responsible for 11% of costs, but this 
was a heterogeneous group resistant to standardized intervention [135]. Clustering 
patients into smaller, more clinically coherent categories was more promising. The 
challenge in financial terms is to identify low-cost patients who will soon become 
high-cost and who are amenable to your interventions. If you have limited high- 
touch, high-cost resources, you would be advised not to spend them in whack-a- 
mole fashion based solely on retrospective cost experience.

The second lesson is that many high-touch interventions generate savings only 
from the highest-risk tier of patients. The MedStar Washington Hospital Center 
House Calls Program discussed above achieved savings only in the highest frailty 
category [122]. A similar pattern emerged from the Department of Veterans Affairs 
Home-Based Primary Care program [128]. The Washington University Medicare 
Coordinated Care Demonstration achieved its entire overall savings from the high-
est acuity patients. In this program, care managers used high-touch processes, 
including face-to-face meetings, in order to form trusting relationships with high- 
risk patients; lower risk patients were served by less-expensive care manager assis-
tants [136].

A useful survey of 17 industry-leading delivery systems found that these systems 
were using a variety of approaches to identify high-risk patients who could benefit 
from care management [137]. Claims-based predictive models can be purchased 
off-the-shelf or derived from one’s own data using split derivation and validation 
samples. The LACE index is a non-claims tool derived from clinical data (length of 
stay, acuity, comorbidity, emergency department utilization) that predicts readmis-
sion [138]. One organization cited in the survey segmented high-risk patients by 
diagnoses well known to be high cost, such as chronic kidney disease, but also 
focused on patients with nonspecific symptom diagnoses such as syncope and 
abdominal pain, since those patients are likely to return for more care.

Most organizations allow for clinician referral to care management of patients 
who are not automatically identified. Some use a formal process of presenting an 
algorithmically generated list to physicians who then identify patients most ame-
nable to intervention. With modest instructions, physicians can distinguish high- 
risk patients who are likely versus unlikely to benefit from care management [139]. 
Physicians take into account patient factors such as literacy, home environment, 
insight, coping skills, and financial resources [140]. Physicians can also identify 
highly activated patients who may not need assistance because they are already 
managing their chronic conditions well.

Organizations that enlist clinicians into the process of developing predictive 
models may be able to automate some of the clinicians’ insights and thereby exclude 
patients who are unlikely to benefit from care management [141]. Denver Health 
has described its iterative process of incorporating clinical feedback into model 
development so as to enable actionable risk stratification at the point of care [142]. 
The risk stratification process can be enhanced to indicate not merely who is likely 
to benefit from intervention, but also which intervention is most likely to help.

An unfortunate current reality is that functional assessment is notable for 
its absence in most electronic health records. Functional status outperforms 
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demographics and clinical conditions in predicting hospital readmission from reha-
bilitation settings [127, 143]. The combination of functional status and clinical con-
ditions effectively predicts likelihood of hospitalization, costs, and mortality among 
older adults [144]. In particular, this combination identifies seriously ill older adults, 
while there is still time to intervene rather than just prior to end of life. Kaiser 
Permanente used proxy measures, such as the use of a hospital bed at home, to 
enrich its Senior Segmentation Algorithm. This algorithm yielded four groups: 
robust seniors, those with one or more chronic conditions, those with advanced ill-
ness and end-organ failure, and those with advanced frailty or at end of life. Mortality 
in this last group was 50% in 2 years [145]. Recent receipt of assistive devices can 
also serve as a proxy for function.

 More Caveats, Cautions, and Hope

Many medical and engineering challenges, such as determining the optimal dose of 
antibiotic or launching a satellite, are complicated but solvable. “Wicked problems,” 
on the other hand, are those that “defy efforts to delineate their boundaries and to 
identify their causes,” so their “would-be solutions are confounded by a still further 
set of dilemmas posed by the growing pluralism of the contemporary publics, whose 
valuations… are judged against an array of different and contradicting scales” 
[146]. There are plentiful wicked problems regarding healthcare services and per-
formance accountability, but I will touch on only several that are most pertinent in 
this context: the challenges of care planning, competencies and workforce, and 
disparities.

 The Challenges of Care Planning and Care Plans

The foundation of Joanne Lynn’s vision for the reorganization of frail eldercare is 
the care plan, and her manual for reform [147] elaborates on many of the elements 
shown in Fig. 6.5. Similarly, The SCAN Foundation’s essential attributes for elder-
care systems begin with identification of a patient’s needs and goals, which must be 
operationalized within a “cohesive, easily navigable delivery system” that is respon-
sive to patient, family, and caregiver input [8].

The foundation of care planning is good patient assessment. With a modicum of 
process redesign, geriatric assessment tools can be deployed in primary care offices 
[149, 150]. CMS reimbursement for annual wellness visits has been a boon to elder-
care advocates in many systems, although meaningful adoption of this intervention 
is not yet widespread [151]. As is obvious from Fig. 6.5, however, care planning is 
inherently complex, requiring iterative attention to the intricate interplay of multiple 
factors, including the patient’s situation, values, preferences, and goals. Care plan-
ning for an older adult with multiple chronic conditions and an evolving social situ-
ation can be challenging even for a high-functioning interdisciplinary team and is 
far beyond what an isolated primary care physician can do. In particular, as per 
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Dr. Lynn’s understatement, “It turns out that articulation of preferences and goals is 
an underdeveloped art form.”

In the setting of PACE or a geriatric home care program, an interdisciplinary 
team can get to know patients well enough and have enough time to develop a finely 
tuned plan and adapt it as needed. A POLST form or a hospital discharge plan, 
while important, is obviously only a piece of the picture. To be fair to the clinicians 
struggling to integrate all these separate pieces, however, we should acknowledge 
that care planning has been fraught with challenges, the most obvious of which are 
terminology, time, and technology.

One analysis addressed the terminology challenge by deriving a typology of care 
plans and care planning based on such factors as whether the perspective taken is 
that of patient or provider, whether the focus is on goals or behaviors, and whether 
the plan involves one or many disciplines [152]. The appropriate type of plan will 
vary by condition and setting. An asthma care plan will include instructions for 
specific medication adjustments based on peak flows. A diabetes care plan may 
focus on goals related to self-efficacy. In nursing facilities or assisted living, a care 
plan may need to include a pocket card for unlicensed aides with instructions regard-
ing how to manage a particular resident’s difficult behaviors on the evening shift. 
An awareness of diversity within the care plan typology can help prevent us from 
believing that care plans can be all things to all people. Muriel Gillick has advised 
that care plans should focus on foreseeable problems: “Specifying exactly what 

The Care Plan (Concerns ,Goals,
Interventions, and Care Team) along
with Risk Factors and Decision Modifiers,
iteratively evolve over time

Risk Factors
• Age gender
• Significant Past Medical/Surgical Hx
• Family Hx, Race/ Ethnicity, Genetics
• Historical exposures/lifestyle (e.g.
  alcohol, smoke, radiation, diet,
  exercise, workplace, sexual...)          

Risks/Concerns:
• Wellness
• Barriers
• Injury (e.g. falls)
• Illness (e.g.ulcers,
  cancer, stroke,
  hypoglycemia,
  hepatitis,diarrhea,
  depression, etc)

Decision
Support

Barriers

D
isabilities/

Concerns

Patient Sratus
• Functional
• Cognitive
• Physical
• Environmental

Side effects

Assessments

Decision
Support

Goals
• Desired outcomes
  and milestones
• Readiness
• Prognosis
• Related Conditions
• Related
  Interventions
• Progress

Interventions/Actions
(e.g medications, wound
care procedures, tests, diet,
behavior changes, exercise,
consults, rehab, calling MD
for symptoms, education,
anticipatory guidance,
services, support, etc...)
• Start/stop date, interval
• Authorizing/responsible
  parties/roles/contact info
• Setting of care
• Instructions/parameters
• Supplies/Vendors
• Planned assessments
• Expected outcomes
• Related Conditions
• Status of interventionR

isks

Active Problems

D
is

ea
se

P
ro

gr
es

si
on

Prioritize

Health Conditions/
Concerns

Care
Plan

Care Plan Decision Modifiers
• Patient/family preferences (values, priorities, wishes, adv directives, expectations, etc...)
• Patient situation (access to care, support, resources, setting, transportation, etc...)
• Patient allergies/intolerances

Orders, etc..

Fig. 6.5 How a meaningful care plan emerges and evolves [148]
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should happen in all possible circumstances is impossible, but the plan should be 
sufficiently precise to guide the patient, caregiver, visiting nurse, emergency depart-
ment physician, or primary care physician” [153]. The care plan for an older person 
with dementia living at home may need specifics regarding kitchen safety as well as 
a POLST for emergencies.

Time poses an obvious challenge to development of comprehensive, iterative 
care planning for complex patients. One study of care planning for children with 
chronic conditions found that creation of an effective care plan took 4–6 h [154]. 
Getting an interdisciplinary team to sit around a table (whether real or virtual), com-
pare notes and ideas, and document a comprehensive plan is a clinical luxury. It is 
likely to be cost-effective only for patients at highest risk of incurring expensive 
care. Fortunately, as noted above, we do have evidence of cost-effectiveness for a 
number of high-touch programs.

Many of the technology challenges are all too familiar, such as those stemming 
from fragmentation in our systems. A report commissioned by the US Department 
of Health and Human Services found that providers in long-term and post-acute 
care “have important information that is generally not exchanged, such as func-
tional and cognitive status, potential risks (e.g., fall history), elder abuse reports, use 
of services such as DME and homemakers, and information about the patient and 
family/caregivers that may be relevant to care” [155]. A comprehensive RAND 
report, however, found that the technical challenges of care planning go deeper than 
fragmentation alone [156]. Confusion regarding the definition of a care plan, as just 
discussed, gets reflected in information technology. Developers are also hampered 
by the lack of definition for a “team member.” Who exactly is on the care team, and 
how does the team composition change over time? And what are the rules regarding 
who can change a care plan? Developers at proprietary software companies have 
had to make a multitude of decisions in the absence of clinical standards, so provid-
ers should take appropriate cautions in their purchasing decisions.

Finally, clinicians should be cautious about how much to rely on care plan deci-
sions made in advance of current circumstances. In addition, while protocols, guide-
lines, and best practices are valuable, clinicians should remember that evidence-based 
medicine for older adults rests on a very thin base. Uncertainty abounds, so evi-
dence should be combined with expertise based on experience. In particular, team 
members often bring invaluable expertise in the form of tacit knowledge and intu-
ition [157]. And as discussed in the context of readmission reduction efforts, they 
will benefit from encouragement to improvise solutions as needed, navigating 
uncertainty with all the creativity they can muster [70]. The care planning process 
should be shaped so as to support competent and caring decisions made in the con-
text of trusting relationships.

 Prospects for Adequate Competencies and Workforce

The shortage of clinicians with specialized training in the care of older adults is well 
known and needs little elaboration here. The three recommendations made by the 
Institute of Medicine are pertinent at the delivery system level as well [158]. First, 
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delivery systems must aggressively recruit clinicians with geriatric competencies in 
order to increase supply within the system. Second, in light of the shortage, it is 
imperative that systems invest in training and tools to enhance the skills and perfor-
mance of the current workforce. And third, systems should redesign the models of 
care for older adults, as discussed above, particularly in ways that engage patients 
and caregivers as active partners in the care process.

Delivery systems interested in improving performance for high-need, high-cost 
populations will need to craft strategies for enhanced training of their nurses, physi-
cians, pharmacists, and other clinicians managing these patients. Fortunately, con-
siderable progress has been made in defining the core competencies needed within 
the disciplines serving older adults. Competency sets that have been formally 
approved by national organizations are gathered on the website of the American 
Geriatrics Society [159]. The American Academy of Home Care Medicine has also 
defined the requisite competencies of home care clinicians [160]. Competency gaps 
in your own delivery system will show up in reviews of avoidable readmissions and 
other adverse outcomes. Evidence from a comprehensive Veterans Affairs training 
program suggests that these gaps can be closed, with the added benefit of increasing 
job satisfaction among participating physicians, nurse practitioners, physician assis-
tants, pharmacists, psychologists, and social workers [161]. Less-intensive office- 
based education for community physicians is a viable alternative strategy for closing 
the gaps related to geriatric syndromes, especially if educators can form collabora-
tive alliances with key staff in the physician offices [162]. Excellent web-based 
educational resources are also available [163].

The movement toward accountable care, with its incentives for cost-effective pop-
ulation management, may propel reform of antiquated scope-of-practice restrictions 
and thus optimize the use of high-cost clinicians [164]. It may also prompt reform of 
regulations and payment models that contribute to rote, task-dominated mindsets of 
clinicians treating older adults. To take just one example, nursing facilities have tradi-
tionally engaged pharmacists to perform only the minimal work required by CMS 
regulation. Pharmacists have been virtually absent in the work of home health agen-
cies, which are not required to offer their services, although that may change with 
increasing evidence of their effectiveness in reducing ED visits and hospitalizations 
[87]. Delivery systems should be aware, however, that an effort to develop new mod-
els of team-based care and redesign work roles will almost certainly provoke resis-
tance among the professions, reducing the potential for savings [165]. One is advised 
to proceed with caution to avoid triggering unnecessary professional turf wars.

There is no controversy regarding the need for delivery systems to improve the 
performance and prospects of the nonprofessional workforce currently serving 
older adults. Nursing assistants are a core part of workflows that have made the 
INTERACT program successful in reducing transfers from nursing facility to hos-
pital, as discussed above [95]. Even a brief training for nursing assistants can yield 
reductions in pressure ulcer development [166]. Although the demand for unli-
censed direct care workers in long-term care facilities and home settings is growing, 
their wages have been stagnant, recruitment is often challenging, and the high turn-
over is costly to organizations. Exemplary programs have begun to respond by 
developing enhanced training and job lattices for these workers [167].
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The most exciting recent workforce development is the integration of new lay 
health worker roles into care teams. Lay care guides can improve quality measures 
in primary care offices by leveraging their face-to-face relationships with both 
patients and physicians [168]. Lay health workers can be trained to identify house-
hold safety hazards of vulnerable elders [169]. Lay health workers can also success-
fully conduct advance care planning conversations in the home. Community health 
workers in Indiana University Center for Aging Research’s Aging Brain Care 
(ABC) Program were able to increase documentation of advance care planning by 
an order of magnitude [170]. In the process they reduced hospitalizations and ED 
visits of older patients with dementia and other chronic conditions. Based upon 
these results, the Indiana University healthcare delivery system has agreed to fund 
community health worker positions. Tools are now available to assist systems in 
recruiting staff with appropriate skills for these positions, including the ability to 
express caring and empathy [171]. Only a few of our geriatric and palliative care 
models of care have optimized the use of lay health workers within their team-based 
workflows. Doing so holds the promise of significant improvements in costs and 
efficiency.

 Disparities, Quo Vadis?

It is yet unclear whether the movement toward accountable care will decrease 
healthcare disparities. ACOs can improve the quality of care, but physicians practic-
ing in zip code areas with high concentrations of poverty, disability, black race, and 
low educational levels are less likely to participate in ACOs [172]. If this pattern 
persists, disadvantaged populations could be differentially left behind. This dynamic 
may well be accelerated in post-acute care. We know that Medicare and Medicaid 
dual-eligible patients are more likely to be discharged from hospitals to nursing 
facilities with lower nurse staffing, longer lengths of stay, and lower rates of dis-
charge back to the community [173]. Obese patients are also more likely to be sent 
to lower-quality nursing facilities [174]. Finally, nurse and nursing assistant staffing 
is lower in nursing facilities with higher concentrations of minority residents [175]. 
In light of that background, what will be the consequences of the tighter hospital- 
nursing facility partnerships that we discussed earlier as one of the imperatives of 
accountable care? Hospitals are choosing to partner with higher-quality facilities, 
channeling high-reimbursement patients away from lower-quality to higher-quality 
facilities, and in some cases directly investing resources in those higher-quality 
facilities. Resource-poor organizations caring for minority patients are likely to 
become yet more resource-poor.

On a brighter note, the community health workers just discussed are typically 
more culturally aligned with the patients they serve than are the physicians and 
other professionals. Indeed, this alignment is part of what makes them effective. As 
delivery systems achieve more integration, these community health workers can 
serve as boundary spanners across healthcare and social service organizations [176]. 
Health status disparities among older populations are persistent and in some respects 
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worsening [177], but interventions outside the healthcare system itself can address 
social determinants of health and thus reduce disparities [178]. Some delivery sys-
tems are well into a journey that goes beyond the formal healthcare borders and into 
the community. Kaiser Permanente began producing equitable care reports in 2009, 
invested in geographically enriched sociodemographic data systems, and launched 
its Equitable Care Health Outcomes (ECHO) Program with leadership at all levels 
of the organization [179]. One of its projects systematically and proactively identi-
fies the unmet social needs of high-risk patients and connects them to community 
services [180].

 Steering Clear of Implementation Failure in Healthcare

Organizations trying to replicate interventions that proved successful elsewhere 
sometimes fail. Indeed, we often fail, even though the interventions may be “evi-
dence based.” In some cases, the original evidence derived from settings of unmiti-
gated fragmentation, so there was plenty of low-hanging fruit to be had via any 
reasonably executed improvement effort. You may not have an abundance of low- 
hanging fruit in your setting. In some cases, we lack adequate knowledge of the 
requisite execution strategy, rather like having only the ingredient list of a plum 
pudding recipe. In some cases, the failure is due to unstated or unknown differences 
in culture or context. An organization’s ability to innovate often depends upon 
informal, tacit relational contracts between administrators, clinicians, and lower 
managerial staff. These relational contracts, in turn, depend upon credibility, trust, 
and clarity of roles and tasks [181]. Finally, we often under-resource the develop-
ment phase, which tends to be under-described in the original reports. Just-do-it 
approaches can work, but only in good weather with favorable winds. Starting out 
with an inexperienced crew, uninformed management, and meager analytics will 
likely yield suboptimal adaptation and eventual disappointment. Rather than encour-
aging blind optimism, leaders should ask early on, “If this fails, what will have been 
the most likely causes?” The answers from all those involved may be surprising, and 
at least some of the risk factors may be remediable.

Thoughtful reports about replication failures are worthy of close attention. For 
example, in the years 2002–2010, the care management program of Health Quality 
Partners significantly reduced hospitalizations and costs for its high-risk Medicare 
patients. In this program, 60% of the contacts between patients and nurse care man-
agers were face to face, occurring in patient homes, physician offices, and inpatient 
settings, and guided by individualized care plans, with particular attention to care 
transitions. The replication phase in the years 2010–2014 failed to reduce hospital-
izations and costs compared to controls, however, probably because the usual care 
for this control group had improved over time, making it difficult to show improve-
ment with the intervention [182].

In a Canadian intervention that used now-standard care transition processes, the 
dedicated transition nurses in the hospital handed off to rapid response nurses who 
made home visits, reconciled medications, devised care plans, provided 
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self- management support, and referred patients to chronic disease clinics. The inter-
vention failed to yield reductions in facility utilization, however, in part due to lack 
of role clarity, communication, and trust between the inpatient and outpatient nurses, 
in part due to lack of attention to advance care planning and appropriate pathways 
for the frailest patients [183]. The researchers noted that appropriate investment in 
relational coordination [184], feedback loops, and pathway adaptations could 
potentially address these deficiencies.

We could save ourselves considerable grief by attending to richly detailed 
descriptions of program implementation and evolution. One example is found in the 
Kaiser Permanente readmission papers discussed above, which offer ample particu-
lars and insights. Yet more detailed is the evolution story of the practice-based Care 
Management Program at Massachusetts General Hospital, which moved from its 
original CMS demonstration phase to an ACO model with a disciplined focus on 
patient targeting and assessment, physician engagement, behavioral health, and 
advance care planning [185].

To assist organizations with program replication, the Centers for Disease Control 
and Prevention has developed a framework that highlights the critical preconditions 
and the pre-implementation, implementation, and maintenance factors for success. A 
version of this framework proved helpful in adapting a Veterans Affairs care transitions 
program to a non-VA setting, with significant reductions in the cost of care [186].

As discussed in relation to the STARR readmission initiative, however, an unpropi-
tious culture and half-hearted leadership can sink replication of the best of best prac-
tices. The scholarship on learning organizations is particularly pertinent to ACOs, 
which need spirited collaboration within and across organizations in order to change 
deeply ingrained work practices. The demand for performance should be balanced 
with explicit support for a learning perspective and tolerance for a learning curve 
[187]. In the STARR experience, the hospitals that succeeded were those that sup-
ported trial-and-error learning of teams implementing new readmission reduction pro-
cesses [69]. The inherent uncertainty of improvement efforts in complex environments 
calls for leadership generously enriched with humility and for ongoing give-and-take 
among participants. New programs merit “peripartum monitoring” with the best 
quantitative and qualitative data one can muster, but established programs need rou-
tine evaluation as well. Washington University has offered a good example of lessons 
learned after their care coordination program failed to reduce hospitalizations or cost; 
a subsequent wholesale redesign with more face-to- face contacts reduced hospitaliza-
tions by 12% and monthly Medicare costs by $217 per patient [136]. The pertinent 
advice from To Err Is Human is “It’s more helpful to think like a farmer than an engi-
neer or architect in designing a health care system” [188].

 Unchartered Territories

As healthcare boundaries expand outward beyond hospital and clinic into the com-
munity, encompassing socioeconomic determinants of health, the landscape of sev-
eral medical disciplines becomes less familiar. New challenges arise, for instance 
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with regard to patient safety, and we more frequently bump into ethical questions 
without obvious answers. But we also meet people beyond the traditional healthcare 
sector who share our commitment to community well-being. Partnering with these 
stakeholders may make it possible for us to get closer to our newly perceived goals.

 Navigating to Safety

When healthcare professionals venture beyond inpatient and clinic walls into the 
community, they must negotiate for their very presence with patients and caregivers. 
Here the rules of the game dictate expectations for performance reliability and patient 
safety that are different from those found in hospitals. Hospitals have been seen as the 
most challenging settings of care, requiring the finest skill sets and commanding the 
greatest prestige and rewards, but many of the care processes there are truly evidence 
based and bolstered by an array of team and management supports, whereas a clini-
cian in the home is often very much on her own. Even in hospitals, there is increasing 
recognition that patient safety depends on staff attributes such as emotional commit-
ment and respectful interactions [189]. In the home setting, achieving desired out-
comes is supremely dependent upon clinicians’ interpersonal and technical skills, 
exquisite attention to early signals of trouble, and tolerance of uncertainty. Evidence-
based protocols apply to blood transfusions but not necessarily to decisions such as 
when and whether to insist on modification of fall risks in the home environment.

Charles Vincent and René Amalberti have pointed out that “as more types of 
harm have come to be regarded as preventable, the perimeter of patient safety has 
expanded” [190]. We once viewed hospital admissions caused by an adverse drug 
reaction or fall at home as regrettable, but not within our particular sphere of influ-
ence. Now, because we are part of a system with population health accountability, 
we are being held responsible for these unfortunate events, and our clinical teams 
are struggling to improve patient safety in the home.

Meanwhile patients and caregivers are also experiencing dramatic new realities. 
Elderly patients with multiple chronic conditions find themselves at home within 
hours of ambulatory surgery, with or without caregivers, faced with the challenges 
of wound dressings and postoperative medications. Following through on care plans 
is often harder than we or patients or caregivers want to admit. Vincent and Amalberti 
go on to say, “Family and other unpaid caregivers often make promises out of love 
and a sense of responsibility to keep the client at home, without being aware that 
this may be beyond their capacity.” A large study of patients who refused post-acute 
care services found that their 30-day and 60-day readmission rates were twice as 
high as the group accepting services even though the refusing group was younger, 
healthier, and better educated [191]. As discussed earlier, one of our new challenges 
is developing effective ways to improve patients’ self-management support; we also 
need to improve our ability to get patients to accept our help, which in turn depends 
upon our success in establishing trusting relationships. Thoughtfully integrating 
patients into governance and redesign teams can dramatically enhance providers’ 
appreciation of patient needs and improve intervention effectiveness [192].
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Unfortunately, our initiatives to improve patient safety in the home come with a 
price tag that unsettles decision-makers. An expensive new medication or operative 
technology is usually approved as soon as we have evidence of superior outcomes—
or even prior to such evidence—regardless of the cost; our high-touch interventions 
in the home, however, face a much steeper budgetary climb even after they have 
been found to be clinically and financially effective. Advocates for older adults 
should be quick to point out this discrepancy, but we should also acknowledge that 
our organizations are staring cost calamity in the face. Other industries have put the 
tradeoff between cost and safety out on the table and developed guidelines for how 
much risk is tolerable [193]. In ambulatory care and home settings, we need to get 
better at articulating the spectrum of risk consequences (from small to catastrophic), 
matrixing with the frequency of occurrence (from rare to frequent), and then calcu-
lating the cost of risk mitigation. Meanwhile we should be sensitive to the burden of 
responsibility being felt by patients, caregivers, and our clinical teams as they 
attempt to prevent mishaps and disasters.

 Ethics and Value

What’s new in accountable care is our explicit commitment to value, generally con-
ceived as healthcare quality divided by cost, and to the triple aim concept, which 
aspires to integrate patient experience, quality outcomes, and efficiency. To date we 
have been less explicit about the moral questions and contradictions inherent in this 
bundle of aspirations.

As human beings we swim in a sea of moral values; indeed, we cannot imagine 
otherwise. In healthcare we have developed ways of thinking and behaving that enable 
us to swim past most of the ethical dilemmas that emerge around us every day, when 
principles such as autonomy, beneficence, and justice come into tension. As we increas-
ingly move care for high-risk, high-cost patients into the home, a number of ethical 
issues become accentuated anew. Self-management support, for example, raises ques-
tions about the impact of patient autonomy on our ability to do good (beneficence) and 
the availability of high-touch programs (justice). Routines for managing such issues 
are far less established in community settings than in the hospital, and clinicians work-
ing in community settings have far less support for even raising such questions.

Our new focus on analytical prediction models for identifying high-risk patients 
also raises new questions. The overlap between clinical benefit and cost- effectiveness 
is not perfect; that is, some interventions would yield meaningful benefit for patients 
but not yield financial savings. Even where the clinical and financial incentives over-
lap, someone must still decide where to set the cut point for the targeted population. 
Should we target patients who are likely to receive only modest benefit if the finan-
cial impact is only breakeven? Our advanced analytics do not magically resolve this 
question, which is hardly an esoteric concern to clinicians on the front lines [194].

Accountable care raises yet more practical questions. With rising costs and a 
growing sense of austerity, we are under increasing pressure to perform early and 
ongoing assessments of our new clinical programs. Even our long-established 
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programs and practices merit examination. Perhaps the core question to ask is Does 
this healthcare activity (or program, service) add value? One can ask whether an 
activity adds value from several perspectives, however. For example:

• Does it benefit the patient in a meaningful way?
• Does it benefit my delivery system as a whole? My component of the delivery 

system?
• Is the benefit worth the cost? Does it involve other burdens or risk?
• Would other patients benefit more?

These questions should be encouraged at every level of the delivery system. Just as 
hospitals that encourage trial-and-error learning are more likely to be high performing, 
I suspect that delivery systems capable of engaging such questions will also be more 
likely to succeed in the new world of accountable care. A companion question is whether 
there might be an altogether different process or provider that could more efficiently 
achieve the goal of this activity. It would be naïve, however, to expect entrenched clini-
cians and managers to engage with enthusiasm in creative destruction of their own care 
practices or livelihoods. Transformation in healthcare is indeed hard, so systems need to 
invest in change management; mitigation measures may be appropriate.

 Institutional Logics, both Aligned and at Odds

Elizabeth Goodrick and Trish Reay have pointed out that the triple aim—defined as 
improving patient experience (including quality and satisfaction), improving the 
health of populations, and reducing costs—maps roughly onto the “logic” of profes-
sion, government (the state), and market, that is, the individual and organizational 
guide to thought and behavior for each of these entities [195]. Professionals are 
charged with quality and patient experience, the government with overall popula-
tion health, and the market with cost-effectiveness. The mapping is obviously not 
exact. Market forces, for instance, are indeed associated with costs and incentives 
for reducing cost, but patient experience also drives market share. Similarly, govern-
ment is concerned with both population health and costs.

In spite of these imperfect mappings, research using the institutional logics model 
can elucidate the contradictory challenges of ACOs. A leading concern is whether 
physicians will embrace or reject the need to reduce costs and what organizations can 
do to achieve a modicum of harmony. An extended longitudinal study in Alberta, 
Canada, followed the medical profession’s response to the provincial government’s 
1994 initiation of businesslike healthcare. Physicians tenaciously insisted on their 
control of medical decisions and quality, resulting in an “uneasy truce” between the 
logic of businesslike healthcare and the logic of medical professionalism. Over time, 
however, both parties settled into an acceptance of pragmatic coexistence in which 
the two logics were held in creative tension. Goodrick and Reay suggest that delivery 
systems should advance via thoughtful and pragmatic introduction of new practices 
that are respectful of professional, government, and market logics.
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This trio of logics can also map to professional association, government agency, 
and trade association. Many of us in healthcare have some connection to all three 
and perhaps even to multiple professional and trade associations and government 
agencies. These entities operate at one level up from the delivery system itself, and 
each of these tends to embody a single dominant logic in fierce unfettered fashion. 
Advocates for the common good of care for older adults may find themselves dis-
heartened by the sometimes short-sighted self-interest on display in policy disputes. 
It can be helpful to remember that each of these entities espouses support for an 
ideal of high-quality healthcare for all, to remind them of that stated mission, and to 
rejoice when they collaborate creatively for a common purpose.

 Toward a Community Vision for Accountable Care

My focus throughout this guide has been on organizing for improvements in care for 
high-need, high-cost older patients within healthcare delivery systems. In all but the 
most rural of areas, however, each healthcare delivery system shares an ecosystem with 
other healthcare delivery systems; this ecosystem is itself embedded in a broader com-
munity of organizations (business, government, education) that have an impact upon 
population health status. Community-based intersectoral initiatives across healthcare 
delivery systems are now an area of intense interest, both because they promise to help 
us achieve the triple aim and because achieving the triple aim may be impossible with-
out community collaboration. Alert advocates for older patients may be able to hitch a 
valuable ride on such initiatives—or perhaps even initiate one yourself.

If you are extremely fortunate, you live in a community with a history of 
community- wide healthcare organizing. In San Diego, for example, the Right Care 
Initiative prompted delivery system leaders in 2010 to begin joint efforts toward 
reduction of heart attacks and strokes, and they began pooling patient-level data in 
2012 [196]. The commitment to community well-being prevailed over narrow com-
petitive interests, and the data helped create momentum for clinical practice change 
within and across the participating organizations. Early results suggest that San 
Diego has far surpassed the rest of California in reducing heart attacks.

Advance care planning has been a frequent focus of community-wide organizing 
efforts since the success of the effort in La Crosse County, Wisconsin [197]. In 
Oregon and elsewhere, limitations specified within electronic POLST registries have 
led to markedly less hospitalization at end of life [198]. Creation of POLST registries 
requires operational and political collaboration across delivery systems. It is not an 
accident that the counties chosen for ePOLST pilots in California were San Diego, 
with the history just noted, and Contra Costa, where the local medical association has 
long supported cross-system collaboration for improved end-of-life care [199].

What delivery system leaders have not fully appreciated, in spite of extraordinary 
costs, is how much they are dependent upon a shared ecosystem for post-acute and 
long-term care services and supports, as illustrated in Fig. 6.6. This entire ecosys-
tem has been hampered by low expectations, regulatory mindsets, and a lack of 
workforce incentives; the result has been a kind of persistent ebb tide lowering all 
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boats. Some delivery systems have their own post-acute programs, e.g., home health 
and hospice agencies or home-based medical care. Even the most integrated sys-
tems, however, require services beyond their organization; most systems acquire 
post-acute services via arm’s-length contracting [200]. Standards for staffing, train-
ing, and performance tend to be uniformly low and shared by all delivery systems 
within the community.

As noted earlier, some delivery systems are developing specific post-acute part-
nerships, but as yet there has been little collaboration across delivery systems with 
regard to the post-acute and long-term care ecosystem. The same is true for 
community- based interventions in general. A 2015–2016 survey of hospital-based 
ACOs revealed a disconnect between the espoused mission, vision, and values of 
ACOs on the one hand and activities directed toward improving the overall health 
of the community on the other; meaningful collaboration even with their own com-
munity benefit departments was rare [113]. Promising exceptions were noted, how-
ever. A few ACOs have stepped up efforts to organize community resources for 
patients with mental illness and substance use issues. Another study of private- 
sector ACOs found that all were involved in at least some initiatives beyond caring 
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Fig. 6.6 The post-acute and long-term care ecosystem. Some delivery systems have their own 
post-acute programs, but none are entirely self-contained
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for their own specific patient population; the more mature were engaged with 
schools, faith-based organizations, and neighborhoods [115].

Yet more promising are initiatives from CMS and the Robert Wood Johnson 
Foundation to create accountable health communities [201] and a culture of health 
[202], respectively. Both initiatives go beyond the medical model to address social 
determinants of health via creative community-wide partnerships. We now have 
new approaches to community health assessment [114, 203], plus population health 
metrics from the Institute of Medicine [204]. What is striking about the new com-
munity initiatives and resources, however, is that they give little attention—or 
none—to the concerns of older populations. Advocates should take heed and insert 
themselves into this conversation. It may come as a surprise to our public health 
colleagues that palliative care, for example, is a population health issue [205]. In 
addition to deploying well-known measures pertinent to older adults, e.g., avoidable 
hospital admissions, we should propose monitoring population health using new 
measures such as “healthy days at home,” as discussed at length in the 2015 MedPAC 
Report to Congress [206].

The commitment, creativity, and resilience required to create and sustain 
community- wide partnerships across societal sectors—or even within the healthcare 
sector—are substantial, but the rationale is compelling, and we can take advantage of 
past learnings. Research on an earlier Robert Wood Johnson Foundation initiative, 
Aligning Forces for Quality, highlighted the importance of careful collaborative 
decision-making during the formative phase and the increasing importance of dedi-
cated leadership as alliances move into the actual work toward common goals [207].

An empirical study of an HIV collaboration in Washington, DC, highlighted 
the well-known need for leadership and collaborative decision-making, but it also 
described how mistrust and competition can undermine relationship building 
among the organizations [208]. Studies from other industries stress that there 
must be an economic logic supporting organizations’ commitments, and issues 
such as membership and power dynamics must be carefully negotiated [209]. 
Collaborating because “it’s the right thing to do” is not good enough to motivate 
this level of individual and organizational investment. Advocates for older adults 
should seek sweet spots common to all participants, such as support for commu-
nity-based services or a POLST registry. The increasing maturity of our knowl-
edge in this area is suggested by the publication of an action guide from the 
National Quality Forum [210].

 Conclusion

This survey of the prospects and challenges for accountable care has covered 
considerable ground, sprinkled generously with empirical studies that don’t yet 
provide definitive guidance. But early in your journey, a modicum of common 
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sense will yield ample dividends. You can start anywhere, though you would be 
wise to begin by pushing against open doors. For example, adopt and evolve care 
transition bundles. Deploy pharmacists liberally throughout your care transition 
programs. Match your high-touch, high-cost teams to high-need, high-cost 
patients who can benefit. Promote advance care planning and palliative care. 
Pursue partnerships with post- acute providers and home- and community-based 
services. Train and empower non- licensed lay workers so as to optimize the use of 
scarce professionals. Train your current professionals in geriatric principles and 
practices.

We have also touched on number of thorny issues resistant to easy, off-the-shelf 
solutions. The complexity of the issues will come as no surprise to clinicians and 
managers experienced in the care of older adults and other high-need, high-cost 
populations. Understandably, delivery system decision-makers have little appetite 
for exploring such dense thickets. Rather than exhaustively search for optimal solu-
tions, they “satisfice,” often choosing the first reasonable-sounding solution at hand 
[211]. As a result, the healthcare industry is beset by “fads, fashions, and bandwag-
ons” [212].

I hope that my discussions of these issues will help you clarify your own per-
spectives and facilitate your explanations to others in your delivery system and 
beyond. I have referenced a great many resources that you may find useful. 
Throughout I have also highlighted the processes of program development and rep-
lication, implementation, evaluation, and adaptation. Achieving optimal perfor-
mance requires relentless creativity chastened by experience, now generally known 
as organizational learning. The alternatives are complacency or foolishness, neither 
of which will get us to the triple aim. The prospects for significant improvements in 
the healthcare of these populations have never been greater, but progress is by no 
means assured.

An economist once noted in reference to Latin America that “development 
depends not so much on finding optimal combinations for given resources and 
factors of production as on calling forth and enlisting for development pur-
poses resources and abilities that are hidden, scattered or badly utilized” 
[213]. For better or worse, no one is trying to impose a master plan for achiev-
ing the triple aim for older adults. No one has a formula for the precise com-
bination of resources and processes that we need. What we can agree on is that 
we have resources and abilities that are hidden, scattered, and badly utilized. 
When it comes to the aging demographic, we are all living in the developing 
world. We have just landed in Erewhemos with a charge to make the health-
care delivery system better. We’ve never been here before, and we have no 
map and no preset GPS course around hazards and siren songs. As advocates 
for older adults and their healthcare workforce, then, we must stay alert to 
opportunities, fend off threats, and find our way around impasses toward a 
more promising future.
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 Appendix on Measurement: Necessary, Potent, and Imperfect

If your delivery system has begun taking risk for a defined population, then your 
information systems presumably include a data warehouse supplied by claims, 
(facility, professional, laboratory, radiology, pharmacy), authorizations, and patient 
experience data. You may be missing some of these elements; you may also have 
additional elements, e.g., clinical data from electronic health records and care coor-
dination systems. At a minimum, your business intelligence capacities will yield the 
performance measures shown in Table 6.2. While you may be most interested in 
data related to older and/or high-need, high-cost populations, these need to be 
understood in the context of the delivery system performance as a whole, since that 
is the perspective the system’s decision-makers must take.

Monitoring these basic measures will reveal variation across time and across 
providers (physicians, acute and post-acute settings) and thus serve as a starting 
point for your questions. Your business intelligence capacities should assist your 
search for answers by allowing you to drill down to the individual provider, e.g., 
clinic or hospital, and to trend performance over time. Additionally, you will need 
to filter measures by line of business and product and to segment if possible by risk 
tier, diagnoses, and service lines. While it is important to identify, understand, and 
address negative outlier performance, it may be more valuable to identify, under-
stand, and replicate superior performance.

In addition to these claims data, most ACOs have access to measures of patient 
experience. Note that utilization may be more illuminating than cost when there are 
significant differences in unit costs and/or missing data on costs. When possible, 
you should take advantage of authorization data, which have shorter lag times than 
claims.

Table 6.2 Typical claims-based performance measures for various providers

Delivery system Primary care Hospital
Nursing 
facility Home health

–  Facility utilization 
(admissions/1000, 
length of stay, 
days/1000, ED 
visits/1000)

–  Readmission (3, 7, 
30, 90 days)

–  Leakage to 
non-contracted or 
non-preferred 
providers

–  Pharmacy usage

–  Clinical 
quality 
measures

–  Facility 
utilization

–  Readmission 
(3, 7, 30, 
90 days)

–  Average 
length of stay

–  Readmission 
(3, 7, 30, 
90 days)

–  Percentage of 
patients seen 
in ED and 
admitted

–  Use of 
post-acute 
facilities and 
home health

–  Clinical 
quality 
measures

–  Average 
length of 
stay

–  Hospital 
utilization: 
ED and (re)
admission, 
both 
directly 
from SNF 
and after 
discharge 
home

–  Discharge 
destinations

–  Hospital 
utilization: 
ED, (re)
admission
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 Measurement in Older and High-Risk Populations

• Claims-based quality measures include the Medicare Stars specified by CMS, 
e.g., screening for colon cancer and renal insufficiency and management of dia-
betes and osteoporosis.

• Of particular interest for management of older populations are:
• Annual wellness visits
• Primary care claims for care coordination and care transitions
• Lag times from hospital discharge to outpatient follow-up and nursing facility 

discharge to outpatient follow-up
• Claims will enable at least bare-bones monitoring of specialized programs, e.g., 

the patient enrollment, visits, and facility utilization of a home-based medical 
care program. There is interest in development of standardized quality metrics 
for such programs, but these as yet do not exist [214].

• Claims will enable identification of “hidden” high-risk populations such as 
patients in domiciliary settings (assisted living, board-and-care homes) or custo-
dial nursing facilities or on dialysis.

• To monitor the channeling of patients to preferred post-acute home health agen-
cies and nursing facilities, I suggest using the Herfindahl-Hirschman Index, 
which is the standard formula for market concentration. Your goal is to concen-
trate patients as much as possible with preferred providers.

You may find useful variation in monitoring claims for advance care planning, 
although those claim numbers are not a measure of the quality of advance care plan-
ning conversations. Similarly, you are likely to find variation in the volumes of 
inpatient and outpatient palliative care consultations. If you access dates of death 
from state or federal agencies and match those data with your claims, you will be 
able to create robust end-of-life quality and utilization measures reflecting the use 
of primary care, specialty care, emergency department, hospital, and chemotherapy 
in the patient’s final weeks and months.

 Risk Adjustment and Socioeconomic Determinants of Health

Risk adjustment is critical for comparing performance across providers, but it con-
tinues to be challenging. The Hierarchical Condition Category (HCC) model 
employed by CMS does not adequately account for the resource use of complex 
older patients [215]. There is now intense interest in using socioeconomic determi-
nants of health as adjustments in risk estimates, quality measures, and payment, but 
methodologies are not yet in widespread use [216].

