Pillar I
PUT PATIENTS AND DOCTORS

BACK IN CHARGE OF HEALTHCARE

ENHANCE ACCESS TO TRUSTED DOCTORS AND APPROPRIATE CARE
WHEN AND WHERE THEY ARE NEEDED

As more and more Americans experience serious
health problems, it is vital that they have access to
trusted doctors and appropriate care when and where
they are needed. Sixty percent of Americans have at
least one chronic condition, and 42% have multiple
chronic conditions. The percentage of those with
multiple chronic conditions is 81% amongst people
ages 65 and older. Unfortunately, only half of
Americans receive recommended care, and the quality
of care varies across conditions, demographic groups,
and communities.

If new solutions are not implemented, the United
States can anticipate a continued increase in the burden
of chronic diseases on the physical and economic
health of our citizens. Currently, we simultaneously
have underutilization of preventive care and an
overutilization of medical care. Just 6.9% of American
adults ages 35 and older received all recommended
high-priority, appropriate preventive services in 2018,
according to the most recent data available from the
Department of Health and Human Services Office of
Disease Prevention and Health Promotion. And in
2017, physicians reported that 21% of medical care was
unnecessary.

To enhance access to care, it is critical for the
United States to comprehensively shift away from a
healthcare system that is incentivized to treat illness,
and toward a system that is oriented around delivering
improved individual and societal health outcomes. To
do so requires innovative solutions that recognize and
engage the complex interplay of economic, behavioral,
social, and biological factors that contribute to overall

health. Unfortunately, the Biden Administration’s
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agenda of broader one-size-fits-all government
involvement in healthcare doubles down on the policies
of the Affordable Care Act (ACA), which has failed to
solve these problems.

Enrollees in ACA plans have less ability to choose
their doctor as covered provider networks for ACA
plans shrink. In 2020, health plans on the individual
market with more restrictive networks consisted of
78% of the plan offerings in the exchange market. For
comparison, plans with more restrictive networks
represented 54% of the exchange market in 2015. While
narrow network designs can help keep premium costs
lower for enrollees, it may mean that preferred doctors
and healthcare facilities are not covered by a chosen
insurance plan. This is very problematic because the
foundational relationship between doctors and patients
— and the ability to receive appropriate care — are
essential elements of improving the health of
Americans. This highlights Obama’s infamous broken
ACA promise: “If you like your doctor, you can keep
your doctor.”

One way to enhance access to trusted doctors is
through direct primary care (DPC). In this model,
patients pay a monthly membership fee (typically
ranging from $40 to $85 per person) to a clinical
practice and receive access to a defined set of services,
usually consisting of primary care and preventive
services. In general, DPC doctors do not contract with
insurers or government payers, but they may contract
with self-funded employers. They typically have smaller
patient panels, which results in expanded access to
clinicians, including longer office visits and same-day or

next-day appointments.




Many DPC practices can also provide laboratory
tests and dispense common medications at discounted
rates. Patients benefit from expanded access in this
model. One case study found that DPC was associated
with 30% lower out-of-pocket costs and 20% lower
employee premiums. Another case study found a 40%
reduction in emergency department utilization.
Increased access to direct patient care models would
benefit patients.

Additional policy priorities should provide better
care for Americans by removing barriers to competition
and promoting free-market solutions. These include
maximizing the supply of clinicians and appropriate
facilities by removing barriers to entry and addressing
misaligned incentives. Doing so would increase access
to care for those who need it most.

The federal government can implement site-neutral
payment policies in Medicare to ensure the same rate is
paid for the same clinical care provided at different
facilities. This policy change could reduce Medicare
spending, reduce premiums and cost-sharing for
Medicare facilities, and result in significant private
sector savings through spillover effects. Importantly, it
would remove misaligned incentives to provide care in
higher-cost facilities, which limit patients’ access and
choice.

State regulations and licensing requirements should
promote increased supply in the market. This includes
allowing clinicians to practice at the top of their
licenses and join medical licensure compacts. The latter
would allow doctors to practice medicine across state
lines and allow patients to maintain continuity of care.
This would increase patient access to necessary care,
including from highly trained clinicians at specialty
centers such as MD Anderson Cancer Center and Mayo
Clinic. It also involves removing bureaucratic processes
regarding the development of necessary healthcare
facilities through certificate of need requirements.

Additionally, patients should be able to receive care
at the location that best meets their needs. Payment
differentials that encourage care in higher-cost settings
should therefore be equalized, and expanded access to
telehealth services should be maintained in a manner

that maximizes the benefit to patients and doctors.
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THE FACTS

*

Direct primary care has been associated with 20%
lower employee premiums, 30% lower out-of-
pocket costs, and a 40% reduction in emergency
department utilization.

Approximately 90% of the $4.1 trillion in annual
health expenditures are used to treat people with
chronic and mental health conditions Sixty percent
of Americans have at least one chronic condition,
and 42% have multiple chronic conditions.

Five percent of the population accounts for 50% of
the healthcare expenditures, and 50% of the
population accounts for 97% of expenditures.
Only 7% of United States adults ages 35 and older
received all the high-priority, appropriate clinical
preventive services in 2018, according to the most

recent data available.

THE AMERICA FIRST AGENDA
At the federal level, support policies that:

*

*

Allow Medicare and Medicaid to reimburse and
contract with direct patient care providers.
Make Medicare site-neutrality policies permanent

and expand as appropriate.

At the state level, support policies that:

*

*

Define direct primary care as a medical service
outside of state insurance regulation.

Ensure state participation in the Interstate Medical
Licensure Compact and other health professional
licensing compacts.

Eliminate certificate of need requirements as
appropriate.

Allow telehealth licensing registration to facilitate
the ability of out-of-state providers to care for in-
state patients.

Allow clinicians to practice at the top of their

licenses.
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