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Goals

¢ One of the primary goals for the
healthcare industry. Is te Impreve the
efficiency. off deliverng medical care.

9 lfiwe are e/ de s, there Is ne deuibit:
that IMpPreVving the patient=phRysician
relationsShiplIs reguired:



Relationship = Trust

¢ This relationship must be founded on
trust.

¢ Irust that the physician Is willing and
capanle of delivering the care a
patient needs andl thiat the patent 1s
capanle and wWilling terparbicipate in
LR Care:



Coordination of Care

o Efficient care Is not necessarily: costly
care. It dees reguire the coeordination
off preventative, acute, and ChArenic
IRterventiens vy, a respoensible
phy/sician Willing ter e persistent: In
the effort.



Healthcare Delivery Systems Today

¢ May be triage-based supporting
episodic disconnected care perfermed
Py, multiple sub-specialists With peor
communication.

¢ @SS o1 prefessional dedication Wit a
ShIfit ter empleyee attitldes:
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Healthcare Delivery Systems Today

¢ Fragmentation of care by utilization of
hospitalists, NP, PA, and shift care as
Seen In many. larger physician groups.

¢ Irend toe reduce reimpursement for
PHIMaRy. care SErVICES In fiaVor: of
precedural pay/meni.

9 Criticall cognitive thinking IS Reil
requireds; rewardeds eF Encolraged:



Patient-Centered Medical Home

¢ A dedicated moevement In support of
pPrimary care.

» An opportunity to resurrect the
PHRImary. care: physician's PoSItion.

¢ Attrract new graduates fifem medical
SCHEEIS:
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Patient-Centered Medical Home

¢ This model redefines the primary.
care physician’s role in coeordinating
efficient medical care.

¢ [his medel prometes; tiust threugh
LS design| supperting the patieni-
pPhY/SICIan EelatenRshiprand eERsuies
IMPReVEG EffiCIEREY/-



= G

5 Elements of the PCMH

Personal physician
Physician-directed medicall practice
Whole person erientation

Coordinated care across all
PrEVICELS

@Ualit/ anc sahety



PCMH Elements

1. Persenal Physician

> Each patient has an engeing
relatienship Withy a persenal physician

> Physicianiis tained ter previde
EIrSt contact
ContinbeuUSs andl comprenensive care
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PCMH Elements

2. Physician-directed medical practice

> lleam approeach

Persenal physician leads a team) of
Individuals, at the practce level

> Collectiver resporsipity,
OREOINGI care oiff Patenits
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PCMH Elements

3. Whole person orientation includes
care for all stages of life

= AcuUte care

= Chronic Care

= Preventative services
= End of life care

= alered ter the persen s Individual
NEEES



PCMH Elements

4. Coordinated and Integrated Care
Delivery:

= Acroess all previders

= Acress all settings
Sulaspecialty: care
IHespItals
Heme HealthrCare
NUKSInG Hoemes
PAUERES community (2miiy)
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PCMH Elements

4. Coordinated and Integrated Care

= Eacilitated by

REQISLIIES

Iniormation; iecnmnoiogy/
Health Information; ExXchnance




PCMH Elements

5. Quality, Safety, and Risk Management

= Hallmarks of the
Vieadical Home




\Value of Healthcare

¢ Increasing the & People will pay: for
value of healthecare what they perceive
Ras been a major as having value.

InAustry: fiecuUs.

¢ Percenved value 1s ¢ Alternatively, It Is
What: determines difficult ter get ene
pPayMERI: e pay/ i littie value

S| PErCEIVED.
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Value-Based Choice

¢ Patients will choose the healthcare
product with the best value.

o Viany healthcare companies are
struggling te define value.

s e PENVIE medel 1sidesigned te
IRcrease valte:
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What Is value?

¢ Value can be defined as efficiency.
divided by cost.

