
Summary	
  and	
  Outcomes	
  of	
  the	
  first	
  3	
  
years	
  of	
  the	
  Comprehensive	
  Primary	
  
Care	
  (CPC)	
  Ini<a<ve	
  -­‐	
  focus	
  Oregon	
  



CPC	
  clinics	
  have	
  accountability	
  to:	
  
• Transform	
  care	
  and	
  provide	
  expanded	
  services	
  across	
  their	
  en<re	
  
pa<ent	
  popula<on,	
  regardless	
  of	
  payer	
  
• Submit	
  a	
  budget	
  for	
  the	
  upfront	
  (PMPM)	
  investment	
  they	
  expect	
  to	
  
receive	
  
• Par<cipate	
  in	
  collabora<ve	
  learning	
  ac<vi<es	
  	
  
• Meet	
  mul<ple	
  “Milestones”	
  to	
  guide	
  their	
  transforma<on	
  ac<vi<es,	
  
which	
  are	
  aligned	
  with
	
  Oregon’s	
  Pa<ent-­‐Centered	
  Primary	
  Care	
  Home	
  Program	
  standards.	
  	
  

CPC	
  payers	
  have	
  accountability	
  to:	
  
• Pay	
  a	
  Per	
  Member	
  Per	
  Month	
  (PMPM)	
  “care	
  management	
  fee”	
  (amount	
  set	
  
by	
  individual	
  payers)	
  plus	
  build	
  in	
  a	
  “shared	
  savings”	
  component	
  that	
  clinics	
  
can	
  receive	
  if	
  total	
  cost	
  of	
  care	
  drops	
  and	
  clinics	
  also	
  meet	
  quality	
  benchmarks	
  
• Par<cipate	
  in	
  collabora<ve	
  and	
  data	
  sharing	
  ac<vi<es	
  

What	
  is	
  CPC?	
  
A	
  public-­‐private	
  innova<on	
  project	
  involving	
  Medicare,	
  Medicaid,	
  and	
  mul<ple	
  private	
  
payers	
  to	
  foster	
  primary	
  care	
  transforma<on	
  and	
  to	
  support	
  primary	
  care	
  infrastructure.	
  
The	
  4	
  year	
  project	
  was	
  started	
  by	
  CMMI	
  at	
  the	
  end	
  of	
  2012,	
  implemented	
  in	
  7	
  regions.	
  
Oregon	
  has	
  65	
  clinics	
  par<cipa<ng.	
  Commercial	
  payers	
  are	
  Regence	
  and	
  Providence.	
  
Medicaid/CCO-­‐affiliated	
  payers	
  are	
  CareOregon	
  and	
  Tuality	
  Health	
  Alliance.	
  	
  





Milestone	
  4	
  –	
  Pa<ent/Caregiver	
  Engagement:	
  Top	
  six	
  prac<ce	
  changes	
  across	
  all	
  CPC	
  
regions,	
  implemented	
  as	
  a	
  result	
  of	
  pa<ent/caregiver	
  feedback	
  in	
  the	
  fourth	
  quarter.	
  

Scheduling	
  
222	
  Prac<ces	
  

Care	
  con<nuity	
  
196	
  Prac<ces	
  

Shared	
  Decision-­‐making	
  
strategies	
  

98	
  Prac<ces	
  

Front	
  Office	
  &	
  
Wai<ng	
  Area	
  
216	
  Prac<ces	
  

ED	
  Follow-­‐up	
  
126	
  Prac<ces	
  

Hospital	
  care	
  
transi<ons	
  
92	
  Prac<ces	
  

Note:	
  Each	
  prac<ce	
  can	
  report	
  on	
  more	
  than	
  one	
  change	
  implemented.	
  
Source:	
  Q4	
  2015	
  Milestone	
  Prac<ce	
  Repor<ng,	
  Ques<on	
  4.4.	
  This	
  measure	
  only	
  reported	
  in	
  Q1	
  and	
  Q4	
  2015.	
  	
  	
  

Example	
  of	
  a	
  “Milestone”	
  



PCMH-­‐A	
  =	
  Pa<ent	
  Centered	
  Medical	
  Home	
  Assessment	
  tool	
  



PMPM	
  =	
  Per	
  member	
  per	
  month	
  

2015	
  data:	
  Oregon	
  has	
  the	
  lowest	
  overall	
  cost	
  and	
  is	
  below	
  
the	
  $739	
  shared	
  savings	
  target	
  in	
  this	
  quarter	
  -­‐	
  

demonstraFng	
  total	
  cost	
  of	
  care	
  savings	
  



7	
  ACSCs	
  =	
  Ambulatory	
  Care	
  (primary	
  care)	
  Sensi<ve	
  Condi<ons	
  

Lower	
  rates	
  of	
  hospitalizaFon,	
  re-­‐hospitalizaFon,	
  ER	
  use	
  -­‐	
  Oregon	
  performance	
  is	
  
beMer	
  in	
  every	
  category	
  than	
  the	
  average	
  of	
  all	
  the	
  CPC-­‐regions	
  


