	Table 1: Overview of Activity in Member States

	State
	Overview
	Target Start Date
	Target Population
	Delivery System

	Alabama
	· Since 1997, more than 420,000 Alabama Medicaid recipients – 80% children – have been assured access to a basic medical home each year through Patient 1st, the Agency’s PCCM program.
· Since August 2009, approximately 1,100 Primary Medical Providers (PMPs) provide care to assigned patients or refer them to another provider for care.
· Plan is to build on the PCCM model, more effectively position primary care practices to measure quality and deliver more coordinated, improved care.
	· The present Patient 1st program was approved by CMS in August 2004, transformation grant awarded in 2007, implemented in 2008.
	· Medicaid 
· CHIP
	· PCCM

	Iowa
	· During the 2007 interim legislative session, a Legislative Commission on Affordable Health Care Plans for Small Businesses and Families (Commission) was authorized.  Two of the Commission’s eight guiding principles are “everyone should have a medical home” (#3) and “reforms should drive quality improvements and contain costs” (#6). In 2008, motivated by the Commission’s report, the Iowa General Assembly enacted HF 2539, the Health Care Reform Act. HF 2539 provides a blueprint for establishing and spreading the patient-centered medical home (PCMH) model as a major quality improvement strategy for Iowa’s reformed health care system.

· Iowa will target Medicaid children in its initial medical homes project.  However, the Medical Home System Advisory Council (MHSAC) goal is to develop a system which provides a PCMH to all Iowans. The delivery system for fully spreading Iowa’s PCMH is in the early stages of being developed, and will be designed based on input from providers, consumers, and public and private insurers. Iowa is considering a variety of delivery systems, one being MediPass, the Medicaid Provider Access System.
	· To be determined
	· Medicaid children 
· Goal: all Iowans
	· To be determined

	Kansas
	· During the 2007 legislative session bipartisan support of the medical home concept was achieved and legislation was passed which codified the definition of a medical home in Kansas and instructed Kansas Health Policy Authority (KHPA) through a stakeholder input process to develop systems and standards for implementation and administration of a medical home in Kansas for Medicaid, SCHIP, MediKan, and State Employee Benefit Plan enrollees. Serious budgetary shortfalls will delay full implementation of the medical homes pilot projects as part of a phased-in implementation.

· Since 2009, working to initiate a pilot medical home project for adult Medicaid enrollees with chronic illnesses as a part of The Commonwealth Fund’s State Quality Improvement Institute.
	· Pilot target date with Medicaid beneficiaries with chronic diseases mid-2010

· Develop plan for statewide implementation by January 2011 and implement as soon as funds are available
	· Children
· Goal: all Medicaid and SCHIP enrollees
· Adult Medicaid with chronic illnesses – pilot to be determined
· State employees
	· MCO

· PCCM

	Maryland
	· Maryland is on a path to establish a patient-centered medical home pilot that will include all patients across all public and private delivery systems (including Medicaid MCOs), except Medicare. This initiative is supported by a 2007 Executive Order that created the Maryland Health Quality and Cost Council, and legislation passed in 2009 (House Bill 705). The Council brings together health care leaders to collaborate on ways to improve quality and contain costs across the public and private sectors, and has created a Patient Centered Medical Home (PCMH) Workgroup as part of its activities. The PCMH Workgroup’s charge is focused on strengthening primary care and exploring wider adoption of the medical home model. Consistent with Maryland’s all payer tradition in hospital rate-setting, the Workgroup hopes to develop an all payer payment system for the PCMH that balances the needs for overall system savings while enhancing primary care practices and the health of the patient population.
· Three subgroups consisting of Workgroup members and other stakeholders have been formed. The subgroups further analyze issues and present conclusions to the Workgroup.
1. The Medical Home Foundations Subgroup is charged with:
Defining the medical home and recognition method
Defining participants (types of providers, patients, payers, purchasers)
Designating the recognition methods
Delineating measurement methods for quality, efficiency, and satisfaction
2. The Medical Home Foundations Subgroup is charged with:
Identifying technical and financial challenges for practices considering adoption of a PCMH model
Determining sources of technical and infrastructure support, including private and public funding
Determining the steps needed to sustain PCMHs once established
Identifying legal issues that need resolution, including Medicaid participation, anti-trust, and safeharbor issues
3. The Purchasers and Consumer Education Subgroup will be charged with:
Developing provider recruitment and training strategies
Creating standards for a patient education program focused on why it is important to have a medical home and assistance in matching patients and PCMHs
	· Start of Pilot January 2011. Begin enrolling practices April 2010, with selection complete by fall of 2010.  Pilot will end December 2013.
	· PCMH pilot will be open to all patients, insured by Carefirst, United Health Care, Aetna, Coventry, Medicaid, and Medicare Advantage plans.  Both healthy individuals and those with chronic illnesses will be included.
	· HMOs, PPOs, and/or MCOs

	Montana
	· Passport to Health is Montana Medicaid’s PCCM program. Over 70% of people who have Montana Medicaid are enrolled with a primary care provider in this program. Providers participating in Passport to Health receive a PMPM case management fee to serve as the medical home for Medicaid clients on their caseload.  In addition to general medical services, providers keep a central record for each client, offer direction for emergency care 24/7, educate clients about the proper use of the emergency department, educate clients about primary and preventative care, and refer clients to services the provider cannot perform, when necessary.

