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The Basic Question

« How do | know If this primary care practice
IS one where I, my loved one, or my fellow
subscribers in my Covered CA health plan

would want to get their care?



Primary Care Practice
Transformation

e Patient-Centered
Medical Home (PCMH)

» Redesigned Primary
Care

« Advanced Primary Care

« High Performing
Primary Care




Measurement Considerations

Goal: Capability and/or Performance?
Feasibility

— Availability of data

— Administrative simplicity

— EXpense

Validity

Equity

— Does not unfairly disadvantage practices caring
for disadvantaged populations
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Donabedian Model of Quality

e
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Why not just rely on
measurement of performance on
the triple aim outcomes?

Challenges of feasibility, validity, equity
each to the test

Desire to assess commitment to and
capability for process improvement

Ask Bob Berenson




Assessing Structure and Process
of Practice Redesign
aka PCMH

» Conceptual models (e.g., UCSF CEPC 10
Building Blocks)

— Largely used for guiding self-improvement
work

 Formal recognition programs (e.g., NCQA)

— Often used for eligibility for alternative PCMH
payment models



10 Building Blocks of High-Performing Primary Care
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10 BB Logic Model

For each building block (e.g., population management)
define measures for

1.

Inputs: structures
standing orders for immunizations, labs, etc

Outputs: short-term operational processes
activity of non-clinician staff to close care gaps

Outcomes: intermediate performance/clinical

ProCesses

% of patients up-to-date on immunizations, cancer screening, DM
measures

Outcomes: long-term
reduced late stage cancer, fewer preventable hospitalizations



INPUTS
Building Blocks

6. Population
Management

7. Continuity of care

&. Prompt access to
care

5. Coordination of care

10. Template of the
future

Building Blocks
OUTPUTS

Strucihume

= Panel Management

- Job descripbons for non-cinkEan & oes
include inreach and cuteach toclose care gaps

- Standing orders exgst for inreagh’ oureach
panel management

- Staff trainedin panal mansgament
» Health Coachi

- Clinic has hedthcoaches orsaf
assigned to do heslthcosching

- 5tafif cosches trainedin heslh-cosching
» Complex care management

-Care management st37F stucresxiss

“Protocols for identifing high-risk patients

» Documented workiiow s for 3ppt scheduling
Wwith FUF or team

» Team staffcoverage sysemif PCP not
available for urgent 3ppt

» Patients hawvediredt contact o cars team

» Confirmation cal protool deweloped

» Diata staffmeszsure supphy demand

» Phone protoosts for appointment and
telephons advice

» Aftar howrs phone 3ooess sysemin placs
» El=ctronic patient porsl st

«EHR allow = test {lshi imag ing) result tcking,
abnormal resuls 1:.;;

sWorkflows o track tests and follow-up on
ahpommals, and nobfypatentsof resuls
=EHF ha= sy=t=m for slectronicrafersls
sElectronic syseEm notiies PCP and care team
of ED visitor hospisization

» Workflows to Bllow-up with patents afier cas
transitions

» Protocols, emplates, and sef edst o
condwCt growp visis, nurse veit, Elephons
visits, and electonicisiEs

C MODEL
OUTCOMES

Intermediate
Performance/
Clinical Processes

ShortTerm
Operational Processes

= Panel management )
- Mon-clinician stafuse standing orders
- Staft conduct INfEs0h and oufresch
consistenthy
+ Health coaching
- Patiznts receie health cosching and s=li-
management
« Complex care management
- High-risk patients identiied (guarterhyd
- B high risk patients receive care
management
- 1007 care management patients hawe
documentsd car plans

= % DM AlLOL check=80%

L TdapP s FluUTD =807
&% mammepep/CRE screen UTD
=BG

smoking 3ssessed & counselzd

«Staff consisenthyuseworkdows to pricitze = %L patient visits with PCP>T0%
appts with PCF » % patient visits withcare team >30%
» Patients consistenthy schedulkd with Eamif

PCF not availsbie

= Patients know praciice team and whoto contact

» Mo Bhow rate <100

= THAA follow-up visit<E days

« TNAA new patient <10days

» Phone call wait time < 2 min

» Phone dropped cals <107

& Cycle time < 80 min

» Patientz sesnwithin 15 min of
scheduled 3ppt>20%

» Patients using electronic pors = 300
» Patients reportgood sppointment
and phone acocess dunng and sfEr
hours/ wesksnds

