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B i f E i t l S Brief Environmental Scan
 Patient Centered Medical Home
 The Medical Neighborhood
 Accountable Care Organizations
 Community Involvement
 Public Health
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The Problem
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F f i i b t1. Fee-for-service reimbursement
2. Fragmentation of care delivery
3 Administrative burden3. Administrative burden
4. Population aging
5. Chronic diseases and lifestyle choices
6. Medical technology
7. Lack of transparency of cost and quality information

M k t titi d lid ti8. Market competition and consolidation
9. Medical malpractice, fraud and abuse
10 Trends in specialization and patient access to providers
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10. Trends in specialization and patient access to providers

PayerFusion.com ‐CEO Blog 11/19/2012



Average annual premiums for single and family 
coverage, 1999-2012
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Source:  Kaiser/HRET Survey of Employer‐Sponsored Health Benefits, 1999‐2012. 5



*2012 2021 A j i
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*2012‐2021 Are Projections
Source: CMS National Health Expenditures Projections 2011‐2021
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When you lost your job, what happened 
to your health insurance?

Became 
uninsuredHadDid not have

Went on 
parent’s 

insurance
52%

Had
insurance 

through job 
31%

Did not have 
insurance 

through job 
68% COBRA

insurance
14%

16%

Went on 

Found insurance 
through other source

13%

spouse/
partner’s 
insurance

5%

Refused
1%

2012 TransforMEDSource: The Commonwealth Fund Health Insurance Tracking Survey of Young  Adults, 2011.

Adults ages 19–29 who had 
insurance through job

Adults ages 19–29 who lost a job 
in the past two years
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Catalyst for Payment Reform‐Report 
Card on State Price Transparency Laws                      

3/18/13



Continuing, Comprehensive and 
Personal Care In The Context Of 
Family And CommunityFamily And Community
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G t

Transforming America’s 
T f i P i

Great 
Outcomes

Health Care System and 
Engaging Members

Transforming Primary 
Care PracticesHealth IT

Practice

Organization

Patient-
Centered 

Care

Quality

Care
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AAFP National CPCi

American Academy of 
Pediatrics                   
Medical Home

AAFP National
Demonstration
Project (NDP)
>>>>>TransforMED

Health Plans
ACO & 
Value Based 
Purchasing

Future of
F il M di i

1990’s 20082006

Purchasing Family Medicine
Report  

1960’s 2007

Patient-Centered Primary 
Care Collaborative (PCPCC)

20122004

NCQA PCMH

Care Collaborative (PCPCC)
Wagner Chronic
Care Model
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PCMH is nothing less than an extreme make-overPCMH is nothing less than an extreme make over
for primary care practices, to make them:
 More Service Oriented for patients More Service Oriented for patients
 More Effective for better patient outcomes
 More Efficient for better profitp
 More Fun to go to work for all
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 True team approach to care and change True team approach to care and change
 Quality measures and a culture of improvement
 Patient and family engagement with patient self- Patient and family engagement with patient self

management support
 Care management and care coordinationg
 IT enabled for the core business,                   

clinical, education and                        
communication functions
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Patient empo ered to participate in decision Patient empowered to participate in decision 
making, how and when they get the care they 
needneed

 More than just patient satisfaction surveys
 Focus groups or patient advisors on Focus groups or patient advisors on 

improvement work groups
 Cultural sensitivity and awarenessy
 Unbiased information on                                      

treatment choices
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 For Example: For Example:
 Install a registry system for common chronic 

conditions
D l t h t Develop a team approach to care
 Train staff to provide patient self-management support
 Install protocols and reminders Install protocols and reminders
 Integrate a measurement strategy into the everyday 

care
U id b d id li t POC Use evidence based guidelines at POC
 Set up an interactive patient portal
 Optimize use of information technology to support the 
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p gy pp
work flow
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 Fully implemented the PCMH hits 
the triple AIM, better health, better 
care, lower costs

 Improves practice organization, 
work environment and job 
satisfaction

 No longer a pilot…Now a nation-
wide program with proven results
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www.pcpcc.net/publications



Creating A Shared Sense 
Of Responsibility For Cost, 
Q lit A d S iQuality And Service
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• Medical Home and Medical Neighbors communicate and• Medical Home and Medical Neighbors communicate and 
collaborate with each other to achieve improved care 
through clinical integration and coordination within 
the PCMH care delivery model. 