· Montana Medicaid also has a lock-in PCCM program called Team Care for clients who have been identified as high utilizers of Medicaid services. These clients are locked in to one pharmacy and one provider and not able to change without good cause.

· Effective October 1, 2009, about 10,000 children ages 6-18 will move from CHIP to Medicaid, be enrolled in Passport, and be able to access additional services. (Medicaid income levels increase for this age group.) This is a Medicaid expansion group funded by CHIP and is part of Healthy Montana Kids, a new statewide initiative to insure Montana children.
· Montana’s waiver amendment for its new disease management program (Health Improvement Program) was accepted by CMS in late September.  The State will contract with local community and tribal health centers to offer care coordination and health coaching to Medicaid Clients identified as high cost, high need using predictive modeling software it purchased.  Clients will receive education about the medical home and their care plan will be coordinated with their PCP. 
	
	· All Medicaid except dual-eligibles, children in subsidized adoption, and individuals in institutions
	· PCCM

	Nebraska
	· Long history of utilizing PCCM through the Medicaid Managed Care Program.  The current provider network includes over 650 PCPs.

· Started in 2008, the Nebraska Medicaid Enhanced Care Coordination Program operates independently from the 2009 Legislative medical home pilot.  This is a Medicaid initiative to enhance and maintain client health while lowering the cost of health care. Care coordination, built on accepted standards of health care and disease management strategies that can lower costs, is provided to people with multiple medical conditions. A key feature of this program is to establish and maintain a medical home for these targeted clients.
· Legislation passed in 2009 to implement Medicaid Medical Home Pilot
	· Medical Home Pilot – January 1, 2012
	· Medical Home Pilot – Medicaid/SCHIP clients of all ages in one or two rural geographical areas
	· FFS with a PCCM-based model including incentives

	Texas
	· Texas has dedicated $25 million to test various health (medical) home models to determine which model(s) is most appropriate for state-wide implementation. The Health Home Pilot Project will test up to 10 different types of medical home models with varying delivery models and support for practice change. The pilot projects are expected to begin implementation in April 2010. The Health Home Pilot Project is using the expertise of a consultant to organize and facilitate the implementation of the pilots and be responsible for bringing together an expert panel to assist in the planning (to include creation of a definition for “health home” that is appropriate for Texas), pilot project selection, and project evaluation criteria. A major duty of the consultant is to evaluate each pilot project and compare across the different models. The expert panel will advise on expected outcomes/success.
	· April 2010
	· Up to 10 pilot projects across the state

· Children enrolled in Medicaid (through age 20)
	· All delivery systems under consideration
· Existing reimbursement models will be used

· Grants will be provided for practice transformation

	Virginia
	· The Department of Medical Assistance Services (DMAS) operates a primary care case management program (PCCM) in the far southwestern part of the state that it is seeking to change to a medical home model.  DMAS has initiated a significant research and communication effort with providers and other state Medicaid agencies to develop a pilot medical home program in this area which will consist of primary care, behavioral health, disease and case management, and other assistive resources. 
	·  July 2010
	· Southwest Virginia

· Aged, blind, or disabled (ABD) and low income families with children (LIFC)
	· Enhance current PCCM program


	Table 2: Status of Support and Partnerships

	State
	Legislative Action
	Governor’s Action
	Groups or Committees that Include State Policy Makers
	Other Relevant Activity

	Alabama
	· Program implemented without legislative action
	
	· The Alabama Medicaid Agency has established productive working relationships with the state physician associations, the Alabama Primary Health Care Association (representing FQHCs in the state), the Alabama Department of Public Health (CHIP program administrator), among others. 

· Long-standing Patient 1st Advisory Council comprised primarily of physicians serves as the basis for a larger stakeholder council that will help the Agency to further develop the medical home program.
· Alabama Healthcare Improvement and Quality Alliance (AHIQA) workgroup which brings together representatives from public and private organizations, including the state’s Medicare QIO, Blue Cross and Blue Shield of Alabama, and provider organizations to collectively establish measures predicated on national standards that can be used to measure progress on all programs throughout the State.  AHIQA is led by Alabama Medicaid.
	· 1915(b) waiver for Patient 1st

· Alabama has working relationships with

state physician associations, 
Alabama Primary Health Care Association (representing FQHCs in the state), and
Alabama Department of Public Health (CHIP program administrator)

	Iowa
	· During the 2007 interim legislative session, a Legislative Commission on Affordable Health Care Plans for Small Businesses and Families (Commission) was authorized.  Two of the Commission’s eight guiding principles are “everyone should have a medical home” (#3) and “reforms should drive quality improvements and contain costs” (#6).

