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Education & Outreach Case Study: Meaningful Use and Medical Homes
Overview of Case Study: Regional Extension Centers, located in every region of the country, serve as a support and resource center to assist providers in electronic health record implementation and their Health IT needs. In this case study, four Regional Extension Centers – Wisconsin Health Information Technology Extension Center, Rhode Island Regional Extension Center, Oregon Health Information Technology Extension Center and Tri-State Regional Extension Center – share their experiences helping providers develop medical homes.
Key Takeaway: Meaningful use of Health IT is a pivotal component of building a medical home because it helps providers coordinate care, provide more efficient health care, and improve patient outcomes.
What is a medical home?
The Agency for Healthcare Research and Quality (AHRQ) identifies five functions and attributes of a medical home.  Medical homes:
1. Provide comprehensive care
2. Provide patient-centered care
3. Coordinate care across elements of the health care system
4. Deliver accessible services
5. Demonstrate a commitment to quality and quality improvement

I. Medical Homes: The National Context
As providers continue to work toward improving quality of care, improving the health of the U.S. population, and reducing the cost of health care – the “three-part aim” – the medical home has emerged as a useful model for health care quality improvement.[endnoteRef:1] Medical homes have the potential to: [1:  U.S. Department of Health and Human Services. 2012 Annual Progress Report to Congress National Strategy for Quality Improvement in Health Care. 2012.] 

· Increase health care efficiency[endnoteRef:2] [2:  Rosenberg CN, Peele P, Keyser D, McAnallen S, Holder D. Results from a patient-centered medical home pilot at UPMC Health Plan hold lessons for broader adoption of the model. Health Aff. 2012.] 

· Improve care coordination
· Lower health care costs[endnoteRef:3] and utilization[endnoteRef:4],[endnoteRef:5] [3:  Paustian ML, Alexander JA, El Reda DK, Wise CG, Green LA, Fetters MD. Partial and Incremental PCMH Practice Transformation: Implications for Quality and Costs. Health Serv Res. 2013]  [4:  Devries A, Li CH, Sridhar G, Hummel JR, Breidbart S, Barron JJ. Impact of medical homes on quality, healthcare utilization, and costs. Am J Manag Care. 2012]  [5:  Savage AI, Lauby T, Burkard JF. Examining selected patient outcomes and staff satisfaction in a primary care clinic at a military treatment facility after implementation of the patient-centered medical home. Mil Med. 2013.] 

· Improve access to care5
· Increase provider and patient satisfaction5,[endnoteRef:6] [6:  Hochman ME, Asch S, Jibilian A, et al. Patient-Centered Medical Home Intervention at an Internal Medicine Resident Safety-Net Clinic. JAMA Intern Med. 2013] 

· Improve chronic disease management[endnoteRef:7] [7:  Calman et al. Becoming a patient-centered medical home: a 9-year transition for a network of Federally Qualified Health Centers. Ann Fam Med. 2013.] 

· Facilitate preventive health care delivery4
Across the country, medical homes are already improving health care delivery. In New Jersey, for example, a medical home pilot program resulted in a 26% decline in emergency department visits and a 25% reduction in hospital readmissions.[endnoteRef:8] Health IT is foundational to the success of medical homes. In particular, Health IT and meaningful use can support the medical home model by: [8:  Overland, Dina. Horizon medical home project cuts readmission by 25%. FierceHealthPayer. 2012] 

· Facilitating communication across the care team[endnoteRef:9],[endnoteRef:10] [9:  Bates DW, Bitton A. The future of health information technology in the patient-centered medical home. Health Aff (Millwood). 2010.]  [10:  Agency for Healthcare Research and Quality. Necessary But Not Sufficient: The HITECH Act and Health Information Technology’s Potential to Build Medical Homes. 2010.


] 

· Enabling all engaged in patient care to efficiently collect, track, and use quality improvement data9
· Supporting shared decision making9



· Increasing patient access to providers and personal health data[endnoteRef:11] [11:  Rosland AM, Nelson K, Sun H, et al. The patient-centered medical home in the Veterans Health Administration. Am J Manag Care. 2013] 
Medical Home Success
In a three-year study of medical homes in Pennsylvania, patients with diabetes saw a 60% improvement in LDL cholesterol level control and a 21% reduction in medical costs.   Overall, the study found that the number of patients with poorly controlled diabetes declined by 45%.

