Practice Transformation Committee 
Minutes

	Date:  Thursday, January 21, 2016 
	
	Start/End Time: 7:30 to 9:00 am
	

	Meeting Location:  Washington Conference Room, RIQI
    50 Holden Street, Providence, RI 02908
	
	Call-in number: 508-856-8222      Code: 2525 (host: 2116)

	Meeting Information:
	
	Co-Chairs and Speakers

	Meeting Purpose: 
To take a deep dive into the PCMH-Kids Common Contract, highlighting the similarities and differences between the adult CTC contract and the OHIC Care Transformation Plan. We will also allow time for new practices to share how they are starting this work and experienced practices to share their experience and lessons learned from beginning the transformation process

Attachments/handouts
· PPT on PCMH-Kids Common Contract
· OHIC Care Transformation Plan Draft
· OHIC Cost Containment Strategies Crosswalk

	
	Andrea Galgay, Co-Chair 
Joanna Brown, Co-Chair
Hannah Hakim, PCMH-Kids
Deb Hurwitz, CTC 
Pano Yeracaris, CTC 
Susanne Campbell, CTC 
Candice Brown, CTC 
Suzanne Herzberg, Brown
Cameron Grant, Brown
Chrystal Boza, BCBSRI
Jackie Lefebvre, BCBSRI
Heidi Perreault, BCBSRI
Victoria Lamoureux, Thundermist

	Lois Teitz, CCAP


	
	
	
	

	

	#
	Owner / Time 
	Topic

	1. 
	J Brown
A Galgay
5 minutes
	Welcome, introductions, and review of agenda
· Respect for RIQI: noise level after meetings and directions to bathrooms


	2. 
	P Yeracaris 
B Lange
5 minutes 
	Welcome to the CTC 
· Take action(s) based on us now having the data to support the determinants of health
· What does it take to transform care? OHIC gives us a guide post – RI has an opportunity to focus on strengthening primary care, and with our Affordability Standards we have a framework
· Bring back the joy to work – and finance and sustain team based care


	3. 
	 J Brown
A Galgay
5 minutes
	Purpose of Practice Transformation Committee
· Open Discussion to provide updates, information, and best practice sharing 
· Agenda has open space to address any audience questions, interests, concerns – inform Chairs and/or Hannah, accordingly
· Chairs would like both Adult and Peds to attend this monthly meeting, but there will be monthly meetings with best practice topic specific to pediatrics 
· The intention of the Chairs is not to lecture to the group, they want to learn from the group and have the group learn from each other  

	4. 
	H Hakim
40 minutes 
	
Please click on the following PowerPoint Presentation to view: 
Review PCMH-Kids Common Contract (called “CTC Agreement for PCMH Kids) and compare to CTC Developmental Contract
· Range of practices from Beginner to Advanced have been accepted into PCMH since Jan 1, 2016
· 73 Practices in CTC contract  9 are in PCMH Kids contract  2 Practices overlap between the two
· CTC has 4-year Developmental Contract for Practices to work through to Advanced – PCMH Kids has 3-Year Contract 
· OHIC has Affordability Standards for Advanced PCMH Practices re: ongoing payment & support after 3-year timeframe
· Most of the changes were made in the Attachments 
· Providers – important to timely respond to quarterly requests for information as this information is sent to the Payers that review Practice Attributions  for which Practice payments are based
· CAHPS Feedback is it is ‘not useful; meaningless to Practice’
· Alternative to this Survey is How’s Your Health, as it is immediately actionable
· CTC is working with Dr. Ho and other small practices to implement a plan to weave CAHPS into How’s Your Health
· 
Please click John Wasson’s PowerPoint from Breakfast of Champion Meeting: 
· Practice Reporting
· Additional measures are only required for those in PCMH Kids
· 3 of 4 required to receive incentive payments
· ED visits reported by All Payer Claims Database
· Only measuring ER Visits
· Tools/Resources
· Biznet – saves time 
· Gives sample policies and templates to submit to NCQA – tells you what to do and when
· Deep Domain
· Group Feedback
· More discussion needed for actionable ways to approve quality improvement and review data on urgent care
· For Hospitals with patients from newborn and above – example: Fast Track Urgent Care at Hasbro – some consider this as an extension of their Primary Care because they receive that care in the same location. Some leave their Primary Care appointment and go directly to the ER
· 3 Meetings are required for PCMH Practices – Practice Transformation will ensure targeted times for Pediatric driven topics
· Request that Kids Practices attend every month
· Regularly scheduled PTC meeting will be cancelled for months when the Breakfast of Champion Training is scheduled – March, June, and December 2016
· Roles and Responsibilities for Care Coordinators are based on Boston Children’s roles and their curriculum – training will mirror same accordingly
· Integrated Behavioral Health is not mandatory
· CTC IBH Committee Dates – March 10, June 9, Sept 8 and Dec 8 at RIQI, 7:30-9am 
· Call in: 508-856-8222 – Participant Code: 4614

