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INTRODUCTION 

 

In 2016, the Tennessee General Assembly enacted the Health Care Empowerment Act, now 

codified at T.C.A. § 63-1-501 et seq. This legislation was designed to encourage the practice of 

Direct Primary Care (DPC), a trend in the practice of medicine that echoes ancient traditions while 

adapting to modern health care market dynamics. It is important to note that DPC differs from its 

close cousin, concierge medicine, in that it is designed to be an affordable, scalable model of health 

care that is accessible to large groups of people, rather than a highly tailored service for the wealthy. 

To wit, a typical DPC monthly fee is $50-60; a typical concierge practice charges several hundred 

dollars. In addition, DPC the Affordable Care Act (ACA) has deemed DPC as an acceptable option 

for receiving medical care without insurance, whereas concierge medicine has not been so anointed. 

This paper will examine the origins of DPC legislation in Tennessee; explore how it has affected 

the practice of medicine and law in this state; identify relevant issues for attorneys practicing in 

this area; and propose areas for further study.  

 

DPC offers the potential to reshape the foundations of the American healthcare system, which 

revolves around the relationship between a patient and primary care provider. A DPC 

patient/physician relationship offers an avenue to closely manage chronic and complex diseases 

such as diabetes, thereby reducing unnecessary specialty and hospital services for preventable 

complications. DPC can also reduce wasteful health care spending by redirecting the activities of 

insurance companies into covering high-acuity and high-cost health needs, and away from policing 

everyday interactions between physicians and patients. Furthermore, DPC could forestall a widely 

predicted shortage of primary care physicians by offering medical students a path into a career in 
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primary care that promises autonomy and meaningful opportunities to serve patients. Finally, DPC 

regulations have created the beginnings of a framework that could foster innovative models of 

delivering direct-pay health care services on regional scale, which could profoundly reduce health 

care costs for patients and employers. 

 

Yet DPC is not a panacea. Most DPC practices are not able to serve indigent patients without the 

involvement of another third-party payer, such as a church or community nonprofit. Furthermore, 

DPC remains a niche alternative that relies on the residual benefits of the mainstream health care 

system; this is proven out by the fact that most patients of DPC practices have “gap” insurance 

that covers traditional bills from specialists and hospitals when complex or catastrophic health 

issues arise. As such, it is unclear whether DPC can be scaled to serve large populations, and if so, 

how the DPC practices serving those patients would interact with the greater health care system 

that they have sought to insulate themselves from.  
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I. What Is Direct Primary Care? 

 

A. Historical Context 

 

A resident of Athens who had the misfortune to come down with a cold in the second century B.C. 

likely would have sought out a physician who, in the relatively new Hippocratic tradition, would 

seek to prevent disease as well as treat it.1 The relationship between patient and physician would 

have encompassed more than just the malady at hand; and from that time onward, the practice of 

medicine gradually evolved to contemplate what we now understand to be the concept of 

“wellness,” which would include factors as diverse as diet, spiritual health, and social life. 2 

Consequently, interactions in the ancient equivalents of exam rooms could be wide-ranging affairs.   

 

The relationship between physician and patient today is rather less far-reaching. Modern primary 

care providers often work under adamantine templates that strictly ration time with patients:  An 

average American primary care provider sees 30-40 patients per day, with 5 minutes allotted per 

patient. 3 The average U.S. primary care physician maintains a practice panel of about 2,300 

patients.4  

                                                        
 
1 Dorothy Porter, Health Civilization and the State: A History of Public Health from Ancient to Modern 
Times 21 (2001). 
2 John Fabre, Hip, hip, Hippocrates: Extracts from the Hippocratic Doctor, 315 The BMJ, 1669-70 
(1997). 
3 Tim Omarzu, Doctor Plans to Cut Ties with Insurance Companies, Have Subscriber-Funded Practice in 
Chattanooga, Chattanooga Times Free Press (Aug. 30, 2015), 
https://www.timesfreepress.com/news/business/ 
aroundregion/story/2015/aug/30/chattanoogdoctor-plans-cut-ties-insurance-com/322178/.  
4 Justin Altschuler, David Margolius, Thomas Bodenheimer, and Kevin Grumbach, Estimating a 
Reasonable Patient Panel Size for Primary Care Physicians with Team-Based Task Delegation, 15 
Annals of Family Med., 396–400 (2012). 
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Meanwhile, large-scale population health challenges such as obesity, diabetes, and heart disease 

continue to worsen, and national health care spending on medications, specialty procedures, and 

hospitalizations grows each year. Today, the typical experience of an average American at a yearly 

wellness exam is rushed, brief, and often unconnected to daily concerns. "It's usually, on average, 

a five-minute experience," said Danielle Mitchell, M.D., a physician who operates a DPC practice 

in Chattanooga. "There is no way you can talk about true preventative health care in five minutes."5 

 

In the last 30 years, a movement has emerged in American medicine to counter these trends. Direct 

Primary Care (DPC) has gained traction as a philosophy and business model of medical practice 

that elevates and strengthens the physician-patient relationship. A typical experience looks like 

this: A patient comes into a DPC physician’s office once or twice a year for an extended 

conversation centered around, but not restricted to, health issues. The appointment can last from 

30 minutes to an hour or more, and may cover minor medical complaints such as aches and pains 

or more serious topics such as risks for cancer or other diseases with hereditary components. As 

the patient passes the fish tank to leave the office, no money changes hands, and no insurance card 

is scanned on the copy machine: in fact, the insurance company isn’t involved at all.  

 

Rather, the patient pays a periodic fee, usually from $500 to $1200 per year, that is usually split 

into manageable monthly payments. The fee includes charges for the office visit as well as 

enhanced access to the physician, plus a limited number of extra visits throughout the year as 

needed. Lab tests may be provided in the practice at cost, to be paid in cash at the time of service. 

                                                        
 
5 Omarzu, supra.  
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Payment goes directly from the patient to the physician, hence the term Direct Primary Care. After 

each visit, the patient has access to the physician’s cell phone number or an after-hours answering 

line and is encouraged to check in periodically with health questions. 

 

For the patient, the difference in business practice may appear minimal. The difference between a 

copay at check-in under a traditional health insurance plan and a yearly retainer-type fee is not 

noticeable for the average middle-class family, and less mail is generated on the back end of every 

practice visit.  