· Providing self-management and monitoring tools to consumers[endnoteRef:12] [12:  Finkelstein J, Barr MS, Kothari PP, Nace DK, Quinn M. Patient-centered medical home cyberinfrastructure current and future landscape. Am J Prev Med. 2011.] 

For instance, transition of care summaries, which enable providers to electronically share clinical information with other providers when referring patients, can improve care coordination. This is just one of the many ways in which achieving meaningful use can help providers improve health care quality and develop efficient medical homes.
II. Despite Challenges, Help is Available
Despite the many ways in which Health IT can support medical homes, the process of implementing and optimizing Health IT for medical homes can be challenging. Beyond implementing electronic health records (EHRs), many organizations need help “understanding how to use and optimize Health IT to develop medical homes,” said Mary Zile, Director of Practice Consulting at Tri-State Regional Extension Center (REC). Providers, for example, often find it challenging to order and view laboratory tests electronically, to use e-Prescribing systems, and to measure and report on quality of care – all important tasks in medical homes.[endnoteRef:13]  [13:  Zickafoose JS, Clark SJ, Sakshaug JW, Chen LM, Hollingsworth JM. Readiness of primary care practices for medical home certification. Pediatrics. 2012.] 

RECs are a critical resource when providers need assistance. Having worked with primary care providers – who lie at the center of the medical home model – to implement Health IT systems, RECs have the infrastructure and expertise needed to help providers optimize Health IT and manage the transformation to a medical home. Through REC partnerships and financial support from the Health Resources and Services Administration, for example, 20% of all community health centers (CHCs) have attained Patient-Centered Medical Home (PCMH) recognition and certification.[endnoteRef:14] RECs are helping CHCs, which care for underserved populations and often lack access to capital and IT expertise, take important steps towards building medical homes, including adopting and implementing EHRs, achieving meaningful use, and optimizing Health IT. Many other providers are also working in conjunction with RECs because of their unique expertise in Health IT, meaningful use, health care quality improvement, and care transformation. [14:  Jones E, Lynch K. EHR Adoption Rates Increase with Aid from Local RECs. 2013.] 

III. Stories From the Field: How Providers are Optimizing Health IT for Medical Homes
While help is available from a variety of sources, this case study focuses on how RECs are serving as medical home support and resource centers for providers in the field. Though each 


of the following stories is unique, there is a common thread of providers working with RECs to improve the quality of care, improve the health of the population, and reduce the cost of care. We highlight four models implemented by different RECs to engage and support providers as they develop medical homes.
 Utilizing Practice Coaches to Support Providers – The Wisconsin Experience 
[image: 1 House Stethoscope.jpg]Medical home uptake in Wisconsin is in its early stages. Although many providers understand the potential of medical homes in terms of improving health care quality and reducing costs, transitioning to the medical home model is often overwhelming, and payers have yet to adopt programs to reward providers for implementing medical homes. Despite the lack of financial incentives, many providers are recognizing the potential of medical homes, and are calling on Wisconsin Health Information Technology Extension Center (WHITEC), Wisconsin’s REC, for technical assistance.
After hearing repeated requests from providers, WHITEC decided to set the wheels in motion. To learn more about the medical home model and demonstrate the potential for medical homes to transform health care delivery, WHITEC initiated a medical home pilot program. After forming a partnership with a leading medical home implementation organization, WHITEC is now working to bring medical home expertise to six Wisconsin provider sites. The six provider sites participating in the pilot program are working directly with Lanette Hesse, a Health IT Specialist at WHITEC. Ms. Hesse provides on-the-ground assistance, serves as “practice coach” for each of the six sites, and helps the sites engage the expertise of WHITEC’s partner. So far, the pilot program has been successful. “Some of the provider sites have already achieved medical home recognition,” explained Ms. Hesse. “They are interested in doing everything they can to improve patient care.”
WHITEC has seen success at the six pilot sites and is working to expand this initiative to other providers. WHITEC shares information and best practices with two other RECs – HealthInsight and Kansas Foundation for Medical Care –and is also planning to expand its medical home offerings to more providers in Wisconsin.
 Engaging Payers to Encourage Health IT Adoption – The Rhode Island Experience
Rhode Island providers were struggling to securely exchange patient data and lacked financial support. To help providers address these challenges, Rhode Island REC (RI REC) developed a strong working relationship with a major payer in the state around the common goal of “embedding care transformation” into Rhode Island’s practices. Due in part to RI REC’s partnership with the payer, the payer is incentivizing enrollment in CurrentCare, the state’s 


