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WHAT IS A MEDICAL HOME?

The patient-centered medical
home is a model for care
provided by physician practices
that seeks to strengthen the
physician-patient relationship by
replacing episodic care based on
illnesses and patient complaints
with coordinated care and a
long-term healing relationship.

Each patient has an ongoing
relationship with a personal
physician who leads a team that
takes collective responsibility for
patient care. The physician-led
care team is responsible for
providing all the patient’s health
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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Executive Summary

In 2007/20(?8_, Access Healj[hCqumbus (AHC)'conducted a Medical | gased on emerging
Home FeaS|p|I|ty Study to inform the community of th(_e va_llqe and research, the medical home
costs of medical homes - a health care model in which individuals .

use primary care practices as the basis for accessible, continuous, model has the potential to
comprehensive and integrated care. The Patient-Centered Medical improve health outcomes
Home (PCMH) model of primary care involves changes to three and reduce overall costs.
major facets of the current health care system: practice redesign,
payment reform and patient engagement.

In November 2008, AHC began exploratory work around the design phase of the PCMH Initiative in
Franklin County. As the partners and scope of the PCMH initiative in Franklin County have yet to be
determined to date, this report offers potential stakeholders some initial lessons learned from PCMH
initiatives across the country and includes preliminary recommendations to inform the continued
advancement of a local PCMH project.

PCMH Demonstration Projects in the U.S. - Leading national physician and specialty societies
developed a consensus definition of the PCMH model through their Joint Principles, which act as the
foundation for many projects. While evidence of the effectiveness of the PCMH model is still being
evaluated, numerous purchasers, payors including Medicare, state and national medical associations
and funders find the concept compelling enough to make large and long-term investments in PCMH
pilots.

Many demonstration projects are statewide or regional. Several
Currently there are at least projects involve major metropolitan areas comparable in size to a

22 multi-stakeholder PCMH | local community such as Franklin County. One example is Denver’s
demonstration projects in 16 | Mmulti-year, multi-stakeholder pilot with 16 practices targeting over
states and eight state 30,000 patients. In addition to payment reform, physician practices
in Denver will receive quality improvement coaching, learning
collaborative sessions and some technology supports to transform
their practices to encompass the PCMH model.

Medicare pilots are planned
for 2009.

TransforMED, an entity started by the American Academy of Family Physicians, conducted a PCMH
demonstration project which was completed in 2008. The pilot randomized providers into two groups:
an experimental group receiving support for PCMH transformation and a control group of providers
intended to be “self-directed.” During the pilot period, the QI team fees were $12,000 - $15,000 per
physician (not per practice) which were covered by an AAFP grant. While formal evaluation results
are not yet available, some published observations found that self-directed practices, on average,
moved more quickly toward innovation than did their facilitated counterparts, which often waited for
consultants to lead them.

Major Decision Points in PCMH Demonstration Projects - The foremost component of any
demonstration project is “who’s in.” Who are the payors, purchasers, practices and patients that
choose and/or are selected to participate in the project. These participants will determine key
decisions for the project such as the study design, technical assistance provided to physician practices
and the reimbursement approach. Experts advise pilots to be aware of anti-trust issues that could arise
in the course of developing or conducting a demonstration project. The Colorado demonstration
project includes legal consultation related to antitrust rules in its budget and has established some anti-
trust related guidelines for meetings.
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Participating Practices in the Demonstration Project -

There are several considerations regarding the recruitment or | /2% OF primary care visits occur

selection of practices and providers to participate in any in practices with fewer than four
PCMH initiative. Often, small practices lack manpower, physicians, 50% of primary care
technical infrastructure, space, capital, and purchasing visits occur in practices with one

efficiency. Most demonstration projects have indicated that it | {9 two physicians
is very difficult for small practices to meet the criteria to be a
PCMH. On the other hand, small practices have the ability,
when motivated, to change quickly, where in larger practices, decisions and movement can be more
cumbersome.

Participating in a PCMH demonstration project is a major commitment on the part of a practice and its
leadership, physicians, other clinical and office staff. Most projects last at least two years and may
require ongoing activities such as regular conference calls, quarterly face-to-face learning sessions
lasting two to three days, data collection and submission and demonstrating the capabilities to deliver
necessary services as a PCMH.

Care coordination and integration are core features of the PCMH model and to accomplish these,
PCMH practices work towards numerous options such as patient registries, electronic medical records
(EMR) and health information exchange systems. While technology is absolutely necessary, it is not
sufficient to create sustainable change in care delivery.

Costs and funders for project implementation - In addition to payors providing payments to
practices for PCMH services, the costs of demonstration project implementation can vary greatly
among the different projects based on their stakeholders, geographic location, scope, size and
structure. For example, the technical assistance costs for practice redesign for 15 - 20 practices are
estimated at $200,000 - $250,000 per year. Funding for various PCMH projects comes from a variety
of sources including purchasers/employers, local, state and national health foundations and other
entities.

PCMH Model Options - PCMH demonstration projects across the country are using a variety of
different models, many of them being hybrid models that combine elements from the Joint Principles,
the National Committee for Quality Assurance (NCQA) Model and the Chronic Care Model. The
various models have their strengths and weaknesses. Most pilots are using the Chronic Care Model
because it has the components of the PCMH Joint Principles. The NCQA Model has support from
payers and places greater weight on information technology than other models, but needs to be
supplemented with a continuous quality improvement component.

PCMH payment levels vary. Vermont PCMH Reimbursement Models - PCMH p||0t
expects practices to earn an additional projects and demonstratlons throughout the nation
. have taken a variety of approaches to restructure
$20,000 - $30,000 each per year while : . -
. i ) reimbursement to pay providers for PCMH activities.
Philadelphia estimates $35,000 t0 $85,000 | ¢ pational Patient-Centered Primary Care
per full time physician per year. Collaborative (PCPCC) recommends a traditional
CMS/Medicare demonstration project fees fee-for-service for office visits with a three-part
are very robust and have been estimated at model that includes a prospective monthly fee for
$104,232 or $133,386 per year for the care coordination, a visit-based fee-for-service
component and a performance-based payment for

ical pri hysician.
typical primary care physician improved quality, outcomes and practice efficiency.




