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Context: 
Federal reform of health care and projects such as IHI Triple AIM 

Improve health care quality, patient experience, cost-effectiveness, access,

coordination, health care delivery, and reform insurance

Purpose:
We will narrow discussion of PCMH to the linkage with ACO

· How does PCMH (practice-level transformation) align with call for increasing accountability (ACO), contribute to/enable ACO?

· Is there evidence of PCMH success which links to ACO / fulfills or promotes ACO functioning/requirements/attributes/principles?

· How should we change health care to achieve the intent of reform and improvements mentioned above?

· Discuss practice level

· Discuss community/regional level

· Probably not regional/macro system

Health Care Delivery Principles/How we want care delivered  

· Care equal across populations

· Support individual well being

· Clear accountability for total care of patients (usually PCP)

· Care provided in the right setting

· Appropriate access and choice for everyone

· Easy access to appropriate care and information, when needed

· Timely, convenient, responsive services

· Quality of clinical process and outcomes

· Coordination of care among all providers and transitions

· Providers have accountability for peer review of care provided

· Optimize workforce capacity and capability

· Efficient and effective delivery of services

· Balance across the local health economy

· Clinically relevant information available to all providers at point of care (EMR)

· System has accountability for quality of care processes and outcomes

· System continuously innovating and learning in order to improve quality, value, and experience

ARE THERE IMPORTANT PRINCIPLES AND/OR WANTS MISSING FROM THIS LIST? Revisions needed?

· Identify measurable outcomes
· Patient accountability (more than engagement)
· Available  information: provider, plan, patient
· Consider social networking to facilitate delivery: facebook, patient portal
PCMH

Promotes a team-based approach to the care of a patient through a spectrum of medical conditions and disease states, across the stages of life. Overall coordination of care is led by a personal physician with the patient serving as the focal point of all medical activity.

· Personal physician: primary contact and coordinator of care for each patient
· Physician led medical practice: the personal physician leads the practice to ensure continuous, comprehensive care; health care team, trained to provide first-contact, continuous, coordinated, comprehensive care; maximizing individual patient adherence to a distinct, customized self-care management program
· Whole person orientation: the personal physician and team arrange and oversee care throughout the various stages of the patient’s life; acute care, chronic care, preventive services, and end-of-life care, with strong consideration for the individual’s value system, personal preferences and level of engagement in decision making
· Care is coordinated/integrated: personal physician team in connection with specialists and other providers across settings, facilitated by registries, health information exchanges, and other electronic means to assure that patients get the indicated care when and where they need and want it, in a culturally and linguistically appropriate manner
· Quality and Safety: serve as primary guideposts for all aspects of a patient’s care: Evidence-based medicine and clinical decision-support tools guide decision making; practice engaged in continuous quality improvement; Information technology is used to appropriately support optimal patient care, performance measurement, patient education, and enhanced communication; population-based measures utilized to assess process and outcomes
· Enhanced access: using tools such as open scheduling, extended hours, and various modes of communication to connect providers and patients; group visits, cyber-visits, robust customized educational tools and self-monitoring devices are available through the practice
· Payment: value driven, reflective of case mix, enhanced technologies, quality improvement, shared saving – achieved by successful patient care management

ACO

A local health care organization and a collective/network of providers (at least PCP, specialists, hospital) that can be held accountable for the cost and quality of car delivered to a defined population

· Manages full continuum of care, in institutional and non-institutional settings
· Accountable for effectiveness and efficiency

· Aligned incentives and accountability of providers

· Emphasis on enhanced primary care

· Includes reformed payment and delivery models (integrated/coordinated)

· Prospectively plan for resource needs and budget

· Support valid, reliable measurement of performance

· May be multiple levels of ACO: may include PCP rich IPA focusing on prevention and ambulatory sensitive conditions; frequently used specialties as IPA or multi specialty group practice(s) adding common specialty procedures; hospitals adding opportunities for cost reduction and quality improvement; community healthcare providers, public health agencies, social service organizations joining to improve outcomes for a broad population including homeless and uninsured…
	PCMH
	ACO

	Personal physician, focus on patient-physician relationship (single practice)
	Provider-led organization, multiple providers, practices organized

	Physician-led team
	Culture of teamwork among staff of practices

	Whole person model of care, patient and family-centered
	Complete and timely information about patients and services they are receiving

	Enhanced access to care
	

	Care coordinated, integrated
	Resources & support for patient education and self management support



	Comprehensive, continuous care
	Coordinated relationships of PCP with specialists and other providers

	Continuous improvement
	Manage full continuum of care for populations

	Quality and safety, guide all care individual/population
	Accountable for quality and safety for populations 

Technology and skills for population management and coordination of care

Ability to measure and report on quality

	Payment supports patient-centered care, and is value driven
	Accountable for overall costs

Infrastructure and skills for management of financial risk

Leaders committed to improving value of health care services


Characteristics primary care practices must have to become an ACO

· Timely and complete information about patients (and services they receive) at point of care

· Technology and skills for population management and coordination of care

· Resources necessary for patient education and self-management support

· Culture of teamwork among staff of practices

· Coordinated relationships with specialists

· Ability to measure and report on quality and experience of care

· Infrastructure and skill to manage financial risk

· Commitment of leadership to improving value as top priority

· System of operational accountability to drive improved performance

DISCUSSION
· Thoughts about how the two align/fit? 

