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Agenda
Introduction

Katherine Y. Brown, EdD, MSEd, BSOT, Moderator
Assistant Professor, Department of Family and
Community Medicine
Director, Communities of Practice / Dissemination,
National Center for Medical Education Development and
Research, Meharry Medical College

Welcome

Ross Fleming III
Director, Behavioral Health Practice

Welcome

Lesia D. Walker, MPH, BSMT
Coordinator, Tennessee Area Health Education Center

Presentation

Renee S. Frazier, MHSA, LFACHE
Project Manager, College Wide Patient Centered
Medical Home

Q&A

Announcements
● Microphones will be on mute during the
presentation.
○ Use the chat box for questions and comments
during the presentation.
● Virtual Introduction:
○ Type your name, organization, city/state.
● Question & Answer will follow the presentation.

Let’s Connect on Social Media
● Please follow us on Twitter page @PCTCoP and use
our hashtag #PCTCoP.
● We invite you to share your Twitter handle in the
chat box and we will follow you.

For More Information
Behavioral Health Workforce Education and Training (BHWET)
www.BWHET.org
Tennessee Area Health Education Centers (TN AHEC) Program at
Meharry Medical College
www.TNAHEC.org
National Center for Medical Education Development and Research
(NCMEDR) at Meharry Medical College
www.NCMEDR.org
College-Wide Patient-Centered Medical Home (CWPCMH)
www.CWPCMH.org

Save The Date
● Tonight’s presentation is part of the monthly
Behavioral Health Workforce Education and Training
Inter-professional Integrated Health Education
Series

○ October 20, 2020
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Coordinator, Tennessee Area Health Education Center

Reneé S. Frazier is an experienced leader in the health care management arena with expertise in hospital operations,
managed care, volunteer and community service, health promotion, strategic planning, and organizational excellence.
She is known for her advocacy towards greater transparency of health care quality indicators and patient experience
report cards. She is also a strong leader in the Memphis and Shelby County Community addressing issues of
Consumer Activation, Health Policy, Environmental Barriers, Health Equity and Neighborhood Engagement, which will
lead our region to better health.
Frazier served as the first CEO of the Common Table Health Alliance in the Memphis area. She was named CEO
Emeritus upon her retirement from the organization. Prior to moving to the Mid-South, she was the regional senior vice
president and executive officer of VHA Pennsylvania, the Pittsburgh division of Vizient Inc., a national hospital alliance
of more than 2,200 health care organizations across the U.S. She also served as President of VHA PA Enterprises, an
Insurance Off-Shore Captive. She has also served as a vice president of BlueCross BlueShield of Maryland, chief
operating officer for Liberty Medical Center and Lutheran Health Care Corporation in Baltimore, MD. Since her
retirement, she had been operating a consulting practice to support strategic planning, patient centered medical home
coaching, and health equity projects. She started providing consulting to Meharry in June of 2016, to support the
college-wide efforts to transform existing medical and dental curriculum, train residents and students, and transform
MMG into the PCMH delivery model of care. Currently, she is serving as the project manager for the College-Wide
Patient-Centered Medical Home Project.
She holds a Bachelor of Arts degree in business and sociology from the University of Maryland and a master's degree
in health services administration from George Washington University. As of May 2016, Frazier retired as CTHA's first
Chief Executive Officer and has remained active with the organization in an emeritus status.

College-Wide
Patient-Centered Medical Home
Project
(CWPCMH)

“An Integrative Model of Care:
The Patient-Centered Medical
Home”
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CWPCMH Team Members
Patricia Matthews-Juarez, PhD
Project Director, CWPCMH
Professor
Department of Family and Community Medicine
Senior Vice President, Strategic Initiatives and Innovation

Renee’ S. Frazier, MHSA, LFACHE Project Manager
Department of Family and Community Medicine
rfrazier@mmc.edu

Marilyn Rudolph, MBA, BSN, RN, Nurse Case Manager
marudolph@mmc.edu
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Learning Objectives
Topic: An Integrative Model of Care: “The Patient-Centered
Medical Home”
Learning Objectives:
• Upon completion of this lecture, participants should be
able to:
• Describe the six principles of the Patient-Centered Medical
Home as a model.
• Explain how the Patient-Centered Medical Home model
improves patient care.
• Explain the value-based payment system and link it to
provider’s performance and patient outcomes.
• Understand team-based care from a primary care and
behavioral health perspective.
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What is a Patient-Centered Medical Home?
What are the goals?
A PCMH is a comprehensive care delivery model
designed to improve the quality of care for patients:
highly patient engaged and proactive.
Goals:
• Improve the capabilities and standards of
healthcare providers, and
• Provide the overall value of healthcare delivery
to patients, communities, and especially, our
vulnerable populations.
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Spending More, but Getting Less
• In 2017, the cost of health care in the United States
averaged $10,739 per person (17.9% of the U.S. GDP)
• The U.S. spends more than twice as much as many
industrialized countries.
• The U.S. has the lowest life expectancy, highest chronic
disease burden and highest suicide rate among these 11
countries.
• Health care providers and industries are looking of ways to
decrease the overall cost of healthcare, while improving the
quality of care provided.
-Schneider, Sarnak, Squires, Shah & Doty, 2017
-U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? Roosa
Tikkanen and Melinda K. Abrams
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The Triple Aim in Healthcare
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Goals

