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What Is Direct Primary Care?
 Comprehensive primary
care and prevention
Services

 Direct agreement

x

between doctor and
patient

 Monthly fee or retainer:

x

x
x

x

payer agnostic

 No fee for service billing
 Medical services: Not

insurance or health plan

 Defined in ACA and
state laws
WA 48.150 RCW)

ACA §1301 (a) (3),

•
•
•
•

DPC Practices in at least 42 States
Median fee about $80 per month
Better Outcomes, Patient Satisfaction
Savings of about 20%; employers, exchanges
and Medicaid

Isn't DPC “Concierge” Medicine?
 Concierge: Provider access fees paid for “non-covered”
services
 Patient bills insurance for services – still in a fee for service
(FFS) environment

 DPC: Completely outside insurance. Fees cover high
access level plus all costs of primary care
 Avoids misaligned FFS incentives, minimal administrative
costs for great primary care

 DPC: More affordable than concierge, usually lower
than $100 per month.
 Even offered with some Medicaid MCOs

 DPC: Recognized health reform policy driving improved
health outcomes and lower costs.
 Concierge may well improve care for some– but only for
those who can afford it

DPC Can Reduce Health Costs by 20%
2013 data: DPC with employers
Per 1,000
Qliance
patients	
  

Per 1,000
Non-Qliance
patients	
  

Difference
(Qliance vs.
Other)	
  

Savings per
patient per
year	
  

Hospital Inpatient
days	
  

100	
  

250	
  

-60%	
  

$417 	
  

Specialist Visits	
  

7,497	
  

8,674	
  

-14%	
  

$436 	
  

Advanced Radiology	
  

310	
  

434	
  

-29%	
  

$82 	
  

Primary Care Visits	
  

3,109	
  

1,965	
  

+58%	
  

($251)	
  

Savings Per Patient	
  

---	
  

---	
  

---	
  

$674 	
  

Total Savings per
1000 (after Qliance
fees)	
  
% Saved Per Patient	
  

$684,000	
  
	
  

	
  

	
  

20%	
  

Data Sources: All claims data (except prescription claims) from carriers for selected large employers; Qliance EMR data; Employer eligibility data.
Claims Attribution: All claims incurred by Qliance patients prior to first Qliance visit were excluded; All employees with any interaction with Qliance
included as our patients, even if the employee used another primary care provider (which is possible in some of the plan designs among clients);
All claims incurred after any interaction with Qliance included, regardless of employee’s intent to use Qliance as their primary care provider; All
non-primary care provider visits included under “specialist” category (such as physical therapy, acupuncture, etc.)
Population: Eligible members in employer-sponsored health plan; Employees only, to remove confounding factors from differences in dependent
benefits structures and participation variances among clients.
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• National Association of

Who’s talking about DPC?

Manufacturers
•

Employers facing ACA compliance
challenges need solutions to cut
costs and improve care.

• NFIB
•

An innovative delivery model that
should not be subject to state
insurance regulation.

•

Small business owners are very
eagerly awaiting the arrival of
DPC. *

• American Academy of
Family Physicians
•

DPC provides patients substantial
savings, better access and more
time with physicians.

•

Gives family physicians a
meaningful alternative to fee-forservice insurance billing.
* Testimony of NFIB to FL House 2/17

Self-Insured Employers
Medicare Advantage
Medicaid MCOs

NJ State Employees
• Direct Primary Care Medical
•
•
•

•

Home Pilot Program
Introduced by Sen. Majority
Leader Stephen Sweeney (D-NJ)
Backed by 8 public employee
unions
Up to 60,000 teachers; police
officers; firefighters, and state,
county and municipal employees
and family members.
Voluntary program; Largest pilot
20,000 Trenton/Mercer Co.

Heritage Foundation Study on DPC
• DPC fixes problems with third-

party payment, paperwork, and
government bureaucracy.
• Data shows excellent outcomes,
reduced costs.

