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Supporting Medical Homes for Family Wellness and Prevention: Work Group #2
ISSUE 2.1: What Basic Payment Method Should Be Used for Family Wellness and Prevention Services by Medical Homes?

OPTION 2.1.2: 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 needed to manage the patient’s health care, with the amount adjusted for the severity/risk of the patient. The medical home or other providers should be paid separately for specific preventive care services (e.g., vaccinations) and care of minor acute episodes provided beyond basic care management. Major acute episodes and long-term care would also be paid separately. A pay-for-performance system should be included to create incentives for controlling the use of outpatient services, reducing preventable

ER visits, hospitalizations, etc.

OPTION 2.1.3: The medical home should be paid a single, periodic, prospectively defined Care

Management Payment (CMP) to cover all of the evaluation, management, patient education, preventive care, and minor acute care services (including diagnostic testing and outpatient procedures) needed by a patient, with the amount adjusted for the severity/risk of the patient. Major acute episodes and long-term care would be paid separately. A pay-for-performance system should be included to create incentives for reducing preventable ER visits, hospitalizations, etc.

OPTION 2.1.4: The medical home should be paid a single, periodic, prospectively defined Care

Management Payment (CMP) to cover all of the care needed by a patient, including any major acute episodes, with the amount adjusted for the severity/risk of the patient. Any long-term care services (e.g., nursing home or home health care) would be paid separately.

Caveats, Exceptions, etc.

· Options 2,3,4 keep periodic care management payment, variations on a theme to reflect practice differences

· 2: evaluation, management, patient education services 
· 3: plus prevention, minor acute care

· 4: plus major acute
· There is ability to implement all three of these now by different providers  

· Need true outcomes-based measures of cost-effectiveness – real accountability not base with bump

ISSUE 2.2: How Should The Fees/Payment Levels for Medical Homes Be

Determined?

OPTION 2.2.3: 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 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 that payment level.

Caveats, Exceptions, etc.

· Assumes participation by all payers (esp Medicare, Medicaid, ERISA plans)
· Discussed whether state or current system is default if collaborative work fails

· No to Medicare, State, Payers, Providers prices

ISSUE 2.3: How Should Patients Be Protected Against Inappropriate Under Provision of Services?

OPTION 2.3.1: Require that processes and services viewed as essential be provided to a patient in order for a provider to receive payment.

OPTION 2.3.2: Collect and report data publicly on the quality of care delivered by providers, with particular emphasis on under use of evidence-based care processes and on the care of minority and disadvantaged populations.

OPTION 2.3.3: 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.

OPTION 2.3.4: Provide independent education, assistance, and advocacy support for patients so they understand what kinds of services are appropriate for both prevention and care of their conditions.

ISSUE 2.4: What Types of Information Should Medical Homes Be Required to

Collect and Report to Assure Payers and Patients They Are Delivering Quality Services?

OPTION 2.4.2: 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. Measures to be reported should be determined by the Oregon Health Care Quality Corporation and used consistently by all payers.

Caveats, Exceptions, etc.

General interest OPTION 2.4.2 with the following notes/additions: 

· Identify the data sources

· Collaboration of payers, providers

· Where used, patient satisfaction data must be uniform, robust

· Use community collaboration and coordinate with national efforts

· Recognize audiences: who will use information 

ISSUE 2.5: How Should Consumers Be Encouraged to Use a (Consistent) Medical Home?

OPTION 2.5.1: Provide education for consumers on the value of selecting and consistently utilizing a primary care provider (or appropriate specialist) as a medical home.

OPTION 2.5.2: Reduce co-payments and co-insurance for patients utilizing a primary care provider (or appropriate specialist) as a medical home.

Caveats, Exceptions, etc.

· Minimal support for punitive measures 

ISSUE 2.6: How Should Patients Be Encouraged or Assisted to Engage in

Behaviors and Processes That Improve Health and Reduce Costs?

Discussion: 

· Modified options provided: offer a combination of financial, education, and non-financial incentives

· Allow a lot of experimentation

ISSUE 2.7: How Should Unnecessary Testing & Treatment Be Discouraged?

