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Personal Path to Competency

AUnderstandthe system of care.
ACritiguethe system of care.
Almprovethe system of care.
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Learning Objectives

After attending this session, participants will be prepared to:

A

A

Articulate an evidenced F A SR RSTAYAGA2Y 2F at |
| 2 YS ®¢

Describe the 4 evidenecbased components of a PCMbhsed healthcare
system capable of providing the highest value services, and translating
1K2aS aSNIWAOSA Ayu2z2 aaSlyAy3aTdz
Describe the critical components identified in the peer reviewed

f AUSNIY 0dzNB 2y t/al 02 RIFIGS 6KAOK
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Describe models for both prospective and retrospective payment for
PCMH services in the context of delivering Meaningful Use metrics and
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reported or reimbursed.
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Whole Person Orientation '
Coordination/Integration of Care
Quality/Safety
Enhanced Access
Financing



Working Definition: PCMH
aLUQa UKS LI UA
A Joint Principles of PCMH (2007).
A NCQA Level 3 PCMH.
A Group Health Model (2009,2010).
A NDP Care Team Model (2010).
A David Margolius and Thomas Bodenheimer (2010).
A Meaningful Use Matrix.
AIFEAT2NY AL 9yR26YSyd 4l ¢
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http://www.calendow.org/healthycommunities/pdfs/T
en%200utcomes.pdf



http://www.calendow.org/healthycommunities/pdfs/Ten Outcomes.pdf
http://www.calendow.org/healthycommunities/pdfs/Ten Outcomes.pdf

Patient Centered Medical Home 2010

he Patient Centered Medical Home Is:

A A Personal Physician Caring for You Over Time

AG¢SIY hNBFYAI SR /I NB¢ t N
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A Whole Person Orientation.

A Coordination and Integration of Care.

A Quality and Safety.

A Enhanced Access.

A Payment for NCQA Level 3 Components.
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The Patient-Centered Medical Home (,? 'L\;'

The Patient-Centered
Medical Home

A Purchaser Cousds

http://www.ghmedicalhome.org/ind

ex.cfm

99441 Telephone evaluation and management
to patient, parent or guardian not originating from
a related E/M service within the previous 7 days
nor leading to an E/M service or procedure within
the next 24 hours or soonest available
appointment; 5-10 minutes of medical

discussion

99442  11-20 minutes of medical discussion
99443  21-30 minutes of medical discussion
99444 Online evaluation and management
service provided by a physician to an established
patient, guardian or health care provider no
originating from a related E/M service provided

within the previous 7 days, using the internet or

similar electronic communications network
http://practice.aap.org/content.aspx?aid=2560



http://practice.aap.org/content.aspx?aid=2560
http://www.qhmedicalhome.org/index.cfm
http://www.qhmedicalhome.org/index.cfm

IHI.org
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CMS
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A The Institute for Healthcare Improvement:
G¢KS LYLNROGSYSYl az2RSft o€
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1. Improve the health of the defined population
2. 9V KIFEYOS GKS dat | (3¢S yiiK NB d¥BK 9BV I3INR
! 00Saazé YyR GwStAlFOoAf AlERDE
3. Reduce or at leagtontrol the per capita cost of care

A SavingsBased Reimbursement:
*Reduced Urgent Care/ER Visits
*Reduced Hospital Admissions and Hospital Days
*Reduced Hospital Readmissions
*Reduced Unnecessary Advanced Diagnostics/Increased Facilitated Appropriate Studies
*Reduced Unnecessary Specialist Visits/Increase@ddasultations and Appropriate
Specialist CManagementand Visit® 8 SS / ® C2NNBad Qa ac¢e L2t 2=




PCMH 2010 Is Not:

A The Chronic Care Model.

A Clinics burdened with a disproportionate
share of patients with complex and chronic
disease.

A The implementation of the components of an
NCQH Level 3 PCMH within an already
overwhelmed, volume and facéo-face
encounter driven clinic operation, without
payment for all these components, without
physician workday redesign, and without a
G¢SFY hNHIFIYAI SR /I NBé
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Healthcare Value = Quality/Cost

ncreasedACCESI® high value care.
ncreasedUALITYf the care provided.
DecreasedCOSDf the care provided.

To T> T




How Do We Achieve These Goals’

Objective Solution

1. Increased\CCESS 1. Patient Centered Medical Home

2. Increase@UALITY H ® . ND | APillar§ af Prim3nACare*R Q
Institute for Healthcare Improvement

3. Decrease@OST 3. PCMHKBased Accountable Care Organizations:
NDP Care Team Organization, Group Health Model

*4 Pillars of Primary Care include:

Immediate Access to Quality Care When Needed

Personal Relationship with Provider/Catteam Over Time

Comprehensive Care

Coordination of Care

To o o I



Stewardship:
+L{LhbZ !'['"9{Z I|IVR

Our Vision, Core Values, and Priorities are
statements of who we are, who we plan to
be, and how we relate to and support
each other in the delivery of quality health
care to our patients.



