(i‘ PATIENT CENTERED

MEDICAL HOME

Getting Started with
Maryland’s Patient Centered Medical
Home Program

Outreach Symposium

Hagerstown, Maryland
July 13, 2010

Ben Steffen

Maryland Health Care Commission

* MARYLAND %
HEALTH CARE - e o
COMMISSION MARY’-MND




Presentation Overview

Goals For Maryland’s PCMH program
Why should you consider participating in the program

Criteria for selecting practices

Key Program Elements
— NCQA Level 1 Recognition
— Attributing Patients to the PCMH
— The Payment Methodology
— Quality Reporting

Pilot Implementation Timeline



50%

40%

30%

20%

10%

0%

The Cost of Doing Nothing:

Percent of Median Family Income Required
to Purchase Family Health Insurance

Includes Employee and Employer Contribution

45%

34%

1986 2006 2016 2026

Source: Len Nichols, “After the Law Has Passed: Making Real Health Reform Work”, AAMC Workforce
Conference, May 7, 2010 Alexandria, VA 3



Purchasers Ask:
Why Not Just Do Cost Containment First?

Delivery systems could not stand it:

Cost containment alone will only foster defense of the status
quo.

3/4 of hospitals nationally lose money on Medicare.

Fee schedules do not adequately reflect the work that is
performed, or work that is needed, especially in primary care.

New delivery systems are needed that can embrace new
payment models.



Goals For the Program

To test the Patient Centered Medical Home model in qualified primary care practices to
determine if this model provides higher quality and more efficient care for Maryland residents
and leads to higher satisfaction for patients, nurse practitioners, and primary care physicians.

The Pilot seeks to reward medical homes for the additional services, while creating a viable
economic model for health care purchasers and maintaining administrative simplicity given
multiple payers, diverse physician practices, and our desire to avoid risk selection against sicker
patients.

Underlying Assumptions:

1. Medical homes must generate savings (which are validated through the performance
measures) to be self-sustaining.

2.  The medical home payment model must guarantee support for the investments that
practices make in transformation and operation as a medical home.

3.  Practices must share (significantly) in savings that result.

Practices are responsible for performance (as measured through specified process and
outcome indicators or financial claims analysis) to earn incentive payments.



Why Should | Consider the Program?

PCMH is an exciting new way to practice primary care medicine that is gaining
traction throughout the country.

Innovative practices across the country are tackling the challenges of introducing
new programs in a difficult economic environment.

The PCMH model is associated with increased provider and patient satisfaction.

The model has been shown to reduce the total costs of care for diverse
populations in the Medicare managed care program in Washington state, the
Medicaid population in North Carolina, and the largely commercially insured
populations in Pennsylvania.

Participating in Maryland’s PCMH Pilot will position a practice to take advantage of
the incentives under Health Reform (nationally and in Maryland.)



Criteria For Selection Of Practices

Practices that are committed to the principles of the PCMH model:

http:

www.pcpcc.net/joint-principles

Practices that reflect the diversity of practicing primary care medicine, including the
following characteristics:

Geographic location;

Practice size;

Practice ownership (e.g., privately-owned, hospital-owned, FQHC);

Populations served (commercially insured, Medicaid, Medicare Advantage); and

Ethnic and racial diversity of patients and providers in the practice.

Ability to submit and achieve at least NCQA PPC-PCMH Level 1* recognition.

Practices that provide opportunities for linking the Maryland PCMH Pilot program with
other initiatives such as participation in employee wellness initiatives or primary care
residency training.

Practices in the CMS EHR Demonstration program can participate in the Pilot, but may not
be eligible for Medicare’s Advanced Primary Care Practice Demonstration (MAPCP)
participation.
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Maryland Medical Home Pilot — Key Elements

Scope and Duration

v

v
v

Primary care practices — physician and nurse practitioner led pediatric, family
practice, internal medical, and geriatric practices.

Pilot will last 3 years.

Fifty practices, 200 providers, and at least 200,000 patients will be enrolled in the
pilot. Prime objective is 200,000 patients.

