
MA Patient Centered Medical 
Home Initiative:  

Has it Made a Difference?   

Christine Johnson, PhD 
Judith Steinberg, MD, MPH 

  

Presenter
Presentation Notes
Good morning and thank you to the retreat organizers for inviting Christine and me to speak about the MA PCMHI at the retreat.  We are so pleased to share this with you.

About 5 years ago, MassHealth, with partners UMass and Bailit Health Purchasing, embarked on designing a statewide mutlipayer PCMH demonstration.  It began with the convening of a large mutli -stakeholder Council – in which several of you participated, that developed the framework for the demonstration.  That was followed by procuring the particpating practices), getting the payers on board as best we could- it was a time of tension between the state and insurers over premium increase caps, and then we launched the initiative – with several of our UMass practices and affiliated CHCs participating.  

Here we are 5 years later,  a timeframe that I would like to remind you, spanned 4 Medicaid Directors and 2 Secretaries of Health and Human Services.  On  March 31st we quietly closed the 3 year demonstration.   But on March 27th, at our closing MA PCMHI celebration, our practice’ voices were heard loud and clear as they shared their before and afters, their innovations and their accomplishments.  Their teams were tight and empowered by the changes that they had accomplished to improve patient care.  It was thrilling.  

So for this presentation, Christine and I were asked the penultimate question – did we make a difference?  Our goal today is to answer that question for you.  The evaluation of the MA PCMHI has not been completed yet, but even without all of the data – I will give away the answer – It is Yes!  Let’s take a look.  









 MA Patient-Centered Medical Home (PCMH)  
Initiative overview 

 Has it made a difference?  
• NCQA PCMH Recognition 
• Transformation 
• Clinical Quality 
• Staff Satisfaction 
• Lessons Learned 
• Informing version 2.0 

 Summary 
 

 

Agenda 

Presenter
Presentation Notes
Judy – overview, NCQA, 
Christine – Transformation
Judy – clinical quality, staff satisfaction
Christine – lessons learned
Judy – informing version 2.0
Judy – summary

I will begin by providing you with a quick overview of the initiative and then we get right into answering the question.  Of course the answer to the question depends on how you measure making a difference.  And we have offered up several approaches to measurement.  


J



Massachusetts Patient-Centered Medical 
Home Initiative  
 Multi-payer, statewide initiative  
 Sponsored by MA Health & Human Services, 

legislatively mandated 
 44 participating practices 
 3-year demonstration; March, 2011-March, 2014 
 Included payment reform 
Vision: All MA primary care practices will be PCMHs 

by 2015 
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The MA PCMHI is a 3-year, statewide, multi payer medical home demonstration project . 
 It includes 44 practices, of these 10 are pediatric practices. 

 
35 adult practices
7 pediatric practices 
3 adult and pediatric practices




MA PCMHI: Core Competencies 

• Patient/family centeredness 
• Team based care 
• Planned visits & follow-up 

care 
• Registry use for population 

and patient management  
• Care coordination 
• Care management for high 

risk patients 
 

• Self management support 
• Patient and family 

education 
• Shared decision making, 

patient action plans 
• Evidence based care  
• Integration of QI 
• Enhanced access 
• Integration of behavioral 

health and primary care 
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Presentation Notes
Very consistent with the joint principles and NCQI definiations of PCMH but special focus on bhi.



MA PCMHI: Incentive Alignment/ 
Payment Reform 

 Payment Streams: 
• Fee for Service 
• Start-up Infrastructure Payments 
• Prospective Payments 
Medical Home Activities 
Clinical Care Management 

• Shared Savings 
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Infrastructure payments
Up to $15,000 in the first year, apportioned across participating payers based on practice members
Up to $3,500 in the second year
Two streams of prospective payments:
General medical home activities ($1.50 PMPM)
Clinical care management
$.60 PMPM for under age 18
$1.50 PMPM for age 16-64
$6.00 for 65+
Shared savings 
If practice performance results in net cost reduction and practices meet quality of care performance thresholds

Note this is one of a few tests of change of the payment system – aligned with HHS goal to move away from fee for service towards global payments (with steps such as this in between)





MA PCMHI: Technical Assistance 

 Learning Collaborative 
 Medical Home Facilitation 
 Website and e-updates 
 Data collection, aggregation and reporting 
 Online courses, toolkits 
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As part of the design, all practices received technical assistance in the form of participation in a learning collaborative – which included in person learning sessions, and monthly conference calls and webinars.  We developed a service of medical home facilitators who help guide practices in their transformation efforts.  There was a MA PCMHI website where we posted transformation resources and presentations, a webiste and e-updates.  Practices reported on clinical quality measures on a monthly basis, using their practice data, usually from the EMRs.  UMass aggregated this data and provided data reports as well as provided practice specific run charts.  We also developed online courses and toolkits that were available through the website.  There was an attempt to provide payer data to practices, which they received, but the format was challenging for practices to use.  