OHIC Care Transformation Plan
· PCMH Benefit – it supersedes OHIC standards and guarantees payment for 3 years – but practices will need to meet OHIC standards 3 months before contract ends
· Review Deeming and Partial definitions

Topics of Interest for future meeting(s)
· Strategies around utilization – conduct discussions around successful practices and what they are using for Pediatrics



	5. 
	Discussion
30 minutes 
	How are new practices beginning this work?
How did experienced practices first begin transformation? Lessons learned? How are you incorporating new PCMH requirements
 

	6. 
	J Brown
5 minutes
	Next meeting/next steps
February 18th with topic more relevant to adult population 






	ACTION ITEM LOG

	Date Added
	Action
Number
	Assignee
	Action /Status
	Due 
Date
	Date 
Closed

	1/21
	1
	Susanne
	Provide Link to John Wasson’s PowerPoint Presentation for How’s Your Health
	n/a
	1/21

	1/21
	2
	Susanne
	Share sample Budgets
	n/a
	1/21
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CTC Agreement for PCMH Kids

Care Transformation Collaborative of R.I.

CTC PRACTICE TRANSFORMATION COMMITTEE

JANUARY 21, 2016

*







*

Common Contract Elements

 Multi-payer

 Base CTC language and made adjustments relevant to pediatrics

 Attachments

 3 year contract







*

Attachment A

 Provider file

 Update every quarter







Attachment B

		 Anchor Medical Associates (Lincoln, Providence, and Warwick)

		Associates in Primary Care (Warwick)

		Barrington Family Medicine, Solmaz Behtash, North Kingstown Family Practice, Primary Care Barrington, Wickford Family Medicine 

		Blackstone Valley Community Health Center (Central Falls and Pawtucket)

		John Chaffey, Coventry Primary Care Associates

		Charter Care Medical Associates 

		Coastal Medical (East Providence, Narragansett, Pawtucket, Providence, and Wakefield)

		Comprehensive Community Action Program (Cranston, Coventry, and Warwick)

		East Bay Community Action Program (East Providence and Newport)

		East Greenwich Pediatrics (East Greenwich)

		Family Health and Sports Medicine (Cranston)

		Hasbro Pediatric Primary Care (Providence)

		Hasbro Medicine-Pediatric Primary Care Clinic (Providence)

		Internal Medicine Partners (North Providence)

		Kristine Cunniff, MD (Narragansett)

		Medical Associates of RI (Bristol and Barrington)

		Memorial Hospital Family Care Center (Pawtucket),  Internal Medicine Center (Pawtucket), Family Medicine at Women’s Care (Pawtucket)



		Nardone Medical Associates (Pawtucket)

		Ocean State Medical (Johnston)

		Pediatric Associates (East Providence)

		Providence Community Health Centers 

		Richard Del Sesto (East Greenwich)

		SouthCoast Health System (Linden Tree Health Center, Tiverton Family Practice, Family Medical Middletown, Family Medicine Center)

		South County Hospital Family Medicine (East Greenwich)