What Will We Talk About?

A Rationing care more rationally.
Ad{ OGN GSIAAO EE20F0GA2Y 2-
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In the Healthcare Delivery System

CZNNBKAaGZ / KNRARAU2LIKSNI . © a! ¢eéLRf 23
Internal Medicine; 169(No. 11), June 8, 2009: pp. 1461568.

Christopher B. Forest, MD, PhD

| KAt RNBYQa | 2aLIAidrt 27

The California Healthcare Foundation
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and Associlated Responsiblilities

CLINICAROLE RESPONSIBILITIES

Cognitive Consultation Make recommendations
Procedural Consultation Perform procedure
CoManagement with Shared Care Sharelong-term management for

LI GASYdQa NBEFSNNBR
CoManagement with Principal Care Assume total responsibility for lortgrm
managemenbf referred health problem

Primary Care {SS a@aSRAOIFf | 2YS¢

Forrest, Christopher B. NA Typol ogy of
Archives of Internal Medicine; 169(No. 11), June 8, 2009: pp. 1062-1068.






The ACGME Outcome Project

A Patient Care

A Medical Knowledge

A Interpersonal and Communication Skills
A Professionalism

A PracticeBased Learning and Improvement
A SystemsBased Practice




Professional Competence

The habitual and judicious use of
communication, knowledge, technical skills,
evidencebased decisiommaking, emotions,

values and reflection to improve the health of
the Iindividual patient and the community.

Richard M. Epstein, MD and Edward M. Hundert, MD



PracticeBased Learning and Improvement

PracticeBased Learning and Improvement
that involves investigation and evaluation of
their own patient care, appraisal and
assimilation of scientific evidencegM), and
Improvements Iin patient careContinuous
Performance Improvement, Utilization
Management , Innovation Networks



|. Evidence-Based Medicine:

1. Develop A Focused Clinical Question.

2. Perform A Literature Search.

3. Perform A Critical Analysis.

4 . |l ntegrate the evidence
biology and values.

5. Reassess process to improve.

ll. Innovation Networks

lll. Continuous Performance Improvement:

The APDSA Cycl eo
Plan
Do
Study
Act
*Institute for Healthcare Improvement:
www.ihiorgdf How To | mproveo



http://www.ihi.org/

Innovation Networks:
A Strategy to Transform Primary Care

A Margolis/Halfon, JAMA Oct 7, 2009, Vol 302, No 13,
PP146162.

A Practices Transformed:

1. Early Developmental Screening and Intervention
Learning Collaborativés Counties in So. Cal.

2.Diabetes CareRiskdo 8 SR LY U0 SNIBSyYy A
3. Asthma Carel3,000 children
4. Ulcerative Colitis Carspecialty care redesign

5. Cystic Fibrosis Canenproved clinical outcomes on a
National scale




Improving Primary Care

A With each collaborative, practices reach goals more quickly.
A Physicians reached developmental screening goals after:

A 12 months with the pilot collaborative

A 10 months with the second collaborative

A Only 6 months with the third collaborative

Use of prompting system for preventive
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Rate of developmental screening Rate of maternal depression screening
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At baseline, 11% of young children in practices At baseline, 7% of practices screened for mate

received screens (ASQ or PEDS), increasing to 93%ilepression. The practices increased to 54%.

Rate of preventive services prompting Total office systems in place
system
100% 16
0,
gg;: 0 o,° °° 12 *
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At baseline, 7% practices used a comprehensive | At baseline, 2 of 16 evidendmsed supportive
care prompting system, increasing to 77%. office systems were in place, increasing to 11.




Personal Knowled e
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Personal
Knowledge

|
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Nl nto every act of knowir
passionate contribution of the person knowing
what is known, and this is no imperfection

but a vital component 1 n
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Training to evaluate thadequacy of theories and evidencghich are the
foundation of medical practice.

Acts ofjudgmentthat cannot be reduced to following the rules of a
specifiable protocol, 06t (i OA G 1y 26t SRISE D
ho2aSOUAWVS {y2¢fSRIS YR aial OAG (VY
apprenticeship to the practice of a truttseeking communityrather than

by reading a manual of technique.

CKSAaS GLISNRAZ2YIFT | OGa 2 FassBstnie@andS NEBE
sifting within a competent communitywhose judgments are made with

the universal intent of gaining reliable knowledgef best practices

The character of this encounter with tlieO 2 Y LIS G Sy U i$BeY Y dzy
O2YUNREEAYI FIOU2N gKAOK LINBGSYyla
fragmenting into a loose collection of individual opinions.



