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FACT SHEET

COMPLETION OF PHASE I OF MEDICARE HEALTH SUPPORT PROGRAM

Overview

The Centers for Medicare and Medicaid Services (CMS) announced today that Phase I of the Medicare
Health Support (MHS) program will end after three years of operations by five Medicare Health Support
Organizations (MHSOs).

The MHS program was established 1n the Medicare Preseription Drug. Improvement and Modernization
Act of 2003 (MMA) as a two-phased initiative. MHS Phase I is a three year pilot program designed to
test a variety of care management interventions to invited fee-for-service Medicare beneficiaries with
heart failure or diabetes. Phase II would expand the program based on findings from Phase L.

The Secretary of Health and Human Services (HHS) 1s authorized to expand the MHS program under
Phase II if the results of an independent evaluation specify that a participating program (or component of
a program) meets all the statutory criteria for expansion. Those criteria include mmprovement i clinical
quality and beneficiary satisfaction. and the achievement of savings targets (at mimmum. budget

neutrality). pp-/amww.cms.hhs.qov/CCIP/ (Center for Medicare & Medicaid Service)

20034 M ;%I (Medicare Health Support (MHS) program
200548 /9 ARftA. 20085 7H/BAKR T BERDTATTIR)
RCT. 68,000 A h¥& /I

Aetna Health Management, Healthways, Inc., Health Dialog Service
Corporation, Green Ribbon Health, XLHealth Corporationh¥Z il



http://www.cms.hhs.gov/CCIP/
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However, to achieve budget neutrality, the five MHSOs in current operation need to
reduce Medicare claims costs by between $300 and $800 per participant per month
for the remaining months of the pilot program. This represents a 20 to 40 percent
reduction in claims costs from the current levels that are being billed. Program-wide
fees paid to the MHSOs to date total approximately $360 million—an increase of 5
to 11 percent in Medicare costs for participating beneficiaries. Total operational
costs to date to CMS are estimated at approximately $27 million.

http://www.cms.hhs.gov/CCIP/ (Center for Medicare & Medicaid Service), cited from FACT SHEET, p.3)
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Medical Home Model
7
Phase I1/%* by the Center for Medicare and Medicaid

Improving the health, safety and well-being of America

%’Z Centers for Medicare & Medicaid Services [ search |
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T T Details for Medicare Medical Home Demonstration

Medicare Demonstrations

Return to List

Shown below are the details for the item you selected from the list.

Demonstration Medicare Medical Home Demonstration
Project Name

Demonstration Type Upcoming Demonstrations

Year 2007

Description Section 204 of the Tax Relief and Health Care Act of 2006 (TRHCA) mandates a demonstration in up
to 8 states to provide targeted, accessible, continuous and coordinated family-centered care to
Medicare beneficiaries who are deemed to be high need (that is, with multiple chronic or prolonged
illnesses that require regular medical monitoring, advising or treatment.} A link to the legislation is
provided in the Download Section below. On September 25, 2007, CMS selected Mathematica Palicy
Research to provide assistance in the design of the Medical Home Demonstration. Implementation is
expected in January 2010, Email any questions you have about the Medicare Medical Home
Demanstration to medhomedemo@cms.hhs.gov

http://www.cms.hhs.gov/CCIP/

DMAADFAD R ANIE. AMAEILEESTULVEWLAY, FAREH
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American Academy of Family Physicians (AAFP)
American Academy of Pediatrics (AAP)
American College of Physicians (ACP)
American Osteopathic Association (AOA)

Joint Principles of the Patient-Centered Medical Home
February 2007

Introduction

The Patient-Centered Medical Home (PC-MH) is an approach to providing
comprehensive primary care for children, youth and adults. The PC-MH is a health
care setting that facilitates partnerships between individual patients, and their
personal physicians, and when appropriate, the patient’s family.

The AAP, AAFP, ACP, and AOA, representing approximately 333,000 physicians,
have developed the following joint principles to describe the characteristics of the
PC-MH.

http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinc
iplespcmh0207.Par.0001.File.tmp/022107medicalhome.pdf



Medical Home& (& ?
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Background of the Medical Home Concept
The American Academy of Pediatrics (AAP) introduced the medical home concept in
1967, mitially referring to a central location for archiving a child’s medical record. In its

2002 policy statement, the AAP expanded the medical home concept to include these
operational characteristics: accessible, continuous, comprehensive, family-centered,
coordinated, compassionate, and culturally effective care.

