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Objectives

 Review key aspects, goals for Maine
PCMH Pilot

 Demonstrate ways that Maine Pilot
orovides practices with data feedback
for improvement

 Encourage thinking about data
available for your practices







Maine PCMH Pilot Leadership

Quality Maine Health
Counts Management
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Maine PCMH Pilot
Key elements:
— 3-year multi-payer PCMH pilot

— Collaborative effort of key stakeholders, all major payers

— Adopted common mission & vision, guiding principles for
Maine PCMH model

— Selected 22 adult / 4 pedi PCP practices across state

— Supporting practice transformation & shared learnings
beyond pilot practices

— Committed to engaging consumers/ patients at all levels

— Planning rigorous outcomes evaluation (clinical, cost,

atient experience of care
P P ) MAINE

Patient Centered
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Maine PCMH Pilot - Timeline

Jan 2009: Call for practice applications

May 2009: Practices notified — start of 6mo
“ramp-up period”

Sept-Dec 2009: practice NCQA PPC-
PCMH applications, contracted with payers
Jan 2010: Start date for PCMH payments
Jan 2010 - Dec 2012: 3-year PCMH Pilot

July 2011: Begin CMS MAPCP Demo



Maine PCMH Pilot
Practice “Core Expectations”
Demonstrated physician leadership
Team-based approach
Population risk-stratification and management
Practice-integrated care management
Same-day access
Behavioral-physical health integration
Inclusion of patients & families
Connection to community / local HMP

. Commitment to waste reduction
10. Patlent centered HIT
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PCMH Evaluation &
Data for Improvement

Practice changes

Patient experience of care
— CG-CAHPS patient surveys

Clinical quality measures
— Adult & pedi

Cost & resource use (Health Dialog rpts)
— Hosp’s, readmissions, ED use, imaging




Assessing Practice Changes

 Baseline: Practice-workforce culture
survey

e Ongoing — assessing adoption of PCMH
Core Expectations:
— Surveys of practice change
— Bi-monthly practice self-reports

e Annual PCMH Dashboard



Workforce-Culture Surveys

Administered in late summer 2010
18 of 26 practices achieved >75% response rate
Results to practices October-December, 2010

Surveyed practices on six general dimensions:

— adaptive reserve (AAFP/NDP), community knowledge,
health information technology, patient safety culture,
teamwork, staff burnout

Using survey results to identify and feature high
performing practices in various forums moving
forward



Adaptive Reserve

IXSNNOY

1.70.70 g9 .

“A strong adaptive reserve includes such capabilities as a strong relationship
system within the practice, shared leadership, protected group reflection time, and
attention to the local environment. In the beginning of the NDP, practices varied
considerably in their adaptive reserve, and that capability was a major determinant
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Maine Patient Centered Medical Home Pilot
Average Performance of 26 Practices in Core
Expectations
Baseline-December 2010
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Patient Centered
Medical Home Pilot
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== Practice Self-

= = Must Pasxs el A t per
Practice’s December
Defimitions |
1. Demonstrated Leadership
Fear g
Moderate prograss Faily impiemented Minimem i’"""‘ S
_ FFESFmERt
Hegeiremead

1a. The practice haz identified ak least one
primary care: physician or nurse practitioner
as a leader within the practice. Leadership
haz made 2 commitment bo improve care
and implement the PCRH model known to
some in the organization.

The practice had identified at least one primary
care physician or nurze practitioner az a leader
within the practice who visibly champions a
commitment bo improve care and implement the
FCMH model.

Fully implemented®
flfest Pacsd

Fully Implemented

1b. Some of the primary care leaders take an
ackive role in warking with ather praviders
and staff in the practice to build 3 team-
based approach ta care. Individual
providers, and accazional teams of
providers, cxamine processes and
structures bo improve care, and review data
on the performance of the practices.

All of the primary care leaders kake an active
rale in working with other providers and staff
in the practice to build 2 team-bazed approach
ta care, continually cxamine processes and
skruckures ko improwve care, and review data an
the perfoarmance of the practice.

Fully implemented®
flfest Pacsd

1c. The primary care leader periodically
participates 2z a member of the Leadership

The primary care leader participates as a
member of the practice Leadership Team and

Fully implemented®

Fully Implemented

Team and participates in 50-T5% of the participates in all aspects of the PCRH fAfese Passi
PCIH Learning Callabaoratives. Learning Caollabaorative
2. Team Bazed Approach to Care
Moderate progress Faliy Implemensed Fear F Practice Felif-

2a. Practics has conducted educakion on
the team-based approach to care and has
staff buy-in ta the concept of a team-based
approach to care delivery and of expanding
the roles of the non-phyzician providers to
improve clinical workflows, but has not get
Fully implemented team approach.

