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Overview

= Demonstrations and Pilots:

+ Naorh Carolina » Pernsyivania
+ Minnesola + NYC

» Vermont + IMassachusells
« Rhodelstand « Medicare (1/2010).7

+ Payment models
« Evidence Base
+ Conclusions




Patient Centered Medical Home
Demonstrations/Pilots

O Gosvmonvieahh Fund ouerent oc ending brvolvement

€ Muligr plio dssrsnthativly

1deniificd pited sctivity
I3 o identiDed pint sexbvty L UMLLS MEGIEAY. SERORL : SORNEREALIR SREINY,
Soureo: Pasiont-Cartornd Primary Gare Soveborative, July 16, 2008,

Patient Centered Medical Home
Pilots/Demonstrations

-Contextual framework

» Infrastructure recognized and enhanced
« rural community health centers
~ managed care tradition

- infrastrucivre undertaken
- health information fechinclogy

Development

«State models & implementation vary
«Develop in different directions and In unique ways
«Pre-existent factors play an important role
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Community Care of North Carolina

+ Wedicald program, established and evolving since 1998
+ Includes:
» Disease and cera management, populalion management, ulilization
management, qually improvement inliatives
+ 14 Networks, 3500 physicians, 600,060 Medicaid enroffees
+  Nelwork of collaborating providers: hospitals, health
departments, departments of social services, PCPs: shared
responsibiiity for care :
+  Key feature; Network-based care coordination
« ldenifly complex, bgh-cost patients in need of case managemsnd
+  Hire iotal case managers to assist in coordinaling care
+ Coflert and report patient data o the CONC stalewide offica
« Foeus oh chronic disease management: asthma, diabetes, &hf
» increased access: Madical homes must provide 24/7 coverage
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Community Care Networks

» Non-profit organizations

- includes all providers including safety net providers

+ Medical management committee

+  Provider networks organized by local providers, physician led

+  Evidenced based guidelines are adopted by consensus rather
han dictated by the state

+  Medical Homes are given the resources for care coordination
and get timely feadback on results

Intent: To build local systems of care rather than just
changing payment system
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Community Care of North Carolina &
Medical Home

Payment )

+ Networks receive $3.00 pm/pm
to develop/providefinvest in
needed local systems

+ PCP receives $2.50 pm/pm to
serve as medicat home and to
pariicipate in Disease
Management and Cuaiity
Improvement

« NC Medicaid pays 95% of
Medicare FFS
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Minnesota Department of Human Services
Heaith Care Homes

2008 Health Care Reform Act
+ Devetop and implement certification standards
for health care homes (HCH)
+ Deveiop a payment system to impiement HCH
+ Per person risk adjusted care coordination
fees; guality incentives
« Focus inltially on patients with complex or
chronic condifions
- Over 2 years, expand use of HGH and care "
coordination fees under staté health care ég
programs and private sector heallh coverage
- Share best practices firough HCH coliaborative
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Vermont Department of Health

Medical Home Project and VIR Blueprint for Health: History

«  Medicsl Home Improvement Project:
+ Six {5) pedialric practices funced through two grant cyclos (2002-2005)
+ Pravide lools and resourcos lo 100 PO pedialriclans in 40 praclices atioss
Vermont (86% of all padiainelans)

«  Vermont Blueprint for Health {2065): Stale-wide plan focusing on
ohronit disease management and prevention
« 2007 Healls relomm legistation — pliot 3 mulll-payer inlag
hemas balween 2008 and 2009; focus on adults
- Litimala goal syslom-wide lranhsformation by 2071
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Vermont Biueprint for Health
Integrated Medical Home Pilots

= Financial Reform .
Paymen! based on NCQA PCMH standards: range $1.20- $2.38 PFPM
Payars sharing cosls of Community Gara Teams
Jeinl funding from 3 private carmiers and Madiesld

~  Multidisciplinary Care Support
Local caro support & popuialion managamenl L
Pravention specialisis e i

= Heglth information Technology
Woeb-based ciinical ¥acking system ~ HIE nelwork
Elaclronic prescribing
+  Community activation and prevention
»  Provention spacislists
v C ity profiles, risk
+ Evidence-based intervanlions
= Evaluation
NGOA PCMR score {process quality)
Chical procass measures » heallh slatus maasures
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Rhode island Chronic Case
Sustainability Initiative: CSI-RI

+ Ali-payer, multi-stakeholder PCMH indtiative
» 5 pilot practices, including 1 CHC
» 28 physician FTEs, 25,000 covered lives,
« 2 year pilot, begirning 10/08
« Focus on: CAD, diabeles, depression
= Third party evaluation: HSPH
= Use of regisiry dala for outcome measures

Source: Chrislopher F, Xoler
Ofiiea of Ihe Health insurance Commissionar, RI
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CS1-RE Commonality Key to Implementation

1. Common Practice Sites
All payers will select the same core group of practice slfes in which
{o administer their pilol. Requires common set of praclice
gualifications,
2. Common Services
Al payers will agree to ask the pilo! sites to implement the same
set of new clinical sarvices, drawn from the FCMH Principles,
3. Common Conditions
Piiat sltes wili not be asked by payers 1o focus Improvemant efforis
on different chronlc condilions
4. Cornmon Measures
Al payers will agree fo assess practices ising the same
measures, drawn from nationat messurement sets.
s. Consistent Payment
Method and inten! of Incentive payments will be consistent across
afl payers !
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CSI-RI: Medical Home Model

+ Sites commit to establish Medica Home, Use
NCQA PPC standards. Raquire self audited
progress to: .