· In 2008, motivated by the Commission’s report, the Iowa General Assembly enacted HF 2539 , the Health Care Reform Act. HF 2539 provides a blueprint for establishing and spreading the PCMH model as a major quality improvement strategy for Iowa’s reformed health care system. The blueprint focuses on the Joint Principles, defines PCMH, and outlines needs for a statewide structure.  HF 2539 also provided for the creation of an advisory council.
	· See legislative action 
	· HF 2539 created a Medical Home System Advisory Council (MHSAC) to be staffed by the Iowa Department of Public Health (IDPH) to lead in developing the policies, procedures, and best practices for implementation.  Payers, consumers, a wide variety of provider groups, and legislators are represented on the MHSAC.
· The MHSAC is chaired by the President/CEO of the Iowa Healthcare Collaborative (IHC), a not-for-profit organization dedicated to educating and equipping health care providers across Iowa. The MHSAC is also supported by 1.5 full-time staff within IDPH. 

· The MHSAC has 3 workgroups, chaired by primary care providers, to plan and eventually implement a comprehensive Iowa-based PCMH system: 
1. Definition & Certification

2. Reimbursement Strategies & Policy
3. Education & Learning Collaborative
	· The Iowa Healthcare Collaborative (IHC) has been leading the charge to align and equip practices to become medical homes.
· The Iowa Collaborative Safety Net Provider Network was established in 2006 to improve the coordination and quality of services for the safety net population, with a legislative mandate to help safety net users “determine a medical home.” Recently, the Network convened a group of partners to provide information about some of the more challenging aspects of becoming a medical home through community utilities.  Community utilities include care coordination, some aspects of health information technology, health education and prevention, and the coordination of existing services in the community. There is growing recognition that some providers will have the capacity to meet the requirements to become a PCMH using only in-house resources, while other providers may significantly benefit from a community utility model.

	Kansas
	· In 2007 the KHPA delivered to the legislature and the governor and enthusiastically endorsed comprehensive health reform plan which was formulated with the express purpose of improving health in Kansas.  A primary means to accomplish that was through the promotion of medical homes to Medicaid and SCHIP beneficiaries, as well as state employees and their dependents.
· In 2008, Kansas policymakers demonstrated support for adopting the medical home concept for Medicaid/SCHIP and state employee enrollees in the passage of Sub. SB 81 (New Section 13) which defined the medical home in statute.  See http://www.kslegislature.org/bills/2008/81.pdf
	· See left
	· During the fall of 2008 and winter/spring of 2009 KHPA convened a broad group of stakeholders who developed a statement of principles which will guide the implementation process.  See http://www.khpa.ks.gov/stakeholders/download/3.16MedicalHomeModelDraf%20Preamblerevisedes.pdf
· The full group and three subgroups met frequently during 2008 and 2009 and developed consensus on the broad principles and standards that should underpin the Kansas medical home.
	· Kansas is a participant in the Commonwealth Fund’s State Quality Improvement Institute and is using those resources to initiate a pilot medical home project for adult Medicaid enrollees with chronic illnesses.

	Maryland
	· Legislation passed in 2009 (House Bill 706, Electronic Health Records – Regulation and Reimbursement) requires health care insurers to establish incentive programs for the meaningful use of electronic health records. Because the PCMH requires adoption of electronic health records, payer support of the PCHM will count as an incentive for meaningful use.  See http://mlis.state.md.us/2009rs/chapters_noln/Ch_689_hb0706T.pdf
	· Through Executive Order, the Governor created the Maryland Health Quality and Cost Council to focus priorities for improving health care in Maryland. The Council brings together health care leaders to collaborate on ways to improve quality and contain costs across the public and private sectors. The Council created a Patient Centered Medical Home (PCMH) Workgroup as part of its activities. For executive order, see http://www.gov.state.md.us/executiveorders/01.01.07.24eo.pdf 
	· The Patient Centered Medical Home (PCMH) Workgroup includes three subgroups:

Medical Home Foundations 
Practice Transformation 
Purchasers and Consumer Education 
· The Workgroup and subgroups have held 14 meetings since beginning work in March and have made recommendations to the Governor’s Council
	· Final Report on the Governor’s Health Care Access and Reimbursement Task Force. In particular see recommendation 4, available at http://mhccmaryland.gov/legislative/hcar_taskforce_finalrpt.pdf
· See also Patient Centered Medical Home Website at http://dhmh.state.md.us/mhqcc/pcmh.html 

	Montana
	
	
	
	· 1915(b) waiver for PCCM program and nurse advice line.  Please see http://medicaidprovider.hhs.mt.gov/pdf/passportwaiver.pdf 
· Montana’s Children’s Special Health Services (Title V) program focuses on fostering a medical home for special needs children. CSHS reports annually on their progress by tracking the percentage of children with special health care needs age 0 to 18 who receive coordinated, ongoing, comprehensive care within a medical home.

	Nebraska
	· The 2009 Nebraska Legislature passed legislation to establish a Medicaid medical home pilot program to be designed and implemented by January 1, 2012, by the Nebraska Department of Health and Human Services (DHHS).   http://nebraskalegislature.gov/bills/view_bill.php?DocumentID=6601
	· Governor appointed a seven member Medical Home Advisory Council to provide assistance to DHHS in developing the Medicaid Medical Home Pilot.
	· DHHS-led Core Planning Team will work in tandem with the Governor’s Medical Home Advisory Council to assist in the design and implementation of the pilot. The Advisory Council will work with working stakeholders groups, representing clients, client advocacy groups, providers, and other purchasers for input and feedback on the system design.  Additionally, the Council will facilitate critical connections to current state initiatives, and assist in the implementation of the pilot.
	