MA PCMHI Evaluation Questions 

Question 1:  
To what extent and how do 
practices become medical 
homes? 
•Extent 
• Patient-family centeredness 
• Care management 
• Care coordination 
• Access 
• Teamwork 
• Information technology 
• Leadership 

•Barriers and Facilitators 

Question 2:  
To what extent do 
patients become 
partners in their health 
care?  
•Perceived self-management 

efficacy 
•Patient-family centeredness 

by chronic and non-chronic 

Question 3:  
What is the initiative’s 
impact on utilization, 
cost, clinical quality, 
patient and provider 
outcomes? 
•Emergency Department use 
•Hospitalizations 
•Cost 
•Clinical quality measures 
• Staff satisfaction 
•Patient satisfaction 

Presenter
Presentation Notes
Question 1 – MHIQ transformation survey, interviews with Medical Home facilitators, site visit/interviews
Question 2 – Patient experience survey – CAHPS
Question 3 – cost/utilization data, clinical quality measures, staff survey, patient experience survey

Design: Quasi experimental , mixed methods, pre-post and a comparison group (not a control group – comparison group was procured
Data Sources:
Practice surveys, qualitative interviews and site visits
PCMH patient experience surveys
Claims data, clinical quality measures and staff surveys

The surveys had three timepoints and we are still analyzing the timepoint three.  So the data that you see here today is for timepoints 1 and 2.  We also haven’t fully analyzied the patient experience data so that is not included in this presentation.  Lastly, because of the delay in the development and usability of the All Payers Claims Database, we do not have the cost and utilization data yet.  


Timeline for completion
Time 3 final data collection taking place in Spring 2014
MHIQ Transformation survey completed
Staff survey completed
Patient experience survey in the field
Results to be analyzed over summer
Delays in obtaining All-Payer Claims Database information limits analyses of cost impact




Has it made a difference?  
NCQA PCMH Recognition 
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So with that as background, let’s get to the answers – 
Has it made a difference – let’s take a look at NCQA recognition – practices were expected to become NCQA recognized as a PCMH at least as a level 1 by 18 months.  This deadline was later extended.  Here are ther results



Recognition Level Number/Percent 

Level One 4/9% 

Level Two 12/27% 

Level Three 37/61% 

97% of practices achieved NCQA Recognition 

Final MA PCMHI NCQA Dashboard 

Presenter
Presentation Notes
100% of practices that submitted applications were recognized.  One practice did not submit.



Has it made a difference? 
Transformation 

Presenter
Presentation Notes
Now I will turn the presentation over to Christine who will address the Question from the lens of Transformation



 
Transformation Stories:  
Cambridge Health Alliance Malden 
Yellow Team Pilot PCMH 
                
                       Before and After 

http://youtu.be/jlb7HRHIggM 

Presenter
Presentation Notes

Great stories to tell about transformation
Judy’s story about case

http://youtu.be/jlb7HRHIggM�
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Transformation: MHIQ Access to Care 
and 
Information 
(Access ) 

Care 
Management 
(Care Mgt ) 

Care 
Coordination 
(Coord)  

Practice Based 
Care Team 
(Team)  
 

Quality and 
Safety 
(Quality)  

Health 
Information 
Technology 
(HIT) 
 

Patient -Centered 
Medical Home 
(PCMH) 

Presenter
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Access to Care and Information (Access)
Patient-Centered Medical Home (PCMH)
Practice-Based Care Team (Team)
Quality and Safety (Quality)
Health Information Technology (HIT)
Care Coordination (Coord)
Care Management (Care Mgt)




Transformation:  
MHIQ Change Over Time 
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+12.2 +9.7 +8.3 +6.4 +3.6 +9.6 +9.5 +5.9 

Presenter
Presentation Notes
Baseline – March 2011
Midpoint –Sep to Dec 2012 

Numbers presented for all scales are percentages of the maximum possible score
Percentages are calculated as the percent of the total possible score in that module achieved by the clinic
Scores are the average of all respondents 
The total score is the sum of all of the modules
The closer the score is to 100%, the closer the practice is to the ideal “Medical Home”




Transformation:  
MHIQ Change Over Time 

Statistically 
Significant 

Improvement  

Trend Toward 
Improvement  

No Change 

1. Access 
2. Patient-Centered Care 
3. Practice-Based Team 

Care 
4. Care Coordination 
5. Care Management  

1. Total 1. Quality & Safety 
2. Health IT 

Presenter
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What analysis is done on this to determine statistical significance?



