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The mission of the PCPCH Program is to be a trusted partner in
primary care, collaborating with stakeholders to set the standard for
transformative, whole-person, and evidence-based care.




Patient-Centered Primary Care Home (PCPCH)

Program

» Established in 2009 by the Oregon Legislature to create access to
patient-centered, high-quality care and reduce costs by supporting
practice transformation

« PCPCH model standards are developed and refined by a volunteer
multi-stakeholder Standards Advisory Committee

* In 2016, PCPCH program joined OHA’'s Transformation Center

* Program functions include:

« PCPCH recognition and verification

* Refinement and evaluation of the PCPCH standards
» Technical assistance delivery

 Communication and provider engagement
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Presenter
Presentation Notes
The PCPCH program was established in 2009 by the Oregon State legislature.
PCPCHs are our state’s version of a “medical home”. 
They are the primary care delivery model that is at the heart Oregon’s health care transformation efforts.

The key functions of the program are:
•Recognition and verification
•Refinement and evaluation of the PCPCH standards over time
•Technical assistance development
•Communication and provider engagement
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Presenter
Presentation Notes
We like to use this graphic to illustrate the relationship between Coordinated Care Organizations and Patient-Centered Primary Care Homes.
There are 16 CCOs in Oregon and they are responsible for coordination of all benefits and services for Oregon Health Plan members.
The state is tracking 17 CCO incentive metrics and 16 additional state performance metrics that to help track progress toward Oregon's goal of better health, better care and lower costs. One of the CCO metrics is the % of primary care practices that are recognized PCPCHs, and these clinics serve as the basis for its primary care delivery for OHP patients.  
Enrollment in patient-centered primary care homes increased by 61 percent since 2012, the baseline year for this metric. This improvement is impressive considering that CCO enrollment increased more than 70 percent due to Medicaid expansion.
CCOs are required to use recognized PCPCHs the greatest extent possible in their networks.  
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Presenter
Presentation Notes
Oregon’s recognition criteria is defined by six core attributes, each with specific standards under each attribute, and measures that indicate the extent to which a clinic is meeting that standard.  
It is a tiered model with a lot of flexibility; Clinics have many options to receive points for doing many of the things they are already doing, or things they want to start doing. 



Six PCPCH core attributes

ACCESS TO CARE
“Health care team, be there when we need you.”

ACCOUNTABILITY
“Take responsibility for making sure we receive the best possible health care.”

COMPREHENSIVE WHOLE PERSON CARE
“Provide or help us get the health care, information, and services we need.”

CONTINUITY
“Be our partner over time in caring for us.”

COORDINATION AND INTEGRATION
“Help us navigate the health care system to get the care we need in a safe and timely way.”

PERSON AND FAMILY CENTERED CARE
“Recognize that we are the most important part of the care team - and that we are ultimately
responsible for our overall health and wellness.”
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Presenter
Presentation Notes
”here are the six core attributes written in patient-centric language or from the patient perspective…” 
Each of the measures for achieving PCPCH recognition fall under one of these six core attributes.
These are explained in patient-centric language to emphasize the role of patients as the most important part of this medical home model.


Eleven PCPCH “must pass” measures

1.C.0 - PCPCH provides continuous access to clinical advice by telephone.
2.A.0 - PCPCH tracks one quality metric from the core or menu set of PCPCH Quality Measures.

3.B.0 - PCPCH reports that it routinely offers all of the following categories of services: Acute care for minor illnesses and
injuries; Ongoing management of chronic diseases including coordination of care; Office-based procedures and diagnostic
tests; Preventive services; Patient education and self-management support.

3.C.0 - PCPCH has a screening strategy for mental health, substance use, and developmental conditions and documents on-
site and local referral resources.

4.A.0- PCPCH reports the percentage of active patients assigned to a personal clinician or team.
4.B.0 - PCPCH reports the percent of patient visits with assigned clinician or team.

4.C.0 - PCPCH maintains a health record for each patient that contains at least the following elements: problem list, medication
list, allergies, basic demographic information, preferred language, BMI/BMI percentile/growth chart as appropriate, and
immunization record; and updates this record as needed at each visit.

4.E.0 - PCPCH has a written agreement with its usual hospital providers or directly provides routine hospital care.

5.F.0 - PCPCH has a process to offer or coordinate hospice and palliative care and counseling for patients and families who may
benefit from these services.

6.A.0 - PCPCH offers and/or uses either providers who speak a patient and family’s language at time of service in-person or
telephonic trained interpreters to communicate with patients and families in their language of choice

6.C.0 - PCPCH surveys a sample of its patients and families at least every two years on their experience of care. The patient
survey must include questions on access to care, provider or health team communication, coordination of care, and staff
helpfulness. The recommended patient experience of care survey is one of the CAHPS survey tools.


Presenter
Presentation Notes
A primary care clinic must attest to meeting all of these measures to be recognized as a PCPCH at any level.  


Five PCPCH recognition tiers

Tier 4 e 11 must pass measures (required)
All Must Pass : .
Measures + 255- « Each measure is worth 5 to15 points

380 Points e Tier level is determined by the
3 number of points a clinic receives

Tier : : .
All Must Pass Measures + 130-250 * Tier 5 (5 STAR) has unique criteria

Points e All must pass measures

Tier 2 e 255 points or more
All Must Pass Measures + 65-125 e Meet 11 of 13 advanced

Points measures

e Verification site visit required
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Presenter
Presentation Notes
Clinics can be recognized at five different levels, or tiers, depending on the criteria they meet. There are 11 “must-pass” measures that every clinic must meet to be recognized as a primary care home at any level. The other measures are worth 5 to 15 points, and the total points accumulated by a clinic determines their overall tier of PCPCH recognition. 
The highest tier level, 5, has unique criteria. This designation distinguishes exemplary clinics that have implemented advanced transformative processes into their workflow using the PCPCH model framework and recommended best practices.  _-  read from slide. 


