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Strong Public Support for “Medical Home”: Examples Exist:
Accessible, Personal, Coordinated Care n One Model of Medical Home
When you need care, how important is it that you have one practice/clinic where doctors
and nurses know you, provide and coordinate the care that you need?
Percent very or somewhat important

B Very Important B Somewhat Important

% ALASKA NATIVE

W MEDICAL CENTER
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Source: 2007 Commonwealth Fund International Health Policy Survey.

Indicators of a Medical Home

Why Are Medical Homes Necessary? (adults 18-64)

Estimated African Asian
" Indicator millions Percent | White American Hispanic American
Regular doctor
Toward Higher-Performance oiisolliceloficale
Health Systems: Adults’ Health A/7707§ Zwse with a
T 2 e regular doctor or
Care | \]‘ll[l;ll.;\ In Seven e
it ries, 2007
Countries, 2007 Not difficult to
e i e contact provider
over telephone
Not difficult to get
care or medical
advice after hours
CLOSING THE DIVIDE: HOW MEDICAL HOMES Doctors’ office
PROMOTE EGUITY IN HEALTH CARE IS RS @F
often well
organized and
running on time

All four indicators
of medical home

Source: Commonwealth Fund 2006 Health Care Quality Survey.



Uninsured Are Least Likely to Have a . L. . .
4 Minorities More Likely to Report Getting Needed Care

Medical Home and Many Do Not Have a Regular Source of Care .
When Have a Medical Home
O Medical home Percent of adults 18-64 reporting always
getting care they need when they need it
Percent of adults 18-64 B Regular source of care, not a medical home

O Medical home
B Regular source of care, not a medical home
B No regular source of care/ER

M No regular source of care/ER

74 76

Insured all year, Insured all year, Any time
income at or above income below ninsured
200% FPL 200% FPL .
Total White African American Hispanic

Note: M home includes having a regular provider or place of care, reporting no
difficulty contacting provider by phone or getting advice and medical care on weekends Note: Medical home includes having a regular provider or place of care, reporting no
or evenings, and always o often finding office visits well organized and running on time. difficulty contacting provider by phone or getting advice and medical care on weekends

or evenings, and always or often finding office visits well organized and running on time.

* Compared with insured with income at or above 200% FPL, differences are statistically significant. y
Source: Commonwealth Fund 2006 Health Care Quality Survey. Source: Commonwealth Fund 2006 Health Care Quality Survey.

ults Who Are Sent Reminders Are More Likely Hispanics and Asian Americans Are Less Likely
to Receive a Reminder for Preventive Care Visits

to Receive Preventive Screening
O Reminder B No Reminder Percent of adults 18—§4 re(_:e_iving a reminder_
to schedule a preventive visit by doctors’ office

79
70

Percent of adults age 18+ Percent of women age 40+ Percent of men age 40+ ) R R ) )
who got their cholesterol who received a who received a screen for White African Hispanic Asian
checked in past 5 years mammogram in past 2 prostate cancer in past 2 American American
years years
* Compared to reminders, differences remain statistically significant after adjusting for income or insurance.
Note: Source: 2006 Commonwealth Fund Health Care Quality Survey * Compared with whites, differences remain statistically significant after adjusting for income or insurance.
Source: Commonwealth Fund 2006 Health Care Quality Survey.

When African Americans and Hispanics Patients with Medical Homes—
Have Medical Homes They Are Just as Likely as Whites Whether Insured or Uninsured—Are Most Likely
to Receive Reminders for Preventive Care Visits to Receive Preventive Care Reminders

Percent of adults 18-64 receiving a reminder

Percent of adults 18-64 receiving a reminder
to schedule a preventive visit by doctor’s office

to schedule a preventive visit by doctors’ office

O Medical home .

B Regular source of care, not a medical home U Medical home

M No regular source of care/ER B Regular source of care, not a medical home
B No regular source of care/ER

66 64 65 67

Insured all year

Total White African American Hispanic
Note: Medical home includes having a regular provider or place of care, reporting no

Note: Medical home includes having a regular provider or place of care, reporting no difficulty contacting provider by phone or getting advice and medical care on weekends

difficulty contacting provider by phone o getting advice and medical care on weekends or evenings, and always or often finding office visits well organized and running on time

or evenings, and always or often finding office visits well organized and running on time. * Compared with medical home, differences are statistically significant.

Source: Commonwealth Fund 2006 Health Care Quality Survey. Source: Commonwealth Fund 2006 Health Care Quality Survey.