Socioeconomic factors also have potential clinical utility in patient management 
and program development, particularly for high-need, high-cost populations. The 
SCAN Foundation report discussed earlier outlined four essential attributes of 
delivery systems caring for adults with complex care needs. The National Quality 
Forum has since reported on data and measurement systems that are being used to 
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support progress toward the four essential attributes [217]. One of the promising 
examples described is the Protocol for Responding to and Assessing Patients’ 
Assets, Risks, and Experiences (PRAPARE). This 22-question tool captures biopsy-
chosocial determinants of health, including race and ethnicity, housing status, 
neighborhood, social integration, and social support. It is freely available for incor-
poration into electronic health records.

 Characteristics of Good Measures

The simplest way to evaluate a given measure is to ask, How accurately does this 
measure reflect meaningful variation in a process or outcome? Criteria for measure 
selection typically used by CMS, the National Quality Forum, and the Institute of 
Medicine [218] include the following:

• Impact: importance for health status and/or cost, i.e., does the measure really 
matter?

• Improvability: existence of gap between current practice and best practice, as 
well as evidence that the gap can be closed (whether the measure is actionable).

• Feasibility, including data availability and the burden of data collection.
• Scientific soundness and methodological rigor of the measure, including validity 

(credibility, or how well the measure captures the process or outcome it is 
intended to assess) and reliability (consistency, or whether the measure produces 
similar results under consistent conditions).

• Understandability of the measure, e.g., obvious specifications versus “black box.”
• Timeliness: the turn-around time and frequency of measurement (e.g., monthly 

versus annually).

Measurement criteria become more stringent along a continuum from low stakes, 
e.g., quality improvement feedback, to high stakes, e.g., payment for performance.

• For rapid-cycle quality improvement purposes, low-rigor measures and nonran-
dom small samples can suffice for adequate insight, as long as the stakes as per-
ceived by providers are low.

• Imprecise or “noisy” but directionally accurate data may suffice when an organi-
zation is giving performance feedback to a provider but not sharing the data more 
widely.

• Clinicians within a setting, practice, or specialty may also appreciate getting 
variation data regarding a process when the “correct number” or Goldilocks opti-
mum is unknown. Such data can trigger a useful conversation within the group 
members about why they vary in their decision-making.

• Sharing data openly throughout a specialty can have significant positive impact 
among physicians, who are typically quite competitive, but doing so also 
increases the demand for rigor. Sharing data on specialists with primary care 
physicians can influence referrals, increasing the stakes even higher. Paying 
incentives for performance multiplies the demand for rigor.
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 Measurement Challenges

Increasing recognition of the burdens of measurement has led to calls for reduction 
and harmonization of measure sets. In addition, CMS has recently emphasized the 
unintended consequences of performance feedback and incentives, including wors-
ening quality in unmeasured areas (“teaching to the test”), providing overtreatment 
or unnecessary care, gaming of the data, avoiding high-risk or challenging patients, 
and worsening disparities in care [219].

Many clinical domains lack meaningful measures that can be derived from existing 
data sources. Before giving up on a domain, delivery systems should consider the use of 
manual sampling strategies. Guidance for efficient and reliable sampling is readily avail-
able [220]. It remains true that some important domains defy direct measurement. We 
have no measures addressing the act of diagnosis, for example, yet that act is central to 
the practice of medicine [100]. We often find ourselves looking for substitute measures 
that may be distant from the area of interest, rather like the story of the drunk looking 
under a streetlight for the keys that he dropped in a distant dark alley. That said, good 
estimates of key processes are invaluable in quality improvement and program develop-
ment, and we now have excellent guides for improving the quality of our estimates [221].

Attribution of responsibility is often a nontrivial task. Responsibility for an out-
come such as readmission, for example, is shared across settings. Additionally, 
although appropriate attribution of patient to primary care provider is largely 
straightforward in managed care, it is less precise in CMS ACOs and in managed 
care populations with high turnover. An obvious question, most pertinent in the pay- 
for- performance context, is whether the provider has a meaningful amount of con-
trol over what is being measured.

The unit of analysis often dictates what measures may be available. The unit of 
interest may be a county population, a health plan’s enrollees, a medical group’s 
enrollees, a practice, or a provider. As the analysis becomes more fine-grained, e.g., 
down to the physician level, small denominators may render a measure unusable 
because of unreliability (more noise than signal) [222]. The most common approach 
to the small denominator problem is to exclude providers below a certain cutoff, 
e.g., 30 patients in the denominator [223]. Bayesian reliability adjustment (smooth-
ing) is sometimes used—and would arguably be fairer to all—but is less intuitive.

Measures that are not robust enough for public reporting or pay for performance 
may nevertheless be invaluable for the other uses noted above. Also, whereas 
“noise” may overwhelm “signal” in a one-time use of a measure with small denomi-
nators, the signal-to-noise ratio improves with repeat use over time.

Finally, you should not be surprised or overly dismayed to find that you some-
times have difficulty getting reliable data from your information systems. You are not 
alone. No one has a single electronic health record that unifies all sites of care, and 
critical data may reside in any of dozens of other applications. Your delivery system 
encompasses multiple separate organizations contracted to care for your patients. 
Data flows across these applications and organizations are immensely challenging 
[224], and few organizations of any kind have invested adequate resources in data 
management [225]. Decision-makers may remedy this deficit as pressures to manage 
performance—and the need for measurement insights—continue to increase [156].
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7Primary Care Clinic Model

Jeremy V. Phillips and Steven L. Phillips

Over the years, primary care and its meaning has evolved to include more than just 
the care that is delivered. Between the quality metrics, meaningful use, and value- 
based payment modifiers, clinicians are being scored on and therefore spending 
more time on nonclinical activities. This doesn’t even begin to address the amount 
of nonclinical paperwork that clinicians and their staff are dealing with on a daily 
basis when working with an elderly population, for example, housing forms, VA 
forms, durable medical equipment, Medicaid applications, etc.

Our practice focuses on offering a healthcare experience that allows every indi-
vidual the opportunity to age gracefully and be able to make the most of their years 
by maximizing their ability to engage with all that life has to offer and ensuring they 
have the chance to spend as much meaningful time as possible with families and 
friends in the comfort of their own homes and routines. While hospital stays can’t 
always be avoided, a clinical practice that allows seniors to thrive and live to their 
full potential is one that provides a continuum of care and support.

Despite an ever growing awareness that health and wellness has a significant 
social and cultural component that stems from the daily actions of individuals, 
healthcare delivery systems, historically, have placed themselves at the center of the 
care continuum with their focus primarily being on the treatment of disease rather 
than facilitating healthier living. As a result, the de facto healthcare approach to 
seniors is often reactive rather than proactive, with endless referrals to specialists, 
increased prescriptions, and hospitalizations in response to issues as they present 
themselves. While 85% of seniors (60+) are relatively free of serious chronic condi-
tions that account for the majority of healthcare spend and hospitalizations, the lack 
of social support combined with a less than 9% penetration of regular screening and 
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annual wellness visits in this population contribute to the onset of identifiable cogni-
tive, emotional, and physical diseases that often lead to hospitalization and a dete-
rioration of end of life potential.

To reinforce how important it is to develop an effective network of services for 
this population, it’s important to know that 27.5% of the current population falls 
into the at-risk category of senior citizenship, with this number projected to grow to 
30.3% within the next 5 years. Secondly, the cost of care for seniors who have more 
than five chronic conditions in the community accounts for 76% of the healthcare 
expenditure in the United States.

The following assessment represents a community profile based on compiling 
data from a variety of data sources, including a community health needs assessment 
(CHNA) for Washoe County conducted by the Washoe County Health District [1]. 
This study illustrated some of the most significant challenges faced by the 60+ 
senior community, which highlighted issues related to economic security, frailty, 
social isolation, caregiver support and awareness and utilization of community 
services.

Affordability of healthcare is a significant boundary to seniors in Washoe County. 
Over 41% of seniors have annual income of less than $30,000 with 9% reporting an 
income of less than $10,000. This directly contributes to seniors not seeking medi-
cal care or maintaining their prescribed medications with 10% of seniors reporting 
that they had to forego medical care and skip medications due to income constraints. 
The populations most likely to report that they had insufficient means to pay bills 
and those who scored moderate to high in regard to frailty (18% reporting inability 
to pay) and social isolation (19%), minorities (20%), and women (49% with incomes 
under $30,000 versus 31% of men) cover the cost of care.

One of the key indicators of risk for seniors is where they lie on the frailty index. 
The index measures an individual’s levels of activity and self-sufficiency. Seniors 
who score as mildly, moderately, severely, or very severely frail are measured spe-
cifically to exhibit higher risk of mortality and hospitalization. Part of this risk 
comes from having a limited ability to perform activities of daily living (ADL) 
such as dressing, eating, ambulation, toileting, and hygiene and instrumental activ-
ities of daily living (IADL) such as managing finances, handling transportation, 
managing medications, and performing housework and basic home maintenance. 
According to the community profile, 28% of the population aged 60+ and 39% of 
those aged 80+ were categorized as mildly frail or above. This equates to nearly 
23,000 seniors within the community who are at significant risk of hospitalization 
within the next 5 years and over 30,000 projected for the 5 years following. 
Additionally, 15% of those aged 60+ experienced periods of depression, with that 
number increasing to 42% for those with incomes of less than $10,000 per year.

Another key indicator of risk is social isolation. Social isolation and loneliness 
are measured by an individual’s perceptions on relationships, social activity, feel-
ings about social activity, and the robustness of their network. Seniors that exhibit 
these factors have less support in the performance of ADLs and IADLs and are less 
likely to be aware of or have access to social services that may help prevent illness, 
injury, and ultimately hospitalization. Twenty-five percent of seniors aged 60+ in 
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the community are estimated to be moderately to highly socially isolated, with that 
figure growing to 37% of unmarried seniors, 40% for those with incomes less than 
$30,000, and 42% of seniors aged 80+. Fourteen percent of seniors aged 60+ no 
longer drive and are dependent on alternate forms of transportation.

The community profile also indicates a need for additional caregiving support in 
the community to assist at-risk seniors. Some caregivers report receiving less than 
3 h of sleep per night as a result of meeting the physical and social demands required 
by seniors ranking higher on the frailty index. Nineteen percent of caregiver’s report 
have accumulated significant debt in the process of supporting seniors, with 29% 
needing additional emotional, financial, or housekeeping support for seniors in their 
care beyond what they were capable of providing. Twenty-eight percent of caregiv-
ers indicated needing respite during the process of providing care.

These social determinants of health in seniors all play a critical role in the well- 
being of the community. There are numerous exceptional nonprofit and social ser-
vice agencies working on different aspects of senior health and well-being.

Our practice is unique with an emphasis on the frail, elderly population provid-
ing visits in the patient’s place of residence: skilled nursing facilities, group homes, 
long-term care, assisted living facilities, and private homes. The CHNA along with 
our years of providing care across Northern Nevada helped shape the principles and 
recommendations to help address our community and the needs of the seniors that 
live in it, the continuous onslaught of reporting requirements, and help transition 
from volume to value.

Mission
Geriatric specialty care is committed to provide high-quality, compassionate, and 
patient-centered healthcare for the frail and vulnerable aging population.

Vision
To be recognized as a unique and superior geriatric care practice with an emphasis 
on enhancing the quality of senior health and well-being in Northern Nevada.

Values
Compassionate, comprehensive, collaborative, communicative, responsive, solution 
seeking

Principle 1: Create a high value primary care experience.
The Centers for Medicare and Medicaid Services (CMS) views value as quality 

over resource utilization (cost). In order to provide high value primary care, one has 
a few approaches that they may take. They may increase quality and keep costs the 
same, they may increase quality and decrease cost, they may keep quality the same 
while decreasing cost, or they may increase quality and cost but at higher levels for 
quality and less cost. CMS has also shared with us their “quality strategy” which 
they say may be summed up in three words: better, smarter, and healthier (Triple 
AIM) [2]. Their focus on quality is the basis for a patient centric approach to care. 
Listed are their quality strategy goals and the framework for our practice.
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• Make care safer by reducing harm caused while care’s delivered:
 – Improve support for a culture of safety.
 – Reduce inappropriate and unnecessary care.
 – Prevent or minimize harm in all settings.

• Help patients and their families be involved as partners in their care.
• Promote effective communication and coordination of care.
• Promote effective prevention and treatment of chronic disease.
• Work with communities to help people live healthily.
• Make care affordable.

Recommendation 1: Familiarize, Educate, Manage, and Reevaluate
When we first started down this path of implementing the quality strategy goals 

that CMS has based all of their value-based payment and alternative payment models 
upon, we needed to first familiarize ourselves with our population. This required us to 
understand what we knew about our patients, but more importantly begin to figure out 
what we didn’t know but needed to understand in order to achieve success. We started 
with data that was readily available to us via electronic health records (EHRs). During 
this exercise, we realized that EHRs are very good at capturing clinical data that has a 
quality measure such as continuous quality management (CQM), meaningful use 
(MU), and/or physician quality reporting system (PQRS) tied to it, although there was 
an entire subset of information that is required to fully understand your patient popu-
lation needs not readily available within EHRs. This subset of data consists of biologi-
cal, psychological, and social information which helps to shed light on social 
determinants and how they affect your population and how patients with similar con-
ditions but different social needs require a different approach to care. Table 7.1 shows 
the data points that we settled on to best manage our patients from a population level.

Table 7.1 (Population health data requirements)

Data Currently captured Transfer ability Actionable items

Diagnoses EHR HL7 or claims Hierarchical categorical 
conditions (HCC), risk 
stratification, chronic conditions, 
measures, care plans

Biological, 
psychological, 
social

Modified EHR/not 
readily available

None, 
potentially HL7

Diagnosis support/validation, 
risk stratification, functional, 
clinical support, care plans

Labs/diagnostics Lab companies/EHR HL7 Diagnosis support/validation

Outreach Modified EHR/not 
readily available

Potentially HL7 Care plan

Wearables Individual systems Custom APIs Vitals, care plan

Vitals EHR/wearables HL7/custom 
APIs

Diagnosis support/validation 
(BMI, blood pressure, respiratory 
rate, heart rate, etc.)

Medications EHR HL7 (NDC) Risk stratification, measures, 
care plans
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Once we had the data that we desired and began to identify the different subsets 
of populations (chronic condition 0–1, 2–4, 5+, robust, pre-frail, frail, etc.) within 
our greater population, we set out to educate our clinicians and care team on how to 
best care for these different populations. Our practice has a higher volume of 
patients with dementia and behavioral impairments so we hired a geriatric psychia-
trist to offer greater quality of care to this population. Once we had educated our 
clinical team on the populations that we deal with, we wanted to ensure that we 
were achieving success at the individual patient level, and so we set out to help the 
patients and their families be involved as partners in their care. We began to educate 
the patient, family members, and caregivers on each patients’ individual clinical and 
social needs, although during this process, we realized that we were still missing 
critical information about our patients and that was their individual goals that they 
want to be able to achieve, consisting of their desires, wants, and needs. In order to 
gain access to this information, we were required to create an environment in which 
our patients become a part of the care team and collaborate on the care they receive 
based upon their individual goals. This allows us to measure our practices’ success 
by the number of goals that are achieved; there is nothing more rewarding than see-
ing an individual achieve their goal that they previously thought was unattainable. 
We modified the data points that we were capturing to now include the ability to 
capture these patient’s goals and measure their outcomes.

After familiarizing and educating our clinical care team and our patient care 
team, we needed a platform that allowed us to manage our progress, successes, and 
areas for improvement. This platform has allowed us to promote effective commu-
nication and coordination of care between all involved parties. Our solution was a 
patient centric, goal oriented, interactive care plan. This care plan over its different 
iterations has finally helped solve the familiarized and educate portions of our over-
all quality success system. These care plans focus on the patients’ wants, desires, 
and needs. They are created collaboratively between the patients and clinicians and 
are evidence based and/or best practiced. Rather than the check box measures that 
we have all become so accustomed to, we focus on these patient centric goals. The 
more robust and far reaching the care team, the more opportunities present them-
selves to achieve the patient’s goals. It is vital for the care team to interact, collabo-
rate, and engage in new and alternative ways, to help manage the patient’s goals.

The last step to the cycle that we created is to reevaluate our overall processes 
and to incorporate everything that we have learned to be able to offer a better experi-
ence to everyone involved. This can be anything from new educational materials to 
viewing data a different way.

Recommendation 2: Create a Chronic Condition Solution
As we were familiarizing ourselves with our patient population, one of the data 

points that we focused on was chronic conditions. The benefits to the patient and 
their families to have a coordinated approach to their chronic conditions were a 
huge motivating factor, especially after we read this. “The average Medicare patient 
with one chronic condition sees four physicians a year, while those with five or 
more chronic conditions see 14 different physicians a year [3].” Of course another 
factor is the resource use associated with patients who have multiple chronic 
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conditions. In 2002, beneficiaries with five or more chronic conditions accounted 
for 76% of Medicare expenditures [4].

At the center of our chronic condition solution is our patient-centered care plans, 
which help promote effective intervention and treatment of chronic diseases. These 
care plans are shared with all specialists, community resources, and healthcare 
members in order to better manage our patients and to create a collaborative 
experience.

Along with the data points mentioned above, our care plans include and are cre-
ated from the following sections:

• Initial/ongoing assessment—This initial assessment is reviewed on an as-needed 
basis with a mandatory assessment done each quarter.
 – Personal goal/wishes—These are tracked and relayed back to the support 

team.
 – ADL (activities of daily living).
 – IADL (instrumental activities of daily living).
 – Support team—Including, but not limited to, family members, caregivers, 

community resources, available contact hours, support rendered.
 – Residence—Single-story home, two-story home, group home, assisted living 

facility, retirement home.
 – Advanced care planning.

• Chronic conditions—Including conditions from the CMS Chronic Condition 
Data Warehouse (CCW) along with those conditions that last a year or more and 
require ongoing medical attention and/or limit activities of daily living [5, 6]. 
Care plans are created that incorporate the following six domains based off of the 
patients chronic conditions:
 – Educational
 – Functional
 – Medical
 – Psychological
 – Social
 – Environmental

• Care tracking—Includes information from clinician encounters, patient and sup-
port team outreach, and community clinical and nonclinical interactions. Some 
of our tracking includes:
 – Referral’s—creation through completion
 – Condition specific—for example, PT/INR tracking
 – Quality measures

Principle 2: Promote patient, family, and caregiver activation/engagement.
To have the highest impact, we encourage our patients, family members, and 

caregivers to take an active role in the creation of the care plans and in the manage-
ment of them. Chronically ill patients with higher activation levels are more likely 
than those with lower levels to adhere to treatment, perform regular self-monitoring 
at home, and obtain regular chronic care [7].
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Recommendation 3: Collaborate with the patient, family, and caregiver to 
develop and maintain a care plan that reflects the patient’s goals, needs, and 
preferences.

Without the buy-in of the patient, family, and/or caregiver, the care plan will not 
be as effective or meaningful. Active engagement and participation have been 
shown to improve adherence to the plan of care and overall satisfaction. We are a 
high outreach practice which helps us facilitate and ensure that our patients and 
their support team are constantly involved in the creation and maintenance of the 
care plans. In an average month, we review and/or update 70% of the care plans 
which we have created.

The personal goals/wishes section of our care plans helps our patients and their 
support team stay more engaged with their health and care plan. As their goals/
wishes are accomplished, our staff can continue to encourage them to follow the 
current collaboratively created plan by reminding them of all that they have achieved 
so far. This also helps to motivate our staff when the going gets tough.

Principle 3: Focus on work that promotes high quality care and minimize work 
that does not contribute.

Primary care clinicians, irrespective of their discipline or specialty, have high 
administrative burden [8], excessive reporting and documentation of care [9, 10], 
and transactional relationships with patients. It is imperative to focus on the work 
that promotes high-quality care, such as direct patient care and care team collabora-
tion, and to minimize the excessive work that does not contribute to the quality of 
care. By streamlining and/or removing the administrative burden along with the 
reporting and documentation requirements from clinicians, this will allow them to 
focus on the care of the individual and also allow for greater satisfaction. It is criti-
cal to start to transition from volume-based transactional care and move toward a 
just-in-time delivery model that focuses on the whole patient and engages with them 
when necessary, with the appropriate method and appropriate team member.

Recommendation 4: Allow all care team members to work at the top of their 
professional capacity which in turn creates a more positive and rewarding work 
environment.

Within healthcare an effective team is one in which all members understand, sup-
port, and work toward a shared objective of caring for and serving the needs of their 
patients. This requires a clear understanding of each team member’s roles and 
responsibilities. In addition, there must be shared goals, mutual trust, and effective 
communication with measurable processes and outcomes [11].

One tool that allows for each team member to work at the top of their profes-
sional capacity is our patient-centered care plan which encourages them to contrib-
ute to the overall plan of care for each patient. Before we introduced our 
patient-centered care plans, much of our clinical staff were frustrated and felt unde-
rutilized. We had clinicians performing tasks that could be handled by nursing staff, 
nursing staff performing tasks that could be handled by certified medical assistants 
(CMA), and CMAs performing tasks that could be handled by medical records  and/
or office assistants. Our patient-centered care plans helped our clinical staff  
navigate which tasks may be best performed by which appropriate team member. 
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This has led to higher satisfaction along with a greater use of our resources. If a task 
is above their scope, the processes that have been created along with the care plans 
will help them reach out to the appropriate team member to help them complete the 
task and achieve overall success. We have discovered that fostering a clinical team 
environment and supporting all members create a more rewarding workplace and 
one in which every member has ownership, pride, and respect for the outcomes that 
are achieved.

The future of healthcare will rely upon every member in the system to perform 
at the top of their professional capacity. With a shrinking workforce, increasing 
patient loads, and continued expanse of administrative burden, efficiencies will 
need to be created and achieved.

Recommendation 5: Capture the data that is required to achieve success during 
that encounter and the overall plan of care.

Electronic health records in general were never created with the intent of being 
mobile, and while many EHRs are now cloud based, this still does not solve the 
workflow for an office without walls practice. This becomes very apparent with the 
quality measures, meaningful use, and many of the other programs that CMS has 
created over the years. Many of these data points that are required to be captured 
would be done by ancillary staff within an office-based setting, though since our 
clinicians do home visits without any support staff, they are the receptionist, MA, 
RN, as well as clinician on the day of the visit.

In order to better utilize our clinicians’ time and to allow them to perform at the 
top of their professional capacity, we have created “focused” encounter templates 
that guide them to capture the pertinent information for the type of visit that is 
occurring that day. While not revolutionary, it helps our clinicians to be able to 
focus on the patient-centered care that we strive for while meeting all of the admin-
istrative documentation burdens that go along with being a clinician.

Allowing our clinicians to focus on the care task at hand has created an environ-
ment in which we are now able to watch our own utilization of services. Having 
specific encounter types help our clinicians focus on the high-quality care that we as 
an organization are striving for. It allows for the clinician to focus on the task at 
hand and document accordingly.

Principle 4: Enhance collaboration with specialists, hospitals, emergency depart-
ments, other healthcare professionals, and community resources to deliver timely, 
appropriate, and efficient care.

In order to offer true value to our patients and their families, we need to ensure 
that they are receiving the appropriate services to be able to achieve their goals. This 
requires not only just interacting and collaborating with these outside entities but 
also facilitating our patients’ wishes throughout the entire healthcare continuum. 
Our practice uses two systems/solutions to support the success of this principle, the 
HIE, care tracking tools, and our care plans.

Recommendation 6: Have systems in place that help with the flow of data.
Our practice is in the fortunate position of being located in Nevada where there 

is only one state run HIE, HealtHIE Nevada. We have also been fortunate that 
HealtHIE NV has worked very well with us and allows us to identify our patients 
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and notifies us when there are new documents posted to the HIE for our patients. 
This has allowed us to have a better view of our patients as they utilize services from 
the hospital, emergency medical systems (EMS), outpatient diagnostics, or emer-
gency departments.

The care tracking tools help facilitate the flow of the information that we receive 
from the HIE, clinicians, and facilities. These tools are also utilized to help close 
gaps in care, facilitate our medical delivery system, and help with reporting results 
to our partners.

As previously mentioned, our patient-centered care plans are the cornerstone to 
our collaboration with and throughout our community. These care plans while ini-
tially created to monitor chronic conditions have evolved to help our clinical staff 
monitor and address coordination of care throughout the continuum. We have inte-
grated our tracking tools to the care plans for ease of use.

Recommendation 7: Promote a just-in-time (JIT) medical delivery system.
In order to remove redundancy as well as to offer the greatest value to our 

patients, we strive to offer the appropriate level of service, in the appropriate setting, 
at the appropriate time. This includes but is not limited to interactions with the clini-
cian, clinical staff, or nonclinical staff in a face-to-face visit or over the phone. Our 
care tracking helps facilitate some of this, although like with any JIT system, one 
needs to be able to adapt to the unknown/unexpected event and be able to deploy the 
appropriate resources. Our practice has been fortunate to be able to partner with the 
local EMS under the Community Healthcare Paramedic program, in which they are 
able to send their trained paramedics to handle acute cases and help avoid potential 
hospitalizations.

EMS used the protocols from INTERACT III with reporting through the SBAR 
when they were contacted by our office to do a community health assessment for 
one of our patients that had one of the following suspected conditions: UTI, celluli-
tis, worsening of CHF, or pneumonia. The paramedic would then relay their assess-
ment to the corresponding clinician who would initiate the treatment plan, and there 
would be a follow-up with the patient within 24 h by either the EMS team or the 
clinician. This program is a wonderful service and helps our patients help achieve 
their goals.

Principle 5: Promote excellent clinical and patient experience outcomes that 
reflect patient goals and whole person care.

Directly tied to our patient-centered care plans are the patients’ goals, and the 
education piece of our care plans along with the care tracking system helps our 
office track patient experience, goals, and whole person care. To ensure that our 
office consistently offers quality care, it is imperative to have a workforce that is 
also having a positive experience.

Recommendation 8: Focus on quality measures that are meaningful to this patient 
population.

With the advent of meaningful use (MU), the Physician Quality Reporting 
System (PQRS), and value-based payment modifier (VBPM), quality measures 
began to take center stage, along with the burdens of reporting these measures. 
There was very little guidance around which measures an organization or practice 
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should report on, leading to many just reporting on the simplest measures to capture 
in order to fulfill this burdensome request, missing the overall intent of the programs 
creation which was to enhance patient care and outcomes. It is vital for organiza-
tions to choose measures that are not only appropriate for their patient population 
but also measures that will lead to a meaningful impact for their patients.

Next year, 2017, will be the start of a brand new Quality Payment Program (QPP) 
the Merit-based Incentive Payment System (MIPS). In an effort to get more dollars 
tied to value MIPS which is comprised of four pillars, three involving measures and 
one involving cost, now is the time for clinicians to focus on which of the 271 
Quality Measures are pertinent for their patient population.

Principle 6: Create a collaboration between primary care, behavioral health, and 
community resources to address determinants of health.

This can either be done internally within the group practice or by partnering with 
local resources.

Recommendation 9: Integrate with behavioral health.
For many years, our practice had a working relationship with a gero-psychiatrist 

to help facilitate care for our population. In 2016, we hired the gero-psychiatrist in 
order to better serve our population, focusing on our patients that have been diag-
nosed with dementia, depression, and other behavioral health conditions. For us to 
fully integrate our new clinician into our fold, we enhanced our care plans with a 
focus on behavioral health, integrated measurement, and tracking tools into our 
EHR and informed the community of our recent addition. Having our own gero- 
psychiatrist has been beneficial for our clinicians, allowing them to call at any time 
and receive a curbside consult adds tremendous value to our patients; however, 
reimbursement for these activities has been lacking. There are new payment codes 
for 2017 that promote Behavioral Health Integration (BHI). These codes similar to 
CCM will help those organizations that are prepared to begin to receive compensa-
tion for work that is already being done. Though more importantly, it will allow for 
greater integration between behavioral health and primary care.

Recommendation 10: Educate patient, family, and caregivers on community ser-
vices that are provided.

The incorporation of community services into an individual patient’s care 
plan requires a thorough understanding of those resources that are available 
within the community. Effective usage of community services is dependent upon 
care planning that goes beyond the identification of medical needs. For example, 
Medicare’s Second Generation Social/Health Maintenance Organization (S/
HMO) Program allowed primary care teams to provide expanded care benefits 
for eligible patients. These expanded benefits included care coordination pro-
grams, in which multidisciplinary ambulatory care teams conducted health-risk 
screenings, identified at-risk patients, developed care plans, and regularly con-
tacted at-risk patients to identify potential emergent health issues. Where appro-
priate, the S/HMO Program reimbursed primary care teams (via prospective 
PBP) to provide transportation, respite care, house cleaning, emergency response, 
and adult day care benefits, at a nominal cost to patients (via copays). Evaluations 
of the S/HMO Program identified reductions in the utilization of intensive 
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services (e.g., emergency department visits) and increases in the utilization of 
less intensive services (e.g., physical therapy) for high risk-patients, while at the 
same time improving functional status in comparison to a control group that did 
not receive expanded benefits [12].

Other examples of coordination and contracting between primary care and com-
munity services include integration of social determinants screening in patient care 
workflows, embedding community health workers or nonclinical specialists (e.g., 
public interest lawyers in a medical-legal partnership model) in healthcare settings, 
data sharing and referral management with nonclinical community-based organiza-
tions, contracting with community health workers and other nonmedical profession-
als, educational and occupational support, in-home improvement/adaptation to 
accommodate physical disabilities, and aging and disabilities resource centers.

Recommendation 11: Conduct patient, family, and caregiver satisfaction surveys 
to continually improve our product line.

The active solicitation of feedback, positive or negative, cannot be overlooked in 
order to improve the overall service quality and intent. Over the years, these surveys 
have helped our practice achieve greater patient, support team, and payer’s 
satisfaction.

Principle 7: Attempt to create partnerships with payers (ADD Stuff).
Once our delivery system was created and working effectively, we began to seek 

out commercial payer contracts that focus on value and not volume. Some of the 
contracts that we have created over the years have included HRA assistance, TCM 
for the costliest, skilled nursing assistance, etc.

Recommendation 12: Collaborate with payers to create meaningful measures for 
this population (MDX Senior Dimensions, Wellness Clinic, Complex Discharge, 
etc.…).

With an eye toward alternative payment models and meeting the CMS Triple 
Aim goals for value-based care, there are several opportunities for partnering with 
local Medicare Advantage Plans and Medicare Shared Savings Programs (MSSP).

Collaborative payer agreement:
We entered into a Transitional Care Program agreement with a Medicare 

Advantage Plan to help facilitate the care for their at-risk senior population. We 
agreed upon the following criteria for admittance into the program, the services to 
be provided, and the measures we would be scored upon.

• Criteria for admission: Two or more of the following (for MAP members/patients 
who reside in Washoe County geographic area):
 – LOS > 7 days
 – Previous readmissions in past 3 months
 – Three or more admissions within a 12-month period
 – Five or more chronic conditions with associated dementia diagnosis
 – Member identified by MAP data mining for patients at risk for palliative 

needs and/or predictive readmission to the hospital
 – Members/patients that decline recommended transfer to skilled or acute rehab 

level of care
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 – Members/patients that decline home healthcare or other recommended health- 
related services

 – Members/patients who meet current homebound criteria due to frailty or 
debility

 – Taxing effort to leave home
 – Cognitive impairments
 – Deficits with ADL and IADL

• TCM services
 – Clinician visit within 72 h of discharge
 – Provide medication reconciliation with patient and/or caregiver
 – Review “red flag” signs and symptoms with patient and/or caregiver and edu-

cate when and how to report health concerns
 – Follow-up with referrals from discharge entity: home health, hospice, DME, 

specialists
 – Directs to community resources to assist in the burden of financial or clinical 

care
 – Develop comprehensive patient-centered care plan
 – Advance Care Planning discussion
 – Medication adherence and potential interactions

• Measures (results)
 – 30-day all-cause readmission rate (7.9%)
 – RAF Scores—Closing HEDIS gaps (pass)
 – Acute admission/K hospital (220/1000)
 – Average length of stay (<4.8 Days)
 – Acute bed days/K (<1000)
 – Admission/K skilled nursing facility (65/1000)
 – Average length of stay (<14 Days)
 – Bed days/K skilled nursing facility (<950)
 – Clinician visit within 48 h (100%)
 – PCP visit within 7 days upon discharge from Transitional Care Program 

(100%)

In order to achieve these results, we rely upon the principles and recommen-
dations that have been discussed. This Transitional Care Program relies heavily 
upon our clinical staff within the office, the community relationships we have 
created over the years, and our care tracking system. To help create the experi-
ence that we are striving for in some cases our clinical office staff have been 
mobilized and gone into the field in order to help assure we continue to see the 
results we want. The results have helped show the value of this program to the 
health plan and have helped our office look to expand this offering to other 
health plans in the area.

J.V. Phillips and S.L. Phillips
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8Keys to Successful Primary Care 
Operations

Shelly Thomas

Many healthcare consultants, practice owners, and authors have studied and analyzed 
the most successful practices in the United States and have published key factors of 
success. A publication by the Total Success Center summarized the key success fac-
tors after studying for over 25 years and found what works best. A primary care prac-
tice is a business. “Over time it became apparent that many of these consultants and 
authors were saying basically the same thing, just using different language.” [1].

Five keys to a successful practice [2]:

 1. Managing and developing people
 2. Strategic focus
 3. Operations
 4. Physical resources—the finances
 5. Customer relations

It takes more than just knowing the five factors; the entire practice must be 
engaged, committed, and willing to work together to achieve success.

The most valuable assets of a practice are its people and recognizing this is the 
start to a successful practice. Managing and developing people is a primary 
aspect of building and maintaining a primary care practice. It is difficult to 
accomplish an organization’s goals unless their people are motivated and have 
good teamwork. Building a strong team and developing positive relationships 
among team members are the keys to a positive successful environment. This can 
be achieved by understanding and addressing the individual needs and concerns 
of your staff.

mailto:shellyshell315@aol.com
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People at work share fundamental needs that tend to never change, regardless of 
generation, geography, nationality, or gender:

• We all want to be informed.
• We want our opinions to matter.
• We want to be involved in creating changes and improvements.
• We want to be acknowledged for our efforts.

Develop winning leaders within the organization and work with people who can 
coach good employees to become better people. “There is a difference between 
being a boss and a leader. One manages their employees, while the other inspires 
them to innovate, think creatively, and strive for perfection. Every team has a boss, 
but what people need is a leader. Not sure how to tell the difference between the 
two? Here are some key traits that differentiate bosses from leaders.” [3]. It is the 
people that matter at the end of the day and ultimately drive the success or failure of 
the practice. Winning leaders can be a “boss” or a coach if their style includes 
awareness and responsibility. Employees respond well to these qualities.

A primary care practice must continually work on the organization’s strategic 
focus which is always changing. It is ultimately unknown who will control the 
healthcare market because it is externally driven, and being able to adjust and plan 
for changes is an important aspect of any management team. It is important that all 
employees understand the goals, the mission, and the values of the organization so 
they too are part of where you are headed. Hiring and retaining employees who 
understand and are committed to carrying out the mission and values are necessary 
to carry out strategic plans. It is important to infuse pride among the employees 
through the implementation of the organization’s goals, mission, and values. This 
takes time and requires constant interaction among the team.

You cannot have a strategic focus or direction without operations to carry out the 
vision. In a primary care practice, whether the title is manager, medical practice 
manager, physician practice manager, administrator, practice administrator, execu-
tive director, office manager, CEO, COO, director, division manager, department 
manager, or any combination thereof, people who manage physician practices must 
understand the day-to-day operations. These people perform some combination of 
the responsibilities listed here or manage and/or oversee people who do:

• Human resources
• Facilities and machines
• Ordering and expense management
• Legal
• Accounting
• Payroll
• Billing, claims, accounts receivable
• Marketing
• Strategic planning

S. Thomas
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• Day-to-day operations
• Insurance contracting
• Incentive plan management (HEDIS, PQRS, MACRA, etc.)
• Stay current

Operations are largely internally focused, whereas strategic focus is externally 
driven.

A comprehensive strategic plan includes analysis of an organization’s internal 
strength (i.e., the operations). An internal evaluation allows you to focus on areas that 
will increase productivity, efficiency, quality standards, and overall performance. 
“Analyzing a company's current strengths and weaknesses provides a wealth of insight 
helpful in accomplishing internal goals and internal analyses can provide advantages 
for achieving external goals, as well. Analyze all components of your business when 
identifying internal strengths and weaknesses. Look into the education, experience 
and overall competence of your employees to discover competitive advantages in your 
workforce. Review your production systems to spot any competitive advantages or 
clear impediments. Review your cost structure, pricing policies and financial ratios to 
determine you financial strength or weakness compared with competitors.” [4].

Now that you have the people, the strategic plan and the operations team ready, 
how are you going to pay for everything? “Failing to manage cash flow is the num-
ber 1 reason for business failure.” [5]. By selecting a few key performance indica-
tors (KPIs) to review frequently, you will be able to concentrate efforts on areas key 
to financial success and will be able to observe trends or spot potential issues in a 
timely manner. A key area to financial performance is successful medical billing. 
Weather you outsource this function or perform this function in-house, it is impor-
tant to understand how the practice is performing.

KPIs to review and monitor:

 1. Monitor claim volume, submission trends, and clean claim rates.
 2. Isolate/prevent rejections by reviewing denials by payer and provider.
 3. Understand where rejections/denials are occurring (coding, eligibility, not cov-

ered, patient demographics, etc.).
 4. Monitor charge lag/time to payment from DOS to clearinghouse to full payment 

for cash flow indicators.
 5. Monitor and evaluate payments by CPT code.
 6. Know your contracted payment amounts.
 7. Monitor/trend percentage of the allowed amount paid.
 8. Monitor credentialing and timing of effective dates.

Knowing how you are performing will allow the practice to make necessary 
operational changes and adjustments to ensure clean claims are being sent out with 
the quickest turnaround leading to efficient cash flow. Communication among all 
leaders in the practice is necessary to bring about any type of change impacting 
financial success.

8 Keys to Successful Primary Care Operations
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Customer relations may be listed as number five; however, it is actually probably 
the number one key to any successful practice. The definition of a “customer” is a 
person or entity that obtains a service or product from another person or entity in 
exchange for money. Customers can buy either goods or services. Healthcare is 
classified by the government as a service industry because it provides an intangible 
thing rather than an actual thing. Many practices are now focusing on “patient- 
centered” care, which, because they are businesses, means that they are focusing on 
keeping customers by providing good customer service. Understanding patient 
needs is more important than what you are selling. Clinical care is rarely the reason 
a patient is not satisfied with the practice. Typically, dissatisfaction comes from an 
interaction with staff, a billing error, or frustration with getting through to the office. 
“By keeping in touch with customers and asking the following questions often, you 
will do a great job at developing customer loyalty and keeping the competition 
away” (see Ref. [1]).

 1. What do you need?
 2. What problem would you like solved?
 3. What deficiency would you like filled?

If the team can accomplish these keys, a successful practice and a rewarding 
sense of teamwork will follow. It's not always the task at hand that challenges teams 
in their progress, it’s the relationships and the little things that happen day to day. 
Maintaining a team that cares about each other and the organization is the ultimate 
key to successful operations.
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9Primary Care Across the Care Continuum

Steven Atkinson

The model of geriatric primary care has undergone some dramatic changes over the 
last decade. Both nursing homes and assisted living facilities (ALFs) are developing 
into a framework where patients live out the rest of their days comfortably. 
Traditionally, neither environment was ideal, but the shift in services those facilities 
can now provide has shaped how a primary care provider (PCP) can also practice 
medicine comfortably with all the amenities of resources they may have utilized in 
a traditional office setting. If PCPs can envision this environment as a delivery 
method for quality primary care, unbound by the boxed-in walls they may have been 
accustomed to, then management of chronic care can be done in both a cost- effective 
way and also one in which the practice thrives. However, there may be some who 
believe primary care practices cannot make it in this environment; this chapter is 
dedicated to transcending that barrier.

Practices can, and do, thrive in a place where the services are brought to the 
patient rather than the patient going to get the services [1]. Labs, X-rays, ultrasound, 
barium swallows, and EKGs all are delivered in ALFs and nursing homes nowa-
days. These services have been extended to wound care, podiatry, psychological 
services, dentistry, and audiology to give a few additional examples. Now specialty 
services, such as neurology, psychiatry, and orthopedists, are being asked to join. In 
some cases, the setting makes it’s even easier to deliver primary care medicine since 
everything comes to the patient rather than the patient going out to seek the service. 
In keeping that focus in mind and understanding the place where modern medicine 
and technology have taken us, thoughts have long been emerging about the best way 
to deliver that care.
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 Fragmented Care

Fragmentation of the current delivery system of medicine in the United States is what 
initially created a costly and counterproductive environment. It’s not surprising that 
families utilize an emergency department, or even a hospital, as a “one-stop shop” for 
the healthcare delivery system. Those environments allow a patient to get every test 
and every specialist, all housed in one environment, quickly, even though the cost is 
outrageous. However, since the product of this environment is high-paced, the care 
becomes fragmented, which compromises the patients personal safety. The safety net 
of the holistic care a primary care provider can provide, is simply overlooked just by 
the nature of the environment.

