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To increase our collective
knowledge of the value of
Patient-Centered Medical Homes (PCMH)

To learn from others who are advancing
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To explore how local business
leaders can help transform health care
delivery in our community



What Is our agenda today?

V Introduction: PatientCentered Medical Home (PCMH)
a model for transforming primary care delivery

V Overview: Central Ohio PCMH Project Overview

V Learning from Others with Bruce Sherman, MD
consulting Medical Director, Goodyear Tire & Rubber Company
Director, Health and Productivity Initiatives with the Employers
Health Coalition of Ohio.

V Small Group Discussions to Explore Employer Perspectives on
- Return on Investment
- Engaging Patients
- Role of Employers

V Next Steps



What are the major deficiencies in our

current health care delivery system?

A s not patientcentered

A Does not allocate adequate resources to
support prevention and the
iImprovement of health

A Does not clearly define patient and
provider responsibilities

A s not based on a foundation of
partnerships between
patients/providers/payors




What can be done to address these deficiencie

A Transforming our current
delivery system will require
advancing patientcentered
health care to optimize
iIndividual health

A A good place to start
transformation at a local level is
the advancement of patiert

centeredmedical home (PCMH)
Innovation.



What Is a patientcentered medical home?
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provided by physician practices that seeks to
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replacing episodic care based on ilinesses and patient
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healing relationship.

U At the core of a Is a physiciadirected team
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needs and priorities, communicating directly with
patients and their families, and integrating care across
settings and practitioners.



What Is a patientcentered medical home?

TODAY’S CARE

My patients are those who make
appointments to see me

Patients’ chief complaints or reasons

for visit determines care

Care is determined by today's
problem and time available today

Care varies by scheduled time and
memory or skill of the doctor

Patients are responsible for
coordinating their own care

| know | deliver high quality care
because I'm well trained

Acute care is delivered in the next
available appeintment and walk-ins

It's up to the patient to tell us what
happened to them

Clinic operations center on meeting
the doctor's needs
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MEDICAL HOME CARE

Our patients are those who are
registered in our medical home

We systematically assess all our
patients’ health needs to plan care

Care is determined by a proactive plan
to meet patient needs without visits

Care is standardized according to
evidence-based guidelines

A prepared team of professionals
coordinates all patients’ care

We measure our quality and make
rapid changes to improve it

Acute care is delivered by open access
and non-visit contacts

We track tests & consultations, and
follow-up after ED & hospital

A multidisciplinary team works at the
top of our licenses to serve patients
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Complete PCMH
assessments of
participating PCPs

Publish At least 30,000 patients
PCMH Action _ receiving advanced
Plan based Identity PCPs ready for primary care from

PCMH recognition
process

on
collaborative

work of PCPs Publish learning to assist
and health | | Engage Employers & others wih advancing

plans Consumers (patients) PCMHSs

recognized PCMHSs

Q4/09 Q1/10 Q2/10 Q3/10 Q4/10  -2012011

Secure financial Coordinate PCMH Coordinate

commitments from recognition process expansion of PCMHs

health plans for PCPs and serving an
contracting with additional 30,000

Identify PCPs commited health plans patients per year

to continuous

Improvement process
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Project Purpose
To advance PCMH innovation in our community, starting with
iInsured adults

Project Objectives
A Strengthen Primary Care: Improve care coordination and acces
APayment Reform: Align incentives betwegrayorsand providers

Improvement Target

At least 30,000 adults (each year for three years) with insurance
coverage in central Ohio receiving care from Recognized PCMHSs
based on national standards




Align Incentives
Model
Hybrid
Reimbursement Model
developed by Patient

Centered Primary Caré

Collaborative

PCMH
Recognition
Criteria

NCQA Recognitio
Standards

PCMH Principles

Joint Principles of
the Patient
Centered Medical
Home

ProviderHealth Plan Collaborative
PCMH Component Agreements
November 2009

Patient Ca_lre _ Prim_ary Cf_;lre_
Aftribution Coordination Selection Criteria Product &

Methodology Model Open invitation to | Number of Lives

: .l Reside in primary use TransforMED | - Invite Commercial
Hybrid A.\pproa.lch. care & a MHIQ tool, and Medicaid
-Start with claims coordinator of supported by a health plans
data & strive for other coordinators | process that ensure
patient-physician is needed in the clarity of assessme

agreement medical home guestions and
accuracy of
responses

- Match how many
health plans are
participating and

how many lives the

will fund alongwith
an individual
primary care
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The Medi cal
Perspective
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Overview

} The business case for medical home

1 Medical
1 Stakeho
+ Medical

nome specifics
der value of the medical home

nome value proposition for employers



Do we get what we pay for?