- Level 1, 9 monihs in

- Level 2, 18 months in

+ Sites agree fo go through training in Chig:
Care Moedel {existing program at state¥E
QI0)

« Sites agree 1o hire and use Nurse Care
Manager

Sourca: Chielopher F, Kofler
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CSI Nurse Care Manager

+ Located within practices

+ Provides services to ALL patients, regardless of payer

« Care Manager “college!” Collaboration of NCMs across sites
and with Medicalid NCMs '

+ NCM Activities:

Inifial patient assessment and risk stratfy severity of chronic ilinesses
Maintain registry/generate reporis

Gather and maintain educational Information

Educagon of patiant on disease and ireatment

Menilor quadity measures

Access health plan resources
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CSI-RIl: Payment Model

« Current FFS model remains in: place
+ Monthly $3 pmpm fee to each praclice
+ Additional afiocation fo support Care Managers
+ Plans and providers agree fo attribution meihodology
« Commercial: ¢lairs based - any one with fast visit to
site in 2 year fime period and member at end of
period)
+  No clinicat performance incentives

Source: Chiistopher F. Koller
Offica of the Health Insurance Commissioner, Ri

Pennsylvania Chronic Care
Initiative

« Muiti-payer, including Medicaid
+ Regionai roll-out started in 2008
* Practice redesign
+ Participate in learning collaboratives
+ Assigned practice coaches
+ Utilization of pati'ent registry
+ Achieve NCQA levei 1 designation in 12 months
« Three year commitment
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Pennsylvania Chronic Care
Initiative

» Funding:
+ Insurers spending $13m:
» L.earning coffaborative time, registry costs,
NCQA fees, practice coaches
+ Supplemental payments based on NCQA
designation ;

.+ Third party evaluation
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New York City Department of Health and Mental Hygiene
Medical Home Health information Techaclogy (HIT)

Thia Prmary Care Projnct Is & & program o sipport tha adopilon srd use
of Flacironls Hoalth Roconds among pmary cate providars in NYGC's whtforsavied communiiiss.

Primary Care Information Projest (PCEF)

Eligible practices receive;
«eCllnicalWorks EHR applications and licenses.
*2 years worth of maintenance and support costs.
«Extensive draining for all levels of staff,
~interfaces to common laboratory and blling systems.
NYC DOHMH Take Care New York customizations,
encompassing public health functionalitles:

+  Immunization reglstry, schoot haallh, disease raporing, preventive

guidetines

*Evaluation planhed: process, cutcomes, RO, pationt satistacton,
heatth disparities
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New York City Depariment of Health and Mental Hyglene
Medical Home Hezlth information Technology

2010 Obfactives

*Extang prevention-oriented EMRs to 2,500 primary cars providars and
2 mifilon pallenis

“Provide 3 million patients vilh self-managsment icols

*Support IPFCPs In standardized health information exchange

“mplement a guality improvement collaborative fisd to the “Patient-
Cenfered Medical Home™

Provide paricipating praclices wilh clinical qualily scorecards for
evitence-based praciice

+Pliat a reward and recognition program for hgh-performing providers
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Medical Home in Massachusetts

+ MassHeallh/EQHHS initiatives
+ 2008 health care fegislation

+ Commercial payers: contracting
+ BCBSMA
+ HPHP- disease specific piiots

+ GIC- required plans to inctude medical home
demonstrations

+ MA Coalition for Primary Care Reform
+ Central Mass pilots
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CHCs BPCF Kids Hioh cost/ need
14 sites selected for Sites with large Sites with MassHealth
CWEFIQUALIS grant | number of DCF Yids | members with high costs
and “intervenability”

Multi-payer Focus

« Build on Malti-payer Initiative at CHCs
« Bxpand to approximately 50-100 practices

+ Practices may “qualify” for participation
based on muitiple categories
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Eight PCMH Payment Models

Fee-for-Service (FFS) with discrete new codes
FFS with higher payment levels

FFB with lump sum payments

FFS with PMPM fee )

FFS with PMPM fee and with P4P

FFS with PMPY paymant (Bridges to Exceflence)
FFS with fump sum payments, P4P and shared
savings

8. Comprehensive payment with P4P
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Medical Home: The Evidence Base

« Primary care-criented health systems generate lower
cost, higher quality, fewer disparities {Starfieid)

+ The Chronic Care Mode! has been heavily evaluated
and found to improve quality. There has'been fewer
svaiuations of cost and utilization impact, but most
findings have been positive (Wagner, RAND)

+ Medical Home:

+ Geisinger early pilot resulls: 20% reduction in all
cause admissions and 7% lofat medical cost
savings
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Evidence Base: Community Care
of North Carolina

+ 34% decrease asthma admissions,8% lower §D use

«  15% increase in diabates quallly measures

« Cost to state:$8-20 Milkor: yearly (Cost of Community Care
Operaticns)
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Medical Home: The Evidence Base

“Despife considerable enthusiasm favoring widespread
implementation, iformation o date suggests that the
PCHH remains a promising approach te chronic care
that awalis more daia. How well current and fuiure
pilots address its definition, scalabiiity and cost
savings, remains to be seen.”

Bidotov, JE. Health Affaiss 2008

Conclusions
PCMH is designed io address problems in health care system ~
lack of patient centeredness, fragrentation, chrenic disease
management, high costs and inefficiencies
GHC's have the foundations through thelr mission and sarvise
desigh
NCQA standards based on joint principles and Chronlc Care Mode!
Requires practice transformation, payment reformfincentive
alignment, measurementitransparancy and quality improvemart
activities
CHC's have afready demonsirated skills in improvemant processes
Demanstrations and pitots across the country, public and private
Endorsed by professional socielies, purchasers, consumers, labor
Evidence-base is awaiting evaluation of pilofs
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Patient Centered Medical Home
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