· Areas of misalignment requiring attention?

Issue of consistency/coordination of payers
ACO could look like past efforts (HMO, gatekeeper, etc.)

MDCH, Wayne County Health Centers are collaborating to implement PCMH and accountability

Lack of consistency of criteria – NCQA vs. PGIPs

Care Coordination is key, must be a component of both
PCMH Evidence of Effectiveness
· Chronic Disease Care

· Patients with diabetes had significant reductions in cardiovascular risk; 
· Patients with congestive heart failure had 35% fewer hospital days; 
· Asthma and diabetes patients were more likely to receive appropriate therapy.2
· When adults have a medical home, their access to needed care, receipt of routine preventive screenings, and management of chronic conditions improve substantially.3
· State level data/Validated by Dartmouth Data

· Lower Medicare spending
· Lower resource inputs
· Lower utilization
· Better quality
· 33% lower annual adjusted cost of care
· 19% lower adjusted mortality, controlling for age, gender, income, insurance, smoking, perceived health (SF-36) and 11 major health conditions [Franks and Fiscella. J FAM PRACT 1998;47:103]
· Barbara Starfield of Johns Hopkins University
· U.S. adults with a primary care physician rather than a specialist had 33 percent lower costs of care and were 19 percent less likely to die.

· In England and U.S. each additional primary care physician per 10,000 persons is associated with a decrease in mortality rate of 3 to 10 %
· In the U.S., an increase of just one primary care physician is associated with 1.44 fewer deaths per 10,000 persons.
· Denmark 

· Organized its entire health care system around patient-centered medical homes, achieving the highest patient satisfaction ratings in the world  
· Among the lowest per capita health expenditures and highest primary care rankings
· Group Health Cooperative of Puget Sound
· 29% reduction in ED visit, 11% reduction in amb. sensitive care admissions.

· $16 per patient per year investment was associated with offsetting cost reductions of $17 per patient per year (p>.05) 

· Statistically significant decrease in total costs
· Community Care of North Carolina
· 40% decrease in hospitalizations for asthma and 16% lower ER visit rate 
· Total savings to the Medicaid and SCHIP programs are calculated to be $135 million and $400 million for the aged, blind and disabled population
· HealthPartners Medical Group BestCare PCMH Model
· 39% decrease in emergency room visits, 24% decreased admissions

· Overall costs in the PCMH clinics decreased from being 100% of the state avg.-2004 to 92% of the state avg.-2008

· Geisinger Health System ProvenHealth Navigator PCMH Model
· 14% reduction in total hospital admissions relative to controls, and a trend towards a 9% reduction in total medical costs at 24 months
· Estimated $3.7 million net savings, ROI > 2 : 1

· Genesee Health Plan HealthWorks PCMH Model
· 50% decrease in ER visits and 15% fewer inpatient hospitalizations

· Colorado Medicaid and SCHIP
· Median annual costs $785 for PCMH children vs. $1,000 for controls (reduced ED visits and hospitalizations)

· PCMH children - chronic conditions had lower median costs $2,275 vs. $3,404 – controls 

· Intermountain Healthcare Medical Group Care Management Plus PCMH Model
· 10% relative reduction in hospitalizations,  greatest reductions among patients with complex chronic illnesses 

· Net reduction $640/patient/year ($1,650 for complex)

· Johns Hopkins Guided Care PCMH Model
· 24% reduction in total hospital inpatient days, 15% fewer ER visits, 37% decrease in skilled nursing facility days

· Annual net Medicare savings of $1364 per patient 

Challenges to Implementation of PMCH and ACO
· Transformative change necessary for PCMH – processes, etc.

· Multiple payer reimbursement strategies 

· Practices care for patients with as many different insurance plans – many do not support PCMH…

· Payers reluctant to reimburse for PCMH development without results, practices unable to fund changes without added reimbursement

· Difficult to quantify long-term outcomes
· Infrastructure changes are substantial (personnel, etc.)