Adults with a Medical Home Are More Likely
to Report Checking Their Blood Pressure Regularly
and Keeping It in Control

M Does not check BP
B Checks BP, not controlled
O Checks BP, controlled

Percent of adults 18-64
with high blood pressure

100
75

50

Medical home Regular source of care,

not a medical home

re,

care on weekends
1 finding office visits well organized and running on time.
006 Health Care Quality Survey.

lowa Medicaid Saved $66 million
1991-1998

Predicted Costs - Actual Costs

} $66 Million

g
o

Billions

'94 '95
Year

Momany, E.T., et al., A Cost Analysis of the lowa Medicaid Primary Care Case Management
Program, HRS: Health Services Research 41:4, Part 1 (August 2006)

Case Studies of Patient-Centered Primary
Care Practices

Common Themes:

« Very positive residency training experience in primary
care

Organizational culture and leadership committed to
patient experience and team work

Careful recruitment and training of staff

A sophisticated information system, some electronic
Patient involvement

Physical space to promote team work

Use of quality measures and system incentives

Source: Susan Edgman-Levitan, Dale Shaller and Melinda Abrams. Achieving High Performance in Primary Care:
Lessons from 12 Case Studies. Submitted to Journal of General Internal Medicine, March 2008,

Demonstrated Cost Savings in Medicaid:
Community Care of North Carolina

In FY 2003:

» CCNC operating costs totaled $8.1 million

» CCNC saved $60 million compared to FY 2002
* CCNC saved $203 million compared to FFS

In FY 2004:

* CCNC operating costs totaled $10.2 million

» CCNC saved $124 million compared to FY 2003
* CCNC saved $225 compared to FFS

Strengthening Primary Care and Care
Coordination in Medicare: Distribution of 10-
Year Impact on Spending

Dollars in billions

Q $100
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SAVINGS

-$193.5

Systemwide Federal State and Private Households
Gov't Local Gov't Payer

Source: C. Schoen et al., Bending the Curve: Opt r Achieving Savings and Improving Value in U.S. Health
Spending, The Commonwealth Fund, December

Develop Sustainable Model: |o OLJA]_[S

Transforming Safety Net HIEAETE

Clinics Into Patient-Centered ﬂ
Medical Homes "

Objectives:
To develop and demonstrate a replicable and
sustainable implementation model to transform
safety net primary care practices into patient-
centered medical homes (PCMH)

To achieve benchmark performance in quality,
patient experience and efficiency in safety net
primary care practices




Year 1: 2008
e Planning and Development (6 months)
* Region and site selection (6 months)

— Through RFP, select 4 regions from across the
country

Years 2-5: 2009-2012

e Implementation of demonstration
— Provide technical assistance
— Policy development

$6.7 million over five years, separate resources for
evaluation

Other Fund Work on PCMH

» Cost of PCMH (ACP and Urban Institute)

 Policy to Promote Medicaid and SCHIP
(NASHP and PCPCC)

» Standardized measures to recognize and
qualify PCMH (National Committee of
Quality Assurance)
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24 States Self-Report Efforts to Promote
Medical Home in State Medicaid and SCHIP

Highlighted states self-
identified as participating
in one or more of the
following:
1. Striving to improve medical
home availability

. Having legislative authority
or mandates furthering the
availability of the PCMH

3. Mentioning establishing
MHs in their Medicaid
Transformation Grant
applications to enhance IT
capacity to further the MH

. Dedicating state resources
to support medical homes

Source: Kaye, N., Takach, M., Preliminary State Scan Summary Results, Unpublished
data (1/25/08)

Hispanics and African Americans Are
More Likely to Rely on Community Health Centers
as Their Regular Place of Care

Percent of adults 18-64

O Doctor's office B Community health center B Hospital outpatient/Other
DOER B No regular place of care
Hispanic

African American

Asian American

* Compared with whites, differences remain statistically significant after adjusting for insurance or income.
Source: Commonwealth Fund 2006 Health Care Quality Survey.




Indicators of a Medical Ho_me Preventive Care Reminders and Cholesterol Screening Are More
by Usual Health Care Setting Common in Doctors’ Offices,
(adults 18-64) But Community Health Centers Are Not Far Behind

O Doctor's office

Community mc r—
health ommunity health center
=0 for . Percent of adults 18-64
s GEAEL GO Other B Other regular source of care

Indicator office  public clinic _settings* © No regular source of care/ER

Regular doctor or source of care 80% 95% 78% 200
74

Among those with a regular doctor
or source of care

Not difficult to contact provider over
telephone

Not difficult to get care or
medical advice after hours

Always or often find visits to doctors’
office well organized
and running on time

All four indicators of a medical home
Preventive reminders Cholesterol checked

* Includes hospital outpatient departments and other settings.

Source: Commonwealth Fund 2006 Health Care Quality Survey. Source: Commonwealth Fund 2006 Health Care Quality Survey.




