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The National Partnership

Nonprofit organization with 38 years of experience working on
issues important to women and families.

—! National level, as well as in states and communities

Priorities:
—! Improve access to quality, affordable health care
—! Promote fairness in the workplace

—! Advance policies that help women and men meet the dual
demands of work and family

Leads the Consumer Partnership for e-Health, a diverse coalition of
consumer groups which has been working since 2005 to ensure that

efforts to drive health IT adoption meet the needs of patients and
their families.

Launching the Campaign for Better Care
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Overview

~IConsumer Principles for Patient-
Centered Care

~IHealth IT and Medical Home from
Consumer Perspective

~IPCPCC Center on Consumer
Engagement

~IKey Messages

& N\

national partnership
for women & families

A 4



rinciples for Patient Centered Care

Reorient the System to be Patient-Centered

~I Care is comprehensive, coordinated, personalized
and planned

~!Patients, caregivers, and providers are partners,
making informed, shared decisions

~I Transitions between settings of care are smooth,
safe, effective and efficient

~! Patients can get care when & where they need it
(and don’t when they don’t want it)

~I Care is routinely assessed and improved
—! Experience of care
—!' Overall quality
—! Disparities reduction J N\
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4 Principles for Patient- and Family-Centered Care:

The Medical Home from the Consumer Perspective

As organizations representing a broad and diverse array of consumer interests, we believe that the
following set of principles should guide the development and implementation of the medical home
model of care.

1. In a patient-centered medical home, an interdisciplinary team guides care in a continuous,
accessible, comprehensive and coordinated manner.

e The patient is the center of the care team. Family members and other caregivers may also be a central part of the
team.

® The care team includes professionals inside the medical office or health center, as well as clinical and non-clinical
professionals in the community.

e The team provides initial and routine assessments of the patient’s health status, and places a high priority on
preventive care, care coordination and chronic care management to help patients get and stay healthy and maintain
maximum function.

e The care team is led by a qualified provider of the patient’s choice, and different types of health professionals can
serve as team leader.

2. The patient-centered medical home takes responsibility for coordinating its patients’ health
care across care settings and services over time, in consultation and collaboration with the
patlent and family. The care team:
Helps patients choose specialists and obtain medical tests when necessary. The team informs specialists of any
necessary accommodations for the patient’s needs.

e Helps the patient access other needed providers or health services (including providers or health services not readily
available in the patient’s community, e.g., in a medically underserved area).

e Tracks referrals and test results, shares such information with patients, and ensures that patients receive appropriate
follow up care and help in understanding results and treatment recommendations.

e Ensures smooth transitions by assisting patients and families as the patient moves from one care setting to another,
such as from hospital to home.

e Has systems in place that help prevent errors when multiple clinicians, hospitals, or other providers are caring for
the same patient, such as medication reconciliation and shared medical records.

e Has systems in place to help patients with health insurance eligibility, coverage, and appeals or to refer patients to
sources that can be of assistance.

3. The patient has ready access to care. The care team:

Ensures that patients can schedule appointments promptly — on the same day if needed — and experience brief office
waiting times.

¢ Guarantees that a member of the medical home clinical team is available by phone, e-mail or in person nights,
weekends, and on holidays. A responsible team member has ready access to the patient’s information and is always
able to communicate with the patient, using interpreter services and translated materials if needed.

* Accommodates the needs of patients with limited physical mobility, English proficiency, cultural differences or
other issues that could impede access to needed examination and treatment and patient self-management.

¢ Facilitates patients’ ready and appropriate access to services from other providers, such as mental health or
reproductive health care providers. The medical home is not a “gatekeeper,” but rather facilitates connections to
other providers and services, as appropriate.
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How Health IT Can Support

Consumer Role in Medical Home

~I Set and achieve personal health and wellness
goals, including improved ability to manage
chronic health conditions over time.

~! Make more informed decisions that reflect
patients’ needs, values, and preferences — in
partnership with providers.

~!| Participate actively in continuous improvement of
quality, efficiency and effectiveness of care.

~! Requires Key Functions:

—1 Care coordination, patient education, patient engagement
and activation, measuring patient experience
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Health IT and Medical Home

~IFocus on outcomes: robust quality metrics,
iIncluding patient experience

~IConnect patients and families to the health
care system

—Itimely access to personal health information

~IConnect information across silos, improving
providers’ ability to coordinate care.

—!Medication reconciliation, summary records, etc.
~IImprove access (online appts, etc)

~IHelp practice really “know” the patient
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Medical Homes Should
Engage Consumers

~lEngage consumers in shaping PCMH
design, ongoing practice and evaluation.

~IPCPCC Center on Consumer Engagement:

—IEnsure medical home is truly patient-centered
by facilitating consumer involvement and
leadership in the design and evaluation of the
PCMH, strengthening the consumer voice in the
PCPCC, and by developing a set of "Best
Practices" for consumer engagement in PCMH.
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Key Messages

~IFocus on improving outcomes and
experience

~IMake sure Health IT in the medical home
meets consumer needs for coordination,
iInformation sharing, knowing the patient/
family, and access

—1Careful about gatekeeper (focus on gateway)
~IRobust outcomes-oriented quality metrics,
iIncluding patient experience
~IEngage consumers on ongoing basis
—!Individuals at patient-level
—!Organizations at systems level & "\
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Questions?
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Christine Bechtel

Vice President
202-986-2600

www.nationalpartnership.org