• Policymakers should create less
restrictive regulations for DPC:
… Reform the tax code to allow
DPC payments through HSAs

• DPC encourages innovation
and competition unlike the
dysfunctional status quo
• Growing Model: Roughly 4,400 DPC
physicians in 2012 up from 756 in
2010 and 146 in 2005

National Poll, 800 interviews conducted January 4-6, 2015. Margin of error +/- 3%

DPC Policy Drivers:
 State Laws
 Define DPC as a health benefit outside state insurance regulation

 ACA: Direct Primary Care Medical Homes {§1301 (A) (3)}
 DPC in exchanges combined with insurance (QHP)
 Two plans together must meet ACA Essential Health Benefits requirements
 HHS Rulemaking: DPC Medical Homes are NOT insurance

 DPC in exchanges
 Washington: Qliance/Coordinated Care (Centene)
 Nevada: Iora Health
 Colorado: Nextera Health/HealthOP*

 Medicaid Expansion
 States looking to reduce costs and expand primary care
 DPC in Medicaid managed care in Qliance/Coordinated Care
 Shows dramatic cost savings for Medicaid

 Employer Mandates
 Employers looking to fix costs and comply with ACA
 Cadillac Tax work around?

DPC State Legislation
DPC Laws in 8 States

2015 Pending Legislation

 Washington - 48-150 RCW

 Idaho – SB 1062

 Utah – UT 31A-4-106.5

 Kansas – HB 2225

 Oregon - ORS 735.500

 Oklahoma – SB 560

 West Virginia- WV-16-2J-1

 Florida – HB 7047

 Arizona: - AZ 20-123

 Texas – HR 1945

 Louisiana – LA Act 867

 Missouri – HB 1222

 Michigan – PA-0522-14

 New Hampshire – SB 176

 Mississippi SB 2687

DPC Model Legislation

DPC Policy Barriers
 Tax Code: Health Savings Accounts


Primary Care (DPC) not a qualified medical expense {IRC 213 (d)}



IRS considers DPC a “health plan” for HSAs {IRC 223 (c)}
 Not in keeping with HHS Rules {ACA §1301 (a) (3)}, state laws

 IRS considering changes to medical expense definitions
 Family Retirement and Health Reinvestment Act (S.1031) Hatch/Paulsen
 Clarifies that DPC is a qualified medical expense and is not a health plan

 Medicare/Medicaid– the nation’s highest utilizers of care
 No Regular FFS Medicare/Medicaid payment methodology
 DPC in Medicare Advantage
 DPC in Medicaid Managed Care:




 Programs show savings of up to 20%
SGR Bill: H.R. 2 MACRA: DPC an “Alternative Payment Model”

State Regulations
 DPC Legislation passed in 8 states; Pending in another 5
 Needed to prevent future regulation
 Changes may be needed to bring DPC to Medicaid outside managed care

Congress: to IRS: Apply ACA
definition of DPC to HSAs:
• Sec. 213 (d) Not a qualified medical
expense

• Sec. 223(c) Internal Revenue Code individuals with HDHP/HSA = no
second health plan or “gap” plan

• ACA, state laws define DPC as a

primary care service and not a health
insurance plan, IRS does not.

• Cantwell, Murray, McDermott Letter
•

IRS: Please harmonize IRS policy with
HHS ACA essential health benefit rules.

IRS Response
• Concept of a Second Health Plan –
Not limited to Insurance products.
“Gap” coverage not permitted.

• IRS reviewing qualified medical

expenses under IRC Sec. 213 (d) in
“priority guidance plan.”

• HSAs would be permitted if DPC
care restricted to preventive care

• Bottom Line: Legislation needed

to change IRC 223 (c) and 213 (d)

Primary Care Enhancement Act
 Senators Bill Cassidy (R-LA) Maria Cantwell (D-WA)
 Clarifies HSA Provisions in the Tax Code
 DPC is not a health plan under IRC §223 (c)
 DPC is a qualified health expense under the IRC §213 (d)
 Allows individuals with HSAs to pay for DPC services with
HSAs.

 Provides Medicare and Dual Eligible payment pathway
as an Alternative Payment Model (APM)

 CMS to pay a flat fee up to 20% of the average cost of care
 Does not allow for “balance billing” for covered primary care
services

 Allows qualified “opted out” physicians wishing to
participate in the program to opt in at any time.

 Allows for Medicare Advantage plans to pair with DPC
practices as primary care partners in an ACO-like
structure.

H.R. 2: Medicare Access and CHIP
Reauthorization Act of 2015 (MACRA)
• Repeals SGR Permanently
• Extends CHIP through FY 2017
• 2014 –2018: ½ % conversion
factor update. 0% update in
FFS thereafter.
• Establishes Technical Advisory
Committee to advise HHS
Secretary on alternative
payment models (APMs),
Including DPC.
• Consolidates PQRS, MU, VBM
into a single merit-based
incentive payment system
(MIPS)

