Patient-Centered Medical Home Demonstration Project
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Purchaser-Payor-Provider Summit

February 11, 2009
Record of Collective Discussion

. Summit Purpose

v" To learn more about Patient-Centered
Medical Home (PCMH) innovations from
across the country

v" To get your feedback on a prototype model
for PCMH —a possible place to start in
Franklin County

v" To gauge your level of interest in
participating in the design and
implementation of a local PCMH
demonstration project

Il. Participants

74 leaders participated in the Summit
representing purchasers, payors and providers.

Please see Appendix A for a listing of
participants.

I1l. Welcome

Franklin County Commissioner Marilyn Brown
opened the Summit with a warm welcome to
leaders from across our community who
gathered to explore:

What would it take to create a
Patient-Centered Medical Home
Demonstration Project in Franklin County?

Summit Hosting Committee

1 Doug Anderson, Chief Policy Officer
Ohio Department of Insurance
Melissa Wervey Arnold, Executive Director
Ohio Chapter, American Academy of Pediatrics
9 Jeff Biehl, President
Access HealthColumbus
 The Honorable Marilyn Brown
Franklin County Board of Commissioners
9 Philip Cass, PhD, CEO
Columbus Medical Association & Foundation
9 Robert Edmund, Director of Policy
Ohio Business Roundtable
9 Teresa Long, MD, Health Commissioner
Columbus Public Health
Ty Marsh, CEO and President
Columbus Chamber of Commerce
i Ann Spicer, Executive Vice President
Ohio Academy of Family Practice
9 Mike Stull, Regional Vice President
Employers Health
9 Jon Wills, Executive Director
Ohio Osteopathic Association

WHAT IS A MEDICAL HOME?
The patient-centered med
provided by physician practices that seeks to strengthen
the physician-patient re
care based on illnesses and patient complaints with
coordinated care and a |

Each patient has an ongoing relationship with a personal
physician who leads a team that takes collective
responsibility for patie
team i s responsi ble for
care needs and, when needed, arranges for appropriate
care with other qualified physicians.

A medical home also emphasizes enhanced care through
open scheduling, expanded hours and communication
between patients, physicians and staff.
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IV. Summit Framing

Jeff Biehl, president, Access HealthColumbus thanked the Summit Hosting Committee for its help with
convening purchasers, payors, and providers and shared a roadmap for advancing PCMH in our community.
This foundation of the roadmap is based on the collaborative work that Access HealthColumbus has been
coordinating with public-private partners over the past five years.

Access HealthColumbus Mission Why do we need to explore innovations in health carg

To improve access to health care in our community, "The goal is to transform the U.S. health care sector

particularly for those most vulnerable, from an underperforming conglomerate of independent

. . entities into a high performance "system" in which
by convening public private partners
participating units recognize their interdependence and
and coordinating innovative solutions. the implications and repercussions of their actions on
GKS aeaidsSy ra I gK2f Soda

From the preface to Building a Better Delivery System: a New Engineering/Health Care Partnership|
published in 2005 by the National Academy of Engineering and the Institute of Medicine.
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V. Introduction of Keynote Speaker

Ty Marsh, CEO and president, Columbus Chamber of Commerce welcomed Edwina Rogers to central Ohio and
provided the following introduction.

Edwina Rogers currently serves as the Executive Director of the Patient Centered Primary

Care Collaborative (PCPCC), a national multi-stakeholder initiative charged with securing

a Patient Centered Medical Home for all Americans. The Collaborative was created in late

2006 by several large national employers to facilitate improvements in patient-physician

relations, and create a more effective and efficient model of health care delivery. The

Coll aborative’s member ship i foyerdk hatefthea number
major primary care physician associations, health benefits companies, trade associations,
profession/affinity groups, academic centers, and health care quality improvement

associations.

In addition, Edwina served as the former Vice President of Health Policy for The ERISA
Industry Committee in Washington, DC, which advocates for the employee benefits and
compensation interests of America’s major emp

Edwina received her BS in Corporate Finance from the University of Alabama and a JD
from Catholic University in Washington DC, and was a Fellow at the Kennedy School at

Harvard in 1996.

VI. Keynote Speaker ¢ Edwina Rogers

PCPCC believes that, if implemented, the PCMH will improve the health of patients and the healthcare delivery
system. Employers, consumers, physicians and payers have agreed that the PCMH model can be an
important step toward creating payment systems for physicians that reward value. Compensation under the
PCMH model would incorporate enhanced access and communication, improve coordination of care, rewards
for higher value, expand administrative and quality innovations, and promote active patient and family
involvement.

