
 

 

 

 

November 12, 2010 

 

 

Mr. Ben Steffen 

Director, Center for Information Services and Analysis 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD  21215 

 

 RE:   CareFirst Blue Cross Blue Shield Patient Centered Medical Home Program 

 

Dear Mr. Steffen: 

 

The Maryland Health Care Commission has regulatory oversight regarding Single Carrier 

Patient Centered Medical Home (PCMH) Programs. CareFirst was required to receive 

Commission authorization prior to marketing its PCMH program.   To that end, MedChi, the 

Maryland State Medical Society, the Maryland Chapter of the American Academy of Pediatrics, 

the Maryland Academy of Family Physicians, and the Maryland Chapter of the American 

College of Physicians would like to make the Commission aware of a range of comments and 

concerns that have been communicated to our respective organizations by our members. Our 

organizations have neither recommended nor discouraged participation in CareFirst’s program, 

as each physician and their practice must make an independent decision regarding participation.  

That being said, we believe it is appropriate to communicate the questions and concerns 

delineated in this letter in order for the Commission to better understand the reception of the 

program in the marketplace and to assist the Commission in structuring its regulatory evaluation 

and oversight.   

 

As you are aware, the primary care physician community is very excited about the 

potential of the PCMH concept and the possibility that primary care services may eventually be 

appropriately reimbursed. As primary care physicians, we have long understood the untapped 

potential that comprehensive, high quality, coordinated primary care services hold for addressing 

many of the quality and cost issues facing our health care delivery system.  That being said, the 

PCMH model will only be effective if there are sufficient resources allocated to its 

implementation and if the operational structure reflects the marketplace realities of practicing 

high quality comprehensive coordinated primary care.  To that end, we hope this correspondence 

provides some insight into the range of questions and issues that arise when primary care 

physicians assess a PCMH program.  Further, we would ask that the Commission work with us 

to secure answers to our questions and to address those issues that reflect concerns that may 

undermine primary care physician’s ability to effectively participate in the CareFirst program.   

 

1. Small Practice Issues:  The CareFirst program limits participation to practices with 5 or 

more physicians.  As we have commented in previous letters to the Commission, 



Maryland primary care practice demographics are heavily weighted toward small and 

solo practices.   Consequently, a vast majority of the primary care practices in the State 

will be unable to participate in the program.   CareFirst has stated that it would entertain 

“virtual” practices where small and solo practices form a “virtual” practice for purposes 

of participating in the pilot.   While this may sound possible, virtual practices are in fact 

unrealistic, expensive and fraught with significant legal complications. These legal 

complications include liability, administrative overhead allocation, shared data issues, 

personnel allocation across practices, etc.    It is not a workable solution to ensure that the 

vast majority of the primary care practices in the State will have an opportunity to 

participate in a PCMH program. 

 

2. Care Coordination Issues:  CareFirst’s PCMH program utilizes CareFirst nurses to 

perform the care coordination function.  While some practices have voiced acceptance of 

the CareFirst overlay on their practice decisions, it is more commonly the case that 

physician practices are concerned about the motivation of the CareFirst controlled care 

coordination team.   There is great concern that care coordination will devolve into cost 

coordination and not care management.  Furthermore, it has raised a number of questions 

such as (but not limited to):  can I dispute or override the recommendations/decisions of 

the nurse coordinator; can I refer to specialists not in the network if I do not find a 

specialist that I believe of sufficient quality in network; must the care coordination nurse 

approve my referral choices; to whom is the nurse accountable?  These questions 

obviously raise significant cost/quality priority concerns.   

 

Many physician practices would prefer to employ and be reimbursed for their own care 

coordinators.  Under the CareFirst program, CareFirst will deduct the cost of care 

coordination they provide before calculating savings.  The physician community 

questions why those same costs could not come from their own care coordination 

services as opposed to that provided by CareFirst.  The inflexibility fuels the concern that 

care coordination is going to be focused on cost and not quality improvement. 

 

Additionally, questions were asked about the adequacy of their network of nurses and the 

nurses’ qualifications.  CareFirst has not been willing to provide much information in that 

regard, once again raising the concern of cost control versus quality improvement. 