¢ Research shows the PCMH increases
efficiency/, and patients satisiaction
and lowers costs.
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PCMH Value

¢ Primary Care involvement has been
proven to decrease:

= Hospitall admits

= ER utilization

= Unnecessany. tests and procedures
= Viereidity, and moertaility

= JllRess and IjuRy,

" PEipatlenit cost
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Call for Position Change

¢ The American College ofi Physicians
Policy Paper ofi 2006 called! for 4
PosSItion changes te suppoert PCMIHL

9 A comprenensive public poelicy,
IRIt2aterthatweuld itndament2ily,
chiangerthenway PRIMER/ACARENS
delivereds
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Position 1

= Patients linked te personal physicians
N practices that gqualify for the

Advanced Medical Home




Position 2

= Fundamental change should be made
Lo SUppert practices that qualify for
the Advanced Medical Home

= Fhira-party, financing
= Relmbursement

= Ceding

CoVerage
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Position 3

= Fundamental change should be made
to train; physicians to deliver care
consistent with the Advanced Medical

Home

= Vedicall Schoeol/Residency
= PESt gradiuaten en the! jen
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Position 4

= Further research into how the Advanced
Medical Home could be accomplished




A Small Provider Service
Network’s Journey.

= IR 2000, Meteare of Elorida, Ingc.
“(Metcare™) contracted with a large
iHealthplan i Elerida ter assume
“riske fior appreximately: 24,000
CUSTOMIErS coVvered URder thelr
Viedicaner Advanitage Plan:
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Findings and Action

¢ [he open-acecess ¢ The gatekeeper

model was in model was

place. Primany reinstituted! 1n an

care: physicians effort to restere

Were: not invelved the PCP pesition in

N directing patient the management

Cale: PFOECESS anad
Festere the patent-
pPhYSIcIZn

relatienRship:
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Findings and Action

& Primary Care & Physicians
Physicians were contracted under

pPremitin:



Findings and Action

¢ The medical-loss ¢ A concurrent
ratio was greater referral review
than 100%. PFOECESS Was
developed! to
evaluate

sulbspecialist
utniizatieon anad
nespitall admission
Utniization terassess
COSL.
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Findings and Action

¢ Referral review ¢ Individual' practice
process confirmed the patterns and
PCP function primarily capability of the 28
as triage centers with primary care
ittle Incentive te providers were
provide continuous assessed to set the
comprenhensive: care. Sundatien for an

IRtimate

relatienRshlE WiIth
the PCPIier 2dEress
efficiency/:
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Challenges

¢ Educated the ¢ Developed a Pay
physician te the for Perfermance
expectation of program te Support
providing a partnership and
ContinUEUS Lo reward
comprehensive physicians e thelr
meadicall care: COBPEration With

VIELCAE'S

maR2ageEmeniplan:

Cont’d
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Challenges

¢ Dedicate significant dellars to fund
the PAP pregram In additieon te base




Pay for Performance

TThe hypothesis of PAP was that
“process” iImprovements would: impact
Perfermance thus Increasing efficiency.
and qualicy-

The PAPwWas designed te measure
IndIvVidU2l PreVIdEr PreCeSss
Impreovement and previde: ieedhack
PESE eVvalliation as ter the CEefCIERCIES.
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Pay for Performance

TThe reward was primarily a cash incentive,

altheugh ranking was presented in hopes

off creating competition within the
network.

¢ The P4P included full disclosure of the

chitena and appeals nants. The phRysician
and Medical Director meet face-to-face to
review the results of the audit.
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Core Criteria Supporting
Comprehensive Care Concept

¢ Chief complaint addressed
¢ Active proeblems addressed

¢ Plan of care consistent with Dx and
clinical assessment

¢ Apprepriate sulsequent oeffice Visit.

¢ Hoespitall discharges) Seen Within: 72~
NEUIS:
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Pay for Performance Issues

¢ Criteria could be criticized as
Subjective and biased.

» Quality: was difficult to define. The
ECUS Was chianged! te! Hsk
Managements 2 Concepl much vetier
accepted WhHEN Conrelated o Poo;
OUILCOMES.
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| essons Learned

¢ Processes needed to Improve risk
management and achieve high P4P
Scores often reguired maoere physician
COOpPEeration perceived as more Work.

9 After thiree P4P Gycles,; Wernoticed a
PEriermance plateal and decicedi to
fermulate annter/enticn.
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2-Process Program

¢ \We implemented a more specific 2-
Process program that would support
continueus comprehensive care:

make: Fisk management sense

measuraBle by the core Criteria of
the PAP pregiam

andi e acceptedi by the physician
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2-Process Program
Process 1: Acute Care System

¢ The ACS Is a registry of patients who
needed continual care to ensure
resolution of iliness.

¢ e ACS IS best managed: by, a
lIcensedinurse;, a radical stiggestion
{OF presenit practices Wihe el on
medicalr assistants and reni desk
EmpleyEEes Lo tiilager patienit calls.
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Process 1. Applications

» Acutely Illl patients who have a risk of
declining while being treated.