The practice uzes a team-bazed approach to
care delivery that includes cxpanding the roles
af nan-physician providers [e.g. nurse
practitioners, physician azsistants, nurses,
medical aszizkants) ko improve clinical
workflows,

Fully implemented

Moderate Progress

2b. Practice has fundamental structures in
place o meck thiz expectation and has dane
training but has not yet fully implemented.
Leadership's vision iz known to all within
the organization and a few providers are
invalved in besting some of the wark in thiz
area.

The practice has committed to redesigning
primary care prackice in o way that ukilizes nan-
physician staff ta improve access and
efficiency of the practice team in specific wayps,
such az through greater use of planned visits,
inkegrating care management inka clinical
practice, delegating some types of pakicnt
testing or exams [e.g., ordering of routine
screening besks, diabetic foot cxams) bo non-
physicians; cxpanding patient education; and
providing greater data support to physicianz

Diemonstrate Moderate
Progress

Early Pragress

2c. Fome members of the practice team are
bought into providing care as a team and
specific rales and responsibilities have

Members of the practice team identify
themselves as park of the practice team, and
can identify their zpecific rale and

Diemonstrate Moderate

Moderate Progress

been assessed and developed for the keam | responsibilities within the team. Progress
members.
3. Population risk stratifications and masagement
Year § Practice Self-

Maoderate progress

Fally Implemeated

3. The practice haz a procesz in place for
proactively identifying and stratifying
paticnts acrass their population who are at

The practice haz adopted a process for
proactively identifying and stratifying paticnts
acrass their population wha are at risk for

Diemonstrate Maderate

Moderate Progress

rizk for adverse outcomes and are starting | adverse oukcomes, and direck resources or Progress
boidentify direck rezources or care care processes bo help reduce those rigks,
processes ko help reduce those risks.
4. Enbanced Access
Practice Falf-

Moderate progress

Fally impicmented

Year f

da. Leadership's vision far preserving
access b their patient populations is
known by most in the organization.

The practice commits ko preserving access ba
their population of patients.

Fully implemented®
flfest Parsi




Please indicate whether your practice uses any of the following methods to offer expanded
access for patients in your practice: (check all that apply)

Ewvening hours at Weekend hours at Murse talephone tnage Secure email to
least 3 daysiwk least 1 day/waekand for after-hours calls tha practica

Samea day scheduling Evening hours at Naskend hourse Direct access to Other {please specify):
least 5 daysiwk both Satd Sunday a physician for
aftar-hours calls




Pilot Practice Survey: Hospitalizations

Does your practice have a formal process in place to actively
track the rate at which patients in your practice are admitted
and/or readmitted to the hospital? (e.g. readmitted within 30 days)

@ Yes
m No

1 Not sure




Pilot Practice Survey:
Hospitalizations

Using a scale of 0-4, and considering the hospital where the majority of your
patients are admitted, please indicate whether’how often your practice uses
any of the following:

Hospital staff notifies
our office when one of our
patients is admitt. ..

Someone from our office
calls patients who have
been hospitalized at ..
0 (Mever )
Someone from our office B 1 (Rarely)
calls patients y.-'hcl have m 2 (Often)
been hospitalized at . ..
2 (Usually)
Someone from our office B 4 (Almost always)
calls patients who have
been hospitalized at ...

Patients who have been
hospitalized are encouraged
tocome inforan ...




Patient Experience Surveys

Used modified CG-CAHPS survey

Surveys administered December 2009-May
2010 — paper & pencill, in office

For many, first effort at formally assessing
patient experience

25 of 26 practices collected 75% or more of
their target number of surveys required
(>300/practice)

Practice-specific results reported back to all
sites



Key Areas for Improvement

e CG-CAHPS questions (>40% “no”)
— Between visit follow-up
— Discussion of diet & exercise
— Discussion of emotional concerns
— Plan to manage care at home

* Practice-specific comments




Clinical Quality Improvement

e Practices asked to report quarterly on
set of ~30 nationally-recognized clinical
guality measures
— Adult & pedi measures
— Aligned with NCQA, PORI, MU measures
— Use online data reporting system

e Practices able to view their results

compared to ME, NH median
performance



Measure Chart (option 2)

% of patients with at least one HbA1lc test within previous 12 months

100.0%




‘Data Feedback:
Cost & Resource Use

Use claims from Maine All-Claims Paid
Database, via MHDO

MQPF contracts with Health Dialog to
produce reports

First reports delivered to practices mid-
August, using 2008 claims data

Anticipate ongoing, gémaos reports



Practice Group Performance Review

Adult (18 and over) Patients

PREPARED FOR:
Medical Amociation
<mailing address
aitg=, IT $0000
EFE BEE- 1231

By: Health Dislog Analytie Solutions
Siaty State Streets Suite 1109
Bozton, M $I109