Various models have been developed to try to reduce fragmentation but have had 
difficulty implementing them. The GRACE model, discussed later in this chapter, is 
an example of a recently successful approach that combines care coordination with 
the expertise of a clinical geriatric provider [2]. Studies clearly show that single 
provider interventions are rarely successful in reducing readmissions [3]. A suc-
cessful transition of care model has been shown to be effective if the services extend 
throughout the transition of care. Furthermore, well-known philosophical geriatric 
models have demonstrated in the real world the ability to reduce emergency depart-
ment visits as well as hospitalizations to improve overall healthcare costs. In the 
earlier models, GeriMed of America and Senior Care of Colorado set the tone for 
more care-coordinated models such as Twin Cities Physicians and Rocky Mountain 
Senior Care. These newly developed models have, to some degree, been able to 
extend services along the continuum of care.

So why haven’t organizations like this spread? One reason is those models 
described above have not had an effective payment model to support such efforts. Our 
existing healthcare system doesn’t take a vested interest in incentivizing care coordi-
nation when multiple specialists are involved. Fee for service—the Medicare model—
is a barrier to successful implementation of these types of care coordination programs. 
In fact, hospitals and private payers have made attempts to provide additional pro-
grams supporting continuity of care, only to find the care is still not completely coor-
dinated because the teams involved in the patient’s care poorly communicate with one 
another along those different environments. Additional barriers include the absence of 
evidence-based treatment decisions, lack of healthcare provider teams that are 
accountable for that particular patient, inaccurate medication reconciliation, delay in 
the transfer of medical records, lack of timely follow- up, duplicative testing and ser-
vices, and substandard communication with patient’s families [4].

Questions then arise: can states effectively handle the booming elderly popula-
tion as they move along the spectrum of care? Will states find alternatives that com-
bat those barriers described above? Will communities expand down the roads to 
include skilled nursing sectors or stick with assisted living communities only? Or, 
even more dramatic, will assisted living communities become what most would 
envision as a nursing home?

Given those over 65 years of age will increase to over 98 million older persons 
living in America by 2060 (Fig. 9.1) and those 85 are expected to increase to 19 
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million people by 2050 [5], there is going to be a huge shortage of providers. These 
are just a few of those questions that need to be answered to prepare for the influx 
of aging seniors to meet their needs.

One reason for concern is Medicare alone won’t be able to cover healthcare 
needs for seniors given that influx. Those projections indicate that nearly one-fifth 
of the US adult population will be over 65 by approximately 2040. The traditional 
fee-for-service model will collapse under the weight of all those seniors.

Senior living communities that desire to stand apart have started to catch on to the 
idea and are now building “neighborhoods” that are servicing all types of care within 
that community. Newer housing developments for seniors are steering away from 
exclusively assisted living, independent living, or skilled nursing and instead working 
within a framework like that of continuing care retirement communities (CCRCs). 
These communities set aside space for a percentage of skilled nursing beds in relation 
to independent living, assisted living residences, and memory care. For the model to 
embrace continuity, at the helm, there is a physician with a handful of physician assis-
tants and nurse practitioners delivering all of the hands-on care, alongside a desig-
nated care coordinator—oftentimes a social worker—who is coordinating the services 
those patients may need, e.g., labs, X-rays, dentistry, durable medical equipment, etc.

National organizations have also been instrumental in proposing several descrip-
tions of what constitutes ideal transition of care service. The American Geriatrics 
Society has identified four best practices in transition of care: clinical care needs, 
policy needs, education needs, and research needs. In their report, they emphasize 
communication between the providers involved and unobstructed access to patient 
records containing problem lists, allergies, medications, advance directives, a base-
line physical and cognitive assessment, and contact information for both 
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professional care providers and a point of family contact [6]. Models, such as that 
described above, have taken root in places like Minnesota. The Reducing Avoidable 
Readmissions Effectively (RARE) campaign was a collaboration of 86 hospitals in 
the state of Minnesota [7]. Ultimately, more than 7000 readmissions were prevented 
through this campaign.

In Minnesota, there was a focus on five key areas during the transition of care:

• Comprehensive discharge planning
• Medication management
• Patient and family engagement
• Transition of care support
• Transition of care communications

It is a system like this that Medicare and larger health insurers should embrace. 
However, it’s also the framework of this system which PCPs can strive to work 
within and create a practice around.

Other methodologies have also shown success. The Mathematica Policy report 
incorporated elements of care to reduce hospitalization. They concluded successful 
programs were more likely to provide the following six elements of care [8]:

• Face-to-face care coordinator contact with patients
• Face-to-face care coordinator contact with physicians
• Evidence-based patient education
• Management of care setting transitions
• Facilitation of communications across providers
• Medication management

The GRACE model, as described earlier, aspires to the following seven 
 attributes [9]:

• NP/social work team assigned by physician and practice site
• Focus on geriatric conditions and medication management to complement pri-

mary care
• Provided recommendations for care and resources for implementation and 

follow-up
• Incorporated proven care transition strategies
• Provided home-based and proactive care management
• Integrated with community resources and social services
• Developed relationships through longitudinal care

What’s important about the model isn’t the number of items on the list, it’s the 
concept of how to manage care throughout that continuum. Looking at how each 
neighborhood looks, and understanding it well, helps shape the way that primary 
care practice looks.

S. Atkinson
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 How Neighborhoods Differ

 Independent Living Facilities

The setting itself is currently considered a completely independent setting, but it 
may be shifting giving the competitive nature of these communities. Currently, 
independent living facilities, at the very least, have included a service coordinator 
such as a social worker to navigate the dynamics of social services available to the 
aging population. The primary focus of these service coordinators is to identify 
those supportive services—housekeeping, transportation, meals, and socializa-
tion—and to create the “link” to service needs of the older adult. In some settings 
there are even nurses on staff during typical business hours to answer simple ques-
tions and provide health education, monitoring of basic vital signs like blood pres-
sures, and coordination with the residents’ physicians.

 Assisted Living Facilities (ALF)

Assisted living facilities (ALFs) have literally proliferated with an estimated 1.4 mil-
lion elderly adults currently residing in ALFs across the country [10]. To some extent, 
ALFs offer some potential advantages to PCPs in that geriatric adults are more collec-
tively accessible. Developers too have marketed this residential option to the elderly as 
a place to go when they can’t live independently in their own home. In 1999, research 
was done to evaluate the community at large in an ALF. At that time, the study evalu-
ated ALFs that had 11 or more beds and that either self- identified as an assisted living 
provider or offered at least a basic level of service, including 24-h staff oversight, 
housekeeping, at least two meals a day, and personal assistance to include at least two 
of the following—managing medications, bathing, or dressing [11]. At that time, four 
out of five of the residents in these facilities were totally independent in all activities of 
daily living (ADLs), 13% needed help with one or two ADLs, and 8% needed help 
with three or more ADLs. It is obvious to see these findings indicate the assisted living 
population is significantly less impaired than the nursing home population. Additionally, 
only 44% of those ALFs had policies that would admit patients who needed assistance 
with transfers, and 47% would admit people with moderate cognitive impairment.

By 2002, that dynamic had already started to change. It was observed there was 
a shift, and even though ALF residents were still healthier than the nursing home 
population, they were older and required more services. Evidence suggested that 
ALFs were accepting less healthy people over time and that residents were also 
aging in place. The longitudinal analysis revealed an increase in the proportion of 
residents with significant functional disability [12]. Another additional dynamic 
was access to nursing services. In doing so, it significantly reduced the odds of indi-
viduals moving to a nursing home, and thereby ALFs could collect revenue that they 
would have otherwise lost. The conclusion is assisted living facilities had the poten-
tial to substitute for a nursing home.
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By 2010, this dynamic has changed even more. More than half of ALF-admitted 
residents had considerable healthcare needs with roughly 40% of residents needing 
assistance with three of five basic ADLs. Additionally, they served more adults with 
dementia accounting for nearly 81% of residents in smaller-sized facilities and 63% 
of those in larger facilities [13].

 Nursing Home Expansion into Assisted Living

Since that time, dropping occupancy rates and market competition have forced 
many traditional nursing homes to explore expansion into assisted living facilities. 
Some nursing home operators have transformed their building into makeshift ALFs, 
with nursing and service coordinators and an “in-house” team to support labs, 
X-rays, dentistry, podiatry, and even physician services across the spectrum of ALF 
to long-term care (LTC).

From a marketing standpoint, those facilities use terms like “aging in place” 
when in reality it’s a tool for financial survival for these facilities. Although patients 
may never have intended to go to a nursing home, these individuals did have a sense 
of security of knowing that this higher level of care was right nearby.

 The Evolved Continuing Care Retirement Communities (CCRC)

The concept of a continuing care retirement communities was initially established in 
the mid-1970s to address the demands and preferences of middle- to high-income indi-
viduals for a continuum of care that attempts to exemplify the “aging in place” concept. 
Findings from a series of regional workshops that invoked the thoughts of stakeholders 
suggested that many had mixed views about the role of independent apartments in 
helping their elderly tenants remain in the community and delay or avoid transfers to 
nursing homes [14]. Consequently, developers built a campus that included indepen-
dent living settings (apartments and cottages), facilities similar to subacute care as pre-
cursors to assisted living when people couldn’t go back to their independent 
environment, and nursing homes which might also include memory care if it was 
needed. And even though individuals could still transition from one setting to another, 
those who bought in, signed and purchased a life-care contract, understood they would 
be fully taken care of in the event of debilitating illness or disability. Forty-five years 
later, CCRCs still exist, and even though the signed contracts or the “buy-in dynamics” 
may have changed, many continue to provide this concept of aging in place.

This model more explicitly recognized ALFs as a residential and care setting 
designed to meet the needs of individuals who needed nursing and social services. 
For some residents, assisted living was the last stop along the continuum as hospice 
services were being provided in this setting. Consequently, what has followed has 
been an evolution of what the CCRC, or more specifically, what the ALF has become. 
It appears to be evolving into the “new nursing home” as has been demonstrated by 
Kindred who has sold all their “traditional” nursing homes in favor of focusing on 
their home health and hospice segments where revenue margins are better [15].
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Given this perspective, the typical “primary care” model has shifted with it. A phy-
sician-led provider team of geriatric-trained physician assistants and nurse practitio-
ners can literally bring the office to the patient. These teams have arrangements with 
service coordinators or property managers and have the ability to make house calls to 
chronically disabled older adults who have multiple chronic conditions, especially for 
those who find it difficult or impossible to go to a doctor’s office or a clinic. The teams 
provide intensive chronic disease management (often using electronic health records, 
health information exchanges, and in part telemedicine) just as in a traditional clinic 
setting. These providers are reimbursed currently on a fee- for- service basis, but coordi-
nation with a service coordinator can provide that link to essentially turn an indepen-
dent housing clinician into a comprehensive health- and long-term care model.

 The Latest Model

Now integrated hospital and healthcare systems want to join in offering a “package” 
as part of their repertoire of services. Organizations such as IPC The Hospitalist 
Company have attempted to follow their patients along the continuum—or develop 
their own versions of facilities that span the continuum of care. This health system 
itself is attempting to manage the transitions between hospital and skilled nursing 
facilities and reach across the gap of coordinating care in assisted living to make 
efforts to avoid costly nursing home placement. It is important to note, however, 
comprehensive hospital, health, and long-term care systems that achieve adminis-
trative integration do not always achieve good service integration. The key word 
needs to be care management. Otherwise, assisted livings become just another pro-
duction center of revenue and don’t really achieve continuity of care nor do they 
achieve meaningful savings in the healthcare system.

 How the Model Fits in the Current System

There is strong concern that our current system will not be able to supply an ade-
quate amount of clinicians to meet the ever-increasing chronic care needs of the 
aging population. Countries that focus on cost containment also focus on having 
primary care as a centerpiece of their healthcare delivery system [16].

In 2008, the National Committee for Quality Assurance provided a road map to 
define the framework of what that primary care model might look like to improve 
patient outcomes. They even went so far as to define these homes as medical homes. 
The definition included a model of care that bolsters the clinician-patient relation-
ship and replaces episodic care with coordinated care. Each patient developed a 
relationship with a primary care clinician and a team of PAs or NPs who collectively 
took responsibility for patient care along with the patients’ healthcare needs and 
arrange for appropriate care with other qualified clinicians. This model was really 
intended to provide a more personalized touch that was both coordinated and effi-
cient [17]. This model itself was also endorsed by the American Medical Association 
and 18 specialty healthcare organizations [18].
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There are seven joint principles this model aspires to follow:

Personal physician: Each patient and their families have a relationship with a 
physician- led team who are all trained to provide continuous and comprehensive 
care. The intent being that patient-centered care is built on that foundation of a 
patient-provider relationship.

Physician-directed medical care: The physician leads a team of individuals that col-
lectively take responsibility for ongoing patient care. The intent is meant to 
encourage physicians to adopt a team approach to care.

Whole-person care: The physician team is responsible for providing all the patient’s 
healthcare needs and for arranging care with other qualified specialists if needed. 
The intent is again meant to encourage a team approach to care for a patient’s 
acute, chronic, and preventive care needs.

Care is coordinated and integrated: Coordination occurs within the healthcare sys-
tem but within the patient’s community. The intent again is to foster a collabora-
tive process where physical, occupational, and speech therapy and additional 
community-based services (i.e., pharmacists, podiatry, labs, imaging, dentistry, 
psychology) are providing a team approach to care.

Quality and safety: The model supports patient-supported disease management, but 
the information is shared through performance reporting, clinical decision sup-
port from clinicians, patient education, online communication, and ongoing 
quality improvement.

Enhanced access: Care is available not just during the workday but expanded hours 
of 24/7 access to the provider team using innovative techniques to communicate 
between patients, provider, and practice staff. The goal here is to constantly have 
access—whether it be in person and by telephone, secure email, or real-time 
video conferencing. Additionally, the care team gets secure text communication 
about the nature of a patient’s concern and then decides when appropriate fol-
low- up should take place.

Payment: To promote a sustainable model, reimbursement should be rewarded or 
given to those expanding services beyond just an actual patient encounter. The 
enhanced access demands and is deserving of a system that demonstrates value 
above the status quo, such as improved health outcomes and significant decreases 
in hospitalizations.

 Bringing It to Fruition

By adopting those joint principles, primary care will be redefined, and those willing 
to embrace it will likely be rewarded. To facilitate that model though and create the 
multidisciplinary team as is described above, there is a need to include a physician 
who feels comfortable leading a team of PAs and NPs. And while the model cer-
tainly includes a physician seeing patients, it does not mean the patient needs to be 
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seen for every acute, subacute, or chronic illness by the physician. In fact, the driv-
ers of much of that care are led by a physician assistant or a nurse practitioner who 
is skilled in geriatric medicine. The physician is then called upon to carry out rou-
tine visits as mandated by law or limited to those situations where an additional 
knowledge base or skill set of the physician is required.

This multidisciplinary team must also include a nurse or well-trained medical 
assistant that runs the primary care practice. Much like an office-based setting, 
where office staff help facilitate labs, X-rays, and subspecialty visits, this person can 
do the same from a physical location. That physical location could be an office or it 
could be a person’s home; this is the dynamic nature of this type of primary care 
model. Each primary care practice identifies the internal team to lead that medical 
home model whether that medical home be a nursing home, an assisted living facil-
ity, or an independent living setting. Ideally, a registered nurse or licensed practical 
nurse could coordinate all of this. However, a good medical assistant can also go a 
long way in providing quality care.

 Advantages and Challenges

Being a primary care provider in these settings requires constant communication 
with the facility, a good relationship with nursing and non-nursing staff, and some 
real creativity. A patient’s couch or bed, rather than an exam table, may be where a 
full assessment occurs. Improvisation is a prerequisite of this setting. All the while, 
productivity is the mainstay of success. Given most of the patients are housed in one 
environment though, this can be done very efficiently.

One challenge is being accustomed to mobile services as was discussed earlier. 
Blood draws, ultrasounds, EKGs, or X-rays will have delayed turnaround times. 
Providers need to rely more on their clinical skills while waiting for such tests to 
come back. Providers need to be patient with a variety of durable medical equip-
ment (DME) companies so that equipment can be procured for their patients. Wound 
care, podiatric services, and audiology can be done onsite in many cases. And home 
health services—PT, OT, and ST—should and can all be done in this setting. 
Hospice care is also an integral part of this process and becomes an invaluable part 
of the medical care people receive.

As the practice grows, time efficiency and medication-related issues present two 
major obstacles. Documenting monthly medication lists can be time-consuming, 
and finding patients can sometimes be challenging as well. Additionally, a provider 
may have several facilities to travel to in 1 day. Therefore, “windshield time” needs 
to be accounted for. Furthermore, each facility is different. Some ALF facilities 
have licensed caregivers administering medications, and others do not. Some permit 
nurses to receive verbal orders, while others require a handwritten and signed order. 
Providers need to know the nuances between facilities and morph around the needs 
of the buildings and not require the buildings morph around their needs.
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 Where to Start

It needs to be stressed that although a practice needs an MD at the helm for over-
sight, and perhaps for those difficult cases, the initials following the providers’ 
names, such as MD, DO, NP, and PA, matter little to most older patients [19]. Older 
adults want to know someone cares for them and has their best interest in mind. The 
advanced practice provider should be comfortable understanding when more spe-
cialist engagement is needed.

To create an effective practice, all providers need to feel supported. Allow them 
adequate time to evaluate and treat older complicated adults. Practices not allowing 
sufficient time for initial or follow-up visits will find themselves with frustrated 
providers which can lead to attrition and dissatisfied patients or families.

A team approach is also necessary in settings like assisted living facilities and 
skilled nursing facilities. Providers should have relationships with nursing, social 
work, pharmacy, and therapy. This sounds difficult, but something as simple as say-
ing hello to any of these professionals goes a long way in setting the tone of 
approachability. The team approach is also perceived as having continuity centered 
around it. Providers who are enthusiastic about their work will naturally build a 
mini-practice within the buildings they frequent and build that practice from within. 
Naturally, too, their familiarity with those patients goes a long way in being able to 
be more productive.

 Compensation Strategies for Providers

Practices can be successful and provide good geriatric care if their providers see 13 
to 15 patient visits in an 8-h day. This time reflects a typical visit, extended visits 
(whether it be a new patient history/physical or complicated follow-up visit), and 
windshield time. In any practice, whether it be Medicare-managed care or tradi-
tional fee for service, a practice cannot expect a provider to render quality geriatric 
care if the bar is set too high. Stick within that “sweet spot” of 13 to 15 patients, and 
providers will likely stick around rather than leave the practice. There are also those 
providers who see considerably less than that volume of patients but who build the 
volume of patients and facilities within the practice. They are appropriately called 
“builders” rather than “producers,” and they too hold their weight in the practice. 
Keeping this in mind allows a practice grows at a steady pace.

There are mechanisms to ensure attractive compensation. They include salary, 
productivity bonuses in the form of payment and vacation, and considering how 
part-time providers can balance the ebbs and flows of a practice. A competitive sal-
ary allows a provider to focus on quality of geriatric services without pressuring 
them to focus solely on the quantity of visits. Incentives, based on volume, can also 
be instrumental for those providers that desire to work harder and add to that com-
petitive salary. Finally, the use of part-time employees with a prorated salary or 
productivity-only salary will allow a float to cover those providers who are out on 
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vacation or whose facilities have a high number of patients during periods of time, 
e.g., more influenza cases in the winter months versus the summer or more elective 
surgeries in the summer months. The risks associated with that discussed above 
include a provider that may not be as productive as he or she should be to build the 
practice. It needs to be emphasized that some providers produce numbers under the 
expectation, while others produce volume over it. Successful practices find the right 
balance between salary and volume expectations.

One mechanism to account for this is a relative value unit (RVU) plan. Practices 
can design RVUs that reflect the time needed for various visits. For example, if a 
geriatric provider spent longer time with patients and families and it takes them 
one hour to complete this task, they get three RVUs for spending that time with a 
complex patient and family. On the other hand, a provider’s colleague who is see-
ing three follow-up visits in one hour would get the same three RVUs. Therefore, 
each geriatric provider is not being penalized for the time needed to provide good 
geriatric care. RVUs make compensation fair regardless of how much time a pro-
vider devotes to geriatric services. However, it can be time-consuming for those 
in the accounting and human resource departments, and they need to calculate this 
weekly.

 The Concept of Continuity of Care

In the leading paragraphs of this chapter, the importance of continuity of care was 
discussed. It is a selling point with ALFs and skilled nursing facilities (SNF) alike 
when they hear how a practice can drive volume into their buildings. It is not uncom-
mon that patients take ill in their ALFs and end up hospitalized. A good geriatrician 
will serve the patient by trying to get them back home. To do so though means there 
may need to be a conduit—such as a skilled nursing facility—in the interim to get 
them back home. That continuity speaks volumes to the ALFs—knowing they’re 
going to get their patient back—but it also improves overall care and makes the 
patient feel like they are literally being cared for by their “doctor” along that jour-
ney. For managed care, a 3-day hospitalization can oftentimes be bypassed; it 
equates to cost savings by not having that expensive hospital stay. Extending that 
geriatric arm is priceless and will ensure a practices success given it’s managed cor-
rectly. To do that, a practice manager needs to maximize a geographic grouping of 
visits to make it convenient. For example, an advanced practicing provider should 
keep windshield time to a minimum and group facilities around one another.

Most importantly, the geriatric provider must know how to capture their work. 
This applies more to a nursing home than an assisted living. It is difficult for a pro-
vider to bill on time in an ALF (it’s all based on a face-to-face visit), whereas in a 
SNF, total floor time can be captured, and billing is reflective of all that floor time. 
It is imperative providers know and understand those nuances. Providers who know 
how to capture their work through good use of E/M and time-based billing will help 
a practice immensely.
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And though practices will find nursing homes/SNFs to be more financially 
rewarding for a practice, since seeing a higher patient’s volume is likely, it will cre-
ate additional work for the practice. Three are worth noting:

• The volume of calls from nursing homes is exponentially higher than that of an 
assisted living. Since concerns can and will arise at any hour of the night, provid-
ers will need to take that call.

• The patient acuity is higher. Many of the patients as early as 5 years ago aren’t 
nearly as sick as the patient in 2017. Shorter hospital stays contribute to that. More 
importantly, providers need to feel comfortable with that higher level of acuity.

• The third issue involves regulations in nursing homes. From the history and 
physical in subacute care to the mandated monthly visit in long-term care. Each 
state is different in what they require, but both timely physician and advanced 
practitioner follow-up can be stressful to a practice.

These constraints are lessened in a practice that only focuses on assisted living.

 Expanding into the Home

Residential home visits can be very risky for any practice. The scheduling of 
appointments, the windshield time for providers, and the unexpected events all cost 
time and money for the practice. It can be done though when focus is placed on 
independent living settings such as senior housing or cooperatives where the popu-
lation is only geriatric and concentrated. This allows for effective geographic group-
ing such as a nursing home or assisted living facilities. Another challenge is how to 
fairly compensate a person who decides only to take on home visits. Initially, prac-
tices should steer away from this model of care unless they predominantly go into 
senior housing centers.

 Recruiting and Retention Strategies

Successful practices have considered the financial and emotional costs of replacing 
unfulfilled providers. Recruitment, training, delays in provider efficiency when they 
start, staff morale, and patient relationships are the mortar that hold the bricks of the 
practice together. An office manager who continuously keeps in touch with all their 
providers, to understand their concerns, can improve provider satisfaction.

 A High-Touch/High-Tech Experience

A good geriatric practice weighs the benefits of high tech and high touch. To be able 
to view faxed orders or prescriptions, review labs or progress notes, and check 
imaging studies such as X-rays, is important; to do it all from your phone is the high 
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tech part of it. The use of devices for real-time video conversations with staff, 
 families, and patients is the world that we have evolved into; medicine must evolve 
with it. For example, CPT codes now exist—and can be billed and paid in the state 
of Minnesota—for video conferencing and/or assessments.

Most importantly, all of this needs to be done in real time so that at any time, any 
provider, anywhere in the world, has access to those records. Ultimately, to span 
across the barrier of a wall within a practice, it’s recommended that health exchange 
of information also be a part of this high-tech experience. It will make the practice 
stand apart from their competitors.

While young providers may have that skill set, older providers may struggle. But it 
works both ways. Older providers may offer insight in their experience and confidence 
to make complex decisions where those “techy” tools may not be as effective. It is a 
balance, but technology and a sense of touch can be very effective. Practices that incor-
porate high tech with high touch tend to more successful.

 What’s Next

The trends in America suggest older adults will be left without an adequate supply 
of primary care providers. Consequently, more care of older adults will fall upon 
non-fellowship-trained family practitioners, internists, and advanced practice pro-
viders [19]. However, given the right environment, creative solutions do exist for 
quality care. Advances in medical technology and mobile health services can enable 
a team of providers to fully deliver primary care service at the convenience of 
patients and families. The vast difference is they are not bound by the traditional 
brick and mortar older practitioners were accustomed to. These evolving practices 
can be highly reimbursable, with essentially low overhead expenditure, which is 
ideal for changing the language of primary care.
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10Primary Care in the Nursing Home

Robert A. Zorowitz

 Quality of Medical Care in the Nursing Home

The drive for quality primary care in nursing facilities arose in the last few decades 
in response to public concern about substandard medical services provided to nurs-
ing home residents. In his seminal, Pulitzer prize-winning book, Why Survive? 
Being Old in America, Dr. Robert N. Butler wrote in 1975:

One can also list a grim catalogue of the medical deficiencies of the nursing-home industry 
and related facilities. Nursing homes, however financed, do not provide well-organized, 
comprehensive medical care. Care must be obtained from family physicians or private phy-
sicians assigned by a welfare agency or the home itself. Many states do not even require a 
principal physician, let alone a medical director, for a nursing home, and when they do there 
is no assurance that the physician regards himself as responsible for the patients. Doctors 
seldom conduct regular rounds. Winter flu shots are often not given. There is minimal pre-
ventive care… [1]

In response to the serious problems plaguing nursing home care brought to the 
public’s attention by Butler’s book, a series of reports by the Special Committee on 
Aging of the United States Senate [2] and subsequently by a landmark report by the 
Institute of Medicine, “Improving the Quality of Care in Nursing Homes [3],” 
Congress passed the Federal Nursing Home Reform Act as part of the Omnibus 
Budget Reconciliation Act of 1987 (OBRA-87). Under the regulations of OBRA-
87, a skilled nursing facility “must provide services to attain or maintain the highest 
practicable physical, mental, and psychosocial well-being of each resident, in accor-
dance with a written plan of care which…is initially prepared…by a team which 
includes the resident’s attending physician [4].”
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In addition to introducing a series of quality metrics to be reported in the 
Minimum Data Set (MDS), OBRA-87 established the right of nursing facility resi-
dents to choose a personal attending physician and to be fully informed in advance 
about care and treatment. In this chapter, we will examine the challenges of provid-
ing medical care to this complex and vulnerable elderly population and several 
approaches to medical management that have evolved since the passage of that 
landmark bill.

 Nursing Home Residents

There are over 15,000 nursing (OBRA-87)facilities in the United States with 
approximately 1.7 million licensed beds [5]. Most nursing facilities are comprised 
of two related, though often comingled, services. Long-term residential care is pro-
vided for those individuals who live in the nursing facility, often their last place of 
residence. Skilled nursing and rehabilitation services or subacute care is provided to 
patients discharged from the hospital but who require additional short-term inpa-
tient nursing and rehabilitation services prior to safely returning home. More 
recently, many nursing facilities are also providing palliative care and, in collabora-
tion with certified agencies, hospice services for terminally ill residents.

Medicaid is the main source of payment for residential long-term care nursing 
home services followed by out-of-pocket payments [6], whereas Medicare is the 
main source of payment for short-term skilled care [7] as well as medical services 
by physicians and other healthcare providers to both long-term care residents and 
short-term subacute patients.

According to the Centers for Disease Control and Prevention, 41.6% of long-
term nursing home residents are age 85 and over, 27.2% are ages 75–84, 16.1% are 
ages 65–74, and 15.1% are under age 65. Chronic diseases and multimorbidity are 
extremely common. Approximately 50% of long-term nursing home residents suf-
fer from Alzheimer’s disease or other dementias, just under 50% suffer from depres-
sion and nearly a third suffer from diabetes and its complications [8]. Adding to this 
complexity is the phenomenon of polypharmacy, the administration of multiple 
medications, resulting in frequent adverse drug reactions [9, 10].

According the Medicare Payment Advisory Commission (MedPAC), in 2014, 
about 15,000 Skilled Nursing Facilities (SNF) furnished 2.4 million Medicare-
covered stays to 1.7 million fee-for-service (FFS) beneficiaries. Most post-acute 
SNF admissions are for patients treated in the hospital for joint replacement, septi-
cemia, kidney and urinary tract infections, hip and femur procedures, pneumonia, 
heart failure, and shock. Many recipients of skilled services are long-term nursing 
home residents returning from hospitalizations back to the nursing home, where 
they become eligible for skilled services under Medicare Part A. Therefore, post-
acute SNF patients are older, frailer and disproportionately female, disabled, living 
in an institution, and dually eligible for both Medicare and Medicaid. In 2014, 
37.6% of recipients of skilled nursing facility care were discharged to the commu-
nity, although the percentage of patients, who had been living in the community 
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prior to hospitalization and skilled services and subsequently discharged to the 
community, is significantly higher [11].

Thus, individuals in nursing homes, for either long-term care or short-term post-
acute care, are among the most complex, frail, and vulnerable elderly. Moreover, 
there is evidence that over the last 20–30 years, nursing home residents have become 
increasingly frail and complex [12, 13]. A recent review and meta-analysis found 
that as many as 50% of nursing home residents were frail and approximately 40% 
were prefrail [14].

A 2006 Kaiser study noted that the average length of stay for long-term residents 
in nursing homes is just over 2 years [15], but there is great variability, depending on 
age on admission, comorbidities, and other factors. A 2010 study of lengths of stay 
of nursing home decedents also demonstrated variable lengths of stay, depending on 
factors related to social supports, but found that median and mean length of stay 
before death were 5 months and 13.7 months respectively, with 53% dying within 
6 months of placement [16]. This can be expected to have a significant influence on 
decisions regarding management of chronic disorders as well as preventive care, 
since such decisions are often dependent on the anticipated time for treatment effect.

 The Role of the Attending Physician and Medical Director 
in the Nursing Home

The attending physician plays a critical role in the nursing home as part of a team, 
including the nursing staff, social worker, dietician, and other healthcare profession-
als. Yet, the federal regulations regarding the roles of the attending physician and 
medical director are relatively brief and vague. The resident has the right to choose 
a personal attending physician, who must personally approve in writing a recom-
mendation that an individual be admitted to a facility and must supervise the medi-
cal care of each resident. The physician must see the resident at least once every 
30 days for the first 90 days after admission and at least once every 60 days thereaf-
ter([17]). Table 10.1 lists the requirements for physician services by the nursing 
home and for the nursing home physician.

Table 10.1 From code of federal regulations, 42 CFR §483.30 physician services

Requirements for physician services by the 
nursing home
1.  A physician must personally approve in 

writing a recommendation that an 
individual be admitted to a facility

2.  Each resident must remain under the care 
of a physician

3.  The medical care of each resident is 
supervised by a physician

4.  Another supervises the medical care of 
residents when their attending physicians 
are unavailable

Requirements for the nursing home physician

1.  Must review the resident’s total program of 
care, including medications and treatments, 
at each required visit

2.  Must write, sign and date progress notes at 
each visit

3.  Must sign and date all orders

4.  Must see the resident at least once every 
30 days for the first 90 days after admission 
and at least once every 60 days thereafter
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Additional roles and responsibilities for attending physicians have been outlined 
by professional societies such as AMDA-The Society for Post-Acute and Long-
Term Care Medicine [18] and have been published in the literature [19, 20]. 
Table 10.2 lists the responsibilities for the attending physician in the nursing home. 
Individual states, such as New York, have augmented federal regulations by issuing 
additional regulations or guidelines for the role of the attending physician in the 
nursing home [21].

There are a number of different medical staff models in nursing homes. The 
closed staff model usually involves a small number of employed physicians with or 
without advanced practice clinicians, to which the residents are assigned according 
to their floors or units. The open staff model or voluntary model usually involves 
community physicians, who spend varying parts of their time in the nursing home, 
but may also have an office practice or manage hospitalized patients. More recently, 

Table 10.2 Responsibilities of the attending physician in the nursing home

Clinical
•  Approve each resident’s admission to the facility 

and complete medical history and physical 
examination, including a list of medical 
diagnoses, cognitive and functional status, 
rehabilitation potential, and review of laboratory 
and diagnostic data

•  Provide admission orders until staff completes a 
comprehensive assessment and interdisciplinary 
plan of care

•  Supervise medical care of each nursing home 
resident including participating in assessment 
and care planning process, monitoring changes 
in medical status and providing treatment

•  Ensure that the resident is afforded privacy and 
dignity, provide informed consent when 
appropriate, and preserve the right of the nursing 
home resident to select clinicians for medical 
and dental care

•  Discuss advance care planning with the resident 
or designee as appropriate

•  Attend to any emergency or significant change in 
condition

•  Obtain consultations when needed
•  Order laboratory and diagnostic tests when 

needed and act on results with documentation
•  Prescribe, monitor, and reconcile all medications 

and respond in writing to consultant pharmacist 
review, deprescribing whenever possible

•  Provide orders for transfer and discharge

Administrative
•  Be familiar with federal and state 

regulations and facility policies
•  Serve on process improvement 

committees when asked by the medical 
director

•  Provide nursing home residents, 
caregivers, and facility staff contact 
information for calls regarding resident 
care, and provide on-call and 
emergency coverage when unavailable

•  Physician visit intervals
–  Admission visit: no later than 72 h 

after admission (except when 
examination was performed and 
documented within previous 5 days 
of admission)

–  Scheduled visit: at least once every 
30 days for the first 90 days and at 
least once every 60 days thereafter 
(may delegate every other visit to 
APC)

–  Interim visits: in the event of an 
emergency and whenever indicated

Information was adapted from Diamant, 
Unwin et al., Centers for Medicare and 
Medicaid Services and Title 42 
Requirements for Long-Term Care 
Facilities

Adapted from Zweig SC, Popejoy LL, Parker-Oliver D, Meadows SE. The physician’s role in 
patients’ nursing home care. JAMA. 2011;306(13):1468–1478
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there has been an increased presence of large group practices that contract with 
nursing facilities to provide physicians and advanced practice clinicians, including 
nurse practitioners and physician assistants, to the facility. These group practices 
may exclusively serve nursing homes or have mixed practices serving both nursing 
homes and hospitals or their own office practices.

Most physicians, who care for nursing home residents, are reimbursed under a fee-
for-service system by either the Centers for Medicare and Medicaid Services for resi-
dents covered by traditional Medicare or Medicaid or by a variety of managed care 
organizations delegated to administer Medicare Advantage, Managed Medicaid pro-
grams, or combined Medicare/Medicaid (“dual eligible”) programs. A small but 
growing number of physicians receive a fixed monthly fee per beneficiary or capita-
tion to cover all necessary visits and management services provided during the cover-
age period. There are also alternative payment models combining either fee-for-service 
or capitated reimbursement with additional payments linked to a variety of quality 
metrics. In 2015, the US Department of Health and Human Services announced that 
it had set a goal to have 50% of Medicare payments in alternative payment models and 
90% of Medicare fee-for-service payments linked to quality metrics by 2018 [22]. As 
of this writing, it remains to be seen how these goals will affect payment models for 
physicians caring for nursing home residents, but it is evident that the trend, increas-
ingly, is to link payment to quality, rather than just volume.

A 1997 survey of medical practice in nursing homes revealed that most physi-
cians reported spending no significant time caring for nursing home residents. A 
majority of physicians with a nursing home practice spent less than 2 h per week 
with patients [23]. A 2008 American Academy of Family Physicians survey reported 
that the average family physician supervises 9.6 nursing home residents and con-
ducts 2.3 weekly nursing home visits [24].

To better determine the effect of medical staff organization on the quality of nurs-
ing home care, Katz and his colleagues validated the dimensions of a nursing home 
medical staff organization [25, 26]. Using this framework, a cross-sectional study of 
202 freestanding US nursing homes demonstrated that 30-day rehospitalizations, one 
accepted measure of nursing home quality, were less likely in nursing homes with a 
more formal appointment process for physicians than in those with a more open and 
less restrictive staff [27]. This suggests that physicians spending a greater percentage 
of their time in the nursing home and, therefore, able to spend more time with resi-
dents and respond more quickly to changes in condition may provide a higher quality 
of care than physicians who spend little time caring for nursing home residents.

Although federal regulations do not delineate requirements for nursing home 
physicians to possess specific competencies, AMDA-The Society for Post-Acute 
and Long-Term Care Medicine released a position paper outlining the framework, 
principles, and scope of nursing home competencies. The foundation of nursing 
home competency rests on addressing ethical conflicts, providing care that is at least 
consistent with legal and regulatory requirements, appropriate communication, and 
interaction with staff, patient, and families, exhibiting respectful and culturally 
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sensitive behavior, and addressing resident/patient care needs in an appropriate and 
timely fashion. The recommended competencies, listed in Table 10.3, address the 
medical care delivery process, systems management, a minimum list of medical 
knowledge, and competency in quality assurance and process improvement [28].

Table 10.3 Competencies for post-acute and long-term care

Foundation, which focuses on ethics, professionalism, and communication, establishes the 
following six competencies for the NH attending physician
1.1  Addresses conflicts that may arise in the provision of clinical care by applying principles 

of ethical decision-making
1.2  Provides and supports care that is consistent with (but not based exclusively on) legal and 

regulatory requirements
1.3  Interacts with staff, patients, and families effectively by using appropriate strategies to 

address sensory, language, health literacy, cognitive, and other limitations
1.4  Demonstrates communication skills that foster positive interpersonal relationships with 

residents, their families, and members of the interdisciplinary team (IDT)
1.5  Exhibits professional, respectful, and culturally sensitive behavior toward residents, their 

families, and members of the IDT
1.6  Addresses patient/resident care needs, visits, phone calls, and documentation in an 

appropriate and timely fashion

Medical care delivery process includes the following five competencies
2.1  Manages the care of all post-acute patients/LTC residents by consistently and effectively 

applying the medical care delivery process—including recognition, problem definition, 
diagnosis, goal identification, intervention, and monitoring of progress

2.2  Develops, in collaboration with the IDT, a person-centered, evidence-based medical care 
plan that strives to optimize quality of life and function within the limits of an individual’s 
medical condition, prognosis, and wishes

2.3  Estimates prognosis based on a comprehensive patient/resident evaluation and available 
prognostic tools and discusses the conclusions with the patient/resident, their families 
(when appropriate), and staff

2.4  Identifies circumstances in which palliative and/or end-of-life care (e.g., hospice) may 
benefit the patient/resident and family

2.5  Develops and oversees, in collaboration with the IDT, an effective palliative care plan for 
patients/residents with pain and other significant acute or chronic symptoms or who are at 
the end of life

Systems include the following six competencies
3.1  Provides care that uses resources prudently and minimizes unnecessary discomfort and 

disruption for patients/residents (e.g., limited nonessential vital signs and blood glucose 
checks)

3.2  Can identify rationale for and uses of key patient/resident databases (e.g., the Minimum 
Data Set [MDS]), in care planning, facility reimbursement, and monitoring of quality

3.3  Guides determinations of appropriate levels of care for patients/residents, including 
identification of those who could benefit from a different level of care

3.4  Performs functions and tasks that support safe transitions of care
3.5  Works effectively with other members of the IDT, including the medical director, in 

providing care based on understanding and valuing the general roles, responsibilities, and 
levels of knowledge and training for those of various disciplines

3.6  Informs patients/residents and their families of their healthcare options and potential 
impact on personal finances by incorporating knowledge of payment models relevant to 
the post-acute and LTC setting

(continued)
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The monthly visit is an opportunity not only to fulfill regulatory tasks but also to 
operationalize good geriatric care. This includes, but is not limited to:

• Assessing and proactively managing chronic conditions
• Rationalizing and streamlining the medication regimen, eliminating unnecessary 

medications (“deprescribing”) as feasible [29–31]
• Reassessing function; assessing need for rehabilitative services
• Assessing appropriateness of preventive services and screening
• Reviewing the advance care plan and advance directives

In addition, the attending physician should be encouraged to attend the required 
quarterly care plan meetings whenever possible. Physician input is not only required 
but is an invaluable contribution to a quality plan of care.

