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The PatientThe Patient--Centered Medical Home Centered Medical Home 
Revised Reimbursement ModelRevised Reimbursement ModelRevised Reimbursement ModelRevised Reimbursement Model

Model reflects the value of physicianModel reflects the value of physician--led careled careModel reflects the value of physicianModel reflects the value of physician--led care led care 
management that falls outside of a facemanagement that falls outside of a face--toto--face face 
visit including:visit including:

–– Coordination of careCoordination of care
–– Longitudinal careLongitudinal care
–– Personalized care anticipates patient needsPersonalized care anticipates patient needs
–– Enhanced communication access Enhanced communication access 
–– Adoption of health information technologyAdoption of health information technology
–– Measurable improvements in the quality of care providedMeasurable improvements in the quality of care provided

Th PCMH iTh PCMH i f ilit tf ilit t t t kt t k••The PCMH is a care The PCMH is a care facilitatorfacilitator, , not a gatekeepernot a gatekeeper
–– The goal is not to restrict access to specialists but to The goal is not to restrict access to specialists but to facilitate and integrate facilitate and integrate 

specialty carespecialty care
–– VoluntaryVoluntary -- Patients are not “locked” into the PCMHPatients are not “locked” into the PCMH
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Voluntary Voluntary Patients are not locked  into the PCMHPatients are not locked  into the PCMH



Model supports practice transformation, care 
coordination and value

Blended Payment Methodology
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Support from ACP, AAFP, AOA, AAP, Blue Plans, Employers, Consumer Advocates
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Customized Care Planning

• Population Management
• CoQ (Achieve Higher Quality)

*Refer back to 
Medical Home
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Whole Health Dimensions Programs

Permission from Wellmark Blue Cross and Blue Shield, Dr. Barbara Muller
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• Access and Communication
• Patient Tracking and Registry Functions
• Care Management

P ti t S lf M t S t

NCQA PCMH-PPC
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• Patient Self-Management Support
• Test Tracking and Follow-up
• Referral Tracking
• Performance Reporting and Improvement
• Electronic Prescribing 
• Advanced Electronic Communication

• Patient Self-Management Support
• Test Tracking and Follow-up
• Referral Tracking
• Performance Reporting and Improvement
• Electronic Prescribing 
• Advanced Electronic Communication



PatientPatient--Centered Care ManagementCentered Care Management
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Spectrum of PCMH PilotsSpectrum of PCMH Pilots
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• Patient Tracking and Registry Functions
• Care Management

P ti t S lf M t S t

NCQA PCMH-PPC

10

• Patient Self-Management Support
• Test Tracking and Follow-up
• Referral Tracking
• Performance Reporting and Improvement
• Electronic Prescribing 
• Advanced Electronic Communication

• Patient Self-Management Support
• Test Tracking and Follow-up
• Referral Tracking
• Performance Reporting and Improvement
• Electronic Prescribing 
• Advanced Electronic Communication



MeritCare-BCBS ND DiabetesMeritCare-BCBS ND DiabetesMeritCare BCBS ND Diabetes 
Management Program

MeritCare BCBS ND Diabetes 
Management Program

(Advanced Medical Home)(Advanced Medical Home)(Advanced Medical Home)(Advanced Medical Home)
Selected as BlueWorks forSelected as BlueWorks forSelected as BlueWorks for 
Providers winner by BCBS 

Association in partnership with

Selected as BlueWorks for 
Providers winner by BCBS 

Association in partnership withAssociation in partnership with 
Harvard Medical School 

Department Health Care Policy

Association in partnership with 
Harvard Medical School 

Department Health Care Policy
The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.

Department Health Care PolicyDepartment Health Care Policy



Starting PointStarting PointStarting Point Starting Point 

• Two IM clinics in F-M area (control vs• Two IM clinics in F-M area (control vs• Two IM clinics in F-M area (control vs. 
intervention)

• BCBSND provided study clinic with

• Two IM clinics in F-M area (control vs. 
intervention)

• BCBSND provided study clinic with• BCBSND provided study clinic with 
small grant and agreed to share 
average cost savings from first year

• BCBSND provided study clinic with 
small grant and agreed to share 
average cost savings from first yearaverage cost savings from first year

• On-site Disease Management Nurse
• BCBSND as a partner in improving

average cost savings from first year
• On-site Disease Management Nurse
• BCBSND as a partner in improving• BCBSND as a partner in improving 

care
• Use of electronic medical record

• BCBSND as a partner in improving 
care

• Use of electronic medical recordThe image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again. • Use of electronic medical record• Use of electronic medical record



InterventionIntervention
• Patients with diabetes referred to RN-

CDM by MDs at study site
• Patients with diabetes referred to RN-

CDM by MDs at study siteCDM by MDs at study site
• One-on-one meetings with patient 

CDM by MDs at study site
• One-on-one meetings with patient 

– assess knowledge of disease
– establish readiness for follow-up and 
– assess knowledge of disease
– establish readiness for follow-up and 

frequency
– set goals

frequency
– set goals
– refer as needed to diabetes educator, 

dietitian, etc.
– refer as needed to diabetes educator, 

dietitian, etc.
The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again. – follow-up by phone or at next visit– follow-up by phone or at next visit



ResultsResults
• Improved patient satisfaction with care

Impro ed satisfaction of RNs and MDs
• Improved patient satisfaction with care

Impro ed satisfaction of RNs and MDs• Improved satisfaction of RNs and MDs 
(anecdotal)

• Improved satisfaction of RNs and MDs 
(anecdotal)

• Improved results for comprehensive 
diabetes care

• Improved results for comprehensive 
diabetes care

• Financial reward to Meritcare Health 
System

• Financial reward to Meritcare Health 
System

• Financial advantage to payer to support 
CDM at site of care

• Financial advantage to payer to support 
CDM at site of care

The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.

CDM at site of careCDM at site of care



Figure 6.  Study Population Average Savings per Member Calculation
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The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.

g
2005:   $531 x 192 members = $101,940

2006: $1,213 x 192 members = $232,923



Future DirectionFuture Direction
• Expansion of pilot within F-M area

– 4 sites, including one family medicine
• Expansion of pilot within F-M area

– 4 sites, including one family medicine
• Increasing number of chronic diseases 

in pilot
• Increasing number of chronic diseases 

in pilotin pilot
– Diabetes, Hypertension, CAD

• Changing financial model

in pilot
– Diabetes, Hypertension, CAD

• Changing financial model• Changing financial model
– Continue to share savings 50/50

PMPY management fee in addition to

• Changing financial model
– Continue to share savings 50/50

PMPY management fee in addition to– PMPY management fee in addition to 
routine FFS structure
Development of generic drug incentive

– PMPY management fee in addition to 
routine FFS structure
Development of generic drug incentiveThe image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again.The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the image and then insert it again. – Development of generic drug incentive– Development of generic drug incentive
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• Demonstration pilots across U.S.
• Support practice transformation, patient-

t d d i lt
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Define investments needed to achieve PCMH
• Define results in terms of value for all stakeholders


