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Good afternoon and thank you for joining our session today.

In today’s climate patient-centered medical home is the buzz word and there are resources devoted to providing assistance for the application process.  Many times, however, one forgets that with the application process comes a transformation that should be a culture, a new way of life, that needs to be adopted and sustained past the recognition process.

So how do we do that and where do we begin.

After today’s session, we hope to offer you tools that serve as valuable options to assisting in sustaining transformation at your health center.
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So let’s start from the beginning ….

Ask audience … what does a patient-centered medical home mean to you?

What are those key words that you think of when you think of a patient-centered medical home?

Get answers from audience.

Click.  While appearing ….

Do you see your key words here?  Are there other qualities of a patient-centered medical home listed or maybe not listed here that you did not think of or just had in the back of your mind?

I would like to remind you to keep these in the fore front of your thoughts because this is why you are doing the work.



What does being a Patient-Centered 
Medical Home mean?

• Better integrated care that makes sense to 
patients and families

• Provide coordinated, comprehensive care

• Improve patient experience
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In a nutshell, being a patient centered medical home is about the partnerships between the individual patient and their personal physicians and, when appropriate, with the patient’s family.

It’s about making those small changes in different aspects of the practice that will allow the delivery of coordinated and comprehensive health care.

Think about your current workflow.  What do you think is the patient’s experience at your health center? Does your system organize its work around the patient or is the patient organized around your work?





It Takes a Team ….

• Looks different in each health center
– Who’s on your team?

• High functioning primary care teams
– Data driven care
– Quality improvement strategies
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One key aspect of delivering this high-quality care that we speak of is to adopt and embrace the concept of a team and what that will look like at your health center.

Ask audience …. Who has established QI teams? Who’s on your team? 

Have you thought about including your front desk staff?

Tell Mama story

The take home message here is that it should include all of those who touch the patient.

Click

You would want to ensure that your team is high-functioning.  Providing data driven care such as possibly introducing data in morning huddle. Have the team understand that data drives the work they do.  It fuels the quality improvement strategies that are implemented whether it’s looking at how to improve referrals to services or what can be done to ensure that patients return for follow-up testing.



PCMH 2011 Standards
PCMH 1: Enhance Access and Continuity

PCMH 2: Identify and Manage Patient Populations

PCMH 3: Plan and Manage Care

PCMH 4: Provide Self-Care Support & Community Resources

PCMH 5: Track and Coordinate Care

PCMH 6: Measure and Improve Performance
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The requirement is for all health centers to achieve PCMH recognition based on the 2011 Standards.

There are 6 Standards which encompass the core components of primary care.

Three levels of recognition with the highest possible score is 100%.  

Ask the audience … who in this room has already achieved a 100% score or think they can?

Now that you passed and achieved recognition, sustainability is not about maintaining your current score but always improving the quality of care.

Your high functioning team can use the standards as the foundation for conducting the team huddles.



Eight Change Concepts for 
Practice Transformation

• Safety Net Medical Home Initiative’s 
PCMH transformation framework

• Each change concept includes multiple 
“key changes”
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The Safety Net Medical Home Initiative presented a PCMH transformation framework to better conceptualize the process.

They introduced 8 change concepts that are general ideas used to stimulate specific, actionable steps that lead to improvement. 

These 8 concepts represent the critical dimensions of PCMH transformation including multiple “key changes” that describe the general directions for the changes.




Laying the foundation Building relationships

Changing care delivery Reducing barriers
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It is believed that the change concepts naturally divide into four groups and I like to think of them as buckets.

Read out each bucket.

In order to understand the importance of the standards you have to know how they fit into your health center’s transformation model. 
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The change concepts in laying the foundation—“Engaged Leadership” and “Quality Improvement Strategy—reflect the fundamental base required to enable the practice to learn and implement change. If these foundational changes are not addressed first, meaningful transformation cannot occur.

Engaged Leadership:
Provide visible and sustained leadership to lead overall cultural change as well as specific strategies to improve quality and spread and sustain change. 
• Ensure that the PCMH transformation effort has the time and resources needed to be successful.
• Ensure that providers and other care team members have protected time to conduct activities beyond direct patient care that are consistent with the medical home model. 
• Build the practice’s values on creating a medical home for patients into staff hiring and training processes.

