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Introduction 
 
In searching for ways to improve quality and 
enhance value in Minnesotaôs health care 
market, Minnesota lawmakers have hit upon the 
concept of the ñmedical home.ò  Currently there 
are respective medical home proposals under 
consideration in the state House and state 
Senate.1  Governor Pawlenty also has offered a 
proposal. 
 
A medical home, in general, is a health care 
delivery model that relies on a primary care 
practice working in partnership with patients to 
manage all aspects of a patientôs health care.2  
Basically, a medical home puts the primary care 
physician in charge of guaranteeing that health 
care delivery follows key principles associated 
with high-quality health care.  These principles 
include health care delivery that is 
comprehensive, patient-centered, culturally and 
linguistically appropriate, compassionate, 
continuous, accessible, and, most importantly, 
coordinated.3     
 
This approach is meant to spur a fundamental 
shift in the way medical care is delivered, moving 

away from the acute care model that attends to 
and pays for medical problems in a rather loosely 
coordinated way as they occur and toward a 
model that relies on prevention and purposefully 
coordinated management.  Evidence suggests 
that medical homes can lead to higher quality 
care, especially for people with complex or 
chronic health problems.4 
 
There are some noteworthy differences among 
the various medical home proposals under 
consideration in Minnesota that should be 
understood.   Legislative proposals would certify 
only individual clinicians as medical homes, 
while the governorôs proposal would, in addition 
to individual clinicians, certify primary care 
clinics and medical groups.  The governorôs 
proposal outlines some guiding principles for 
the Commissioner of Health to follow when 
establishing certification standards  in contrast 
to the very detailed set of criteria found in the 
legislative proposals.   Health plans are 
mandated to include medical homes in their 
networks and pay a care-coordination fee in the 
governorôs proposal but not in the legislative 
proposals. 
 



It should also be understood that the medical 
home concept is not without problems.  By 
putting physicians in managerial roles, medical 
homes risk introducing the same ethical 
dilemma that troubles managed care health 
plans.  To wit, physicians might be offered 
financial rewards to act as gate-keepers and 
restrict access to medical care.  Current 
proposals compound that risk because they are 
driven by cost containment goals paired with 
payment reform.   
 
To ensure that the medical home concept is 
patient-centered and quality-driven, lawmakers 
should adopt the following recommendations. 
 
 
Recommendation #1: The Definition 
for Medical Homes Should Be Flexible 
 

Lawmakers should consider giving health plans, 
clinics, medical groups, and clinicians more 
flexibility to define exactly what operationally 
constitutes a medical home, subject to the 
approval of the State Commissioner of Health.  
This flexibility is important because at present 
there is no agreed-upon definition of a medical 
home.  More flexibility would allow more 
experimentation with different designs for 
various health care needs.  One medical home 
design would not necessarily meet the needs of 
all Minnesotans.   
 
Current legislative proposals unnecessarily limit 
the licensure of a medical home to an individual 
clinician.  Yet a medical home might rely more 
on a clinic than any one clinician to provide the 
services of a medical home.  Certain patients, 
especially those with more complex problems, 
might be served better by a team than by an 
individual.  The administrative design of the 
clinicðfor example, the procedures and 
technologies that facilitate coordination, 
guarantee timely reminders, maintain medical 
information, help clinics adhere to evidence-
based practices, define standards for interacting 

with patients, and aid patient decision makingð
may be just as important as the individual 
clinician charged with caring for the patient.  
Therefore, it may be equally appropriate to 
consider the whole clinic as the medical home.   
 
Allowing a clinic to be licensed as a medical 
home does not diminish the importance of the 
individual clinician.  The individual clinician 
who offers an ongoing relationship with the 
patient and takes the primary responsibility for 
delivering or coordinating the patientôs care 
would probably still be the key component to a 
successful medical home.  But there is no need 
to set that as a rigid requirement. 
 
Legislative proposals also require that a medical 
home ñmanage or employ care coordinators.ò  A 
care coordinator would apparently be in 
addition to the physician.  Oddly, the proposals 
specifically direct care coordinators to identify 
complex or chronic conditions and to develop 
care plans, two things a physician or clinician 
might also be expected to do.  This requirement 
is an unnecessary, confusing, and possibly 
limiting extension of the requirement for care 
coordination already defined elsewhere within 
the legislation.    
 
