
Why Should You Get Engaged 
in CareFirst’s Patient-Centered 
Medical Home Program?



“ This is the first really serious 
program to come along that will 
afford primary care physicians the 
opportunity to reclaim their rightful 
position in the medical hierarchy.”

Dr. George Lowe 

Medical Director, Lutherville Personal Physicians



Why Should You Get Engaged  
in CareFirst’s Patient-Centered 
Medical Home Program?

It’s a good question.

We understand that you are focused on patient care and your 
practice – not necessarily on a program offered by one of the 
many insurance carriers who cover your patients. You’re juggling 
administrative tasks and paperwork before and after office 
hours, squeezing 30 patients into the day, counseling patients 
by phone and e-mail and performing other tasks for which you 
are too often not compensated. In short, you’re challenged to 
give your patients, your practice and your business the attention 
they all deserve.

When CareFirst launched its Patient-Centered Medical Home 
(PCMH) Program in 2011, we quickly had 2,000 primary 
care physicians (PCPs) join the Program. Today, the number 
of participating PCPs is over 3,500 throughout Maryland, 
Washington, DC, and Northern Virginia. With the goal of 
improving patient care at its core – and a promise of increased 
reimbursement for primary care – independent PCPs, small and 
large practices, and even hospital systems quickly took the 
simple steps required to join the PCMH Program.

But joining the Program and engaging with it to achieve results 
are two different things.

Since the Program’s inception, we – and many of the physicians 
who participate – have grown increasingly enthusiastic about its 
progress and potential.
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There are several compelling reasons to actively participate in 
the Program:

• Data, tools and direct nursing support to help you take better 
care of your patients.

• Increased reimbursements for most primary care services – 
and the potential for substantial additional incentives (paid 
through additional fee schedule increases) annually. 

• Care support and services that can improve patient health.

• A program structure – relying on groupings of physicians 
which we call “Panels” – to foster peer consultation among 
practices.

CareFirst is committing the time and financial resources to the 
PCMH Program and PCPs for one powerful reason: PCPs are in 
the best position to understand the needs of the patient and 
make the critical decisions that influence the ultimate overall 
quality and cost of care. Our PCMH Program creates a path to 
improve care quality, reduce care costs, and to reward the PCPs 
who make it possible. That’s why we want you to get engaged.
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It’s About Quality Care and 
Helping Take Care of Your Patients
You are focused on taking care of you patients – and interference 
from health insurers on that front is largely unwelcome. CareFirst 
understands that. We do, however, have a shared interest in 
our members – your patients – receiving the highest quality, 
most cost-effective care possible. At the heart of the PCMH 
Program is the belief that you are in the best position to manage 
your patients’ care in a fashion that: keeps them healthy; 
manages their chronic conditions; helps them avoid unnecessary 
hospitalization; and improves overall quality. We firmly believe 
that such a focus benefits your patients through improved 
health, and benefits us all by reducing costs.

It is widely understood that the sickest patients consume a 
disproportionately large share of health care services and 
account for a disproportionate share of health care costs. In 
CareFirst’s service area, the 10 percent of the patients who are 
sickest account for 52 percent of health care costs. Nationally, 
physician organizations, health systems and insurers are 
engaged in efforts to improve quality and reduce costs by 
focusing on those patients who are heavy users of the health 
care system – many of whom have multiple chronic conditions. 
If successful, such efforts hold the promise of improving health 
and quality of life for patients while removing substantial costs 
from the health system.
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CareFirst 2013 Illness Burden Pyramid

Source: CareFirst HealthCare Analytics – Commercial, Under 65 Population – 2013

The PCMH Program is focused on providing PCPs who are in the 
best position to manage the care of these patients the tools and 
support needed to do so more effectively.
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Information and Tools to Support 
Decision-Making

A big challenge that PCPs have in managing their patient 
population is a lack of comprehensive information about 
patient health status and ongoing medical and drug treatment – 
particularly for that which occurs outside of the PCP’s office. 
CareFirst provides tools that improve information transparency 
and availability so that PCPs can make informed decisions 
regarding care. These tools include:

• A constantly available, free and complete record of patient 
care allowing you to see the whole picture for CareFirst 
members under your care. The record displays claims-based 
data on every service, type, date, for every doctor or provider 
your patient sees across all care settings. The member 
health record also provides a care planning tool – used in 
conjunction with a CareFirst-supplied Local Care Coordinator 
nurse (described below) – that can capture orders, notes 
referrals, laboratory, pathology and other clinical results of 
the care coordination process.

• Online specialist referral capability that allows you to see 
who your patients’ are referred to- most often- and the 
relative costs of specialists to inform referrals.