Transformation: MHIQ Change Over 
Time Limitations 

 Lacks sufficient statistical power to detect small or 
moderate significant differences across 
intervention groups – PCMH practices and 
comparison practices 

 Not truly longitudinal – different people 
responded at time point 1 and 2 

Presenter
Presentation Notes
Demonstrations such as the MA PCMHI often lack sufficient statistical power and long enough follow-up to detect small or moderate intervention effects. TAP and TAO – we don’t have sufficient number of practices – sample size is not large enough to detect these changes – this appears to be the case the comparison group data as well??? 




Transformation:  
How Practices Become PCMHs 



Qualitative Evaluation 

 Evaluation Site visits 
• Site selection criteria 
Level of change from baseline to mid-point on practice 

transformation survey (MHIQ)  
Practice type (adult v. pediatric) 
Level of achievement 

 Interviews with Medical Home Facilitators 
 



5 Factors Contributing to 
Transformation 
 Sequence of core competency adoption 
 Strong leadership and staff buy in 
 Focus on staff capacity and resources 
 Electronic Medical Record (EMR) proficiency 
 Active use of available technical assistance and peer 

learning  

 



Qualitative Evaluation:  
Site Visit Themes 

Successes 
• Team-based care is highly valued as a critical element 
• Practices are using HIT for QI and see the value of 

developing a culture of QI 

Opportunities  
• Considerable variability exists in how practices 

understand and implement clinical care management 
• Building physician buy-in for PCMH transformation is 

challenging 

Presenter
Presentation Notes
Evaluation team recently completed several site visits with 8 practices at various levels of PCMH transformation

Based on the resources available for site visits, the evaluation team decided to conduct site visits to eight PCMHI practices. Selection of practices to receive a site visit occurred in two steps.  In the first step, we developed a composite index based on medical home adoption and performance on quality measures. Secondly, all practices were ranked and from the ranked list we then selected 5 ‘high-change practices [4 adult, one pediatric] and 3 ‘low-change practices [2 adult, one pediatric] and replacements.  
 
 





Qualitative Evaluation: Strategies that 
Facilitate Staff Buy-in 

 Educate staff about the transition to PCMH 
 Involve staff in decision making 
 Re-shape staff role to shift responsibilities 
 Provide 1:1 coaching for slow adopters 
 Establish visible leadership support 



Transformation Resources 

 8 learning sessions, 6 on-line courses, many webinars 
 Clinical Care Management Curriculum 
 Medical Home Facilitator expertise 
 Shared savings methodology 
 MA PCMHI website: practice tools, webinars, learning 

sessions, online courses, links, communications  
 Patient/family engagement practice toolkit 
 Behavioral health integration elements, assessment and 

toolkit 
 Physician Leadership Institute 
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http://pcmhi.ehs.state.ma.us/online-courses 
http://pcmhicourses.ehs.state.ma.us/users/index.php 

Behavioral Health Integration Toolkit 

Presenter
Presentation Notes
Convened MA PCMHI Behavioral Health Integration Workgroup
Delineated elements of care integration
Recognized different approaches to care integration
Administered practice self assessment based on elements
Developed an online integration toolkit
Once you have identified which domain you’d like to focus upon, you can access it through these links.  At the present time, the community integration domain is the only one that is live.   You’ll come to an introductory video that will walk you through the elements of integration within that domain and their meaning.

Let’s take another 30 seconds or so and listen in on community integration.

http://pcmhi.ehs.state.ma.us/online-courses�
http://pcmhicourses.ehs.state.ma.us/users/index.php�


Has it made a difference?  
Clinical Quality 
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Thanks Christine.  Now let’s take a look at Clinical Quality – Did we make a difference? 



Clinical Quality Measures with Significant 
Improvement in Change over Time 
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Presenter
Presentation Notes
Looking at aggregate data, 11 of 22 clinical quality measures showed statistically significant improvement.  In this graph the measures are grouped by their domains – adult diabetes, adult prevention, other adult measures or target conditions, pediatric asthma , childhood prevention and care management.  Change over time was analyzed, comparing baseline (which was three months from the rollout of the measure, giving time for practices to get comfortable with reporting on the measure and what we call time 11.  Time points were three month periods with time 11 being Dec 2013, January 2014 and February 2014.   

Highlight – larger changes – screening for depression for diabetes patients, and pediatric measures – some of this likely was greater abilty to document, and capture this data.  Care management is a completley new service for primary care practices and our measure was percent of high risk patients who had a care plan developed and documented. 

Note that all of these measures are process measures.  The only outcome measures that were included in the measures set were in the diabetes domain HgbA1C,blood pressure and ldl  control of diabetes, and the other adult measures domain- bp control among hypertensives.  None of these showed statistically significant improvement.



