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WHY PATIENT CENTERED MEDICAL HOME
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PCMHCREATES VISION FOR CHANGE



Yesterdayods Car e Medical Home Care

My patients are those who make Our patients are those who are
appointments to see me m====) |egistered in our medical home
Patientsd chief ¢ We systematically assess all our
for visit determines care = patientsdo health

Care is deter mi ned byCartie deiynimed by a proactive
problem and time available today =) plan to meet patient needs without

visits
Care varies by scheduled time and Care is standardized according to
memory or skill of the doctor : evidencebased guidelines
Patients are responsible for A prepared team of professionals
coordinating their own care : coordinates all
| know | deliver high quality care We measure our quality and make
because | 6m well ? r a i rape dhanges to improve it
Acute care is delivered in the next Acute care is delivered by open
available appointment and walkns : access and nonvisit contacts
|l tds up to the pati enWetradk tested cbnsultationsy and t
happened to them follow-up after ED & hospital

Clinic operations center on meeting A multidisciplinary team works at the
the doctords nee :d stop of our licenses to serve patients

Slide from Daniel Duffy MD School of Community Medicine Tulsa Oklahoma



Yesterdayods Car e Medical Home Care

Care is delivered to individual

patients e

Quality is assumed by an absence
of errors

—

The team is organized to make
things flow smoothly for providers )

Primary care treats medical
problems and refers out everything =)
else

Patients make appointments when
something is wrong and the )
provider treats the complaint

Out of sight, out of mind
—

Care is delivered to individualand
to clinical populations

Quality is measured and continually
improved , care is monitored
against national or regional
benchmarks

Everyone on the team has a role in
making care flow smoothly for
patients

Primary care treats the whole
person andcoordinatesall services
that impact health

The provider and team proactively
partner with a panel of patients
over time

Anticipate and respond to needs fol
prevention, acute, chronic and
palliative care

Slide from Daniel Duffy MD School of Community Medicine Tulsa Oklahoma



DONOT MI STAKE ACTI VI TY |

Increased access does not ensure increased quality of communication

Quality of interaction = real achievement
A Patient trust
A Behavior change
A Qutcomes
A Satisfaction

Understanding where the patient is coming from
A Social relationships
A Living situation
A Qualityof life
A Goals
A Beliefs
A Understandingand beliefs about health, disease, medications
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PCMH FRAMEWORK FOR CHANGE

Section 5. Standards for patient-centered medical homes. (1) The commissioner shall, in
consultation with the stakeholder council of interested parties, set standards from the list provided in subsection
(2).

(2) Standards may be set for one or more of the following or for other topics determined by the
commissioner in consultation with stakeholders:

(a) payment methods used by health plans to pay patient-centered medical homes for services
associated with the coordination of covered health care services;

(b) bonuses, fee-based incentives, bundled fees, or other incentives that a health plan may use to pay
a patient-centered medical home based on the savings from reduced health care expenditures associated with
improved health outcomes and care coordination by qualified individuals attributed to the participation in the
patient-centered medical homes;

(c) a uniform set of health care guality and performance measures that include prevention services; and

{d}) a uniform set of measures related to cost and medical usage.

(3) A patient-centered medical home must meet the standards in this section in full or in part by providing
proof to the commissioner that it has been accredited by a nationally recognized accrediting organization

| Legislative
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Medical Home
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Patient-Centered Medical Homes

Upoming Meetings:

Payer Subcommittee
July 10th, 9:00 - 10:00am

Quality Metrics Subcommittee
July 10th, 10:00 - 11:00am

PCM

Patient-Centered

PCMH stakeholder Council Medical Home

July 16th, 1:00 - 3:00pm

All meetings are held at the CSI Office
840 Helena Ave.
Helena, Montana

Call-in information for all meetings: (712) 422-1212

Access Code: 236-818-235 More Information on Patient-Centered

Medical Homes:

Commissioner Lindeen has approved three national accrediting
agencies for inclusion in the Montana PCMH Program. The
MNational Committee for Quality Assurance (NCQA), The
Accreditation Agency for Ambulatory Health Care (AAAHC), and
The Joint Commission met all the necessary criteria to become
a recognized accrediting organization for Montana's PCMH
program.