US Ranks for é

1 Cost: 1
} Health: 24 PO
1 Health System ikt s

Improving Performance

Performance: 37
1 Financial Fairness: 54




National Scorecard on U.S. Health
System Performance 2008

Preventable mortality: The U.S. fell to last place among 19
Industrialized nations on mortality amenable to health
caran deaths that might have been prevented with timely
and effective care.

Commonwealth Fund 2008



Health insurance reform will improve the
way care Is delivered for all Americans

+ Changes to the delivery system

Incentivize quality, not quantity of
medical care

No cost sharing for preventive care Primary care has a

Better coordinated care for
patients with chronic disease

Ensure patients receive clinically
recommended treatments and

critical role to play in
healthcare reform

follow-up Health insurance
Reduce duplicative testing and re reform will facilitate
hospitalizations adoption of advanced
Integrate with community health primary care models

resources to provide more holistic
patient care

Expand coverage and access

Adapted from R. Kocher, MD, National Economic Advisor. Oct. 22, 2009



The current primary care system must be

transformed to address current iIssues

Current challenges confronting primary care \

« Emergency room visits increased by 36% between 1996 and 2006 |
47% of ED wisits could have occurred in a physician’s office

» 20% of patients are readmitted within 30 days of hospitalization,
most of which are avoidable

« 50% of patients that are readmitted do not see a physician after their
first hospitalization

« /5% of health care spending is for patients with chronic diseases

« Over two years, the typical Medicare patient sees 2 different prlrnaryr
care doctors and 5 different specialists

Advanced primary
care models, like
medical homes,

\| can provide the

coordination
mechanisms and
decision support to
improve quality,
cost, and
satisfaction

« Millions of additional Americans will enter the primary care system
with health reform /

hitp://blogs.ws|.com/health/2008/08/06/emergency-room-visits-hit-record-high/
hitp:/fwww.medicalnewstoday. com/articles/157206.php
http:/feww boston.comi/newsllocal/massachusetts/articles/2009/04/24/er _visits_costs_in_mass_climb/




Patient -centered medical home (PCMH)

1 A medical home is not a building, house, or hospital, but
rather an approach to providing comprehensive primary
care.A medical home is defined as primary care that is
accessible, continuous, comprehensive, family centered,
coordinated, compassionate, and culturally effective.

}  Medical home adopts a broader, more holistic approach to medical
care

+  Evidence indicates that this approach toward primary care can lead
to higher quality, lower cost of care and better outcomes

}  Promotes integrated healthcare delivery

}  Focuses on the process of care delivery, as well as on condition
specific outcomes

}  Conversely, a speciahstiented health care system (like that of the
U.S.) Is associated with higher costs and poorer outcomes.


http://www.pcpcc.net/

Joint Principles of the PCMH
(February 2007)

The following principles were written and agreed upon by the
four primary care physician organizatiohthe American
Academy of Family Physicians, the American Academy of
Pediatrics, the American College of Physicians, and the
American Osteopathic Association.

} Principles
A Ongoing relationship with personal physician
A Physician directed medical practice
A Whole person orientation
A Coordinated care across the health system
A Quality and safety
A Enhanced access to care
A Payment recognizes the added value




The medical home model o core
concepts

}

Personal physician- each patient has an ongoing relationship with a personal
physician trained to provide first contact,@mtinuous and comprehensive care.

Physician directed medical practice d the personal physician leads a team of
individuals at the practice level whocollectively take responsibility for the ongoing care of
patients.

Whole person orientation d the personal physician is responsible for providing for all
the patient 0s ¢rarmariginghcarevatn chermualkdiedgprofessionals.

Care is coordinated and/or integrated across all elements of the complex healthcare
systemand the patientds community. Care iIs f
and health information.

Quality and safety are hallmarks of the medical home:
A E v i-bdsednedicine and clinical decissupport tools guide decisiemaking.

A Physicians in the practice accept accou
voluntary engagement in performance measurement and improvement
A I'nformation technology is utilized appr

performance measurement, patient education, and enhanced communication.

Enhanced access to care is availableéhrough systems such as open scheduling, expanded ho
and new options foommunication between patients, their personal physician, and practice
staff.

Payment appropriately recognizes the added value provided to patients who have a
patient -centered medical home.



