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Purpose of Today’s Session

VCentral Ohio Patient-Centered Medical Home 
Project Overview

VLearn how other communities are advancing 
patient-centered medical homes 

VCollectively explore what specific patient 
engagement will support successful implementation 
of patient-centered medical homes in our 
community



Our Mission
To improve access to health care in our community,

particularly for those most vulnerable, 
by convening public-private partners 

and coordinating innovative solutions.

Our Vision
Health care for all people that is affordable for 
individuals and sustainable for our community.

2010 –2012 Strategic Plan



Our 2010-2012 Strategic Areas of Focus

improving

care 
coordination

improving 

access to 
prescription 

drugs

improving

access to 
patient-
centered  
primary 

care 

Ŏƻƴǘƛƴǳƻǳǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻΧ

V strategic planning

V evaluating, measuring  
and reporting results

V convening leaders from 
business, government, 
health care, insurers 
and consumers



What are the major deficiencies in our
current health care delivery system?

Å Is not patient-centered

ÅDoes not allocate adequate resources to 
support prevention and the 
improvement of health

ÅDoes not clearly define patient and 
provider responsibilities

Å Is not based on a foundation of 
partnerships between 
patients/providers/payors



0 50 100

France

Japan

Spain

Norway

Sweden

Greece

Finland

Denmark

UK

USA

Deaths that should not occur in the 
presence of effective health care

Age-Standardized Death Rates (Per 100,000)

Preventable 
Mortality

Source:  Health Affairs, January 2008

Deaths that should not occur in the 
presence of effective health care

Age-Standardized Death Rates (Per 100,000)

USA

USA in last 
place on 

this quality 
measure

Since we spend 
more than 
ŀƴȅƻƴŜ ŜƭǎŜΧΦ

Should we expect 
more value?



The fragmentation of our delivery system is a 
fundamental contributor to the poor overall 
performance of the U.S. health care system.

~  The Commonwealth Fund 

“Every system is perfectly 
designed to achieve the 
results it gets.”

Donald Berwick, M.D.
Institute for Healthcare Improvement (IHI)



The current primary care system must be 
transformed to address current issues 

Advanced primary 
care models, like 
patient-centered 

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

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

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

75% of health care spending is for patients with chronic 
diseases

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

Emergency room visits increased by 36% between 1996 and 
нллсΤ пт҈ ƻŦ 95 Ǿƛǎƛǘǎ ŎƻǳƭŘ ƘŀǾŜ ƻŎŎǳǊǊŜŘ ƛƴ ŀ ǇƘȅǎƛŎƛŀƴΩǎ 
office

Current challenges confronting primary care



What is a patient-centered medical home?

ü¢ƘŜ ǇŀǘƛŜƴǘπŎŜƴǘŜǊŜŘ ƳŜŘƛŎŀƭ ƘƻƳŜ ƛǎ ŀ ƳƻŘŜƭ ŦƻǊ ŎŀǊŜ 
provided by physician practices that seeks to 
ǎǘǊŜƴƎǘƘŜƴ ǘƘŜ ǇƘȅǎƛŎƛŀƴπǇŀǘƛŜƴǘ ǊŜƭŀǘƛƻƴǎƘƛǇ ōȅ 
replacing episodic care based on illnesses and patient 
complaints ǿƛǘƘ ŎƻƻǊŘƛƴŀǘŜŘ ŎŀǊŜ ŀƴŘ ŀ ƭƻƴƎπǘŜǊƳ 
healing relationship. 

üAt the core of a is a physician-directed team 
committed to coordinating care ōŀǎŜŘ ƻƴ ǇŀǘƛŜƴǘǎΩ 
needs and priorities, communicating directly with 
patients and their families, and integrating care across 
settings and practitioners. 



What can be done to address these deficiencies? 

ÅTransforming our current 
delivery system will require 
advancing patient-centered 
health care to optimize 
individual health

ÅA good place to start 
transformation at a local level is 
the advancement of patient-
centered medical home (PCMH) 
innovation.



