Medical Home Renovations:
A Patient-centered Medical Home Case Study
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 Thank you for the opportunity to talk to you today.  It is indeed an honor for a primary care physician from Seattle to  be invited to give this lectureship in honor of Dr. Snively.  

 Exciting time for primary care and for training departments across the country.  With the Patient-centered Medical Home, the US has woken up to the importance of primary care, and the sorry state that it is in – partnering with physician practices, payers, health systems across the country to redesign it and make it function better.

Its been exciting for me as a primary care health services research to be in the midst of an early demonstration – helping to redesign and test

Today, talking about our experiences at Group Health, a large health care system in WA, successes and challenges, and trying to draw some learnings from our experiences


Medical Home Renovations...

&

Groubi—lealthw

® Revitalizing primary care: the medical home imperative
® The Patient-centered Medical Home: An Evolving Definition
® Medical Home Transformation: the Group Health Experience

¢ Spreading the Medical Home using Lean
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50 minutes
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The Importance of Primary Care
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(OECD countries)
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(Macinko et al, Health Serv Res 2003; 38:831-65.)
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Primary Care and Mortality

In an international comparison of 18 OECD countries, Macinko and colleagues rated* them according to whether their primary care systems were strong (high scores) or weak (low scores). 

They then looked at trends in premature mortality (expressed as potential years of life lost) after taking into account other influences on health

People in countries with strong primary care had fewer years of life lost than people in the poor primary care countries, and the differences widened over time.


Access to primary care difficult for many, particularly
disadvantaged

Quality of care remains mediocre with many gaps
Payment systems are antiquated. Many functions are unrewarded
Evidence-base has become unmanageable for individual physicians

Primary care is an unattractive career choice. Burnout common
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 In last decade, policy makers and payers have agreed that to control costs, improve quality, and improve outcomes, need to reinvigorate primary care

 Indeed its been on the decline for many years – neglect, poor funding, and lack of recognition

 Here are the issues as I see them

 Attention has rightly focused back on primary care as part of the answer

 My worry is that the expectations are too great – solve all the problems, and in short order. 
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Medical Home: a Concept in Evolution GroupHealth.

Joint Principles of Patient-Centered Medical Home 2007
(ACP, AAFP, AAP, AOCA)
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 Joint principles promulgated by the main specialty societies

 Generally adopted by payers

Emphasize the role of relationships, teams, whole person (not disease oriented perspectives) nature of primary care, systematic approaches to coordination and provision of quality care
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Medical Home: a Concept in Evolution GroupHealth.




The Chronic Care Model (CCM) i
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Improved Outcomes
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SLIDE #16 - CHRONIC CARE MODEL



The model’s premise is that good outcomes at the bottom of the model (better health status and patient satisfaction) result from productive interactions. 



To have productive interactions, the practice must be redesigned in four areas (shown in the middle): 

self-management support (how we help patients address their conditions), 

delivery system design (who’s on the primary care team and in what ways they interact), 

decision support (what is the best care and to  make it happen every time)

clinical information systems (how do we capture and use critical information for clinical care). 



Some aspects of larger healthcare organizations influence clinical care. The health system itself exists in a larger community.  Resources and policies in the community also influence the kind of care that can be delivered. 



It is not accidental that self-management support is on the edge between the health system and the community. Some programs that support patients exist in the community. It is the most visible part of care to the patient, followed by delivery system design. They may be unaware of the other components.  
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Group Health’'s Medical Home Experiment
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One Health Care System’s experience

Describe the context – context is important

Practices operate across the medical home spectrum – different capabilities, approaches, and patient populations

Medical home is an ideal – we are striving towards – but still may gaps. Recognition that this is really a continual change process

Medical home has provided us the ability to stabilize primary care – so that we can continue to refine, adapt, and innovate


sIntegrated health insurance & delivery system
*Founded in 1946

«Consumer governed, non-profit
Membership: 628,000 Staff: 9,390
*Revenues (2008): $2.8 billion

*Group Health Research Institute
«32 investigators
235 active grants, $34 million (2008) 10
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A little history.... &
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® Since its origin, Group Health organized around primary care

®In 2000s multiple reforms to improve access, efficiency, productivity

“Advanced access” Same-day appointing
Leaner primary care teams Direct specialty access
RVU-based productivity incentives