In contrast, the governorôs medical home 
proposal provides a clearer, more concise, and 
more flexible set of criteria that better aligns 
with the medical home concept promoted by the 
medical community.  The governorôs proposal 
allows clinics and medical groups to be licensed 
as medical homes and avoids the unnecessary 
and duplicative language contained in the 
legislatureôs proposals.  Still, even the governorôs 
proposal could be improved by adding language 
found in the Senate bill, giving managed care 
plans the flexibility to establish their own criteria 
for clinicians.   
 
There is another critical question: Do we want 
to fix one meaning for a medical home through 
the health commissioner, or do we want to allow 



 

        

health plans to experiment with the meaning?  
The commissionerôs fixed definition would 
probably allow for some degree of flexibility, but 
maybe health plans should be given even more 
latitude.  While a more fixed definition could 
make it easier to compare doctors on quality, a 
more flexible definition would allow more 
innovation.   There does not seem to be enough 
evidence on medical homes to move forward 
with a more fixed definition.   
 
Á The initial medical home proposal should start with 

a very loose definition from the health commissioner 
that allows health plans, clinics, medical groups, 
and clinicians to largely develop their own criteria, 
subject to the approval of the commissioner. 

 
 
Recommendation #2: Medical Homes 
Should Be Facilitators, Not Gate-
Keepers 
 

Lawmakers should ensure that medical homes 
do not become or appear to become gate-keepers 
that restrict patient access to medical care.  The 
fear of gate-keeping is warranted.  A November 
2007 report published by the Robert Graham 
Center, an extension of the American Academy 
of Family Physicians, stated that the medical 
home ñwill necessarily need to be an arbiter of 
subspecialty careðfacilitating when it is needed, 
protecting when it is not.ò5  This arbiter seems a 
lot like a gate-keeper, though the Graham 
Center report argues otherwise. 
 
The arbiter, according to the report, would make 
decisions based on the patientôs needs and not 
on financial considerations.  Thus, a reduction 
in specialty referrals would be a function of 
patients receiving more appropriate care, not 
gate-keeping. In fact, the report cautions, ñWe 
must avoid the painful and political pitfalls 
experienced by primary care in the 1990s with 
ógate-keeperô models.ò  Michael Barr, a vice 
president at the American College of Physicians, 

also stresses that the medical home should be 
seen as a facilitator and not a gate-keeper.6 
 
But can medical homes avoid the gate-keeper 
model?  Managed care proponents made similar 
arguments about coordination, patient-
centeredness, and quality, yet physicians in many 
managed care plans became gate-keepers.  Why 
should critics expect anything different of 
medical homes?    
 
Unfortunately, Minnesota medical home 
proposals seem poised to follow a gate-keeping 
model.  These proposals started out on the 
wrong foot because they emerged from 
discussions focused on cost containment.  Thus, 
the proposals reflect hopes that medical homes 
can contain costs.  Both legislative proposals 
envision recapturing savings through a new and 
convoluted tax.  Moreover, all proposals pair a 
medical home with a new pay-for-performance 
system that rewards providers financially for 
reducing ñunnecessaryò utilization and for 
demonstrating a lower ñtotal cost of care.ò  All 
proposals specifically provide that care-
coordination payments would be in addition to 
quality-incentive payments.  Moreover, all of the 
proposals create a system of indexing providers 
based in part on their resource use, an index 
that would presumably be used to judge medical 
homes.  Therefore, it seems clear that medical 
homes would receive financial rewards for 
lowering costs of care based in part on lower 
utilization rates.   
 
If medical homes received financial rewards for 
demonstrating lower utilization rates, then we 
would have reintroduced the same financial 
incentive to restrict access to specialists and 
other health services that frustrated both 
patients and doctors under managed care.  
Thereôs a big difference between a health plan 
paying for extra time on the phone and paying 
for the fact that a medical homeôs group of 
patients utilized fewer services on a risk-adjusted 
basis.  The former pays for a clearly defined 



service for patients, while the latter pays a reward 
for a lower relative cost to the system based on a 
complex statistical model.  Paying for a phone 
call is patient centered, whereas paying providers 
for lower relative utilization pays them for how 
they treat their population overall, not for how 
they deal with any specific patient.  At the very 
least, payments based on total resource use 
would create a perception that the medical 
homeôs referrals and resource use were not 
entirely focused on the patientôs needs, a fact 
that could damage the trust between patients 
and medical homes.   
 