	Texas
	· The Texas Legislature passed House Bill 15, 80th Legislature, Regular Session, 2007, which appropriated  $150 million for the 2008-2009 biennium for strategic initiatives to expand children's access to Medicaid services. The new funding is part of a $1.8 billion plan in response to the Frew v. Hawkins lawsuit over utilization of preventive services in children's Medicaid. The Health and Human Services Commission (HHSC) created a committee to help the agency determine how to use the new funding. This committee approved an initiative to promote health homes in the state of Texas (the “Health Home Pilot Project”). The initiative will use a consultant to recruit and organize a panel of experts to provide advice on how to select pilot projects and evaluate the overall project.
· The state has dedicated $25 million to test up to ten different medical home models to determine the model that will work best statewide – the Health Home Pilot Project. Therefore, delivery system may vary.
	· The Health Home Pilot Project initiative has been approved by the Office of the Governor.
	· An expert panel of approximately 10 public and private representatives has been named.

· The expert panel has met three times.
	· In FY09, the Texas Department of State Health Services (DSHS) provided Title V Children with Special Health Care Needs (CSHCN) funding in the form of $10,000 grants to four primary care practices to improve their medical home services for CSHCN.  In FY2010, the seed funding offered is increased to $20,000 and requires practices to prepare for and seek National Committee for Quality Assurance (NCQA) Recognition Level 1.

· Since 2003, DSHS has facilitated a statewide Medical Home Workgroup (MHWG) to develop a strategic plan and improve medical homes for children in Texas.  Several members of the MHWG currently participate in the Health Home Pilot Project’s Expert Panel. The efforts of the MHWG led to the Texas participation in the National Initiative for Children’s Healthcare Quality (NICHQ) 10-state Medical Home Learning Collaborative II in 2005.  Two practices (one a transition clinic in a medical center in Houston and one a federally qualified health center in Harlingen) participated and gathered data on practice improvements.  Also, members of the MHWG from two major medical centers in Texas (in Dallas and Houston) participated in a national study conducted by the Center for Medical Home Improvements, resulting in a 2009 Pediatrics article, “Improved Outcomes Associated with Medical Home Implementation in Pediatric Primary Care.” The multiple activities represented by the MHWG are highlighted in the strategic plan updates found at http://www.dshs.state.tx.us/cshcn/medicalhome/mhgroup.shtm.  

	Virginia
	
	
	· DMAS meetings with provider stakeholder groups have taken place.
	· DMAS Executive Management endorsed examination of PCCM delivery system.
· A briefing paper has been drafted: Focusing on the Patient: Revitalizing Medicaid Health Care Delivery in non-MCO areas.


	Table 3: Relevant Private Sector Activity, including Multi-Payer Initiatives

	State
	Activity

	Alabama
	· Work is underway to collaborate across payers and with all relevant stakeholders to further refine the medical home definition, identify measures associated with a functioning medical home and develop a process to recognize medical home providers in a meaningful way. Alabama Healthcare Improvement and Quality Alliance workgroup is collectively establishing measures predicated on national standards that can be used to measure progress on all programs throughout the State.  BlueCross/Blue Shield is in the process of implementing a medical home pilot project with approximately 15 provider groups in the State.

	Iowa
	· While some payers in Iowa have developed payment pilots to redesign reimbursement to include the PCMH, none of the models thus far have fully included all of the principles of a patient-centered system. The Reimbursement and Policy workgroup is bringing together partners to develop a multi-payer reimbursement model that supports PCMH spread. Currently, major payers such as Iowa Medicaid and Wellmark Blue Cross/Blue Shield are enthusiastic and supportive of participation in a pilot once meaningful measures are developed.

	Kansas
	· Private insurers, including Blue Cross/Blue Shield and United Health Care, participated in the Medical Homes Stakeholder group convened by the KHPA in 2008 and 2009. This stakeholder group was charged with developing standards for a medical home in Kansas.

	Maryland
	· CareFirst PCMH pilot launched in January 2009
· The stakeholders in the Medical Homes Workgroup include the four largest payers in the state, representatives from the three primary care specialty societies (ACP, AAFP, and AAP), the state Chapter of the AMA, representatives from hospitals, large and small purchasers, AARP and several other consumer groups, and a pharmaceutical manufacturer.

	Montana
	· Managed Care Section is working closely with Community Health Center Directors to develop the Health Improvement Plan

	Nebraska 
	· Nebraska Integrated Systems of Care for Children and Youth with Special Health Care Needs: This program is a partnership of the Nebraska Medicaid Medically Handicapped Children’s Program, the Nebraska Family-to-Family Information Center, and the Boys Town Institute for Child Health Improvement. Activities include a Medical Home Learning Collaborative for pediatric practices in the Omaha Metro area, expanding public-private partnerships, and enhancing the participation of families and youth, especially from diverse cultural and ethnic backgrounds in medical homes.
· Nebraska eHealth Council: This council facilitates discussions among eHealth initiatives in the state and makes recommendations on how the state should promote the adoption of eHealth technologies. Currently there are four health information exchanges in the state. The Council recently released the Nebraska e-Health Plan.  See http://www.nitc.ne.gov/nitc/meetings/documents/20090708/Nebraska%20eHealth%20Plan-Version%204%20for%20comment.pdf

	Texas
	· The Health Home Pilot Project is focused on children enrolled in Medicaid.  The pilot selection criteria and project evaluation criteria are being developed with advice from an expert panel of public and private representatives; however, there is a representative from the multi-payer initiative, the Texas Medical Home Initiative.