• Align the interests of all: patients, physicians, hospitals, 
outpatient & community  services to drive value and 
outcomes for patients.

• PCMNs are built on a strong foundation of 
comprehensive and capable primary care practices 
aligned with health systems and specialists to insure that

2012 TransforMED

aligned with health systems and specialists to insure that 
care is coordinated and managed.
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PCMH Clinical Care Plan
Mental 
Health

Home 
Care

InformationCare Plan

PatientS i li t H it lPatient

F il d

Specialist Hospital

Surgery 
Center

Imaging 
Center

Facilitated 
Access

Family and 
Caregiver 
Support
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• Transforming healthcare delivery with an integratedTransforming healthcare delivery with an integrated 
primary care function

• Integrating quality improvement and data collection 
methods into all practices

• Incorporating population-based strategies for care 
managementmanagement

• Developing and applying strategies to expand and 
sustain improvements to care

• Increasing efficiency and satisfaction for both 
patients and the healthcare team

• Enhanced outcomes and quality improvements
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Enhanced outcomes and quality improvements
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Shared responsibilit for cost q alit and ser ice• Shared responsibility for cost, quality and service

• Willingness to discuss process and interactions

• Efficient transfer of clinical information

• Multi-level accessibility

• Commit to a high level of serviceg

• The patient is always the central focus
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• Patient advocate• Patient advocate
• Central repository of personal health information

C t f ti i d ll• Center for preventive services and wellness 
advice

• Comprehensive care
• Continuity of care
• Care management
• Care coordination
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• Integrator
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Special e pertise in• Special expertise in 
knowledge and/or 
proceduresprocedures

• Timely access that 
t h th ti t dmatches the patient need

• Recommend changes in g
the care plan

• Partner with primary care
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• Partner with primary care
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• Triage level of intervention• Triage level of intervention 
required

• Get clinical and health status• Get clinical and health status 
information from PCMH

Be aware of community• Be aware of community 
capabilities for follow up

A i t f h it li ti• Appropriate use of hospitalization

• Offer definitive testing
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• Return of care to PCMH
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Ac te care• Acute care

• Access to specialty 
services

• Specialized equipmentSpecialized equipment 
not available elsewhere

S i l t• Surgical support

• Safe return to community 

2012 TransforMED

y
of care
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• Leadership
• Governance
• Data transfer support
• Financial health
• Allocation of resources
• Appropriate incentivesAppropriate incentives
• Support integration
• Communication
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Communication
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• Education

• Support groupsSupport groups

• Behavioral health

• Healthy community

F il / i• Family/caregiver 
support
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• Volunteerism
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Clinical, Financial And IT 
Integration For Better Care, 
Better Quality And Better ServiceBetter Quality And Better Service
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A group of providers who agree to takeA group of providers who agree to take 
on a shared responsibility for the cost 
d lit f th h lth id d tand quality of the health care provided to 

a defined population of patients
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There is little arg ment that o r health care There is little argument that our health care 
delivery in the US is a complex adaptive system

 While there is a wide variety of actors individual While there is a wide variety of actors, individual 
behaviors are governed by a few simple rules

 We are about to see dramatic changes in the We are about to see dramatic changes in the 
response of these actors because of changes in 
the simple rules

 No one can fully predict what will happen!
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 CAS Properties
 Common purposep p
 Internal motivation
 Simple rules

 Simple rules for the flock Simple rules for the flock
 Keep up
 Move toward the center of the group
 Avoid collisions Avoid collisions
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 Common Purpose Common Purpose
 Individual health, population health, sustainable cost (Triple 

Aim)
 Internal Motivation
 Altruism/Professionalism, financial success and stability, 

community goodcommunity good
 Simple Rules
 For the health care system

CO For ACOs
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“A New Health System for the 21st Century”
 Our common purpose as a health 

system is that the care should be:

A New Health System for the 21 Century

system is that the care should be:
 Safe
 Effectiveec e
 Patient-centered
 Timely
 Efficient Efficient
 Equitable

Committee on Quality of Health Care in America.  Crossing the Quality Chasm: A New Health System of 
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y g y y
the 21st Century.  Washington: National Academy Press, 2001.