		South County Hospital Primary Care and Internal Medicine/Wakefield and Westerly

		South County Internal Medicine (Wakefield)

		South County Walk-In and Primary Care (Narragansett)

		Stuart Demirs, MD (Charlestown)

		Thundermist Health Center (Wakefield, West Warwick, and Woonsocket) 

		Tri-Town Community Action Program (Johnston) 

		University Family Medicine (East Greenwich)

		University Internal Medicine (Pawtucket)

		University Medicine (8 sites – East Providence, Newport, Portsmouth, Providence and Warwick)

		WellOne Primary Medical and Dental Care (Foster, North Kingston, and Pascoag)

		Women’s Primary Care, Women’s Medical Collaborative (Providence)

		Wood River Health Services (Hope Valley)



*







*

Attachment C

 Budget

 Care coordination staff

 After hours policy

 CAHPS

 Practice reporting

 Utilization data

 Outpatient transition procedure

 Participate in learning collaboratives, training and practice coaching

 NCQA PCMH recognition 







*

Attachment D

 Health plan reporting requirements for

 Attribution 

 Subscriber panels

 High risk panels

 Inpatient and ED utilization

 Cost and quality data









*

Attachment E

 BMI

 Developmental Screening

 CAHPS

Emergency Room Visits



We will define the measure specifications,

First practice reporting committee meeting will be in March to check-in with practices

First reports due in July

Targets will be set in October 2016



Meet 3 of 4 to get incentives in Year 2 and 3

*









*

Attachment F

 Facilitation engagement requirement

Work plan

CTC Learning Collaborative Oct 5th

 Care Coordination training Feb 24th 

 Year 3- ACO success learning

 CTC Committee Attendance requirements







*

Attachment G

 Practice Transformation Committee

 Jan 21, April 21, July 21, Oct 20

 Care Coordination/Manager Best Practice Sharing

 Feb 24, May 10, Aug 9, Nov 8

 Practice Reporting Committee

 March 22, June 28, Sept 27, Dec 27 







*

Attachment H and I 

		Contract Year		PMPM Rate for Care Coordination		PMPM Rate for Transformation		PMPM Rate for Performance Incentives		Max PMPM

		Year 1 (2016)		$2.50		$1.00		N/A		$3.50

		Year 2 (2017)		$2.50		N/A		 $0.50 for reducing ED visits and meeting quality benchmarks as outlined in Attachment E		$3.00

		Year 3 (2018)		$2.50		N/A		$0.50 for reducing ED visits and meeting quality benchmarks as outlined in Attachment E		$3.00































*

Attachment J and K

 Roles and Responsibilities for Care Coordinators

 Outpatient Transitions Procedure 







*

Integrated Behavioral Health

 Tufts and CTC Funding

 Learning collaborative

 Facilitation

 CTC IBH Committee

March 10, June 9, Sept 8, Dec 8 

 MOU practice dollars







*

Future Expectations

 Best efforts to participate in advanced payment model contracts

 OHIC Care Transformation Plan 

 Crosswalk







		Hannah Hakim, MPH

		PCMH-Kids Project Manager

		Hannah.Hakim@ohhs.ri.gov

		401-462-0751



*
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What	Matters
To	Patients


Best	
Health
Care


What	Matters
To	Primary	Care	Practice


What	
Matters
(to	whom)


Matters


john.h.wasson@dartmouth.edu


22	PRACTICES	:	45	PCPS
1651	PATIENTS	AGED	70+


Also	 adjusted	odds	 ratio	≥	95%	 for
physical,	 emotional,	 and	social	 function;	
decreased	symptoms	of	falling,	 orthostasis
and	dyspnea;	better	understanding	


of	advance	care	planning


Wasson	J	et.al.	Effective	Clinical
Practice	1999;	2:1-10
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Technologic	Opportunities	
For	Reimbursement	of	Special	Primary	Care	Efforts	


and	Reduction	of	Overall	Effort
(Behaviorally	Smart	Assessment,	Management,	Reporting	and	CQI)