A major problem is that we donôt have good data 
on health care quality to know when a provider 
has allowed financial incentives to negatively 
affect the quality of care they deliver.  Academics 
and health plan authorities continue to debate 
whether managed care led to reductions in 
quality.  Without those data, it seems 
irresponsible to reintroduce the same incentives 
that produced so much distrust between 
patients, providers, and managed care plans. 
 
For the medical home model to work, the 
provider must be seen as a trusted advocate for 
the patient who works to facilitate a coordinated 
and comprehensive health care plan.  Being seen 
as a gate-keeper would destroy that trust 
relationship.  Therefore, it seems wise to take 
steps to assure that providers act only as 
facilitators of a medical home under a state 
proposal.   
 
Á These steps should include: 1) removing the total 

cost of care as a quality of care indicator, 2) 
removing resource use as a component of a provider 
index, and 3) adopting language from the House bill 
that affirms the fact that picking a medical home 
ñdoes not limit a patientôs ability to seek care 
elsewhere.ò  

 
To be clear, I am saying only that it would be 
inappropriate to measure the total cost of care 
for the whole medical home; I am not saying 

that it would be inappropriate to try to measure 
the total cost of care for a particular disease, if it 
were measured on an annual basis or in relation 
to a treatment plan for an individual.  (This 
distinction also arises under proposals to index 
providers based on resource use, price, and 
quality.)  For instance, if someone were to 
present with diabetes at the beginning of the 
year, a system should measure his costs and 
measure his outcome over the course of the year.  
Even this gets dicey because we really donôt have 
an agreed-upon set of outcome measures that 
accurately demonstrates high quality care in 
most areas of medicine.   
 
 
Recommendation #3: Medical Homes 
Should Not Be Mandated 
 
The governorôs proposal includes a clear 
mandate that all health plan companies provide 
medical homes in their networks and pay care-
coordination fees.  The legislatureôs proposals 
are a bit more confusing.  They appear only to 
require medical homes for public health care 
programs and for state employees, but they 
require ñall health plansò to implement a care-
coordination payment system.   
 
Mandating medical homes on the private market 
would unnecessarily add to Minnesotaôs already 
lengthy list of health benefit mandates.   While 
there is good reason to believe costs would 
decrease with a medical home, there is no 
guarantee.  A recent study by the Deloitte 
Center for Health Solutions that modeled a 
medical homeôs return on investment concluded 
that ñmedical homes could more than pay for 
themselvesò but cautions that ñsavings are still 
questionable.ò7 Research shows that disease 
management programs, which manage care 
much like medical homes, do not necessarily 
save money.8  Studies also suggest that preventive 
care and a usual source of careðtwo benefits of a 
medical homeðmight not save money, either.9  
Therefore, mandating medical home coverage 



 

        

might equate to mandating higher priced health 
plans, just as other health benefit mandates have 
done.   
 
Itôs true that reforms like medical homes and 
payment restructuring might be difficult to 
advance without a critical mass of payers.  Yet 
fundamentally Minnesotans should be free to 
design their own health plans.  If medical homes 
turn out to be as successful as proponents 
expect, then most Minnesotans will demand that 
their health plans pay for them.   
 
Á Lawmakers should limit medical home mandates to 

apply only to people under their supervision, such as 
state employees and people in state health care 
programs. 

Conclusion 
 
The Robert Graham Center report on medical 
homes concludes this way: ñAs a political 
construct, there is real risk that the medical 
home principles will be turned to the specific 
task of cost containment, threatening the intent 
and potential to improve the experience each 
person has in the course of their care.ò10  The 
evidence suggests that Minnesota has indeed 
turned medical homes to the task of cost 
containment.  The above recommendations 
hope to steer the medical home to a more 
patient-centered approach.
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