The American Academy of Family Physicians (AAFP) and the American College of
Physicians (ACP) have since developed their own models for improving patient care
called the “medical home” (AAFP, 2004) or “advanced medical home™ (ACP, 2006).

KE/NRBEFZEMN 96 7FEICIRE, [FELDZEEHZRETBEEICELNTH IO
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http://www.aafp.org/online/etc/medialib/aafp org/documents/policy/fed/jointprinciplespcmh0207.Par.0001.File.tmp/022
107medicalhome.pdf (cited from Joint Principles of the Patient-Centered Medical Home. February 2007, p.3)



http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinciplespcmh0207.Par.0001.File.tmp/022107medicalhome.pdf
http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinciplespcmh0207.Par.0001.File.tmp/022107medicalhome.pdf
http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinciplespcmh0207.Par.0001.File.tmp/022107medicalhome.pdf
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Standards and Guidelines for
Physician Practice Connections®—
Patient-Centered Medical Home
(PPC-PCMH™)

CMS Version

October 6, 2008

http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_PPC.pdf (Medical Home Standards’)



http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_PPC.pdf

(Medical Home Standards’)
PPC 3: Care Management 19

PPC 3: Care Management

The practice systematically manages care for individual patients according to their conditions and
needs, and coordinates patients’ care.

The practice identifies appropriate evidence-based guidelines and applies them, as appropriate, to
the identified needs of individual patients over time and with the intensity needed by the patients.

Element A: Guidelines for Important Conditions Tier | (required)

The practice adopts and implements evidence-based diagnosis and Yes No
treatment guidelines for:

1. First clinically important condition
2. Second clinically important condition

O [
O [

3. Third clinically important condition.

i 100%
Scoring Practice Mo scorng Practice Practice Practice does
implements option implements implements not implement
guidelines for 3 guidelines for 2 | guidelines for 1 | guidelines for
conditions conditions condition any conditions

Data source Materials

Scope of ONCE—This element is scored once for the organization.
review
Explanation IT required: Basic

Condition-specific: Yes

Details: The physicians in the practice adopt evidence-based guidelines and use
them. The practice’s guidelines must cover three clinically important conditions for its

maervillastian Thas mractiecene vaesrirflacer armantanre anciireas that thaaes randabhmose ars



http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome ODF Slide.pdf
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MEDICARE MEDICAL HOME
DEMONSTRATION (MMHD):

OVERVIEW

Centers for Medicare & Medicaid
Services
Baltimore, MD
October 28, 2008

Policy Research, Inc.
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http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf

What is a Medical Home?

A practice that scores over the PPC-PCMH-CMS
thresholds in:

— Continuity of care

— Clinical information systems

— Delivery system design

— Decision support

— Patient/family engagement

— Coordination of care across providers and settings

— Improved access to care

http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome ODF Slide.pdf
(Open Door Forum)

.......

? MATHEMATICA

8 Policy Research, Inc.



http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf

Tiered Structure

e Two tiers of medical homes

— Tier 1: Basic medical home services, basic care
management fee

— Tier 2: Advanced medical home services, full care
management fee

cyvms 7 MATHEMATICA
Fepp— ;‘-. C 9 Policy Research, Inc.

......

http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome _ODF_Slide.pdf (Open Door Forum)
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Tier 1 Requirements

e 17 required capabilities, for example:
— Discuss with patients the role of the medical home
— Establish written standards for patient access
— Use data to identify/track patients
— Use integrated care plan
— Provide patient education/support

— Track tests/referrals

cvms 7 MATHEMATICA
T ;‘-. C 10 Policy Research, Inc.

T

http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome _ODF_Slide.pdf (Open Door Forum)



http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf

Tier 2 Requirements

e Tier 1 requirements

e Use electronic health record (EHR), certified by the
Certification Commission on Health Information
Technology (CCHIT), to capture clinical information (for
example, blood pressure, lab results, status of preventive
services)

e Have systematic approach to coordinate facility-based and

outpatient care

e Review post-hospitalization medication lists

e 3 of 9 additional capabilities (for example, use e-
prescribing, collect performance measures)

cvms MATHEMATICA
r——— c_ " Policy Research, Inc.