Medicare
Chronic	Care
Management


Option:
End-of-Life
Preparation


Option:
Comprehensive
Visit	Code	(ROS)


Option:
Quality	Metrics
(CAHPs1/NCQA2)


Option:
Decision	Support


Primary	Care
Practice


Opportunities


Brief	MedicareHealthAssess.org
A	Very	Brief	Assessment	Developed	for	the	
Academy	of	Family	Practice	and	the	American	
College	of	Physicians	Including	Items	for:			
Functional	Limits;	Pain;	Emotion;	Health	
Confidence;	Social	Situation;	Falls;	Habits	
and	Other	Risks	Including	Blood	Pressure	
and	BMI;	Hearing/Vision/Cognition;	Quality	
of	Life	Medication	Concerns;	Risk	
Assessment	for	Emergency	and	Hospital	Use


Patients	Receive	Actionable	Information	Based	
on	Responses


Comprehensive	HowsYourHealth.org Assessments
Support	Options	Above	and	Adds	to	MedicareHealthAssess.org a	Comprehensive	Check-up	Including:	
Chronic	Condition	Self-Management;	Completion	of	Prevention;	Detailed	Symptoms	and	Bothers;		
Experiences	of	Care	including	Medical	Errors	and;	Custom	Queries	Added	by	a	Practice


Personal
Health
Plan


HowsYourHealth.org Behavioral	Interventions
Automatic	Actionable	Information	Based	on	Responses	in	Several	Forms	for	Patients	and	Clinicians;
Automatic	Use	of	Motivational	Techniques	to	Increase	Health	Confidence;	Customize	to	Automatically	
Suggest	Community	Resources;	Automatic	Personal	Electronic	Health	Plan	that	Patients	and	Clinicians	
Can	Update	and	Share	at	Any	Time;	Problem	Solving	Module


HowsYourHealth.org Population	Management	and	Quality	Support
Automatic	Registry	of	Patients	by	Conditions	and	Risk;	Automatic	Summary	of	Patients’	Responses	
and	Comparison	to	Other	Primary	Care	Settings;	Online	Consent	Option	for	Prospective	Testing


1. Single	HowsYourHealth Item	ranks	practices	as	well	as	CAHPs:	The	Right	Tool	for	the	Right	Job:	The	Value	of	


Alternative	Patient	Experience	Measures.	2013.	J	Ambulatory	Care	Manage:	Vol.	36,	No.	3,	pp.	241–244


2. HowsYourHealth Fulfills	over	60/100	“points”	of	2014	NCQA	PCMH	Elements


Medicare
Annual


Wellness	Check


Medicare
Chronic	Care
Management


Primary	Care
Practice


Opportunities


Comprehensive	HowsYourHealth.org Assessments
Support	Options	Above	and	Adds	to	MedicareHealthAssess.org a	Comprehensive	Check-up	Including:	
Chronic	Condition	Self-Management;	Completion	of	Prevention;	Detailed	Symptoms	and	Bothers;		
Experiences	of	Care	including	Medical	Errors	and;	Custom	Queries	Added	by	a	Practice


Personal
Health
Plan


HowsYourHealth.org Behavioral	Interventions
Automatic	Actionable	Information	Based	on	Responses	in	Several	Forms	for	Patients	and	Clinicians;
Automatic	Use	of	Motivational	Techniques	to	Increase	Health	Confidence;	Customize	to	Automatically	
Suggest	Community	Resources;	Automatic	Personal	Electronic	Health	Plan	that	Patients	and	Clinicians	
Can	Update	and	Share	at	Any	Time;	Problem	Solving	Module


HowsYourHealth.org Population	Management	and	Quality	Support
Automatic	Registry	of	Patients	by	Conditions	and	Risk;	Automatic	Summary	of	Patients’	Responses	
and	Comparison	to	Other	Primary	Care	Settings;	Online	Consent	Option	for	Prospective	Testing


