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Tantalus, son of Zeus and the nymph 
Plouto, was punished by being made to 
stand in a pool of water beneath a fruit tree 
with low branches, with the fruit ever eluding 
his grasp, and the water always receding 
before he could take a drink

Mentioned in the Odyssey

Source of tantalize, to torment with the 
sight of something desired but out of reach; 
to arouse expectations that are repeatedly 
disappointed



View of Honolulu 
from Tantalus 



Slake, to satisfy a craving, quench a thirst
The Tantalus story for Family Medicine 

We are immersed in data we painstakingly collect but cannot use to 
satisfy our need to measure and improve care

Cannot connect to claims data or social determinant data to assess 
patient risks and outcomes, and to adjust payments

And the fruit….promised shared savings, population-based payments
Primary care provides more than half of all care for 5-7% of total 
health care spending



Professionalism & Value

• Autonomy
• Mastery
• Purpose

• I would add 
Survival (Maslow)



Value?
We are moving from a system that rewards volume to one 
that rewards value

The UK Quality Outcome Framework (QOF) did the same a 
decade ago producing considerable burnout

– Measures not aligned with Primary Care value 
– 4 C’s (Continuity/relationship, Comprehensiveness, Care Management, 

Community orientation)
– Measures crowded out attention to other, drove resources and staff
– No intrinsic alignment
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Value?

Measurement is important but what’s measured and 
measures use are important

– Quality Payment Program is designed to designate winners 
and losers

– Measure Top-out process is unreliable
– No regular feedback, low ROI, high performers can still be 

penalized
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Whose Value?

Align Intrinsic and Extrinsic values where possible

Align value for Clinicians, Patients, and payers 

Make sure Value supports resources = Who and what it 
takes to achieve valued outcomes
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ABFM and the Center
Collaboration & Convening

– Measure development
– Resource need definition (Primary Care Spend, Gates 

Foundation, WHO, World Bank)
– National Academy of Science, Engineering, and 

Medicine (Future of Primary Care)
– Nursing, Patient groups; professionalism and social 

contract
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ABFM and the Center

PRIME Registry & Population Health AssessmenT Engine
– Liberate my data
– Integrate claims and community data
– Relieve burden (especially reporting)
– Measure development and testing
– Population Health, Community engagement
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Measuring What Matters

Good measures focus attention on what is important

Ideally, measures inform:
– Understanding
– Improvement 
– Support
– (NOT punishment)
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Stange KC, Etz RS, Gullett H, et al. Metrics for assessing improvements 
in primary health care. Annu Rev Public Health. 2014;35:423-442.



New Measures of Primary Care

• Problem with current measures
– Too many measures, too burdensome 
– Focused on disease care and don’t recognize the higher level 

integrating, personalizing prioritizing functions
– Not aligned with the foundations of primary care or the needs of 

patients, communities, systems

• Starting over
– Begin by “crowd sourcing” - asking what is important about good care--

Patients, Clinicians, Employers/Payers 
– “Measurizing” the 4 C’s
– Translate Total Cost of Care into Low Value measures



Crowd sourcing – Lessons Learned
• Clinicians and patients think that a lot of the same things are 

important
• Patients want more personalized attention
• Clinicians don’t feel that what they do that is important is 

recognized or supported
• Employers/payers focus on cost & employee experience
• A large portion of what clinicians & patients think is important is 

missing from current measures
• All groups consider systemic support & integration important



Starfield III Summit

• 70 national & international primary care leaders
– Met for 2.5 days
– Individual, large and small group work 
– October 4-6, 2017 in Washington DC

• Objectives: 
– Look at data to find what is important
– Try to develop a simple measure

http://www.starfieldsummit.com/starfield3/                     
(Measures & report available under “Resources” tab.)



Starfield III - Insights
• Primary care mechanisms that fosters health, healing, and 

systemic value are interdependent and cannot be accurately 
assessed as independent items

• The apparent simplicity of primary care masks the complexity of 
integrating, personalizing, & prioritizing care

• Agreement across patient, clinicians, policymakers, on the 
essence of primary care

• Two ways of measuring what provides value
– 3 Simple rules  
– A simple set of measures for patients to report



3 SIMPLE RULES – Stated for Patients

• Simple rules that, when actualized together by patients and 
practices and supported by systems, support primary care 
outcomes:

• My primary care knows me as a person

• My primary care recognizes what is most important to me

• My primary care helps me to feel connection, healing, or health

http://www.starfieldsummit.com/starfield3/                     
(Measures & report available under “Resources” tab.)



Factor Analysis of Patient-Report Items 

Principal components factor analysis reveals a single factor 
with an Eigen value of 6.85 accounting for 59% of the variance. Alpha=.94.

HOW PRIMARY CARE WORKS - Item
Factor 

Loading
Item-Total 
Correlation 

My practice makes it easy for me to get care .70 .67
My practice is able to provide most of my care .70 .66
In caring for me, my doctor considers all of the factors that 
affect my health

.80 .76

My practice coordinates the care I get from multiple places .64 .62
My doctor or practice know me as a person 83 .81
My doctor and I have been through a lot together .66 .64
My doctor or practice stand up for me .85 .83
The care I get takes into account knowledge of my family .80 .78
The care I get in this practice is informed by knowledge of my 
community

.71 .70

Over time, this practice helps me to meet my goals .85 .82
Over time, my practice helps me stay healthy .85 .81

Presenter
Presentation Notes
There is a dominant single factor with an�Eigen value of 6.85 accounting for 59% of the variance in the data�matrix. The second Eigen value is trivial.�In psychometrics, a factor loading of 0.4 is the minimum�for a variable to be considered loading on that factor. A loading of 0.6 is considered a strong loading useful�in defining the factor.  Note, our 11 items all have loadings >.6.�Strong evidence of a single factor.The alpha reliability of .94 for the 11 item scale.��The Item-total statistics (Corrected item-total�correlations). This represents the correlation of each item with the sum of the other items  (i.e., with the item itself removed). One would expect that if each item was measuring a common factor, each item should correlate�substantially with the sum of the other 10 items. Note these�correlations are all >0.6, where there is not a single weak item in�the pool.