Meaningful Use Criteria

Achiew’ng Meaninﬂul Use

HIT-Enabled Health Re’fp'r’m

2009 201 2013
HIT-Enabled Health Reform

2015

19
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CBO, 2009

GC¢CKS ' RYAYAAUN GAZ2Y K2LISa GKI
are identified during the ACO demonstrations will eventually
replace the feefor-service system that produces haphazard
guality, fosters the use of unproven interventions, and
AYONBIFasa 0O02ailaoé

Ezekiel Emmanuel, MD, PhD, White House Advisor for Health Policy, August 2010

*As presented by Anthem Blue Cross
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to be something more than a doctor; they need you to be a healer. And,
to become a healer, you must do something even more difficult than
putting your white coat on. You must take your white coat off. You must
recover, embrace, and treasure the memory of your shared, frail
humanity- of the dignity in each and every soul. When you take off the
white coat in the sacred presence of those for whom you will carethe
sacred presence of people just like yowhen you take off that white

coat, and, tower not over them, but join those you serve, you become
0KS KSFftSNIAY | ¢g2NIR 2F FSIN | yR

KIa YSOSNI ySSRSR KSFftAYy3 Y2NBXE
Don Berwick, Address to the 2010 Graduating

G/ af{ GAff &adzLILI2ZNI !/ h fSI NYA
matters, and those who seek to protect the status quo will
Y20 0S G2f SN) 0SR®E

Don Berwick, MD, MPP, Administrator of CMS, October, 2010
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http://healthreform.kff.org/the-animation.aspx

1. Health Insurance Exchanges and New Market Rules.
2. New Nonprofit Plan Choices.

3. Minimum Medical Loss Ratios (80-85%).

4. Incentivizing Primary Care and Prevention.

5. Innovative Provider Payment Reform: Payment for PCMH
6

7

8

9.

1

Creating Accountable Care Organizations.
Spending Growth Control: Independent Payment Advisory Board.
National Strategy to Improve Health Care Quality: QI Reporting.
Medicare Private Plan Competition.

0. Promotion of Consumer Cost-Consciousness


http://healthreform.kff.org/the-animation.aspx
http://healthreform.kff.org/the-animation.aspx
http://healthreform.kff.org/the-animation.aspx

This is the Story of the Innovative Primary Care Physician Coyote, Forever Strivir
To Provide the Elusive Patient Centered Medical Home to His Patients By
'Capturing Health Care Value (Value = Quality/Cost).

=
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*This story I s adapted from Dr. Wil liam
Please see LINK provided at the end of this presentation.



XOur intrepid primary care physician labors in a desert, where
there is no payment for his marvelous innovations available
to him from his ACME PCMH Manual, also known as
G¢CKS b/ v! t/al [.2YLI VYAZ2)

Overview of NCQA PPRCMH Recognition Program

A 9standard® T 2F S6KAOKI B8y IBAEYB8Y iz
A 30elementz mMn 27T ¢KWIOXKad NB @ Ydzad

A Each element contains a series of factors upon which
your final score will be based
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p And pursuedHealth Care Valué f 2 y S X

7Y Without A Care Tearproviding Team Organized
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Without payment¥ 2 NJ | £ £ (0K2as

The peer reviewed literature describes the
physician experience practicing in this model a:
G¢CKS CNIYXAO . dzoof S¢é
The patient experience Is described as,

a[ A YXO 2 ¢€



Peer reviewed studies have demonstrated
that attempts to build a PCMH by adding NCQA Level 3
Components to an alreadyverworked and Volume/EncounteDriven
Systemonly result inincreased Physician and Staff Burnout
and Decreased Patient Satisfactiomithout any significant decrease:
in Costor increase irQualityX
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Patients were it f A Yad tAed/ struggled for:

1. Personal relationship with their physician over time.

2. Access to medical care, advice, and care coordination
GKSY GKI O a¢KS
at the right time® ¢

4. Tools and selinanagement training to help them
manage their chronic medical problems

5. Affordable health care
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heartbreak, all-of his-efforts.only resulted .imcreased
Healthcare Costdnferior Quality of Services
Unsatisfied and Confused PatientandWidespread
Physician Burnoutizy uaArfx







Breakthrough Insights Into The PCMH in 201C

Health Affairs, Annals of Family Medicine
May, 2010; Volume 29, No. 5 Supplement, June 2010
Reinventing Primary Care Patlent-CenFered Medlcal Home
Demonstration Project
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Critical Elements for Success:

1. Physician Workday Redesign

2. Team Organized Care

3. Payment for NCQA Level 3 Componet

Results:
1. Decreased Costs
2. Increased Quality
3. Decreased Physician
and Staff Burnout
4. Increased Patient Satisfaction