•

•
•

Create the infrastructure for
transforming the existing curriculum
in the School of Medicine (SOM) and
the School of Dentistry (SOD) by
integrating the PCMH model as a
module to expand and enhance the
PCMH training;

Integrate the PCMH model in the
training of residents and students by
using an inter-professional curriculum;
and
Implement the PCMH model across all
schools at Meharry

Objectives

•

•
•

Develop and establish a PCMH Steering
Committee in Years 1-5 to design and
implement a comprehensive PCMH
training program for 420 medical
students, 200 dental students and 72
residents (18 family medicine/45
medicine/9 general practice);

Design and integrate five components of
the PCMH into existing curriculum in
Years 1-2; and
Implement the PCMH module in the
medical and dental schools training in
Years 3-5 for 420 medical students , 200
dental students and 72 residents (18
family medicine, 45 medicine and 9
general practice residents)
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Six Principles of the PCMH Model
1. Access and continuity of care;
2. Team-based care and care coordination;
3. Case management using evidence-based
practices;
4. Patient self-care support and community
resources;
5. Population health management; and
6. Continuous quality improvement.
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NCQA PCMH Standards and Guidelines
1. Team-based care and practice organization: Provides structure for
practice leadership, care team responsibilities and partnerships with
patients, families and caregivers.

2. Know and manage patients: Sets standards for data collection,
medication reconciliation, evidence-based clinical decision support and
other activities.
3. Patient-centered access and continuity: Provides patients with
convenient access to clinical advice and helps ensure continuity of care.
4. Care management and support: Helps clinicians set up care management
protocols to identify patients who need more closely managed care.
5. Care coordination and care transitions: Ensures that primary and
specialty care clinicians are effectively sharing information and managing
patient referrals to minimize cost, confusion and inappropriate care.
6. Performance measurement and quality improvement: Helps practices
develop ways to measure performance, set goals and develop activities to
improve performance.
1
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Elements of the Patient-Centered
Medical Home Model
• Patient safety and
improved quality of
care
• Coordinated care
and integration
• Comprehensive
(whole person) care
• Having a personal
physician
• Enhanced access
• Team-based care
(MMG: Physicianlead)
• Value-based
payment

20

Patient-Centered Medical Home Team

Patient
Registratio
n

Patient-centered
care
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The Relationship between Medical Care and
Dental Care/Oral Health
or
Why is it important to have interprofessionalism between medical and dental
care/health and team-based care dental
professionals in the PCMH?
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Periodontal Disease and Diabetes
A two-way relationship
↑ Risk of infections, dry mouth
Periodontal
disease

Diabetes
↑ Blood sugar
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Source: Oral Health: An Essential Component of
Primary Care, QUALIS Health, 2015
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Links between Oral and General Health
• The mouth and body are integral to each other.
• Recognizing that oral health and general health
are interlinked is essential for determining
appropriate oral health care and medical care.
• Oral health shares common risk factors with
other chronic diseases/conditions.
• Medications can affect oral health.
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Team-based Care/
Care Coordination
and the Role of Behavior Health
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Team-based Care/Care Coordination
What is it? And who does it?

Elements:
1. Patient and familycentered
2. Coordinated
3. Accountable
4. Accessible
5. Continuous
6. Comprehensive
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Team-based Care
Physician leadership (Inter-professionalism)
• NP/PA
• RN/LPN
• Dentist
• Medical Assistant
• Administration/Office Staff
• Care Coordinator
• Case Manager
• Social Worker
• Nutritionist
• Diabetes Educator
• Behavioral Health Specialist
• Pharmacist
• Community-based organizations
28

Case Management/Care Coordination
Components
• Communicate test results and care plans to patients
and families.
• Provide disease-management and care-management
services, especially for high-risk patients.
• Link patients with community resources to facilitate
referrals and help to address social determinants of
health.
• Integrate behavioral health and specialty care into the
delivery of care.
• Track and support patients that obtain services outside
their physician’s practice.
• Follow up with patients after emergency room visits
and hospital discharges.
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Focus of Case Management
and Care Coordination
•
•
•
•
•
•
•