· Most health care is delivered in small, scattered office-based practices

· Size of practice/organization will affect approaches needed to effect change

· Change is costly, and the care model is not currently paid (comprehensive, coordinated care)

· Evidence is only emerging that PCMH improves quality, controls costs

· PCMH and ACO requires substantial time and dollar investment (eg. HIT)

· ROI at the various levels for PCMH and ACO – how resources are shared

· Payment changes require study…effect on PCP, specialists, health care systems and other health care organizations

· Transformation requires redesign of many processes…cannot predict all impacts of each change

· Determining and developing the structural support necessary

· Lack of knowledge and resources to expand long-term care and acute care coordination

· Payment is neither care-coordination nor team-based

· What type and level of incentives?  Are incentive the best model? Other?

· Assuming PCMH and ACO are the model for the future, where do we prepare students and residents?

· What are the best measures of success?

Factors to consider in ACO design, and how PCMH informs this / aligns with ACO

· Provider participation voluntary or mandatory

· How patients are brought in to ACO, passive or active; assigned, choice; 

· Provider payment methods to permit budgeting and to provide adequate resources

· How quality is assessed – system quality, individual physicians, teams, etc.

· Participation of and impact to private payers

· Participation of and impact to purchasers

· Roles and responsibility of government

DISCUSSION

For PCMH/ACO, what expectations should be established…and, linked to these expectations, what are the metrics/measures of success?

HIT must integrate across the health care system, from care site to care site
Rural access to health care is critical, and may be supported by technology, travel teams,

VA HIT system is successful, though the VA does not require ability to code for billing (no diagnostic or level of service codes)

Must get community engaged, including employers (purchasers), health systems, providers, payers, and community leadership 
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WHAT SHOULD BE DONE/CHANGED TO FACILITATE REDUCTION IN HEALTH CARE EXPENDITURES?

Need valid, reliable metrics across all payers

Setting uniform goals: for example, decrease complications and negative outcomes of conditions

Bridges to excellence pilot as example
Promethius example: bundles for procedures, chronic conditions, reward prevention
We must measure patient experience
Opportunities to reduce health care costs

Hospitals, Systems, and Specialists

· Improved inpatient care efficiency

· Use of lower cost treatments

· Reductions in adverse events

· Reductions in preventable readmissions

· Improved management of complex patients

· Use of lower-cost settings and providers

Primary Care Practices

· Improved prevention and early diagnosis

· Improved practice efficiency;

· Reduction in unnecessary testing and referrals

· Reductions in preventable ED visits and admissions

· Improved management of complex patients

· Use of lower-cost settings and providers

WHICH OF THESE OPPORTUNITIES ARE MOST EFFECTIVE? PALLATABLE? FEASIBLE?

Policy changes/implementation to promote ACO

· Payment reform options: coordination; comprehensive; preventive; wellness; bundling; share capitation; high value; p4p; full population pre-payment; engage purchasers to align financial incentives;

· Set realistic expectations and achievable goals: proper alignment of incentives; balance incentives for individual provider participation; 
· Align ACO with other initiatives: including PCMH, chronic disease management; effective use of HIT

· Engage providers: engaged in, and owners of change process

· Encourage appropriate provider mix: appropriate organizational design, with appropriate leadership and expertise; match financial incentives to organizational capacity/size; 
· Patient incentives and responsibility: choose high quality/value delivery; patient responsibility for behavior and risks;
· Regulatory change: facilitate clinical coordination among providers
· Accreditation: Accreditation of delivery systems; enhanced measurement; enhanced reporting; proven evidence-based) practices; point of care decision support; care coordination; access;
· Provider training: changes in medical/health professions education and training programs – preparing for integrated delivery, team, and new expectations (see accreditation above)
· Improve performance measurement and risk adjustment: invest in the continued development of measures to support flexible payment systems

· Government infrastructure support: facilitate the change; support investigation and measurement; test and trial delivery system innovations;
· Health information technology: critical infrastructure; available data and information to support clinical care; security is critical;
WHICH OF THESE POTENTIAL POLICY CHANGES HAVE THE POTENTIAL TO FACILITATE ACCOUNTABILITY?  WHICH ARE MOST PALLATABLE?  WHICH ARE MOST FEASIBLE?
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Payment system reform options – provide or enable ACO (What should we do?

· Flexibility to deliver right services to right patient, right way, right time

· Remain profitable by keeping patients healthier, reducing unnecessary services

· Higher pay for high quality care (less for lower quality)

· Encourage patients to select higher quality providers

· Adequate payment for cost of services provided to all patients (effective mechanisms for setting appropriate payment levels)

· Avoid penalty for sicker patient populations

Payment Options

Comprehensive care payment plan

Episode of care payment

Hybrid payment

Bundling

Prospective payment

Catastrophic funding

WHICH OF THE ABOVE REFORM OPTIONS AND METHODS OF PAYMENT WOULD BE MOST LIKELY TO PROMOTE ACCOUNTABILITY? WHY? ARE THERE TOERH REFORM AND PAYMENT OPTIONS? WHAT ARE THEY?
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