.....

ttp://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.p pen Door Forum



http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf

Practices That Start as Tier 1 Can
Later Apply for Tier 2

e Practices that choose to qualify as Tier 1 initially may
still apply to qualify as Tier 2 practices in subsequent
years

— Complete the PPC-PCMH-CMS
— Provide documentation of Tier 2 capabilities

e Applications accepted Oct. — Nov. 2010 and Oct. — Nov.
2011

¢ Implementation contractor will review the additional
documentation in December of the year of submission

e Once Tier 2 qualification is established, the practice
can receive the Tier 2 care management fee

cvms L g e o
O i o e http:ﬁwﬁg :

. 13 _ Policy Research, Inc,
ms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF _Slide.pet{Open-beort+orum)



http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf

Location and Sample Size

e 8 sites (A site is a state or a part of a state.)
— CMS has not yet selected the sites

— Will include urban, rural, medically underserved
sites

e Sample across all 8 sites (not each site):

— 400 practices
— 2,000 physicians
— 400,000 Medicare beneficiaries

http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf (Open Door Forum)

17 Policy Research, Inc.
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http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf

MMHD Time Line

OMB approval (expected) Dec. 2008
Announce demonstration sites Dec. 2008
Outreach to and recruitment of eligible practices Jan. 2009

begins

Applications accepted

Jan. — Mar. 2009

Practices notified to apply for qualification;
applicants’ qualifications evaluated

Apr. — Nov. 2009
(earlier is preferred)

Technical assistance available

Apr. 2009

Applicants notified of qualification

May — Dec. 2009

Qualified practices enroll eligible patients

Upon qualification -

Dec. 2011
Demonstration begins; medical home service
delivery and payments begin Jan. 2010
Medical home payments and demonstration end Dec. 2012
Evaluation ends Dec. 2013

MATHEMATICA

Policy Resecrch, Inc.

Qrum)


http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/MedHome_ODF_Slide.pdf

What Is the Care Management Fee?

Per Member Per Month Payments

Patients with HCC

Patients with HCC

Medical Home Tier Score <1.6 Score =21.6 Blended Rate
1 $27.12 $80.25 $40.40
2 $35.48 $100.35 $51.70

e HCC score indicates disease burden and predicted
future costs to Medicare

e Nationwide, 25% of beneficiaries have HCC 2 1.6,
and are expected to have Medicare costs that are at
least 60% higher than average

s
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http;//www.cms.hhs.qov/DemoProiectsEvaIRpts/downloads/MedHome ODFE_Slide.pdf (Open Door Forum)
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Medical Home Movement
PCPCC (Patient-Centered Primary Care Collaborative)

- Is a coalition of major employers, consumer groups, patient
guality organizations, health plans, labor unions, hospitals,
physicians and many others who have joined together to
develop and advance the patient centered medical home. The
Collaborative has well over 200 members.

The Collaborative believes that, if implemented, the patient
centered medical home will improve the health of patients and
the viability of the health care delivery system. In order to
accomplish our goal, employers, consumers, patients,
physicians and payers have agreed that it is essential to
support a better model of compensating physicians.

http://www.pcpcc.net/ (Patient-Centered Primary Care Collaborative Home page)



http://www.pcpcc.net/
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smautmercrec -1l S€@EMS that PCPCC has done a nice job of

The Patient Cente
Medical Home

Collaborative Cent
Events

Purchaser Guide
Mational Weekly Call
Press Releases
Contact Us

Joining the PCRCC

Member Login

Username: *

Password:

Create new account

Request new password

organizing the employer purchasers and government
purchasers around the common goal of supporting

primary care medical homes

employers, consumers, patients, physicians and payers hawve agreed .
that it is essential to support a better model of compensating
physicians,

ATTENTION: REGISTRATION FOR OCTOBER 17th SUMMIT 1S NOW
CLOSED

FPead more Ewvent

PCPCC releases health plan purchasing guide for employers - goal to advance
medical home

Guide provides supporting reseqrch, action steps, contracting language and sample RFI

The Patient-Centered
Medical Home

language for emplovers! purchasers

Washington, DC July 16, 2008 Today the Patient Centered Primany Care Collaborative
(PCPCC), a coalition representing the country's national business leaders, consumer
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DMAA :The population health improvement model ~ D Zz#

About DMAA e H ] %

M Femember Me

Request Membear A

Our Mission

We believe the highest achievable health status is attained through the promotion and
alignment of population heaklth improvement by:

& Fromaoting a proactive, patient-centric focus across the care continuum;

s Convening health care professionals across the care continuum to share and integrate
practice models;

¢ Emphasizing the importance of both healthful behaviors and evidence-hased care in
presrenting and managing chronic conditions;

¢ Fromaoting high quality standards for and definitions of key components ofwellness,
disease and, where appropriate, case management, and care coordination programs as
well as support services and materials;

s |dentifying, researching, sharing and encouraging innovative approaches and best
practices care delivery and reimburserment models;

s Establishing consensus-based outcomes measures and demonstrating health,
satisfaction, and financial improvements achieved through wellness, disease and case
management, and care coordination programes;

¢ Supporing delivery system models that assdre appropriate care for chronic conditions
and coordination among all health care providers including strategies such as the
Chronic Care Maodel, the phvsician-led medical home concept, and the disease
management model;

o Encouraging the widespread adoption and interoperability of health infarmation
technologies;

o Advocating the principles and benefits of population health improvement to pohblic health
officials, including state and federal government entities;

¢ Linderscoring the level of commitment to population health improvement and timeframes
necessary to realize the full henefits. (8] improvement: B2 _FIE|

http://www.dmaa.org/about_our_mission.asp

About DMAA

OrAs Board of Directors ==
OrAA Committess ==

Our Members ==

OrAs Staff ==

MNewss Releases ==

Chronic Care Professional
Certification—DMAA Member
Discounts Mow Available.

Learn howy
Chranic Care
Profezsional
certification,
available &t a
discournt to Dhis.,
metmkbers thraugh
a special partnership with the
Health=ciences Institute, brings
valuahle benefits to you and your
arganization. Go ==

DMAA Membership

Advocacy, research, education and
more—ihe value of Dhisa,
metmbership is clear. Learn mare
about who we are and the benefits
our corporate and individusl
members receive.

EBenefits of Membership ==



DMAADZ 1L CMSSDEEZZ(7T, > 7k

Advancing the Population Health Improvement
Model

DMAA: The Care Continuum Allilance promotes a
proactive, accountable, patient-centric population health
Improvement model featurlng a physician-guided health
care delivery system designed to develop and engage
informed and activated patients over time to address both
liness and long term health.

DMAA members believe that managing health requires
the active, integrated involvement of all health care
professmnals coordinated with the patient and their
caregivers and families. We offer these principles to
describe the elements of this fully-connected health
system, leveraging teams of care providers, focused on
proactive, coordinated, quality health care.

http://www.dmaa.org/phi_definition.asp (DMAA)
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The population health improvement model
3DODINATAF

1. the central care delivery and leadership roles of the
primary care physician (WMWY DIFTEZFILIZT ZH)

2. the critical importance of patient activation, involvement
and personal responsibility (FEZE Pl 2)

3. the patient focus and capacity expansion of care
coordination provided through wellness, disease and
chronic care management programs. ()L~ X. DM,
BMEBETITIRANTATSLZAELTDZ7IA—T4
R—3)

The convergence of these roles, resources and capabilities in the population
health improvement model ensures higher levels of quality and satisfaction with
care delivery. Further, coordination and integration are important tools to
address health care workforce shortages, individual access to coverage and

care, and affordability of care.
http://www.dmaa.org/phi_definition.asp (DMAA)
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Key components of
the population health improvement model

Population identification strategies and processes;

Comprehensive needs assessments that assess physical,

psychological, economic, and environmental needs;
Proactive health promotion programs that increase awareness of the

health risks associated with certain personal behaviors and lifestyles;
Patient-centric health management goals and education which may

include primary prevention, behavior modification programs, and
support for concordance between the patient and the primary care
provider;

Self-management interventions aimed at influencing the targeted
population to make behavioral changes;

Routine reporting and feedback loops which may include

communications with patient, physicians, health plan and ancillary
providers;

Evaluation of clinical, humanistic, and economic outcomes on an
ongoing basis with the goal of improving overall population health.

http://www.dmaa.org/phi_definition.asp (DMAA)
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The population health improvement model

Encourages patients to have a provider relationship where they receive
ongoing primary care in addition to specialty care;

Complements the physician/practitioner and patient relationship and plan of
care across all stages, including wellness, prevention, chronic, acute and
end-of-life care;

Assists unpaid caregivers, such as family and friends, by providing relevant
information and care coordination;

Offers physicians additional resources to address gaps in patient health care
literacy, knowledge of the health care system, and timeliness of treatment;

Assists physicians in collecting, coordinating and analyzing patient specific
information and data from multiple members of the health care team
including the patients themselves;

Assists physicians in analyzing data across entire patient populations;

Addresses cultural sensitivities and preferences of individuals from disparate
backgrounds;

Promotes complementary care settings and techniques such as group visits,
remote patient monitoring, telemedicine, telehealth, and behavior _
modification and motivation techniques for appropriate patient populations.

