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Multi-Payer Pilot Stakeholders 
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Health Plans  
• Aetna 
• Anthem-Wellpoint 
• CIGNA 
• Colorado Medicaid (HCPF) 
• CoverColorado 
• Humana 
• United Healthcare 
Employers 
• Colorado Business Group on Health 
• Centura 
• IBM 
• McKesson 
• State of Colorado 
• Patient Centered Primary Care Collaborative 

(PCPCC) 
Physician Societies 
• AAFP/CAFP 
• American College of Physicians 
• Colorado Medical Society 
Others  
• Colorado Health Department (CDPHE) 
• University of Colorado-Denver 
• Consumers 
 

 
Hospitals 
• HealthONE 
• Centura 
• Exempla 
• Memorial Hospital 
• Colorado Hospital Association 
• Others 
Associated IPAs 
• Integrated Physician Network 
• Northern Colorado IPA 
• Physician Health Partners  

• Primary Physician Partners 
• South Metro Physicians 

• MedSouth 
Pilot Partner Region  
• Health Improvement Collaborative of Greater 

Cincinnati 
Pilot Evaluator 
• Harvard School of Public Health 
Funders 
• The Colorado Trust  
• The Commonwealth Fund 



The Front Line Innovators! 
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• Belmar Family Medicine 
• Broomfield Family Practice 
• Clinix Health Services of CO  
• DeYoung Family Medicine 
• Family Care Southwest 
• Family Practice Associates 
• Ideal Family Healthcare 
• Internal Medicine Clinic of Ft. Collins 

• Lakewood Family Medicine 
• Lone Tree Family Practice 
• Michael Mignoli MD 
• Miramont Family Medicine 
• Mountaintop Family Health 
• Provident Adult & Senior Medicine 
• Southpark Internal Medicine 
• Westminster Medical Clinic 
 



Pilot Parameters 
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• Two-to-three-year pilot 
• Convened January 2008; TA December 2008; Started May 2009 

• PCMH Joint Principles 
• NCQA PCMH Recognition 

• 14 at Level III;  2 at Level II 

• 17 Family & Internal Medicine Practice sites 
• Various sizes across the Front Range 

• 20,000 patients covered (100,000 affected) 
• Three-tiered payment structure 

• Fee for service (FFS); Care management fee (PMPM); P4P 
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Section Title 
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Goals/Measures 
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• Improve quality 
• Diabetes 
• Cardiovascular disease 
• Tobacco 
• Depression 
• Prevention 

• Reduce cost trends  
• Emergency room (ER) visits 
• Hospital admissions 
• Generic pharmacy 

• Improve satisfaction  
• Patients/families 
• Health care team 

• Internal  
• External 

• Matched comparison 
design 

• Meredith Rosenthal  
• Harvard 



P4P Measures 
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    P4P Clinical Measures 
 

P4P Targets 
   

1. HgA1c>9 (DM) 15% 
2. BP <130/80 (DM) 25% 
3.  LDL <100 (DM) 36% 
4.  Tobacco Counseling (DM) 80% 

5.  Depression Screening (DM) 40% 
6. LDL <100 (CV) 50% 
7. BP <140/90 (CV) 75% 
8. Tobacco Counseling (CV) 80% 
9. Depression Screening (CV) 40% 

Cost Trend Measures 
Reduce ER Visits 5% 
Reduce IP Hospitalizations 5% 
Increase Generic Pharmacy 10% 



Data Slides 
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Data Slides 
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STRONGER Patient & Provider Relationships 
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Pat Schmidlapp 



Data Slides 
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Technical Assistance 
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1. Office Redesign 

Based on IPIP - Planned Care Model - IHI  

Focused Approach Related to NCQA Tool  

In Office QI Coaches 
Learning Collaboratives & Calls 

Monthly Practice Reporting 

2. Technology 

Common Communication Platform 
HIPAA Compliant E-Mail 

Care Plan - Registry 

Patient Portal- Engagement 

3. Integrating Care 
Expand Services; Coordinate/ Integrate 

care with “Medical Neighborhood” 
using Compacts 

Care Plan Manager/Coordinator 

Co-Located/Shared/Referred Services 

4. Patient Centered 
 

Enhance Access 

 
Patient Activation &  

Satisfaction (Experience) 