Medicare
Annual


Wellness	Check


Brief	MedicareHealthAssess.org
A	Very	Brief	Assessment	Developed	for	the	
Academy	of	Family	Practice	and	the	American	
College	of	Physicians	Including	Items	for:			
Functional	Limits;	Pain;	Emotion;	Health	
Confidence;	Social	Situation;	Falls;	Habits	
and	Other	Risks	Including	Blood	Pressure	
and	BMI;	Hearing/Vision/Cognition;	Quality	
of	Life	Medication	Concerns;	Risk	
Assessment	for	Emergency	and	Hospital	Use


Patients	Receive	Actionable	Information	Based	
on	Responses


What	Matters
To	Patients


Best	
Health
Care


What	Matters
To	Primary	Care	Practice
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Functional	Limits;	Pain;	Emotion;	Habits	and	Other	Risks	Including	Blood	Pressure	
and	BMI;	Chronic	Condition	Self-Management;	Completion	of	Prevention;	Detailed	
Symptoms	and	Bothers;	Domestic	Abuse;	Health	Confidence;	Social	Situation;
Experiences	of	Care	including	Medical	Errors;	Custom	Queries	Added	by	a	Practice
Quality	of	Life;	Medication	Concerns;	Risk	Assessment	for	Emergency	and	Hospital	
Use


AND
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What	Matters
To	Regulators	and	Payers


What	Matters
To	Primary	Care	Practice


What	Matters
To	Patients


Best	
Health
Care


What	
Matters
(to	whom)


Matters


1995-Present


- $	50K	for	starters
- $	100K	thereafter/MD


+$50	million
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Option:
End-of-Life
Preparation


Option:
Comprehensive
Visit	Code	(ROS)


Option:
Quality	Metrics
(CAHPs1/NCQA2)


Option:
Decision	Support


Primary	Care
Practice


Opportunities


1. Single	HowsYourHealth Item	ranks	practices	as	well	as	CAHPs:	The	Right	Tool	for	the	Right	Job:	The	Value	of	


Alternative	Patient	Experience	Measures.	2013.	J	Ambulatory	Care	Manage:	Vol.	36,	No.	3,	pp.	241–244


2. HowsYourHealth Fulfills	over	60/100	“points”	of	2014	NCQA	PCMH	Elements


“PCMH”	STANDARDS/ELEMENTS HOWSYOURHEALTH	COMPONENT ESTIMATE	
OF	


“POINTS”*
Measure of	Patient	Experience:	
Access,	Continuity,	Performance,	
Coordination


Comprehensive	Health	Assessment	
and	Evaluation	of	Experiences


17


Population	Health	Management	
and	Decision	Support


Registry,	Decision-Making,	Problem	
Solving


20


Advice,	Personal	Care	Planning,
Transitions,	and	Medications	


Personalized Feedback,	Automatic	
Motivational	Interviewing	and	
Personal	Health	Plan	Creation


18


Quality Improvement	Support Automatic	Summaries to	Practice 7


What	Matters
To	Regulators	and	Payers


	
	


	


What	Matters
To	Primary	Care	Practice


Comprehensive
HowsYourHealth


and	
Care	


Management


Additional
Options


Many	Customization	Options
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“Population	Health”
Include	Automatic	Information
for	Local	Community	Resources


Real-Time	Practice	Summary	
for	Improvement
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FOR	THE	FRONT	LINE	OF	PRACTICE	
A	FEW	PATIENT-REPORTED	MEASURES


ARE	ASSOCIATED	WITH	OUTCOMES	THAT	MATTER


Wasson	JH,	Benjamin	R,	Johnson	D,	Moore	 LG ,	and	Mackenz ie	T.	
Patients 	Use	the	Internet	 to	Enter	 the	Medical	Home.	
J.Amb.Care.Mgmt.	 2011;	34:38-46