®$40 million invested in electronic clinical information systems

(Ralston et al, Med Care Res Rev. 2009;66:703-24.)
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Met goals
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MyGroupHealth adoption

150,394 Enhanced Services Members as of March 24, 2008

160,000
128,000
) of Group Health
96,000 MyGroupHealth “Big Bang” patients access their
08/14/2003 care teams online
64,000 l
32,000

Jan 2002 Jul 2003 Jan 2005 Jan 2006 March 2008
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 Show adoption of myGroupHealth by patients – strategy to improve access. 65%


The medical home imperative

Accessi& Efficiency Reforms
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 Adverse consequences of speeding up primary care
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The medical home imperative GroupHealth.
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Effectiveness of care GroupHealth.




Effectiveness of care Groufaeauh,




The medical home imperative GroupHealth.

Looming primary care workforce crisis

* Many MD positions remained unfilled
* Shift to part-time practice
* Primary care MDs retiring earlier than specialists

* Most common reason for employment separation: high workload




The medical home imperative GroupHealth.

There has to be a

better way!



Presenter
Presentation Notes
In the words of Gary Hamel,

“Dakota tribal wisdom says that when you discover you’re on a dead horse, the best strategy is to dismount.  Of course there are other strategies.  You can change riders. You can get a committee to study the dead horse.  You can benchmark how other companies ride dead horses.  You can declare that it’s cheaper to feed the dead horses.  You can harness several dead horses together.  But after you’ve tried all these things, you’re still going to have to dismount.”



We dismounted




Medical Home Design Principles (2006) Grouﬁealth

The primary care clinician will be a leader of the clinical team,
responsible for coordination of services, and together with patients
will create collaborative care plans.

Access will be centered on patients needs, be available by various
modes, and maximize the use of technology.

19



Presenter
Presentation Notes
READ

 GH Made decision to invest in one clinic as a prototype

Redesign care there , test it, evaluate it for internal purposes, use learnings to guide redesign at other clinics.


Revitalizing primary care GroupHealth.

Panel size

2,300 ~1 800

Clinical teams E-technology

d22 L |
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Key baseline changes

Reducing panel size (patient load) from 2,300 to 1,800 patients. 

Lengthening appointment times from 20 minutes to 30 minutes. 

Expanding staffing in multidisciplinary clinical teams consisting of physicians, physician assistants, nurses, medical assistants, and clinical pharmacists. 

Improving proactive staff-to-patient contact, including clinical team analysis days before each appointment, pre-visit patient communication as appropriate, and detailed follow up after the visit. 

Maximizing use of e-health technology and communication, including electronic medical 




Medical home change components GroupHealth.

 Calls redirected to care teams * ED & urgent care visits
e Secure e-malil » Hospital discharges

e Phone encounters » Quality deficiency reports
* Pre-visit chart review » e-health risk assessment

« Collaborative care plans * Birthday reminder letters

* EHR best practice alerts * Medication management
 EHR prevention reminders * New patients
» Defined team roles

e Team huddles

* Visual display systems
 PDCA improvement cycles

» Salary only MD compensation




Medical home change components GroupHealth.

 Calls redirected to care teams » ED & urgent care visits
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Medical home pilot evaluation GroupHealth.

Group Health Research Institute conducted a 2 yr
prospective, before-and-after evaluation
comparing the pilot with 19 other Group Health
clinics in western Washington State
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The Group Health Research Institute collaborated with GHC

designed a prospective, two-group, before-and-after evaluation of the PCMH pilot at pilot clinic. 

Using automated clinical and administrative data, my team compared change components at the beginning of the pilot, at the end of the first year, and during the second year with 19 other Group Health clinics in western Washington.

These change components included secure email messages between physicians and patients, telephone consultations, and calls to the consulting nurse service.


: . : &
Medical home pilot evaluation GroupHealth.

v
Evaluation Staff

measures: burnout

v

Utilization
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The evaluation also assessed quality of care, utilization, and net per-member-per-month costs—and how much care was concentrated with a single provider. Patient experience and staff burnout were gauged with surveys comparing the PCMH clinic with two similar control clinics.
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The Group Health Medical Home
At Year Two: Cost Savings, Higher
Patient Satisfaction, And Less
Burnout For Providers
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GroupHealth.

