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Who am I?  

 Math PhD in health services research (HSR) 

  20+ yrs @ BU in Medicine & Public Health  

 Developed (health-based) payment models 
now used in CMS’ Medicare Advantage  

 Founded DxCG, Inc. (now Verisk Health)  

 Since 2009, Professor and Division Chief in 
Quantitative Health Sciences (QHS) at UMass 
Medical School in Worcester 
 http://www.umassmed.edu/QHS 
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My Department’s Vision 
 Improve population and individual health by 

transforming health care delivery through 
methodological innovation 

 Do good translational research 

 QHS leaders:  

 Care about health equity and social justice 

 Appreciate the tension between for-profit 
medicine and creating a healthy nation 

 SFTP perspective highlights that tension  
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I hope to help reform how we 
 Pay for health care 

 Measure and reward “quality” in health care 

 Remain aware of the limited role of “health 
care” in creating and sustaining “health” 

 

Making Payment Match the Need:  

Why Old-Style Capitation Models Failed and 

How We Can Do Better 
March 26, 2012 

Research into Practice and Policy 
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The random walk of a socially 
concerned mathematician 
 College –given Vietnam etc., why math? 

 Peace Corps, graduate school – “falling into” 
math –  choosing: statistics + politics + health 

 What problems can I help solve with math?  

 Efficacy of therapies, predictive models for 
making fair O-to-E comparisons 

 Environmental safety, employment 
discrimination, electoral integrity, … 
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Peace Corps, 
Philippines 
 
 
 
 
 
Hey, math is 
useful 
everywhere! 
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Returned to graduate school in math 
at Wash U in St. Louis, then U of 
Illinois Chicago.  Fell in love, got 
political … 
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Finding my “calling” in Chicago 
 Founding 2 women’s self-help health centers  

 Emma Goldman Women’s Health Center 

 Chicago Women’s Health Center 

 Changed from pure math to statistics  

 Can I help “reform” health care? 

 Transitional job(s): 

 Post-doc at Dartmouth, then BU (both in math) 

 Clinical trials work at Harvard 

 “Health Services Research” at the BU Med School 
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Thinking about Primary Care 
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Thinking About Primary Care 
 How can we identify, quantify, encourage and support 

value in health care? 

 

 Patient-centered primary care practice 
 A “practice” is defined by the population it serves, not the 

number of visits it delivers 
 It works to maintain/improve the health of its patients 
 A “patient-centered medical home” (PCMH) is a clinical team that 

provides comprehensive primary care to a defined patient panel 

 

 Fee-for-service (FFS) cannot pay for “health care use that is 
avoided because health was managed well” 
 Scenario 1: Woman is repeatedly hospitalized for CHF … 
 Scenario 2: Man asks his PCP for an MRI … 
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Patient-Centered Medical Home 
 PCMH requires whole-practice transformation 

 Patient-centric, longitudinal, not physician-centric, 
episodic 

 Addresses potential problems, not merely reactive 

 About “health,” not just medical care 

 Can care transform absent radical change in: 

 What society values? 

 How we pay for care? 

 Concern for public health (social solidarity)? 
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Payment Reform for Primary Care:  
Is Capitation the Answer? 
 Capitation encourages spending less 

 Providers should save money by keeping 
people healthy, not: 

 Skimping on care 

 “Cherry picking” 

 The system should:  

 Pay enough to address patients’ needs 

 Measure and reward quality 
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Multiple Roles for Risk Adjustment  
 Match dollars to the health needs of patient panels 

 Allow practices to innovate 

 Deploy their resources as they see fit 

 Become more efficient and effective 

 Help identify providers who improve patient health 

 Facilitate improved patient care through real-time 
feedback to practices 

 Allow payers, regulators and policy people to 

 Encourage , disseminate effective innovations 

 Identify and address problems 
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Questions: 

 Can insurance companies add value?  

 How can any payer use its money wisely? 
 FFS vs. capitation? 

 Can “pay for performance” encourage quality? 

 Roles for professionals/unions/community health 
workers (CHWs)? 

 In what time frame and scope of can 
innovations be cost-effective? E.g., 

 Oregon Health Insurance Experiment (2008 - ) 

 Abecedarian Project (1972-77 recruitment + 30 yrs) 
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Closing Thoughts 
 My work is being used to improve health care! 

 But,  

 Obamacare is unpopular 

 ”Single payer” is off-the-table 

 Time-frame for ROI exceeds corporate (and 
political) timelines 

 We won’t invest in “social capital” to improve 
health and reduce total health care spending 

 Both technical and political  problems must be 
solved to create a healthier nation. 
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Can We Get Serious About Health?  
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