health information exchange. Providers are using CurrentCare’s hospital alert feature to receive updates on patient admissions and are also signing up for Direct messaging accounts. The incentive program is helping providers communicate with other providers and improve care coordination.
Reflecting on the partnership, Laura Adams, Director of RI REC, advised, “Engage the people who have their hands on the levers of your health care system.” By working with RI REC and payers, providers in Rhode Island are fostering a culture of care transformation and continuous quality improvement.
 Capitalizing on Relationships with Provider Organizations – The Oregon Experience  
While many Oregon providers still needed meaningful use assistance, the Oregon Health Information Technology Extension Center (O-HITEC) realized that many also were interested in going beyond meaningful use and implementing primary care medical homes. In particular, the providers wanted to know how meaningful use could help achieve medical home goals
O-HITEC collaborated with provider organizations and Independent Practice Associations (IPAs) who already have strong, trusting relationships with Oregon providers. The IPAs and provider organizations provide feet on the ground to implement O-HITEC’s medical home educational tools and guide.
After connecting with providers, O-HITEC uses a detailed, 78-page medical home guide to help providers understand how to leverage meaningful use for medical homes. With these resources and O-HITEC’s expertise in Health IT and health care quality improvement, providers in Oregon have options and are well-equipped to implement primary care medical homes.“Meaningful use is the platform for medical homes.”
Mary Zile, Director of Practice Consulting at Tri-State REC

 Optimizing Heath IT to Support Medical Homes – The Cincinnati Experience
In the Cincinnati area, providers are working with Tri-State REC and the Health Collaborative to develop medical homes. In 2009, the Health Collaborative began a medical home pilot program. As the program progressed, the Health Collaborative began to recognize providers needed Health IT assistance. “Providers had trouble with the finer details of EHR reporting, and we realized we needed support from the REC,” explained Sara Bolton, Senior Project Manager of Practice Transformation and Quality Improvement at the Health Collaborative.
Tri-State REC stepped in and began helping providers achieve meaningful use and understand the synergies between meaningful use and medical homes. The REC also created several tools 


for providers, including Health IT implementation guides explaining meaningful use and medical home requirements in terms of clinical workflows. Thus far, Tri-State REC has received great feedback from providers. “Our providers love the tools. The tools help them see how meaningful use and medical homes will improve patient care,” explained Ms. Zile.Medical Home Resources for Providers
· PCMH Resource Center
· Tips for the Safety Net Community on Using Health IT within a Patient Centered Medical Home
· Health IT: Turning the Patient-Centered Medical Home from Concept to Reality
· FAQ: Do electronic health records align with patient-centered medical home initiatives?
· FAQ: How can providers use Health IT to help create a medical home?
· PCMH Lean Principles Course

IV. Improving Health Care
As the nation continues to transform the health care system, Health IT and medical homes have emerged as important mechanisms for health care quality improvement. “Providers want to use their EHRs to improve patient outcomes, and the medical home is one important way providers can do this,” explained Lanette Hesse, an HIT Specialist at WHITEC.
Across the United States, providers are depending on RECs for help optimizing Health IT and developing medical homes. Ultimately, meaningfully using Health IT and transitioning to the medical home model will help providers achieve the three-part aim of improving the quality of care, improving the health of the U.S. population, and reducing the cost of quality health care.
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