Using Learning Collaboratives to Promote Practice Change - In many demonstration projects,
such as Colorado, a formal “Learning Collaborative” is used to support the technical assistance
required for practice redesign and there are different styles and levels of collaboratives that could be
offered to support practices. More formal learning collaboratives need to be managed and supported
with staff and/or consultants, choose collective aims and outcome measures, decide on the quality
improvement model and provide training to participants in often multi-day learning sessions. Several
sources suggest that many physicians will need special support in transitioning to a team approach —
which is one of the strong facets of the PCMH model. The collaborative also needs to determine what
other supports, if any, will be offered to collaborative participants. Most demonstration projects have
at least one QI Coach to provide onsite technical assistance.

Reflections from the Access HealthColumbus PCMH Summit - In February 2009, AHC sponsored
a PCMH Summit for payors, purchasers, patients and providers to learn more about PCMH
innovations across the country, to get feedback on some potential PCMH model features and to gauge
the level of interest in participating in the design and implementation of a local PCMH demonstration
project. Seventy people attended the summit and approximately two-thirds of those who attended
indicated interest in having some level of participation in advancing a PCMH project in Central Ohio.
Participants provided feedback and questions that could be used in the future to help shape the project.

Access Heal Pote@ial Optiombin Advancing PCMH - To capitalize on the energy and
interest expressed from the February PCMH Summit attendees and others in the community, there are
several potential paths for one or more PCMH initiatives in Franklin County. These different paths
could offer some similar and unique roles for Access HealthColumbus. Below are six options that are
discussed in the report as potential roles for AHC.

1. Advance a Medicare Medical Home Demonstration Project (if Ohio is named a demonstration
site by the CMS in early 2009)

2. Sponsor a PCMH Practice Redesign Learning Collaborative

3. Serve as a resource to advance PCMH in Franklin County

4. Advance a state Medicaid PCMH demonstration project in Franklin County
5. Work with purchasers to advance PCMH

6. Partner with other stakeholders to lead the design and implementation of a single or multi-
stakeholder demonstration project in Franklin County



Introduction and Background

In 2004, Access HealthColumbus (AHC) began a successful Care Coordination Demonstration
Project. This project later proved the value of establishing a unique source of primary health care and
the benefits of coordinated health services across a continuum of care.

In 2007/2008, AHC conducted a Medical Home Feasibility Study to inform the community of the
value and costs of medical homes - a health care model in which individuals use primary care
practices as the basis for accessible, continuous, comprehensive and integrated care. Based on
emerging research, the medical home model has the potential to improve health outcomes and reduce
overall costs in the U.S. health system.

In November 2008, using the recommendations of the study and positive encouragement from
community stakeholders, AHC began initial exploratory work around the design phase of the Patient-
Centered Medical Home (PCMH) Initiative in Franklin County.

As the partners and scope of the PCMH initiative in Franklin County have yet to be determined to
date, this report offers potential stakeholders some initial lessons learned from PCMH initiatives
across the country and includes preliminary recommendations to inform the continued advancement of
a local PCMH project.

The information contained in the report, gathered through February 2009, is based on extensive review
of the PCMH published literature and unpublished documents, key informant interviews with
representatives of various PCMH demonstration projects, participation in Patient-Centered Primary
Care Collaborative (PCPCC) sponsored learning sessions and consultants’ experience in primary care,
disease management programs and preventive self-care support programs.

PCMH Defined
The PCMH model of primary care involves changes to three major facets of the current health care
system:

1. Practice redesign

2. Payment reform

3. Patient engagement

Leading national physician and specialty societies joined together in 2007 to develop a consensus
definition of the PCMH model through their Joint Principles." The principles, adapted from the
Colorado demonstration project,? define the PCMH model of care components.
Every patient has a personal physician
Care is provided by a physician-directed team that collectively cares for the patient
Personal physician is responsible for providing all patients’ needs, or arranging and
coordinating services to be provided by others
Care is coordinated and/or integrated across all aspects of healthcare
Quiality and safety are hallmarks

o Compassionate, patient-centered care

o Evidence-based medicine and clinical decision supports

<< <<

! American Academy of Pediatrics, American College of Physicians, American Academy of Family Physicians and the
American Osteopathic Association, March 2007
2 Colorado Clinical Guidelines Collaborative, December 2008 Overview



o Participation in continuous quality improvement and voluntary performance
measurement
o Patients actively participate in decision-making and provide feedback
o Information technology is utilized to support care delivery
0 Practices participate in a voluntary recognition process
V Enhanced Access (expanded hours, open scheduling, same day visits and alternative
communication models)
V Payment appropriately recognizes the added value of PCMH (fee for service, care management
fee and the rates are based on the disease burden of patients and predicted future costs to
payers and pay for performance)

PCMH Demonstration Projects in the U.S.

According to the PCPCC, currently there are at least 22 multi-stakeholder PCMH demonstration
projects occurring across the U.S. in 16 states and eight state Medicare pilots are planned for 2009.
While evidence of the effectiveness of the PCMH model is still being evaluated, health care reform
advocates, Medicare, medical schools, state and national medical associations, Federally Qualified
Health Centers, the National Association of Community Health Centers, numerous funders, purchasers
and payors find the concept compelling enough to make large and long-term investments in PCMH
pilots.

PCMH demonstration projects vary in size, scope, funding support and sponsors. Most are statewide
or regional projects, including Pennsylvania’s initiative, which is considered a strong model.

State Demonstration Project Example: Pennsylvania

Area Southeastern Pennsylvania (with plans to expand to other regions of the state)

Pilot period 3 years, 2008 - 2011

Stakeholders Governor’s Office, numerous payors, provider organizations and university health systems
Expected 32 practices/200,000 patients initially

providers

Practice Partnering with the Pennsylvania chapter of Improving Performance in Practice® (IPIP) to

transformation | provide practice coaches and a web-based patient registry to the practices
support

Evaluation/ Clinical quality, cost, patient and provider experience and satisfaction
measures

* IPIP is a physician-based, chronic care-focused quality improvement program featuring practice coaching, collaborative
learning, patient registry support and monthly performance measurement and benchmarking. Nationally, IPIP is a program
of the American Board of Medical Specialties Research and Education Foundation and funded by the Robert Wood
Johnson Foundation.