Maryland will seek to engage insured and self-insured employers in the program.

Practices must apply for NCQA PPC-PCMH recognition within 6 months of the start
of the program.

Patients ‘attributed’ to the practice will be eligible to participate.

Support from the State and Carriers

v
v

v

Maryland will support a learning collaborative for participating practices.

Maryland may provide additional funding for safety-net providers and vulnerable
practices seeking to evolve to the PCMH model.

Carriers will provide additional payments to participating practices — both fixed
and calculated shared savings payments.



Maryland Medical Home Pilot — Key elements
(continued)

Requirements for Participating Practices

v’ Practices will provide expanded access, document that they are managing
patients’ health needs, coordinate care of chronically ill patients, and maintain
quality improvement efforts.

v Practices must meet quality performance standards established for the Pilot in
order to receive higher calculated shared savings payments.



KEY ELEMENTS — SOME ELABORATION



/ PPC-PCMH is the most widely adopted PCMH
@NCQA recognition tool

WWWw.ncga.org

Standards (number of must pass elements)

Three Levels of Recognition based on
increasing points earned by meeting

Access and Communication (2) standards.
2. Patient Tracking and Registry (2) « 30 NCQA elements in total, across the nine
standards, ten “must pass” elements for
3. Care Management (1) Levels I and III; five of ten necessary for
. Level I.
4. Patient Self-Management . .
*  For Level |, no priority for which 5 elements
Support are met.
5. Electronic Prescribing (0) *  The meaning of '+ Maryland has
designated some factors in the NCQA
6. Test Tracking (1) elements that are required for each level of
v Ref | Tracki 1 recognition.
. €terral fracking ( ) +  “Must pass” factors are highly correlated
8. Performance Reporting and with cost savings. .
v’ 24-7 phone response with clinician for
Improvement (2) urgent needs
: v i
9. Advanced Electronic Registry as part of an EHR or as a
stand-alone

Communication (0) v' Summary of care record for transitions
v Advanced access for appointments
At least 12 Maryland practices and about 90

physicians have achieved NCQA recognition, tq
date.



Practices Must Achieve NCQA Level 1 Recognition
Including These Factors

24-7 phone response with The practice agrees to provide urgent phone response with a clinician

clinician for urgent needs (though not necessarily a physician) within a specific time determined by
the practice.

Registry as part of an EHR or as | A clinical data system to identify patients who need care and proactively

a stand-alone remind patients and clinicians about preventive screenings and
diagnostic tests and track patients’ clinical progress, enabling the practice
to proactively address needs for referrals, tests, and consults.

Summary of care record for PCMH providers ensure they have access to hospital discharge

transitions summaries and instructions and assess the patient’s ability/support to
understand the instructions.

Advanced access for PCMH practices agree to keep a significant portion of their schedules

appointments open to meet the needs of patients that need immediate care.

Care management & Coordinators work with patients on their individualized treatment goals,

coordination by trained team | assess patients’ barriers to meeting their goals, and follow-up with

members patients after “visits”.

Problem list for all patients PCMH practices maintain an up-to date problem list of current and active
diagnoses for each patient.

Medication reconciliation at Obtains a list of medications with the patient at each visit, including over-

every visit the-counter and prescription medicines.

Pre-visit planning and after- Collects necessary test results prior to the visit and identifies necessary

visit follow-up for care preventive or chronic care prior to meeting the patient. After-visit follow

management up -- checks with patients to confirm that they filled a prescription or
received care with a specialist. 12




Blended Payment for the PCMH Practice
A Three-Tiered Approach

PPPM payments for PCMH Shared

elements not in FFS Savings

No change, each PPPM set by NCQA recognition Average savings per

carrier uses its level, payer category, and patient calculated

own system, as is practice size. Payments are relative to the

done today. made upfront either quarterly practice’s historical
or semi-annually. performance.

There is no downside other than the need to adopt an EHR and to invest in practicing more
efficiently. The upside is the potential for very real and substantial shared savings.