 

For the practice, however, the difference is enormous. First, payment arrives either in advance or 

at the time of service, which streamlines budgeting and cash flow management. In the traditional 

fee-for-service world, wherein health care providers bill per discrete service rendered, health 

insurance claims often lag for months. Second, the practice does not need to employ coding or 

billing staff to file paperwork and jump through various hoops to secure payment from commercial 

insurers and other third-party payers such as Medicare. Finally, physicians, nurses, and other 

clinical providers are shielded from the myriad administrative burdens associated with insurance, 

such as identifying the proper diagnosis code from a list supplied by an insurer or checking to 

make sure certain screenings have been ordered to satisfy value-based care contracts with an 

Accountable Care Organization (ACO). 
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Freedom from these burdens leaves more time to spend with patients, so visit times can be longer, 

and patient panels can be smaller. Thus, most DPC physicians limit their patient panels to no more 

than several hundred patients.6 

 

B. Overview of DPC’s Potential Benefits  

 

DPC has demonstrated benefits beyond simply making physicians’ lives less complicated. The 

aging of the baby boom generation is a well-documented phenomenon, and as more boomers 

develop chronic conditions, they will require more intensive (and expensive) health care services. 

A DPC relationship can provide a more responsive and proactive option for older patients where 

potential problems can be spotted earlier in order to prevent hospitalizations or unnecessary 

imaging or diagnostic services.7  

 

Costs to Medicare could be reduced if beneficiaries are allowed to use Health Savings Account 

(HSA) funds to pay for DPC fees (this is not currently allowed, but efforts are underway to change 

IRS regulations to make it possible).8 In Tennessee, DPC practices are allowed to bill Medicare 

for labs and other diagnostic tests.9 This can help reduce overall costs to Medicare when a DPC 

                                                        
 
6 Caleb Alexander, Jacob Kurlander, and Matthew Wynia, Physicians in Retainer (“Concierge”) 
Practice. A National Survey of Physician, Patient, and Practice Characteristics. 20 J. Gen. Internal Med. 
1079-1083 (2005). 
7 Melinda Beck, Why Some Doctors and Patients Love Direct Primary Care, MarketWatch (March 17, 
2017),  https://www.marketwatch.com/story/why-some-doctors-and-patients-love-direct-primary-care-
2017-03-17. 
8 E.g., Primary Care Enhancement Act of 2018, H.R. 6317, 115th Cong. (2018). 
9 Tenn. Code Ann. § 63-1-503(b).  
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physician acts as an involved counselor and advocate for his or her patients’ health, which, again, 

can help prevent unnecessary medical needs.  

 

For the general population, the benefits are less apparent. Many people need no more than a yearly 

physical and the occasional diagnostic exam. However, a DPC relationship offers a forum to 

discuss not just disease prevention but physical fitness goals, dietary needs, family history and 

genetics, and other issues that a traditional fee-for-service primary care provider has little time or 

incentive to address.  

 

There is also the matter of a widely-predicted shortage in primary care providers. The Association 

of American Medical Colleges has estimated that there may be a shortage of as many as 49,000 

primary care physicians by 2030. 10  Heavy administrative burdens and low pay compared to 

specialty or subspecialty providers are frequently cited reasons why medical students choose other 

areas of practice over primary care. If more medical students could be enticed into DPC practice 

arrangements, these factors would be mitigated, potentially reestablishing primary care as an 

attractive career option.  

 

An analogous situation would be if certain elements from the Tennessee Supreme Court’s Indigent 

Representation Task Force were adopted in this state, specifically higher pay caps and simplified 

billing and payment procedures for court-appointed attorneys. Such changes, combined with 

                                                        
 
10 American Association of Medical Colleges, The Complexities of Physician Supply and Demand: 
Projections from 2016 to 2030 (2018), https://aamc-
black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fb-
ecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf. 
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changes that other groups have proposed to the public defender system, such as reduced caseloads 

and increased pay for public defenders,11 could make public defense a more attractive career 

option for young attorneys who might not otherwise be willing or able to serve in this important 

field. 

 

In both cases, the public would benefit from a valuable service. As noted above, the burden on 

PCPs will only increase as baby boomers age, and more physicians will need to enter the fray to 

bear the load. It is clear that the current fee-for-service system is not equipped to meet this public 

health challenge, and the DPC model offers one potential part of a long-term solution. 

 

Some have argued that if more primary care physicians adopted the DPC model, access to primary 

care could be restricted because DPC practices tend to care for fewer patients than traditional fee-

for-service practices.12 While it is true that smaller patient panels would necessarily require more 

physicians to care for a growing and aging American populace, the ability of DPC practices to 

more effectively address complex and chronic health conditions weighs in favor of a gradual shift 

to this model. In fact, it has been argued that DPC practices actually deliver more care to their 

patients; the difference is that the care is more appropriately tailored to the acuity of the need and 

is more likely to be proactive, thereby averting higher-cost options such as hospitalization and 

subspecialty care.13 

                                                        
 
11 Steven Hale, Buried Under Workload, Public Defender's Office Pushes Back, Nashville Scene (Feb. 2, 
2017), https://www.nashvillescene.com/news/cover-story/article/20850716/facing-an-unmanageable-
workload-the-public-defenders-office-is-now-limiting-the-cases-it-takes.  
12 Edmond Weisbart, Is Direct Primary Care the Solution to Our Health Care Crisis? 23 Family Practice 
Mgmt. 10-11 (2016). 
13 Philip Eskew, In Defense of Direct Primary Care, 23 Family Practice Mgmt. 12-14 (2016).  
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It has also been argued that DPC can allow physicians to accept healthier patients with limited 

health care needs, effectively shopping for a healthy and wealthy customer base.14 However, no 

peer-reviewed studies have validated this concern, and the low cost of most DPC arrangements is 

well within reach for most American families. As a result, most DPC laws do not place any 

restrictions on DPC practices’ ability to screen their patients. Only Colorado, Iowa, Mississippi, 

Nebraska, and Washington prohibit DPC practices from discriminating on the basis of health status 

when accepting new patients, and only Arizona and Washington prohibit DPC practices from 

setting different rates for members based on their health status.15 

 

C. Drawbacks of DPC 

 

Some early adopters of DPC have already come and gone. For example, Qliance was a DPC 

network based in Seattle that once boasted of startup funding from high-profile tech investors such 

as Jeff Bezos and Michael Dell.16 However, the organization folded in 2017 after a number of 

employer clients departed, leaving it unable to cover its debts.17 Virtually any commentary on DPC 

                                                        
 
14 Eli Adashi, Ryan Clodfelter, Paul George, Direct Primary Care: One Step Forward, Two Steps Back. 
320 Journal of the Am. Med. Ass’n 637-638 (2018). 
15 Maanasa Kona, Kevin Lucia, and Sabrina Corlette, Direct Primary Care Arrangements Raise 
Questions for State Insurance Regulators, The Commonwealth Fund (Oct. 22, 2018), 
https://www.commonwealthfund.org/blog/2018/ 
direct-primary-care-arrangements-state-insurance. 
16 Bezos, Dell and Carey Invest in Qliance, New York Times Dealbook (April 28, 2010), 
https://dealbook.nytimes.com/2010/04/28/bezos-dell-and-carey-invest-in-qliance/. 
17 Kara Carlson, Qliance closes after 10-year effort at new approach to basic medical care, Seattle Times 
(May 17, 2017), https://www.seattletimes.com/business/qliance-closes-after-10-year-effort-at-new-
approach-to-basic-medical-care/. 
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published since that time mentions Qliance as a harbinger of potential doom for the DPC 

movement.  

