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Socletal Expectations

Pressure for Value
Desire for Patient Centered Care

Accountability
Transparency
Payment Incentives




What Is patient-centered care?

Commonwealth Fund
Superb access
Patient engagement
Clinical information systems
Care coordination
Integrated and comprehensive care
Smooth transfer of information
Ongoing public information

Publicly available information to choose a
practice and physician




)
l\.._rli.:.lr'a.c:-ll
LS

Indicator Millions Percent

Regular doctor or source

142.2 80
of care

Not difficult to contact
provider over telephone

125.7 85

Not difficuit to get care or
medical advice after-

hours

Doctor’'s office visits are
always or often well
organized and running on
time

All four indicators of
Medical Home
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The PCMH is based on the Chronic Care Model

Community. Health System

W T Health Care Organization

Self- Delivery Decision Clinical
Management System  Support Information
Support Design Systems

Informed, Prepared,

Activated Proactive
Patient Practice Team
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Coordinating Care — A Perilous Journey
through the Health Care System
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Medicare CHF Readmissions (2005)

27% In 30 days
39% In 60 days
~50% In 90 days

610,000 Discharges in 2005
DRG 127 (CHF) = $29.6 Billion (2006)




Transitions Mod

Transfer ¢
Clinical Inf

Transfer ¢ Care Expectatior
esponsibility Continuit Goals

“Dispatch Function

Unified Medic
Record or Data
(Webbased, Sme
Card, etc.)

Critica Patien

Sult-Critica Provide

Task: Location
Suppor
Etc.

PersonPerson




Cultural Issues of Transitions

Joint Responsibility/Accountability
Direct Communications

Timely Communication
Patient/Family Engagement
Medical Home
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Creating Accountable Care

Organizations: The Extended
Hospital Medical Stafl

A new approach 1o organizing care and ensuring accountability,

by Elllott 8, Fisher Douglas O, Staiger, Julie PW. Bynum. and Daniel 1,
@Gatiliebh




Generic Episode of Care

End of Episode

— - Risk-adjusted health
Population at Risk

outcomes (i.e. mortality

Follow-up Care .
& functional status)

- Risk-adjusted total

PHASE 3
cost of care

PHASE 1

Clinical episode begins

Time

Appropriate Times Throughout Episode

- Determination of key patient attributes for risk
adjustment

- Assessment of patient preferences and the
degree of alignment of care processes with
these preferences

- Assessment of symptom, functional, and
emotional status







Medical Home 1.0
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Supporting the Medical Home

Reimbursement Policy
Access, Complexity, Coordination, Metrics

Infrastructure Support
ePrescribing EMR, EHR, Telephony
Case Managers
Telehealth Home Monitoring
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Bonus Pay Planned
To Boost Access to

Medical Homes

Proposai could vield up to S100K per vear.

S Al s BT de Brantes, OO0 of the coali
Adpectate Bdiier, Pracrics Trends Fio, faid i an interview, B -” [g g
"'*”“*“,a_, noweyer, he sxpecis o
*‘9 of the nation'zlargest  “have a couple of 2 musﬁﬁg

} uwéh e ey © sl nouncstieni.”

"x.,.,ts’ i 3%;::- nehingy g He- I, Biichae] Bann, ACE vy




Five PCRrH Payment Models

FFS with tiscrete new codes

FFS wath Bigher payment levels

FFS with additional luemg suem payments
FFS wath PAMPK fee

FFS with PR=R fee and with P4F
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Pilot Joint Principles
Developed (cont.)

= Reimbursement should
=Reflect the value of non-face time
=Fay for care coordination
=Support adoption and use of HIT for Gl

Support enhanced communication such as secure email and
telephone consultation

=Allow for separate fee-for-service visit payment
Recognize case mix differences in patient population

=Allow for physicians to share in savings from reduced
hospitalizations

=Allow for additional payments for achieving measureable guality

improvements
arepping up fo the Fulire
MNH CITIZENS HEALTH INITIATIVI




FPC-FPCMH Content and Sceoring
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MMHD Care Management Fee

Per Member per Month Payments

HCC Score <1.6 HCC Score =16 Elended Rate
Tiec 1 £27.12 £80.25 4040
Tier 2 £35.48 2100.35 251.70

HCC score indicates disease burden

Estimate that 25% of beneficiaries with HCC <1.6 and Medicare
costs at least 60% higher than average

First 2% of savings not shared

80% of savings above 2% (minus fees) shared with practices




¥ Fhysician Parlicipation in P4P 3200 per practiticnsr
PP - (Family Pragilice, Padiptvicians, liviermnists:
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Pennsylvania

The PCP must conduct outreach to Enrollees who mismn
appointment to determine why the Enrollee missed #h
appointment and to reschedule the appointment.