The PCMH model will also engage patients and their families in positive ongoing relationships with their
physicians. Further, the PCMH will improve the quality of care delivered and help control the unsustainable
rising costs of healthcare for both individuals and plan sponsors.

PCPCC recommended payment methodology is three pronged and would include:

T Amont hly care coordination payment f oto-fadeViseang hy s
for the health information technologies needed to achieve better outcomes

1 A visit-based, fee-for-service component that is recognized for services that are currently paid under the
present fee-for-services payment system

1 A performance-based component that recognizes achievement of service, patient centeredness, quality
and efficient goals.

Pl ease cl i ck herSamnttpresantatenw Ms . Rodger ' s

To learn more about PCPCC, visit its Web site.


http://www.accesshealthcolumbus.org/pdf/projects/pcmh-2009-summit-slides.pdf
http://www.pcpcc.net/

Vil. Overview of PCMH Prototype (version 1.0)

Jeff Biehl shared a PCMH prototype for discussion and input. The prototype is based on our learning from
other communities with three key attributes:

9 Joint Principles of Patient-Centered Medical Homes
Y Principles:
Ongoing relationship with personal physician
Physician directed medical practice
Whole person orientation
Coordinated care across the health system
Quality and safety
Enhanced access to care
Payment recognizes the value added

Y Developed by the four Primary Care Physician Organizations —the American Academy of Family
Physicians, the American Academy of Pediatrics, the American College of Physicians, and the
American Osteopathic Association

I Chronic Care Model
Y The Chronic Care Model (CCM) identifies the essential elements of a health care system that
encourage high-quality chronic disease care. These elements are the community, the health
system, self-management support, delivery system design, decision support and clinical
information systems. Evidence-based change concepts under each element, in combination, foster
productive interactions between informed patients who take an active part in their care and
providers with resources and expertise.

1 National Committee for Quality Assurance (NCQA) PCMH Standards
Y Measurements:
Access and Communication
Patient Tracking and Registry Functions
Care Management
Patient Self-Management Support
Electronic Prescribing
Test Tracking
Referral Tracking
Performance Reporting and Improvement
Advanced Electronic Communications

As with any innovation, there are changes required and gains desired. The PCMH Prototype addresses the PROPOSED
CHANGES and PROPOSED GAINS for four stakeholder groups:

v" Purchasers
Patients
Payors

R NN

Providers



PROPOSED

CHANGES

PATIENTCENTERED

HenlthCaolumbus

MEDICAL HOME (PCMH)

LOCALPROTOTYPE FOCUSED ON CHRONIC CONDITIONS

V.1.0

What will be changed?

PURCHASER

¥ Encouragefrequire payors to participate in PChH
¥ Realign contracts & payments for FCMH
¥ Create incentives foremployees to use PChH

¥ Educate employvees on benefits of PCMH -d o

/‘.-—

PATIENT

Matched with their desired & appropriate medical hame

Contact primary care provider first for all illnesses & care

W

v

¥ Learn to manage chronic disease

v Empowered to make decisians about health
v

Showforappointments

OUTCOMESV\( Enterinta provider-patient contracts with providers

¢ ImprovedHealth
Status &
Bendthe

\ < Spending Cuwei

—— -]

PAYOR

Improved matching of patients to providers

FPay additional per-member-permanth (PMPR) fee to - -I -

primary care teams to coordinate care

First six months: pay PMPM fee to cover PCMWMH redesign costs A

B-12 months: pay PMPM fee based anprogress taward s I

Mational Cammittee for Quality Assurance (MCGA) recagnition

After 1 year: pay PMPM adjusted fees based an A
|

outcames and performance

\
-4 - --

PROVIDER

Frovide better access & enhance communication with patients
Irmplerment evidence-based guidelines for 3 chronic diseases
Imprave care coardinatian

Actively support patient self management

Measure & report pedformance across the practice ar physician

Track referrals using paper-based arelectronic system



PROPOSED

GAINS PATIENTCENTERED
MEDICAL HOME (PCMH)

LOCALPROTOTYPE FOCUSED ON CHRONIC CONDITIONS
V.1.0

What will be gained?
PURCHASER PATIENT

v Betler access to appropriate care

v Get better valu e forhealth care expenditures I

v Reduce employees absentesism & disability Y v Bemore satisfied as a patient/consurmer

