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DR. AMET CALVO:  My name is Amet Calvo [phonetic].  I’m a senior medical officer at HRSA in the office of health, IT and quality.  At HRSA we’ve essentially converged the previous - - on quality improvement and quality management, quality metrics with the Office of Health IT and related to it - - CHRs, the whole discussion going on around health information exchange, etc. because we think it’s hand and clove.  In other words, the point of health IT is in fact to get better patient outcomes.  
You heard Dr. Berwick talk yesterday about better care, better health and lower costs through improvement and innovation and how those things fit together will be part of what we will address today.  What I’d like you to do is to hear the presentations today through a set of questions.  This is the methodology that we’ve been using to start with the health disparities collaboratives and all the - - collaboratives that we’ve been doing frankly nationally for the last decade or more.  
The real point of this is how to engage in a conversation of the whole room.  What I’d like you to do is to have a talk together relatively informally but to address your specific areas of concern and interest today rather than however asking it only as a one-to-one question, we’d like you to share it with the whole group as we go forward. 


To that end what we’d like to do is start this a little differently than normal.  What I’d like you to do is find somebody next to you and share why you’re in the room in the first place.  I want you to pair up two by twos, and I’m going to literally give you two minutes to do that, one minute for you to share and one minute for you to share back.  It’s 2:11 now.  Go.  Find somebody and start talking to them.    


[crosstalk] 

DR. CALVO:  So it’s two minutes now.  What I’d like to do now, and by the way that exercise gets us into the discussion, but it works really well for introverts.  Now, I know there are some extroverts in the room, so what I would like you to do is who would like to share either some interesting angle on the question that someone just shared with you about why they’re in the room or share your point of view of why you’re in the room, but we would like you to use the microphone because we’re trying to record this conversation as we engage.  
The question for me becomes how do - - and the patient-centered medical home, and affordable care organizations, how do those three concepts fit together?  They have to fit together in some ways.  How does it fit?  We are hoping to have those kinds of questions specifically addressed by the panel.  We would like to ask you to think a bit about what is the triple aim.  I want you to know what that is before you leave the room, and how does this fit potentially with these three concepts of DHRs, patient-centered medical home and ACOs, and by the way the triple aim can be phrased in a lot of different ways, but it is basically better care, better health, lower cost and improvement in innovation or better individual quality of care, better population health and lower cost to everybody, payers involved, okay.  
There are different ways of phrasing that, and then more importantly how do I apply this to my setting, my practice, my facility, wherever I'm actually working by next Tuesday, and I literally mean next Tuesday - - for years.  I am totally impatient about change.  What happens is we can theorize forever, we can have examples all over the place, but the bottom line is there’s all kinds of very nicely, well-done, randomized, controlled trials well published, well-studied with excellent faculty promotion to full faculty status that then wait for 15 to 17 years before they are really put into action.  
I have total ethical and probably moral personality impatience about why can’t we get going on doing this immediately?  So I would like you to think about that as you hear the presentations, because we are going to stop in the middle of the discussions to actually talk with each other.  So that is the framing.  Who wants to share why we are in the room at this point?  I cannot believe all of you are introverts.  Up to the mic.  Say who you are, and why you’re here.  

MS. HERNANDEZ:  I’m - - Hernandez.  I’m the CEO at Urban Health Planning, - - community health centers in the Bronx, and Queens, New York City, and my interest is as these ACOs happen, how do community health centers position themselves in a way to assist the private practitioners in becoming part of the ACO and how do we collaborate so that we’re not seen as enemies but actually people who are though fundamental basis of the health delivery system as primary care providers so that we can really come together and do a really primary care-focused ACO.

DR. CALVO:  Interesting, very nice, thank you.  Anyone else?  - - unfortunately I have to ask you to stand up and walk over to the mic, but you could also start earlier - - up a little bit and share your thought.  I’m going to do this for just a minute or two, but I want to have us think out a little bit the kinds of concepts you are coming to the room with.  

MALE VOICE:  - - I'm an internist in Illinois, and my interest is in the private practice in the large medical group, and there are some discussions about what it is an ACO and how are we going to be cooperate with the hospital which we don’t have any financial interest with or community clinics and what are the mandates for trying to make a record?  How are we going to be able to - - the medical home when most of our patients are not Medicaid.  There are some Medicare - - in the population, which are actually managed care. 

DR. CALVO:  Very good - - perfect.  We’ll stop here unless one of you has - - really needs to be saying something.  Go ahead. 

DR. ARTURO LITSA [phonetic]:  My name is Arturo Litsa [phonetic] hematology/oncology at the University of Miami.  The real reason I am here is because I - - these ACOs, and medical home, and I think medical home is a great idea for primary care, but regarding the ACOs, I want to see how it’s going to be implemented because I totally propose - - this is a great idea but I don’t know how the money is going to allocate for that care of this group of people is going to be done appropriately because that can then lead to a lot of, you know, - - areas and not give the money to the actual care of the patients.  

DR. CALVO:  Okay, so we have some very interesting perspectives converging on these discussions and to begin to address these I would like to have us welcome David Hunt. Dr. Hunt is at the Office of the National Coordinator of Health and Human Services.  He is the medical director for the national provider engagement and the office of provider adoption and support there.  He was previously with CMS as a practicing surgeon and leader in surgical quality and patient safety.  Please join me in welcoming Dr. Hunt.  

[APPLAUSE]


Federal Trends to Enhance Private Practice – Electronic Health Records, Medical Homes and Accountable Care Organizations

DR. DAVID HUNT:  Thank you very, very much.  I’m thrilled to be here.  We at ONC and Secretary - - truly treasure the relationship we have with the National Hispanic Medical Association and are very appreciative of all of your work, and we have worked closely with Dr. Rios and her team.  My presentation today is not the typical one by ONC, particularly for the last two years.  That is for a number of reasons.  
First and foremost over the past years the best we could discuss were our plans, plans to support a national framework for health IT, but now after a great deal of work, a good amount of faith, we are begun.  Now, those plans are at the point where we can honestly say there is no better time to adopt, implement and meaningfully use an electronic health record in the United States.  Those plans are not perfect.  No plans are, but they are sufficient for me to come before you and ask some important, relevant and yes meaningful questions about the choices that you will actively or passively make regarding your patients and your practice, and the intent of the questions can really be summarized quite easily.  Do you use every mechanism available to delivery quality care, and if not, why not?  