 

According to media sources, Qliance struggled to convince its customers, and especially the 

insurance companies it worked with as intermediaries to process claims, that the services it 

provided were worth its fees. "The bottom line is it's not for free," Qliance’s CEO, Dr. Erika Bliss, 

told one news outlet. "You can't do this for $25 [per person] per month. If we start doing it for $50 

to $100 per month then we can start doing serious primary care."18 Some commentators have 

suggested that Qliance’s failure was due to its hybrid model, in that it was not a pure DPC network 

that contracted solely with patients. Indeed, Qliance entered a Medicaid contract with the state of 

Washington in 2014, which put pressure on its revenue and cash flow. Widespread confusion and 

skepticism regarding the Affordable Care Act and how Qliance’s model fit into the new regulatory 

framework also resulted in the loss of major customer contracts. 19  Toward the end of the 

company’s life, a management buyback led to difficulty securing credit, and the organization 

closed abruptly after failing to make payroll. In sum, Qliance was not the crusader that would 

whisk DPC into the mainstream, as it was sometimes made out to be; rather, it was a complicated 

and fragile entity that folded due to a confluence of strategic errors and regulatory headwinds.  

 

                                                        
 
18 Direct Primary Care Clinics Close, Casting Doubt on the Model Itself, Kaiser Health News (June 20, 
2017), https://www.healthcarefinancenews.com/news/direct-primary-care-clinics-close-casting-doubt-
model-itself. 
19 Erika Bliss, Former Qliance CEO, Keynote Address at the Direct Primary Care Summit: Tunneling 
Through the Rock: The Qliance Experience, (July 13, 2018), 
http://www.dpcsummit.org/dam/AAFP/documents/events/dpc 
/TunnelingRock.pdf. 
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Speaking more broadly, DPC is not designed to address certain health disparities, particularly the 

needs of indigent patients or Americans living below the poverty line. The basic premise of the 

model presumes disposable income as well as a certain level of health literacy and familiarity with 

the health care system. While some DPC practices accept Medicare patients (and, in rarer cases, 

Medicaid patients), most practices adhere to a pure DPC model wherein they “opt out” of 

government health care programs altogether in order to avoid administrative hassles and focus 

their efforts on patient care.  

  

There is also the issue of physician compensation. Generally speaking, compensation for primary 

care physicians, while low compared to many specialties, is rising. Average starting salaries for 

internal medicine physicians overall have increased by approximately 20% since 2014;20 average 

salaries for primary care physicians rose 13% year-over-year from 2015 to 2016.21 As for DPC 

provider salaries, there is a dearth of reliable data on compensation. On the one hand, there is 

anecdotal evidence that some DPC providers earn lower compensation relative to traditional 

practice arrangements.22 On the other, active job listings for DPC providers, of which there are 

admittedly few, advertise compensation in line with the national average for primary care and 

internal medicine physicians.23  

                                                        
 
20 Internal Medicine Recruiting Trends and Recommendations, Merritt Hawkins (2018), 
https://www.merritthawkins.com/uploadedFiles/MerrittHawkins_InternalMedicine_Whitepaper_2018.pdf
. 
21 Michael Leff, Family Physician Salaries Continue to Rise at Rapid Clip, American Academy of Family 
Physicians News (June 27, 2016), https://www.aafp.org/news/practice-professional-issues/20160617 
salarysurvey.html?cmpid=em_55832280_L1. 
22 The Rise of Direct Primary Care, Medical Economics (April 10, 2016), 
https://www.medicaleconomics.com/medical-economics-blog/rise-direct-primary-care. 
23 Career Opportunities, Direct Primary Care Frontier, https://www.dpcfrontier.com/career-opportunities 
(last visited April 2, 2019). 
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II. Legislative Support for DPC: Context and Components 

 

A. Overview of the DPC Legislative Landscape  

 

From a regulatory perspective, the chief hurdle to any practice seeking to operate under a DPC 

model in any state is that state’s insurance commission. Insurance coverage has come to dominate 

almost all aspects of the business of medicine in our society, and legislatures have realized that in 

order to clear the way for providers to offer medical services in these types of arrangements, certain 

regulatory bodies and potential sources of liability must be held at bay. This is why 25 states have 

enacted legislation specifically excluding DPC practices from the purview of state insurance 

commission.24 In five more states, insurance commissions have issued official guidance exempting 

DPC practices from insurance regulation.25 

 

                                                        
 
24 Direct Primary Care Laws and Pilots, Direct Primary Care Frontier, https://www.dpcfrontier.com/states 
(last visited April 10, 2019). 
25 Ibid. 

https://www.dpcfrontier.com/states
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B. DPC in Tennessee: Origins and Current Regulations  

 

In Tennessee, the Health Care Empowerment Act of 2016, now codified at T.C.A. § 63-1-501 et 

seq., specifically exempts DPC practices from insurance regulations, and further states that DPC 

practices may provide services to patients who are enrolled in insurance plans, including TennCare 

and Medicare.  This statute was born as 2015 HB 2323 and 2015 SB 2443. When the legislation 

took effect on July 1, 2016, Tennessee became the 17th state to enact DPC legislation;26 West 

Virginia was the first with a pilot program, in 2006.27 The original sponsor of these bills was 

Tennessee Representative Sabi “Doc” Kumar, M.D., FACS. The legislation was supported by the 

Tennessee Academy of Family Physicians, the Beacon Center of Tennessee, and other 

organizations. The Beacon Center prepared an extensive dossier of materials in support of the 

legislation.28  

 

At a national level, the American Medical Association (AMA) has supported the freedom of 

physicians to operate what it calls “retainer practices,” a category of practices that includes DPC. 

