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Presenter
Presentation Notes
In the first part of our segment, I will present on best practice care coordination standards defined by Health Home, NQF, AHRQ, and NCQA’s PCMH and ACO standards.  
My colleague, Ryan Wilcoxon, will present how the Community Healthcare Network is adapting its successful COBRA HIV/AIDS program for its Health Home.
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About PCDC
• Founded in 1993
• Nonprofit organization dedicated to transforming and expanding 

 primary care in underserved communities to:
 – Improve health outcomes

– Reduce healthcare costs and disparities. 

• PCDC’s programs enhance access to primary care by offering:
– Capital Investment: Flexible financing to build and modernize facilities
– Performance Improvement: Coaching and training to strengthen care 

 delivery

 – Policy & Advocacy: Leading policy initiatives to strengthen primary care 

 policy
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Presenter
Presentation Notes
First, a little bit about the Primary Care Development Corporation.

PCDC, founded in 1993, has 3 arms – 
capital investment for primary care practice construction and renovation,
 policy and advocacy to strengthen primary care policy,
 and performance improvement coaching and training to strengthen delivery of services
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PCDC Clients
PCDC has partnered with more than 500 organizations in 33 states

 

to deliver 

 
its capital financing and performance improvement services.

Presenter
Presentation Notes
PCDC has worked with more than 500 organizations in 33 states.
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Performance Improvement Impact
We have partnered with more than 500 primary care organizations 

 throughout the U.S. to adopt a patient‐centered model of care, 
 including:

 •5,000 health workers trained
 

to expand access, adopt new 
 technologies and prepare for emergencies

 •10,000 providers, policymakers and insurers
 

using our
 

medical home 
 toolkit

 •10 state primary care associations
 

equipped to provide meaningful 
 use and medical home training to their members

 •5 million patients
 

impacted by expanded access to primary care
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Presenter
Presentation Notes
Through or work, we facilitate improvement in primary care practice which ultimately results in changes in staff members being trained on new workflows.

http://www.pcdc.org/resources/patient-centered-medical-home/pcdc-pcmh/medical-home-toolkit/obtaining-patient-centered.html
http://www.pcdc.org/resources/patient-centered-medical-home/pcdc-pcmh/medical-home-toolkit/obtaining-patient-centered.html
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Performance Improvement Services
• Medical Home Transformation:

 
enhance current PCMH 

 capabilities, including open access, care coordination/management, 
 care team development, patient experience, and health IT 

 adoption.
 • Medical Home Recognition:

 
assess current operations against 

 medical home standards, provide gap analyses, workplans and 
 recommendations, and manage PCMH survey submissions.

 • Health IT & Meaningful Use:
 

support to adopt technology and 
 health IT innovations. 

 • Emergency Preparedness:
 

support and training for emergency 
 management and business continuity, including planning, training, 

 drills and exercises, and evaluations.
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Presenter
Presentation Notes
PCDC provides a broad range of performance improvement services – medical home transformation and recognition, EMR implementation, Health Information exchange, meaningful use, and emergency preparedness.

Care coordination is a part of our medical home transformation services as well as Health HIT and Meaningful Use.
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Care Coordination Model Project 
 Funded by the Altman Foundation

Presenter
Presentation Notes
The Altman Foundation is funding a 2-year care coordination model project with 3 phases – 
developing the model, spreading it to two health centers, and sharing the model and results of the project.
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From Standards to Delivery Model

CHN Care 
 Coordination 

Delivery 
 System

Presenter
Presentation Notes
CLEAN UP THIS TEXT
We are currently in the first phase- developing the model – based on CHN’s care coordination delivery system.

Part of that first phase is evaluating CHN’s care coordination system against best practices.

There are many natinally recognized best practice standards available for care coordination across multiple organizations including 
New York State Health Homes, National Quality Forum (NQF), AHRQ[SPELL OUT], NCQA’s PCMH, and the ACO.  

As a Health Home lead, CHN must satisfy Health Home standards.  �They also are committed to maintaining PCMH recognition level 3 and therefore must satisfy those standards.

In determining which standards fall under “care coordination”, we are choosing the broader scope of the NQF measures which include Health Home standards that are categorized as care management.

When wecreated a crosswalk between the sets of standards,  we generally found that if the care coordination delivery model satisfies Health Home, it is going to satisfy the other standards.
In some cases Health Home is more stringent and in other cases one of the other standards is more stringent.  

Let’s look at one example.

�
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Crosswalk of Standards for Care Plan

Health Home The 
 

individual's plan of care 

 
integrates the continuum of 

 
medical, behavioral health 

 
services, rehabilitative, long 

 
term care and social service 

 
needs and clearly identifies the 

 
primary physician/nurse 

 
practitioner, specialists, 

 
behavioral health care 

 
providers, care manager and 

 
other providers directly involved 

 
in the individual's care.
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in the individual's care.