The Patient-Centered Medical Home Movement

Why Now?

Erie B. Larson, MD, MPH
Robert Reid, MD, PhD
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Selected change components GroupHealth.

Year 1: 94% more emails, 12% more phone
consultations, 10% fewer calls to consulting nurse

Year 2 Significant changes persisted Vear | Year
1 2

Secure email messages f f

Telephone encounters 1 1

Consulting nurse calls ‘ ‘

Compared to Medical Home ‘ Medical Home < Difference not

controls: significantly higher significantly lower significant
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Change components 

Compared with control clinics, after one year PCMH patients had 94 percent more emails, 12 percent more phone consultations, and 10 percent fewer calls to the consulting nurse service. These statistically significant differences persisted during the second year of the pilot at Factoria. 



Year 1: Difference between baseline and 12 months 

Year 2: Difference between baseline and 24 months 	
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Patient experience GroupHealth.

Significantly higher scores for
. : .. Year Year
patients at Medical Home Clinic 1 2

Quality of patient-doctor interactions
Shared decision making
Coordination of care

Access

Helpfulness of office staff

Patient activation/involvement

->->¢->->->->
-»-»t -»-»t-»

Goal setting/tailoring

Compared to Medical Home ‘ Medical Home < Difference not

controls: significantly higher significantly lower significant
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Patient experience 

After adjusting for differences in age, education, and self-reported health status, PCMH patients reported significantly higher scores for 6 of 7 patient experience measures after the first year, and for 5 of 7 after year 2. Ratings for helpfulness of office staff were high at baseline and remained so for all clinics. 



Year 1: Difference between baseline and 12 months 

Year 2: Difference between baseline and 24 months 	
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Quality of care GroupHealth.

Composite quality gains significantly greater for
patients at Medical Home clinic across 22 indicators

Mean difference of changes between pilot Year Year

and control clinics 1 2
100% performance f f
/5% performance 1 1
50% performance 1 f

Compared to Medical Home ‘ Medical Home < Difference not

controls: significantly higher significantly lower significant
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Quality of care 

Routinely collected clinical data were used to assess quality of care and included 22 HEDIS indicators for screening, chronic illness care, and medication monitoring. These were aggregated into several composite measures, including the percentage that achieved success on all indicators for which they qualify (100%) and the percentage that achieved success on fewer indicators (75% and 50%). Composite quality gains at the PCMH clinic were significantly greater than for those patients at the 19 control clinics, including better control of blood pressure and cholesterol levels in patients with chronic diseases. 



Year 1: Difference between baseline and 12 months 

Year 2: Difference between baseline and 24 months 	
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Quality Awards and Recognition GroupHealth.

Group Health ranks top 48t in the nation in the National Committee for
Quality Assurance’s (NCQA) Health Insurance Plan Rankings 2010-11-Private.
We're up 28 positions from 2009-2010. Group Health is ranked highest in
its service area in Washington.

Group Health is in the top five percent of Medicare plans nationally,
according to the NCQA's Health Insurance Plan Rankings 2010-11-Medicare.
Group Health is the 11t highest ranked Medicare plan, and this marks the
third year we’ve been among the top 15 plans in the country.

NCQA awarded all 26 clinic locations of Group Health Medical Centers its
highest recognition status for Physician Practice Connections®-Patient
Centered Medical Home™

Group Health Medical Centers earned more “above average” ratings

than 76 other medical groups in the Puget Sound Health Alliance’s 2010
Community Checkup.

Group Health HMO Medicare received 4 out of 5 stars on Medicare Five-
Star Quality Rating System in 2010.

29



HEDIS Clinical Outcomes--Diabetes
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Medicare Comprehensive Diabetes Care-Poor HbAlc Control
*L OWER NUMBER is BETTER PERFORMANCE**

Medicare Comprehensive Diabetes Care-LDL-C Controlled (LDL-C<100mg/dL)
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HEDIS Clinical Outcomes--Cardiovascular GroupHealth.
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Staff burnout GroupHealth.