· The Texas Medical Home Initiative (TMHI) is a private Patient-Centered Medical Home (PCMH) initiative with public collaboration and multi-payer partnerships.  The initiative is projected to pilot an adult-focused medical home model in the spring of 2010.  TMHI has recently incorporated as a non-profit organization.  State staff are participating in the initiative as part of the steering committee and Board of Directors.

	Virginia
	· The Department of Medical and Assistance Services (DMAS) has entered discussions with the Community Care Network of Virginia, Inc. (CCNVA) (www.ccnva.com) to launch a medical home pilot in rural southwest Virginia at a FQHC. To develop the pilot, DMAS is exploring relationships with the American College of Physicians, American Academy of Pediatrics, the Carilion Health System (health care system in southwest Virginia), and the VCU Health System, a major teaching hospital.


	Table 4: State Definition for Medical Home

	State
	Definition
	Source of Definition

	Alabama
	· Patient 1st has focused on advancing adoption of the medical home concept by supporting PMPs’ efforts to incorporate the seven characteristics of a medical home.  The characteristics, known as principles, have been adopted by the American Academy of Pediatrics and the Alabama Chapter of the American Academy of Pediatrics.  The principles include: personal physician, physician-directed medical practice, whole person orientation, care coordination and/or integrated, quality and safety, enhanced access, and appropriate payment.
	· American Academy of Pediatrics

	Iowa 
	· “Medical home" means a team approach to providing health care that originates in a primary care setting; fosters a partnership among the patient, the personal provider, and other health care professionals, and where appropriate, the patient's family; utilizes the partnership to access all medical and nonmedical health related services needed by the patient and the patient's family to achieve maximum health potential; maintains a centralized, comprehensive record of all health related services to promote continuity of care; and has all of the characteristics specified in section 135.158. The legislation further defines the purpose of the medical home using the language of the PCPCC's joint principles except modifying the word “physician” to “provider.” 
	· House File 2539

· The Definition and Certification workgroup recently reviewed a crosswalk of the definitions for the PCMH available through NCQA, the Joint Principles and HF 2539. Based on this crosswalk, they reached consensus that Iowa will use the definition established in HF 2539.

	Kansas
	· In Kansas, a medical home is defined in statute as “a health care delivery model in which a patient establishes an ongoing relationship with a physician or other personal care provider in a physician-directed team, to provide comprehensive, accessible and continuous evidence-based primary and preventive care, and to coordinate the patient’s health care needs across the health care system in order to improve quality and health outcomes in a cost effective manner.”
	· See http://www.kslegislature.org/bills/2008/81.pdf

	Maryland
	· A patient-centered medical home is a model of practice in which a team of health professionals, guided by a personal physician, provides continuous, comprehensive, and coordinated care in a culturally and linguistically sensitive manner throughout a patient's lifetime. The PCMH, accessible to all Marylanders, provides for all of a patient’s health care needs, or appropriately collaborates with other qualified professionals to provide patient-centered care through evidence-based medicine, expanded access and communication, care coordination and integration, and care quality and safety. This includes the provision of preventive services, treatment of acute and chronic illness, and assistance with end-of-life issues, within their practice or through the coordination with other providers. 
	· The definition was developed by the CMH workgroup of Maryland Health Care Quality and Cost Council. The Council endorsed the definition at its June 2009 meeting.

	Montana
	
	

	Nebraska
	· Medical Home Advisory Council will finalize definition.
· Initial definition in legislation is as follows:  A provider of primary health care services to patients that meet the requirements for participation.  Provides a comprehensive, coordinated health care for patients and consistent, ongoing contact with patients throughout their interactions with the health care system. Including but not limited to, electronic contacts and ongoing care coordination and  health maintenance tracking for patients.  Provide primary health care services for patients and appropriate referral to other health care professions or behavioral health professionals as needed.  Focus on the ongoing prevention of illness and disease and encourage active participation by a patient and the patient’s family, guardian, or authorized representative, when appropriate, in health care decision making and care plan development.
	· Initial definition in legislation

	Texas
	· The Health Home Pilot Project consultant has organized and brought together  an expert panel to assist in the planning of the project, including the creation of an operational definition for “medical home” that is appropriate for the State of Texas.  The following six core components have been drafted as potential required elements that must be addressed in each pilot project proposal.

1. “Patient Access” includes increasing primary care capacity to see additional patients, improving the ways in which patients can access primary care providers and their services, establishing a medical home relationship with a personal provider or team, and providing 24/7 access to a provider or trained triage service.
2. “Quality Improvement” means improving the degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.