The AMA has published a medical ethics opinion for physicians who desire to enter into DPC-

style contracts with patients.29 In Tennessee, the Tennessee Medical Association has noted that 

“for doctors, [DPC] has the potential to decrease office overhead and administrative hassles from 

health insurance plans, freeing up more time to spend directly with patients, time that is 

                                                        
 
26 Tennessee, Direct Primary Care Frontier, https://www.dpcfrontier.com/tennessee/ (last visited April 10, 
2019). 
27 Direct Primary Care Laws and Pilots, supra. 
28 A Comprehensive Package to Reforming Healthcare, The Beacon Center of Tennessee (Nov. 2015), 
http://www.beacontn.org/wp-content/uploads/2015/11/Healthcare_2015_WEB.pdf. 
29 AMA Code of Medical Ethics, Op. 11.2.5, Retainer Practices (2016) https://www.ama-
assn.org/delivering-care/retainer-practices. 

https://www.dpcfrontier.com/tennessee/
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increasingly in demand. For patients who may not feel traditional insurance coverage best meets 

their needs, it offers another choice for access to primary care.”30 

 

DPC laws have often been motivated by a legislative desire to reassure cautious physicians and 

lower legal barriers to entering the DPC field.31 In Tennessee’s case, the motivation also included 

a desire to encourage meaningful choices for families in a healthcare market dominated by third-

party payment arrangements.   

 

“There really is a need for a structure of individual responsibility by patients and families for their 

healthcare,” said Dr. Kumar. “This [law] allows citizens to plan and evaluate [paid] options for 

their healthcare.” 32 

 

Tennessee’s DPC legislation includes several key components:  

 

1. Exemption of DPC Practices from State Insurance Regulations  

 

Like other states, Tennessee has created a “safe harbor” that shields DPC physicians and practices 

from insurance commission regulation.33 This protection is often included in DPC legislation 

because several DPC practices in North Carolina, Washington, and West Virginia faced insurance 

                                                        
 
30 Lee Zimmerman, Direct Medical Care Reinforces Relationship Between Doctor, Patients, Blount 
County Daily Times (Sept. 8, 2017), https://www.thedailytimes.com/business/direct-medical-care-
reinforces-relationship-between-doctor-patients/article_b14842f7-be81-5705-9cc2-b633de671d65.html. 
31 Philip Eskew, Direct Primary Care Bus. of Ins. & State Law Considerations, 37 J. Legal Med. 145, 150 
(2017). 
32 E-mail from Rep. Sabi Kumar to Will Ayers (Aug. 20, 2018) (on file with author).  
33 Tenn. Code Ann. § 63-1-503(d). 
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commission inquiries in the early stages of the movement’s growth.34 The chief aim of these 

inquiries was to guard against the unauthorized sale of insurance. In Tennessee, health insurance 

has been defined as “benefits consisting of medical care, provided directly, through insurance or 

reimbursement, or otherwise and including items and services paid for as medical care, under any 

policy, certificate or agreement offered by a health insurance entity.”35 

 

Large swathes of the Tennessee Code are dedicated to health insurance, not to mention federal 

laws and regulations. Because the core of DPC practice is a direct physician-patient relationship, 

DPC laws shield these practices from insurance regulation in order to reduce administrative 

burdens and enable the expanded clinical relationships that physicians and patients seek.  

 

2. Prescriptions for Contracting: Promoting Transparency and Fair Dealing  

 

Tennessee DPC physicians are required to include the following disclosures and statements in their 

contracts with patients: 

a. The DPC agreement must describe the scope of service covered by a periodic fee. 

b. The DPC agreement does not constitute health insurance. 

c. An uninsured patient may be subject to tax penalties under the Affordable Care Act 

(ACA) for failing to obtain insurance. 

d. Patients who are on ACA-compliant health plans already have coverage for free 

preventive care (implying that paying for DPC may be duplicative). 

                                                        
 
34 Eskew, supra. 
35 Tenn. Code Ann. § 56-7-109. 
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e. DPC service charges may not count towards the patient's health insurance deductibles 

and maximum out-of-pocket expenses. 

f. Each patient should consult with his or her health insurance plan before signing a DPC 

agreement and receiving care. 

g. A DPC physician who breaches the agreement may be liable for damages and may be 

subject to discipline by an appropriate licensing board.36 

 

These requirements are intended to protect the patient and physician from confusion or 

miscommunication about precisely what is covered in a DPC patient agreement. Many potential 

DPC patients have no experience with anything other than an insurance-based relationship with 

medical providers; thus, these requirements set the terms of the relationship clearly and articulate 

the difference between what many Americans are used to and what DPC providers are offering.  

 

3. Billing Requirements: Periodic Fees and Other Provisions  

 

Generally speaking, DPC practices must charge a periodic fee; must not bill any third parties on a 

fee for service basis; and must limit the amount of any per-visit charge to less than the monthly 

equivalent of the periodic fee. Tennessee’s DPC law requires that the patient contract specify a fee 

over an agreed period, provided that the patient is not required to pay for more than 12 months of 

service at one time.37 Tennessee DPC practices may arrange payment plans for their patients to 

pay for services on a monthly, quarterly, or yearly basis. 

                                                        
 
36 Tenn. Code Ann. § 63-1-502(e). 
37 Tenn. Code Ann. § 63-1-502(g). 
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Physicians tend to support periodic fees as components of DPC laws because they more accurately 

represent the value a physician delivers to a patient through services that include more than face-

to-face visit time.38 In traditional fee-for-service medicine, administrative tasks such as scheduling, 

correspondence, and billing are not compensated, and so rates for services are often inflated 

accordingly. In a DPC practice, the periodic fee structure ensures that the patient pays for the full 

scope of care, including enhanced access to care and extended practice visits.  

 

Some physicians have described this fee model as being akin to a gym membership, where a 

monthly fee grants the patient access to a basic level of services, and additional services are offered 

for enhanced fees (but not more than the monthly fee). For example, a DPC practice may offer a 

primary care service agreement for $600 per year, or $50 per month. In Tennessee, if a patient 

needs additional services outside of what is covered in the patient agreement, the DPC physician 

cannot bill more than $50 per visit for those services.39  

 

Most DPC practices offer a basic service agreement for between $500-$1000 per year. In this way, 

they differ from “concierge medicine” providers, who charge much more to affluent customers 

who seek instant access, comprehensive service, and an executive level of customer 

experience.40,41  

                                                        
 
38 Direct Primary Care FAQ, American Academy of Family Physicians, https://www.aafp.org/practice-
management/payment/dpc/faq.html (last visited April 10, 2019). 
39 Tenn. Code Ann. § 63-1-502(c). 
40 Michael Stillman, Concierge Medicine: A “Regular” Physician's Perspective. 152 Annals of Internal 
Med. 391-2 (2010). 
41 Beck, Why Some Doctors and Patients Love Direct Primary Care, supra. 
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Philip Eskew, an attorney and physician who has written extensively on DPC, has proposed a non-

exhaustive list of billing practices that DPC practices can adopt to comport with state laws and 

insurance regulations:  