16000 2935632

Confdential

Health Dialog Provider Performance Measurement Reports



Performance Summary

Performance summary e

Adult (18 to &4, inclusive) Patients for Period Ending Oct. 31, 2008

includes:

 Demographics about
practice’s panel

e Overall practice
performance compared to
peers in 3 areas of
unwarranted variation

e Evaluation of overall
effectiveness and efficiency

* Practice’s score on 6 key
utilization measures

e Best opportunities for
Improvement in the practice




¥Your overall perforrnance compared (o Wour S&er Rovm.
Effecttve Care
Your Score: GE%

i Peer Homm: S8

I 1 —

IR Y = B TR
Supply Sensttive Cost (per patient per year|
Your Scome; 51,637
@ Poer Horme $1,442
Al 51 2. 51,.5m 51,8
Prefer=mos Sensitive [per 1000 patients per year]
Your Scome; 25
@ Peoer Worme 18

-}

[ = Your Confidence Interval
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[ = Peer Midrange = Passr Morm

Performance Summary

Practice’s overall score is
compared to peer norm in each
of 3 categories of unwarranted
variation:

— Effective care
(evidence based treatment or
intervention to improve health
status or quality of life)

— Supply sensitive care
(services that strongly correlate
with resource supply)

— Preference sensitive care
(conditions that have multiple
treatment options and the
treatment decision should
reflect the patient’s preferences



Effectiveness and Efficiency

EFFECTIVEMESS AMD EFFICIEMCY

Your overall Effective Care and Supply Sensftive Cost
scores compared to others in vour peer group.
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Effective Care Gap Score

Looks at overall supply sensitive cost score compared to the
overall effective care gap score

Practice is compared to other practices on a scatter plot with four
guadrants based on the population medians



o Utilization measures look at
overall admissions,
emergency department

KEY RISK-ADJUSTED UTILIZATION MEASURES

Key Supply Sensitive scores compared to your peer norm.

Your Score Peer Horm Significant
visits, and PCP and S
specialist visits per 1000 Overall Acute Admissions 57.1
patients per year Overall ED Count oL
Drverall Visit Count 8,221
. Summ_ary measures on o P Vict Count
preSCFIptIOH count pel’ Specialist Wisit Count 7
1,000 patients and generic [ leCEERIEY 26,715
fill rate are included s

Generic Prescription Rate 7% Tid%

» Colored triangles indicate
where practice is
significantly different from
peers




BEST OPPORTUNITIES FOR IMPROYEMENT

The impact of improving performance to your peer norm.

supply Sensitive Cost Your Score Peer Horm Difference Total Impact
Orverall Prescription Cost (per patient per year) 468 5300
Outpatient Visit Cost (per utilizing patient per year) 532 5271 3 75,247

Supply Sensitive Utilization Your Sco Peer Horm Total Impact

Prescription Count (each 20-day supply) 767 20.855 Bed 8,280
(par 1000 patients per year)

PCP Visit Count (per 1000 patients per year)

Outpatient Visit Count (per 1000 patients per year)

Shows where practice is significantly different from peers AND
where the total impact of improving is highest



