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g Emergency room visits increased by 36% between 1996 )
and 2006; 47% of ED visits could have occurred in a
LIK@aAOALFyQa 2FFAOS .
= Y 4 Advanced primary
( N .
20% of patients are readmitted within 30 days of care models, like
X hospitalization, most of which are avoidable ) patient-centered
) . medical homes, can
50% of patients that are readmitted do not see a provide the
X physician after their first hospitalization ) coordination
p % mechanisms and
75% of health care spending is for patients with chronic decision support to
| diseases ) improve quality,
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Over two years, the typical Medicare patient sees 2 satisfaction
X different primary care doctors and 5 different specialists )
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Millions of additional Americans will enter the primary
| care system with health reform )




What are the major deficiencies in our Click to learn
° more
current health care delivery system?

A Is not patient-centered

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

A Does not clearly define patient and
provider responsibilities

A Is not based on a foundation of
partnerships between
patients/providers/purchasers




What can be done to address
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these deficiencies?

y A Transforming our current delivery

system will require advancing patient-

centered health care to optimize
individual health

A We believe advancing patient-
centered medical home innovation
is a good place to start




Transforming Our Health Care Environment: Click to learn
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Advancing Patient-Centered Primary Care:
patient-centered medical homes are a good place to start a
continuous improvement process — not the destination
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are seeking solutions that address, “what's in it for me?"
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patient-centered
principles

Emerging Payment Reform Policy:
change from fee-for-service to fee-for-value

Patients engaged
in a healing

relationship to
achieve their

optimal health

Economic Development:
employers increasing employment in locations with
evidence of value-based health care

Purpose of
Patient-Centered Medical Homes (PCMH)



Central Ohio Patient-Centered el e
Medical Home Project

Project Purpose
To advance patieatentered medical home innovation in our

community, starting with insured adults

Goals

Almprove access to care

Almprove coordination of care

Almprove financial resources allocated to primary care
Almprove patient, physician and purchaser satisfaction

A Inform recommendations that will transform clinical health care

delivery




Responsibilities of Our Local Collaborative to
Advance Patient-Centered Medical Homes
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AcCEss HEALTHCOLUMBUS

PuBLIC-PRIVATE PARTNERSHIP

PRIMARY CARE
PRACTICES

PURCHASERS PATIENTS
(HEALTH PLANS AND

SELF-INSURED EMPLOYERS)

Coordinate collaborative
activities

Provide technical assistance to
assist primary care
organizations with advancing
patient-centered medical
home (PCMH) standards

Provide assistance with
completion of NCQA
application for PCMH
recognition

Secure funding to support
collaborative improvement
process

Develop and maintain
evaluation plan for measuring
progress

Participate in collaborative
learning-sharing sessions with
other primary care
organizations

(6 times per year)

Identify clinical and
administrative champions to
lead transformation process

Utilize a continuous
improvement process to
advance PCMH standards
based on improvement plan

Coordinate scheduling of time
with improvement
consultants as needed

Complete NCQA application
for PCMH recognition

Share information and
learning with others

Participate in collaborative
learning-sharing activities
with other purchasers

Engagement strategies and
activities under development

Administer reimbursement for
recognized PCMHs based on
three-tiered model (fee-for-
service, monthly care
coordination fee, pay-for-
improvement incentives)

Provide access to information
and tools to assists PCMHs
improve quality and efficient
care

Share information and
learning with others
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[ Purchaser Collaborative J Click to learn

Participating Health Plans Participating Self-Insured
Employers

Anthem Blue Cros& Blue Shield Franklin International
Medical Mutual of Ohio The Ohio State University
The Ohio Stat&niversity Health Plan

Access HealthColumbus anticipates additional purchasers

will participate in our collaborativprojectas we continue
convening discussions with those interested In

advancing patiententered medical homes in central Ohio
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Participating Primary Care Practices

Engagement of primanyarepractices from across our
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Participating practices will be identified in early May 20




[ Next Steps } Click to learn
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starting | For eaclhparticipating primarycare practic
in May | A completeanassessmentf practicebased on national
2010 patient-centered medical home standards
A develop arimprovementplan
A utilize continuous improvement process to test and implement
changes based on patienentered medical home principles and
standards
Q4/2010 | Participatingprimary care practices completaedicalnome recognition
application withthe National Committee foQuality Assurance (NCQA]
Recognized patiententered medical homes contraaiith participating
purchasersdasedon feefor-value payment model
2011 & | Measure & ReporProgress
beyond

Shardearning and spread adoption of patieogntered
primary care delivery in our community




[ Want to learn more? ]

U Click below to view recent white paper published by the
national Patient-Centered Primary Care Collaborative

Aligning Incentives and Systems:
Promoting Synerqy Between
Value-Based Insurance Design
and the Patient Centered Medical Home

U Visit our website: www.accesshealthcolumbus.org

U Please share your questions or comments with:
Jeff Biehl
jbiehl@accesshealthcolumbus.org
office: 614.884.2440
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