N v S .
v Increase employee produ ctivity Have areduction in acuteillnesses

- o =¥ Reducecomplications from chronic conditions
/" SHAREDVALUE

/ Improve value \
for stakeholders,

ot SRR S S S T R EER R

Reduced costs,
PAYOR N\ Better physician/patient i PROVIDER

~ . relationships ”
-
—

— —

v Experience a better use of theirresources I v Provide better chronic & preventive care

v’ Remain competitive through innovation v Bermore caticfied

v Potential for lower acute care costs v Reduce medical arrors

v Berewarded forworlk that is valued by all stakeholders

¥ Sharein cost savings



VIIl. Participant Feedback on PCMH Prototype

Phil Cass, PhD, CEO, Columbus Medical Association & Foundation, invited the participants to gather in small groups to
work collaboratively on providing feedback on the PCMHC prototype. This collective feedback can be used to inform
PCMH demonstration projects in our community. The discussion question for these small groups was:

For each of the four stakeholders,
211 ¢ NB @2dzNJ ANRdzLIQA NBFf SOlAz2ya 2y
as a good place to start a demonstration project in our community?

Each group was asked to record their reflections. The following table documents the collective feedback received.

Reflections on the Prototype for Purchasers

Role of Purchasers
9 Bethe catalyst
Y  Start with purchasers
9 Create Awareness
Y  Education —critical
I Provide Access
Y  Primary care - problem with lack of PCP
Y  Funnel
1 Require Affordability and Flexibility of Options
Y Affordable options —no matter what size segment of employer (especially challenging small employers)
Y Wellness model —more than screening - fits needs of your organization
9 Incentivize Payors, Providers and Patients
Y  Franklin County —how do self-insured practitioners move payors to offer and patient to respond to a medical home?
Y  Accountability
Y  Changes in reimbursement models (ex. HSA) have had impact—Don’t want to be invol vg{
payoff for premiums
Y High deductible insurance encourage use of ER rather than PCP
Y  Build relationship to pay prevention
Y Need to stress preventative care and keeping patients healthy — give options of where care is sought e.g. diabetes kept
out of hospital — money well spent on the front end
Y  Build relationship to pay prevention

Project Design

T Models
Y Innovatve—e mpl oyees in other countries/ models.. Battell
Y Some private, some public (Medicaid/Medicare pilots)

9 Care Coordination

Y What care coordinatiadffie?bel ongs in a physician’s
Y Does the primary care physician have the tools currently to best serve their patients?
9 Services

Y How to craft incentivize wellness programs

Y Need to stress preventative care and keeping patients healthy —give options of where care is sought e.g. diabetes kept
out of hospital — money well spent on the front end

Y Need to get pharmacist involved

Return on Investment
9 Timing of Investments
Y How deal with initial increased costs — until medical home starts slowing returns/benefits
Y How get ER and payor to take a longer view
Y  Where will the savings accrue? Decreased expense due to prevention and wellness?
9 Outcomes/Measures
Y How do you measure the success of the Medical Home concept?
Y  Will this reduce the time to acquire and use?

(e



Reflections on the Prototype for Payors

Role of Payors
9 Start with Payors
Y  All four stakeholders must change their orientation at the same time
Y Medicaid may begin this process firfgst, private i n;g
I Be Accountable
9 Have an Even Playing Field
Y  Pay for uninsured (CMS, Medicaid, private payors, etc.)
Y Value-based purchasing
Y Problems with Medicaid paying differently from other payors
Y  Private —willing to take

Project Design

9 Flexibility

Y Must make approach fit all types/sizes of providers

Y Can’t impose “different values” on all types of pa
1 Access

Y Doctor/patient/provider not determined by payor
9 Care Coordination
Y Clear practice guidelines bring greater consistency to treatment/outcomes
Y Can the provider change their orientation from primary care to a health orientation and care coordination
Y  Might be an issue for people who are in a demonstration project vs. those who are not
9 Services
Y What is paid for when we ask physicians to treat episodes — better to pay on an ongoing basis for wellness
Y Focuson preventative care
I Cost of Services
Would be good to pay a management fee to compensate for additional staff needed for increased record keeping
Who pays incentive?
We must look at gross resources being used —North Carolina numbers look good but payors need to know what dollar
amount will be incurred