You see, previous discussions that we have had were almost exclusively in the first person.  It was always me, or I, or David Hunt or if I felt generous we at ONC, and my verbs were always future tense, we at ONC will, but the discussion from here on out must be in the present tense.  It has to be about today, now, and the subject is you, that’s you and your patients and your practice.  Our plans are in place.  
They’re not finished, but in place, and that’s why my presentation really has changed.  It’s because we are begun.  I’m also aided by the fact that my fellow panelists actually are far more skilled at discussing some of the real-life practical implications of the plans that we set up.  So it really leaves me as a pleasure and a duty to ask some relevant and meaningful questions.  
We will see shortly that it affords me the luxury of discussing islands and tides, but before I go too far down this path I first have to make it very clear I have no conflicts of interest, real or apparent, and beyond that I can honestly say that I am in complete support of the mission of the National Hispanic Medical Association, that mission to empower physicians to improve the health of Hispanics across the country is wholly consonant with my central thesis of asking meaningful questions and looking for rising tides, but don’t get too comfortable with me yet.  
I wholly intend to challenge your commitment to that mission and if necessary take you completely out of your comfort zone.  Don't worry it won’t be painful.  The questions aren’t hard, and they won’t be thick with computer jargon or technical mumbo jumbo.  I won’t discuss bits and bytes, software, code requirements or technical specifications because at the office of the national coordinator for health IT the problems of merit, the questions that are the most relevant had nothing to do with what computer you have or what software you use.


You see, at ONC what we choose to solve is not a technology problem.  The singular thread connecting everything we do must begin and end with the wellbeing of our patients.  That’s the whole.  That’s the main to which we are all connected, the business in which we engage is the business of health and of healthcare, so to that end the overarching goals must remain to improve the health individually and collectively of all Americans.  
Said another way, this entire endeavor is all and only about value and values.  And when successful, when successful, we will see a rising tide that can raise all boats, a tide that is safe, effective, timely and efficient, but this tide has to be channeled by a set of values that ensure that we no longer have those islands of mediocrity that provide a safe haven for poor quality, and all to often for disparities in care.  You know, channeling this tide means that once and for all we can lay rest to the lie, the lie that somehow we can create truly patient-centered medical homes without always ensuring a full measure of equity, and here we have seen evidence of some of the rising tide on our sector.  
The slope of the curve in red the graph of fully functional systems today is climbing about four times faster than when we first began to measure it in 2006.  While that tide is rising, it is also clear that a plurality of physicians have yet to take the plunge, but I have no worries about the bulk of America’s physicians.  We have strong evidence that in a few years the peak of that red curve will be up above 50%.  But what I do worry about are minority physician groups, those whose demographic representation is in the single digits, physicians that number among, that the National Hispanic Medical Association would empower because we know that physicians of color are the backstop, the fail safe, the group that was, in and will always be the best medical advocates for the under served.  
So my worry is that there are suggestions of a digital divide, one that mirrors other divides, and this would be tragic. 


Unfortunately, we haven’t kept an eye on this so many of the adoptions that we have been blind to the race or ethnicity of the adopters, but as researchers like - - are warning, if the trends in their studies are correct, the end effect could be catastrophic.  The possibility of a digital divide means yet another dimension in which we will be creating islands of have and have nots, but Dr. Ja [phonetic] also gives us hope that we can prevent a disaster when he demonstrated that minority-serving providers face no different barriers to adoption nor were less satisfied with DHRs.  
To me this means that if we simply provide proper technical support these barriers, these major barriers to adoption that are common to all practices can be overcome.  They represent no greater challenge to all the communities, and as you can see there the amount of capital required, finding an HER that meets your needs, that uncertainty on return on investment, certain systems obsolescence and also transitional productivity loss and the capacity to install and implement these systems.  


Now, this is just the list that I really promised at the beginning of the presentation that I would give up, but this list of challenges to solving the technology problem—that stands by itself.  Our point is not to install technology just for the sake of technology.  No, solving these issues can only be relevant if they can help us solve these issues, cancer, heart disease, stroke, diabetes, renal failure, this is why we practice, to cure disease and relieve suffering.  
These are the problems that we must solve, and whatever you do, if you make the active decision to be in an ACO, to be a meaningful user or a passive decision to stay on the sidelines maintaining the status quo of a paper-based system for example, you’ll still need to answer the question of whether or not your practice is making an impact on any of these numbers.  The reality is that far too many of us see our practices the same way we see our patients, one individual at a time, only in the individual sense, not in the aggregate.  That’s except for billing purposes.  Many can answer the question, what percentage of your patients have Medicare or not, but how many smoke?  Think about it.  Right now, is it 10%, is it 20%, is it 56%?  Wouldn’t it be a reasonable assumption that a medical practice knows how many exactly under their care engage in the most harmful hazard to their health today?  The question is immediately relevant to the number one, two and three causes of death for our patients. 