The PCP must also outreach to Enrollees identifieoh the monthly
panel lists as new Enrollees, Enrollees who havetruad an
encounter during the previous twelve (12) months ahEnrollees
who have an EPSDT Screening due or are not curremtith
EPSDT periodicity and immunization schedules for cldren, to
schedule an appointment.

The PCP must record in an Enrollee’s medical recordwhen he or
she misses an appointment or is not current with ta EPSDT
periodicity and immunization schedules.




ACCESS Plus P4P New C
Measures

#12. CAD: Lowering the LDL Level to Less han 100 my/dl

Payiment Amount:

¢ PP wil recsive 3 P30 incentive pavment for aach CAD patient
demonstrating an LOL E‘frﬁ&l =100 mgddl.

@ An additional payment of 310 per CAD patient i the practice per
v will ba paid te the fﬁ tics if the practice achisves a
perionmancs rate that ?‘1‘*&1.. o -&xmeﬁég MOQA s S0th perceniia
senchmark for Medicsid plans.

Pawﬂﬂm Freguancy:
Cuartsrly svaluation and pavmeand o FOPs — one payment per
';h’:: ]
Annually o the Praciice




24 Hour Access

North Carolina

An office telephone line that is not answered
after hours, or is answered after hours by a
recorded message instructing enrollees to
call back during office hours or to go to the
emergency department for care, imot
acceptablelt is not acceptablio refer
enrollees to the PCP’s home telephone if
there Is no system Iin place to respond to
calls.




The PCMH is based on the Chronic Care Model

Community. Health System

W T Health Care Organization

Self- Delivery Decision Clinical
Management System  Support Information
Support Design Systems

Informed, Prepared,

Activated Proactive
Patient Practice Team




What is a Medical Home
System?

vThe state and iocal personnegl, processes,
individuals, procedurss, matarials et support
providers o imlerent he pracice-level medical
nome standards

vOften there a7e local and siale systamic issuss such
a5 fack of specialists anc unceriainty of local
rasources that pronilt providars from providing a
redical home approach

+A state and local Infrastruciure 0 overcome these
barrizrs and to provide technical sssistance to
providers is called a medical home system
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ToariEnstion

Circler Endry Lab
Resiust Reporting
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Prometheus Model

Reward Functionality of Medical Home
Episodes of Care- Adjusted for Severity

Evidence Informed Case Rate

Potentially Avoidable Complicatoins (PACSs)
40% of Costs?

Address CeProduced Care







Questions for AR

Goals?
Incentives?

Value to Whom?
Providers, Program, Patients (or Subsets)

Accountability?
Coordination




What's Next?

Defining Medical Home
Inherent Properties
Patient Centered Services
Self Assessment

Redefining Managed Care Fee
Expectations
New Support

Set Priorities




AR Medicaid

Complex Care Plans
Foster Children
Developmental Disabilities
Community Based Long Term Care




Medical Home System

Foster Children

Personal Health Record

Health Professionals, Foster Families, Case
Managers

Care Coordinators
Adherence, Guidance, Facilitation




Examples

Twice Yearly Fee for Complex Care Plan
Foster Kids, Special Needs, Mental Health

Bonus Pay for After Hour Clinics
Use ofePrescribing

Monitored Use of ER by Panel
EPSDT Screening

ACH Home For Complex Children







Current Projects

StatewideePrescribing
Blue Cross PHR
FCC Grant — Telehealth— ATOM

The RQI Steering Committee (ACHIEV)
Medicaid HER

Federal Stimulus Package
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EHC Annual Conference
August 2%-27 2009

Hot Springs Convention Center
Hot Springs, AR

Watch our website for updates!!!
www.ehcark.org

479-201-8510