Wasson	JH.	A	Patient-Reported	 Spectrum	of	Adverse	Health	 Care	
Experiences :	Harms,	Unnecessary	Care,	Medication	Illness ,	and	
Low	Health	Confidence.	 2013.	J	 Ambulatory	 Care	Manage:	 Vol.	
36,	No.	3,	pp.	245–250
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Requirement Choices Questions


Cost	
Containment:	


Registry


Risk	based	on	
administrative	 data	


or
Risk	based	on	
patient	 report


Administrative	 data	has	a	very	large	
problem	of	regression	to	the	mean	and	
a	high	implementation	 cost	because	 of	
delays	and	handoffs.	Patient	 report	
seems	good	for	stratification	 for	all	
patients	 and	is	immediately	 actionable.	
Which	 is	better	from	patient	 and	cost	
containment	 perspective?


Once	You	Have	A	New	Tool	You	Have	a	New	Way									
to	Think	About	What	You	Are	Doing	(and	Wasting)


For	Example
OHIC	Requirements	and	Examples	of	Choices
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Administrative	Data Patient-Report
Not	Targeted
(n	=	2804)


Targeted	
(n=	250)


Not	Targeted	
(n	=1288)


Targeted	
(n	=1828)


Measures	that	Forecast	Future	Utilization
Fair	or	Poor	Overall	 Health 14%	 (346) 55%	 (122) 2%	 (17) 29%	 (466)


Any	Unnecessary	Hosp/ED	Use	 in	Past	Year 26%	 (75) 46%	 (112) 13%	 (12) 40%	 (175)
Not	Confident	 to	Manage	Conditions 39%	 (1106) 73%	 (183) 0%	(by	Definition) 72%	 (1312)


	 	 	 	 	
	 	 	 	 	 	


	
Patients	65	Years	of	Age	or	Older


(550	uses/3116	patients)
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Requirement Choices Questions


Care	
Management


Care	manager	completes	
a	cascade	of	tasks	for	
high	risk	patients	or
technology	facilitates	
stepped	interventions	
for	all	patients.	


The	cost-effectiveness	 of	care-manager	
cascades	is	very	unclear	because	RCTs	are	
both	lacking	and	based	on	very	
intensive/costly	approaches.	Would	cascades	
of	 resources	and	interventions	based	on	
patient-report	be	more	cost	effective?


OHIC	Requirements	and	Examples	of	Choices	for	Consideration


Medicare
Chronic	Care
Management


Option:
End-of-Life
Preparation


Option:
Comprehensive
Visit	Code	(ROS)


Option:
Quality	Metrics
(CAHPs1/NCQA2)


Option:
Decision	Support


Primary	Care
Practice


Opportunities


Brief	MedicareHealthAssess.org
A	Very	Brief	Assessment	Developed	for	the	
Academy	of	Family	Practice	and	the	American	
College	of	Physicians	Including	Items	for:			
Functional	Limits;	Pain;	Emotion;	Health	
Confidence;	Social	Situation;	Falls;	Habits	
and	Other	Risks	Including	Blood	Pressure	
and	BMI;	Hearing/Vision/Cognition;	Quality	
of	Life	Medication	Concerns;	Risk	
Assessment	for	Emergency	and	Hospital	Use


Patients	Receive	Actionable	Information	Based	
on	Responses


Comprehensive	HowsYourHealth.org Assessments
Support	Options	Above	and	Adds	to	MedicareHealthAssess.org a	Comprehensive	Check-up	Including:	
Chronic	Condition	Self-Management;	Completion	of	Prevention;	Detailed	Symptoms	and	Bothers;		
Experiences	of	Care	including	Medical	Errors	and;	Custom	Queries	Added	by	a	Practice


Personal
Health
Plan


HowsYourHealth.org Behavioral	Interventions
Automatic	Actionable	Information	Based	on	Responses	in	Several	Forms	for	Patients	and	Clinicians;
Automatic	Use	of	Motivational	Techniques	to	Increase	Health	Confidence;	Customize	to	Automatically	
Suggest	Community	Resources;	Automatic	Personal	Electronic	Health	Plan	that	Patients	and	Clinicians	
Can	Update	and	Share	at	Any	Time;	Problem	Solving	Module