Chronic illnesses
Behavioral health
Substance abuse and opioid addiction
Health behaviors
Life stressors and crisis
Stress-related physical symptoms
Patterns of healthcare utilization
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Care Coordination
1. Helps patients access appropriate
community and medical resources.
2. Shares information with the team.
3. Drives accountability and responsibility
within the team.
4. Promotes soft handoffs to help ease patient
access to and acceptance of needed care.
5. Manages confidentiality and rules for
maintaining confidentiality.
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PCMH Helps to Achieve The Triple Aim in
Healthcare
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NCQA PCMH Recognition is the Standard:
Why is this important?
• NCQA’s Patient-Centered Medical Home Recognition
program is the most widely-adopted PCMH evaluation
program in the country.
• Approximately 13,000 practices (with 67,000 clinicians) are
recognized by NCQA. More than 100 payers support NCQA
Recognition through financial incentives or coaching
• Tennessee has 398 NCQA recognized sites.
• TennCare launched NCQA Recognition as a core strategy in
2013.
• PCMH Incentive Program in 2017, investment into 82
providers and $40 million.
• Practices that are NCQA Recognized have adopted whole
person care.
• Practices have systems and protocols which include: same
day appointments, team huddles, self-care tools, provider
dashboards, data driven, care coordinators, routine
satisfaction surveys, etc.

33

Some MMG System Changes as a PCMH
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Annual Check-in from NCQA
Validation of the Policies, Systems and Competencies
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Patient surveys are standard practice
Data tracking systems for improving care
Population health standards and performance measures
Documented systems-of-care coordination
Test and referral tracking systems
Effective EMR and coding systems
Structured QI committee
Consistent QI performance measures
PDSAs for ongoing quality improvement
Well-defined performance reports
3
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Why Behavior Health Integration
• People who are engaged in primary care routinely have
better health outcomes and lower mortality rates.
• National studies note 30% of the population meet at least
one criteria for one or more metal health issues.
• Mood, depression and anxiety disorders are commonly
seen in primary care patients.
• PCMH assumes whole person care is best delivered in
partnership with primary care.
• BH providers are trained to use techniques such as
motivational interviewing.
• Integration with PC will create formal systems of screening,
diagnosis, and evidence based treatment.
• It aligns the use of data and referral tracking.
• Reduces the stigma and normalizes mental illness.
• Models vary: Coordinated, Co-Located or Integrated into
the practice.
36

Training in Integrated Primary Behavioral Health:
Competencies for All Providers
• Assessment & Treatment of Behavioral Health
• Paradigm of Primary Care
• Patient Engagement

• Attention to Contextual, Cultural, and Social Factors
• Team Based Care
• Principles and Practices of Behavior Change

Source: Cherokee Health Systems
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Pay for Performance
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General Points about Pay4Performace
• Payment is based on the the electronic
medical record, if it is not documented you
are not going to receive payment.
• Payment is aligned to quality and cost
indicators.
• Payment is best on a risk if you do not reach a
level of care.
• HEDIS data drives payment incentive levels.
• Efficiency scores are on ED use and
admissions.
3
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General Points about Pay4Performace
•
•
•
•
•
•
•

Coding becomes a core provider skill.
Status coding is key.
Social Determinate of Health coding.
TennCare uses an incentive program for some primary
care providers and episodes of care.
The Triple Aim is used to frame the new
Pay4Performance models.
Fee for service payments are being replaced with a
Pay4Performace model.
Reward system for best practice performers.
4
0

What does this mean to you
in your training?
• Transformation of how you will be educated,
trained and engaged in clinical practice during
your learning experience.
• New ways of thinking that will facilitate your
ability to practice in the current world.
• New rules for practice and to apply what you
learned in the clinical setting.

4
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Introduction of these new concepts in your residency and remaining as a
consistent part of your learning experience

1.

Training that include concepts of PCMH;

2.

Introduction of patient huddles;

3.

Use of health coaching, active listening and motivational interviewing as
necessary provider skills;

4.

Consistent use of the EMR and how to use data to track population health
indicators;

5.

Non-bias profiles of patients during your documentation process and
knowledge of social determinants of health;

6.

Building an understanding of the team-based approach and the need to
become educated about wrap-around resources;

7.

Building research projects that utilize data associated with population health
and clinical care;

8.

Understanding the intersection of cost, quality and the patient experience;

9.

Building knowledge on the use of quality improvement tools; and

10. Ensuring you are a best-practice provider.
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Summary Points
1. Proactive approach in the inter-professional
educational training experience.
2. Training all students in clinical practice is intended to be
transformative and relevant to the value-based
payment system, especially in primary care and oral
health.
3. Committed to the principles and concepts of the PCMH.
4. Demonstrating a system of care that provides patients
with culturally sensitive, patient-centered, safe, timely
and appropriate care.
5. Committed to an educational experience to achieve the
highest level of professionalism, knowledge, and skills
to provide excellent patient care in all settings.
43
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Meharry
Patient-Centered Medical Home Website

www.mpcmh.org
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