If you aren’t addressing this in a systemic way, please tell me what are you working on that’s more important?  We all know that there is an epidemic of obesity in this country.  Is there an epidemic of obesity in your practice?  What about the closely related subject of diabetes, the number seven killer of all Americans?  Some endocrinologists have actually taken to calling it diabesity and for good reason.  Could you tell me the number of patients right now in short order in your practice that are diabetic?  The question is not just for primary care though.  I’m a surgeon, and believe me diabetes has an effect on the pre, intra-op and post-operative care that I deliver, and if it does, shouldn’t I know how many more times it will affect that care?  
Shouldn’t I know how much more time that is taking?  Now, if you’re serious about preventing renal failure, can you tell me which of your patients had a 25% rise in their serum creatinine?  Too many practices that don’t know that number can tell me how many patients missed their co-pay.  Now, there’s not a problem with knowing your missed co-pay percentage.  In fact, it’s vital.  Every practice has to keep up with that, but today we have the tools, and the mechanism, and the incentive for managing so much more, and it’s critical that we do.  You see, these questions are relevant.  
They always have been, which is why so many of the relevant answers are available to meaningful users of electronic health records.  Now, is every one of these data points relevant to every single practice or every visit?  Of course not.  This is medicine.  You never say never, and you never say always, but these questions are relevant beyond the confines of just internal medicine.  Ask any of my fellow surgeons if obesity is relevant to recurrent rates of hernias or failed hip prostheses.  Does a patient’s smoking status impact their propensity for cataracts?  Does COPD and the impending chronic cough impact glaucoma?  We know the answer, and we adjust for individual patients, but you’re caring for thousands and you have to know what’s going on clinically in your practice in the aggregate.  


That really is the point of an ACO.  Now, let me tell you far too many of our patients, for far too many of our patients no one has asked enough questions to make sure they can get better care.  


You see an overt and immediate effect of our current healthcare delivery system is that we make it too easy to shut our eyes to the fact that acceptable care among our nations poor and minority communities remains a growth industry.  This is but one of hundreds of slides that I could show you documenting our system’s failure to improve the individual and the population health outcomes for the poor minorities.  
I’ll show you how beyond the moral and ethical bankruptcy of these facts, this is actually bankrupting us financially, and we all know that Medicare’s spending growth is growing.  It’s growing at about 14% and healthcare in general at more than 10%, so how can we really afford to ask these questions, questions that really are at the core of meaningful use?  Well, you know, as our nation’s healthcare system has failed to ask these questions often enough, and that’s because many of them are missed.  
Far too many opportunities again and again to miss the important clinical clues that we should be catching.  The relevance to this meeting is that we know certain groups - - from missed opportunities far more often than others, and in the face of that reality, the meaningful use of an electronic health record represents a critical point of inflection for our nation’s healthcare system as a whole, and it may be more meaningful to those whom the least common denominator is the best possible care they can expect.  


Now, in the halls of HHC when I bring up this question a lot and when I do, I am sometimes asked, well, haven’t I seen this?  This is the really scary data everyone is worried about.  It comes from the actuary and overall healthcare spending in the United States.  We’re spending more, billions of dollars each year.  They tell me we can’t really—we can’t do anything until we actually fix this.  So the folks tell me, yes, disparities in healthcare they’re wrong, and we’re going to go about fixing that right after we fix all of this important stuff.  Well, in 2009, the Joint Center for Political and Economic studies did an analysis of the direct cost of medical disparities, the direct cost, and they found something very interesting, namely that in 2003 to 2006 healthcare disparities cost an additional $50 to $60 billion each year, $50 to $60 billion.  
Now, when you compare that data with the previous slide, a stunning realization confronts us, and I hope the message is clear regarding what work we need to do.  To be taken seriously, - - must demonstrate a clear and convincing value when applied to the real issues facing healthcare today and meaningful use is the starting point of that discussion.  But it can’t be a discussion with just the usual actors and players.  It can’t be just for the haves.  This must reach out to the have-nots.  Yes, this is our moral responsibility.  
It is our ethical responsibility and as you can see it is our fiduciary responsibility.  You came in here about ACOs and health IT, and the first guy up talks about this.  A reasonable question would be why start with this, and I say it because to be taken seriously, these issues, ACOs, health IT can’t be islands of technology isolated entirely to itself.  It has to be part of the main, and so I hope now you understand my point for being here, and I hope you get the message.  
Really, that’s the reason I’m at ONC, to really serve as a clarion, a clarion not to sing the praises of this coming tide, but provide a simple warning, a warning for all of us, a warning that we need to be more observant.  Look carefully at your patients, at your practice, and look carefully around, very carefully, not outward.  Stop looking outward for the largeness of that coming tide.  Turn around and look at the shore.  Yes, this tide will rise, and you will see that we can all go up with the tide, but the important thing that you have to notice is we only have one boat.  Thank you very much.  


[applause]

DR. CALVO:  Thank you very much.  What I would like you to do now is turn around and find somebody else, different than the person you spoke with, and share one key insight that you gained from Dr. Hunt with the understanding that that sharing we would like you to think about sharing that with the group as a whole.  I’m going to give you a minute each.  Get up.  Talk 30 seconds to give us one key insight that you gained.  Find somebody else in the room, and then line up in the back those of you who would like to share.  I will call you in a minute.  Go.  


[crosstalk]

DR. CALVO:  Okay, - - regular conversations, what I’d like to see if you could share with the group what is the insight that you guys are sharing with each other because we’d like to hear.  What are you really hearing?  You need to use the mic however, and by the way time is clicking so who wants to share?

FEMALE VOICE:  So I’ll share something.  

DR. CALVO:  Say who you are also by the way.

FEMALE VOICE:  Sure, I’m Monica - - , okay Monica - - program in Kaiser Permanente the region here, and I was just very inspired.  I am trying to do the - - much more specificity than we have in the past.  We do have medical records - - so it’s great.  It was inspiring.  It reminds me this is why we do this, and we really can make an impact.  So, thank you. 

DR. CALVO:  Thank you.  Another one? 

MALE VOICE:  Hi, - - from Syracuse, New York, and a year ago I was here listening to Dr. Hunt.  We had just - - an EMR, and the insight I have is a year later his talk really hits home on more now that I'm a year into it.  I think what was most eye-opening was the cost of disparity that we are seeing.  Thank you.  