Several projects involve major metropolitan areas that could be considered more comparable in size to
a local community such as Franklin County. One example is Denver’s multi-stakeholder pilot
targeting over 30,000 patients.

Metro Area Demonstration Project Example: Denver, CO

Area Denver Metro area with ability to spread to “Front Range” communities

Pilot period Two years starting spring/summer 2009

Stakeholders Five private payors and two public payors including Medicaid

Expected 16 practices
providers
Practice Initial ramp-up support - using National Committee for Quality Assurance (NCQA) Level |

transformation | change elements, a learning collaborative session, coaches, registry support
support
Ongoing support — using quality improvement (QI) coach, learning collaborative sessions
and additional technology supports

Evaluation / A matched comparison group methodology assessing project’s effects on cost, quality and
measures satisfaction (provider office and patient), specific health outcome measures include
cardiovascular disease, diabetes, low back pain, prevention and depression

The Colorado demonstration project involves four phases over the course of about four years.

Phase | (8 months)

Leadership development

Planning and pilot program development
Physician advisory group initiated
Payment group initiated

Evaluation and funding development

Phase 11 (6 — 9 months)

Practice recruitment

Final technical assistance development
Practice technical assistance

Secure evaluator funding

Phase 111 (2 years)
Pilot study begins
Pilot practices achieve at least Level | NCQA using the Physician Practice Connections-PCMH Tool

Phase 1V (3 months)
Pilot ends
Final evaluation conducted

Medicare Medical Home Demonstration Project

The Centers for Medicare and Medicaid Services (CMS) are expected to designate eight states as sites
for a Medicare Medical Home Demonstration Project. A site will be considered no larger than a state,




but no smaller than a county. Although the project is currently on hold, CMS is anticipated to make
an announcement in the spring of 2009.

Once a state is designated as a site, medical practices will apply to CMS. To be eligible, medical
practices:

1 Must claim 150 or more fee-for-service (FFS) Medicare beneficiaries per physician. Not every
physician in the practice must qualify.

1 May be small, medium or large private practices or Federally Qualified Health Centers
(FQHCs)

A CMS-specific version of the NCQA PPC-PCMH criteria has emerged. To qualify for the
demonstration project (following a several month probationary period), a practice will have to meet
the Tier 1 requirements, or 17 of the 19 standards. To reach Tier 2, practices would need to meet all
19 of the mandatory capabilities, plus any three optional criteria. More information on the CMS
demonstration project is available at http://www.accesshealthcolumbus.org/pdf/projects/pcmh-
20090223-medicare.pdf and it includes links to CMS materials and announcements.

TransforMED3 O . AOCET T Al  $ AT T 1 OFveihindry Lessofisd.éafnddA O AT A
TransforMED, developed by the American Academy of Family Physicians (AAFP), is an organization
promoting the PCMH movement and a specific PCMH model which has eight components:

Access to Care & Information
Practice Services, Care Management
Continuity of Care Services
Practice-Based Care Team

Quality & Safety

Health Information Technology
Practice Management

TransforMED found self-
directed practices, on average,
moved more quickly toward
innovation than did their
facilitated counterparts, which
often waited for consultants to
lead them.

E R

TransforMED is a proprietary entity and some communities
hire a TransforMED team of consultants to help their
community physicians make changes. The team includes
one nurse, one practice management person and a QI
specialist.

TransforMED conducted a PCMH National Demonstration Project (NDP) which was completed in
2008. The pilot randomized providers into two groups: an experimental group receiving support for
PCMH transformation from a TransforMED QI team and a control group of providers intended to be
“self-directed.” During the pilot period, the QI team fees were $12,000 - $15,000 per physician (not
per practice) which were covered by an AAFP grant.

Formal evaluation results of the NDP for the experimental group receiving TA and support are
expected to be released in April 2009. Nevertheless, some published observations® to date related to
the NDP study’s “self-directed” providers could have implications for local PCMH initiatives.

* Loxterkamp, D. & Kazal, L.A., Jr. (2008). Changing horses midstream: The promise and prudence of practice redesign.
Annals of Family Medicine, 6(2), 167-170.


http://www.accesshealthcolumbus.org/pdf/projects/pcmh-20090223-medicare.pdf
http://www.accesshealthcolumbus.org/pdf/projects/pcmh-20090223-medicare.pdf

Self-directed practices, on average, moved more quickly toward innovation than did their
facilitated counterparts, which often waited for consultants to lead them.

Practices in the facilitated experimental group may have had “change fatigue” — too much
change too soon. This did not appear to be an issue for the self-directed practices as they were
under no obligation, had less pressure and moved at their own pace.

Some self-directed practices participated in a retreat and each practice committed itself to
making 1 — 2 changes in the coming year — group medical visits and open access scheduling
were the most popular planned changes.

All of the self-directed practices attending the retreat had electronic health records (EHR) in
place. All of these practices shared the struggle of the transition to EHR and the enormous
time and attention it took to not only implement the system but have it actually become helpful
and working to improve care. (Transition time generally takes two to three years with
extensive training, software and human corrections before EHR is beneficial to practices.)

Some of the self-directed practices became (or were already) change leaders that advanced

PCMH in their practices and among their colleagues without any payment reform,
reimbursement or expectation of reward.
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Major Decision Points in PCMH Demonstration Projects

The foremost component of any demonstration project,
“who’s in” — the payors, purchasers, practices and patients

- that choose and/or are selected to participate - will Decision Points of PCMH

determine the remaining key decisions for the project. The
PCPCC has developed draft recommendations regarding
general guidelines for demonstration projects that can be
found at http://www.pcpcc.net/content/guidelines-patient-
centered-medical-home-pcmh-demonstration-projects.

PCPCC also advises pilots to be aware of anti-trust issues
that could arise in the course of developing or conducting

Demonstration Projects

The Patient-Centered Primary
Care Collaborative (PCPCC)
recommends these major points
in defining a formal PCMH
demonstration project.

a demonstration project. The Colorado demonstration Dol ngs
S . : 2) Guiding Principles
project includes legal consultation related to antitrust rules : .
b ! . 3) Colloborative Leadership
in its budget and has established some anti-trust related .
guidelines for meetings: 4) StU(_jy DS
' 5) Project Goals
. 6) Evaluation Plan
1 Setan aggnda for each meeting gnd focus your 7) Reimbursement Approach
conversations on the agenda topics. Do not let the . .