 

(1) Limit the number of patients in the practice’s panel;  

(2) Clearly define the scope of practice; 

(3) Include contractual and marketing disclosures that the DPC practice is not insurance;  

(4) Recommend that patients purchase comprehensive insurance coverage; 

(5) Permit patients to terminate the DPC arrangement at any time with a prorated refund; 

(6) Hold any funds paid more than one month in advance in a separate escrow account and 

do not accept payments until the patient is “accepted” into the practice (usually at the first 

in-person visit);  

(7) Require that all patients visit the practice at least annually; 

(8) Require that each patient sign a contract with the practice (even if an employer is paying 

the periodic fee on behalf of the patient); 

(9) List a contractual cap on the number of office visits and/or charging a per-visit fee (in 

addition to the periodic fee); and 

(10) Bill the patient at the end of the service period rather than the beginning.42 

 

 

 

                                                        
 
42 Eskew, supra. 
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4. DPC as a covered benefit for Tennessee state employees 

 

On February 5, 2019, SB 0696/HB 0894 was filed, which would require the Tennessee Department 

of Finance and Administration (F&A) to investigate adding DPC as a covered benefit under one 

or more of the health insurance plans offered to state employees. The bill has been wending its 

way through various House and Senate Committees as of April 2019.43 Its future is unclear, but 

other states such as Missouri are investigating DPC as a covered benefit to their health plan 

options.44 

 

C. Comparison with Similar Statutes in Other States  

 

Tennessee’s DPC law is substantially similar to Oklahoma’s.45 Like DPC laws in many other states, 

it includes a comprehensive definition of DPC, prescriptions for contracting and billing, safe 

harbor from insurance regulations, and permission for DPC providers to provide services to 

Medicare beneficiaries. Interviews with physicians and attorneys indicate that there are no 

remaining substantial legal or regulatory barriers to DPC practice in Tennessee.46  

 

                                                        
 
43 Tenn. H.B. 0894, 111th Gen. Assemb. (2019). 
44 Mo. H.B. 233, 100th Gen. Assemb. (2018). 
45 Eskew, supra. 
46 Interviews with Luanne Leeds, Eric Potter, and Sabi Kumar, supra. 
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By way of contrast, Oregon has one of the country’s most restrictive DPC laws. Oregon was the 

third state to pass a DPC law, and its version contains several restrictions not present in any other 

state’s DPC law:  

 

• The law does not offer DPC practices a clear safe harbor from insurance regulations. 

• The law explicitly grants the Oregon Department of Insurance to investigate and subpoena 

DPC practices. 

• The law reserves broad authority to adopt new rules. 

• DPC practices are required to obtain a separate license and registration. 

• The law does not distinguish between direct primary care and concierge practices. 47,48 

 

Montana, Illinois, South Carolina, Maryland, and Massachusetts have not passed DPC laws, but 

in each state, the insurance commissioner has issued guidance that DPC practices are not in the 

business of insurance. The other 24 states that have passed some form of DPC legislation are 

Alabama, Arizona, Arkansas, Colorado, Florida, Idaho, Indiana, Iowa, Kansas, Kentucky, 

Louisiana, Maine, Michigan, Mississippi, Missouri, Nebraska, Oklahoma, Oregon, Texas, Utah, 

Virginia, Washington, West Virginia, and Wyoming.49  

 

D. Current Status of DPC in Tennessee 

 

                                                        
 
47 Oregon, Direct Primary Care Frontier, https://www.dpcfrontier.com/oregon/ (last visited April 10, 
2019). 
48 ORS § 735.500 and ORS § 735.510. 
49 Mapper, Direct Primary Care Frontier, https://www.dpcfrontier.com/mapper/ (last visited April 15, 
2019). 
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There are at least 32 DPC clinics operating in Tennessee or serving Tennessee residents from 

locations close to the state’s borders, according to DPC Frontier, a DPC consulting and advocacy 

organization.50 Most clinics are concentrated around the state’s largest metropolitan areas, with a 

handful of outliers in more rural areas such as Pulaski and Jackson. The number of clinics relative 

to the state’s size and population is comparable to that of most of the eight states bordering 

Tennessee save for North Carolina, which has significantly more DPC practices, especially in the 

Raleigh-Durham metropolitan area. Notable hot spots for DPC across the country include the Front 

Range of Colorado, the Salt Lake City, Utah metro area, the Chicago-Milwaukee corridor, the 

Washington, D.C.-New York City corridor, and most of the Florida peninsula.  

 

E. Physician and Attorney Perspectives on DPC in Tennessee  

 

For physicians, DPC offers a way to operate in a primary care setting without the pressures of 

dealing with insurance companies and other third-party payers. Patient visits can last longer and 

cover more than acute health complaints. “It’s not just about you’re getting your sniffles taken care 

of,” said Eric Potter, M.D., who practices at Sanctuary Functional Medicine, a DPC practice in 

Franklin, Tennessee. “It’s about optimizing health so people can feel better and healthier. This 

aspect of overall health and wellness is where DPC and personalized medicine are going.”51 

 

Many DPC practices approach contracting with their patients as an opportunity to demonstrate the 

difference in the scope of services they provide. “We try to engage with patients on a very 

                                                        
 
50 Ibid. 
51 Telephone interview with Eric Potter, Physician, Sanctuary Functional Medicine (Sept. 8, 2018). 
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transparent basis so they understand exactly what they are getting from us for what they are paying,” 

said Dr. Potter. “The patient does have to take more responsibility for understanding what’s going 

on, so we have to do a little more education for patients to help them understand what their 

responsibilities are.”52 

 

Luanne Leeds, an attorney in Topeka, Kansas, has worked with more than 160 DPC clinics. “I 

love doing this,” she said. “It just works. We need more attorneys who understand how to help set 

up these kinds of practices.”53 Leeds stated that Tennessee’s DPC law has created a favorable 

environment for DPC practices to flourish, but warned that vigilance is required to prevent 

regulatory creep or legislative modifications that follow the restrictive model used in Oregon.  