 Care based on continuous healing relationships Care based on continuous healing relationships
 Customization based on patient needs and values
 The patient as the source of control
 Shared knowledge and free flow of information
 Evidence-based decision making 
 Safety as a system property Safety as a system property
 Need for transparency
 Anticipation of needs
 Continuous decrease in waste
 Cooperation among clinicians
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Committee on Quality of Health Care in America.  Crossing the Quality Chasm: A New Health 
System of the 21st Century.  Washington: National Academy Press, 2001.



S f ff ti f i di id l ti t• Safe, effective care for individual patients
• Commitment to the health of the 

itcommunity
• Efficient systems that reduce waste
• Shared responsibility for cost and quality
• Long term financial viability
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• Patient engagement and partnership
• Align payment and incentives with aims
• Primary care is central and capable
• Culture of quality improvementq y p
• Clinical, financial and IT integration
• Designed for the long termDesigned for the long term
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P ti t t b d t h• Patients must be encouraged to choose 
and use a PCMH
C t f di ti• Center of care coordination

• Family/care-giver involved
• Self-management support
• Superb access to carep
• Continuity over time
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• Pay for what you want to happenPay for what you want to happen
• Payment and incentives should 

foster integration andfoster integration and 
cooperation

• Reward quality and outcomes• Reward quality and outcomes
• Support infrastructure to 

li h th laccomplish the goals
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Primar care is s pported and• Primary care is supported and 
valued by the system

• Accessible• Accessible
• Comprehensive
• Continuity assured• Continuity assured
• IT enabled

• Clinical informationClinical information
• Communications
• Education and outreach
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Education and outreach
• Financial data
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P f t i ti• Performance measurement is routine
• Systems approach to improvement
• Quality goals known to all
• Team work is the norm
• Patient outcomes
• Service oriented
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M t li i t f t ti d t• Must eliminate fragmentation and waste
• Internal financial incentives are key
• Platform for data exchange
• Efficient management
• Service agreements
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ACO t b t f th i ht• ACOs must be set up for the right reasons
• Strong organizational integrity
• Optimize outcomes of care
• Community orientation
• Shared governance
• Patient centered
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Medicare Shared Savings ACOMedicare Shared Savings ACO
• Accountable, coordinated care for Medicare FFS 

beneficiaries…Retrospective analysis of claims data 
for attribution, cost and quality 

Pioneer ACO
• As above but moves sooner in program from FFS to• As above but moves sooner in program from FFS to 

partial global payment
Advanced payment ACOy

• Designed for small or rural practices with some 
monetary advance on expected savings to help with 
up front capital costs
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up-front capital costs.



M li t d IT• More reliance on systems and IT
• More use of metrics for improvement and 

t bilitaccountability
• Clinical, financial and IT integration
• Team Care-both the office team and the 

larger community team
• Care not necessarily only related to visits 

but more broadly to “access”

2012 TransforMED
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Health And Well-Being Is 
Not All About Health Care
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London‐1854
John Snow’s 
Original Map 
Showing The 
Concentration 
Of Cholera 
Cases AroundCases Around 
The Broad 
Street Pump
‐Wikipedia
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 How can we refocus on 
health rather than health 
care?
Which problems respond Which problems respond 
better to a public health 
approach?

 What portion of our 
healthcare dollar should go 
to public health?to public health?
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 In its 1988 landmark report and again in 2003 in an In its 1988 landmark report and again in 2003 in an 
updated report, Institute of Medicine defined public 
health as: ea t as

“What we as a society do to 
collectively assure the conditionscollectively assure the conditions 
in which people can be healthy.” 
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 Healthways/Gallup Organization continuing poll of health Healthways/Gallup Organization continuing poll of health 
and well-being

 Agency for Healthcare Research and Quality (AHRQ) g y y ( )
community measures

 CDC Obesity rates
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2012 TransforMED 54World Health Organization, September 2012 Malta Regional Meeting
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Th H lth d ll b i f l i The Health and well-being of our people is 
a community responsibility
H lth i l ll d t i t f Health care is only a small determinant of 
the health of our population

 Finding synergy between public health 
and primary care approaches is critical to 
solving our most pressing chronic disease 
problems…obesity, inactivity and smoking
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