2014 Stakeholder Council Meetings
Resources for Practice Transformation
General Resources

PCMH Across the Country

2011-2013 Advisory Council Archived
Meetings

Early History of the Montana PCMH
Initiative

View lists of medical practices Commissioner Lindeen recently
gualified and provisionally gqualified for the Montana PCMH
Program here:

= 2014 Qualifed PCMHs
+ 2014 Provisionally Qualified PCMHs



PCMH 2014

(6 standards/27 elements/100 points)

1) Patient-Centered Access (10) 4) Care Management and Support (20)
A) *Patient-Centered Appointment Access A) Identify Patients for Care Management
B) 24/7 Access to Clinical Advice B) *Care Planning and Self-Care Support
C) Electronic Access C) Medication Management
D) Use Electronic Prescribing
2) Team-Based Care (12) E) Support Self-Care & Shared Decision Making
A) Continuity
B) Medical Home Responsibilities 5) Care Coordination and Care Transitions (18)
C) Culturally and Linguistically Appropriate A) Test Tracking and Follow-Up
Services B) *Referral Tracking and Follow-Up
D) *The Practice Team C) Coordinate Care Transitions
3) Population Health Management (20) 6) Performance Measurement and Quality
A) Patient Information Improvement (20)
B) Clinical Data A) Measure Clinical Quality Performance
C) Comprehensive Health Assessment Measure Resource Use and Care Coordination
D) *Use Data for Population Management A) Measure Patient/Family Experience
E) Implement Evidence-Based Decision B) *Implement Continuous Quality Improvement
Support C) Demonstrate Continuous Quality
Improvement

D) Report Performance
E) Use Certified EHR Technology

J ¢cea

* Must-pass

MNMeasuring quality
mproving health care.
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Leading Internal Medicine, Improving Lives

FOR PHYSICIANS: MORE RESOURCES FOR:
CLINICAL RUNNING A EDUCATION & RESIDENTS &
INFORMATION PRACTICE RECERTIFICATION FELLOWS

Home Running a Practice Delivery & Payment Models Patient-Centered Medical Home

Running a
Practice

Practice Management
Payment & Coding

Physician & Practice
Timeline

uality Improvement
Medical Lab Evaluation

Health Information
Technology

Delivery & Payment
Models

Patient-Centered
Medical Home

- Understanding PCMH
+ Costs & Benefits

* The PCMH in Action
* Resources & Tools

Accountable Care
QOrganizations

Other Care Models

Ethics & Professionalism

Patient Care & Education

Patient-Centered Medical Home

Begin the journey towards a
successful PCMH practice.

ACP has gathered a comprehensive collection of
information, resources and demonstration projects
to assist you in planning for a complete Patient-
Centered Medical Home.

Understanding the PCMH

A Patient-Centered Medical Home is a team-based model of
care led by a personal physician who provides continuous and
coordinated care throughout a patient's lifetime to maximize
health outcomes.

THE EASICSE OF THE PCMH =

Costs, Benefits & Incentives

Learn about the costs to implement a Patient-Centered Medical
Home in your practice and the benefits and incentives that will

make the process worth the effort.

MORE COSTS, BENEFITS & INCENTIVES =

PCMH in Action

Access profiles of current Patient-Centered Medical Home
demonstrations in action across the U.5. The purpose of these
demos is to test the model and measure its effect, particularly

in terms of quality improvement and cost savings.

PCMH DEMONETRATIONS

> Aboul ACP » Meelings
» Advocacy » Products & Services

» Membership » Career Connection

PATIENTS &
FAMILIES

MEDICAL
STUDENTS
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Do You Need Help Becoming a
Patient Centered Medical Home?

Acp | Practice ==
Advisor A

Learn about how this product can help.

What's New

September 2012

On September 6, the Patient-Centered Primary
Care Collaborative, released the report "Benefits
of Implementing the Primary Care Patient-
Centered Medical Home: Cost and Quality
Results” This report provides a summary of new
and updated results from PCMH initiatives from
the past two years, including cost and quality

outcomes data.

Recognized PCMH Practices

3,036

and c?iruhingf

May 2008 Dec. 2012

Website: www.ncga.org/

Introduction to the Patient
Centered Medical Home Video

Patients are curious about what a "Patient
Centered Medical Home" is and this video was
produced by Emmi Solutions in partnership with
the Patient Centered Primary Care Collaborative
(PCPCC) in an attempt to answer their questions.
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