Accountable measurement of progress toward optimized population health
should include:Various clinical indicators, including process and outcomes
measures;Assessment of patient satisfaction with health care; Functional
status and quality of life;Economic and healthcare utilization indicators; and
Impact on known population health disparities.h

ttp://www.dmaa.org/phi_definition.asp (DMAA)
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Empowering Health IT for the Medical Home
Posted by Vince Kuraitiz on QOctober 12, 2008 - Filed in DN Megatrend # <
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by David C. Kibbe, D MBA

The basic premise of the medical horme concept is continuous,
uninterrupted care that is managed and coordinated by a personal
provider with the right taols that will lead ta better health outcomes.

In 2007, the American Academy of Family Physicians, American
Acaderry of Pediatrics, American College of Physicians, and American
Qsteopathic Association, released the Joint Principles of the Patient-
Centered Medical Home. In this document they state the characteristics
of the Patient Centered Medical Home:

» Personal Relationship
e Team Approach

« Comprehensive

o Coordination

+ (uality and Safety

» Expanded Access
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Physicians Believe that Poor Care
Coordination Produces Bad Outcomes

Receipt of contradictory information | 54%

Emotional problems unattended |49%

Adverse Drug Interactions | 44%

Unnecessary hospitalization | 369

Patients not functioning to potential | 34%

Adverse Outcomes

Experience of unnecessary pain | 349%

Unnecessary nursing home placement | 249%

0% 10% 20% 30% 40% 50% 60%

Percent of Physicians Who Believe that Adverse
Outcomes Result from Poor Care Coordination

Source: National Public Engagement Campaign on Chronic lliness—Physician Survey, conducted
by Mathematica Policy Research, Inc., 2001. Cited:Horvath, J. Chronic Conditions in the US)



Poor Care Coordination Leads to
Unnecessary Hospitalizations

Hospitalizaitons for
Ambulatory Care Sensitive
Conditions Per 1000 Medicare

300

250

200

150

100

Beneficiaries Ages 65+

50

261
236 »

219 _»

169

Number of Chronic Conditions

Source: Medicare Standard Analytic File, 1999. cited:Horvath, J. Chronic Conditions in the US)
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INSTITUTE OF MEDICINE

Educating Health
Professionals to Be
Patient-Centered

Current Reality, Barriers, and
Related Actions

Elisa Knebel, Program Officer, Board on Health Care Services



Patient-Centered Care
as an essential component of quality care.

In contrast to care that is clinician-centered or disease-
focused, patient-centered care customizes treatment
recommendations and decision making in response to
patients’ preferences and beliefs.

In such a partnership, clinicians’ decisions are informed
by an understanding of patients’ needs and
understanding of their environment, which includes
home life, job, family relationships, cultural background,
and other factors. This partnership also is characterized
by informed, shared decision making, development of
patient knowledge skills needed for self-management of
liness, and preventive behaviors (2001).

Cited: Educating health professionals to be patient-centered. IOM, p.3)
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The practice uses a team approach in managing
patient care. Shared responsibilities are designed
to maximize use of each team member’s level of
training and expertise. In small practices, this
may be designated roles for the physician, the
nurse and the administrative person if there is
one. In most practices, the availability of
nurse case managers will only be through the
patients’ health plans or other large
organization. In some practices physicians may
handle significant patient care responsibllities,
especially for complex patients. Disease
management or care management may be
provided internally by the practice or group or
available to the patient externally, usually
through the health plan.

http://diseasemanagementcareblog.blogspot.com/
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Chronic Care Professional Model

- a shared vision and true team, patient-centered approaches-
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Diabetes self-management education (DSME) is defined as “the ongoing
process of facilitating the knowledge, skill, and ability necessary for diabetes
self-care. This process incorporates the needs, goals, and life experiences of
the person with diabetes and is guided by evidence-based standards.”
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