OPTION 2.7.1: 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.).

OPTION 2.7.6: Provide incentives to both patients and providers to use shared decision-making tools.

OPTION 2.7.7: Provide education and financial incentives to consumers to encourage them to improve their health and avoid the need for treatment.

Caveats, Exceptions, etc.

· OPTION 2.7.1: Better information to patients, providers (especially on cost, including relative cost)

· OPTION 2.7.6:  Incentives for patients, providers

· OPTION 2.7.7:  Education for patients, providers

· When faced with difficult circumstances, giving time for shared decision making is key (pay providers to make time for this)

· Financial incentives should be looked at in terms of value-based plan design

· Include end of life discussions
ISSUE 2.8: What Organizations Should Be Eligible to Participate in (Long
Run) Payment Systems Designed to Support Medical Homes?

OPTION 2.8.2: A primary care (or appropriate specialist) physician practice that meets formal standards for a medical home (e.g., the standards developed by NCQA).

OPTION 2.8.6: 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.

Caveats, Exceptions, etc.
· OPTION 2.8.2:: require standards but not necessarily NCQA

· OPTION 2.8.6: (ay physician org that creates a system of care with accountability for outcomes, costs) with the following notes: 

· not just physicians, include other practitioners 
· Integrate mental health providers

· Standards discussion is best dealt with by a group with more expertise

ISSUE 2.9: What Efforts Should be Made to Help Small Physician Practices

Succeed Under The New Payment Systems?

OPTION 2.9.1: Provide technical assistance to small physician practices in understanding how to manage care and finances under new payment models.

OPTION 2.9.2: Provide grants to small physician practices to cover all or part of the costs of installing new infrastructure and transitioning to new care models.

OPTION 2.9.3: Arrange for long-term loans (to help finance infrastructure such as electronic health records), short-term loans (to help manage cash flow), insurance/reinsurance (to cover costs of unusually expensive patients), and other financial mechanisms to enable small physician practices to manage more comprehensive payment structures.

OPTION 2.9.4: 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 2.9.5: Encourage/assist small physician practices to form or join organizational structures that can accept accountability for overall patient outcomes and costs.

OPTION 2.9.6: Provide supports through hospitals to the physician practices that admit to the hospital. (E.g., use of hospital quality improvement staff for process improvement, hiring an outpatient care manager on the hospital payroll, etc.)

OPTION 2.9.7: Modify proposed payment systems to ensure that physician practices of all sizes can participate.

Caveats, Exceptions, etc.
· Some discussion about 2.9.3

· Acknowledge change may be hard for small providers to do without assistance

· Short term, for providers committing to change

· Need further discussion on funding: grants, loans, matching funds

· With appropriate controls

· Coordinate with what is happening at federal level

· $ from what sources (public, private, mix)
ISSUE 2.10: What Else Needs to be Done to Ensure Success?
OPTION 2.10.1: Co-payments for wellness visits, physical exams, and evidence-based screening tests should be reduced or eliminated.

OPTION 2.10.2: Interoperable electronic medical record systems should be implemented by all physician practices in the same community.

OPTION 2.10.3: All payers should use the same measures for evaluating the performance of providers.

OPTION 2.10.4: Quality measurements for providers should be collected through a single central source, made publicly available, and used as the basis for incentive payments.

Caveats, Exceptions, etc.
· OPTION 2.10.1 (reduce/eliminate co-payments for certain services)

· SAIF is doing this 

· Can tie into standardized benefit design

· OPTION 2.10.2: (interoperable EMR implemented by all physicians) is nice improvement, not required

· Include 3 (all payers use same measures to evaluate physician performance) and 4 (quality measures collected by a single source, publicly available, used as incentive payment basis)

· Tort reform

· Medicare – how to include 
· Patient education, inclusion of CMS, etc

· More collaboration (providers, employers)

· Vaccinations covered in provider office

· Population-based solutions

· Learning communities to share findings