How Do We Hope To Achieve Savings?
PCMH Payment Model

Before PCMH With PCMH

® Routine/Preventive Care

M ER Visits/Hospitalizations

W Pharmacy

[ Purchaser's Share
of Savings

B Incentive Payment
(Shared Savings)

B Care Management
Fee (Fixed
Payment)

In the medical home, primary care services
and pharmacy utilization will likely
increase.

Better patient management and outcomes
will reduce ER visits and hospitalizations,
producing net savings.

A portion of the expected savings are used
to fund fixed payments to the medical
home.

The medical home also receives a share of
actual savings (incentive payment).
14



Fixed and Incentive Payment Structure

Total new money =F(# of participating patients, fixed payments per
patient, incentive payment per patient)

— Participating carriers= Aetna, Carefirst, Aetna, Cigna, Coventry,
UHC, Medicaid MCOs

— Other possible carriers= Medicare, Tricare, Kaiser

Attributing patients to the program is a key step as the # of patients in the
PCMH is one variable in determining payment.

Implications: Number of patients attributed to the practice affects the
magnitude of payment.



Attribution of Patients — Use of the
Developing National Standard

Goal is to assign patients to the current and the most commonly used primary care provider.

Eligible specialties -Family Practice - FP, General Practice - GP, Internal medicine - IM, pediatrics,
geriatrics.

* Assignment is based on the occurrence of Evaluation & Management (E & M) Codes
— (Office Visit E&M, Office Visit Preventive, Office Consult)

*  Step 1 (most recent 12 months)
— Member is assigned to the PCP with the most visits.

— For ties in the number of visits (to multiple PCPs), assignment is to the PCP with the most
recent visit.

* Step 2 (prior 12 months)

— For members NOT aligned for the most recent 12 months (no PCP visit), select services sort by
service date.

— Member is assigned to the PCP with the most recent visit.

* If patient has not been seen in last 2 years, s/he is not considered in the panel — not attributed to
the practice, practice is not eligible for PPPM for that patient.



Details of the Payment
Methodology

PAY FOR PERFORMANCE « JOINT VENTURE « KICK BACK « MORAL HAZARD
FOH TVOIGER = SLNRAYA CITONTE « NOUVLIAYD « SSINEN1D3343 INIVEVEO)

BONUSES « EVIDENCE-BASED MEDIONE * CLINICAL STANDARDS

Fixed Payments are guaranteed, adjusted by PCMH recognition level, category of carrier
(commercial, Medicaid MCO, and Medicare MCO), and practice size.

— Paid prospectively: quarterly or semi-annually.
— Range of $3.00 - $6.00 PPPM for commercially insured populations.
— Total fixed payment range of $40,000 - $S60,000 per full-time physician.
Shared savings payments could be substantial, but are not guaranteed.
— Calculated based on achieved total savings from all care (IP, Rx, Outpt, and Prof).

— Separately calculated for commercial (grouped together for all carriers), Medicaid, and
Medicare (if Maryland participates in the CMS demonstration).

— Baseline for savings will be the practice’s patients’ total medical expenses, adjusted for
inflation and plan benefit changes at the start of the Pilot.

— Paid retrospectively.

Graphic Source: TransforMed, June 2009
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Alignment — A Key Incentive for Quality Reporting —
PQRI, “meaningful use,” NCQA Plan Reporting

Meeting clinical performance thresholds is a hurdle to achieving shared savings.

Workgroup recommendations (focus on alignment with other initiatives, eliminate
redundancy)
— Align with existing requirements under AQA-CMS PQRIs, ARRA (health IT) “meaningful
use” final regulations.
— Focus on NQF-recognized measures for conditions that are significant cost drivers —
diabetes and heart/stroke.
— Allow practices to use performance measures in treating 3 conditions under PPC-PCMH.

Carriers want performance alignment PCMH quality measures aligned with the
standards that plans understand and use in MHCC’s Quality Report Card, NCQA’s
Quality Compass®.