= Confirmations calls conducted for 1007% visits
= =B visits sre woice confirmed

= Appointment supply matches demand

» Effizient processes to sec patients at
appointment time and reduce cyde time

» Patients receie timehyclinica sdvce by phone
during and after hous

sTasts are tracked until completed and sbnormal
results followed up onin <1 day

= Refzmrals are tracked and recommendstons
follow ed wp on in timehymanner
= Team follow s up with patients 3
heos pitalization

» % B0 patients repsive phone call
within 72 hrs afier ECvor hospilizaton
& % 20 patients have appointment
Within 14 days ater EL st

heos pitalization

fterED wisit or

» #3307 visits are non-fact to Boe

Long-Term
OQuticomes

Quadruple Aim

slmprove patient
health

* Improve patient
experience

slmprove staff
experience

* Reduce costi
utilization -
(ambulatory
sensitive
hospitalization and
ED visits)




NCQA PCMH Standards

1) Patient-Centered Access (10) 5) Care Coordination & Care Transitions
A) *Patient-Centered Appointment Access (4.5) (18)
B) 24/7 Access to Clinical Advice (3.5) A) Test Tracking & Follow-Up (6)
C) Blectronic Access (2) B) *Referral Tracking & Follow-Up (é)
2) Team-Based Care (12) C) Coordinate Care Transitions (4)
A) Continuity (3) 6) Performance Measurement and
B) Medical Home Responsibilities (2.5) Quality Improvement (20)
C) Culturally & Linguistically Appropriate Services A) Measure Clinical Quality (3)
(2.5) _ B) Measure Resource Use & Care
D) *The Practice Team (4) Coordination (3)
3) Population Health Management (20) C) Measure Patient/Family Experience (4)
A) FPatient Information (3) D) *Implement Continuous Quality
B) Clinical Data (4) Improvement (4)
C) Comprehensive Health Assessment (4) E) Demonstrate Confinuous Quality
D) *Use Data for Population Management (5) Improvement (3)
E)] Implement Evidence-Based Decision Support (4) F) Report Performance (3
4) Care Management and Support (20) () Use Cerified EHR Technology (0)
A |dentify Patients for Care Management (4]
B) *Care Planning & Self-Care Support (4) 4 . )
C) Medication Management (4) Scoring Levels
D) Use Bectronic Prescribing (3] Level 1: 35-59 points
E) Support Self-Care & Shared Decision Making (5) Level 2: 60-84 points
*Must Pass Elements 9 Level 3: 85-100 poinisj




Concerns About Formal
Recognition Programs

Cumbersome application

100+ individual items
Prescriptive “check box” approach
Validity in predicting performance
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Might there be a way to simplify
and streamline the approach?

e Prioritize a few of the most essential
building blocks

» Measure a stripped down set of items
» Minimize reporting burden
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CMMI CPC+
Eligibility Criteria for Practices

Use of CEHRT

Payer interest and coverage
Existing care delivery activities must
include: assigning patients to

provider panel, providing 24/7
access for patients, and supporting
quality improvement activities.

Use of CEHRT

Payer interest and coverage

Existing care delivery activities must include: assigning
patients to provider panel, providing 24/7 access for
patients, and supporting quality improvement
activities, while also developing and recording care
plans, following up with patients after emergency
department (ED) or hospital discharge, and
implementing a process to link patients to
community-based resources.

Letter of support from health IT vendor that outlines the
vendor's commitment to support the practice in
optimizing health IT.
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My “straw man” suggestion for
Mminimum set of measures

Empanelment*

Ability to measure and report performance metrics*
Panel management: identifying and closing care gaps*
Timely office access and after hours care plan*
Coordination of post-ED and hospital visits*

High risk patient management

Behavioral health integration or referral coordination
Assessment of patient experience

Language access

Team care/non-face-to-face visits ~ *CPC+ track 2 items



What can purchasers, health plans, and
other stakeholders do to help practices
deliver advanced primary care?

 Explicitly prioritize this as a goal

* Promote patient connection to primary care medical
homes (empanelment)

— Incentives and regulations

 Alternative payment models

— Beyond pure fee-for-service: blended payment

— Investing in shared resources (e.g., complex care
coordinators)

 Support practice coaching for redesign
« Join multipayer initiatives (e.g., CPC+)
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kevin.grumbach@ucsf.edu

http://cepc.ucsf.edu/
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