According to federal regulations, each nursing facility must designate a physi-
cian to serve as medical director. The medical director is responsible for implemen-
tation of resident care policies and the coordination of medical care in the facility 
[32]. While the attending physicians are responsible for supervising and managing 
the care of individual residents, the medical director provides oversight for the 

Table 10.3 (continued)

Medical knowledge includes the following six competencies
4.1  Identifies, evaluates, and addresses significant symptoms associated with change of 

condition, based on knowledge of diagnosis in individuals with multiple comorbidities 
and risk factors

4.2  Formulates a pertinent and adequate differential diagnosis for all medical signs and 
symptoms, recognizing atypical presentation of disease, for post-acute patients and LTC 
residents

4.3  Identifies and develops a person-centered medical treatment plan for diseases and geriatric 
syndromes commonly found in post-acute patients and LTC residents

4.4  Identifies interventions to minimize risk factors and optimize patient/resident safety (e.g., 
prescribes antibiotics and antipsychotics prudently, assesses the risks and benefits of initiation 
or continuation of physical restraints, urinary catheters, and venous access catheters)

4.5  Manages pain effectively and without causing undue treatment complications
4.6  Prescribes and adjusts medications prudently, consistent with identified indications and 

known risks and warnings

Personal quality assessment and performance improvement (QAPI) includes the following 
three competencies
5.1  Develops a continuous professional development plan focused on post-acute and LTC 

medicine, utilizing relevant opportunities from professional organizations (AMDA, AGS, 
AAFP, ACP, SHM, American Academy of Hospice and Palliative Medicine), licensing 
requirements (state, national, province), and maintenance of certification programs

5.2  Utilizes data (e.g., Physician Quality Reporting System indicators, MDS data, patient 
satisfaction) to improve care of their patients/residents

5.3  Strives to improve personal practice and patient/resident results by evaluating patient/
resident adverse events and outcomes (e.g., falls, medication errors, healthcare-acquired 
infections, dehydration, rehospitalization)

Katz PR, Wayne M, Evans J, et al. Examining the rationale and processes behind the development 
of AMDA’s competencies for post-acute and long-term care. Annals of Long-Term Care: Clinical 
Care and Aging. 2014;22(11):36–39
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medical care, providing clinical guidance regarding the implementation of resident 
care policies, and collaborates with the facility leadership and staff to develop poli-
cies and procedures reflecting current standards of practice [5, 8]. Therefore, 
together with the administrator and director of nursing services, the medical direc-
tor is a key leader in the delivery of quality services in the nursing facility.

Since 1991, the American Board of Post-Acute and Long-Term Care Medicine 
(formerly the American Medical Directors Certification Program) has provided a 
certification process for nursing facility medical directors. At least one study dem-
onstrated that the presence of a certified medical director independently predicted 
quality in US nursing homes [33]. Most states do not have specific certification 
requirements for the nursing facility medical director, but the state of Maryland is 
an exception requiring “that a medical director’s qualifications shall include, but are 
not limited to ‘successful completion of a curriculum in physician management or 
administration from the American Medical Directors Association or another cur-
riculum approved by the Department or its designee [34].’” Most other states, such 
as New York, do not require certification but have issued general principles and 
detailed guidelines regarding the qualifications, roles, and responsibilities of the 
medical director [35].

As the role of the nursing facility medical director has evolved, AMDA-The 
Society for Post-Acute and Long-Term Care Medicine updated its 1991 document 
delineating the roles and responsibilities of the medical director to reflect the 
growing complexity of services provided by the contemporary nursing facility. 
This 2011 document describes the position of the nursing home medical director 
in terms of the roles, functions, and tasks hierarchy [36]. The recommended roles 
and functions of the nursing facility medical director are listed in Fig. 10.1.

 Reducing Avoidable Hospital Transfers

It has been well established that hospitalizations of nursing facility residents are 
often unnecessary or potentially avoidable. A: study, using structured implicit 
review of hospital transfers, concluded that in 36% of emergency department trans-
fers and 40% of hospital admissions, the transfer/admit was inappropriate [37]. A 
later study reported that 67% of hospitalizations were potentially avoidable. The 
reasons given were lack of available primary care clinicians, inability to obtain lab 
tests or intravenous fluids, and other issues with care delivery [38]. Unnecessary 
hospital transfers may be caused by multiple factors, including patient and family 
preferences, inappropriate hospital discharge, lack of advanced directives, poly-
pharmacy, lack of heart failure protocols, under-recognition of early symptoms or 
over-recognition of acuity of patient, fear of litigation, and poor communication 
between the hospital and nursing home [39].

Based on these studies, it would appear that the reasons for avoidable nursing 
home transfers fall into several categories:

• Staff structure: In homes with open medical staffs and little physician presence, 
residents are more likely to be transferred to the hospital when a change in condi-
tion occurs outside regular hours or when a physician is not on the premises.
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• Clinical staff capability: In homes with fewer registered nurses, higher resident-
to-staff ratios, and/or clinical staff inadequately trained to recognize and manage 
changes of condition, residents are more likely to be transferred to the hospital 
when a change of condition occurs.

• Lack of resources: Without adequate available intravenous fluids, antibiotics, and 
other clinical resources, residents are more likely to be transferred to the hospital.

To address the organizational, cultural, and clinical factors contributing to unnec-
essary hospital transfers, Ouslander and his colleagues developed a comprehensive, 
multipronged quality improvement program called Interventions to Reduce Acute 
Care Transfers (INTERACT). The premise underlying this program is twofold. 
First, the rate of avoidable transfers to the hospital is considered a proxy for the 
quality of care, so reduction of avoidable transfers equates to an improvement in the 
quality of care [40]. Second, effectively impacting the rate of avoidable transfers 

Four Key Roles
1. Physician Leadership
  • Serves as physician responsible for the overall care and clinical practice carried out at 
  the facility
2. Patient Care-Clinical Leadership
  • Applies clinical and administrative skills to guide the facility in providing care
3. Quality of Care
 • Helps the facility develop and manage both quality and safety initiatives, including risk 
 management
4. Education, Information and Communication
  • Provides information that helps others (including facility staff, practitioners and those in 
  the community) understand and provide care

Functions
1. Administrative
  • Participates in administrative decision making and recommends and approves relevant 
   policies and procedures
2. Professional Services
  • Organizes and coordinates physician services and the services provided by other 
   professionals as they relate to patient care
3. Quality Assurance and Performance Improvement
  • Participates in the process to ensure the quality of medical care and medically related 
   care, including whether it is effective, efficient, safe, timely, patient-centered and
   equitable 
4. Education
  • Participates in developing and disseminating key information and education
5. Employee Health
  • Participates in the surveillance and promotion of employee health, safety and welfare
6. Community
  • Helps articulate the post-acute and long-term care facility’s mission to the community
7. Rights of Individuals
  • Participates in establishing policies and procedures for assuring that the rights of 
   individuals (patients, staff, practitioners, and community) are respected
8. Social, Regulatory, Political and Economic Factors
  • Acquires and applies knowledge of social, regulatory, political and economic factors that 
   relate to patient care and related services
9. Person-Directed Care
  • Supports and promotes person-directed care

Fig. 10.1 The nursing home medical director: leader and manager. Adapted from AMDA-The 
Society for Post-Acute and Long-Term Care Medicine. White Paper on the Nursing Home Medical 
Director: Leader and Manager. March 2011
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requires commitment from the leadership of the facility but must involve all employ-
ees of the facility, that is, a commitment from the top to the bottom of the organiza-
tion but implementation from the bottom to the top. This essentially involves a 
change in organizational culture, focusing on the reduction of hospital transfers by 
emphasizing early identification of changes of condition, accurate communication 
of findings to the medical staff, improved advance care planning, and rapid, effec-
tive interventions thereafter [41].

There are three types of tools provided in the INTERACT intervention: commu-
nication tools, care paths or clinical tools, and advance care planning tools [42]. To 
engage the entire facility staff in recognizing and reporting changes of condition, 
the INTERACT program utilizes the “Stop and Watch” tool. This tool, shown in 
Fig. 10.2, is a simple form that may be utilized by nursing assistants, housekeeping 
staff or any other facility employees to report a potential change of condition to 
nursing staff. Based on an illness warning instrument developed specifically for 
nursing assistants [43], this validated and standardized form facilitates the commu-
nication of observed signs of possible acute illness to the nursing staff.

Fig. 10.2 The Stop and 
Watch early warning tool. 
http://interact2.net/docs/
INTERACT%20
Version%204.0%20Tools/
INTERACT%204.0%20
NH%20Tools%20
6_17_15/148604-Stop-
and-Watch%20v4_0.pdf. 
Accessed 17 Dec 2016
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Once a potential change in condition is either reported to nursing or observed by 
nursing, there are tools designed to facilitate the assessment and collection of appro-
priate clinical information and a form structured to encourage thorough and accu-
rate documentation and communication of clinical findings. This SBAR 
(“Situation-Background-Appearance-Review”) form, shown in Fig. 10.3, is based 

Fig. 10.3 The INTERACT SBAR communication form. http://interact2.net/docs/INTERACT%20
Version%204.0%20Tools/INTERACT%20V4%20SBAR_Communication_Form%20Dec%2010.
pdf. Accessed 17 Dec 2016

10 Primary Care in the Nursing Home

http://interact2.net/docs/INTERACT Version 4.0 Tools/INTERACT V4 SBAR_Communication_Form Dec 10.pdf
http://interact2.net/docs/INTERACT Version 4.0 Tools/INTERACT V4 SBAR_Communication_Form Dec 10.pdf
http://interact2.net/docs/INTERACT Version 4.0 Tools/INTERACT V4 SBAR_Communication_Form Dec 10.pdf


134

on similar forms utilized in nuclear submarines and provides a template for docu-
menting and reporting clinical information to the covering physician. By allowing 
for efficient collection, organization, and presentation of clinical information, the 
SBAR process and form improves communication with the covering clinician and 
improves the timeliness and quality of clinical decision-making.

The cornerstone of INTERACT is its structure as a performance improvement 
program, based on the “Plan-Do-Study-Act” cycle [44]. The sine qua non of a qual-
ity improvement intervention is the process of root cause analysis (“study”) allow-
ing for identification of opportunities for further improvement (“act”). The 
INTERACT program requires that each hospital transfer undergoes root cause anal-
ysis, usually by a team consisting of the medical director, director of nursing, direc-
tor of performance improvement, and other clinicians. By identifying root causes 
for each hospital transfer, particularly potentially avoidable hospital transfers, and 
implementing further process improvements, clinical quality is continuously moni-
tored and improved, leading to fewer avoidable hospital transfers.

A partial implementation of the INTERACT quality improvement strategies 
resulted in a 50% reduction of hospitalizations and a 36% reduction in potentially 
avoidable hospitalizations [45]. A subsequent implementation of the INTERACT 
program in 30 New York nursing homes showed mixed results, depending on the 
level of engagement of facility leadership and staff. Whereas overall there was a 
nonsignificant 10.6% decrease in hospital admissions, there was a 14.3% reduction 
in nursing homes with the highest engagement and a 27.2% reduction in nursing 
homes in the highest tertile of baseline hospital admission rates [46]. This suggests 
that the INTERACT program requires a full commitment of leadership and com-
plete engagement of staff to succeed [47]. It appears to work best in facilities with 
high baseline hospital transfer rates.

Continuing research on facilities implementing the INTERACT program has 
shed light on common root causes for potentially avoidable hospitalizations 
[48, 49]. Based on the lessons from this research, the INTERACT team developed 
order sets for common conditions associated with potentially avoidable hospitaliza-
tions [50]. As INTERACT has become increasingly adopted by nursing facilities 
across the country and elsewhere in the world, it is setting a standard for primary 
care in the nursing home.

 Collaborative Physician/Advanced Practice Clinician Models

According to federal regulations, after the required first visit, the physician has the 
option of alternating subsequent visits with an advanced practice clinician (APC), 
such as a physician assistant or nurse practitioner ([17]). There are no other regula-
tory limits on the number of visits that may be provided by APCs. This has encour-
aged the development of collaborative models between physicians and APCs for a 
number of reasons, including augmenting the availability of medical care provided 
by physicians, providing a more rapid and proactive approach to preventive mainte-
nance and changes of condition or simply to build a more lucrative business model. 
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Probably the most widespread and well-known impetus for a implementing collab-
orative model is to reduce unnecessary hospital transfers, thereby saving costs and 
improving the quality of care.

Most studies of collaborative care models examine the impact of nurse practitio-
ners or advanced practice nurses (APN). In one review of the literature, five distinct 
APN roles were identified:

• Provider of primary care to long-term care residents
• Provider of acute care to both short-stay and long-stay residents
• Educator of residents, families, and staff
• Consultant for staff on system-wide patient care issues
• Consultant to organizations on improving facility-wide systems of care

The following outcomes of APN care were found:

• Management of chronic conditions
• Improved functional status
• Reduced hospitalization and emergency department use
• Reduced costs
• Reduced or equivalent mortality
• Increased time spent with residents
• Improved resident, family, and staff satisfaction [51]

The EverCare Model One of the earliest and well-studied models of collabora-
tive care with APCs is the EverCare model. The EverCare model is a hybrid man-
aged care plan and service model characterized by the delivery of care to long-term 
nursing home residents by advanced practice clinicians in collaboration with nurs-
ing facility attending physicians.

In the late 1980s, observing the frequency at which nursing home residents were 
transferred to the emergency room, the lack of adequate medical supervision, and 
the need for more coordinated care, two nurse practitioners in Minnesota, Jeannine 
Bayard, MPH, APRN, and Ruthann Jacobson, MPH, APRN, proposed a capitated, 
managed care model, in which nurse practitioners employed by the payer would 
collaborate with the facility’s attending physicians to provide care to a panel of 
residents. By paying the facility a higher rate to manage sick residents in house, 
avoiding unnecessary hospitalizations, and sharing the resulting savings with the 
facility, the goal was to provide higher-quality, coordinated care at a lower cost to 
the plan [52].

Initially established in the Twin cities, the EverCare program was subsequently 
replicated as a Medicare demonstration program in six cities [53]. Studies at the 
time demonstrated that nurse practitioners spent about 35% of their working day on 
direct patient care and another 26% in indirect care activities. Of the latter, 46% was 
spent interacting with staff, 26% with families and 15% with physicians [54]. Early 
findings indicated that residents enrolled in the EverCare program were hospitalized 
at half the frequency of control residents, with significant savings in hospital costs 
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per nurse practitioner [55]. When hospital admissions and in-house treatment days 
(known then as “intensive service days”) were combined, EverCare enrollees had 
significantly fewer events than controls [56], suggesting that this collaborative 
model might have resulted in earlier detection and/or treatment of changes in condi-
tion. Family members of EverCare enrollees expressed greater satisfaction with 
some aspects of medical care than did controls, although satisfaction of EverCare 
enrollees, themselves, was more comparable with controls [57]. In addition, there is 
evidence that the EverCare model had higher completion of advance directives 
compared to controls [58].

In its current form, the EverCare model, now known as OptumCare CarePlus, 
continues to utilize a collaborative model partnering attending physicians with 
nurse practitioners or physician assistants. In a Medicare Advantage Institutional 
Special Needs Plan, eligible nursing home residents must be beneficiaries of 
Medicare A and Medicare B and be long-term nursing home residents. Prior partici-
pation in the Medicare End-Stage Renal Disease Dialysis benefit is an exclusion 
criterion, but enrollees subsequently requiring dialysis continue to be covered by 
the plan. A typical APC’s panel includes approximately 80–90 enrolled nursing 
home residents. Depending on enrollment and facility size, the panel may be entirely 
in one facility or spread over two or more facilities. Depending on the staff model, 
an APC may collaborate with one or many attending physicians.

Recent studies confirm that the EverCare model successfully addresses impor-
tant deficits in physician care for geriatric conditions [59]. Additional studies of 
Medicare managed care programs have shown that residents enrolled in managed 
care were more likely to have do-not-hospitalize orders, less likely to be transferred 
to the hospital for acute illness, and had more primary care visits per 90 days than 
those in traditional Medicare fee for service [60].

The OPTIMISTIC Model In 2012, the Centers for Medicare and Medicaid 
Services Innovation (CMMI) announced its Initiative to Reduce Avoidable 
Hospitalizations among Nursing Facility Residents, selecting seven organizations 
throughout the United States to participate [61, 62]. Participating organizations 
were located in Alabama, Nebraska, Nevada, Indiana, Missouri, Pennsylvania, and 
New York City. Here we look at one such project.

Using a similar collaborative approach to EverCare, the Indiana project, 
“Optimizing Patient Transfers, Impacting Medical Quality and Improving 
Symptoms: Transforming Institutional Care (OPTIMISTIC)” model, enlisted the 
participation of 19 nursing facilities. Unlike the EverCare model, OPTIMISTIC 
staff are not primary care providers. Rather, RNs and NPs work together in a more 
consultative fashion on collaborative care reviews, providing a structured interview 
and physical examination, with a focus on geriatric syndromes. Recommendations 
involving care areas including cognition, function, medication appropriateness, 
weight changes, skin problems, falls, vaccinations, and pain are discussed with a 
project geriatrician and finalized. Thereafter, the NP discusses the recommenda-
tions with the attending physician. Much like the EverCare model, the OPTIMISTIC 
model’s aim is to improve in-house care and reduce avoidable hospital transfers 
[63, 64].
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The RNs are placed in each facility full time, providing direct clinical support and 
education and training to the staff. In addition to identifying opportunities to reduce 
unavoidable hospital transfers, the OPTIMISTIC model has highlighted both the 
opportunity and difficulty in increasing and improving advance directives [65].

Another function of the OPTIMISTIC NPs is to provide transitional care to resi-
dents returning from the hospital. The NPs interventions included obtaining missing 
discharge summaries, obtaining additional information from the treatment team at the 
hospital, reconciling and adjusting medications, recommending modifications in 
treatment, and instituting monitoring and follow-up for existing problems. A majority 
of the visits required an intervention [66], consistent with prior studies demonstrating 
the need for improved transitional care between nursing homes and hospitals [67].

Other collaborative models combine the addition of APCs and/or RNs with the 
use of the INTERACT quality improvement program, telehealth technology, or 
some combination of the above. As more data is collected in the OPTIMISTIC 
project and other innovative collaborative models, additional best practices will 
undoubtedly be delineated. Nonetheless, there is increasing evidence that properly 
implemented, collaborative models utilizing APCs teamed with physicians can sig-
nificantly improve the care of nursing facility residents and reduce unnecessary 
hospitalizations and control costs, while maintaining or improving patient and fam-
ily satisfaction.

 Telehealth in the Nursing Home

Telehealth or telemedicine may be defined as the remote management of patients 
using real-time electronic communication equipment. In the strictest definition of 
the term, telehealth has always played a role in nursing homes. As physicians or 
advance practice clinicians are not always present in the facility, much of the care is 
managed by telephone, particularly when a resident experiences a change of condi-
tion requiring immediate attention. A nurse would assess the resident and call the 
covering physician with the findings. Based on the information provided, the physi-
cian would devise a differential diagnosis and order appropriate diagnostic tests and 
treatment. If the physician determined that the resident required services not avail-
able at the nursing facility, the resident would be transferred to an emergency room, 
where additional diagnostic and therapeutic interventions could be implemented.

The success of managing residents’ health by telephone is dependent on several 
factors, including the quality of the nursing assessment, the accuracy of the com-
munication with the covering physician, the physician’s diagnostic acumen, the 
quality of the execution of the new plan of care by the nursing home staff, and the 
willingness of the resident and family to accept the plan of care. Although there are 
no studies examining the quality of care delivery by telephone in the nursing home, 
programs such as INTERACT have attempted to improve the quality and success of 
telephonically delivered care by devising tools specifically designed to improve the 
thoroughness and accuracy of the nursing assessment as well as the communication 
and documentation thereof. There are also tools available to assist the nurse in 
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assessing and collecting appropriate information prior to calling the covering physi-
cian and to assist the covering physician in asking for appropriate clinical informa-
tion, devising a differential diagnosis and care plan and determining whether a 
transfer to the emergency room is prudent [68, 69]. An example is shown in 
Fig. 10.4. Although these “Know-it-all” tools make sense as clinical decision aids, 
there is little published literature on the frequency of their use or efficacy.

Recent advances in internet technology coupled with increases in broadband 
width allow more sophisticated telemedicine devices to be introduced into the nurs-
ing home. These devices allow a greater amount of diagnostic data to be transmitted 
to the covering physician. For instance, telemedicine devices may include a camera 
to transmit real-time video of the resident, an electronic stethoscope to transmit 
real-time cardiac or lung sounds, an otoscope to visualize the ear, and an ophthal-
moscope to visualize the retina. Machines may also transmit EKG or even ultra-
sounds. In most facilities, the machine is brought to the bedside and operated by a 
nurse, but in some programs, an emergency medical technician is stationed in the 
facility specifically to provide this service. In either case, the information is trans-
mitted to the physician on call, who then uses the information to devise a plan of 
care or determine that the resident should be transferred to the hospital. Some of 
these technologies have been integrated into individual projects funded by CMS’s 
Initiative to Reduce Avoidable Hospitalizations described above.

Fig. 10.4 Sample pages from “Know-it-all Before You Call”. http://www.paltc.org/sample-
know-it-all-when-youre-called-diagnosing-system. Accessed 17 Dec 2017
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There is widespread agreement among nursing home healthcare providers that 
the use of advanced telehealth would improve timeliness of care, although there are 
varying opinions about who would be providing the remote oversight and consulta-
tive service [70]. Preliminary studies have shown that using telemedicine physician 
coverage during off-hours may reduce hospitalizations and generate Medicare cost 
savings [71]. Telemedicine may also be used to provide specialty services not oth-
erwise available to the nursing facility. Obtaining the services of a dermatologist by 
telemedicine has been well accepted in the health system [72], and the use of tele-
medicine services to provide psychiatric and psychological services has grown and 
is under study [73].

As the enthusiasm for telemedicine services in the nursing home has grown [74], 
there is a need for continuing research to examine its effect on hospitalizations, 
costs, and other quality measures. The same may be said for the variety of nursing 
home primary care models being developed in today’s evolving healthcare 
environment.
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In the late spring of 2006, a small group of past presidents of the American Academy 
of Home Care Medicine met in the offices of the Academy’s legal counsel, James 
Pyles, a prominent health law attorney in Washington, DC, with a particular interest 
in home healthcare. Drs. Peter Boling and George Taler were geriatricians with 
home-based primary care practices with a teaching focus, based in academic medi-
cal centers; Dr. C. Gresham Bayne was an emergency medicine physician who had 
become an entrepreneur in the home-based healthcare arena. It was clear that the 
Care Management for High-Cost Beneficiaries (“CMHCB”) CMS Demonstration 
was unraveling and that there was an opportunity to create a new proposal based on 
a small-practice design with care centered in the home and coordinated around the 
needs of the patient. Thus was born the concepts of the Independence at Home 
Demonstration.

The challenge was to transform the healthcare delivery system to be more 
patient oriented, safer, realistic in clinical expectations, and less expensive; we 
had come to consensus that interdisciplianry care in the home provided the right 
foundation for our clinical design. Second, we recognized that the fee-for-service 
payment mechanism was stifling innovation; capitation, as the industry had 
evolved, created the wrong incentives and required large capital investments. 
Therefore, we also needed to devise a new payment system. Any “new money” 
would have to come from sharing a portion of the savings that our programs gen-
erated. Finally, we also had to find a way to balance the incentives to assure a 
high-quality service delivery system without overburdening bureaucratic docu-
mentation and reporting requirements.
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The first part of this chapter deals with a discussion of the regulatory landscape 
and payment mechanisms that preceded the Affordable Care Act and MACRA and 
that shaped the incentives at that time. We then will review the underlying policy 
decisions that form the basis for the Independence at Home Demonstration. Finally, 
we will provide an update on the current legislative and regulatory efforts to bring 
these ideas to fruition as a national program.

 Background

Vilfredo Pareto, an Italian economist in the 1800s, recognized that 20% of the popu-
lation accounted for 80% of all of the wealth. This ratio has been applied to many 
other socioeconomic phenomena, including healthcare. As seen in the illustration, 
18.5% of the population accounts for 80% of all healthcare expenditures (Fig. 11.1). 
Of note, the reverse is also true: 80% of the population consumes less than 20% of 
all healthcare dollars—the bottom 50% account for less than 3% of all spending. 
The upper 20% can be further parsed, such that 10% accounts for 65% of all health-
care dollars and the top 5% accounts for approximately 50%; the top 1%, often 
called the catastrophic illness category, accounts for over $35,000/year in spending 
and over 20% of all costs (http://archive.ahrq.gov/research/findings/factsheets/
costs/exptiach1.html). The questions were whether there was opportunity for real-
izing savings by providing better care for a defined subpopulation that fit into the 
top 5–10% of the whole and how we might best identify those patients whose care 
could be amenable to improvement.
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Fig. 11.1 https://newsatjama.jama.com/2016/08/25/jama-forum-why-are-private-health-insurers- 
losing-money-on-obamacare/
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When one looks at those individuals with extraordinary costs in the course of a 
fiscal year, they divide into roughly two groups: those who have had the misfortune 
of a very bad year, but if not for bad luck would have been well, or reasonably so; 
the other half have multiple chronic illnesses with disability and their high costs 
were predictable and therefore potentially avoidable. The first group, the unlucky 
souls, may have had a serious injury, disabling heart disease, or the onset of cancer; 
others may have been ill but functional and finally become eligible for an organ 
transplant, or a chronic illness now requiring therapy with a high-cost biologic 
agent. This is why the average person buys health insurance. This is also where 
Medicine in America leads the world; except, perhaps, for certain high-priced phar-
maceuticals, this is not where we should be looking for substantial savings. Our 
goal should be to restore health and productivity.

The second group, those with multiple chronic conditions and disability, do not 
share the same expectations. The goals of care are more aligned with those of pallia-
tive medicine, with a focus on symptom control and the preservation of functional 
independence. For those with impaired cognitive function or physical mobility, 
access to primary care becomes a hassle for both their caregivers and office-based 
physicians, prompting a reliance on emergency room visits for rescue from symp-
toms, with the associated repeated hospitalizations. The costs then escalate based on 
the use of post-acute services, such as a subacute rehabilitation, skilled nursing 
facilities, and home care [1]. Patients with five or more chronic conditions, on aver-
age, fill approximately 60 prescriptions per year, accounting for a disproportionate 
share of pharmaceutical spending, and the majority of the durable medical equip-
ment and medical supplies. They also may receive care from six or more physicians 
[2]—most of whom do not communicate with one another. Eventually, without 
much forethought, these patients arrive in the ICU in extremis, where the costs sky-
rocket and the prognosis plummets. A remarkably consistent finding is that slightly 
over 25% of healthcare spending in one’s lifetime occurs in the last year of life [3]. 
As a society, we are coming to realize that much of this is unwanted and likely with-
out benefit [4, 5].

The challenge is that if we are to affect the outcomes, not only for costs but also 
for symptom management and meeting realistic expectations that give patients and 
their family peace of mind, we need to identify and engage these individuals as 
they cross some threshold that defines the last chapters of one’s life. Usually that 
event is heralded through a hospitalization or the onset of disability [2, 6])—physi-
cal, cognitive, or both—that limits freedom of mobility. Epidemiologic research 
has shown that these events signal a decline in health and function, with associated 
increases in fragmentation and costs that define the last 4 years of life. Unfortunately, 
these are also the same factors that expose the worst of our healthcare delivery and 
payment systems. As Pogo famously said about pollution, “We have met the enemy 
and he is us.”

In many ways, the current fee-for-service payment system and its implicit incen-
tives explain the reasons that the beneficiaries who populate the top 5–10% tier 
experience such poor care. The first is in the evaluation and management system 
under which physicians are paid on the basis of documentation and coding, but 
sadly, not according to quality of care or outcomes. The ramifications were not lost 
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on either the administrators or the clinicians. The administrators recognized that the 
more encounters, the more “economically productive” the clinician, without signifi-
cant penalty if time constrained the quality of care and income was untethered from 
outcome for these patients. The fee-for-service system also failed to provide a fund-
ing source for other members of the interdisciplinary team, such as social workers, 
therapists and nutritionists, who are vital to chronic illness management. The clini-
cians found that they had fewer resources and less time to practice as they had been 
trained. Discouraged and economically disadvantaged, the primary care and non-
procedural specialties quickly lost stature in academia, followed by a decline in 
trainees leading to a progressively diminished workforce.

The second is that procedures are by far more “productive,” and the more inter-
ventions, the higher the income; facilitated documentation was built into most 
equipment. Observers both inside and outside of medicine were quick to point out 
that guidelines for care had lowered thresholds and called for more frequent sched-
uled interventions, and when similar procedures offered only marginal differences 
in benefits, they overwhelmingly favored the more remunerative approach [5, 7]. 
Although the opportunities for imaging escalated [8], most other procedures became 
too risky among the frail, and without procedures to offset inadequate reimburse-
ment for office-based services, these patients also become less attractive to 
specialists.

The third is the irony that the most complex cases—those most in need of conti-
nuity, attention to disease management, and personalized goal setting—were the 
least attractive to both the specialists and the primary care enterprise: they took too 
much time, needed too many resources, and were too difficult to manage in the 
ambulatory setting. Eventually, these patients suffered from the overwhelming bur-
den of their illness and required rescue through high-cost institutional services. 
Given the complexity of hospital care and the need for efficiency, the era of hospi-
talists arose, further fragmenting care from the perspective not only of the medical 
care plan but also between the hospital and the primary care provider in the com-
munity. Once the primary care physician was left out of the flow of information, the 
link to the community support system was also jeopardized.

The top 5–10% did not fare well under capitation either. Capitated healthcare 
systems were initially marketed with a simple premise: if the system can keep you 
healthy, both the provider and the patient win. However, primary preventive ser-
vices for those who cost virtually nothing is hard to justify on an annual budget, 
since the return on the investment is decades off; managing chronic conditions is not 
easy and the rewards are most often delayed. On the other hand, it became readily 
apparent that avoiding the most compromised and disabled individuals paid by far 
the greatest dividend: if you were paid at the rate of 95% for the average cost of a 
population (the arrangement most programs had with Medicare, Medicaid, private 
insurance, and corporate health programs), discouraging enrollment of that small 
5–10% segment that accounted for 50–65% of those costs—such recruiting office 
on the second floor of a building without elevators—avoided strains on the clinical 
systems and markedly reduced the medical losses. Before payers understood this, 
the capitated healthcare systems’ profits could be enormous—and they were! 
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Eventually, the government tried to adjust the payments based on risk analyses, pay-
ing higher rates for those with higher risk scores and less for those who were healthy. 
But, as MedPAC showed, the government still overpays by 60% for the lowest 20% 
of the population, underpays by 14% for the highest 20% and underpays by 18% for 
the highest 5% (http://www.medpac.gov/docs/default-source/reports/jun14_ch02.
pdf?sfvrsn=0 accessed 1/15/2017).

The urgency for addressing this issue stems from two demographic forces. The 
first is the surge of “baby boomers” joining the ranks of Medicare. According to the 
Social Security Trust Fund, approximately 10,000 beneficiaries are added to the 
rolls every day and this will continue for the next 5–10 years (https://www.ssa.gov/
oact/tr/2014/tr2014.pdf accessed 1/15/2017). This cohort is also the longest lived in 
the history of humanity; the population turning 65 today has an average life expec-
tancy of nearly 20 years (https://www.census.gov/prod/2014pubs/p25-1140.pdf 
accessed 1/15/2017). But age is only part of the reason for increasing healthcare 
costs. Although the rate of growth of the healthcare budget has begun to taper over 
the last few years, that growth is still multiples of the increase in inflation. We are 
using more diagnostic testing, more imaging, more pharmaceuticals, and more 
expensive drugs than ever before. Each patient’s annual expenditures, as well as 
each encounter, continue to grow faster than our economy [9]. It is in this context 
that President Obama’s warnings to Congress on September 9, 2009, have their 
greatest impact, “If we do nothing to slow these skyrocketing costs, we will eventu-
ally be spending more on Medicare and Medicaid than every other government 
program combined. Put simply, our health care problem is our deficit problem. 
Nothing else even comes close.” If we do not find a way to control the rising health-
care costs per beneficiary, the rising numbers of beneficiaries will accelerate the 
national debt.

The second demographic factor is the change in the family and community struc-
ture, often due to financially motivated population shifts. Unfortunately, the millen-
nial generation may be the first in the past century to be not as financially successful 
and socially integrated as their parents had been (http://money.howstuffworks.com/
personal-finance/financial-planning/millennials-first-worse-parents1.htm accessed 
1/15/2017). Social Security will be funded by a shrinking number of workers, fur-
ther challenging the social fabric (https://www.ssa.gov/oact/tr/2014/tr2014.pdf 
accessed 1/15/2017). The dissolution of the family structure through lower rates of 
marriage, lower birth rates, and far more social mobility exacerbates these trends. 
This is especially acute among the lower socioeconomic classes, which affects 
minorities in great disproportion (https://www.census.gov/prod/2014pubs/p25-
1140.pdf accessed 1/15/2017). As the need for “the village” becomes more acute, 
the healthcare system too often thwarts coordination and integration of social 
services.

Finally, at the same time that “baby boomers” are rapidly expanding the ranks of 
Medicare and caregivers become scarcer, the number of geriatricians continues to 
fall. Based on data from the Kaiser Family Foundation, over the past 7 years, we 
have lost on average five geriatricians per week (personal communications, Tricia 
Neuman)—as compared to adding 70,000 elders. This is the workforce trained 
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specifically to manage these patients. Surveys of physician satisfaction show that 
geriatricians are among the most satisfied with their work and the most likely to 
“make the same choice of specialty.” However, incomes remain in the lowest strata 
(http://www.medscape.com/viewarticle/737617). It is therefore not surprising that 
in the 2016 NRMP Fellowship Match, only 44% of geriatric fellowship positions 
filled, the lowest among all fellowship programs in the nation, and many of the 
graduating fellows go on to careers as hospitalists, where they can earn $40–60,000 
more per year than in a primary care practice. The losses in the geriatric workforce 
can primarily be attributable to the design of the healthcare delivery system and to 
the model of payment.

The conclusion is clear: we need a new approach to healthcare delivery and a 
new approach to paying for it, which aligns incentives for the payer, the patient, and 
the provider. The payment system needs to reward value as measured by better dis-
ease management, better control of symptoms, and a better experience with the 
healthcare delivery system at a lower overall cost. Better care is achievable only 
through an approach that coordinates care across settings, over time, and with links 
to care in the community for medical, social, and mental health services. Coordinated 
care is both more effective and less expensive. If it also improves the health of the 
population, then society will have been well served.

 The Independence at Home Demonstration

The Independence at Home Demonstration (https://innovation.cms.gov/initiatives/
independence-at-home/) is built around three principles that include population tar-
geting, healthcare delivery reform, and a shared savings methodology to augment 
fee-for-service income. Eligibility criteria need to be easy to identify and verifiable 
through readily available data sources, for the purpose of accurately defining benefi-
ciaries most likely to be among the top 5–10% of costs for the population. For 
logistical reasons, the IAH Demonstration focuses on geriatrics patients in Medicare, 
but the design is applicable to similar populations with high-need and high-cost 
individuals in all age groups.

 Eligibility

The first criterion is the presence of two or more persistent, chronic conditions that 
presents a significant risk for clinical exacerbation and disability. For the elderly, 
these are predominantly illnesses of the major organ systems and psychiatric disor-
ders; most are progressive with an inexorable decline, either slowly or in a stair-step 
pattern, affecting both physiology and functional independence in activities of daily 
living. These conditions are readily verified through the ICD-10 diagnoses associ-
ated with CPT codes used for fee-for-service billing.

The second two criteria relate to utilization patterns: a nonelective admission to 
an acute care hospital, followed by referral to a post-acute service. This might 
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include either a subacute rehabilitation stay in a skilled nursing facility, admission 
to an acute rehabilitation hospital, or a home health episode. Although referral is 
usually on discharge from the hospital, we wanted to capture those instances when 
a “post-acute” service failed to prevent a hospitalization. Therefore, order is not 
relevant, but both must have occurred within the previous 12 months. Utilization of 
each of these services is readily identifiable through billing codes submitted to 
Medicare and confirms eligibility.

A nonelective hospitalization is a readily identified milestone in the progression 
of chronic illness, [2, 6] differentiating a “condition” from a “severe condition,” i.e., 
the point when a physiologic dysfunction that warrants a diagnosis now has an 
impact on the ability of the patient to care for him or herself, or to function in soci-
ety. A single hospitalization confers a risk of a 30-day readmission for approxi-
mately 20% of these patients and more than 25% for those with advanced 
cardiopulmonary disease [10]. Little appreciated is that 30% are readmitted within 
90 days and 50% are readmitted or dead within the year [10]. It became apparent 
that a further marker for advanced disease is if hospitalization did not restore func-
tional independence, prompting referral to a post-acute service. Functional impair-
ment in two or more ADLs is a very strong marker for added complexity, resource 
utilization, and costs and a predictor of mortality. The second reason that post-acute 
services were included is that each is associated with a mandatory functional assess-
ment, either MDS, OASIS, or FIM, that includes a full functional assessment for 
activities of daily living. (Footnote: Minimum Data Set (MDS) is used in skilled 
nursing facilities; Outcome and Assessment Information Set (OASIS) is used in the 
home health industry and draws heavily from the MDS; the Functional Independence 
Measure (FIM) is used predominantly in the acute rehabilitation setting.) With the 
passage of the IMPACT Act (https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-
Act-of-2014-and-Cross-Setting-Measures.html, accessed 1/21/2017), these 
forms will be combined in the future, but used in the same context. Regardless, 
these forms must be completed and submitted to Medicare as part of the documenta-
tion for reimbursement of services. This allows for corroboration of the fourth cri-
terion, functional impairment in at least two activities of daily living requiring the 
assistance of another person.
Research has shown that these four criteria can define a cohort in each state repre-
senting 1.3–8.6% (average 6.6%) of the Medicare population, well within the 
5–10% target [11]. An analysis of this population’s utilization experience shows an 
average annual expenditure of approximately $54,000, which is 5× the per capita 
mean of $9900 [12]. Medicare-only IAH-Q beneficiaries had a mean monthly cost 
of $2827 (range, $2156–$3275 on a state-by-state analysis), and dual eligibles 
(Medicare and Medicaid) had a mean monthly cost of $3597 (range, $2059–$5246); 
overall the costs associated with IAH-Q beneficiaries accounted for approximately 
30% of all spending. This population also accounts for 24% of all hospitalizations, 
44% of all 30-day readmissions, and 23% of all nursing home admissions [11]. 
Therefore, these simple and readily available criteria have proven to be far more 
effective than much more complicated risk assessment tools.

11 Primary Care in the Home: The Independence at Home Demonstration

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-2014-and-Cross-Setting-Measures.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-2014-and-Cross-Setting-Measures.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-2014-and-Cross-Setting-Measures.html


150

 Creating a Healthcare Delivery System Designed to Meet 
the Needs of the IAH Population

The second challenge was a redesign of the healthcare delivery system to best meet 
the needs of the targeted population, most of whom have significant mobility impair-
ment. Several factors were clear. First it is far easier to bring the providers to the 
patients than the patients to the providers; second, psychosocial, functional, and 
environmental factors hold equal importance in stabilizing these patients as does the 
medical regimen; and, third, we could assume accountability for outcome in all set-
tings and over time only if the practice was assigned an empanelled group of 
patients. Given these operational needs, the obvious approach was to organize care 
through a home-based primary care (HBPC) practice with an interdisciplinary team 
of healthcare providers. Given the high complexity of illness, we felt that the inter-
disciplinary teams should be led by either a physician or anurse practitioner with 
experience in providing healthcare in the home setting with physician collaboration, 
as per state regulations.

HBPC has several important characteristics that lend themselves to the manage-
ment of this select cohort of patients. Most importantly is the ability to evaluate the 
patient in their natural environment, which provides a window into their lives. 
Compliance with the medical regimen is readily assessable: the medications are 
either present or not, and matching pill counts with fill dates provides an accurate 
accounting. The same is true for wound care and other disposable supplies. This 
perspective also allows the clinician to make better decisions in adjusting and stream-
lining the regimen. Second, a “kitchen biopsy” (done with permission) can provide a 
strong sense of compliance with dietary recommendations. Third, the presence of 
appropriate durable medical equipment and assistive devices should correlate with 
the patient’s functional needs. Equally important is an observation of the patient and 
family interaction as an indication of support, or neglect, as well as caregiver burden. 
Finally, the functional assessment in light of environmental barriers highlights oppor-
tunities to maximize functional independence and reduce caregiver strain.

HBPC has other attributes that facilitate care and responsiveness. Patients can be 
seen only one at a time while they wait in their homes, which allow schedule adjust-
ments on a day-to-day basis for more timely routine visits, or even on demand in 
coordination with central triage and dispatch personnel, for urgent care visits. Since 
these patients have a high prevalence of illness, the use of portable diagnostic and 
therapeutic technologies is easily justifiable and enhances the capabilities for both 
ongoing and urgent care.

The deep personal relationships that develop when the clinicians spend time with 
the patient in their home and with their family foster trust and a greater understand-
ing of the patient’s preferences and expectations, as well as those of their caregivers. 
These discussions result in more meaningful advance directives and better decision-
making in both the chronic and acute phases of illness. The majority of people want 
to “age in place” and “die in my own bed” if they can be assured that their needs can 
be met. “Being there” sends a strong message of reassurance.
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The team approach is a central theme of HBPC. In order to affect outcomes, it is 
crucial that all facets of illness be addressed contemporaneously, including the med-
ical, social, and psychological and the ability to perform the activities of daily liv-
ing; function is also dependent on environmental factors. “It takes a village” of 
professionals working with the patient and their caregivers to address each aspect of 
the plan of care. A highly functioning team has several key characteristics that can 
be illustrated through a semantic progression: multidisciplinary care conveys the 
idea that each professional adds to the regimen, while interdisciplinary conveys 
active coordination of these inputs, and transdisciplinary conveys a deeper under-
standing of what the other disciplines bring to the team and allows each to scout for 
opportunities for other members to tailor the team’s recommendations to the indi-
vidual. Each discipline “owns” the patient and family from their perspective and 
advocates for their needs among the other providers. To quote Norman S. Hidle, “A 
group becomes a team when each member is sure enough of himself and his contri-
butions to praise the skill of the others.” Therefore, team leadership shifts among the 
team members depending on the issues at hand, a situation that leads to a “flat” 
hierarchy, as opposed to the “command and control” hierarchy more often encoun-
tered among healthcare teams.