< =< =<

Return on Investment
M Outcomes/Measures
Y Key is outcomes
Y Nationally recognized standards, measures, etc.
9 Timing of Investments
Y Time and cost
Y Doesn’t teduiresdditionabsteott term funding upfront?
i Expectations
Y  Money launder — bottom line is stock holder —for profit nature of healthcare
Y Chamber Commerce — premium increase shifting competitive industries
Y Private insurance doefssn’t see the decrease in cost




Reflections on the Prototype for Patients

Role of Patients
I Start with the Patient
Y Begin with patient, successful model then provider will join.
9 Patient Must Be Engaged and Participating
Compliance
Getting patient engaged will be a challenge
Part of culture = assimilate
How to get patients to be accountable
Pay/incentivize patients
What is incentive? How do we hold accountable (tied to your health goals)
How to incentivize wellness program
Partner-active participation
I Patients Must Be Educated
Y Engage/Educate and re-educate
Y Big need to learn new ways to access healthcare
Y How to get useful, understandable information so can make informed decisions
9  Patients Need Opportunities for Input Into the Design
Y Patient representation in design, planning and implementation
Y Consumer buy-in
Y  Patient and medical community must understand
Y May be hard to convince patient that this will work

LK K K < <

Project Design
1 Accessibility
Y Open access; 24/7 360 degree access; Will it still be most convenient to access?
Y  Accessible, transparent, validated
Y Selection of patients?; What aspects of PCMH need to be present to reduce/eliminate disparities?
Y Same day after hours availability
9 Services
Y  Wellness/wellness system
Y Mental health issues (lack of access providers challenge, especially for lower income); mental conditions should be
included.. too many systems exclude it from consi dg
Is there a place for alternative therapies here? Patients are certainly interested (and willing to use)
Managing illness under partnership care with provider —change the way they orient
There will likely be confusion—-mu st be a “Keep It Simple Stupid” mod
Are PCPs competent to treat chronic conditions?
9 Care Coordination
Y  Follow-through is key (given when case management is in place)
Y Presumed improved care coordination
i Affordability
Y  Will | personally be required to pay additional costs for the coordination of care?
Y Affordable options
9  Privacy
Y Protect my privacy in this model; concerns about privacy
Y Information collected at one source

< =< =< =<

Return on Investment

9 Outcomes/Measures
Y How do we measure success?
Y  Benefit of physicians looking out for patients (drug interactions, for example)
Y  Must be win, win for all 4 parties!

I Timing of Investments
Y  Short term concern of lack of money vs. long term concern of managing health
Y Time and cost




Reflections on the Prototype for Providers

Role of Providers
9 Participate
Y Provider buy-in
Y  Providers will need to prepare and understand the definition
Y Physicians don’'t understand medi cal home concept
I Make it Easy for Patients
Y Keeping information for patients simple is key
Y Requiresre-desi gn of entire practice; need sufficient pa
Y  Partnership and team approach —empowers patients
Y  Allows providers to be more focused
 Be Accountable
Work with Payors
Y Question wisdom of payor requirements-Payor s don’'t understand what the

Project Design
9 Team Approach
Y  Characteristics of a team
Y Questions about viability of Team approach
Y Todo it right, push team care concept — pharmacists, care coordination, - ancillary staff allowing provider to lead team
—increase quality time with patients —may limit provider but push to use support
1 Payment Design
Y  Payment for non-office visit; pay for/recognize the cognitive efforts for patient outside of office visit (email, phone)
No incentive — e-visits
Uni nsured creates anowaytopayforfarl tie cdordinatéon far pninsureda ¢ h
What do about uninsured
How would reimbursement mechanism change?
Concern about uncompensated and burdensome requirements of Medical Home
Must incentivize providers — pay for different things

<< << < < <

1 Training
Y  Pre packaged model and training for docs
Y Tie physician office to community resource
9 Care Coordination
Y Care coordinati on rkele setvited (espgainlly mental heeltd) aro dvailadle
Y Coordination of care 1) EMR 2) disease management 3) interoperability/connectivity
Y How will referral patterns change to specialists?
Y Providers have concerns with getting patients to follow treatment plans
1 Accessibility
Y How do you get those eligible for SCHIP enrolled (take advantage)
Slow dose of PCP
Are there enough primary care providers in this community?
Seamless access
Mor e PCP’ s
How accessible /available for physician 24 on call?
his limit the volume patients are seen?
Technology resources/training systems to integrate
Want to do but need it funded interconnectivity
Communication improving with e-records - turn information around - everyone is talking to each other,ex-Ch i | dr
Hospital
Evidence fared —internet is changing face of medicine
Many don’t have EMRs, which can be expensive
Want someone to pay for EMRs (not good to use the Vista system in which physicians have to enter everything);
physicians are all-consumed with seeing patients

T will

< T << <
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9 Services

Y How does treatment for mental health services change? Integrate?