PCPCH verification site visits

« PCPCH recognition is attestation based and clinic participation is
voluntary.

« PCPCH program staff conduct site visits to selected clinics to verify
the measures attested to are being implemented.

 Team includes a Practice Coach, Compliance Specialist and a Clinical
Transformation Consultant (provider) when available.

» Site visits ensure the integrity of the PCPCH program and the
attestation model.

« By participating in the program, a clinic agrees to an on-site visit
when selected. Each clinic will receive a site visit at least once
every five years, per Oregon Administrative Rules.
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Presentation Notes
In speaking points – note how many clinics have received a site visit. 

Our program is a self-attestation model, so we needed to develop a site visit process in integrity of the program. 
Verification that the clinic practice and patient experience in the practice accurately reflects the Standards and Measures attested to on their PCPCH recognition application
Assessment of the care delivery and team transformation process to understand how the intent of the patient-centered care model is integrated into the qualities and services of the PCPCH
Collaboration to identify needs/barriers/areas of improvement to help clinics establish improvement plans, and to connect clinics with colleague and technical assistance through the


Where PCPCHs are located

e 652 PCPCH clinics
throughout 35 of the 36
counties.

e 575 STAR clinics

o Approximately % of
all Oregonians get
their care at a

PCPCH!
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Presenter
Presentation Notes
More than 654 primary care clinics are recognized as PCPCHs in Oregon - about 2/3 of all primary care clinics in the state.  There are recognized PCPCHs in 35 out of 36 counties in Oregon. 

PCPCHs range in size from clinics with one provider to clinics with over 200 providers and clinical staff. 

Currently have approximately 604 recognized clinics throughout the state. About 35% are located in areas considered to be rural, whereas about 65% are located in areas considered to be urban. 

The PCPCH program is responsible for officially recognizing clinics that meet these standards and we do this through an online application process.  This can be accessed through our website which I have listed on the last slide. Currently have approximately 500 recognized clinics throughout the state. About 35% are located in areas considered to be rural, whereas about 65% are located in areas considered to be urban. 




Impact on the Triple Aim

Better Care

* 85% of clinics surveyed report that PCPCH implementation is
helping them improve individual experience of care.

« The PCPCH model has helped clinics shift toward population-based
strategies that can care for patients who share a diagnhosis or
demographic characteristics.

« Significantly lower rates for specialty office visits, radiology, and
emergency department use were demonstrated by PCPCH patients
as compared to those seeking care in non-recognized clinics.

Gelmon, S. B. & Trotta, R. (2013). Patient-Centered Primary Care Home (PCPCH): Report on the Results of the 2012 —

2013 Supplemental Surveys.
Wallace, N. (2014). Patient Centered Primary Care Home (PCPCH) Evaluation: Cost and Efficiency.
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Presenter
Presentation Notes
Oregon implemented the PCPCH program as part of the state’s strategy to achieve the Triple Aim of improving the individual experience of care, improving population health management and decreasing the cost of care.  

Various independent evaluations of the PCPCH program since it’s implementation shows marked improvement in several areas. 

Portland State University  researchers found that ….. 



Impact on the Triple Aim

Better Health
o 82% of clinics report that PCPCH implementation is helping them

Improve population health management.

« PCPCHs performed better than non-PCPCH clinics on the
following clinical quality measures: diabetes eye exams, kidney
disease monitoring in diabetics, appropriate use of antibiotics for
children with pharyngitis, and well-child visits for children ages

three to six years.

Gelmon, S. B. & Trotta, R. (2013). Patient-Centered Primary Care Home (PCPCH): Report on the Results of the 2012 — 2013

Supplemental Surveys
Oregon Health Care Quality Corporation. 2013. Information for a Healthy Oregon: Statewide Report on Health Care Quality.
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Presentation Notes
PSU researcher surveyed PCPCHs in 2014 and found ….. Bullet one 

In its 2013 Information for a Healthy Oregon, Oregon Health Care Quality Corporation (Qcorp) reported … bullet 2 




Impact on the Triple Aim

Decreased Cost

« PCPCH program implementation has resulted in $240 million in
savings to Oregon’s health system between 2012 and 2014.

« For every $1 increase in primary care expenditures related to the
PCPCH program, there is a $13 in savings in other services, such
as specialty care, emergency department and inpatient care.

* For aclinic that has been a PCPCH for three years, the total cost of
care per-member, per-month is lowered by $28. This is double the
overall average savings of $14 per-member, per-month for a
PCPCH in the first year of recognition.

Gelmon, S., Wallace, N., Sandberg, B., Petchel, S. & Bournis, N. (2016). Implementation of Oregon’s PCPCH
Program: Exemplary Practices & Program Findings
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Presentation Notes
Researchers at Portland State University found… 




What’s next for the PCPCH Program

« PCPCH Standards Advisory Committee to convene

» Topics to address: oral health, social determinants of health, metrics,
pain management, and others

e July to December 2019

* Increase number of site visits and technical assistance support
* Hope to double site-visit capacity — 2 teams to 4 teams
« Technical assistance outside the context of a site visit

» Align with and support the work of the Primary Care Payment
Reform Collaborative
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What questions do you have?
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For more information

Amy Harris, MPH

Manager, Patient-Centered Primary Care Home Program
Amy.harris@state.or.us

Patient-Centered Primary Care Home Program
WWWw.primarycarehome.oreqon.qov
pcpch@state.or.us

Oregon Health Authority Transformation Center
www.transformationcenter.org
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