Central Ohio Patient-Centered Medical Home Project

Project Purpose
To advance Patient-Centered Medical Home innovation in our 
community, starting with insured adults

Project Objectives
ÅStrengthen Primary Care:  Improve care coordination and access
ÅPayment Reform:  Align incentives between payors and providers 

Improvement Target 
Starting in 2011 ςup to 30,000 adults with insurance coverage in 
central Ohio receiving care from Recognized Patient-Centered 
Medical Homes based on national standards
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Central Ohio Patient-Centered Medical Home Project



Q4/09           Q1/10             Q2/10                Q3/10             Q4/10               2011-2012

Complete PCMH 
assessments of 
participating PCPs

Identify PCPs 
ready for PCMH 
recognition 
process

Published 
PCMH 
Action 
Plan

Secure commitments 
(letters of intent) from 
health plans and self-
insured employers & 

Identify primary care 
organizations

Coordinate 
PCMH 
recognition 
process 

Coordinate 
expansion of 
PCMHs serving 
up to 30,000 
patients per year

Up to 30,000 
patients receiving 
advanced primary 
care from 
recognized PCMHs 
starting January 
2011
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Patient engagement & communication

Central Ohio Patient-Centered Medical Home Project



Exploring Patient Engagement Strategies
(from a patient/consumer perspective)



What will my 
employer/

purchaser need 
to do to get my 

attention & 
participation?

Exploring Patient Engagement Strategies
(from a patient/consumer perspective)
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Exploring Patient Engagement Strategies
(from a patient/consumer perspective)

What is the best 
approach in 

developing my care 
plan to make it 

most meaningful 
for me? 

After I have 
selected my 

patient-centered 
medical home, 

what will I 
experience?

What will my 
employer/ 

purchaser need 
to do to get my 

attention & 
participation?



Payment & Reimbursement

Central Ohio Patient-Centered Medical Home Project



What financial model will be used?

ÅNational Commission on Quality Assurance (NCQA) recognition 
is the chief currency of the medical home business model

ÅParticipating health plans and self-insured employers will fund 
per-member-per-month (PMPM) for care coordination

ÅWe will be assisting primary care organizations through a 
transformation process using NCQA standards

ÅEnhanced payments for care coordination & infrastructure will 
be based on NCQA recognition 



How will we evaluate improvements?

Evaluation of Patient-Centered Medical Homes focused on:
ÅImproved access to care

- Be immediately accessible for patient concerns
- Promptly treat acute illness
- Create new opportunities to provide preventive care and    

chronic disease management

ÅControlling health care costs
- Prevent needless emergency department visits
- Intervene early to reduce hospitalizations

ÅPatient Engagement
- Do patients value care coordination?
- Do patients value patient-centered approach?



What will be required to sustain the transformation?

ÅHealth plan and employer commitment to 
the transformational change

ÅNeed primary care organization 
commitment to transforming their care 
delivery model

ÅNeed patient engagement in 
managing/improving their own health care



A summary on measuring financial ROI?

Measure 2007 (Ohio) 12/31/2011: ROI Target

ER Visit: 516visits per 1,000
(476 in 1999)

Reducenon-urgent ER visits by 10% 
(~50 visit/yr * $1,110/avg. payment 
= $55,500 savings per 1,000)

Hospital
Admits:

134 admits per 
1,000

(117 in 1999)

Intervene to reduce  preventable
hospitalizations by 10%  
(~13admits/yr * $8,292/avg. payment  
= $107,796 savings per 1,000)

Patient-Centered Medical 
Reimbursement Model

Patient-Centered Medical Home
Payments

Fee for Service: Same as today

Care Coordination Fee: $48,000-$87,000 per1,000
($48 - $87 per patient per year)

Pay forImprovement Incentives: Same as today



A summary on measuring financial ROI?

Measure 2007 (Ohio) 12/31/2011: ROI Target

ER Visit: 516visits per 1,000
(476 in 1999)

Reducenon-urgent ER visits by 10% 
(~50 visit/yr * $1,110/avg. payment 

= $55,500 savings per 1,000)

Hospital
Admits:

134 admits per 
1,000

(117 in 1999)

Intervene to reduce  preventable
hospitalizations by 10%  
(~13admits/yr * $8,292/avg. payment  

= $107,796 savings per 1,000)

Patient-Centered Medical 
Reimbursement Model

Patient-Centered Medical Home
Payments

Fee for Service: Same as today

Care Coordination Fee: $48,000-$87,000 per1,000
($48 - $87 per patient per year)

Pay forImprovement Incentives: Same as today

Investment in Patient-
Centered Medical Home 
Model has potential for 

break-even return 
(or better) in year 1!



What do we need from health plans and self-insured 
employers to move from concept to practice?

For Year 1 (starting in 2011)

By 3/31/10:

ÅLetters of intent from health plans 
(for fully insured lives) 

ÅLetters of intent from employers 
(for self-insured lives)

ÅLetters need to indicate the number (ceiling) 
of covered lives you intend to provide 
financial support for care coordination 
payments to recognized PMCHs selected by 
your enrollees/employees