Year 1: Marked improvement in burnout levels
at Medical Home

Year 2 Continued better scores at

Medical Home; controls slightly worse Yelaf Yezaf
Emotional exhaustion ‘ ‘
Depersonalization <+ >

Lack of personal accomplishment <«=» <

Compared to Medical Home ‘ Medical Home < Difference not

controls: significantly higher significantly lower significant
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Staff burnout 

Before the pilot, substantial rates of staff burnout were seen at both the Factoria and control clinics, with nearly ½ of clinical staff reporting high emotional exhaustion. After one year, the PCMH staff reported marked improvements in burnout levels. Although some of the improvement disappeared by the end of the second year, the PCMH clinic continued to have better scores than at baseline, while the control clinics had a slight trend to worse burnout. 

Translated into staff retention



Year 1: Difference between baseline and 12 months 

Year 2: Difference between baseline and 24 months 	
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Utilization GroupHealth.

Year 1. 29% fewer ER visits, 11% fewer preventable
hospitalizations, 6% fewer but longer in-person visits

Year 2. Significant changes persisted

Year Year

1 2

Primary care visits (in person) * ‘
Emergency/urgent care use * *
Preventable hospitalizations vy ¢
Total hospitalizations - |

Compared to Medical Home Medical Home < Difference not

controls: significantly higher significantly lower significant


Presenter
Presentation Notes
Utilization

At the end of the first year, compared to controls, patients at the PCMH clinic had 29 percent fewer emergency room visits and 11 percent fewer hospitalizations that primary care can prevent. There were also 6 percent fewer—but longer—in-person visits. 



Year 1: Difference between baseline and 12 months 

Year 2: Difference between baseline and 18 months 	
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Year 1. No significant difference in total costs between Medical Home and
control clinics.

Year 20 Significant utilization changes persisted. Lower patient care
costs approached stat significance (~$10 PMPM; p=0.08)

Year Year
1 2
Primary care costs f f
Emergency/urgent care costs * *
Hospitalization costs <> ‘
Total PMPM <+ >
Compared to controls: 1 Medical Home Medical Home <<= Difference not significant
significantly higher significantly lower
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And what about Utilization?

At the end of the first year, compared to controls, patients at the PCMH clinic had 29 percent fewer emergency room visits and 11 percent fewer hospitalizations that primary care can prevent. There were also 6 percent fewer—but longer—in-person visits. 

For hospitalizations, we saw a decrease in Ambulatory Care Sensitive Admissions by end of year 1 and for all admissions by end of 18 months.  

Note that this is so despite our pre-study excellent IP utilization data.
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Our learnings so far GroupHealth.

It is possible to improve outcomes, lessen burnout,
and reduce costs but:

“Investments in primary care are critical

“Requires fundamental change that is not easy.
“Physicians & care teams need to “own” the changes
“Including patient voices helps ground your efforts
“IT must be embedded in team workflows

“Capable & aggressive management

35
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From 50,000 feet some of our key learnings are:

Investing in PC is essential

Big, difficult changes – care teams need to own the process changes

Include the patients voice to ground your efforts

IT systems and care management support must be embedded in PC teams and part of standard work

Leadership matters

Capable management is critical
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Our learnings so far GroupHealth.

“Financing: investments made need to align with
savings recouped

“Reimbursement: payments need to reward
medical home activities & outcomes, not just
volume

“Education: new skills needed (team work,
guality improvement, behavioral medicine,
virtual medicine)

“IT: meaningful use needs to incorporate patient
perspectives

36
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Observations for policy

 Payment needs not only to be bigger – but also to reward proactive care activities (including care coordination), relationship-based care (rather than visits), avoidance of downstream events, virtual medicine, 


Spreading the Medical Home:
Linking the Pilot Design to Lean
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Spreading the Medical Home GroupHealth.

Based on pilot results, Group Health decided to invest $40 million
and “spread” the medical home to 25 other clinics.

But new questions emerged:

“ What were the key components of the redesign?
“ Can they be generalized?
“ Can similar benefits accrue when clinics don’t invent the work?

“ What techniques & tools should we use to spread?

38
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At the end of year 1 of a two year pilot, our Executive Leadership Team made the decision to spread medical home to all 26 Primary Care clinics that we operate

So the new leadership challenge became:  How to we spread?

Besides the usual change management issues, the other very real issues were:

Of all the things we did, what were the critical few that mattered?

Did we spread “top down” or “bottoms up”?