3. “Patient/Family Centered Care” includes patient/family education and involvement in chronic condition management and patient participation in defining and evaluating the implementation of patient and family-centered care.

4. “Population Approach to Care” is the management of members of a population with a defined condition in a manner that proactively identifies and meets service needs that address the targeted condition as well as all health care needs.  Population management also emphasizes effective patient self-management through education and care support.  The goal of population management is to reduce the number of patients considered high risk within the population.

5. “Planned/Coordinated Care” includes clinical care management, which is the coordination and management of all health care and support services for members who are at risk of using inpatient and emergency services.  The goal of planned care coordination is to keep the person safely cared for in the community.  Also included is care coordination, which is the coordination and management of all health care and support services for members who are at risk of not receiving necessary services to treat a concerning condition or to maintain their health status.

6. “Team-based, comprehensive care” consists of a care team that assumes responsibility, individually and collectively, for providing and coordinating the provision of health and support services needed by the patient across the continuum of care.
	· The Health Home Pilot Project Expert Panel’s recommendations of six core components.  The recommendations stem from meeting discussions that were led by the consultant on the project.  The definitions of the components are still being refined by the panel.  The recommendations are grounded in the fundamental principles of the medical home as stated in the joint position statement of the American Academy of Pediatrics, the American College of Physicians, and the American Academy of Family Physicians.

	Virginia
	· To be determined
	


	Table 5: Qualifying Practices

	State
	Status of Criteria Development
	Approach to Qualifying Practices

	Alabama
	· To be determined
	

	Iowa
	· The Definition and Certification workgroup are currently working on building consensus on a PCMH certification.
	

	Kansas
	· The stakeholder group has provided recommendations identifying key medical home characteristics which would be required for the designation of medical home providers serving Medicaid and SCHIP beneficiaries.  The stakeholder group endorsed the use of NCQA standards for a PCMH.
	· To be determined

	Maryland
	· Medical Home Workgroup has selected the NCQA PPC-PCMH as the recognition tool.  Maryland requires Level  I  PPC-PCMH within 6 months of selection in the pilot and migration to at least Level II PPC-PCMH (requires an EHR) within 18 months after start of the pilot.
	· Pediatric, family medicine, and general internists may apply for the pilot. The unit that applies will be the practice location. All physicians in a location practice will be required to join the pilot,  but a practice is not required to have all locations participate.  If a practice location is eligible,  the state or its agent will certify the capabilities of the practice and determine if the practice qualifies.

	Montana
	
	

	Nebraska
	· Medical Home Advisory Council will recommend recognition process.
	

	Texas
	· To be determined.  The expert panel, as coordinated by the consultant, are in the process of outlining the specific pilot selection criteria.  Preliminary discussions have generated ideas about criteria related to practice size, the number of Medicaid children served, leadership commitment, and strong proposals (i.e. proposals indicating “spreadability” to similar practices in the state, cost-effectiveness, generation of new knowledge and quality outcomes etc.).
	· The Texas Health and Human Services Commission will solicit proposals from practices who serve children enrolled in Medicaid across the state.   Preliminary expert panel/consultant discussions have generated positive feedback about the possibility of requiring practices to submit a Medical Home Index as a baseline for their work plan and/or as part of the proposal.

	Virginia
	· To be determined
	


	Table 6: Restructuring Reimbursement

	State
	Status of Reimbursement Structure

	Alabama
	· PMPM – When Patient 1st began in 1997, PMPs were paid a flat case management fee of $3 PMPM.  Since December 1, 2004, instead of receiving a flat case management fee, PMPs have had the ability to “build” their case management fee based on agreed upon contract components, such as providing EPSDT screenings or immunizations, or for completing CME training on medical homes.

· In 2009 the fee structure changed to a base rate of $1.60 plus the ability to “earn” an extra dollar by using electronic information, to gather patient information regarding past services
· Shared savings – In 2007, the Agency shared $5.7 million in savings with PMPs who – compared to their peers – worked with the agency to improve the quality of health care provided through its Patient 1st program while saving millions of dollars for taxpayers.
· A shared savings payment was also accomplished in October 2009.

	Iowa
	· The Reimbursement and Policy workgroup is bringing together partners to develop a multi-payer reimbursement model that supports PCMH spread.

	Kansas
	· KHPA intended to seek funding during the 2010 legislative session for enhanced reimbursement for providers designated as medical homes for Medicaid beneficiaries. Unfortunately, the current state budget is so constrained there will be no funds available in 2010 for program enhancements. The revised KHPA plan is to finalize all the medical home policies and procedures so that implementation can occur as soon as funding is available.

	Maryland
	· Follow Joint Principles on payment in phase 1 (year 1) – FFS + PMPM  for care management + bonus payment for meeting quality goals.  Maintain PMPM payment, but transition practices to a shared savings approach by year 3 with no penalty for losses.  Issues of how to implement a shared savings model in a small practice yet to be resolved.  Payers have raised practical issues of how their claims systems need to be modified.

	Montana
	· Providers participating in Passport to Health receive a PMPM case management fee to serve as the medical home for Medicaid clients

	Nebraska
	· Under consideration are a combination of fee-for-service, PMPM fee, with possible payment for performance and shared savings

	Texas
	· Existing reimbursement models will be used.