A compari son of then

Attribute 1 9 9 0 Managed care 2009 and onward -
PCMH

Primary stakeholders Health plans Healthplans

involved: Employers Providers

PCP role: Gatekeeper Medical home

Needto engage/involve Providers Employers

Pati ent s h ¢Limited choices Informed choices

Good healthmeans: Lower costs Engaged individual

Employer focus: Cost-reduction through Valuegeneration through
appropriate utilization appropriateutilization

Benefit design In/out of network; copay  Valuebased insurance

considerations: used as financial disincenti designas financial incentive



The value of primary care

} Areas with higher density of PCPs have lower
hospitalization rates

} States with more PCPs per capita had higher quality care
and lower per capita medical costs

1 Patients with a PCP had 33% lower annual healthcare
costs and 19% lower mortality

+ Individuals with PCPs are more likely to receive
preventive services, and have better management of
chronic conditions

Sepulveda M, et al: Health Affairs 2008;27:158



Value of a primary care medical home

+ Value = Quality/Cost

+ Quality enhanced care for patients and providers
+ Higher initial cost to provide

} Major cost reductions to health care system

} Cost savings >> increased costs of medical home
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Why should employers care about PCMH?

1 Improved coordination of healthcare

} Enhanced quality of care

1 Better clinical outcomes

} Improved patient satisfaction with healthcare

+ And (hopefully) lower health and lost productivity costs
Healthier workforce
Healthier families in workforce
Increased efficiency of care (reduces costs)
More valuable health benefit



Typical US employer healthcare cost

distribution
2% oo Healthcare cost

18% M Primary care
Inpatient
Outpatient

38%
Pharmacy
™ Emergenc
33 gency

dept.

A By improving care quality with a PCMH, primary care costs will increase
A However, implementation of PCMH has been shown to result in lower
hospitalization rate® and will likely lead to lower health care costs.



Value of a patient -centered medical home

+ Value to patients
Better access
Safer care
Coordinated, longitudinal care
Expanded use of evidenbased care
Improved compliance with treatment
Better outcomes



How connected are you to your
primary care physician?

ONot surprisingly, those
relationships to specific primary care physicians were ma
likely to receive recommended tests, medication adheren
and preventive care. In fact, this sense of connection with
single doctor had a greater influence on the kind of
preventi ve care receilved |
ethnicity.o

PatiendPhysician Connectedness and Quality
of Primary Care
Atlas, SJ Grant RW, et al. Amnt Med 2009 :150 :32835

23



Patient -provider connectedness and care

} Primary care offices with closer doctgatient
relationships are associated with:

} One-third greater medication compliance
} Improved compliance with preventive care

} Better compliance with chronic condition
management

} More effective treatment to target goals

KerseN, et al. AnnFamMed 2004:2:45361



Value of a primary care medical home

} Value to providers
Greater satisfaction
Improved lifestyle
Enhanced pay
Enhanced respect
Attractive career



PCPCC payment models

Key physician and practice Care

accountabilities/ value added Coordination
services and tools

Office Visits

Performance




PatientCentered Medical Home

2009 Overview of Pilot Activity and Planning Discussions

&.ﬂﬁ, o
B o,
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O Multi-Payer pilot discussions/activity

L] Identified pilot activity

No identified pilot activityd six states




The Patient Centered Primary Care Collaborative:
broad stakeholder support and participation

Providers
333,000 primary care

Purchasers 0
Most of the Fortune 500

A A A IBM A General Motors
6 ACP f‘ AAP A FedEx A General Electric
f\ AAFP 6 AOA A Pfizer A Merck
6 ABIM 6 ACC A Business Coalitions
A ACOI A AHI A Wal-Mart
The 80 Million lives
Patient -Centered
Medical Home .
Payers Patients
A BCBSA A Aetna A NCQA A AFLCIO
A United A Humana A National Partnership
A CIGNA A HCSC ) forWomen and Families
A WellPoint A MVP 2 Ec()eléins?ggol\;l;%rng]formed
A Kaiser A SEIU

Patient-Centered

& ;
b 'l Primary Care

COLLABORATIVE



PCMH Pilots : BCBS North Dakota, Marillac Clinic

BlueCross BlueShield

of North Dakota

An Independent licensee of the Blue Cross & Blue Shield Association

H’H’J’j'j% ARILLAC

| CLINIC

Mar il |l acods
Patients (PCMH)

nt

30.0%

22.5%

15.0%

7.9%

0%

6% decrease in hospital admissions
24 % decrease emergen@om use

$500 per member per year savings

———

.

% 0

%
4.00%

Year 1 Year 2 Year 3 Year4 Year 4.5

4 Hospitalization # E.R. Visit




PCMH Pilot: GeisingerHealth System

Lewisburg
Pennsylvania

Hospital
Admission

Hospital
readmissions

Cost

Pre-Test period
Jan - Oct 2006

365/1000

15.2%

First pilot year
Jan 1 Oct 2007

291/1000

7.9%

Percent
reduction

- 20%

- 48%

7% less