• A rich repository of data through CareFirst’s “SearchLight” 
reporting that allows you to dive into reports on high risk, 
unstable, or high cost CareFirst members under your care, 
see key use patterns, and view episodes of care to help 
target and manage interventions. CareFirst also provides 
professional staff to meet with you and help you find, 
interpret and get the most out of the data.
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Direct Nursing Support to Care for Patients 
with Complex Needs

Another key component of the Program is the provision of 
direct, local nursing support to work with you and your patient 
to coordinate care. While many PCPs would – in an ideal world – 
have dedicated staff to help coordinate care and follow-up 
with patients, we know that’s not always possible. Our team of 
carefully selected and trained, registered nurses, called  Local 
Care Coordinators (LCCs), is there to support your care efforts 
for patients with chronic and multiple complex conditions.

CareFirst has a team of more than 225 (and growing) LCCs 
assigned to support specific practices in the CareFirst PCMH 
Program. That means a dedicated nurse working under your 
direction to:

• Help identify CareFirst members under your care who might 
benefit from care coordination.

• Work with you to develop and document a care plan.

• Work directly with the patient to implement and follow-up 
on the care plan, connecting the patient where necessary to 
additional community or home-based services.

• Follow-up on your behalf on issues of compliance.

This care coordination support makes it possible for you to 
extend your services and manage patient needs without taking 
more time out of an already busy day. You want to quarterback 
the care of your neediest patients, and PCMH nursing support 
helps make that possible.
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A Care Coordination Success Story

Patient with multiple chronic conditions shows progress  
with PCP engagement and care coordination

INDICATION:
Susan*, a 47-year-old patient, elected to participate in 
the PCMH Program and presented with several chronic 
health conditions, including uncontrolled diabetes, 
hypertension, osteoarthritis as well as Tourette’s, 
multiple allergies and a vitamin D deficiency. 

After assessing Susan’s condition, the LCC learned 
that Susan was not taking her insulin because she 
believed she was allergic to it.

TREATMENT: 
Susan’s PCP, LCC and Endocrinologist teamed together and determined that 
Susan was actually suffering from hypoglycemic events, possibly related to her 
diet of unhealthy, processed foods. 

A treatment plan was prescribed to help maintain her blood sugar levels which 
included insulin regulation and a well-balanced, healthy diet. She was also 
educated on the symptoms of hypoglycemia to help her identify future episodes.

OUTCOME:
Susan’s health care team (PCP/Specialist/LCC) 
continues to work together to maintain her insulin 
dosage and regimen. With regular phone calls and 
meetings with her PCP and LCC, Susan gets the 
support she needs to improve her diet, develop 
healthier eating habits and track her health progress 
using a personalized PCMH member journal. 

As a result, Susan is now responsive to insulin, her 
blood sugar levels are in the normal range and she 
has lost 15 pounds.

*An alternate name is used to protect the privacy of the member. 7



How do You Benefit from PCMH 
Participation and Engagement?
Primary care physicians (PCPs) and the services they provide 
have been undervalued – particularly given the key role that 
they do and can play in managing overall care quality and cost. 
This belief is one of the underpinnings of CareFirst’s PCMH 
Program and is reflected clearly in its design.

PCPs who are actively engaged in our PCMH Program can 
bring the benefits of better information and extra staff support 
outlined above to bear on patient care – that’s how CareFirst 
supports your efforts to deliver quality care. But we know we 
are asking you to invest time and energy in doing so, and that’s 
why the Program provides three specific types of reimbursement 
to recognize the valuable role you play in quarterbacking care, 
compensate for specific tasks related to care coordination, 
and incentivize you for your engagement in improving quality 
and reducing costs. It’s critical to note, there is no financial 
“downside” potential to the PCMH Program, only upside 
opportunity. The three types of reimbursements include:

• Participation Fee – PCPs that elect to participate in the 
PCMH Program and that remain in good standing receive 
a 12 percentage point participation fee. This fee is paid on 
most primary care services and is added to your practice’s 
fee schedule. So if you typically would receive a $100 
for a covered primary care service, you receive $112 as a 
participating PCMH PCP.

• Care Coordination Fees – The PCMH Program does require 
you to engage in the care planning and care coordination 
process. In recognition of the time it requires, the Program 
pays additional fees for the creation and monitoring of care 
plans. The LCC will develop the care plan -and appropriately 
document for you to review- the recommended course of 
treatment based on what you think the patient needs. When 
you review and approve a care plan, we reimburse you $200 
for your time to work with the LCC to activate a care plan and 
$100 to review the plan, quarterly or as appropriate. The $200 
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fee for care plan development and $100 fee for care plan 
monitoring are paid on top of existing fees for office visits.