: i ) 8) Technical Assistance —
conversation wander into subjects that have Practice Redesign
antitrust sensitivity. 9) Technical Assistance —

. . . . Health Plan Support
1 The agenda may include discussions and joint 10) Health Plan Operational

decisions on the elements of the PCMH pilot,
including what services physician practices will be
asked to perform as “medical homes”.

1 Participants may not discuss how to set

Issues

11) Payments to Providers

reimbursement for PCMH services or how much will be paid for PCMH services. However,
program elements related to reimbursement that are essential to execution of the pilot program

may be discussed and agreed upon.

1 Competitively sensitive and confidential information (e.g., provider fee schedules, payers’
market shares, premiums, or marketing plans being developed) may not be discussed.

1 Providers who participate in the meetings may not discuss how much they want to be

reimbursed for their services.

Participating Practices in the Demonstration Project

There are several considerations regarding the recruitment or selection of practices and providers to

participate in any PCMH initiative. Some of these include the following.

Voluntary vs. mandatory participation

Research suggests that providers and patients must be ready for change before attempts are made to
help them change. If a large payor and/or provider system participates in a PCMH pilot, there may be
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physicians who are less willing to participate or resistant to the project. This may become a
consideration and affect the results of the initiative.

Size of practices

Seventy-five percent of primary care visits occur in practices with fewer than four physicians. Fifty
percent of primary care visits occur in practices with one to two physicians (reported in PCMH
conference call). Often, small practices lack manpower, technical infrastructure, space, capital, and
purchasing efficiency. Most demonstration projects have indicated that it is very difficult for small
practices to meet the criteria to be a PCMH. Research also suggests that greater resources are
associated with earlier adoption. On the other hand, small practices have the ability, when motivated,
to change quickly, where in larger practices decisions and movement can be more cumbersome. The
AAFP TransforMED initiative and the American College of Physicians’ Center for Practice
Improvement have major efforts under way to better understand PCMH adoption in smaller practice
settings.

Time and work commitment to learning and practice redesign

Participating in a PCMH demonstration project is a major commitment on the part of a practice and its
leadership, physicians, other clinical and office staff. Most projects last at least two years and may
require ongoing activities such as the following.

1 Monthly conference calls

1 Quarterly face-to-face learning sessions (2.5 days per learning session, total of three - four
sessions) attended by selected members of the care team and practice staff (often at least 3
members of the practice including clinicians and managers)
Timely data collection and submission
Documentation of the change processes
Demonstrate capabilities to deliver necessary services as a PCMH. Example: Achieve the
NCQA’s PPC-PCMH recognition or achieve the PPC-PCMH- CMS criteria - Tier 1

E

Number of practices and patients participating

The number of practices participating in demonstration projects varies greatly across the country.
Wellstar Health System’s Atlanta project started with two practices reaching 850 covered lives. The
Colorado project is targeting 16 practices (total number of covered lives is yet to be determined.) Ifa
formal evaluation is desired for the project, a minimum of 30,000 patients is recommended according
to the Cincinnati and Denver demonstration projects’ evaluator. More than the desired number
should be included in the project due to expected attrition.

Technology Requirements for PCMH Demonstration Projects’ Practices

Care coordination and integration are core features of the PCMH model. To accomplish these, it is
expected that PCMH practices work towards numerous options such as patient registries, electronic
medical records (EMR) and health information exchange systems — which are seen to be extremely
important for advancing comprehensive case management and care coordination. The TransforMED
pilot indicated that it is extremely difficult to do population-based care without a registry or electronic
health record (EHR).
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Some pilots have identified concerns about using registries. Even practices with EHRs are found to be
insufficient for the transformation. Geisinger learned that “EHRs are absolutely necessary but not
sufficient to create sustainable change in care delivery.”

Measurement Methodology and Evaluation

All demonstration projects establish what they adopt as the standard of care and then determine what
level of achievement all practices in the demonstration project must meet. The TransforMED NCQA-
CMS requires practices to audit 36 charts if the practice does not have an HER, which is considered an
appropriate standard to follow because 30 charts is the minimum data point for QI audits.

Costs of project implementation

In addition to payors providing payments to practices for PCMH services, the costs of the
demonstration project implementation can vary greatly among the different projects based on their
stakeholders, geographic location, scope, size and structure. Provided below are a few very rough
cost estimates of particular components of demonstration projects.

1 Convening costs — estimated at $150,000 per year (includes staffing, face-to-face meetings,
webinars, travel for trainings and learning opportunities, printing and legal support)

1 Technical assistance for practice redesign costs — estimated at $200,000 - $250,000 per year
(includes TA for approximately 20 practices, staff, quality assurance coaches, consultants, fees
for NCQA, limited data support, expert faculty for three learning collaborative sessions,
registry programs and other costs)

{1 Formal evaluation costs - estimated at $150,000 - $200,000

Additional costs could vary and include registries and other project needs. Funding for various PCMH
projects comes from a variety of sources including PCPCC support, purchasers, Robert Wood Johnson
Foundation, the Commonwealth Fund, pharmaceutical companies, local and state foundations and
non-profit organizations, and some projects receive assistance from their state area health education
centers.

Selected Issues from the PCMH Literature

Keeping the “Patient” I nformed and Engaged

It is important to assure that the patient perspective is included when planning any PCMH project.