HowsYourHealth.org Population	Management	and	Quality	Support
Automatic	Registry	of	Patients	by	Conditions	and	Risk;	Automatic	Summary	of	Patients’	Responses	
and	Comparison	to	Other	Primary	Care	Settings;	Online	Consent	Option	for	Prospective	Testing


1. Single	HowsYourHealth Item	ranks	practices	as	well	as	CAHPs:	The	Right	Tool	for	the	Right	Job:	The	Value	of	


Alternative	Patient	Experience	Measures.	2013.	J	Ambulatory	Care	Manage:	Vol.	36,	No.	3,	pp.	241–244


2. HowsYourHealth Fulfills	over	60/100	“points”	of	2014	NCQA	PCMH	Elements


Medicare
Annual


Wellness	Check


OHIC	Requirements	and	Examples	of	Choices	for	Consideration		
	


Requirement	 Choices	 Questions	
	


Cost	


Containment:	


Registry	


High	risk	based	on	


administrative	data	or	risk	


based	on	patient	report	


Administrative	data	has	a	very	large	problem	of	


regression	to	the	mean	and	a	high	implementation	


cost	because	of	delays	and	handoffs.	Patient	


report	seems	good	for	stratification	for	all	patients	


and	is	immediately	actionable.	Which	is	better	


from	patient	and	cost	containment	perspective?	


	


Care	


Management	


Care	manager	completes	a	


cascade	of	tasks	for	high	risk	


patients	or	technology	


facilitates	stepped	


interventions	for	all	patients.		


The	cost-effectiveness	of	care-manager	cascades	is	


very	unclear	because	RCTs	are	both	lacking	and	


based	on	very	intensive/costly	approaches.	Would	


cascades	of	resources	and	interventions	based	on	


patient-report	be	more	cost	effective?	


	


	


Mental	Health	


Access	


Current	identification	


strategy	(with	focus	on	


depression)	or	patient-report	


automatically	identifies	


mental	health	problems	


(broadly	defined)	as	part	of	


risk	stratification.		


In	primary	care	mental	health	problems	usually	


coexist	with	social	and	medical	issues	that	


contribute	to	risk	for	future	utilization.	Is	the	


imbedding	of	a	structure	for	“warm	handoffs”	of	


clinician-identified	mental	health	problems	more	


cost-effective	for	an	entire	population	than	a	


systemic	and	stratified	interventions	based	on	


patient-defined	mental	health	issues?		


Access,	


Information	


and	Referral	


Build	systems	around	


medical	model	or	systems	


and	technologies	to	support	


patient	health	engagement.	


“Engaged”	patients	often	work	around	the	current	


“system’.	Is	it	feasible	to	support	patient	self-


direction	and	tailored	information	access	well-


beyond	centrally	controlled	office/hospital-based	


models?	
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HOWSYOURHEALTH				AND	 WHERESYOURMONEY


HowsYourHealth
Tools


PCMH	
Requirements


Tested	in	RCT Yes Not	as Configured


Cost	to	Initiate $0* $50K/MD**


Cost	to	Maintain $0* $100K/MD**


Automatic Options/Tools	Provided	for:


Comprehensive Review	of	Systems Yes No


Medicare	Wellness	Visit Yes No


Complex	Care	Planning Yes No
End-of-Life	“Conversation” Yes No


Serving	Patients	and	Office	Practices Yes No


*	For	a	practice.	Organizations	such	as	States,	etc.	are	charged	a	nominal	fee
**	Estimated	2015


My	point	 is:
that	no	matter	what	 (PCMH)	
requirement	or	scheme	you	look	
at	there	are	legitimate	questions	
about	 cost/effectiveness	of	what	
we	are	doing.	