• Outcome Incentive Awards (OIAs) –OIAs present the most 
significant financial benefit for participating PCMH PCPs. The 
goal of the Program is to both improve quality and reduce 
costs. We firmly believe that the two are inextricably linked – 
that improving quality results in reduced costs over time. 
OIAs are paid based on calendar year performance, and are 
paid as additional increases on rate schedules for primary 
care services. In other words, when earned they are added 
to the base fee schedule, fee for all primary care services. If 
a Panel earns a 39 percentage point OIA, it is reflected in the 
fee schedule accordingly:

Base Fee $100  
+ Participation Fee (12 percentage points) = $112  
+ OIA (39 percentage points) = $151

OIAs are calculated annually, and can change from year to 
year (including being discontinued if an OIA is not earned for 
a particular year). However, changes in OIA do not affect the 
participation fee for a practice in good standing.

OIAs are earned – and the level of OIA is determined – 
based on performance on quality and cost. Because the 
PCMH Program is meant to encourage quality and cost 
improvements, a threshold quality and program engagement 
score must be earned to qualify for an OIA. The amount of 
the OIA is higher or lower depending on performance. Higher 
quality and engagement scores and cost performance work 
together to result in a higher OIA, and lesser performance on 
quality and cost reduce the OIA amount.

For 2013, approximately 200 Panels constituting nearly 67 
percent of all eligible Panels received an award. This is up 
from 66 percent in 2012 and 60 percent in 2011.

On average, these “winning” Panels had care costs 
approximately 5.2 percent below the expected costs of 
care that were the targets for these Panels. On average, 
OIA earned by these winning Panels was about 39 
percentage points.

9



Tracking Performance against PCMH  
Cost Goals

All primary care practices – regardless of whether they are 
solo or group practices or associated with larger organizations 
or health systems – have to function as businesses. Tracking 
performance against PCMH cost goals is a process that should 
be familiar to anyone who has balanced a checkbook or been 
involved in running a business of any type.

Before the beginning of each Program year, CareFirst uses 
historical claims data to calculate the total care costs for the 
CareFirst members attributed to a PCP’s Panel (the organizing 
unit of the Program, more on that below). These costs include all 
the costs associated with the member for all services, whether 
delivered by the PCP or in other settings – in other words, 
we are interested in the whole medical dollar. The reason for 
that is simple. The PCP is in the best position to manage the 
ultimate costs of care for a patient by better managing chronic 
conditions, making thoughtful and cost-efficient referrals, 
prescription choices and in a host of other ways.

Each year, the total cost of care is calculated for all of your 
attributed CareFirst members, trended forward (adjusted for 
medical cost inflation), and risk adjusted to reflect the health 
status of the members under the PCP’s care. The result is the 
total expected cost of care for that year. It’s a budget if you 
will – against which the PCP and the Panel manage. 
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Essentially, it looks like this:

Example: Mary Smith, One Member, 2013
Expected (Credits)

Base Year Average Member Cost,  
Adjusted for Risk and Medical Inflation

January $375

February $375

March $375

April $375

May $375

June $375

July $375

August $375

September $375

October $375

November $375

December $375

Total Credits + $4,500

1.	 The costs are calculated as detailed above. Think of these as 
Credits in a bank account.
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2.	 CareFirst then compares that budget to the costs of all the 
care actually rendered and all the care decisions made over 
that same one-year period, including referrals to specialists, 
medicines prescribed, Care Plan costs, ER visits and case 
management costs.

Example: Mary Smith, One Member, 2013
Actual (Debits)

1/4/2013 Primary Care Visit $50

1/4/2013 Vaccination $4

1/7/2013 Pharmacy Fill $120

2/4/2013 ER Visit $125

2/4/2013 ER Treatment $300

3/6/2013 Opthalmologist Visit $127

4/22/2013 Orthopedic Visit $257

4/25/2013 Pharmacy Fill $120

4/25/2013 Physical Therapy $22

5/5/2013 Physical Therapy $22

7/10/2013 Pharmacy Fill $120

8/4/2013 Primary Care Visit $50

8/22/2013 Dermatologist Visit $300

8/23/2013 Pathology Test $50

9/22/2013 Dermatologist Visit $100

9/22/2013 Cardiologist Visit $554

10/15/2013 Outpatient Hospital Visit $1,325

Total Debits – $3,646
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3.	 CareFirst compares the Debits to the Credits. If the Debits are 
less than the Credits – this represents savings against the 
expected cost of care. If there is a savings – and the quality 
and engagement threshold has been met – the Panel is 
eligible for an OIA.