DR. CALVO:  Very nice.  Now, what is going to start to happen, and I’ll tell you this up front, is you’re going to want to start wanting to share more and more, okay, but you’re going to have to be quicker about it because I’m only going to have two of you know.  Now, the next speaker is Frank Winters who is a partnership manager at CMS the Regional Office of External Affairs, and he is replacing  Dr. Nilsa Gutierrez, who unfortunately cannot be here with us but will be using her presentation. 
And how I would like you to think about this, again, I want you to really ponder what is a key insight that I get from this upcoming presentation that I will be ready to share with somebody else after I hear it relative to how HIT fits DHR’s fit in this whole other context of the patient centered medical home and where we’re going with ACOs, so you’ve got to hear it from the point of view of what does it mean to me individually right now.  But I'm sure he’s going to thrill us with his insights.  Thank you very much.  Please join in welcoming Mr. Winters.

MR. FRANK WINTERS:  Thank you.  I’m glad that we’re talking about the different pieces of the puzzle, and I think what’s exciting about this is actually there will be more pieces that we can put together as time goes on and a lot more opportunities that spring from the various sort of ways that we’re working to improve healthcare.  


Now, I’m going to focus a little bit more on electronic health records, which really feed into a lot of these other initiatives, and of course we’ve all heard about some of the benefits you just heard about.  Some other benefits you may not have thought about, but some of the benefits we hear about in terms of electronic health records reducing medical errors of course, reducing bad drug interactions, making heath records more available to patients and also to other healthcare providers.  Sharing information is critical, reducing duplicative testing, which is where sometimes the cost, one little piece of the cost piece, providing better care is part of that as well, also improving the accuracy of data and as was alluded to in the last presentation really providing a lot more data that can be used to provide a new level of analysis I think for dealing with some of these issues like health disparities, because that certainly as more is reported there will be wonderful opportunities there.  


But in order for this to work, of course, we have a concept of meaningful use.  In order for something to be of value, if you have whether it’s something for your kitchen or it’s an electronic health record or it’s your phone, you have to use it, you have to meaningfully use it to get any value out of it, and this is particularly important with electronic health records because one of the most important things is that data is shared and consistently shared so that other physicians, other providers can depend on the data, that there’s enough data, and that there’s enough that we get the value out of it.  
And so there’s, of course, this concept, which everyone sort of understood as important, was defined by ONC and by the Center for Medicare and Medicaid Services and Coordination and basically we talked about use of electronic health records in a meaningful manner, exchanging information electronically and also using electronic health record to report on certain clinical measures.  Those are the key components of what we call meaningful use.  


We have some specific requirements as part of our incentive programs in Medicare and Medicaid that people have to meet in order to be considered meaningful users.  A lot of basic information we call the core objectives that a physician or a hospital would have to report on in order to be a meaningful user.  You have to use e-prescribing, have to report on drug and allergy interactions, demographics, medication lists, vital signs, a lot of basic information that’s obviously important for patient care.  
In addition, there are requirements that certain clinical measures be reported on a core set of three clinical measures and three out of a set of thirty-eight what we call a menu set of optional measures.  The idea here is there is an understanding that these systems are complicated, getting to use the systems is very challenging, and so really a physician may not be able to report successfully on all of the different things that you would want to report on in the first year or years so that there should be gradually an increase in the requirements for reporting and that, you know, because there are some optional reporting requirements if you don’t meet all of those as long as you meet a minimal number, then you are okay.  You can get a payment, an incentive payment from the government still for being a meaningful user. 


Now, in the first year of a Medicare program, you actually only have to be a meaningful user for 90 consecutive days.  So, obviously a lot of physicians are just getting started, and this gives another opportunity to sort of ease in.  If someone is not up and running at this point, they can still get started before the end of the year and meet the requirements of meaningful use.  


The requirements are progressive.  Over time there’ll be more of an expectation of greater reporting, and the requirements in terms of reporting have not fully been defined yet.  We expect that it is likely that the menu set, the optional requirements for reporting in the first stage will become mandatory in the second stage, but it will be a regulatory process to actually define and get feedback based on how people are doing in the first stage.  So there’s flexibility.  
So, a little more about the result.  If you are a meaningful user, what incentives are available?  Well, there are incentive programs under both Medicare and Medicaid for physicians and other eligible professionals.  You have to choose between either the Medicare or the Medicaid incentive.  You do have the opportunity of switching once from one to the other if you need to do that.  Hospitals may be eligible to participate in both the Medicare and Medicaid incentive programs.  
The Medicare program is run directly by CMS.  The Medicaid programs are run by the states.  States don’t have to offer these although I think all of the states are offering these incentive programs, and there may be on the ground a few implementation sort of differences from state to state.  But there are some sort of general differences between the Medicare and Medicaid program other than just obviously one is being run by the federal government and one by the state.  
The Medicaid program, eligible professionals can start later and still get a full incentive payment under the Medicaid program.  Physicians can start as late as 2016, and still get the full payment from Medicaid.  With Medicare it’s a much quicker time table.  The last year a provider can start is 2014, and it will actually start to have a negative payment if they have not started by 2015.  And also, if you start late with Medicare you get a lower payment amount except you can start next year.  You’ll still get the full amount, but after that you actually get a lower payment amount for starting late under Medicare.  
This gives you sort of what the schedule is in terms of the payments from Medicare, a maximum of $44,000 over a five-year period for Medicare, and this is the penalties under Medicare, a 1% penalty, 2015, going up to 5% by the year 2018 for those who are not meaningful users.  And really the penalty of, you know, it’s whenever we have a penalty I think actually we a lot of times use the world adjustment because we don’t like to say penalty but the idea is that there is really a benefit, which you just heard about what some of the benefits are, and so at the beginning there has been incentive but later on it’s felt that once there’s ample time for people to adopt, it really, you know, this should be the standard of care, everyone having electronic health record, and that’s why later on there are these penalties for those who don’t at that. 