The Independence at Home Demonstration has shown that there is no set for-
mula for successful team building. Unlike the Veterans Affairs HBPC Program, 
where the disciplines and time commitments are defined through a central adminis-
trative process, each IAH practice creates their own team through a combination of 
personnel, contract employees, and partnerships with community agencies. Various 
model programs have been established, both academic and private sector, with 
slightly different team designs, evolving organically based on available resources, 
local politics, finances, and needs. For example, social services can be addressed 
through hiring social workers; purchasing time or assigning social work services 
through an affiliated provider, such as a hospital or home care agency; contracting 
with private social workers and negotiating payments through fee-for-service and 
private billings; or, by partnering with a community social service agency under a 
shared mission. It has become an essential element for success that the practices be 
able to have the flexibility to bring the full range of services together through what-
ever formal or informal relationships are available through their local health and 
social services resources.

 Assuring the Quality of Patient Care

The practices had to have in place an electronic medical record (EMR) and demon-
strate the capacity to provide 24/7 access to a clinician who has access to the EMR 
and to be of sufficient size to be able to recruit more than 200 IAH eligible benefi-
ciaries (smaller practices could band together to form a consortium to meet the 
threshold number, but would be treated as a single entity). The demonstration 
includes six quality metrics linked to payment and nine other performance metrics.
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 Quality Measures

 1. Contact with patients within 48 h on admission to or discharge from the hospital, 
or an emergency department visit

 2. Medication reconciliation in the home
 3. Patient preferences documented in the medical record
 4. Fewer than expected inpatient admissions for ambulatory care sensitive conditions
 5. Fewer than expected readmissions within 30 days
 6. Fewer than expected emergency department visits for ambulatory care sensitive 

conditions

The first three are self-reported with periodic chart audits to assure compliance 
and accuracy. For the latter three, the threshold must be equal to or less than the 
average utilization in a clinically similar population with case mix and geographic 
adjustments as determined by using Medicare claims analysis. In order to remain in 
the Demonstration, each practice needed to have achieved success on at least three 
of the six measures. If there were any savings attributed to their practice, they were 
eligible for their share in proportion to the number of quality metrics met.

The process measures include goals of care (not merely advance directives, but 
wishes and expectations), a depression screen, home safety, and falls assessment; 
cognitive screen; symptom interventions and control; self-management capabilities; 
and caregiver burden. These are monitored as an annual assessment of the quality, 
but do not determine savings shares. Their purpose is to assure that important fac-
tors of patient care are being addressed and the data is shared among the practice 
professionals as a means of improving care through peer support.

 Shared Savings Methodology

The third component of the IAH demonstration is the ability to share in savings 
generated by the clinical care of each practice. The demonstration stipulates that the 
first 5% of savings in Medicare Parts A and B are to be returned to Medicare. Any 
savings beyond the first 5% would be shared with the practices with 80% going to 
the practice and 20% returning to Medicare. The intent is to create an incentive for 
these HBPC practices to seek out the most expensive beneficiaries in their region 
and then to provide better care to reduce their costs. The more complex and expen-
sive the patient has been in the past, the greater the opportunity for savings. The 
problem of “regression to the mean” after an extreme swing in costs is managed by 
matching each case to an actuarial control population, so that the calculations are 
based on a difference in cost experience on a month-to-month basis, as opposed to 
an absolute difference in annual costs.

The challenge has been to accurately define the expected costs in the absence of 
the intervention and thus calculate the amount of savings by subtracting actual 
costs; this remains an ongoing effort. Several factors must be taken into account 
when making the comparison to beneficiaries who have met the IAH eligibility 
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criteria, but who are not receiving primary medical care in the home. The most 
important is to control for mortality rate, which runs in the low to mid 20% range, 
which we found to be significantly higher in IAH-qualified enrolled persons than 
in the other Medicare beneficiary groups, likely reflecting more advanced disease 
burden. The death year is usually costly even if the patient is in HBPC, though less 
costly than if they are not in HBPC. Second, Medicare adjusts payments using a 
geographic index based on average costs in that region, otherwise known as 
“county rate adjustments.” Interestingly, since IAH-qualified beneficiaries skew far 
to the highest end of the cost distribution, they are strikingly similar across regions, 
despite high variability in county rates attributed by Medicare for their geographic 
adjustment indices, so simple application of Medicare mean county costs in the 
prediction model works to the disadvantage of these programs. Third, many 
patients tend to enroll in IAH following an exacerbation or new onset of severe, 
chronic illnes resulting in a period of clinical instability. Experience has shown that 
this instability persists for approximately 3 months before the patient plateaues at 
their “new normal.” The relative proportion of such “incident” cases in a given 
practice will increase its expected costs, compared with the costs for a program 
comprised of patients who have been stabilized, and an adjustment for population 
instability is needed. Finally, there are issues around high cost variances, extreme 
outliers, and confidence intervals for small programs. This potentially disadvan-
tages smaller practices, which must meet a higher threshold beyond the 5% savings 
to assure that they have indeed been effective before they can participate in shared 
savings. Outlier protection can mitigate this challenge. Finally, the cost target 
model and savings calculation must be predictable at the practice level in order to 
have a sustainable business model. Work continues to hone the prediction model.

Despite some concerns over the methodology, CMS felt sufficiently assured that 
savings were being generated to release 2 years’ worth of IAH data. In Year 1 
(2012–2013) their analysis found that IAH practices served 8400 Medicare benefi-
ciaries and saved over $25 million—an average of $3070 per participating benefi-
ciary. CMS awarded incentive payments of $11.7 million to nine of the participating 
practices that reduced Medicare expenditures and met the designated quality goals. 
According to CMS’ analysis, all 17 participating practices improved quality in at 
least three of the six quality measures; four practices met all six quality measures 
(https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-
Press-releases-items/2015-06-18.html, accessed 1/21/2017). In Year 2 (2013–2014) 
the 15 remaining IAH practices served more than 10,000 Medicare beneficiaries 
and saved Medicare nearly $8M—an average of $746 per beneficiary. CMS awarded 
incentive payments of over $5M to seven participating practices that succeeded in 
reducing spending while improving quality (https://www.cms.gov/Newsrrom/
MediaReleaseDatabase/Fact-Sheet-item/2017-01-19.html, accessed 1/21/2017). 
According to the original CMS Press Release, “On average, beneficiaries:

• Have follow-up contact from their provider within 48 h of a hospital admission, 
hospital discharge, or emergency room visit;

• Have fewer hospital readmissions within 30 days;
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• Have their medication identified by their provider within 48 h of discharge from 
the hospital;

• Have their preferences documented by their provider;
• Use inpatient hospital and emergency room services less for conditions such as 

diabetes, high blood pressure, asthma, pneumonia, or urinary tract infection.”

Year 3 (2014–2015) results are in process as CMS continues its work to improve 
the accuracy of the shared savings methodology.

 Legislative History and Plans Going Forward

The Independence at Home Act was developed for the 2008 Congressional session 
and sponsored by Senators Ron Wyden (D-OR) and Richard Burr (R-NC) and 
Representatives Ed Markey (D-MA) and Michael Burgess (R-TX). As the 
Affordable Care Act of 2010 gained momentum, this bill was proposed as an 
amendment and endorsed with unanimous, bicameral support and incorporated into 
the ACA under Section 3024. The solicitation was offered through CMS in 
December 2011 and the Demonstration began in June 2012. Although the program 
was scheduled to be in effect for 3 years, it became evident to those in CMS and 
Congress that there was promise in the preliminary analysis for both savings and 
quality improvement. New, companion legislation in both the House and Senate was 
crafted in the summer of 2015 to extend the Demonstration for an additional 2 years, 
while the analysis continued on the original 3 years. In June, CMS reported their 
favorable results of Year 1 and the extension legislation, the Medicare Independence 
at Home Medical Practice Demonstration Improvement Act of 2015, was passed on 
a unanimous voice vote and signed into law in July 2015.

The Senate Finance Committee established the Chronic Care Work Group to 
highlight proposals to improve the care of frail populations. The first of their 24 
recommendations was to expand the IAH Demonstration to a national program 
(https://www.finance.senate.gov/imo/media/doc/CCWG%20Policy%20
Options%20Paper1.pdf, accessed 1/23/2017). This continued to spur legislative 
initiatives.

In anticipation of a favorable analysis for Year 3, legislation has been crafted for 
a national expansion of the program. Senate bill 3130, the Independence at Home 
Act of 2016, was first introduced in the Senate in 2016, by Senators Markey (D-MA), 
Cornyn (R-TX), Bennet (D-CO), and Portman (R-OH) with four other co-sponsors 
(https://www.congress.gov/bill/114th-congress/senate-bill/3130). The Senate 
champions reintroduced the bill as S464 in the 2017 session. The House leadership 
is awaiting the Year 3 results and confirmation by CBO of the savings, but is primed 
to introduce a companion bill as soon as the timing is right.

In the meantime, meetings continue with the leadership of the Center for 
Medicare and Medicaid Innovation, who assumed administrative responsibility 
when the Office of Research and Demonstration Initiatives was subsumed, with the 
expectations of announcing the Year 3 results by early 2018. Leadership from the 
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IAH Learning Collaborative is working with CBO to lay the groundwork for their 
understanding of the program. Negotiations with the Senate Finance Committee to 
coordinate legislation and to update the House leadership are actively underway.

 Research

There is a growing body of literature supporting the effectiveness of the home-based 
primary care model for frail elders. As might be expected from the Pareto Principle, 
the greater the need and the higher the costs, the greater the potential that a benefit 
can be shown for improving clinical quality and reducing utilization and costs. 
However, these benefits are largely dependent on direct involvement by the primary 
care physician, who is supported by an interdisciplinary team, and when access to 
care is available 24/7 [13].

Longitudinal chronic care provided by an interdisciplinary team, with active par-
ticipation of the primary care physician or nurse practitioner, appears to be a univer-
sal component [13–15]. Models of care on which the Independence at Home 
Demonstration was developed rely strongly on a team approach [16, 17]. For exam-
ple, The Veterans Affairs Home-Based Primary Care Model includes the primary 
care physician or nurse practitioner, who is held responsible for the care and 
accountable for the costs, supported by nurses, pharmacists, therapists, social work-
ers, and mental health providers. Each practice has an empanelled group of patients 
who are managed in their homes for nearly all services and monitored by the team 
when hospitalized and for short-term institutional care [18]. As a whole the 141 
programs showed lower hospital and nurse home use, 30-day hospital readmission 
rates, and lower overall costs of care without shifting costs to Medicare [17]. In 
Medicare fee-for-service, all home-based primary care practices are led by a physi-
cian (85%) or nurse practitioner and have a wide variety of additional team mem-
bers, depending on the organization supporting the practice [15]. In another example, 
The home-based primary care practice at the MedStar Washington Hospital Center 
employs a team of geriatricians, nurse practitioners, and social workers, supported 
by an office-licensed practical nurse for triage and support personnel; mental health 
and pharmacy services are engaged on an ad hoc basis. During a mean 2-year fol-
low-up, cases had 17% lower Medicare costs, averaging $8477 less per beneficiary 
(P = 0.003), with significant reductions in hospital utilization and nursing facility 
care. Although the home healthcare and hospice costs were higher, these lower cost 
services acted as substitutes for higher-cost services and were better aligned with 
the goals and expectations of care in this population.

The question remains about the ability of the workforce to respond to the need 
[19]. An analysis using the 2012 5% Medicare Beneficiary file identified approxi-
mately 2.2 M beneficiaries with characteristics that strongly correlate with eligibil-
ity for the IAH Demonstration. These were screened for having had at least one 
physician visit in their home, assisted living facility or group home by NPI numbers 
and identified approximately 150,000 patients. Approximately 60% of these were 
seen by physicians who billed for visits to 40 or more patients in their place of 
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residence in that calendar year, which identified nearly 4000 practices and nearly 
6000 providers; nearly 1000 practices had at least 160 patients. Several patterns of 
growth were used to estimate the potential of the workforce to respond to the soci-
etal need, should the reimbursement as suggested by the Year 1 results of the IAH 
demonstration materialize. The growth rate attributed to the hospitalist movement 
would meet the needs for 35% of eligible beneficiaries; using the higher growth rate 
of successful programs in the IAH Demonstration suggests that 64% of the need 
could be met within 10 years [20]. Generally, the greater the savings the greater the 
growth, as practice income is a function of savings share.

As important as growth may be for those in need, it is equally important to main-
tain the quality of care. There is a burgeoning literature on defining the parameters 
of quality in this highly skewed population, since the usual intermediate measures 
of disease state, adherence to guidelines, screening tests, and mortality rates have 
little relevance as illness burden increases and prognosis is diminished [21]. As 
previously noted, IAH has six quality metrics and nine process measures, but 
research in this area has offered additional elements that might be considered [22]. 
The National Home-Based Primary Care and Palliative care Network is field testing 
metrics focused on patient and caregiver experience [23] and will have a registry 
available to Advanced Alternative Payment Models under the new MACRA 
initiatives.
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12Nurse Practitioners and Primary Care 
for Older Adults

Debra Bakerjian

This chapter focuses on the role of nurse practitioners in providing primary care 
services to older adults. While the chapter focuses on nurse practitioners, it is 
important to keep in mind the potential role of physician assistants (PAs) and 
other advanced practice nurses in meeting the primary care shortages as well. 
Unfortunately, very few physician assistants have specialized in the care of older 
adults, and the physician assistant profession has not made significant strides in 
encouraging PAs to pursue this specialty. In contrast, nursing has made specific 
efforts to educate and train more nurses and advanced practice nurses in the care 
of older adults [1, 2]. The first part of this chapter will describe nurse practitio-
ners in the US healthcare system followed by a discussion of the nurse practitio-
ner role in various health delivery models and end with policy challenges 
surrounding NP care.

 Nurse Practitioners in Primary Care in the United States

 About Nurse Practitioners (NPs)

The American Association of Nurse Practitioners1 defines NPs as a type of advanced 
practice nurse who complete a master’s and/or a doctoral degree that includes 
advanced clinical training beyond their education and clinical preparation as a reg-
istered nurse. The didactic and clinical course work prepares nurses with special-
ized clinical knowledge and clinical competencies to work within primary care, 
acute care, and long-term care settings. Nurse practitioners provide a range of 

1 American Association of Nurse Practitioners—NP Facts https://www.aanp.org/all-about-nps/
what-is-an-np.
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primary, acute, and specialty healthcare in a variety of different settings to include 
obtaining patient histories; ordering, performing, and interpreting diagnostic tests; 
diagnosing and treating acute and chronic conditions; prescribing medications; 
ordering treatments; and counseling and education of patients and families. Nurse 
practitioners may operate autonomously or in a collaborative practice, dependent 
upon the state in which they are licensed.

 Types of Nurse Practitioners

As of 2016, there are approximately 222,000 NPs licensed in the United States with 
the majority of NPs practicing in a primary care settings (see footnote 1). Nurse 
practitioners are typically educated, licensed, and nationally certified to provide 
care to a specific population such as pediatrics, family, women’s health, mental 
health, or adult-gerontological. They may also be setting specific such as primary or 
acute care.

 Who Provides Care to Older Adults?

The most common type of NP providing care to older adults is family nurse practi-
tioners (see Table 12.1). They are prepared to provide care to people across the age 
continuum and are the most prevalent type of NP accounting for 55% of all NPs. 
Gerontological nurse practitioners (GNPs) receive the highest degree of specialized 
preparation to care for older adults.

Unfortunately, similar to geriatricians, there are very few (<3%) certified geron-
tological NPs. To expand the numbers of NPs who received specialized education 
and training to care for older adults, nursing leaders made decisions through the 
APRN Consensus Model2 process to combine the education of adult NPs and geron-
tological NPs with a goal of increasing the numbers of NPs qualified to care for 
older adults. Forty-one different nursing organizations endorsed the Consensus 
Model (Fig. 12.1), which provides agreed upon definitions, describes roles and pop-
ulation foci, and presents strategies for implementation of the model.

The APRN Consensus Model includes uniform guidelines for licensure, accredi-
tation, certification, and education (LACE) to align the relationships across the vari-
ous roles and population foci of advanced practice nursing. As a result, the specialty 
role of gerontological nurse practitioners (GNPs) and adult nurse practitioners 
(ANPs) combined into the new specialty of AGNP. When the numbers of ANPs 
were added to GNPs, the numbers of geriatric-trained NPs more than doubled. The 
most current information from the 2016 National NP Sample Survey3 indicates that 

2 The Consensus Model for APRN Regulations: Licensure, Accreditation, Certification, and 
Education at http://www.nursingworld.org/consensusmodel.
3 https://www.aanp.org/images/documents/research/2016%20np%20sample%20survey%20
report_final.pdf.
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8.1% of NPs have specialty preparation in gerontology. This is still a very small 
percentage, considering that the oldest old (>85 years) are the fastest growing seg-
ment of our population.4

The inability to attract a strong geriatric workforce has been a challenge for the 
last two decades [3–6]. A variety of barriers have been identified including lack of 
exposure to geriatric training [7], lack of perceived value by students given poor 
reimbursement when compared with other specialties [8], and an overall negative 
perception of the industry [6], all contributing to the shortage of geriatric providers.

 Settings of Care

In general, there has been an increasing demand for nurse practitioners (and physician 
assistants) [9–11]. According to one of the top physician recruiters, Merritt Hawkins, in 
2016, nurse practitioners are now the fifth most requested searches nationally.5 The 

4 US Census Bureau (2016).
5 http://www.forbes.com/sites/brucejapsen/2015/07/15/nurse-practitioners-physician-assistants- 
more-in-demand-than-most-doctors/#59f8c20a3610.

Table 12.1 Distribution, top practice setting, and clinical focus area by area of NP certificationa

Population
Percent 
of NPs Top practice setting Top clinical foci

Acute care 7.7 Hospital inpatient clinic 
(27.3%)

Cardiology 
(20.8%)

Adultb 16.8 Hospital outpatient clinic 
(16.3%)

Primary care 
(32.6%)

Adult-gerontology primary 
careb

4.0 Hospital outpatient clinic 
(14.5%)

Primary care 
(40.5%)

Familyb 55.1 Private group practice 
(13.9%)

Primary care 
(47.6%)

Gerontologyb 2.7 Long-term care facility 
(20.7%)

Primary care 
(51.8%)

Neonatal 1.7 Hospital inpatient clinic 
(44.9%)

Primary care 
(15.3%)

Pediatric—primary careb 6.4 Hospital outpatient clinic 
(25.4%)

Primary care 
(57.8%)

Psychiatric/
mental health—adult

2.4 Private NP practice 
(19.5%)

Psychiatric 
(96.1%)

Psychiatric/
mental health—family

3.0 Psych/mental health 
facility (20.5%)

Psychiatric 
(89.5%)

Women’s healthb 5.8 Private group practice 
(26.0%)

OB/GYN (72.6%)

aAANP Fact Sheet copied with permission from the AANP website—https://www.aanp.org/all-
about-nps/np-fact-sheet
bSix of the ten population focused NPs are primary care providers with most of the primary care 
NPs practicing in outpatient clinics, private practice, or long-term care settings
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demands come from many different types of healthcare organizations as well as from 
academic institutions.

Because of their foundation as a registered nurse that educates to work in a vari-
ety of settings and with multiple populations, NPs are well versed in both acute 
care, long-term care, community care, and home care and are familiar with the 
entire population span. Many NPs have had specialized experiences as an RN in 
areas such as pain management, women’s health, long-term care, or home health, 
which may lead to their specialization as an NP.

Currently, nurse practitioners are employed in several different practice settings rang-
ing from ambulatory clinics, emergency departments, acute care hospitals, long-term 
care hospitals, skilled nursing homes, palliative care, hospice, and industry. The most 
common practice settings include hospital outpatient clinics (14.5%), private group 
practice (14%), private physician offices (8.5%), hospital inpatient clinics (8.1%), and 
emergency room/urgent care (4.7%).6 In most cases, these NPs provide primary care 
services and are working collaboratively with other healthcare professionals, but in 
some cases, they practice in a consulting model. The consulting model is common in 
acute care hospitals, where an NP or a clinical nurse specialist may advise physicians 
who are not geriatric certified in how to best manage the care of older adults. A signifi-
cant number of nurse practitioners work as educators in various colleges and universi-
ties. They may also be employed in a variety of different research settings, although this 
is less common. A third of NPs work in rural settings or lower population areas.

6 https://www.aanp.org/images/documents/research/2016%20np%20sample%20survey%20
report_final.pdf.
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 Nurse Practitioners’ Roles

As previously discussed, nurse practitioners play a variety of roles in the care of 
older adults and practice in several different types of settings. The most common 
roles and settings include:

 1. Providing primary care services to older adults in ambulatory care settings such 
as outpatient clinics and private offices

 2. Providing acute and chronic care services to older adults in institutions such as 
acute care hospitals, skilled nursing facilities, and residential care facilities

 3. Providing patient education to patients and families
 4. Consulting with organizations on quality of care, patient safety, and quality 

improvement

Depending on the practice environment, nurse practitioners may collaborate with 
various healthcare providers including physicians, registered nurses, licensed voca-
tional nurses, medical assistants, social workers, pharmacists, and others. This 
effort to collaborate comes naturally from a long history of registered nurses work-
ing to coordinate care for patients. This also provides a strong foundation for nurse 
practitioners to work within an interprofessional team, which has been shown to 
improve the overall quality of care.

One of the advantages that nurse practitioners bring to any practice environment 
is that they are registered nurses and can incorporate the roles, responsibilities, and 
functions of the registered nurse into the care that they provide to patients and their 
families. For example, a nurse practitioner that goes out to visit an elderly patient in 
their home can assess their chronic diseases, order treatments, write prescriptions, 
and also provide comprehensive wound care as needed. In the nursing home, they 
can order pain medications for residents in pain and work directly with the nursing’s 
staff to develop a comprehensive care plan for pain management. The ability of 
nurse practitioners to integrate the role of the registered nurse into their daily work 
greatly enhances the value of the care that they provide.

 Challenges in Primary Care Services

With the passage of the Affordable Care Act and the aging population, the demand 
for primary care services has been on the rise.7 This growth in demand is made more 
critical by decades of primary care physician shortages, both general internal medi-
cine and family physicians. Additionally, there are a disproportionate number of 
medical schools and physician graduates concentrated in the northeastern portion of 
the United States that makes the shortage far worse in the western states. While the 
physician workforce overall has grown over several decades, there are far fewer 

7 http://kff.org/medicaid/issue-brief/tapping-nurse-practitioners-to-meet-rising-demand-for-primary-care/.
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physicians entering primary care practice and even fewer who are prepared to care 
for older adults as mentioned previously.

These shortages are more critical in the face of a fast-growing older population 
who are living longer with more chronic diseases, significantly increasing the com-
plexity of care. Overall, this higher complexity of care means that clinicians who 
care for older adults need more time to provide that care, making the shortages of 
geriatric-trained clinicians an even greater challenge. Nurse practitioners have his-
torically filled that gap of physician shortages; however, the most recent shortages 
of physicians, the ever-increasing aging population, and the increased complexity of 
care provided the impetus for significant investments within the Affordable Care 
Act to expand the role of NPs in primary care [10, 12–15].

The next section describes several newer healthcare delivery models that incor-
porate nurse practitioners. Several of these new models have shown early success in 
improving access to care with a long-term goal of mitigating the shortage of geria-
tricians and geriatric-trained nurse practitioners by employing a team approach to 
care that incorporates other geriatric-trained health professionals such as pharma-
cists and social workers [15].

 Healthcare Delivery Models and Nurse Practitioners

A variety of innovative healthcare delivery models have arisen in the past decade 
[16]. Many grew out of the Affordable Care Act, many were in response to the CMS 
Innovation Center grants and demonstration projects, and others grew directly from 
organizational innovations. While these models have been described in other chap-
ters in this book, they are discussed briefly in this chapter because most of these 
models include nurse practitioner care.

One of the most well-known models is the patient-centered medical home 
(PCMH), which focuses on primary care redesign and espouses a team-based 
approach to care, historically led by a personal physician, although nurse practitio-
ners are recognized as PCMH leaders by the National Committee for Quality 
Assurance (NCQA), the committee that accredits PCMHs.8

Key components of the PCMH are patient-centeredness, coordinated team-based 
care, technology, and improving patient experiences of care. This model of care 
includes physicians, nurse practitioners, physician assistants, pharmacists, social 
workers, and others to provide comprehensive primary care (see Chap. 2 for further 
detail). PCMH clinics can be led by NPs in many states, and those NP-led practices 
have been shown to have similar or in some cases better (breast cancer screening and 
blood pressure control) outcomes compared with physician-led PCMH clinics [17].

Nurse-managed health clinics (NMHCs) were established through the Affordable 
Care Act to provide comprehensive primary care health and wellness services to 
underserved and vulnerable populations [18, 19]. These clinics must be led by an 

8 NCQA accreditation programs at http://www.ncqa.org/programs/recognition/practices/
patient-centered-medical-home-pcmh.
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advanced practice nurse and associated with a school, college, university, or depart-
ment of nursing, a federally qualified health center, or an independent not-for-profit 
social services or healthcare agency. Studies of NMHCs have shown positive out-
comes such as reduced cost, equivalent or better health outcomes, and improved 
patient satisfaction ([20]—health affairs [21, 22]).

Accountable care organizations (ACOs) are shared savings models designed to 
create incentives for institutional and individual healthcare providers to collaborate 
and share resources while providing coordinated care to patients. To be recognized 
as an ACO, a group of providers and suppliers of patient services must serve at least 
5000 patients in a coordinated fashion and agree to participate in the program for at 
least 3 years (see Chap. 6 for more detail). Nurse practitioners were initially autho-
rized to be ACO professionals; however, a last-minute change in the regulation pre-
cluded the assignment of patients in the program to nurse practitioners. It is hoped 
that future legislative changes will reverse the exclusion of nurse practitioners; as 
can be seen from the previous paragraphs, there are many NP-owned or NP-led 
practices that would benefit from participation in the ACO process.

Retail clinics are another innovation that, while sparking some controversy origi-
nally, have become more mainstream in recent years. Retail clinics were designed 
to provide basic healthcare services in a retail environment, where patients do not 
need appointments to obtain these services. Retail clinics provide basic services 
such as immunizations, diagnosis, and initial management of acute illnesses and are 
covered by many insurances including Medicare and Medicaid. Nurse practitioners 
and physician assistants typically provide the healthcare.

An interesting study comparing retail clinic, primary care physician office, and 
emergency department visits found that retail clinics provided primary care services 
to a greater number of underserved patients, many of whom did not have a primary 
care provider (Mehrotra et al.). Most of the reasons for visits included upper respira-
tory complaints, immunizations, ear and eye infections, and urinary tract infections. 
The authors of this study suggest that these retail clinics are functioning as a safety 
net for patients who previously sought care in the emergency department. That 
being said, there are concerns about care provided in retail clinics instead of a pri-
mary care office including potential disruption of primary care relationships, the 
ability to provide consistent chronic care delivery, and reduction in care coordina-
tion. More research is needed to better understand the long-term effects of retail 
clinics. In the meantime, these clinics are meeting the needs of some patients who 
may not have full access to care for basic services.

Independence at home is a CMS demonstration project currently being evaluated 
in the US medical practices. Both practices led by a physician or a nurse practitioner 
have participated in this demonstration project (see Chap. 11 for more detail). The 
purpose of the project is to provide comprehensive home-based primary care ser-
vices to a frail elder population with a goal to reduce hospitalizations and emer-
gency department visits for this group of frail elders. Advanced practitioners, 
including nurse practitioners and physician assistants, have played an important role 
in the independence at home practices whether led by a physician or a nurse practi-
tioner. NPs and PAs are often the clinicians who make the home visit to homebound 
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seniors in this model. The collaboration between physicians, NPs and PAs, nurses, 
social workers, pharmacists, and other health professionals is critical in the success 
of the model. This leads us into a discussion of interprofessional models of care.

 Interprofessional Models of Care

While there is an ongoing discussion and debate about the full practice authority for 
nurse practitioners, there is little debate about the value of nurse practitioners in the 
care of older adults. In most cases, nurse practitioners work in a collaborative care 
environment that includes, at minimum, a physician collaborator. Some of the best 
models also include other health professionals such as geriatric pharmacists, gero- 
psychiatrists, geriatric-trained social workers, and others who work collaboratively 
to provide comprehensive care to older adults in a variety of different institutional, 
community, and home settings.

The GRACE model (GRACE stands for geriatric resources for assessment and 
care of elders) is focused on care of older adults with care provided by a nurse prac-
titioner and social worker in collaboration with an expanded GRACE team that 
includes a geriatrician, geriatric pharmacist, physical therapist, and mental health 
case worker [23]. This is an integrated care model that targets mostly dual-eligible 
(Medicare and Medicaid) patients with chronic diseases. Care begins with a com-
prehensive in-home assessment by an NP and social worker, who then consult with 
the expanded team (see Chap. 2 for more details).

A randomized controlled trial that studied the model found that patients enrolled 
in GRACE had fewer emergency room visits, hospitalizations, readmissions, and 
lower costs compared with a control group [24]. In this model, one of the highest 
values of nurse practitioners is that they can function both as a registered nurse and 
as an advanced practice nurse. Their knowledge of nursing care is instrumental in 
helping with a holistic assessment of patients in their home environment and with 
ongoing care coordination. This is particularly effective in caring for older adults 
with multiple chronic diseases and mental health and psychosocial challenges. 
Many of these patients have conditions that can be well managed by nurses such as 
common geriatric syndromes including pressure ulcers, incontinence, and func-
tional decline. Nurse practitioners fully represent nursing in this interdisciplinary 
team-based collaborative model [24, 25].

Home-based primary care (HBPC) is a model that provides primary care to 
homebound older adults. This program focuses on transitional care for older 
adults recently discharged from the acute care hospital. The goal of care is to 
reduce re- hospitalizations and emergency department visits as well as to improve 
coordination and continuity of care. In many cases, the care is provided by a nurse 
practitioner who may be collaborating with a geriatrician and other health profes-
sionals such as a geriatric pharmacist and/or social worker (see Chap. 13 for more 
detail). Again, the fact that nurse practitioners function as both advanced practice 
and registered nurses contributes highly to the success of this model of care. 
Nurse practitioners can not only assess, diagnose, and prescribe treatments for 
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these frail older adults, they can also carry out complex nursing care in the home 
such as wound care, medication reconciliation, and other nursing procedures that 
might be needed.

PACE or program of all-inclusive care for the elderly provides comprehensive 
medical and social services to an identified group of community-dwelling frail 
elders [26]. PACE programs are funded through Medicare and Medicaid with a goal 
of preventing older adults from being admitted to a nursing home. Medicare and/or 
Medicaid beneficiaries can join a PACE program if offered in their state. PACE 
programs are responsible for providing all necessary health services including out-
patient, inpatient, and long-term care services as needed. In addition, PACE pro-
grams cover Medicare Part D, social services, transportation, occupational and 
physical therapy, and nutritional counseling. The original PACE program, On Lok, 
started as a CMS Demonstration Project led by a registered nurse. Within the PACE 
Program, primary care services are provided by a physician, physician assistant, or 
nurse practitioner who work within a collaborative team model. Studies of PACE 
model have shown that the use of team-based care in the PACE model improves 
healthcare outcomes for older adults [27].

The collaborative care model has been developed to provide care for patients 
with complex medical and psychiatric conditions. This model combines primary 
care and mental health services in an integrated fashion. Primary care services are 
provided by a physician, physician assistant, or nurse practitioner who collaborates 
with a mental health professional. Studies of this model have shown that this inte-
grated care model provides better outcomes and greater satisfaction for both patients 
and providers [28, 29].

While not a specific model, much attention has been paid to Care Transitions and 
the role of nurse practitioners in improved outcomes [30, 31]. Nurse practitioners 
have had a significant impact on improving transitional care from the hospital to 
skilled nursing homes and home health settings, and in the care of older adults in 
general [32–35]. The Transitional Care Model is led by nurses, often advanced prac-
tice nurses (including nurse practitioners), and provides team-based health care that 
is designed to deliver person centered care for high-risk patients (often the elderly). 
In a randomized control trial of older adults with heart failure, advanced practice 
nurses improved patient-provider communication, educated patients on the mean-
ing of their symptom and taught them self-care strategies, improving their quality of 
life [36].

 Nurse Practitioners and Quality of Care

There have been numerous studies and systematic reviews over the years that have 
examined the quality of nurse practitioner care providing both primary care services 
to the general population and primary care to older adults [20, 37, 38]. While it is not 
the intent of this book chapter to review the literature related to quality of care, posi-
tive outcomes have been well documented and generally include improved health 
outcomes particularly in chronic care management, such as hypertension, heart 
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failure, and diabetes improvements and functional status, and high levels of patient 
and family satisfaction [39, 40]. There is extensive evidence showing that nurse prac-
titioners generally provide care equivalent to that of physicians. Moreover, the evi-
dence of improved outcomes from nurse practitioners and physicians in collaboration 
is even stronger [38, 41] indicating that continued focus on collaborative care is 
warranted.

 Regulatory Issues Related to Nurse Practitioner Practice

Based on the numerous studies demonstrating that nurse practitioners provide care 
equivalent to that of physicians, several states have granted nurse practitioners 
authority to practice fully within the scope of their education and training. These 
efforts have been partially driven by the shortage of physicians across the United 
States and the need for greater numbers of primary care providers. Unfortunately, 
despite the evidence that nurse practitioners provide high-quality care and increased 
patient satisfaction, controversies surrounding NP practice remain. Organized phy-
sician groups such as the American Medical Association and the American College 
of Physicians have lobbied extensively against nurse practitioners having full prac-
tice authority, and this has resulted in a wide variation in the scope of nurse practi-
tioner practice between states, variations in access to care in different states, and 
confusion among consumers related to nurse practitioner practice.

Additionally, there are differences in the federal guidelines for what NPs are 
allowed to do in nursing homes that conflict with states that have full practice 
authority. Social Security regulations require that patients who are admitted to a 
nursing home on Medicare Part A must have a physician complete the comprehen-
sive admission visit. This is a requirement that physicians cannot delegate to either 
a nurse practitioner or physician assistant. This conflicts with state regulations that 
allow nurse practitioners to function independently and is another source of confu-
sion for Medicare beneficiaries as well as the physicians and nurse practitioners 
providing care. Nurse practitioners who are unsure about current regulations should 
look for the most recent version of the “Evaluation and Management Services” 
guide from the Medicare Learning Network; the 2016 guide is available online.9 A 
specific guide for nursing facility service coding is also available online, the most 
recent of which is MM4246 (Oct 23, 2012)10; please note that these guides are 
updated periodically. Two other sources are available for up-to-date information on 
appropriate documentation, billing, and coding: (1) Gerontological Advanced 
Practice Nurses Association (GAPNA) at https://www.gapna.org/ and (2) American 
Medical Directors Association (AMDA) at http://www.paltc.org/. Both of these 
professional organizations provide up-to-date information.

9 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf.
10 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/downloads/mm4246.pdf.
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 Regulation of NP Practice

In general, nurse practitioners are regulated at the state level through nurse practice 
acts. Unfortunately, the variability in how states regulate NP practice is problematic 
and continues to be a barrier to full practice authority in many states. The American 
Association of Nurse Practitioners (AANP) has published a map of state practice 
environments that is updated regularly. Figure 12.2 shows the current map with an 
“at-a-glance” view as to whether the state allows for full practice, reduced practice, 
or restricted practice and includes definitions of those terms. Two particularly impor-
tant studies have been published recently that have advocated that all states passed 
legislation to enable all nurse practitioners to have full practice authority to evaluate, 
diagnose, order diagnostic tests, initiate treatments, and prescribe medications under 
the exclusive licensure authority of the state board of registered nursing.

Fig. 12.2 The state practice environment—2017 AANP (https://www.aanp.org/legislation- 
regulation/state-legislation/state-practice-environment)
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The National Governors Association conducted a literature review of state regu-
lations and quality of care related to nurse practitioner scope of practice. They 
wanted to understand the extent to which scope of practice rules and licensure vary 
across the states, to what extent state rules and regulations deviate from evidence- 
based research, and, given the current evidence, how would changes in state scope 
of practice laws impact healthcare access and quality. Their findings, consistent 
with other studies, indicated that nurse practitioners provided comparable care to 
physicians and suggested that NPs may provide improved access to care. Their 
association recommended that states consider reducing restrictions on scope of 
practice and ensuring adequate reimbursement for services to encourage and incen-
tivize greater NP involvement in primary healthcare (Schiff—National Governor’s 
Association, 2012).

In 2010, the Institute of Medicine (IOM) released a landmark report, “The 
Future of Nursing: Leading Change, Advancing Health,” which strongly advo-
cated for effective utilization of nurses to address the nation’s most challenging 
healthcare issues. Significant improvements have been made in some areas; how-
ever, it has been recognized and reported that one major area that has not improved 
significantly is the ability of advanced practice registered nurses to practice to the 
full extent of their education and training due to scope of practice barriers at the 
state level (Fineberg and Lavizzo-Mourey 2013). The IOM report included rec-
ommendations to congress, state legislatures, the centers for Medicare and 
Medicaid services, and other regulatory agencies to remove barriers to full prac-
tice authority. Fineberg and Lavizzo-Mourey have since advocated that this 
become a reality, not just a recommendation. Subsequently, some states passed 
legislation to remove these barriers; however, as of January, 2017, there are only 
21 states and Washington DC that have granted full practice authority for nurse 
practitioners. Significant policy work needs to be done to remove scope of prac-
tice barriers in the remaining states so that older adults have access to high-quality 
primary care services [10, 13, 42].

 Conclusion

This chapter has focused on describing the role of nurse practitioners in a vari-
ety of practice models and settings in the United States. In addition, an effort 
was made to describe the environmental factors impacting healthcare including 
the shortage of primary care providers in general and particularly in geriatrics 
in the face of a rapidly expanding population of older adults. Recommendations 
have been made that nurse practitioners may fill this gap and provide care to 
older adults in a variety of settings. Evidence has been provided as to the high 
quality of the care provided by nurse practitioners as well as clinical nurse spe-
cialist and physician assistants, who also provide primary care services to older 
adults. And while both nurse practitioners and physicians can provide high 
quality of care independently, there is a growing body of evidence that health-
care outcomes are even better when clinicians work collaboratively in a team-
based practice.
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13Collaboration with a Geriatric 
Pharmacist

Janice Hoffman

With the exponential growth expected over the next decade in the geriatric popula-
tion, healthcare professionals will be challenged to match the demands to adequately 
treat this cohort [1–3]. Much of the care will default to primary care providers who 
will benefit from the resources of an interdisciplinary team to assist with assess-
ments and treatment options [4]. The certified geriatric pharmacist is one such inter-
disciplinary team resource [5].

The certified geriatric pharmacist can help to manage many chronic disease 
states and assist with assessment and monitoring of the medication regimen in col-
laboration with the primary care provider [3, 5]. Trained geriatric pharmacists look 
at the patient as a “whole” and are not in a silo of one disease arena [6, 7]. Considering 
alternative therapy choices, titration of medications and adjustments of dose due to 
renal impairment are key roles the pharmacist can play [7, 8]. Drug information is 
another resource the certified geriatric pharmacist can provide with sufficient 
evidence- based medicine references that can assist in pharmacotherapy decision- 
making [9, 10].

A certified geriatric pharmacist has at least 2 years of practice with geriatric 
patients or a general pharmacy residency for 1 year and 1 year of practice [11]. In 
addition, the certified geriatric pharmacist has taken a written exam and passed [11]. 
The certification is good for 5 years and needs to be maintained with specific con-
tinuing education requirements set by the Commission for Certification in Geriatric 
Pharmacy (CCGP) [12]. Unlike other board certification programs, the CCGP is an 
internationally accepted certification [13]. Through the training process to become 
a certified geriatric pharmacist, the development in the expertise of the physiologic, 
pharmacokinetic, polypharmacy, and misuse, abuse, and compliance aberrations 
that occur with the aging process is achieved [14].
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Many changes in the aging process can affect the use of medications [15]. For 
example, as people age the gastrointestinal tract, particularly the stomach, becomes 
more basic from the traditional acidic environment of a pH less than 5 [15, 16]. This 
change in acidity can affect how a tablet might be dissolved in the stomach or a drug 
is absorbed [16]. Another example is wrinkling of the skin [17]. With wrinkles the 
skin is less smooth, is less hydrated, and has decreased surface lipids [17]. The use 
of a transdermal patch may be affected by the impact wrinkles have on the absorp-
tion of the drug getting through the skin as well as the patch adherence to the skin 
[15, 18]. There is also an increased potential for skin tears and skin complications 
[15]. A transdermal patch may be valuable to decrease systemic adverse effects; 
however, they may have an increased cost and potential risks of their own [15, 18].