Example: Mary Smith, One Member, 2013
Expected (Credits) Actual (Debits)

Base Year Average Member Cost,  
Adjusted for Risk and Medical Inflation 1/4/2013 Primary Care Visit $50

January $375 1/4/2013 Vaccination $4

February $375 1/7/2013 Pharmacy Fill $120

March $375 2/4/2013 ER Visit $125

April $375 2/4/2013 ER Treatment $300

May $375 3/6/2013 Opthalmologist Visit $127

June $375 4/22/2013 Orthopedic Visit $257

July $375 4/25/2013 Pharmacy Fill $120

August #375 4/25/2013 Physical Therapy $22

September $375 5/5/2013 Physical Therapy $22

October $375 7/10/2013 Pharmacy Fill $120

November $375 8/4/2013 Primary Care Visit $50

December $375 8/22/2013 Dermatologist Visit $300

8/23/2013 Pathology Test $50

9/22/2013 Dermatologist Visit $100

9/22/2013 Cardiologist Visit $554

10/15/2013 Outpatient Hospital Visit $1,325

Total Credits + $4,500 Total Debits – $3,646
Net Savings = $854
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Panels that earned an OIA earned an average increase of 39 
percentage points. For example:

Base Fee Participation Fee OIA Total
$100.00 + $12.00 $39.00 = $151.00

That means that a primary care service for which the 
physician would have been reimbursed $100, will now be 
reimbursed at $151. The participation fees and OIAs are 
applied in this manner for each eligible primary care service. 
In addition, OIAs can rise if a Panel continues to achieve cost 
savings in consecutive years.

The bottom line is that we recognize that PCPs are uniquely 
situated and qualified to improve care quality and reduce cost. 
We’ve structured the PCMH Program to meaningfully reward the 
PCPs who do just that.
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The Panel: What is it and  
Why is it Important?
You’ve seen mention of the PCMH Program “Panel” above. Perhaps 
you are a solo practitioner that joined the PCMH with a group of 
nearby PCPs. Or you’re in an independent practice of 10 to 15 
physicians who joined. Maybe you are part of a large hospital 
system practice.

Because PCPs practice in so many different types of settings, 
we designed the Program so that PCPs of all types could 
participate. Medical Care Panels, or Panels for ease of reference, 
are the organizational unit for CareFirst’s PCMH Program. A 
PCMH Panel is comprised of no fewer than 5 and no more 
than 15 PCPs. That means solo and small practices must come 
together for purposes of the Program to form Virtual Panels – as 
has happened with 1,411 physicians who formed 164* Virtual 
Panels for the Program. It also means that large independent 
practices and health system practices have been subdivided into 
Panels for purposes of the Program.

Panels create strength in numbers – or statistical depth – so 
that Panel members are not adversely affected by random or 
outlying experiences among their patient population. While PCPs 
manage their own attributed members, Panels enable PCPs to 
earn performance-based rewards buffered by the combined 
performance of a group of PCPs with which they have chosen to 
work for purposes of the PCMH Program.

There are five guiding principles that led to organizing the 
Program through creation of Panels:

1.	 The PCMH Program offers rewards based on quality and 
overall cost savings for CareFirst members. But for those 
results to be credible, they have to be based on a large 
enough group of CareFirst members that the effects of 
randomness and chance don’t skew them. We believe that 
it takes a pool of patients in the range of 3,000 CareFirst 
members to remove this randomness and suggest that 
results are attributable to the action of a group of physicians. 

*Includes physicians and nurse practitioners as of August 18, 2014. 15



CareFirst’s membership data suggests that 5 PCPs (or nurse 
practitioners fulfilling that function) can reasonably be 
expected to have 3,000 CareFirst members under their care 
or attributed to them.

2.	 A key goal of the PCMH Program is to create easy access to 
primary care. Solo practitioners and small practices cannot 
reasonably be expected to be available at all hours and to 
offer expanded office hours. Bringing them together into 
groups of 5 or more through Virtual Panels helps increase 
physician availability, backup and coverage.

3.	 Panels have the ability to share resources to support 
care planning and care coordination efforts – creating the 
potential to manage the care of the neediest patients more 
effectively.

4.	 Operating in small, manageable groups, there is a greater 
opportunity for peer consultation among PCPs and practices. 
Such consultation can lead to productive discussions on 
diagnoses, courses of treatment and specialist selection.

5.	 Savings against expected cost of care and quality 
performance are measured at the Panel level. This creates a 
common interest among the members of the Panel and gives 
each a stake in their own performance – and the performance 
of their peers.

We recognize it’s a new structure. It encourages collaboration 
and resource sharing where none may exist among smaller 
practices. In larger practices it may require physicians to think 
about peer performance and opportunities for improvement 
within their existing practice structure. It is a structure 
we believe has already shown promise and that reinforces 
the PCMH Program’s basic drive toward improved quality, 
accountability, and cost savings.
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Questions? Contact your  
CareFirst PCMH Representative.  
www.carefirst.com/providerrep

For more information,  
visit www.carefirst.com/pcmhinfo.
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