Quality Improvement Strategy
Choose and use a formal model for quality improvement. 
• Establish and monitor metrics to evaluate routinely improvement efforts and outcomes; ensure all staff members understand the metrics for success. 
• Ensure that patients, families, providers, and care team members are involved in quality improvement activities. 



Eight Change Concepts
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The change concepts directed at building relationships among teams, and between patients and providers—“Empanelment” and “Continuous, Team-based Healing Relationships”—prepare the practice to deliver care efficiently, and increase the likelihood of productive interactions between patients and care teams.

Empanelment:
Assign all patients to a provider panel and confirm assignments with providers and patients; review and update panel assignments on a regular basis.
• Assess practice supply and demand, and balance patient load accordingly.

Continuous & Team-Based Healing Relationships
Establish and provide organizational support for care delivery teams that are accountable for the patient population/panel. 
• Link patients to a provider and care team so both patients and provider/care teams recognize each other as partners in care. 
• Assure that patients are able to see their provider or care team whenever possible. 
• Define roles and distribute tasks among care team members to reflect the skills, abilities, and credentials of team members.
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The next change concepts—“Patient-centered Interactions” and “Organized, Evidence-based Care”—focus on changing care delivery. These changes encompass the practice system modifications associated with improvements in clinical performance. 

Patient Centered Interactions
Respect patient and family values and expressed needs. 
• Encourage patients to expand their role in decision-making, health-related behaviors, and self-management. 
• Communicate with patients in a culturally appropriate manner, in a language and at a level that the patient understands. 
• Provide self-management support at every visit through goal setting and action planning. 
• Obtain feedback from patients/families about their healthcare experience and use this information for quality improvement.

Organized, Evidence-Based Care
Use planned care according to patient need.
• Identify high risk patients and ensure they are receiving appropriate care and case management services.
• Enable planned interactions with patients by making up-to-date information available to providers and the care team prior to the visit.
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The final two change concepts—“Enhancing Access” and “Care Coordination”—focus on reducing barriers to the delivery of care. These changes are no less important than the change concepts addressed earlier, but they are more difficult to implement in systems that are not already routinely providing well-organized, patient-centered care.

Enhanced Access
Promote and expand access by ensuring that established patients have 24/7 continuous access to their care teams via phone, e-mail, or in-person visits. 
• Provide scheduling options that are patient and family-centered and accessible to all patients. 
• Help patients attain and understand health insurance coverage.

Care Coordination
Link patients with community resources to facilitate referrals and respond to social service needs.
• Integrate behavioral health and specialty care into care delivery through co-location or referral agreements.
• Follow up with patients within a few days of an emergency room visit or hospital discharge.
• Communicate test results and care plans to patients.



Transition to Sustained 
Transformation

• It’s all about Health IT
– Quality Improvement Strategy 
– Empanelment
– Organized Evidence-Based Care
– Care Coordination

• It’s all about the tools for sustainability
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As you begin to think of transitioning your health center to sustained transformation in today’s climate we come back to your infrastructure and the customization of your health IT.  Some examples of how Health IT ties back to the change concepts include:

Quality Improvement Strategies
Optimize use of health information technology to meet Meaningful Use criteria.

Empanelment
Use panel data and registries to proactively contact and track patients by disease status, risk status, self-management status, community and family need.

Organized Evidence-Based Care
Use point-of-care reminders based on clinical guidelines.

Care Coordination
Track and support patients when they obtain services outside the practice.

How many of you feel that you are using your health information technology to support the implementation of any of these 8 change concepts?

Health IT support must go hand in hand with the implementation of a robust change package and the routine use of solid improvement methods by clinicians and other staff. Health IT systems that support improvement of proactive population-based care need several quality characteristics related to effective use of data. 

Click

Now we will hear about two different tools that PCDC and CHCANYS are making available to you to help you in your efforts to sustain practice transformation because it is all about the tools.





Thank you!
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Patient centered medical homes combine an emphasis on prompt access to primary care and an ongoing relationship with a primary care provider
or team, with adoption of health information technology (IT) and improved coordination of care.
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