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Objectives for Today

A Understand the macro- and micro-level
strategies some states are using to establish
Medical Home systems of care

A Learn the critical role that care coordination
plays in system evolution

A Appreciate the importance of including all
stakeholders in the process

A Learn about tools and strategies that drive
success
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NAnything that | «ce
guality of care in OUR practice will help
me to help my children. All the other
families in our community will also
benefi t . o

A Parent Advisory Group member, Nashaway
Pediatrics, when asked why she works so hard as a
practice improvement advisor.
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NWe are tired of p.

A Paul Grundy, MD, Vice President, Global Welleing
Services and Health Benefits, IBM Corporation, 2007 NCQA
Annual Conference, describing the perceived value of the
guality of healthcare purchased for their-b&ed employees.
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CLOSING THE DIVIDE: HOW MEDICAL HOMES PROMOTE
EQUITY IN HEALTH CARE

Results from the
Commonwealth Fund 2006 Health Care Quality Survey

THE

COMMONWEALTH
FUND

Anne C. Beal, Michelle M. Doty, Susan E. Hernandez,
Katherine Shea, and Karen Davis

June 2007
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Figure ES -4. Racial and Ethnic Differences in Getting Needed
Medical Care Are Eliminated When Adults Have Medical Homes

Percent of adults 18 064 reporting always
getting care they need when they need it

B Medical home
O Regular source of care, not a medical home

100 - U No regular source of care/ER
75 4 14 74 74
52 50
50 A 38 44
31 34
25 A
O 1 T T T 1
Total White African American Hispanic

Note: Medical home includes having a regular provider or place of care, reporting no
difficulty contacting provider by phone or getting advice and medical care on weekends
or evenings, and always or often finding office visits well organized and running on time.
Source: Commonwealth Fund 2006 Health Care Quality Survey.
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Connecticut Experience:
Title V Perspective

A Created and convenes Medical Home Advisory Council
(MHAC)

A All stakeholders invited to participate: families, clinical
providers, business community, public and commercial
payers, education, policy leaders

A MHAC Work Groups
I Family Experience workgroup
I Financing
I Quality
A Family representatives on the MHAC supported by

reimbursement for child care and travel as integral to our
process and success.
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Connecticut Experience: Family Leader Perspective

Aé fAhighlight that the dat a
from families in the Family Experience workgroup, and
t hrough an active role of f

Aé real stori es about access
ti me nhelp us ground our da
are facingo.
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Massachusetts Experience: Building the Constituency

A Massachusetts Consortium for Children with
Special Needs

A Includes families, youth, Title V, policy, state
agencies, payers, clinical providers, researchers
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http://www.neserve.org/maconsortium/

Dri ving Quality and Val ue

AChildrenés Hospital 1 nt e
Organization

I Integrate care throughout an enterprise that includes
primary, secondary, tertiary, and quaternary services

I 1 million+ patient encounters per year

I Measure and link outcomes as well as cost

I Optimize Value for patients, purchasers, and health
care system
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What Can You Do with Medical Home Infrastructure?

A Add additional elements to enhance integration
A Be responsive to public health needs
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Linking& Aligning Medical Home and Mental Health
GAccess, Quality and Trust Leading to Coordination of Care &tLC h i | d r

Central Mass Medical Home Network Parent/ Professional Advocacy League

Initiative The Massachusetts Family Voice For
Stringing the Pearls: Childrenos Ment a
Families and Providers as Partners in
expanding Medical Home capacity in Massachusetts's State Organization of
Central Mass Federation of Famil i e:s

Health, PAL promotes the development of
strong partnerships between parents and
Funded by US MCHB professionals

Aok rval

Childrer’s Hospital Boston 16




RS Linking & Aligning Medical Home and Mental Health ?h\_
m d\ccess, Quality and Trust Leading to Coordination of Care for ALL Children0

Purpose: To find out what parents of children & youth with
serious mental health and behavioral issues are:

A currently offered for services
A in need of beyond those services to give their children
an integrated mental and behavioral health care plan

facilitated by their community-based medical home

Af eeling about the communicat
medical & mental health providers.
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?h\_ *:* Focus Groups gk ?A\-—

5 Focus Groups

21 participants from CMMHNI medical homes and PAL
parents/caregivers (ages from-23)

Preliminary Findings
1. Families play a crucial role in the communication of the care plan

2. The system needs to move beyond

3. All families benefited from/ or wish theyhad parent-to-parent
support--Par ent s who had Awal ked t he

4. Information is extremely difficult for families to find, locate and use

Childrer’s Hospital Boston 18




Childrer’s Hospital Boston 19




Another Urgent Opportunity/ Gap

Youth with Special Health Care Needs
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What about youth with special health care needs?
What is it like transitioning from pediatric to adult
systems of care?
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Outcome Realities

A Nearly 40% cannot identify a primary care physician

A 20% consider their pediatric specialist to be theitGegulard
physician

A Primary health concerns that are not being met

A Fewer work opportunities, lower high school grad rates
and high drop out from college

A YSHCN are 3 X more likely to live on income < $15,000
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Overall, the rates of meeting the transition core outcome did

not significantly differ between YSHCN and the referent
sample. "As in 2001, performance on the transition core
outcome trails that of the other MCHB outcome measures,"

t he authors conclude, sugges:H

Il n transition services |1 s a I

A Lotstein DS, Ghandour R, Cash A, et al. 2009. Planning for health care
transitions: Results from the 20052006 National Survey of Children with
Special Health Care Needs. Pediatrics 123(1):e14352.
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Where Do We Go From Here?
IS It reasonable to expect primary care providers to
Ando 1t all o?