Under Medicaid the maximum incentive payment is higher you’ll notice, $63,750 of maximum payment.  Another difference with the Medicaid program is the first year under the Medicaid program, you don’t have to be a meaningful user to get a payment.  If you are adopting, implementing or upgrading your electronic health record technology, you can qualify during the first year for the Medicaid incentive payment.  The idea here is I think that Medicaid we know reimbursement is lower in the Medicaid program.  Physicians are serving Medicaid patients dealing with a more challenging population and to recognize that.  There are requirements, however, on the Medicaid side.  You have to serve a minimum number of Medicaid patients.  
It’s 30% Medicaid patients depending on which state you’re in.  Those in Children’s Health Insurance may or may not count.  If the Children’s Health Insurance program is part of the Medicaid program of the state, then they would they would count, but if it’s a separate program, then they don’t count toward that 30%.  Pediatricians can actually under Medicaid meet a lower threshold of 20%.  They get a slightly smaller incentive payment if they do that, however, and this gives you an idea of the difference.  
If you’re a pediatrician and you opt for only meeting the 20% requirement, you get up to $42,500 in payment.  So registration just became available on January 3rd, and so far 34,000 providers as of early March, it’s more than that now I’m sure, started registration process, and 26,000 were registered.  Some of the states have already started to make payments.  Under the Medicare program I mentioned that you have to be a meaningful user for 90 days in order to get a payment, so until really someone meets that requirements, the earliest date would be April and probably the check would not go out until May.  Medicare will not be making payments, so all that $30 million that has been paid out has been for Medicaid.  In a lot of cases it may be physicians who are just adopting the new technology now or upgrading their system to meet the new requirements for meaningful use.  


So, if you are interested and we hope that everyone will be and is interested, there are certain needs for someone to register.  Of course, you have to have a national provider identifier, enrolled in the Medicare program, enrolled in also what is called the peco [phonetic] system, which is an online enrollment system, and they have to decide whether they want the Medicare or Medicaid payments because again you can only get one or the other.  There is a little bit of a loophole in the sense that people who want to register right now because some states are starting a little bit other states with their programs, New York for example, and from the New York regional office, New York has not started yet with their Medicaid program.  They’ve done a lot of the work, but it’s not available for registration yet.  


So, some people may want to register.  It’s okay, you could actually register through the Medicare program, and you can actually switch more than once as long as it’s before you actually get in a payment and attesting that you’re a meaningful user.  So what I said earlier about switching once, that only means once you’ve gotten a payment, but right now if you decide early in the year wait a second I actually think the Medicaid program would be more beneficial for me in terms of the incentive payments, you could actually switch as long as you haven’t attested yet that you are a meaningful user and gotten money from either Medicare or Medicaid.  
The web site is available where someone would register HTTPS:ahrincentive.cms.gov.  This is a little bit of what it looks like, and that is also the site where people will use to attest that they are meaningful users of the technology, that they have met the requirements.  And it’s important if you are trying to meet those meaningful use requirements, the registration is very simple.  It takes maybe 15 minutes for physicians.  
For hospitals it’s more demanding, but for physicians it’s pretty simple, but attestation you have to attest to each reporting requirement that you’ve met it, which could be a time-consuming process so you do want to make sure with whatever software you have, you have to use certified software, certified for meaningful use.  You want to make sure that you’re comfortable with how it runs the reports for you so that you can easily go through that process and you may need to allow really some time for you to go through that, an hour potentially to go through that attestation process once you’re ready. 


For registration you have to have all of this information.  I won’t go into detail on that, but you have to have all of your relevant information ready before you can register.  We expect that the first payments will be going out under Medicare some time in May.  The attestation system probably not going to be fully running by April 1st, but we still expect payments will be available for those who already met the meaningful use requirements under Medicare by May 1st, and as we mentioned, many of the state Medicaid programs have already issued payments for those that have—basically have done Medicaid programs in - - I think 10 or 15 states, so they are gradually going on-line over the year.  Right now you have about 10 or 15 Medicaid programs that are up and running.  


Now, there are a lot of resources that are available for people who need assistance with this.  I’ll talk a little bit about them.  One of the great resources that falls under ONC are the regional extension centers.  They provide assistance to physicians, eligible professionals, who need help with this process in meeting the requirements for meaningful use.  They provide recommendations on software.  They provide support for implementing an electronic health record system.  
They provide training.  They also are great.  I know the ones we work with, I’m sure it’s the same elsewhere in the country, great at collaboration, working with, you know, different primary care doctors serving different populations have different needs, different medical specialties have different needs, and I know in our area they help link people up with some of the incentive programs we’re talking about, some of which are available not at the federal level yet but the states have a variety of demonstration projects.  
I know New York has one related to medical home, and so do many other states.  The regional extension centers are a great tool for linking you up with those and also working with vendors in terms of negotiating a good contract but also if there are upgrades or needs as I mentioned, different needs of primary care doctors, certain specialists, that they really work with you and are linked in with a lot of opportunities in terms of on-line collaboration, sort of work groups that are going on to try and make sure the technology is what it should be.  Now, the regional office, of course you are a resource.  You can reach out to us, and I’m happy to give anyone who needs my card, we are certainly happy to help you, but we do have an electronic health record center available now for people if they have questions about it at registration or just if they have any really questions about the incentive program, and they are—this is a very good center.  
They link up with our policy experts in the central office, so if there are any questions that they can’t answer, they get that answer for you, and they answer well over 90% of the questions that need follow up within one to two days.  So I highly recommend them.  The number is on the slide, 888-734-6433.  And I know unfortunately we didn’t have copies of my slides for you.  I’m also happy to e-mail them, and I’m sure we’ll get them on the web site and make them available to you if you need those. 


Okay, just a little additional background on this, of course we have our web site as a variety of FAQs, timelines, information about how this works in great detail about particularly the clinical quality measures that you are probably interested in.  That is CMS.gov\AHRincentiveprograms.  
Also the government health IT site, the ONC web site, very good resources.  There’s a lot going on at once, which is what is interesting about this venture with health information technology.  Simultaneously and ONC is really doing the heavy lifting here, you have a whole infrastructure being created for the sharing of health information, the certification of technology.  You have the adoption at the ground level with physicians and other eligible professionals of electronic health records and the vendors working to gradually improve that technology.  
Then you have the training of IT workers, which is also being subsidized by ONC, so there will be more of the brain power/man power to help practitioners and facilities with implementation, so there is a lot going on at once, and it’s kind of good to know about that.  ONC has great information about that process.  And I’ll leave it there.  Thank you very much. 