· Grants will be provided for practice transformation.

	Virginia
	· To be determined


	Table 7: Supporting Practice Change – Providing Information to Providers

	State
	Best Practices
	Individual Provider/Practice Performance
	Individual Patient’s Health History and Health Status

	Alabama
	· Added payment for completion of Medical Home CME
	· Through the Patient 1st Program, PMPs receive a quarterly report card known as Profiler which lets the PMP know how they compare on certain measures to their peers.
	· Together for Quality transformation grant provides Patient 1st PMPs with an Electronic Health Record, known as QTool . The clinical information, which is primarily built from claims, can be augmented with physician-entered clinical-level information.  In addition, clinical alerts are built based on standards of care with the primary focus being asthma and diabetes.  QTool is available in the majority of Alabama counties with physician training ongoing.

· In addition to QTool, the State provides physicians with RMEDE , which is a web-based dashboard reporting system.

	Iowa
	· The Iowa Healthcare Collaborative (IHC), in conjunction with the Iowa Academy of Family Physicians, has convened the Medical Home Learning Community (MHLC) to align and equip practices to become a PCMH. Geared towards primary care providers, this learning community has brought together innovator teams from across the state interested in deploying the PCMH model. The MHLC focuses on practice transformation and the NCQA recognition standards. During 2010, IHC plans to continue the MHLC for a second series. 
· The Education workgroup of the MHSAC will help develop the curriculum for the MHLC for 2010. 
	· In 2008 the IHC educated primary care teams on population-based care, registry development and the use of data for quality improvement.  In 2009 over 160 people participated in a three-session educational series on practice transformation where curriculum focused on the nine NCQA standards. 
	

	Kansas
	· KHPA has held joint meetings of the E‐health advisory group and the medical home stakeholders to integrate potential resources to maximize development of medical home capacity. KHPA has an initial list of support needs and required resources, but specific strategies and policies will need to be developed.
	· To be determined

	· To be determined



	Maryland
	· Initial outreach to providers via state symposiums located around the state.  Build on the learning community of practices started via the Carefirst PCMH pilot. State finance work through combination of state funds and NGO grants.  
	· Work is underway to involve Transformed, QRO and other Maryland quality organizations in redefining and raising awareness. 
	· Use patient E&M claim history to attribute patients to the practice

	Montana
	· Montana is developing a new Health Improvement Plan that will target the state’s neediest and costliest clients. The CHCs will hire health coaches and registered nurses who will work as part of a care team with PCPs.
· Montana does frequent site visits and trainings, and shares information with providers about how they can serve as effective medical homes for their clients.
	
	· Montana Medicaid contracts to operate a nurse advice line (NAL) available to clients free of charge, 24/7. When a client calls the NAL, a triage summary report is automatically faxed to the client’s PCP.

	Nebraska 
	· To be determined
	· To be determined
	· To be determined

	Texas
	· To be determined.  A practice coach will be made available to assist pilot projects in learning best practices for medical home transformation.  A learning collaborative has been mentioned in preliminary expert panel discussions as a way to assist pilot projects in their efforts to become a successful health home.
	·   To be determined
	·   To be determined

	Virginia
	· To be determined
	· To be determined
	· To be determined


	Table 8: Supporting Practice Change – Providing Support to Patients

	State
	Providing Patients with Information on Provider Performance
	Providing Patients with Information they Can Use to Manage their Own Care

	Alabama
	· Not currently available to patients
	· Not currently available.  It should be noted that as part of the larger HIE vision for Alabama, a patient portal will be included as part of the long-term planning.

	Iowa 
	
	

	Kansas
	· Kansas Medicaid plans to instruct beneficiaries on the changing roles and responsibilities intrinsic to the new delivery system.
	· Kansas Medicaid will promote and encourage strategies to enhance the health literacy of beneficiaries.

	Maryland
	· Under development
	· Looking to work with practices’ care coordinators to ensure 24-7 access to information

	Montana
	
	· Montana Medicaid contracts to operate a nurse advice line (NAL) available to clients free of charge, 24/7. Clients can be triaged for illness or injury and be directed to an appropriate level of care. 
· As part of Montana’s Health Improvement Program, the state will contract with local community and tribal health centers to offer care coordination and health coaching to Medicaid clients identified as high cost, high need.  Clients will receive education about the medical home and their care plan will be coordinated with their PCP. 

	Nebraska
	· To be developed
	

	Texas
	· To be determined
	· The 6 core components that all pilot projects will be required to address include patient education and self-management.

	Virginia
	· To be determined
	· To be determined


	Table 9: Supporting Practice Change – Enabling Care Coordination

	State
	Technology
	Other

	Alabama
	· Alabama received a Medicaid Transformation Grant in 2007.  Through this grant, Alabama Medicaid is working with PMPs to help them adopt electronic health records or QTool electronic health record, now available statewide. The clinical information, which is primarily built from claims, can be augmented with physician-entered clinical level information.  In addition, clinical alerts are built based on standards of care, with the primary focus being asthma and diabetes.  QTool is available in the majority of Alabama counties with physician training ongoing.
	· The RMEDE system allows for providers and care coordinators to view dashboard reports which gives aggregate county and practice information.  Additionally, RMEDE allows for specific patient opportunities such as missed testing, emergency department utilization, etc.