 
Form Partnership with Patients – Shared 

Decision Making 
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Quality 
Improvement 

• Practice Structure 
• Care Coordinators -  94% 
• Registry for Diabetes and Heart/Stroke 

– 100% 
• Compacts – 18% 

Expanding Team Roles 
Cost  

• Reducing ER – 4 practices doing mini 
pilots 

• Admissions,  
• Generic Pharm - E-prescribing 100% 

Patient 
Satisfaction 

• Access - Expanded hours and email 
communication 
• Extended Hours – 75%   
• E-Mail – 87%  
• Website 100% 
• Patient Education and Engagement – 

100%  

Provider 
and Staff  

Satisfaction 



IMPROVED Communication: Hospitals & PCPs 
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Sky Ridge Medical Center PCMH Sub-Committees 
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Emergency Department 
 

~Educate ED staff regarding PCMH 
~Identify patients who belong to 

PCMH 
~Collaborate with PCPs and exchange 

information freely 
 

HIM 
 

~Develop timely notification to PCPs 
when patients are in the ED 

~Ensure all results are faxed to PCPs 
~Review information being sent to 

PCPs for quality 
 

Future Programs and 
Marketing 

 
~Market services provided by SRMC 
~Advertise PCMH pilot participation 
~Serve as Medical Neighborhood for 

our community 
 

Physician Relations 
 

~Identify and work with PCPs who 
have joined the PCMH model 

~Educate PCPs in the community 
about our services and support 

for pilot 
~Evaluate progress 

 



Better Care Coordination – Medical Neighborhood 
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Jan Vergo, RN 

Westminster Medical Clinic 
 
 



INCREASED Patient Activation 
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Creation of Patient Advisory Committee 
• Developed (with input from the Physician Advisory Committee) patient 

education materials 
• Provided feedback on the development of the patient survey and other 

patient communications 
• Working with their practices to boost the role of the patient in the practice 
 



Technology  
and Tools 
 Personal  

Health Record  
 Point of care 

information 
 Electronic 

prescriptions 
 In-depth reporting 

Enabling Technology and Practice Support 

Care Coordination 
Management and Support 
 Health plan care and  

disease management 
 Educational materials 
 Patient activation tools 

Transformation 
Support 

 Assigned  
facilitator 

 Online tools 
 “Boots on the      

ground” resources 

How the Medical Home Drives Value:  
What We Are Operationally Doing Different 

PRACTICE QUALIFICATIONS (Based on NCQA PCC-PCMH Standards) 

Benefits 
 More time for patients 

 Better care continuity 

 Improved care 
transitions 

 Improved quality of 
reporting 

 More efficient care 
delivery 

 Enhanced patient 
focus 

 Improved patient 
safety 

 Improved practice 
profitability and 
satisfaction 

 Simplified and 
coordinated health  
care experience 

Enhanced Access 
 Timely appointment scheduling 
 Evening, weekend and holiday hours 
 After-hours support 

Care Coordination and Chronic Condition Management 
 Weekly identification of patients in transition or at risk 
 Specialty referral coordination and tracking  
 Disease and case management enrollment 

Team Care 
 Physician-directed team both in and outside of the practice setting 
 Management of care transitions across the health care continuum 

Performance Measurement, Assessment and Improvement  
 Practice in accordance with clinical evidence 
 Performance evaluation based on medical best practices 
 Measurement of clinical processes and outcomes 

Clinical Information Systems 
 Care management 

 
 Decision support 

 
 Electronic prescription filling  

Expanded Patient-Centric Clinical Services and Capabilities 

Healing health care. Together. 

PRACTICE QUALIFICATIONS (Based on NCQA PCC-PCMH Standards) 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without express permission of UnitedHealth Group. 



Questions? 
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Julie Schilz, BSN, MBA 

Systems Transformation Director 
JSchilz@healthteamworks.org 

 
Zula Solomon, MBA 

PCMH QIC Manager  
ZSolomon@healthteamworks.org 

 

Anna Vickery  
Quality Improvement Coach 

AVickery@healthteamworks.org 

 
Kari Loken 

PCMH Project Coordinator 
KLoken@healthteamworks.org 

 

Marjie Harbrecht, MD 
Chief Executive Officer 

MHarbrecht@healthteamworks.org 

 

www.healthteamworks.com 