[applause]

DR. CALVO:  You  just got a lot of information there.  Now, it’s hard to drink from a fire hydrant, I know that, but I think follow-up after this meeting obviously will be available, and that’s another aspect of what we hope to present.  There really are some tremendous resources to help you.  What I’d like you to do now, however, is to in fact share one key insight that you really think may be of value or use to you immediately.  
Find someone else in the room that you have not spoken with yet, and I really want to encourage this particular discussion now to open up more to the whole room, so what you’re going to share with each other and anticipate that the person you are going to tell it to is going to want to share it to the group.  All right, I’m going to give you two minutes this time, one minutes each, because we’re actually ahead of time.  By the way you guys are doing great.  It’s 2:57 now.  You get two minutes.  Go. 


[crosstalk]

DR. CALVO:  Okay, it’s 3:00 now so currently we’re right on time, and we are hopefully going to hear some interesting insights from you now.  Who would like to share?  Come up to the microphone.  What I would like to do is really open it up to the conversation in the room.  By the way we still have Edwina to come and talk with us about the patients in the medical home and ACOs, so she is going to tie it all together for you.  So, no pressure on Edwina by the way.  She’s very good at this by the way.  I’ve heard her talk before.  Please come up to the mic and share one key insight that you’ve heard from the discussion so far and how to put it into practice for you, for us. 

MALE VOICE:  It was more of a concern that was raised, I think it was unspoken, the issue there was about the benefits of electronic medical records, but I think that because it’s easier to put a lot of information electronically I think it’s making some doctors lazy, cutting and pasting the same notes.  They are overwhelmed with the volume of things you need to go through so instead of going through a chart and one page, now you’re going through 17 pages and it’s actually less efficient sometimes.  So that’s a concern that was alluded to, but I don’t think it was actually addressed.  

MALE VOICE:  I’ll answer that very quickly.  You have to shift your mentality to individual patient centered only care to the population health - - .  So, for example, I know of places that have done the following.  They have put a staffer in the middle right after the receptionist, and that person, and they have done this with paper.  
That person has asked the question of every single patient that comes in the office, do you smoke what is your status of this, that or the other, so you ask all the population the health questions by someone who essentially doesn't have to have all kinds of degrees, but you get the mentality of the group talking about a population health aspect.  
This is on paper so by the time that information gets to the doc, you have a whole lot of insights than just the question of what your blood pressure is, and such.  So when you switch to the DHR limitation, it is the easier way of thinking about doing that team-based care addressing population health in your location.  It’s a very different way of thinking about an AHR than shifting to ANR only and still remaining in individual patient-by-patient only mentality. 

MALE VOICE:  I totally agree with you on that, and especially someone with systems issues, and we have - - at my center 20 years ago, the nurses asked about mammography, smoking, the last colonoscopy and all of those things before you even saw the patient.  That has been there.  The concern is a little bit different than perhaps what you addressed, and that is when you ask the system to send you information from the medical record, you now get 137 pages of electronic information much of which is redundant because the provider or somebody hasn’t taken the time or the effort to give you the patient summary, to say this is a 32-year-old man, - - chest pain.  
These are the findings.  Nobody is doing that because now they’re just getting everything.  You have to sort out. 

MALE VOICE:  As a dump you mean.  

MALE VOICE:  They are dumping the information.  That is exactly his concern.

MALE VOICE:  Cut and past within normal limits [crosstalk].

MALE VOICE:  Thank you for the clarification because that actually does create a different level of discussion.  Let’s honor Edwina’s presentation and welcome her.  She is the executive director of the Patient-Centered Primary Care Collaborative, and then what we are going to do is open it up for - - discussions and one of the issues that maybe hasn’t yet clicked for you.  Maybe then we can open it up for the whole discussion with the panel.  Edwina?


[applause] 

MS. EDWINA ROGERS:  We’ll do a really quick spin through healthcare delivery system reform including patient centered medical home and accountable care organizations.  I took half of my PowerPoint and I had given it to Sherry Ericson [phonetic].  I see that she wasn’t able to make it today, but I will still cover some of the things that I had given to her so that you will have a good feel for everything that is going on there.  
So, we’re going to walk through the definition of patient centered medical home, what is an accountable care organization, a very quick overview of the National Stakeholder Group, which is what I’m with, the Patient Centered Primary Care Collaborative, what we got in healthcare initiatives, going on there, healthcare reform, and resources that we have.  What I gave to Sherry was all about the national movement, was how can you - - Medicare, Medicaid, health plans, what employers are doing, multi-stakeholder pilots, where all the implementation is going on.  I also had given her the results of the implementation program, the quality improvements and the cost savings, and information on the - - programs.  


So I will mention some of those things.  With regard to patient centered medical home, the medical home concept was created in 1967 by the American Academy of Pediatrics for children with special healthcare needs.  So we decided to hang on to that term, update it, and wrap around it the Institute of Medicine’s definitions for patient centeredness, and we’ve done - - surveys, focus groups, and it doesn’t matter what you call it.  You can call it advanced primary care.  You can call it health homes, but people really don’t have a feel for what it is unless you have a tag line or a little bit of an explanation.  It’s kind of HAS’s.  
Ten years ago no one knew what an HAS was. There’s a picture there of Karen Davis Delaney [phonetic].  She’s with the Commonwealth Fund.  They in particular like patient centered medical home and promote it because their research shows that you can go a very long way in eliminating disparities among races and ethnic groups - - Wikipedia and Facebook.  