Socioeconomic value of medication therapy may also play a role in compliance 
with the medication regimen [19]. At times new medications or those medications 
that do not have generics available can have high costs associated with their use [20]. 
Financial burden can contribute to nonadherence if the geriatric patient cannot afford 
the medication [20]. This can also be affected by third-party payor’s refusal to share 
cost or when the shared cost is too much for the patient on a fixed monthly income 
[20]. On the other hand, some patients will struggle to pay the high costs and then 
take the medication every other day to make the medication last longer [19, 20]. 
Either scenario presents compliance issues [20]. The certified geriatric pharmacist 
can sometimes help the patient change to a different Medicare Part D plan (prescrip-
tion coverage program) that better covers the costs of their individual medications or 
even look for pharmaceutical company financial assistance programs and lastly, the 
pharmacist can recommend an alternative medication that is covered by the insur-
ance plan [21].

When a pharmacist reviews the medication regimen with the patient, there are 
situations where misuse and abuse can be detected [22]. Misuse may include, for 
example, overuse of an inhaler for chronic obstructive pulmonary disease or that the 
inhaler is not being orally inhaled but the patient is spraying on their chest or inhal-
ing through their nose [23, 24]. This type of misuse can come from low health lit-
eracy or poor patient education [25]. Another area of misuse can be seen with pain 
medications, specifically opioids with abuse potential [26]. Even with elderly 
patients, abuse with the opioids is common [27]. The patient develops dependence 
on the opioid to get up every day [27]. This is a helpful “need” however, what can 
transpire is the transition to demands for pain medication and addiction from this 
dependent situation [27]. This can be followed by complications of the narcotic 
analgesic agents such as confusion, delirium, and the increased risk of fractures due 
to a mechanical fall [28].

There can be value in having collaborative agreements with certified geriatric 
pharmacists [29]. Pharmacists can assist with the assessment and monitoring of med-
ication regimens, especially in regard to pain management, Diabetes, and cardiovas-
cular conditions [29]. The remainder of this chapter focuses on the services and value 
of having a consultant pharmacist embedded in your interdisciplinary team.

The consultant pharmacist can also be of great value with transitions of care and 
medication reconciliation [5, 30]. When a patient goes to the acute care hospital, the 
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medication regimen will likely change [30]. As an example, consider an 87-year-old 
female having an aortic valve replacement who is sent home with at least five new 
medications. The discharge medication list may have some of the previous medica-
tions she was taking at home missing [30]. The pharmacist can review the home 
medications and the discharge medications and devise a medication regimen that 
covers all her medications [31]. Additionally the pharmacist can define a monitor-
ing plan for the medication regimen including monitoring of the new warfarin added 
at the hospital [31]. With a specific protocol approved by the physician providers, 
the pharmacist can be delegated for the anticoagulation therapy lab monitoring and 
dose adjustments for the warfarin [32]. The need to review all medications, deter-
mine duplications, unnecessary agents on the return to home, and the need to sim-
plify the medication regimen are all responsibilities that can be designated to the 
pharmacist for patients experiencing a transition of care [5, 30, 32].

As our 87-year-old patient transitions back to home and starts to make her fol-
low- up visits to her many specialists such as the cardiologist, nephrologist, neurolo-
gist, and psychiatrist. There is a greater risk of polypharmacy as the number of 
specialists increases [33]. Continued visits with the geriatric pharmacist can benefit 
the patient. The pharmacist can communicate with the variety of specialists, sim-
plify the medication regimen, as well as monitor for adverse effects of the medica-
tion regimen [31]. While medications may be started in the acute hospital, if the 
hospitalist started at a low dose, the medication may need to be titrated upward 
[30–32]. As a medication is titrated, always consider “start low, go slow, but go” to 
reach the individual therapeutic range [34].

The geriatric pharmacist is a vital resource in the therapeutic monitoring of med-
ications [29]. The pharmacist can calculate the creatinine clearance (or GFR) and 
adjust the dose for renal impairment [29, 35, 36]. For example, our 87-year-old 
patient has been on memantine 10 mg twice daily for the past 6 months; however, 
during this last hospitalization, her kidneys take a turn for the worse. The pharma-
cist calculated her creatinine clearance to be 25 ml/min. The recommended dose for 
memantine when the renal function has declined to less than 30 ml/min is 5 mg 
twice a day [37]. This is a service the pharmacist can add to decrease accumulation 
of renally cleared medications and decrease the risk of adverse events [29, 35].

Psychoactive medications are another area that certified geriatric pharmacists 
can be delegated for monitoring [36]. For antipsychotic medications, the pharmacist 
can complete an Abnormal Involuntary Movement Scale (AIMS) and report the 
finding and recommendations for dose reductions [36, 38]. Additionally, the phar-
macist can perform the Mini-Mental Status Exam or the Mini-Cog and the geriatric 
depression scale to assess cognition and depression [36, 38, 39]. The finding of 
these assessments can be reported to the provider with recommendations for changes 
in medication regimen as indicated [29]. Another service the pharmacist can pro-
vide is behavioral mapping [40, 41]. With a report form completed by the caregivers 
over 3 days, at 15-min intervals for the frequency of maladaptive behaviors, the 
pharmacist can plot the behaviors and assist the interdisciplinary team visualize at 
what times the behaviors are occurring and if the medication dosing is appropriate 
and if the behaviors are improving [40, 41]. This can identify that behaviors occur 
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when the patient is hungry or having anxiety when a family member is scheduled to 
visit [40, 41]. When you can visually see the plot of the frequency of behaviors, it is 
much easier to consider non-pharmacologic interventions such as giving a snack if 
the patient is hungry or keeping the patient busy until the family member arrives 
[41]. Psychoactive medications can also contribute to countless therapy and disease 
state complications [42, 43]. Minimizing the use of psychoactive is fundamental to 
decreasing the risks and benefit ratio [44]. Especially in dementia, psychoactive 
medications can be useful and harmful at the same time [45]. We know that the 
antipsychotic agents are not FDA approved for use in dementia, yet they are used 
for hallucinations and psychosis that may cause a danger to the patient with self- 
injurious behaviors or a danger to others such as staff when working closely with 
the patient and they are kicking, hitting, and spitting [46]. While non- pharmacologic 
interventions are always first line and are preferred by all involved parties including 
the patient, there are times that the patient can benefit from the use of psychoactive 
medication in relation to improved quality of life, caregiver burden, and safety 
issues [45].

Another area where the geriatric pharmacist can be advantageous is in the devel-
opment of an antibiotic stewardship program and the empiric selection, renal dose 
adjustment, and frequency and duration of therapy for antibiotics [47, 48]. With the 
antibiotic development pipeline declining, the need to reduce resistance to current 
available antibiotics is increasing [47, 48]. Geriatric patients living within a facility 
may harbor multidrug-resistant organisms that can be transmitted to other patients 
[47]. Consider that our 87-year-old was admitted to the hospital for a community- 
acquired Streptococcus pneumoniae but her nasal swab tested positive for Klebsiella 
pneumoniae ESBL. This changed the regimen in the hospital from simply a macro-
lide to ertapenem [49]. Whether living in a facility or in the community, our frail 
geriatric patients are at risk for multidrug-resistant organisms [50]. We need to save 
antibiotics for when there are sufficient signs and symptoms of an infection before 
starting an antibiotic [49, 50]. If an antibiotic is not started, the provider might con-
sider having the patient return to the office in 24–72 hours to ensure no new signs of 
infection have developed [49, 50]. Empiric therapy is key to appropriate antibiotic 
use and should be based on the antibiogram for the cohort of patients seen in your 
practice [49, 51]. The laboratory can provide the antibiogram, and the pharmacist 
can help design a plan for your antibiotic stewardship program [51]. Pharmacists 
have ample knowledge to be helpful with selection of the appropriate spectrum and 
best antibiotic regimen to reduce the risk of resistance [51]. In the community set-
ting, there is a great need to reduce unnecessary antibiotic use to diminish microor-
ganism resistance, and the pharmacist can be a key to your practice [52].

Another area that the geriatric pharmacist can be of value is in looking for drug- 
drug interactions [29]. For example, our patient was taking sertraline 50 mg daily 
and was started on tramadol 50 mg every 6 h as needed for pain in the hospital. She 
was very anxious on return from the hospital, and the pharmacist noted the possibil-
ity of mild serotoninergic syndrome [53]. The pharmacist recommended changing 
the tramadol back to acetaminophen since the patient had not taken any tramadol 
since discharge from the hospital.
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Adverse drug events can contribute to a geriatric patient being readmitted to the 
hospital [54]. The difference between an adverse drug event and a side effect is that a 
side effect is anticipated and mild in nature, such as diphenhydramine causing drowsi-
ness [55]. An adverse drug event can be detrimental to the patient’s health [55], for 
example, blood in the urine with enoxaparin when bridging to warfarin. Our patient 
was also taking sertraline and the selective serotonin reuptake inhibitors (SSRI) as a 
class effect can decrease platelet aggregation and contribute to an increased risk of 
bleeding [56]. This can contribute to a longer hospital stay or a readmission. The 
pharmacist can play an important role in handling adverse events [57].

Adverse events can range from serotonin syndrome to QTc interval prolongation 
to medication-induced mechanical fall risk [57]. The certified geriatric pharmacist 
can remind the prescriber to consider an electrocardiogram to monitor for QTc 
interval prolongation to decrease the risk of a ventricular arrhythmia and a poor 
patient outcome [58].

In the setting of a mechanical fall, there are many factors that may contrib-
ute to the fall, and medications are one of them [59]. There are several medica-
tion fall risk predictors [59]. One of the easiest to use is the ASHP fall risk 
scoring system (Table 13.1). It looks at the classes of medication and quantifies 
the risk [60].

Another area that can be assessed by the pharmacist is anticholinergic burden, espe-
cially if signs and symptoms of anticholinergic adverse effects are noted such as dry 
mouth, dry eyes, urinary retention, constipation, or low blood pressure [61]. There are 
numerous medications such as furosemide and warfarin that have a low anticholinergic 
burden but when combined with multiple agents can contribute to adverse effects [62].

Dehydration and electrolyte imbalance are also common adverse events for the 
geriatric patient [63]. Many geriatric patients do not drink enough water [63]. 
Additionally, several medications can contribute to hyponatremia as an adverse effect, 
for example, the SSRIs, carbamazepine, and oxcarbazepine [63]. These adverse drug 

Table 13.1 Medication fall risk scoring systema

AHFS pharmacologic-therapeutic 
classification Risk for falls Points Mechanism for falls

Analgesics, antipsychotics, 
anticonvulsants, benzodiazepines

High 3 Sedation, dizziness, postural 
disturbances, altered gait and 
balance, impaired cognition

Antihypertensives, cardiac drugs, 
antiarrhythmics, antidepressants

Intermediate 2 Orthostasis, impaired cerebral 
perfusion, poor health status

Diuretics Low 1 Increased ambulation, 
orthostasis

AHFS American hospital formulary service
Quality Improvement in a Medium-Sized Non-Academic Health System: Pharmacist Medication 
Profile Review to Decrease Hazardous Falls and Improve Patient Quality of Care. Date accessed: 
February (2011). American Society of Health-System Pharmacists Quality Improvement Initiative 
http://www.ashp.org/DocLibrary/Policy/QII/Quality-Success-Story-IssueBrief.pdf.
aA score of 6 or higher for a patient suggests an increased risk for falls and triggers evaluation of 
the patient (i.e., fall risk evaluation)
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effects can be a factor in seizure risk and other negative patient outcomes [64]. 
Discussion of risk factors can help to avoid severe adverse events [63, 64].

Interdisciplinary team meetings can be a simple and effective use of time to get 
the more information about each patient [29]. The geriatric pharmacist can provide 
drug information and monitoring and suggest changes in the regimen with a verbal 
discussion of alternative therapy [29]. When the team members are present and 
interactive, the best pathway to positive outcomes for the patient can be devised 
[65]. Most interdisciplinary team meetings can take a few hours a week if done 
efficiently [66]. New patients can take more discussion to devise the care plan and 
should be dispersed over different meeting schedules to be efficient. Caregiver, 
patient, and family should be included when possible [67]. When a patient resides 
in a facility, the caregiver closest to the patient and the patient should at least attend 
virtually via teleconference or webinar [67].

While a patient is living within a facility, for example, an assisted living facil-
ity (ALF) compared to a skilled nursing facility (SNF), a prescriber should keep 
in mind the federal and state regulations that apply to medication use within these 
types of facilities [68]. For example, our patient has been taking sertraline for 
years and was recently placed in a SNF for rehabilitation after a bout of pneumo-
nia. The facility staff completed the assessment for depression, and currently this 
patient is not displaying any signs or symptoms of depression. The consultant 
pharmacist cites the federal regulations that suggest that as the prescriber you 
should reassess the need for the sertraline and consider a slow downward taper 
[68]. The prescriber knows that the patient has a long history of depression and 
decides to keep the dose at the current 50 mg daily regimen. The consultant phar-
macist’s role in this scenario is to inform the prescriber of the guidelines and to 
obtain the documentation to support the fact that a dose reduction is clinically 
contraindicated [68].

Our patient is now being discharged home from the SNF, and the pharmacist is 
assessing her health literacy and understanding of her medication [29, 69]. Since 
she is now taking warfarin, the pharmacist asks if she can receive the medication 
education [69]. The pharmacist meets with the patient and reviews the diet, time to 
take the medication, and when to notify the prescriber if any symptoms of bruising 
or bleeding occur [69]. Pharmacists have value as medication education specialists 
and are often best suited to prepare and deliver this information [69]. Medical staff 
journal club organization or staff in-services about new uses of medications are 
additional valuable resources of the pharmacist [70].
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 Introduction

Primary care matters. It is associated with better health, better health-care quality, 
and lower costs [1–3]. It is also a field that has been under extreme stress due to the 
hard work of transformation of the delivery system and payment inadequacy. As in 
all of medicine, there is diversity of structure, process, and quality across the many 
sites of primary care. There is also great diversity and change underway in payment 
for primary care. This chapter seeks to define key attributes of effective primary care 
and to then discuss financial models to support the delivery of such care. A model 
can be evaluated from the perspective of the payer or the provider, but ultimately the 
different and sometimes conflicting views will need to be reconciled by evidence of 
the success or failure of any model based upon societal goals and realistic metrics. 
Additional chapters in this book provide details on specific programs and models of 
effective care—both in terms of cost and quality. In this chapter an attempt is made 
to set the stage for these more detailed presentations by providing more general 
information on finances and the lexicon of payment “reform.” A principle that under-
lies any successful financial model is that it is sustainable and it supports and nur-
tures what matters and minimally stimulates what does not. Any model is also only 
as good as its implementation and no single approach or model will achieve all goals.

 Defining Effective Primary Care

In 1996 the Institute of Medicine (IOM) defined primary care. “Primary care is the 
provision of integrated, accessible health care services by clinicians who are 
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accountable for addressing a large majority of personal health care needs, develop-
ing a sustained partnership with patients, and practicing in the context of family and 
community.” [4].

The IOM also defined quality care as addressing these six aims [5]:

• Safe: Avoiding harm to patients from the care that is intended to help them
• Effective: Providing services based on scientific knowledge to all who could 

benefit and refraining from providing services to those not likely to benefit 
(avoiding underuse and misuse, respectively)

• Patient-centered: Providing care that is respectful of and responsive to individ-
ual patient preferences, needs, and values and ensuring that patient values guide 
all clinical decisions

• Timely: Reducing waits and sometimes harmful delays for both those who 
receive and those who give care

• Efficient: Avoiding waste, including waste of equipment, supplies, ideas, and 
energy

• Equitable: Providing care that does not vary in quality because of personal charac-
teristics such as gender, ethnicity, geographic location, and socioeconomic status

A defining concept in primary care is the patient-centered medical home 
(PCMH). In 2007 a coalition of primary care physician specialties adopted Joint 
Principles of the PCMH [6]. In summary the Principles state:

The patient-centered medical home (PCMH) is an approach to providing compre-
hensive primary care for children, youth, and adults. The PCMH is a health-care 
setting that facilitates partnerships between individual patients, and their per-
sonal physicians, and when appropriate, the patient’s family.

Personal physician—each patient has an ongoing relationship with a personal phy-
sician trained to provide first contact, continuous, and comprehensive care.

Physician-directed medical practice—the personal physician leads a team of indi-
viduals at the practice level who collectively take responsibility for the ongoing 
care of patients.

Whole person orientation—the personal physician is responsible for providing for 
all the patient’s health-care needs or taking responsibility for appropriately 
arranging care with other qualified professionals. This includes care for all stages 
of life, acute care, chronic care, preventive services, and end-of-life care.

Care is coordinated and/or integrated across all elements of the complex health- 
care system (e.g., subspecialty care, hospitals, home health agencies, nursing 
homes) and the patient’s community (e.g., family, public, and private community- 
based services). Care is facilitated by registries, information technology, health 
information exchange, and other means to assure that patients get the indicated 
care when and where they need and want it in a culturally and linguistically 
appropriate manner.
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Quality and Safety Are Hallmarks of the Medical Home
Evidence-based medicine and clinical decision-support tools guide decision-making.
Physicians in the practice accept accountability for continuous quality improvement 

through voluntary engagement in performance measurement and improvement.
Patients actively participate in decision-making and feedback is sought to ensure 

patients’ expectations are being met.
Information technology is utilized appropriately to support optimal patient care, 

performance measurement, patient education, and enhanced communication.
Practices go through a voluntary recognition process by an appropriate nongovern-

mental entity to demonstrate that they have the capabilities to provide patient- 
centered services consistent with the medical home model.

Patients and families participate in quality improvement activities at the practice 
level.

Enhanced access to care is available through systems such as open scheduling, 
expanded hours, and new options for communication between patients, their per-
sonal physician, and practice staff.

It goes on to comment on payment principles necessary to sustain this model:
Payment appropriately recognizes the added value provided to patients who have 

a patient-centered medical home. The payment structure should be based on the fol-
lowing framework:

• It should reflect the value of physician and non-physician staff patient-centered 
care management work that falls outside of the face-to-face visit.

• It should pay for services associated with coordination of care both within a 
given practice and between consultants, ancillary providers, and community 
resources.

• It should support adoption and use of health information technology for quality 
improvement.

• It should support provision of enhanced communication access such as secure 
e-mail and telephone consultation.

• It should recognize the value of physician work associated with remote monitor-
ing of clinical data using technology.

• It should allow for separate fee-for-service payments for face-to face visits. 
(Payments for care management services that fall outside of the face-to-face 
visit, as described above, should not result in a reduction in the payments for 
face-to-face visits.)

• It should recognize case mix differences in the patient population being treated 
within the practice.

• It should allow physicians to share in savings from reduced hospitalizations 
associated with physician-guided care management in the office setting.

• It should allow for additional payments for achieving measurable and continuous 
quality improvements.
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These are good principles and articulate important aspects of any financial model 
that will support effective primary care. However, there are many possible methods 
to implement these principles.

To individuals, effective primary care is care that meets their personal needs, 
regardless of how an expert may rate it. In today’s world of value-based care goals, 
effective primary care in the eyes of payers and the public is the care that produces 
the highest possible quality result at the lowest cost. Additionally, it is the care that 
will reign in growth of national health-care expenditures to a sustainable rate.

 Why Primary Care Matters and Where the Money Goes

The IOM asks primary care clinicians to practice in the context of family and com-
munity. The context of community can take many forms, from seeking to improve 
the public health infrastructure, to advocating for better schools and housing and to 
being a good steward of resources. Inevitably, there must be a limit on health-care 
spending, although historically America has spent an ever-increasing percentage of 
its gross domestic product on health care. Any limitation on spending will create a 
zero sum game where increases in one area must be offset by savings in another. On 
a larger social scale, America does this today. Compared to other economically 
advanced countries, we spend substantially more on health care in a presumed effort 
to achieve health. In turn, we spend less on social programs. Other nations spend a 
similar amount in the aggregate, but proportionally more on social programs, and 
achieve better health statistics than the United States [7].

It is likely that increased and sustained investment in primary care will be depen-
dent on the ability of primary care to blunt spending trends. There is reasonably 
strong evidence that primary care supply, especially in relationship to specialist 
supply, is associated with improved quality and reduced cost [8]. Whether or not 
increased numbers of primary care providers will blunt cost spending trends is less 
clear [9].

It seems obvious that primary care capacity is central to achieving access to care 
and preventive services. Care coordination is generally a primary care function, 
even if some other disciplines do prominently coordinate care across the medical 
neighborhood, at least for select populations (e.g., dialysis patients) or on a time- 
limited basis (e.g., cancer treatment). If patients are to be cared for in lower cost 
settings than hospitals, inpatient and outpatient, there must be a primary care infra-
structure for patients to get that care. Without other change, just spending more on 
primary care is unlikely to achieve the triple aim of better health, better health care, 
and lower cost. But without a strong primary care system, the aim is merely an 
imaginary dream. To attain the goals of the aim, primary care needs to transform. 
Many activities to create advanced centers of primary care are in progress. Today, 
although it varies by region and population of interest (e.g., children compared to 
the vulnerable elderly), approximately 6–8% of health-care spending is on primary 
care visits. These visits comprise roughly half of all patient visits, though the ratio 
of primary care to specialist visits is shrinking [2].
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The financial models of greatest interest to geriatricians involve Medicare, 
though the dual-eligible population is very relevant, and models that combine 
Medicare and Medicaid expenditures such as the Program of All-Inclusive Care for 
the Elderly (PACE) are of great importance. A substantial portion of health-care 
expenditures is out of pocket and on services not covered by Medicare. That said, 
Medicare comprises the major source of payments to physicians and other geriatrics 
professionals. If Medicare Advantage (Part C) spending is removed and assumed to 
be spent in the same manner as the remaining funds, Medicare spends approxi-
mately 40% of its funds on hospitals, 16% on physicians and professionals, 15% on 
Part D drugs, 5% on skilled nursing, 3% on home health, and the rest on a variety of 
services such as durable medical equipment, hospice, and Part B drugs [10]. These 
proportions reflect the $597 billion spent in 2014. For hospitals, the 40% is split into 
31% inpatient and 9% outpatient. In 2014, approximately $150 billion was spent on 
long-term care (nursing care facilities and continuing care retirement communities) 
[11], and Medicaid funded half of the nursing facility expenditures. The reason to 
understand these figures and sources of payment is because financial models will be 
designed to facilitate shifts in fund distribution with an overall net savings or better 
return on investment in terms of functional or health status.

 Insurance Basics

It is important to understand some general principles of insurance and to have a 
working knowledge of health-care finance terminology in order to consider models 
of care. It is becoming even more essential as most of the newer models of finance 
are pushing insurance risk onto providers. Therefore, to a degree, provider entities 
are becoming quasi-insurance companies. Of course, historically there have been 
insurance companies that were also providers, merging financing and delivery, such 
as the staff model prepaid health plan represented by Kaiser and other staff model 
health maintenance organizations.

Risk Insurance is designed to pool risk across a group of people that contribute 
money (premiums), or have money contributed on their behalf, to pay for events that 
are generally predictable at the population level, but not at the individual level. The 
goal is to have enough money to pay for the cost of care of those persons who need 
care. Many individuals will have no costs and others will have very high costs. The 
law of averages keeps premiums affordable overall. By pooling resources, the risk is 
spread and no one person sustains financial calamity when a high-cost event occurs. 
This very basic principle is all too frequently forgotten. It is understandable that a 
fundamental concept can be overlooked when we use insurance to pay for predict-
able expenses such as preventive care. It also is the case that more and more high 
costs are not for random “events” such as leukemia or trauma; they are due to chronic 
high-cost conditions that will persist for years. Nonetheless, the implications of the 
basic principle of insurance are many. The first is that the risk pool needs to be large 
enough to blunt the effect of random events. Pooling the risk for 100 people together 
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will not create financial protection from an expensive event, if one should occur. A 
one in a million very expensive event probably will not strike this small cohort, but 
if it does, the funds would never be enough, even if saved over many years of “dodg-
ing bullets.” So a model of financing that expects a provider to accept risk needs to 
also require that the provider has a sufficiently large population to do so.

The next key point relates to the profile of people in the risk pool. Something bad 
may happen in a group of young healthy prevention-minded people. Something bad 
will happen in a group of frail elderly. If the premiums need to support the whole 
pool, they need to reflect the risk profile of the pool. Of course, we all know that the 
monthly health-care costs for the average working population are lower than the 
monthly costs for the average aged population. But the impact of a small subset of 
high-cost patients/insureds can be more significant than one might presume. It is the 
case that approximately 50% of health-care expenditures are generated by payments 
for care of 5% of the population [12, 13]. Let’s label them “high-cost patients” and 
call this the 5/50 principle. Take two insurance companies, one has 5% high-risk 
patients, the other has 6% high-risk patients, a seemingly trivial difference. But, 
based on 5/50, 1% of the high-cost patients account for 10% of the plan cost, so the 
difference is not trivial. This is especially important to note because even excellent 
care management would be challenged to reduce overall costs of the entire popula-
tion by 10%. To get back to the level of cost compared to the company that had 5% 
high-cost patients, medical management would need to reduce the cost on the extra 
1% high-risk patients by 100% (an unlikely achievement) or on the 6% by 17% (one 
sixth). If that seems challenging, try finding the savings from a group of patients 
that already have no costs in a year or only costs related to appropriate preventive 
services. This is why there is a need for “risk adjustment” in premiums or risk 
assumption payment methodologies. Even with risk adjustment, there is usually still 
an incentive to “cherry pick” and engage in risk avoidance strategies, because the 
adjustment is partial or stated differently, undercompensates. A successful model 
will fairly risk adjust and not create incentives to avoid complex patients and the 
professionals who care for them.

Risk assumption can be modified. Even insurance companies often buy insur-
ance, called “reinsurance” for extreme cost outliers. Sometimes special “high-risk 
pools” are funded to encourage people to be insured or to encourage insurance 
companies to enter a market place. One way this happens in payer contracts with 
risk-assuming provider groups is that the payer truncates the maximum per-patient 
per-year cost at a threshold number like $150 thousand. The payer retains the risk 
for any additional costs beyond the cap. The lower the cap, the lower the risk 
assumed by the provider group, but because high-cost patients generate most of the 
health-care costs, low truncation levels like $25 thousand are not used as essentially 
no risk is shared at that point. In primary care, the best example of modification is 
narrowing or broadening the type of risk. If a group of primary care providers is at 
risk for the total costs of care, their risk far exceeds (by almost 20:1) their typical 
primary care revenue, but the risk could be limited to primary care costs. For illus-
tration simplicity, assume primary care is exactly 5% of the total cost of care and it 
is paid to a primary care provider group. Therefore, a mere 5% total cost overage 
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would eliminate 100% of the gross income (i.e., before the practice expenses are 
even paid) of the primary care group. On the other hand, if the group was only at 
risk for an amount not to exceed 10% of their income, while the risk would be sig-
nificant at 20% of take-home pay assuming 50% of revenue overhead costs, it would 
be feasible. The primary care group would be at risk for only 0.5% of the total cost 
of care, yet this financial model may well drive primary care clinicians to take mea-
sures that are likely to reduce the total cost of care by more than 0.5% of the total 
cost, as they have a huge share of their income on the line. A financial model for 
effective primary care will motivate primary care providers to improve access, to 
seek creative cost management solutions, and to be good stewards of resources, but 
not subject them to unacceptable risk levels.

Risk Adjustment The focus above was on accepting financial risk and insurance by 
pooling risk. Besides cutting off risk acceptance at a dollar cap, it may be possible to 
otherwise adjust risk. Payment or the pool of dollars budgeted for care may be a risk-
adjusted sum. For example, assume a large integrated health system is paid by a 
health plan every month (per month) for every assigned Medicare patient (per mem-
ber or patient) an amount of money. We call this the PMPM (per member per month) 
payment. Assume that the average PMPM based on average historical costs of the 
Medicare population in that region is $1200. The plan will keep $200 dollars for 
administrative costs and for reserves and gives the providers a $1000 PMPM budget. 
This hypothetical integrated system is renowned for caring for complex patients and 
serves a large segment of people that lack supports and never had access to preven-
tive care when younger, and it also has a large group of nursing homes in its system. 
Its patients are more complex, without question to all observers. In fact, in the year 
prior, the average cost for its patients was $1400 PMPM. Clearly the system will fail 
if it were to receive $1000 PMPM. So there is a need for risk adjustment. But how 
much? One might wonder if the expected costs in the region for such a more complex 
group of patients would be $1500 PMPM (i.e., the system was efficient relatively) or 
$1300 PMP (i.e., the system was relatively inefficient).

Age, gender, institutional status (as compared to residing in the community), 
functional capacity, social supports, and diagnoses all may be analyzed for their 
correlation with Medicare-covered medical costs. What Medicare has in large data-
bases and for every beneficiary are costs and diagnoses in addition to age, gender, 
Medicaid eligibility, and institutional status. It uses this data to create the Hierarchical 
Condition Categories (HCC) methodology to risk adjust total costs. Diagnoses 
treated and reported in claims are used to create a risk score for every patient. Not 
every diagnosis matters (as an HCC) as one can imagine many have little to no 
impact on costs. An example would be allergic rhinitis. Some conditions when 
together in the same patient have a combined adjustment that is bigger than the sum 
of the individual factors as there is an interaction, consistent with the health risks 
clinicians well understand in patients with multiple interacting conditions. An 
example would be chronic kidney disease and heart failure. This HCC risk adjust-
ment is used for total cost of care. There may be risk adjustors for other events that 
are structured differently, such as the risk for readmission to a hospital.
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It is important to understand that these adjustments are based on modeling on 
large databases and are valid only for the intended use. So, a score that determines 
that a patient is likely going to cost 150% of the average does not mean that the 
chances of going to the ER are 150% more than average, even if they probably are 
higher. It is well known that factors such as health literacy, social supports, educa-
tional level, and income affect the probability of a patient receiving certain services 
or attaining certain clinical end points. It is obvious that financial impediments to 
obtaining insulin might affect glycemic control as an example. Risk adjustment is not 
generally used for quality measures. While this may seem unfair to a clinician being 
“graded” or paid based upon a quality metric in a pay for performance program, the 
general philosophy is that it is not a good social goal to set lower standards for dis-
advantaged populations. A cursory familiarity with the controversies in testing in 
education (e.g., “no child left behind”) will serve to illustrate this conundrum.

Benefit Design The design of a health plan can affect costs by direct financial 
impacts or by behavioral alteration or both. Assume a benefit design where the 
patient pays 10% of all bills and there is no ceiling. If nothing else changes, 10% is 
saved by the plan over what it would have had to pay at the 100% benefit level. But, 
it is likely that behavioral effects will also occur. Some patients will not get unnec-
essary or low-value services, especially if they are costly, such as an MRI for a few 
weeks of low-risk back pain. But they may still seek inexpensive antibiotics for a 
viral respiratory illness. Others may not accept or be able to afford important, effec-
tive high-cost care. Some patients may forego important and generally cost- effective 
preventive care. While most preventive care still has a positive net cost (i.e., there is 
a cost per life year saved, not a net savings), this could result in higher medical costs 
for some, such as needing chemotherapy and radiation versus a lumpectomy, due to 
breast cancer being diagnosed at a later stage. Medications may be skipped and 
some medications do have a net cost savings, such as ACE inhibitors for patients 
with diabetes [14]. Professionals will become more conscious of costs and may 
change ordering behaviors. It is not always predictable what will occur. Beliefs that 
are not supported by evidence, fear of uncertainty, wealth, education level, confi-
dence, entitlement, and perception of life expectancy are all factors relevant to the 
behavior of an individual. These may outweigh the effects of evidence-based 
decision- making. Nonetheless, design is attempted so as to promote good care and 
good patient behavior while reducing costs. Low primary care co-pays, high ER 
co-pays, and no preventive care co-pays would be examples of such design.

There are some limitations of benefit design that warrant mentioning. The first 
point is to not confuse saving money on one patient with saving on a population. In 
geriatrics the best example would be a state Medicaid agency saving nursing home 
costs by paying for in-home services. Assume that adequate in-home support costs 
one-third of the nursing home costs and that if available would allow a patient to 
return to the community from a nursing home. It seems a no-brainer to pay for the 
services. That is a 3 to 1 return on investment and most people would rather stay in 
the community. Win win. But if allowing payment for these services means that 
three people already in the community are now eligible for the service and use it, 
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even if the one nursing home discharge was accomplished, it would still be a loss 
financially because now four people are receiving the service. The second point is 
that it is generally the case that benefit design is not targeted, or practical to be tar-
geted in a way that optimizes behaviors or settings of care. It may be desirable to 
promote prevention and primary care and to seek to reduce discretionary specialty 
care or avoidable emergency department use by loading significant patient costs on 
these services. But the fact remains that the highest cost people, those who most 
need and use insurance, even when care and behavior is optimal, will still need 
specialty care and need the emergency room and hospital. They may need drugs for 
which there is no generic or lower cost alternative. A benefit design that seems to 
promote more efficient behaviors can actually become just a mechanism to shift the 
costs of care to the chronically ill.

Providers also need to understand, or accept, that not everything should be or can 
be paid for by insurance, no matter how useful the service may be. The most promi-
nent example in geriatrics is long-term nursing home care. It could be an entitlement 
(i.e., available to all regardless of wealth status) like Medicare, but it is not. Society 
(as represented by government) has determined that preserving intergenerational 
transfer of wealth, even if modest, and reducing caregiver duties are of lesser import 
than reducing the cost to taxpayers. Any clinician who practiced prior to the creation 
of Part D recalls when Medicare beneficiaries assumed the full cost of their drugs and 
more senior clinicians recall a time when no preventive services, including influenza 
vaccinations and screening mammography, were covered. (As an aside, some benefit 
design can seem so illogical that it promotes cheating. Prior to screening mammog-
raphy being covered, almost all women somehow had something of concern on 
breast exam and required diagnostic mammography, a covered service.)

Benefits should be tailored to the population served. This is not just for sales and 
marketing purposes to niche groups, but for meeting needs and promoting better 
care and health behaviors. For example, a nominal drug co-pay designed to lower 
monthly insurance premiums probably is irrelevant for most people with employer- 
based coverage. But that may not be the case for a Medicaid recipient. The same 
co-pay on a highly cost-effective prescription drug may be a true cost barrier to care. 
Many of the costs for younger women and children are preventive and maternity- 
related services. The main costs in employer-based coverage may be driven by spe-
cialty drugs for single chronic conditions and a nonrecurring cost such as cancer 
treatment for a year. The main costs in Medicare are for those with multiple chronic 
conditions. Those dually eligible for Medicare and Medicaid under 65 living in the 
community often have high mental health-care costs and needs.

A good benefit design will promote cost-effective care, be transparent about cost 
sharing, and allow for some level of alternative benefit delivery, such as paying for 
social supports only for a subset of patients for whom net savings are very probable 
and be tailored to the needs of the population for whom it is provided. A good ben-
efit design will promote and support the provider type that can deliver the highest 
value care. A good benefit design may need to have the capacity to merge payment 
programs, such as what occurs in the Programs of All-Inclusive Care for the Elderly 
(PACE).
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Attribution In order to care for or pay for the health-care cost of a population, there 
needs to be a mechanism to define the population. If an insurance company, it may 
be easy. It is everyone who has paid premiums. But if the population is a subset of 
all insureds, such as those assigned to a specific individual or group, it may be more 
complex. The process of matching patient to provider is called “attribution.” One 
method of attributing a patient to a provider is for a patient to pick or be assigned to 
a specific provider or group. The patient’s insurance card has a PCP (primary care 
provider) name right on it. Another method is to assign based on service utilization. 
The latter can be prospective, i.e., attribution is for the year ahead, based upon last 
year’s usage patterns, or retrospective, i.e., attribution for the year is based on ser-
vices obtained during the year and is only known after the year is over. Many pro-
grams in Medicare use a primary care physician-based methodology for attribution 
to the PCP or to a larger entity in which the PCP is a member. Traditional Medicare 
almost always allows the Medicare beneficiary to go to whomever the beneficiary 
chooses. Attribution methodologies need to match the intended usage. For example, 
if a program is about improving primary care, the attribution would logically be to 
a primary care clinician. If the program is about saving costs and improving quality 
over a 90-day episode of care for joint replacement, attribution would be more logi-
cally to a hospital or orthopedist. Attribution can seem simple until one recognizes 
the number of physicians/clinicians a patient may see in a year.

An example may illustrate. A patient has a regular primary care physician who does 
only outpatient care and who has a nurse practitioner on the care team. The goal 
is to assign the patient to this physician (PCP), using claims (billing/payment 
records). In February the patient goes to the PCP with a set of papers about how 
in January she got screened for dangerous hidden conditions at a van that came 
to her church with a nurse practitioner. A review of the papers indicates an EKG, 
heel ultrasound, limited carotid ultrasound, and blood tests were done. A sheet 
labeled “annual wellness visit” guides the patient to get her flu shot and mam-
mogram every year and colorectal cancer screening (if by colonoscopy) every 
10 years until age 75. The PCP sees her for her COPD, hypertension, osteoarthri-
tis, obesity, and chronic low back pain. Despite vaccination efforts, in September 
the patient is admitted with pneumonia and an exacerbation of COPD. The 
patient has a long stay and steroids induce hyperglycemia requiring a new ther-
apy of insulin. A team of general internal medicine hospitalists and various spe-
cialists care for her. With limited supports at home, the patient goes to a skilled 
nursing facility (SNF) for 3 weeks and is seen regularly (five times) by a physi-
cian/NP team there. The SNF physician also has an outpatient primary care prac-
tice. Once back to baseline function and off insulin, she is discharged. At 
discharge, the PCP performs transitional care services, but just billed an office 
visit because the office was not notified of the discharge, despite checking in 
with the facility during the stay, until 3 days after it occurred, so the transitional 
care CPT code could not be reported. The PCP office sees the patient two more 
times that year, both by the NP. Now consider the possible attribution method-
ologies. The PCP attribution could be based upon services that are hallmarks of 

P.A. Hollmann



193

good primary care, the annual wellness visit, and the transitional care manage-
ment visit. But then a van NP is the PCP, as the transitional care was billed as a 
regular established patient visit. It could go by the greatest number of evaluation 
and management (E/M) visits by a provider tax ID/NPI combination for a pro-
vider/group with a primary care specialty, but then the hospitalist group is the 
PCP. Maybe a better way is to define primary care providers as people in a pri-
mary care specialty who have 40% of their total Medicare payments based on 
primary care services, like office visits and exclude hospital visits as counting. 
The primary care provider with the most E/M becomes the assigned PCP. Getting 
closer, but it still is the nursing home doctor who is the PCP, who, by the way, 
does not want her attributed to him as she was expensive that year. In order to not 
keep long-term care-focused providers from being PCPs, the new and improved 
method of using E/M by a primary care specialty provider does count nursing 
facility CPT codes (so long-term care patients may be attributed), but not if the 
site of care (site of service code) is the skilled nursing facility as compared to the 
nursing facility. Finally, now the actual PCP is the attributed PCP unless it is the 
NP in the PCP office. And what specialty are nurse practitioners and can they be 
PCPs, you might now ask? To sum up, an effective system will correctly attribute 
patients the large majority of times. It will never be perfect. Attribution is rele-
vant as it determines patient assignments for payment, quality measurement, risk 
assumption—all the types of newer “value-based” payments.

 Key Terms

Accountable care organization (ACO): An entity that is accountable for cost and 
quality of care for a population. “Accountable”. generally means that there is 
financial risk at some level bourn by the ACO.

Allowance: The allowed fee or payment amount set by the payer for a participating 
or contracted provider. Amounts charged in excess of the allowance for a cov-
ered service cannot be charged to the patient.

Alternative payment model: A method of payment that entails upside and usually 
downside risk for the provider or provider organization. It could be for a popula-
tion for comprehensive care or a set of services (such as joint replacement, breast 
cancer treatment, or management of diabetes over a year). The term has the 
potential to be used to describe such a wide variety of arrangements that there 
may not be a consistent definition at this point in time, except that it is an alterna-
tive to straight fee for service.

Beneficiary or member: The insured. ”.Providers refer to them as patients.
Capitation: A payment per head ”.or per member. It requires additional specificity 

to determine what service or services are being capitated or being paid on a per 
head basis.

Codes: When billing for care, it is necessary to use a procedure code and a diagnosis 
code. This is a terminology schema. CPT is Current Procedural Terminology and 
is the core of procedure (including office visits) coding. ”.Medicare and other 
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payers also use Healthcare Common Procedure Coding System (HCPCS) Level 
II codes like the G codes. Diagnosis codes are ICD-10-CM, the International 
Classification of Diseases series.

Cost sharing: Cost sharing is when the insured pays a sum when consuming ser-
vices. It is in addition to the insurance premium. It may be a deductible (an 
amount that must be paid prior to the insurance paying anything), a coinsurance 
(a flat percent of the allowed amount), or a co-pay (a fixed sum paid for a ser-
vice). The Affordable Care Act disallowed cost sharing for many preventive ser-
vices. In Medicare there is significant cost sharing in Parts A and B. However, it 
is typically unseen as almost all patients have supplemental insurance (Medigap) 
or Medicaid.

Covered services: This a service that is a benefit of the plan. Participating providers 
must accept allowances for a covered service as payment in full (after collecting 
any member cost share). Plan rules do not dictate payment for non-covered ser-
vices which would most likely be an out-of-pocket expense for the patient. There 
are often rules about notifying patients that a service is non-covered prior to 
provision and charge.

Hierarchical Condition Categories: This is the Medicare risk adjustor for payments 
to ACOs and Medicare Advantage Plans. It is based upon age, gender, institu-
tional status, and billed diagnosis codes. It has major economic impacts, poten-
tially many thousands of dollars per patient, which can be much more significant 
than the effects of medical management.

