
*KETEK® is indicated for 5-day treatment of acute bacterial exacerbation
of chronic bronchitis (AECB) due to Streptococcus pneumoniae,
Haemophilus influenzae, or Moraxella catarrhalis.

Acute bacterial sinusitis (ABS) due to S pneumoniae, H influenzae,
M catarrhalis, and Staphylococcus aureus.

7- to 10-day treatment of mild to moderate community-acquired
pneumonia (CAP) due to S pneumoniae, multi-drug resistant 
S pneumoniae, H influenzae, M catarrhalis, Chlamydophila 
pneumoniae, or Mycoplasma pneumoniae.

Important Safety Information:

KETEK® is contraindicated in patients taking cisapride or pimozide 
and in patients with a history of hypersensitivity to telithromycin or 
any macrolide antibiotic. Exacerbations of myasthenia gravis have 
been reported in patients with myasthenia gravis treated with 
KETEK®. KETEK® is not recommended in patients with myasthenia

© 2006 sanofi-aventis U.S. LLC
02/06  USA.TEL.06.02.03  Printed in USA 

80 Practice Trends FA M I LY P R A C T I C E N E W S •  M a r ch  1 5 ,  2 0 0 6

ACP to Medicare: Pilot Test the ‘Medical Home’
B Y  J E N N I F E R  L U B E L L

Associate  Editor,  Practice  Trends

WA S H I N G T O N —  The medical home,
a model for financing and delivering care
that has long been endorsed by the Amer-
ican Academy of Family Physicians, is a
key part of the American College of
Physicians’ action plan to reform Medicare
payment policies.

Medicare should pilot test the “ad-
vanced medical home,” where physicians
would receive reimbursement for coordi-
nating care in a practice environment that
centers on a patient’s individual needs, the
ACP recommended in a policy paper.

The ACP urged Congress and the Bush
administration to apply this model, along
with other financial and organizational
changes, to counter declining interest in
primary care among medical students and
practicing physicians.

Medicare’s payment system is one of
the main reasons that doctors are aban-
doning primary care, Robert B. Doherty,
ACP’s senior vice president of govern-
mental affairs and public policy, said at a
press briefing to release the ACP plan.

Medicare pays too little for the time
that primary care physicians spend with
their patients—and discourages them
from organizing their practices to achieve
optimal results, by failing to reimburse
for things such as e-mail consultations,
care coordination, or health information
technology, he said.

“And despite all of the talk about pay for
performance, Medicare continues to pay
doctors for doing more, rather than doing
better,” Mr. Doherty added.

Reconfiguring the payment system and
encouraging use of the advanced medical
home “would change the way that pri-
mary care is delivered and financed by
Medicare and other payers,” ACP Presi-
dent Dr. C. Anderson Hedberg said.

Primary care physicians who apply the
medical home model would partner with
patients to ensure optimal management
and coordination of care, using evidence-
based clinical decision support tools at
the point of care, Dr. Hedberg said. For ex-
ample, an internist might partner with a
patient in managing a chronic disease such
as diabetes, and the patient would have ac-
cess to medical advice through telephone
and e-mail consultations.

Practices also would have arrangements
with a team of health care professionals to
provide “a full spectrum” of patient-cen-
tered services, Dr. Hedberg said.

Despite its emphasis on coordination of
care, the advanced medical home is not
the same as a disease management pro-
gram, the ACP noted in its policy paper.
In disease management, the emphasis is
on the relationship between the patient
and a case manager, with only periodic
input from the physician. “In the ad-
vanced medical home model, the care
and coordination of that care continual-
ly resides with the patient’s personal
physician and his/her health care team,”
the paper indicated.

Successful use of the advanced medical
home would rely on health information
technology. Practices would be expected

to issue regular reports on quality, effi-
ciency, and patient experience measures,
and use “innovative” scheduling systems
to minimize appointment delays, Dr. 
Hedberg said.

Such innovations would require financ-
ing, however, which means that the ad-
vanced medical home cannot be imple-
mented as an unfunded mandate, Mr.
Doherty said. The Centers for Medicare
and Medicaid Services (CMS) “will need to
change the way it pays physicians who

practice in an advanced medical home.” As
the ACP envisions it, physicians who use
the medical home model would receive an
additional care management fee to cover
the physician work involved in managing
and coordinating care that falls outside of
the usual face-to-face visit.

Physicians also would receive pay-for-
performance bonuses and share in sys-
temwide savings achieved by keeping pa-
tients with chronic conditions out of the
hospital, he said.

A pilot test would help refine the mod-
el and demonstrate its potential to im-
prove quality while lowering costs, Mr.
Doherty said. The goal is to start imple-
menting the advanced medical home as
policy as early as 2007, “with widespread
implementation within a few years.”