Its	like	global	warming...


you	can	deny	the	increasingly	toxic	burdens	from	
these	schemes/regulations	or	you	can	start	to	work	
on	tests	of	alternatives…


AND	A	VERY	LOW	COST,	PATIENT	AND	
PRACTICE	SERVING	ALTERNATIVE	EXISTS.
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Examples	of	Questions:	“PanoGrams”


Getting	Started?	Two	Patient	Helpers/small	practice.	Let	them	do	the	
driving.	
Fall	back	to	paper	if	you	need	to	bring	others	along.		(SEE	NEXT	SLIDES)


CAHPs	and	other	 Requirements?	See	NEXT	SLIDES	for	examples	


Modifications?	That	is	the	what	this	is	all	about.	Real	time	
improvement	based	on	your	use	and	widespread	technology	changes.


Literacy	and	Medicaid	Settings? Reading	level	is	7-8th grade	
(appropriate	for	public	distribution);	about	15-20%	of	users	are	low	income	
having	a	disproportionate	percentage	of	high	school	or	less	(1/3).	Some	
people	(e.g.	illiterate,	 frail)	need	help	completing.	
Statewide	Medicaid	use	in	Iowa	has	lead	to	a	short	version	but	we	have	not	
yet	launched	nationally.	(Is	less	assessment/feedback	for	the	poor	fair?)


Languages?	ComoEstaSuSalud will	be	reactivated	this	winter.


Experiment	AND	Transform


Bring	the	Patient	 Voice	Through	Technology
Use	the	Information	 for	“Quadruple	 Aim”


KEEP	IT	SIMPLE


Burning	PlatformIncremental
Modifications


Perception	 of	Need	for	Different	 Results


Frustration	
With	


Status	Quo


Low High


Low


High


PCMH	
AND	PATH	FOR	CHANGE


>60%	Burnout
40%	Satisfaction	with	Work-Life	Balance


Shanafelt Et.al.	2015	Mayo	Clinic	Proceedings
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LCL=0.0


CEN=0.06299
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20%


The percent of all WRFP patients' 
Hospital ED encounters 


Attributable to patients in the At Risk cohort


(WRFP averages 106 ED encounters per 
month)
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Before&
A(er&


A	Related	
But	Low	Tech	


Way	to	Get	Started


OVER	SEVERAL	DECADES	CLINICIANS	BUILD	AND	TEST	
AN	AUTOMATED	SYSTEM	THAT	SERVES	PATIENTS,	


AIDS	CLINICIANS	AND	ILLUMINATES	BACK-ROOM	ELEMENTS


“PCMH”	STANDARDS/ELEMENTS HOWSYOURHEALTH	COMPONENT ESTIMATE	
OF	


“POINTS”*
Measure of	Patient	Experience:	
Access,	Continuity,	Performance,	
Coordination


Comprehensive	Health	Assessment	
and	Evaluation	of	Experiences


17


Population	Health	Management	
and	Decision	Support


Registry,	Decision-Making,	Problem	
Solving


20


Advice,	Personal	Care	Planning,
Transitions,	and	Medications	


Personalized Feedback,	Automatic	
Motivational	Interviewing	and	
Personal	Health	Plan	Creation


18


Quality Improvement	Support Automatic	Summaries to	Practice 7


*	So-called	“Must	Pass”	elements	from	NCQA	2014	not	explicitly	available	in	the	
HowsYourHealth family	of	tools:	1)	the	practice	team;	and		2)	test/referral	tracking.	
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EXPERIENCE	OF	CARE:
THE	SIMPLEST	MEASURES	APPEAR	AS	USEFUL
AS	MORE	COMPLEX	AND	COSTLY	APPROACHES


FOR	RANKING	PRACTICES


BTW,	FOR	“TEAM”	 IT	SEEMS	BETTER	TO	USE	THEIR	INSIGHTS	
FOR	EXAMPLE,	WHEN	THIS	BRIEF	SURVEY	WAS	COMPLETED	
BY	464	OFFICE	PROFESSIONALS	AND	STAFF,	 THEIR	RESULTS


WERE	ASSOCIATED	 WITH	PATIENTS’	 ASSESSMENT	 OF	QUALITY
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