Stigma in treating mental illnesses?

Define P4P; risk adjustment included?

Selection of providers?

Infrastructure is concerned not available

It may not be enough to have 10% of patients in a practice in a PCMH payment system
Important to start simple and build

<< << < < <

Return on Investment
9  Timing of Investment
Y Must be able to jump in and have early successes
Y Time and cost
Y  Short term funding up front?
 Outcomes/Measures
Y Decreased E.D. visits
Y Need good incentive, specialists may not |ike it,

IX. Participant Feedback on Chronic Disease Approach

The small groups were then asked to spend collaborative time discussing:
Which chronic disease or condition might we start with for this demonstration project and why?

Each group was asked to record their reflections. The following table documents the collective feedback received.

Diabetes and obesity
I Diabetes
Y Medical and monitoring
It contributes to so many other diseases and disease processes
Prevention (pediatric), asthma = lifestyle changes
Is a good one, too, because it causes other problems as well.
Large enough to have impact; can track data easily; large population; large cost savings potential
Already well established standards of care to manage (PPOD) maintain routine care —compliance level key at primary
car e “ MHGth typed anétlpe Il
Y  Uninsured diabetics
Diabetes or hypertension
Obesity
Y Because it is often a marker of patients with a variety of disorders and may have compliance issue
Y Ties lots of other things together: heart disease, depression, diabetes, etc.
Y Obesity because it’'s so preval enrti sakn df aicst ocro nfpoarr ana
charge for obesity, so diabetes is better.
Y Needs tie whole
9 Obesity/Diabetes
Y Stats, controllable, reversible, costs associated shortened lifespan and childhood obesity.
Y Increase weight management/obesity
9 Diabetes or depression

< <
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Mental health

9 Psychiatricissues
Y Mental health needs to be part of medical home
Y Behavioral Health (mental health and ADD) —1 out of 5 individuals has a diagnosis of mental iliness each year.
Y Undiagnosed mental illness appears in PCP as headaches, stomach aches, etc.

9 Dementia - fastest growing segment of Central Ohio

9 Depression is #1 reason for disability

11




General comments and starting with multiple conditions
I Obesity
Y Obesity —BP, CHF, diabetic manage together
Y Obesity — payment issue with Medicaid, replacing unhealthy foods and beverages in schools. Models for exclusive
compliance, food stamps to cover healthier foods,
Y Obesity - 2/3 of Central Ohio are impacted, heart disease, diabetes, orthopedic problems
I Diabetes/Asthma
Y Quick turnaround for starting point: diabetes (3 —year turnarounds); Asthma (may be easiest/fastest results - FQHCs
don’'t see asthma as much because of Children’s Ho;{
9 AllorOne
Y  Start with one and cut teeth or go with 6 and really focus on all 6 major/common chronic diseases: diabetes, mental
health, hypertension, but depends patient population based on community.
I  Uninsured
Y Could we start with an uninsured population in a inter-health system pilot initiative — divert from ER
9 Other
Y  Will we focus on wellness/sickness? Medical home very ideal for chronic care
Y Hypertension, mental health especially depression, maternal health issues

Other comments on which chronic condition and why

T Asthma
Y National standards of care —basic preventative treatments
Y Dramatic/quicker results
Y  Asthma childhood

1 Smoking

I Cancer

X. Next Steps

Jeff Biehl shared the next steps for advancing PCMH innovation in our community is to identify stakeholders interested
in designing and implementing a demonstration project. Participants were asked to complete a questionnaire before
departing that indicated their level of participation moving forward.

40 participants indicated YES, interested in participating in learning/working sessions with other stakeholders
10 participants indicated an interest in setting up time to discuss participation in more detail.

Jeff shared that Access HealthColumbus will use all the Summit feedback to shape next steps for advancing PCMH
innovation in our community.

Xl. Closing

Robert Edmund, director of policy, Ohio Business Roundtable closed the Summit with the following comments.

v" Thanked participants for their time and contributions
v" Thanked Access HealthColumbus for acting as a catalyst for innovation
v" Thanked the Access HealthColumbus funders for supporting this important work in the community.