IPA: Independent practice association. This is a mechanism to form an entity that is 
of greater mass, while retaining independent practices. The IPA agreement gov-
erns the degree of independence and mutual obligations between practices and 
between practices and the administrative structure formed. There are costs asso-
ciated with operating the IPA and any centralized services. An IPA may form to 
create greater contracting influence or to pool risk or to simply share costs and 
services by creating economies of scale.

Medicare Advantage/Medicare Part C: Medicare contracts with insurance compa-
nies to provide benefits to Medicare beneficiaries. The plans are called Medicare 
Advantage Plans. They must provide actuarially equivalent benefits and usually 
provide enhanced services such as annual physicals. They do not have to pay 
contracted or participating providers in the same manner that Medicare does. 
They can have limited networks, typically have a higher level of utilization 
review and prior authorizations, and take other actions to control costs. They are 
subject to risk-adjusted payments from the government based on HCC scores. 
They are also subject to substantial quality payment adjustments in the “Five- 
Star Quality Rating Program.” Accordingly, they are very interested in providers 
meeting the quality metrics and advancing optimized risk adjustment.

Medicare Parts A, B, and D: Medicare has parts that are for different services and 
have different beneficiary enrollment and benefit rules. Part A includes inpatient 
hospital services and skilled nursing facility services, Part B is outpatient hospi-
tal and professional services, and Part D is for drugs. Parts A and B are some-
times called “Traditional Medicare.”
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Network: The set of contracted/participating providers. Some payers control costs 
by limiting networks, e.g., by capitating a subset of the community of providers 
and requiring all patients to use that subset or by having lower cost sharing for 
preferred providers. Providers could be preferred because they share financial 
risk with the payer or because they are judged to be better by some measure, usu-
ally an efficiency measure.

Participating provider: A provider that agrees to a contract. In Medicare the “con-
tract” is essentially the rules of Medicare and the fee schedule or allowances. 
Professionals may “participate” and receive direct payment from Medicare. 
They may be “nonparticipating” and charge and collect from beneficiaries, but 
the final charges to the beneficiary are still limited by law. The beneficiary pays 
the provider and then receives reimbursement from Medicare. A third provider 
option is to “opt out” and privately contract with the patients. In this case the 
provider is ineligible for any Medicare payment for any service to any benefi-
ciary. It is not a patient-by-patient option; the provider leaves Medicare com-
pletely. Patients are not allowed to collect from Medicare, though services 
ordered are covered when performed by providers that have not opted out, mean-
ing tests, consults, drug prescriptions, etc., are unaffected.

PMPM: Per member per month. A payment or cost allocation method that allows 
correction for population size and time.

Value-based payment: The concept of paying providers differentially based on 
performance.

 Payment Basics

There are a variety of ways to pay for primary care [15, 16]. Anyone of them, in 
isolation or in combination, can be effective. or ineffective depending on how they 
are executed and depending on the vantage point of the evaluation. The goals, 
behavior, and ethics of the payer, recipients of care, and providers can be factors. 
Each method has its pros and cons and risks. In many cases the methods are some-
what interrelated. For example, a PCP may have a salaried position, but the salary 
is fundamentally based on productivity using a fee-for-service payment method-
ology. At this point in history, payment methods are being used to change behav-
ior and transform delivery systems. In theory, they are also designed to recognize 
high performance, but the transformation goals appear more significant than pay-
ing more for “the best.” A first point to consider in evaluation is whether a pay-
ment model is relevant, available, or practical to the primary care practice. This 
could be because a provider elects to not accept any insurance, sets their own fees, 
and individually contracts with the patient. It could be because the payer has one 
method of payment that is not negotiable. It could be that the payer would like to 
have the providers manage populations and accept insurance risk, but the provider 
in question lacks sufficient numbers of patients or sophistication to be given the 
risk. It is useful to address some specific models and assess whether they promote 
effective primary care.
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Productivity and RVUs Because so much of payment is based on some measure of 
productivity, it helps to understand how that may be measured. One method could 
just be number of visits. Another could be number of patients assigned to a provider 
without regard to how often the patient has a visit. Another could be hours worked. 
Another could be billed (not necessarily paid) services. Usually, productivity in 
primary care is based on visits that are adjusted for level of complexity or work. If 
the prices the practice charges are also based on that method, billings and work are 
equivalent. Every visit is assigned a “billing” code, a CPT (Current Procedural 
Terminology) code. Practitioners are familiar with these codes, such as 99214, an 
evaluation and management service in the office or other outpatient setting for an 
established patient that is of moderate complexity requiring a detailed history or 
exam. The specialty societies and the American Medical Association convene an 
expert body to help place services in a spectrum of relative work, and they make 
recommendations to Medicare. The recommendations are in units of work. The 
precise definition of a unit does not matter as all services are arrayed relative to one 
another, so an arbitrary service of 1.0 can be set and all services are a factor more 
(e.g., 1.74) or less (e.g., 0.68). Accordingly, these are called work relative value 
units or RVUs. Medicare sometimes sets the RVUs without advice and ultimately 
has authority to reject or accept any advice it receives. The methodology is inevita-
bly imperfect, even if useful, and the code structure and fees/RVUs assigned are a 
source of debate. Though the word “value” is in the RVU term, it is important to 
understand that the term does not reflect utility, social value, or scientific value; it 
just reflects relative work. It is also very hard to effectively compare very different 
services such as an office visit, reading an MRI, and performing a total hip arthro-
plasty. But it is less difficult to compare different levels of office visits for estab-
lished patients.

Salary A salary can be an effective. financial model. However, as noted, the money 
for the salary must come from somewhere. Therefore, there are usually productivity 
requirements, with or without other incentives. A salary can be particularly effective 
in promoting high-quality care when it pools revenue streams so as to create an abil-
ity to provide care for time-consuming complex patients or for a population subset 
that is lower in income. For example, a 20-person primary group has five locations. 
One location is in a part of the community with high poverty rates. The other loca-
tions serve a well-insured population. The per-visit and per-patient revenue is lower 
in the lower socioeconomic status practice, even though the work RVUs could be 
more. The socially conscious group sets the salary without regard to location and 
actual revenue. Another good example may be patient population/panel size in a 
staff model HMO that has working aged and senior populations. A general internist 
will have some complicated patients, old or young. A geriatrician will have more 
complex patients, on average, and the practice of the HMO may even be to transfer 
complex patients from the general internists to a specialized geriatric team. 
Accordingly, the geriatrician’s panel size may be significantly smaller, if it is agreed 
that the internists and geriatricians all work at the same level of intensity, effort, and 
productivity. Therefore, the salaries may be the same. Salaries may not create a 
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churn mentality of seeing more and more patients or performing marginally needed 
services. Conversely, there may be no productivity incentive. Of course, salaries can 
be coupled with incentives for retention, quality, productivity, and participation in 
activities that benefit the organization and its patients (sometimes labeled 
“citizenship”).

Fee for Service (FFS) This is the “eat what you kill” financial model, though the 
terminology seems a little misplaced in health care. Like any business, revenue and 
expenses are key to having profit or take-home pay. They require careful monitoring 
and consideration. This model can be very successful financially and drive toward 
patient satisfaction as it is important to have satisfied customers to maintain busi-
ness volume. There are many factors that determine the likelihood or ease of suc-
cess. These include payer mix. A practice that is all Medicaid will be in dire 
condition. These include types of services. A practice that does everything, inpa-
tient, nursing home, office, and occasional home care, may struggle with efficiency. 
In a given provider’s hands, some otherwise RVU equivalent services may be easier 
or more difficult, efficient or less efficient, and profitable or less so. There also 
needs to be a definition of success. Is an income of $100, $200, $300, or $400 thou-
sand in a year a success? Is success defined as independence and self- determination—
being your own boss? Is success defined as financial security or time with friends or 
family? Are there key attributes of care that if unable to be provided will cause 
career dissatisfaction?

To make this more concrete, let’s run some scenarios. In some cases, the scenario 
is somewhat artificial, but the overall example is valid.

Sample office practice: Goal income is $200,000 after expenses including health 
insurance, before reserves/savings, taxes, and retirement funding. 100% collection. 
Fee is 100% of the Medicare Physician Fee Schedule. 50% of visits coded 99213 
($74), 50% coded 99214 ($109). No other services are reported. Office overhead is 
55% of gross revenue at a gross revenue of approximately $450,000. Because a 
large share is fixed costs like rent, utilities, staff (independent of volume), and pro-
fessional liability and health insurance, a low patient volume will have a limited 
effect on reducing expenses.

Gross income will need to be $200,000/0.45 or $444,444.
The average visit is $91.5, so this will take 444,444/91.5 or 4860 visits annually.
The physician takes 4 weeks off a year for vacation, sick, and CME and works nine 

4-hour sessions a week. This is 432 sessions annually. The number of patients 
seen each session must be (4860/432) or 11.25. The physician will book accord-
ingly, considering cancelation rates.

That is a lot of hard work, but it may be possible. Alter any assumption and it can 
have a significant effect. Let’s look at a few:

Case 1: Fee Allowance of the Payer
The payer pays better than Medicare and the average visit is $100. That is not the 

10% bonus Medicare once paid, but almost. This means $8.50 × 4860 or $41,310 
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annually just came to the physician. Expenses did not increase at all. Of course, if 
the fee was $8.50 less than Medicare, the lost income would be the same amount.

Case 2: Volume Effects
The physician wants to work less hard. The choices are eight sessions a week or 

nine patients a session.
Nine patients a session is a loss of 2.25 × $91.5 × 432 or nearly $89,000 in lost 

revenue. Maybe expenses decreased minimally (fewer disposable gowns and less 
exam table paper). Going to eight sessions is 48 fewer sessions annually, and this is 
a loss of 48 × $91.5 × 11.25 or $49,400 in revenue, and again expenses really do not 
fall. This illustrates how volume-dependent fee for service is. At some point, reduc-
tions in patients seen may mean fewer staff and increases may require more staff, 
but this mostly occurs at extremes or when there are multiple providers in a practice 
all making the same changes.

Instead the physician decides to make life easier by hiring another medical assis-
tant (MA) and delegating some tasks appropriately. The physician works nine ses-
sions and sees 11.25 patients per session, the MA costs $35,000 including all 
benefits, and the physician is much happier. It feels like seeing nine patients a 
session.

Case 3: Complete and Accurate Coding
The physician (physician A) compares billing patterns with another colleague (phy-

sician B) and notes that the colleague does not split the services 50/50 between 99213 
and 99214; most are the higher level service. Both see their patients once a year for an 
annual visit to make sure all the bases are covered. Physician A usually codes the 
annual  with 99214 because the patients usually have a few problems, but are not high 
complexity. Physician B usually does the same for the same reason, but also reports a 
variety of preventive medicine codes, since the services are being performed.

Service Dr. A Dr. B

99214 established patient office visit $109 $109

G0439 annual wellness visit $118

G0442 annual alcohol misuse screening $18

G0444 annual depression screening $18

G0446 annual face-to-face behavioral therapy for 
cardiovascular disease

$26

99497 advance care planning $83

99406 counseling to prevent tobacco use 
(3–10 min)

$15

Total $109 $387

Physician B is very conscientious and knows all the requirements of each service. If 
a service is not medically necessary, it is not performed. For example, if the patient 
is not a smoker, 99406 is not reported, or if the physician asks if the patient is will-
ing to discuss quitting and gets a quick negative response and stops there, the 
tobacco cessation counseling service is not reported. Physician A completes his 
annual in 30 min. Physician B takes 45 min and has a team-based system that 
involves a questionnaire and standardized instruments asking about depression, 
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instrumental and other activities of daily living function, hearing, substance use, 
falls, physical activity, nutrition, use of preventive services, and advance care plans. 
His staff have been trained to do follow-up services such as a PHQ-9 if the PHQ-2 
is positive and provide resources on a variety of items, like explaining the state- 
approved advance directive forms. They also complete a checklist for the doctor and 
patient on services already documented or needed such as colorectal cancer screen-
ing and immunizations. The physician reviews each item and provides assessments, 
advice, and arranges for needed assistance with the help of his staff. Aspirin and 
cardiac risk factor reduction is discussed. Of course, the usual medical treatment 
issues are addressed as well. The patient’s values and understanding of prognosis 
with potential medical events are reviewed, and the doctor checks to determine if 
the patient has had such discussions with a surrogate decision-maker. One other 
thing physician B does is to use a medical record with alerts that help to correctly 
code the complexity of care by ICD-10 and also by prompts that a high-risk diagno-
sis was not included in the assessment and provisional claim even though it is on the 
problem list. Physician B said that the practice used to code like Physician A, but 
they had a compliance program that determined they were under-coding many of 
the 99213 visits and not even billing the preventive screening and counseling ser-
vices they performed. The practice felt strongly about advanced care planning and 
created a system to make sure it was addressed annually. They got organized and not 
only is the care better, it is more efficient and the practice income is much improved.

Case 4: The Care Manager
The practice always thought it would be great to have a nurse that could do tri-

age and education and follow some of the patients by phone to monitor them and 
provide self-management support. One of the private payers would pay an office 
for a nurse that did diabetes education, and then Medicare began to pay for transi-
tional care management and chronic care management. The practice read an eco-
nomic model article [17] that suggested after staff and opportunity costs, each 
Medicare member enrolled in chronic care management would actually net the 
practice over $300, so long as 131 Medicare patients per nurse were enrolled. The 
practice assessed the number of patients with chronic conditions that would poten-
tially benefit. Some of the doctors thought the patient cost sharing would be an 
issue or that it was wrong to charge for something that was done all along. Others 
in the practice pointed out that it was not being done, because it was not paid for 
and none of the doctors had unlimited time to do this, not to mention that nurses 
might do a better job in many cases. The patients did not pay the cost share out of 
pocket as that amount was usually picked up by “Medigap” insurance or Medicaid. 
If they did have to pay a small amount, why was that wrong? The practice has to 
be financially viable, and the practice has no issue charging for all the other ser-
vices it provides, they argued. So they set up a specific program to identify the 
patients, comprehensively assess them (if not already done), create care plans, and 
get consents. Then, if the patient needed such services, everything was ready to go. 
When Medicare began paying for complex chronic care management and paid 
additional sums to do the assessment, if extra work was required, it was an even 
better decision, in retrospect.
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What these cases show is that optimizing revenue or RVU generation requires a 
systematic approach of assessing costs and revenue. The examples focused on office-
based practice, but the principles apply to a home visit or nursing facility practice. 
Success requires knowledge of coverage, coding, and billing rules. It requires putting 
a system and workflows in place that makes the activity work. It may require an 
electronic record or other forms to be created. These forms or templates may be 
available from Medicare or a specialty society as resources for a practice. The last 
few years have seen significant enhancements in describing and paying for services 
for those with chronic illness, including behavioral health problems. Payment has 
facilitated and is intended to drive providers toward creating teams and integrating 
behavioral health into primary care. However, many feel that these adjustments are 
the wrong model of paying for primary care because they are still within a volume-
driven payment system that inadequately addresses payment disparity based upon 
complexity being undervalued. In a treadmill day at the office, a complex patient is a 
disruption, whereas a minor acute illness is a pleasant break. Effective primary care 
should focus on the complex patients and make room in the daily schedule for them, 
while handling minor illness through a portal or phone call. Fee for service also 
motivates providers to generate income through such practices as the “annual EKG” 
and having an in-office lab for revenue rather than clinical care reasons.

Capitation for Primary Care Services Capitation for primary care services can be 
an effective model. Capitation is a payment per person (or head) for a defined period 
of time. A payer would want to be sure that a practice was not just creating access 
barriers or turfing every issue to the emergency department or a specialist, so it 
might be coupled with monitoring through quality measurement or service usage, 
i.e., encounter data may still need to be provided for tracking and to address cost- 
sharing issues. This type of capitation does not put the provider at risk for anything 
but their own time and overhead. While that is not inconsequential, it is to be distin-
guished from the total cost-of-care risk that an accountable care organization (ACO) 
may take on. It is critical to define what is primary care, however. Is it just office 
visits? Are vaccines included, which are a costly supply? Are any office labs, tests, 
and procedures bundled into the capitation? The capitation payment needs to have 
some level of risk adjustment, even if just age. A payment for a specific patient 
could be based upon historical costs for that patient. Payment by head requires attri-
bution and assignment rules and these may affect adequacy of payment. In Medicare, 
fewer patients have no services than a population of young adult males, but the issue 
is still relevant. The payment for a population using an attribution method that is not 
based on service history, but is based upon selecting a PCP on enrollment, includes 
payment for persons who do not use services, whereas payment based upon patients 
attributed by service use history with a PCP does not include nonusers. If there is 
substantial cost sharing for primary care, the capitation can be complex. A fixed 
co- pay can be factored in with limited difficulty, but a deductible creates difficulty 
as it would vary based upon the timing of a primary care service in relation to other 
services. Capitation inherently allows payment for non-face-to-face care alterna-
tives to the face-to-face visit. It may promote team-based services, such as care 
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review and education by a team member such as a pharmacist, who otherwise could 
not be a billing provider. For this reason, the Comprehensive Primary Care Plus 
Medicare Innovation Center program has a track where payments are split capita-
tion and fee for service [18, 19]. Primary care capitation is a form of population 
management, but for a specific set of services. It may promote a structure and skill 
set that promotes successful total cost of care population management. Capitation 
creates an incentive to manage more patients and grow panel size. As fewer physi-
cians enter primary care, this may be an important societal goal. This may help drive 
the development of team-based care where every team member operates at the top 
of their license or skill set and efficiencies are created. A patient visit volume prac-
tice will need to adjust to this payment method, and it may be difficult to operate 
under capitation with one payer and visit volume system with another.

Capitation could also be for a subset of services or “infrastructure.” Several 
PCMH programs have a PMPM for care management. This is a form of capitation 
that helps fund the PCMH and team-based care. Because this payment is often used 
to advance primary care, it is reasonably viewed as an effective financial model.

Fee for Service Linked to Quality and Value Medicare is now using this payment 
methodology with the onset of MACRA (Medicare Access and CHIP Reauthorization 
Act of 2015). This type of payment is FFS, but the fees are adjusted based upon per-
formance. It could be a multiplier being applied to fees (less than or greater than 1.0). 
It typically would only be applied to certain fees, for example, payment for an admin-
istered chemotherapy drug that costs $1000 a dose would neither be cut nor enhanced. 
Different payers may use different criteria, but usually quality and cost are factors. 
The payment could be presented as a bonus, but if fees are held down so as to fund the 
bonus, then it really is just an opportunity to regain ground and possibly surpass what 
would have been otherwise paid. If it truly is new money to primary care, then it can 
help promote the discipline. It remains to be seen whether this is a good model for 
effective primary care. On the one hand, it promotes quality measurement and 
improvement, processes that were rare in most practices until the advent of meaning-
ful use and PCMH programs. It rewards those who invest and succeed in improving 
primary care. On the other hand, the record of performance programs improving out-
comes and health is uncertain [20]. Driving focus on specific measures may not drive 
overall health improvements and measures of member experience, while important 
may not correlate with professional assessment of technical quality [21]. It is also the 
case that performance on outcomes type measures is affected by patient socio-demo-
graphics [22] and that conclusions based on small numbers are suspect. For example, 
efficiency on total cost of care, even with risk adjustment, or efficiency based upon 
inpatient admission rates would be unreliable at the individual provider or small group 
level. Some primary care providers care for atypical populations and are more signifi-
cantly affected either by lack of appropriate measures or by factors that skew results. 
There is also a significant cost for the practice and payer to collect, report, and assess 
data and then modify fees or process bonuses. This approach seems to address a desire 
to pay for performance, but it may also be so inherently random or unfair that what it 
does most of all is to stimulate practices to move on to alternative payment models.
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Alternative Payment Models Built on Fee for Service These types of payments rely 
upon a fee-for-service event to trigger the payment model or population definition. 
It is more than an adjustment to the fees based on quality or efficiency. It usually 
requires downside risk, i.e., the potential for the provider to lose money and there-
fore be stimulated to manage the patient efficiently. This does not necessarily mean 
the provider is at risk for the total cost of care. An example of a more limited risk 
APM would be that the provider receives infrastructure support, such as a capitation 
payment for a nurse care manager. The provider also gets an advance on a quality 
and efficiency bonus. If the quality is inadequate or the costs do not suggest effec-
tive management, the funds for the nurse and prepaid bonus must be returned. 
Practices can do well in such an arrangement. In fact, primary care geriatrics may 
clamor for such arrangements as the Independence at Home and CPC+ demonstra-
tion. The model can drive and support effective primary care. The problem with any 
such risk or quality-based payment system is that it could also serve to drive a 
threatened provider segment into extinction. If the quality metrics and thresholds 
are not set properly, failure can be all but assured. Likewise for the financial targets. 
For this reason, it is important that any model have testing and protections for unex-
pected events. A basic example may serve to illustrate. Our goal is to design a pay-
ment system that promotes efficient high-quality care.

Approach A: A risk-adjusted budget for the population of concern is set, based upon 
national spending patterns for Medicare beneficiaries. There are corrections 
applied to account for payment amount differentials regionally, but not for 
regional utilization differences. In other words, if a DRG is paid more in 
New York City than in a rural Idaho hospital, that payment differential is 
accounted for, but no adjustment is made for the possibility that more New York 
City beneficiaries receive that DRG per thousand persons than is the case for the 
Idahoans. This system rewards efficient regions. It may even promote the redis-
tribution of health-care providers to serve less urban areas which often use less 
services because profits are higher in Idaho than New York. There is still an 
impetus for the Idaho providers to be more efficient, though ironically if more 
providers were to move into the region, costs would predictably rise because 
provider supply has an enormous effect on service usage variation. This method 
is pay for performance with a lesser potential to be paid for improvement. A 
higher cost region would be at very significant risk for losses if it does not dra-
matically improve. If the threshold to break even after investment costs is too 
high, this essentially guarantees losses and is a funds redistribution program 
more than a program to drive performance. Urban safety net hospitals could be 
wiped out.

Approach B: This is the same as approach A, except the benchmark or goal is based 
upon historical costs for the region. In this case a very efficient region that has a 
year with higher costs is penalized, whereas the region that improves from ridic-
ulously overly costly to just overly costly is rewarded. This method does reward 
improvement. It does account for factors in regional spending variation that may 
be beyond the control of any provider entity and take a generation to change.
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As in all financial models, there are pros and cons and incentives and disincen-
tives, so execution matters greatly. But, if the model is well designed, an APM can 
be very positive for primary care. It can stimulate better primary care and promote 
recognition (and thus proper payment) for primary care. If the existence of a home 
visit service and digital medicine will prevent usage of an emergency room and 
exacerbation of chronic disease due to inattention, then they will be built or sus-
tained. These services are not being promoted in a FFS system. The geriatric hip 
fracture comanagement system with a coordinated post-acute care service will pre-
vent readmissions and drive down the complications that are costly for the hospital. 
It is no longer a pilot research project, but becomes an essential care element. The 
palliative medicine team that helps assure patient-centered care and in doing so 
reduces readmissions is now more than a nice-to-have service. But, if the model is 
poorly designed, the pioneers in transformation will be burned and future innova-
tion stifled.

An interesting feature of any payment system that puts providers at risk is 
that the providers tend to adopt many techniques that payers have long used 
and providers had railed against. However, it may not just be a different per-
spective that justifies this change of heart; the application may be considerably 
more deft.

Any payment system that has financial gainsharing must have quality metrics 
and other oversight programs. No payment system is without fraud or abuse. While 
most providers are of high integrity, not all issues are about gross misconduct. 
Hospitals need their beds filled to break even financially as they have huge fixed 
costs. That does not mean that the community-spirited members of a not-for-profit 
hospital board want their neighbors to be sick, but they do want margin for mission. 
So too will every system have some degree of perverse incentives. Accordingly, it is 
essential to have measures of quality of care, access, and patient experience. Public 
trust, common sense, and lessons learned demand this.

Alternative Payment Models of Population Management This is the attainment of 
providers being accountable to manage a population. There is no tie to a fee-for- 
service event. There is no disease-specific payment and silo by condition. Provider 
organizations must work together across specialties, professions, and institutions to 
achieve the triple aim. The promotion of or risk to effective primary care is essen-
tially the same as in the APM based on FFS. Where the money goes matters even 
more in this model. A primary care capitation will go to primary care. A population 
payment could go to a provider organization that marginalizes primary care. While 
such an attitude may ultimately be an impediment to the long-term success of that 
organization, the short-term effects may be a complete loss of control by primary 
care. Protections could be applied, such as a minimum amount of payments being 
for primary care services or a requirement that organizational leadership must 
include a set percentage of primary care providers. It would be logical for Medicare 
programs to require organizational leadership by professionals with geriatric care 
competencies. Again, if well executed, this model can promote effective primary 
care and reward primary care providers.
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Concierge Medicine While there is great discussion, policy, law, and regulation on 
increasingly complex financial models, some clinicians have turned back the clock 
to a time before insurance for primary care. These providers contract with their 
patients through a variety of mechanisms. They may be able to reduce overhead 
associated with billing or quality measurement that seems to miss the mark. 
Medicare allows some forms of concierge practice without opting out. This is typi-
cally by not having a retainer per se, but by having an annual fee for non-covered 
services. While a concierge provider may be more practical for an upper income 
patient, the model can allow for charitable care and should not be dismissed as 
socially unconscious. A concern about this model, beyond the major concern of 
equity, relates to keeping the customer satisfied. If the patients who elect a con-
cierge practice have a sense of entitlement or the provider anticipates this situation, 
there is a risk that medically unnecessary services will proliferate. Every test will be 
done, and entry to the practices of the best specialist for whatever ails you will be 
facilitated, needed or not. This is a potential outcome that serves neither the patient 
nor society. On the other hand, this payment method can promote personalized ser-
vice and time with the patient and caregiver for discussions that really matter. It was 
a mechanism to pay for chronic care management before such a benefit and pay-
ment were created in Medicare. It remains a mechanism to pay for case manage-
ment, the additional nonmedical supports many patients or families need.

 Practice/Provider Organization Size and Structure

There is no inherently ideal practice size or structure that promotes high-quality, 
efficient, and effective primary care [23]. A micropractice may have intense focus 
on access and patient empowerment and be highly conscious of cost [24]. They may 
deploy resources external to the practice, such as a community health team, and 
outperform groups and organizations. They may measure what really matters [25] 
and risk stratify their patients for effective management better than others. However, 
most providers benefit from a greater support structure and need scale to develop 
that structure. The present value-based payment system is also potentially averse to 
smaller practices. Medicare estimated that smaller practices would receive more 
penalties under MACRA [26]. This may relate to infrastructure needed to succeed 
in the measurement paradigm, e.g., smaller practices are more likely to also not use 
electronic records or to be able to measure quality, and not be due to actual perfor-
mance on quality of care or efficiency. Where organizational size is legitimately 
critical is risk assumption and investment capacity. No single provider can assume 
total cost of care risk. It takes sufficient numbers of patients to make the basic prin-
ciples of insurance work. Payment models that entail risk typically pay the reward 
(if achieved) more than a year after the investment period begins. Capitalizing an 
ACO requires millions of dollars of investment [27] in infrastructure and care man-
agers. There must be an ability to withstand a loss of more than investment, but have 
an actual payback capacity. Therefore, the organization must have strong financial 
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reserves. Organizational size does not require a common employer. It can be 
achieved with an independent practice association (IPA) or other mechanisms. 
Success in any payment model and success in delivering effective primary care do 
depend on shared mission, goals, and consistent processes. Success in newer mod-
els of payment requires more than is typically provided within the four walls of the 
primary care office. It requires planning, effective execution, maintenance, and sup-
port systems. It requires analytics and more sophisticated financial management 
structures. It requires an ability to invest in new services that may not immediately 
generate revenue. The ideal is to achieve the intense patient focus of the microprac-
tice with the organizational support (clinical and administrative) and financial resil-
ience of a larger organization.

 Preparing for the Future

Predicting the future, especially in a chaotic political environment, is risky or hubris, 
but planning is important. It may make sense to seek to be prepared to meet the 
needs of our society and to keep fundamentals in mind. Health care is too costly. 
Quality is too variable. The solution does not lie in tweaking insurance company or 
Medicare rules, but in delivery system change. Providers know their patients and 
know the system best. Therefore, providers are the ones who can transform health 
care and address the needs of the population. They will be limited by a national 
focus on health care rather than health, but there is great opportunity within their 
locus of control. With this opportunity will come accountability. This means finan-
cial risk acceptance, quality measurement, and regulation. Primary care has been 
and will continue to be the cornerstone of any successful system of care. Therefore, 
any successful model will need to support effective primary care.

 Summary

A small portion of total health-care expenditures goes to primary care, but primary 
care is an essential element to safe, timely, effective, equitable, efficient, and patient- 
centered care. In communities and countries where primary care is a higher propor-
tion of resources and expenditures, care is of higher quality and lower cost. There 
are many ways to finance primary care and many business models for primary care 
providers. Some can operate simultaneously and be complementary; others may be 
in conflict and create confusion, such as simultaneous “value”- and “volume”-based 
payments. All models will depend upon the local environment (infrastructure, read-
iness, competing market forces) and the quality of execution. Productive and hard 
workers will always be needed. Providers and payers need to exist in the current 
world, while they prepare for and stimulate change to a more effective system of 
total care and improved primary care. Flexibility, creativity, self-assessment, big 
picture understanding, and preparation for change are required.
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15Incentivizing Primary Care Physicians: 
Opportunities and Challenges

Michael Wasserman and James Riopelle

Many healthcare business “experts” would say that there is one simple way to 
incentivize physicians. Give them money! We would respectfully disagree. While 
financial incentives are one way of impacting physician behavior, they are not the 
only way. Furthermore, in order to pass muster with both our profession and society 
as a whole, financial incentives must either maintain or improve the quality of care. 
This concept has led to the focus of moving from “volume to value.” One of the 
problems in moving from “volume to value” in the care of older adults is that value 
has yet to be adequately defined. For example, in someone nearing the end of life, 
is not a comfortable death of greatest value? Maintaining a bed-bound, demented 
nursing home resident in a nonfunctional state is certainly not considered to be 
something of value. The challenge of defining value in the frail older population has 
significant implications for all ongoing attempts to move the Medicare program in 
this “value”-driven direction. And this is only one of the issues that we face when 
addressing this topic.

There are a number of fundamental problems with financial incentives. The first 
is the actual need for clinicians to be susceptible to such incentives. Granted, there 
are some physicians who do very well with volume-based incentives, particularly 
those that have gravitated to procedurally based specialties. On the other hand, there 
are those physicians that have landed in more cognitively based specialties, geriatric 
medicine being a prime example, who do not respond well to financial incentives. 
This, I would posit, has been one of the reasons for the lack of success demonstrated 
by geriatricians practicing in today’s fee-for-service world!

Senior Care of Colorado, PC, was founded in 2001 by Dr. Don Murphy and 
myself (Michael Wasserman). We were founded as a primary care geriatric practice 
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functioning completely in a fee-for-service world. We started with six physicians and 
two physician assistants. When we sold our practice 10 years later, we had 30 physi-
cians, 35 nurse practitioners and physician assistants, and 3 social workers. Over that 
period of time, we had extensive experience in what it took to incentivize our clini-
cians. Money was rarely at the top of the list for the majority of them. In fact, a focus 
on financial gain often turned off many of these dedicated professionals.

When Senior Care was founded, we originally developed contracts that paid our 
physicians a percentage of the revenue that they brought in. We quickly discovered 
that our doctors wanted security and didn’t function well with this method. This was 
our first clue that geriatricians were different in relation to traditional volume-based 
incentives. We changed to a salaried system with incentives based on work value 
units. Similarly, we provided salaries for our nurse practitioners and physician assis-
tants and developed a similar bonus system based on work value units. While there 
were a few clinicians who had no trouble focusing on productivity and worked dili-
gently to gain bonuses based on their visit volume, we found that most of our clini-
cians were turned off by this approach. At the heart of our care model was the “geriatric 
approach to care.” This person-centered approach often meant spending more time 
with patients and their families in order to provide the necessary care. That approach 
would certainly be at odds with a volume-driven productivity model, especially since 
the CPT coding system rewards clinicians for a higher number of shorter visits.

The practice struggled under this work value unit methodology. This led us to 
develop a metric called patient care units, or PCUs. PCUs were developed with the 
idea that clinicians would be rewarded for the total amount of care they delivered in 
a day. Hence, there was concomitant value awarded for spending more time with 
patients. The key to the success of the PCU system was that clinicians were encour-
aged to fully document all of the care they delivered over the course of a day and to 
properly code for that care. Hence, a nurse practitioner might only see eight patients 
in a day, and if they spent 1 h with each patient, their PCUs would reflect that. We 
also took the initiative to educate our clinicians on the proper use of “time-based 
coding,” so that their time delivering care could be effectively captured. This was 
particularly critical as we had calculated that “time-based coding” provided an 
acceptable degree of revenue production for our practice to at least break even.

On the back end of the PCU system was a crosswalk to the revenue production 
that each PCU would generate. From a practice perspective, we could adjust PCUs 
to reflect certain needs for the practice, such as higher PCUs for time-consuming 
home visits. We also took great pains not to create disincentives to spending more 
time with patients. This ran counter to traditional CPT codes, which tend to pay 
less per minute for longer visits. Our number one priority was to assure that our 
clinicians received credit for all of their patient care time delivered over the course 
of a day. This system worked very well for the vast majority of our clinicians. We 
did have a few who worked very hard and endeavored to receive a higher number 
of PCUs in order to get a bonus. On the other hand, most of our clinicians were 
happy to find that the practice was quite satisfied if they were documenting that 
they actually spent 8 h caring for their patients. It is not in the realm of this chapter 
to quantify how we strategically adjusted PCUs in order for the practice to 
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flourish overall. Nor is this chapter a treatise on the effective use of time-based 
coding. Both of these topics have been covered elsewhere [1].

In the frail older population, the population that drives the brunt of Medicare 
expenditures, reducing costs by reducing visits can be counterintuitive. On the other 
hand, reducing unnecessary care could be beneficial both from a quality and cost 
perspective. The devil is in the details. In taking a “high-touch, low-tech” geriatric 
approach to care, increased visit volume might prove to be helpful. At Senior Care 
of Colorado, we had a very robust house call program. We targeted patients with 
severe congestive heart failure for weekly home visits and had excellent results in 
reducing hospitalizations. Of the 30 physicians in our practice, over half were board 
certified and fellowship trained in geriatric medicine. The rest, as well as the nurse 
practitioners and physician assistants, were influenced by those of us with geriatric 
training. The practitioners tended to follow the core elements of the GeriMed phi-
losophy of care (Table 15.1) [2].

On the other hand, clinicians following a “classic” internal medicine approach to 
care, diagnose, treat, and cure might easily coalesce around a more volume-driven 
type of practice. Recent literature has finally started to call the traditional internal 
medicine approach into question in the oldest old. A recent study from Britain ques-
tions the aggressive treatment of diabetics in relation to blood sugar, blood pressure, 
and cholesterol [3]. They found increased mortality in patients over the age of 80 
who were treated most aggressively. Similarly, another recent study questioned the 
value of statins in older adults hospitalized for coronary events [4]. Evidence like 
this, in addition to previous studies such as one that questioned aggressive treatment 
of prostate cancer in older men, may be the tip of the iceberg [5].

This discussion brings us to the heart of a bigger issue. If we are to financially 
incentivize clinicians for value rather than volume, we have additional questions 
that must be answered. What is value? What is quality care? Do financial incentives 
work to drive value-based quality care? This approach requires that there is clear 
financial reward for well-defined outcomes and that there is clarity on how to 
achieve those outcomes. In a healthcare world where many clinicians still try to 

Table 15.1 GeriMed philosophy of care

• Focus on function

• Focus on managing chronic disease(s) and developing chronic care treatment models

• Identify and manage psychological and social aspects of care

• Respect patient’s dignity and autonomy

• Respect cultural and spiritual beliefs

• Be sensitive to the patient’s financial condition

• Promote wellness

• Listen and communicate effectively

• Patient-centered approach to care, customer-focused approach to service

• Realistically promote optimism and hope

• Team approach to care
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aggressively treat blood pressure, blood sugar, and cholesterol in older diabetics, it 
is difficult to see how this type of incentive system can work. Coupling that with the 
fact that many geriatricians and primary care physicians just want to “do the right 
thing,” rather than focus on getting a bonus, creates a conundrum.

Let’s pause and consider the latest focus of the Centers for Medicare and 
Medicaid. It has shone a light on the “quadruple aim,” a concept first developed in 
2007 by Dr. Donald Berwick and the Institute for Healthcare Improvement (IHI) as 
the “triple aim” [6, 7]. The four dimensions of the now “quadruple aim” are improv-
ing the patient experience of care (including quality and satisfaction), improving the 
health of populations, reducing the per capita cost of health care, and, now, the 
fourth goal of improving the work life of healthcare providers, including clinicians 
and staff. Partly in response to this approach, the new Medicare Access and CHIP 
Reauthorization Act (MACRA) of 2015 legislation endeavors to bring about a 
value-based model of care delivery. This sounds great, but one has to wonder what 
physicians have been trying to do for the past century. As professionals, do we not 
expect physicians to be working to provide quality care? Managed care organiza-
tions have presumably been trying to accomplish these same goals for the past 40 
years. Unfortunately, the literature on the success of these types of incentives is 
mixed [8]. Why this “new” approach through MACRA is supposed to finally bring 
about such change is confusing, to say the least.

Calling something a “quality program,” doesn’t make it so. At the heart of 
MACRA is MIPS, or the Merit-based Incentive Payment System. This program will 
combine four areas: quality, improvement activities, advancing care information, 
and cost into some type of composite score. The data will be collected during a 
calendar year, and then the clinician will be bonused (or possibly penalized) over a 
year later. How this forms any type of effective incentive remains to be seen. There 
are also the challenges already alluded to. What type of quality metrics are truly 
pertinent in the frail older adult population? What type of clinical decisions truly 
impact the overall cost of care in this population? Clinicians can choose to avoid 
this approach by joining an “Advanced Alternative Payment Model.” These models 
presently include the Comprehensive Primary Care Plus program, Next Generation 
ACOs, and Medicare Shared Saving Programs [https://qpp.cms.gov/docs/QPP_
Advanced_APMs_in_2017.pdf]. The criteria for Advanced Alternative Payment 
Models have recently been defined by three criteria: require participants to use certi-
fied EHR technology, provide payment for covered professional services based on 
quality measures comparable to those used in the quality performance category of 
the Merit-based Incentive Payment System (MIPS), and either be a Medical Home 
Model expanded under CMS Innovation Center authority or require participating 
APM entities to bear more than a nominal amount of financial risk for monetary 
losses. At the heart of these programs is some type of shared risk [ibid]. These mod-
els tend to reward and penalize clinicians based on the overall cost of care.

There has been a push to add more advanced payment models so that physicians 
can avoid the MIPS program. In some ways, this could be looked at as a “bait and 
switch,” insofar as CMS is aware that the advanced payment models are capitated, 
with the intent of limiting overall Medicare expenditures. Similarly, the MIPS 
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program is intended to be a “zero-sum” program, which creates its own challenges, 
as bonuses will ultimately need to be evened out by penalties or cuts in reimburse-
ment elsewhere. Solo practices, or small group practices, often run on very narrow 
margins. It remains to be seen how these programs will impact such practices, 
although the industry has clearly been moving toward consolidation of physician 
practices into larger groups or having physicians employed by hospitals and health 
systems [9].

There is also the question regarding the ethics of adding the cost of care to the 
equation of clinical decision-making. What are the implications of how a clinician 
will make decisions in such settings? Perhaps even more important is how effec-
tively a clinician can predict the overall cost of care based on a particular approach. 
Trying to save money by not ordering tests or delaying treatment might ultimately 
be more costly. Similarly, aggressive initial treatment might ultimately save money. 
Is this what consumers really want their physicians to be thinking about when they 
make health care decisions? Furthermore, as the system is presently structured, phy-
sicians will not get feedback on the actual cost of care for well over a year after the 
end of the calendar year the care occurred. How this can possibly influence physi-
cian behavior in an effective manner remains to be seen.

Let’s go back to our original question. What type of outcomes do physicians, 
nurse practitioners, and physician assistants want to provide for their patients? 
These answers are fairly clear in younger patients and in single system diseases that 
occur in the younger population. Clinicians are looking to make a diagnosis and 
develop a treatment plan in hopes of finding a cure or at least to significantly curtail 
the disease. In frail older adults, these questions become quite muddled. Geriatric 
medicine and the care of older adults are about function and quality of life. It would 
also appear that the primary goal should be to provide the highest-quality, evidence- 
based care. The irony of this, based on some of the aforementioned literature, is that 
the common principles of geriatric medicine appear to lead to a very cost-effective, 
person-centered approach to care.

There is presently a renaissance in regard to person-centered care. This leads us 
to a chicken and egg phenomenon. Will incentives drive a person-centered geriatric 
approach to care? Perhaps if the existing and growing evidence can be effectively 
shared with clinicians, they can be both educated and incentivized. On the other 
hand, it is clear that consumers are pushing for person-centered care, as they ought 
to be. Do we just allow traditional market forces to drive an approach that will turn 
out to be cost-effective in regard to Medicare and the frail older adult? These ques-
tions have led to attempts to describe the “value” of a person-centered approach to 
care based on traditional business principles. A recent publication from the SCAN 
Foundation set out to describe “the business case” for person-centered care [10]. 
They summarized that “Person-centered care is characterized by accounting for 
individuals’ values and preferences and using them to guide all aspects of their 
health care. The provision of such care for older adults with multiple chronic condi-
tions and functional limitations is widely regarded as being in the best interests of 
those served—the person and their families. There is also evidence that it can 
enhance provider satisfaction and reduce turnover…The business case for PCC 
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turns on its capacity to avoid medical costs. Since the target population for PCC 
consists of high utilizers of the medical system, the resulting burden of medical 
costs presents a potentially strong basis for the business case” [ibid].