The advanced medical home “brings
additional energy and ideas to the ongo-
ing effort to bring improved and more ef-
ficient care to Medicare beneficiaries,”
CMS spokesman Peter Ashkenaz said in an



n gravis. KETEK® has the potential to prolong the QTc interval, which
may lead to an increased risk for ventricular arrhythmias, including
torsades de pointes. Thus, KETEK® should be avoided in patients
with congenital prolongation of the QTc interval, and in patients
with ongoing proarrhythmic conditions such as uncorrected
hypokalemia or hypomagnesemia, clinically significant bradycardia,
and in patients receiving Class IA (eg, quinidine and procainamide)
or Class III (eg, dofetilide) antiarrhythmic agents. KETEK® may
cause visual disturbances particularly in slowing the ability
to accommodate and the ability to release accommodation.
Visual disturbances included blurred vision, difficulty focusing, and
diplopia. There have been post marketing adverse event reports of
syncope. Patients should be cautioned about the potential effects of
visual disturbance and syncope on driving or engaging in potentially
hazardous activities. Hepatic dysfunction, including increased liver
enzymes and hepatitis, with or without jaundice, has been reported

with the use of KETEK®. Caution should be used in patients with 
a previous history of hepatitis/ jaundice associated with the use of
KETEK®. Use of simvastatin, lovastatin, or atorvastatin concomitantly
with KETEK® should be avoided. If KETEK® is prescribed, therapy
with simvastatin, lovastatin, or atorvastatin should be suspended
during the course of treatment. Concomitant treatment of KETEK®

with rifampin, a CYP 3A4 inducer, should be avoided. Most adverse
events were mild to moderate and included diarrhea (KETEK®,
10.8%; comparators, 8.6%), nausea (7.9%; 4.6%), headache (5.5%;
5.8%), dizziness (3.7%; 2.7%), vomiting (2.9%; 2.2%), loose stools
(2.3%; 1.5%). <1% discontinuation rate due to diarrhea in
controlled clinical trials (0.9% for KETEK® vs 0.7% for comparators).

Please see brief summary of prescribing information on
adjacent pages.
Reference: 1. Clarebout G, Leclercq R. Fluorescence assay for studying the ability of macrolides 
to induce production of ribosomal methylase. Antimicrob Agents Chemother. 2002;46:2269-2272.
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A Wise Choice

WHEN TREATING AECB, ACUTE BACTERIAL SINUSITIS, 
AND MILD TO MODERATE CAP*

Tailored therapy
■ Covers the most common respiratory tract infection (RTI) pathogens, 

with no enteric gram-negative coverage

Low potential to induce resistance to itself in vitro1

Convenient, once-daily therapy
■ 5 days in AECB and ABS; 7–10 days in mild to moderate CAP
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Also available in 60-count bottle
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interview. He did not elaborate on
whether the agency would pilot test such
a system, but said that it was consistent
with existing CMS initiatives such as the
Medicare Health Support Program,
“which works to provide more coordinat-
ed and effective care for those with chron-
ic conditions. And it is consistent with our
effort to adopt evidenced-based quality
measures, which will lead us toward a pay-
for-performance program,” he said.

The ACP’s proposed “advanced medical
home” builds on a concept that has been
around for decades. In 1967, the medical
home was described by the American
Academy of Pediatrics’ Council on Pedi-

atric Practice as an effective model for car-
ing for children with special needs, the
ACP noted in its policy paper. The concept
is also a central element of the American
Academy of Family Physicians’ Future of
Family Medicine project.

The ACP added some enhancements to
the AAFP’s medical home concept, Mr.
Doherty explained. For example, “we
have a clear qualification process,” where
practices would be certified as advanced
medical homes and required to meet cer-
tain standards in order to qualify for ad-
ditional payments.

AAFP President Dr. Larry Fields de-
clined to comment specifically on the

ACP proposal, but said the academy is
working to convince Congress and the
private sector that the medical home con-
cept is worthwhile “and therefore worth
paying for.”

An adequate workforce of family physi-
cians providing patients with their own
medical home “is the way to bring the
promise of quality, affordable, accessible
health care for everyone to fruition,” Dr.
Fields said in an interview. The AAFP
“will continue to try and convince those
who still need convincing of the validity
of our position.”

Congress and the private sector should
also partner with the AAFP in providing

funds for electronic health records, he
said.

Although the advanced medical home is
geared toward primary care, it wouldn’t be
limited to generalists, Mr. Doherty said. In
most cases, a general internist or family
physician would be the principal physician
coordinating a patient’s care in an ad-
vanced medical home. Yet “there may be
instances when a patient might select a
subspecialist within the medical home as
his or her personal physician,” he said.

In such cases, the subspecialist is re-
sponsible for managing and coordinating
care and provides the full range of required
primary care services, he noted. ■