Pediatric measures —asthma, required preventive care visits, obesity, scheduled
immunizations.

Address ‘patient-centeredness’ and patient satisfaction via patient surveys.



Implementation

June 2010 Outreach symposia for providers begin.
July 2010 MHCC releases of reward structure and practice performance requirements.
August 31, 2010 Deadline for practices to submit an expression of interest in pilot

participation. Providers must notify MHCC if they are interested in
participating.

October 8, 2010 Deadline for practices to submit application to participate

October 29, 2010 Selection committee announces participating practices.

November 5, 2010 Deadline for carriers to sign participation agreement

November 29, 2010 Deadline for practices to sign participation agreement.

January 4, 2011 Launch of practice transformation and learning collaborative.

January 2011 Carriers provide enrollee rosters for attribution.

February 2011 MHCC releases patient attribution results.

March 2011 Private carriers and Medicare* begin paying PPPM fixed payments to practices

that attest to meeting NCQA criteria.

(*Provided that Maryland is selected to participate in the CMS Multi-payer Advanced Primary
Care Practice (MAPCP) Demonstration.)

June 30, 2011 Deadline to submit applications to NCQA’s Physician Practice Connections—
Patient-Centered Medical Home for recognition.

July 2011 PCMH practices begin receiving payments from Medicaid MCOs.

For questions regarding the PCMH Provider Participation Timeline or other Patient Centered Medical Home issues,
please contact our staff by email at pcmhpractices@mbhcc.state.md.us



mailto:pcmhpractices@mhcc.state.md.us

What’'s Next?

http://mhcc.maryland.gov/pcmh/gettingstarted.aspx

S|gn‘up fOF the I|St serve. pcmhpractices@mhcc.state.md.us
Complete the expression of interest form.

http://mhcc.maryland.gov/pcmh/documents/Expression of Interest.pdf

Prepare to attend the Maryland-sponsored meetings beginning in early
August, after the last symposium.

— Geared to addressing the details of the program — what the practice needs to do to
become and operate as a PCMH.

— The support that will be provided during transformation.
— Details of the payment methodology.
— Meetings will held in late afternoon, attendance via webinar or in-person.

HALF OF ME
BELIEVES IN THE
PCMH AND HALF

OF ME DOESN’
THAT’S ABOUT
AVERAGE

Submit an application to participate( bue by October 8th).

At least 12 pioneering practices in Maryland and more
than 150 practices in Pennsylvania have become Patient
Centered Medical Homes, will your practice be next?
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Let’s Talk About Modest
Expectations

“We wish this player was 7-feet, but he isn't.
There just wasn't a center available. What can
you do? He isn't going to turn this franchise
around. | wouldn't ask him to. He's a very good
offensive player, but not an overpowering

offensive player.” -- Rod Thorn, NBA general
manager



Rod Thorn, then Bulls general manager, after selecting Jordan in the
1984 NBA Draft (Chicago Tribune, June 20, 1984)
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Questions ?7?7?

“The only thing
people remember
from conferences
is what they said
themselves” Sir
Muir Gray

23



The medical home model builds on primacy care
concepts

Primary Care -- central organizing principle of effective health care systems

Accessible (first contact care)- point of entry for each new problem;

* Continuous-ongoing care over time;

 Comprehensive-provides or arranges for services across all of a patient’s
healthcare needs;

 Coordinated-integration of care for the patient’s conditions, providers,
and settings, as well as with the patient’s family and community.



Model Clarifications

* PCMH modelis NOT a gatekeeper model

Patient can see any physician, specialist/subspecialist allowed by his/her health
benefits plan and does not require approval by the PCMH practice;

The model encourages closer ties to PCMH to help meet patients’ medical
needs/preferences and help the patient navigate the complex health care system .

«  PCMH model is NOT specialty-specific

Model is most consistent with primary care practices;

There are patient subgroups where specialty/subspecialty practices would be more
appropriate as the PCMH, such as certain internal medicine sub-specialties focusing on
chronic conditions (e.g., endocrinology).