Let’s go back to our assumption that physicians, nurse practitioners, and physi-
cian assistants want to do “the right thing” in regard to patient care. As profession-
als, their ultimate goal is providing quality care. The satisfaction of providing such 
care is their ultimate incentive. If we couple that with a person-centered geriatric 
approach to care, we have the potential for the best of all worlds. We find ourselves 
in the milieu of high-quality, cost-effective care. In such a setting, we can afford to 
provide excellent compensation and benefits to the dedicated professionals that care 
for many of our most complex patients. Is that not the incentive system that we 
really want in healthcare?

References

 1. Wasserman MR. The business of geriatrics, Assisted Living: Healthcare or Real Estate, p. 83, 
Springer International Publishing; 2016.

 2. Wasserman MR. Care management: from channeling to grace, healthcare changes and the 
affordable care act. In: Powers JS, editor. Springer International Publishing, p. 133–52, 
doi:10.1007/978-3-319-09510-3_8.

 3. Hamada S, Gulliford M. Mortality in individuals age 80 and older with type 2 diabetes mel-
litus in relation to glycosylated hemoglobin, blood pressure, and total cholesterol. JAGS. 
2016;64:1425–31.

 4. Rothschild D, Novak E, Rich M. Effect of statin therapy on mortality in older adults hospital-
ized with coronary artery disease: A propensity-adjusted analysis. JAGS. 2016;64:1475–9.

 5. Stangelberger A, Waldert M, Djavan B. Prostate cancer in elderly men. Rev Urol. 
2008;10(2):111–9.

 6. Berwick DM, Nolan TW, Whittington J. The triple aim: care, health, and cost. Health Aff. 
2008;27(3):759–69.

 7. Bodenheimer T, Sinsky C. From triple to quadruple aim: care of the patient requires care of the 
provider. Ann Fam Med. 2014;12:573–6.

 8. Armour BS, et al. The effect of explicit financial incentives on physician behavior. Arch Int 
Med. 2001;161:1261–6.

 9. Kane CK, Emmons DW. New data on physician practice arrangements: private practice 
remains strong despite shifts toward hospital employment, AMA Economic and Health Policy 
Research, September 2013.

 10. Tabbush V, Coulourides Kogan A, Mosqueda L, Kominski GF. Person-centered care: the busi-
ness case, June 2016. TheSCANfoundation.org.

M. Wasserman and J. Riopelle

http://thescanfoundation.org


215© Springer International Publishing AG 2018
M. Wasserman, J. Riopelle (eds.), Primary Care for Older Adults, 
DOI 10.1007/978-3-319-61329-1_16

P.P. Coll, MD, AGSF, CMD 
Center on Aging, UConn Health, Farmington, CT, USA
e-mail: coll@uchc.edu

16The Future of Primary Care for Older 
Adults

Patrick P. Coll

 Demographics

Like all developed nations, the United States is experiencing an increase in the num-
ber of its citizens who are older. People are living longer. The US Census estimates 
that there will be more than ten million Americans 90 years of age or older by 2050. 
Increasing life expectancy leads to an increase in the number of older patients who 
need primary care services. Increased longevity is frequently associated with an 
increase in the number of chronic diseases and associated disability, which further 
increases primary care needs for older patients. According to the Centers for Disease 
Control, 34% of Americans 75 years of age or older have three or more chronic 
medical conditions compared to 2.1% of Americans less than 45 years of age (http://
www.cdc.gov/nchs/data/ahcd/namcs_summary/2012_namcs_web_tables.pdf). 
Most of us wish for a long, happy, fulfilling life, free of disease, pain, disability, and 
dependency. Though this is a laudable goal, many Americans do not achieve it. A 
healthy lifestyle throughout a lifetime may only postpone disease burden in old age 
[1]. Recent data show that women in particular are more likely to experience late-
life disability [2]. For the foreseeable future, increasing numbers of older Americans, 
with an increasing number of chronic medical conditions, will require an increasing 
number of primary care providers.

Though the United States will experience an unprecedented increase in the number 
of older people over the next 30 years, because of a relatively high birth rate and 
because of net immigration, the percentage of seniors in the total population of the 
United States will be lower than many other developed nations. Italy and Japan are 
examples of nations with low birth rates and low levels of immigration. Unless birth 
rates increase or immigration policies change, they will have an even greater percent-
age of seniors in the future than the United States. Without a sufficient number of 
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younger working residents, a nation with a high number of seniors will have significant 
difficulty funding and providing healthcare and community services for its seniors.

There will come a time when the baby boom generation has passed into history. 
It is not clear now what the demographics of the United States will look like when 
that happens. Mortality rates, birth rates, and immigration will all play a role. There 
is the possibility that aging and associated mortality will be altered significantly 
through genetic manipulation, a process which has already been used to signifi-
cantly extend life expectancy in lower life forms.

 The Senior Care Workforce

Senior care workforce issues can be further subdivided into supply and education.

 Supply

Historically, adult primary care in the United States has been provided by internal 
medicine and family medicine practitioners. The majority of primary care for 
seniors will continue to be provided by internal medicine and family medicine pro-
viders. These practitioners are mostly physicians, though an increasing amount of 
care is being provided by nurse practitioners and physician assistants. There is a 
current and a projected worsening of primary care availability (https://www.aamc.
org/download/458082/data/2016_complexities_of_supply_and_demand_projec-
tions.pdf). Factors contributing to this shortage include the increase in the popula-
tion of the United States, an expansion in the availability of health insurance for 
low-income Americans related to changes implemented by the Affordable Care 
Act, an increase in the duration of physician visits [3], and a relatively modest 
increase in both new medical schools and in class size in existing schools.

Geriatricians also provide primary care for older patients. However, geriatrics is 
a distinct medical discipline with a distinct knowledge base and approach to patient 
care. It is more than internal medicine or family medicine for older patients. Just 
like cardiologists have a particular expertise in the medical care of patients with 
complex cardiac conditions, geriatricians have a particular expertise in the medical 
care of older patients with complex age-associated conditions.

There is a current shortage of geriatrics-trained providers, and the number of 
geriatrics providers is falling, even though the need for their services is increasing. 
Because their patients are frail and have multiple chronic medical conditions, a full-
time clinical geriatrician can provide primary care for approximately 700 patients, 
less than half the number of patients a typical family physician or general internist 
would have in their practice. Even if geriatricians were to limit their patient panel to 
those 90 or older, there would not be enough of them to provide care for all current 
Americans who are that old.

The benefits of ensuring an adequate supply of primary care providers are being 
increasingly recognized by payers of healthcare, including government agencies. 
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Access to primary healthcare providers has been shown to lead to better medical 
outcomes for Medicare beneficiaries [4]. Because they help improve care and 
because of a projected shortage, there have been a variety of efforts to increase the 
number of primary care providers in the United States. To date, these efforts been 
largely unsuccessful. There will be renewed efforts to increase the number of pri-
mary care providers. Three issues will determine their success: changes in how 
graduate medical education is funded, better reimbursement for primary care pro-
viders and better working conditions with less bureaucratic duties, and more direct 
patient care opportunities.

In the United States, graduate medical education is funded primarily by Medicare, 
the federal health insurance program for older Americans. Almost all of this funding 
goes to teaching hospitals which have historically emphasized and promoted the 
training of physician specialists. The federal government has capped the number of 
training positions they will pay for. Hospitals are reluctant to develop new training 
programs for primary care because they do not have well-established community-
based training sites and because they may have to reduce the number of specialist 
trainees. If the supply of primary care physicians is to increase, this will need to 
change (https://www.ncbi.nlm.nih.gov/books/NBK248022/#sec_000098). Medicare 
has supported the training of nurses only to a limited degree. There have been recent 
efforts to rectify this through the funding of several nurse education demonstration 
projects (http://www.aacn.nche.edu/government-affairs/ian/2015/September-2015.
pdf). More funding needs to be directed toward teaching programs that are commu-
nity based and which emphasize the training of primary care providers (http://www.
nationalacademies.org/hmd/~/media/Files/Report%20Files/2014/GME/GME-RB.
pdf). More funding needs to be directed toward the education of APRNs and PAs 
who are planning to follow a career in primary care. As Medicare is held more 
accountable for the money it spends on the training of the future healthcare work-
force and as Medicare and other health insurance program seek to promote the edu-
cation of a healthcare workforce which better meets the needs of older Americans, 
these funding changes will occur.

In the face of the demographic imperative and an impending workforce crisis, 
geriatrics is beginning to reconsider the role it should play in the provision of clini-
cal services for older patients [5]. Instead of providing clinical care for a small 
number of older Americans, it has been recommended that geriatrics concentrate on 
research, education, and policy development as a means of promoting high-quality 
care for all older Americans. Geriatricians will still provide primary care, but will 
do so almost exclusively as a means of teaching other providers geriatrics skills and 
as a laboratory for determining ideal care for seniors.

 Education

Assuming efforts to increase the supply of primary care providers in the future are 
successful, it will be critical that these providers are trained to deliver high-quality 
geriatrics care [6]. Current primary care providers feel ill equipped to meet the 

16 The Future of Primary Care for Older Adults

https://www.ncbi.nlm.nih.gov/books/NBK248022/#sec_000098
http://www.aacn.nche.edu/government-affairs/ian/2015/September-2015.pdf
http://www.aacn.nche.edu/government-affairs/ian/2015/September-2015.pdf
http://www.nationalacademies.org/hmd/~/media/Files/Report%2520Files/2014/GME/GME-RB.pdf
http://www.nationalacademies.org/hmd/~/media/Files/Report%2520Files/2014/GME/GME-RB.pdf
http://www.nationalacademies.org/hmd/~/media/Files/Report%2520Files/2014/GME/GME-RB.pdf


218

needs of their older patients [7]. With few exceptions, all healthcare providers need 
to be trained to meet the needs of older patients. Exposure to the principles of high-
quality geriatrics practices need to be introduced early in the process of training 
healthcare providers. For those who ultimately choose a career in primary care, this 
training needs to be more extensive. Teaching experiences need to be available 
across all medical care settings including the patient’s home, nursing homes, 
assisted living, hospice, post-acute care, primary care offices, and acute care set-
tings. For medical trainees in the United States, the scope of their training is deter-
mined by the Accreditation Council for Graduate Medical Education (ACGME). 
The current ACGME requirements regarding geriatrics training for both family 
physicians and internists will need to be expanded. The ACGME must seek input 
from geriatricians regarding the adoption and implementation of training require-
ments that will prepare the future physician workforce to meet the complex medical 
needs of older patients. Primary care APRNs and PAs will also be required to have 
extensive training in the management of the complex medical needs of older 
patients. Geriatricians and geriatrics APRNs and PAs will play an important role in 
teaching the new generation of primary care providers.

 Innovation

As the funding of healthcare has evolved and as technology has improved, we are 
beginning to see examples of innovation in terms of the way care is delivered, where 
it is delivered, who is providing that care, how that care is being documented, and 
how it is being paid for. Several innovative models of care have been described in 
earlier chapters of this book.

Technology will play an increasingly important role in the delivery of healthcare 
in the future. We are in the very early stages of using electronic health records (EHR). 
Healthcare providers are EHR pioneers and our current EHRs are like Conestoga 
wagons; they get us to where we want to go, but it is slow and uncomfortable. We can 
now fly safely across the United States in a few hours; someday our EHRs will fly 
too. In the future, while seeing a patient or shortly after seeing a patient, the health-
care provider will speak instructions into the EHR. “Arrange a follow-up appoint-
ment for Mrs. Smith with me in three months. Book a cardiology consult for the 
evaluation of a systolic murmur. Arrange for a CBC and a basic metabolic panel to 
be done this afternoon. Provide Mrs. Smith with some information on exercise and a 
heart healthy diet and follow up with her every two weeks for the next two months to 
see if she has any questions. Let her know the results of her lab work when it is avail-
able. Check in on her BP measurements and weight which are being streamed to you 
every time they are done and let me know if her systolic BP is above 150 or her 
weight is above 160. Bill this visit as a 99214 and add a charge for an EKG. Find the 
appropriate diagnosis for each charge in other segments of my dictated note. Copy 
everything to Dr. Richard Jones and her home health care nurse.”

Current EHRs are built to meet the needs of fee-for-service medicine and are bill-
ing centric. Future EHRs will need to be more care centric. The Medicare and CHIP 
Reauthorization Act of 2015 (MACRA) is encouraging and assisting medical 
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providers who bill Medicare for services to move from fee-for-service care to value-
based care. The quality and cost of care provided will affect Medicare payments. 
EHRs produce a lot of data. Data will need to be presented to providers, patients, and 
payer in a manner which facilitates high-quality, coordinated, cost-effective care.

Robots and artificial intelligence (AI) will play an important role in the  
future of primary care for seniors (http://www.altfutures.org/pubs/pc2025/IAF-
PrimaryCare2025Scenarios.pdf). Human contact with a healthcare provider will 
always be an important part of healthcare delivery. But given the projected short-
age of primary care providers and the increasing medical costs associated with an 
aging population, this human contact will need to be supplemented by robotic 
assistants who have built in AI. A robotic medical assistant who witnesses a health-
care provider’s interaction with a patient will eventually be able to generate a sum-
mary of the visit and determine a list of orders such as those listed above without 
requiring specific instructions from the provider. They will be able to collect pre-
liminary information from the patient before a visit, respond to patient enquiries by 
phone, text or email the patient or their caregiver, and room the patients when they 
arrive at the office. Robotic assistants will also be able to manage many of the 
chronic care management (CCM) tasks which are so important for the care of older 
patients. Reimbursement for CCM, currently based on time human members of the 
office team spend on CCM, will need to adjust to this new reality.

Non-face-to-face care will become more and more common as providers and 
their patients are linked to each other remotely. Telemedicine, e-consults, and 
robotic assistants will all provide care and monitor medical conditions which 
currently require a face-to-face visit with the provider. These technologic inno-
vations can improve access, lower costs, and facilitate the provision of geriatrics 
care by non-geriatrics providers. They can also compensate in part for the fact 
that many rural parts of the United States have difficulty attracting healthcare 
providers, including geriatrics providers to live and work there. Acute Care for 
the Elderly (ACE) Tracker and the provision of e-geriatrics consults has been 
demonstrated to be an effective way of providing geriatrics expertise remotely 
for rural hospitals who do not have a geriatrics provider on staff [8]. The ability 
to routinely search not just hospital records but also nursing home, home care, 
and outpatient records and identify patients who could benefit from an e-geriat-
rics consult will increase.

Patients will increasing rely on AI to help diagnose and treat their illnesses and 
medical concerns. There will be pressure to broaden the patient’s independent abil-
ity, based on the recommendations of AI, to order tests and treatments. Disease 
prevention and health promotion recommendations will also be provided by AI. The 
patient will be able to go to their local pharmacy for a broad range of immunizations 
and present themselves for a mammogram or screening blood work based on AI 
recommendations. The PCP will be able to monitor many of these interactions and 
may be asked to provide assessments, guidance, and recommendations. Even though 
many patients will have difficulty finding a primary care provider who is willing and 
available to coordinate their care, primary care providers will be concerned about 
laws and regulations which broaden the scope of practice and the delegation of 
responsibilities which previously required a medical license.
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 Funding

Most medical cares for older patients, including primary care services, are paid for 
by federal and or state agencies, including Medicare, Medicaid, and the Veterans 
Administration. These publicly funded government agencies will have difficulty 
meeting the increasing costs of providing services for a growing number of seniors. 
Though costs per Medicare beneficiary have increased in recent years at a slower 
rate than the rate of inflation, overall Medicare expenditures will increase in the 
future as the number of beneficiaries increase. Medicare beneficiaries will increase 
by one-third from 54 million to 72 million between 2014 and 2124 [9]. There will 
be a permanent sense of crisis regarding the fiscal viability of publicly funded 
healthcare. There will be increasing pressure to shift Medicare costs onto the benefi-
ciary and or to insist that beneficiaries enroll in a Medicare Advantage plan or a 
similar capitated plan, where the payer’s exposure to increasing costs is limited.

Primary care expenditures are a relatively small percentage of overall healthcare 
expenditures, somewhere between 6 and 8% [10]. There is good evidence that over-
all healthcare costs are reduced and the quality of care provided is improved when 
there is a higher percentage of primary care providers providing care [11].

Because of such evidence, Medicare and Medicare Advantage plans in particular 
will promote the use of PCPs to manage the patient’s care across the spectrum of 
care. This will be at odds with the workforce concerns noted above, but with better 
reimbursement for PCPs, more physicians, nurses, and PAs will choose to follow a 
career in primary care. Funders will look to PCPs and their AI and data analytics 
tools to manage the healthcare needs of the most complex and most costly patients.

Medicare has been clear that it wants to move toward a value-based payment 
system and away from fee-for-service care [12]. The success of this effort remains 
to be seen, and both providers and patients will need to be convinced that these 
changes are in their best interests if it is to succeed. Bundled payments for specific 
conditions and interventions will become more commons. This will drive disparate 
healthcare providers to join together and coordinate care in a quality-sensitive, cost-
sensitive manner. There will be a continued consolidation of healthcare systems, 
and these healthcare systems will compete with each other to recruit well-qualified 
primary care providers. They will increasingly recognize the need to hire geriatrics 
specialists to help them design, operate, and educate providers in systems of care 
which promote high-quality services for older patients and their family members.

Primary care providers will become increasingly aware of their worth in this value-
based payment (VBP) world. More of them will create primary care groups who will 
seek to manage care within capitated contracts and bundled payments. This will pose 
both opportunity and risk. These groups will either work closely with or purchase 
their own home healthcare agencies. They will consider opening PACE programs. 
They will provide post-acute care services and direct patients from the emergency 
department to a post-acute care facility where they manage the patients rather than 
admit the patient to the hospital, where they have little control over the care provided. 
In this VBP environment, the primary care providers will insist on access to 
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information and test results so that expensive tests and interventions are not unneces-
sarily being repeated. VBP is designed to shift financial risk from the payer to the 
provider, and generally speaking, maximum financial return for the provider is bal-
anced by high risk. In healthcare, value is maintaining the quality of care while lower-
ing the cost of care. There are risks for both the patient and the provider if the payments 
being received do not adequately reflect the projected care needs. Developing quality 
metrics for discrete medical services such as surgical procedures or hospitalization is 
difficult, but developing metrics which represent high-quality care for frail older 
patients with complex medical needs is particularly difficult. Developing risk adjust-
ment measures that are a true reflection of the patient’s comorbidities and disability 
will be important. Mortality following an elective surgical procedure on a healthy 
50-year-old is more likely to represent poor quality than the death of a 99-year-old 
with advanced heart failure, who has been unable to walk for more than 2 years or 
feed himself for the past 6 months. Geriatricians can assist with the design of pro-
grams that incorporate risk adjustment into payment calculations.

All primary care providers will see an increasing number of older patients in the 
future. Their ability to provide access and high-quality geriatrics care will depend 
on their education, the way their practices are organized, and the way they are paid. 
Though the demand will be significant, with sufficient foresight and planning, the 
needs can be met.

References

 1. May AM, Struijk EA, Fransen HP, Onland-Moret NC, et al. The impact of a healthy lifestyle 
on disability-adjusted life years: a prospective cohort study. BMC Med. 2015;13:39.

 2. Freedman VA, Wolf DA, Spillman BC. Disability-free life expectancy over 30 years: a grow-
ing female disadvantage in the US population. Am J Public Health. 2016;106:1079–85.

 3. Shaw MK, Davis SA, Fleischer AB, Feldman SR. The duration of physician office visits in the 
United States, 1993–2010. Am J Manag Care. 2014;20(10):820–6.

 4. Chiang CH, Stukel TA, Flood AB, Goodman DC. Primary care physician workforce and 
Medicare beneficiaries’ health outcomes. JAMA. 2011;305(20):2096–105.

 5. Tinetti M. Mainstream or Extinction: Can Defining Who We Are Save Geriatrics. J Am Geriatr 
Soc. 2016;64:1400–4.

 6. Boult C, Counsell SR, Leipzig RM, Berenson RA. The urgency of preparing primary care 
physicians to care for older people with chronic illnesses. Health Aff. 2010;29(5):811–8.

 7. Adams WL, Mc Ilvain HE, Lacy NL, Magsi H, Crabtree BF, Yenny SK, et al. Primary care for 
elderly people: why do doctors find it so hard? Gerontologist. 2002;42(6):835–42.

 8. Malone M, Vollbrecht M, Stephenson J, Burke L, Pagel P, Goodwin JS. Acute Care for Elders 
(ACE) tracker and e-geriatrician: methods to disseminate ACE concepts to hospitals with no 
geriatricians on staff. J Am Geriatr Soc. 2010;58(1):161–7.

 9. U.S. Congressional Budget Office. Updated Budget 2014–2024, April 14, 2014.
 10. Phillips RL, Bazemore A. Primary care and why it matters for US health system reform. Health 

Aff. 2010;29(5):806–10.
 11. Kravet SJ, Shore AD, Miller R, Green GB, Wright SM. Health care utilization and the propor-

tion of primary care physicians. Am J Med. 2008;121(2):142–8.
 12. Burwell SM. Setting value-based payment goals — HHS efforts to improve U.S. health care. 

N Engl J Med. 2015;372:897–9.

16 The Future of Primary Care for Older Adults



223© Springer International Publishing AG 2018
M. Wasserman, J. Riopelle (eds.), Primary Care for Older Adults, 
DOI 10.1007/978-3-319-61329-1

A
Abnormal Involuntary Movement Scale 

(AIMS), 175
Accessible services, 3, 31
Accountable care organization (ACO), 165

adequate competencies and workforce, 
prospects for, 64–66

advance care planning and palliative  
care, 48–49

budgetary battles, 59
care planning and care plans, 62–64
community vision, 72–74
demonstrating value, 60
disparities, 66–67
ethics and value, 70–71
geriatric population management, service 

array and competencies, 40
healthcare delivery system, 36

discrete and defensible assertions, 42
public health, 36
readmission, 42

high-quality system, attributes, 39
high-touch interventions,  

targeting patients, 60–62
idealized models, 38
implementation, 43–44

failure, steering clear, 67–68
institutional logics, 71–72
measurement, 76

characteristics, 78
older and high-risk populations, 77
responsibility, attribution of, 79
risk adjustment and socioeconomic 

determinants, health, 77
medication management, 47–48
multimorbidity, 41
post-acute and long-term strategies, 36

chaos and costs, 52–53
discharge, from nursing facilities, 56

home-and community-based  
services, 57

high-need elders, primary  
care, 57–58

home health services, 53
hospitals and post-acute providers, 

55–56
nursing facilities, 54–55
overlapping populations, 58–59

primary care access and quality, 46–47
readmission, 42

caveats and cautions, 51–52
marker and leverage, 44–45
(Re)Admission Wheel of  

Fortune, 45–46
safety, 69–70
self-management support, 50
unchartered territories, 68–69

Accreditation Council for Graduate Medical 
Education (ACGME), 218

Acute Care of the Elderly (ACE), 9, 190, 219
Adult nurse practitioners (ANPs), 160
Advanced practice clinician (APC), 134–137
Advanced practice nurse (APN), 18, 20, 23, 135
Affordable Care Act, 1, 154, 163, 164, 194, 216
Agency for Healthcare Research and Quality 

(AHRQ), 30
Aging Brain Care (ABC) Program, 66
Aging Life Care Association, 10
Aging Network, 57
Alternative payment models (APM), 193

fee for service, 202
population management, 203

American Association of Nurse Practitioners 
(AANP), 169

AMDA-The Society for Post-Acute and 
Long-Term Care Medicine, 126, 
127, 130, 131

Artificial intelligence (AI), 219

Index



224

Assessing Care of Vulnerable Elders 
(ACOVE), 32

Assisted living facilities (ALFs), 109, 
113–114, 178

B
Behavioral health, 39, 100, 200

C
Capitation, 193, 200–201
Care coordination, 28, 31, 110, 186
Centers for Medicare and Medicaid Services 

(CMS), 3, 53, 93, 170, 212
Centers for Medicare and Medicaid Services 

Innovation (CMMI), 3, 136
Certified geriatric pharmacist, 173

advantageous, 176
adverse events, 177
aging process, 174
assisted living facilities and skilled nursing 

facility, 178
Commission for Certification in Geriatric 

Pharmacy, 173
dehydration and electrolyte imbalance, 177
drug-drug interactions, 176
education requirements, 173
interdisciplinary team meetings, 178
medication fall risk scoring system, 177
medication therapy, compliance, 174
misuse, 174
monitoring plan, 175
psychoactive medications, 175

Certified medical assistants (CMA), 97
Chronic care, 3, 9, 10, 109, 163

management, 9, 167–168, 199, 219
Clinic model, primary care

chronic condition solution, creation, 95–96
clinical and patient experience outcomes, 

99–100
collaboration with specialists, hospitals 

and emergency departments, 98–99
community profile, 93
familiarize, educate, manage and 

reevaluation, 94–95
high quality care and minimize work, 

97–98
high value primary care experience, 93–94
partnerships with payers, 101–102
patient, family, and caregiver activation/

engagement, 96–97
primary care, behavioral health and 

community resources, 100–101

Cognitive impairment, 6, 7, 10, 14
Collaborative care model, 135, 167
Collaborative values, 93
Co-management model, 7, 8, 10, 11
Commission for Certification in Geriatric 

Pharmacy (CCGP), 173
Communicative values, 93
Community health needs assessment (CHNA), 

92, 93
Compassionate values, 93
Comprehensive care, 30
Comprehensive geriatric model, 8
Comprehensive primary care (CPC), 3, 184
Comprehensive values, 93
Concierge medicine, 204
Consulting model, 7, 162
Continuing care retirement communities 

(CCRCs), 111, 114–115
Continuity of care, 8, 9, 119, 120
Coordinated care, 31, 148
Cost sharing, 191, 194
County rate adjustments, 153
CPT coding system, 2, 210
Customer relations, 108

D
Department of Veterans Affairs Home-Based 

Primary Care program, 61
Drug information, 173, 178
Durable medical equipment (DME), 117, 150

E
Electronic health records (EHR), 49,  

94, 98, 218
Electronic medical record (EMR), 23, 151
EverCare model, 135, 136

F
Federal Nursing Home Reform Act, 123
Fee for service (FFS), 6, 26, 53, 110, 127, 145, 

155, 197, 200–202
Financial model

effective primary care, 183–186
insurance basics, 187–193
primary care matters, 186–187
payment basics

alternative payment models, 202–203
capitation, for primary care services, 

200–201
concierge medicine, 204
fee for service, 197–200

Index



225

Financial model (cont.)
productivity and RVUs, 196
quality and value, fee for service, 201
salary, 196–197

practice/provider organization size and 
structure, 204–205

Follow-up visit and care, 19, 20
Fragmented care, 110–112
Functional impairments, 14, 149
Functional Independence Measure (FIM), 149

G
Geriatric programming, age-neutral  

option for, 37–38
Geriatric Resources for the Assessment  

and Care of Elders (GRACE), 13, 
17, 32, 166

barriers and solutions, 22–23
components, 18
factors, 22
outcomes, 20
patient-centric, individualized care plan, 18
providers and health system, 21

Geriatric syndromes, 14–17
Geriatrics, 1, 5, 7, 37, 191, 216–219
GeriMed philosophy of care, 211
Gerontological nurse practitioners (GNPs), 160
GRACE support team, 18–22, 32

H
Health literacy, 14
Healthcare delivery system, 35, 36, 41–43,  

59, 72, 150–151
Hierarchical Condition Category (HCC) 

model, 77, 189
Home health services, 53–54, 117
Home visits, 22, 120, 203
Home-and community-based services 

(HCBS), 57
Home-based primary care (HBPC), 30, 58, 

150, 155, 166–167
Hospital Medicine Reengineering Network 

(HOMERuN), 50, 51, 55

I
Independence at home, 143, 165–166
Independence at Home Demonstration, 143, 

148, 151, 155
Independent practice association (IPA),  

194, 205
Information technology, 64, 185

Inpatient geriatric models, 9
Institutional logic model, 71–72
Insurance, 16, 26, 187

attribution, 192–193
benefit design, 190–191
risk adjustment, 189–190
risk, 187–189

INTERACT SBAR communication form, 133
Interdisciplinary care, 8, 30
Interprofessional models of care, 166
Interventions to Reduce Acute Care Transfers 

(INTERACT) program, 54–56, 65, 
131–134, 137

J
Just-in-time (JIT) medical delivery  

system, 97, 99

K
Key performance indicators (KPIs), 107
Kitchen biopsy, 150

L
LACE index, 61
Licensure, accreditation, certification, and 

education (LACE), 160
Longitudinal chronic care, 155
Long-term care (LTC), 53, 72, 114, 115,  

124, 125

M
Medicaid, 17, 53, 66, 124, 127, 167,  

190, 197
Medicare, 2, 6–8, 14, 41, 52, 110,  

112, 124, 135, 147, 153,  
187, 194, 201, 204, 217, 220

Medicare Access and CHIP Reauthorization 
Act (MACRA), 144, 201, 212,  
218–219

Medicare Advantage Plan, 22, 101,  
194, 220

Medicare Payment Advisory Commission 
(MedPAC), 53, 124

Medicare Shared Savings Programs (MSSP), 
27, 101

Merit-based Incentive Payment System 
(MIPS), 100, 212–213

Mini-Mental Status Exam, 175
Minimum Data Set (MDS), 124, 149
Multimorbidity, 14–17, 41, 43, 124

Index



226

N
National Committee for Quality Assurance 

(NCQA), 115, 164
Non-face-to-face care, 200, 219
Nonmedical “geriatric consultation” business 

models, 10
Nurse practitioners (NPs)

care to older adults, 160–161
definition, 159
health delivery models and policy 

challenges, 159
healthcare delivery models and, 164–167
interprofessional models of care, 166–167
primary care services, 163–164
quality of care, 167
regulation, 169–170

issues, 168
roles, 163
settings of care, 161–162
types of, 160

Nursing facility, 54–56, 124, 130
Nursing home

attending physician and medical director, 
125–129

collaborative physician/APC models, 134
INTERACT SBAR communication  

form, 133
medical care, quality of, 123–124
medical director, 131
post-acute and long-term care

competencies, 128–129
reducing avoidable hospital transfers, 

130–134
residents, 124–125
stop and watch early warning tool, 132
telehealth, 137

O
Omnibus Budget Reconciliation Act  

(OBRA- 87), 123
Opioid, 174
OPTIMISTIC model, 136
OptumCare CarePlus, 136
Outcome and Assessment Information  

Set (OASIS), 149

P
Palliative care, 9, 48, 49, 59
Patient care units (PCUs), 210–211
Patient-centered care, 3, 15, 30, 32, 97, 99, 108
Patient-centered medical home (PCMH), 1, 

29, 164, 184

accessible services, 31
comprehensive care, 30
coordinated care, 31
geriatric medicine, 30
home-based primary care, 30
older adults, medical and psychosocial 

needs of, 33
patient-centered care, 30
population health outcomes, 29
quality improvement and patient safety 

strategies, 31
transformation, 32

Person-centered care, 15, 39, 213
Physician-directed medical care, 116
Plan-do-study-act cycle, 52, 60, 134
Population health, 3, 25

align financial incentives, 27
capitation, 26
care coordination/utilization review/quality 

assurance, 28
patient satisfaction, 28
physician leadership, 26
technology, 27
transformation, 26
value-based payment models, 27

Population management, 40, 41, 203
Post-acute and long-term care, 53, 72, 73

competencies, 128–129
Primary care, 2

advantages, 117
Affordable Care Act and  

MACRA, 144
assisted living facilities, 113
alternative payment model, 193
alternative payment models

fee for service, 202–203
population management, 203

attribution, 192–193
accountable care organization, 193
allowance, 193

baby boomers, 147
beneficiary/member, 193
benefit design, 190–191
capitation, 193, 200–201
care manager, 199–200
continuing care retirement communities, 

114–115
classic internal medicine approach, 211
CMS Demonstration, 143
codes, 193
compensation strategies, for providers, 

118–119
complete and accurate coding, 198–199
concierge medicine, 204

Index



227

Primary care (cont.)
continuity, attention to disease 

management, 146
continuum of care, 115, 119–120
cost sharing, 194
covered services, 194
demographic factor, 147
demographic forces, issue stems  

from, 147
during transition of care, 112
education, 217–218
elements, 112
eligibility, 148–149
fee allowance, payer, 197
fee for service, 201
fee for service, 197
financial incentives, 211
financial model salary, 196
fragmented care, 110
frail elders, 155
fundamental problems with financial 

incentives, 209
funding, 220–221
geriatric approach to care, 210
GeriMed philosophy, 211
GRACE Geriatric Resources for the 

Assessment and Care of Elders, 112
healthcare delivery system, 150
hierarchical condition categories, 194
Independence at Home Demonstration, 148
innovation, 218–219
insurance basics, 187
independent practice association, 194
legislative history and plans, 154–155
Medicare Access and CHIP 

Reauthorization Act, 212
Medicare Part A, B, and D, 194
Medicare Part C, 194
model of care, 115–116
multidisciplinary team, 117
multiple chronic conditions and  

disability, 145
national organizations, 111
network, 195
nursing home, 114
operations, 105–108
outcomes, 213
participating provider, 195
payment basics, 195
payment principles, 185
patient care units, 210
person-centered care, 213
PMPM, 195
population, 144

practice/provider organization size and 
structure, 204–205

primary care matters, 186–187
productive interventions, 146
productivity and RVUs, 196
quadruple aim, 212
quality

and safety, 185
measures, 152
patient care, 151

RARE campaign, 112
recruiting and retention strategies, 120
research, 155–156
residential home visits, 120
risk, 187–189
risk adjustment, 189–190
senior care workforce, 216
senior living communities, 111
shared savings methodology, 152–154
supply, 216–217
team approach, 118
value-based payment, 195
volume effects, 198
volume to value, 209

Primary care practice, 105
factors, 105
KPIs, 107
managing, 106
operations, 107
valuable assets, 105

Primary care provider (PCP), 16–18, 23, 109, 117, 
173, 193, 203, 216–217, 220, 221

Private insurance payment systems, 6
Program of all-inclusive care for the elderly 

(PACE), 31, 57, 167, 187

Q
Quadruple aim, 212
Quality assessment and performance 

improvement (QAPI), 129
Quality payment program (QPP), 100

R
Readmission, 31, 42–45, 50–52, 55, 203
Reducing Avoidable Readmissions Effectively 

(RARE) campaign, 112
Reinsurance, 188
Relative value unit (RVU) plan, 119
Responsive values, 93
Retail clinics, 165
Risk adjustment, 77–78, 189–190, 221
Robots, 219

Index



228

S
Selective serotonin reuptake inhibitors (SSRI), 

177
Self-management support, 50, 70, 199
Senior living communities, 111
Senior Segmentation Algorithm, 62
Sertraline, 176–178
Short-term post-acute care, 125
Skilled nursing facility (SNF), 119, 178
Social worker (SW), 18, 111, 113, 166
Social/Health Maintenance Organization 

(S/HMO) Program, 100
Solution seeking, 93
Staff model, 126, 136, 187
Stop and Watch early warning tool, 132
Streptococcus pneumoniae, 176

T
Telehealth, 6, 11, 48, 137–139

Telemedicine, 137–139
Telephone, 22, 31, 137
Total Success Center, 105
Tramadol, 176
Transdermal patch, 174
Transition of care, 110–112
Transitional Care Program, 101, 102

V
Value-based payment (VBP), 27, 32, 195, 204, 

220
Veterans Affairs Home-Based Primary Care 

Model, 61, 155
Volume to value, 26, 209

W
Whole-person care, 30, 116

Index


	Preface
	The Challenge of Primary Care for Older Adults

	Acknowledgments
	Contents
	Contributors
	1: Introduction: Primary Care in the United States Today
	References

	2: Geriatric Consultative Models in Primary Care
	References

	3: GRACE Team Care Model
	 Current Issues and Challenges in the Care of Complex, High-Risk Older Adults
	 Perspective of the Patient
	 Perspective of Providers and the Health System

	 Geriatric Resources for Assessment and Care of Elders: The GRACE Model
	 Key Components of GRACE

	 Outcomes of the GRACE Model
	 Perspective of the Patient
	 Perspective of Providers and the Health System

	 Lessons Learned from GRACE Implementation
	 Factors for Success
	 Barriers and Solutions

	References

	4: Introduction to Population Health
	References

	5: Patient-Centered Medical Home (PCMH) and the Care of Older Adults
	References

	6: A Geriatrician’s Guide to Accountable Care Implementation: Thickets and Pathways
	 Introduction
	 Your Fabulous Job Offer
	 The Age-Neutral Option for Geriatric Programming
	 Idealized Visions and Today’s Nitty-Gritty

	 Transitions in Care as the Optical Science of Healthcare Delivery Systems
	 One System’s Journey
	 Readmissions as Marker and Leverage
	 Readmission Reviews and the (Re)Admission Wheel of Fortune
	 Primary Care Access and Quality
	 Medication Management
	 Advance Care Planning and Palliative Care
	 Self-Management Support
	 Caveats and Cautions for Your (Re)Admission Efforts

	 Post-Acute and Long-Term Strategies
	 Chaos and Costs
	 Home Health Agencies
	 Nursing Facility to Hospital (Re)Admissions
	 Partnerships Between Hospitals and Post-Acute Providers
	 Newly Noticed Challenges and Opportunities
	 Home- and Community-Based Services to the Rescue
	 Primary Care for High-Need Elders
	 Overlapping Populations with Complex and Serious Illness

	 Data as Sine Qua Non of Survival and Accountability
	 Targeting Patients for High-Touch Interventions

	 More Caveats, Cautions, and Hope
	 The Challenges of Care Planning and Care Plans
	 Prospects for Adequate Competencies and Workforce
	 Disparities, Quo Vadis?
	 Steering Clear of Implementation Failure in Healthcare

	 Unchartered Territories
	 Navigating to Safety
	 Ethics and Value
	 Institutional Logics, both Aligned and at Odds
	 Toward a Community Vision for Accountable Care

	 Conclusion
	 Appendix on Measurement: Necessary, Potent, and Imperfect
	 Measurement in Older and High-Risk Populations
	 Risk Adjustment and Socioeconomic Determinants of Health
	 Characteristics of Good Measures
	 Measurement Challenges

	References

	7: Primary Care Clinic Model
	References

	8: Keys to Successful Primary Care Operations
	References

	9: Primary Care Across the Care Continuum
	 Fragmented Care
	 How Neighborhoods Differ
	 Independent Living Facilities
	 Assisted Living Facilities (ALF)
	 Nursing Home Expansion into Assisted Living
	 The Evolved Continuing Care Retirement Communities (CCRC)
	 The Latest Model

	 How the Model Fits in the Current System
	 Bringing It to Fruition
	 Advantages and Challenges
	 Where to Start
	 Compensation Strategies for Providers
	 The Concept of Continuity of Care
	 Expanding into the Home
	 Recruiting and Retention Strategies
	 A High-Touch/High-Tech Experience
	 What’s Next
	References

	10: Primary Care in the Nursing Home
	 Quality of Medical Care in the Nursing Home
	 Nursing Home Residents
	 The Role of the Attending Physician and Medical Director in the Nursing Home
	 Reducing Avoidable Hospital Transfers
	 Collaborative Physician/Advanced Practice Clinician Models
	 Telehealth in the Nursing Home
	References

	11: Primary Care in the Home: The Independence at Home Demonstration
	 Background
	 The Independence at Home Demonstration
	 Eligibility
	 Creating a Healthcare Delivery System Designed to Meet the Needs of the IAH Population

	 Assuring the Quality of Patient Care
	 Quality Measures

	 Shared Savings Methodology
	 Legislative History and Plans Going Forward

	 Research
	References

	12: Nurse Practitioners and Primary Care for Older Adults
	 Nurse Practitioners in Primary Care in the United States
	 About Nurse Practitioners (NPs)
	 Types of Nurse Practitioners
	 Who Provides Care to Older Adults?
	 Settings of Care

	 Nurse Practitioners’ Roles
	 Challenges in Primary Care Services
	 Healthcare Delivery Models and Nurse Practitioners
	 Interprofessional Models of Care
	 Nurse Practitioners and Quality of Care
	 Regulatory Issues Related to Nurse Practitioner Practice
	 Regulation of NP Practice

	References

	13: Collaboration with a Geriatric Pharmacist
	References

	14: Financial Models for Effective Primary Care
	 Introduction
	 Defining Effective Primary Care
	 Why Primary Care Matters and Where the Money Goes
	 Insurance Basics
	 Key Terms
	 Payment Basics
	 Practice/Provider Organization Size and Structure
	 Preparing for the Future
	 Summary
	References

	15: Incentivizing Primary Care Physicians: Opportunities and Challenges
	References

	16: The Future of Primary Care for Older Adults
	 Demographics
	 The Senior Care Workforce
	 Supply
	 Education

	 Innovation
	 Funding
	References

	Index



