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Goals of West Virginia

Medicaid Redesign

e Streamiine agdministration
“allor BENETILS O population neEeds

« Coordinate care; especiaily for memmpers
Withichrenic conditions

“ Erovidermempers withi the opportunity.
dnd INCENTIVES ter maintain and Inprove
thelr heaith



Key Components of Redesign

“ Prevenuon

o Personall Responsinility,
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Member Agreements

- Outlines memper Aghits and responsivilities:

AN educational tool:



Implementation
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“ Starting smaliiterbulldion SUCCEesSEeS.

“ Children andiaduits, withichildren irst t
population:
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Mountain Health Choices

The West Virginia Health Improvement Initiative
for Medicaid Members




“Every system is perfectly
designed to achieve the
results it achieves”

Don Berwick; IVID Co-author,
IOVI's Crossing the Quality.:Chasm




Population Forces Driving Change

899 of'Viedicaid patients have or are at=risk
for a chronic condition

70% prevalence rate off overweight or obese
70% are sedentary

Located in rural; geographically and
economically isolated areas

Eatalisticiapproachi torhealth status
Patients do not access care unless ill



Health Care System Forces Driving Change

RISINg costs, rising humpbers of uninsured,
limited resources.

Viisperception of “Disease Vlanagement™ as
a silver'bullet. There are some gains, but
continued fragmentation.

llI=defined Viedical Home. A house Istnot a
home-the medicallhome concept as a
routine place to receive care alone is hot
enough



THE PREVALENT SYSTEM OF CARE DELIVERY

Practice
Working in a vacuum

] Organization of Health Care 20%
Community Compliance
Resources and Policies;’"" Self-Mgt  Delivery Cllnlca_l Decision with
Support System Information support ideli
Design Systems guiaelines
45% Internet .~ @ G v P
traffic is patients Prepared,
management 18% use IT
info : for patient
Effective therapies care
Self-management support
40% waste Sustained follow-up
1

& inefficiency Functional and Clinical Outcomes

Delays & Waits for access 1-12 weeks
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Results

Fragmented system
Patients feeling Poweress
REACUIVE care model

200K oUtcomes— Iess thani 99570 adherence to
gvidence pased clini uideli

Erustration 't'nroug'nou't '

Huwhrse fle
collaoratin j

2 BT I aYay e NG ’
COSLS KEep going up

‘No. 1 dissatistaction Jf primary careiphysicians s the
time. Pressure...V Ve can’t talk raster, smr/ patients can't
ISt

learn faster.” -rredKelsey, MD
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Alignment of Interests:

A Natural Collaboration
—

. STATE'S AIMS HEALTH CENTERS’ AIMS
m Contain costs/growth

m |Improve outcomes

1 Optimize resources to serve > #

: _ 1 |mprove outcomes
m Establish a advanced medical

home for each beneficiary 1 Create an Advanced Medical
B Promote prevention and adoption Home

of evidence —based care 1 Establish best practices
= Imbed care management 4 Coordinate care seamlessly

practices in the system _
» - Empower and self-activate
m Personal accountability for _
R patients through Planned Care
N all beneficiaries e
, : , 1 Self-activation breeds success
m Incentives to influence behaviors

12



The Advanced Medical Home

“Ihe advanced medical home
acknowledges that the best quality care
IS, provided not in episodic; iliness:
oriented, complaint-based care—but
through patient-centered, physician-
guided; cost-efficient; longitudinal care
that encompasses and values both the
art and'science of medicine.”

—The American College of Physicians
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TransforMed

“Arteam approach to care'is proposed in this
new model; utilizing advanced information
systems (including a standardized
electronic health record); redesigned; more
functional effices; and awhole-person
orientation/that focuses on quality, safety
ahd care provided inia community: context.”

—American Academy: of: Family Practice
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What are we doing that is different?

Shared care oJem (oa't]ent resoons]b]J]'ty)
Conunuity off preventve and wellness care

EHR SUpports the Carerlviogelifor moeniterng and
[EEaack

Community Context

Portapility of m'rorma't]on Emi-smart carads



Care Model

Cornentinity

sOLrcas g anrzaten
jcl

Climiical
Informatiosn

SEIE
IVIziriele) enrlerit
SLUQgort

Informed,
Empowered
Patient and
Family

Prepared,
Proactive
Practice Team

Outcomes

ICIC is a national program supported by The Robert Wood Johnson Foundation with direction and technicale
assistance nrovided bv Group Health Cooperative's MacColl Institute for Healthcare Innovation



Patient Health Management Plan...

A Shared Care Plan

H Yeadl-at-a-glance"

B Each patient receivesia unique personal
care pian

l Patients are neld accountanierforits
cContent.
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EHR Infrastructure and Reporting

Common clinicall outcomes reporting systens

common: clinicaliiniormation system

Pr;rJ]r*'r‘vg viogeling and clalims-ntasea
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ProOVIOEr pEromMance moniternng and

Shiared care plan development
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- AR Integrated pavent health'k

A clinician-centric EHR is...

COXa for proviader use

(L‘

ional 393] of HIFis te e- display whe r/J'J

aditl o)
eady shouldrknew inia more usanle format

HEealth Summatry.

REeminders

L2 and Reference Labrinterface data
immunizations and State Immunization Sharng data
Pharmacy

Allergies



A population and patient-centered EHR is...

oy :‘l

o Soltware viewsy/applications, that allow for onjtne
lily" extraction data fora ;JJySJs, evaluation, and
IMproved perormance

“lViere poweriuifthan chartauditing

_)

(a)

“lIncludes population and puplicinealthrmeasures

* One example: InS Clinical Reporting System
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MedLynks...our EHR

This entire programi is not poessible without an
electronic health recordi(beyond an e-chart)

Our EFHR*leverages the work that Indian; Health
Services has done with their system, RPNS;
Whichiis based onia VistA: platferm, with
Support fromiiViedsphere System Corporation

Our network of CHCs s using and adapting that
software for our practice setting

21



MedLynks (or any EHR) Disclaimer

o Software Is not a solution

s Soltware Is 05ly aitool to assist clinicians
[dNathelriacility) n b etterservit ‘

Fe cani /i€l cliniciansi(andipatents)

4 w]'t'J clinicalicare and quality:measures
| With poepulations/communites
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Reimbursement to support the Advanced

Medical Home/Chronic Care Model

The current system largely does not provide
the support for adoption; of the propoesed
model. It instead pays for velume-based,
episodic, fee-forsservice care...not outcomes.

Reimbursement needs to be realighed to
support the Advanced Medical Home lViodel
including: use of HIT for' @l'enhanced
communications (email, telephone);
telemedicine; and P4P ' reporting

23



A Community-wide Effort

y'ta't]c Education IViallings
“ Collapvorationwitnitherlocal nealth Dept.

“ | ay educauion with “model patients*



Summary

« Community” focused



Contacts

WeESE Virginiar Department of Health and
HUmMan RESeUrces

martha /weJ e @WVANNEors
B04) 956-94.47


mailto:nancyatkins@wvdhhr.org
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