We used Lean tools to answer what the critical few items were and consciously chose a top down spread model knowing that would create new challenges



This slide gives a bit more detail about our spread process


How Was Medical Home Spread?

*RPIW’s

*Dissected pilot
experience

*Designed standard
work by engaging
frontline teams

*Testing and improving
the standard work
elements at 3 other
clinics

sL_earning best
practices to help future
clinics with spread

&

Groubi—lealth,.

*Each element rolled out
across clinics (10 wks)

Each element
Implemented before the
next started
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This slide gives a bit more detail about our spread process

 We consciously chose a “top down” spread model knowing that would create new challenges

We used Lean tools to answer what the critical few items were 

Process walks at pilot and other clinics to determine differences

Current and future state value mapping

Rapid process improvement workshops to take what we thought worked at pilot, modify to generalize to other clinics, by engaging front line staff at other clinics

Refined those processes in 3 more clinics -- developed change packages, job descriptions at other clinics






Spreading the medical home Grof,ﬂealth,

1. Staged spread of practice change modules

2. Supported by changes to mgmt, staffing, & MD payment

X Enhanced Staffing Model  Value-based MD Payment Model

Standardization & Spread using LEAN Techniques & Tools 4
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 Measurement sets to determine
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e Enrollment Costs

’ e Outcomes // Patient & Staff Satisfaction

Outreach \
’ Standard Work

Prepared for the Visit x
’ Call Management
MORE TIME MHM

]

Virtual Medicine

¢ Phone, Secured Messaging

7

Access : Visit Demand

‘ Advancing Primary Care

Disease Management

\

Decrease Panels

e.g. 1,800 ’
~ MORE TIME 4
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Medical Home staffing GroupHealth.

Per 10,000 Enrollees Work Elements

Physician Medical management
virtual medicine, care plans for chronic disease

PA/NP Acute access, care plan support,
prepared visit

Chronic disease management for
acute and unstable, transition
management (inpatient/SNF)

RN

Incoming, outgoing advice;
ED/UCC follow-up

Visit preparation, in visit, post visit
MA follow-up, addresses prevention and
treatment care gaps

High risk, complex medication management ,
medication education, medication
reconciliation

Pharmacist

®All outreach by any member of the team is comprehensive. For example: pharmacist call

. 2 ) ) 42
regarding medications address prevention care gaps (cancer screening).
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In Process Measures GroupHealth.
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 Emphasized the use of standard work for managers

 Measurement tools to chart progress on changing care processes

Visual display systems at clinic and leadership levels to track progress

 One of our managers here is showing here

 Pinpoint issues – use PDCA cycles with teams, and contingency plans to solve issues


In Process Measures
by clinic and element

By element

By clinic
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In Process Measures GroupHealth.

As of Sept. 22, 2009
Reinventing Primary Care - Group Health Medical Home Model

5/7 6/7 88/104  86%

213 0/3 47%

4/6 6/6 71% 40/41 98%

8/9 7/9

100% 17/24 74%

10/10 7/8 100%  9/9 108/108 100% 268/280
no
data  3/7 100% 717 7375  97%

21/24 21/24 100% 16/17 227/227  100% 428/454

5/5 4/5 100%  4/5
5/9 719
6/7 717

12/18 15/18 45

6/6 5/5
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 Example of some of the process metrics

Call management: First call resolution (target 65%)

Virtual medicine: no MDs meeting target of 30% of all encounters by email
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Closing the gaps.... GroupHealth.
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This is where we are right now, continuing to close the gaps.  


&

Studying the Medical Home Spread GroupHealth.

AHRQ R18 Grant — Mixed Methods Evaluation

Quantitative Component

“60 month interrupted time series design

“Effect of PCMH transformation on cost, quality & staffing

Qualitative Study

“Staff & leader interviews, direct observation & patient focus groups
“Organizational & contextual effects on PCMH transformation

“Effect of PCMH transformation on patient experiences
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Groubi—lealth@

Thank you!!

>4 Steve Tarnoff
i aml Tarnoff.s@ghc.
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Groubi—lealth,.

1. What aspects of medical home model is your organization
considering adopting?

2. What are the main barriers to adoption?

3. What do you see are the key drivers of improved BP, lipid and
Alc control that are incorporated in the medical home model?
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