Now, what is a medical home?  Basically, there are seven components in a medical home.  They’re not equal.  I can tell you that the access piece is very important.  The decision is - - which is the IT piece, and the care coordination are the most important pieces but let’s think about access.  So access you would find things like same-day appointments, e-visits, phone visits, make-up appointments, extended hours, 24-hour call center, and we know that that really improves the results of the medical home.  
Then you have the patient engagement in care, and that's where the patient is a partner informed and given their treatment plan, they are given follow-up reminders, and they have access to their medical records - - counseling.  Clinical information systems is where you would find patient electronic registries, monitor adherence to treatment plans, maybe have easy access to labs, test results, medical records.  You have decision and support tools in place so that you can do population management.  


Care coordination is as simple as you agree to look out for the whole person, the mental health side the physical health side, coordinate their care throughout the whole system.  I know it sounds like a lot of responsibility.  It’s a team care approach, so it’s responsibility of the medical home provider to assemble the team 99% of the time.  Of course it’s going to be the virtual team for the needs of that particular report, so you might have one patient that obviously needs a cardiologist on the team and may need a dietician.  Patient feedback is included so the patient population is usually surveyed, maybe three, four, five percent of the patient population, and then quality and efficiency information is publically available.  


So now the medical home operating in the medical neighborhood, would be the accountable care organization.  It is or was included in healthcare reform legislation and in regulations that will be coming out rather quickly from CMS that to have accountable care organization it needs to be bounded and based in a medical home.  So if you think about an ACO, you can have right now thinking about 20% of the healthcare system is delivered through integrated systems, again they’re 80% through just sort of fragmented, different ownership systems.  
So they can come together and create kind of a virtual ACO through compact agreements.  You might have a local community hospital with a group of primary care physicians and then perhaps also some specialists, and basically the definition of an ACO by the Institute of Medicine is that they are defined as a group of providers that has the legal structure to receive and distribute incentive payments to participating providers.  
So it’s just as simple as that, and it’s something of the future of course.  Now, in exchange for all of that, of course there is payment reform, so under the medical home model the payment mechanism generally looks like what you see here.  There is a monthly care coordination fee that’s per patient, per month risk adjusted and also adjusted based on your level of medical home use.  If you have a traditional office visit on tope of that, and you have pay for performance on top of that one.  


So this is the way it looks now, the majority of the funding is coming from fee for service and little to no money from the other categories.  This is the way it will be looking in the future when you have the care management fee starting to come in rather strong, fee for service skill there, pay for performance there, and then the shared incentives for the medical neighborhood or the ACO coming in with money there.  


Now, you’re probably wondering, well, how does it look these care coordination fees, for a patient centered medical home?  I have a few examples here.  I can tell you at the moment they run from as low as a dollar to as high as a little bit more than $60 per patient per month.  You can see here that the $60, the - - right, that’s Minnesota Medicaid.  Some hospitals are paying as high as $100 for their no-pays or low-pays to keep them in a medical home.  Medicare  in the past has talked about from the low twenties to as high as 105.  The average now is like between $4 and $9, and this is a little bit misleading because these particular implementation programs here, you see these cash amounts, but there’s also the payers are offering in - - services for most of the implementation programs.  
They might offer to do training.  They might offer case workers, access to clinical pharmacists, some IT.  Also, they are offering things like paying for your recognition programs.  A little bit on the research, the evidence of patient-centered medical home.  We have Denmark, which is a country in the wold that has the most advanced system, and they organized their entire health system around patient centered medical home, and they have some of the lowest per capita cost for healthcare in the world, and the highest patient satisfaction ratings at 90 80%.  
Okay, and then all the—I had maybe about 10 slides in there that I gave to Sherry that were also based on quality improvements in cost savings.  So we have about 60 implementation programs that have already reported their results, and they’ve all been positive in that they show cost savings.  The one that has reported the highest was Boeing.  They had 20% cost savings, but a lot are in the 5 to 10% range for cost savings.  The quality improvements are based on HEDIS measures.  You also showed clinician morale improvements going up and patient satisfaction rates.  Now, just a minute or so on the Patient Centered Home National Organization, which is the Patient Centered Primary Care Collaborative.  It’s a membership organization.  It’s free and available, open to everybody.  
You can just go and sign up on our web site, and what we did with the national convener on everything to do with PCH and ACOs, we do the legislative and regulatory activity, and we’re trying to develop all the policy around this healthcare delivery system reform, and it includes of course many purchasers, providers, payers and patient organizations, and we do this through centers and task forces so at any given time there will be maybe a task for integrating behavioral health into the medical home or the IT that you would need for an ACO or medication management in the medical home, or training the work force, or payment reform.  
And there are six centers that basically take care of all the stakeholder groups around the country and also internationally.  We have a lot of groups participating from India, and Panama, and the U.K., and Spain, and some other Asian countries, and they send folks to our conferences, but we have a multi-stakeholder center where we are starting pilots, nurturing pilots, sending pilots, and the pilots are all implementation projects, they don’t shut down.  We have a center for public payor where you would find the state Medicaid directors.  
I don’t have those slides, but there are about 40 Medicaid programs that are working on full implementation for patient centered medical home.  Veterans is working on full implementation for four million.  Defense is working on full implementation for nine million, and OPM is working on implementation for the federal employees, that’s about two million in the DC area, and I know HRSA is working really hard - - community health centers for them to become medical homes, and them of course there is tremendous activity in Medicare through the advanced primary care demonstration project where eight states were given access to Medicare. 


