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Healthcare Payment Reform Summit
Recommendations
March 26, 2009

Supporting Medical Homes for Chronic Disease Patients: Work Group #1

Initial Clarity 
Assume: Length of time – 3-5 yrs
Criteria: 
• Critical mass possible
• Truly transforms the system
• Specialist and primary care integration
• Shift money is real

General agreement: Medical home must and can (but doesn’t always) add value (best results for price) and reduce OVERALL total costs to the systems. This requires strengthening primary care.
Outcomes measures include:
• Maximizing functional status and well-being
• Maximizing patient engagement
• Maximizing evidence based practice 
• Avoidance the overuse of high cost acute care interventions
 
DISCUSSION – not adequately addressed in our options
Specialist role will be critical. Models: specialist is in the home, specialist is the home, specialist is a referral consultant.


ISSUE 1.1: What Basic Payment Method Should Be Used for Care of Patients With Chronic Conditions by Medical Homes? 

OPTION 1.1.2: The medical home should be paid a single, periodic, prospectively defined Care
Management Payment (CMP) to cover all of the evaluation, management, and patient education services associated with the patient’s chronic conditions, with the amount adjusted for the severity/risk of the patient. The medical home or other providers should be paid separately for preventive care and care of minor acute episodes provided beyond basic care management. Major acute episodes and long-term care associated with the chronic condition would be paid separately by fee for service . A pay-for-performance system should be included to create incentives for controlling the use of outpatient services, reducing preventable ER visits, hospitalizations, etc.

Caveats, Exceptions, etc.
• Needs clarity: coordination of specialty care is medical home function BUT NOT FINANCIAL RISK. Specialist payment must flow separately.  Might have hand-off and service agreement support for example. 
• Debate was close 1.1.2 and 1.1.3:
• Chose this option because of the desire to move quickly to reform. So less is included in the capitation rate and more left as FFS. 
• NOW also need a long term vision that includes more under the cap or under pay for performance over time.





ISSUE 1.2: How Should The Fees/Payment Levels for Medical Homes Be Determined?

OPTION 1.2.3: A Regional Health Improvement Collaborative (e.g., the Oregon Health Care Quality Corporation) should convene payers, providers, purchasers, consumers, and others to recommend an appropriate payment methodology (not level) for each service or Care Management Payment, adjusted by the patient’s diagnoses, severity, and  geography, based on a study to estimate the cost of delivering good quality care for that category of diagnosis and severity, and all payers and providers should agreed to accept price transparency. (cut: that payment level.) 

Caveats, Exceptions, etc.
Requires a critical mass of payers.
The fees/payment levels must assure long-term cost savings across ALL the  payment reform components and other opportunities for savings.


ISSUE 1.3: How Should Patients Be Protected Against Inappropriate Under-Provision of Services? 

OPTION 1.3.3: Provide bonus payments or penalties to providers based not only on patient outcomes (both short-term and long-term) but also on the extent to which evidence-based care processes are used.

Caveats, Exceptions, etc.: No discussion time


ISSUE 1.4: What Types of Information Should Medical Homes Be Required to Collect and Report to Assure Payers and Patients They Are Delivering Quality Services? 

OPTION 1.4.2: Medical Homes should be required to collect and report data on patient outcomes and satisfaction levels, and also process measures in any areas where outcome measures do not exist or are not easily gathered but a commitment get those measures soon. Measures to be reported should be determined by the Oregon Health Care Quality Corporation and used consistently by all payers.

Caveats, Exceptions, etc.
• Prefer outcome measures but they don’t always exist or are not easy to gather. Over time evolves from process to more robust systems.
• Who collects data that medical home and larger community needs to manage care? 
• Requires more effective methodologies to efficiently collect data across the community. 


ISSUE 1.5: How Should Consumers Be Encouraged to Use a (Consistent) Medical Home? 

OPTION 1.5.2: Reduce copayments and co-insurance for patients utilizing a primary care provider (or appropriate specialist) as a medical home.

Caveats, Exceptions, etc.: No discussion


ISSUE 1.6: How Should Patients Be Encouraged or Assisted to Adhere to Care Processes That Affect Outcomes or Costs? 

CREATED OPTION 1.6. 4 combining .1 and .3
OPTION 1.6.1: Purchasers and/or payers should provide financial incentives to patients (e.g., bonuses or reduced copays) for adherence with care processes recommended AND to physicians for proactive systems for educating, monitoring, and encouraging patient adherence,

Caveats, Exceptions, etc.: No discussion






ISSUE 1.7: How Should Unnecessary Testing & Treatment Be Discouraged? 

OPTION 1.7.1: Provide better information to consumers and providers on the relative value (quality, cost, and satisfaction) of alternative tests (e.g., diagnostic imaging) and treatments (e.g., physical therapy, surgery, etc.).
Also liked: provider and patient incentives for shared decision-making tools, incentives to patients to improve their health, patients pay the difference for less effective treatments

Caveats, Exceptions, etc.: No discussion


ISSUE 1.8: What Organizations Should Be Eligible to Participate in (Long Run) Payment Systems Designed to Support Medical Homes? 

OPTION 1.8.6: Any type of physician organization (whether it is an individual practice, an IPA, a management services organization (MSO), or a new structure) that creates an organized system of care with accountability* for patient outcomes and costs. (don’t lose importance of primary care)
OPTION 1.8.2: A primary care (or appropriate specialist) physician practice that meets formal standards for a medical home (cut: e.g., the standards developed by NCQA).

Caveats, Exceptions, etc.: “accountable” will require standards but let’s more in at initial stages. The standards get stiffer over time.  


ISSUE 1.9: What Efforts Should be Made to Help Small Physician Practices Succeed Under The New Payment Systems? 

OPTION 1.9.4: Encourage/assist small physician practices to join together in organizational structures such as independent practice associations that can facilitate quality improvement, create mechanisms for sharing resources, etc.
OPTION 1.9.5: Encourage/assist small physician practices to form or join organizational structures that can accept accountability for overall patient outcomes and costs.
OPTION 1.9.2: Provide grants to small physician practices to cover all or part of the costs of installing new infrastructure and transitioning to new care models.

Caveats, Exceptions, etc.: No discussion


ISSUE 1.10: What Else Needs to be Done to Ensure Success? 

OPTION 1.10.2: Interoperable electronic medical record systems should be implemented by all physician practices in the same community.
OPTION 1.10.3: All payers should use the same measures for evaluating the performance of providers. 
OPTION 1.10.1: Copayments for chronic disease maintenance medications should be reduced or eliminated.

ALSO
• Medical education – students need clear vision of how payment will be managed in the near future so that they can make appropriate career decisions. They have to believe us.
• We have to deal with the current over-built, misdirected allocation of resources. 
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