 

3. Adequacy of Compensation:  As with the Commission’s PCMH demonstration project, 

there are questions about the adequacy of compensation.  CareFirst is offering a 12% 

immediate increase if practices enroll by November 15
th

.   If they don’t enroll by then, 

they must wait until the spring for another opportunity. There is also compensation 

provided for the review of care plans.  Clearly the sufficiency of the compensation must 

be calculated by each practice but it bears noting that the administrative requirements of 

participation are substantial and while the increase sounds significant, the cost of the 

requirements must be calculated and may very well consume the additional increase and 

more.  Furthermore, there are other issues that affect the sufficiency of the compensation.  

For instance, the role of the physician in identifying and enrolling their patients – a very 

time intensive obligation.  

 



It should be noted that in evaluating the compensation, the physician community believes 

it must rely only on the “upfront” compensation for analysis.  The incentives payments 

on the “back end” related to cost savings are speculative. The description of the “gain 

sharing” compensation provided by CareFirst is nebulous at best.  It appears that the cost 

saving will be calculated using proprietary formula that does not have a written 

transparent methodology that the physicians can review. If the program works 

appropriately, the physicians understand there is great potential but how the savings will 

be calculated, what the benchmark will be, what the patient demographics will reflect 

make it impossible to calculate any compensation from savings until the program has 

been operational for some time. 

 

In addition, with respect to pediatrics, it has been shown that care coordinating/care 

management almost never leads to cost-savings except on the most extremely complex 

patients.  Therefore the potential for bonus payments/incentives to pediatricians based on 

cost reductions is much less than for internists/family physicians.  Therefore, without 

another methodology for compensating pediatricians, they are like to gain little if any 

benefit from the program. 

 

4. Physician Participation:  This category of questions and concerns reflects the variety of 

practice types that are considering participation in the program and how the program 

addresses marketplace realities.   For instance, questions have arisen from internal 

medicine practices regarding internists whose practice is predominantly primary care 

physicians but whom also have a subspecialty, such as hematology or pulmonology.   

CareFirst is unable to answer how these physicians and their specialty services will be 

handled under their program. 

 

Similarly, it is not clear how CareFirst patients will be handled/characterized if a practice 

is participating in the Commission PCMH demonstration project and in CareFirst’s single 

carrier program.  How will it be determined in which program a given patient is enrolled 

and how will the physician know how he is to be paid for that patient.   Will the physician 

be compensated for that patient under the Commission’s payment structure or CareFirst’s 

and which entity gets to make that determination?   

 

Finally, concerns have arisen from large group practices with multiple locations that 

operate independently regarding CareFirst’s requirement that all components of a practice 

must participate if any component is to participate.  This limits a practices ability to 

assess the benefit of the program by practice location based on the demographics of the 

patients at each distinct location.  One size does not necessarily fit all.   

 

5. Cram Down:  It is our understanding that a physician must be a participating provider in 

CareFirst’s other products if it is to participate in the PCMH program. This specific 

requirement creates great concern across the physician community.   There is a current 

statutory provision against “cram down” requirements.  If this provision is in fact 

required, it makes it impossible for a physician and the patients of his/her practice to 

benefit from participation in an PCMH program unless the physician is also willing to 

participate in CareFirst’s other programs regardless of the reimbursement inadequacies 



and administrative burdens those programs may entail.  We would strongly urge the 

Commission to ensure that implementation of this program does not include onerous and 

legally prohibited “cram down” requirements. 

 

We appreciate the opportunity to register our questions and concerns with the 

Commission.  We do believe, properly structured, a PCMH program holds great promise for cost 

containment and quality improvement.  That being said, the Commission has spent considerable 

time and attention working to ensure its PCMH demonstration project addresses the questions 

and concerns of the physician community.  We hope the Commission will hold single carrier 

PCMH programs equally accountable.  We look forward to continuing to work with you as these 

important programs progress.  

 

Sincerely,  

   

 

 

 

Chief Executive Officer  

The Maryland State Medical Society  

(MedChi)       

 
    
 
 

       Eric Levey, M.D., President 

       Maryland Chapter of the American  

       Academy of Pediatrics 

 
 
 

 
R. Dobbin Chow, M.D., Governor 

Maryland Chapter of the American College of 

Physicians 
 
 

 

  

 

Eugene J. Newmier, D.O., President 

Maryland Academy of Family 

Physicians 

  

 