The Joint Principles and many of the standards and models for PCMH have built-in aspects that
emphasize patients and their needs. Nonetheless, some researchers suggest that while PCMH could be
a transformative innovation in the long run, in the short run “the overemphasis on practice redesign
could overshadow patient-centered care, which is considered the hallmark of primary care.®”

SPaulus, R.A., Davis, K., & Steele, G.D. (2008). Continuous innovation in health care: Implications of the Geisinger
experience. Health Affairs, 27(5), 1235-1245. http://content.healthaffairs.org/cgi/content/abstract/27/5/1235

® Berenson, R., Hammons, T., Gans, D., Zuckerman, K., Underwood, W., and Williams, A., A House is not a Home:
Keeping Patients at the Center of Practice Redesign, Health Affairs, Volume 27, #5, 2008.
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How Payors Qualify and Match Patients to Medical Homes

Potential challenges of the PCMH model relate to qualifying practices as medical homes and matching
patients with their medical homes. Regarding the former, there needs to be assurances that practices
are in fact capable of serving as a particular patient’s medical home. Research suggests that this
assurance needs to be balanced with not over-burdening physician practices with paperwork on
qualifications and participation. Matching patients to a medical home is a significant issue because 1)
practices need to know which patients they are responsible for so they can coordinate care, 2) patients
need to know which practice serves as their medical home. Some researchers suggest this matching is
not as easy as it looks. “The approach the payor uses to assign or attribute patients to medical homes
will ultimately influence how successfully medical home initiatives can engage patients and
physicians.”7

Budget Neutrality

The expectation of budget neutrality for participating payors in a demonstration project is not
recommended. In the same article cited above, the Center for Studying Health System Change
emphasizes that payors need to commit to support for primary care regardless of its potential for cost
savings. Other researchers have warned against PCMH projects that focus on cost containment at the
expense of the model, its effectiveness and improved health outcomes. Learning from the experience
of managed care as a purported transformational health care reform, focusing on cost containment
(and gatekeeping) alone will not be in the best interest of the demonstration project or its sponsors.

PCMH Model Options and Issues

PCMH demonstration projects across the country are using a variety of different models, many of
them being hybrid models that combine elements from the Joint Principles, NCQA and the Chronic
Care Model (newly named Care Model with some additional services added). All use NCQA’s PPC-
PCMH as recognition as a PCMH. The TransforMED pilot uses their own model but its pilot
practices also strive for NCQA recognition.

Below are characteristics, strengths and weaknesses of three common models being piloted.

NCOA Model

Goal is to identify primary care physician that functions as PCMH

NCQA is most recognized entity that verifies if a practice functions as a PCMH
Based on Chronic Care Model

9 standards with 32 elements

3 possible levels of recognition

Must pass minimum of 25 points of the total 100 points to achieve level 1

=4 =4 -4 -4 -8 -9

" Making Medical Homes Work: Moving from Concept to Practice, Policy Perspective #1 December 2008, Center for
Studying Health System Change, Mathematica Policy Research, Inc.
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Pros

Cons

Has support from payers
Satisfies Bridges to Excellence program®
Health consumers perceive quality

Places greater weight on IT

Weak focus on the 4 elements of primary care
model®

Lack of continuous quality improvement (CQI)
components

Emphasizes compliance - once practices receive
recognition, they may become less diligent in
providing quality PCMH services if they do not
have CQI practices in place

Chronic Care (Care) Model

1 Basis of PCMH Joint Principles and elements of NCQA
1 Focuses on system changes in primary care with six components:

o Self-Management Support
Clinical Information System
Community Resources & Policies
Organization of Health Care
Decision Support

Delivery System Design

O O Oo0OO0oOo

Pros

Cons

Most pilots are using this model because it has the
components of the PCMH Joint Principles

PCMH Joint Principles are based on Care Model

Evidence-based model with positive outcomes and
an impact on reducing costs

Views health system as a whole

Used by Federally Qualified Health Centers since
1998

Assumes that the patient is already in the primary
care system - employers, payors, and providers will
have to educate patients/health consumers on what
PCMH is, the benefits of PCMH, and encourage
health consumers to become established with a
PCMH

® Bridges to Excellence is a not-for-profit organization developed by employers, physicians and other industry experts to

improve the quality of care by recognizing and rewarding health care providers who demonstrate that they have
implemented comprehensive solutions (http://www.bridgestoexcellence.org).

%Primary care model: 1-first-contact care, 2-continuity over time, 3-comprehensiveness (concern for the entire patient
rather than one body system), and 4-coordination with other parts of the health system




Centers for Medicare & Medicaid Services (CMS) PCMH Model

1 Basically NCQA’s PPC-PCMH with some additional Medicare criteria

1 PCMH payment based on physician time, direct practice expenses, and professional liability
insurance required to provide medical home services

1 Two tiers of medical home service - payment rates are determined by level of capabilities, PCMH
payment is in addition to the existing evaluation and management (E & M) codes

Pros Cons
Meets all the criteria of NCQA The process of enrolling patients may be a burden
for the practice, this cost is not in the payment

Historically, CMS-Medicare has led the trend of
health plans and payment models - once CMS-
Medicare adopts a model, the health industry seems
to follow its lead

structure

The U. S. Dept. of Health and Human Services has
great political influence on what the national
payment policy looks like

Very robust payment model and CMS will share
some savings with practices and practices receive
higher payments for more complex cases

PCMH Reimbursement Models

PCMH pilot projects and demonstrations throughout the nation have taken a variety of approaches to
restructure reimbursement to pay providers for PCMH activities. The national Patient-Centered
Primary Care Collaborative (PCPCC) recommends a traditional fee-for-service for office visits with a
three-part model that includes:
1 A prospective monthly fee for care coordination (a bundled care coordination fee)
o Pays for non-face-to-face time spent
0 Helps support health information technologies (e.g., e-prescribing, internet access and
electronic medical record)
1 Visit-based fee-for-service component to pay for face-to-face visits (traditional fee-for-service)
1 Performance-based payment for improved quality, outcomes and practice efficiency

Payment levels vary greatly across different projects and parts of the country. Vermont expects
$20,000 - $30,000 per practice per year while Philadelphia estimates $35,000 to $85,000 per full time
physician per year. Medicare demonstration project fees have been estimated at $104,232 or $133,386
per year for the typical primary care physician.'® See Appendix A for specific examples of PCMH
payment models.

19 Health System Change Policy Perspective, Making Medical Homes Work: Moving from Concept to Practice, No. 1,
December 2008.
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Using Learning Collaboratives to Promote Practice Change

In many demonstration projects, such as Colorado, a “Learning Collaborative” is used to support the
technical assistance required for practice redesign.

There are different styles of collaboratives that could be offered to support practices in PCMH
transformation.

1. Formal learning collaborative — Practices come together and collaboratively determine
shared aims, focus of the collaborative, agree to shared protocols, regularly network and share
information, attend formal learning sessions, learn quality improvement methods, practice
what they have learned and share their lessons learned, challenges and successes with their
fellow collaborative members

2. Pilot programming — practices agree to work on the same aspects of practice redesign and
track the same measures, but there are no formal learning sessions, minimal networking,
practices may come together at the end of the project to share their progress

3. Individual practice transformation — each practice works independently to identify goals
and transform their care and organization towards PCMH, a practice hiring a quality
improvement coach and/or a TransforMED consultant would be an example

Provided below are some of the elements required to start and implement a formal learning
collaborative as defined above.

