New Models of
Care

You can’t always get what you want, but Iif you try.

sometimes, you might find, you get what you
need




What do You Want (From
Practice)?

Meaningful relationships
Provide good quality care
Make a decent living

Do good in the world
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And What do You Need to Get
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And What do Patients
Need?

< Access

See their doctor

< Meaningful personal relationship

< High quality care

% Good value



And How Is That Working
Out?

% QOverhead

s Volume and
Reimbursement

s Do It Better!







Decrease Overhead


Presenter
Presentation Notes
Discuss models to decrease overhead –
Limited staff
Home visit or long-term care only


Increase Volume
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Team care model


INnCrease
Reimbursement
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Concierge
Cash only (also reduces overhead)
Procedural (eg, cosmetic derm)


Increase Value

Value = Quality
Cost




Transform the System

Access




The Medical Home Is Something
Qualitatively Different

Usual Primary Care

Relies on the
clinician

Care provided to
those who come In

Performance Is
assumed

Innovation Is
iNnfreaiiant

Medical Home

—— Relies on the team

—

Care provided for all

Performance Is
measured

Innovation occurs
reaularlv



Culture of
Improvement

Learning Organization
« Staff education
» Team meeting

Quality
Measures

Performance Reliable
Measurement Systems

 Lab and referral tracking

» Check list and reminders

» Evidence-based decision
support tool

* Family medicine core
measures
* Patient satisfaction surveys

Patients Get What They Need

:

Family Medicine
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Blocks leverage each other; it’s not a linear relationship; it’s an interdependent system where what happens in one block affects what happens in another.
The whole represents a fully implemented PCMH/Family Medicine model.
First, quality measures are “Built In” to the PCMH
Practices are continually taking steps to measure and improve their clinical and service quality including feedback from their patients -- they “live” a culture of improvement. 
Staff actively learns from each other through a systematic and disciplined approach, e.g. through regular team meetings. 
The practice installs reliable systems (e.g. to track lab results, referrals and transitions in care) and 
Uses check lists, reminders and evidence-based point of care decision support tools. 
PATIENTS get the right care at the right time, every time, i.e. they get what they NEED!



Convenient Access Personalized Care Care Coordination

: : » Referral management
» Same-day appointments * Reminders « Patient engagement and
» After-hours access » Personal Health Record 9ag

coverage » Shared decision-making Lzl

) : : » Prevention screening and
* Online patient services  Self-management support services

Patients Are More
Satisfied with Their Care

Quiality Patient
Measures Experience

Family Medicine
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Patients want access to comprehensive primary care when they need it, when it’s convenient for them, that’s personalized and coordinated for them. 
For some practices this may be a significant shift in mind set and a practice redesign challenge to become truly PATIENT CENTERED. 
A PCMH creates the opportunity and support for patients to engage in their own care and in shared decision-making. 
The practice builds in same day access and 24/7 coverage. 
The practice innovates with new approaches to engage patients such as group visits and on-line services. 
PATIENTS get access, communication, education and care coordination when they want it, i.e. patients are more satisfied with their care




Financial Personnel Clinical Systems
Management Management

* Budgets _ * Lab testing
 Cash flow Jog gy * Prescriptions

» Accounts receivable » e ey B, * Registries

Practice
Organization s

Practice Works Efficiently

F

Quality Patient
Measures Experience

Family Medicine
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a medical home can succeed only if it has systems in place to assure disciplined financial management; disciplined personnel management; and disciplined and reliable processes to manage clinical care. 
A MH like any other business has to be built on a strong financial base in order to be sustainable and invest in itself. 
Secondly, a practice-based care team with effective leadership, communication and task delegation is essential.  
Thirdly, a disciplined, pro-active, systematic approach to wellness promotion, disease prevention and care coordination is another essential component of the MH. 
Done well, PATIENTS experience a well-run and efficient office and the PRACTICE is financially viable with a satisfied staff, i.e. the practice works efficiently for both staff and patients.





Business & Clinical Connectivity & Evidence-Based jClinical Data Analysis

Process Automation Communication Medicine Support & Representation

» Evidence-based
template for
documentation

¢ Intra-office team
coordination
* Results, referrals and

* All patient, all condition
registry
* Quality measurement

* E-prescribing
* Clinical messaging with

procedures tracking . pHagleﬁtnr;[Sinformation : AC%FT‘SSI'[.O fonllnet_ collection and analysis
» Schedule and resource (S SIEE OGO * Reporting to third
exchange Clinical decision support

management parties

Practice
Organization

Health IT Information Managed Effectively

Patient
Experience

Quality
Measures

Family Medicine


Presenter
Presentation Notes
Technology is the great enabler, the engine that propels many functions critical to an effective medical home. 
Technology facilitates a variety of essential information-driven functions in a MH: 
business and clinical processes (e.g. intra-office electronic messaging, clinical results and test tracking); 
connectivity and patient communication (e.g. e-prescribing, patient portals, and clinical messaging with patients); 
evidence-based medicine support (e.g. point of care clinical decision support and clinical reminders); 
population management (e.g. patient registries); and, a fully implemented MH 
a full-function electronic health record system serves as the practice’s central nervous system. 
With appropriate utilization of HIT,  PATIENTS know that their care team has the information they need to make the best medical decisions and to guide their care, i.e., information is managed effectively.





®
Great Increased Satisfaction

Outcomes

Practice
Organization Health IT

Quality Patient
Measures Experience

Family Medicine
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We started with a goal of creating a model of care that provides “a continuous relationship with a personal physician coordinating care for both wellness and illness”.
The PCMH/Family Medicine model is designed to deliver on this goal and to produce great outcomes for patients, office staff, and physicians and for the improved health of the community, i.e. increased satisfaction for ALL stakeholders. 




The Patient Centered Medical Home
The Family Medicine Model

Great
Outcomes

Practice Heath IT
Organization

Quiality Patient
Measures Experience

Family Medicine

Patient-centered | Physician-directed
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15 patients in the morning and afternoon - 30 for the day. Nurses check in, docs do most of work, 5 phone calls.

New model

1 hour for e-visits - 10 patients - minor acute illnesses, scheduled follow-ups
2 hours for patients - 4 patients, nurses check-in, enter initial data, end do education - you review info with pt, examine, discuss management plans
1 hour for phone calls and e-visits - 10 patients.

10/ 6/ 8

50 people that day - 


And Is It Working?

' Diabetes - Reduced CV Risk

RAND

CORPORATION

CHF - 35% Fewer Hospital Days

Asthma and Depression — Better Care
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Study of 4000 patients managed according to PCMH principles


And Is It Working?
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And Is It Working?

[ ]
% TR $10.2 million dollar investment
Y ( :{}Il'I'II'I'lllI]il'}’ Care
of North Carolina

$244 Million
dollars in savings



Payment Reform

< Well Point — paying for e-visits

< Anthem — providing care coordinator, paying for
guality

<+ CMMS - increasing payments for primary care

Fee For Service
Capitation
Quality
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