A Medical Home demands system reesign:
I Financing
I Quality measurement
I Regulatory support
I State and Federal policy support
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|l s there a Aroad mapo
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| t Os t he Evol uti on

that Support Care Coordination,

Or,
Is it the Evolution of Care Coordination as a Component
of Health Care that Supports Integrated Systems?

Care coordinationisacrossc ut t i ng el ement that wil/l
Chasmo

Institute of Medicine
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What Constitutes CC In a Pediatric
Medical Home?




Level Description

I NorCSHCN,Without Complicating
Family or Social Issues

I NonCSHCN,With Complicating
Family or Social Issues

Il CSHCNWithout Complicating
Family or Soel Issues

IV CSHCNWith Complicating Family
or Social Issues

Focus of Encounter (chooseONLY ONE)

1. Mental Health

2. Developmental / Behavioral

3. Educational / School

4. Legal / Judicial

5. Growth / Nutrition

6. Referral Managemen

7. Clinical / Medical Management

8. Social Services (je. housing, food, clothing, ins., trans.)

Rew03/20/03

(chooseall that apply)

. Make Appointments

. FollowUp Referrals

. Order Prescriptions, Supplies,
Services, et

. Reconcile Discrepancies

. Coordination Services (schoals,
agencies, payers etc.)

wWN -

(a0

Time Spent

17 less than5 minutes
27 5to 9minutes
31 10 to 19minutes
4i 20 to 29minutes
51 30 to 39minutes
61 40 to 49minutes
7i  50minutes and greater
(Please NOTEctual minutes
if greater than 50)

Staff
RN, LPN, MD, NP, PA, MA, SW, Cler

Clinical Competence

C= Clinical Competence required
NC= Clinical Competence not
Regired

(chooseall that apply)

1. Telephone discussion with:

a. Patient e. Hospital/Clinic
b. Parent/family f. Payer

c. School g. Voc. / training
d. Agency h. Pharmacy

2. Electronic (E-Mail) Contact with:

a. Patient e. Hospital/Clinic
b. Parent  f. Payer
¢. School g. Voc./training

d. Agency h. Pharmacy
3. Contact with Consultant
a. Telephone c. Letter
b. Meeting d. EMail
4. Form Processing(eg. school, camp, or
complex record release)
5. Confer with Primary Care Physician
6. Written Report to Agency. (eg. SSI)
7. Written Communication
a. E-Mail
b. Letter
8. Chart Review
9. Patientfocused Researt
10. Contact with Home Care Personnel
a. Telephone c. Letter
b. Meeting  d. Hail
11. Develop / Modify Written Care Plan
12. Meeting/Case Conference

2n. Unmet needB(EASE SPECIFY)

Medical Home Care Coordination Measurement Tod! Site Code: Form# _ of
Patient Study Code Patient Care Coordination QOutcome(s) Time Spent* Clinical
Patient Name Date And Age Level Focus Needs Activity Code(s) | Prevented Ocated 1 234 56 1 Staff | Comp. | Initials
Patient Level Care Coordination Needs Activity to Fulfill Needs Outcome(s)

1. As aresult of this care coordination activity, the following was
PREVENTED (chooseONLY ONE, if applicable):

la. ERvisit

1b. Subspecialist visit

1c. Hospitalization

1d. Visit to Pediatric Office/Clinic

le. Lab/ Xay

1f. Specialized Therapies (PT, OT, etc)

2. As aresult of this camordination activity, the following
OCCURRED (chooseall that apply):

2a. Advised family/patient on home management

2b. Referral to ER

2c. Referral to subspecialist

2d. Referral for hospitalization

2e. Referral for pediatrisick office visit

2f. Referral to lab / Xay

2g. Referral to community agency

2h. Referral to Specialized Therapies

2i. Ordered prescription, equipment, diapers, taxi, etc.

2j. Reconciled discrepancies (including missiatp,

miscommunications, compliance issues)

2k. Reviewed | abs, specia
2l. Advocacy for family/patient
2m Met familyds i mmediat

20. Not Applicable / Donbd

2p. Outcome Pending

R. Antonelli, MD, FAAP
Supported by grant HBENCHB-25A-AB
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National Study of Care Coordination Measurement in Medical Ho
Antonelli, Stille, and Antonelli, 2008

Focus of Encounteri Aggregate Data

Primary Focus % Encounters
Clinical / Medical Management 67%
Referral Management 13%
Soci al Services (1 e. HGu si ng, food,
Educational / School 4%
Developmental / Behavioral 3%
Mental Health 3%
Growth / Nutrition 2%
Legal / Judicial 1%
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Outcome Prevented’ Aggregate Data

The CCMT allows only one outcome prevented per encounter.
32% of total 3855 CC encounters prevented something.