 

At the federal level, Leeds said current efforts such as the Primary Care Enhancement Act may 

allow DPC doctors to privately contract with Medicare beneficiaries without opting out of 

Medicare altogether, as is now required by Medicare regulations and False Claims Act laws.54 

Currently, if DPC providers want to provide services to Medicare beneficiaries, they must opt out 

of Medicare and mostly forego opportunities to “moonlight,” or otherwise render services to 

Medicare beneficiaries that are included on Medicare’s lists of covered services.55  

 

 

                                                        
 
52 Ibid. 
53 Telephone interview with Luanne Leeds, Owner, Leeds Law (Oct. 5, 2018). 
54 Opting Out of Medicare: A Guide for Physicians, Association of American Physicians and Surgeons, 
http://aapsonline.org/opting-out-of-medicare-a-guide-for-physicians (last visited April 11, 2019). 
55 Opted-Out Moonlighting, Direct Primary Care Frontier, https://www.dpcfrontier.com/opted-out-
moonlighting/ (last visited April 11, 2019). 
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III. Practice Considerations 

 

Attorneys who wish to advise clinicians and organizations operating in DPC arrangements in 

Tennessee should carefully consider the following topics.  

 

A. Health Care Liability 

 

From a health care liability perspective, there is no enhanced duty of care for DPC physicians; 

there is no evidence that the legislature intended to modify Tennessee health care liability statutes 

with the DPC statute. Of note, many medical malpractice insurers offer discounted rates for DPC 

providers, 56  and the medical literature indicates that DPC (as well as concierge medicine) 

providers are significantly less likely to face malpractice claims or regulatory complaints than their 

fee-for-service counterparts. 57  For example, Washington’s insurance commissioner issues an 

annual report to that state’s legislature that includes a section for the purpose of cataloguing 

complaints to the commission related to DPC practices. The report has catalogued no complaints 

since DPC legislation was passed there in 2007.58 

                                                        
 
56 Press Release, Concierge Medicine Today, 10+ Year Analysis of Concierge Medicine Malpractice 
Cases Show that Physicians Can Receive Steep Discounts from Liability Carriers Across U.S (Jan. 7, 
2015) https://directprimarycare.com/national-10-year-analysis-of-concierge-medicine-malpractice-cases-
show-that-physicians-can-receive-steep-discounts-from-liability-carriers-across-u-s-plus-infographic/. 
57 Eskew, In Defense of Direct Primary Care, supra. 
58 Mike Kreidler, Wash. Ins. Comm’r, Direct practices in Washington state: Annual report to the 
Legislature (Dec. 1, 2017) https://www.insurance.wa.gov/sites/default/files/2017-11/2017-direct-practice-
report.pdf. 
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B. Contracting 

 

The patient-physician contract is the foundation for the DPC physician-patient relationship as well 

as a potential source of conflict and should be drafted carefully. Any DPC patient agreement should 

follow the statutory guidelines outlined above. Many DPC practices attach a schedule of covered 

services as well as a non-exhaustive schedule of non-covered services to the patient agreement. It 

may also be wise to conspicuously state that the contract is a periodic fee agreement and not a fee-

for-service or insurance agreement. 

 

“The patient agreement is everything because the relationship is interpreted through that,” advised 

Leeds, the Kansas attorney. “Not just in terms of legal ramifications, but also the relationship 

between the patient and the physician. The important thing is to put specifically the things that are 

covered: patient visits, which vaccines, how many times.”59 

 

It is also important for DPC practices to define the scope of access to care. One of the primary 

benefits of a DPC relationship is enhanced access to the physician, but DPC practices should not 

create the impression of unlimited access. This is particularly important because many DPC 

practices are small. When the primary provider is out of town for vacation, continuing medical 

education, or other reasons, the practice’s patient agreement should specify what the fallback 

options are for patients: Should the patient seek care at a designated walk-in clinic? Will another 

provider be filling in? Will the physician be available for telemedicine or video calls?   

                                                        
 
59 Telephone Interview with Luanne Leeds, supra. 
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In the normal course of business, DPC practices must also establish clear guidelines for emergent, 

specialty, and acute care needs: is there a particular walk-in clinic or hospital that offers favorable 

rates for patients of the DPC practice? What should the patient do if he or she needs care out of 

town or out of state? For these reasons, many DPC practices advise patients to buy a “wraparound” 

insurance policy that covers care out of state as well as hospital and specialty services. The patient 

agreement should contain such a statement in a conspicuous place. 

 

C. Federal Tax Considerations  

 

The IRS considers DPC practices to be “health plans,” and therefore periodic fees are currently 

not deductible as a qualified health expense for health savings accounts (HSAs).60  Efforts are 

underway to change these regulations, most recently in the form of the Primary Care Enhancement 

Act, H.R. 6317, which has been approved by the Ways and Means Committee of the United States 

House of Representatives. A full House vote has yet to be scheduled.61 

 

Despite language in the ACA as well as many state DPC statutes stating that DPC is not insurance, 

the IRS has taken the position that a DPC relationship is in fact “gap” insurance.62 The Primary 

Care Enhancement Act aims to address that difference in interpretation and also seeks to establish 

                                                        
 
60 Letter from John A. Koskinen, Internal Revenue Serv. Comm’r, to Sen. Patty Murray (June 30, 2014), 
http://media.wix.com/ugd/677d54_a5749b970c184035a3bcf5c4a2064526.pdf. 
61 Primary Care Enhancement Act of 2018, supra. 
62 Ibid. 
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that a DPC relationship is not insurance for the purposes contemplated in the federal tax code and 

the ACA.  

D. Medicare Considerations 

 

As the baby boomer generation ages into Medicare, DPC physicians are confronted with a 

quandary: their largest pool of potential patients is entangled with a byzantine federal regulatory 

system that was not designed to interact with a streamlined practice billing model. In fact, many 

Medicare provisions are designed to discourage beneficiaries to seek care from a DPC provider or 

other health care arrangements that are not expressly compatible with the Medicare ecosystem. 

 

Thus, many DPC providers have chosen to opt out of Medicare altogether.63 This does not mean 

that they can’t see Medicare beneficiaries, however: Medicare regulations and False Claims Act 

laws allow Medicare beneficiaries to contract privately with DPC practices as long as the DPC 

practice has opted out of Medicare. The chief concern is double-pilling for primary care and 

preventive services, and as long as the DPC practice has clearly opted out of Medicare, that concern 

is obviated.  