	Iowa
	· The Education workgroup of the MHSAC to build an Iowa-based PCMH informational website.
	

	Kansas
	· Kansas Medicaid plans to link the medical home model of care to meaningful use of electronic health records and E-prescribing.
	

	Maryland
	· In April 2009, the Maryland General Assembly passed House Bill 706 (Electronic Health Records – Regulation and Reimbursement). This bill requires health care insurers to establish incentive programs for the meaningful use of electronic health records. Because the PCMH requires adoption of electronic health records, payer support of the PCHM will count as an incentive for meaningful use. HB 705 directed the Health Services Cost Review Commission to establish a surcharge in hospital rates of $10 million dollars to finance the initial infrastructure to establish a health information exchange in the State. The HSCRC approved an award to Chesapeake Region Information System for Patients (CRISP) at its August meeting. The exchange will begin operation of the first use in 2009.
	

	Montana
	
	· Montana is developing a new Health Improvement Plan that will target the state’s neediest and costliest clients. We will contract with local community health centers to offer care management and coordination for clients identified by predictive modeling software with the highest risk scores. The CHCs will hire health coaches and registered nurses who will work as part of a care team with PCPs.

· Medicaid care management staff includes three program officers, an analyst and a supervisor charged solely with overseeing our managed care programs. Because of its rural nature, Montana is in the unique position of being directly involved in managed care programs and does not contract with outside vendors to oversee its programs; it works directly with contractors, such as the enrollment broker.

	Nebraska
	· To be developed
	

	Texas
	· The Texas legislature recently passed House Bill 1218, 81st Legislature, Regular Session, 2009, to implement an innovative health information exchange system that will support vital components of a successful medical home. Over the next few years, Texas Medicaid will be introducing this electronic health information system, which will provide medical home providers access to health information for Medicaid and Children’s Health Insurance Program (CHIP) clients. The system will include an electronic health record and support e-prescribing and other health information exchange features.
	· One of the six core components that pilot projects will be required to address, “Planned, Coordinated Care,” is defined as coordination and management of all health care and support services for members who are at risk of using inpatient and emergency services as well as members who are at risk of not receiving necessary services to treat a concerning condition or to maintain their health status.

	Virginia
	· To be determined
	· To be determined


	Table 10: Measuring Success State-wide

	State
	Patient-level
	Practice-level
	System-level

	Alabama
	· No current work in this area.

	· Performance Measures are in place and include:

generic dispensing rate
non-certified emergency room visits
office visits per unique enrollee
efficiency measures are in place and include total patient cost
	· In 2007, the agency shared $5.7 million in savings with PMPs who – compared to their peers – worked with the agency to improve the quality of health care provided through its Patient 1st program.

	Iowa
	
	
	· The MHSAC is charged with developing and identifying statewide measures for the PCMH system.  One measure that Iowa is particularly interested in is the increase in percentage of certified primary care practices over time.

	Kansas
	· To be determined
	· To be determined
	· Kansas will measure and track the percentage of Medicaid recipients with a medical home.  Another measure of interest is the reduction of preventable hospitalizations.

	Maryland
	
	·  The Medical Home Workgroup is currently deliberating benchmarks for measuring physician practices’ progress in achieving recognition as a medical home, and an appropriate set of measures to assess both quality and efficiency.
	

	Montana
	· Currently developing client surveys

	· Currently developing provider surveys
	· Claims query software allows measurement of client’s utilization of services with and without Passport

	Nebraska
	· To be developed
	· To be developed
	· DHHS, Advisory Council, and the stakeholder group will be identifying criteria to measure.  Elements will include access, patient tracking and self-management, care coordination, referral tracking, utilization, and patient and provider satisfaction. Nebraska wants to have a blend of state and national measures, and plans to bring in outside expertise for the development of this process.

	Texas
	· To be determined. The consultant for the Health Home Pilot Project will be expected to provide interim evaluation reports at 3, 6, 12, and 18 months after the pilot project contract start dates in order for the state to see the progress of each pilot project. Final Health Home Pilot Project evaluation reports will be due July 31, 2012.
· The expert panel, as led by the consultant, is in the process of developing evaluation criteria and methodology.
	· To be determined. The consultant for the Health Home Pilot Project will be expected to provide interim evaluation reports at 3, 6, 12, and 18 months after the pilot project contract start dates in order for the state to see the progress of each pilot project. Final Health Home Pilot Project evaluation reports will be due July 31, 2012.
· The expert panel, as led by the consultant, is in the process of developing evaluation criteria and methodology.
	· To be determined. The consultant for the Health Home Pilot Project will be expected to provide interim evaluation reports at 3, 6, 12, and 18 months after the pilot project contract start dates in order for the state to see the progress of each pilot project. Final Health Home Pilot Project evaluation reports will be due July 31, 2012.
· The expert panel, as led by the consultant, is in the process of developing evaluation criteria and methodology.

	Virginia
	· To be determined
	· To be determined
	· To be determined
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