Now, we have a center for employer engagement that has toolkits for employers to get them involved.  They have a center for e-health information and document exchange, just making sure that physicians don’t have to worry about medical home compliance, and then also worry about meaningful use.  We try to keep those two very close together.  
We have the center for consumer engagement, there are about 160 consumer patient advocacy groups, everything from labor unions to ARP, and then we have the Center for Accountable Care.  You mentioned that Veterans and Defense are working on full implementation, and in Medicare we’ve got eight states at the moment that have access to Medicare for patient centered medical home.  They are mainly in the northeast, plus Minnesota and North Carolina.  
Also, Medicare through their innovation center, they’re going to be sorting out how to implement patient centered medical home and of course accountable care in the rest of the system of the United States.  There are about 21 provisions that we got in healthcare reform and for primary care organizations. They are based around workforce supply.  You probably have noticed it matches up 8, 10, 11 percent for primary care physicians so there is money there for loan forgiveness, etc., and there’s additional funding for pilots for Medicaid.  
There was money for of course innovation center for Medicare and they are going to focus on implementing patients that are going - - other topics, and then there is also just general money for primary care, a big ticket item, costs $5 billion starting in 2013 and 2014, those two years only at the moment for primary care services only Medicaid has to pay.  
All 50 states Medicaid has to pay at the minimum Medicare level, and then in Medicare for primary care services only they are going to pay a 10% bonus for all primary care and Medicare for a five-year period starting this year, 2011.  We have all kinds of resources free and available on our web site. We have resources for physicians.  We have animated videos, brochures that they can order and put on their web site at no cost, and there are recognition programs.  I pulled those out of my slides.  There is at the moment NCQA.  They have about half of the market.  It’s kind of - - verified.  They are not certification programs but recognition.  - - came out with one about six months ago.  Joint Commission is coming out with one in July so that’s a whirlwind tour on patient centered medical home and how the care organizations.  Okay, thank you. 


[applause] 

DR. CALVO:  Thank you very much.  That was good, thank you.  We’d like to finalize this in the next few minutes and ask you to share with us what are your last insights and questions so that we can as a group share - - up to the panel I’d like you guys to answer what is one insight you gained from the other’s presentations that can help convert this together so that when the group closes here that we don’t just have individual presentations but how do we bring it together.  So, first to the audience.  Anyone who has a need to share with everybody right this second a key question or a key insight that is still percolating in your head? 

DR. STEVE SPAN:  Steve Span [phonetic] from Medical College - - in Houston.  We’ve been working on this for a long time.  We find that the biggest challenge in really implementing PCMH is the fact that the current reimbursement system doesn’t reimburse us to do that, so you have a chicken or egg phenomenon.  How do you really do it?  How do you do the - - care, the prospective care, the case management of when you’re getting paid ENM, code fee for service?  It’s almost impossible, so I think until the reimbursement reform gets in place, it’s going to be very hard pragmatically to do this particularly in the practice setting. 

DR. CALVO:  Use the microphone. 

FEMALE VOICE:  I just wanted to respond because we’re a level three patient centered medical home through NCQA, and I guess our journey started all around quality.  So once you have a good quality infrastructure supported with electronic health records, you are almost there because all the components of what is required in the patient centered medical home come from those two ingredients. So it’s difficult to be a patient centered medical home without an electronic health record.  You could probably get to a level one, but then if you have the quality piece in it where all the self management, the tracking is built into your practice, then it just becomes a lot easier to do. 

DR. CALVO:  I wouldn’t set you up, but in fact if you really think about the quality HER and convergence at the medical home as part of what was going on in the panel, so I appreciate the comment in particular.  - - key insights from each of you maybe if you want.  You don’t have to, but in terms of your reaction to the other speakers and what we would like to have them go home with?


[crosstalk]

MALE VOICE:  I got something a little more from actually from the audience talking about the other speakers, because I thought the insights were good.  But I liked your comment and I’m hearing this more and more of the challenge of you are getting all this information so are people becoming lazier because they’re getting all of this information.  Are they really making the best use of it?  I think that’s a real challenge, but thinking about that, it made me think about when I hear about accountable care organizations and reform, and the medical home, I’ve often thought, well, you know, electronic health records are really what make that possible.  
But your comment made me think, well, sort of going in the other direction really this payment reform is also what helps us to get the most we can out of electronic health records because I think it makes everyone more accountable in terms of how they use an electronic health record.  I also in terms of that whole discussion it made me think about the internet and now how far it has gone in terms of helping us to filter information because I think there is less of a sense than a few years ago although some people still certainly have a sense that there is just all of this stuff, what do I do with it?  Now there are so many web sites and tools that help us to filter information and I think probably over time we have to get there with electronic health records, and whereas I think a lot of the discussion has been on a public health level how you filter and make great use of that information, I think on a practice level that is really probably more important and a lot more work needs to be done. 

MALE VOICE:  I definitely agree and this time right now particularly with the question feeding acknowledge into the question of cut and paste and having electronic health records are just massive amounts of paper or just massive amounts of information, we have two things that are on the road to hopefully mitigate some of that.  You can never enterprise rid of all of it.  
The first is that we’re aiming for more structured text.  Structured text means that you will be able to sort and filter and be able to cut out a lot of the tape, not only that you would be able to more easily identify, oh, this is just the exact same as before because of pattern matching.  
One interesting project that I know some of the VA had I think I want to say all of them, but I can’t say all of them have started to look at is being able to identify whether or not a piece of information was directly pasted in or whether it was newly entered in because they did start to see a lot of - - led the country actually in a lot of the electronic health records, and they noticed the same phenomenon, records were actually blossoming and multiplying at rates that are unbelievable, full neurological exams, again and again, you did ten full complete neurological examinations in two minutes.  
Really?  Wow, and that was because of the cut and paste phenomenon, and they were able to then identify and say, well, you can cut and paste and it’s going to be tagged and labeled that this was cut and pasted from last month’s visit.  And I think there will be some opportunity in that, but I think that we need to have that discussion along with the broader discussion of meaningful use, and if I could give a plug for you’ll see a comment periods coming out as we begin to develop the rules and regulations for the next stage of meaningful use.  
A lot of the concern was you sort of threw stage one up rather quickly, and we did, and that was of necessity but as stage two and three come out, we really, really, really want your comments and questions, points of that nature, how can we begin to talk about solutions for the cut and paste record if you would.  I think that would go a long, long way to making this better.  It’s a work in progress.  

DR. CALVO:  Well, thank you very much.  With that I’d like to close the discussion and thank our panelists for really fascinating presentations at least from my perspective.  Thank you all for participating. 


[applause] 
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