Developing the purpose (focus) of the project

Stakeholders need to determine the purpose of the project. Several projects focus on using the PCMH
Joint Principles to improve selected health outcomes and/or reduce selected health care costs. Other
projects may choose to focus on testing a component of the model or a tool.

An example of a purpose statement: The purpose of this PCMH project is to determine if the new
PCMH payment framework will result in better health outcomes for patients at less cost for purchasers
and payors.

Operating and staffing a collaborative

Many collaboratives hire staff to manage and support the collaborative. Staff could include a project
manager, staff that organizes the logistics of learning sessions, one or more QI coaches, a steering
committee to determine the topics in the learning sessions and contract faculty to teach the sessions.
Most collaboratives have at least three learning sessions, monthly (weekly in the beginning)
conference calls, QI coach site visits and a congress session to learn how to spread the learning.

Choosing aims and outcome measures
The aim statement of the practices is derived from the purpose statement of the collaborative. To

determine the chronic diseases the demonstration project wants to focus on, the collaborative can use
business methodology to choose the chronic diseases by calculating and comparing the costs of
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various high prevalence diseases for the population served. (A Pareto chart can help the participants
to focus on the diseases that offer the greatest potential for improvement and/or return on investment.)

Deciding on the quality improvement model to use

All demonstration projects use at least one quality improvement model to guide their change process.
Examples are Total Quality Management, Lean, Six-sigma and Model for Improvement. The
Geisinger Health System demonstration project uses a combination of various QI models. Colorado is
using a combination of the Model for Improvement and Lean. The Model for Improvement may be
easier to teach and learn compared to some other models and it has been used by many health care
organizations. Six Sigma requires more expertise in the statistical area and a Black Belt Six Sigma
qualified individual to oversee the project.

Determining what standards of care and measures to use

The standards of care and measures depend on the diseases that are focused on by the project. For
example, the Joint National Commission on Prevention, Detection, Evaluation, and Treatment of High
Blood Pressure -7 (JNC7) guidelines are used for hypertension. American Diabetes Association
guidelines are used for diabetes care.

Providing participants training in sessions

Training topics - Topics would be decided by the collaborative participants and its leadership and
could include: the various PCMH models, translating PCMH concepts into practice, basic concepts of
total quality management in the practice, useful QI tools and how to use them, assessing priority areas
for change in the practice that will provide the best return on investment, collecting data, using
registry software and providing team care.

Emphasis on teamwork - Several sources suggest that many physicians will need special support in
transitioning to a team approach — which is one of the strong facets of the PCMH model. As more
patient care and coordination is provided by the physician-led team, the physician has more time to
spend on sicker and more complex patients. Team care requires changes to the practice structure.
Successful teamwork requires delegation and new, effective communication. A successful
demonstration project may likely need to provide skill building in team leadership and team
functioning.

Determining what other supports, if any, will be provided to participants

QI Coaching - Most demonstration projects have at least one QI Coach to provide onsite technical
assistance. Many of the PCPCC pilots provide education and support to the practices, and one
registered nurse with QI experience to offer on-site coaching.

Other supports - These could include facilitated conference calls, providing and managing one or more
listservs for participants and providing web-based resources
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Reflections from the Access HealthColumbus PCMH Summit

In February 2009, Access HealthColumbus sponsored a PCMH Summit for payors, purchasers,
patients and providers to learn more about PCMH innovations across the country, to get feedback on
some potential PCMH model features and to gauge the level of interest in participating in the design
and implementation of a local PCMH demonstration project. The event offered information to Central
Ohio health leaders that the patient-centered medical home concept is a potential innovation for a
system plagued by high costs, restricted access and inadequate outcomes.

1 70 people attended the summit

1 Approximately two-thirds of those who attended expressed a desire to see a PCMH project
advanced in Central Ohio and indicated interest in having some level of participation

7 At least two insurers that serve the Central Ohio market have indicated an interest in
moving forward with pilot projects

Summary reactions to the prototype presented by AHC

General reflections:

1 Providers, patients, payors and purchasers all must show a willingness to change

1 The current payment system deemphasizes primary care

1 Educating patients (and employees) at various levels in the system (i.e., payors, providers
and employers) will be key as well as offering incentive programs

1 Following evidence-based guidelines and nationally-recognized standards will improve the
quality of care

9 Start simple

Opportunities of PCMH:

1 Improved accessibility (i.e., open access, using technology for improved communication)

1 Renewed focus on outcomes through coordination, preventive care, management of illness
and the overall promotion of wellness

T Health and safety benefits of coordinated care across the spectrum of services (i.e.,
monitoring pharmaceuticals and drug interactions)

1 Benefits of taking a team approach to care

Concerns /disadvantages:

1 Up-front costs involved in start-up of a PCMH project
1 Patient accountability and compliance
1 Patients need to have opportunities for input into the design, planning and implementation

Questions raised:

1 Will individual (consumer) costs increase to pay for the PCMH (i.e., initial increase in
premiums/deductibles)?
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1 Will a practice benefit if only a small percentage of patients are involved in a PCMH
payment system? How to handle patients who are enrolled in a demonstration and others
who are not?

1 How to link the uninsured into a PCMH and pay for care coordination for this population?

1 Are there potentially uncompensated or burdensome requirements associated with the
medical home (from a provider standpoint)?

Disease/focus preferences:
1 Diabetes, obesity, and asthma were highlighted as the most logical starting points

1 To address the management and prevention of obesity was suggested as a path towards
reducing the onset and complications of a variety of chronic diseases such as diabetes and
cardiovascular disease as well as orthopedic problems

1 Asthma was listed as the easiest disease to address in an effort to create better outcomes
quickly while it is not likely to see improved outcomes from better management of diabetes
for at least three years

1 Behavioral/mental health issues remain pervasive and contribute to a number of physical
illnesses

I AAAOO (AAI OE#11 Oi AOGO
Options
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To capitalize on the energy and interest expressed from the February PCMH Summit attendees and
others in the community, there are several potential paths for one or more PCMH initiatives in
Franklin County. These different paths could offer some similar and unique roles for Access
HealthColumbus.