Annals of  Family Medicine. 2015;13:206-213

15% ↓ costs 
25% ↓ odds 

hospitalization

15% ↓ cost  
35% ↓ risk 

hospitalization

See also: BMJ 2017;356:j84
http://dx.doi.org/10.1136/bmj.j84

Annals of  Family Medicine. 2018;16:492-497

http://www.annfammed.org/content/13/3/206.full?sid=4524d7cb-d540-4f66-96e1-ed7d396ac090
http://www.annfammed.org/content/16/6/492.full


Low-Value Care

In the US, we are already 
measuring total cost of care 
for physicians

Now we need to parse that 
and identify which behaviors 
have low value to support 
“Choosing Wisely”

Levinson W, Born K, Wolfson D. Choosing wisely 
campaigns: A work in progress. JAMA. 
2018;319(19):1975-1976.



Population Health 
AssessmenT Engine

PHATE

Presenter
Presentation Notes
The ABFM is proposing to work with the Robert Graham Center and HealthLandscape, its sister center in the AAFP, to develop the Population Health Assessment Tool (PHAsT). WE want to do for you what the UDSMapper did for health centers



What is PHATE?
Uses EHR and Community data to:

– Map physician or clinic service area
– Show clusters of disease
– Show clusters of poor outcomes
– Pull in social determinant data = poverty, less than high 

school ed., single parent household, unemployment
– “Community Vital Sign”
– Identify community partners

Presenter
Presentation Notes
Family physicians enrolled in the registry would have the option of using PHAsT to define their clinical service area, understand which neighborhoods are most dependent on them, look at disease and quality clusters (‘hotspots’), and to draw on social determinant data to develop community vital signs for patients, and to look at risk of poor health across their community. 



3 PHATE Versions, one skin
Fully imbedded in PRIME, 
draws on patient data: 
Address
Diagnoses
Quality measures

Drop-in Data: Address

No Data: choose census 
tracts

Same Skin: All 3 look the same 
except the No Data and Drop-in 
Data users will see that they 
could do more with PRIME

Social Determinant and 
Community Resource data



Community & Service Area
24

Presenter
Presentation Notes
Each geographic unit you see on the map is a census tractIf you click on a census tract, additional information about that census tract appears, including the census tract number, county, and neighborhood characteristics.Click on the X in the top right corner of the call-out box to close information about census tract. 



Improving Medicare Post-Acute Care Transformation 
(IMPACT) Act, 2014

• Required the Office of the Assistant Secretary for 
Planning and Evaluation (ASPE) to 

– review the evidence linking social risk factors with performance 
under existing federal payment systems

– and to suggest strategies to remedy any deficits they found



The UK and New Zealand already do this
• Both use ecological deprivation indices to adjust 

payments for health care and for social services

• UK = Index of Multiple Deprivation
• NZ = NZ Deprivation Index
Phillips RL, Liaw W, Crampton P, et al. How Other Countries Use Deprivation Indices—And Why The 
United States Desperately Needs One. Health Affairs. 2016;35(11):1991-1998.



Adjusting for Social Risk Factors
• CMS is likely to take the leap
• Our national data infrastructure is not ready
• We have decent options to start, follow UK/NZ lead
• ABFM investing in PHATE, imbedded in the PRIME 

Registry to ready practices
• OCHIN Acuere Community Vital Signs also enabling



Fruit Salad: Primary Care Spend

Fastest 
Growing

Half of all 
visits, just 6%



• Primary care is 
– 3.6-5% of Medicare (Health Affairs. 2018;37(6):890-899)

– 4.8 -7.6% Commercial (NEJM. 2017;377(18):1709-1711)

– 12-17% other developed countries (OECD, 2016)

• Outcomes of systems where spend increases
– Rhode Island mandated PC funding increase  5.4% to 10.0% (2007-

2013) >>18% reduction total spend—a 7-fold ROI
– Commonwealth Fund = 10% Primary Care Incentive Payment,     >> 

6-fold return on total spending reduction
– Illinois 31% increase in Medicaid PC spend (+ external supports) >> 

33% reduction in total spend

Presenter
Presentation Notes
Health Insurance Commissioner State of Rhode Island. Primary Care Spending in Rhode Island: Health Insurer Compliance & Initial Policy Effects: Office of the Rhode Island Health Insurance Commissioner; September, 2012



PCPCC on PC 
Investment

https://www.pcpcc.org/prim
ary-care-investment

The ABFM and Graham 
Center providing research
and standards guidance 

https://www.pcpcc.org/primary-care-investment


I’ll Drink to That
To be effective and reduce burnout, Primary Care needs 

– Reduced burden for turning clinical data into information
– Measures that Matter to us and to patients that also drive payment
– Access to social determinant and population data, and adjusted payments 

enough to help meet social needs
– Payments that support high-functioning primary care

Family Medicine for America’s Health and the ABFM are supporting a new 
IOM/NASEM consensus study to help support these and other Primary Care 
needs
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