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Societal ExpectationsSocietal ExpectationsSocietal Expectations

�� Pressure for ValuePressure for Value
��Desire for Patient Centered CareDesire for Patient Centered Care

�� AccountabilityAccountability

�� TransparencyTransparency

�� Payment IncentivesPayment Incentives



What is patient-centered care?What is patientWhat is patient--centered care?centered care?

�� Commonwealth Fund Commonwealth Fund 
�� Superb accessSuperb access

�� Patient engagementPatient engagement

�� Clinical information systemsClinical information systems

�� Care coordinationCare coordination

�� Integrated and comprehensive care Integrated and comprehensive care 

�� Smooth transfer of informationSmooth transfer of information

�� Ongoing public informationOngoing public information

�� Publicly available information to choose a Publicly available information to choose a 
practice and physicianpractice and physician
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Improved Outcomes
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Medicare CHF Readmissions (2005)Medicare CHF Readmissions (2005)Medicare CHF Readmissions (2005)

�� 27% in 30 days27% in 30 days

�� 39% in 60 days39% in 60 days

�� ~50% in 90 days~50% in 90 days

�� 610,000 Discharges in 2005610,000 Discharges in 2005

�� DRG 127 (CHF) = $29.6 Billion (2006)DRG 127 (CHF) = $29.6 Billion (2006)
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Cultural Issues of TransitionsCultural Issues of TransitionsCultural Issues of Transitions

�� Joint Responsibility/AccountabilityJoint Responsibility/Accountability

�� Direct CommunicationsDirect Communications

�� Timely CommunicationTimely Communication

�� Patient/Family EngagementPatient/Family Engagement

�� Medical HomeMedical Home





Generic Episode of Care

Population at Risk
Evaluation & 
Initial 
Management

Follow-up Care

Clinical episode begins

Appropriate Times Throughout Episode

- Determination of key patient attributes for risk 
adjustment

- Assessment of patient preferences and the 
degree of alignment of care processes with 
these preferences

- Assessment of symptom, functional, and 
emotional status

PHASE 1

PHASE 2

PHASE 3

End of Episode

- Risk-adjusted health 
outcomes (i.e. mortality 
& functional status)

- Risk-adjusted total 
cost of care

Time







Supporting the Medical HomeSupporting the Medical HomeSupporting the Medical Home

�� Reimbursement PolicyReimbursement Policy
��Access, Complexity, Coordination, MetricsAccess, Complexity, Coordination, Metrics

�� Infrastructure SupportInfrastructure Support
��ePrescribingePrescribing, EMR, EHR, Telephony, EMR, EHR, Telephony

��Case ManagersCase Managers

��TelehealthTelehealth, Home Monitoring, Home Monitoring















PennsylvaniaPennsylvaniaPennsylvania

�� The PCP must conduct outreach to Enrollees who miss an The PCP must conduct outreach to Enrollees who miss an 
appointment to determine why the Enrollee missed the appointment to determine why the Enrollee missed the 
appointment and to reschedule the appointment. appointment and to reschedule the appointment. 

�� The PCP must also outreach to Enrollees identified in the monthlThe PCP must also outreach to Enrollees identified in the monthly y 
panel lists as new Enrollees, Enrollees who have not had an panel lists as new Enrollees, Enrollees who have not had an 
encounter during the previous twelve (12) months and Enrollees encounter during the previous twelve (12) months and Enrollees 
who have an EPSDT Screening due or are not current with who have an EPSDT Screening due or are not current with 
EPSDT periodicity and immunization schedules for children, to EPSDT periodicity and immunization schedules for children, to 
schedule an appointment. schedule an appointment. 

�� The PCP must record in an Enrollee’s medical record, when he or The PCP must record in an Enrollee’s medical record, when he or 
she misses an appointment or is not current with the EPSDT she misses an appointment or is not current with the EPSDT 
periodicity and immunization schedules. periodicity and immunization schedules. 





24 Hour Access24 Hour Access24 Hour Access

�� North CarolinaNorth Carolina
An office telephone line that is not answered An office telephone line that is not answered 

after hours, or is answered after hours by a after hours, or is answered after hours by a 
recorded message instructing enrollees to recorded message instructing enrollees to 
call back during office hours or to go to the call back during office hours or to go to the 
emergency department for care, is emergency department for care, is not not 
acceptable. acceptable. It is It is not acceptable not acceptable to refer to refer 
enrollees to the PCP’s home telephone if enrollees to the PCP’s home telephone if 
there is no system in place to respond to there is no system in place to respond to 
calls. calls. 
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Prometheus ModelPrometheus ModelPrometheus Model

�� Reward Functionality of Medical HomeReward Functionality of Medical Home
�� Episodes of Care Episodes of Care –– Adjusted for SeverityAdjusted for Severity

�� Evidence Informed Case RateEvidence Informed Case Rate

�� Potentially Avoidable Potentially Avoidable ComplicatoinsComplicatoins (PACs)(PACs)
�� 40% of Costs?40% of Costs?

�� Address CoAddress Co--Produced Care Produced Care 





Questions for ARQuestions for ARQuestions for AR

�� Goals?Goals?

�� Incentives?Incentives?

�� Value to Whom?Value to Whom?
��Providers, Program, Patients (or Subsets)Providers, Program, Patients (or Subsets)

�� Accountability?Accountability?

�� CoordinationCoordination



What’s Next?What’s Next?What’s Next?

�� Defining Medical HomeDefining Medical Home
�� Inherent PropertiesInherent Properties
��Patient Centered ServicesPatient Centered Services
��Self AssessmentSelf Assessment

�� Redefining Managed Care FeeRedefining Managed Care Fee
��ExpectationsExpectations
��New SupportNew Support

�� Set PrioritiesSet Priorities



AR MedicaidAR MedicaidAR Medicaid

�� Complex Care PlansComplex Care Plans
��Foster ChildrenFoster Children

��Developmental DisabilitiesDevelopmental Disabilities

��Community Based Long Term CareCommunity Based Long Term Care



Medical Home SystemMedical Home SystemMedical Home System

�� Foster ChildrenFoster Children
��Personal Health RecordPersonal Health Record

�� Health  Professionals, Foster Families, Case Health  Professionals, Foster Families, Case 
ManagersManagers

��Care CoordinatorsCare Coordinators
�� Adherence, Guidance, FacilitationAdherence, Guidance, Facilitation



ExamplesExamplesExamples

�� Twice Yearly Fee for Complex Care PlanTwice Yearly Fee for Complex Care Plan
��Foster Kids, Special Needs, Mental HealthFoster Kids, Special Needs, Mental Health

�� Bonus Pay for After Hour ClinicsBonus Pay for After Hour Clinics

�� Use of Use of ePrescribingePrescribing

�� Monitored Use of ER by PanelMonitored Use of ER by Panel

�� EPSDT ScreeningEPSDT Screening

�� ACH Home For Complex ChildrenACH Home For Complex Children





Current ProjectsCurrent ProjectsCurrent Projects

�� Statewide Statewide ePrescribingePrescribing

�� Blue Cross PHRBlue Cross PHR

�� FCC Grant FCC Grant –– TelehealthTelehealth–– ATOMATOM

�� The RQI Steering Committee (ACHIEV)The RQI Steering Committee (ACHIEV)

�� Medicaid HERMedicaid HER

�� Federal Stimulus PackageFederal Stimulus Package



EHC Annual Conference
August 25th-27th 2009

Hot Springs Convention Center 
Hot Springs, AR

Watch our website for updates!!!
www.ehcark.org

479-201-8510

Save The Date