 

Phillip Eskew has offered five action items for practices who wish to opt out of Medicare: 

1) Notify patients that the practice is opting out of Medicare; 

2) File an opt-out affidavit with each Medicare carrier that has jurisdiction over the practice’s 

claims; 

                                                        
 
63 Daniel Shay, Opting Out of Medicare: How to Get Out and Stay Out, 24 Family Practice Mgmt. 17-20 
(2017) https://www.aafp.org/fpm/2017/1100/p17.html. 
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3) Draft a separate private membership contract for each Medicare covered patient (in addition to 

the standard DPC patient contract); 

4) If the practice has been excluded from Medicare, the practice must disclose this to patients; and 

5) Renew the practice’s opt-out affidavit every two years (no longer needed for opt-outs submitted 

after June 17, 2015).64 

 

It is possible for DPC practices to contract with Medicare beneficiaries without opting out of 

Medicare, but, as ancient maps used to warn, here there be dragons. The DPC practice must ensure 

that all periodic fees are for “non-covered services” according to Medicare’s schedule of 

services, 65  which changes frequently. Billing for any of the services on Medicare’s covered 

services lists could trigger a fraud investigation.66 Generally speaking, the risk is not worth the 

reward, particularly since Tennessee’s statute expressly provides a safe harbor for DPC practices 

who have opted out of Medicare to privately contract with Medicare beneficiaries and even bill 

Medicare for other services: 

(a) Nothing in state law shall be construed as prohibiting a patient or a legal representative 
of a patient from seeking care outside of an insurance plan, or outside of the TennCare or 
Medicare program, and paying for such care. 
 
(b) Nothing in the law of this state shall be construed as prohibiting a physician, other 
medical professional licensed under this title, or a healthcare facility, licensed under title 
33 or 68, from accepting payment for services or medical products outside of an insurance 
plan. Nothing in the law of this state shall prohibit a physician, other medical 
professional, or a medical facility from accepting payment for services or medical 
products provided to a TennCare or Medicare beneficiary. 

                                                        
 
64 Opting Out of Medicare, Direct Primary Care Frontier, https://www.dpcfrontier.com/opting-out-of-
medicare/ (last visited April 12, 2019). 
65 See generally Your Medicare Coverage, Medicare.gov, https://www.medicare.gov/coverage (last 
visited April 11, 2019). 
66 Cf.  Office of the Inspector General Alert, OIG Alerts Physicians About Added Charges for Covered 
Services, (March 31, 2004) https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/downloads/SE0421.pdf. 
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(c) A patient or legal representative shall not forfeit insurance benefits, TennCare benefits, 
or Medicare benefits by purchasing medical services or medical products outside the 
system. 
 
(d) The offer and provision of medical services or medical products purchased and 
provided under this part shall not be deemed an offer of insurance nor regulated by the 
insurance laws of the state.67 

 

IV.  Topics for Further Study 

 

While DPC may be able to improve physician shortages, manage chronic disease, reduce 

emergency room overuse, and address other pressing medical issues, it only covers what is 

arguably the least costly piece of the American healthcare puzzle. Most Americans will require 

emergency room care, surgery, hospitalization, advanced imaging, physical therapy, or other 

specialized medical services at some point in life, and while DPC may reduce the need for certain 

services, it is not a catch-all solution. The most common workaround for this problem is a high-

deductible health plan designed to cover major medical expenses. Yet these types of health plans 

are not feasible for the tens of millions of Americans who lack the savings to pay a high health 

insurance deductible. Indeed, in 2017, roughly 40% of American adults could not come up with 

$400 to pay for an emergency expense, according to the Federal Reserve.68 

 

A. DPC Network Option 

 

                                                        
 
67 Tenn. Code Ann. § 63-1-503 (emphasis added). 
68Board of Governors of the Federal Reserve System, Report on the Economic Well-Being of U.S. 
Households in 2017 (May 2018). 
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Networks of DPC primary care practices exist, such as Nextera, an organization based in Colorado 

that operates clinics in that state as well as Florida, Nebraska, and the Washington, D.C. metro.69 

Yet to date, no one has created a true direct-to-consumer health network that encompasses primary 

care providers, specialists, hospitals, and other services such as imaging and labs. For the 

foreseeable future, the cost of such an endeavor would likely be prohibitive for all but the 

wealthiest Americans, and such a solution would not offer any value versus a traditional health 

insurance plan. 

 

The economic equation may change, however, in a direct-to-employer model. A number of 

networks are already pursuing an employer-focused value-based care approach in Tennessee, most 

notably Ascension Care Management and the Vanderbilt Health Affiliated Network (VHAN). 

These networks offer a slate of primary care, specialty care, and hospital services to employers in 

exchange for a care management fee as well as a portion of any health care savings generated by 

clinical programs and care coordination. The ideal outcome is reduced (or at least slower-rising) 

health care costs for employers coupled with more efficient use of health care resources.  

 

These kinds of value-based care relationships are entwined with third-party payers such as 

Medicare or commercial health insurers. The typical scenario involves a network contracting with 

a payer for financial incentives tied to quality and cost metrics. For example, if a network’s 

providers succeed in ensuring that 80% or more of their patients who are covered by the payer’s 

health plans receive colon cancer screenings in a certain year, the network is eligible for a shared 

savings bonus from the payer. That bonus may grow at certain milestones, such as 90% or 95% of 

                                                        
 
69 Nextera Healthcare, https://nexterahealthcare.com/locations/ (last visited April 11, 2019). 
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patients screened. The logic behind these arrangements is that if patients receive certain preventive 

screenings and services, they are less likely to incur large costs for catastrophic care such as 

emergency room visits or hospitalizations. 

 

Such contracts load providers and practices with administrative burdens. Just as fee-for-service 

providers must rely on coding and billing specialists to do business with insurance companies, 

value-based networks must expend resources to coordinate contracts with multiple payers and 

meet their quality and cost obligations. A great deal of time and energy is spent on contracting and 

analyzing claims data from payers; this is energy that could otherwise be directed toward 

improving patient care.  

 

Value-based networks could conceivably design a DPC-style product wherein an employer pays a 

periodic fee for each of its employees directly to the network. The foundation of the product would 

be a DPC relationship that would require each employee to enter a contract with a DPC practice. 

The DPC practice would be responsible for keeping the employees as healthy as possible through 

the traditional, hands-on style of medicine they tend to practice. This in turn would reduce the need 

for specialty and emergent services. This model has been deployed in other states, most notably in 

Texas and the Northeast by Healthcare2U.70 

 

When the need for such services arose, however, the DPC physician would refer the patient to the 

appropriate access point within the network, which would be covered by the overall periodic fee. 

                                                        
 
70 Services, Healthcare2U, https://healthc2u.com/medical-services/ (last visited April 15, 2019). 

https://healthc2u.com/medical-services/
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This fee would necessarily be much higher than the typical $50-$75 monthly fee charged by most 

DPC practices. However, the status quo certainly leaves plenty of room for opportunity; the 

average cost to the average American employer for family health coverage per employee was 

$19,616 in 2018, and the average employee was responsible for $5547 of that amount.71 

 

The network’s hospitals and specialists would bill for their services on a cost-plus basis rather than 

the infamously inflated “chargemaster” rates that are offered to insurers. The network would still 

need to administer claims and track spending against each employer’s aggregate periodic fees, 

which would cause it to walk and talk very much like an insurance company. 