Practice Summary - Comparative Data

Overall Overall | PCP Overall Generic
Panel % Average Risk % | Overall SS | Effective |Overall Acute| ED Visit | Specialist | Prescription | Prescription
Size | Medicaid | Age |%Male | Index |Chronic| Cost Care | Admissions | Count | Count |Visit Count Count Rate
400 30% 4485 275% 108  16%| $1531.35 73.1% 576 556/ 2,668 1,229 26,769 81.6%
1,844 38% 4382 39.0% 098  11%  $1,178.60 65.2% 625 4911 2326 804 20,891 75.5%
676 16% 4397 521% 094  10%| $1211.26 65.4% 575 425 2,654 1,091 16,906 71.0%
648 4% 4049 420% 101 9%|  $1,209.27 70.1% 555 401 2,757 1,591 17414 705%
628 59% 4071 38.9% 105  15%| $1,710.20 72.4% 56.5 548| 5,168 641 25,615 73.4%
2,621 38% 4152 44.7% 098  13%  $1,328.60 66.7% 504 471 3110 1,168 21517 75.9%
1,196 34% 4052| 32.3% 107 13%| $1,26890 68.7% 62.7 463 3200 676 20,745 73.9%
1838 16% 4580| 47.6% 104  15%| $1,45365 76.5% 51.7 M7 2183 1122 21,068 724%
871 46% 4061 37.2% 104 13%| $144021 66.8% 56.8 836| 2,493 946 23,945 77.8%
343 8% 46.88| 51.9% 105  13%| $1,55245 73.3% 58.8 472 4010 1,362 18,757 73.1%
1,505 4% 4223 421% 098  10% $1.24121 77.5% 510 323 2872 1523 15,283 704%
1,502 22% 4713 55.9% 097  16%  $1,51093 71.6% 52.8 497 2482 1,401 22,183 75.6%
713 13% 5067| 534% 097  15%  $1,44303 76.0% 55.8 528| 2,668 1511 20,373 74.9%
1,499 42% 2717 40.6% 1.05 16%|  $1,647.15 67.2% 57.2 54| 4944 717 26,715 76.6%
2,617 45% 4168| 412% 103  15%| $1,63747 67.7% 61.7 502| 3731 1,040 24,120 70.7%
1,947 56% 4185 359% 105  18%|  $1,908.98 65.8% 56.9 541 4539 1,050 30,260 725%
1,380 44% 4320 341% 099  13% $1,21897 67.5% 59.7 574 3,208 711 20,710 73.9%
2,502 9% 4659| 50.9% 099  17% $147121 75.0% 56.4 /B 3121 1,938 19975 71.0%
491 15% 46.27) 55.8% 093]  10%  $1,092.12 61.3% 533 430 2355 1,253 15,621 72.5%
1,768 53% 40.36| 39.3% 096  15%  $1,289.39 64.1% 574 533 2840 970 22578 74.2%
2,841 22% 4411 37.0% 102 12%| $1,44569 734% 534 3v1 2450 1,280 20,819 74.5%
859 2% 4039| 37.3% 096  11%|  $1,29587 67.3% 52.7 371 2,688 1,397 17847 69.7%
- - - - . -l - . - .| - - . -
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Maine PCMH Pilot

Change starts with effective leadership — aka,
“Culture eats data for breakfast...”

Data without a plan is just data

Risk of data overload — need to parse, focus
data for improvement

Change happens through effective teams

Recognize value of external & internal QI
coaching




Where We’re Aiming:
Medical Home Is Where...

e Patients feel welcomed

o Staff takes pleasure In
working

* Physicians feel
energized every day




Getting Started — It’s Time!

e Start where you are.
e Use what you have.

Do what you can.
~ Arthur Ashe ~




www.mainequalitycounts.or

Quality Counts

Home * Upcoming Events * Tools for Patients & Consumers ~ Resources for Providers

Most Downloaded
Files

Upcoming PCMH
Events

Patient Centered Medical Home

Recognizing the essential role of primary care in our healthcare system, the Maine Quality Forum (MQF) Quality Counts, and the Maine Health
Management Coalition are working together to lead the Maine Patient Centered M
period, the group selected a group of 26 primary care practices in May 2009 to implement the PCMH model as a first step in ultimately

achieving the goal of statewide implementation of a patient centered medical home model.

edical Home (PCMH) Pilot. Following an initial planning

The Pilot has engaged all major private and public payers in the state to provide an alternative reimbursement model to participating practices
that recognizes the infrastructure and system investments needed to deliver care in accordance with the PCMH model, and rewards practices for
demonstrating high quality and efficient care. The Pilot will be evaluated using a comprehensive approach that assesses changes in clinica
quality, patient experience, cost and resource use, and practice change. The evaluation will use nationally recognized measures of quality,
efficiency, and patient-centered measures of care that reflect the six aims of quality care identified by the Institute of Medicine (i.e. safe,
effective, timely, efficient, equitable, and patient-centered care). (Read more)

Patient Centered Medical Home Learning Sessions 2 Payment Model & Financial Case for PCMH
and 3 Now Complete

The Case for Enhanced Payment for Primary Care
The Maine PCMH Pilot Learning Session (LS) 2 was held February 12, Services
2010 and LS 3 concluded June 11, 2010, The presentation slides from
LS2 and LS3 are... There is considerable evidence to suggest that regions that have
strong primary care-based services have better guality outcomes and
READ MORE... ower costs than regions with less primary care. See summary of
evidence for primary care and PCMH model in improving quality and

e

€ Intermet iy v H125%



http://www.mainequalitycounts.org/

Contact Info / Questions

» Lisa Letourneau MD, MPH
e [ etourneau.lisa@agmail.com
e 207.415.4043
MAINE

>Sue BUttS DIOﬂ Patient Centered
e shutts@maine.rr.com

» Maine PCMH Pilot
e WWW.Mmainequalitycounts.org

(See “Major Programs” = “PCMH Pilot™)

Medical Home Pilot



mailto:Letourneau.lisa@gmail.com
mailto:sbutts@maine.rr.com
http://www.mainequalitycounts.org/
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