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The Medical Home Network 

 (MHN) is a 4‐year‐old formal 

 provider collaborative working 

 to improve the health of 

 Medicaid recipients in 

 underserved Chicagoland areas 

 by enhancing

 

care coordination 

 and quality, improving

 

access

 and reducing

 

fragmentation and 

 cost, all while reinforcing

 

the 

 Medical Home.
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MHN: Who We Are & Who We Serve

MEDICAL HOMES SITES

Access Community Health Network 49

Alivio Medical Center 6

Chicago Family Health Center 5

CCHHS Ambulatory Care Network 16

Centro de Salud Esperanza 1

Friend Family Health Center 5

Holy Cross Clinic 1

La Rabida Children’s Hospital 1

Lawndale Christian Health Center 4

Rush University Medical Center 4

Saint Anthony Hospital 5

Sinai Medical Group 10

COUNTY & PRIVATE HOSPITAL SITES
Cook County Health & Hospitals System 3

Holy Cross Hospital 1

La Rabida Children’s Hospital 1

Mt. Sinai Medical Center 3

Rush University Medical Center 3

Saint Anthony Hospital 1

Members

Total Medical Homes: 107
Total County & Private Hospitals: 12
Total PCPs: ~550

• 170,000* Medicaid 
beneficiaries, 73% of 
whom live on Chicago’s 
South Side (Southwest, 
Southeast or Far South)

• Approx. 90% TANF and 
10% AABD and Adult 
Waiver

• 9.4% of the State’s PCCM 
Medicaid population and 
11% of PCCM Medicaid 
costs

• In the MHN target area, 
approx. 25% are covered 
by managed Medicaid

STATE GOVERNMENT
Illinois Medicaid 
(Department of Healthcare & Family Services) 

Provider Participants Participants
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MHN: Goals
•Transition

 

the Safety Net to accountability for the cost and quality of a population’s health

•Enhance

 

specialty and primary care access to meet the needs of current and future members

•Improve

 

health status by facilitating care coordination across the continuum and reinforcing Medical Homes

•Reduce

 

the gross cost of care for our members by 2 to 4% 

•Improve

 

patient experience and enhance patient accountability and engagement

MHN: Process
•Formalized collaboration

 

between traditional competitors

•Received Medicaid pilot designation to test innovative payment and delivery reforms on behalf of HFS, allowing 

 

receipt of statewide claims and Rx data

•Launched innovative connectivity between providers to exchange real‐time hospital activity

•Agreed upon a shared savings reimbursement model under review by HFS and CMS

•Designed a model of care to foster clinical collaboration and reinforce Medical Homes
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The Building Blocks for Delivery System Transformation & Population Management
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• Employing web‐based technology currently used in 

 
Orange County, CA to manage the large uninsured 

 
population in a county without a public hospital

• Real‐time, network‐wide connectivity

• Tracks patient activity through the “community”

 

with 

 
real‐time notifications of hospital and ED activity to 

 
the Medical Home

• Allows for bilateral communication between 

 
disparate providers

• Provide pertinent patient history

 

at point of care

• Pliant platform for additional data sources and 

 
functionalities

Coordinating Care through Virtual Integration

Connectivity
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MHNConnect: IT Infrastructure for Care Coordination Across the Continuum
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MHN: Enabling a Population Health Approach & Targeted Interventions

Combines real‐time activity (ED/INP 
admits & D/C) with historical DHFS 
claims and Rx data

Integrates disparate data sources and 
securely warehouses data

Supports quality measurement and 
improvement

Identifies subpopulations for targeted 
clinical intervention

Provider‐performance report cards

Reporting and analytics capabilities allow for 

 
management of health at the population, entity, 

 
physician and patient levels.

Analytics
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MHN Analytics: Medical Utilization by Clinic
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• Real‐time alerts and enhanced communication 

 
during transitions

 

of care

• Data analytics translated into actionable, 

 
impactful interventions

• A team

 

approach to care that incorporates new 

 
workforce members trained to use data to 

 
coordinate care

• Interventions

 

for high‐risk populations to reduce 

 
avoidable hospitalizations

• Evidenced‐based referrals and e‐consults to 

 
maximize specialty access

• Integrated approach to behavioral health

• Provider champions to engage participants and 

 
spread best practice

MHN: A Transformational Model of Care

Model of Care
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Payment That Drives Change Through Provider Engagement 

Payment

This strategy is designed to:

•Build accountability

 

for the Medicaid 

 
populationʹs healthcare

•Include

 

all parties responsible for cost and quality

•Facilitate

 

and reward

 

care coordination activities

•Generate savings based on real reductions in 

 
waste and improvements in health

•Promote delivery re‐design and infrastructure 

 
development to achieve the triple‐aim

MHN has designed a payment strategy to reward performance and transition providers 

 
from volume to value
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7 Day Medical Home Follow‐up Appointment Post IP Discharge or ED Visit 

P4P Case Study

Driving care coordination at the practice level:

•Choice of process measure that is supported by a 

 
sustainable business case

•Actionable data facilitates successful attainment

•Use of a new cost effective work force

•Up front funding required to initiate the process

•Transition to for long term process support 

 
outcomes‐based payment 
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% Timely Visits by Discharge Month – Comparison by Clinics

P4P Entity Name

MHN P4P: 7 Day Appointment Follow‐Up

MHN Discharge follow-up activity & PCP follow-up activity
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MHN P4P: MHN Network 7 Day Appointment Follow‐Up Performance

% Timely Visits by Discharge Month
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Z = 12.38 
p-value < .0001

Z = 6.24 
p-value < .0001
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Esperanza Case Study: Driving Improved Outcomes

• Face‐to‐face care management in ED prompted by real‐time MHN alerts

• New patient outreach guided by the MHNConnect New Patient List

• Frequent ED user outreach using the

 

MHNConnect ED Frequent Flyer Report

Innovations

Goals

Results

• Working to

 

improve health, lower

 

costs

 

& engage

 

patients

• Reducing

 

inappropriate ED utilization and re‐hospitalizations

• Managing

 

81%

 

of transitions of care

• 50% 7 day follow‐up rate

 

from a baseline of 32% pre‐pay‐for‐performance

• 27% of members with a 7 day follow‐up had 1 or more chronic condition, 

 

most commonly asthma
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IP Utilization Comparative Analysis Case Study: P4P vs. Shared Savings
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Phases of System Transformation: A Case Study
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MHN Preliminary P4P Results: First 4 Months Results

= statistically significant improvement
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Transition to
 

Value-Based Care
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Initial Lessons
 

Learned

• Need to build around a shared vision to maintain commitment

• Collaboration

 

requires the right people at the table who can check institutional 

 identity at the door

• Population health management requires cultural change & practice transformation

• Need to develop health IT platform to support care management across the 

 continuum

• Practice redesign without proper incentives has limited impact

• Need wholesale payment reform to drive delivery reform
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Thank you

To learn more, please visit www.mhnchicago.org

Raylon

 

Lewis Jr.
Lawndale Christian Patient
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