Values met the study’s definition of statistical significance p<.05.   

Clinical Quality Measures with Significant 
Decline in Change over Time 
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Presentation Notes
Two measures showed statistiscally significant decline  - bp control among hypertensives and weight assessment and counseling.  We analyzed these further and found that for the pediatric measure, several practices did not report at baseline, but there was better reporting compliance starting with the second timepoint. Using that as the baseline, the data then showed statistically significant improvement over time.  Althougth there was some reporting variability for the hypertension measure, dropping  the baseline period did not affect the finding of statistically significant decline.  



Has it made a difference?  
Staff Satisfaction 
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Now let’s look at the impact on staff satisfaction



Staff Survey Methods 

 Survey tool included questions from: 
• TransforMED Clinician & Staff Survey 
• Minimizing Errors/Maximizing Outcomes (MEMO) 
• AHRQ Patient Safety Questionnaire 

 

 Domains 
• Adaptive reserve – the ability to successfully change 
• Adoption of core competencies 
• Job satisfaction 
 

 Administration  
• Time 1:    6 months after initiation 
• Time 2:  14 months after initiation 

Presenter
Presentation Notes
For staff satisfaction



Staff Survey Time 1, 2: Key Findings 

• Adaptive Reserve characteristics stable 
• No change in adoption of the core competencies of 

teamwork and QI culture 
• Drop in job satisfaction among Study Group staff, was 

seen for the clinical staff as opposed to non-clinical 
staff who showed an increase in job satisfaction 



Has it made a difference?  
Lessons Learned 
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Christine



Methods 
 Natural group interview/discussion with Project Leadership 

of  MA PCMHI 
 Project leaders rotated moderator role 
 Topic guide included key components of the initiative 
 Participants included: 

• EOHHS — Jean Carlevale 
• UMass Medical School — Judith Steinberg, Christine Johnson, Pam 

MacLeod & David Polakoff 
• Bailit Health Purchasing — Michael Bailit & Margaret Houy 
• Mass League — Joan Pernice 

 



Key Components of the Initiative 

Evaluation 

Governance 

Project 
management 

Contract  
Management 

Transformation 
Model 

Learning 
Collaborative 

Model 

Payment 
Model 



Crucial Lessons 

Engaged Leadership 

Project team 

Patient at the 
center 

Foster culture of 
continuous 

learning 

Early 
Intervention 

New approaches 

Presenter
Presentation Notes
The small boxes don’t imply any prioritization 



Specific Lessons 

With all major stakeholders is essential 
for success 

Roles and responsibilities are clear at 
beginning  

Patient involvement 
at every level of 

initiative 

With the initiative 
with all stakeholders 

Intervene early 
in practices 
struggling 

Be open to changing 
direction, bringing in 

new approaches 



Has it made a difference?  
Informing Version 2.0 
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Lastly, let’s look at how the MA PCMHI impacted other healthcare reform efforts and initiatives in our state
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This is a diagram of the MA Healthcare reform and behavioral health integration landscape.  The MA PCMHI was the forerunner to MassHealth’s newer initiatives – One Care, Primary Care payment reform and still in development, Health Homes.  Lessons learned from MA PCMHI were funnelled directly into these version 2.o initiatives.  MA PCMHI is also helping to inform the work of Health Policy Commission as it develops Accountable Care Certification Programs and it helped inform the work of the Behavioral health integration task force that was convened by the DMH.  There is much cross pollination among these health care reform efforts



One Care Model: 
Person-centered planning, with integration across medical, behavioral health and long term services and support needs
Integrated Care Plans directed by the enrollee, informed by comprehensive in-person assessment of medical, behavioral, and functional needs
Interdisciplinary Care Teams, with Care Coordinators and Long Term Supports (LTS) Coordinators
Integrated Medicare and MassHealth benefits

Health homes: Increased funding to Medicaid providers who offer  “health homes” model to persons with multiple chronic illnesses
Health homes services (defined by ACA):
Comprehensive care management
Care coordination and health promotion
Comprehensive transitional care
Patient and family support
Referral to community and social services
Use of HIT to link services, as feasible and appropriate





MA PCMHI Has Made a Difference 
 43 out of 44 practices received NCQA recognition 
 Practices developed new models of care with re-energized teams 
 Statistically significant improvement in self-assessed PCMH 

component implementation 
 Identified factors contributing to practice transformation  and 

strategies for successful staff buy-in 
 Created and archived numerous transformation resources 
 11 of 22 clinical measures showed statistically significant 

improvement 
 Lessons learned disseminated and applied 
 Informed version 2.0 healthcare reform programs and efforts 
 Final analysis with three time points for surveys and 
cost/utilization data due Fall 2014 

Presenter
Presentation Notes
Concern about power to detect small differences
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