Project coordinated by: This project receives financial support from the following public-private partners:
\\'//
Columbus S,
HealthColumbus Iijlél(;]i}czlllh -* :' ':
Association EFraninn County % 3

I

;é
Frgyt®

FQLllld’dtiOl‘l Columbuschamber Where Government Works
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Barry Malinowski, MD
Jan Persinger

Scott Gerhart
Kathleen R. Crampton
Dianne Radigan

Craig Thiele, MD

Toni Bighy

Jeff Klingler

Barb Seckler

Lee S. Nathans, RHU
Heather Witt
Jacquetta Al-Mubaslat
Jewell Garrison

Phil Cass, PhD
Weldon Milbourne
Tom Horan

Teresa Long, MD
Kathy Greene

Mike Stull

Andi Gray

Ted Wymyslo, MD
Marilyn Brown

Scott Solsman

Ty Marsh

Paul Quinn

Brody White

Brenda Fingerlow
Dana Vallangeon, MD
Jacob Bryan

Pat Ecklar, MD

Brian Kolligian

Fran Crider

Lisa Hatton

Brian Pierson

Joe San Filippo
William Cotton, MD
Ann Spicer

Suzie Garcia

Rob Edmund

Melissa Wervey Arnold
Gary Panek

APPENDIX A ¢ SUMMIT PARTICIPANTS

Anthem

Anthem

Anthem

Buckeye Community Health Plan

Cardinal Health

CareSource

CareSource

Central Ohio Hospital Coalition

City of Columbus Institute for Active Living
Columbus Area Health Underwriters Association
Columbus Medical Association and Foundation
Columbus Medical Association and Foundation
Columbus Medical Association and Foundation
Columbus Medical Association and Foundation
Columbus Medical Association and Foundation
Columbus Neighborhood Health Center
Columbus Public Health

Congresswoman Mary Jo Kilroy (OH-15)
Employers Health Coalition of Ohio, Inc.
Family Medicine Dayton

Family Medicine Dayton

Franklin County Board of Commissioners
Franklin County Commissioners

Greater Columbus Chamber of Commerce
Health Policy Institute of Ohio

Kroger

Lower Lights Christian Health Center

Lower Lights Christian Health Center

medical student

MetroWest Internal Medicine

Molina Healthcare of Ohio

Molina Healthcare of Ohio

Molina Healthcare of Ohio

Mount Carmel

Nationwide Better Health

Nationwide Children's Hospital

Ohio Academy of Family Physicians

Ohio Association of Community Health Centers
Ohio Business Roundtable

Ohio Chapter - American Academy of Pediatrics
Ohio Department of Aging
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James Bryant, MD
Douglas Anderson
Berna Bell
Representative Marian Harris
Rick Cornett

Barbara Bennett, MD
Jon Wills

Janet Shaw

Brent Mulgrew
Neeraj H. Tayal, MD
Lea Blackburn

Lee Xu, MD

Larry Gabel, PhD
Stephanie C. Cook, DO
Jerry Friedman

Kelly J. Scheiderer
Tom Scheid

Cathy Levine

Richard Gajdowski, MD
David Ciccone

Tom Hadley

Darryl Robbins, DO
Isi Ikharebha

Jeff Biehl

Kim Keinath

Hannah Mugambi
Maria Rodgers

David Chrestay

Deb Helber

Debbie Crawford

Eric Davies

Malcolm Porter

Ying Studebaker

Ohio Department of Health

Ohio Department of Insurance

Ohio Hospital Association

Ohio House of Representatives

Ohio Optometric Association

Ohio Osteopathic Association

Ohio Osteopathic Association

Ohio Psychiatric Physicians Association
Ohio State Medical Association

Ohio State University Medical Center
OhioHealth

OSU Center for Personalized Health Care
OSU Department of Family Medicine
OSU Managed Care

OSU Medical Center

OSU Medical Center

Small Business Network on Health Care
UHCAN Ohio

United Healthcare

United Way of Central Ohio

Wells Fargo Insurance Services

Access HealthColumbus
Access HealthColumbus
Access HealthColumbus
Access HealthColumbus
Access HealthColumbus
Access HealthColumbus Consultant
Access HealthColumbus Consultant
Access HealthColumbus Consultant
Access HealthColumbus Consultant
Access HealthColumbus Consultant
Access HealthColumbus Consultant
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