NQF Healthcare providers 
 

and entities should have 

 
structured and effective systems, 

 
policies, procedures, and 

 
practices to create, document, 

 
execute, and update a plan of 

 
care with every patient.
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AHRQ Create a Proactive 
 

Plan of Care: Establish and 

 
maintain a plan of care, jointly 

 
created and managed by the 

 
patient/family and health care 

 
team, which outlines the 

 
patient‘s current and 

 
longstanding needs and goals 

 
for care and/or identifies 

 
coordination gaps. The plan is 

 
designed to fill gaps in 

 
coordination, establish patient 

 
goals for care and, in some 

 
cases, set goals for the

 
patient‘s providers. Ideally, the 

 
care plan anticipates routine 

 
needs and tracks current 

 
progress toward patient goals.
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cases, set goals for the
patient‘s providers. Ideally, the 

 
care plan anticipates routine 

 
needs and tracks current 

 
progress toward patient goals.

NCQA PCMH 2011
 

individual care plan: for at least 

 
75% of patients with at least one 

 
of the three clinically important 

 
conditions.  Includes treatment 

 
goals that are reviewed and 

 
updated at each relevant visit
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NCQA ACO The care 
 

team collaborates with the 

 
patient/family to develop an 

 
individual care plan, including 

 
treatment goals that are 

 
reviewed and updated at each 

 
relevant visit.

 

NCQA ACO The care 
 

team collaborates with the 

 
patient/family to develop an 

 
individual care plan, including 

 
treatment goals that are 

 
reviewed and updated at each 

 
relevant visit.

Presenter
Presentation Notes
So here’s an example of one standard regarding a patient care plan.
You see that…..

This presentation is too brief to go into detail on every care coordination standard.  
But taking this example, the Health Home must have a process for creating a multi-disciplinary patient care plan that the patient agrees to and that all the patient’s providers are working from.

The standards do not indicate how to do this.
The  care coordination delivery model we develop will describe a system of workflows, tools, and materials needed to satisfy community-wide and practice-wide care coordination standards.
We believe this model will provide a useful option to other organizations who plan to implement community-wide care coordination.
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Measures in the Care Coordination Standards

Presenter
Presentation Notes

How will we know that this model is an excellent one that others should implement?

When we looked at the measures included in the standards, many are
 1) measurements of care coordination activities  or  2) patient health outcomes

�From our point of view, neither of these prove or disprove that care coordination was done well.

For example, ensuring that every patient has at least 1 touch per month does not ensure great care coordination.
Nor does ensuring that they have at least 4 touches per month.  

And if we don’t know that care coordination activities were done really well,
how can we expect that patient health outcomes will be optimized? Or even improved?
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 and Health Outcomes VERSION 2
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Presenter
Presentation Notes
So let’s take a look at the relationship between care coordination and health outcomes.
Why is care coordination recently being emphasized and funded by some payors?

First, there is an assumption that
1) If care planning for the patient is done by multi-disciplinary care teams
2) If patients follow the care plan.

Patients will have better health and spend less time in the hospital.
  
Now let’s look where care coordination comes in.

In theory, team-based care planning could happen on its own.  But we know that’s usually not what happens.  So we need to foster provider collaboration.

And in theory patients can follow care plans – meaning they keep their appointments, they take their medications, and they  change their lifestyle behaviors as recommended, but typically they need more help.  And they often haven’t committed to the care plan or they have said they are committed but they really are not.  So, the patient needs to be included in designing their care plan and many patients will still need support to be able to adhere to the care plan.

And so we need care coordination staff for fostering provider collaboration and including and supporting the patient to follow the care plan.

There are a lot of tasks that fall into these 2 objectives – case conferencing, referral tracking, 
coordinating a collaborative process to create the care plan, scheduling appointments for patients, 
assisting the patient to get to appointments, linking patients with social services, and coordinating transitions between providers, etc.

So we get back to this question of how do we know care coordination is done well?

We cannot use health outcomes to determine that. 
If health outcomes do not improve, it could be that care coordination was not done well.
But it also could be that care coordination was done very well but still did not result in better health outcomes.

It also can take time for health outcomes to improve.
And we need to know more immediately if the care coordination is being done well.

We can measure some of the tasks such as referral and test orders being fulfilled.

But ultimately, we need to be able to measure whether care coordination resulted in care planning being done collaboratively by a multi-disciplinary team and whether the goals on that care plan are being met.
And it’s helpful to measure the intermediary steps of fostering and including…

We are currently in the process of working with CHN implementation teams to design easy measures into their systems.
For example, we believe we can create an easy way for CHN care coordination staff to monitor care plan goals being met.
And we are looking for easy ways to determine increased collaboration between providers around patient care plans.
There may be a way to measure use of the multi-disciplinary care plan by other providers.

These measures will be integral to the care coordination model itself.
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Care Coordination Delivery Model

Presenter
Presentation Notes
Over the next several months, PCDC will document a Care Coordination Delivery Model based on CHN’s care coordination delivery system and satisfying the majority of standards outlined by NYS Health Homes, NQF, NCQA, and AHRQ.

The model will describe the staffing structure, workflows, tools and materials, and measures.

And now, let’s hear from Ryan Wilcoxon, how CHN is adapting its successful COBRA HIV/AIDS program for its Health Home.
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Contact:
Vanessa Rudin
212‐437‐3928

vrudin@pcdc.org

www.pcdc.org
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