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Principles of The Patient Centered Medical
Home/Accountable Care/Clinical Integration

e Personal Physician trained to provide continuous, comprehensive care
e Physician-Directed Medical Practice

e Whole Person Orientation

e Coordinated Care

e Quality and Safety

e Enhanced Access to Care

e Payment appropriately recognizes added value provided to the overall
system

“Better patient care for the best price”



On the Path Toward Accountability
Uncertainty of Timing, Not Direction, Our Principal Strategic Challenge

Episodic Costs Total Costs

Provider Cost Accountability

Source: The Advisory Board, 2010



BROOKINGS

Evolution of payment reform

Past and Emerging Models of Accountability in Provider Payments
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Making It Real for You: Workflow Redesign

* Prevention and Wellness
* Chronic Diseases

* Population Management
* Care Teams

* Your Patients

The Patient Pathway




Patient Care Pathway Creates a Map of the Patient

Experience through the Healthcare System
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The Patient Dashboard:
A Means to Assess, Monitor, and Modify

Patient Dashboard Patient Dashboard

The information presented in this case is a hypothetical example and not based on an actual patient



The Patient Pathway Highlights Team-Based Care
Models: Every Member Plays A Part

Shared Responsibilities to Reach a Common Goal
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Evolution of Expectations for Physicians—Clinical
Integration

e Team-based care

e Focus on the top of license/training & interest
* |mproved communication

* Improved data flow & access

e Right patient at the right time

e Patient-centered aligned incentives — outcomes, quality,
cost

e External accountability —outcomes, quality, cost



The Virtual Medical Home

Providers
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The Bottom Line: Volume to Value

* Quality / Cost
* Maximize the numerator
* Decrease the denominator
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