Option 1 — AHC advances a Medicare Medical Home Demonstration Project

If Ohio is named a demonstration site by the Centers for Medicare and Medicaid Services (CMS) in
early 2009, AHC could help position Franklin County providers for participation in the project.
AHC’s role could include:

1 Work with physician organization partners to promote awareness and interest in the Medicare
pilot

1 Provide possible assistance to county medical practices through meetings and/or information
that would streamline preparation and submission of applications once the application
criteria/guidelines are released

1 Have dialogue with CMS and participating local practices to determine if additional technical
assistance from AHC and/or other community partners is appropriate and would assist local
practices in meeting the CMS - PCMH standards

20



Option 2 - AHC sponsors a PCMH Practice Redesign Learning Collaborative

AHC could sponsor a learning collaborative for medical practices that are participating in a local
PCMH pilot project (or the CMS/Medicare Medical Home Demonstration if applicable) and/or
involve individual practices that would like to pursue redesign but not immediately become involved
in a pilot project. The TransforMED National Demonstration Project, discussed earlier, showed that
some practices and providers desire and are willing to improve their health care services and delivery
models without the expectation of immediate payment reform. AHC’s role could include:

Sponsoring, convening and identifying funding for a learning collaborative

Enrolling participating practices

Contracting with an entity to provide training and technical assistance

Coordinating the logistics for all learning sessions

Working with trainers and evaluators to monitor progress, collect data and report results
Help sponsor or advance a particular disease registry

E ]

Option 3 - AHC serves as a resource to advance PCMH in Franklin County

AHC could become an advocate and promote PCMH in Franklin County in the following ways.

7 Offer educational sessions to advance PCMH and help prepare practices for changes in
national policy by sharing best practices and expert speakers through annual or regularly
scheduled conferences

1 Offer learning sessions where payors and practices could share what they feel comfortable
sharing regarding challenges and progress

1 Become a clearinghouse of the best information on PCMH for local stakeholders on resources

(commercial and free) - this would help practices to shorten their time to achieve
NCQA/NCQA-CMS recognition by getting the generic forms, brochures, toolkits and
procedures so they don’t have to re-invent what is already available

Serve as a connector to local, state and national technical assistance and other pilots
Help to secure funding for local initiatives, possibly giving priority assistance to those
physicians/practices participating in the AHC Voluntary Care Network

1 Participate as a stakeholder in statewide and/or local demonstration collaborative

E |

Option 4 - AHC acts as a catalyst and convener to advance a state Medicaid PCMH
demonstration project in Franklin County

Working with the Ohio State Quality Improvement Initiative, Ohio Department of Jobs and Family
Services and Ohio Medicaid health plans, AHC could promote an Ohio Medicaid PCMH
demonstration project. AHC’s role could include:

1 Using its network of public and private partners to advocate for a Franklin County pilot

1 Promoting the study and use of models from selected statewide Medicaid demonstration
projects such as North Carolina or Rhode Island
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Option 5 — AHC works with purchasers to advance PCMH

The PCPCC has developed the PCMH Purchaser Guide* which offers a wide variety of action steps
to promote PCMH. To jumpstart action around PCMH, it recommends three easy and immediate
steps that purchasers can take. AHC could work with current and new community partners to promote
these steps among purchasers.

1. Write or contact their contracted insurers and ask them to participate in one or more multi-
payor PCMH pilots with specific features including care coordination, enhanced payment to
primary care practices and rigorous independent evaluation.

2. Educate their employees and their dependents about the benefits of affiliating and using a
primary care provider.

3. Consider benefit modifications that provide incentives for use of a medical home.

Option 6 — AHC partners with other county stakeholders to lead the design and implementation
of a single or multi-stakeholder demonstration project in Franklin County

Designing and leading a formal PCMH demonstration project in Franklin County would take a
tremendous effort on the part of AHC and its partners and stakeholders. AHC’s potential role would
vary depending on the key players, the project’s focus, stakeholder interests and resources. Based on
best practices gleaned from the national PCMH literature and other projects, a project prototype with
suggested features and their rationale are provided in Appendix B.

There is no one approach to designing a PCMH demonstration project. With other partners who are
passionate about health care reform, AHC could undertake an appropriately sized project that could
advance innovation and learning around PCMH in Franklin County.

A multi-stakeholder demonstration project that features several major purchasers, multiple insurers, 20
to 30 medical practices and at least 30,000 covered lives (patients) would entail a significant infusion
of funding, time and resources. Extensive technical assistance would be needed from entities with
experience in PCMH pilots and models. Financial resources would be needed to support the project
for at least three years. To develop and host a multi-stakeholder demonstration, AHC would need to:

1 Convene several large employers (health care purchasers) or organizations/coalitions that

represent employers;

1 AHC and stakeholders could utilize all or parts of the PCPCC Purchaser Guide (page 24)
template request for information (RFI) to assess potential contract changes and
payor/purchaser readiness for a project
Involve multiple private insurers and possibly state Medicaid
Enroll at least 20 to 30 medical practices representing a minimum of 30,000 patients
(covered lives)

Contract for technical assistance, data collection and project evaluation

Develop a mechanism for reporting progress

Sponsor a learning collaborative to facilitate practice redesign and improvement

Engage local/state/federal agencies and ensure compliance with all applicable regulations

E
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Based on estimated costs from similar demonstration projects, about $1.5 million would be needed to
host a multi-stakeholder demonstration project within Central Ohio.

