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epression among older adults is common, a major cause of disability,
and is associated with increased mortality. The rate of major depression
in community-dwelling older adults is ~2%, although the rates are higher
among hospitalized individuals. Minor depression is more common still with
rates varying from 9.8% among seniors dwelling in the community to 14%–
25% among older adults who are hospitalized.

D

Depression is associated with costs that accrue to society, families, and
individuals by a variety of mechanisms, including lost productivity, time away
from work, costs for the treatment of depression in patients, and increased
costs for treating comorbid conditions in patients. Due to its prevalence,
burden, and associated costs, depression has become a major target
condition for health programs that wish to improve the care of older adults.
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What Are the Long-Term Clinical And Economic
Benefits For A Medical Home “On Steroids”?
By Jerry Reeves, M.D. and Brian Kapp

A

“medical homes on steroids” refers to patient-centered medical homes serving populations enrolled in valuebased benefit plans with strong incentives for participants and contracted physicians to develop and implement
shared care plans.

Interventions
Beginning July 2011 a multi-employer health benefits trust offered union members and dependents (“participants”) two
health benefit plans. Participants could enroll either into a preferred provider organization (PPO) health plan with higher
member cost sharing or a medical home benefit plan with lower member cost sharing. Adult participants enrolling in the
medical home benefit plan were required to designate a medical home physician as their source for ongoing primary
care from a subnetwork of approved medical home providers. They were also required to comply with personal care
plans developed between them and their designated medical home physician. Care plans included a recommended
schedule of visits and preventive and diagnostic services, medication refills, and required patient notifications of
medical services not ordered by the medical home physician. Participants who notified their medical home physician
could continue to see specialists of their choice. To retain the preferred cost sharing afforded by the medical home
benefit plan adult participants were required to follow their care plan throughout the plan year.
Physician contracts specified customer service standards, quality of care guidelines and total care cost targets
necessary to quality for semiannual performance bonuses. Medical homes offered rapid answers and return calls from
phone lines dedicated exclusively to the medical home benefit plan participants, same day appointments for acute care
needs, sixty-minute turnaround time from entry to exit for scheduled appointments, and customer friendly
communications.
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