Of the 1232 CC Encounters where prevention was noted as an outcome:

Qutcome Prevented # CC Eicounters Percentage
Visit to Pediatric Office / Clinic 714 58%
Emergency Department Visit 323 26%
Subspecialist Visit 124 10%
Hospitalization 47 4%
Lab / X-Ray 16 1%
Specialized Therapies 8 1%

62% of RN CC Encounters prevented something.
33% of MD CC Encounters prevented something

RNs are responsible for coding 81% of the Emergency Department preventions al
63% of the sick office visit preventions

Antonelli, Stille, and Antonelli 2008
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What About Cost and Outcome?

A One of sites reported that its officebased CC activities
prevented 1700 visits to Emergency Department
(annualized)

A Cost of CC $61000 per year ($17.5K per FTE MD per
year)

A Without financing CC, there is no incentive to optimize
Value

A Results in status quo
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Any strategies to do this (besides
appeali ng to peopl
thing)?

Any frameworks to drive change?







Foundational Characteristics and Attributes of Excellent Pediatric Care Coordination
Antonelli, McAllister, Popp, The Commonwealth Fund 20P@iblication pendingDO NOT CITE or QUOTE

Family-centered and Communityased _ _ _ _
flinks patients and families to an accessible, commurased primary care Medical Home

Proactive, Providing Planned, Comprehensive Care o
fsupports anticipatory, proactive, continuous and longitudinal care

Builds on family strengths and is guided by an assessment of needs

Supports and relies on team care

Supports the care planning process including consultation, referral, testing, goals (developed and shared),
monitoring and followup

Supports the transition of youth from pediatric to adult systems of care

Promotes the Development of Self Management Skills with Children, Youth and Families
Ensures the provision of that patient/family education to buildreatiagement skills

Seeks to equip families with necessary system navigational skills

Facilitates crossrganizational linkages and relationships

Assures effective communication and collaboration back and forth along the continuum of care
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Care Coordination Definition

Pediatric care coordination is a patient and familycentered,
assessment driven, tearbased activity designed to meet the needs of
children and youth while enhancing the care giving capabilities of
families. Care coordination addresses interrelated medical, social,
developmental, behavioral, educational and financial needs in order to
achieve optimal health and wellness outcomes.

From:

Developing Care Coordination as a Critical Component of a High
Performance Pediatric Health Care System

Forging a Multidisciplinary Framework for
Pediatric Care Coordination,
Antonelli, McAllister, Popp, 2009

Publication Pending, The Commonwealth Fund
PLEASE DO NOT CITE OR QUOTE
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PCMH-PPC: NCQA, AAFP, ACP, AAP and AOA
Medical Home Qualifying Criteria

Linked to Reimbursement
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NCQA PCMH

Standard 1: Access and Communication Pts || Standard 5: Electronic Prescribing Pts
A~ Haswritien standards Tor patient access and patient | A USES efectronic SyStenT 1o Wrte Prescriptions .
communication** 5 B. Has electronic prescription writer with safety checks
B. Uses data to show it meets its standards for patient C. Has electronic prescription writer with cost checks| -
access and communication** 9 5
Standard 2: Patient Tracking and Registry Functions Pts _ :
A. Uses data system for basic patient information (mostly Standard 6: Tesg<IIHI sts
o 2 A. Tracks tests and identifies abnormal results
non-clinical data) i ticallv*
B. Has clinical data system with clinical data in searchablg 3 B ays ematically . | 6
data fields 3 : ses electronic systems to order and retrieve testg 3
C. Uses the clinical data system and flag duplicate tests
D. Uses paper or electroniebased charting tools to 2 Standard 7: Referral Tracking PT
organize clinical information** A. Tracks referrals using paperbased or electronic 4
E. Uses data to identify important diagnoses and 3 system** 4
conditions in practice** :
F. Generates lists of patients and reminds patients and | 21 || Standard 8: Performance Reporting and Improvement | Pts
clinicians of services needed (population management A.  Measures clinical and/or service performance by | |
physician or across the practice**
Standard 3Care Management Pts B. Survey of patientso6 cafg£ ¢:
A. Adopts and implements evidencéased guidelines for | 3 C. Reports performance across the practice or by 3
three conditions ** 4 physician **
B. Generates reminders about preventive services for D. Sets goals and takes action to improve performan S
clinicians 3 E. Produces reports using standardized measures | ,
C. Uses norphysician staff to manage patient care 5 F. Transmits reports with standardized measures 1
D. Conducts care management, including care plans, electronically to external entities
assessing progress, addressing barriers > 15
E. Coordinates care//followp for patients who receive car¢ 20
in inpatient and outpatient facilities Standard 9: Advanced Electronic Communications Tts
- A. Availability of Interactive Website
Standard 4: Patient Selfanagement Support I Ps B ElectronicyPatient Identification f
A. Assesses language preference and other communlcatuoﬁ C. Electronic Care Management Support
barriers ;
6

B. Actively supports patient selfmanagement**
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