 

Thus, a value-based network DPC model would require a revision of the law in Tennessee because 

the DPC statute’s scope is limited to primary care providers. 72 Other states, such as Utah,73 

Michigan, 74  Arkansas, 75  Idaho, 76  Kansas, 77  Missouri, 78  and Wyoming, 79  did not set such a 

limitation in their DPC laws and therefore offer a more favorable climate for experimentation in 

this space; presumably a network attempting a DPC model would not be considered an insurer in 

those states and would therefore not be subject to insurance commission regulation. But even with 

a change in the law, it would be important to find other ways to distinguish this model from 

                                                        
 
71 Kaiser Family Foundation, 2018 Employer Health Benefits Survey (2018) https://www.kff.org/health-
costs/report/2018-employer-health-benefits-survey/. 
72 Tenn. Code Ann. § 63-1-502. 
73 Utah Code Ann. § 31A-4-106.5 (2012). 
74 Mich. Comp. Laws § 500.129 (2015). 
75 Ark. Code Ann. §§ 23-60-104 to 23-76-103 (2015). 
76 Idaho Code Ann. §§ 39-9201 to 9208 (West 2015). 
77 Kan. Stat. Ann. § 65-4978 (2015). 
78 Mo. Rev. Stat. § 376.1800 (2015). 
79 Wyo. Stat. Ann. §§ 26-1-104(a)(vi), 26-22-301(c) (2016). 
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insurance in order to avoid regulation by the insurance commissioner. The key difference would 

be that the periodic fee would be paid upfront, and a percentage of the unused portion returned, so 

that the payment structure is not like a premium but rather like an entrustment or capitation.  

 

This raises the question of how a DPC-powered network would be different from a Health 

Maintenance Organization (HMO). In this kind of arrangement, the parent HMO organization is 

paid a fixed fee (often as part of a capitated contract) to manage the health care of a patient 

population. The HMO contracts with a select group of providers and facilities to offer those 

services to the patients it is responsible for. These provider contracts allow an HMO to offer lower 

premiums than other types of health insurance plans while offering a high standard of care from 

its limited network. 

 

From the patient’s perspective, there would be little difference; in both cases, the patient would be 

limited to choosing providers and services offered within the network. The key difference from 

the network’s point of view is that the providers who run the network, rather than the third-party 

HMO administration, would make decisions about contracting rates and other aspects of network 

business. In this way, the network would be more directly invested in the health and wellness of 

its patients, and the administrative burdens would be lighter, which could theoretically reduce 

economic waste.  

 

B. Weighing the Benefits of a DPC Network Approach 
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From the patient’s perspective in terms of health and well-being, this option would involve benefits 

and drawbacks. The benefits would be those traditionally associated with DPC: enhanced access 

to care, a more holistic physician/patient relationship, better coordination of care for chronic 

diseases, and a stronger sense of ownership of one’s health. The primary drawback would be 

reduced choice of providers and facilities in what would essentially be a closed network: any 

provider or facility not in the DPC network would be paid fully out-of-pocket.  

 

Many patients might be willing to make such a bargain but for the issue of travel and dependents. 

Most employee health plans today have a backup national network component that covers care 

across the U.S. at a lower benefit level than the preferred network. Employees who travel 

frequently for business and employees with children in college rely on this expanded coverage; 

these populations would likely look askance at a closed network. Thus, an employer who chose a 

DPC network to handle the majority of its care needs would likely be unable to completely cut off 

relationships with insurance companies, as a national backstop insurance option would still be 

required.  

 

Still, most Americans receive health care close to where they live and work. A DPC network, 

properly built out with the appropriate access points, could offer a more personalized patient 

experience at a substantially reduced cost to both the employer and employee compared to the 

status quo.  

 

This of course does not address the unemployed and underemployed who lack employer-sponsored 

health insurance. It could still be possible to offer a direct-to-consumer model with an even more 
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restricted template of care options to compensate for the risks of potentially unrecoverable high 

costs from individual consumers, but the economic calculus is much less certain.  

C. Likely Future Developments 

 

These considerations are largely market-based and will have to be tested by health care 

organizations willing to accept the risks of a reimagined health care system. The risks are 

substantial: health insurance companies wield enormous influence with health care providers of 

all sizes, and they would not react favorably to being forced out of their dominant perch. Thus, it 

is unlikely that a DPC network model could be legislated into existence; the prospect of the status 

quo in dealing with insurance companies will need to become painful enough to catalyze drastic 

change before Tennessee sees this kind of action from health care networks.  

 

Of note, the Centers for Medicare and Medicaid Services (CMS) issued a request for information 

in 2018 that indicated it was investigating DPC as a potential candidate for a Medicare pilot 

program.80 CMS stated that it was considering a model wherein DPC practices would receive a 

retainer fee from Medicare in exchange for a commitment to manage the health of Medicare 

beneficiaries over the course of a defined contract period. Practices that meet as-yet-undefined 

performance targets would be eligible for financial bonuses. The stated goals are to reduce 

spending while increasing quality, though it is not clear how that would be measured. In light of 

many DPC practices’ aversion to Medicare, this program, if launched, would make for an 

interesting experiment. CMS would likely need to offer assurances of lenient reporting 

                                                        
 
80 Center for Medicare and Medicaid Innovation, Request for Information on Direct Provider Contracting 
Models, https://innovation.cms.gov/files/x/dpc-rfi.pdf (last visited April 12, 2019). 
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requirements in order to assuage fears of the administrative burdens that many Medicare programs 

are known for. As of April 2019, the program has yet to take flight.  

V.  Conclusion 

 

The technological and economic advances of the past 200 years make it impossible for us to return 

to the simpler benefits of the Hippocratic tradition, but it is still possible to bend the focus of our 

health care system back to the physician-patient relationship. Indeed, it is necessary: the current 

system is delivering poor health outcomes and rising costs. From 2012 to 2018, the average 

employer-sponsored family health plan premium has increased by 25%, compared to wage growth 

of just 14%.81 This occurs as the rate of diabetes in adult Tennesseans has more than doubled from 

1994-2015.82 

 

These trends are not sustainable, and one of the primary contributing factors is a lack of 

communication and engagement between providers and patients. DPC offers the potential to 

address these issues, and as such, it merits deeper study and application in the marketplace. 

 

 

                                                        
 
81 Kaiser Family Foundation, 2018 Employer Health Benefits Survey, supra. 
82 Diabetes Atlas, Centers for Disease Control and Prevention, 
https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html (last visited April 12, 2019). 