1 http://www.pcpec.net/content/purchaser-guide
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Appendix A - Specific Examples of Payment for PCMH

PCMH Pilot / Demonstration

PCMH Payment Scenario

Community Care of North
Carolina (Medicaid)

Pays $2.50 - $3.00 per member per month (PMPM) based on
level of coordination and case management

- Aligned by networks of providers
- Each network provides disease management, care to
high-risk (high cost) patients, pharmacy management

Geisinger Health System
(northern Pennsylvania)

Geisinger Health Plan (GHP) offers monthly practice-based
payments of $1,800 per physician

Pays an additional $5,000 per one thousand Medicare
members to fund additional staff, extended hours, and
infrastructure

- Geisinger’s system includes hospitals, primary care
providers and a health plan

- In addition to paying for PCMH activities, GHP
formed an incentive pool where additional incentive
payments are possible based on hitting targets in a set
of defined measures

Vermont

(statewide/multi-payor)

State-initiated, includes private payors and public (state
Medicaid)

Payments of $.90 - $1.35 PMPM based on practice size for
meeting NCQA PPC-PCMH Level 1, and up to $1.80 or
$2.70 PMPM based on the NCQA scores achieved

Emblem Health

(suburban NYC, single-payor)

Care management: payment matches 7% of the average
physician’s revenue

Fee-for-service payment for face-to-face visits

Performance payments based on 7% of the average covered
patient based on a set of performance measures (clinical
quality, efficiency and patient satisfaction)
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Proposed Medicare Medical Home Demonstration Reimbursement

The monthly care management fees (for medical home services) will be based on Medicare’s Relative
Value Units (time and intensity of patient visit), and fees will be adjusted based on a Hierarchal Condition
Code (HCC) scores that reflect the severity of the patient’s condition and the burden to the physician.

PCC-PCMH-CMS Tier 1 and Tier 2 payments will be made on the following basis:

Table 3. Medicare Medical Home Demonstration Per Patient Per Month Payment Rates,
Owverall and by Patient HCC Score

Medical Home Tier Per Member Per Month Patients with HCC Patients with HCC
Payments Score <1.6 Score =1.6

Tier 1 $40.40 $27.12 $80.25

Tier 2 $51.70 $35.48 $100.35

Source: Mathematica Policy Research, Inc., Design of the CMS Medical Home Demonstration, DRAFT October 3, 2008
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Appendix B 7 Potential Demonstration Project Prototype

The design of any PCMH demonstration project is dependent on the providers, purchasers and payors
willing to participate. Given this constraint, the following table outlines some general
recommendations for potential features of a local demonstration project. These recommendations are
based on a review of published research and written materials on PCMH models and demonstration
projects, and information shared during the Patient-Centered Primary Care Collaborative (PCPCC)
webinars and conference calls.

FEATURE

RECOMMENDATION

WHY

Project Aims

Improve chronic disease
prevention and management
(diabetes, cardiovascular
disease and/or asthma)
1. Improve health status
2. Control costs

75% of health care costs are spent on chronic disease

Research from other demonstration projects has shown
reduced health care costs or lower use of health care
services in projects focusing on chronic disease using
the Chronic Care Model

Scope Target: 30,000 adult patients Colorado’s project planning focused on return on
in a mix of primary care investment (ROI) and evidence suggests targeting adults
practices (private, FQHC and/or | maximizes ROI
hospital-based clinics)
A minimum of 30,000 is recommended for evaluation
according to the Cincinnati/Denver researchers, more
than 30,000 should be included due to attrition
Model Hybrid — Chronic Care Model Meta analysis showed interventions that contain
(CCM) that incorporates PCMH | elements of CCM improve clinical outcomes and
Joint Principles with NCQA as | processes for patients with chronic illness (PCPCC
a component Purchaser Guide p. 8)
Early pilot indications showed care coordination offers
the greatest return for investment
Is an evidence-based model
Early lessons learned have shown that using the NCQA
model in isolation is not sufficient for PCMH
transformation
Payor Multi-payors needed for Multi-payor is less confusing for participating providers

Participation

demonstration

A. Three or more
commercial plans
representing at least
50% of the county
market OR

B. 1 or more large self-
insured employer(s)

because it offers them a greater proportion of their
patients in a pilot

Lessons learned from some other projects emphasize
need for multi-payors
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FEATURE RECOMMENDATION WHY
Payment Payors work with Pennsylvania - Originally, the financial incentive plan
Redesign Purchasers/Employers to for this project included payment for NCQA recognition
develop PCMH product line and this made the practices focus on meeting those
which includes: standards rather than transforming care. Now practices
have a year to transform before they can receive a bonus
1. Practices being incentivized | for achieving NCQA standards.
for Action Learning
Collaborative participation | Tying payment to specific patients and documented
interventions may be more effective than a monthly case
2. Practices being reimbursed | management fee. (Horizon Blue Cross Blue Shield of
based for NCQA Level 1 New Jersey/Partners in Care)
achievement
3. PMPM reimbursement
using similar model as
Centers for
Medicaid/Medicaid
Services (CMS) pay
schedule
Provider Application process which uses | It is a research-based tool
Participation/ TransforMED MHIQ survey
Selection tool to assess readiness and for | While it is not a perfect tool, Colorado chose this tool
Process pre/post comparison because many other demonstration projects had used it
which helps create consistency in all of the national
work around PCMH
Provider Providers: Team care (includes physician, nurse practitioner with
Practice T Participate in CQI other clinical and non-clinical personnel) resulting in
Redesign training through more time for complex patients provided by physicians,

Learning Sessions plus
a congress

T Meet the goals of
identified standards of
care

9 Are reimbursed for
time and new activities
related to practice
redesign such as care
coordination and non-
face-to-face visit time

T Reimbursed for NCQA
Level 1 attainment and
performance based on
CMS type of model*

T Implement systematic
standardized charting

9 Group visits engages
patients in taking
responsibility in their
own health

nurse practitioners see fewer complex patients

Physicians spend 30% more time for complex patients
than nurse practitioner (Kaiser Permanente)
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FEATURE

RECOMMENDATION

WHY

Information
Technology

TA support needed dependent
oncurrent 1T

Project will work towards IT as
ideal for PCMH success but not
needed for demonstration
project participation

Providers will be at many different IT levels

Other pilots have learned that technology is very
important but not sufficient for PCMH transformation

Evaluation
Measures &
Sources

Selected chronic disease
indicators - example —
HgbALC less than or equal to
7% (chart audits, practice
profiles, care management
reports on high risk and high
cost patients, tracking through
disease registries, scorecards

ED use (claims)
Costs (claims)

Patient and provider satisfaction
(surveys)

All demonstration projects use chronic diseases as part
of their indicators

Evaluation
Methodology

A matched comparison group
methodology to evaluate the
effectiveness of PCMH
qualities on cost, quality and
satisfaction-provider office and
patient. (CO)

Lessons learned from previous demonstration
projects identify the need to create a standard
research design for projects with both control and
experimental groups
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