¢ Chronically 1l patients whoe: are failing
treatment and have: difiiculty,
FECOVENING/COoPING.

9 Patientsiwher iave: a change in

medical stapiiity er are moeving
tevweard ity
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Process 1. Applications

¢ For on-call encounters to keep track
Off Progress post treatment.

¢ Discharged patients:

= Hespital: 46=heurs
= SNES 7 2-lReUIES
= ERNeleWEUPS anc @OSA PALERLS
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Process 2:
Comprehensive Recovery Plan

¢ CRP used for all post hospitalization patients to
pe evaluated In the office within 72 hours of
discharge

¢ Office visit Includes:

Complete account: of hospital stay,
SPECIic diagnesis

Pharmacy/, adlierence

[DESIN Gff FEceVEeRy plan
Sulseguenit visits

ACS Interventien
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Physician Survey Results

¢ Seven months after the 2-Process
Program was started:

- 70% physicians acknowledge
that the ACS was am asset to the
pPractice.

- 8196 noted a nukrse was hest for
the pesitien:

- 4496 wanted more assistance In
PErECING the Precess.

42



Physician Survey Results

85090 responded yes to
performing a CRP on each
hoespitalized patient during the
POSt hespital VISIt.

A96 ackinewledged valtue: off the
CRP.

SSYe Wanted itrther assistance in
PErECING the Precess.
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Performance Scores

¢ Ihe iImplementation of the two-
process Initiative (ACS & CRP)
resulted 1n Impreved perfermance
SCOKEes as measured: by PIQr 4.
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Performance Scores

¢ In retrospect, It provided a teaching
tool, guiding the PCP te practice in a
manner consistent with the PCMIH,
INcreasing their awareness ofi Iits
effectiVERESS IR ImpreVving:

- pharmacy/, adiherence

— [[ESPORSE e treatment/reseluien
eiliness
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PIQ P4P Results

PCP 1 PIQ 2-3-4 Part A Admits/K | MRA
Expense $
‘05 |06 ['O7 ['O5 |'06 |O7 [0S |'06 |07
A |84 |80 |95 [255 |203 |163 |244 |183 |193 |.96
B |75 |78 |93 |270 (238 |245 | 295 |270 (234 |1.39
C |74 |75 |91 |253 |288 |291 (297 |324 |277 |1.23
D |73 181 |73 237 [293|308 | 264 |279 (289 |1.02
E |87 |84 |82 |208 (2191|260 | 229 |229) | 261 [ .97
E |79 |80 |75 |260 (255 |291 |289 |308 |316 |.95
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Trends

¢ [he data reveals several correlating
trends:

= These who Incorpoerated the principles
had a Righer PI® score and a dewmhward
trend el AZKwithr decreased Part A
EXPERSE.

= The converse Is also true.
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Bonus

¢ A bonus effect of PIQ criteria
compliance was:

- more accurate Medicare Risk
Adjustment: scores (Imore premium)

- JAcreased! percentage off patients
seen| moenithly,

—[Rcheased patient ana physician
SabiSiiachieon
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Reimbursement

¢ he average reimbursement in terms
off Medicare equivalent for the PCP
whoe gualifies for:

> tep ter = 147%
> Betem tier= 10v%
> market average = 12149
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Patient perspective of PCMH

December 7, 2007
Gentlemen:

Again, It Is with great pleasure to praise your organization for doing
an; outstanding job in monitoring eur health situations. We have
peen with you for over four years without a single complaint,
whichi shews yeu must be deing semething right.

Dr. B, Is very therough, understanding and takes his time explaining
preblems and medications. Rather rare in this day and age.
Besides our physician, the people Woerking| fer you' are the
pPackisene and desenve equal praise. Deblhie, calling andlleeking
over usilike a moether hen, net just firem 8:00 te) 5:00; buit Wwhen
needed. Gleora; always smiling), helpiulandivern/ efficient.
Chstie: en the hallwith ther relerrals.  Carol; Youlr FECEPUoRISE, IS
2 pleasure: ter speakawith, alwaysiiniermative; and nEVER iergets a
calllieralistherresis i ol Woenderiti groue; Werthanikeayouk

dlake carer o themilikerasamilys they really anrewhet ashealith
eligenizaen should heliixe:

SIRCErely,
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